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To my wife,
DIANE AYRES





BITTER PILLS is a work of investigative and personal journalism. Although it raises some frightening questions about legal drugs—I know they scare me—the book is meant to help reform the system and inform your choices when using medications, not to scare you out of taking them at all.

Suddenly halting the use of a safe drug can be more deadly than taking a so-called “dangerous” drug. Please do not do it. Read the book, talk to your doctors, and if they don’t seem to understand why you want to know more about your own medical care, get new doctors. Get to know your pharmacists and nurses, consider a consultation with a clinical pharmacologist. And when asked what drugs you take, make sure you include all nonprescription medicines. Improperly used, they can kill you, too.

But always remember that we as medical consumers are part of the problem. Drug companies and doctors often make decisions based on the assumption that we are too dumb to understand the medications we’re given. Don’t prove them right.
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“Fortunately, a surgeon who uses the wrong side of the scalpel cuts his own fingers and not the patient. If the same applied to drugs, they would have been investigated very carefully a long time ago.”

DR. RUDOLPH BUCHHEIM,
the father of pharmacology, 1847




“Here was the medicine, the patients died And no one asked: Who thrived? So have we with hellish electuaries In these valleys, these mountains, Raged worse than any plague. I have myself given the poison to thousands. They withered, I must live to see The impudent murderers praised.”

FROM FAUST BY
JOHANN WOLFGANG VON GOETHE (1831);
as recited by Widikund Lenz—the German physician who first linked thalidomide to birth defects—at the Kyoto International Conference against Drug-Induced Sufferings, April 1979




PROLOGUE

It began with a pill. One pill.

My wife’s gynecologist gave her samples of a new antibiotic to treat a urinary tract infection so minor, she didn’t even know she had it. The doctor told her to take this new wonder drug twice a day for three days.

Your doctor gives you a pill, you take it. When I left for work the next morning, I said good-bye to Diane as she swallowed the first pale yellow oval tablet with breakfast.

Six hours later I was bringing her, delirious, to the emergency room. Our lives haven’t been the same since.

Diane called me at work several hours after she took that pill and said she felt strange. I knew something was really not right, because my wife comes from a long line of “it’s just a flesh wound” stoics who underreact to all physical discomfort. She said she was disoriented and hallucinating. Her mouth was dry, and she felt tingling in her left arm and hand. She was having trouble talking.

After we spoke, she found herself wandering around in her small home office, and when she located her desk, she couldn’t figure out how to turn off the computer she writes on every day. When she went to lie down, she started shaking uncontrollably and then saw white. She was sure she was dying.

Then she heard the phone ring. It was me, calling to see if she was feeling any better. Luckily, she was able to reach over, pick up the receiver and mumble to me about what was going on. I called her gynecologist, who told me to take her to the hospital. When the cab got me home from the office, I found Diane lost in her closet. She stammered that she wanted to get dressed to go out but couldn’t find her white shirt. I looked down and saw that it was an inch from her hand.

Married people can afford to panic only one at a time, so I pretended I was not scared as I helped her on with the shirt and took her to the hospital closest to where we live in Philadelphia, which happens to be Pennsylvania Hospital, the oldest hospital in America and one of the very best. As Diane spoke—haltingly, elliptically—to the ER doctors, more symptoms emerged. Her jaw was terribly sore from clenching against what we assumed had been a seizure. Her pupils were fixed and dilated, like blobs of black ink. She said she felt as though something were “melting” just behind her green eyes.

It was late Friday afternoon at the ER, just before the weekend rush, so we got a good, slightly private, curtained-off area. An emergency medicine specialist and several neurology residents tag-teamed in and out of our space. Each one asked a slightly different version of the same questions. I worried that we weren’t being clear because there didn’t seem to be any accumulation of knowledge taking place. They all had tests they wanted Diane to perform.

“Spell the word ‘world’ backwards,” one asked. She did it and was then asked to name the U.S. presidents in reverse chronological order.

“Can you spell ‘world’ backwards?” the next one asked. Then he requested that she touch her finger to her nose.

“I’d like you to try to spell—” the next one began.

“—yeah, yeah,” Diane said, “ ‘world’ backwards.” But she was bobbing in and out of full lucidity. Only seconds after cracking a joke, her mind would be sluggish again, and she would barely respond when I stroked her cheek or her shoulder-length brown hair.

After nearly five years of marriage, this was the first medical emergency we ever had to face. The only thing that kept me from really losing it was a woman in the next cubicle who already had lost it. Dragged in by the police in the middle of a major psychotic episode, she screamed continually in English and Chinese about everything from her husband’s homosexuality to her close personal friendship with the president of the United States. Her screams pierced the crackly trauma calls from ambulances all over the area, which were being broadcast on a loudspeaker system for the ER staff to monitor. The combined noise was oddly stabilizing, a constant reminder that things could be considerably worse.

After several hours of neurological exams, the word came back—from a place called the Poison Control Center—that all of Diane’s symptoms had been previously reported as reactions to the antibiotic she took. The drug is called Floxin. She had, as we now say, been “Floxed.”

My wife took a pill. It made her sicker than she was before.

World backwards. Tell me about it.

The ER doctors, however, were not through with us. They still wanted to run more tests. Even though Diane’s symptoms, such as “acute delirium,” were consistent with a reaction to the Floxin, they could also be caused by a brain tumor, a stroke or a big horrible infection with larger neurological implications, like spinal meningitis. They wanted to do a CT scan.

I got to sit in the CT control room and watch the machinery visually slice and dice. There is nothing quite so frightening as watching your loved one’s brain being scanned for tumors, especially when you’re not exactly sure what a normal brain looks like. But it is also very moving to peer directly into your wife’s mind. What spouse hasn’t at one time or another wished to be able to do that?

Back in the ER after a clean scan, we were then told the prevailing wisdom about all adverse drug reactions: that the effects would subside when the medication left her system. And we were sent home—with a supply of the milder, cheaper antibiotic she probably should have taken in the first place for her urinary tract infection (UTI)—to wait for that to happen. On our way out, we walked past the main ER desk. On the wall behind it was a light box for reading X-rays, which was still illuminating pictures from the inside of Diane’s brain. To the left of the viewer was a shiny metal towel dispenser. It was adorned with Floxin advertising magnets that had been left by some enterprising drug sales rep.

At that moment I thought the Floxinalia would actually make a nice detail for our emergency room horror story, the recitation of which would commence as soon as Diane was fine, ostensibly in a couple of days. But her symptoms did not disappear as promised. Some waned, but new ones developed. Besides the “melting” and the fixed pupils, she had really aggressive, buzzy insomnia, visual distortions that made the world seem six-dimensional and aphasia: she would get halfway through a sentence and just couldn’t get the rest of the words out. For a woman with a high school trophy for “best negative debater” sitting on a shelf behind her desk, this was probably the scariest symptom of all.

Over the next two weeks, she endured an electroencephalogram (EEG), which tests electrical function in the brain; a magnetic resonance imaging (MRI) of her head, which offers more structural detail than the CT scan; and a spinal tap, to check the cerebrospinal fluid for infections, as well as some blood work. All these tests just to rule out any other possible explanation for her continuing symptoms than an adverse reaction to the drug—the same drug that was supposed to be long gone from her system. While the tests themselves were creepy, what they were testing for was absolutely horrifying. I found myself weighing which awful result would be most acceptable, watching the life we had planned to have pass before my eyes.

The tests all came back on a Thursday, one of the most harrowing days of our lives. As we were read the results over the phone by our internist, I found myself mentally checking off all the nightmares that had been eliminated by the process—“brain tumor, no; stroke, no; AIDS, no.” But Diane still wasn’t well. The doctors concluded that the drug reaction had triggered some genetic predisposition to neurological illness. Since her body hadn’t been able to correct the situation naturally, she would need to take a combination of heavy-duty drugs, each with its own possible side effects, to do it. If, in fact, it could be done at all.

But at least that urinary tract infection had cleared up.

It has now been five years since Diane got Floxed. In that time, we have learned more than we thought we’d ever want to know about what has been called “the other drug problem.” The one with legal drugs.

Since that day in the emergency room, I have been on a quest. An investigative journalist and exasperated husband, I am trying to find out if my wife was the victim of a pharmacological foul-up or just a statistically acceptable casualty of “friendly fire” in the war on disease. I am also trying to find meaning in our experience, a married couple searching for each other through a medical emergency that never seems to end, the siren never completely quieted.

Along the way, I have met the people behind the studies, the statistics, the press releases and the lawsuits: heroes, scoundrels, geniuses and idiots, victims and victimizers, the amorphous “less than one percent” of the population who have the adverse reactions you read about in the fine print on your drug labels and even the people who massage the numbers to get them under one percent. I have seen close up what happens at that moment when science officially becomes commerce, when exciting new drugs are handed over from the lab nerds to the marketing types. I have watched everyone in the pharmaceutical food chain describe everyone but themselves as unhealthily arrogant. I have seen the world’s top drug cop, the head of the U.S. Food and Drug Administration (FDA), excoriated as a “thug,” a “bully” and even a “killer” by an industry-friendly legislator. And I have listened to the head of one of America’s largest drugstore chains turn to me and growl, “These drug companies always hide under the cloak of ‘We’re these great research and development houses and without us there would be no medications.’ I think they’re full of shit.”

The Europeans have a very elegant word for a certain type of drug safety research. The word is pharmacovigilance, and it refers to research that is supposed to be done after a drug has been approved and we’re taking it. Because the people who do this work are the sole link between the pharmaceutical world and the real world and are often the bearers of unwelcome news, they sometimes seem like pharmacovigilantes. Over these years, I have been doing my own form of pharmacovigilantism. I use my press credentials to move effortlessly between the camps warring for control of your medicine cabinet.

My quest began with tracking down everything I could find about Floxin. But I realized that the only way to understand what had happened to Diane was to see beyond one pill and journey to the heart of the legal-drug culture: the international pharmaceutical industry, the government drug police in countries large and small, the physicians, the researchers, the pharmacists, the nurses, the consumer advocates—and the patients who unwittingly place their blind faith in this system. In college there was a book we had to read for political science class called The Dance of Legislation, about how a bill becomes law. Since Diane’s drug reaction, I have been investigating politicized science and watching “the dance of medication”—how a pill becomes law.

Much to my surprise, I found that the world of legal drugs is actually far more fascinating than its illicit counterpart, where we journalists generally focus our attention. It can also be more dangerous. While pharmaceutical science has made some medical miracles almost routine, the sheer size of the legal-drug world means that its problem areas are bigger than the entire illegal-drug problem.

For example, far more people die each year from adverse reactions to prescription and over-the-counter medications than succumb to all illegal drug use. Illicit drugs kill anywhere from 5,000 to 10,000 Americans a year. The estimates for U.S. deaths from legal drugs have ranged from 45,000 to over 200,000 per year, which represents 2 to 9 percent of the 2.3 million people who die annually, thereby qualifying as at least the sixth leading cause of death in America, and possibly as high as the third—behind only heart disease and cancer. Of course, many people take many medications without experiencing such problems, which are referred to as “adverse drug reactions” in the United States, “medication misadventures” in the U.K. and “drug-induced sufferings” in Japan. But according to studies in the Journal of the American Medical Association (JAMA), as many as 11 percent of all hospital admissions are the result of adverse drug reactions, or ADRs, as they are often called. More than one-quarter of all inpatients have adverse reactions to the drugs they are given in the hospital—many the result of preventable medication errors—which makes ADRs the leading cause of in-hospital injury.

In America more people die each year from reactions to the drugs they get in the hospital than are killed in automobile accidents. (Some 10 percent of all auto accidents involve drivers impaired by medications.) Outpatients are victimized in greater numbers in another way by drug reactions: they stop taking their pills after being spooked by annoying side effects, neglect to tell their doctors, and are then hurt or killed by the untreated illness.

Before Diane got Floxed, I thought of medicines as pretty much idiot-proof. You take them assuming that the worst that can happen is that they won’t work. It turns out the worst that can happen is that you drop dead. The next worse is that your body is permanently damaged. Less worse, but still not very good, is that you suffer for hours, days or weeks with something your doctor may or may not recognize as a drug reaction—anything from a skin rash to heart failure to a sudden inability to have an orgasm. The symptom may or may not go away by itself, but until it does, your doctor may mistake it for another illness and give you more drugs for that, leading to a cascade of prescribing. And your drug experience may affect how the next medication you take works in your body—or how well your body is able to fight infection in the future.

Adverse drug reactions are clearly a huge international health problem. A few enlightened pharmacologists also see them as an enormous learning opportunity, a “gift” that accidentally offers a chance to deepen understanding of drugs and the human body. For me, they have been both. Understanding drug reactions has been a way to explore what is wrong with the entire international pharmaceutical business—a $250 billion enterprise ($700 billion if you count all the other products sold by drug companies) that has managed to repel scrutiny more effectively than almost any other major industry, while remaining the world’s most profitable business through many changes in economic climate.

Asking questions about what government regulators were doing about the drug reaction problem also became my way of infiltrating the FDA, an agency so misunderstood that it is easy to overlook its omnipresence in our lives. The FDA is responsible for regulating 25 percent of America’s entire gross national product and its policies are the benchmark for world regulation of drugs and medical devices.

The work done by understaffed national agencies like the FDA has never been more important, because in all too many cases, the new economics of health care have transformed drugs from one possible treatment into the only possible treatment—or at least the only reimbursable treatment. In the past five years, drug sales in U.S. pharmacies and outpatient clinics have risen more than 50 percent and the total number of prescriptions dispensed, more than 2 billion a year, has risen over 25 percent. The vast majority of those increases are attributable to managed care’s growing use of drugs to avoid hospitalization.

Drugs have become not only the tail that wags the dog but the tail that feeds the dog, trains the dog and makes the dog do tricks. And the growing power of the pharmaceutical industry is being controlled by a shrinking base of owners. Not only are the huge “drug houses” merging with each other and streamlining, but they are buying the firms that decide which drugs will be made available to patients in HMOs and other managed health care organizations. The companies also control the flow of information about medicines. The drug industry now funds, directly or indirectly, almost all the research done on drug products and almost all the drug education doctors get after medical school. Most of the destigmatizing public-awareness advertising campaigns about illnesses are paid for by the companies whose drugs are used to treat or in some cases define those illnesses. And more than ever, drug companies are end-running physicians’ authority by advertising directly to consumers, which is why your magazines and newspapers are overflowing with pharmaceutical ads, your favorite TV shows are interrupted by pleas to “ask your doctor” about drugs and your doctor is quietly wincing every time he or she is “asked.”

It’s a situation that can easily turn unhealthy and too often does. Companies can’t always be counted on to do “the right thing” when they’re faced with a tough choice between profit and public safety. Experts in the field are growing worried about where the in-house “conscience” of these companies will be found, especially when firms with sterling reputations merge with their less high-minded competitors.

While drug therapies grow stronger and more profitable every day, the system that is supposed to assure the safety of those drugs is getting relatively weaker, an economic and bureaucratic liability easily targeted for downsizing. Even as computers and easier international communication make more drug safety efforts possible, the chasm between what can be done and what is being done to keep us safe grows constantly larger.

Ten years ago, the bottom-line business practices of the pharmaceutical companies were considered by many to be the dark underside of health care. Today, all of health care is being run like a drug company.

It’s no wonder that, more than ever, patients and their doctors feel—well, pillaged.

How unhealthy is the legal-drug culture? I put that question to two of the world’s leading minds in drug research during a big clinical pharmacology cocktail party. The two disagreed on the extent of the risks to everyday medicine-takers: one thought patients were too scared, while the other thought we might not be scared enough. But they shared a general perspective on the state of the pharmaceutical art.

“The amazing thing about this world,” one said, sipping his drink, “is that everybody in it is really trying to do the right thing. If you look hard, you won’t find many real villains. Yet the whole thing is still so messed up.”

This is a book about how it got so messed up. It is what I wish I had known about drugs before my wife took that one pill.

In 1979 an international conference that some consider the Woodstock of drug safety was held in Kyoto, Japan. Its goal was to make some sense of a legal drug disaster that most people have never heard of, even though it affected as many patients as thalidomide. It was an outbreak of an irreversible neurological condition, sometimes leading to blindness and degeneration of the spinal cord, that was caused by an over-the-counter medication for intestinal disorders and diarrhea so widely used that some people sprinkled it over their breakfast cereal as a preventive measure. There were some 10,000 cases in Japan, and smaller numbers in twenty-five other countries where the drug was sold. It took nearly fifteen years to finger the drug as the culprit. And even though the epidemic in Japan stopped almost immediately after the drug was banned, one of its three manufacturers continues to insist the condition was caused by a virus.

During the course of this five-day conference, a call went out for a New International Pharmaceutical Order. Almost twenty years later, with all our advances in medical treatment, we are still waiting for that New Order. While pharmaceutical science has obviously made great strides since 1979, it is amazing and horrifying how many of the complaints about pharmacovigilance brought up at the conference are just as valid today. Some are actually more valid, because recent economic pressures have dramatically narrowed what was once a comfortably broad margin of error in all matters medical. Back then, fewer illnesses were treated only with drugs and fewer strong drugs were available over the counter, allowing people to haphazardly self-medicate.

If something isn’t done, the price we will pay could be far more than the health of the patients who get the drug reactions listed on the impenetrable, mind-numbing package inserts that come with our medicines. A growing number of experts are worried how the casual, often irrational use of antibiotics will affect our ability to treat infectious disease. They believe our refusal to take drugs seriously will eventually unleash untamable viruses that could kill huge numbers of people—perhaps the planet’s entire population. Their fears were recently confirmed with the discovery of a new strain of staph, one of the first infections ever conquered by medicine, that is impervious to even our strongest intravenous anti-infectives. It was caused, researchers believe, by stupid, unwarranted use of antibiotics.

That’s how you spell world backwards, doctor.



PART I




CHAPTER 1
All Floxed Up

We had planned to spend those first two “Floxed” weeks preparing for a trip to New Mexico, where we were going to celebrate our fifth wedding anniversary at a friend’s cabin in the mountains outside of Santa Fe. Neither of us had come out and said so, but a certain window of opportunity had recently opened for us. I had just turned in the final galleys of my first book, ending two years of near-total immersion in the life of a model who had died (like the people in so many of my magazine stories) as a result of illegal drug use. We were thinking about focusing ourselves completely on Diane’s next book: she had already finished two novels and was about to begin her third when she had to put it aside to edit me.

Or we were going to try to have a baby. Or both.

Instead, the window of opportunity was shut. Diane became a watched pot. Much of our time was spent anticipating how her new drugs would counter the effects of the first drug and make this all go away.

Everybody waits and worries differently. Some people brood, some people drink, some people pray, some people watch TV. I investigate. It makes me feel that I’m doing something useful. And it creates the illusion that I’ve earned the right to interact with certain professionals—like, say, doctors—as something closer to a peer than a client. So while we waited, I dug in.

I called the company that makes Floxin to request any information they could send me. Then I logged on to the computer: keywords Floxin and antibiotic. It is unnerving to do a newspaper database search on a drug that has knocked your loved one’s life off course and find that the only articles ever written about it appeared in the business section. But the only editorial mentions of Floxin in America’s major daily newspapers were in pharmaceutical industry reports. The articles discussed how the introduction of the drug was expected to boost stock prices for the New Jersey-based pharmaceutical and toiletries behemoth Johnson & Johnson, a $14 billion firm best known for, besides its drugs, shampoos and baby products. The stories went on to explain how J&J’s profits in the first quarter of 1991, when Floxin hit the American market, had jumped 13 percent. In the third quarter of 1992, which ended just weeks before my wife was Floxed, earnings were up another 17 percent.

Besides the sales figures and stock prices, I learned a little bit about Floxin as a drug. I found out that it is one of a family of fairly new antibiotics called fluoroquinolones, or just plain quinolones, all of which have a flox or ox in their generic names. Floxin is ofloxacin. Quinolones are primarily prescribed for infections of the skin and the urinary and respiratory tracts and for sexually transmitted diseases. At that moment the star of the quinolone family was ciprofloxacin; marketed as Cipro, it was by far the largest seller and one of the best-selling drugs in the world. The family also included Noroxin (norfloxacin), Penetrex (enoxacin) and Maxaquin (lomefloxacin).

I also discovered that in June 1992, just five months before Diane was Floxed, the quinolone family had lost a relative. Omniflox (temafloxacin) was withdrawn worldwide after only four months on the market in the United States (but over a year in Europe, Asia and South America) because of hundreds of severe adverse reactions. It was only the ninth drug in modern FDA history to be withdrawn, and the members of the product liability bar were already tripping over one another to become lead counsel in the class action suit against Omniflox’s manufacturer, Chicago-based Abbott Laboratories.

The handful of news stories about the Omniflox fiasco were both horrifying and strangely calming. They begged the question of how the FDA approval process worked: If a drug was that dangerous, how could it get approved in the first place? Could Floxin be the next Omniflox? Should Floxin be the next Omniflox? But the stories also reminded us that Diane’s drug reaction could have been a lot worse. Several of the Omniflox patients had taken the drug, suffered multiple organ failure and died.

I called the FDA to find out what it had available on Floxin and Omniflox and was told I had to file a written Freedom of Information (FOI) request to get anything. In the United States much of the paperwork submitted on a drug becomes “public” under the Freedom of Information Act when the product gets approved. That is how journalists, lawyers and competing drug companies get much of their information about drug products. Few of the other countries with advanced drug regulatory systems bother to make such materials available to the public at all, so the whole world benefits from the American Freedom of Information Act. Making the specific requests, however, is something of an art form, so I went through several false starts before finally writing one the FOI office would honor. And then they said we’d have to wait awhile.

As we waited, Diane continued to suffer, her symptoms so ubiquitous in our daily lives that I was developing a shorthand checklist of those problems that seemed quantifiable so I could make medical updates as quick and painless as possible. I usually started with the vision problems, which I was having a hard time visualizing myself, and worked my way back across her head. “Any visuals?” I would begin, as we sat together on the brown couch in our den, watching TV and each other. “How about melting?”

I quickly came to understand the complex psychology behind the seemingly simple act of asking how someone is. If you ask too often—as I tend to do—your concern can be undermined by the constant reminder of illness. But avoiding the issue sometimes means you can’t connect at all. And I was desperate to connect.

Or maybe I was just desperate. And extremely angry. The problem was, I couldn’t decide whom to hate. I tried hating the gynecologist, the drug company, the medical-industrial complex, even the whole world. I tried hating myself—for not protecting my wife, and for not knowing how to cure her. But the only hatred I could really justify was directed at the pill itself. Sometimes I would pick up the package the pill had been in and stare at it. The samples came two to a box, so the second one was still there, encased in clear plastic with its silver foil backing intact. “FLOXIN 300 mg” was stamped on it in dark red letters. I handled it gingerly, as if it might blow up in my hand the way it had exploded in Diane’s head.

This pill could save someone’s life, I thought, but it is my enemy.

I wanted to know my enemy, to begin to see it not just as a small inert clot of chemicals but as something alive, something that had traveled through Diane’s body like the miniaturized submarine in Fantastic Voyage, its crew members performing their tasks until something went terribly wrong. But I had only a vague idea of how to get the information I needed to sketch the drug’s character.

The next source I consulted was the Physicians’ Desk Reference, the thick-enough-to-be-a-weapon navy blue book that American doctors use to look up information on medications. The PDR, I was surprised to learn, is not a critical or objective guide at all. It’s simply a collection of the previous year’s FDA-approved package inserts—the company-issued fact sheets—arranged alphabetically not by drug but by drug manufacturer. (Package inserts include what the FDA refers to as “labeling information,” so they are often referred to as “labels” even though they aren’t directly affixed to the bottle. As is common in the pharmaceutical world, I use “package insert” and “label” interchangeably.) The entries aren’t even standardized: each company seems to have its own signature style. There are no prices, no comparisons of drug safety. So many frightening side effects are listed so dispassionately that except for an occasional boldfaced or boxed warning, it’s nearly impossible to determine which ones are really important or worrisome. And since manufacturers pay the PDR’s publisher to have their drugs included, many older, less profitable drugs aren’t even listed.

Diane had a dog-eared PDR in her library—she is the kind of person who buys the books in the bibliographies of Scientific American articles and does all manner of technical research to inform her fiction writing. But her PDR was too old to include Floxin. That’s why she hadn’t been able to look it up, as she normally would have, before taking it. The samples, as is typically the case, had been given to her without any instructions or warnings at all.

Physicians get a new PDR free every year, like a pharmaceutical phone book. Patients like us have to go out and buy a new one, for fifty-eight dollars. So I did. This was the first time in my life that I had ever bothered to read the fine print about a drug. We looked up all of Diane’s new medications—which she had swallowed with considerably more courage than I could have mustered under the circumstances—and several other antibiotics. Then we looked up Floxin.

The entry began with an explanation of what Floxin did and what its chemical structure was. Then there appeared Contraindications, followed by Warnings, Precautions and, finally, Adverse Reactions. The contraindications appeared to be commandment-like advice for doctors—“thou shalt not prescribe this drug if …” Warnings looked like problems that had come up often enough to worry about, and Precautions were what the doctor was supposed to advise patients to do in order to prevent these problems. As far as we could tell, the Adverse Reactions section was just a laundry list of things that had happened to some patient somewhere.

The only contraindication listed was that people with a history of hypersensitivity to Floxin or other quinolones shouldn’t take it. This didn’t seem like terribly useful advice, since there were only four or five quinolones available, and only two of them had been available in the United States for more than two years. Many antibiotics we saw listed in the PDR cited, say, hypersensitivity to penicillin as a contraindication. That seemed like a more useful predictor of possible problems.

Nonetheless, the stakes for those hypersensitive to Floxin appeared quite high. Every anti-infective from penicillin on down had some dangerous reactions listed, especially at high doses. But according to one of the warnings, Floxin and other quinolones had reportedly caused “serious and occasionally fatal hypersensitivity reactions, some following the first dose [my emphasis] … some reactions were accompanied by cardiovascular collapse, loss of consciousness, tingling.”

Then came the paragraph I have read a thousand times—because I’m sure someone at the drug company thinks it would have sufficiently warned someone like Diane. It discusses what are called central nervous system or CNS effects.

“Convulsions, increased intracranial pressure and toxic psychosis have been reported in patients receiving quinolones, including ofloxacin,” it says. “Quinolones may also cause central nervous system stimulation, which may lead to tremors, restlessness, lightheadedness, confusion and hallucinations.… No evidence of an effect of ofloxacin on the electrical activity of the brain has been demonstrated.… However, until more information becomes available, ofloxacin … should be used with caution in patients with known or suspected CNS disorders, such as severe cerebral arteriosclerosis or epilepsy, or other factors … that predispose to seizures.”

If I had read this beforehand, would I have known that my wife shouldn’t have taken Floxin? Absolutely not.

In the aftermath of being Floxed, Diane discovered that her maternal grandmother had experienced seizures. Did that make her a patient with “a known or suspected CNS disorder,” a patient who needed to be warned against Floxin? I even knew that Diane had received a concussion, with temporary amnesia, in an auto accident when she was a kid. But even if she had included that in a medical history (the way one would mention sensitivity to penicillin), would any clinician have been reasonably expected to cross-reference that fact with this warning and know that my wife shouldn’t take Floxin?

After the Warnings were the Precautions, which weren’t of much interest to me. (It was a bit late for that, and most of the precautions concerned children and pregnant women anyway.) So I skipped ahead to the Adverse Reactions. These were divided into two categories: reactions that the company agreed were “likely to be drug related” and those the company said it was listing “regardless of relationship to the drug.” For example, the label said that 11 percent of patients had drug-related effects (ranging from a lot of headaches, nausea and insomnia to a handful of serious central nervous system reactions). But of the 7 percent of patients reporting insomnia, less than half of them were considered drug related.

I wondered who had made this judgment and who had the burden of proof as to whether a drug reaction was really “drug related.”

Down among the litany of problems found in “less than one percent” of patients—and included on the label “regardless of relationship to the drug”—were the ones that interested me: seizures, hallucinations, cognitive changes and several other CNS reactions. Diane looked at these and found them strangely comforting. They meant that she wasn’t alone, and they meant that nobody could accuse her of making this all up, of being a “hysterical woman.”

Until I was married, I never quite understood the difference between the ways men and women are treated by doctors. Five years earlier, I might have considered Diane’s fears of being labeled a hysteric to be somewhat … hysterical. Now that I’ve seen what she and other women regularly go through in the largely male-dominated medical system, their fears seem perfectly justified.

As I researched Floxin, I was telling my wife’s story to anyone who would listen. Almost everyone responded with a tale about an unexpected drug reaction they or someone close to them had had. They were telling me these stories to make me feel better—“See, I had convulsions from a cold pill, but I’m fine now.” But all I kept hearing was a chorus of people who had quietly endured what often sounded like pretty serious drug reactions. None of them seemed to have any lasting resentment toward the medication they had taken. Many had never even told their doctors what had happened to them. It was always an “allergic reaction” or an “unforeseen interaction,” incidents for which they thought nobody could or should be blamed, incidents best forgotten.

Only one person could muster the same kind of anger and frustration that I felt: my Pop-pop, my father’s eighty-two-year-old father. Pop-pop, who looked like a Jewish version of Cab Calloway, was in the midst of one of his periodic stays in the nursing home built by the community where I was raised in Harrisburg. Unlike my Nana, his wife, who had been living there for years following a stroke, Pop-pop was only there “temporarily,” he insisted. The way he clung to that distinction made me think of Monopoly and one of the first cosmic subtleties we learned as kids: how two players could be on the same space, but one was “in jail” and the other “just visiting.” During the course of this third “just visit” in two years, Pop-pop had been given a pill for a bladder infection. The result, he told me—in the gruff, gravelly voice I had learned to love as a kid during family Friday night dinners—was “Goddammit, now I can’t pee. Why they gave me this damn drug in the first place, I have no idea.”

It was another in a series of medicine mishaps Pop-pop had experienced since he went from being my Nana’s primary caregiver and cheerleader to being a patient himself—and a very cranky one. Some of his drug problems had to do with his doctors failing to communicate. One didn’t know what the other had already prescribed, which left the family pharmacist trying to tell Pop-pop what to do, which was never easy. But many of the problems he brought on himself.

Among his maladies was emphysema, for which he often overmedicated himself with prescription and over-the-counter inhalers. He carried them and all his pills around in a Baggie. Once, when he was still living at home, Diane and I came to give him a ride to a family dinner. He sat at the kitchen table talking to us, using his inhaler more in fifteen minutes than he probably was supposed to all day. When it was time to go, I pulled my car up into his garage so he wouldn’t have to walk very far, and he got in. But as I started to pull out, he accidentally pushed the button on the remote garage door opener he kept in his jacket pocket. He was so confused from the inhalers that he couldn’t figure out how to push it again to stop the garage door, which was quickly coming down onto my car. I had to jump out and grab the door, Superman-style, to keep it from crushing my hood.

While Pop-pop had barely understood what was happening that day in his driveway, he knew when he couldn’t pee that he was having an adverse reaction to “that goddamned drug.” He insisted they switch him to another medication, but only weeks later, the nursing home staff gave him the same drug again by mistake, with the same result. He was incensed at “these bastards, these idiots.” And he quickly became the family member who most understood why I was so interested in exploring what had happened to Diane.

It was not uncommon for him to take an interest in my work, especially if it dovetailed with something he was reading about in The Wall Street Journal that might provide him with a stock investment idea. But it is also true that, in my family’s section of Harrisburg, people tend to be inordinately interested in the drug business anyway. A local clan controlled the Rite Aid drugstore chain—which went public in the late 1960s and is now one of America’s largest—and many people there made and lost fortunes in Rite Aid stock. I recall lots of happy faces at the R n’ L Delicatessen when Rite Aid stock split. But I never heard anyone talk about whether the drugs they sold at Rite Aid were safe.

The Floxin promotional material I requested finally showed up in the mail. It came in a bloodred folder with a huge X on it, and the slogan: “A powerful new antimicrobial makes its mark.” (The terms antimicrobial, anti-infective and antibiotic tend to be used interchangeably for drugs that kill infectious organisms. True antibiotics are based on naturally occurring substances; quinolones, which are produced synthetically, are technically antimicrobials. I use antibiotic as a generic term for all anti-infective drugs.)

The Floxin press releases explained that the drug was the first oral anti-infective product for either of the two Johnson & Johnson subsidiaries that were comarketing it. McNeil Pharmaceuticals, the suburban Philadelphia company best known for Tylenol, was handling the intravenous version. New Jersey-based Ortho Pharmaceutical, which specialized in women’s health care products and the acne/wrinkle cream Retin-A (tretinoin), was selling Floxin in pill form.

Diane had actually just finished taking another Ortho drug several weeks before her adverse reaction to Floxin. She had been put on a one-month cycle of birth control pills as a nonsurgical treatment for a common ovarian cyst. She later noted to me that the packaging for Ortho-Novum (estrogen/progestin), the leading brand of birth control pills, is where most of her peers first learned about—and first learned to overlook—the possibility of drug reactions.

It was during the office visit to confirm that the cyst was gone (it was) that her gynecologist diagnosed a UTI as well as slightly elevated blood pressure, which the Pill can sometimes cause. That’s when Diane was given her Floxin samples, which I could now see were perfectly color-coded with the rest of the promotional packet.

Predictably, the press releases sang the praises of Floxin, which was “the first new antibiotic specifically indicated for treating prostate infections in 19 years … the first quinolone available in equivalent IV and oral doses.” The big selling point seemed to be that the pill form had “the potency of injectable medications.” Its strength could mean a shorter course of therapy with fewer pills a day than usual, and shorter hospital stays.

The drug was “well-tolerated … [with] an excellent safety profile” and had already “successfully treated 65 million patients worldwide.” However, Floxin hadn’t been sold overseas by Ortho or J&J. It had been invented by a Japanese company called Daiichi, which had been marketing it in Japan, and later in Europe, since 1984 under the name Tarivid. Ortho had apparently entered into a licensing agreement with Daiichi to sell the drug in the United States after getting the necessary approvals.

This was a new concept to me. My image of the pharmaceutical industry was that of firms laboring for years to produce perfect drugs in which they would have great pride of ownership and, ideally, great hope for profit. Most of the major international pharmaceutical companies had initially been built on one such drug. In Philadelphia we have one of the greatest little twentieth-century art museums in the world—the home of the amazing Barnes Collection—and it was all paid for from the profits of a single drug from the 1920s. The drug, Argyrol, was a horrible-tasting silver compound used to treat infections before real antibiotics were discovered. A more lasting product from the same era was insulin, which became the cornerstone of Eli Lilly and Company. But, as I was learning from reading about drugs in the business section of the newspaper, the comarketing, cross-marketing and international licensing of Floxin is a more accurate image of how the pharmaceutical industry now functions.

Although someone occasionally discovers a breakthrough medication, companies mostly create drugs that might be decent investments, might be worth owning a piece of. If they are simply slight variations of drugs that are already on the market—but still patentable as new products—they are derisively referred to as “me-too” drugs. While me-too drugs can be enormously profitable and somewhat useful therapeutically, they do not create much scientific or medical excitement because they glut markets and waste finite resources that might be used to solve new problems, rather than compete in markets created by solved problems.

Was Floxin a me-too? I wondered. Had my wife’s life been turned upside down by a drug that didn’t even dare to be great?

During my panicked weeks of networking, one friend I spoke to about Diane’s situation was a local TV journalist. He, like those 65 million other people, had used Floxin himself without incident—and thought he might still have a few pills left in his medicine cabinet. He mentioned Diane’s plight to a Philadelphia lawyer who specialized in medical product liability cases and occasionally appeared on his show.

The lawyer was astonished by what he heard. It wasn’t just that it sounded like the kind of hard-luck tale from which big-money lawsuits sometimes grow. The lawyer also knew personally that my wife’s problem with Floxin was not an isolated case. A female attorney who worked for him had had an alarmingly similar experience. The label said such side effects were experienced by “less than one percent” of the patients taking Floxin. Two women who worked less than a mile from each other being stricken by the same lightning didn’t sound like a “less than one percent” risk to him. He promised to put me in touch with her.

Speaking to litigator Stacy Phillips* was an immense relief. Now I knew that Diane wasn’t the only person in America who considered herself Floxed. But the experience was also pretty chilling, because Stacy still wasn’t feeling great, nearly a year after taking Floxin.

In her case, it was two pills.

Stacy was thirty and had two kids. Not long after the birth of her second son, on Christmas Eve 1991, she began having pain that she suspected was a recurrence of a pelvic infection. She wanted to catch it right away this time, so she went to her doctor and asked for a prescription for Keflex (cephalosporin), the antibiotic she had used to treat it before.

“He said, ‘Well, Keflex can clear it up, but I have something that’s supposed to be as good or better,’ ” she recalled. “He prescribed Floxin and some Motrin [ibuprofen] for the pain, and I went to the pharmacy and got them.” She took one Floxin that morning, and another before going to sleep.

She woke up hours later with her husband screaming at her. “This was the single most terrifying experience of my life,” she said. “My husband thought I was going to die. I was having a severe seizure—I was convulsing, my eyes rolled back, I was drooling, and I bit my tongue almost all the way through.

“When I finally came to, I couldn’t remember anything. I didn’t know who he was. He got me to stand up and walk into the boys’ room. I was staring into the crib, and I didn’t know who my baby was. My husband kept talking to me and eventually my memory started coming back. I called the doctor the next morning, and he had me go in for an MRI and EEG. The EEG was abnormal—it showed a seizure disorder, and the doctor said I probably had some preexisting seizure disorder.”

Stacy’s descriptions of how she had felt since her drug reaction were eerily similar to things Diane was telling me as her weeks in treatment began turning into months. Listening to her made my wife’s experiences more palpable to me. I could ask Stacy questions I wouldn’t ask Diane, and I knew she had no incentive to sugarcoat any of her answers or minimize her suffering. Diane had a different life than most people even before being Floxed—after doing some nonfiction writing and research for magazines and public television, she had committed herself to writing fiction from a home office. Although her alternative lifestyle was part of the reason I loved and married her, I never had a perfectly clear picture of what her days were like. So I was starved for these kinds of insights.

“I felt for months and months that there was just a cloud in my head,” Stacy said.

In the emergency room, I recalled, Diane had described a cloud passing before her eyes.

“I just always felt like I was on horribly strong cold medicine,” she continued. “I was just about to switch jobs when this happened, but I got to the point where I couldn’t work for a period of time. I finally did come back, but I have to work twice as hard to do the same amount. I have cognitive problems, a lot of trouble remembering. Luckily, being a lawyer, a lot of the work is paperwork, stuff you don’t have to think about too much.

“You said your wife is a writer? I can’t imagine having to do something creative.”

Actually, I told her, Diane was still having some trouble writing fiction, although she was meticulous about keeping her journal. Having lost so much control of her own reality, the last thing she wanted to write was fantasy.

“And when I’m driving, I sometimes get panicked,” Stacy said. “I see light in a funny way—the way light flashes between trees and things. And when I see this, I get this feeling that makes me feel like I might get a seizure. So I have to pull over.”

I asked her if she could describe the feeling.

“It’s right between my eyes,” she said, “but it’s hard to describe.”

Diane has lived in the city so long that she hasn’t driven in years—that’s my job—but she had tried to tell me about this problem seeing light. Her brain seemed to be having difficulty processing broad differences in brightness.

I told Stacy that Diane often spoke of a feeling that there was something melting inside her head—a certain internal, oozy warmth, like a nosebleed, only behind her eyes.

“Oh my god, melting, that’s exactly it,” Stacy said. “See, she’s a writer, she knew the right word. That’s what it’s like—when I think I’m going to have a seizure. The melting.”

But do you ever have a seizure? I asked.

“No, actually. I just get afraid I will. Mostly I just get headaches. But I’m almost at the point where I’m afraid that my fear of having another seizure is part of the problem. I’m just very anxious. I haven’t really talked to many people about this, especially at work, because you don’t want anybody to know you have cognitive problems. There’s such a stigma, to say a drug has damaged you.”

Diane, thank God, hadn’t had any thinking problems: we had both been paying very careful attention to that. But she knew all about the stigma. Most of the time, we were afraid to tell anybody anything—even our own families.

Stacy’s parents, it turned out, were both physicians. They had been actively encouraged to prescribe Floxin. “They tell me that the people selling Floxin are big marketers,” she said. “They come to the doctors’ offices, giving frequent flyer awards and gift certificates. My parents just went to a big dinner they had. They went to check it out, find out more about the drug. They were told there was a very slim chance of a reaction like mine. Less than one percent, you know. Although if it’s one in a hundred, that’s pretty bad.

“They seem to be pushing this drug so it would be as widely prescribed as Keflex—all these little drug reps out there telling people the drugs are interchangeable. But I don’t think it should be so widely prescribed. I think it should be more of a last resort.”

Since Stacy was the only other Floxed person I knew, I was especially interested to hear how she and her doctor had decided to treat her symptoms. She explained that the doctor who gave her the Floxin had immediately wanted to put her on an anticonvulsant—an antiseizure medication that helps control electrical activity in the brain—because her EEG was now abnormal. But Stacy felt so medically violated that she couldn’t bring herself to take another pill.

Since then, she said, “The doctor just didn’t want to have anything to do with me. I asked him if he wanted me to come in, and he said it wasn’t necessary. I’m not sure what to do.… I’m just afraid, afraid to take any more medication. And I’m afraid I’ll go to a doctor and be told I shouldn’t drive—because I have to drive for work. I don’t know what I’d do if I was told I couldn’t drive again.”

I understood completely how Stacy’s fear had led to a reasoning gridlock that kept her from getting any care at all. It was one of my greatest worries that the same thing would happen to Diane. Had I been Floxed, I probably would have fled mainstream medicine altogether, following the lead of the millions of people who throw up their hands in disgust and allow a chiropractor, or the clerk at the health food store, to become their primary care physician. In fact, I had done so twice before: once for stomach problems I had during college, another time for my chronic bad back. And I’m clearly the more conventional half of this marriage.

Diane’s father was a small-town dentist, and nobody is more distrustful of medical care than the kids of medical people. She also simply didn’t like to be told what to do, making her a prime candidate for what doctors call noncompliance—not taking your medicines. Still, Diane never balked at taking the replacement antibiotic she was given in the ER. And she was diligent about the anticonvulsant and the mood-stabilizing agent that her doctors—the gynecologist had passed her along to an internist, a neurologist and a psychiatrist—agreed that she needed.

I doubted that her medicinal bravery was necessarily a good sign. More likely, it meant that she was so scared, so desperate for relief, that she was willing to take any risk, willing even to pretend that there wasn’t any risk, on the chance that she might feel better. Instilling fear and desperation are, I suppose, a backhanded way of assuring she took the pills. But they are also what allows doctors to give drugs thoughtlessly, and patients to take them recklessly.

We liked Diane’s doctors, who seemed genuinely concerned and, perhaps more important, genuinely inquisitive about her situation and willing to admit what they didn’t know. I was especially impressed with the way they were able to add the psychiatrist to the treatment team without ever making us worry that they considered Diane’s symptoms to be “in her head,” as opposed to “in her brain.” That is a terribly important distinction when it comes to drug reactions, which can easily be blamed on the patient’s personality rather than the pill.

But I found that the doctors were generally more interested in what was happening with Diane now than in what had happened. Our pharmacists at the local CVS pharmacy—Ann McParlin and Kristen Burt, our new best friends—were the ones who expressed the most continuing interest in the drug reaction itself, and the whole issue of what it said about the safety of the drug. I didn’t really understand why there would be such a difference in perspective on drugs between physicians and pharmacists. After all, medications are the most common way doctors treat an illness. At least 60 percent of all doctor visits end with a prescription—or a “script,” as they say in the business. And an increasing number of scripts are being called in without doctors’ visits.

Yet the worldviews of our physicians and pharmacists seemed far apart. Unlike the kindly practitioners at the old See-Right and Emerald drugstores where I grew up, who seemed like little more than mouthpieces for our physicians, these younger pharmacists were more actively involved in patient care and were unafraid to openly question a doctor’s orders. Their attitude suggested that there was a new, more interactive, more aggressive way of approaching the use of medicines. Pharmacists understood it, and many doctors just didn’t get it.

While doctors seemed to underplay drug side effects, perhaps believing that suggestible patients would develop any symptom they were warned of, the pharmacists were much more concerned and candid about the possibility of “problems” with medicines. I was interested that our physicians had barely heard about the problems with that quinolone antibiotic Omniflox—even though it had been publicly withdrawn only seven months earlier, all doctors had been informed by mail about the extreme action, the death toll from the drug was mounting and the manufacturer had sales reps in their offices virtually every week hawking other products.

The pharmacists knew all about Omniflox. And their reactions to Diane’s case mirrored my own growing suspicions.

“Jeez,” one of them said, “I wonder if there’s something wrong with Floxin, too.”

•    •    •

If I really wanted to understand what had happened to Diane on that dreadful October Friday, I needed to find someone who both knew pills and treated patients. A lawyer had given me the names of several doctors across the country he had used as expert witnesses in drug cases. The first one, in Texas, was somewhat helpful but dry and detached. The second was Dr. David Flockhart, a clinical pharmacologist at Georgetown University Hospital in Washington. His enormous curiosity and commitment came through as loud and clear over the phone as his Scottish accent.

Flockhart is a practicing physician who also does research and teaches pharmacology. He explained that one of the main areas of research in his department is pharmacogenetics. Experts in this fledgling field try to understand the genetic roots of drug metabolism to figure out why certain types of people might have problems with drugs that are “safe” by FDA standards—thereby predicting and avoiding certain adverse drug reactions and drug interactions. Only 10 percent of drug reactions are truly allergies, in which the body actually decides that a medication—say, penicillin—is a foreign substance and mounts an immunological attack against it. (If this happens immediately upon taking the drug, it can produce a condition called anaphylactic shock, which can quickly become life-threatening.) The rest of the ADRs are technically intolerances, overdoses or poisonings, which are caused by a single drug or an interaction between two or more drugs.

Flockhart’s job was to gather clues until he could tease out the mechanism that led to a drug reaction; it’s the clinical pharmacology version of detective work. For example, a genetic inability to properly metabolize a drug can be the culprit, resulting in an “overdose” from what is normally a safe amount. The same thing can happen for more preventable nongenetic reasons: when, for example, a doctor doesn’t adjust dosages for body weight, gender or ethnic differences in metabolism. Flockhart said physicians in the office setting often take a “one dose fits all” approach and don’t bother to adjust drug dosages for body weight as is done in the hospital—even though the instructions for such adjustments are right on the label. Adjusting for gender and ethnic differences in drug responses is harder, because little is known about these areas. The research needed to determine such distinctions, he explained, has only very recently begun to be funded.

Flockhart himself is doing some of that work. One of his research passions is mapping the various pathways that drugs follow as they are metabolized in the liver, the tributaries in what is called the cytochrome P450 system. Then he tries to identify genetic markers for irregularities in the pathways. He, and others around the world who study this system, believe that one day a simple blood screen will be able to predict and prevent many drug reactions.

When it comes to central nervous system reactions—to Floxin or to anything else—Flockhart was, unfortunately, mostly telling me what wasn’t known or knowable yet. Brain chemistry is the body’s last frontier. Almost 95 percent of what is known about the brain has been learned in the past fifteen years, and many basic mechanisms remain a mystery. But Flockhart did know that quinolones have been reported to cause neurological and psychiatric problems. All antibiotics can cause seizures at very high doses, but quinolones appear to be more neurotoxic than other classes of anti-infectives even at standard doses.

Drugs can become neurotoxic, he explained, when they reach high enough concentrations to cross the “blood-brain barrier,” which normally protects delicate brain and nervous system tissues from the day-today fluctuations in the bloodstream. (That’s why infections that reach the brain or spinal fluid are so feared.) Quinolones reach very high concentrations in the blood very quickly: that’s part of their appeal as antibiotics, but it’s also the reason they appear to leap the blood-brain barrier. Once in the brain, the drugs are believed to attach to binding sites called GABA receptors. Those receptors influence what is referred to as the “seizure threshold”—the point beyond which the brain’s built-in surge protector can’t prevent an electrical overload, or seizure. Flockhart explained that some people are unaware that they have a genetic predisposition to seizures, or a “seizure focus” perhaps created by a past head injury. It is also possible, however, that the drug blocks the metabolism or disposal of some other substance in the brain, and as a result, the levels of that substance go too high, causing the seizure and the other CNS problems that go along with being Floxed.

Either way, Flockhart wanted to know more about Floxin and the patients who had been affected. While offering to check the scientific literature himself, he gave me the overall impression that pursuing this subject was terribly important. More than just Diane’s health was at stake. “My suspicion,” he said on the phone, “is that this drug is okay for most people and dangerous for some people. And we need to let the people in danger know that.”

The way to go about doing this, he said, was to get hold of all the clinical data on the drug. The best-case scenario would be that my snooping around would pique the FDA’s interest—or attract the attention of medical consumer advocates who are good at piquing the FDA’s interest. That could lead to the agency convening something called an advisory committee meeting, to look into the type of adverse reaction Diane had.

The FDA advisory committee is the Supreme Court of legal drugs. Each division of the agency has a standing tribunal of experts who rule on controversial issues concerning approvals and relabelings. The Anti-Infective Drugs Advisory Committee could force Floxin’s manufacturer to specifically study who was at risk and why. Then the firm would have to alert doctors about which patients should not be given the drug—unless it was the only choice in a life-threatening situation and the benefits outweighed the specific risks. Such an action would likely change physicians’ perception of the quinolones. One of the essential issues in drug prescribing is figuring out what is called the “risk/benefit ratio” for each medicine for each individual patient. All drugs have risks. The question is whether doctors and patients actually pay attention to them.

In fact, Flockhart was still trying to figure out why Diane’s doctor had used something as powerful as Floxin as the first line of defense against a minor urinary tract infection anyway. He believed that “most people would have used a smaller gun.”

But he wasn’t exactly surprised. He knew that antibiotics, even though they are the second most commonly used class of drugs in the world, are improperly prescribed 40 to 50 percent of the time. Either they aren’t necessary at all, or the wrong drug, wrong dose or wrong duration is prescribed.

Apparently everyone in medicine knows this except the patients.

Soon Flockhart and I were faxing things back and forth and playing endless games of telephone tag on each other’s voice mail and answering machines. Besides providing information, he helped me focus my panic, always reminding me about the difference between a cover-up and
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