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Majority general 
practitioners prescribe 

“Impure Placebo” drugs

NEW(S)

Ineffective drugs are prescribed by 97% of general 
practitioner (GPs) as “impure placebos,” according to a 
study by researchers at two UK universities.[1]

(RE)VIEWS

At least for a few of us, the term “impure placebo” by itself 
may be new (s).

“Pure placebos are interventions like sugar pills, which are 
available commercially or saline injections without direct 
pharmacologically active ingredients for the condition being 
treated.

Impure placebos are substances,  interventions or 
“therapeutic” methods, which have known pharmacological, 
clinical or physical value for some ailments, but lack specific 
therapeutic effects or value for the condition for which 
they have been prescribed. These may include[2] (apart 
from positive suggestions, non-essential examinations, and 
investigations).
•  Nutritional supplements for conditions unlikely to benefit 

from this therapy (vitamin C for cancer)
•  Probiotics for diarrhea
•  Peppermint pills for pharyngitis
•  Antibiotics for suspected viral infections
•  Sub-clinical doses of otherwise effective therapies
•  Off-label uses of potentially effective therapies
•  Complementary and Alternative medicine and conventional 

medicine whose effectiveness is not evidence-based.”

In the publication referenced above, the study found that 
97% of respondents (GPs of UK) reported using impure 
placebo at least once in their career. Nearly, 50% prescribed 
impure placebo without informing the patients that they 
were prescribed placebo. The authors opine that there may 
be unresolved ethical issues regarding informed consent and 
placebo prescriptions.

Yet another similar study concluded, “Placebo interventions 
are a widely accepted part of medical treatment in 
German general practices and are used primarily for their 
psychological effects. Impure placebos are used much more 
frequently than pure placebos.”[3]

It is anybody’s guess, but the picture may not be too different 
(in fact at a much higher level of practice) in developing 
countries.

However, it has been reported that the majority of academic 
physicians thought placebos could help determine whether 
a patient’s symptoms were “real” or if the patient was 
“faking.”[4]

It is also pertinent to note, Randomized Controlled Trials 
(RCTs) mostly employ pure placebos, which produce milder 
effects compared to impure placebos.[5]

REFERENCES

1. Available from: http://www.pharmafield.co.uk/Pf‑Fox‑News/ Drugs/2013/03/
Nearly‑all‑GPs‑prescribe‑e28098impure‑placeboe28099‑drugs. 
[Last accessed on 2013 Apr 22].

2. Howick J, Bishop FL, Heneghan C, Wolstenholme J, Stevens S, 
Hobbs FD, et al. Placebo use in the United kingdom: Results from a 
national survey of primary care practitioners. PLoS One 2013;8:e58247.

3. Meissner K, Höfner L, Fässler M, Linde K. Widespread use of pure 
and impure placebo interventions by GPs in Germany. Fam Pract 
2012;29:79‑85.

4. Goodwin JS, Goodwin JM, Vogel AV. Knowledge and use of placebos by 
house officers and nurses. Ann Intern Med 1979;91:106‑10.

5. Raz A, Harris CS, de Jong V, Braude H. Is there a place for (deceptive) 
placebos within clinical practice? Am J Bioeth 2009;9:52‑4.

Baldness, a new marker 
for coronary heart 

disease risk

NEW(S)

Male pattern baldness is linked to an increased risk of 
coronary heart disease (CHD), but only if it’s on the top/
crown of the head, rather than at the front.[1]

(RE)VIEWS

A positive association between male pattern baldness and 
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insulin resistance,[2] metabolic syndrome,[3] and hypertension[4] 
have been shown earlier.

A meta-analysis of observational studies comprising a total of 
36,690 participants showed that vertex baldness is associated 
with an increased risk of CHD with the relationship depending 
on the severity of baldness while frontal baldness is not. 
Thus, it has been suggested that, vertex baldness might be a 
marker of CHD and is more closely associated with systemic 
atherosclerosis.[5]

The effectiveness of minoxidil (vasodilator) only in vertex 
baldness and not in frontal baldness,[6] also supports the finding 
that vertex baldness is more closely related to atherosclerosis 
than frontal one. Though the reason for the association between 
baldness and CHD is unclear, the possible mechanisms 
suggested include hyperinsulinemia, chronic inflammation, 
and increased peripheral sensitivity to androgens.

Like blood grouping, why not the male type baldness grouped 
into the following categories?
•  O (vertex)
•  M (frontal)
•  OM (vertex and frontal)
•  Inverted U (O merged with M) and
•  T (Total)
•  Men of all groups except group M be wary of CHD.
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A new drug belonging to 
a novel class of drugs for 

type 2 diabetes

NEW(S)

Food and Drug Administration (FDA) approves Johnson and 

Johnson’s first-in-class sodium-glucose cotransporter 2 (SGLT 
2) inhibitor, Invokana for type 2 diabetes[1]

(RE)VIEWS

The FDA approval of canagliflozin (Invokana) was based on 
data involving over 10,285 type 2 diabetes patients, which 
showed improvement in hemoglobin A1c and fasting plasma 
glucose levels. Canagliflozin has been tested as monotherapy 
as well as in combination with metformin, sulphonylurea, 
pioglitazone, and insulin.[1]

A protein called SGLT 2 (expressed almost exclusively in 
the proximal tubule and accounts for >90% of renal glucose 
reabsorption) plays a significant role in the kidneys, which 
is responsible for most renal glucose reabsorption in people 
with type 2 diabetes mellitus. Retention of excess glucose 
by this pathway contributes to persistent hyperglycemia 
and over time glucotoxicity that is deleterious to beta-cell 
function.

The SGLT2 receptor inhibitors are a new class of 
glucose-lowering agents. It is now known that suppressing 
the activity of SGLT2 in the body inhibits renal glucose 
reabsorption, thereby increasing the excretion of excess 
glucose from the body and assisting in the reduction of 
hyperglycemia. SGLT2 inhibitors do not stimulate insulin 
secretion and therefore are expected to be associated with a 
low risk for hypoglycemia. In addition, there is the potential 
for clinically significant weight loss, and as mentioned above, 
reduced hepatic glucose production, and amelioration of 
glucotoxicity.[2]

Since there are existing drugs, which are inexpensive and with 
a long safety record, it is unlikely that SGLT2 inhibitors would 
be used first line in type 2 diabetes.[3]

Improved glycemic control with a low risk of hypoglycemia, 
concomitant weight loss and the potential of lowering of blood 
pressure make SGLT2 inhibition an attractive approach. Many 
SGLT2 inhibitors (dapagliflozin, remogliflozin) are undergoing 
Phase III clinical trials and more are in Phase I and II clinical 
trials.[4]
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