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treatment was about all there was; this was followed by a period of therapeutic nihilism
which, in turn, went out of fashion when a wide range of specific remedies became
available and symptomatic treatment came to be regarded as less respectable. He
would be a poor doctor, however, who did not attempt to alleviate pain and distress,
although negligent if he did not also attempt to remove the cause if this were possible.
Even if the prescribing of psychotropic drugs is purely symptomatic, this is often still
justifiable.

Even when the sternest critic might agree that there is a need for short-term
medication he may question the wisdom of repeated ordering over a long period. But
life-long treatment in other fields of therapy is proper and sometimes necessary. The
illuminating study of repeat prescriptions in general practice carried out by Balint, Hunt,
Joyce, Marinker and Woodcock and published as Treatment or Diagnosis (1970) shows
how the device was adopted as a means of maintaining some kind of therapeutic
relationship between patient and doctor during many years without involving either in
a more psychologically disturbing and possibly traumatic encounter.

Today's young doctors are superbly educated in the basic medical sciences and in
clinical practice but heavily orientated in their undergraduate teaching towards organic
illness; if no physical disease can be demonstrated, the condition is apt to be labelled
'functional' and interest tends to evaporate. There is also a great lack of proper
vocational training for general practice after qualification in the course of which the
future family doctor would learn more of how to handle people, what has been called
"the art so long to learn" (McKnight, 1971).

If the prescribing of psychotropic drugs in general practice is not as rational as
some would like, any harm that is done is more likely to be to the country's economy
than to the health of its people. When we consider the enormous quantities of bar-
biturates and other sedative drugs prescribed, the number of people who misuse them
in any way is surprisingly small. The choice of weapon for self-destruction is to some
extent a matter of fashion as well as availability. By wise selection of preparation, the
doctor may minimise the risk but it can never be totally eliminated without the complete
withdrawal of a range of drugs which bring immense benefit to a large number of people.
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DISCUSSION
Dr W. W. Fulton
Why do doctors prescribe psychotropic drugs? I do not pretend to know the answer to
that question, even if there is an answer. Instead, I have taken a somewhat philosophical
look at the subject.

The first point I make in my paper, is that in my view, one of the reasons for the
increases in the ordering of psychotropic drugs, which have been demonstrated by Peter
Parish (1971) and others, is the changing pattern of illness brought (and brought at
earlier stages in the illness than formerly) to general practitioners by their patients. I
believe there is also evidence that doctors' attitudes are changing to meet these changing



needs. In spite of their training many doctors in practice are learning to make a positive
recognition and diagnosis of psychiatric illness instead of a negative one, as we were
taught to do, that is by elimination of all possible organic illness. They are acquiring
increasing confidence in eliciting the pathognomonic siens and symptoms of different
kinds ot psychiatric illness, in the way that they have been taught to do for organic
illness, such as peptic ulcer.

The family doctors need, in my view, to acquire even more confidence, to approach
these problems in this positive way. They must learn to recognise ' fear' as easily as
'fever', ' anger' as well as 'angina'. And to diagnose 'envy' as they would 'eczema'.
I think a good example of this positive approach is the handling of the patient who comes
with the symptom that he cannot sleep. Years ago, a doctor would undoubtedly have
thought of pain as a cause of insomnia, as well as of nerves. Now I think he is equally
aware of tne need tp distinguish between an anxiety state and a depressive illness, as
the underlying cause of insomnia, and other psychiatric symptoms brought to him.

Because depression is a potentially fatal illness, its early recognition and treatment
is vital. If this is to be successful, drugs must be given in adequate dosage in time, from
when it starts and for as long as it lasts. Increasing ordering of antidepressive drugs by
general practitioners is, I believe, an indication of this trend, and it is in my view a
welcome development in the doctor's ability to recognise and treat a serious psychiatric
illness.

to return to the use of drugs in the treatment of anxiety, I do not particularly like
the name tranquillisers-I think it is rather a facile concept, that we can obtain tran-
quility or peace of mind in a box of tablets over the chemist's counter, but it is a name,
and we are stuck with it. I believe and many of my colleagues share this belief, that
patients may be allowed to have limited supplies of the so-called minor tranquilliser
drugs like chlordiazepoxide and diazepam to use on demand, that is when they them-
selves recognise a stressful situation existing, or impending. In other fields of therapy,
this form of treatment is traditional and respectable, e.g. the use of glyceryl trinitrate
by patients who get angina. Even in such a simple matter as the treatment of rheumatic
diseases, patients are allowed to determine their analgesic dosage in the light of their
needs. And we have more sophisticated examples-corticosteroids in asthma, this is
quite regular.

The family doctor is well placed to recognise these patients, and these situations
where tnis type of intermittent therapy with tranquillising agents is justifiable. When
we consult our records of these patients, we often are surprised to find how little of the
drug they have actually taken, during quite a long period of time, and that what would
be a normal supply for a month's treatment at normal doses, has lasted them a year.
They seem to derive confidence from the knowledge that they have available to them
the means of allaying any panic, or anxiety which may be occasioned by a situation
with which they cannot otherwise cope.

Should we be giving these patients tranquillisers at all? Should we not be trying
to alter the patients' hostile environment? This patient-determined intermittent therapy
with tranquillisers, is a kind of compromise I have made with myself over the years.
When I first began to deal with patients of this kind, I took a lot of time with them. I
was keen on amateur supportive psychotherapy, and had done some work in this field
before becoming a family doctor. I tried to help them gain insight. I tried to do all
the things we are supposed to do, but at the end of the consultation-quite a long one
usually-more often than not, when they got up to go, they would turn with a tone of
disappointment, more in sorrow than anger, and say 'So you cannot do anything for
me, doctor?' Why? I gradually came to realise that the prescription was, sometimes,
an essential part of the treatment.
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We must never underestimate our patients. I try to regard my patients as partners
with me in a therapeutic exercise. If our patients are becoming better educated, so also
are we doctors, and some of the credit for this education must go to the drug houses,
who not only supply information about their products, but have, over the years been
very generous in supporting conferences and postgraduate meetings for general
practitioners, many of them carried out in a very ethical manner.

As far as drug advertising literature is concerned, I would agree with Frank Allen,
the chief pharmacist at Whipps Cross Hospital, when he said " I would allow every
necessary latitude to those advertisers provided such advertisement does not masquerade
as professional information." I have often tried to poke gentle fun at the promotional
activities of some of the drug firms, but these methods must, one assumes, be effective,
or hard-headed business men would not spend money on them.

If their advertisements demonstrate anything it is as much a criticism of the doctors
in this country, as it is of the people who send them to us. We would like to think, but I
doubt if it is true, that doctors are equally receptive to other more formal means of
keeping them up to date on indications for new and old drugs, for example, the British
National Formulary, Prescribers' Journal, Drug and Therapeutics Bulletin, and publications
of this standard.

If doctors are as gullible as many seem to be, some, at least, of the responsibility
for this must lie with their former teachers, whose approach was dogmatic, and who
failed to develop the critical faculties of their students at an impressionable period of
their young lives, when future attitudes are so often imprinted and determined.

THE DOCTOR'S ROLE IN PRESCRIBING

DR M. MARINKER

Some years ago, Michael Balint asked me in what ways my behaviour as a general
practitioner had changed, as a result of many years in his seminar. I told him that in
the bad old days I had been quite happy to treat the psychological problems of my
patients with antidepressants and tranquillisers. Now, I treated the same problems by
prescribing the same drugs, but I had learned to feel desperately guilty about the whole
business.

Dr Fulton quoted the dictum which Franz Kafka put into the mouth of his country
doctor; 'To write prescriptions is easy, but to come to an understanding with people
is hard.' Kafka's country doctor, long before the era of modern psychotropic medicines,
expresses perhaps for all doctors the guilt that we feel about our inappropriate and
inadequate responses to human suffering. I believe that this conference is basically
concerned with those guilty feelings.

Why do doctors prescribe psychotropic drugs? One possibility, I suppose, is that
the doctor is a largely passive partner in the medical contract between doctor and patient.
We may see the doctor as helpless in the face of a population of patients who have an
overwhelming need to alter chemically their experiences of the world in which they live.

The story of man's resort to drugs, stretches back into his earliest history. Margaret
Mead talks of man's universal need to make self-consciousness bearable. "Human
kind " writes T. S. Eliot, " cannot bear very much reality."

Daily we see in our consulting rooms, the effects on the patient of the social stresses
of contemporary society: the alienated worker; the family strained by the internal
conflicts of geographical and social morbidity; the working-class housewife whose
reproductive life is compressed by the miracle of the Pill into the first five years of her


