
THE PRESCRIBING OF PSYCHOTROPIC DRUGS IN GENERAL PRACTICE

II

A RETROSPECTIVE STUDY OF PSYCHOTROPIC DRUG PRESCRIBING BY A
GROUP OF MIDLAND GENERAL PRACTITIONERS

2

SURVEY DESIGN AND METHOD

One suitable method of collecting data on prescribing would be a longitudinal
prospective study of the prescribing patterns of a stratified sample of randomly selected
general practitioners from England and Wales. There are, however, many difficulties
in organizing such a survey. An alternative is a retrospective study, which relies entirely
upon data recorded in the medical records by the participating general practitioners.
There are many sources of error in such a study, particularly the fact that it is difficult
to assess the amount of non-recorded data and any report based on a retrospective
analysis of such data will therefore underestimate the true position. Further it cannot be
assumed that the recording or non-recording of data is randomly scattered throughout
the medical records both for the entries of prescriptions issued and patients treated.
Despite these drawbacks it was felt that this survey would provide useful information
about the prescribing of psychotropic drugs by the participating general practitioners.

The survey included a total patient population of 133,081 registered with 48 partici-
pating general practitioners. Their practices, with an average National Health Service
list of 2,758 patients per doctor, were located in a Midland industrial city. Relevant
detailsrwere'obtained by retrospective analysis of all entries on patients' medical records
which had,been made by the general practitioners during the year 1 May 1967 to 30 April
1968.

Some characteristics ofthe general practitioners taking part in the survey

ln carrying out a survey into prescribing it was essential that the prescription records
of the participating general practitioner would be relatively complete. Therefore, only
general practitioners who had previously indicated that they kept careful records of their
prescribing were included in the survey. Thus only 37 per cent of all general practitioners
in the city participated. Five of the practices were single-handed (about a third of all
solo practices in the city), five were two-man (a quarter of all two-man practices), seven
were three-man (nearly half of the three-man practices) and three were four-man (two
fifths of all four-man practices). The survey practitioners could not be regarded as
typical because they were not randomly selected, they had volunteered to participate in
the survey and they kept records of their prescribing. Analysis of their qualifications
and experience showed that they qualified more recently than the non-participating and
more of them were members of the Royal College of General Practitioners. Examination
of the place of training and qualifications showed that more of the participators held both
degree and diploma qualifications and had qualified from medical schools outside of
London (table VI). Previous studies have found similar co-operation from younger
general practitioners (Sainsbury 1967, Cartwright 1967) and from members of the Royal
College of General Practitioners (Cartwright 1967).
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TABLE VI
QUALIFICATIONS OF CITY GENERAL PRACTITIONERS

Medical school

Year London Provincial Scottish Irislh Other Total

P NP P NP P NP P NP P NP P NP

1961-1965.. .. .. 1 1 5 2 2 1 1 6 7

1956-1960.. - 4 2 4 2 1 1 2 1 6 11

1951-1955.. 4 4 3 7 1 2 1 1 8 15

1946-1950.. 6 3 4 6 1 1 11 10

1941-1945.. .. .. 1 5 3 3 2 5 2 - 1 6 16

1936-1940.. 1 . - 3 2 2 3 3 2 1 2 - 9 9

1931-1935.. .. .. 1 1 2 2 1 2 2 7

1926-1930.... .. 2 - 3 - 1 - 7

1921-1925 ... .. .. - 1 3 . ... 1 3

TOTALS.. .. .. 12 23 21 32 9 16 4 8 3 6 49* 85

*Excludes one participating general practitioner not included in the Medical Register.

Qualifications

Deg. and
Year Deg. Dipl. Dipl. M.D. D.R.C.O.G. C.G.P. Other Total

P NP P NP P NP P NP P NP P NP P NP P NP

1961-65 4 5 1 4 - 2 2 2 2 6 7

1956-60 7 11 4 6 3 4 1 4 3 6 - 3 8 15

1951-55 5 11 - 1 - 1 1 4 - 1 - 1 6 11

1946-50 8 6 6 3 4 - 2 1 3 2 1 2 11 10

1941-45 5 12 4 7 3- 4 1 - 1 2 - 2 6 16

1936-40 7 5 3 5 2 1 2 1 1 1 9 9

1931-35 2 3 1 3 1 1 - 2 1 2 1 2 2 7

1926-30- 4 - 4 - 2 1 1 7

1921-251 3 1 1 1 1 1 1 3

kOTALS 39 60 20 34 14 16 - 3 1 7 11 12 16 3 11 49* 85

P=Participating. NP=Non-participating.

The patients
The sample of patients surveyed totalled 13,259. Their age and sex profiles are

shown in table VII. The results of the General Register Office's sample census in 1966
are given in table VIII. An explanation of the discrepancies between these samples may
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be that (1), only one third of the city's general practitioners participated in the survey,
(2), general practitioners' medical records, even when completed, are suspect as a record
of population and (3), the sample census (1966) was carried out two years before the
survey and since it was a one in ten sample, it was itself, subject to sampling error.

The drugs in the survey
A psychotropic drug is defined in this survey as any drug occurring under one of the

five main headings in the prescribing analyses published in the Department of Health
Annual Report.

The five headings are:
(14) Hypnotics (barbiturates)
(15) Hypnotics (non-barbiturates)
(16) Tranquillizers
(17) Stimulants and appetite suppressants
(18) Antidepressants

Epileptics for whom phenobarbitone was prescribed were excluded as were patients
on antinauseants and antivertigo drugs such as Stemetil (prochlorperazine), Tolnate
(prothipendyl) and Torecan (thiethylperazine). Admixtures in which the psychotropic
drug is not the main constituent were also excluded. The survey proprietary drugs were
selected from the 'Index of Medical Specialities available on prescription in general
practice' printed in the Monthly Index of Medical Specialities (MIMS). The non-pro-
prietary drugs were selected from the British Pharmaceutical Codex (1968).

The medical records
As previously stated the survey was based on a retrospective analysis of details

recorded on the medical records by the participating general practitioners. It was
recognized that only those details actually recorded on the medical records could be
analysed and that there was no way of assessing whether the information was complete.
It was also realized that the amount of information recorded would be variable and that
the deciphering of hand-writing would cause problems. Fifty general practitioners were
initially included, subsequently two participants were rejected because of incomplete
record keeping. All the medical records held by the remaining 48 general practitioners
were sampled.

Sampling procedure
Pilot survey. A pilot study of medical records of two practices (not in the survey

area) was carried out before the survey. The time taken for various sampling ratios was
calculated and it was decided that the most suitable ratio would be a one in ten sample
because of the time available to the author to carry out the sampling proper.

The survey. The medical records of each survey practice were randomly sampled by
selecting any number between one and ten and then using this number to select the first
medical record to be sampled. From then on, a one in ten sample was taken, e.g. medical
record number 3, 13, 23, 33 etc. The sampled medical record was rejected if it did not
-contain the patient's age or date of birth, if the patient had been registered with the doctor
after the terminating date (30 April 1968) and if it was obvious that the patient had left
the practice many years previously either because of emigration, or death. Patients under
the age of 15 years on 1 May 1968 were excluded from the survey. Where a medical
record was rejected, the record immediately after it was sampled and the sampling count
was corrected to keep the one in ten sampling ratio. It was realized after commencement
of the survey that this technique would alter the sampling ratio. By excluding children
under 15 years of age the sampling procedure would give greater coverage to patients
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over 15 years of age and since approximately 25 per cent of the population of the city
was estimated to be under the age of 15 years (GRO 1968) this would make the sample
equal to one in 7.5 of those records of patients aged 15 years or over.

It is felt that the method adopted in the survey of taking a one in ten sample and
rejecting those under 15 years of age introduced bias into the survey sample. Since
medical records are filed in alphabetical order, the medical records of members of the
same families are usually close to each other, except in the case of patients named for
example, Smith or Singh. Because of this, the rejection of the medical record of a child
aged under 15 years and the selection ofthe one immediately after it, increased the chances
of sampling a parent of that child. The method of sampling used in the survey, therefore,
introduced a bias towards selecting the medical record of a parent of the child rejected
from the survey. Since the ages of those children rejected varied from 0-15 years, the
age of the parents would be expected to vary on average from 2040 years, and therefore,
the sample was biased toward patients in this age group (see tables VII and VIII and
figure 6).
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Figure 6
Comparison of the survey population profile with the profile of the G.R.O. sample census (1966)

(City population proportioned to survey total)

Data collection and processing
Each practice and partner were identified by unique reference codes. Before

sampling started, an example of each doctor's handwriting was obtained. This was
necessary since the patient need not always see the doctor with whom he or she is
registered.

The age and sex of each patient sampled were derived from the medical records
and recorded. Examination of the patient's medical card in greater depth, revealed if
the patient had been prescribed any of the drugs included in the survey-during the
period 1 May, 1967 to 30 April, 1968. If the result was positive the patient was allocated
a reference code. Extracted details were recorded on data schedules, which were then
edited and coded. These datt were then encoded directly on to magnetic tape and sub-
jected to electronic computer data processing by a computer bureau.

Comparative prescription data
In order to test the validity of results from a retrospective study and also to compare

the prescribing patterns of the participants and non-participating general practitioners,
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83,585 prescriptions dispensed by the city pharmacists in the month of February, 1968,
were analysed. Of the 126 general practitioners who issued these prescriptions, 35
participated in the survey. The prescriptions were hand sorted by the author and a one
in ten sample analysed. The prescriptions for the most commonly prescribed psycho-
tropic drugs dispensed by the city pharmacists in May 1969 were also analysed.

3

THE AGE AND SEX OF PATIENTS WHO RECEIVED PSYCHOTROPIC DRUG
THERAPY

From the 13,259 records examined in detail it was noted that 1,668 patients had been
prescribed psychotropic drugs during the period of survey; 12.6 per cent of the popula-
tion at risk, 17. 1 per cent of females, 8 per cent of males; a female-male ratio of 2 14:1.
Figure 7 shows the proportions of the total survey population which were prescribed
psychotropic drugs, and table IX shows the proportions of patients on psychotropic
drugs by quinquennial age groups. The increasing range of error noted in the older age
groups is partly due to the population size decreasing with age. To take account of
inherent variations in this method of calculation, a 20-year moving average was calcu-
lated, based on actual figures in successive 20-year periods. This trend line is shown in
figure 7 demonstrating clearly that an increasing proportion of patients received psycho-
tropic drugs as they got older.

From the age of 18 to 25 years the proportion rose rapidly and then increased
progressively each decade up to 50. After 50 there was a levelling off with a further rise
in the over 65s. Profiles of the age distribution of males and females receiving psycho-
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Figure 7
Survey population prescribed psychotropic drugs during survey year (percentages by quinquennial age

groups). Showing range of expected error (non-hatched) and trend line
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Figure 8
Survey population prescribed psychotropic drugs during survey year (percentages by quinquennial age

groups for males and females)

tropic drug therapy are shown in figure 8 which also includes a trend line for each sex
based on 20-year moving averages. The female trend line shows a progressive increase of
patients up to 45 (an increase in the percentage of 3.7 every decade) and the male trend
line shows a progressive increase in percentage of about 1.2 every decade from 25-75
years. There was no significant variation between the female/male ratios with advancing
years (X2=15.5, d.f.=13, P<0.05).
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Therapeutic sub-group prescribing by age groups
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Inter-practice variations of the female to male ratios of patients receiving psycho-
tropic drugs did not show any significant differences (X2= 195, d.f.=19, P<0 .05),
indicating that the practices in the survey had a truly random scatter of female and male
patients so treated. But inter-practice variations in the percentage of patients prescribed
psychotropic drugs showed very significant differences (X2=200, d.f.=19, P<0 05)
(table X).

TABLE X
PERCENTAGES OF PATIENTS PRESCRIBED PSYCHOTROPIC DRUGS (INTER-PRACTICE VARIATIONS)

Practice reference no.*| Total percentage males Total percentage females

o I (1) .. .. .. .. .. 709 18-07

0 4 (1) .. .. .. .. .. 3-27 11-17

0 6 (1) .. .. .. .. .. 422 965

0 7 (1) .. .. .. .. .. 625 7-91

1 0 (1) .. .. .. .. .. 16-00 34-38

o 1 (2) .. .. .. .. .. 10-72 20-87

0 2 (2) .. .. .. .. .. 583 18-75

0 3 (2) .. .. .. .. .. 476 990

0 6 (2) .. .. .. .. .. 8-01 28-61

1 1 (2) .. .. .. .. .. 523 16-05

o 1 (3) .. .. .. .. .. 12-00 2415

0 2 (3) .. .. .. .. .. 853 1784

0 4 (3) .. .. .. .. .. 11-89 30-78

0 5 (3) .. .. .. .. .. 951 19-92

0 6 (3) .. .. .. .. .. 8-81 17-20

0 7 (3) .. .. .. .. .. 6-51 11-69

0 8 (3) .. .. .. .. .. 4-44 10 44

o 1 (4) .. .. .. .. .. 7-38 11-41

0 3 (4) .. .. .. .. .. 6-86 12-38

0 4 (4) .. .. .. .. .. 9 73 16-89

Average percentage all practices .. 8-0 1741

*The number in the brackets denotes the partnership size.

Sex ratio and therapeutic sub-groups
The female/male ratio was similar to the overall ratio for hypnotics, tranquillizers

and antidepressants but was 6*8:1 for stimulants and appetite suppressants (table XI).
The prescribing of tranquillizer and antidepressant drugs followed the general age-
distribution pattern, hypnotics were prescribed more frequently to patients over the age
of 45 years and stimulants and appetite suppressant drugs were prescribed more fre-
quently to under 45 year olds (figure 9).
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TABLE XI
PSYCHOTROPIC DRUG THERAPY. SEX RATIOS

Number of treatments* Ratio
Therapeutic sub-group

Female Male Total Female to male

Barbiturate hypnotics .. 162 71 233 2 3 to 1
Non-barbiturate hypnotics 173 96 269 1P8 to 1
Tranquillizers 907 437 1,344 2-1 to 1
Stimulants and appetite suppressants 129 19 148 6-8 to 1
Antidepressants 264 110 374 2-4 to 1

TOTAL (treatments) 1,635 733 2,368 2 21 to I

Total sample of patients 1,140 | 528 1,668 | 2-14 to 1

* Treatment here includes any course of treatment started or continued during the survey year. These
varied in duration from under one month to more than five years.

Table XII shows the percentages of psychotropic drug therapeutic sub-groups
prescribed to male and female patients over and under 45 years of age. This demon-
strates clearly that hypnotic drug prescribing was twice as frequent for those patients
over 45 years of age than for those under 45 years of age. Tranquillizer drug prescribing
was roughly similar for each age category as was the prescribing of antidepressant drugs.
The prescribing of appetite suppressant drugs was 1 -5 times greater to females under the
age of 45 years than to those over this age. Table XIII demonstrates the median ages
of each group (i.e. the age at which the prescribing rate is 50 per cent above the point and
50 per cent below). This shows that half of the women receiving hypnotic drugs were
aged 53 or over, whereas half of those taking appetite suppressant drugs were under the
age of 40 years.

TABLE XII
PSYCHOTROPIC DRUG PRESCRIBING: PERCENTAGE DISTRIBUTION BY AGE

Stimulants and
Hypnotics Tranquillizers Antidepressants appetite

suppressants

Male: Under 45 .. 383 531 509 35 3
Over4 .. 61- 7 469 4941 64-7

Female: Under 45 .. 310 526 53.4 60-5
Over 45 .. 690 47-4 46.6 39 5

TOTAL: Under 45 .. 335 52 7 52 7 57.4
Over 45 66 5 47-3 47-3 42-6

TABLE XIII
MEDIAN AGE OF PATIENTS RELATED TO THE PSYCHOTROPIC DRUG THERAPEUTIC SUB-GROUP PRESCRIBING

Stimulants and
Hypnotics Tranquillizers Antidepressants appetite

suppressants

Male .. .. .. 49-2 436 445 47-5

Female. .. .._ 53.3 43-9 43-7 405

All .. .. .. 51-6 43 8 43.9 41*4

20
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Table XIV gives the proportions of females and males receiving psychotropic drug
therapy; 10 13 per cent of the population at risk received tranquillizer therapy during
the year of survey (13 60 per cent of the females and 6 65 per cent of the males), 5 per
cent of the female patients received hypnotic drug therapy (2 43 per cent barbiturate
hypnotics and 2 60 per cent non-barbiturates) and 2 54 per cent of the male patients
(barbiturates 1 08 per cent and non-barbiturates 1 46 per cent); 2 82 per cent of the
population received antidepressant drug therapy (3 96 per cent of female patients and
1 67 per cent male patients); 80 per cent of the females and 83 per cent of the male
patients who were treated with psychotropic drug therapy were prescribed tranquillizers.

TABLE XIV
THE PERCENTAGES OF THE SURVEY POPULATION AT RISK WHO RECEIVED PSYCHOTROPIC DRUG THERAPY BY

THERAPEUTIC SUB-GROUPS AND SEX

Female Male Total

Barbiturate hypnotics .. .. .. .. .. 243 1-08 1- 76
Non-barbiturate hypnotics .. .. .. .. 260 146 2*03
Tranquilizers .. .. .. .. .. .. 13-60 6-65 10-13
Stimulants and appetite suppressants .. .. J78 0-26 1-02
Antidepressants .. .. .. .. .. 3-96 1-67 2-82

All groups .. .. .. .. .. .. 7-8- 00 12- 60

Figure 10
Psychotropic drug prescribing-(sex ratios)

Discussion
About one in eight patients at risk were prescribed psychotropic drugs during the

year of survey, the sex ratio being 2*14:1 female to male. For both sexes the numbers
of patients receiving psychotropic drug therapy increased rapidly from the age of 18 to
25 years. For women this increase continued up to the age of 50 years and then levelled
off until 65 years when it appeared again. By contrast there was a continued and pro-
gressive increase in the number of men receiving treatment from 25 to 75 years of age.
The prescribing of tranquillizers and antidepressant drugs followed the general age

21
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distribution patterns; hypnotics were prescribed more frequently to patients over the
age of 45 years and stimulant and appetite suppressants were prescribed more frequently
to under-45-year olds. About seven times as many women as men were prescribed
stimulants or appetite suppressant drugs and half of these women were under the age
of 40 years. In contrast hypnotic drug prescribing was twice as frequent to women over
the age of 53 years than for those under this age.

These results highlight some interesting problems which require further research:
1. Why are twice as many women as men prescribed psychotropic drugs?
2. What leads so many women to seek treatment for obesity from their general

practitioner: what do they expectfrom him and why does heprescribe appetite suppressants?
3. What factors lead so many elderly women to attend their general practitioner for

the treatment of insomnia? Why do general practitioners prescribe so many hypnotic
drugs?

This chapter has discussed the age and sex of patients prescribed psychotropic drugs
by the survey general practitioners. The next chapter examines the different kinds of
psychotropic drugs prescribed by them and attempts to identify patterns of prescribing.

4

PSYCHOTROPIC DRUG PRESCRIBING PATTERNS

From the sample of patients' medical record cards it was noted that 1,668 patients
aged 15 years or over had been prescribed a psychotropic drug during the survey year
(1 May, 1967 to 30 April, 1968). 4,857 prescription entries had been recorded in their
medical notes; 12.6 per cent of these prescriptions were for barbiturate hypnotics, 11 per
cent for non-barbiturate hypnotics, 52 4 per cent for tranquillizers, 6.2 per cent for
stimulants and appetite suppressants and 17.8 per cent for antidepressants (figure 11)

TRANQUILLIZERS (52.4)
50

45

40

35

30

w 25 HYPNOTICS (23.6)
20

ANTI-DEPRESSANTS (17 8)

15

10

5 FflEj STIMULANTS & APPETITE

SUPPRESSANTS (6.2)

Figure 1
Psychotropic drug prescribing therapeutic sub-groups (percentages)

Hypnotic drug prescribing
Sixteen different types of barbiturate hypnotics were prescribed and seven types of

non-barbiturate hypnotics. Soneryl, Tuinal, Nembutal and Sonalgin accounted for

22



THE PRESCRIBING OF PSYCHOTROPIC DRUGS IN GENERAL PRACTICE

85 per cent of all barbiturate hypnotics prescribed whilst Mandrax and Mogadon accoun-
ted for 79 per cent of all non-barbiturates. Mandrax was the most widely prescribed
hypnotic and the third most frequently prescribed psychotropic drug; one in 13 of all
prescriptions were for this preparation.

TABLE XV
SURVEY ANALYSIS, HYPNOTIC DRUGS. RECORDED NUMBER OF PRESCRIPTIONS ISSUED IN YEAR OF SURVEY

Barbiturate hypnotics Non-barbiturate hypnotics All hypnotic drugs

Soneryl .. .. 212 Mandrax .. .. 357 Mandrax .. .. 357
Tuinal .. .. 106 Mogadon .. .. 72 Soneryl .. .. 212
Nembutal.. 104 Melsedin .. .. 53 Tuinal .. .. 106
Sonalgin .. .. 101 Welldorm .. .. 45 Nembutal .. .. 104
12 Others.. .. 89 3 Others .. .. 6 Sonalgin .. .. 101

14 Others .. .. 265

TOTAL .. .. 612 TOTAL .. .. 533 TOTAL .. .. 1,145

Tranquillizer drug prescribing
Thirty-two different types of tranquillizer drugs were prescribed. 31 .2 per cent of

these prescriptions were for Librium or Valium; these two drugs accounted for 16 per
cent of all psychotropic drugs prescribed. The five most frequently prescribed tranquil-
lizer drugs were Librium, Valium, Amytal, phenobarbitone and Largactil. Table XVI

TABLE XVI
SURVEY ANALYSIS, TRANQUILLIZER DRUGS. RECORDED NUMBER OF PRESCRIPTIONS ISSUED IN YEAR OF

SURVEY

Major Hypno-sedative Minor

Largactil .. .. 196 Amytal .. 304 Librium .. .. 407
Melleril .. .. 190 Phenobarbitone .. 236 Valium .. .. 388
Sparine .. .. 87 Beplete .. 152 Equanil .. .. 162

(Meprobamate) .. 23
Stelazine .. .. 60 Amylobarbitone .. 58 Serenid D .. .. 69
Others .. .. 44 Others .. 65

TOTAL .. .. 577 TOTAL .. 815 | TOTAL .. .. 1,049

Combined psychotropic drug products used for tranquillization

Drinamyl (dexamphetamine 5 mg/amylobarbitone 32 mg) .. .. .. .. .. 41
Steladex (dexamphetamine 10 mg/trifluoperazine 2 mg) .. .. .. .. .. 24
Stimplete (dexamphetamine 6 2 mg/phenobarbitone 31 2 mg) .. .. .. .. 23
Protamyl (promethazine 12- 5 mg/amylobarbitone 50 mg) .. .. .. .. .. 15

TOTAL .. .. .. .. .. .. .. .. .. .. .. ..103

All tranquillizers

Minor tranquilizers .. .. .. 1,049
Hypno-sedatives .. .. .. 815
Maor tranquillizers .. .. .. 577
Comnbined psychotropic drug products 103

TOTAL .. .. .. .. 2,544
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shows a breakdown into major tranquillizers, minor tranquillizers and hypno-sedatives.
About one in 25 tranquillizer drug prescriptions was for a combined psychotropic drug
product.

Stimulant and appetite suppressant drug prescribing

Twelve different stimulant or appetite suppressant drugs were prescribed during
the year, 65 per cent of these were Durophet, Tenuate or Apisate.

Antidepressant drug prescribing
Out of 864 prescriptions for antidepressant drugs recorded as having been issued

337 were for imipramine compounds and 307 were for amitriptyline compounds. The
two most frequently prescribed antidepressant drugs were Tofranil and Tryptizol
(figure 12).
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Figure 12
Antidepressant drug prescribing

Only 58 prescription entries for MAO inhibitor drugs were noted which made a

prescribing ratio of 14:1 (tricyclic drugs to MAO inhibitor drugs) which is higher than the
English average of 8:1 for these two drug groups.
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TABLE XVII
SURVEY ANALYSIS, STIMULANT AND APPETITE
SUPPRESSANT DRUGS. RECORDED NUMBER OF

PRESCRIPTIONS ISSUED IN YEAR OF SURVEY

Stimulant and appetite suppressant
drugs No.

Durophet or Durophet M .. .. 76
Tenuate .. .. .. .. .. 66
Apisate .. .. .. .. .. 59
Preludin .. .. .. .. .. 27
Dexedrine .. .. .. .. 18
Filon ... . . . . 18
6 Others.. .. .. .. .. 40

TOTAL.. .. .. .. .. 304

TABLE XVIII
SURVEY ANALYSIS, ANTIDEPRESSANT DRUGS. RE-
CORDED NUMBER OF PRESCRIPTIONS ISSUED IN THE

YEAR OF SURVEY

Imipramine compounds
Tofranil (269)
Tofranil with promazine (12) > 317
Imipramine (56) J

Amitriptyline compounds
Tryptizol (186)
Amitriptyline (66) > 307
Triptafen (55) J

Protriptyline compounds Concordin 75
Nortriptyline compounds Aventyl 49
Others 38

TOTAL 806

Mono-amine oxidase inhibitors

Nardil 29
Parstelin 17
Marplan 11
Pamate I

TOTAL 58

Discussion

Ten drugs accounted for 56.7 per cent of all psychotropic drug prescriptions (table
XVIIIa); 30 per cent of all prescriptions were for Librium, Valium, Mandrax or Amytal.
The minor tranquillizers (benzodiazepines) and barbiturate hypno-sedatives dominated
psychotropic drug prescribing by the survey general practitioner. Eighty per cent of all
psychotropic drugs prescribed in England in 1968 were hypno-sedatives or tranquillizers,
8 per cent were stimulants or appetite suppressants and 11 per cent were antidepressants.
These prescribing patterns were similar to those of the survey general practitioners who
issued 81 different psychotropic drug preparations during the year of survey.

Eighty-five per cent of barbiturate hypnotic prescriptions were for Soneryl, Tuinal,
TABLE XVIIIa

SURVEY ANALYSIS. THE MOST FREQUENTLY PRE-
SCRIBED PSYCHOTROPIC DRUGS

Librium Phenobarbitone
Valium Soneryl
Mandrax Largactil
Amytal Melleril
Tofranil Tryptizol

Nembutal or Sonalgin. Mandrax account-
ed for 68.8 per cent of non-barbiturate
hypnotic prescriptions and Librium and
Valium accounted for 31*2 per cent of
all tranquillizers. Durophet, Tenuate or
Apisate accounted for 65 per cent of
stimulant or appetite suppressant drugs
prescribed and Tryptizol and Tofranil for
74.5 per cent of antidepressants.

Ninety per cent ofpsychotropic drug prescriptions were for proprietary preparations;
only one of the ten most frequently prescribed drugs was a non-proprietary preparation-
phenobarbitone,
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To produce stimulation, sedation, hypnosis or appetite suppression there are seven
pharmacological groups of psychotropic drugs available; hypno-sedatives (barbiturate
and non-barbiturate), minor tranquillizers or anxiolytics (eg benzodiazepines, or mepro-
bamates); the major tranquillizers or neuroleptics (eg phenothiazines, haloperidol and
lithium); tricyclic antidepressant compounds (eg imipramine); mono-amine oxidase
inhibitor antidepressants (eg phenelzine); psychostimulants (eg amphetamines) and
appetite suppressants (most of which are psychostimulants).

From these seven groups the survey general practitioners prescribed 81 different
preparations. About four fifths of the drugs were prescribed to produce sedation (or
tranquillization) and one fifth to produce stimulation and/or appetite suppression.
Considering that 47 2 million prescriptions for psychotropic drugs were dispensed in
1970 one must ask whether sedation and stimulation on such a vast scale is a rational
therapeutic goal.

Inter and intra-practice differences
Analysis of inter and intra-practice prescribing showed many variations. Individual

practitioners showed differences not only in their use of the various therapeutic sub-
groups but also in the prescribing of particular psychotropic drugs. For example,
prescriber '632' treated 37 patients with tranquillizer drugs of which 31 were treated with
phenobarbitone. He only treated two patients with antidepressant drugs. Prescriber
'1011' treated 24 patients with hypnotic drugs of which 20 received Soneryl. Prescriber
'433' treated 62 patients with tranquillizer drugs of which 56 were treated with Librium,
this same doctor treated 16 patients with the hypnotic drug Mandrax. Prescriber '322'
used none of the popular psychotropic drugs, most of his patients were givenBeplete
syrup. There were also intra-practice differences; 'practice 4*3' had three partners;
partner A treated nine patients with tranquillizer drugs, partner B treated 13 patients,
whereas partner C treated 62 patients with tranquillizer drugs. This same partner treated
18 patients with antidepressant drugs and 21 with hypnotic drugs compared with 13 and
nine for partner A, and three and10 for partner B. In 'practice 6 3' one partner treated
37 patients with tranquillizers and two patients with antidepressant drugs, while the other
partner treated 16 patients with tranquillizers and 13 with antidepressant drugs.

These results indicate the great difference between the prescribing patterns of indi-
vidual general practitioners and suggest that reports of overall prescribing rates are of
rather limited value. It is clearly necessary in future studies to examine individual
differences in prescribing patterns and to attempt to offer some kind of explanation for
these wide variations.

The number of prescriptions for various drugs issued by general practitioners is
affected by the frequency of issue to particular patients and also by the duration of
therapy. These last two factors will affect the prescription rate of a particular practi-
tioner and may therefore give a distorted view of the actual preference which a general
practitioner has for a particular drug. The next chapter attempts to examine the choice
of psychotropic drugs of the survey general practitioners by studying their treatment
rates with various drugs and ignoring the prescription rate and duration of therapy.

5

THE CHOICE OF PSYCHOTROPIC DRUGS

An analysis was made of the number and patterns of drug treatments. Some of
these treatments were in combination and some in sequence. However, the number of
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treatments reported here ignores the quantity of drug prescribed, the dose and the
frequency of issue. It represents the sum of the number of patients multiplied by the
number of treatments, eg if one patient received four different treatments in combination
or in sequence, this is equal to four treatments and similarly if four patients were pre-
scribed one treatment each, this also represents four treatments. It was recorded in the
medical notes that 1,668 patients had been issued with 2,368 different courses of psycho-
tropic drug treatment during the survey year. These varied in duration from one month
or less to five years or more and each patient received on average 1 .4 courses of treat-
ment. Eighty-one different drug treatments were prescribed; ten drugs accounting for
60 per cent of these. These drugs in order of popularity were: Librium, Valium, Mandrax,
Amytal, phenobarbitone, Beplete, Equanil, Tofranil, Tryptizol and Soneryl. This is a

different pattern from that obtained by analysing the prescribing rates (table XIX).

These differing patterns may be explained on the basis that the number of treatments
(ie choice of drug) is not affected by the frequency of prescription issue or duration of
therapy. For example, Beplete was frequently prescribed for short-term treatments
(one month or less) by two practices (one solo practice and one three-man practice).
Because of these practices Beplete appears in the top ten treatments but not in the top
ten for prescription rates. Similarly, it was noted that there was a relationship between
prolonged therapy (six months or more) and treatment with barbiturate hypno-sedatives
-for example Soneryl was the eighth most frequently prescribed drug from the prescrip-
tion rate analysis but the tenth most popular choice of drug (treatment rates).

TABLE XIX
MOST POPULAR PSYCHOTROPIC DRUGS (RANKING ORDER)

Number ofprescriptions issued Number of treatments

Librium .. .. .. .. 375 Librium .. .. .. .. 204
Valium .. .. .. .. 387 Valium .. .. .. .. 203
Mandrax .. .. .. .. 357 Mandrax .. .. .. .. 171
Amytal .. .. .. .. 304 Amytal .. .. .. .. 158
Tofranil .. .. .. .. 281 Phenobarbitone .. .. .. 137
Phenobarbitone .. .. 236 Beplete .. .. .. .. 112
Soneryl .. .. .. .. 212 Equanil .. .. .. .. 107
Largactil .. .. .. .. 196 Tofranil .. .. .. .. 103
Melleril .. .. .. .. 190 Tryptizol .. .. .. .. 93
Tryptizol .. .. .. .. 186 Soneryl .. .. .. .. 86

Prescriptions Treatment
Therapeutic sub-groups No. Per cent No. Per cent

Barbiturate hypnotics .. .. .. .. 612 12*6 233 9*8
Non-barbiturate hypnotics .. .. .. .. 533 11-0 269 11-4
Tranquillizers .. .. .. .. .. .. 2,544 52*4 1,344 56 8
Stimulants and appetite suppressants .. .. 304 6-2 148 6-2
Antidepressants .. .. .. .. .. 864 17-8 374 15-8

4,857 100 0 2,368 1000
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Table XX shows the prescribing patterns of the prescriptions issued and the drug
treatments given for some of the most popular drugs in each therapeutic sub-group.
Some of these results are worthy of comments.

Tuinal accounted for 17.3 per cent of the total number of barbiturate hypnotic
prescriptions issued and 10.3 per cent of treatments with these drugs. This suggests
that treatments with Tuinal involved a high prescription rate. Sonalgin is frequently

TABLE XX
PSYCHOTROPIC DRUG PRESCRIPTIONS AND TREATMENTS

Prescriptions Treatments
Barbiturate hypnotics No. ]Per cent No. Per cent

Soneryl .. . . . . . . 212 34.6 86 36.9

Sonalgin.. . .. . .. ... 101 16-5 48 20.6
Nembutal . . . . . . 104 17-1 34 14.6
Tuinal .. . . . . . . 106 17-3 24 10.3

Others .. . . . . . . 89 14.5 41 17.6

TOTALS . .. . .. . .. 612 J00*0 233 100.0

Non-barbiturate hypnotics
Mandrax * .. . .. . .. 357 67-1 171 63.6

Mogadon . .. . .. . .. 72 13S5 48 17-8

Melsedin . .. . .. . .. 53 9.9 24 8-9

Welldorm . .. . .. . .. 45 8.4 21 7-8

Others .. . . . . . . 6 1.1 5 h.9

TOTALS . .. . .. . .. 533 1OO-O 269 100.0

Tranquiillizer drugs
Librium .. . . . . . . 375 14-7 204 iSO0
Valium .. . . . . . . 387 15-2 203 15-0

Phenobarbitone .. . . . . 236 9-3 137 10.1
Largactil . . . .. . .. 196 7.7 65 4-8
Melleril .. . . . . . . 190 7-5 80 5-9

Beplete .. . . . . . . 152 6-0 112 8-3

Others .. . . . . . . 542 21-3 288 21-3

TOTALS . . . .. . .. 2,544 JO0-0 1,354 J00-0

Stimulants and appetite suppressant drugs
Durophet . . . . . .. 76 25.0 31 21.0

Tenuate .. . . . . . . 66 21*7 37 25.0

Dexedrine . . . .. . .. 18 5.9 7 4.7

Filon .. . . . . . . 18 5.9 7 4.7

Others .. . . . . . . 40 13.1 28 18-9

ToTALS . . . . . .. 304 1O00O 148 100-0

Antidepressant drugs
Tofranil . . . . .. 281 32-5 103 27-5

Triptafen . . . . . .. 55 6.4 29 7-8

others .. . . . . . . 218 25-2 94 25-1

TOTALS ... . . . 864 1OO00O 374 J0O~O
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prescribed for insomnia secondary to pain due to a musculoskeletal disorder and
accounted for 16.5 per cent of prescriptions and 20 6 per cent of treatments, which may
indicate that this drug is used more for short-term treatments, because of the indications
for its use than say Tuinal which was often prescribed for insomnia as an isolated symp-
tom diagnosis.

Because of the chronicity of many of the psychotic disorders and because of the
need for prolonged maintenance therapy in these disorders it could be hypothesized that
patients would receive a higher number of prescriptions per treatment with the anti-
psychotic drugs and antidepressant drugs than with other drugs. However, frequency
of prescription issue to a particular patient is obviously related to duration of therapy or
to the length of time that the patient had been taking a particular drug and in examining
these factors the above hypothesis was not supported.

These findings suggest that prescription rates give an indication of choice of drugs
by the prescribing doctor but that they are rather crude and further they give no indication
of frequency of prescription issue and duration of therapy, two factors which are vitally
important when studying drugs of dependence. The next chapter examines the duration
of continuous psychotropic drug therapy given to the survey patients.

6
DURATION OF PSYCHOTROPIC DRUG THERAPY

It was possible to estimate the duration of therapy from 49 per cent of prescription
entries by comparing the dates of entry with the quantity of drugs issued. In calculating
duration in the remainder, the interval of time between the dates of issue were analysed
and if this interval was one month or less then the patient was considered to be on con-
tinuous therapy, since it is customary to issue prescriptions at monthly intervals in any
therapy extending beyond one month. Patients were therefore considered to be on
continuous therapy if they were prescribed sufficient quantities of a drug or were issued

TABLE XXI
DURATION OF CONTINUOUS PSYCHOTROPIC DRUG THERAPY

(FROM RECORDED DATA)

Percentage
of all

patients

Up to one month.. .. .. .. 57 8
Over one month and up to two months 3-4
Over two months and up to three months 2-9
Over three months and up to four months 3-1
Over four months and up to five months 2-8
Over five months and up to six months .. 3-0
Over six months and up to 12 months .. 12-1
Over one year and up to two years .. 6-2
Over two years and up to three years .. 2- 2
Over three years and up to four years .. 1*5
Over four years and up to five years .. 03
Over five years .. .. .. .. 4- 7

TOTAL .. .. .. .. .. 1000

with prescriptions frequently en-
ough to ensure that they had a
daily supply of drug made available
to them. Where the interval
between the recordings ofprescrip-
tions issued was more than one
month but less than three months
then the patient was recorded as
having been on intermittent ther-
apy. However, in noting 'intermit-
tent therapies' it is fully realized that
the recording of details may have
been intermittent rather than the
therapy, particularly since the
number of 'intermittent therapies'
increased with the duration of
therapy from 12 5 per cent of
treatments lasting less than 12
months to 27 5 per cent of treat-

ments which lasted more than 12 months.
In calculating duration of continuous therapy with a particular psychotropic drug,

the time interval from the issuing of the first prescription to the most recent (or last)
prescription was taken as the period regardless of how many other psychotropic drugs
were prescribed either in combination or in sequence. Analysis of the duration of con-
tinuous drug therapy gave the results recorded in table XXI.
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Duration of continuous therapy and advancing age of the patient
From the medical records it was calculated that 1 -9 per cent of the survey population

TABLE XXII
AGE/SEX DISTRIBUTION OF PATIENTS RECEIVING PSYCHOTROPIC
DRUG THERAPY FOR A PERIOD OF ONE YEAR OR MORE (PER-

CENTAGES)

Female Male Total

Age No. Per cent No. Per cent No. Per cent

15- 2 1.1 0 0 2 0-8
20- 8 4-4 2 3-0 10 4-0
25- 4 2-2 2 3 0 6 2-4
30- 6 3-3 4 6-0 10 4*0
35- 11 6-1 2 3 0 13 5.3
40- 16 8-8 5 7*5 21 8-S
45- 26 14-4 10 14-8 36 14-5
50- 21 11*6 5 7*5 26 10.5
55- 22 12-2 13 19-4 35 14-1
60- 20 11 0 9 13-4 29 11.7
65- 19 10 5 6 9*0 25 10-I
70+ 26 14*4 9 13*4 35 14.1

TOTAL 181 100 0 67 100 0 248 [100.0

at risk received continuous psycho-
tropic drug therapy for a period
of one year or more, 54 per cent
of these patients were women over
the age of 45 years and 83 per cent
ofall patients on prolonged therapy
were over the age of40 years (table
XXII). The ratio of female to
male patients was higher (2 7 to 1)
than for the overall sex ratio of
all patients on psychotropic drug
therapy (2 14 to 1). The age pattern
showed a shift of about 10 years,
ie those patients on prolonged
therapy tended to be ten years
older than the patients on psycho-
tropic drug therapy in general.

The psychotropic drug pre-
scribing patterns for prolonged therapy were compared with the overall pattern of
prescribing by the survey general practitioners (table XXIII); these comparisons showed
an increased tendency for the barbiturates to be prescribed over a prolonged period
(one year or more) than other psychotropic drugs.

Discussion

One-off treatment
These findings suggest that about three in every five patients received treatment for

a period of one month or less with a particular psychotropic drug. There are many
suggestions that can be put forward to account for this large number of short term
treatments: one possible explanation is that many of these drugs were prescribed as
symptomatic therapy. The author attempted to assess the extent of symptomatic and
holistic therapy by examining the medical records and the diagnosis cards. He also
interviewed the general practitioners in order to assess their attitudes towards the patients
and their disorders at the time they prescribed a psychotropic drug. This assessment
indicated that about two out of every three patients treated with psychotropic drugs
during the year of survey were treated by their general practitioner in what the author
considered to be a tendency towards symptom diagnosis and treatment. This was
supported when the indications for psychotropic drug therapy were examined in detail
(chapter 8).

In addition to suggesting short-term symptomatic therapy these results also suggest
that there may have been much chopping and changing about of drugs when treating
various disorders. There were many cases of this noted in the study. For example, one
25-year-old man received nine prescriptions in sequence for different drugs-Valium,
Amytal, Largactil, Equanil, Sparine, phenobarbitone, Stelazine, Librium and Serenid.
These nine prescriptions were issued at intervals over a period of only three months.
Frequent changing of prescription drugs by the doctor may be due to failure to relieve
symptoms because of incorrect dosage regimes. Lack of understanding and explanation
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to the patient of side effects, which may dominate therapeutic effects in the first few weeks
of treatment, particularly with the antidepressants, may also lead to premature cessation
of therapy with one drug, and the trying of another.

Long-term therapy, advancing age and drugs of dependence
From the records about 1 9 per cent of the population at risk were prescribed a

psychotropic drug continuously for a period of one year or more and there appeared to
TABLE XXIII

COMPARISON BETWEEN THE THERAPEUTIC SUB-GROUP DIS-
TRIBUTION OF PSYCHOTROPIC DRUGS PRESCRIBED OVER ONE
YEAR OR MORE WITH THE DISTRIBUTION OF ALL PSYCHOTROPIC

DRUG PRESCRIBING

Prolonged Psychotropic
therapy (one drug therapy

Therapeutic sub-group year or more) (year of
survey)

Per cent Per cent

Barbiturate hypnotics 20 13
Non-barbiturate hypnotics 8 11
Tranquillizers 53 52
Stimulants and appetite

suppressants 8 6
Antidepressants 11 18

100 100

Barbiturate hypno-seda-
tives . . .. 40 40

be a relationship between duration
of therapy and treatment with
barbiturate hypnotics. Eighty-
three per cent of patients on
prolonged therapy (more than one
year) were over the age of 40 years
and 54 per cent of them were
women over the age of 45 years.
Twenty per cent of these patients
were on barbiturate hypnotics.
Woodcock (1970) carried out a
retrospective analysis of medical
records of 20 general practitioners
and indicated that in 1967 2.8 per
cent of patients at risk had been
receiving a daily dosage of a
psychotropic drug for at least one
year. Four fifths of these long-term
consumers were aged 40 or over,

and three quarters were women. He observed that one third of these patients were
being issued with barbiturates and that these patients were older (average age 60 years)
than the other patients on continuous psychotropic medication (average age of 53 years).
Balint et al (1970) in a survey of doctor-contacts and repeat prescriptions found that
27 per cent of long repeat patients (six months or more) were receiving psychotropic
drugs and that barbiturates were the most frequently prescribed long-repeat drug.

At present the barbiturates appear to be the most popular long-repeat drugs but
there is every indication from studying the national prescribing trends of psychotropic
drugs, to suggest that this popularity will soon be replaced by the non-barbiturates and
minor tranquillizers.

All psychotropic drugs must be regarded as drugs of dependence and this property
must therefore be considered when examining factors influencing duration of therapy.
latrogenic dependence in particular must be ranked amongst important aetiological
factors when studying patients on prolonged therapy with these drugs. We know that the
national prescribing rates of psychotropic drugs are increasing annually, but we do not
know whether more patients are being treated or whether more drugs are being prescribed
to individual patients. We do not know whether more patients are receiving tberapy of
shorter duration or whether fewer patients are receiving therapy for a longer duration.
For example, are the increased prescribing rates for hypnotics related to an increased
incidence of insomnia or does this increase reflect an accumulatory effect? Is there a
progressive annual increase in chronic hypnotic drug-takers? What proportion of
patients started on hypnotic drugs become long-term takers? If we are to attempt to
find answers to these questions then it will be necessary in any future study to structure a
framework of research to monitor drug prescribing, not only in terms of rates and trends,
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but also to consider the number of patients treated, the disorders treated, the frequency
of prescriptions issued and the duration of drug therapy. This kind of data can best be
provided by prospective studies and an on-going system of collecting these data is
urgently needed. Such a study or series of studies should also provide information about
the average duration of drug treatment for various disorders since information about the
optimum duration of drug therapy for disorders treated in general practice appears to
be sadly lacking. Further there is urgent need for guidance on the indications for psycho-
tropic drug therapy and the selection of the appropriate drug.

The therapeutic value of many psychotropic drug treatments must be questioned;
not only long-term treatments but also short-term treatments, particularly where a
patient receives a number of different drugs in sequence. There is no doubt that many
failures and disappointments in psychotropic drug therapy are due either to incorrect
dosage levels or too short a period of treatment as well as too much chopping and chang-
ing of drugs by the prescriber. For example with antidepressant drugs most authoritive
medical opinion recommends at least three months continuous treatment before attempt-
ing to reduce the dosage slowly and then withdraw the drug. The minimal length of
therapy considering the therapeutic lag period should be at least three to four months,
hence the usefulness of any antidepressant drug therapy of short duration must be suspect,
even though spontaneous remission in endogenous depression is not infrequent. It is
essential when treating depressive disorders to give the selected drug in maximal thera-
peutic dosage for a long enough period of time. In other words until the drug can be
stopped without a return of troublesome symptoms. Many treatments which fail and dis-
appointments in antidepressive drug therapy may be related to inadequate dosage
regimes. This may indicate a lack of understanding of their side-effects in the initial
weeks of treatment, for it is during this period that side-effects dominate therapeutic
effects. Unless the patient is clearly advised, reassured and seen frequently in the first
few weeks of treatment he is more likely to stop taking the drugs and it is in these difficult
situations that the general practitioner may stop therapy or switch to an alternative drug.

These comments on antidepressant drugs apply equally to the major tranquillizers
which should be prescribed in sufficient quantity to obtain maximal therapeutic response
with minimal unwanted side-effects. Newly-treated psychotic patients require at least
12-14 weeks continuous major tranquillizer therapy; these drugs should be continued
long after symptomatic relief is obtained and probably indefinitely in most cases, since it
has been shown that lapses in maintenance therapy with antipsychotic drugs are at
present the most frequent cause of readmission to psychiatric units (Hollister 1969).
Treatment with the hypno-sedatives and minor tranquillizers should usually be short
term in order to help patients over periods of stress. Therapy longer than a few weeks
ought to be critically assessed by the prescribing doctor. There appear to be few if any
indications for the use of stimulants or appetite suppressant drugs and if used, these
drugs should not be prescribed for more than three or four weeks at a time. Insufficient
indications, inadequate dosage, incorrect choice of drug and length of therapy may all
be suspected in contemporary general-practice therapeutics. However, these will remain
unproven unless a system for relating drug treatment to morbidity is devised and put
into action.

The problem of insomnia
Undoubtedly long-term barbiturate prescribing, particularly to elderly women

reflects the difficulties in treating insomnia. In 1966 Adams et al surveyed barbiturate
prescribing in an urban general practice and found that two per cent of the practice
population at risk and 5 8 per cent of patients on barbiturates had been taking them for
one year or more. Johnson and Clift (1968) in a similar study in an industrial practice
found that 1 .3 per cent of patients at risk required barbiturates regularly. These patients
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were predominantly in the older age gloups (mean age 62.7 years) with an excess of
widows. They estimated that only 0.2 per cent were "severely dependent" and com-
mented that "physically dependent patients are usually found amongst the 20-30 years
old". McGhie and Russell (1962) found that variations in sleep patterns are much nmore
marked in females than males. In their survey of 2,446 persons 45 per cent of the women
over the age of 70 years took sleeping tablets regularly. They noted a positive relation-
ship between nervousness and sleep disturbances and that these patients were also more
likely to complain of physical symptoms such as heart conditions, high blood pressure
and severe headache. A more recent report by Johns et al (1970) found that increasing
age, ischaemic heart disease and neurotic illness were the main factors associated with
long-term sleep disturbance.

Recent research indicates that sleep is essential for normal body functioning and the
so-called 'paradoxical' sleep may be linked with the synthetic and restorative function of
the brain, whilst 'orthodox' sleep may serve as a restorative period for most body tissues
(Oswald 1969). There is evidence that sleep produced by drugs is far from 'natural'
(Oswald 1968) and that it takes up to five weeks for various neuro-physiological functions
to return to normal after stopping hypnotics (Oswald 1965). During these five weeks,
the pattern of sleep is disturbed and nightmares may occur. It is during this period
that the patient who has been on prolonged hypnotic drug therapy becomes convinced
that he cannot sleep without such drugs.

Insomnia can be a symptom of mental, physical or social stress and as such should
only be regarded as a symptom of a disorder requiring an holistic approach, so that
ideally hypnotics should be prescribed only as short-term adjuncts to more specific
therapy. As a 'mental' symptom insomnia must be treated as one of a cluster of symp-
toms caused by a mental disorder (eg endogenous depression), particularly if it is of
recent onset and occurs in the absence of a crisis. As a 'physical' symptom it is often
secondary to pain caused by some physical disorder, particularly osteoarthritis and
rheumatoid arthritis which then should be treated more specifically. Insomnia due to
'social stress' needs symptomatic therapy with hypnotics only for a few nights to help
tide the patient over the worst period. Beyond this it is essential to make more searching
enquiry into the patient's problems and symptoms. In the life-long 'inadequate' per-
sonality who repeatedly requires a 'crutch' to help him through life's stresses there usually
is little need for hypnotic drugs which are contra-indicated in this group because of the
risk of drug dependency. Such patients require superficial psychotherapy and support
with only occasional 'sedatives' to help them over acute episodes of stress.

Bereavement is a social stress which often leads to patients complaining of insomnia
and being treated with hypnotic drugs. The present survey and others (McGhie and
Russell 1962, Johnson and Clift 1968, Balint 1970) have noted the high incidence of
prolonged hypnotic drug therapy in elderly bereaved widows.

These studies suggest a need for research into the immediate and long-term manage-
ment of insomnia particularly in bereaved widows and into the social care of these patients
following bereavement. Figure 13 indicates the various patterns of care of the bereaved
widow which may result in re-adjustment with or without reliance upon a nightly dose of
hypnotic. This raises further problems; first, what is to be the future management of
patients who are reliant upon a nightly dose of hypnotic drug? Second, in order not
to develop this situation in future what are the short and long-term indications for hyp-
notic drug therapy? And thirdly, is there any place for prophylactic antidepressant drug
therapy in recently bereaved patients who are considered to be high-risk cases ?

Finally, there appeared to be a relationship between prolonged therapy and indirect
methods of obtaining repeat prescriptions. The next chapter examines the prescription
details entered by members of the survey general practitioners' ancillary staffs.
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PATIENT

ADVANCING AGE

SOCIAL STRESS
e.g. BEREAVEMENT _

DEVELOPS
INSOMNIA

N*

N.

Consults G.P., complains of in-
somnia. Given hypnotics

Starts to rely on hypnotics. Feels
a nuisance, doesn't like to bother
G.P., sends a note or sees an-
cillary

Easy pattern of obtaining repeat
prescription develops

I Patient now 'dependent' on hyp-
notics. Gets frequent supplies,
rarely sees G.P. Reasonably
re-adjusted

Fails to readjust, self-
neglect. Depressive illness
develops

Suicide Overdose

DEATH

Consults G.P. or G.P. called in.
Given antidepressant therapy or
referred psychiatric unit

| Does not |

(1)

G.P.
Aware of increased psychiatric and non-
psychiatric morbidity and mortality in the six
months following bereavement makes a routine
of keeping bereaved patients under surveillance,
lays on social care etc. Advises relatives and
if necessary gives prophylactic antidepressant
therapy

4
(2)
G.P. aware insomnia just a
symptom, holistic approach
as in (1) given antidepressant
therapy if necessary or re-
ferred to psychiatric unit

Im mod
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7

THE RECORDING OF PRESCRIPTION DETAILS BY ANCILLARY STAFF

Eleven per cent of psychotropic drug prescription details had been entered into the
medical records by members of the general practitioners' ancillary staff during the survey
year. No observation was made on the person making the prescription entry for treat-
ments outside of the survey year but it was noted that as duration of treatment increased
the number of entries by ancillary staff increased so that there appeared to be a relation-
ship between duration of therapy and the entry of repeat prescription details by ancillary
staff. Details of 20 per cent of all prescriptions issued to patients for more than six
months during the survey year were entered by ancillary staff compared with 11 per cent
for the whole 12-month period. Virtually no prescription details were entered by mem-
bers of the ancillary staff about treatment lasting for one month or less.

In addition to the relationship between duration of therapy and entry of prescription
details by ancillary staff, it was noted that there was an increased ancillary-staff recording
of prescriptions for barbiturates (34 per cent of all psychotropic drug prescriptions
compared with 13 per cent for the survey proper) and stimulant and appetite suppressant
drugs (ten per cent compared with six per cent).

If 11 per cent of prescription details were entered by ancillary staff it may be assumed
that the general practitioner did not have direct contact with the patients, since it is
customary for him to make his own record entries when seeing a patient (none of the
prescription details in the survey was typed in). The figure of 11 per cent may also be
regarded as reasonable since the techniques employed in the survey would tend to under-
estimate rather than overestimate the true position because it was not possible to estimate
the number of prescriptions that had been issued without recording the details into the
medical records.

The issuing of repeat prescriptions by ancillary staff has become a well-established
procedure in general practice. Two recent surveys give some idea of repeat prescription
rates in general. W. 0. Williams (1970) recorded a repeat prescription rate of 209 per
week for each general practitioner in the survey of general practice in South Wales for
the year 1965-66 and an RCGP Report (1970) suggests that the repeat prescription rate is
about 0.66/person/year, roughly 5-10 repeat prescriptions being issued daily for every
2,500 patients on the doctor's National Health Service list. Geddes (1971) found that
14 per cent of prescriptions received by the Pricing Bureau had been signed by general
practitioners but completed by some other person, presumably a member of the practi-
tioner's ancillary staff.

Balint et al (1970) in a survey of doctor-contacts and repeat prescriptions found that
one in every four patients gets 'nothing' from his doctor except a repeat of his previous
prescription. Twenty-four per cent of contacts were indirect ie via letters, telephone calls,
relatives, neighbours or a friend. Six weeks appeared to be the critical period for con-
tinuous drug treatment, if longer the total duration of repeat prescriptions is likely to
exceed one year.

They also found patients taking drugs for longer than six months to be more frequent
attenders and to use more indirect contacts with their doctors, with more often a diagnosis
of a psychiatric disorder. In 62 per cent the general practitioner was responsible for
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starting his own repeat prescription routine. Twenty-seven per cent of this group of
patients were receiving psychotropic drugs which were prescribed twice as frequently
compared with patients on shorter courses of treatment. Barbiturates were most fre-
quently prescribed for long periods.

The present study indicates a relationship between duration of therapy, advancing
age of the patient, sex (predominantly women) and the prescribing of barbiturates and
other dependence producing drugs. Ancillary staff also appeared to enter more details
of prescriptions for barbiturates and other drugs of dependence for those patients on
long courses of treatment than to other patients.

Dunnell (1971) in her survey of medicine takers found that sedatives and anti-
depressants were the most frequently taken prescribed drugs and that nine per cent of the
adult population over 21 years of age had taken these drugs for more than one year and
two per cent had taken such drugs for more than ten years. Twice as many females as
males had taken sedatives; over half, for sleeplessness. Sixty-nine per cent of these drugs
were reported as taken daily and 88 per cent of sleeping drugs, sedatives and tranquil-
lizers had been prescribed first more than one year before the interview.

Dunnell also found that three quarters of adult medicines were repeat prescriptions:
nearly one fifth of these were for the fortieth or more repeat prescription; 48 per cent of
those medicines acting on the CNS were the tenth or more repeat prescription. For less
than half (48 per cent) of these repeat prescriptions had there been direct contact between
patient and doctors and 31 per cent of patients reported that they did not usually see the
doctor to obtain a repeat prescription. She found that the degree of indirect contact
increased as the duration of therapy increased. Contrary to belief she found that most
people had their prescription dispensed and that 80 per cent took their medicine as
directed.

From the findings of the present survey and those of Dunnell there appears to be a
relationship between duration of psychotropic drug therapy and the ease of obtaining a
repeat prescription. The duration of therapy also increases with advancing age of the
patient; prolonged therapy is twice as frequent amongst females than males. All psycho-
tropic drugs must be regarded as potential drugs of dependence and it is reasonable to
hypothesize that these dependence producing properties contribute in no small way to the
duration of therapy.

So far the trends, habits and patterns of psychotropic drug prescribing have been
discussed. The next chapter looks at the indications for which the survey doctors
prescribed psychotropic drugs to the sample patients during the survey year.

8

THE INDICATIONS FOR PSYCHOTROPIC DRUG TREATMENT

It appears that drug treatment plays a major part in the management of psychiatric
disorders by general practitioners. For example Shepherd et al (1966) surveyed the
prevalence of psychiatric morbidity in general practice and concluded that most patients
suffering from such disorders were treated with drugs. In order to determine the indica-
tions for which general practitioners preacribe psychotropic drugs it would be necessary
to carry out a detailed survey of both morbidity and treatment; unfortunately there is no
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satisfactory report of such a survey. Not only is information sadly lacking on the rela-
tionship between therapy and morbidity but also reports on psychiatric morbidity alone
are unreliable.

In the past 20 years many studies of the extent of psychiatric morbidity in general
practice have been carried out in this country. Table XXIX (from Shepherd et al 1966)
shows some of the variations and confusion in the reported rates by various research
workers. The results of most of these studies make it difficult to form any firm conclu-
sions (Pemberton 1949, Logan 1953, Horder and Horder 1954, Pougher 1955, Hopkins
1955, Paulet 1956, Fry 1957, Perth 1957, Crombie 1957, Davies 1958, Handfield-Jones
1959, Kessell 1960, Kessell and Shepherd 1962, Hewetson 1963, Taylor 1963, Spencer
1968). Such results depend upon the size of the sample, the diagnostic classifications, the
indices of morbidity, the system of sampling, the methods of recording data and above
all upon the attitudes towards mental illness of the researchers and the general practi-
tioners being investigated. The reported prevalences of psychiatric morbidity are also
bound to vary between practices and between partners in the same practice. The prob-

TABLE XXIV
PSYCHIATRIC MORBIDITY RATES REPORTED FROM A NUMBER OF GENERAL PRACTICE SURVEYS

Percentage of
Surveys ofpatients registered Number at risk Period of survey patients at risk

Ryle 1959 .. .. .. . 2,400 One year 4 1
Logan 1953 .. .. 27,000 One year 4-7
Logan and Cushion 1958 .. 380,000 One year 5-0
Martin et al 1957 .. .. .. 3,700 One year 5 6
McGregor 1950 .. .. .. 2,500 One year 6-8
Kessel 1960 .. .. .. 900 One year 9 4
Primrose 1962 .. .. .. 1,700 One year 13-2

Percentage of
Surveys of patients consultinig Number consultinig Period of survey patients consulting

Davies 1958.. .. .. .. 2,700 One year 6-4
Fry 1957 .. .. .. .. 4,000 Five years 8 5
Hopkins 1955 .. .. 650 Six months 11 1(31-7)*
Hewetson et al 1963 .. .. 650 One month 23-2
Paulett 1956 .. .. Five years 65 0

Number of com- Percentage of com-
Surveys of illnesses plaints or episodes Period of survey plaints or episodes

Handfield-Jones 1959 .. .. 2,700 One year 3-7
Davies 1958 .. .. .. .. 3,400 One year 5 2
Pemberton 1949 .. .. 4,800 Two weeks 6 5
Perth 1957 .. .. .. .. 150 One month 53 7

Nulnber of Percentage of
Surveys of consultations consultations Period of sur-vey consultations

Logan and Cushion 1958 .. .. 1,400,000 One year 5.0
Horder and Horder 1954 .. .. 2,000 Consecutive 7- 7
Finlay et al 1954 .. .. Four months 20-0
Pougher 1955 .. .. 500 Consecutive 47-6

From Shepherd et al 1966.
*Stress disorders.
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lem of recording is also aggravated by the fact that such morbidity " is a dynamic equil-
ibrium of patients and their environment", (Howard 1959). Further, reported morbidity
is influenced by such factors as time scale and the extent and ecology of the area surveyed.
The results are also affected by the aims of the survey, for example, where general
morbidity is surveyed, the reported extent of psychiatric disorders is usually lower than in
surveys aimed directly at estimating its prevalence, eg the quoted references of Pember-
ton (6 5 per cent), Horder (7 7 per cent), Logan (4 7 per cent), Fry (8.5 per cent),
reported general morbidity and their findings for mental illness are much lower than
those of authors who specifically aimed at determining its prevalence, eg Pougher (47.6
per cent), Hopkins (31 7 per cent), Perth 54 7 per cent). The interests of the researcher
as stated before therefore determine the depth to which he goes in his investigation, and
certainly it would appear that the more one looks for mental illness, the more one finds it.

The methods of reporting (percentage of patients at risk, percentage of patients
consulting, percentage of episodes of illness and percentage of consultations) add further
to the confusion. And also in the past many of these survey findings have not been
corrected for age and sex differences and the period of the surveys has varied from any-
where between one week and five years. It is also obvious that the parameters on which
reports of mental disorders in general practice are based, need challenging; particularly
the present definitions of what is abnormal and what is normal mental health. Where, for
example, along the spectrum from normal mental health to severe mental illness does one
place these patients ? Or, more fundamentally, when does a 'person' become a 'patient'?
Where is the cut-off point in deciding whether a person is 'neurotic'? Slater (1960)
believes that we should talk about 'more' or 'less' neurosis. This confusion in classifica-
tion is emphasized in reported prevalence rates for neuroses because of the difficulty in
definition. Since most people experience emotional conflict of some sort, the concept of
neurosis can be widened so readily as to rob it of much of its value for medical purposes.
As Rorie (1956) points out, "A patient is not neurotic because he attends with what
seems to the doctor a trivial complaint". Further, there is little doubt that the estimated
extent of 'mental illness' is higher when assessed in the community than when assessed
from general practitioners' consulting rooms and this difference can only be explained by
differences in attitude towards mental illness and towards general practitioners.

Kessell (1962) sees neurotic patients presenting to the general practitioner as three
principal groups: psychological problems, somatic symptoms without apparent organic
cause and a group where the elaboration or protraction of a recognized physical illness
may indicate a psychiatric disability. The Working Party Report of the College of
General Practitioners (1958) described five main types of psychological illness seen by the
general practitioner.

1. Anxiety and depression from emotional stress

2. Constitutional liability to anxiety and depression
3. Other constitutional personality and behaviour difficulties
4. Organic brain disease
5. Psychoses

Most reports are based upon patients who attend their general practitioners. Yet
these are a self-selected group of persons whose attitudes and expectations may differ
from those who do not attend and yet suffer from symptoms. Thus reports from general
practice on the extent of mental disorders demonstrate the consulting habits of those
patients who have been studied as well as the illnesses from which they are suffering.
From the reports available it may be concluded that between 10 per cent and 20 per cent
of the population at risk at any one time attend their general practitioners and are recog-
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nized as suffering from some kind of psychiatric disorder. These figures give no indica-
tion of the extent of these disorders in the community. Martin et al (1957) investigated
the incidence of neurosis on a new housing estate. They found a rate of medically
diagnosed psychiatric illness of 62*3 per 1,000 at risk. However, following house-to-
house interviews and the use of neurosis check lists, they estimated the incidence to be
35 per cent of the population. Last (1963) characterized the diseases known to the
general practitioner as the tip of the iceberg. Watts (1966) similarly compared the prob-
lem of depression with the tip of an iceberg and estimated that for every 12-15 per 1,000
persons recognized as depressed by their general practitioner, there were probably 150
per 1,000 who did not consult their doctors.

The spectrum of mental disorders treated in general practice

Most surveys into the extent of psychiatric morbidity in general practice have
avoided all but the crudest diagnostic categories. These usually consist of five sub-
categories-psychoses, neuroses, personality disorders, physical disorders of psychogenic
origin and a fairly large miscellaneous group. These sub-categories are open to observer
bias both by the recording general practitioner and the researcher so that they give a
limited picture ofmental disorders as seen, recognized and treated by general practitioners.

The present survey

The present study is no exception and suffers from the additional disadvantage that
it was retrospective. However, by noting the disorders for which psychotropic drugs
were prescribed, some sort of pattern of indications can be established. An assessment
of the indications for psychotropic drug therapy by the survey general practitioners was
attempted by noting the symptoms or diagnoses which they had recorded at the time they
issued the patients with prescriptions for psychotropic drugs. It was recognized that
limited reliance could be placed upon the amount of diagnostic detail recorded in the
medical record. It was also realized that there may be no relationship between the
recorded 'symptom details' and the 'actual diagnosis' upon which a general practitioner
works (ie, the overall diagnosis of the patient which he has made 'in his head'). Therefore
when a clear cut diagnosis was not obvious from the medical records, a diagnostic card
was slotted into the patient's medical record envelope and left for the general practi-
tioner to complete. If the data recorded on the diagnostic card by the general practitioner
was again insufficient then he was interviewed by the author in order to obtain further
details about the indications which led him to prescribe a psychotropic drug for that
patient at that particular time.

Results

Of the survey population at risk 12.6 per cent were prescribed psychotropic drugs
during the year of survey; the proportions increased with advancing age and twice as
many females as males received treatment. 17.5 per cent of these patients were labelled
as suffering from a physical disorder for which the main form of treatment was psycho-
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tropic drugs (table XXV). It may be assumed that this therapy was given in the hope of
relieving any mental symptoms caused by, helping to cause, or aggravated by, the
physical disorder (eg, insomnia in osteoarthritis, anxiety in ischaemic heart disease).
These physical disorders were regarded as primary diagnoses and the mental symptoms
as secondary. If, however, the general practitioner were treating a psychiatric disorder
concommitantly with a physical disorder then the psychiatric disorder was regarded as
the primary diagnosis as was any physical disorder of presumably psychogenic origin
(eg, nervous dyspepsia).

TABLE XXV
INDICATION FOR PSYCHOTROPIC DRUG THERAPY

Mental disorders
(290-299) Psychotic disorders-Affective psychoses.. .. .. .. 050

Schizophrenia .. .. .. .. 15
Others .. .. .. .. .. 20 8 5

(300) Neurotic disorders-Anxiety neuroses .. .. .. .. 22- 0
Neurotic depression .. .. .. 50
Others.. 30 30 0

(305) Physical disorder of presumably psyclhogenic origin
Nervous dyspepsia .. .. .. .. .. .. 60
Others ... .. .. .. .. .. .. .. 15 7.5

(307) Stress reactions .. .. .. .. .. .. .. 2-0
Others .. .. .. .. .. .. .. .. 05

Physical disorders
(710-738) Musculo-skeletal system (osteoarthritis, rheumatoid arthritis,

lumbalgia) .. .. .. .. .. .. .. .. 4-5
(390-458) Circulatory system (hypertension, ischaemic heart disease, others) 5.0
(680-709) Skin (eczema, dermatitis, pruritis ani and vulvae, prurigo, lichen,

alopecia, others) .. .. .. .. .. .. .. 20
Others (asthma, duodenal ulcer, thyrotoxicosis) 6-0 17-5

(277) Obesity .. .. .. .. .. .. .. .. 7-0

Isolated mental or physical symptoms
(306-4) Insomnia .. .. .. .. .. .. .. .. 7-0
(No code) Anxiety and/or depression as isolated symptoms 4-0

(306- 8) Tension headache .. .. .. .. .. .. .. 4-0
(790 0) Nervousness (nerves)

(780- 5) Vertigo, dizzyness .. .. .. .. .. .. .. 10
(790 1) Debility and fatigue .. .. .. .. .. .. .. 10
(791) Headache (non-specific) 10

(728*9) Backache (including lumbago (717- 0) and lumbalgia (728 * 7) .. 10
(783 7) Chest pain .. .. .. .. .. .. .. .. 0.5
(782-0) Precordial pain )
(782-1) Palpitations .. .. .. .. .. .. .. 1-0 27-0
(782-2) Tachycardia j

Others .. .. .. .. .. .. .. .. 2-5

Physical disorders
About one in four patients treated with psychotropic drugs for a 'primary diagnosis'

of a physical disorder were suffering from diseases of the circulatory system, mostly
hypertension or ischaemic heart disease. Disorders of menstruation and the menopause

Percentage of
patients

treated with
ICD (1965) psychotropic

code Disorder drugs in
year of survey

IIl
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were common physical disorders for which psychotropic drugs were prescribed, particu-
larly the hypno-sedatives Amytal, amylobarbitone and phenobarbitone and the minor
tranquillizers Librium and Valium.

The commonest skin disorders treated with these drugs were pruritis ani and vulvae,
alopecia, lichen and eczema. The most frequent digestive system disorders were dyspepsia,
duodenal ulcer, gastric ulcer and 'colitis' which were usually treated with minor tran-
quillizers or hypno-sedatives.

Female disorders
Twice as many women as men received psychotropic drug therapy and about one in

twenty of all patients prescribed such therapy were women treated for disorders of
menstruation, childbirth or the menopause. In addition to hyperemesis gravidarum,
puerperal depression and menopausal depression, dysmenorrhoea in the younger woman
and menopausal symptoms in the middle-aged woman appeared to cause much suffering.

Obesity
About seven per cent of patients prescribed psychotropic drugs were treated primarily

for obesity. All these were prescribed stimulants or appetite suppressant drugs.

Physical disorders ofpresumably psychogenic origin
Hypno-sedatives and minor tranquillizers were prescribed frequently to patients

labelled as suffering from physical disorders of presumably psychogenic origin. About
eight per cent of patients treated with psychotropic drugs were diagnosed as suffering
from these disorders, mostly nervous dyspepsia and psychogenic dysmenorrhoea.

Symptomatic therapy
About one third of all patients were prescribed psychotropic drugs for isolated

mental or physical symptoms. The most frequent symptom 'diagnoses' excluding
anxiety and depression were insomnia, headache, nervousness, dizzyness, debility,
backache, vague chest pains and precordial pains, palpitations and tachycardia. The
majority of these were prescribed hypno-sedatives or minor tranquillizers. One per cent
of patients prescribed psychotropic drugs were diagnosed as suffering from migraine; the
survey did not include the drugs most frequently prescribed for this disorder (eg, Stemetil
-prochlorophenazine).

Insomnia
About seven per cent of patients who received psychotropic drug therapy were

prescribed hypnotics for the isolated symptom of insomnia. No information is available
from the study to give any indication of how many patients were treated with hypnotic
drugs for insomnia as a symptom secondary to some other disorder (eg, insomnia in
endogenous depression). A further two per cent of patients received treatment for
insomnia secondary to a musculo-skeletal disorder. These drugs were prescribed more
frequently to women than men (2.3 to 1).

Psychoses
8 5 per cent of patients treated with psychotropic drugs were diagnosed as suffering

from a psychotic disorder. About half of these patients were suffering from affective
psychoses (mostly endogenous depression) and the remainder from schizophrenia,
involutional melancholia, reactive depressive psychoses and various other psychoses.
Many of these had been referred to a psychiatrist and were prescribed antidepressant
and anti-psychotic drugs.
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Neuroses
About one in three patients prescribed psychotropic drugs were diagnosed as

neurotic by their general practitioner, anxiety neurosis being the most frequent label.
The majority of these patients were prescribed minor tranquillizers (Librium or Valium)
or hypno-sedatives (Amytal or amylobarbitone).

Anxiety and depressive disorders
Anxiety neurosis, anxiety state, tension state, stress and irritability were frequent

diagnoses as were the vague labels 'depression' and 'anxiety/depression'. These labels
were prominent amongst recorded complaints; over half of all patients prescribed
psychotropic drugs were probably suffering from anxiety or depressive symptoms or
disorders. These disorders must also have contributed to the various isolated physical
and mental symptoms treated specifically with psychotropic drugs as well as to the
physical disorders so treated.

Drug preference in the treatment of selected mental disorders and symptoms
The survey aimed at studying the patterns of prescribing of psychotropic drugs by

the group as a whole; it was impossible to study inter-practice differences in prescribing.
However, it became apparent that some participants prescribed one particular psycho-
tropic drug for most conditions and this pattern of prescribing was also related to a
pattern of diagnostic labels. For example-one practitioner's frequent diagnosis was
'nervousness' or 'debility', for which he constantly prescribed beplete and such patterns
are indicated in table XXVI, which shows the drug treatment preference for various

TABLE XXVI
INDICATIONS AND TREATMENT: DRUG TREATMENT OF SELECTED MENTAL DISORDERS

Diagnosis Drug preference

Schizophrenia

Affective psychoses

(Endogenous depression,
menopausal depression)

Anxiety neurosis
(Anxiety, irritability stress
reactions)

Largactil
Melleril
Stelazine
Others

TOTAL..

Tryptizol..
*Amitriptyline ..
Tofranil

*Imipramine
Librium..
Valium
Concordin
Triptafen
Amytal
Others

TOTAL ..

Librium
Valiumn
Amytal
Equanil

*Phenobarbitone
Others

TOTAL..

No. oftreatments

10
5
3

31

49

1516} 67

412°} 52

26
25
21
16
14

183

404

70
62
44
41
24
286

527

Continued on page 43
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Diagnosis

Neurotic depression
(Anxiety/depression,
neuraesthenia, phobic
reaction, hysterical neurosis)

Nervous dyspepsia

Insomnia
(as an isolated symptom
diagnosis)

Tension headache

Insomnia (secondary to
osteoarthritis and other
musculo-skeletal conditions)

Nervousness (nerves)
debility, fatigue

TABLE XXVI (continued)
Drug preference

Valium ..

Tofranil
Librium . .

Tryptizol. .
Others . .

TOTAL . .

*Phenobarbitone
Librium . .
Valium . .

Amytal . .

Melleril . .

Others . .

TOTAL . .

Mandrax..
Soneryl . .

Nembutal
Mogadon
Others . .

TOTAL . .

Librium . .

Valium . .

*Phenobarbitone
Others . .

TOTAL . .

Sonalgin . .
Others . .

TOTAL..

Beplete . .

Others . .

TOTAL . .

*Treatments with non-proprietary preparations
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No. of treatments

21
13
12
10

110

166

16
16
12
10
10
59

123

37
25
11
10
60

143

15
13
10
41

79

10
21

31

37
42

79

mental disorders. Beplete prescriptions accounted for 37 out of 79 patient treatments for
'nervousness'. In another instance nervous dyspepsia was frequently diagnosed and
treated with Melleril (see table XXVI) and in a third practice, tension headache was the
most commonly diagnosed disorder by a partner and his frequent treatment for this
disorder was Librium or Valium. Largactil was the most frequent treatment for schizo-
phrenia and Tryptizol and Tofranil were the most favoured antidepressant drugs. How-
ever, table XXVI shows how frequently the minor tranqullizers (Valium and Librium)
were used in the treatment of depressive disorders. The minor tranquillizers Librium
and Valium were the most popular drugs used in the treatment of anxiety disorders.

Where insomnia was the primary diagnosis, Mandrax was the most popular drug
prescribed for its treatment, followed by Soneryl, Nembutal and Mogadon. Sonalgin
was the main hypnotic prescribed for insomnia secondary to disorders of the musculo-
skeletal system.
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These results do not bear too careful an examination since the 'diagnosis' was made over
a period of time, whereas drug therapy may have commenced before the diagnosis had
unfolded. Even so, it is felt that time would not necessarily alter these treatments since
in about 60 per cent of cases, the length of therapy only lasted for one month or less.

Discussion

The indications for psychotropic drug therapy recorded by the survey general practi-
tioners gives a reasonable picture of psychiatric morbidity recognized and treated by them
with drugs. Such a survey, in addition to all the drawbacks of a retrospective analysis of
recorded data will miss psychiatric disorders not treated with psychotropic drugs.
Patients with personality disorders, psychopaths, alcoholics and drug addicts, are un-
likely to be amongst these patients.

Physical disorders
The large proportion of patients (17.5 per cent) treated for a physical disorder

primarily with a psychotropic drug suggests how often the general practitioner suspects a
psychogenic element in these conditions (eg, ischaemic heart disease and hypertension).
The findings also indicate the discomfort that can be caused by musculoskeletal disorders
particularly at night (two per cent of all patients received hypnotic drugs for a primary
diagnosis of osteo- or rheumatoid arthritis). In addition to these patients eight per cent
were considered to be suffering from physical disorders of presumably psychogenic
origin (eg, nervous dyspepsia).

Female disorders
Twice as many females as males were prescribed psychotropic drugs; amongst these

were three predominant groups-
1. One in 20 of all patients prescribed psychotropic drags were women suffering from disorders of

menstruation, childbirth and the menopause.
2. Seven per cent of patients were prescribed psychotropic drugs (stimulants, or appetite suppres-

sants) for obesity; most of these were women under the age of 45 years (a female to male ratio of 7 to 1).
3. Nine per cent of patients were prescribed hypnotic drugs for either the isolated symptoms of

insomnia (7 per cent) or for insomnia secondary to osteoarthritis or some other musculoskeletal condition
(2 per cent). The majority of these patients were women over the age of 45 years.

These findings suggest a need for research into the management of disorders which
are directly related to being female. There is also need for research into the natural
history of obesity. Since those patients who attend their general practitioners for the
treatment of their obesity are a self-selected group and because information about slim-
ming is widely available, the attitudes and expectations of this group also require investi-
gation in order to try to determine how they differ psychologically and socially from those
obese women patients who do not consult their doctors.

Insomnia in elderly women, especially widows, is also a problem and as discussed
previously there is a need for research into the management of bereavement and into the
treatment of insomnia; particularly if it is regarded that insomnia is merely one of a
cluster of symptoms that can be caused by mental, social and physical stress.

Symptom diagnosis and treatment
Psychotropic drug treatment of isolated physical or mental symptoms was fairly

common practice by the survey general practitioners. The most frequent symptoms were
anxiety, depression, insomnia, nervousness, dizziness, debility or fatigue, headache,
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backache, chest pains and cardiac symptoms (palpitations and tachycardia). If one adds
to this list the 'psychosomatic' disorders diagnosed by the general practitioners, eg,
nervous dyspepsia and dysmenorrhoea and the various physical disorders, eg, menopausal
symptoms, asthma, migraine, skin disorders such as alopecia, pruritis ani and vulvae,
duodenal and gastric ulcers and colitis then one is left with the impression of a formidable
array of symptoms treated with psychotropic drugs.

The problem of depressive disorders

In diagnosing depressive disorders, a major problem is caused by the multi-factorial
presenting symptoms of depression. Many of these symptoms may be physical. Further,
the presentation of these physical symptoms to the general practitioner is complicated by
other factors such as anxiety, agitation, irritability, guilt, and particularly hypochondri-
asis which are frequent complaints in depressed patients.

Watts (1966) lists 71 presenting symptoms in manic depressive disease and comments
that 70 per cent of the symptoms are due to autonomic upsets and 30 per cent due to
anxiety symptoms with frankly psychotic symptoms accounting for less than one per cent
of all symptoms. He comments "It is hard to think of any other illnesses which could
produce such a variety of presentations in the course of everyday practice". The presenta-
tion of depression becomes even more complex when the so-called neurotic and atypical
depressive disorders are included; these may present with a multitude of somatic, anxiety
and phobic symptoms.

The separation of depressive disorders into two major groups has caused confusion
not only in their classifications but also in the indications for their treatment. These
confused classifications are based mainly upon symptomatology and as Kendall (1970)
suggests-"this classification . . . can never be more than an interim solution. Only
when the biochemical and physiological basis of depression and the conditions necessary
for its genesis are properly understood will any classification rest on a secure basis". He
argues that depressive illnesses are best regarded as a single continuum extending between
the traditional neurotic and psychotic stereotypes. He preserves the traditional stereo-
types as the two poles of the continuum and acknowledges "that the differences between
them are genuine and not simply questions of severity and chronicity", but on the other
hand he recognizes the impracticability of drawing any clear boundary between them.
Because of this complexity the drug treatment of depressive disorders requires a detailed
knowledge not only about their presentation but also about the indications for and the
selection of, the most appropriate drug therapy. Their multi-factorial presentation,
particularly in the form of somatic symptoms often causes confusion and if the extent of
'symptom diagnoses' made by the survey general practitioners is examined, then the
finding of this study raises one very important question-"Are depressive disorders being
recognized by general practitioners and what is the extent of misdiagnoses and missed
diagnoses ?" In view of the effectiveness of contemporary antidepressive drugs and the
suffering caused by depressive disorders to the patient and to his relatives, it appears
expedient that general practitioners must in future be given clear guides to the recognition
and treatment of these disorders in general practice.

Education on depressive disorders must also include instruction into the significance
of anxiety as a symptom. Anxiety may be a presenting symptom of a depressive dis-
order or it may be a 'normal' reaction to a stressful situation. In assessing the indications
for the use of anti-anxiety drugs it is therefore necessary not only to search for evidence
of a depressive disorder but also to question how much is the relief of anxiety as an
isolated symptom a valid therapeutic goal? It may be valid if the anxiety is causing dis-
comfort and interfering with the ability of the patient to cope with the stresses and strains
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of everyday life. However, anti-anxiety drugs are purely symptomatic in their effects and
one must ask whether the 'damping-down' of the patient's symptoms is the most appro-
priate form of therapy for a disorder precipitated or aggravated by various emotional,
physical, or environmental stresses.

Conclusions

The extent and complex presentations of anxiety and depressive disorders in general
practice may cause difficulties in their recognition. This may lead to further difficulty in
selecting the most appropriate therapy. The high incidence of symptom diagnoses and
treatments noted in the present survey indicate some of these difficulties. A programme
of education into the recognition and treatment of psychiatric disorders in general prac-
tice is urgently required.

This chapter has looked at some of the indications for the use of psychotropic drugs;
the next chapter examines psychiatric referral in patient management.

9

PSYCHIATRIC REFERRAL

From the medical records (mainly by scrutiny of hospital letters) it was noted that
five per cent of all patients treated with psychotropic drugs had been referred to a
psychiatrist during the year of survey, three per cent had been referred to a general
physician and one per cent to a general surgeon. In 96 per cent of all cases, psychotropic
drug therapy was initiated by the general practitioner, in one per cent of cases by a general
physician and in three per cent of cases by a psychiatrist.

Many 'neurotic' patients with somatic symptoms are referred to general outpatient
clinics as shown by Priest (1962) who estimated that one sixth of the patients seen in his
medical outpatient clinics were suffering from neuroses (excluding psychosomatic
conditions). The factors influencing a doctor in his decision to refer a patient to a
psychiatrist are complex. Rawnsley and Loudon (1962) showed that differences in
referral of patients to psychiatrists by various doctors did not seem to be related to
variations in the clinical severity, major diagnostic categories, age, civil state, or occupa-
tion of the patient referred. The referral of a patient appears to depend upon the
attitudes towards mental illness of the patient, his relatives, and the community in which
he lives as well as upon the attitudes towards mental illness of the general practitioner.
Referral is also dependent upon the management the patient receives upon referral and
the local reputation of the psychiatrist and the hospital he attends. Rawnsley and
Loudon (1962) in discussing attitudes towards referral include among contra-indications
the deleterious effects of referral to a psychiatrist in terms of enhanced anxiety, guilt,
hypochondriasis and individualism. This may well apply to some patients who have to
attend the 'local mental hospital' as opposed to a psychiatric unit of a general hospital;
certainly not a few patients may still feel that there is a social stigma attached to attend-
ance at a psychiatric clinic. Yet Kessel (1963) maintains that-"many patients who are
not medically qualified are capable of recognizing that a condition is psychological-
often better than some doctors". He suggests that for this reason the number of referrals
to a psychiatrist can be expected to increase. Mowbray et al (1961) found that most
doctors did not refer patients on the basis of diagnosis but in their letters cited chiefly
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abnormalities of conduct, social problems and inappropriate response to medical
attention. One third of referrals had been instigated by the patient or his relatives.

The indicationsfor referral

There is much confusion about the correct indications for psychiatric referral. Some
psychiatrists may wish to see virtually every deviation from the normal while others may
have more limiting criteria. In discussing non-selective referral Cooper (1965) states
that "It may be doubted whether such referral in the accepted sense is likely to prove
efficacious in a high proportion of cases, and too often there is a danger that the psychia-
trist may be merely one of a string of specialists to whom the chronic case is referred by
the general practitioner in an attempt to relieve himself, if only briefly, of the burdens of
medical care". The psychiatrist cannot remedy environmental defects such as housing
and poverty, instead 'much of his effort consists in tiding a patient over a 'crisis' until
spontaneous recovery occurs. Psychiatric referral ought not to be just another means of
unburdening a problem patient, general practitioners who do this are unlikely to learn
much about mental illness. Co-operation with the local psychiatric unit can prove of
value to patients and doctors, particularly domiciliary visits by psychiatrist and practi-
tioner together. These can help the general practitioner to learn about diagnosis, man-
agement and treatment of psychiatric disorders.

10

PATIENTS RECEIVING ORAL CONTRACEPTIVE AGENTS IN ADDITION TO
PSYCHOTROPIC DRUG THERAPY

The largest single group of drugs prescribed to the survey patients already taking
TABLE XXVII

MAIN COMPLAINT OF PATIENTS TAKING ORAL
CONTRACEPTIVES AND TREATED WITH PSYCHOTROPIC

DRUGS

Main complaint No.

Anxiety (feeling anxious, tense or
irritable) .. .. .. .. 25

Depression (feeling depressed, miser-
able, sad, tearful) .. .. 21

Obesity .. .. .. .. 7
Nervousness (feeling nervous) .. 4
Dyspepsia (indigestion, nausea) .. 4
Headache .. .. .. .. 3
Backache .. .. .. .. 2
Insomnia .. .. .. .. 1
Debility (fatigue, no energy) .. 1
Palpitations . . .. .. .. 1
Anxiety/phobia .. .. .. 1
Dysmenorrhoea .. .. .. 1
Alopecia .. .. .. .. 1

TOTAL .. .. .. .. 72.

psychotropic drugs was the oral contracep-
tives. One in eight patients ofchildbearing age
had been taking an oral contraceptive agent
for a period of three months or more at the
time they were prescribed a psychotropic
drug. Using the same technique for noting the
diagnoses (chapter 8), the main presenting
symptom of those patients on combined
treatment with psychotropic drugs and an
oral contraceptive agent was recorded. In
this group of patients it was noted that 25
were treated for symptoms of anxiety, 21
for the symptom of depression, seven for
obesity and 19 for other symptoms (table
XXVII).

Five-hundred-and-seventy-three women
aged 15-45 were prescribed psychotropic
drugs during the survey period; 314 for
anxiety disorders and 64 for a depressive
disorder. The proportion of diagnosed
anxiety and depressive disorders was roughly
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equal in both groups of patients whether taking an oral contraceptive with psychotropic
drugs or not (table XXVIII).

TABLE XVIII
ANXIETY AND DEPRESSIVE DISORDERS IN PATIENTS ON ORAL

CONTRACEPTIVE AGENTS

SPD Total
Disorder and SPD on

OCA alone SPD

Depression .. .. 20 44 64
Anxiety .. .. .. 25 289 314

TOTAL.. .. .. 45 333 378

Totals on SPD therapy.. 72 501 573

Percentage with anxiety 35 58 55
Percentage with depres-

sion .. .. 28 9 11
Percentage with anxiety

or depression . . 63 67 66

SPD=Survey psychotropic drug
OCA=Oral contraceptive agent

From this it would appear
that psychiatric symptoms were
not increased in those patients on
an oral contraceptive agent but
that depression became a more
dominant symptom amongst the
cluster of symptoms of which a
patient complained. Other workers
have noted this increase in depres-
sion. Wearing (1963) reported on a
study of 62 patients taking an oral
contraceptive containing norethin-
drone 2 mg and mestranol 0 1 mg;
30 per cent complained of head-
ache, fatigue or tension, 20 per
cent of nausea and 16 per cent of
depression. Depression was the
main side effect sufficiently trouble-
some to cause patients to discon-
tinue the Dill. Kay (1963) reported

severe depression in three patients on Enovid, and Daly et al (1967) reported psychoses
in two patients (one on mestranol and one on mestranol and chlormadinone). Nilsson
et al (1967) carried out a survey of 344 patients who had been taking Anovlar, seventeen
per cent of these patients reported an increase in psychiatric symptoms, the most frequent
symptoms reported were an increase in tiredness, irritability, sensitivity and feelings of
depression. Twenty-six per cent reported a decrease oflibido which was usually associated
with an increase ofpsychiatric symptoms. The authors concluded that women with a pre-
vious history of psychiatric symptoms and women who had experienced emotional prob-
lems or severe nausea and vomiting in early pregnancy were more strongly disposed to
develop psychiatric symptoms during treatment, though nine per cent reported an improve-
ment in psychiatric symptoms connected with increased security on the sexual plane. Grant
and Mears (1967) suggested that depression and loss of libido are more common with the
strongly progestogenic compounds containing a low dose oestrogen-30 per cent on
Anovlar and 34 per cent on Volidan complained of depression and loss of libido com-
pared with six per cent on high oestrogen compounds. Moos (1968) reported that the
majority of women probably experience slight decreases in menstrual symptoms when
taking oral contraceptives. He suggested that there were two smaller contrasting groups
of women in terms of their reactions to this treatment-some ten per cent of women
experience a significant decrease and a further ten per cent experience a significant in-
crease in menstrual symptoms including tension, depression and irritability. Lewis and
Hoghughi (1969) produced a report on 50 women taking oral contraceptives; they found
a significant increase in depression in those on treatment compared with control groups.
It was suggested that this increase was associated with a high proestrogen content.

There is obviously need for further study into the extent of depression in patients
taking oral contraceptive agents.
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11

THE REPRESENTATIVENESS OF THE SURVEY GENERAL PRACTITIONERS'
PSYCHOTROPIC DRUG PRESCRIBING

1. Prescribing patterns
The mere fact that the general practitioners in the survey had volunteered to partici-

pate and had indicated that they kept records of their prescribing, immediately made them
unrepresentative of average general practitioners. It was, therefore, decided to analyse
all the prescriptions dispensed in the city during the month of February, 1968, in order to
compare the psychotropic drug prescribing of the participating and non-participating
general practitioners. The 83,585 prescription forms issued by 126 city general practi-
tioners were analysed in detail. Thirty-five of these general practitioners were partici-
pating in the survey and 91 were non-participators. Table XXIX shows the number of
forms dispensed and the number of psychotropic drug prescriptions from both groups.

TABLE XXIX
PSYCHOTROPIC DRUG PRESCRIPTION ANALYSIS, CITY GENERAL PRACTITIONERS (FEBRUARY 1968)

1. Number of participating general practitioners 35
Number of non-participating general practitioners .. 91

TOTAL .. .. .. .. .. .. .. 126

2. Number of prescription forms dispensed for the 35 participating general
practitioners .. .. .. .. .. .. 24,214

Number of prescription forms dispensed for the 91 non-participating
general practitioners .. .. .. .. .. .. 59,371

TOTAL NUMBER OF FORMS DISPENSED .. .. .. .. 83,585

3. Number of psychotropic drug prescriptions dispensed (all age groups)-
For participating general practitioners (35) .. .. 545 ) (1 in 10
For non-participating general practitioners (91) 1,175 J sample)

From the one in ten sample of prescription forms it was recorded that 545 psycho-
tropic drug prescriptions were dispensed for the participating general practitioners com-
pared with 1,175 for the 91 non-participators. Thus, the participating general practi-
tioners had significantly more psychotropic drug prescriptions dispensed for them than
did the non-participators during February, 1968 (X2=6 24; d.f.=l P<0*05). Out of
the 1,720 prescriptions dispensed for both groups of doctors 50 per cent of prescriptions
were for tranquillizer drugs, 19 per cent for barbiturate hypnotics, 11 per cent for non-
barbiturates, 11 per cent for antidepressants and nine per cent for stimulant and appetite
suppressants. The use of the various psychotropic therapeutic sub-groups was also
significantly different (X2=12 5; d.f.=5 P<0 .05) (table XXX).

TABLE XXX
THERAPEUTIC SUB-GROUP PRESCRIBING (PERCENTAGES). (PRESCRIPTION ANALYSIS, FEBRUARY 1968)
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The non-participating general practitioners prescribed three non-barbiturate
hypnotic drugs for every four barbiturate hypnotics whereas the participating general
practitioners prescribed twice as many non-barbiturate hypnotics as barbiturates. The
participating general practitioners prescribed barbiturate hypnotics as frequently as anti-
depressant drugs whereas the non-participators prescribed barbiturate hypnotics twice
as frequently as antidepressants (table XXXI). The prescribing of other drug groups was
similar.

TABLE XXXI
PRESCRIPTIONS PER DOCTOR ISSUED IN FEBRUARY 1968 (1 IN 10 SAMPLE). BARBITURATE HYPNOTICS AND

ANTIDEPRESSANTS

Barbiturate Anti-
. ~~~~~~~~~~~~hypnoticsdepressants

Participating general practitioners .. .. .. .. .. 2-46 2 23

Non-participating general practitioners .. .. .. 272 129

There was no significant difference in the prescribing of proprietary and non-
proprietary psychotropic drugs between the two groups of general practitioners (X2= 1 .6;
d.f.=l P<0 05). Of the total number of psychotropic drug prescriptions dispensed for
both groups 11.5 per cent were for non-proprietary drugs (ten per cent of the partici-
pating general practitioners' prescriptions and 12 per cent of the non-participating).
Sixty per cent of the non-proprietary prescriptions issued by both groups were for
phenobarbitone and ten per cent for amylobarbitone. The remaining 30 per cent of
non-proprietary prescriptions were made up of no less than 15 different drugs.

Comparison between the results of the survey analysis, the prescription analysis (February,
1968) and the England and Wales (1968) figures.

Table XXXII shows the psychotropic therapeutic sub-group prescribing (per-
centages) of the survey general practitioners, the city general practitioners and the 1968
England figures. The total percentages of barbiturate hypnotics and tranquillizers
prescribed by the survey general practitioners, by the city general practitioners and
nationally show close agreement (65 per cent, 69 per cent, 68 per cent) but there is a
marked difference in the prescribing percentages for each group (barbiturate hypnotics
13 per cent, 19 per cent and 33 per cent and tranquillizers 52 per cent, 50 per cent and
35 per cent).

TABLE XXXII
PSYCHOTROPIC DRUG THERAPEUTIC SUB-GROUPS PRESCRIBING (PERCENTAGES). SURVEY ANALYSIS (1967-68).

PRESCRIPTION ANALYSIS (FEBRUARY 1968) AND ENGLAND AND WALES (1968)

City general
Survey analysis practitioners (126) England

(1967-68) (February 1968) (1968)

Barbiturates .. .. .. .. 13 19 33
Non-barbiturates .. .. .. .. 11 11 13
Tranquillizers .. .. .. .. 52 50 35
Stimulants and appetite suppressants .. 6 9 8
Antidepressants .. .. .. .. 18 11 11

TOTAL .. .. .. .. .. 100 100 100
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Such differences in the prescribing percentages of barbiturates and tranquillizers
are probably due to differences in the selection of psychotropic drugs for these groups.
The present study (survey and February, 1968 prescriptions analysis) in addition to
checking the name ofthe drug issued, also noted the prescriber's instructions. This would
have a particular effect upon the percentages of drugs selected for the barbiturate hyp-
notic group and the barbiturate sedative group (which were placed in the tranquillizer
group in order to adhere to the Department of Health categorization). In addition the
February, 1968 analysis and the survey analysis did not include phenobarbitone where it
was apparent that it had been'given for the treatment of an epileptic disorder and
Stemetil (prochlorperazine); this would also produce further differences.

In their proportionate use of the various therapeutic sub-groups of psychotropic
drugs the survey general practitioners were therefore reasonably representative of other
city general practitioners and of general practitioners nationally. Further there was no
significant difference between the results of the survey analysis and the February, 1968
prescription analysis for the participating general practitioners, showing that both tech-
niques produce similar results (X2=14.6; d.f. =9 P<O.05).

Analysis of the prescribing rates of the most frequently prescribed psychotropic
drugs dispensed by the city's pharmacists in May, 1969 showed a 27 per cent increase in
the prescribing of the hypnotic drug Mandrax compared with the February, 1968 figures,
and a 12 per cent rise in the prescribing of Mogadon. No other conclusions could be
drawn from the result of this analysis because of the differences in sampling.

Choice ofpsychotropic drug
The most frequently prescribed barbiturate hypnotics by the participating and non-

participating general practitioners were Tuinal, Soneryl and Sonalgin. Mandrax was the
most frequently prescribed non-barbiturate hypnotic. Tofranil and Tryptizol were the
most popular antidepressant drugs and of the tranquillizer group, Librium, Valium and
phenobarbitone were the most frequently prescribed. Dexamphetamine sulphate was the
most popular stimulant and Tenuate, Durophet M and Durophet were the most com-
monly prescribed appetite suppressants. Table XXXIII shows how the patterns of

TABLE XXXIII
MOST FREQUENTLY PRESCRIBED SURVEY PSYCHOTROPIC DRUGS. PRESCRIPTION ANALYSIS (FEBRUARY 1968)

AND THE SURVEY ANALYSIS (1967-68)

Barbiturate hypnotic drugs
Tuinal ..... ..'I
Soneryl .. .. t order of frequency of prescribing (prescription analysis), non-survey doctors
Sonalgin.. ..
Nembutal . . J

Soneryl .. ..
Nembutal .. > order of frequency of prescribing (prescription analysis), survey doctors
Sonalgin.. ..
Tuinal .. .. J

Soneryl .. ..
Tuinal .. .. > order of frequency of prescribing (survey analysis), survey doctors
Nembutal ..
Sonalgin.. .. J

Non-barbiturate hypnotic drugs
Mandrax.. ..'

Mogadon. .. > order of frequency of prescribing (prescription analysis), non-survey doctors
Welldorm ..
Melsedin . J

(Continued on page 52)
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TABLE XXXII (continued)
Mandrax..

Melsedin ..

Welldorm ..

Magadon . J

Mandrax..

Mogadon ..

Melsedin ..

Welldorm . . J

Tranquillizer drugs
Librium .. ..'
Phenobarbitone >
Valium .. ..

Amytal .. .. J

Amytal .. ..

Valium .. ..

Librium .. ..

Phenobarbitone J

Librium .. ..

Valium .. ..

Amytal .. ..

Phenobarbitone J

Appetite suppressant dr
Tenuate . . ..'
Durophet ..

Preludin

Apisate .. .. J

Durophet ..

Tenuate .. ..

Preludin..

Ponderax .. J

Durophet
Tenuate . .

Apisate . .

Preludin . .

I I I
*.
I

I

Antidepressant drugs
Tofranil *. ..-'
Tryptizol.. ..
Concordin ..
Triptafen . . J

order of frequency of prescribing (prescription analysis), survey doctors

order of frequency of prescribing (survey analyEis), survey doctors

order of frequency of prescribing (prescription analysis), non-survey doctors

order of frequency ofprescribing (prescription analysis), survey doctors

order of frequency of prescribing (survey analysis), survey doctors

lugs

order of frequency of prescribing (prescription analysis), non-survey doctors

order of frequency of prescribing (prescription analysis), survey doctors

order of frequency of prescribing (survey analysis), survey doctors

order of frequency of prescribing (prescription analysis), non-survey doctors

order of frequency of prescribing (prescription analysis), survey doctors

order of frequency of prescribing (survey analysis), survey doctors

Tryptizol..
Tofranil .

Triptafen
Concordin

Tofranil .
Tryptizol..
Concordin
Amitriptyline . .

Triptafen

prescribing of the most popular drugs are similar for both the survey analysis (retro-
spective) and the prescription analysis. However, prescribing differences within this
apparently similar pattern were demonstrated. It may therefore be concluded that as
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far as prescribing patterns are concerned the survey general practitioners were fairly
representative of other general practitioners in the city. But, as noted when inter and
intra practice differences were examined, these overall patterns give no indication of the
variations at individual practice or practitioner level. It is at this level that future re-
search is needed if the various attitudes and influences which determine an individual's
prescribing patterns are to be studied.

2. The recording ofprescription details

An indication of the extent of non-recording of data was obtained by examining the
prescription details recorded by the survey general practitioners. Sixty-seven per cent of
prescription entries made no reference to daily dose, 43 per cent contained no entry on
the strength of the preparation prescribed and no fewer than 51 per cent of all prescription
records made no reference to the quantity of drug issued. The number of prescription
entries will undoubtedly be lower than the number of prescriptions issued but it is impos-
sible to assess non-recording because this will vary from practitioner to practitioner and
from practice to practice; further pressure of work and other factors will influence the
recording of details.

The February, 1968 prescription analysis gives some idea of the number of psycho-
tropic prescriptions issued by the 91 non-participating general practitioners and the 35
participators. The one in ten sample analysis showed that the participators issued 545
prescriptions and the non-participators issued 1,175 during February, 1968. Discounting
any seasonal variations this would give an average annual prescription rate of about
2,082 for each non-participator and 1,821 for each participating doctor. However, these
figures are only based upon prescriptions dispensed by the city pharmacists and do not
include prescriptions dispensed for the doctors outside the city. The average number of
psychotropic drugs issued in 1968 by each general practitioner in England was about
2,315 (20,000 general practitioners issued 46.3 million prescriptions). These include
prescriptions for phenobarbitone in the treatment of epilepsy and Stemetil (prochlorpera-
zine) which were not included in the present survey. Considering that 1,315,000 prescrip-
tions for phenobarbitone and 2,540,000 prescriptions for Stemetil were dispensed in
England in 1968 then the psychotropic drug prescribing rates of the participating and
non-participating general practitioners show a reasonable approximation to the average
national prescribing rate per doctor. From the survey it was shown that the 48 general
practitioners had made 4,857 prescription entries; an average 804 psychotropic drug
prescription entries per survey doctor during the year. The survey did not include
phenobarbitone when prescribed for epilepsy nor Stemetil. Further it excluded patients
under 15 years of age. If these prescription entry figures are compared with the expected
average number of prescriptions issued by the survey doctors (about 1,800) there appears a
marked discrepancy which suggests that non-recording of prescription details is fairly
prevalent even amongst doctors who had indicated that they kept careful records of their
prescribing.

These findings suggest that many practices do not keep records of prescriptions
issued and when it is considered that all psychotropic drugs must be regarded as potential
drugs of dependence it is difficult to see how general practitioners exert any sort of control
over the misuse and abuse of these drugs. By their non-recording of prescription data
and because of the ease with which general practitioners allow prescriptions to be col-
lected from their surgery are they not guilty of promiscuous prescribing and are they not
guilty of encouraging the misuse of drugs of dependence?
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