
DISCUSSION

Dr W. S. Parker
Any examination of the prevalence and distribution of psychiatric illness in general
practice is made harder by the obvious difficulty posed by an attempt to blend the art of
medicine with the essentially scientific disciplines of epidemiology. It is made even more
difficult by the absence of any realistic baselines and the utter impossibility of interposing
any equivalent of isolation or quarantine.

Incidence in the community is not related to incidence in general practice. It can
be assumed that, with the rarest local exceptions, the general pattern of psychiatric
illness is the same in every part of our islands. Which direction should this study take
when diagnosis remains in doubt? Professor Shepherd mentions a variation of incidence
in individual practices from 65 per cent to four per cent. With this difference a direct
morbidity survey becomes impossible and other sources of information must be sought.
Who are the mentally ill: how are they defined and how are they distributed in the
community?

Until further practical experience demands a change, there could be no better basis
for study than the contents of section five of the International Classification of Diseases
as set out in Professor Shepherd's paper.

Resources
Is there any justification at the present time for embarking on realistic statistical studies
with any hope of a fruitful outcome? Ideally, any major clinical study should produce a
challenge to prevention. If our primary clinicians are not agreed about their cases, how
can preventive action be effective? At times the only administrative solution on a
short-term basis is to await demand and then to attempt to meet it.

This is the case in relation to the so-called problems of unrecognised mental illness
in the community. There is now an acute shortage of doctors, nurses, social workers,
premises and money, all of which call into question the feasibility of extending studies
of this nature. Ought the Pandora's Box to be opened and our present resources over-
whelmed by what emerges before we can jam the lid on?

In this context it will be recalled that a few years ago enthusiastic local schemes for
screening the population for diabetes had to be damped down after it was clearly
demonstrated that no adequate professional facilities existed on a national scale to cope
with the investigation of the anticipated numbers of glycosurics likely to be discovered
at screening. The same overall complications exist in the field of mental health.

In discussing the prevalence and distribution of mental illness, the threshold
should be determined by what is acceptable to the community at present in terms of
social and clinical identification of known cases. This involves not only public attitudes
to mental illness but also the public acceptance of preventive investigation in the general
community. Apathy, resistance, sensationalism from self-seekers and even often
publicised aberrant reaction from the mentally ill in the community, all contribute to
hinder the success of such ventures.

General-practitioner training
Before any such moves take place, we must improve standards of diagnosis among
family doctors, closely followed by their education in the use of both social and medical
resources. This carries with it the clear implication of further training in therapeutics.
At the present time there is available to any registered doctor a powerful armament of
drugs whose potential for good or evil is not clearly realised.

Those involved in organising courses and seminars will recognise that, only too
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often, they address the converted who are willing to learn. Unfortunately, too many
family doctors do not appear. It is more than likely that there still exists in the medical
profession the lineal descendants of Dr Blenkinsop, the anti-hero of George Bernard
Shaw's The Doctor's Dilemma, who had not opened a textbook in 30 years of practice.
The only difference is that, whereas 70 years ago Dr Blenkinsop's only therapeutic
weapon was a pound of ripe greengages, his present-day counterparts have immediately
to hand prepacked, trade-name drugs, strong enough to fell an ox, which they use under
the tutelage of their drug traveller.

Elderly patients

There is another category of mental case, namely the psychogeriatric. This includes a
number of cases of elderly people, confused, dizzy and sometimes incontinent, who 40
years ago would have produced the same symptoms after over-indulgence in alcohol.
We are getting a new group of artificial psychogeriatrics who are perfectly ordinary old
people with minor problems who are intoxicated by ill-informed overdosing of un-
necessary psychotropic drugs. Stop the drug and many recover from their induced
intoxication and resume normality for their age. With improved education and in-
service training of family doctors, it is to be hoped that this type of patient will become
a rarity.

True psychogeriatrics are fortunately more easily brought to light, largely through
local authority and family-doctor records. They are more easily identifiable as they are
a burden to families and to neighbours and a constant liability to family doctors, so
that one or the other do not unduly delay in bringing their presence to the notice of the
municipal and other services which can provide care.

Insofar as the usual psychogeriatric patient is dealt with by the social services
rather than the medical services, the epidemiology, of this degenerative, as opposed to
medically pathological, condition is better known if only because materially so much
has to be made available for their future care. In this respect, the senile are a special
group, as are the mentally subnormal.

To summarise, there is an evident need for epidemiological studies of mental-
health morbidity in general practice coupled with adequate further education of family
doctors in sound diagnostic and therapeutic practice. The medical student should be
more adequately prepared for his future task in any part of the profession so that he is
better placed to deal with a major cause of demand on medical and social services in the
community and the associated challenge of preventive action.

Dr R. Harvard Davis

I would like to raise one question that Professor Jefferys mentioned right at the beginning,
in relation to what Professor Shepherd said about motivation and consultation. Medical
certification is a very potent motive for consultation: not only does it lead a person to
consult a doctor when he would not if he could certify himself, but it also makes him
feel guilty because he is bothering the doctor. He recognises that he wants time off
work but he really feels he does not need to consult a doctor. To get over this feeling of
guilt, he exaggerates his symptoms, and there is then a danger of the doctor having to
treat these symptoms. This has an effect on the doctor's time and, possibly, drug use.

The other point was related to classification. I think one of the difficulties of the
ICD of course is that it is largely based upon a disease classification. By disease I mean,
pathological and morbid anatomical appearances. Any classification based upon these
will not recognise whole-patient problems. I think one of the difficulties is that we are
trying to separate patients into those who have social problems and those who have
pathological disease, and this we cannot do,
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The other thing I want to mention is social work. I think there is urgent need for
us to train an entirely new type of social worker to work in the community as a member
of a group-practice team. If you have had any experience of working with hospital
social workers-people who have been trained to work in hospitals-you will realise
that they have no concept of morbidity in the community. This is not unlike the hospital
psychiatrists' concept of psychiatric morbidity in general practice.

Professor J. Crooks
There is a tendency for general practitioners to follow the practice of hospital con-
sultants in drug use. This undoubtedly influences how they manage their patients.
In this connection I have been involved in some studies in Scottish health departments
concerned with the ways in which general practitioners could be involved in the hospital
services and vice versa. At Livingston New Town in Scotland, a most interesting experi-
ment seems to be paying off; one general practitioner has a part-time appointment with
the new hospital psychiatric department, and a hospital psychiatrist works from the
new health centre. The cross fertilisation of ideas taking place is of tremendous benefit.
The general practitioners have quite a different attitude to their patients' psychological
problems because also working at the health centre are psychiatric social workers,
social health visitors and good nursing assistants.

WHY DO DOCTORS PRESCRIBE PSYCHOTROPIC DRUGS?

DR W. W. FULTON

It is a common assumption, often made subconsciously, that drugs are prescribed to
conform with the needs of the patient after the diagnosis has been made. Is the use of
drugs congruous with need? In some instances, e.g. insulin, this is undoubtedly the case,
but even in a disease like diabetes, some patients may get oral hypoglycaemic agents
and the pattern varies from doctor to doctor and country to country.

Psychotropic drugs have a wide field of application and it is not surprising that
they are among the commonest drugs prescribed. It is also a field in which the placebo
effect is likely to be great. Are they all necessary? This question is often asked, usually
by people with no experience of general practice, but occasionally some of us in this
field look at the situation and when we do, we look at it froin the other side of the fence,
namely, the standpoint of the people who come to consult us. The conditions for which
psychotropic drugs are ordered are among the commonest of those which bring patients
to see their doctors and 25-30 per cent of all consultations are said to be for these
conditions.

Ideally, drugs should be ordered only where their use is indicated; they should be
prescribed in appropriate doses to provide maximal therapeutic response with minimal
side-effects and for an optimal length of time. If these strict criteria were adhered to,
the prescribing of psychotropic drugs would fall dramatically-but would the patient
benefit ?

The patient's expectation of drug treatment must influence the prescribing doctor.
Patients believe that for every disease there is a specific remedy, usually a drug, if only
doctors could find it soon enough. This traditional attitude of almost superstitious


