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SUMMARY. Several surveys have confirmed that
the majority of patients who take an overdose of
drugs have seen their general practitioner within
the preceding few weeks; as many as a third
attend within the previous week.
We studied 130 patients who had taken an
overdose and interviewed 122 of the general
praetitioners. We found that they had identified
many interpersonal problems and had usually

prescribed psychotropic drugs.
We question the wisdom of this response and
suggest other ways of handling such problems in
general practice.

taken these drugs during a one-year period and that for
aged 45 to 54 the rate was one in every four.
In this paper the overdosq problem is examined in
relation to psychotropic drug prescribing in general
practice. What are the problems brought to general
praetitioners by patients who take overdoses and to
what extent do they receive psychotropic drugs? How
should these problems be best managed and, in
particular, are there alternatives to prescribing psycho¬
tropic drugs? An attempt is made to answer these
questions since it is reasonable to suppose that the
overdose problem will be best tackled at the primary
care level. It is hoped that examination of these
questions will stimulate reappraisal of the use of
psychotropic drugs on the scale that has now developed.

women

Introduction

Method

THE

During 1972/73 a study of attempted suicide was
carried out in Oxford based largely on referrals to the
general hospital (Bancroft et al., 1975). This included
an interview study of a representative sample of 130
patients, most of whom had taken overdoses. Patients
were asked about contacts that had been made with the
general practitioner and their attitudes towards him as a
source of help. For 122 individuals it was possible to
interview the general practitioner. This interview
included questions about the nature and consequences
of consultations with him, particularly the final visit
made by the patient before the attempt. This study has
been reported in detail elsewhere (Hawton and Black-

need to look for means of reducing the
incidence of deliberate self-poisoning is all too
clear. For some years it has been a problem of epidemic
proportions (Smith, 1972) and yet is still on the
increase. In Oxford the rate increased fourfold between
1962 and 1972/73 (Bancroft et al., 1975) and there has
been a futher increase of more than 15 per cent since
1973. The majority of overdoses involve psychotropic
drugs (over 60 per cent in Oxford in 1976).
The escalation in the overdose problem has been
paralleled' by an increase in the prescribing of
psychotropic drugs so that in 1974, for example, 21 -5
million prescriptions were written for tranquillizers,
more than double the figure in 1964. In an international
study of tranquillizer use Balter and his colleagues
(1974) found that one in seven people in the UK had
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stock, 1976).
Results

Contact with the general practitioner
Several studies have shown that the majority of patients
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contacted their general praetitioners shortly beforehand. In the Oxford study 63 per cent had seen their
doctors in the month before an attempt and 36 per cent
in the preceding week. Similar findings were reported
for attempters by Davison (1975) and for completed
suicides by Barraclough and his colleages (1974). In the
Oxford study at least 45 per cent of patients had
contacted their general praetitioners six or more times in
the year before making an attempt. Proportionately
fewer of the 16 to 25-year-old patients had been in
recent contact with their general praetitioners, which
accords with the finding that at least half this group
who take overdoses use non-prescribed drugs (Morgan

etai, 1975).
General practitioner
Almost 50 per cent of patients in the Oxford study had
thought of contacting their general practitioner for help
with their problems. Of those who had not consulted
him some felt that he might have been too busy or might
have disapproved of their problems.

Problems presented by the patients

Many patients presented with minor affective disturb¬
ances such as anxiety or depression, but these were
commonly associated with psychosocial difficulties.
According to the general praetitioners, 63 per cent of
patients had presented in.the preceding year with some
form of psychiatric disturbance. However, the general
praetitioners also reported whether they felt the patients
had relationship difficulties at the time of the attempt.
Their answers are analysed in Table 1.
A disturbance in a key relationship was recognized in
60 per cent of patients and in only 17 per cent was this
ruled out. Half the patients reported significant rows

within one week of the attempt and almost three
quarters of married people were experiencing chronic
marriage difficulties. Non-relationship difficulties
identified by the general praetitioners are shown in
Table 2.
It is likely that the mood disturbances detected by the
general praetitioners are secondary to the psychosocial
problems. Of course we do not know how many people

have such difficulties and do not go to see their general
praetitioners, or how many see their general prae¬
titioners and do not take overdoses.

Use of psychotropic drugs
Sixty per cent of patients in the Oxford study were
prescribed psychotropic drugs by their general prac¬
titioner within three months of their taking an overdose
(Table 3). Eighty-seven per cent of patients who
presented with psychiatric disturbance in the year
before an attempt received psychotropic drugs in the
three months before the act. At least 80 per cent of these
patients used the same class of drug in the overdose as
had been prescribed.
It is noteworthy that of 34 patients who received
tranquillizers or sedatives at the most recent visit within
three months of the attempt, 28 (82 per cent) received
them within the week beforehand. The suggestion that
tranquillizers might release aggression (British Medical
Journal, 1975) poses the question of whether they could
lower the threshold to self-aggressive behaviour. Of
those prescribed antidepressants at their most recent
visit, half had received the prescription within the
previous week.
We question how far the use of psychotropic drugs is
justified in view of the clear evidence of interpersonal
problems. It depends on which is primary, the mood
change or the interpersonal problem, but our im¬
pression has been that usually it is the latter. This
suggests the possibility that other methods, such as

counselling, are preferable.
Discussion

Minor affective disorders in general practice are very
common. Shepherd and his colleagues (1966) found an
incidence of 14 per cent in patients consulting their
doctors. How can we deal with this vast amount of
psychiatric morbidity? At present, psychotropic drugs
are being used in most cases. Shepherd (1973)
remarked: "it is evident how much our practitioner
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be so common for psychoactive drugs by Freed (1976),
should be avoided if at all possible.
2. Prescribing of psychotropic drugs in borderline cases
should be reduced. The experience in Ipswich reported
by Wells (1973) is pertinent.a 65 per cent reduction in
the prescribing of barbiturates resulted in only a 35 per
cent increase in prescriptions for non-barbiturate

hypnotics.

Clearly reduction in prescribing is only part of the
answer.

We must look for alternative

means

of

providing help.

relied on drugs even though they were clearly aware of
the role of psychological and social factors in the
presenting conditions. While a substantial number of
patients presented somatic symptoms, for which a
somatic form of treatment might have been regarded as
understandable, this would not account for more than a
small part of the whole picture''.
We do not know to what extent the massive use of
psychotropic drugs results in alleviating symptoms, but
we should note Johnson's (1973) finding that 68 per
cent of patients taking antidepressants in general
practice stopped taking them of their own accord within
a month of their being prescribed.
Let us examine the potential effects of prescribing
these drugs to someone with psychosocial difficulties.
First, it may be seen by the individual as implying that
his problems are due to 'illness' and therefore not
surmountable by his own efforts. Secondly, it may
indicate to the patient that the doctor has prematurely
terminated his assessment of the problem, thereby
increasing his sense of helplessness and discouraging
further discussion with the doctor. Finally, it encourages the notion of taking tablets to deal with stress and
it provides a means of taking an overdose. Patients have
been known to report that the idea of taking an
overdose had not crystallized in their minds until they
received a prescription.
Although most of these suggestions are not proven, it
seems appropriate to scrutinize prescribing habits and
make efforts to change them:
1. Psychotropic drugs should be prescribed only where
there are definite indications: antidepressants in thera¬
peutic doses when there is clear evidence of underlying
depressive illness; tranquillizers for short periods to
help patients through crises where levels of anxiety are
such that their coping ability is grossly impaired; and
non-barbiturate hypnotics for short periods where
insomnia, secondary to stress, is undermining an
individual's resources, such as during a severe grief
reaction. All these are situations where psychotropic
drugs may be justified, but even then they should be
prescribed with care. Automatic represcribing, found to
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The most obvious alternative approach is for the
general practitioner to concentrate more on counselling.
Lack of time is usually given as the main reason why
this is not feasible. There may be an unwillingness to
find the time because the doctor feels inadequately
trained to carry out counselling for psychosocial
problems. This leaves little choice other than a brief
hearing followed by a prescription. Trethowan (1975),
in highlighting some of the issues in prescribing
psychotropic drugs for 'personal problems', suggests
that the boom in such use of these drugs may be partly
explained by the increasing expectation that doctors
should be skilled in areas outside their training, thus
forcing them to comply with the persuasive advertising
from drug companies.
Some general praetitioners see patients with problems
requiring counselling at designated times during the day
when they can spend a little more than the customary

five minutes with them. Assessment of the situation can
then be more thorough. Simple explanations may be
given to both the patient and key relatives as to the
origin of the patient's symptoms (Gath, 1975). Re¬
assurance should be followed by simple commonsense
suggestions as to how the patient and his relatives may
go about tackling the problems. In this way one can
reinforce the individual's sense of responsibility and,
perhaps, his confidence in his coping ability, rather than
undermining these by reaching for the prescription pad.
"Patients expect to receive tablets", we are told.
However, this expectation can have resulted only from
doctors' behaviour, so surely the responsibility for
altering this expectation must lie, in part, with the
medical profession?
Some general practices have developed close links
with social workers who deal with relationship and
similar problems. For this to be possible there needs to
be close liaison and mutual respect between general
praetitioners and social workers. The generd prac¬
titioner may have at his finger-tips a wide knowledge of
the patient's social history, and the social worker should
have particular skill in helping patients with psycho¬
social problems. Unfortunately the collaboration of
general praetitioners and social workers has so far had
only limited success and it has been emphasized that
there is a great need for doctors and social workers to
learn in a multidisciplinary way (Department of Health
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and Social Security, 1976). Cooper and his colleagues
(1975) have gone some way in demonstrating the effects
of social workers counselling chronic neurotics in
general practice.
There have been experimental attachments of psychiatric nurses to general practice (Harker et al., 1976).
The psychiatric nurse, in addition to having skills in
helping patients with relationship difficulties, should be
particularly adept at coping with patients who have
psychiatric symptomatology through understanding the
relationship of the symptoms to other problems. In
these schemes it has been possible to arrange for the
psychiatric nurse to see patients fairly rapidly, often
before a crisis has developed. Some psychologists are
working with general practices (McAllister and Phillip,
1975) and could provide alternatives to tranquillizers in
the treatment of such symptoms as anxiety, as well as
helping in the management of other psychological
problems.
Psychiatrists can help general practitioners in both
their psychotropic drug prescribing and counselling by
developing close links with group practices and paying
regular visits at which problem patients could be
discussed. Lyons (1969) has reported the success of such
a scheme.
Additional means of emergency counselling may be
needed. Walk-in clinics have not developed on the scale
found in the USA, although similar facilities are
appearing here (Agulnik et al., 1976). However, we do
have excellent voluntary crisis services, particularly the
Samaritans. If the Samaritans would extend their brief
to taking in emergency referrals from general practitioners, they could play a greater role in the prevention
of attempted suicide than they currently appear to do
(Holding, 1974).
Research needs in this field are all too apparent and
urgent. The use of psychotropic drugs, especially
tranquillizers, needs careful evaluation. Alternative
procedures, especially for patients at risk of selfpoisoning, need exploration and testing in carefully
controlled studies. Common sense suggests that the
current scale of psychotropic drug prescribing is
unnecessary; in a proportion of cases it is almost
certainly harmful.
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WAXSOL

Even the hardest ear wax breaks
down with Waxsol, making syringing
easier for the doctor and more
comfortable for the patient.
A comparative trial of five leading
cerumenolytics showed that Waxsol
was easily the most effective*
*BriMedJ (1968) 4 583.
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WAXSOL clears ears
Full prescribing information and samples are
available on request.
Norgine Limited, 59-62 High Holborn, London WC1V 6EB.
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