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SUMMARY. Patients may receive information
about their medicine from the prescriber, the
pharmacist and the manufacturer (in a package
insert). If it is to be used effectively, all this
information must be integrated: the different
sources should complement, and not seem to
contradict one another. Prescribers and pharma¬
cists should therefore have at hand the text of
any package inserts that patients will receive
with prescribed medicines. In addition, doctors
might be helped by an aide-memoire, reminding
them about the information which a patient
needs to have about a medicine. Methods for
improving patients' use of such information are
also summarized.

Introduction: times and types of information

T^HE patient may get information about his treatment
-*¦ from the prescriber, the nurse or receptionist, the
pharmacist and the manufacturer. How can we harmo-
nize what they may tell him?
What patients want or need to know about their

medication has been summarized by Hermann (1980)
and her colleagues (1978). The information fails into
three categories, according to the time when it is rel¬
evant. The different times and types of information are

shown in Table 1. Firstly, at the time of the consultation
with the doctor, the patient wants to know why he or

she is to take the drug and the benefits, risks and
possible inconveniences of doing so. Ideally that infor¬
mation should enable the patient to participate in the
treatment decision. Secondly, when the decision has
?Based on a communication to the 4th International Meeting of
Pharmaceutical Physicians, Paris, 30 April 1981.
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been made and the prescription written, the patient goes
to the pharmacist to get the medicine. From the time
when the patient takes charge of the medicine he or she
needs to know how to store it appropriately, and when
and how to take it. The patient must understand the
dosage regimen from the very first dose, so that it can be
fitted into a daily routine. The doctor is of course likely
to have discussed or mentioned the dosage regimen
during the consultation, but at that earlier point the
patient cannot actually use this information. Thirdly,
only after the patient has started taking the medication
will he or she actually need to know about its effects and
possible side-effects. A patient may want to know about
these during the consultation with the doctor, but will
not have to act on this information until later. For
example, if the therapeutic effect does not occur when it
should have occurred, or if something untoward hap-
pens, then the patient must decide whether to go on

taking the medication, to change the dose, to inform the
doctor (urgently or not) and so on. At this time the
doctor and the pharmacist are not at hand.the patient
is on his own. Therefore the package insert becomes of
paramount importance.
At the same time, it is clear that a patient package

insert (PPI) cannot be an effective substitute for what
the doctor tells the patient, or for what the pharmacist
says or puts on the label, if only because the patient will
either not yet have the insert or will not have had the
opportunity to read it.

Sources of information

We should also look at the information patients need in
another way, and consider from whom they can best get
each item.the doctor, the pharmacist or the manufac¬
turer. Table 2 shows the sources for the various items of
information. Many of them can be obtained from
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Table 1. When the patient needs different items of
information.

Table 3. Aide-memoire and PPI headings to help the
prescriber discuss all the important facts with the patient.

Event Information required Aide-memoire headings PPI headings*

*Source: Hermann and colleagues (1978).

Table 2. Sources for different items of information
(for each item the best source is in italics).

Information Source

Benefits ("How will this
medicine help me?").

Risks, inconvenience.
Name of medicine.
"How important is it for me

to take it?"
"What may happen if I don't

take it?"
"Can I tell if it works?"
Dosage regimen, manner of

taking.
Side-effects, interactions and
what to do about them.

How to store it.
What to do with tablets

no longer needed.

Doctor

Doctor
Doctor, pharmacist, label
Doctor

Doctor

Doctor, pharmacist
Doctor, pharmacist

Doctor, pharmacist, PPI*

Pharmacist, label, PPI*
Doctor, pharmacist, label,

PPI*
* Patient package insert.

several sources, but usually one of them is to be
preferred. Inevitably the patient will receive a patch-
work of information, and it follows that the messages
he or she gets from the doctor, the pharmacist and the
PPI should be consistent and should complement one

another. This aim will not be easy to achieve.
The package insert for the patient is a good starting

point because it must be applicable to all the patients for
whom the drug will be prescribed, and because much
work has already been done on what it should contain
(Hermann et al., 1978; US Food and Drug Adminis¬
tration, 1980). The data sheet could be used to provide
support for the doctor and pharmacist by drawing their
attention to the points on which the patient may want or

need information, and perhaps even by suggesting sim¬
ple words or phrases that can help to get the infor¬
mation across. This could be done by including a copy
of the PPI in the data sheet for a medicine, or by

accompanying it with an aide-memoire for the prescrib¬
er which draws attention to the points that may need to
be discussed with the patient. The aide-memoire and the
PPI could be printed side by side, as outlined in Table 3
and illustrated in the Figure. This would make it easy
for the prescriber to go through the important facts with
the patient, and to explain that he or she will get a copy
of the PPI to keep. Unfortunately, these suggestions
can so far be put into practice only on a very small scale,
because PPIs exist for few preparations. Until PPIs are

available for all commonly used drugs, a more explicit
check-list (Table 4) could help doctors remember what
to tell patients (Drug and Therapeutics Bulletin, 1981).
Many doctors will object that they do not have time

to do this, but we think that is a blinkered reaction
which raises some fundamental questions about pre¬
scribing. On occasions it will take the doctor less time to

explain why a prescription is not being given than it
takes to tell a patient what he needs to know about a

prescribed medicine (Thomas, 1978). Prescriptions
which are inadequately explained often do little good,
and not infrequently do harm. The number of prescrip¬
tions written will have to be brought into balance with
the time needed to explain them adequately to patients.

The recipient
But the provision of harmonious and relevant infor¬
mation for the patient from these different sources is
not enough. If we pour the information out, that does
not mean that the patient will be able to assimilate and
use it. Effective transmission of information depends as

much on the recipient as on the transmitter. The mes¬

sage can get in only if the receiver is switched on and
tuned in to the transmission. In our context *switched
on' means paying attention and 'tuned in' means under¬
standing the specific purpose of the message and the
underlying concepts. The doctor, the pharmacist and
the package insert can all make it easier for patients to
switch on and tune in. Patients will pay attention if they
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How the aide-memoire could be ihcorporated in a data sheet compendium (left), and in a loose data
sheet (right).

are convinced that the information is important to them
and if they are not swamped by its bulk and complexity.

Ley (1976; in press), who has done much work on this
subject, suggests that one can lend importance to a

statement by mentioning it as the first of a number of
statements, giving it primacy, by repeating it and by
expressing it with great specificity. Helping patients to
tune in is a different matter: they need to grasp a few
very basic general concepts relating to medicines. They
will understand the physician, the pharmacist and the
PPI much better if they understand the notion of a

benefit/risk relationship, and that this is influenced by
the nature and seriousness of an illness, that the body
gets rid of drugs, and that the speed with which this
happens affects the frequency of doses; that a drug can

have effects on the body that are not intended; and that
medicines do not keep for ever. We have to find ways of
teaching patients these and other elementary ideas, but
have hardly begun to do so. It should not be difficult to
devise posters, leaflets, tape-slide programmes and so

on for waiting rooms in surgeries, clinics and pharma¬
cies. We should also aim at school teachers and chil¬
dren. Future citizens should learn all these things as

children; they will then be able to teach their parents as

well.
Having tried our best to make the patient switch on

and tune in, we still need to find out whether our

message has been received and correctly understood.
The doctor, the pharmacist or whoever has been giving

the patient information can of course ask for it to be
repeated or explained, to check whether it has been
understood. But it is perhaps better to get patients to
ask questions. Ideally they should know what they need
to get from the message, so that they can ask the right
questions if they do not get it. Patients are often
reluctant to question professionals, partly because they
feel a bit overawed and inhibited, and partly from a fear
that their questions will seem silly. It is therefore a good
idea for doctors and other professionals to encourage
patients to ask important and sensible questions. A
simple way of doing this is to give them examples of
questions to which they may reasonably expect answers

(Herxheimer, 1976). Such questions concern the points
mentioned in the aide-memoire (Table 3). A list like the
one published by Leach (1980) could be distributed by
receptionists, pharmacists, community health councils
and others. The questions could also be included in
PPIs, as they occupy little space. However, there is one
major obstacle that must be overcome.before most
doctors and pharmacists will agree to distribute ques¬
tions, they must feel confident and comfortable about
answering the questions. At present many of them do
not (Julian and Herxheimer, 1977).
So it is clear that all those primarily concerned with

medicines.medical advisers and others in the pharma¬
ceutical industry, editors of publications on therapeu¬
tics, teachers of therapeutics and clinical pharmacology,
doctors and others working in regulatory agencies.
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Table 4. What to tell the patient about the medicine.

1. Name of medicine.t
2. Whether it is meant to treat the disease or to relieve

symptoms, and therefore how important it is to take it.
3. How to tell if it is working, and what to do if it appears

not to be working.
4. When and how to take it, before or after meals.t*
5. What to do if a dose is missed.*
6. How long to take it.
7. Side-effects that are important for the patient, and

what to do about them.
8. Possible effects on driving, work, etc., and what

precautions to take.t*
9. Interactions with alcohol and other drugs.f*
(Storage and disposal of the medicine are best mentioned
by the pharmacist.)

t = label will usually help; * = item which the pharmacist
can reinforce.
Source: Drug and Therapeutics Bulletin (1981).

must try to make it easy for practising doctors and
pharmacists to answer these questions. They can do this
by casting the information they provide in a form which
can be used to answer patients' questions.

Advertising

One more point needs to be made, and it concerns
promotion. We believe that PPIs, like data sheets for
prescribers, should contain no promotional statements
and no promotional slant. It is very difficult to ensure
that promotion is kept out of these documents if they
are produced completely by people working in the
pharmaceutical industry: the pressures inside many
companies are considerable. It would seem best for
PPIs and data sheets for prescribers to be produced in
collaboration with the industry by people independent
of it, preferably people who have experience of and are
in touch with the use of drugs in practice. This would
also be an appropriate way of providing information for
patients on generic drugs, and on drugs produced by
more than one manufacturer.
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Words our patients use
"I've got the urges", or "I've been urging a lot"-I
have been vomiting or retching (Devon).
'Leery'-weak, tired or lethargic (Devon).
"He's right fussy with himself"-said of a child who is
very well, or completely recovered (East Riding).
"We're having a tottering time"-we are having diffi-
culties (East Riding).
'Spring(e)ing"-not an ache, not a pain, but something
in between (North Staffordshire).
"Two double"-bent double, for example with pain
(North Staffordshire).
'Nesh'-low threshold for pain, anxiety or cold (North
Midlands).
"To be cottered up" by or with something-to be
muddled up (South Yorkshire).
"Shake yourself; your blood's in lumps"-pull yourself
together (South Yorkshire).
'Smit' or 'smittle'-an infection (Dundee).
'Bielin'-a boil (Scotland).
"To plot"-to poultice (Scotland).

Propranolol in schizophrenia
Fifty-three hospitalized chronic schizophrenic patients
were treated with either propranolol, chlorpromazine or
placebo in a double-blind randomized trial for up to
three months. Propranolol in a usual dose of 640
mg/day produced marked cardiovascular effects but no
improvement in schizophrenic symptomatology relative
to placebo. The effects of chlorpromazine were small
and inconsistent. A small (n = 20) double-blind con-
trolled trial failed to show that propranolol has any
beneficial effect in chronic schizophrenia.

Source: Peet, M., Bethell, M.S., Coates, A. et al. (1981) Propranolol
in schizophrenia 1. Comparison of propranolol, chlorpromazine and
placebo. British Journal of Psychiatry, 139, 105-111; Myers, D. H.,
Campbell, P. L., Cocks, N. M. et al (1981). British Journal of
Psychiatry, 139, 118-121.
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