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INTRODUCTION
The common mental health problems of depression
and anxiety are major sources of disability in the
community, and are mainly treated in primary care in
accordance with current UK mental health policy.1 The
full range of depressive and anxiety disorders are seen
in primary care, from ‘problems of living’ to severe
depressive illnesses requiring hospitalisation.
However, recent policy for the treatment of depression
in primary care has shifted away from a concern about
lack of recognition of depressive symptoms and
consequently under-treatment,2,3 toward a concern
with over-treatment, or more specifically, over-
prescription of antidepressants and medicalisation of
patients with problems of living.4-6 The prescription of
antidepressants has risen dramatically over the last
20 years.7 In 2002–2003 over 26 million prescriptions
were issued, costing £380 million.8

There is considerable uncertainty about whether
antidepressants are beneficial to those with less
severe conditions, particularly as most clinical trials
of anxiety and depression are based in secondary
care. Not only is there uncertainty about the benefits
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Background 
To influence GPs’ prescribing policies and practices it is
necessary to have an understanding of how they make
decisions. The limited evidence available suggests that
not only do GPs find making decisions about
diagnosing and prescribing for depression problematic,
but that decisions are severely constrained by lack of
resources. As a result, it might be thought that GPs, in
line with current guidelines, will inevitably prescribe
antidepressants for patients presenting with symptoms
of anxiety and depression. This study examines the
accuracy of this view.
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GPs’ decisions about whether an antidepressant would
be an appropriate form of management are shaped by a
set of rules based on ‘clinical’ and ‘social’ criteria. The
preferred strategy is to ‘wait and see’, but
antidepressants are prescribed earlier when symptoms
are perceived to be persistent, unresolving, severe and
‘classic’. Decisions to prescribe are also shaped by
organisational constraints of time, lack of accessible
alternative management options, cost of prescribing
and perceived patient attitude.

Conclusion
The evidence from this study provides little support for
the view that GPs take the easy option of prescribing
antidepressants in the face of uncertainty. Evidence
suggests that the GPs’ prescribing was cautious, which
indicates that GPs would support the initiative of recent
draft guidelines regarding watchful waiting. This
guidance, however, needs to be clear about what
constitutes mild depression and address the question of
prescribing to patients who are experiencing social
adversity. Furthermore, alternatives to antidepressants
such as counselling would need to be readily and
equitably accessible. In addition, GPs need to be
convinced that alternatives to antidepressants are at
least as effective for patients with so-called ‘mild
depression’.
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of antidepressants, but there is also concern about
the possible serious side-effects (inducing suicidal
behaviour) of some, possibly all antidepressants, in a
sub-group of patients.9 This has led to draft
recommendations by NICE and the Drugs and
Therapeutics Bulletin that for people with mild
depression antidepressants should no longer be
used as the first-line treatment. It is suggested that
these patients often respond to interventions such as
counselling and self help.5,6 To influence GPs’
prescribing policies and practices it is necessary to
have an understanding of how they make decisions
and the factors that shape these. The limited
evidence available suggests that not only do GPs
find making decisions about diagnosing10 and
prescribing for depression problematic,11 but
decisions and treatment options are severely
constrained by lack of time and inadequate access
to specialist services.12,13 Therefore, as a result of such
resource constraints, GPs, in line with current
guidelines,2,14-15 will inevitably prescribe antidepressants

for patients presenting with symptoms of anxiety and
depression. The aim of this study was to explore
whether or not this is an accurate interpretation of how
GPs make decisions.

METHOD
Qualitative methods are particularly appropriate for
eliciting the reasoning behind decision making.
Focus groups were chosen for pragmatic reasons to
aid GP recruitment and participation and in so far as
reasoning is affected and influenced by group norms,
focus groups offer an effective method of data
collection.16 Using such groups, data were gathered
on the prescription strategies adopted by individual
GPs, their reasons for adopting those strategies and
the extent to which their peers endorsed or
contested them.

Sampling
The aim was to obtain a sample of doctors from
local general practice who varied in terms of the
type of practice that they worked in and the type of
patient they saw; hence attempts were made to
recruit GPs from practices of varying sizes in both
prosperous and deprived areas. Seventy-four
general practices within and around Bristol were
approached and asked if at least one of their
partners would be interested in taking part in a
focus group on antidepressant prescribing. Twenty-
seven GPs from 27 different practices participated
in the groups. These GPs came from practices with
an average list size of 8507, but included one
single-handed practice. The majority were in
training practices (n = 15), but only four were
trainers. They covered 21 different postcodes from
within Bristol city and the surrounding rural areas
ranging from the more prosperous to the more
deprived. Sixteen described their practices as
urban, four as rural and seven as mixed. Twelve
GPs had some experience of formal training in
psychiatry, although only one had a formal
qualification. Eighteen were members of the Royal
College of General Practitioners. The average age
of participants was 44 years. The average number
of years spent in general practice was 14 and the
majority (n = 20) were female. Five focus groups
were held with facilitators employing a similar topic
guide and with each group lasting approximately
1.5 hours. The first four groups began with a
general discussion about managing mental health
problems in general practice, with the aim of
encouraging everyone in the group to talk and to
generate the opportunity for spontaneous
discussion of salient issues around antidepressant
prescribing. Three vignettes (Box 1) were then
introduced as specific triggers for discussion of the
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A Your next patient is Mrs Hall, a 50-year-old school teacher. She is married and her
two children have recently left home. She informs you that although her home life has
become quieter, she is finding her job harder and often comes home from school
feeling tired and irritable. In the last few months she explains that she has suffered
from aches in her body and feels hot and sweaty. She has also noticed that her skin
feels much drier.

B Mr Edwards comes to see you. He is a 38-year-old factory worker married with
two children. He complains of feeling tired and irritable and lacking in energy for
about 3 months. There has been a lot of uncertainty about the future of the company
he works for. He explains that he has trouble getting to sleep and has chronic
backache, stomach pains and aching legs. This has been affecting his ability to care
for his children and enjoy their company. He says he prefers to sit around the house
watching television.

C Your next patient is Miss Jones, a 24-year-old single parent with two small
children. They live on a fairly run-down estate and rely on benefits. She complains of
feeling low in energy, she has lost weight, is not sleeping properly and feels terrible in
the mornings. She also feels that she has no self-confidence and that the future holds
nothing for her. She tells you that at times, if it were not for the children she wonders
if it would be worth going on. Her relatives visit her from time to time but they are not
prepared to contribute to child care. 

Box 1. The vignettes.

How this fits in
The GPs in this study did not take the decision to prescribe antidepressants
lightly and used decision rules for deciding whether or not to prescribe an
antidepressant based on clinical and social criteria. The prime rule tended to be
‘wait-and-see’, which was thought to discourage inevitable prescribing. GP
decision-making was shaped by: organisational constraints such as access to
psychological services; by the GPs’ professional responsibilities; their belief that
antidepressants are often an effective form of treatment even if they only act as
enablers; and patient attitudes toward depression and its management.
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diagnosis and treatment strategies for the
presentation of depressive signs and symptoms in
primary care. These vignettes were based upon
those used in previous studies.17 A fifth focus group
was carried out to examine specific questions that
emerged from the analysis of the earlier groups.
Each GP took part in only one group. All five groups
were audiotaped and transcribed verbatim. 

The transcripts were read independently and
emergent themes and key issues were discussed.
The themes analysed in depth were the decision
rules and strategies adopted by GPs concerning the
management of depressive symptoms and the
associated barriers and facilitators to treatment
options. Data were extracted from each group
transcript and rearranged according to theme. This
enabled the researchers to refine the thematic
framework through the use of constant comparison,
and to analyse relationships between sub-themes, to
produce a descriptive phenomenological set of
results.18,19

The initial analysis was based on data collected
from four focus groups, and suggested a need for a
fifth group to explore further a number of questions
to confirm or disconfirm the account emerging from
the GPs in these first four groups. These included
further investigation of the circumstances under
which GPs would not prescribe antidepressants and
whether such prescribing was inevitable. 

RESULTS
What decision rules and strategies do GPs 
use to decide whether or not to prescribe an
antidepressant?
The GPs from all five groups described their use of
what could be considered as rules in the consultation
process for deciding whether a prescription for an
antidepressant would be appropriate. These rules
were used initially to identify the underlying reason
for the consultation. The rules incorporated
predictable clinical questions, such as the need to
eliminate other possible physical conditions that
could be causing the presenting symptoms and the
identification of so called ‘classic’ symptoms of
depression, particularly physiological features such
as sleep disruption, appetite loss and social
withdrawal. Questions about duration, severity and
ascertaining the important issues for the patient were
also part of the routine questioning:

‘I look for my symptoms, you know, and I ask
very direct questions once I’ve let them talk
about all the general stuff, why they came in in
the first place and what’s been going on at home
and how are they feeling, but then I actually ask,
if they haven’t mentioned it already, about weight

loss, you know, biological symptoms and then I
talk about how long this has been going on for,
because if it is a week I’m not going to be
worried. If it’s been 3 or 4 months or a year, then
obviously I’m much more worried. Has there
been a trigger or no obvious trigger, because
that can make a difference, for instance a
bereavement, might be quite different, they may
or may not respond well [to antidepressants].’
(Dr A, Group 2.) 

Other ‘non-clinical’ indicators were also used. For
example sex was seen as a proxy indicator of
severity in that the presence of a younger male
patient at a consultation often signified a serious
problem as they were perceived to be reluctant
consulters: 

‘Thirty-eight-year-old men don’t often come to
see the GP, to start with. The fact that he has
actually come there is a big alarm bell … He is a
much more worrying person and young men kill
themselves.’ (Dr C, Group 3.)

These decision rules were also influenced by GPs’
ideas about types of depression. GPs described a
traditional, dichotomous model of depression: that
is, social (reactive) and biological (endogenous), for
distinguishing between self-limiting, understandable
social misery and an organic depressive illness.
However, this approach was seen to be problematic.
GPs recognised that making a social/biological
distinction was simplistic, as depression was centred
in the context of the patients’ life and hence social
issues usually played a part. Thus, a bio-psycho-
social approach was alluded to, although no distinct
model or interpretation of such a mind-body link was
clearly expressed. Understandably, GPs expressed
difficulty with interpreting and treating depression
perceived to be associated with social conditions or
circumstances:

‘... I think for me what is the big dilemma in
managing these sort of conditions in general
practice is how many of them are simply sad
people, with sad lives, coping with difficult life
events, which will just with the passage of time
and a bit of understanding work through. Or are
they genuine depressive illness[es] in the biological
sense that are related to chemical changes in the
brain, whatever. That is what I find very difficult …’ 
(Dr J, Group 3.)

‘What I find is that if I ask the patient, if you dig
deep enough you can often find there are
actually life events, which the patients
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immediately presents you with. And actually that
failed relationship that they are just coming out
of is probably what’s precipitated this low
mood.’ (Dr S, Group 3.)

However, in some contexts these ideas about
causation were less important, particularly as many
GPs thought that antidepressants could be
prescribed regardless of the cause of depressive
symptoms:

‘I mean when I was a student and did psychiatry
there was very much “there’s reactive and
there’s endogenous depression and that won’t
respond to antidepressants and that will” but
since then everything has shown that if
somebody’s depressed it doesn’t matter what’s
caused it, they still need antidepressants …’
(Dr J, Group 4.)

‘Wait and see’: the preferred strategy
The preferred management option was to wait and
see, but under some circumstances; antidepressants
would be prescribed at the first consultation. This
was when the reported symptoms were regarded as
severe, persistent, biological and ‘classic’ and where
delay would provide no benefit to the patient. In
these contexts, biological explanations of depression
dominated and the influence of social circumstances
was regarded as of limited importance: 

‘I think she [vignette C] would probably get a
tablet from me, I have to say that she probably
would because I think there is quite a bit of
depression there. There is quite a lot of
depressive features, the weight loss and
everything, that she needs so much help.’ 
(Dr C, Group 3.)

‘… she’s down, she’s losing weight, and she’s
not looking after herself ...’ (Dr T, Group 3.)

The preferred strategy of ‘wait and see’ was
influenced by the tendency of the GPs’ to want to
look initially for physical explanations for the
presenting symptoms. This is an easier option where
there is uncertainty. Focusing the discussion on
physical symptoms was also a strategy for
legitimising the patient’s complaint and therefore
opening up the possibility of a later discussion about
psychological issues: 

‘I mean one of the great tools that you have in a
general practice is to get people back and that is
one of the main ways of dealing with
uncertainty.’ (Dr D, Group 5.)

‘You’re going to have to do a fair amount of
questioning to get a bit more of an idea of what’s
going on and I think see them probably two or
three times before being able to say, what do
you think? … I know if I went to someone I would
be horrified if they gave me a prescription for
something after seeing me for 10 minutes.’ 
(Dr H, Group 1.)

‘Well the physical is much easier so, just explore
the physical symptoms ...’ (Dr C, Group 2.)

If physical explanations compete with
psychological, then the physical one took priority. If,
however, no physical explanation is available then
psychological ones were adopted. Thus, the ‘wait
and see strategy’ performed a number of functions.
One of these allowed the GP time to gain a greater
understanding of the condition and determine
whether it was self-limiting. Another was to allow
patients time to reflect on their situation and see if
they were willing to consider that they may have a
mental health problem and that medication may help.

The benefits of antidepressants
GPs were, on the whole, positive about the beneficial
effects of antidepressants, although the potential side
effects were noted:

‘Generally they’re worth a try. I think when they do
work they’re amazing, changes people.’
(Dr E, Group 2.)

‘... I say to them they either don’t help at all and
you get side effects you can’t tolerate or you will
feel so fantastic you will come here and say “I wish
I’d had them years ago. I have never felt so well in
my life”.’ (Dr B, Group 2.)

Even when they felt that antidepressants were more
appropriate for depression with a biological basis, GPs
considered them appropriate as tools for managing
different types of depressive problems.
Antidepressants were believed to help people tackle
their problems as it enables them to ‘stop crying all the
time’ or to sleep and therefore function better:

‘Well I quite often say to them that it won’t take
away their social situation but it will help them
sleep better so they’ll have more energy to start
dealing with the problems that they need to deal
with ...’ (Dr L, Group 4.)

‘I see antidepressants ... as an enabler which is
something very important — and enables people
to take control themselves.’ (Dr C, Group 5.)
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Some GPs said that they felt comfortable
prescribing an antidepressant even without a diagnosis
of depression as certain antidepressants were licensed
to treat a range of mental health conditions:

‘... I think the Prozacs of this world are so good
because now you’ve got the license to treat
anxiety and panic symptoms. You don’t actually
have to make a diagnosis, the antidepressants
are going to cover everything from mild
depression to severe anxiety.’ (Dr J, Group 4.)

Furthermore, diagnostic labels of depression were
sometimes written in patients’ notes to fulfil
administrative requirements, but were seldom used
in the consultation with the patient. 

Alternatives to antidepressant medication
The acknowledgement by GPs that antidepressants
were beneficial did not imply that they would always
be satisfied with prescribing antidepressants; and
hence, their preference for a ‘wait and see’ strategy
that allowed for consideration of other treatment
options. 

Individual interventions, such as counselling, and
social interventions, such as referral to a health
visitor and benefits advice, were considered as an
alternative or sometimes in combination with
antidepressants:

‘It’s not just giving an antidepressant, there are
other things that you’re doing at the same time.’
(Dr J, Group 4.)

‘Often patients who say “I don’t want
antidepressants” end up with antidepressants
and counselling.’ (Dr E, Group 5.) 

‘… there are lots of other avenues that you could
explore before you start giving antidepressants,
like the health visitors, social support, get her to
see a social worker and check that she has all
the benefits coming to her.’ (Dr C, Group 1.)

There was also evidence of social stereotyping
where perceived benefits and appropriateness of
management options, such as counselling, were
influenced by the socioeconomic status or the level
of education of the patient:

‘You laughed when we mentioned counselling?’ 
(Facilitator.)

‘Because he’s (vignette B) a 38-year-old factory
worker who isn’t going to want to sit around and
talk about himself.’ (Dr A, Group 2.) 

‘I’m not sure that people with less education or
from those sorts of backgrounds would be less
likely to benefit from counselling. I think they’re
probably more likely to benefit from counselling. I
think people in professional jobs who come from
wealthy backgrounds have more likely developed
better coping skills than others.’ (Dr D, Group 1.)

The sex of the patient also had implications for
condition management:

‘As you say quite a lot of these sort of people, like
older men, probably haven’t talked very much to
anyone else about their problems and they find
the whole experience coming along and just
talking to somebody very helpful. And they then
feel they can carry on and readjust things. And
they don’t want to carry on seeing somebody or
taking antidepressants.’ (Dr D, Group 5.)

Giving men, in particular, the opportunity to talk at
the first consultation about their problems was
often considered to be therapeutic in its own right.
However, a contrasting view was that men would
prefer medication as opposed to talking therapy:

‘… but I mean men of that age with kids feeling
irritable and tired are very unreceptive to the
idea of just having a chat about things. They
want action and the reason they’ve come today
is probably because they’ve been nagged to
come and now they’re here they want
something to go away with …’ (Dr A, Group 2.)

What factors shape GPs’ decision making?
GPs’ individualistic use of decision rules result in
different prescribing thresholds. However,
prescribing decisions were also shaped by a range
of other factors, which were perceived to be out of
their control. There was a perception of limited
resources for psychological services in primary
care and limited scope for referring to secondary
care services. Hence, the GPs felt there was often
no alternative regarding treatment but to prescribe
an antidepressant:

‘... I can’t get any other sort of support for them
and then you enter into the “this is not going to
make better but it might help you cope with it
scenario”. I think that is a big area of prescribing.
I am not particular proud that I do it. For life events
… I am wrong to treat them.’ (Dr S, Group 3.)

‘Our psychiatrists perform [and] provide a
psychosis-only service. The community psychiatry
nurses won’t take on anybody who is not
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psychotic. There is not the resource to do anything
but prescribe. If they have a depressive illness they
have to have a prescription because they are going
to wait 4 months to see the practice counsellor,
you know.’ (Dr J, Group 3.)

‘… in those cases I’m much more inclined to
give them antidepressants. Partly because other
than drugs there’s nothing else. There’s no
counselling for people who don’t speak English
as their first language.’ (Dr C, Group 1.)

Time pressures from having to restrict patients to a
10-minute appointment were thought to encourage a
prescription rather than other treatment options:

‘Well I would say that the group here seems to
be reluctant to prescribe on the first consultation
but for whatever reasons we end up doing it …
but we’re not rushing into it so I think we’re
trying to be as selective as we can but for
whatever pressures, either time pressures or
patient pressure, or a bit of both, perhaps do
end up prescribing.’ (Dr H, Group 1.)

‘I think as GPs, if somebody comes to see you,
you feel obliged to do something or seem to be
doing something. And I think with the increasingly
large numbers of patients turning up at the
surgery, you feel under an obligation to do
something and that something fairly quickly in the
turn of an appointment, and [a] very easy thing to
do is write another prescription to give them a pill
and say this is going to make you better.’ (Dr J,
Group 3.)

There was also evidence of a ‘prescribing culture’ in
general practice, and one GP expressed concern that
he could be regarded as incompetent if he did not
prescribe antidepressants for depressive symptoms:

‘I feel that by mentioning them [antidepressants]
I’ve done my bit for, you know, the prevailing
culture in the profession which means to be you
must prescribe antidepressants, but if you don’t
you’re hailed incompetent ...’ (Dr D, Group 2.)

When cost is an issue for the patient, GPs said that
they would be more willing to explore alternative
options before prescribing antidepressants.
Prescribing a full 6 months supply of antidepressants
at the initial consultation was an uncomfortable
option for GPs, although prescribing multiple, smaller
prescriptions were considered too expensive for
some patients particularly as the patient was more
likely to throw the prescription away if they could not

afford it. GPs also felt uncomfortable prescribing if
they believed the depression may be self-limiting and
could improve without medication, as this would
represent a waste of resources:

‘I don’t want to prescribe when it’s
inappropriate. It’s very worrying isn’t it? Are we
just giving out a load of antidepressants for
people whose illnesses are going to get better,
partly because we’re seeing them and partly
because depression does get better anyway and
it’s a huge waste of NHS resources that we’re
participating in?’ (Dr E, Group 1.)

Cost of prescribing was reported as important by
some GPs as it influenced the type of antidepressant
prescribed. These GPs said that they try the cheaper
tricyclic medication first before prescribing a
selective serotonin reuptake inhibitor (SSRI). Others
preferred to prescribe the SSRIs owing to their
arguably better side-effect profiles and cost did not
shape their prescribing decisions nor did the
influence of drug representatives. 

The individualisation of the management of care
was favoured, as different forms of treatment were
perceived to be more effective for different people: 

‘Some people do well with talking therapy and
some people feel better just for coming and
talking about it in the surgery and sometimes
antidepressants might be necessary.’ (Dr T,
Group 5.)

It was suggested that much depended on the
attitude of the patient towards various management
options — including their willingness to accept the
limitations of antidepressants. Antidepressants were
thought to be less likely to be effective for people
who might regard them as a ‘cure’ for their problems,
since such people were more likely to be dissatisfied
with the outcomes. Moreover, where GPs believed
life circumstances to be the origin of a psychological
problem, they were more likely to encourage patients
to explore other possible sources of help:

‘It’s the people, they don’t work too, are the
people who have that attitude “fix this, make it
better”, you know, often, because they are not
prepared to engage perhaps if there has been an
underlying problem and those are the ones that
frequently are dissatisfied, discontented and
stop doing it. And I think it becomes upon us
when we prescribe it that we should actually
emphasis[e] that this is not going to cure
everything. It is not going to cure a bad marriage
and an alcoholic situation.’ (Dr S, Group 3.)
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‘She’s (vignette C) got the most opportunities for
social intervention … You can actually make
some simple alterations with the existing, with
health visitors, social services ...’ (Dr B, Group 1.)

GPs acknowledged the possible stigma
surrounding a diagnosis of depression and treatment
with antidepressants. The negative consequences of
a prescription for antidepressants regarding
insurance applications were noted in particular:

‘For a lot of people who haven’t been on
antidepressants it does still carry quite a stigma.’ 
(Dr G, Group 1.)

‘It [antidepressants] will go on their insurance
forms and it will be a label which will be attached
to them forever more on every form they fill in
and it is a big stigma and a big problem.’ 
(Dr E, Group 2.)

DISCUSSION
Summary of main findings
Our findings lend support to evidence from
research in the UK and Europe in a number of
ways.10,12,13,20 First, it confirms previous research that
whatever treatment and management options GPs
preferred to follow they were subject to constraints,
such as the limited time available to talk with the
patient and the lack of availability of psychological
services. There was, however, little evidence that
the emotional burden of managing the problems of
depressed patients had a major influence on their
treatment practices.13 Second, the GPs in this study
value antidepressant medication and support its
use for major depression, but as other research has
shown, they also expressed discomfort with
prescribing for what could be self-limiting
conditions of emotional distress brought on by
social circumstances.10 GPs acknowledged the
difficulty in distinguishing between social misery
and despair, and depression, although a
prescription would be likely if symptoms persisted,
irrespective of the nature of the problem. However,
the evidence pointed to additional factors that
shape GPs’ prescribing behaviour, such as
perceived patient attitudes toward depression and
antidepressant medication. The decision to
prescribe was also influenced by considerations of
cost to providers and patients, the GPs’ obligation
to treat and a professional culture, which is
perceived to encourage prescribing. 

Strengths and limitations of the study
The novel feature of this study was its specific focus
on the neglected issue of the reasoning behind

decisions to prescribe antidepressants. However,
these themes raised by the GPs appear to reflect the
general prescribing principles outlined by Taylor
back in 1978,22 which question whether a given drug
is ‘necessary, effective, safe and economic’ to
warrant prescription and identified general rules,
although the GPs gave individual accounts of the
consultation process. These rules provide the basis
for GPs’ decisions to: prescribe immediately, ‘wait
and see’ if the symptoms resolve and to use other
management options apart from, or in combination
with, antidepressants. Furthermore, this study has
shown that these decision rules are based on both
clinical (for example, classic signs such as weight
loss and sleep disturbance) and social (for example,
males were generally being perceived as more
seriously depressed) criteria.

The methodology (focus groups) used to explore
the decision-making was also relatively novel but is
associated with some limitations.21 The first is
whether individual face-to-face interviews may
have enabled GPs to talk more specifically and
freely about prescribing in the context of their own
practice. We acknowledge that group norms could
strongly influence opinions expressed and inhibit
the expression of divergent opinions. However, as
all the participants were recruited from different
practices the potential for constraints created by
‘group thinking’ was limited and some variation in
individual accounts was evident. The second
possible limitation is self-selection, as it is likely
that the group participants were more motivated
and interested in mental health issues than their
colleagues who did not volunteer to take part.
Although more than half of the GPs did not have
any formal psychiatric training and only one had a
specialist qualification, the participants would all
have access to peer-reviewed journals and were
primarily women, who have more interest in mental
health issues and are more likely to use counselling
techniques than their male counterparts.23 The GPs
participating in this study were also different to the
population of GPs working in and around the
Bristol area in that they were predominantly from
training practices. Thus, the evidence presented
here may exaggerate ‘watchful waiting’ as it is
more in line with educational policy on depression
management. Self-selection does limit the
transferability of results and perhaps a more
cautious conclusion is required that there is a
group of GPs who are reluctant to prescribe
antidepressants, rather than GPs, as a group, are
reluctant to prescribe. 

Implications for clinical practice
The evidence from this study provides little support
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for the view that GPs take the easy option of
prescribing antidepressants in the face of
uncertainty. Evidence suggested that the GPs were
cautious in their prescribing behaviour. This was
reflected in the favoured strategy of ‘wait and see’
which gave both the GP and the patient time to
recognise and negotiate agreement on a possible
cause of the problem and an appropriate, acceptable
means of resolution in an environment of supportive
care from the GP. 

The apparent discrepancy between the views
expressed by the GPs and the volume of
antidepressants being prescribed could perhaps be
explained by sample biases or that GPs are
prescribing at the same rate but to a larger number
of patients now identified as having depression.
Alternatively, despite the GPs’ reluctance to readily
prescribe antidepressants, the propensity to do so
may be encouraged by: GPs’ beliefs that anti-
depressants are beneficial (a belief primarily
informed by experiential knowledge); by a lack of
time available to talk with the patient (the problems
of communication between doctor and patients
with depression have been well documented);24 and
by a lack of access to alternative treatment options
including counselling and other psychological
services such as cognitive behavioural therapy. 

The evidence suggests GPs would support the
initiative behind recent draft guidelines regarding
watchful waiting.5,6 This guidance, however, needs to
be clear about what constitutes mild depression and
address the question of prescribing to patients who
are experiencing social adversity. There is growing
concern about the appropriateness of antidepressant
prescribing in such cases. However, GPs need to be
convinced that alternatives to antidepressants are at
least as effective for patients with so called ‘mild
depression’.6 Furthermore, unless resources such as
psychological therapy are made readily accessible
and are equitably distributed there is little alternative
to antidepressant prescribing.
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