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The World Health Organization is a specialized agency of the United Nations with
primary respons:bxht) for international health maters and public health. Through
this orgam/auon, which was created in 1948, the health professions of some 165
countries exchange their knowledge and experience with the aim of mahing pussibic
the attainment by all citizens of the world by the year 2000 of a level of health that
will permit them'to lead a socially and economically producmc life.

By means of direct technical cooperation with its Member States, and by
stimulating such cooperauon among them, WHO promotes the development of
comprehensive health services, the prevention and control of diseases, the improve-
ment of environmental conditions, the developmen: of health manpower, the
coordination and development of biomedical and health services rescarch, and the
planning and implementation of health programmes.

These broad ficlds of endeavour encompass a wide variety of activities, such as
developing systems of primary health care that reach the whole population of
Member countries, promoting the health of mothers and children, combatng
malnutrition, controlling malaria and other communicable discases, including
taberculosis and Ieprosy, having achieved the eradication of smallpus, promoting
mass immunization against a number of other prcxcntablc diseases, improving
mental health, providing safe water supplies, and traimng health personnel of all
categories.

Progress wowards better heaith throughout the world also demands interna-
tional coopcration in such matters as establishing international standards for
biological substances, pesticides, and pharmaceuticals, formulating environmental
health criteria, recommending international nonproprictary names for diugs,
administering the International Health Recgulations, revising the International
Classification of Discases, Injuries, and Causes of Death, and collecting and
disseminating health statistical information.

Further i...ormation on many aspects of WHO’s work is presented in the
Organization’s publications.
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Foreword

If WHO’s declared . bal of Health for All by the Year 2000 is to be achieved,
physicians must have at their disposal a certain number of psychoactive
substances. Because the use of these substances is so widespread, steps must
be taken to ensure that they are used as rationally as possible. Some of these
psychoactive substances are under international control, and WHO’s role in
recommending that such substances should be controlled in this way
involves the development of methods of assessing both the harm done by
the use of these drugs and their therapeutic usefulness. WHO is also
responsible for collating and analysing this information so that the WHO
Expert Committee on Drug Dependence can make recommendations for
control based on the benefit-risk ratio of any given drug.

WHO has published guidelines for the control of narcotic drugs and
psychoactive substances in the context of the international treaties, these
should assist countries in undertaking their responsibilities under the
treaties.

WHO has also established new procedures for assessing psychoactive
substances involving a number of organizations that provide WHO with
data for this purpose. The pharmaceutical industry plays an important role
in the preparation of background documents for distribution to the
members of the WHO Expert Committee; it is on the basis of these
documents that decisions are made. Since the 1971 Convention came into
force in 1976, WHO has reviewed many groups of drugs, and the United
Nations Commission on Narcotic Drugs has accepted WFO’s recommend-
ations relating to benzodiazepines, opivid agonist and antagonist analgesics
and amphetamine-like drugs. A number of other groups of drugs have been
selected for review in the future,

WHO has also recognized that, in addition to assessing the benefit-risk
ratio of psychoactive substances with dependence liability, it is also
important to encourage members of the medical profession to prescribe
such drugs rationally. This involves the appropriate training of physicians
in this field, which in turn depends on cooperation between national
authorities, schools of medicine and other related institutions, professional
organizations and those involved in the manufacture and sale of these drugs.

The WHO Executive Board has considered this subject and has
requested the Organization to investigate these issues further. This publi-
cation has been developed from the discussions at a meeting convened by
WHO on the training of health care professionals in rational prescribing,
held in Moscow from 8 to 13 October 1984 with the collaboration of the
Soviet authorities. It is hoped that it will be of assistance to all those
concerned with the problem.

T. Lambo
Deputy Direcror-General, WHO
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1. Introduction

Although biological methods of trzatment for mental illnesses were avail-
able before the Second World War \malaria for gencral paralysis m 1917,
continuous narcosis for functional psychosis in 1922, insulin shock for
schizophreniain 1933 it was not until the early 1950s that effective and safe
psychoactive drugs became available, As a consequence of the introduction
of chlorpromazine and reserpine, the number of mental hospital in-patients
has fallen markedly, even though admission rates have increased. lengths of
stay have been reduced and much greater emphasis is now placed on care
within the community. The value of antidepressants in the treatment of
severe depressive illness is also well documented. The progress made
should not be perceived, however, solely in terms of the number of hospital
patients and the economic benefits of out-patient treatment. The very real
reduction in human suffering, both of patients and their familics, must
never be forgotten. Furthermore, the ability to treat psychotic (“*mad”;
patients within the community has remuoved much of the stigma of meatal
illness and reduced public fear of it.

Chlorpromazine and reserpine were, of course, just the oeginning of
the pharmacotherapy revolution in psychiatry. Since then, a whole range of
psychoactive drugs has been introduced, including, for example, the
anxiolytics {minor tranquillizers’, hypnotics and antidepressants, and 1t s
these that are at the cemre of current concern about the increasing, and
what is perceived as the excessive, use of suc, drugs.

In order to be able to discuss questions of the use, abuse and misuse of
these drugs itis essential to define the terms used. The difficulty of defining
“abuse™ and “misuse™ is discuss. 1 later {sce p. 8), as far as the substances
themselves are concerned, this problem has been considered extensively
both by WHO and by the United Natiuns Commission on Narcotic Drugs
and their definitions have been adupted here. The term “psychoactive™
embraces all those substances that affect the mind, It is commonly used
synonymously with “psychotropic’, but “psychoactive”™ embraces the
whole group of substances, while “puychetropic * covers only those that
influence mental processes and can lead to dependence and are listed n the
1971 Convention on Psy chotropic Substances. I chis publication, the term
“psychc “tive” means prescribed psychoactive substances not 1.SD,
cannabis, ctc,).

It is perhaps worth *while to try to analyse why the increasing use of
psychoactive drugs arouses so much woncern when an increased number of

O
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prescriptions for nonpsychoactive drugs rarely provokes such strong reac-
tions. This difference in response is partly because psychvactive drugs are
often used, not to achicve a cure, but to provide symptomatic relief only.
This cannot be the whole answer, "owever, because symptomatic treatment
is weij estahlished in medical practice and is not usually a cause of concern.

At the root of the problem of the use of psychoactive drugs is the fact
that the symptoms for which they are prescribed, such as insomnia,
depression, anxiety, and inability to cope, are often those of underlying
persoaal, interpersonal and social problemns rather than of recognized
medical conditions. Thus the medicai profession finds itself providing a
pharmacological response to nonmedical problems, a situation with pro-
found implications for society as a whole. It is the deep unease about this
sitt.ation, coupled with the knowledge that the drugs being prescribed in
such large quantities can be misused and give rise to dependence, that is the
cause of the concern about the large number of prescriptions for psycho-
active drugs.

I+ is difficult to estimate the extent of psychoactive drug misuse world-
wide, but some misuse has been identified in 88 countries in all regions of
the world. The massive nature of the problem was highlighted at the
Conference of Ministers of Health on Narcotic and Psychotropic Drug
Misuse held in London in March 1986.! The use and abuse of psychotropic
drugs should not, however, be seen in isolation. Hypnotics, tranquillizers,
and antidepressants are only part of the whole spectrum of psychoactive
substances, which includes not only hkeroin, cocaine, etc., but also medicinal
and recreational drugs avauable without prescription. Control of illicit
drugs is the task of the law enforcement agencies, such as the police and
customs, resnonsibility for controlling the availability of the two most
important recreational drugs, tobacco and alcohol, clearly lies with govern-
ments. In contrast, control of the availability of prescribed psychoactive
drugs is undoubte ” he responsibility of the medical profession who
prescribe them, the problems associated with their abuse can therefore be
considered as iatrogenic. Any attempts to control the availability of
psychoactive drugs and to reduce the incidence of the associated problems
must therefore be focused on the medical profession.

These problems and the concern they generate are not new. For
example, during the 1950s and 1960s, much concern was expressed about
the increasing misuse and abuse of a wide variety of psychoactive s.b-
stances. In 1956 the United Nations Commission on Narcotics Drugs drew
attention to the abuse of amphetamines and in 1965 WHO issued a warning
regarding the misuse of sedatives. A number of countries enacted legis-
lation, the effectiveness of which was hampered by the lack of international
controls, as a result, in 1971, the Convention on Psychotropic Substances
was adopted at the Vienna Conference,? at which 71 states were re-
presented.

The Convention provides for the control of 98 psychotropic sub-
stances, which are assigned to one of four Schedules. Schedule 1 drugs are

! WORLD HEALTH ORGANIZATION. Report of the Director-General un abuse of narcotie and
psychotropic substances. Unpublished document A39/10 Add, 1 (1986).

2 The Convention on Psychotropic Substances 1971, Vienna, 21 February 1971. Un-
published document E/Conlf. 58/6, New York, United Nations, (1977).
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those most strictly controlled (the use of such drugs even for laboratory
purposes requires permission from the Government concerned), and
Schedule 4 the least strictly controlled. The decision to subject a drug to
control under the 1971 Convention depends, firstly, on its liability to
produce dependence and its potential for abuse, secondly, on the social and
public health problems that may arise as a result of this abuse, and thirdly
on its therapeutic usefulness. .

It is the therapeutic usefulness of psychoactive drugs that can casily be
overlooked when concern about their excessive use arises. However, the
scientific evaluadon of a drug should not be influenced by attitudes and
value judgements, and the same stringent tests and standards should be
applied to both psychoactive and nonpsychoactive drugs. For example, the
usefulness of any drug depends on its therapeutic efficacy at optimum dose
and duration of treatment. Prescription of the optimum dosage is very
important; if many patients roceive too small or too large a dose, then a high
proportion of the drug being prescribed may be wasted, in contrast, if most
patients receive the correct dose of a drug that has been shown to be
efficacious, then the tctal amount prescribed, even if large, will be used for
the intended purpose. In this context, the development of tolerance to a
drug may mean that the prescribed dose is no longer effective and that to
continue prescribing it at that dose is of little or no use.

For psychoactive, as for nonpsychoactive drugs, therefore, the aim
should be to ensure that they are prescribed only for the condition(s) for
which they have been shown to be effective, and not for any others, and that
they are prescribed in the correct dose and for the correct period of time. To
achieve this aim, i.e., the rational prescribing of psychoactive substances,
requires a training programme primarily for physicians but also for other
health workers.

Diring recent years WHO has devoted a great deal of effort to
publicizing both the dangers associated with the use of psychotropic drugs
and the benefits that can be derived from their use. In particular, a meeting
was organized in Moscow in October 1984, in collaboration with the United
Nations Fund for Drug Abuse Control and the Soviet authorities, whose
purpose was to:

o Identify deficiencies in training programmes already in existence on the
rational use of psychoactive drugs and examine various educational
approaches that might be useful in eliminating the excessive use of these
drugs;

Investigate what other measures, apart from education, might help to
ensure the rational use of drugs;

Discuss the role w hich various medical educational institutions, medical
and other professional associations, the pharmaceutical industry,
government agencies, nongovernmental organizations and international
organizations could play in these educational programmes, and the way
in which they might be persuaded to cooperate in this task;

Seek and encourage collaboration in this field between various interested
parties and, in particular, the nongovernmental crganizations.
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From the start, the mecting understood the term “training” in the
broadest possible sense, improving the preseribing of psy. hoactive drugs
will not be achieved merely by including a few lectures on the subject in
undergraduate medical training and providing refresher courses for post-
graduates. It was recognized that many factors influence prescribing and
that many training approaches are possible.

The first section of this publication deals with the background to the
problems associated with psy choactive drug use. The whole area of such use
is reviewed and different approaches to assessing the level of use are
presented, patterns of inappropriate use are described and the particular
problems of develeping countrics identified. The effectiveness and the
therapeutic usefulness of these drugs are alsv emphasized. This helps to
make the point that the aim of this book is not simply to emphasize the
dangers of psychoactiv e drug use and to campaign blindly for a reduction in
such use, but rather to improve the way in which they are prescribed. Theit
beneficial effects can then be made available to all who need them without at
the same time increasing the numbers of pevple dependent on them or
consu.Mng excessive amounts.

The economic background to he prescribing of psychoactive drugs is
alsv important. The multinational pharmaceutical companices are both large
and highly profitable, and make » substantial contribution to the economy
of the (mainly rich;, countries i1: which they are based. In these countries,
their influence on drug policy is also likely to be considerable. The
developing countries, however, do not reap the financial benefits of drug
manufacture as they import most of their drugs. Operating as they do on
limited budgets, the availability of relatively cheap, cost-effective psychoac-
tive drugs is welcome. If, however, the comparative cheapness of these
drugs serves as an inducement to prescribe them inappropriately, not only
is the morbidity associated with their use increased unnecessarily, but funds
are diverted from more urgent health priorities.

Because these drugs are \or should bej available only on prescription
from a physician, the act of prescribing them iy itself of great significance in
achieving improvements in the way in which they are used. Prescribing is
therefore the topic of the second section of this book, in which the man,
factors influencing it are explored. These include the individual doctor's
own educational experiences, both undergraduate and postgraduate, the
varied activities of the pharmaceutical companies, and the doctor's own
personal characteriaics, the patient himself may affect the doctor’s decis-
ion, as may the other health professionals involved, and so on. All of these
ill-defined and often interrelated factors may affect the very important
decisions that the doctor has to make. to whom to prescribe, what to
prescribe, how much and for how long.

In the light of the information on the varicety of influences acting on
doctors, often (perhaps usually; without their being aware of them the
<hapter on the principles of rational prescribing shows the way forward. It
provides clear guidelines on a scientific approach to prescribing psychoac-
tive drugs, reminding the doctor that the same criteria apply to prescribing
these drugs as to any other. For example, the condition or symptom to be
treated must be identified, a decision m.ast be taken as to the appropriate
duration of treatment, patients at risk from side-effects must be identified,
side-effects must be monitored, and so on. All of these decisions and

4
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Introduction

observations are usually made automaticdlly for nonpsychoactive drug
prescriptions, when psychoactive drugs are involved, however, the usual
clinical approach may not be followed, perhaps because it seems less
appropriate when dealing with the personal, interpersonal and sodial
problems underlying the patient’s sy mptoms. This chapter thus provides a
timely reminder of good clinical practice.

Still on a practical note, the chapter on alternatives to the prescribing of
psychoactive drugs emphasizes that, if inappropriate use of such drugs is to
be reduced, the doctor must have alternatives to offer the patient. The life
stresses producing the patient’s sy mptoms are often unlikely to go away and
the doctor is rarely in a pusition to deal with them. Even if a pharmaco-
logical soiuation is seen to be inappropriate, it is difficult for a doctor to
withhold symptomatic relief and to offer nothing else when faced by a
patient suffering, for example, from insomnia, anxiety or depression.
However, a variety of other approaches are available, including behaviour
therapsy, psychotherapy, counselling, etc. Some of these approaches sound
technical and difficult, but are often, in fact, part of the total therapeutic
relationship beiween doctor and patient. A great advantage of their usce 15
that profe.sionals other than physicians can be trained to carry them out.
More important, however, is that the patient retains responsibility for his
own Bf_ and avoids being labelled as “‘sick™ or as a patient, this in itself may
be of value in preventing the future abuse of drugs.

In the light of the greater understanding thus achieved about prescrib-
ing psychoactive drugs, and of how it should be done, the third section of
the book addresses the problem of how to train health care professionals
and, in particular, physicians to improve their prescribing practices.

This must begin in formal undergraduate education, and the short-
comings of the present system are explored and identified, since it is these
that eventually lead to the inappropriate presceribing of psychoactive drugs.
Psychoactive drug use and the consequences of abuse must be formally
taught in medical schovols and receive the attention merited by a condition
that can cause widespread public health and social problems. However, as
already pointed vut, undergraduate training is only the starting point. The
practising doctur not vnly has to keep abreast of new drugs and treatment,
but is alsv exposed to a variety of influences. Continuing education is
obvivusly essential and it is important that all the institutions and organiz-
ations that are in a position to train and influence the doctor are involved so
that this influence is exerted in the direction of the rational use of psycho-
active drugs.

A variety of professivnal organizations are involved in continued
medical training, particularly of the primary care physician, their involve-
ment taking such forms as seminars, conferences, articles in journals, ctce.,
more important, perhaps, is their central role in liaising with other bodies,
such as the pharmaceutical industry and the government. Professional
organizations are usually highly respected and their influence on doctors,
the public and other institutions is considerable. Large-scale efforts to-
wards improving rational presceribing must therefore involve these organiz-
ations, notonly because they are in a position to ““deliver™ such training but
also because, without their influcnce, any such efforts lack credibility.

‘The role of the pharmaceutical companies in training is often ignored
in the belief that cverything that they do, incduding financing formal

5
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meetings, is aimed at increasing the sale of their products. Their influence
may thus be perceived as running counter to the aim of rational prescrib-
ing, but their role in research and in disseminating information cannot be
ignored and, in the long run, the optimal prescribing of psychoactive drugs
will also be in tneir best interests. Undoubtedly, the best way to take
advantage of their skills and resources is by inviting them to participate in
programmes at all levels. Collaboration between the pharmaceutical in-
dustry and other interested bodies is more likely to be fruitful in achieving
rational prescribing than suspicion and confrontation.

Fir ally, of course, it is the public who, as patients, consume psychoac-
tive drugs, and their expectations and pressures may influence the doctor’s
decision whether or not to prescribe them. Their interests are represented
by consumers’ organizations which, while they have no direct responsibility
for the training of health professionals, have seen fit to contribute to it by
the provision of specific information about all classes of drugs, including
psychoactive ones.

Other nongovernmental organizations, often representing specific in-
terests, may also have considerable influence, some are primarily self-help
groups, which may play a significant role in policy planning and in
disseminating information to professionals. Governments also play an
important part, by virtue of the fact that they control the availability of
drugs; there are inany opportunities for increasing knowledge about
psychoactive drugs at every stage of this control process. Because psychoac-
tive drugs are used in all parts of the world and are controlled under
international conventions, international organizations and, in particular,
WHO, can also make an important contribution.

Clearly, the essential component of the training process is information.
This can be gathered from a variety of sources and imparted in a variety of
ways. It is important to ensure that the content and the method used to
disseminate information are appropriate to the target audience. It is for this
reason that the evaluation of training is essential so that a sound basis can be
developed for future efforts. For example, it is necessary to determine
which items of information and which methuds of imparting them are
effective in bringing about the rational prescribing of psychotropic drugs.

By now it will be appreciated that the Moscow meeting was wide-
ranging in its discussions and that every possible approach to education was
explored. The participants came from a wid: variety of professional
disciplines and from all parts of the world. This diversity of background
and experience enriched the discussion at the meeting and has made an
invaluable contribution to the quality and usefulness of this publication.
Although different chapters were the responsibility of particular authors,
they made use of the comments, suggestions and opinions of the whole
group. This publication can only be a summary of the discussions and of the
conclusions reached.

While the ultimate aim of this publication is to communicate some of
the ideas considered above to health professionals of all kinds, it 1s intended
primarily for physicians, although it is realised that respunsibility for
community health carc has differeat structures in different countries. It 1s
not, however, just a collection of ideas, the meeting produced firm rec-
ommendations which should serve as guidelines for policy makers. It
should be emphasized that the term “pulicy makers', as used here, includes
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Introduction

not only government health authoritics, but universities, post-graduate
colleges and other groups, such as industry, all of which have an important
influence. The recommendations of the Moscow meeting have been repro-
duced in Chapter 11 and the participants are listed in Annex 1.
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2. Psychoactive drugs:
the present situation

For many years the view has been held among both the medical and lay
communities that there is a great deal of inappropriate medical use of
psychoactive drugs. Since this publication is concerned with the role of
training in the avoidance of such use, it is important first to determine the
form which it takes and its extent.

Medically inappropriate use of psychoactive drugs can involve both
doctors and patients. Doctors may prescribe such drugs for inappropriate
conditions, either because diagnosis is difficult or because their training is
inadequate, or may prescribe them for inapptopriate periods of time. In
industrially developed countrics there is a tendency for many therapeutic
agents to be used for longer than is necessary for the continued relief of the
disorder concerned. Paticnts may also use a drug inappropriately, either
deliberately or unwittingly, whether it was prescribed for them or for some
other person. Such inappropriate use of drugs is widespread in both
industrially developed and developing countries. Hence inappropriate use
may take the form of both overuse and uuderuse, depending on the
circumstances and the country. Evidence, largely anecdotal, suggests that
the unregulated sale and inappropriate usc of drugs is especially widespread
in those countries where medical attention is least available. It has been
suggested (Marks, 1978) that this type of inappropriate use should be
designated “misuse™ and that ““abuse™ should be applied to drug use which
is unrelated to and inconsistent with accepted medical practice (essentially
the taking of drugs for sociorecreational purposes).

Classification

The categories of psychoactive drugs that are, or have been used in
medicine are discussed below (see also Table 1).

Neuroleptic drugs

These are used mainly for the relief of psychoses, the “open door™ policy
currently adopted by many mental hospitals around the world would not be
possible without them. They include a wide variety of substances, differing
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The present situation

Table 1 Categories, chemical groups and representative examples of
psychoactive drugs used in therapy

Category Groups Representative examples
Neuroleptics Phenothiazines Chlorpromazine, thisridazine
Thioxanthenes Chlorprothixine
Butyrophenones Haloperidol
Rauwolfia alkaloids Reserpine
Antidepressants  Tricyclics, tetracy dics Imipramine, amitriptyline
Monoamine oxidase inhibitors  Iproniazid
Euphoriants Amphetamine
Lithium salts Lithium carbonate
Hypnotic Miscellaneous early hypnotics  Bromides, chloral hydrate
sedatives Barbiturates Phenobarbital
Nonbarbiturate hypnotics Glutethimide, methaqualone
Benzodiazepines Nitrazepam
Anxiolytics- Phenothiazines Trifluoperazine
Propanediols, etc. Meprobamate
Benzodiazepines Diazepam
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in their relative sedative and stimulating effects, in their level of organ
toxicity and particularly n the intensity of extrapyramidal dysfunction
associated with their administration at therapeutic dosage. Although side-
effects may be a problem with the use of neuroleptics, particularly with
prolonged chronic use, members of this therapeutic class are almost totally
devoid of risk of dependence and are probably rarely used inappropriately
or abused by patients. Several compounds are now available having fewer
and/or milder side-effects than some of the carlier ones, the latter (e g.,
rauwolfia alkaloids; are best avoided, even if they are therapeutically
effective and inexpensive. This may cause difficulties for some of the
developing countries, where the limit :d resources available for health care
make cost an important factor in drug selection.

However, there are two well known forms of inappropriate use, of
which the first is their administration to political prisoners who have been
“diagnosed™ as psychotic. The extent of such use is far from clear but it
appears to be widespread. The second is the excessive use of neuroleptics,
particularly in terms of dosage, as a means of restraining troublesome
patients in mental hospitals in developing countries affected by problems of
staff shortages. This is not to suggest that physical restraint is any more
appropriate, and no better alternative may be possible if staff shortages are
unavoidable.

In some countries, small duses of those neuroleptics having the fewest
side-effects have been used extensively for the relief of anxiety. The fact
that they are virtually frec from any risk of dependence favours their use,
but the majority of studies hav e indicated that these substances are not so
effective in the relief of anxiety as the classical anxiolytics (Greenblatt &
Shader, 1974).
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The antidepressants

These include several different groups of chemicals, \see Table 1). Depress-
ive illness is a serious condition that consumes vast medical resources,
disrupts the sufferer’s personal and working life, and may have a fatal
outcome; it is estimated that at least 50°,, of all suicides are suffering from
depressive illness (Leigh et al., 1976). However, the risk is much greater in
severe depression and at least 15, of those suffering from manic depressive
psychosis eventually die by their own hand. Thus, while minor degrees of
depression often respond tu understanding, kindness and practical help in
dealing with the precipitating factors, this is not true of severe depressive
illness, which requires medical intervention. Antidepressant chemotherapy
i3 then the first choice.

There are four main classes of antidepressants, the first comprising the
tricyclics, tetracyclics and related substances. Some act as sedatives in
addition to their antidepressant effect, some appear to be neutral in relation
to drive, while others show definite enhancement of drive and energy in
depressed people. Each group has a place in the therapy of depression,
depending on the symptomatology. Side-effects are often troublesome with
the tricyclics, involving the autonomic nervous system in particular. Toxic
reactions leading to death can also occur. The second group comprises the
monoamine oxidase inhibitors, which are not just alternatives to the
tricyclics, for studies indicate that they are valuable in the treatment of a
different category of depressive patients. The liver toxicity and hyperten-
sive food interactions of some of the carlier members of this group have
caused them to be less widely used than would be justified by their
therapeutic effects. The third group of antidepressants are the amphetam-
ines and related substances. This group of substances is initially very
effective in the relief of some types of depression but the majority of the
compounds causc rapic tolerance, toxicity and severe dependence. Most of
them are therefore no longer used for the treatment of depression, though
they still have a place in the therapy of narcolepsy and infant hyperkinetic
disorders, in which dependence does not seem to be a problem. Un-
fortunately, these stimulants are still used for the relief of depression by
some doctors in both industrially developed and developing countries, and
this use must now be regarded as inappropriate.

I ithium salts constitute the fourth group of antidepressants currently
employed They are mainly used in the prophylaxis of manic depressive
discase (bipolar affective illnesses), and are often therapeutically effective.
However, the narrow therapeutic ratio and the severity of the adverse
reactions at high blood levels preclude their use when adequate facilities are
not available for the routine estimation of lithium blood levels.

Concern about the problems associated with the use of the traditional
hypnotic sedatives has led in recent years to an overuse of sedative
antidepressants for the relicf of insomnia. While, as will be explained
shortly, they have a valid role in the relief of insomnia which is the direct
result of depression, their use as general-purpose hypnotics must be
regarded as inappropriate.
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Hypnotic sedatives

“r’hese are one of the two types of bsychoactive drugs, the wse of which has
been particularly controversial. They are divided into four main classcs, the
first being the carly hypnotics, such as the bromides, chloral nydrate and i
paraldehyde, the problems associated with cach of them led to a decline in

their use. The second comprises the tarbiturates which, despite their

toxicity and dependence-producing propertics, are still widely pres ribed

as hypuotics, particularly in those countries where cost is an important

factor. They differ widely in their duration of action and safety, though few

have a satisfactory therapeutic ratio. During the 1950s, because of t'ie

known toxicity of the barbiturates, the third group, the nonbarbiturate

hypnotics were developed. They were safer than the barbiturates but sti!l

showed a substantial disposition to misuse and dependence. These, in turn,

were followed by the benzodiazepines, which make up the fourth group. In

overdosage, these are considerably safer than barbiturates and, even now,

hardly any patients have died from an overdose of 2 venzodiazepine alone.

However, the carly belief that they were completely safe has not been borne

out in prac:ice, for although the risk of dependence is small compared with

that of many other psychoactive drugs, it nevertheless exists, particularly

with long-term use, cven at accepted therapeutic dose ievels. However, the

benzodiazepines are still recognized as the drugs of choice for use as

hypnotics (National Institute of Health, 1983) and, probably because of

their comparative safety, have been used very extensively. While they have

a definitc and valuable role in the management of insomnia (National

Institute of Health, 1983), inappropriate usc is also seen, in terms of both

the extent and particularly the duration of use, for, as already mentioned,

tolerance and dependence do occur with prolonged continuous use. Seda-

tive tricyclic antidepressants are now also used as hypnotics, and have a

valuable and specific role when the insomnia (particularly early morning

awakening) is asymptom of depressive illness, however, as explained above,

their use as general-purpose hypnotics is inappropriate.

Anxiolytics (tranquillizers)

These are the other psychoactive drugs that have caused much medical and
lay concern in recent years. Although small doses of phenothiazines have
been used, it is now recognized that the benzodiazepines are also the drugs
of choice for the relief of anxicty. They are rapidly effective and, as already
pointed out, remarkably safe in overdosage, but suffer from a significant
dependence risk with chronic use, even at normal therapeutic doses. Used
appropriately, they are both effective and free from major problems.
Currently, inappropriatc use relates particularly to the duratioa and
manner of their use.

Dependence liability

An overall assessment of the risk of the psychological and physical
dependence and abuse liability of psychoactive drugs has been made by
Isbell & Chrusciel (1970). Table 2 gives an updated version of this
assessment, covering the classes of psychuactive drugs now used in therapy,
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and also assesses the level of use, and the extent of the medical and social
problems involved. For comparison, the risks of the “social psychotropics™
(Office of Health Economics, 1975; Marks, 1978) arc also shown.

Use in industrially developed countries

There are four main methods whereby the level of use of a therapeutic class
or substanee can be estimated, the first being to determine the value 1n
monctary terms of the total amount sold. This is inaccurate since it takes no
account of price diffcrences, both within a given country and from one
country to another.

The second method, which has been used extensively, is based on
prescription audits (Bocthius & Westerholm, 1976, Rickels, 1983). Since a
prescription can be for a short or long period, the findings must be
interpreted with caution. Fig. 1 shows the numbers of prescriptions for the
various classes of psychoactive drugs used in therapy in the United
Kingdom from 1960 to 1980. The classification of some drugs has bcen
changed during this period, but the trends show n are nevertheless real. The
most obvious change is a risc in the sedative,tranquillizer group 1o a
maximum in about 1975 and a steady fall since that time. Anudepressants
showed a similar risc but have remained reasonably stable in the past few
years, as have hypnotics. As might be anticipated, the use of central nervous
system ‘CNS) stimulants has fallen dramatically, though part of this fall is
duc to the fact that most have been reclassified as appetite suppressants.

Table 2. Dependence, abuse liability, medical and social problems, and
extent of usc of psychoactive drugs and social psychotropies®

Class and Abuse Medical ar d Current
representatives liability  social problems world use

Gentral nervous system depressents:

barbiturates + 4+ + + 4 + 4
bromides + + +
chloral hydrate o+ + +
meprobamate o+ o+ 4 +
methaqualone + + 4 + +
phenothiazines o[?] + + +
benzodiazepines + + + + o+ +
Central nervous system stimdants:
amphetamines ++ + + o +
ephedrine of?) of?] +
ntidepressanis:
monoamine oxidase inhubitors o) + + *
tricyclics o[?] + o+
Sorial psychotrapics:
alcohol ++ + + o+ + + o+
tobacco + 4+ + 4 + + 4+

* Based in part on. and expanded from, Isbell & Chrusuel, 1970, see Marks, 1982,
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Fig. 1. Prescriptions for psychoactive drugs (in millions) in the United
Kingdom from 1960 to 1982. Based on Dcpartment of Health figures
derived mainly from the Office of Health Economics, London.

The third method of estimating the level of usce is by determining the
proportion of the population that is receiving the drug. This can be cither
the proportion that have used the drug at all over a defined period {often
during the past year; or the point prevalence of use (namely, the number
using it at the time of the study ;. The first method of determining the level
of use gives a higher figure than the second, depending on the period over
which the incidence is determined. This method has been used extensively
in determining the eatent of usc of tranquillizers and sedatis es, but less so
for the other classes of psychoactive drugs. Thus studies reported in the
carly 1970s (Parry et al., 1973, Balter ct al., 1974) found a level of new use of
tranquillosedatives of approaimately 15, in any year, of which benzodiaz-
epines accounted for about 60",. Between 10", and 177, of the population
in several countries in Europe had used tranquillizers and sedatises during
the previous y ~r and between 3¢, and 8¢, had done so regularly.

More recent hgures (1979, have now been produced for the United
States and show that the propurtion of the population using tranquillizers
and sedatives has fallen. It now also appears that rather less than one in ten
of the population of many countries receives a prescription for a tranquil-
lizer during the course of any one year and that about 50", of these will be
recenning a benzodiazepine, giving wn annual level of use for benzodiaze-
pines of 5-6", and a point prevalence of about 2°%,. It is also known that
women are prescribed tranquillizers about twice as frequently as men and
that the elderly are more frequent users than the young (Mellinger & Balter,
+981; Mellinger ct al., 1984; Balter et al., 1984; Marks, 1985).

However, raw data on prescriptions or the proportion of the population
that are users take no account of the different drugs used in each country or
the pattern of their use. For this reason, the method now adopted by WHO
has much 0 commend it. This expresses the level of use in terms of
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“defined daily doses”™ (DD D) per year per 1000 population (Lunde, 1977),
which is particularly valuable when comparisons are 10 be made between
onc country and another and between one year and another with different
prescribing patterns. However, even intel national comparisons based on
the DDD may not be reliable, Patient audits show that the average dose
used in different countries may differ markedly from the DDD.

The figures for the consumption of psychoactive drugs for several
western European countrics in 1980, expressed in terms of the DDD, are
shown in Table 5. Consumption has changed in many European countries
in a manner very similar tu that scen in the United Kingdom and shown in
Fig 1 Such differences as do existare largely explicable on the basis of local
regulations.

However, even with the use of the DDD, errors may arise, for the
proportion of neuroleptic drugs used as anxiolytics and sedatives differs
even between countries that are close neighbours (Marks, 1983b). Thus any
information on use must be treated with caution until all the factors
involved. have been studied.

It must also be appreciated that data on sales volume or from
prescription audits do not reliably represent use. There is now considerable
evidence from both the USA and the United Kingdom that paticats
actually consume far smaller quantities of psychoactive drugs than arc
prescribed (Marks, 1985). The situation in other countrics is not clear, The
other factor on which no information is provided cither by sales data
(however presented) or prescription audits, is unauthorized use. Even ify In
the present context, illicit, *“‘street scene”, sales of psychotropics, are
excluded, it is well known that psychotropics are used by people other than
those for whom they were prescribed. Relatives and friends “borrow"
hypnotics and tranquillizers, sometimes mercly to cover periods when their
own supplics are depleted, but sometimes to see if they are effective, By any
definition, such us¢ must be regarded as inappropriate, however well
intentioned it may be. “Fhe extent of this inappropriate use is unknown.

Use in developing countries

Comments made at international conferences suggest that there is a
substantial measure of inappropriate use and particularly overuse in
developing countries. However, most of the information is anccdotal and
there are very few published studies, These that do exist, which are in any

Table 3 Therapeutic use of psychoactive substances in various Europecan
countrices in 1980, expressed as defined daily doses (DDD) per 1000 adults®

Category Denmark  Finland Iceland  Norway  Sweden
Neuroleptics 9.63 9.68 5.91 8.42 10.26
Tranquillizers 40.78 19.63 24.23 22.64 21.86
Hypnotics 75.81 17.1§ 30.1§ 41.89 41.36
Antidepressants 10.18 4.0§ 11.2§ 8.53 7.78
Stimulants 1.01 0.89 0.67 0.18 0.69

“ Based on Nordic Council on Medicines. 1981
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case usually isolated and incomplete, tend not to support the view that
substantial general overuse exists in any particular country (Table 4).
How ever, such global figures conceal substantial inappropriate use, inclu-
ding:

W2, Overuse of psychoactive drugs to contral troublisome patients when
staffing levels are inadequate.

b, Uscof inapprop.iate psy choactive drugs due to difficulties in diagnosis
with the limited facilities available.

«¢; Sales in the market place of therapeutic substances that are derived
cither from illicit sources or licit preseriptions for patients.

«f ; Inappropr.ately low dosage or short durastion of administration duc to
financia} constraints.

&, Usceof less suitable psychoactiv ¢ drugs because appropriate drugs have
not been licensed locally,

Unfortunately there is no reliable ainformation as 1o the extent of any of
these 13 pes of inappropriate use, and it therefore remains conjectural.

Medical benefits

Neuroleptics

Since aormal doses of neuroleptics (as opposed te the low doses used as
anxiolytics, are used for the treatment of specific and defined psy choscs, the
use of such drugs is usually justified in industrially de’ cloped countries
Jdnapp:apriate use in prisons and hospitals has already been mentioned..
Diagnostic criteria for the use of neuroleptics are clear and the need .
long-term therapy establishea. The main concern is with extrapy ramidal
ssmptoms on long-term use and there is a need for improved medical
training on the management of these symptoms. On the other hand, the
alternatives (e.g.. strait jackets, etc.) are arguably less appropriate.

Onc possibly inappropriate t»pe of neuroleptic use has emerged
recently and is evidence of the fact that what is considered to be appropriate
may change as sodiety changes. The use of neuroleptics in the period

Table 4. Therapeutic use of psychuactive substances, expressed as defined
daily doses (DDD) per 1000 adults in certain countries’

Country Year Substance DDD per 1000 adults
Argentina 1983 Benzodiazepines 14.5
Brazil 1984 Benzodiazepines 4.5
Greecee 1979 Benzodiazepines 6.7
Mexico 1983 Benzodiazepines 1.9
Thailand 1981 Diazepam 3.8
United Kingdom 1979 Benzodiazepines 18.7
USA 1982 Benzodiazepines 21.8

* Based on Khan et zi. 1981, Edmondson et al.. 1982, and Sinika et al., 1981,
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1954-1970 allowed a substantial proportic: of schizophrenics to live
eflectively and independently in the community. However, the cu.rent
world recession and the resulting shortage of resources for community care
has meant that this group :.ow suffers badly when discharged into the
community and is condemned to life in a ghetto or in prison. Under these
circumstances, prescription of neuroleptics, resulting in discharge from
hospital in preference to a comfortabie life in a caring institution, may
represent inappropriate use from the social point of vi. w.

In the developing countries there is clear evidence of buth underuse
and ‘nappropriate use of neuroleptics. Underuse stems from difficulties
experienced with side-effects when adequate follow-up is difficult, from
problems of diagnosis, and also from economic difficulties. Inappropriate
use stems from diagnostic difficulties, a clear diagnosis is not made but a
“cocktail” of scveral psychoactive drugs is administered, representing both
a waste of resources and an increased risk of drug interactions.

Antidepressants

There can be few who do not accept the medical value of the use of
antidepressant drugs. Most estimates suggest an incidence of depressive
illness in the general population of between 2 and 5", about 0.5", of the
population developing morbid depression each year (Leigh et al., 1976,.
Though these figures are derived mainly from studies in industrially
developed countries, there is no reason to believe that incidence in
developing countries is significantly different. The level of use correlates
quite well with the incidence.

Although medically inappropriate use does occur as a result of mis-
diagnosis, the pattern iz developed countries is usually one of under-
diagnosis. Misdiagnosis of anxiety in a patient with depression is rather
common. As a consequenceg, it is clear that there is much more likely to be
underuse of antidepressants rather than overuse. Misuse of, and depen-
dence on antidepressants are virtually unknown, though withdrawal reac-
tions can occur on abrupt ces .ation of use. There is limited overuse of
antidepressants as genecral-purpose hypnotics and 1 multiple drug use
when diagnosis is inadequate.

There is much more concern about the underuse of antidepressants in
developing countries, although inappropriate overuse can also occur. As
with the neuroleptics, there is a tendency to substitute multiple diug
administration for adequate diagnosis and specific therapy. This arises in
part from diagnustic mistakes, but far more from lack of adequate funding
for maintenance usc of antidepressants. The common pattern of therapy in
these countries is of about one week’s drug treatment, in the expectation
that an improvement will t . scen during this time. With antidepressants,
however, improvement is rare under at least 10 days and this aggravates the
problem of inappropriate use, leading to a too early abandonment of
therapy in some patients and prolonged ineffectual use in others.

Hypnotics

The rationale for the use of hy pnotics was discussed late in 1983, when the
National Institute of Health, Bethesda, MDD, USA, held a consensus
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development conference on “‘Drugs and insomnia. the use of medications to
promote sleep” (National Institute of Health, 1983). Some 30°, of the
population complain of sleeping difficulties, of whom about half, i.e., about
one-sixth of the adult population, consider the insomnia to be serious. Of
those with serious insomnia, about half report a high level of emotional
distress, yet only 10°, receive prescribed hypnotics and a further 4%, use
“over-the-counter” products. On the other hand, there is substantial
anecdotal evidence from many countries of the administration of hypnotics,
often for prolonged periods, to individuals who have nc true sleep preblem
or, at the most, only a transient one.

Psychotherapy, behaviour therapy and pharmacotherapy in combina-
tion provide a comprehensive treatment plan for insomnia and, for pharma-
cotherapy, a benzodiazepine is almost always the preferred drug. As with all
drugs, patients should receive the smallest effective dose for the shortest
clinically necessary period, but the safety of the benzodiazepines has
encouraged use for inappropriately long periods. The choice of benzodiaze-
pine should be basesd un the pharmacokinetic properties (i.e., the duration
of action) coupled with the needs of the patient. A rapidly eliminated
benzodiazepine may be preferable if significant anxiety is not present,
particularly if it is desirable to avoid unwanted daytime sedation. For ocher
patients, particularly those with anxiety, a slowly eliminated member of the
group may be preferable.

Anxiolytics

Justification also exists for the medical short-term use of anxiolytics.
Several recent studies have shown that significant psychiatric morbidity
occurs in about 307, of the population of developed countries in any one
year, and that the point prevalence is about 15",. Of this morbidity, morbid
anxiety accounts for the major share (Marks, 1980). Only about half this
morbidity is recognized by medical practitioners, so that the current level of
prescription of tranquillosedatives \annuai level about 107, is low rather
than high, compared with the level of morbidity, and does not suggest
inappropriate initial prescribing in the community as a whole.

Conclusions

The fact that the proportion uf the population receiving a particular group
of drugs is the same as that suffering from the disorder that those drugs are
used to treat does not indicate that the right patients are necessarily being
treated. Evidence (reviewed by Marks (1983b)) of appropriate use is
available for the tranquillizers but, on the other hand, it is clear that there is
substantial inappropriate use in individual patients, including use for the
wrong medical cond.tion, dosage that is too high, administration for periods
that are too long, or inadequate med;cal surveillance (Marks, 1985).

Specifically, psychoactive drugs are currently used to a substantial
extent in physical disorders. When there is a psychosomatic component,
such use may be justified, but in other disurders (e.g., pain) there is no such
justification. The extent of this inappropriate use has not been quantified
and the evidence for it is largely anecdotal.
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The main problem is that of the administration of anxiolytic drugs for
excessively long periods, which is associated with an increased risk of
dependence. Long-term use of such drugs may be justified in some of the
patients concerned, but unfortunately recent studies demonstrate that such
use is being prolonged without adequate medical care (Marks, 1983a) and
often with inadequate medical justification.

Social benefits

Until recently few would have disputed that the neuroleptics, which
enabled patients with severe psychoses to return to the community, were
anything other than socially beneficial. It has already been noted that the
world financial crisis has meant that the weaker members of society have
suffered most and that at the present time vast numbers of schizophrenics
are living at best in poverty in ghettos and at worst in prison. Hence the
social benefit of the use of neuroleptics is now much less clear, demonstrat-
ing that the social benefits of drugs are not solely the consequence of their
therapeutic value but are influenced by the environment in which they are
used.

There are very few who do not accept the social merits of the use of
antidepressants, nor has it been suggested that the administration of these
substances interferes with the rational relief of a dangerous disorder.

Todate there have been relatively few cost-benefit studies in therapeu-
tics (Teeling Smith, 1983), but a notable early onc deals with the replace-
ment of electroshock by antidepressants in Switzerland {Brand et al, 1975).
It is thus possible to obtain some estimate of the possible benefit of these
drugs in monetary terms.

The replacement of electroshock by antidepressants increased working
capacity and reduced hospitalization costs. There was a 50% reduction in
the cost of treatment, and 220000 new cases per year, for whom no
treatment facilities had previously existed, could now be treated. From the
social viewpoint, the advantages of keeping in touch with the normal
environment were considered greater than the possible disadvantages of
antidepressant treatment. Thus the balance of evidence favoured the
antidepressant drugs.

The social benefits of the use of hypnotics are far less clear. It would be
necessary to show hat there is social detriment from insomnia as encoun-
tered in practice and that this is corrected by the use of hypnotics. Sleep
deprivation for one night produces little reduction in performance, but the
effect increases with sleep deprivation for longer periods and is most
marked with boring, repetitive tasks. Social studies in clinical practice, at
home and at work, on residual performance deficit, hangover and auto-
mobilc and machinery accidents, are almost entirely lacking. This is an area
in which the information necessary for ..«king a valid measurement is
lacking.

Sociologists have claimed that people are being prescribed tranquil-
lizers which they do not need (Twaddle & Sweet, 1970), that social
solutions are not being sought (Koumjian, 1981) and that stoicism in the
face of discomfort may no longer be a fashionable virtue (Tessler et al.,
1973).
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Too few good studies of the social features of the use of tranquillizers
have been conducted for a firm conclusion to be reached. The current
evidence in the United Kingdom is that tranquillizers are not being
prescribed for social ills (Williams et al., 1982}, while studies in the United
States (Tessler et al., 1978) have indicated a sensible and realistic approach
to the use of these drugs, tranquillizers have been perceived both as having
the potential for improving the general quality of life (Whybrow et al.,
personal comm.unication 1982, and as having no harmful social consequen-
ces {Proctor, 1981). On the other hand, it is abundantly clear that a
substantial proportion of patients who consult their practitioners witk
psychological disturbances are really facing difficult political, social and
ewonomic problems, the symptoms that are presented being only the end
results of the inability to find appropriate solutions. This particular aspect
has been stressed, inter alia, by Cooperstock {1976), Williams et al. (1082)
and Koumjian (198:).

The implications f the use of tranquillizers should also be viewed in
the light of the social alternatives for stress management. In males it is
known that alcohol may be used as a form of self-medication (Parry et al.,
1974, Mellinger, 1973, and an alternative to tranquillizers, and that a
reduction in the use of tranquillizers is ass..iated with an increase in the use
of alcohol.

The view that the administration of psychoactive drugs retards social
solutions might be more acceptable if such solutions were available.
However, as Mellinger \1978) has pointed out, those in distress who are
refused treatment scek solace elsew here and “society often does not provide
a great deal in the way of viable alternatives that are much better”,

Nevertheless, it is a debatable point whether the absence of political,
economic and social sulutions to these problems makes such administration
appropriate in the long term, even if it can be regarded as pragmatically
expedient in the short term.

Conclusions

From this brief review, it will be seen that, in industrially developed
countries, there 1s evidence of extensive prescribing of the various classes of
psychoactive drugs. The initial prescription appears, in general, to be
ratioral and conservative, although there are substantial arcas of in-
appropriate use. The medical problems appear to lie mainly in two areas.
firstly in difficul.es in psychiatric diagnosis and secondly in excessive
length of treatment, and particularly the unmonitored prolonged use of
tranquillizers and hypnotics.

In the developing countries, the true picture is far from clear. The use
of psychoactive substances is probably, in general, inappropriately low, in
part due to diagnostic problems but in the main to economic difficulties. On
the other hand, there is substantial anecdotal evidence of inappropriate
overuse in developing countries, particularly as a consequence of poor
diagnosis, leading to the unnecessary use of several drugs.

Overall, it appears that there are some who need psychotropic drugs
but do not receive them, and some who receive them but do not need them.

It follows that there is a general need for the training of doctors,
paramedical personnel and the general public on various aspects of the
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medical use of psychoactive drugs, for doctors on better diagnosis and how
best to use pharmacotherapy as part of the overall treatment of mental
illness; for paramedical personnel on what can be achieved by, and the
problems of psychopharmacotherapy; and for the general public on more
realistic expectations concerning the use of drugs and the role of other
methods of treatment.
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3. Factors influencing prescribing

In most countries a prescription from a health professional is usually
required in order to obtain psychoactive drugs. Thus, to understand
psychoactive drug use and misuse, the behaviour of prescribers is import-
ant. Prescribers of psychoactive drugs are usually physicians, and only their
prescribing practices are discussed here.

Interest in studying prescribing in general, and of psychoactive drugs
in particular, increased in the 1960s, when considerable concern was
expressed about the overuse of drugs; since then, several studies and
reviews have been published. The purpose of this chapter is to provide a
framework for considering the many factors that influence prescribing and
to present some conclusions drawn from the literature. A large number of
studies in different languages have been published, but only comprehensive
reviews and selected empirical reports in English, German and the Nordic
languages have been covered here. The reviews by Christensen & Bush,
1981; Hemminki, 19753, Hemminki, 1976, Herman & Rodowskas, 1976;
Miller, 1974; Parish, 1971; Parish, 1974; Stolley & Lasagna, 1969; Wor-
then, 1973; and the book by Blum et al., 1981, werc especially useful and are
frequently referred to.

Prescribing involves a number of decisions: when and how much to
prescribe, what to prescribe and how to prescribe. The question of how to
prescribe often includes technical, medical, pharmaceutical and economic
issues, such as: was the best drug chosen, was the dosage right, and was the
price taken into account? These issues are important and sometimes crucial
in health and cost terms. However, especially in the case of psychoactive
drugs, the decision whether to prescribe or not, is more important, and will
be emphasized here. Because much prescribing is a matter of re-fillingor re-
issuing a previous prescription, the process of stopping a patient’s drug use
is an important but rarely studied aspect. It may be that the factors that
determine repeat prescribing are different from those that determine initial
prescribing for a patient.

Because the factors influencing prescribing are not specific to psy-
choactive drugs, studies on the prescribing of other types of drugs or of
drugs in general are included. Unlawful prescribing is not discussed.

The terminology of psychoactive drugs is often not clearly understood.
For example, terms like “psychoactive™, “psychotropic™, and “psycho-
therapeutic™ are often (incorrectly) used synonymously. In accordance with
the recommendations of WHO and the United Nations Commission on
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Narcotic Drugs, the term “psychoactive drugs' will be.used here to identify
drugs, which, as compared with others, have the power to affect aspects of
mind and behaviour, including thought disturbance, mood, anxiety, cogni-
tive performance and well-being.

Role of nonmedical factors

Psychoactive drugs are prescribed for “mental illnesses’’, and the health
status of patients is a major factor in determining whether they receive such
drugs. But in addition to these medical factors, nonmedical factors are also
influential, because the indicativns for psychoactive drugs are not clear-cut
(Jensen, 1983). It is in this context that the issue of the medicalization of
social problems, i.c., their conversion into individual health problems,
arises.

“Nonmedical factors™ can be divided into two classes, namely factors
conditioning prescribing (Fig. 2), and individual factors, i.e., those relating to
the individual physician. The latter are the main topic of this chapter,
although conditioning factors are important, and may affect the way that
individual factors act at different times and in different countries. For
example, prescribing practices may be very different in countries where
drugs are subject to strict centralized control, so that there are numerous
rules and few drugs, from those in countries without such control, so that
there are few rules and numerous drugs. In the former, much of the
thinking and decision-making is done collectively, before a practising
physician decides tc write a prescription. The strength of the national drug
industry, and the powers of the state control authorities are two important
conditioning factors (Bruun, 1983). The traditions and beliefs of the
population may also modify patient pressures, as well as the views of
physicians. What is considered health and illness by the local culture, and
how they are differentiated, is affected by medical training. Lack of
physicians, their maldistribution, or financial obstacles that prevent people
from secking medical care, may limit access to prescribers and drugs (unless
drugs are distributed by nonphysicians, a situation that exists in many
developing countries,. As these examples show, despite the obvious import-
ance of conditigning factors, inferences about their effects on prescribing
are based more on informed guesswork and speculation than on factual
evidence.

The division of countries into industrially developed and undeveloped
and into socialist and nonsovialist is a crude way of characterizing them, but
even within apparently similar countries, the factors conditioning prescrib-
ing may differ widely. The available experience and the published literature
relate mainly to industrially developed nonsocialist, i.c., market economy
countries and it is not clear how relevant they are to socialist countries, their
relevance to developing countries will be discussed later.

Individual factors influencing prescribing are affected by conditioning
factors. After a brief discussion of some general problems in studying these
factors, conclusions will be presented on each individual factor, follow ed by
a discussion of whether and why the factors are important. However, there
are insufficient data to quantify the effects of each factor, either separately,
or in relation to each other or to medical factors. The demands and
expectations of pressure groups and society at large will not be discussed
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separately; many of the factors involved are shown in Fig. 2. In some
countries, the media (television, radio, newspapers, magazines etc.) seemn to
be very influential in forming public opinion and in drawing the attention of
the public to matters concerning health and drugs.

An important methodological problem is that the different factors are
usually inter- related, so that disentangling the influence of one factor from
that of others is difficult. Another problem is that physicians are not
necessarily reliable sources of information about their own prescribing
habits; what they think has determined these habits, or what they are willing
to report, may not be what has actually happened (Avorn et al., 1982). Thus
the information required often has to be collected indirectly. Studying the
nonmedical factors that influence prescribing may be difficult because it
implies a degree of criticism of the medical profession; many physicians like
to believe that their behaviour is scientific and is determined only by
medical factors.

Research and professional training

Medical knowledge is based on research, informal observations and prac-
tical experience. With the current emphasis on the scientific aspects of
medicine, research results and the process of conducting research have
become important, and the contents of scientific and medical journals
consist largely of reports of research findings. To what extent such reports
influence prescribing is unclear. There are occasions when research seems
to have no effect on prescribing practices and others when the publication of
research results has led to major changes in prescribing. It may be that
research does not influence prescribing directly, although it may do so
indirectly when drug control authorities, educators, and the drug industry
become aware of new information. It also seems likely that the more the
res2arch results are in line with current thinking, the greater the impact the
research will have.

In an ideal situation, professional training should be the decisive factor
in prescribing: decisions on how to diagnose, when to treat, and how to
treat, should all be based on professional knowledge, largely acquired
during basic training and continuing education. Basic training can inculcate
attitudes to, and skills in handling new information, and continuiing
education can help physicians to update their knowledge. The latter may
consist of formal courses and bedside training, but more often takes the
form of a meeting or an article in a scientific or professional journal.

However, observations from several countries suggest that this ideal
situation does not exist in practice. Little is known about the parts of the
curriculum that promote appropriate prescribing. It seems that the em-
phasis in basic training at the present time is on the biological basis of
diseases and how to diagnose them. The teaching of treatment, including
the prescribing of drugs, is more casual; quite often students learn by
observing the behaviour of their teachers in bedside situations rather than
through critical theoretical discussions of the principles of treatment. Some
medical schools do have good programmes on pharmacology and clinical
pharmaco.ogy, but teaching in these courses tends to concentrate un the
drugs themselves, rather than as a part of therapy and in relation to
alternative treatments.

-
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Another problem, which especially concerns continuing education, is
the influence of information from commercial sources. In many countrics,
drug comvanics, with their large resources, are very active in arranging
continuing cdycation. If the information from commercial and non-
commercial sources is in disagreement, the former tends to be preferred.
Yet another problem, clesely related to that of resources, is the taking over
of “noncommercial” continuing education by drug companics. In many
countries where there is a great need for such education but the resources
available to medical schools or to other noncommercial institutions are
limited, drug companies are only too willing to help. As a consequence,
much “noncommercial” continuing cducation is partly arranged and
financed by drug companics, and the distinction between commercial and
noncommercial information becomes blurred. Furthermore, many medical
journals depend on drug companices for financial support, and this may
influence their content. The final problem is that of educational theory. It
often seems that non-commercial programmes are based on the assumption
that, if knowledge is gained, behaviour will change accordingly. However,
cvidence from many fields has shown that a knowledge of facts and
principles is neither necessary nor sufficient as a cause of changes in
behaviour. An interesting example of this is given by Weiss & Hersowitz
(1983), who found that while many physicians believed fever w be a defence
mechanism, for which treatment is therefore not required, many of them
reported using vigorous means to reduce fever in children.

Despite these problems, noncommercial training, if skillfully carried
out, may be a valuable influence on prescribing practices (Alexander ct al.,
1983; Avorn & Soumcrai, 1983; Gehlbach et al., 1984; Klein ct al., 1981;
Schafiner ct al., 1983). An interesting finding is that, if a physician i, shown
what he or she has actually prescribed, and this is compared with the
prescribing practices of vther physicians, there appears to be an impadt on
prescribing (Douglas ct al., 1982; Hamley ct al., 1981; Rosser et al., 1981;
Rosser, 1983).

The prescribing of psychoactive drugs may be especially sensitive to
training. Many physicians feel incompetent to deal with mental illness, and
training in that subject, together with therapeutic guidelines, may be more
cfiective than training in subjects about which physicians feel competent
and have their own therapeutic routines with which they are satisfied.
Proper recognition of psychiatric illness and propur referrals to specialist
care are important aspects of sucl training.

Training may be the primary method used to influence pre: eribing, or
it may be used in conjunction with others. For example, at.er having
undergone training on i:ow a certain prublem should be treated or drug
prescribed, physicians may be willing te accept the corresponding control
measures and act accordingly. Training may be directed to individual
prescribers or, more efficiently, to respected “key™ physicians, who will
spread the information by their example and by other informal methods
(sce the section on colleagues and other heaith professionals).

The pharmaceutical industry

The pharmacecutical industry has a major impact on prescribing, buth
because decisions taken by the industry about research and development,
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production, and distribution affect the availability of drugs, and also
because of their dominant role in the dissemination of information (Avorn
ct al,, 1982, Jensen, 1983, Strickland-Hodge & Jepson, 1982). Drug
manufacturers invest 15-22°, of sales revenue in drug promotion (Lall,
1981). Illuminating and frequently cited data from Sweden, where the state
finances most of the cost of training health personnel, show that, in the carly
1970s, the amounts spent by drug manufacturers o:. disseminating inform-
ation were almost as great as the medical training costs (Table 5) (Lilja,
1975 p. 55)- Even though these data are more than 10 years old the position
in Sweden is still apparently the same.

Palmisano & Edelstein (1980) compared drug promotion costs in the
United States with health care costs for young Americans. In the 1970s,
drug manufacturers spent an estimated US$ 3000 per physician per year on
drug promotion, whereas US$ 212 per person per year were spent on health
care for the population under 19 years of age. These figures emphasize the
disparity between the amounts spent by the manufacturers on drug
promotion and by governments or others on health care. While this
involvement of the drug manufacturers in the dissemination of information
about drugs has its valuable side (scc page 84), it does provide the
opportunity to apply pressure for purely commercial purposes.

The pharmaceutical industry has several channels of influence, of
which the direct ones are those most casily seen. mail and journal advertis-
ing, journals, calendars, catalogues, cte., pharmaceutical representatives
(detail men), drug exhibiticns, drug samples, drug discounts, patient aids,
and different public relations activities (e.g., excursions, parties, and gifts).
Indirect channels are less casily visible, but may be at least cqually
important. the financing of, and other assistance for, medical research, the
financing of medical journals and associations, the financing and organiz-
ation of medical training, especially postgraduate training, the production
of cducativnal material, personal contacts and relationships between lead-
ing physicians and drug companies. In only a few reports (Miller, 1974, has
any attempt been made to quantify the influence of the drug industry. Dru,,
manufacturers regularly carry out such studies, but the results are not
generally available. It seems that in many countries the representatives of
the pharmaccutical companies play an important role (Hemminki &
Personen, 1977a), this is particularly true in developing countries. For
example, in Brazil, there was one pharmaccutical representative for every
three physicians in the 1970s (Table 6).

Table 5. Expenditure on commercial drug promotion and on certain
other activities, Sweden, 1971—1973°

hem Cost® Year
Basic m-dical training 164.6 1971 =1972
Commercial drug promotion 152.9 1971
Postgraduate training 1.8 1971 =1972
Promotion of drug information by

the Board of Health and Social Affairs 0.8s 1973

¢ Source: Lilja, 1975 p. ss.
5 In millions of Swedish kronor.
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Table 6. Ratios of pharmaccutical representa-
tives to physicians in certain countrics®

Country Year Ratio
Bangladesh ? 1{7
Brazil 1970, 1974~75 13
Finland 1975 /17
Mexico 1972, 1974~75 L
Nepal ~ 1979 /3
Norway 1974 1/32
Sweden 1974 1/24
United Kingdom 1970 118
1982 1/8
United Republic of
Tanzania ? 1/4
Usa 1970 17
1974-1975 1/10

¢ Sources: Hemminki & Pesonen, 1977a, Melrose, 1982,
Silverman & Lydecker, 1981, and Medawar, 1984.

Some studies have shown that leading physicians frequently have
connections with and functions within the drug industry, such as serving on
an administrative or scientific board (Hemminki & Pesonen, 1977b, Nils-
son, 1980). These same physicians carry out research, teach other physi-
cians, edit medical journals, serve on medical committees and the auth-
orities responsible for reimburs .ng health ¢ sts, and may 5 in a position to
influence the drug and health folicy of the country concerned.

Another important channel of influence for drug manufacturers, the
impact of which has been pooriy studied, is the financing of medical
research. S chfinancing influences v.hat is studied, how, and by whom, and
this may, in the long term, have a profound effect both on medical
knowledge and the practice of medicine.

The drug industry is important not only because of the extent of its
influence, but also because of the direction in which this influence is
exerted. (For a case study, seec Hemminki, 1977). ‘The purpose of drug
manufacturers is to make a profit, and this can be achieved either by selling
nrore drugs, or by selling them at high prices (or both). Their interests may
then be in conflict with the need to provide the best possible treatment of a
particular disease. Many people are concerned about the content of
commercial drug promotional material and in a number of countries the
drug control authorities have begun to regulate the direct channels of
influence However, where such channels are controlled, the drug industry
may then increase its investment in the indirect channels, which may be
both more influential and harder to control.

The discussion so far has been concerned with drugs in general. What
is peculiar to drugs for the treatment of mental illness is the ubiquitousness
of such disorders, their diffuse nature and the lack of knowledge about
them; this has provided especially favourable conditions for drug manufac-
turers to exert their influence, and many of the problems discussed above
are accentuated in the case of psycheactive drugs.
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Health authorities and insurance systems

The health authorities can influence prescribing tUirough the planning and
organizatior. Jf the health services (including the availability and accessibil-
ity of health personnel), postgraduate training, and control measures. Only
the Jast of these will be discussed here. Control measures can take many
forms; they mav operate by regulating drug research, the availability and
marketing of wurugs, and expenditure on them. Measures can be directed
towards drug manufacturers, importers and physicians, as well as towards
the drugs themselves. As far as the effect of control measures on prescrib-
ing is concerned, the issue is usually not whether they do have an effect, but
rather what determines whether control measures are applied, and whether
the effects are those that were intended. It is clear that, if a drug is not
licensed, it will neither be generally available nor widely prescribed.
Similarly, an effect will be achieved if the promotional material for a drug is
considered to be unethical and is prohibited.

Although, in theory, control measures offer a useful means of infl.cn-
cing prescribing practices, the issue is in reality both complex and difficult.
Firstly, it is widely accepted that, before control measures are introduced,
the justification for them must be firmly established. This is different from
the situation that exists in teaching, for example, when it is sufficient for the
teacher to give an opinion but to leave the final decisions to the physicians
concerned. In contrast, the introduction of control measures 1mplies that
decisions are being made for others, and the justification for them will
therefore be open to challenge. Secondly, the control authorities will be
powerless if society has not given them the necessary authority and
resourdes, and if they themselves do not want or do not know how to
exercise control. Thus, the crucial guestions are, in what circumstances can
goud control measures be applied and what are good control measures? The
study by Bruun (1983) has cast some light on the situation in certain
countries. Centralized drug control, namely drug licensing, has been
described in the reports by Falkum ct al. (1983) and Hemminki & Falkum
(1980}, and exampies of the impact of individual control measures on
prescribing are given in the review by Sigler et 2., (1984).

Not only the types of drugs licensed, ut also the total number of drugs
on the market, may influence prescribing. The smaller the number of drugs
available, the easier it may be for the pbysician to familiarize himself with
them and to deal with the “nonmedical . :tors™, such as commercial drug
promotion. Unfortunately, no studies .. ve been conducted on the rc-
lationship between the number of drugs on the market and prescribing
practices, but a study carried out in Finland (Hemminki ¢t al., 1984 is
interesting in showing that, in a country with about 2200 pharmaceutical
specialities, many physicians did not know the compuosition of the drugs
they had prescribed, especially when products containing more than one
active ingredient were prescribed.

A system for the reimbursement of drug costs, either through state or
private health insurance schemes, has been developed in sume countries to
alleviate the financial burden of illness. If such reimbursement is selective,
however, i.c., if all drugs are not reimbursed similarly, this may have a
marked impact on prescribing practice. Physicians, either on their own
initiative or prompted by their patients or administrators, may then tend to
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choose drugs for which patients will receive the maximum reimbursement.
In addition, the inclusicn of a drug in a reimbursement list may also act in
its favour, because such a drug is perceived as “officially accepted”’.

Medicines committees are like drug licensing authorities in miniature;
they have drawn up formularies which, at loczl level (i.e., in an institution or
an area), determine which drugs can be prescribed, or which drugs should
be given preference (Bomann-Larsen, 1983; George & Hands, 1983).
Unlike licensing authorities, medicines committees do not usually need to
explain their decisions to either drug producers or consumers, and they are
run by physicians working in the institution or area concerned. As a
consequence, they are flexible in their decisions, but also susceptible to
outside pressures, such as commercial drug promotion. Medicines commit-
tees may exert their influence by restricting the availability of drugs, and by
making the criteria for selecting drugs more explicit.

Colleagues and other health professionals

“Colleagues” in this context means physicians working in similar pos-
itions. Many surveys suggest that the opinions and actions of colleagues are
important influences on prescribing. They may exert their influence
through personal example and informal discussions and advice, or through
administrative approaches, such as formularies (see above), the mandatory
review of prescribing, the use of special prescribing forms, and resolutions
passed by profescional societies (Christensen & Bush, 1981; Durbin et al.,
1981; Gehlbach et al., 1684; Greene & Dupont, 1973; Huber et al., 1982),
Certain physicians are “gate-keepers” at national and local levels; their
opinions and practices are passed on to other colleagues working with them,
and also to physicians in general, if they choose to publish their views in the
literature. These physicians often work as teachers and in control auth-
orities, or within the drug industry. The influence of health professionals
other than physicians, such as nurses and pharmacists, oun prescrib-
ing by physicians has been little studied, but some surveys (Miller, 1974)
and observations in practice suggest that nurses in hospitals may have a
marked effect on the prescribing of drugs for symptomatic treatment, but
that pharmacists have little influence. However, in view of the clinical
interests of pharmacists in some countries (Burkle etal., 1982; Thompson et
al., 1984; Schweigert et al., 1982) and their growing pa icipation in
medicines committees and in other control bodies, the influence of pharma-
cists may increase in the future.

Patients

Nonmedical attributes of patients which may influence prescribing include
their personal characteristics, both in isolation and in relation to those of the
physician, *heir demands and their expectations of therapy. Age, sex,
marital status, family role (e.g., child-rearing, employment outside the
home, family structure, educatior.. .nd ethnicity are some of the potentially
important patient characteristics. In the case of psychoactive drugs, the best
studied patient characteristic is tiie sex of the patient; physicians tend to
prescribe psychoactive drugs more frequently to female patients, and this
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relative overprescribing does not seem to be explained by medica! factors
(Cafferata et al., 1983; Cooperstock & Hill, 1982). It i3 possibt. chat other
patient characteristics and certair: features of the doctor—padient relation-
ship may also influence prescribing, although fewer stuamies have been
carried out on these aspects. For example, the patient’s trust in his or her
physician, and the ease with which they communicate with one another may
be important. Physicians often say that patients demand drugs, and that
patient pressure is hard to resist. This has certainly been claimed for
antibiotics, and has also been said to influence the prescribing of psycho-
active drugs. The ef.ect of patient pressure has not been well documented 1n
research literature, and there are suggestions that 1t has been exaggerated.
Patient 5 ressure may, in fact, be created by physicians’ prescribing habits.
Thus, if patients find that a visit to a physician usuaily ends up with a
prescription, that experience reinforces their expectations. Another prob-
lem is that of patients who “shop arcund” for physicians to prescribe the
psychoactive drugs that they are determined to get, usually either because
of drug dependence or to earn money by selling drugs.

There do not appear to be any studies on the influence of other lay
people, such as relatives and employers, but it is quite possible that relatives
do influence prescribing, especially in the case of patients not fully
responsible for themseives, such as the young and the very old.

The physician’s characteristics and working conditions

The effect of other influences on the prescribing of an individual physician
depends on his or her characteristics and working conditions. A physician’s
characteristics include both nonprofessional (e.g., age, sex and personality),
and professional ones (e.g., specialty, education and experience). The only
finding in the literature as to the influence of the physician’s characteristics
vn prescribing is that such an influence does exist (Haayer, 1982; Hadsall et
al., 1982; Hartzema & Christensen, 1983; Heiman & Wood, 1981; Keele &
Freeman, 1983; Peay & Peay, 1984; Rudestam & Tarbell, 1981; Segall &
Hepler, 1982; Staudenmayer & Lefkowitz, 1981). It is difficult to con:e to
any conclusions, however, because the available literature is scanty, studies
have encountered methodological problems, and the results are often not
| generally applicable. The ability to diagr.ase mental illness is important,
‘ because it will affect psychoactive drug pres.ribing. This is partly learned
| during training but also depends on person:ilicy factors, such as extrover-
| sion and self-confidence. A factor that has been little studied, but one that is
’ probably important in some countries, is the degree to which physicians
themselves use psychoactive drugs (Stimson et al., 1984).

Another important characteristic is how a physician sees his role and
professional tradition. The right to prescribe and the knowledge of how to
prescribe drugs has traditionally been an important indicator of profess-
ional status, and is still an important privilege of physicians, separating

’ them from lay people. The magnitude of the need to reinforce one’s
professional status is impo1tant in determining prescribing practices. The
pressure of work and the tinie available for each patient and for other tasks,
are also important factors in determining prescribing practices as are the
availability and feasibility of alternative treatments and of referral to

| specidists. In many countries, physicians are overloaded with fragmentary
|

l
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and often biased drug information provided by drug manufacturers. The
physician’s characteristics and circumstances relevant to the handling of
this material may be of crucial importance in prescribing.

The overall! situation

Some of the different factors influencing prescribing have been described
above, but the importance of each such factor depends on the context. What
are the conditions in which prescribing occurs (for factors conditioning
prescribing, see Fig. 2), what are the other individual factors, what disease
is being treated, and what drug is being used? This complex situation may
explain, for example, why the literature does not reveal any coherent picture
of the influence of the physician’s characteristics. Prescribing varies mar-
kedly as between one country and another (Hemminki, 19752, 1976); much
of this variation is difficult to explain purely in terms of medical factors, or
of any single nonmedical factor. Hemminki (1984) has provided an example
of such a variation with type of disease. While the drug industry is usually
considered to be an important influence on prescribing, this did not seem to
be the case in the prescribing of diuretics during pregnancy in Finland.

Special features of developing countries

As pointed out in the introduction, the published literature is based on
experience in developed, capitalist countries, although many of the conclu-
sions apply to nonsocialist developing countries as well.

In some respects, many developing countries are caricatures of devel-
oped countries (Gustafsson & Wide, 1981; Medawar, 1979; Medawar &
Freese, 1982; Patel, 1983). The proportion of the health budget used for
drugs is much higher in developing than in dev eloped countries (Patel, 1983
p- 197). Owing to the international character of medicine and drug
marketing, many problems of prescribing are similar in both types of
countries. The combination of the scarcity of national resources, under-
development of health care, medical training and drug control, and the
active invoivement of foreign, wealthy drug manufacturers, has caused
physicians to be strc~gly influenced by commercial drug promotion
(Beardshaw, 1983; L & Bibile, 1978; Silverman, 1976; Silverman &
Lydecker, 1981; Silverinan et al., 1982).

Conclusions

The adequacy of the information on factors influencing psychoactive drug
prescribing depends on the purpose for which the information is going to be
used. If the aim is to understand the phenomenon of drug prescribing, the
information is inadequate in many respects. For example, the behavioural
aspect of prescribing is poorly understood, and very little is known of
reinforcement contingencies, the stimulus properties of the occasion of
prescribing, or the consequences of prescribing. But if the purpose is to
formulate a drug and health care policy, existing knowledge of certain
factors can be helpful. It is noteworthy that those factors easily modified by
administrative meas. “es, such as commercial drug promotion, training, and
the extent of control, are better known than other, less easily modified
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factors. In many countries, interventions aimed at improving prescribing
could be started without further studies of these easily modifiable factors.
But studies are urgently needed on the best strategies for intervention and
the problems following such intervention. Studies are also needed on the
motivation and behaviour of decision-makers. If the apparent lack of
studies on factors influencing prescribing in socialist countries is not due to
language barriers or to problems affecting the availability of reports, there
may be a need to encourage research on prescribing behaviour in these
countries. Comparative research on prescribing practices in different
countries might also produce valuable information.
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4. Principles of rational prescribing

Medical school training tends to focus on the diagnosis and treatment of
disease sta.es. When the physician graduates to the world of clinical
practice, how.ver, patients may present with complaints related to known
disease states less frequently than with complaints of tension, insomnia,
headaches, depressive symptoms, anxiety and the like which reflect life
stress and are nct part of any known disease. Lack of training in how to
respond to such complaints may result in poor prescribing practices. In
addition, physicians are frequently not trained in how to respond to patients
who misuse medication or who seek to vrtain medication for the purpose of
intoxication, or perhaps for illegal sale. In this chapter, the principles of
proper prescribing are reviewed in response, firstly to patients complaining
of life stress, secondly to patients whose complaints are related to disease
states, and finally to “doctor shoppers™.

Prescribing for patients who may be suffering from stress

The most fundamental decision with regard to anxiety and/or somatic
complaints diagnosed as expressions of stress rather than of disease states, is
whether to prescribe drugs or to adopt some other means of responding to
the stresses concerned. More often than not, nonpharmacological means,
such as counselling, will be both applicable and effective, and without risk
of drug misuse or drug dependence. The decision to treat with drugs should
be based on a clinical determination that the patient’s psychclogical and
social resources have been, or are in danger of being, overwhelmed; for
example, a sustained period of inability to sleep following the death of a
loved one represents a typical case in which pharmacological treatment of
insomnia may be considered. The clinical question is, can this patient,
within the limits of the available resources, rcgain equilibrium without drug
therapy? If the answer is yes, and particularly if the answer is yes with
relatively bearable suffering or with rel.tively little discomfort, then
nondrug approaches are indicated. Counsellir.g or participation with others
undergoing life stress in self-help groups, or still other approaches dis-
cussed elsewhere in this publication may be tried before drug therapy is
attempted. If the answer is no, then the next clinical question is, what are
the dangers to this patient from drug treatment? If the risks and bencfits are
carefully assessed, then the decision to treat or not to treat with psycho-
active drugs will emerge from the assessment.
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If it is decided to treat a patient with drugs for symptoms related to life

stress, the following principles should be observed:

I.

There should be a clear target symptom or symptoms that the drug is
known to affect, e.g., insomnia, anxiety, restlessness or the like.

. Itshould be clear to the patient that the treatment is for a limited period

of time, e.g., until natural defences can take over. This period may be
related to the pharmacological properties of the drug employed, e.g., it
takes 2-3 weeks for dependence on barbiturates to develop; or, in a
patient who has not previously abused alcohol or used central nervous
system depressants, it may be 20 weeks or so until physical dependence
on long-acting benzodiazepines, in therapeutic dose ranges, begins.
This is a natural pharmacological window and illustrates the kinds of
factors that determine the length of the period. Another example is the
rapid appearance of tolerance to many sedative hypnotics.

. The patient should be monitored, both for general progress and

specifically to assess the effects of the drug on the target symptom. The
response should be measured and entered in the patient’s records.

. The patient should be informed of possible side-effects, e.g., morning

dullness after taking sedative hypnotics, effects on driving performance
after taking tranquillizers or sedative hypnotics; effects on the fetus if
pregnancy occurs while patients are taking psychoactive drugs; hypo-
tension caused by phenothiazines, etc. The occurrence of side-effects
and the measures taken to respond to them, e.g., reassurance that they
are temporary or perhaps a reduction in the uose, should also be entered
in the patient’s records.

The physician should be aware of all the drugs, both medical and
nonmedical, being taken by the patient and the possible interactions,
e.g., between alcohol and drugs with sedative properties. Synergism,
the multiplicative effect of drugs when taken together, is a possibility
for which the clinician must be constantly on guard. Many drugs taken
for a variety of conditions, such as hypertension, interact with psy-
choactive drugs either to enhance sedatiun or to cause hypotension.
Reading package inserts as 2 routine is a good practice in this regard.
Other reference works also carry information on interactions.

. The physician should monitor for use and misuse, and should specifi-

cally ask waen the patient has taken the drug and how much of it has
been taken. It is commonplace that patient compliance varies. The
physician should always be alert to the possibility that physical and,or
psychological dependence may occur. The possibility that drugs may
be obtained for sale and/or intoxication is discussed later.

. As little of the drug as possible should be prescribed, based on an

assessment both of how much of it is required to affect the target
symptom and of the patient’s social, psychological and geographical
situation, e.g., a patient from a rural area who must make an arduous
journey to obtain treatment will require a larger supply than one with
easier access to a pharmacy.
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8. Ifatall possible, family members should be involved as part both of the
management plan and of the monitoring. Family members may some-
times dissemble and work together to obtain drugs for illegal sale or
intoxication, but this is unusual. They usually play an important part in
adequate prescribing and monitoring.

9. Although suicide is more frequent in patients with diagnosable
depressive disorders, a relationship between suicide and such a disorder
does not necessarily exist. Rapidly escalating life stress frequently
triggers suicidal thoughts and behaviour. The physician who prescribes
psychoactive drugs risks abetting potential suicides and must be aware
of this possibility. A history of previous suicidal thoughts or attempts
and a family history of suicide are important indications of possible
suicidal behaviour. Such patients should be specifically asked about
suicide and, if it is a possibility, the clinician must limit the amount of
psychoactive drug prescribed and should also construct a regimen in
which there is frequent clinical monitoring and also, if at all possible,
monitoring by family and friends. Talk of suicide should always be
taken seriously. The physician should be alert to respond by hospitaliz-
ation if the clinical situation of a patient with suicidal potential
deteriorates. If there is severe physical or psychiatric disorder and, in
particular, a history of substance abuse, the risk of suicide is high.

10. The physician should always take a history of substance abuse. A past
history of alcoholism, for example, is often present in patients liable to
misuse drugs. However, a history of alcoholism or drug abuse does not
preclude the use of psychoactive drugs for diagnosed psychiatric
disorders, but the level of control and monitoring must be greater and
such monitoring more frequent than would otherwise be necessary.

I11. The drug or drugs with the least potential for abus. should be used for
any given indications.

Prescribing for patients with diagnosable disease states

The general principles of prescribing for diagnosable diseases are suffic-
iently different from prescriblug in response to life stress to warrant
separate treatment. Thus the time limitation may be completely in-
appropriate. Some disorders, such as phobic states, panic disorders,
recurrent depres»ive episodes and the like, may require long-term therapy
with drugs which have a definite dependence liability, such as the benzo-
diazepines and some antidepressants. The clinician needs to monitor such
cases carefully and to discuss with the patient and the family the possible
development of physical dependence. With most such patients, physical
dependence is not a problem if the dosz is tapered off when the drug is no
longer needed or a drug “holiday” is being taken.

When a diagnosable syndrome amenable to psychoacti /e drug therapy
is being cons:dered, a judgement based on the cost-benefit 1atio must be
made. Will the patient suffer mo-e from the disorder than from the possible
risks of the medication? In some instances, e.g., severe panic disorders, it is
reasonable to conclude that the long-term administration of the drugis well
worth the risks of minimal drug dependence, because the degree of
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dependence which develops at therapeutic dose levels can be managed by
careful monitoring and by simple tapered withdrawal. Such withd-iwal
does not usually lead to patient discomfort or to drug-secking behaviour
when the drug therapy is terminated.

A parallel problem may be encountered in treating patients with
chronic, severe pain from irreversible disease, in this instance, the objective
is the relief of pain with minimal obtundation. Production of drug depen-
dence of the opioid type is incevitable but in most cases clinically irrelevant.
Proper managemert of these patients also requires careful monitoring both
of the effects of the drugs on the target symptoms and of the side-effects.

The principle is that psychoactive drugs should be used for diagnos-
able diseases on a short- or long-terni basis depending on the chronicity of
the disorder. Fear of development of dependence, or of abuse or possible
resale of the drugs prescribed, should not prevent the physician from
providing the indicated therapy. Fear of these possibilities should rather be
the motive for careful monitoring, not only of the progress of the drug
regirmen but also of the person to whom the drugs are prescribed. It is also
important for the physician to keep up with the literature. For example,
many psychoactive drugs, e.g., the benzodiazepines, are metabolized much
more slowly by the elderly than they are by younger patients. This has only
been widely realized in the last decade or so. The difference in age and in
metabolism is clinically meaningful and requires dose reduction and more
frequent monitoring in the elderly than with younger paticnts. For in-
somnia in the clderly, the use of sedatives or drugs with sedative properties,
¢.g., phenothiazines, antihistamines, antidepressants, etc., 2-3 times per
wecek instead of on a daily basis may be a way to avoid the possibility of
physical dependence while stili providig relief for what is frequently a
trying clinical problem. The same strateg; s, of course, apglicable in any
chinical situation in which the aim is t avoid physical dependence or
perhaps just nu* to provide too large a drug supply.

Numerous drug interactions, as noted . bove, dictate that drugs should
be prescribud oni, after the data trom the hiist. vy, pLysical examination and
laboratory :.sults have been reviewed and . fiagnosis established, and the
costs and benefits of a particular :Lerapy assessed. The attitude that
addiction 1s to be avoided au all costs, cannot be jusuiied. Wiier such an
attitude does determine clinical dewisans, it frequently causes much
unnecessary sufiering,

Manipulative patients

The terms “doctor zhoppers™ and ““patient hustiers™ used in  his chapte.
refer to people who a.. not suffering from a disease or, if they are, use this
fact to obtain drugs for intoxication or resale, not as a legitimate mear.s of
relief of symptoms.

Patients with discases or mental diso.ders who fail to comply with
prescribed regimens constitute one part of the prescribing problem.
Another and more difficult part concerns pcople who seck psychoactive
drugs for the purpose of intoxication and/or resale. Tis latter group of
paticnts will exploit physicians in any way they can. K..owing that the
medical profession is vulnerable in responding to problems related to life
stress, patients will sometimes present themselves as having suffered per-
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sonali loss or othcr life stress in attempts to obtain psychoactive drugs. Such
paticnts usually prey on clinics with a large volume of paticnts where
assessment is minimal.

Physicians who prescribe drugs properly, that is, only on the basis of an
adeguatc history and physical examination, are less frequently targets for
such paticnts. “Doctor shoppers™ and/or “paticnt hustlers” know that
thesc physicians are much more likely to detect deception and less likely to
prescribe inappropriately or on the basis of an inadequate history, physical
and laboratory examination.

“Doctor shoppers’* will also feign medical or psychological illness to
obtain prescriptions for psychoactive drugs. Renal colic, tic doulourcux,
toothache, migraine, ctc., arc typical illnesses which the manipulative
paticnt may simulate. The list is limited, in fact, only by the imagination of
the manipulator. In some instances, they may actually produce lesions,
and/or resort to ruses such as pricking themselves with needles and then
dripping the blood from the wound into urine.

Some clinical clues to the possible presence of such a patient are as
follows:

1. The transient patient. Such patients are frequently from “out of town"
and have lost or had their medication stolen. They will try to create a
sense of urgency and will put pressure on the physician to make an
immediate response by claiming to be suffering from intense pain. It can
frequently be detected from ordinary clinical intuition that there is a
large discrepancy between their assessment of the severity of the pain
and the pain that they arc probably experiencing, if indeed, they have
any pain at all.

2. The patient whose manipulativeness is detectable by observation. For
example, if the physician has the fecling that his or her responses are
being studied by the patient as intenscly as the physician is studying the
patient’s situation, suspicion should be aroused that a “‘doctor shop-
per” or “patient hustler” is at hand. The ordinary paticnt does not
study the physician’s responses in the same way, and the difference is
detectable if the physician is reasonably alert,

3. The “spell-binding” patient. Patients with pseudologica fantastica or
with Munchhausen’s syndrome or who are skilled “‘con”™ men or women,
can be persuasive o a degree which is quite unusual in comparison with
ordinary clinical encuunters, When the physician has the feeling that the
paticnt possesses extraordinary persuasive and dramatic powers, sus-
picion that a manipulator may be present is just:Sed. On occasion the
physician may have to respond to the genuine bislogical o1 psychiatric
problems of a “Munchhausen™ patient, i.c., a patient who feigns illness
inorder to obtain ingoxicating drugs. Here it is important, both clinically
and legally, to consult other medical professionals and to obtain legal
advice, if this is feasible.

4. Cocrcion. A varicty of coercive psychological techniques may be prac-
tised, ranging from frank threats of physical violence or financial harm,
bribe1y or more subtle forms of coercion, such as arousing guilt feelings
in the physician with arguments such as “doctors gave me drugs for my
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pain and I became addicted, now why can’t you help me out of the
problem that doctors have caused?*” Physicians who have been victim-
ized in this way usually report that they were aware of what was
happening but gave way “to avoid trouble”.

A common form of extortion is the simple statement that ““I have to
have drugs to cope™ Sometimes there is an implied or even overt threat of
suicide. Obviously, adding drug dependence or drug abuse to a highly
stressful situation is not the way to resolve it. Physicians, equally vbviously,
should not give way to these forms of extortion. If suicide is a possibility,
psychiatric referral is indicated or the patient may necd to be committed for
obscrvation. A full discussion of the management of such situations is
outside the scopce of this chagter, but the point here is that it makes no sense
to add drug abusc to a long list of other problems and that the basic strategy
is to delay prescribing and to observe the paticnt.

The forcgoing discussion does not exhaust the varied approaches
adopted by those who seck to manipulate physicians, but should serve to
increase awarencss of the problem. A good way of responding to ambiguous
clinical situations is to giv ¢ just enough medication for one night or one day
while the physician insists on obtaining records or family interviews as well
as making additional medical and psychiatric examinations to determine
whether there is a real need for therapy. The manipulative patient will
usually shun real assessment, resist attempts to verify history, and be
unwilling to accept small amounts of drugs or extended periods of observ-
ation. A genuince patient will rarely object to such an approach.

Conclusions

Somc misprescribing may be traced back to the novelty of certain drugs,
physicians are sometimes inunda.ed with samples of drugs said to be the
“latest and greatest™. Obyjously at some juncture a physician has to try out
ncw drugs. Good prescribing practices rest on predictability, however, and
predictability is enhanced by experience. A good general principle, there-
forc, is for the physician to usc relatively few drugs from any one class and
thus to acquire experience which can provide the basis for the critical
cvaluation both of success and failure and of new drugs. It is impossible to
be familiar with all the barbiturates, all the antidepressants, and all the
benzodiazepines, but experience can be acquired with a few from cach class.
Such a principle is important to sound prescribing.

The conclusions described above are derived from clinical expericnce.
Prescribing practices and the compliance of patients arc being studied
formally and, in the future, such studies should advance the art of
prescribing considerably (Apsler & Rothman, 1984).

Refererice

ArsLER, R. & Rotumayn, E. (1984). Correlates of compliance with psychoactive
prescriptions. Journal of psychoactive drugs, 16 (2): 193-199.

Q 5‘ ‘:_:’ 41

ERIC '

Aruitoxt provided by Eic:




Q

ERIC

Aruitoxt provided by Eic:

5. Alternatives to psychoactive
drugs

The need for alternatives

Having followed the discussion of the previous chapters, the reader should
now have a much clearer understanding of the problems associated with the
usc of psychoactive drugs and of how they should be prescribed. Physicians
are, however, confronted by another, apparently more difficult problem—
w hat to do about those patients and their symptoms for whom psychoactive
drugs are now recognized as inappropriate. What are the alternatives?

Before any practical alternatives are suggested, it would perhaps be
uscful at this stage to mention the five principal symptoms for which
psychoactive drugs are commonly prescribed, namely. inability to cope,
depression, anxicty, slecpicssness and pain. These have a number of
features in common. They arc all symptoms which cveryone has cx-
perienced at one time or another, and the point at which they are regarded as
being sufficiently severe to warrant medical intervent.on and treatment is
somewhat arbitrary and varics greatly from one country to another. Then,
all these sy mptoms arc concomitants of other symptoms and many arise as a
consequence of them. For example, people can el anxious because they
have a lump, or be unable to sleep because they re in pain, it is often very
difficult to disentangle any one symptom from the much wider range of
¢ymptoms that the patient may be experiencing concurrently. In addition,
all five symptoms may be due to a wide range of underlying conditions, in
other words, they are completely nonsp.-cific. Morcover, cach one is capable
of arising just as casily in 1 nonmedical context, as in a medical one. Finally,
they are all normal and reasonable responses to common situations and,
cven when they are indispurably severe, they may still be reasonable
respenses to a particularly difficult situation (Ghodse & Khan, 1982;
Murray ¢t al., 1981).

The use of psychoactive substances to treat these symptoms may be
potentially harmful in several ways. There may be a failure to investigate,
diagnose aad treat the underlying problems, whether medical, personal or
socictal, that have given rise to the symptoms. Psy choactive substances may
alsobe harmfulin the sense that they are potent drugs with a variety of side-
cffects, they may be misused and abused, taken in overdouse and induce
dependence. However, it is perhaps both more scrious and more sinister
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that they can alter in significant ways the personal characteristics of those
affected, making them, for example, even less capable of meeting the
demands of everyday life and of making their full contribution to work, the
family, etc. It has been show n, for example, that the learning process may be
adversely affected by certain drugs, making it even more difficult for
paticnts who need new skills to cope wiiit the cause of their symptoms to
learn them. There is also evidence that information learned while under the
effects of a drug is not necessarily carried over to the nondrugged state.

All this, however, is of no assistance to the health worker faced by a
patient experiencing distressing and painful symptoms. With a galaxy of
psychoactiv» substances available that can offer immediate rehef, it is
contrary to an .nedical training and practice to say to the patient “Yes, |
believe that you are suffering badly and I sympathizc, but the drugs which I
could prescribe and which would make you feel much better, at least in the
short term, arc now considered dangerous for society 1is a whole (and
perhaps for you in the | 'ng term), and therefore I am afraid you will have to
continue to suffer.”

There is therefore a need for practical, effective alternatives, but they
must be alternatives that doctors {or others) have both the time and the
resources to implement and, most importantly, that they belicve in.

Management of behaviour

The main objective of this chapter is to provide a sample of the non-physical
approaches that can be used to alleviate those symptoms usually treated
with psychoactive substances. It is difficult to emphasize sufficiently the
importance of managing patient bchaviour at cvery stage of the
patient-health-worker relationship, including encouragi:.g life-style chan-
ges for illness prevention, ensuring compliance with diagnostic examination
and treatment regimes, and coping with the anticipation and emotional
after-cffects of medical stress. These behavioural management tasks are
routirely carried out by physicians and medical personnel, but for most
health workers they do nui .nvolve a conscious application of a scientific
technology, perhaps because the crowded medical schoul curriculum does
not include courses in experimental psychology or its applications. Never-
theless, behaviour-management techniques are generally employed in a
common-sense manner, but one that could no doubt be improved by
appropriate training (Mclamed & Sicgel, 1980, Pinkerton ct al., 1982).

Assessment of the patient

Interview is probably the oldest and most frequently used of the behay-
joural assessment procedures. As it usually takes place during the first
meeting between patient and health care worker, the interview has a
significant influcnee on the patient’s eapectations and on the outcome of
subsequent interventions. The interview may vary from being highly
structured, in which the topics discussed follow a prearranged format, to
veing flexible or unstructured, in which the interviewer follows cues given
by the patient and does not restrict questioning to specific tupics. C%en
buth tevhnigues are used, badl.ground information about age, prev’ous
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medical history, etc., being elicited in the structured interview, while
flexible questioning elicits additional information.

Before any treatment strategies can be initiated, patient and therapist
must discuss and agree on the behavioural chang:s to be effected and the
approach to be used. Such discussions are repeated periodically so that
treatment effectiveness can be assessed and new goals for behavioural
change may emerge. One aspect of a behavioural assessment based on
a typical diagnostic interview is that not only are problem behaviours tar-
geted but behavioura! strengths are also identified, this is important, since
they are useful in the treatment approach.

Apart from its value in assessment, the interview may be therapeutic in
its own right, because helping the patient to identify the underlying
problem can be very useful, as can the relationship between patient and
health care worker, initiated at the interview (Melamed & Siegel, 1980).

Other assessment procedures may also be used, including question-
naires, self-monitoring, behavioural observation and psychophysiological
measurement. The importance of thorough assessment cannot be over-
emphasized, because behavioural intervention is not like using a cookery
book—there cannot be a single recipe for every sympiom. Rather, the
process is tailored to the individual’s unique problems in their parucular
context, and these problems must be clearly defined. The purpose of all the
different assessment procedures, therefore, is to specify and select target
behaviours, identify antecedent and consequent variables relating to the
target behaviour, and collect data about the target behaviour and the
varijables affecting it.

Methods of intervention

If it could be assumed that the minds of men the world over were subject to
identical influences and that their functional disturbances and behavioural
manifestations were also similar, then psychological treatment or behav-
ioural psychotherapy would be the same everywhere aad based on a
uniform theory of causation of behaviour problems and mental illness. But
experience varies from culture to culture, between members of the same
family and, at times, in the same individual. It is this complexity which
defies a universally valid psychopathological theory, though some theories
have come close to being generally applicable.

Psychological treatments, including counselling, various psychothera-
pies, group therapy and behaviour therapy, can be used, however, 1n most
areas of behavioural and emotional problems, either on their own, or
together with pharmacotherapy and other physical treatments.

In this chapter only those treatments which can be applied without the
need for a lengthy period of training will be discussed.

Counselling and superficial psychotherapy

Counselling is usually concerned with educational, marital, sexual, voca-
tional, personal and emotional difficulties. Clients may be advised as to the
best course to take in order to solve their problems, or the treatment may be
less directive, the interviews enabling clients to express their anxieties pnd
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uncertainties and eventually to solve their own problems. Superficial
psychotherapy covers a variety of approaches, some of which have a
theoretical basis while others are purely ad hoc. Most are based on the
health-worker—paticnt relationship, in which the health worker has a major
therapeutic input. Such therapies may consist of persuasion, in an attempt
to encourage the patient to divulge his symptoms, or supportive therapy,
together with insight therapy during times of czi1sis. Some are based on a full
description of the individual’s life history, an attempt being made to
correlate the symptoms with past events and environmental influences,
while others are goal-directed (Sim, 1974).

Other forms of psychotherapy

What are generally known as psychotherapies are based on Western
standards and cultures, and it is reasonable to suppose that they may not be
relevant in other cultures. In the East, for example, where there is a
tradition of Zen Buddhism and emphasis on meditation and bodily training
to achieve enlightenment on the nature of the self, psychotherapy may be
more fective if it is based on these principles and practices (Sim, 1974).

Behavioural therapies

Behavioural psychotherapy is a relatively new term for something which is
as old as man himself. Whercver fear or anxiety have had to be overcome, or
bad habits to be eliminated, re-education has been trieu and desired
behaviour rewarded or undesired behaviour punished. Behaviour may be
thought of as the way's in which people react to their envitonment and w hat
they do in it, and behavioural treatments are based on the application of
learning theory developed by physiologists, neurologists and experimental
psychologists. It is important at this point to mention that the basic
principles of behavioural theraLy as a method of modifying behaviour are
not discussed here, only the treatment technigues associated with them.

Desensitization. One method of treating fear and anxiety caused by a
specific object or sitvation is 1o present the patient with the feared object or
an imaginary representation of the feared situation in a safe setting until
these cues no longer elicit any emotional reaction. These behavioural
changes can be effected essentially in two ways, namely, gradual and
nongradual. The gradual approach \systematic desensitization; consists of
moving through a hierarchy or sequence of steps towards the object or
situation that elicits the maladaptive Jundesirable; response. Alternatively,
the patient may be confronted with the situation that elicits the maladaptive
response without passing through a graded hierarchy of uistress, a tech-
nique known as flooding.

In another technique, known as counter-conditioning, the first step is
to determine which situations elicit the maladaptive physical or emotional
reaction, and then to establish ways of eliciting a response ir..umpatible
with the maladaptive response, so that the latter is reduced and eliminated.
A widely used technique for eliminating various maladaptive emotional
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responses, such as anxiety, is relaxation, often used together with systematic
desensitization. The latter involves three basic stages:

(1) The patient is trained in a response that will compete with anxiety, such
as deep muscle relaxation.

(2) A hierarchy of situations is construcied by the patient, ranging from the
least to the most anxiety-provoking.

(3) The patient is presented with items from the hierarchy, starting with
the least anxiety-provoking, while in a completely relaxed state, only
when there is complete extinction of anxiety is progress to the next level
of the hierarchy permitted.

Aversive counter-conditioning is another form of therapy used to
reduce undesirable, but self-rewarding reactions, such as drug dependence,
overeating, etc. In this procedure, the unwanted positive reactions (e.g.,
taking drugs) are counter-conditioned by using a response to an unpleasant
stimulus as the incompatible response. Because these methods are un-
pleasant and raise some ethical questions, they are usually restricted to
behaviours that are resistant to other forms of treatment (Wolpe, 1958,
Melamed & Siegel, 1980).

Operant technigues. Behaviours may be modified or maintained by the
consequences that follow them. The most commonly used operant ap-
proach is the use of positive reinforcement, i.e., rewards. There are two
basic types of positive reinforcers, the first being the primary or un-
conditicned reinforcers . .uch occur naturally or are unlearned and bio-
logically based on need (e.g., food, water). The majority of reinforcers for
humans, however, are of the second type, namely secondary or conditior~d
reinforcers, such as money, and a variety of social reinforcers, such as
praise, attention, etc. The technique is simple and should generally form a
component of all behavioural treatment programmes, even when the
emphasis is on other techniques. The identification of suitable reinforcers
or rewards is obviously an important aspect of this treatmeat technique.

A second method of operant conditioning is negative reinforcement,
i.e., punishment. In this procedure, an aversive or unpleasant event is
terminated or postponed, depending un the performance oY a particular act.

There are also a number of procedures that may enhance the effective-
ness of reinforcement. Those most commonly used include shaping,
prempting, modelling, assertiveness training, continger.cy contracting and
biofeedback (Rachman, 1972; Sobell & Sobell, 1973).

Behavioural self-control. While most behavioural intervention pro-
grammes start with external, health-worker-managed procedures in order
to make it easier to change behav iour, the long-range goal of .reatment is for
patients to learn to control their own behaviour themselves, without
external aid. In other words, patients are taught to become their own
therapists by helping them tv learn self-control techniques that they can use
to modify their problem behaviour. This is particularly useful for maladap-
tive behaviour that may not be readily accessible to the health worker, such
as insomnia, excessive cating and sexual problems \Goldfried & Merbaum,
1973; Cobb, 1982; Mahoney & Thoresen, 1974).
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A wvariety of self-control techniques are used either alone or in
combination with other procedures in behavioural intervention pro-
grammes. Behavioural programming {consequences contingent on .he
problem behaviour—self-reinforcement and self-punishment} environ-
mental planning {systematic rearrangement of environmental events asso-
ciated with the problem behaviour prior to its occurrence), and self-
monitoring (systematic observing or recording of one’s behaviour; are a few
examples of this type of trcatment (Thoresen & Mahoney, 1974).

Cognitive strategies

This approach assumes that maladaptive behaviours can be mediated by
factors such as unrealistic or irrational attitudes and beliefs and self-
defeating thoughts. It follows, therefore, that in order to change maladap-
tive behaviour patterns or to help in recovery from illness, it is also
necessary to modify any disordered or faulty thinking (Beck, 1976; Beck &
Emery, 1979). Two well known types of cognitive therapy are cognitive
restructuring, which tries to alter irrational beliefs and illogical thought
processes and replace them by rational ones through discussion and rational
self-examination, and self-instructional training, which attempts to replace
maladaptive seif-statements (self-directed verbal commands) with more
flexible and adaptive, coping ones. The objective is for client and therapist
to develop a common view of the problem and the treatment, and to develop
pattcrns of thinking which are appropriate and sensible {Mahoney &
Thoresen, 1974).

Advantages of alternative treatments

It can be seen t! at a wide range of behavioural and other psychological
techniques can be used instead of psychoactive drugs. These techniques
may sound difficult when described in scientific jargon. In reality, they are
the application of common-sense ;. nciples that have been known for
centuries, and it is therefore not surprising that (hey can be learned by a
wide range of health care workers as well as by family members, teachers,
ctc. The use of precise, scientific descriptions and definiticns, although
perhaps discouraging to the lay -person, is probably justified sf it encourages
a more disciplined appruach to behavioural techniques and enables their
efficacy to be more rigorously assessed. In addition, it «dds status tu the
treatment, making it more acceptable than if it were “mere™ tradition.
The introduction of behavioural techniques offers real savings, by
reducing both the amount of money spent on expensive psychoactive drugs
and the demands made on doctors, if other health care workers are trained
to provide treatment in this way. In developing countries, where there are
many demancs on scarce resources, buying psychoactive drugs usually
entails the diversion of cash from other, more important, projects, such as
immunization and the treatment of life-threatening diseases. In indutrial-
ized countries, however, although psychoactive drugs are prescribed and
consumed :n vast quantiti.s, they only account for a small proportion of
total health expenditure, if inflation is taken into account, the real cost of
psychoactive drugs has decreased. Moreover it is often much quicker and
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easier for the doctor to prescribe psychoactive drugs than to try and deal
with the patient’s underlying psychosocial problems. In this situation, the
use of behavioural psychotherapy techniques by nonmedical personnel can
relieve the doctor of ma.ay demands on his time (Murray et al., 1981).

Financial considerations should not, however, be the sole, or even the
most important criterion, in the comparison of different treatments. The
real criterion is w* .t is best for the patient, not just in the short term, but in
the long term also. It is on this score that the alternative treatments to
psychoactive drugs are so markedly preferable. Behavioural approaches
increase patients’ awareness of the physical consequences of uncontrolled
feelings, and make them more ready to accept both a psychosomatic origin
for their symptoms and reassurance instead of a prescription. For example,
in one general practice in London in which a counselling service was
introduced, the average rate of surgery attendance in six months after
completion of counselling, as compared with a similar period before
referral, fell by 31°,. There was also a fall of 309 in the average number of
prescriptions for “psychotropic™ drugs and one of 487, in prescriptions tor
“‘nonpsychotropics” (Murray et al., 1981).

It seems likely, therefore, that the behavioural alternatives to psy-
choactive medication may have valuable educational and preventative
properties, since they help people to take responsibilitv for their problems,
rather than relying on pharmacological solutions, and thus reverse the trend
towards the medicalization of psychosocial problems. The setting up of
self-help groups for those dependent an tranquillizers, and the greater
awareness of the risks of psychoactive drugs, are indications of the changein
attitude that is needed if the trend of the last 30 years is to be halted and then
reversed. The importance of education, both for health care workers and
consumers, is clear. Finally, it should be pointed out that the very title of
this chapter — “Alternatives to drug prescribing™ — epitomizes present
attitudes to psychoactive drugs. It implies that the alternatives are the
second choice, used only because of the disadvantages and drawbacks of
psychoactive drugs. This is undoubtedly the wrong attitude and the
argnments in favour of the “alternatives™ are so overwhelming from the
point of view of the health of the individual and of society as a whole, that in
future it will be the psychoactive drugs that will be seen as the second
choice, ““alternatives”, whose use must be explained and justified, just as
with behavioural techniques today.
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6. The role of medical education

The first aim of the Moscow meeting on the training of health care
professionals in the rational use of psychotropic drugs was to identify
deficiencies in existing educational prcgrammes for the rational use of
psychoactive drugs and to examine various educational approaches which
would be effective in modifying the excessive use of drugs.

This was in response to resolution EB69.R.g adopted by the WHO
Executive Board on 22 February 1982, which recommended “‘educational
programmes for physicians and other health workers™ as a means of
“improving prescription, delivery and utilization practices regarding psy-
choactive drugs”. The organizers of the meeting stipulated that “edu-
cation” was to be understood in the broadest possible sense.

This chapter refers specifically to medical education, but the edu-
cational principles and methods discussed in it are applicable to the
education of all health workers, not just physicians.

A responsible medical schoor or medical educational system will have
means of ensuring that students graduate or obtain a licence to practise
medicine only if they have acquired the necessary skills and abilities. This is
the purpose of a final qualifying examination—to certify that a graduate is fit
to practise and thereby to protect society.

Deficiencies in education leading to irrational prescribing

Tatrogenic behaviour (or “irrational” prescribing) may be the result of
various educational deficiencies. Firstly, the practitioner may not have
learned in medical school huw to be a life-long learner, i.c., how to keep up-
to-date with pharmacotherapeutic advances, or how to acquire or improve
the competencies required for the “alternative” therapies described 1n
Chapter 4. Many medical facultics assert that education for life-long
learning is one of their aims, but relatively few provide the opportunities for
the development of the necessary skills. Secondly, the system of continuing
education may be ihadequate, i.c., it may not base its activitics on a rational
process of systematically diagnosing educational needs and Jdevising and
providing educational means of meeting such nceds, including the evalu-
ation of its educational responses to practitioners’ needs. Thirdly, a
country’s drug regulatory authority-may not keep practitioners adequately
informed either about new or commonly used drugs. Finally, the body
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which regulates the education and behaviour of practitioners may not
consider iatrogenic behaviour associated with the prescription of drugs
sufficiently serious to act on it, or may not apply sufficiently rigorous
standards of quality to curricula and examinations. All or one or more of
these factors may apply.

The WHO Executive Board resolution previously mentioned implies
that the fault is an exclusively or mainly educational one and recommends
“educational programmes for physicians and other health workers™. (It
should be remembered that deficiencies in professional practice are rarely
amenable to educational treatment only.) Since it appears that medical
educators have been, and continue to be, at fault, and unaware of 1t, 1t would
be simple-minded to bclieve that the same educators or institutions will
introduce the educational programmes recommended by the WHO Execu-
tive Board—unless they radically change their outlook. The educational
programmes most likely to correct the deficiencies in current educational
programmes would be programmes of training in education for the curri-
culum planners, teachers and educational administrators responsible for the
training of medical students in rational prescribing and in the ““alternative
forms of medical care described in Chapter 5. Such training would not be
different from that of medical teachers in the educational competencies
needed for any of the other medical-care competencies in which students
must demonstrate adequate levels of performance before they are licensed
to practise. Similarly, its usefulness will depend on corresponding changes
in the organization and management of the curriculum and its associated
learning activities, particularly its assessment and evaluation.

Formal educational programmes, however, are not the only sources of
information from which medical students and doctors learn about the use of
psychoactive drugs aad of behavioural alternatives to drug therapy. The
education of a student or a practitioner comprises all the teaching and
learning that produce a medical graduate and that enable a practitioner in
any branch of medicine and health care to keep up to date or maintain the
necessary skills. Methods and styles of learning are very personal, and
learners at all stages tend to have their personal “educational programmes”,
which are often quite different from an institution’s stated programme.
Many form..] educational programmes have large components that are not
useful to students ur practitioners and that even impede learning or confuse
those who take part in them.

All curricula therefore consist of parts that are formal and to a large
extent overt, and cf other parts—often the more “luasting”—that are
informal or “hidden”, in the sense that they do not appear on any syllatus
and are not tested in any examination. For instance, prescribing—the use of
drugs in general—may well be influenced more by the practices and habits
which students observe during clinical clerkships than by formai curricular
courses in pharmacology or cherapeutics. The enterprising and responsible
student finds manjy sources of learning and the good curriculum planner
provides the opportunities and conditions which stimulate and permit
effective learning rather than trying to control curricular content by spoon-
feeding students.

It is what students learn that matters, not what teachers, faculties or
institutions say they teach, or what is shown in statements of curriculum
conteat or syllabi. Consequently, the evaluation of educational pro-
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grammes, or the search for educational deficiencies, must be concerned with
what actually happens or does not happen, rather than with official
programme statements, and with what students can do as a result of their
experience in an educational setting, rather than what they can talk or write
about.

What students learn best is how 10 pass examinations. The use that is
made of examinations—of all forms of assessment and what they test or
assess—determines what students learn. Much of what is learned for
conventional examination purposes may be quickly forgotten if, in the form
in which it was learned, it cannot be applied in clinical practice. Students
will learn later in a clerkship or in practice, or relearn—from their
supervisors or tutors or by observation—what the common or professed
practice is. Much of what students learn in order to pass a typical formal
examination in pharmacology in the preclinical part of a conventional
medical curriculum is certain to be largely forgotten by the time that they
graduate, Similar'y, almost everything on which they were examined in the
premedical or basic science examinations will be forgotten, unless it is
learned in a practical problem-solving context, in which the student is an
active participant, and is applied regularly in clinical problem-solving.

Evaluation of teaching and learning in medical education

In order to identify educational deficiencies, therefore, it will be necessary
to observe and evaluate the actual, rather than the supposed, means and
arrangements by which students learn. For example, with regard to the use
and prescribing of psychoactive drugs, is practice uniform throughout the
various departments —in the medical school, the teaching hospital, the
primary care and community services —in which students learn? Or do
students observe or practise under supervision different patterns of use of
psychoactive drugs, with the result that they are confused at the end? What
mechanisms exist in a medical school to ensure that medical students have
consistent as well as acceptable — noniatrogenic — experiences throughout
the entire curriculum and in all the places approved by the university for
training purposes? How 1. the evaluation system controlled to enshre that
consistent criteria are applied in the assessment of students’ performance
with regard to prescribing, throughout the curriculum and in the intern-
ship? What, if any, are the provisions for evaluating the medical curriculum,
its planning and design, and its objectives? To what extent are those
objectives in harmony with society’s needs, the methods of learning and
teaching, and the assessment methods? How, if at all, is the performance of
teachers evaluated? Are examinations valid tests of knowledge, skill,
attitude and performance? Is there an educational or curricular manage-
ment group or curriculum committee, or other arrangement, for planning
and monitoring the training of students in the “alternatives to drug
prescribing” described in Chapter §, and for ensuring that these ‘alterna-
tives”” rather than drug therapy become the first choice? What efforts have
been made to establish such a mechanism? Do the teachers believe that
telling the students w hat they should do and asking them in examinations
what they would do is an acceptable form of education? What proportion of
teachers have undergone any training in educational technology (i.e., the
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application of the educational sciences to professional medical education)?
Do students consistently and continuously learn to become effective and
efficient self-learners? How is .heir competence as self-learners assessed?
Are teachers and teaching prugrammes evaluated for their effectiveness in
training students in this competence? For example, to what extent are
students given the freedom or responsibility to be self-learners? Are
students rewarded for practising self-learning—or does the evaluation
system discourage studeats from showing enterpiise and initiauve?

Obviously, these and all similar questions that enter into the evaluation
of a medical curriculum are applicable to all aspects of it, and not merely to
those parts from which students acquire, or should acquire, the competen-
cies needed for the rational use of psychoactive « ~ugs. If there is evidence
that students are allowed to graduate without the competencies needed to
practise psychological medicine (in the context of primary care, for ex-
ample,, and thereby become iatrogenesists by inducing dependence un
psychoactive drugs in patients who consult them for symptoms associated
with life stress, this is a reflection on the faculty as a whole and on the
university that confers the degree which ceriifes that its graduates are both
competent and safe. The public has a right to be concerned if it discovers
that its medical schools have no systematic means of ensuring that all its
graduates have undergone the training needed to deal competently with the
“five principal symptoms for which psychoactive drugs are commonly
prescribed”’, namely inability to cope, depression, anx::ty, sleeplessness
and pain (see Chapter 4).

Interviews and other assessmeit procedures

The ability to conduct an interview, both as an assessment technique and as
a therapeut.. mechanism, is, or is said to be, a basic and essential part of a
practitior.er’s competence. It would be logical, therefore, for training in
interviewing and the testing of competence in that procedure to be central
to the cutriculum. Students would first be introduced to the simplest
techniques, progressing over tiae years until, as candidates for graduation,
they would be required to demonstrate the levels of the more complex
interviewing skills, in both assessment and therapy, expected of a prac-
titioner. An indirect indicator of the quality of a medical curriculum in this
respect might be the proportion of new graduates who begin their inter-
views with paticnts with a pen pois.  wer a prescription pad. A direct test
or measure of curricular quality and adequacy should take into consider-
ation the provisions made by the faculty for training each swudent in
interviewing, the resources devoted to it and the validity and reliability of
the techniques used to assess students’ performance in it. The ultimate test
would be the level of student competence in interviewing, measured against
predetermined valid criteria, in actual professional practice. If it is argued
that graduating students cannot be expected to use the interview expertly
for assessment and therapeutic purposes, it is up to medical faculties, in
consuitation with practitioners or health-service managers, for instance, to
make clear what levels of competence — for both purposes — will be accept-
able at graduation and how student performance in interviewing at these
ievels should be assessed. It is unlikely that the public would be satisfied if it
knew that medical graduates were able to talk or write about adequate
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interviewing, but that medical schools could not guarantee competence in
interviewing in the conditions of practice outside the medical school.

The “other” assessment procedures mentioned in Chapter §, namely
“questionnaires, sclf-monitoring, behavioural observation and psycho-
physiological measurement™ are presumably less valuable or important by
definition than interviewing, since they are “other™. In any case, what they
mean in practive needs to be spelled out so that it will be clear wnat the
student and the practitioner will be doing when carrying out these
procedures in the conditions of practice, outside the untyp’cal or unrealistic
counditions o1 the teaching hospital or even, possivly, the (. ching practice.
It will be necessary also to determine what levels of competence will be
required of the graduate, bearing in mind the conditions and constraints of
the practice of medicine, and especially of primary health care.

“Behavioural intervention™ depends on “thorough assessment™ and
appears to be the key to the avoidance of irrational prescribing of psycho-
active drugs. It thercfore follows that the “educational programmes for
physicians™ {and other health workers) stipulated bv the WHO Exccutive
Board must focus at all educational levels on training in “thorough
assessment™ and ‘‘behavioural intervention™, as well as on “rational
prescribing”, wherever there is evidence that existing programmes arc
deficient in these respects.

Assessing the adequacy of educational programmes

Various rcans may be used to assess the adequacy of existing or planned
cducational programmes. All will entail an authoritative statement prepared
by a .zpresentative body, ¢.g., of teachers, educational specialists, subject-
matter experts, general and specialist practitioners, undergraduate and
postgraduate students, and community representatis es, setting out 1n detail
the tasks which cach of the three functions (“thorough assessment™,
“behavioural intervention™, and “rational prescribing®) cntail, and the
skills —and levels cf skills - necessary for performing them in the circum-
stances in which students will be expected to practise. This statement
should be sufficiently detailed to indicate the resources, facilities, etc., that
the medical school, and perhaps the health authority , would need in order to
cnsure that students acquire the nccessary levels of competence. For
example, if practitioners are expected to perform these functions in the
community, ¢.g., in health centres or dispensaries or outpatient depart-
ments, the medical school will need to provide similar conditions, in which
students will be expected to acquire, by means of supervised practice, the
requisite skills. The assessment of student performance for certification
purposes should require students to demonstrate the requisite skills under
actual or simulated practice conditions.

The criteria used in the assessment should be acceptable to practi-
tioners recognized as competent in the performance of these functions, «nd
not only to psychiatrists and behavioural scicntists, for example.

Once the statement previously mentioned has been prepared and
approved, existing or planned programmes should be ¢xamined in order to
determine their acceptability or adequacy from that point of view. A
programme, curriculum or curricular unit should be examined in terms of
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the various characteristics of any educational activity. These include. (1) its
objectives, how they have been derived and defined, and how they arc used
for learning purposes and for the ¢ ~sign and management of courses and
2~urse units; (2) the methods used for attaining the objectives, including
cvaluation; (3) the resources and facilities available to enable all students to
attain their learning objectives; (4) the arrangements for ensuring the
educational competence of teachers, including university staff and associa-
ted teachers and supervisors in the various teaching arcas, such as out-
patient departments and community primary health care facilitics; and
(5) the arrangements for evaluating the programme and for revising its
objectives in the light of the results of that evaluation.

This kind of analysis of the adeqaacy of training in “t srough
asscssment”, “behavioural intervention”, and ‘‘rational prescribing”
should take into account all the aspects of a curriculum from which students
learn the various components of these functions. It should also assess how
they are coordinated and how consistency with regard to acceptable
pharmacotherapcutic and behavioural practices is achicved. In particular,
how are the competencies nceded for these functions determined — are they
“thought up” by somcone in an academic department, for example, or
determined by obscrving practitioners at work under realistic practice
conditions?

Such an analysis of an educational programme presupposes that the
curriculum is competency-based, problem-solving and student-focused. If
it is mainly subject-oriented and teacher-centred, providing little oppor-
tunity for students to be active rather than mainly passive participants, and
if the assessment system is not competency-based, then, by definition
students cannot be expected to master the elements of “thorough assess-
ment”, “behavioural intervention” and “rational prescribing?’.

This method of analysing a programme may be applied at any level and
modified as appropriate. W yen properly applied, it will indicate what necds
to be done to prepare and irmplement the “‘educational programmes for
physicians and other health workers” recommended by the WHO Exccu-
tive Board for ““’~~ -oving prescription, delivery and utilization practices
rega,ding psycl.oaciive drugs”

Continuing education

Continuing education, together with other, noneducational, admimstrative
measures, can be an cffective means of promoting the rational use of
psychoactive drugs and the skilful use of assessment and behavioural
intervention. It must, however, be carried out systematically and the
continuing 2ducation system must itself be a rational one, in educational
terms. (For a more detailed consideration of continuing education, sce
Chapter 7).

It would be unwisc, however, to expand continuing education in
“thorough assessment™ and “behavioural intervention™ unless there is
cvidence that irrational prescribing is a serious problem and that it involves
a significant proportion of both primary care and specialist practitioners.
Equally, it would be futile without some means of ensuring that those
responsible for irrational prescribing will benefit from such continuing
cducation, thereby solving the problem or reducing it to insignificant
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proportions. A reasonably specific “epidemiological™ diagnosis of the
problem of irrational prescribing is therefore necessary. This should cover.
(1) its prevalence, and its distribution by district or practice, age group,
medical-school catchment area, or continuing education service; (2) evi-
dence that the fault is due to educational deficiencies; and (3) development
of an educational approach tailored to the needy and characteristics of the
practitioners concerned. If the continuing education system is not geared to
such an educational diagnosis and “‘treatment”, the effort is unlikely to be
successful. In addition, the practitioners concerned must be both able and
motivated to use “behavioural intervention™ and “thorough assessment”
with sufficient skill and under the constraints of practice. A continuing
cducation service must be able to deal with lack of motivation, unless it is
amenable only to increased remuneration, to change in practice organiz-
ation acceptable to the practitioners concerned, or to sor,e other adminis-
trative action.

Improved performance in assessment and behavioural intervention is
likely to be attainable only rarely by means of ecucational treatment alone.
A continuing education service must be able to indicate what other action is
likely to lead to the use both of nonpharmaceutical forms of treatment and
of rational pharmacotherapy.

Conclusions

The application of the educational principles and methods discussed above
will indicate the “various educational approaches, effective in modifying
the excessive use of these drugs”, which was one of the aims of the Moscow
meeting on the education f professionals in the use of psychoactive drugs.
The principal educational approaches are the folloving:

(1) The training of medical-school teachers and administrators in accept-
able methods of curriculum planning and design, management of
educational programmes, and student learning. Such training will be
futile, however, unless it is applizd.

(2) The training of students in methods of independent learning.

(3} A consistent approach to the education of students in the competencies
(i.e., the clusters of skills, knowledge, attitudes) needed for “thorough
assessment”, “behavioural intervention™ and “rational prescribing”
under actual practice conditions.

(4> The training of organizers of continuing education systems or pro-
grammes (in problem-solving and competency-based learning under
practice conditions), with special reference to the determination of
educational needs and the design and management of educational
activities to meet these needs.

(5) The education of the public in the rational use of drugs as part of health
education with the aim of pron.oting and supporting community and
family responsibility for healthy living.

(6) The training of health care admin.strators in methods of monitoring the
use of psychoactive drugs both in hospital and community practice.
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7. The role of continuing education

The education of health professionals at the undergraduate level tends, in
the majority of countries, to follow the traditional Western pattern of
university or college teaching coupled with practical training and experi-
ence in institutions. The extent and content of such training varies from
country to coul. ry, and many institutions have bezn able to break with this
tradition by increasing the proportion of community-based learning. Nev-
ertheless, the graduate is not usually well equipped to work in the real
world, where he or she i. unprotected by the institution, cannot consult
more experienced colleagues so easily, and lacks technological support
(Edmondson, 1986a).

In fact, Lecause of the rapic rate of growth of medical knowledge, the
health professional at graduatior Lis little mere than a licence to learn.
What is important, therefore, is ¢l ..t he or she should have acquired the
critical skills o be able to learn effectively, and be given the opportunities to
increase his or her knowledge and experience.

Continued of sortunities for training are necessary not only because
the student can ot, oefore graduation, be expected to acquire all the skills
which he will ne.  but also because medicine will continue to advance
throughout his or her career. There are few areas in medicine in which
advances have been more rapid than in drug therapy, and particularly the
therapy of psychiatric illness.

For those who specialize, the institution and its senior staff provide the
experience and the knowledge. It is in the broader task of the primary health
care physician or health worker that the traditiunal university or institution
cannot povide appropriate learning opportu.iities in the long term. This is
not to say that the institution cannot have a continuing role, but that it needs
to identify that r:le. However, the very nature of its organization and
services means that it will not, in itself, be adequate or appropriate.
Moreover, for a majority of health professionals, working fa. from uni-
versities and teaching hospitals, the opportunities for continuing contact
are very limited.

It is in such circumstances that the influence of governments and other
organizations, professional, technical and community, must be used to the
greatest advantage.

Several studics have indicated the need to help physicians and health
workers to .earn the proper use of psychoactive agents. In a recent WITO
study in o country it was found that community health workese '~ v g
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reguiar opportuniiies for increasing their knowledge, and with only the
limit~d information that they had been able to acquire, had been using
certain drugs unwisely and to the potential hazard of patients!.

Research has also shown that, even in highly developed countries,
physicians have a limited understanding of the source of their knowledge
about drugs, and that they overestimate the influence of reliable scientific
publications and underestimate that of advertising (Avorn et al., 1982).
Physicians have also been shown to be unable to assess the validity of he
published literature.

As far as the provision of continuing education is concerned, there are a
number of possibilities. Thus, in previding health services for its people, a
government is responsible for ensuring that the best possible facilities and
advice are provided, consistent with the resources available and its other
priorities. As part of this responsibility, it must ensure that health workers
are trained and kept up to date in the most effective usc of potent drugs,
including psychoactive agents. This is necessary both from the point of
view of the well-being of the patient and to avoid waste of resources.
Fundamentally, then. the government’s actions are for the benefit of the
people, and it can enforce compliance by regulatory means.

Over many years, a variety of new professional and other organizations
have been established for those with various professional or expert skills.
Some of these organizations represent different categories of health workers
or specialist groups and are ccncerned with maintaining professional
standards. Others are concerned with a particular illness or disability, e.g.
mental health, diabetes, multiple sclerosis or cystic fibrosis. These are
primarily self-help groups, providing their membership with services and
information, but some have als- assumed respons:. ity for keeping the less
highly specialized professionals informed of medica: ad vances. Many also
sponsor research.

Consumer organizations, in contrast, are more community-based in
character and seek to ensure that consumer goods are both safe and
efficacious. They have been very active in promoting greater care in the
prescribing and use of psychoaciive drugs. Consequently, pressure can be
brought to bear upon health professionals from two sides, namely by
governments, through the controls that they introduce, and by the
community, through the organizations just mentioned. Both are important,
and examples are given here of cooperation between the two that have had
beneficial outcomes.

A third group which should not be overlooked is the pharmaceutical
industry While bad marketing practices aimed at selling drugs rather than
encouraging proper use are not unknown, the industry can provide training
resources of immense value, and is increasingly being drawn nto a
consultative situation.

The various possibilities outlined above are considered n greater detail

on pages 59-67.

Y “Ranonal” dvug abuse policy of Tharland. Unpubhshed WHO documeni, MNH;/82.8.
To obaain a copy write 10 Division of Memal Heahh, World Health Organizanion, 1211
Geneva. Swiizerland.
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Governments
Governments have t vo basic aims in the control of psychoactive agents.

(1) To ensure a sur ply of safe and effective drugs to meet the real needs of
the poputation;

(2) To control the health professions, supervise their use of drugs, and take
steps to ensure that their knowledge is kept up to date.

The first of these is usually attained by means of regulation. Permission
to market a drug in a country is granted only after a careful examination of
the available evidence, both from industry and other scientific sources, on
its safety and efficacy, and decisions are not made ligntly. Many govern-
ments of developing countries are guided by the regulatory actions of others
with greater resources. However, the health needs of different population
groups may not be the same, and a constant interaction between govern-
ment authorities, academic institutions, the health professions and the
community is necessary. Several national drug control authorities ensure
this interaction by the regular inrerchange of staff with both institutions and
industry, or by part-time appointments of author..y staff to university
positions and vice versa.

Contro! fdrugs

Before a drug is marketed, a great deal of information on it is accumulated,
and this shot "d be available for training purposes. Many governments
already provide summaries of such information in annual publications or
regular newsletters to dcctors, pharmacists and others. Some more advan-
ced countries are able to provide on-line computer reference facilities to
hospitals, which are regularly up-dated, since the information on a given
drug will change. as experience in its use increases. Government authorities
need to be awa-e of these changes, and the cortrols applied must be
sensitive 0 new experience, and may require alteration as a consequence.

Because of the special health needs ot a population, some important
drugs may be released before all questions of possible hazard have been
settled. Thus they may be released, subject to certain restrictions (Edmond-
son, 1983), for:

(1) Investigational use according to an agreed protocol;
(2) Use in approved hospitals or by specialists;
(3) Use by particular patients with certain diseases;

(4) Use by special authority or by means of prescriptions that have to be
accounted for by the prescriber.

An example of the last of these is a system introduced in the Federal
Republic of Germany in 1979, which applies to all drugs scheduled under
the International Conventions. Each doctor receives, on request, a limited
number of prescription forms which must be used when these drugs are
prescribed. They have to be accounted for and, in addition to the serial
number on each prescription, another number identifies the prescriber and
the date of issue of the form b the Health Ministry. Maximum gquantities of
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the drugs concerned which may be prescribed by the doctor are laid down 1n
regulations and the period of validity of the prescription is specified.
Prescribing of these drugs has declined by one third since the system was
instituted without any apparent change in the quality of patient care. Thus
this attempt to control the prescribing of dangerous drugs seems to have
been very successful.

A number of other countries, including Brazil, Iceland, New Zealand,
the USSR, and, in the USA, the State of California, have introduced similar
systems and have had similar success in controlling prescribing. Ut-
fortunately, in other countries, th= medical profession seems to be strongly
opposed to it. Further efforts to help the profession to understand the value
of such a system and the benefits achieved in the countries which have
adopted it are therefore needed.

A variety of other initiatives are used by governments that may be of
direct or indirect value in training. These may include:

(1) The proper labelling of pharmaceuticals;
(2) Control of advertising;

(3) Provision of patient information;

(4) Utilization audit;

(5) Reporting systems for adverse drug reactions.

These are discussed in detail in recent WiIO publications (Rexed
et al., 1984; Rootman & Hughes, 1980) and by Edmondson (1986b). An
example is given below, since it shows the value uf cooperation between he
government and professional bodies.

In many of the countries which participate in the international
collection of information on adversc reactions to ¢rugs under the auspices f
WHO, the drug control administration acts as a collecting agency, but in
others where resources cannot be atlocated to ihis service, the task can
readily be undertaken by a medical or pharmaceuti.al association. Thus, in
the Federal Republic of Germany, such information is collected by the
German Medical Association. An important part of the system is the
distribution of regular summaries of important findings to health professio
nals. In addition, advantage is taken of the opportunity for the contributing
doctor or pharmucist to learn from his or her participation. W here possible,
information relauting to reports received is communicated to the sender.
This reinforces the physician’s own commitment and encourages further
participation. An idvisory service is alsu available. This example of partici-
pation and feedback adds a self-learning dimension which is [ acking in the
majority of training schemes.

The value of the collection of information on adverse reactions n
relation to psychoactive drugs is shown by the advice given to the
international community by the German Medical Association in 1973, that
the drug tilidine was capable of pruducing addiction, this eventually led to
its being placed under international control. In the United Kingdom
(Wells, 1970), a medical practice was able to demonstrate a substantial
reduction in the piescribing of amphetamines and barbiturates following
intensive efforts to inform both doctors and patients, and this led to a very
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successful national campaign by the British Medical Association to reduce
the use of barbiturates.

Such programmes should not involve physicians .one. Adverse drug
reaction systems and other systems of post-marketing surveillance need
input from pharmacists {Adverse Drug Reactions Advisory Committee,
1982}, nurses and other community health personnel. Studies have been
reported (Pinedo-Ocamp, 1982; showing how pharmacists’ knowledge aad
attitudes have led to changes in training courses and information systems.

Control of the health professions

Some of tl.. training-related initiatives already mentioned involve cooper-
ation between the health professions and governments. There is, however,
an area of statutory respunsibility for professionals which enables govern-
ments to influence training standards and in.....tives. Thus medical councils
and similar bodies weic originally responsible only for registration and
discipline. However, in many count-ies, such as the United Kingdom, they
have had a growing influence on standards and curricula in universities.
The influence of the United Kingdom General Medical Council, in
addition, has not been limited to that country but has also extended to the
Commonwealth countries. It has also assisted in post-graduate specialist
training by its consideration of post-graduate qualifications for registration.

Medical councils tend to be composed of health professionals, legis-
lators and community representatives and can thus bring a varied experi-
ence to bear on training. In some counttries, e.g., the USA, tiiere has been a
move to make a minimum level of attendance at post-graduate courses a
requirenient for continued registration, particularly in the specialities.
Such bodies, since they work closely with the bureaucracy, can influence
the development of government initiatives and information systerns which
can assist « ‘atinuing training programmes.

A type of statutory body which is becoming more widely accepted in
the health field is the community health counc.i. Such a body has existed in
the United Kingdom since 1974, and in recent years has been o€t up in two
Australian States. In both countries, the task has been to bring together
prefessional health workers, voluntary organizations representing various
groups, and community representatives, to voice concerns and complaints
and make proposals to the district health a. thorides. While the major : le
of such bodies has been the allocation of health services within the district,
it must be recognized that the concerns voiced will also have an effect on
manpowcr development and consequently on both undergraduate training
and continuing education. Increased participation in such councils by
active health workers, and particularly by community practitioners will
increase the long-term benefit to services. Such local management of heal:h
services is not confined to developed countries, but is making an in-
creasingly important contribution in developing countries such as China
and Thailand.

Nongovernmental organizations

WHO has, since 1948, cucouraged close ieclationships with nongovern-
mental organizations, recognizing the potential value of an exchange of
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views with groups of professionals and members of the commuaity
possessing expertise and understanding 1n special areas of interest. Pecople,
as well as governments, have a vital interest in the work of the United
Nations.

Each nongoveramental organization represents a specific concern and
secks to achieve innovation in professional and community services as well
as to influence policy in many arecas of health. Cooperation with national
authorities and international organizations is an important part of this
process.

Some of these organizations have a particular interest in the proper
prescribing of psychoactive drugs and in dealing with the consequences of
drug misuse and addiction. Thes= includc associations for mental health
and for child welfare, psychiatric associations and others. Other organiz-
ations are largely professional -based, while yet others are mixed or have a
greater input from the community. These organizations are mainly com-
posed of people concerned with particular diseases and disabilities. W hile
they are primarily self help groups, supporting their members with ser-
vices and information, chey have also developed a role in policy planning
and in disseminating iaformation.

An organization which is particularly concerned with the prescribing
and use of psychoactive drugs is the International Council on Alcohol and
Addiction, with its supporting national bodies. Two of its current projects
are of special interest, and are described below.

1. The Nigerian training project in drug dependence

The aim of this project is to provide a wide selection of health personnel
with:

(a) A basic knowledge of psychoactive drugs;

(b) In-depth, specialized knowledge related to particular health occu-
pations;

(&) Specialized skills in the treatment and rehabilitation of persuns with
drug-related provicms.

The impact of the project as it progresses is being evaluated, and a core
of well trained local personnel is being developed, who, ~* the course of a
few years, will be able to continue it on their own.

Training courses have been conducted for nurses, social workers,
pharmacists, prison officers medical practitioners and psychiattists. Parti-
cipants from outside Nigeria . e now being included so that (he courses
may, with appropriate medific.tion, be introduced into neighbouring
countries.

2. The Indian pharmacy training course

This is principally designed to introducc Indian pharmacists to the prin-
ciples of drug control at the national und international level, 1t includes
discussion of the specific problems of the country and instruction in the
monitoring of trends and collection of information for policy formulation.
Participants are asked to define the rile of the pharmacist in monitoring
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drug use and preventing misuse. Some neighbouring countries are also
being involved in the course.

Norngovernmental organizations are most numerous and active in the
industrialized countries, where drug problems appear to be most serious,
but it is reasonable to suppose that the developing countries will in the
future be a major rarget for the suppliers of illicit drugs. Such organizations
are capable of promoting and strengthening local, culturally specific
initiatives, to prepare consumers of drugs in developing counfries to resist
intense marketing and promotion, and to foster an understanding of the
proper use of drugs by professional workers and by the community itself.

Consumers’ organizations

Consumers’ organizations were set up initially to protect consumers from
exploitation by conm.mercial interests. They began by examining and testing
goods and publishing the results, and also encouraged the adoption of
public policies aimed at curbing commercial abuses. LLater came a concern
with services, including those provided by professionals, such as lawyers
and dentists, and publicly run bodies, such as the post office and the health
service. In all these cases, a consumers’ organization works at three levels.
(1) Ithelps its individual members by giving them clear information which
can help them in chousing what to buy and in using services, (2) It puts the
consumers’ point of view clearly, and if necessary strongly, to the suppliers
of goods or services; (3} It tries to promote changes in public policy and
legislation that are in the interest of consumers. The esseiitial purpose
of consume:s’ organizations is to inform the consumei, but they have,
directly or indiiectly, had some influenc: on the information provided in
professional education.

Of the most important bodies, those usually knownr as consumers’
associations are concerned with the whole range of con.umer issues, among
which health constitutes only :+ minor part. A second group consists of
patients’ associations, a good example being the United Kingdom Royal
College of General Practitioners’ Patient Liaison Group, this is made up of
lay persons, wl. .e task is to make the professions aware of matters of
concern to patients and to influence the development of policy in such areas
as prescribing. Such liaison bodies provide real opportunities for increasing
understanding and for learning about prublems from a different perspec-
tive. Self-help groups are often active in dealing with particular consumer
problems affecting their members.

Recently, ;om2 local groups have been formed to tackle the specific
problem of depen..cnce on such drugs as benzcdiazepine tranqaillizers.
Members support each other in trying to do withcut the drugs and in
influencing the use of medicinss so as to avoid the development of
dependence. Such groups may be a valuable aid to community practitioners
and provide another avenue for increasing understanding.

To assist the training of doctors in the problems of drugs used .n
medicine, the United Kingdom Counsumers’ Association has, since 1962,
published the Drug and therapeutics bulletin. This frequently contains
articles on psychoactive drugs and related issues and is distributed to all
prescribing doctors in England and Wales. Regular readerskip surveys
suggest that it is both used and valued.
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In 1980, the International Organization of Consumers’ Unions spon-
sored work on the minimum information that piescribers need about
medicines (Herxheimer & Lionel, 1978} and about the information needs of
patients (Herman et al., 1978). Thi: work is still going on. Direct health
education of the consumer has also t .en undertaken.

One carly major project on psychotropic drugs was the 1972 report
Licit and illicit drugs, published by the Consumers’ Union of the USA
(Brecher, 1972). In 1979, the Mexican consumers’ organization produced a
guide to medical services and medicines which included substantial sections
on psychoactive drugs. In 1982, the Public Citizen Health Research Group
in  Washington, DC, published Stopping Valium and Ativan,
Centrax, Dalmane, Libriun, Paxipam, Restoril, Serax, Tranxene, Xanax: a
Sull account of the dangers of these tranquillizers, which became a best seller in
the USA and Canada.

In 1984, the BBC television consumer series “That’s L.fe showed two
programmes about the dangers of benzodiazepines and dependence on
them, made witk. the help of MIND, the natio1.al association for education
and research on mental illness in the United Kingdom. A leaflet prepared to
accompany and follew up the programmes was reque...d by 35 ooo viewers,
4000 of whom were professionals and counselling agencies. This very
clearly demonstrate: taat lay pe.sons involved in consumer activities can
have aninfluence on the \raining of professionals. In fact, any interested and
inquiring patient can .nake a physician 2 vare of his need to learn.

In mid-1984, the Consumers’ Association publishe:? a book listing 800
ineffective, or inappropriately or e travagantly prescribed drugs, among
them many tranquillizers, with an anelysis of the reasons why such prod cts
continue to exist and be used (Medawar, 1984).

Consumers’ organizations are voluntary and supported only by their
members’ contributions. The resources availablc for training activities,
such as those mentioned above, are therefore limited, nevertheless, pro-
fessional groups can find their involvement in the planning and review of
services a considerable help in directing training activitics.

The pharmaceutical industry

The pharmaceutical industry contributes to many of the initiatives pre-
viously described. In particular, because drug companies develop new
drugs, they are the major source of information on the safety, efficacy and
undesirable effects, including the dependence potential, of those drugs. In
order to comply with the requirements of .he world’s drug control
authorities this information must be both detailed and reliable. The
continued licensing of a drug ofien neans that the industry has to
participate in post-marketing surveillance prcgrammes, in which it needs to
involve professional medical and pharmaceutical bodies or individuals.
The information obtained in this way may be of great importance in
instructing prescribers in the safer use of psychoactive drugs. Both sides, in
fact, can learn from collaborating with one another, for example, as the
result of a recent series of studies carried out by public and voluntary
treatment agencices on the use of a new narcotic drug, buprenorphine, the
manufacturer concluded that it was not an aporopriate drug for addict
maintenarce programmes (Australian Department of Health, 1986).
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The WHO Coilaborative Study on Strategies for Extending Mental
Health Care has suggested tha. mental disorders constitute a significant
proportion of the morbidity seen in primary health care facilities in
developing countrics, but that primary health workers are often poorly
prepared to diagnose or treat these disorders (Edgell, 1983, Harding ct al.,,
1978). Developing countries have serious problems in following the
marketing and utilization of psychoactive drugs in their territory. They
need more reliable information on patterns of illness and of the utilization of
drugs in order to discover their real needs. Industry can take steps to make
such information available to health workers, particularly those involved in
training, so.that better knowledge can help in preventing drug misuse.

The pharmaceutical industry has an important role both in making
accurate information available and in assisting professional groups and
health authorities in carrying out training programmes. The Code of
Pharmaceutic-1 Marketing Practices, which was introduced by the Interna-
tional Federation of Pharmaceutical Manufacturers’ Associations in 1981,
is a first step in ensuring that promotional information is accurate, ethical
and based on scientific evidence. However, since information about drugs is
constantly being increased as experience of actual use of the drugs concer-
ned accumulates, industry needs the assistance of both the professional
bodies and of health authorities in monitoring the continuing val:dity of this
information and in keeping it up to date.

Collaboration between these groups can promote the mutual learning
process and help to overcome the cii.cism that information provided by
industry is biased because of commercial pressures. An important example
of the value of such collaboration is the campaign conducted in the United
States during 1981, when the American Medical Association took the lead
in establishing the Steering Committee on Prescription Drug Abuse. This
includes other national and state organizations of health care providers, the
Pharmaceutical Manufactarers® Assuciation, pharmacists’ associations, the
Food and Drug Administration, the Drug Enforcement Agency, treatment
agencies and other concerned groups. The basic goals were: (1) to deter-
mine the nature and extent of the prescription drug abuse problem in each
state, (2) to idenufy physicians who prescribe inappropriately and for
profit, (3, to preven. forgeries, thefts and other unlawful use of prescrip-
tions and drugs, (4) to develop cooperation with other groups in order to
teach physicians about the use of controlled drugs, (5 to inform patients
and tht public on appropriate drug use and thc hazards of abuse, and (6) to
provide advice to practising physicians on the treatment of drug abuse and
dependence.

Data on contivlled drug use have been collected in ten states and the
system has been shown to be an effective tool in identifying and controlling
the diversion of psychoactive drugs to illicit use. It has also assisted in the
more effective use of state resources. In some countries similar systems are
operated by th€ health administration, however, even in such circum-
stances, the cooperation of industry and professional groups is essential.

Reference has been made to undesirable promotional practices. It must
be recognized that not all pharmaceutical manufacturers are members of
national or international associations and may therefore not be ubliged to
comply with the Code of Pharmaceutical Markcting Practices previousiy
mentioned. In additivn, some manufacturers may have difficulty i con-
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trolling the activities of agencies in other countries, thus making it even
more important for professional ard voluntary organizations, including
consumers’ organizations, in those countries, to be vigilant and to publicize
violations of the ethical standards, particularly where drugs having depen-
dence potential are involved.

International organizations

While all tie groups which have been mentioned are able to make
contributions tc¢ training and to exert an influence in the countries or
regions in which they are operating, the experience of other countries will
still further increase the pool of available knowledge.

Several international organizations are active both in collecting and
collating information and materials suitable jor health personnel teaching
programmes, and in providing advice based on their wide experience. If it is
accepted that the training of health professionals includes increasing the
knowledge of those working in all fields of practice, including government,
then the activities carried out by the international organizations are
potentially very influential. WHO, in particular, has taken a leading role for
many years in all matters concerned wit.. drugs, as was acknowledged at the
International Conference on the Rational Use of Drugs (WHO, 1987) held
in Nairobi in November 1985. It was agreed at that Conference that WHO
should be responsible, inzer alia, for:

(1) Promoting national d. g policies;
(2) Improving information collection, analysis and dissemination;
(3) Promoting rational prescribing;

(4) Making learning materials available so as tu. mprove the training of
health workers in the rational use of drugs.

The Organization’s activities in relation to the overuse of psychoactive
drugs are influenced by its responsibilities under the International Drug
Conventions, under which it has a scientific advisory role to the United
Nations Commission on Narcotics, a topic discussed in detail in a recent
publication (Rexed et al., 1984). Reference has already been made to some
of WHO’s activities. In addition, it has held many educational seminars,
involving academics, government officers and practising health pro-
fessionals, in South America, the Western Pacific, Africa, the Caribbean
and Asia. Reports on these ser  .rs are available from the Division of
Mental Health, WHO, Geneva.

WHO alro assists Membr * States in formulating national drug policies
and promotes the concept o . model list of drugs. Since the first of these
appeared in 1977, otker lists of varying complexity have been drawn up to
meet the needs of village health centres, clinics and hespitals, and ars being
used as a guide by many developing countries. The most recent of these lists
was published in 1988 (WHO, 1988). The basic list contains alout 30
psychoactive drugs which have been wel, tried out in practice and for which
the information necessary to ensure proper use is available.

Refercnce has alrcady been made to WHO's responsibility under the
International Conventions, namely the Single Convention on Narcotic
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Drugs, 1971 (amended by the 1972 Protocol), and the Convention on
Psychotropic Substances, 1971. These set out the agreed controls on a wide
range of narcotics, hallucinogens, sedatives, anorexics and stimulants, and
other drugs having psychoactive effects and the potential to cause depen-
dence. WHO?'s principal role is to assess the benefit-risk ratio of suck drugs,
based un evidence from many sources, and to suggest whether international
controls are required and, if so, at what level.

These activities have led to a variety of publications including reports
of Expert Committees (WHO 1977, WHO 1978, and of specialist working
groups in pitblic hez * (WHO 1981), and works dealing with mental
health (Edwards & Ant, 980), pharmacology® 2 3 and therapeutic useful-
ness®. While there are no WHO publications relating specifically to
education in the field of urugs, there are some general publications on the
education of health professionals (WHO, 1979, 1980).

These activities bring WHO into ciose relationship with the United
Nations Commission on Narcotic Drugs and Division of Narcotic Drugs,
and the International Narcotics Control Board, which also have certain
responsibilities under the above-mentioned Conventions. In addition to
control as such, which is discussed in detail elsewhere (Rexed et al., 1984,
these bodies are involved in educational activities aimed at reducing the
demand for, and inappropriate use - { - sychoactive drugs. They are also
responsible under the Conventions f.  omoting the treatment, rehabili-
tation and social reintegration of drug abusers. A regular publication, the
Bulletin on narcotics, and other special publications (UN Division of
Narcotic Drugs, 1979, 1980}, contain information which can broaden the
outlook and add to the expcrience of those with responsibilities for drugs.
The Division of Narcotics also provides valuable technical training 1n its
laboratories.

A specialized agency of the United Nations in the field of educatior.,
the United Nations Educational, Scientific and Cultural Organization. is a
source of general educational methodological expertise, and has also carned
out cujtural studies of relevance to drug abuse and examined the piace of
education in its prevention. The International Labour Office has collabo-
rated with many countries in organizing rchabilitation and vocational
tiaining for drug- and alcohol-dependent persons, adding another import-
ant dimension to the understanding of the rational use of psychoactive
drugs.

Y Guidehnes for 1he Jimeal mvesugation of anxwolytic drigs. Unpublished document,
Copenhagen, WHO Regional Office fur Lurope, 19831 D Luropean Drug Guideline Scries
No. 1).

* Giadelines for the Jimeal mvestigation of hypnotie drugs. Unpublished dowument,
Copcnhagen, WHO Regional Office fur Europe, 1983 (WHO Eurupean Drug Guidehine Series
No. 2).

Y Giadelnes for the imcal mvesugation of antidepressam drugs. Unpublished document,
Copenhagen, WHO Regional Office fur Lurope, 1984 . W110 Luropean Drug Guidehine Series
No. 3).

4 Assessment of therapeutic uscfulness of psychotropie substunces. Uapubhshed WHO
documcn “MNILTAD, 84.15, 1984. Siugle wopics may be vbtained frum Divisior of Mental
Health, orld lealth Organization, 1211 Geneva 27, Switzerland.
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Conclusions

The need to continue learning throughout profess.onal life, as the pool of
knowledge and experience grows, requires special efforts on the part of
those concerned, so that advantage can be taken of all the available sources
of assistance. Governments® consumers’ organizations, the drug industry
and nongovernmental organizations of many kinds can serve as major
sources of informution and learning skills, which are particularly valuable
for health workers remote from educational centres. Their skills and
experience both aid and supplement the decisicns which must be made by
government agencies. The spectalized agencices of the United Nations are
likewise a valuable source of expert advice.

In developing countries, where the resources available to the adminis-
tration are limited, many tasks can readily be performed by professional
bodies, voluntary associations and the othur bodies which have been
mentioned. The ¢ Jperation of health professionals is then more likely to be
obtained, and there is also an opportunity for the {vedback of advice and
cducational information at a professional, rather than an administrative,
level.
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8. Sources of information

In sitnple terms the purpuse of this chapter is to discuss the sources of
information that may be helpful ir. craining health care professionals in the
appropriatc usc of psychoactive drugs. This includes the basic pharmaco-
logical data about the drugs themsclves, the knowledge acquired during the
use of the drug in practice, and numcrical data which help in interpreting
these facts or putting them in context.

The agencies that may participate in collecting relevant information
include the national drug control authority, government health agencics
and other government departments, academic and rescarch institutions,
special interest groups and volunt.ry organizations within the community,
and the pharmaceatical industry.

The national drug control authority has a clear responsibility to collect
information although, in many countries, other groups may do so on its
Schalf and may also participatc in decision-making. Information cullected,
for example, during the registration process, may be derived both from
rescarch condu.ted and experience gained in academic institutions, and
from the pharmaceutical industry.

Other bodics in the health field that collect data or whose sy stems may
be a source of useful data include treatment and rehabilitation authorities
and community health organizations, the latter having a spedial responsibil-
ity for preventive programmes and health education.

Other relevant government departraents that van provide data are the
law-enforcement gencics (pulice and customs, and their supporting scicn-
tific services, the Ministrics of Transport and Education, and government
statistical agencics, which are important as a source of basic morbidity and
mortality data. Idcally, gusernment agencies will collaborate in planning
data collection so that the various factors involved may be more casily
correlated. For example, where certain population groups exist, whether
defined by geographi.al or other criteria, it may be possible to correlate
drug utilization, morbidity, hospital admissions, or traffic accidents, for
example, in a more meaningful manner.

The registration process

The registration of a drug is an impurtant administrativ e act Jnman, 1979,.
It show: that information has been presented and cvaluated concerning the
quality, safety and efficacy of a drug and that this evidence has been
accepted as satisfactory by the drug control authority. The drug can then be
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marketed and dispensed to individuals. The information necessar  for this
purpose is substantial, consisting of data vbtained from basic research and
clinical studies conducted iy research institutes and industry, an<
represent many years of work.

The cvaluation process is made up of the three stages described
psychoactive effects possibly indicating a potential for de, .dence raoy b..
uncovered in any of them.

(1) Chemical studies. "I'he fact that a drug has a chemival structure simiiar
that of one known to have dependence potential may indicate that it. <fects
will also be similar. It is not proof of that, however, and can serve orly to
indicatc to those undertaking the study that the question ought to be
cxamined. Changing the structure u” an existing drug may buth ennarce a
beneficial effect or eliminate or reduce a harmful ore.

(2) Animal studies. These studies are routinely carried out on new drugs
and a body of information on physivlogical and pharmacological effects,
long- and short-term toxicity, and safety is built up, although th: resuiting
data ¢ not necessarily directly applicable to man. Where it seeras possible
thar a drug may have significant psychuactive effects, the laboratory
concerned may seck information on the potential for inducing behayiour
disorders or compulsiv drug-sceking behaviour, and on possible with-
drawal cffects.

(3) Clinical studies. Where a psychwactive effect in man exists, studies may
identify effects on muscle tone and movement, mental coneentratios, sleep
habits, personality changes ur other psychological effects. Real evidence,
however, is likcly to be obtained only in the later stages of the evaluation or
cven in usc after marketing, when signs of habituation or symptoms of
withdrawal are reported. It may then alsv bc found that a drug has been
diverted to the illicit murket and is being used by polydrug addicts. N,
drugs considered to have addictive potential may also undergo diicct
cxperimental assessment in known addicts. This invohes the study of such
matters as suppression of withdrawal, identification by the addict as a
“drug” in his terms, and successful substitution. Substantial doubts as to
the cethics of certain experiments of this type exist and have not yet been
resolved.

When the information desc.ibed above is used in the training process,
it must be remember~ 4 that I’ ¢ outcome of the resear:h findings may not
necessarily be the wnpuosition of strict controls or restrictions on the drug
concerned. A moderate level of control may be appropriate, together with
the provision of advice to prescribers or arrangements for follow-up.

By the time that the registration process is completed, a very substan-
tial body of knowledge about the drug concerned has been generated and
should not be allowed to vanish into the «rchives. So.ne, of course, will be
uscd in preparing packaging information, but this may nut aiways be read
carcfully cnough and must of necessity be limited in suupe, it is usually
intended to serve as an immediate source of informauon for the physician
using the drug. The preparation of sucl. packaging information is usually
regarded as part of the registration procedure and requires skill and
experience in order to ensure that tiie physidian is well informed on
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indications, dosage, possible reactions and interactions, .oxicity, a 1d so on.
This is an area where international cooperation can be useful, and enable
countries with fewer resources t. take advantage of the work undertaken by
the larger resistration authorities. It will often be necessary to compare
package inse.t information from various countries, since approved indi-
cations for the use of drugs may vary from country to country and it may be
valuable to ask way this should be so. The material from a particular
country may also include information on adverse or toxic reactions,
contraindications, or, in contrast, on optimum dosage schedules, spe :ial
advantages and useful indications, which have not yet been recognized
clsewhere. The international exchange of knowledge and experience has a
special place in the training process.

A number of countries have established national or regional centres
which act as repositories for drug inforinat.on drawn from various sources.
The drug control authorities ia the USSR use this init. -mation to prepare
detailed summarie; which are distributed to all doctors in order to assist
them in the proper clinical use of a drug.

The Australian dru,, control authorities have used the summarized
data to pregare individual drug protocols, bringing together all the inform-
ation which might be valuable to the experimental phari.acclogist, ciinical
tiialist or practising physician. These are available from tne National Drug
Intormation Service, which has “on-line” computer links with major
hospitals in each State. A doctor can obtain up-to-date information on
request. This ir.Jormation is updated as additional data comes to hand after
marketing, e.g., on adverse reactions or interactions, or new clinical trial
evidence from the manufacturer. The use of such a system a, a training
resource is subject to certain limitatious, since not all physicians will have
access to i. —indeed, they may well not appreciate its value. It is also quite
cxpensive to operate and requires substantial professional servicing,
although responsibility may b shared between collaborating internativnal
or regional centres.

In the United States, the National Institute of Mental Health and the
National Institute on Drug Abuse provide material specifically related to
the ahuse of psychoactive drugs to h.alth professionals. The available
information is reviewed by experts in the area and guidance is also provided
on the various forms of therapy for specific disordes. An important aspect
of this particular service is that information un beth pharmacotherapy and
alternative therapies is included.

Updating information afier drugs have been marketed

The updating of infurmation is important, particularly in the light of past
experience wirh psychoactive drugs {¢.g., barbiturates and amphetamines,
whose dependence pctential long rumained urrecognized. Drugs will
undoubted!. enter the market before doubts about their dependence
potential k. .« beun fully resulved, and appropriate action must be taken as
and when nicv. information becomes available.

In many countries the manufacturer has been expected to collect data,
for example, on adverse reactions for a defined period after initial market-
ing. In others, syste. - for ensuring collaburation between the drug contro!
authority and hospitals or research institut.ons, or with practising phys-
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icians, have been devised. Any such system requires the active interest and
cooperation of those involved if it is to be successful.

Voluntary monitoriiig systems

Many countries have, over the past 20 years, encouraged by the WHO
Coliaborating Cenire for International D rug Monitoring, instituted their
own voluntary reporting systems. Not all of these are administered by the
national drug control authority, some have been organized by academic
institutions and otkers by professicnal societies. The advantages of this
arrangement is that it provides resources in addition to those of the
government and also direct input into the training system, and it should
therefore be given careful consideration.

Many adverse reactions fo drugs will go unnoticed or will not be
reported and it is therefors impossible to estimate.their incidence. It may
also not be pessible with tae limited data available to do more than suspect a
possible association between a drug and a given effect, although in some
circumstances, even when only a few reports have been received, cause and
effect can be inferred. Even isolated reports contribute to the sum of clinical
experience.

The most important use of this material is in training, since it provides
a continaing commentary on the problems which are being seen as a result
of drug use. Feedback of the information received to the practising
physician is essential to promote interest and increase awareness of the need
to report adverse reactions. An example is a warning letter sent by the
Australian Drug Evaluation Committee to all doctors in October 1974
advising of mid-term abortion in women who had used the “Dalkon
Shield” IUD. Before the end of the year, reports of 67 such events had been
received, some associated with other 1UDs, and clearly ind .cating that a
problem existed.

While it is not usual to expect doctors to report drug addiction or drug
abuse through this channel, it scmetimes hzppens that they do. Thus “The
1983 adverse reaction reports from Australia illustrate this point (Austral-
ian Department of Health 1983). In that year there were 33 notifications of
“drug abuse” and 4 o1 “drug dependence™. These were. buprenorphine
hydrochloride 20, chloral hydrate 2, diazepanr , oxazepam 12, amitripty-
line 1, pethidine 1.

There is no comparative relationship between these figures, they are
simpiy reported events and there is a areat deal of chance in what is and is
not reported. The new analgesic drug, buprcnorphine, is structurally
related to morphine, and was introduced in Australia iuring late 1982. In
early studies there had been little evidence to suggest a dependence-
producing effect. However within a year of its being marketed in New
Zealand it was reported that a small numb-r of cases of dependence had
been recognizes and during 1983 the Adverse Ding Reaction Reporting
Service in Australia received 20 reports of drug dependerce in patients who
had reccived the drug—all frosn the State of Western Australia. This grew
in early 1984 to 64 and it was decided *o examine the information more
closely.

The Drug Dependence Board had collected records of drug addicts
being treated and by marrying those records of addicts reporting buprenor-
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phine use with data collected from pharmacies by the Public Health
Dcpartment, it was shown that there were more the 1 one handred persons
abusing the drug—in a Swae with only 1.3 million inhabitants. Most of
these were formerly treated for other addictions. A number had in fact
dropped out of methadone programme  becaus they had {und they could
get a satisfactory alternative drug fron: the local doctor.

The figures provided by the manufacturer show that most of the sales
weze in that one State. However with the introduction ot s.ronger controls
it that State its use has fallen dramatically, with some suggestion of
increasing use in other States. The question now for . iministrators is
whether stronger controls over the drug should be mor - generally applied.

If a group of physicians had not been aware, and had not utlized the
adverse reaction system for drawing a growing probiem to attention, then
action wouw p )t have been taker. so quickly, although it was the detailed
investigation that followed that provided firm evidence of a need for further
action to be taken against its use by addicts as an alternative drug.

This example indicates that voluntary, spontaneous reporting can lead
to more rigorous studies, which might, in another situation, lead to
rejection of such reports from practitioners, since they cannot be sub-
stantiated.

Other studies of drug use

Because of (he obvious limitations ol spontaneous reporting, various
schemes have buen introduced to follow up the possible effect of drugs
released for marketing. These are based on the prelimirary conclusions of
the evaluation yrocess when a doubtful or sus ect effect has been observed.
For example, in an animal study, a withdra..dl cffect may have becn noted
occasionaily, drug-secking behaviour may have oc:urred with a psychoac-
tive agent, o: there may have been a suggestion of tolerance in a clinical trial.
Th: proof, one way or another, must be sought during actual clinical use,
and this may take a number of years.

The possible approaches are. (1) broadly based prospective studics
under the control of the drug manufacturer, who knows where the drug is
being used, (2) pr-spective studies in .adividual hospitals, specified data
being cullected according to an agreed trial protocol on a particular drug;
(3) prospective or retrospective studies of physicians’ practices, and (4) re-
trospective “‘recorded use” studies.

<n the last of these, certain specified pharmacies record the personal
identification of patients to whom a particular drug is dispensed. It is then
possible at 2 later date to survey the patient population, cither airectly or
preferably through their doctors. This is a useful raethed but there may be
difficulties associated with privacy.

Studies of drug availability

General ind cators of the use of psychoaciive agents at national level car be
gained by siviple accounting methods. Information is availabie, for
t.ample, on imports ana exports of Jrugs, drug movements through
manufacturers, whclesalers, etc., purchases for hospitals and sales . retail
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phammacies. Many of thes data are required by the International Conven-
tions on narcotics and >sychetropics, under which signatories must pro-
duce a variety of repurts for use in international monitoring and decision-
making (Rexed et al., 1984,. The limitations of such broad data should,
however, be remembered. Data on sales, for example, or even actual
prescriptions, are not necessarily representative of drug intake by patients,
and the linkage of prescribing with illness or with populations in particular
areas is fraught with difficultics.

The example given below of how such gross utili_ation data can be
used may be helpful.

A drug monitoring system in Australia cellects and analyses inform-
ation on all drugs included in the Single Convention and some additional
drugs, which are regarded in Australia a. requiring control of a similar level
because of their addictive properties. It also includes some of the drugs
scheduled under the Convention on Psychotropic Substances, 1971.

Data are forwarded to the central unit on all imports, exports or
menufacture in Australia. Movements of drugs are recorded from the
importer, manufacturer through wholesalers to pharmacies, or to individual
doctors who might order direct. In twu States there is a local system which
takes this 2 step further by monitoring the individual prescriptions as
regards both the prescriber and the recipient.

Each Statc Health Authority receives reports at regular intervals on the
distribution of these drugs within their jurisdiction. Such reports may be of
a general nature with interstate comparisons, they may show comparisons
between postal districts within a State, or the dispensed quantities from
individual pharmacies, hospitals, etc. The analyses will al o show up any
discrepancies in the stocks and supplies at the various levels.

The consumption figures for methagualone tables aua capstles in five
inner city suburbs of a State capital city during the years 1980 an.d 1931 are
as follows:

Suburb 1980 1981
A 150125 113800
B 69 250 £7 400
C 33325 19300
D 28 375 21 100
E 25500  2125G

State Total 892675 574 200

The suburbs concerned are adjoining inner city suburbs of similar
geographical size, although their populations vary. These figures represent
total sales at pharmacy outlets in each . aburb although the patients are not
necessarily residents of the suburb conc...ed. It is clear, however, that
about 20", of the drug prescribed in the whole State was prescribed in one
suburb of its capits” :ity.

The importatica of methaqualone was banned by the Fedcral drug
authorities in June 1980 and considerdable publicity was given both to the
import decision and to the vse of methaqualone by addicts. It was, howev-r,
still possible for the drug which was already in the country to be sold un. :r
State law. One might suggest that t*.e drop in sales, both overall and in most
suburbs, reflects the increased knowledge of its dangers.
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Investigation by the State authorities of the pharmacies in the suburb
with highest sales revealed that three doctors in this ,ulurb were respon-
sible for most of the prescriptions, one was said to have prescribed in a
particular month about 15°,, of the total for rhe State, anuiher about 10%,
and the third about 17,. At the time there would have been 10 00 medical
practiticners registered in the State. There was understood to t a
flourishing black marke. «: methaqualone in this area and a med:.al
disciplinary tribunal, headed by a judge, found the three guilty of professio-
nal misconduct, since the drugs were regarded by the tribunal as being
supplied to patients on demand (Edmondson, 1935).

The law enforcement agencies

Law enforcement agencies are a source of informatiun on such topics as the
drugs «ppearing ir. illicit traffic, the volume of a particulai drug being
seized, tae demand for particular drugs, and convictions for possession,
dealing and smuaggling. However, the information from law enfoicement
files, like any other, is biased towards its primary use. It demonstrates one
aspect of a problem which must be seen in the total context.

As an illustration, law enforcement officers have in recent years
expressed concern about the growing amounts of cocaine being seized. The
data collected by the International Narcotics Control Board shows as much
as a 10-fold increase in the amounts seized by police and customs in some
countries over only a few years. These data can be contrasted with very
recent information from a major drug-dependence unit in a large city.
where the director made the following comments in relation to its work in
that city:

“*Most of the heroin and illicit drug users pass through this unit. Over the
past 2 — 3 years we have had approximately 300 ‘hard drug’ users seeking
treatment Not one has come with cccaine as the principal drug ....
While cocaine use is admitted to by the occasional herou: user it has
rarely been the major drug used ... During the past two years the unit
has had about 25 urine specimens each week examined for contamination
by street drugs. Cocaine has rarely been detected ... It is my impression
that cocaine is a2 minor and insignificant problem”.

Similai examples to the abuve can be given relating to other drugs, and
the difficulties »f reconciling law enforcement data with thuse of the health
authorities are apparent.

A most imponant point is that, until a drug .. legally designated as
addictive, it will not be of spedcial interest to the police and will not appear 1.
statistics, nor will those found in possession of it be prosecuted, since such
possession is not illegal. However, criminal activities, such as theft, may
indicate unusual demand.

The forensic laboratory is a source of information of a different kind.
Exdrnination of boay flu'ds from corps.s refer.ed to the laboratury by the
coroner, from ac.ident victims or from persois charged with certain urimes,
notably driving under the influence of drink or drugs, may reveal evidence
of drug use. However, the interpretation of the test results is not straight-
forward. When drugs are well known, the results of quantitauv e analyses of
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body fluids can be associated with varivus levels of psychopharmacological
action, physical impairment or toxicity.

While it is imporzant to monite. trends in drugs known to be abused, it
is also important to gain an understanding of the effects of newer drugs.
This is an area of research in w.!..ch cooperation between the pharmaceu-
tical industry, academic research institutions, drug registration authoritics
and government forensic laboratories is urgently necessary.

Other sources

Recora  :d data coliected in general hospitals, mental hospitals and
trcatment centres can be used to identify “drug dependence” or “drug
abuse” and provide evidence of trends in the use of particular drugs. They
may not, however, always indicate abuse itself but only a result of that
abuse. Cirrhosis of the liver or Wernicke’s encephalopathy commonly
indicate alcohol abuse, and psychotic behaviour may be associated with
amphetar. *~¢ and cannabis use. Hospital records :nay also be able to
identify secondary but serious public health risks associate 4 with drugs,
such as hepatitis {Idanpann-Heikkila & Khar, 1981; WHO, 1981). It is
tmportant, therefore, that unusual or unexpected events associated with
psychoactive drugs should be recorded so that, in the long te..n, ther abuse
potential, and the d ngers of such abuse, can be properly assessed.

Drug abuse ofi n manifests itself as acute intoxication, the patient
sometimes presenting to the emergency services as a case of self-poisoning.
Such intoxication may not, of course, be associated with dependence, but
the possibility must not be overlooked. Coma and respiratory depression
are the common manifestations of the acute toxic effects of psychoactive
drugs but there may also be psychiatric manifestations, such as toxic
psychoses, hallucinations, parancid delusions, etc. There are also minor
degrees of intoxication in w hich self-control may be lost to some extent so
tha. nyury results, this is quite apart from the major injuries associated with
traffic accidents. Emergency services must therefore be trained to probe for
information on drug use, this may be use”™ ! both in pativnt management
and in relation tc the broader issues of dri r control.

Another serious effe -t of the proliferstion of drue abuse has been the
withdrawal syrdrome in neonates—a life threatening syndrome which
needs to be recognized rapidly. More recently, awarcness has increased of
the dangers to children of the forced admiistration of drugs by addict.d or
disturbed parents, information on such administration is likely to come
the notice of the social service or (hild welfare agencies concerned with
cases of child abuse. The various agencies concerned the.efore need to
cooperate in collecting inf.rmation to con.plete the picture of a family social
problem due to drug abuse.

These and other exainples demonstrate that, to collect data on drug
abuse, an swareness of all the possible sotu ces of such data is necessary.
Indicators can do no more than indicate, but ti=ir zxamination may make it
possible to define « hypothesis, which can then be tested.

The main purpose of gathering the information described in this
chaprer is to identify tren.s in the use and abuse of psychoactive drugs.
Details 1bout specific individuals are  Yerefore not required, nevertheless,

o
Q R 77

ERIC

Aruitoxt provided by Eic:




Psychoactive Drugs

the right to privacy must always be 1:membered and respected and the
highest ethical standards of confidentiality must be observeu in all studies.

Conclusions

It is important to ensure that all agencies having a potential interest in drug
abuse are involved in the collection of relevant information and data. This
will help to:

(1) Ensure that information, once coll .ted, is available for training pur-
poses and as a reference source;

7

2) Promote collaboration between agencies, par.icularly the health, law
enforcement and community agencies, and to clarify the significance of
the data collected and their interrelations;

(3) P.omote awareness in health and community groups of the ““indicators”
of new problems and trends in drug abuse;

(4) Promote the collection and use of informatioa whilst preservirg in-
dividual privacy; and

(5) Increase the practical use of the information collected.

There is no point in collecting any information simply for its own sake.
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9. Information dissemination

As emphasized in previous chapters, the misuse of psychoactive drugs is a
lzrge and steadily increasing problem in many areas of the world. The
Frevention, or a least limitation, of drug-related hz;m is becoming a high
priority even in countries which, until recently, had relatively low levels of
psychoactive drug use and misuse. In order to adopt a rational and effective
approach to drug problems, it is essential that all those concern=d with this
subject should have access to accurate and up-to-date information. “Drug
education” is frequently identified as an indispensible and potentially
powerful weapon in the armoury of drug misuse prevention. In this
chapter, some of the possible methods of disseminating information about
drug use and misuse are considered, with particular reference to health care
professionals.

What can information and eduration achieve?

In view of the many reasons for drug-related harm, a realistic appraical is
required of what may be achieved by disseminating information. It 1s
commonplace for discussions cbout drug misuse to conclude that “the
answer’”’; or at least an important potential solution, is education. This view
is based on the assumption that, if people are. given “the facts™ about dru.,s,
they will then behave in a more rational .and safer manner in relation to
them. This is sometimes, but not always, true. Education by itself is not a
panacea. It i unreasonable to expect the dissemination of information by
itself to counteract al! the influences causing people to use or misuse drugs.
Many drug-related problems arise for purely irrational reasons and some-
times invoive people, such as pharmacists doctors or nurses, who know a
great deal about the effects and potential dange. s of the substances they are
raking. It is important not to expect tco much of education. On the other
hand, there are obvivuc advantages in ensuring that health care workers and
others who are involved with drug prescribing and drug problems should
be as well informed as possible. Only if such informaiion is widely
disseminated will peo;. le be adequately equipped to avoid or to respond to
drug problems. For xample, if an attractively marketed new drug has
adverse side-effects, this should be made known as widely as possible so that
safcr altcrnatives can be adopted. If overprescribing is leading to depen-
dence or 1o a “grey market™, in which drugs are passed on to other users,
information may be an effective first step in the control ur elimination of an
avoidable problem. .

n =~
\‘l U l_j'. 79

RIC

Aruitoxt provided by Eic:




Psychoactive Drugs

The dissemination of inform--ion may influence knowledge, attitudes
or behaviour. Available evidence suggests that behavioural change is the
hardest of these three goals to attain.

A recent review has raised a number of thought-provoking and
important theoretical and practical issues with regard to health education
Rose, 1985). Thus it was pointed out that a strategy directed towards
“sick™ or “high-risk” individuals may be irrelevant ac far as the geneial
population is concerned. This is the so-called prezcntive paradox. Rose
elaborated this paradox as foliows:

“This has been the history of public health—of immunization, the
wearing of seat-belts and now the zttempt *3 change various life-style
characteristics. Of enormous potential importance to the population as a
whole, these measures offer very little—particularly in the short-term—
to each individual, and thus there is a poor mouvation of the suvject. We
should not be surprised that health education tends to be relatively
ineffective for inJividuals and in the short-term. Mostly people act for
substantial and immediate rewards, and thc¢ inedical motivation for
health educatior is inherently weak. Their health next year is not likely
to be much better if they accept our advice or if they reject i*. Much more
powerf1l as motivators for health education are the social rewards of
enhanced self- esteem and social approval.”

This should not be interpreted as implying that drug education is
useless. On the contrary, it is eminently worthwhile, but needs .o be
regzrded as only one approach to the control of p' jchoactive drug use. In
the past, “‘education’ has frequently been confused with propaganda or
even with advertising. In relation to drugs, these are still frequently
confu.ed. This is not surprising in view of the many powerful vested
interests involved, including the drug producers, politicians, health care
workers and drug users. Drug education needs to be devised and implemen-
ted with five key questions in mind:

(1) To which specific problems does it relate”

(2) At which people is it directed?

(3) What are its precise objectives?

(4) Which methods are the most appropriate to achieve these objectives?

(s) Tec what extent are these objectives achieved?

Targefs of dri'g education

Information about psychoac.dve drugs may be directed at several quice
distinct groups of people, as briefly discussed below.

The general population

Strangely enough, the general population is sometimes overlovked. Drug
prescribing patterns are no. determined solely by the pharmaccutical
industry aad by health care professionals, the community as a whole is, in
fact, one of the most powerful influences un prescribing. Social attitudes to
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the merits of drugs or of alternatives to drugs (tuch as counsclling) are of
great importance. If it is a commonplace social e<pectation that health care
professionals will inevitably prescribe drugs, it raay be difficult for them to
efrain from doing so. Conversely, social attitudes may be influenced by
information about the limitations and potential dangers of drugs. It appears
that public opinion in the USA, Canada and Europe has become more
critical about the prescribing of drugs. Recreational drug use is also
influenced by community attitudes. It must be noted here that, whenever an
activity is unusual, illegal or “deviant™, as some types of drug use are, the
minority who indulge in such practices may reject messages emanating
from “conventional™, “‘establ.shment™ sources, such as health departments
or researchers. Somstimes such “anti-drug™ campaigns may even be
countergrroductive.

The drug manufacturers

Drug manufacturers should, ideally, be a major source, if not the major
source, of technical information about their products. A huge amount of
such information is indeed produced and disseminated by the pharma-
ceutical industry. Even so, once a drug is in u -, the industry needs to be
kept informed of problems which may not become apparent when a drug 15
being tested or before it has been in use for some time. In the past, several
extremely promising drugs, e.g., hervin, barbiturates, amphetamines and
benzodiazepines, have all been found to give rise to problems whica were
not evident when they were first introaaced.

Health care professionals

The most obvious target groups for drug information are those whose
responsibility it is to prescribe psychoactive drugs and who provide health
care to people with drug-related preblems. These include doctors, nurses,
social workers, clinical psychologists, counsellors and many other pro-
fessionals or voluntary workers, most of whom will have extremely imited
access to specialist drug training or to authoritative drug information. It
must be remembered that unly a small minority of health care professionals
have cithsr the vpportunity or irnclination to read specialist or technical
journals or books. Very often the only literature widely availabie to such
workers i$ in the form of drug advertising. This should, of course, be
dependable and truthful. It is designed, however, to stress the benefits of
the product and ultimately to increase its sales. Such information needs to
be balanced by “objective’ and independently produced materiz.. As well
as being appropriate recipients of drug information, those in the health care
professions are also a rich source of such infc aatiun. They are in a unique
position to discuss and to highlight issues relating to the prescribing,
benefits and limitations of psychoactive drugs. As such, they are a source of
information which needs to be exploited to the full.

Policy makers

Drug comprnies are often « ..remely powerful and very persuasive. Like
any other group of manufacturers, they nced to be subject to certain
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contrals in order to protect the consumers of their products. This does nct
mean that the drug industry is “bad™. On the contrary, it is a source of great
benefit to the human race. In spite of this, however, many drugs may be
misused or are potentially dangerous. Stringent rules are¢ necded to
minimize the risks and to ensure that tragedies, like that involving thal-
idomide, never occur again. ""his type of control requires both st.ong
political commitment and good international cooperation. All countries
should strive to enforce the highest standards, so that a drug decmed
“unsafe’ in one country is not aliowed to slip in elsewhere. It has recently
been reported, for example, that multinational tobacco companies have
responded to increased sales resistance to “high tar™ cigarettes in in-
dustrialized countries by “dumping’ them in developing countries in
which consumers are less aware of the dangers (Taylor, 1984). Such
behaviour caa only be checked cither by educating and mobilizing the
public or, more simply, by legislative controls, the latter must be based or:
the fullest possivle information, so that politicians, civil servants and other
policy makers are important and legitimate targets for drug information.

Patients

Thosc to whom drugs are prescribed very often have little idea either of the
chemistry or potential side-effects of the substance that they are taking.
Doctors should therefore explain to patients as fully as possible the
advantages and possible problems assuciated with any drug that is pre-
scribed for them. This does not mean a long lecture or a mass of technical
details. Simple guidr lines are sufficient—essentially a few basic “dos’ and
“don’ts” relating to safe dosages and appropriate use. For example, people
taking drugs such as barbiturates or beuzodiazepines shuuld be advised not
to drivz while under their effects and should be warned about the additive
effect of alcohol.

Patients should be given the opporwunity to discuss the drugs they
receive. Equally important, health care workers should periudically take the
time to ask patients whether they are experiencing any adverse side-effects
or arc becoming drug-dependent. Ideally, additional corroborating cvi-
dence should also be sought from dlose relatives or friends of the patient,
though this may often not be fecasible.

If possible simple, attractive leaflets and posters may be used to
publicize basic guidelines, for example, the merits of #ot using drugs during
pregnancy. This would be very expensive to do on the large scale. Printed
information is, of course, only useful for those able to read it.

Some drug misusers come to the attention of health care workers as the
result of accidents and overduses. While some of them may be resistant to
either information, advice ur offers of help, ot” z2rs will welcome it and may
be encouraged to seek assistance to overcome their drug-related problems.
Even drug users who ao not themselves respond to advice and i..formation
may have close relatives or friends who will. Such people are also the
“victims™ of drug misuse and may need all the information and support that
can be provided.
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Methods of disseminating information

In this chapter, some of the gencral issues related to the dissemination of
information about psychoactive drugs has been reviewed. The actiology of
drug misuse, the varied nature of drug problems, the likely results of
cducation and some of the appropriate “target groups’ have been briefly
discussed. It must again be emphasized that drug information should be
disseminated as cconomically as possible. The five '.cy questions (subject,
target group, aims, methods and evaluation; should influence the strategy
or strategics to be adopted. It is important to clarify precisely why
information is being disseminated before embarking upon a venture which
may be both time-consuming and cxpensive. In the past, far too many
health education campaigns have been mounted with little sense of purpose
and even less concern about how their effectiveness can be cvaluated,

Information about psychoactive drugs may be imparted through a
varicty of media, including scientific journals, professional magazines,
conferences, lectures and seminars, booklets, posters and leaflets. text-
books, audio and video cassettes, the mass media—newspapers, popular
magazines, radio and television—drug industry bulletins, and mandatory
reporting sysiems. A brief appraisal of thesc and other pussible msihods off
disseminating information is all that is possible here.

Scientific journals

The most authoritative source of scientific information 1s contained in
specialist ;. :rnals, which present carefully marshalled and often indepen-
dently refereed rescarch findings and discussions for the judgement of
fellow scientists or specialists. Journals vary a great deal, some being able to
publish information about topical issues without mue  deiay while others
have a long waiting list of papers w hich may take tvo years or even longer o
appear in print. The main limitation of journals is that they do not, by
themselves, recach a wide audience but are invariably read only by a minority
of health care professionals. Many important journal articles are never
translated into languages other than those in which they are published and
m.ny arc never picked up by the mass media and so remain relatively
obscure. Joarnals are expensive and many are seldem read outside univers-
ity libraries or major urban centres.

Popular science magazines

While the “serious scientific™ journals are not widely read, some popular
science magazines and newspapers reach a considerable audience and are
excellent channcl, for disseminating topical drug irformation .o those in
the health and social services who may neither have access to nor the
inclination to read scientific journals. The type of material presented in
such publications differs from that contained in journals, and a less
academic and more journalistic style is usually preferred. Most important
drug issues £an be discussed in lay language and journaists are invariably
very inte:ested in drug-related stories. The main limitations of such
magazines is that their circulation is extremely restricted in developing
countries.
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Conferences, lectures and seminars

As noted above, scientific journals only reach a small audience and some do
not present genuinely “new ™ information because of the delay between the
writing of a paper and its publication. An invaluable means of disser nating
drug information is provided by mectings of people interested in di.g
issues. Such meetings may take several forms, including formal lectures or
teaching sessions, vonfereaces, seminars and symposia. Face-to-face con-
tact permits discusoion and interaction, reading  journal or a magazine dues
not. The organization of mectings enables information to be presented and
discussed in a flexible manner related to the needs of the participants,
“experts’ and “novices™ alike. During such meetings, it is important that
information should not simply be presented, it must also be criticized and
discussed. This applies not unly to conferences, but also to formal lectures
to students or to other groups of people.

Mcetings may be o.ganized in an almost limitless variety of forms.
Health care workers from a region or a country may meet together for a
week to consides and discuss issues of mutual interesi. International
conferences enable researchers, clinicians and others to compare experi-
enees. Village meetings may enable community populations to review local
problems, su_l as prescribed drug use or public drunkeiness. Meetings
must be properly prepared and planned, have dear objectives, and cater for
the needs of specific groups (e.g., nurses, parents).

Careful consideration should be given to the aucience for whum a
meeting is intended, e.g., a specialist group or the general public. Some
conferences fail to - “tisfy their participants because they are poorly
organized or because ey cater for too keterogencous an audience. Small
meetings intended for specific groups are advisable, since they are logis-
tically casy to arrange and provide more vpportunity for the participants to
be actively involved. The fundamental rule in the organization of meetings
is that their contents and programmes should be relevant to thuse who wils
attend them. In addition, information should be preseated as attractively,
Or a5 entertainingly as possible. All distinguished scientists and rescarchers
are not necessarily also good communicdtors or *“confer :nee performers™,
and many people become bored by having to sit through lengthy lectures or
4 long serics of presentations. Time should always be allo ved for people to
relax and to meet informadly. Most conferences are .i.emorable and valuable
not su much for their formal content as for the upportunity to mect and talk
to other people. This vpportunity is of particular value for those who
usually work in isolation from their peers.

Booklets, posters and leaflets

Onc of the Cheapest and me Lt efficient ways of disseminating information 1s
by means of booklets, posters or leaflets. These include the prescribing
advice leaflets accompany ing new drugs and pr..duced by the monufacturer,
booklets for doctors and nurses, wad posters displayed in the ocal health
cenrre or on roadsic' * hoardings. Su.h information is more likely to be read
than length, or highly t»chnical material. Many people in the health and
social services do not have the time, money or motivation to read journals
and maguzines or to attend even short loeal lectures and conferences.
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Attractiv e booklets or leaflets may be circulated relatively cheaply to large
numbers of such people, and to others, such as the general public, or specific
groups, such as youth leaders and pharmacists. Material of this type may
fruitfully provide factual information about the effects of drugs, possible
dangers and services to help those with drug problems.

As already noted, the prinied wo d is meaningful only to those who can
read. In countries or in areas where @ high proportion of the population is
illiterate, printed material and even simple poasters, are of little use, and
audio and video wassettes (see below ), should be used instead. In addition, in
countries in which several languages are spoken and, more important, . cad,
separate versions of each booklet, leaflet or poster will be required for cach
language group.

The impact of such brief forms of communication is ofter. oy difficult
to assess. Many health care professionals are perpets-lly deluged with
technical information about drugs, much ot it in the form of 2) sy and
seductive advertising. Most of it goes unread and unheeded.

Textbooks

As alrcady noted, much of the technical information abut drugs and drug
isstie s is contained in esoteric specialist journals to which the overw helming
majority of health care professionals have at best only limited access.
‘Textbuoks play an invaluable role in bringing tugether and summaiizing a
considerable amount of information not vtherwise widely available because
it remains in journals. Such books nced to be revised and updated at regular
intervals. They also need to be as cheap as possible if they are to be within
the means of the many people who could benefit fiom their contents.

At present many textbooks are badly out of dace, few are particularly
cheap and few are related to the spedial needs of develoning countries.
Several books exist which offer an exhaustive source of reference inforim-
ation (e.g., Con ct al., 1983), while others relate specifically to alcohol,
tobaceo or w illicit drugs. Very few have been concerned with drug use and
misuse in different cultural settings (e.g., Edwards et al., 1983, and fewer
still with the problems caused by prescribed psycnoactive drugs e.g.,
Marks, 1978).

Textbooks will remain beyond the reach of many people for reasons of
availability, language, literacy and price. Those who do have aceess to them
may beeome better informed as a result. This does not, however, neces-
sarily mean that their professional or personal condudt in relation to
psychoactive drugs will be altered or “improved”.

Audio and video casseties

Drug info.mation may be presented and disseminated very attractively
through recozdings on audio and video wassettes. Both can impart inform-
ation even when ti.c reaipients are illiterate, Against this, video casseties, in
particular, are expensive and require both clectricity and appropriate
equipment before they can be shown. Audio cassettes are much cheaper and
may be played on relatively cheap portable machines. Both dudio and video
cassettes have the advantage that they can be mass produced and widely
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distributed. Many countries are too large for it to be possible for the limited
number of “drug eaperts™ or available specialist teachers to meet more than
a handful of health care workers face to face. Audio and video recordings
enable the new information gencrated in centres of scientific excellence,
which are usually located in cities, to be widely circulated, even in rural
areas. Such aids are useful udjuncts to face-to-face teaching and may serve to
enhance or to stimulate discussions among health care professionals,
students and other groups of people. They are seldom sufficient in
themselves, since they cannot take the place of debate and discussion.

The mass media

By far the cheapest way of imparting information to large numbers of
people is through the mass media. Drug issues are newsworthy and can
often be given extensive coverage completely free of charge by radio,
television, newspapers and magazines. Such coverage ranges from short
items highlighting specific issues {e.g., drug uvse during pregnancy) to
detailed reviews in lengthy articles or documentaries. Such publicity can be
very persuasive and influential, but needs to be tempered with restraint.
Very often media coverage of drug issues sensationalizes or trivializes them,
usually with the aim of increasing circulation rather than deliberately to
mislead, though it may do sc accidentally. “Drugs™ are potentially sensa-
tional subjects and arouse >trong emotions. It is eas: , therefore, for drug-
related problems to be exaggerated and for the med.a to create unhelpful
my ths, stereotypes and scapegoats. Drug problems may become inflated
into “moral panics’™ which do little to facilitate responsible debate and
constructive responses. Nevertheless, health care workers and drug pro-
fessiopals should use the media. People, including journalists, have the
right to be given accurate information. They a}.o have a responsibility to
use it with proper restraint. The mediaare important, not only in relation to
the news that they present, but also in relation to the picture of drug use that
they emphasize. The use of alcohol, tobacco, and both prescribed and illicit
drugs, as portrayed in plays and films as well as in popular novels and
magazines, helps to create, reinforce and condone drug use and thereby to
influence social norms. Very little thought has been given to the impact of
the media on drug use. As with drug advertising, the effects may not
necessarily be immediately obvions but they exist nevertheless.

Drug industry bulletins

As already noted, a vast amount of invaluable information is made available
by the pharmaceutical industry through the medium not only of leaflets and
reviews, but also of its trained specialists, who are often prepared to travel
and to discuss the advantages and problems of their companies’ drugs. The
industry is a useful ally in the dissemination of factual information.
Drug manufacturers may also give financial or logistic support to other
ventures, such as conferences and the production of videos. The interests of
drug manufacturers and health care professionals are often completely
identical, but they may sometimes diverge, since manufacturers have a
strong vested interest in sclling their products and in maximizing their
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profits. Accordingly, information produced by the industry should be
carefully appraised and, if pussible, supplemented by whatever “indepen-
dent” evidence is available.

Mandatory reporting systems

Every country needs sume form of ultimate *"watchdog™ over drug-related
problems. The nightmare of the effects of thalidomide and increasing
awareness of other iatrogenic drug problems serve as forceful reasons why
good reporting systems of the adverse effects of drugs are so very important.
Evidence of such adverse effects must be actively sought and rapidly passed
on by some mechanism that is both readily accessible and familiar. The
system should seek information not only from health care workers but also
from those receiving drugs, whether on prescription or not. An excellent
review of drug abuse reporting systems has already been published by
WHO (Rootman & Hughes, 1980), though this is mainly concerned with
illicit drugs. Reporting systems are useful only to the extent that they lead to
action aimed at minimizing drug misuse. 7 his is something that depends on
both health workers and politicians.

Conclusions

“Education™ is defined by the Concise Oxford Dictionary as “systematic
instruction™. In the field of drug use, this is probably an unattainable ideal
for most people. Nevertheless, the dissemination of information is an
essential strategy in the efforts to minimize drug-related harm associated
not only with prescribed drugs but also with those that are used nonmedi-
cally. Informaticn is invaluable, but needs to be disseminated carefully,
purposefully and with due regard to what may realistically be achieved.
Sometimes this is extremely limited, as in the case of campaigns aimed at
deterring young people from misusing alcohol or illegal drugs.

If drug information is t. be circulated as widely as possible, a variety of
strategics must be used, some of which have been briefly discussed in this
chapter. The main issue is whether or not such efforts produce tangible
results. This is the subject of the next chapter.
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10. Assessing the effectiveness of
interventions

The reasons why evaluation is necessary are worth stating, since it should
be judged by its usefulness rather than by its methodological ngour. Since
improvement presupposcs change, it is the function of evaluation to provide
objective assessments of what has changed, how much has changed, how the
change has been achieved and what its \anticipated and unanticipated,
effects have been. Other, more actailed, questions, such as how long the
change has lasted and the cost of the effort required to sustain it, arc
includ=d in these wider categories. In the longer term, of course, interyen-
tions ' re tested, not so much to provide retrospective judgements as to
wstablish the basis for the planning of improved interventions in the future.
Good evaluation therefore forms part of a continuing process of planning,
delivery and re-evaluation.

Levels of evaluation

It is worth distinguishing between a number of different levels at which
effectiveness can be tested. The simpleot relates only to whether partici-
pants subjectively rate a particular experience as being of value to them.
While it is clearly not sufficient, for most purpuses, simply to ask people
whether they enjoyed themselves, or whether they found a particular event
useful, it is possible to gather impressions about the responsc of an audience
to different aspects of the varivus components of an event. It can be argued
that people are more likely to learn if they are favourably disposed towards
what they are being taught, and that such a subjective assessment is
therefore a relevant first step in evaluation. Similarly, peer review can
contribute to this preliminary stage of evaluation.

That itis only a first step is, however, important to recognize, It faiis to
measure many of the important variables which might usefully contribute
to subsequent programme improvement. Two linked, though distinct,
concepts which are also relevant are efficiency and cost-cffectiveness, The
first can best be measured by means of process evaluation, where the roles of
various participants are analysed and thcir interactions monitored in order
to determine how well an attempt to gencratc improvements worked in
terms of its operational functions.
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Cost-effectiveness is a rather different concept. It involves greater
attention to comparabili.y, both with other similar programmes and also
with some more or less arbitrary standard of what the outlay should be in
terms of funding, man-hours, or transfer of resources; in order to achieve a
stated outcome. It relies, therefore, on process evaluation, as well as vther
muore objective assessments of the inputs which have been made, but also
requires a clear understanding of what the outcome is.

To achieve this, an analysis of impact is also necessary. Indeed, there
are those who wonld argue that this is the only really important measure of
the cffectiveness of an intervenion. Since, for example, the purpose of an
education or training programme is tv increase know ledge, change attitudes
or behaviouvr, or improve skills, the only way to find out whether the
programme wa: worth undertaking is to measure the extent of these
changes and to compare them with any that have occurred naturally in a
control group. This, however, like the other levels of evaluation described
above, is not necessarily as simple as it sounds. Later in this chapter an
attempt will be made to indicate how sume aspects of effectiv e planning can
actively contribute to more useful evaluation.

In this, as so often happens, the comprehensiveness of the data is
determined, at least in part, by the cfiort devoted to gathering them, which
is in turn influenced by the priority given to evaluation, as reflected in
programme budgets. Monitoring effectiver.  as part of direct operativnal
feed-back clearly makes fewer demands evaluation as a specific
component of a programme, and to which a .nown percentage of total
programme funds is specifically allocated.

In the remainder of this chapter, issucs are considered which are, as far
as possible, relevant to each of the various levels. After a discussion of
improved planning, sume methodological questions relating to evaluation
will be addressed. Inorder to give substance to the points being made, some
examples will be drawn from training programmes in this and in another
connected area (that of medical education on alcohol-related prob-
lems). Finally, there will be some discussion of how best to utilize the
results of evaluation, so that real improvements can be m.de and old
mistakes are not repeated in the future.

Planning for evaluation

Knowledge, attitudes and behaviour

Evaluation begins when an intenention is being planned, not after it has
been completed. Various aspects of planning, if taken into account from the
outset, make it more likely that useful and valid evaluative data will be
generated. The first of these is the realization that learning is not necessarily
logical.

Many programmes of education and training, both in health and in
other sectors, are still based on the assumption that there is a direct cause-
and-cffect relationship between increasing knowledge, changing attitudes
and imparting new skills. Whilst all three are relevant to the subject of this
publication, the links berween them are far from being as straightforward
and logical as has sometimes been assumed. It is (lear from many arcas of
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professional education that few difficultics are encountered 1n using train-
ing opportunities to increase knowledge. While information may not always
be as efficiently transferred as might be desired, training rarely, if cver,
leads to an actual reduction in know ledge, except where inaccurate inform-
ation is being communicated.

In some cases, negative attitudes may constitute a barrier to learning,
but it is not necessarily true that attitude change must precede behaviour
~hange. Indeed, it is sometimes the case that the process of learning a new
skill and the behaviour changes which accompany that process can pave the
way for subsequent attitudinal changes. The work of Ajzen & Fishbein
(1977) on attitude-behaviour relationships led them to conclude that “a
person’s attitude has a consistently strong relation with his or her behaviour
when it is directed at the same target and when it involves the same action””.
Thus, in planning an intervention, if both the target and the action are
defined, an evaluative design can be produced capable of providing specific
but comparable data on changes in both attitudes and behaviour.

Aims and objectives

One issue that has a direct bearing on assessing whether or not any
particular programme is likely to achieve its objectives is, ¢. course, the
extent to which those objectives have been specified in the first place. In this
context, a strong case can be made for setting clear, but limited objectives.
In part, this is because the achievement of a vaguely expressed or ex-
cessively general aim such as “promoting better prescribing prac-
tices™, cannot by its nature be easily evaluated, since the aim itself leaves
too many questions unanswered, c.g., “Better than what?”’ and *‘Better by
what criteria?”* In addition, it is likely that, where a clearer but more limited
objective (such as, for «xample “to make physicians aware of the depen-
dence potential of drug X and to encourage them to prescribe it only fo
limited periods™) has been selected, greater care will be exercised in
ensuring that the actual form of the programme s delivered is consistent
with that objective.

Often, indeed, it is helpful to define one overall objective which can
ercompass a number of mq re specific ones. Thus, the aitainment of each of
the latter can be_seen as contributing towards that of the overall objective,
even if that might itself be more difficult to evaluate. Confusion ¢ver
terminology can cause difficulty in this area, since some authors use the
term ““goal” to refer to the overall objective and “target” to refer to the
more specific ones. What is more important than the terminulogy, howeser,
is that the specific bjectives should be consistent with the overall one, so
that cach provides a valid basis for measuring effectiveness.

Coupled with specificity comes the notion of pragmatism. If, indeed,
an attempt is being made to encourage particular changes in behavioui,
then it is not sufficient for the desired changes just to be clearly specified,
the instructions on how to achieve the changes musi also be explicit and
accessible to the target audience. Knowledge, even relevant knowledge,
does not carry with it the instructions on how it can be applied.

This point is one of the most important ones made in the review by
Gatherer ct al. (1979) of effectiveness in health education. The authors also
stress that the characteristics of the target group towards whom the
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programme is directed must be consistent with both its aims and the
instructions on how to implement it. Thus there would be little point, other
than to promote liberal education in its vaguest sense, in offering a
programme on prescribing practices to those not licensed to prescribe
drugs. This is of particular relevance when considering the needs of new
and potentially indifferent target audiences, e.g., those well satisfied with
their existing prescribing practices.

Attention and participation

Gaining the attention of the target audience is clearly necessary if they are to
participate in the process of change. Broadly speaking, there are three
distinct areas in which the appropriateness of the material for its intended
target audience requires careful review during the planning stages. The first
of these—the actual content of the material—has already been mentioned.
It is worth emphasizing, however, that appropriateness of content goes
beyond mere relevance. This is, of course, an essential requirement, since
material perceived as irrelevant is unlikely to receive attention, but even
relevant material can appear not worthy of much attention unless care has
been taken to ensure that it is expressed in terms which are themselves
acceptable to the target audience.

Then the expectations of the target audience regarding the information
which they are receiving also call for review during the planning stage. Like
everything else, training programmes exist within a variety of contexts, the
subject of prescribing practices, for example, exists within the context of the
individual’s own prescribing behaviour, previous experience of medical
cducation and other educational experiences unrelated to professional
training.

Finally, the identity of the person responsible for delivering the
programme is also worthy of attention. It should not be assumed, for
example, that 2n expert in pharmacology is necessarily the best person to
undertake this task. Extensive knowledge of the technical information
is no. in itself any guarantee of the ability to engage the attention of poten-
tially resistant practitioners. Communication skills may be just as import-
ant.

Communication and reinforcement

In the planning process so far described in this chapter, a message has been
carefully formulated that will achieve a specific aim by practical ineans and
is designed for a specific target audience. Both the content of that message
and the means of communication likely to maximize the attention paid to it
have been considered. The question that remains, therefure, is how to
increase the chances that, after the message has been received and under-
stood, it will actually result in the desired change in behaviour. In general
terms, this can be related to the extent to which the audience finds the
message acceptable. To be acceptable, it must be concise, since it will then
be clear; any ambiguities will be explicit rather than concealed and its
chances of being retained in something like the desired form will be
enhanced. Tuie more diffuse the message, the more likely it is that it will
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become entangled in other knowledge and value systems, which will vary
from individual to individual.

Well designed programmes can increase motit ation by stimulating the
involvement of the audience in the process of change. The place of
cntertainment within education and training has tended to be minimized
becausc of the important part played by the puritan ethic in the develop-
ment of cducational theory in the nincteenth century. Equally, however, 1t
is shortsighted to assumec that, just because information is transmitted, 1t 1s
received, or that, once received, it is stored. Doctors, in particular, are
subjected to a vast daily bombardment of information and advice. Very
cfficient screening mechanisms protect the individual from such an inform-
ation overload. If an intervention is to penctrate those screens, more 1s
required than merely a good aim. Nothing succeeds like reinforcement.

Repetition is one component of reinforcement, others relare to the
extent to which what has been learned is scen to be useful and relevant to
actual clinical practice. In part, this can be addressed through good
planning, supplemented by the establishment of some mechanism for
continuing contact after the intervention. What form such contact should
take will vary considerably, depending on other factors, but it should at
least provide an opportunity for an exchange of experience.

Methodological problems

Some methodological problems relating to the design and', more particu-
larly, the implementation of evaluaiion cannot be solved by means of a set of
simple guidelines, since different programmes have different objectives
and involve quite different expericnces. Neyertheless, these questions must
be answered to the satisfaction of those responsible for the prograrame
concerncd.

The first relates to timing. Clearly, the programme should be preceded
by a pre-test and should be follow .d by a post-test. While it is generally not
difficult to arrange the former to coincide with the beginning of the
programme, the latter poses some difficulties. If the post-test is adminis-
tered immediately after the programme, it is then difficult to know whether
any of the changes it reveals are likely to persist. If, on the other hand, too
long a period of time is allowed to elapse, it may not be possible to regain
contact with all those who participated. Equally, so many intervening
variables may have emerged that it may not be possible to ascribe particular
changes to the programme as such.

Many cyaluators therefore recommend a pre-test immediately before
the intervention, a post-test immediately afterwards, and a post-post-test at
some convenient time (say. 6 mouths) after that. All of which presupposes,
of coursc, a substantial commitment to evaluation, particularly if it is
coupled with the process evaluation of efficiency and cost-effectiveness
suggested carlier in this chapter.

A second major question is that of the optimum size and composition of
the sample. Whilc a total sample will no doubt be possible if, for example, a
pilot course for ten general practitioners is being evaluated, an entirely
different approach will be required for a national campaign designed to
rcach all thosc licensed to prescribe drugs in a country. Tt is likely, as is so
often the case, that the size of the evaluation budget will determine what 15
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and is not possible. This is, however, a cticken and cgg situation. If the
budget is so small that the sample is not of adequate size and no valid
conclusions can be drawn, then 1t is scarcely worth the effort to undertake
the evaluation. In other words, the size and composition of the sample
should be taken "nto account during the budgetary phase of the planning
process.

The third question is that of control or comparison groups. Here it is
worth remembering that the purpose of the exerdise is to improve prescrib-
ing practices, not to give professional evaluators vpportunities for writing
papers for educational journals. In other words, while su.ae standard of
«.omparison is undoubtedly necessary, the strictest scientific standards may
be mappropnatc for an exercise of this nature. The purpose of the
comparison group—to provide information on those who did not receive
the intervention—uan usually be met without matcung every individual for
age, sex and colour of eyes.

The final question is. Who is best qualified to undertake the evalu-
ation? Here again, a balance must be sought between rigour and contvenie-
nce. The results of the evaluation must be as objective as possible. Often,
however, the cost of engaging professionals from another institution to
undertake the cvaluation will be disproportionate to the cost of the actual
interventions. IFor many purposes, the calling in of a consultant from an
outside body to work with those underwaking the programme, and attempt-
ing to evaluate it, may prove sufficient. If s0, then sume measure of the
independence of that consultant will be an important aspect of the evalu-
ation process itself.

Examples from alcohol education

Some of these themes can be illustrated by briefly reviewing ten studies of
the related problem of alcohol education in the medical curriculum, since
sume important lessons can be learned from it. Of the ten studies reviewed,
nine were undertaken in the United States of America and one in the United
Kingdom. The nine American studies were all concerned with alcohol
education in the undergraduate curriculum (during the first 3 years of
medical school) or during the period of psychiatric residency. The one
United Kingdom study looked at the response of general practitioners to a
multidisciplinary training course.

The view that a wholly or largely cognitive approach to alcohol
education in the medical curriculum is unlikely to achieve optimum impact
is supported by the authors of these studies. Indeed, one study recom-
mends a “bespoke’™ approach to this educational problem rather than the
current “off-the-peg™ sty le of curriculum development. “Concentrating on
imparting information about alcoholism™, suggested Fisher ct al. (1976,
“with the implicit assumption that greater knowledge will lead to better
attitudes, may not be sufficient to alter attitudes favourably. Instead, the
probability of attitudinal change might be enhanced hy surveying attitudes
priur to training and then designing the curriculum around the focal issues
that require modification.”

That factual information is currently being communicated or, at least,
that doctors believe themscives to have sufficient knowledge to be able to
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undertake treatment, is supported by the United Kingdom study (Cart-
wright et al., 1980), which found that doctars were less anxious than social
workers and probation officers about the state of their clinical knowledge.
Chodorkoff (1967) notes that: “A program designed to give clinical
experience must teach an approach to the paticnt in addition to providing
specific information on knowledge about clinical entities and theoretical
issues.”

The most encouraging aspect of this brief review is the extent to which
medical education on alcohol dependence emerges as potentially able to
produce a positive impact on its recipicents. Analysis of the studies in this
review suggests that programmes which adopt a strong attitudinal and
clinical approach stand a very good chance of making a positive impact
in those very areas. Since the potentially damaging effects of ncgative
attitudes among doctors are so considerable and so likely to influence both
the acceptance of further training and the likelihood of future clinical
involvement with alcohol-dependent patients, this finding is of major
importance. It suggests that medical education can confront therapeutic
pessimism head on and have a substantial impact on widespread negative
attitudes, thus opening the door to clinical training and subsequent clinical
involvement.

The study by Fisher ct al. (1975) of the in.pact of the normal
undergraduate medical curriculum supports such a view. They conclude
that: “The results of the present study suggest that attitudinal education
would have optimal chance of success if it involved clinical training and
taught proper attitudes in the same manner as informational matters are
currently taught.” While the actual wording of that conclusion does seem to
beg a number of questions, particularly in relation to the methods of
communication selected for different educational objectives, it does serve to
underline the importance of keeping in mind an integrated model of the
medical curriculum in which the threads of the cognitive and clinical
approaches arc woven together to form a single expericnce.

It is, inevitably, much more difficult to make uncquivocal statements
about the impact of education on behaviour (clinical skills). In those studies
in which a positive behavioural impact was reported, diagnosis rates were
uscd as the criterion of success. These have the advantage of being
measurable and relatively objective. They say nothing, however, about
what happens to the patients once they have been diagnosed and whether
the specially trained doctors were better able to help them with their alcohol
problems. Methodologically, there are enormous difficulties in taking
cvaluation beyond diagnosis into treatment. [t may, however, be possible to
g0 some way along that road if, instead of looking beyond the rainbow for
treatment outcome rates, attempts arc made 2o look at the treatment process
and the extent to which reducing therapeutic pessimism may have helped to
let fresh breezes blow through the windows of a few hospital clinics.

In that sense, an indirect measure of the effectiveness of education may
be obtained by determining the number of doctors prescribing particular
substances or even, in some circumstances, the total number of prescrip-
tions. It should be borne in mind here, of course, that encouraging
appropriate prescribing practices is not necessarily the same as advocating
fewcr prescriptions. The importance of accurate and comprehensive base-
line data on relevant topics cannot be overemphasized.
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Conclusions

The preceding examples from the area of medical education on alcohol-
related problems are intended to illustrate some of the common issues
which emerge in the evaluation of programmes in an arca similar (though
not, of course, identical; to that being discussed here, The final question
that emerges is how the results of evaluation can best be used, given that
they are likely to be equivocal, at least in some respects.

"The first answer is that such results should be fed directly back into
subsequent programme design. There is, however, another impornant
aspect, namely the responsibility of planners and evaluators alike to the
v ider scientific community, While papers for learned journals are not an
end in themselves, the publication of useful information derived from
cvaluation exercises will undoubtedly be of enormous value to colleagues in
other countries wrestling with identical or similar problems. It is sympto-
matic that only ten studies on alcohul education were published over a 20-
year period. The responsibility to communicate does not end with the
intervention. This is equally rrue for the participants themsely es, since they
will certainly communicate sumething of what they have learned 1o their
colleagues. Thus cach interyention can be likened to throwing a pebble into
apond. The greatest impact is probably at the moment of delivery, but the
effects persist and, although they grow fainter as they spread, they can
eventually reach everybody.
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11. Recommendations

After a week of discussion and debate on all aspedts of the prescribing of
psdchoactive substances, the participants in the Moscow mecting made the
following recommendations which, itis hoped, will be incorporaced into the
policies of all institutions concerned with the education of health care
professionals.

1.

2
3
4
5
6.
8
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T'raining in rational prescribing, in particular of psy choadtive drugs,
should be intensified in the undergraduate education of health pro-
fessionals.

. Both undergraduate and postgraduate training of physicians should

include basic training in the various alternative or adjunctine nonphar-
macological treatments that can be used instead of prescribing psy -
chouctive drugs.

. The education of prescribers should be focused on health problems us

much as on drugs.

. Education programmes for health care professionals dimed at improv-

ing prescribing should be developed in all countries with the collabor-
ation of the relevant professional organizations, other nongovern-
mental orgaiizations and educational specialists,

. Research to determine what prescribing practices are desirable should

be encouraged. The most important problems in cach individual
country must be identified.

Information about appropriate drugs should be provided to patients in
all countries, with the collaboration of professionals, consumers and
industry.

. Since patient expericned is an important source of mformation, meth-

ods of using it for educational purposes should be developed.

. Polivy makers should mahe use of ads anced communication techniques

in attempts to improve prescribing practices, these include video,
television and the advertising strategics used by the pharmaceutical
industry o promote psychoadtive substances, in addition to the tech-
niques developed by educational specialists.
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Recommendations

. Governments of all countries, but especially of developing countries,

should be advised of the importance of investment to upgrade the
technical and administrative knowledge of drug regulatory agencics.
Good registrativn procedures and appropriate control of psy choactive
drugs are essential components of all action to climinate drag misuse
aad abusc.

. Developing countries in particular should be encouraged to implement

an essential drugs programme, as recomnr :nded by WHO. As part of
such a programme, the number of drugs available in a country should
be reduced, since an unnecessarily large number of drugs is an ubstacle
to rational education,

The promotional material originating from pharmaccutical companics
should help prescribers in making rational prescribing decisions by
providing useful objective information. Nonscientific laims or other
ways of drawing meadical attention to drugs should not be allowed.

. Wherever the trade name of a drug is used in labelling or in other

printed material, the giving of equal prominence to the official or
generic name should be encouraged.

A multiplicity of names for a drug confuses both health care profes-
sionals and patients, and hinders education. Possible ways of limiting
the number of names should therefore be explored.

If a psychoactive drug has been shown to have o lability for misuse, a
proper control decision should be made to restrict its availability to
medical and scientific purposes, In such a case, cducation cannot be
regarded as a substitute.

During the licensing process a great deal of material which would be
-aluable in both education and rescarch is collected. Consideration
should be given 1o making this available in an appropriate manner,

Ministries of health should be responsible for all issues concerning
drug use and the health problems of drug abuse. While several
gove.ament departments will be concerned in the total problem of
abuse, vne department should be respun«ible for overall coordinatior.,

The group agreed that statistical data on narcotic and psy chotropic
drugs under international control constituted very valuable infor-
mation. It was therefore rece.nmended that efforts should be made by
the agencies responsible for their collection to undertake a <ritical
analysis of such data and present them in a formin which they will be
casily understood by physicians and other health care professionals. In
addition, national drug regulatory authorities should consider ways of
obtaining statistical information o2 the use of psychoactive drugs that
are not subjext to international controi. Such information will assist in
the formulation of nativnal drug policies ai.d in professional understan-
dine of the produetiyn and availability of psychoactive drugs.
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ation of Pharmaceutical Manufacturers Associations)
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In prescribing psychoactive drugs to treat insomnia,
depression and anxiety, members of the medical
protession often find themselves providing a phar-
macologica! response to symptoms that may, in fact,
stem from social and personal probiems rather than
medical ones. It is the deep unease about this situ-
ation, coupled with the knowledge that the drugs
concerned are liable to misuse and can lead to
dependence, that is the cause of the current
widespread concern about the large number of pre-
scriptions being issued in many countries. In view of
this, physicians have a particular responsibility to
ensure that psychoactive drugs are prescribed only
for conditions for which they have been shown to be
effective, in the correct dose, and for the correct
pericd of time.

This publication discusses in detail the factors
that influence prescribing practices, and stresses the
need for education—of both members of the public
and the health care professions—if rational use of
psychoactive drugs is to be ensured.
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