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MEETING REPORT

Report of the UK DURG National Meeting on
13 December 1996 Held at the Royal Society
of Medicine in London

The theme of the meeting was ‘Compliance’.

The morning session, chaired by Dr Hugh
McGavock, Drug Utilisation Research Unit,
Belfast, consisted of presentations from invited
speakers on the subject of compliance. This was
prompted by the imminent publication of the
Royal Pharmaceutical Society Great Britain Work-
ing Party report on compliance in medicine taking
‘From compliance to concordance’.

Professor Marshall Marinker, Chairman of the
Working Party (RPSGB), set the scene by describ-
ing the background to the interim consultative
document ‘Partnership in medicine taking’. He
then used vignettes to illustrate the problem of
what has previously been termed compliance. He
then emphasized the multidisciplinary and wide
ranging nature of the working party members, and
explained how the consultative document had been
produced.

The consultative document had been reviewed
by a wide number and variety of people, and
19 written replies had been received. Further work
resulting from these comments included feed-
back from researchers currently working in the
field and focus groups with patients and general
practitioners.

These two additional strategies had given fresh
insights and emphasized the need to construct a
new model for ‘compliance’. The old model was
based on an irrational non-compliant patient and a
rational general practitioner. The word adherence
could be used to refer to the technical aspects of the
interaction between patient and general practi-
tioner, to describe the optimization of health gain
compatible with what the patient desires and is
capable of achieving. However, the future model as
agreed by the Working Party will be based on the
term concordance to imply recognition of the fact
that all medicine taking is an experiment by the
patient, just as prescribing is an experiment by the
doctor. The patient’s part, to explain his ideas and
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perspectives, is voluntary. The general practitioner
in contrast has an obligation to explain his ideas
and evaluate the patient’s beliefs. The doctor has to
regularly review concordance with the patient and
record this in the notes.

The great distinction between adherence and
concordance is that concordance is not a judg-
mental term, because by definition the patient
cannot be non-concordant and the term has less
negative aspects. All treatment must be based on
genuine trust and respect. The autonomy of the
patient is greater than the doctor’s benevolence and
non-malifience. Whereas the price for compliance
is dependency, the price of concordance is greater
responsibility for both doctor and patient.

The original title of the consultative document
had therefore been changed to ‘From compliance
to concordance: achieving partnership in medicine
taking’ to emphasize the paradigm shift which had
occurred during the working party’s journey.

Professor Marinker ended with a quotation from
Kafka’s The Country Doctor: “To write a prescrip-
tion is easy, to come to an understanding with
people is hard’.

In the next presentation Dr Nicky Britten,
Senior Lecturer, Department of General Practice,
UMDS Guys and St Thomas, spoke on the
‘Sociological aspects of medication adherence’.
She described a social model of health and illness
which would not displace but enhance the medical
model.

She first considered the compliance model which
is based on an expert doctor and an ignorant
patient. It excludes other health professions and
has been described as being based on an ‘active—
passive’, ‘guidance—co-operation’ or, ‘mutual-
participation’ relationship. Conflict in these
models is rarely overt but often covert. Patients
may withold information because they feel the truth
is not acceptable, as they clearly distinguish between
what they see is, and is not, medically legitimate.
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All medicine taking outwith hospital can be
considered to be self-medication. The task of the
patient is to take the medicine, and the patient’s
beliefs are central to how this happens. On the basis
of her own research Dr Britten described how she
had categorized accounts of medicine taking as
orthodox and unorthodox. Orthodox accounts
were those perceived as medically legitimate.
Medical legitimation consisted of doctors’ sanc-
tioning of patients’ behaviour, patients’ stated
obedience to their doctor, the perception of the
doctor as expert, and the scientific basis of
medicine. In contrast unorthodox accounts were
based on self legitimation, for example: ‘I have a
firm belief the body does know what to do in most
situations’.

Some similarities existed between the orthodox
and unorthodox accounts. For example both types
of account referred to efficacy and side-effects,
medicines in relation to other kinds of therapy,
addiction and dependence, balancing risks and
benefits, managing every day life and lay views in
relation to the professional perspective. There were
also differences. Anti-drug attitudes were only
mentioned by those giving unorthodox accounts.
Those giving orthodox accounts felt doctors
prescribing habits were ‘about right’ or ‘not
enough’, but those giving unorthodox accounts
reported feelings such as; ‘you’re lucky to come
away without a prescription’, and were less likely to
collect a prescription.

In summary, the key differences were that those
giving orthodox accounts had an acceptance of
medicine taking as doctors directed while those
giving orthodox accounts displayed an aversion to
medicine and were critical of doctors’ prescribing.
These latter attitudes were perceived as not being
medically legitimate. People may draw upon ortho-
dox and non-orthodox views in different circum-
stances. In communication with doctors the
unorthodox accounts may not be voiced, yet if
these views are not aired doctors cannot take them
into account. The doctor’s task therefore is to
facilitate the expression of fearful negative views
regarding medicine taking. This discussion may
not necessarily alter medicine taking behaviour,
but only by adopting this approach can a true
partnership be built.

Dr Rob Horne, Senior Lecturer, School of
Pharmacy, University of Brighton, gave the next
presentation, ‘Psychological factors in patient
medication adherence’. He described why the
traditional biomedical model is deficient because
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it does not include the patient and only considers
accuracy of diagnosis and appropriateness of
treatment.

When considering adherence he explained that
low adherence can be unintentional for example if
the patient does not comprehend the instructions
or forgets to take the medication on time. However,
for many patients non-adherence is the intentional
product of an active decision. Health psychology
research addresses the question of how patients
make these decisions and begins with the premise
that ‘what people do is influenced by what they
think’.

Studies have been shown that when faced with
a health threat, (e.g. experiencing symptoms or
receiving a medical diagnosis), people try to ‘make
sense of it’ by constructing a mental map or
‘model’ based on their answer to five basic
questions: What is it? How long will it last? What
caused it? How will it/has it affected me? Can it be
controlled or cured? Patients are more likely to
follow health advice (e.g. to take medication) if it
makes ‘common sense’ in the light of their own
‘model’ of the illness and mismatch between the
patient’s and clinician’s interpretation (or model)
of the illness is an important cause of non-
adherence.

Rob Horne’s research has also shown that
patients’ form their own beliefs about treatment
which may differ from the medical view yet influ-
ence adherence. In a series of studies of over
500 patients drawn from several illness groups, he
identified two types of treatment belief which were
particularly influential. These were: the degree to
which the patient believes in the necessity of the
prescribed medicine and their concerns about it.

In his sample of chronically ill patients, includ-
ing asthma, diabetes, renal and cardiac disease,
most patients were convinced of the necessity of
their medication for maintaining health now and in
the future. However, for about a third of the
sample (7 = 524) beliefs in the necessity of medica-
tion coincided with strong concerns about potential
adverse effects and these patients were significantly
less adherent. Patients’ concerns were linked to
commonly-held beliefs that taking regular medica-
tion would result in harmful long-term effects or
cause dependence and that having to take medica-
tion was disruptive. These findings suggest that
patients try to minimize the perceived risks of
medication by taking less. However, patients’
perceptions of risk were often based on mistaken
beliefs.
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Dr Horne concludes that patients develop
logical, but sometimes mistaken, beliefs about
their illness and treatment. Misconceptions may
act as a barrier to adherence. Therefore, good
prescribing should take account of the patients’
views of the medication. In practice, this might
simply entail eliciting and addressing any concerns
the patients might have about their medication.
For patients on chronic therapy, this could be
incorporated into the usual procedures for review
of medication.

Next Dr Morgan Feely, Senior Lecturer in
Pharmacology at the University of Leeds, pre-
sented his talk entitled ‘Measuring adherence using
pharmacological indicators’. He described general
methods and markers for measuring adherence
illustrated by examples of his own work with low
dose phenobarbitone. The reasons for using
pharmacological markers to monitor compliance
is that many therapeutic drugs have a short half-
life, no control data or extensive intra-individual
variation, and therefore cannot be used per se.

A good marker should be non-toxic, easily
measured, have little pharmacokinetic variation
and have a long half-life to prevent short-term
deception. The dose is normalized to body weight,
and volunteers take varying amounts for baseline
data. The dose is very important as it can deter-
mine whether a medicine is poisonous or not. The
doses of phenobarbitone which he used are
between 1/60 and 1/120th of the therapeutic dose
and do not have any of the expected drug effects.

The method was initially used to investigate the
optimum dosage regimen (o.d., b.d., or t.d.s.) in
patients taking oral hypoglycaemics. He initially
measured compliance by tablet count and a ‘once
daily’ regime was found to be the best. But when
phenobarbitone was used as a marker both once
daily and twice daily were found to be equally
good. The pharmacological indicator also valid-
ated patient self-report of non-compliance.

Phenobarbitone has also been used to study
compliance with warfarin, in a prospective study,
of 62 patients, monitoring the INR at every visit.
Half of patients remained within INR control and
did not appear to be non-compliant. In the other
half the INR was unstable and also the pheno-
barbitone in about two-thirds of them. It was
concluded that poor compliance is the major factor
in unstable outpatient control of anticoagulation
therapy.

He also addressed cthical issues. What do you
tell people? What is the purpose of the research?
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How do you tell patients their compliance is being
assessed? The researchers did devise an explanation
with ‘limited truth’, which included the informa-
tion that they would be given a very small amount
of another drug, and which they believed met all
the necessary ethical criteria.

It was proposed that common patterns of
compliance could be classified as scrupulous,
sloppy or poor. Only 10-20% of patients would
be ‘scrupulous’; defined as being more than 90%
compliant with the prescribed treatment.

The conclusion of his presentation was that
pharmacological markers correlate well with mech-
anical monitoring. When measuring compliance, a
combination of methods is the best way to
overcome the limitations of each.

Miss Briegeen Girvin, Research Pharmacist of
DURU, Belfast, then gave her presentation
‘Measuring adherence using electronic monitors:
an overview’. She gave an overview of the types of
different devices which are available, data from
MEMS (Medicine Event Monitoring System,
APREX California; AARDEX Switzerland), and
examples of studies using MEMS, considering
‘forgiving’ drugs and ‘therapeutic sufficiency’ and
ended with a look to the future.

Electronic monitoring can be used to measure
adherence with eye drops, aerosol inhalers and
solid dose preparations. The system records the
date and time when the container is opened. It has
to be assumed that thereafter the dose is physically
taken.

The electronic eye dropper has been used to
monitor compliance with pilocarpine eye-drops
and it was shown that compliance improved in
the immediate period before the next clinic
appointment. The electronic inhaler device is
bulky and patients know they are being moni-
tored. Oral doses can be blister packed, and as the
tablet is removed this is registered by the system but
the circuitry is bulky and visible. There is also the
Northwich Park pill box using a magnet which has
a switch that operates when the bottle is opened. It
has been used to look at antibiotic and anti-
tubercular treatments. The MEMS device records
the date and time of opening the tablet container
and is powered by a battery with a life of
18 months — it is an effective system.

In a recent development, data from MEMS can
be transmitted daily to an observer, and this could
prevent hospitalization by early identification of
deteriorating compliance. Analysis of the adher-
ence report gives ‘percentage taking’ compliance
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and ‘percentage timing’ compliance. Therapeutic
coverage is also calculated and is dependent
on drug duration of action. ‘Timing’ compliance
gives a measure of the number of doses taken
within a pre-defined time interval. Examples of
compliance reports from a hypertension study
(as yet unpublished) were shown. Examples of
weekend non-compliance and ‘drug holidays’ were
illustrated.

In an epilepsy study, pill counts showed 92%
adherence but the MEMS showed compliance was
only 70%. The recorded data revealed that missed
medication occurred before seizures in 5/7 patients.
In another epilepsy study, the researchers looked at
twice, three-times and four-times daily dosing
regimes. The mean tablet taking compliance
was high in all groups, but the exact timing of
compliance decreased as the frequency of dose
increased.

Non-adherence which is unknown to the
investigator, can alter the interpretation of clinical
trial results. It may lead to inappropriate dosage
increases to get correct observed therapeutic levels.
In the future, it would be useful to see more
accurate compliance measures in clinical trials and
dose—response studies. It is necessary to identify
how much adherence is ‘enough’ to achieve the
benefits of treatment and to target conditions
where strict adherence is essential. Finally auto-
mated recording devices may also be used to
classify ‘non-forgiving’ medicines (i.e. those where
missed doses will seriously effect outcomes).

Following these speakers there was an animated
discussion period in which a range of issues were
covered including: the most appropriate word for
compliance, the best way forward for a general
practitioner to identify compliance; and the
potential for savings in the drugs bill which may
result.

Next Dr Peter Clappison, PC1 (Prescribing) of
the NHS Executive, Leeds, reviewed the poster
presentations which covered an interesting range of
topics as summarized below.

‘Buccaling under pressure — do secondary care
establishments influence primary care prescribing?’
Pryce, A. J., Heatlie, H. F. and Chapman, S. R.
(1996 ) Department of Medicines Management,
Keele University, Keele, ST5 5BG

This showed the influence of secondary care on
what happens in primary care, and the importance
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of integrated prescribing policies across health
authorities and the primary/secondary interface.

‘The rise and rise of proton pump inhibitors: Patient
demand or profligate prescribing?” Boath, E. H. and
Blenkinsopp, A., Department of Medicines
Management, Keele University, Keele, ST5 5BG

This poster considered whether the use of this
group of drugs was due to patient demand or
whether it was prescriber led. It emphasized the
different perspectives of patient and doctor and
posed the question of whether anything could be
done to influence this and if so why, how, when and
who will pay.

‘Process and outcome of arrangements made for
the prescribing and dispensing for newly referred
hospital outpatients’. O’Brien, K., Sibbald, B.
and Cantrill, J. National Primary Care Research
& Development Centre, University of Manchester

This poster showed that poor communication
between primary and secondary care and provider
may be detrimental. The importance of better
communication was stressed in a multi-pro-
fessional care system where there may be several
providers for the same episode of care.

‘Changes in non-steroidal inflammatory drug
prescribing in primary care in the former Northern
Region between 1989 and 1995°. Young, P. I. and
Campbell, M. Regional Drug and Therapeutics
Centre, Wolfson Unit, Claremont Place,
Newcastle Upon Tyne, NE24HH

This poster considered the NSAIDs and the relative
risk/benefit of different drugs in this group. It was
shown that prescribing behaviour can be changed
to safer and more cost effective care.

‘Promotion of recently introduced drugs in
peer-reviewed and popular medical publications’.
Masters, G. M., Campbell, M., Bateman, D. N. and
Smith, J. M. Regional Drug and Therapeutics
Centre, Wolfson Unit, Claremont Place,

Newcastle Upon Tyne, NE24HH

This study concluded that there was little evi-
dence of any pattern relating to frequency of
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advertisements for drugs in peer-reviewed and
other publications and of prescribing figures for
the same preparations.

‘Capturing patient-specific dispensing data from
community pharmacies’. McNaughton, D. M.,
McGilchrist, M. M., Steinke, D., Davey, P. G.,
McDevitt, D. G. and MacDonald, T. M. Ninewells
MEMO Unit, Dundee, Tayside

This study showed the potential and exciting
possibilities of linking data from community
pharmacy prescription records. The pharmacist
can access limited data-sets for the patient and
should be more involved in long-term care.

Four posters were presented by Hugh
McGavock, Connolly, J. P. and Wilson-Davis,
K., DURU, The Queens University, Belfast,
N. Ireland. The first of these ‘Repeat prescribing
in the National Health Service’, which revealed the
variability between practices, the overall amount
(68% of all prescriptions) and how relatively
poorly general practitioners managed their repeat
prescribing.

The second, ‘Repeat prescribing — which diag-
noses, which drugs?’ described the top 20 repeat
prescribed drugs and the commonest diagnoses
associated with them. The fact that effervescent co-
codamol was the most frequently prescribed drug,
followed by temazepam in monthly quantities, was
worrying, while serious, chronic illness and its
associated drugs accounted for only 34% of repeat
prescribing.

The third poster ‘Antidepressant drugs in
General Practice: demography, morbidity and co-
prescribing’ showed that while the average age
of patients prescribed antidepressants was 52 and
the ratio of females to males was 2.6:1, older
patients tended to be prescribed tricyclic anti-
depressant and younger patients SSRIs. Older
patients were also more likely to receive an
antidepressant prescription as a repeat, and 60%
of antidepressants were prescribed in this manner.

The Belfast team’s fourth poster, ‘Prescribing for
congestive heart failure in general practice’, showed
that only 18% of patients with this diagnosis were
prescribed an ACE inhibitor, an extremely worry-
ing finding considering the obligatory nature
of ACE inhibition in most CHF patients. Even
more worrying was the finding that 10% of
patients on ACE inhibitors were co-prescribed
either a potassium sparing diuretic or a potassium
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supplement. These illogicalities were compounded
by the fact that 61% of all ACE inhibitors were
prescribed for hypertension, for which these drugs
are not first choice treatment.

The final poster “The effect of the CSM warning on
prescribing in primary care of oral contraceptives’
(Jenkins, M. G. V.) looked at the effect of CSM
warning on the oral contraceptive pill. Changes
in dispensing patterns of this group of drugs,
including ‘the morning after pill’ had been con-
sidered. It would be interesting to see if these
patterns correlated with other evidence such as
abortion rates. It highlighted the importance of
public understanding and how professionals must
first understand the difference between absolute and
relative risk and then communicate this to their
patient.

In the afternoon session of the conference, short
research communications were presented, selected
from submitted abstracts. This session was chaired
by Professor John Feely.

‘Developments in the analysis of events in PEM
studies’. Wilton, L. V., Pearce, G. L. and
Mann, R. D. Drug Safety Research Unit,
Southampton

The speaker (Dr Wilton) firstly described the
principles of PEM (prescription event monitoring)
and the safety of newly monitored medicine in
widespread use in general practice. PEM was
started immediately after product launch to minim-
ize survivor bias.

Fifty studies had been completed, with an
average cohort of more than 11,000 patients. This
was much greater than the number of patients
included in the safety base in product licence
applications which were often as low as 1500.
Patients in clinical trials are also carefully selected
and monitored which is not the case in general
medical practice. In general practice patients are
varied for age, disease state, and concurrent medi-
cation and the duration of therapy will be greater.
In the system, patients are identified by dispensed
data provided by the PPA (Prescription Pricing
Authority). Thus PEM is a non-interventional
technique.

Outcome data is recorded on a questionnaire
sent to all prescribing physicians, ‘The Green
Form’. Information is anonymized, treatment,
start and stop dates and reasons for stopping the
drug are recorded together with any other events,
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and substitute drug if appropriate. Specific data was
presented for lanzoprazole, a second generation
proton pump inhibitor. More than 17,000 forms
had been reviewed. Most indications were for
oesophageal reflux and there was low use for
gastric ulcers. Only 224 adverse reactions had been
reported of which only 20% were reported to CSM
(although in theory all should be reported). The
technique provides a numerator and denominator
and can calculate ‘incidence density’ for events
per patient treatment period e.g. patient month, or
patient week. Each type of event can then be
ranked so comparisons can be made between drugs
of a similar therapeutic group and subgroups
within the patient cohort such as age or diagnosis,
can also be considered.

The reason for stopping treatment can be
similarly categorized, ranked and compared with
ranked incident density of events, for example for
lamotrigine, rash was the most frequently reported
event and the most frequently reported reason for

stopping.

‘Inconsistent uptake of recommended therapeutic
practices’. McGettigan, P. and Feely, J.
Departments of Pharmacology and Therapeutics
& Pharmacy, Trinity Centre, St James Hospital,
Dublin 8, Ireland

The next speaker (Dr P. McGettigan) described
how pharmaceutical epidemiology can be applied
to adverse drug reactions (ADRs) and causation,
post-marketing surveillance and assessment of the
extent to which prescribing practice matches
current standards. However, it was emphasized
that diagnostic therapeutic linkage is not avail-
able. The methods which she used had included
snapshots of 578 patients on a designated drug or
condition. For example of 34 patients who had
had a myocardial infarction (MI) only 50% were
on aspirin. Of 40 patients with heart failure, ACE
inhibitors were given to 28%, usually at dosages
below the recommended level (DOD).

For atrial fibrillation, 21% were on warfarin,
29% on aspirin and 50% on nothing, yet
over 80% of patients had an indication listed
which supported therapy. When drugs for the
central nervous system were considered, 114 people
were on antidepressants but only 43% had an
appropriate recorded diagnosis. Of the 114, 61%
were on tricyclics and 39% on SSRIs. Only 28% of
tricyclics were prescribed at the correct dosage
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contrasting with all the SSRIs. Co-prescribing
appeared for 69% of this patient group, and this
was mostly for hypnotics although insomnia did
not appear as a record in the notes.

‘Health and medication monitoring of patients
at risk of coronary heart disease (CHD)’.
Watman, G. P. and Jepson, M. H. Pharmacy
Practice Research Group, Pharmaceutical
Sciences Institute, Aston University,
Birmingham B4 7ET

The next speaker (Dr G. P. Watman) highlighted
the various ways in which pharmacy could have an
input: the better use of prescribed medicines, health
promotion and promoting more cost-effective
prescribing.

Coronary heart disease (CHD) is the single
largest cause of death and premature death in the
western world. The aim of the study was to assess
the contribution a pharmacist can make to a health
screening programme directed particularly at those
at risk of CHD in a practice population.

All patients, aged between 25-65 years, of a
general medical practice were sent a lifestyle
questionnaire designed to encompass the known
cardiovascular risk factors. Individuals were placed
into appropriate categories of risk, e.g. family
history of CHD or diabetes, or ‘no risk’, as a
comparative group. A random selection of the
respondents were invited for a health screening, to
include measurements of body mass index, blood
pressure, total serum cholesterol and random
blood sugar.

Of 572, 449 attended, and the Dundee Coronary
Rank Score (DCRS) was calculated for each
patient as an independent outcome variable. The
pharmacist gave input such as dietary and lifestyle
advice, and followed up patients for 2 years. In the
high-risk group there was a 50% improvement in
DCRS over 2 years, a 14% improvement in the
intermediate group, and the low risk group
maintained their health status.

Twenty-five new hypertensives were diagnosed.
The diastolic blood pressure (DBP) of patients
improved markedly over the study period,
those with initial DBP of 100 mmHg showing
a mean reduction of 9.9%. There was a 10.9%
mean reduction in cholesterol in the high-risk
group.

Six case studies were also presented which
showed the benefit of a pharmacist’s intervention
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in a patient’s medication spectrum. Attitudes of
those at highest risk can be changed, constructively
interacting with the nurse and general practitioner.
Pharmacists have the time to speak to patients
in a relaxed way and discuss general health
education issues.

‘Prescribing of antituberculous agents in Wales:

A notification related analysis’. Bradshaw, N.,
Nehaul, L. and Walker, R. Gwent Health Authority,
Mamhilad House, Pontypool, Gwent NP40YP and
Welsh School of Pharmacy, University of Wales,
Cardiff CFI1 3XF

In introduction the speaker (Miss Nicola Brad-
shaw) reminded the audience that it is vital that
patients receive appropriate antitubercular treat-
ment, yet there is evidence that some patients may
not be receiving the appropriate regimen as
recommended in British Thoracic Society (BTS)
guidelines.

The aims of the study she described were firstly
to explore the relationship between the number of
cases of tuberculosis notified and the volume of
antitubercular agents prescribed and secondly to
determine whether the supply of individual agents
was consistent across eight health authorities.
Standard BNF daily doses of antitubercular
agents supplied in each authority were calculated
from aggregated general practitioner prescribing
data by quarter for July 1993—March 1996. The
number of courses of treatment was then matched
to the number of cases of tuberculosis identified
from published figures.

Within some areas, courses of BTS-recom-
mended agents were supplied in similar quantities,
which may indicate the use of more appropriate
regimens. For all authorities, the number of
courses was more than the number of cases. This
could be due to a range of factors including higher
doses or longer courses supplied, the fact that a
general practitioner in one health authority may be
prescribing for a patient in an adjacent authority
and the fact that all tuberculosis cases may not be
notified.

It was concluded that prescription data can be a
useful tool to compare patterns of supply of
individual antitubercular agents. The volume of
agents prescribed did not relate to notifications but
prescribed courses of specific antitubercular drugs
may be an alternative marker of the incidence of
tuberculosis.
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‘Antidepressant drug use in primary care: A record
linkage study in Tayside, Scotland’. Steinke, D. T.,
MacDonald, T. M., McMahon, A. D., Reid, I. C.,
Fenton, G. W. and McDevitt, D. G. Medications
Monitoring Unit, University of Dundee, Ninewells
Hospital and Medical School, Dundee

The penultimate speaker of the afternoon (D. T.
Steinke) started with the declaration that ‘Anti-
depressant therapy should be given at an adequate
dose and for an adequate duration’. The aim of
this study was to examine dose, duration and
adverse effects of the tricyclics, with data based
on the unique patient identifier which is used
in Scotland — the CHI (Community Health
Index) — which links all patient data.

In the BNF, the tricyclics have many listed
contraindications and precautions in contrast to
the SSRIs. This population-wide study included all
residents of Tayside in August 1992—1993. There
were 20,195 subjects receiving 85,315 prescriptions,
of which 1636 received both SSRIs and tricyclics
during the study period.

Prescription duration and dose were calculated
exactly from the dose and quantity. The tricyclics
were mostly prescribed for elderly female patients
and SSRIs were given to young female populations.
A large proportion (72%) appeared to receive sub-
therapeutic doses of tricyclics, but in contrast 79%
of patients on SSRIs received an appropriate dose.
Quite a large proportion of patients also appeared
to be taking other prescribed drugs, in spite of a
contraindicated condition. It was concluded that in
general tricyclics are not prescribed at the right
dosage, and that both tricyclics and SSRIs are
given for inadequate duration. In addition, use of
the tricyclics doubled hospitalizations for acute
urinary retention, and had been given even when
contraindicated.

‘Prescribing for the elderly — a comparison
between community and the care home setting’.
Hussain, M., Walker, R. and Wintle, C. Gwent
Health Authority, Pontypool, University of Wales,
Cardiff and Chapelwood Surgery,

Rogerstone, Newport

The final presentation of the day was given by
Mr M. Hussain. He started with the interesting
statistic that only 20% of the population is over
60 years, yet they account for approximately 50%
of prescribed drugs. General practitioners prescribe
both for patients in residential and nursing homes
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and in the domicilary setting and the study was
designed to explore differences in the nature of such
prescribing. In order to explore this, the study
looked at patterns of prescribing for antidepress-
ants, hypnotics and antipsychotics. For 18 general
practitioners, he collected all cashed prescription
forms, which he categorized by age and place of
residences: at home (n=6892), nursing homes
(n=273), or residential homes (n = 109).

The results showed that the average number of
medicines per patient was 2.6, 4.3 and 3.7, for
home, nursing and residential homes respectively.
There was no difference in the number of items for
skin, cardiovascular, or diseases of the respiratory
tract. The big difference was increased prescribing
of treatments for the central nervous system and
the gastrointestinal tract. Four times more hypno-
tic items were prescribed in nursing homes com-
pared to patients in their own home, and the most
commonly prescribed hypnotic was temazepam.
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Big differences were similarly seen in the
prescribing of treatments for depression, shown
by numbers of items (items/100 patients/month)
for the tricyclics (5, 9, 14) and SSRIs (19, 73, 63)
for community, residential and nursing home
respectively. This was also true for antipsychotics
(15, 147, 198 items/100 patients/month) for com-
munity, residential and nursing home patients.

It was admitted that the study had limitations,
one being the number of general practitioners who
were selected as a subgroup of a larger study. They
only collected data for 1 month and patients were
not matched, group sizes were not always very
large, and the indication for the prescription
was not available. However, in summary this
group of doctors prescribed proportionately more
hypnotics, antidepressants and antipsychotics
for patients in the care of home setting.
Whether or not this is appropriate requires future
investigation.
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