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Crombie and his associates have
recently summarized the results of
their National Morbidity Survey in
general practice in England.1 The cur-
rent paper presents a comparison of
one year’s data from Virginia with
Crombie’s study. The Virginia Family
Practice Record System is modeled on
the Second National Morbidity Survey
with minor modifications. In order to
use a problem-oriented medical record,
our diagnostic coding utilizes a
modified RCGP classification (RCGP
[US]). There is no provision in our
system for changing diagnosis as there
is in the National Morbidity Survey.

Family practitioners in the Virginia
study summarize each face-to-face
contact by listing the problems pre-
sented on a worksheet. This procedure
and the contents of these records have
been described by Marsland et al.2
Since problems are coded by the
physician as new or old problems, we
can count the number of episodes- of
disease brought by a given patient to
his family practitioner in a given year.
An episode is a period of disease
during which there has been one or
more visits to the family practitioner
for that problem. For the most part
this paper deals with episode rates per
100 patients per year, that is, the
number of new problems brought to
the family practitioner by 100 patients
in a year. The episode rate per 100
patients is closer to the incidence of
morbidity in the community. The
physician can influence this rate by
the number of new problems he codes
during a visit. However, it is felt that
the episode rate per 100 patients per
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year is less sensitive to physician in-
fluence than, say, total visits per 100
patients per year, a large component
of which is repeat visits initiated by
the physician rather than the patient.

Results

Table 1 summarizes the two stud-
ies. Note that we have further divided
our data into the seven community
and three teaching practices. In one
year, we recorded about one third of
the number of patients in the English
study. Family practitioners in the
community practices see about twice
as many patients as do their peers in
England.

Since age and sex affects the epi-
sode rate per 100 patients and since
the composition of patient popula-
tions varies from practice to practice,
we standardize episode rates per 100
patients by age and sex. In fact, the
Virginia FY 75 study had 8.5 percent
more persons aged 15 to 44 years than
did the English study (NMS 2).

Each of the seven community

practices and three teaching practices
in Virginia FY 75 and the 53 practices
in NMS 2 can therefore be represented
by a standardized episode rate per
hundred patients. This information is
summarized in Table 2, which shows
the median adjusted rate for each
group of practices together with the
maximum and minimum around that
value. There is a clear gradient from
community practices to teaching
practices to the English practices,
which have the highest episode rates
after standardization. There is very
little overlap between the Virginia
community practices and the English
general practices, the maximum (227)
of the community practices being
higher than only four of the 53
English  practices considered. Our
teaching practices, on the other hand,
are comparable to some of the English
practices recording lower morbidity.

Since our teaching practices have
rates falling between our community
practices and English general prac-
tice, and since they are composed

Table 1. Comparison of English and Virginia Morbidity Surveys

Virginia FY 75
(July 1, 1974—June 30, 1975)

England and Wales NMS 2
(July 1974-June 1975)

Community  Teaching Total
Number of Practices 7 3 10 53
Number of Patients* 37,240 28,123 65,363 196,292
Number of Physicians 10.5 18 28.5 110+
(FTE)t
Patients per Physician 3,547 1,562 2,293 1,784-

(FTE)t

*A patient is a person who has reported at least one episode of illness to the doctor in
disease groups 1-18 of the RCGP (US) or RCGP classifications.

tFull-time equivalent.

THE JOURNAL OF FAMILY PRACTICE, VOL. 4, NO. 5, 1977



of family doctors at different stages in
training, it was considered necessary to
further subdivide according to the
status of the recorders. Table 3 shows
aclear gradient in the episode rates per
patient from the least-experienced to
the most-experienced physician. Fac-
ulty members would appear to record
about 41 more episodes per 100 pa-
tients than do first-year residents. An
attempt is also made in this table
to show the workload of these dif-
ferent groups in terms of the number
of patients per full-time equivalent
(FTE). Since there was no obvious

association between workload and epi-
sode rate, we sought an explanation
for this gradient in the characteristics of
patients seen by different types of
recorders.

This examination revealed that the
faculty members tend to see older
patients on average. Thus, Table 4
shows that the faculty saw patients 26
percent of whom were over 65, com-
pared with seven percent for first-year
residents. Accordingly, the episode
rates per patient for each type of
recorder has been adjusted for the
age/sex of the patients seen. After

Table 2. Episode Rates per 100 Patients per Practice
(Adjusted for Age and Sex)

Virginia FY 75

England and Wales NMS 2

Community Teaching
Median 158 248 271
Maximum 227 253 414
Minimum 151 248 205

Table 3. Episode Rate and Workload by Status of Recorder
in Three Virginia Teaching Practices

Episode Rate
per 100 Patients

Patients per
FTE Recorder

1028 233
2060 248
1705 257

944 274

Table 4. Age and Sex Adjusted Episode Rates
by Status of Recorder in Three Virginia Teaching Practices

Status of Number of Recorders
Recorder (FTEs)
First year 37 (3)
Second year 26 (6)
Third year 31 (5.5)
Faculty 8 (3.5)
Status of Average Age
Recorder of Patients
First year 25.3
Second year 29.8
Third year 31.1
Faculty 47.0

% Patients

Standard Episode Rate

over 65 per 100 Patients
7 240
8 250
9 254
26 252
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standardization, there is little differ-
ence in the episode rates recorded by
second and third-year residents and
faculty. First-year residents still record
a lower episode rate per patient, but
this may have been caused by an
inaccurate conversion of 37 first-year
residents into three FTEs.

Discussion

Exact comparisons between Vir-
ginia and England are impossible due
to differences in the health-care sys-
tems, to say nothing of the differences
between the two recording systems.
With that caveat, the English general
practitioner has a greater workload
from a smaller number of patients.
Thus, he records 2.71 episodes pre-
sented by each of 1,800 patients on
average compared with 1.58 episodes
for each of approximately 3,500 pa-
tients per family practitioner in our
community practices. Each com-
munity physician in Virginia records
5,500 episodes per year compared
with 4,900 episodes by his English
counterpart but records fewer episodes
per patient. This perhaps reflects the
different health-care systems; the
English GP is the only source of
primary care and a visit to him in-
volves no direct cost to the patient.

The finding that, in teaching prac-
tices, faculty members tend to see
older patients is not unexpected. It is
natural for incoming residents to be
assigned new patients who will, in
general, tend to be younger than the
practice population. The need to use
age and sex specific rates or rates
standardized for age and sex differ-
ences is obvious. Such standardization
has largely explained an apparent
gradient in episode rates per patient
which would otherwise have appeared
to have been associated with exper-
ience.
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Table 2. Hypovitaminemia in a Malnourished Alcoholic

Test

Thiamin

Thiamin disappearance
Transketolase
Transketolase + TPP
TPP effect

Vitamin C

Vitamin E

0-Carotene

Vitamin A

Vitamin B4

Folic acid
Vitamin
Riboflavin
Nicotinic acid
Biotin

Pantothenic acid

‘ Indicates deficiency

Faulty thiamin response can be
brought about by: (1) inadequate ab-
sorption—the absorption of thiamin
hydrochloride is rate limited;15,22 (2)
deficient capacity to convert thiamin
into thiamin pyrophosphate (cocarbo-
xylase), causing a tissue biochemical
lesion (Table 1);16 and (3) a deficient-
ability to couple thiamin pyrophos-
phate, as coenzyme, to a missing apo-
enzyme, ie, an apoenzyme deficiency
which also causes a tissue biochemical
lesion; all these combinations occur in
man and can delay clinical improve-
ment.16

Several investigators have found
that fat-soluble thiamin congeners
have been as effective as parenteral
thiamin itself in reversing all symp-
toms of thiamin deficiency when given
orally.22 The oral absorption of thia-
min-HC1 (the useful form) is rate-
limited whereas the fat-soluble thiamin
is absorbed by passive diffusion.22
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JD Normal subjects

10* 25-75 ng/ml

6* 20-30 min
660* 800-1000 jug/ml/hr
990 800-1000 Mo/m/hr
50* 15% or less

o* 0.4-1.5 mg%

0.2* 0.8-1.2 mg%

(@] 40-150 M9%

24 25-70 M9%

19* 30-80 ng/ml

4.7* 5-24 ng/ml
188 115-800 pg/ml
265 100-500 ng/ml

5.7 3.5-9.0 Mg/ml
403 200-800 pg/ml
344 200-1000 ng/ml

In most instances beriberi heart

disease is reversible. The initial changes
with thiamin therapy arel®:

1 Diuresis occurs within 24 to 28
hours.

2. Pulmonary congestion and gal-
lop rhythms disappear

3. Within several weeks, heart size
returns to normal.

4. EKG changes may, however, per-
sist for more than a month.

Extraocular palsies accompanying
Wernicke’s encephalopathy, if present,
may disappear within several hours
after initial thiamin administra-
tion.7,23 However, peripheral neuro-
pathy can persist or respond slowly to
treatment, improving only after 3to 6
months.7,23 Many patients with beri-
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beri also are deficient in other vita-
mins23 and should be given multi-
vitamins. The situation is illustrated by
patient (JD) with beriberi heart disease,
peripheral neuropathy, and Wernicke’s
encephalopathy secondary to alcohol-
ism and malnutrition: analyses reveal
the multiple nutritional deficits that
can be encountered in association with
beriberi (Table 2)24 which should be
treated appropriately.

The biochemical lesions involving
thiamin are listed in Table 2. Since the
Krebs cycle is ultimately the major
source of energy (ATP) for cardiac
work, the decrease in available cardiac
ATP caused by thiamin deficiency
results in cardiac dysfunction and con-
gestive heart failure.

In thiamin deficiency, the heart
exhibits no significant morphologic
alterations as seen by light or electron
microscopy.25 It has been suggested
that cardiac catecholamines are cardio-
toxic in thiamin deficiency; this has
been refuted.25

The cardiomegaly in severe thiamin
deficiency is probably secondary to
ventricular dilatation rather than hy-
pertrophy, as suggested by the lack of
significant differences in the ratio of
ventricular weight to body weight in
thiamin-deprived rats when compared
to normal controls.26 Coronary blood
flow and ventricular performance in
thiamin-deficient animals are not sig-
nificantly different from controls.

Myocardial Oz consumption at
higher levels of systolic blood pres-
sures increased in thiamin-deficient
animals. Also, the cardiac ventricular
fiber cell suffers from a disturbance in
ionic gradients on both sides of the
cell membrane thereby altering cellu-
lar action potentials.4

In the United States, thiamin defi-
ciency is not rare; it is mainly seen in
alcoholics.7,24 In its milder forms it is
expressed primarily as neurologic dis-
ease; in its severe forms, circulatory
impairment intervenes. Because alco-
hol consumption is on the rise in our
youth, the physician should be alerted
to an increasing incidence of thiamin
deficiency.

976

Vitamin E

Vitamin E (a tocopherol) has been
recommended for a variety of diseases
in doses ranging from 10 to 50 times
the estimated daily requirement.27
Over 2,000 papers describe uses of
vitamin E for almost every disease
known to man, including diabetes mel-
litus (vascular complications), hyper-
tension, rheumatic fever, glomerulo-
nephritis, angina pectoris and coronary
heart disease, peripheral vascular dis-
ease with intermittent claudication,
menstrual disorders, habitual abortion,
and male impotence.

Vitamin E deficiency induces mus-
cular distrophy in rabbits, guinea pigs,
monkeys, and chicks,28"31 testicular
atrophy in male rats, and cardio-
myopathy in ruminants. In primates
severely deficient in vitamin E, bone
marrow failure and skeletal dystrophy
occurred but no cardiac involvement
was observed. In man, vitamin E defi-
ciency is rare and has been observed in
children with protein-calorie malnutri-
tion, in premature infants, and in
malabsorption syndromes.27,32 The
requirement for vitamin E in mammals
and birds is heightened when the diet
is rich in unsaturated fats.

Use of vitamin E in angina pectoris
and various forms of coronary heart
disease has been proposed33 and used
on more than 30,000 patients. The
weight of evidence is strongly against
the effectiveness of this treatment in a
diversity of cardiovascular dis-

IMicotinic Acid

Nicotinic acid —like B6 - partici-
pates in fat metabolism.15 Nicotinic
acid deficiency results in pellagra but
in unimportant in genesis of vascular
disease. In pharmacologic doses of 3 to
6 gm per day, nicotinic acid reduces the
circulating levels of cholesterol, /3-lipo-
proteins, and triglycerides;34,35 nico-
tinamide has no such hypolipidemic
effect. Pronounced flushing of the skin
which decreases after chronic adminis-
tration is common. Heartburn and

Continued on page 980

Brief Summary

K-LOR™

TM-Trademark

Indications:

K-LOR is indicated in the treatment ad
prevention of hypokalemia and hypo-
chloremic alkalosis where the severity
of the condition does not warrant paren
teral therapy. Conditions orfactors which
may give rise to potassium deficiency
include diarrhea and vomiting, de-
creased potassium intake, increased re-
nal excretion of potassium which may
occur in acidosis, diuresis, adrenocorti-
cal hyperactivity, or the administration
of exogenous adrenocortical steroids,
injection of potassium-free fluids, ad
increased glucose uptake such as oc-
curs in insulin-treated diabetic acidosis.

Potassium chloride may be particular-
ly useful to help preventthe hypokalemia
which may be induced by the adminis-
tration of most diuretic agents.

Contraindications

Potassium chloride is contraindicated in
the presence of severe renal impair-
ment with oliguriaorazotemia, untreated
Addison’s disease, adynamia episodica
hereditaria, acute dehydration, heat
cramps, and hyperkalemia from ay
cause.

Potassium chloride should not be em
ployed in patients receiving potassium-
sparing agents such as aldosterone an-
tagonists and triamterene.

Precautions

With normal kidney function, potassium
intoxication from oral administration is
not likely to occur, since renal excretion
of the ion increases in response to a
rise in the concentration of body potas-
sium. Nevertheless, potassium supple-
ments must be administered with cau-
tion, since the dietary or daily amount is
not accurately known. Frequent checks
of the patient’s clinical status and peri-
odic ECG and/or serum potassium lev-
els should be done. High serum concen-
trations of potassium ion may result in
death through cardiac depression, ar-
rhythmia, or arrest. The drug should ke
used with caution in the presence of car-
diac disease and systemic acidosis.

Adverse Reactions

Side effects include abdominal discom-
fort, nausea, vomiting and diarrhea.

In the presence of renal dysfunction
it may be possible to induce hyperkale-
mia by oral administration of potassium
salts. The symptoms and signs of potas-
sium intoxication include paresthesias
of the extremities, weakness and heavi-
ness of the legs, flaccid paralysis, list-
lessness, mental confusion, fall in blood
pressure, cardiac arrhythmias and heart
block. Electrocardiographic abnormali-
ties such as disappearance of the P
wave, widening and slurring of the QRS
complex, changes of the S-T
segment and tall peaked T
waves may be noted with hy-
perkalemia.
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peptic ulcer, jaundice and other abnor-
malities of liver function, hyper-
uricemia and clinical gout, mild carbo-
hydrate intolerance, and various neu-
ropsychiatric  disturbances ranging
from “nervousness” to precipitation of
psychosis have been occasionally re-
ported36 after prolonged administra-
tion of nicotinic acid. The clinician
employing pharmacologic agents to
lower circulating lipids should be in-
formed about potential undersirable
side effects. However, it is prudent and
justifiable, in conjunction with other
means of lowering circulating lipids
(eg. weight reduction, dietary modifi-
cation) to consider the use of pharma-
cologic means as well, especially in
patients with coronary artery disease
or disorders of lipid metabolism.

Vitamin B6

In the monkey, B6 deficiency re-
sults in atherosclerosis like that seen in
man.37,38 Although vitamin B6 is
important in the metabolism of poly-
unsaturated fatty acids, information is
scant on just how vitamin B6 is linked
to fat metabolism. Of major interest
are debated observations that B6-de-
pendent enzymes participate in the
conversion of linoleic to arachidonic
acid—both essential fatty acids.39,40
In man, atherosclerotic lesions and
cardiac disease due to B6 deficiency or
aberration of B6 metabolism have not
been conclusively demonstrated.39,40

Conclusions

Vitamin deficiency is uncommon as
a direct cause of vascular disease; the
only vitamin deficiency so implicated
is thiamin.

With thiamin fortification of pre-
pared foods and improved food pro-
cessing, beriberi is becoming much less
common, even in the Orient. The

remaining reservoir of malnourished
individuals and instances of clinical
vitamin deficiency seem to be the
impressive number of alcoholicsls,24>
41,42 in our country. We have few
data on interrelationship of latent or
subclinical vitamin deficiencies and
vascular disease.
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Book Excerpts continued

The following articles have been selected by
the Publisher from its new book, Psycho-
pharmacology in the Practice of Medicine,
edited by Murray E. Jarvik, MD, PhD, in the
hope that they will have immediate useful-
ness to our readers who otherwise might not
have had access to them.

Psychopharmacology and the
Family Physician

John P. Geyman, MD

The past 20 years have seen a
growing awareness of the importance
of psychologic dysfunction of indivi-
duals in our growing population and
our increasingly complex society. A
continuing redefinition of these prob-
lems and varied approaches to their
treatment have also been seen.
Whether viewed as “mental illness,”
“psychiatric problems,” “stress ill-
ness,” or “functional disorders,” these
problems, in aggregate, may well be
more frequent and more incapacitating
than any other disease or disorder.
During this same period, a dynamic
growth of psychopharmacology as a
discipline has been observed. The in-
troduction of massive numbers of
psychotropic drugs, however, has been
a source of immense confusion to
family physicians and others in pri-

mary care who provide initial and
often definitive care for a large pro-
portion of patients with these prob-
lems.

Concurrent with these changes, and
despite impressive advances in bio-
medical technology, increasing dis-
enchantment, both within and outside
medicine, with the problems of over-
specialization and depersonalization of
medical care has been observed. Social
attitudes are changing toward greater
concern for what Lewis Mumford
(1965) calls “the primacy of the per-
son,” whom he sees as devitalized and
frustrated by the growth of tech-
nology. The pendulum in American
medicine is now swinging toward the
renaissance of the generalist, particu-
larly in the form of the family physi-
cian but also in the form of other
kinds of primary care physicians with
backgrounds in internal medicine and
pediatrics. McWhinney (1975) reminds
us that “it is no accident that family
medicine is emerging at a time when
the interrelatedness of all things is
being rediscovered, when the impor-
tance of ecology is being focused on
one’s awareness —when human values
are being asserted over technology.”

Against this background, this chap-
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ter will aim to briefly describe the
kinds of “psychiatric problems”
occurring in primary care, and what
the family physician needs to know
about the use of psychopharmacologic
agents. A conceptual model will be
suggested concerning decision making
for the selection and use of psycho-
tropic drugs. Finally, some directions
will be discussed for future efforts
involving psychiatrists, psycho-
pharmacologists, and family physi-
cians.

Psychiatric Conditions in Primary Care

The precise overall incidence of
psychiatric conditions in primary care,
together with the incidence of specific
entities, has been difficult to ascertain
due to the relatively recent develop-
ment of research in primary care,
difficulty in arriving at specific and
uniform coding methods, and the fact
that patients with these conditions
frequently do not fall into discrete
diagnostic categories. Earlier studies
reported an overall incidence in the
range of two to five percent (Densen
et al 1960, General Practice 1951,
Logan and Cusion 1958, Obstetrics-
Gynecology Study 1959, Peterson
1956, Tabenhaus 1955). A subsequent

Continued on next page
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study of the practices of family physi-
cians in Monroe County, New York,
showed that 17 percent of their pa-
tients had significant emotional dis-
orders, with women having a “psy-
chiatric problem rate” double that of
men, and the highest problem rates
occurring in patients with digestive
disorders, senility, and ill-defined con-
ditions (Locke and Gardner 1969).
The most recent comprehensive and
in-depth study of family practice yet
done has been conducted by the De-
partment of Family Practice at the
Medical College of Virginia. The health
care problems of 88,000 patients pre-
senting to 118 family physicians were
studied over a period of 18 months. It
is interesting that 90 percent of a total
of 383,805 health care problems were
contained with 172 descriptive prob-
lems, using a coding system for pri-
mary care developed by the Royal
College of General Practice in England.
Table 1 shows the rank order and
percentage of total health care prob-
lems represented by the 12 most com-
mon “mental and behavioral prob-
lems” within the 90 percent of these

practice profiles (Marsland et al 1976).
It can be seen in Table 1that these 12
problems comprise 5.27 percent of the
383,805 health problems reported.
Although this figure probably provides
an approximate order of magnitude of
these problems, it is clear that more
definitive studies are still needed to
better delineate the occurrence of
psychiatric conditions in family prac-
tice.

A recent study by Morrison (1975)
has shown that about three-fifths of
the annual number of ambulatory,
physician visits in the United States
are made to general/family physicians,
who are responsible for about two-
thirds of the estimated 1 billion out-
of-hospital acquisitions of prescribed
medicines annually. Prescriptions for
psychotropic drugs comprise a sub-
stantial portion of this total. In a
study of drug use in an American
community, Stolley and co-workers
(1972) have found that psychothera-
peutic drugs made up 17 percent of all
prescriptions, including “tranquilizers”
(7.7 percent), hypnotics and sedatives
(3.6 percent), and amphetamines (3.4

THE JOURNAL OF FAMILY PRACTICE, VOL. 4, NO. 5, 1977

anemia, in patients with perni-
cious anemia who receive
more than 0.1 mg of folic acid
per day and who are inade-
quately treated with vita-
min B,2

Dosage: 1 or 2 tablets
daily, as indicated by

clinical need.

Available: In bottles of
100 and 500.

<4TOCH?>

ROCHE LABORATORIES
Division of Hoffmann-La Roche Inc.
Nutley, New Jersey 07110

percent). In another study of a general
medical care clinic, carried out at the
University of California at Irvine, 65
percent of all patients were using some
kind of psychoactive medication
(Gottschalk et al 1971). Further,
Balter and Levine (1970) have found
that general/family physicians pre-
scribe over 70 percent of all prescrip-
tions for these drugs in the United
States.

The family physician’s involvement
with  “psychiatric conditions” is
markedly different from the psychia-
trist’s experience, which frequently
involves the management of severe
psychiatric disorders in a hospital or
crisis intervention setting. The family
physician, on the other hand, sees a
wide range of less severe and often
situational emotional problems in his
everyday practice, including anxiety
reactions, psychosomatic disorders, de-
pressive reactions, psychoneuroses,
grief reactions, hysterical reactions,
school problems, sexual and marital
problems. Patients with these kinds of
problems are frequently troubled in a

more general and nonspecific way,
Continued on page 989
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thereby rendering decisions concerning
their care, particularly the use of
psychoactive drugs, especially com-
plex. Patients frequently present with
asomatic complaint which they hope
will be more acceptable (or taken
more seriously) to their physicians,
while the actual reason prompting the
visit may be an unstated constellation
of fears and anxieties (Geyman 1971).
As a practicing family physician, Ganz
(1961) prefers to view emotional dis-
orders in his practice as “stress ill-
ness.” “In my practice | see very little
imagined illness. But 1 see lots of
physical illness, the cause of which lies
in the environment, the personality, or
the emotional makeup of the patient.
Tomy way of thinking, ‘stress illness’
communicates a more acceptable and
certainly more proper image to pa-
tients. It also indicates to the doctor a
truer etiology.”

Psychopharmacologic Needs of the

Family Physician

In view of the frequency of psy-
chiatric conditions in family practice
and the family physician’s active role
in the recognition and management of
most of these problems, he clearly
must have a broad base of knowledge
in practical psychopharmacology. The
acquisition and maintenance of this
knowledge base has been difficult for a

variety of reasons — the confusing
array of psychotherapeutic agents, dif-
ficulty in adequately evaluating the
therapeutic efficacy of these drugs in
vivo, the relative lack of training in
psychopharmacology in formal medi-
cal education at all levels, and lack of
adequate emphasis on this subject in
the literature generally read by family
physicians. For example, it is ironic
that such excellent and definitive ma-
terial as the article “A Usage Guide for
Psychoactive Drugs,” published in Dis-
eases of the Nervous System, failed to
reach the large audience of prescribing
physicians (Appleton 1971).

From a cognitive standpoint, the
family physician must have a current
working knowledge of the following
areas (Appleton 1971, Norris and
Yervanos 1973, Wheatley 1973):

1 Obtaining an adequate data base
for the patient’s problem

2. Assessment and/or specific diag-
nosis of problems

3. Kinds of psychiatric problems
amenable to psychoactive drugs,
including role of drug therapy in
larger therapeutic plan

4. Kinds of psychiatric problems for
which drug therapy is not indi-
cated

5. Principles of setting specific goals
for intervention with psychoactive
drugs

6. Major
drugs:

a. In-depth knowledge of two

effective drugs in each major

classes of psychoactive

Table 1. Most Common Mental and Behavioral Problems
(118 Virginia Family Physicians)

Percent of
Rank Order Problem Number Total
13 Depressive neurosis 5282 1.38
16 Anxiety neurosis 4812 1.25
25 Physical disorders of presumably 3056 0.80
psychogenic origin

70 Functional gastric disorders 1132 0.29
73 Tension headache 1083 0.28
83 Debility or fatigue 975 0.25
84 Abuse of alcohol 962 0.25
100 Family relationship problems 825 0.21
114 Schizophrenia 707 0.18
145 Organic psychoses 527 0.14
148 Other psychotropic drugs 520 0.13
168 Malingering 425 0.11
Totals 20,326 5.27
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class, including indications,
contraindications, dosage, side
effects, toxic reactions, basic
mechanism of action, dose-
response principles, and poten-
tial for dependency, if any

b. Understanding of anticipated
level of efficacy of psycho-
active drugs for each major
condition

¢. Equivalency between compar-
able drugs

7. Selection of a particular psycho-
active drug with consideration of:

a. Efficacy

b. Safety

¢. Incidence, nature, and severity
of side effects

d. Dose form and schedule

e. Cost

f. Pitfalls of use

8. Principles of therapy with con-
sideration of:

a. Important parameters to fol-
low (history, physical examina-
tion, and/or laboratory
studies)

b. Frequency of follow-up

c. Signs and symptoms of toxi-

city
d. Management of side -effects
and toxicity
9. Principles of changing dose or
drug:

a.  Understanding
therapeutic trial
b. Increasing or decreasing drug
dose
¢. Discontinuance of drug and/or
adding another drug
10. Understanding special
stances, including:
a. Pediatric patients
b. Obstetric patients (ie, placental
transfer)
¢. Geriatric patients
d. Maintenance drug therapy fol-
lowing psychiatric hospitaliza-
tion
e. Influence of psychoactive drug
on patient’s individual life
style (eg, occupation)
f. Drug interaction
11. Feasible and available method for
updating knowledge of psycho-
pharmacology
12. Understanding of self as thera-
peutic agent and awareness of own
limitations
13. Indications for psychiatric consul-
tation and/or referral

of adequate

circum-

Continued on next page
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Figure 1. A conceptual model for use of psychotropic drugs

A Conceptual Approach to the Use of
Psychoactive Drugs

It is critical that we proceed well
beyond the cognitive elements of
psychopharmacology if a reasonable
level of understanding of the role and
use of psychopharmacologic agents in
family practice is to be acquired.
Intervention with such drugs is only
part of a larger therapeutic mileau
involving psychosocial factors im-
pinging upon the patient (from both
within and outside his family), the
doctor-patient relationship, the physi-
cian’s communication and diagnostic
skills, and the physician’s own level of
self-awareness as a therapeutic agent.
Levine (1970) reminds us that it is
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well documented throughout the
scientific community that “the thera-
peutic response to an administered
psychotropic drug is dependent upon
pharmacologic as well as nonpharma-
cologic factors.” Tupin and Schuller
further point out that “in those clini-
cal situations where psychosocial ele-
ments play a significant role, the prac-
titioner with skills in interviewing,
history taking, and observation will
excel and the patient will benefit. In
this situation, the psychologic-
mindedness of the physician is the
single most important ingredient. One
cannot perceive that for which one is
blind” (Tupin and Schuller, un-
published data).

Although rapid advances in the
technology of psychopharmacology in
recent years have certainly led to
improved and/or cure for many pa-
tients with psychiatric problems, abuse
of psychoactive drugs has likewise
become a significant problem. These
drugs can afford the busy physician
with a “crutch,” which can adversely
affect his understanding of the pa-
tient’s problems and delay or prevent
their resolution. In a paper entitled
“The Overmedicated Society,” Muller
(1972) suggests that physicians can be

Continued on next page
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both unintelligent and lazy in their
excessive use of drug therapy. Based
on his studies of repeat prescriptions
in family practice in England, Balint
and co-workers (1970) expand on this
point in these words —“On the basis
of our results we think that in reality
the repeat prescription (instead of a
treatment) is a diagnosis, not of the
patient nor of his doctor but of the
doctor-patient relationship.”

The problem-oriented medical rec-
ord developed by Weed has become a
standard part of practice for many
family physicians in recent years. The
problem-oriented approach can like-
wise be applied to nonorganic prob-
lers and help the family physician to
identify and understand psychosocial
problems in his patients and their
families. This is an essential first step
before any therapeutic intervention
can be considered. In this regard,
Freyhan (1962) has recommended
that disease-oriented therapeutic indi-
cations for psychoactive drugs can be
exchanged for symptom-directed criter-
ia (ie, “target symptoms” in identified
aress of drug treatable, psychopathol-
ogy). The family physician’stask, then,
isto identify the patient’s problems as
specifically as possible, including as-
pects of the patient’s behavior that
require treatment. He must then de-
velop a treatment plan that is realistic,
meets the individual patient’s needs,
and involves repeated measurement of
therapeutic response so that therapy
can be revised or discontinued as
necessary. In this connection, it is also
useful for the physician to understand
which of the following broad objec-
tives is involved by each treatment
plan —(a) cure; (b) rehabilitation; (c)
relief of symptoms; (d) maintenance
of improvement; (e) prophylaxis
against recurrent attacks of a cyclic or
periodic disorder; or (f) adjunctive to
some other treatment such as psycho-
therapy (Kline and Lehmann 1962).

These ideas are incorporated in a
conceptual model for the use of
psychotropic drugs (Fig. 1), which
form a basis for managing patients
with psychiatric or functional prob-
lens.

Some Future Directions

Shifting priorities at all levels
toward strengthening primary care in
medical education and clinical practice
are creating new opportunities for
understanding the nature and manage-
ment of common psychiatric condi-
tions. Greater emphasis is being placed
on ambulatory care, the provision of
more comprehensive and accessible
health care services, and viewing the
patient as a whole person instead of a
disease in his family and community
setting. There is every evidence that
family practice will continue to de-
velop as a major field in primary care
and that student interest will be sus-
tained at a high level. As the academic
discipline of family medicine con-
tinues to be more sharply defined,
continued emphasis on behavioral sci-
ence can be anticipated as part of that
discipline.

The development of academic de-
partments of family practice in most
of our medical schools, together with
the application of new research
methodologies in primary care, should
facilitate more intensive and produc-
tive study of primary care problems,
which have previously been largely
overlooked. In the area of psycho-
pharmacology, it is hoped that active
cooperative efforts can be mobilized,
involving psychiatrists, clinical
pharmacologists, family physicians and
their patients in the expansion of
research and teaching in this important
discipline.
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