Hur lidkare skriver ut lakemedel

Introduktion till en artikel av Paul D. Stolley och Louis Lasagna

Lakarnas receptskrivningsvanor har blivit foremal for
ett véxande intresse i Storbritannien och USA. Det
sammanhanger med tillkomsten av alla nya droger,
dessas vidstrackta anvéandning och kraftiga verk-
ningar, med den o6kade kunskapen om biverkningarna
pa kort och lang sikt och med en 6kad uppmarksam-
het betraffande lakemedelskostnaderna. Vi har hit-
tills haft tre huvudkallor till informationen om dessa
lakarnas receptskrivningsvanor: uppgifter om olika
reklamfirmors forskning, studier av allmanpraktiker-
nas receptskrivningsvanor och studier av receptskriv-
ningsvanor pa sjukhus.

Nedanstédende artikel sammanfattar de principiella
och huvudsakliga resultaten av denna forskning. Ar-
tikeln ar skriven av Paul D. Stolley, Assistant Profes-
sor, Department of Medical Care and Hospitals,
School of Hygiene and Public Health och Louis La-
sagna, Associate Professor, Departments of Medi-
cine and Pharmacology, School of Medicine. Bada
forfattarna arbetar vid Johns Hopkins University, Bal-
timore, Maryland, USA.

| artikeln refereras bl.a. en nyligen framlagd fe-
deral amerikansk rapport, dar man studerat lakeme-
delsforbrukningen bland &ldre maénniskor i avsikt att
bestamma det lakemedelsbehov, som det amerikans-
ka medicareprogrammet kan kréava.

Denna offentliga utredning har uppskattat antalet
nytillkomna lakemedel i USA 1957—1968 till 2.131.
159, av dessa betecknade som 'betydelsefulla ny-
heter”, 70 % som produkter, innehallande tva eller
tre &ldre lakemedel i nya kombinationer och ater-
stdende 15 9, som huvudsakligen kopior eller mindre
modifikationer av tidigare existerande produkter.

Utredningens arbete mynnade ut i en kritik av de
receptskrivningsvanor, som man kunnat konstatera.
Som sarskilt betankliga fenomen utpekas bl. a.:

@ anvindningen av likemedel utan pavisad effekti-
vitet,

® anviandningen av ldkemedel, innebdrande vissa
risker, utan att sjukdomens allvar kravt dessa la-
kemedel,

@® anvindningen av lakemedel i inadekvata doser
under en inadekvat period.

Som orsaker till dessa och andra brister i lake-
medelsférskrivningens kvalitet framholls bl. a.:
® otillracklig grundliggande lakarutbildning betréf-

fande praktiskt-kliniskt arbete med liakemedel,

@ otillricklig tillgdng pa objektiv information om ldke-
medelsegenskaper och likemedelskostnader.
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Forfattarna till nedanstaende artikel kommenterar,
att vi vet alltfor lite om vad som bestammer lakarnas
receptskrivningsvanor. Vilka faktorer medfor att |&-
karen tar upp ett nytt ldkemedel respektive fort-
satter att anvanda ett gammalt? Varfor skrives vissa
lakemedel ut med forhoppningen att det skall ge en
farmakologisk verkan, som de definitivt inte har
(exempel pa detta &ar t.ex. anvandningen av vissa
vitaminpreparat)? Varfér anvéndes olika antibiotika
fortfarande av ett stort antal ldkare for helt triviala
infektioner? Varfér behaller vissa kombinationer av
antibiotika sin popularitet fast de flesta experter vén-
der sig mot deras anvéandning?

For att dessa och liknande fragor skall kunna ef-
fektivt belysas behovs en tvarvetenskaplig forskning
av socialmedicinare, farmakologer och samhallsve-
tare. En epidemiologisk studie inriktad pa att beskriva
lakares receptskrivningsvanor och patienters lake-
medelsvanor skulle vara ett forsta steg i varje land,
dar lakemedelskonsumtionen tenderar att tilltaga.

Enligt en tidigare undersokning skall ungefar half-
ten av de patienter, som soker en allmanpraktiker
inte fa nagon definitiv diagnos vid férsta besoket.
Nar man under sadana omsténdigheter skriver ut
lakemedel sker detta rimligen pa bas av "intuition”
eller "pa en balans av sannolikhet och erfarenhet,
snarare an pa en faktisk sakerhet”. | detta fallet ar
det lika viktigt att den symptomatiska hjalpen sker
med den sdkraste drogen som att den sker med den
mest effektiva.

Karl Evang, Norges hélsodirektor, har formulerat
problemet salunda:

"Vi (lakarna) ar, vad lakemedel betraffar, i en
overgangsperiod mellan magi och naturvetenskap
och vi kan inte géarna rida pa dessa héastar pa en
gang utan att allvarligt skada den vetenskapliga bas,
pa vilken vi bygger. Om ett lakemedel skrivs ut bara
for att nagot skall ske, om man ger placebopreparat,
ar det minsta vi kan begéara av doktorn, att han gor
detta avsiktligt, som en planerad medveten och for-
nuftig del av behandlingen, baserad pa en uppskatt-
ning av patientens totala situation ............ Var
uppgift ar darfor att forséka pa ett riktigt satt kana-
lisera de utomordentligt maktiga krafter, som har
introducerats och som dels ar av en ekonomisk, dels
av en medicinsk och dels av en psykologisk natur,
utan att pa nagot satt hindra den fortsatta utveck-
lingen™.

Socialmedicinsk tidskrift, 1970, 47,9




How Physicians Prescribe

Louis Lasagna

Introduction
The prescribing patterns of physicians has become
a subject of increasing interest in the United King-
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* The publication of this article in abbreviated form
is reproduced with the permission of the Journal of
Chronic Diseases. The original article, "Prescribing
Patterns of Physicians,” appears in the Journal of
Chronic Diseases, 22: 395—405, 1969,

Drugs*

dom and the United States because of the recent
proliferation of new drugs, their widespread use
and powerful actions, the increasing recognition
of immediate and delayed adverse effects and the
increasing concern about the cost of drugs. There
are three main sources of our current informa-
tion about the prescribing patterns of physicians:
marketing research data, studies of prescribing in
community practice, and studies of prescribing in
hospitals.

Information Collected by Marketing
Research Firms

Most of the current data about the prescribing
patterns of physicians in private practice is collect-
ed by marketing research firms which then sell the
analyzed information to drug manufacturers and
advertising agencies handling drug accounts or
supply it to researchers in academic institutions.
Very elaborate and extensive “surveillance sys-
tems” or monitoring programs have been establish-
ed by these firms using sophisticated automatic
data processing equipment.

In an attempt to obtain a sample of the pre-
scriptions of United States physicians from all
geographic regions, all specialities and all age
groups, one of the largest of the marketing re-
search firms uses the case-record diary technique.
During a two-day period the physician records
information about all patient contacts made by
him in his practice. During a year’s time a quar-
ter million drug prescriptions are collected in this
manner and related to patient characteristics (age,
sex), diagnosis, and physician characteristics (type
of practice, location of practice).! In addition to
collecting information directly from the physician,
the marketing research firms sample prescriptions
presented to pharmacies by patients. The informa-
tion so obtained is useful for determining dosage
forms, quantity dispensed, physicians’ directions
as to how often the patient should take the drug,
and refill instructions.?
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Some marketing research firms keep track of
promotional activities of drug firms by means of
journals, mail and detail men to try to gauge the
effect of these efforts on physicians’ prescribing
patterns. Lists of physicians known to have high
prescribing rates are sold at a premium price to
pharmaceutical firms doing drug advertising.
Another interesting facet of the marketing re-
search firms’ efforts to learn about the physicians’
prescribing patterns is their studies of physicians’
attitudes or “images” of certain drugs or classes
of drugs. Periodic surveys of physicians’ attitudes
toward oral contraceptives and tranquilizers are

conducted by one major firm.

A study of marketing research data can give

someone interested in medical care research
extremely interesting clues about the ways in
which physicians prescribe drugs, the pharmacolo-
gic actions they desire in a drug, and the patterns

of prescribing for common illnesses.

When analyzed by diagnostic condition, for
example, these data indicate that most physicians
(about 95 %) will issue one or more prescriptions
to a patient whom they diagnose as having the
“common cold”. Almost 60 % of these prescrip-
tions are for antibiotics, with the tetracyclines and
penicillin the most popular choices. Sulfa drugs
are also prescribed in significant numbers, and
antihistamine-oral decongestant combinations are
popular for treatment of the common cold (Table
1).3

If the marketing research data are examined by
the drug rather than the diagnostic condition,
interesting patterns of use for certain medications
are apparent. Millions of injections of vitamin
By, e.g., are given yearly for a remarkably wide
spectrum of diagnostic conditions with the desired
pharmacologic action often listed as “placebo”,
“stimulant”, “sedative” or “hematinic” properties.

Another informative way of looking at such
marketing data is to examine the instructions for
daily use of the drug. One drug manufacturer was
able to learn that its “muscle relaxant” was not
being prescribed every four hours as the package
insert recommended but more commonly as t.i.d.
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It would be interesting to discover whether physi-
cians chose this periodicity from force of habit

or from clinical observation.

Studies of Prescribing in Community
Practice

Most studies of prescribing in community practice
have been carried out in the United Kingdom.
Martin analyzed a large number of prescriptions
issued by practitioners under the National Health
Service in the early 1950’s. The variables he stu-
died most intensively were: 1) prescriptions, 2)
doctors’ practices, 3) patients, 4) social conditions,
5) geographical location, and 6) morbidity.* He
found striking regional differences in prescribing,
a finding confirmed by three other studies. 5 67
Certain English towns tended to be high-volume
prescribing towns over the years, while other towns
had a low-volume pattern. He concluded that "lo-
cal custom”™ which “embraces not only attitudes
toward illness and medical care but the psycho-

Table 1. Treatment of the Common Cold in the
Physicians” Office, October 1967—September 1968.*

Percentage of Pa-

tientstVisiting a

Physician Receiving
a Prescription
and/or Drug

Type of Drug

Broad or medium-spectrum antibio-
tic 31 %

Oral cold preparation 29 %
(antihistamine and decongestant)

Penicillin 22 %
Cough preparations 12 %
Cold and cough preparations 11 %
Non-narcotic analgesics 10 %
Topical nasal and ophthalmic

preparations 8 %
Sulfonamides 6 %
Antihistamines 5 %
Narcotic analgesics 2 %
All others 13 %

* Data from National Disease and Therapeutic Index
based on analysis of 1128 patient visits.?

7 Percentage exceeds 100 % because patients may be
issued more than 1 prescription.




logical climate within which all prescribing takes
place” was the most important determinant of
differences in prescribing.

The influence of pharmaceutical mailings, jour-
nal advertising, detail men, expert recommenda-
tions, the price of drugs and the doctors’ impres-
sions of individual pharmaceutical companies upon
the prescribing patterns of general practitioners
was also studied in the United Kingdom by Wilson
and his colleagues, using operational resecarch me-
thods.8: * They concluded that general practition-
ers depend to a large extent on consultants’ advice
about drugs in certain illnesses (such as psychoses
and neuroses), while they rely on different sources
(journal advertising, promotional mailing, detail
men) for other illnesses (such as infections or
heart failure). These authors believed that the
“personal characteristics” of physicians, such as
age, training, specialty and social contacts with
other physicians had a considerable (though diffi-
cult to measure) effect on prescribing.

Joyce, Last and Weatherall attempted to analyze
certain personal factors as the cause of differences
in prescribing by general practitioners.1® They
noted that in the English towns studied the diffe-
rences in prescribing remained stable over many
years but within these towns there was consider-
able variation among doctors. They tried to
account for this variation in prescribing behavior.
They interviewed in depth a sample of practi-
tioners from three industrial towns, whose pres-
criptions for a one month period had been studied,
to learn about their practices, certain personal
characteristics, and attitudes to medical problems.
Joyce et al. concluded that the significant factors
that seemed to affect differences in prescribing
included *“quality of practice”, ‘“whole-person
orientation”, and “education™.

The Ministry of Health in the United Kingdon
explored prescribing trends by analysis of prescrip-
tions submitted to the National Health Service for
reimbursement.!t They found no significant dif-
ferences in prescribing patterns among doctors
graduating from different medical schools. Older
doctors tended to prescribe less than younger doc-
tors; female doctors issued more prescriptions than

male doctors. The larger the general practitioner’s
list of patients, the lower his prescribing rate per
patient.

A study conducted by the Committee of En-
quiry into the Relationship of the Pharmaceutical
Industry with the National Health Service (“Sains-
bury Report”) attempted to estimate the extent
to which general practitioners were influenced in
their prescribing patterns by promotional materials,
journal articles, expert and
other sources of information.1? The English phys-
icians reported that they highly valued the drug
firm detail man as a source of information about
new products, but found him a less satisfactory
source regarding the new products’

recommendations

efficacy.
Heavy reliance of practitioners on information
from detail men has been confirmed in several
studies in the U.S.13, 14 The Physicians Desk
published with the financial back-
ing of the drug industry, has been the main source

Reference,

of prescribing information for American doctors
for some years according to a recent survey.!4
Cluff listed six factors he considers the most
important influences on the prescribing habits of
physicians: the example of a teacher or respected
peer, testimonials of colleagues, extrapolation
from specific studies, convenience, persuasiveness
of promotional efforts by the drug manufacturer
and availability of samples.t5 There is a great need
for further research in the field of prescribing to
identify and measure the relative importance of
these and other factors. The eventual success of
any efforts at continuing education in therapeutics
will depend on a strategy and tactics designed to
affect those factors which have the greatest in-

fluence on the physician in his choice of drugs.

Studies of Prescribing in Hospitals

In an effort to assure quality and to control drug
costs, some hospital medical staffs have become
interested in the prescribing patterns of staff
physicians. Closed formularies, the encouragement
of generic prescribing, and the purchase of generic
drugs in large volume and through competitive
bids have resulted in savings for certain hospitals.
Attempts have been made to measure te “quality”
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of prescribing by having a panel of “experts”
scrutinize charts using predetermined criteria for
the appropriate use of drugs. Muller has pointed
out the hazards and tediosusness of these methods,
but also their usefulness in focusing on variations
from predominant prescribing practices which may
be of concern to an institution and its medical
staff. In her study of four New York City hospitals
she noted the existence of such questionable prac-
tices as incomplete instructions to the pharmacist;
suspected overuse of certain drugs (such as topical
medications and vitamins); uncommon dosages;
and prescribing of certain drugs judged by “quali-
fied physicians” to be ineffective.® Muller also
examined the records of ambulatory outpatients
in several hospitals and found prescribing differen-
ces between the staffs of voluntary and city hospi-
tals.17

Several studies of antibiotic use in hospitals
employing careful review of records suggest that
some uses of these agents are difficult to
justify.18: 19 In an effort to provide continuing
education in therapeutics to the hospital staff
physicians, some institutions have been distributing
“informational letters” concerning appropriate use
of drugs. “The Johns Hopkins Drug Letter,” regu-
larly reproduced in The Johns Hopkins Medical
Journal, is one example.?’ The object of these letters
is to provide information about new drugs within
a therapeutic class to facilitate the appropriate
choice of an agent, to present the specific indi-
cations, and to warn about contraindications or
possible adverse reactions.

Studies have reported that adverse drug reac-
tions are a significant cause of hospital admission
and, as complications of therapy in the hospital,
sometimes increase the length of hospital stay.18: 19
There is evidence that some of these adverse reac-
tions would be preventable by more judicious use
of drugs, both in community and in hospital prac-
tice. Several studies using computer programs are
now being conducted in an effort to develop
systems for surveillance of drug utilization and
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adverse drug reactions in hospital settings.>!: 2
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The United States Department of Health,
Education, and Welfare Task Force on
Prescription Drugs
Recent release of an Interim Report and Recom-
mendations of the HEW Task Force on Prescrip-
tion Drugs has resulted in a controversy between
the Federal Government and the Drug Industry
reminiscent of that which surrounded the famous
“Kefauver Hearings” of the early 1960%.23 The
Task Force studied drug utilization among the
elderly with the intention of determining the need
to provide coverage of prescription drugs out-
side of institutions for those 65 years and older
through the Medicare program. The Task Force
developed a Master Drug List of over 400 most
commonly prescribed drugs for this age group.
A list of the 21 most frequently prescribed drugs
is presented in Table 2.24

The Task Force estimated the average market
life of a drug from time of introduction to with-
drawal from the market to be only five years. The
Task Force also attempted to classify the 2,131
new prescription drugs introduced between 1957
and 1968 and considered 15 % of these to be “sig-
nificant new entities”, 70 % to be products con-
taining two or more older drugs in a new combi-
nation and the remaining 15 % to be “essentially
duplicates or minor modifications of products
already in use.”?® The Task Force expressed con-
cern over “irrational prescribing” and tried to list
the most disturbing forms of this phenomenon:
“The use of drugs without demonstrated effi-

cacy.

“The use of drugs with an inherent hazard not
justified by the seriousness of the illness.

“The use of drugs in excessive amounts, or for

excessive period of time, or inadequate amounts
for inadequate periods.

"The use of a costly duplicative or 'me-too’ pro-
duct when an equally effective but less expensive
drug is available.

"The use of a costly combination product when
equally effective but less expensive drugs are
available individually.

“The simultaneous use of two or more drugs




Table 2. The 21 Most Frequently Prescribed Drugs or
Drug Combinations for the Elderly in Descending

Order.°
1. Orinase 12. Donnatal
2. Librium *13. Empirin Compound
3. Diuril w/codeine
4. Indocin 714. Nitroglycerin
S. Hydrodiuril 715. Digitoxin
* 6. Lanoxin *16. Serpasil
7. Doriden 17. Diupres
8. Darvon Compound | *18. Raudixin
—65 *19. Purodigin
i 9. Phenobarbital *20. Seconal sodium
10. Valium #*21. Nembutal
*11. Equanil

¢ Data from Task Force on Prescription Drugs.2+

* Dispensed as brand-name drug, although low-cost ge-
neric-name product available.

1 Dispensed as generic-name drug.

without appropriate consideration for their in-
teraction.
“Multiple prescribing by one or several physi-
cians, for the same patient, of drugs which may
be unnecessary, cumulative, interacting or need-
lessly expensive.23
The Task Force assigned responsibility for de-
ficiencies in the quality of prescribing to various
factors:
“Inadequate training in the clinical application
of drug knowledge during the undergraduate
medical curriculum.
“Inadequate sources of objective information
on both drug properties and drug costs.
“Widespread reliance by prescribers for their
continuing education upon the promotional
material distributed by drug manufacturers.
"The exceedingly rapid rate of introduction and
obsolescence of prescription drug specialities.
“The limited time available to practicing physi-
cians to examine, evaluate, and maintain cur-
rency with the claims for both old drugs and
newly marketed drugs.
“The constant insistence on the idea that the
average physician, with guidance from expert
colleagues, does in fact possess the necessary

ability to make scientifically sound judgments
in this complicated field.23

The Need for Further Research

It is clear that further research in the prescribing
patterns of physicians is needed to determine the
significant variables affecting the doctor’s choice
of drugs. What are the factors that lead him to
adopt a new drug or persist in his use of an older
drug? Why are some drugs prescribed with the
hope of producing a pharmacologic action which
the drug does not possess (as appears to be true
of most prescribing of vitamin Biz, for example)?
Why are chloramphenicol and other antibiotics
still prescribed by a significant number of physi-
cians for trivial infections? Why do certain anti-
biotic combinations retain their popularity while
most expert opinion decries their use?

The most fruitful approach in exploring these
and similar questions will probably be a multi-
disciplinary effort by medical care investigators,
pharmacologists and behavioral scientists. An
“epidemiologic” study, describing the rates of
drug prescribing by physicians and the prevalence
of drug usage among the community of patients’
would be a first step in any country with a rising
consumption of drugs.

Macgregor has pointed out that for almost one-
half the initial patient visits to general practition-
ers a definitive diagnosis cannot be made at that
visit. He concludes that for the physician prescrib-
ing under these circumstances almost half his pa-
tients will be given treatment “based on a hunch,
on intuition, on the balance of probability and on
experience — rather than on established cer-
tainty”.25 If this estimate is correct, it is important
that symptomatic relief be provided with the safest
as well as the most efficacious drugs available.

Karl Evang, Director General of Health Ser-
vices of Norway, has stated the problem succinct-
ly:

We [the medical profession] are, as far as drugs
are concerned, in a transitional period between
witchcraft and the natural sciences, and we cannot

very well ride both these horses at the same time
without hurting seriously the very philosophic ba-
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sis on which we build. If a drug is being prescribed
ut aliquid fiat, if placebos are given, the least we
can ask from the doctor is that he does it inten-
tionally, as a planned conscious and rational part
of his treatment based on an estimation of the
total situation of his patient... The task now,
therefore, is to channel properly the extraordinarily
powerful forces which have been introduced and
which are partly of an economic, partly of a med-
ical, and partly of a purely psychological nature
without in any way hampering further develop-
ment.26

Summary

The widespread use of many new and powerful
drugs and the increasing recognition of adverse
effects has stimulated interest in the manner in
which physicians prescribe drugs. The three main
sources of information about the prescribing pat-
terns of physicians are marketing research data,
studies of general practice and monitoring of pre-
scribing in hospitals. These sources show that pre-
scribing patterns vary greatly among physicians
according to their place and type of practice and
the community in which they prescribe. The need
for further research into the prescribing practices
of physicians is stressed and a possible approach
to these studies is outlined. Improved information
systems for the monitoring of drug consumption
is prerequisite to more detailed investigations into

physicians’ prescribing patterns.
4
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listvard, helst dven erfarenhet av ndamnda uppgifter.

Lén: Kommer att faststillas vid sirskilda forhandlingar.

For tjansten galler:

Upplysningar limnas av socialchef Evert Andersson, tel 036/16 53 00.

— Tjanstbarhetsintyg limnas forst vid anfordran.

— Tilltrade enligt overenskommelse.

Ansokan stills till Jonkopings kommun och skall vara Lonekommittén, Radhuset, Box 210, 551 02
JONKOPING tillhanda senast den 7 december 1970. Sdvil ansokan som kuvert skall mirkas med
referensnumret.
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