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services in preventing admission with different
diagnostic categories (Fenton et al, 1982). Such
variations may be due to a range of factors, such
as variations in working practices, skill mix,
referral patterns, availability of other community
resources and accommodation, and the possibi-
lity of higher levels of disturbance in psychotic
inner-city patients.

More detailed research is clearly required in
order to investigate more precisely which beha-
viours and symptoms identified at assessment
are predictive of future outcomes in terms of
service provision; broad diagnostic categories
being a blunt instrument in this regard.
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Psychiatrists’ atfitudes to
maintenance drug treatment

in depression

Graham A. Jackson and Ishbel Maciver

Aims and method The recurrence rate of major
depression can be decreased by the use of
maintenance drug treatment. This paper describes a
survey of Scottish psychiatrists’ attitudes to prescribing
maintenance therapy. Questionnaires were sent to all
Scottish psychiatrists at consultant and associate
specialist grade.

Results It is evident that there are major differences in
prescribing practices. How patients are managed
would appear to depend on to whom they are referred.
Clinical implications Psychiatrists do not appear to be
practising evidence-based medicine in this context.

There is perhaps a need for greater consensus on the
prevention of recurrence.

Until the late 1970s, depression was generally
described as an acute illness from which the
patient was expected to return to a state of well-
being. It was recognised that some individuals
were prone to recurrent episodes, but it was felt
that each of these should be treated as a discrete
entity and that between these the individual
would make a complete recovery. More recent
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research, however, has established the chronic
nature of major depression, with relapse rates of
up to 80% (Angst, 1992). Data from the
Epidemiological Catchment Area Study indicated
an 8% lifetime prevalence for depression in the
general population and the risk for death by
suicide as 15% in those who have been hospital-
ised for depression.

It is widely accepted that following resolution
of depressive symptoms a ‘continuation phase’ of
drug treatment of up to six months’ duration is
necessary in order to gain full control over an
episode. However, in line with the increasing
conceptualisation of major depression as a
chronic disorder, research over recent years
has provided increasing evidence that drug
treatment continued beyond this point can
effectively reduce the recurrence rate of major
depression (and thus hopefully reduce the
associated mortality rate). In this paper we use
the term ‘maintenance treatment’ to describe this
phase, although it is also described by certain
authors as ‘prophylactic treatment’.

Tricyclic antidepressants (Ayd, 1984: Kupfer et
al, 1992), selective-serotonin reuptake inhibitors
(Kupfer, 1993) and lithium (Medical Research
Council Drug Trials Subcommittee, 1981) have
all proved effective in this report.

Although there appears to be evidence that
maintenance treatment reduces the risk of recur-
rence, the optimum length of therapy remains
unknown. It has been stated that in patients with
episodes that are less than two and a half years
apart, treatment should be continued for at least
five years (Kupfer et al, 1992), with some authors
advocating life-long treatment in certain cases
(Montgomery, 1996). In spite of this there is often
a reluctance to prescribe long-term treatment te
these patients or indeed for the patients to comply
with long-term treatment. The reasons for this are
many, including the experience of side-effects and
doctors colluding with a patient's wish to stop
medication in order to signify that he/she is
better, i.e. that an episode of illness is over.

Similarly, the optimum dose required for main-
tenance treatment is unclear, although evidence
would seem to point to a need for continuing
medication at that dose which has been effective
for the acute episode; reducing the dose may result
in an increased risk of relapse (Frank et al, 1993).

The study

We carried out a survey of psychiatric consul-
tants and associate specialists throughout Scot-
land looking at their practice in the prescribing of
maintenance antidepressant therapy. A multi-
ple-choice questionnaire was sent out using the
Royal College of Psychiatrists’ list of practising
senior psychiatrists.

The questionnaire asked the respondents to
state by choosing from a list of five durations of
treatment, how long they would continue anti-
depressant therapy following resolution of
depressive symptoms in the following circum-
stances: (1) after one episode of illness; (2) after
second episode in one year; (3) after second
episode in five years and (4) in people with a
history of recurring unipolar illness.

We also asked whether they would continue
the antidepressant at the same or at a lower dose
as that which produced clinical improvement or
indeed whether they would opt to change to
another drug for maintenance treatment. Finally
we asked respondents to rate five factors im-
portant in choosing a drug for this purpose.

Findings

Of 330 survey forms distributed, 209 replies
were received, a response rate of 63.3%. Of the
respondents, 18 (8.6%) were not involved in
prescribing, and the following discussion relates
to the 191 replies from prescribing doctors. It is
likely that many of those who did not respond at
all have retired or otherwise do not prescribe
antidepressants commonly, e.g. psychothera-
pists, child psychiatrists.

Twenty-eight per cent of replies were from
consultants of up to five years' standing, 26%
of 5-10 years and 46% of more than 10 years,
indicating a reasonable spread of seniority.

The responses to our questions about duration
of treatment are summarised in Table 1. With
regard to the dose of antidepressant used for
maintenance treatment, 43% of respondents
stated that it was their practice to continue with
the same dose as that used to treat the acute
phase, while 47% stated they would continue
with the same drug at a lower dose; 3%
advocated changing to an alternative treatment.

We asked how doctors would follow-up people
on maintenance therapy. About a fifth (19%) had
access to a specific affective disorders clinic; 75
(39%) of doctors stated that they would follow-up
all of those people via their psychiatric services,
three (2%) would refer all back to their general
practitioner while 100 (52%) would refer all but
the most difficult back to their GP.

Our survey form also asked for an opinion on
the importance of five factors in their choice of
medicine. Proven efficacy and lack of side-effects
were seen as most important, followed by safety
in overdose. Availability of once daily dosage
and, particularly, cost were seen as being much
less important.

In an attempt to identify any differences in
practice between newer consultants and their
senior colleagues, we examined these results in
relation to the length of time since appointment

Psychiatrists’ attitudes to maintenance drug treatment in depression

https://doi.org/10.1192/pb.23.2.74 Published online by Cambridge University Press

75


https://doi.org/10.1192/pb.23.2.74

ORIGINAL PAPERS

Table 1. Questionnaire responses regarding duration of treatment

Up to 6 months Uptolyear Upfo2years Upto5years Indefinitely
After first episode (95) 50% (68) 36% 16) 8% - -
After second in 1 year Q0 5% (131) 69% - (29) 15% (10) 5%
After second in 5 years (25) 13% (86) 45% - éan 21% (25) 13%
Known recurrent depression - (29) 15% (29) 15% (34) 17% (78) 21%

as a consultant/associate specialist. The group
in post for over 10 years were least likely to
prescribe indefinite treatment and tended to-
wards shortest duration of treatment. They were
also more likely to favour lower doses of drugs for
maintenance treatment. Those in post for 5-10
years were twice as likely as those in post over 10
years to prescribe indefinitely following a second
episode in five years (10/46 compared with 9/
81); and 10 times as likely to prescribe anti-
depressants for over a year following a first
episode of depression (10/46 compared with 2/
81). There was little difference between all three
groups in their prescribing habits in relation to
known recurrent depression. The most recently
appointed consultants (0-5 years in post) fell
between the other two groups in relation to their
duration of prescribing but they were more likely
than the other groups to refer all but the most
difficult people back to their GP. They were also
more likely to work in mixed, as opposed to
purely urban, practices.

Comment

Surveys are perhaps not the best way of assessing
practice. People and their illnesses cannot be
fitted into neat groups and psychiatrists ticking
boxes in response to questions about strictly
categorised situations may not provide an accu-
rate reflection of how they respond when faced
with the reality of an ill person. We make no
mention of non-pharmacological methods of
treatment, nor of diagnostic criteria for major
depression; nor do we take account of the specific
areas of expertise of individual doctors. However,
this survey does give some idea of psychiatrists’
opinions on how recurring depression should be
managed.

Perhaps one of the most striking findings in
this study is the wide variation in practice
between individual clinicians in their use of
maintenance antidepressants. This is high-
lighted in the responses to the question of
duration of treatment in known recurrent illness.
Although 41% elected to treat indefinitely, the
remainder of respondents were divided almost
equally between treatment durations of up to
one, two and five years.

In other categories even fewer were prepared to
prescribe for the five-year minimum suggested

by Kupfer et al (1992) although in general there
was a tendency towards longer term prescribing
with increasing frequency of recurrence.

Similarly, the group was almost equally di-
vided on the question of dosage of drug for
maintenance treatment. Current thinking is that
once an acute episode of depression has been
treated, maintenance therapy is most effective
when it is continued at the same dose (Frank et
al, 1993). However less than half of respondents
stated that this was their practice.

It seems, therefore, that although there is a
tendency towards prescribing in accordance with
research findings, this is by no means universal.

It is also clear from these results that the
follow-up of people who are being prescribed
maintenance antidepressants is likely to have
major resource implications if the trend towards
longer term prescribing continues. This is likely
to affect both psychiatric and primary care
services in view of the choice of over half of our
respondents to refer all but the most complicated
cases back to their GPs for ongoing treatment.

It is interesting to note the differences in
prescribing habits between consultants of 5-10
years’ standing and their senior colleagues. One
might postulate that the less experienced group
are more likely to be influenced in their practice
by new research findings, reflecting the increas-
ing emphasis on evidence-based medicine over
recent years. However, this is not borne out by
the responses of the newest group of consultants
(<5 years). It would seem that their treatment of
recurrent depression is more likely to follow
traditional lines. Although this may be related
to differences in the population being treated by
this group (more likely to be rural), it may also
reflect either a scepticism of new research or a
tendency to be influenced by the practice of their
most senior colleagues, by whom many are likely
to have been trained.

Although there is clearly a need for further
research into various aspects of treatment of
recurrent depression, there is good evidence for
the benefits of maintenance treatment on recur-
rence rates. The long-term use of antidepressant
drugs must be balanced against the risk of side-
effects and the understandable reluctance of well
people to take on-going medication. Additionally,
the financial implications of treating large
numbers of patients indefinitely with expensive
drugs are likely to become apparent if this
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becomes standard practice. This study demon-
strates a need for consensus among psychia-
trists on how these patients should be managed.
At present this appears to depend very much
upon to whom they are referred, and many of us
do not appear to be practising evidence-based
medicine.
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Psychopathy in Scotland

Martin Humphreys

Aims and method The aim was to examine why the
legal category of psychopathic disorder does not
appear in the Mental Health (Scotland) Act 1984 and
to review selected literature relating to differences
between prison and special hospital populations in
Scotiand from those elsewhere.

Results There is now some emerging evidence to
suggest that the legisiation north of the border might
reflect the notion that there may be fewer people with
psychopathic disorders in Scotiand.

Clinical implications With devolution and the advent
of a Scottish Pariament the Mental Health (Scotland)
Act 1984 is likely to be reviewed. At that time it would be
inappropriate to consider including ‘psychopathic
disorder’ but some alternative to the cument rather
narrow definition of ‘mental disorder’ may be required.

There is still much debate over the possible need
for reform of current mental health legislation. In
considering this the status of the legal category of
psychopathic disorder is almost always raised.

Reference has frequently been made to the fact
that the term does not appear in the Scottish
legislation. Are patients who would receive care
and treatment under the 1983 Act being denied
that right in Scotland?

Part I of the Mental Health Act 1983 defines the
legal category of “psychopathic disorder” as

“a persistent disorder or disability of mind (whether
or not including significant impairment of intelli-
gence) which results in abnormally aggressive or
seriously irresponsible conduct on the part of the
person concerned”.

There is, strictly speaking, no equivalent in the
Mental Health (Scotland) Act 1984. What it does
describe is a mental disorder which “is a
persistent one manifested only by abnormally
aggressive or seriously irresponsible conduct”.
The term “mental disorder” however, is previously
defined as “mental illness or mental handicap
however caused or manifested”. It is therefore
difficult to imagine what sort of clinical condition
might fulfil all the necessary requirements of the
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