
Therapeutic Conservatism 

Sir?International comparisons of prescribing can be 

misleading, and can be distorted to make political 
points. Griffin and Griffin (April 1993, pages 121-6) 
point to the numbers of prescriptions received by 
patients in various countries, and show that in the UK 

patients receive only 7.6 prescription items per year 
compared to 38 in France: this is an invalid compari- 
son. In the UK, about one fifth of the total value of the 

pharmaceutical market comes from over-the-counter 
sales of relatively inexpensive items; comparable fig- 
ures for France, Italy and Portugal (which top Griffin 
and Griffin's table for numbers of prescriptions) are 
5-10%. Clearly, many items bought over the counter 
in the UK are prescribed in France. Within the UK, 
the same point applies: Griffin and Griffin comment 
that regions such as Oxford in which relatively high 
cost items are prescribed have, overall, lower total 

drug expenditure per head of population than regions 
where the cost per item is lower, such as Mersey or 
North Western. This ignores the differing demography 
and morbidity of the populations of these regions, as 
well as their socioeconomic structure. For instance, in 
less prosperous areas, relatively inexpensive items such 
as paracetamol are commonly prescribed rather than 

bought over the counter as is the case in more affluent 
areas; this inevitably decreases the average cost per 
prescription and increases prescribing rates. 

Furthermore, the use of 'items prescribed' instead 
of a true marker of pharmaceutical utilisation, such as 
defined daily doses, makes the interpretation of pre- 
scribing data difficult, both nationally and internation- 

ally: an 'item' could be 10 paracetamol tablets or could 
be three months' supply of ACE inhibitors. A better 

comparison of relative consumption of pharmaceuti- 
cals in Europe is the Table drawn up by Taylor [1] 

which suggests that the use of prescribed drugs in the 
Netherlands (omitted from Griffin and Griffin's 

Table) is 70% of that in the UK, in Denmark 80%, but 
in France 270%, and in Italy 210% above the UK level. 

These differences are in part due to cultural and 

professional traditions for which there are several 

examples; the widespread use of drugs, such as periph- 
eral vasodilators in France, or tonics in Italy, which are 

generally considered in the UK to be of little therapeu- 
tic value; the very high levels of use of benzodi- 

azepines in France, about three times higher than in 
the UK [1]; while in the Netherlands, prescriptions are 
issued at 56% of GP consultations, compared to 74% 
in the UK and 86% in Belgium [2]. 

Griffin and Griffin bemoan the limitation on drug 
company promotional budgets imposed by the phar- 
maceutical price regulatory scheme in the UK, and 
look enviously at unlimited advertising expenditure in 
other European countries. This can reach ludicrous 
extremes: in Belgium, a newly established GP may see 
more drug company representatives than patients in a 

day (J de Maessener, personal communication). The 

pharmaceutical industry spends about ?250 million 

per year on promotional activities in the UK; the 

Department of Health spends ?800,000 for the Drugs 
and Therapeutics Bulletin and ?400,000 for the Medicines 
Resource Centre Bulletin, the main sources of indepen- 
dent advice on pharmaceutical products for most doc- 
tors. Since Griffin and Griffin are concerned about 

how little information doctors receive, perhaps they 
would support a levy of 1 % on pharmaceutical promo- 
tion which could be used to allow a 200% increase in 

the independent information about drugs reaching 
doctors. 
The virtues of conservative prescribing by British 

doctors have already been defended in this Journal 
[3,4] and need not be repeated. Griffin and Griffin 

point to the smaller number of products now available 
to and actually used by British doctors than in 1971: 

many of the products which had licences of right in 
1971 were rejected by the Committee for Review of 
Medicines when scientific evidence for their use was 

sought: others had their licence severely curtailed (for 
instance, dipyridamole), while others were dropped by 
their manufacturers and never put to the Committee 

[5]. The relatively small number of drugs which 
account for the majority of prescribing reflect the fact 
that most doctors work within a limited range of drugs 
which allows them to know the drug well: I see this as a 
matter for praise, not criticism, and a mark of the qual- 
ity of training of British doctors. 

Finally, Griffin and Griffin assume that new drugs 
are more cost effective than older drugs. Cost effec- 
tiveness evaluations are clearly essential in ensuring 
that the resources currently put into prescribing are 

properly utilised, and should be actively supported by 
the industry and by the NHS. Questions remain about 
who should do these assessments, how they should be 
done, and what action should be taken to promote the 
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use of cost effective therapies: the purchaser provider 
split may promote this in the UK, although elsewhere, 
such as Australia and Ontario, pharmacoeconomic 
evaluations have become necessary for drug licensing. 
What about the future of the pharmaceutical indus- 

try and research? Undoubtedly, difficult times are 
ahead because of international pressure on pharma- 
ceutical costs. EC regulations on the protection of 

patent life will help, but the resourcefulness of the 

industry will be its main protection: companies need 
to develop truly innovative products and not 'me-too' 

drugs, and may need specific incentives to encourage 
development of drugs in some therapeutic areas which 

might not otherwise give an adequate return on their 

development, eg, new antimalarials etc. In general, the 

industry has served the NHS and the British economy 
well but to continue to do so it must adapt to the more 

rigorous evaluation of its products in terms of effec- 
tiveness, safety and economic implications. Therapeu- 
tic conservatism in the UK will promote a leaner but 
fitter indigenous industry, better able to compete 
internationally. 
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