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where these qualities are to be found is at present uncertain.
As a first step, central government, regional and district
health authorities, and local authorities should concentrate
on developing, in consultation with other service providers
and the consumers, "a pattern of service which will enable all
those involved to work together and relate to the changing
needs of mentally ill and mentally handicapped people and
their families."4 The general practitioner and the primary
care team have a critical part to play in these developments.
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Endoscopic ultrasonography:
a new look from within
Standard techniques of ultrasound imaging through the skin
surface have rapidly become of diagnostic importance,
notably in the investigation of abdominal, cardiac, thyroid,
and testicular diseases, and in obstetrics. The techniques are
non-invasive and appear to be safe. Unfortunately there are
physical limits to the quality ofthe image. The characteristics
ofexternal probes are a compromise, since the best resolution
demands the highest frequencies, and these penetrate
poorly. Furthermore, bone and gas are absolute barriers to
transmission of a diagnostic beam. These two drawbacks
have led to the development of invasive ultrasound probes,
which may be placed directly in contact with internal organs.
These are, for example, being used at open operation to scan
the biliary tree,' 2 pancreas,' 2 and blood vessels,2 and through
the rectum and urethra to scan the prostate and bladder.3

Endoscopic ultrasonography is a further extension of this
principle. The ultrasound transducer is incorporated into the
tip of a standard type of fibreoptic endoscope so that the
mediastinum may be scanned from within the oesophagus
and the abdominal organs examined from within the stomach
and duodenum. Manufacturers have approached this goal in
different ways, some using mechanically driven sector
probes,4 others electronic linear5 and phased array systems.6
All systems have had problems during development, but
equipment for upper gastrointestinal application will be
commercially available this year.

Endoscopic ultrasonography has many potential uses, and
several centres have been assessing the prototype equipment
enthusiastically. Most work in the thorax has concerned the
heart. The technique has proved an acceptable alternative to
conventional echocardiography in those patients (up to
10%) who have a poor "echo window." The images are also
complementary to conventional echocardiography as they
are obtained from a unique orientation. Endoscopic ultra-
sonography gives particular detailed views of the posterior

structures of the heart. Slight angulation of the transducer
can provide complete tomographic cuts of the whole heart
from one continuous "echo window"-the left atrium. The
intra-atrial septum is viewed en face. Two studies have
already claimed to show the superiority of endoscopic
ultrasonography over conventional echocardiography in
detecting atrial septal defects and assessing their size, with
and without contrast injections.6 7 The detection rate of intra-
atrial thrombi (and other tumours) should be higher by
endoscopic ultrasonography, since conventional echocardio-
graphy has a reported sensitivity for thrombus detection of
only 59% in patients with rheumatic heart disease.8 The
transoesophageal approach also allows continuous echo-
cardiographic monitoring of left ventricular function during
exercise9 and open heart surgery.'0 It should prove useful in
the prevention of air embolism associated with cardiac
bypass by detecting air trapped in the ventricles before
disconnecting the apparatus. "I

Endoscopic ultrasonography provides superb views of the
wall of the upper gastrointestinal tract. It has been used
to stage oesophageal cancer'2 and fully to document
oesophageal varices. In the stomach the method has been
used to define submucosal lesions, the depth and penetration
of gastric ulcers and tumours, and spread to the local lymph
nodes.'2 13

Scanning of organs outside the stomach requires consider-
able practice and skill.5 1' '5 The stomach is floppy and bears
inconstant relationships with other organs. Scans are per-
formed without direct endoscopic vision since air must be
aspirated or replaced by water. Orientation may be helped by
x ray screening or by applying a conventional transducer to
the abdominal wall and observing "crosstalk" between the
two instruments. Passing the endoscope into the second part
of the duodenum gives a more predictable orientation, but
this is not always possible with some prototype instruments
with relatively long rigid tips.5 The pancreas may be viewed
through the wall of the stomach and through the duodenum,
and experts claim to be able to see most of the pancreas in
almost all patients.'6 '7 The potential resolution is better than
1 mm. Tiny liver metastases may be detected which cannot
be seen on standard scans. Endoscopic ultrasonography is
valuable in detecting the earliest changes of chronic
pancreatitis and its findings are rarely equivocal in
differentiating chronic pancreatitis from the normal organ or
from pancreatic cancer.
The concept of being able to examine the entire mucosa of

the upper gut, its walls, and all contiguous organs in one
examination is a challenging dream. By the standards of
conventional abdominal ultrasound the present equipment
for endoscopic ultrasonography is primitive, but it will be
improved substantially. These techniques are already
spreading rapidly in Europe and Japan, but realistic clinical
evaluation will take many years.
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Regular Review

Benzodiazepines in general practice: time for a decision

J CATALAN, D H GATH

The government's regulations restricting the range of
benzodiazepines prescribable under the NHS have focused
fresh concern on the use of these drugs in general practice.
The intensity of the debate was reflected in a long correspon-
dence in the BM7'-3 after a report ofan alleged new syndrome
attributed to benzodiazepine withdrawal4 and a leading
article advocating cautious prescribing.9 At the same time,
television's top consumer programme criticised doctors for
overhasty and excessive prescribing of these drugs.6
How far could or should the prescribing ofbenzodiazepines

in general practice be reduced? Here we examine three
questions. Firstly, are there good reasons for trying to reduce
the prescribing of benzodiazepines in general practice?
Secondly, would such an attempt be harmful to patients?
and, thirdly, would such an attempt be feasible in the work-
ing conditions of general practice?
Without doubt many doctors are worried about the scale

on which benzodiazepines have been prescribed in general
practice. Precise data cannot be cited since official statistics
do not list benzodiazepines separately. Nevertheless, in
England annual prescriptions for tranquillisers and sedatives
(including benzodiazepines) in the NHS amounted to about
21 million in the late 1970s and about 18 million in the early
1980s.6 In these same two periods prescriptions for
hypnotics (mostly benzodiazepines) ran steadily at about 14
million a year. These prescriptions were largely issued in
general practice. A recent survey in five group practices
showed that diazepam was the most frequently prescribed of
all drugs.4 During one year sedative or hypnotic drugs were
prescribed at least once to 16% of women and 7% of men
registered in the five practices; in women aged over 45 the
figure was about 25%.
These drugs are prescribed mainly to patients with minor

affective disorders, which make up a large part of a general
practitioner's case load and commonly present with
symptoms of anxious or depressed mood or insomnia.10-12
They are called minor disorders to distinguish them from the
major mood disorders (depressive disorders, anxiety

neuroses, mania) seen in psychiatric practice. These minor
disorders often seem to be associated with social problems 13-15
and physical morbidity,'6 and they usually improve within six
to 12 months." 13'7

Arguments for and against

Three main arguments have been put forward to justify the
use of benzodiazepines for such disorders. Firstly, they are
said to be effective.'8 20 Secondly, benzodiazepines are said to
be safer in standard doses than other drugs that might be
used, safer in overdosage than other drugs,2' and safer than
alcohol, tobacco, or non-prescribed drugs which patients
might take if benzodiazepines were withheld.22 Thirdly,
benzodiazepines are relatively cheap: anxiolytic drugs
account for only a small proportion of the total health bill in
Britain and cost far less than the beer, wine, and spirits
consumed by the population.2
The critics of benzodiazepines dispute all three arguments.

On efficacy much depends on our interpretation of the many
published drug trials. Benzodiazepines are generally
accepted to be superior to placebo in the treatment of patients
suffering from anxiety neurosis,24 though many studies may
be criticised on methodological grounds.2" Even when deal-
ing with psychiatric patients, however, the beneficial effect
ofbenzodiazepines has sometimes been found to be restricted
to patients with high levels of anxiety; when given to patients
with low anxiety levels benzodiazepines have been found to
be no better than placebo.2627 The evidence for the efficacy of
benzodiazepines in general practice is unconvincing: mariy
reports are methodologically inadequate, and the more
rigorous studies have failed to show any advantage over
placebo.28 It might be argued that benzodiazepines are likely
to be superior to placebo only in patients suffering from
severe anxiety symptoms and that these patients are un-
common in general practice. Benzodiazepines are often used
as hypnotics and they do seem more effective than placebo in
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