
WHO strategy: recently published guidelines say that
the key treatment principle of direct observation of
treatment remains the same, whichever method of
implementation is chosen.5 The problem with this global
policy is that there are currently four carefully
conducted trials in Thailand, South Africa, and Pakistan,
and these studies show little or no advantage of direct
observation over self treatment at home in relation to
cure (figure).6 What is more, these studies were carried
out in settings with relatively low cure rates—exactly
where better control of tuberculosis is needed.

What are the implications for global policy with
these research results? We think that WHO and others
should reflect on the mismatch between this research
evidence and its own beliefs, expressed individually or
as consensus statements.5 7 8 Other data are of course
important, and this reflection needs also to consider
that direct observation costs more than other
methods,9 is paternalistic towards patients, and it can
take health workers away from other essential tasks.
Some health services may be of such poor quality that
patients would prefer not to attend, so potentially
direct observation could reduce adherence.

Enthusiasts make the world go round, but there is a
belief among specialists in tuberculosis that it is unethi-
cal not to provide direct observation. This attitude stifles
debate and good research into alternatives to direct
observation is replaced by semantics. For example, spe-
cialists state that “direct observation of treatment is
more than a mechanical procedure of dropping medi-
cine into a patient’s mouth; it is a human bond between
a patient and the health worker, to transmit a
recognition of the value of treatment success.”7 What
would be more helpful is to look at all the strategies to
promote adherence. For example, we know that
defaulter retrieval action seems to work in some
settings;10 so why not try defaulter actions for self treat-
ing patients who do not visit the clinic once a month?
What about some good research on staff support and
supervision, health education, or various forms of
prepackaging? What about peer assisted treatment sup-
port? We need a variety of methods to help patients
complete their treatment, as well as exploring the
circumstances where direct observation will be useful.

The energy going into insisting that direct observa-
tion is essential and non-negotiable has its own
opportunity costs. We believe that there are good
arguments for dropping the insistence on direct
observation and turning the passion into credible

methods for developing, evaluating, and promoting sus-
tainable measures to improve adherence.
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The patient’s perspective on medicines in
mental illness
Drug treatment is only a part of what the patient needs

Worldwide 40 antipsychotic preparations are
available and twice as many antidepres-
sants. As a patient with a recurrent depres-

sive disorder myself it would be comforting to think
that choice of treatment is based on a concordance
between the patient’s wishes and the doctor’s advice. In

reality it will reflect the many factors that affect their
relationship—medical attitudes; the way information is
presented; the capacity of patients to understand this
information and to relate it to their condition; health
service, social, and commercial pressures. Not surpris-
ingly, Cochrane reviews of interventions to improve
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“adherence” show findings that are inconsistent or
complex.1 2 Adherence can only be improved by
mutual respect.

Despite changes in attitude patients have achieved
more influence over the health service as a whole than
over their own treatment. The benzodiazepine story
should have taught us that all medication has its draw-
backs (box). These should be made known so that the
patient can judge the balance between side effects and
therapeutic benefit.3 But common sense may not
always prevail. Drug companies and doctors have been
accused of keeping secret a risk of suicide associated
with newer antidepressants.4 Law suits have been
lodged, patients have been panicked, and long term
cooperation between patients and doctors has been
eroded by suspicion.

Patients do not seek complicated explanations, but
even the most straightforward ones are made difficult
when theories supporting explanations have shifted
over the years. In such circumstances development of
drugs is empirical, and patients are entitled to ask why
they should take something whose actions are
uncertain. This is all the more reason why freedom of
information should be matched by the quality of its
presentation. There is a mass of literature on individual
disorders, translated where possible into other
languages, sheets of questions to ask when patients
meet their doctor, videos, and guidance packs (http://
www.rethink.org/publications/index.html).5 Education
alone does not improve adherence to treatment6 but
knowledge increases the patient’s mastery over illness
and a sense of wellbeing.

The patient’s wish to cooperate will vary with the
illness—from first onset psychosis, where dropout rates
are highest,7 to long term follow up, when patients who
are feeling better may be reluctant to continue
treatment.8 The Mental Health Act empowers psychia-
trists to enforce treatment when the patient’s illness has
undermined their capacity to see the need for it. Used
properly this is part of a “contract” of trust. The prob-

lem comes when patients feel that compliance with
medication is the only way they are being judged. Black
and minority ethnic communities may feel particularly
alienated by such attitudes,8 and depot medication may
merely reduce the frequency of confrontation.

None of this will matter if a choice of treatment,
carefully agreed, is impossible to implement. Patients
have been encouraged by the appearance of a range of
“atypical” antipsychotics, in which the therapeutic dos-
age is “uncoupled” from that at which the more severe
side effects occur.9 If patients feel less disabled by
medicine that is supposed to make them feel better
they are more likely to take it. But cash strapped health
care providers have rationed these more expensive
preparations, and patients have felt forced back on to
cheaper but antiquated alternatives due to “postcode
prescribing.” Guidelines state that atypical antipsychot-
ics must be used if they are shown to be better for the
individual patient,10 but we wait to see if they will be
obeyed by managements that are simultaneously told
they must reduce their debts.

The same is true for other treatments too.
Medication is rarely more than part of a holistic pack-
age that may include a range of “talking therapies” and
social measures such as jobs, benefits, and housing.11

Such combinations have dispelled the pessimism that
once surrounded psychosis and personality disorder
alike. Yet psychotherapy services are often seen as soft
targets by the same managements, narrowing options
for patients who are less likely to cooperate with what
they see as second class treatment.

Thus the patient’s wishes may be frustrated by a
lack of service provision; they are equally susceptible
to social and commercial pressures. We should never
forget that deprivation can lead to frank depression,12

but an increasing number of people seek a pill from
their doctor as a panacea for social distress. The phar-
maceutical industry, with fewer diagnoses than it
needs to absorb its products in a competitive market, is
only too willing to oblige. Doctors, standing at the
gateway between illness and non-illness, could resist
this medicalisation of unhappiness. But time con-
straints on consultation, the insidious advertising of
new preparations, and a need to be seen to be doing
something quickly, all increase the pressure to
diagnose and treat.

The greater that pressure, the greater the
temptation to reach for the prescription pad. We have
seen it with antidepressants in adults and methylpheni-
date in behaviourally disordered children. Ironically
the same doctors who resisted the pressure and were
sued for under prescribing one minute have been sued
for giving in and over prescribing the next. And if the
doctor cannot win, neither can the patient—bewildered
and still unhappy. Phrases like “concordance” may then
have little meaning.
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The benzodiazepine story

First introduced to the United Kingdom in the 1960s
as a “safe” alternative to barbiturates
Used as a panacea for anxiety—in everything from
wrecked marriages to redundancy
31 million NHS prescriptions per year at the height of
their popularity, enough to sedate three out of every
four adults in the land
Experts voicing warnings about addiction and side
effects by the early 1970s. Fought by drug companies
and ignored by doctors
Not until 1988 that the Committee on Safety of
Medicines took decisive action. Users banded together
to demand compensation
Despite all this, 16 million prescriptions per year still
being written in the late 1990s and 25-30 000
“benzo-babies” born every year to women using them
Withdrawal said to be more difficult than from heroin.
Over 200 side effects have been reported
(www.benzo.org.uk/facefax.html). Why were the
warnings unheeded for so long?
As ever, the benefits of benzodiazepines have been
swept away in the controversy
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The BMJ Careers job archive
This could be a useful addition to your job hunting strategy

As part of our growing range of BMJ careers
services we have recently launched an archive
of all the vacancies that have been published

in BMJ Careers since January 2000. You can find it at
the job archive option of bmjcareers.com.

We automatically keep current vacancies on our
website until their closing date expires. From now on
instead of deleting them to the electronic equivalent of
a box under the bed, we will make them available to
you for searching. Currently there are over 20 000
general practitioner appointments and over 119 000
hospital appointments in the archive.

We are not sure why you want to see expired adver-
tisements, but you keep asking us to make them avail-
able. We know that some of you analyse the
recruitment cycles of more popular appointments in
top trusts: if the advertisement appeared in March
2002 and March 2003 then you’ll be ready with your
application in March 2004 when it comes around
again. We know that another more unfortunate group
want to revisit the advertisement for their current post:
to check the dissonance between the offer and the real-
ity.

We suspect that it might provide a useful tool for
those of you interested in recruitment trends. We pub-
lish around 95% of all hospital jobs in England, for
example, and if you need to know how many vacancies
for consultant cardiologists occurred in the northeast
in 2002 you will find the answer in the archive (box).

We hope you’ll find it a useful tool to add to your
job hunting strategy.1
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The archive works in a similar way to the “Jobs
(current)” part of the site, with an important
difference. In addition to being able to search by
specialty, job grade, and geographical location you can
now search for vacancies that appeared within a
specific period. For example, you could easily find an
advertisement that appeared in the 27 September
issue by searching for all vacancies that match your
criteria that appeared between 1 September 2003 and
30 September 2003. Simply use the drop down menu
to choose the “From” and “To” dates between which
you think the job appeared. You’ll then be presented
with all the jobs that match your criteria.
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