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The B.M.7. (1968) states that consultants would be required
"to carry much of the load of emergency work done at present
by registrars." Continuing, it states that " the nature of the
work done by consultants would be closer to that done by senior
registrars." One of the main reasons for emergency calls is
that many regional board hospitals in the North have no senior
registrar and obviously the few registrars that work in these
hospitals require support of a senior colleague in acute
emergencies. The present study would suggest that a consult-
ant physician is already too overloaded to carry the extra
burdens suggested.
The Deputy Chief Medicai Officer of the Ministry of Health

at the Minister's Conference on the N.H.S. (1968) is reported
as saying: "The consultant as a category in the N.H.S. no
longer fits in with the practical requirements of the age." He
continued: " The concept of the consultant grade has remained
virtually unaltered for 20 years, and, make no mistake, has
served us very well. . . . But what is required today is a new

evaluation of the job to be done and of the relationship of
the grade to the training grades and to other parts of the
service."

It would appear from statements of the B.M.7. and the
D.C.M.O. that a conflict of opinion exists regarding the exact
role of a consultant. Certainly his time could be used more
efficiently in a centralized modem hospital building and with
some personal medical administrative help. Increasing the
physical load with haphazard chores will further detract from
his ability to give a mature clinical opinion and implement
treatment, which is surely his proper function.
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CONTEMPORARY THEMES

Control of Amphetamine Preparations
In 1967 the Council of the B.M.A. asked its Committee on Medical Science, Education, and
Research to investigate the usefulness or otherwise of amphetamine preparations. A working
party was set up,* and at its meeting on 20 November the Council decided to forward the
working party's report to the Interdepartmental Standing Advisory Committee on Drug
Dependence. Below we print some of the findings and recommendations of the working party.

The working party began its task in
December 1967 by writing to the pharma-
ceutical houses listed in Martindale's Extra
Pharmacopoeia, 1967, as manufacturing
amphetamines or amphetamine-like sub-
stances, inviting their views on the use of
such preparations. Most of the drug houses
prepared reports, nearly all provided litera-
ture, and many answered questions put to
them in discussions with the working party
on all aspects of the use of their products.

Clinical Picture

Habitual consumption of amphetamines
and amphetamine-like compounds in Britain
is seen in two types of patient. Firstly,
those often middle-aged women who have
been prescribed tablets for slimming or for
treatment of depression, and, having experi-
enced a sense of euphoria and increased
energy, stay on the drug; and, secondly,
younger persons who take the drugs for
"kicks " to experience the "high" and to
stay awake at night and become " hooked."
Amphetamines are relatively non-toxic in

the physical sense; if they were not so then
drug abuse of the order now seen could not
have occurred. Large doses of amphetamine
which are fatal are usually the result of one
of three processes: (a) combination with other
drugs, (b) complications of intravenous injec-
tion such as septicaemia, bacterial endocard-
itis, malaria, jaundice, or tetanus, or (c)
suicide during the depression which may
occur as the effects of the drug wear off.
The physical signs and symptoms of large

doses of amphetamine include tachycardia,
increased pulse pressure, cardiac arrhythmia,
and occasionally circulatory collapse. Cardio-

vascular symptoms are not so prominent in
accounts of phenmetrazine intoxication.

The members of the working party were Dr. JoAN
CHAPPBLL (chairman), Dr. W. W. FULTON, Dr.
M. M. GLArT Professor W. LINFoRD REES,
and Professor C. W. M. WILSON.

Other effects include dilated pupils, nystagmus,
and uncontrolled movements, which may take
the form of head banging in small children.
Reflexes are brisk, and ataxic movements have
been described. Teeth-grinding and chewing
movements are frequent, and ulcers develop on
the lips and tongue. Anorexia, dry mouth, and
loss of weight are seen when large doses have
been taken, often continuously for a week.
Thirst may be prominent, and with phen-
metrazine an antipathy to alcohol is described,
despite the thirst.
The patients are often restless, irritable, and

antisocial. Later rapid speech and verbal aggres-
sion are common, and overt aggression may
occur. Involvement in crime is described, and
accident proneness has been reported because
overconfidence leads to lack of care and because
of ataxia. Other patients describe a cleaning-up
"4mania" or "getting hung up" on an activity
such as cleaning a wall, which they continue to
do for hours.

Prepsychosis and Psychosis
Since the syndrome of psychosis due to

amphetamines and amphetamine-like com-
pounds has been widely recognized it has
been possible to define a prepsychotic syn-
drome, which is, however, easy to miss in its
early stages. The working party has studied
incidents due to amphetamine, dexamphet-
amine, Drinamyl, phenmetrazine, methyl
phenidate, and diethylpropion. The clinical
picture may vary according to the patient's
individual response to the drugs, the time of
day they are taken, the conditions under which
they are consumed, and, it seems likely, the
characteristics of the individual drug, but the
following characteristics have-been identified:
(a) the patient makes persistent demands for
supplies, and his reasons for this request may
seem bizarre or frankly false ; (b) pursuance

of the professional interview may precipitate
an aggressive reaction, because of what
appears to the patient to be a threat by the
doctor to withhold what the patient regards as
essential supplies; (c) irritability, over-
activity, and sensitiveness to noise and
frustration may be noted; and (d) it may not
be possible for the doctor to elicit this syn.
drome, but it may be clearly described by
friends and relatives in terms of deterioration
of mood or temperament.
The clinical picture may be confused by

depression of two origins: (a) depression
which was the original reason for the exhibi-
tion of a central nervous stinulant, and (b)
depression on withdrawal of amphetamines,
There is a risk of suicide at this stage, and
the patient may turn to alcohol or sedatives
or other drugs in an attempt to offset the
withdrawal effects. The popularity of
Drinamyl, dexamphetamine, and amylo-
barbitone with patients would appear to be
related to the fact that the barbiturates mini.
mize both the excitability and the withdrawal
depression following amphetamine. It
Drinamyl has been given it should be with-
drawn slowly, and perhaps phenytoin or other
anticonvulsants prescribed, as barbiturate
withdrawal occurs in non-epileptic patients.
The differential diagnosis of amphetamine

psychosis from paranoid schizophrenia rests
mainly on the prompt disappearance of the
conditions on withdrawal of the amphet-
amines, usually in less than one week. Tests
include the demonstration of amphetamines
in the urine by chemical tests and chromato.
graphy. In patients with negative urine tests
who do not improve, the possibility that the
amphetamines have precipitated the onset of
overt psychosis in latent schizophrenia should
be considered.
No special treatment is necessary for an

amphetamine psychosis other than drug with-
drawal. It may be necessary to use pheno-
thiazides in order to control the psychosis
and restlessness. The onset of depression
may bring a risk of suicide. Attention must
be given to the social and psychological fac.
tors which have led to the drug abuse.
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Follow-up of patients is essential, as relapse
is the rule rather than the exception if and
when supplies of amphetamine become avail-
able. Some 6 to 12 months' aftercare may
be required, and it seems likely that some
cases will require continuous psychiatric
supervision and treatment.
To summarize, amphetamine and amphet-

amine-related compounds are probably cap-
able of influencing every aspect of human
behaviour, and amphetamine intoxication
must be considered in the differential diag-
nosis of all cases of psychosis and many other
organic and psychiatric syndromes. Amphet-
amines should be prescribed only after care-
ful consideration of the personal and family
history to ensure that the patient has a
balanced personality.

Indications for Amphetamines
The working party is unable to recommend

amphetamines or their related compounds for
the treatment of new cases of depression in
view of the risk of dependence and psychosis,
especially in young people. It is reported,
however, that some patients diagnosed in the
past as being mildly depressed and then
started on amphetamines, and some indivi-
duals of reasonably stable personality suffer-
ing, for example, from chronic arthritis, rely
on small doses of amphetamine to combat
early morning depression and to assist them
to function more normally for the rest of the
day. Where such a patient has been on this
form of treatment for a long time and has
not requested that the amphetamine dose be
increased, there is, perhaps, no need to dis-
continue use of the drug.

Other amphetamine-like drugs have been
introduced as stimulants with claims that they
have a lower incidence of side-effects and
post-medication depression than does amphet-

amine. The working party considers that
most of these are effective in relief of fatigue
rather than for the treatment of depressive
illness. The disadvantages include the pos-
sibility that anxiety, schizophrenic manifesta-
tions, and any hysterical symptoms may be
exacerbated.
The working party therefore concludes

that such drugs as amphetamines, methyl
phenidate, pipradol, and pemoline have no
place in the treatment of depression in
modern therapeutics. It advises that they
should not be used alone or with barbiturates
or other sedative tranquillizing drugs.

Conclusions and Recommendations

Amphetamines and amphetamine-like com-
pounds are drugs with a limited use in
modern therapeutics. They are valued by
some individuals for their non-therapeutic
uses, but this misuse can and does produce
mental and physical deterioration. The work-
ing party endorses the recent decision to
restrict to hospitals ampoules of methyl-
amphetamine suitable for intravenous injec-
tion, while providing for the availability of
this drug to other practitioners through hos-
pital sources.
The working party therefore recommends:
(a) That amphetamines and amphetamine-like

compounds should only be prescribed for those
conditions for which no reasonable alternative
exists, or as part of the therapy of those patients
already dependent on these drugs; more specifi-
cally:

(i) These drugs should be avoided so far
as possible in the treatment of obesity, but
if in individual cases the doctor feels they
must be used they should be prescribed for a
limited period only. Of the compounds avail-
able fenfluramine seems to have the least un-
desirable side-effects.

(ii) The use of these drugs in the treatment
of depression should, in general, be avoided,

as they appear to have no place in the modern
treatment of this condition.

(iii) The use of these drugs in other con-
ditions should be discontinued, with the pos-
sible exception of narcolepsy, as modern
therapeutic methods have largely superseded
the use of these compounds.

(iv) The treatment of patients already
dependent on small doses of these drugs
should be considered individually. Patients
dependent on large doses will require special
psychiatric treatment and support similar to
that provided for heroin-dependent cases, and
such treatment must be readily available for
registered cases.
(b) That in order to restrict the availability of

amphetamines and amphetamine-like compounds
or preparations containing these substances
manufacturers, pharmacists, nurses, and doctors
should voluntarily take the- same precautions,
and keep the same records, as they already do
for those drugs covered by Part 1 of
the Schedule of the Dangerous Drugs Act, 1965.
The list should be reviewed annually by an
appropriate committee.

(c) That manufacturers should be encouraged
to produce amphetamine compounds intended for
oral use in a form from which the active in-
gredient could not easily be extracted for
intravenous use.
The working party concludes that if the

voluntary measures of control recommended
do not succeed then restrictive legislation
seems inevitable. Such legislation would
need to give powers to the G.M.C. to control
unethical prescribing of drugs for dependent
persons and would need to take account of
three groups of patients: (a) those, few in
number, for whose clinical conditions one of
these preparations would appear to be the
drug of choice; (b) those who do not respond
to or who cannot take alternative prepara-
tions, but who appear to benefit by taking
the relevant drug; and (c) individuals who
misuse the drug and who, if denied further
supplies, would seek illegal supplies or who
would experiment with preparations not
covered by the regulations.

CONFERENCES AND MEETINGS

The Quality of Medical Care-Conference of R.C.G.P.
[FROM A SPECIAL CORRESPONDENT]

A one-day symposium on "The Evaluation
of the Quality of Medical Care in Britain"
was held by the Royal College of General
Practitioners in the auditorium of the Well-
come Building in London on 17 November.
In his opening remarks the President of the
College, Dr. JOHN HUNT (London), spoke of
the considerable variations of the standards
of care. Professor R. F. L. LOGAN (London
School of Hygiene and Tropical Medicine)
began by referring to the five major reports
which had appeared this year and which must
influence all our thinking about developments
of the health and welfare services. In rela-
tion to general practice-medicine in the
community-medical care ought to be
delivered mainly to those in need rather than
to those who demand it; and it ought to be
delivered with humility, humanity, and
empathy. There were enormous gaps in our
knowledge of the way general practice
functioned and thus how we could accurately
evaluate the quality of care. He illustrated
some of the features which had been studied,

in particular the use made of diagnostic
equipment by the general practitioner in his
practice and of direct access to hospital
facilities for pathology and radiology. Finally
he emphasized the effect of the break which
occurred in the continuity of general-
practitioner care when a patient was within
the hospital arm of the service.

Rural Practice in Scotland
Giving the point of view of a rural Scottish

general practitioner, Dr. W. W. YELLOWLEES
(Aberfeldy) drew the picture of his practice,
which stretched more than 30 miles along the
River Tay. His was a partnership of three,
assisted by two part-time secretaries; there
were available four district nurses, who also
undertook health visiting and midwifery. The
nurses were shared with neighbouring prac-
tices, and each had her geographically defined
area of work. Patients frequently had to be
looked after by the general practitioners in
their own home or in the cottage hospital;

the nearest district hospital was 30 miles
away and the nearest teaching hospital a
further 24 miles. This isolation gave the
doctors at once both agony and ecstasy.
Ecstasy because, with specialist outpatient
departments out of sight, and out of mind,
there was no question about who was the local
medical boss; nor was there any question of
patients with diabetes, high blood pressure,
or similar conditions being herded into hos-
pital clinics.

The agony came in summer, when hoards
of holidaymakers brought their travellers'
diarrhoea and Colles's fractures for treatment,
and the general practitioner had to cope as
his own casualty officer. Agonizing too were
the worries of medical and surgical emergen-
cies; patients who had a coronary thrombosis
could not be exposed to a 30-mile ambulance
journey. A return 30-mile journey was not
possible when a patient was suspected of
having appendicitis. Nevertheless, it was
possible to admit patients for observation to
the cottage hospital before transferring them
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