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Longstanding concern about possible misuse of the physi­
cian’s unique prerogative to prescribe sedative drugs that con­
trol behavioi has been accentuated by the increasing use of 
benzodiazepines since 1960. The appropriateness of their use 
in solving psychosocial predicaments is increasingly ques­
tioned because their availability has coincided with social 
movements toward personal autonomy and scientific doubts 
about the adequacy of a biomedical model in health care.

Recent information about patients, physicians’ prescribing 
habits, and drugs leads to an exploration of the existing alter­
natives. Adoption of a biopsychosocial model could result in 
lowered drug use with increased levels of public and profes­
sional satisfaction.

A physician’s power over people is epitomized 
by the right to prescribe. The use of drugs that 
affect the mind has become symbolic of this issue 
because it is here that people feel most vulnerable, 
question more the physician’s role, and are espe­
cially sensitive to the possible abuse of power.

Wolfe1 posed a series of rhetorical questions:

Is the physician’s power too great at present? Is our 
society being over-medicated? Is this a new phenome­
non? Has medical education kept pace with the pharma­
ceutical explosion of recent decades? Does the way the 
doctor practices affect the way he prescribes? Do his 
prejudices cause him to prescribe mind-affecting drugs 
selectively, for certain groups in the population? What 
is the doctor’s responsibility in prescribing drugs that 
affect the mind?
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The largest area of concern to which these 
questions apply has been the use of “ minor tran­
quilizers.” At the time the questions were posed, 
diazepam was the most widely prescribed drug in 
American medicine,2 and the Psychopharmacol­
ogy Research Branch at the National Institute of 
Mental Health (NIMH) published a series of stud­
ies on the national use of psychotropic drugs.3'5 In 
Western countries, minor tranquilizers were used 
by 8 to 12 percent of men and 12 to 25 percent of 
women in the previous year; the United States was 
ranked in the middle. A national conference that 
reviewed this information6 arrived at a consensus 
that medical practice was rational and moderate. 
Nevertheless, the use of benzodiazepines contin­
ued to rise, reaching a zenith of 87 million pre­
scriptions a year in 1975. At this time, the Federal 
Drug Administration concluded that the drugs had 
significant abuse potential and placed them in 
category 4 of the Drug Abuse Control Act to re­
strict the unlimited use of repeat prescriptions.

By 1978 the use of benzodiazepines had 
dropped to 68 million prescriptions,7 and a second 
(still unpublished) NIMH survey completed in 
1979 revealed that overall use of minor tranquiliz-
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ers in the United States had fallen from 15 to 11.1 
percent of the population. The use among women 
had fallen from 20 to 14.1 percent, but use was 
essentially unchanged among men (8 percent com­
pared with 7.5 percent in 1979).8

The use of tranquilizing drugs is so linked to 
pain, pleasure, and power that the topic can hardly 
be discussed without leading to emotive admoni­
tions directed at physicians for underprescribing 
or overprescribing them, and at patients for misus­
ing or abusing them. The reason for addressing the 
matter is to survey findings in a variety of fields to 
convey the sense of an emerging perspective.

Models of Medical Care
Today’s physician is confronted not only by a 

philosophical attack on the ways he wields power 
but also by scientifically fed skepticism about bio­
logical solutions and expanding interest in alterna­
tives. The total impact has been confusing. On the 
one hand, the profession is exhorted to pay more 
attention to care and less to cure; but on the other, 
it is berated for blurring the continuum between 
health and disease and for overextending its re­
sponsibility into the social domain. Recently a 
distinguished medical editor expressed his frus­
tration: “ Come now! Are not these expectations 
unrealistic if not absurd?” 9 Nowhere is this 
predicament better seen than in one of the most 
common scenes in American medicine—a patient 
with vague somatic complaints being prescribed a 
tranquilizer.

The resolution of this dilemma may require a 
radical revision of the basic models around which 
health care is constructed. Engel10 has stated this 
need in a recent Science article:

The dominant model of disease today is biomedical, 
with molecular biology its basic scientific discipline. It 
assumes disease to be fully accounted for by deviations 
from the norm of measurable biological (somatic) vari­
ables. It leaves no room within its framework for the 
social, psychological and behavioral dimensions of ill­
ness. The biomedical model not only requires that dis­
ease be dealt with as an entity independent of social 
behavior, it also demands that behavioral aberrations be 
explained on the basis of disordered somatic (biochemi­
cal or neurophysiological) processes.

Within this biomedical model, the prescription 
of a minor tranquilizer for stress is often the out­
come of a negotiation whereby problems arising in
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life situations are defined as somatic or psycholog­
ical “ symptoms” of disease.

Engel’s proposed solution is the adoption 
of a “ biopsychosocial” model. From this new 
perspective:

The doctor’s task is to account for the dysphoria and 
the dysfunction which lead individuals to seek medical 
help, adopt the sick role and accept the status of pa- 
tienthood. He must weigh the relative contributions of 
social and psychological factors as well as of biological 
factors implicated in the patient’s dysphoria and dys­
function as well as in his decision to accept or not accept 
patienthood and with it the responsibility to cooperate in 
his own health care.

Given this view, the prescription of a minor 
tranquilizer would occur as part of a detailed defi­
nition of the patient’s predicament after social and 
psychological supports and coping devices had 
been defined.

The Disease
One outcome of the biomedical model has been 

that existential stress becomes diagnosed as a dis­
ease requiring treatment by professionals. “Anx­
iety” is a concept that has evolved in the twentieth 
century concurrent with the availability of bro­
mides, barbiturates, and benzodiazepines. During 
this time Western culture has become more so­
phisticated in its use of language to differentiate 
and communicate emotional distress, and the 
availability of treatments has also influenced this 
perception. For example, the use of lithium in re­
cent years appears to have led to an increase in the 
diagnosis of mania by American psychiatrists,11 
and an increase in the diagnosis of depression was 
shown to follow the introduction of antidepres­
sants in one institution.12

That an increasing willingness to recognize 
“ anxiety” has met with a readiness to prescribe 
for it may account for the remarkably steady and 
linear increase in the use of benzodiazepines of 7 
million prescriptions each year between 1960 and 
1975. This phenomenon was reproduced in a natu­
ralistic experiment in which diazepam was made 
freely available on request from a nurse (physi­
cians were excluded) to an entire psychiatric ward 
for six months.13 Although individual patient use 
was modest, the drug-seeking behavior of the 
entire ward increased progressively and markedly 
in a manner reminiscent of the national trend. This
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suggests that social forces and complex systems 
are at work that bear less than direct relation to 
accuracy of diagnosis or the efficacy of treatment.

The Patients
Patients who are prescribed tranquilizers are 

clearly a select segment of the population. Re­
search on the kind of patient to whom minor tran­
quilizers are prescribed suggests overrepresented 
sections of the population share the common fea­
ture that their biological, social, and psychological 
predicaments render them dependent on physi­
cians. Only one third of minor tranquilizer use is 
for emotional disorders without a somatic compo­
nent.14 The remainder is for a wide variety of phys­
ical disorders in which stress is assumed to play a 
causal, aggravating, or coincidental role. Some­
times the handling of these chronic physical con­
ditions results in the adoption of a sick role that is 
validated by taking tranquilizers, further reinforc­
ing dependency on the physician.15

Women are also prescribed disproportionately 
more minor tranquilizers, between 67 and 72 per­
cent; and although use among women is now de­
clining in the United States,8 there is little indica­
tion of a similar trend in Canada.16 There may be 
several reasons why more women are prescribed 
minor tranquilizers. A recent study of a commu­
nity mental health center17 found that men have 
less awareness of emotional disorders and that 
women accept the label of emotional illness and 
enter treatment more readily. Women appear to 
experience stress differently from men, as illus­
trated by a comparison of the responses to exami­
nation stress in male and female students.18 Both 
sexes performed equally well, but feelings of suc­
cess and confidence were common in men where­
as discomfort and failure predominated in women, 
even when performance was good.

Increased prescribing of tranquilizers to women 
is not a function of morbidity alone, as shown by a 
study in family practice where women patients ex­
ceeded men in rate of drug episodes per hundred 
illness episodes.19 At least two factors appear to be 
involved: a culturally determined sense of vulner­
ability, and a willingness to seek professional help. 
Women are expected to be nurturant and to care 
for the health of family members in ways that 
bring them into contact with predominantly male 
physicians who may encourage their emotional 
expressiveness.
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There is evidence to suggest that health profes­
sionals have stereotyped attitudes in which 
healthy men are seen as independent and healthy 
women as more dependent and passive.20 Since 
pill-taking is a passive and dependent role, it is 
likely to be viewed as a preferred treatment for 
women. In comparison, men are overrepresented 
among adults who cope with stress by drinking 
alcohol.21

The elderly are also overrepresented among 
benzodiazepine users, and 21 percent of all diaze­
pam prescriptions in the United States are for the 
over-65 age group.22 An identical proportion re­
ceives these drugs in family practices in England23 
and in the Province of Saskatchewan. Canada.24 
The Director of the National Institute on Aging in 
the United States commented recently that “often 
drugs represent the only form of treatment given 
to older persons. An overall treatment plan that 
includes attention to diet, physical and social ac­
tivities, psychotherapy, and correction of living 
problems may be totally ignored.”25 Finally, there 
is some evidence to suggest that high tranquilizer 
use is more frequent in the lower social, economic, 
and educational strata26 as well as among those 
who are chronically sick or disabled.27 One reason 
that the poor and members of minority groups are 
at greater risk for receiving tranquilizers is that 
they have fewer coping mechanisms available to 
them.28 For instance, drug use is higher in women 
who stay home and have restricted social outlets.29

If the underprivileged are overrepresented in 
patients prescribed benzodiazepines, this is con­
tributed to in part by willingness to seek help from 
physician authority figures, perhaps because the 
mantle of the church and the law has passed im­
perceptibly to the medical profession for the solu­
tion of social predicaments.

The Physicians
Almost all physicians in general medical prac­

tice prescribe benzodiazepines, although the ex­
tent to which they do varies considerably. For 
example, general practitioners prescribe dispro­
portionately more of these drugs than do special­
ists,3 and there is some suggestion that physicians 
in group practice prescribe somewhat more ap­
propriately than those practicing alone.30

The patient’s emphasis on somatic manifesta­
tions legitimizes “ sick” behavior just as prescrib­
ing a drug sanctions the role of physicians as care
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providers. This transaction is rendered more likely 
because the physician’s primary role has tradi­
tionally been to detect or exclude physical disor­
ders, and to do so efficiently consumes a large part 
of the average 14 minutes allotted.31 In addition, 
physicians are trained to be action oriented and 
patients to be submissive in this process.32 The 
physicians’ ‘‘belief’ in psychotropic drugs is illus­
trated by the fact that they themselves are far 
more likely to take them compared with patients.33

The outcome of prescribing in this manner is 
briefly effective, but seldom satisfactory over the 
long term to the physician or patient. It reinforces 
the patient's belief in being medically or psycho­
logically unfit, initiates a lowering of self-esteem,34 
and leads to a chain of repeat prescriptions. The 
awareness of the absence of disease coupled with 
a need for action creates an uncomfortable tension 
and a sense of frustration in the physician that 
are often expressed as irritation toward patients 
who appear to have seemingly trivial or insoluble 
problems.35

The patient who senses this may feel accused of 
‘‘imagining it all" while the physician lacks alter­
native strategies for shifting to a social or psycho­
logical framework and intervening effectively in 
these spheres. That this stems partly from inade­
quate training is suggested by recent surveys of 
psychiatric education in medical schools, where 
teaching has been oriented toward viewing pa­
tients as “ vehicles of disease” with “categorical 
diagnoses.”36 Training in the newer discipline of 
clinical pharmacology is inadequate. Physicians in 
general are often unaware of the ingredients in 
drug combinations that contain benzodiazepines,37 
and family physicians, in contrast to specialists, 
are more likely to write inappropriate prescrip­
tions.38 A recent study demonstrated that psychia­
trists and physicians were often poorly informed 
about the indications, pharmacology, and side ef­
fects of diazepam, and neither group was more 
knowledgeable than medical students.39

The Prescriptions
An understanding of the act of prescribing and 

its symbolism is fundamental to the issue of minor 
tranquilizer use. Writing in 1904, Osier40 com­
mented that “ the doctor visit is not thought to be 
complete without the prescription.” During 1977, 
40,000 patients visited 29 family practices in Ox­
ford, England, and 60 percent of them received at
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least one prescription.23 Psychotropic drugs were 
prescribed more often than any other group and 
accounted for 20 percent of prescriptions. The 
most commonly prescribed drug was diazepam 
given to 6.1 percent of all people. This led the 
authors of the study to conclude, “ whether such 
extreme use of drugs capable of modifying behav­
ior has undesirable medical or social conse­
quences is unknown and more information is cer­
tainly needed.”

The act of prescribing is sometimes viewed as a 
means of abbreviating or ending an interview. This 
may represent a superficial analysis of the situa­
tion. In extensive studies on family practice, Par­
ish41 found that the act of prescribing was not 
associated with either time spent with or liking of 
the patient. However, prescribing was less likely 
to occur if the patient was perceived as easier 
to talk to, and when compared with prescribing, 
counseling was associated with higher degrees of 
patient satisfaction. With specific regard to use of 
tranquilizers, a study42 of anxious individuals in 
the general population found that most of those 
who consulted physicians spent 6 to 15 minutes in 
consultation and that drugs were prescribed to 75 
percent. A third of the patients (particularly the 
more anxious) would have preferred additional 
time to talk.

A more detailed and in-depth analysis of the 
consultation process in family practice is provided 
by Stimson and Webb.43 Nearly two thirds of pa­
tients said they expected to be given a prescrip­
tion, and this expectation was almost precisely 
fulfilled. The writing or withholding of a prescrip­
tion was often the major focus of a patient’s satis­
faction or lack of it. This study confirmed an ear­
lier finding44 that in general physicians place even 
greater emphasis than do their patients on the act 
of prescribing and tend to overestimate their pa­
tients’ expectations for drugs.

The dynamics of prescribing may obscure the 
social and psychological etiology of the consulta­
tion. In acute circumstances a variety of factors 
contribute to short-term “ success,” increasing the 
patient’s tendency to seek medical help again in 
future social crises. In the more common chronic 
circumstances, Balint and co-workers45 have 
shown how the act of prescribing itself may be­
come a block to effective dialogue whereby prob­
lems are not solved but merely controlled. Signifi­
cantly, those general practitioners who recognized
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their patients' social and psychological predica­
ments had the lowest population of long-term pre­
scription repeaters. When viewed in this perspec­
tive, it is not surprising that a percentage of 
patients become increasingly dependent on ben­
zodiazepines in response to a lack of alternative 
advice or access to other coping resources.

The Drugs
Benzodiazepines are superior to both barbitu­

rates and placebo in the treatment of chronic se­
vere anxiety, but patients seldom revert to normal 
during treatment, and benefits are rarely sustained 
beyond it.46 Although benzodiazepines are pre­
scribed to 40 percent of patients with chronic 
physical disorders,27 there is no controlled evi­
dence for their efficacy in such populations.47-49

Despite this absence of scientific information, 
the physician’s belief in the efficacy of minor tran­
quilizers is reinforced because the benefit that fol­
lows prescribing is often due to a combination 
of reassurance, attention, spontaneous remission, 
and change in life circumstances. When these fac­
tors remain unexplored, the outcome is naturally 
attributed to drugs, reinforcing the patient’s tend­
ency to seek such help and the physician’s willing­
ness to prescribe.

It is paradoxical that what is generally lacking in 
such transactions is a proper application of scien­
tific method and a closer scrutiny of the events 
preceding and surrounding the interactions. Sev­
eral psychopharmacologists have drawn attention 
to the defects of the disease model in psychotropic 
drug research.50-52 A better definition of desired 
outcomes would allow physicians to make more 
discriminating use of such drugs in conjunction 
with other methods of encouraging and enhancing 
social interaction. Studies of the social and behav­
ioral consequences of the use of psychotropic 
drugs will be required to elucidate these issues. 
Two contrasting studies have attempted this: one 
examined the relationship of psychic distress and 
life crises to psychotropic drug use,53 and the other 
explored prolonged tranquilizer use as an expres­
sion of social role strain.54

The relative safety of the benzodiazepine drugs 
compared with the barbiturates has undoubtedly 
contributed to their escalating use, but safety 
is a term that must be defined in relationship 
to the practice of medicine. The extensive use of 
benzodiazepine drugs for maintenance therapy in
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chronic or lifelong physical conditions or for 
intractable social predicaments may expose those 
who take them to hazards not revealed in short­
term clinical trials. Subtle disruptions in thought 
processes55 and unpredictable aggressive behav­
ior’6 are examples. In addition, prolonged expo­
sure to mind-altering medication frequently cre­
ates a problem of dependency and abuse. In Brit­
ain 147 out of 287 patients referred to psychiatrists 
by general practitioners were taking benzodiaze­
pines on arrival; 66 percent had taken them for 
more than two months, and 25 percent for over a 
year.57 Anderson58 found that 48 percent of psy­
chotropic drugs prescribed in general practice had 
been used for over two years; nearly 60 percent 
of all repeat prescriptions for sedative-hypnotic 
drugs were obtained without seeing the physician.

On a global scale new patterns of drug abuse 
have been characterized by the spread of manufac­
tured substances adopted from medicine.59 The 
first reports of abuse often lag behind the clinical 
availability of the drug.60 In the case of bromides 
this took 39 years; with methaqualone, 12 years; 
and diazepam, 3 years. Even after this, there is 
delayed recognition of abuse potential on the part 
of both physicians and patients. It is difficult for 
physicians to recognize harm caused by their own 
prescribing habits, and patients are frequently 
unwilling to report increased tolerance or depend­
ence. A recent monograph61 indicates that the 
numerator of reports of abuse for benzodiazepines 
is still minute compared with the denominator of 
drug use. This view of the low dependence poten­
tial is shared by official review bodies.62 On the 
other hand, diazepam has been identified as a 
street drug in many centers of heavy illicit drug 
use.63-64 In the United States it is the most common 
cause of emergency room visits for overdose,55 
and in Canada benzodiazepines account for 40 
percent of all overdose admissions, almost 33 per­
cent having also taken alcohol.65

Reports of addiction and dependence in patient 
populations are also beginning to appear. In 1977 a 
report of diazepam-abstinence syndrome in three 
patients was published,66 followed shortly by an­
other.67 In a group of 50 outpatients taking diaze­
pam,68 20 percent had increased their dose without 
physician consent, and only 4 percent were able to 
discontinue voluntarily. Sixty percent regarded 
themselves as dependent. A controlled Scandina­
vian study on sedative drug abuse60 found that
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benzodiazepines were the drugs most commonly 
involved, and several patients developed severe 
abstinence syndromes. Most had been taking 
drugs for over five years and began increasing 
their dosage without the knowledge of their phy­
sicians, a minority of whom had prescribed uncrit­
ically by telephone over long periods. Middle-aged 
women were overrepresented, and a majority had 
begun to take drugs at a time of social stress; 
most common was bereavement. The majority of 
patients with dependence have taken benzodiaze­
pines in high dosages for lengthy periods (over 40 
mg daily for more than six months), but well- 
documented withdrawal has also been shown in a 
patient taking only 15 to 25 mg daily.69 Peterson 
and Lader70 also found marked withdrawal in 
low-dose, long-term users of benzodiazepines.

In attempting to assess the cost-benefit ratio of 
benzodiazepine use, the situation differs little from 
the viewpoint of Frazier and Hiatt71 that the scien­
tific evidence for many popular medical and surgi­
cal practices is dubious and usually evaluated 
through the subjective value systems of both phy­
sicians and patients.

Alternatives
Since 1960 both social and scientific changes 

have contributed to current concern about the 
rapid increase in use of minor tranquilizers. A 
state of tension has been created between a 
heightened awareness of “ anxiety” with the avail­
ability of safer drugs to treat it and self-care 
movements that have coincided with an evolving 
biopsychosocial model of medical care. The result­
ing dilemma highlights the extremes of opinion 
that have always existed among the public and 
members of the profession about the appropriate­
ness of sedative drugs as solutions to social and 
psychological predicaments.

This is clearly a situation for which there may 
be alternative courses of action but for which there 
is no simple solution. Adoption of the biopsycho­
social model, with its expanded boundaries and 
shared responsibilities, will present choices in 
medical education, clinical practice, and patterns 
of health care delivery.

In education the scope of options may be lim­
ited. Engel has discussed in detail the application 
of the biopsychosocial model to health educa­
tion.72 The late 1960s and early 1970s were charac­
terized by attempts to increase social and psycho-

456

logical input as “ behavioral science” into the 
medical curriculum and by attempts of psychia­
trists to increase their input into general medical 
concerns through involvement in liaison work and 
primary care programs.36 That these were not 
always successful was documented, tongue in 
cheek, by recent advice on “ building a benign be­
havioral science course.” 73 Educational strategies 
exist to alert students to the subtler implications of 
prescribing practice,74’75 but these often compete 
poorly in pharmacology courses directed toward 
potent materia medica.

In clinical practice the “ Ten Drug C om m and­
ments” proposed by Wolfe1 would be helpful, but 
they will not be adopted in the absence of leader­
ship and peer pressure. There is evidence that 
such pressure is gradually occurring under the in­
fluence of guidelines for psychotropic drug use de­
veloped by national organizations76 and by various 
forms of utilization review,77 including group 
practice itself. A recent study in family practice 
cast doubt on the significance of prescribing to 
patients with vague complaints; these patients, 
when told they were well and required no treat­
ment, did as well as a control group given a “ diag­
nosis” and prescription.78 There are also striking 
examples of reduction in minor tranquilizer use 
following sanctions applied by state or govern­
mental agencies79,80; the impact of placing benzo­
diazepines on schedule 4 of the Food and Drug Act 
in the United States is an important illustration.

For those persons prescribed drugs, the signifi­
cance of patient education and personal involve­
ment is evidenced by the current interest in patient 
package inserts81 and lay pharmacopeias,82 as 
well as in alternatives to drug taking. The latter is 
illustrated by an increasing number of self-help 
agencies and by public interest in nonpharmaco- 
logic forms of therapy for stress such as relaxa­
tion, meditation, and biofeedback.83

Changes in health care delivery will probably 
include the involvement of patients themselves as 
well as other agencies and professions as sources 
of support in dealing with social and psychological 
predicaments. Although there have been protests 
about the dangers of expanding the scope and 
boundaries of medicine, there have also been a 
reluctance to let go of responsibility and a tend­
ency to display a narrow professionalism by de­
fending unique prerogatives in providing primary 
health care.
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There are compelling practical and economic 
counteracting forces to this tendency. The de­
mands on physicians’ time are unlikely to abate; 
rather, they will increase with any form of national 
health insurance. When increased demands occur, 
the need for cost containment may underline the 
fact that the price of one month’s supply of 
diazepam is the same as a single 15-minute visit to 
a family physicians. But if cost-benefit ratios in­
clude quality-of-life issues and long-term outcome 
and not simply symptom removal and short-term 
relief, then less expensive forms of professional 
assistance will be sought. Many professional 
schools in psychology, social work, and nursing 
are producing graduates who are eager for part­
nership and not for a “ handmaiden” role. There is 
already evidence to indicate that the use of nurse 
practitioners in family practice84 can reduce the 
use of minor tranquilizers and that review of pre­
scriptions by pharmacists can improve the quality 
and reduce the quantity of prescription writing for 
these drugs. An increasing number of behavioral 
medicine units have expanded roles for other 
health professionals and are dealing effectively 
with some of the more severe and chronic medical 
problems using nondrug techniques.15

Finally, there are many forms of help available 
in the community that are presently underutilized 
by physicians, including self-help support groups, 
a variety of social agencies, and pastoral counsel­
ing services. Their involvement would do much to 
“demedicalize” the patients’ distress.

The best hope for adoption of a biopsychosocial 
model with the sharing of responsibility that must 
accompany it is that the process will prove intrin­
sically rewarding to physicians. There will be 
those who will find that the efficiency of existing 
technology, including drugs, is enhanced by this 
expanded frame of reference and who will dis­
cover that it is more satisfying to work together 
than alone in caring for the chronically sick and 
the “worried well.” Should this occur, there will 
be a predictable decline in the heavy use of minor 
tranquilizers and a decrease in public anxiety 
about their misuse. There is some evidence that, in 
the United States, this is beginning to occur.85
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