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Objective: The aims of the study were 
to compare lifetime frequency of 
tranquilliser and hypnotic drug use in 
children and adolescents, and to search 
for relationships between children’s 
drug use and family patterns regarding 
drug use.

Methods: 194 subjects aged 6 to 16 years 
(110 psychiatric outpatients and 84 
paediatric outpatients) and family 
members (mothers, fathers, siblings in 
same age range) were assessed regarding 
lifetime and recent (past 4 weeks) 
tranquilliser/hypnotic drug use, and 
recent analgesic and minor sedative/
tonic over the counter (OTC) drug use.

Results: 41 children (37%) attending 
the psychiatric outpatient clinic had 
received a psychotropic drug at some 
stage in comparison to 11 children (13%) 

attending the general paediatric clinic. 
There were no statistical differences in 
relation to psychotropic drug use by the 
siblings or parents in the two groups. 
Using multiple logistic regression (both 
groups combined), the factors most 
strongly associated with the child’s 
tranquilliser/hypnotic drug consumption 
were: maternal lifetime psychotropic 
drug use (P=0.02), total duration of 
maternal psychotropic drug use (P=0.017), 
duration of recent OTC drug use by the 
child (P=0.012), and psychiatric diagnosis 
in the child (P=0.049).

Conclusions: Tranquilliser/hypnotic 
drug use in children and adolescents 
is not rare, and may be linked to their 
mothers’ own use of psychotropic 
medicines.
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Introduction

The use of psychotropic medication has increased 
considerably in most industrialised countries. 
In adults, anxiolytic drug use is associated with 
mental health status and somatic morbidity and 
socio-economic factors1-3. Comorbidity between 
physical and psychopathological disorders, 
especially anxiety, is common4,5. Additional 
related factors, at least in Europe, may include 
easy access to medical care, low sale price, high 
insurance coverage, workload of physicians, and 
belated public awareness to the risks induced by 
benzodiazepine use3,6. Most studies have found 
a higher frequency of anxiolytic and hypnotic 
drug use in women than in men2,3. It has also 
been shown that spouses of tranquilliser-addicted 
patients tend to take more of these medicines 
themselves7, thus demonstrating environmental 
and family infl uences. In children and adolescents, 
tranquilliser and hypnotic drug use is a crucial 
issue, because of these drugs’ frequent potential 
for habituation, possible interaction with other 

drugs, and potential implications for the long-term 
growth and cognitive development of children8-10.

The overall percentage of children receiving 
psychotropic treatment has increased dramati-
cally over recent years11-17, with a predominance 
of medication given for off-label indications. This 
increase includes preschool children18-19. One 
recent study observed signifi cant increases in the 
use of psychotropic drugs in paediatric psychiatric 
inpatients from 1991 to 1998: antidepressants 
(from 35.6% to 77.3%), mood stabilisers (from 
14.9% to 32.6%)16. However, the extent of psycho-
tropic drug use, especially as regards anxiolytic 
and hypnotic drugs in childhood and adolescence, 
remains a controversial topic, and little is known 
about the determinants of such use. 

The main published studies on psychotropic drug 
use in children and adolescents are summarised 
in Table 1. Lifetime frequency of use ranges 
from 16% in preschool children20 to 21–29% in 
adolescents21,22. Recent use was reported in 12% of 

Table 1 Representative studies on psychotropic drug use in children and adolescents

Country n Age Assessment Psychotropic drug use References
  (years)

France 1,100 0–18 Interview with mother 16.4% had used psychotropic drugs 
    before age 9 months 20
Canada 331,695 0–20 All prescriptions from Provincial Drug  10–14 years: 0.9% were prescribed
   Plan over 5 years minor tranquillisers, 0.2% major 
    tranquillisers, 0.08% sedative/
    hypnotics (per year)
    15–19 years: 2.2% were prescribed 
    minor tranquillisers, 0.4% major 
    tranquillisers, 0.6% sedative/
    hypnotics (per year) 28
USA 341,422 0–17 All prescriptions from Medicaid 5.3% were prescribed psychotropic drugs
   program over 5 years  and 5.5% combinations with psychotropic
    drugs per year 29
Sweden 1,497 0–5 Register of all prescribed drugs  2% sedative/hypnotics by age 5 years 35
   purchased in the two district pharmacies
USA 12,320 0–17 National survey of offi ce based practices:  Prescription rate per visit: 0.6% (0–3 years); 
   psychotropic drug prescription during  2% (4–8 years); 2.1% (9–12 years); 
   paediatric visit  2.1% (13–17 years) 31
Germany 90% national All ages National database on drug prescriptions  2-3% children and adolescents were
 population  over 1 year prescribed psychotropic drugs 30
France 1,113 12–20 Self-report questionnaire 21.4% lifetime use, 5% current use 22
France 1,020 10–21 Personal interview 60.2% took at least one drug over a week, 
    48.7% of which were psychotropic drugs 25
France 11,274 6 Interview with parent(s) 12.1% currently used a psychotropic drug 23
France 3,287 12–20 Self-report and parent questionnaires 21.1% had used “drugs for tension or 
    distress” (17.4%) and/or “drugs for sleep 
    disorders” (9.8%) over a year 26
Brazil 14,814 13–18 Self-report questionnaire 29.1% lifetime use 21
Switzerland 376 10–20 Self-report questionnaire 7% over past 15 days, 3% self-prescription 24
France 221 6–16 Parent and adolescent interview Life use: 22.2% boys, 20.6% girls 33
USA 10,389 in 1987 0–18 National database on drug prescriptions Signifi cant increases over 9 years from
 6,490 in 1996  over 9 years. Interview with parent(s) 1987 to 1996: stimulant use 
    (0.6% vs 2.4%), antidepressant use 
    (0.3% vs 1%), co-prescription 
    (0.03% vs 0.23%) 13
USA 9,447 0–18 Connecticut Medicaid managed care  Lifetime use: 48.2% (stimulant), 23.9%
   administrative and pharmacy data  (antidepressant), 9.1% (mood stabiliser), 
    7.7% (antipsychotic), 5.6% (alpha agonist), 
    5.6% (anxiolytic) 14
USA 17,670 in 1997 0–17 Database (MarketScan, Medstat, Ann  Lifetime use in 1997 vs 2000: 
 26,677 in 2000  Arbor, Mich)  antidepressant (25.0% vs 28.0%), mood 
    stabiliser (5.5% vs 6.2%), sedative/
    hypnotics (3.9% vs 4.4%) 15
USA 3,114 0–18 The National Survey of Child and  13.5% of children were taking psychotropic
   Adolescent Well-Being medication 17
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6 year old children23 and 5–7% of adolescents22,24, 
although prescription rates were lower17,20,24. 
Adolescent females tend to take more tranquilliser 
or sedative drugs than adolescent males22,25-30 and, 
in some studies, the frequency of drug use appears 
to increase with age26,31. Although psychotropic 
medicines are usually prescribed, self-medication 
increases in adolescents. 

One factor linked to self-medication may be the 
chronic use of medicines by another member of the 
family25 and, in some community studies on drug 
use, the idea of familial risk has been suggested in 
adults7, or in adults and children from the same 
family22,32. One study has identifi ed family charac-
teristics (e.g. maternal illness, sleep or eating 
problems in a sibling) with the administration of 
sedatives to infants20. Another found that children 
of working mothers were more likely to receive 
psychotropic medication than those of non-
working mothers23. One study found a signifi cant 
association between child and parental psychotropic 
medication use33, although such a relationship has 
been established for other psychoactive substances 
(alcohol or illegal drugs), indicating parental role in 
initiating, maintaining or preventing drug-addictive 
behaviour in their children21,34,35.

The aims of the study were: (i) to compare lifetime 
frequency of tranquilliser and hypnotic drug use in 
children and adolescents with and without current 
psychopathological complaints; (ii) to study the 
links between child or adolescent drug use and 
socio-demographic variables (sex, age, parents’ 
professional and marital status); (iii) to explore 
the relationship between drug use in children and 
adolescents, and family (parents, siblings) use of the 
same and other types of drugs (analgesics, minor 
sedative/tonic over the counter [OTC] drugs).

Methods

Sample

Two groups of children and adolescents were 
recruited consecutively among outpatients of 
a paediatric hospital (Robert Debré Hospital 
in Paris): group 1 in the Department of Child 
and Adolescent Psychopathology and group 2 
(controls) in the Department of General 
Paediatrics. Inclusion criteria were: 

boys or girls aged 6 to 16 years 
at least one parent could be interviewed 
who was responsible for the child and lived 
at home with him/her most of the time 
psychiatric diagnosis

In group 2, medical diagnoses with no known 
effect on psychological functioning (preferably 

•
•

•

benign diseases) were allowed. The study was 
approved by the hospital ethics committee. The 
controls were age matched, consent was signed by 
parent(s), child, and investigator, and assessment 
was conducted either before or after the clinic 
appointment.

Assessment

The investigator recorded information from the 
parent(s) regarding socio-demographic character-
istics of the family and clinical status of the child, 
including reason for the current medical visit 
and prior psychiatric treatment, if any. DSM-IV 
primary diagnosis, assessed for all patients during 
consensus meetings between staff clinicians, was 
obtained from the medical record. A structured 
interview, designed for the study33, was conducted 
regarding lifetime and current (past four weeks) 
tranquilliser and hypnotic drug use, analgesic 
drug use for the past four weeks, and minor 
sedative/tonic OTC drug use for the past four 
weeks. Assessments were made for the child (the 
outpatient), sibling(s), mother and father. Parents 
were also asked about other psychotropic drug 
use (e.g. antidepressants). For the child, recording 
of drug use covered the period prior to (but not 
including) current medical treatment in the clinic 
(if any). For children aged 13 years or over, drug 
use was recorded from both personal and parental 
interviews (separate); for younger children, 
only the parent was the informant. When one 
parent (usually the father) was not present at the 
clinic visit, he was subsequently interviewed by 
telephone.

Questions asked for each subject were the same 
and in the same order. First, three lists of drugs 
were handed to the respondent: tranquilliser/
hypnotic drugs, analgesics, minor sedative/tonic 
OTC drugs. Lifetime and current tranquilliser/
hypnotic drug use, and analgesic and OTC drug 
use over the past four weeks, were fi rst rated 
as yes/no. In cases of psychotropic drug use, 
additional information was collected regarding: 
age at fi rst and last use; longest and cumulative 
duration of use; number and names of drugs; 
reason and source of prescription. For analgesic 
and OTC drug consumption, additional questions 
concerned: name of drugs; cumulative duration 
of use; reason for use. 

The Child Behaviour Checklist (CBCL)36, 
a dimensional assessment of child psycho-
pathology translated and validated in French37, 
was completed by one parent (usually the 
mother). Parents also completed the General 
Health Questionnaire (GHQ), 28 items38, French 
version39 (if one parent was absent, the question-
naire was provided to be returned by mail). 
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Statistical analysis

Data were analysed on SPSS 6.1 MS Windows. 
Univariate analyses were performed using χ2, 
Yates corrected when necessary, or Fisher exact 
test for qualitative variables and Student t test 
for quantitative variables. All tests were two-
tailed. To explore the relationships between child 
lifetime psychotropic drug use and other observed 
child and family characteristics (42 variables), 
univariate logistic regressions were made in order 
to extract the best predictors; then, variables 
signifi cantly associated (P<0.05) with child 
psychotropic drug use were included in a multi-
variate logistic regression, in order to fi nd the best 
model.

Results

The study included 194 subjects (110 in the 
psychiatric group, 84 in the general paediatric 
group), 187 mothers, 121 fathers, and 119 (out of 
120) siblings. Data are missing for 28 fathers and 
4 mothers in the psychiatric group, and 30 fathers 
and 9 mothers in the paediatric group, who were 
absent on the day of the clinic visit and did not 
respond to a subsequent telephone interview 
and/or return the questionnaire by mail.

Socio-demographic and socio-professional characteristics

Both study groups had similar socio-demographic 
characteristics, except that, in the psychiatric 
group, there were more boys (56% vs 42% in 
the paediatric group, χ2=4.11, P=0.04) and more 
separated families (26% vs 13%, χ2=5.20, P=0.03). 
In the psychiatric group and the paediatric 
groups, mean (±SD) age (in years) was: for 
children, 9.8 (±2.7) and 9.7 (±2.6); for siblings, 
10.9 (±6.6) and 11.8 (±7.2); for mothers, 38.2 
(±5.4) and 39.3 (±5.5); for fathers, 40.8 (±6.6) 
and 42.4 (±6.4). Distribution for socio-profes-
sional status, according to four categories defi ned 
by the French Institut National de la Statistique et 
des Etudes Economiques, showed no signifi cant 
differences.

Clinical characteristics 

The primary diagnoses in the psychiatric group 
were: attention-defi cit/hyperactivity disorder, 
oppositional defi ant disorder or conduct disorder 
(30% of cases), anxiety disorder (19%), learning 
disorder (18%), developmental delay (6%), 
schizophrenia or other psychotic disorder (6%), 
autism or other pervasive developmental disorder 
(5%), obsessive-compulsive disorder and/or 
tic disorder (4%), mood disorder (4%), eating 
disorder (3%), communication disorder (3%), 
sleep disorder (3%), motor skills disorder (1%), 
elimination disorder (1%). In the paediatric 
group, the diagnoses included: overweight (35%), 
respiratory tract disorder (18%), bone and joint 
disease (13%), skin disorder (12%), allergy (7%), 
gastrointestinal tract disorder (5%), ear nose or 
throat infection (5%), endocrine disorder (2%), 
nervous system disorder (2%), and cardiovascular 
disorder (1%).

On the CBCL, children in the psychiatric group 
had signifi cantly higher total scores than those 
in the paediatric group (mean ±SD = 62.5±9.1 
vs 57.0±8.2, t=4.29, P=0.001), and signifi cantly 
higher scores for all factors except « somatic 
complaints ». For parents, on the GHQ, there 
was a trend for a signifi cant group difference 
regarding mothers total score (mean ±SD = 
22.0±1.0 in the psychiatric group vs 19.1±1.1 in 
the paediatric group, t=1,97, P=0.051), and no 
group difference for fathers total score (mean 
±SD=18.1±1.2 vs 20.1±2.2, respectively, t=0.86, 
P=0.39); mothers from the psychiatric group had 
signifi cantly higher scores for somatic complaints 
(6.3±0.4 vs 5.2±0.4 in the paediatric group, t=2.09, 
P=0.038).

Children’s drug use

As anticipated, lifetime frequency of tranquilliser/
hypnotic drug use by children was signifi cantly 
higher in the psychiatric group (41 children, 
37%) than in the paediatric group (11 children, 
13%) (χ2=14.19, P=0.0017) (Table 2). There was 
no difference regarding recent use of tranquilliser/

Table 2 Frequency of drug use by children, siblings and parents

Drug use Children (n = 194) Siblings (n = 119) Mothers (n = 187) Fathers (n = 121)

 Psychiatric  Paediatric Psychiatric Paediatric Psychiatric Paediatric Psychiatric Paediatric
 group group group group group group group group

Tranquilliser/hypnotic 
drug lifetime use 41 (37%) 11 (13%) 10 (14%)  4 (9%) 63 (60%)  41 (50%)  29 (43%) 17 (32%)

Tranquilliser/hypnotic
drug use in past 4 weeks 5 (5%)  0 (0%)  0 (0%)  0 (0%) 16 (15%) 14 (17%)  7 (10%)  5 (9%)

Analgesic drug use in past 4 weeks 63 (57%) 51 (61%) 35 (49%) 21 (45%) 73 (70%) 47 (57%) 38 (57%) 24 (44%)

OTC minor sedative/ 
tonic drug use in past 4 weeks 16 (15%)  5 (6%)  5 (7%)  3 (6%) 24 (23%) 18 (22%) 11 (16%)  4 (7%)

OTC = over the counter 
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hypnotic drugs (Fisher exact probability = 0.071), 
analgesics (χ2=0.23, P=0.63) or OTC drugs 
(χ2=0.36, P=0.56).

Age at fi rst psychotropic drug use was lower 
than 4 years in each group (Table 3). Duration of 
analgesic medication, administered for headaches 
or other somatic complaints, had been longer in 
the paediatric than in the psychiatric group (mean 
±SD = 5.6±1.1 vs 3.3±0.3 days, t=2, P=0.05). Minor 
sedative or tonic OTC drugs included vitamins, 
trace elements, and phytopharmacological agents, 
and length of use did not differ between groups.

Siblings’ drug use

For siblings, the frequency or length of use did not 
differ between groups for any type of drug (Table 2). 
In the psychiatric group, lifetime use of tranquilliser/
hypnotics was signifi cantly lower in siblings than in 
the index child (χ2=11.80, P=0.0006) (Table 3).

Parental drug use

Details of the parental use of psychotropic agents 
are shown in Table 4. There were no group 
differences regarding lifetime frequency of psycho-
tropic drug use by mothers or by fathers, and no 
group difference either for any other category of 
drug use (Table 2). Overall, lifetime frequency of 
mothers’ psychotropic drug use was higher than 
that of fathers (56% vs 38%, χ2=9.11, P=0.002). 
A similar gender difference was seen for analgesic 
drugs (64% vs 51%, χ2=5.08, P=0.024). 

Effect of child and family characteristics on child lifetime 
tranquilliser/hypnotic drug use

There were no age or sex differences regarding child 
lifetime tranquilliser/hypnotic drug use and OTC 
drug use. The frequency of lifetime tranquilliser/
hypnotic drug use was not related to parents’ socio-
professional or marital status in either group.

Table 4 Description of parents’ lifetime psychotropic drug use

Characteristics of drug use   Mothers Mothers Fathers Fathers 
  Psychiatric group Paediatric group Psychiatric group Paediatric group
  (n = 63) (n= 41) (n = 29) (n = 17)

Age at fi rst use (years): median [range] 30 [6–50]  31 [10–47]  32 [0.3–44]  35 [5–45] 
Longest duration of use (days): median [range] 30 [1–2160] 15 [1–1460]  26 [1–3650] 15 [1–1095] 
Cumulative duration of use (days): median [range] 90 [1–2400] 57 [1–2920] 50 [1–6205] 68 [1–1200] 
Age at last use (years): median [range] 35 [15–51] 36 [18–50]  33.5 [3–55] 36 [10–53] 
Number of drugs: median [range]  1 [1–7] 1 [1–7] 1 [1–6] 1 [1–3)
Types of drug (%): benzodiazepine  83 93 77 80
 neuroleptic 7 4 14 12
 piperazine 4 3 2 4
 carbamate 3 0 0 4
 antidepressant 2 0 5 0
 antihistamine 1 0 0 0
 anticonvulsant 0 0 2 0  
Reason for use (%): anxiety 43 54 41 50
 sleep at night 38 27 25 50
 depression  18 17 24 0
 other 1 2 10 

Source of prescription (%): general practitioner 73 81 57 92
 psychiatrist 8 6 13 0
 paediatrician  0 0 4 0
 other professional 16 12 26 8
 parents 3 1 0 0
 self 3 2 1 2

Table 3 Description of children’s and siblings’ lifetime tranquilliser/hypnotic drug use

Characteristics of drug use Psychiatric group Paediatric group

 Index child (n=41) Siblings (n=10) Index child (n=11) Siblings (n=4)

Age at fi rst use (years): median [range]  3 [0.3–15]  1 [0.1–4]  2 [0.02–7]  1 [1–2]
Longest duration of use (days): median [range]  10 [1–180]  13 [1–30] 4 [1–21]  6 [1–15] 
Cumulative duration of use (days): median [range]  18 [1–520]  104 [7–720]  7 [2–120]  14 [3–30] 
Age at last use (years): median [range]  5 [0.5–15]  3 [1–11]  2 [0.3–7]  1 [1–2] 
Number of drugs: median [range]  1 [1–4] 1 [1–3] 1 [1] 1 [1]
Type of drug (%): neuroleptic  69 100 91 100
 benzodiazepine   11 0 9 0
 other  20 0 0 0
Reason for use (%): anxiety  15 0 0 0
 sleep at night   76 100 100 100
 other  9* 0 0 0
Source of prescription (%): general practitioner  45 50 55 50
 paediatrician  38 50 36 25
 psychiatrist  6 0 0 0
 pharmacist  4 0 9 0
 parents  7 0 0 25

* Three cases of motion sickness, one case of dental ache, 1 case of tics
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Overall, 11 variables had a signifi cant positive 
effect (P<0.05) on child lifetime tranquilliser/
hypnotic drug use: subject group; presence of 
psychiatric diagnosis; presence of somatic disorder; 
number of days of previous psychiatric treatment; 
child OTC drug use; number of days of child OTC 
drug use; mother’s lifetime psychotropic drug use; 
cumulative number of days of mother’s psycho-
tropic drug use; number of psychotropic drugs 
used by mother; child CBCL total score; mother 
GHQ total score.

The 11 discriminant variables were included in 
a logistic regression analysis, with sex and age as 
covariates. Mother’s own lifetime use of psycho-
tropic drugs was the strongest predictor of the 
child’s use of the same type of drugs (OR: 2.81). 
Other variables had a signifi cant effect: duration 
of mother’s psychotropic drug use, and duration 
of child’s own use of OTC drugs. A current 
psychiatric diagnosis in the child only increased 
the risk by 1.13 (Table 5).

Discussion

Reporting drug prevalence estimates solely 
on prescriptions is imperfect as compliance 
(concordance) may be poor, especially with 
psychotropic drugs3. The design of the current 
study differed from most previous reports for the 
method of investigation (clinician interview) and 
the type of population studied (treatment seeking 
population). However, the results are consistent 
with those of studies in the community using self-
report questionnaires. Lifetime psychotropic drug 
use in the paediatric group (13%) is in the range 
of psychotropic drug use previously reported 
(12% in children to 20–29% in adolescents). 
One third of children in the psychiatric group 
(37%) had received psychotropic medicines at 
some stage. These fi ndings are similar to other 
published data31.

Age at fi rst use was in most cases younger than 
4 years old. Thus, it might be that early psycho-
tropic drug use is linked to early emotional or 
behavioural diffi culties. Alternatively, both later 

emotional or behavioural diffi culties (the reason 
for current treatment seeking), and early psycho-
tropic drug use were related to common family 
or other environmental variables. The fact that 
siblings of psychiatric outpatients did not receive 
signifi cantly more psychotropic medication than 
paediatric outpatients may be a refl ection of 
early individual psychopathology in this group 
of children, although it does not entirely rule out 
the infl uence of specifi c family interactions.

The main objective of our study was to evaluate 
relationships between child and adolescent psycho-
tropic drug use and family patterns regarding 
drug use. In the multivariate analysis, the factor 
most strongly associated with lifetime child’s 
tranquilliser/hypnotic drug use was maternal 
lifetime psychotropic drug use and the length of 
this use. These results are also concordant with 
the conclusions of a study of hypnotics use by 
young children with sleep disorders, which found 
higher rates of hypnotic exposure among children 
whose mothers currently use hypnotics32. This 
suggests that administration of psychotropic drugs 
to children may be associated with the mother’s 
psychic condition. Indeed, in univariate analysis, 
child psychotropic drug use was associated 
with higher maternal scores on the GHQ. More 
generally, administration of psychotropic drugs to 
children may be related to the mother’s mode of 
response to her own and, subsequently, others’ 
psychic distress.

The child’s tranquilliser/hypnotic drug use was 
also associated with their own use of OTC minor 
sedative/tonic drugs. Studies in adults have shown 
that women are twice as likely to be prescribed 
psychotropic drugs in ambulatory practice as are 
men40-42 and self-medication is more common 
among women than among men41,43. Previous 
French studies have suggested that the use of 
psychotropic medicines in adolescents is associated 
with familial use of psychotropic drugs, depression 
in the adolescent and previous psychotropic drug 
use during childhood25,26. Psychotropic drug use 
may be an early “learned” response to psycho-
logical distress25,26. This could apply to both 

Table 5 Effect of child and family characteristics on child lifetime tranquilliser/hypnotic drug use using logistic regression analysis

Variables B SE P Odd ratio [CI]

Constant intercept –2.9732 0.9079 0.001 

Maternal lifetime use of psychotropic drugs  1.0347 0.4532 0.022 2.81 [1.16–6.84]

Duration of maternal lifetime use of psychotropic drugs (months) 0.0010 0.0004 0.017 1.03 [1.01–1.03]

Duration of child recent use of OTC minor sedative/tonic drug (weeks) 0.0807 0.0323 0.012 1.76 [1.13–2.74]

Psychiatric diagnosis in child 0.1196 0.0608 0.049 1.13 [1.00–1.27]

OTC = over the counter
B = regression parameter
SE = standard error
CI = confi dence interval
Model adjustment : χ2 = 52.705, df = 7, P=0.0001
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individuals and families. However, even though 
regression analysis showed maternal use of 
psychotropic medicines to be a strong predictor, 
the results should be viewed with caution. The 
fact that siblings of the children in the psychiatric 
groups did not have increased risk of receiving 
such drugs may account for reciprocal and specifi c 
mother-child interactions, with parental symptoms 
infl uencing children’s use, and children’s disorders 
infl uencing parental use. 

In the current study, general practitioners and 
paediatricians were the main sources of psycho-
tropic drug prescription in children. This had 
previously been shown in several studies. In school 
age children and adolescents, self-medication 
with psychotropic drugs has been reported30. 
Additionally, adults prescribing psychotropic 
medicines themselves sometimes give these 
medicines to their own children23. The same thing 
is reported with other medicines whereby parents 
will pass them on to their child25.

As in all retrospective clinical interviews, the results 
may have been biased by the subjects’ reluctance 
to answer or recall diffi culties44. Information 
regarding remote periods of time is uncertain, the 
error being more likely to lead to underestimation45. 
In the present study, parents seemed to have 
little diffi culty answering questions about their 
children’s drug use, but they were often unable 
to report on their own use during childhood, their 
reports of drug use usually starting in adolescence. 
Another limitation of the current study is the 
sample size, with subgroups of medicated children 
possibly too small to show signifi cant effects of 
environmental or clinical characteristics other than 
those demonstrated to have a signifi cant effect. Of 
note, the fathers’ sample size was about two thirds 
smaller than the mothers’; had all fathers been 
interviewed, we may have observed an effect of 
fathers’ drug use although, from evidence in both 
our and other sources, it would probably have 
been lower than the effect of mothers’ use. 

Further consideration should be given to various 
aspects of drug use in children and adolescents, 
to adequately refl ect the variety of contexts 
infl uencing drug utilisation as well as the benefi t/
risk profi le of therapies. A better knowledge of 
factors associated with tranquilliser/hypnotic 
drug use in the youth has important implications 
in terms of both psychopathological and socio-
cultural understanding of medication behavioural 
patterns, and public health research.
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