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There was no correlation between the occur
rence or number of rapid tranquillisation eventsand patients' general dissatisfaction scores.
Side-effects from potent antipsychotic drugs
used in rapid tranquillisation incidents did not
seem to influence dissatisfaction, although rapid
tranquillisation was significantly associated with
higher total side-effects over the patient stay.
Within those groups who received rapid tran
quillisation the polypharmacy group who re
ceived a number of different antipsychotics had
significantly raised side-effects compared with
those receiving monotherapies. either with short-
acting haloperidol or intermediate-acting zuclo-
penthixol acetate alone.

Further research needs to examine the role of
ethnic grouping in violence, factors influencing
dissatisfaction and remedial and educationalaspects of patients' stay on psychiatric intensive
care unit. Better prescribing habits avoiding
antipsychotic polypharmacy in rapid tranquil
lisation should also be encouraged.
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Benzodiazepine prescribing in a
psychiatric hospital
J. Summers and K. W. Brown

Using a case note study, this paper presents a
longitudinal survey of the effect of psychiatric in-
patient care on benzodiazepine prescribing.
Standards were proposed to assessthe quality of this
prescribing. Based on these standards, the study shows
inappropriate use of benzodiazepines. Following
admission, there was an increase in the number of
patients prescribed benzodiazepines and in the number
of benzodiazepines prescribed. Of the benzodiazepines
withdrawn, most were contrary to the proposed
standard. The quality of drug history showed little
emphasis being placed on rationalising benzodiaze
pine prescribing. The issue of how benzodiazepines
should be handled during psychiatric admission is
discussed.

In 1988, the Committee on Safety of Medicines
declared that the use of benzodiazepines should

be decreased as dependence was becoming a
subject of increasing concern (Committee on
Safety of Medicines, 1988). Benzodiazepine mis
use is a further issue which has raised concern.
In 1993, temazepam was the most commonly
misused drug in Scotland (Scottish Health
Service Common Services Agency, 1993).
Furthermore, there is evidence from the HomeOffice Drugs Inspectorate that "the vast majority
of misused benzodiazepines are obtained onprescription" (National Medical Advisory
Committee, 1994).

Although anxiolytic benzodiazepine use has
decreased to about one-quarter of its use 15
years ago (Royal College of Psychiatrists. 1997),
the above concerns remain relevant and empha
sise the need for high standards in benzodiaze
pine prescribing. Psychiatrists should be
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expected to set an example, given the major use
of benzodiazepines as psychotropic drugs.

There have been a number of surveys of
benzodiazepine prescribing in psychiatric hospi
tals. However, these have mainly been cross-
sectional in nature. Muijen & Silverstone (1987)
studied all psychotropics given on one particular
day in three different psychiatric hospitals,
excluding specialised alcohol wards. The propor
tion of patients prescribed benzodiazepines
ranged from 20% in a teaching hospital to 52%
in a large mental hospital. These benzodiaze
pines were usually hypnotics. Other surveys,
looking at all psychotropic drugs prescribed on
one day and excluding wards dealing with
alcohol addiction, gave results within the same
range (Michel & Kolakowska. 1981; Edwards &
Kumar, 1984).

In contrast, there have been few longitudinal
studies following the effect of psychiatric in-
patient care on benzodiazepine prescribing.
Harborne & Tudor (1995), in an audit of
benzodiazepine hypnotic prescribing in one
psychiatric hospital, showed 45% of patients on

Table 1. Diagnoses of the 100 patients studied

Diagnosis n

Alcohol dependence syndrome 25
Depressive episode or recurrent

depressive disorder 23
Paranoid schizophrenia 18
Bipolar affective disorder 9
Generalised anxiety disorder 6
Personality disorder 4
Paranoid psychosis 3
Drug dependence syndrome 3
Schizoaffective disorder 2
Mixed anxiety and depressive disorder 2
Alcohol psychosis 2
Drug psychosis 2
Dementia of the multi-infarct type 1

hypnotics at the start of their study. Following
implementation of their audit, three subsequentsurveys over 18 months showed "a trend towards
a decrease in the number of patients taking themon discharge."

Setting a standard
To address the issue of improving benzodiaze
pine prescribing, there have been a number of
professional guidelines issued. These are mainly
based on consensus views and advise that
benzodiazepines are only indicated for severe
symptoms and, if prescribed, should be at the
lowest effective dose and on a short-term basis.

Examples of such guidelines are those of the
Committee on Safety of Medicine (1988) and,
more recently, those expressed in a report by the
National Medical Advisory Committee (1994) on
The Management of Anxiety and Insomnia. This
report was used in this study to provide a
standard to assess the quality of benzodiazepine
prescribing. Advice from the report, concerning
benzodiazepine prescribing in hospital, included
the following.

(a) There should be agreed local guidelines on
the prescribing of benzodiazepines, which
should conform to the standards pub
lished in the British National Formulary
(BNF 1993. no. 26).

(b) A full drug history should be taken on
admission.

(c) Regular users should not have their
medication suddenly withdrawn.

(d) Benzodiazepines should not be prescribed
for patients who were not taking them
prior to admission unless there are strong
and genuine indications.

The study
The psychiatric records were studied of 100
patients consecutively discharged from the acute

Table 2. Benzodiazepine prescribing following hospital admission

Total number of patients prescribedbenzodiazepinesTotal
number of patients prescribed more thanonebenzodiazepineTotal

number of benzodiazepinesprescribedTemazepam
prescriptionsDiazepam
prescriptionsChlordiazepoxide
prescriptionsLorazepam
prescriptionsZopiclone
prescriptionsBuspirone
prescriptionsOther

benzodiazepines and chloral groupsOn

admission
n331347811736213During

admission
n6826105272819314413On

discharge
n502171191514310310
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admission wards of a general psychiatric hospi
tal from 3 January 1994 to 26 February 1994.
These included patients treated for alcohol
dependence. Information was obtained from
general practitioner referral letters, medical and
nursing notes, prescription sheets, discharge
prescriptions and discharge letters. Benzo-
diazepine prescribing was recorded on admis
sion, during admission and on discharge.
Prescribing of non-benzodiazepine hypnotics
and anxiolytics was also included. The standard
of note-keeping, concerning benzodiazepine pre
scribing, was noted on admission.

Findings
Of the 100 patients, 51 were male. The average
age was 49 years (range 17 to 71 years). The
diagnoses of the 100 patients are shown in
Table 1.

As shown in Table 2, 33% of patients were
prescribed benzodiazepines on admission. This
more than doubled to 68% during admission and
remained increased overall at 50% on discharge.

Table 2 also shows that, of the patients
prescribed benzodiazepines, 31% were pre
scribed more than one benzodiazepine on admis
sion. This increased to 38% during admission
and increased further to 42% on discharge.
There was a large variety of combinations of
benzodiazepines prescribed together totalling 12.
In all cases, the combination consisted of an
hypnotic and an anxiolytic.

Table 2 also shows, comparing the type of
benzodiazepines prescribed on admission and on
discharge, that temazepam prescriptions were
more than doubled, diazepam and chlordiaze-
poxide prescriptions were both increased, and the
prescription of the non-benzodiazepine drugs,
zopiclone and buspirone. were also increased.
Lorazepam prescriptions were unchanged.

Using approximate equivalent daily doses of
diazepam (BNF 1993, no. 26), the dosage range of
the benzodiazepines prescribed was 2 to 40 mg.
This did not include the high doses of benzodia
zepines used in the more specialised case of
alcohol and drug detoxifying regimes.

How the 105 benzodiazepines were prescribed
during admission, was compared with the
standards provided by the National Medical
Advisory Committee (1994) report.

Twenty-six per cent of the benzodiazepines,
prescribed during admission, were given as short
courses of treatment within BNF guidelines.
Most of the benzodiazepines given in this way
were prescribed to patients with a diagnosis of
alcohol dependence. Nineteen per cent of the
benzodiazepines, prescribed during admission,
were continued on discharge. These were taken
by 17 patients, who had not been taking them

prior to admission. Thirty-four per cent of the
benzodiazepines, prescribed during admission,
had been continued from before admission and
were continued after admission at the same
dose. Six per cent of benzodiazepine prescrip
tions were reduced or discontinued during
admission within BNF withdrawal guidelines
and 15% were decreased or discontinued during
admission contrary to the guidelines.

The standard of drug history was reviewed
concerning the 47 benzodiazepines prescribed
on admission. The name of the benzodiazepine
alone was recorded in 23% of cases, and the
name and the dose of the benzodiazepine in 38%
of cases. In addition to the name and the dose,
the indication for treatment was noted in 4% of
cases and the duration of treatment prior to
admission was noted in 13% of cases. There wasno record of the patient's view of treatment in any
of the notes.

Comment
This study shows over two-thirds of patients
being prescribed benzodiazepines during admis
sion to acute psychiatric wards. Once patients
with an admission diagnosis of alcohol depend
ence are excluded, the proportion is similar to
that found in the large mental hospital surveyed
by Muijen & Silverstone (1987).

The longitudinal nature of this study provided
additional information about benzodiazepine
prescribing and showed practice which failed to
conform with consensus standards. In particu
lar, 17% of the patients were discharged on
benzodiazepines newly started in hospital, tema
zepam prescriptions were more than doubled
following admission and, of the benzodiazepines
withdrawn, most were contrary to the proposed
standards.

However, the issue of benzodiazepine prescrib
ing to psychiatric in-patients may be more
complex than this. The standards in this paper
advise about the use of benzodiazepines in the
management of severe anxiety and/or insomnia
(National Medical Advisory Committee. 1994). As
these symptoms commonly complicate mental
disorder, an increase in benzodiazepine prescrib
ing during psychiatric admission may be appro
priate in some cases.

Furthermore, the advice does not include the
more specialised uses of benzodiazepines in
psychiatry. Examples are in the management of
alcohol or drug withdrawal and the use of
lorazepam in the treatment of acute agitation in
patients with schizophrenia (although, in this
paper, no lorazepam was used in this way).

There are also more debatable indications,
such as in the use of clonazepam in the treatment
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of tardive dyskinesia (Thaker et al, 1990) and in
the use of anxlolytics in the treatment of chronic
severe anxiety where, in a small number of cases,"long term treatment may offer the best thera
peutic option" (Humphreys & HallstrÃ¶m, 1995).
The Royal College of Psychiatrists (1997) echoesthis advice concerning "chronic treatment-resis
tant anxiety". It even goes further and suggests a
similar "pragmatic approach" to chronic hypnotic
use. It also states that, in rare cases, "long-term
prescriptions of benzodiazepines may be seen as
maintenance treatment or harm-limitation in
patients who would otherwise consume illicitbenzodiazepines".

The issue of withdrawing benzodiazepines
during psychiatric hospital admission can also
be complicated. Following chronic use, this can
be a long-term process. Therefore, it is unlikely
to be possible during a hospital admission.
However, admission may provide the opportunity
to initiate the process.

Ultimately, how practice appears relies on the
quality of record-keeping. This is especially the
case for the more debatable uses of benzodiaze
pines as above. Certain practice may be clinically
justified but may appear inappropriate if not
supported by adequate clinical notes. The im
portance of putting benzodiazepine prescribingin 'context' has also been highlighted in general
practice (Buetow et al, 1996).

There is also a particular need in benzodiaze
pine prescribing for good communication be
tween hospital doctor, patient and general
practitioner. The Royal College of Psychiatrists
(1997) emphasises the importance of evaluating
the relative benefits and risks of continued
prescription in each individual case early in
treatment in conjunction with the patient. This
highlights how necessary good communication is
on admission, but it is also the case on
discharge. In the present study, five of the 16
benzodiazepines, withdrawn contrary to guide
lines, were done so on discharge and there was
no indication of the general practitioner being
informed of this.

If a patient is discharged on a benzodiazepine,
the discharge letter should state the indication
for treatment and its intended duration. In the
case of one of the more debatable indications, it
may be best to discuss this verbally with the
general practitioner. It would also be importantto record the patient's view of this.

Good record-keeping and communication is all
the more important in benzodiazepine prescrib
ing because of the additional issues of depen
dence and abuse.

In conclusion, admission to hospital may
provide an opportunity to rationalise benzo
diazepine prescribing in collaboration with pa
tient and general practitioner. This should be
based on locally agreed guidelines, as promoted

by the National Medical Advisory Committee
(1994), and further practice should be subjected
to audit. Such guidelines should accommodate
the more specialised uses of benzodiazepines in
psychiatry. They should also emphasise the
particular importance of record-keeping and
communication concerning benzodiazepine pre
scribing.

In the hospital where the study was based,
there were no local guidelines concerning benzo
diazepine prescribing. This was despite statistics
from three months in 1993 showing that, in thehospital's local health board, more benzodiaze
pines were prescribed per 1000 patients than in
any other Scottish health board (National Med
ical Advisory Committee, 1994).

Clearly these findings require replication to
ascertain whether the inappropriate use of
benzodiazepines is a widespread problem.
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