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Abstract

Background

Given the prevalence of long-term benzodiazepine
(BZD) prescribing, increased monitoring through
the implementation of prescription monitoring
programmes (PMPs) may be the necessary
impetus to promote BZD deprescribing. Despite
evidence promoting the importance of patient-
centred care, GPs have not been sufficiently
supported to implement these principles through
current deprescribing practice.

Aim

To investigate patients” perception of their
prescriber’s influence on ceasing BZD use,
including their willingness to take their advice,
and to understand how a patient’s stage of
change influences the barriers and facilitators
they perceive to discontinuing BZDs.

Design and setting

An online survey and qualitative interviews
with 22 long-term users of BZD (>6 months),
aged 18-69 years, recruited from the general
population in Victoria, Australia.

Method

Two groups of users of BZD participated, one in
the process of reducing their BZD and one not
reducing, and were categorised according to
their stage of change. Data underwent thematic
analysis to identify barriers and facilitators to
reducing BZDs both at the patient level and the
prescriber level.

Results

BZD patients’ perceptions of the prescriber
influence were characterised by prescribing
behaviours, treatment approach, and attitude.
Barriers and facilitators to reducing their BZD
were mapped against their stage of change.
Irrespective of their stage of change, participants
reported they would be willing to try reducing
their BZD if they trusted their prescriber.

Conclusion

This study illustrates that, with a few key
strategies at each step of the deprescribing
conversation, GPs are well positioned to tackle
the issue of long-term BZD use in a manner
that is patient centred.
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INTRODUCTION
Benzodiazepines (BZDs] are widely
prescribed in the management of anxiety
and insomnia, as well as for their muscle
relaxant and anticonvulsant properties in
conditions such as restless legs syndrome
and epilepsy. However, guidelines call for
short-term use (that is, <4 weeks),'? as
BZDs taken regularly beyond this time can
lead to iatrogenic dependence, emotional
blunting and depression, cognitive deficits,
motor vehicle accidents, falls in older
adults, and mortality.“® Despite awareness
of these harms, a significant disparity exists
between evidence and practice as long-term
BZD prescribing is commonly reported.”
A more recent concern is the rising number
of BZD-related overdose deaths,'>'* which
has led some governments to increase their
regulation through the implementation of
prescription monitoring programmes
(PMPs). By centralising prescribing data,
PMPs allow prescribers [that is, GPs) and
pharmacists to more effectively monitor
and manage BZDs and other high-risk
medications. Evidence shows that PMPs
do reduce the prescribing of monitored
medications, but have also given rise to
unintended consequences.'s

While PMPs provide GPs with new
information about patient risk, they offer
little guidance on how to manage this
risk, so GPs are more likely to respond in
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a risk-averse and reflexive manner (see
Oldenhof and others for discussion),
leading many patients to have their BZD
prescription ceased inappropriately [(that
is, prescription abruptly terminated without
exploration of indicated use].""'® This
new prescribing dilemma has seen many
patients who take their BZD appropriately
exposed to avoidable harms, as having their
BZD reduced too rapidly (or cold turkey)
can cause acute withdrawal (including
seizures).” It is critical, therefore, that
GPs are equipped with sufficient skills and
knowledge to safely deprescribe and start
conversations to collaboratively address the
risks identified by PMPs to improve patient
outcomes.

Despite acknowledging the need for
better management of BZD harm,®2' it
appears GPs struggle with the competing
demands of providing patients with comfort
and relief, and the reality of deprescribing
interventions that can be challenging and
uncomfortable.®? As a result, a GP's
attitude, skills, and knowledge regarding
deprescribing influences the uptake and
implementation of these interventions,?"#-
where hesitation stems from insufficient
experience and training rather than a lack
of desire to address BZD harm.?? A recent
review further emphasised the significance
of this gap, showing that GP skills and
knowledge were central components
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How this fits in

The introduction of prescription monitoring
programmes (PMPs] has highlighted the
need for increased support and guidance
to ensure GPs improve on current
deprescribing practice. This study revealed
the importance of GPs understanding

how to empower patients through patient-
centred care, to foster a willingness to try
reducing, build motivation, and promote
confidence in the patients’ ability to reduce.
By understanding the patient experience
with their prescriber involved in long-term
BZD use, this study advances current
knowledge of the ‘patient-centredness’ of
deprescribing interventions and offers GPs
clearer guidance on how to deliver these
strategies effectively.

of patient-centred care, and the patient
centredness of deprescribing interventions
underpinned their efficacy.?®

Though widely acknowledged that the
principles of ‘patient-centred care’ should
guide deprescribing conversations,” this
ubiquitous concept in health care has not
been operationalised in a way that GPs
can easily adhere to when deprescribing
BZDs. Without sufficient guidance on
how to navigate these conversations, it is
unsurprising that GPs are often reluctant to
initiate this process, as it is also perceived
to be a demanding and thankless task.?
Patient-centred principles for deprescribing
BZDs must be developed, beginning with
a thorough understanding of the patients’
views and needs in relation to ceasing
long-term BZD use. Examining patients’
experiences within the context of long-term
BZD prescribing will also reveal important
information around their expectations
and attitude towards their prescriber.
This will include why they might follow
recommendations to reduce their BZD and
offer insight into which GP characteristics
(that is, skills and knowledge)] facilitate the
deprescribing process.

Previous investigation into the patient-
level influences on ceasing long-term
BZD has identified a range of barriers and
facilitators to reducing BZDs.® However,
this body of research tends to reflect
the experiences of older adults or other
specific populations (that is, high-dose
dependence),?? and is yet to explore
how barriers and facilitators might differ
depending on the patients’ readiness to
change. In other words, the deprescribing
conversation is likely very different with
someonewhohasneverconsideredreducing

than with a patient who raises the concern
themselves. Although the transtheoretical
model [TTM; that is, ‘stages of change’)
is recommended to guide deprescribing,®
at present only one study has validated
the efficacy of BZD interventions when
aligned with the patients’ stage of change.®!
Broader consideration is therefore required
to understand how patient barriers and
facilitators vary over time according to their
level of motivation and capacity for change.
Evidence from alcohol research shows that
GP strategies informed by stages of change
are highly effective and time efficient, where
a 5-minute conversation can influence
alcohol use 3%

This study marries a patient focus with
a theoretical lens (TTM] to extend available
evidence and explore the experiences of
long-term BZD users within the general
population. The primary aim was to
investigate patients’ perception of their
relationship with their GP, including what
influences their willingness to accept advice
and to understand the impact of prescriber
characteristics and communication on
the deprescribing process. This study also
aimed to capture the views of individuals
who are at different stages of change, in
order to understand how the barriers and
facilitators to discontinuing BZDs change
over time.

METHOD

Participants

Two groups of long-term BZD users (defined
as daily/near-daily use for =6 months) were
recruited, one that was reducing their BZD
(n=11) and one that was not reducing
(n=11]. Groups were characterised
according to their stage of change;*
where those reducing were identified to
be in ‘preparation’ if they intended to take
action within a month, in ‘action” if they
had been reducing for <6 months, and in
‘maintenance’ if they had been reducing
for >6 months. Those not reducing were
characterised either as ‘precontemplation’
if they had no intention to reduce in the
next 6 months, and ‘contemplation” if they
were thinking about reducing in the next 6
months and considering the risk-reward of
ongoing BZD use.

Purposeful sampling and saturation
principles were employed in recruitment,
which occurred online via social media
and also through a benzodiazepine
specialist support service. Sample size
was determined by saturation of codes and
meaning, confirmed once no new codes
or insights were identified regarding the
research questions.® Participants were
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informed that the goal of the study was
to gain a greater understanding of the
experiences of individuals prescribed BZDs.
The relevant University Human Research
Ethics Committee (DUHREC) approved the
study. All participants gave written consent
before participation and again after their
interview to approve of their transcript, and
received a gift voucher in compensation for
their time.

Data collection

In addition to the semi-structured interviews,
participants completed a brief online
questionnaire to gather demographic
data, historic and current BZD use, and
screens for mental and physical health. The
latter enabled a summary of the clinical
characteristics of the sample, and included
the Patient Health Questionnaire-9% (PHQ-9)
to assess depressive symptoms, Generalised
Anxiety Disorder-7%7 (GAD-7) to assess
symptoms of anxiety, the Health Survey
Short-Form-8% (SF-8) to assess physical
health, and the Severity of Dependence
Scale® (SDS) to assess the level of BZD
dependence. The interview guide was piloted
before use, and initially invited participants to
share their story about how they came to be
prescribed a BZD, as well as exploring the
advantages and disadvantages of taking their
medication. This was followed by open-ended
questions to assess the perceived barriers
and enablers to discontinuing, and their
relationship with their prescriber. Interviews
were conducted by the lead researcher, a
clinician experienced in clinical interviews
and facilitating groups. Interviews were
held one-on-one at university offices or via
telephone and lasted between 19-57 minutes
(mean =34 minutes). Field notes and a
reflective journal were kept. Interviews were
audio-recorded and transcribed, with all
identifiable data redacted from transcripts.
Participants reviewed their transcripts before
data analysis, with the opportunity to amend,
comment on, and approve their transcript.

Data analysis

All quantitative data analyses for descriptive
statistics were conducted in SPSS
(version 25) and qualitative analyses were
performed using QSR NVivo (version 12].
A phenomenologically informed approach
to thematic analysis was chosen to
generate patterns of meaning from the
experiences, beliefs, and opinions of long-
term BZD users. Codes were generated
using an inductive approach, meaning they
were derived from the data, and reflexive
thematic analysis was carried out according
to the guidelines by Braun and Clarke.®

Two researchers independently read all
transcripts and coded three transcripts in
parallel. Coders then met to discuss and
review themes through an iterative process
that saw several themes either merged
or subsumed into subthemes. When
discrepancies could not be resolved, they
were reviewed in consultation with the team
to achieve consensus. The consolidated
criteria for reporting qualitative research
(COREQ) guided reporting of the results.”

RESULTS

Quantitative results

Participants. Of the 36 participants who
agreed to participate, 22 continued through
to complete the interviews before saturation
was met (three were non-contactable, two
cancelled interviews, three no longer met
eligibility, and six remained on the waitlist).
Participant characteristics are outlined in
Table 1. The mean daily dose equivalency
to diazepam was 11.5mg [+ 6.1 mg), and
nearly half (45.5%) of participants were
prescribed a second BZD (or Z-drug),
which was most commonly a hypnotic. Over
three-quarters (77.3%) were prescribed
another psychotropic medication, with the
most common being a selective serotonin
reuptake inhibitor.

Qualitative results

Qualitative findings are presented to first
outline the prescriber influence on reducing
long-term BZD use followed by the patient
influence. Each section offers a figure
summarising the barriers and facilitators,
which are then explained in greater depth
(see Supplementary Table S1 for coding
frame with exemplar quotes).

Prescriber influence. The participants’
perception of the prescriber influence on
reducing their BZD were characterised
into three broad categories (Figure 1).
Barriers and facilitators are listed from
the most to least common. Participant
experiences of their prescriber reflected
a broad divide between those in the
process of reducing (that is, preparation,
action, and maintenance) and those not
currently reducing (precontemplation and
contemplation), so themes are discussed
to compare and contrast the experiences of
these two groups.

Prescriber barriers.

a) Prescribing behaviours: the majority
of participants reducing, and a few not
reducing, perceived issues with prescribers’
tendency to overprescribe and lack
of sufficient knowledge about BZDs.
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Table 1. Participant characteristics

Characteristic Total (N=22)

Age, mean +SD 42.6+159

Identified gender, n(%)

Female 12 (54.5)
Male 7(31.8)
Non-binary 3(13.6)
Employment status, n(%)
Student (casual) 2(9.1)
Part time 2(9.)
Full time 8(36.4)
Retired 3(13.6)
Unemployed/disability pension 4(18.2)/3(13.6)

BZD/Z-drug Primary Secondary
Alprazolam 1 -
Clonazepam 2 —
Diazepam 14 1
Lorazepam 2 1
Nitrazepam 1 —
Oxazepam 1 1
Temazepam — 3
Zopiclone/Zolpidem 1 4

Duration of use, mean * SD 10.4 years +8.6
1-2 years 7(31.8%)
5-10years 6 (27.3%)
11->20 years 9 (40.9%)

Reason prescribed Primary Secondary
Anxiety disorder (including PTSD) 16 3
Insomnia 2 6
Medical condition 2 =
Substance withdrawal 2 -

SDS scores (mean % SD) 50+37

PHQ-9 scores (mean  SD) 1.4+70

GAD-7 scores [mean + SD) 10.1+5.0

SF-8scores (mean £ SD) 2516518

BZD = benzodiazepine. GAD-7 = Generalised Anxiety Disorder-7. PHQ-9 = Patient Health Questionnaire-$.
PTSD = post-traumatic stress disorder: SD = standard deviation. SDS = Severity of Dependence Scale.

SF-8 = Health Survey Short-Form-8.

Participants indicated that these behaviours
led to their current dependent state,
underpinned by a relaxed attitude towards
their medication, inadequate awareness
of harms, and little exploration of other
evidence-based treatment options. Several
participants described this as lacking a
duty of care and expressed a generalised
frustration towards the medical profession:

.. now at no stage did the GP say look
we have to be careful ‘cause these are

addictive, or youll get dependent on them.’

(Participant [P]26, Action)

b) Prescriber treatment approach: more
of those reducing than not expressed
frustration or disappointment about
behaviours that undermined their agency
in their treatment, largely owing to limited

consultation in decision making. Some
described their prescriber adopting a one
size fits all approach where they maintained
control and authority in the relationship.

c) Prescriber attitude: common among
reducers was the report of feeling
stigmatised by their prescriber, that there
was little effort to understand them, and
that the level of support/compassion was
insufficient. This meant participants felt
unable to talk openly about their BZDs, and
some interpreted the prescriber attitude as
being dismissive or even punitive:

And | said, “why did you put me on that,
why did you tell me that it's safe to use and
its not addictive as long as you lake it as
prescribed?” | said, I read all this on the
internet, and | spoke to people”, and he said,
‘on[..] that's all poppycock | wouldn 't listen
to a word they say”, sol...] just dismissed it
out of hand.’ (P10, Maintenance)

Prescriber facilitators.

a) Prescribing behaviours: participants
consistently spoke about prescriber
behaviours described as a ‘duty of care’,
consisting of satisfactory knowledge about
BZDs, diligence in monitoring use, and
regular suggestion of reducing. Participants
indicated this conveyed confidence that
their prescriber was supervising their use
and promoted a feeling of safety. It also
illustrated BZDs were a potentially harmful
medication, so participants were conscious
of not overrelying on their BZD:

.. with my other medications he'll give
me repeats, but with my benzodiazepines
he won't, and he'll monitor how often he
prescribes them to keep me safe.” (P33,
Precontemplation)

b) Prescriber treatment approach: the
importance of being actively involved in
their treatment was expressed equally by
both groups, characterised by participating
in decision making and voicing their
opinion. Notable features of this prescriber
approach were flexibility and collaboration
with other healthcare providers (HCPs),
and participants reporting a strong overall
alliance with their prescriber:

1 think that if | was presenting more
frequently [...] she would have conversation
with me about why [...] because | don't think
she would want me to be taking more than
what is prescribed or what s necessary,
and she knows | don't want to do that
either:’' (P17, Precontemplation)
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ATTITUDE APPROACH BEHAVIOUR

Figure 1. Overview of the prescriber influence
perceived to act as barriers or facilitators to reducing
long-term use of BZDs.

BZD = benzodiazepine.

c) Prescriber attitude: again, groups
uniformly reported the importance of
their prescriber making the effort to really
understand them, sometimes meaning
they went beyond their better judgement
to support the patient (that is, to continue
prescribing).  Participants felt their
prescriber demonstrated compassion and
that their wellbeing was the prescribers’
first priority:

If | take a double dose, then | say to her
“T've had to double up”, she understands.
| mean, because she has studied up on it
[medical condition], and she's said to me
I'm really proud of you, what you're taking”
the low doses I'm taking of everything,
compared to what she has read that others
are taking. So, that made me feel good.’
(P30, Precontemplation)

Patient influence. An overview of the
major themes identified as patient barriers
and facilitators to reducing BZD use are
displayed in Figure 2. These are presented
in terms of the participants’ stage of change,
highlighting the prominent barriers and
facilitators at each stage to demonstrate
how these experiences vary over time.
Themes within each category are listed

from the most to least commonly reported
by participants.

Participants in precontemplation and
contemplation stages.

a) Barriers to reducing: for those not
ready to reduce the most common barrier
reflected a range of conditions and symptom
severity. In some, the underlying condition
was physical (for example, epilepsy)
meaning they had little control over the
need for their medication, but, for most,
it was the impairing symptoms of their
psychological condition (for example, post-
traumatic stress disorder] that could not
be managed by psychological intervention
alone, and explained the need for the
BZD to cope. A smaller number reported
more generalised symptoms and were
not trying to replace their BZD with other
interventions. Participants also reported
signs of dependence perpetuated BZD
use, suggesting the primary benefit was
either psychological relief or holding back
withdrawal. The main contrast between
these two stages was the greater focus on
the impacts of stress in contemplators:

"... Its probably got to the point where it
almost isn't working as it should. Umm [..]
psychological thing, that you think, well if |
don't take it, | know I'm not going to sleep,
and if | do take it, I'll get a few hours. (P29,
Precontemplation)

b) Facilitators to reducing: although
enablers did not outweigh the barriers
for these two groups, knowing the harms
associated with long-term use and
experiencing impairing side effects did
promote a more cautious attitude, with
several participants limiting use where
possible. Those in precontemplation
described alternative coping strategies
helping reduce their need for the BZD,
whereas those in contemplation noted the
prescribers’ support promoted a belief that
they could reduce.

When thinking about reducing in
the future, participants in both stages
recognised the need to change their beliefs
and attitude towards their medication
(that is, internal locus of control [LOC]),
but those in precontemplation were more
likely to indicate they needed an alternative
medication to replace their BZD:

Tve noticed that if | rely on having more
than say two half tablets of diazepam in a
day, | tend to be a bit too zonked out the
following day. So, I try to limit myself to,
say a half in the morning or a half at lunch,
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STAGE OF CHANGE
ACTION PREPARATION CONTEMPLATION PRECONTEMPLATION

MAINTENANCE

Figure 2. Overview of patient influences that act as
barriers or facilitators to reducing long-term use of
BZDs.

BZD = benzodiazepine. LOC = locus of control.

ideally less if | can, because of the work that
I do [..] I sort of need to be sharp.” P18,
Contemplation)

Participants in preparation stage.

a) Barriers to reducing: participants in
the preparation stage identified a greater
number of pressing barriers than any other
stage, suggesting that, when taking steps
towards reducing, barriers become much
more salient. This group were tentative
about committing to permanent changes

regarding their medication, and most
needed access to their BZD assured, even if
they planned to stop taking them.

b) Facilitators to reducing: facilitators for
preparation and action stages were equal,
so are discussed together.

Participants in action stage.

a) Barriers to reducing: at this stage,
withdrawal symptoms were the most
significant barrier, which were exacerbated
by life stressors. Participants were often
unsure if these symptoms were their
original problem or withdrawal related.
In contrast to the precontemplation and
contemplation stages, the reason these
participants needed BZDs to cope was not
just to improve functioning but also to make
life easier in general and symptoms more
tolerable:

Yeah, it's just the withdrawal, not only do
| get the physical symptoms, like cold or
flu, gastrointestinal problems, lumped on
top of that | get high anxiety again and my
thoughts race, | mean that's what it seems
like unless its still my condition.” (P34,
Action)

b) Facilitators to reducing: participants in
preparation and action stages placed equal
significance not only on knowing the harms
but also on the need for additional support
and understanding to reduce, a sign they
were taking steps to aid the process. They
alsodescribedagrowingsense of confidence
and control about reducing — underpinned
by an internal LOC — which was the benefit
of the prescribers’ ongoing encouragement
and a gradual dose reduction. Of note, this
group uniquely reported the influence of
increased regulation on prompting their
decision to discontinue use:

It was never my intention to get it like,
illegally or through you know, manipulation
or anything lke that. And when it started
getting harder and hard to get, | just thought,
“well screw it, I'm going off it, cause | don't
want to feel that way"." (P34, Action)

Participants in maintenance stage.

a) Barriers to reducing: in the maintenance
stage, withdrawal symptoms remained the
primary barrier to coming off the BZD;
and, again, the impact of stress on these
symptoms was also perceived to hinder the
process. In addition, insufficient support
from HCPs and a lack of understanding
from family/friends further affected this
group’s ability to reduce.
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b) Facilitators to reducing: as the group
with the longest experience reducing,
beyond knowing the harms, a gradual dose
reduction was now considered the most
important facilitator. Nearly all who spoke
about a gradual taperalso expressed agency
over this process, where the reduction rate
was guided by them and how well they were
coping:

Well going off 'em slowly, each dose drop
adjusts into my system. I'll judge on how
I'm feeling with each taper, and adjust it
from there, whether | stay on that extra
dose for a bit longer, or I'm feeling OK and
drop the next milligram and so forth. (P23,
Maintenance)

DISCUSSION

Summary

Exploring the prescriber influence
revealed that a participant’s willingness
to take their prescriber's advice was
determined by their evaluation of whether
the prescriber’s behaviour, approach, and
attitude to treatment led them to trust their
prescriber. The most significant influences
on trust were the prescriber having a
genuine desire to understand the patient,
being knowledgeable about BZDs, open
communication, shared decision making,
and, to a lesser degree, the duration of the
relationship. Itis noteworthythat participants
in precontemplation and contemplation
stages who trusted their prescriber also
indicated that they would attempt reducing
their BZD if their prescriber recommended
it. Participants who indicated they lacked
trust in their prescriber also indicated
that the prescriber's approach (that is,
retaining control and not encouraging open
communication), as well as their behaviour
(that is, lack of knowledge about BZDs
and lack of monitoring), influenced this
evaluation of trust.

The barriers and facilitators to reducing
long-term use of BZDs in participants from
the general population were similar at each
stage of change, but their level of importance
varied. The key barriers were identified
as the ‘original problem persists’, ‘stress
exacerbates symptoms’, ‘dependence’ (that
is, either signs of dependence or onset
of withdrawal symptoms), ‘need BZDs to
cope’ with everyday life, ‘other strategies
not as effective’, ‘lack sufficient support
and understanding’, and ‘need BZD as a
safety net’. The facilitators to discontinuing
were 'knowledge of harms’ associated with
long-term use, experiencing ‘impairing side
effects’, having ‘other effective strategies,
receiving ‘support and understanding’ to

address the underlying issue(s), an ‘internal
LOC', ‘prescriber supports reducing’, a
‘gradual dose reduction’, and ‘increased
regulation’.

Strengths and limitations

To the authors’ knowledge, this is the
first study to explore patient influences
on reducing long-term BZD use across a
spectrum of change, while also identifying
how the influence of the prescriber can
either support or hinder this process. The
data have good validity as they reflect a broad
range of ages, genders, and experiences
relating to BZD use, and a range of
presentations with half of the sample
experiencing mental health comorbidities
(that is, 45.5% met clinical cut-offs on both
PHQ-9 and GAD-7). However, there are
some drawbacks to the generalisability and
representativeness of the sample, in that
most participants were from a metropolitan
area, and only three were from diverse
ethnic backgrounds. Also, recruitment via
social media and a specialist service may
have inherently ruled out a portion of the
population from the sampling pool. Last,
the focus of this paper was on improving
deprescribing practice and did not address
the important issue of identifying effective
treatments that might supplant the need
for the BZD.

Comparison with existing literature

One previous study hypothesised that BZD
cessation was more successful when led
by the regular prescriber rather than by
another HCP, owing to the trusting and
understanding relationship.*?  Present
findings supported this premise and showed
that trust was the value judgement that
facilitated a patient’s willingness to adhere
to their prescriber’'s advice, even when
this conflicted with their own perspective.
This suggests that the patient-prescriber
relationship itself, comprising the quality
and content of transactions over time, can
be a facilitator of change in deprescribing
long-term use of BZDs.

Patient barriers and facilitators
identified in this study were consistent with
the literature?®® but go beyond current
understanding, illustrating how these
influences vary according to the patients
stage of change. Previous research shows
that, when used long term, BZDs often
become necessary to cope and provide not
just symptom relief, but also offer comfort,
security, and a buffer to life stressors.’
This study's findings suggest this need
is prevalent only in precontemplation or
contemplation stages and diminishes as

e€523| British Journal of General Practice, July 2021



Box 1. A stage-based approach to deprescribing BZDs

Prescriber Influence

Patient Influence

Facilitatory approach

Facilitatory behaviours

Main facilitators

Main barriers

Stage of change

Precontemplation

— Open conversation around BZD

— Inform patient of potential harms
— Monitor use and review efficacy
— Regularly encourage reducing

e Original problem persists ¢ Knowledge of harms

[No intention to reduce in

the next 6 months)

harms and side effects
— Cautious approach to prescribing (that

¢ Experiencing impairing side effects

is, rational prescribing)

Contemplation

— Curious approach to understand

— Monitor use and review efficacy

e QOriginal problem persists ¢ Knowledge of harms

[Considering reducing in
the next 6 months)

patient experience of harms and benefits

— Support patient to choose change

— Promote other evidence-based treatments

— Support reducing

¢ Experiencing impairing side effects

e Stress exacerbates symptoms

Preparation

— Explore the ‘role’ that BZDs play in

— Generate a GDR plan

e Original problem persists ¢ Knowledge of harms

¢ Need BZDs as a safety net

[Actively planning to reduce

in the next month)

patient’s life
— Collaborative approach to exploring how

— Psychoeducation around withdrawal

— Coordination of care

* Professional support and understanding

from family and/or friends

e Stress exacerbates symptoms
o Lack sufficient support and

patient will eventually replace BZD [that

— Explore informal supports

is, internal and external coping strategies)

understanding

Action

— Offer ongoing encouragement

— Review and adjust GDR with patient

¢ Knowledge of harms

o Withdrawal symptoms

[Reducing for <6 months)

as required — Supportive approach to normalise worries

— Ensure patient is sufficiently supported

¢ Professional support and understanding

e QOriginal problem persists

about ability to reduce

from family and/or friends

e Stress exacerbates symptoms

(formal and informal support)

Maintenance

— Explore efficacy of other interventions

— Review and adjust GDR with patient

¢ Knowledge of harms

o Withdrawal symptoms

[Reducing for >6 months)

— Collaborative and flexible approach for

as required
— Consider if other treatments are required

e Gradual dose reduction

duration of reduction

benzodiazepine. GDR = gradual dose reduction.

BZD =

the patient begins planning and actively
reducing their BZD. Similarly, several
studies have shown a patient’s lack of
knowledge about harms perpetuates long-
term use;**® however, here it was shown
that knowledge was also the primary
facilitator for reducing. This highlights how
instrumental patient education is both to
decreasing the risk for and facilitating the
cessation of long-term use.

Although limited, some studies have
emphasised the role of self-efficacy in
facilitating a patient’s capacity to reduce,
and how internalising the LOC increases
a patient's confidence in their ability
to reduce’* Applying the TTM, it was
revealed that supporting these internal
resources is crucial at the preparation
stage, when participants perceived the
greatest number of pressing barriers to
their reduction. This is the time when
receiving additional support to address the
underlying issue becomes a key facilitator,
a process expected to build patient
confidence (self-efficacy) and a sense of
control [internal LOC] in managing their
symptoms in order to reduce their BZD.

Last, the potential for PMPs to be an
impetus for deprescribing BZDs was
evident in the current sample, as a small
number of participants reported increased
government regulation prompted their
decision to discontinue use. Although able
to access support to guide their cessation,
these individuals experienced either
stigma or reproach in how the prescriber
communicated these new regulations,
reiterating the need for patient-centred
principles to be adopted alongside the
implementation of PMPs."

Implications for practice

This study has distilled priorities for GPs
with recommendations that consider
both prescriber and patient influence on
reducing long-term BZD use. As illustrated
in Box 1, adopting a stage-based approach
clarifies specific tasks for GPs and equips
them with the knowledge of what to expect
(that is, patient barriers) and strategies
to overcome these by targeting patient
facilitators.

The goal to achieve a shared
understanding of the problem and an
agreed-upon treatment approach, through
open communication and shared decision
making, will promote patients’ trust in the
prescriber and a willingness to attempt
reducing. This also requires a shared
understanding that other interventions
may be more suitable for treating
persisting issues and acknowledging the
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more limited role of BZDs. By offering clear
advice on how and what to communicate
depending on the patients’ stage of change
and drawing attention to the importance of
the patient-prescriber relationship, present
findings advance guidelines for a patient-
centred approach to deprescribing BZDs.

It must be clarified, however, that not
all instances of long-term BZD use reflect
inappropriate  prescribing.  Significant

complexities can underpin long-term use,
and these require extended treatment
to ensure they are carefully explored
and addressed. However, where rational
prescribing is necessary, patients must be
informed of the full range of potential harms,
treatment should be regularly reviewed, and
a plan should be in place for ceasing the
BzD 2%

e€525| British Journal of General Practice, July 2021



REFERENCES

1. National Institute for Health and Care Excellence. Generalised anxiety disorder
and panic disorder in adults: management. CG113. London: NICE, 2011. www.
nice.org.uk/guidance/cg113 (accessed 6 May 2021).

2. Royal Australian College of General Practitioners. Prescribing drugs of
dependence in general practice, part B — benzodiazepines. Melbourne:
RACGP, 2015. https://www.racgp.org.au/getattachment/1beeb924-cf7b-4de4-
911e-f7dda3e3fée9/Part-B.aspx [accessed 6 May 2021).

3. American Psychiatric Association. Practice guideline for the treatment
of patients with panic disorder: Washington, DC: APA, 2009. https://
psychiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/guidelines/
panicdisorder.pdf (accessed 6 May 2021).

4. Brandt J, Leong C. Benzodiazepines and z-drugs: an updated review of major
adverse outcomes reported on in epidemiologic research. Drugs R D 2017;
17(4): 493-507.

5. McGee N, Proctor JL, Hart AM, Burman M. Reconsidering benzodiazepines and
z-drug prescriptions: responsible prescribing and deprescribing. J Nurse Pract
2021; 17(1): 76-83.

6. Kripke DF, Langer RD, Kline LE. Hypnotics” association with mortality or
cancer: a matched cohort study. BMJ Open 2012; 2(1): e000850.

7. Longo LP, Johnson B. Addiction: part 1. benzodiazepines — side effects, abuse
risks and alternatives. Am Fam Physician 2000; 61(7): 2121-2128.

8. Ashton CH. Benzodiazepines: how they work & how to withdraw. Newcastle:
Newcastle University, 2002.

9. Davies J, Rae TC, Montagu L. Long-term benzodiazepine and Z-drugs use in
England: a survey of general practice [corrected]. BrJ Gen Pract2017; DOI:
https://doi.org/10.3399/bjgp17X691865.

10.  Olfson M, King M, Schoenbaum M. Benzodiazepine use in the United States.
JAMA Psychiatry 2015; 72(2): 136-142.

11, Maric NP, Latas M, Petrovic SA, et al. Prescribing practices in Southeastern
Europe: focus on benzodiazepine prescription at discharge from nine university
psychiatric hospitals. Psychiatry Res 2017; 258: 59-65.

12. Liew D, Joules E, Booth J, et al. Evidence to inform the inclusion of Schedule
4 prescription medications on a real-time prescription monitoring system.
Melbourne: Austin Health, 2017. https://ahro.austin.org.au/austinjspui/
handle/1/16770 (accessed 6 May 2021).

13. Office for National Statistics. Deaths related to drug poisoning in
England and Wales: 2018 registrations. 2019. https:/Awww.ons.gov.uk/
peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/
bulletins/deathsrelatedtodrugpoisoninginenglandandwales/2018registrations
laccessed 6 May 2021).

14. NIH: National Institute on Drug Abuse. Overdose death rates. 2021. https://
www.drugabuse.gov/related-topics/trends-statistics/overdose-death-rates
laccessed 6 May 2021).

15, Oldenhof E, Anderson-Wurf J, Hall K, Staiger PK. Beyond prescriptions
monitoring programs: the importance of having the conversation about
benzodiazepine use. J Clin Med 2019; 8(12): 2143-2156.

16.  Fisher J, Sanyal C, Frail D, Sketris I. The intended and unintended
consequences of benzodiazepine monitoring programmes: a review of the
literature. J Clin Pharm Ther 2012; 37(1): 7-21.

17. Hildebran C, Leichtling G, Irvine JM, et al. Clinical styles and practice policies:
Influence on communication with patients regarding worrisome prescription
drug monitoring program data. Pain Med 2016; 17(11): 2061-2066.

18. Yuanhong Lai A, Smith KC, Vernick JS, et al. Perceived unintended
consequences of prescription drug monitoring programs. Subst Use Misuse
2019; 54(2): 345-349.

19. Brett J, Murnion B. Management of benzodiazepine misuse and dependence.
Aust Prescr2015; 38(5): 152-155.

20.  Sirdifield C, Anthierens S, Creupelandt H, et al. General practitioners’
experiences and perceptions of benzodiazepine prescribing: systematic review
and meta-synthesis. BMC Fam Pract 2013; 14(191): 1-13.

21. Neves IT, Oliveira JSS, Fernandes MCC, et al. Physicians' beliefs and attitudes
about benzodiazepines: a cross-sectional study. BMC Fam Pract 2019; 20(1):
71.

22. Svensson SA, Hedenrud TM, Wallerstedt SM. Attitudes and behaviour towards

psychotropic drug prescribing in Swedish primary care: a questionnaire study.
BMC Fam Pract2019; 20(1): 4.

23.

24,

25.

26.

27.

28.

29.

30.

32.

33.

34.

35.

36.

37.

38.

39.

40.

42.

43.

44,

45.

46.

Cook JM, Marshall R, Masci C, Coyne JC. Physicians’ perspectives on
prescribing benzodiazepines for older adults: a qualitative study. J Gen Intern
Med 2007; 22(3): 303-307.

Pérodeau G, Grenon E, Grenier S, O'Connor K. Systemic model of chronic
benzodiazepine use among mature adults. Aging Ment Health 2016; 20(4):
380-390.

Lasserre A, Younes N, Blanchon T, et al. Psychotropic drug use among older
people in general practice: discrepancies between opinion and practice. BrJ
Gen Pract 2010; DOI: https://doi.org/10.3399/bjgp10X483922.

Mokhar A, Topp J, Harter M, et al. Patient-centered care interventions to reduce
the inappropriate prescription and use of benzodiazepines and z-drugs: a
systematic review. Peer-/2018; 6: e5535.

Reeve E, Shakib S, Hendrix |, et al. Review of deprescribing processes and
development of an evidence-based, patient-centred deprescribing process. BrJ
Clin Pharmacol 2014; 78l4): 738-747.

Sirdifield C, Chipchase SY, Owen S, Siriwardena AN. A systematic review and

meta-synthesis of patients” experiences and perceptions of seeking and using
benzodiazepines and z-drugs: towards safer prescribing. Patient 2017; 10(1):
1-15.

Mugunthan K, McGuire T, Glasziou P. Minimal interventions to decrease long-
term use of benzodiazepines in primary care: a systematic review and meta-
analysis. BrJ Gen Pract 2011; DOI: https://doi.org/10.3399/bjgp11X593857.

Guina J, Merrill B. Benzodiazepines II: waking up on sedatives: providing
optimal care when inheriting benzodiazepine prescriptions in transfer patients.
J Clin Med 2018; 7(2): 1-18.

Martin P, Tannenbaum C. A realist evaluation of patients’ decisions to
deprescribe in the EMPOWER trial. BMJ Open 2017; 7(4): e015959.

Kaner EFS, Beyer FR, Muirhead C, et al. Effectiveness of brief alcohol
interventions in primary care populations. Cochrane Database Syst Rev2018;
2(2): CD004148. DOI: 10.1002/14651858.CD004148.pubk.

O'Donnell A, Anderson P, Newbury-Birch D, et al. The impact of brief alcohol
interventions in primary healthcare: a systematic review of reviews. Alcohol
Alcohol 2014; 49(1): 66-78.

Prochaska JO, Redding CA, Evers KE. The Transtheoretical Model and Stage of
Change. In: Glanz K, Rimer BK, Viswanath K, eds. Health behavior and health
education: theory, research, and practice. San Francisco, CA: John Wiley &
Sons, 2008: 97-117.

Hennink MM, Kaiser BN, Marconi VC. Code saturation versus meaning
saturation: how many interviews are enough? Qual Health Res 2017; 27(4):
591-608.

Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression
severity measure. J Gen Intern Med 2001; 16(9): 606-613.

Spitzer RL, Kroenke K, Williams JB, Lowe B. A brief measure for assessing
generalized anxiety disorder: the GAD-7. Arch Intern Med 2006; 166(10): 1092-
1097.

Ware JE, Kosinski M, Dewey JE, Gandek B. How to score and interpret single-
jtem health status measures : a manual for users of the of the SF-8 health
survey. Boston, MA: QualityMetric, Inc., 2001.

De las Cuevas C, Sanz E, de la Feuente J, et al. The Severity of Dependence
Scale (SDS) as screening test for benzodiazepine dependence: SDS validation
study. Addiction 2000; 92(2): 245-250.

BraunV, Clarke V. Using thematic analysis in psychology. Qual Res Psychol
2006; 3(2): 77-101.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. /nt J
Qual Health Care 2007; 19(6): 349-357.

Heather N, Paton J, Ashton H. Predictors of response to brief intervention in
general practice against long-term benzodiazepine use. Addict Res Theory
2011; 19(6): 519-527.

Reeve E, To J, Hendrix |, et al. Patient barriers to and enablers of deprescribing:
a systematic review. Drugs Aging 2013; 30(10): 793-807.

Parr JM, Kavanagh DJ, Young RM, McCafferty K. Views of general practitioners
and benzodiazepine users on benzodiazepines: a qualitative analysis. Soc Sci
Med 2006; 62(5): 1237-1249.

Canham SL, Gallo J, Simoni-Wastila L. Perceptions of benzodiazepine
dependence among age 65 and older. J Gerontol Soc Work 2014; 57(8): 872
888.

Fegadolli C, de Araujo Carlini EL, Delgado DL, et al. Percepciones y
experiencias de usuarios de benzodiazepinas en la atencion primaria de salud

British Journal of General Practice, July 2021 |e526



47.

48.

en Cuba. [Perceptions and experiences of benzodiazepine users in primary
health care in Cuba). Sadde Soc 2019; 28(4): 137-146.

Auchewski L, Andreatini R, Galduréz JCF, Boergnen de Lacerda R. Evaluation
of the medical orientation for the benzodiazepine side effects. Braz J Psychiatry
2004; 26(1): 23-30.

Mokhar A, Kuhn' S, Topp J, et al. Long-term use of benzodiazepines and Z drugs:

a qualitative study of patients’ and healthcare professionals” perceptions and
possible levers for change. BJGP Open 2019; 3(1): bjgpopen18X101626.

49.

50.

Ten Wolde GB, Dijkstra A, Van Empelen P, et al. Social-cognitive predictors of
intended and actual benzodiazepine cessation among chronic benzodiazepine
users. Addict Behav 2008; 33(9): 1091-1103.

Royal Australian & New Zealand College of Psychiatrists. Guidance for the use
of benzodiazepines in psychiatric practice. Melbourne: RANZCP, 2015. https://
www.ranzep.org/files/resources/college_statements/practice_guidelines/ppg5-
use-of-benzodiazepines.aspx accessed 6 May 2021).

527 | British Journal of General Practice, Online First 2021



