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SUMMARY
Aim. This study set out to assess the effect of a letter from
the general practitioner, suggesting a reduction in the use
of benzodiazepines, and whether the impact of the letter
could be increased by the addition of information on how
to tackle drug reduction.
Method. Two hundred and nine long-term users of benzo-
diazepines in general practice were divided into three
groups: two intervention groups and a control group. The
first intervention group received a letter from their general
practitioner asking that benzodiazepine use be gradually
reduced and perhaps, in time, stopped. The second inter-
vention group received the same letter plus four informa-
tion sheets at monthly intervals, designed to assist drug
reduction: The mean age of the 209 people was 69 years
(age range 34-102 years).
Results. After six months, both intervention groups had
reduced their consumption to approximately two thirds of
the original intake of benzodiazepines and there was a sta-
tistically significant difference between the intervention
groups and the control group. Eighteen per cent of those
receiving the interventions received no prescriptions at all
during the six month monitoring period.
Conclusion. The results indicate that a simple intervention
can have a considerable effect on the use of hypnotic and
anxiolytic drugs, even with a sample of elderly users.

Keywords: benzodiazepines; drug withdrawal; patient infor-
mation; patient use of medication; doctor patient relation-
ship.

Introduction
B ENZODIAZEPINE prescribing in the United Kingdom has

been falling steadily since the late 1970s, but the number of
prescriptions issued is still large: in England in 1989, 21 million
prescriptions for hypnotics, sedatives and tranquillizers (as
defined by the Department of Health) were issued, the vast
majority of these being benzodiazepines.1 Over time, there has
been an increase in the proportion of general practice prescrip-
tions for minor tranquillizers issued on an 'unseen repeat' basis.2
Characteristically, long-term users of benzodiazepines are older
people prescribed hypnotic medication.3'4
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For over 10 years general practitioners have received clear
advice about the problems associated with prescribing benzodi-
azepines.5S7 Evidence continues to accumulate that benzodi-
azepines impair performance, including driving,8'9 they affect the
memory10 and have adverse cognitive effects.1' The British
national formulary states that hypnotic drugs should be avoided
in elderly people, owing to the risks of ataxia and confusion.
A number of studies have assessed the effect of various inter-

ventions to reduce the consumption of benzodiazepines.
Interventions such as anxiety management, counselling or cogni-
tive therapy have been shown to reduce drug taking.'2-'5
Cormack and Sinnott found that a letter from the prescribing
general practitioner, advising patients to cut down on their drugs,
was as effective as a group run by a psychologist.'6 In a later,
controlled study, a similar intervention was found to be as effec-
tive as a short consultation with the general practitioner.'7 Both
these studies of the effect of a letter from the general practitioner
had comparatively small samples of patients, thus limiting the
generalizability of the findings. This study, carried out in 1989
and 1990, attempts to assess the effect of such a letter from the
prescribing general practitioner to long-term users of benzodi-
azepines, using a larger sample from the combined populations
of three group practices. The effect of the letter is compared with
that of a more complex intervention (a series of information
sheets) and with the results from a control group who received
no intervention.

Method
Design
Long-term regular users of benzodiazepines were defined as
patients who were receiving at least one prescription for benzodi-
azepines every two months and had taken benzodiazepines con-
tinuously for at least six months. Long-term users were identified
by general practitioners and divided into three groups: two inter-
vention groups and a control group. Within each doctor's list,
identified users were allocated to the three groups, roughly
matched for age and sex to ensure a representative spread
between groups. Beyond this, allocation to groups was random
and was performed by the research assistant (H H-J).
Those in intervention group one received a letter from their

general practitioner asking them to try to reduce or stop their
benzodiazepine medication and advising that this should be done
gradually (Appendix 1). Intervention group two received the
same letter, followed at monthly intervals by four information
sheets giving advice about reducing medication, including practi-
cal suggestions for coping without drugs. The control group
received no intervention. Prescriptions issued to all groups were
monitored for six months. After six months, the control group
was offered the more successful intervention.

Sample
The sample was drawn from three group practices with three or
four general practitioners and approximately average list size in a
city in the south west of England. All the doctors in the practices
were already trying to prevent the long-term use of benzo-
diazepines through discussion of the drugs with their patients.
Ten general practitioners with personal lists in the three practices
were asked to identify long-term regular users of benzodi-
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azepines. Individuals were identified from their repeat prescrib-
ing records, either manually recorded or computer generated.
The criteria for exclusion were that the patient was in a current
crisis or with an illness for which the drugs were required at the
time, had a current diagnosis of psychosis or dementia, was in a
position where a hospital doctor or a carer could administer med-
ication, was known to abuse alcohol or was unable to read.

Analysis
In order to compare individuals' benzodiazepine consumption, a
calculation of equivalent doses for the various drugs prescribed
was made. Diazepam 5 mg was considered as one tablet and
equivalents were calculated according to the recommended
dosages cited in the British national formulary, with advice
from a pharmacist.
A baseline benzodiazepine use was established for each

patient by taking all the prescriptions issued in the year prior to
the date of sending the letter and dividing the total number of
tablet equivalents by two (one year of baseline could be consid-
ered as all participants in the study had been taking benzodi-
azepines for at least a year). By considering one whole year, any
seasonal variations in prescribing were avoided. Benzodiazepine
use in the six months prior to the intervention was also measured
as a second baseline to allow for the possibility that the patients
were already reducing the drugs they were taking immediately
prior to the intervention (without this, reduction could have been
misattributed to the intervention).

Because the data from the records were in terms of prescrip-
tions issued, which is only an approximate measure of consump-
tion, a more accurate calculation of tablet consumption was
devised. Prescriptions issued just before the time of the interven-
tion would have been consumed partly in the baseline periods
and partly in the monitoring period. Prescriptions issued before
the beginning of the baseline periods and before the end of the
monitoring period would have been only partly consumed during
these periods. It was assumed that during the baseline periods the
drugs were taken at a regular rate. The amount of the prescription
issued prior to the intervention date which would have been con-
sumed at the baseline rate was calculated and the rest of the pre-
scription was allocated to the monitoring period (in cases where
people did not have further prescriptions, that is, they responded
to the request to stop, this procedure may have overestimated the
consumption in the monitoring period). A similar process was
undertaken to calculate the amount of a prescription consumed at
the end of the monitoring period. Again, this may have led to an
overestimate of the drugs consumed as there could have been a
gradual reduction throughout the monitoring period. Given that
any errors of overestimation would have detracted from finding a
significant result attributable to the intervention, the procedure
was felt to be satisfactory.
One-way analysis of variance and t tests were used to compare

tablet consumption between the groups.

Results
A total of 268 people were identified as long-term regular users
of benzodiazepines. Fifty nine were excluded from analysis by
H H-J - five were incorrectly identified, six had incomplete
records, seven died before or during the study, six left the prac-
tice before or during the study, 23 fulfilled the exclusion criteria
before or during the study and 12 stopped taking benzodi-
azepines before the study. There was no evidence to suggest a
link between the intervention and death or leaving the practice.
Thus, 209 people provided data for analysis. The characteristics
of the sample are shown in Table 1.

Participants in the study were allocated to the three groups and

Table 1. Characteristics of the sample of 209 people.

Median age (years)
Mean age (years)
Age range (years)
Number of women
Number of men
Ratio of women:men
Number of people taking:
One benzodiazepine
Two or more benzodiazepines
Anxiolytics only
Hypnotics only
Anxiolytics and hypnotics
Median (range):
Duration of any benzodiazepine use (years)
Duration of continuous benzodiazepine use (years)
Number of non-benzodiazepine drugs
currently taken

71
69
34-102
166
43
4:1

177
32
67
119
23

15 (1-29)
9 (1-29)

6 (0-31)

the result was: letter group, 65 people; letter plus information
group, 75; and control group, 69. The discrepancy in numbers
between the groups arose by chance, mostly owing to exclusion
from the trial after the start.
The number of tablet equivalents taken in the monitoring

period was divided by the number taken during the baseline
period for each patient in the study (Table 2). The intervention
groups reduced to approximately two thirds of their original
intake and there was a statistically significantly difference in the
reductions of the three groups. A t-test was performed to deter-
mine whether one intervention was more effective than the other
and no significant difference was found between the interven-
tions.

Comparison of consumption in the monitoring period and in
the six months immediately preceding the intervention produced
similar results, but with slightly higher proportions (Table 2).
Again, the three groups were significantly different and there
was no difference between the intervention groups.

Table 3 shows the pattern of reduction of benzodiazepine use
in the three groups. For a proportion of people, the long-term use
of benzodiazepines can be stopped completely by a simple inter-
vention from the general practitioner.

There were no sex differences in the degree of success, nor
were there differences between the practices. The numbers were

Table 2. Effect of the interventions on benzodiazepine consump-
tion.

Group Mean! (95% confidence interval)

Monitoring period divided
by baseline consumption
Letter (n = 65) 0.68 (0.57 to 0.78)
Letter + information (n = 75) 0.63 (0.53 to 0.72)
Control (n = 69) 0.90 (0.80 to 1.01)

F= 8.54; 2, 206 df; P<0.001

Monitoring period divided by
consumption in the six months
prior to intervention
Letter (n = 65) 0.71 (0.59 to 0.83)
Letter + information (n = 75) 0.64 (0.54 to 0.75)
Control (n = 69) 0.93 (0.83 to 1.03)

F= 7.63; 2, 206 df; P<0.001

n = number of people in group. df = degrees of freedom. aMean of num-
ber of tablet equivalents taken in the monitoring period divided by the
number taken during the baseline period/six month period prior to
intervention for each person.
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Table 3. Patterns of reduction of benzodiazepine use.

% of people

With no Who reduced to
prescriptions after half or less of

Group intevention date original consumption

Letter (n= 65) 23 37
Letter + information
(n= 75) 13 49

Contr6l (n = 69) 6 16

n = number of people in group.

too small for comparison of individual general practitioners to be
made.
Age correlated negatively with the proportion of tablets taken

after the intervention date compared with the baseline period
(r = -0.26, P<0.01). This indicated that older people did a little
better in reducing their consumption than younger people.
Although this is a significant result, the correlation coefficient is
fairly small, and there would be little clinical significance
attached to this finding.
The number of different benzodiazepines taken did not affect

the degree of success at reducing drug consumption. Similarly,
success was not related to whether the drugs were taken as anxi-
olytics or hypnotics.

Discussion
Twelve people from the original 268 (4.5%) had stopped taking
benzodiazepines in the few months between identification as
suitable research participants and the start of the study, and there
was also an overall reduction of 10% in drug use for the people
in the control group. These figures indicate that a small propor-
tion of people do discontinue or reduce benzodiazepine use after
taking the tablets regularly for some time. One reason for reduc-
tion may be the influence of the media, but the figures may also
reflect the routine work of the doctors in the study in discussing
tablet use during consultations.
The study demonstrated that older people are just as good, if

not better, than younger people at reducing their consumption of
benzodiazepines and thus it is well worth trying to help these
people to stop taking their drugs. It is not known whether long-
term use of benzodiazepines constituted dependence for the
patients in the sample, but the finding that older people did better
than younger ones matches the finding of Schweizer and col-
leagues that elderly people (over 60 years of age) suffered from a
less severe withdrawal syndrome from benzodiazepines than
their younger counterparts.'8 The adverse effects of the drugs are
greater in older populations and smaller doses are necessary.'9
There is thus every reason to encourage older users to reduce
medication in order to prevent the unwanted effects of the drugs.

In the sample studied here, the ratio of women to men was 4:1.
This ratio is higher than in most other studies, which report a
ratio of approximately 2:1.4,20 This could be explained by the
predominately elderly status of the population, which would be
primarily female. Within the group of older women, there are
two obvious sub-groups: one may have been prescribed benzo-
diazepines for bereavement, the other may be a cohort of women
who commenced benzodiazepine use at the menopause many
years before, as the drugs were used extensively to treat
menopausal symptoms.21

Nearly twice as many people were taking benzodiazepines as
hypnotic drugs as were taking them as anxiolytic drugs. The
research literature and media coverage of the use of benzodi-
azepines have focused on anxiolytics rather than hypnotics. This

Original papers

study has shown that when intervention is aimed at reducing anx-
iolytic and hypnotic drugs, success can be achieved with both.

It was interesting to note that there was no evidence of a dif-
ference in the effectiveness of the interventions. The information
sheets had been produced because previous research'7 had shown
that people did not have well-formed strategies when they set
about reducing medication. The content of the information sheets
had been pre-tested and found to be easy to read and assimilate.
Despite this, the information failed to enhance the effect of the
initial letter. There was no feedback to the doctors to suggest any
reasons for the lack of effectiveness of the information sheets.

This study has two important findings. First, it consolidates the
position of a minimum intervention - a doctor's letter- as an
effective tool in reducing the consumption of benzodiazepines.
Secondly, it demonstrates that a more complex, costly, and time
consuming intervention is no more effective.
The implications of these findings are twofold. First, associ-

ated with the reduction in consumption is a reduction in iatro-
genic morbidity. This is particularly important in elderly people,
the largest group using these drugs in this study, in whom confu-
sion and ataxia are associated with these drugs (British national
formulary). Large numbers of people who have taken these drugs
over long periods of time complain of the ill effects of the drugs,
and legal action is now being taken against drug companies and
doctors who prescribed the drugs. Dependence on benzodi-
azepines is an important problem and there are indications of
cognitive impairments, possibly linked to brain damage, through
the protracted use of benzodiazepines.22 The quality of life of
many people could be greatly improved by stopping continuous,
regular use of these drugs.

Secondly, in England in 1989, nearly nine million prescrip-
tions for sedatives and tranquillizers and over 12 million pre-
scriptions for hypnotics were issued from family health services.'
The total cost of these prescriptions was nearly £34 million.
Assuming, as a conservative estimate, that at least 80% of the
prescriptions were for benzodiazepine preparations, the total cost
of benzodiazepine prescriptions would have been over £27 mil-
lion. If, as has been suggested,20 half of the prescriptions issued
in any year go to long-term users, and if a 30% reduction in drug
use can be expected by sending a letter to long-term users, then a
drugs saving of at least £4 million at 1989 prices could be
achieved.
The drug reduction of 30% found here was achieved with a

hard core of patients who had had repeated advice from their
general practitioners to reduce their medication and who had not
responded to these more informal overtures. With other patient
populations, who may have had little expression of concern
about drug use from their general practitioners, it may be
expected that an even greater response would occur.
Why is the letter from the doctor effective? It may have been

that the letter reached a sub-group of the benzodiazepine con-
sumers who were ambivalent about taking the drugs, and needed
a final stimulus to stop, rather like the sub-group of smokers,
who need a similar sharp stimulus to increase their will-power.23
The power of the letter is another illustration of the therapeutic
potential of the doctor-patient relationship, first described by
Michael Balint in his classic text.24
Are there any other clinical situations in which this kind of

intervention might be used? The use of prochlorperazine in small
doses in elderly people has been shown to be at best marginally
effective, and at worst a source of serious side effects, namely
extrapyramidal symptoms.25 This could be a possible target for
this kind of intervention.
As far as the consumption of benzodiazepines is concemed,

the situation is now quite clear. If all general practitioners in the
UK wrote to their long-term benzodiazepine users about trying to
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reduce drug consumption, then there would be a substantial
reduction in the morbidity associated with their side effects, as
well as a considerable saving in the drugs bill.

Appendix 1. Letter from general practitioner received by intervention
groups.

Dear ...

I am writing to you because I note from our records that your have been
taking... for some time now. Recently, family doctors have become con-
cerned about this kind of tranquillizing medication when it it taken over
long periods. Our concern is that the body can get used to these tablets so
that they no longer work properly. If you stop taking the tablets sud-
denly, there may be unpleasant withdrawal effects which you will experi-
ence. Research work done in this field shows that repeated use of the
tablets over a long time is no longer recommended. More importantly,
these tablets may actually cause anxiety and sleeplessness and they can
be addictive.
I am writing to ask you to consider cutting down on your dose of these
tablets and perhaps stopping them at some time in the future. The best
way to do this is to take the tablets only when you feel they are
absolutely necessary. Try to take them only when you know that you
have to do something that might be difficult for you. In this way you
might be able to make a prescription last longer.
Once you have begun to cut down, you might be able to think about stop-
ping them altogether. It would be best to cut down very gradually and
then you will be less likely to have withdrawal symptoms.
If you would like to talk to me personally about this, I would be
delighted to see you in the surgery whenever it is convenient for you to
attend.
Yours sincerely
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