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Abstract
Background: Although long-term use of benzodiazepines (BZDs) and Z drugs is associated with
various side effects, they remain popular among the older population. Possible reasons for this
phenomenon could be ineffective ways of transmitting information on the health risks associated
with long-term use, and communication gaps between patients and healthcare professionals.
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Aim: The aim was to investigate the views of patients, physicians, nurses, and pharmacists
regarding long-term BZD and Z drug use.
Design & setting: The qualitative study design used focus group interviews with physicians,
pharmacists, and nurses in Hamburg. Patient interviews were conducted in Lippstadt, Germany.
Method: The interviews were audiotaped with each participant’s permission, transcribed, and
thematically analysed using a software program for qualitative research (MAXQDA).
Results: The data from the four focus groups consisting of 28 participants were analysed. Patients
indicated lack of knowledge about risks and side effects, difficult access to alternatives, and fears
of ceasing drug use without professional support. Although the physicians were reported to be
cautious about prescribing BZDs and Z drugs, the psychosocial problems of older patients are
often considered to be complex and treatment knowledge, experience, and resources are
frequently unsatisfactory. Nurses described that when BZDs were prescribed, they did not feel it
was their responsibility to evaluate their effects. Pharmacists were reported to be strongly
ambivalent in informing patients about the risks, which may contradict the prescription advice
provided by the physician.
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Conclusion: Patients, physicians, nurses, and pharmacists reported differences in the perception of
long-term BZD and Z drug use. Nevertheless, all of the participants described lack of information
and expressed the need for greater communication exchange.

How this fits in
Several reasons have been identified for the associations between the long-term use of BZDs and Z
drugs in the older population, and the importance of the role of communication and collaboration
between patients and healthcare professionals. The results of the focus group interviews suggest
that more informational exchange is needed between patients and their healthcare professionals, as
well as more collaboration between different healthcare professionals.

Introduction
The inappropriate prescribing of psychotropic drugs and polypharmacy are present in institutionalised and non-institutionalised older adults, which can cause serious side effects and might reduce
patients’ quality of life.1 Some of the most common potentially inappropriate prescribed medications in older people are BZDs.1 BZDs are effective drugs for treating anxiety symptoms, as well as
inducing and maintaining sleep, and muscle relaxation.2,3 The incidence of BZD prescription rates is
high worldwide, and treatment duration is often inappropriately longer than the recommended maximum 8-week period.3,4 Despite the fact that these drugs are effective in the short term, long-term
BZD therapy is associated with many side effects, the development of tolerance and, finally, addiction.5 Long-term BZD and Z drug use occurs mainly in the older population.6 This patient group are
at particular risk of side effects because of their age-related physiological changes.7 Serious side
effects include cognitive disturbance, an increased risk of falls and therefore hip fractures,8–11 hospitalisation, and increased morbidity and mortality.12 Continual medication use after the primary indication usually results in physical and psychological dependency,13 manifesting in withdrawal
symptoms.
Recent research has identified several reasons for this occurrence; on the patient side, reasons for
prolonged use include chronic personal stress and sleep problems, fear of recurring symptoms, lack
of knowledge about risks and side effects, difficult access to alternatives, and poor motivation to
cease drug use.13–15 Research has shown that although physicians were cautious regarding initiating
BZD treatment, the psychosocial problems of patients are often considered to be complex, and

Table 1. Description of sample size
Focus
group

Sample
size, n

Male, Female,
n
n
Participant characteristics

1
Patients

8

3

5

P1: late 40s, male patient, 22 years BZD-dependent
P2: 24 year old male patient, 3 years of BZD use
P3: 75 year old female patient, 29 years of BZD use, 2.5 years without BZD
P4: 85 year old female patient, 40 years of BZD use, 3 years without BZD
P5: 58 year old male patient, 20 years of BZD and opiate use with massive dose increase, 6.5 years without
BZD and opiates
P6: mid-50s female patient, 30 years of use of opiates and occasional BZD, detoxified for the last 3 days
P7: late 30s, female pain patient, BZD (if needed)
P8: late 40s, female pain patient, BZD (if needed)

2
Physicians

7

2

5

Working area:
3  own practice
1  practice and hospital
2  psychiatric hospital, institute outpatient clinic
1  psychiatrist (parental leave)

3
Pharmacists

6

0

6

All of them reported years of experience in pharmacies throughout Hamburg

4
Nurses

7

0

7

Working area:
2  inpatient care
5  outpatient care, including one nursing service and one task line
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knowledge is often lacking regarding managing the psychological changes associated with ageing,
altered pharmacokinetics and pharmacodynamics, or using alternative strategies.15–18 Assessing the
issues and investigating the causes of the patient’s symptoms are often neglected because of a lack
of resources for the management of long-term medication use by older adults.19–21 Pharmacists play
an important role within the interprofessional healthcare team during the medical treatment of older
patients. They evaluate the appropriateness, effectiveness, safety, and compliance of medications
for a given patient.22,23 Other roles of the pharmacist include informing patients about the risks of
using the prescribed medications, which may contradict the prescription information provided by
the physician.21,22 Last but not least, nurses are involved in the healthcare management of older
patients, especially in nursing homes. Evidently, older people in nursing homes often have complex
illness profiles and require care and support concerning various symptoms. Nurses fulfil their duties,
but they often lack responsibility regarding the medication process in relation to BZD and Z drugs.24
An increased emphasis on patient-centred care could address the described reasons for longterm use of BZD. International guidelines and reviews on improved medication use in general
address patient-centred care dimensions and stress the importance of clinician–patient communication and/or cooperation, shared decisionmaking, and information provision.25,26 The explanation of
the reasons for the long-term use of BZDs shows that there is missing information and a need for
cooperation between healthcare professionals and patients. The aim of this study is to investigate
the perspectives of physicians, nurses, pharmacists, and patients in focus groups to assess their perceptions of the reasons for long-term BZD and Z drug use and find possible solutions to the identified difficulties.
The following research questions were addressed: first, different professional groups (physicians,
nurses, and pharmacists) were asked to describe long-term drug use and what they think about managing this situation from the patient’s perspective. Second, all of the participants were asked about
the conditions that motivated them to seek a long-term prescription, and why it is problematical to
discontinue use. Third, the participants were asked for ideas, information they need, and ways to
communicate and solve the problem of long-term BZD and Z drug use.

Method
Study design
The qualitative study design is indicated to better understand the individual experience of the individual role of the participants, and to discuss possible solution strategies for this topic.27 The qualitative study design was used based on the requirements of the standard guidelines for qualitative
research.28

Participant recruitment and setting
A qualitative study in focus group design was conducted with patients, physicians, pharmacists, and
nurses. The participants were eligible if they had been using BZDs or Z drugs for >4 weeks (patients)
or if they were involved in the medical care process as doctor, pharmacist, or nurse; if they were German-speaking; and if they were physically and mentally able to take part in the focus group.
The study was performed as part of the project ’Benzodiazepines and Z drugs: concepts for risk
reduction among older patients’, sponsored by the Federal Ministry of Health. Physicians and pharmacists were contacted directly by the medical and pharmacist association in Hamburg. Nurses were
recruited from an outpatient nursing service in Hamburg. Patients were recruited at the LWL-Klinik in
Lippstadt, Germany, because of the existing cooperation in the context of the research project, in
which patients with long-term BZD use are treated. All of the participants were volunteers and
received financial compensation.
Four focus groups were conducted from June–August 2015. All of the applications the research
team received could be included in the focus groups. There were no withdrawals. Each group comprised 6–8 participants. Focus groups with physicians and pharmacists were conducted at the University Medical Center Hamburg-Eppendorf. The focus group with nurses was held at the
Martha Foundation, and the group with patients was conducted at the project associated partner
LWL-Klinik. Each focus group lasted 120 minutes. Focus groups were moderated by three members
of the research team.

Mokhar A et al. BJGP Open 2019; DOI: 10.3399/bjgpopen18X101626

3 of 10

Research
The participants in the focus groups were informed about the research project and signed a letter
of agreement.

Data acquisition and analysis
The interview guide for the focus groups was developed based on the research questions.
.

.

Assess views on using BZDs and Z drugs for a long time:
. What could you say about the long-term use of BZDs and Z drugs (for example, reasons,
symptoms, and knowledge about side effects)?
. Do you think you know enough about this medication?
Explore barriers and changing points to reduce the long-term use of BZDs and Z drugs:
. Have you ever tried to reduce the use (as patients) or initiate the reduction (as healthcare
physicians) of BZDs and Z drugs?
. Did it work? If not, how would you explain that?
. What do you think about the possible changing points in reducing the long-term use of
BZDs and Z drugs?

The complete interviews were audio-recorded with the participants’ consent. The data were anonymised and thematically transcribed by student assistants at the University Medical Center Hamburg-Eppendorf. The content analysis was performed using MAXQDA software (version 10), which is
a qualitative research software program. The MAXQDA software prepares the data for further analysis steps, in which it evaluates the transcripts to develop thematically categories. Two team members
independently coded the transcripts from each focus groups. Most of the categories showed high
consistency. Next, the final codes were cross-checked by a third team member. Any lack of clarity
was discussed with the research team. All the information from the transcripts was used for the analysis. When more than one quotation was available for a category, only one example was selected
and cited.

Results
There were four focus groups consisting of physicians (n = 7), pharmacists (n = 6), nurses (n = 7), and
patients (n = 8), as shown in Table 1 .

Views on long-term use of BZDs and Z drugs
Prescribers apply caution in prescribing BZDs and Z drugs. Participants have reported that the longterm use of BZDs and Z drugs often starts in hospitals and its prescription is continued by GPs. The
reasons for the use of these medications were sleep problems and anxiety-related symptoms producing especially an acute crisis:
’If a patient is in an acute crisis, I often have two options: either giving him BZD, or sending him
to the clinic.’ (Physician 3)
’In the clinic, there is an even stronger tendency towards BZD, even less in line with the
guideline.’ (Physician 4)
’BZD (e.g. lorazepam) are often prescribed for anxiety, not to help patients fall asleep. I’d say
patients only take it when they need it.’ (Pharmacist 6)
’Long-term use occurs, especially in cases of mourning and when social support is lacking.
Patients receive the medication during their hospital stay, notice that they slept fine and see the
physician to continue the prescription.’ (Pharmacist 2)
’Sleep disorders, anxiety, and depression are the most common causes of long-term BZD use.’
(Nurse 4)
The continued long-term prescription of BZDs and Z drugs often occurs because of problematical
factors in the clinical routine, such as overcrowded waiting rooms or lack of time to speak with
patients about their individual needs:
’I have 5 minutes per patient. When one patient sits there and cries, it makes me nervous and
aggressive, as I know that there are 20 other patients waiting for their doctor’s appointment
outside. These are not good conditions for making a differentiated decision.’ (Physician 4)
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’If we refer the patient back to the physician, this is often perceived as an encroachment. We’re
not supposed to interfere in things that don’t concern us.’ (Pharmacist 1)
’We know it from our patients that they have seen the physician, waited 2 hours and were inside
for 5 minutes.’ (Nurse 3)
Another reason for long-term use is that many patients are already familiar with these medications, and they directly demand prescriptions for BZDs or Z drugs without knowing about the negative aspects of the medications. In particular, pharmacists observe that patients have a careless
attitude. Nurses emphasise that most patients do not demand these medications:
’In my situation when I could not sleep anymore, I could not have taken up information about
side effects anyway. I wanted a pill so I could sleep.’ (Patient 3)
’I also realise that many patients know BZD, perhaps not the exact name but they have some
knowledge, saying: “My husband has the same pill and I occasionally take some of it”.’
(Physician 2)
’Maybe they do not even know what they are taking. They get it prescribed and they take it. I
think it has less to do with memory than with the fact that they have no idea about the
medication.’ (Nurse 3)
All of the professional groups agree that patients lack understanding about the likelihood of
addiction regarding long-term use of BZDs and Z drugs. The drugs are fully integrated into the
patients’ daily routine, awareness of potential problems is missing, and side effects such as dizziness,
unsteadiness while walking, or depression are not associated with the medications. The patients
themselves claimed that they did not feel addicted, although they were aware that consistent intake
was present, and the physicians claimed to clearly emphasise the side effects:
’I remember being fixed on a single pill of lexotanil for years: no more, no less. In the evening
exactly 6 mg bromazepam [. . .] and I did not think about dependency until I stopped taking the
drug and noticed these withdrawal symptoms. So, I was literally trapped.’ (Patient 5)
’Again and again, I experience that patients do not have a feeling for what they are taking.’
(Physician 6)
’Patients do not have the impetus to say: "I want to get away from it". The medication is
integrated in their everyday lives. Patients have no problem awareness, and nobody addresses
the problem, especially when they live alone.’ (Pharmacist 3)
Nevertheless, the pharmacist tends to take a critical view of the physician informing the patient
about all types of side effects (including the dangers of addiction):
’As pharmacists, we have an awe of medicines and we do not experience this awe in the
everyday life of the patients and the physicians . . . For them, it is self-evident. When I am
hungry, I eat a piece of bread. When I have a headache, I take a pill. When I cannot sleep, I take
a pill. That’s it.’ (Pharmacist 1)
Nurses commented that many patients could not say why they had received their medication after
their appointment with the physician, and said that patients had not been informed because of the
brief consultation time:
’ [. . .] especially the older ladies and gentlemen, they are happy if they had seen the physician
and left with a prescription of a new medication. And once they are asked what the physician
explained to them, they say it was too fast and they had no time to ask questions.’ (Nurse 4)

Barriers and changing points to reduce the long-term use of BZDs and Z
drugs
Nearly all of the interviewed patients had the experience of receiving BZDs over a long to very long
period (ranging from a number of weeks to many years) without any difficulties and then, suddenly
and inexplicably, they were denied the prescription or they were urged to discontinue the medication. There were no preparatory discussions or jointly made decisions, according to them:
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’I have taken the medication for years and subsequently increased the dosage [because of
husband’s care and death]. One day, the physician, who had been prescribing the medications,
said, “I think the medication needs to be withdrawn”.’ (Patient 4)
While physicians and some nurses tend not to initiate medication discontinuation among the oldest patients nor discuss the dangers of addiction, pharmacists believe discontinuing the drugs is
beneficial at any stage of life. Pharmacists also report that GPs often abruptly stop prescribing, without suggesting a more gradual discontinuation process. Based on this experience, they recommend
and motivate their customers to contact a psychiatrist, who can initiate and support a qualified stepwise reduction:
’If patients are aware of the problem, we encourage them to find another physician [psychiatrist]
who can competently advise discontinuation of drug use.’ (Pharmacist 2)
’I have a patient [female, aged 85 years], I have been prescribing drugs to for years and I will
continue prescribing BZD to her for the rest of her life. I do not see the point in
discontinuing.’(Physician 6)
’Discontinuation rarely happens and is very difficult particularly in older people. Patients start
asking: “Where is half my pill for the night?” or they tell me: “I cannot sleep without it.” There is
no possibility of discontinuing the medication because they insist on this pill, whether they really
need it or not.’ (Nurse 1)
Alternative treatments were not discussed, and in one case, they were denied. Pharmacists
believe that if prescribers with further experience and knowledge of, for instance, homeopathy or
palliative medicine manage their patients more thoroughly, they would be more likely to oversee
attempts at discontinuation of drug use:
’Being a physician includes addressing alternative treatment options. I think that this is a
problem for many physicians.’ (Pharmacist 2)

Discussion
Summary
In the four focus groups with patients, physicians, pharmacists, and nurses, the primary reasons for
prescribing BZDs and Z drugs were identified. These reasons were often sleep problems, anxiety
symptoms, and individual crises, and the initial drug use is often in an acute hospital setting. The reasons for transitioning to long-term drug use are varied. Patients are often not informed of the potential risks and side effects when they initially receive the drug. Often patients do not know who to
contact when the drug use exceeds the expiration date, nor do they know with whom to discuss
medical issues when symptoms occur. The majority of the patients do not feel that using this medication is a problem. Physicians see the responsibility for the use of BZDs as in the patient’s hands, and
vice versa. Furthermore, there is often a lack of resources, time, or specific knowledge regarding
how to address sleep- or anxiety-related symptoms in older patients. Noticing reckless drug prescriptions and intake behaviours, pharmacists often inform patients and motivate them to discontinue the medication. Nonetheless, pharmacists are hesitant to contact the physician. Nurses
noticing the problematic BZD and Z drug use often feel unsure, and lack competency and knowledge to inform patients or initiate discontinuation of the medication.
To the authors’ knowledge, this qualitative study is the first of its kind that looks at the perceptions of patients, as well as different healthcare professionals, on long-term use or prescription of
BZDs and Z drugs. As has been found in previous studies exploring BZD use from single perspectives, the authors of the present study conclude that long-term use is an ongoing problem particularly in older patients.1,6 Although physicians seem to be more cautious in prescribing medications,
further strategies need to be developed to tackle inappropriate long-term use. Therefore, the following issues need to be addressed: physicians do not know of appropriate treatment alternatives;

Mokhar A et al. BJGP Open 2019; DOI: 10.3399/bjgpopen18X101626

6 of 10

Research
patients have insufficient knowledge on health risks associated with long-term intake of BZDs; and
different professions collaborate insufficiently.
Recommendations for the improvement of the care process can be derived from the reported
reasons for long-term use and barriers to the guideline-compliant prescription. Recommendations
are based on the principles of patient-centred care, which is an approach in health care that focuses
on the individual needs and values of the patient, and aims to improve the general quality of the
care process.29 The integrated model of patient-centredness, as described by Scholl et al30 includes
15 dimensions of patient-centred care, many of which could be referred to in order to improve BZD
use and prescription in the older population.
The results from the focus groups support the view that present difficulties in health care may be
solved by changing the perceptions of one’s role in the care process. For example, for physicians,
there is an evident need for improved clinician–patient communication, which is essential for patientcentred care. It is necessary to actively involve patients in the treatment process.31,32
Patients often ask for comprehensive information and discussions with their physician; therefore,
a more active role in treatment and support for receiving self-management is needed.33 Self-management education is particularly important for older patients, to enable them to manage their
symptoms.34 None of the patients interviewed were able to recall such a discussion, while all believing that comprehensive clinician–patient communication would have prevented inappropriate use of
BZDs. Many studies have linked patient information with improved heath and increased healthrelated quality of life.35–37 Joint consideration about the best course of treatment should form the
primary focus, and several evidence-based communication methods could facilitate that process.35
Furthermore, communication between different healthcare professionals is needed to ensure
coordination and continuity of care, which is another facilitator for patient-centred care. Active interaction between all stakeholders, open communication, and a consensual clear line of treatment is
recommended in order to best meet the need of the individual patient.26,27 This includes the transition between inpatient and outpatient care, as well as the coordination of care in the outpatient
setting.
The results from the focus groups indicate that pharmacists and nurses are engaged closely with
patients. The close relationship between pharmacist and patient is, so far, underutilised for the optimisation of the prescription. Pharmaceutical expertise rarely shapes and impacts a physician’s decisionmaking. Pharmacists express uneasiness about contacting physicians and discussing problematic
prescriptions. They also worry that informing the patients about prescription problems might interfere with the physician’s advice and might cause the patient–physician relationship to become distant or strained, thus creating potential conflict. Active exchange between both groups should allow
the pharmacist to call the physician in cases of problematic or complex prescriptions. Arranging a
time to discuss specific questions may be an option, in which the patient’s health will be the primary
focus. This change of action and thinking could result in shared responsibility, improved coordination, and continuity of care.
The results from the focus groups also suggest room for improvement in nursing. Nurses are willing
to assume more responsibility and play a more active part in medicinal treatment, serving as a link
between physicians and patients. While case conferences may be created by recapping the documentation of a complex course, professional exchange may occur between the person in charge of the
nursing team and a physician colleague. The subsequent responsibility of passing on conference
results lies with the respective disciplines. These steps create benefits for all parties concerned. Physicians can transfer parts of their expertise to nursing, thereby sharing some of the responsibility while
retaining a close watch. Nurses, meanwhile, gain knowledge and skills allowing them to handle specific
medicinal problems, and they assume increased responsibility for the patient. They may reflect about
the benefits and limitations of medicinal treatment, and they can support the patient in overcoming
the difficulties at hand. Improved communication and cooperation across all parties would help to
ensure successful treatment of older patients; indeed, the importance of communication and cooperation form part of the international guidelines for improving the quality of healthcare systems.1

Strengths and limitations
The present study has several strengths. First, four different and very important perspectives on the
problem of long-term use of BZDs and Z drugs were presented. Second, the problems were identified and various practical options were considered with the agreement and support for all
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interviewed parties. Third, the sample size of each focus group was appropriate according to the
method.38,39
There are several limitations to the study. First, the recruitment of the participants proved to be
difficult. It is, therefore, assumed that the participants took part in the study because of the financial
incentive. The research team could not completely control the number of or characteristics of the
invited participants, and there is a likelihood of selection bias. The sample was a convenience sample
recruited through several pathways. The authors only captured the sample size and sex of the
healthcare professionals. Second, there is a limitation regarding the sex of the sample size because
it consisted of more female participants than male. Third, in the focus group, the issues of reducing
the long-term use of BZD and Z drugs were not discussed in detail due to time constraints. Future
research is warranted to produce an additional perspective on this matter. Fourth, the focus was on
BZD and Z drug use in older age and important issues, such as polypharmacy, physical illness, or
social situation, were not discussed. Fifth, the bias of the personality of the moderator was minimised by providing a structured steps protocol of questions and also by discussing any abnormalities
regarding the interviews. Nevertheless, moderator bias still existed.

Comparison with existing literature
Training to improve communication and collaboration with other specialists in the field of deprescribing BZDs and Z drugs in the older population is needed.23 Furthermore, previous studies have
produced sophisticated and multifaceted concepts that address cooperation among the various parties, improve educational activities, and communication exchange with patients.24,40 Collaborative
team-based models can improve safe medication use and treat the symptoms.41 Dollman and colleagues’ multistrategic approach highlights the benefits of providing medication reduction care to
older people, showing a significant reduction in BZD use while successfully promoting new non-medical alternatives.42 Those concepts could be transferred and integrated into ambulatory care in
Germany.
Assisting and supporting patients in drug withdrawal is possible in several ways. For example,
while some patients may seem to require a lot of effort, several studies have shown that patient-centred care, combined with a specific method for drug discontinuation, can reduce and stop BZD
use.21,43

Implications for research and practice
Those involved in the healthcare system, namely, nurses, physicians, pharmacists, and patients, play
increasingly interdependent roles. Problems arise every day that do not have easy or singular solutions. Leaders who merely give directions and expect them to be followed will not succeed in this
environment. What is needed is a style of leadership that involves working with others as full partners in a context of mutual respect and collaboration. For this, new evidence-based approaches to
better communication and collaboration between the different healthcare professionals are needed.
A systematic review is needed to synthesise knowledge about all existing interventions that focus on
the long-term use of BZDs in older people and combined approaches for the stakeholders. Physicians, pharmacists, and nurses must work together to break down the walls of hierarchical silos and
hold each other accountable for improving quality, and decreasing preventable adverse events and
medication errors. Future research should pay more attention to the sample characteristics; a more
comprehensive description is needed of the individual characteristics of the healthcare professionals
(such as age and years working). All of these players must display the ability to adapt to the continually evolving dynamics of the healthcare system. There is a need for more scientific research to better understand which strategies are most effective and could be implemented in the daily clinical
routine.
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