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Background: Concern regarding the benefit/risk ratio of the long-term use of benzodiaze-
pines (BDZs) and Z-drugs is increasing. To prevent the risk of dependence in BDZ long-term 
use, it is essential to understand the attitudes of patients and psychiatrists toward BDZ 
treatment. The aims of this investigation were to 1) obtain information on patients’ attitudes 
with long-term BDZ use and their referring psychiatrists’ attitudes toward BDZ treatment, 
including their perception of the difficulty of reducing the dose of BDZs, and 2) identify 
discrepancies between patients’ and psychiatrists’ perceptions.
Methods: A brief questionnaire was constructed to investigate the attitudes of patients receiving 
BDZ treatment and their referring psychiatrists. Our sample comprised 155 patients who received 
BDZ treatment for more than one year and their referring eight psychiatrists. Both the patients and 
their psychiatrists completed our questionnaire between August 2017 and December 2017.
Results: Of the patients, 13% felt that it was more difficult to reduce the dose of BDZs than 
their referring psychiatrists (type A discrepancy), while 25% felt that it was less difficult 
(type B discrepancy). In the multivariate logistic regression analysis, the female sex and both 
the patients’ (“psychotherapy plus BDZs was necessary” and “it was necessary to increase 
the dose of BDZs”) and psychiatrists’ beliefs (“short-term prescription was justified”) were 
associated with type A discrepancies. Type B discrepancies were associated with psychia-
trists’ beliefs that the patient’s wishes justified the use of BDZs and that the cessation of 
treatment with BDZs would lead to the deterioration of their rapport with their patients.
Conclusion: To overcome the discrepancies in the attitudes of patients and psychiatrists 
toward the cessation of BDZ treatment, it is necessary to promote patient-centered care 
involving patient psychoeducation and practice guidelines for the decision-making process. 
Further studies investigating the promotion of patient-centered care to reduce BDZ use are 
needed.
Keywords: dependence, benzodiazepine receptor agonist, anxiolytics, hypnotics, belief

Introduction
Concern regarding the benefit/risk ratio of the long-term use of benzodiazepines 
(BDZs) and Z-drugs is increasing. While BDZs have several therapeutic effects, 
including anxiolytic, hypnotic, muscle relaxing, and anticonvulsant actions, the 
adverse effects (drowsiness, fatigue, disturbance of concentration and attention, 
and development of dependence) of BDZs are problematic. Although the long- 
term use of BDZs is not recommended,1 a high prevalence of long-term treatment 
with BDZs has been reported.2,3 To prevent the risk of dependence in BDZ long- 
term use, it is essential to understand the attitudes of patients and psychiatrists 
toward BDZ treatment.
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There have been several reports regarding patients’ 
attitudes toward BDZ treatment. In the Swedish primary 
health care setting, Magnúsdóttir and Ribacke investigated 
the knowledge and attitudes regarding hypnotics among 
patients treated by physicians. They showed that most 
patients were well informed about the benefits and possi-
ble addictive effects.4 With regard to the motivations to 
discontinue treatment with this medication, a qualitative 
study conducted in Switzerland indicated that high-dose 
BDZ-dependent patients’ decisions to change their con-
sumption patterns were affected by health concerns, the 
feeling of being addicted and social factors.5 Another 
qualitative study from Australia investigated attitudes 
toward the cessation of long-term nocturnal BDZ treat-
ment among patients older than 65 years.6 They found that 
many patients expressed a willingness to cease nocturnal 
BDZ use, while general practitioners (GPs) continued to 
prescribe the medications.

Anthierens and colleagues studied physicians’ attitudes 
toward BDZ treatment and perceived barriers to nonphar-
macologic approaches to treating psychological distress. 
Of the GPs, 47.2% thought that patients would expect 
a prescription, 17.8% were afraid that not writing 
a prescription would damage the GP-patient relationship, 
and 60.6% felt that convincing patients to stop taking 
BDZs would be difficult.7 Based on previous studies 
investigating the attitudes of patients or psychiatrists, we 
hypothesized that the attitudes toward BDZ of patients and 
psychiatrists differ substantially.

To our knowledge, no studies have addressed the 
abovementioned differences in attitudes. The objectives 
of this study were to 1) obtain information on patients’ 
attitudes toward long-term BDZ use and their referring 
psychiatrists’ attitudes toward BDZ treatment, including 
their perception of the difficulty of dose reduction and 2) 
identify discrepancies between patients’ and psychiatrists’ 
attitudes toward BDZ dose reductions.

Methods
Participants
This study was conducted between August 2017 and 
December 2017. The data collection protocol for this 
study (2017–1049) was approved by the Ethics 
Committee of the Hirosaki University School of 
Medicine, and all subjects provided written informed con-
sent before participating in this study. This protocol was 
conducted in accordance with the principles of the 

Declaration of Helsinki and the Japanese Ethical 
Guidelines for Medical and Health Research Involving 
Human Subjects.

The subjects included 155 outpatients (54 males and 
101 females) who were on long-term (one year or more) 
BDZ treatment and their referring eight psychiatrists at 
seven psychiatric hospitals in Japan. Participants were 
selected based on the available sampling method. The 
diagnoses of the patients according to the Diagnostic and 
Statistical Manual of Mental Disorders, fifth edition, or the 
International Classification of Disease, tenth revision, were 
obtained from their medical charts.

The medical records of the patients were reviewed to 
obtain data on diagnoses, duration of illness, duration of 
BDZ use, medications, and demographic data (age, sex), 
and the Clinical Global Impression–Severity scale (CGI-S) 
was assessed. Participants completed questionnaires that 
asked about their lifestyle factors (smoking status, habitual 
alcohol intake, frequency of driving a car); frequency of 
BDZ use; previous BDZ cessation attempts as indicated by 
psychiatrists; and adherence. Regarding habitual alcohol 
intake, participants were asked about their frequency of 
alcohol consumption. Those answering “not at all” were 
considered the “no habitual alcohol intake” group, while 
those answering “sometimes” or “everyday” were consid-
ered the “habitual alcohol intake” group. Regarding BDZs, 
we converted each BDZ to diazepam (DZP) equivalents 
for the purposes of comparison.8 According to the package 
insert, each BDZ, with the exclusion of Z-drugs, was 
classified into one of three groups (short half-life group, 
intermediate half-life group, long half-life group).

After reviewing previous investigations regarding the 
attitudes of patients or psychiatrists,4–7 we developed an 
original questionnaire (Q1-Q18) concerning attitudes 
toward BDZ use. The questions directed towards patients 
were answered on a 4-point scale (1=strongly disagree, 
2=disagree, 3=agree, 4=strongly agree). The questions 
direct towards psychiatrists were answered on a 5-point 
scale (0= not applicable, 1=strongly disagree, 2=disagree, 
3=agree, 4=strongly agree). Those answering 1 or 2 were 
grouped in the “disagree” group, and those responding 
with 3 or 4 were classified in the “agree” group. In the 
logistic regression analysis described below, “not applic-
able” and “disagree” were grouped as “others”.

Concerning difficulties with BDZ dose reduction, a type 
A discrepancy was identified when the patient perceived 
reducing the dose to be difficult when the referring psychia-
trist did not, while a type B discrepancy was identified when 
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the patient did not perceive reducing the dose to be difficult 
when the referring psychiatrist did (Figure 1).

Statistical Analysis
The data are presented as the mean and standard deviation 
(SD) and number (%). The perception of the difficulty of 
reducing the dose of BDZ was analyzed with stratification 
by age and sex. Chi-square tests were performed for cate-
gorical variables. A value of p<0.05 was considered sig-
nificant. Multivariate logistic regression analysis with 
a forward selection method was performed to assess the 
effects of the patients’ attitudes (Q2-Q18 for patients) and 
covariates (age, sex, occasional use of BDZs, previous 
BDZ cessation attempts indicated by psychiatrist, duration 
of illness, duration of BDZ use, CGI-S, frequency of 
smoking, frequency of alcohol consumption, frequency 
of driving cars, adherence, diagnosis, DZP equivalent 
dose of the total prescription, use of short half-life BDZs 
except for Z-drugs, use of intermediate half-life BDZs 
except for Z-drugs, use of long half-life BDZs except for 
Z-drugs and use of Z-drugs) on the perception of difficulty 
in reducing the dose of BDZs (an “agree” response to Q1 
by the patients was scaled as 1, and the response “others” 
was scaled as 0). The effects of the psychiatrists’ attitudes 

(Q2-Q18 for the psychiatrists) and the same covariates on 
the perception of difficulty with regard to reducing the 
dose of BDZs (an “agree” response to Q1 by the psychia-
trists was scaled as 1, and the response “others” was scaled 
as 0) were also assessed. Furthermore, we also conducted 
multivariate logistic regression analysis to assess the 
effects of the patients’ attitudes (Q2-Q18 for patients), 
the psychiatrists’ attitudes (Q2-Q18 for psychiatrists) and 
the covariates on type A and B discrepancies. Regarding 
the dependent variables, the type A discrepancy group was 
scaled as 1, the other group was scaled as 0, the type 
B discrepancy group was scaled as 1, and the other 
group was scaled as 0. The data were analyzed using 
SPSS software for Windows (Version 26.0.0.0).

Results
The clinical and demographic characteristics of the parti-
cipants are listed in Table 1. Table 2 shows the patients’ 
attitudes toward BDZs, and Table 3 shows the psychia-
trists’ attitudes toward BDZs. The question with the most 
common agreement between patients and psychiatrists was 
Q9: “Do you believe that the continued administration of 
BDZs should continue as long as you desire?” (89.0%) and 
Q13 “Do you believe that information about addiction is 
important?” (98.1%). Table 4 shows the perception of 
difficulty in reducing the BDZ dose (Q1) as evaluated by 
the patients and their referring psychiatrists. There were no 
significant differences in age or sex among the categories.

Table 5 shows the factors associated with the patients’ 
and psychiatrists’ perception of a dose reduction being 
difficult (Q1). To assess the influence of attitudes (Q2- 
Q18) or characteristics on perception of difficulty (Q1), 
we performed a multivariate logistic regression analysis 
with a forward selection method. DZP equivalent doses of 
short half-life BDZs except for Z-drugs and patients’ 
responses to Q6, Q16 and Q17 were significantly asso-
ciated with patients perceiving a dose reduction as being 
difficult (Q1 for the patients). The duration of BDZ use, 
frequency of driving cars, frequency of alcohol consump-
tion, and psychiatrists’ responses to Q2, Q5, Q9, Q16, Q17 
and Q18 were significantly associated with psychiatrists’ 
perception of a dose reduction as being difficult (Q1 for 
the psychiatrists). Table 6 shows the factors associated 
with discrepancies in attitudes between patients and psy-
chiatrists regarding the difficulty of BDZ dose reduction. 
To assess the influence of attitudes (Q2-Q18 for patients or 
psychiatrists) and characteristics on these discrepancies 
(type A or type B), we performed a multivariate logistic 
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Figure 1 Responses of patients and their referring psychiatrists regarding the 
difficulty of reducing the dose of BDZs. 
Notes: The box shaded with vertical lines shows a type A discrepancy (patients 
perceive a reduction in the dose of BDZs to be more difficult than their referring 
psychiatrists do). The box shaded with horizontal lines shows a type B discrepancy 
(patients perceive a reduction in the dose of BDZs to be less difficult than their 
referring psychiatrists do).
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regression analysis with a forward selection method. 
Regarding type A discrepancies, female sex and responses 
to Q9, Q12 and Q16 by psychiatrists approached statistical 
significance. Regarding type B discrepancies, responses to 
Q6 for patients, Q17 for patients and Q9 for psychiatrists 
approached statistical significance.

Discussion
Main Findings and Highlights
To the best of our knowledge, this is the first study to 
investigate differences in attitudes towards BDZ treatment 
between patients and psychiatrists. Of the patients in our 
survey, 13% perceived a reduction in the dose of BDZ to be 
more difficult than their referring psychiatrists did (Type 
A discrepancy), while 25% perceived it to be less difficult 
(Type B discrepancy). Agreement with Q9 (patient’s 
desire), Q12 (short-term prescription), Q16 (rapport) for 
psychiatrists, and female sex of the patients were signifi-
cantly associated with type A discrepancies. Furthermore, 
agreement with Q6 (necessity of psychotherapy plus 
BDZs), agreement with Q17 (dose increase) for patients 
and agreement with Q9 (patient’s desire) for psychiatrists 
were significantly associated with type B discrepancies.

To assess the predictors of Type A and B discrepancies 
between patients and psychiatrists, we categorized the 
predictors into two groups based on the more pessimistic 
option. The predictors of pessimistic attitudes among 
patients regarding BDZ dose reductions were factors posi-
tively associated with type A discrepancies and negatively 
associated with type B discrepancies. However, the pre-
dictors of pessimistic attitudes among the referring psy-
chiatrists were factors negatively associated with type 
A discrepancies and positively associated with type 
B discrepancies.

The female sex, patient agreement with Q6 (necessity of 
psychotherapy plus BDZs) and Q17 (dose increasing), and 
psychiatrist agreement with Q12 (short-term prescription) 
were categorized as predictors of pessimistic attitudes 
among patients toward BDZ dose reduction. The female 
sex is a known risk factor for the long-term prescription of 
BDZs,3,9–11 and pessimistic attitudes among patients 
regarding a dose reduction might lead to long-term use. 
A previous qualitative study indicated that discontinuation 
attempts by patients were common and not very successful, 
with rapid relapses.5 Psychiatrists might be unaware of the 
vicious cycle of long-term use, high-dose dependence, and 

Table 1 Clinical and Demographic Characteristics. Values are 
the Mean and Standard Deviation (SD) or Number (%)

Characteristics All 
(N=155)

Age (years), mean (SD) 48.2 (15.9)

Female sex, n (%) 101 (65.2%)

Occasional (not daily) use of BDZs, n (%) 8 (5.2%)

Previous BDZ cessation attempts indicated by 
psychiatrist, n (%)

16 (9.3%)

Duration of illness (years), mean (SD) 11.7 (7.6)

Duration of BDZ use (years), mean (SD) 11 (7.1)

CGI-S, mean (SD) 3.2 (1.2)

Smoking, n (%)
Not at all 108 (69.7%)

Sometimes 2 (1.3%)

Everyday 45 (29.0%)

Alcohol consumption, n (%)

Not at all 100 (64.5%)
Sometimes 45 (29.0%)

Everyday 10 (6.5%)

Driving cars, n (%)

Not at all 69 (44.5%)

Sometimes 29 (18.7%)
Everyday 57 (36.8%)

Adherence, n (%)
Taking BDZs as prescription 135 (87.1%)

Forgetting to take BDZs sometimes 7 (4.5%)

Adjust BDZs by myself 13 (8.4%)

Diagnosis, n (%)

Schizophrenia spectrum 44 (27.7%)
Bipolar disorder 13 (8.4%)

Major depressive disorder 40 (25.8%)

Anxiety disorders 43 (27.7%)
Autism spectrum disorder 6 (3.9%)

Others 9 (5.8%)

Total DZP equivalent dose (mg), mean (SD) 14.3 (11.9)

DZP equivalent dose of BDZs except for z-drugs 

(mg), mean (SD)

13.4 (11.8)

Short half-life BDZs except for z-drugs (mg), 

mean (SD)

3.4 (4.8)

Intermediate half-life BDZs except for z-drugs 
(mg), mean (SD)

7.6 (8.0)

Long half-life BDZs except for z-drugs (mg), 
mean (SD)

2.4 (6.9)

DZP equivalent dose of z-drugs (mg), mean (SD) 0.8 (2.0)

Abbreviations: BDZ, benzodiazepine; CGI-S, Clinical Global Impressions-Severity 
of Illness scale; DZP, diazepam.
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unsuccessful cessation attempts. This vicious cycle might 
lead to the associations between the discrepancies and the 
female sex and patient agreement with Q6 and Q17. 
Agreement with Q12 (short-term prescription) by the psy-
chiatrists, which might reflect the psychiatrists’ affirmative 
attitude toward the guidelines, was associated with pessi-
mistic attitudes of patients toward BDZ dose reduction. 
Although we could not explain this association, the infor-
mation gap between patients and psychiatrists might cause 
pessimistic attitudes among some patients.

In contrast, psychiatrist agreement with Q9 (patient’s 
desire) and Q16 (rapport) could be considered predictors 
of pessimistic attitudes among referring psychiatrists. 
Psychiatrists’ belief that patients desire BDZs (Q9) might 
differ from the patients’ actual wishes,6 and such a belief 
might cause pessimistic attitudes among psychiatrists. In 
addition, patients might perceive that rapport with their 
psychiatrists relies on the provision of treatments other 
than simply BDZs, while psychiatrists might believe that 
rapport with their patients (Q16) only relies on their pre-
scription of BDZs. This misconception might lead to 
discrepancies.

Clinical and Demographic Characteristics 
as Risk Factors for the Perception of 
Difficulty in Reducing the Dose of BDZs
In our results, the DZP equivalent dose of short half-life 
BDZs except for Z-drugs was associated with the patients’ 
perception that a BDZ dose reduction would be difficult, 
while the duration of BDZ use was related to the referring 
psychiatrists’ perception that a dose reduction would be 
difficult. There is modest evidence that short half-life 
BDZs are associated with a greater risk of dependence,12 

and the pharmacological characteristics of BDZs might 
support our results. The duration of BDZ treatment is 
also known to be a risk factor for developing BDZ 
dependence.3

BDZ treatment is known to be a risk factor for traffic 
accidents,13 and long half-life BDZ anxiolytics are asso-
ciated with a greater risk than short half-life BDZs.14 

Furthermore, the concomitant use of alcohol and BDZs 
was found to increase the accident risk 7.7 times.15 We 
could not completely explain why the patients’ fre-
quency of driving cars (every day) was related to the 
referring psychiatrists’ perception of the difficulty 

Table 2 Patitent’s Attitudes Toward BDZs

Do you believe … Agree

Q1 … that dose reduction of BDZs is difficult? 65.8% (102/155)

Q2 … that anxiolytics have efficacy for anxiety? 88.4% (137/155)

Q3 … that hypnotics have efficacy for insomnia? 87.1% (135/155)

Q4 … that anxiolytics have efficacy for pain? 35.5% (55/168)

Q5 … that anxiolytics have efficacy for depressive mood? 84.5% (131/155)

Q6 … that anxiolytics are necessary even with psychotherapy? 81.9% (127/168)

Q7 … that psychotherapy takes long time? 67.7% (105/155)

Q8 for patients … that psychotherapy is unsuitable for yourself? 37.4% (58/155)

Q8 for psychiatrists … that psychotherapy is unsuitable for this patient?

Q9 for patients … that the continued administration of BDZs should continue as long as you desire? 89.0% (138/155)

Q9 for psychiatrists … that the continued administration of BDZs is justified because of the patient’s desire?

Q10 for patients … that the continued administration of BDZs is justified as long as social functions (job/housekeeping/study) are maintained? 81.9% (127/155)

Q10 for psychiatrists … that the continued administration of BDZs is justified because the patient’s social functions are maintained?

Q11 for patients … that the continued administration of BDZs is justified as long as adverse effects are not observed? 84.5% (131/155)

Q11 for psychiatrists … that the continued administration of BDZs is justified because adverse effect have not been observed?

Q12 for patients … that the continued administration of BDZs is justified for 1 month? 55.5% (86/155)

Q12 for psychiatrists … that the continued administration of BDZs is justified for 1 month for this patient?

Q13 … that information about addiction is important? 80.0% (124/155)

Q14 … that BDZs increase falls? 19.4% (30/155)

Q15 … that BDZs lead to daytime drowsiness? 53.5% (83/155)

Q16 … that rapport breaks down without the administration of BDZs? 34.8% (54/155)

Q17 … that the dose of BDZs has increased since the initial administration? 25.8% (40/155)

Q18 for patients Do you not want to take BDZs on principle? 37.4% (58/155)

Q18 for psychiatrists Do you not want to prescribe BDZs to this patient on principle?

Abbreviation: BDZs, benzodiazepines.
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involved in reducing the dose of BDZs. The relative 
affluence of the patients who owned their own car 
might have made the psychiatrists more optimistic. 
Despite the substantial risks associated with the conco-
mitant use of BDZs and alcohol,16 a recent study from 
Japan reported that the prevalence of concomitant alco-
hol intake was 39.8%.17 Psychiatrists might be pessi-
mistic with regard to BDZ dose reductions in patients 
who habitually consume alcohol.

Patients’ or Psychiatrists’ Attitudes as 
Risk Factors for the Perception of 
Difficulty in Reducing the Dose of BDZs
Although 69.7% of the psychiatrists agreed with Q2 (effi-
cacy of anxiolytics for anxiety), there is only low-quality 
evidence concerning the superiority of BDZs over 
a placebo for the short-term treatment of panic 
disorders.18 As first-line treatment for panic disorder, 
selective serotonin reuptake inhibitors are recommended 
in several guidelines.19–22 However, a study conducted in 
Japan showed a high prescription rate for BDZs, especially 
in the absence of concomitant antidepressant treatment, 
among patients with neurosis.23 In the case of patients 
with anxiety and major depression, there is no evidence 
of the efficacy of treatment with antidepressants plus 
BDZs with regard to the symptoms of anxiety.24 There 
might be misconceptions among psychiatrists regarding 
the efficacy of BDZ as a treatment for anxiety.

In the early phase (within 4 weeks) of treatment for 
major depression, there is moderate qualitative evidence 
that antidepressants plus BDZs reduce the severity of 

Table 4 Perception of Difficulty in Reducing BDZ Dose Among 
Patients and Psychiatrists Divided by Age and Gender

Number and %

Age (Years) ≤39 40–54 ≥55 Total

Patients

Male sex 8 (47.1%) 18 (72.0%) 7 (58.3%) 33 (61.1%)
Female sex 29 (76.3%) 15 (68.2%) 25 (61.0%) 69 (68.3%)

Psychiatrists
Male sex 14 (82.4%) 22 (88.0%) 10 (83.3%) 46 (85.2%)

Female sex 24 (63.2%) 16 (72.7%) 35 (85.4%) 75 (74.3%)

Table 3 Psychiatrist’s Attitudes Toward BDZs

Do you believe … Agree Not 

Applicable

Q1 … that dose reduction of BDZs is difficult? 78.1% (121/155) 0% (0/155)

Q2 … that anxiolytics have efficacy for anxiety? 69.7% (108/155) 14.2% (22/155)

Q3 … that hypnotics have efficacy for insomnia? 75.5% (117/155) 14.2% (22/155)

Q4 … that anxiolytics have efficacy for pain? 12.9% (20/155) 38.1% (59/155)

Q5 … that anxiolytics have efficacy for depressive mood? 51.6% (80/155) 18.1% (28/155)

Q6 … that anxiolytics are necessary even with psychotherapy? 52.3% (81/155) 14.8% (23/155)

Q7 … that psychotherapy takes long time? 93.5% (145/155) 2.6% (4/155)

Q8 for patients … that psychotherapy is unsuitable for yourself? 67.1% (104/155) 0% (0/155)

Q8 for psychiatrists … that psychotherapy is unsuitable for this patient?

Q9 for patients … that the continued administration of BDZs should continue as long as you desire? 72.9% (113/155) 0.6% (1/155)

Q9 for psychiatrists … that the continued administration of BDZs is justified because of the patient’s desire?

Q10 for patients … that the continued administration of BDZs is justified as long as social functions (job/housekeeping/study) are 

maintained?

74.8% (116/155) 0.6% (1/155)

Q10 for psychiatrists … that the continued administration of BDZs is justified because the patient’s social functions are maintained?

Q11 for patients … that the continued administration of BDZs is justified as long as adverse effects are not observed? 75.5% (117/155) 0% (0/155)

Q11 for psychiatrists … that the continued administration of BDZs is justified because adverse effect have not been observed?

Q12 for patients … that the continued administration of BDZs is justified for 1 month? 39.4% (61/155) 7.1% (11/155)

Q12 for psychiatrists … that the continued administration of BDZs is justified for 1 month for this patient?

Q13 … that information about addiction is important? 98.1% (152/155) 0% (0/155)

Q14 … that BDZs increase falls? 5.2% (8/155) 1.3% (2/155)

Q15 … that BDZs lead to daytime drowsiness? 18.1% (28/155) 0.6% (1/155)

Q16 … that rapport breaks down without the administration of BDZs? 41.3% (64/155) 0% (0/155)

Q17 … that the dose of BDZs has increased since the initial administration? 35.5% (55/155) 1.9% (3/155)

Q18 for patients Do you not want to take BDZs on principle? 65.8% (102/155) 0% (0/155)

Q18 for psychiatrists Do you not want to prescribe BDZs to this patient on principle?

Abbreviation: BDZs, benzodiazepines.
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depressive symptoms.24 Several guidelines also recom-
mended treatment with antidepressants plus BDZs within 
short-term (such as the first 4 weeks).25–27 In Japan, 
BDZs were prescribed to approximately 60% of patients 
with mood disorders.23 However, there is no evidence 
that treatment with antidepressants plus BDZs is effec-
tive for depressive symptoms over the course of 4 
weeks,24 and long-term treatment with BDZs could lead 
to the development of dependence and accidents.12 

Agreement with Q5 (efficacy of anxiolytics for depres-
sive mood) on the part of psychiatrists was negatively 
associated with their perception of the difficulty of redu-
cing the dose of BDZs (Q1). The psychiatrists’ 

agreement with the guidelines might relate to their opti-
mism with regard to the possibility of reducing the dose 
of BDZs.

There has been no evidence of a superior efficacy of 
psychotherapy plus BDZs compared with psychotherapy 
alone for patients with panic disorder.28 Agreement with 
Q6 (necessity of psychotherapy plus BDZs) on the part of 
patients was contrary to this lack of evidence, and this 
might lead these patients to believe that it would be diffi-
cult to reduce the dose of BDZs (Q1).

Agreement with Q9 (patient’s desire) among psychia-
trists was positively associated with their perception that it 
would be difficult to reduce the dose of BDZs (Q1), and 

Table 5 Factors Associated with Difficulties with Reducing the Dose of BDZs According to Patients and Psychiatrists

B Standard Error Wald Value P-value Odds Ratio

Patients

DZP equivalent dose of short half-life BDZs except for z-drugs 0.117 0.050 5.382 0.020 1.124 (1.018–1.241)

Q6 for patients 2.020 0.546 13.680 <0.001 7.538 (2.585–21.987)

Q16 for patients 1.254 0.465 7.278 0.007 3.504 (1.409–8.715)

Q17 for patients 1.497 0.546 7.516 0.006 4.469 (1.532–13.031)

Psychiatrists

Duration of BDZs use 0.160 0.056 8.351 0.004 1.174 (1.053–1.309)

Driving cars

Not at all (ref.)

Sometimes −0.678 0.866 0.614 0.433 0.507 (0.093–2.769)

Everyday −2.475 0.863 8.234 0.004 0.084 (0.016–0.456)

Habitual alcohol intake 2.227 0.809 7.579 0.006 9.271 (1.899–45.252)

Q2 for psychiatrists 2.263 1.189 3.624 0.057 9.611 (0.935–98.754)

Q5 for psychiatrists −3.378 1.113 9.211 0.002 0.034 (0.004–0.302)

Q9 for psychiatrists 2.101 0.719 8.543 0.003 8.178 (1.998–33.466)

Q16 for psychiatrists 3.460 1.225 7.972 0.005 31.818 (2.881–351.406)

Q17 for psychiatrists 2.028 0.895 5.142 0.023 7.603 (1.317–43.892)

Q18 for psychiatrists 1.512 0.679 4.965 0.026 4.537 (1.200–17.158)

Abbreviations: BDZs, benzodiazepines; DZP, diazepam.

Table 6 Factors Associated with Patient-Psychiatrist Disagreement Regarding the Difficulties Involved in Reducing the Dose of BDZs

B Standard Error Wald Value P-value Odds Ratio

Type A discrepancy

Female sex 2.220 0.832 7.113 0.008 9.205 (1.801–47.038)

Q9 for psychiatrists −1.837 0.630 8.498 0.004 0.159 (0.046–0.548)
Q12 for psychiatrists 1.520 0.635 5.724 0.017 4.572 (1.316–15.880)

Q16 for psychiatrists −2.616 1.063 6.055 0.014 0.073 (0.009–0.587)

Type B discrepancy

Q6 for patients −2.390 0.564 17.971 <0.001 0.092 (0.030–0.277)

Q17 for patients −2.433 0.747 10.595 0.001 0.088 (0.020–0.380)
Q9 for psychiatrists 1.290 0.611 4.461 0.035 3.634 (1.097–12.037)

Notes: Type A discrepancy: patients perceive more difficulties involved in reducing the dose of BDZs than their referring psychiatrists. Type B discrepancy: referring 
psychiatrists perceive more difficulties involved in reducing the dose of BDZs than patients. 
Abbreviation: BDZs, benzodiazepines.
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previous studies support our results. A study regarding 
GPs’ attitudes in Belgium reported that 47.2% of GPs 
thought patients would expect a prescription.7 Another 
study from Japan demonstrated that the main reason for 
difficulties with regard to hypnotic or anxiolytic dose 
reduction was that “patients were reluctant to reduce the 
dosages”.29 In that study, more than half of the psychia-
trists listed this reason as a barrier to reducing the doses of 
hypnotics or anxiolytics.

In each analysis, agreement with Q16 (rapport) was 
positively associated with the perception that it would be 
difficult to reduce the dose of BDZs (Q1). A previous 
study showed that patients were willing to stop treatment 
with BDZs;6 the psychiatric setting of our study in which 
participants might have more severe dependence could 
explain this difference. Japanese medical service payment 
data show that psychiatrist referrals were a significant risk 
factor for long-term hypnotic use compared with GP 
referrals.3

In our study, agreement with Q17 (dose increase) on 
the part of both patients and psychiatrists was positively 
associated with their perception that it would be difficult 
to reduce the dose of BDZs (Q1). Japanese medical 
service payment data showed that the longer the dura-
tion of BDZ treatment was, the greater the subsequent 
increase in the dosage,3 which supported our results. 
Furthermore, agreement with Q18 (not wanting to pre-
scribe BDZs on principle) on the part of psychiatrists 
was positively associated with their perception that it 
would be difficult to reduce the dose of BDZs (Q1). 
This might be caused by the psychiatrists’ reluctance to 
renew prescriptions for BDZs written by other psychia-
trists for patients with long-term BDZ use. A previous 
study showed that GPs felt that it was difficult to change 
colleagues’ prescriptions of psychotropic drugs,30 which 
might also be true among psychiatrists.

Perspective Regarding Reducing 
Long-Term BDZ Use and Overcoming 
Discrepancies in Attitudes
Preventive psychoeducation at the time of the initial BDZ 
prescription is an important approach for preventing 
long-term BDZ use. However, for patients with long- 
term BDZ use, information regarding BDZ adverse 
effects should be carefully given to prevent abruptly 
ceasing and mitigate withdrawal. In addition, a patient- 
centered framework with prescriber-patient conversations 

is believed to reduce the dose of BDZs and prevent 
unintended abrupt cessation.31 Communication and inter-
personal skills, such as warmth, trust, active listening and 
exploration of patient experiences, enhance prescriber- 
patient conversations. Patients must be involved in the 
decision-making process and should take time to prevent 
withdrawal. Practice guidelines that could be used for 
patient-centered care regarding reducing the use of psy-
chotropic drugs need to be developed, and their efficacy 
needs to be investigated. Further studies investigating the 
promotion of patient-centered care to reduce BDZ use are 
needed.

Strengths and Limitations
There are several limitations of this study. First, our origi-
nal questionnaire used in this study was not validated. 
Thus, the comparison and interpretation of our results 
should be conducted carefully. To investigate attitudes 
toward therapy, further studies with validated question-
naires, such as the 30-item Drug Attitude Inventory, are 
needed.32 Second, because our study was a cross-sectional 
study, this study could not elucidate the causal relation-
ships between the predictors and the perception of the 
difficulty of BDZ dose reduction. Third, our participants 
were limited to those receiving long-term BDZ treatment. 
Thus, our results represent only the attitudes of patients 
with long-term BDZ use. Further studies investigating 
attitudes among patients receiving short-term BDZ treat-
ment are needed. Fourth, several potential confounding 
factors, such as employment status, education status and 
previous BDZ cessation attempts indicated by the patients, 
were not assessed in our study. Other factors related to the 
sociodemographic conditions of the patients and the health 
organization were also not considered. Fifth, our sample 
was heterogeneous in psychiatric diagnoses. The treatment 
needs, adherence and perception can differ across different 
disorders. Thus, the interpretation of our results needs to 
consider this limitation. Sixth, we focused on psychiatrists 
and their patients who are not the main prescribers of 
BDZs. However, according to Japanese medical service 
payment data, patients referred to psychiatrists were at 
a significant risk of long-term hypnotic use compared 
with patients referred to GPs.3 Our study has the strength 
of considering the attitudes of long-term BDZ use patients. 
Furthermore, our study has the strength of considering the 
risk of dependence on BDZs, which, in contrast to other 
drug abuses, is often iatrogenic, without dose escalation 
and, therefore, often unnoticed and disregarded.31,33
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Conclusion
Of the patients treated with BDZs for a year or longer, 
65.8% reported that it would be difficult to reduce the dose 
of BDZ. Furthermore, 13% of the patients perceived 
greater difficulty than their referring psychiatrists, while 
25% of the patients perceived less difficulty. To overcome 
the differences in attitudes between patients and psychia-
trists toward BDZ cessation, it is necessary to promote 
patient-centered care through patient psychoeducation and 
the provision of practice guidelines for decision-making 
process. Further studies on the promotion of patient- 
centered care to reduce BDZ use are needed.
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