Current knowledge, information and guidance information

The NHS Clinical Knowledge Summaries (CKS) is a new resource procured for NHS England in 2006 that evolves and enhances the previous PRODIGY service.  PRODIGY Knowledge forms a mandatory element of GP systems.

In 2006 PRODIGY updated its guidance on benzodiazepines and Z drugs.  Some questions are put and answered.  These include:

· Are they motivated to stop the drug? If a person is not motivated to stop taking their benzodiazepines or z drug, do not pressurise them to stop as this is likely to be counter-productive, increasing their anxieties about withdrawing.

· Is this a suitable time to withdraw the drug?  The chances of successfully withdrawing the benzodiazepine or z drug are improved when a person’s physical health, psychological health and personal circumstances are stable.  In some circumstances it may be more appropriate to wait until other problems are sorted out or improved before starting withdrawal of the drug.  

· Listen and understand why they do not want to stop the drug. 

·  Address any concerns they have about stopping.  Reassure them that they will be in control of their withdrawal and that they can proceed at a rate that suits them.  
· Discuss the benefits of stopping the drug.  This discussion should include an explanation of tolerance, adverse effects and the risks of continuing the drug.
· Provide written material about the benefits of stopping the drug and give them time to consider these issues.
· Review at a later date if necessary and reassess their motivation to stop.
· Withdrawal schedules need to be flexible and tailored to the individual because there are marked variations between people and how they cope with withdrawal.
· Whenever possible give the person control over their own withdrawal schedule because they are in the best position to judge how well they are coping with withdrawal.  The size of the dose reduction  and the interval between dose reductions can both be varied to suit the individual.  At times they may need to be maintained for a longer period of time on a fixed dose, rather than continuing to taper their dose.
· Avoid increasing the dose .  In general, increasing the dose undermines the progress a person has made.
· The suggested rate of withdrawal is in steps of between 5% and 10% of their current daily dose.  The decrease in dosage therefore becomes smaller as the overall dose decreases.
· Withdrawal is most easily managed from diazepam because it has longer half-life  and it is available in10mg 5mg and 2mg tablets as well as in liquid formulation which allows for small dosage reduction during withdrawal.
· It is recommended that a person should be switched to diazepam from short-acting benzodiazepines before withdrawing when they are using short-acting potent benzodiazepines, lorazepam or alprazolam or are using preparations which do not allow for small reductions in dose, including flurazepam,loprazolam, lormetazepam, oxazepam.  The decision about switching to diazepam should be made with the person after a discussion.
· Conversion to diazepam is best carried out in stages, one dose at a time.
· Be flexible in following the schedule and be guided by the patient.
The Mental Health Act of 2007:  Changes to exclusions from operation of 1983 Act.  Dependence on alcohol or drugs is not considered to be a disorder or disability of the mind for the purposes of subsection 2.

The Chief Medical Officer Update 37.  In 2007 a reminder update was sent to all doctors by the Chief Medical Officer addressing prescribing habits.

Drug Safety Update MHRA and CHM,  October 3rd 2007.  Lorazepam: reduction of recommended maximum dose.  Maximum dose of lorazepam for short-term symptomatic treatment is 4mg per day for severe, disabling anxiety, and 2mg for severe disabling insomnia.  Prescribers are reminded of previous advice.  Doses of lorazepam above 4mg per day are not considered appropriate in view of the recommended maximum treatment duration of 4 weeks, which includes a dose-reduction period.
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