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  Abstract
  Aims and MethodWe sought to determine the prevalence of long-term benzodiazepine prescribing in patients with schizophrenia occupying psychiatric rehabilitation beds. A cross-sectional survey was conducted in 11 National Health Service trusts.

ResultsAlmost10% of patients occupying rehabilitation beds had a diagnosis of schizophrenia and received long-term benzodiazepines in combination with one or more anti-psychotics.

Clinical ImplicationsOur results are consistent with those of other authors and show that benzodiazepines are frequently used inthe long-term in patients with schizophrenia despite a lack of open acknowledgement of this practice and a paucity of objective data to support its efficacy.
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 With a move away from using the sedative side-effects of antipsychotic drugs to control acute behavioural disturbance in the setting of mental illness, the use of benzodiazepines in this context has increased as they sedate effectively with minimal risk of side-effects. The Royal College of Psychiatrists consensus statement on the use of high dose antipsychotics (Reference ThompsonThompson, 1994) clearly states that benzodiazepines alone or in combination with standard doses of antipsychotics are the drugs of choice when rapid tranquillisation is required. The principle being applied here is ‘when sedation is required, use a sedative’. A problem then arises because of the time lag between the administration of antipsychotic drugs and therapeutic effect (Reference Keck, Cohen and BaldessariniKeck et al, 1989). For some patients this can be several weeks and additional sedation is often required during this time. It is at this point that the use of benzodiazepines to control behavioural disturbance parallels their use to control anxiety symptoms. When does acute disturbance become chronic disturbance and is the use of benzodiazepines in the longer term ever justified? It is our informal impression that the use of benzodiazepines in the medium- or long-term in patients with a schizophrenic illness that is difficult to treat is increasing locally and we sought to survey this in a larger patient sample.




 Method

 Pharmacists belonging to the South East Thames Psychiatric Pharmacists Network (a branch of the UK Psychiatric Pharmacy Group) were asked to identify all patients cared for by their trust who:



	
(a) occupied a psychiatric rehabilitation bed on the 9 November 1998;


	
(b) had a diagnosis of schizophrenia;


	
(c) had been receiving a benzodiazepine for more than six weeks.




 Patients prescribed as required (p.r.n.) benzodiazepines were included only if doses were administered at least three times weekly.

 Prescription records and clinical notes were then used to obtain the following demographic and clinical information for each patient: age, gender; age at onset of illness; and doses and routes of administration of all prescribed psychotropic drugs. The total number of beds surveyed by each pharmacist was recorded.




 Results

 Data were received from 11 trusts, covering a total of 315 rehabilitation beds. Participating trusts are listed in the Acknowledgements.

 Twenty-nine patients with a diagnosis of schizophrenia who had received a benzodiazepine for more than six weeks were identified, representing 9.2% of patients occupying these beds. Twenty-one (6.6%) received regular and eight (2.5%) p.r.n. benzodiazepines. The mean age of the patients was 40.7 years (range 21-68) and the mean age of illness onset 21.4 years (range 11-34).

 The most commonly prescribed benzodiazepine was lorazepam (n=17), followed by diazepam (n=7), clonazepam (n=4) and temazepam (n=1). The mean daily dose of lorazepam was 2.9 mg (range 1-6 mg), diazepam 10.4 mg (2-20 mg) and clonazepam 1.7 mg (1-4 mg).

 All 29 patients were prescribed at least one regular antipsychotic with 12 receiving two or more. Eight patients received clozapine (three in combination with other antipsychotics), 15 other atypical antipsychotics (two in combination), 15 oral typical antipsychotics (four in combination) and four depot preparations (all in combination). By using the maximum British National Formulary (BNF, 1999) dose as 100% and adding percentages for those patients prescribed more than one antipsychotic, the total prescribed dose of antipsychotic ranged from 33-216% (mean 92%) per patient. Eight patients were prescribed more than 100% of the BNF recommended dose.

 Fifteen patients were prescribed other psychotropic medication, nine of whom received a mood stabiliser and six an antidepressant.




 Discussion

 Almost one in 10 patients occupying rehabilitation beds had a diagnosis of schizophrenia and received benzodiazepines in the medium- or long-term. Possible reasons for this include: inadequate response to antipsychotics alone; an ‘antipsychotic sparing effect’ of the benzodiazepine; poor review of the drug regime after a period of acute disturbance; misuse by patients; and, in the case of p.r.n. medication, inappropriate use by staff.


 Inadequate response to antipsychotics

 It is generally accepted that 30% of patients with schizophrenia respond poorly if at all to conventional antipsychotics and a third of this group respond poorly to clozapine (Reference KaneKane, 1992). The patients in our sample occupied a long-term hospital bed, and there was a high prevalence of antipsychotic polypharmacy, use of antipsychotics in total doses of over 100% of the BNF maximum and co-prescription of other psychotropic drugs, indicating that their illness was not easy to control. Alternative strategies are clearly required for these patients.

 Benzodiazepines are prescribed in schizophrenia for a variety of reasons including: as hypnotics; to alleviate the side-effects of neuroleptics such as akathisia and tardive dyskinesia; to treat comorbid anxiety considered unrelated to the primary diagnosis and to treat core psychotic symptoms including negative symptoms (Reference LingjaerdeLingjaerde, 1991). They possess some pharmacological effects that may, theoretically, be beneficial in patients with psychotic illness. Benzodiazepines facilitate γ-aminobutyric acid (GABA) transmission and GABA inhibits some dopamine pathways. It has been postulated that the resultant effect is similar to that achieved by neuroleptics, but via a different route (Reference Easton and JanicakEaston & Janicak, 1991). Benzodiazepines block stress activation in the meso-prefronto-cortical tracts, a pathway which has few dopamine receptors. Wolkowitz et al (Reference Wolkowitz, Turetsy and Reus1992) postulate that this is the mechanism for augmentation of antipsychotic response in those individuals with schizophrenia who are sensitive to stress.

 There are many reports of benzodiazepines usefully augmenting antipsychotic response when given in standard doses, although negative reports also exist. Wolkowitz & Pickar (Reference Wolkowitz and Pickar1991) reviewed the literature in this area and concluded that 30-50% of patients respond favourably to the combination, although only a few in a very striking way. Those with more severe psychosis, motor disturbance or anxiety symptoms may respond preferentially and improvement may be seen across the whole range of psychotic symptoms including hallucinations, delusions, thought disorder and negative symptoms. Some patients were noted to respond within 24 hours. Virtually all the literature describes only the acute phase of treatment, with follow-up data beyond eight weeks rarely available. One exception to this is the study by Wolkowitz et al (Reference Wolkowitz, Turetsy and Reus1992), where five of seven patients who initially responded to alprazolam augmentation, showed sustained improvement after 37 months.

 There is a suggestion that the tribenzodiazepines (estazolam, alprazolam and the closely related clonazepam) may be superior to the other benzodiazepines in augmenting neuroleptic response (Reference Wolkowitz and PickarWolkowitz & Pickar, 1991). Some authors, however, recommended avoiding these high potency benzodiazepines and state a preference for diazepam or chlordiazepoxide stating that their longer half-lives are likely to lead to less risk of withdrawal psychosis secondary to non-adherence (Reference Christison, Kirch and WyattChristison et al, 1991). This is speculative rather than proven. The issue of ‘which benzodiazepine’ is particularly important as diazepam and lorazepam are the benzodiazepines most frequently used for rapid tranquillisation (Reference Pilowsky, Ring and ShinePilowsky et al, 1992) and therefore, by default, the most likely to be prescribed on a chronic basis. This is confirmed by our findings.




 Antipsychotic sparing effect

 Pecknold (Reference Pecknold1993), surveyed 149 out-patients diagnosed as suffering from schizophrenia and found that 41% received both antipsychotics and benzodiazepines on a chronic basis. Those patients receiving combined antipsychotics and benzodiazepines received a lower overall dose of antipsychotic than the group receiving antipsychotics alone. This may be due to an antipsychotic sparing effect of the benzodiazepine or simply to the fact that the cohort receiving benzodiazepines were less ill. We did not survey antipsychotic doses in those patients with schizophrenia who did not receive benzodiazepines and so cannot confirm this finding.

 Diazepam has been shown to be superior to placebo and as effective as fluphenazine in aborting prodromal symptoms of relapse in patients with schizophrenia who were otherwise medication free (Reference Carpenter, Buchanan and KirkpatrickCarpenter et al, 1999). That is, an antipsychotic sparing effect has been demonstrated in these circumstances. It is well recognised that ongoing antipsychotic medication does not guarantee that the patient will be relapse free and it is possible, although not proven, that benzodiazepines may have a similar protective effect in patients receiving antipsychotics who begin to decompensate, thus sparing them from exposure to increased doses of antipsychotics.

 There are reports of both tolerance developing to the antipsychotic effect of benzodiazepines, and rebound psychosis on withdrawal (Reference Wolkowitz, Turetsy and ReusWolkowitz et al, 1992) where for some patients more severe symptoms than those that were initially present before benzodiazepines were prescribed become apparent. This could be interpreted by prescribers as a benzodiazepine withdrawal reaction or, alternatively, as benzodiazepines having a true antipsychotic effect which when removed precipitates relapse.




 Poor review of the drug regime

 This may be in the form of failing to discontinue benzodiazepines after a period of acute disturbance, or failing to use a more effective antipsychotic (i.e. clozapine) where it is indicated. Most of the respondents reported a small number of patients who fulfilled our criteria and there was not a striking difference in prevalence rates between trusts. It seems unlikely that a similar proportion of patients in each trust would have their prescription review neglected in the same way. Our data does not allow further discussion of this point.




 Misuse by patients

 Dependence is potentially a major problem when benzodiazepines are used to treat anxiety spectrum disorders and although some authors express the opinion that such problems are less likely in patients with schizophrenia (Reference Wolkowitz and PickarWolkowitz & Pickar, 1991), a survey by Hawley et al (Reference Hawley, Tattersall and Dellaportas1994) which identified 6% (10 times the prevalence rate for schizophrenia) of hospital benzodiazepine-dependence clinic attendees as suffering from schizophrenia would not support this view. Benzodiazepines should always be used with caution in those with a history of drug or alcohol misuse.




 Inappropriate use by staff

 Over a quarter of patients who were receiving benzodiazepines had p.r.n. prescriptions which were administered at least three times a week. It is possible that staff resorted to medication too easily and that using de-escalation techniques such as talking down, one to one attention or ‘time-out’ may have reduced the need for p.r.n. Again, our data does not allow further discussion of this point.






 Implications

 The results of this survey are in line with those of Pecknold (Reference Pecknold1993) and Hawley et al (Reference Hawley, Tattersall and Dellaportas1994) and show that a substantial proportion of patients with schizophrenia receive benzodiazepines in the long-term. It is time to openly acknowledge this practice and gather objective data to evaluate its efficacy and risks.







 Acknowledgements

 We thank the following pharmacy departments for providing data for the study: Bethlem & Maudsley NHS Trust, Horizon NHS Trust, Hounslow & Spellthorne NHS Trust, Lambeth NHS Trust, Lewisham & Guy's NHS Trust, Mid-Essex NHS Trust, Oxleas NHS Trust, South Downs NHS Trust, St Clements NHS Trust, West Hertfordshire Community Trust, West Middlesex NHS Trust.







   
 References
  
 

 British National Formulary (1999) British National Formulary.
London: British Medical Association and Royal Pharmaceutical Society of Great Britain.Google Scholar


 
 

 Carpenter, W.T., Buchanan, R.W., Kirkpatrick, B., et al (1999) Diazepam treatment of early signs of exacerbation in schizophrenia. American journal of Psychiatry, 156, 299–303.Google Scholar


 
 

 Christison, G.W., Kirch, D. G. & Wyatt, R. J. (1991) When symptoms persist: choosing among alternative somatic treatments for schizophrenia. Schizophrenia Bulletin, 17, 217–245.Google Scholar


 
 

 Easton, M. S. & Janicak, P. G. (1991) Benzodiazepines in the management of psychosis. Psychiatric Medicine, 9, 25–36.Google Scholar


 
 

 Hawley, C. J., Tattersall, M., Dellaportas, C., et al (1994) Comparison of long-term benzodiazepine users in three settings. British Journal of Psychiatry, 165, 792–796.Google Scholar


 
 

 Kane, J. M. (1992) Clinical efficacy of clozapine in treatment-refractory schizophrenia: an overview. British Journal of Psychiatry, 160 (suppl. 17), 41–45.Google Scholar


 
 

 Keck, P.E., Cohen, B.M., Baldessarini, R. J., et al (1989) Time course of antipsychotic effects of neuroleptic drugs. Americanlournal of Psychiatry, 146, 1289–1292.Google ScholarPubMed


 
 

 Lingjaerde, O. (1991) Benzodiazepines in the treatment of schizophrenia: an updated survey. Acta Psychiatrica Scandinavica, 84, 453–459.Google Scholar


 
 

 Pecknold, J. C. (1993) Survey of the adjuvant use of benzodiazepines for treating out-patients with schizophrenia. Journal of Psychiatry & Neurosciences, 18, 82–84.Google Scholar


 
 

 Pilowsky, L. S., Ring, H., Shine, P. J., et al (1992) Rapid tranquillisation. A survey of emergency prescribing in a general psychiatric hospital. British Journal of Psychiatry, 160, 831–835.Google Scholar


 
 

 Thompson, C. (1994) The use of high dose antipsychotic medication. British Journal of Psychiatry, 164, 448–458.Google Scholar


 
 

 Wolkowitz, O.M. & Pickar, D. (1991) Benzodiazepines in the treatement of schizophrenia: a review and reappraisal. American Journal of Psychiatry, 148, 714–726.Google Scholar


 
 

 Wolkowitz, , Turetsy, N., Reus, V. I., et al (1992) Benzodiazepine augmentation of neuroleptics in treatment-resistant schizophrenia. Psychopharmacology Bulletin, 28, 291–295.Google Scholar




 

         
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 [image: alt] 
 




Open access

 	16
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
16




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Barnes, T.R.E.
Buckley, P.
and
Schulz, S.C.
2003.
Schizophrenia.
p.
489.


	CrossRef
	Google Scholar






Simoni-Wastila, Linda
Ross-Degnan, Dennis
Mah, Connie
Gao, Xiaoming
Brown, Jeffrey
Cosler, Leon E.
Fanning, Thomas
Gallagher, Peter
Salzman, Carl
and
Soumerai, Stephen B.
2004.
A retrospective data analysis of the impact of the New York triplicate prescription program on benzodiazepine use in medicaid patients with chronic psychiatric and neurologic disorders.
Clinical Therapeutics,
Vol. 26,
Issue. 2,
p.
322.


	CrossRef
	Google Scholar






DUXBURY, J. A.
and
BAKER, J.
2004.
The use and nursing management of benzodiazepines in acute, mental health inpatient care: a discussion.
Journal of Psychiatric and Mental Health Nursing,
Vol. 11,
Issue. 6,
p.
662.


	CrossRef
	Google Scholar






2005.
The Maudsley 2005-2006 Prescribing Guidelines.
p.
135.


	CrossRef
	Google Scholar






Wheeler, Amanda
Kairuz, Therese
Sheridan, Janie
and
McPhee, Emma
2007.
Sedative-hypnotic treatment in an acute psychiatric setting: comparison with best practice guidance.
Pharmacy World & Science,
Vol. 29,
Issue. 6,
p.
603.


	CrossRef
	Google Scholar






Haw, Camilla
and
Stubbs, Jean
2007.
Benzodiazepines — a necessary evil? A survey of prescribing at a specialist UK psychiatric hospital.
Journal of Psychopharmacology,
Vol. 21,
Issue. 6,
p.
645.


	CrossRef
	Google Scholar






Xiang, Yu-Tao
Weng, Yong-Zhen
Leung, Chi-Ming
Tang, Wai-Kwong
and
Ungvari, Gabor Sandor
2008.
Socio-demographic and clinical correlates of lifetime suicide attempts and their impact on quality of life in Chinese schizophrenia patients.
Journal of Psychiatric Research,
Vol. 42,
Issue. 6,
p.
495.


	CrossRef
	Google Scholar






Pereira, Stephen M.
Pietromartire, Sabrina
and
Lipsedge, Maurice
2008.
Psychiatric Intensive Care.
p.
161.


	CrossRef
	Google Scholar






Baker, John
Duxbury, Joy
and
Turner, Jim
2009.
Medicines Management in Mental Health Care.
p.
223.


	CrossRef
	Google Scholar






Giersch, Anne
Boucart, Muriel
Elliott, Mark
and
Vidailhet, Pierre
2010.
Atypical behavioural effects of lorazepam: Clues to the design of novel therapies?.
Pharmacology & Therapeutics,
Vol. 126,
Issue. 1,
p.
94.


	CrossRef
	Google Scholar






Scarr, Elizabeth
Um, Jung Yoon
Cowie, Tiffany Frances
and
Dean, Brian
2013.
Cholinergic muscarinic M4 receptor gene polymorphisms: A potential risk factor and pharmacogenomic marker for schizophrenia.
Schizophrenia Research,
Vol. 146,
Issue. 1-3,
p.
279.


	CrossRef
	Google Scholar






Sugarman, Philip
Mitchell, Amy
Frogley, Catherine
Dickens, Geoffrey L
and
Picchioni, Marco
2013.
Off-licence prescribing and regulation in psychiatry: current challenges require a new model of governance.
Therapeutic Advances in Psychopharmacology,
Vol. 3,
Issue. 4,
p.
233.


	CrossRef
	Google Scholar






Berna, F.
Misdrahi, D.
Boyer, L.
Aouizerate, B.
Brunel, L.
Capdevielle, D.
Chereau, I.
Danion, J.M.
Dorey, J.M.
Dubertret, C.
Dubreucq, J.
Faget, C.
Gabayet, F.
Lancon, C.
Mallet, J.
Rey, R.
Passerieux, C.
Schandrin, A.
Schurhoff, F.
Tronche, A.M.
Urbach, M.
Vidailhet, P.
Llorca, P.M.
Fond, G.
Aouizerate, B.
Berna, F.
Blanc, O.
Brunel, L.
Bulzacka, E.
Capdevielle, D.
Chereau-Boudet, I.
Chesnoy-Servanin, G.
Danion, J.M.
D'Amato, T.
Deloge, A.
Delorme, C.
Denizot, H.
De Pradier, M.
Dorey, J.M.
Dubertret, C.
Dubreucq, J.
Faget, C.
Fluttaz, C.
Fond, G.
Fonteneau, S.
Gabayet, F.
Giraud-Baro, E.
Hardy-Bayle, M.C.
Lacelle, D.
Lançon, C.
Laouamri, H.
Leboyer, M.
Le Gloahec, T.
Le Strat, Y.
Llorca, P.M.
Mallet, J.
Metairie, E.
Misdrahi, D.
Offerlin-Meyer, I.
Passerieux, C.
Peri, P.
Pires, S.
Portalier, C.
Rey, R.
Roman, C.
Sebilleau, M.
Schandrin, A.
Schurhoff, F.
Tessier, A.
Tronche, A.M.
Urbach, M.
Vaillant, F.
Vehier, A.
Vidailhet, P.
Vilain, J.
Vilà, E.
Yazbek, H.
and
Zinetti-Bertschy, A.
2015.
Akathisia: prevalence and risk factors in a community-dwelling sample of patients with schizophrenia. Results from the FACE-SZ dataset.
Schizophrenia Research,
Vol. 169,
Issue. 1-3,
p.
255.


	CrossRef
	Google Scholar






2021.
The Maudsley Prescribing Guidelines in Psychiatry.
p.
305.


	CrossRef
	Google Scholar






Baldwin, David S.
2022.
Clinical management of withdrawal from benzodiazepine anxiolytic and hypnotic medications.
Addiction,
Vol. 117,
Issue. 5,
p.
1472.


	CrossRef
	Google Scholar






Miron, Ana Aliana
Petric, Paula Simina
Teodorescu, Andreea
Ifteni, Petru
Chele, Gabriela
and
Szalontay, Andreea Silvana
2023.
Benzodiazepines and Mood Stabilizers in Schizophrenia Patients Treated with Oral versus Long-Acting Injectable Antipsychotics—An Observational Study.
Brain Sciences,
Vol. 13,
Issue. 2,
p.
173.


	CrossRef
	Google Scholar


















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Türkiye
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








Benzodiazepines in schizophrenia








	Volume 24, Issue 3
	
Carol Paton (a1), Stuart Banham (a1) and John Whitmore (a2)

	DOI: https://doi.org/10.1192/pb.24.3.113





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





Benzodiazepines in schizophrenia








	Volume 24, Issue 3
	
Carol Paton (a1), Stuart Banham (a1) and John Whitmore (a2)

	DOI: https://doi.org/10.1192/pb.24.3.113





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





Benzodiazepines in schizophrenia








	Volume 24, Issue 3
	
Carol Paton (a1), Stuart Banham (a1) and John Whitmore (a2)

	DOI: https://doi.org/10.1192/pb.24.3.113





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















