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Benzodiazepines receptor agonists: Psychoactive Substances 

Benzodiazepines and Z-drugs are psychoactive substances prescribed for their 

sedative, hypnotic, and anxiolytic effects. These medications help individuals fall 

asleep faster, stay asleep longer, and alleviate stress and anxiety (Gauthier & 

Nuss, 2015; Gottesmann, 2002). They gained widespread popularity for their 

psychotropic effects, peaking in the 1970s (López-Muñoz et al., 2011; Wick, 2013). 

The Rolling Stones wrote a song called ‘Mother's little helper’ in 1966 about 

benzodiazepines, in an attempt to highlight the misuse of these ‘little helper’. At 

that time, benzodiazepines were considered to be effective, with more acceptable 

side effects than barbiturates and a lower risk of addiction (López-Muñoz et al., 

2011). Then, Z-drugs (e.g. zolpidem, zopiclone, zaleplon), introduced in the 1990s 

for insomnia, were initially considered a safer alternative to benzodiazepines. 

However, despite their different chemical structures, both Z-drugs and 

benzodiazepines act on the same receptors in the brain and have no efficacy or 

safety advantages over benzodiazepines (Agravat, 2018; Yu et al., 2017).  

Long-Term Use and Prescribing Practices 

Research over the years has highlighted significant risks associated with the long-

term use of benzodiazepines and Z-drugs (defined in the literature as ≥ 6 months 

(Kurko et al., 2015), including dependence, cognitive and psychomotor 

impairment, and an increased likelihood of falls and fractures (Ashton, 2005; 

Brandt & Leong, 2017; Lader, 2014). Further studies have raised concerns about 

their potential links to dementia, cancer, and higher suicide rates (Brandt & Leong, 

2017; Ferreira et al., 2022; Peng et al., 2022; Sun et al., 2019).  Long-term use 

primarily affects a population that is already vulnerable is associated with factors 

such as the presence of a DSM-IV disorder, psychiatric comorbidities, older age, 

lower education levels, feelings of loneliness, and a greater reliance on avoidance 

coping strategies, compared to short-term use (Zandstra, 2004).  

Due to these risks, clinical guidelines recommend that both benzodiazepines and 

Z-drugs should be used only for short periods, with most guidelines advising use 

for no longer than four weeks at the lowest effective dose. They suggest one to two 

weeks for insomnia and two to four weeks for anxiety (Brandt et al., 2024; Centre 

Belge d’Informations Pharmacothérapeutique, n.d.).   
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However, studies have shown that the guidelines for benzodiazepine and Z-drugs 

prescriptions, particularly regarding their duration, are not consistently followed 

(Davies et al., 2017; Kiridis et al., 2022; Rijksen et al., 2021). In fact, despite these 

clear guidelines, social dynamics can influence patients’ perceptions and 

behaviour.  

For instance, some patientas are reluctant to confide in their social circle about 

their benzodiazepines and Z-drugs use, except to their partner, while others receive 

advice from their entourage to avoid using benzodiazepines and Z-drugs but

choose to ignore it. Conversely, some children even encourage their elderly parents 

to take these drugs, believing they will help alleviate their symptoms (Pérodeau et 

al., 2016). This highlights the extent to which the use of benzodiazepines and Z-

drugs not only involves the provider and the patient but also represents a complex 

family dynamic, where external perceptions and influences significantly shape 

therapeutic decisions. 

From the prescribers’ perspective, they may also encounter challenges 

when prescribing benzodiazepines and Z-drugs. First, some studies suggest that 

GPs perceive Z-drugs as safer and more effective than benzodiazepines, which 

contradicts both scientific literature and clinical guidelines (Siriwardena et al., 

2006). Certain individuals tend to minimize the potential risks of long-term use 

and express discomfort with alternative treatment options for insomnia and anxiety 

(Cook, Marshall, et al., 2007).  

On the other hand, communication challenges with patients are well-documented 

in the scientific literature. Several studies highlight the difficulties clinicians face 

when addressing withdrawal or dependency management, as they often anticipate 

patient resistance and fear compromising the therapeutic relationship (Hawkins et 

al., 2021; Van Ngoc et al., 2024). 

In this regard, recent qualitative research further reveals how prescribers navigate 

these tensions by developing narrative strategies, ranging from strict refusal to 

compassionate or reluctant prescribing, to justify their decisions while coping with 

conflicting expectations from guidelines, patients, and institutional contexts 

(Ceuterick et al., 2023).  
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Prevalence of benzodiazepines and Z-drugs use 

Benzodiazepines and Z-drugs remain widely used worldwide (Donoghue & Lader, 

2010; Votaw et al., 2019), including Belgium (Van Der Heyden et al., 2020). 

Alarmingly, Belgium has consistently ranked among the top global consumers. 

Belgium had the highest consumption rate in 2008 and remained in the top three 

by 2018, despite a slight decline. Moreover, the rate of consumption was 

substantially higher in high-income countries compared to middle-income 

countries.  

This study analysed global, regional, and national trends regarding the use of these 

molecules from 2008 to 2018, focusing on the Defined Daily Dose (DDD) ("the 

assumed average maintenance dose per day for a drug used for its main indication 

in adults" (World Health Organization, 2025)) per thousand inhabitants per day 

(TID) (Ma et al., 2023) (Figure 1.1).  

In Belgium, benzodiazepines and Z-drugs are only available by medical 

prescription. This pattern reflects broader trends in the Belgian healthcare system 

where access to prescription drugs is widespread (Van Der Heyden et al., 2020). 

Although national efforts have led to some reduction, usage levels remain 

worryingly high, particularly among older adults. A Belgian study covering 2004 to 

2013 confirmed this trend, with older adults showing the highest rates of long-term 

use (Pétein et al., 2021). Current data reveal that 11.9% of people aged 65 and 

over have taken benzodiazepines and Z-drugs in the last 24 hours (Van Der 

Heyden et al., 2020). Geographical disparities further underscore this issue. 

Benzodiazepine and Z-drugs use is significantly higher in the Walloon Region 

compared to Flanders and Brussels, with Brussels also surpassing Flanders in 

usage rates, even after adjusting for age differences. In contrast, Z-drugs use 

remains relatively consistent across regions (Van Der Heyden et al., 2020). - 

The prevalence of benzodiazepines and Z-drugs use varies across populations but 

remains significant. In Switzerland, the one-year prevalence for Benzodiazepines 

and Z-drugs prescriptions was 10.5% in 2018, increasing with age (Landolt et al., 

2021). In Canada, Z-drug usage increased from 2001 to 2016, with prevalence 

rising from 2% to 4.8%  (Brandt et al., 2019). In the United States, only 2% of the 
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population misusing benzodiazepines and less than 0.5% misusing Z-drugs in the 

past year. In France, encouraging statistics show that 86% of new users of 

benzodiazepines and Z-drugs comply with the guidelines on prescription duration 

(Bénard-Laribière & Pariente, 2018). In order to determine which group of the 

population uses benzodiazepines and Z-drugs long-term, a French study identified 

aging, poor sociodemographic conditions, and depression as significant factors 

associated with prolonged benzodiazepines and Z-drugs use (Airagnes et al., 

2019). Other data also indicate that individuals with lower socio-economic status 

are more likely to be prescribed psychotropic medication. This is explained by 

prescribers' perception that patients from lower socio-economic status lack the 

necessary social, personal, and financial resources for treatments considered 

more active or expensive, such as Cognitive Behavioural Therapy (CBT) (Colman 

et al., 2023). These findings underscore a significant pattern of widespread and 

sustained use of benzodiazepines and Z-drugs, particularly among vulnerable 

populations. They highlight critical public health concerns associated with aging, 

mental health conditions, and socioeconomic disparities. 
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 Figure 1.1 Rankings of benzodiazepines and Z-drugs consumption for 

individual countries and regions in 2008 and 2018 (Ma et al., 2023) 
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Withdrawal and Barriers to Discontinuation 

Long-term use of benzodiazepines and Z-drugs leads to both physical and 

psychological dependence, making withdrawal particularly difficult. Withdrawal 

symptoms may develop after just four weeks of daily use and can manifest as 

psychological disorders, sweating, elevated heart rate, tremors, insomnia, 

agitation, hallucination, rebound anxiety, nausea or vomiting (Chang, 2005). This 

includes anxiety and insomnia - the original symptoms that led to the prescription 

- which may resurface, causing further destabilisation (Ashton, 1991). Indeed, 

although some withdrawal symptoms may resemble a recurrence of the previously 

treated anxiety or insomnia disorder, they typically appear more rapidly within 8 to 

24 hours after discontinuing the medication and generally subside over time 

(Chang, 2005). All of this can be extremely challenging for the patient and may 

significantly impact their quality of life, their family life, careers, and mental health 

(Reid Finlayson et al., 2022).  

There is considerable interindividual variability, making the withdrawal process 

highly unpredictable.  Withdrawal symptoms can be experienced for months, even 

years, depending on how long the medication was used, even with a gradual 

tapering process. Withdrawal symptoms tend to be more intense when the 

medication is stopped abruptly (Ashton, 1991; Reid Finlayson et al., 2022; Socias 

et al., 2021). A slow and gradual tapering strategy, supervised by a healthcare 

professional, is the recommended approach to minimizing withdrawal effects 

(Pottie et al., 2018).  

Interventions to support deprescribing 

Over the past two decades, many studies have examined the effectiveness of 

various strategies to discontinue benzodiazepines and Z-drugs (Bashir et al., 1994; 

Coteur, Henrard, et al., 2022; Gould et al., 2014; Heather et al., 2004; Kuntz et al., 

2019; Mugunthan et al., 2011; Parr et al., 2009; Tannenbaum et al., 2014; Vicens 

et al., 2006, Voshaar et al., 2006). These interventions range from simple, low-

resource strategies to more structured, multifaceted approaches. 
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Minimal interventions can be more effective than routine care. Stepped 

approaches, starting with simple advice and escalating to more structured 

discontinuation programs, show positive results (Mugunthan et al., 2011; Voshaar 

et al., 2006). Indeed, sending informational letters or brief advice and a self-help 

booklet, have proven effective in reducing long-term benzodiazepines and Z-drugs 

prescriptions (Bashir et al., 1994; Heather et al., 2004).  

Patient education has also emerged as a key strategy. The EMPOWER trial 

demonstrated that providing information on the risks of long-term benzodiazepines 

and Z-drugs use and tapering strategies led to significant reductions (Tannenbaum 

et al., 2014). Furthermore, combining education with pharmacist consultations 

further enhanced deprescribing outcomes (Kuntz et al., 2019).  

More comprehensive interventions, such as blended care models that integrate 

digital CBT with physician support, have also been tested, but found no significant 

advantage over usual care, although both methods led to successful 

discontinuations (Coteur, Henrard, et al., 2022). Meta-analyses focusing on older 

adults highlighted that supervised withdrawal programs, especially when combined 

with psychotherapy, are particularly effective in this population (Gould et al., 2014) 

Overall, these studies suggest that even simple, low-cost interventions can 

effectively reduce long-term benzodiazepines and Z-drugs use, with enhanced 

results when combined with patient education and psychological support.  

Comprehensive Personalised Care Model 

Deprescribing benzodiazepines and Z-drugs is often a complex and unpredictable 

process due to significant individual differences in patient responses, withdrawal 

symptoms, and underlying psychological factors. While some patients may 

respond well to minimal interventions, others require more intensive and 

personalized support. This variability highlights the need for multifaceted 

interventions that address the diverse needs of patients. However, understanding 

how to effectively tailor these strategies can be challenging for healthcare 

providers. 
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The Comprehensive Personalised Care Model (NHS England, n.d.-a) offers a 

structured framework to guide deprescribing efforts, helping healthcare 

professionals choose the most appropriate interventions based on the complexity 

of each case. The model is visualised as a pyramid, with interventions ranging from 

simple to complex (Figure 1.2).  

Paradoxically, benzodiazepines and Z-drugs use, intended as short-term solutions 

and positioned at the top of the treatment pyramid due to their risk profile, are 

frequently prescribed and used as if they belong at the base, meant for widespread, 

long-term use. At the lower levels of the pyramid, brief interventions, such as 

sending informational letters or conducting short consultations, require minimal 

resources and expertise, making them accessible to a broad patient population. 

These simple strategies empower patients to gradually reduce benzodiazepine 

and Z-drugs use while encouraging self-management. As one ascends the 

pyramid, interventions become more specialized and resource-intensive.  

This framework underscores the need for a range of evidence-based, non-

pharmacological options that can be initiated early and at little to no cost, ensuring 

that patients receive appropriate support (NHS England, n.d.-a). 

Beyond structured deprescribing programs, support from healthcare professionals 

is also vital. Indeed, a significant challenge during withdrawal is the perceived lack 

of support from healthcare professionals. Reid Finlayson et al. (2022) found that 

patients felt they did not receive adequate support from healthcare professionals, 

who downplayed their distress and failed to take their suffering seriously (Reid 

Finlayson et al., 2022). This lack of recognition from medical professionals can 

push patients to seek help online, as highlighted in Fixsen’s studies (Fixsen, 2016; 

Fixsen & Ridge, 2017). Online support forums play a crucial role in the recovery 

process for some patients, providing a space where individuals can share their 

experiences, find validation, and receive emotional support from others who 

understand their struggles (Fixsen, 2016; Fixsen & Ridge, 2017). Many patients 

describe their withdrawal as a deeply isolating and traumatic experience, often 

using metaphors such as "hell" or "walking through fire" to express their suffering. 

These forums not only serve as a refuge for those in distress but also as a source 
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of hope, with former users sharing success stories to reassure others that recovery, 

while unpredictable and lengthy, is possible (Fixsen & Ridge, 2017). Another study 

also indicates that patients should receive more information about withdrawal 

symptoms and methods (Lynch et al., 2024).  

Despite the significant distress they experience, very few studies have focused on 

the perspective of benzodiazepine users during withdrawal (Ceuterick et al., 

2021a; Cook, Biyanova, et al., 2007; Fixsen, 2016; Fixsen & Ridge, 2017; Gabe & 

Lipshitz‐Phillips, 1982).  
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Primary Care in Belgium: Structure, Challenges, and Ongoing Reforms 

Belgium’s healthcare system operates within a federal structure, with 

responsibilities divided between the federal government and the federated entities. 

While the federal level oversees health insurance, hospital care, and financing, the 

federated entities are primarily responsible for primary care, mental health, elderly 

and disability services, prevention, and health promotion (Belgian Federal Public 

Service Health, Food Chain Safety and Environment, n.d.; Gerkens & Merkur, 

2020a).  

Primary care is mainly delivered through private practices, where GPs have 

significant autonomy. Most work in solo or small group settings under a fee-for-

service model. A minority of patients with around 3.4% in 2016 receive care 

through community health centres which operate under a capitation-based model 

and involve multidisciplinary teams (Gerkens & Merkur, 2020b). However, the 

sector faces mounting pressure due to a growing shortage of GPs and increasing 

difficulties in accessing care. In 2022, one in five GPs in Wallonia reported no 

longer accepting new patients (Beerslans et al., 2023). 

In response to these challenges, Belgium launched the “New Deal for General 

Practice” in 2022. This reform promotes a shift towards more coordinated and 

team-based care, supported by changes in professional roles and financing. New 

professions such as practice assistants are being introduced to handle 

administrative and basic technical tasks under GP supervision, while pharmacists 

now contribute more actively to public health through vaccination and medication 

review for patients with polypharmacy. The payment model is also being 

reconsidered, aiming to increase the role of capitation and performance-based 

incentives, while reducing dependence on fee-for-service (Gerkens et al., 2024). 

Recent qualitative findings also highlight that while GPs generally support the 

integration of nurses and receptionists into their practices, concerns remain 

regarding professional autonomy, task delegation, and the practical feasibility of 

team-based models (Jamart et al., 2025).  

These transformations are particularly relevant in the context of addressing 

complex medication use, such as that of benzodiazepines and Z-drugs. Studies 
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have shown that three out of four benzodiazepine prescriptions are written by 

general practitioners (GPs) (Lader et al., 2009; Vicens et al., 2006) and Belgian 

GPs prescribed 83% of benzodiazepines and Z-drugs (Federal Public Services, 

n.d.), highlighting their central role in both initiating and potentially deprescribing 

such treatments. However, the current structure of care, with limited coordination 

and fragmented information flows, can hinder appropriate follow-up. As patients in 

Belgium can access secondary care without GP referral (Anthierens, Tansens, et 

al., 2010), medications are sometimes initiated or modified in hospitals or by 

specialists without informing the GP, further complicating continuity of care. 

Improving interprofessional collaboration and information sharing, both within 

primary care and across care levels, is therefore essential. GPs' longitudinal 

relationship with patients makes them well-positioned to address inappropriate 

prescriptions, but structural support, such as integrated records and 

multidisciplinary practices, is needed to ensure holistic and coordinated care. 

Belgian Initiatives  

In Belgium, specific initiatives have been introduced to promote deprescribing and 

encourage safer alternatives to benzodiazepines and Z-drugs, aligning with 

international recommendations. One such initiative is the public awareness 

campaign launched by the Federal Public Service (SPF) Health, titled "Somnifères 

et calmants : pensez d’abord aux autres solutions." (Service Public Fédéral, 2018). 

By raising awareness, the initiative seeks to reduce reliance on Benzodiazepines 

and Z-drugs for managing insomnia and anxiety. 

Additionally, the National Institute for Health and Disability Insurance (INAMI) has 

introduced a reimbursement program for compounded preparations. This program 

financially supports the use of lower-dose formulations prepared by pharmacists 

as part of a structured trajectory. 

These initiatives reflect Belgium’s commitment to addressing the problem of 

benzodiazepines and Z-drugs through both public education and structural 

healthcare programs. However, their long-term impact on prescribing behaviours 

and patient outcomes remains to be fully evaluated. 
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Objectives  

This thesis pursued several objectives. First, it aimed to understand the 

perspectives of healthcare professionals who support long-term users of 

benzodiazepines and Z-drugs, with a particular focus on how they define patient 

care goals. The focus then shifted to the patients themselves, exploring their 

perspectives and, more specifically, their lived experiences with benzodiazepines 

and Z-drugs withdrawal.  

By integrating the views of both patients and professionals, policy 

recommendations targeting the primary, secondary, and tertiary prevention of long-

term benzodiazepines and Z-drugs use were collected and assessed in terms of 

feasibility, support, importance, and the conditions necessary for their 

implementation. The main objective was to propose Belgian policy 

recommendations that are well adapted to real-world practices, benefiting both 

patients and healthcare professionals. 

One key recommendation that emerged was the need to provide patients with 

information about the risks and potential for dependency at the time of the initial 

benzodiazepines and Z-drugs prescription. To address this, a support tool for first-

time prescriptions was co-developed in collaboration with healthcare professionals 

and patients, intended for use in general practice and pharmacies. This tool was 

piloted and evaluated by users to assess its acceptability. 
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Dissertation Outline  

The following outline presents the structure of the dissertation: 

• Chapter 1 introduces the issue of long-term benzodiazepines and Z-drugs 

use, its public health risks, and the gap between guidelines and real-world 

prescribing.  

• Chapter 2 explores how 24 healthcare professionals set treatment goals for 

long-term benzodiazepines and Z-drugs users. Findings reveal a lack of 

standardized criteria, varied approaches (abstinence vs. harm reduction), 

and limited patient involvement. Highlights the need for clearer withdrawal 

guidelines. 

• Chapter 3 analyses 19 patient experiences of benzodiazepines and Z-

drugs withdrawal. Key issues include poor information, strict adherence, 

lack of involvement in tapering plans, and the need for personalised 

approaches.  

• Chapter 4 presents a Policy Delphi study evaluating 27 policy 

recommendations to prevent long-term benzodiazepines and Z-drugs use. 

Consensus supports awareness campaigns and provider training, while 

some recommendations need further refinement and evaluation. 

• Chapter 5 describes the co-development of a patient education leaflet to 

improve initial benzodiazepines and Z-drugs prescribing. This tool is co-

developed with professional and patient input and promotes shared 

decision-making and alternative treatments.  

• Chapter 6 synthesises findings, discusses implications for clinical practice 

and policy, and highlights the need for collaborative, goal oriented care 

approach to benzodiazepines and Z-drugs management.  
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Abstract 

Introduction: Benzodiazepines and Z-drugs (BZD/Z) are frequently prescribed for 

longer than recommended. Through their interactions with patients taking BZD/Z, 

primary care and mental health professionals play a key role in the management 

of this medication. 

Aim: To explore how primary care and mental health care professionals set 

treatment goals with users of long-term BZD/Z 

Method: A qualitative study using semi-structured interviews with professionals 

from mental health, addiction care, and primary care practices in Belgium. Semi-

structured interviews were conducted, online and in person, with 24 professionals 

working in mental health and primary care. Inductive thematic content analysis was 

performed. 

Results: Seven themes were identified from the analysis. Professionals tended 

not to use the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 

(DSM-V) standard to diagnose a BZD/Z substance use disorder. They described 

criteria based on their experience. They identified diverse types of patients that 

influence their choice of treatment goals. Professionals appeared to position 

themselves according to their own treatment goals for their patients, either by 

promoting the goal of abstinence or harm reduction. Some of them reported feeling 

trapped into continuing to prescribe and considered BZD/Z withdrawal to be 

difficult. Some were afraid to engage in a conversation that might break the bond 

of trust with the patient. Few professionals mentioned patient participation in the 

treatment goal setting. They asked for targeted withdrawal recommendations, 

perceiving the current recommendations to be too broad.  

Conclusion: Whether primary care or mental health care professionals are more 

in favour of a total abstinence or a harm reduction approach to BZD/Z, 

professionals should be guided towards greater patient participation in setting and 

evaluating goals with patients taking BZD/Z. 
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Introduction  

Benzodiazepines and Z-drugs (BZD/Z) are broadly prescribed, and inappropriate 

consumption constitutes a major public health concern (Airagnes et al., 2016; 

Lader, 2011). Belgian guidelines recommend prescribing BZD/Z as a last resort at 

the lowest possible dose for a period of 1–4 weeks (Centre Belge d’Informations 

Pharmacothérapeutique, n.d.; Vlaams expertisecentrum alcohol en andere drugs, 

n.d.). Nevertheless, in 2018, the results of the National Health Interview Survey 

showed that 14.9% of participants aged ≥65 years had taken a BZD/Z in the 24 

hours preceding the survey (Van Der Heyden et al., 2020). Long-term usage of 

benzodiazepines (>6 months) (Kurko et al., 2015) can lead to adverse side effects 

such as psychological, cognitive, and physical effects including vertigo, ataxia 

leading to falls, and dysarthria (Lader, 1999). Furthermore, physiological and 

psychological dependence can be induced (Lader, 1999, 2011), which can lead to 

misuse, abuse, or to a substance use disorder (SUD), as described in the 

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-V) 

(American Psychiatric Association, n.d.). Likewise, Zdrug use is also associated 

with adverse effects such as delirium, dementia, fractures, or road traffic accidents 

(Kang et al., 2012; Lai et al., 2014; Pin-Liang Chen et al., 2012). Even short-term 

use can engender side effects, including impairment in psychomotor and cognitive 

functioning, and can lead to tolerance (Gudex, 1991).  

In 2020, a Belgian report showed that guidelines are not being followed 

appropriately, especially in terms of prescription duration (Kiridis et al., 2022). 

These gaps between guidelines and practice illustrate the difficulties professionals 

face regarding long-term BZD prescriptions and deprescribing (Mokhar et al., 

2019). An alternative approach to address these difficulties could be to prioritise 

patient goals.  

While biomedicine is founded on the disease–outcome paradigm, where each 

disease is treated separately following guidelines and population goals, the goal-

oriented care (GOC) approach is part of a dynamic process of collaboration and 

co-creation between the patient and the professional based on the patient’s needs, 

preferences, and values (Boeykens et al., 2022; Reuben & Tinetti, 2012). This 

approach can be divided into three steps during a consultation (Boeykens et al., 
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2022). The first is goal elicitation where professionals and patients work on 

understanding each other’s expectations. Then goal setting is defined based on 

the patient’s needs and preferences. This is followed by goal evaluation, which 

requires working on measurable common goals (Boeykens et al., 2022). Both 

parties must be prepared to change their paradigm of care; this may require 

professional training on how to define the objectives of care with their patients 

(Franklin et al., 2019) and on how to help them share their needs and preferences 

(Reuben & Tinetti, 2012). This approach has been predominantly employed and 

studied among patients with chronic conditions (Boeykens et al., 2022).  

Given the challenging nature of BZD/Z withdrawal and the high likelihood that these 

types of patients already have complex physical and mental health needs (Cook, 

Biyanova, et al., 2007; Heather, 2006), a GOC approach seems appropriate. 

Nevertheless, as described above, the process is not necessarily easy and greater 

understanding of the current state of affairs would be helpful. We therefore posed 

the research question: how do primary care and mental healthcare professionals 

in Belgium currently set treatment goals with users of long-term BZD/Z? 

Methods 

A semi-structured interview study was conducted among healthcare professionals 

using an interview guide (Additional File 2.1) based on the model of healthcare 

accessibility by Andersen (Andersen, 1995). The guide was developed by three 

researchers (MC, BS, PV) and was piloted with two interviews, one in each 

language.  

Participants were recruited via Belgian mental health care and primary care 

networks and via a Belgian medical professional newspaper. Efforts were made to 

achieve a diverse sample in terms of geographical regions, sex, type of profession, 

and practice (Table 2.1). We aimed to recruit at least two participants per 

profession (GP, nurse, social worker, psychiatrist, psychologist). Only 

professionals who were interested in participating contacted the research team; 

therefore, we have no information on those who refused to participate. One 

interview per participant was held, one-to-one, at the participant’s workplace or by 
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video conference. The interviews took place between July 2021 and January 2022, 

and the average duration of the interviews was 68 minutes.  

Interviews were conducted by the first author (PV, female, PhD student and 

psychologist by training, n = 11), the second author (MC, female, postdoc 

researcher and medical anthropologist, n = 8), and a research team member (AV, 

retired GP, female, n = 5). All three had been trained in interviewing.  

Participants signed a consent form before the interview. All the interviews were 

audio-recorded and transcribed, and identifying information was removed. 

Transcripts were proofread for accuracy; they were not returned to participants for 

comments or correction. Field notes were taken but did not add anything new to 

the dataset.  

Team meetings were held every fortnight to discuss progression of data collection. 
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Data analysis 

Inductive thematic content analysis was performed using NVivo (version 12). A first 

code matrix with recurring themes was produced and was discussed by the core 

research team (PV, MC, BS). The Dutch-speaking researcher (MC) coded the 

interviews in Dutch and the French-speaking researcher (PV) coded the interviews 

in French. To ensure that the coding was similar, two interviews in each language 

were coded by both coders using the same coding tree. Several discussions were 

organised between the coders to review the themes in an iterative process. Data 

saturation was attained when all the data had been analysed (Braun & Clarke, 

2006).  

Results 

A purposive sample of 24 participants from the three regions of Belgium (Brussels, 

Flanders, and Wallonia) was recruited from different professional backgrounds 

(Table 2.1). In total, 11 interviews were carried out in French and 13 in Dutch with 

GPs (n = 11), psychologists (n = 3), psychiatrists (n = 5), nurses (n = 2), and social 

workers (n = 3). 

The following seven themes emerged from the data about the treatment goals:  

1. Diagnosis and recognition of a BZD/Z SUD;  

2. Position concerning their treatment goals;  

3. Goal of abstinence;  

4. Harm reduction;  

5. Feeling trapped;  

6. Patient participation;  

7. Targeted recommendations. 

1. Diagnostic and recognition of a SUD to BZD/Z 

Participants did not always use criteria, such as those described in the DSM-V 

(American Psychiatric Association, n.d.), to diagnose a BZD/Z SUD. The 

participants spoke rather of a ‘feeling’ and identified a change in the patient’s 

behaviour to obtain more prescriptions, a non-respect of the prescribed dose, and 

where the BZD/Z becomes necessary for their proper functioning.  
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‘There are behaviours that are adopted by the patient to get the prescription 

and I have to say also that I don’t know if this will be true for all physicians, 

but I also feel when there is something wrong.’ (RESP14, GP, primary care, 

rural)  

‘We really speak of extreme use when people regularly go medical 

shopping, when they do not actually follow the prescribed doses at all or 

they take them at the wrong times, things like that.’ (RESP12, psychologist, 

mental health care, urban) 

The participants explained how they differentiate between the different types of 

patients, for example, an older person who takes a BZD/Z every evening or a 

person who takes BZD/Z in addition to other drugs to become ‘high’. This 

classification influenced the choice of professionals in the patient’s treatment goals. 

Indeed, the older person who takes their BZD every night will be less likely to be 

associated with a SUD than a person who takes it for recreational purposes:  

‘I’d say, if someone of eighty says, “I take half of a Stilnoct [zolpidem] every 

day.” And I feel good about that.’ (RESP1, GP, addiction care, urban)  

‘For people who are completely slowed down. There, we see that the 

dosage is not adequate or that there is an abuse. Because they tell us that 

too … “I took some pills last night, I did that, and I don’t remember anything.”’ 

(RESP19, nurse, addiction care, urban) 

2. Position concerning their treatment goals 

Most of the participants positioned themselves, and their professional practices, 

within their own global treatment goals. Some professionals working in primary 

care or outpatient services focused on harm reduction by continuing to prescribe a 

low or high dose of BZD/Z to maintain the relationship with patients who needed 

specialised support in terms of mental health, addiction, or social inclusion. On the 

other hand, others were in favour of abstinence, such as professionals working in 

residential care where the patient is not allowed to take any substance before or 

during their stay in the facility.  

‘And between the two centres [one advocating total abstinence versus one 

advocating harm reduction], there was sometimes a bit of a cold war … 
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Today, there is a situation of coexistence between those different visions.’ 

(RESP1, GP, addiction care, urban) 

Professionals promoting complete abstinence and those supporting harm 

reduction strategies seemed somewhat distinct. One participant mentioned a 

dogmatic vision for those who believed in abstinence and a ‘cold war’ between 

these approaches. There seemed to be a coexistence between these distinct 

beliefs, or for some even ‘professional identities’ concerning what was possible for 

patients who have been taking BZD/Z for long time.  

‘I don’t know if we can really believe in that “harm reduction”.’ (RESP10, GP, 

primary care, urban/rural) 

3. Goal of abstinence 

Some of the participants who described a belief in abstinence as an outcome work 

in institutions that have the same approach and patients know that if they are 

admitted, they will have to be abstinent at admission or become abstinent:  

‘So that is also a very clear, very clear message that people know: if you are 

admitted, it is for total abstinence.’ (RESP5, Psychiatrist, addiction care, 

urban) 

They consider a patient to be recovered when they are happy to be without any 

substance and have established other connections. 

‘Someone’s recovery, for us who have a goal of abstinence and 

reintegration, is someone who is happy to live soberly and has managed to 

make other connections elsewhere and becomes satisfying for themselves 

and others.’ (RESP24, Social worker, addiction care, rural) 

Within this context a participant mentioned the value they perceive for the patient 

of experiencing life without any substances.  

‘The reason for this [centre’s policy of demanding abstinence before 

admission] is that, in carrying out daily tasks sober, i.e. without products, 

people will rediscover themselves. (…) So, we’re going to work with that, 

give ourselves room for error, where does that come from? How can you do 
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differently? It’s a sentence that comes up every day. How can you do 

otherwise?’ (RESP18, Social worker, addiction care, rural) 

4. Harm reduction 

For participants in favour of harm reduction, they mentioned the intention that their 

patients achieve a degree of stability in their BZD/Z consumption. Some explained 

their experience of patients taking high doses of benzodiazepines with high 

tolerance. Some of them did not consider taking BZD/Z for a prolonged period to 

be a problem.  

They described that the aim was for their patients to establish stability in their use 

and gain a quality of life to maintain ‘a good addiction, or the least bad’ (RESP21, 

GP, primary care, urban)  

‘This [a person who has established a stable use of BZD] is someone who 

is not going to put themselves at risk financially, legally, judicially, 

professionally, familially with their use.’ (RESP15, GP, primary care, urban) 

Some participants described the importance for them to maintain the therapeutic 

relationship with the patient and that they welcomed patients unconditionally, 

whatever their consumption or their condition. They considered this to be more 

valuable than following the recommendations on BZD/Z prescriptions: 

 ‘Keeping the link long enough to possibly stabilise the patients and above 

all to allow them to get back on track for those who are socially disengaged.’ 

(RESP17, GP, addiction care, urban) 

Furthermore, if they are reducing BZD doses, they describe wanting to 

accommodate the patient’s pace which can be slower than the withdrawal 

guidelines. 

‘I agreed to become less true to my principles as a prescriber, realising the 

advantage of keeping a link.’ (RESP17, GP, addiction care, urban) 

‘That you have been able to achieve some kind of damage limitation in their 

use, and that is often a mix of uppers and downers.’ (RESP2, GP, addiction 

care, urban) 
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5. Feeling trapped 

Some participants reported feeling stuck with BZD/Z deprescription. They 

observed that sometimes even small dose reductions can be very complex and 

that it is difficult to apply the guidelines in a universal way. Moreover, they reported 

that withdrawal is, in itself, very difficult for the patient: 

 ‘Benzodiazepine withdrawal is a dreadful mess. We’re stuck.’ (RESP21, 

GP, primary care, urban)  

‘A small decrease often takes an implausible turn.’  

(RESP23, Psychiatrist, addiction care, urban) 

Some participants described difficulties talking with their patients about their long-

term BZD/Z use owing to fear of breaking the trusting relationship with their 

patients, or of upsetting the status quo established with the drug (particularly for 

older patients) as well as the fear of not being able to offer an alternative solution.  

‘Because, as I said earlier, there are patients with whom we get on very well 

and with whom the relationship is very good. And they are sometimes the 

worst ones to tell because there is a real risk of a breach of trust… And also, 

alongside the fear of a breach of trust, there’s also the fear of not being able 

to offer anything else. And the fear of breaking a balance that is present. The 

elderly person who has been sleeping with his zolpidem for 10 years and 

then there you go…’ (RESP14, GP, primary care, rural) 

6. Patient participation  

Participants explained how they take time with their patients to accompany them 

in their journey. They aimed to find out where they are starting from and where they 

want to go to. But it was not clear whether the patient was involved in this decision-

making process. For some, they expected a request, an active demand from the 

patient to decrease the doses:  

‘We accompany them wherever they want to go.’ (RESP16, Psychologist, 

addiction care, urban) 

’You need to know where they start from and where they want to go.’ 

(RESP21, GP, primary care, urban) 
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One psychiatrist stated that he asks patients what they think about their treatment 

goals.  

‘Which ones do I set? I always ask them what they think.’ (RESP13, 

Psychiatrist, mental health care, urban) 

7. Targeted recommendations 

Concerning the withdrawal, some participants described their difficulties applying 

guidelines that they considered were not appropriate for their patient group. Some 

changed the molecules to the equivalent of diazepam and decreased more slowly 

than the recommendations, depending on the patient’s profile. In addition, some 

prescribers mentioned the need to keep the BZD/Z for a long time, without being 

able to stop it:  

‘It’s a dependence, no more than a maximum of six diazepam equivalent 

per day. And then, we will really decrease, but depending on the duration of 

the addiction, depending on the patient’s profile, his real motivation, etc. 

Sometimes it will be very slow.’ (RESP17, GP, addiction care, urban) 

A participant suggested making targeted recommendations for patients who do not 

fit into the current guidelines.  

‘Good practices are realistically made to measure for a group of, benzo-

dependent people who do not fit into the current frameworks.’ (RESP2, GP, 

addiction care, urban) 

Discussion 

Our results show that patients are diagnosed according to professional criteria, not 

necessarily recognised guidelines. Professionals seem to have opposing views on 

treatment goals, some favouring abstinence and others harm reduction. The 

patient appears to be hardly involved in the choice of the treatment goal and the 

process seems to be more professional-centred. Indeed, it is the professional who 

felt trapped between what the patient is able to do and what the guidelines 

recommend. This qualitative study explored how primary care and mental health 

professionals set their treatment goals with users of long-term BZD/Z. 
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Strengths and limitations 

This study is part of a larger project, BENZOCARE, focusing on the experience of 

professionals and patients regarding the use of BZD/Z and the accessibility of care. 

The results presented here were collected in the context of that study, which in its 

essence was not focused exclusively on GOC. The interview guide was therefore 

somewhat broad and these results represent a part of the data collected. If we had 

created an interview guide tailored to GOC, we may have had different results but 

there may also have been a tendency towards social desirability bias given the 

push towards GOC in Belgium at the moment. We feel, therefore, that our results 

reflect the way BZD/Z are managed in primary care and mental health services. 

The study was conducted in Belgium and data were collected in French and in 

Dutch (sometimes in local dialect). In order to facilitate comparability and 

discussion within the team and develop a global understanding of the data, the 

Dutch transcripts were translated into French after having been analysed 

separately by two coders in the original language. The team met several times 

during data collection and analysis to develop a coding tree and to achieve a 

shared deep understanding of the interview transcripts. Nevertheless, some 

misinterpretations may remain. We aimed to achieve a heterogeneous sample. 

This gave us a richness in terms of experiences but somewhat limits the 

representativeness of each professional profile included. This study included a 

possible selection bias in the willingness of professionals to answer questions 

about BZD/Z and a social desirability bias in the answers they gave. 

Comparison with existing literature 

There seems to be two broad points of view: being in favour of total abstinence 

with zero tolerance; or an approach prioritising harm reduction. This dichotomy has 

also been observed in mental health care literature in opioid treatment, where there 

are either abstinence programmes or harm reduction programmes (Gallagher et 

al., 2019). Whereas the total abstinence approach to addiction treatment prevailed, 

harm reduction has made it possible to offer a choice of treatment goals. Despite 

the existence of these different approaches, a study conducted in the context of 

treatment for alcoholism showed that some patients internalise total abstinence as 

the only goal and therefore see alternative options as a second choice or a failure 
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(Heather, 2006). Faced with this diversity of approaches, Gallagher and colleagues 

proposed a paradigm shift for professionals to view treatment and recovery 

differently (Gallagher et al., 2019). The authors conceptualised recovery on a 

spectrum that is determined by patients and that is not a projection of professional 

or institutional values.  

In our results, patients' expectations appeared not to be the starting point for setting 

treatment goals. Some professionals appeared to find it difficult to start a 

conversation about BZD/Z. Previous research has demonstrated that prescriber 

behaviour is influenced by assumptions concerning patients’ expectations, 

motivation, and adaptability, such as anticipating patient resistance to initiating a 

deprescribing process (Cook, Marshall, et al., 2007; Sirdifield et al., 2013). This 

has also been described for insomnia management where they recommend that 

practitioners elucidate patients’ beliefs and expectations (Dyas et al., 2010). For 

this purpose, a dialogue between the prescriber and the patient is necessary 

(Oldenhof et al., 2019). This tendency to avoid engaging in dialogue seemed to be 

present in our sample as well and is also experienced on the other side of the desk, 

with some patients feeling stuck or imprisoned during their withdrawal from BZD/Z 

(Fixsen & Ridge, 2017; Mokhar et al., 2019). Patients are unaware of the potential 

problems associated with their BZD/Z use and do not realise that they are addicted 

to these drugs, until the day they try to stop (Mokhar et al., 2019).  

Furthermore, in our study, some prescribing participants mentioned their fear of 

breaking the trusting relationship if they initiated the conversation about BZD/Z. 

This is consistent with other studies about users of BZDs, where physicians were 

reported to have experienced the same discomforts (Cook, Marshall, et al., 2007; 

Hawkins et al., 2021). While communication between doctor and patient is 

positively correlated with patient adherence to treatment (Zolnierek & DiMatteo, 

2009), prescribers seem to be struggling to know how to engage the talk about 

BZD/Z (Oldenhof et al., 2019). They declared having insufficient time, and need 

training for communication and negotiation skills to discuss BZD (Bendtsen et al., 

1999). The challenges professionals face communicating with patients regarding 

this problem is understandable and models have been developed to structure such 

discussions and help develop goals together. The ‘three-talk model’ proposes three 

stages in the consultation: first, ‘team talk’ where the professional and the patient 
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work together to describe the possible choices, offer support, and describe the 

objectives; second, ‘option talk’ where alternatives are discussed, and third 

‘decision talk’ where decisions are made based on patient preferences (Elwyn et 

al., 2017). 

As some participants mentioned, tapering off BZD/Z can be very difficult. However, 

one of the benefits of withdrawal mentioned by professionals is the opportunity for 

the patient to get to know themselves without substances and to make new 

connections. This can be contrasted with a study on the psychotropic self that 

described how both psychiatrists and patients want to make the patient feel 

‘normal’ and achieve a ‘normal’ patient self, except that the definition of ‘feeling 

normal’ differs considerably between doctor and patient (Schlosser & Hoffer, 

2012). Patients have built their ‘self’ in the context of addictions and want to 

continue to be that ‘self’. However, with the treatment they receive, they are led to 

a different ‘self’. The authors question what a successful treatment is, knowing that 

the treatment goals differ between patients and professional (Schlosser & Hoffer, 

2012). This underlines the need for the two parties to move together in the same 

direction. This would involve open dialogue with the patient and a GOC approach 

concerning whether to keep the same dose, stabilise it, or reduce it.  

In general, our results point to a lack of patient-centred care in the management of 

BZD/Z SUD. Indeed, in a systematic review in 2018, the authors did not find any 

studies that included a BZD tapering intervention that was defined as specifically 

using the concept of patient-centred care. Nevertheless, among their results 20 

interventions were based on patient-centred dimensions of the approach, focusing 

on patient information, professional–patient communication, and provider 

characteristics (Mokhar et al., 2018). Among them, a study of an educational 

intervention had a positive impact on shared decision-making for benzodiazepine 

overuse in older people (Tannenbaum et al., 2014).  

Today, primary care literature is increasingly focusing on the GOC approach; 

however, less focus is afforded in the literature to GOC and BZD/Z use. Similarly, 

GOC or elements of it, were rarely mentioned by our participants. GOC requires 

working in partnership with users, families, healthcare professionals, and other 

service providers (Boeckxstaens et al., 2020). The approach can have a positive 
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impact on the patient experience, the wellbeing of professionals, lead to a reduction 

in healthcare costs, and improve population health (Boeykens et al., 2022). In light 

of our results and the burden of BZD/Z prescribing and deprescribing, it appears 

important to explore and study the GOC approach in the context of both initial 

prescriptions of BZD/Z and deprescription. 

Implications for research and practice 

Total abstinence appeared to be complex to implement universally given the 

diversity of patients taking BZD/Z, especially regarding complete withdrawal within 

a few weeks. Some professionals asked for recommendations for specific 

populations for BZD/Z tapering off. Implementing the GOC approach in the BZD/Z 

guidelines by taking into consideration the challenges faced by clinicians and 

integrating needs, preferences, and values of patients could be considered in 

future studies and in practical guidance.  

Professionals reported feeling trapped by the issue of BZD/Z, which is detrimental 

to both them and their patients. A GOC approach could help align treatment and 

support with the patient’s needs and desires and simultaneously support 

professionals navigating this complex issue. To our knowledge, while the literature 

on GOC in primary care is growing, this article is one of the first to study the 

experiences of professionals concerning BZD/Z use through the prism of the GOC 

approach.  

Our results have concluded that the DSM-V does not appear to be used by 

professionals to diagnose a BZD/Z SUD and instead they use their instincts. 

Participants clearly positioned themselves between an abstinence or harm 

reduction goal. They described feeling trapped in the prescription of BZD/Z and 

patient involvement in decision making is not clear. Participants requested 

recommendations that were specific to certain patient groups. We feel that by 

recognising or diagnosing a BZD/Z SUD using criteria already defined in the DSM-

V could increase transparency between the patient and professional. Co-creating 

goals according to the patient’s needs, preferences, and values could help 

navigate the challenges professionals feel concerning harm reduction or total 

abstinence making them feel less trapped.  
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Renewed emphasis in professional training on the patient experience of BZD/Z 

could be undertaken to promote patient empowerment in the context of BZD/Z 

prescription and deprescription. Ongoing training in the GOC approach and in 

communication techniques for healthcare professionals is also important. Future 

studies should focus more on the patient’s lived experience of BZD/Z dependence 

and withdrawal and the relationship with professionals. 
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Additional File 2.1 

Conceptualization and diagnosis of substance use disorder (SUD) to 

benzodiazepines and Z-drugs (BZD/Z) 

In your general practice how do you diagnose SUD to BZD/Z drugs? 

What criteria to do you use? 

• Length of time dependent / dosage 

Does this approach differ from how you diagnose dependence to other 

substances? 

Do you involve other healthcare professionals in the diagnostic process? If so 

who? 

Types of patients with BZD/Z SUD 

What would you say is a typical patient profile? For SUD to BZD? 

What is their typical trajectory - how do typical patients you care for end up with 

an SUD to BZD? 

Do you have many patients that have multiple addictions? 

Do you have many patients that also suffer from mental health problems in 

addition to their SUD? 

Treatment of BZD/Z SUD 

What is your general approach to treating SUD to BZD? 

How do you approach the issue with your patients? 

• Goal oriented care, shared-decision making, patient education…? 

Do you struggle to address the issue with patients? 

What stops you? 

What encourages you? 

What is your usual course of action? 

• Tapering-off? Substitution with other medication? Supportive 

therapies/treatments? 

How do you choose between these options? What influences your choice? 

What are the advantages and disadvantages of each? 

How do you manage relapses? 

How do you see the role of the patient in the decision making? 
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Vision on successful treatment 

What does successful treatment look like to you? 

Do you feel there is a tension between you and colleagues on what successful 

treatment should look like? 

Is there a tension between you and your patients concerning what successful 

treatment looks like? 

Do they want to reach total abstinence? 

Do they feel reaching total abstinence is impossible? 

Is there a tension for you between total abstinence and harm reduction? 

Vision on prescription of BZD/Z 

How do you view prescription of BZD/ Z drugs? 

Is there ever justification for prescribing BZD? 

In what circumstances? 

How should prescription be managed? Safeguards? 

Does your institution have a policy concerning prescription for BZD/Z drugs? 

Do you agree with it? 

How do colleagues within the facility view the policy? 

What about other colleagues? Other professions/institutions? 

Numbers of patients with a BZD/Z SUD (treated), estimate of successful 

treatment 

How successful do feel treatment is? What proportion of your patients go on to 

successfully complete treatment? 

Estimate of possible treatment gap 

How many patients do you feel need treatment but are not getting it? 

Out of 10 patients who need treatment how many do you think are receiving 

treatment? 

Perception of barriers and facilitators / protective factors ( 

In your view what facilitates the access to care for patients in Belgium - protective 

factors? (Health beliefs, social structure, stigma etc 

What hinders it? (Financial means of the patient, geography etc.) 
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In your view what facilitates the role of the provider in the providing treatment to 

patients with SUD to BZD? 

What barriers may the provider encounter to providing treatment? 

In your view what elements of the Belgian health care system (or the regional 

offer) promote access to care among typical patients with a SUD to BZD? 

What elements of the system hinder access to care? 

Some statistics about your practice 

How many patients are you responsible for? 

What type of practice are you working in? 

What would you say is the socio-economic situation of patients in your practice? 

Living in poverty, poor, comfortable 

Final reflective question: on impact of recent reforms in the mental health/ 

addiction care sector on prescribing/ deprescribing of BZD/Z 

How do feel the recent reforms in mental healthcare have impacted the addiction 

care sector? 

How has this impacted prescribing BZD/Z? 

How has this impacted deprescribing of BZD/Z? 
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Chapter 3 

 

 

 

 

 

 

‘I haven’t discussed anything with anyone’: Lived experience of 

long-term users of benzodiazepine receptor agonists regarding 

their treatment for substance use disorder 
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Abstract  

Introduction: Treatment for substance use disorder (SUD) to benzodiazepine 

receptor agonists (BZRA) can be challenging and lengthy. BZRA are prescribed 

for anxiety and insomnia and, though guidelines recommend an initial prescription 

duration of one to four weeks this is frequently longer. Understanding the multiple 

challenges associated with withdrawing from BZRA and exploring the nuance and 

complexities from the patient’s perspective is crucial.  

Methods: In this study, we explore the experiences of SUD to BZRA with nineteen 

users, who have subsequently either stabilized, reduced, or discontinued their 

usage.  The data were analysed using Interpretative Phenomenological Analysis.  

Results: Our study identified five key themes regarding the long-term use of BZRA 

which address inadequate patient information, strict adherence to prescribed 

medication, minimal involvement in cessation plans, respecting patient readiness 

for tapering and personalised tapering approaches.  

Conclusion: These findings indicate that patients' blind trust in their providers can 

prevent them from voicing concerns, highlighting the importance of an authentic 

and collaborative relationship between the patient and healthcare provider, while 

respecting patient autonomy. The goal-oriented care approach could improve 

BZRA management by aligning treatment with individual goals, enhancing 

satisfaction, and addressing the complexities of long-term use and withdrawal. 
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Introduction 

Benzodiazepine receptor agonists (BZRA), which encompass both 

benzodiazepines and Z-drugs, are commonly prescribed for anxiety, sedation and 

sleep disorders. Nevertheless, both short and long-term use of this class of 

psychotropic medications can result in adverse effects, including physiological and 

psychological dependence, increased cognitive impairment, and elevated risks of 

injuries such as falls, hip fractures, road accidents, and even suicide attempts or 

completions (Dodds, 2017; Lader, 1999, 2011). Furthermore, individuals who have 

been taking BZRA may experience significant challenges with withdrawal 

symptoms when attempting to discontinue these medications (Lader, 2014). 

During attempts withdraw from BZRA, patients may experience diverse symptoms, 

including exacerbation of anxiety and insomnia (Ashton, 1991), and the 

reappearance of symptoms for which the medication was prescribed, which can be 

destabilising for patients. The duration of withdrawal symptoms can be prolonged, 

and varies depending on the duration of medication use, even when employing a 

gradual deprescription approach. The escalation of withdrawal symptoms is 

especially prevalent when discontinuing the medication abruptly (Ashton, 1991; 

Socias et al., 2021). Patients can obtain BZRA in a variety of ways, including legal 

and illegal strategies. Some of these molecules can be found on the black market 

or shared with friends or colleagues (Liebrenz et al., 2015). The definition of six 

months for long-term BZRA use is based on common clinical understanding of the 

risks, including tolerance, and is supported by a systematic review indicating that 

six months is the cutoff for studying BZRA use (Kurko et al., 2015). 

Belgium has a high number of BZRA prescriptions with 1,260,034 defined daily 

doses delivered by pharmacies in 2016 according the Association of Belgian 

Pharmacists. Moreover, a study conducted in Flanders (Belgium) demonstrated 

that between 2000 and 2019, prescriptions for BZRA increased among long-term 

users aged 18 to 44 and those aged over 65 (Coteur et al., 2022). While they play 

a short-term role in specific conditions, their use should be limited or discontinued 

after a short time (maximum one week for insomnia and four weeks for anxiety 

(Centre Belge d’Informations Pharmacothérapeutique, n.d.)) in cases where they 

are unnecessary. In situations where alternatives are available, BZRA could be 
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substituted or complemented in accordance with the patient's preferences and 

agreement. 

In light of these considerations, official guidelines recommend the use of these 

medications as a last resort and at the lowest possible dose (Cloetens et al., 2018). 

However, a 2020 report revealed that, in Belgium, these guidelines are not 

consistently followed in terms of prescription duration (Kiridis et al., 2022). The 

discrepancy between official guidelines and actual BZRA prescription practices 

may stem from prescribers facing a dilemma. In the face of clinical guidelines, 

prescribers are confronted with emotional and ethical aspects that impact the 

decisions they make regarding the prescription of BZRA (Ceuterick et al., 2023). 

Other factors may play a part in prolonged benzodiazepine prescribing, including 

prescribers' knowledge, beliefs and attitudes about the advantages and 

disadvantages of these molecules (Anthierens, Pasteels, et al., 2010). Conversely 

a meta-analysis of patient and professionals identified that this is a misperception 

of the problem and patients do not necessarily expect or wish to receive a 

pharmacological solution to their problem (Sirdifield et al., 2017). 

Deprescribing from BZRA has received a lot of attention from researchers in terms 

of initiating deprescribing (Tannenbaum et al., 2014), supporting the process 

(Coteur, Henrard, et al., 2022) and examining facilitators and barriers at provider 

and system level (Linsky & Zimmerman, 2018) and among patients (Lynch et al., 

2021). In terms of detailed studies that delve into the lived experience of the 

process of deprescribing from the patient’s perspective an autoethnography was 

undertaken by Fixsen (Fixsen, 2016).  

Examining the lived experiences of patients provides valuable insights into the 

complex process of deprescribing. By exploring these experiences, we can better 

understand the underlying factors influencing the success or failure of different 

approaches. This approach also draws attention to the role of the patient managing 

a shared process between patient and provider.  

Lived experience   

In the case of patients taking BZRA long-term, it is crucial to acknowledge that 

each experience is unique, influenced by factors such as personal context, medical 
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and social interactions. Understanding the lived experience of patients 

deprescribing from BZRAs is important to help develop supportive interventions. 

Patient expertise and motivation is a vital resource in their own process of 

deprescribing and their experience provides valuable contribution to scientific 

knowledge on the subject. Indeed, motivation is a key element for the success of 

BZRA deprescription. It enables patients to understand the importance of 

discontinuing the use of these medications and encourages them to actively 

engage in the process in collaboration with their healthcare providers (Ribeiro & 

Schlindwein, 2021).  

There is a growing body of literature reporting on patients’ lived experiences with 

substance use disorder of illegal and legal drugs (Bacon et al., 2020; Carey & 

MacGregor, 2019; Kassai et al., 2017; Park et al., 2023; Wagstaff et al., 2023) and 

the experience of service users in the mental health care system (Chorlton et al., 

2015; Dawood & Done, 2021; Wangensteen & Hystad, 2022). However, few 

qualitative studies focus on the experience of patients taking BZRA. These studies 

employ various methodologies, such as thematic content analysis of patient 

interview data (Anthierens, Habraken, Petrovic, et al., 2007; Cook, Biyanova, et 

al., 2007; Kapadia et al., 2007), content analysis of free-text responses (Lynch et 

al., 2024), and a quantitative analysis of an online survey (Reid Finlayson et al., 

2022). Using different methodologies, these articles examine patients‘ 

perspectives when first prescribed benzodiazepines (Anthierens, Habraken, 

Petrovic, et al., 2007), factors influencing older patients’ willingness to consider 

stopping benzodiazepines (Cook, Biyanova, et al., 2007), patients’ perceptions of 

current health services (Kapadia et al., 2007) or evaluate the experiences of 

individuals who are using, tapering off, or have discontinued BZRA (Reid Finlayson 

et al., 2022) and the impact of BZRA use on patients’ lives, particularly symptoms, 

and barriers and facilitators to benzodiazepine withdrawal (Lynch et al., 2024). 

The Interpretative Phenomenological Analysis (IPA) methodology facilitates the 

exploration of participants' lived experiences by allowing them to express their 

personal story (J. A. Smith & Nizza, 2021). This method delves into how 

participants construct meaning from their experiences, perceptions and 

perspectives (J. A. Smith & Nizza, 2021). Such an approach aims to reposition the 

patient at the forefront of healthcare and promote a more inclusive and effective 
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approach within the current healthcare system (Bergqvist et al., 2023). By focusing 

on the lived experiences with an IPA method, the nuances and complexities are 

revealed from the point of view of the patient within their own context and setting 

(J. A. Smith & Nizza, 2021). These results can often differ from other forms of 

research taking perhaps a more quantitative approach or qualitative analyses such 

as thematic content analysis which can fail to capture nuance.  

In this study, we explore the experiences of BZRA users who have stabilised, 

reduced or discontinued their BZRA use as part of long-term treatment, using semi-

structured interviews.  Our objective was to understand how patients experienced 

this process, as well as how their interactions with healthcare services unfolded. 

We posed the following research question: What is the lived experience of long-

term users of BZRA regarding their treatment for substance use disorder?  

Methods  

Sampling and recruitment 

A purposive sample of long-term BZRA users (≥ 6 months (Kurko et al., 2015)) was 

recruited through various Belgian mental health networks and primary healthcare 

channels, as well as by extending invitations through social media and to 

individuals involved in a documentary (on French-speaking Belgian television) 

focusing on the long-term use of BZRA. Participants were eligible if they had prior 

experience with BZRA and had stabilized, reduced, or discontinued their usage. A 

diverse sample was sought by considering variations in experiences, geographic 

locations, and the participants' progress in their cessation journey.  

Development of interview topic guide  

Semi-structured interviews were conducted with long-term BZRA users employing 

an interview guide developed by three authors— MC, BS, and PV (Additional File 

3.1). The topic guide was structured into several sections focusing on the 

experience of patients from their initial prescription, their trajectory, the moment 

they decided to stop, reduce, or stabilize their dose, triggering factors for starting 

deprescription, and their recovery. This interview guide was first developed in 

English by the three authors (MC, BS, and PV) based on a previous study 

conducted by MC (Ceuterick et al., 2021b). Subsequently, it was presented to the 
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follow up committee of the research project, comprised of mental health and 

primary care stakeholders, pharmacists and policymakers to gather their feedback. 

Following these inputs, the interview guide underwent revisions by the research 

team until a final version was achieved. The final version was then translated by 

MC into Dutch and by PV into French.  

Adaptation of the Life History Calendar Method  

In order to facilitate the story telling of what, for some, was a long and complex 

experience we employed and adapted the life history calendar method. During the 

interview participants were invited to engage with a 'life history calendar' (LHC) 

(Nelson, 2010) that we adapted and called Medication Calendar Method (MCM) 

(Image 1). The classical life history calendar typically covers a specified period, 

such as a year or several years, and prompts individuals to provide detailed 

information about various life events. LHC are particularly valuable for studying the 

timing and sequencing of events in people's lives, and they provide a visual aid 

that can enhance participants' recall and reporting accuracy (Nelson, 2010). This 

methodology is a reliable method to help collect retrospective and biographic 

information, as it allows participants to note various life events and the associated 

life contexts along a timeline (Freedman et al., 1988) and according to a study 

published in 2020, this method can improve reports on the experience of certain 

mental disorders (Axinn et al., 2020)  

Other studies have used the calendar method to explore the experience of patients 

during their care using a fixed matrix format (Axinn et al., 2020; Lutaud et al., 2024; 

Vermeer et al., 2016).  After revisiting the literature on this method, the research 

team decided to integrate a non-structured format. Hence, in our study, participants 

were invited to draw a timeline on white A3 paper. They were asked to include 

anything they wanted on the timeline like major life events such as the birth of a 

child or job changes. This process aimed to help participants to position 

themselves temporally and to avoid event recall bias, also aimed to facilitate the 

interviewers understanding of sometimes complex trajectories. Participants could 

interact with the timeline as much or little as they liked. As illustrated in Image 1, 

participants engaged in different ways with the method. Overall, using this visual 

aid generally facilitated the discussion extensively. In the few instances where 
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participants did not feel comfortable using this method, we did not insist on using 

it. A participant also sent a document on his own initiative before the semi-

structured interview, which helped to start the interview on this document.  

This interview topic guide with the adjusted medication history calendar method 

was piloted during two interviews, one in French and one Dutch but no adaptions 

were considered necessary. 

Interviews  

In total 19 interviews were conducted, of which 13 interviews were conducted in 

French, by the first author (PV, female, PhD student and psychologist by training) 

and 6 interviews in Dutch by the second author (MC, female, postdoctoral 

researcher and medical anthropologist). 18 interviews were conducted in person 

and two interviews were organised online based on the interviewee's preference. 

Interviews took place between 27/04/22 and 15/12/22 in a location chosen by the 

participant (i.e. the participant’s home, either one of the two involved universities, 

or another neutral place). Before the interview, informed written consent was 

obtained from all participants. All interviews were recorded digitally and transcribed 

verbatim using Amberscript software, any identifying information was removed. 

The transcripts were proofread for accuracy. Participants could reread the 

transcripts if they wished. 

Monthly team meetings were held to discuss the progress of data collection and 

data analysis.  

Ethical statement  

Prior to participating to the study, participants were provided with an information 

and informed consent letter, as well as a verbal explanation of the study's 

objectives by the researcher (MC or PV). They subsequently gave their voluntary 

and written informed consent and agreed to be recorded. All names and identifying 

information were removed from the transcription to maintain anonymity. 

Data analysis  

Interpretative Phenomenological Analysis (IPA) was employed for the data 

analysis. This approach requires an in-depth exploration of participants' lived 
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experiences, aiming to uncover the ways in which they make sense of their 

experience.  IPA enables exploration of patients' experiences with great depth and 

detail (J. A. Smith & Nizza, 2021). In the context of long-term BZRA use, this could 

help us to understand the nuances of their experience as a patient. It focuses on 

the subjective meaning individuals attribute to their experiences. This method 

recognizes and values the subjectivity and uniqueness of individual experiences.  

In the initial phase the first author (PV) thoroughly read and revisited the 

transcriptions multiple times. Concurrently, detailed exploratory notes were taken 

to capture the nuances and subtleties within the participants' narratives. To 

become more immersed in the experiential statements of the participants. An 

experiential statement is a verbatim that describes a participant's experience as 

they recounted it and accurately captures and represents the perceptions and 

meanings that participants attribute to their experiences. PV referenced with each 

MCM document to get more details and additional elements beyond what the 

participants had said verbally. Following this, experiential statements were 

identified for each transcription, clustering them into more comprehensive and 

overarching statements. The resulting overarching statements were discussed 

during regular meetings with MC and BS, followed by iterative data discussions. 

This collaborative process allowed for a thorough exploration of the data and 

refinement of the analysis. Once the themes were defined, representative quotes 

were selected to best reflect the participants' shared experiences, enhancing the 

richness and depth of the analysis. The data analysis process was carried out 

using Nvivo 14 software (14.23.2). 

Results 

Description of the study sample 

A purposive sample of 19 patients was recruited from the three regions of Belgium 

(Brussels, Flanders, and Wallonia), the diversity of the sample is presented in table 

3.1. Participants' year of birth spanned from 1948 to 1989.  In order to maintain 

confidentiality, each participant was given a code. Among our sample, 63% of the 

participants were women and 37% were men, with a median age of 52 years. 
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Code  
Date of the 

interview 
Year of birth  Gender 

Professional 

status 

Reason for 

first 

presciption  

Online or in 

person 

RESP1 27-04-22 1980 M Working Anxiety In person 

RESP2 22-07-22 1964 M Unemployed  

acute 

psychosis 

due to drug 

abuse 

Online 

RESP3 29-07-22 1985 F 
On sick 

leave 
Insomnia  In person 

RESP4 31-08-22 1989 M 
On sick 

leave 
Anxiety In person 

RESP5 02-09-22 1969 M Working  Stress In person 

RESP6 15-12-22 1971 F Unemployed Insomnia In person 

RESP7  09-05-22 1948 F Retired Anxiety In person 

RESP8 25-05-22 1948 F Retired Pain  In person 

RESP9 07-06-22 1969 F Working Sleep In person 

RESP10 23-06-22 1970 M Unemployed  Anxiety In person 

RESP11 11-07-22 1970 F Working Anxiety In person 

RESP12 08-09-22 1949 M Retired Sleep In person 

RESP13 09-09-22 1961 F Reitred Sleep Online 

RESP14 14-09-22 1961 F Working 
Sleep and 

anxiety 
In person 

RESP15 16-09-22 1971 F Working Anxiety In person 

RESP16 21-09-22 1950 M Retired Anxiety In person 

RESP17 30-09-22 1986 F Working Anxiety In person 

RESP18 05-10-22 1973 F Unemployed  Anxiety In person 

RESP19 10-10-22 1976 F Working Anxiety In person 

Table 3.1. Socio demographic data 

Interviews findings 

Although the participants had different withdrawal goals (stabilisation, reduction or 

cessation), they shared common experiences in their histories. Five themes 

emerged from the analysis of the data (table 3.2): (1) « Like sweets »; (2) « When 

the psychiatrist gives you medication, you must take them. » (3) « ‘I haven't 

discussed anything with anyone»; (4) « I wasn’t ready [for the withdrawal] »; and 

(5) «If you want to do it right, you have to go slowly».  
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5 themes 

1. ‘Like sweets’ 

2. ‘When the psychiatrist gives you 

medication, you must take them.’ 

3. ‘I haven't discussed anything with 

anyone’ 

4. ‘I wasn’t ready [for the withdrawal]’ 

5. ‘If you want to do it right, you have to 

go slowly’ 

Table 3.2. Themes 

1. ‘Like sweets’ 

This theme symbolizes the disappointment and dissatisfaction with the lack of 

comprehensive information about BZRA. This lack of information results in blind 

trust in healthcare professionals, leading to a limited understanding of the potential 

consequences of BZRA use. Some patients expressed frustration that the drugs 

prescribed exacerbated their health problems rather than alleviated them. They 

reported feeling abandoned and hopeless when their concerns are ignored or 

downplayed by the prescriber.  

 “And I didn't like that at all because I finally gave up myself, because I said 

find me something else, I say...[...] I told them straight out eh... I said listen, 

I sleep 24 hours a day, are you kidding?” “That was after a major event in 

my life, my mum who committed suicide in fact. […] In fact, also due to abuse 

of benzos. She took Temesta® and her psychiatrist [name] in [place], who 

said to her you can take that like sweets. And she said that to us too, from 

my psychiatrist said you can take that like sweets. " RESP2 

In this quote, RESP2 expresses discontentment and mentions the struggle to find 

an alternative. He seems dissatisfied with the initial treatment, apparently 

experiencing excessive drowsiness. The mention of the mother's “abuse of 

benzos,” specifically Temesta®, and the psychiatrist's advice to take them "like 

sweets" highlights the prescription practices and attitudes towards BZRA. These 

words attributed to the prescriber suggest a lack of awareness or disregard for the 

associated risks and the patient's real needs and suffering RESP2 draws a 
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connection between his own medication challenges, his mothers’ experience with 

BZRAs and her tragic outcome.  

This is perceived by other participants who also described not receiving enough 

information. This emphasizes the initial lack of detailed information and 

demonstrates the lack of awareness and education about these medications. 

‘Not much, honestly. I didn't know much. I knew what it was because, well, 

when I was little, I also knew my mother, who used to take that... I remember 

the bottle that was always on the bathroom shelf. Otherwise, by name, I also 

knew... I know someone who used to take it...' RESP10 

‘I've never been told: "Yes, but this is a medicine you have to be careful 

with"’. RESP3 

Some quotes reflect the dissatisfaction of patients with a healthcare approach that 

places a priority on prescribing medications as the primary solution to insomnia 

and anxiety, often without a thorough understanding of the individual's specific 

condition and circumstances. 

‘Well, medications, that was the first thing they gave you before anything 

else, before, I would say, knowing how you're doing...’ RESP19 

RESP19 describes feeling misunderstood or not listened to by the healthcare 

professional. She believes that the medical approach typically includes prescribing 

medications immediately, even before fully comprehending or evaluating the 

person's condition.  

‘The doctor, it's just to fill you up with medications. It's easy; he writes a 

prescription; you take the pills. And then... then you feel better, but it's just 

bypassing the illness; it doesn't cure you.’ RESP7 

Another patient expresses a somewhat critical view of doctors, suggesting that they 

often rely on prescribing medications as a quick and easy solution and encourages 

a trivialization of benzodiazepines. RESP7 acknowledges that taking the 

prescribed pills may provide temporary relief, making you feel better. However, he 

emphasizes that this approach merely addresses symptoms and doesn't address 

the root cause of the illness, implying that it doesn't lead to a cure.  
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2. 'When the psychiatrist gives you medication; you must take them.’  

Through the patients' stories, they illustrate their profound sense of obligation to 

strictly follow and adhere to the treatment and prescription guidelines established 

by their healthcare providers. This feeling leads them to keep their medication 

management preferences to themselves, and they often feel uncomfortable 

exploring other avenues that may differ from their doctor's recommendations.  

'When the psychiatrist gives you medication; you must take them.’ RESP16 

In this quote, RESP16 is conveying a straightforward directive regarding 

psychiatric treatment. His belief is that when a doctor prescribes medication, it is 

expected or necessary for the individual to take the prescribed drugs. The 

statement suggests a sense of obligation emphasizing the importance of adhering 

to the prescribed treatment plan.  

Other patients express that they do not fully agree with the treatment proposed by 

healthcare professionals but refrain from going against it due to fears of potential 

negative consequences. Additionally, they present an apprehension about 

straining the doctor-patient relationship or appearing noncompliant. The tendency 

to blindly trust and strictly follow the provider's prescription often occurs at the 

expense of voicing concerns. This feeling is shared by RESP7.  

‘But, as my doctor told me, 'You cannot stop that.' So, I think I won't do that 

without the doctor's advice, because, you know, I don't know where I'll end 

up.’ RESP7 

These accounts highlight a lack of communication and shared decision making 

between patients and their healthcare providers, underscoring the unequal 

relationship between the prescriber and the patient. Patients appear to feel obliged 

to follow prescribed treatments without voicing their own preferences or concerns, 

indicating a power imbalance where the prescriber's authority outweighs the 

patient's input. 
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 3. ‘I haven’t discussed anything with anyone’ 

From the perspective of some patients, the relevance of involving their healthcare 

professional in the decision-making process regarding the cessation and 

stabilisation of BZRA was not clear. Some people decide to take this step with 

someone close to them, but the involvement of the healthcare professional does 

not seem to be considered important by patients. It is a decision they have made 

for themselves.  Some patients express pride in having accomplished everything 

on their own, without assistance from anyone, which leads them to avoid 

discussing this decision with others. For many, successfully overcoming the 

difficulties of withdrawal without the help of a healthcare professional or support 

system was a sign of personal strength and determination. They felt a deep sense 

of accomplishment. Additionally, they describe the decision as sudden, occurring 

at a time when they themselves hadn't anticipated making such a choice. They had 

not premeditated this decision. 

‘I haven't discussed anything with anyone. I'm not lying to you, you know... 

you can ask Mr. X [name of the General practitioner] ... he himself was the 

first surprised... Yes, all alone... Everything and all, everything, everything, 

everything. 

(…) 

"No, no, I really made the decision just like that, all of a sudden. I said no, I 

have to stop all my medications.’ RESP8 

Some patients also describe a challenging period due to personal events or BZRA 

adverse effects that led the patient to question their medication and prompted them 

to stop, reduce, or stabilize their BZRA use. This period is described through the 

quote from RESP15, who describes going through what she calls a nightmare, a 

very difficult time that pushed her to take control and start on her own this 

withdrawal process. 

 ‘So there, I started the worst period, let's say the nightmare period, and 

that's when I decided to undergo withdrawal. It was my decision... Now, it's 

time for me to undergo withdrawal.’ RESP15 
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While some participants explained that they did not involve anyone in their 

decision-making and support for discontinuing, stabilizing, or reducing BZRA 

usage, others included a close family member with whom they planned this 

withdrawal process. For example, RESP17 established deadlines with her 

husband to better organize the withdrawal process, drawing from challenging past 

experiences, without involving a healthcare professional.  

"So, my ideal goal would have been to stop overnight. But we knew that it 

hadn't worked the times I had tried. And on top of that, I had researched 

withdrawal symptoms, so my husband and I had discussed it extensively 

and set some deadlines." RESP17 

 4. ‘I wasn’t ready [for the withdrawal]’ 

Some patients expressed their hesitance and apprehension regarding the process 

of BZRA withdrawal. This is outlined by the quote of RESP15.  

‘We started a withdrawal. I was in a panic when I got out of there. I wasn't 

ready.’ RESP15 

The use of "panic" indicates the high degree of anxiety or stress generated by this 

situation, highlighting the impact on the patient of feeling unprepared or not ready 

to start the tapering process. In this quote, the emotional and psychological 

challenges are made explicit and associated with gradual withdrawal and the 

reappearance of the symptoms for which she had taken BZRA. Later in the 

interview she explained that she stopped taking BZRA later, at a time she found 

more suitable. At that point, her panic was also linked to the fact that she had not 

been prepared for the withdrawal beforehand and the symptoms it would generate. 

Patients may experience strong resistance or reluctance to begin the process of 

benzodiazepine withdrawal, as the quote indicates. Patients express the need for 

healthcare professionals to listen to their fears and slow the pace. The testimony 

of RESP13, who admitted to their doctor that they were taking BZRA through a 

family member, is another example. They found themselves unable to obtain a 

prescription from one day to the next following the death of this person. When they 

explained the situation to their GP, he refused to prescribe it and wanted them to 

stop without giving more information. 
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‘He [GP] said, “You've got to stop, you've got to stop, that's all”. It wasn't any 

better, so I tried to get the prescription from the pharmacy. They wouldn't 

give it to me.’ RESP13 

5. ‘If you want to do it right, you have to go slowly’ 

Some patients emphasize that the withdrawal process is not an easy task and 

requires prior preparation on the part of the patient. Patients expect the provider to 

be open to a gradual reduction or personalized stabilization.  

‘I wanted to gradually decrease until completely stopping. And when my 

doctor told me in four weeks, I trusted him.’ RESP18 

RESP18 initially trusted their doctor's recommendation of a four-week timeframe 

for tapering off medication. However, in the end, the withdrawal process took over 

a year. The patient highlights the importance of adapting the pace of withdrawal to 

the individual's needs and experiences. Other patients underscore the need for a 

slow and gradual approach to overcoming BZRA substance use disorder.  RESP1 

thinks that rushing is seen as a common mistake and advocate for a slow tapering 

off to minimize relapse risk and withdrawal symptoms. Some patients express 

frustration with the inability to rapidly deprescribe BZRAs, emphasizing that doing 

it right requires a slow approach. RESP1 elaborates on this frustration, pointing out 

that rushing the process is often counterproductive. They believe that a hurried 

withdrawal increases the likelihood of relapse and exacerbates withdrawal 

symptoms. According to RESP1, the key to a successful tapering off is to proceed 

slowly and methodically. 

‘That's the frustrating part of all these things; if you want to do it right, you 

have to go slowly. So, you have to accept right away that if you're taking 

different products, it's actually a multi-year plan to get rid of everything. In 

my opinion, the biggest mistake people can make is to quickly say they want 

to get off benzodiazepines when they hear about them. In my opinion, they 

often get it thrown back in their faces. It's only by doing a slow tapering that 

you actually have the least chance, in my opinion, of relapse and the 

greatest chance of reducing withdrawal symptoms.’ RESP1 
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Discussion  

In our study on the lived experience of treatment for SUD for BZRA from the 

patient’s perspective, five themes emerged from the analysis. These themes 

include patients expressing feelings of being insufficiently informed about BZRA, a 

strong sense of obligation to adhere strictly to prescribed medication, a lack of 

perceived relevance in involving others regarding cessation and stabilization of 

BZRA, the importance of respecting the moment when patients are ready to taper 

off BZRA, and the importance of a personalized approach to tapering off BZRA. 

These themes are presented separately but they are very much intertwined, in the 

following paragraphs we attempt to make sense of the complex lived experience 

of the patients we interviewed. 

First, these findings underscore the crucial need for comprehensive information 

and effective communication in managing long-term BZRA use. In our results, 

patients expressed dissatisfaction with the lack of detailed information provided 

about BZRA medication, leading to limited awareness of the associated risks. 

Other studies have also found that patients reported receiving insufficient 

information about potential risks and hazards associated with BZRA (Chahal et al., 

2023; Lynch et al., 2024; Seddon et al., 2024). A further study revealed that 

patients' perceptions of the risks linked with BZRAs were influenced by their 

individual characteristics and beliefs about these medications (Sake et al., 2019). 

This underscores the importance of transparent and personalised communication 

between healthcare professionals and patients to ensure informed decision-

making regarding BZRA. Communication techniques encouraging patients to voice 

their concerns and actively participate in decision-making regarding their treatment 

are warranted. Healthcare professionals are encouraged to explore patients' 

discourse and to try to understand their real needs and how these evolve, as well 

as those they may want to hide from them for reasons specific to each patient. 

Second, and linked to this need for information, a particular challenge with SUD to 

BZRA is the fine line between treatment and dependence. Patients are prescribed 

BZRA in response to certain symptoms but become dependent on the medication. 

When they decide to stop they must have understood that this is no longer a 

treatment plan for their symptoms but a dependence. The results presented in 
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theme two, highlight the challenges for individuals with long-term BZRA use to 

question the ‘treatment’ plan proposed by their provider. This could be interpreted 

as a trusting relationship between patient and provider but could also be 

characterised as ‘blind’ trust where the patient doesn’t dare to question the 

prescription. The form of ‘blind’ trust to strictly adhere to the prescription given by 

the provider, often at the expense of voicing their concerns, presented in theme 

two is concerning. To maintain the genuine trust established between the provider 

and the patient when transitioning from a treatment plan to deprescription, it is 

essential to adopt a collaborative approach with the patient. This is in accordance 

with the patient’s perspective described by Silvernail and Wright, (2022) which 

describes a patient's narrative and the essential role of a trusting patient-provider 

relationship in successfully managing medication tapering. This trust not only 

provides emotional support but also validates the patient's experiences and 

concerns. The patient's ability to persist in finding a healthcare provider willing to 

listen and learn about BZRA dependency highlights the profound impact of trust 

and communication in achieving positive health outcomes (Silvernail & Wright, 

2022).   

Moreover, theme three describes how patients hid their attempts to stop taking 

BZRA from their provider or that they decided to stop without medical support. This 

is worrying given the complex and unpredictable withdrawal symptoms associated 

with BZRA (Authier et al., 2009; Pétursson, 1994; Reid Finlayson et al., 2022). The 

factors that influence patients' confidence in their prescriber are shaped by the 

prescriber's motivation to understand the patient, their expertise in BZRA, 

transparent communication, shared decision-making, and the duration of the 

relationship (Oldenhof et al., 2021). This highlights the need for healthcare 

professionals to be guided by the patient in setting treatment goals (Van Ngoc et 

al., 2024). By fostering a supportive and empathetic environment, healthcare 

providers can enhance treatment adherence and improve patient outcomes. This 

highlights the importance and inherent challenge of recognising and respecting 

patient autonomy while ensuring access to comprehensive support and advice 

throughout the withdrawal process. The withdrawal process can be very difficult for 

some patients, and they may experience a variety of prolonged and severe 

symptoms (Authier et al., 2009; Pétursson, 1994; Reid Finlayson et al., 2022). 
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Identifying patients at particular risk of a difficult withdrawal is challenging which 

further emphasises the need to remain attentive to patients at each prescription 

renewal. It is therefore important that patients are warned of the adverse effects so 

that they can be supported and managed appropriately and talk about stopping the 

molecule at the first prescription.  

Third, in order to avoid patients abruptly stopping their medication and or doing so 

without medical support the timing and the pace needs to be right. As presented in 

themes four and five and supported by other studies (Ceuterick et al., 

2021b).(Authier et al., 2009; Pétursson, 1994; Reid Finlayson et al., 2022; Van 

Ngoc et al., 2024). In Belgium, a new reimbursement programme began in 2023, 

which proposes three different trajectories for deprescribing within one year. Given 

the results presented in this paper, it remains to be seen whether this programme 

will be sufficiently flexible to accommodate the diversity of patients eligible (Institut 

national d’assurance maladie-invalidité, n.d.-b). The restricted flexibility of this 

programme, with its three predefined pathways, constrains the ability to provide 

personalized care and may result in the deprescribing process being conducted 

too rapidly for patients. 

Finally, adopting a goal-oriented care approach (GOC) could prove advantageous 

in tailoring care to the individual patient. GOC enables healthcare and social care 

professionals to collaborate innovatively, placing the priorities and life objectives of 

patients with complex medical and social requirements at the forefront of their care 

(Boeykens et al., 2022). Studies have analysed the characteristics associated with 

the long-term use of BZRA and have shown that users tend to have certain 

characteristics linked to long-term use, such as advanced age, multiple 

comorbidities, and psychiatric disorders (Kurko et al., 2015). These users may be 

considered to require complex medical and social support. Incorporating goal-

oriented care principles into the management of BZRA disorders requires actively 

involving patients in decision-making, acknowledging their treatment preferences, 

and tailoring interventions to support their goals. This approach fosters a sense of 

ownership and empowerment among patients, ultimately leading to improved 

treatment adherence and outcomes (Boeykens et al., 2022; Reuben & Tinetti, 

2012). The GOC approach is helpful for patients dealing with multiple parallel care 

processes for various conditions, which may lead to fragmented care and poor 
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continuity of care (Berntsen et al., 2018). Additionally, it allows for a more effective 

prioritization of patients' goals, especially for those with a substantial number of 

prescriptions, by identifying what holds significant importance for them, what are 

their preoccupations (Boeykens et al., 2022).  

Establishing a shared comprehension of treatment goals holds the potential to 

enhance patient satisfaction (Mold, 2017) and contributes to the satisfaction of 

healthcare professionals  (Salter et al., 2019). The GOC approach is a philosophy 

directly related to the patient-centered care approach and shared decision-making 

and, to the best of our knowledge has not yet been applied to deprescribing from 

BZRA. Given the often complex and unpredictable process of withdrawal for 

patients and the fact that several outcomes are possible (stabilisation, harm 

reduction, total abstinence) we believe that GOC may be a helpful approach in this 

setting. 

Strengths and limitations  

The study's diverse sampling strategy, combined with the use of multilingual 

interviewers in both French and Dutch, contributed to comprehensive 

representation and effective communication with participants. This approach 

ensured that individuals from various backgrounds and geographic locations were 

included, enhancing the richness and depth of the data collected. Additionally, the 

innovative use of the Medication Calendar Method provided a structured 

framework for participants to recall and report on their experiences with BZRA use 

within the context of their life events. This visual aid facilitated detailed insights into 

participants' treatment trajectories, allowing for a nuanced understanding of their 

journey. However, potential bias in participant recruitment could influence findings. 

Furthermore, the subjective nature of Interpretative Phenomenological Analysis 

introduces inherent interpretative bias despite efforts to ensure rigor. 

Perspectives 

Future research could explore the differences in lived experiences based on 

gender, as well as examine the experiences of patients within secondary mental 

health care services, such as psychiatry. These studies could provide valuable 
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insights into the unique challenges and needs of different patient populations and 

how they are received in different parts of the healthcare system. 

Conclusion 

The study emphasizes the importance of transparent communication and 

comprehensive information in managing long-term BZRA use. Patient adherence 

hinges on trust and collaboration with healthcare providers. Withdrawal from BZRA 

requires personalized support and respect for patient autonomy, as some attempt 

tapering without medical guidance. 

Implementing a GOC approach could address these challenges by involving 

patients in decision-making and tailoring interventions to their preferences. This 

approach, relatively novel in BZRA deprescribing, aims to prioritize patient goals, 

enhance treatment satisfaction, and improve outcomes. By establishing shared 

treatment goals, patient satisfaction and healthcare professional fulfilment can be 

enhanced. 

Overall, the findings underscore the significance of communication, collaboration, 

and personalized support in managing long-term BZRA use. Adopting a GOC 

approach holds promise for optimising care delivery, particularly for patients 

managing multiple conditions, by aligning treatment strategies with individual goals 

and preferences. 
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Additional File 3.1 

Topic guide 

Demographic and socio-economic background  

- Gender M/F/X 

- Year of birth  

- Postcode (if applicable)  

- Household composition: I am… living alone, living with partner, living with 

children, living with partner and children, other: fill in 

- What do you do in daily life: I work/ I am… unemployed/retired/ sick leave/ other: 

fill in   

Where are they in the cycle of Prochaska and Diclemente1?  

- Are you currently (tick all that apply): completely stopped, actively tapering-

off/reducing doses, at a stable dose (no plans to reduce)   

- Choose an answer that corresponds to your situation: 

- I stopped taking sedatives and/or tranquilizers. 

- I started to reduce the number of sedatives and/or tranquilizers.  

- I did not plan to reduce the number of sedatives and/or tranquilizers.  

Type of medication  

- What kind(s) of sedatives and/or tranquilizers have you taken regularly?  

- What kind(s) of sedatives and/or tranquilizers do you take regularly?  
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INTRODUCTORY QUESTION 

Tell me about your experiences recovering from using sedatives and/or 

tranquilizers?  

Aim: get basic background history  

Pertinent additional questions can be asked, for example to explore overarching 

concepts and definitions.   

CALENDAR METHOD  

For this question we will employ an adjusted life history calendar method (Nelson, 

2010) 2 centered on the participant’s medication and cessation history. The 

participant will be invited to draw a timeline of his/her medication and cessation 

history. We will allow the participant to fill this in freely. We will ask them to indicate 

the following major event points (in line with the different phases outlined by 

DiClemente and Prochaska, 1998) 1:  

- ONSET: starting point of medication (=precontemplation phase) 

- USE TRAJECTORY: evolution of medication use (=precontemplation 

phase) 

- DECISION TO STOP/STABILISE OR REDUCE: turning point 

(contemplation + preparation phase) 

- RECOVERY : cessation, stabilisation (action + possible relapse(s) + 

maintenance phases) 

ONSET 

- When did you start taking the medication? 

- What was or were the reason(s) for the first medication? (sleep problems, 

anxiety, chronic pain,…)  

- Who prescribed it? / How do you access your sedatives and/or tranquilizers? 

- What were the circumstances in your personal life related to the need to start 

medication?  

- Personal life (Children? How old at that time? Marriages ? Deaths ?  
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- Professional life? (work?) 

- Stressful life events?  

USE TRAJECTORY  

- How did your use of this medication evolve over time?  

- In what dosage did you use it?  

- How did you obtain it?  

- How did you manage to get more?  

- Did you combine this with other substances (e.g. alcohol, medication, 

drugs,…)? If so, which ones?  

- What were the benefits of using this medication for you? What were the 

positive impacts? 

- What were the disadvantages of using of this medication for you?  

- What were the interaction with professionals? On your own? 

DECISION TO STOP/STABILISE/REDUCE 

- At what point did was your use was becoming problematic to you? What was 

the turning point for you?  

- At what point did you decide to stop?  

- What were the context and reasons behind your decision?  

- Who played a role in that (health care professionals)?    

- What were your objectives?  

- What do you consider to be recovered? What do you consider a satisfactory 

situation? 

- Prompt into how they describe the experience, and take the liberty to go a 

bit deeper into what they say… How was it to X or Y… Can you elaborate a 

bit on X or Y.. Give an example of X or Y…  
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RECOVERY (stabilization, stop, reduce, satisfactory situation) 

- What was the first step? (Did the decision come from yourself or did 

someone else suggest it (e.g. Health Care Professional )? Probes (based 

on BENZONET study3): 

-  What/who helped to take that first step ?  

o alternatives for the underlying anxiety/sleeping problems (sleep 

therapy in a sleep clinic or through a physiotherapist, psychotherapy, 

meditation (self-taught through online videos), sports, natural 

remedies (herbs, melatonin) 

o peer support  

o support of family and informal network  

o change in context and daily schedule (for example due to retirement, 

change of career,…)  

o moral support of the attending physician  

o recognition of the patient’s experiences during withdrawal are 

(validation)  

o accessibility to (small) correct taper dosages (taper strips, 

pharmaceutical preparations) 

o tapering at own pace/rhythm (mutual agreement on treatment) 

- What/who hindered?  

o stigma/shame to seek help 

o no feasible alternatives for the underlying anxiety/sleeping problems  

o unsupportive family and informal network  

o invalidation of withdrawal effects by treating health care professional  

o no accessibility to (small) correct taper dosages (taper strips, 

pharmaceutical preparations) 

o limited knowledge on support for cessation options  
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o when under medical supervision: unrealistic tapering schedule  

- At that point, when you decided to seek help, did you experience problems 

to access the care you felt you needed?    

- What were the circumstances in your personal or professional life? (Refer 

to previous responses) 

Who was supporting you? What exactly was supportive about their help? (Here 

we will show a list of possible sources of help, accompanied by an icon) 

- Pharmacist  

- GP  

- Psychologist (where did you consult with them)  

- Psychiatrist 

- Nurse 

- Peer support (off-or online), coach  

- Informal network: partner, family member, friend…  

- Physiotherapist 

- Alternative therapist 

- Optional question: are you a believer?  

- Whose help were you missing?  

- How did your recovery evolve? Can you describe the process?  

- How did you experience that part of the treatment?  

o Physical effects? 

o Psychological effects? 

- How was your interaction with the health care system during your recovery?  

- Can you describe the role of each professional?  

• What helped?  

• What hindered?  

- At what point did you consider yourself to be recovered? And how do you 

describe recovery? 
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- what are the benefits and disadvantages of stopping/ to be stabilised?  

- Are you currently still doing things to maintain this balance?  

CLOSING QUESTIONS  

- What would you do to make this process easier for others, if you could do 

anything, in an ideal world?   

- Is there anything else you want to mention?  
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Abstract 

Background: The long-term use of benzodiazepine receptor agonists (BZRAs) 

poses a significant public health challenge in Belgium because of the associated 

risks of physical and psychological dependence. Despite guidelines 

recommending short-term use, BZRAs are frequently prescribed beyond the 

recommended duration, leading to chronic use and associated harm. To address 

this issue, a policy Delphi study was conducted to assess targeted strategies for 

preventing long-term BZRA use through the lenses of primary, secondary, and 

tertiary prevention. 

Methods: The study involved a panel of experts, including healthcare 

professionals and patients, who participated in two rounds of questionnaires to 

evaluate 27 policy recommendations. These recommendations were assessed for 

feasibility, support, and importance, and participants were also asked whether the 

necessary conditions were in place to implement each recommendation. This 

approach aimed to identify areas of consensus and divergence among participants. 

Results: Key findings reveal a strong consensus on the need for awareness 

campaigns aimed at healthcare professionals and the general public to highlight 

the risks associated with BZRA withdrawal. There was also significant support for 

implementing training programs to equip healthcare providers with the skills 

needed to manage BZRA withdrawal effectively. However, some 

recommendations, such as increasing remuneration for long follow-up 

consultations and establishing a peer support, "benzo-buddy" system, garnered 

less agreement, suggesting that these proposals require further refinement. 

Conclusion: This study highlights the complexity of addressing long-term BZRA 

use and advocates for a comprehensive, multifaceted approach. This approach 

should integrate education, awareness, and tailored healthcare practices to 

increase prevention efforts. The findings emphasise the importance of coordinated 

interventions across different levels of prevention to effectively mitigate long-term 

use on BZRAs in Belgium. By refining and implementing these strategies, the 

likelihood of achieving meaningful improvements in the management and reduction 

of chronic BZRA use could be significantly increased, contributing to better public 

health outcomes. 
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Introduction 

Owing to their adverse effects, the long-term use of benzodiazepine receptor 

agonists (BZRAs) represents a significant public health concern. These drugs are 

primarily employed for their anxiolytic and sedative properties. However, their use 

can result in both short- and long-term adverse effects, including physical and 

psychological dependence, dizziness, an increased risk of falls, drowsiness, road 

accidents, and withdrawal difficulties (Lader, 1999, 2011, 2014). Therefore, 

guidelines in Belgium recommend that these medications be prescribed for very 

short periods ranging from 1-4 weeks at the smallest possible dose and as a last 

resort (Centre Belge d’Informations Pharmacothérapeutique, n.d.). Nevertheless, 

these drugs are widely prescribed and are often used beyond the recommended 

duration. In fact, a Belgian report showed that the duration of prescriptions was 

longer than what is recommended in the guidelines, with 67% of participants having 

been using them for more than 1 year (Kiridis et al., 2022). 

In this context, the prevention of long-term use of BZRAs becomes crucial and 

requires a structured, multilevel approach. The concepts of primary, secondary, 

and tertiary prevention, first articulated by Leavell and Clark (Leavell & Clark, 

1953), provide a foundational framework for addressing health issues at different 

stages. Primary prevention concentrates on preventing the initial onset of disease 

by addressing risk factors and promoting healthy behaviours. Secondary 

prevention aims to identify and treat emerging health problems at an early stage. 

Tertiary prevention involves action taken after the onset of a disease to minimise 

complications, prevent further deterioration and improve the quality of life of those 

affected. When applied to long-term use of BZRAs, primary prevention seeks to 

avoid unnecessary initial prescriptions, secondary prevention focuses on 

identifying and reducing long-term use, and tertiary prevention aims to minimise 

harm in chronic users. These levels of prevention necessitate both specific and 

coordinated interventions in terms of public health policy and clinical practice. 

In Belgium, several policies have been implemented in recent years to address the 

problem of BZRA use. These policies range from information for patients and the 

general public, training courses for clinicians and, more recently, a reimbursement 

programme to help patients taper off the medication. This pilot program launched 
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in February 2023 aimed at reimbursing compounded BZRA preparations for 

patients undergoing withdrawal (Centre Belge d’Informations 

Pharmacothérapeutique, 2023; Institut national d’assurance maladie-invalidité, 

n.d.-a). 

In recent years, Belgium has also undertaken campaigns to prevent the long-term 

use of BZRAs among both patients and healthcare professionals (Service Public 

Fédéral, 2018). A systematic review highlighted that effective public health 

campaigns need to be well targeted, clearly communicated, and sustained over 

time to bring about meaningful behavioral change (Ranjbar et al., 2017). Some 

studies have demonstrated that awareness campaigns on medicine use have had 

limited impacts (Giordano et al., 2013; McNulty et al., 2010; Ranjbar et al., 2017), 

particularly those conducted through social media, which often focus on immediate 

engagement rather than long-term behavioral change (Ghahramani et al., 2022). 

This underscores the importance of a multilevel approach that incorporates 

primary, secondary, and tertiary prevention strategies with an evaluation of the 

impact of these strategies and, furthermore, is adapted to the population it is 

intended to serve. This article explores various prevention strategies in the context 

of long-term benzodiazepine receptor agonist use in Belgium, utilising a policy 

Delphi method to assess and recommend further preventive actions. This 

approach allows us to explore the opinions of patients, health care professionals 

and policy-makers familiar with the Belgian context to formulate practical 

recommendations tailored to Belgium. Our research question is as follows: how 

can primary, secondary, and tertiary prevention of long-term BZRA use be 

improved under the current circumstances in Belgium? 

Methods 

Policy Delphi Process and recruitment 

To answer the research question, a policy Delphi was carried out to establish policy 

recommendations adapted to current Belgian circumstances. In contrast to the 

conventional Delphi method, which aims to achieve consensus, the policy Delphi 

method is intended to uncover the most divergent perspectives and examine a 
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broad spectrum of policy options (de Loë et al., 2016). This methodology was used 

to give equal voice to the patients taking part in the study. 

The Policy Delphi was developed in four phases: 

1. Initial compilations and classifications of recommendations 

Initially, interviews were conducted with a sample of healthcare professionals 

(N=24) and patients who had either taken or were currently taking BZRA (N=19) 

(Additional File 4.1).  For the interviews conducted in the initial phase, healthcare 

professionals and patients were recruited through Belgian mental health and 

primary care networks, as well as a walloon and Flemish professional medical 

newspaper. To ensure diversity among healthcare professionals, factors such as 

geographic location, gender, professional roles, and practice settings were 

considered, aiming to include at least two participants from each profession 

(general practitioners, nurses, social workers, psychiatrists, and psychologists). 

For the patient group, long-term BZRA users (≥6 months) were targeted, with 

recruitment through various Belgian mental health networks, primary healthcare 

channels, social media, and by inviting individuals featured in a French-speaking 

Belgian television documentary on long-term BZRA use. Eligible patients had prior 

BZRA experience and had stabilized, reduced, or discontinued usage. A diverse 

patient sample was ensured by considering variations in experiences, geographic 

locations, and stages of cessation.  

The interviews with healthcare professionals explored various aspects of 

managing patients using BZRAs, with questions such as, "What does successful 

treatment look like to you?" or "In your view, what elements of the Belgian 

healthcare system (or the regional offer) promote or hinder access to care for 

typical patients with a substance use disorder related to BZRAs?" The complete 

interview guide is included in Additional File 2.1. Similarly, patient interviews 

focused on their experiences from the initial prescription of BZRAs, their usage 

trajectory, decisions to stop, stabilize, or reduce use, and the recovery period. At 

the end of the interview, patients were asked, "What would you do to make this 

process easier for others, if you could do anything, in an ideal world?" to identify 

policy recommendations. This interview guide is also included in Additional File 

3.1. All interviews were transcribed and analysed using thematic analysis (Dusi & 
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Stevens, 2022) by the research team (PV, MC, BS) in order to identify policy 

recommendations. These recommendations underwent thorough discussion and 

revision within the team to ensure accuracy in their formulation.  

Each recommendation was then categorised by the research team (PV, MC, BS) 

according to prevention tiers via the following definitions (Leavell & Clark, 1953): 

1. Primary prevention involves strategies aimed at preventing healthy 

individuals from starting BZRA use by targeting at-risk populations and 

promoting alternative treatments. 

2. Secondary prevention focuses on early detection and intervention to stop 

the development of long-term BZRA use. Our study included efforts to 

prevent patients from moving from short-term BZRA prescription to chronic 

use. 

3. Tertiary prevention typically involves rehabilitation; in our study, it involves 

strategies to reduce and discontinue long-term BZRA use safely while 

managing any negative effects that may result from prolonged usage. 

This structured approach ensured that the policy recommendations were firmly 

grounded in the experiences and insights of both healthcare professionals and 

patients. 

2. First round 

For the policy Delphi process, an expert panel consisting of healthcare 

professionals and patients was assembled via various recruitment strategies. 

These included a call for participants at a Belgian healthcare conference and the 

distribution of flyers within the research team's network and through the project’s 

follow-up committee of stakeholders. Interested individuals were invited to express 

their initial interest and provide contact information through an online registration 

form. Participant selection aimed to gather professionals in mental health care, 

addiction care, primary care, or pharmacy who have a connection to the topic of 

BZRAs, whether through direct practice or health policy perspectives. For patients, 

the criterion was having taken or currently taking BZRAs.  



   

 

91 

 

A total of 111 participants took part in the first round (Table 4.1 and Table 4.2). It 

took place over two weeks in March 2023 with an online questionnaire via the 

LimeSurvey platform (Additional File 4.2). In this first round, the participants 

completed the online questionnaire. The participants were asked to evaluate (1) 

the feasibility and (2) the extent to which they supported each recommendation. 

Feasibility and support were assessed via a five-point Likert scale ranging from 

‘completely disagree’ to ‘completely agree’ for the categories ‘feasibility’ and 

‘support’. The response scales were presented in ascending order to avoid inflated 

data, acquiescence bias and social desirability bias (the tendency of some 

respondents to agree with statements or choose positive answers) (Chyung et al., 

2018). The feasibility and importance scales were adjusted from Turoff (Turoff, 

1970), adding a fifth option, ‘neither agree nor disagree’. The scale to measure 

support was developed in a similar manner. Since these participants were different 

from those in the initial phase of compiling and identifying policy recommendations, 

the participants had the opportunity to add additional recommendations in an open 

text box: "If you have any suggestions for additional recommendations, please 

indicate them here." 

3. Analysis of additional recommendations 

The ideas for new policy recommendations put forward by the participants in the 

first round were reviewed by the team of researchers (BS, MC and PV) to merge 

the common ideas and remove the elements that were not coherent. This resulted 

in seven additional policy recommendations, which were revised by the fourth 

author (JLB) and incorporated into the existing set of 20 recommendations. Seven 

additional recommendations from the first-round participants were added to the 

initial 20 derived from interviews with healthcare professionals and patients, 

resulting in a total of 27 recommendations evaluated in the second round. 

4. Round 2 

The second round took place over two weeks in April 2023 with an online 

questionnaire via the LimeSurvey platform (Additional File 4.3). In this second 

round, 62 participants completed the online questionnaire. During this round, the 

seven new recommendations that were proposed by participants in the first round 

were evaluated in terms of (1) feasibility, (2) the extent to which participants 
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supported each recommendation and (3) the importance they assigned to the 

recommendation. Similarly, in the first round, feasibility and support were assessed 

via a five-point Likert scale ranging from ‘completely disagree’ to ‘completely agree’ 

for the categories ‘feasibility’ and ‘support’ and from ‘unimportant’ to ‘very 

important’ for the category ‘importance’. A small information box was included to 

explain the meaning of the importance scale (Turoff, 1970). Additionally, for all 27 

recommendations, participants were asked if conditions were met to implement 

each recommendation with multiple choices: ‘yes’, ‘I don’t know’ and ‘no’. Finally, 

they were asked to prioritise each recommendation classified per tier of prevention 

(primary-secondary-tertiary prevention). The participants were asked to select 

three recommendations among each level of prevention and to rank them in order 

of importance for implementation given the current circumstances in Belgium. 

Data analysis  

The consensus level analysis was conducted on the Policy Delphi technique based 

on the technique developed by Meskell et al., 2014. This approach is particularly 

appropriate as it captures both the extent of consensus and the direction of 

opinions, offering a more comprehensive understanding of agreement and 

disagreement. The classification of consensus is based on both agreement scales, 

providing a structured framework to evaluate consensus levels and the underlying 

direction of opinions. Responses are categorized into distinct levels of agreement 

and importance, which are subsequently classified into high, moderate, or low 

consensus according to predefined thresholds: 

High consensus:  

• ≥ 70% agreement in a single category (completely agree, agree, neither 

agree nor disagree, disagree, completely disagree OR very important, 

important, neither important nor unimportant, slightly important, 

unimportant,). 

• ≥ 80% agreement in grouped categories (completely agree & agree OR 

disagree & completely disagree OR very important & important OR slightly 

important & unimportant). 
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Moderate consensus: 

• ≥ 60% and <70% agreement in a single category (completely agree, agree, 

neither agree nor disagree, disagree, completely disagree OR very 

important, important, neither important nor unimportant, slightly important, 

unimportant). 

• ≥ 70% and <80% agreement in grouped categories (completely agree & 

agree OR disagree & completely disagree OR very important & important 

OR slightly important & unimportant). 

Low consensus:  

• > 50% and <60% agreement in a single category (completely agree, agree, 

neither agree nor disagree, disagree, completely disagree OR very 

important, important, neither important nor unimportant, slightly important, 

unimportant).  

• ≥ 60% and <70% agreement in grouped categories (completely agree & 

agree OR disagree & completely disagree OR very important & important 

OR slightly important & unimportant). 

Consensus direction (in favour, against, or neutral) was determined based on the 

highest level of agreement. 

Results 

Panel characteristics 

The policy Delphi panel included 65.8% health professionals, 28.8% patients, and 

5.4% considered themselves both. The majority were female (69.4%), aged mainly 

between 18 and 60 years. Geographically, 21.6% were from Brussels, 53.2% were 

from Flanders, and 25.2% were from Wallonia. Among professionals, various 

specialties were represented, with most having 0-10 years of experience. Patients 

had diverse employment statuses. In terms of their experiences with BZRA, 50% 

had stopped taking BZRA. Table 4.1 shows the sociodemographic data of the 

patients from the expert panel and Table 4.2 shows the sociodemographic data of 

the professionals from the expert panel. In the first round, 111 people took part in 
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the online questionnaire. In the second round, 62 participants completed the 

questionnaire. The response rate was 100% for the first round and 55.85% for the 

second round. The study yielded 27 policy recommendations, as shown in Table 

4.3, categorised and aligned with tiers of prevention. 

 Responding as N % 

Gender 

Female 27 84,38 

Male 5 15,63 

Age 

18-40 11 34,38 

41-60 14 43,75 

>60 7 21,88 

Regions 

Brussels 3 9,38 

Flanders 25 78,13 

Wallonia 4 12,50 

Current occupation among patients 

Student 2 6,25 

Unemployed 3 9,38 

Worker 10 31,25 

On sick leave/invalid 11 34,38 

Retired 4 12,50 

Other 2 6,25 

Current BZRA use among patients 

Using 1 or more BZRA for the long term 6 18,75 

In the process of tapering off 1 or more BZRA 5 15,63 

Completely tapered off one or more BZRA 16 50 

Other 5 15,63 

Round participation 

Patients who took part in the first round  32 28,83 

Patients who took part in the second round 17 27,42 

 

Table 4.1: Sociodemographic Data of the Patients  

Percentages are calculated based on the total number of patients, except for the 

"Round Participation" category, where percentages are based on the total 

number of participants within each round. 
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Responding as N % 

Gender 

Female 50 63,29 

Male 29 36,71 

Age 

18-40 35 44,30 

41-60 36 45,57 

>60 8 10,13 

Regions 

Brussels 20 25,32 

Flanders 46 58,23 

Wallonia 13 16,46 

Current professions among participants responding as 

professionals or as a professional who has taken or is 

taking BZRA 

General Practitioners 22 27,85 

Nurse 1 1,27 

Pharmacists 17 21,52 

Psychiatrists 8 10,13 

Psychologists 11 13,92 

Social workers 4 5,06 

Other 16 20,25 

Years of experience     

Between 0 – 10 years 27 34,18 

Between 11 – 20 years 24 30,38 

Between 21- 30 years 16 20,25 

> 30 years 12 15,19 

Current BZRA use among professionals who considered 

themselves as professionals and BZRA users 

Using 1 or more BZRA for the long term 2 2,53 

In the process of tapering off 1 or more BZRA 0 0 

Completely tapered off one or more BZRA 4 5,06 

Other 0 0 

Round participation 

Professionals who took part in the first round  79 71,17 

professionals who took part in the second round 45 72,58 

Table 4.2: Sociodemographic Data of the Professionals 

Percentages are calculated based on the total 
number of professionals, except for the "Round 
Participation" category, where percentages are based 
on the total number of participants within each round. 
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Primary prevention 

Initial 

recommendation 

(IR) or new 

recommendation 

(NR) 

1  Implement an awareness raising campaign among the general public on 

tapering off BZRA. 

IR 

2  Implement an awareness raising campaign for patients on the challenges 

of withdrawing BZRA from multiple medications. 

IR 

3  Implement an awareness raising campaign for professionals on the 

challenges of withdrawing from multiple medications. 

IR 

4  Implement an awareness raising campaign of the risks of BZRA in 

empathetic and non-stigmatising way. 

IR 

5  Add warnings of the risk of dependence on the BZRA package. IR 

6 Undertake further research on the mechanisms surrounding the first 

prescription of BZRA. 

NR 

Secondary prevention  

7 Increase the price per BZRA package. IR 

8  Create smaller packages of BZRA. IR 

9 Provide information by the prescriber to the patient regarding the risks of 

dependency of BZRA at first use. 

IR 

10 Provide higher remuneration for prescribers for long follow up consultations 

dedicated to BZRA. 

NR 

11 Give access to other BZRA prescribers/providers to the part of the medical 

file related to prescriptions. 

NR 

12 Allow the carer to dispense one or two doses of BZRA at the same time to 

provide the correct dose. 

NR 

Tertiary prevention  

13 Encourage prescribers to add the indication for substance use disorders 

next to insomnia/anxiety to patient records when use exceeds guidelines. 

IR 

14 Establish an agreement between the prescriber, the pharmacist and the 

patient to keep the same prescriber and pharmacist throughout treatment. 

IR 

15 Create a shared policy position between different professional’s groups in 

addiction care concerning the management of BZRA. 

IR 

16 Create an inter-professional communication channel at local level, between 

pharmacists and GPs to discuss common patients 

NR 

17 Implement a training course on difficult tapering-off processes related to 

BZRA for professionals. 

IR 
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18 Establish and providing a list of healthcare providers specialised in 

tapering off of BZRA. 

IR 

19 Establish a support and advice line for people who want to taper off of 

BZRA. 

IR 

20 Develop a ‘Benzo-buddy’ system.  

* The 'benzo-buddy system' refers to a mentorship and peer support 

system among individuals with lived experience withdrawing from BZRA 

(after long-term use). 

IR 

21 Share patient testimonials about BZRA tapering-off. IR 

22 Develop culturally appropriate patient materials. IR 

23 Create an ombudsperson for healthcare practitioners to report other 

practitioners who over-prescribe, prescribe or delivered unsafely BZRA. 

IR 

24 Extend the patient inclusion criteria of the new reimbursement scheme for 

the compounding of smaller doses of BZRA to residents living in nursing 

homes. 

IR 

25  Extend the patient inclusion criteria of the new reimbursement scheme for 

the compounding of smaller doses of BZRA to patients who are taking 

more than one type of BZRA. 

IR 

26 Offer group therapy to ambulant patients to support the tapering off 

process. 

NR 

27  Tailor residential addiction care programmes, specifically to BZRA 

withdrawal. 

NR 

Table 4.3 List of the 27 recommandations 

Among the recommendations, a level of consensus was established based on the 

technique developed by Meskell et al., (2014) to explore the diversity of 

agreements and disagreements among the panel of experts in the first and second 

rounds. To analyse the results, graphs were produced showing the percentage of 

responses in each response option for each recommendation in terms of its 

feasibility, the extent to which participants supported each recommendation, the 

importance they assigned to the recommendation and whether conditions were 

met to implement each recommendation. In the first round, percentages were 

calculated based on the total number of participants (n=111). In the second round, 

percentages for the seven additional recommendations were calculated based on 

the number of participants in that round (n=62). As described in the method, the 

level of consensus was then calculated and classified using a 4-point scale of high, 

moderate, low and none (Table 4.4).  
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High consensus 

Of the 27 recommendations, only one, recommendation 3 (for the implementation 

of an awareness-raising campaign for professionals on the challenges of 

withdrawing from multiple (psychotropic) medications), was evaluated with a high 

level of consensus in terms of its feasibility, support, importance and necessary 

conditions. 

Other recommendations have high levels of consensus, with three categories 

among the categories of ‘feasibility’, ‘support’, ‘importance’ and ‘conditions’, which 

have a high level of consensus, and only one is considered moderate. These are 

the following recommendations: 1 'Implement an awareness raising campaign 

among the general public on tapering off BZRA’; 2, ‘Implement an awareness 

raising campaign for patients on the challenges of withdrawing BZRA from multiple 

medications’; number 9, ‘Provide information by the prescriber to the 

patient regarding the risks of dependency of BZRA at first use’; and number 17, 

implement a training course on difficult tapering-off processes related to BZRA for 

professionals.  
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Moderate level of consensus 

No recommendation was assessed as having a moderate level of consensus for 

all four categories. Among the recommendations that had moderate consensus in 

three of the categories, 8 ‘Create smaller packages’ and 18 ‘Establish and provide 

a list of local healthcare providers trained in tapering off BZRA for healthcare 

providers and patients’ are recommended. For the recommendations that had 2 

categories that were evaluated as a moderate level of consensus, recommendation 

4 ‘implement an awareness raising campaign on the risks of BZRA in an 

empathetic and nonstigmatising way’, recommendation 5 ‘Add warnings of the 

risks of dependence on packages’ and recommendation 12 ‘Allow the carer to 

dispense one or two doses of BZRA at a time to provide the correct dose’. 

Low level of consensus 

Among the recommendations that were evaluated with a low level of consensus, 

no recommendation was evaluated with a low consensus for all categories. One 

recommendation obtained a low level of consensus for 3 categories. This is 

recommendation 13 ‘encourage prescribers to add the indication for substance use 

disorders alongside insomnia/anxiety to patient records when use exceeds 

guidelines’. Among the other recommendations, which have a low level of 

consensus for two of the four categories, are recommendation 10 'Provide higher 

remuneration for prescribers for long follow-up consultations dedicated to BZRA', 

recommendation 14 'Establish an agreement between the prescriber, pharmacist, 

and patient to keep the same prescriber and pharmacist throughout treatment, 

recommendation 19 'Establish a support and advice line for people who want to 

taper off from BZRA', recommendation 20 'Develop the 'benzo-buddy system' and 

recommendation 27 'Tailoring specific residential addiction programs to BZRA'. 

No consensus 

None of the recommendations were evaluated with zero consensus in all four 

categories. Some more restrictive recommendations had three categories with no 

consensus: recommendation 7 'Increase the price per package' and 

recommendation 23 'Create an ombudsperson for healthcare practitioners to report 

other practitioners who overprescribe or deliver unsafely'. There are also 
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recommendations with 2 categories assessed as having no consensus, but the 

participants were nonetheless in favour of these recommendations, namely, 

recommendation 10 'Provide higher remuneration for prescribers for long follow-

up consultations', recommendation 14 'Establish agreement between prescriber, 

pharmacists and patients to keep the same prescriber and pharmacists throughout 

the treatment' and recommendation 20 'Develop the benzo-buddy system'. 

Direction of consensus 

The direction of the consensus was assessed to indicate whether the consensus 

was in favour, against or without taking a position (Table 4.4). There is a direction 

of consensus only if the level of consensus is high, moderate or low. 

With respect to the 'feasibility' category, all recommendations with a high, moderate 

or low level of consensus are included as being in favour of the recommendation, 

with the exception of recommendation 10, ‘Provide higher remuneration for 

prescribers for long follow-up consultations’, where the consensus is at the level of 

the 'neither agree nor disagree' response option. 

For the 'support' category, all the recommendations are considered favourable. For 

the 'importance' category, all are considered favourable, except recommendation 

7 'Increase the price per BZRA package'. For the 'conditions' category, the 

assessments are favourable to the recommendation, with 4 recommendations 

where the consensus is in the 'do not know' category. 

Disparities in Perspectives Between Patients and Healthcare Professionals 

The level of consensus varied between patients and healthcare professionals for 

several of the recommendations listed below and in Table 4.5. There is a jump 

from one level to another, skipping at least one intermediate stage. For many 

recommendations, patients did not reach a consensus level, which is noted as 

'none,' whereas for professionals, the level is considered two categories higher 

(e.g., 'high' for professionals and 'none' for patients). This is the case for the 

following items: Feasibility: Q8; Support: Q8, Q14, Q21; Importance: Q1–Q4; Q6; 

Q8–Q9; Q15–Q18; Q21–Q22; Q24–Q26; Conditions: Q1–Q6; Q8–Q9; Q17; Q22. 

Additionally, some recommendations stand out. For instance, Recommendation 18 

("Establish and provide a list of healthcare providers specialized in tapering off 
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BZRA”) shows a low level of consensus among professionals but a high level of 

consensus among patients regarding feasibility. 

A different pattern emerged for Recommendation 20 ("Develop the 'benzo-buddy 

system"). While patients reached a moderate level of consensus regarding support 

and a low level of consensus regarding feasibility, healthcare professionals showed 

low or no consensus for both aspects. 
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Prioritisation of recommendations per level of prevention 

The participants were invited to select and rank the most important 

recommendations to implement in the current circumstances. Among the class 

recommendations at the primary prevention level, recommendation 4, 

‘Implementing an awareness raising campaign of the risks of BZRA in an 

empathetic and nonstigmatising way’, was cited 22 times in the first position. For 

secondary prevention, recommendation 9, ‘Provide information by the prescriber 

to the patient regarding the risks of dependency of BZRA at first use’, was cited 22 

times. For tertiary prevention, recommendation 17, ‘Implementing a training course 

on difficult tapering off processes related to BZRA for professionals’, was cited 11 

times. 

Discussion 

Twenty-seven policy recommendations were evaluated on the basis of their 

feasibility, support, importance, and conditions required for implementation. 

Among them, only one recommendation, which focused on raising awareness 

among professionals about the challenges of withdrawing from multiple 

psychotropic medications, achieved a high level of consensus across all evaluation 

categories. Other recommendations, such as those aimed at public awareness, 

patient education, and professional training, also garnered strong consensus in 

most categories. However, some showed varying degrees of agreement, with 

certain recommendations reaching only moderate or low consensus across 

different areas, indicating, for example, high support but low feasibility due to a lack 

of necessary conditions present. 

The strong support for awareness-raising campaigns suggests that participants 

view these initiatives as both necessary and currently underutilized in Belgium. 

Internationally, public health campaigns have been deployed to address 

benzodiazepine dependence, yet few have been rigorously evaluated for their 

effectiveness. In Australia, for instance, a multi-strategic approach was 

implemented to reduce benzodiazepine use, combining media outreach 

(newspaper articles, radio commercials, posters) with targeted interventions. This 

has illustrated that sustainable reductions in BZRAs consumption are achievable 
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when awareness initiatives are integrated into broader, evidence-based strategies 

(Dollman et al., 2005).  

Other initiatives, such as the "Choosing Wisely" campaign, have also emerged. 

Launched in the United States in 2012, the campaign was later adopted in Canada 

and several European countries (Choosing Wisely (Australia), n.d.; Choosing 

Wisely (Canada), n.d.; Choosing Wisely (Italia), n.d.; Levinson et al., 2015). Its 

primary objective was to reduce the use of low-value medical interventions. Within 

this framework, physicians and patients were encouraged to avoid prescribing 

benzodiazepines as a first-line treatment for insomnia in older adults. However, no 

formal evaluation has been conducted on its impact on benzodiazepine prescribing 

trends, leaving its effectiveness uncertain.  

Research shows that well-designed public health initiatives can enhance 

medication adherence and awareness. However, to be effective across diverse 

populations, messages must be adapted, clearly formulated, and supported by 

adequate funding, research, and evaluation (Gupta et al., 2016; Huang et al., 2006; 

Ranjbar et al., 2017; Shen et al., 2006; Wakefield et al., 2010; Wen et al., 2007). 

In addition, while social media can improve the reach and engagement of health 

promotion efforts, their impact on long-term behaviour change remains uncertain, 

highlighting the need for more robust methodologies to measure sustainable 

outcomes (Ghahramani et al., 2022). 

Given the importance of tailoring awareness campaigns, ensuring that they remain 

nonstigmatising is equally important, especially when sensitive issues such as 

BZRA withdrawal are addressed. Stigma, particularly in the context of substance 

use, can significantly hinder individuals from seeking help and accessing 

treatment. Research highlights that the language used in public health messaging 

plays a vital role in either perpetuating or reducing stigma. For instance, terms such 

as "substance abusers" can evoke punitive attitudes and reinforce negative 

stereotypes, whereas person-first languages, such as "individuals with a substance 

use disorder," help promote more empathetic and supportive public perceptions 

(Zwick et al., 2020). Therefore, any campaign designed to address BZRA 

withdrawal should prioritise nonstigmatising language, emphasizing support and 

recovery rather than blame or judgment. 
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Furthermore, our study demonstrates a high level of consensus on the importance 

of prescribers providing information to patients about the risks of dependency 

associated with first use. This aligns with results from another study that highlighted 

that patients receiving their first prescription for BZRA are often unaware of the 

potential risks and rarely ask for additional information, relying instead on the trust 

they place in their physicians (Anthierens, Habraken, Petrovic, et al., 2007). This 

lack of awareness, coupled with patients' ambiguous feelings about using such 

medications, underscores the need for prescribers to proactively communicate the 

risks and benefits from the outset (Anthierens, Habraken, Petrovic, et al., 2007). 

By setting clear expectations and discussing potential dependency issues early, 

prescribers can play a crucial role in preventing unintentional long-term use 

(Anthierens, Habraken, Petrovic, et al., 2007). Additionally, another study 

underscores the importance of the physician's role in shaping patient attitudes, 

particularly among patients with little experience with the medication, who are more 

influenced by their prescriber's perceived norms. This highlights the need for 

careful consideration of how prescribers' attitudes and advice may impact patients’ 

medication behaviour and long-term use, ensuring that patients are better 

equipped to make informed decisions about their treatment (Van Hulten et al., 

2003). 

Our results reinforce the need for specialised training programs for professionals 

on BZRA withdrawal. These proposals were widely endorsed for their feasibility, 

support and importance, reflecting strong participant approval. In Belgium, several 

e-learning initiatives on BZRA have already been launched, including the Federal 

Public Service (SPF) (Service Public Fédéral, n.d.), which focuses on patient 

complaints and nonpharmacological approaches. Additionally, the Belgian Centre 

for Pharmacotherapeutic Information (CBIP) (Centre Belge d’Informations 

Pharmacothérapeutique, 2024) has introduced a specific training course on 

benzodiazepine withdrawal for pharmacists and doctors as part of a broader 

campaign promoting the responsible use of psychotropic drugs. The 

recommendation for additional training on benzodiazepine withdrawal, despite 

existing programs in Belgium, may highlight the need for more comprehensive 

support for healthcare professionals, ensuring that they are well equipped with up-

to-date knowledge, practical skills, and tailored guidance to effectively assist 
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patients through the withdrawal process. This finding may also indicate 

dissatisfaction with the current training courses offered. 

On the other hand, certain policy recommendations were characterised by a low 

level of consensus, such as those aimed at better remunerating prescribers for 

long follow-up consultations; encouraging prescribers to add the indication for 

substance use disorders to the record; establishing a tripartite agreement to keep 

the same prescriber and pharmacist; and developing a ‘benzo-buddy’ system, 

which is the subject of low consensus in multiple categories, including feasibility, 

support, importance and conditions. The latter, in particular, received low 

consensus across multiple criteria, including feasibility, support, importance, and 

implementation conditions. However, when considering only the perspective of 

patients—the primary stakeholders of this recommendation—the level of 

consensus was moderate. This highlights the importance of further exploring such 

initiatives, as their innovative and original nature may lead them to be overlooked 

despite their potential impact. 

However, insights from studies suggest that adopting a more patient-centered 

approach, particularly through shared decision-making and the collaborative 

definition of treatment goals (Mokhar et al., 2018; Van Ngoc et al., 2023), could 

enhance the effectiveness and acceptance of such strategies. They emphasise the 

importance of aligning treatment plans with patient expectations and needs, which 

may address some of the concerns that led to the lower levels of support observed 

in our study (Mokhar et al., 2018; Van Ngoc et al., 2023). 

In addition, other recommendations, such as increasing the price of BZRA 

packaging, received low consensus, and participants were in disfavour of this 

recommendation. Creating an ombudsperson for healthcare practitioners to report 

unsafe practices is a source of debate among the participants. There was no 

consensus on feasibility, importance or support, and participants did not take a 

position in favour or in disfavour. Prioritising widely supported recommendations is 

advisable, as they are more feasible and broadly endorsed. Meanwhile, lower-

consensus proposals may need further refinement to address concerns related to 

implementation. It is also important to be able to bring forward recommendations 

that may not have had a high level of consensus but that stand out because of their 
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originality, which means that they are less obvious to implement but could be just 

as effective and inspiring. 

Strengths and limitations 

This study has several strengths that contribute to the robustness and relevance 

of its findings. First, the use of the policy Delphi method allowed for the inclusion 

of diverse perspectives from both healthcare professionals and patients, which 

enhanced the comprehensiveness of the policy recommendations. This method 

also facilitated the identification of areas of consensus and disagreement, providing 

a nuanced understanding of the complex issue of long-term BZRA use. 

Additionally, the study's multilevel approach, which focuses on primary, secondary, 

and tertiary prevention, ensures that the recommendations are well rounded and 

address the problem from multiple angles. 

However, the study also has several limitations. The response rate decreased 

between the first and second rounds of the Delphi process, which may have 

impacted the overall consensus and representativeness of the findings. The self-

selected sample could also introduce bias, as those with strong opinions or 

experiences related to BZRA use might be overrepresented. This discrepancy in 

participant numbers between the two phases represents a limitation of our study. 

Specifically, the evaluation of the final seven recommendations was conducted by 

only 62 participants, whereas the initial 20 recommendations were assessed by 

111 participants. Although this shows a considerable drop out between round one 

and two, the minimum required number of participants for this type of 

multistakeholder Delphi study as set out by Manyara et al. (2024) was nonetheless 

reached (Manyara et al., 2024).  

Conclusion 

The diversity of recommendations and the levels of consensus underscore the 

complexity of addressing long-term BZRA use in Belgium. Nevertheless, a 

comprehensive approach combining education, raising awareness, and healthcare 

training, seems feasible and well supported. Key strategies include informing 

patients, training healthcare providers and fostering a supportive environment for 

withdrawal. Some recommendations received less consensus but stand out for 
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their originality and innovative nature. Notably, like the benzo-buddy system, these 

recommendations were more strongly supported by patients. Further research 

could disentangle this hesitancy of health-care providers. Peer support by patients 

with lived experience is already well established in mental and addiction care, yet 

still has to be further explored in care for tapering from prescription medication. 

Integrating multiple strategies is crucial. Applying implementation science 

framework, such as the behaviour change wheel and the theoretical domain 

framework, could  help structure effective public health interventions and guide 

future policy development (Michie et al., 2005).  
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Additional File 4.1 

Characteristics of professional participants 

Code 

Interview 

date Gender 

Professional 

background Type of practice Location  Region 

RESP1 14-07-21 Female GP  Addiction care Urban Flanders 

RESP2 20-09-21 Male GP  Addiction care Urban Flanders 

RESP3 13-10-21 Male 

social 

worker Addiction care Urban Flanders 

RESP4 20-10-21 Male GP  Addiction care Urban Flanders 

RESP5 22-10-21 Male Psychiatrist Addiction care Urban Flanders 

RESP6 03-11-21 Female GP  Addiction care  Urban Flanders 

RESP7 04-11-21 Female GP  Addiction care Urban Flanders 

RESP8  17-11-21 Female GP  Primary care Urban Flanders 

RESP9 30-11-21 Female Psychiatrist Addiction care Urban Flanders 

RESP10  09-12-21 Female GP  Primary care 

Urban/rur

al  Flanders 

RESP11 29-12-21 Female Nurse Mental health care Urban Flanders 

RESP12 07-01-22  Male 

Psychologis

t Mental health care Urban Flanders 

RESP13 07-01-22  Male Psychiatrist Mental health care Urban Flanders 

RESP14 08-07-21 Female GP Primary care  Rural Wallonia 

RESP15 05-08-21 Male GP Primary care Urban Wallonia 

RESP16 23-08-21 Female 

Psychologis

t Addiction care  Urban Brussels 

RESP17 23-08-21 Female GP Addiction care  Urban Brussels 

RESP18 06-09-21 Female 

Social 

worker Addiction care  Rural Wallonia 

RESP19 09-09-21 Female Nurse Addiction care  Urban Brussels 

RESP20 10-09-21 Male Psychiatrist Mental health care Rural Wallonia 

RESP21 13-09-21 Male GP  Primary care Urban Brussels 

RESP22 21-09-21 Male 

Psychologis

t Addiction care  Rural Wallonia 

RESP23 22-09-21 Male Psychiatrist Addiction care  Urban Brussels 

RESP24 19-11-21 Female 

Social 

worker Addiction care  Rural  Wallonia 
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Characteristics of participating patients 

Code  Interview 

date 

Gender Year of 

birth  

Professional 

status 

Reason for 

first 

presciption  

Region 

RESP1 27-04-22 M 1980 Working Anxiety Flanders 

RESP2 22-07-22 M 1964 Unemployed  Acute 

psychosis 

due to drug 

abuse Flanders 

RESP3 29-07-22 F 1985 On sick 

leave 

Insomnia  

Flanders 

RESP4 31-08-22 M 1989 On sick 

leave 

Anxiety 

Flanders 

RESP5 02-09-22 M 1969 Working  Stress Flanders 

RESP6 15-12-22 F 1971 Unemployed Insomnia Flanders 

RESP7  09-05-22 F 1948 Retired Anxiety Wallonia 

RESP8 25-05-22 F 1948 Retired Pain  Wallonia 

RESP9 07-06-22 F 1969 Working Sleep Wallonia 

RESP10 23-06-22 M 1970 Unemployed  Anxiety Wallonia 

RESP11 11-07-22 F 1970 Working Anxiety Wallonia 

RESP12 08-09-22 M 1949 Retired Sleep Wallonia 

RESP13 09-09-22 F 1961 Reitred Sleep Wallonia 

RESP14 14-09-22 F 1961 Working Sleep and 

anxiety 

Wallonia 

RESP15 16-09-22 F 1971 Working Anxiety Brussels 

RESP16 21-09-22 M 1950 Retired Anxiety Wallonia 

RESP17 30-09-22 F 1986 Working Anxiety Brussels 

RESP18 05-10-22 F 1973 Unemployed  Anxiety Wallonia 

RESP19 10-10-22 F 1976 Working Anxiety Wallonia 
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Additional File 4.2 

Questionnaire policy Delphi – First round 

Dear Sir/Madam, 

The purpose of this survey is to establish policy recommendations on the 

management of sleeping pills and sedatives (benzodiazepines and Z-drugs) 

based on your experience as a professional in mental health care, addiction 

care, primary health care, pharmaceuticals or as a patient who has taken or is 

taking sleeping pills and sedatives. Based on interviews with professionals and 

patients, twenty recommendations emerged. In this questionnaire, we would like 

you to assess the feasibility and the extent to which you support these proposed 

recommendations. The order of recommendations in the survey follows the 

trajectory from primary prevention (when a person is not yet using) to tertiary 

prevention when a person is already using heavily. Completing the questionnaire 

will take you approximately 15 minutes. You will be contacted again to complete 

a second questionnaire at the end of April to further analyse these 

recommendations. You will be asked what conditions are necessary to make 

each recommendation feasible and how do you prioritise them. 

Thank you for your collaboration and participation. 

My participation is voluntary. I have the right to withdraw my consent at any 

time without giving a reason. * YES/NO 

In order to meet the needs of this study, I consent to the collection and use 

of my data; * YES/NO 

I authorise the consultation of my data to the persons collaborating in this 

research. * YES/NO 

I give permission to reuse my data for further scientific research outside the 

scope of the current study.* YES/NO 

After this study, I agree to be approached for further research. * YES/NO 

I wish to participate in this survey. * YES/NO 

Your name * : 

Your firstname * : 
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Your email address * :  

What country do you live in? * 

Please choose only one of the following:  

Belgium / Luxembourg / Netherlands / France 

 

In this study, are you responding as : * 

Please choose only one of the following: 

• A patient who has taken or is taking sleeping pills or sedatives 

• A professional in mental health care, addiction care, primary care or 

pharmaceutical or a healthcare professional    

• Both 

What is your gender? * 

Please choose only one of the following:    

• Female 

• Male 

• Other 

What is year of birth? * 

Please enter a date: 

For professionals and responding as both: What is your current 

profession? * 

Please choose only one of the following:    

• Psychiatrist 

• General practionner 

• Psychologist 

• Pharmacist    

• Nurse 

• Social worker 

• Health care professional    

• Other 

For professionals and responding as both: What is the postal code of your 

principal activity? * 

Please write your answer here: 
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For professionals and responding as both: How many years of experience 

do you have in your profession (for physicians: including years as 

physician assistant)? 

Please write your answer here: 

What is your postcode? * 

Please write your answer here: 

For patients: What is your occupation? * 

For patients: Please choose only one of the following:    

• Student 

• Worker 

• On sick leave    

• Unemployed    

• Retired 

• Other 

For patients: Have you ever used sleeping sleeping pills or sedatives 

(benzodiazepines and Z-drugs) longer than 2-4 weeks? * Yes/No 

For patients: Are you currently: * 

• In the process of tapering-off one or more benzodiazepines and Z-drugs    

• Completely tapered-off one or more benzodiazepines and Z-drugs 

• Using one or more benzodiazepines and Z-drugs in the long term    

• Other 

Are you helping other patients to taper off benzodiazepines and Z-drugs? * 

Yes/No 
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How strongly do you agree or disagree with the following statements?* Please choose the appropriate response for each item: 

 Completely 

agree 

Disagree Neither agree 

nor disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to implement an awareness 

raising campaign among the general public on tapering off benzodiazepines 

and Z-drugs. 

     

In the current circumstances, I would support the implementation of an 

awareness raising campaign among the general public on tapering off 

benzodiazepines and Z-drugs. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

Disagree Neither agree 

nor disagree 

Agree Completely 

agree 

I the current circumstances, it is feasible to implement an awareness raising 

campaign for patients on the challenges of withdrawing benzodiazepines 

and Z-drugs from multiple medications. 

     

I the current circumstances, I would support the implementation of an 

awareness raising campaign for patients on the challenges of withdrawing 

benzodiazepines and Z-drugs from multiple medications. 

     

If you would like to elaborate on your responses, please do so here (optional): 
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 Completely 

agree 

Disagree Neither agree 

nor disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to implement an awareness 

raising campaign for professionals on the challenges of withdrawing from 

multiple medications. 

     

In the current circumstances, I would support the implementation of an 

awareness raising campaign for professionals on the challenges of 

withdrawing from multiple medications. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to implement an awareness raising 

campaign of the risks of benzodiazepines and Z-drugs in empathetic and 

non-stigmatising way.   

     

In the current circumstances, I would support an awareness raising 

campaign of the risks of benzodiazepines and Z-drugs in empathetic and 

non-stigmatising way. 

     

If you would like to elaborate on your responses, please do so here (optional): 
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 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to add warnings of the risk of 

dependance on the benzodiazepines and Z-drugs package. 

     

In the current circumstances, I would support the addition of warnings of the 

risk of dependance on the benzodiazepines and Z-drugs package. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to increase the price per 

benzodiazepines and Z-drugs package. 

     

In the current circumstances, I would support increasing the price per 

benzodiazepines and Z-drugs package. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to create smaller packages of 

benzodiazepines and Z-drugs is feasible. 

     

In the current circumstances, I would support the creation of smaller packages of 

benzodiazepines and Z-drugs. 

     

If you would like to elaborate on your responses, please do so here (optional): 
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 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to provide information by the prescriber 

to the patient regarding the risks of dependency of benzodiazepines and Z-drugs 

at first use. 

     

In the current circumstances, I would support the provision of information by the 

prescriber to the patient regarding the risks of dependency of benzodiazepines 

and Z-drugs at first use. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to encourage prescribers to add the 

indication for substance use disorders next to insomnia/anxiety to patient records 

when use exceeds guidelines. 

     

In the current circumstances, I would support the encouragement of prescribers 

to add the indication for substance use disorders next to insomnia/anxiety to 

patient records when use exceeds guidelines. 

     

If you would like to elaborate on your responses, please do so here (optional): 
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 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to establish an agreement 

between the prescriber, the pharmacist and the patient to keep the 

same prescriber and pharmacist throughout treatment.   

     

In the current circumstances, I would support the establishment of an 

agreement between the prescriber, the pharmacist and the patient to 

keep the same prescriber and pharmacist throughout treatment. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to create a shared policy position 

between professional groups in addiction care concerning the management of 

benzodiazepines and Z-drugs 

     

In the current circumstances, I would support the creation of a shared policy 

position between professional groups in addiction care concerning the 

management of benzodiazepines and Z-drugs.  

     

If you would like to elaborate on your responses, please do so here (optional): 
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 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to implement a training course on 

difficult tapering-off processes related to benzodiazepines and Z-drugs for 

professionals. 

     

In the current circumstances, I would support the implementation of a training 

course on difficult tapering-off processes related to benzodiazepines and Z-

drugs for professionals. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to establish and providing a list of local 

healthcare providers trained in tapering off of benzodiazepines and Z-drugs for 

healthcare providers and patients. 

     

In the current circumstances, I would support the establishment and provision of 

a list of local healthcare providers trained in tapering off of benzodiazepines and 

Z-drugs for healthcare providers and patients. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 



   

 

122 

 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to establish a support and advice line 

for people who want to taper off of benzodiazepines and Z-drugs.   

     

In the current circumstances, I would support the establishment of a support 

and advice line for people who want to taper off of benzodiazepines and Z-

drugs. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to develop a ‘Benzo-buddy’ system.      

In the current circumstances, I would support the development of a 'Benzo 

buddy' system. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to share patient testimonials about 

benzodiazepines and Z-drugs tapering-off. 

     

In the current circumstances, I would support the share of patient testimonials 

about benzodiazepines and Z-drugs tapering-off. 

     
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If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to develop culturally appropriate 

patient materials.  

     

In the current circumstances, I would support the development of culturally 

appropriate patient materials. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to create an ombudsperson for 

healthcare practitioners to report other practitioners who over-prescribe, 

prescribe or delivered unsafely. 

     

In the current circumstances, I would support the creation of an ombudsperson 

for healthcare practitioners to report other practitioners who over-prescribe, 

prescribe or delivered unsafely. 

     

If you would like to elaborate on your responses, please do so here (optional): 
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 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to extend the patient inclusion criteria 

of the new reimbursement scheme for the compounding of smaller doses of 

benzodiazepines and Z-drugs to residents living in nursing homes is feasible. 

     

In the current circumstances, I would support the extension of the patient 

inclusion criteria of the new reimbursement scheme for the compounding of 

smaller doses of benzodiazepines and Z-drugs to residents living in nursing 

homes. 

     

If you would like to elaborate on your responses, please do so here (optional): 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to extend the patient inclusion 

criteria of the new reimbursement scheme for the compounding of smaller 

doses of benzodiazepines and Z-drugs to patients who are taking more than 

one type of benzodiazepines or Z-drugs. 

 

 

     

In the current circumstances, I would support the extension of patient inclusion 

criteria of the new reimbursement scheme for the compounding of smaller doses 

of benzodiazepines and Z-drugs to patients who are taking more than one type 

of benzodiazepines or Z-drugs.  

     

If you would like to elaborate on your responses, please do so here (optional): 
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If you have any suggestions for additional recommendations, please indicate them here: 

Please write your answer here: 

 

Thank you for your participation to this study! 
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Additional File 4.3 

Questionnaire policy Delphi – Second round 

Dear Sir/Madam, 

We would like to thank you for completing the first survey for the BENZOCARE study. We 

received a lot of valuable feedback on the different recommendations with regard to 

benzodiazepines and Z-drugs, as well as suggestions for new additional recommendations. 

We now kindly invite you to participate in the second round of the online survey. 

 

The purpose of this survey is threefold. We will first ask your opinion on the additional 

recommendations. We will then zoom in on rating all recommendations. Finally, we will ask you 

to prioritise and rank the recommendations that you deem most important and this per tier of 

prevention (primary, secondary and tertiary). Finally, we will ask you to provide information on 

the necessary conditions to implement a recommendation. The latter question is not mandatory, 

as we realise that for some recommendations this might be sector specific.  

We would like to point out that we take on board all feedback in the previous round. For reasons 

of comparability we decided not to change the wording of certain recommendations in this 

phase, however, we will integrate the received feedback on this aspect in the final report.  
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How strongly do you agree or disagree with the following statements? 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to provide higher remuneration for 

prescribers for long follow up consultations dedicated to benzodiazepines and 

Z-drugs. 

     

In the current circumstances, I would support the provision of higher 

remuneration for prescribers for long follow up consultations dedicated to 

benzodiazepines and Z-drugs. 

     

If you would like to elaborate on your responses, please do so here (optional): 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

It is important to provide higher remuneration for prescribers for long 

follow up consultations dedicated to benzodiazepines and Z-drugs. 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible?  

Please write your answer here: 
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How strongly do you agree or disagree with the following statements? 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to give access to other healthcare 

professionals related to the treatment of benzodiazepines and Z-drugs to the 

part of the medical file related to prescriptions. 

     

In the current circumstances, I would support giving access to other healthcare 

professionals related to the treatment of benzodiazepines and Z-drugs.to the 

part of the medical file related to prescriptions. 

     

If you would like to elaborate on your responses, please do so here (optional): 

How important do you think it is to implement this recommendation?  

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to give access to other 

healthcare professionals related to the treatment of benzodiazepines 

and Z-drugs to the part of the medical file related to prescriptions. 

     

Are the conditions already met to make it feasible?   

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 
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How strongly do you agree or disagree with the following statements? 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to allow prescription/provision of 

benzodiazepines and Z-drugs per unit. 

     

In the current circumstances, I would support allowing prescription/provision of 

benzodiazepines and Z-drugs per unit. 

     

If you would like to elaborate on your responses, please do so here (optional): 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

I In the current circumstances, it is important to allow 

prescription/provision of benzodiazepines and Z-drugs per unit. 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible?  

Please write your answer here: 
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How strongly do you agree or disagree with the following statements? 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to offer group therapy to non-

hospitalised patients to support the tapering off process. 

     

In the current circumstances, I would support offering group therapy to non-

hospitalised patients to support the tapering off process. 

     

If you would like to elaborate on your responses, please do so here (optional): 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to offer group therapy to 

non-hospitalised patients to support the tapering off process. 

     

 

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible?  

Please write your answer here: 
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How strongly do you agree or disagree with the following statements? 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to undertake further research on the 

mechanisms surrounding the first prescription of benzodiazepines and Z-drugs.  

     

In the current circumstances, I would support undertaking further research on 

the mechanisms surrounding the first prescription of benzodiazepines and Z-

drugs.  

     

If you would like to elaborate on your responses, please do so here (optional): 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to undertake further research on 

the mechanisms surrounding the first prescription of benzodiazepines and Z-

drugs.  

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible?  

Please write your answer here: 
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How strongly do you agree or disagree with the following statements? 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to create an inter-professional 

communication channel at local level, between pharmacists and GPs to discuss 

common patients. 

     

In the current circumstances, I would support the creation an inter-professional 

communication channel at local level, between pharmacists and GPs to discuss 

common patients. 

     

If you would like to elaborate on your responses, please do so here (optional): 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to create an inter-

professional communication channel at local level, between pharmacists 

and GPs to discuss common patients. 

     

 

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible?  
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Please write your answer here: 

How strongly do you agree or disagree with the following statements? 

 Completely 

agree 

Disagree Neither 

agree nor 

disagree 

Agree Completely 

agree 

In the current circumstances, it is feasible to tailor specific residential addiction 

programmes to benzodiazepines and Z-drugs. 

     

In the current circumstances, I would support tailoring specific residential 

addiction programmes to benzodiazepines and Z-drugs. 

     

If you would like to elaborate on your responses, please do so here (optional): 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to tailor specific residential 

addiction programmes to benzodiazepines and Z-drugs.  

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible?  

Please write your answer here: 
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How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to implement an awareness 

raising campaign among the general public on tapering off 

benzodiazepines and Z-drugs. 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to Implement an 

awareness raising campaign for patients on the challenges of 

withdrawing benzodiazepines and Z-drugs from multiple medications. 

 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 
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How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to implement an awareness 

raising campaign for professionals on the challenges of withdrawing from 

multiple medications.  

     

 

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to implement an 

awareness raising campaign of the risks of benzodiazepines and Z-

drugs in empathetic and non-stigmatising way.  

     

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 
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How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to add warnings of the risk 

of dependence on the benzodiazepines and Z-drugs package.   

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to increase the price per 

benzodiazepines and Z-drugs package.  

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 
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How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to create smaller packages 

of benzodiazepines and Z-drugs   

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible?  Please write your answer here: 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to provide information 

by the prescriber to the patient regarding the risks of dependency 

of benzodiazepines and Z-drugs at first use.  

     

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 
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How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to encourage 

prescribers to add the indication for substance use disorders next to 

insomnia/anxiety to patient records when use exceeds guidelines. 

 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to establish an 

agreement between the prescriber, the pharmacist and the patient 

to keep the same prescriber and pharmacist throughout treatment.  

 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 



   

 

140 

 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to create a shared policy 

position between different professionals’ groups in addiction care 

concerning the management of benzodiazepines and Z-drugs.  

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to Tailor residential 

addiction care programmes, specifically to benzodiazepines and Z-

drugs withdrawal.   

 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 
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How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to establish and providing 

a list of healthcare providers specialised in tapering off of 

benzodiazepines and Z-drugs. 

 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to establish a support 

and advice line for people who want to taper off of benzodiazepines 

and Z-drugs. 

 

 

 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 
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How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to develop a ‘Benzo-

buddy’ system.  
 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to share patient 

testimonials about benzodiazepines and Z-drugs tapering-off.   
 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 
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How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to develop culturally 

appropriate patient materials.  
 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible?  

Please write your answer here:   

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to create an 

ombudsperson for healthcare practitioners to report other 

practitioners who over-prescribe, prescribe or delivered unsafely 

benzodiazepines and Z-drugs. 

 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 
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[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

How important do you think it is to implement this recommendation? * 

 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to extend the patient 

inclusion criteria of the new reimbursement scheme for the 

compounding of smaller doses of benzodiazepines and Z-drugs 

to residents living in nursing homes.   

 

 

 

 

     

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

How important do you think it is to implement this recommendation? * 
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 Unimportant Slightly 

important 

Neither 

important nor 

unimportant 

Important Very 

Important 

In the current circumstances, it is important to 

extend the patient inclusion criteria of the new 

reimbursement scheme for the compounding of 

smaller doses of benzodiazepines and Z-drugs to 

patients who are taking more than one type of 

benzodiazepines and Z-drugs. 

 

 

 

 

     

 



   

 

146 

 

Are the conditions already met to make it feasible?  * 

Choose one of the following answers. Please choose only one of the following: Yes/ No / I don’t 

know 

[If no] What are the necessary conditions to make it feasible? Please write your answer here: 

In the current circumstances, which are the three most important recommendations to 

implement in the primary prevention?  

Select 3 and order them with the most important first: All your answers must be different and you 

must rank in order. 

Please select 3 answers 

[List of recommendations] 

In the current circumstances, which are the three most important recommendations to 

implement in the secondary prevention?  

Select 3 and order them with the most important first: All your answers must be different and you 

must rank in order. 

Please select 3 answers 

[List of recommendations] 

In the current circumstances, which are the three most important recommendations to 

implement in the tertiary prevention?  

Select 3 and order them with the most important first: All your answers must be different and you 

must rank in order. 

Please select 3 answers 

[List of recommendations] 
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Chapter 5 

 

 

 

 

Development of a tool for the first prescription of 

Benzodiazepines receptor agonists: Co-conception and 

acceptability study  
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a tool for the first prescription of Benzodiazepines receptor agonists: Co-
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Abstract  

Introduction: Anxiety and insomnia are common conditions often managed with 

benzodiazepine receptor agonists (BZRA) in primary care, despite guidelines 

discouraging their first-line use due to risks of dependence and side effects. 

Preventing initial BZRA prescriptions has received less attention than 

deprescribing efforts. This study aimed to co-develop and evaluate the 

acceptability of a patient education leaflet to support communication about BZRA 

risks during initial prescriptions. 

Methods: The co-development process followed a user-centered design (UCD) 

framework across three phases: understanding user needs through interviews and 

material analysis, iteratively developing the leaflet with feedback from 

professionals and patients, and assessing retrospective acceptability via semi-

structured interviews. Thirty participants (19 healthcare professionals and 11 

patients) contributed across all phases. Interviews revealed diverse perspectives 

on BZRA use, which guided iterative improvements to the leaflet. 

Results: The final leaflet emphasizes concise, clear information, the promotion of 

alternative treatments, and encourages shared decision-making. It aligns with 

Belgian policy recommendations and aims to increase health literacy among 

patients. Feedback highlighted the importance of providing patients with 

accessible, actionable advice on BZRA and alternative therapies, fostering 

informed decision-making and long-term health management.  

Conclusion: Overall, the tool demonstrated potential to improve patient 

understanding and support healthier, more informed decisions regarding BZRA 

use in primary care. 
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Introduction 

Anxiety and insomnia are common conditions that impact individuals’ well-being 

and are generally treated in primary care settings (Ansseau et al., 2004; Kroenke 

et al., 2007; Olfson, 2000; Perlis et al., 2022). These conditions can disrupt daily 

functioning, reduce quality of life, and often lead patients to seek medical support 

for symptom relief (Mendlowicz & Stein, 2000; Perlis et al., 2022). To treat sleep 

disorders and anxiety, benzodiazepine receptor agonists (BZRA) can be 

prescribed. However, they are not recommended as a first-line treatment due to 

their side effects and the challenges associated with withdrawal (Brandt et al., 

2024; Centre belge d’information pharmacothérapeutique, n.d.; Lader, 2011, 

2014). As a result, guidelines advise against using these drugs as an initial 

intervention and recommend limiting their use to a maximum of 2 to 4 weeks 

(Brandt et al., 2024). Nevertheless, long-term BZRA use remains a significant 

global public health concern, particularly in Belgium (Ma et al., 2023). Factors such 

as social or financial disadvantage, concurrent opioid or psychotropic use, and 

frequent healthcare utilisation further increase the likelihood of prolonged BZRA 

use (Brandt et al., 2021).  

Correspondingly, BZRA are positioned at the highest, most complex level of 

intervention option within the Comprehensive Personalised Care Model (NHS 

England, n.d.-a) (Figure 5.1). This model advocates for a stepwise, person-

centered approach, starting with low-complexity, accessible interventions tailored 

to individual needs, and only progressing to more intensive, pharmacological 

treatments when simpler, non-pharmacological strategies have proven insufficient 

(NHS England, n.d.-b, n.d.-a).  
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Figure 5.1. Comprehensive Personalised Care Model (NHS England, n.d.-a) 

However, despite their classification as a last-resort treatment, reducing BZRA 

prescriptions in clinical practice remains challenging. Indeed, general practitioners 

(GPs) face several challenges when trying to avoid prescribing BZRA. These 

challenges include time constraints, a perceived lack of alternative actions to 

implement, insufficiently precise knowledge among healthcare professionals, and 

a lack of clarity regarding prescription practice (Anthierens, Habraken, Petrovic, et 

al., 2007; Mokhar et al., 2019; Opondo et al., 2012). From the patient’s perspective, 

a study shows that patients often seek "something" from their doctor when they 

feel distressed and need help, which can lead GPs to prescribe a BZRA more 

quickly (Sirdifield et al., 2017). These factors, combined with beliefs about low side 

effects and dependence risks, lead GPs to continue prescribing BZRA (Anthierens, 

Habraken, Petrovic, et al., 2007). 

Considerable attention has been given to deprescribing BZRA among long-term 

users and numerous tools are available to aid physicians, pharmacists and patients 

to discuss this issue (Chan et al., 2023; Reeve, 2020; Thompson & Reeve, 2022). 

To our knowledge, the prevention of initial prescriptions in primary care has 

received comparatively less focus (Anthierens, Habraken, Petrovic, et al., 2007; 

Brandt et al., 2021), despite nearly 1 in 20 patients becoming long-term users ≥180 

days after an initial prescription (Brandt et al., 2021).   
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To promote the appropriate prescription and use of BZRA, it is important to 

reinforce prevention and to inform patients with educational strategies. Patients 

need to be actively involved in the care process and provided with all necessary 

information to make informed decisions about their treatment. This includes 

detailed explanations of treatment options, their benefits and risks, and support in 

clarifying their values regarding the outcomes. Decision aids that offer this level of 

guidance are more effective than standard patient education leaflets (Légaré & 

Witteman, 2013; Mokhar et al., 2019). Therefore, the aim of this study was to co-

develop patient resources that could be used in general practice at the time of first 

prescription and in community pharmacies at the time of first dispensing. The 

leaflet was then evaluated in terms of retrospective acceptability for users. The 

study posed the following research questions:  

• How can the professional - patient communication around the risks of BZRA 

be improved?  

• What form of patient resources could be developed to support this 

communication? 

• What should the patient resources include?  

• What is the retrospective acceptability of the resource developed? 

Materials and methods 

Co-development process  

The co-development process followed the user-centred design (UCD) framework 

(Witteman et al., 2021) to develop health tools. This framework is iterative and 

cyclical, allowing for the creation of a tool that best meets the needs and 

preferences of future users. It includes three key components: (1) understanding 

users; (2) developing/refining the prototype; (3) observing users. In the third phase, 

a retrospective acceptability study was conducted with future users to gather their 

feedback regarding the use of this brochure (figure 5.2) using the theoretical 

framework of acceptability developed by Sekhon et al. 2017 (Sekhon et al., 2017). 
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Phase 1: Understanding the user 

In the first step, existing materials in the domain of insomnia and anxiety and the 

avoidance of prescribing BZRA were collected and analysed. Additionally, semi-

structured interviews were conducted with long-term users (≥ 6 months) to explore 

what information they would have liked to have received upon their first BZRA 

prescription. The interview guide is in Additional File 5.1. The interviews were 

conducted by the first author (PV, female, PhD student and psychologist by 

training). The semi-structured interviews took place one-on-one at the location 

most convenient for the participant or by video conference. 

Phase 2.1: Content development 

Following the conclusions of Phase 1, it was decided that the most appropriate 

type of patient resource to develop would be a leaflet. An initial prototype of the 

content to be included was developed based on international literature, guidelines, 

and existing patient resources. The document was designed to empower and 

motivate readers while maintaining an empathetic and sensitive tone. Feedback 

regarding the content of the leaflet was received from healthcare professionals 

through comments made directly in the document, evaluating its quality, 

readability, and use of empathetic and motivational language. This process of 

prototype development and evaluation was repeated three times to refine the 

leaflet content. Subsequently, the content was reviewed by a communication 

expert to improve sentence construction and ensure the document was as 

readable as possible. 

Phase 2.2 Co-develop and refine the prototype 

Once the content had been finalised it was transferred to a graphic designer who 

formatted the leaflet into an easily printable A4 size. Feedback was received from 

GPs, pharmacists, and patients regarding the layout of the leaflet. Participants 

were asked to read the brochure aloud and provide comments on its layout, 

content, illustrations, font, and font size. The think-aloud method was used to 

encourage participants to verbalize everything they were thinking (Eccles & Arsal, 

2017). This development process was repeated three times to adapt the leaflet 
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based on the feedback provided by the participants. The interview guide is in 

Additional File 5.2. The interviews were conducted by the first author (PV, female, 

PhD student and psychologist by training) and the last author (BS, female, Public 

health postdoc researcher).  The interviews took place one-on-one at the location 

most convenient for the participant or by video conference. 

Phase 3: Retrospective acceptability 

The final phase of the process focused on the acceptability of the final version of 

the leaflet. This phase took the form of a pilot study conducted in pharmacies and 

GP practices. It focused on the experiences of a sample of GPs, pharmacists and 

patients. Retrospective acceptability (Sekhon et al., 2017) was assessed in the 

final phase of the project using semi-structured interviews with participants in the 

pilot study based on the model of acceptability. The think-aloud method was also 

used (Eccles & Arsal, 2017). The interview guide is in Additional File 5.3. The 

interviews were conducted by the first author (PV, female, PhD student and 

psychologist by training) and the second author (PK, male, trainee GP).  

Recruitment 

Throughout all phases, participants, including both healthcare professionals and 

patients, were recruited through primary care networks, as well as via our 

professional network, and through various channels such as newsletters, website 

announcements, flyers, and invitation emails.  

In Phase 1, patients with long-term BZRA use who had stabilized, reduced, or 

discontinued their use were recruited to provide feedback on the information they 

would like to have at the time of their initial prescription.  

For Phase 2, a decision was made to avoid the repeated involvement of the same 

participants within this phase in order to maximize the diversity of feedback 

regarding the leaflet. More specifically, in Phases 2.1 and 2.2, healthcare 

professionals were recruited with particular attention to ensuring diversity in 

geographic location, gender, and professional roles. Furthermore, in Phase 2.1, 

patients with no prior experience with BZRA were recruited to gather feedback on 
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the draft leaflet. The inclusion of patients without previous exposure to BZRA was 

intended to capture insights from individuals who might be potential recipients of 

the leaflet in real-world clinical settings.  

Subsequently, in Phase 2.3, recruitment was conducted through professionals’ 

networks using flyers, emails, or phone calls sent to GPs and pharmacists. During 

this phase, patients were invited to participate by their GP during a consultation in 

which the leaflet was discussed. This recruitment method was chosen to ensure 

that participants had the opportunity to review the leaflet in a context that closely 

resembled its intended clinical use. 

Data analysis  

Meetings between researchers were held periodically to discuss how the data 

collection was progressing. Then, an inductive thematic analysis was conducted 

with Nvivo 14 for phase 1 and 2 to identify recurring themes from each interview. 

Several discussions were organized during the data analysis to enrich the process 

using an iterative approach. In the third phase, the interviews were analysed using 

a deductive thematic analysis based on the Theoritical Framework of Acceptability 

developed by Sekhon et al. 2017 with Nvivo 14 (Sekhon et al., 2017). For phase 

3, the retrospective acceptability of the leaflet was assessed by GPs, pharmacists, 

and patients who had used it, through semi-structured interviews.   
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Ethical considerations 

All participants who contributed to this study signed a consent form before the 

interview. These interviews were audio-recorded and transcribed. Then, all 

identifiable information was removed from the transcriptions. 

Participants were informed on the goal of the study and gave their written informed 

consent. The Ethics Committee (Comité d’Éthique Hospitalo-Facultaire 

Universitaire de Liège) has given their agreement for the study with the approval 

number: 2023-61 (for phase 1 and 2) and 2024-50 (for phase 3).  

Results  

Participants 

In total, 30 participants shared their perspectives over the three phases of the 

study. Among them, 19 healthcare professionals were involved (table 5.1), 

primarily general practitioners and pharmacists as well as one neurologist and one 

public health professional provided feedback on the brochure content across the 

three phases. 
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Table 5.1 Characteristics of participating health care professionals 

Additionally, 11 patients participated (table 5.2), including those from Phase 1, who 

were long-term users of BZRA and had since stabilised, reduced, or tapered their 

dosage.  

 

 

 

 

 

 

ID Phase Gender Profession 

Professional 1 Phase 2.1 Male Pharmacist 

Professional 2 Phase 2.1 Male GP 

Professional 3 Phase 2.1 Male Neurologist 

Professional 4 Phase 2.1 Female GP 

Professional 5 Phase 2.1 Male GP 

Professional 6 Phase 2.1 Female Public health professional 

Professional 7 Phase 2.1 Female Pharmacist 

Professional 8 Phase 2.1 Female Pharmacist 

Professional 9 Phase 2.1 Female Pharmacist 

Professional 10 Phase 2.2 Female GP 

Professional 11 Phase 2.2 Female Pharmacist 

Professional 12 Phase 3 Male GP 

Professional 13 Phase 3 Female GP 

Professional 14 Phase 3 Male GP 

Professional 15 Phase 3 Male GP 

Professional 16 Phase 3 Male GP 

Professional 17 Phase 3 Female Pharmacist 

Professional 18 Phase 3 Female Pharmacist 

Professional 19 Phase 3 Female Pharmacist 
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Table 5.2 Characteristics of participating patients 

Phase 1 

First, the collection and evaluation of existing Belgian patient resources regarding 

the first prescription of BZRA revealed several insights. While existing brochures 

provide useful information for patients and can serve as tools for healthcare 

professionals involved in deprescribing, they do not specifically address the initial 

prescription of BZRA. 

The resources identified were primarily developed by the Federal Public Service 

(FPS) as part of the awareness campaign entitled "Sleeping pills and tranquilizers, 

consider other solutions first". As part of this campaign, brochures were produced 

for medical practices, waiting rooms, and pharmacies (Service Public Fédéral, 

2018). These materials included tools designed for GPs, pharmacists, and 

patients.  

However, the development process for these tools was not clearly documented, 

and it remains unclear whether patients were involved in the co-development of 

these resources. While the font used in the brochures was easy to read, the text 

was dense and the font size relatively small which may affect readability. 

ID Phase  Gender 

Previous BZRA use  

/ No previous use  

Patient 1 Phase 1 Female Previous BZRA use  

Patient 2 Phase 1  Female Previous BZRA use  

Patient 3 Phase 1 Male Previous BZRA use  

Patient 4 Phase 1 Female Previous BZRA use  

Patient 5 Phase 1 Male Previous BZRA use  

Patient 6 Phase 2.2 Male No previous use 

Patient 7 Phase 2.2 Male No previous use 

Patient 8 Phase 2.2 Male No previous use 

Patient 9 Phase 3 Female No previous use 

Patient 10 Phase 3 Female No previous use 

Patient 11 Phase 3 Male No previous use 
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Other brochures were also identified, but their content tends to focus either on 

sleep-related issues or medications more broadly. Examples include the brochure 

"A Medicine Is Not a Candy" from the Agence Fédérale des Médicaments et des 

Produits de Santé (AFMPS), which addresses various substances, including 

BZRA, as well as materials from different mutual insurance organizations, such as 

“A Good Night's Sleep" (ML MUTPLUS, n.d.)  which provide practical advice on 

sleep hygiene. 

Although these brochures offer valuable information for patients and can serve as 

tools for deprescribing physicians and pharmacists, they do not specifically target 

the context of the initial prescription of BZRA. 

Secondly, in the semi-structured interviews with patients who have used BZRA for 

long-term use, inductive thematic analysis revealed several key insights. Patients 

reported insufficient information at the time of prescription and reported only vague 

recollections of the explanations provided. They expressed a preference for 

concise informational leaflets and emphasized the value of interactive discussions 

and active listening from the prescribing physicians.  

‘Not much. He had told me, I'll prescribe this for you, it's not too strong and 

this, this will help you.’ (Patient 3) 

Additionally, patients underscored the need for clear explanations regarding the 

practical mechanisms of BZRA, potential side effects, and the risks of dependency. 

They also highlighted the importance of presenting alternative treatment options to 

BZRA. 

 ‘It would be good to indicate how long it takes to become dependent, the 

fact that it's very important to take it on an irregular and completely anecdotal 

basis. What consequences taking drugs can have on the brain, on the 

body...’.  

(Patient 4)  

Moreover, patients also expressed a preference for having this resource in the form 

of a brochure that is short and easy to read. 
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Phase 2 

The second phase of the study was divided into two stages: content development 

and prototype design. The first stage focused on developing and refining the 

content of the leaflet. Based on the findings from Phase 1, a brochure with four 

distinct sections was created. The first section provides an introduction, aiming to 

normalize and reassure patients without trivializing the use of BZRAs. The second 

section, presented as a double-page spread, outlines alternative strategies for 

managing insomnia and anxiety. The third section offers clear, accessible 

information about BZRAs, including potential short- and long-term side effects, 

which were listed in bullet points to facilitate reading. Finally, the last section 

includes a space designed to encourage interaction between the healthcare 

professional and the patient. 

To enhance readability, key pieces of information were highlighted with phrases 

such as "good news" or "solutions for finding calm". The text layout was adjusted 

to create a natural reading flow, while sentence structures were simplified by 

eliminating negations and using conversational language. The design of the 

double-page spread was carefully organized to ensure the information was well-

spaced and visually accessible. 

In terms of visual presentation, most participants appreciated the soft, calming style 

of the illustrations, as well as the colour scheme and typography. The handwritten-

style font was well-received, as it captured attention and made the content feel 

more approachable. However, some participants noted that cursive writing might 

reduce readability for certain readers. Since the majority of participants found the 

cursive text appealing, it was retained in the final version. 

The final leaflet can be found in Additional File 5.4. 
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Phase 3 

In phase three the seven components of acceptability were used to structure the 

analysis, the results are presented below. 

1. Affective attitude  

The emotional attitude is defined by Sekhon et al. (2017) as "how an individual 

feels about taking part in an intervention” emerged from data (Sekhon et al., 2017). 

Participants expressed overall satisfaction, particularly with its structure and 

aesthetic. ‘It's initiatives like these that will get us through.’ (Professional 12, GP) 

Some described positive emotional reactions, referring to it as soothing, engaging, 

and enjoyable. ‘It's pleasant and makes you want to read it.’ (Patient 11). Some 

participants mentioned perceiving the approach as non-judgmental and 

encouraging, emphasizing that importance of indicating that changing behaviour is 

not something that happens overnight. However, a GP cautioned about the 

potential for misinterpreting certain advice. Indeed, they explained that stating it 

takes two months to change a behaviour might reassure some patients but could 

discourage others who do not succeed within that timeframe.  

2. Burden 

The third theme is burden, which Sekhon et al. (2017) defines as “the perceived 

amount of effort that is required to participate in the intervention” (Sekhon et al., 

2017). Within this theme, participants explained that they found the brochure to be 

well-spaced, not overloaded with information, and non-constraining due to its 

concise format. However, some noted that certain parts of the brochure, 

particularly the bottom of the last page, duplicated what the doctor would already 

record in the medical file (though it is important to mention that this would likely not 

be visible to patients).   

‘Yes, because I'm already writing it down in the file and I have to write the 

prescription, etc. So all this information, some of it, if I have to rewrite it here, 

it's duplication and I find double entries a bit complicated.’ (Professional 14, 

GP) 
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Some GPs mentioned that they didn’t have enough time to use the leaflet during 

the consultation, as discussions about medications often took place at the end of 

the visit, which left them constrained to simply give the brochure to the patient 

without further explanation. A pharmacist also explained that he leaves the leaflet 

on the pharmacy counter for patients to pick up. 

3. Ethicality  

According to Sekhon et al. 2017 (Sekhon et al., 2017), ethicality refers to the 

extent to which a healthcare intervention aligns with an individual’s personal values 

and moral beliefs. It captures whether participants perceive the intervention as 

morally acceptable or consistent with their ethical standards. However, in the 

context of this study, participants did not express any concerns regarding the 

ethicality of the informational leaflet provided. No feedback indicated that the 

content or delivery of the leaflet posed any ethical issues.  

4. Intervention coherence 

The fourth theme focuses on the coherence of the intervention, defined by Sekhon 

et al. (2017) (Sekhon et al., 2017) as the individual’s understanding of the 

intervention’s logic and objectives. Some participants used the brochure, which 

was intended for first-time prescriptions, in various ways: some during 

consultations, others left it on the counter in the pharmacy, or handed it to patients 

without explanation. This suggests a lack of clarity regarding its intended purpose 

and use. 

Participants also suggested broadening the brochure’s target audience to include 

patients already taking BZRA or those with anxiety and insomnia without 

medication. This reflects a perceived misalignment between the brochure’s 

purpose and its potential wider applicability. Healthcare professionals and 

pharmacists view the brochure as a complementary communication tool, 

supporting both pharmacological and non-pharmacological approaches to 

managing anxiety and insomnia. For patients, it encourages avoiding medication 

use.  



   

 

165 

 

‘So, it's a truly complementary tool that addresses our concerns and what 

we observe.’ (Professional 14, GP)“ 

5. Opportunity costs  

According to Sekhon et al. (2017) (Sekhon et al., 2017), opportunity costs 

represent the benefits, values, or resources that participants forgo in order to 

engage in a healthcare intervention. This includes the time, effort, or income they 

might sacrifice to attend consultations or adhere to treatment. In this context, few 

participants highlighted how the pressure to stay on schedule for appointments and 

avoid delays for others illustrates the compromises involved. One participant 

remarked: 

‘It’s already a consultation that takes a lot of time, and I think, 'Oh no, I’m 

going to fall behind,' and then there’s the pressure of the next person 

waiting.’ (Professional 14, GP) 

6. Perceived efficacy  

The fifth theme focuses on perceived effectiveness, defined by Sekhon et al. 

(2017) (Sekhon et al., 2017) as the extent to which an individual believes the 

intervention will achieve the desired objectives. In this theme, participants 

explained that the scientific and academic nature of the brochure adds value and 

increases interest. Some professionals considered continuing to use the brochure 

in their practice. For patients, the thick paper of the brochure was seen as a value-

added feature, and it served as both a reminder and a source of additional 

information during and after consultations. The section completed by the doctor, 

especially with medication details and the date of the next appointment, reassured 

patients. Writing in the brochure reinforced its value, making it feel like a 

prescription or a contract.  

‘Now, to put it simply, the brochure is next to me, on my nightstand, on my 

bedside table. So, if only to recall certain tips sometimes. For me, it's a 

brochure that I now use daily.’  

(Patient 11) 
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7. Self-efficacy  

Self-efficacy, as defined by Sekhon et al. (2017) (21), refers to “the participant’s 

confidence that they can perform the behaviour(s) required to participate in the 

intervention.” General practitioners and pharmacists expressed a sense of 

confidence and security when using the brochure as part of their care approach.  

‘So, I think it’s also a kind of safety for us to have this brochure, knowing 

that the patient left with it. If I happen to forget to mention something, I know 

they’ll be able to read it and find the information’ (Professional 15, GP) 

In contrast, patients indicated that while reading the brochure, they doubted their 

ability to implement all the advice provided. In such cases, patients explained that 

these challenges applied to them specifically but likely not to others, as the 

applicability depended on individual circumstances. 

‘Well, of course, this is just my case. Exposing myself directly to daylight is 

almost impossible for me, given my situation. As I mentioned before, being 

self-employed, it’s nearly impossible because I’m already outside at 4:30 in 

the morning. So, for me personally, it’s already more complicated.’(Patient 

11) 

Discussion  

This paper described the co-development of patient resources for the initial 

prescription of BZRA, intended for use in GP consultations and pharmacies. The 

process of development was divided into three phases, following the UCD 

framework: an initial phase of understanding user needs through the review of 

existing resources and research and gathering patient input; a subsequent phase 

of co-creation and refinement of the content and form with healthcare professionals 

and patients; and finally, an evaluation of the retrospective acceptability from the 

point of view of patients and professionals.  

The leaflet developed emphasizes simplicity, alternative non-pharmacological 

approaches, and actionable advice, which improved engagement and 

acceptability. Feedback highlighted its value in offering clear alternatives to BZRA, 
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though time constraints and the clarity of its purpose were noted as challenges. 

The leaflet supports primary prevention of BZRA use by providing complete 

information on risks and alternatives at the first prescription, aligning with one of 

the Belgian policy recommendations from the policy Delphi study, which advocates 

for informing patients about the risks of dependency at the first prescription (Van 

Ngoc et al., n.d.). 

Studies show that patients often feel they lack sufficient information about BZRA 

before being prescribed them (Anthierens, Habraken, Petrovic, et al., 2007; Van 

Ngoc et al., 2023). While benzodiazepines were initially considered safer 

alternatives to barbiturates in the 1960s, our understanding has evolved (López-

Muñoz et al., 2011; Sirdifield et al., 2013), and current evidence highlights the risks 

of long-term use (Lader, 2011, 2014). Given this historical perception of their 

safety, it is crucial to (re)explain what BZRA are, how they work, and the potential 

risks involved.  

The value of the Comprehensive Personalised Care Model (NHS England, n.d.-a) 

lies in its ability to clearly illustrate the appropriate sequencing of interventions for 

patients with insomnia or anxiety. It demonstrates that providing educational 

resources, like the leaflet developed in our study, should be the first step for all 

patients. This initial step ensures that individuals receive practical, accessible 

information about their condition, along with guidance on evidence-based, non-

pharmacological strategies.   

Despite this structured approach, many still perceive BZRA as a first-line solution, 

often turning to these medications before considering psychological support or 

behavioural interventions. This misconception underscores the importance of 

reinforcing the role of sleep hygiene, lifestyle measure early in the care process. 

Yet, research supports the value of sleep hygiene education in improving sleep 

quality, though it is less effective than more structured therapies such as Cognitive 

Behavioural Therapy for Insomnia (CBT-I) or mindfulness-based therapy (Chung 

et al., 2018). Notably, CBT-I was also included in the leaflet, as it is the 

recommended first-line treatment for insomnia and anxiety. Evidence indicates that 

while both CBT-I and pharmacological treatments can yield short-term benefits 

(Perlis et al., 2022), CBT-I stands out for its long-term effectiveness, with 
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improvements that can last for years after treatment concludes (Beaulieu-Bonneau 

et al., 2017; Castronovo et al., 2018).   

By promoting these strategies as standard practice and providing clear, engaging 

educational resources, the objective is to shift perceptions and encourage a more 

appropriate, stepwise approach to care. The leaflet was specifically developed with 

these principles in mind, equipping patients with the knowledge and tools 

necessary to explore their options and actively participate in their treatment 

journey.  

Empowering patients in this manner not only addresses their immediate concerns 

but also contributes to the broader objective of fostering sustainable, long-term 

improvements in sleep and mental health. Particular attention was given to the 

clarity of the language used, ensuring accessibility through the use of short, 

straightforward sentences, avoiding negations, and minimizing any potential for 

feelings of guilt. It is essential to tailor patient information in brochures to be 

concise, well-organized, readability and easy to read. Additionally, visuals can be 

a valuable tool in capturing attention, prompting questions, and enhancing patients' 

understanding of written information (Van Beusekom et al., 2016).  

Some healthcare professionals perceived the leaflet as an additional workload, 

with certain pharmacists leaving it on the counter rather than engaging with 

patients in a more interactive manner. Similarly, some general practitioners handed 

the leaflet to patients only at the end of the consultation, limiting its potential for 

patient education. At the same time, the role of community pharmacists has been 

evolving over the past several years, with increasing involvement in patient care 

and the adoption of a more proactive, with an approach that can contribute to the 

safe, effective, and efficient use of medications (Mossialos et al., 2015). 

Pharmacists can play a critical role in the identification and management of drug-

related problems, thereby contributing to the optimisation of pharmacotherapy. 

When it comes to GPs, many report a lack of time for preventive care and in-depth 

discussions (Yarnall et al., 2003). Nevertheless, investing time during the initial 

prescription phase can yield long-term benefits and save time for future 

consultations/ delivery. The leaflet was developed in response to data from 
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professionals concerning challenges they face transmitting complex information 

such as sleep hygiene advice. It is also important to insist that, supporting patients 

to fully understand their options and the risks involved may be time consuming but 

a quick intervention (such as a prescription for BZRA) that goes against evidence-

based guidelines is not ethically appropriate.  

While the leaflet has shown promise in its current form, further research is needed 

to evaluate its effectiveness in a larger and more diverse patient population, on 

patient outcomes, BZRA prescriptions, patients' understanding of BZRA, 

engagement, and their ability to make more informed decisions. In particular, there 

may be a need to develop a version with only illustrations, especially for patients 

with low health literacy or limited proficiency in French. Such a visual-only leaflet 

could help overcome language barriers and improve accessibility for those who 

struggle with written text. This adapted version could incorporate illustrations, 

images, or visual aids to enhance comprehension. Tools such as the Flesch 

Reading Ease Score (Farr et al., 1951) could also be utilized to assess the 

readability and accessibility of the content. 

Limitations 

First, the sample size was relatively small, which may limit the generalizability of 

the findings to broader populations. The evaluation focused on retrospective 

acceptability rather than clinical outcomes, making it difficult to determine the 

leaflet’s real-world effectiveness in reducing BZRA prescriptions.  

Lastly, the leaflet was developed in French, which may pose accessibility 

challenges for individuals with low health literacy or limited language proficiency. 

Future studies should assess its effectiveness in clinical practice and explore 

adaptations for diverse populations. 

Conclusion 

This study successfully co-developed a tool to support the initial prescription of 

BZRA, integrating patient and healthcare professional feedback to create a clear 

and interactive leaflet. This tool, aligned with the principles of the Comprehensive 
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Personalized Care Model, offers patients essential information on both BZRA and 

alternative approaches, empowering them to make informed decisions. While 

some challenges remain, the positive feedback on its engagement and 

acceptability highlights its potential in promoting shared decision-making and 

improving health literacy concerning first BZRA prescription.  
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Additional File 5.1 

Guide d’entretien  

1. Quand avez-vous reçu votre premier somnifère/calmant ?  

2. Dans quel contexte avez-vous reçu votre premier somnifère/calmant ?  

3. Quel professionnel vous a prescrit votre premier somnifère/calmant ?  

a. Psychiatre ?  

b. Médecin généraliste ?  

c. Autres ?  

4. Si vous n’avez pas reçu le somnifère/calmant via un médecin, comment 

avez-vous reçu votre première somnifère/calmant ?  

5. Quelles informations avez-vous reçues lors de votre première prescription 

de votre somnifère/calmant ?  

a. Pensez-vous avoir reçu suffisamment d’informations lors de votre 

première prescription ?  

i. Si non, quelles informations auriez-vous voulu recevoir à ce 

moment-là ?  

ii. Qu’attendiez-vous comme informations à ce moment-là ?  

6. Quelles informations avez-vous reçues lorsque vous avez reçus votre 

premier somnifère/calmant ?  

a. Pensez-vous avoir reçu suffisamment d’informations lorsque vous 

avez reçu votre premier somnifère/calmant ?  

i. Si non, quelles informations auriez-vous voulu recevoir à ce 

moment-là ? 

ii. Qu’attendiez-vous comme informations à ce moment-là ?  

7. Comment cette première prescription a été suivie par le prescripteur ?  

a. Pensez-vous avoir été bien suivi pour cette première prescription ?  

b. Comment auriez-vous voulu être suivi ?  

8. Avez-vous reçu un dispositif d’informations pour les patients tels que des 

brochures, des vidéos, un site web, lors de votre première prescription ?  

9. A ce moment-là, étiez-vous disposé-e à recevoir des informations sur la 

molécule ?  

10. Selon vous, de quelles informations les patients qui prennent pour la 

première fois des somnifères/calmants ont-ils besoin ?  
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11. Sous quelle forme (brochure, site web, dépliant, etc.) pensez-vous que les 

patients qui prennent des somnifères ou des calmants pour la première 

fois aimeraient recevoir l’information ? 
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Additional File 5.2 

Guide d’entretien 

THINK ALOUD :   

La méthodologie "think aloud" consiste à demander aux participants de verbaliser 

leurs pensées tout en explorant une brochure de santé, permettant ainsi d'évaluer 

son acceptabilité et son utilisabilité. Les participants partagent leurs impressions à 

voix haute, avec des relances du chercheur en cas d'interruption. Les entretiens, 

enregistrés et transcrits, sont ensuite renvoyés aux participants pour validation.  

APPROFONDISSEMENT :   

Pouvez-vous m’en dire plus sur « .... »   

RELANCE :    

• Continuer à penser à haute voix.    

• Que pensez-vous de cette partie ?   

• Est-ce que les informations sont claires ?   

• A quoi cela vous fait-il penser ?    

1. Attraction   

• Quelles sont vos impressions générales ?    

• Lorsque vous regardez la brochure, est-ce que cela vous donne l’envie de 

la lire ?    

o Si ce n’est pas le cas, pourriez-vous nous dire pourquoi ?    

• Qu’est-ce qui attire votre regard ?    

• Que pensez-vous de la mise en page ?    

• Qu’est-ce que l’image, le dessin vous raconte ?    

• Que pensez-vous des images/dessins de la brochure ?    

• Que pensez-vous des couleurs ?    
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• Est-ce qu’une image/dessin devrait être ajouté/supprimé ?    

• Que pensez-vous du format de la brochure ?    

• Que pensez-vous de la police ?    

• Que pensez-vous de la taille des caractères ?    

2. Contenu de la brochure    

• Que pensez-vous du contenu de la brochure ?    

• A qui s’adresse ce dépliant selon vous ?   

• Que comprenez-vous de la brochure ?    

• Qu’apprenez-vous après avoir lu la brochure ?    

• Que pensez-vous du ton employé dans la brochure ?    

4. Point de vue global   

• D’un point de vue global, quelle est votre opinion par rapport à la 

brochure ?    

• Qu’est-ce qui manque dans la brochure ?    

• Comment amélioreriez-vous la brochure ?    

• Qu’apporte ce dépliant ? Qu’est-ce qui vous semblait le plus intéressant 

dans ce dépliant ?     

• La démarche du dépliant est-elle intéressante pour vous ? L’utiliseriez-

vous dans votre pratique / vie quotidienne ?   

• Que faut-il améliorer ? Comment ? / Que changeriez-vous dans le 

dépliant ?    

• Quelles sont les autres informations que vous aimeriez recevoir ?     

• Avez-vous autre chose à ajouter sur le sujet ?   
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Additional File 5.3 

Topic guide for patients :  

 

• Dans quelles circonstances vous a-t-on introduit ce dépliant ?   

• Qui vous l’a donné ?   

• Quelles informations vous a-t-on donné ?  

• Parlez de votre « insomnie / anxiété », comment impact-elle votre vie ?   

THINK ALOUD :  

  

La méthodologie "think aloud" consiste à demander aux participants de verbaliser 

leurs pensées tout en explorant une brochure de santé, permettant ainsi d'évaluer 

son acceptabilité et son utilisabilité. Précédé d'un entretien semi-structuré, cet 

exercice se déroule en face à face ou via vidéoconférence. Les participants 

partagent leurs impressions à voix haute, avec des relances du chercheur en cas 

d'interruption. Les entretiens, enregistrés et transcrits, sont ensuite renvoyés aux 

participants pour validation.  

  

APPROFONDISSEMENT :  

Pouvez-vous m’en dire plus sur « ....»  

RELANCE :  

 

• Continuer à penser à haute voix.   

• Que pensez-vous de cette partie ?  

• Est-ce que cela vous est arrivé ou est arrivé à quelqu'un que vous connaissez 

?  

• Est-ce que les informations sont claires ?  

• A quoi cela vous fait-il penser ?   

 

FIN :  

  

• Quels sont vos impressions générales ?  

• A qui s’adresse ce dépliant selon vous ?  
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• Qu’apporte ce dépliant ? Qu’est-ce qui vous semblait le plus intéressant dans 

ce dépliant ?    

• La démarche du dépliant est-elle intéressante pour vous ? L’utiliseriez-vous 

dans votre vie quotidienne ?  

• Que faut-il améliorer ? Comment ?   

• Que changeriez-vous dans le dépliant ?   

• Quelles sont les autres informations que vous aimeriez recevoir ?    

• Avez-vous autre chose à rajouter sur le sujet ?  

  

Topic guide for professionals :  

• Comment la prise en charge de l’anxiété et de l’insomnie impact votre 

pratique ?   

• Quelle est votre opinion concernant les benzodiazépines et les Z-drugs ?   

• Quelle est votre expérience avec les somnifères ?  

• Depuis combien de temps utilisez-vous le dépliant ?   

• Comment vous en servez-vous ?   

• Le dépliant a-t-il changé quelque chose dans votre pratique professionnel 

ou vie personnelle ?  

 

THINK ALOUD :  

  

La méthodologie "think aloud" consiste à demander aux participants de verbaliser 

leurs pensées tout en explorant une brochure de santé, permettant ainsi d'évaluer 

son acceptabilité et son utilisabilité. Précédé d'un entretien semi-structuré, cet 

exercice se déroule en face à face ou via vidéoconférence. Les participants 

partagent leurs impressions à voix haute, avec des relances du chercheur en cas 

d'interruption. Les entretiens, enregistrés et transcrits, sont ensuite renvoyés aux 

participants pour validation.  

  

APPROFONDISSEMENT :  

Pouvez-vous m’en dire plus sur « .... »  
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RELANCE  :  

  

• Continuer à penser à haute voix.   

• Que pensez-vous de cette partie ?  

• Est-ce que cela vous est arrivé ou est arrivé à quelqu'un que vous connaissez 

?  

• Est-ce que les informations sont claires ?  

• A quoi cela vous fait-il penser ?   

FIN :  

  

• Quels sont vos impressions générales ?  

• A qui s’adresse ce dépliant selon vous ?  

• Qu’apporte ce dépliant ? Qu’est-ce qui vous semblait le plus intéressant dans 

ce dépliant ?    

• La démarche du dépliant est-elle intéressante pour vous ? L’utiliseriez-vous 

dans votre pratique / vie quotidienne ?  

• Que faut-il améliorer ? Comment ? / Que changeriez-vous dans le dépliant ?   

• Quelles sont les autres informations que vous aimeriez recevoir ?    

• Avez-vous autre chose à rajouter sur le sujet ?  
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Additional File 5.4 
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Chapter 6 

 

 

Discussion and Conclusion 
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Summary  

This thesis explores the complexities surrounding the use of benzodiazepines and 

Z-drugs, from prescribing practices to long-term use and withdrawal. It begins by 

examining their widespread use, highlighting the risks associated with prolonged 

use and the challenges in deprescribing. The analysis starts with the perspectives 

of Belgian healthcare professionals, revealing the tensions they face in balancing 

guidelines, professional practices, and patient needs. Diverging approaches, such 

as prioritising total abstinence versus harm reduction, combined with limited patient 

involvement, point to the need for shared decision-making and a goal-oriented care 

model to improve deprescribing outcomes. 

The patient perspective further underscores these challenges. Long-term users 

often struggle with withdrawal, face poor communication with healthcare providers, 

and are not involved by healthcare professionals in decisions about their care. 

These findings highlight the importance of personalised, slow, gradual tapering 

strategies and greater patient engagement to support successful deprescribing. 

Prevention also plays a crucial role in addressing long-term benzodiazepines and 

Z-drugs use. A policy Delphi study identified 27 recommendations, emphasizing 

the importance of awareness campaigns, patient education, and professional 

training. The consensus underscores the need for multilevel, non-stigmatising 

strategies to improve both prescribing and deprescribing practices. 

Finally, the development of a leaflet offers a practical tool to support safer 

prescribing. Co-designed with input from patients and healthcare professionals, the 

leaflet provides clear information about risks, alternatives, and encourages 

alternative treatments. While positively received, some challenges, such as time 

constraints during consultations, remain. Nonetheless, this initiative represents a 

step towards promoting informed patient choices and strengthening primary 

prevention efforts.  

Together, these insights emphasise the need for a more integrated, patient-centred 

approach to benzodiazepines and Z-drugs prescribing and deprescribing, fostering 

better communication, shared decision-making, and ultimately safer use of these 

medications. 
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The complexity of (de)prescribing 

The act of prescribing medication is far more complex than one might assume. As 

van der Geert (1996) highlighted, it is a social act where prescribers demonstrate 

attentiveness and concern for the complaints presented by the patient. Since it is 

culturally expected that a physician prescribes as part of medical practice, failing 

to do so contradicts these expectations, even when biomedical considerations 

suggest otherwise (van der Geest et al., 1996). These dynamics remain relevant 

today. More recent research has emphasized that prescribing is not merely a 

technical act guided by clinical guidelines, but is shaped by institutional constraints, 

power relations, and affective dynamics within the consultation (A. K. J. Smith, 

2025). Prescribing is embedded in a complex, where the act itself may serve to 

validate patient concerns or conclude an encounter, regardless of clinical 

necessity. 

Rinaldi et al. (2025) studied how physicians’ decisions are routinely influenced by 

patients' requests or perceived expectations, even when these are not explicitly 

verbalized. This systematic review reveals that physicians often anticipate demand 

based on subtle cues, leading them to prescribe in ways that are as much about 

managing the clinical relationship as about treating a biomedical condition (Rinaldi 

et al., 2025). 

Furthemore, prescribing also carries emotional and moral weight that influences 

clinical decision-making. In the case of benzodiazepines and Z-drugs, prescribers 

may feel pressured to give a prescription under various circumstances. An analysis 

by Ceuterick et al. (2023), based on the same sample used in Chapter 2 but 

focusing exclusively on prescribers, describes prescribing practices as existing 

along a continuum shaped by three key factors: (a) prescribers' views on the 

necessity of prescribing and their risk negotiations, (b) the power dynamics 

between the healthcare provider and the patient, and (c) the rhetorical strategies 

used to justify the decision. These prescribing practices fall into four main 

approaches: (1) No prescribing, where doctors strictly avoid benzodiazepines and 

Z-drugs use; (2) Controlled prescribing, which limits use under strict conditions; (3) 

Compassionate prescribing, which prioritises patient well-being and comfort; (4) 
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Reluctant prescribing, where physicians feel pressured into issuing prescriptions 

despite their reservations (Ceuterick et al., 2023).  

These different prescribing approaches influence not only the doctor-patient 

relationship but also the overall quality of care. In particular, compassionate and 

reluctant prescribing, while often motivated by empathy or external pressures, can 

contribute to the prolonged prescription of benzodiazepines and Z-drugs, even 

when the risks outweigh the benefits. This issue is particularly concerning in cases 

of insomnia or mild anxiety, where clinical guidelines recommend non-

pharmacological alternatives such as cognitive behavioural therapy (CBT) 

(Belleville et al., 2011; Carpenter et al., 2018; Jernelöv et al., 2022). However, well-

established prescribing habits, time constraints during consultations, and a 

perceived lack of alternatives often lead prescribers to continue these treatments 

despite increasing evidence of their long-term ineffectiveness (Anthierens, 

Habraken, Petrovic, et al., 2007; Cook, Marshall, et al., 2007; Sirdifield et al., 2013). 

Additionally, studies further indicate that some physicians frame benzodiazepine 

and Z-drugs prescribing as an act of empathy, considering it the "lesser evil" 

compared to alternative interventions or patient dissatisfaction (Anthierens, 

Habraken, Habraken, et al., 2007). This perspective aligns closely with 

compassionate and reluctant prescribing, highlighting the difficulty of balancing 

clinical responsibility with patient expectations. Ultimately, prescribing is not just a 

biomedical decision but also a social and moral one, shaped by a complex interplay 

of medical, cultural, and emotional considerations. Indeed, the increasing 

medicalisation of psychosocial issues aligns with primary care physicians' 

tendencies to underestimate the potential risks of long-term prescribed 

psychotropic drug use (Conrad & Barker, 2010).  

This complexity extends beyond prescribing to deprescribing, particularly in cases 

of long-term benzodiazepine and Z-drugs use. Chapter 2 of this thesis explores 

how healthcare professionals manage cases of long-term users of 

benzodiazepines and Z-drugs, revealing that many prescribers feel "trapped" by 

patients' prolonged use. They often hesitate to initiate discussions about 

discontinuation for fear of damaging the therapeutic relationship. 
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An additional layer of complexity arises from the influence of institutional 

(de)prescription culture, which shapes the prescribing and deprescribing practices 

of healthcare professionals. Within each institution, professionals operate under a 

specific set of norms, routines, and implicit expectations that reflect the 

organisation’s values. These institutional norms often stem from a normative 

approach, which provides guidelines or directives on what should be done in 

clinical practice, based on evidence and professional standards. 

However, institutional culture can either facilitate or hinder adherence to these 

norms. For instance, a culture grounded in total abstinence principles may promote 

the systematic total deprescription of benzodiazepines and Z-drugs, sometimes 

without fully considering individual patient preferences or clinical context. This 

tension between standardised institutional practices and patient-centered care is a 

highlighted in Chapter 2. It illustrates how healthcare professionals must often 

navigate between normative expectations and the realities of clinical relationships 

within the institutional framework in which they work.  

In this context, the training and education of healthcare professionals play a crucial 

role. Encouraging a shift towards a patient-centered model of care, one that is 

grounded in listening to the patient's goals, values, and lived experiences, can help 

professionals move beyond the limitations of institutional norms or prescriptive 

habits. Education that emphasizes patient-centred approach can help clinicians to 

better align clinical decisions with what truly matters to the patient. Rather than 

viewing deprescribing as a standardized protocol to enforce, it becomes a 

collaborative process rooted in empathy and respect. 

Towards a Paradigm Shift in Benzodiazepine Management 

By incorporating insights from both prescribers (Chapter 2) and patients (Chapter 

3), this thesis makes an important contribution to the literature on benzodiazepines 

and Z-drugs management.  

Prescribing and deprescribing decisions are often driven by cultural expectations, 

professional norms and institutional culture, yet they frequently miss the most 

critical question:  

“What matters to the patient?” 
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Instead of rigidly following biomedical guidelines or focusing solely on symptom 

management, a goal-oriented care (GOC) approach shifts the narrative. It places 

patients’ values, needs, and personal goals at the heart of the conversation 

(Boeckxstaens et al., 2020; Boeykens et al., 2022; Reuben & Tinetti, 2012). As 

Boeykens et al. (2022) highlight, this isn’t a one-time discussion. It’s a dynamic, 

ongoing process of goal elicitation, goal setting, and goal evaluation (Figure 6.1). 

By shifting the focus from disease control to individualised care, the GOC approach 

fosters greater alignment between clinical best practices and patient-centred 

outcomes.  

This reinforces the importance of patient-centred decision-making, which research 

shows not only improves patient satisfaction and patient adherence but also leads 

to better health outcomes (Boeykens et al., 2022; Robinson et al., 2008; Stewart 

et al., 2000; Weiner et al., 2013). Especially in sensitive areas like benzodiazepines 

and Z-drugs withdrawal, where trust and collaboration are vital, engaging patients 

in open discussions about their fears, expectations, and goals can significantly 

enhance success. 

Yet, despite its clear benefits, the GOC approach isn’t without challenges. It 

demands a fundamental shift from focusing on disease-specific targets to 

prioritising patient-centred care (Im et al., 2019, 2023). This requires balancing 

clinical guidelines with individual patient preferences, which can be complex when 

these priorities conflict (Boeckxstaens et al., 2020; Boeykens et al., 2022). At the 

same time, both patients and providers may be unprepared for effective goal-

setting. Patients often struggle to define or express meaningful goals, while 

providers may lack the skills to facilitate these discussions, making it difficult to 

create care plans that truly reflect what matters most to the patient (Boeckxstaens 

et al., 2020; Boeykens et al., 2022).  
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The Patient’s Voice in Prescribing and Deprescribing Decisions 

A crucial element of this approach is ensuring that the patient’s voice is heard 

throughout the decision-making process, placing the patient back at the centre of 

care. Chapter 3 of this thesis explores patients’ perspectives on prescribing and 

deprescribing. In this chapter, some patients reported feeling uninformed about the 

risks of prolonged use, often trusting their healthcare providers blindly without 

being actively involved in their treatment trajectory.  

Research has shown that many patients feel dissatisfied with their consultations 

with GPs, citing a lack of sufficient support and information guidance, and shared 

decision-making (Mokhar et al., 2019). Many assume that the responsibility for 

prescribing lies entirely with their GP, expecting that if discontinuing 

benzodiazepines and Z-drugs were in their best interest, their doctor would 

proactively recommend it. When this recommendation was not made, they 

interpreted it as implicit validation of continued use (Anthierens, Habraken, 

Petrovic, et al., 2007; Sirdifield et al., 2017).  

On the other hand, while some studies suggest that patients are often reluctant to 

discontinue benzodiazepines (Cook, Biyanova, et al., 2007; Hawkins et al., 2021; 

Komagamine et al., 2018), a recent survey conducted across 14 countries revealed 

that psychotropic medications rank among the ten most frequently mentioned 

drugs that patients aged 65 and older, who are on five or more medications, would 

consider deprescribing (Vidonscky Lüthold et al., 2025). This highlights the 

importance of transparent communication between the provider and the patient, as 

well as the need for a strong therapeutic alliance (Amberg, 2020; Carrie M. 

Silvernail & Wright, 2022; Hawkins et al., 2021; Sirdifield et al., 2017). Furthermore,  

qualitative evidence suggests that patients who experience withdrawal symptoms 

from psychotropic medications often feel dismissed or misdiagnosed, further 

underscoring the need for clinicians to be better informed and to foster open, 

validating communication (Guy et al., 2020).  

This chapter highlights a disconnect between professional deprescribing strategies 

and patient readiness, emphasising the need for personalised, flexible withdrawal 

plans. While official guidelines propose structured deprescribing pathways, 
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patients in this study expressed that successful tapering depended on 

individualised pacing and emotional readiness.  

Furthermore, recent research shows that patients who use benzodiazepines and 

Z-drugs often face forms of moral judgment and stigma in online discussions. 

Some are portrayed as non-compliant or less responsible when they continue 

using these medications, which may discourage them from seeking help or 

expressing ambivalence about stopping. This underscores the need to promote 

patient-centred care that avoids moralising framings and instead acknowledges the 

complexity of long-term use and the emotional contexts surrounding it. 

Integrated care  

The management of benzodiazepines and Z-drugs is a complex process 

influenced by patient and healthcare professional preferences and expectations, 

prescribing culture, and the broader healthcare system (Conklin et al., 2019; Farrell 

et al., 2015; McCarthy et al., 2022a). Given these complexities, an integrated and 

patient-centred approach is essential to ensure safe prescribing and deprescribing 

practices. 

A significant obstacle to the safe management of benzodiazepines and Z-drugs is 

the fragmentation of care. Poor coordination among healthcare providers often 

leads to inappropriate prescriptions and medication overlaps (Prior et al., 2023). A 

2016 study revealed that a significant number of patients prescribed 

benzodiazepines by psychiatrists were also receiving other prescriptions from 

different healthcare providers, underscoring the need for coordinated care to 

prevent medication overlaps (Ong et al., 2016). This fragmentation underscores 

the urgent need for coordinated care that ensures consistency across providers 

and promotes safe prescribing and deprescribing practices. It also highlights the 

importance of bridging the gap between specialists, such as psychiatrists or 

geriatricians, and primary care professionals to create a cohesive treatment plan. 

To address the challenges posed by fragmented care, transparent communication, 

shared care plans, and ongoing patient monitoring are key to ensuring effective 

treatment (Naylor et al., 2011). A collaborative model involving GPs, psychiatrists, 

psychologists, social workers, nurses, and pharmacists, while actively involving 

patients and their support networks, can significantly enhance the likelihood of 
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successful outcomes in both prescribing and deprescribing processes (Katon et 

al., 2010; McCarthy et al., 2022b).  

Primary care professionals play a pivotal role in benzodiazepine and Z-drug 

prescribing. A recent Belgian cohort study (Drieskens et al., 2024) found that 81% 

of benzodiazepine and Z-drug prescriptions were issued by GPs, compared to 12% 

by psychiatrists, with 6.8% involving prescriptions from both specialties. This 

places GPs at the frontline, giving them a key opportunity to influence prescribing 

practices and implement and coordinate risk-reduction strategies.  

However, GPs often report lacking the time and resources necessary to manage 

benzodiazepine and Z-drugs prescriptions effectively, particularly when it comes 

to addressing the complexities of long-term use and deprescribing (Sirdifield et al., 

2013). Conversely, many pharmacists feel they lack the legitimacy, skills, and 

confidence to assume a role that falls outside their traditional mandate (Bryant et 

al., 2010). To address these challenges, innovative models of care have been 

explored such as a team-based model with GPs and pharmacists (Furbish et al., 

2017). Studies have shown that including pharmacists in deprescribing efforts 

significantly improves benzodiazepine discontinuation rates  (Ashkanani et al., 

2023).   

Furthermore, pharmacists also play a critical role in reviewing medication regimens 

(Hernández-Prats et al., 2022) and identifying potentially harmful or unnecessary 

drugs (Balsom et al., 2020; Kua et al., 2021). Beyond deprescribing, they can 

educate patients on the risks of long-term benzodiazepine and Z-drugs use, offer 

guidance on non-pharmacological alternatives like sleep hygiene, and use 

motivational interviewing to support gradual dose tapering when necessary. In 

Belgium, the evolving role of pharmacists as primary care provider has reinforced 

their involvement in the management of long-term benzodiazepines and Z-drugs 

use. With increased responsibilities in patient counseling and medication 

management, pharmacists are now positioned to intervene more proactively during 

the dispensing process. They can identify patterns of chronic benzodiazepine use, 

flag potentially inappropriate prescriptions, and initiate conversations with patients. 

This shift aligns with national health priorities aiming to reduce psychotropic 
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overuse and highlights pharmacists' growing contribution to safe and rational 

medication use. 

While optimising existing prescriptions is crucial, preventing unnecessary initiation 

remains equally important. As emphasised in the policy recommendations from 

Chapter 4 of this thesis, avoiding the initial prescription of benzodiazepines and Z-

drugs is critical to primary prevention efforts. Consequently, Chapter 5 of this 

thesis explores the co-development of a decision-support tool designed to assist 

GPs and pharmacists in guiding first-time benzodiazepine prescriptions. This tool, 

developed in collaboration with healthcare professionals and patients, aims to 

facilitate structured discussions on risks, promote non-pharmacological 

alternatives, and encourage shared decision-making.  

Adopting a multi-level approach 

Prevention of long-term benzodiazepine and Z-drugs use requires a multi-

dimensional approach. Rather than viewing it through a singular lens, it is essential 

to recognise that interventions at different levels of intervention, ranging from public 

health awareness to clinical practice changes, can each play a role in reducing 

long-term use. Addressing this challenge effectively necessitates a holistic and 

global perspective, integrating multiple complementary strategies. 

The findings from this thesis in Chapter 4 – the policy Delphi, demonstrate that 

benzodiazepines and Z-drugs management can be tackled through various entry 

points. This includes preventing initial prescriptions, preventing a first prescription 

from developing into long-term use, and addressing long-term use and 

dependence. Each of these entry points corresponds to the primary, secondary, 

and tertiary prevention strategies, which are already being implemented in Belgium 

to varying degrees. However, the effectiveness of these interventions depends not 

only on their individual impact but also on their coordination within the broader 

healthcare system. 

Belgium presents a unique and complex policy landscape, as healthcare 

competencies are divided across federal, regional, and local levels. This 

decentralised structure means that the implementation of benzodiazepine-related 
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interventions must be strategically coordinated across different governing bodies 

to ensure effectiveness. 

To discuss this, a stakeholder event was organised at the conclusion of the 

BENZOCARE research project, bringing together key stakeholders from various 

sectors, including health policymakers, healthcare professionals and researchers. 

Their collective expertise and insights contributed to the development of a 

structured framework, outlining which stakeholder is best positioned to oversee 

and implement each policy recommendation. 

Table 6.1 shows each recommendation is mapped to the relevant stakeholders 

within the system. By aligning policy interventions with the appropriate level of 

governance, this framework aims to maximise the feasibility, sustainability, and 

impact of benzodiazepine and Z-drugs management strategies in Belgium in the 

future.  
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Limitations 

While this work provides a comprehensive and in-depth exploration of 

benzodiazepine and Z-drugs prescribing and deprescribing practices, it is not 

without limitations. Across the different chapters, several methodological and 

contextual constraints should be acknowledged.  

In Chapter 2, although the study offered meaningful insights into how professionals 

manage long-term benzodiazepines and Z-drugs use, it was not specifically 

focused on goal-oriented care, which may have limited the depth of analysis on 

this particular approach. The inclusion of participants from various professional 

backgrounds brought valuable diversity but reduced representativeness within 

each group. The over-representation of professionals in addiction care provided 

valuable insights from mental health care providers specialized in addiction, but 

reduced representativeness within primary care sector. Interpretation bias may 

also have occurred due to translations between Dutch and French. 

In Chapter 3, exploring patients’ lived experiences, may have been subject to 

recruitment bias, as participants were more engaged than the other patients that 

were not motivated to explain their lived experience. The use of Interpretative 

Phenomenological Analysis enriched the depth of the data but carries an inherent 

level of subjectivity.  

In Chapter 4, the Policy Delphi process faced an imbalance between healthcare 

professionals and patients, potentially weakening the visibility of patient 

perspectives in the consensus results. A dropout rate may have affected the 

continuity and diversity of views across rounds, and the categorization of 

recommendations by the research team involved a degree of subjectivity, as some 

could arguably fall into multiple prevention levels.  

In Chapter 5, this study involved a small sample size, limiting generalizability, and 

the evaluation focused on perceived acceptability rather than measurable clinical 

outcomes. The leaflet was developed only in French, which may reduce 
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accessibility for individuals with limited health literacy or different language 

backgrounds. 

One key overarching limitation is the absence of complementary quantitative 

studies, which could have further enriched the findings and broadened the 

understanding of the phenomena observed. While the qualitative approaches used 

throughout the research provide detailed and nuanced perspectives, integrating 

quantitative data would have offered a broader context and potentially 

strengthened the conclusions.  

Additionally, the focus on the Belgian healthcare system may limit the 

transferability of certain recommendations to other countries with different 

healthcare structures and policies.  

Finally, although the deprescribing leaflet was well received by participants, its 

development and testing were conducted on a limited scale. Further large-scale 

evaluations are needed to determine its short- and long-term effectiveness in 

changing prescribing practices and improving patient outcomes. 

Perspectives 

This thesis provides an exploration of diverse perspectives on benzodiazepines 

and Z-drugs prescribing and deprescribing practices, as well as policy and 

intervention strategies. Nevertheless, several areas require further exploration to 

enhance implementation and ensure long-term impact. 

One of the challenges is evaluating tools that have demonstrated potential, such 

as the decision-support tool co-developed in Chapter 5. Future research should 

focus on assessing its real-world effectiveness by evaluating how it influences 

prescribing behaviours over time and whether its integration into patient records 

could enhance usability in routine primary care settings. Additionally, training 

programs for healthcare professionals - particularly for GPs and pharmacists - 

should be further developed to strengthen their capacity to engage in shared 

decision-making with patients. Training programs for healthcare professionals, 

particularly GPs and pharmacists, should be further strengthened to support their 

engagement in shared decision-making with patients. These programs could be 
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integrated both into general practice specialization curricula and continuing 

professional development, in order to raise awareness among GPs about the 

management of long-term users of benzodiazepines and Z-drugs. Several key 

themes could be addressed, including the value of a goal-oriented care approach, 

the stigma that may affect both patients and healthcare providers, the benefits of 

a slow and gradual tapering process, and the importance of interdisciplinary 

collaboration in patient management. Additionally, involving patient partners in 

training initiatives could help to highlight real-life experiences and foster a more 

collaborative and empathetic approach to care. 

At the policy level, the findings from the Policy Delphi study in Chapter 4 highlight 

that while many recommendations received broad support, some more innovative 

measures were met with scepticism due to concerns over feasibility. Future efforts 

should focus on piloting and refining these innovative strategies, ensuring they can 

be adapted within Belgium’s healthcare system. Stronger federal, regional, and 

local coordination mechanisms will also be necessary to align policy efforts and 

prevent fragmentation of benzodiazepine reduction strategies. 
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Conclusion 

The issue of long-term benzodiazepine and Z-drugs use is deeply rooted in 

cultural, clinical, and systemic factors, making it a multifaceted public health 

challenge. This thesis has demonstrated that addressing this issue requires an 

integrated, multi-level strategy that combines evidence-based clinical practices, 

structured policy interventions, and patient-centred care models. 

By incorporating insights from healthcare professionals (Chapter 2), patients 

(Chapter 3), policy recommendations (Chapter 4), and co-development patient 

tool (Chapter 5), this work contributes to the scientific and policy discourse on 

benzodiazepine management. The proposed goal-oriented care model, combined 

with primary prevention strategies, interprofessional collaboration, and decision-

support tools, presents a path forward to reducing benzodiazepine dependence 

while maintaining high-quality patient care. 

Faced with the complexity of long term BZRAs use, a comprehensive and 

personalised care model is essential. Such a model should not only focus on 

pharmacological aspects but also on psychosocial factors, enabling patients and 

providers to co-create care plans that prioritize both safety and patient autonomy. 

Moving forward, continued collaboration between policymakers, healthcare 

providers, and patients will be essential in shaping more sustainable, patient-

centred solutions that not only prevent inappropriate benzodiazepine use but also 

support those seeking to discontinue these medications safely and effectively. 



   

 

200 

 



   

 

201 

 

References  

Agravat, A. (2018). ‘Z’‐hypnotics versus benzodiazepines for the treatment of insomnia. 

Progress in Neurology and Psychiatry, 22(2), 26–29. 

https://doi.org/10.1002/pnp.502 

Airagnes, G., Lemogne, C., Renuy, A., Goldberg, M., Hoertel, N., Roquelaure, Y., Limosin, F., 

& Zins, M. (2019). Prevalence of prescribed benzodiazepine long-term use in the 

French general population according to sociodemographic and clinical factors: 

Findings from the CONSTANCES cohort. BMC Public Health, 19(1), 566. 

https://doi.org/10.1186/s12889-019-6933-8 

Airagnes, G., Pelissolo, A., Lavallée, M., Flament, Martine, & Limosin, F. (2016). 

Benzodiazepine Misuse in the Elderly: Risk Factors, Consequences, and 

Management. Current Psychiatry Reports, 18(10), 89–89. 

https://doi.org/10.1007/s11920-016-0727-9 

Amberg, A. (2020). Making Alliances With Patients Dependent on Benzodiazepines: A 

Provider’s Experience. Journal of Psychosocial Nursing and Mental Health Services, 

58(1), 29–32. https://doi.org/10.3928/02793695-20191218-06 

American Psychiatric Association. (n.d.). Diagnostic and statistical manual of mental 

disorder (5th ed.). 

Andersen, R. M. (1995). Revisiting the behavioral model and access to medical care: Does 

it matter? Journal of Health and Social Behavior, 36(1), 1–10. 

https://doi.org/10.2307/2137284 

Ansseau, M., Dierick, M., Buntinkx, F., Cnockaert, P., De Smedt, J., Van Den Haute, M., & 

Vander Mijnsbrugge, D. (2004). High prevalence of mental disorders in primary 

care. Journal of Affective Disorders, 78(1), 49–55. https://doi.org/10.1016/S0165-

0327(02)00219-7 

Anthierens, S., Habraken, H., Habraken, H., Petrovic, M., Thierry Christiaens, & Christiaens, 

T. (2007). The lesser evil? Initiating a benzodiazepine prescription in general 

practice: A qualitative study on GPs’ perspectives. Scandinavian Journal of Primary 

Health Care, 25(4), 214–219. https://doi.org/10.1080/02813430701726335 



   

 

202 

 

Anthierens, S., Habraken, H., Petrovic, M., Deveugele, M., De Maeseneer, J., & Christiaens, 

T. (2007). First benzodiazepine prescriptions: Qualitative study of patients’ 

perspectives. Canadian Family Physician, 53(7), 1200–1201. 

Anthierens, S., Pasteels, I., Habraken, H., Habraken, H., Steinberg, P., Declercq, T., Thierry 

Christiaens, & Christiaens, T. (2010). Barriers to nonpharmacologic treatments for 

stress, anxiety, and insomnia Family physicians’ attitudes toward benzodiazepine 

prescribing. Canadian Family Physician, 56(11). 

Anthierens, S., Tansens, A., Petrovic, M., & Christiaens, T. (2010). Qualitative insights into 

general practitioners views on polypharmacy. BMC Family Practice, 11(1), 65. 

https://doi.org/10.1186/1471-2296-11-65 

Ashkanani, F. Z., Rathbone, A. P., & Lindsey, L. (2023). The role of pharmacists in 

deprescribing benzodiazepines: A scoping review. Exploratory Research in Clinical 

and Social Pharmacy, 12, 100328. https://doi.org/10.1016/j.rcsop.2023.100328 

Ashton, H. (1991). Protracted withdrawal syndromes from benzodiazepines. J Subst Abuse 

Treat, 8(1–2), 19–28. https://doi.org/10.1016/0740-5472(91)90023-4 

Ashton, H. (2005). The diagnosis and management of benzodiazepine dependence. Current 

Opinion in Psychiatry, 18(3), 249–255. 

https://doi.org/10.1097/01.yco.0000165594.60434.84 

Authier, N., Balayssac, D., Sautereau, M., Zangarelli, A., Courty, P., Somogyi, A. A., Vennat, 

B., Llorca, P.-M., & Eschalier, A. (2009). Benzodiazepine dependence: Focus on 

withdrawal syndrome. Annales Pharmaceutiques Françaises, 67(6), 408–413. 

https://doi.org/10.1016/j.pharma.2009.07.001 

Axinn, W. G., Chardoul, S., Gatny, H., Ghimire, D. J., Smoller, J. W., Zhang, Y., & Scott, K. M. 

(2020). Using life history calendars to improve measurement of lifetime experience 

with mental disorders. Psychological Medicine, 50(3), 515–522. 

https://doi.org/10.1017/S0033291719000394 

Bacon, I., McKay, E., Reynolds, F., & McIntyre, A. (2020). The Lived Experience of 

Codependency: An Interpretative Phenomenological Analysis. International Journal 

of Mental Health and Addiction, 18(3), 754–771. https://doi.org/10.1007/s11469-

018-9983-8 

Balsom, C., Pittman, N., King, R., & Kelly, D. (2020). Impact of a pharmacist-administered 

deprescribing intervention on nursing home residents: A randomized controlled 



   

 

203 

 

trial. International Journal of Clinical Pharmacy, 42(4), 1153–1167. 

https://doi.org/10.1007/s11096-020-01073-6 

Bashir, K., King, M., & Ashworth, M. (1994). Controlled evaluation of brief intervention by 

general practitioners to reduce chronic use of benzodiazepines. British Journal of 

General Practice. 

Beaulieu-Bonneau, S., Ivers, H., Guay, B., & Morin, C. M. (2017). Long-Term Maintenance of 

Therapeutic Gains Associated With Cognitive-Behavioral Therapy for Insomnia 

Delivered Alone or Combined With Zolpidem. Sleep, 40(3). 

https://doi.org/10.1093/sleep/zsx002 

Beerslans, A., Euben, T., & Gils, M. (2023). Analyse de l’emploi du temps des médecins 

généraliste (p. 29). 

Belgian Federal Public Service Health, Food Chain Safety and Environment. (n.d.). Health 

system performance assessment (HSPA). Retrieved 7 April 2025, from 

https://www.healthybelgium.be/en/hit-en 

Belleville, G., Cousineau, H., Levrier, K., & St-Pierre-Delorme, M.-È. (2011). Meta-analytic 

review of the impact of cognitive-behavior therapy for insomnia on concomitant 

anxiety. Clinical Psychology Review, 31(4), 638–652. 

https://doi.org/10.1016/j.cpr.2011.02.004 

Bénard-Laribière, A., & Pariente, A. (2018). Usages et mésusages des benzodiazépines en 

population en France. La Presse Médicale, 47(10), 878–881. 

https://doi.org/10.1016/j.lpm.2018.10.005 

Bendtsen, P., G Hensing, Hensing, G., McKenzie, L., & Stridsman, A.-K. (1999). Prescribing 

benzodiazepines: A critical incident study of a physician dilemma. Social Science & 

Medicine, 49(4), 459–467. https://doi.org/10.1016/s0277-9536(99)00133-1 

Bergqvist, A., Crepaz-Keay, D., & Wilde, A. (2023). Introduction: What is the Role of Lived 

Experience in Research? Royal Institute of Philosophy Supplement, 94, 1–14. 

https://doi.org/10.1017/S1358246123000292 

Berntsen, G., Høyem, A., Lettrem, I., Ruland, C. M., Rumpsfeld, M., & Gammon, D. (2018). A 

person-centered integrated care quality framework, based on a qualitative study of 

patients’ evaluation of care in light of chronic care ideals. BMC Health Services 

Research, 18(1), 1–15. https://doi.org/10.1186/s12913-018-3246-z 



   

 

204 

 

Boeckxstaens, P., Boeykens, D., Macq, J., & Vandenbroeck, P. (2020). Goal-oriented care: A 

shared language and co-creative practice for health and social care. 

Boeykens, D., Boeckxstaens, P., De Sutter, A., Lahousse, L., Pype, P., De Vriendt, P., & Van 

de Velde, D. (2022). Goal-oriented care for patients with chronic conditions or 

multimorbidity in primary care: A scoping review and concept analysis. PLOS ONE, 

17(2), e0262843–e0262843. https://doi.org/10.1371/journal.pone.0262843 

Brandt, J., Alessi-Severini, S., Singer, A., & Leong, C. (2019). Novel measures of 

benzodiazepine & Z-drug utilisation trends in a Canadian provincial adult 

population (2001-2016 ). Journal of Population Therapeutics and Clinical 

Pharmacology, 26(1), e22–e38. https://doi.org/10.22374/1710-6222.26.1.3 

Brandt, J., Bressi, J., Lê, M.-L., Neal, D., Cadogan, C., Witt-Doerring, J., Witt-Doerring, M., & 

Wright, S. (2024). Prescribing and deprescribing guidance for benzodiazepine and 

benzodiazepine receptor agonist use in adults with depression, anxiety, and 

insomnia: An international scoping review. eClinicalMedicine, 70, 102507. 

https://doi.org/10.1016/j.eclinm.2024.102507 

Brandt, J., Janzen, D., Alessi-Severini, S., Singer, A., Chateau, D., Enns, M., & Leong, C. (2021). 

Risk of long-term benzodiazepine and Z-drug use following the first prescription 

among community-dwelling adults with anxiety/mood and sleep disorders: A 

retrospective cohort study. BMJ Open, 11(11), e046916. 

https://doi.org/10.1136/bmjopen-2020-046916 

Brandt, J., & Leong, C. (2017). Benzodiazepines and Z-Drugs: An Updated Review of Major 

Adverse Outcomes Reported on in Epidemiologic Research. Drugs in R&D, 17(4), 

493–507. https://doi.org/10.1007/s40268-017-0207-7 

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research 

in Psychology, 3(2), 77–101. https://doi.org/10.1191/1478088706qp063oa 

Bryant, L., Coster, G., & McCormick, R. (2010). Community pharmacist perceptions of clinical 

medication reviews. Journal of Primary Health Care, 2(3), 234. 

https://doi.org/10.1071/HC10234 

Carey, T. A., & MacGregor, M. (2019). Understanding why youth in remote Australia use 

alcohol in the ways that they do. Australian Journal of Rural Health, 27(5), 380–385. 

https://doi.org/10.1111/ajr.12523 



   

 

205 

 

Carpenter, J. K., Andrews, L. A., Witcraft, S. M., Powers, M. B., Smits, J. A. J., & Hofmann, S. 

G. (2018). Cognitive behavioral therapy for anxiety and related disorders: A meta‐

analysis of randomized placebo‐controlled trials. Depression and Anxiety, 35(6), 

502–514. https://doi.org/10.1002/da.22728 

Carrie M. Silvernail, & Wright, S. L. (2022). Surviving Benzodiazepines: A Patient’s and 

Clinician’s Perspectives. Advances in Therapy. https://doi.org/10.1007/s12325-022-

02055-y 

Castronovo, V., Galbiati, A., Sforza, M., Poletti, M., Giarolli, L., Kuo, T., Zucconi, M., Manconi, 

M., Hensley, M., Morin, C., & Ferini-Strambi, L. (2018). Long-term clinical effect of 

group cognitive behavioral therapy for insomnia: A case series study. Sleep 

Medicine, 47, 54–59. https://doi.org/10.1016/j.sleep.2018.03.017 

Centre belge d’information pharmacothérapeutique. (n.d.). Hypnotiques, sédatifs, 

anxiolytiques. Retrieved 25 May 2023, from 

https://www.cbip.be/fr/chapters/11?frag=7476 

Centre Belge d’Informations Pharmacothérapeutique. (2023, February 8). Lancement d’un 

programme de sevrage progressif des benzodiazépines et apparentés. 

https://www.cbip.be/fr/lancement-dun-programme-de-sevrage-progressif-des-

benzodiazepines-et-apparentes/ 

Centre Belge d’Informations Pharmacothérapeutique. (2024, February 23). E-Learning 

sevrage benzodiazépines. https://www.cbip.be/fr/nouvel-e-learning-sevrage-des-

benzodiazepines/ 

Centre Belge d’Informations Pharmacothérapeutique, C. (n.d.). Hypnotiques, sédatifs, 

anxiolitiques. https://www.cbip.be/fr/chapters/11?frag=7476 

Ceuterick, M., Christiaens, T., Creupelandt, H., & Bracke, P. (2021a). And they slept happily 

ever after: Online interpretive repertoires on the use of benzodiazepines and z-drugs. 

13634593211060770. https://doi.org/10.1177/13634593211060770 

Ceuterick, M., Christiaens, T., Creupelandt, H., & Bracke, P. (2021b). Perception, habitual use 

and cessation of BENZOdiazepines: A multi-method NETnography (p. 104) [Final 

report]. Belgian Science Policy Office. 

http://www.belspo.be/belspo/drugs/project_docum_nl.stm#DR81 

Ceuterick, M., Van Ngoc, P., Bracke, P., & Scholtes, B. (2023). From prescribing dilemma to 

knowledge in practice: The ontological politics of benzodiazepines and Z-drugs. 



   

 

206 

 

Social Science & Medicine, 339(1982), 116358. 

https://doi.org/10.1016/j.socscimed.2023.116358 

Chahal, K., Glass, M., Falk, J., Singer, A., & Leong, C. (2023). Patient values and preferences 

regarding communicating risk versus benefit of benzodiazepine initiation: A cross‐

sectional survey study. Health Science Reports, 6(12), e1597. 

https://doi.org/10.1002/hsr2.1597 

Chan, B., Isenor, J. E., & Kennie‐Kaulbach, N. (2023). Categorization of deprescribing 

communication tools: A scoping review. Basic & Clinical Pharmacology & 

Toxicology, 133(6), 640–652. https://doi.org/10.1111/bcpt.13886 

Chang, F. (2005). Strategies for Benzodiazepine Withdrawal in Seniors: Weaning Patients 

Off These Medications is a Challenge. Canadian Pharmacists Journal / Revue Des 

Pharmaciens Du Canada, 138(8), 38–40. 

https://doi.org/10.1177/171516350513800804 

Choosing Wisely (Australia). (n.d.). Choosing Wisely (Australia). Retrieved 12 February 2025, 

from https://www.choosingwisely.org.au/recommendations/racgp5 

Choosing Wisely (Canada). (n.d.). Choosing Wisely (Canada). Retrieved 12 February 2025, 

from https://choosingwiselycanada.org/recommendation/geriatrics/ 

Choosing Wisely (Italia). (n.d.). Choosing Wisely (Italia). Retrieved 12 February 2025, from 

https://choosingwiselyitaly.org/en/raccomandazione-prof/dont-use-

benzodiazepines-or-other-sedative-hypnotics-in-older-adults-as-first-choice-for-

insomnia/ 

Chorlton, E., Smith, I., & Jones, S. A. (2015). Understanding how people who use illicit drugs 

and alcohol experience relationships with psychiatric inpatient staff. Social 

Psychiatry and Psychiatric Epidemiology, 50(1), 51–58. 

https://doi.org/10.1007/s00127-014-0920-2 

Chung, K.-F., Lee, C.-T., Yeung, W.-F., Chan, M.-S., Chung, E. W.-Y., & Lin, W.-L. (2018). Sleep 

hygiene education as a treatment of insomnia: A systematic review and meta-

analysis. Family Practice, 35(4), 365–375. https://doi.org/10.1093/fampra/cmx122 

Chyung, S. Y., Kennedy, M., & Campbell, I. (2018). Evidence-based survey design: The use 

of ascending or descending order of likert-type response options. Performance 

Improvement, 57(9). https://doi.org/10.1002/pfi.21800 



   

 

207 

 

Cloetens, H., Declercq, T., Habraken, H., Callens, J., & Van Gastel, A. (2018). First-line 

treatment of sleep  disorders and insomnia in adults. 

https://ebpnet.be/fr/ebsources/250 

Colman, L., Delaruelle, K., & Bracke, P. (2023). The stratified medicalisation of mental health 

symptoms: Educational inequalities in the use of psychotropic medication in 

Belgium. Social Psychiatry and Psychiatric Epidemiology, 58(5), 833–842. 

https://doi.org/10.1007/s00127-022-02283-1 

Conklin, J., Farrell, B., & Suleman, S. (2019). Implementing deprescribing guidelines into 

frontline practice: Barriers and facilitators. Research in Social and Administrative 

Pharmacy, 15(6), 796–800. https://doi.org/10.1016/j.sapharm.2018.08.012 

Conrad, P., & Barker, K. K. (2010). The Social Construction of Illness: Key Insights and Policy 

Implications. Journal of Health and Social Behavior, 51(1_suppl), S67–S79. 

https://doi.org/10.1177/0022146510383495 

Cook, J. M., Biyanova, T., Thompson, R., & Coyne, J. C. (2007). Older primary care patients’ 

willingness to consider discontinuation of chronic benzodiazepines. General 

Hospital Psychiatry, 29(5), 396–401. 

https://doi.org/10.1016/j.genhosppsych.2007.07.001 

Cook, J. M., Marshall, R. D., Masci, C., & Coyne, J. C. (2007). Physicians’ perspectives on 

prescribing benzodiazepines for older adults: A qualitative study. Journal of General 

Internal Medicine, 22(3), 303–307. https://doi.org/10.1007/s11606-006-0021-3 

Coteur, K., Henrard, G., Schoenmakers, B., Laenen, A., Van den Broeck, K., De Sutter, A., 

Anthierens, S., Devroey, D., Kacenelenbogen, N., Offermans, A.-M., & Van Nuland, 

M. (2022). Blended care to discontinue BZRA use in patients with chronic insomnia 

disorder: A pragmatic cluster randomized controlled trial in primary care. Sleep. 

https://doi.org/10.1093/sleep/zsac278 

Coteur, K., Pavlos, M., Bert, V., Van Nuland, M., Matheï, C., & Schoenm, B. (2022). Evolution 

of benzodiazepine receptor agonist prescriptions in general practice: A registry-

based study. Frontiers in Public Health, 10. 

https://doi.org/10.3389/fpubh.2022.1014734 

Davies, J., Rae, T. C., & Montagu, L. (2017). Long-term benzodiazepine and Z-drugs use in 

England: A survey of general practice. British Journal of General Practice, 67(662). 

https://doi.org/10.3399/bjgp17x691865 



   

 

208 

 

Dawood, R., & Done, J. (2021). An interpretative phenomenological analysis of service 

users’ experiences in a psychosocial addictions intervention. Psychology and 

Psychotherapy: Theory, Research and Practice, 94(2), 307–321. 

https://doi.org/10.1111/papt.12296 

de Loë, R. C., Melnychuk, N., Murray, D., & Plummer, R. (2016). Advancing the State of 

Policy Delphi Practice: A Systematic Review Evaluating Methodological Evolution, 

Innovation, and Opportunities. Technological Forecasting and Social Change, 104, 

78–88. https://doi.org/10.1016/j.techfore.2015.12.009 

Dodds, T. J. (2017). Prescribed Benzodiazepines and Suicide Risk: A Review of the Literature. 

The Primary Care Companion For CNS Disorders, 19(2). 

https://doi.org/10.4088/PCC.16r02037 

Dollman, W. B., LeBlanc, V. T., Stevens, L., O’Connor, P. J., Roughead, E. E., & Gilbert, A. L. 

(2005). Achieving a sustained reduction in benzodiazepine use through 

implementation of an area-wide multi-strategic approach. Journal of Clinical 

Pharmacy and Therapeutics, 30(5), 425–432. https://doi.org/10.1111/j.1365-

2710.2005.00674.x 

Donoghue, J., & Lader, M. (2010). Usage of benzodiazepines: A review. International Journal 

of Psychiatry in Clinical Practice, 14(2), 78–87. 

https://doi.org/10.3109/13651500903447810 

Drieskens, S., Duveau, C., Hermans, L., & Nélis, G. (2024). Cohorte Belge Santé et Bien-être 

(BELHEATH) (No. 4; p. 14). 

https://www.sciensano.be/sites/default/files/bulletin_4_belhealth_fr_v3.pdf 

Dusi, D., & Stevens, P. (2022). Thematic analysis: An analytical method in its own right. In 

Qualitative data analysis: Key approaches (pp. 293–316). SAGE. 

Dyas, J., Tilling, M., Middleton, H., & Siriwardena, A. N. (2010). Patientsʼ and cliniciansʼ 

experiences of consultations in primary care for sleep problems and insomnia. The 

British Journal of General Practice. https://doi.org/10.3399/bjgp10x484183 

Eccles, D. W., & Arsal, G. (2017). The think aloud method: What is it and how do I use it? 

Qualitative Research in Sport, Exercise and Health, 9(4), 514–531. 

https://doi.org/10.1080/2159676X.2017.1331501 

Elwyn, G., Durand, M. A., Song, J., Aarts, J., Barr, P. J., Berger, Z., Cochran, N., Frosch, D., 

Galasiński, D., Gulbrandsen, P., Han, P. K. J., Härter, M., Kinnersley, P., Lloyd, A., 



   

 

209 

 

Mishra, M., Perestelo-Perez, L., Scholl, I., Tomori, K., Trevena, L., … Van der Weijden, 

T. (2017). A three-talk model for shared decision making: Multistage consultation 

process. BMJ, j4891. https://doi.org/10.1136/bmj.j4891 

Farr, J. N., Jenkins, J. J., & Paterson, D. G. (1951). Simplification of Flesch Reading Ease 

Formula. Journal of Applied Psychology, 35(5), 333–337. 

https://doi.org/10.1037/h0062427 

Farrell, B., Tsang, C., Raman-Wilms, L., Irving, H., Conklin, J., & Pottie, K. (2015). What Are 

Priorities for Deprescribing for Elderly Patients? Capturing the Voice of 

Practitioners: A Modified Delphi Process. PLOS ONE, 10(4), e0122246. 

https://doi.org/10.1371/journal.pone.0122246 

Federal Public Services. (n.d.). Benzodiazépines et Z-drugs: Chiffres et tendances 2022. 

Retrieved 4 February 2025, from 

https://www.usagepsychotropes.be/benzodiazepines-et-z-drugs-chiffres-et-

tendances-2022 

Ferreira, P., Ferreira, A. R., Barreto, B., & Fernandes, L. (2022). Is there a link between the 

use of benzodiazepines and related drugs and dementia? A systematic review of 

reviews. European Geriatric Medicine, 13(1), 19–32. https://doi.org/10.1007/s41999-

021-00553-w 

Fixsen, A. M. (2016). “I’m Not Waving, I’m Drowning” An Autoethnographical Exploration 

of Biographical Disruption and Reconstruction During Recovery From Prescribed 

Benzodiazepine Use. Qualitative Health Research, 466–481. 

https://doi.org/10.1177/1049732315576496 

Fixsen, A. M., & Ridge, D. (2017, November). Stories of Hell and Healing: Internet Users’ 

Construction of Benzodiazepine Distress and Withdrawal. Qualitative Health 

Research, 2030–2041. 

Franklin, M., Lewis, S., Willis, K., Rogers, A., Venville, A., & Smith, L. (2019). Controlled, 

Constrained, or Flexible? How Self-Management Goals Are Shaped By Patient-

Provider Interactions. Qualitative Health Research, 29(4), 557–567. 

https://doi.org/10.1177/1049732318774324 

Freedman, D., Thornton, A., Camburn, D., Alwin, D., & Yound-DeMarco, L. (1988). The Life 

History Calendar: A Technique for Collecting Retrospective Data. Sociological 

Methodology, 18, 37–68. https://doi.org/10.2307/271044 



   

 

210 

 

Furbish, S. M. L., Kroehl, M. E., Loeb, D. F., Lam, H. M., Lewis, C. L., Nelson, J., Chow, Z., & 

Trinkley, K. E. (2017). A Pharmacist–Physician Collaboration to Optimize 

Benzodiazepine Use for Anxiety and Sleep Symptom Control in Primary Care. 

Journal of Pharmacy Practice, 30(4), 425–433. 

https://doi.org/10.1177/0897190016660435 

Gabe, J., & Lipshitz‐Phillips, S. (1982). Evil necessity? The meaning of benzodiazepine use 

for women patients from one general practice. Sociology of Health & Illness, 4(2), 

201–209. https://doi.org/10.1111/1467-9566.ep11339945 

Gallagher, J. R., Gallagher, J. R., Whitmore, T. D., Horsley, J., Marshall, B., Deranek, M. S., 

Callantine, S., & Miller, J. W. (2019). A perspective from the field: Five interventions 

to combat the opioid epidemic and ending the dichotomy of harm-reduction 

versus abstinence-based programs. Alcoholism Treatment Quarterly, 37(3), 404–

417. https://doi.org/10.1080/07347324.2019.1571877 

Gauthier, I., & Nuss, P. (2015). Anxiety disorders and GABA neurotransmission: A 

disturbance of modulation. Neuropsychiatric Disease and Treatment, 165. 

https://doi.org/10.2147/NDT.S58841 

Gerkens, S., Lefèvre, M., Bouckaert, N., Levy, M., Maertens De Noordhout, C., Obyn, C., 

Devos, C., Scohy, A., Vlayen, A., Yaras, H., Janssens, C., & Meeus, P. (2024). 

Performance of the Belgian Health System: Report 2024 (Health Services Research 

(HSR) No. KCE Report 376C). Belgian Health Care Knowledge Centre (KCE). 

Gerkens, S., & Merkur, S. (2020a). Belgium: Health system review (No. Vol. 22, No.5). 

https://www.healthybelgium.be/en/hit-en 

Gerkens, S., & Merkur, S. (2020b). Belgium: Health System Review (No. Vol. 22 No. 5; Health 

Systems in Transition, pp. i–237). 

Ghahramani, A., De Courten, M., & Prokofieva, M. (2022). “The potential of social media in 

health promotion beyond creating awareness: An integrative review”. BMC Public 

Health, 22(1), 2402. https://doi.org/10.1186/s12889-022-14885-0 

Giordano, T. P., Rodriguez, S., Zhang, H., Kallen, M. A., Jibaja-Weiss, M., Buscher, A. L., Arya, 

M., Suarez-Almazor, M. E., & Ross, M. (2013). Effect of a Clinic-Wide Social 

Marketing Campaign to Improve Adherence to Antiretroviral Therapy for HIV 

Infection. AIDS and Behavior, 17(1), 104–112. https://doi.org/10.1007/s10461-012-

0295-x 



   

 

211 

 

Gottesmann, C. (2002). GABA mechanisms and sleep. Neuroscience, 111(2), 231–239. 

https://doi.org/10.1016/S0306-4522(02)00034-9 

Gould, R. L., Coulson, M., Patel, N., Highton-Williamson, E., & Howard, R. (2014). 

Interventions for reducing benzodiazepine use in older people: Meta-analysis of 

randomised controlled trials. British Journal of Psychiatry, 204(2), 98–107. 

https://doi.org/10.1192/bjp.bp.113.126003 

Gudex, C. (1991). Adverse effects of benzodiazepines. Social Science & Medicine, 33(5), 587–

596. https://doi.org/10.1016/0277-9536(91)90216-y 

Gupta, V., Hincapie, A. L., Frausto, S., & Bhutada, N. S. (2016). Impact of a web-based 

intervention on the awareness of medication adherence. Research in Social and 

Administrative Pharmacy, 12(6), 926–936. 

https://doi.org/10.1016/j.sapharm.2015.11.003 

Guy, A., Brown, M., Lewis, S., & Horowitz, M. (2020). The ‘patient voice’: Patients who 

experience antidepressant withdrawal symptoms are often dismissed, or 

misdiagnosed with relapse, or a new medical condition. Therapeutic Advances in 

Psychopharmacology, 10, 2045125320967183. 

https://doi.org/10.1177/2045125320967183 

Hawkins, E. J., Lott, A., Danner, A. N., Malte, C. A., Hagedorn, H., Berger, D., Donovan, L. M., 

Sayre, G., Mariano, A. J., Andrew J Saxon, Saxon, A. J., & Saxon, A. J. (2021). Primary 

care and mental health prescribers, key clinical leaders, and clinical pharmacist 

specialists’ perspectives on opioids and benzodiazepines. Pain Medicine, 22(7), 

1559–1569. https://doi.org/10.1093/pm/pnaa435 

Heather, N. (2006). Controlled drinking, harm reduction and their roles in the response to 

alcohol-related problems. Addiction Research & Theory, 14(1), 7–18. 

https://doi.org/10.1080/16066350500489170 

Heather, N., Bowie, A., Ashton, H., McAvoy, B., Spencer, I., Brodie, J., & Giddings, D. (2004). 

Randomised controlled trial of two brief interventions against long-term 

benzodiazepine use: Outcome of intervention. Addiction Research & Theory, 12(2), 

141–154. https://doi.org/10.1080/1606635310001634528 

Hernández-Prats, C., López-Pintor, E., & Lumbreras, B. (2022). Pharmacist-led intervention 

on the reduction of inappropriate medication use in patients with heart failure: A 

systematic review of randomized trials and non-randomized intervention studies. 



   

 

212 

 

Research in Social and Administrative Pharmacy, 18(5), 2748–2756. 

https://doi.org/10.1016/j.sapharm.2021.06.023 

Huang, Y.-M., Wang, H.-P., Yang, Y.-H. K., Lin, S.-J., Lin, H.-W., Chen, C.-S., & Wu, F.-L. L. 

(2006). Effects of a National Health Education Program on the Medication 

Knowledge of the Public in Taiwan. Annals of Pharmacotherapy, 40(1), 102–108. 

https://doi.org/10.1345/aph.1G312 

Im, J., Evans, J. M., Grudniewicz, A., Boeckxstaens, P., Upshur, R., & Steele Gray, C. (2023). 

On the same page? A qualitative study of shared mental models in an 

interprofessional, inter-organizational team implementing goal-oriented care. 

Journal of Interprofessional Care, 37(4), 549–557. 

https://doi.org/10.1080/13561820.2022.2113048 

Im, J., Grudniewicz, A., Boeckxstaens, P., Upshur, R., & Steele Gray, C. (2019). Provider values 

in the adoption of goal-oriented care: An international comparative case study. 

International Journal of Integrated Care, 19(4), 555. 

https://doi.org/10.5334/ijic.s3555 

Institut national d’assurance maladie-invalidité. (n.d.-a). Honoraires, prix et 

remboursements—Programme de sevrage aux benzodiazépines et produits 

apparentés (Z-drug). https://www.inami.fgov.be/fr/theme/honoraires-prix-et-

remboursements-programme-de-sevrage-aux-benzodiazepines-et-produits-

apparentes-z-drug 

Institut national d’assurance maladie-invalidité. (n.d.-b). Programme de sevrage aux 

benzodiazépines et produits apparentés. Institut national d’assurance maladie-

invalidité. Retrieved 11 July 2024, from https://www.inami.fgov.be/fr/themes/soins-

de-sante-cout-et-remboursement/les-prestations-de-sante-que-vous-

rembourse-votre-mutualite/prestations-de-soins-individuelles/honoraires-prix-et-

remboursements/honoraires-prix-et-remboursements-programme-de-sevrage-

aux-benzodiazepines-et-produits-apparentes-z-drug 

Jamart, H., Kringos, D., Tare, D., Chokshi, A., Tans, A., Heymans, I., Van Den Bruel, A., & 

Belche, J.-L. (2025). General practitioners’ perceptions of interprofessional 

collaboration in Belgium: A qualitative study. BMC Primary Care, 26(1), 84. 

https://doi.org/10.1186/s12875-025-02783-4 



   

 

213 

 

Jernelöv, S., Blom, K., Hentati Isacsson, N., Bjurner, P., Rosén, A., Kraepelien, M., Forsell, E., 

& Kaldo, V. (2022). Very long-term outcome of cognitive behavioral therapy for 

insomnia: One- and ten-year follow-up of a randomized controlled trial. Cognitive 

Behaviour Therapy, 51(1), 72–88. https://doi.org/10.1080/16506073.2021.2009019 

Kang, D. Y., Park, S.-Y., Soyoung Park, Park, S., Park, S., Rhee, C. W., Kim, Y.-J., Kim, Y. J., Choi, 

N. K., Lee, J., & Park, B. J. (2012). Zolpidem Use and Risk of Fracture in Elderly 

Insomnia Patients. Journal of Preventive Medicine and Public Health, 45(4), 219–226. 

https://doi.org/10.3961/jpmph.2012.45.4.219 

Kapadia, N., Fox, D., Rowlands, G., & Ashworth, M. (2007). Developing primary care services 

for high-dose benzodiazepine-dependent patients: A consultation survey. Drugs-

Education Prevention and Policy, 14(5), 429–442. 

https://doi.org/10.1080/09687630601108256 

Kassai, S., Pintér, J. N., Rácz, J., Böröndi, B., Tóth-Karikó, T., Kerekes, K., & Gyarmathy, V. A. 

(2017). Assessing the experience of using synthetic cannabinoids by means of 

interpretative phenomenological analysis. Harm Reduction Journal, 14(1), 9. 

https://doi.org/10.1186/s12954-017-0138-1 

Katon, W. J., Lin, E. H. B., Von Korff, M., Ciechanowski, P., Ludman, E. J., Young, B., Peterson, 

D., Rutter, C. M., McGregor, M., & McCulloch, D. (2010). Collaborative Care for 

Patients with Depression and Chronic Illnesses. New England Journal of Medicine, 

363(27), 2611–2620. https://doi.org/10.1056/NEJMoa1003955 

Kiridis, S., Sawchik, J., Maenhaut, N., Sabbe, M., Wuillaume, F., & Hamdani, J. (2022). Survey 

on the use of benzodiazepines and Z-drugs to treat insomnia in Belgium. Federal 

Agency for Medicines and Health Products. 

https://www.fagg.be/sites/default/files/BZRA_study_report_2020_DEF_21.06.2022_

0.pdf 

Komagamine, J., Sugawara, K., & Hagane, K. (2018). Characteristics of elderly patients with 

polypharmacy who refuse to participate in an in-hospital deprescribing 

intervention: A retrospective cross-sectional study. BMC Geriatrics, 18(1), 96. 

https://doi.org/10.1186/s12877-018-0788-1 

Kroenke, K., Spitzer, R. L., Williams, J. B. W., Monahan, P. O., & Löwe, B. (2007). Anxiety 

Disorders in Primary Care: Prevalence, Impairment, Comorbidity, and Detection. 



   

 

214 

 

Annals of Internal Medicine, 146(5), 317. https://doi.org/10.7326/0003-4819-146-5-

200703060-00004 

Kua, C.-H., Yeo, C. Y. Y., Tan, P. C., Char, C. W. T., Tan, C. W. Y., Mak, V., Leong, I. Y.-O., & 

Lee, S. W. H. (2021). Association of Deprescribing With Reduction in Mortality and 

Hospitalization: A Pragmatic Stepped-Wedge Cluster-Randomized Controlled Trial. 

Journal of the American Medical Directors Association, 22(1), 82-89.e3. 

https://doi.org/10.1016/j.jamda.2020.03.012 

Kuntz, J. L., Kouch, L., Christian, D., Hu, W., & Peterson, P. L. (2019). Patient Education and 

Pharmacist Consultation Influence on Nonbenzodiazepine Sedative Medication 

Deprescribing Success for Older Adults. The Permanente Journal, 23(1), 18–161. 

https://doi.org/10.7812/TPP/18-161 

Kurko, T., Saastamoinen, L. K., Tähkäpää, S., Tuulio-Henriksson, A., Taiminen, T., Tiihonen, 

J., Airaksinen, M., & Hietala, J. (2015). Long-term use of benzodiazepines: 

Definitions, prevalence and usage patterns – a systematic review of register-based 

studies. European Psychiatry, 30(8), 1037–1047. 

https://doi.org/10.1016/j.eurpsy.2015.09.003 

Lader, M. (1999). Limitations on the use of benzodiazepines in anxiety and insomnia: Are 

they justified? European Neuropsychopharmacology, 9. 

https://doi.org/10.1016/s0924-977x(99)00051-6 

Lader, M. (2011). Benzodiazepines revisited-will we ever learn? Addiction, 106(12), 2086–

2109. https://doi.org/10.1111/j.1360-0443.2011.03563.x 

Lader, M. (2014). Benzodiazepine harm: How can it be reduced? British Journal of Clinical 

Pharmacology, 77(2), 295–301. https://doi.org/10.1111/j.1365-2125.2012.04418.x 

Lader, M., Tylee, A., & Donoghue, J. (2009). Withdrawing Benzodiazepines in Primary Care: 

CNS Drugs, 23(1), 19–34. https://doi.org/10.2165/0023210-200923010-00002 

Lai, M. M., Lin, C.-L., Lin, C.-C., Lin, C.-C., Liu, C.-S., Li, T.-C., & Kao, C.-H. (2014). Long-term 

use of zolpidem increases the risk of major injury: A population-based cohort study. 

Mayo Clinic Proceedings, 89(5), 589–594. 

https://doi.org/10.1016/j.mayocp.2014.01.021 

Landolt, S., Rosemann, T., Blozik, E., Brüngger, B., & Huber, C. A. (2021). Benzodiazepine 

and Z-Drug Use in Switzerland: Prevalence, Prescription Patterns and Association 



   

 

215 

 

with Adverse Healthcare Outcomes. Neuropsychiatric Disease and Treatment, 

Volume 17, 1021–1034. https://doi.org/10.2147/NDT.S290104 

Leavell, H. R., & Clark, E. G. (1953). Preventive Medicine for the Doctor in His Community: An 

Epidemiologic Approach (McGraw-Hill). 

Légaré, F., & Witteman, H. O. (2013). Shared Decision Making: Examining Key Elements And 

Barriers To Adoption Into Routine Clinical Practice. Health Affairs, 32(2), 276–284. 

https://doi.org/10.1377/hlthaff.2012.1078 

Levinson, W., Kallewaard, M., Bhatia, R. S., Wolfson, D., Shortt, S., & Kerr, E. A. (2015). 

‘Choosing Wisely’: A growing international campaign. BMJ Quality & Safety, 24(2), 

167–174. https://doi.org/10.1136/bmjqs-2014-003821 

Liebrenz, M., Schneider, M., Buadze, A., Gehring, M.-T., Dube, A., & Caflisch, C. (2015). High-

Dose Benzodiazepine Dependence: A Qualitative Study of Patients’ Perceptions on 

Initiation, Reasons for Use, and Obtainment. PLOS ONE, 10(11), e0142057. 

https://doi.org/10.1371/journal.pone.0142057 

Linsky, A., & Zimmerman, K. M. (2018). Provider and System-Level Barriers to 

Deprescribing: Interconnected Problems and Solutions. Public Policy & Aging 

Report, 28(4), 129–133. https://doi.org/10.1093/ppar/pry030 

López-Muñoz, F., Álamo, C., & García-García, P. (2011). The discovery of chlordiazepoxide 

and the clinical introduction of benzodiazepines: Half a century of anxiolytic drugs. 

Journal of Anxiety Disorders, 25(4), 554–562. 

https://doi.org/10.1016/j.janxdis.2011.01.002 

Lutaud, R., Cortaredona, S., Delorme, L., Peretti-watel, P., Mirouse, J., Borg, M., Cattaneo, L., 

Thery, D., Gentile, G., Pradier, C., Irit, T., Brouqui, P., Tardieu, S., Carles, M., & Gentile, 

S. (2024). COVID-19 patient experiences in prehospital pathways: A processual 

approach using life-events calendar method and state sequence analysis shows 

detrimental delays. Family Medicine and Community Health, 12(1), e002447. 

https://doi.org/10.1136/fmch-2023-002447 

Lynch, T., Ryan, C., & Cadogan, C. A. (2021). ‘I just thought that it was such an impossible 

thing’: A qualitative study of barriers and facilitators to discontinuing long-term use 

of benzodiazepine receptor agonists using the Theoretical Domains Framework. 

Health Expectations. https://doi.org/10.1111/hex.13392 



   

 

216 

 

Lynch, T., Ryan, C., Huff, C., Foster, D. E., & Cadogan, C. (2024). ‘We need more support and 

doctors that understand the process of tapering …’: A content analysis of free‐text 

responses to a questionnaire on discontinuing long‐term benzodiazepine receptor 

agonist use. Health Expectations, 27(1), e13962. https://doi.org/10.1111/hex.13962 

Ma, T.-T., Wang, Z., Qin, X., Ju, C., Lau, W. C. Y., Man, K. K. C., Castle, D., Chung Chang, W., 

Chan, A. Y. L., Cheung, E. C. L., Chui, C. S. L., & Wong, I. C. K. (2023). Global trends 

in the consumption of benzodiazepines and Z-drugs in 67 countries and regions 

from 2008 to 2018: A sales data analysis. SLEEP, 46(10), zsad124. 

https://doi.org/10.1093/sleep/zsad124 

Manyara, A. M., Purvis, A., Ciani, O., Collins, G. S., & Taylor, R. S. (2024). Sample size in 

multistakeholder Delphi surveys: At what minimum sample size do replicability of 

results stabilize? Journal of Clinical Epidemiology, 174, 111485. 

https://doi.org/10.1016/j.jclinepi.2024.111485 

McCarthy, M., Mak, S., Kaufmann, C. N., Lum, H. D., & Fung, C. H. (2022a). Care coordination 

needs for deprescribing benzodiazepines and benzodiazepine receptor agonists. 

Research in Social and Administrative Pharmacy, 18(4), 2691–2694. 

https://doi.org/10.1016/j.sapharm.2021.06.025 

McCarthy, M., Mak, S., Kaufmann, C. N., Lum, H. D., & Fung, C. H. (2022b). Care coordination 

needs for deprescribing benzodiazepines and benzodiazepine receptor agonists. 

Research in Social and Administrative Pharmacy, 18(4), 2691–2694. 

https://doi.org/10.1016/j.sapharm.2021.06.025 

McNulty, C. A. M., Nichols, T., Boyle, P. J., Woodhead, M., & Davey, P. (2010). The English 

antibiotic awareness campaigns: Did they change the public’s knowledge of and 

attitudes to antibiotic use? Journal of Antimicrobial Chemotherapy, 65(7), 1526–

1533. https://doi.org/10.1093/jac/dkq126 

Mendlowicz, M. V., & Stein, M. B. (2000). Quality of Life in Individuals With Anxiety 

Disorders. American Journal of Psychiatry, 157(5), 669–682. 

https://doi.org/10.1176/appi.ajp.157.5.669 

Meskell, P., Murphy, K., Shaw, D., & Casey, D. (2014). Insights into the use and complexities 

of the Policy Delphi technique. Nurse Researcher, 21(3), 32–39. 

https://doi.org/10.7748/nr2014.01.21.3.32.e342 



   

 

217 

 

Michie, S., Johnston, M., Abraham, C., Lawton, R., Parker, D., & Walker, A. (2005). Making 

psychological theory useful for implementing evidence based practice: A consensus 

approach. Quality and Safety in Health Care, 14(1), 26–33. 

https://doi.org/10.1136/qshc.2004.011155 

ML MUTPLUS. (n.d.). Une bonne nuit de sommeil. Retrieved 16 February 2025, from 

https://www.lm-ml.be/fr/brochures/une-bonne-nuit-de-sommeil 

Mokhar, A., Kuhn, S., Topp, J., Dirmaier, J., Härter, M., & Verthein, U. (2019). Long-term use 

of benzodiazepines and Z drugs: A qualitative study of patients’ and healthcare 

professionals’ perceptions and possible levers for change. BJGP Open, 3(1). 

https://doi.org/10.3399/bjgpopen18X101626 

Mokhar, A., Topp, J., Härter, M., Schulz, H., Kuhn, S., Verthein, U., & Dirmaier, J. (2018). 

Patient-centered care interventions to reduce the inappropriate prescription and 

use of benzodiazepines and z-drugs: A systematic review. PeerJ, 6. 

https://doi.org/10.7717/peerj.5535 

Mold, J. (2017). Goal-Directed Health Care: Redefining Health and Health Care in the Era 

of Value-Based Care. Cureus. https://doi.org/10.7759/cureus.1043 

Mossialos, E., Courtin, E., Naci, H., Benrimoj, S., Bouvy, M., Farris, K., Noyce, P., & Sketris, I. 

(2015). From “retailers” to health care providers: Transforming the role of 

community pharmacists in chronic disease management. Health Policy, 119(5), 

628–639. https://doi.org/10.1016/j.healthpol.2015.02.007 

Mugunthan, K., McGuire, T., & Glasziou, P. (2011). Minimal interventions to decrease long-

term use of benzodiazepines in primary care: A systematic review and meta-

analysis. British Journal of General Practice, 61(590), 573–578. 

https://doi.org/10.3399/bjgp11x593857 

Naylor, M. D., Aiken, L. H., Kurtzman, E. T., Olds, D. M., & Hirschman, K. B. (2011). The 

Importance Of Transitional Care In Achieving Health Reform. Health Affairs, 30(4), 

746–754. https://doi.org/10.1377/hlthaff.2011.0041 

Nelson, I. A. (2010). From Quantitative to Qualitative: Adapting the Life History Calendar 

Method. Field Methods, 22(4), 413–428. 

https://doi.org/10.1177/1525822X10379793 



   

 

218 

 

NHS England. (n.d.-a). Comprehensive model of personalised care. Retrieved 27 January 

2025, from https://www.england.nhs.uk/personalisedcare/comprehensive-model-

of-personalised-care/ 

NHS England. (n.d.-b). What is personalised care? Retrieved 27 January 2025, from 

https://www.england.nhs.uk/personalisedcare/what-is-personalised-care/ 

Oldenhof, E., Anderson-Wurf, J., Hall, K., & Staiger, P. K. (2019). Beyond Prescriptions 

Monitoring Programs: The Importance of Having the Conversation about 

Benzodiazepine Use. Journal of Clinical Medicine, 8(12), 2143. 

https://doi.org/10.3390/jcm8122143 

Oldenhof, E., Mason, T., Anderson-Wurf, J., & Staiger, P. K. (2021). Role of the prescriber in 

supporting patients to discontinue benzodiazepines: A qualitative study. British 

Journal of General Practice, 71(708). https://doi.org/10.3399/bjgp.2020.1062 

Olfson, M. (2000). Prevalence of Anxiety, Depression, and Substance Use Disorders in an 

Urban General Medicine Practice. Archives of Family Medicine, 9(9), 876–883. 

https://doi.org/10.1001/archfami.9.9.876 

Ong, M.-S., Olson, K. L., Cami, A., Liu, C., Tian, F., Selvam, N., & Mandl, K. D. (2016). Provider 

Patient-Sharing Networks and Multiple-Provider Prescribing of Benzodiazepines. 

Journal of General Internal Medicine, 31(2), 164–171. 

https://doi.org/10.1007/s11606-015-3470-8 

Opondo, D., Eslami, S., Visscher, S., De Rooij, S. E., Verheij, R., Korevaar, J. C., & Abu-Hanna, 

A. (2012). Inappropriateness of Medication Prescriptions to Elderly Patients in the 

Primary Care Setting: A Systematic Review. PLoS ONE, 7(8), e43617. 

https://doi.org/10.1371/journal.pone.0043617 

Park, M., Fudjack, S., Soucie, K., & LaBelle, O. (2023). Participant Experiences in Student 

Recovery Programs in Canada: An Interpretative Phenomenological Analysis. 

Alcoholism Treatment Quarterly, 41(3), 338–361. 

https://doi.org/10.1080/07347324.2023.2204819 

Parr, J. M., Kavanagh, D. J., Cahill, L., Mitchell, G., & Young, R. McD. (2009). Effectiveness of 

current treatment approaches for benzodiazepine discontinuation: A meta‐

analysis. Addiction, 104(1), 13–24. https://doi.org/10.1111/j.1360-

0443.2008.02364.x 



   

 

219 

 

Peng, L., Meeks, T. W., & Blazes, C. K. (2022). Complex Persistent Benzodiazepine 

Dependence—When Benzodiazepine Deprescribing Goes Awry. JAMA Psychiatry, 

79(7), 639. https://doi.org/10.1001/jamapsychiatry.2022.1150 

Perlis, M. L., Posner, D., Riemann, D., Bastien, C. H., Teel, J., & Thase, M. (2022). Insomnia. 

The Lancet, 400(10357), 1047–1060. https://doi.org/10.1016/S0140-

6736(22)00879-0 

Pérodeau, G., Grenon, É., Grenier, S., & O’Connor, K. (2016). Systemic model of chronic 

benzodiazepine use among mature adults. Aging & Mental Health, 20(4), 380–390. 

https://doi.org/10.1080/13607863.2015.1015961 

Pétein, C., Spinewine, A., & Henrard, S. (2021). Trends in benzodiazepine receptor agonists 

use and associated factors in the Belgian general older population: Analysis of the 

Belgian health interview survey data. Therapeutic Advances in Psychopharmacology, 

11, 20451253211011874. https://doi.org/10.1177/20451253211011874 

Pétursson, H. (1994). The benzodiazepine withdrawal syndrome. Addiction, 89(11), 1455–

1459. https://doi.org/10.1111/j.1360-0443.1994.tb03743.x 

Pin-Liang Chen, Chen, P.-L., Wei-Ju Lee, Lee, W.-J., Sun, W.-Z., Oyang, Y.-J., & Fuh, J.-L. 

(2012). Risk of Dementia in Patients with Insomnia and Long-term Use of Hypnotics: 

A Population-based Retrospective Cohort Study. PLOS ONE, 7(11). 

https://doi.org/10.1371/journal.pone.0049113 

Pottie, K., Thompson, W., Davies, S., Grenier, J., Sadowski, C., Welch, V., Holbrook, A., Boyd, 

C., Swenson, R., Ma, A., & Farrell, B. (2018). Deprescribing benzodiazepine receptor 

agonists. Can Fam Physician, 64(5), 339–351. 

Prior, A., Vestergaard, C. H., Vedsted, P., Smith, S. M., Virgilsen, L. F., Rasmussen, L. A., & 

Fenger-Grøn, M. (2023). Healthcare fragmentation, multimorbidity, potentially 

inappropriate medication, and mortality: A Danish nationwide cohort study. BMC 

Medicine, 21(1), 305. https://doi.org/10.1186/s12916-023-03021-3 

Ranjbar, M., Aslanpour, Z., Kostrzewski, A., & Cooke, A. D. (2017). Public Health Campaigns 

and Medicine Use Awareness: A Systematic Literature Review. Health, 09(12), 1689–

1710. https://doi.org/10.4236/health.2017.912124 

Reeve, E. (2020). Deprescribing tools: A review of the types of tools available to aid 

deprescribing in clinical practice. Journal of Pharmacy Practice and Research, 50(1), 

98–107. https://doi.org/10.1002/jppr.1626 



   

 

220 

 

Reid Finlayson, A. J., Macoubrie, J., Huff, C., Foster, D. E., & Martin, P. R. (2022). Experiences 

with benzodiazepine use, tapering, and discontinuation: An Internet survey. 

Therapeutic Advances in Psychopharmacology, 12, 204512532210823. 

https://doi.org/10.1177/20451253221082386 

Reuben, D. B., & Tinetti, M. E. (2012). Goal-Oriented Patient Care—An Alternative Health 

Outcomes Paradigm. The New England Journal of Medicine, 366(9), 777–779. 

https://doi.org/10.1056/nejmp1113631 

Ribeiro, P. R. D. S., & Schlindwein, A. D. (2021). Benzodiazepine deprescription strategies 

in chronic users: A systematic review. Family Practice, 38(5), 684–693. 

https://doi.org/10.1093/fampra/cmab017 

Rijksen, D. O. C., Zuidema, S. U., & De Haas, E. C. (2021). Use of Benzodiazepines and Z-

Drugs in Nursing Home Residents with Dementia: Prevalence and Appropriateness. 

Journal of Alzheimer’s Disease Reports, 5(1), 871–879. https://doi.org/10.3233/ADR-

210041 

Rinaldi, A., Bullo, A., & Schulz, P. J. (2025). Patients’ requests and physicians’ prescribing 

behavior. A systematic review. Patient Education and Counseling, 136, 108747. 

https://doi.org/10.1016/j.pec.2025.108747 

Robinson, J. H., Callister, L. C., Berry, J. A., & Dearing, K. A. (2008). Patient‐centered care and 

adherence: Definitions and applications to improve outcomes. Journal of the 

American Academy of Nurse Practitioners, 20(12), 600–607. 

https://doi.org/10.1111/j.1745-7599.2008.00360.x 

Sake, F.-T.-N., Wong, K., Bartlett, D. J., & Saini, B. (2019). Benzodiazepine use risk: 

Understanding patient specific risk perceptions and medication beliefs. Research in 

Social and Administrative Pharmacy, 15(11), 1317–1325. 

https://doi.org/10.1016/j.sapharm.2018.12.007 

Salter, C., Shiner, A., Lenaghan, E., Murdoch, J., Ford, J. A., Winterburn, S., & Steel, N. (2019). 

Setting goals with patients living with multimorbidity: Qualitative analysis of 

general practice consultations. British Journal of General Practice, 69(684), e479–

e488. https://doi.org/10.3399/bjgp19X704129 

Schlosser, A. V., & Hoffer, L. (2012). The psychotropic self/imaginary: Subjectivity and 

psychopharmaceutical use among heroin users with co-occurring mental illness. 



   

 

221 

 

Culture, Medicine and Psychiatry, 36(1), 26–50. https://doi.org/10.1007/s11013-

011-9244-9 

Seddon, J., Friedrich, C., Wadd, S., Dicks, D., Scott, S., Robinson, A., & Walker, C. (2024). 

Improving patient experience for people prescribed medicines with a risk of 

dependence or withdrawal: Co-designed solutions using experience based co-

design. BMC Primary Care, 25(1), 17. https://doi.org/10.1186/s12875-023-02253-9 

Sekhon, M., Cartwright, M., & Francis, J. J. (2017). Acceptability of healthcare interventions: 

An overview of reviews and development of a theoretical framework. BMC Health 

Services Research, 17(1), 88. https://doi.org/10.1186/s12913-017-2031-8 

Service Public Fédéral. (n.d.). e-learning: Benzolessconsult partie 1 & 2. 

https://www.health.belgium.be/fr/e-services/e-learning 

Service Public Fédéral. (2018, February 1). « Somnifères et calmants, pensez d’abord aux 

autres solutions ». https://www.health.belgium.be/fr/sante/prenez-soin-de-

vous/medication/somniferes-et-calmants 

Shen, Q., Karr, M., Ko, A., Chan, D. K. Y., Khan, R., & Duvall, D. (2006). Evaluation of a 

Medication Education Program for Elderly Hospital In-Patients. Geriatric Nursing, 

27(3), 184–192. https://doi.org/10.1016/j.gerinurse.2006.03.015 

Sirdifield, C., Anthierens, S., Creupelandt, H., Chipchase, S., Thierry Christiaens, Christiaens, 

T., & Siriwardena, A. N. (2013). General practitioners’ experiences and perceptions 

of benzodiazepine prescribing: Systematic review and meta-synthesis. BMC Family 

Practice, 14(1), 191–191. https://doi.org/10.1186/1471-2296-14-191 

Sirdifield, C., Chipchase, S., Owen, S., & Siriwardena, A. N. (2017). A Systematic Review and 

Meta-Synthesis of Patients’ Experiences and Perceptions of Seeking and Using 

Benzodiazepines and Z-Drugs: Towards Safer Prescribing. The Patient: Patient-

Centered Outcomes Research, 10(1), 1–15. https://doi.org/10.1007/s40271-016-

0182-z 

Siriwardena, A. N., Qureshi, Z., Gibson, S., Collier, S., & Latham, M. (2006). GPs’ attitudes to 

benzodiazepine and ‘Z-drug’ prescribing: A barrier to implementation of evidence 

and guidance on hypnotics. British Journal of General Practice, 56(533), 964–967. 

Smith, A. K. J. (2025). The sociology of prescribing: A narrative review and agenda. Social 

Science & Medicine, 368, 117830. https://doi.org/10.1016/j.socscimed.2025.117830 



   

 

222 

 

Smith, J. A., & Nizza, I. E. (2021). Essentials of Interpretative Phenomenological Analysis 

(American Psychological Association). 

Socias, I., Leiva, A., Pombo-Ramos, H., Bejarano, F., Sempere-Verdú, E., Rodríguez-Rincón, 

R. M., Fiol, F., Mengual, M., Ajenjo-Navarro, A., Do Pazo, F., Mateu, C., Folch, S., 

Alegret, S., Coll, J. M., Martín-Rabadán, M., & Vicens, C. (2021). Evaluating the 

Implementation of a Multicomponent Intervention Consisting of Education and 

Feedback on Reducing Benzodiazepine Prescriptions by General Practitioners: 

BENZORED Hybrid Type I Cluster Randomized Controlled Trial. International 

Journal of Environmental Research and Public Health, 18(15), 7964. 

https://doi.org/10.3390/ijerph18157964 

Stewart, M., Brown, J., Donner, A., McWhinney, Oates, J., Weston, W., & Jordan. (2000). The 

impact of patient-centered care on outcomes. Journal of Family Medicine, 796–804. 

Sun, G., Zhang, L., Zhang, L., Wu, Z., & Hu, D. (2019). Benzodiazepines or related drugs and 

risk of pneumonia: A systematic review and meta‐analysis. International Journal of 

Geriatric Psychiatry, 34(4), 513–521. https://doi.org/10.1002/gps.5048 

Tannenbaum, C., Martin, P., Tamblyn, R., Benedetti, A., & Ahmed, S. (2014). Reduction of 

Inappropriate Benzodiazepine Prescriptions Among Older Adults Through Direct 

Patient Education: The EMPOWER Cluster Randomized Trial. JAMA Internal 

Medicine, 174(6), 890–898. https://doi.org/10.1001/jamainternmed.2014.949 

Thompson, W., & Reeve, E. (2022). Deprescribing: Moving beyond barriers and facilitators. 

Research in Social and Administrative Pharmacy, 18(3), 2547–2549. 

https://doi.org/10.1016/j.sapharm.2021.04.004 

Turoff, M. (1970). The design of a policy Delphi. Technological Forecasting and Social 

Change, 2(2), 149–171. https://doi.org/10.1016/0040-1625(70)90161-7 

Van Beusekom, M. M., Grootens-Wiegers, P., Bos, M. J. W., Guchelaar, H.-J., & Van Den 

Broek, J. M. (2016). Low literacy and written drug information: Information-seeking, 

leaflet evaluation and preferences, and roles for images. International Journal of 

Clinical Pharmacy, 38(6), 1372–1379. https://doi.org/10.1007/s11096-016-0376-4 

van der Geest, S., Whyte, S. R., & Hardon, A. (1996). The anthropology of pharmaceuticals: 

A Biographical Approach. Annual Review of Anthropology, 25(1), 153–178. 

https://doi.org/10.1146/annurev.anthro.25.1.153 



   

 

223 

 

Van Der Heyden, J., Berete, F., & Drieskens, S. (2020). Consommation de médicaments: 

Enquête de santé 2018. Sciensano. 

Van Hulten, R., Bakker, A. B., Lodder, A. C., Teeuw, K. B., Bakker, A., & Leufkens, H. G. (2003). 

The impact of attitudes and beliefs on length of benzodiazepine use: A study 

among inexperienced and experienced benzodiazepine users. Social Science & 

Medicine, 56(6), 1345–1354. https://doi.org/10.1016/S0277-9536(02)00133-8 

Van Ngoc, P., Ceuterick, M., Belche, J. L., & Scholtes, B. (2023). Professionals’ treatment 

goals for long-term benzodiazepine and Z-drugs management: A qualitative study. 

BJGP Open, BJGPO.2023.0034. https://doi.org/10.3399/BJGPO.2023.0034 

Van Ngoc, P., Ceuterick, M., Belche, J.-L., & Scholtes, B. (2024). Professionals’ treatment 

goals for long-term benzodiazepine and Z-drugs management: A qualitative study. 

BJGP Open. https://doi.org/10.3399/BJGPO.2023.0034 

Van Ngoc, P., Scholtes, B., Anciaux, M., Desmecht, L., Pais, D., Bracke, P., Belche, J.-L., & 

Ceuterick, M. (n.d.). (The BENZOCARE Study Policy Delphi Report). Belgian Science 

Policy Office. 

Vermeer, W. M., Bakker, R. M., Kenter, G. G., Stiggelbout, A. M., & Ter Kuile, M. M. (2016). 

Cervical cancer survivors’ and partners’ experiences with sexual dysfunction and 

psychosexual support. Supportive Care in Cancer, 24(4), 1679–1687. 

https://doi.org/10.1007/s00520-015-2925-0 

Vicens, C., Fiol, F., Llobera, J., Campoamor, F., Mateu, C., Alegret, S., & Socias, I. (2006). 

Withdrawal from long-term benzodiazepine use: Randomised trial in family 

practice. British Journal of General Practice. 

Vidonscky Lüthold, R., Jungo, K. T., Weir, K. R., Adler, L., Asenova, R., Ares-Blanco, S., 

Bleckwenn, M., Frese, T., Henrard, G., Jennings, A. A., Kurpas, D., Lazic, V., Lingner, 

H., Mannheimer, S., Pereira, A., Petrazzuoli, F., Poortvliet, R. K. E., Szélvári, Á., Wild, 

D., … Streit, S. (2025). Older Adults’ Attitudes Toward Deprescribing in 14 Countries. 

JAMA Network Open, 8(2), e2457498. 

https://doi.org/10.1001/jamanetworkopen.2024.57498 

Vlaams expertisecentrum alcohol en andere drugs. (n.d.). Richtlijnen bij het voorschrijven 

van benzodiazepines aan illegaledruggebruikers. Retrieved 25 May 2023, from 

https://www.vad.be/assets/benzos_inhoudprefin 



   

 

224 

 

Voshaar, R. C. O., Couvée, J. E., Van Balkom, A. J. L. M., Mulder, P. G. H., & Zitman, F. G. 

(2006). Strategies for discontinuing long-term benzodiazepine use: Meta-analysis. 

British Journal of Psychiatry, 189(3), 213–220. https://doi.org/10.1192/bjp.189.3.213 

Votaw, V. R., Geyer, R., Rieselbach, M. M., & McHugh, R. K. (2019). The epidemiology of 

benzodiazepine misuse: A systematic review. Drug and Alcohol Dependence, 200, 

95–114. https://doi.org/10.1016/j.drugalcdep.2019.02.033 

Wagstaff, C., Davis, A., Jackson McConnel, E., MacDonald, M., Medlyn, A., & Pillon, S. (2023). 

Experiences of homeless people who use psychoactive substances: An 

interpretative phenomenological study. Drugs, Habits and Social Policy, 24(3). 

https://doi.org/10.1108/DHS-04-2023-0012 

Wakefield, M. A., Loken, B., & Hornik, R. C. (2010). Use of mass media campaigns to change 

health behaviour. The Lancet, 376(9748), 1261–1271. 

https://doi.org/10.1016/S0140-6736(10)60809-4 

Wangensteen, T., & Hystad, J. (2022). Trust and collaboration between patients and staff in 

SUD treatment: A qualitative study of patients’ reflections on inpatient SUD 

treatment four years after discharge. Nordic Studies on Alcohol and Drugs, 39(4), 

418–436. https://doi.org/10.1177/14550725221082366 

Weiner, S. J., Schwartz, A., Sharma, G., Binns-Calvey, A., Ashley, N., Kelly, B., Dayal, A., Patel, 

S., Weaver, F. M., & Harris, I. (2013). Patient-Centered Decision Making and Health 

Care Outcomes: An Observational Study. Annals of Internal Medicine, 158(8), 573–

579. https://doi.org/10.7326/0003-4819-158-8-201304160-00001 

Wen, M. F., Lin, S.-J., Yang, Y.-H. K., Huang, Y.-M., Wang, H.-P., Chen, C.-S., & Wu, F.-L. L. 

(2007). Effects of a national medication education program in Taiwan to change the 

public’s perceptions of the roles and functions of pharmacists. Patient Education 

and Counseling, 65(3), 303–310. https://doi.org/10.1016/j.pec.2006.08.011 

Wick, J. Y. (2013). The History of Benzodiazepines. The Consultant Pharmacist, 28(9), 538–

548. https://doi.org/10.4140/TCP.n.2013.538 

Witteman, H. O., Vaisson, G., Provencher, T., Chipenda Dansokho, S., Colquhoun, H., Dugas, 

M., Fagerlin, A., Giguere, A. M., Haslett, L., Hoffman, A., Ivers, N. M., Légaré, F., 

Trottier, M.-E., Stacey, D., Volk, R. J., & Renaud, J.-S. (2021). An 11-Item Measure of 

User- and Human-Centered Design for Personal Health Tools (UCD-11): 



   

 

225 

 

Development and Validation. Journal of Medical Internet Research, 23(3), e15032. 

https://doi.org/10.2196/15032 

World Health Organization. (2025). Defined Daily Dose (DDD). 

https://www.who.int/tools/atc-ddd-toolkit/about-ddd 

Yarnall, K. S. H., Pollak, K. I., Østbye, T., Krause, K. M., & Michener, J. L. (2003). Primary Care: 

Is There Enough Time for Prevention? American Journal of Public Health, 93(4), 635–

641. https://doi.org/10.2105/AJPH.93.4.635 

Yu, N.-W., Chen, P.-J., Tsai, H.-J., Huang, C.-W., Chiu, Y.-W., Tsay, W.-I., Hsu, J., & Chang, C.-

M. (2017). Association of benzodiazepine and Z-drug use with the risk of 

hospitalisation for fall-related injuries among older people: A nationwide nested 

case–control study in Taiwan. BMC Geriatrics, 17(1), 140. 

https://doi.org/10.1186/s12877-017-0530-4 

Zandstra, S. (2004). Long-term benzodiazepine users in family practice: Differences from 

short-term users in mental health, coping behaviour and psychological 

characteristics. Family Practice, 21(3), 266–269. 

https://doi.org/10.1093/fampra/cmh309 

Zolnierek, K. B. H., & DiMatteo, M. R. (2009). Physician Communication and Patient 

Adherence to Treatment: A Meta-analysis. Medical Care, 47(8), 826–834. 

https://doi.org/10.1097/mlr.0b013e31819a5acc 

Zwick, J., Appleseth, H., & Arndt, S. (2020). Stigma: How it affects the substance use disorder 

patient. Substance Abuse Treatment, Prevention, and Policy, 15(1), 50, s13011-020-

00288–0. https://doi.org/10.1186/s13011-020-00288-0 

 


