Benzodiazepine therapy
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Editor’s Note:

This is the second of a three-part article.
The author makes several controversial
statements. The articles are published in
the hope that readers who disagree will
generate lively and worthwhile corres-
pondence.
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Summary

I this 3-part article, the author gives his obser-
vattons of the good wsage buf also of the abuse of
benzodiazepines.as he experienced it in private
Jamily practice. He describes the prescribing
habits of the doctor, the personality profile of the
patient, the effects of the drug and the
intervelationship between these. The paradox
between the expected effect of benaodiazepine and
the defual results, is well ilhustrated

Int Part I (Tune 1984), he showed that a thorowgh
working knowledge of variows pharmacokinetic
and clinical parameters of the benzodiazepine
derivatives is essential for efficient benzodiazefine
fherapy.

In Part Il he focusses om the prescribing doctor
and his problems in deciding to commit his
patient to the benaodiazepine alleralive,

In Payt ILI, he will describe the different bypes of
patients, how they become part of the viciows cycle
of this therapy and concludes with a few positive
stggestions,
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2. CHARACTERISTICS OF THE PRESCRIBING DOCTOR

[n anather dissertation on the paradox inherent in medical
practice today (unpublished), [ postulated the theory that a
compromize in the standard of medical practice was inevitable
if the doctor was to survive in a system which is imperfectly
structured, The doctor's prime commsodity, 1 ime | 12 not link-
ed to the tariff system, as it should be, but instead, the number
of patients that he seesin a day is the critical factor. As Kriel®
mentioned in his article ‘le Syndrome de Bon Diew’... “time is
a major problem in medical practice. If it is not rezolved, none
of the other problems will ba".

Thiz [ feel. is also the primary reason why the prescribing
phy=ician emerges &5 the villain of the peace in the establish-
ment and perpetuation of the enormous abuse prezent with
benzodiazepine usage 10 the world todav. The physician 1z
constantly fighting a losmg battle with tme, hoping to offer
temporary and symptomatic relief, to buy temporary respite
from the necessity of involvement with his patient’s deep-
geated conflicts.

Thissthation discourages patient involvement. It potentiates,
instead, the wholesale prescription of the guaranteed tem

porary solution, the Universal Panacea, a Pill. This takes the
pressure aff the physician until the ‘next time”, [twill usually
afford the patient a measure of relief, eitheruntil the prescrip-
tion runs out, or until the problems become compoundexd.
Howrever, by introducing the patient into the vicious cycleof
benzodiazepine usage' (see Part IT1), the physician is
puaranteed a repeat visit by the patient: unless the patient’s
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problem has been identified, confronted and dealt with in
peychoanalytical and supportive terms, there will be nocure,
Therewill, inatead, be only a gradual deterioration in the pa-
tient s condition, with repeat visits becoming increasingly fre-
quent, if only toobitain another prescription for the now depen-
dent patient.

However, the temporary resolution of both the patient's and
the physician's conflict i not & bad compromise for all con-
cemied, if one looks at the resulting situation superficially, In-
deed, sa long as there is an effective alternative available to
both the physician and his troubled patient — palliation of the
pressing emotional crises without necessitating the time-
consuming commitment of imvobverment far the physician and
the painful psychoanalytic joumey for the patient — the choice
rather to delay indefinitely the decision toinstitute a remedial
programme by the prescription of an effective benzodiazepine
will inrvariably take precedence.

The rationalization by the phvsician of his course of action, in
order to allay his own conscience, will usually be the socially
accepted observation that a doctor is always so overworked
and busy, dealng with life-saving essential situations, such as
perforated appendices, coronary thromboses and caesarean
sections, that those unfortunates who manifest with blatant
neurotic, psychosocial and depressive symptomatology, need
to take second place in the competition for his time and

empathy.

Time is a major problem in
medical practice; if it is not resol-
ved, none of the other problems
will be.

This psychorationalisation on the physician’s part does cer-
tainly hold an element of practical truth, but does it give him
the moral prerogative to throw his already emotionally com-
promised patient into the deep end of the cess-pool which is
psychotropic misuse? [t is not every physician who has the per-
sonality profile, the necessary insight and empathy, the in-
clination, the training, knowledge and freedom necessary to
deal with deep-seated emotional problems. Admission of this
fact should carry no shame. Referral to the correct
paramedical personnel, such as a clinical psychologist, or to
a psychiatrist, is the obvious mandatory alternative. The
physician thereby recognises and avoids the trap described in
the Peter Principle’, by admitting his incompetence to deal
with these complex aspects of his patient's needs.

To encourage the commencement of a course of psycho-
tropics, and to renew the preseription repeatedly without tak-
ing full responsibility for the patient and his emotional needs
hy having encugh time and knowledge to deal with his pro-
blems, isimmoral, since the consequences for the patient are
often disastrous. This tendency by the medical profession sup-
ports the view held by Ivan Illich, who, in his book Medical
Nemesis® states that “clinical iatrogenesis produces
defenceless patients who are the unfortunate victims of the
undesirable side-effects of approved, mistaken, callous or
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contra-indicated technical contact with the medical system ™.
He includes in this category “not anly the damages that doc-
tows imflict with the intent of curing him, but also of exploiting
him (the patient)”, He summanses his theory by stating that
““;:]E Iflnedic'ai establishment has become a major threat to
health”.

Dare the doctor commit his
already emotionally compromis-
ed ;;aﬁaﬂt to psychotropic mis-
use

Itis fascinating to oheerve the consultation tactics of 5o many
practitioners who are well known for their aversion toinvodve-
ment with their patients on an emotional level, Therr modus
operandi is one of constant re-assurance with mildly matter-
of-fact airiness or even comstant joviality, conveying the im-
preazion that they, themselves, are not unduly concerned that
any prohlem exists at all, Without acknowledgement of a pro-
blem, noinvalvement is necessary.

Thiz approach benefits both the physician and the patient
short term. He justifies termination of the interview without
necessitating the deeper leading questions that demand ask-
ing if the floodgate tothe patient's turmoil isto be opened. The
patient is suitably confused by the doctor’s attitude, to justify
going back'home to re-examine the evidence available in at-
tempting todecide whether, in fact, there i5a problem or not.

Without comfrontation of the issues involved, logical analyses
of their aetiology with stepwize, practical and pragmatic
counterstrategy formulated to eliminate, where possible, the
sources of anxiety, thereby defusing a roller-coaster accelera-
tion into disaster, the patient will continue todestabilise. The
patient's self-image and confidence becomes increasingly
eroded, compounded by the fact that reliance on the medica-
tion 1= becoming frighteningly obvious tohim. Social and pro-
fessional insecurity, with the development of generalised
situational destabilization invariably follows: ane arena of col-
lapse is the catalyet for the next arena of collapse, and a series
of self-perpetuated dizasters compound the status of the
severely compromised ego.

(eneral collapse on all fronts occurs.

The physician should be aware of the vicious cvcle of events
which may be perpetuated by constant avoidance of the issues
at stake, with the concomitant championing of the ben-
zodiazepine alternative. The benzodiazepines inhibit the pro-
cegs of paychorationalisation and resolution in so many ways,
reiot least of which i2 the minimising of the emotional impact
of a situation by dulling the painful inpatof potentially sensitive
stimuli. This represses the patient's need to get to grips with
the problem, since we all tend to act on feelings, not on facts.

I'he patient delays the moment of truth, and resolution of the
problem waits for another day. In all these considerations, the
physician is wsually a reliable source of positive resmforcement
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a% far as the avoidance of confrontation iz concerned. The ex.
tent to which benzodiazepines dull emotional pain, allows
avoidance of the critical 1ssues - the enemy (which is the anx-
iety provoking situational derangement), strides his rampant
path - free, always close at hand, but never engaged in battle.

Benzodiazepines repress the pa-
tient’s need to get togrips with the
problems - it delays the moment
of truth.

As described, the patient is developing fresh areas of conflict,
with the gradual erosion of his social, business and interper-
sonal stability during this latent period of benzodiazepine-
induced respite. When, eventually, one or other crisis
demands the onsat of confrontation and peychorationalisation,
the patient s courage haz become compromised tosuch an ex-
tent, that he has no emotional reserve or any other egobistical
or logistical weaponry with which to fight. By prolonging the
latent period before engagement of the issues at stake, the
benzodiazepines have been given enough time to warp the pa-
tient s character mto an impotent zarcophage. Itisasif “ther
coping mechanisms have become atrophied durmg their kong
periods of drug therapy ™.

The understanding of these basic progressions in anv mental
disorderor condition are abzolutely mandatosy if a physician
is to be able to effectively counsel his patient and plant his
rehahilitation before the patient has entrenched imselfina
situation of no refurm.

In short, the physician needs a broader knowledge of the
kinetics and progression of mental illness, neurosis and
developmental crises as well as having practical approachin
the management of these patients. An holistic approach is
desirable.

Doctors, ingeneral, are hopeless-
Iy impotent in dealing with most
emotional crises, And it is no
shame to admit it!

dient short term to be ignored. It would take a physician of un-
compromising integrity, unwavering conviction and one who
is totally independent of the system to be able to resist the
temptation of the benzodiazepine alternative.

This is certainly too much to ask of the average practifoner,
whose bona fides are generally gemuine. If he were to stand
by his convictions, and offer ime-consuming care toeach pa-
Gent with an emotional problem, he himself would aceuire
serions financial problems under the present tarff system,
where the prime determinant of remuneration is the number
ulfpal'ienl:s he sees in a day, and not the me he spends with
them.

Barbara Gordon, in her book m dancing as fast as §oan®
which details her unmonitored sudden withdrawal from ben-
endiazepine usage after 10 years of dependence with a
psychotic withdrawal reaction, draws attention pertinently to
the professional immorality of the psychiatrists consulted by
her in her desparate search for some sort of emotional
equilibrium. Her book was written primarily to highlight the
poar standard and immorality of psychiatric care inthe TTSA
as experienced by her, and alsoto warn other benzodiazepine
dependents as to the quality of help they may expect if they
are unahble tofind a psychiatrist of ungquestionable integrity and
hlameless maotivation,

Medical students should be better
prepared for the psyvchological
and emotional that they
will have to cope with in private
practice.

Gail Sheehy’s book Passages” highlights the predictable adult
developmental phases and crises which were largely ignored
by Freud and Piaget, and briefly dealt with by Eriksen. &
warking knowledge of ideas such as these should be man-
datory for any student completing his medical studies, Doc-
tors, in general, anehopelesshyimpotent in dealing with most
ernotiomal crises. Small wonder, then, that the benzodiazepine
alternative is so firmly entrenched in medical practice, and,
tragically, universally accepted. [twae noted that “a contimua-
tion of the yearly rate of increase in benzodiazepine usage
couwld lead to the total tranquillisation of America by the tum
of the century'™, It is all too easy, too effective and too expe-
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Toconclude that doctors today are, in general, hopelessly im-
potent in dealing with emotional crisis, is uneguivocal.
Awareness of the potential dangers of the benzodizzepine
alternative", familiarisation with the broader aspects of
psychodynamics and peychorationalisation, a wider appren-
ticeship in the ‘zchoal of life'™ and an open mind when con-
sidering his own motivation are factors which may enahble the
physician tothink twice before committing his patient to the
benzodiazepine alternative. The biggest single remedial fac-
tor, of course, would be the linkage of the tariff to the unit of
time spent with a patient, and to bring this remunerative
ayatem in line with the tariff as enjoyved by other professional
disciplines,
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