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Night sedation in the admission wards of a psychiatric
hospital
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Since their introduction in the 1960s,benzodiazepine
drugs have been widely prescribed for anxiety states
and insomnia. Despite the initial hopes for these
drugs being non-addictive and not producing toler
ance, recent work has shown that there is a well
defined withdrawal syndrome (Hallstrom & Lader,
1981; Petursson & Lader, 1981; Tyrer e! al, 1981;
Tyrer et al, 1983) and that tolerance has also been
shown to occur (Aranko et al, 1983; Aranko et al,
1985). There has been widespread concern about
these effects. The British National Formulary advocates that "used as hypnotics routine prescribing
especially in hospitals is undesirable, and ideally they
should be reserved for short courses of treatment inthe acutely distressed" and that they should be dis
continued as soon as possible. Indeed the Royal College of Psychiatrists' statement on benzodiazepine
prescribing and the Committee on Safety of Medi
cines have recommended that their use as hypnotics
should be considered only when the condition is
severe, disabling or subjecting the individual to
extreme distress. Tyrer & Murphy (1987) have rec
ommended that these drugs are best used for no
longer than two weeks in regular dosage.

It was decided to survey the prescription of night
sedation within a large psychiatric hospital, given
that benzodiazepines appear to be the most com
monly prescribed class of drugs for this purpose.
Within the hospital there is a high doctor to patient
ratio, and a high level of awareness of current issues
in prescribing among both senior and junior staff.

The study
A survey of all patients in acute adult admission
wards in one particular day was undertaken. Ad
missions of the elderly mentally ill were excluded.
This allowed a point prevalence of night sedation
prescriptions to be obtained. Data obtained were:
age, date of admission, whether on night sedation,
whether regular or as required, type, duration,
whether admitted on it or started during this
admission, and, if started on it this admission,
whether rationale for prescription was recorded.
Sources of this information were drug charts, patient
register boards in wards, and hospital case-notes.

In addition, as many of the prescribing psy
chiatrists involved as possible were interviewed
about the rationale, and their policies and attitudes
towards prescription of night sedation. This was not
possible for all patients as some doctors had con
cluded their employment within the hospital. The
doctors were first asked about the specific patients
and then about more general attitudes. Particular
attention was paid to the role of nursing staff inthe decision to prescribe, and the doctors' policy
concerning admissions and discharges on night
sedation.

Thefindings
One hundred and fifty-seven patients were in the
admission wards at the time of the survey. Of these,
62 (39.5%) patients received night sedation on the
night of the survey. Thirty-six (22.9% of all acute
patients; 58% of those on night sedation) patients
had been started on this hypnotic medication
since admission to hospital. The remainder, 26
(16.6% of all acute patients, 41.9% of those on
night sedation) patients, had been admitted already
taking it.

Twenty-two (61.1%) of the 36 started on night
sedation since admission were started on the night of
admission. The other 14 had durations of admission
ranging from 17 to 335 days (mean 122.5 days) at
point of survey, and had been started between 3 and
245 days (mean 42.3 days) after admission. Temaze-
pam was the commonest form of night sedation in
patients newly started on a hypnotic (24). The
remainder were all on chloral hydrate (12). All such
night sedation was on an as required basis. The ages
of the patients who were newly started on medication
did not appear different from the age of those
patients who had received benzodiazepines outside
hospital.

It was possible to interview 13 of the SHOs and
registrars who had prescribed medication for
patients in the study, and they had prescribed for 22
of the 36 patients commenced on hypnotics following
admission. The remaining 14patients had been pres
cribed for by 10other doctors who were not available
for interview for the reasons given above.
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Night sedation

The main reasons given for prescribing this medi
cation were:

Number Number
of of

doctors patients
Insomnia 5 5
Hypomania 4 4"Disturbed" 3 4
Policy decision to prescribe

routinely for all admissions 3 6
Nursing staff request 1 2
Concern that nursing staff

would request night sedation
during the night 11 19

NB Often more than one reason for starting was
given.

There was clear agreement from all that a significant
motivation for prn prescription was a desire on thedoctor's part not to be disturbed by nursing staff
during the night.
Other points that emerged were:

(a) Night sedation was often not recorded in
admission drug histories.

(b) A clear decision with rationale had been
recorded for eight. In most cases there was no record
about the commencement of hypnotics.

(c) Night sedation was frequently prescribed sim
ultaneously with new prescriptions for sedative anti-
depressants or neuroleptics.

(d) Discharge summaries did not usually mention
night sedation status or recommendation about
future prescription.

All 13 doctors who took part in the survey
answered questions on their general policies for
future prescribing habits. All expressed the view that
they would attempt to ensure night sedation was not
handed out indiscriminately.

Five (38.5%) of the doctors routinely discharged
patients from hospital on night sedation. Three
(23%) discharged patients on a reducing dose. Three
(23%) stopped the medication at discharge. Two
(15.5%) expressed the view that they would always
try to decrease it in a stepwise fashion before dis
charge. On this basis 16 of the 22 newly-commenced
patients (72.7%) would be discharged on night seda
tion. All were interested to be asked about policies on
this issue as all agreed they had received no formal
instruction in this area.

Comment
Despite public concern and the attempts of various
authorities to draw attention to the problems sur
rounding the prescription of benzodiazepines, it
appears that a significant number of patients are
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started on them following admission to psychiatric
hospital (22.9% in this survey). In many patients this
prescription may be continued at discharge (72.7%
in this survey). In only 36.1% (13 of 36) was thismedication prescribed in response to the patient's
clinical state. If this sample is representative of the
country in general, then there may be cause for con
cern. It may be, of course, that in a situation where
senior rather than junior trainee psychiatrists are
responsible for such prescriptions the pattern would
be different, as might pertain, for example, in a con
sultant-based service. It may also be that there is an
opening for more formalised teaching and formu
lation of policies in this area among both medical
and nursing staff. The other point that emerges from
this small survey is that clinical audit such as this is
relatively easy and non time-consuming to perform.
A final point is that traditionally GPs have been in
the forefront of criticism about prescription of
benzodiazepines; surveys like this reveal the need
for an awareness of our own prescribing habits as
well.
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