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it is advised that prescription should be limited to one
month. I wish to put forward reasons to consider that the
Statement is misleading.

The evidence of the adverse effects of the benzodiazepines
is now incontrovertible. The Statement recognises the prob-
lems of disinhibition, cognitive and psychomotor impair-
ments; there is now a large iatrogenic dependence problem:
the latest estimate’ gives the prevalence of long-term con-
sumption in the United Kingdom as between 1.5% and 3%.
The medical profession has been driven into a defensive
position by the mass media and pressure groups which have
played the major role in informing the public of this prob-
lem?. Like many practitioners I accept that there is a need to
continue long-term prescription for those people who are
dependent on these drugs and who do not have the re-
sources of determination and psychological stamina to cope
with withdrawal but I do not accept that indications to
initiate prescription still exist. I will consider the proposed
indications in the Statement in turn.

Anxiety reducing effect If anxiety is so disabling and
severe as to make pharmacological relief imperative then it
is almost certainly due to underlying depressive disorder or
else the form of anxiety state now termed panic disorder; in
both these conditions, antidepressant drugs, not sedative
drugs, are the correct treatment. If anxiety is psychogenic
then it should not be treated with drugs which both delay
resolution of the problem and foster a false belief in illness
as the cause of the distress. Of all medical practitioners,
psychiatrists should be steering opinion away from phar-
macological treatment of psychogenic anxiety and should
be putting major emphasis on the development of tech-
niques of brief psychological intervention for distressing
anxiety.

Sleep-inducing effect If insomnia is sudden and severe
then there is either a psychological cause which requires
discussion, a biogenic mental illness requiring appropriate
treatment or a recent excessive use of alcohol or caffeine. All
these require appropriate management but they do not jus-
tify the prescription of drugs with potential for causing
dependence for, however firmly the person is advised that
the drug should only be taken intermittently, there will be a
proportion of vulnerable people who will take the drug
continuously and become dependent on it.

Depression If anxiety-complicating depression is dis-
abling and severe then the correct prescription is an ad-
equate dose of an antidepressant drug which will itself have
sufficient sedative effect. In fact the prescription of two
drugs concurrently in depressive states is dangerous since
the patient may become oversedated and omit the anti-
depressant or not take an adequate dose of it. Moreover
many people suffering from depression, especially the
young women with care of children, already suffer from
distressing irritability®> and the disinhibiting effect of a
benzodiazepine drug may convert a potential into an actual
batterer. The Statement implies that it is only those who
are disordered in their personality whose drug-induced
disinhibition results in unacceptable behaviour but that is
not true.
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Excitement, agitation and psychotic disturbance Many
states of excitement are themselves induced by self-
administered drugs or alcohol and the intramuscular injec-
tion of a benzodiazepine drug may be dangerous. Another
major cause of severe excitement is psychosis and in such
cases an adequate dose of an antipsychotic drug is
preferable to a benzodiazepine.

One final comment. The urge that some doctors have to
prescribe drugs is so strong that inevitably some other ‘rem-
edy’ will be searched for when one becomes unacceptable.
Already we are being assaulted with the sales promotion of
a non-benzodiazepine sedative, buspirone. The effective-
ness of this drug is meagre but the cost is very high; I hope
that all of us who are concerned about the financial
resources available to the NHS will not squander those
resources on such drugs.

R. P. SNAITH
Department of Psychiatry
St James's University Hospital
Leeds
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DEAR SIRs

May I ask for whom ‘A College Statement’ on Benzodia-
zepines and Dependence is intended for? If it isintended as a
guide for Members and Fellows it is surely an impertinence.
I, and I am sure many of my colleagues, find your dogmatic
views wholly impractical and unacceptable. It is almost
ludicrous to imagine patients with disabling or severe
insomnia and anxiety improving after treatment with a ben-
zodiazepine for one month only. We are told to stop it at the
end of this time, irrespective of their state. And do what
instead? Presumably tell the patient to pull themselves
together? Or that nanny knows what is best for them.

In severe anxiety a benzodiazepine may need to be given
for a year or more, combined with psychotherapy or what
other treatment is appropriate. During this time it is the
responsibility of the therapist accurately to assess progress
and the need for the continuation of the drug and its appro-
priate dosage. It is only the indifferent psychiatrist who
allows a benzodiazepine to be continued beyond the time
any one patient takes to recover. For you to publish state-
ments containing ‘Rules’ like this surely only encourages
sloppy psychiatry. It certainly does nothing to enhance the
prestige of British psychiatry or the College.
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What the College should be striving to do is to teach
future Members to use their clinical judgement with sensi-
bility and full understanding. Of course certain patients
become dependent on a drug—any drug willdo—and itisa
poor psychiatrist who does not recognise the vulnerable
patient and the potential dangers, and cope with them
effectively if and when they arise.

I deny that with a competent psychiatrist, the risk of
benzodiazepines far outweigh the benefits. The College
makes idiots of its Members when it publishes statements
like this in their name, and I for one feel aggrieved.

PETER DALLY
13 Devonshire Place
London W1

Limitations of Section 36
DEAR SiRs

With the introduction of Sections 35 and 36 of the 1983
Mental Health Act, it was intended that offender patients
would have the opportunity for proper pre-trial assessment
and treatment in hospital. However, there are practical dif-
ficulties with both these Sections. Problems relating to the
lack of a treatment provision under Section 35 (Remand for
a medical report) have been described by Finnegan and
Higgins (Bulletin, November 1985, 9, 226). Unfortunately,
Section 36 (Remand to hospital for treatment) is not always
a viable alternative. The Order can be made only by a
Crown Court and, if an individual urgently requires treat-
ment, it is undesirable and inhumane to postpone treatment
whilst months elapse before the case reaches the Crown
Court. Another difficulty may arise when the maximum
length of the Section (12 weeks) lapses before either the
patient responds to treatment or if the case is not dealt with
by this time.

These problems arose with a patient who was admitted
under my care under Section 36. He and two co-defendants
were charged with offences of wounding. He was remanded
in custody where he was assessed by a psychiatrist from his
local hospital where he had been previously treated for
schizophrenia. He was assessed as being unfit to plead and a
recommendation was made for his admission to hospital
under Section 36. As he had been charged with a serious
offence and had a history of repeated absconding from an
open ward, I was approached regarding his admission to the
secure unit. A date had been set for Crown Court and a
Section 36 Order was made. His response to treatment was
unfortunately slow and it was necessary to renew the Order
after four weeks on two occasions. Towards the end of the
12 week period, his mental state had improved to the extent
that he was fit to plead. However, the Judge wished to try his
case at the same time as his two co-defendants and, for
various administrative reasons, it was not possible to list the
case until well after the expiry of the Section 36.

Theoretically the patient could have continued his treat-
ment in hospital on a condition of bail with a simultaneous
application of a Treatment Order under Section 3. This
option was considered but rejected on the grounds that the
patient had instructed his solicitor that he wished to return
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to prison to join his brother, one of his co-defendants. The
solicitor therefore felt unable to make an application for
bail with a condition of residence in hospital, and it was
decided to recommend continued detention in hospital
under Section 48 (transfer of a remanded person to hospi-
tal). As this Order can be applied only to an individual
suffering with mental illness or severe mental impairment,
on remand in prison (on the authorisation of the Home
Secretary), it was necessary for the Judge to remand the
patient in custody on the day before the expiry of the Sec-
tion 36. This enabled a ‘paper’ transfer to take place; the
patient remained in hospital and the Home Office author-
ised the Section 48 on the date of the expiry of the Section
36. With hindsight, the most appropriate initial recommen-
dation would have been a Section 48 which has no time
limit.

ROSEMARIE V. COPE
Reaside Clinic
Rubery, Rednal
Birmingham

Applying for senior registrar posts
DEAR SIRs

I was interested in Dr N. Holden’s letter giving details of
an analysis of senior registrar candidates and the high
standard seen amongst the applicants (Bulletin, February
1988). I was fortunately one of the candidates that applied
and learnt from the experience. Although I did not succeed
in getting the post I can say that I gained from going to the
interview. The interviewers were polite and sensitive to the
fact that some people can find them very anxiety-
provoking. Tea was served in the afternoon and the people
who did not get the job had an opportunity to receive feed-
back on their performance and ways of improving their
future applications. I was therefore pleased that Dr Holden
produced these results and spread the learning experience to
other people.

Recently I had the misfortune of being invited to an inter-
view which I regretted going to. A map was not included in
the letter and I had to struggle to find the venue. I arrived on
time to find that I was the only candidate outside the inter-
view room, and I did not see any other interviewees at all. |
did not really understand what was going on and found the
interviewers unwelcoming. My interview was scheduled for
15 minutes but lasted 30. I was asked to wait outside.
Eventually, an administrator came out of the interview
room and was surprised to see me waiting! She told me in a
matter of fact way that “they were not going to appoint
anybody today™. I felt as though I did not matter. I think
that they were very insensitive and inhospitable. I have
never treated a guest like that. I had a long drive back to
Nottingham.

A. MARKANTONAKIS
Mapperley Hospital
Nottingham
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