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ABSTRACT

OBJECTIVE  To explore the attitudes of FPs toward benzodiazepine (BZD) prescribing and the perceived barriers 
to nonpharmacologic approaches to managing stress, anxiety, and insomnia.

DESIGN  A questionnaire including 32 statements about treatment of insomnia, stress, and anxiety.

SETTING  Local quality groups for FPs in Belgium.

PARTICIPANTS  A total of 948 Belgian FPs.

MAIN OUTCOME MEASURES  Barriers to using nonpharmacologic approaches in family practice.

RESULTS  We identified 3 different groups of FPs according to their attitudes about BZD prescribing. A first 
relatively big group of FPs (39%) were not really concerned about the risks of BZD prescribing. Those in the 
second group (17%) were aware of the problems associated with BZDs, but did not perceive it to be their role 
to use nonpharmacologic approaches in family practice. 
Those in the third group (44%) were concerned about 
BZD prescribing and found it to be a “bad solution,” 
but were faced with various barriers to applying 
nonpharmacologic approaches. Surprisingly, we 
found that nearly 97% of FPs thought that most people 
were eligible for nonpharmacologic approaches, but 
experienced implementation barriers at the level of the 
patient, the level of the FP, and the level of the health 
care system.

CONCLUSION  Using different education and 
behavioural-change strategies for different FP groups 
seems important. A large group of FPs does not find 
prescribing BZDs to be problematic. Sensitizing and 
alerting FPs to this issue remains very important.

EDITOR’S KEY POINTS

•	 The benefits associated with benzodiazepine (BZD) 
use are marginal and are generally outweighed by 
the risks. Short-term use is associated with poly-
pharmacy complications and impairments in cogni-
tion, memory, coordination, and balance. Long-term 
use, even at therapeutic dosages, has been associ-
ated with tolerance, dependence, and withdrawal 
effects. There is also a risk of low-dose dependence 
when BZDs are prescribed in clinically recommended 
oral doses, which is important in light of the high 
prevalence of long-term BZD treatment. 

•	 Because of the risk of tolerance and the difficulty 
for patients to motivate themselves to stop taking 
BZDs, FPs should be careful when prescribing these 
drugs. Nonpharmacologic approaches should play 
an important role in the management of stress, 
anxiety, and insomnia, as they have been shown 
to be effective in the short-term and tend to have 
more durable effects.

•	 Family physicians perceiving BZDs to be a problem 
need more information about the effectiveness of 
nonpharmacologic approaches. The more motivated 
FPs need opportunities for training to advance their 
knowledge and to give them additional skills. Those 
who do not find BZDs to be problematic need fur-
ther education to be sure they are aware of the 
problems surrounding BZD prescribing.This article has been peer reviewed.
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Résumé

OBJECTIF  Déterminer l’attitude de MF quant à la prescription de benzodiazépines (BZD) et leur opinion sur les 
facteurs qui font obstacle aux approches non pharmacologiques pour traiter le stress, l’anxiété et l’insomnie. 

TYPE D’ÉTUDE  Un questionnaire de 32 items au sujet du traitement de l’insomnie, du stress et de l’anxiété.

CONTEXTE  Groupes locaux d’évaluation médicale pour les MF belges.

PARTICIPANTS  Un total de 948 MF belges.

PRINCIPAUX PARAMÈTRES À L’ÉTUDE  Obstacles à l’utilisation des approches non pharmacologiques en 
médecine familiale.

RÉSULTATS  Nous avons identifié 3 groupes de MF selon leur attitude quant à la prescription de BZD. Un groupe 
relativement important de MF (39 %) n’étaient pas 
vraiment inquiets des risques de prescrire des BZD. Un 
deuxième groupe (17 %) étaient au courant des dangers 
des BZD mais ne croyaient pas que c’était le rôle du MF 
d’utiliser les approches non pharmacologiques. Ceux 
du troisième groupe étaient réticents à prescrire des 
BZD et considéraient qu’il s’agissait d’une « mauvaise 
solution », mais ils rencontraient plusieurs obstacles 
dans l’utilisation des approches non pharmacologiques. 
Chose surprenante, près de 97 % des MF estimaient 
que la plupart des patients pouvaient bénéficier des 
approches non pharmacologiques, mais avaient 
rencontré des obstacles à leur utilisation aux niveaux du 
patient, du MF et du système de santé. 

CONCLUSION  Il semblerait important d’utiliser 
des stratégies de formation et de modifications 
comportementales différentes pour différents groupes 
de MF. Un important groupe de MF ne considèrent pas 
la prescription de BZD problématique. Il demeure très 
important de sensibiliser et d’alerter les MF à ce sujet.

Points de repère du rédacteur

•	 Les avantages de l’utilisation des benzodiazépines 
(BZD) sont marginaux par rapport aux risques qu’ils 
entraînent. Leur usage a court terme se complique 
de polymédication et de problèmes de cognition, 
de mémoire, de coordination et d’équilibre. Leur 
usage à long terme, même en doses thérapeutiques, 
s’accompagne de tolérance, de dépendance et de 
problèmes de sevrage. Il existe aussi un risque de 
dépendance aux faibles doses lorsque les BZD sont 
prescrits aux doses orales cliniquement recomman-
dées, ce qui s’avère important vue la forte préva-
lence de l’administration de BZD à long terme.

•	 À cause du risque de tolérance et parce que les 
patients ont de la difficulté à cesser de consommer 
des BZD, le MF devrait prescrire ces médicaments 
avec prudence. Les approches non pharmacolo-
giques devraient jouer un rôle important dans le 
traitement du stress, de l’anxiété et de l’insomnie 
puisque leur efficacité à court terme a été démon-
trée et que leurs effets tendent à être plus durables.

•	 Les MF qui considèrent que les BZD sont problémati-
ques ont besoin d’être mieux renseignés sur l’effica-
cité des approches non pharmacologiques. On devrait 
offrir aux plus motivés des occasions de parfaire leurs 
connaissances à ce sujet et leur enseigner des habi-
letés additionnelles. Ceux qui ne trouvent pas que les 
BZD sont problématiques devraient avoir davantage 
de formation pour s’assurer qu’ils sont au fait des 
problèmes entourant la prescription des BZD.
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Family physicians are frequently consulted by 
patients suffering from stress, anxiety, or insom-
nia; FPs consider treatment of such problems to 

be part of their role,1 as they are ideally placed to rec-
ognize the strengths, resources, and vulnerabilities 
of their patients and to incorporate these factors into 
their patients’ treatment plans. A Dutch study showed 
that nearly all patients with sleeping disorders seek-
ing treatment in family practices received psychotropic 
drugs, mainly benzodiazepines (BZDs).2 Family phys-
icians perceiving BZDs to be a problem need more 
information about the effectiveness of nonpharmaco-
logic approaches. The more motivated FPs need oppor-
tunities for training to advance their knowledge and to 
give them additional skills.

A cross-national study in the 1980s showed that 
Belgium was one of the countries with the highest use 
of anti-anxiety and sedative drugs.3 Since then, the use 
of BZDs has further increased.4,5 One out of 3 patients 
takes BZDs chronically and daily.6 European studies 
examining use over longer periods have produced simi-
lar findings of high use; for example, the European Study 
of the Epidemiology of Mental Disorders found that 
9.8% of the population was using BZDs at some point 
over the past 12 months.7,8 Use is lower in the Canadian 
population, where the overall weighted frequency of use 
was 3.4%.9 However, once patients have started taking 
BZDs, a more or less consistent pattern of continued 
use for long periods of time is common, irrespective of 
countries’ professional standards.10 The benefits associ-
ated with sedative use are marginal and are outweighed 
by the risks, particularly in people older than 60 years of 
age.11,12 Acute administration of BZDs is associated with 
polypharmacy complications and impairments in cogni-
tion, memory, coordination, and balance. Long-term use, 
even at therapeutic dosages, has been associated with 
tolerance, dependence, and withdrawal effects.13-16 Apart 
from the risk of abuse and primary dependence, there 
is also the risk of low-dose dependence when BZDs are 
prescribed in clinically recommended oral doses; this is 
of particular importance in light of the high prevalence 
of long-term BZD treatment.17 Because of the risk of tol-
erance and the difficulty for patients to motivate them-
selves to stop taking BZDs,18 FPs should be careful when 
prescribing these drugs. Nonpharmacologic approaches 
should play an important role in the management of 
stress, anxiety, and insomnia, as they have been shown 
to be effective in the short-term and tend to have more 
durable effects.19-23

The best way to avoid dependence is to not initiate 
treatment with BZDs. Given the dearth of data on BZD 
prescribing practices in family practice, we performed 
a qualitative study24 to understand FPs’ views on initia-
tion of BZD treatment and their perceptions about non-
pharmacologic alternatives. One of the findings was 
that FPs resorted to BZD prescribing because of time 

constraints and a lack of usable alternatives. The FPs’ 
main concern was to help their patients and, there-
fore, they demonstrated their empathy by prescribing. 
Another study looked at first-time users’ attitudes and 
beliefs surrounding initiating BZDs and nonpharmaco-
logic alternatives.25 The results showed that first-time 
BZD users asked for help with their distress, but placed 
the responsibility for solving their problems on their 
FPs. From both studies it seems that the attitude of the 
FPs toward BZDs and nonpharmacologic alternatives is 
an important factor in whether or not BZD treatment is 
initiated. It is clear that physicians’ knowledge and atti-
tudes have an influence on their prescribing practices; 
further, physicians’ underlying beliefs, values, and per-
ceptions of the benefits and risks of drugs seem to mat-
ter as well.

Objective
After describing how prescriptions for BZDs come 
about24,25 and how barriers to nonpharmacologic 
approaches are perceived, we investigated the preva-
lence of such perceptions in a large group of FPs. This is 
important information if decisions on interventions and 
training are going to be made to achieve a more rational 
use of BZDs and avoid dependence.

Methods

Design
A standardized questionnaire was used. The question-
naire included 32 statements that had to be answered 
on a 5-point Likert scale that ranged from “fully dis-
agree” to “fully agree.” The content of the questionnaire 
was based on 2 published qualitative studies24,25 and 
comprised 5 different sections: 1 for FPs’ general atti-
tudes of toward BZD prescribing, 1 for attitudes toward 
recommending nonpharmacologic approaches, and 3 
for recommending nonpharmacologic approaches for 
the management of stress, anxiety, and insomnia.

Setting and participants
Data were gathered from 948 FPs before they attended a 
training module on the rational use of BZDs. The train-
ing was funded by the Belgium Federal Public Service 
for Health. Ethics approval was granted by the Ethics 
Committee of Ghent University Hospital.

In Belgium, the 10 116 accredited FPs receive con-
tinuing medical education in local quality groups. 
Belgian FPs are obliged to attend at least 2 meetings a 
year for renewal of their certification. An opportunistic 
sample of FPs attending these training sessions on the 
rational prescribing of BZDs was used. The question-
naire was completed before the session started. The 
sample of FPs under consideration was weighted in 
order to be representative of the entire population of 
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accredited FPs (data derived from e-mail communica-
tion with Belgian’s National Institute for Health and 
Disability Insurance, December 2009). No stratification 
or clustering was involved in the sample design.

Statistical methods and data analyses
To explore the data, cross-tabulations with χ2 statistics 
were performed using SAS 9.1 for Windows. Rao-Scott 
and Wald χ2 statistics were computed. The statistic-
ally significant level was established at P < .05. We also 
looked at the dichotomy of “non-believers” and “believ-
ers” in nonpharmacologic approaches by collapsing FPs 
who answered “agree” or “fully agree” for the statement 
“Nonpharmacologic approaches are the role of the FP” 
into one group (believers) and comparing them with FPs 
who answered “neither agree nor disagree,” “disagree,” 
or “fully disagree” for this statement (non-believers). For 
all complaints, we grouped the items on “knowledge,” 
“motivation,” “being eligible,” and “self-confidence” 
together. This reduction of information was validated 
by Cronbach a’s of .79 (knowledge), .74 (motivation), .75 
(being eligible), and .77 (self-confidence) for the items 
under consideration.

RESULTS

Participant characteristics
The 948 FPs who completed the survey were representa-
tive of FPs practising in Belgium in terms of sex—one-
third of the respondents (34%) were female. The median 
age of Belgian FPs is 51 (data derived from e-mail com-
munication with Belgian’s National Institute for Health 
and Disability Insurance, December 2009); in our sam-
ple the median age was 48 (Table 1). Younger FPs (ie, 
younger than 40 years) are overrepresented in our sam-
ple, and older FPs (ie, older than 60 years) are under-
represented (χ2

8 = 148.07, P < .0001); therefore, we have 
used a weighting procedure to correct for age. Nearly 
one-third of the respondents were younger than 40 
years of age (n = 290), 41% of respondents were between 

40 and 55 years (n = 365), and 26% were older than 55 
years (n = 231). Nearly 57% of the FPs surveyed worked 
in solo practice.

Attitudes toward BZDs
Forty percent of the FPs did not perceive BZDs to be 
a problem in family practice. Almost 1 out of 4 FPs 
thought chronic use of BZDs was justified as long as the 
patient functioned better and did not experience any 
side effects.

More than 2 out of 3 respondents (71%) felt justi-
fied in initiating BZD treatment for a week. Nearly all 
FPs (96%) thought it was important to inform patients 
about BZD dependence. Family physicians’ attitudes 
toward BZD prescribing are influenced by their per-
ceptions of patients’ attitudes. Almost half of the FPs 
(47%) thought that patients expected prescriptions, 
and as many as 18% thought that not writing prescrip-
tions would threaten the doctor-patient relationship. 
Sixty percent acknowledged difficulties motivating 
patients to stop taking BZDs, yet only 56% believed 
they knew how to manage a patient’s withdrawal 
from BZDs.

Table 2 shows significant differences in attitudes 
according to age (P < .01). Younger FPs were more 
resistant to prescribing BZDs; older FPs put more 
emphasis on the role of perceived patient expectations. 
Within the age categories there were no significant 
effects relating to sex of the FPs.

Attitudes and barriers to  
nonpharmacologic approaches
As shown in Table 3, only 26% of FPs agreed with the 
statement that nonpharmacologic approaches needed 
to be supported with medication. Nearly half of FPs 
perceived prescribing or recommending nonpharmaco-
logic approaches to be too time-consuming, and more 
than half of FPs (55%) found referral to be too expen-
sive and motivating the patient to be too difficult. One 
out of 4 (24%) thought that patients did not feel that 
their FPs were taking them seriously if they did not 
receive prescriptions. For all barriers, there was a sig-
nificant effect of age: older FPs were more likely to 
experience these barriers (P < .05).

Table 4 describes responses to items about bar-
riers to nonpharmacologic approaches for complaints 
of stress, insomnia, or anxiety. Most respondents con-
sidered nonpharmacologic approaches applicable for 
a range of people suffering from stress, insomnia, or 
anxiety, and many people are eligible for this kind 
of treatment. However, only 1 in 3 FPs believed that 
their knowledge of nonpharmacologic approaches was 
sufficient, and less than half felt self-confident. For 
insomnia, more FPs were confident in recommending 
nonpharmacologic approaches and thought they had 
sufficient knowledge to do so. Yet FPs found it more 

Table 1. Age of the study population compared with 
national figures for accredited Belgian FPs

Age GROUP, Y Sample (N = 948), %

General accredited 
Belgian FP population 

(N = 10 116), %

25-29         9.88     3.14

30-34     12.03      8.24

35-39     10.44     9.70

40-44         7.84     8.95

45-49     14.19 14.71

50-54     19.40 19.58

55-59    16.91 18.28

≥ 60        9.40 17.39 
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difficult to motivate patients with complaints of anxiety 
and stress to try nonpharmacologic treatment. In the 
case of insomnia, most FPs thought that patients were 
aware of what sleep hygiene entailed. In particular, 
older FPs (41% compared with 14% of the younger FPs) 
did not find sleep hygiene useful, “as the patient does 
not want to change his behaviour.”

Perceived barriers for “believers”  
versus “non-believers”
Family physicians’ perceptions of nonpharmaco-
logic approaches varied for the different complaints 
under consideration: 65% of FPs saw these types of 
approaches as part of their role in treating cases of 
insomnia, 60% thought they were part of their role 
in treating stress, and 58% thought they were part of 
their role in treating patients with anxiety. Forty-one 
percent of respondents said they would consider non-
pharmacologic approaches for all 3 complaints.

Table 2. Participants’ attitudes toward BZDs

STATEMENT

Proportion fully agreeing with statement, By age GROUP

Rao-Scott χ2
2< 40 Y 40-54 Y ≥ 55 Y overall

BZDs perceived as a problem

• BZDs are a problem in general practice  70.76 56.96 57.78 60.24    9.62*

• I think it is important to inform the patient about 
dependence

96.64 95.04 96.12 95.77 0.82

• Chronic usage is justified as long as the patient functions 
better because of it and does not experience any side 
effects

14.06 24.40 27.99 23.43 11.51*

• I think it is justified to prescribe BZDs for a week 64.67 71.79 74.46 71.18 5.01

Items referring to patients

• Patients expect a prescription 35.54 46.13 55.64 47.20 17.27*

• Not writing a prescription threatens the doctor-patient 
relationship

13.50 15.41 23.36 17.81     9.27*

• I find it difficult to motivate patients to withdraw 50.83 58.16 69.62 60.63 16.84*

Item referring to GPs

• I know how to manage withdrawal 53.73 55.05 57.56 55.64  0.69

BZD—benzodiazepine.
*P < .01.

Table 3. Barriers to nonpharmacologic approaches
STATEMENT Proportion fully agreeing with statement, By age GROUP

Rao-Scott χ2
2< 40 Y 40-54 Y ≥ 55 Y overall

Nonpharmacologic approaches need to be supported with 
medication

13.08 21.57 39.15 25.93 42.68*

Nonpharmacologic approaches are too time-consuming for a GP 37.33 46.29 54.72 47.30 12.96†

Referral to a therapist is too expensive for the patient 43.90 57.09 59.64 55.12  11.43†

It is too difficult to motivate a patient to go and see a counselor 50.10 53.10 62.45 55.73      8.20‡

Patients do not feel they are being taken seriously if they do not 
receive medication

12.35 16.99 39.70 23.95 62.56*

*P < .001
†P < .01
‡P < .05

Table 4. Attitudes and barriers to nonpharmacologic 
approaches to the treatment of stress, insomnia, or anxiety

STATEMENT

Proportion fully agreeing with 
statement for disease category

Stress Insomnia Anxiety

Nonpharmacologic 
approaches are the role	
of the GP

60.24 65.28 57.4

There is only a limited 
amount of people who are 
eligible for nonpharmacologic 
treatment

17.74 26.96     21.38

My knowledge of 
nonpharmacologic 
approaches is sufficient

27.87 35.13     27.81

I feel self-confident 49.14 45.96     41.67

I find it difficult to
motivate patients to accept 
nonpharmacologic approaches

38.86 48.94     42.65
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To identify barriers that might account for differ-
ences in the extent to which FPs recognize the import-
ance of and are open to using nonpharmacologic 
approaches in family practice, FPs were divided in 2 
groups: “believers” and “non-believers.” For the bar-
riers at the patient level, we found 2 out of 3 items 
were significantly different (P < .05) between “believ-
ers” and “non-believers” (Table 5). These differences 
illustrate that FPs who thought that nonpharmaco-
logic approaches were part of their role in family prac-
tice reported fewer barriers to such approaches than 
the “non-believers.” The cost of a nonpharmacologic 
approach was a barrier for all FPs, but “non-believers” 
found it more difficult to motivate patients. With respect 
to barriers at the physician level, not feeling self- 
confident (P < .05), lack of knowledge about non-
pharmacologic approaches (P < .001), and the perceived 
time investment (P < .001) were all significant.

DISCUSSION

Our study examined FPs’ attitudes toward the role of 
BZDs and nonpharmacologic approaches to manag-
ing insomnia, stress, and anxiety, and identified bar-
riers that might account for differences in the extent to 
which FPs recognize the importance of and are open to 
using nonpharmacologic approaches in family practice. 
A striking finding was that nearly 40% of the respond-
ents did not perceive BZDs as a problem in family prac-
tice, and 2 out of 3 physicians did not have a problem 
with prescribing BZDs for 1 week. On their own these 
do not really pose a problem, as guidelines suggest that 
in some cases BZDs can be useful for a short period of 
time.26,27 Unfortunately, BZDs are often used for months 

at a time for the management of insomnia, stress, and 
anxiety. A Dutch-Swedish study compared an 8-year 
follow-up pattern of long-term use with respect to the 
characteristics of those with and without continued 
BZD use over the whole period of 8 years.10 Both popu-
lations showed that 2 out of 3 patients continued tak-
ing BZDs in the first year of the follow-up period. At 
the end of the 8 years, approximately 1 in 3 patients 
from the initial cohort were still receiving BZDs.10 Once 
patients have started taking BZDs, a more or less con-
sistent follow-up pattern of continued use for long per-
iods of time can be anticipated. The first prescription 
for BZDs can be the start of a long-lasting experience 
with BZD use.

Despite the physicians’ recognition of the import-
ance of nonpharmacologic approaches and the fact that 
they found many patients to be eligible for these types of 
strategies, it is important to point out that a substantial 
number of physicians remained sceptical about the role 
of the FP in nonpharmacologic approaches. This scepti-
cism seems to be related to different perceptions of the 
issue.

First, we have a group of mostly older FPs who do not 
appear to be concerned about the risks of BZD prescrib-
ing. This is a difficult group to reach in terms of motiv-
ating patients to withdraw from BZDs and changing 
prescribing behaviour, owing to a lack of motivation,24 
and improvement of knowledge and skills alone might 
not solve the problem.24,28 It is now widely accepted 
that BZD prescribing has many risks, including toler-
ance, dependence, and misuse, as well as BZD-induced 
depression, cognitive impairment, and psychomotor 
impairment.3,14,29-31 This group of FPs will have to be 
informed about the potential consequences of chronic 
use of BZDs before any other intervention is planned.

Table 5. Perceived barriers to nonpharmacologic approaches according to “believers” vs “non-believers”: “Believers”  
agreed or fully agreed with the statement “Nonpharmacologic approaches are the role of the FP”; “non-believers” 
neither agreed nor disagreed, disagreed, or fully disagreed with this statement.

STATEMENT

Proportion fully agreeing with statement

Rao-Scott χ2
1

  Non-believers                     believers

Barriers at the level of the GP

• My knowledge of nonpharmacologic approaches is
sufficient for an adequate approach

   5.57 25.35 57.70*

• I feel self-confident 21.74 29.93     6.36†

• Nonpharmacologic approaches are too time consuming for a GP 55.54 36.33 25.83*

Barriers at the level of the patient

• Only a limited amount of people are eligible for 
nonpharmacologic treatment

   3.69     2.50  0.71

• I find it difficult to motivate patients to accept 
nonpharmacologic approaches

23.88 16.62     5.64†

• Referral to a therapist is too expensive for the patient 59.05 50.01     5.94†

*P < .001.
† P < .05.
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A second group of FPs are aware of the problems 
associated with BZDs, but do not perceive it to be their 
role to use nonpharmacologic approaches in family 
practice. In our survey, approximately 1 in 2 physicians 
shared this opinion. The older the FP, the more resist-
ance they showed to (exclusively) nonpharmacologic 
approaches. It has been demonstrated that younger FPs 
are more inclined toward psychosocial assessment of 
patients’ health,32-34 and that they have higher ideals 
and are more enthusiastic in keeping with them.35 In 
our previous qualitative study,24 FPs expressed that they 
were uncertain of the psychosocial services to which 
they could refer patients; for this group of FPs, informa-
tion and understanding of how and where to refer their 
patients to psychosocial services could be helpful as a 
minimal intervention. It is up to professional groups of 
FPs to discuss whether nonpharmacologic approaches 
should be a core concern of FPs.

A third group of FPs do take responsibility for non-
pharmacologic approaches; however, they experience 
hindrances at different levels. This group needs to be 
made aware of studies that have looked at the feas-
ibility of nonpharmacologic interventions suitable for 
primary care settings.36-38 To help motivate FPs to over-
come these difficulties, we have to remove barriers at 3 
different levels.

Barriers at the level of the FP
Our respondents did not have enough knowledge of 
nonpharmacologic approaches and did not feel con-
fident in these matters. Even those who supported 
nonpharmacologic approaches believed that their know-
ledge was not sufficient. Yet, studies have found that if a 
patient thinks that the FP is taking his or her problem 
seriously, the patient will open up to the FP.25 The patient 
does not expect the FP to be an expert in all matters.19 A 
study by Lang39 showed that patients feeling distressed 
often think that understanding the cause of their dis-
tress would be most helpful. Also, patients express 
more satisfaction with medical care when information 
is given to them.40,41 Providing FPs with practical tools 
and training in counseling and different nonpharmaco-
logic approaches is very important to strengthening their 
confidence and is a first essential step in the process of 
rational prescribing of BZDs.24,42

Barriers at the level of the patient
An interesting finding was the FPs’ perception that 
patients expected prescriptions. This does not seem 
to correspond to the findings of research examining 
patients’ points of view of treatment by their personal 
physicians for emotional distress.43 Most patients in that 
study preferred that their physicians provided counsel-
ing, not drugs, while only 23% wanted medication and 
11% desired referrals. Perceived patient expectations are 
a strong predictor of the decision to prescribe.44 Doctors’ 

assessments of patients’ expectations are often based 
on an intriguing variety of cues.45,46 By asking patients 
about their experiences and beliefs, physicians can open 
dialogue and provide the patient with information.46,47 
A recent study has shown that exploring and clarifying 
ideas, concerns, and expectations might lead to fewer 
new medication prescriptions.48

Some FPs want to appear “scientific” or independent 
in their decision making49; this could be seen as socially 
accepted behaviour. They deny that patient demands 
for medications substantially influence their prescrib-
ing behaviour.50 Also, perceived patient expectations 
of drug treatment can be seen as a “rationalization” 
for FPs’ own lack of knowledge of nonpharmacologic 
approaches. Many FPs thought that referral was too 
expensive for patients or that it was too difficult to 
motivate patients to see therapists, but most FPs did 
not feel confident enough in their own knowledge of 
nonpharmacologic approaches.

In our survey, more than 25% of FPs said that sleep 
hygiene was not useful because patients would not 
want to change their behaviour. This is not in accord-
ance with the results of a study of patients’ treatment 
preference for chronic insomnia, which showed that 
psychological treatment was preferred to pharmacologic 
treatment, and that of all treatment components, sleep 
hygiene was rated as the most liked and most useful.19

Barriers at the level of the health care system
One out of 2 respondents reported that a lack of time 
limited their ability to integrate nonpharmacologic 
alternatives into their patient care practices. This bar-
rier is important in countries with fee-for-service mod-
els. Family physicians in fee-for-service systems tend to 
spend more time on profitable activities than on “costly” 
time-consuming interventions.51 More appropriate reim-
bursement, similar to the situation in Switzerland for 
longer psychosocial consultations, might be a solution 
for this.52 The increasingly restricted time physicians 
have to spend with their patients results in prescribing 
because FPs do not have sufficient time to adequately 
address the psychosocial domain of patients lives.53 Yet, 
another study showed that a doctor’s decision about 
whether or not to prescribe for psychosocial prob-
lems had no relationship to the consultation length.54 
Nonpharmacologic approaches can be as simple as 
educating patients about stress, insomnia, or anxiety. 
Another solution to time pressures could be actively 
referring patients to psychosocial services, with regular 
debriefing sessions with the patients.

Strengths and limitations
A self-reported questionnaire was chosen because 
we considered it to be consistent with the purpose of 
the study. Self-reported measures are essential when 
the purpose is to obtain subjective assessments of 
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experiences.55 We did not use a validated question-
naire because none was available. Content validity was 
achieved by developing the questionnaire based on 
results from previous studies24,25; this should ensure the 
relevance of the items. 

It is difficult to determine the extent to which the 
attitudes and patterns we identified are representative 
of the larger population of FPs. A key limitation is our 
use of a nonrepresentative sample of FPs who already 
had enough interest in the topic to attend a meeting on 
the rational use of BZDs; however, we have weighted 
our sample with the percentages of the total accredited 
Belgian FPs. Moreover, it is reasonable to think that the 
general group of physicians might be even less likely to 
recognize their role in nonpharmacologic approaches 
and the importance of such strategies, as there was 
already considerable scepticism among respondents in 
our sample. Our goal was to explore different barri-
ers to prescribing or recommending nonpharmacologic 
approaches, and in this group it was interesting to find 
strategies that can be applied to other groups of FPs. In 
addition we did not measure the FPs’ actual behaviour, 
but their perception of it. Another limitation is that we 
focused on the physician’s decision to start BZD treat-
ment and did not measure attitudes toward discontinu-
ation of long-term use; evidence suggests that many 
physicians do not attempt tapering. Yet BZD tapering is 
feasible for FPs and can be followed by improved psy-
chomotor and cognitive functioning for patients.56-59

Our results do provide an insight into the attitudes of 
FPs toward a difficult area of practice and should help us 
in developing potential strategies to help FPs and inter-
ventions to change FP behaviour.

Conclusion
Among a 9.5% convenience sample of Belgian FPs, 
nearly half did not have a problem with BZD prescrib-
ing or did not find it to be problematic. When aiming 
to reduce BZD prescribing, one has to make sure that 
the target group is aware of the problems of prescrib-
ing before applying interventions to change behaviour. 
Sensitizing and alerting FPs to this issue remains very 
important.

If BZDs are perceived to be a problem, then FPs need 
to be aware that there are other options available. More 
information is needed about the effectiveness of non-
pharmacologic approaches. Family physicians need 
more training to advance their knowledge and to give 
them more skills. 
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