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ABSTRACT 
Objective: To determine prevalence of benzodiazepine harmful use among medical students of NishterMedical 
College Multan.” 
Materials & Methods: A total of 250 medical students of Nishter Medical College Multanof age 18-25 years of 
either gender were included. Students with history of mood disorders, psychotic disorders, anxiety disorders and 
personality disorders, any chronic  physical illnesswere excluded. After taking informed consent, each student was 
given the proforma to fill by themselves and assess by single psychiatrist for benzodiazepine harmful use. 
Results: Mean age was 22.51 ± 2.19 years. Majority of the students 192 (76.80%) were >21 years of age. Out of the 
250 students, 189 (75.60%) were male and 61 (24.40%) were females with male to female ratio of 3.1:1. 
Benzodiazepine harmful use was found in 19 (7.60%) students.  
Conclusion:  
So, on the whole it was concluded that prevalence of benzodiazepine harmful use among medical students of Nishter 
Medical college is 7.60% which is little bit high. 
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INTRODUCTION 
Benzodiazepines are widely prescribed, with four 
of them—alprazolam (Xanax), clonazepam 
(Klonopin), diazepam (Valium) and lorazepam 
(Ativan)—listed among the top 100 most 
commonly prescribed medications.1 

Benzodiazepines generally produce almost 
immediate effects, and thus may be prescribed for 
short-term, intermittent, “as-needed” use. Because 
many of the anxiety disorders wax and wane over 
time, patients with these disorders often prefer 
benzodiazepines because these agents can be 
taken intermittently, when patients feel the need to 
take them, and most patients can use 
benzodiazepines judiciously.2 

Benzodiazepines are also widely prescribed for 
other reasons, such as muscle spasticity, 
convulsive disorders, presurgical sedation, 
involuntary movement disorders, detoxification 
from alcohol and other substances, and anxiety 
associated with cardiovascular or gastrointestinal 
conditions3  According to the APA report on 
benzodiazepines,2 11 to 15 percent of the adult 
population has taken a benzodiazepine one or 
more times during the preceding year, but only 1 
to 2 percent have taken benzodiazepines daily for 
12 months or longer. In psychiatric treatment 
settings and in substance-abuse populations, 
however, the prevalence of benzodiazepine use, 
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abuse and dependence is substantially higher than 
that in the general population.4,5 
Because benzodiazepines are controlled 
substances with abuse potential, special attention 
must be directed toward the patient's addiction 
history before these agents are prescribed. An 
understanding of the toxicity and side effects of 
benzodiazepines, abuse patterns and alternative 
anxiolytic and hypnotic agents may help clinicians 
maximize treatment outcomes and reduce 
medicolegal liability risks. As potential drugs of 
abuse, short-acting benzodiazepines seem to be 
preferred among addicts because of the rapidity of 
their onset of action.6  
In general, mood-altering substances are most 
highly reinforcing in patients with chemical 
dependence if the agent has a rapid onset of 
action, a high potency, a brief duration of action, 
high purity and water solubility (for intravenous 
use) or high volatility (ability to vaporize if 
smoked).7 Data suggest that highly lipophilic 
benzodiazepines (for example, those that cross the 
blood-brain barrier more rapidly), such as 
diazepam, and agents with a short half-life and 
high potency, such as lorazepam or alprazolam, 
are the most reinforcing benzodiazepines and, 
therefore, the ones most likely to be associated 
with abuse.6 
Health professionals, including medical students 
are said to be at a higher risk of substance harmful 
use because of relatively easy access to the drugs, 
high levels of work related stress, frequent contact 
with illness and death, relative isolation of 
medical school and disrupted sleep and social life. 
A study carried out in Pakistan regarding the 
prevalence and pattern of substance harmful use 
among the medical students in Lahore shows that 
illicit substance harmful use among the medical 
students is unacceptably high 17% and it may 
threaten their ability to provide adequate patient 
care and be a role model for healthy lifestyle.8 

Medical College is considered to be a time of 
significantpsychological distress for physicians in 
training. Some aspects of training may have 
unintended negative effects on medical students 
mental and emotional health.9 

Medical students, as tomorrow’s doctors, hold a 
unique place in society and have privileges and 
responsibilities different from those of other 
students. Different standards of professional 
behavior are hence expected of them.10 Substance 
use by medical student’s poses risks to them and 
can also have serious consequences on their 
effectiveness and fitness to practice as tomorrow’s 
doctors. It is believed that substance use among 
physicians starts early in their careers11-13 and the 
importance of studying the lifestyles of medical 
students to detect substance abuse is well 
recognized.10,11,14,15 
Benzodiazepine is the only substance found to be 
harmfully used by both male and female students 
as an anxiolytic especially during examination 
period.16 According to another study, the 
prevalence of harmful use of benzodiazepines 
among medical students was found 6%.9 A cross 
sectional study of medical students at Agha Khan 
University, found that a large majority of medical 
students were tolerant towards self-prescription of 
benzodiazepine for short term 
use.17Benzodiazepines are notorious universally 
and particularly in our country for their 
dependence and high frequency of use for 
deliberate self-harm.18 
The leading reasons deemed justifiable for 
students taking up drugs,  peer pressure (96%), 
academic stress (90%), curiosity for 
experimentation and "to get high" (88% each),  
insomnia (34%).19The most common sources of 
stress according to a study conducted in Nepal 
were staying at a hostel, high parental 
expectations and a vastness of syllabus and 
tests/exams, whereas another study conducted in 
Pakistan found different stress factors such as 
family history of depression (28.9%).9 

Rationale to conduct this study was to evaluate the 
prevalence of harmful use of benzodiazepine 
among the medical students because 
benzodiazepines have widespread acceptability as 
relatively benign sleeping pills and in past no such 
study had been conducted. It would ultimately 
help policy makers to start campaigns regarding 
awareness among medical students about the 



Prevalence of benzodiazepine harmful use in medical student of Nishter Medical College Multan 
 

Zeeshan Qayyum, et al.                                                                                                                                   269 

discouragement of such activity which would be 
helpful for them in future. 
 
OPERATIONAL DEFINITIONS: 
1. Medical student: Under graduate students 

from 1st professional MBBS to final 
professional MBBS of Nishter Medical 
college. 

2. Benzodiazepines: A class of drugs that 
have a hypnotic and sedative action, used 
mainly as tranquilizers to control 
symptoms of anxiety. 

3. Harmful use: Harmful use of a drug was 
considered if a person had taken any drug 
of benzodiazepines group in any dose, 
without physician’s advice within last 
month for once or more than once. 

Study design: 
 Descriptive, Cross Sectional study. 
Setting:Nishter Medical College Multan 
  
Duration of study: January 2016 to June  2016 
  
Inclusion Criteria: 

1. Medical students of Nishter Medical 
College Multan. 

2. Gender: both male and female. 
3. Age: 18-25 years. 

Exclusion Criteria: 
1. Medical students with history of mood 

disorders, psychotic disorders, anxiety 
disorders and personality disorders. 

2. Medical students with history of any 
chronic physical illness. 

3. Medical students not willing to participate 
in study. 

 
Data collection procedure: 
After permission from the ethical review 
committee, 250 medical students, after taking 
informed consent, were given the proforma to fill 
by themselves and assess by single psychiatrist for 
benzodiazepine harmful use. The proforma 
comprised of two parts, first part comprised of 

demographic variables i.e. age, gender and MBBS 
class while second part consisted of study 
variables i.e. residing in hostel or at home, 
monthly family income, belongs to urban or rural 
community, taken benzodizepines within last 
month and frequncy of intake was noted in 
predesigned proforma. 
Data analysis procedure: 
All the data collected through proforma was 
entered and analyzed with SPSS version 17. The 
qualitative data like gender and benzodiazepine 
harmful use was presented as frequency and 
percentages. Quantitative data like age (years) was 
presented as means ± standard deviations. Effect 
modifiers like age, gender, locality, monthly 
income were dealt by stratification. All the results 
were presented in the form of tables and graphs. 
Chi square test was applied to see any statistical 
difference between groups if existed. P value of ≤ 
0.05 was taken as significant. 
 
RESULTS 
Age range in this study was from 18 to 25 years 
with mean age of 22.51 ± 2.19 years. Majority of 
the students 192 (76.80%) were >21 years of age 
as shown in Table III. Out of the 250 students, 189 
(75.60%) were male and 61 (24.40%) were 
females with male to female ratio of 3.1:1 (Figure 
1). The %age of patients according to monthly 
income and locality are shown in Figure 2&3 
respectively.  
Benzodiazepine harmful use was found in 19 
(7.60%) students as shown in Figure 4. When 
Stratification was done on age groups and gender, 
it was found that there was no statistically 
significant difference of benzodiazepine harmful 
use between different age groups and gender as 
shown in Table IV & V respectively. Table VI & 
VII have shown the stratification of 
benzodiazepine harmful use with respect to 
monthly income and locality respectively and 
found statistically no significant difference among 
them.  
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Table-1: Age distribution (n=250) 
Age (years) No. of patients %age 

18-20 58 23.20 
>20-23 94 37.60 

>23-25 98 39.20 
Total 250 100.0 

 
Figure-1: %age of students according to gender (n=250). 

 
Figure 2: %age of students according to monthly income. 
 

 
Figure 3: %age of students according to Locality. 
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Figure 4: %age of students with Benzodiazepine harmful use.  

 
Table 2: Stratification of Benzodiazepine harmful use with respect to age groups. 
 

Age (years) Benzodiazepine harmful use p-value 
Yes No 

18-20 01 (1.72%) 57 (98.28%)  
0.142 >20-23 08 (8.51%) 86 (91.49%) 

>23-25 10 (10.20%) 88 (89.80%) 
 
Table 3: Stratification of Benzodiazepine harmful use with respect to Gender. 
 

Gender Benzodiazepine harmful use p-value 
Yes No 

Male 16 (8.47%) 173 (91.53%)  
0.363 Female 03 (4.92%) 58 (95.08%) 

 
Table 4: Stratification of Benzodiazepine harmful use with respect to monthly income. 
 

Monthly Income Benzodiazepine harmful use p-value 
Yes No 

1000-3000 02 (3.92%) 49 (96.08%)  
0.110 >3000-5000 02 (3.51%) 55 (96.49%) 

>5000-10000 05 (7.35%) 63 (92.65%) 
>10000 10 (13.51%) 64 (86.49%) 

 
Table 5: Stratification of Benzodiazepine harmful use with respect to locality 
 

Locality Benzodiazepine harmful use p-value 
Yes No 

Rural 05 (5.15%) 92 (94.85%)  
0.268 Urban 14 (8.92%) 143 (91.08%) 

 
DISCUSSION 
Benzodiazepines are a group of drugs called 
minor tranquillizers, often known as benzos. 
These drugs are prescribed by a doctor to help 
people with anxiety or sleep problems. There are 
about 30 different types (generic names) of 
benzodiazepines. Each one of these generic name 
drugs may be sold under several different brand 
names – all the same drug, but made by different 
companies.19 Benzodiazepines slow down the 

workings of the brain and the central nervous 
system. They are used medically to reduce 
anxiety, to help people sleep and to relax the 
body. They should only be prescribed for short 
periods of time. This is because it is possible to 
become dependent on them after as little as four 
weeks’ use as directed by a doctor.19-20 

The growing non-medical use of prescription 
drugs is a global health concern. Such usage can 
be defined as the taking of prescription drugs, 
whether obtained by prescription or otherwise, 
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other than in the manner or for the reasons or time 
period prescribed, or by a person for whom the 
drug was not prescribed. The real scale of the 
problem is unknown, due partly to lack of data on 
the non-medical use of prescription drugs, and 
partly to the existence of many gaps in the 
monitoring of their legal use for medical purposes 
as prescribed by health-care professionals (which 
creates opportunities for the diversion of these 
drugs to people to whom they were not 
prescribed). Most studies on and monitoring 
instruments for substance abuse pertains to the use 
of illegal drugs, or alcohol and tobacco. However, 
the non-medical use of prescription drugs is a 
unique category of substance use in number of 
ways and requires attention at different levels.21,22 

In recent years, the problem of non-medical use of 
psychoactive drugs by medical students and 
physicians has become an area of growing interest 
and concern for researchers, educational 
institutions and medical associations.23-

24 Physicians themselves can be seen as occupying 
diametrically opposite, and at times conflicting 
positions in relation to substance misuse; on the 
one hand they have a higher prevalence of drug 
misuse, but on the other they also have a pivotal 
role to play in the early detection of drug misuse, 
including among colleagues, and referral to 
appropriate services.23-24We have conducted this 
study to determine the prevalence of 
benzodiazepine harmful use among medical 
students of NishterMedical college.  
In our study, benzodiazepine harmful use was 
found in 19 (7.60%) students.According to a 
study, the prevalence of harmful use of 
benzodiazepines among medical students was 
found 6%.9 A cross sectional study of medical 
students at Agha Khan University, found that a 
large majority of medical students were tolerant 
towards self-prescription of benzodiazepine for 
short term use.17 Studies from the UK and Ireland 
report 14%–35.6% current illicit substance use 
and up to 90% current alcohol use,106,107 which is 
far higher than our findings and those of other 
studies from the subcontinent.25-26 

Magalhaes et al27 in 1991 has done a study on 
1,069 university students from various faculties in 
the city of São Paulo and found prevalence of 
benzodiazepine harmful use in 5.0% 
students.Mesquitaet al111 in 1995 in the same 
institute has found this prevalence in 11.0% 
students.Female sex was found to be a protective 
factor against the useof benzodiazepine harmful 
use even after adjusting for age, year of study, 
andtobacco, alcohol and non-prescription drugs.25 
Western studiesreport a much narrower gender 
gap among substance users15 andnote rising rates 
of substance use by women.15 There is also 
clearevidence now of greater medical, 
physiological and psychologicalharm occurring 
earlier in women who start using 
alcoholexcessively.28 

The problems arising from substance use among 
medical students and its correlates have been 
described in various studies. Substance use among 
doctors is a personal health risk and could lead to 
serious professional consequences including 
negligent behaviour, impaired fitness to practice 
and even serious harm to patients. Physicians who 
misuse addictive substances may also fail to take 
the issue seriously when confronted by such 
problems in their patients.25 

There are many reasons for the drug use among 
medical college students. Among them the need to 
reduce stress related to high academic and social 
demands,29 curiosity, the pursuit of pleasure; the 
need for more study time and to make friends,30 to 
increase the concentration and energy levels to 
improve the academic performance, recreation31 
and to suppress the appetite. Furthermore, students 
in the health field may have greater access to 
psychiatric drugs.29Moore et al. identified several 
medical school precursors of physician drug abuse 
including lack of religious affiliation, smoking a 
pack of cigarettes a day, regular use of alcohol, 
anxiety or anger as a response to stress, and 
frequent use of alcohol in non-social settings. 
Idealistic behaviors, high academic rank in class, 
perfectionist behavior––traits that are likely to 
predict success in medical school––have been 
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described as risk factors for substance use.32-33So, 
on the whole it is concluded that prevalence of 
benzodiazepine harmful use among medical 
students of Nishter Medical college is 7.60% 
which is little bit high.  
 

CONCLUSION 
This study concluded that prevalence of 
benzodiazepine harmful use among medical 
students of Nishter Medical College Multanis 
7.60% which is little bit high. So, we recommend 
that there should be campaigns regarding 
awareness among medical students about the 
discouragement of such activity which would be 
helpful for them in future. 
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