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Position Statement – Oral Promazine 

Position Statement  In rare cases promazine may be used cautiously in 

individual cases for its licensed indication with clinical 

justification where benzodiazepines and promethazine are 

not tolerated, not effective or not appropriate. Previous 

response to treatment and patient choice should also be 

considered.  

Promazine should only be prescribed at lowest effective 

dose and for a time-limited duration.  

Baseline and ongoing physical health checks should be 

completed in line with other antipsychotics. 

 

Promazine should not be used for management of BPSD 

(behavioural and psychological symptoms of dementia) 

 

Existing patients prescribed promazine should be reviewed 

and consideration given to gradual discontinuation of 

treatment. Refer to “Guidance to support the review of 

promazine prescribing” section of this document for further 

support. 

 

 

  

 

 

Therapeutic Use and Background 

  

Promazine is a phenothiazine-type, first generation (typical) antipsychotic with relatively 

weak antipsychotic activity making it less effective in treating psychotic disorders but with 

pronounced sedative effects. It is licensed for short term adjunctive management of 

psychomotor agitation, and for agitation and restlessness in the elderly. Within GM it has 

historically been used as an “as required” medication alternative to benzodiazepines for 

agitation/acute disturbance but continued long-term outside the scope of its licensed 

indication. In some cases, its used alongside regular antipsychotic treatment, increasing 

the risk burden from polypharmacy and dual antipsychotic therapy.   

 

Promazine is an antipsychotic and is not interchangeable with promethazine which is a 

sedating antihistamine. Promazine is not endorsed in any recent guidelines for 

management of agitation (e.g. NICE, BAP) and the BNF marks it as a drug considered 

to be “less suitable for prescribing”. Promazine is not currently classified on GMMMG. It 

is a typical antipsychotic and as such is subject to the same monitoring requirements as 

other typical antipsychotics.  

  

Promazine is subject to considerable first-pass metabolism, resulting in significant 

plasma concentration variations between patients. It is highly sedative, has 
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anticholinergic activity, hypotensive effect and can prolong QTc at therapeutic doses – 

patients >65 years are all more susceptible to this range of ADRs. Despite its license for 

agitation and restlessness in the elderly its anticholinergic activity makes it particularly 

unsuitable for prescribing within dementia. Relative incidence and severity of side-effects 

is higher than other antipsychotics. It is highly toxic in overdose and can result in grand 

mal seizures, QRS prolongation and coma making it an unsuitable treatment choice in 

patients with an overdose risk.  

 

New patients 

  

In view of the risks outlined above and the lack of evidence to support the use, 

promazine should not be routinely initiated. It may be used in individual cases for its 

licensed indication where benzodiazepines and promethazine are not tolerated, not 

effective or not appropriate and should only be prescribed at lowest effective dose and 

for a time-limited duration. 

 

 

Management of existing patients prescribed promazine 

 

Where the review of these patients happen will depend on who initiated treatment with 

promazine and whether the patient is currently open to secondary mental health services.  

 

For patients whose promazine was initiated in primary care the use of promazine should 

be reviewed during the next routine primary care appointment.  For patients currently 

open to mental health services and where promazine was initiated or recommended by 

a specialist the use of promazine should be reviewed during the next routine outpatient 

appointment. For patients whose promazine was initiated or recommended by psychiatry 

but that are no longer open to secondary Mental health services a local agreement should 

be reached on review and management of this cohort.  

 

Guidance to support the review of promazine prescribing 

 

Gain a comprehensive medication history and check adherence as a first step, if 

promazine is rarely or never taken this makes discontinuation simpler.   

 

For patients who take promazine regularly discuss risk: benefit of continued use with the 

patient and aim to reach an agreement using a shared decision-making approach. Allow 

enough time to explore the person's circumstances and preferences. Acknowledge and 

discuss with the person any differences between their views and your own about the risks 

and benefits of the medicine. Be prepared for queries about prescribing decisions made 

previously. Explain that our understanding of the balance of risks and benefits of a 

medicine can change over time. If sufficient clinical detail is available, discuss the 

possibility that past prescribing was done in the person's best interests using the 

knowledge available at the time. 
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Potential management options would include: 

• Gradual discontinuation of promazine normally over a period of at least 4 

weeks with regular review and monitoring for any returning symptoms, 

• Dose reduction with ongoing review for people who find complete withdrawal 

too difficult, 

• Continuing promazine at current dose and frequency if deemed clinically 

appropriate with additional physical health monitoring to mitigate risks and 

further review scheduled. 

• Switching promazine to an alternative medication depending on indication. 

This would not normally be considered when being used for agitation unless 

symptoms re-emerge following withdrawal which require short-term 

pharmacological management.   

 

Planning a reduction / withdrawal: 

 

Due to the risk of discontinuation reactions promazine should not be stopped abruptly 

unless serious side-effects effects occur. Discontinuation reactions include; nausea, 

vomiting, sweating, insomnia, recurrence of psychotic symptoms and emergence of 

involuntary movement symptoms (akathisia, dystonia, dyskinesia). 

 

Consider factors that might increase the person's risk of problems during withdrawal, 

including: 

• long duration of medicine use 

• high dose of medicine 

• history of discontinuation reactions 

 

Consider factors that might influence the timing of the start of the dose reduction, such 

as the person's circumstances and available support. 

 

When agreeing a dose reduction schedule with the person: 

• ensure that the planned rate of reduction is acceptable to the person 

• consider giving the person additional control over the process of dose reduction if 

no concerns about potential for abuse (for example, by issuing their usual daily 

dose as 25mg tablets that allows them to reduce the amount in small decrements 

at a pace of their choosing, rather than issuing successive prescriptions for 

reduced daily doses) 

• agree regular intervals for reviewing and adjusting the reduction schedule as 

needed 

• ensure the person knows who to contact if problems occur. 

• During withdrawal, offer continued management of the underlying condition for 

which the medicine was prescribed, if needed. 
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The target dose for when to stop is when the person is taking 25mg daily. If stopping is 

not possible at the target dose, offer promazine liquid (25mg/5mL) and an oral syringe to 

achieve further reductions 

 

 

Strategies if withdrawal cannot be agreed or is unsuccessful 

 

If a prescriber thinks that a medicine is not in the person's best interests but a shared 

decision about reducing or discontinuing a medicine cannot be reached with the person, 

the prescriber should follow the advice on 'handling patient requests for medicines you 

don't think will benefit them' in the General Medical Council guidance: good practice in 

prescribing and managing medicines and devices. The prescriber should: 

• not prescribe a medicine if they believe it is not in the person's best interests 

• explain the reasons for their decision to the person 

• document all discussions carefully and give a copy to the person 

• offer the person a second opinion 

 

If dose reduction has been unsuccessful (for example because of intolerable 

discontinuation symptoms or a change in the person's physical, mental or social 

circumstances) and the current prescription needs to be continued: 

• aim to stop any further escalation in dose 

• make a plan to attempt dose reduction again at a later date and consider using 

liquid to facilitate smaller dose decrements 

• clearly record the advice given to the person about the potential harms of 

continuing the medicine, and the reasons for continuing without a reduction, in the 

management plan. 

 

 

Considering alternative medications: 

 

Although unlikely choice and initiation of an alternative antipsychotic where patients are 

prescribed promazine for a psychotic disorder should be led by the local mental health 

service.  

Switching to an alternative medication for other indications should not routinely be 

considered unless symptoms re-emerge following withdrawal which require active 

pharmacological management. Choice of medication will depend on the symptoms that 

emerge and may include short-term use of BDZs, z-drugs and promethazine inline with 

relevant national guidance: NICE CKS anxiety, NICE CKS insomnia, NICE BPD. Where 

re-emergent symptoms relate to an unmet mental health condition psychological therapy 

and/or initiation or optimisation of maintenance psychotropics should be considered. 

Locally available options should be explored when considering psychological therapy. 

Choice of medication would be based on indication, relative side-effects, co-morbidities 

and concurrent medication and be discussed with the patient and in-line with National 

prescribing guidelines, including but not limited to; NICE CKS anxiety, NICE CKS 

Depression, NICE CKS OCD, NICE CKS PTSD, NICE Dementia.  

 

https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/good-practice-in-prescribing-and-managing-medicines-and-devices
https://cks.nice.org.uk/topics/generalized-anxiety-disorder/
https://cks.nice.org.uk/topics/insomnia/
https://www.nice.org.uk/guidance/CG78
https://cks.nice.org.uk/topics/generalized-anxiety-disorder/
https://cks.nice.org.uk/topics/depression/
https://cks.nice.org.uk/topics/depression/
https://cks.nice.org.uk/topics/obsessive-compulsive-disorder/
https://cks.nice.org.uk/topics/post-traumatic-stress-disorder/
https://www.nice.org.uk/guidance/ng97
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