
 

JNLA 
Journal of the National Library of Addictions 

 
Volume 6, Issue 8                                                               August 2010 

Alan Fisch, MD              National Library of Addictions 

 

 

Benzodiazepines: Good or Bad?  

 

 
 Benzodiazepines (BNZ) have been in the pharmacopeia for about 50 years. They 

originally were touted as the long-awaited alternative for easily addicting and often lethal 

barbiturates. After a while, it became apparent there was indeed a dependence potential and 

many sorry examples of significant misuse. However, to this day, as is the case with most 

neuropsychological agents, we have very few long-term outcome studies. What we have instead 

is a collection of anecdotal results, a literature composed of short-term research and a highly 

emotional schism between those who advocate a continued role and use of BNZ’s and a fervent 

outcry against the prescribing of BNZ’s particularly in the Addiction Treatment community 

where there are plenty of examples of diversion, abuse and addiction.  

 

Overview: 

 BNZ’s were originally developed and prescribed for their anxiolytic and hypnotic 

properties which meant that they quickly became first-line medications for anxiety and insomnia. 

In the 1960’s, general internal medicine and psychiatry were the early prescribers of BNZ’s. 

Neurology also found clinical helpfulness from the anticonvulsive and myorelaxing aspects of 

this new class of agents for epilepsy and muscular sports injuries. After the first BNZ, Librium 

(chlordiazepoxide), was found to have withdrawal symptoms and growing evidence of 

dependence risk, a “better mousetrap” was introduced in the 1963 – Valium (diazepam) – which 

was presented as free from the earlier problems of dependence and addiction. By the 1980’s, 

however, there was a growing recognition of the dangers of increased tolerance leading to larger 

dosing than intended and the evidence of medication abuse in the scientific literature as well as 

in the popular media.
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 While Valium was the most prescribed drug in the U.S. during the ‘70’s, 

anecdotal stories began to pour in about its dangers and untoward results, leading to a growing 

reluctance to prescribe BNZ’s in many quarters. Like the carpenter’s saw or the Boy Scout’s 

compass, these medications are only a tool; and they require proper training and mastery, 

informed by research and scientific evidence in order to be efficacious and safe. The following 

areas reflect the latest information that has been accumulated over the past 50 years.  

 

 

 

 

Anxiety Disorders (AD): 
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 Up until 20 years ago, BNZ’s continued to be the “go-to” drug for a variety of AD’s, 

including generalized anxiety disorder, panic disorder, simple phobias and adjustment disorders. 

Although there is still good evidence for the usefulness of BNZ’s, for many of these conditions, 

there has been a shift in the direction of SSRI’s, mainly because of the recognition of the abuse 

potential of BNZ’s in chronic conditions. Now, BNZ’s are considered a second-line treatment 

option, although the World Council of Anxiety continues to cautiously recommend clonazepam 

for social phobia, short-term BNZ for generalized anxiety disorder and high-potency BNZ for 

panic disorder.
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 Research evidence for the optimum duration of BNZ treatment is not yet available. Many 

patients have demonstrated that they are capable of taking stable long-term dosages of BNZ 

without any dosage escalation. One approach in common practice is as-needed use. This method 

has fallen into disrepute because the fluctuating blood levels may, in fact, aggravate anxiety 

symptoms through withdrawal reactions leading to increasing dependence.  

 BNZ’s are not only ineffective for Post-Traumatic Stress Disorder, but may actually 

worsen the condition. There is also little evidence that BNZ’s are effective in Obsessive-

Compulsive Disorder. For comorbid anxiety disorders, with depressive disorders, antidepressants 

have been found to be the medicine of choice.
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Insomnia: 

 Although some of the early application of BNZ’s was for sleep problems, consensus now 

has it that first-line approaches are with non-BNZ hypnotics. The Z-drugs have become the 

usually prescribed medications (zaleplon, zolpidem, zopiclone, eszoplicone) along with 

melatonin-receptor drugs, antihistamines, and older generation anti-depressants such as 

trazodone, Elavil or doxepin. These agents are usually combined with CBT, relaxation methods 

and sleep hygiene education. BNZ’s should not be prescribed for people with serious respiratory 

problems, and they present particular dangers in the geriatric population. A common sleep 

problem in the elderly is early morning awakening where the BNZ’s are especially unhelpful.
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Substance Abuse: 

 The major problems with BNZ’s revolve around rebound anxiety, rebound insomnia and 

non-therapeutic dependence. Some patients take BNZ’s for their euphorogenic effects or to 

modulate dysfunctional physiological states relative to drug abuse and/or alcoholism. Obviously, 

the prescriber should not continue utilizing BNZ’s in a misuse situation; if the patient’s 

dependence is such that withdrawal is unsuccessful, then the patient should be referred to a 

specialty setting. High-dose maintenance use needs to occur within the framework of a strict 

treatment plan. Long-term treatment with benzodiazepines is not considered abuse or addiction. 

However, a physiological dependence does occur and the patient and follow-on treaters (such as 

in an ER) need to be forewarned about the prohibition of abrupt cessation of the drug.  

 

Conclusion: 
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 50 years ago, benzodiazepines were greeted with great anticipation and hope. They were 

seen as a more elegant and sophisticated alternative to the harsher, blunter, more dangerous 

barbiturates. Barbiturates were seen as wonder drugs for almost 100 years, for insomnia, 

anesthesia, neurological disorders, particularly epilepsy and anxiety, until the 1950;s and 60’s. 

Then the dangers of dependence, addiction and suicide became more apparent. BNZ’s were 

found to be a much safer drug, as patients could tolerate intentional as well as unintentional 

overdose. BNZ’s were also promoted as the “new” barbiturate, without any abuse potential; time 

and clinical experience have taught us otherwise. With careful selection and knowing the patient, 

benzodiazepines can provide a potent and useful therapeutic approach. Caution and vigilance for 

misuse, abuse, medication adherence, withdrawal symptoms, complications from as-needed use, 

rather than a long-term regimen, will inform the practitioner for utilizing benzodiazepines in a 

positive and helpful way rather than shunning a useful adjunct in our pharmacopeia.  
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