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Benzodiazepines: Part II 

 

 
In the August 2010 issue of JNLA, we raised the question of whether or not to use 

benzodiazepines (BNZ), especially in the typical general medical practice. The reality on the 

ground is that BNZs are very effective in the treatment of anxiety and insomnia and will continue 

to be used in many clinical settings until better psychopharmacological agents – without a 

dependence factor – are developed. In the 40 or so years since BNZs were developed and made 

their way into the U.S. pharmacopeia, several issues have become apparent: 

1. BNZs are widely used for the treatment of anxiety and sleep disorders. 

2. BNZs show strong efficacy in the short-term for these conditions.  

3. 40% of BNZ prescriptions are written for long-term use (>3 months). 

4. Most BNZ prescriptions are not written by psychiatrists. 

5. Most BNZ prescriptions are not preceded by a trial of behavioral approaches (particularly 

for insomnia) nor are these latter approaches utilized along with the BNZ as treatment 

proceeds. 

6. Scientific research has not adequately studied long-term BNZ usage in terms of 

risk/benefit. Outcome studies are scarce.  

7. Each time a BNZ prescription is written, it leads to long-term use in more than 1/3 of the 

patients. 

8. While high-dose dependence is a rare phenomenon, the literature is frustratingly unclear 

how frequently physiological dependence develops in patients taking low-dose BNZ. 

9. The proper use of BNZ requires assessment, clear indications for use, knowing the at-risk 

factors, familiarity with the pharmacokinetic profile of the specific BNZ prescribed, 

prescribing within a structured context, either implied or at times, written up in contract 

format, and the ability to discontinue the BNZ when no longer useful or when it has 

complicated the clinical situation unnecessarily.
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General guidelines for prescribing BNZ: 

1. Start at the lowest dose and titrate upwards slowly. 

2. Plan to utilize BNZ for the shortest time possible, usually 1 to 3 months.  

3. When utilized along with SSRIs or other antidepressants (AD), which have long start-up 

lag periods, it makes sense to plan to lower the BNZ dose or discontinue as the AD 

becomes effective. 
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4. Long-term use of BNZ should be reserved for chronic, relapsing disorders and when 

conditions have been refractory to other first-line treatments.  

5. Use with extreme caution with any patient with a positive addiction history, or perhaps 

bypass altogether. 

 

General guidelines for discontinuing BNZ:
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1. Anticipate the withdrawal phase with discussion of the positive doctor-patient alliance 

and buttress the patient’s confidence in handling the discontinuation. 

2. Discuss the phenomenon of symptom rebound which is often the signal for the patient’s 

reluctance to continue to cooperate with the discontinuation of BNZ.  

3. Utilize progress response instruments such as the Benzodiazepine Withdrawal Symptom 

Questionnaire to quantify symptom severity and its decrease, as you go along. 

4. Utilize alternative treatments such as SSRIs for anxiety and non-BNZs for insomnia.  

5. Psychological interventions such as cognitive-behavioral therapy for anxiety symptoms 

or psychoeducation, regarding healthy sleep hygiene approaches for insomnia, are very 

helpful.  

6. For high dosage BNZ or rapid onset BNZ, switch to diazepam (Valium) at equivalent 

dosage and then taper slowly. Diazepam is metabolized very slowly thereby avoiding the 

peaks and valleys of plasma levels of many of the BNZ. 

7. The usual withdrawal period is 4 to 6 weeks, and not longer than 6 months. Each week, 

decrease the BNZ dose by 10-25%. If withdrawal symptoms become less manageable, 

then slow down the tapering during the final phase. 

 

The typical plan for discontinuing diazepam is as follows: 

1. When the treatment dose is greater than 20 MG/day, reduce the dosage by 10 MG/week. 

2. When you arrive at 10-20 MG/day, then taper by 5 MG/week. 

3. When the therapeutic dose is less than 10 MG/day, then lower the dose by 2.5 MG/week 

over a 3-4 week period. By week 3, the dose is 2.5 MG in the morning and 2.5 MG in the 

evening. In week 4, the recommendation is to take the final 2.5 MG/day at lunchtime for 

one week, then stop.
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Any BNZ may be used for tapering with a strict regimen of fixed intervals during each 

discontinuation day. However, because of its longer half-life, diazepam (Valium) provides a 

smoother course with fewer swings in plasma levels; rapid swings could lead to rebound anxiety 

or withdrawal symptoms that may interfere with the tapering process and provoke the patient to 

want to return to their regular dose of BNZ. For illumination, the elimination half-life of 

diazepam is between 20-100 hours, while that of alprazolam (Xanax) is 6-12 hours.  

 

Finally, it is important to know which BNZ have a fast onset of action and which are slow. Keep 

in mind that the fast-acting BNZ tend to be more likely abused or lead to dependence, because 

they rapidly cross the blood-brain barrier.  
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Some of the fast-acting BNZ are: 

Alprazolam (Xanax) 

Diazepam (Valium) 

Lorazepam (Ativan). 

 

Some of the slower onset of action BNZ are: 

Clonazepam (Klonopin) 

Chlordiazepoxide (Librium) 

Chlorazepate (Transxene) 

Oxazepam (Serax). 
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