GUIDELINES FOR THE USE OF
BENZODIAZEPINES IN OFFICE PRACTICE IN
THE STATE OF MAINE
Introduction: This is an evidencebased guideline for the use of benzodiazepines and related drugs in
clinical office practice. Attached is a bibliography including earlier guidelines on which this guideline is
partially based and websites, reviews, and clinical studies that provide supporting evidence. This guideline
applies to benzodiazepines used primarily as anxiolytics and sedative/hypnotics, and to the related Z
drugs, such as zolpidem, which, while structurally different from the benzodiazepines, produce similar
pharmacologic effects and have similar dependence and abuse potential.

The patient and his healthcare providers should agree on one provider to be the designated
BZD prescriber for that patient. This designated prescriber will also be responsible for
prescribing other medications with abuse potential, specifically central nervous system
stimulants and narcotics, keeping in mind that the use of BZDs with longterm narcotics
and stimulants is not recommended. .
Patients receiving a new prescription for a BZD for anxiety should be advised on nondrug
therapies. Counseling referral will be strongly recommended.
Risks and side effects of BZDs should be reviewed, including the risk of dependence. In
the patient over 65, these include the risk of falls, cognitive impairment, and interactions
with other medications and medical conditions. Therefore BZDs should be used with
caution in this age group. Because of delayed metabolism and increased risk of side
effects, BZDs should be initiated at onehalf of the usual adult starting dose in the elderly
patient.
Prescription BZDs are often diverted. Care should be taken when prescribing to reduce
the risk of diversion.
When initiating a course of BZD treatment, the clinician should keep in mind that some
patients will have difficulty discontinuing the medication at the end of the acute treatment
period. At the initiation of treatment, the patient should be advised explicitly regarding the
duration of treatment. Exit strategies, such as a short taper or initiation of alternative
treatments, may be discussed. If the patient’s past medication use patterns or history of
substance abuse suggest that BZD discontinuation may be problematic, then alternatives
to BZDs should be utilized.
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1. Contraindications to BZDs (particularly for longterm use)
a) Pregnancy and the patient at risk for pregnancy. BZDs are category D. If a
hypnotic is necessary, Zolpidem (Ambien), which is category B, is preferred.
Patients who conceive while on BZDs should be tapered off completely or to
the lowest possible dose.
b) Active substance abuse, including alcohol.
c) Medical and mental health problems that may be aggravated by BZDs. These
include fibromyalgia, chronic fatigue syndrome, other somatization disorders,
depression (except for shortterm use to treat associated anxiety), bipolar
disorder (except for urgent sedation in acute mania), ADHD, kleptomania,
and other impulse control disorders. They may worsen hypoxia and
hypoventilation in asthma, sleep apnea, COPD, CHF, and other
cardiopulmonary disorders.
d) Patients being treated with opioids for chronic pain or replacement therapy
for narcotic addiction.
e) Grief reactions. BZDs are often used for short term treatment of insomnia in
acute grief but should otherwise be avoided in treating grief reactions, as they
may suppress and prolong the grieving process.

2. Indications for shortterm treatment with benzodiazepines
a) The principal indication for BZDs is for shortterm treatment (2 to 6 weeks) of
anxiety disorders. These conditions include generalized anxiety disorder,
phobias, PTSD, panic disorder, and severe anxiety associated with depression,
while waiting for the full effect of the antidepressant. While BZDs have been
studied and utilized to treat these conditions they are not firstline therapy for
any of them. However, it is acceptable to use BZDs as adjuncts during initial
treatment while waiting for definitive therapy with longterm medications and/or
counseling to take hold. Continuing BZDs beyond 4 to 6 weeks will result in
loss of effectiveness, the development of tolerance, dependence and potential
for withdrawal syndromes, persistent adverse side effects, and interference with
the effectiveness of definitive medication and counseling. BZDs taken for more
than 2 weeks continuously should be tapered rather than discontinued abruptly.
b) Insomnia
There is evidence for the effectiveness of BZDs and other hypnotics in the
relief of shortterm (1 to 2 weeks), but not longterm, insomnia. The treatment
period should not exceed 2 weeks. The only significant clinical difference
between older BZD hypnotics and the newer ones—zolpidem (Ambien),
zaleplon (Sonata), and eszopiclone (Lunesta)  is the shorter halflife of
zolpidem and zaleplon (2 hours). All three have similar risks of dependence
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and tolerance. A search for an etiology of the insomnia should be undertaken.
Sleep hygiene measures should be discussed.
c) Muscle relaxant
BZDs or other muscle relaxants are indicated for the shortterm relief (1 to 2
weeks) of muscular discomfort associated with acute injuries or flareups of
chronic musculoskeletal pain. BZDs may be combined with analgesics and
nondrug therapies but not with other sedatives, hypnotics, or other muscle
relaxants.
d) Other Indications:
Urgent treatment of acute psychosis with agitation
As part of a protocol for treating alcohol withdrawal
Adjunctive treatment of withdrawal from other addictions (less accepted)
Singledose treatment of phobias, such as flying phobia
Seizures and a limited number of other neurological disorders
Sedation for office procedures

3. Indications for longterm treatment with benzodiazepines.
BZDs may be used for longer than 6 weeks in the terminally ill, in the severely
handicapped patient, in certain neurological disorders (stiffperson syndrome), and as
an alternative to antipsychotics in the severely demented patient.

4.

Approach to the patient already on longterm benzodiazepines.
There is no evidence supporting the longterm use of BZDs for any mental health
indication. At the time of BZD prescription renewal or medication review, the
physician should discuss the risks of longterm BZDs and the benefits of
discontinuation (on cognition, mood, sleep, and energy level) and advise the patient
to reduce or discontinue the BZD. For some patients this will be difficult or
impossible, but the effort should be made. For many a reduction in dose, rather than
discontinuation, will be the goal.
Those who can be persuaded to do so should attempt a taper of their current BZD or
hypnotic. The taper should be slow—starting with ½ of a tablet every 2 weeks (or 10
to 12% of the daily dose if the BZD is taken once daily). Exceptions to this are
zolpidem and zaleplon, which may be tapered more quickly or even stopped abruptly
since their halflife is short. Eszopiclone has a halflife in the range of shortacting
BZDs (6 hrs) so will need to be tapered. The patient should direct the taper as much
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as is feasible. Some may accomplish this with limited physician input. Others will
benefit from a more structured framework of periodic physician visits, with the
physician closely supervising the tapering schedule. The rate of tapering should be
individualized. The process may take 3 to 12 months to complete.
If this is not successful or if it is preferred, the patient can be switched to an equivalent
dose of a longacting BZD (diazepam or chlordiazepoxide) or phenobarbital and then
tapered off.. If a switch is made, it should be stepwise—one dose every one to two
weeks if the patient is on multiple daily doses. The tapering process may begin during
the conversion. See the table below for dose equivalents that may be used for this
conversion.
Because they share GABAnergic receptor activity with BZDs, several anticonvulsants
(carbamazepine, valproate, gabapentin) can be used to facilitate rapid BZD
withdrawal. While on a maintenance dose of the anticonvulsant, a rapid taper of the
BZD can be undertaken over three days to two weeks. The anticonvulsant will be
continued for 2 to 3 months and then tapered.
Counseling should be available to assist with the withdrawal process. The counselor
may be utilized to treat the underlying condition for which the BZD was prescribed, to
address personal crises which may derail the tapering schedule, and to deal with
rebound anxiety.
For a more detailed discussion of how to withdraw patients from BZDs, visit the
website www.benzo.org.uk.
5. Special Considerations
a) Care should be taken not to taper alprazolam too rapidly, nor to switch from it
to another BZD too abruptly, as withdrawal seizures are more prone to occur
with it than with other BZDs.
b) Patients who have previous addiction problems, are on high doses of BZDs, or
who are taking opiates or amphetamines concurrently will be more difficult to
withdraw and may benefit from referral to an addiction specialist.
c) As patients age they will become more sensitive to the same dose of a BZD
and have higher risks of adverse effects, so aging patients unable to discontinue
longterm BZDs should at least have their dose reduced.
d) There is some risk in driving and operating dangerous machinery even with
stable doses of BZDs. Those with increased risk, including a recent dose
increase, concomitant use of other sedative medications, high doses, or
observed sedating effects should be cautioned not to drive. Occasionally it will
be necessary to notify the state Division of Motor Vehicles.
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EQUIVALENCE TABLE TO BE USED FOR SUBSTITUTION DURING
WITHDRAWAL
Alprazolam (Xanax)
Chlordiazepoxide (Librium)
Clonazepam (Klonopin)
Diazepam (Valium)
Lorazepam (Ativan)
Temazepam (Restoril)
Zolpidem (Ambien)
Zaleplon (Sonata)
Eszopiclone (Lunesta)

0.5 mg
25 mg
0.5 mg
10 mg
1 mg
20 mg
20 mg
20 mg
3 mg
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Large site that is consumeroriented, but of interest to clinicians also. Useful information
on BZD withdrawal, links to other sites.
See the page “ Benzodiazepines around the world”.
www.nice.org.uk
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