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This document summarizes Benzodiazepine: Best Practices in Primary Care to support 
clinical practice. Clinicians are strongly encouraged to refer to the full bulletin for thor-
ough guidance and information on when to prescribe benzodiazepine receptor agonists 
(BZRAs), non-BZRA treatment options for insomnia and anxiety, potential risks associ-
ated with long-term BZRA use, and when to consider deprescribing BZRA. This docu-
ment does not provide stand-alone guidance. When providing clinical care, all clinicians 
should adhere to basic principles of care, including being client-centred, trauma- and 
violence-informed, and culturally safe and humble.

	˟ These best practices are relevant for:
	» Individuals prescribed BZRA who may or may not meet criteria for benzodiaze-

pine use disorder

	˟ Some of these best practices may be applicable to those who have been intention-
ally seeking out unregulated BZRAs over time and developed dependence; howev-
er, the guidance in this document is grounded in evidence pertaining to prescribed 
BZRAs, which may limit direct applicability.  

	˟ For information on inadvertent BZRA use through the unregulated drug supply, 
please refer to the BCCSU’s Clinical Bulletin: Benzodiazepines and Opioids

	» Updated guidance from the BCCSU on the care of individuals who have devel-
oped, or are at risk of developing, benzodiazepine withdrawal due to the adulter-
ation of the unregulated opioid supply with benzodiazepines is forthcoming
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	˟ Benzodiazepine receptor agonists are a class of central nervous system 
(CNS) depressants

	˟ Approved indications include short-term, symptomatic treatment or bridging

	˟ Often used off-label (dosing frequency and prescription length)

	˟ There is no substantial evidence that suggests long-term BZRA use beyond 
2–4 weeks is clinically effective for commonly-prescribed for conditions 
such as insomnia and anxiety disorders1

1.1 Indications for BZRA Use (Non-exhaustive List)
Approved indications vary by drug and symptoms and include:

	˟ Acute alcohol withdrawal2, 3

	˟ Transient and short-term insomnia4, 5

	˟ Anxiety, panic, and phobia disorders6, 7

	˟ Acute seizure and seizure disorders8, 9

1.2 Risks Associated with BZRA Use
Long-term BZRA use is associated with negative health outcomes, such as10-15:

	˟ Confusion12, 13, 16

	˟ Motor vehicle collisions17, 18

	˟ Accidents and injuries19

	˟ Sedative use disorder14, 15, 20

	˟ Obstructive sleep apnea9, 21

	˟ Post-traumatic stress disorder  
development following recent 
trauma22

	˟ Respiratory failure (among  
individuals with chronic obstruc-
tive pulmonary disease)23

	˟ Aggression or hostility7, 11

	˟ Suicidal thoughts and behaviours24

	˟ Increased severity of some  
mental health conditions22

	˟ Risks increase with duration and escalating doses7, 25

	˟ Co-occurring CNS depressant use (e.g., opioids, alcohol) increases risk of 
drug toxicity and death10,26-28

Background
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	˟ Treatments for acute conditions should be considered first:
	» Anxiety disorders: 

	◼ First-line: Psychosocial treatment and selective serotonin/serotonin 
norepinephrine reuptake inhibitors (SSRI/SNRI)29,30

	◼ Benzodiazepines may be considered as short-term (4–8 week)  
adjunctive therapy to newly-initiated SSRI treatment for anxiety  
disorders while therapeutic dosing is reached31

	◼ See the Canadian Clinical Practice Guidelines for the Management of 
Anxiety, Posttraumatic Stress and Obsessive-Compulsive Disorders 
for detailed guidance on treating anxiety disorders

	» Insomnia: 
	◼ First-line: Cognitive behavioural therapy32,33

	◼ Discuss the importance of sleep hygiene
	◼ Short-term or intermittant use of BZRAs may be considered as an 

adjunct to first-line therapy or for particularly disabling acute 
insomnia36

	˟ A comprehensive assessment should be conducted to confirm or exclude 
underlying issues such as pain, trauma, or psychiatric or substance use 
disorder presenting as anxiety or insomnia

	˟ Avoid long-term BZRA prescriptions for anxiety and insomnia 

Alternatives to  
Benzodiazepine  
Receptor Agonist  
Prescribing 
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https://bmcpsychiatry.biomedcentral.com/articles/10.1186/1471-244X-14-S1-S1
https://bmcpsychiatry.biomedcentral.com/articles/10.1186/1471-244X-14-S1-S1
https://mysleepwell.ca/cbti/


4/9Benzodiazepines: Best Practices in Primary Care (Summary) |  May 2025

	˟ Offer education on long-term risks and opportunities to collaborate on a 
BZRA taper for all clients who have been regularly taking BZRAs for  
extended periods of time

	˟ Outpatient BZRA tapering is safe and effective for most clients with  
appropriate monitoring34-36

	˟ Avoid repeat BZRA prescriptions without assessment and discussion4

3.1 Deprescribing 

	˟ Deprescribing: planned and supervised reduction or cessation of  
medications that may be causing harm or no longer providing benefit33,37

	˟ Goal is to reduce medication burden and harm while maintaining or  
improving quality of life52

	˟ Abrupt BZRA discontinuation (<1–2 weeks) for individuals with physiolog-
ical dependence who have been chronically accessing BZRAs on a daily 
basis can cause severe harm and is not advised38

	˟ Deprescribing strategies:33

	» Tapering 
	» Prescribing as needed (PRN) for acute events
	» Lower dose compared to baseline prescription
	» Behavioural interventions
	» Educational and motivational tools about the tapering process37, 38

	» Referral to psychiatrist or psychologist, if indicated 

Reduce or  
Discontinue Long-
term Benzodiazepine 
Receptor Agonist  
Prescribing
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3.2 Discussing Deprescribing 

	˟ Many people may be unaware of the risks of long-term BZRA use
	» Discuss the known risks and lack of evidence for benefits with long-term use

	˟ Offer education but avoid overloading the person with information

	˟ Connect individuals’ values to potential benefits of deprescribing
	» Potential benefits of discontinuation:

	◼ Improved sleep, cognition, mood, and daytime alertness 
	◼ Reduced risk of fatigue, depression, and falls
	◼ Decreased pill burden
	◼ Decreased medication costs

	˟ Address prior BZRA taper experiences 
	» Discuss potential short-term risks of discontinuation30,39,40

	◼ Rebound anxiety 
	◼ Insomnia 

	˟ Collaborate on plans that include ongoing support (follow-ups recommended every 1–4 weeks)
	» Consider including nursing, pharmacy, or peer support colleagues

	˟ When relevant, explore whether individuals wish to include cultural interventions or supports: 
	» Indigenous Treatment Centres
	» Coyote’s Food Medicines  is an Indigenous, culturally appropriate tool for medication  

management

	˟ Discuss taper options and strategies 

3.3 Designing a Taper 

	˟ The described taper is for chronic, intentional BZRA use and does not address inadvertent 
BZRA exposure through the unregulated drug supply

	˟ If a taper is appropriate, prioritize a person-centered approach with collaborative  
decision-making at each stage 

	˟ Gradually reduce BZRA dosage by 5–25% every 1–4 weeks over ≥12 months33,36,37,41-45

	» 	Dosage and frequency of decreases may be adjusted over time based on client response 
and clinical judgement

	˟ Offer non-pharmacological aids to deprescribing:36,37,46,47

	» Cognitive behavioural therapy
	» Social engagement
	» Artificial sunlight during the daytime 

	˟ The A-TAPER framework can be used to remember the steps for taper design:25

	» Assess medication use 
	» Talk about risks versus benefits 
	» Select Alternatives 
	» Plan next steps 
	» Engage patient
	» Reduce dose

	˟ Refer to the following for more information: 
	» How to Design a Taper
	» Sample Benzodiazepine Equivalence Table
	» Example Taper Schedules

	◼ Irritability
	◼ Sweating

	» Music
	» Sleep hygiene 

https://www.fnha.ca/what-we-do/mental-wellness-and-substance-use/treatment-centres
https://www.fnha.ca/WellnessSite/WellnessDocuments/Coyotes-Food-Medicines.pdf
https://www.bccsu.ca/wp-content/uploads/2025/05/benzodiazepine-how-to-design-a-taper.pdf
https://www.bccsu.ca/wp-content/uploads/2025/05/benzodiazepine-bulletin.pdf#page=29
https://www.bccsu.ca/wp-content/uploads/2025/05/benzodiazepine-bulletin.pdf#page=26
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3.4 Monitoring While Tapering

	˟ Schedule follow-up every 1–4 weeks 

	˟ Monitor for withdrawal symptoms, relapse of condition (e.g., insomnia), or emergence of 
other conditions32,48

	˟ Offer withdrawal symptom management (e.g., non-benzodiazepine adjunct medication),  
if needed

	» For particularly unmanageable symptoms, maintain current dose for 1–2 weeks, then 
resume taper

3.5 Clinical Exceptions to Deprescribing

	˟ Exceptions may be considered for individuals who have taken BZRAs >4 weeks and 
are clinically stable with low risk of diversion, for whom a taper or cessation may be too 
destabilizing or harmful

	˟ Consult an experienced colleague, psychiatrist, addiction medicine specialist, clinical 
pharmacist, the 24/7 Line or RACEapp, if needed 

	˟ Document reason for continuing BZRAs and plan to revisit slow taper discussion as  
appropriate

https://www.bccsu.ca/24-7/
http://www.raceconnect.ca/race-app


7/9Benzodiazepines: Best Practices in Primary Care (Summary) |  May 2025

4.1 Considerations for People with Opioid Use Disorder and 
Chronic, Intentional Benzodiazepine Use

	˟ Offer BZRA screening for all people who use opioids 

	˟ Discuss the risk of harms when using opioids and benzodiazepines  
together, even when taken as prescribed 

	˟ Upon reaching a therapeutic opioid agonist treatment dose and clinical and 
psychosocial stability:10,39

	» Assess and diagnose any underlying sedative use disorder
	» Determine treatment plan then initiate BZRA taper for those with  

physiological dependence due to chronic, intentional use10,49

	◼ Note: Guidance for those with BZRA tolerance or dependence due to 
inadvertent exposure to the contaminated drug supply is out of scope 
of this document 

	˟ Consider aligning BZRA and OAT prescribing and dosing schedules:
	» For example, if an individual takes multiple BZRA doses per day during 

tapering: 
	◼ Prescribe first BZRA dose as witnessed ingestion with OAT dose 
	◼ Prescribe take-home doses for remainder of day

4.2 Considerations for Alcohol Withdrawal Management

	˟ Short-term BZRA prescriptions are used to prevent seizures and delirium 
tremens during alcohol withdrawal 

	˟ Long-term BZRA prescriptions increase BZRA-related risks and are not 
associated with improved alcohol use outcomes50

	˟ Avoid maintaining BZRA prescriptions post-discharge for those prescribed 
BZRAs during alcohol withdrawal51

	˟ Refer to the BCCSU’s Provincial Guideline for the Clinical Management on 
High-Risk Drinking and Alcohol Use Disorder for more information of BZRAs 
and managing alcohol withdrawal 

Considerations for 
Opioid Use Disorder 
and Alcohol  
Withdrawal 
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https://www.bccsu.ca/alcohol-use-disorder/
https://www.bccsu.ca/alcohol-use-disorder/
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Consultation
	˟ 24/7 Addiction Medicine Clinician Support Line 

	» 778-945-7619

	˟ Rapid Access to Consultative Expertise (RACE) App+ 
	» Online application

 

	˟ Physicians: Safe Prescribing of Opioids and Sedatives Practice Standard

	˟ Nurse practitioners: Scope of Practice, Prescribing Drugs: Standards and 
Limits and Conditions

	˟ College of Family Physicians of Canada’s Deprescribing Benzodiazepine 
Receptor Agonists: Evidence-based Clinical Practice Guideline and the 
associated Deprescribing Algorithm

	˟ Canadian Coalition for Seniors’ Mental Health’s Canadian Guidelines on 
Benzodiazepine Receptor Agonist Use Disorder Among Older Adults

	˟ Centre for Effective Practice’s Managing Benzodiazepine Use in Older Adults

	˟ Substance Abuse and Mental Health Services Administration (SAMHSA)’s 
Screening, Brief Intervention, and Referral to Treatment (SBIRT)

	˟ 	American Society of Addiction Medicine’s: The Joint Clinical Practice Guide-
line on Benzodiazepine Tapering: Considerations when Benzodiazepine 
Risks Outweigh Benefits

	˟ Coyote’s Food Medicines: An Indigenous, culturally appropriate medication 
management tool 

Regulatory Guidance 
6.0

Relevant Guidelines 
7.0

5.0

https://www.bccsu.ca/24-7/
http://www.raceconnect.ca/race-app/
https://www.cpsbc.ca/files/pdf/PSG-Safe-Prescribing.pdf
https://www.bccnm.ca/Documents/standards_practice/np/NP_ScopeofPractice.pdf
https://www.bccnm.ca/NP/ScopePractice/part2/prescribing/Pages/prescribing_standards.aspx
https://www.bccnm.ca/NP/ScopePractice/part2/prescribing/Pages/prescribing_limits_conditions.aspx
http://www.cfp.ca/content/64/5/339
http://www.cfp.ca/content/64/5/339
https://deprescribing.org/wp-content/uploads/2019/03/deprescribing_algorithms2019_BZRA_vf-locked.pdf
https://ccsmh.ca/wp-content/uploads/2019/11/Benzodiazepine_Receptor_Agonist_Use_Disorder_ENG.pdf
https://ccsmh.ca/wp-content/uploads/2019/11/Benzodiazepine_Receptor_Agonist_Use_Disorder_ENG.pdf
https://cep.health/media/uploaded/CEP_Benzodiazapine_2019.pdf
https://www.samhsa.gov/sbirt
https://www.asam.org/quality-care/clinical-guidelines/benzodiazepine-tapering
https://www.asam.org/quality-care/clinical-guidelines/benzodiazepine-tapering
https://www.asam.org/quality-care/clinical-guidelines/benzodiazepine-tapering
https://www.fnha.ca/WellnessSite/WellnessDocuments/Coyotes-Food-Medicines.pdf
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