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Key Messages

Long-term benzodiazepine receptor agonist (BZRA) use (>4 weeks) is associated with in-
creased risk of morbidity and mortality. 

Benzodiazepine receptor agonists are approved for short-term treatment of:
	˟ Acute alcohol withdrawal
	˟ Acute anxiety
	˟ Acute skeletal muscle spasm
	˟ Acute seizure and seizure disorders
	˟ Panic and phobia disorders
	˟ Transient, short-term insomnia

There is no substantial evidence to support BZRA use beyond 2–4 weeks for anxiety or  
insomnia, for which BZRAs are frequently prescribed. 

Clinicians should maximize first-line, non-pharmacological options for the treatment of anxi-
ety and insomnia, such as cognitive behavioural therapy (CBT). 

Deprescribing should be considered in all people who are prescribed benzodiazepines be-
yond 4 weeks, or conditions for which BZRAs are not approved nor clinically indicated. 

Clinicians should assess for and treat any underlying conditions prior to BZRA deprescribing. 

Approaching BZRA deprescribing discussions in a non-judgmental and respectful way that 
values the client’s perspectives and preferences can facilitate successful deprescribing, 
even if a taper is not started immediately. 

A BZRA taper can typically be initiated and monitored safely in outpatient settings.

A BZRA taper should be collaboratively designed, with frequent and meaningful client in-
volvement throughout the taper. 

Utilizing collaborative interdisciplinary partnerships can maximize a person’s success with 
deprescribing. 

The ideal rate of tapering has not been established, and BZRA tapers can vary significantly: 
some tapers can be as long as 12 months or more. 

Every taper should be gradual, with flexible dose reductions and frequent client assessment. 

Clinicians are encouraged to consult with addiction medicine specialists to support deci-
sion-making around BZRA deprescribing. The BCCSU’s 24/7 Addiction Medicine Clinician 
Support Line (778-945-7619) is available for case-based specialist support.

https://www.bccsu.ca/24-7/
https://www.bccsu.ca/24-7/
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Background
1.0
Benzodiazepine receptor agonists—including benzodiazepines, benzodiazepine 
analogues (e.g., novel unregulated compounds such as etizolam), and benzodi-
azepine-like drugs (e.g., zolpidem and zopiclone, also known as “z-drugs”)—are a 
class of sedative drugs that are widely used in North America. Data on BZRA use 
in Canada is limited. According to the 2023 Canadian Substance Use Survey, 13% 
of respondents over the age of 15 reported using prescribed or non-prescribed  
sedativesa in the past year, with the majority of respondents (93%) obtaining 
all of their sedatives through a prescription.1 In 2017, the rate of benzodiazepine 
prescriptions dispensed in Canadian provinces was 533 per 1,000 population, 
amounting to more than 20 million prescriptions dispensed.2 From 2017–2020, 
the rate of benzodiazepine tablets dispensed declined 20% nationally from 940 
tablets per 1000 population to 750 tablets per 1000 population, with the number 
of tablets dispensed in BC being below the national average.3  In BC, the number 
of people with existing prescriptions of at least one month who were dispensed 
z-drugs and benzodiazepines declined between 2012 and 2021, from 23 to 14 per 
1000 population for z-drug prescriptions and 17 to 7.2 per 1000 population for 
benzodiazepine prescriptions.4 

Despite the approved indications of BZRAs for short-term, symptomatic treatment 
or bridging use, they are often used off-label, in terms of dosing frequency and 
length of prescription. There is no substantial evidence that suggests long-term 
BZRA use beyond 2–4 weeks is clinically effective for commonly-prescribed 
conditions such as insomnia and anxiety disorders.5 Moreover, the widespread 
and liberal prescription of BZRAs has historically been informed by the perception 
that these medications are relatively safe and effective,6  yet a  growing body of 
research over the past 2 decades has associated the use of BZRAs with an  
increased risk of all-cause mortality and other serious harms—particularly to older 
adult populations.5,7-14 Although increasing awareness of potential harms and the 
lack of evidence supporting long-term use has led to a decline in BZRA prescrip-
tions since 2015,2,15 many people remain on long-term prescriptions or are newly 
prescribed BZRAs without clinical utility.b

The scope of this document is limited to the scheduled dose prescribing of 
BZRAs (rather than as needed PRN dosing). Care considerations for individu-
als who have been exposed to benzodiazepines through adulteration of the 
unregulated opioid supply are outside the scope of this document, and can be 
found in the BCCSU’s Clinical Bulletin: Benzodiazepines and Opioids.

a 	 In the 2023 Canadian Substance Use Survey, “sedatives” are defined as products that can be 
prescribed such as diazepam, lorazepam, alprazolam, clonazepam, or others, prescribed to help 
people sleep or manage anxiety. 

b 	 The evidence reviewed for this document is current as of March 2025.  

https://www.bccsu.ca/opioid-use-disorder/
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1.1 Objectives
This bulletin was developed to support primary care clinicians to:

	˟ Increase awareness of safer BZRA prescribing practices
	˟ Reduce unnecessary BZRA prescribing, especially for individuals who have not previ-

ously been prescribed BZRAs and those aged 65 years and older
	˟ Discuss the risks associated with long-term BZRA use with clients
	˟ Discuss alternative treatment options to BZRAs with clients
	˟ Collaboratively design a BZRA taper for people who have been prescribed BZRAs for an 

extended period of time

1.2 Disclaimer
This document is not a substitute for the advice or professional judgment of a health care 
provider. Health care providers must take into consideration the individual circumstances of 
their clients, and all applicable laws, regulations, and standards, including those set by their 
relevant governing bodies. The BCCSU and its affiliated organizations make no representation 
or warranty of any kind, either expressed or implied, as to the accuracy or completeness of 
the information in this document, or the fitness of the information for any use, and assume no 
liability, loss, or risk incurred as a consequence, directly or indirectly, of the use or application 
of any of the contents of this document.

1.3 Indications for BZRA Use
While BZRAs are approved for some chronic conditions (e.g., epilepsy, severe generalized 
anxiety disorder), use is typically only required for short-term symptomatic treatment, and not 
long-term (>4 weeks16) use. Most initial BZRA prescription indications recommend short pre-
scription duration, frequent client re-assessment, and no automatic prescription renewals.17

Approved indicationsc vary by drug and symptoms, and include:

	˟ Acute alcohol withdrawal (<7-day prescription)18,19

	˟ Severe acute anxiety (7-day initial prescription)20

	˟ Transient and short-term insomnia (symptoms occurring for <4 weeks)16 (7- to 10-day 
prescription) 21

	˟ Mild to moderate acute anxiety (<2- to 3-month prescription)22

	˟ Acute skeletal muscle spasm (<2- to 3-month prescription)19

	˟ Panic and phobia disorders23

	˟ Acute seizure and seizure disorders24,25

Emerging evidence suggests an off-label benzodiazepine prescription may also be effective 
as an adjunctive therapy during the initiation of certain antidepressant (selective serotonin 
reuptake inhibitors [SSRIs]) medications (first days to weeks).26,27 

c 	 Note: This list is not exhaustive. Approved indications relate to those identified on the product monographs for 
benzodiazepines approved for use in Canada. 
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1.4 Risks Associated with BZRA Use
The risks and side effects of BZRAs increase with longer duration of use, escalating dos-
es, and use in combination with other drugs.28 Benzodiazepines have a high potential for 
non-medical use and dependence; physiological dependence can develop quickly.29 Short-
term and long-term BZRA use is positively associated with:

	˟ Confusion and disorientation, with potential persistent memory or other neurocognitive 
deficits9,10,30

	˟ Motor vehicle collisions, falls, accidents, and injuries8,31-33

	˟ Development of DSM-5-TR sedative use disorder and related withdrawal syndrome11,12,34

	˟ Development of obstructive sleep apnea25, 35 
	» Note: BZRAs are contraindicated in individuals with obstructive sleep apnea.

	˟ Paradoxical reactions such as agitation or hostile and aggressive behaviour8,23

	˟ Increase in the overall severity of anxiety, insomnia, and post-traumatic stress disorder 
(PTSD)36 

	˟ Development of PTSD resulting from recent trauma36

	˟ Respiratory failure in people with chronic obstructive pulmonary disease (COPD)37

	˟ Suicidal thoughts and behaviors38

Among people who use unregulated drugs, co-occurring BZRA use increases the risk of hep-
atitis C,39 human immunodeficiency virus,40 and mortality7; and benzodiazepine use alongside 
other central nervous system (CNS) depressants (such as opioids and alcohol) significant-
ly increases the risk of respiratory depression, drug poisoning, and death.25,42-44 Data 
from the Provincial Overdose Cohort, which examined prescription-related risk factors for 
opioid-related drug poisonings in 2015 and 2016, indicates that active BZRA prescriptions 
are associated with increased odds of non-fatal drug poisonings (odds ratio [OR]: 2.6, 95% 
confidence interval (CI): 2.3 to 3.0).45

In recognition of the risks associated with BZRA use, both Health Canada and the US Food 
and Drug Administration have required manufacturers to update the safety warnings to 
describe the risks associated with benzodiazepines—and in Canada, benzodiazepine-like 
substances—including the development of severe withdrawal symptoms, substance use 
disorders, falls and fractures, and the risk of drug poisoning when combined with other CNS 
depressants.46,47
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While BZRAs are approved for short-term, symptomatic treatment of various 
acute conditions, in many cases there are safer treatments that should be consid-
ered prior to BZRAs, particularly when prescribing for anxiety or insomnia. Con-
sideration should include client-specific discussion on treatment availability and 
accessibility (e.g., cost, waitlists). 

Anxiety Disorders 

	˟ Psychosocial treatment (e.g., CBT) and SSRI or serotonin norepinephrine 
reuptake inhibitor (SNRI) medications are preferred, first-line treatment 
options for the management of anxiety disorders.26,48,49 

	˟ Long-term, chronic use of benzodiazepines is not advised for routine, first-
line treatment of generalized anxiety disorder.16,48, 50

	˟ Benzodiazepines are not suggested for the treatment of PTSD50, and some 
evidence suggests they may be contraindicated.26

	˟ Benzodiazepines may be considered as a short-term (4–8 weeks) adjunc-
tive therapy to newly-initiated SSRI treatment for anxiety disorders while 
therapeutic dosing is attained.16,51,26

	˟ See the Canadian Clinical Practice Guidelines for the Management of Anxi-
ety, Posttraumatic Stress and Obsessive-Compulsive Disorders for detailed 
guidance on treating anxiety disorders.  

Insomnia 	

	˟ Cognitive behavioural therapy is the preferred, first-line therapy for the treat-
ment of insomnia.52,53 

	˟ Dalhousie University’s Sleepwell website provides client-facing resources 
that include information on CBT for insomnia (CBT-I). For more information 
on accessing CBT in BC, see Appendix A: Cognitive Behavioural Therapy 
Resources.

	˟ Benzodiazepine receptor agonists should be avoided as first-line treatment 
for insomnia in older individuals.53-55

	˟ Short-term (<4 weeks) or intermittent use of BZRAs may be considered as 
an adjunct to first-line therapy or for particularly disabling acute  
insomnia.16,34,50 Long-term use is not advised.52,53,55

	˟ There is no substantial evidence that shows substituting benzodiazepines 
with melatonin, hypnotics (e.g., zopiclone), antidepressants (e.g., trazo-
done), or anticonvulsants (e.g., valproic acid) improves benzodiazepine 
cessation rates.53,56

Alternatives to BZRA 
Prescribing

2.0

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/
https://mysleepwell.ca/cbti/sleepwell-recommends/
https://mysleepwell.ca/cbti/
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Insomnia Management

Clinicians can offer practical tips on insomnia management to people anticipating, 
or experiencing, sleep difficulties during or after benzodiazepine tapering. This may 
include discussion of sleep hygiene, stimulus control, and relaxation as they pertain to 
each individual’s situation.53 

Sleep hygiene: 
	˟ Go to bed only when tired. 
	˟ Maintain a consistent routine of sleep and wake times.
	˟ Do not use the bed for anything other than sleep and intimacy.
	˟ Leave the bedroom if not asleep within 20–30 minutes of going to bed and return 

to bed when tired. 
	˟ Use an alarm to wake up at the same time every morning.
	˟ Try not to take naps. 
	˟ Avoid exercise, nicotine, alcohol, and large meals within 2 hours of going to bed. 
	˟ Consider how some comorbid conditions may exacerbate insomnia (e.g., noctu-

ria, nocturnal pruritus). 
	˟ Consider how substance use patterns may disturb sleep, such as consuming 

caffeine after noon or consuming alcohol close to bedtime.

Stimulus control: 
	˟ Minimize light and noise during sleep time. 
	˟ Avoid stimulating activities (e.g., screens) before going to bed. 

Relaxation:
	˟ Use the time immediately before going to bed to unwind. 
	˟ Use deep breathing and visualization to help relax. 

1

2

3

Anxiety and insomnia may be signs of underlying issues such as pain, trauma, or a 
psychiatric or substance use disorder. A comprehensive medical assessment should be 
conducted to confirm or exclude other causes of these symptoms, with specialist consul-
tation as appropriate. Pain and severe depression at baseline assessment is a predictor 
of less successful BZRA deprescribing long-term, and as such, assessment-related inter-
ventions that address these issues as well as insomnia are necessary.57  

If joint decision-making with the client determines BZRAs to be necessary for acute 
anxiety or insomnia, initial prescription should be for a short-term trial that involves a low 
dose and limited duration, alongside a tapering and discontinuation plan.  

Benzodiazepine receptor agonists should be avoided in individuals with alcohol, opioid, 
or other substance use disorders (see Considerations for Opioid Use Disorder and Alco-
hol Withdrawal, below); older adults (aged 65+)53,58; and individuals taking other sedat-
ing agents (e.g., opioids, gabapentinoids, tricyclic antidepressants, muscle relaxants) 
due to the increased risk of drug poisoning and death.20,22,34,51,58
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Reduce or Discontinue  
Long-term BZRA Prescribing

3.0
Individuals who have been regularly taking BZRAs for extended periods of time 
(beyond the short-term use described above) should be offered education on 
the risks associated with long-term use. These individuals should be given the 
opportunity to collaboratively design a BZRA taper—which may include family or 
other supports, if wanted—and be offered connection with treatment options. It 
may also be beneficial for clinicians to explore any off-label use or BZRA misuse 
by gently inquiring about the perceived benefit of BZRA use (e.g., “how has this 
medication been helping or not helping you?”). 

In most cases, a BZRA taper can be monitored safely and effectively in an outpa-
tient primary care setting.54,58,59 Inpatient care may be necessary for patients when 
a more rapid taper is indicated, there are serious medical or psychiatric comor-
bidities, or the total BZRA dose is unknown due to BRZA use above what has 
been prescribed or unintentional unregulated benzodiazepine use.59 Consult the 
BCCSU’s 24/7 Line (778-945-7619) or RACEapp for specialist advice if consider-
ing inpatient care, if needed. There may be situations where the risks or potential 
harms of tapering outweigh the objective benefits, or standard pharmacotherapy 
treatment is contraindicated (e.g., severe heart disease and SSRIs or active sui-
cidality).48 In these situations, the rationale for continued prescribing rather than 
a taper should be clearly documented in the client’s chart. In addition, clinicians 
should schedule plans to revisit the topic16 at least every 3 months,59 whenever 
there are changes to the person’s care plan,55 or clinical judgment indicates fol-
low-up. At minimum, clinicians should review the risks and benefits of continued 
BZRA use with clients before each new or renewed BZRA prescription.59 For indi-
viduals who are at higher risk of harm (e.g., aged 65+, severe comorbidities such 
as COPD, or a history of drug poisoning), it is especially important to evaluate 
side effects during follow-up.55 Repeat BZRA prescription is not advised without 
assessment and discussion.16 Additional components to consider including at 
each client visit are: 

	˟ Physical exam55

	˟ Client history55

	˟ Insomnia assessment55

	˟ Substance use assessment55

	˟ Urine drug test (UDT)55

	» Use of UDTs should be determined by therapeutic need, when test re-
sults may impact a person’s treatment plan. They should be used in con-
junction with collateral information, self-report, and clinical assessment. 

	˟ Care plan review55

	˟ Prescriptions review16

	˟ Discussion of BZRA risks and benefits of discontinuation16

	˟ 	Consideration of dependence behaviour, regardless of dose16

https://www.bccsu.ca/24-7/
https://www.raceconnect.ca/get-raceapp
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What is Deprescribing?
Deprescribing is the planned and supervised process of dose reduction or stopping of 
a medication that might be causing harm or no longer providing benefit.53,60 The goal is 
to reduce medication burden and harm while maintaining or improving quality of life.53 

Clinical history and examination are required to determine the best approach to safely 
discontinue BZRAs. Depending on dose, frequency of use, and duration of use, abrupt 
discontinuation of BZRAs is not advised, and may cause severe harms such as  
seizures or psychosis.59, 61  Consult a specialist or the BCCSU’s 24/7 Line (778-945-7619) 
or RACEapp for support if needed.

For BZRAs, deprescribing strategies may include53: 

	˟ Tapering or gradually reducing the BZRA dose to zero
	˟ Taking BZRAs only as needed during acute events (PRN prescribing)
	˟ Using a lower BZRA dose as needed compared to baseline prescription
	˟ Offering behavioural interventions such as brief intervention (BI) and CBT (see 

Relevant Guidelines and Clinical Tools, below)
	˟ Involving educational and motivational tools to support understanding and accept-

ability of the tapering process62,63

	˟ Referring to a psychiatrist or psychologist if an underlying psychiatric disorder 
exists, to discuss and help plan for successful BZRA deprescribing

Approaching and engaging clients in collaborative deprescribing plans can be challeng-
ing. Clinicians may feel hesitant to discuss deprescribing because they are concerned it 
may negatively impact their therapeutic relationship with the client; however, clinicians 
have a responsibility to lead by best practice and to provide safe and effective care. Many 
people may be unaware of the risks of BZRAs.64 Providing education on the benefits and 
risks of BZRAs can significantly improve a person’s odds of successfully reducing or 
discontinuing use,65 even if a taper is not started immediately. 

Although the conversation may be difficult, some individuals will appreciate the oppor-
tunity to taper and stop BZRA use, and many will be successful. A 2018 review reported 
that between 60–80% of people were able to stop BZRA use following a deprescribing 
intervention.53 In addition, a 2020 systematic review and meta-analysis found that BI was 
more effective than usual care for both BZRA discontinuation (RR: 2.73, 95% CI: 1.84 to 
4.06) and benzodiazepine reduction (RR: 1.68, 95% CI: 1.03 to 2.75) at 6 months.66 Brief 
intervention may involve a short consultation between a client and provider, discontinu-
ation letters, or written educational information, and should be tailored as appropriate to 
each unique client-provider relationship. See Appendix B: Brief Intervention for Benzodi-
azepine Deprescribing.

3.1 Deprescribing

https://www.bccsu.ca/24-7/
https://www.raceconnect.ca/get-raceapp
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of use. Often they were prescribed for anxiety and/or sleeplessness, and 
these problems can worsen before they improve when benzo dose taper-
ing starts. These challenges mean that some patients need extremely slow 
reductions, often over months. Prescribers can help alleviate these fears 
with very slow reductions, with the dose decreasing in tiny increments, and 
periods without dose reductions. Some people will also need counseling 
and support as they learn to manage such symptoms. It’s not about what 
the prescriber or other people think is right, it’s about what the patient 
feels is achievable. They are the ones dealing with the symptoms, so it 
makes a lot of sense to allow them some control over the rate of tapering. 
It’s important not to rush to win this prize.

—Bill Nelles, Person with Lived Experience

For complex cases, or when loss to care due to deprescribing is a concern, clinicians should 
consider consulting an experienced colleague, psychiatrist, addiction medicine specialist, 
clinical pharmacist, or the BCCSU's 24/7 Line (778-945-7619) or RACEapp (see, Consultation 
below, for details).

3.2 Discussing Deprescribing
When engaging clients in conversations about BZRA deprescribing, clinicians should avoid 
overloading the person with information, and instead focus on assessing their understanding 
of new information as it relates to their individual situation. Clinicians should approach the 
discussion in a non-judgmental way, with curiosity and respect for the person’s perspective, 
highlighting their wellbeing as the priority throughout the discussion. It is important for 
clinicians to allow people time to express their feelings on BZRA use, and to acknowledge 
and address any fears or anxiety they may have. Primary care clinicians have identified that 
established, trusting client-provider relationships are a facilitator of repeated discussions 
over deprescribing, as well as client buy-in for deprescribing attempts.67 

Given the potential barriers and complexities of deprescribing (e.g., lack of clinical time, 
limited knowledge or experience, fragmented care), collaborative interdisciplinary approach-
es may be most appropriate (e.g., nursing, pharmacy, peers).14,68 In particular, pharmacists 
can be distinctly valuable to successful deprescribing through discussions with clients (e.g., 
education, BI, evaluation) as well as with clinicians (i.e., through medication review). 69,70 

When relevant, exploratory conversations about deprescribing should involve discussion 
about whether the individual would like to include cultural interventions or supports in their 
treatment plan, such as connection with an Elder. Knowledge of cultural interventions and 
supports that are local and accessible to the client is essential for clinicians to meaningfully 
offer culturally safe and humble options. In collaboration with Doctors of BC and Interior 
Health, the First Nations Health Authority—under the guidance of Secwépemc Elders— 
developed Coyote’s Food Medicines: a culturally appropriate tool that applies storytelling 
to help clients and providers discuss medication management.71 This may be a useful tool 
for relationship building between providers and Indigenous clients that centres Indigenous 
perspectives and uses cultural context to engage Indigenous clients in deprescribing  
discussions. 

https://www.bccsu.ca/24-7/
http://www.raceconnect.ca/race-app/
https://www.fnha.ca/WellnessSite/WellnessDocuments/Coyotes-Food-Medicines.pdf 
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When discussing deprescribing with clients, clinicians should review the information below 
as it relates to each person’s situation and their desire for more or less information. 

	˟ The risks and harms of BZRAs.
	» Connecting each individual client’s values to potential benefits and harms may 

facilitate interest in deprescribing. For example, if an individual is concerned about 
recent memory loss, the clinician could explain how benzodiazepines are a potential 
contributor to memory loss. 

	˟ The potential benefits of discontinuing BZRAs, which include: 
	» Improved control of sleep, cognition, mood, and daytime alertness
	» Reduced risk of fatigue, depression, and falls
	» Decreased pill burden and out-of-pocket medication costs
	» Preventing later harms, as the harms of BZRA use increase with age

	˟ The lack of evidence for therapeutic benefit with long-term use.

	˟ Strategies for managing the underlying co-morbidities (e.g., anxiety, insomnia).

	˟ Any prior experience with BZRA tapering and concerns the person may have, as well as 
additional supports they may need. Examples of supports are: 

	» Family and friends to talk with about deprescribing experiences, and who can pro-
vide encouragement and assistance. 

	» Referrals to other specialties, such as a dietician or counselor, to promote and main-
tain wellness. 

	» Local or online mutual support groups, to connect with others who have had similar 
experiences with deprescribing.  

	» Mindfulness or healing practices (e.g., creative or exercise behaviours) to maintain 
overall wellness and aid in reducing any deprescribing preoccupation or negative 
thoughts. 

	˟ Taper options and strategies, alongside a collaborative plan for follow-up, monitoring, 
and ongoing support.

	˟ Potential withdrawal symptoms, which commonly include rebound anxiety and insom-
nia, irritability, sweating, and gastrointestinal upset.53,72,73 See Appendix C: Benzodiaze-
pine Withdrawal Symptoms for a detailed symptom list. 

	» In most cases, withdrawal symptoms during tapering are mild and temporary, lasting 
a few days or up to 4 weeks with long-acting BZRAs. 

	» Withdrawal symptoms occur more often when doses have been reduced to approxi-
mately 25% of the original dose.53

	» Most symptoms can be managed with careful monitoring and by adjusting the dose 
reduction strategy.

	◼ See Monitoring While Tapering, below, for more information.

Given the reported prevalence of clinician fear of discussing74 and initiating75 BZRA depre-
scribing, the adapted and validated 13-question revised Patients’ Attitudes towards Depre-
scribing for benzodiazepines (rPATD-BZRA) questionnaire may be a useful clinical tool for 
assessing client perspectives of BZRA deprescribing. This questionnaire shows promise as a 
conversation starter and guide for clinicians and can assist in shared decision-making within 
the deprescribing process.74 See Appendix D: Patients’ Attitudes towards Deprescribing for 
Benzodiazpines for the questionnaire. 
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Note: The best practices outlined in this document—including initiating a 
gradual, slow taper for BZRAs—applies to individuals who are prescribed 
BZRAs. Some best practices may be applicable to those who have been inten-
tionally seeking out unregulated BZRAs over time and developed dependence; 
however, the guidance in this document is grounded in evidence pertaining to 
prescribed BZRAs, which may limit direct applicability. Consult a specialist or 
the BCCSU’s 24/7 Line (778-945-7619) or RACEapp for support if needed.

These practices are not intended for, nor necessarily applicable to, people who 
are inadvertently exposed to BZRAs through the unregulated drug supply. 

3.3 Designing a Taper

Ideally, a BZRA taper plan should be created before initiation of the medication. 

The ideal rate for tapering in outpatient settings has not been established nor well re-
searched,76 and there can be considerable variability in terms of withdrawal symptoms. There 
is no evidence to support the safety of a rapid (<1–2 week) taper from long-term BZRAs. 
Several factors can influence dose-reduction protocols, including: the type of BZRA, dosage, 
half-life, and ease of compounding or dividing; the severity of a person’s substance use dis-
order, co-occurring substance use, and comorbidities; the emergence of withdrawal symp-
toms; and the client’s preferences.77 In general, expert consensus is to use a client-centred 
approach to develop an individually-tailored plan that includes50,53,58,59,75,77-80:

	˟ Collaborative decision-making at each stage that involves the client and, if appropriate 
and wanted, their family.d

	» Family members or other support people can assist with administering doses and 
monitoring for withdrawal symptoms.

	» Both the client and any chosen support people should receive education on what to 
expect during a BZRA taper, including potential withdrawal symptoms.

	˟ Gradual and flexible BZRA dose reduction where clients are reassessed following each 
dose reduction50,59. Scheduled follow-up appointments should be every 1–4 weeks,81 
determined by the taper rate and client response to the taper.82 

	» At each visit, clinicians are encouraged to ask about: how the last dose reduction 
went, benefits experienced so far, any anticipated upcoming stressors, and any chal-
lenges (existing or potential) to the tapering process.81 

	» Follow-up calls a few days after a potentially challenging dose reduction can further 
support clients and strengthen the collaborative relationship.  

	˟ People should expect a long and slow tapering process, which can be 12 months or 
more, depending on the clinical situation.82,83 Decreasing the dosage by 5–25% every 
1 to 4 weeks appears to be an appropriate strategy for many people. 50,53,55,59,60,77,79,83 

Dosage and frequency of decreases may need to be adjusted over time based on 
client response and clinical judgement. For example, clients may better tolerate larger 
decreases at the beginning of a taper, and require smaller decreases as the taper  
progresses.

d	 Not all individuals have healthy or positive relationships with their family members. Decisions to include family 
members in care should be made with the client’s consent. In addition, a broad definition of family should be 
used, which includes all people of significance (e.g., partners, “chosen family”) as identified by the client.

https://www.bccsu.ca/24-7/
https://www.raceconnect.ca/get-raceapp
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	» For individuals who have previously tried to withdraw from BZRAs, a taper of at least 
6 months is suggested.76 

	» When taken for insomnia, benzodiazepines with a short half-life or those being taken 
in higher doses may require a more conservative approach.61

	» It is possible for people to experience clinically significant withdrawal symptoms 
even with a 10% dose reduction. These individuals may benefit from switching to a 
longer-acting BZRA.50,55,59 

	◼ It is not generally preferred to switch older adults to a long-acting BZRA due to 
decreased metabolism and resulting drug accumulation.34 

	» Client input is critical in determining an individualized tapering schedule,59 and 
shared decision-making can be used to slow or pause dose reductions. 

	◼ Longer tapers (>6 months) allow time for smaller dose reductions and extended 
periods of stabilization, which may be preferred by some people. Others may 
want a faster taper (3–6 months) to avoid spending a prolonged amount of time 
focused on their taper.76 

	◼ It is important for clinicians to work collaboratively with the client to discuss the 
occasional circumstances that may warrant a temporary pause while being clear 
that the taper will continue after the pause. This can be done by providing the per-
son with ample notice around expectations for each impending dose reduction, 
dialoguing over upcoming stressors that may increase client anxiety, and listing 
the clinical indications for slowing or pausing a taper. 

	◼ Clients may request to reverse tapers in response to an acute change in their 
situation (e.g., temporarily increasing the benzodiazepine dose). Avoid revers-
ing tapers wherever possible, except in clinically indicated circumstances (e.g., 
acute alcohol withdrawal) and explore non-benzodiazpine options to meet acute 
health needs.

	˟ Targeted, non-pharmacological interventions such as CBT, social engagement, artificial 
sunlight during the daytime, music, and sleep hygiene are effective aids to deprescrib-
ing.59,60,67,75

	˟ Working with the individual to identify and address any underlying symptoms or con-
ditions that initially led to a BZRA prescription. This may involve referring clients to 
specialist care when indicated and appropriate. The College of Family Physicians of 
Canada’s Deprescribing Benzodiazepine Receptor Agonists: Evidence-based Clinical 
Practice Guideline and the associated Deprescribing Algorithm may be useful when 
designing a taper. 

	˟ Working with the individual to identify any conditions that may be exacerbated by a 
BZRA taper and optimizing treatment for these conditions prior to tapering. 

For examples of taper schedules, see Appendix E: Example Taper Schedules. There is little 
evidence to support suggestions for how to design a taper for a person who is being pre-
scribed more than one BZRA concurrently. However, the use of an equivalence table to con-
vert multiple benzodiazepine doses into one benzodiazepine—preferably diazepam50,54 due 
to its slow elimination and long half-life—may facilitate a smoother taper.84 Clonazepam may 
also be considered as an alternative benzodiazepine option. 

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
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The A-TAPER framework offers an evidence-based, structured approach 
to deprescribing that may be beneficial for clinicians beginning depre-
scribing practices.29 The framework offers the acronym A-TAPER to aid 
clinicians with implementing the deprescribing of medications, such as 
BZRAs. The acronym stands for: 

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

Note: Although the acronym places engagement towards the end, all care 
should begin with engagement and relationship-building.

Benzodiazepine equivalence tables may aid providers in designing a BZRA taper, particularly 
if considering switching the person to a long-acting BZRA prior to tapering. While there is 
no universal agreement on BZRA equivalency due to inter-individual variability and differing 
half-lives, equivalence tables are based on clinical experience. There are a variety of reputable 
tables available, and a comprehensive example is provided in Appendix F: Sample Benzodiaz-
epine Equivalence Table.  

Diazepam
10mg

Alprazolam
0.5mg

Adapted from Alosa Health.86

Note: Equivalence is approximate, and should be interpreted using clinical and pharmaceutical knowledge, with 
doses titrated according to individual client circumstances and response.

Figure 1. Benzodiazepine Equivalents for Diazepam 10mg. 

Clonazepam
0.5mg

Lorazepam
1mg

Temazepam
20mg= = = =
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3.4 Monitoring While Tapering

Throughout a BZRA taper, clinicians should monitor clients for withdrawal and relapse—par-
ticularly in individuals with a higher risk of relapse (e.g., those with a history of psychological 
distress)53—or the emergence of other conditions.

	˟ Relapse of insomnia is common, typically mild, and usually resolves by 12 months.52

	» There has been some success among people with co-occurring depression and 
insomnia with switching from a BZRA to controlled-release melatonin.61

	» In the event of insomnia relapse, clinical reassessment should occur monthly until 
insomnia is either resolved or stable, then ongoing every 6 months.52

	» Psychological and behavioural interventions (e.g., relaxation therapy, CBT) are sug-
gested for relapse insomnia.52 The provider and client should proactively co-create 
a plan for how to address potential relapse that includes in-person or self-directed 
resources, depending on the client’s individual situation and personal goals. Clini-
cians are encouraged to discuss anticipatory anxiety around sleep that can occur 
with rebound insomnia, and the resulting client belief that they cannot sleep with-
out medication.61 

	» Dalhousie University’s Sleepwell website provides resources on using CBT for 
insomnia. 

	˟ Reducing BZRA use can unmask a previously undiagnosed anxiety disorder. Treat-
ment for anxiety disorders includes psychological as well as pharmacological op-
tions.26 See the Canadian Clinical Practice Guidelines for the Management of Anxiety, 
Posttraumatic Stress and Obsessive-Compulsive Disorders for guidance on diagnos-
ing and treating anxiety disorders. 

	˟ While rare, seizures are possible in individuals with underlying seizure disorders or 
with abrupt discontinuation of high BZRA doses. Seizures have not been reported 
while tapering.52

	˟ Offer withdrawal symptom management as needed (e.g., anti-emetics). 
	» If withdrawal symptoms become particularly difficult or unmanageable, clinicians 

are encouraged to maintain the current dose for 1–2 weeks, then resume the taper.86 

	˟ Clinical experience indicates that some people find the final stages of tapering par-
ticularly difficult—often due to fear of being without the BZRA.84 It may be beneficial 
for clinicians to schedule a check-in with the client prior to the final taper step to 
acknowledge the final dose transition and any related fears, and to encourage them by 
highlighting existing or anticipated client-specific benefits to BZRA cessation. In some 
cases, it may be appropriate to consider adjunctive medications to support the final 
stages of tapering. In these situations, expert consultation via the BCCSU's 24/7 Line 
(778-945-7619) and the RACE app is available. 

	˟ Understanding the reasons for previously unsuccessful deprescribing attempts are 
useful for creating a new deprescribing taper plan, which, with appropriate supports 
and interventions, is more likely to be successful.53

https://mysleepwell.ca/
https://mysleepwell.ca/cbti/
https://mysleepwell.ca/cbti/
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://www.bccsu.ca/24-7/
http://www.raceconnect.ca/race-app
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3.5 Clinical Exceptions
Clinical exceptions to deprescribing may be considered for some people who have taken BZ-
RAs for over 4 weeks and are clinically stable with a low risk of diversion, for whom a benzodi-
azepine taper or cessation may be too destabilizing or too harmful. In these cases:

	˟ Due to the known risks and harms of benzodiazepines, clinicians should consider con-
sulting an experienced colleague, psychiatrist, addiction medicine specialist, clinical 
pharmacist, or the BCCSU's 24/7 Line (778-945-7619) or RACE app (see Consultation, 
below, for details).

	˟ In those with BZRA dependence or benzodiazepine use disorder, the risks of potential 
destabilization should outweigh the benefits of deprescribing with an individually-tai-
lored approach based on each person’s unique needs.

	» For those with unclear but potentially high BZRA tolerance, or those on very high 
doses (i.e., ≥100mg diazepam or equivalent), ongoing prescription until inpatient 
withdrawal management can be accessed is suggested, due to the higher risk of 
withdrawal complications.54 

	˟ A comprehensive risk-benefit assessment should be conducted to clearly determine 
that ongoing prescription is the optimal choice for an individual client. 

	˟ A clinically appropriate reason for continuing BZRAs (e.g., seizures with previous taper 
attempts, concurrent sedative withdrawal) should be documented in the client’s chart, 
along with a plan to revisit a slow taper as appropriate, given the known harms of ongo-
ing prescribing, and how non-BZRA approaches are being used to manage any underly-
ing conditions related to benzodiazepine prescribing. 

3.6 Relevant Guidelines and Clinical Tools

	˟ 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 Benzodiaze-
pine 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 Guideline on 
Benzodiazepine Tapering: Considerations when Benzodiazepine Risks Outweigh  
Benefits

https://www.bccsu.ca/24-7/
http://www.raceconnect.ca/race-app
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://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.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
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4.1 Considerations for People with Opioid Use Disorder

All clients who use opioids should be offered screening for BZRA use.87,e Ongoing 
non-judgmental, harm reduction-focused dialogue with individuals prescribed 
opioid agonist treatment (OAT) should include discussion of the increased risk of 
harms—such as drug poisoning and death41,44,88-90—when opioids are combined 
with BZRAs, even if taken as prescribed.87 In general, people with opioid use dis-
order (OUD) should not be prescribed BZRAs.91

In the past, prescribing OAT to individuals concurrently taking BZRAs has been 
contraindicated91; however, the high prevalence of benzodiazepine-contami-
nated fentanyl in the unregulated opioid supply means inadvertent exposure is 
common. While care for people taking non-prescribed benzodiazepines is out of 
scope for this document (see instead the BCCSU’s Clinical Bulletin: Benzodiaze-
pines and Opioids), the high risk of death due to drug poisoning associated with 
a contaminated unregulated opioid supply dictates it is not advised to delay or 
withhold OAT if benzodiazepine exposure is suspected.91 It is important that peo-
ple not be started on OAT while sedated.f

A 2020 case-crossover study (n=23,036) found that buprenorphine/naloxone 
has a protective effect against drug-related poisonings in individuals with OUD 
who are prescribed BZRAs.92 Given buprenorphine’s ceiling effect on respiratory 
depression, buprenorphine/naloxone should be considered first-line OAT for indi-
viduals with OUD who are using prescribed or unregulated BZRAs.

e	 While benzodiazepine contamination of the unregulated drug supply is oUt of scope of this doc-
ument, the risks of unmanaged opioid withdrawal mean that all individuals using unregulated 
opioids—as well as those on OAT—should have benzodiazepines included in UDTs. Clinicians 
and clients should be aware that some benzodiazepines and benzodiazepine analogues (e.g., al-
prazolam, clonazepam, etizolam, triazolam) may not be detected in standard point-of-care UDTs. 
More information on UDT for people with OUD can be found in the BCCSU’s Urine Drug Testing 
Breakout Resource. 

f	 For guidance on OAT initiation, refer to the BCCSU’s Guideline for the Clinical Management of 
Opioid Use Disorder (2023) 

Considerations for  
Opioid Use Disorder and 
Alcohol Withdrawal

4.0

https://www.bccsu.ca/opioid-use-disorder/
https://www.bccsu.ca/opioid-use-disorder/
https://www.bccsu.ca/urine-drug-testing-breakout-resource/?highlight=urine%20drug%20test
https://www.bccsu.ca/urine-drug-testing-breakout-resource/?highlight=urine%20drug%20test
https://www.bccsu.ca/opioid-use-disorder/
https://www.bccsu.ca/opioid-use-disorder/
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Once the person has reached a therapeutic dose of OAT and is reporting increased clinical 
and psychosocial stability, the prescriber should review the indication for BZRA use with the 
individual, assess and diagnose any underlying sedative use disorder, determine a plan for 
managing the underlying condition as safely as possible, and initiate a taper (as described 
above).42,59,62 If the OAT prescriber is not the BZRA prescriber, the OAT prescriber should 
collaborate on a plan with the client that involves the OAT prescriber directly contacting the 
BZRA prescriber to co-create a plan for a BZRA taper. 

During a BZRA taper:

	˟ Consider aligning BZRA and OAT prescribing and dosing schedules.

	˟ Daily witnessed ingestion of BZRAs and OAT is typically suggested for most individuals.
	» During witnessed ingestion, pharmacists, in collaboration with the client’s care 

team, can provide additional support with client education, medication manage-
ment, and monitoring of adverse events. 

	˟ Take-home doses of both OAT and BZRAs may be appropriate, particularly if multiple 
daily doses are prescribed. 

	» For individuals taking multiple BZRA doses per day, daily dispensing with OAT dose 
may be appropriate, with witnessed ingestion of the first dose and take-home doses 
for the remainder of the day. 

	» Factors that may impact this decision include the person’s degree of clinical and 
psychosocial stability, ability to safely store medication (e.g., in a locked box), care 
team ability to monitor through virtual or telehealth, and significant barriers to daily 
pharmacy attendance. Prescribers and clients should have an honest discussion 
about this option, which promotes trust-building within the relationship as well as 
client autonomy. 

	» Clients must continue to be monitored closely for breakthrough symptoms of opioid 
withdrawal, which can emerge as the BZRA dose is reduced.54 

4.2 Considerations for Alcohol Withdrawal Management
There is strong evidence that supports the use of benzodiazepines for treating delirium 
tremens and seizures associated with alcohol withdrawal.18 Individuals at high risk of severe 
complications of withdrawal (Prediction of Alcohol Withdrawal Severity Scale [PAWSS] 
score ≥4) should be referred to an inpatient facility (i.e., withdrawal management facility or 
hospital) where they can receive a benzodiazepine treatment regimen under close clinical 
observation. Management of alcohol withdrawal is outside the scope of this document. 
Please see the Provincial Guideline for the Clinical Management of High-Risk Drinking and 
Alcohol Use Disorder for guidance on managing alcohol use disorder, including withdrawal.

Clinical experience and emerging evidence suggest that it is not uncommon for individuals 
with alcohol use disorder to receive chronic BZRA prescriptions, which increases benzodi-
azepine-related risks and is not associated with improved alcohol use outcomes.93 There 
may also be occurrences where a person has been prescribed benzodiazepines for inpatient 
alcohol withdrawal and that prescription has been renewed by a community provider after 
inpatient withdrawal discharge, for chronic use not related to alcohol withdrawal. In these 
situations, community providers should avoid maintaining these prescriptions, given the 
long-term risks associated with prescribing benzodiazepines.94 It is suggested that clinicians 
encountering these situations talk with the client about the risks of harm related to long-
term BZRA use, and co-create a taper plan to discontinue the BZRA prescription. 
Clinicians are encouraged to access consultative expertise to support clinical decision-mak-
ing regarding deprescribing BZRAs and treating benzodiazepine use disorder.

https://www.mdcalc.com/prediction-alcohol-withdrawal-severity-scale
https://www.bccsu.ca/alcohol-use-disorder/
https://www.bccsu.ca/alcohol-use-disorder/
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24/7 Addiction Medicine Clinician Support Line 

	˟ Provides telephone consultation with an addiction medicine specialist for 
physicians, nurse practitioners, nurses, pharmacists, midwives, and front-
line workers in First Nations communities who are involved in addiction and 
substance use care and treatment.

	˟ To connect with an addiction medicine specialist, call the 24/7 support line 
(778-945-7619). For more information on the 24/7 support line, visit  
https://www.bccsu.ca/24-7/. 

Rapid Access to Consultative Expertise App

	˟ Provides rapid connection to a variety of specialists for physicians and 
nurse practitioners seeking treatment advice. This often eliminates the need 
for face-to-face specialist or emergency department referral. Download the 
RACEapp at www.raceconnect.ca/race-app.

Consultation
5.0

https://www.bccsu.ca/24-7/
http://www.raceconnect.ca/race-app
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Physicians must follow the College of Physicians and Surgeons of BC’s Safe Pre-
scribing of Opioids and Sedatives Practice Standard. 

Nurse practitioners must practice within their Scope of Practice, following the 
BC College of Nurses & Midwives Prescribing Drugs: Standards and Limits and 
Conditions.

	

Regulatory Guidance 
for BC Health Care  
Providers

6.0

https://www.cpsbc.ca/files/pdf/PSG-Safe-Prescribing.pdf
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
https://www.bccnm.ca/NP/ScopePractice/part2/prescribing/Pages/prescribing_limits_conditions.aspx
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Appendices

Appendix A: CBT Resources

Bounce Back is a free virtual skill-building program for managing mild to moderate depres-
sion and anxiety using CBT techniques. 

CBT-I is a 5-week program to help manage insomnia that includes sleep medication reduc-
tion techniques. Cost ranges from $49.95–$69.95 (depending on add-ons). Coverage by 
third-party insurance is unclear. 

Dalhousie University’s Mysleepwell.ca offers a variety of resources for CBT-I.

MindBeacon offers individual CBT (iCBT) that is covered by most benefit plans. The total cost 
is $525 divided across several payments. Various treatment programs are available, includ-
ing for sleep, anxiety, and coping.

MindShift CBT App (for android or iOS) is a free app that offers self-help anxiety manage-
ment support using CBT strategies. 

Telus offers a national iCBT program that includes support for sleep needs, anxiety, and vari-
ous other areas. Most programs cost $500, billed in 4 installments of $125. These are eligible 
for some third-party insurance (e.g., Pacific Blue Cross) coverage.

The Government of British Columbia provides a list of free or low cost virtual mental health 
counselling services.

https://bouncebackbc.ca/
https://cbtforinsomnia.com/
https://mysleepwell.ca/cbti/
https://www.mindbeacon.com/guided-cbt-programs
https://www.anxietycanada.com/resources/mindshift-cbt/
https://app.myicbt.com/myicbt/home
https://www2.gov.bc.ca/gov/content/health/managing-your-health/mental-health-substance-use/virtual-mental-health-supports#counselling
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Appendix B: Brief Intervention for Benzodiazepine Deprescribing 

Brief intervention is a short, person-centered counselling session focused on reducing sub-
stance use through behaviour change. Brief intervention uses a harm reduction approach 
and incorporates motivational interviewing or skills-based counselling to encourage change. 
For benzodiazepine deprescribing, brief intervention may involve a short consultation be-
tween a client and provider, discontinuation letters, or written educational information, and 
should be tailored as appropriate to each unique client-provider relationship and the client’s 
situation and values.

Components of a brief intervention for benzodiazepine deprescribing may include: 

““
Review what benzodiazepines are and explain the  
effects of long-term benzodiazepine use with the client

Benzodiazepines may be used for short-term prescribing for 
some conditions, but they are a central nervous system depres-
sant, like alcohol or opioids, and long-term use can cause harms 
and dependence

1

“
Ask the client what benefits, harms, or side effects 
they experience from benzodiazepine use

Can you tell me how benzodiazepines help you in your day-to-
day life? Do you think that you have experienced any harms or 
side effects from taking benzodiazepines?

2 “

“
Explain your concerns regarding the client’s ongoing 
use of benzodiazepines, highlight potential risks and 
side effects, and explore the benefits of reducing use 

I understand that you have been taking benzodiazepines for about 
a year now. I’m concerned that the benzodiazepine is not treating 
the condition it was prescribed for and you may have developed 
a physical dependence. Reducing and eventually discontinuing 
benzodiazepine use can improve your sleep, cognition, mood, and 
alertness, which you mentioned is important to you.

3

“

Practice Tips+ 
Ask the client if they 
have tried tapering  
benzodiazepines  
previously and how that 
went for them. 

Address any concerns 
the client has about 
tapering. 

Ask the client if they 
would like to include 
cultural supports or 
interventions in their 
care plan.
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“
Ask the client if they are interested reducing their use

I really recommend that we slowly reduce your benzodiazepine dose. Would you be 
willing to start to cut back on your dose of benzodiazepines? This would be a gradual 
process, so you can reduce your dose as safely as possible. I am not asking you to 
immediately stop taking benzodiazepines, because that may be dangerous for you.

4

“

Collaboratively determine an 
individualized tapering strategy 
to support the client to safely 
and gradually reduce use

“Great, let’s work together to 
figure out a tapering schedule 
that will keep you comfortable. 
Do you have any concerns 
about that?

“
Yes

Reiterate your support of the client. Plan to 
revisit the topic with the client at least  
every 3 months, whenever there are  
changes to the person’s care plans or  
clinical judgment indicates follow-up 

“I understand that you don’t feel ready to 
start today. I really want to emphasize how 
important this is and how concerned I am 
for your health and safety. If you change 
your mind or want more information in 
the next few weeks, please make another 
appointment to come in.

“
No

Is the client interested in 
reducing their use?

Arrange follow-up  
with the client to 
check-in on their 
progress

Is a taper being started?

Let’s arrange a follow-up appoint-
ment in a couple of weeks. We’ll 
talk about how the dose reduction 
is going for you and figure out if any 
adjustments are needed.

Even though you aren’t ready today, 
I’d like to follow-up with you about this 
in a few months. It’s important that we 
continue to discuss this together.

“
““

“

Yes

No

5

Adapted from Mugunthan95  and Queensland Health96

https://insight.qld.edu.au/shop/390-benzo-check-ultra-brief-intervention-tool-insight-2018
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Appendix C: Benzodiazepine Withdrawal Symptoms
Benzodiazepine withdrawal symptoms can be categorized according to physical, psycholog-
ical, and sensory, and further delineated by those that are common and typically mild, versus 
those that are atypical or more severe. 

Table 1. Benzodiazepine Withdrawal Symptoms 

Category

Symptom

Common or Mild Atypical or Severe 

Physical Appetite change
Dizziness
Fatigue 
Headache
Influenza-like or gastro- 

intestinal (nausea, vomit-
ing, diarrhea)

Muscle pain or stiffness 
(limbs, back, neck, teeth, 
jaw)

Palpitations
Sweating
Tremors
Weight loss

Difficulty swallowing
Dry mouth
Dyspnea 
Flushing
Hypertension
Muscle twitches or “electric shocks”
Seizures
Sweating (profuse and persistent)
Tachycardia
Tremors (severe)
Urinary difficulties

Psychological Anxiety
Depersonalization
Derealization 
Difficulty concentrating
Excitability (jumpiness,  

restlessness)
Insomnia
Irritability
Memory impairment
Panic attacks
Sleep disturbances

Sensory Altered sensations  
(tingling, numbnesslimbs, 
face, trunk)

Hypersensitivity (light, sound, 
touch, taste, smell)

Tinnitus
Visual distortions 

Data from Soyka,54 Lader et al., 76 Northern Sydney Local Health District, 84 College of Physicians and Surgeons of 
Alberta,81 Ashton, 95 and Government of South Australia.96

Agoraphobia
Aggression 
Agitation
Anxiety (severe)
Confusion
Cravings
Delirium
Depression
Disorientation
Dysphoria
Hallucinations

Insomnia (severe)
Intrusive memories
Nightmares
Obsessions 
Paranoia 
Psychosis
Rage
Social phobia
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Appendix D: Patients’ Attitudes Towards Deprescribing for  
Benzodiazpines

Factor Items 
Concern about  
stopping BZRA

I would be reluctant to stop taking my benzodiazepine.

If my benzodiazepine was stopped, I would be worried about my 
health or well-being.

If my benzodiazepine was changed (e.g., change of dose, composi-
tion, brand name) I would get stressed.

If my doctor recommended stopping my benzodiazepine, I would feel 
that he was not (or was no longer) taking my symptoms into account.

BZRA  
inappropriateness

I would like my doctor to help me reduce my benzodiazepine dose.

With my doctor’s help, I would like to try stopping my benzodiazepine 
to see how I would feel without it.

I believe that my benzodiazepine is giving me side effects.

Overall, I am satisfied with my current benzodiazepine. (R)

Dependence on 
BZRA

I feel dependent on my benzodiazepine.

I feel like I have no choice but to take my benzodiazepine to feel okay 
or sleep well.

I had a bad experience when my benzodiazepine was stopped before.

Global questions If my doctor recommended it, I would be willing to reduce the dose of 
my benzodiazepine.

If my doctor recommended it, I would be willing to stop taking my 
benzodiazepine.

(R): Reversed item (the scoring of this item is reversed so that greater satisfaction with the 
benzodiazepine currently being taken meant less perceived BZRA inappropriateness). 

Clients are asked to score each item on a Likert scale of 1 “strongly disagree” to 5 “strongly 
agree”. A higher score indicates a greater concern about stopping BZRA, more perceived 
BZRA inappropriateness, and greater dependence on BZRA. A higher score for the global 
questions factor indicates the client’s willingness to reduce or stop BZRA. 

Questionaire reproduced from Pétein74. 
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Appendix E: Example Taper Schedules

Table 2. Example 6- to 12-month Taper Schedule from Diazepam 40mg 

Stage (1–2 weeks each) Morning Dose Evening Dose Total Daily Dose 

0 (starting dose) 20mg 20mg 40mg

1 18mg 20mg 38mg

2 18mg 18mg 36mg

3 16mg 18mg 34mg

4 16mg 16mg 32mg

5 14mg 16mg 30mg

6 14mg 14mg 28mg

7 12mg 14mg 26mg

8 12mg 12mg 24mg

9 10mg 12mg 22mg

10 10mg 10mg 20mg

11 8mg 10mg 18mg

12 8mg 8mg 16mg

13 6mg 8mg 14mg

14 5mg 8mg 13mg

15 4mg 8mg 12mg

16 3mg 8mg 11mg

17 2mg 8mg 10mg

18 1mg 8mg 9mg

19 0 8mg 8mg

20 0 7mg 7mg

21 0 6mg 6mg

22 0 5mg 5mg

23 0 4mg 4mg

24 0 3mg 3mg

25 0 2mg 2mg

26 0 1mg 1mg

27 0 0 0

Adapted from Oregon Health Authority.99

Note: Requires use of 2mg, 5mg, and 10mg tablets. 
Note: Evening dose is prioritized to aid with sleep concerns. 
Note: Begin at any stage based on baseline dose.  
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Table 3. Example 3.5- to 6.5-month Taper Schedule from Clonazepam 1.5mg 

Stage & 
Length

Morning Dose Midday Dose Evening Dose Total Daily 
Diazepam 
Equivalent

0 
(starting dose)

Clonazepam 0.5mg Clonazepam 0.5mg Clonazepam 0.5mg 30mg

1 
(1 week)

Clonazepam 0.5mg Clonazepam 0.5mg Clonazepam 0.25mg 
Diazepam 5mg

30mg

2 
(1 week)

Clonazepam 0.5mg Clonazepam 0.5mg Stop Clonazepam
Diazepam 10mg

30mg

3 
(1 week)

Clonazepam 0.25mg
Diazepam 5mg

Clonazepam 0.5mg Diazepam 10mg 30mg

4
(1 week)

Clonazepam 0.25mg
Diazepam 5mg

Clonazepam 0.25mg
Diazepam 5mg

Diazepam 10mg 30mg

5
(1 week)

Stop Clonazepam
Diazepam 10mg

Clonazepam 0.25mg
Diazepam 5mg

Diazepam 10mg 30mg

6
(1–2 weeks)

Diazepam 10mg Stop Clonazepam
Diazepam 8mg

Diazepam 10mg 28mg

7
(1–2 weeks)

Diazepam 10mg Diazepam 6mg Diazepam 10mg 26mg

8
(1–2 weeks)

Diazepam 10mg Diazepam 4mg Diazepam 10mg 24mg

9
(1–2 weeks)

Diazepam 10mg Diazepam 2mg Diazepam 10mg 22mg

10
(1–2 weeks)

Diazepam 10mg Stop Diazepam Diazepam 10mg 20mg

11
(1–2 weeks)

Diazepam 8mg 0 Diazepam 10mg 18mg

12
(1–2 weeks)

Diazepam 6mg 0 Diazepam 10mg 16mg

13
(1–2 weeks)

Diazepam 4mg 0 Diazepam 10mg 14mg

14
(1–2 weeks)

Diazepam 2mg 0 Diazepam 10mg 12mg

15
(1–2 weeks)

Stop diazepam 0 Diazepam 10mg 10mg

16+ Continue reducing Diazepam by 1mg every 2 weeks

Adapted from Ashton84 
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Table 4. Example 1.5- to 3-month Taper Schedule from Zopiclone 15mg 

Stage 
 (1–2 Weeks Each)

Zopiclone Dose  
(at bedtime)

Dosing Instructions

0 (starting dose) 15mg 2 x 7.5mg 

1 11.25mg 1 x 7.5mg
1 x 3.75mg 

2 7.5mg 1 x 7.5mg

3 3.75mg 1 x 3.75mg 

4 3.75mg alternating nights 1 x 3.75mg alternating nights

5 Stop zopiclone N/A

Adapted from the Royal Australian College of General Practitioners.16 
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Appendix F: Sample Benzodiazepine Equivalence Table
There are many reputable benzodiazepine equivalence tables available that use varying dose 
equivalents. The most widely referenced dose equivalent standard is diazepam 5mg, which 
is used in the below table. The ASAM’s Joint Clinical Practice Guideline on Benzodiazepine 
Tapering provides more information on the pharmacokinetic properties of benzodiazepines 
which may aid in clinical decision-making when selecting a benzodiazepine to initiate a 
taper.   

Table 5. Benzodiazepine Equivalence Table

Benzodiazepine Duration of Action Dose Equivalent to Diazepam 5mg

Alprazolam  Intermediate-acting 0.25–0.5mg

Bromazepam Long-acting 3–6mg

Chlordiazepoxide Long-acting 10–25mg

Clobazam Long-acting 10mg

Clonazepam Long-acting 0.25–1mg

Clorazepate Long-acting 7.5mg

Flurazepam Long-acting 7.5–15mg

Loprazolam Intermediate-acting 0.5–1mg

Lorazepam Intermediate-acting 0.5–1mg 

Nitrazepam Long-acting 5–10mg

Oxazepam Short-acting 10–15mg

Temazepam Intermediate-acting 10–15mg

Triazolam Short-acting 0.25mg

Adapted from the National Health Service 100 and the College of Physicians and Surgeons of Alberta.81

Note: Equivalence is approximate, and should be interpreted using clinical and pharmaceutical knowledge, with 
doses being titrated according to individual client circumstances and response. In older adults and those with 
impaired hepatic metabolism, careful monitoring is required to avoid over-sedation.98  

Note: Duration of action refers to the half-life of the drug and its metabolites. Short acting is <6 hours, intermedi-
ate acting is 6–24 hours, and long acting is >24 hours.99 

https://downloads.asam.org/sitefinity-production-blobs/docs/default-source/guidelines/benzodiazepine-tapering-2025/bzd-tapering-document---final-approved-version-for-distribution-02-28-25.pdf?sfvrsn=5bdf9c81_6#page=203
https://downloads.asam.org/sitefinity-production-blobs/docs/default-source/guidelines/benzodiazepine-tapering-2025/bzd-tapering-document---final-approved-version-for-distribution-02-28-25.pdf?sfvrsn=5bdf9c81_6#page=203
https://www.sps.nhs.uk/articles/choosing-equivalent-doses-of-oral-benzodiazepines/
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