
Nearly 11% of U.S. adults use benzodiazepines, despite potentially 
dangerous side effects.1 
Benzodiazepines can play a role in acute situations, for example as a transitional step while 
initiating other therapies that take time to be effective (e.g., SSRIs or cognitive behavioral 
therapy). Typically, benzodiazepines should be discontinued after 4-6 weeks, but many  
patients remain on them long-term, with potential ensuing risks.2

Long-term use of benzodiazepines occurs in nearly 1 in every 4 adults with estimates  
approaching 50% in older adults.3 

Addressing benzodiazepine 
overuse

Common adverse effects of benzodiazepines
For every 7 people treated with a benzodiazepine over days to weeks, 1 person has an adverse 
event.4 Concerning adverse effects occur frequently in patients who use benzodiazepines:

• drowsiness, lethargy, fatigue

• excessive sedation

• falls

• disturbances of  concentration and attention

• rebound symptoms when stopped 
(e.g., insomnia, anxiety)

• hypotonia

• ataxia 

Balanced information for better care

FIGURE 1. Older adults use benzodiazepines more often than younger adults, and women 
are nearly twice as likely to be prescribed a benzodiazepine as men.1,5

Women are nearly twice 
as likely to receive a  

benzodiazepine as men.5

2x
>

P
o

p
u

la
ti

o
n

2%

0
18-25

9%

26-49

11%

4%

6%

8%

10%

12%

14% 13%

50 and older

More info at: AlosaHealth.org/Benzodiazepines



Serious risks from benzodiazepines 

Withdrawal, addiction, abuse, and dependence

• 58-100% of patients can develop dependence at therapeutic doses.6

• In 2016, 17% of  adult benzodiazepine users reported misuse,  
and 1.5% reported a benzodiazepine use disorder.7

Falls and hip fracture

• Community-dwelling adults who used benzodiazepines had a  
55% greater risk of falls compared to those who did not.8

• The increase in risk of  hip fracture with benzodiazepine use 
may be as high as 50% in older adults, particularly when the 
drugs are initiated or when high doses are prescribed.9

Cognitive impairment

• Use of  benzodiazepines was associated with at least a 
30% greater risk of dementia compared to no use.10

Motor vehicle accidents 

• Were 60% higher among benzodiazepine users 
than non-users.11

Mortality

• Use of  benzodiazepines was associated with a 60% increase  
in mortality compared to no use.12

• Patients prescribed opioids and benzodiazepine together had  
twice the risk of death compared to patients who use neither  
opioids nor benzodiazepines.12 Over 70% of  patients dying of   
opioid overdose were also taking a benzodiazepine.13 
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Reducing benzodiazepines

Taper slowly to help patients stop chronic benzodiazepine use.

Abrupt withdrawal of  benzodiazepines may result in anxiety, insomnia, seizures, delirium, 
psychosis, or hallucinations.2 Generally, with a slow taper, withdrawal symptoms are mild 
and resolve within days to weeks.14

Benefits of tapering benzodiazepines include improved alertness and cognition,  
less daytime sedation, and reduced falls risk.

Plan for an individualized taper

FIGURE 2. An approach to reducing benzodiazepine doses14

Discuss the risks and benefits  
of benzodiazepines.

Engage patients to plan to  
taper benzodiazepines.

Monitor patients every  
1-2 weeks during taper.

• Look for withdrawal symptoms  
(e.g., rebound insomnia, anxiety, irritability).

• Slow or pause taper for concerning symptoms  
or if  symptoms of  original indication relapse.

• Slowly reduce dose by 25% every 2 weeks.

• Provide alternative treatment option, if  needed 
and available (see below).

Patients who could benefit from discontinuation: 
• any patient age 65 or older

• adults taking a benzodiazepine for >4 weeks

Alternative treatment options during a taper:

cognitive behavioral therapy for insomnia (CBT-I) 
— provided by a mental health professional or an 

app (e.g., Sleepio, CBT-I Coach)15

Insomnia

selective serotonin reuptake inhibitor for anxiety 
—psychiatric evaluationAnxiety

Additional validated tools and resources for benzodiazepine tapering  
are available at Deprescribing.org



Successful tapering is possible 

Key points

• Short-term use of benzodiazepines (i.e., 4-6 weeks) may be 
necessary for some patients.

• Long-term use of benzodiazepines can cause serious harms and  
addiction in patients with prolonged use.

• Reducing and discontinuing benzodiazepines is possible with  
slow taper and support. 
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More than 65% of benzodiazepine users are able  
to discontinue use.14,16

In addition to slow tapers, patient education and pharmacist engagement 
in deprescribing can assist in discontinuing benzodiazepines.17,18

Other medications (e.g., flumazenil, pregabalin) have not been  
found effective to support benzodiazepine taper and withdrawal.19

 

65%

65% of patients  
are able to stop  

benzodiazepine use.
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These are general recommendations only; specific clinical decisions should be made by the treating clinician based on an individual patient’s clinical condition.  
This material is provided by Alosa Health, a nonprofit organization which is not affiliated with any pharmaceutical company. This material is supported by the  
PACE Program of  the Pennsylvania Department of  Aging and by the Pennsylvania Department of  Health, through funding from the Centers for Disease Control  
and Prevention.
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