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ABSTRACT 

Benzodiazepine dependence is a significant national problem. Although benzodiazepines 

— a class of drugs that includes drugs such as alprazolam, lorazepam, temazepam, clonazepam, 

and diazepam—have a wide range of uses including the treatment of insomnia, anxiety, and 

seizures; they are addictive. Individuals taking these drugs can quickly develop dangerous 

tolerances. Therefore, these drugs should not be selected as first choice nor used for more than 

short periods, yet a significant portion of the population uses benzodiazepines for long periods. 

This problem is significantly more pronounced in the elderly, a population that scholars have 

agreed should not use these drugs outside of extreme circumstances. Because benzodiazepines 

may be wrongfully perceived as an easy treatment for so many common afflictions, providers 

continue to prescribe them, and patients may be reluctant to discontinue use due to the symptoms 

associated with withdrawal (i.e., insomnia and anxiety). To avoid these symptoms, the standard 

discontinuation approach seen in an outpatient setting is a long-term taper that may take eight to 

12 weeks of gradual reduction. However, in an inpatient setting, this long-term approach is 

unfeasible due to the short length of patient stays.  The literature has given little consideration to 

this problem. Thus, it was necessary to review evidence and develop a guideline for 

benzodiazepine tapering in elderly patients receiving inpatient psychiatric care. The purpose of 

this project was to develop a guideline to taper benzodiazepines in the elderly using the Johns 

Hopkins Nursing Evidence-Based Practice Model (JHNEBP). The guideline was validated by 

expert peer reviewers using the AGREE II instrument. The completed guidelines offer 

recommendations on the tapering of benzodiazepines in an inpatient geropsych unit and best 

practices for interventions to increase the success rate of discontinuation. 
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INTRODUCTION  

Benzodiazepines are prescribed for a variety of medical issues, including anxiety, 

insomnia, and seizures, and for anesthesia; however, the most common uses are for reduction of 

anxiety and insomnia (Lader, 2014). As a scheduled medication, benzodiazepines have the 

potential for serious consequences such as dependence, tolerance, and potentially lethal 

withdrawals; therefore, these should be used sparingly, especially in the elderly population. Yet, 

the prevalence of benzodiazepine use in the older adults is from 10% to 42% (Airagnes, 

Pellisolo, Lavalle, Flament, & Limosin, 2016) with an 80% continued usage over a two-year 

period (de Jong, Vander Elst, & Hartholt, 2013). Researchers have reported frequent misuse or 

overuse of benzodiazepines worldwide, thereby becoming a serious health issue (Airagnes et al., 

2016). Overuse of a prescription is defined as the use of a prescription drug when it is no longer 

required but still used by the patient, whereas misuse represents an adverse benefits/risk balance 

(Airagnes et al., 2016).  

In a study conducted by the National Institute of Health (NIH, 2014), benzodiazepine 

prescriptions for older Americans exceed levels described as safe and appropriate. The negative 

consequences of inappropriate prescribing of benzodiazepines can include falling, disorientation, 

depression, and other cognitive dysfunction, as well as motor vehicle accidents and withdrawal 

(Airagnes et al., 2016; van Vliet, van der Mast, van den Broek, Westendorp, & de Craen, 2009). 

Another negative effect is the potential for an increased risk of dementia (Airagnes et al., 2016).  

In nearly 80% of older adults receiving benzodiazepines treatment there was a continued 

use of the medication over a two-year span, despite the lack of therapeutic value (de Jong et al., 

2013). The use of more than one benzodiazepine is problematic, as it increased the risk of hip 
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fracture two-fold (de Jong et al., 2013; Nurmi-Luthje et al., 2006). Falls leading to hip fractures 

were most often identified in institutional and residential care homes with an average cost of 

$34,294 (de Jong et al., 2013). Given these potentially challenging medical sequelae, Nurmi-

Luthje et al. (2006) recommended drug testing be conducted on all older patients admitted to the 

hospital for a fall, particularly with a hip-fracture. Nurmi-Luthje et al. (2006) noted positive 

results of this screen could lead to education for patients, as well as providers regarding the 

negative consequences of benzodiazepines in the elderly. 

Predictors for inappropriate use of benzodiazepine in older adults include gender (more 

specifically, female), receiving prescriptions from multiple physicians, polypharmacy, 

complaints of chronic pain, physical disabilities, and diminished mobility (Airagnes et al., 2016). 

Consequences to consider when older adults use benzodiazepines include a tendency to abuse 

and/or develop dependency; ataxia; and paradoxical reactions, such as sleep disorders, 

anxiousness, agitation, and cognitive impairment; and withdrawal from social activities 

(Airagnes et al., 2016). Furthermore, in rare extreme cases, agitation or aggressive behaviors 

from benzodiazepine use have occurred, leading to hostility, rage, and criminal activities, such as 

rape and assault (Lader, 2014). Researchers have also linked benzodiazepines to increased risk of 

suicide, including thoughts, planning, and attempts of suicide; moreover, researchers have 

correlated benzodiazepine use, over the age of 65, with a high rate of completed suicide 

(Airagnes et al., 2016). These paradoxical and sometimes extreme reactions from the use of 

benzodiazepines may be a precursor to adverse legal consequences for the older adult, as well as 

the prescriber of benzodiazepines (Lader, 2014). 
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Local Statistics 

It is estimated that about 50% of patients admitted to a Southern Arizona psychiatric/ 

geriatric unit are on at least one benzodiazepine. Most often, they are admitted to the hospital on 

more than one benzodiazepine. 

Background 

Older adults are a vulnerable population and have a higher prevalence of comorbidities, 

polypharmacy, and complex pharmacokinetics with an increased vulnerability to adverse drug 

reactions (Davis & O’Mahony, 2015). The American Geriatrics Society (AGS, 2015) explained 

that older adults’ increased sensitivity to benzodiazepines was linked to a declining metabolism, 

leading to a higher susceptibility for cognitive impairment; serious falls; or frequent falls, leading 

to fractures, delirium, and motor vehicle accidents. While sedative-hypnotic drugs, such as 

benzodiazepines, are inexpensive, these carry increased costs due to the adverse drug reactions 

(Tannenbaum, Vakaramoko, Singh, Perreault, & Vasiliadis, 2015). Researchers have most often 

associated visits to emergency departments with falls and injuries to the head with the use of 

sedative hypnotic medications or adverse drug reactions (Tannenbaum et al., 2015). Eighty-five 

percent of falls in the age group 65 years and older, account for all injury-related 

hospitalizations; of which, nearly 95% are fractured hips (Tannenbaum et al., 2015). Forty-five 

percent of people who experience a fall often incur two or more falls within the same year 

(Tannenbaum et al., 2015). 

Moreover, polypharmacy has been recognized as a risk factor for adverse drug reactions 

particularly for older adults. Studies have shown that the risk of adverse symptoms escalates 

nearly exponentially from 13% in a patient on two medicines, to 58% in patients taking five or 
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more medications, and 82% in patients who take seven or more (Davis & O’Mahony, 2015). In 

addition, the majority of adverse drug reactions associated with benzodiazepine use were a result 

of use during a prolonged period. However, adverse drug reactions with polypharmacy in older 

adults are difficult to predict because elderly participants are not usually included in clinical 

trials (Davis & O’Mahoney, 2015).  

Older adult use of benzodiazepines is associated with motor vehicle accidents. A large 

number of older (>65 years) licensed drivers are registered in the United States, with 36 million 

in 2012. Over 5,560 older adults died from car accidents, and over 14,000 were injured in 2012 

(Federal Highway Administration, 2012). While there is insufficient data on the elderly 

population under the influence of benzodiazepines involved in motor vehicle accidents to make a 

definitive correlation, researchers have associated taking benzodiazepines with an increased risk 

of automobile accidents (Tamblyn, Abrahamowicz, du Berger, & Bartlett, 2015).  

Meuleners et al. (2011) noted that a prescription for benzodiazepines was connected to a 

fivefold greater likelihood of being hospitalized following a crash, and older adults with chronic 

conditions had significantly greater risks of car accidents when using benzodiazepines. Lastly, 

older adult drivers (65 and older) on benzodiazepines had a 5.2 times risk for at-fault crashes 

(Meuleners et al., 2011). Researchers have attributed the link between benzodiazepines and 

motor vehicle accidents to decreased attentiveness, focus, reflexes, visual perception, gross 

motor coordination, and thinking abilities (Coutinho, Vieira & Teixeira, 2001). Moreover, 

psychoactive medications, such as benzodiazepines, have been known to impair driving ability 

due to the action created in the central nervous system (Meuleners et al., 2011). 
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Because of these adverse drug reactions, if benzodiazepines are prescribed for older 

adults, short and intermediate benzodiazepines should be avoided; instead, long-acting 

benzodiazepines should be used for specific diagnoses in older adults, including seizure 

conditions, withdrawal from a benzodiazepine or ethanol, and serious generalized anxiety 

disorder (AGS, 2015). Despite these recommendations, Davis and O’Mahoney (2015) found 

multi-morbidity (co-occurrence of two or more medical or psychiatric conditions) in older adults 

often led to increased prescriptions of benzodiazepines. A list of short-intermediate and long-

acting benzodiazepines is included in Table 1.  

TABLE 1. Benzodiazepine Half-Lives 

Short-and-Intermediate-Acting Long-Acting 
Alprazolam (11-47-hour half life) 
Lorazepam (11-47-hour half life) 
Oxazepam (10-hour half life) 
Temazepam (10-hour half life) 
Triazolam (10-hour half-life) 

Chlordiazepoxide (48-hour half-life) 
Clonazepam (48-hour half life) 
Diazepam (48-hour half-life) 
Flurazepam (48-hour half life) 

Researchers support that users of benzodiazepines may develop an addiction linked to the 

pill-taking activity itself (de las Cuevas, Sanz, & de la Fuente, 2003). In addition, psychological 

and physiological addiction to the active compound in benzodiazepines can occur with chronic 

use of benzodiazepines (de las Cuevas et al., 2003). Because of the high addiction potential with 

benzodiazepine use, discussions between providers and patients on the dangers and guidelines of 

safe use is often uncomfortable for both the patient and the prescribing provider. Forty-seven 

percent of medical practitioners reported difficulties in discussing the potential abuse and 

dependence of prescription drugs with their patients (de las Cuevas et al., 2003). 

In addition to controlling the duration of benzodiazepine use and avoiding the chance of 

addiction, the Beers criteria can aid in reducing inappropriate prescribing (AGS, 2015). The 
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Beers Criteria identifies medications, as noted by an expert panel, to have potential risks that 

outweigh potential benefits. The criteria are appropriate for persons older than 65 years of age, 

regardless of their level of frailty, and it provides a rating of severity for adverse outcomes 

(severe vs. less severe), as well as a descriptive summary of the prescribing concerns associated 

with the medication (AGS, 2015). In addition, medication reviews are encouraged in the elderly 

population to help reduce the risks associated with polypharmacy, such as delirium. Careful 

monitoring of patients on long-term benzodiazepines with high doses (comparable to a 

prescription of two per week for 12 months) is crucial, as the risk for dementia increases 50%, 

and the risk of death nearly doubles (Tannenbaum, 2015).  

Weaning patients from benzodiazepine use may elicit similar symptoms that were 

originally reported, such as anxiety or insomnia. These withdrawal symptoms may lead to 

avoidance of discontinuation (de las Cuevas et al., 2003). Patients may get used to the routine 

linked to the taking of benzodiazepines, depicting a psychological dependence (de las Cuevas et 

al., 2003). The psychological dependence surrounding benzodiazepine misuse in the older adult 

population, can be extensive and extend beyond high doses or long-term use patterns, which 

researchers have previously considered the main problem associated with benzodiazepine misuse 

(de las Cuevas et al., 2003). 

Purpose 

The purpose of this DNP project was to develop an evidence-based benzodiazepine taper 

and/or discontinuation guideline for psychiatric providers in an inpatient geriatric/psychiatric 

unit. The guidelines include the most common benzodiazepines seen in a southwest 

geriatric/psychiatric unit: Alprazolam, Lorazepam, Temazepam, Clonazepam, and Diazepam. 
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Study Question 

What is the practice feasibility of a benzodiazepine taper guideline, as determined by 

psychiatric providers in an inpatient geriatric/psychiatric unit? 

THEORETICAL FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

The JHNEBP guided my DNP project. Evidence-based Practice (EBP) in health care 

institutions can be described as an approach to clinical decision-making using problem-solving 

techniques (Dearholt & Dang, 2017). EBP combines the best available scientific evidence for 

patients and practitioners to enhance efficacy, efficiency, and effectiveness, which informs 

administrative, clinical, and educational decision-making. Evidence-based practice (EBP) 

models simplify the complexity and challenges of translating evidence into clinical practice 

(Schaffer, Sandau, & Diedrick, 2012). Utilizing EBP helps providers use evidence to promote 

comparable care, while lowering the costs, limiting the treatment time without compromising 

patient satisfaction, and increasing the patient’s quality of life (QoL) in terms of enjoying good 

health (Dearholt & Dang, 2017).  

There are three essential cornerstones in the JHNEBP. The first is practice: the who, 

what, when, where, why, and how of care that a patient receives (Dearholt & Dang, 2017). As it 

applies to this study, my practice observations led to the problem of benzodiazepines with 

patients on the geriatric/psychiatric unit. As an expert Psych-Mental Health Nurse practitioner 

(board-certified), my practice necessitates the development of guidelines for safe tapering off 

benzodiazepines for the vulnerable older adult population in an inpatient geriatric/psychiatric 

unit.  
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Education is the next cornerstone of the JHNEBP: the attainment of nursing knowledge 

and skills needed to build expertise and maintain competency (Dearholt & Dang, 2017). This 

DNP project required extensive research and knowledge development of the patterns of 

benzodiazepine usage in the older adult population, including the risks linked to long-term use of 

benzodiazepine. There are many hazards to benzodiazepine use in the older adult population, as 

mentioned earlier. In practice, I recognized the limitations of practicing without taper guidelines 

for the older adult who was using benzodiazepines; therefore, I worked to build my own 

experience safely and successfully by weaning patients off benzodiazepines during an inpatient 

hospital stay, and I pursued the development and explored the practice feasibility of an evidence-

based taper guideline.  

The third and last cornerstone of the JHNEBP is research (Dearholt & Dang, 2017). 

Because there were no specific practice feasibility studies, protocols, or guidelines for 

weaning/tapering benzodiazepines in the geriatric/psychiatric population during hospitalization, 

it was critical to explore the topic and offer the findings as a contribution to nursing practice. 

Most of the literature has focused on the hazards of benzodiazepine use. However, minimal 

research has been devoted on tapering benzodiazepines as outpatients, and no researchers have 

focused on rapid (less than 2 weeks) inpatient tapering over a period of less than 2 weeks.  

The JHNEBP model is designed for the practicing nurse. I utilized the PET process 

(practice question, evidence, and translation). The main aims of this model include clinical 

outcomes, quality of life outcomes, and economical outcomes. These goals lead to informed 

decisions and improved quality of care in a timely manner, which makes this model appropriate 

for this particular study.  
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FIGURE 1. The John Hopkins Nursing Evidence-Based Practice Model. (Adapted from Johns 
Hopkins nursing evidence-based practice: models and guidelines; Dearholt, S., Dang, Deborah, & Sigma Theta Tau 
International. (2012). Johns Hopkins Nursing Evidence-based Practice: Models and Guidelines.) 

Concepts 

 The following concepts were used in this DNP project:  

x Geropsych patient is a person over the age of 65 who has a psychiatric diagnosis. 

x Benzodiazepine is considered an anxiolytic (anti-anxiety) or anticonvulsant (anti-

seizure) medication, typically used in the geriatric population for anxiety or insomnia 

(Airagnes et al., 2016; Stahl, 2014).  

x Guidelines are defined in the Cambridge English Dictionary (“Guidelines,” 2017) as 

information intended to advise people on ways in which something should be done. 

For the purposes of this project, guidelines informed the psychiatric providers on 
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ways to taper benzodiazepines in the geropsych patients while on an inpatient unit for 

10 or more days.  

Synthesis of Evidence 

The purpose of the literature appraisal was to explore patterns of benzodiazepine use in 

the older adult population, as well as the evidence-based guidelines/protocols and existing 

practice feasibility data for tapering benzodiazepines in the older adult while hospitalized (see 

Appendix A). 

Comprehensive Appraisal of Evidence 

The following databases were searched for the literature review: Medline (PubMed), 

CINAHL (Cumulative Index to Nursing Health Literature), Google Scholar, EMBASE, and 

PsycINFO. The search was initially limited to within the previous five years; however, the search 

was expanded to 2005 to search a more comprehensive set of sources, given the dearth of 

information. I performed these searches to develop in-depth insight into the nature and extent of 

the problem and to ascertain the research on this subject, as suggested by researchers (White & 

Zaccagnini, 2017). In various combinations, I searched the following key terms: guidelines, 

selected clinical guidelines, benzodiazepines, and taper. The search yielded five articles of 

interest. From there, I checked the reference list and developed five additional articles of interest. 

Of these five, the articles included recommendations of benzodiazepine tapers (not guidelines), 

but not specifically on the older adult and not specifically in a hospital setting. I used these 

references to acquire more literature. I also used other search words, such as discontinuation, 

weaning, and deprescribing, once I found these key terms in other articles.  
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The subsequent sections will summarize the literature relevant to this study. This 

summary includes taper methods, consequences of benzodiazepine, and use of benzodiazepine in 

the elderly. After the summary, the strengths, weaknesses, and gaps for the literature on 

benzodiazepines are discussed.  

Uses of Benzodiazepines 

As noted previously, benzodiazepines are used to treat many common conditions. 

Benzodiazepines are a potent hypnotic; thus, these are often prescribed for insomnia 

(Tannenbaum et al., 2015). They are also a muscle relaxant (Pek et al., 2017); therefore, these are 

frequently used to control anxiety (Tannenbaum et al., 2015). Additionally, benzodiazepines 

have commonly been used in treating alcohol withdrawal syndrome (Zaal et al., 2015). Another 

common use of benzodiazepine is the treatment of seizures in those suffering from conditions, 

such as epilepsy, due to the muscle relaxant properties that this family of drugs possesses 

(Tannenbaum et al., 2015). However, in addition to medical uses, such as many other drugs—

especially opioids, which are in many respects similar in terms of inappropriate ubiquity—

benzodiazepines have become a popular recreational drug in the modern world (Bachhuber, 

Maughan, Mitra, Feingold, & Starrels, 2016).  

Despite this increase in inappropriate recreational use, the wide-range of actual medical 

applications for benzodiazepines is likely the reason for their high degree of use around the 

world (Furbish et al., 2017). For example, as of 2008, 5.2% of all Americans aged 18 to 80 used 

benzodiazepines, a figure that increases to 8.7% when one looks at only 65 to 80 population 

(Olfson, King, & Schoenbaum, 2015). Use is most prominent in older patients, and older patients 

are both more likely to use benzodiazepines long term (31.4%, nearly twice the percentage of 
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long-term use for younger patients) and significantly likely to have it prescribed by a psychiatrist 

(5.7%, nearly a third of the percentage for younger patients; Olfson et al., 2015).  

In Japan, another highly developed and industrialized context, 35% of those prescribed 

benzodiazepine, of some form, continued its use for at least 3 months; 15% continued a full year; 

and 4.9% continued for a full 8 years beyond the initial prescription (Takeshima, Ogawa, 

Hayasaka, & Furukawa, 2016). However, similar to the U.S.-based data, the predictors of long-

term use are the same. These include older age, psychiatrist prescriber, high dosages, and regular 

use (Takeshima et al., 2016).  

It is not easy to determine whether the psychiatric prescriptions were more or less 

appropriate compared to others (Takeshima et al., 2016). The data showed that older patients 

were likely the most common users of benzodiazepines and those most likely to be receiving the 

drug inappropriately (Takeshima et al., 2016). This aspect was particularly troubling when taken 

in the context that benzodiazepines were least likely to be appropriate for the elderly, as 

discussed in a later section. However, considering the general potential applications for 

benzodiazepines and the demographics of use, what constitutes inappropriate usage should be 

defined. To determine this usage, the consequences of usage must be fully considered to 

understand the dangers and compare them against the potential advantages of the conditions that 

benzodiazepines could be used to treat. 

Consequences of Benzodiazepine Use 

There are a number of detrimental effects to benzodiazepine use, in addition to its 

medical benefits. These consequences fall into several broad categories: addiction/dependence, 

tolerance, withdrawal dangers, and risk of other complications. Each of these dangers is 
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pronounced, but a number of these complications are especially pronounced in older adults. 

Therefore, complications that are limited to or primarily concerned with older adults will be 

addressed in its own section. 

Addiction or dependence is a primary concern for those using benzodiazepine in the long 

term, especially when that use is inappropriate. Nearly 40% of benzodiazepine prescriptions in 

the United States are inappropriate by some measures (Peters, Knauf, Derbidge, Kimmel, & 

Vannoy, 2015), meaning that these risks are especially pronounced. Dependence may be 

diagnosed if a patient exhibits three or more of the following symptoms: strong desire or 

compulsion to take the drug, difficulty or inability concerning controlling drug use, withdrawal 

symptoms, evidence of tolerance, neglect of alternative interests, or continuation of use despite 

significant medical consequences (Soyka, 2017). Addiction is defined as compulsive drug-

seeking behavior or the desire to keep taking a drug despite severe medical or social 

consequences (Soyka, 2017). Thus, these definitions are identical or strongly interrelated.  

At maximum, roughly 15% of benzodiazepine prescriptions come from psychiatrists, a 

percentage that decreases with increasing age cohorts (Takeshima et al., 2016). Fear of addiction 

is a relevant deterrent to benzodiazepine usage according to researchers who have examined the 

reasons people may have difficulty discontinuing their usage of benzodiazepine (Canham, Gallo, 

& Simoni-Wastila, 2014). Addiction and dependence are not synonymous, and users do not fear 

dependence in the same way (Canham, Gallo, & Simoni-Wastila, 2014). However, scholars 

generally consider the terms addiction, abuse, and dependence as synonymous in describing 

substance abuse disorders (Soyka, 2017). Therefore, in terms of framing these issues to 
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encourage discontinuation, the word addiction may be more appropriate for its reaction from 

patients.  

Prevention of addiction and benzodiazepine abuse has become an increasingly important 

national concern. Addiction can result equally from medical and recreational use of 

benzodiazepine, but most attempts to avoid addiction focus on medical usage, as this is more 

easily controlled. Attempts have been made in many parts of the United States to lower the 

overall usage and prescription of benzodiazepine by implementing prescription-monitoring 

programs to ensure that prescriptions are appropriate (Bachhuber, Maughan et al., 2016). 

However, preliminary data on these programs in 11 metropolitan areas of the United States and 

concurrent data on the benzodiazepine use in these areas have shown that the programs have no 

meaningful effect on benzodiazepine usage (Bachhuber, Maughan et al., 2016).  

Another approach to preventing addiction that has seen more success is the education of 

doctors. Results have shown that benzodiazepines are significantly more likely to be prescribed 

by inexperienced physicians and/or those in the overnight emergency room settings (Brett & 

Murnion, 2015). By contrast, experienced physicians are significantly less likely to prescribe 

benzodiazepine to their patients (Brett & Murnion, 2015). Capitalizing on this aspect, one study 

tested an educational intervention regarding when it was appropriate to prescribe 

benzodiazepines to patients. The researchers found that educating primary care providers about 

the appropriate uses of benzodiazepine and the dangers associated with its overuse resulted in a 

significant improvement regarding optimizing patient care with other drugs or discontinuing 

benzodiazepine usage entirely (Peters et al., 2015).  
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In general, one of the major issues in addressing the danger of addiction involves 

educating prescribers to know that a benzodiazepine is not considered a drug of first use and that 

its prescription must only be prescribed for the short term outside of extreme cases (Lader, 

2014). On the patient side, an educational intervention carried out by the American Board of 

Internal Medicine Foundation targeted users of benzodiazepine through a deprescribing patient 

empowerment program (as cited in Lader, 2014). Significant gains in deprescribing were found 

compared to a control group; 27% of long-term users discontinued use in the intervention group 

compared to only 5% in the control group. These findings showed that education of both patients 

and physicians could be a powerful tool in helping to prevent dependence and addiction in users 

of benzodiazepine. In addition, as noted by Takeshima et al. (2016), another essential part of 

preventing addiction comes from identifying the demographic segments most likely to become 

dependent and paying special attention to avoiding prescriptions to these demographics. As of 

yet, no studies taking this approach to education were identified in the literature review beyond 

those focusing on the elderly.  

Education is not the only issue to be considered. Although over 75% of Veteran Affairs 

prescribers in one study agreed with the guidelines of careful benzodiazepine usage and 

cautioned about co-prescribing it with opioid painkillers, over 40% reported that co-prescribing 

continued because they did not perceive adverse effects on patients and that discontinuation 

through tapering was too difficult (Hawkins et al., 2016). Thus, understanding the dangers might 

not be enough; instead, it might be necessary to educate caregivers about the ways in which they 

could ease discontinuation and deal with patients who were unwilling to pursue discontinuation. 
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The guideline developed for this project will guide the discontinuation of benzodiazepines in a 

specific setting.  

Tolerance is one of the potential symptoms of addiction or dependence (Lugoboni & 

Quaglio, 2014). Tolerance is the process through which the body builds up a resistance to the 

effects of drug over time, requiring increasing amounts to achieve the same effect (Lugoboni & 

Quaglio, 2014). In the case of benzodiazepines, tolerance is a major risk of long-term use 

(Lugoboni & Quaglio, 2014), and it may have detrimental effects beyond the inability to produce 

the same effect over time. Specifically, if a patient develops a tolerance for the drug from use for 

a common acute problem, such as anxiety or insomnia, this tolerance may present a considerable 

complication if they should later require benzodiazepine for one of its more significant uses, 

such as treatment of a seizure disorder (Tannenbaum, 2015). Tolerance complicates treatment, 

especially if those treating the more serious condition are not necessarily aware of the problem. 

Because tolerance, such as addiction, develops because of long-term, consistent use, many of the 

same issues to preventing addiction and encouraging discontinuation are also applicable to 

tolerance. Conversely, once tolerance is developed, the only recourse may be to apply dangerous 

high doses or seek alternate drugs (Lugoboni & Quaglio, 2014). 

Another sign of addiction is withdrawal symptoms (Lucas et al., 2016). Once a person 

becomes dependent on benzodiazepine, care must be taken in breaking the addiction due to the 

symptoms of the drug’s withdrawal. Symptoms can include insomnia, anxiety, and depression. 

Because of the dangers associated with withdrawal, most sources have suggested that a taper be 

used when discontinuing, meaning that the prescribed dosage decreases over time, rather than 

immediate discontinuation (Tannenbaum, 2015). This aspect complicates discontinuation 
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considerably compared to direct discontinuation, but it protects patients from the significant 

dangers associated with benzodiazepine withdrawal. The specifics of this tapering process were 

the primary subject of this project; therefore, these are discussed at length in a later section. 

However, there is considerable variability in the approaches taken, and choosing an appropriate 

taper schedule may be highly patient-specific (Mallet, 2016).  

As with many other drugs, overdose of benzodiazepines is potentially lethal. Unlike 

tolerance and withdrawal, overdose is not necessarily associated with long-term usage. However, 

the nature of tolerance (i.e., requiring increasingly high dosages to maintain the effect) means 

that long-term use may have an indirect effect on overdose through tolerance (Lugoboni & 

Quaglio, 2014). Overdose deaths from benzodiazepine are increasing in the United States 

(Bachhuber, Hennessy, Cunningham, & Starrels, 2016). Over the period between 1996-2013, 

opioid overdose has also become prominent, and the researchers have suggested links between 

the two drugs, especially when co-prescribed, as is often the case with older veterans (Park, 

Saitz, Ganoczy, Ilgen, & Bohnert, 2015). In many ways, the abuse of benzodiazepine is parallel 

to the current epidemic of opioid abuse (i.e., both have inappropriately been widely prescribed as 

“all purpose” drugs in situations where other drugs would have been more appropriate; Park et 

al., 2015). The risks associated with overdose combine with wide use of the drug; therefore, by 

limiting its prescription and working to discontinue its use, the risk of overdose-associated death 

or serious injury is decreased, along with the risks of addiction and tolerance.  

Another potentially serious consequence of benzodiazepine use is the occurrence of side 

effects, such as delirium or falling. Studies of benzodiazepine use in Emergency departments has 

shown that administration of benzodiazepine in this setting—especially continuous 



 
 
 

 
28 

administration, as opposed to intermittent administration—significantly increases the odds of a 

patient experiencing delirium the following day (Zaal et al., 2015). Other researchers have found 

benzodiazepine to cause delirium in the elderly (Airagnes et al., 2016). In another study, Moore 

et al. (2014) noted that iatrogenic benzodiazepine-associated delirium was a potential side effect 

of using benzodiazepine to treat alcohol withdrawal, and this sort of toxicity-induced delirium 

might require its own potentially dangerous and expensive treatments such as flumazenil. Thus, 

the risk of delirium is a potential serious side effect of benzodiazepine usage across multiple 

contexts.  

Delirium is not the only risk. Another related serious side effect, especially for the 

elderly, is an increased risk of falls (Airagnes et al., 2016). Falls are especially dangerous for the 

elderly because they are more prone to bone fractures, and a majority of benzodiazepine users 

are women who are especially vulnerable to falls (Huang et al., 2012). The increased risk of falls 

has been documented in both community-dwelling older adults and in the nursing home setting, 

although the specific risks may differ between these contexts (Berry et al., 2015). A meta-

analytical study carried out by Huang et al. (2012) indicated extensive evidence of fall danger in 

the studies they reviewed. Based on this meta-analysis, the researchers found a relative fracture 

risk of 1.7 for those using a long half-life benzodiazepine (Huang et al., 2012), suggesting that 

those who used benzodiazepine were at significantly higher risk of fractures.  

In addition to falls and the resulting fractures, users of benzodiazepine are at risk for 

other behavioral and medical consequences, including respiratory failure, increased risk of car 

accidents, potentially higher risk of cancer, and impaired cognition (Airagnes et al., 2016). In a 

study of 1,754 older Canadians, both intermediate and long half-life classes of benzodiazepines 
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showed lower performance on the measure of language comprehension (Helmes & Ostbye, 

2015). Furthermore, participants who used either category of benzodiazepine also scored lower 

on memory tests (Helmes & Ostbye, 2015). Thus, the falls and delirium may simply be subsets 

of a large category of negative effects of benzodiazepine on cognitive function. Because the 

elderly already face cognitive risks from dementia and other conditions, these mental side effects 

are particularly dangerous. 

Regarding cognitive issues, some researchers have suggested links between the use of 

benzodiazepines and cognitive impairment conditions such as dementia and Alzheimer’s disease 

(de Gage et al., 2012). For example, one study included a large, prospective, population based 

study of elderly people who were free of dementia and did not use benzodiazepines until at least 

the third year of follow-up (de Gage et al., 2012). This study indicated that the new use of 

benzodiazepines was associated with a significant (approximately 50%) increase in the risk of 

dementia controlling for potential confounding factors, including cognitive decline before 

starting benzodiazepine and clinically significant symptoms of depression. Findings also 

remained robust when the researchers pooled five cohorts of new benzodiazepine users 

throughout the 15-year follow-up period and in a complementary nested case-control study, 

indicating a strong correlation between the drug and the development of dementia. A similar 

study was carried out using a large sample of 8,980 individuals who were representative of 

elderly people living in the community in Quebec (de Gage et al., 2014). This study considered 

Alzheimer’s disease, rather than dementia, and its results indicated that the risk of Alzheimer’s 

disease was increased by 43% to 51% among those who had used benzodiazepines in the past. In 

addition, the results were the same when adjusted for other symptoms thought to be potential 
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prodromes for dementia, such as depression, anxiety, or sleep disorders. The authors suggested 

that, if it was indicative of causation, this correlation could be explained by the limitation in 

cognitive reserve capacity induced by the long-term use of benzodiazepines, which might reduce 

a person’s ability to cope with early phase brain lesions by soliciting accessory neuronal 

networks (de Gage et al., 2014). However, these studies were not necessarily causal.  

A meta-analysis of the existing literature regarding benzodiazepines and dementia 

disorders found that 14 studies indicated a correlation between benzodiazepine and dementia 

disorders: One suggested no correlation, and one found a protective effect (Pariente, de Gage, 

Moore, & Begaud, 2016). Although the studies showed acknowledgment of the possibility of a 

causal link, given the general cognitive side effects associated with benzodiazepine, the 

correlation might be explained by benzodiazepines use in treating some of the early symptoms 

associated with dementia disorders (Pariente et al., 2016). Therefore, more research was needed 

to understand whether this was an actual risk or an incidental correlation. However, this point of 

contention could be explored more effectively if the general overuse and inappropriate use of 

benzodiazepine were curtailed. 

In sum, a significant number of risks were associated with benzodiazepine use. The most 

significant and ubiquitous risks included those of dependency/addiction and tolerance. The 

dangers of addiction were self-evident, but because benzodiazepine developed tolerance, 

addiction issues were particularly dangerous. Tolerance was dangerous both because it impaired 

the appropriate use of benzodiazepine when necessary and because it led to increasingly high 

dosages. In turn, high dosages could lead to overdose, which could result in serious harm or even 
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death. In addition, addiction exposed patients to risks that were associated with benzodiazepine 

withdrawal, necessitating tapering for discontinuation (Pariente et al., 2016). 

Further, benzodiazepine use might be associated with up to 70% increased chance of 

fractures from falling and with delirium (Pariente et al., 2016). Other serious side effects 

included difficulty breathing and cognitive impairment. Cognitive impairment was especially 

troubling for the elderly, who already have to be concerned with impaired cognitive function 

resulting from dementia disorders. Additionally, there was a strong causal link between 

benzodiazepine usage and the occurrence of dementia disorders (Pariente et al., 2016). It had not 

yet been established whether this association was causal or the result of a common cause, but 

until a causal link was disproved, the potential presence of this link was a strong reason for 

making discontinuation of benzodiazepine in the elderly a priority. Considering this importance, 

it was appropriate to next give special consideration to the current state of benzodiazepine use in 

elderly populations.  

Use of Benzodiazepines in the Elderly 

Some researchers estimated that 12% to 32% of older adults used benzodiazepines 

(Gould, Coulson, Patel, Highton-Williamson, & Howard, 2014), while others noted that 

prevalence of use among elderly patients was consistently high in developed countries, ranging 

from 7 to 43% (de Gage et al, 2014). However, benzodiazepine use rates were estimated as high 

as 57% to 59% in older adults with psychiatric disorders (Gould et al., 2014). Use may be even 

higher, possibly due to physicians’ lack of expert knowledge concerning the prescription of 

benzodiazepines in this population, as well as physiological and psychological dependency 

issues (Gould et al., 2014). This finding was consistent with results showing that those most 
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likely to use benzodiazepine in the long term were not only the elderly, but also those who 

received it from a psychiatric prescriber, as opposed to a primary caregiver (Takeshima et al., 

2016). However, another demographic dimension of the issue was that the prevalence of 

benzodiazepine usage was significantly greater in females compared to males (Windle, Elliot, 

Duszynski, & Moore, 2012). This finding was consistent with other studies of benzodiazepine 

prescribing in the elderly, such as Olfson et al.’s (2015) finding that females were twice as likely 

as males to use benzodiazepine in the U.S. context, but the study also showed a trend of 

increasing prevalence with age. This trend was concerning given the increased frailty and 

pharmacokinetic and pharmacodynamic changes that come with age (Windle et al., 2012).  

In the 2012 study, 40% of benzodiazepine prescription recipients had only one 

prescription. However, 45% had between 2 to 6 prescriptions, and 15% had seven or more 

prescriptions (approximately 6 months of daily benzodiazepine use). The majority of 

prescriptions were for short-acting benzodiazepines (Windle et al., 2012). This aspect was 

partially consistent with Takeshima et al.’s (2016) results in Japan, wherein 35% used the drug 

for at least 3 months. While the figures were not quite the same, some variance was to be 

expected, considering the temporal and geographic distance between the two studies. However, 

long-term use should be studied carefully because dependence and physical withdrawal 

symptoms are causes for alarm in benzodiazepine users, particularly within the elderly 

population (Lader & Kyriacou, 2016). Neutel, Skurtveit, and Berg (2012) asserted that older 

adults should use small quantities of anxiety relieving benzodiazepines and that the general 

efficiency of these medications was comparatively small. 
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In addition to psychiatric use, misuse of benzodiazepine for older adults may be prevalent 

during hospitalization (Pek et al., 2017). In this case, the drug is being used as a sedative or 

hypnotic; while this is one of many functions it can serve, it should be reiterated that 

benzodiazepine should not be considered a first line treatment, especially not for such minor 

purposes where a variety of other, less dangerous drugs could be used in its place (Lader, 2014). 

This point is especially true for older adults. Therefore, physician education programs are likely 

a key step in reducing the misuse of benzodiazepine in older adults. However, patient education 

may also be key.  

A phenomenological study of discontinuation of benzodiazepine and its dependence in 

elderly women identified the difficulty of discontinuation as a major barrier, but it also identified 

the distinction between dependence and addiction as being significant to the participants 

(Canham et al., 2014). They exhibited a fear of addiction, but a less negative reaction to 

dependence. This finding showed that a shift in terminology could help to reinforce the dangers 

of benzodiazepine addiction in older women.  

Overall, older adults are an especially vulnerable population, with a higher than average 

percentage of benzodiazepine users. Like with the general population, the majority of older 

adults using benzodiazepine are women. Older adults are more likely to use benzodiazepine in 

general, but also more likely to use it long term. They may also receive less actual benefit from 

its use, despite the fact that they are at greater risk for many negative consequences of its use 

(Canham et al., 2014). They may be particularly likely to be inappropriately prescribed 

benzodiazepine if they have psychiatric conditions or if they undergo prolonged stays in a 

hospital. Given this significance danger to the population, one must focus efforts on ways in 
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which benzodiazepine usage may be curtailed in this context. A synthesis of evidence table is 

included in Appendix A. 

Taper Methods 

The dangers associated with benzodiazepine withdrawal necessitate tapering, as opposed 

to outright discontinuation. According to the Institute of Medicine, guidelines for improved 

quality of healthcare are needed, including reducing variability and controlling costs associated 

with healthcare (as cited in Ansari & Rashidian, 2012). To this end, the Institute of Medicine 

systematically developed guidelines that formed a basis on which practitioners and patients could 

base their decisions regarding healthcare (health promotion, screening, diagnosis, etc.; AGREE, 

n.d.). Methods of withdrawal should be addressed as part of this foundation. The usual method of 

withdrawal is slow tapering over months in an outpatient setting, and in-patient weaning is 

believed challenging due to the belief that extended periods are required to wean older 

individuals off benzodiazepines safely (Lader, 2014).  

Many researchers have explored the issues surrounding the discontinuation of 

benzodiazepine in various ways (Ansari & Rashidian, 2012; Lader, 2014). These results can be 

divided into three broad categories: medically-assisted tapering approaches, psychosocial 

tapering approaches, and challenges to tapering. Of course, the lines between these categories are 

not necessarily always clear, especially in studies that compare multiple interventions. In 

addition, the interventions were carried out in a variety of different contexts. Overall, the 

research on benzodiazepine discontinuation is heterogeneous and in need of more work in many 

ways, a gap to which this study will contribute (Ansari & Rashidian, 2012; Lader, 2014).  
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Medically-assisted interventions have generally included flumazenil, oxcarbazepine, 

gabapentin, and melatonin (Moore et al., 2014). More generally, flumazenil has been used to 

manage some of the symptoms associated with benzodiazepine-related toxicity, including the 

delirium that may result from the administration of benzodiazepine to treat the symptoms of 

alcohol withdrawal (Moore et al., 2014). Based on a study of 83 patients over the course of 6 

years, one study of flumazenil in this context indicated no major adverse events and only some 

minor, transient adverse effects, such as anxiety, occurred. Given the lack of major adverse 

events for patients, the researchers concluded that flumazenil was a relatively safe treatment for 

suspected benzodiazepine toxicity (Moore et al., 2014). However, a meta-analysis of multiple 

studies regarding flumazenil indicated that serious adverse events have been associated with the 

drug, and the researchers sought to review the evidence of its usage (Penninga, Graudal, 

Ladekarl, & Jürgens, 2016). The meta-analysis encompassed 13 trials totaling 994 patients, and 

although the incidence of serious adverse events for the flumazenil group (12/498), this remained 

significantly higher compared to the ratio of serious adverse events reported in the placebo group 

(2/492; Penninga et al., 2016). Accordingly, Penninga et al. (2016) concluded that there was a 

significantly increased risk of serious adverse effects when using flumazenil to treat 

benzodiazepine intoxication. Given the strength of the samples involved, the results of the meta-

analysis would seem more credible.  

However, in terms of actually being used to assist with discontinuation of 

benzodiazepine, flumazenil is only in the conceptual stages. Hood, Norman, Hince, Melichar, 

and Hulse (2014) explored the potential reasons that low-dose flumazenil was a potential 

candidate for discontinuation assistance. According to the preliminary results reported in this 
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study, continuous intravenous or subcutaneous flumazenil infusions for 4 days significantly 

counteracted many of the effects of benzodiazepine withdrawal. Therefore, these may be a 

powerful tool for discontinuing benzodiazepine usage, with or without a tapering process (Hood 

et al., 2014). This finding made it a strong candidate for use in the in-patient setting due to the 

need for quickened tapering, as compared to the long tapering periods suggested for outpatient 

programs, but it was not yet in clinical trials at the time of the 2014 study. Moreover, I could not 

find any further research regarding this approach.  

Regarding oxcarbazepine, Croissant, Grosshans, Diehl, and Mann (2008) weaned 10 

patients off benzodiazepines in as little as 11 days (with patients having a mean age of 48.4 

years). The authors argued that this tapering might have taken up to 8 weeks had oxcarbazepine 

not been utilized (Croissant et al., 2008). Their results confirmed the belief that oxcarbazepine 

could be valuable when facilitating weaning patients from benzodiazepines during their stays in 

an in-patient unit (Croissant et al., 2008). The authors concluded that because oxcarbazepine was 

a derivative of carbamazepine, it had considerably improved tolerability with fewer side effects 

(Croissant et al., 2008). This sample had a mean benzodiazepine dependence of 11.3 years, with 

the longest dependence being the study’s oldest patient, who had taken benzodiazepine for 30 

years, with an equivalent of 20 mg diazepam daily (48-hour half-life; Croissant et al., 2008). 

However, this study was not focused on the elderly; in this very small sample, the oldest person 

was 81-years-old, and the youngest was 27 years. Moreover, the 81-year-old was the only adult 

over age 65 years. In addition, while all the patients fit the diagnostic criteria of benzodiazepine 

dependence, none suffered from another psychiatric or addictive disorder, as reported by 

Croissant et al. (2008). Placebo-controlled studies needed to be completed with older adults with 
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psychiatric conditions in an in-patient unit, but I could not find any newer studies making use of 

this approach to benzodiazepine discontinuation.  

The third potential medical treatment that has been recently tested to assist with 

benzodiazepine withdrawal was gabapentin, an anti-anxiety drug (Mariani et al., 2016). Because 

anxiety is one of the symptoms of benzodiazepine withdrawal, this approach may help to 

alleviate the detrimental effects of withdrawal, thereby making tapering easier. However, the 

only recent trial of this approach, a small pilot study consisting of 19 participants, showed no 

significant effects of gabapentin on discontinuation success relative to a placebo group after 

eight weeks (Mariani et al., 2016). These results were not conclusive due to the small sample 

size used, thereby potentially confounded the results. This approach could use further 

consideration in future studies, but present evidence did not suggest it had any utility for easing 

discontinuation.  

Finally, the fourth medical discontinuation strategy reported was using melatonin. 

Melatonin increases the onset, duration, and quality of sleep, while insomnia is one of the 

primary symptoms of benzodiazepine withdrawal (Wright et al., 2015). Therefore, melatonin is a 

natural choice to consider for assisting with benzodiazepine discontinuation. I found four recent 

studies that considered the use of melatonin. Cardinali, Golombek, Rosenstein, Brusco, and Vigo 

(2016) suggested melatonin as a potential aid for the discontinuation of benzodiazepine use for 

biochemistry reasons, citing that melatonin and benzodiazepine might blunt the effects on the 

body. They also reported on the successful therapeutic use of melatonin in providing therapeutic 

aid to many sleeping disorders. However, perhaps the most compelling reason to pursue 
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melatonin therapy was that it had a safe profile, with few adverse effects or interactions with 

other drugs.  

In a placebo-controlled trial with 86 patients (ages 21 to 75), Baandrup, Lindschou, 

Winkel, Gluud, and Glenthoj (2016) tested the effect of prolonged release melatonin on effective 

discontinuation of benzodiazepine and on withdrawal symptoms. After 24 weeks, the melatonin 

group actually reported lower discontinuation rates than did the placebo group, and the trial 

found no significant effect of the intervention on withdrawal symptoms, suggesting against the 

efficacy of prolonged release melatonin as a discontinuation aid.  

By contrast, a different placebo-controlled trial that did not focus on prolonged release 

melatonin but rather on the circadian rhythms—disruptions of which might result from 

benzodiazepine withdrawal—found more positive results (Baandrup et al., 2016). Namely, 

researchers found that disruptions to the circadian rhythms were significantly improved by 

melatonin compared to the placebo, thereby improving daily stability of the sleep cycle 

regardless of benzodiazepine tapering. These results showed that melatonin could blunt or even 

eliminate disruptions of the circadian rhythm during benzodiazepine tapering (Baandrup et al., 

2016).  

In a broader sense, the final study was a meta-analysis of the use of melatonin to treat 

benzodiazepine withdrawal. This meta-analysis included six trials for 322 participants and 

considered both the efficacy of melatonin as an aid to benzodiazepine discontinuation and the 

efficacy of melatonin at improving sleep quality (Wright et al., 2015). Overall, the results 

showed that melatonin had no significant effect on the odds of successfully discontinuing 

benzodiazepine use, and the results of melatonin on sleep quality were inconsistent (Wright et 
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al., 2015). While the authors could not rule out an effect due to imprecise estimates of effect 

sizes in the meta-analysis, their results showed that any effect was small. Therefore, there was no 

easy medical solution to the problem of benzodiazepine discontinuation.  

While flumazenil and oxcarbazepine have some promise as assisting with 

discontinuation, the research regarding these approaches was sparse and, in the case of 

flumazenil, not yet at the stage of clinical trialing. A small pilot trial of gabapentin use for 

treating the resultant anxiety indicated no significant effects (Baandrup, Ebdrup, Lindschou, 

Gluud, & Glenthøj, 2015). Melatonin interventions have been tested more extensively, and the 

results of these tests were mostly negative. Overall, none of the current medical treatments 

showed a significant degree of promise (Baandrup et al., 2015). Therefore, psychosocial 

approaches were best used by a process of elimination.  

Psychosocial interventions fall into several broad categories, including educational 

interventions and therapy-based interventions. One educational intervention indicated a tapering 

period of 21 weeks that utilized drawings of the diminishing schedule of gradual reduction, 

decreasing from a full pill to a quarter pill over a long period (Tannenbaum, Martin, Tamblyn, & 

Benedetti, 2014), Within this study, the authors addressed the misuse of benzodiazepines through 

an educational program to enlighten older persons regarding the hazards of benzodiazepines 

(Tannenbaum et al., 2014). After 6 months, results indicated that 27% of the participants 

discontinued benzodiazepines compared to only 5% in the control group (Tannenbaum et al., 

2014). Furthermore, 11% of the recipients, still using benzodiazepines, achieved dose reductions. 

These results indicated that patient education led to discussions with the physician and/or 

pharmacist, resulting in stopping unnecessary or harmful medication (Tannenbaum et al., 2014). 
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Guaiana and Barbui (2016) described another educational intervention. They included providing 

patients with letters from their physician, as well as self-help information, leading to a successful 

withdrawal from a benzodiazepine compared with controls.  

Another way of approaching the issue from the educational side is to emphasize the 

dangers and risks involved in long-term benzodiazepine use. In a study that took this approach, 

researchers developed an educational tool targeting older adults to focus on the dangers of 

benzodiazepine use with a goal to augment patients’ perceptions of related dangers (Martin & 

Tannenbaum, 2017). The authors expected patients would be more motivated to talk about 

discontinuing benzodiazepines with their physician and pharmacist, therefore exhibiting greater 

self-efficacy in tapering the use of benzodiazepine (Martin et al., 2013), and this expectation was 

met according to the results. This finding was consistent with the approach from Canham et al. 

(2014), wherein focusing on the negatives of benzodiazepine dependence (i.e., phrasing as 

addiction rather than dependence) was associated with a significantly higher degree of negativity 

toward being benzodiazepine-dependent. 

A third educational strategy involved targeting physicians rather than patients (Cook et 

al., 2007). However, this approach was generally used to prevent dependence rather than to treat 

it. Overall, educational approaches could be successful; a direct-to-patient educational 

intervention had significantly better results in a placebo-controlled trial, suggesting that 

educational approaches already provided more consistent and significant benefits than the 

medicinal approaches considered (Tannenbaum et al., 2014). However, effective educational 

interventions might need to play upon patients’ fears of the risks related to long-term 

benzodiazepine use, rather than focus on being purely educational.  
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Regarding the therapeutic approach in combination with traditional tapering, scholars 

have generally been positive, although the methodologies were somewhat mixed (Mallet, 2016). 

A review of the literature to determine the most practical—and pragmatic—approach to effective 

benzodiazepine withdrawal showed that traditional tapering, combined with psychotherapy, was 

probably the most effective approach (Mallet, 2016). However, when taking this general 

approach, one must remain conscious of the patient’s specific history and conditions to carry out 

the tapering with whatever variant of benzodiazepine the patient is already using (Mallet, 2016). 

In addition, while the process should be patient-specific, discontinuation that was introduced too 

slowly could result in a preoccupation with the process (Lader & Kyriacou, 2016). The 

conventional withdrawal process should consist of an 8 to 12-week schedule, targeting complete 

termination in less than 6 months and in complex cases, substitution with diazepam (Lader & 

Kyriacou, 2016). Group therapy using Cognitive Behavioral Therapy (CBT) and additional 

pharmacological therapies might also be helpful (Lader & Kyriacou, 2016).  

Not all scholars were so favorable to a more drawn-out schedule of tapering. One 

example of a shorter schedule was an inpatient hospitalization study of discontinuation (Yokoi, 

Misal, Oh, Bellantoni, & Rosenberg, 2014). In this study, which included 74 patients, 

discontinuation was achieved during the hospitalization period for roughly half of the 

participants, which was about 34 days for discontinuing patients. Analysis of the data showed 

that in the group that discontinued benzodiazepines, there were minimal symptoms except 

agitation, suggesting it was safe to taper elderly patients off benzodiazepines. Moreover, their 

results indicated that benzodiazepine discontinuation was also feasible in those with cognitive 

deficiency (Yokoi et al., 2014). These results indicated that short-term tapering of 
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benzodiazepine in the hospital setting might be feasible in timeframes significantly shorter 

compared to those generally advised for general practice—the average time of release for 

discontinuing patients was roughly four weeks, half the recommended timeframe for tapering in 

general (Lader & Kyriacou, 2016), with minimal adverse effects compared to patients who did 

not discontinue.  

Another systematic review of the literature, regarding outpatient tapering of 

benzodiazepine, indicated that the common schedule for tapering should instead be 1 to 2 weeks 

of continuous 25% reduction of the drug until drug-free (Paquin, Zimmerman, & Rudolph, 

2014). However, this approach did involve a higher incidence of withdrawal symptoms 

compared to the longer schedule tapering, with symptoms of insomnia, depression, and anxiety. 

Despite this potential drawback, this shorter schedule was likely more feasible for an inpatient 

setting.  

Finally, given the consistently reported difficulties in discontinuing benzodiazepine usage 

(Tannenbaum, 2015), due consideration should be given to the reasons for these difficulties. The 

most prominent reason was likely the fear of withdrawal and side effects; patients and care 

providers were both hesitant to discontinue benzodiazepines because of fear of withdrawal 

symptoms or relapse (Tannenbaum, 2015). Withdrawal symptoms could occur in up to 50% of 

patients who succeeded in tapering, including symptoms of insomnia, tremor, irritability, and 

anxiety (Tannenbaum, 2015). However, those symptoms were usually transient, and at 1-year 

follow-ups, little difference in the frequency of withdrawal symptoms occurred between patients 

who did not taper and those who did taper. Nevertheless, given the importance of side effects, 

side effects during particular timeframes with tapering could play an important role in the 
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success of stopping benzodiazepines, allowing providers to assist the patient more during those 

times (Belanger, Morin, Bastien, & Ladouceur, 2005) 

Another possible reason for difficulties with tapering might result from perceptions. 

Many older adults who are benzodiazepine-dependent have a poor awareness of the risks 

involved in their addictions and do not actually consider it an addiction (Canham et al., 2014). 

Accordingly, they can justify their continued dependence to themselves, especially by contrast to 

the symptoms of withdrawal (Bourgeois, Elseviers, Van Bortel, Petrovic, & Vander Stichele, 

2014). In a feasibility study of benzodiazepine discontinuation in the nursing home setting, the 

reasons given for unwillingness to attempt discontinuation included “reluctance toward change” 

and “unmotivated patients” (Bourgeois et al., 2014, p. 1251). While this study did support the 

feasibility of discontinuation in the nursing home setting with a sample of 38 participants—with 

no difference in withdrawal symptoms between discontinuation and relapse groups—it also 

served as a reminder that the struggle to discontinue benzodiazepine abuse was not solely 

confined to patients, and practitioners might also be unwilling to pursue withdrawal attempts for 

their patients (Bourgeois et al., 2014). The physician-side barriers might also include the 

perception that benzodiazepine prescription was still having the desired effect on patients, 

lowering willingness to discontinue.  

Strengths 

Overall, the appraised literature showed support that benzodiazepine use in the older 

adult was problematic, except on rare occasions (e.g., treatment for seizures or severe 

generalized anxiety disorder; Martin et al., 2013). In general, the consensus was that 

benzodiazepine dependence was an increasing problem in the developed world and 
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benzodiazepine should not be the drug of first resort, especially not for more minor uses. In 

addition, for the older adult population, the research showed many hazardous effects caused by 

the use of benzodiazepines, including car accidents, falls, cognitive impairment, dementia, and 

delirium (Martin et al., 2013). Accordingly, most researchers suggested that benzodiazepines 

should be weaned in the elderly population (de las Cuevas et al., 2003; Martin et al., 2013; Zaal 

et al., 2015). Most studies were randomized controlled trial (Tannenbaum et al., 2015). 

A patient-centered approach based on shared decision-making was found as an effective 

way to educate benzodiazepine users about associated risks and tapering protocols (Evangelidis, 

2015). In addition, Morin et al. (2004) found supervised benzodiazepine reduction alone and in 

combination with CBT showed some benefits, while Martin et al. (2013) recommended 

discontinuation letters to older adults as a successful method of weaning. In general, the 

literature provided consistent support for psychosocial interventions, including tapering by itself, 

educational interventions, and psychotherapy-based interventions. Most commonly 

recommended was a combination of tapering and psychotherapy, specifically cognitive 

behavioral therapy (Paquin et al., 2014).  

Weaknesses 

Perhaps the greatest overall weakness of the literature was that no clear answers were 

found regarding ways in which to facilitate discontinuation most effectively, despite that the 

problem was widely acknowledged (de las Cuevas et al., 2003; Martin et al., 2013; Zaal et al., 

2015). Medical interventions have been tried to assist with discontinuation were either promising 

but were not yet ready for clinical use or proven ineffective by clinical trials (Tannenbaum et al., 

2014). Educational approaches have seen some success, but these were still not a simple solution 
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and boast low discontinuation rates (~25%; Tannenbaum et al., 2014). In line with this general 

lack of simple answers, there were no specific articles or studies relating to my purpose of 

tapering benzodiazepines in a short time-span during hospitalization for psychiatric problems in 

the older adult. One study reported tapering in an outpatient setting over many months 

(Tannenbaum et al., 2014). In addition, researchers were divided about the process of tapering 

for benzodiazepines, with approximately 50% advising a reduction, while the other half 

suggested discontinuation of the drug. 

There are no specific guidelines to facilitate tapering, except the generally accepted rules 

to avoid sudden cessation of benzodiazepines due to risk of dangerous physiological and 

psychological withdrawal symptoms (Lader & Kyriacou, 2016). Moreover, this recommendation 

applies to all age groups, rather than only older adults. Some scholars suggested that an 8 to 12-

week timeframe was the most appropriate for the tapering process (Lader & Kyriacou, 2016), 

while others argued that a shorter schedule should be used with elderly patients, with a 25% 

taper every 1 to 2 weeks until drug-free in the outpatient setting, with potentially even shorter 

schedules for inpatient settings (Paquin et al., 2014). Given the shorter, inpatient setting involved 

in my purposes, the latter schedules were more useful, but these would be preferable if there 

were a clearer scholarly consensus on the best approach.  

Gaps 

There was insufficient evidence in the literature that focused on tapering benzodiazepines 

in the older adult in a hospital setting, and none for tapering in a geriatric/psychiatric unit. 

Because there were no clear, specific guidelines on successful tapering of benzodiazepines in the 

older adult, more research remained necessary, and one must develop guidelines to test in this 
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population (Guaiana & Barbui, 2016). In addition, a dearth of literature showed consideration of 

ways in which benzodiazepines could be quickly tapered. Therefore, the pace at which tapering 

could occur for the elderly population required further research (Croissant et al., 2008).  

Summary 

In sum, benzodiazepine use is a significant social problem today, especially in developed 

countries, such as the United States. Despite the drawbacks of benzodiazepine being widely 

acknowledged by researchers (Airagnes et al., 2016), misuse remains high. Although it can treat 

many things, benzodiazepine should never be the first choice for most treatments because it 

carried with it a high risk for addiction and developing tolerance (Lader, 2014). Accordingly, 

when necessary, it should be prescribed only in the short term, and especially not to elderly 

patients who might not even receive the full effect of the drug (Neutel et al., 2012). Yet, as of 

2010, 8.7% of elderly people in the United States used benzodiazepine, and this cohort had over 

35% incidence of long-term use, significantly higher than the long-term usage in younger cohorts 

(Olfson et al., 2015).  

Many physicians continue to prescribe benzodiazepine because they feel it still has the 

intended effect on their patients or because they perceive their patients as being unmotivated to 

discontinue usage (Bourgeois et al., 2014). Conversely, patients may not be fully aware of the 

consequences of long-term, benzodiazepine use or that dependence is addiction and carries with 

it all the same detrimental effects (Canham et al., 2014). Patients may also fear the side effects 

inherent in discontinuation. Taken together, these factors and others have led to a significant 

incidence of benzodiazepine dependence. 



 
 
 

 
47 

Although tapering and psychotherapy approaches were somewhat successful, the 

literature did not show any easy solutions to this problem (Lader & Kyriacou, 2016). No medical 

interventions to ease discontinuation were both effective and passed the clinical trialing stages, 

while psychosocial interventions were successful but only at relatively low rates (Tannenbaum et 

al., 2014). In addition, tapering guidelines were somewhat conflicting (Ansari & Rashidian, 

2012; Croissant et al., 2008; Lader & Kyriacou, 2016; Tannenbaum et al., 2014). 

METHODOLOGY 

Project Design 

The purpose of this DNP project was the development of an evidence-based 

benzodiazepine taper and/or discontinuation guideline for psychiatric providers practicing 

in an inpatient geriatric/psychiatric setting. The design of the project was based on the 

JHNEBP framework, specifically appraising and synthesizing the evidence incorporating 

efficacy, efficiency, and effectiveness (Dearholt & Dang, 2017).  

Setting and Guideline Population 

The setting for this project was a 16-bed coed locked inpatient geriatric psychiatric unit in 

a large hospital in an urban Southwest community in the United States. Accordingly, the target 

population for the project consisted of the staff of the 16-bed coed unit and included three 

psychiatrists, two psychiatric mental health nurse practitioners (PMHNP), two registered nurses, 

and two patient care technicians. In addition, the team included an occupational therapist, a 

psychologist, and a social worker.  

This DNP project focused on the impressions of the psychiatric providers (psychiatrist 

and PMHNPs) on this unit. Inpatient psychiatric services included medical and psychiatric care, 
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all meals, activities, and occupational therapy. The recipients of the guideline intervention were 

patients over the age of 65 who were prescribed one or more benzodiazepines and were 

hospitalized for a psychiatric condition for a minimum of 10 days.  

Plan for Guideline Development 

The World Health Organization (WHO, 2014) was the source document for developing 

the guidelines. The WHO (2014) is a science- and evidence-based organization that focuses on 

public health. The process of developing guidelines based on the WHO (2014) handbook 

includes four primary stages: planning, development, publishing and updating. Therefore, the 

focus of this DNP project was the planning, development, and appraisal of guidelines.  

The initial step in planning guidelines involved ascertaining the need for such guidelines. 

The extant literature (WHO, 2014) as well as the definition of the local problem, showed 

justification for this research; in addition, the lack of an established guideline on this topic made 

the project exigent. Following institutional review board (IRB) approval, a steering or guideline 

development group was established consisting of individuals from the respective setting. Invited 

individuals included Kevin Goetta-Kriesler, M.D.; Mary Schaffer, PMHNP; and Christopher 

Weigand, M.D. Following an introductory meeting to clarify the purpose of the group, regular 

meetings were scheduled to formulate questions and outcomes, evidence retrieval, appraisal, and 

synthesis, grading of evidence, assessing cost and resources, and formulating recommendations.  

Data Collection 

Data collection for the study was comprised of a literature search and expert review of 

the resulting guidelines. Literature review data collection was the primary source of data used to 

develop the guidelines in accordance with the WHO (2014) standards for guideline development. 
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Once the literature review was completed and the guideline was developed, the peer review 

process was applied to the resulting guideline for completion to ensure its appropriateness.  

The literature search was carried out primarily through online databases. The databases 

selected included Medline (PubMed), CINAHL (Cumulative Index to Nursing Health 

Literature), Google Scholar, EMBASE, and PsycINFO. These databases represented a range of 

relevant interests in terms of medicine as a whole, nursing, and psychiatry. Conversely, the 

inclusion of Google Scholar represented a way of casting a broader net, as not all medical 

publications were necessarily limited to medicine-focused databases. Thus, by reviewing the 

literature thoroughly and extensively, it was possible to ensure that all relevant studies were 

captured and given due consideration. 

The literature review proceeded in two phases. Firstly, search in the aforementioned 

databases used the following relevant keywords: guidelines, selected clinical guidelines, 

benzodiazepine, intervention, taper, discontinuation, and appropriate combinations thereof. I 

scanned the resulting lists of articles for those with titles that indicated relevance. Relevance to 

this study was determined based on analysis of these abstracts, and a list of relevant literature 

was formulated in this fashion. Then, in the second phase of the literature review, I examined the 

full text of the selected articles, ensured the relevance, and incorporated the findings in the 

synthesis of evidence. Synthesis of evidence took the form of a comprehensive literature review 

regarding benzodiazepine dependence and discontinuation of benzodiazepine in the elderly. The 

literature review was separated into themes, and thereby categorized. Then, the literature review 

formed the base dataset for this study.  
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Secondary data were collected more quantitatively in the form of the peer review. The 

Appraisal of Guidelines for Research & Evaluation II (AGREE, n.d.) was used by invited peer 

experts to review the newly developed guidelines. When developing guidelines for research, one 

must recommend strategies and methodologies that ensured rigor in both research and resulting 

recommendations. Because guideline instruments did not pursue quality with equal amounts of 

rigor, there was substantial variety in standards. Because of these inequities, the AGREE 

Instrument was developed, which aimed to address the problem of inconsistency in the quality of 

guideline documents. The AGREE Instrument offered a tool for assessing methodological rigor 

and transparency. In this project, the new refined and expanded edition of AGREE and the 

User’s Manual were used. The purpose of the new instrument, AGREE II, was to present a 

framework to (a) evaluate the quality of guidelines, (b) deliver a practical approach for creating 

the guidelines, and (c) advice about the type of information included and the manner in which 

information should be reported in guidelines. The new AGREE II, which replaced the initial 

AGREE Instrument, was found suitable for use as an all-purpose quality directive for refining 

healthcare (Brouwer et al., 2010; see Appendix B). 

The newly developed guidelines were distributed to three or four experts who represented 

stakeholders (psychiatric providers) to evaluate. Each reviewer was given instructions regarding 

the use of the AGREE II instrument. I reviewed the instructions to each stakeholder in-person. 

Reviewers also had the option of viewing a tutorial online, and they had 2 weeks to complete the 

review.  
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Data Analysis 

For the initial guideline, once the total body of evidence was examined and synthesized, 

it was possible to examine the data, determine what the literature indicated, and draft an initial 

guideline. Indeed, the initial drafting of the literature into themes already represented a form of 

initial thematic analysis, but the development of the guideline represented a further, more refined 

form of thematic analysis, whereby each theme was condensed into a point. Each point in the 

guideline represented an individual recommendation and, based on the synthesis of literature, 

each of these points were supported by empirical research.  

In terms of analysis for the second part of the data collection—that of the peer-review 

data—these data were analyzed using of the AGREE II tool. Scores from the completed AGREE 

II tool were summarized using descriptive statistics. Findings were shared with the development 

committee, and changes were made to the guidelines incorporating the recommendations. When 

recommendations from the peer review conflicted with the literature, further consideration was 

needed to determine which side of the argument had more weight and whether the two positions 

were truly incompatible. This aspect might involve more qualitative analysis and iterative 

discourses between the peer reviewers and myself.  

Ethical Considerations 

This project did not involve any human subjects; however, there remained three broad 

principles to consider, such as benefit, respecting human dignity, and justice (Polit & Beck, 

2017). Fulda (2014) specified four pillars of medical ethics when creating clinical practice 

guidelines, including autonomy, justice, beneficence, and non-maleficence. When developing 

clinical guidelines, the author must make sure these principles are respected in creating a 
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trustworthy clinical guideline (Fulda, 2014). The principle of autonomy refers to the patients’ 

rights to make informed decisions about different treatment options, understand risks involved, 

know the benefits, and understand available alternative treatments (Fulda, 2014). The second 

pillar pertains to risk versus benefit and cost constraints that must be considered as part of 

respecting the patient’s dignity and preferences (Fulda, 2014). The last two pillars, benefit and 

non-maleficence, have generated the most controversy in the ethics of Clinical Practice 

Guidelines (Fulda, 2014). Whereas beneficence focuses on doing good for the patients, non-

maleficence stipulates that the guidelines do not do any harm (Fulda, 2014). 

Beneficence 

When developing guidelines, beneficence is necessary to distribute any burden or benefit 

of a treatment in a fair and just manner (Fulda, 2014). This aspect requires that researchers and 

developers of guideline documents have a duty to prevent, circumvent, or reduce harm (non-

maleficence) to participants (Polit & Beck, 2017).  

Respect for Persons 

Respect for persons refers to a patient’s right to make educated decisions regarding 

treatment options (Fulda, 2014). The patient should understand the risks, benefits, and alternate 

treatment options. Therefore, the developer of the guidelines should clearly calculate and 

communicate these risk and benefits, as one could not be accomplished without the other (Fulda, 

2014). Prospective participants should decide whether they wanted to take part in my project. In 

the case of elderly persons with prolonged use of benzodiazepines, some might have dementia 

(vulnerable population), which would necessitate the involvement of the family (Polit & Beck, 

2017, pp. 140-141). When patients were admitted to the geriatric/psychiatric unit, the family was 
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usually involved, and many held Power of Attorneys (POA) for mental health issues and were 

agreeable in trying a new approach to assist their family member to get better. Therefore, the 

above risks and benefits were explained to the families in detail. 

Justice 

The issue of justice might be one of the most important aspects to consider during this 

project, as it included the right to fair treatment and privacy (Polit & Beck, 2017). Researchers 

intrude into the lives of patients and participants in the hope of developing guidelines to make 

positive changes for the patient (Polit & Beck, 2017). Patients have the right to know that their 

identities and their family members’ identities will remain in confidence (Polit & Beck, 2017). 

Adhering to justice regulations was essential due to the promulgation of the Health Insurance 

Portability and Accountability Act of 1996 (HIPPA), which emphasized privacy as an important 

right for patients in protecting their health information (as cited in Polit & Beck, 2017).  

RESULTS 

Proposed Benzodiazepine Discontinuation Guidelines 

1. One must avoid new prescriptions to patient groups with a propensity toward long-term 

use. This recommendation is not explicitly related to discontinuing existing 

dependencies, but rather focused on avoiding new ones. Populations with a propensity for 

long-term benzodiazepine usage include the elderly especially (Takeshima et al., 2016). 

In the United States, over 35% of elderly (ages 65 to 80) users of benzodiazepine users 

became long-term users, as of 2010, a much higher number than for lower age cohorts 

(Olfson et al., 2015). 
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2. Benzodiazepine is inappropriate for elderly patients outside of extreme circumstances. 

This guideline has a strong basis in the literature. In addition to the heightened risk of 

elderly people for dependence compared to other cohorts (Olfson et al., 2015), 

benzodiazepine use in older adults has significant dangerous side effects, including 

delirium (Zaal et al., 2015), a significantly heightened risk of dangerous falls 

(Tannenbaum et al., 2015), cognitive impairment, and potentially increased risks for 

dementia disorders (de Gage et al., 2012). Therefore, although many physicians remain 

unwilling to press the issue of discontinuation because they perceive the medicine as 

having its desired effect or because patients are reluctant to pursue discontinuation, the 

need for discontinuation is essentially undisputed in the literature and strongly based in 

evidence.  

3. Benzodiazepine discontinuation should be tapered. Because of dependence, 

benzodiazepine withdrawal has symptoms that preclude its immediate cessation (Lader, 

2014). These symptoms include many of the original conditions for which the drug is 

prescribed, including depression, anxiety, and insomnia (de las Cuevas et al., 2003). 

Therefore, to decrease the severity of withdrawal symptoms, discontinuation should be 

tapered.  

4. Benzodiazepine taper periods are patient specific, but should be roughly a 25% reduction 

of original dose per week until drug-free. The exact length of an appropriate taper period 

is disputed in the literature. Many scholars suggested, especially in an outpatient setting, 

a schedule of 8 to 12 weeks (Lader & Kyriaou, 2016), but this was not feasible in an 

inpatient setting. However, another common schedule seen in the literature is a 25% 
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reduction every 1 to 2 weeks until drug free (Paquin et al., 2014). In one example, the 

average time for inpatient discontinuation was 35 days (Yokoi et al., 2014), which more-

or-less matched with a 25% per week reduction, suggesting that this was likely a good 

baseline. However, the taper period might need to be adjusted if patients struggle with it 

or for other reasons specific to a patient (Lader & Kyriacou, 2016).  

5. Pending further developments, pharmacological disconsolation therapies should be 

avoided. At present, researchers have suggested no pharmacological approach was both 

clinically trialed and effective. Low-dose flumazenil (Hood et al., 2014) and 

oxcarbazepine (Croissant et al., 2008) have shown some promise, but neither have been 

fully trialed for the purpose. Conversely, interventions using gabapentin (Mariani et al., 

2016) and melatonin (Wright et al., 2015) have been tested and found to have no 

significant effect on discontinuation success.  

6. Psychotherapy should accompany discontinuation. In the literature, the current most 

effective approaches to discontinuation of benzodiazepine showed a suggestion for using 

a taper in combination with cognitive behavioral therapy (Lader & Kyriacou, 2016). 

Therefore, inclusion of CBT in discontinuation efforts should be undertaken where 

possible.  

7. Educational interventions should accompany discontinuation. In placebo-controlled trials, 

researchers have shown educational interventions to have a significant, positive effect on 

benzodiazepine discontinuation, as compared to placebos (Tannenbaum et al., 2014). 

Specifically, educational interventions that focus on the dangers of dependence should be 
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favored (Martin et al., 2013). Usage of the word addiction over dependence may prompt 

a stronger reaction from patients (Canham et al., 2014).  

8. Multifaceted discontinuation interventions are a best practice. Although not always 

practical in every case of patient discontinuation of benzodiazepine, multifaceted 

psychosocial interventions that include taper, educational intervention, and CBT 

interventions should be used (Vicens et al., 2014). Accordingly, where possible and 

practical, this multifaceted approach should be taken to ensure the maximum chance of 

successful discontinuation.  

External Review Results 

The individual external review results are listed in Table 2. Scores for each domain are 

illustrated in Table 3.  

TABLE 2. External Appraisal Results 

Questions Reviewer 1 
CW 

Reviewer 
2 

MS 

Reviewer 
3 

KGK 

Reviewer 
Comments 

1 7 7 7  
2 7 7 7  
3 7 7 7  
4 7 7 7  
5 7 7 7  
6 7 7 7  
7 7 7 7  
8 7 7 7  
9 7 7 7  
10 7 7 7  
11 7 7 7  
12 7 7 7  
13 NA NA NA  
14 NA NA 

 
NA  
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TABLE 2. – Continued  

Questions Reviewer 1 
CW 

Reviewer 
2 

MS 

Reviewer 
3 

KGK 

Reviewer 
Comments 

15 5 7 7 Guidelines need to 
be standardized 

16 5 7 7 Need clearer 
flowsheet for 

novice 
practitioners 

17 6 7 7 Needs to be 
clearer. Need tool 

to assess 
withdrawals. 

Overall 

Guideline 
Assessment 

1 

Lowest 
possible 

2 3 4 5 6 

X 

7 

Highest possible 

Overall Yes 
X 

  With 
Modification 

 

  No 

TABLE 3. Domain Totals 

Domain Total 
Scope and Purpose 100% 
Stakeholder Involvement 100% 
Rigor of Development 100% 
Clarity of Presentation  91% 
Note. Information was added to the guidelines for Domain 4 based on recommendations from the review team. 
 
 
 

 
Obtained score (Sum of review scores)- Minimum possible score 

Maximum possible score- Minimum possible score 

FIGURE 2. Calculating Domain Scores (Adapted from Brouwers et al., 2010) 
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Based on the feedback from the appraisers, The Clinical Practice Guideline on tapering 

benzodiazepines for older adults in an inpatient geriatric/psychiatric unit, the developer made 

adjustments and resent the guidelines to the appraises to review once again. The AGREE II tool 

allows for adjustments until the guidelines meet the domain standards. The post-appraisal change 

included the addition of the Clinical Institute Withdrawal Assessment-Benzodiazepines (CIWA-

B). Despite the CIWA-B not being validated, it remained an appropriate guide to prevent serious 

side effects in the elderly population, such as seizures and death. Another change included 

clearer guides (especially for the novice provider). These recommendations were changed to be 

more specific, and exact timeframes were provided. Providers can still adjust the timeframes for 

individual patient needs at the providers’ discretion.  

DISCUSSION 

Summary 

After the recommendation of the AGREE II tool, at least two and preferably four 

appraisers should assess the guideline. This guideline was appraised by three geriatric/psychiatric 

providers. Only domains 1, 2, 3, and 4, as well as the overall guideline assessment were 

evaluated, as this guideline was not implemented or disseminated as of yet for this DNP project. 

The highest scores for the benzodiazepine taper guideline were Domains 1, 2, and 3.  

Domain 1 was the scope and purpose, which addressed whether the overall objectives of 

the guideline were described adequately, as well as the specific health question. Also covered in 

the scope and purpose was the population to whom the guideline was meant to target. Domain 2 

involved stakeholder involvement and described the individuals (psychiatric providers) involved 

in the guideline development, and they were the target group the guideline was intended to 
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target. In Domain 3, rigor of development, the systematic methods that were used to search for 

evidence, as well as the criteria that was used for the selection of evidence, was identified. 

Strengths and limitations were described, as well as health benefits, side effects, and risks. In this 

domain, there was a specific link between the recommendations and the supporting evidence. 

The guideline was reviewed by experts but would not be published as of yet. There was also a 

procedure for updating the guideline once it is published (AGREE, n.d.). Domain 2, clarity of 

presentation, noted that the recommendations were specific and unambiguous. Different options 

for management of the health issue were clearly presented, as well as key recommendations that 

are easily identifiable.  

The Overall Guideline Assessment was rated using a Likert scale with 1 being the lowest 

possible quality and 7 being the highest. The last question in this section related to whether the 

appraiser would recommend this guideline for use. All the reviewers recommended this 

guideline with several modifications, which were completed. The final Clinical Practice 

Guideline is seen in Appendix C. 

As described in this DNP project, the vulnerable geropsych population should not be on 

benzodiazepines with few exceptions. Clinicians must partner with patients to facilitate tapering 

off of this class of medications. Likewise, the clinician should be wary, taking extra precautions 

in prescribing them in the future. 

Although this DNP project was not implemented, the next step is to disseminate the 

findings to all potential stakeholders within the local setting. I propose to pilot the guideline on 

the geropsych unit in the Southwest hospital in which I am a PMHNP for a minimum of 6 

months. Following an analysis of the process and outcomes, adjustments will be made and 
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hospital wide nurse educators and providers will be educated on the guideline use. Ideally, two 

units with a higher population of older patients will be invited to use the taper guidelines (e.g., 

Medical-surgical and Post cardiac care units) for three to six months. The guidelines will then be 

disseminated to the entire hospital. 

Dissemination to a broader audience of nurses will occur. The taper guideline will be 

presented as a poster presentation at the International Society of Psychiatric-Mental Health 

Nurses conference in the Spring of 2018. As a practice scholar it is my responsibility to share 

these guidelines with health care providers as well as the geriatric population and their family 

members. As indicated in the evidence synthesis, additional research and quality improvement 

initiatives are needed on this topic in order to provide safe, quality care with positive patient 

outcomes using best evidence. 
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APPENDIX A: 

SYNTHESIS OF EVIDENCE 
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Article Research 
Question 

Framework Design Sample (N) Data Collection 
(Instruments/tools) 

Findings 

Belanger, L. et al., 
(2005). Self-efficacy 
and compliance with 
benzodiazepine taper 
in older adults with 
chronic insomnia. 
Health Psychology, 
24(3), 281-287. 

Are Side-effects (SE) 
a useful construct in 
explaining 
compliance with a 
Benzodiazepine taper 
schedule and taper 
outcome at the end of 
the program in 
individuals with 
chronic insomnia? 

NA Randomized 
Clinical Trial 

N=52 French 
speaking older adults. 
(25 women, 27 men). 
Subjective difficulties 
initiating/maintaining 
sleep at least 3 nights/ 
week for at least 6 
months, marked 
distress/impaired 
daytime functioning 
due to poor sleep. 
55 years or older, 
benzo use >50% of 
nights at least 3 
months, mean age 63.  

Daily sleep diaries for a 
ten-week treatment 
period (parameters 
utilized).  
Side-effect information 
collected weekly by 
physician who 
supervised the 
medication 
discontinuation. 
Likert-type scale was 
utilized  
The Clinical Institute 
Withdrawal Assessment 
Scale was used. 
 

Significant difference 
on mean SE ratings 
between compliant 
and noncompliant 
participants were 
observed at weeks 6, 
9, and 10. A 
Bonferroni post hoc 
test was utilized to 
reveal a significant 
difference between 
participants using 
meds and meds free 
participants in the 
taper only condition. 
 

Cook, J.M. et al., 
(2007). Older patient 
perspectives on long-
term anxiolytic 
benzodiazepine use 
and discontinuation: A 
Qualitative 
Study.Journal of 
General Internal 
Medicine, 22(8), 1094-
1100. 
 

Purpose: To 
understand patient 
factors contributing 
to the chronicity of 
benzodiazepine use 
by older adults as a 
first step in the 
development of 
acceptable 
intervention 
strategies for 
taper/discontinuation 
or prevention of 
chronic use. 
 

NA Qualitative 
Semi-structured 
patient 
interviews 
 

N=50 anxiolytic 
benzodiazepine users 
61-95 years old, 
recruited through 
referrals from primary 
care physicians in 
Philadelphia, 
Pennsylvania. 
 

Interviews, inquiring 
about the rationale and 
circumstances for initial 
and current use of 
benzodiazepine, 
knowledge of potential 
side effects, experience 
of skipped doses, 
psychological and 
physical reliance on 
benzodiazepines, 
thoughts on tapering 
and interest in finding 
alternative strategies for 
which benzos were 
prescribed. 

Older chronic 
benzodiazepine users 
are reluctant to taper 
use and prevention 
and early intervention 
should be utilized. 

Croissant, B. et al., 
2008. Oxcarbazepine 
in Rapid 
Benzodiazepine 

Purpose: to evaluate 
the tolerability and 
efficacy of the 
antiepileptic drug 

NA An outline 
dosage scheme 
was utilized 
increasing 

N=10, 
benzodiazepine 
dependent, mean age 
47.9 =/- 15 years, 

None All patients 
completed 
withdrawal of the 
benzodiazepine 
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Article Research 
Question 

Framework Design Sample (N) Data Collection 
(Instruments/tools) 

Findings 

Detoxification. The 
American Journal of 
Drug and Alcohol 
Abuse, 34, 534-540. 
 

Oxcarbazepine in 
benzodiazepine 
detoxification. 
 

oxcarbazepine 
and tapering 
benzodiazepine 
 

20% male.  
 

diazepam. All were 
given a maintenance 
dose of 
Oxcarbazepine up to 
a daily dose of 1200 
mg. Plasma sodium 
levels were 
monitored. 
 

De las Cuevas, C. et 
al., (2003). 
Benzodiazepines: 
More “Behavioural 
Addiction than 
Dependence. 
Psychopharmacology, 
167,297-303 

What are the 
prevalence, 
characteristics and 
risk factors 
associated with the 
development of 
benzodiazepine (bd) 
dependence in the 
users of these active 
ingredients? 

NA A 
representative 
sample of 
patients 
currently 
receiving 
benzodiazepine 
treatment for 
one month or 
longer was 
studied 

N=1048 The Severity of 
dependence scale (SDS) 
was used as a screening 
test of benzodiazepine 
dependence among 
patients using 
benzodiazepines 

Of patients using 
benzodiazepines for 
more than one month, 
47% developed 
dependence to these 
compounds.  
Using Multivariate 
logistic regression, 
analysis showed that 
bdz dependence was 
closely related to 
three variables; dose 
used, duration of use, 
and concomitant use 
with antidepressants. 
 

Guaiana, G. et al., 
(2016). Discontinuing 
Benzodiazepines: Best 
Practices. 
Epidemiology 
Psychiatric Science, 
25(3), 214-216. 
 

Are there evidence-
based guidelines 
regarding 
discontinuation of 
long-term 
benzodiazepine use?  
 

NA Comprehensive 
literature search 
involving three 
systematic 
reviews, five 
RCT’s and 
three non-
RCT’s.  
 

Mean age 41 to 79. 
 

Comprehensive 
literature review done 
by CADHII 
 

Simple interventions 
are associated with a 
better chance of 
successful withdraw 
from a BZD 
compared with 
controls. Such as 
discontinuation letters 
from clinicians, self-
help information and 
support. No 
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Article Research 
Question 

Framework Design Sample (N) Data Collection 
(Instruments/tools) 

Findings 

guidelines for 
tapering were found 
in the literature. 
 

Huang, A. R. et al., 
(2012). Medication-
related falls in the 
elderly, Causative 
factors and preventive 
strategies. Drugs 
Aging, 29(5), 359-376. 
 

Do improvements in 
patient knowledge, 
beliefs and perceived 
medication risk lead 
to greater motivation 
for initiating 
discussions about 
drug discontinuation 
with a doctor or 
pharmacist and 
greater self-efficacy 
for tapering 
benzodiazepine use? 
 

Social 
Cognitive 
Theory 
Constructivist 
Learning 
Theory 
Social 
Comparison 
Theory 
 

Quasi-
experimental 
study 
 

NA Written educational tool 
was mailed to 144 
benzodiazepine 
consumers. 
Knowledge and beliefs 
about inappropriate 
prescriptions were 
recruited prior to and 
one week after the 
intervention. 
 

Risk perception 
surrounding 
inappropriate 
prescriptions can be 
altered through direct 
delivery of an 
educational tool to 
aging customers. 
 

Lader, M., (2012). 
Benzodiazepine Harm: 
How Can it be 
Reduced? British 
Journal of Clinical 
Pharmacology, 72(2), 
295-301 
 

Purpose: to analyze 
the evidence for the 
efficacy of the usual 
withdrawal regimes 
and the newer agents. 

NA Meta-analysis, 
combining 
several diverse 
trials 
 

NA Combination of several 
trials through meta-
analysis. 
 

Benzodiazepine 
prescribing is for 
unlicensed or 
unspecified 
indications (“off-
label”), or exceeds 
the approved duration 
of use or dosage. 
Attention should 
focus on the elderly 
continuously over 
long periods. 
 

Lader, M. et al., 
(2016). Withdrawing 
benzodiazepines in 
patients with anxiety 
disorders. Current 

What is the 
association between 
psychoactive 
medications and 
crash risk in drivers 

NA Descriptive 
review 
assessing 
research on 
withdrawing 

NA Analysis of evidence 
through literature 
review. 

Little evidence exists 
outside the usual 
principles of drug 
withdrawal but there 
are some promising 
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Article Research 
Question 

Framework Design Sample (N) Data Collection 
(Instruments/tools) 

Findings 

Psychiatry Reports, 
18(1), 1-8. 
 

aged 60 and older? 
 

BZD’s in 
primary care. 
 

leads. 
 

Martin, P. et al., 
(2013). A drug 
education tool 
developed for older 
adult’s changes 
knowledge, beliefs and 
risk perceptions about 
inappropriate 
benzodiazepine 
prescriptions in the 
elderly. Patient 
Education and 
Counseling, 92, 81-87. 
 

Does the effect of 
direct-to-consumer 
education reduce 
inappropriate 
prescriptions of 
benzodiazepines? 
 

Social 
Constructivist 
learning and 
self-efficacy 
theory 
 

Retrospective 
population-
based case-
crossover 
study. 
 

N=616 
 

Administrative health 
data were obtained 
using Western 
Australian Data 
Linkage System 
(WADLS). 
 

Benzodiazepines and 
antidepressants 
significantly 
increased the risk that 
drivers 60 and older 
would be involved in 
a motor vehicle crash 
requiring 
hospitalization, 
whereas only a 
marginal association 
was found for those 
prescribed opioid 
analgesics. 
 

Meuleners, L. B. et al., 
(2011). Psychoactive 
Medications and Crash 
Involvement 
Requiring 
Hospitalization for 
Older Drivers: A 
Population-Based 
Study. Journal of 
American Geriatrics 
Society, 59, 1575-
1580. 
 

Purpose: To compare 
the effect of a direct-
to-consumer 
educational 
intervention against 
usual care on 
benzodiazepine 
therapy 
discontinuation in 
community dwelling 
older adults. 
 

NA RCT 
Two arm, 
parallel-group, 
pragmatic 
cluster 
randomized 
clinical trial 
 

N=303 (148 
intervention group, 
155 control group) 
261 completed the 6-
month follow-up 

Active arm received a 
deprescibing patient 
empowerment 
intervention describing 
the risks of 
benzodiazepine use and 
a stepwise tapering 
protocol. The control 
arm received usual care. 

Direct-to-consumer 
education effectively 
elicits shared decision 
making around the 
overuse of 
medications that 
increase the risk of 
harm in older adults. 
Discontinuation rate 
27% compared with 5 
% in control group. 
 

Tannenbaum, C. et al., 
(2014). Reduction of 
inappropriate 
benzodiazepine 
prescriptions among 

Purpose: To examine 
the association of 
benzodiazepines 
discontinuation 
versus continuation 

Social 
Constructivist 
learning and 
self-efficacy 
theory. 

2-arm, parallel-
group, 
pragmatic 
cluster 
randomized 

N=261 participants 
and 30 pharmacies 

Intervention comprised 
a self-assessment 
component about the 
risks of BZD use, 
presentation of the 

Primary outcome was 
complete cessation of 
benzo use in the 6 
months following 
randomization. 
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Article Research 
Question 

Framework Design Sample (N) Data Collection 
(Instruments/tools) 

Findings 

older adults through 
direct patient 
education: The 
EMPOWER cluster 
randomized trial. 
JAMA of Internal 
Medicine, 174(6), 890-
898. 
 

with clinical 
outcomes on 
discharge, and further 
examine clinical 
characteristics 
associated with 
benzodiazepine 
discontinuation. 
 

 trial. 
 

evidence on benzo 
harm, education about 
drug-drug interaction, 
peer champion stories, 
suggestions for 
substitutions for 
insomnia/anxiety, and 
step-wise tapering 
recommendations. 
 

 

Yokoi, Y. et al., 
(2013). 
Benzodiazepine 
discontinuation and 
patient outcome in a 
chronic geriatric 
medical/psychiatric 
unit: A retrospective 
chart review. Geriatric 
Gerontology 
International, 14, 388-
394. 
 

To examine the 
association of 
benzodiazepine 
discontinuation 
versus continuation 
with clinical 
outcomes on 
discharge, and further 
examine clinical 
characteristics 
associated with benzo 
discontinuation. 

NA Retrospective 
chart review 

N=75 elderly patients 
admitted to a chronic 
medical/psychiatric 
unit, taking standard 
dose of 
benzodiazepines on 
admission. 45 
discontinued benzos 
and 35 did not 
discontinue benzo. 

Two authors collected 
(separately) information 
from the electronic 
medical record 
including notes by 
doctors, nurse 
practitioners, and 
physical/occupational 
therapists during the 
initial evaluation and 
final 7 days of 
admission 

A total of 40 (53.3%) 
discontinued BZD 
and 35 (46.7%) did 
not. A total of 21 
(28.0%) were taking a 
decreased BZD dose 
at the time of 
discharge. 
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APPENDIX B: 

AGREE II SCORE SHEET 
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Domain Item 
AGREE II Rating 

1 Strongly 
Disagree 2 3 4 5 6 7 Strongly 

Agree 
Scope and purpose 
 

1. The overall objective(s) of the guideline is (are) 
specifically described. 

       

2. The health question(s) covered by the guideline is 
(are) specifically described. 

       

3. The population (patients, public, etc.) to whom the 
guideline is meant to apply is specifically 
described. 

       

Stakeholder 
involvement 

4. The guideline development group includes 
individuals from all the relevant professional 
groups. 

       

5. The views and preferences of the target population 
(patients, public, etc.) have been sought. 

       

6. The target users of the guideline are clearly 
defined. 

       

Rigor of 
development 

7. Systematic methods were used to search for 
evidence. 

       

8. The criteria for selecting the evidence are clearly 
described. 

       

9. The strengths and limitations of the body of 
evidence are clearly described. 

       

10. The methods for formulating the recommendations 
are clearly described. 

       

11. The health benefits, side effects and risks have 
been considered in formulating the 
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Domain Item 
AGREE II Rating 

1 Strongly 
Disagree 2 3 4 5 6 7 Strongly 

Agree 
recommendations. 

12. There is an explicit link between the 
recommendations and the supporting evidence. 

       

13. The guideline has been externally reviewed by 
experts prior to its publication. 

       

14. A procedure for updating the guideline is provided.        

Clarity of 
presentation 

15. The recommendations are specific and 
unambiguous. 

       

16. The different options for management of the 
condition or health issue are clearly presented. 

       

17. Key recommendations are easily identifiable.        

Applicability 18. The guideline describes facilitators and barriers to 
its application. 

       

19. The guideline provides advice and/or tools on how 
the recommendations can be put into practice. 

       

20. The potential resource implications of applying the 
recommendations have been considered. 

       

21. The guideline presents monitoring and/ or auditing 
criteria. 

       

Editorial 
independence 

22. The views of the funding body have not influenced 
the content of the guideline. 

       

23. Competing interests of guideline development 
group members have been recorded and addressed. 
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Domain Item 
AGREE II Rating 

1 Strongly 
Disagree 2 3 4 5 6 7 Strongly 

Agree 
Overall Guideline 
Assessment 

1. Rate the overall quality of this guideline. 
 

1  
Lowest 
possible 
quality 

2 3 4 5 6 
7 Highest 
possible 
quality 

Overall Guideline 
Assessment 

2. I would recommend this guideline for use. Yes Yes, with 
modifications 

No 
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APPENDIX C: 

DNP GUIDELINES 
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DNP GUIDELINES I  

Short-and-intermediate-acting Long-acting 
Alprazolam (11-47-hour half life) 
Lorazepam (11-47-hour half life) 
Oxazepam (10-hour half life) 
Temazepam (10-hour half life) 
Triazolam (10-hour half-life) 

Chlordiazepoxide (48-hour half-life) 
Clonazepam (48-hour half life) 
Diazepam (48-hour half-life) 
Flurazepam (48-hour half life) 

 
Domain 1. Scope and Purpose 

Purpose 

The purpose of the guideline is an evidence-based benzodiazepine taper and/or 

discontinuation guideline for psychiatric providers in an inpatient geriatric/psychiatric unit. 

The guidelines include the most common benzodiazepines used in a southwest 

geriatric/psychiatric unit: Alprazolam, Lorazepam, Temazepam, Clonazepam, and Diazepam. 

PICO Question 

In the geriatric/psychiatric population (>65 years) (P), can tapering benzodiazepines (I), vs non 

tapering (C), improve cognition and decrease falls (O), while hospitalized for 10+ days (T)?  

Inclusion: Patients were selected from a Southern Arizona geriatric/psychiatric unit who 

were 65+ years old, both male and female. 

Exclusion: Patients younger than 65 years. 
 

Scope 

Benzodiazepines are prescribed for a variety of medical issues, including anxiety, 

insomnia, and seizures, and for anesthesia; however, the most common uses are to reduce 

anxiety and insomnia (Lader, 2014). As a scheduled medication, benzodiazepines have the 

potential for serious consequences such as dependence, tolerance, and potentially lethal 

withdrawals; therefore, they should be used sparingly, especially in an elderly population. Yet, 
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the prevalence of benzodiazepine use in the older adult is between 10-42% (Airagnes et al., 

2016) with an 80 percent continued usage over a period of two years (de Jong et al., 2013). 

Researchers have reported frequent misuse or overuse of benzodiazepines worldwide, thereby 

becoming a serious health issue (Airagnes et al., 2016). 

Overuse of a prescription is defined as the use of a prescription drug when it is no longer 

required but still used by the patient, whereas misuse represents an adverse benefits/risk balance 

(Airagnes et al., 2016). In a study conducted by the NIH (2014), benzodiazepine prescriptions for 

older Americans exceed levels described as safe and appropriate. The negative consequences of 

inappropriate prescribing of benzodiazepines can include falling, disorientation, depression, and 

other cognitive dysfunction, as well as motor vehicle accidents and withdrawal (Airagnes et al., 

2016; van Vliet et al., 2009). Another alarming negative effect is the potential for an increased 

risk of dementia (Airagnes et al., 2016). 

In nearly 80% of older adults receiving benzodiazepines, treatment continued using the 

medication over a span of two years despite the lack of therapeutic value (de Jong et al., 2013). 

The use of more than one benzodiazepine is particularly problematic as it increased the risk of 

hip fracture two-fold (de Jong et al., 2013; Nurmi-Luthje et al., 2006). Falls leading to hip 

fractures were most often identified in institutional and residential care homes with an average 

cost of $34, 294 per episode (de Jong et al., 2013). Given these potentially challenging medical 

sequelae, Nurmi-Luthje et al. (2006) recommended drug testing be conducted on all older 

patients admitted to the hospital for a fall particularly with a hip- fracture. The author noted that 

positive results of this screen could lead to education for patients as well as providers regarding 

the negative consequences of benzodiazepines in the elderly. 
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Predictors for inappropriate use of benzodiazepine in older adults include gender (more 

specifically, female), receiving prescriptions from multiple physicians, polypharmacy, 

complaints of chronic pain, physical disabilities, and diminished mobility (Airagnes et al., 2016). 

Consequences to consider when older adults use benzodiazepines are a tendency to abuse (take 

more than prescribed) and/or develop dependency, ataxia and paradoxical reactions such as sleep 

disorders, anxiousness, agitation, and cognitive impairment, and withdrawal from social 

activities (Airagnes et al., 2016). Furthermore, in rare extreme cases, agitation or aggressive 

behaviors from benzodiazepine use have occurred, leading to hostility, rage, and criminal 

activities such as rape and assault (Lader, 2014). Benzodiazepines have also been linked to 

increased risk of suicide including thoughts, planning, and attempts of suicide; moreover, 

benzodiazepine use over the age of 65 has been correlated with a high rate of completed suicide 

(Airagnes et al., 2016). These paradoxical and sometimes extreme reactions from the use of 

benzodiazepines may be a precursor to adverse legal consequences for the older adult, as well as 

the prescriber of benzodiazepines (Lader, 2014). 

Study Question 

What is the practice feasibility of a benzodiazepine taper guideline as determined by 

psychiatric providers in an inpatient geriatric/psychiatric unit? 

Population 

This recommendation applies to patients (>65 years), male and female, who have been 

prescribed one or more benzodiazepines and are hospitalized for a psychiatric condition for a 

minimum of 10 days on a geriatric/psychiatric unit. 
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Domain 2. Stakeholder Involvement 

1. The guideline development group includes three Psychiatric providers on an inpatient 

geriatric/psychiatric unit. 

2. The target populations’ views were sought when they were able to comprehend the 

process of being tapered off benzodiazepines. 

3. This provincial guideline was initiated to summarize the evidence and to provide 

recommendations on the tapering of benzodiazepines in patients (>65 years) who are 

admitted to a psychiatric/geriatric unit for 10+ days. The intended audience for this 

benzodiazepine taper guideline includes psychiatric providers on this unit.  

4. Deleted 

Domain 3. Rigor of Development 

1. The literature search was carried out primarily through online databases. The 

databases selected for inclusion in the study were Medline (PubMed), CINAHL 

(Cumulative Index to Nursing Health Literature), Google Scholar, EMBASE, and 

PsycINFO. These databases represent a range of relevant interests in terms of 

medicine as a whole, nursing, and psychiatry. On the other hand, the inclusion of 

Google Scholar represents a way of casting a broader net, as not all medical 

publications are necessarily limited to medicine-focused databases. Thus, by 

reviewing the literature thoroughly and extensively, it was possible to ensure that all 

relevant studies are captured and given due consideration. The following words were 

imputed in the search: guidelines, selected clinical guidelines, benzodiazepines, taper, 

discontinuation, weaning, and deprescribing. 
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2. Strengths and weaknesses  

Strengths 

Overall, the appraised literature supports that benzodiazepine use in the older adult is 

problematic, except on rare occasions, e.g., treatment for seizures or severe generalized anxiety 

disorder. In general, the consensus is that benzodiazepine dependence is an increasing problem 

in the developed world and that benzodiazepine should not be the drug of first resort, especially 

not for more minor uses. This is especially true in the elderly population, for whom the research 

showed that there are many hazardous effects caused by the use of benzodiazepines including car 

accidents, falls, cognitive impairment, dementia, and delirium (Martin et al., 2013). Accordingly, 

most researchers suggest that benzodiazepines should be weaned in the elderly population.  

A patient-centered approach based on shared decision-making was found to be an 

effective way to educate benzodiazepine users about associated risks and tapering protocols 

(Evangelidis, 2015). Morin et al., 2004 found that supervised benzodiazepine reduction alone 

and in combination with CBT showed some benefits, while Martin et al. (2013) recommended 

discontinuation letters to older adults as a successful method of weaning. In general, the 

literature provided consistent support for psychosocial interventions, including tapering by itself, 

educational interventions, and psychotherapy-based interventions. Most commonly 

recommended was a combination of tapering and psychotherapy, specifically cognitive 

behavioral therapy (Paquin et al., 2014).  

Weaknesses 

Perhaps the greatest overall weakness of the literature is that there are no clear answers to be 

found in terms of how to most effectively facilitate discontinuation, despite that the problem was 
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widely acknowledged. Medical interventions have been tried to assist with discontinuation were 

either promising but as of yet not ready for clinical use or proven ineffective by clinical trials. 

Educational approaches have seen some success, but they are still not a simple solution and boast 

low discontinuation rates (~25%). In line with this general lack of simple answers, there were no 

specific articles or studies relating to my purpose of tapering benzodiazepines in a short time-

span during hospitalization for psychiatric problems in the older adult. One study reported 

tapering in an outpatient setting over many months (Tannenbaum et al., 2014). In addition, 

researchers were divided about the process of tapering for benzodiazepines, with approximately 

50% advising a reduction while the other half-suggesting discontinuation of the drug.  

There are no specific guidelines to facilitate tapering, except the generally accepted rules to 

avoid sudden cessation of benzodiazepines due to risk of dangerous physiological and 

psychological withdrawal symptoms (Lader & Kyriacou, 2016). Moreover, this recommendation 

applies to all age groups, rather than only the elderly. Some scholars suggested that an 8-12-

week timeframe is the most appropriate for the tapering process (Lader & Kyriacou, 2016), while 

others argued that a shorter schedule should be used with elderly patients, with a 25% taper 

every 1-2 weeks until drug-free in the outpatient setting and potentially even shorter schedules 

for inpatient settings (Paquin et al., 2014). Given the shorter, inpatient setting involved in my 

purposes, the latter schedules are more useful but it would be preferable if there were a clearer 

scholarly consensus on what the best approach is.  

Methods 

The literature review proceeded in two phases. Firstly, searches were carried out in the 

aforementioned databases using relevant keywords. Those keywords included guidelines, 
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selected clinical guidelines, benzodiazepine, intervention, taper, discontinuation, and appropriate 

combinations thereof. The resulting lists of articles were scanned by the researcher and those 

whose titles suggest their relevance were opened to read the abstract. Relevance to this study was 

determined based on analysis of these abstracts and a list of relevant literature was formulated in 

this fashion. Then, in the second phase of the literature review, the DNP student carefully 

examined the full text of the selected articles, ensured their relevance, and incorporated their 

findings into the synthesis of evidence. Synthesis of evidence was taken in the form of a 

comprehensive literature review regarding benzodiazepine dependence and discontinuation of 

benzodiazepine in the elderly. The literature review was separated into themes and thereby 

categorized. The literature reviews then formed the base dataset for this study.  

According to Busto, Sykora, and Sellers (1989), the database used to develop the CIWA-B was 

collected using a retrospective data on 63 patients being treated for benzodiazepine abuse and 

dependence. The symptom and sign information was based on the following: 

1. Spielberger State Trait Inventory: used to access anxiety. 

2. Sleep questionnaire: used to estimate sleep quality, quantity, latency, and number of 

awakenings on a seven-point scale. 

3. Patient inquiry form: subjects rated the following symptoms on a seven-point scale-

nervousness, fatigue, tenseness, irritability, fearfulness, concentration, appetite, 

sensory disturbances, palpitations, stomach cramps, uncontrolled thoughts, and 

headache. 

4. Objective physiological assessment: blood pressure, pulse, respiratory rate, 

temperature, sleep, appetite, activity, tremor, agitation, sweating, nausea, and sensory 
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disturbances recorded by nursing staff (scored 0=no symptoms to 4=severe 

symptoms. 

5. Symptom checklist: composed of 36 symptoms previously associated with CNS 

(Central nervous system) depressant withdrawal, such as insomnia, fear, agitation, 

and headache. 

Note: Specific studies to determine the validity, sensitivity, and specificity are lacking  

With the CIWA-B Scale 

Health benefits, risks, side effects. Decreased falls, increased cognition, increased overall 

wellbeing. Potentially decreased anxiety, increase sleep. Risks are withdrawal symptoms in 

addition to potential seizures if tapered too rapidly. Side effects: none 

Link. Overall, older adults are an especially vulnerable population, with a higher than average 

percentage of benzodiazepine users. Like with the general population, the majority of older 

adults using benzodiazepine are women. Older adults are more likely to use benzodiazepine in 

general, but also more likely to use it long term. Ironically, they may also receive less actual 

benefit from its use, despite the fact that they are—as described in the previous section—at 

greater risk for many negative consequences of its use. They may be particularly likely to be 

inappropriately prescribed benzodiazepine if they have psychiatric conditions or if they undergo 

prolonged stays in a hospital. Given this significance danger to the population, it is essential to 

focus efforts on how benzodiazepine usage may be curtailed in this context 

Guideline review. Three psychiatric providers, 2 psychiatrists and 1 Nurse Practitioner, 

reviewed the guidelines. Recommendations were provided and the guidelines were revised based 
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on the recommendations. The guidelines were once again reviewed and were found as improved 

and recommended for use in the clinical setting.  

Update. Once the guidelines are implemented and disseminated, a review committee will review 

them at three months, six months, and 1 year initially, then every 2 years thereafter. The 

guidelines will be revised based on the feedback for revision.  

Domain 4. Clarity of Presentation 

Recommendations are Specific and Unambiguous 

It is recommended to taper the benzodiazepine by ~1/3 every 2-3 days while hospitalized 

to monitor for withdrawal symptoms and treat accordingly. 

Examples: Lorazepam (short-acting) 

Lorazepam 0.5 mg TID can be tapered as: 

Lorazepam 0.5 mg BID for 3 days  

followed by 

Lorazepam 0.25 mg BID for 3 days,  

followed by 

Lorazepam 0.25 mg Daily for 3 days,  

followed by 

Lorazepam 0.25 mg QOD for 2 doses,  

then discontinued. 

OR 

Switch from Lorazepam 0.5 mg TID to Clonazepam 0.5 mg BID  

and taper: 
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Clonazepam 0.5 mg BID for 2 days,  

followed by 

Clonazepam 0.25 mg TID for 2 days,  

followed by 

Clonazepam 0.25 mg BID 2 days,  

Followed by 

Clonazepam 0.25 mg daily for 3 days,  

then discontinue. 

 

Approximate Equivalent doses of Benzodiazepines: 

Drug name     Approximate Equivalent Dose 

Alprazolam     0.5 mg 

Clonazepam     0.5 mg 

Diazepam     10 mg 

Lorazepam     1 mg 

Temazepam     20 mg 

Benzodiazepine Alternatives: 

Vistaril/Atarax 25-50 mg TID, (LOWEST DOSE POSSIBLE IN THE ELDERLY 

AND NOT IN DEMENTIA PATIENTS). 

Propranolol 10-20 mg TID caution low blood pressure (USE WITH CAUTION 

IN ELDERLY, MAY INCREASE RISK OF STROKE) 
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Buspirone 5-20 mg TID (START WITH 10 MG BID AND INCREASE IN 

5MG/DAY INCREMENTS EVERY 2-3 DAYS UNTIL DESIRED EFFICACY 

IS REACHED). Can increase as benzodiazepine is decreased. Not recommended 

for patients with severe renal disease. 

Lyrica 50-150 mg TID (off label indication) 

Neurotin/Gabapentin 100-300 mg TID (off label indication, check CrCl). 

Clonidine 0.1-0.2 mg/day in divided doses (Monitor blood pressure, especially ½ 

hour after dose). 

SSRI (elderly doses). Mirtazapine is a good choice in this population at bedtime 

as it also helps with sleep. 

Add an anticonvulsant that works on same GABA (gamma aminobutyric 

acid) receptors and helps facilitate a faster taper. GABA is the chief 

inhibitory neurotransmitter in the mammalian central nervous system. 

Examples:  

Carbamazapine 100 mg BID (monitor for side effects such as sedation, 

dizziness, confusion). Can give Extended release at night to help with side effects.  

OR 

Valproate 125-250 mg BID (check Valproic acid, ammonia, and platelet levels 4 

days after starting). 

OR 

Valproate 250 mg TID if patient was on a large dose of Benzodiazepine daily. 

OR 
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Gabapentin 100 mg BID (check CrCL level first), if  

30-59 Start: 100-200 mg BID 

16-29 Start: 100-200 mg daily (HS) 

<16 Start: 100 mg daily (HS) 

Continue these anticonvulsants for 2-3 months after taper complete, then 

taper these over a week’s time.  

Different options for management are clearly presented 

Key recommendations are easily identifiable 

Guideline 

Approximate Equivalent Doses of Benzodiazepines 
 Drug name   Approximate equivalent dose 
 Alprazolam     0.5 mg 
 Clonazepam     0.5 mg 
 Diazepam      10 mg 
 Lorazepam     1 mg 
 Temazepam     20 mg 

The following are taper examples: 

Lorazepam 0.5 mg TID can be tapered as 

Lorazepam 0.5 mg BID for 3 days  

followed by 

Lorazepam 0.25 mg BID for 3 days,  

followed by 

Lorazepam 0.25 mg Daily for 3 days,  

followed by 

Lorazepam 0.25 mg QOD for 2 doses, then discontinued. 
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Note: Pt will have also been started on one of the anticonvulsants mentioned 

above such as Valproate 125 – 250 mg BID.  

Must get Valproic acid levels in 4 days as well as ammonia and platelet levels, 

and every 4 days after any increase in Valproate. Use lowest dose, then increase 

as necessary. 

OR 

Gabapentin 100 mg BID, and increase accordingly (Check CrCl). 

Alprazolam 0.5 mg BID can be tapered as 

Alprazolam 0.25 mg TID for 3 days,  

followed by 

Alprazolam 0.25 mg BID for 3 days,  

followed by 

Alprazolam 0.25 mg daily (am) for 2 days  

followed by 

Alprazolam 0.25 mg QOD for 2 doses, then discontinue. 

Note: Pt will have also been started on one of the anticonvulsants mentioned 

above such as Valproate 125 mg BID. Must get Valproic acid levels in 4 days as 

well as ammonia and platelet levels. And every 4 days after any increase in 

Valproic acid. Use lowest dose, then increase as necessary. 

OR 

Gabapentin 100 mg BID, and increase accordingly (Check CrCl). 

Temazepam 15 mg hs, taper to  
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Temazepam 7.5 mg hs for 4 days,  

followed by 

Temazepam 7.5 mg QOD for 3 doses. If higher dose, taper over a longer 

period of time. 

Substitute with Mirtazapine 15 mg hs or Gabapentin 100-200 mg hs.  

Diazepam (Valium) 10 mg BID (or more) can be tapered as follows: 

Valium 5 mg BID for 4 days,  

followed by, 

Valium 5 mg Daily for 4 days, 

followed by 

Valium 5 mg QOD for 3 doses, then discontinue. 

Note: Pt will have also been started on one of the anticonvulsants mentioned 

above such as Valproate 125 mg to 250 mg BID-TID. Must get Valproic acid 

levels in 4 days as well as ammonia and platelet levels. And every 4 days after 

any increase in Valproic acid. Use lowest dose, then increase as necessary. 

OR 

Gabapentin 100 -200 mg BID, and increase accordingly (Check CrCl). 

Clonazepam 1 mg TID can be tapered as follows: 

Clonazepam 1 mg BID for 3 days,  

followed by 

Clonazepam .5 mg TID for 3 days,  

followed by 
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Clonazepam .5 mg bid for 3 days,  

followed by 

Clonazepam .5 mg daily for 3 days, then discontinued. 

Note: Pt will have also been started on one of the anticonvulsants mentioned above such as 

Valproate 125 mg to 250 mg BID-TID. Must get Valproic acid levels in 4 days as well as 

ammonia and platelet levels. And every 4 days after any increase in Valproate. Use lowest dose, 

then increase as necessary. 

OR 

Gabapentin 100-200 mg mg BID, and increase accordingly (Check CrCl). 

Note: If patients have an extremely hard time with taper, such as increased anxiety and 

irritability, can add: 

Trazodone 12.5 mg to 25 mg bid to tid (can cause sedation), but can also 

improve above-mentioned withdrawal symptoms. 

*Can also use very low dose Clonazepam 0.125 mg daily to BID PRN extreme 

anxiety/irritability. 

OR 

Utilize a slower taper and discharge patient on taper over the next month or two.  

*Medications should be monitored by family member or nursing facility so 

patient does not abuse them. Note: this is hard to monitor.  

What to monitor during taper: Vital signs, deep tendon reflexes, cognition, anxiety level, sleep 

hours.  
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The Clinical Institute Withdrawal Assessment Scale-Benzodiazepines (CIWA-B) can be 

used to assess for withdrawal symptoms.  

Clinical Institute Withdrawal Assessment Scale-Benzodiazepines 

Guide to the Use of the Clinical Withdrawal Assessment Scale for Benzodiazepines 

Person Report 

For each of the following items, circle the number that best describes how you feel. 
Do you feel irritable?  0 

Not at all 
1 2 3 4 

Very much so 
Do you feel fatigued? 0 

Not at all 
1 2 3 4 

Unable to function 
Do you feel tense? 0 

Not at all 
1 2 3 4 

Very much so 
Do you have difficulties concentrating? 0  

Not at all 
1 2 3 4 

Unable to concentrate 
Do you have any loss of appetite? 
 
 

0 
Not at all 

1 2 3 4 
No appetite, unable to eat 

Have you any numbness or burning on your 
face, hands or feet? 

0 
Not at all 

1 2 3 4 
Intense burning/ 
numbness 

Do you feel your heart racing? 0 
Not at all 

1 2 3 4 
Constant racing 

Does your head feel full or achy? 0 
Not at all 

1 2 3 4 
Severe headache 

Do you feel muscle aches or stiffness? 0 
Not at all 

1 2 3 4 
Severe stiffness or pain 

Do you feel anxious, nervous or jittery? 0 
Not at all 

1 2 3 4 
Very much so 

Do you feel upset? 0 
Not at all 

1 2 3 4 
Very much so 

How restful was your sleep 0 
Not at all 

1 2 3 4 
Not at all 

Do you feel weak? 
 

0 
Not at all 

1 2 3 4 
Not at all 

Do you think you didn’t have enough sleep 
last night? 

0 
Very 
much so 

1 2 3 4 
Not at all 

Do you have any visual disturbances? 0 1 2 3 4 
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(sensitivity to light, blurred vision) Not at all Very sensitive to light, 
blurred vision 

Are you fearful? 0 
Not at all 

1 2 3 4 
Very much so 

Have you been worrying about possible 
misfortunes lately? 

0 
Not at all 

1 2 3 4 
Very much so 

 
Clinical Observations 

Observe behavior for 
sweating, restlessness and 
agitation 
 

Observe tremor Observe feel palms 

0 None, normal 
activity 
1  
 
2 Restless 

 3 
 
 4 Paces back and forth, 
unable to sit still 
 

0 No tremor 
 

1 Not visible, can be 
felt in fingers  
2 Visible but mild 

 
3 Moderate with 
arms extended 
 
4 Severe, with arms 
not extended 

0 No sweating visible 
1 Barely perceptible 
sweating, palms moist 
2 Palms/forehead 
moist 
3 Beads of sweat on 
forehead 
4 Severe drenching 
sweats 

 

 

TIME/Date          

AGITATION          

TREMOR          

SWEATING          

CLIENT SCORE (from 
person report) 

         

TOTAL SCORE          
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BLOOD PRESSURE          

PULSE          

TEMPERATURE          

RESPIRATIONS          

ALERT/ORIENTED, 
OBEYS COMMANDS? 

Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N Y/N 

 

Total Score Items 1-20 
1-20 = Mild withdrawal 
21-40 = Moderate withdrawal 
41-60 = Severe withdrawal 
61-80 = Very severe withdrawal 
Source: Adapted from Busto, U. E., Sykora, K., & Sellers. E. M. (1989). A clinical  
 Scale to assess benzodiazepine withdrawal. Journal of Clinical Psychopharmacology, 
 9(6). 412-416. 
**If patient has dementia and is unable to answer questions, monitor Clinician observations 
and vital signs. Use clinical judgement for use of: 
Can give Clonazepam 0.125 mg BID PRN extreme anxiety/irritability or for severe to very 
severe withdrawal to avoid seizures and HOLD taper. See Clinical Observation scale above.  
CONTINUE VALPROATE during HOLD. 
Once patient is stable resume taper. Use Clinical judgement.  
Clinician sheet 
Clinical observations 
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