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Foreword  

1. This document brings together a number of resources clinicians can use to support the 

appropriate use and review of benzodiazepines and Z-drugs. 

2. Risks associated with the long-term use of benzodiazepine and Z-drug hypnotic drugs 

have been well recognised for many years.   

3. These risks include falls, accidents, cognitive impairment, dependence, withdrawal 

symptoms and an increased risk of dementia (1) and are increased in the elderly (2). 

4. Benzodiazepines and Z-drugs should not routinely be prescribed and where they are 

used, the lowest dose that controls symptoms should be prescribed for the shortest 

period of time (3).  

5. Recent data suggests similar safety concerns with melatonin and there is a risk some 

Prescribers see melatonin as a "safer option" to benzodiazepines and Z-drugs (1). 

6. Melatonin MR (Circadin) is licensed as monotherapy for the short-term treatment of 

primary insomnia characterised by poor quality of sleep in people aged 55 years or 

over, for a maximum duration of 13 weeks treatment. GMMMG have advised melatonin 

is not recommended for the routine treatment of primary insomnia characterized by 

poor quality sleep in patients who are aged 55 years or over (4).  

7. Melatonin MR (Slenyto) is licensed for the treatment of insomnia in children and 

adolescents aged 2-18 with Autism Spectrum Disorder (ASD) and / or Smith-Magenis 

syndrome, where sleep hygiene measures have been insufficient. GMMMG have 

classified use of melatonin in ADHD as amber and the relevant shared care protocol 

should be followed. 

8. The British National Formulary (BNF) advises that Prescribers have three main 

responsibilities when prescribing drugs likely to cause dependence or misuse (5): 

¶ To avoid creating dependence by introducing drugs to patients without sufficient 

reason.  

¶ To see that the patient does not gradually increase the dose of a drug, given for 

good medical reasons, to the point where dependence becomes more likely.  

¶ To avoid being used as an unwitting source of supply for addicts and being 

vigilant to methods for obtaining medicines.  

9. The information and supporting resources within this document will support GP 

Practices deliver the recommendations included within the PHE report on drugs of 

dependence (6). 

https://www.medicines.org.uk/emc/medicine/25643
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NICE Guidance 

10. NICE does not recommend the routine use of benzodiazepines and Z-drugs in any 

guidance.  

11. Where use of these drugs is included in NICE guidance it is for specific situations only, 

severe symptoms and always for short term use. 

Practice resources 

Appendix 1: Summary of NICE guidance 

Self-Care 

12. Sleep hygiene aims to make people more aware of behavioural, environmental, and 

temporal factors that may be detrimental or beneficial to sleep (7). 

13. Regular exercise may have a beneficial effect on both the quality and quantity of sleep 

and has been shown to improve anxiety symptoms (8). 

14. Relaxation techniques can help people to control their anxiety and there are various 

relaxation techniques that can be used to calm the mind and reduce the muscle tension 

anxiety can cause (9).  

15. NHS Mental health and wellbeing offers practical advice, interactive tools, videos and 

audio guides to help people feel mentally and emotionally better: 

https://www.nhs.uk/conditions/stress-anxiety-depression/ 

16. The Royal College of Psychiatrists website contains useful information for patients on 

a number of conditions including: 

Insomnia: 

https://www.rcpsych.ac.uk/mental-health/problems-disorders/sleeping-

well?searchTerms=sleeping%20well 

Anxiety: 

https://www.rcpsych.ac.uk/mental-health/problems-disorders/anxiety-panic-and-

phobias 

 
Practice Resources 

 Appendix 2: The Good Sleep Guide 
 Appendix 3: The Good Relaxation Guide 
 Appendix 4: Relaxation Exercises  
  

https://www.nhs.uk/conditions/stress-anxiety-depression/
https://www.rcpsych.ac.uk/mental-health/problems-disorders/sleeping-well?searchTerms=sleeping%20well
https://www.rcpsych.ac.uk/mental-health/problems-disorders/sleeping-well?searchTerms=sleeping%20well
https://www.rcpsych.ac.uk/mental-health/problems-disorders/anxiety-panic-and-phobias
https://www.rcpsych.ac.uk/mental-health/problems-disorders/anxiety-panic-and-phobias
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Initiating Benzodiazepines and Z-drugs 

17. Establish current sleep/anxiety patterns with the help of sleep/anxiety diaries. 

18. Manage any underlying conditions. 

19. Ensure referral into appropriate services. 

20. Provide relevant self-care advice. 

21. Only use benzodiazepines and Z-drugs when symptoms are severe and alongside 

non-drug options (see appendix 1 for summary of NICE guidance). 

22. Avoid hypnotic medication in older people and women who are pregnant or 

breastfeeding (7). 

23. Prescribe in accordance with GMMMG formulary, using the lowest effective dose for 

the shortest period possible ensuring an appropriate quantity is issued: 

¶ Insomnia ï 2 weeks maximum 

¶ Anxiety ï 2-4 weeks only 

24. Benzodiazepine doses in the elderly and the frail should be much lower than the usual 

adult dose; often about half the adult dose and a short-acting benzodiazepine may be 

preferred (7). 

25. Benzodiazepine doses should be reduced in impaired liver or kidney function. 

26. Ensure patients are aware of the risks of treatment, including effect on driving, 

interaction with alcohol and interaction with opioid pain killers or other sedative drugs.  

27. Inform the patient that further prescriptions for hypnotics will not usually be given, 

ensure that the reasons for this are understood, and document this in the medical 

record (7). 

28. Prescribe small quantities and do not issue further prescriptions without consultation. 

29. If there has been no response to the first hypnotic, do not prescribe another (10). 

30. Issue the prescription as an acute item.  Do not add benzodiazepines and Z-drugs to 

repeat prescriptions. 

Practice Resources 
Appendix 2: The Good Sleep Guide 
Appendix 3: The Good Relaxation Guide 
Appendix 4: Relaxation Exercises 
Appendix 5: Sleep Diary 
Appendix 6: Anxiety Diary 
Appendix 7: What to discuss with the patient when considering use of a 

Benzodiazepine or Z-drug  
Appendix 8:  Drug Driving Leaflet 
Appendix 9:  Letter for Newly Prescribed Benzodiazepines and Z-drugs  
Appendix 10: Patient Information Leaflet ï Sleeping Tablets 
Appendix 11:  Patient Information Leaflet ï Benzodiazepines for Anxiety 
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Managing Patient Expectation 

31. Where new patients are prescribed benzodiazepines and Z-drugs ensure the patient 

is aware that the medication is for short-term use only and that self-care advice should 

also be followed. 

¶ Insomnia ï 2 weeks maximum 

¶ Anxiety ï 2-4 weeks only 

32. When new patients join the Practice, who are already prescribed these drugs ensure 

they are aware of any Practice policies in place. 

Practice Resources 
Appendix 12: Benzodiazepines and Z-drug Policy 
Appendix 13:  Poster - Benzodiazepines and Z-drugs Policy 
 

Responsibility for Prescribing  

33. Where practical, the patient should receive prescriptions from a single prescriber. 

34. If the patient needs a prescription from someone other than the usual prescriber, 

documentation should be clear and accurate to support consistency of safe care. 

Practice Resources 
Appendix 12: Benzodiazepines and Z-drug Policy  

  

Repeat Prescribing 

35. In general, benzodiazepines and Z-drugs should not be added to the repeat prescribing 

system but should be generated as acute prescriptions. 

Practice Resources 
Appendix 12: Benzodiazepines and Z-drug Policy 

Greater Manchester Formulary 

 First choice Second choice 

Insomnia Zopiclone Zolpidem  

Temazepam 

Anxiety Diazepam N/A 

 

Practice Resources 

Appendix 14: Benzodiazepine and Z-drug approximate equivalent doses to 

diazepam 5mg and duration of action 
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Stopping Benzodiazepines and Z-drugs in Primary Care (11) 

36. óAlmost anyone who really wants to come off can come off benzodiazepinesô (12). 

38. Withdrawal should be gradual (dose tapering, such as 5-10% reduction every 1-2 

weeks, or an eighth of the dose fortnightly, with a slower reduction at lower doses), 

and titrated according to the severity of withdrawal symptoms. 

39. Discuss with the person the potential complications of long-term benzodiazepine or          

Z-drug use and the benefits of stopping and enquire about their willingness to withdraw 

from the drug.  

40. Assess whether this is a suitable time to stop taking the drugs. 

¶ The chances of success are improved when a person's physical and 

psychological health and personal circumstances are stable.  

¶ Symptoms of depression.  Withdrawing these drugs can worsen symptoms of 

clinical depression.  The priority is to manage depression first, before attempting 

drug withdrawal. 

¶ Symptoms of anxiety.  Withdrawing treatment when significant symptoms of 

anxiety are present is likely to make symptoms worse and is therefore unlikely to 

succeed.  However, when symptoms are reasonably well controlled and stable it 

may be possible to attempt careful drug withdrawal.  

¶ Symptoms of long-term insomnia.  If insomnia is severe, consider addressing 

this with non-drug treatments prior to starting withdrawal of a benzodiazepine or 

Z-drug. 

¶ Any medical problems and whether these are well controlled and stable.  If 

problems are causing significant distress, consider managing these first, prior to 

starting withdrawal of benzodiazepines or Z-drugs. 

¶ Consider whether the withdrawal of the benzodiazepine or Z-drug can be 

appropriately managed in primary care. 

41. There are two approaches: 

a. slow dose reduction of the person's current benzodiazepine or Z-drug  

b. switching to an approximately equivalent dose of diazepam and then tapering 

down (seek specialist advice for patients with hepatic dysfunction and see CKS 

advice for more details about when switching to diazepam should be considered) 

42. Agree and document the agreed tapering schedule and the outcomes of tapering e.g. 

stopping benzodiazepine or Z-drug completely; for patient on high doses reducing the 

dose to an agreed level may be appropriate. 

43. Tapering can be paused but should not be reversed except in exceptional 

circumstances. 

https://cks.nice.org.uk/benzodiazepine-and-z-drug-withdrawal#!backgroundSub:3
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44. As the taper progresses, the reduction becomes a larger proportion of the dose that 

the patient is taking.  This is why patients may run into difficulty as they reach lower 

doses.  Consider smaller dose reductions as the dose becomes lower but warn the 

person not to be tempted to prolong the drug withdrawal to an extremely slow rate 

towards the end (such as reducing by 250 microgram diazepam each month).  Advise 

the person to consider stopping completely when they reach an appropriate low dose 

(such as diazepam 1 mg daily). 

45. Ensure the patient is aware of the arrangements for monitoring and available support 

during dose tapering.  

46. Provide resources such as patient information leaflets in addition to information about 

local and national support groups. 

47. Advise the person against taking extra tablets in times of stress and compensating for 

benzodiazepines or Z-drugs by increasing the intake of alcohol or other drugs 

(prescription, non-prescription, or illicit drugs) or smoking. 

48. Consider seeking specialist advice, or referral to an appropriate specialist for people 

with: 

¶ A history of alcohol or other drug use or dependence - be aware that heavy users 

of alcohol may use it as a substitute for the drug being withdrawn. 

¶ Concurrent, severe medical or psychiatric disorder or personality disorder. 

¶ A history of drug withdrawal seizures - these generally occur in people who 

suddenly stop high doses of the drugs.  Slow tapering is recommended for these 

individuals. 

Practice Resources 

Appendix 7:    What to discuss with the patient when considering use of a 

benzodiazepine or Z-drug 

Appendix 14: Benzodiazepine and Z-drug approximate equivalent doses to 

diazepam 5mg and duration of action 

Appendix 15: Benzodiazepine Withdrawal Contract  

Appendix 16: Patient Information Leaflet ï Stopping your medicines: 

Benzodiazepines and Z-drugs 

Appendix 17: Suggested withdrawal for long-term Benzodiazepines and Z-drugs 

What if the patient isnôt keen? 

49. General Medical Council (GMC) guidance is that doctors have to act in the patientôs 

best interests. 

50. In many people who are concerned about stopping treatment despite explanation and 

reassurance, persuading them to try a small reduction in dose may help them realise 

that their concerns are unfounded.  In some cases, it may be necessary to suggest 

review at a later date (11). 
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51. On rare occasions, it may be necessary to reduce a benzodiazepine or Z-drug 

prescription against the patientôs wishes e.g. a high-risk patient.  

52. An enforced wean should only be considered if all attempts to engage the patient have 

failed and following a Multi-disciplinary team (MDT) discussion.  Where possible 

specialist services e.g. addiction services should be contacted for advice. 

53. Document your reasons for embarking on an enforced wean and on your attempts to 

gain patient agreement.   

54. If you have been unable to gain the patientôs agreement to reduce their benzodiazepine 

or Z-drug and an enforced wean is necessary, a suggested strategy is: 

¶ Pick a reduction dose. 

¶ Inform the patient that you will reduce their prescription by that amount every 

month.  They can decide at what point during the month they wish to reduce their 

intake but need to be ready for the lower dose when they collect their next 

prescription. 

¶ Make sure you implement the dose reductions. 

55. You will need to ensure that the patient is not inadvertently prescribed 

benzodiazepines or Z-drugs by colleagues.  This requires good communication within 

the Practice, with locum services and, if necessary, out of hours and emergency 

services. 

Practice Resources 

Appendix 7:  What to discuss with the patient when considering use of a 

benzodiazepine or Z-drug 

Appendix 14: Benzodiazepine and Z-drug approximate equivalent doses to diazepam 

5mg and duration of action 

Appendix 15: Benzodiazepine Withdrawal Contract  

Appendix 16: Patient Information Leaflet ï Stopping your medicines: 

Benzodiazepines and Z-drugs 

Appendix 17: Suggested withdrawal for long-term Benzodiazepines and Z-drugs 

Appendix 18: Example of GP Practice approach to managing dependence on 

prescribed benzodiazepines/Z-drugs 
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Withdrawal Symptoms 

56. Withdrawal symptoms occur if benzodiazepines and Z-drugs are stopped or reduced 

abruptly and so doses should be gradually reduced. 

57. The benzodiazepine withdrawal syndrome may develop at any time up to 3 weeks after 

stopping a long-acting benzodiazepine but may occur within a day in the case of a 

short-acting one. It is characterised by insomnia, anxiety, loss of appetite and of body 

weight, tremor, perspiration, tinnitus, and perceptual disturbances. These symptoms 

may mimic the original anxiety disorder. Abrupt withdrawal may produce confusion, 

toxic psychosis, convulsions, or a condition resembling delirium tremens (13). 

58. Z-drug withdrawal symptoms include insomnia/sleep disturbance, anxiety, depression, 

impaired concentration, abdominal cramps, palpitations, and perceptual disturbances 

(such as hypersensitivity to physical, visual and auditory stimuli) (14).  

59. Nearly all the acute symptoms of withdrawal are those of anxiety.  Some of the 

withdrawal symptoms may be similar to the original complaint but do not indicate its 

return (11). 

60. With slow tapering, many people experience few or no withdrawal symptoms.  If 

withdrawal symptoms are present, some users will have lost all their symptoms by the 

end of the drug withdrawal schedule.  For most people, symptoms will disappear within 

a few months.  Only a very small number of people will suffer from protracted 

withdrawal symptoms which will gradually improve over a year or longer (11). 

61. The risk of withdrawal symptoms increases with longer use, higher dosage, and higher 

potency (14).  

 

Practice Resources 

Appendix 17: Suggested withdrawal for long-term Benzodiazepines and Z-drugs 

Practice Strategies for Reduction of Long-Term Benzodiazepine and Z-drug Prescribing 

62. Practices should audit their prescribing to identify patients suitable for withdrawal and 

to assess compliance with Practice policies and procedures. 

63. There is evidence that sending educational letters/leaflets to patients explaining the 

problems associated with long term benzodiazepine and Z-drug use and encouraging 

them to gradually step down, is a successful intervention, even in patients who have 

previously been advised (or attempted) to reduce (15).   

64. It is recommended that practices send an educational letter to all suitable patients, 

possibly on annual basis. 

65. Practices could work with Care Homes by trialling PRN use of these drugs rather than 

regular use. 
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66. Deprescribing.org has produced a benzodiazepine and Z-drug deprescribing algorithm 

which has been endorsed by NICE which practices may find useful. 

https://deprescribing.org/wp-content/uploads/2019/02/BZRA-deprescribing-

algorithms-2019-English.pdf 

67. The Royal College of General Practitioners have produced a series of fact sheets about 

prescribed drug misuse which includes an approach to managing dependence on 

prescribed medication. 

RCGP Substance Misuse and Associated Health.  Prescription and over-the-counter 

medicines misuse and dependence.  Factsheet 1.  

https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-
1_artwork_v3_28Apr.ashx?la=en 

RCGP Substance Misuse and Associated Health.  Prescription and over-the-counter 

medicines misuse and dependence.  Factsheet 2 ï Prevention. 

https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-
2_artwork_v3_28Apr.ashx?la=en 

RCGP Substance Misuse and Associated Health.  Prescription and over-the-counter 

medicines misuse and dependence.  Factsheet 3 ï Identification. 

https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-
3_artwork_v3_28Apr.ashx?la=en 

RCGP Substance Misuse and Associated Health.  Prescription and over-the-counter 

medicines misuse and dependence.  Factsheet 4 ï Treatment. 

https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-

4_artwork_v3_28Apr.ashx?la=en 

 

Practice Resources 

Appendix 10: Patient Information Leaflet ï Sleeping Tablets 
Appendix 11:  Patient Information Leaflet ï Benzodiazepines for Anxiety 
Appendix 15:   Benzodiazepine Withdrawal Contract  

Appendix 16:  Patient Information Leaflet ï Stopping your medicines: 

Benzodiazepines and Z-drugs 

Appendix 18: Example of GP Practice approach to managing dependence on 

prescribed Benzodiazepines/Z-drugs 

Appendix 19:  Letter to Encourage Benzodiazepine/Z-drug Reduction  

Appendix 20:  Letter Inviting Patient for Review of Sleeping Tablets 

Appendix 21:  Letter Inviting Patient for Review of Benzodiazepines 

Appendix 22:   Letter Inviting Patient for Review of Benzodiazepines/Z-drug and 

Opioids 

Appendix 23:  Letter Sedative Prescription Requests for Fear of Flying  

Appendix 24: Poster ï Feeling Trapped 

Appendix 25: TV Screen ï Feeling Trapped 

Appendix 26: Care Home PRN protocol Zopiclone 

https://deprescribing.org/wp-content/uploads/2019/02/BZRA-deprescribing-algorithms-2019-English.pdf
https://deprescribing.org/wp-content/uploads/2019/02/BZRA-deprescribing-algorithms-2019-English.pdf
https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-1_artwork_v3_28Apr.ashx?la=en
https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-1_artwork_v3_28Apr.ashx?la=en
https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-2_artwork_v3_28Apr.ashx?la=en
https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-2_artwork_v3_28Apr.ashx?la=en
https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-3_artwork_v3_28Apr.ashx?la=en
https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-3_artwork_v3_28Apr.ashx?la=en
https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-4_artwork_v3_28Apr.ashx?la=en
https://www.rcgp.org.uk/-/media/Files/SMAH/RCGP-Factsheet-4_artwork_v3_28Apr.ashx?la=en
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Prescribing Drugs likely to cause dependence or misuse 

68. The BNF advises that Prescribers have three main responsibilities when prescribing 

drugs likely to cause dependence or misuse (16): 

¶ To avoid creating dependence by introducing drugs to patients without sufficient 

reason.  

¶ To see that the patient does not gradually increase the dose of a drug, given for 

good medical reasons, to the point where dependence becomes more likely.  The 

prescriber should keep a close eye on the amount prescribed to prevent patients 

from accumulating stocks.  A minimal amount should be prescribed in the first 

instance, or when seeing a patient for the first time. 

¶ To avoid being used as an unwitting source of supply for addicts and being 

vigilant to methods for obtaining medicines.  Methods include visiting more than 

one doctor, fabricating stories, and forging prescriptions. 

69. The Royal College of General Practitioners has developed a Top Ten Tip: Dependence 

Forming Medications document which Practices may find useful (17): 

https://www.rcgp.org.uk/-/media/Files/CIRC/Desktop-guides/Top-Ten-Tips-

Dependence-Forming-Medications-April-2019.ashx?la=en 

70. Patients under temporary care should only be given small supplies of drugs unless 

they present an unequivocal letter from their own doctor. 

71. Prescribers should also remember that their own patients may be attempting to collect 

prescriptions from other prescribers, especially in hospitals. 

Practice Resources 
Appendix 12: Benzodiazepines and Z-drug Policy 
Appendix 13:  Poster - Benzodiazepines and Z-drugs Policy 
Appendix 24: Poster ï Feeling Trapped 

Appendix 25: TV Screen ï Feeling Trapped 

Appendix 27: Practice procedure for lost/stolen controlled drug prescriptions 
Appendix 28: Practice procedure for patients where dependence on, or diversion 

of, controlled drugs has been identified 
Appendix 29: Reporting of controlled drug incidents via cdreporting.co.uk 

https://www.rcgp.org.uk/-/media/Files/CIRC/Desktop-guides/Top-Ten-Tips-Dependence-Forming-Medications-April-2019.ashx?la=en
https://www.rcgp.org.uk/-/media/Files/CIRC/Desktop-guides/Top-Ten-Tips-Dependence-Forming-Medications-April-2019.ashx?la=en
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Identification of Prescription Benzodiazepine and Z-drug Dependent Patients 

72. Dependence often presents in one or more of the following ways (15), (18):  

¶ Patients gradually óneedô benzodiazepines to carry out normal day-to-day 

activities. 

¶ Patients continue to take benzodiazepines although the original indication for the 

prescription is no longer relevant.  

¶ Patients have difficulty in stopping treatment or reducing the dosage due to 

withdrawal symptoms. 

¶ Short-acting benzodiazepines may cause patients to develop anxiety symptoms 

between doses. 

¶ Patients contact their doctor regularly to obtain repeat prescriptions. 

¶ Patients become anxious if the next prescription is not readily available. 

¶ Patients may increase the dosage stated in the original prescription. 

¶ Despite benzodiazepine therapy, patients may present with recurring anxiety 

symptoms, panic, agoraphobia, insomnia, depression and an increase in physical 

symptoms of anxiety. 

¶ Taking higher doses than prescribed or running out of prescribed medication 

before expected 

¶ Continually ólosingô medication so more prescriptions have to be written 

¶ Seeking prescriptions from more than one healthcare professional, e.g., doctor, 

nurse, non-medical prescriber or from more than one practice  

¶ Requesting a specific drug claiming that other medications ódonôt workô or that 

(s)he is allergic to them  

¶ Stealing, forging or diverting prescriptions 

¶ Appearing to be intoxicated, sedated or experiencing withdrawal  

¶ Excessive mood swings or hostility  

¶ Increase or decrease in sleep  

¶ Evidence of craving or other signs of dependence 
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73. Risk factors for benzodiazepine/z-drug dependence may include (19), (20): 

¶ Drug dose and length of exposure ð frequent, long-term, high dose users are 

more likely to become dependent. 

¶ Use of benzodiazepines with high potency and short elimination half-lives (such 

as lorazepam and loprazolam)ð may lead to development of anxiety symptoms 

between doses, leading to more frequent dosing. 

¶ Onset of effect ð more fat-soluble drugs (such as diazepam) are absorbed faster 

and enter the central nervous system more rapidly, Rapid-onset drugs are 

associated with ógoodô subjective effects, and therefore result in psychological 

reinforcement every time they are taken. Higher dose leads to better subjective 

effects. 

¶ A history of current or past alcohol or other sedative-hypnotic dependence, or a 

family history of these. 

¶ Use of recreational drugs. 

¶ Co-morbid chronic psychiatric and personality problems, physical health 

problems (especially in older people), pain problems, or sleep difficulties. 

¶ Age 16ï45 years.  

¶ Older people with complex physical and psychological needs complicated by 

pain.  

¶ History of pre-adolescent sexual abuse.  

¶ Certain psychological diseases (ADHD, obsessiveïcompulsive disorder, bipolar 

disorder, schizophrenia, depression).  

¶ Exposure to peer pressure or a social environment where there is drug abuse.  

¶ Easier access to prescription drugs, such as working in a healthcare setting.  

¶ Lack of knowledge or understanding of the prescriber 

 

74. It is sensible to reduce dosages steadily or to issue weekly or daily prescriptions for 

small amounts if it is apparent that dependence is occurring. 

Practice Resources 

Appendix 12: Benzodiazepines and Z-drug Policy  

Appendix 13:  Poster - Benzodiazepines and Z-drugs Policy 
Appendix 17:  Suggested withdrawal for long-term Benzodiazepines and Z-drugs 

Appendix 24: Poster ï Feeling Trapped 

Appendix 25: TV Screen ï Feeling Trapped 

Appendix 27: Practice procedure for lost/stolen controlled drug prescriptions 
Appendix 28: Practice procedure for patients where dependence on, or diversion 

of, controlled drugs has been identified 
Appendix 29: Reporting of controlled drug incidents via cdreporting.co.uk 
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Appendix 1:    Summary of NICE Guidance 

Medicines Optimisation Key Therapeutic Topic ï Hypnotics (KTT6) (1) 

Only use hypnotics if insomnia is severe, using the lowest dose that controls symptoms for 

the shortest period of time. 

Guidance on the use of zaleplon, zolpidem and zopiclone for the short-term 

management of insomnia (TA77) (10) 

Z-drugs and the shorter-acting benzodiazepine hypnotics should only be considered for 

severe insomnia interfering with normal daily life.  

They should be prescribed for short periods of time only, in strict accordance with their 

licensed indications.  

There is no compelling evidence to distinguish between zolpidem, zopiclone or the shorter-

acting benzodiazepine hypnotics. 

Patients who have not responded to one of these hypnotic drugs should not be prescribed 

any of the others (switching from one of these hypnotics to another should only occur if a 

patient experiences adverse effects considered to be directly related to a specific agent). 

NICE CKS Insomnia (7) 

If a hypnotic is required for insomnia the recommended choices are: 

¶ Non-benzodiazepines (the 'z-drugs') ï zopiclone and zolpidem (all are short 

acting). 

¶ Short-acting benzodiazepines - temazepam, loprazolam, lormetazepam. 

¶ Diazepam is not generally recommended, but it can be useful if insomnia is 

associated with daytime anxiety, prescribe 5 - 15 mg at bedtime. 

Use the lowest effective dose for the shortest period possible.  

Treatment should not continue for longer than 2 weeks. 

Sedative drugs other than hypnotics (such as antidepressants, antihistamines, chloral 

hydrate, clomethiazole, and barbiturates) are not recommended for the management of 

insomnia.  Expert opinion from reviews suggests that there is insufficient evidence to support 

their use, and that the potential for adverse effects is significant. 

Generalised anxiety disorder and panic disorder in adults: management (CG113) (21)  

Do not offer a benzodiazepine for the treatment of GAD in primary or secondary care except 

as a short-term measure during crises.  Benzodiazepines are associated with a less good 

outcome in the long term. 

Benzodiazepines are associated with a less good outcome in the long term and should not 

be prescribed for the treatment of individuals with panic disorder. 

 

 

  

https://www.nice.org.uk/advice/ktt6
https://www.nice.org.uk/guidance/ta77
https://www.nice.org.uk/guidance/ta77
https://cks.nice.org.uk/insomnia#!management
https://www.nice.org.uk/guidance/cg113
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NICE CKS Generalised Anxiety Disorder (8) 

If a benzodiazepine is required for anxiety the recommended choice is diazepam: 

¶ For anxiety, prescribe 2 mg three times a day. 

¶ If needed, the dose can be increased to 15ï30 mg daily in 3 divided doses  

¶ Caution in the elderly, due to the increased risk of falls ð the manufacturer 

advises halving the recommended doses. 

 

Treatment should not exceed 2ï4 weeks. 

Depression in adults: recognition and management (CG90) (22) and Depression in 

adults with a chronic physical health problem: recognition and management (CG91) 

(23) 

Benzodiazepines are only to be considered as an option if a person with depression 

prescribed an SSRI develops the side effects of anxiety, agitation and/or insomnia early in 

antidepressant treatment and symptoms are problematic. In this case short-term 

concomitant treatment with a benzodiazepine is one of several options that can be 

considered.  

If a benzodiazepine is prescribed this should be for no longer than 2 weeks in order to 

prevent the development of dependence.  

Benzodiazepines should not be used in people with chronic symptoms of anxiety. 

Benzodiazepines should be used with caution in patients at risk of falls 

Social anxiety disorder: recognition, assessment and treatment (CG159) (24) 

Do not routinely offer benzodiazepines to treat social anxiety disorder in adults. 

Obsessive-compulsive disorder and body dysmorphic disorder: treatment (CG 31) 

(25) 

Anxiolytics should not normally be used to treat OCD or BDD without comorbidity except 

cautiously for short periods to counter the early activation of SSRIs. 

Post-traumatic stress disorder (NG116) (26) 

Do not offer drug treatments, including benzodiazepines, to prevent PTSD in adults 

Antenatal and postnatal mental health: clinical management and service guidance 

(CG192) (27) 

Do not offer benzodiazepines to women in pregnancy and the postnatal period except for 

the short-term treatment of severe anxiety and agitation.  

Consider gradually stopping benzodiazepines in women who are planning a pregnancy, 

pregnant or considering breastfeeding.  

https://cks.nice.org.uk/generalized-anxiety-disorder
https://www.nice.org.uk/guidance/CG90
https://www.nice.org.uk/guidance/cg91
https://www.nice.org.uk/guidance/cg91
https://www.nice.org.uk/guidance/cg159
https://www.nice.org.uk/guidance/cg31
https://www.nice.org.uk/guidance/ng116
https://www.nice.org.uk/guidance/cg192
https://www.nice.org.uk/guidance/cg192
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NICE CKS Dementia - Management of Behavioural and psychological symptoms of 

dementia (BPSD). (28) 

If challenging behaviour requires urgent treatment (when the person is a danger to 

themselves or others) and underlying causes (such as discomfort, thirst, or the need for the 

toilet) have been addressed, advise moving the person to a safe, low-stimulation 

environment (such as a quiet room) away from others and use of verbal and non-verbal de-

escalation techniques (such as active listening, effective verbal responding, pictures, and 

symbols).  

If these measures fail, seek advice from an elderly care psychiatrist, the challenging 

behaviour team, or an elderly care physician.  

Depending on the specific situation, short-term (off-label) use of drugs for behavioural 

control (such as haloperidol or lorazepam) may be suggested. 

Lorazepam (off-label) for the treatment of challenging behaviour associated with dementia 

should only be used on the advice of a specialist who should specify dose and duration of 

treatment. 

Short-term treatment with lorazepam (off-label use) may be suggested for immediate 

management of violence, aggression, or extreme agitation in people with dementia when 

non-pharmacological measures have failed, and the person poses a risk to themselves or 

others. The aim of the treatment is to calm the person and reduce agitation or aggression, 

not to sedate. 

Treatment should start at the lowest possible dose (500 microgram) orally and be titrated 

slowly in increments, if necessary, to a maximum of 1 mg daily (2 mg daily in exceptional 

circumstances).  One-to-one care of the person should be available while the dose is titrated 

in a controlled and safe manner. 

The person should be reviewed regularly and lorazepam discontinued as soon as possible. 

 

https://cks.nice.org.uk/dementia#!prescribingInfoSub:10
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Appendix 2:    Patient Information Leaflet - The Good Sleep Guide 
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Appendix 3:    Patient Information Leaflet - The Good Relaxation Guide 
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Appendix 4:    Patient Information Leaflet - Relaxation Exercises 
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Appendix 5:    Two Week Sleep Diary 

INSTRUCTIONS: 

1. Write the date, day of the week and type of day:  Work, School, Day Off or Holiday. 
2. Put the letter  
Á ñCò in the box when you have coffee, cola or tea. 
Á ñMò in the box when you take any medicine. 
Á ñAò in the box when you drink alcohol. 
Á ñEò in the box when you do any exercise. 
3. Put a line (I) to show when you go to bed.  Shade in the box that shows when you think you fell asleep. 
4. Shade in all the boxes that show when you are asleep at night or when you take a nap during the day. 
5. Leave boxes un-shaded to show when you wake up at night and when you are awake during the day. 

 

Todayôs 

Date 

 
Day 

of the 
week 

 
Type of Day 
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P
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P
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SAMPLE ENTRY BELOW:  On a Monday when 
I worked, I jogged on my lunch break at 1pm, 
had a glass of wine with dinner at 6pm, fell 
asleep watching TV from 7pm ï 8pm, went to 
bed at 10:30pm, fell asleep around Midnight, 
woke up and couldnôt go back to sleep at about 
4am, went back to sleep from 5am ï 7am and 
had coffee and medicine at 7am. 
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Appendix 6:    Anxiety Diary 

Use this diary to keep a note of when and where you feel anxious. You only need to make a brief 

entry and record how anxious you are feeling using the anxiety scale. The scale is marked from 

1 to 10; 1 indicates you are very slightly anxious, 5 is moderately anxious, and 10 is extremely 

anxious, or the most anxious you have ever been. 

Filling in the chart will help you figure out the cause of your anxiety, and whether there are specific 

times of the day or week that relate to more severe anxiety episodes. This will help us choose the 

best way to deal with your anxiety problem.  

 

Name:  ééééééééééééééé. 

 

 

Day, date and time. 

 

Where are you? 

 

What are you doing? 

 

Anxiety Scale 
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Appendix 7:    What to discuss with the patient when considering use of a benzodiazepine 
or Z-drug (14) 

Á Ensure the patient is aware that the medication is for short-term use alongside self-care. 

Á Ensure patients are aware of the risks of treatment including Central Nervous System 

(CNS) depressant effects, including óhangoverô effects, unsteadiness, reduced alertness 

and impaired memory, tolerance, dependence and withdrawal. 

Á The long-term use of benzodiazepines or Z-drugs is associated with a number of health 

conditions and an increased risk of death: 

ü Over-sedation from long-term use can increase the risk of falls and accidents on 

the road and in the home. 

ü Poisoning from overdose may contribute to increased mortality risk. 

ü Studies have shown that users of hypnotics exhibit an increased risk of cancer that 

does not appear to be fully explained by preferential prescribing in people with 

poor health. 

ü In England and Wales during 2015 there were 366 deaths involving 

benzodiazepines, with a mortality rate of 6.5 deaths per million population, similar 

to the rate in 2014. 

ü In England and Wales, the numbers of deaths involving zopiclone or zolpidem 

were 100 in 2014 and 87 in 2015. 

Á Long-term use of benzodiazepines or Z-drugs (usually more than 4 weeks) may 

be associated with: 

ü Tolerance ð a higher dose is required to obtain the initial effect. 

ü Dependence ð the person feels they need the medication to carry out day-to-day 

activities, and/or withdrawal symptoms occur upon stopping or dose reduction. 

Á Other effects of long-term use of benzodiazepines include: 

ü Cognitive effects, anxiety, agoraphobia, emotional blunting, reduced coping skills, 

and amnesia.  

ü Reduced social functioning due to effects on memory, reduced ability to remember 

new people, appointments etc. 

ü Depression, either for the first time, or aggravation of pre-existing depression with 

possible precipitation of suicidal tendencies. 

Á Older people are more vulnerable to the CNS depressant effects of benzodiazepines, 

possibly leading to confusion, night wandering, amnesia, ataxia, and hangover effects. 

Impaired cognitive function and memory may be wrongly diagnosed as dementia. In the 

UK, it has been estimated that older adults receive 80% of all prescriptions written for 

benzodiazepine hypnotics. 

Á Provide advice related to driving whilst taking the medication 

Á Warn of potential serious adverse effects if alcohol and other sedative substances are 

used with the medication.  
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Appendix 8:     Drug Driving Leaflet 
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Appendix 9:     Letter for Newly Prescribed Benzodiazepines and Z-drugs 

(Practice name) 
(Address) 

(Tel) 
Fax) 

Email) 
 

(Date) 
(Title/Initial/Surname) 

(Patient Address Block) 

 

Dear (Title) Surname) 

You have been prescribed a short course of [drug] by your doctor.  

This medicine can help you cope with short periods of severe anxiety or sleeplessness; however, 

it is not intended for long-term treatment as it can cause dependence. This medication should be 

used alongside the self-care advice you have been given. 

Your GP will initially prescribe this drug for a maximum of 14 days. You may be offered a follow-

up appointment in case you need support, alternative treatment or referral (for example to a team 

who can arrange relaxation treatments).  

Taking this drug for more than 14 to 28 days may lead to problems, such as:  

¶ depression, reduced ability to handle situations, and addiction  

¶ an increase in accidents on the road and with work machinery 

¶ an increase in falls 

 

Long-term treatment often makes sleep difficulties and anxiety worse and because it can cause 

dependence it can be difficult to stop using, so please do not ask for further supplies when these 

run out. Try to sleep without taking a tablet one, two or three nights a week. Avoid caffeinated 

drinks such as coffee, tea, Red Bull and cola after 3:00pm, as these may keep you awake, and 

avoid late-night physical and mental stimulation.  Avoid alcoholic drinks and opioid pain killers 

when taking these tablets.  

Do not drive or operate machinery while under the effects of these drugs. 

There are leaflets available that can give you advice about sleeping and relaxation and if 

appropriate you will be referred to other services for support. 

Yours sincerely 
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Appendix 10:    Patient Information Leaflet ï Sleeping Tablets  
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Appendix 11:   Patient Information Leaflet ï Benzodiazepines for Anxiety  
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Appendix 12:   Benzodiazepine/Z-drug Policy  

A controlled substance is a drug or chemical whose manufacture, possession, or use is regulated 

by the government because of the potential for abuse or addiction. Such drugs include those 

classified as narcotics, stimulants, depressants, hallucinogens, and cannabis. 

A list of the most commonly encountered controlled drugs can be found at: 

https://www.gov.uk/government/publications/controlled-drugs-list--2 

Many of our patients require strong, potentially addictive medication to help manage their 

condition(s). Of concern are ódrugs of dependenceô (e.g. opioid medications, benzodiazepines 

and Z-drugs), particularly when these are prescribed on an on-going basis.  

Due to increasing reports of abuse of prescription drugs and patient behavioural problems, [insert 

practice name] has established a policy to ensure adequate treatment of your condition, while 

reducing the risk of problems with drug prescriptions. 

If you are a new patient to the practice: 

¶ It may take time to get accurate medical information about your condition. Until such 

information is available, your GP may choose not to prescribe any medication. It is our 

policy that GPs do not prescribe drugs of dependence until they have a full clinical picture. 

¶ Your GP may decide not to continue prescribing a benzodiazepine or Z-drug previously 

prescribed for you. It may be determined that such a medication is not suitable. It is our 

policy that GPs do not prescribe drugs of dependence if they feel that previous 

prescriptions were inappropriate. 

¶ Your GP will evaluate your condition and only prescribe a benzodiazepine or Z-drug of 

the strength necessary for you. This may be different to the drug you had prescribed at 

your previous GP Practice. 

 
General practice standards: 

¶ If the decision to prescribe is taken after a shared discussion of goals, plans, risks and 

benefits, you may be required to confirm your consent in writing. 

¶ You may be asked to complete a withdrawal programme and sign a withdrawal contract 

which details our practiceôs expectations when prescribing drugs of dependence. This 

agreement details your responsibilities as a patient taking a drug of dependence; any 

prescriptions issues; advice on taking your medications; how we will monitor your care; 

and the standards of behaviour that are expected. 

¶ Patients may need to acknowledge that their care requirements may be complex, and 

that referral for on-going care for all or part of your healthcare may be required. It is our 

practice policy that patient care is matched with the level of complexity. 

¶ Patients are reminded that we have a zero tolerance on issues relating to staff abuse.  

https://www.gov.uk/government/publications/controlled-drugs-list--2
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 Issuing prescriptions: 

¶ Wherever possible, patients will see the same Prescriber for review of the initial 

prescription. 

¶ Where benzodiazepines and Z-drugs are initiated by an external provider the Practice will 

only take over prescribing once a written request has been received. 

¶ All patients will be reviewed within 2- 4 weeks of initiation of a benzodiazepine/Z-drugs 

prescription. 

¶ Patients on long-term benzodiazepines/Z-drugs will be reviewed every 6 months.  

¶ All benzodiazepines and Z-drugs will be issued on prescriptions with a maximum duration 

of 1 month. 

¶ All benzodiazepines and Z-drugs prescriptions will include full directions wherever 

possible and use of PRN or MDU directions will be avoided. 
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Appendix 13:   Poster ï Benzodiazepines and Z-drugs Policy 
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Appendix 14:   Benzodiazepine and Z-drug approximate equivalent doses to diazepam 5mg 
and duration of action (13), (15) 

¶ alprazolam 250micrograms 

¶ chlordiazepoxide 12.5mg 

¶ clobazam 10mg 

¶ clonazepam 250micrograms 

¶ flurazepam 7.5-15mg 

¶ loprazolam 0.5-1mg 

¶ lorazepam 500micrograms 

¶ lormetazepam 0.5-1mg 

¶ nitrazepam 5mg 

¶ oxazepam 10mg 

¶ temazepam 10mg 

¶ zopiclone 7.5mg 

¶ zolpidem 10mg 

 

Short-Acting  

(Half-life of drug and 

metabolites shorter than 6 hrs) 

Intermediate-Acting  

(Half-life of drug and 

metabolites 6-24 hours) 

Long-Acting  

(Half-life of drug and 

metabolites longer than 24 hrs) 

Midazolam 

Zopiclone 

Zolpidem 

  

Alprazolam 

Loprazolam 

Lorazepam 

Lormetazepam 

Oxazepam 

Temazepam 

Chlordiazepoxide 

Clobazam 

Clonazepam 

Diazepam 

Flurazepam 

Nitrazepam 

 

Benzodiazepines with high potency and short elimination half-lives (e.g. lorazepam and 

loprazolam) are more likely to lead to dependence problems.  

Those with an intermediate half-life (e.g. temazepam) cause fewer problems when used for a 

short period.  

Those with long half-lives (e.g. nitrazepam, diazepam) can have residual effects the following day 

(e.g. daytime sedation and falls); some people are more susceptible to these effects than others. 
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Appendix 15:   Benzodiazepine/Z-drug Withdrawal Contract 

 

We have discussed the gradual reduction of éééééééééééand have agreed that the 

reduction will be carried out in the following way:  

 

 

 

 

Patient Declaration 
In signing this agreement, the patient agrees to the following conditions regarding his/her 
treatment: 
1. I am aware of the risks of the above medicine and have agreed with my Prescriber to reduce 

this medication. 
2. My Prescriber is responsible for prescribing a safe and effective reducing regime of the 

medication. My Prescriber will control my dose, perhaps with advice from a specialist if 
needed. 

3. I will follow the directions given to me by my Prescriber; I will not increase my dose and will 
discuss any changes in my dose with my Prescriber. 

4. I will not use any other sedatives in addition to those prescribed by my Prescriber. 
5. I will only obtain my medication from my Prescriber. 
6. I understand that no early prescriptions will be provided.  
7. I understand that any evidence of unsafe use such as: drug hoarding, obtaining sedatives 

from other sources, uncontrolled dose increases, loss of prescriptions, or failure to follow 
the agreement may result in my prescription being stopped. 

8. I am responsible for the security of my medication at home. Lost, misplaced or stolen 
medication or prescriptions for this medicine may not be replaced.  In the event that 
medication is stolen, I will report this to the police.  

9. I am aware that giving my medication to other people is illegal and could be dangerous to 
them.  

 

Patientôs signature: éééééééééééééééééééééééé 

 

Prescriberôs signature:   ééééééééééééééééééééééé 

 

Date: éééééééééééééééééééééééééééééééé. 
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Appendix 16:   Patient Information Leaflet ï Stopping your Medicines: Benzodiazepines 
and Z-Drugs 
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