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Patient overusing antianxiety 
meds? Say so (in a letter) 
Helping patients stop—or reduce—their use of 
benzodiazepines needn’t take long. In some cases, all it 
takes is a carefully crafted letter.

PRACTICE CHANGER 

Express your concern about long-term use 
of benzodiazepines in a letter—a simple in-
tervention that patients often respond to by 
reducing or eliminating their use of the drug.1

STRENGTH OF RECOMMENDATION

A: Based on a well-done meta-analysis with 
few clinical trials.
Mugunthan K, McGuire T, Glasziou P. Minimal interventions to de-
crease long-term use of benzodiazepines in primary care: a systematic 
review and meta-analysis. Br J Gen Pract. 2011;61:e573-e578.

Illustrative case

A 65-year-old patient has been taking loraz-
epam for insomnia for more than a year. You 
are concerned about her ongoing use of the 
benzodiazepine and want to wean her from 
the medication. What strategies can you use 
to decrease, or eliminate, her use of the drug?

Benzodiazepines are commonly used 
medications, with an estimated 
12-month prevalence of use of 8.6% 

in the United States.2 While short-term use of 
these antianxiety medications can be effec-
tive, long-term use (defined as regular use for 
>3 months) is associated with significant risk.

Abuse linked to chronic use 
Prescription drug abuse has recently become 
the nation’s leading cause of accidental death, 
overtaking motor vehicle accidents.3 And tran-
quilizers, including benzodiazepines, are the 
second most abused prescription medication, 

after pain relievers.4 In addition to dependence 
and withdrawal, chronic use of benzodiaz-
epines is associated with daytime somnolence, 
blunted reflexes, memory loss, cognitive im-
pairment, and an increased risk of falls and 
fractures—particularly in older patients.5 

Reducing long-term use of benzodiaz-
epines in a primary care setting is important 
but challenging. Until recently, most of the 
successful strategies reported were resource 
intensive and required multiple office visits.6 

Study summary 

Brief interventions are often effective 
This study was a meta-analysis of randomized 
controlled trials in which “minimal inter-
ventions” were compared with usual care for 
their effectiveness in reducing or eliminating 
benzodiazepine use in primary care patients. 
A minimal intervention was defined as a let-
ter, self-help information, or short consulta-
tion with a primary care provider. In each 
case, the message to the patient included  
(a) an expression of concern about the pa-
tient’s long-term use of the medication,  
(b) information about the potential adverse 
effects of the medication, and (c) advice on 
how to gradually reduce or stop using it. 

Three studies met the inclusion criteria 
for randomization, blinding, and analysis 
by intention-to-treat.7-9 All 3 (n=615) had a 
6-month follow-up period, a higher propor-
tion of women (>60%), and participants with 
a mean age >60 years. Few patients were lost 
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to follow-up; withdrawal rates were low and 
similar in all 3 studies. Each study compared 
a letter with usual care; 2 of the 3 had a third 
arm that included both a letter and a short 
consultation.

Pooled results from the studies showed 
twice the reduction in benzodiazepine use 
in the intervention groups compared with 
the control groups (risk ratio [RR]=2.04; 95% 
confidence interval [CI], 1.5-2.8; P< .001). The 
RR for cessation of benzodiazepine use was 
2.3 (95% CI, 1.3-4.2; P= .003). The number 
needed to treat for a reduction or cessation 
of use was 12. The studies reported benzodi-
azepine reduction rates of 20% to 35% in the 
intervention groups vs 6% to 15% in the usual 
care groups.7-9 There appeared to be no addi-
tional benefit to adding the brief consultation 
compared with the letter alone.

What’s new?

This strategy is easy to implement
While many methods to reduce benzodiaz-
epine use have been studied, most involved 
levels of skill and resources that are not fea-
sible for widespread use. This study found 
that a letter, stating the risks of continued use 
of the medication and providing a weaning 
schedule and tips for handling withdrawal, 
can be effective in reducing chronic use in a 
small but significant part of the population. 

Caveats

Effects of withdrawal went  
unaddressed 
The study did not adequately address the 

adverse effects of withdrawal from benzodi-
azepines, with one of the studies reporting 
significantly worse qualitative (but not quan-
titative) withdrawal symptoms at 6 months.7 
This is of particular concern, as withdrawal 
symptoms are associated with the potential 
for relapse and concomitant abuse of other 
drugs and alcohol. We recommend that pri-
mary care physicians screen for substance 
abuse prior to the intervention and arrange 
for adequate follow-up. 

All 3 studies in the meta-analysis lasted 
6 months; no longer-term outcomes were 
reported. In addition, the study did not yield 
enough information to identify patients who 
would be most likely to respond to this brief 
intervention.

Challenges to Implementation

Determining which patients  
to target
Identifying patients who are appropriate can-
didates for this brief intervention and provid-
ing adequate monitoring for adverse effects 
of withdrawal are the main challenges of this 
practice changer. Nonetheless, chronic ben-
zodiazepine use is of considerable concern, 
and we believe that this is a useful, and man-
ageable intervention. 		               JFP
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