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Overview of presentation

• Acknowledgements

• Defining Substance Use Disorder

• Substance use among older adults

• Scope of Guidelines Project

• Benzodiazepines and z-drugs = BZRAs  - how they work

• Prevalence and patterns of use among older adults 

• Guideline Recommendations
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• “Canadians have several 
misperceptions when it comes to 
substance use among older adults. 

• Some don’t think it’s an issue at all. 
Others believe it’s too late to 
improve the quality of life of 
someone who uses substances in 
older age. 

• Why try to get somebody to quit 
smoking after 50 years? Isn’t the 
damage already done? 
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The Continuum of Prescription Drug Use 

• Appropriate Use

• Potentially Inappropriate Use
• indication

• dose/route/frequency

• balance of benefits/risks

• Use Disorders (consequences)
• Dependence (tolerance/withdrawal/loss of control)

Blow FC. Substance abuse among older adults. Treatment Improvement Protocol (TIP) Series. #26. DDHS publication No. (SMA)98-3179. Rockville, MD: SAMHSA, 1998.

7



Substance Use Disorder
DSM-IV versus DSM-5

FIGURE 1. DSM-IV and DSM-5 Criteria for Substance Use Disorders
a One or more abuse criteria within a 12-month period and no dependence diagnosis;

applicable to all substances except nicotine, for which DSM-IV abuse criteria were not

given.
b Three or more dependence criteria within a 12-month period.
c Two or more substance use disorder criteria within a 12-month period.
d Withdrawal not included for cannabis, inhalant, and hallucinogen disorders in DSM-IV.

Cannabis withdrawal added in DSM-5.

Hasin et al. Page 24

Am J Psychiatry . Author manuscript; available in PMC 2014 August 01.
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Substance Use 
Disorder Among 
Older Adults

What Do We 
Know About 

Substance Use 
In Older Adults?

• Increased vulnerability to effects 
of substance due to unique 
physiological, psychological, 
social and pharmacological 
factors

• The challenge of complex clinical 
presentations

• Co-morbidities, cognitive 
impairment, polysubstance use

• Under-identified and under-
studied

• Stigma
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Which substance do you believe is currently causing the 
most harm to older adults in Canada ?

• Alcohol

• Benzodiazepines

• Cannabis

• Opioids

• Nicotine

• Other
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Scope of Guideline Project

• The Canadian Coalition for Seniors Mental Health (CCSMH) funded 
by the Substance Use and Addictions Program (SUAP) of Health 
Canada to create a set of four guidelines: 

• The prevention, assessment, and management of substance use 
disorders among older adults for Alcohol, BZRAs, Cannabis, and 
Opioids.
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GRADE approach

• The GRADE approach was utilized in the creation of these 
guidelines.

• Quality of evidence for each recommendation:
High, Moderate or Low

• Strength of each recommendation:
Strong or Weak

• Alternative rating for some recommendations = C  (Consensus)
- not based on empirical evidence

Guyatt, Gordon et al. (2008). GRADE: An emerging consensus on rating quality of evidence and strength of recommendations. BMJ 
(Clinical research ed.). 336. 924-6. 
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Brief History of Benzodiazepines
• 1957 chlordiazepoxide – Roche (Librium)

1963  diazepam (Valium) – faster onset, more potent 

• BZDs = anxiolytic (“minor tranquilizers”)

• replaced barbituates and meprobamate

• Examples: lorazepam, oxazepam, clonazepam, diazepam, temazepam

• Prescribed for : anxiety, sleep, seizures, muscle relaxant, sedative withdrawal

Culberson, J. W., & Ziska, M. (2008). Prescription drug misuse/abuse in the elderly. Geriatrics, 63(9), 22–26, 31.
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BZRAs – Benzodiazepine receptor agonists

• Include benzodiazepines and also z-drugs that work in a similar 
fashion on the same receptors.

• Z-drugs include zopiclone (Imovane) and zolpidem (Ambien) –
prescribed for insomnia.

• modulate benzodiazepine specific subunit sites, as specific agonists of 
the GABA-a receptors
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The GABAA receptor : a chloride-conducting channel 17



Quiz

• Which of the following classes of medication are associated with an 
increased risk of falls among older adults:

a)  antidepressants
b) benzodiazepines
c)  antipsychotics
d) non-steroidal anti-inflammatories (NSAIDs)
e) all of the above
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• neuroleptics / antipsychotics, OR, 1.59 (95% CrI, 1.37-1.83);

• antidepressants, OR, 1.68 (95% CrI, 1.47-1.91); 

• benzodiazepines, OR, 1.57 (95% CrI, 1.43-1.72),

• NS anti-inflammatories, OR 1.21 (95% Crl, 1.01-1.44)

Arch Intern Med. 2009;169(21):1952-1960.
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BZRAs – Adverse effects

• sedation, 

• psychomotor impairment, 

• falls

• motor vehicle accidents

• cognitive impairment 

• delirium – especially on withdrawal 

• paradoxical agitation, 

• dependency
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Quiz

• Over the past 20 years the rate of use of benzodiazepines among 
older adults in Canada has:

a) Declined

b) Increased

c) Stayed about the same
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Prevalence of substance dependence among older 
adults taking benzodiazepines

• A Quebec study of older adults reported that 9.5% of those taking 
benzodiazepines met Diagnostic and Statistical Manual of Mental 
Disorders (DSM) criteria for substance dependence (Voyer et al., 
2010).
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Drug Use Among Seniors in Canada, 2016

Deprescribing is one of the key initiatives focused on decreasing the inappropriate use of 

PPIs. It is the process of tapering, stopping, discontinuing or withdrawing drugs, with the 

goal of managing polypharmacy and improving outcomes.19, 20 The Canadian Deprescibing 

Network (CaDeN) is a group committed to improving the health of Canadians by reducing the 

use of potentially inappropriate medicines and enhancing access to non-drug alternatives.19 

Members of CaDeN have developed evidence-based guidelines to help clinicians make 

decisions about when and how to safely stop PPI use.49 These guidelines recommend 

deprescribing PPIs after 4 weeks of treatment in adults whose symptoms have resolved. 

Exceptions to this recommendation are outlined for patients being treated for certain chronic 

conditions.49 Despite these recommendations, there has been no decrease in the proportion 

of seniors with prolonged use of PPIs.

Benzodiazepines
The use of benzodiazepines in seniors is of concern due to the increased risk of cognitive 

impairment, delirium, falls and fractures. The proportion of seniors using benzodiazepines 

decreased from 17.5% in 2011 to 14.0% in 2016 (Figure 16). This trend was observed in both 

females and males and in all age groups.

Figure 16  Seniors’ usage rate of benzodiazepines (and related 
products), by type, Canada,* 2011 to 2016

Short-acting All benzodiazepinesZ-drugsLong-acting
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Note

* The Northwest Territories and Nunavut do not currently submit data to NPDUIS. Quebec has been 

excluded because data was not available prior to 2014.

Source

National Prescription Drug Utilization Information System, Canadian Institute for Health Information.
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Drug Use Among Seniors in Canada, 2016

Figure 19  Percentage of seniors living in LTC facilities prescribed 
psychotropic drugs, by type of drug, selected 
jurisdictions,* 2011 to 2016

AntipsychoticsAntidepressants Benzodiazepines
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Note

* There were 5 provinces submitting identifiable LTC data to NPDUIS as of November 2017: 

Prince Edward Island, New Brunswick, Ontario, Manitoba and British Columbia.

Source

National Prescription Drug Utilization Information System, Canadian Institute for Health Information.

The decrease in use of antipsychotics and benzodiazepines was seen in both females and 

males as well as in every age group. The increase in use of antidepressants was also seen 

across both sexes and all age groups.

These changes show the effectiveness of programs designed to decrease the use of 

potentially inappropriate drugs in certain populations. Benzodiazepines was 1 of the 3 drug 

classes initially targeted by CaDeN members for deprescribing among seniors. 
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Case vignettes
• 67 year old single woman. Works PT as a bookkeeper.  Long-standing anxiety 

disorder, persistent depressive disorder and chronic severe headaches.  On an 
SSRI (sertraline) but also clonazepam 0.5 mg qam and 1 mg qhs for many years 
and also uses large quantities of acetaminophen with codeine which she buys 
OTC (for the headaches). Sleep – frequent awakenings.

• 75 year old man presents with severe Major Depressive Episode with anxious 
distress.  He has also developed some agoraphobic symptoms – afraid to leave 
home. Recent successful treatment for carcinoma of the larynx. Has not 
responded well to 2 antidepressants. Reports lorazepam helped greatly during a 
previous similar episode.  Has 10-12 drinks of alcohol per week.

• 85 year old Holocaust survivor. PTSD, persistent depressive disorder and early 
dementia.  On multiple psychotropic meds including lorazepam 1 mg tid.  Insists 
she “can’t manage” without the lorazepam. Has become more disinhibited lately 
and has been “stealing” her husband’s lorazepam.

27



Benzodiazepine 
Challenges

• Physicians have different views on 
these medications

• Patients tend to have relatively 
positive feelings about this group of 
medications

• Existing guidelines  frequently 
recommend benzodiazepine use 
only for short periods of time 
(especially in older adults). This 
often contradicts current clinical 
practice e.g. in care of people with 
longstanding mental disorders.

• Limited literature on benzodiazepine 
use disorder among older adults –
more literature on over prescribing, 
adverse effects etc.
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Characteristics of long-term BZRA use

• Older age, female, lower income, single

• Comorbidities (psychiatric and medical).

• Use of short acting, high potency BZD (e.g. alprazolam, lorazepam, or oxazepam).

• Receiving prescriptions for more than one BZD concurrently.

• "Volume" of the initial or overall BZD prescriptions (overall prescribed dosage).

• Previous BZD use.

• Dose escalation is associated with a greater number of prescribers, concurrent SUD

Kurko et al. European Psychiatry (2015); 30:1037-1047, 

Cunningham et al. Health Policy 92010), 97(2-3), 122–129.
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Factors contributing to long-term prescription of BZD 
and Z-drugs

• Prescriber’s factors:

• Attitudes towards these medications 

• Lack of specialized knowledge about sedative 
prescribing

• Clinical work environment

• Conflicting patient health priorities

• Worry about stopping medications started by 
others

• Limited knowledge about how to stop 
medications

• Inaccessibility to nonpharm tx modalities

• Patient’s factors:

• Disagreement with the appropriateness of 
stopping tx

• Fears of symptom return

• Withdrawal symptoms

• Impression of unsuitability of alternatives

Pollmann et al. BMC Pharmacology and Toxicology (2015): 16:19; 

Farrell et al. PLOS ONE (2015); 10 (4)
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JAGS (2019)

• Older adults have increased sensitivity to benzodiazepines – AVOID

• May be appropriate for seizure disorders, REM sleep disorders, 
BZD withdrawal, alcohol withdrawal, severe GAD, periprocedural
anesthesia

• Z-drugs – similar to benzodiazepines - AVOID
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PREVENTION

1 Use > 4 weeks should be avoided

2 Not first-line for insomnia, anxiety, or dementia

3 CBT is first-line for insomnia and anxiety

4 Assess risk for BZRA use disorder prior to 
prescribing

5 Inform of limited benefits, risks, & alternatives 
before setting management plan

6 Inform of duration of use when initiating

7 When BZRA prescribed: 
a. Discuss risks
b. Use for ≤4 weeks
c. Monitor for response, side effects, 

concordance, BZRA use disorder
d. Support when stopping BZRA (e.g., GDR)

8 HCPs and organizations should work to reduce use 
of BZRAs

9 Institutions should reduce BZRA incident use

10 Advocate for funding of non-pharmacological 
alternatives

11 Clinicians to address excess use of BZRAs in women

ASSESSMENT & RECOGNITION

12 Routinely assess older persons for substance use 
disorders, including BZRAs 

13 HCPs are to be skilled in identifying substance use 
disorders, including BZRAs

14 Fully assess people with suspected BZRA use disorder

15 a. Assess for other substances in BZRA use disorder
b. Avoid concurrent BZRAs and opioids
c. Avoid concurrent BZRAs and alcohol

MANAGEMENT

16 Stop BZRAs using a stepped-care gradual taper

17 Avoid abrupt discontinuation of BZRA use of >4 weeks

18
Manage acute BZRA withdrawal using a validated 
approach

19 Convert to single BZRA when multiple BZRAs Rx’d

20
Routinely switching to a long half-life BZRA for 
tapering is not recommended

21 CBT is to be used during BZRA taper

22 Avoid adding new drugs to support BZRA tapers

23 Refer selected patients to specialty services

Quick Summary - BZRA use disorder Guideline recommendations for older adults 32



Prevention: Recommendation #1

• Long-term use of BZRAs (> 4 weeks) in older adults should be avoided for most 
indications because of their minimal efficacy and risk of harm. 

• Older adults have increased sensitivity to BZRAs and decreased ability to metabolize 
some longer-acting agents, such as diazepam. All BZRAs increase the risk of cognitive 
impairment, delirium, falls, fractures, hospitalizations, and motor vehicle crashes. 

• Alternative management strategies for insomnia, anxiety disorders, and the behavioural 
and psychological symptoms of dementia (BPSD) are recommended. 

[GRADE: Evidence: Moderate; Strength: Strong]
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Prevention: Recommendation #2

• Appropriate first-line non-pharmacological options for the treatment of insomnia 
and anxiety disorders include cognitive behaviour therapies (CBTs) provided in 
various formats. 

(e.g. CBTi includes stimulus control, sleep restriction, progressive muscle relaxation and 
sleep hygiene)

[GRADE: Evidence: Moderate; Strength: Strong]
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Prevention: Recommendation #3

• A BZRA should only be considered in the management of insomnia or anxiety 
after failing adequate trials of non-pharmacological interventions or safer 
pharmacological alternatives OR for short-term bridging until more 
appropriate treatment becomes effective.

[GRADE: Evidence: Moderate; Strength: Strong]
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Prevention: Recommendation #4

• An assessment of risk for BZRA use disorder and other potential adverse 
effects from these agents should be done prior to prescribing a BZRA. 

[Consensus]

(Identified risk factors include: older age, female gender, dependent personality, and concurrent or previous 
substance use disorder )
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Prevention: Recommendation #5

• If a BZRA is being considered, the older adult should be informed of both the 
limited benefits and risks associated with use, as well as alternatives, prior to 
deciding on a management plan. 

[Consensus]
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Prevention: Recommendation #6

• Initiating treatment with a BZRA should be a shared decision between the 
prescriber and the older adult (or their substitute decision-maker). There 
should be agreement and understanding on how the BZRA is to be used 
(including planned duration of no more than 2 to 4 weeks) and monitored. 

[Consensus]
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Quiz

• Providing an educational brochure for patients, without any other 
intervention, can lead to reduced use of benzodiazepines:

a) True
b) False

39



• Long Term benzodiazepine users aged 65 - 95

• 27% who received education discontinued versus 5% who did not.

• EMPOWER tool included information on risks and a tapering protocol. 

40



Prevention: Recommendation #7:

Older adults who are receiving a BZRA should be:

• Educated and provided the opportunity to discuss the ongoing risks of taking BZRAs 
[GRADE: Evidence: Moderate; Strength: Strong] 

• Encouraged to only take the BZRA for a short period of time (2 to 4 weeks or less) at the 

minimally effective dose [GRADE: Evidence: Moderate; Strength: Strong] 

• Monitored during the course of their prescription for evidence of treatment response 

and effectiveness, current and potential adverse effects, concordance with the 

treatment plan, and/or the development of a BZRA use disorder [Consensus]  

• Supported in stopping the drug, which may require a gradual reduction until 

discontinued. [GRADE: Evidence: Moderate; Strength: Strong] 
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Prevention: Recommendation #8

• Health care providers and organizations should consider implementing interventions to 
decrease inappropriate use of BZRAs in their practice settings. These include medication 
reviews, prescribing feedback, audits and alerts, multidisciplinary case conferences, and 
brief educational sessions. 

• Regulators, health authorities, and professional organizations should consult with 
clinical leaders and older adults to develop and implement policies that aim to minimize 
inappropriate use of BZRAs. 

[GRADE: Evidence: Low; Strength: Strong]
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Prevention: Recommendation #9

• Health care institutions, including acute care hospitals and long-term care 
facilities, should implement protocols that minimize new prescriptions for 
BZRAs because of the potential for harm and the risk of this leading to long-
term use following discharge to the community or other transitions in care. 

[GRADE: Evidence: Low; Strength: Strong]
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Prevention: Recommendation #10

• Health care practitioners, older adults, and their families should advocate for 
adequate access and funding of effective non-pharmacological alternatives 
for the management of insomnia, anxiety disorders, and BPSD. 

[GRADE: Evidence: Low; Strength: Strong]
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Prevention: Recommendation #11

• Clinicians should be aware that BZRAs are prescribed more frequently to 
women and the potential implicit bias that may lead to inappropriate use. 

[GRADE: Evidence: Low; Strength: Weak]
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Recognition & Assessment: Recommendation #12

• All older adults should be asked about current and past consumption of 
substances that might lead to substance use disorders, including BZRAs, 
during periodic health examinations, admissions to facilities or services, 
perioperative assessments, when considering the prescription of a BZRA, and 
at transitions in care. 

[Consensus]
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Useful Screening Tool 

Severity of Dependence Scale

5 items (0 – never, 1- sometimes, 2 – often, 3 – always)

Score >6 high sensitivity and specificity for BZD use disorder

1. Do you think your use of BZDs is out of control?

2. Does the prospect of missing a dose make you worried?

3. Do you worry about your use of BZDs?

4. Do you wish you could stop?

5. How difficult would you find it to stop your BZDs?

de las Cuevas C, Sanz EJ, de la Fuente JA, Padilla J, Berenguer JC. The Severity of Dependence Scale (SDS) as screening test for benzodiazepine dependence: SDS validation study. Addiction. 2000 
Feb;95(2):245-50. 
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Screening – For multiple substances

Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) - WHO 

http://www.who.int/substance_abuse/activities/assist_test/en/

• screens for 10 substances

• 8 questions: 
• ever used

• frequency of use 

• cravings

• consequences

• failure to meet obligations

• concern by others

• unable to cut down

• IV drug use

Khan R, Chatton A, Thorens G, Achab S, Nallet A, Broers B, Calzada G, Poznyak V, Zullino D, Khazaal Y. Validation of the French version of the alcohol, smoking 
and substance involvement screening test (ASSIST) in the elderly. Subst Abuse Treat Prev Policy. 2012 Jun 20;7:14.

48
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Recognition & Assessment: Recommendation #13

• Health care practitioners should be aware of and vigilant to the symptoms 
and signs of substance use disorders, including BZRA use disorder. 
Particular attention should be paid to this possibility when assessing 
common conditions encountered in older adults, such as falls and cognitive 
impairment. 

[Consensus] 
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Recognition & Assessment: Recommendation #14

• Assessment of older adults suspected of having a BZRA use disorder 
should include indication, dose, duration, features indicative of BZRA use 
disorder, readiness to change, and presence of both medical and 
psychiatric comorbidities, including any other past or current substance 
use or misuse. 

[Consensus]
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Recognition & Assessment: Recommendation #15

• Multiple substance use is common and should be considered and inquired about in all 
older adults with a BZRA use disorder. 

[GRADE: Evidence: Moderate; Strength: Strong] 

• Health care practitioners should avoid prescribing BZRAs concurrently with opioids 
whenever possible. 

[GRADE: Evidence: Moderate; Strength: Strong] 

• The combination of a BZRA with alcohol should be avoided. 

[GRADE: Evidence: Low; Strength: Weak] 
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Management: Recommendation #16

A person-centred, stepped-care approach to enable the gradual withdrawal and 
discontinuation of BZRAs should be used. Clinicians and patients should share in: 

a) planning and applying a gradual dose reduction scheme supported by appropriate 
education of the patient; 

b) identifying and optimizing alternatives to manage the underlying health issue(s) 
that initiated or perpetuated the use of BZRAs; 

c) developing strategies to minimize acute withdrawal and managing rebound 
symptoms as needed; and 

d) establishing a schedule of visits for reviewing progress.

[GRADE: Evidence: Moderate; Strength: Strong]
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Management: Recommendation #17

• Abrupt discontinuation of a BZRA after intermediate to long-term use (> 4 
weeks) in individuals with BZRA use disorder should be avoided due to the 
risk of withdrawal symptoms, substance dependence reinforcement, rebound 
phenomena, and/or higher likelihood of relapse with resumption of BZRA use. 

[GRADE: Evidence: Moderate; Strength: Strong]
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Duration of Use Recommended taper rate Recommended taper 

durations

Comments 

< 2 to 4 weeks N/A N/A Tapering may not be required unless 

there are signs of (or multiple risk 

factors for) withdrawal syndrome

4 weeks to 

6 months

10% to 25% of current BZRA 

dose every 1 to 2 weeks 

(consider slower rate at end)

1 to 3 months Factors to be considered in deciding 

on rate of tapering include current 

BZRA dose, half-life of the agent, 

severity of substance use disorder or 

other BZRA adverse effects, 

emergence of withdrawal symptoms, 

presence of polysubstance use, drug 

formulation and ease of 

dividing/compounding, and patient 

preference

> 6 months 10% of current BZRA dose 

every 2 to 4 weeks (slower 

rate at end)

3 to 6 months

Recommended tapering schedule 54



Management: Recommendation #18

• Management of acute BZRA withdrawal symptoms should be monitored 
carefully and can be guided by a validated tool [e.g. Benzodiazepine 
Withdrawal Symptom Questionnaire, Clinical Institute Withdrawal 
Assessment-Benzodiazepine (CIWA-B)] and managed with symptom-driven 
judicious use of an appropriate BZRA. 

[GRADE: Evidence: Low; Strength: Weak] 
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Management: Recommendation #19

• Regimens involving multiple BZRAs should be simplified and converted to a 

single BZRA. 

[Consensus]
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Management: Recommendation #20

• The routine switching of a short half-life BZRA with one having a long half-life 

to aid in withdrawing BZRAs is not generally recommended in older adults. 

Switching may have a role in certain situations, such as when withdrawal is 

being hindered by a limited number of available BZRA pill strengths or when 

alprazolam is the agent of dependence or misuse. 

[GRADE: Evidence: Moderate; Strength: Strong]
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Management: Recommendation #21

• Psychological interventions such as CBT should be considered during efforts 
to withdraw BZRAs as they can improve the older adult’s experiences and 
increase the likelihood of stopping the BZRA. 

[GRADE: Evidence: High; Strength: Strong]

(A meta-analysis of adults aged 50+ in various treatment settings by Gould et al. (2014) 
found odds ratios for not using benzodiazepines at the completion of the intervention and 
then 3 and 12 months afterwards of 5.06, 3.90, and 3.00, respectively, when GDR was 
combined with psychological interventions(Gould et al., 2014.) 
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Management: Recommendation #22

• Substituting a pharmacologically different drug as a specific intervention to 
mitigate BZRA withdrawal symptoms during gradual dose reduction is not 
routinely recommended 

(multiple medication studied including buspirone, trazodone, melatonin, gabapentin, 
pregabalin)

[GRADE: Evidence: Moderate; Strength: Strong]
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Management: Recommendation #23

• Older adults with a BZRA use disorder whose drug use is escalating in spite 
of medical supervision, have failed prior efforts to withdraw their BZRA, are 
at high risk for relapse or harm, and/or suffer from significant 
psychopathology should be considered for referral to a specialty addiction 
or mental health service. 

[Consensus]
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RESOURCES:  deprescribing.org
Dr. Barbara Farrell and Team., Bruyere, Ottawa 
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RESOURCES:      deprescribing.org
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deprescribing.org
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Canadian Deprescribing Network (CaDeN) 
www.deprescribingnetwork.ca
Dr. Cara Tenenbaum and Team., Montreal
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• quiz (myths)
• education

• risks
• alternatives (non-pharm for anxiety and 

sleep)
• consumer story
• tapering schedule
• Qs to ask your HCP

EMPOWER brochure 
www.criugm.qc.ca/fichier/pdf/BENZOeng.pdf

65

http://www.criugm.qc.ca/fichier/pdf/BENZOeng.pdf


66



67



PREVENTION

1 Use > 4 weeks should be avoided

2 Not first-line for insomnia, anxiety, or dementia

3 CBT is first-line for insomnia and anxiety

4 Assess risk for BZRA use disorder prior to 
prescribing

5 Inform of limited benefits, risks, & alternatives 
before setting management plan

6 Inform of duration of use when initiating

7 When BZRA prescribed: 
a. Discuss risks
b. Use for ≤4 weeks
c. Monitor for response, side effects, 

concordance, BZRA use disorder
d. Support when stopping BZRA (e.g., GDR)

8 HCPs and organizations should work to reduce use 
of BZRAs

9 Institutions should reduce BZRA incident use

10 Advocate for funding of non-pharmacological 
alternatives

11 Clinicians to address excess use of BZRAs in women

ASSESSMENT & RECOGNITION

12 Routinely assess older persons for substance use 
disorders, including BZRAs 

13 HCPs are to be skilled in identifying substance use 
disorders, including BZRAs

14 Fully assess people with suspected BZRA use disorder

15 a. Assess for other substances in BZRA use disorder
b. Avoid concurrent BZRAs and opioids
c. Avoid concurrent BZRAs and alcohol

MANAGEMENT

16 Stop BZRAs using a stepped-care gradual taper

17 Avoid abrupt discontinuation of BZRA use of >4 weeks

18
Manage acute BZRA withdrawal using a validated 
approach

19 Convert to single BZRA when multiple BZRAs Rx’d

20
Routinely switching to a long half-life BZRA for 
tapering is not recommended

21 CBT is to be used during BZRA taper

22 Avoid adding new drugs to support BZRA tapers

23 Refer selected patients to specialty services
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Questions
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Join Us!

If you would like to be a member join us!

You can reach us through: 

www.ccsmh.ca

David Conn: Co-Chair, CCSMH
dconn@baycrest.org

Indira Fernandez: Project Coordinator
ifernandez@baycrest.org

Claire Checkland: Director, CCSMH
claire.checkland@gmail.com
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