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Use of benzodiazepines in the management of anxiety disorders 
Table 9 summarises the indications for using benzodiazepines in anxiety disorder and the potential 
adverse effects and drug interactions listed by respondents. 

Table 9: Use of benzodiazepine in anxiety disorder 

Indications for benzodiazepines in anxiety disorder 
% of respondents 

(n = 200) 

Short-term use 

Refractory to other therapies 

Acute anxiety/panic attacks 
Never/rarely 

Before stressful/social events 

No history of dependence 

Other

47 

† 

23 

17 
6 

2 

2 

3 

Adverse effects / drug interactions 
% of respondents* 

(n = 200) 

Dependence/tolerance 

Sedation 

Withdrawal syndrome 
Interactions with other drugs/alcohol 

Depression 

Confusions/falls in elderly 

Overdose 

Other

41 

‡ 

28 

16 
8 

2 

2 

1 

2 

*Respondents may have more than one response 
†Other included guidelines indication 1%, build patient’s confidence in prescriber 1%, quicker onset required 1% 
‡

Practice points 

Other included loss of effect 1%, intentional overdose 1% 

• Limit benzodiazepines to short-term use5 in acute exacerbations of generalised anxiety disorder in 
patients who have not responded to at least 2 therapies (e.g. psychological therapy, antidepressant).3

• Reduce the benzodiazepine dose gradually over 6 weeks to avoid a discontinuation reaction.

 
1

• Beware of development of tolerance and dependence to benzodiazepine, a major adverse effect.

 
1

• Trial cessation of benzodiazepines every 6–12 months in longer-term use by gradually reducing the 
dose and increasing focus on psychological therapy to manage symptom exacerbation.

 

1 
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Commentary 1 
Associate Professor Steven Ellen 

Department of Psychological Medicine, Monash University 
Head, Consultation-Liaison Psychiatry, The Alfred Hospital, 

Prahran, VIC 
  

The case scenario presented is very typical of 
common clinical presentations. It highlights the 
overlap between the various anxiety disorders. 
The symptoms rarely occur in typical patterns 
as described in the classification manual; for 
example, patients with panic disorder often have 
some obsessions, patients with post traumatic 
stress disorder usually have some panic attacks 
and patients with social anxiety disorder might 
have a mix of phobias and panic. A range of 
diagnoses was given by respondents, which 
reflected this. 

It is also worth noting that there is a large 
overlap between anxiety disorders and 
depression. In our diagnostic hierarchy, 
depression trumps anxiety, so if a patient has a 
mixed picture we will often diagnose depression 
and assume the anxiety symptoms are part of 
the depressive spectrum. 

In this particular scenario the patient presented 
with deterioration over 8 weeks on what 
sounds like a background of longer-term anxiety 
symptoms, and a past history of depression. I 
wondered whether the patient had longstanding 
social anxiety disorder with an acute relapse of 
depression that was causing the lack of sleep, 
poor appetite, and trouble concentrating. 
Clinically I would be exploring other symptoms 
of depression like anhedonia (loss of enjoyment 
in usual activities), lowered mood, tearfulness 
and feelings of worthlessness. It would also 
be worthwhile to investigate what may have 
triggered this episode 8 weeks ago. 

In terms of comorbidity, this patient is drinking 
alcohol and has chronic obstructive pulmonary 
disease (COPD). Each needs exploration — the 
alcohol to ensure it is not excessive, and the 
COPD to ensure the patient is not mistaking 
anxiety for shortness of breath (or vice versa) 
and using their salbutamol inappropriately. 

For treatment, the first point to make is the 
routine encouragement of good mental health, 
often called ‘psychological first aid’. In essence 
this means addressing relationships, stress levels, 
sleep, diet (not only healthy eating, but reducing 
caffeine and alcohol) and exercise. This is first 
line in all patients. 

For the choice of treatment, half the 
respondents favoured a combined medication 
and psychological approach. Current recom-
mendations favour psychological treatments as 
first line (usually cognitive behavioural therapy 
[CBT]). I definitely support these 
recommendations. 

However, the differences between psychological 
and pharmacological outcomes are not great, so 
the choice between the two approaches usually 
comes down to the patient’s preference. If there 
is no urgency (such as in this case) and the 
symptoms are not in the severe range, the 
benefits gained from explaining the options, and 
allowing the patient a week to consider their 
choice, far outweighs the benefit from getting 
treatment started in a hurry. 

Some patients prefer the simplicity of tablets 
and do not want to commit to the time and cost 
of psychological treatment, while others see 
medications as a superficial fix and want a more 
exploratory and in-depth solution. It is worth 
noting that psychological treatments also offer a 
long term advantage in terms of lower relapse 
rates. 

On the issue of dose range, quite appropriately 
most people chose the low end of the range 
as the starting dose. In practice I always tell 
patients to start with half the lowest dose (most 
of the tablets are scored for easy breaking) for 
the first 4–7days, then increase to the whole 
tablet if they have no problems. For anxiety 
disorders, many patients need to reach the 
higher dose range to experience benefit, 
therefore increase the dose if there is only a 
partial response after about 6 weeks. 

Warn patients of the 2–4-week delay in onset, 
otherwise they may discontinue within a 
fortnight, thinking the medication is not 
working. Warn about the side effects and that 
they almost always occur before the beneficial 
effects. Reframe the side effects as a good sign 
to patients — ‘The tablet is clearly doing 
something and should start working soon!’ 
Most of the side effects are self-limiting and 
dissipate after a few weeks, with the exception 
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of agitation, which usually requires a change of 
medication. 

Duration of treatment is controversial, but at 
least 6 months from the time of improvement 
for a first episode is prudent, and again this 
comes down to patient choice and weighing the 
risks associated with relapse against the burden 
of prolonged treatment. Given this particular 
patient has had a past depressive episode and 
this episode may be a recurrence of depression, 
I would probably err on the side of recommend-
ing a longer course of treatment (12 months or 
more). 

Remember, stopping treatment is as important 
as starting, and the medications should be 
weaned, and appropriate review organised with 
a plan for early intervention if symptoms do 
return. 

Choosing a psychological treatment is also often 
challenging, depending on your own time and 
skills and the resources in your area. Basic CBT 
is easy to learn, takes about 30–60 minutes a 
week to administer and can be built around a 
multitude of good-quality self-help books. In 
mild to moderately severe cases this is a great 
first line. If the patient is not improving or their 
symptoms are more entrenched, refer to a 
psychologist or psychiatrist. Make sure you learn 
who the good therapists in your area are and 
build up a relationship. 

Finally, be prepared to change tack if the first 
line doesn’t work. Anxiety disorders are usually 
chronic, with a waxing and waning course, 
and the average patient goes through several 
treatment approaches before they find the one 
that is right for them. 

 
 

Commentary 2 
Dr Helen Malcolm 

Senior Lecturer, Dept. of General Practice and Rural Clinical School,  
University of Melbourne,  

Shepparton, VIC 
  

Key points8 
• Anxiety disorders are the most common 

psychiatric illnesses in the general population. 

• Anxiety is often a hidden presentation and 
needs to be asked for specifically. 

• Anxiety disorders are frequently under-
diagnosed and under-treated. 

• Always ask whether the patient is using 
alcohol or other drugs for self-medication. 

• Comorbidity is the rule with depression, 
another anxiety disorder or substance abuse 

John presents with typical symptoms of anxiety 
and typical ways of decreasing the symptoms — 
avoidance and use of alcohol. The initial list of 
symptoms could also be due to depression and 
this needs to be specifically assessed, as an 
accurate diagnosis/diagnoses (including the 
type of anxiety) leads to the most effective 
management plan. John's past history of 
depression makes him at increased risk for this 
condition. His physical symptoms and their 
occurrence in social and performance situations 
suggest a diagnosis of generalised anxiety 
disorder (GAD, sometimes called social phobia). 

An assessment may need to be made to rule out 
a medical condition causing John's anxiety, 
such as thyrotoxicosis, asthma attacks, cardiac 
arrhythmias, or excessive use of salbutamol, 
caffeine, pseudoephedrine or illicit substances 
such as amphetamines or cannabis. 

Suicidal risk should also be assessed, as well as 
any risks that may occur if drug therapy is used, 
such as sedation while driving. 

As in most mental illness, non-drug therapies 
are first-line for anxiety with progression to 
medication if there is no response or the 
condition is more debilitating. 

Simple therapies such as meditation, relaxation, 
breathing exercises, distraction techniques 
(short term) and exercise should be suggested. 
Cognitive behavioural therapy (CBT) has been 
shown to be effective in anxiety disorders, to 
address the negative thought patterns leading to 
anxiety and avoidance. Graduated exposure in 
concert with relaxation/breathing techniques 
and assertiveness training may be required to 
reintroduce John to situations seen as anxiety 
provoking. The aim here is to decrease his  
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avoidance behaviour which, in the long run, only 
serves to perpetuate the problem. 

If these strategies are ineffective, or if John is 
too distressed to carry out the suggestions, drug 
therapy may be indicated. SSRIs are generally 
regarded as first-line pharmacotherapy for social 
anxiety disorder. Beta blockers may help with 
the physical symptoms but are usually avoided in 
patients like John who have asthma. Monoamine-
oxidase inhibitors have well-established efficacy 
but are less commonly used because of side 
effects and the need for dietary restriction. 

There is no definite guide for choice of SSRI in 
anxiety disorders. While some are known to 
be more likely to have particular side effects, 
patients can also have idiosyncratic responses to 
SSRIs. John's past history of successful treatment 
with antidepressants will suggest a possible 
choice. Fluvoxamine is usually more sedating, 
making it an appropriate choice in patients with 
anxiety and sleeping difficulties; similarly for 
mirtazepine (but patients should be warned 
about possible weight gain). Fluoxetine and 
paroxetine may create more anxiety initially, as 
may venlafaxine. 

In short-term trials in GAD (12–24 weeks), 
escitalopram, fluvoxamine, paroxetine, sertraline 
and venlafaxine appear to be similarly effective 
but differ in their adverse effects8

Whichever medication is chosen, and this may 
depend on the doctor's familiarity with the drug 
and past/family history of successful treatment, 
John should be warned about possible side 
effects, both short and long term, and measures 
taken to decrease these. The side effects of 
headache, nausea and agitation should be 
mentioned, as should decreased libido. By 
starting with a lower dose and increasing 
slowly, the initial side effects may be minimised. 
‘Therapeutic holidays’ may give a break from the 
sexual side effects and improve the patient's 
self-esteem. 

. 

It may take longer (at least 12 weeks) than 
in depression for the antidepressant to be 
effective. It should be continued for at least 
6 months, then slowly withdrawn. John's 
alcohol intake should also be discussed and he 
should be advised that even a small amount 
of alcohol can neutralise the effect of the 
antidepressant. Assistance can be offered to 
control or stop his alcohol intake. 

Use of benzodiazepines is a last resort because 
of their addictive potential, the development of 
tolerance and their side-effect profile. If they are 
used it should only be after at least two other 
types of therapy have failed and then only for 
short-term use (6 weeks maximum). They should 
not be used in people with a history of alcohol 
or other drug addiction. 
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