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Disclaimer:		The	following	resources	have	been	complied	as	supportive	materials	for	the	workshop	“Applying	Principles	of	Cognitive	
Behavioral	Therapy	for	Insomnia	and	Cross-tapering	Strategies	to	Assist	Patients	in	Discontinuing	Hypnotic	Medications”.		The	
inclusion	of	these	tools,	from	any	source,	does	not	constitute	or	imply	endorsement	by	the	conference,	the	presenter,	the	
presenters’	employer,	or	of	the	submitter	or	developer	of	the	tool.	These	represent	only	examples	of	tools	that	may	provide	useful	
in	psychiatric	assessment	in	management	of	chronic	insomnia,	and	are	not	differentiated	as	the	solely	used	or	most	evidence-based	
resources.	The	presenters	were	not	provided	incentive	for	selection	of	these	particular	resources.	Workshop	attendees	are	not	
charged	for	these	materials.	



 
 

 
 
 

 

Chronic Insomnia  

Symptoms of insomnia are reported in 1 in 3 adults and are 
more prevalent in women.1 The rate of diagnosed insomnia 
in soldiers has increased 10-fold between 2001 and 2009.2 

Disrupted sleep has been shown to reduce productivity, 
increase healthcare costs, and increase the risk of various 
medical and psychiatric disorders.3–10 

Risks Associated with Insomnia5–7,9–11 

11. 59,940 patients ≥20 yo with primary insomnia and 119,880 controls.  Accident-related admission rates were 
49 per 10,000 person-years with sleep disorders and 37 per 10,000 person-years without sleep disorders (HR 
1.3, 95% CI 1.17–1.45); 5. 6,444 community-dwelling men and women age ≥65 who had ≤1 error on the Short 
Portable Mental Status Questionnaire at baseline. Cognitive decline was defined as ≥2 errors on the 
Questionnaire at the 3rd follow-up.  Adjusted OR for cognitive decline was 1.49 (95% CI 1.03–2.14) in 
nondepressed men; 6. Telephone survey in national sample of 4,991 employed health plan subscribers 
reporting any sleep problems on the America Insomnia Survey who answered self-report questions regarding 
injuries. Insomnia was significantly associated with workplace and nonworkplace injuries (OR 1.8 and 1.5) 
among workers having no comorbid conditions; 10. Included 172 men and women receiving treatment for  
alcohol dependence who completed a sleep questionnaire. Among the 74 who were followed for an average 
of 5 months after treatment, 60% with baseline insomnia vs 30% without baseline insomnia relapsed to any 
use of alcohol (p=0.02); 9. Chart review of 381 Veteran suicide decedents (173 with a clinician-documented 
sleep disturbance) who had a VA visit in the last year of life. Difficulty maintaining sleep was associated with 
suicide (RR 2.1, 95% CI 1.1–3.9); 7. Headache-free subjects ≥20 yo who answered the insomnia-related 
questions in the first survey (n=15,060) and completed the headache section of both were selected for this 
analysis. Those with insomnia were more likely to develop chronic headaches (RR 2.5, 95% CI 1.2–5.4). 

OR = Odds Ratio; RR = Relative Risk; HR = Hazard Ratio 

It is important to identify and manage sleep disturbances 
in our Veteran population. 
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Evaluation 
Find out if the Veteran is having a difficult time getting to sleep, maintaining sleep, 
suffering from early-morning awakening, having poor quality sleep, trauma-related 
nightmares, or excessive daytime sleepiness. In addition, all medical, psychiatric, drug, 
environmental, and social causes of insomnia should be evaluated and addressed 
if possible. 

Questions to Rule-Out Other Sleep Disorders12,13 

1 Do you nap during the day, when, and for how long? (hypersomnia) 
2 Do you snore? Does the bed partner observe episodes of where you stop breathing? 

(sleep apnea) 
3 When you are in bed, do you have an irresistible urge to move your legs? 

(restless leg syndrome) 
OR 
Does your bed partner report that you kick or jerk your legs frequently during the night? 

4 Do you eat at night? 
5 Do you take any medications or over-the-counter preparations, herbal remedies, or 

psychoactive substances to assist with sleep? 
6 Where do you sleep, and what surrounds you in your place of sleep, (e.g., computer, 

television, paperwork, room lighting, and outside noise)? 
7 Do you drink coffee, tea, alcohol, or caffeinated colas? How much? How long before you go 

to bed? 
8 How has your mood been recently? Are you still able to enjoy social/family activities? 

(depression) 
9 Have you been told that you act strangely during your sleep? (parasomnias) 

It is important to ask patients about their alcohol  
use as this can contribute to their insomnia. 

Self-medicating with Alcohol14 

ÎOver time, the initial effect on sleep latency diminishes while the sleep 
disruption persists. 
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Possible Contributors
to Insomnia
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Identify and Modify Contributing Factors 
ÎAssess current medications 

� Switch to non-stimulating medications 

� Adjust dosing schedule of stimulating medications (example: bupropion) 

ÎDiscuss caffeine, alcohol, or illicit drug effects on sleep15 

ÎEducate the patient on proper sleep hygiene 

Medications/Substances that Interfere with Sleep13,15 

Alcohol Caffeine Thyroid Hormone 
Phenytoin CNS Stimulants Nicotine 

Anticholinesterase  
Inhibitors 

Decongestants  
(e.g., pseudoephedrine) 

SSRIs/SNRIs 

Bupropion Diuretics Theophylline 
SSRI = Selective Serotonin Reuptake Inhibitor; SNRI = Serotonin-Norepinephrine Reuptake Inhibitor 

Insomnia Severity Index 
The Insomnia Severity Index (ISI) can be used to assess the nature, severity, and impact of  
insomnia on the Veteran as well as to monitor the Veteran’s response to treatment. 

The tool consists of 7 items intended to assess the patient’s insomnia over the past 2 weeks.
Patients are asked to rate their responses on a scale of 0–4. 

 



            

            

            

  

  

  

  

 

 

 

 

 

 
 

 

 
 

 

Insomnia Severity Index* 
Please rate the CURRENT (e.g. LAST 2 WEEKS) SEVERITY of your insomnia problem(s) 

1 Difficulty falling asleep? 
0 = None  1 = Mild  2 = Moderate  3 = Severe  4 = Very Severe 

2 Difficulty staying asleep? 
0 = None  1 = Mild  2 = Moderate  3 = Severe  4 = Very Severe 

3 Problem waking up too early? 
0 = None  1 = Mild  2 = Moderate  3 = Severe  4 = Very Severe 

4 How SATISFIED/DISSATISFIED are you with your CURRENT sleep pattern? 
0 = Very Satisfied  1 = Satisfied  2 = Moderately Satisfied  3 = Dissatisfied  4 = Very Dissatisfied 

5 How NOTICEABLE to others do you think your sleep problem is in terms of impairing the 
quality of your life? 
0 = Not at all Noticeable  1 = A Little  2 = Somewhat  3 = Much  4 = Very Much Noticeable 

6 How WORRIED/DISTRESSED are you about your current sleep pattern? 
0 = Not at all Worried  1 = A Little  2 = Somewhat  3 = Much  4 = Very Much Worried 

7 To what extent do you consider your sleep problem to INTERFERE with your daily functioning 
(e.g. daytime fatigue, mood, ability to function at work/daily chores, concentration, memory, 
mood, etc.) CURRENTLY? 
0 = Not at all Interfering  1 = A Little  2 = Somewhat  3 = Much  4 = Very Much Interfering 

*This tool is available in My HealtheVet and will soon be available via Mental Health Assistant in CPRS.   
Adapted from Printable Patient form available at: https://vaww.portal.va.gov/sites/OMHS/cbt_insomnia/assessment/  
Insomnia%20Severity%20Index.docx  

Total Score Categories:  
0–7 = No clinically significant insomnia  
8–14 = Subthreshold insomnia  
15–21 = Clinical insomnia (moderate severity)  
22–28 = Clinical insomnia (severe)  

Thoroughly evaluate the Veteran’s complaint of insomnia and 
rule out or manage underlying causes of sleep disturbances. 

Treatment 
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https://vaww.portal.va.gov/sites/OMHS/cbt_insomnia/assessment/Insomnia%20Severity%20Index.docx
https://vaww.portal.va.gov/sites/OMHS/cbt_insomnia/assessment/Insomnia%20Severity%20Index.docx
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Sleep Guidelines11 

1. Wake-up at the same time every day whether you have a good or poor sleep on any particular night. 

2. Go to bed when you are sleepy, but not too early (example: not before pm). Long periods of 
time in bed will lead to shallow, broken sleep. You should spend only the amount of time in bed that you 
actually need for sleep. Sticking to the suggested bedtime and waketime will help you overcome your 
sleep problem. 

3. Get up when you can’t sleep. When you are unable to sleep, get up and go to another room until you 
feel sleepy enough to fall asleep quickly before returning to bed. Get up again if sleep does not come 
on quickly. 

4. Use the bed only for sleeping. Do not read, eat, watch TV, etc. in bed.
Sex is the only exception. 

 

5. Avoid daytime napping. Napping, particularly in the late afternoon or
early evening may interfere with your night’s sleep. 

 

6. Create a buffer zone.  The “buffer zone” is a quiet time prior to bed 
time. During this time, you should do things that are enjoyable on 
their own rather than activities that are taken as a means to an end. 

7. Don’t worry, plan, etc., in bed. If you are worrying, planning or can’t shut off your thoughts, get up and
stay up until you can return to bed without these mental activities interfering with your sleep. 

 

Other Helpful Practices 
1. Turn the clock around 
2. Limit caffeine and consume before noon 
3. Limit alc ohol and do not consume within

3 hours of bedtime 
 

4. Exercise regularly but not close to bedtime 
5. Keep bedroom quiet, dark, and cool 
6. D o not eat a heavy meal close to bedtime  

(a light bedtime snack such as milk, peanut
butter, or cheese is OK) 
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Treatment  
Non-pharmacological Treatment Options  
Evidence suggests that the lack of knowledge about non-pharmacological treatment 
options often contributes to the use of non-evidence-based long-term pharmacotherapy 
to treat chronic insomnia.16 Patients often develop behaviors (clock watching, remaining 
in bed awake for long periods of time, etc.) that can lead to further wakefulness, negative 
expectations, and distorted beliefs about their insomnia. The use of non-pharmacological 
treatment options such as psychological and behavioral therapies can target negative 
learned responses that may be perpetuating the patient’s insomnia. Cognitive 
behavioral therapy for insomnia (CBT-I) is the most widely used and most studied 
non-pharmacological treatment.4,15 

CBT (Four 30 minute face-to-face sessions and 1 telephone session) was the most sleep effective 
intervention.  It produced the greatest changes in sleep-onset latency and sleep efficiency and the 
largest number of normal sleepers after an 8 week treatment period. The combination of CBT and 
pharmacotherapy was no more effective than CBT alone.  

Medication management of insomnia may not be necessary when referring a Veteran 
to CBT-I. If medications are needed for acute management of insomnia in lieu of CBT-I 
completion, consider providing a low dose and limited quantity. 

Psychological and behavioral interventions are effective and  
should be recommended 1st line for the treatment of insomnia.15 



18

Cognitive Behavioral Therapy for Insomnia (CBT-I)

Effectiveness
• Effective intervention in up to 80% of insomnia patients who participate in CBT-I25

• Improvements in sleep with CBT-I can be maintained years after therapy25,26

• CBT-I is effective for chronic and severe insomnia

Goals of Treatment
• CBT-I is a multi-component treatment that addresses an individual’s sleep-related behaviors
• The primary goal is to improve sleep by deliberate and explicit efforts to modify irrational or 

dysfunctional thoughts, beliefs and expectations

Candidates
• If the Veteran is willing to try CBT for insomnia, enter a referral
• Patients with co-morbid depression, PTSD, cancer, AUD, and chronic pain can benefit from 

CBT-I and should not be excluded from referrals

Notes
• Typically delivered over 5–6 sessions in individual or small group format26,27

• CBT-I can be used alone or in combination with sedative hypnotics but some data suggests 
CBT-I alone is more effective28

AUD = alcohol use disorder; PTSD = posttraumatic stress disorder

Management of Insomnia
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Steps to Getting my Sleep Back on Track 

Remind yourself what causes insomnia: 
 

• Your brain and body begin to connect BED = AWAKE & BED = STRESSED-OUT 
• Your brain and body forget the BED = SLEEP connection 
• Usually you start acting in ways to make up for the lack of sleep during the night 

(e.g., staying in bed later, taking naps, drinking caffeine, etc). 
 

 
Step 1: Track Your Sleep 

Break out the daily sleep log. 
Complete the log for one week without making any changes in sleep routine. 
 
After this one week, calculate sleep efficiency for each day:  
 
Calculate average sleep efficiency 
 
Calculate average time spent ASLEEP – This is your Sleep Ability. 
 
Step 2a: Create Sleep Debt
 

 (Sleep Efficiency Therapy) 

Think of sleep as a bank account: 
 

• Sleeping is like making a deposit (+) 
� The more you deposit, the less your body needs  
 

• Not sleeping is like making a withdrawal (-)   
� The more you do not sleep, the more debt you accrue 
� For once (in the case of this treatment) debt is a good thing 

because the more debt you are in, the more your body is driven 
(naturally) to sleep! 

� Greater debt = easier to fall asleep and stay asleep. 
 
The following steps will allow you to create sleep debt:  
 

• Take your Sleep Ability from the week you spent tracking (e.g., 6 hours) and 
make it your Sleep Opportunity. Always give yourself at least 5 hours of Sleep 
Opportunity. 

• Pick a wake-up time that works for your schedule. Get up at the same time every 
day (yes, even weekends!), regardless of how much (or how little) you slept the 
night before (e.g., 7:00AM).  

• Subtract Sleep Opportunity time from the wake-up time (7:00 AM – 6 hours = 
1:00AM) 

• Set this as your bedtime (e.g., go to bed at 1:00AM) 
• Do not waver from this schedule! 
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DO NOT take daytime naps. This adds deposits to your sleep account (reduces your 
sleep debt) and makes it more difficult for you to sleep at night! 
 
 

 
Step 2b: When do I get to sleep more??? 

a. Continue with the sleep schedule (e.g., bed at 1:00AM; wake up at 7:00AM) until 
your sleep efficiency reaches 0.90 or greater. 

b. If sleep efficiency > 85%, you can increase the amount of time you spend in bed 
by 15 minutes (e.g., 12:45AM) and keep your wake up time the same (e.g., 
7:00AM). 

c. Continue with this new sleep schedule (e.g., bed at 12:45AM; wake up at 
7:00AM) until your sleep efficiency again reaches 0.90 or greater. 

d. If sleep efficiency 85% again, you can increase the amount of time you spend in 
bed by another 15 minutes (e.g., 12:30AM) and keep your wake up time the 
same (e.g., 7:00AM). 

e. Repeat this process until you reach a satisfactory average amount of time spent 
ASLEEP without

 
 your sleep efficiency falling below 85%. 

Step 2c: Teach Your Brain to Connect Bed and Sleep
 

 (Stimulus Control) 

1. Lie down and try to go to sleep only when you are sleepy. 
2. Do not use the bed for anything except sleep. 
3. If you cannot fall asleep quickly (about 15-20 minutes), get out of bed, go into 

another room, and do something relaxing
4. Return to bedroom only when you feel like you are sleepy and think you can fall 

asleep quickly 

 with as little light on as possible.  

5. If you still cannot fall asleep after going back to bed, repeat #3 as often as 
necessary.   

6. Also, do #2-5 if you wake-up in the middle of the night and cannot fall back 
asleep. 

 
DO NOT watch the clock.   
 

 
Step 3: Remember your Sleep Hygiene  

Consistency: strengthen the body’s natural clock by waking up at the same time every 
day. 
 
Refreshed: sleep only as long as you need to feel refreshed – not more. 
 
No Naps: we cannot say this enough – napping makes it harder to fall asleep at night. 
 
Comfort: go to sleep not too hungry or full, not too hot or cold; make your bed comfy; 
sleep in a quiet place or get a noise machine or fan to block out loud noises; make your 
bedroom dark 
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Exercise: those who exercise regularly tend to sleep better – but, do not exercise within 
3 hours of bedtime 
 
Worry Time: schedule a “worry” time for earlier in the day (e.g., 30 minutes in the 
morning) – use this time to review and make a list of any problems that consistently run 
through your mind – dedicate this “worry” time to thinking about your worries. When you 
start to worry at night, tell yourself you will use your worry time the next day to focus 
upon problems. 
 
 
Relaxation: use relaxation techniques to reduce daytime stress and help you fall asleep 
at night – you can easily find several examples of these on the internet (e.g., deep 
breathing, visual imagery, progressive muscle relaxation) 
 
No Caffeine 8-10 hours before bedtime 
 
No Tobacco  
 
Sleeping Pills - OK for occasional use, but are of questionable benefit for more long-
term use 
 
Seek Help – if you follow all these rules and still have problems sleeping or are very 
tired during the day, seek out the help of your doctor or a sleep clinician 
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Daily Sleep Diary 
Please complete each morning when you wake up My bed time this week: My wake time this week: 
Day & Date you wake up: Example               
1. How long did you nap yesterday? 60               
2. What time did you close your eyes with the 
intention of falling alseep last night? 

10:00 PM               

3. How long did it take you to fall asleep last 
night? (in minutes) This is "sleep latency" 

45               

4. How many times did you wake up during 
the night, not including the last time? 

2               

5. How many minutes total were you awake 
during the times reported in # 4? 

60               

6. What time did you wake up this morning 
(for the last time)? 

7:00 AM               

7. What time did you get out of bed for the 
last time this morning? 

7:30 AM               

8. How many minutes were you awake in bed 
between #6 and # 7? 

30               

9. In total, how long was your Sleep 
Opportunity in minutes? This is the time 
between #2 and # 7. 

570               

10. Overall, how much Total Sleep Time did 
you get, in minutes?  This is #9 - #3 - #5 - #8.  

435               

11. Sleep Efficiency                 
= Total Sleep Time (# 10) / Sleep Opportunity 
(# 9) 

76.3%               

12.                 
    
13.                 
    

 
 Average Daily Sleep Efficiency (average of #11) =  Average Daily Sleep Latency (average of #3) =  

Average Daily Total Sleep Time (average of #10) =  Average Daily Time Awake at Night (average of #5) =  
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Benzodiazepine Risks
Are You Aware of the Possible Risks from 

Taking Benzodiazepines?
There are more effective and less harmful treatments available for sleep, nightmares, PTSD, pain 
and anxiety.

Possible Risks

• Becoming 
dependent

• Withdrawal 
symptoms

• COPD and 
sleep apnea may 

get worse
• Pneumonia

• Car accidents
• You can be 
arrested for 

Driving While 
Impaired

• Unsteady 
walking

• Increased 
risk of falls, 

broken bones, 
or concussion

• Overdose-especially when 
combined with alcohol, strong 

pain medications (opioids), 
street drugs

READINESS
SCALE

NOT AT
ALL

VERYVERY

How ready are you to
make a CHANGE?

• Birth defects
• Baby may 

need emergency 
care because 

of withdrawal 
symptoms

Feeling tired 
or drowsy

Memory 
and thinking 

problems

Depression, 
mood changes, 

irritability, anger

PTSD symptoms 
may get worse

The deaths of Heath Ledger, Amy 
Winehouse, Michael Jackson, and Elvis 

Presley involved benzodiazepines



This reference guide was created to be used as a tool for VA providers and is available to use from the 
VA PBM Academic Detailing Service SharePoint Site:  https://vaww.portal2.va.gov/sites/ad

Discussing Benzodiazepine Discontinuation
1. Assess patient’s willingness to discontinue or reduce the dose

Action Provider Response
Express concern “I would like to take a minute to discuss my concerns about (benzodiazepine name).”

Provide 
education on 
potential risks

“Because of your [age or other risk factors], I am now concerned that the use of 
(benzodiazepine name) may put you at increased risk for [relevant repercussion].”

Assess patient's 
readiness 
to begin 
taper process

“What do you see as the possible benefits of stopping or reducing the dose? What 
concerns do you have about stopping? What can we do together to help address 
these concerns?"
 
If patient indicates no desire to change, provide information handout. “What would 
be a reason you might consider changing from (benzodiazepine name) to (name of 
recommended alternative)?”

Negotiate plan “What changes are you willing to make to meet this goal?”
“Would you be willing to talk to one of my colleagues to learn about options to support 
your changes?”

2. Agree on timing and discuss the symptoms that can occur with benzodiazepine taper

Inform patients • Withdrawal is only temporary and not all patients will have symptoms
• Slowly tapering will decrease these symptoms
• Report distressing symptoms and if necessary adjust the rate of taper

3. Provide written instructions for a structured medication taper. Be prepared to slow the taper if the 
patient reports significant withdrawal symptoms.

Benzodiazepine Dosage Equivalents and Taper Schedules
Approx. 
Dosage 

Equivalents

Elimination 
Half-life 
(hours)

Example taper: Lorazepam 4 mg bid 
(Convert to 40 mg diazepam daily)

Chlordiazepoxide 25 mg >100 hr Milestones:
Week 2: � dose by 25%

Week 4: � dose by 25%
Weeks 5–8: Hold dose 
1 month

Weeks 9–15: � dose by 
25% every two weeks

Week 1: 35 mg/day
Week 2: 30 mg/ day (25% of 
initial dose)
Week 3: 25 mg/day
Week 4: 20 mg/day (50% of 
initial dose)
Weeks 5–8: Continue at 20 mg/
day for 1 month
Weeks 9–10: 15 mg/day
Weeks 11–12: 10 mg/day
Weeks 13–14: 5 mg/day
Week 15: Discontinue

Diazepam 10 mg >100 hr
Clonazepam 1 mg 20–50 hr
Lorazepam 2 mg 10–20 hr
Alprazolam 1 mg 12–15 hr
Temazepam 15 mg 10–20 hr

Shorter taper (e.g. 3 months): Reduce dose by 50% the first 4 weeks then maintain on that dose for 
1–2 months then reduce dose by 5% every 2 weeks
Longer taper (e.g. 6 months): 10–25% every 4 weeks
Switching to a longer acting benzodiazepine may be considered if clinically appropriate; in geriatric patients consider tapering the short acting agent 
until withdrawal symptoms are seen then switch to a longer acting agent;  high dose alprazolam may not have complete cross tolerance, and a gradual 
switch diazepam or clonazepam before taper may be appropriate; other treatment modalities should be considered (e.g. antidepressants for anxiety) if 
clinically appropriate.

1) Taylor D, The Maudsley Prescribing Guidelines in Psychiatry 12th Edition. 2015, West Suseex: Wiley Blackwell. 2) Veterans Health Administration, D.o.D., VA/DoD practice guideline 
for the management of substance use disorders (SUD). Version 3.0. Washington (DC).The Management of Substance Use Disorders Working Group. 2015. 3) Vicens C., et al., Comparative 
efficacy of two interventions to discontinue long-term benzodiazepine use: cluster randomised controlled trial in primary care. Br J Psychiatry, 2014. 204(6): p. 471-9. 5) Vikander B., et al., 
Benzodiazepine tapering: A prospective study. Nord J Psychiatry 2010;64:273-82.



 

 

 

 

 

 

 
 

 

Figure 16.  
Strategies for Benzodiazepine Discontinuation1,61–63  

Figure 17.  
Brief Intervention vs. Care as Usual:  

Comparison of Benzodiazepine  
Discontinuation at 6 and 12 Months59  

SIW = study intervention group with written instructions. A total 
of 75 general practitioners (532 patients) were randomized to 
provide care as usual or a brief educational intervention 
(information on benzodiazepine dependence, abstinence and 
withdrawal symptoms; risks of long-term use, memory and 
cognitive impairment, accidents and falls; reassurance about 
reducing medication) and a self-help leaflet to improve sleep. 
The number needed to treat was 4 (95% CI 3–5). There was no 
increase in anxiety, depression, insomnia or alcohol consumption 
and slight improvements in anxiety and depression symptoms 
were noted in intervention group. Most frequently reported 
withdrawal symptoms were insomnia, anxiety and irritability. 
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Figure 18.  
Structure of a Brief Educational Intervention64  

Explore and acknowledge perceived benefits and harms and allow Veteran to express 
his/her concerns.64 

Figure 19.
Example Interview59,64



Advise Veterans on the benefits of stopping their benzodiazepines  
and work with them to develop a discontinuation strategy.  

Figure 20.  
Benzodiazepine Taper and Cognitive Behavior Therapy65  

Seventy-six older adult outpatients with chronic insomnia and prolonged use (mean duration of 
19.3 years) of a benzodiazepine for sleep were randomly assigned for a 10-week intervention consisting 
of a supervised benzodiazepine withdrawal program (n = 25), cognitive behavior therapy (CBT) for 
insomnia (n = 24), or supervised withdrawal plus cognitive behavior therapy (n = 27). All three 
interventions produced significant reductions in both the quantity (90% reduction) and frequency (80% 
reduction) of benzodiazepine use (p <0.0001). 
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Benzodiazepine Reduction  
or Discontinuation  

After the decision has been made to taper the 
benzodiazepine make sure that the Veteran is 
aware of and provided education on the 
possible withdrawal and rebound symptoms 
and maintain open lines of communication 
with the patient. 

Figure 21.  
Triad of Benzodiazepine  

Discontinuation Symptoms66

Slow withdrawal can lessen symptoms 
and promote successful discontinuation 

Slow tapering protocol (3–6 months) is 
preferred and is associated with total 

cessation of benzodiazepine use in about 
two-thirds of patients.66 

Benzodiazepine Tapering Strategies: 

ÎGradually taper the  
original benzodiazepine66  

OR  

ÎSubstitute with a longer-acting 
benzodiazepine then gradually taper66 

OR 

ÎTaper to lower dose of original benzodiazepine then switch to a 
longer-acting benzodiazepine 

Table 3. Benzodiazepine Withdrawal Symptoms7 

Psychological Physical 
• Anxiety/irritability 

• Insomnia/nightmares 

• Depersonalization 

• Decreased memory and concentration 

• Delusion and hallucinations 

• Depression 

• Stiffness 

• Weakness 

• Gastrointestinal disturbance 

• Flu like symptoms 

• Paresthesia 

• Visual disturbances 

• Seizures  
Almost all patients report withdrawal symptoms upon discontinuation of a therapeutic dose of benzodiazepines.67 Withdrawal 
symptoms can occur after 4–6 weeks of continuous use. 
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Table 4. Benzodiazepine Dosage Equivalents and Taper Schedules7,66

Benzodiazepine 
Agent

Approximate 
Dosage 

Equivalents

Elimination Half-Life 
(may include 

active metabolites)

Example Taper Schedules

Chlordiazepoxide 25 mg >100 hours Shorter Taper (e.g. 3 months)

• Reduce dose by 50% the first 
2–4 weeks (e.g. 25% decrease every 
2 weeks)

• Maintain on that dose 1–2 months

Then

• Reduce dose by 25% every two weeks

Longer Taper (e.g. 6 months)

• 10–25% every 4 weeks

Diazepam 10 mg >100 hours
Clonazepam 1 mg 20–50 hours
Lorazepam 2 mg 10–20 hours
Alprazolam 1 mg 12–15 hours 
Temazepam 15 mg 10–20 hours 

Switching to a longer acting benzodiazepine may be considered if clinically appropriate; in geriatric patients consider tapering 
the short acting agent until withdrawal symptoms are seen then switch to a longer acting agent; high dose alprazolam may 
not have complete cross tolerance, and a gradual switch to diazepam or clonazepam before taper may be appropriate; other 
treatment modalities should be considered (e.g. antidepressants for anxiety) if clinically appropriate.

ÎProvide written instructions for the taper schedule

ÎAllow for flexibility of taper schedule to accommodate issues that may arise

ÎRemember if discontinuation cannot be achieved, reduction in dose is still valuable

ÎThere is limited and conflicting information on medications used to treat 
benzodiazepine withdrawal1,68,69

Î If withdrawal is experienced hold or slow down the taper schedule
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Summary of Strategies to 
Discontinue Benzodiazepines

Determine BeneGJt vs. Harm of Benzodiazepine Therapy
; Does the benzodiazepine therapy continue to be indicated?
; What speciGJc risk factors does the Veteran have?
; Does the beneGJt of the benzodiazepine outweigh the risk?

Employ Strategies that Help with Long-term 
Benzodiazepine Discontinuation1

; Recommend gradual dose reduction and discontinuation 

; Use educational interventions to achieve better
discontinuation outcomes

; OGGer psychotherapy interventions (e.g. cognitive behavioral
therapy for insomnia)

Minimal Educational Interventions1

¡ Discontinuation education
letter/pamphlet

¡ Consultation with clinician to discuss 
risks of long-term benzodiazepine use 
and benefits of discontinuation

¡ Self-help instructions 
(e.g. sleep hygiene)

Perform Slow Taper Over Months
; Provide written instructions
; Educate patient on signs and symptoms of withdrawal 



PBM Academic Detailing Service

October 2016 IB 10-954, P96836

Patient
Guide

Slowly Stopping Benzodiazepines
Helpful Tips to Getting Off Your 

Benzodiazepine Successfully
Your benzodiazepine may not be helping as much as you think!
Many people who take benzodiazepines can get used to the medication. This means that 
the benzodiazepine is not helping and when a dose is skipped or lowered, anxiety and sleep 
problems can get worse. Some people have a hard time coming off these medications. Your 
provider will work with you to help with the tapering process.

Anxiety or 
Sleep 

Problems

Try to Come 
off Benzo

Benzo
Use

Symptoms 
Remain

Symptoms 
Get Better 

at First

Need for 
Higher Doses

Cycle of 
Dependence

W
ith

drawal

How will you feel while reducing or stopping your 
benzodiazepine?
You may have more anxiety or insomnia or other withdrawal 
symptoms when you first start. These only last for a short period 
of time. Not everyone will get these symptoms. By working with 
your provider to slowly lower your benzodiazepine, withdrawal 
symptoms can be less.

Possible Signs of Benzodiazepine Withdrawal
Common Symptoms Less Common Symptoms

• Trouble sleeping/
nightmares

• Anxiety/irritability
• Changes in mood
• Muscle stiffness

• Flu like 
symptoms

• Numbness 
or tingling

• Stomach 
upset

• A strange feeling that you aren’t really in your body
• Memory problems/Trouble thinking on your feet

Rare Symptoms
• Seeing or hearing things that aren’t really there
• Seizures

Possible Risks of 
Benzodiazepines:

Memory problems
Mood problems

Feeling tired or drowsy
Falls and accidents

Overdose or addiction

Did you know??
The deaths of 
Heath Ledger, 

Amy Winehouse, 
Michael Jackson, 

and Elvis 
Presley involved 

benzodiazepines.



Timeline of Withdrawal:

Slow 
reduction

in dose

Withdrawal 
symptoms

These 
symptoms

go away

� Not all patients
   experience withdrawal
� Slowly tapering will
   help decrease
   symptoms

� These symptoms will go
   away with time (1–2
   weeks for most, but can
   last up to 6 –8 weeks)
� Your provider can adjust
   your taper as needed,
   based on how you feel

� Symptoms can occur
   1–2 days after
   decreasing a dose, but
   it may take up to
   1 week

Helpful tips to getting off your benzodiazepine successfully
Know that withdrawal is only temporary – these feelings will go away

• Work closely with your provider and report symptoms of withdrawal
• Stopping benzodiazepines may improve sleep and anxiety. If your sleep or anxiety remain a problem, ask 

your primary care or mental health clinician for help
• Ask for support from friends and family
• Wellness – meditation, prayer, exercise
• Sit in a quiet place with eyes closed and focus on breathing air in and out
• Use good sleep habits
• Avoid large amounts of caffeine

**Do not stop taking any medications without first speaking to your provider**

Tapering Schedule: 

Please call ________________ with any questions or concerns.

Veteran's Crisis Line
1-800-273-TALK (8255) or Text - 838255



shared 
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STEP-BY-STEP BENZODIAZEPINE 
TAPERING-OFF GUIDE

What is a benzodiazepine?
Benzodiazepines (ben-zoh-die-az-uh-peens) or 
“benzos” are a type of sedative. They are often
used for sleep, or to treat anxiety or muscle 
spasms. They have other, less common uses too.

Are benzodiazepines safe for me?
Like all medications, benzos have risks. You may 
feel sleepy, dizzy, clumsy, or confused. This can 
cause falls or accidents.  Other effects include a 

hangover feeling if you take a benzo at bedtime. 
This can affect driving or other tasks in the 
morning.  Over time, your benzo might not work 
as well as it once did.   

What else can I take for sleep?
There may be options for treating your condition 
that are better for you than a benzo. These 
options may or may not be a medication. For 
example, there are things you can do to help 

sleep, anxiety, and low back pain 
that do not involve pills. Ask your 
prescriber about these options.

I am ready to stop my 
benzodiazepine.  How do I start?
Discuss discontinuing your benzo 
with your provider. Sudden 
discontinuation of benzos 
are not recommended as you 
may experience withdrawal 
symptoms.  Examples include:  
anxiety, irritability, trouble 
sleeping, shaking, muscle aches 
or cramps, or upset stomach.  
 
Make sure your condition is 
monitored by your prescriber 
before stopping the benzo. 
Tapering benzos might take 
weeks or months. Your prescriber 
will give you specific advice 
for the taper. If you feel worse 
during this process, don’t be 
discouraged. Contact your 
prescriber and follow their 
advice.

WEEKS TAPERING SCHEDULE a

MO TU WE TH FR SA SU

1 and 2 2 4 4 4 2 4 4

3 and 4 2 4 2 2 4 2 2

5 and 6 2 2 2 2 2 2 2

7 and 8 2 1 2 2 1 2 2

9 and 10 2 1 2 1 2 1 2

11 and 12 1 1 2 1 1 2 1

13 and 14 1 1 1 1 1 1 1

15 and 16 X 1 X X 1 X 1

17 and 18 X X X X X X X

EXPLANATIONS

4 Full Dose 2 Half dose 1 Quarter of a dose X No dose

How to begin tapering off benzodiazepines



Generic Z-drug taper schedule 
 

Week	 Sunday	 Monday	 Tuesday	 Wednesday	 Thursday	 Friday	 Saturday	
1	 X	 X	 (½)X	 X	 X	 (½)X	 X	
2	 (½)X	 X	 (½)X	 X	 (½)X	 X	 (½)X	
3	 (½)X	 (½)X	 X	 (½)X	 (½)X	 X	 (½)X	
4	 (½)X	 (½)X	 (½)X	 (½)X	 (½)X	 (½)X	 (½)X	
5	 (½)X	 (½)X	 (¼)X	 (½)X	 (½)X	 (¼)X	 (½)X	
6	 (½)X	 (¼)X	 (½)X	 (¼)X	 (½)X	 (¼)X	 (½)X	
7	 (¼)X	 (¼)X	 (½)X	 (¼)X	 (¼)X	 (½)X	 (¼)X	
8	 (¼)X	 (¼)X	 (¼)X	 (¼)X	 (¼)X	 (¼)X	 (¼)X	
9	 (¼)X	 (¼)X	 0	 (¼)X	 (¼)X	 0	 (¼)X	
10	 (¼)X	 0	 (¼)X	 0	 (¼)X	 0	 (¼)X	
11	 0	 0	 (¼)X	 0	 0	 (¼)X	 0	
12	 0	 0	 0	 0	 0	 0	 0	

	



Options for Managing Insomnia*  

*Situational causes of insomnia may not be addressed using this algorithm; †See pocket cards for more information; ‡Not FDA-
approved for insomnia/sedation; §Not currently on VA National Formulary; IIAntihistamines include: hydroxyzine, diphenhydramine, 
doxylamine; ¶Other z-hypnotics (non-benzodiazepine sedative hypnotics) include: zaleplon, eszopiclone. 
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HINDSON WINTER CONFERENCE 2018 
ANDREA WINTERSWYK - FACULTY DISCLOSURE 
OFF-LABEL MEDICATIONS 
 
 
Medications for the treatment of insomnia which may be discussed or reviewed:  
 

FDA Approved Agents for Insomnia Off-label Agents Used for Insomnia 

▪ Doxepin (sleep onset) 
▪ Temazepam (insomnia) 
▪ Zolpidem (insomnia) 
▪ Diphenhydramine (insomnia) 
▪ Doxylamine (insomnia) 
▪ Ramelteon (sleep onset) 
▪ Zolpidem CR (sleep onset or sleep maintenance) 
▪ Zaleplon (insomnia) 
▪ Eszopiclone (insomnia) 
▪ Lorazepam (insomnia) 

▪ Amitriptyline 
▪ Gabapentin 
▪ Hydroxyzine 
▪ Mirtazapine 
▪ Trazodone 
▪ Prazosin 
▪ Melatonin 
▪ Diazepam (for tapering off hypnotics) 
▪ Clonazepam 

 
 
The method in which the learners will be informed of off-label uses includes example patient cases in which the above 
medications may be prescribed, and a handout which provides guidance for potential pharmacotherapeutic options for 
treatment of insomnia. Patient cases will review when a medication is appropriate vs. inappropriate, side effects, risks, and 
methods of tapering off medications, etc. The materials will include a variation of the following table:  
 

Pharmacologic Agents to Consider by Comorbidity 

Substance Abuse 
Disorder 

PTSD or Anxiety 
Disorder 

No Comorbidities Depression Pain 

Gabapentin 
Doxepin 
Trazodone 
Mirtazapine 
Amitriptyline 
Melatonin 
Antihistamine  

Prazosin (Trauma-
related nightmares) 
Mirtazapine 
Doxepin 
Trazodone 
Amitriptyline 
Melatonin 
Zolpidem (<4 weeks) 
Antihistamine  

Doxepin 
Zolpidem (<4 weeks) 
Temazepam  (<4 weeks) 
Melatonin 
Trazodone 
Mirtazapine 
Amitriptyline 
Antihistamine  

Mirtazapine 
Doxepin 
Trazodone 
Amitriptyline 
Melatonin 
Antihistamine 

Gabapentin 
Amitriptyline 
Doxepin 
Melatonin 
Trazodone 
Mirtazapine 
Antihistamine 

 
Other agents which may be mentioned but not reviewed:  

▪ Suvorexant 
▪ Tasimelteon 
▪ Quetiapine 

 
 
Selected References: 

▪ Clinical Pearls to Manage Chronic Insomnia. A Quick Reference Guide (2014). U.S. Dept of Veterans Affairs VA 
Academic Detailing Service.  

▪ Chronic Insomnia: VA Clinician’s Guide to Managing Insomnia (2014). U.S. Dept of Veterans Affairs VA Academic 
Detailing Service. 



Winter	Conference	2018	Dice	Rolling	Insomnia	Patient	Case	Extravaganza!	
	

Directions:	
Pair	up	in	groups	of	2	to	3!	Each	group	will	be	provided	with	a	die.	The	person	born	in	the	city	farthest	
away	from	McCall,	Idaho	will	roll	the	die	first	to	determine	the	specific	patient	characteristics	for	each	
case	(round)	below.	Determine	the	most	appropriate	therapy,	taking	into	account	any	pertinent	patient	
factors	for	each	scenario.	As	a	group,	discuss	the	questions	in	relation	to	the	case,	review	methods	for	
improving	sleep,	develop	a	plan	for	medication	tapering	and	implementation	of	CBTi	principles,	identify	
contraindications	with	current	therapy,	complicating	factors	regarding	sleep	habits,	comorbidities	that	
may	be	worsening	sleep,	and	create	a	medication	taper	plan	if	necessary.		Once	your	group	has	resolved	
the	patient’s	insomnia	(yay!),	switch	die	rolling	responsibilities	and	roll	again	for	a	new	patient.	Be	
prepared	to	share	some	answers/discuss	with	the	entire	group.		
	
	
#	 ROLL	1	 ROLL	2	 ROLL	3	 ROLL	4	

1	 28	y/o	
female	 Zolpidem	10mg	 Alcohol	Use	Disorder	 Kratom*	

Dependence	

2	 45	y/o	male	 Eszopiclone	1-4mg	 Major	Depressive	
Disorder	

Tobacco	Use	
Disorder	

3	 68	y/o	male	 Clonazepam	1mg	AM	and		
2mg	at	bedtime	 Chronic	Hepatitis	C	 Obstructive	Sleep	

Apnea	

4	 53	y/o	male	 Zolpidem	5mg-10mg	+		
NyQuil	2	caplets	 PTSD	with	Nightmares	 Chronic	Kidney	

Disease	

5	 37	y/o	
female	 Alprazolam	2	mg	at	bedtime	 Chronic	Low	Back	Pain	 Generalized	Anxiety	

Disorder	

6	 18	y/o	male	 Temazepam	30mg	 History	of	TBI	 Obesity	

	
Example:		First	Roll=2,	Second	Roll=4,	Third	Roll=1,	Fourth	Roll=6	
Results:	45-year-old	male	taking	zolpidem	5mg	nightly	w/	PMH	significant	for	AUD	and	obesity		
	
*What	is	Kratom??	J		
	 	



	
ROUND	1:		
Patient	reports	using	their	medication	as	prescribed,	but	does	forget	to	take	it	on	occasion	when	
traveling,	and	does	not	sleep	at	all.	Sometimes	the	patient	is	able	to	fall	asleep	with	the	medication,	
but	“it	doesn’t	work	all	the	time”.	Because	of	this,	the	patient	would	prefer	to	not	take	any	medication	
at	all,	but	has	not	tolerated	stopping	on	her	own.	Patient	reports	often	falling	asleep	on	the	couch	
when	watching	TV	in	the	evening	and	has	a	long-standing	history	of	reading	in	bed	for	up	to	one	hour	
before	trying	to	go	to	sleep.	Patient	describes	getting	8	hrs	of	sleep	on	a	“good	night”,	especially	when	
having	to	wake	up	at	7AM	for	an	activity	(work,	meeting,	other	responsibility)	3	days	per	week.		
	
Roll	1:				 	 	 	 	 	
	
Roll	2:				 	 	 	 	 	
	
Roll	3:				 	 	 	 	 	
	
Roll	4:				 	 	 	 	 	
	

	
• What	additional	questions	do	you	have	for	this	patient?	What	else	would	you	want	to	know?		

	
	

• What	factors	may	be	complicating	sleep	at	this	time?	What	risk	factors	does	the	patient	have	
for	continued	use	of	sedative	hypnotics?		

	
	

• What	concerns	do	you	have	with	the	current	medication	used	in	regard	to	patient	
demographics?	(i.e.	length	of	use,	age,	dose,	comorbidities,	etc.)	
	
	

• How	would	you	plan	to	taper	off	of	this	medication?	What	symptoms	of	withdrawal	may	
present	during	the	taper	process?		

	
	

• What	recommendations	do	you	think	would	be	effective	for	this	patient	regarding	cognitive	
behavioral	therapy	for	insomnia	strategies?	

	
	
	 	



	
ROUND	2:		
Patient	reports	a	lifelong	history	of	insomnia.	Patient	describes	rarely	falling	asleep	quickly	at	night	and	
may	read	and/or	work	in	bed	for	several	hours	before	falling	asleep,	if	able	to	fall	asleep	at	all.		Current	
use	of	medication	is	on	nights	“when	I	know	I	won’t	be	able	to	sleep”,	usually	will	be	about	3-4	
days/week.	Sometimes	if	the	medication	is	not	helping	after	a	few	hours	of	trying	to	sleep,	the	patient	
will	take	another	dose	at	2:00-3:00	in	the	morning.	This	helps,	but	then	the	patient	does	not	like	the	
way	they	feel	the	next	day.	Following	a	very	bad	night	of	sleep,	the	patient	has	difficulty	with	needing	
naps	(often	2-3	hours	in	afternoon	and	another	3	hours	late	evening),	and	will	have	drink	coffee	to	stay	
awake	for	work/family/activities.	The	patient	is	unsure	of	how	much	sleep	they	get	per	night.	Patient	
reports	their	schedule	changes	throughout	the	week,	and	they	do	not	have	a	specific	time	they	have	to	
regularly	wake	in	the	morning.		
	
Roll	1:				 	 	 	 	 	
	
Roll	2:				 	 	 	 	 	
	
Roll	3:				 	 	 	 	 	
	
Roll	4:				 	 	 	 	 	
	

	
• What	additional	questions	do	you	have	for	this	patient?	What	else	would	you	want	to	know?		

	
	

• What	factors	may	be	complicating	sleep	at	this	time?	What	risk	factors	does	the	patient	have	
for	continued	use	of	sedative	hypnotics?		

	
	

• What	concerns	do	you	have	with	the	current	medication	used	in	regard	to	patient	
demographics?	(i.e.	length	of	use,	age,	dose,	comorbidities,	etc.)	
	
	

• How	would	you	plan	to	taper	off	of	this	medication?	What	symptoms	of	withdrawal	may	
present	during	the	taper	process?		

	
	

• What	recommendations	do	you	think	would	be	effective	for	this	patient	regarding	cognitive	
behavioral	therapy	for	insomnia	strategies?	

	
	
	 	



	
ROUND	3:		
Patient	started	taking	sleeping	medication	about	2	years	ago	and	reported	it	helped	with	falling	asleep	
initially	but	it	stopped	working	after	a	few	hours.	Now	the	medication	is	ineffective	at	the	beginning	of	
the	week	but	starts	to	work	again	towards	the	middle	to	end	of	the	week.		Patient	reports	Sunday-
Wednesday	going	to	bed	at	9PM,	and	it	typically	takes	up	to	2	hrs	to	fall	asleep	and	usually	wakes	up	2-
3	times	during	the	night	for	up	1	hr	each	time.	By	Thursday,	the	patient	can	typically	fall	asleep	within	
30	minutes	and	only	wake	1-2	times	during	the	night	and	can	get	back	to	sleep	easier	on	these	nights.	
If	the	patient	happens	to	sleep	well,	they	usually	get	up	at	6:30AM	and	work	out.	On	bad	nights,	
patient	reports	staying	in	bed	as	long	as	possible	and	will	often	skip	working	out,	sleeping	until	8:00	
AM.	Patient	reports	when	awake	during	the	night,	they	will	often	lay	in	bed	and	check	their	phone,	
reply	to	emails,	or	surf	Facebook.	Lately,	the	patient	has	stopped	socializing	with	friends/family	on	
weekends	and	will	go	to	bed	around	10PM	and	sleep	until	10AM.	These	are	the	best	nights	of	sleep	
comparatively.	Patient	is	very	concerned	about	discontinuing	the	medication,	as	this	is	the	only	thing	
that	helps	them	sleep.			
	
Roll	1:				 	 	 	 	 	
	
Roll	2:				 	 	 	 	 	
	
Roll	3:				 	 	 	 	 	
	
Roll	4:				 	 	 	 	 	
	

	
• What	additional	questions	do	you	have	for	this	patient?	What	else	would	you	want	to	know?		

	
	

• What	factors	may	be	complicating	sleep	at	this	time?	What	risk	factors	does	the	patient	have	
for	continued	use	of	sedative	hypnotics?		

	
	

• What	concerns	do	you	have	with	the	current	medication	used	in	regard	to	patient	
demographics?	(i.e.	length	of	use,	age,	dose,	comorbidities,	etc.)	
	
	

• How	would	you	plan	to	taper	off	of	this	medication?	What	symptoms	of	withdrawal	may	
present	during	the	taper	process?		

	
	

• What	recommendations	do	you	think	would	be	effective	for	this	patient	regarding	cognitive	
behavioral	therapy	for	insomnia	strategies?	

		
	


