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Letters to the editor

The Benzodiazepine Stigma Persists

To the Editor: I read with interest the article “Benzodiazepine 
Use and Driving: A Meta-Analysis,” by Rapoport et al.1 This is a 
well-written, comprehensive review of the literature regarding the 
association between the acute use of benzodiazepines and motor 
vehicle accidents and driving ability. In the conclusion section, 
however, the authors made recommendations that are overreach-
ing, stigmatizing, and not consistent with public policy in the 
United States. They stated, “Given the large numbers of drivers 
prescribed benzodiazepines, and the significant increase in MVC 
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[motor vehicle collision] risk found in this meta-analysis..., calls  
to limit prescriptions for benzodiazepines…are warranted.”1(p671)

Limiting the prescription of a certain class of medication or 
making “legislative changes…to better deal with drivers under the 
influence of drugs such as benzodiazepines,”1(p671) which, later in 
the article, the authors stated may be required, would dramati-
cally change the landscape regarding how driving is regulated in 
the United States. It would be difficult to imagine what limiting 
prescriptions for substances on a legislative level would look like.

The laws in the United States vary by state but impose penalties 
on drivers who operate a motor vehicle while under the influence 
of alcohol or other substances. (In Massachusetts, the law reads, 
“…while under the influence of intoxicating liquor, or marijuana, 
narcotic drugs, depressants, or stimulant substances.”2) The criteria 
used to determine impairment are the road safety test administered 
by the police and/or the police officer’s judgment as to whether a 
driver is operating a vehicle in an impaired manner. 

The number of medications that have been associated with im-
paired driving and an increase in motor vehicle accidents is large 
and includes mirtazapine, amphetamines, opioids, antihistamines, 
selective serotonin reuptake inhibitors (SSRIs), nonbenzodiaz-
epine hypnotic agents, oral hypoglycemic agents, all antidepres-
sants, various antipsychotics, and carbamazepine.3–13 Some of these 
medications have been associated with impairment in on-the-road 
driving tests and psychomotor tests in addition to being associated 
with motor vehicle accidents.

The question that naturally follows is where the line would 
be drawn regarding which medications would be legislatively 
regulated and what criteria would be used. This would also apply 
to whether new medications would meet the threshold for being 
restricted. The authors noted the high lifetime prevalence of non-
prescription use of benzodiazepines among US college students 
(7.8%) as being a major reason why “clinical approaches will…not 
be sufficient”1(p671) and why legislative changes would be required. 
However, the lifetime prevalence of nonmedical prescription opi-
oid and stimulant use among US college students was 12% and 
6.9%, respectively, in the same study14,15 the authors cite. Clearly, 
there is widespread abuse of many prescription drugs in this coun-
try. Both stimulants and opioids have been associated with im-
paired simulated driving and an increase in fatal traffic accidents.4,5 
Thus, the list of medications subject to legislative regulation could 
be quite large.

It is clear that benzodiazepines can impair driving ability; 
however, it is not clear that there is a specific dose or serum level 
associated with impairment. To this author’s knowledge, there 
are no studies looking at this question. In addition, no studies 
have looked at whether patients who are maintained on long-term 
benzodiazepine treatment and have developed physiologic toler-
ance are less likely to show impaired driving ability. Some data 
indicate that long-term benzodiazepine use (average = 5 years) is 
not associated with psychomotor impairment.16

Data on long-term benzodiazepine use are important, as these 
agents have been recommended for the long-term treatment of 
panic disorder17 and in combination with SSRIs for treatment-
refractory panic disorder.18 In addition, a large prospective, lon-
gitudinal study involving 443 patients with panic disorder found 
that benzodiazepines were the most commonly used psychotropic 
medication for this condition.19 The authors were uncertain as to 
the reason for this, but the robust efficacy of these medications 
in the treatment of panic disorder in combination with a toler-
able side effect profile for most patients may play a large role.20 
Of note, when benzodiazepines are used in the treatment of panic 
disorder, they maintain their efficacy, and the dosage tends not 
to increase over long periods of time.20,21 The use of benzodiaz-
epines in the long-term treatment of panic disorder makes sense 
on the basis of studies demonstrating reduced γ-aminobutyric 

acidA–benzodiazepine binding sites in the insular cortex bilaterally 
in patients with panic disorder.22 Because of this very important 
place of benzodiazepines in the treatment of anxiety disorders, 
panic disorder in particular, we should not be so cavalier about 
calling for legal restrictions on their use.

Although benzodiazepines and other potentially sedating 
medications should be prescribed with caution, the call for leg-
islative action and limitations on prescription is not warranted. 
Rather, enhanced practitioner and patient education regarding 
the pharmacodynamic and pharmacokinetic effects of all sedating 
medications is preferable. It is unfortunately all too common for 
benzodiazepines to be associated with addiction and psychomo-
tor impairment without being given due respect for their impres-
sive efficacy in certain conditions. As described above, this is the 
case with many other medications: impressive efficacy but high 
rates of sedation or in other cases addiction and abuse. There are 
simply too many potentially hazardous drugs available to legislate 
restrictions on their use in a way that would produce more benefit 
than harm.

Dr Rapoport was shown this letter and declined to comment. 
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