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B enzodiazepine-induced 
neurologic dysfunction (BIND) 
is a newly described condition 

involving persistent neurological 
and psychological symptoms 
following benzodiazepine taper or 
discontinuation.1 Unlike acute 
withdrawal, BIND symptoms can last 
for months to years and are believed 
to reflect long-term γ-aminobutyric 
acid (GABA)-A receptor 
neuroadaptation and neurotoxicity.1–3 

While the risks of benzodiazepine use 
disorder (BUD) are well known, BIND 
remains an emerging diagnosis and is 
therefore underrecognized in primary 
care settings, wherein benzodiazepine 
prescribing is frequently managed. 
This case illustrates how BIND and 
BUD can coexist, emphasizing the 
importance of distinguishing between 
them to guide diagnosis and 
management. 

Case Report 
A 57-year-old man with alcohol 

use disorder (AUD) and unspecified 
depressive and anxiety disorders 
presented to the hospital with 
uncontrollable anxiety. Two weeks 
prior, he entered a 30-day residential 
program for AUD but left after 10 days 
when his long-term benzodiazepine 
regimen was discontinued, and 
he was medically withdrawn with 
phenobarbital. He remained abstinent 
from alcohol after leaving the 
residential program. 

The patient reported a 40-year 
history of uninterrupted high-dose 
benzodiazepine use, at one point up to 
12 mg of lorazepam daily and, most 
recently, clonazepam 1 mg 4 times 
daily. Despite extensive psychiatric 
treatment for depression and anxiety, 
including numerous antidepressants, 

second-generation antipsychotics, 
esketamine, transcranial magnetic 
stimulation, and electroconvulsive 
therapy, benzodiazepines remained 
his only consistent intervention. 

Upon evaluation, he described 
ongoing fatigue, cognitive slowing 
(“brain fog”), overwhelming emotional 
distress, and panic that persisted since 
benzodiazepine discontinuation. He 
repeatedly requested reinstatement 
of benzodiazepines, demonstrating 
preoccupation and craving. 
Inconsistent with his self-report, on 
clinical evaluation, he appeared calm, 
without tremor, diaphoresis, or 
autonomic instability, with all vital 
signs stable and within normal limits. 
Routine laboratory studies were 
unremarkable. His blood alcohol level 
was negative and urine drug screen 
positive only for barbiturates, which 
was attributed to prior receipt of 
phenobarbital. 

The patient was admitted to the 
general medical floor for observation. 
To cover potential subacute 
GABAergic withdrawal from a 
receptor standpoint, he was treated 
with our hospital’s protocolized 
phenobarbital taper. Given his 
coexisting AUD and signs of both 
BIND and BUD, benzodiazepine 
reinitiation was not pursued. He was 
discharged on hospital day 4 in stable 
condition with plans to follow up at an 
addiction psychiatry bridge clinic to 
establish outpatient care. 

Discussion 
While acute benzodiazepine 

withdrawal is well characterized, 
typically emerging within days and 
resolving in under 2 weeks,4,5 some 
patients experience prolonged 
symptoms such as fatigue, impaired 

concentration, and anxiety that persist 
well past this timeframe.1 Historically, 
these symptoms were grouped under 
the umbrella term of postacute 
withdrawal syndrome. However, 
BIND has emerged as a more specific 
framework for benzodiazepine-related 
neuroadaptation and neurotoxicity.1,3,6 

These symptoms, often attributed to 
rebound anxiety or somatic symptom 
amplification, are now increasingly 
recognized as BIND. 

This patient met the Diagnostic 
and Statistical Manual of Mental 
Disorders, Fifth Edition, criteria for 
sedative-hypnotic use disorder, 
benzodiazepine type, based on 
tolerance, withdrawal, and craving. 
However, his symptoms persisted 
beyond the acute withdrawal period, 
supporting a co-occurring diagnosis of 
BIND. While BUD demonstrates 
compulsive use and impaired control, 
BIND is characterized by neurological 
sequelae following long-term use and 
discontinuation.1,3 

This distinction is clinically 
meaningful in that BIND and BUD 
can overlap but require different 
responses. For instance, solely treating 
substance use may overlook ongoing 
neurologic dysfunction that persists 
independent of active use. Primary care 
providers often manage both 
prescribing and discontinuation and 
are uniquely positioned to recognize 
this pattern and offer support.5 

Benzodiazepines remain among 
the most prescribed psychotropic 
medications, with data from 2015 to 
2016 showing that over 10% of adults 
in the United States received a 
prescription.7 A significant portion 
progresses to chronic use, and a subset 
develops symptoms that persist beyond 
initial withdrawal.1,5 BIND describes 
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these lasting neurologic symptoms, 
such as distractibility, anxiety, and 
cognitive slowing, which are believed to 
result from lasting changes in GABA-A 
receptor function.1–3 

Currently, there are no established 
treatment guidelines for BIND. 
Phenobarbital was used in this case to 
mitigate potential residual GABAergic 
withdrawal,2,8,9 but it is not a known 
treatment for BIND. While gradual 
benzodiazepine tapers are one 
suggested method to reduce the risk 
of persistent symptoms,5,10,11 this 
was avoided in our case because 
the patient had already been off 
benzodiazepines for 2 weeks, and 
resuming them was considered high 
risk in the context of co-occurring BUD 
and AUD. Instead, our management 
involved symptom validation and 
patient education as harm-reduction 
strategies without reintroducing 
benzodiazepines. Some individuals 
may also benefit from online support 
groups for patients recovering from 
chronic benzodiazepine use, and such 
resources should be provided to 
patients.12 

Conclusion 
BIND is a recently recognized and 

likely underdiagnosed condition that 
can emerge following benzodiazepine 
cessation, even in patients with 
concurrent BUD. Primary care 
providers are central in managing 
long-term benzodiazepine use and 
discontinuation and play a critical role 
in identifying and validating these 

symptoms. Differentiating BIND from 
acute withdrawal or BUD is essential 
for appropriate patient counseling and 
long-term care planning. Persistent 
symptoms following benzodiazepine 
discontinuation should prompt 
consideration of BIND as a distinct 
clinical entity. 
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