Calculating equivalent doses of oral benzodiazepines
Background
Benzodiazepines are the most commonly used anxiolytics and hypnotics (1). There are
major differences in potency between different benzodiazepines and this difference in
potency is important when switching from one benzodiazepine to another (2).
Benzodiazepines also differ markedly in the speed in which they are metabolised and
eliminated. With repeated daily dosing accumulation occurs and high concentrations can
build up in the body (mainly in fatty tissues) (2). The degree of sedation that they induce
also varies, making it difficult to determine exact equivalents (3).
Answer
Advice on benzodiazepine conversion
NB: Before using Table 1, read the notes below and the Limitations statement at the end
of this document.
Switching benzodiazepines may be advantageous for a variety of reasons, e.g. to a drug
with a different half-life pre-discontinuation (4) or in the event of non-availability of a
specific benzodiazepine. With relatively short-acting benzodiazepines such as alprazolam
and lorazepam, it is not possible to achieve a smooth decline in blood and tissue
concentrations during benzodiazepine withdrawal. These drugs are eliminated fairly
rapidly with the result that concentrations fluctuate with peaks and troughs between each
dose. It is necessary to take the tablets several times a day and many people experience
a "mini-withdrawal", sometimes a craving, between each dose. For people withdrawing
from these potent, short-acting drugs it has been advised that they switch to an
equivalent dose of a benzodiazepine with a long half life such as diazepam (5). Diazepam
is available as 2mg tablets which can be halved to give 1mg doses. This means the dose
can be reduced in stages of 1mg every 1-4 weeks or more. It is difficult to obtain such low
doses of other benzodiazepines (6).
Extra precautions apply in patients with hepatic dysfunction as diazepam and other
longer-acting drugs may accumulate to toxic levels. Diazepam substitution may not be
appropriate in this group of patients (3).
Concomitant kidney or liver failure should be taken into consideration when prescribing all
benzodiazepines.
While there is broad agreement in the literature about equivalent doses, clonazepam has
a wide variety of reported equivalences and particular care is needed with this drug (4).
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Table 1: Approximate equivalent doses of oral benzodiazepines licensed in the UK (see
advice above).
BNF(1)

Maudsley(3)

Bazire(4)a

DoH(7)

Ashton Manual (2)b

Diazepam

5mg

5mg

5mg

5mg

5mg

Alprazolam

250
micrograms

Drug

Chlordiazepoxide

12.5mg

Clobazam

10mg

500 micrograms
(0.25-0.5mg)
12.5mg

15mg
(10-25mg)

250
micrograms
15mg

12.5mg

10mg

10mg

500 micrograms
(0.25-4mg)

250
micrograms
7.5-15mg

Clonazepam

250
micrograms

Flurazepam

7.5-15mg

7.5-15mg

Loprazolam

0.5-1mg

0.5-1mg

500
micrograms

0.5-1mg

Lorazepam

500
micrograms

500
micrograms

500
micrograms

500
micrograms

500
micrograms

0.5-1mg

500
micrograms

0.5-1mg

Nitrazepam

5mg

5mg

5mg
(2.5-20mg)

5mg

5mg

Oxazepam

10mg

15mg

15mg
(10-40mg)

15mg

10mg

Temazepam

10mg

10mg

10mg

10mg

10mg

Lormetazepam

0.5-1mg

0.5-1mg

a. Inter-patient variability and differing half-lives mean the figures can never be exact and
should be interpreted using clinical and pharmaceutical knowledge.
b. These equivalents do not agree with those used by some authors. They are firmly based
on clinical experience but may vary between individuals. Ashton also provides equivalent
doses of benzodiazepines not prescribed in the UK.
Limitations



The effect of drug interactions affecting benzodiazepine pharmacodynamics and
pharmacokinetics is not covered in this Medicine Q&A.
Detailed guidance on the management of benzodiazepine dependence and withdrawal is
not provided in this Medicine Q&A.
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