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	Using benzodiazepines (BZDs) for PTSD has evoked significant controversy related to the medications’ safety and efficacy. The drugs are often prescribed to reduce the imminent risk of aggression or sleep disturbances and acute anxiety (Gilbert et al., 2020). However, an accumulating body of evidence discourages long-term treatment of PTSD using benzodiazepines because of their addictive, sedative, and dissociative properties (Edinoff et al., 2021; Schrader & Ross, 2021). Safety concerns with long-term use of BZDs relate to the high risk of physical and psychological dependence and the exacerbation of avoidant and suicide-related behaviors (Gilbert et al., 2022; Schrader & Ross, 2021). The sedative effects of BZDs could exacerbate memory impairment and risk of falls among older adults diagnosed with PTSD. and In addition, evidence shows that the medications have low efficacy in addressing core PTSD symptoms. While the evidence is mixed, research suggests that BZDs could interfere with other treatment modalities, including cognitive behavioral therapy (Ehret, 2019). For example, the drugs could inhibit with the elimination of fear conditioning and exacerbate fear response. The interference with mental processes essential for optimal outcomes from psychotherapy could result in worsening of symptoms. Selective serotonin reuptake inhibitors (SSRIs), including fluoxetine, paroxetine, and sertraline, and selective serotonin and norepinephrine reuptake inhibitors (SNRIs) such as venlafaxine are considered first-line agents for PTSD (Schrader & Ross, 2021; Williams et al., 2022). The drugs have been found efficacious for short- and long-term treatment of PTSD compared to BZDs. However, the risk of side effects from SSRIs increases the chances of medication nonadherence and harm to patients (Williams et al., 2022). Therefore, the selection of an appropriate first-line agent should be based on a judicious consideration of previous medication adherence behaviors. In addition, patients may require ongoing support and motivation to continue with their medications.
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