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Insotnnia is the most conlmon sleep-related complaint, and the second most common overall complaint (after
pain) reported in primarv care settings.e [t affects 35Vo <>f the general population during the course of a vear bur,
despite irs high prevalence , 697" of patients suffering from sleep disorrlers never report it to healthc:ue providers.o
The advent of the newer nonbenzodiazepine hlpnotics has also led to :ur increasecl a\{areness of insomnia, and rts
neahnent alternatives. (,9A Fan Pract 2003:4,f ( I ) :40-4 7)

EPIDEMIOLOGY OF
INSOMNIA:

Because a definition for "normal" sleep
is not well-established, the estimates of
the prevalence and severity of insomnia
vary widely, but it affects approximately
one third of adult Americans during the
course of a year.2 The prevalence of
insomnia increases with age and is more
common among females, women in
minority groups, the unemployed and
those wi th medical  or  psychiat r ic
disorders.3 It is also associated with
lower socio-economic status and lower
educational levels. Depending on the
diagnostic criteria, insomnia has a
prevalence of between l0o/o and 690/o
in the primary care setting.a Comorbid
psychiatric disorders are reported in
40.4% of insomniacs and the risk of
developing comorbid alcohol depen-
dence is also increased.5'6 Insomnia is
associated with significantly greater
functional impairment, diminished
capacity to solve problems, higher work
absenteeism, more frequent use of
general medical service, and poorer
overall health. Sufferers have a higher
risk of developing emotional diff i-
culties, decreased enjoyment of inter-
personal relationships, and decreased
sense of wellbeing.6'7 Daytime somno-
lence is associated with significant
morbidity and mortality and causes
impaired learning and cognition.s

A US-based study examining the
performance of general practitioners
managing elderly patients with insomnia
reported that 53%o of physicians neg-
lected to elicit any sleep history. After
asking an average ofonly 2.5 questions,
460/o of these practitioners identified a
prescription medication as the best
therapy.6 Research in Canada showed
that women and elderly patients were
more likely to receive a benzodiazepine,
and that physicians who spent less time
per patient were also more likely to
prescribe benzodiazepines. This data
suggest a need lor training in treatment
alternatives for insomnia.3

Age has a considerable effect on
sleep duration and architecture. The
need for sleep is not decreased during
old age, but rather the ability to sleep.
The elderly nap more frequently during
the day, and experience more daytime
sleepiness. Their sleep continuity is also
disturbed, with almost no slow wave
sleep and an increase in brief arousals
fragmenting their sleep. I

DEFINITIONS OF
INSOMNIA:

Insomnia, as classified in the DSM-IV,
is associated with complaints about the
quantity, quality or timing of sleep
occurring at least 3 times a week for at
least I month. The American National
Heart ,  Lung,  and Blood Inst i tu te
Working Group on Insomnia defines

insomnia as an experience of inadequate
or poor-quality sleep characterised by
a difficulty in falling asleep, difficulty
maintaining sleep, waking up too early
in the morning, or experiencing un-
refreshing sleep.

The words "compla ints" ,  and
"experience" should be emphasised
here, because there are often significant
differences between what people per-
ceive and report about their sleep and
what is measured objectively. The
symptoms of insomnia may include
daytime consequences such as tiredness,
lack of energy, difiiculty concentrating
and irritabil i ty. Insomnia can be a
symptom of an underlying medical,
psychiatric, sleep or circadian disorder,
or a disorder in itself.

Eualuation of a patient

of Insomnia:
An adequate sleep history, including
sleep and wakefulness patterns, history
from the bed partner, family history and
current and previous medications,
should be obtained before a diagnosis
of insomnia is made and treatment is
considered.

DIFFERENTIAL DIAGNOSIS:

Several sleep disorder classifications
exist. The disorders described here
represent only a fraction ofknown sleep
disorders, and only provide a framework
for clinical assessment. The DSM-IV
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classification is not comprehensive and
inc ludes  p r imary  s l eep  d i so rde rs ,
d isorders re lated to other  menta l
disorders, and other sleep disorders. The
International Classification of Sleep
Disorders (ICSD) has a more detailed
diagnostic scheme for sleep disorders,
with certain disorders overlapping with
the DSM. (Table I).

Insomnia associated with medical

an d p sychi a tri c con di ti o ns :
Pat ients suf fer ing f rom anxiety
disorders often present with init ial
insomnia.  where the anxiety symptoms
inhibit the onset of sleep. In contrast,
pat ients wi th depressive d isorders
f requent ly  compla in of  terminal
insomnia s igni fy ing hypothalamic
involvement. A variety of medications
and  subs tances  can  cause  i nsomn ia
inc luding ant iconvulsants,  cor t ico-
steroids, stimulating antidepressants,
chemotherapy, and o,-methyl dopa.
Rapid withdrawal from sedative agents,
especially the short half-l i fe benzo-
d iazep ines  and  op ia tes ,  may  a l so
produce a rebound insomnia. (Table II).

Commonly occardng conditions

where patients present with

complaints of insomnia

Adjustment sleep disorder.
This commonly occurring disorder is
caused by acute emotional stressors,
such as financial difficulties or loss of
employment .  This  resul ts  in  an anxiety
mediated insomnia, typically characte-
rised by initial insomnia. The condition

Adapted Jron. Kaplan HI, Sadock JB.(1995) Comprehensive Textbook of Psychiatry

Sixth E d it io n. (Williams &Wilkin s)
* Discussed in text

is normally s
than 4 weeks,
the stressor h
ment is warrar
and fatigue in
Management
modalities disl
tion with thejr
agent ifneces

Psychophysi<
This type of i
by somatizedt
preventing as
frequently fol
disorder ifthr
patient now b
the inability tr
of insomnia,
psychologica
inabi l i ty  to
proaches, slet
anxiety increa
intensi ty  af
frequently sp
brooding ov
Ruminat ion
dominates th
Persistent ps1
nia often cor
insomnia, in<
with psychiat
modalities ar,
but can be cr
agent ifnecet

Sleep state n
This d isord
patients who
the absence
disturbance ir
impairment.
concerned
diminished t
investigation
objective evi<
rance and att
underlying p
frequently fu
guard agains
easily, as the
be high.

Conditions

daytime sa

Obstructive
Symptomsol
mominghea<
and decrease,
is narrowing

DSM IV International Classification of Sleep
Disorders - ICSD

Primary insomnia*

Primary hypersomnia

Narcolepsy*
Breathing-related disorders *

Psychophysiological insomnia*
Sleep state misperception*
Idiopathic insomnia
Inadequate sleep hygiene*
Idiopathic hypersomnia
Recurrent hypersomnia
Narcolepsy*
Obstructive sleep apnoea*
Central sleep apnoea
Central alveolar hypoventilation syndrome

Circadian rhythm disorders
Delayed sleep phase type
Jet lag type
Shift work type*
Unspecified type

DyssomniaNOS

Delayed sleep phase type*
Time zone change syndrome
Shift work sleep disorder*
Advanced sleep phase syndrome*
Irregular sleep phase syndrome
Periodic limb movement disorder*
Restless leg syndrome*
Altitude insomnia
Adjustment sleep disorder*

Nightmare disorder
Sleep terror disorder
Sleep walking disorder
Parasomnia NOS

Nightmares
Sleep terror disorder
Sleep walking disorder
Sleep starts, Sleep talking, Sleep paralysis
Sleep bruxism, Sleep enureses, Primary
snoring, Sudden infant death syndrome
REM-sleep related sinus arrest
Benign neonatal sleep myoclonus

t : " ' r  r . '  * ' :  : . "  " . t ' "  i -  "

Medical Disorders Psychiatric disorders Medication

Asthma
Chronic obstructive pulmonary
disease
Chronic pain
Coronary or pulmonary insufficiency
Congestive heart failure
Dementia
Epilepsy
Gastroesophageal reflux disease
Hypertension
Hyperthyroidism
Parkinson's disease
Peptic ulcer disease
Noctumal cardiac ischaemia

Adjustment disorders
Alcohol and substance abuse
Anxiety
Post-traumatic stress
Panic disorder
Major depression
Bipolar disorder
Obsessive-Compulsive disorder
Phobias
Psychosis
Anorexia neryosa
Borderline personality disorder

Alcohol
Amphetamine
Antidepressants -MAOI, S SRI
Antipsychotics
Beta-blockers
Beta-agonists
Caffeine + Other Stimulants
Lamotrigine
Nicotine
Oral contraceptives
Stimulating tricyclics
Steroids and ACTH
Theophylline
Thyroid hormone
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is normally self-l imiting, lasting lcss
than 4 weeks,  and s l rould remi l  once
the stressor has been rernoved. Trcat-
ment is wamanted if daytirne slccpincss
and fatigue interf-cre u,ith fur.rctionirrg.
Management consists of behavior.rral
modalit ies discussed below in cornbina-
tion with the judicious use of a hypnotic
agcnt ifnecessary.

Psychophysiologicrl insomn i:r
This type of insomnia is characteriscd
by somatized tension and leamcd slccp-
preventing associations. The disorder
frcquently follows an adjustment slcep
disorder ifthe anxiety persists. but the
patient now becomcs concerned about
the inabil ity to sleep. After a fcw nights
of  insomnia,  the bedroorn becomes
psychological ly  associated wi th the
inab i l i t y  t o  s l ecp .  As  bed t ime  ap -
proaches.  s leep inhib i t ing ant ic ipalor)
anxiety increases and rcaches rrraxinruur
intensi ty  af ter  ret i r ing.  Suf fcrers
frequently spend hours in bed awakc,
b rood ing  ove r  t he i r  s l eep lessncss .
R u m i n a t i o n  a b o u t  l h e  i n s o r n n i a
dominates the patient's whole world.
Persistent psychophysiological insorn-
nia often complicates other types of
insomnia, including those associated
with psychiatric disorders. Behavioural
modalities are the treatment of choice,
but can be combined with a hypnotic
agent if necessary.

Sleep state misperception
Th i s  d i so rde r  i s  cha rac te r i sed  by
pat ients who cornpla in of  insomnia in
the absence of objective evidence of
disturbance in sleep quality, or daytirne
impairment. Patients are excessively
concerned about  the ef fects of
diminished sleep. Polysomnographic
investigations are normal without any
objective evidence of insomnia. Reassu-
rance and attempts to uncover possible
underlying psychological concerns are
frequently futile. The physician should
guard against prescribing hypnotic too
easily, as the risk fbr dependency may
be high.

Conditions presenting vith

daytime somnolence

Obsructive Sleep Apnoea (OSA)
Symptoms of OSA include loud snoring,
moming headaches, rnorning dry rnouth,
and decreased sexual functioning. There
is nanowing or parlial collapse of the

uppe r  a i rway ,  caus ing  cessa t i on  o f
airf low fbr more than l0 seconds, as
weil as a dccrcase in oxylrenroglobin
saturat ion Ievc ls .  The pat ient  is  then
aroused fiorn sleep, which tcnninates
the apnoca. The repetit ion of this cycle
induccs fiagr.nentcd sleep, and causes
excessivc dayt ime s leepincss.  Sleep
apnoea is  regular ly  associated wi th
obesity and hypothyroidism, but for a
def in i t ivc d iagnosis,  a polysornno-
graphic cvaluatiolr is reqr-rired. Weight
loss is advocated, and surgical treatment
and oral appliances help to reduce the
ai rway obstruct ion.  Corr l inuous posi t ive
ai rway prcssure(CPAP).and b i - level
positive airr,vay pressure (BiPAP) also
attempt to rnaintain the airway during
sleep.

Narcolcpsy
Narcolepsy is a neurological disorder.
Symptonrs include exccssive daytirne
s leep iness ,  ca tap lexy  (ep i sodes  o f
abrupt decrease in muscle tone, ofien
t r i gge red  by  emo t i ona l  r cac t i ons ) ,
hypnagog i c  ha l l uc ina t i ons  ( v i v i d
drearnlike cxpcriences that occur while
fall ing aslccp or dozing), sleep paralysis
(a ternporary inability to talk or move
while fall ing asleep or awakening), and
disturbed nocturnal sleep. Stimulants
like dextroamphetamine and rnethyl-
phenidate are used for the treatment of
narcolepsy. Modafinil is a new drug on
the market with a mechanisrn of action
similar to that of the sympathomimetics.

Circadian Rhythm Disordcrs
These sleep disorders are characterised
by the inabil ity to sleep at traditional
times. Sorne individuals, especially the
elderly, suffer from advanccd sleep
phase syndrome (excessive sleepiness
in the cvening and undesi red ear ly
morning awakening) .Dclayed s leep
phase  synd rome  i s  l r o re  co rnmon
a m o n g  a d o l e s c e n t s  ( s l e e p - o n s e t
insomnia and d i f f icu l ty  waking at
desi red t i rne in  the morning) .  Most
problematic is variable shifl work in
which shifts are changed fiequently
resu l t i ng  i n  changes  o f  s l eep ing
schedules. This often leads to poor sleep
quality irnrnediately after the new shift
in work schedule, which is fbllowed by
a period of adjustment. However, even
fixed-shift workers who are forced to
sleep dr-rring the daytime often expe-
r ience d i f f icu l t ies in  get t ing qual i ty
slecp. Daytirrc noise, l ight, and larnily

and social responsibil i t ics may interf-ere
w i th  s l eep ing  pa t t c rns  resu l t i ng  i n
irrpaired job productivity and perfbr-
l lance . It is recommendcd that shitls be
kept constant for at least a month at a
time. Melatonin and light therapy have
also had varying success rates.

Restlcss Legs Synclromc (RLS)
Restlcss legs syndron.re (RLS) is a slecp
disorder  character ised by unpleasant
sensations in the legs or f-eet that n.ray
bc tcrnporarily relieved by moving the
lirnbs. The symptoms tend to increase
towards the evening hours, parlicularly
w h e n  l y i n g  d o w n .  R L S  r n a y  b e
exacerbated during pregnancy or by
rncdical ion such as sc lcct i r  c  serotonin
rc-uptake inhibitors (SSRI's) or tricyclic
antidcpressants (TCA's); it may also bc
associated wi th i ron dc l ic iency or  r r rac-
rn ia.  RLS of ten occurs in  conjunct ion
with pcriodic l imb rnovernent disorder
(PLMD).  Discornfbr t  associated wi th
RLS usually causes diff iculties in sleep
onsc t .  ( ' onse rva t i ve  rnanage rnen t  i s
pref'crred, but carbamazepine, benzo-
d iazep ines ,  l evodopa ,  qu in ine  and
chlorpromazine havc been tried with
varylng success rates.

Pcriodic Limb Movcmcnt Disorder
(PLMD / Nocturnal Myoclonus)
This disorder is characterised by the
repe t i t i ve  (usua l l y  eve ry  20  to  40
seconds) twitching or kicking of the
lower extremities during sleep. Patients
complain of either interrupted sleep or
daytirne somnolence. They are unaware
of the movements and thc brief arousals
that follow and have no lasting sensation
in the extremities. Therefore, bed pat-
ners should be questioned. The disorder
is rnore common with increased age,
frorn midlife onwards. Although often
idiopathic, the disorder can be seen in
association with drug withdrawal states,
sleep apnoea syndrorne, narcolepsy, and
chronic renal and hepatic failure, as well
as during treatment with certain medica-
tions (such as tricyclic antidepressants).
Movements can be exacerbated by
stress. Physical exarnination andblood
t e s t s  ( F B C ,  U + E ,  a n d  L F T ' s )  a r e
essential to exclude treatable causes.
Polysomnography generally confirrns
the d iagnosis.  Benzodrazepines,
especially clonazepam, suppress the
arousals"  wi th levodopa.  quin ine.  pergo-
lide and oxycodone, among others, also
proving effective in sorne patients.

MAOI,  SSRI

Stirnulants
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Various procedures and investigations
can be employed to diagnose specific
sleep disorders. They include:
.  - -a graph

or. r  rvh ich the pat ient  records
bedtime. approximate sleep time.
timcs ar.rd duration of awakcnings,
time of final awakening. and daytime
naps over a period of2 to 3 weeks.
A l t hough  sub jec t i ve .  t he  g raph
summarises the patient's perception
of the quality and quantity olsleep.e

o - cornbines EEG,
EMG,  eye  movemen ts ,  oxygen
saturation, limb movements, airflow,
and chest and abdorninal movement.
Measurement is r.rormally fbr one
niglit under laboratory conditions. It
i s  n o t  i n d i c a t e d  f o r  r o u t i n e
evaluation of insornnia, but where a
prirr.rary sleep disorder is suspected,
or where a patient does not respond
to  app rop r i a te  behav iou ra l  and
pharmacological management.

o \,{ult iple Sleep Latency
Tests.  A ser ies of  four  or  f ive
daytime opportunities to takc a l5-

20 minute nap.  The sesslons are
separated by 2 hours and are used
to assess sleep latency ar-rd daytirne
drowsiness, and are o1'great value
in diagnosing narcolepsy.

.  an act igraph is  a
dcvice approximately the size of a
\ \  a tch worn on t l le  u r is t .  conta in ing
a movemcnt detector ar.rd consider'-
able merlory capacity. It records
movcmcnts ovcl '  a  1 or  2 wcck
period. A 90%+ correlation has been
seen between the minute by ninute
evaluation of the polysornnograpl.r
and  thc  r cs t -ac t i v i t y  f i nd ings
recorded on the act igraphe.  The
advantage ofthe actigraph is that it
is  an extended recordi r . rg of  the
patients l ife in his own homc.

In the primary care setting where the
rnajority of the decisions are made, it
would be helpfu l  to  fb l low a 3-step
approach to treatlnent:

l. Consider undcrlying causes.
2. Nonpharmacological measures
3. Phannacological measures.

Insornnia shoLrld always be considered
as a symptom in the init ial assessment.
rather thar-r a diagnosis. Therefbre all
emotionai stl"essors, psychiatric, uredi-
ca1 and phan.nacological car-rses should
be explored and treated befbre any other
s leps  a re  t aken  l o  l l e l l  i r r so rnn ia .

Nonpharmacological rncasurcs should
be the first choice of treatment. A meta-
analys is  by Mor in et  a l .  fbund that
nonphannacological rreasures gave an
avcrage of  43.1% reduct ion in  s leep
latency with multicomponcnt thcrapics
having thc best response on average."r
The ot l . rer  major  advantage of
psychological therapies is the long-term
sustaining of newly learned sleeping
ski l ls  wi th ef f -ects cont inuing fbr  3
rnonths and longer. Moderate intensity
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excrcise also improves self-ratcd sleep
qual i ty  and s leep durat ion in  o ldcr
adul ts ,  and benef i ts  other  chronic
conditions such as arthritis. Becausc the
majority of elderly people, particularly
women, report low levels of physical
activity, exercise may be one of the most
cost-effective health interventions fbr
people with insomnia. Several psycho-
logical treatments have been studied.
The main approaches are d iscusscd
below.
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Stimulus control refers to attempts to
associate the bedroom with sleep rather
than wakefulness, and restricts sleep-
incompatible and anxiety provoking
behaviours. These include sleep hygienc
measures. Stimulus control showed a
49% reduction in sleep-onset latency
and a 48% reduction in time awake after
slcep onsetr".

l l .  S l t r i L  1 t ' - : . : : :  ' : "  ' ' '

Sleep restriction attempts to limit the
time spent in bed to the actual time spent
sleeping. The time in bed is increased

only if thc tirne aslccp exceeds 90o/" of
the total t irnc spcnt in bed. The time in
bcd is rcduccd if thc time asleep drops
bclow 80'2, of the total tirne spent in bed.
Studics cvaluating this method showed
a 57'Zr rcduction in sleep-onset latency,
and a 69'L reduction in tirne awake after
s lccp onsct" ' .

Rclaxation procedurcs, such as progres-
sivc rnusclc relaxation and biofeedback,
a rc  dcs igncd  to  a l l ev ia t c  so tna { i c  o r
cognitivc arousal. Attention-focusing
procedurcs target  cogni t ive arousal
through imagery training, mcditation,
and  t l r ough t  s topp ing .  Success  o f
various therapies varied with results in
reduction rates bctween 2Jo/o and 59Tott'.

This mcthod targcts the patient's fear of
insornnia. Thc fcar of lying awake is
rcrnoved when thc pat ient  s lops t ry ing
to fall aslccp, and tries to stay awake.
The anxicty that previously inhibited
sleep is allcviatcd and the slccp onset
often irnproves within days. Paradoxical

intention showcd up to 50% reduction
in sleep onset latcncy"'.

Slcep hygiene cducation alone recluced
sleep-onset latcncy by an averagc of
2lohin several trials.r" Tirnc awake after
s leep onset  a lso dccrcased by 27.3%
cornpa red  to  a  l 5% reduc t i on  i n  a
contro l  group Slccp hygienc of ten
inciudes the following strategies:
1. Maintaining a rcgular bcdtime sche-

dule and consistcnt wakc-up tittte.
2. Going to bed only when slecpy.
3. Avoiding exce ssive time spent in bed.
4. Avoiding daytime naps.
5. Using the bed fbr slecping and sex

only.
6. Avoid watching thc clock.
7 .  Es tab l i sh ing  re lax ing  p re -s l cep

ritr-rals, such as a wanl bath, a l ight
bed t ime  snack  o r  l 0  m inu tes  o f
reading.

8 .  Mak ing  the  bcd roo rn  l s  qu ie t  as
possib le.

9. Avoiding thc consumption of alco-
hol and cafl 'einc rvithin l2 hours of
bedtirne .

@



l0 .Avoid ing large meals at  n ight .
Reducing evening fluid intake.

11. Exercising regularly. If exercising
vigorously, do this at least six hours
before bedt ime.  Mi ld exerc ise
(simple stretching or walking)
should not be done closer to bedtime
than four hours.

12. Avoiding going to bed hungry.
13. Leaming strategies to make bedtime

as relaxing and tension-free as
possible.

"1. Pltannitcr:i*gical ther;zpv'
The principles of pharmacological
therapy for insomnia are straight-
forward.

Only medicat ions known to be
effrcacious and safe should be prescri-
bed. The lowest effective dose should
be used for the shortest period of time
(less than 2 weeks). One should aim for
intermittent dosing, as this may decrease
the risk of tolerance and dependence.
Ifuse is prolonged or the dose is high,
the discontinuation should be eradual.s

$eii S,'lcdic*ticn
A substantial proportion of patients
attempt to treat their insomnia them-
selves with 40o/o of patients utilising
either over the counter(OTC) medica-
t ions or  a lcohol . r r , r2 These OTC
sedatives have not been proven to have
risk : benefit superiority when compared
with placebo3.
. Alcoltol isoneofthemostcommon-

ly used substances for self medica-
tion. Alcohol does increase the ease
of falling asleep but interferes with
sleep quality and can aggravate
daytime somnolence. It disrupts the
sleep architecture, causes decreased
deep sleep (stage 4), and increases
sleep fragmentation. Awakenings
are more frequent and of longer
duration.r3

.  OTC medicat ions a lso inc lude
herbsl remedies of which the
precise composition, action and
efficacy are not always known.

. lllelatonin. Slow release melatonin
has been shown to be safe and
effective for the treatment of insom-
nia in major depressive disorder.r2
Other studies have shown mild
improvement, but large controlled
studies are lacking. Rajput et al
reported disruption of sleep in some
patients using melatonin.2

. Many over-the-counter sleep aids

contain arcti*istunirrcs. Strong
anticholinergic side effects, daytime
sedation and cognitive impairment
are common side effects. Long-term
efficacy of these drugs have not been
established.

Ar: tidcprcss:rnts
Physicians often prescribe antidepres-
sants to good effect for the treatment
of insomnia in nondepressed indivi-
duals. However, very little empirical
evidence to support their efficacy exists.
A number ofantidespressants have been
shown  to  have  s leep - improv ing
properties. Nefazodone has shown
improvement in polysomnographic
measures of  s leep cont inui ty  in
depressed patients, when compared to
fluoxetine. Trazodone and Mirta-
zepine are both sedating, but there is
little empirical support for its use as a
hypnotic in nondepressed patients with
insomnia.s Tricyclic antidepressants
are often used in nondepressed indivi-
duals suffering from insomnia, due to
their histaminergic activities. Most of
these agents have a long half-life and
daytime sedation and drowsiness are
frequently experienced. The anticholi-
nergic side effects, weight gain and
increased appetite also limit the use of
th is  group.  Cardiotox ic i ty  seen
especially at high doses and in elderly
patients with pre-existing cardiac
histories. is of concern.

Hr'pneitics
This group inc ludes the c lass ic
benzodiazepine hypnotics and the
newer nonbenzodiazepines, zolpidem
and zaleplon.  A meta-analys is  of
randomised, controlled trials of benzo-
diazepines and zolpidem concluded that
these agents are efficacious for the
short-term ffeatment of insomnia, pro-
ducing moderate, reliable improvements
in subjective sleep-onset latency, and
sleep quality.T However, the majority of
studies reviewed were of a limited
treatment duration (median - 7 days) and
lacked follow-up data. Hypnotic agents
are primarily indicated for the short-
term management of insomnia, but up
to 15% of individuals who use hypnotics
continue taking them for longer than I
year.7

B enzadiazepine reccptor a gonists
Benzodiazepine receptor agonists are
the most commonly prescribed hypnotic
agents for insomnia.ra Their rational use

has been controversial for years.
appears to be virtually no evidence
support the chronic use of
pines in the management of i
Various studies have reported a hi
risk for motor vehicle accidents,
falls and fractures, fatal poisonings,
general decline in functional status,
cognitive and psychomotor impa
associated wi th the use of
diazepines in the elderly. The rate
metabolism slows with age, which
result in higher drug concentrations
a lonser duration of action leav
elderly patients particularly
to the deleterious effects of lons-acti
agents. Dependence on these
tions is an imoortant consideration
may explain the lower discontinuati
rate among patients taking
pines than among those on p
despite a lack of evidence of c
benefits.7'8 Benzodiazepines may
cause vertigo, dysarthria, and a
and they often have additive e
when used in conjunction with
central nervous system depre
Tolerance followins reoeat admi
stration is a potential problem,
severe rebound symptoms occur
rapid cessation ofuse.

A meta-analysis of studies indi
that the sleep-onset latency for pati
receiving a benzodiazepine was
minutes shorter than for those receivi
placebo, and total sleep time was 6l
minutes longer than the placebo
Very few nonpharmacological
rison trials have been done. which
disappointing given the concern
the adverse eflects ofbenzodr
The research that is available
indicate that cosnitive behaviou
therapies should be preferred o
berrzodiazepines. For physicians
with the rare patient in whom
treatments have been exhausted a
they feel they must prescribe
benzodiazepine, the drug should
discontinued within 2 to 4
because it is unlikely to remain
in the long-term. Zopiclone has o
been touted as a safer sedative. but
meta-analysis by Holbrook et al
not suggest any superiority of
agent.T

Zo lp idcrn  r tnd  za l t .p l rn :

These are newer non
that possess many of the benzodi

(cantinued on pag€
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