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any people have suffered a poor Mnight of sleep, but when it becomes 

recurrent and persistent for most days in 

the week, a diagnosis of insomnia is made. 

Earlier considered just a symptom in 

clinical practice, insomnia is now a full-

fledged disorder. The general practitioner 

is often faced with the difficult task of 

prescribing a drug versus getting into 

more detail. The purpose of this article is to 

encourage primary care physicians to 

delve a bit deeper into underlying 

pred ispos ing ,  prec ip i ta t ing  and  

perpetuating factors of insomnia - to 

ensure better sleep for our patients, with 

less sedative use.

Definition

Insomnia consists of a predominant 

complaint of dissatisfaction with either 

duration or quality of sleep. Difficulties 

with sleep are recurrent, occur despite 

adequate opportunities to sleep, and are 

associated with impairment of daytime 

functioning.

Four types can be considered

1. DIS - difficulties initiating sleep

2. DMS - difficulties maintaining sleep

3. Awakening too early in the morning

4. NRS - non-restorative sleep - feeling 

unrefreshed after a sufficiently long 

and consolidated nocturnal sleep 

period is more a manifestation of 

insomnia and a poor quality of sleep.

The International Classification of 

Sleep Disorders (ICSD) defines chronic 

insomnia as having one of the following 

problems for at least 3 days a week for at 

least 3 months:

Difficulty initiating sleep (high sleep 

latency)

Difficulty maintaining sleep

Waking earlier than desired

Resistance going to bed on appropriate 

schedule

Difficulty sleeping without a patient or 
1caregiver

Patients with short-term insomnia 

have similar problems but for less than 3 

months duration. Another way to classify 

insomnia is as follows:

Primary, Secondary and Comorbid 

Insomnia

Primary Insomnia is uncommon and 

when no demonstrable physical or mental 

illness can be found to be associated with 

it. It is then classified as an independent 

disorder.

Secondary Insomnia is due to an 

obvious cause. In this case, insomnia is a 

symptom rather than a condition. 

Sometimes insomnia here can actually 

make the underlying condition that causes 

it worse.

Co-morbid insomnia implies the 

entwined co-existence between disordered 

sleep and the associated disease 

manifestations. Insomnia here is both a 
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symptom and a disorder. Here one could 

call the condition 'insomnia disorder'. 

Insomnia can co-exist with other primary 

sleep disorders like obstructive sleep 

apnoea (OSA), narcolepsy and restless legs 

syndrome. The concern here is that 

treatment of the insomnia with hypnotics 

may have detrimental effects on breathing 

and (paradoxically) treatment of the OSA 

with CPAP itself can cause or aggravate 

insomnia.

Why Is Insomnia A Concern?

When using the ICSD-3 criteria, the 
2,4prevalence of chronic insomnia is 9  to 12 

5,6%,  with transient symptoms reported in 

22 - 35% of population. It is a costly 

disease to manage, both with respect to 
7,8healthcare utilisation and absenteeism  

and is associated with an increased risk of 

mortality (adjusted hazard ratio 1.58 - 
9,102.74).  Disorders associated with an 

increased risk of insomnia include heart 

disease, depression, stroke, hypertension, 

dyslipidaemia, obesity, anxiety and an 

increased risk of car crashes. The most 

common comorbid conditions are 

psychiatric disorders, with up to 40 % of all 

insomnia patients having a co-existent 
11anxiety or depression disorder.

Check-list and History Elicitation for 

Insomnia History

Have you recurring difficulties falling 

asleep? How long do you take to fall 

asleep? (any sleep latency > 30 minutes is 

considered abnormal)

Are you having adequate opportunities 

for sleep? (living factors, undesirable 

sleeping environment)

Are you having impairment of daytime 

functioning?

Is the diabetes adequately controlled?

Are your hypertension or other 

comorbid  condi t ions  adequate ly  

controlled?

Do you snore and have excess daytime 

sleepiness? Obstructive sleep apnoea can 

present with insomnia.

Are you stressed? Work, relationships, 

bereavement

Do you spend a lot of time in your 

bedroom before sleeping (like TV in bed, 

eating in bed)?

Have you ever met a psychiatrist for 

anxiety or depression? (remember that 

40% of all insomnia patients have a co-

existent anxiety or depression disorder).

Have you been consuming alcohol or 

abusing any substance more often 

recently?

Have you been prescribed any new 

drugs recently?

Assessment of Insomnia (preferably 

have the bed partner present)

1. First assess the primary complaint - is 

it DIS, DMS, early awakening or NRS.

2. Look at sleep-incompatible activity like 

watching television, computer use, 

eating in bed, state of the mind at the 

time of going to bed with respect to 

being relaxed or aroused.

3. How variable is the insomnia from day 

to day and the extreme differences 

between good and bad days can be 

assessed, and important clues can be 

derived.

4. Check for relevant insomnia: Sleep 

Bombay Hospital Journal, Vol. 61, No. 1, 201946



latency > 30 mins, number of 

awakenings, wakefulness after sleep 

onset > 30 mins, sleep efficiency < 

85%, total sleep time < 6.5 hours, and 

daytime naps.

5. Check daytime functioning like 

fatigue, somnolence, naps, ability to 

cope with work and social life, mood 

and cognitive function.

6. Complement all this with a good 

medical, drug and psychiatric history

7. A 2 week sleep/wake diary - excellent 

way to supplement the oral history

8. Actigraphy - when information from 

the sleep/wake diary is incomplete or 

doubtful.

9. L a b o r a t o r y  t e s t i n g  a n d  

polysomnography only in appropriate 

patients where a comorbid sleep 

disorder is suspected. As mentioned 

on occasion, obstructive sleep apnoea 

can actually present with insomnia.

Management of Insomnia

The management of insomnia should 

be in the following order:

1. Treat and manage a secondary cause 

well.

2. Sleep hygiene measures

3. Behavioural therapies

4. Pharmacotherapy

Sadly, many patients are often 

prescribed pharmacotherapy much before 

the first 3 interventions. This can result in 

a d v e r s e  c o n s e q u e n c e s ,  a n d  

benzodiazepine abuse is a well-known 

adverse effect. Let us discuss the 

interventions in a bit more detail.

Treat and Manage The Underlying 

Disorder Well

Often controlling hypertension, 

diabetes, asthma or sleep apnoea well can 

result in improvement in insomnia, with 

actually nothing else to be done. In 

secondary insomnia, this should be the 

main focus of the management. Most 

often, nothing else is required.

Sleep Hygiene

For the primary care physician, 

insomnia management should start with a 

good history as detailed before, followed by 

a hand-out (attached) for sleep hygiene. 

Most of the simple measures detailed in 

the sleep hygiene hand-out can help your 

patient sleep better. And as you will realise 

most of the advice in sleep hygiene follow 

from many points that may have been 

elicited in the history and assessment 

itself.

Cognitive Behavioural Therapy (CBT)

Consistently and repeatedly across 

RCTs, it has been shown that CBT is 

superior to drugs in the treatment of 

chronic insomnia - both in its efficacy and 
12,17 the duration of its therapeutic effects.

CBT-1 is the mainstay of non-

pharmacological treatment of insomnia. It 

consists of sleep hygiene, stimulus 

control, sleep restriction, relaxation 

training and cognitive restructuring. It has 

been shown to increase the stages N2, N3 

and REM sleep, and decrease wakefulness 

and stage N1. RCTs comparing CBT-1 with 

health education or no therapy have 

shown that CBT significantly improves 

insomnia that is comorbid, including that 

with chronic pain, arthritides, migraine, 
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depression, post-traumatic stress 
18-29disorder, cancer and COPD.  But 

unfortunately CBT-1 needs local clinicians 

with specific training in this field and this 

is not always easily available.

Stimulus control is aimed at turning 

the negative feelings in going to bed into a 

positive anticipation, with an aim to break 

habits that are adverse to falling asleep.

Sleep restriction is based on curtailing 

time in bed, reducing opportunities to nap. 

This sort of intervention actually further 

increases sleep deprivation initially, but 

gradually increases the drive to sleep, and 

improves the quality of sleep and rest in 

the longer term.

Relaxation training - as insomnia is 

associated with increased muscle tension, 

several techniques have been described to 

alternately tense and relax muscle groups, 

often concentrating on abdominal 

breathing.

CBT is actually a combination of all the 

above with a psychologist trained in 

supervising the same. There is now an 

enormous amount of scientific evidence on 

the benefit of CBT in improving sleep 

quantity and quality. Identify a trained 

person in CBT (would usually be a 

psychologist, psychiatrist or a dedicated 

sleep specialist) in your area, and such a 

professional can be of immense help to 

your insomnia patients.

CBT can also be delivered via online 

modules cCBT-i and also as a group 

therapy - gCBT.

American College of Physicians (ACP) 

recommends that all adults receive CBT 

for insomnia as the initial treatment for 

chronic insomnia disorder. (Grade: strong 

recommendation, moderate quality 
30evidence)

Pharmacotherapy

Resist prescribing a hypnotic sedative 

drug to your patient as far as possible. 

This is one message that all primary 

care physicians must take home. Nothing 

can be more devastating to some patients 

than being habituated to a sedative as they 

grow older. Memory losses, imbalance, 

falls, confusional arousals, a tendency 

towards developing depression, and 

increasing physical and psychological 

dependence and addiction to the drug are 

just some of the (almost) irreversible side 

effects of sedative dependence, whichever 

drug it may be.

Hypnotic sedatives decrease sleep 

latency (time to fall asleep), reduce the 

number of nocturnal awakenings, and 

increase total sleep time and sleep 

efficiency. Effects on REM sleep are 

however variable.

In acute insomnia (certain situations), 

a short course of sedative are very effective 

for ideally not longer than 2 weeks. In 

chronic insomnia use must be restricted 

as withdrawal symptoms with chronic use 

are significant and include anxiety, 

agitation, and rebound insomnia. At most 

3 times a week may be considered, but 

even that (in the long-term) can be 

addictive.

In certain conditions like OSA, hepatic 

failure, pregnancy and lactation, hypnotic 

sedatives are relatively contra-indicated. 
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I would recommend the following main 

points to be remembered whenever 

prescribing a sedative drug to a patient:

1. As a rule of thumb remember to use the 

lowest effective dose of a single 

hypnotic drug, for the shortest amount 

of time.

2. The hypnotic sedative is always to 

achieve symptom control - it fails to 

address the causative mechanisms of 

insomnia, including precipitating 

factors, dysfunctional beliefs and 

maladaptive behaviour.

3. The hypnotic sedative should always 

be considered as an adjuvant to other 

types of interventions.

4. ACP recommends that clinicians 

always adopt a shared-decision 

making process, including the 

benefits, harms, costs of short-term 

use of medications to decide whether 

to add pharmacotherapy in adults with 

chronic insomnia disorder in whom 
30CBT alone has been unsuccessful.

5. Hypnotic sedatives are classified into 2 

basic classes: BZD (benzodiazepine) - 

receptor ligands and non-BZD 

sedative drugs.

6. BZDs are best used for situational 

insomnia and on an intermittent 

prescription basis for chronic 

insomnia. 

7. Non-BZDs are also called the 'Z' drugs 

because their generic names all begin 

with Z. Zopiclone, zolpidem and 

zaleplon are examples. These drugs 

are safe, extensively studied, and 

cause less rebound insomnia. these 

drugs are more expensive, can also 

cause  an t e rog rade  amnes i a ,  

confusional nocturnal behaviour and 

dependence in susceptible patients. 

8. Certain psychotropic drugs (not BZD 

receptor agonists) have potent 

sedating side effects. However the dose 

needed to improve sleep is usually 

much lower than the dose required to 

observe a treatment effect on the 

disease for which the drug has been 

prescribed. Many of these drugs are 

used empirically to treat insomnia - 

this practice should not ideally be 

encouraged. However, they do not 

cause tolerance the way the BZDs do.

9. Medications should ideally be 

prescribed for not longer than 4 to 5 

weeks, and if further doses are 

required, this should be a shared 

decision with the patient, explaining 

the potential harm.

10. Older adults can be more sensitive to 

medications and their adverse effects, 

and should be monitored closely when 

treated with pharmacologic agents.

Hypnotic Sedatives

BZDs 

Diazepam, lorazepam, nitrazepam, 

temazepam. All Long-acting;

ADR - generic of BZDs which include 

daytime drowsiness, dizziness or light-

headedness, anterograde amnesia, risk of 

falls, fractures, and mobility problems, 

dementia. Temazepam associated with an 

increase in incident cancer cases.

Hypnotic Sedatives

Non-BZDs
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Zopiclone   7.5 mg/day; intermediate-

acting; ADR - as for BZDs

Zolpidem    10 mg/day; short-acting; 

ADR - as for BZDs

Psychotropic Drugs with sedative 

effects

Quitiapine    25 - 50 mg/day; 

intermediate-acting; ADR - sedation, 

aggravation of restless legs syndrome 

(RLS)

Mirtazipine   15 - 30 mg/day; long-

acting; ADR - residual morning effects, 

weight gain, aggravation of RLS

Amitryptiline   25 - 100 mg/day; long-

acting; ADR - cardiac arrhythmias, 

anticholinergic and antihistamine effects, 

aggravation of RLS

Newer Drugs and Advances in Insomnia

1. Suvorexant - 5 - 20 mg/day. Approved 

in the US in 2014. Reversible dual 

o r ex in  (hypoc re t in )  r e cep to r  

antagonist; effective in patients with 

DIS and DMS.

a. ADR:  Dayt ime  s l eep iness ,  

headaches, dizziness, abnormal 

dreams; contra-indicated in 

narcolepsy; care (reduce dose to 5 

mg) with patients taking CYP3A4 

inhibitors- azole antifungals and 

macrolides, grapefruit juice 

consumption

2. Doxepin - 3 - 6 mg/day. Selective 

histamine receptor antagonist. More 

than 70% of patients with insomnia 

have DMS.

a. ADR - overall well tolerated; 

slightly more dizziness than 

placebo; mild daytime sleepiness 

3. Immediate-release zolpidem 3.5 mg 

sublingual. 1.75 mg for women and 

adults > 65 years. Hypnotic activity 

lasts for 2.5 to 4 hours. Should be 

taken only if the patient has at least 4 

remaining hours in bed before getting 

ready for the day. Less morning 

sleepiness and better alertness.

ADR - headache, nausea and fatigue.
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Advances in the diagnosis and management of neck pain

Most episodes of acute neck pain resolve within two months, although about half of patients 
continue to have low grade symptoms or recurrences for more than one year.

Among complementary and alternative treatments, the strongest evidence is for exercise, with 
weaker evidence supporting massage, acupuncture, yoga, and spinal manipulation in different 
contexts.

Steven P Cohen, W Michael Hooten, The BMJ, 2017, Vol 359, 161-162

Regular, physical exercise: the ‘miracle cure’ to ageing

The attitude that exercise is for the young while older people should be encouraged to relax needs to 
be challenged.

The good news is that at any age and with any combination of health problems, exercise provides, in 
the words of an important report from the Academy of Medical Royal Colleges, “the miracle cure”. 
Exercise may reverse the decline and keep a person above the threshold for needing increased care.

The BMJ, 2017, 110-111
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