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Current Clinical Practice of Insomnia
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Insomnia is one of the most common sleep disorders, which is leading to significant
clinical distress and impairment of daytime functioning and decreasing quality of life.
This article reviews the current clinical treatment options of insomnia. Non-pharmaco-
logical treatment including stimulus control, sleep restriction, cognitive therapy, relax-
ation training, and education of sleep hygiene should be considered first for treatment
of insomnia. Psychological and behavioral interventions tend to have longer-lasting
treatment benefits, while drugs show immediate improvement of sleep disturbance. In
pharmacotherapy, benzodiazepine receptor agonist, melatonin receptor antagonist,
and off-label' drugs to treat insomnia are reviewed. (Ewha Med J 2013;36(2):84-92)
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Table 1. Diagnostic and Statistical Manual of Mental Disorder (DSM)-5 criteria of insomnia disorder

Diagnostic criteria

m Mmoo O

Specify if:

Specify if:

A predominant complaint of dissatisfaction with sleep quantity or quality, associated with one (or more) of the following
symptoms:

1. Difficulty initiating sleep (In children, this may manifest as difficulty initiating sleep without caregiver intervention).

2. Difficulty maintaining sleep, characterized by frequent awakenings or problems returning to sleep after awakenings (In children,
this may manifest as difficulty returning to sleep without caregiver intervention).

3. Early-morning awakening with inability to return to sleep.

The sleep disturbance causes clinically significant distress or impairment in social, occupational, educational, academic, behavioral,
or other important areas of functioning.

The sleep difficulty occurs at least 3 nights per week.
The sleep difficulty is present for at least 3 months.
The sleep difficulty occurs despite adequate opportunity for sleep.

The insomnia is not better explained by and doesnot occur exclusively during the course of another sleep-wake disorder (e.g.,
narcolepsy, a breathing-related sleep disorder, a circadian rhythm sleep-wake disorder, a parasomnia).

The insomnia is not attributable to the physiological effects of a substance (e.g., a drug of abuse, a medication).
Coexisting mental disorders and medical conditions do not adequately explain the predominant complaint of insomnia.

With non-sleep disorder mental comorbidity, including substance use disorders

With other medical comorbidity

With other sleep disorder

Coding note: The code 780.52 (G47.00) applies to all three specifiers. Code also the relevant associated mental disorder, medical
condition, or other sleep disorder immediately after the code for insomnia disorder in order to indicate the association.

Episodic: Symptoms last at least 1 month but less than 3 months.
Persistent: Symptoms last 3 months or longer.
Recurrent: Two (or more) episodes within the space of 1 year.

Note: Acute and short-term insomnia (i.e, symptoms lasting less than 3 months but otherwise meeting all criteria with regard to frequency,
intensity, distress, and/or impairment) should be coded as an other specified insomnia disorder.

Adapted from American Psychiatric Association [9].
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Table 2. Evaluation of insomnia [11]

Sleep history

The evaluation of insomnia rests on a careful clinical history taking. The clinician should evaluate the nature, frequency, and duration of
insomnia symptoms, their chronology, and response to treatment. The patient's symptoms should be considered across the entire 24-
hour day; sleep and wakefulness affect each other in complex ways, and patients often seek treatment because of daytime symptoms

and distress related to their sleep problems.
Key elements of the sleep history

- Temporal aspects of sleep: times at which the patient goes to bed, attempts to sleep, wakes up, and gets out of bed
- Quantitative aspects of sleep: sleep latency (time it takes to fall asleep); number and duration of awakening; wakefulness after sleep

onset; total sleep time

- Qualitative aspects of sleep: subjective sleep quality, satisfaction

- Behavioral and environmental factors: nonsleep activities in bed (phone, computer, television); environment (temperature, light,

sound); bed partners and pets; perceived causes of awakening

- Symptoms of other sleep disorders: obstructive sleep apnea (snoring, breathing pauses); restless legs syndrome (urge to move the
extremities); parasomnias (unusual sleep behaviors); circadian rhythm disorders (unusual sleep timing)
- Daytime causes and consequences of disturbed sleep: napping; exercise; work and activities; social and family stressors; use of

caffeine, alcohol, and tobacco

Medical and psychiatric history

Insomnia evaluation should include a medical/psychiatric history and physical examination to identify comorbid conditions that can

exacerbate or be exacerbated by insomnia.

- Medical history: neurologic (stroke, migraine); pulmonary (chronic obstructive pulmonary disease, asthma); chronic pain (arthritis,
fioromyalgia); endocrine (hypothyroidism, hyperthyroidism); gastroesophageal reflux; cardiovascular (congestive heart failure)

- Psychiatric disorders: depression; bipolar disorder; anxiety disorders; substance use disorders

- Medications: antidepressants; other sedatives; antihypertensives; steroids; decongestants and antihistamines; adrenergic agonists

H]CkZ kA X 5.9} okZ b X7 Wi of| thal] AfestalAf Sty
ulok2SHy 2|2

=HZ Xmofl= 2T U AAL A vlokEcH
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Table 3. Medications used in the treatment of insomnia
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Medication Dosage (mg) T max (hr) Half-life (hr)

Benzodiazepine hypnotics

Estazolam 1~2 1.5~2 10~24

Flurazepam 15~30 1.5~4.5 48~120

Temazepam 15~30 1~2 8~22

Triazolam 0.125~0.25 1~2 2~6

Quazepam 7.5~15 2~3 48~120
Non-benzodiazepine hypnotics (Z-drugs)

Eszopiclone 1~3 1.5 6

Zaleplon 5~10 1 1

Zolpidem 5~10 1.6 2.6

Zolpidem CR 6.25~12.25 1.5 2.8
Melatonin receptor agonists

Ramelteon 8 0.75 1~2.6
Histamine receptor antagonists

Doxepin 3~6 35 15
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o] AukpHO| FItel ol Aol S0l B E Y, A9l

ot
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3} Aotof|a] f=EoRo] 7B Tol ARl S17PHY] 2IARE
(off-label) 2F=OIT}, X2 2710 £ =719} &-80f JoiA
Z0|g] Fro] IE HQI A7t QtHAl. ¥ o= vty
7 AR g oFy £3o] gt Rakgolrt, o] 7 A
A, YUk, BlH], F& 50l FA8-0 = UEhd 4= otk EHE
A QAPA ARE- OFEE UIER] AX|TE 285 = AHART8E
Z TR EHF0] 92 o) 7RIS o SA = o 5
< EQIch

HeRRBIS 5-HT, 5-HT, 58419 £34 «, ol=dldeAd
8A2}F AAloks 713-E 71K PRI, thE F-2A|2t
9] U IEINE 2011, S AKAPFIY HeHe] HskE
Q0717 ¢lot EHF A= Yol ARBEA|TE ARE- 27| 7Rt
Y| 2Rg0 ' RIS ke £ glof e St
1278 Yehd o Q11 A5 7] F2Rg0] QlrH42]. QMHE
Z 37301 Qb= 77| o1 9] EHF Ol Rk HeIH.

it

2) XA (Antipsychotics)

o
AL glor 2 JB|IAERI 2Fg0 2 O tieh avkE LER
Ao AAEAL it PEAEAR= SOl sEE =TS
o] ofd Aoz BT XA RA = HALERA] =t FEleR
< H1 &A1t 5-HT,, +-8AIE HAlsk= 2-8-0= 21y a vt
G20t QAbE 7HITh 25~200 mge] AT AREAlRE ZHEA], St
AFEQEs S, B2 E-55 (akathisia), A 37t 52 F2k80| Lt
Efd = QU] mhzol 252 A|=o] kR eR=tH43]). &
52 SRR AREIS, HEFYH, 225 TRl &
of BIE Bl A7 it SRR F5|AER
21§02 v] SojARl A VE LFERHT, of2] ~-g-Ao] 285t
7] 2O £ ARGC R XY R I AA LBt A o] At
B2 So5tks 2HS 2RO AR 73Ol Qi

o

3) S|2~ERI 48] AA|A| (Histamine receptor antagonist)

FS|AERIAR] tlHIsto| = 21T (diphenhydramine), SHIES
AR (hyproxyzine), =A2HT1(doxylamine)-2 X-4H a3t Q)
o] A o] FH50l= 2yt QAT Tt |opA| A =THA E
T RbH0|R] Qitt, Bakg.0 g kol 9 QIA7|52] &4,
FE= B 50| Qo S GAITE ATIZE AR S T

g ato] ek udeit e 42 A= 4 -
5. M=-2 A

wEtEy 284 §3A7F XEH 02 fe=zo] glom o] 9
of N2EU(5-HT,,) $8A|2 22X (orexin) A7 22 A
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T Bl k. 20| FEF FEF ol HoAe] EHT A
2A R, ol @A F 295 A=A GABA,F-&A 2+
kEoA1e] HiStE Hojrt 2T NREUC] M-S EXsk
LS AA5k=, FH 720 T894 T2 F= 7159 F
A2 T AREY 840 2-8-5k= 2k=0f tieh A7 Bt
Y] 5-HT,,, 5-HT,. 84 A A (ristansetin, ketan—
serin, seganserin)2} ICI-169369, AT&H&0] 5-HT,, 84 A4
A (eplivanserin, volinanserin)@} 5-HT,, F-2Z %A (pimavan—
serin) 7 AJIkpAS S7FAIHTH 44, of2fet eka-2 o] 74
o= BYhs HOLE vlEtiH] a3} F26HA| eittal ]
o] eplivanserin?} volinanserin< AJZHe| x| 25Tt

RN 7S ZXI6k= AHHE|= (orexina—A, orexin B &
= hypocretin-1, hypocretin-2)2t IHEl = S22 @2A0] &
= A7) 2ol wet AR AP0 ol JkE vt
AVSRolA QElLS TSk FE2 ZMJolA HO R o]
Sk=tl 83 Ag¢S & o= AZFE|AL QIHf. Orexin 1 recep—
tor®} orexin 2 receptor antagonist?! almorexant@} suvorexant”t
AT Xme] 34 A7F o2 £He| JHAIRF FAof BaykE B
L, SB-6498687F 2/ - 5Ol 3irH45.46]. ©1 2] F1He] =
HZ Ui 2 R AP, 9 S4801 gl M QbR HetE

84 AAAQI VEC 1627 34 G- Folct.
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