Adult Insomnia
v Approximately 1 in 7
Canadians have insomnia;
may affect daily function &
quality of life.1
v Patients with insomnia
usually have sleep
misperception; they
underestimate sleep time &
overestimate awake time.
v A sleep diary may give a
better picture of the patient’s
sleep and overcome some of
the sleep misperception.
v Figure 1 reflects the average
hours of sleep as people age.
Using this figure may help
patients understand that
sleep changes across their
life cycle.

Figure 1: The size of the figure reflects the average hours of sleep2

Assessment & Management3,4,5
Assessment
1. Obtain a thorough history.
2. Suggest clinician use a sleep disorder
questionnaire (e.g., Epworth Sleepiness
Scale, Insomnia Severity Index,
Pittsburgh Sleep Quality Index).
3. Suggest patient complete a sleep diary.
4. Refer to sleep clinic or study for further
investigation if necessary (e.g.,
circadian rhythm disorder, sleep
apnea/snoring, movement disorder, or
parasomnia).

Management Overview
1. Address and optimize management of any underlying
medical, psychiatric or environmental causes.
2. Consider drug causes:
• Change drug(s) to AM, taper or stop.
3. Non-Drug Therapy = 1st line therapy
• Cognitive Behavioural Therapy for Insomnia (CBT-I)
4. If required, consider sedatives for short-term use only
(e.g., < 5 weeks) along with CBT-I.
5. Consider taper and/or discontinue benzodiazepines, Zdrugs or other sleeping pills if taking for a prolonged
period of time; risks most likely outweigh benefits.

Common drugs which may cause fragmented sleep, nightmares, nocturia or stimulation6
Drug Class
Examples {CHANGE DRUG(S) TO AM, TAPER OR STOP}
Bupropion, MAOIs (phenelzine, tranylcypromine), SNRIs (desAntidepressants,
Ten most
/venlafaxine, duloxetine), SSRIs (citalopram, escitalopram, fluoxetine,
antipsychotics
common:
paroxetine, sertraline), aripiprazole, clozapine
1. Levodopa
α-blockers (e.g., tamsulosin), β-blockers (e.g., propranolol, metoprolol),
Cardiovascular
2. Prednisone
diuretics (e.g, furosemide, hydrochlorothiazide), statins
3. Venlafaxine
Phenylephrine, pseudoephedrine
Decongestants
4. Fluvoxamine
In combination with caffeine (e.g., Tylenol #1, #2, #3)
Opioids
5. Rotigotine
Formoterol, indacaterol, olodaterol, salbutamol, salmeterol, terbutaline
Respiratory
6. Donepezil
Amphetamine, caffeine, cocaine, ephedrine, methylphenidate, modafinil
Stimulants
7. Pramipexole
Acetylcholinesterase inhibitors (e.g., donepezil), alcohol (fragmented
Others
sleep), antineoplastics, corticosteroids (e.g., prednisone), levodopa,
8. Tolcapone
nicotine, medroxyprogesterone, thyroid supplements, SGLT-2 inhibitors
9. Varenicline
(e.g., dapagliflozin, canagliflozin, empagiflozin)
10. Sertraline
MAOIs=Monoamine Oxidase Inhibitors, SGLT-2=Sodium-Glucose co-Transporter-2, SNRIs=Serotonin
Norepinephrine Reuptake Inhibitors, SSRIs=Selective Serotonin Reuptake Inhibitors
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Non-Drug Therapy

line therapy for chronic insomnia = Cognitive Behaviour Therapy for Insomnia (CBT-I)3,4,5
o Compared to sleep hygiene or usual treatment, CBT-I improves:7
§ Sleep onset latency by 19 minutes (95% CI 14 to 24).
§ Wake after sleep onset by 26 minutes (95% CI 16 to 37).
§ Total sleep time by 8 minutes (95% CI -0.5 to 16).
§ Sleep Efficiency by 9.9% (95% CI 8.1% to 11.7%).
o CBT-I is more effective in sleep latency, total sleep time, total wake time & sleep efficiency
compared to sedative hypnotics (zopiclone, zolpidem, temazepam, triazolam).8
Ø Most mental health counselors at the HFHT have training in CBT and/or CBT-I.
o Please consult with the mental health counselor on your team for
individual or group therapy if available through the HFHT.
Ø

1st

Components of Cognitive Behavioural Therapy for Insomnia (CBT-I)9,10
Component
Intended Effect
Sleep hygiene
Sleep restriction
Stimulus control
Cognitive therapy
Relaxation therapy

Reduce behaviours that interfere with sleep drive or increase arousal.
Increase sleep drive and stabilize circadian rhythm.
Reduce arousal in sleep environment and promote the association of bed and sleep.
Restructure maladaptive beliefs for daytime/health consequences of insomnia.
Reduce physical & psychological arousal in sleep environment.

Drug Therapy3,4,5

Ø Pharmacotherapy should be considered as an adjunctive therapy to CBT-I.
Ø CBT-I combined with medication may produce faster improvements in sleep than CBT-I alone.11
Ø Guidelines recommend no longer than 5 weeks of therapy because of the risk of patient dependence
and tolerance; evidence is limited to short-term treatment.12
Ø Long-term use of hypnotics may be appropriate (e.g., severe or refractory insomnia resistant to CBT-I,
medical or mental health comorbidities), in which case, regular follow-up and reassessment are
beneficial to ensure that comorbidities, tolerance and/or dependence do not emerge.
Ø There are no strong randomized control trials (RCTs) or systematic reviews that allow for definitive
drug recommendations because most of the evidence is of low-moderate quality.
Balancing Benefits vs. Risks for sedative hypnotics13,14
Benefits
Risks
The number needed to treat (NNT) = 13 (95%
The number needed to harm (NNH) = 6 (95% CI
CI 7-63) for a sedative to improve sleep quality
5-7) compared to placebo.
compared to placebo.
o Drowsiness, fatigue, headache,
nightmares, nausea, GI disturbances
Compared to placebo, BZD or Z-drugs improves:
and cognitive effects.
Ø Total sleep time by 25 min (95% CI 13-38).
Ø Serious adverse effects of falls, fractures or
Ø Sleep onset latency by ~ 10 min.
fatal vehicle accidents have been reported.
Ø Decrease mean number of awakenings by 0.6
Ø Fatal vehicle accidents:15 ,16
(95% CI -0.5 to -0.8).
o Benzodiazepine, Z-drugs: ~2-fold risk.
o Opiate use: ~3-fold risk.
o Cannabis use: ~7-fold risk.
o Alcohol use: ~17-fold risk.
Treating 13 patients with a sedative hypnotic (BZD or Z-drug) for insomnia will improve sleep
quality in 1 patient and there will likely be 2 patients with adverse effects (5 days to 9 weeks).
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OTCs

BZD

Antidepressants

BZD receptor agonists

Table 1: Commonly Prescribed Medications for Insomnia (low-moderate quality evidence) 3,4,5,17,18
Generic, Brand Comments, Adverse Effects (A/E)
Usual Dose Cost $
✓=benefit ✗=risk
Zopiclone
✓Indicated for short-term treatment (7-10 days) and symptomatic relief of
Imovane
insomnia by difficulty in falling asleep, frequent nocturnal awakenings and/or
5, 7.5mg T
early morning awakenings.
✓Improves sleep onset latency (19 min), total sleep time (45 min), wake after
sleep onset (11 min).4 ✗Risk of physical tolerance and dependence.
Allow at least 12 hours between bedtime dose & any activity requiring mental
alertness/driving.
A/E: Metallic after taste, daytime drowsiness, falls, fractures, fatal vehicle
accidents
Zolpidem
✓Indicated for short-term treatment (7-10 days) and symptomatic relief of
Sublinox
insomnia characterized by difficulty in falling asleep, frequent nocturnal
5, 10mg S
awakenings and/or early morning awakenings.
Oral disintegrating ✓Improves sleep onset latency (15 min), total sleep time (23 min).4
tablet; cannot be
✓Less chance of morning hang-over effect (short half-life).
split
✗Risk of tolerance and dependence.
A/E: daytime drowsiness, dizziness/vertigo, amnesia, nausea, headache, falls,
fractures, fatal vehicle accidents
Doxepin
✓Silenor is indicated for insomnia; Sinequan is indicated for depression.
Sinequan 10, 25,
✓Consider doxepin if substance abuse or dependence is a concern.
50, 100mg C
✓3mg: improve total sleep time (~12 min), wake after sleep onset (~10 min).4
Silenor 3, 6mg
✓6mg: improve total sleep time (~17 min), wake after sleep onset (~14 min).4
Not to be taken within 3 hours of a meal (delayed absorption) =daytime drowsiness.
A/E: Anticholinergic effects (higher doses); less risk of tolerance/dependence.
Trazodone Desyrel ✓Trazodone is indicated for depression;
✗Limited evidence for insomnia.
50, 100mg, 150mg ✓ Less chance of morning hang-over effect (short half-life).
T
A/E: orthostatic hypotension, priapism (rare); less risk of tolerance/dependence.
Temazepam
✓Indicated for insomnia;
✗Risk of physical tolerance and dependence.
Restoril 15, 30mg ✓Intermediate half-life carries a low-moderate risk of morning hang-over.
C
A/E: Common: drowsiness, fatigue, headache, nightmares, nausea
Serious: cognitive impairment, falls, fractures, fatal vehicle accidents
Melatonin
✓Improves sleep onset latency (~7 min), total sleep time (~8 min) & sleep
1,3,5 mg tab, 10mg
quality.19
✓No apparent physical tolerance and dependence.
CR tab, 3mg SL,
✗Melatonin has no effect on BZD discontinuation20 ✗Purity concerns
various formulations A/E: fatigue, headache, dizziness, irritability, upset stomach, daytime drowsiness
Valerian Root
✗Limited studies. ✗Purity concerns.
Herbal Sleepwell, A/E: dizziness, nausea, headache, upset stomach, hepatotoxicity (rare)
various formulations

3.75-7.5mg hs
Max: 5.0mg in
elderly or
kidney/liver
disease

Initial dose:
Women: 5mg
Men: 5-10mg
≥65y: 5mg
Max: 10mg

Sinequan 1050mg hs
Silenor 3-6mg
hs

(month)
$15-30
Not
covered
on ODB

$60
Not
covered
on ODB

25-150mg hs

$18-25
Doxepin
3-6mg
not
covered
on ODB
$8-12

15-30mg hs

$8

1-3mg 30-90 min before hs
Shift circadian rhythm:
Take 4-5 hours before hs
$3-5, OTC
400-900mg
$6-10
30-60min before
OTC
hs

BZD=Benzodiazepine, C=Capsule, hs=bedtime, ODB=Ontario Drug Benefit, OTCs=Over-The-Counters S=Sublingual tablet, T=Tablet

Others: L-Tryptophan Tryptan 500mg-2g qhs, indicated as an adjunct for affective disorders, conflicting evidence for insomnia, $30-50/month
Magnesium 250mg bid, limited evidence for insomnia21, ~$10/month

Not recommended
The following agents are not recommended for the management of insomnia alone except in cases where the
agent is being used specifically to manage a co-morbidity such as depression or pain
• Acetaminophen, codeine, NSAIDS
• Benzodiazepines (e.g., diazepam, clonazepam,
flurazepam, lorazepam, nitrazepam, alprazolam,
• Antidepressant – mirtazapine, fluvoxamine,
oxazepam, triazolam)
tricyclics (e.g., amitriptyline)
• Muscle relaxants (e.g., cyclobenzaprine,
• Antihistamines (e.g., chlorpheniramine,
meprobamate)
diphenhydramine)
•
Pregabalin, gabapentin
• Antinausea (e.g., dimenhydrinate)
• Antipsychotics (conventional or atypical)
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Benzodiazepine (BZD) or Z-Drug Tapering
Communication tips (Choosing Wisely Canada)22
Ø Stopping sleeping pills can increase alertness, energy, daily
function and can also reduce the risk of falls.
Ø Sleeping pills can have serious or deadly side effects (e.g.,
confusion, memory problems, falls and/or hip fractures).
Ø The drugs can increase the risk of car accidents.
Ø Sleeping pills can be addictive; Sleeping pills may not help much.
Approach to Tapering
v Little evidence to support one tapering schedule over another.25
v Taper slowly (e.g., 10-25% every 2 weeks).
v Use scheduled rather than PRN doses.
v Schedule follow-up visits every 1–4 weeks depending on the
patient’s response to taper & ask patient about the benefits of
tapering (e.g., increased energy, increased alertness).
v Halt or reverse taper if severe anxiety, depression, or withdrawal
symptoms occur:
o Withdrawal symptoms = rebound anxiety, restlessness,
tremor, sweating, agitation, insomnia, or seizures
(particularly when benzodiazepines are used > 8 weeks).
o Onset of withdrawal symptoms: 1-2 days for BZD with
short half-lives, 3-7 days for longer half-lives.
o May consider switching to diazepam or clonazepam or
taper slower (See Table 2 below).
v Consider use of cognitive therapy and/or adjunctive agents to
improve success rates.
§ Adjunctive agents have little evidence with tapering.
§ Examples: Anticonvulsants (e.g., carbamazepine, pregabalin,
valproate), antidepressants (e.g., SSRIs, mirtazapine,
imipramine, trazodone), beta-blockers, buspirone, melatonin
Table 2: Benzodiazepine Equivalent Table
Benzodiazepine
Long-acting

Intermediateacting

Short-acting

26

Chlordiazepoxide (Librium®) 5mg, 10mg, 25mg cap
Clorazepate (Tranxene®) 3.75mg, 7.5mg, 15mg cap
Diazepam (Valium®) 2mg, 5mg, 10mg tab
Flurazepam (Dalmane®) 15mg, 30mg cap
x
x
Alprazolam (Xanax®) 0.25mg, 0.5mg, 1 mg, 2 mg tab
Bromazepam (Lectopam®) 1.5mg, 3mg, 6mg tab
Clobazam (Frisium®) 10mg tab
Clonazepam (Rivotril®) 0.25mg, 0.5mg, 1mg, 2mg tab
x
Lorazepam (Ativan®) 0.5mg, 1mg, 2mg tab, SL
Nitrazepam (Mogadon®) 5mg, 10mg tab
Oxazepam (Serax®) 10mg, 15mg, 30mg tab
Temazepam (Restoril®) 15mg, 30mg cap
Triazolam (Halcion®) 0.125mg, 0.25mg tab

Example of a tapering schedule:23,24

Clinical Pearls
Ø Taper slowly.
Ø Dispense every 1-4 weeks (e.g.,
dosette or blisterpack).
Ø Can taper with current BZD or
Z-drug or switch to diazepam
or clonazepam.
Ø Assess regularly for benefits &
withdrawal symptoms.
Ø Use CBT-I if available.

Approximate Equivalent
Oral Dose (mg)
10
7.5
5
15
0.5
3
10
0.25
1
5
15
15
0.25

Half-life
(hours)
100
100
100
100
12-15
8-30
10-46
20-80
10-20
16-55
5-15
10-20
1.5-5

Cap=capsule, tab=tablet, SL=sublingual, X=not covered on Ontario Drug Benefit (ODB) formulary
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