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Pharmacological treatment

Benzodiazepines
BENZODIAZEPINE medications,

the most commonly prescribed med-

ications for insomnia, are effective

and there are good data to support

short-term use, but little data to sup-

port their use beyond more than a

few weeks.

Temazepam and oxazepam are

shorter-acting and are appropriate

for patients with sleep initiation

insomnia and for those trying to

return to sleep after prolonged awak-

ening in the middle of the night.

Patients who wake frequently

during the night (sleep maintenance

insomnia) may require longer-acting

medications (nitrazepam, diazepam).

Shorter- and longer-acting agents

have a similar action but their half-

life varies, and morning ‘hangover’

can be reported with both.

The benefits and the risks (toler-

ance, dependency) should always be

explained to patients, although this

class of medications is much safer

than earlier barbiturate preparations,

and potential for abuse remains low.

Non-benzodiazepine selective
receptor agonists
Zolpidem (Stilnox) and zopiclone

(Imovane) have unrelated chemical

structure to benzodiazepines but

work on selective benzodiazepine-

receptor sites. They have a more

hypnotic action, with little or no

anxiolytic or relaxant properties.

They have fewer side effects than

benzodiazepines (hangover, tolerance,

dependency) but they also have short

duration of action, and sustained-

release preparations are lacking at

present. They may be a better choice

for intermittent longer-term use.

Sedating antidepressants
Some antidepressants with sedating

properties may be used in the treat-

ment of insomnia (eg, dothiepin,

doxepin, amitriptyline) for inducing

sleep.

Sedating antihistamines
A variety of older agents is now

available over the counter at the

chemist (pheniramine, diphenhy-

dramine, polaramine, azatadine).

Many of these agents are also part of

cough and cold elixirs used partially

for night-time sedation.

Often an activating effect is felt

before the sedating effect, and this

may be disconcerting. Longer-acting

or sustained-release preparations are

best avoided.

Herbal therapies
Several commercially available

preparations are available at

chemists (usually containing, for

example, passionflower, chamomile,

St John’s wort, valerian and hops).

Directly compounded products are

also available from reputable herbal-

ists. These are attractive alternatives

for patients but the dose and con-

tent of the active ingredient may be

questionable, and few preparations

have been effectively evaluated.
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Delayed sleep-phase
insomnia
BENZODIAZEPINES have

been found to be ineffective in

the long-term treatment of the

delayed sleep-phase insomnia.

Chronotherapy is an effec-

tive treatment that involves

the patient adjusting the cir-

cadian timing system to the

desired clock time by delay-

ing or advancing bedtime by

a set duration (eg, 30-60 min-

utes) over a period of a week

or more, or skipping a night’s

sleep and rescheduling sleep

and wake times.

When the patient is sleep-

ing at the desired time, care

must be taken to maintain a

strict schedule each night, oth-

erwise the process may have

to be repeated. Assistance

from a sleep-disorders spe-

cialist can help minimise any

potentially disruptive effects

the patient may experience.

Disruptive symptoms during

the treatment phase may

include further sleep depriva-

tion, fatigue, digestive upsets

and poor concentration.

In practice this method of

resetting the circadian clock

proves to be quite difficult

because it takes a lot of disci-

pline to maintain the differ-

ing times of retiring and rising

throughout the period of

phase resetting. During this

period other factors such as

daily exposure to sunlight and

the timing of meals and exer-

cise also need to be consid-

ered.

The pineal hormone mela-

tonin has been shown to be

helpful in resetting the circa-

dian clock if taken at around

the desired bedtime each

night. Recommended doses

range from 3mg to 6mg a

night.

Early morning bright-light

therapy is a strong stimulus

for resetting the circadian

clock. However, patients with

delayed sleep-phase insomnia

often sleep through the critical

period in the morning when

bright light can reset the cir-

cadian sleep-wake cycle. To

overcome this problem, bright

light may be applied using a

light-box placed near the

patient’s bed and timed to

come on early in the morn-

ing for several hours.

Jet-lag type
A mismatch between desired

sleep and activity times and

local time usually occurs

when people rapidly transit

two or more times zones (eg,

flying from Melbourne to Los

Angeles).

Adaptation to the new time

zone usually takes place more

quickly if the person is

exposed to local time cues.

The person should therefore

be advised to eat meals at the

local mealtimes and remain

awake and active until night

time. Exposure to sunlight

during the day and taking

melatonin 3-6mg 30-60 min-

utes before bedtime can

decrease adaptation time.

It takes at least 5-10 days

to fully re-synchronise circa-

dian rhythms, so considera-

tion needs to be given to

whether it is worth re-syn-

chronising, depending on the

intended duration of the stay

in the new time zone.

Shiftwork type
The most common com-

plaints are problems initiat-

ing and/or maintaining sleep

and related fatigue and mood

problems when sleep and

work are mismatched to the

normal schedule of sleep and

activity.

These problems tend to be

worse when work schedules

are poorly organised. Work

schedules that rotate in a

clockwise fashion (morning

followed by afternoon fol-

lowed by night shift) and

allow sufficient days off

between shifts for recovery

are the best for health.

The main period of sleep is

often greatly reduced and

strategically timed naps can

be helpful in sleep-deprived

shiftworkers. If workers drive

home to sleep in the morning

they should wear sunglasses

to minimise the effects of

bright light on the circadian

clock.

Other circadian sleep 
disorders (unspecified type)
Other less common circadian

disorders include advanced

sleep-phase insomnia, prob-

lems with reduced amplitude

of rhythms, arrhythmias and

free-running rhythms.

Phase disorders
Patients with depression often

show early morning waking

and difficulty returning to

sleep again.

In schizophrenia there is a

tendency for patients to retire

up to an hour earlier than is

usual and nap during the day.

Treatment should focus pri-

marily on the psychiatric

symptoms, but advice about

how to improve sleep is often

helpful (see Sleep hygiene and

behavioural rules, in Insom-

nia Part 1 in the previous

issue).

Period disorders
These patients may fail to

synchronise their sleep-wake

cycle to the day-night cycle,

and fall into two categories:

those who are blind, and

those who are sighted.

In blind people circadian

rhythms may ‘free-run’ or

drift in time at a period that

is usually greater than 

24 hours, and the usual

time cues are not effective.

Melatonin is effective in

synchronising the circadian

rhythms when it is taken at

the same time each day

(dose 3-6mg/day).

Some individuals who are

not blind are unable to syn-

chronise their circadian sleep-

wake rhythms to the day-

night cycle and misperceive

time cues or may have an as-

yet undefined neurophysio-

logical abnormality involving

the circadian system, hypo-

thalamic pacemaker, or both.

Treatment involves strength-

ening daily time cues and use

of melatonin.

Amplitude disorders and
arrhythmias
These general types of disor-

ders of the circadian timing

system usually involve

reduced amplitude of rhythms

or, in more extreme cases, the

complete loss of all rhythmic-

ity (random bouts of sleep

and activity throughout the

day-night period).

It is poorly understood, and

there may be no specific treat-

ment unless it is due to a spe-

cific illness such as Addison’s

disease (lost rhythm of corti-

sol secretion).

Treatment of circadian sleep disorders

It takes at least 
5-10 days to fully
re-synchronise
circadian
rhythms, so
consideration
needs to be given
to whether 
it is worth 
re-synchronising. 

Insomnia diagnosis and treatment flow chart

YesNo

Duration of sleep problems

Chronic insomnia >4 weeks

Measure sleep duration subjectively
and/or objectively (polysomnography)

Consider treatments
■ Hypnotics
■ Stimulus control
■ Relaxation techniques
■ Sleep hygiene

Idiopathic/psychophysiological
Insomnia

Idiopathic
insomnia

Psychophysiological
insomnia

Sleep >7 hours/day: sleep
state misperception

If <7 hours/day sleep and sleep 
efficiency <90%, exclude:
■ Inadequate sleep hygiene
■ Psychiatric disorders
■ Restless legs syndrome
■ Medical disorders
■ Circadian rhythm disorders

Treat 
underlying cause

Sleep no 
better

Is there:
■ Anxiety/fear of sleep
■ Improvement on holidays

Medical problem
Patient complaint of

poor sleep

Acute insomnia 
<4 weeks

Figure 1: Bright light therapy

Sleep hygiene and
reassurance.

Hypnotics optional
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Author’s case studies

Sleep initiation insomnia
ANNA, a 38-year-old acad-

emic, reported a 10-year his-

tory of difficulties falling

asleep each night, and that

the little sleep that she did

have was not restorative. She

said she worked late each

night on her computer and

when she went to bed she

could not turn off her mind.

Anna reported that she

kept thinking about work-

related tasks, worried when

she looked at the clock early

in the morning, and often

got up and returned to work

on her computer when she

could not sleep.

She reported that most

days she had difficulty get-

ting out of bed in the morn-

ing and that her concentra-

tion was very poor during

the day. She reported that

her problems with sleep had

begun soon after she had

taken up the position of

head of her department at

the university. Before this

time, when she was just an

ordinary member of staff,

she had no problems with

sleep.

A thorough physical

examination found that,

apart from being slightly

underweight, Anna was in

good general health. Her

mood, although slightly

depressed, did not suggest

major depression.

Further inquiry revealed

that Anna was working very

long hours, her workload

was very high, she did not

take proper breaks or eat

regularly while at work and

had not taken a proper holi-

day for about seven years.

The history and symptoms

that Anna described were

consistent with a diagnosis

of sleep-onset insomnia

caused by poor sleep hygiene

and lifestyle factors. This

form of insomnia is referred

to as primary or psy-

chophysiological insomnia.

The treatment plans con-

sisted of reviewing Anna’s

work habits, improving her

lifestyle and implementing a

range of behavioural and

sleep hygiene interventions

designed to improve sleep.

Working with Anna it was

evident that she needed to

delegate many of the tasks

that she had taken on as

head of her department.

Given that, before becoming

head of her department, she

had little experience or train-

ing in management, it was

suggested that she make time

to undertake some short

courses in management

within the university.

Lifestyle issues were dis-

cussed within the context of

balancing work hours with

time for rest and enjoying

other activities. Anna was

advised to take regular breaks

at work and to leave work at

a reasonable time each day.

Given that Anna’s work

involved mainly sedentary

activities, she was encour-

aged to engage in regular

exercise each day. Walking

each day at about 6pm was

the suggested activity, but

joining a gym was also

raised as a possibility.

She was given a list of

behavioural and sleep

hygiene tips to help improve

her sleep. The main tips

were:

■ To stop working early in

the evening and allow suf-

ficient time for relaxation

before bedtime;

■ To go to bed and get up at

the same time each day

regardless of whether or

not she slept;

■ To avoid looking at the

clock after going to bed;

■ To use stimulus control if

she had too much difficulty

falling asleep.

Stimulus control involved

getting up briefly and doing

some passive activity not

related to work and return-

ing to bed when sleepy.

She was also instructed

that, if she could relax in

bed by thinking pleasant

thoughts or doing progres-

sive muscular relaxation, this

Anna worked late each night on her computer and when she
went to bed she could not turn off her thoughts.

Parasomnias
PARASOMNIAS involve the activation

of the autonomic nervous system or cog-

nitive processes during sleep or during

the sleep-wake transitions. Therefore,

these disorders are not really sleep disor-

ders, but disorders involving inappropri-

ate intrusions of arousal processes during

sleep. Treatment is aimed at the organ

system causing the inappropriate arousal

during sleep.

Sleeptalking
Somniloquy is common, genetically

linked, and usually of little clinical sig-

nificance.

Sleepwalking
Sleepwalking is most common in chil-

dren, with about 15% (mainly boys)

having episodes (compared with <5% of

adults). In children, sleepwalking is usu-

ally benign, self-limiting and usually lasts

only a few minutes. It usually begins

before age 10 and usually stops before

age 15.

Sleepwalkers are difficult to commu-

nicate with and, if left alone, often return

to bed. When woken they have little

memory of the episode. Treatment is as

described under Sleep terror, below.

Nightmares
Nightmares are frightening dreams

accompanied by moderate levels of auto-

nomic activity (eg, tachycardia) and

arousal, usually occurring in REM sleep.

Recollection of the dream content is usu-

ally fairly complete. Nightmares do not

become a matter of concern unless they

are recurrent, disrupt sleep or are anxio-

genic.

Dopaminergics may cause nightmares

and vivid dreams.

Treatment. Try benzodiazepine anxiolyt-

ics, or antidepressants that suppress REM

sleep. Also, it is possible to change dreams

(nightmares) by consciously thinking

about incorporating new material to

make the dream more benign. This

approach is particularly effective with

young children (eg, incorporating an

imaginary protector into the dream).

Sleep terror
Sleep terrors are similar to nightmares

but occur in non-REM sleep. They may

be frequent and include more vocalisa-

tions, motility, autonomic discharge and

usually more fear and anxiety than night-

mares.

They begin before age 10 and are usu-

ally outgrown during adolescence. Sleep

terror and sleepwalking have similar clin-

ical characteristics.

After a correct diagnosis has been

made, it is important to reassure, partic-

ularly children, that in most cases the

arousal is benign and self-limiting in

nature.

Treatment. Patients should be given prac-

tical advice about basic safety precau-

tions that can be taken. For example, the

bedroom should be cleared of obstacles

and any windows should be locked or

otherwise secured (eg, consider deadlocks

or alarms to outside doors).

Avoid sleep deprivation because it may

precipitate arousals and regularise the

sleep-wake cycle.

Bystanders should not intervene during

arousals, as this may prolong the event,

and in most cases the person is best left

alone — any observer should just ensure

that no injury occurs.

In cases where the arousals are dan-

gerous or disruptive to the patient or to

others and no obvious precipitant can be

identified, treat with either benzodi-

azepines or tricyclic antidepressants, or

with hypnosis with relaxation and mental

imagery.

Post-traumatic stress disorder
Post-traumatic stress disorder is almost

always associated with major sleep dis-

turbances and nightmares. It was previ-

ously associated with war trauma but it

may occur after any psychologically dis-

tressing event beyond the range of every-

day human experience.

Treatment. Treatment is difficult and usu-

ally requires long-term counselling, which

may or may not resolve the nocturnal

symptoms, or a trial of imipramine or

alprazolam.

REM sleep behaviour disorder
REM sleep behaviour disorder occurs in

REM sleep and involves a problematic

behavioural release, experienced as an

enactment of distinctly altered, unpleasant

and combative dreams, and may result

in injury.

Treatment. The acute form is usually

associated with medication toxicity, drug

and alcohol abuse or withdrawal. The

chronic form is primarily a male phe-

nomenon (87%), with predominance in

those aged over 50, and patients should

be referred to a sleep clinic.

Bruxism
Bruxism during sleep can occur at any

age and is believed to affect about 15-

20% of the general population. It occurs

during all stages of sleep but is more

likely to occur during stage 2 of non-

REM sleep or during REM sleep.

During episodes of bruxing, the force

applied may be greater than that observed

during conscious clenching and in severe

cases damage to the teeth and/or jaw may

occur. Headache or jaw pain on awak-

ening may be indicative of bruxism.

Treatment. Options include occlusional

adjustment by a dentist, or mouth splints,

psychotherapy, hypnosis, and benzodi-

azepines or tricyclic antidepressants.

Polysomnographic studies should be

performed to rule out nocturnal seizures

if patients show major oral damage (eg,

broken teeth).

Periodic limb movement disorder
Periodic limb movement disorder is

common in adults but rarely observed in

children. Movements involve periodic

(every 20-40 seconds), sustained (0.5-4.0

seconds’ duration) muscle contraction of

one or both legs, variably associated with

unperceived arousals.

Treatment. Focus on sleep hygiene issues

initially (see Part 1 in previous issue). If

this does not reduce the incidence, seda-

tive medication may be required (see

treatment of restless legs syndrome

below).

Restless legs syndrome
Restless legs syndrome involves unusual

or ‘funny’ feelings that may begin when

lying in bed awaiting sleep onset or sitting

passively in a chair. The feelings are usu-

ally in the lower legs below the knees,

but may involve the upper legs and pelvis.

The feelings can be described as tin-

gling, aching or burning and are associ-

ated with an urge to move the legs. This

often results in jiggling the legs in bed or

standing up and walking.

In women the condition may first

appear during pregnancy. Although it

usually disappears after giving birth, it

may return years later. Low blood iron

concentration without anaemia, eg, in

diseases such as rheumatoid arthritis or

kidney failure, tends to make the condi-

tion worse.

Caffeine in tea, coffee or soft drinks

may worsen restless legs syndrome, as do

tricyclic antidepressants.

The syndrome is often associated with

periodic limb movements when asleep.

Treatment. Treatment is often not

required if the symptoms are mild and

intermittent. Serum ferritin levels should

be checked and caffeine intake reduced.

Drug treatments include codeine, benzo-

diazepines (eg, clonazepam), antiepileptics

(eg, carbamazepine, gabapentin) and

antiparkinsonian medications (L-dopa,

pergolide, cabergoline).

Sleep paralysis
Sleep paralysis with sleep-onset halluci-

nations tends to be very frightening. In

this condition the paralysis, with or with-

out frightening hallucinations, may occur

at sleep onset and/or when waking from

sleep.

This condition has been suggested to

explain cases in which otherwise normal

patients have reported being haunted by

ghosts, troubled by witchcraft, out-of-

body experiences, demons and other

supernatural agents.

Sleep-onset hallucinations are often

observed in narcolepsy, but the same

symptoms may occasionally be experi-

enced by people without narcolepsy, espe-

cially after a period of sleep deprivation.

The cycle is usually broken when the

person finds they are able to move their

fingers or some other part of their body.

Treatment. If there are no other symp-

toms of narcolepsy present, in most cases

further evaluation is unnecessary and

patients need only to be reassured about

the benign nature of the phenomena.

Other sleep disorders that may mimic insomnia, and 
their treatment

Sleep terrors begin before age
10 but are usually outgrown 

in adolescence.
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would be even better than

having to get out of bed to

break the cycle of not sleep-

ing.

The other important part

of treatment was encourag-

ing Anna to be less anxious

about her sleep. She was

asked to record her sleep

pattern on a sleep log chart

for the following two weeks.

When she returned, an

examination of the sleep log

revealed she was having a lot

less trouble sleeping on most

nights. However, it was

early days and there was a

need for further improve-

ment.

Anna also reported that

she was exercising most days

and had joined the local

gym, enrolled for several

management courses and

had begun to delegate a lot

more tasks to other members

of her department.

She said she felt better

during the day and that the

exercise was partly respon-

sible. Finally, she reported

that she was planning a two-

week holiday at the end of

the semester.

Regular follow-up visits

were arranged to monitor

Anna’s progress over the

next several months.

Sleep maintenance
insomnia
Tom, 49, a successful self-

employed builder, presented

with the primary complaints

of frequent waking during

the night, increasing diffi-

culty returning to sleep after

each period of wakefulness

and a mild degree of daytime

tiredness.

He said he no trouble

falling asleep when he went

to bed each evening.

Although he felt tired during

the day he did not report

fatigue and was able to carry

out the demanding physical

tasks required in his build-

ing work.

However, he did report

trouble with remembering to

do some things and was

annoyed because he was

making more mistakes in

calculations that he usually

had no trouble with.

Tom estimated that the

sleep difficulties had begun

about three years earlier and

had slowly worsened to the

present level. Examination

revealed that, although Tom

was in good physical heath,

he was about 15% over-

weight.

Examination of his nose

and throat indicated no seri-

ous occlusion of his airways.

Further inquiry revealed that

Tom’s wife had encouraged

him to visit the surgery

because of his sleep difficul-

ties and daytime tiredness.

She also reported that he

was snoring moderately

when he was sleeping on his

back and that he frequently

moved vigorously during

episodes of snoring.

She also said that he was

not good company in the

evenings because he fell

asleep in front of the TV

before bedtime most nights.

The history of sleep prob-

lems reported by Tom and

his wife strongly suggested

sleep maintenance insomnia

secondary to sleep apnoea.

A full polysomnographic

study in the sleep laboratory

revealed that Tom had very

mild obstructive sleep

apnoea that was worse when

he slept on his back.

As this was very mild, a

conservative approach to

treatment was adopted. This

included a weight-loss pro-

gram that revolved mainly

around dietary changes

rather than exercise, given

that Tom was very active in

his work. Tom was also

instructed to not go to sleep

on his back and to try to

sleep mainly on his sides.

The second part of the

treatment focused on insom-

nia by instructing Tom

about sleep hygiene. Tom

was given a list of instruc-

tions designed to maximise

the consolidation of his noc-

turnal sleep and help him

return to sleep quickly if he

woke during the night.

The main instruction was

to limit sleep to his bed and

not to sleep in front of TV

during the evenings. He was

also asked to practise stimu-

lus control when he woke

during the night. This

involved getting out of bed

for a very short time and

engaging in a passive task in

another room until he felt

sleepy and could return to

bed.

Previously when Tom

could not return to sleep he

tended to turn on the TV or

start looking at plans for the

next day’s work. Both these

activities tended to further

arouse him rather than pro-

mote sleep.

In a follow-up visit four

weeks later, Tom and his

wife reported that his sleep

was more consolidated

during the night and that he

was feeling more alert

during the day and in the

evening. Tom also reported

that he had lost about 3kg

by cutting down his intake

of foods high in fats and

sugars.

Tom’s wife observed that

his snoring, although still pre-

sent, was reduced and less

intense. An ongoing plan to

monitor his progress was sug-

gested and a further

polysomnographic sleep study

was tentatively scheduled

within six months, depending

on Tom’s rate of weight loss.

Key support services

■ Australasian Sleep
Association (ASA), GPO
295, Sydney NSW 1043. 
Tel: 0500 500 701, 
fax: 0500 500 702, 
e-mail: sleepaus@
ozemail.com.au

■ Narcolepsy and 
Overwhelming Daytime
Sleepiness Society of
Australia Inc (NODSS),
PO Box 100, Rosanna
Vic 3084. Phone
(03) 9761 9767,
(03) 9432 9669, 
fax (03) 9761 9727, 
(03) 9432 9758.

■ Sleep Disorders 
Australia, PO Box 303,
Roseville NSW 2069.

Adelaide
Sleep disorders unit, Repatriation General Hospital, Daw Park, SA 5041.

Brisbane
Sleep investigations unit, Prince Charles Hospital, Chermside, Qld. Phone 0404 187 373. 
Department of psychiatry, Princess Alexandra Hospital, Brisbane, Qld. Phone (07) 3839 0378.

Melbourne
Insomnia clinic, Epworth Sleep Centre, Epworth Medical Centre, 187 Hoddle Street, Richmond 3121. 
Phone (03) 9427 1849, fax (03) 9427 8522.
Insomnia clinic, department of respiratory medicine, Austin and Repatriation Medical Centre, Heidelberg West 3081. 
Tel: (03) 9496 2444, fax (03) 9496 2097 (public, with no fee charged, serves north-west-east area of Melbourne).
Sleep disorders clinic, department of respiratory & sleep medicine, Monash Medical Centre, 246 Clayton Road, 
Clayton 3168. Phone (03) 9594 2900, fax (03) 9594 6311 (fee-paying, with one free public clinic per month, serves 
south-east area of Melbourne).

Perth
Respiratory sleep disorders clinic, Sir Charles Gairdner Hospital, Nedlands, WA 6009. Phone (08) 9346 2422.

Sydney
St Vincent’s Clinic Sleep  Disorders Service (private practice, no referral required), 438 Victoria Street, Darlinghurst, NSW 2010.
Phone (02) 8382 6829. 
Sleep Health and Respiratory Support Clinic, Royal Prince Alfred Hospital. Phone (02) 9515 6655.

Some of the larger insomnia treatment centres near you

Further reading

Ambrogetti A. Sleeping
Soundly. Understanding
and Treating Sleep 
Disorders. Allen & Unwin,
Sydney, Australia, 2000.

Narcolepsy and Over-
whelming Daytime Sleepi-
ness Society of Australia
Inc. Sleep Too Much or 
Too Little? What is Your
Problem? NODSS Guide 
to sleep disorders. NODSS,
Rosanna, Vic, 1999.

Morawetz D. Sleep Better
… Without Drugs. (Self-help
program.) 1994. Free call:
1800 066 044.

Lack L, Wright H, Bearpark
H. Insomnia — How to
Sleep Easy. The Latest
Non-drug Treatments for
Sleep Disorders. (A new,
useful small book for 
understanding sleep and
management of insomnia
and non-drug insomnia
treatment. It is one in the
Australian Women’s Weekly
Health Series published 
by ACP and Media 21.)
Available from
http://magshop.com.au/
Product.asap?CID=494

Although Tom
was able to
perform the
demanding
physical tasks
required in his
building work,
frequent night
waking and
difficulty getting
back to sleep
made him tired
during the day,
affected his
memory and
made calculations
more difficult.
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Case study
NADIA, 27, is a psychiatry

nurse who lives with her

plumber boyfriend. She works

in the local hospital psychiatry

unit on a rotating roster of

days, evenings and nights.

Since her teens she has

enjoyed “a couple of cones”

of marijuana most days,

saying it helps her relax and

sleep. This is now an

entrenched daily pattern that

she shares with her boyfriend.

She finds it almost impossible,

particularly after a late shift

that finishes at 11pm, to get to

sleep before the middle hours

of the morning unless she uses

marijuana.

Nadia and her boyfriend

are now talking about start-

ing a family and Nadia is keen

to stop using marijuana. Try

as she might she finds it very

difficult to get to sleep at all

without marijuana. She is

becoming very distressed.

Questions for the author
What further history and

examination is important in

this situation?

The important questions to

ask in this particular case are

about the timing and rota-

tional aspects of the shiftwork

schedule the patient is work-

ing. Sleep difficulties are

common among shift work-

ers.

When a person comes

home after a normal day shift

at around 5-6pm, they usually

do not go to bed for at least

another 3-5 hours (ie, about

10pm). Therefore, it is unreal-

istic for the patient to expect

to drive home from her nurs-

ing shift at 11pm and imme-

diately go to bed and fall

asleep. In fact, the time that

she reports falling asleep

(around 3am) is consistent

with what is outlined immedi-

ately above. 

In most cases shift workers

need to wind down for at

least one or even several hours

after arriving home before

going to bed. In the period

after coming home from a late

shift they should avoid activi-

ties that might be physically

and/or psychologically arous-

ing. Therefore, drinking tea or

coffee or eating a large meal

should be avoided. If they are

hungry a smaller snack is usu-

ally more than satisfactory.

In the hours before bedtime

the person should sit quietly

and relax like they would nor-

mally do before bedtime on

day shift. When they feel

relaxed and sleepy they should

engage in their normal bed-

time rituals in preparation for

bed (eg, showering and brush-

ing their teeth).

If a person is more aroused

than usual after a late shift they

should do some relaxing activ-

ity such as listening to music

or some more formal relax-

ation exercise such as progres-

sive muscular relaxation.

Finally, it would be useful

to explain the sleep-promot-

ing strategies outlined in Part

1 of this article to this patient.

It would also be helpful to

assist the patient to let go of

her anxiety and frustration

about not getting to sleep

immediately after late night

shift. This could be done by

advising her about the need

to wind down and relax for

at least an hour or so before

going to bed after night shift.

How does marijuana affect

sleep?

Low-to-moderate doses of

marijuana induce a sense of

relaxed wellbeing that is usu-

ally accompanied by drowsi-

ness and sometimes sleep.

Long-term chronic marijuana

use has been observed to

cause disturbances in the

timing of the sleep-wake cycle,

usually due to its negative

effects on motivation (amoti-

vational syndrome) to engage

in normal social activities (eg,

work, study).

Many chronic marijuana

users who present for treat-

ment at sleep clinics show a

delayed pattern of sleep (see

Delayed sleep phase insomnia

in Part 1 of this article), in

which much of the day may

be spent sleeping. Hypersom-

nolance (excessive sleep) and

depressed mood are also often

observed in these individuals.

Depression and/or psychosis

with paranoid ideation may

also be caused by chronic

marijuana use.

These symptoms, in turn,

usually lead to sleep problems

that may include onset and/or

maintenance insomnia, sleep

fragmentation and sometimes

parasomnias, including night-

mares and movement disor-

ders (eg, restless legs syndrome

and/or periodic limb move-

ment disorder). Chronic mari-

juana smoking is also known

to cause respiratory diseases

that may negatively affect the

sleep duration and quality.

With respect to the archi-

tecture of sleep, little is known

about whether marijuana

causes subtle changes in the

timing or duration of the var-

ious sleep stages. However,

given that other substances

(eg, alcohol and benzodi-

azepines) affect sleep architec-

ture, it is likely that marijuana

may also cause alterations.

How should I suggest Nadia

wean herself off marijuana?

Abrupt cessation of mari-

juana smoking after moder-

ate-to-heavy, medium- to

long-term use can produce a

withdrawal syndrome. This

syndrome is characterised by

negative mood (eg, irritability

and agitation, anger and

aggressiveness, anxiety),

muscle pains, chills, decreased

appetite and weight loss and

sleep disturbances (insomnia,

bizarre dreams or nightmares).

Relatively recent studies of

the withdrawal syndrome in

marijuana smokers have

shown that the withdrawal

effects are similar in type

and severity to those

observed in people with-

drawing from tobacco smok-

ing. If the patient has with-

drawn from marijuana

smoking previously with

only minor symptoms, an
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abrupt withdrawal is likely

to be more effective than

weaning slowly off the drug.

It may be important to

explain to the patient and

her partner that although

marijuana has not been

shown to be a teratogen in

humans, recent studies have

shown that it may be

responsible for neurobiobe-

havioural effects in children

of users. These effects

include sleep disturbances,

impaired visual problem-

solving, hyperactivity, inat-

tention and increased delin-

quency.

In men, marijuana is

known to lower testosterone

levels and interfere with

sperm production. Therefore

it would be advisable for the

couple to consider complete

abstinence from marijuana

for several months before

conception and also through-

out the entire pregnancy.

Is there any place for short-

term use of an alternative hyp-

notic?

Benzodiazepines are often

prescribed to attenuate neg-

ative symptoms during

withdrawal from a variety

of drugs, including heroin.

A recent Australian study

showed that heroin addicts

dramatically increased their

intake of benzodiazepines

via doctor shopping in the

few months before death by

heroin overdose.

In the present case the

sleep disturbance is specifi-

cally related to shiftwork

and also unrealistic expecta-

tions of sleeping on demand

immediately after working a

late night shift. Therefore the

preferred treatment would

be behavioural or psycho-

logical rather than pharma-

cological and would include

a thorough education about

sleep and the effects of shift-

work (see Part 1 of this arti-

cle).

In some cases, depending

on the anxiety levels of the

patient, short-term hypnotic

use may have a place in

treatment. If levels of anxiety

appear more general rather

than just related to not sleep-

ing, short-term hypnotic use

may be indicated.

General questions for the
author
Many overweight patients in

general practice will admit to

regular snoring and daytime

sleepiness. How does a GP

differentiate those needing

investigation for possible sleep

apnoea?

Snoring occurs occasionally

in 50%, and frequently in

25% of adult males, with

women reporting symptoms

at half the rate of men, so this

is a common scenario. In these

patients the following addi-

tional symptoms and factors

would be indicative of the

need for further investigation

for possible sleep apnoea:

■ Sleep is not refreshing;

■ Headaches and grogginess

after sleep;

■ Dry mouth and sore throat

after sleep;

■ Frequent awakening during

sleep;

■ Waking feeling breathless, or

choking sensations;

■ Feelings of fatigue during

most or part of the day;

■ Feeling of excessive sleepi-

ness during most or part of

the day;

■ Falling asleep in active or

passive situations (eg, while

driving or while watching

TV in the early evening);

■ Short-term memory prob-

lems and confused thinking;

■ Major change in occupa-

tional status because of

sleepiness or fatigue;

■ Recent accidents in the

home, at work or on the

road;

■ Slow but steady weight gain;

■ Morphological features,

including recessed jaw and

narrow airways;

■ Negative changes in blood

pressure status;

■ Sleeping partner reports of

excessive movement, breath-

ing cessation or other

unusual behaviours.

Insomnia is a common

problem in new mothers

and is regarded as an indi-

cator of possible postnatal

depression. Can you com-

ment on the physiological

alterations to sleep a new

baby brings?

The adult pattern of sleep

usually consists of one consol-

idated period of sleep at night

controlled by the internal cir-

cadian clock. In contrast,

newly born babies sleep for

most of the day and night.

Babies’ sleep patterns consists

of much shorter cycles of sleep

and wakefulness (every 2-3

hours) and do not evolve into

a more adult-like pattern until

after about the first six

months of life.

Babies also usually experi-

ence periods of discomfort

due to problems such as colic,

minor infections and teething.

During periods of discomfort

babies may cry for long peri-

ods of time and this is a very

distressing sound to parents.

The arrival of a new addition

to the family may thus result

in the following negative

changes to the parent’s sleep

patterns:

■ Fragmented sleep due to

nursing demands;

■ Difficulty returning to sleep

after nursing;

■ Difficulty initiating sleep

because of concern about

the baby;

■ Difficulty sleeping because

of worry or distress when

the baby is ill;

■ Difficulty sleeping because

of worry of guilt about

maternal skills;

■ Difficulty sleeping due to

hypervigilance.

Generally, disturbances of

sleep affect the mother more

than the father, given that she

does most of primary nursing

duties. The disturbances of

parent’s sleep patterns results

in sleep fragmentation, which

is the main problem. Sleep

deprivation results in daytime

fatigue and negative changes

in mood. Sleep onset and/or

maintenance insomnia may

also occur.

In some cases the mother’s

poor pattern of sleep, estab-

lished during the nursing

period, may become condi-

tioned and remain long after

the baby has settled into a

more adult-like pattern of

sleep.

These cases can prove to be

difficult to treat, particularly

if there has also been con-

comitant depression. Behav-

ioural and psychological treat-

ment for insomnia is required,

but sometimes antidepressant

medications are also needed

to treat depression and pro-

mote sleep.

Is there any evidence on the

safety of melatonin in preg-

nancy and breast feeding?

There is little evidence to

suggest that taking melatonin

during pregnancy and while

breastfeeding is unsafe. How-

ever, this is because no long-

term research has been carried

out to determine safe doses of

melatonin during pregnancy

and while breastfeeding (usual

dose is 3-6mg).

There is no good reason to

take melatonin during preg-

nancy or while breastfeeding.

Melatonin is a hormone that

is believed to act as a chrono-

biotic and if taken at the cor-

rect time may assist in the

timing and promotion of sleep

onset.

The sleep-promoting effects

of melatonin are not dramatic.

Therefore, behavioural or psy-

chological techniques to pro-

mote sleep should be

employed in preference to

melatonin during pregnancy

and while breastfeeding.

Elderly people need less sleep

and often request hypnotics to

ensure they have a ‘healthy

eight hours’. What advice can

GPs give regarding this?

Most older people are well

and, although there are

changes in the timing and

architecture of sleep over the

lifespan, the need for sleep

changes little. It is a common

misconception that older

people need less sleep than

they did when they were

young, or less sleep than

younger people.

In general, some older

people sleep less than when

they were young because they

wake more often during the

night and have trouble return-

ing to sleep, they stay in bed

too long and sleep becomes

fragmented, or the ageing

process itself and disease(s)

disrupt sleep.

It is also a misconception

that everyone needs eight

hours of sleep each night.

Therefore, a good starting

point when working with

people with sleep problems

is to find out how many

hours they slept each night

when they were previously

sleeping well. The doctor

and patient can then work

towards re-establishing a

sleep pattern close in dura-

tion to that previously

reported as a good sleep.

To improve sleep quality

and duration it is necessary

to work through the behav-

ioural or psychological tech-

niques outlined in Part 1 of

this article. It is worthwhile

trying to improve sleep with-

out hypnotics in the first

instance, but this often takes

6-8 weeks and patients may

show some distress during

the process.

It helps to explain to the

patient that sometimes sleep

may get worse in the short

term, but it will improve if the

behavioural treatments are

carried out as directed. In

most cases some work is

needed to change the patient’s

attitudes about sleep so that

they are less concerned and

focused on their sleep prob-

lems.

Stilnox is marketed as an

alternative non-addictive

hypnotic. What is the evi-

dence on this?

Published pharmacologi-

cal clinical trials of Stilnox

have shown this drug has a

low potential for addiction,

compared with the common

benzodiazepine-based sleep

medications.

However, addiction is a

complex phenomenon involv-

ing the interaction of biologi-

cal and psychological factors

and it is possible for people to

develop addictions to medica-

tions that are believed to have

a low addiction potential.

Tricyclics in low dose are a

time-honoured hypnotic.

What is your opinion on this?

Tricyclics may sometimes

prove to be useful as hyp-

notics when combinations of

behavioural, psychological

and sedative hypnotics have

failed over a reasonably long

period of time.

If patients are intermittently

using a relatively short-

acting hypnotic such as

temazepam, how many

nights a week are reasonable

before physiological addic-

tion becomes an issue?

In general, patients should

use hypnotics no more than

once or twice a week to

avoid physiological addic-

tion. Using them three nights

a week or more is suspicious

of addiction.

How familial are disorders

of sleep, including disorders

of increased need for sleep

such as idiopathic excessive

somnolence?

For most sleep disorders

there is very little familial

transmission. However,

some rarer disorders like

idiopathic excessive somno-

lence show a weak trend

towards familial transmission.

However, familial transmis-

sion is much less than would

be observed for a normal

recessive Mendelian trait.

Sleep problems like

obstructive sleep apnoea

may be familial by virtue of

the fact that morphological

characteristics, such as solid

build, recessed jaw and

narrow airways, are often

shared by family members.

Insomnia may sometimes

appear to be familial and

this may depend on family

members being similar in

disposition (eg, highly anx-

ious or depressives) or from

common learned experiences

(eg, disrupted and highly

emotive environments). ●

Quiz

1. How do selective receptor
agonists differ from
benzodiazepines in their hypnotic
and anxiolytic effects?

2. What effect can many OTC cough
and cold agents have on
sleeping?

3. If bright-light therapy is used to
treat delayed sleep-phase
insomnia, when should it be
administered?

4. What advice should you give to a
traveller to minimise sleep
disturbance?

5. What dose of melatonin can
decrease the amount of time
needed to adapt to sleep
disturbance in jet lag?

6. What simple precaution can
shiftworkers take to minimise
sleep disturbance, if driving home
in the morning to sleep?

7. What technique can be used to
make nightmares in children less
disturbing?

8. What test should be done if a
patient has major oral damage,
possibly from bruxing?

9. What conditions and medications
can worsen restless legs
syndrome?

Answers

1. They have a more hypnotic action,
with less anxiolytic effect.

2. They often have an activating effect
before sedation.

3. Early in the morning.
4. Eat meals at the local mealtimes

and remain awake and active until
night-time.

5. 3-6mg, 30-60 minutes before
bedtime.

6. They can wear sunglasses to
minimise the effect of bright light on
the circadian clock.

7. Encouraging the child to consciously
think of incorporating new, more
benign material into the nightmare.

8. A polysomnograph to exclude
nocturnal seizures.

9. Low iron levels without anaemia (eg,
rheumatoid arthritis or renal failure),
caffeine and tricyclic
antidepressants.

Many overweight patients admit to regular snoring and daytime
sleepiness.

28

insom
nia —

 part 2

Htt_Yb_023_028___05  2/6/05  12:51 PM  Page 28


