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Key Facts:
Insomnia is the disturbance of a normal sleep pattern that can include difficulty getting to sleep, difficulty
maintaining sleep or early morning waking
Insomnia can be a symptom of an underlying condition (e.g. mental health problems or physical illness)
Prevalence is 10-38% and symptoms can be transient or chronic
Significant insomnia results in impaired daytime functioning and can cause significant distress
It occurs more often in women and with increasing age

*CBT-i

Risk factors for insomnia:
Mental health problems
Physical health problems
Chronic pain

Sleep apnoea

Shift work

Restless leg syndrome, sleep
walking, teeth grinding
Situational stress
Environmental factors (noise,
light)

Drugs that can contribute to
insomnia:

Antidepressants (SSRI, SNRI,
MAOI)

Diuretics

AEDs — lamotrigine,
phenytoin
Antihypertensives — beta-
/calcium-channel blockers
NSAIDs

Statins

Laxatives

Hormones — corticosteroids,
thyroxine

Salbutamol, theophylline,
decongestants

Drug and substance misuse
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Patient presents with
insomnia

!

Medical and psychological
history and physical
examination
Detailed sleep history

!

Sleep history:

—

Further investigation only if

indicated

!

Ensure comorbidities such
as anxiety and depression,

& or physical health problems

are optimally managed,
review drugs

Medication, substance use
(including caffeine, alcohol,
nicotine, over-the-counter
medication)

Duration of symptoms
Impact of insomnia of
daytime functioning

Assess beliefs about ‘normal
sleep’

Symptoms of obstructive
sleep apnoea (loud snoring,
observed episodes of
stopped breathing during
sleep, abrupt awakenings
with gasping or choking,
waking with dry mouth, sore
throat, morning headache)

!

Short-term insomnia (<3 months)

- Give sleep hygiene advice (printable leaflet) -

- Reassure that sleep will often improve with time

- Ask patient to complete sleep diary for 2 weeks -
to assess sleep patterns and to identify useful
behavioural targets for change

- Do not prescribe hypnotics routinely — see next

page

- If sleep hygiene measures fail, consider referral
for CBT-i if available*

!

Long-term insomnia (<3 months)

First-line treatment is CBT-i if

available*

Sleep hygiene advice (printable

leaflet) and
diary while

ask to complete sleep
waiting for CBT-i or if

unavailable
Hypnotics are not usually
recommended for chronic

insomnia —

: CBT for insomnia, available with Millicent, Clinical Psychologist

see below



Kijabe Guidelines

Sleep hygiene advice

This is the cornerstone of any treatment plan for insomnia and should be discussed with anyone suffering
with insomnia. 30% of people with primary insomnia will get better with sleep hygiene alone.

This information is available to print for the patient (Kijabe wordpress OPD guidelines).

Specific advice or problem-solving may arise following history-taking or analysis of a patient’s sleep diary.

General advice includes:

e Stick to a regular sleep pattern and avoid daytime naps or ‘lie-ins’ if you've had a bad night’s sleep
Create a comfortable environment in your bedroom wherever possible (temperature, light, clutter)
Avoid working in your bedroom
Do not watch TV or use a computer/phone/tablet in bed.

(*back-lit screens devices can suppress the release of melatonin and therefore prevent sleep)

Increase daily exercise (but not in the evening)

Avoid caffeine, cigarettes and alcohol in the 6 hours before bed

Use anxiety management or relaxation techniques.

Plan a relaxing or calming activity before bed to prepare for sleep

Keep realistic expectations about sleep; recognise that you can cope even after broken sleep

Don’t lie in bed awake for long periods - get up if still awake after 20 minutes, do something calming

and then try again

e Try and postpone night-time worries until the morning - note the worry down on paper and tell
yourself that you will deal with it in the morning

Pharmacological treatment in insomnia

Should ONLY be considered when non-drug measures have failed and where the insomnia is severe, disabling

or causing extreme distress

Use the lowest possible dose for the shortest possible time, typically 3-7 days and for a maximum of 2

weeks. Intermittent use is also desirable

REMEMBER:

- Hypnotics may provide some relief from the symptoms of insomnia, but they do not treat any underlying
cause and a large placebo effect has been shown

- Risks arise with even a short-term prescription of a hypnotic - falls and fractures, accidents

- Long-term complications - dependence and withdrawal, cognitive impairment and risk of dementia

First Line Diazepam Adult over 18 years; 5-10mg at bedtime;
Elderly, initially 5mg at bedtime increased if necessary

Second Line Promethazine hydrochloride | 25-50mg at bedtime

Notes:

1. Ifthereis an inadequate response to one hypnotic there is no evidence any other will help.

2. Switching from one hypnotic to another should only occur if a patient experiences adverse effects considered to
be directly related to a specific agent.

3. Sedating antihistamines such as promethazine may be useful where possible risk of dependence is a concern
however their sedative effect diminishes quickly.

4. Antipsychotics should not be used to treat insomnia (but insomnia may improve in response to adequate
treatment of a psychotic episode with antipsychotics).

5. Antidepressants should NOT be used to treat insomnia (but insomnia may improve in response to adequate

treatment of a depressive episode). Low dose amitriptyline is sometimes used to treat insomnia but, where there
is no relevant co-morbidity (e.g. neuropathic pain), it should not be used as tolerance is quickly developed to the
sedating effects and the relative side effects are unfavourable compared to the preferred hypnotics above.
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