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SIDE ONEINSOMNIA IN THE ELDERLY: Assessment and Treatment

ASSESSMENT OF INSOMNIA

� Obtain history from patient to identify or to obtain:
• the specific complaint(s) (i.e., difficulty falling asleep

(sleep onset), difficulty staying asleep (sleep maintenance))
• the effect of insomnia on daytime functioning
• diet considerations (i.e., caffeine intake)
• daily activity level (i.e., degree of exercise, duration and

frequency of daily naps)
• sleep diary

� Obtain history from bed partner (or roommate) (i.e., snoring,
body jerks)

� Perform physical exam, psychological screening, and
obtain necessary lab values to identify any secondary
causes of insomnia

� Alcohol

� Anticholinergics

� Antidepressants
• Desipramine
• Selective serotonin reuptake inhibitors (SSRI)

(fluoxetine, sertraline, paroxetine)
• Bupropion
• Venlafaxine

� Antihistamines

� Antihypertensives
• Beta-blockers, clonidine, methyldopa

� Thyroid disease

� Menopause

� Pruritis

It is important to identify and treat symptoms of these
conditions that influence sleep.  Some examples
include:

� If pain is preventing the patient from having quality 
sleep, provide analgesic medications

� If shortness of breath or difficulty breathing (due to 
lung or cardiac disease) is preventing the patient from
having quality sleep, adjust their medication regimen 
(i.e., inhalers) to optimize medication management 
of these chronic diseases

� If heartburn is preventing the patient from having 
quality sleep, ensure timing of meals and bedtime are
adequately spaced apart

� Benzodiazepine withdrawal

� Central nervous system stimulants
• Caffeine, xanthines (theophylline)
• Nicotine
• Amphetamines
• Sympathomimetics
• Decongestants (pseudoephedrine, phenylephrine)
• Phenytoin

� Cocaine

� Corticosteroids

� Diuretics

� Psychiatric/psychological
• Depression, anxiety, stress, mania/hypomania,

dementia, delirium

� Pain (arthritis, cancer, etc.)

� Neurological
• Cerebrovascular accident/ transient ischemic attacks,

Parkinson’s disease, seizure disorder

� Cardiac
• Congestive heart failure, angina

� Pulmonary
• Asthma, chronic obstructive pulmonary disease (COPD)

� Gastrointestinal
• GERD, peptic ulcer disease, diarrhea, constipation

� Genitourinary
• Incontinence, nocturia, urinary retention, benign

prostatic hyperplasia (BPH), overactive bladder

� Assess the possibility of other primary sleep disorders,
such as sleep apnea, restless leg syndrome, circadian
rhythm disorders, and periodic limb movement disorders.
Each of these primary sleep disorders have very different
treatments than those of primary insomnia.

� Determine the type of insomnia present (transient
vs. chronic)

• Transient, or short-term, insomnia most often 
resolves after instituting sleep hygiene or other 
non-pharmacologic measures

• Chronic insomnia most often requires 
pharmacologic therapy in addition to non-
pharmacologic measures.

� Review of medications (prescription, OTC, herbal 
products) that may cause or contribute to insomnia
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MEDICATIONS  THAT CAUSE OR CONTRIBUTE TO INSOMNIA

CONDITIONS THAT MAY CAUSE OR CONTRIBUTE TO INSOMNIA

GOALS OF THERAPY

� Improve/resolve insomnia symptoms � Minimize side effects of medications

� Optimize effectiveness of medications � Improve quality of life
• Target specific symptoms
• Address underlying problem
• Combine with non-pharmacologic measures
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SIDE TWO

NON-DRUG INTERVENTIONS AND TIPS

� No caffeine after midday

� No alcohol consumption in late evening

� Regular exercise, but not too late in the day

� Constant wake time, even on weekends

� Limit naps during the day

� Make sure the bedroom is comfortable (i.e., not too hot
or too cold), quiet, and dark

� Reserve the bed for sleeping and sexual activity only

� Avoid challenging tasks before bedtime (i.e., puzzles)

� Avoid watching TV, reading, or eating in bed (encourage
the resident to eat in the dining area, watch TV and/or
read in the recreational area whenever possible).

� Limit unpleasant activities right before bedtime

� If unable to sleep after 30 minutes, get up and do something
relaxing, then once sleepy again, lie back in bed. Repeat 
as often as necessary.

� Maintain bedtime rituals that the patient associates with 
sleep

� Cognitive-behavioral therapy � Sleep restriction therapy � Relaxation training
� Stimulus control � White noise therapy

SLEEP HYGIENE

OTHER NON-PHARMACOLOGIC THERAPIES

PHARMACOLOGIC MANAGEMENT OF INSOMNIA

GENERAL CONSIDERATIONS

MEDICATIONS TO AVOID IN THE ELDERLY2-4

� Drug therapy should only be used after an adequate trial of sleep hygiene and other non-pharmacologic therapies have 
been instituted.

� Important to choose an agent based on the patient’s specific sleep complaint (if the patient complains of the inability to 
stay asleep, an agent indicated for sleep maintenance should be used).

� The benzodiazepines and benzodiazepine receptor agonists have the potential adverse effect of “complex sleep-related 
behaviors” such as sleep-driving, making phone calls, and preparing and eating food (while asleep). These agents may also
cause anaphylaxis and angioedema.5

These medications should generally NOT be used in older adults for treating insomnia. The risk of adverse effects from these
medications generally outweighs their potential benefit for use in insomnia:

� Amitriptyline; due to high potential of anticholinergic adverse effects

� Diphenhydramine; due to high potential of anticholinergic adverse effects and residual daytime drowsiness/excessive 
somnolence

� Hydroxyzine; due to high potential of anticholinergic adverse effects and residual daytime drowsiness/excessive 
somnolence

� Flurazepam; due to active metabolites causing residual daytime drowsiness/excessive somnolence

� Quazepam; due to active metabolites causing residual daytime drowsiness/excessive somnolence

These medications should NOT be used in older adults for treating insomnia.  Safer alternatives are available and the risk of
adverse effects from these medications is greatly outweighed by the potential benefits of their use:

� Amobarbital � Butabarbital � Glutethimide � Meprobamate � Pentobarbital

� Aprobarbital � Chloral hydrate � Mephobarbital � Phenobarbital � Secobarbital

MEDICATIONS GENERALLY NOT TO BE USED IN THE ELDERLY2-4
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SIDE THREE

PHARMACOLOGIC MANAGEMENT OF INSOMNIA (Continued)

Headache, somnolence,
dizziness, difficulty with
coordination, anaphylaxis,
angioedema

Headache, somnolence, dizziness,
difficulty with coordination,
anaphylaxis, angioedema

Somnolence, dizziness,
lightheadedness, difficulty with
coordination, anaphylaxis,
angioedema

Headache, somnolence,
unpleasant taste, dry mouth,
anaphylaxis, angioedema

Somnolence, dizziness,
headache, nausea, anaphylaxis,
angioedema

Estazolam10 0.5 mg at bedtime 13.5 - 34.6 hours Increased GABA activity Sleep onset or
(mean 18.4 hours) by possible binding to Sleep maintenance

     GABA receptors
Duration of use:

 Short-term (7-10 days)

� Trazodone: Commonly used at low doses for insomnia complaints. May be useful in patients with secondary
insomnia caused by depression. May cause orthostatic hypotension.

Somnolence, daytime/residual
daytime drowsiness, confusion,
cognitive impairment, impaired
motor coordination, increased
risk of falls/hip fracture,
anterograde amnesia, rebound
insomnia, development of
dependence or tolerance

� Quetiapine: Used at low doses for insomnia complaints. May cause extrapyramidal symptoms and metabolic
adverse effects such as hyperglycemia and weight gain.

These medications are not FDA approved for insomnia. There have been no well-designed (randomized, double-blind) studies
to evaluate their effectiveness in treating primary insomnia.

Temazepam10  15 mg at bedtime 3.5 - 18.4 hours
(mean 8.8 hours)

MEDICATIONS USED TO TREAT INSOMNIA IN THE ELDERLY

Non-Benzodiazepine Hypnotics

Benzodiazepines

Zolpidem IR10 5 mg 3 hours Imidazopyridine that Sleep onset
(Ambien®) at bedtime selectively binds to the 

alpha 1/5 subunits on Duration of use:
the benzodiazepine Short-term (7-10 days)
receptor of the
GABA(A) receptor

Zolpidem ER6,10 6.25mg 3 hours Same as Sleep onset and/or
(Ambien CR®) at bedtime Zolpidem IR Sleep maintenance

Duration of use:
No restrictions

Zaleplon7,10 5 mg 1 hour Pyrazolopyrimidine Sleep onset
(Sonata®) at bedtime derivative that interacts 

with the alpha subunit Duration of use:
on the benzodiazepine Short-term (7-10 days)
receptor of the
GABA(A) receptor

Eszopiclone8,10 Sleep latency: 6 - 9 hours Pyrrolopyrazine Sleep onset and/or
(Lunesta®) 1mg at bedtime derivative that interacts Sleep maintenance

Sleep maintenance*: with GABA receptor 
2mg at bedtime complexes located close Duration of use:

to the benzodiazepine No restrictions
receptors

Ramelteon9,10 8 mg at bedtime 1 - 5 hours Binds to melatonin-1 Sleep onset
(Rozerem®) (includes and melatonin-2 

metabolite receptors, thereby Duration of use:
half-life) mimicking the role of No restrictions

endogenous melatonin
in the normal sleep-
wake cycle

Note: All schedule IV substances EXCEPT ramelteon * Maximum daily dosage threshold according to CMS is 1 mg.

OFF-LABEL USE OF MEDICATIONS TO TREAT INSOMNIA1

Useful Websites for Additional Information: National Sleep Foundation: www.sleepfoundation.org
World Sleep Foundation: www.worldsleepfoundation.com
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SIDE FOUR

TREATING INSOMNIA IN  SKILLED NURSING FACILITIES

SPECIAL CONSIDERATIONS

On December 18, 2006, the Centers for Medicare & Medicaid (CMS) implemented new survey guidelines for Pharmacy Services
and Unnecessary Medication (F-Tag 329) in Appendix P and PP of the State Operations Manual.  While F329 of the new CMS
guidance document emphasizes the importance of seeking an appropriate dose and duration for each medication, gradual dose
reduction (GDR)/tapering is still mentioned for specific classes of medication including sedative-hypnotics.

Daily Dose Thresholds For Sedative-Hypnotic Medications

Adapted from: State Operations Manual. Centers for Medicare & Medicaid Services. Appendix PP, Tag F329.
Generic Oral Generic Oral Generic Oral

Medications Dosages Medications Dosages Medications Dosages

*These medications are not considered medications of choice for the management of insomnia, especially in older individuals.

Gradual Dose Reduction/Tapering For Sedatives-Hypnotics

Adapted from: State Operations Manual. Centers for Medicare & Medicaid Services. Appendix PP, Tag F329.

Conditions that Must be Used routinely and beyond the manufacturer’s recommendations for duration of use
Present for GDR/Tapering

Indications Involving All
GDR/Tapering

Exempted Indications Not applicable

Frequency Quarterly (Approximately every 3 months)

Clinical Contraindications The continued use is in accordance with relevant current standards of practice, and physician has
documented clinical rationale.    –OR–
Resident’s target symptoms returned or worsened after MOST RECENT GDR attempt WITHIN 
facility, AND physician has documented clinical rationale.

•   Benzodiazepines •   Zolpidem
•   Chloral hydrate •   Sedating antihistamines (e.g., diphenhydramine, hydroxyzine)
•   Eszopiclone •   Ramelteon
•   Zaleplon •   Sedating antidepressants (e.g., trazodone)

Applicable Medications Any medication that is being used to treat insomnia. Examples include:
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Chloral Hydrate* 500mg Hydroxyzine * 50mg Temazepam 15mg

Diphenhydramine* 25mg Lorazepam 1mg Triazolam* 0.125

Estazolam 0.5mg Oxazepam 15mg Zaleplon 5mg

Eszopiclone 1mg Quazepam * 7.5mg Zolpidem IR 5mg

Flurazepam * 15mg Ramelteon 8mg Zolpidem CR 6.25mg

**All sections refer to 1-3 unless otherwise indicated**
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