
 

 

 

 

INSOMNIA 

 

“A writer trimming his pen”,  Jan Ekels, oil on canvas, 1784, Rijksmuseum, Amsterdam. 

 



A flock of sheep that leisurely pass by 

One after one; the sound of rain, and bees 

Murmuring; the fall of rivers, winds and seas, 

Smooth fields, white sheets of water, and pure sky; 

 

I’ve thought of all by turns, and still I lie 

Sleepless; and soon the small birds’ melodies 

Must hear, first utter’d from my orchard trees, 

And the first cuckoo’s melancholy cry. 

 

Even thus last night, and two nights more I lay, 

And could not win thee, Sleep! by any stealth: 

So do not let me wear to-night away: 

 

Without Thee what is all the morning’s wealth? 

Come, blessed barrier between day and day, 

Dear mother of fresh thoughts and joyous health! 

 

William Wordsworth, “To Sleep”, 1798.  

 

“It’s at night, when perhaps we should be dreaming, that the mind is most clear, that we 

are most able to hold all our life in the palm of our skull.  I don’t know if anyone has ever 

pointed out that great attraction of insomnia before, but it is so; the night seems to 

release a little more of our vast backward inheritance of instincts and feelings; as with 

the dawn, a little honey is allowed to ooze between the lips of the sandwich, a little of the 

stuff of dreams to drip into the waking mind.  I wish I believed, as J. B. Priestley did, that 

consciousness continues after disembodiment or death, not forever, but for a long while.  

Three score years and ten is such a stingy ration of time, when there is so much time 

around.  Perhaps that’s why some of us are insomniacs; night is so precious that it would 

be pusillanimous to sleep all through it!  A “bad night” is not always a bad thing!”   

 

Brian W. Aldiss 

 

William Wordsworth was one of England’s most influential “Romantic” poets. It seems 

he was well acquainted with the torments of insomnia! He described the futility of his 

attempts to circumvent it, and his dread of hearing the song of the small birds in his 

orchard, that singled the early morning, and so the fact that he had not slept one wink the 

entire night. The science fiction writer Brain Aldiss took an interesting view of insomnia. 

Perhaps it is while lying awake in bed at night - unable to sleep - that our mind is most 

clear - free of all the cluttering sensory input of the day. There is no doubt that lack of 

sleep is a major determinant of ill health and chronic fatigue yet on the other hand 

perhaps sometimes it is not such a bad thing! Many of our best ideas - or clearest 

insights - are formulated whilst lying in bed at night, “staring at the roof”. Although 

tormented by insomnia, it is quite possible that some of Wordworth’s greatest works were 

completed against the backdrop of the gentle early morning chirping of the small finches 

that inhabited his orchard!    

 

 



INSOMNIA 

 

Introduction 

 

Insomnia has been defined as:  

 

● The inability to initiate or maintain sleep 

 

Or  

 

● A lack of refreshing sleep.  

 

Insomnia is primarily a presentation to Primary Care Physicians 

 

Although not usually a primary presenting symptom to Emergency Departments, it may 

be mentioned by patients present to the ED for other reasons. 

 

Though insomnia may be a primary condition in its own right, it may also represent a 

secondary symptom due to significant underlying organic or mental illness, and therefore 

it will be the task of the Emergency Physician to try to rule these possibilities out. 

 

Epidemiology 

 

Insomnia is an extremely common symptom. As such it is likely to be encountered as a 

presenting symptom not only in the primary care setting, but also in Emergency 

Departments. 

 

Acute insomnia may occur in anyone and commonly occurs in healthy people, who were 

previously good sleepers, following a short term stressor such as emotional stress or 

physical illness, which triggers the insomnia. 

 

Population-based studies suggest that up to 30% of the general population has complaints 

of sleep disturbances and that about 10% of the general population suffer from associated 

symptoms of daytime functional impairment consistent with a diagnosis of insomnia. 1 

 

Classification 

 

Insomnia may be classified as acute or chronic.  

 

The distinction between acute and chronic insomnia is (somewhat arbitrarily) set at less 

than or greater than 4 weeks.  2 

 

Pathology 

 

Causes: 

 

The causes of insomnia include: 

 



1. Primary (or idiopathic) 

 

2. Secondary: 

 

● Situational reactions: 

 

♥ Insomnia commonly occurs transiently in healthy people, who 

 were previously good sleepers, following a short-term stressor 

 event (e.g. emotional or financial stress, physical illness). 

 

● Environmental factors: 

 

  ♥ Inner city living 

 

  ♥ Crying babies 

 

● Somatic symptoms of organic illness including: 

 

  ♥ Pain 

 

  ♥ Dyspnoea, (chronic cardiac or lung disease). 

 

 ● Some episodic movement disorders: 

 

  ♥ Restless legs syndrome. 

 

● Intrinsic sleep disorders: 

 

  ♥ Obstructive sleep apnoea 

 

● Circadian rhythm disturbances: 

 

  ♥ Jet lag (see separate guidelines) 

 

  ♥ Shift workers 

 

 ● Mental illness: 

 

Psychiatric disorders are typically and commonly associated with 

insomnia, and may include: 

 

 ♥ Anxiety: 

 

Early insomnia (difficulty in getting to sleep) is characteristic 

here. 

 

 ♥ Depression: 

 



With depression, it is characteristic to have middle insomnia 

(waking in the early hours of the morning) and late insomnia 

(waking earlier in the morning than is usual and being unable to 

get back to sleep). 

 

 ♥ Mania 

 

 ♥ Psychosis 

 

● Substance abuse: 

 

  ♥ Drug and/ or alcohol: 

 

Middle insomnia is characteristic with alcohol abuse. The patient 

goes to sleep in the evening when intoxicated only to wake a few 

hours later when their blood alcohol concentration drops. 

 

Complications: 

 

Insomnia, of whatever cause can have significantly adverse effects on both physical and 

mental health. 

 

These may include the following consequent daytime sequelae: 

 

1. Fatigue / malaise  

 

2. Poor concentration 

 

3. Irritability 

 

4. Impaired memory 

 

5. Depression: 

 

● Around 50% of patients with depression have comorbid insomnia. 2 

 

● There may also be an association between chronic insomnia and the 

 subsequent development of depression. 

 

Clinical assessment 

 

The important aspect of assessing patients with a complaint of insomnia in the 

Emergency Department is to ascertain if there is any serious underlying physical or 

mental illness that requires urgent/ timely intervention. 

 

Important aspects of assessment will include: 

 

1. Physical illnesses: 



 

In particular in relation to:  

 

 ● Pain  

 

 ● Nocturnal dyspnea, including orthopnea 

 

2. Mental illness: 

 

 Identify if there are any symptoms relating specifically to: 

 

 ● Depression 

 

 ● Mania/ bipolar illness 

 

 ● Chronic anxiety 

 

 ● Psychosis 

 

3. Social history: 

 

● It is important to identity any particular situational lifestyle problems/ 

 excesses 

 

● It is important to specifically enquire about drug or alcohol abuse as these 

 will often not be volunteered 

 

4. Specific sleep pattern history: 

 

● The possibility of intrinsic sleep disorders, such as sleep apnoea should 

 also be kept in mind. 

 

Investigation 

 

There are no specific or “routine” tests for insomnia, and usually none will be necessary. 

 

Investigation that is done will be in order to rule out underlying organic illness 

 

The following may need to be considered: 

 

Blood tests 

 

1. FBE 

 

.2 CRP 

 

3. U&Es/ glucose 

 



4. TFTs 

 

5. LFTs 

 

ECG 

 

If cardiac disease is suspected 

 

CXR 

 

If respiratory disease is suspected 

 

Other tests are done according to the degree of clinical suspicion for any given 

condition. 

 

A sleep diary can also assist patients with persistent insomnia to monitor their sleep 

habits, and can provide valuable information for the clinician 

 

Management 

 

Treatment aims to improve sleep quality and quantity, in order to relieve insomnia 

related daytime impairment. 

 

In cases of secondary insomnia, management is primarily directed to the underlying 

medical or psychiatric cause. 

 

Insomnia related to medications or substance abuse needs attention to the agent in 

question. 

 

Sleep apnoea and other sleep related disorders will need referral to a specialist sleep 

disorders clinic. 

 

Management of any underlying problem can often improve insomnia; however, 

secondary insomnia may still require treatment of itself on occasions. 

 

Hypnotic drugs are best avoided where possible and should never be used over the 

long term, in view of their high potential for tolerance, dependence and abuse. 

 

Chronic insomnia is unlikely to spontaneously remit, and over time will be characterised 

by cycles of relapse and remission or persistent symptoms. 

 

Non-pharmacological treatment 

 

Psychological and behavioural interventions are effective in the treatment of insomnia.  

 

They are most often used for chronic insomnia as they do not work immediately and 

require practice and persistence. 

 



Strategies used by Primary care physicians or sleep specialists include: 

 

1. Stimulus control 

 

2. Behavioral modifications 

 

3. Social interventions 

 

4. Psychological interventions 

 

 ● Sleep restriction programs 

 

 ● Cognitive therapy 

 

 ● Various relaxation therapies 

 

Pharmacological treatment 1 

 

Pharmacological treatment may be indicated for the short-term management of:  

 

● Acute insomnia 

 

● Chronic insomnia when the nonpharmacological strategies have not been 

 effective. 

 

The decision to prescribe a hypnotic or melatonin for acute insomnia should be guided by 

consideration of: 

 

1. The cause of the insomnia 

 

2. The level of distress caused by lack of sleep 

 

3. The degree of impairment due to the daytime sequelae of insomnia 

 

4. The likely benefits balanced against the possible harms of prescribing hypnotics. 

 

If hypnotic agents are to be used the following points should be kept in mind: 

 

1. Continuous treatment with hypnotics, if needed at all, should normally be limited 

 to less than 2 weeks.  

 

2. Intermittent therapy may be considered for those with severe long-standing 

 insomnia that is not relieved by non-pharmacological management. 

 

3. Before starting treatment, the limitations and potential problems of medications, 

 including the risk of tolerance and dependence with long-term use, should be 

 explained 

 



 The potential for synergistic effects with other CNS depressants including alcohol 

 should also be explained.   

 

4. Disturbed sleep including vivid dreaming and increased rapid eye movement 

 (REM) may occur when hypnotics are ceased. It can take several days to weeks 

 before a normal sleep pattern is re-established. This “rebound insomnia” may 

 cause the patient to seek further medication, but they should be counseled that 

 these rebound symptoms should settle spontaneously. 

 

5. The primary treatment of insomnia in older people should be non-

 pharmacological. 

 

Older people constitute the biggest group of chronic users of benzodiazepines. In 

addition to dependence, confusion, memory impairment, recurrent falls and 

incontinence can also be associated with the long-term use of benzodiazepines.  

 

It is for these reasons that hypnotic agents should be avoided in the elderly where 

possible.  

 

Agents most commonly used for the treatment of insomnia fall into 3 groups as follows:   

 

1. Short acting benzodiazepines: 

 

 ● Temazepam 

 

 ● Oxazepam 

 

2. Short acting non-benzodiazepine drugs: 

 

Although structurally not benzodiazepines, these newer agents still act on the 

same GABA receptors. 

 

Compared with benzodiazepines, zolpidem and zopiclone are said cause less 

morning sedation and have less disruptive effects on normal sleep patterns. 1 

 

● Zopiclone  

 

● Zolpidem 

 

Zolpidem, (and possibly zopiclone), can induce potentially dangerous 

complex sleep-related behaviors, and paradoxical reactions (e.g. 

hallucinations, acute rage, and agitation). 

 

 See latest Therapeutic Guidelines for full prescribing details. 

 

3. Melatonin: 

 

Unlike the hypnotics agents, melatonin has the advantages of:  



 

● Not  impairing daytime alertness. 

 

● Lack of the potential for abuse. 

 

Other agents 

 

Sedating antidepressants: 

 

● Sedating antidepressants such as the tricyclic antidepressants and mirtazapine, are 

 sometimes used as hypnotics.  

 

Data on their use in chronic insomnia is lacking and they should generally be 

avoided in the absence of a depressive disorder  

 

Sedating antihistamines: 

 

● These are frequently used as hypnotics although there is limited evidence for 

 efficacy and they may cause significant adverse effects including daytime 

 sedation, impaired cognitive function, delirium and paradoxical agitation 

 (especially in children).  

 

 The long-term effects of regular use have not been evaluated 

 

Antipsychotic agents:  

 

● These can cause serious adverse effects and generally have no role in the 

 management of insomnia.  

 

Older patients with dementia often experience marked sleep fragmentation, 

dozing during the day and sun-downing (i.e. becoming agitated, wandering and 

wakeful in the early evening or at night). If a drug is required, drugs that have 

been shown to be effective in managing disturbed behavior associated with 

dementia such as respiradone or olanzapine are preferred to the traditional 

hypnotic agents. 1 

 

Disposition: 

 

Referral to a sleep specialist may be indicated if: 

 

1. The diagnosis is unclear 

 

2. Further investigation and advice on treatment is required 

 

3. The patient has an extended history of sleep difficulties 

 

4. The patient fails to respond to therapy 

 



5. The patient has an intrinsic sleep disorder. 
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