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austprescr.2021.027 of disease with an increased risk of depression, 

cardiovascular disease and death.3‑5 People suffering 
from insomnia have greater work absenteeism, 
reduced productivity and are more likely to access 
healthcare with increased presentations to general 
practice and hospital.6,7

The cost of insufficient sleep in Australia is significant. 
The associated healthcare costs are $1.24 billion with 
an estimated $12.19 billion in lost productivity.8

Evaluation and diagnosis
It is important to take a thorough history to 
distinguish between insomnia and sleep disturbance. 
While sleep disturbance, with difficulty initiating and 
maintaining sleep, is a common complaint, many 
people continue to function well throughout the 
day. In contrast, insomnia has an impact on daytime 
functioning.1 Presentations with sleep disturbance 
stem from a belief that sleep is failing to meet 
expectations rather than having any true negative 
consequences. This belief is often perpetuated by 
society’s emphasis on the importance of obtaining 
perfect sleep for optimal health and well‑being.

Acute insomnia
Short‑term insomnia with sleep disturbance and 
daytime impacts for less than three months will often 
occur in response to a precipitating stressor which 
results in a predictable change in sleep quality.1 Acute 
insomnia is at risk of evolving into chronic insomnia if 
individuals develop changed thinking and maladaptive 
behaviours around sleep.9 For example, if people are 
not sleeping well, it is common for them to retire to 
bed earlier wishing to get to sleep, which leads to 
spending longer in bed getting frustrated about not 
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SUMMARY
Insomnia can have significant health and economic impacts. In contrast, sleep disturbance is 
common but does not usually affect daytime activity.

Short‑term approaches for acute insomnia are often appropriate. These include dealing with 
precipitating factors such as stress.

Chronic insomnia has a high relapse and recurrence rate. It is best managed with cognitive 
behavioural therapy which includes sleep hygiene, stimulus control and sleep restriction.

In primary care, brief behavioural therapy for insomnia is an accessible and effective management 
strategy. If there is no response, referral should be considered.

Adjuvant use of drugs in insomnia may be appropriate in some cases. Prescription should be for a 
limited duration.

Introduction
Insomnia is a common sleep disorder involving 
difficulty initiating or maintaining sleep and results in 
daytime consequences (see Box).1 Chronic insomnia 
is the most prevalent sleep disorder and affects 12.2% 
of Australian adults. It is often under‑recognised with 
only 7.5% reporting that they have had a diagnosis 
by a medical professional.2 Inadequate sleep and 
chronic insomnia are associated with a high burden 

Box    Diagnostic criteria of insomnia1

Dissatisfaction with sleep quality or quantity associated 
with one or more of the following:

 • difficulty initiating sleep

 • difficulty maintaining sleep (frequent awakenings or 
problems returning to sleep after awakening)

 • early morning awakening with inability to return 
to sleep.

Disturbance causes clinically significant distress or 
impairment (social, occupational, educational, academic, 
behavioural or other important areas of functioning).

Frequency of at least three nights per week.

Duration more than three months.

Occurs despite adequate opportunity for sleep.

Is not better explained by, and does not occur exclusively 
during, the course of another sleep–wake disorder 
(e.g. narcolepsy, breathing‑related sleep disorder, a 
circadian rhythm sleep–wake disorder, parasomnia).

Coexisting mental disorders and medical conditions 
do not adequately explain the predominant complaint 
of insomnia.

Insomnia is not attributable to the physiological effects 
of a substance (e.g. drug of abuse or medicine).
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sleeping. People can also start using countermeasures 
like caffeine to reduce tiredness during the day, which 
can negatively impact on sleep on subsequent nights.

Chronic insomnia
Chronic insomnia or insomnia disorder is defined as a 
sleep disturbance occurring on three or more nights 
per week, over a three‑month period, which results in 
significant distress or impacts on daytime functioning.1

There is a high rate of recurrence so a previous history 
of insomnia is a significant predictor of the future 
development of insomnia disorder.10 In a longitudinal 
study of 388 patients with chronic insomnia, 46% 
of patients had persistent symptoms at three 
years and 14% had a relapse following remission of 
their insomnia.11

Comorbidities
Comorbid disorders such as depression, anxiety 
and chronic medical conditions are common.12 As 
insomnia and comorbidities can impact on each other, 
comprehensive assessment and management of all 
contributing conditions is essential.

Insomnia may also present in conjunction with a 
comorbid sleep disorder. Up to 50% of people with 
obstructive sleep apnoea will report symptoms of 
insomnia and may have difficulty in adhering to 
continuous positive airway pressure (CPAP) therapy.13 
While tiredness and fatigue are common symptoms of 
insomnia, excessive daytime sleepiness is uncommon 
and warrants further investigation and exclusion of 
sleep disordered breathing. Other sleep disorders 
such as restless legs syndrome and circadian rhythm 
disorders can also present as insomnia.

Initial management
In patients with acute insomnia, a short‑term 
approach to improve sleep quality is appropriate. 
This may involve strategies to reduce acute distress 
and possibly a short course of a hypnotic drug. 
Given the poorer prognosis with chronic insomnia, 
longer term management strategies are required to 
improve outcomes.

The key principles in the management of insomnia 
include reducing sleep‑related anxiety and 
maladaptive behaviours around sleep, in addition 
to addressing comorbidities and precipitating 
factors. Education about sleep is an important 
component, addressing unrealistic or misinformed 
expectations about sleep which often perpetuate 
symptoms of insomnia. A stepped‑care approach 
to insomnia in primary care may be appropriate 
given the high prevalence of insomnia and limited 
numbers of specialist sleep medicine and sleep 
psychology practitioners.14,15

Cognitive behavioural therapy
Cognitive behavioural therapy for insomnia is 
recommended as first‑line therapy. It has five 
components (see Table):16

 • sleep hygiene

 • sleep restriction

 • stimulus control

 • relaxation strategies

 • cognitive therapy.

Sleep hygiene aims to promote healthy behaviours 
and a conducive environment to improve sleep quality. 
However, there is limited evidence supporting sleep 
hygiene as a sole behavioural strategy and patients are at 
risk of developing maladaptive behaviours around sleep.17

Sleep restriction is a behavioural strategy that aims to 
reduce the time spent awake in bed by matching total 
time in bed with estimated sleep duration. A randomised 
trial involving 45 patients with chronic insomnia reported 
an improvement in symptoms in 73% of those receiving 
sleep restriction therapy and sleep hygiene compared with 
35% of a control group receiving sleep hygiene alone.18

Stimulus control strategies aim to improve sleep quality 
by implementing a consistent sleep–wake schedule 
and strengthening cues that promote sleep. Strategies 
include directing patients to only go to bed when sleepy 
and leaving the bedroom to engage in another activity 
if they fail to fall asleep or wake during the night. These 
strategies attempt to reduce sleep‑related anxiety and a 
conditioned response around sleep.

Brief behavioural therapy for insomnia combines 
sleep restriction and stimulus control strategies. In a 
randomised controlled trial of 82 patients there was 
remission in 36% and a response in 60% of patients 
after six months of follow‑up.19 The therapy consists 
of two face‑to‑face sessions, with an assessment 
and intervention session for 45–60 minutes and a 
30‑minute follow‑up session after two weeks. As it 
does not require specialist training and can be delivered 
in an efficient manner, the Royal Australian College 
of General Practitioners supports its use by GPs and 
practice nurses.20

In patients who do not respond to brief behavioural 
therapy, cognitive therapies for insomnia may be required. 
Referral to a sleep psychologist should be considered.

Cognitive behavioural therapy is an effective long‑term 
intervention, with a meta‑analysis reporting significant 
improvement in sleep onset latency and sleep efficiency 
extending to 12 months.21 It is generally delivered 
weekly for two to eight sessions by a psychologist 
or trained health professional. However, there can be 
a significant barrier to access in primary care given 
the shortage of specialist sleep medicine and sleep 
psychology practitioners.

http://www.nps.org.au/australianprescriber
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Drug management
Up to 40% of patients with insomnia will have ongoing 
symptoms despite cognitive behavioural therapy.22,23 If 
drug therapy is considered, it is important to evaluate 
the underlying nature of the patient’s insomnia and 
what the intended outcome of prescribing is.

Acute insomnia
Short‑term drug therapy may be appropriate in 
acute insomnia with an identifiable precipitating 
stressor, illness or circumstances, in order to 
prevent progression to chronic insomnia. This would 
generally be of short duration, up to four weeks, 
while in parallel working on addressing the acute 
precipitating circumstances.

Chronic insomnia
In patients with chronic insomnia and high levels 
of distress, using a drug as an adjunct to cognitive 
behavioural therapy can be helpful to provide 
predictability with sleep and prevent escalation of 
sleep‑related anxiety. In a trial of 160 adults with 
chronic insomnia, patients were randomised to 
receive cognitive behavioural therapy alone, or in 
conjunction with zolpidem for the first six weeks. 
The group that had combined therapy for six weeks, 
then cognitive behavioural therapy alone during six 
months of extended therapy, had the best outcomes 
with remission rates of 68% at six months.22 This 
study demonstrated the importance of addressing 
distress associated with insomnia early in treatment 

Table    Components of cognitive behavioural therapy for insomnia

Components Rationale Directions

Sleep hygiene Promotes healthy bedtime 
behaviours and an ideal 
environment for sleep

Behaviours:

 • Avoid caffeine and nicotine before bedtime

 • Maintain a regular bed and wake time

 • Take regular daytime exercise

Environment:

 • Maintain bedroom as a place to sleep

 • Reduce noise and light

 • Control temperature

 • Avoid bedroom clutter

Sleep/time in bed restriction Aims to balance estimated total 
sleep time with opportunity to 
sleep. This reduces the unnecessary 
amount of time spent in bed awake 
and increases sleep drive and 
sleep debt to consolidate sleep on 
subsequent nights

Assess patient’s natural time of feeling sleepy and estimated total 
sleep time overnight (a sleep diary is often helpful in this setting).

Schedule a fixed bed and wake time based on estimated total sleep 
time, with at least six hours of opportunity for sleep, aiming for no 
longer than 30 minutes of wakefulness.

Maintain a consistent sleep–wake schedule regardless of how much 
sleep is obtained overnight

Lengthen sleep window in 30‑minute increments on subsequent 
reviews depending on progress

Stimulus control Promotes a consistent sleep–wake 
schedule and reduces conditioned 
response around sleep

Avoid naps during the day to increase natural homeostatic sleep drive

Only go to bed when sleepy

If unable to fall asleep or waking for prolonged periods during the 
night, engage in another activity

Only return to sleeping position or bed when sleepy

Relaxation strategies Aim to reduce hyperarousal that 
often underpins insomnia and to 
improve stress management

Meditation

Breathing exercises

Progressive muscle relaxation

Guided visualisation practices

Implement short relaxation periods at various times during the day

Cognitive therapy Encourages thought restructuring 
around sleep and promotes 
mindfulness

Challenge unhelpful beliefs and attitudes around sleep including 
the requirement for a certain number of hours of sleep, the 
health impacts of insomnia and attributional biases attached to 
inadequate sleep

http://www.nps.org.au/australianprescriber
https://sleepeducation.org/resources/sleep-diary
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(first six weeks in this study), while people are 
working through cognitive behavioural therapy 
and increasing their skills and confidence in the 
cognitive and behavioural strategies. However, when 
prescribing any medicine in chronic insomnia it should 
be discussed with patients that the medicine is only 
intended as being short term as effects generally 
reduce over time.

Melatonin (2 mg extended‑release formulation) is 
effective in treating insomnia in adults over the age 
of 55 over a 13‑week period.24 It may also be useful 
in patients with a circadian rhythm disturbance, 
resulting in sleep onset insomnia or early morning 
awakening.24,25 However, there is little evidence to 
guide formulation, dose and duration of therapy when 
used outside of melatonin’s registered indication of 
insomnia in adults over the age of 55 years.

Suvorexant, a dual orexin receptor antagonist, can be 
an effective treatment in sleep maintenance insomnia 
due to hyperarousal. It can improve sleep latency, 
sleep maintenance and total sleep time compared 
to placebo.23,26

Benzodiazepines and benzodiazepine receptor 
agonists, including zolpidem and zopiclone, are 
effective short‑term therapies for sleep onset and 
sleep maintenance insomnia. Data on long‑term 
efficacy are limited.23,27

There is a risk of drug dependency, tolerance and 
abuse, but limiting dose escalation and regular 
monitoring are likely to mitigate this risk.23 When 
prescribing these drugs for insomnia, a harm–benefit 
assessment should be undertaken, with particular care 
in the elderly population. Sleep‑promoting medicines 
can interact with other drugs that cause sedation, 
including alcohol, and should be used cautiously in 
these circumstances. Hypnotic drugs may increase the 
risk of falls, but so does a lack of sleep.

Despite a lack of evidence, antidepressants, 
sedating antipsychotics and antihistamines are often 
prescribed for the treatment of insomnia despite 
having significant potential adverse effects.28‑30 These 
drugs are not recommended because of this limited 
evidence and their adverse effects.23

Stopping drugs
Benzodiazepines and benzodiazepine receptor 
agonists are only recommended for short‑term use, up 
to four weeks, so a strategy for their safe withdrawal 
is required. In a systematic review and meta‑analysis, 
combining cognitive behavioural therapy with gradual 
tapering of the drugs over three months was more 
effective for stopping the drugs than gradual tapering 
alone. The combination was associated with short‑
term improvement in the symptoms of insomnia.31

Referral
Referral to a sleep specialist for further evaluation 
should be considered in patients with insomnia 
who have a possible comorbid sleep disorder, do 
not respond to brief behavioural therapy or have 
persistent and distressing symptoms. The Australasian 
Sleep Association Sleep Services Directory is a 
useful resource to assist with referrals.32 When 
it is suspected that insomnia is related to other 
comorbidities such as depression or anxiety, referral 
to a psychiatrist should be considered.

Conclusion

Chronic insomnia disorder is a common condition 
that presents many challenges in its evaluation 
and management in primary care due to limited 
resources and support. Brief behavioural therapy for 
insomnia is an efficient management strategy that 
does not require specialised training and can be used 
effectively as first‑line therapy in general practice.

Drugs may be useful as a short‑term approach 
during episodes of acute insomnia, as an adjuvant to 
behavioural therapy or when there is a high level of 
distress. The nature of the patient’s insomnia and the 
intended effect should be taken into consideration 
when prescribing. There should be a harm–benefit 
assessment before starting drug therapy and a plan 
for stopping it. Referral to specialised sleep services 
for complex patients is recommended. 
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