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Insomnia

Insomnia is the inability to fall asleep, the inability to stay asleep, or 
waking up earlier than desired.

To  have a clinical diagnosis of insomnia the patient should be given 
adequate sleep opportunity and adequate sleep environment.
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How Common Is It?

■ Over one-half of older adults say they experience significant sleep 
disruption.

■ About one in five complain of early morning awakenings.

■ Approximately 29% suffer from insomnia.
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Normal Sleep Pattern  
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Sleep Cycle

Sleep goes through multiple cycles during any given night. 

 Four to five cycles occur during a typical eight-hour night of sleep; 

 Single cycle lasts approximately 90 to 120 minutes. 

.

.



Stages Of Sleep

■ Stage N1 — Typical transition from wakefulness to sleep.
The lightest stage of sleep. 

■ Stage N2 — Largest percentage of total sleep time in a normal 
middle aged adult.

■ Stage N3 — “Deep Sleep" or “Slow Wave Sleep." 
10 to 20 percent of the total sleep time in young to middle age adults 
and decreases with age. 

.

.



REM sleep 

Phasic REM sleep

• Bursts of rapid eye movements 
• Respiratory variability 
• Muscle twitches

Tonic REM sleep 

• Limited motor activity 
• Few eye movements
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Age-related trends (in minutes)
WASO: wake after sleep onset; REM: rapid eye movement; SWS: slow wave sleep.

.

.



Differential Diagnosis of Chronic Insomnia
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Insomnia And Coexisting Conditions

■ Coexisting condition might be present or absent.
■ Insomnia may persist despite successful treatment of the 

coexisting condition.
■ Treatment of insomnia may improve comorbidities!
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Psychiatric conditions

■ Depression
■ Anxiety
■ Substance abuse
■ Post-traumatic stress
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Medical Conditions

■ Pulmonary
■ Rheumatologic
■ Cardiovascular
■ Endocrinologic
■ Urinary
■ Gastrointestinal
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Neurological conditions

■ Neurodegenerative diseases, dementias
■ Parkinson’s disease
■ Neuromuscular disorders including painful peripheral neuropathies
■ Cerebral hemispheric and brainstem strokes
■ Brain tumors
■ Traumatic brain injury causing post-traumatic insomnia
■ Headache syndromes (migraine, cluster, hypnic headache, and 

exploding head syndromes)
■ Fatal familial insomnia, a rare prion disease
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Medications

■ Central nervous system stimulants
■ Central nervous system depressants
■ Bronchodilators
■ Antidepressants
■ Beta antagonists
■ Calcium channel blockers
■ Glucocorticoids
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Other sleep disorders

■ Restless legs syndrome/Willis-Ekbom disease
■ Periodic limb movement disorder
■ Sleep-disordered breathing
■ Circadian rhythm disorders
■ Delayed sleep-wake phase disorder
■ Advanced sleep-wake phase disorder
■ Irregular sleep-wake rhythm disorder
■ Shift work disorder
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General Approach To Sleep Disorders
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General Approach To Sleep Disorders

■ Detailed history 
■ Asking the right questions
■ Looking for secondary causes and comorbid conditions and 

substance use with careful history, reviewing prescription and OTC 
medications, examination and laboratory work up

■ An example of sleep diary: 
https://www.get.gg/docs/SleepDiary.pdf
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Additional Tools

■ Polysomnography :  Gold standard; but not necessary 
■ Actigraphy: Non-invasive
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Treatment Of Sleep Disorders
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Non-Pharmacological treatment

■ Sleep hygiene may not be effective alone
■ CBT-I combines sleep hygiene, stimulus control, sleep restriction 

and cognitive therapy
■ CBT-I has been found more effective than hypnotics
■ Down side to CBT-I: Limited access to practitioners who provider 

cognitive therapy
■ An example of sleep hygiene handout:
http://www.cci.health.wa.gov.au/docs/Info-sleep%20hygiene.pdf
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Pharmacological Treatment

■ Indication: When insomnia is triggered by an acute event or when 
chronic insomnia persists despite behavioral insomnia treatment. 

■ General rule: The smallest dose of an agent with least risk of 
adverse events for shortest duration

■ Benzodiazepines (avoid), Non- Benzodiazepine receptor agonists, 
Melatonin receptor agonists ( Ramelteon), antidepressants, and 
sedating antipsychotics

■ Non-Prescription: Antihistamines (avoid) , Acetaminophen, alcohol 
( Causes disrupted sleep), melatonin and herbal products 
(Valerian and Kava)
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Sleep Disorders Specially Related To
Advanced Age
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Why Sleep Disorder Is More Common In Older Adults?

■ Changes in lifestyle: A major contributor!
■ Changes in sleep architecture
■ More comorbidities 
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Case Discussion

84 y/o male who was diagnosed with mild Alzheimer 1 year ago has been brought to 
PCP’s office because he gets agitated in the evenings, wanders around the house at 
nights and wakes up the grandchildren by entering their rooms.

He has had no new medications, no new illness, no new life vents, no change in 
location.

He spends most of the day napping in his favorite recliner in front of TV.
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Circadian Rhythm Disorder In Older Adults

■ Suprachiasmatic nucleolus deterioration
■ Decreased endogenous melatonin 
■ Optical changes in the eye 
■ Decreased bright day light exposure
■ Bright day light exposure averages 58 minutes in healthy older 

adults; 29 minutes for person with Alzheimer’s at home and less 
than 10 minutes for a person in nursing home.
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Case Discussion

69 y/o female presents to PCP c/o fatigue and daytime sleepiness.

She has dinner with his niece and nephew most days of the week. They watch a TV 
show together and go to bed at 11PM. 

She wakes up at  5 AM every morning  and can not fall back sleep.

She used to get 8 hours of uninterrupted sleep every night before she retired as an 
accountant 6 years ago.
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Advanced Sleep Wake Cycle

■ Older adults feel sleepy earlier in the evening and wake up earlier 
in the morning.

■ Due to social norms they may stay up later and still wake up early 
resulting in daytime sleepiness.

■ Reassurance
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Diagnosis

■ Careful history, sleep diary and wrist actigraphy can help in 
diagnosis. 
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Treatment

■ Bright light 
■ Melatonin 
■ Behavioral therapy
■ Stimulants, hypnotics and methods like chronotherapy (Their 

safety has not been established in the elderly)
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Sleep Disorder In Dementia

■ Occurs early in the course of dementia and usually worsen as the 
dementia progresses

■ Significant source of physical and psychological stress on care 
giver 

■ One of the most common reasons for institutionalizing 
■ Poor sleep when present will speed up functional decline 
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Etiology of Sleep Disorders in Dementia

■ Part of the dementing process.
■ Irreversible damage to areas in the brain responsible for regulating 

sleep disturbs the homeostasis and circadian rhythm
■ “Sundowning” ; related to changes in the circadian rhythm causing 

delay in peak body temperature and alteration in endogenous 
melatonin secretion

■ Medications
■ Like any other older adult
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Approaching Sleep Disorders in Dementia

■ Can not solely rely on caregiver reports of patient’s symptoms.
■ Polysomnography is the gold standard but it is difficult in the 

patients with dementia.
■ Actigraphy is easier and can provide valuable information.
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Treatment

■ Non-Pharmacological for patient and caregiver:
• Regular sleep-wake cycle
• Limiting daytime napping
• Restricting time in bed
• Increasing social interactions
• Caregivers as exercise coaches
• Bright light exposure
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Case Discussion

■ Mr. H is a 72 y/o male with h/o BPH which is well controlled during the day with 
Flomax and finasteride. 

He is c/o more than 8 times awakening during the night to urinate. 
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Nocturia Related Sleep Disorder

Definition: Waking once or more to void during the night. Each void 
is preceded and followed by sleep, in contrast to nocturnal enuresis 
where voiding occurs during sleep.

Clinically important: ≥two voids.
• Bothersome and common
• Fall and fall-related morbidity
• Increased mortality
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Life style Modifications/Nocturia

Measure Probable mechanism

Evening exercise (Not right before bedtime) Consolidates deeper sleep leading to a higher arousal threshold for 
disturbance (e.g., noise and light) or perception of bladder filling

Warm sleeping environment Avoids cold diuresis due to peripheral vasoconstriction and redistribution of 
fluid to the central circulation

Evening leg elevation and compressive stockings Redistribution of peripheral edema to the intravascular compartment leading 
to diuresis before bedtime

Avoiding evening fluid and caffeine intake Decreasing nocturnal urine production
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Parkinson’s Disease Related Sleep Disorders 

■ Restless Leg Syndrome
■ Persistent tremor
■ Nocturnal akinesia
■ Dream enactment behavior
■ Bladder dysfunction
■ Early morning off symptoms or dystonia
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Case Discussion

■ Mr. K is a 74 y/o male with 2 years h/o PD treated with levodopa-carbidopa who is 
c/o insomnia and daytime fatigue.

He used to share a bed with his wife but they separated their beds because she got 
tired of him tossing and turning in bed and pacing around the room all night.

He goes to bed when he feels sleepy around 10 PM but is unable to initiate sleep 
because he can not find a comfortable position due to cramp in his legs.

In further history he admits to feeling the urge to move his legs anytime he rests or lays 
down mostly in the afternoon and or evenings.
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Restless Leg Syndrome

■ A separate disease exacerbated by PD; more common in PD 
(Almost double)

■ Common terms used by individuals with RLS to describe their 
symptoms:

"need to move," "crawling," "tingling," "restless," "cramping," 
"creeping," "pulling," "painful," "electric," "tension," "discomfort," and 
"itching"
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Management of RLS

Management is similar to general population:
• Evaluation and treatment of iron deficiency when appropriate
• Low doses of dopaminergic agents such as long acting 

dopamine agonist or L-dopa
• In patients with poor or complicated responses to 

dopaminergics, gabapentin, clonazepam, or low dose opiates 
may be helpful
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Pain

■ Like insomnia pain is not a part of normal aging process.
■ History might be challenging to obtain
■ Empirical therapy and observation can be diagnostic and 

therapeutic 
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Sleep Apnea

■ Sleep apnea increases by age and being obese is not necessary 
to suspect sleep apnea!

■ The approach and treatment is not different in older adults.
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Summary

■ When older people are not sleeping well, it's not part of normal 
aging.

■ Treatment of comorbid conditions improves insomnia and 
treatment of insomnia improves the comorbid conditions.

■ Non-pharmacological treatments (Sleep hygiene+ CBT) are the 
first and most effective treatment of chronic insomnia.

■ If using medications: The smallest dose of an agent with least risk 
of adverse events for shortest duration
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Thank you!
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