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Solving Clinical Challenges

All questions/cases in this presentation were submitted by clinicians 
within the Psych Congress database which includes conference 

attendees, newsletters subscribers, and more.



Part I: 
Diagnostic Nosology, Accuracy, and Screening



Which screening tools do you recommend for 
sleep disorders?



Case 1

53-year-old man complains of worsening sleep for at least 5 years
He tosses and turns while asleep

His wife says he snores when on his back
He gets up to urinate a few times most nights

He is concerned about staying alert while at work



Do you sleep well at nighttime and 
feel alert throughout the daytime?



Sleep-Related Questionnaires
• PHQ-9 Item 3 (Patient Health Questionnaire)

– Past 2 weeks difficulty falling asleep or staying asleep, or sleeping too 
much

– Score > 0 for this item is positive (range: 0–3) 
• PSQI (Pittsburgh Sleep Quality Index)

– 19 questions assess 7 sleep components over the past month
– Score > 4 suggests poor sleep quality (global score range: 0–21)

• ISI (Insomnia Severity Index)
– 7 questions (range: 0–4 each)
– Score > 7 suggests insomnia (global score range: 0–28)

• ESS (Epworth Sleepiness Scale)
– Likelihood of falling asleep in 8 different circumstances (range: 0–3 each)
– Score > 10 indicates excessive daytime sleepiness (global range: 0–24)

MacGregor KL, et al. J Gen Intern Med. 2012;27(3):339-344. Buysse DJ, et al. Psychiatry Res. 1989;28(2):193-213. Morin CM. Insomnia: 
Psychological Assessment and Management. New York, NY: The Guilford Press; 1993. Johns MW. Sleep. 1991;14(6):540-545. Seow LSE, et al. Sleep 
Med. 2018;41:86-93.



Sleep-Related Questionnaires (cont’d)

• STOP-BANG
– Risk factors of OSA

• S: Snoring?
• T: Tired? (daytime fatigue, sleepiness)
• O: Observed? (stopping breathing, choking, gasping)
• P: Pressure? (high blood pressure)
• B: BMI > 35?
• A: Age > 50?
• N: Neck size large? (Men > 16 inches; Women > 15 inches)
• G: Gender = male?

– Scoring: Risk for OSA
• Low: 0–2; Intermediate: 3–4; High: 5–8

OSA = obstructive sleep apnea.
Chung F, et al. Anesthesiology. 2008;108(5):812-821. Nagappa M, et al. PLoS One. 2015;10(12):e0143697. 



Evaluating Sleep Complaints
• Sleep history (past and present)
• Assess possible comorbid 

conditions
– Medical
– Psychiatric
– Substance use
– Sleep (eg, restless legs 

syndrome, sleep apnea)

• Current medications
• Mental status examination
• Physical examination
• Collateral sources—bed 

partners, etc.
• Sleep log or diary
• Actigraphy?
• Sleep study?

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504. Mai E, et al. Sleep Med Clin. 2008;3(2):167-174. 



When insomnia happens in a patient with 
depression, is it a secondary or a primary 

diagnosis?



Yes!



Case 2
42-year-old woman presents due to feeling depressed and anxious 

for about 2 months
She describes low mood, excessive worry, and decreased appetite

She has never been a great sleeper, but now her sleep is much 
more disrupted and unrefreshing

Overall her health has been good; she takes no medications
She is married and has 2 teenage children

She enjoys working full-time as a research chemist, but her 
employment now is threatened due to a grant not being renewed
She had an episode of major depression when in college in her 

early 20s and had a 5-day psychiatric hospitalization



Sleep Disorders
• Insomnia Disorder

DSM-5 Revisions
• Eliminates “primary 

insomnia” conceptualization
• Emphasizes comorbidity 

without causal attribution
• Promotes concurrent 

insomnia diagnosis when 
independent clinical 
attention is warranted



DSM-5 Insomnia Disorder Criteria
• Dissatisfaction with sleep quality or quantity in relation to difficulty 

initiating or maintaining sleep or early morning awakening
• There must be clinically significant distress or impairment
• The sleep difficulty must be at least 3 nights per week persisting 

for at least 3 months
• The sleep problem must be in the context of adequate opportunity

for sleep
• The sleep problem is not better explained or attributed to another 

sleep disorder, mental disorder, or medical condition, or the 
effects of a substance
– However, coexistence with another sleep disorder, medical 

condition, or mental disorder may be specified
– May specify: Episodic, persistent, or recurrent

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American 
Psychiatric Association; 2013. 



Insomnia–Depression Interactions

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American 
Psychiatric Association; 2013. 

Sleep  
Disturbance

Mood 
Disturbance



Major Depression and Sleep Complaints
• Subjective complaints in patients with depression

• Insomnia: 80% to 85% experiencing acute episodes
–Frequent or prolonged awakenings
–Early morning awakenings
–Difficulty falling asleep

• Hypersomnia: 15% to 20%
–Prolonged nighttime sleep episodes
–Daytime fatigue and sleepiness
–No objective hypersomnolence by MSLT

• Insomnia often precedes a depressive episode
• Insomnia is a common residual symptoms following the resolution of a 

depressive episode
MSLT = Multiple Sleep Latency Test.
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American Psychiatric Association; 2013. 
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Insomnia Predicts Future Depression and Anxiety



When insomnia happens in a patient with 
depression, is it a secondary or a primary 

diagnosis?

• Treat depression
• Treat insomnia
• Diagnose and code both

The Bottom Line



Please discuss the incidence of pre-sleep 
psychotic symptoms in the general population

Paranoia
A sense someone is under the bed

Seeing images or movements in the room



Sleep-Wake Transition Hallucinations
• Hypnagogic: Wakefulness to sleep
• Hypnopompic: Sleep to wakefulness
• Fleeting involuntary, spontaneous perceptual experiences
• Immersive and dreamlike 
• Mostly visual, auditory, or tactile
• Epidemiology – general population

– Hypnagogic: 37%
– Hypnopompic: 12.5%

Waters F, et al. Schizophr Bull. 2016;42(5):1098-1109. Ohayon MM, et al. Br J Psychiatry. 1996;169(4):459-467.



Case 3

24-year-old woman is concerned about her safety at nighttime
Sometimes she doesn’t remember things that her husband reports 

she does during the night
Many nights within an hour of falling asleep she may sit up and look 

around the room while appearing to be listening intently
Some nights she will leave her bed and quietly look out the window
Usually she does not speak during these episodes, but occasionally 
says she thought she “heard something” or expressed her concern 

that someone was trying to “break into the house”
She ultimately returns to quite sleep without recalling the events in 

the morning 



DSM-5 Parasomnia Disorders
• Characterized by “abnormal behavioral, experiential, or 

physiological events occurring in association with sleep, specific 
sleep stages, or sleep-wake transitions”

• Most commonly associated with REM or NREM sleep
• They represent “admixtures of wakefulness” and REM or NREM 

sleep
• The parasomnia disorders highlight the fact that “sleep and 

wakefulness are not mutually exclusive”

REM = rapid eye movement; NREM = non-rapid eye movement.
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American 
Psychiatric Association; 2013. 



NREM Sleep Arousal Disorders
• Key characteristics

– Repeated incomplete awakenings from sleep
– Typically during the 1st third of the night
– Associated with either

• Sleepwalking
• Sleep terrors

– Relative unresponsiveness to others
– Minimal dream imagery
– Amnesia for the episode is typical
– Associated with significant distress or impairment
– Not attributable to the effects of a substance

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American 
Psychiatric Association; 2013. 
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DSM-5 Nightmare Disorder
• Key characteristics

– Dreams that are well-remembered, extended, and extremely 
dysphoric generally occurring during the 2nd half of the night

– On awakening—rapidly alert and oriented
– Clinically significant distress or impairment
– Symptoms not due to a substance
– Not explained by coexisting mental disorder

• May specify
– During sleep onset
– Association with coexisting disorders or medical conditions
– Acute, subacute, or persistent
– Mild, moderate, or severe

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American 
Psychiatric Association; 2013. 



DSM-5 REM Sleep Behavior Disorder
• Key characteristics

– Vocalization and/or complex motor behaviors associated with 
repeated arousals during sleep

– Occur during REM sleep—mostly during the latter part of the night
– Completely alert upon awakening
– Either

–Sleep study recording with REM sleep without atonia
–Presence of synucleinopathy with history suggestive of REM 

sleep behavior 
– Clinically significant distress or impairment
– Not attributable to substance or another medical condition
– Not explained by coexisting mental or medical disorder

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition. Arlington, VA: American 
Psychiatric Association; 2013. 



Case 4
32-year-old man diagnosed with schizophrenia comes in for routine 

visit stating he is fine
His mood has been good lately

He enjoys spending time with his parents and siblings
He says that he takes his prescribed olanzapine and metformin 

every morning
He attends a psychiatric rehabilitation program on weekdays and he 

works part time in a housekeeping job
When asked about auditory hallucinations he said that he continued 

to hear voices most days
But only when in bed at night



Part II: 
Pharmacologic Treatments



How important is it to educate about 
sleep hygiene in combination with a 

medication intervention?

Essential



Insomnia Treatment Approaches
• Educate about sleep
• Promote healthy sleep habits

– Recommend regularity in sleep-wake timing
– Discuss an environment conducive for sleep
– Advise caution with caffeine, alcohol, and other drugs

• Optimize management of comorbid conditions
• Cognitive-behavioral therapy for insomnia (CBT-I)
• Pharmacotherapy

– Directly targeting sleep
– Indirectly facilitating sleep 

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504.



How concerned are you about using 
benzodiazepines for chronic treatment of 

insomnia?

0 100



Case 5
51-year-old woman has had sleep problems for about 15 years

She has fatigue and “pain all over” during the daytime
She has been taking zolpidem 10 mg at bedtime for about 10 years

She has had no side effects with the zolpidem
She follows good sleep habits (regular bedtime hours, relaxing 

bedtime routine, avoids caffeine and alcohol, no napping)
She thinks the zolpidem helps a lot with her sleep and decreases 

her daytime fatigue and pain, allowing her to lead an “almost 
normal” life

She comes in because her new primary care provider says she 
needs to ”get off that stuff”





Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504.

Duration of treatment…depends on specific clinical 
characteristics and patient preference. 

For many patients, an initial treatment period of 2–4 weeks may 
be appropriate, followed by re-evaluation of the continued need 

for treatment.

A subset of patients with severe chronic insomnia may be 
appropriate candidates for longer-term or chronic treatment…

If hypnotic medications are used long-term, regular follow-up 
visits should be scheduled at least every six months in order to 
monitor efficacy, side effects, tolerance, and abuse/misuse of 

medications.



US Food and Drug Administration. Drugs@FDA: FDA Approved Drug Products. www.accessdata.fda.gov/scripts/cder/daf/.



US Food and Drug Administration. Drugs@FDA: FDA Approved Drug Products. www.accessdata.fda.gov/scripts/cder/daf/.



Eszopiclone

US Food and Drug Administration. Drugs@FDA: FDA Approved Drug Products. www.accessdata.fda.gov/scripts/cder/daf/.



How do you deal with the tolerance that 
develops with zolpidem?



Addressing Hypnotic Tolerance
• Increase dose to therapeutic level?
• Reinforce healthy sleep habits
• Employ cognitive-behavioral techniques
• Explore circadian issues
• Reconsider comorbid conditions

– Mental health
– Medical
– Sleep

• Explore concurrent medication effects
• Consider alternate pharmacodynamic approach

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504.



Case 6 
60-year-old woman has had difficulty falling asleep and staying 

asleep off and on for about 8 years
She takes a variety of medications for hypertension and type 2 

diabetes mellitus
She found some benefit with trazodone, but felt too sleepy the next 

morning
She declined mirtazapine due to concerns about further weight gain

She now has been taking zolpidem 5 mg nightly for 3 months
The zolpidem doesn’t help as much as it did when she first started 

taking it
Taking 2 pills helps her get better sleep





Krystal AD, et al. Sleep. 2008;31(1):79-90.



CGI-I = Clinical Global Impression-Improvement.
Krystal AD, et al. Sleep. 2008;31(1):79-90.



Krystal AD, et al. Sleep. 2003;26(7):793-799.



Many of my patients on benzodiazepines 
experience rebound insomnia when they try to 

stop it. Please give some advice on how to 
manage this.



Case 7
55-year-old man has had difficulty with his sleep onset and 

maintenance off and on for decades
He sleeps fairly well most nights with his use of temazepam 30 mg 

that he has taken “for years”
He has no major health problems; he is on no other medications
He doesn’t like the thought of depending  on taking a hypnotic 

medication every night
Several times a year he’ll stop taking it to see whether he still needs 

it to sleep well
Inevitably his sleep is very poor and he feels awful the next day
He is convinced that he cannot sleep well without the hypnotic



Abrupt Hypnotic Discontinuation
• Rebound

– Insomnia is worse than baseline for a few days
– More likely with shorter half-life medications
– Psychological contribution?

• Withdrawal
– Onset of new symptoms (eg, anxiety, seizures)
– Unlikely with FDA approved hypnotics

• Reoccurrence
– Return of previous insomnia
– Possible perpetuation by maladaptive behaviors 

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504. Merlotti L, et al. J Clin Psychopharmacol. 1991;11(6):368-373.



Minimizing Hypnotic Discontinuation Problems
• Emphasize healthy sleep habits
• Employ cognitive-behavioral strategies
• Taper the dose

– Small decrements (as possible)
– Consider scored tablets
– Go slow, when possible

• Consider alternate pharmacodynamic approach



Can you speak to the sleep benefits of 
marijuana?

Florida recently approved medical cannabis and some of my 
patients with sleep disturbances are using it but still complain that 

they are not sleeping well.



Case 8

45-year-old woman says she’s had terrible sleep “all my life”
Hard to fall asleep and stay asleep

“Drags” through the day, but can never nap
Sleeping pills never helped very much (“I’ve tried them all”)

Now gets her best sleep with marijuana whenever she can get it
She wants a prescription for medical marijuana, because that’s the 

only thing that works





Research on cannabis and sleep is in its 
infancy and has yielded mixed results. 

Additional controlled and longitudinal research 
is critical to advance our understanding of 

research and clinical implications.
Babson KA, et al. Cannabis, Cannabinoids, and Sleep: A Review of the Literature. 
Curr Psychiatry Rep. 2017;19(4):23.



Have you had much success with suvorexant 
for insomnia?



Orexin (Hypocretin) and Insomnia
• Orexins first reported in 1998
• Association with sleep regulation first reported in 1999
• Two orexin proteins: Orexin A and Orexin B
• Originate from neurons in the perifornical lateral hypothalamic 

regions with projections widely distributed in the brain and spinal 
cord

• Two partially overlapping orexin G-protein-coupled receptors: 
OX1R and OX2R

• Orexins promote arousal and stabilize wakefulness
• Orexins are deficient in narcolepsy
• Will decreasing orexin tone enhance sleep?

Mignot E. Neuropsychopharmacology. 2001;25(5 Suppl):S5-S13. 



Suvorexant
• Dual orexin (hypocretin) receptor antagonist (DORA)
• Available since 2015
• Indication: For the treatment of insomnia characterized by 

difficulties with sleep onset and/or sleep maintenance
• Contraindication: Narcolepsy
• Adverse reactions: Somnolence
• Schedule IV controlled substance
• Available doses: 5, 10, 15, 20 mg
• Clinical trial history and FDA response
• Prescribing consideration: Who and how

Citrome L. Int J Clin Pract. 2014;68(12):1429-1441. Neubauer DN. Suvorexant for sleep-onset insomnia or sleep-maintenance insomnia, or 
both. Current Psychiatry. 2015;14(1)19-24. US Food and Drug Administration. Drugs@FDA: FDA Approved Drug Products. 
www.accessdata.fda.gov/scripts/cder/daf/.



Part III: 
Side Effect Management



Many of our patients with mood disorders 
have a hard time awakening in the morning 

despite having good sleep quality. 
How can we address this?



“Hard Time Awakening”
Key Considerations

• Sleep quantity and quality
• Circadian rhythm phase delay
• Mood and motivation – diurnal mood variation?
• Medication effects

– Hypnotics (benzodiazepine, non-benzodiazepine)
– Sedating antidepressants
– Antihistamines
– Orexin antagonist
– Analgesics

• Unrecognized sleep disorder (eg, sleep apnea)
• Medical disorders

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504.



Which medication side effects are the most 
common in this population and what are your 

strategies for dealing with them?



PC = pregnancy category; MOTN = middle-of-the-night. 
US Food and Drug Administration. Drugs@FDA: FDA Approved Drug Products. www.accessdata.fda.gov/scripts/cder/daf/.

Medication DEA Class PC Most Common Side Effects
Estazolam IV X Somnolence, hypokinesia, dizziness, abnormal coordination

Flurazepam IV X Dizziness, drowsiness, lightheadedness, loss of coordination, staggering, falling

Quazepam IV X Drowsiness, headache

Temazepam IV X Drowsiness, dizziness, lightheadedness, difficulty with coordination

Triazolam IV X Drowsiness, headache, dizziness, “pins & needles,” coordination difficulty, lightheadedness

Eszopiclone IV C Unpleasant taste, headache, somnolence, rash, respiratory and viral infections, dizziness, 
dry mouth, anxiety, hallucinations

Zaleplon IV C Drowsiness, lightheadedness, dizziness, “pins & needles,” difficulty with coordination

Zolpidem IV C Drowsiness, dizziness, diarrhea, drugged feeling

Zolpidem ER IV C Headache, next-day somnolence, dizziness

Zolpidem spray IV C Drowsiness, dizziness, diarrhea, drugged feeling

Zolpidem sublingual IV C Drowsiness, dizziness, diarrhea, drugged feeling

Zolpidem sublingual-MOTN IV C Headache, nausea, fatigue

Ramelteon --- C Somnolence, dizziness, fatigue, nausea, exacerbated insomnia

Low-dose doxepin --- C Somnolence/sedation, nausea, upper respiratory tract infection

Suvorexant IV C Somnolence



Part IV: 
Nonpharmacologic Treatments



How effective are sleep hygiene practices when 
taking care of sleep disorders?

Depends on
the person,
the practice,
and the disorder



Sleep Hygiene Recommendations
• Healthy sleep habits
• Represent many domains of behavior and environmental 

regulation
• Some are evidence-based, some seem like good advice
• Some can be very beneficial
• Many are vague (“Avoid stress”)
• Some can be contradictory

– “Go to bed at the same time every night”
– “Only go to bed when you are sleepy”

• Best when personalized
• The foundation of insomnia therapy

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504. Avidan AY, et al. Continuum. 2017;23(4, Sleep Neurology):1064-1092. 



Sleep Hygiene: Substances
• Avoid caffeine in the afternoon and evening
• Avoid alcohol in the evening
• Avoid nicotine (cigarettes, e-cigarettes, gum, and patches) in the 

evening and throughout the night

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504. Irish LA, et al. Sleep Med Rev. 2015;22:23-36.



Sleep Hygiene: Schedule
• Try to maintain a regular bedtime 
• Try to maintain a regular out-of-bed time – every day
• Allot sufficient time for sleep (approximately 8 hours)

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504. Irish LA, et al. Sleep Med Rev. 2015;22:23-36.



Sleep Hygiene: Daytime
• Get plenty of light exposure, for most people beginning at the 

scheduled out-of-bed time
• Be active throughout the day and plan specific exercise time
• Avoid napping, but if you do, make it early afternoon and short 

duration (up to about 20 minutes)

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504. Irish LA, et al. Sleep Med Rev. 2015;22:23-36.



Sleep Hygiene: Evening
• Have supper early (minimize bedtime snack, or avoid)
• Moderate evening fluids, but not to the point of thirst
• Developing a relaxing routine
• Consider a warm bath
• Avoid bright light exposure as bedtime approaches (and use blue 

frequency blocking apps and bulbs)
• Avoid electronic screens and interactive devices in the bedroom
• Plan worry/idle time before getting into bed – take notes
• Avoid important discussions at bedtime

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504. Irish LA, et al. Sleep Med Rev. 2015;22:23-36.



Sleep Hygiene: Bedroom
• Temperature: Cool
• Light: Safely dark

– Consider shades to block out external light (or eyeshades?)
– But consider value of external light exposure at dawn

• Regulate sound
– Avoid disturbing noises (earplugs?)
– Consider “white noise” device 

• Consider ventilation (fan for air movement and sound)
• Comfortable mattress, pillows, and sheets (socks, gloves?)
• Pets?

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504. Irish LA, et al. Sleep Med Rev. 2015;22:23-36.



Sleep Hygiene: Behaviors
• Don’t spend excessive wakeful time in bed

– Consider a boring activity that can be stopped at any time
– Avoid excessive light
– Return to bed when sleepy

• Don’t watch the clock throughout the night
– Avoid a lighted clock facing the bed
– Confirm the alarm is set at bedtime and don’t check it again

Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504. Irish LA, et al. Sleep Med Rev. 2015;22:23-36.



Do you have a resource on sleep hygiene 
habits that you give patients?

I usually personalize good sleep habits
Many lists are available online:

www.sleepeducation.org
www.sleepfoundation.org

http://www.sleepeducation.org/
http://www.sleepfoundation.org/


What role might cognitive-behavioral therapy 
play in helping my patients with insomnia?



CBT-I
• Extensive evidence-based support
• Effective in varied populations
• Often provided by certified behavioral sleep medicine provider

– Usually 6 to 8 sessions
– Typically manualized content and recommendations
– Mostly done individually, but group sessions possible

• Internet-based options exist
• Alternative: Brief behavioral treatment for insomnia (BBTI)

Buysse DJ, et al. Arch Intern Med. 2011;171(10):887-895. Brasure M, et al. Ann Intern Med. 2016;165(2):113-124. Qaseem A, et al. Ann Intern 
Med. 2016;165(2):125-133.  



BBTI
• Targets behavioral treatments

– Sleep education
– Reduce time in bed
– Get up at the same time every day, regardless of sleep duration
– Do not go to bed unless sleepy
– Do not stay in bed unless asleep

• Sessions with nurse practitioner 
– Week 1: Individual session (45–60 min)
– Week 2: Phone call (20 min)
– Week 3: Follow-up session (30 min)
– Week 4: Phone call (20 min)

• Significant improvement in sleep outcomes at 4 weeks
Buysse DJ, et al. Arch Intern Med. 2011;171(10):887-895.



Out of all the sleep CBT techniques, which 
seems to be your house favorite that results in 

the best outcomes for your patients?

CBT-I
Not always “One Size Fits All”

Best outcomes may depend on the synergy 
of techniques



CBT-I Components
• Sleep hygiene education
• Cognitive therapy
• Stimulus control therapy
• Sleep restriction therapy
• Relaxation training
• Biofeedback
• Paradoxical intention
• Imagery therapy

Morgenthaler T, et al. Sleep. 2006;29(11):1415-1419. Schutte-Rodin S, et al. J Clin Sleep Med. 2008;4(5):487-504.



Practical Take-Aways
• Focus on fundamentals: Healthy sleep habits

– Prioritize sleep – Don’t compromise it away
– Regularize sleep timing: Reinforce circadian sleep regulation
– Pay attention to the timing of light and darkness
– Create a conducive sleep environment

• Consider effects of medications and other substances
• Optimize management of comorbid conditions
• Rethink insomnia causation when treatment is suboptimal
• Employ cognitive-behavioral therapies whenever possible
• Consider insomnia pharmacotherapy for selected cases

– Personalize medication selection: Pharmacodynamics and kinetics
– Discuss potential adverse effects and monitor throughout therapy
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