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A
lthough sleep disorders such as insomnia, daytime sleepi-
ness, and frequent awakenings become more common 
and chronic with age,1,2 they are not an inevitable result 
of aging and should not be treated as such.3 

Instead of linking insomnia in elderly patients to age, clini-
cians should consider the impact of coexisting physical and mental 
conditions on sleep. Foley et al, whose review of sleep complaints 
in nearly 7000 community-dwelling older adults forms the basis 
for most epidemiologic estimates of sleep disorders in the elderly, 
found that the prevalence of insomnia in this population increased 
in conjunction with depressed mood, respiratory symptoms, fair to 
poor health, or physical disability.1 Reid et al showed that respond-
ents with only 1 sleep complaint were still 40% more likely to 
have a poorer physical health summary score and 23% were more 
likely to have a higher mental health summary score (Figure 1).4  
In fact, sleep disorders in the elderly are strongly associated with 
significant limitations in activities of daily living, declining quality 
of life, and morbidity and mortality.2,4,5 For instance, disrupted or 
lack of sleep may lead to falls and subsequent nursing home place-
ment and affect cognitive functioning.6 There is also evidence 
that sleep disturbances may produce physiologic abnormalities and 
dysfunction in the elderly that can cause physical7 and mental dis-
orders,8 and may increase the severity of chronic conditions such 
as diabetes.9 

Although current rates of insomnia in the elderly are significant, 
ranging from 23% to 57% and appearing more frequently in women,1 
practitioners can expect to see these numbers grow given that adults 
65 and older make up the fastest growing segment of the US popu-
lation.10 Current estimates call for this sector to grow from 13% of 
the overall 2010 population in the United States to 19.6% in 2030. 
Thus, understanding the implications and repercussions of insomnia 
in older adults, as well as treatment issues specific to this population, 
is important.  

Sleep Architecture and Comorbid Insomnia
Differentiating true sleep-related problems from age-related chang-

es in sleep architecture in an elderly population can be challenging. 
Changes in sleep architecture are generally accepted as a normal part 
of aging, but, in reality, only a subset develop clinically significant 
changes in sleep architecture or complain of the subjective symptoms 
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Changing sleep architecture in the elderly 
may increase their vulnerability to comor-
bid insomnia. Common comorbid condi-
tions include chronic pain, depression, 
nocturia, and neurologic conditions such 
as Parkinson’s and Alzheimer’s disease. 
Diagnosing and treating comorbid insom-
nia in an older population poses special 
challenges for clinicians given the variety 
of coexisting medical and psychological 
conditions, polypharmacy, and the potential 
adverse effects of the most commonly used 
medications for insomnia in this population. 
Thus, the use of nonpharmacologic treat-
ments, such as cognitive behavior therapy 
and relaxation techniques, is recommended 
before any medical approaches. 
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of insomnia. After about age 50, older adults tend to 
have more awakenings and reduced sleep efficiency. 
They sleep less (an average of 6-6.5 hours vs 7 hours 
in middle age); experience more frequent brief 
arousals; spend more time in the light sleeping stage 
1; and have more frequent shifts between sleeping 
stages. There is also evidence that older adults 
spend less time in the deeper, slow-wave sleep 
and rapid-eye movement (REM) sleep, with REM 
latency also declining with age. By age 60, however, 
these changes have become fairly constant and do 
not continue to worsen.11 Thus, they should not be 
considered as sleep disorders or insomnia, but as a 
natural occurrence of aging.12

However, the lighter sleep older adults experi-
ence makes them more vulnerable to sleep-related 
interruptions from medical and psychiatric condi-
tions, contributing to the high rates of comorbid 
insomnia in this population.13 

The 2003 National Sleep Foundation’s Sleep in 
America Survey, which involved telephone inter-
views of 1506 participants aged 55 to 84 years of 
age about their sleep habits and mental and physical 
health conditions, found that 69% of respondents 
with 1 or more sleep problems also had 4 or more 
medical conditions, whereas just 36% of those with 
no major medical conditions reported sleep prob-
lems.14 Table 1 shows the odds ratio for insomnia 
symptoms according to major medical condition. 

Other works have found associations between 
insomnia and arthritis, hypertension, coronary heart 
disease (CHD), and diabetes.1,4,14,15 Conversely, 
improved physical health or even the perception 

of improved health results in reduced reporting of 
insomnia.1 Thus, insomnia in the elderly may be 
considered a marker for overall mental and physical 
health. 

When assessing older adults for sleep issues, 
clinicians should consider the severity of the sleep 
problem; changes in psychosocial, occupational, or 
physical functioning; and daytime impairment. The 
latter may manifest as daytime fatigue, irritability, 
anxiety, feelings of restlessness or other negative 
effects, cognitive inefficiency, somatic symptoms, 
errors or accidents while driving, and excessive 
concerns or worries about sleep.12

It is also important that clinicians evaluate 
patients’ overall mental and physical health and 

n Table 1. Odds Ratio (OR) for Insomnia Symptoms by Major Medical Condition14

n  Figure 1. Sleep Complaint Endorsement Ratesa
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aPercentage of patients who positively endorsed each complaint on the Five-Item 
Sleep Questionnaire. Among those reporting complaints with snoring, 29.5% report-
ed feeling unrefreshed as a consequence (ie, 9.8% of the full sample).
Reprinted with permission from Reid KJ, et al. Am J Geriatr Psychiatry. 2006;14(10): 
860-866.

Insomnia Symptom, %

Medical Condition

	 Difficulty Falling 
Asleep (9%), OR 

(95% CI)

Awake a Lot  
During the Night

(22%), OR (95% CI)
Wake Too Early 

(11%), OR (95% CI)
Wake Unrefreshed 
(14%), OR (95% CI)

Obesity NS 1.36 (1.02-1.82) NS 1.45 (1.04-2.01)

Bodily pain 1.89 (1.28-2.78) 2.68 (2.06-3.49) 1.88 (1.32-2.66) 2.11 (1.54-2.90)

Depression 2.44 (1.59-3.73) 1.59 (1.14-2.22) 2.21 (1.49-3.29) NS

Heart disease 1.99 (1.29-3.07) 1.67 (1.23-2.31) 1.87 (1.27-2.78) NS

Lung disease NS NS NS 1.50 (1.01-2.24)

Memory problems 1.76 (1.08-2.87) 1.56 (1.07-2.27) NS NS

CI indicates confidence interval; NS, not significant.
Reprinted with permission from Foley D, et al. J Psychosom Res. 2004;56(5):497-502. 
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functioning, as well as all medications, given the 
high rates of polypharmacy in the elderly16,17 and the 
impact of many medications on sleep (Table 2).18,19 

It is also important to recognize that treating 
the comorbid medical condition does not neces-
sarily improve the insomnia. This issue is discussed 
more in depth in the article by Dr Thomas Roth 
elsewhere in this supplement.20 

Pain, Depression, and Comorbid Insomnia 
One of the most common comorbid condi-

tions affecting sleep quality is chronic pain, which 
is particularly prevalent in the elderly (Figure 
2).21 Between 50% and 88% of patients attending 
chronic pain clinics (albeit a self-selecting popula-
tion) complain of impaired sleep.22 

Medical conditions associated with chronic 
pain include rheumatoid arthritis, fibromyalgia, 
and osteoarthritis. In one of the largest commu-
nity-based studies to explore the link, Power et 
al analyzed a cross-sectional nationally represen-
tative sample of 118,336 participants 18 years 
of age with arthritis pain, insomnia symptoms, 
and other sleep-related conditions.23 They found 
significantly greater numbers of individuals with 
arthritis reported pain (45.8%), insomnia (24.8%), 
and unrefreshing sleep (11.9%) than those without 
arthritis (11.7%, 10.6%, and 6.1%, respectively 
[all P <.001]). The greater the level of pain, the 
greater the prevalence of insomnia symptoms and 
unrefreshing sleep, even in those without arthritis. 
Adjusting for pain reduced the effect of arthritis on 
unrefreshing sleep and insomnia symptoms by 64% 
and 53%, respectively. 

Roehrs et al reported that sleep loss increased 
pain sensation, likely as a result of REM sleep 
deprivation, which is associated with hyperalgesia.24 
Other studies reported insomnia causing head-
aches and headaches causing insomnia,25 and sleep 
deprivation increasing next-day pain receptivity in 
patients with fibromyalgia and arthritis.26,27 

Pain often manifests in conjunction with 
depression. Wilson et al reported that patients with 
major depression and insomnia were more likely 
to score higher on severity (P = .005), interfer-
ence (P  = .041), life control (P <.001), and affec-
tive distress (P  = .005) on the Multidimensional 
Pain Inventory (MPI) than those with insomnia 
but without major depression, or with neither 
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N = 18,980; P <.001. Based on survey data.

n Table 2. Medications Associated With 
Insomnia18,19

n  Figure 2. Insomnia Comorbid With Pain

aPain categories included limb pain, backaches, joint pain, gastrointestinal pain, and 
headaches.
Reprinted with permission from Ohayon MM. J Psychiatr Res. 2005;39(2):151-159.
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insomnia nor major depression.28 One potential 
reason for the link could be that patients report-
ing depression and pain are more likely to exhibit 
sympathetic nervous system arousal, a factor in 
insomnia.29-31 

In addition, patients with insomnia who did not 
have major depression still showed higher scores 
on the Beck Depression Inventory, less life control 
on the MPI, and higher scores on the sensory- 
discriminative dimension of the McGill Pain 
Questionnaire than participants without either 
major depression or insomnia.28 There is also 
evidence that insomnia perpetuates depression in 
elderly adults, even after treatment.32

 In older adults, Taylor et al showed that 
elderly patients with insomnia exhibited more 
severe symptoms of depression and anxiety than 
those without, and were 9.82 and 17.35 times more 
likely to have clinically significant depression and 
anxiety, respectively.33 

Comorbid Insomnia in Parkinson’s and 
Alzheimer’s Diseases

Sleep disturbances are particularly prevalent in 
patients with neurologic diseases related to aging, 
such as Parkinson’s and Alzheimer’s disease. Up to 
two thirds of patients with Parkinson’s disease expe-
rience sleep-related disorders, including problems 
falling asleep, and nighttime and early-morning 
awakenings.34 

Meanwhile, Tractenberg et al compared sleep 
quality in 399 healthy elderly individuals without 
dementia and 263 persons with a diagnosis of pos-
sible or probable Alzheimer’s disease. They found 
a lower prevalence of sleep problems in those 
without Alzheimer’s (18.3%) than in those with 
Alzheimer’s (27.6%) (P <.01). Specifically, patients 
with Alzheimer’s had greater prevalence and fre-
quency of waking after sleep onset (WASO), sleep 
latency (>30 minutes to fall asleep), waking too 
early, and waking at night with pain.35

Other Comorbid Conditions
Other conditions that may occur comorbidly 

with insomnia symptoms include nocturia, a com-
mon complaint in the elderly. Nocturia is associ-
ated with increased mortality, related in part to the 
consequences of falls resulting from elderly persons 
awakening in the night to urinate.36 In one survey 

of 100 older adults, 59% attributed their sleep dis-
ruption to nocturia.37

Insomnia and other sleep complaints may be 
present with CHD. A review of articles on the asso-
ciation between CHD events and sleep complaints 
exclusive of sleep apnea found risk ratios of 1.47 to 
3.90 between “trouble falling asleep” and coronary 
events after adjusting for age and various coronary 
risk factors (combined effect, 1.7; P <.0001).38

Hypnotic-Dependent Insomnia
Hypnotic-dependent insomnia (HDI) results 

from chronic use of hypnotics and sedatives as sleep 
medication. The disorder is particularly prevalent 
in the elderly, who are most likely to be prescribed 
hypnotics for sleep-related disturbances and to use 
them nearly twice as long as younger users.39,40 It is 
characterized by a pattern of tolerance and depen-
dence, and marked by rebound insomnia or exces-
sive sleepiness, anxiety, and depression when the 
medication is stopped.41 Older adults with HDI are 
also at risk for seizures and hallucinations.42 

The condition should be treated with gradual 
tapered withdrawal from the medication (10%-25% 
every 1-2 weeks) over 8 to 12 weeks.43,44 At the low-
est possible dose, medication-free nights should be 
gradually introduced before the medication is com-
pletely stopped. Behavioral interventions may also 
help facilitate medication withdrawal.45 If tapered 
withdrawal fails, switching to a longer-acting, cross-
tolerant medication such as clonazepam and/or using  
medication to suppress withdrawal symptoms such 
as carbamazepine is an option.44  

Treating Comorbid Insomnia in the Elderly
When determining the appropriate treatment 

for older adults with comorbid insomnia, it is 
important to consider the consequences of any 
treatment on the patient’s overall health and inter-
actions with other medications given the high rate 
of polypharmacy in older adults.16

The most commonly used treatments for 
insomnia in the elderly are medications, primar-
ily benzodiazepine sedative-hypnotics (estazolam, 
flurazepam, quazepam, temazepam, and triazolam), 
the nonbenzodiazepine sedative-hypnotics (eszopi-
clone, zaleplon, and zolpidem), sedating antidepres-
sants (trazodone, nefazodone) used off label, and 
over-the-counter antihistamines.46 More recently, 
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the first nonsedating sleep medication, ramelteon, 
a selective MT1/MT2 melatonin receptor agonist 
was approved for the long-term treatment of insom-
nia characterized by sleep-onset difficulty in the 
United States.47 In addition, eszopiclone, zolpidem 
extended-release, and ramelteon no longer have 
any implied limitation on the duration of their use. 
For some patients, long-term use may be successful 
in improving nighttime sleep and daytime function-
ing. However, patients taking any of these medica-
tions should be regularly observed and evaluated.48

In addition, age-related metabolic changes may 
extend the half-life of these drugs in older adults, 
leading to cognitive and motor impairment and 
sleep-related breathing disorders.49 Sleep medica-
tions in the elderly are also associated with falls, 
fractures, and more days in the hospital (although 
these adverse effects may, however, be less frequent 
and severe with the newer benzodiazepine receptor 
agonists).49,50 Because of these age-related issues, 
there is particular need to monitor drug doses and 
make any necessary adjustments in the elderly. The 
starting dose of eszopiclone in an elderly individual, 
for example, is 1 mg and should not exceed 2 mg 
(compared with 2-3 mg for nonelderly adults).51  

In 2007 the US Food and Drug Administration 
requested that manufacturers of all sedative-hyp-
notic drug products include stronger language on 
product labeling concerning the potential for severe 
allergic reactions and complex sleep-related behav-
iors, which may include sleep-driving.

	A meta-analysis of 24 randomized clinical trials in 
elderly populations (>60 years of age) who used any 
pharmacologic sleep aids for 5 nights for insomnia 
(over-the-counter medications, benzodiazepine and 
nonbenzodiazepine sedative-hypnotics) found similar 
efficacy and adverse effects between the benzodiaz-
epines and nonbenzodiazepines eszopiclone, zaleplon, 
and zolpidem, but suggested that sedative-hypnotics 
may have less benefit for older than younger people 
with similar or greater risk for adverse effects.52 

Cotroneo et al conducted one of the few, if 
not the only, published clinical trials to evaluate 
medical insomnia treatment on elderly patients 
with comorbid conditions.53 Researchers evaluated 
insomnia treatment with zolpidem, triazolam, or 
oxazepam on 60 subjects aged 70 years. Fifteen 
had insomnia and dementia; 30 had insomnia and 
depression; and 15 had insomnia only. 

After 6 months of treatment, patients with 
dementia, who were also treated with the anti-
cholinesterase drugs donepezil, galantamine, or 
rivastigmine, and/or antipsychotic drugs, reported 
an optimal quality of sleep that positively impacted 
caregiver satisfaction and quality of life. Patients 
with depression and insomnia, who were also treated 
with sertraline, venlafaxine, or escitalopram, report-
ed a sufficient quality of sleep. Finally, those with 
insomnia only, who were treated only with hypnotic 
drugs, reported “sufficient” sleep. There were no sig-
nificant adverse effects with any treatment.53

No other trials examine the use of sleep medi-
cations in elderly adults with comorbid insomnia. 
However, it is worthwhile examining published tri-
als of these agents in elderly patients with transient 
or chronic primary insomnia. 

Two published trials examined the effects of 
eszopiclone 1- and 2-mg dosages compared with 
placebo on transient insomnia in elderly adults 
(ages 64-86) during a 2-week period.54,55 All doses 
were superior to placebo in improving sleep latency; 
the 2-mg dose was superior in maintaining sleep. 
The most commonly reported adverse effect was 
unpleasant taste. One trial showed a trend toward 
morning-reported sleepiness.55 There was no clini-
cally significant evidence of withdrawal symptoms 
after up to 12 months of eszopiclone use.56

Zolpidem has been evaluated in the elderly in 
one published randomized, double-blind, placebo-
controlled trial.57 This trial evaluated the effect of 
extended-release zolpidem (6.25 mg) in 205 elderly 
adults (mean age, 70.2 years) with primary insomnia 
during a 3-week treatment period. Patient-reported 
sleep time and awakening after sleep onset were 
significantly improved with zolpidem over placebo. 
Polysomnography showed significantly reduced 
WASO in the zolpidem group compared with pla-
cebo with no residual sedation. However, abrupt 
withdrawal from zolpidem led to 1 night of rebound 
insomnia while none occurred after withdrawal from 
placebo. There did not appear to be any issues with 
tolerance, however. Although zolpidem is indicated 
for the treatment of insomnia characterized by dif-
ficulties with sleep onset and/or maintenance, it 
carries a warning that elderly or debilitated patients 
may be especially sensitive to its effects.58 Zolpidem 
has also been associated with anxiety and subjective 
ratings suggestive of abuse potential.59   
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Zaleplon has been evaluated in 3 clinical trials 
in elderly patients. In the first, zaleplon 5 and 10 mg 
were evaluated during 2 weeks of active treatment 
against zolpidem 5 mg in 549 elderly patients (ages 
65-92) based on morning questionnaires.60 Zaleplon 
10 mg reduced subjective sleep latency (P <.001) 
during both weeks; zaleplon 5 mg also reduced it 
during week 2 (P <.01). There was no clinically 
significant rebound insomnia after discontinuation 
with zaleplon, although there was some evidence 
of rebound effects with zolpidem discontinuation. 
Central nervous system adverse effects were similar 
among both agents and placebo.

Hedner et al evaluated 5- and 10-mg zaleplon 
for 2 weeks (among individuals 65 years of 
age) with results provided via postsleep ques-
tionnaires.61 Although both doses significantly 
reduced subjective sleep latency during the treat-
ment period, there was some evidence of rebound 
insomnia after discontinuation of treatment with 
the 10-mg dose. 

Finally, to evaluate the long-term use of zale-
plon in elderly insomnia patients, Ancoli-Israel 
et al conducted a 1-year, open-label, extension 
phase of the 2 previously discussed trials. Patients 
self-administered zaleplon nightly from 6 to 12 
months and were then followed through a 7-day, 
single-blind, placebo-controlled, run-out period. 
The study showed similar efficacy in terms of 
sleep latency and duration and reduced nocturnal 
awakenings (P <.001 for each) with no evidence of 
rebound insomnia after discontinuation.62 

	Two published trials evaluated ramelteon in 
elderly subjects (n = 1156) with primary chronic 
insomnia for 5 weeks. In the first trial, Roth et al 
compared ramelteon 4 or 8 mg versus placebo in 
829 older adults (mean age, 72.4 years). Patient-
reported data showed significantly reduced reports 
of sleep latency throughout the treatment period 
with no significant rebound insomnia or withdrawal 
effects.63 The second trial was a post hoc analysis of 
the first trial and focused on 327 older adults (mean 
age, 72.3 years) with severe sleep-onset difficulty 
(subjective sleep latency 60 minutes).64 Subjects 
received 8 mg or placebo. Ramelteon significantly 
reduced self-reported time to fall asleep during 
nights 1 through 7 of treatment, an improvement 
that was sustained through week 5.

Table 3 depicts the dosing recommendations 
and mean half-life elimination of the nonbenzodi-
azepine sedative-hypnotics and ramelteon for older 
adults. 

Nonprescription Treatment
In contrast to the lack of published literature 

on medical treatments for comorbid insomnia in 
elderly populations, at least 5 published studies 
have evaluated the use of behavioral therapies for 
older adults with comorbid insomnia. 

Lichstein et al exposed 44 participants ( 58 
years of age) with comorbid insomnia to four 1-hour 
sessions of cognitive behavioral therapy (CBT) 
consisting of relaxation and stimulus control, or to 
a delayed-treatment control group. The CBT group 

n Table 3. Nonbenzodiazepine Sedative-Hypnotics in Older Adults

Medication Indication Dosing Patients

Mean Half-Life  
Elimination in 

Elderly, h

Eszopiclone65 Treatment of  insomnia in  
patients who experienced  

difficulty falling and/or  
staying asleep

Sleep-onset difficulty:  
1 mg immediately before bed
Sleep-maintenance difficulty:  
2 mg immediately before bed

~9 

Ramelteon Insomnia characterized by  
difficulty with sleep onset

8 mg ~1-2.6

Zaleplon Short-term treatment of  
insomnia

5 mg 1

Zolpidem58 Treatment of insomnia  
characterized by difficulties 

with sleep onset and/or sleep 
maintenance

6.25 mg once daily immediately 
before bedtime

2.9
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self-reported increased sleep efficiency and sleep 
quality ratings, both of which were maintained at 
the 3-month follow-up regardless of the type of 
comorbidity (psychiatric or medical).66

Rybarczyk et al studied comorbid insomnia relat-
ed to physical medical conditions, screening out 
patients with psychiatric disorders, in a sample of 38 
older adults (mean age, 67.9 years).67 Participants 
were randomized to either 8 sessions of group CBT, 
home-based audio relaxation treatment, or delayed 
treatment. Based on self-reported measures, the 
CBT group significantly improved on sleep effi-
ciency, WASO, the Pittsburgh Sleep Quality Index 
(PSQI) global sleep score, and total score on the 
Dysfunctional Beliefs and Attitudes about Sleep 
scale at treatment end and follow-up compared with 
the control group. The relaxation group improved 
on sleep efficiency, WASO, and PSQI global score 
compared with controls. In addition, patients who 
experienced clinically significant sleep changes also 
exhibited reduced levels of anxiety. 

A larger study in 92 participants with coronary 
artery disease, osteoarthritis, or chronic obstructive 
pulmonary disease showed a 78% treatment efficacy 
across a wide range of sleep-related parameters for 
participants undergoing CBT compared with a 
24% treatment efficacy in the control group, which 
received stress management training. The results 
held regardless of the comorbid disease.68 

Rybarczyk et al also conducted a pilot study in 12 
older adults with comorbid insomnia who received 
a home-based video CBT program. They compared 
the 12 to 24 participants who received classroom 
CBT or no treatment and found improvements in 
the video CBT group similar to those who received 
the classroom CBT. Attrition in the video CBT 
group was, however, higher, and the number of par-
ticipants who achieved clinically significant change 
was lower (50% vs 73%).69

Finally, McCurry et al evaluated a sleep educa-
tion program in 36 dementia patients in which 
caregivers received either general dementia educa-
tion (control) or recommendations about sleep 
hygiene and training in behavior management 
skills. Patients also took daily walks and increased 
their light exposure. Those participating in the 
education program showed greater reductions in 
nighttime awakenings and total time awake, and 

increases in weekly exercise days than control 
(P <.05). The treatment gains continued at the 
6-month follow-up with continued improvement in 
night awakenings.70

In addition to studies of behavioral interventions 
in comorbid insomnia in the elderly, a meta-analysis 
of behavioral interventions for primary insomnia in 
adults aged 55 and older found these interventions 
(CBT, relaxation training, or behavioral inter-
vention only) were all effective in reducing sleep 
latency and WASO, and improving sleep quality 
and efficiency (P <.001), and somewhat effective in 
improving total sleep time (P <.038).71 Two studies 
compared CBT with pharmacologic study in older 
adults. In one study, 78 older adults with primary or 
chronic insomnia received either 8 weeks of CBT 
(stimulus control, sleep restriction, sleep hygiene, 
and cognitive therapy) (n = 18), temazepam (n = 
20), temazepam with CBT (n = 20), or placebo (n 
= 20). The 3 active treatments were more effective 
than placebo, with those receiving the combined 
treatment showing a nonsignificant trend to a 
slightly higher improvement in sleep continuity 
measures. However, participants receiving CBT 
were most likely to show sustained improvement at 
6 and 24 months of follow-up than those receiving 
other treatments.72

Sivertsen et al compared CBT to zopiclone or 
placebo in 46 older adults with chronic primary 
insomnia. After 6 weeks, participants receiving 
CBT improved on 3 of 4 outcome measures (sleep 
efficiency, slow-wave sleep, time awake during the 
night) than those receiving medication or placebo. 
Total sleep time was similar in all 3 groups. At 6 
months, those who received CBT continued to 
show greater improvements in sleep efficiency than 
those who received zopiclone.73

Thus, it is recommended that clinicians begin 
any treatment for comorbid insomnia in the elderly 
with behavioral therapies, with an attempt at medi-
cations after these approaches have failed.

Conclusion
Comorbid insomnia is a prevalent problem in 

the elderly population. However, misperceptions 
continue to exist that age-related changes in sleep 
architecture underlie sleep disturbances in this 
population. Instead, comorbid medical conditions 
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are likely to be the most common cause of sleep 
disturbances. Thus, it is important that clinicians 
consider patients’ overall medical and psychologi-
cal status when evaluating, diagnosing, and treating 
insomnia. Several effective medications exist for 
the treatment of primary insomnia in older adults. 
Although they have not been specifically studied 
for the treatment of comorbid insomnia in this 
population, studies in older adults with primary 
insomnia suggest they are safe for short-term use. 
However, because the use of hypnotics in this 
population may lead to falls, cognitive changes, and 
other morbidities, nonpharmacologic approaches 
should also be considered.  
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