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Abstract—Insomnia may be a symptom of another psychiatric 

condition, such as major depression. However, insomnia 
sometimes remains even when the other symptoms have 
decreased or faded away. This article discusses strategies that 
have been used to treat insomnia. 
 

Index Terms—insomnia, treatment resistant 
 

I. INTRODUCTION 

ISTURBED sleep can be the symptom of various 
conditions, but it can also be the cause of various mental 

health problems. A condition that presents itself as a primary 
insomnia, may turn out to be something else on closer 
inspection. 

In the following, a couple of treatment methods will be 
discussed that are either often used or have shown to be 
effective in clinical practice. 

 

II. MEDICATION 

A low-dose sedating antidepressant or a nonbenzodiazepine 
anxiolytic seems to offer advantages over traditional sedative-
hypnotics. They do not carry the same risks of dependence and 
potential long-run side effects of the benzodiazepines, such as 
emotional flattening or even depression. 
 

A. Benzodiazepines 

Benzodiazepines may be used to lower anxiety in the short-
run, but they are not the first-line treatment when it comes to 
insomnia. Especially, long-term use of long-acting 
benzodiazepines should be avoided. [1] However, often they 
are useful to effectively lower anxiety and intrusive 
ruminations until the long-term medication helps.  

 

B. Z-Drugs 

Zolpiclon and Zolpidem are the most common of the so-
called ‘z-drugs’. They are not benzodiazepines in chemical 
structure, but work as agonists on the benzodiazepine receptor 
(BzRAs). If falling or staying asleep is a problem while other 
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long-term strategies are explored, or sometimes for irregular 
sporadic use, the z-drugs are a relatively safe choice. There 
seems to be some evidence that the z-drugs might be less 
addictive than the benzodiazepines. They are also approved by 
the FDA for that purpose. 

Both trazodone and zolpidem improved self-reported sleep 
latency and duration of non-depressed, primary insomniacs; 
zolpidem was somewhat more efficacious at the doses studied. 
[2] 

 

C. Antidepressants 

Sleep-inducing antidepressants are often used also in non-
depressed patients to help them sleep. However, in many 
cases, patients who might not have seemed depressed on first 
sight and did not report a low mood, later turned out to have 
an atypical depression, or some other mental health condition. 
Many everyday life problems, and especially conditions like 
burnout, can easily lead into reactive depressions, and from 
there into chronic depression, which over time may become 
indistinguishable from a major depressive disorder. 

Mirtazapine often used for its sleep inducing properties, 
especially in general medicine. In lower doses of 15mg it can 
be sleep inducing, while this effect seems to wear of at higher 
dose ranges. 

Trazodone is another antidepressant that is frequently used 
if patients have difficulties falling asleep or if they cannot stay 
asleep. As an antidepressant, it is probably less effective than 
many more modern ones. However, it may be able to induce 
sleep where mirtazapine did not work, or it may be used first if 
there are concerns about the side effects of mirtazapine, such 
as weight gain. 

 

D. Ramelteon 

Ramelteon is the first melatonin-receptor agonist approved 
in the United States for the treatment of insomnia and has a 
mechanism of action that differs considerably from commonly 
used BzRAs. Ramelteon is an MT1 and MT2 melatonin-
receptor agonist with negligible affinity for either the MT3 
binding site or other neuronal receptors. [2] It is not available 
everywhere. 

In adults with chronic primary insomnia, long-term 
treatment with 8 mg of ramelteon significantly reduced sleep 
onset at all measured time points over 6 months of nightly 
administration. There were no significant next-day residual 
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effects and no rebound insomnia or withdrawal symptoms 
upon discontinuation. Ramelteon was well tolerated, with a 
low incidence of adverse events that was similar to that of 
placebo. [3] 

However, there are still some concerns over its 
effectiveness in the short- and the long-run. 

 

E. Atypical Neuroleptics 

Sedative atypical neuroleptics, such as olanzapine or 
quetiapine, are often used to induce sleep and help patients 
stay asleep. 

The potential side-effects of neuroleptics in general are 
considered to be greater than most antidepressants. The 
possible weight gain in the case of olanzapine and the 
drowsiness, often described as a ‘fogginess, in the case of 
quetiapine can reduce compliance and cause patients to use 
other ‘sleep helpers’. Equally, the risk of rare but potentially 
severe side effects, such as tardive dyskinesia, usually do not 
make them first-line treatment. 

 

III. PSYCHOTHERAPY 

In patients with persistent insomnia, the addition of 
medication to CBT produced added benefits during acute 
therapy, but the long-term outcome appeared optimized when 
medication is discontinued during maintenance CBT. [1] 
Psychodynamic psychotherapy can be helpful in finding 
emotional conflicts or other causes that may be underlying the 
insomnia.  

 

IV. CONCLUSION 

Insomnia in many psychiatric conditions can be treated by 
treating the underlying condition. However, this may not 
always be the case, and then a combination of 
pharmacotherapy and psychotherapy may be the most helpful 
combination. At the same time, the patient’s everyday life and 
adequate sleep hygiene should be discussed.  
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