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Abstract: Although there is evidence to support the effectiveness of pharmaceuticals in treating 

chronic insomnia, there is continuous discussion on how long these drugs should be used. A clinical 
evaluation of the use of insomnia drugs in relation to the data bolstering the focal statement, "No 
insomnia medication should be used on a daily basis for durations longer than 3 weeks at a time," was 
carried out by a panel of sleep specialists. The panelists' evaluation was also contrasted with results 
from a nationwide survey of psychiatrists, sleep specialists, and practicing doctors. Regarding the 
suitability of utilizing US Food and Drug Administration (FDA)-approved drugs to treat insomnia that 
lasts longer than three weeks, survey participants expressed a wide variety of viewpoints. Following a 
review of the literature, the panel came to the unanimous conclusion that some classes of insomnia 
drugs, including hypnotics and non-benzodiazepines, have been proven to be safe and effective for 
long-term use in the right therapeutic setting. The FDA label for doxepin, ramelteon, eszopiclone, and 
the more recent class of dual orexin receptor antagonists does not state that their use should be 
restricted. Practice recommendations for the duration of pharmacologic treatment of chronic insomnia 
should therefore take into account an assessment of the data demonstrating the long-term safety and 
effectiveness of more recent non-benzodiazepine hypnotics. 
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Introduction. 15–30% of the general population suffers from insomnia, making it one of the most 
prevalent medical illnesses in the globe. In addition to the symptoms of trouble falling asleep, keeping 
asleep, and/or waking up earlier than desired at least three times per week, the clinical diagnostic 
criteria for insomnia disorder also include the resulting functional deficits during the day. The majority 
of insomnia patients who come in for therapy have had sleep disturbances for at least three months, 
making them eligible for treatment for chronic insomnia disorder. Compared to men, women are more 
likely to suffer from insomnia, and its incidence rises with age. Additionally, there is a reciprocal 
relationship between mood disorders and insomnia, since depression has been demonstrated to predict 
the persistence of insomnia [1,2,3,4]. Pharmacologic therapy is frequently employed in the 
management plan for insomnia, even if cognitive behavioral therapy for insomnia (CBT-I) is advised 
as the initial treatment. The effectiveness of several licensed pharmaceutical therapies, including 
several different drug classes, including benzodiazepines (BZD) and non-benzodiazepines (non-BZD), 
is supported by data from numerous randomized controlled trials. Histamine antagonists, melatonin 
receptor agonists, dual orexin receptor antagonists (DORAs), and GABA-A modulators. When 
choosing pharmacologic agents for insomnia, guidelines suggest a shared decision-making model that 
weighs the risks and benefits of particular medication classes and duration of use while taking into 
account the types of symptoms reported by the patient (difficulty falling asleep, staying asleep, early 
morning awakening), medical and psychiatric co-morbidities, concurrent pharmacotherapy, and 
symptom duration [5,6,7]. For instance, BZDs have been linked to the possibility of abuse and 
dependence, as well as the danger of falls and cognitive impairment. Because older persons are more 
likely to experience these negative side effects, it is not advised that they use BZDs, especially for an 
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extended period of time. Since there is not enough data to properly balance the advantages and 
disadvantages of long-term pharmacologic treatments for chronic insomnia, the ACP Clinical Practice 
Guideline on the Management of Chronic Insomnia Disorder in Adults recommends that medication 
use be restricted to 4-5 weeks. The World Sleep Society supported the European Guidelines for the 
Diagnosis and Treatment of Insomnia, which also acknowledged this viewpoint [8,9,10,11]. However, 
the American Academy of Sleep Medicine Clinical Practice Guideline for the Pharmacologic 
Treatment of Chronic Insomnia in Adults does not include recommendations for duration of use, and 
studies have looked at the long-term (3 months or longer) safety and efficacy of various insomnia 
medications (e.g., doxepin, eszopiclone, ramelteon, lemborexant, suvorexant, and daridorexant). A 
clinical evaluation of the long-term use of insomnia medications is appropriate given the significant 
ongoing discussion about the proper length of treatment, the availability of long-term efficacy and 
safety data of the more recent classes of medications, and the fact that insomnia is frequently chronic, 
lasting months to even years. Examining the data supporting the focal statement, "No insomnia 
medication should be used on a daily basis for durations longer than 3 weeks at a time," was the aim of 
this appraisal. Three components made up the appraisal: a national survey to find out how medical 
professionals felt about long-term use of insomnia drugs; a review of recent clinical and preclinical 
research on the safety profile of these drugs; and a meeting of an expert panel on insomnia to evaluate 
the evidence, determine implications for practice, and determine future needs. The literature review 
evaluated the available short- and long-term data, safety profiles, and the evidence pertaining to the 
class and mechanism of action of the insomnia medicine [12-21]. 
This manuscript's primary aim. Furthermore, we contend that how users interact with hypnotics in 
their daily lives is a crucial but little-studied aspect of comprehending the dynamics of 
pharmaceuticalization in a time when people are actively managing their own health and illness 
through the use of medications, whether they are related to sleep or not. 
Drug Types for Sleep Disorder Treatment. Some of the medication types used to treat sleep 
disturbances are listed below. For your specific sleep issues, your doctor can recommend the right 
prescription. Dopamine agonists known as anti-Parkinsonian medications, such as gabapentin 
enacarbil (Horizant), pramipexole (Mirapex), ropinirole (Requip), and rotigotine (Neupro), can be used 
to treat periodic limb movement disorder (also known as nocturnal myoclonus syndrome) and restless 
legs syndrome. Alprazolam (Xanax), clonazepam (Klonopin), diazepam (Diastat, Valium), estazolam 
(Prosom), orazepam (Ativan), and temazepam (Restoril) are a few examples of benzodiazepines, 
which belong to a class of medications known as hypnotics. Parasomnias may be treated with these 
medications. They are also occasionally used to treat short-term insomnia and bruxism, or teeth 
grinding [22-26]. Short-term insomnia is treated with non-benzodiazepine hypnotics, such as zolpidem 
(Ambien), zaleplon (Sonata), and eszopiclone (Lunesta). 
Ramelteon (Rozerem), a melatonin receptor activator, was authorized in 2005 and is currently a class 
apart. Insomnia is treated with it. Anticonvulsants include gabapentin enacarbil (Horizant), 
carbamazepine (Epitol, Tegretol-Carbatrol), valproate (Depakene, Depakote, Depakon), and pregabalin 
(Lyrica). Periodic limb movement disorder, nocturnal eating syndrome, restless legs syndrome, and 
bipolar illness-related insomnia can all be treated with these medications. Antinarcoleptic medications, 
such as modafinil (Provigil) and methylphenidate (Ritalin), can help those with narcolepsy or sleep 
apnea, as well as shift workers, be more awake throughout the day. Other medications that can help 
include pitolisant (Wakix) and sodium oxybate (Xyrem, Xywav) [27-32]. 
How do sleeping drugs function? The way that each kind of sleeping drug functions varies. While 
some sleep aids make you drowsy, others block the part of your brain responsible for alertness. 
Antihistamines are found in most over-the-counter sleeping medications. Antihistamines function by 
preventing your body from producing histamines, which are chemicals that make you alert. 
Doxylamine and diphenhydramine are frequently found in antihistamines. The sort of supplement 
determines how natural sleep aids function. Because it can affect when you go to sleep and wake up, 
the hormone melatonin encourages slumber. Your nervous system is naturally calmed by Valerian, 
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which also helps you get a better night's sleep. The mechanisms of action of prescription sleep aids 
vary. For example, benzodiazepines function by activating a substance in your brain called [18-24]. 
What adverse effects might sleeping medications cause in the long run? Your body may get 
dependent on sleeping pills if you take them consistently. Your insomnia can worsen when you stop 
using the medication. We refer to this effect as rebound insomnia. Consult your healthcare professional 
about how to properly cease using sleep aids if you've been using them for a long period. Stopping the 
medicines could take months. Additionally, you shouldn't combine alcohol or other sedatives with 
sleep aids. The risk of overdose exists [25-31]. Certain prescribed sleep aids have the potential to cause 
parasomnia. When you're mostly asleep, this disruptive sleep condition may cause you to engage in 
risky actions. Z-drug users may eat, converse, sleepwalk, take medications, or even operate a motor 
vehicle without realizing it. Your brain isn't completely awake, even though you might seem to be. 
After they wake up, the majority of people don't recall doing these things. Additionally, sedatives can 
exacerbate potentially fatal conditions including sleep apnea and snoring [31-38]. 
Which sleeping medicine is the safest for older adults? There may be safer ways to enhance sleep 
for people 65 and older, therefore nondrug treatments should usually be tried first. Older folks are 
particularly at danger from sleeping medicines. The medications may have adverse effects such as 
confusion, memory loss, and balance problems that can prolong their duration in your body and raise 
your risk of hip fractures and falls. Consult a healthcare professional if your quality of life is being 
negatively impacted by sleep problems and no other solutions have worked. They could advise 
attempting an over-the-counter sleep aid such as Tylenol PM®, Advil PM®, or Benadryl Allergy®. 
For a brief period, take them at a modest dose, and report any negative effects to your clinician 
[31,33,34,36]. 
Cleveland Clinic's note. You shouldn't spend your nights tossing and turning or staring at the clock. 
Still, before using an over-the-counter sleep aid, you should see a healthcare professional. For better 
sleep, non-pharmacological therapies and behavioral adjustments are frequently sufficient. However, 
in certain situations, a healthcare professional could suggest a prescription sleeping drug. They can 
identify the root cause of your insomnia and recommend the best course of action to improve your 
quality of sleep. In summary, poor skeletal muscle mass and physical performance, including walking 
speed, hand grip strength, and number of squats, were associated with both sleep issues and sleeping 
medication use in older adults living in the community. According to the results of our study, health 
practitioners who are screening older adults who are at high risk of having low muscle mass and 
physical performance may find it helpful to know that these individuals have sleep issues and use 
sleeping tablets [1-1]. 

Materials and Methods 
The methodology of this study involved a comprehensive evaluation of the use of sleeping pills in 
medical practice, focusing on their effectiveness, safety, and the need for improvements. A systematic 
literature review was conducted, incorporating clinical trials, meta-analyses, and expert panel 
assessments on the long-term use of insomnia medications. The study aimed to assess the validity of 
the widely accepted recommendation that insomnia medications should not be used daily for longer 
than three weeks. Data were gathered from surveys conducted among psychiatrists, sleep specialists, 
and general practitioners to analyze their perspectives on prescribing practices, treatment durations, 
and the perceived risks of long-term use. Additionally, clinical guidelines from institutions such as the 
FDA and the American Academy of Sleep Medicine were reviewed to determine the regulatory stance 
on the extended use of hypnotics. The study examined different classes of sleep medications, including 
benzodiazepines, non-benzodiazepine hypnotics, melatonin receptor agonists, and dual orexin receptor 
antagonists, evaluating their efficacy, adverse effects, and patient adherence. Special emphasis was 
placed on identifying the risks associated with prolonged medication use, such as dependence, 
cognitive impairment, and rebound insomnia. The study also explored alternative treatment strategies, 
including cognitive behavioral therapy for insomnia (CBT-I), highlighting its effectiveness compared 
to pharmacological treatments. Findings were synthesized to provide recommendations for optimizing 
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sleep medication use while minimizing adverse effects, contributing to a balanced approach in treating 
chronic insomnia through pharmacological and non-pharmacological interventions. The research 
aimed to inform clinical practice by integrating expert opinions, patient adherence data, and safety 
profiles of sleep medications. 
Results and Discussion. Insomnia is a prevalent chronic illness in clinical practice that has 
detrimental long-term effects on productivity, safety, and health. Pharmacologic therapy is essential in 
treating persistent insomnia, even if cognitive behavioral therapy is advised as a first-line treatment. 
The practical conundrum that clinicians face is that, despite the fact that insomnia is frequently 
chronic, there is a widespread belief that, as advised by the American College of Psychologists, drugs 
for insomnia should only be used for a brief period of time—four to five weeks. Therefore, the goal of 
this clinical appraisal exercise was to gather the opinions of a panel of insomnia specialists who 
reviewed the pertinent research literature and evaluate the quality of the evidence underlying the 
beliefs and practices of prescribing healthcare professionals (HCPs) in the field [1-7]. The crucial 
warning that "no insomnia medication should be used on a daily basis for durations longer than 3 
weeks at a time" is included in the appraisal's focus statement. The 3-week duration was selected 
because the 1983 NIH Consensus Development Conference on Drugs and Insomnia: The Use of 
Medications to Promote Sleep advised using insomnia medications for a treatment period typically of 
no more than 3 weeks, even though practitioners are not entirely in agreement about how long it is safe 
to use these medications. This was a very important text that still has an impact on clinical practice [8-
12]. Current clinical guidelines, however, advise against using sleep aids for an extended period of 
time. In practice, health care professionals occasionally run into patients who are reluctant to stop 
using a medicine that is beneficial and isn't known to have serious negative effects. The conclusion that 
there is not enough data to balance the advantages and disadvantages of long-term use of 
pharmacologic therapy for chronic insomnia serves as the main justification for the short-term usage 
advice. The absence of long-term data from safety and efficacy research, as well as well-controlled 
investigations on the negative effects or harm of long-term therapy of the older class of BZD 
hypnotics, are partly to blame for this [1,11,18,21,24]. Additionally, BZD hypnotics have been linked 
to a higher risk of negative side effects, including impairment of balance, cognitive function, and 
psychomotor function, which is concerning for older persons. Since most of these trials lacked a 
control group and results could be influenced by indication, it is crucial to remember that causality 
cannot be established. Nonetheless, non-BZD, antihistamine, melatonin agonist, and DORA hypnotic 
drugs have shown long-term efficacy and safety in long-term (6-month or more) placebo-controlled 
trials, especially in older persons. Although recent research using the more recent MOAs (doxepin and 
DORAs) supports long-term efficacy and safety as well as the usage of these medications for longer 
than three weeks every night, FDA labeling offers no recommendations regarding [25-31]. 
Conclusions. There are various restrictions on this study. Its cross-sectional survey design was the first 
of its limitations. Second, the results may not be as broadly applicable as they may be due to the 
convenience sampling technique. Third, another issue was the absence of questionnaire validation. 
Lastly, the representativeness of the sample is severely impacted, and the results' generalizability is 
constrained, due to the fact that this study was carried out in a single university and the questionnaire 
had a low response rate. Furthermore, even though confidentiality was guaranteed, the social stigma 
associated with usage made it impossible to evaluate how accurate respondents' responses were. 
Additionally, children who report abusing sleeping pills may be exhibiting cognitive denial or 
distortion. Future studies should look more closely at the particular trends of sleeping medication 
abuse. 
In conclusion, poor skeletal muscle mass and physical performance, including walking speed, hand 
grip strength, and number of squats, were associated with both sleep issues and sleeping medication 
use in community-dwelling elders. The results of our study indicated that health practitioners may find 
it helpful to examine older adults who are at high risk of having low muscle mass and physical 
performance if they have sleep issues or take sleeping drugs. 
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