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TREATING SLEEP PROBLEMS OF PEOPLE IN
RECOVERY FROM SUBSTANCE USE DISORDERS

Sleep problems are a common complaint among people
with substance use disorders (SUDs). They can occur
during withdrawal, but they can also last months and
years into recovery! and can be associated with relapse to
substance use.? This In Brief alerts healthcare providers

to the relationship between sleep disturbances and SUDs
and provides guidance on how to assess for and treat sleep
problems in patients in recovery.

Sleep Disturbances and Substance
Use

Many Americans suffer from unhealthy sleep-related
behaviors. The prevalence of insomnia symptoms
(difficulty initiating or maintaining sleep) in the general
population is estimated at 33 percent, with an estimated
6 percent having a diagnosis of insomnia.® According to
a 12-state survey conducted by the Centers for Disease
Control and Prevention:*

= 35.3 percent of survey respondents obtain less than
7 hours of sleep on average during a 24-hour period.
m 48.0 percent snore.
= 37.9 percent unintentionally fall asleep during the day.

Substance/medication-induced sleep disorder is
recognized in the Diagnostic and Statistical Manual

of Mental Disorders, Fifth Edition.® Substance use can
exacerbate sleep difficulties, which in turn present a risk
factor for substance use or relapse to use.® The types of
sleep problems vary by substance used and can include
insomnia, sleep latency (the time it takes to fall asleep),
disturbances in sleep cycles and sleep continuity, or
hypersomnia (excessive daytime sleepiness).® Specific
findings on the relationship between sleep disturbances
and substance use are presented below.
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Alcohol Abuse

Insomnia and other sleep disturbances are common
symptoms of alcohol dependence.” Many people with
alcohol use disorder (AUD) have insomnia before entering
treatment.” Reported rates of sleep problems among people
with AUD in treatment range from 25 to 72 percent.®
Some people in recovery from AUD may continue to have
sleep problems, including insomnia or sleep-disordered
breathing (such as sleep apnea), for weeks, months, or
sometimes years after initiating abstinence.®01

lllicit Drug Use

Sleep disturbances are common among people abstaining
from chronic substance use. People stopping marijuana
use can experience sleep problems in the first days of
withdrawal,*? and these problems can last for weeks.**
People in detoxification from opioids often report
symptoms of insomnia.’>® A study that objectively
measured sleep in people who chronically use cocaine
found that sleep quality deteriorated during a period of
abstinence, even though the subjects perceived their sleep
to be improving.t” Another study of people in withdrawal
from cocaine found that three-quarters experienced poor
sleep quality.®® In a study of college students, those who
reported a history of nonmedical psychostimulant use or
current use reported worse subjective and overall sleep
quality and more sleep disturbance compared with those
who had not used such substances.*®

The Effects of Sleep Loss During
Recovery

Sleep loss can have significant negative effects on the
physical, mental, and emotional well-being of people in
recovery. It can also interfere with substance abuse

Prevention Works ¢ Treatment Is Effective ¢ People Recover




IN BRIEF

treatment. Persistent sleep complaints after withdrawal = Rule out other causes of the sleep problem, such as
are associated with relapse to alcohol use.?%? Poor sleep stress, a life crisis, or side effects of medications the
quality before a quit attempt from cannabis use is a risk patient is taking.

factor for lapsing back into use within 2 days.? m Ask the patient to write in a sleep diary or log

immediately on awakening. The patient should record
total time in bed, time of sleep onset, number of times
awakened, and total time spent awake.

m Determine the frequency and duration of symptoms
of insomnia. If difficulties occur two or three nights
per week and last for 1 month or more, the patient
warrants a diagnosis of insomnia.

Medication-Assisted Treatment
and Sleep Disorders
Disrupted sleep, including central sleep apnea and related
daytime sleepiness, is prevalent in people on methadone
maintenance therapy for opioid dependence.?*? Methadone
dose and duration of opioid use prior to treatment correlate
linearly with sleep problems.* The prevalence of sleep Note that some patients tend to overestimate the quality
problems_ 1S attrlbu_table 1B (i e TERIENE, T e and duration of their sleep on self-report questionnaires
full p-opioid agonist, and to concurrent factors that often .
and in sleep logs.??8 If warranted, a referral for an

affect patients in recovery from opioid addiction, such biecti | tudy i | laborat b q
as mental disorders, benzodiazepine abuse, and chronic objective sieep study n a sleep faboratory can be made.

pain. Buprenorphine, a partial p-opioid agonist, at routine
therapeutic doses has also been found to induce significant Treatments

alterations of breathing during sleep.” The association between insomnia and relapse calls for
treatment that addresses insomnia during recovery. The
first step in treating insomnia should focus on the status

Assessin g Sl eep Disorders of the patient’s recovery. Patients should be receiving
If a patient initiating withdrawal from a substance or treatment from an appropriate substance abuse treatment
recovering from an SUD complains of a sleep disturbance, program. It is important to address other psychological,
the healthcare provider should assess for causes by doing social, and medical problems that may contribute to
the following:? insomnia, such as co-occurring mental and medical
= Determine the duration of recovery and medications disorders, use of medications that disturb sleep, and
used for SUD treatment. nicotine use.*

m Ask questions about difficulty falling asleep, waking
during the night, amount of sleep per night, snoring,
sleep apnea, excessive movements during sleep,
uncontrollable movements that are relieved by getting
up and walking, and excessive daytime sleepiness.

If possible, ask significant others the same questions
about the patient.

Nonpharmacological Treatments
Nonpharmacological treatments are preferred because
many pharmacological treatments for insomnia have the
potential for abuse and can interfere with SUD recovery.
Research on cognitive—behavioral therapy (CBT) to treat
insomnia has shown positive results, generally®232 and

What Healthcare Providers Can Do
m Screen for insomnia among people in recovery from SUDs.
= Include questions about sleep during the routine patient history.
m Rule out other causes of sleep problems (e.g., stress, medications).
m Educate patients about sleep hygiene, and make referrals to a specialist if necessary.
m Conduct a careful evaluation, and consider risk factors, before prescribing sedative—hypnotic medications to treat insomnia.

m Monitor patients for signs of abuse or diversion of scheduled medications prescribed to treat insomnia and other sleep
disorders.
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Exhibit 1. Nonpharmacological Treatments
m Mindfulness meditation. The patient moves into
a state of restful, present-moment alertness, which
reduces stress and improves self-control 33

m Progressive muscle relaxation. The patient
concentrates on tensing and relaxing groups of
muscles.3

m Biofeedback. The patient becomes aware of
physiologic stress responses and how to control them.?

m CBT for insomnia. The patient’s dysfunctional beliefs
and behaviors are modified to improve his or her
emotional state.?6:%

m Stimulus control. The patient reassociates the bedroom
with the rapid onset of sleep.*

m Exercise. Regular physical activity relieves stress and
tires the patient.

m Sleep restriction therapy. The patient limits sleep
to a few hours and progressively increases it until the
desired amount of sleep time is achieved.?

m Bright-light therapy. Exposure to a natural bright light
while awake helps promote normal sleep patterns.*®

m Dental devices and continuous positive airway
pressure machines. These devices help the patient
with obstructive sleep apnea breathe more easily
during sleep.*®

also in patients who are alcohol dependent.*® Exhibit 1 lists
several nonpharmacological interventions that have shown
some degree of effectiveness. Combining approaches may
be more effective than using one approach.®

Healthcare providers can educate patients about simple
nonpharmacological techniques that can improve sleep*
(see Exhibit 2). Sleep education includes teaching about
sleep, the effects of recovery from substance use on sleep,
and health practices and environmental factors that affect
sleep.® Sleep can be improved by limiting bedroom
activities to sleeping (e.g., refraining from activities such
as reading the newspaper, paying bills, or working on
electronic devices) and going to bed only when sleepy
and at about the same time each day. These activities help
reassociate the bed and bedroom with going to sleep.%
Establishing a relaxing presleep routine, which can include
progressive muscle relaxation,® imagery,*? or a warm
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bath,* also promotes sleep. Some patients may benefit
from referral to a sleep medicine specialist.

Pharmacological Treatments

Over-the-counter medications and dietary
supplements

Some people who have trouble sleeping have tried over-
the-counter sleep medications or dietary supplements to
help them sleep. Patients may ask about these, and care
should be taken to explain their safety and efficacy. Many
over-the-counter sleep medications contain antihistamines
that cause sedation.®® They are not recommended as a
long-term treatment for insomnia because they negatively
affect the natural sleep cycle and have side effects such
as morning grogginess, daytime sleepiness, and impaired
alertness and judgment.**4* Furthermore, evidence
supporting their long-term effectiveness is insufficient.*

Popular dietary supplements taken with the intent to
promote sleep include valerian and melatonin. Valerian,
an herb, is thought to have sedative effects.*#6 However,
studies of valerian offer mixed results,***® and evidence
supporting the supplement’s efficacy is insufficient to
warrant its use.**%° In addition, valerian could damage the
liver.#” Melatonin is a brain hormone that helps regulate
sleep patterns.>* Limited evidence shows that it can treat
chronic insomnia in some people and, to date, there is no
evidence that it is harmful .5

Prescription medications without known
abuse potential

Medications without known abuse potential should be the
first treatment option when pharmacotherapy is necessary
to treat insomnia during recovery. Ramelteon and doxepin
are the only unscheduled prescription medications
approved by the U.S. Food and Drug Administration
(FDA) for the treatment of insomnia. Ramelteon decreases
the amount of time it takes to fall asleep.>>** Doxepin,
originally FDA approved as an antidepressant, has been
approved for treating insomnia typified by problems
staying asleep. These medications may be suitable for
treating insomnia in patients in recovery, because they do
not appear to have potential for abuse.5%%657

3
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m Go to bed and get up at the same times each day.

you set a healthy sleep—wake cycle.
m Exercise regularly.
m If you take naps, keep them short and before 5 p.m.

m Don’t eat or drink too much when it is close to bedtime.

m Sleep in a dark, quiet room that isn’t too hot or too cold.

Exhibit 2. Promoting Sleep Hygiene: Tips for a Good Night’s Sleep®°

m Use natural light (that comes through a window) to remind yourself of when it’s time to be asleep and awake. This can help

m Avoid caffeine (in coffee, tea, chocolate, cola, and some pain relievers) and nicotine for several hours before bedtime.
m Wind down before going to bed (e.g., take a warm bath, do light reading, practice relaxation exercises).

m Keep the bedroom a relaxing place—avoid working or paying bills in bed.

m Don’t lie in bed awake. If you can’t fall asleep within 20 minutes, get up and do something relaxing.

Off-label medications

Other medications are often prescribed off label (for
purposes other than the medication’s FDA-approved use)
to treat insomnia. According to a survey of addiction
medicine physicians, the sedating antidepressant
trazodone is the medication most often prescribed for

the management of sleep disorders in patients in early
recovery from AUD.® One study found that its use among
people in recovery from AUD improved sleep efficiency.®
Studies of its effects on abstinence and relapse in persons
with AUD are conflicting. A 2008 study comparing
trazodone with placebo for people after detoxification from
alcohol showed that the trazodone group had improved
sleep quality but had less improvement in the proportion of
days abstinent while taking the medication. Furthermore,
when the medication was discontinued, the trazodone
group experienced less improvement in abstinence days
and an increase in the number of drinks per drinking
day.5? In contrast, a study published in 2011 of patients
discharged from residential treatment did not find an
association between trazodone use and relapse or return

to heavy drinking.®® A study of patients on methadone
maintenance treatment found that trazodone use provided
no improvement in sleep.5

Other sedating antidepressants that have been used to treat
insomnia include amitriptyline, mirtazapine, nefazodone,
and nortriptyline.® In a study of the use of mirtazapine

on subjects with cocaine dependence and co-occurring

4
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depression, the medication decreased sleep latency;
however, it had no measurable effect on treatment for
cocaine dependence and depressive symptoms.®®

Gabapentin, an anticonvulsant with sedative properties,
also has evidence of efficacy for treating insomnia.>*®" It
has been found to be more effective in promoting sleep
than lorazepam (an anxiolytic commonly prescribed to
treat insomnia) among people withdrawing from alcohol.®
It has also been found to be more effective than trazodone
in promoting sleep among those in early recovery.%®
Acamprosate, a medication used to maintain alcohol
abstinence, may also improve sleep during withdrawal
from alcohol.#-¢°

Prescription medications with known
abuse potential

Sedative—hypnotic medications, such as benzodiazepines
and nonbenzodiazepines, are commonly prescribed to
treat sleep problems. However, these medications should
be avoided by people with histories of SUDs, who are at
increased risk for abusing them.*™ Benzodiazepines, such
as alprazolam, diazepam, and triazolam, are especially
risky for use with people with SUDs because they are
potentially addicting. They can also cause residual daytime
sedation, cognitive impairment, motor incoordination, and
rebound insomnia.’® Long-term treatment of insomnia with
benzodiazepines may lead to withdrawal symptoms (e.qg.,
anxiety, irritability, seizures) when patients stop taking
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the medications. A careful clinical evaluation is needed to
ensure appropriate prescribing. Measures to prevent abuse
include the following:™

Observe closely and perform ongoing evaluations.
Prescribe a few tablets at a time.

Schedule frequent office visits.

Conduct occasional urine screenings.

Use one source to dispense the medication.
Occasionally taper the medication.

Be attentive to risk factors such as antisocial
personality disorder and dependence on multiple
substances.

Alternatives to benzodiazepines include sedative—hypnotic
medications such as zaleplon, eszopiclone, and zolpidem.
These medications all have the same mechanism of
action as benzodiazepines but lack some of the negative
side effects. However, some research indicates that

at high doses they may have the same side effects as
benzodiazepines.” The three medications are Schedule 1V
controlled substances, indicating abuse potential. For
these reasons, these medications should be used only for
short-term treatment of insomnia in people with a history
of SUDs.

Web Resources

American Academy of Sleep Medicine
http://www.aasmnet.org

National Center on Sleep Disorders Research
http://www.nhlbi.nih.gov/about/org/ncsdr

National Sleep Foundation
http://www.sleepfoundation.org

Behavioral Health Is Essential To Health e

Prevention Works e Treatment Is Effective e

Fall 2014, Volume 8, Issue 2

Notes

1 Teplin, D., Raz, B., Daiter, J., Varenbut, M., & Tyrrell, M. (2006).
Screening for substance use patterns among patients referred for
a variety of sleep complaints. American Journal of Drug and
Alcohol Abuse, 32, 111-120.

2 Brower, K. J., & Perron, B. E. (2010). Prevalence and correlates
of withdrawal-related insomnia among adults with alcohol
dependence: Results from a national survey. American Journal on
Addictions/American Academy of Psychiatrists in Alcoholism and
Addictions, 19(3), 238-244.

3 Ohayon, M. M. (2002). Epidemiology of insomnia: What we know
and what we still need to learn. Sleep Medicine Reviews, 6(2),
97-111.

4 Centers for Disease Control and Prevention. (2011). Unhealthy
sleep-related behaviors—12 States, 2009. Morbidity and Mortality
Weekly Report, 60, 233-238.

5 American Psychiatric Association. (2013). Diagnostic and statistical
manual of mental disorders (5th ed.). Arlington, VA: American
Psychiatric Publishing.

6 Hasler, B. P., Smith, L. J., Cousins, J. C., & Bootzin, R. R. (2012).
Circadian rhythms, sleep, and substance abuse. Sleep Medicine
Reviews, 16, 67-81.

7 Brower, K. J., Krentzman, A., & Robinson, E. A. R. (2011).
Persistent insomnia, abstinence, and moderate drinking in
alcohol-dependent individuals. American Journal on Addictions/
American Academy of Psychiatrists in Alcoholism and Addictions,
20(5), 435-440.

8 Stein, M. D., & Friedmann, P. D. (2005). Disturbed sleep and its
relationship to alcohol use. Substance Abuse, 26(1), 1-13.

9 Brower, K. J. (2003). Insomnia, alcoholism and relapse. Sleep
Medicine Reviews, 7(6), 523-539.

10 Colrain, I. M., Turlington, S., & Baker, F. C. (2009). Impact of
alcoholism on sleep architecture and EEG power spectra in men
and women. SLEEP, 32(10), 1341-1352.

1 Currie, S. R., Clark, S., Rimac, S., & Malhotra, S. (2003).
Comprehensive assessment of insomnia in recovering alcoholics
using daily sleep diaries and ambulatory monitoring. Alcoholism:
Clinical and Experimental Research, 27(8), 1262-1269.

12 Vandrey, R., Smith, M. T., McCann, U. D., Budney, A. J., & Curran,
E. M. (2011). Sleep disturbance and the effects of extended-
release zolpidem during cannabis withdrawal. Drug and Alcohol
Dependence, 117, 38-44.

13 Bolla, K. I., Lesage, S. R., Gamaldo, C. E., Neubauer, D. N., Wang,
N.-Y., Funderburk, F. R., et al. (2010). Polysomnogram changes
in marijuana users who report sleep disturbances during prior
abstinence. Sleep Medicine, 11(9), 882-889.

14 Vandrey, R. G., Budney, A. J., Moore, B. A., & Hughes, J. R. (2005).
A cross-study comparison of cannabis and tobacco withdrawal.
American Journal on Addictions/American Academy of
Psychiatrists in Alcoholism and Addictions, 14, 54-63.

5

People Recover


http://www.aasmnet.org
http://www.sleepfoundation.org

IN BRIEF

15 Hillhouse, M., Domier, C. P., Chim, D., & Ling, W. (2010). Provision
of ancillary medications during buprenorphine detoxification does
not improve treatment outcomes. Journal of Addictive Diseases,
29(1), 23-29.

16 Wallen, M. C., Lorman, W. J., & Gosciniak, J. L. (2006). Combined
buprenorphine and clonidine for short-term opiate detoxification:
Patient perspectives. Journal of Addictive Diseases, 25(1), 23-31.

17 Morgan, P. T., Pace-Schott, E. F., Sahul, Z. H., Coric, V., Stickgold,
R., & Malison, R. T. (2006). Sleep, sleep-dependent procedural
learning and vigilance in chronic cocaine users: Evidence for
occult insomnia. Drug and Alcohol Dependence, 82(3), 238-249.

18 Sofuoglu, M., Dudish-Poulsen, S., Poling, J., Mooney, M., &
Hatsukami, D. K. (2005). The effect of individual cocaine
withdrawal symptoms on outcomes in cocaine users. Addictive
Behaviors, 30, 1125-1134.

19 Clegg-Kraynok, M. M., McBean, A. L., & Montgomery-Downs,
H. E. (2011). Sleep quality and characteristics of college students
who use prescription psychostimulants nonmedically. Sleep
Medicine, 12, 598-602.

2 Hornyak, M., Haas, P., Veit, J., Gann, H., & Riemann, D.
(2004). Magnesium treatment of primary alcohol-dependent
patients during subacute withdrawal: An open pilot study with
polysomnography. Alcoholism: Clinical and Experimental
Research, 28(11), 1702-17009.

21 Staner, L., Boeijinga, P., Danel, T., Gendre, I., Muzet, M., Landron,
F., & Luthringer, R. (2006). Effects of acamprosate on sleep
during alcohol withdrawal: A double-blind placebo-controlled
polysomnographic study in alcohol-dependent subjects.
Alcoholism: Clinical and Experimental Research, 30(9), 1492-
1499.

22 Babson, K. A., Boden, M. T., Harris, A. H., Stickle, T. R., & Bonn-
Miller, M. O. (2013). Poor sleep quality as a risk factor for lapse
following a cannabis quit attempt. Journal of Substance Abuse
Treatment, 44, 438-443.

23 Peles, E., Schreiber, S., & Adelson, M. (2006). Variables associated
with perceived sleep disorders in methadone maintenance
treatment (MMT) patients. Drug and Alcohol Dependence, 82(2),
103-110.

24 \Wang, D., Teichtahl, H., Drummer, O., Goodman, C., Cherry, G.,
Cunnington, D., & Kronborg, 1. (2005). Central sleep apnea in
stable methadone maintenance treatment patients. Chest, 128,
1348-1356.

5 Farney, R. J., McDonald, A. M., Boyle, K. M., Snow, G. L., Nuttall,
R. T., Coudreaut, M. F,, et al. (2013). Sleep disordered breathing in
patients receiving therapy with buprenorphine/naloxone. European
Respiratory Journal, 42, 394-403.

26 Schutte-Rodin, S., Broch, L., Buysse, D., Dorsey, C., & Sateia, M.
(2008). Clinical guideline for the evaluation and management of
chronic insomnia in adults. Journal of Clinical Sleep Medicine, 4,
487-504.

6

Behavioral Health Is Essential To Health e

Prevention Works ¢ Treatment Is Effective e

27 Conroy, D. A, Arnedt, J. T., Brower, K. J., Strobbe, S., Consens,
F., Hoffmann, R., & Armitage, R. (2006). Perception of sleep in
recovering alcohol-dependent patients with insomnia: Relationship
with future drinking. Alcoholism: Clinical and Experimental
Research, 30(12), 1992-1999.

2 Currie, S. R., Malhotra, S., & Clark, S. (2004). Agreement among
subjective, objective, and collateral measures of insomnia in
postwithdrawal recovering alcoholics. Behavioral Sleep Medicine,
2(3), 148-161.

2 Stein, M. D., Herman, D. S., Bishop, S., Lassor, J. A., Weinstock, M.,
Anthony, J., & Anderson, B. J. (2004). Sleep disturbances among
methadone maintained patients. Journal of Substance Abuse
Treatment, 26, 175-180.

3 Zhang, L., Samet, J., Caffo, B., & Punjabi, N. M. (2006). Cigarette
smoking and nocturnal sleep architecture. American Journal of
Epidemiology, 164(6), 529-537.

31 Babson, K. A., Feldner, M. T., & Badour, C. L. (2010). Cognitive
behavioral therapy for sleep disorders. Psychiatric Clinics of North
America, 33(3), 629-640.

32 Mitchell, M. D., Gehrman, P., Perlis, M., & Umscheid, C. A. (2012).
Comparative effectiveness of cognitive behavioral therapy for
insomnia: A systematic review. BMC Family Practice, 13:40.
doi:10.1186/1471-2296-13-40

33 Britton, W. B., Bootzin, R. R., Cousins, J. C., Hasler, B. P., Peck, T.,
& Shapiro, S. L. (2010). The contribution of mindfulness practice
to a multicomponent behavioral sleep intervention following
substance abuse treatment in adolescents: A treatment-development
study. Substance Abuse, 31(2), 86-97.

3 Tang, Y.-Y., Tang, R., & Posner, M. I. (2013). Brief meditation
training induces smoking reduction. Proceedings of the National
Academy of Sciences of the United States of America, 110(34),
13971-13975.

35 McCallie, M. S., Blum, C. M., & Hood, C. J. (2006). Progressive
muscle relaxation. Journal of Human Behavior in the Social
Environment, 13(3), 51-66.

36 Verbeek, I. H., Konings, G. M., Aldenkamp, A. P., Declerck, A. C.,
& Klip, E. C. (2006). Cognitive behavioral treatment in clinically
referred chronic insomniacs: Group versus individual treatment.
Behavioral Sleep Medicine, 4(3), 135-151.

37 Passarella, S., & Duong, M.-T. (2008). Diagnosis and treatment of
insomnia. American Journal of Health-System Pharmacy, 65(10),
927-934.

38 Neubauer, D. N. (2009). Current and new thinking in the management
of comorbid insomnia. American Journal of Managed Care,
15(Suppl.), S24-S32.

39 Wolkove, N., Elkholy, O., Baltzan, M., & Palayew, M. (2007). Sleep
and aging: 2. Management of sleep disorders in older people.
Canadian Medical Association Journal, 176(10), 1449-1454.

People Recover



Treating Sleep Problems of People in Recovery From Substance Use Disorders

4 Arnedt, J. T., Conroy, D. A, Armitage, R., & Brower, K. J. (2011).
Cognitive-behavioral therapy for insomnia in alcohol dependent
patients: A randomized controlled pilot trial. Behaviour Research
and Therapy, 49(4), 227-233.

4 Currie, S. R., Clark, S., Hodgins, D. C., & el-Guebaly, N. (2004).
Randomized controlled trial of brief cognitive-behavioural
interventions for insomnia in recovering alcoholics. Addiction, 99,
1121-1132.

4 Schmidt, R. E., Harvey, A. G., & Van der Linden, M. (2011).
Cognitive and affective control in insomnia. Frontiers in
Psychology, 2:349. doi:10.3389/fpsyg.2011.00349

4 American Academy of Sleep Medicine. (2006). AASM position
statement: Treating insomnia with over-the-counter sleep aids.
Westchester, IL: Author.

4 Jones, E. M., Knutson, D., & Haines, D. (2003). Common problems
in patients recovering from chemical dependency. American
Family Physician, 68(10), 1971-1978.

4 Bent, S., Padula, A., Moore, D., Patterson, M., & Mehling, W.
(2006). Valerian for sleep: A systematic review and meta-analysis.
American Journal of Medicine, 119(12), 1005-1012.

46 Morin, A. K., Jarvis, C. ., & Lynch, A. M. (2007). Therapeutic
options for sleep-maintenance and sleep-onset insomnia.
Pharmacotherapy, 27(1), 89-110.

47 Taibi, D. M., Landis, C. A,, Petry, H., & Vitiello, M. V. (2007). A
systematic review of valerian as a sleep aid: Safe but not effective.
Sleep Medicine Reviews, 11(3), 209-230.

48 Taibi, D. M., Vitiello, M. V., Barsness, S., Elmer, G. W., Anderson,
G. D., & Landis, C. A. (2009). A randomized clinical trial of
valerian fails to improve self-report, polysomnographic, and
actigraphic sleep in older women with insomnia. Sleep Medicine,
10(3), 319-328.

49 Buscemi, N., Vandermeer, B., Friesen, C., Bialy, L., Tubman, M.,
Ospina, M., et al. (2005). Manifestations and management of
chronic insomnia in adults [Summary of Evidence Report/

Technology Assessment Number 125]. AHRQ Pub. No. 05-E021-1.

Rockville, MD: Agency for Healthcare Research and Quality.

50 National Institutes of Health. (2005, June 13-15). NIH State-of-the-
Science Conference Statement on manifestations and management
of chronic insomnia in adults. NIH Consensus Science Statements,
22(2), 1-30.

51 Pandi-Perumal, S. R., Srinivasan, V., Maestroni, G. J., Cardinali,

D. P, Poeggeler, B., & Hardeland, R. (2006). Melatonin:
Nature’s most versatile biological signal? FEBS Journal, 273(13),
2813-2838.

52 Lemoine, P., Garfinkel, D., Laudon, M., Nir, T., & Zisapel, N. (2011).
Prolonged-release melatonin for insomnia—An open-label long-
term study of efficacy, safety, and withdrawal. Therapeutics and
Clinical Risk Management, 7, 301-311.

53 Borja, N. L., & Daniel, K. L. (2006). Ramelteon for the treatment of
insomnia. Clinical Therapeutics, 28(10), 1540-1555.

Behavioral Health Is Essential To Health e

Prevention Works e Treatment Is Effective e

Fall 2014, Volume 8, Issue 2

5 Roth, T., Seiden, D., Wang-Weigand, S., & Zhang, J. (2007). A
2-night, 3-period, crossover study of ramelteon’s efficacy and
safety in older adults with chronic insomnia. Current Medical
Research and Opinion, 23(5), 1005-1014.

55 Johnson, M. W., Suess, P. E., & Griffiths, R. R. (2006). Ramelteon: A
novel hypnotic lacking abuse liability and sedative adverse effects.
Archives of General Psychiatry, 63(10), 1149-1157.

% Roth, T., Seiden, D., Sainati, S., Wang-Weigand, S., Zhang, J., & Zee,
P. (2006). Effects of ramelteon on patient-reported sleep latency in
older adults with chronic insomnia. Sleep Medicine, 7, 312-318.

57 U.S. Food and Drug Administration. (2010). FDA approved labeling
text 3.17.10 NDA 22036: Highlights of prescribing information.
Retrieved August 18, 2014, from http://www.accessdata.fda.gov
/drugsatfda_docs/label/2010/0220361bl.pdf

58 Harvard Medical School, Division of Sleep Medicine. (2007). Twelve
simple tips to improve your sleep. Retrieved August 18, 2014,
from http://healthysleep.med.harvard.edu/healthy/getting
/overcoming/tips

59 National Sleep Foundation. (n.d.). Sleep hygiene. Retrieved
August 18, 2014, from http://www.sleepfoundation.org
/ask-the-expert/sleep-hygiene

& Friedmann, P. D., Herman, D. S., Freedman, S., Lemon, S. C.,
Ramsey, S., & Stein, M. D. (2003). Treatment of sleep disturbance
in alcohol recovery: A national survey of addiction medicine
physicians. Journal of Addictive Diseases, 22(2), 91-103.

61 Le Bon, O., Murphy, J. R., Staner, L., Hoffmann, G., Kormoss, N.,
Kentos, M., et al. (2003). Double-blind, placebo-controlled study
of the efficacy of trazodone in alcohol post-withdrawal syndrome:
Polysomnographic and clinical evaluations. Journal of Clinical
Psychopharmacology, 23(4), 377-383.

6 Friedmann, P. D., Rose, J. S., Swift, R., Stout, R. L., Millman,
R. P., & Stein, M. D. (2008). Trazodone for sleep disturbance
after alcohol detoxification: A double-blind, placebo-controlled
trial. Alcoholism: Clinical and Experimental Research, 32(9),
1652-1660.

63 Kolla, B. P., Schneekloth, T. D., Biernacka, J. M., Frye, M. A.,
Mansukhani, M. P., Hall-Flavin, D. K., et al. (2011). Trazodone
and alcohol relapse: A retrospective study following residential
treatment. American Journal on Addictions/American Academy
of Psychiatrists in Alcoholism and Addictions, 20, 525-529.

64 Stein, M. D., Kurth, M. E., Sharkey, K. M., Anderson, B. J., Corso,
R. P., & Millman, R. P. (2012). Trazodone for sleep disturbance
during methadone maintenance: A double-blind, placebo-
controlled trial. Drug and Alcohol Dependence, 120(1-3), 65-73.

65 Conroy, D., Arnedt, J. T., & Brower, K. J. (2008). Insomnia in
patients with addictions: A safer way to break the cycle. Current
Psychiatry, 7(5), 97-109.

& Afshar, M., Knapp, C. M., Sarid-Segal, O., Devine, E., Colaneri,
L. S., Tozier, L., et al. (2012). The efficacy of mirtazapine in
the treatment of cocaine dependence with comorbid depression.
American Journal of Drug and Alcohol Abuse, 38, 181-186.

7

People Recover


http://www.accessdata.fda.gov/drugsatfda_docs/label/2010/022036lbl.pdf
http://www.accessdata.fda.gov/drugsatfda_docs/label/2010/022036lbl.pdf
http://healthysleep.med.harvard.edu/healthy/getting/overcoming/tips
http://healthysleep.med.harvard.edu/healthy/getting/overcoming/tips
http://www.sleepfoundation.org/ask-the-expert/sleep-hygiene
http://www.sleepfoundation.org/ask-the-expert/sleep-hygiene

IN BRIEF

67 Malcolm, R., Myrick, L. H., Veatch, L. M., Boyle, E., & Randall,
P. K. (2007). Self-reported sleep, sleepiness, and repeated alcohol
withdrawals: A randomized, double blind, controlled comparison
of lorazepam vs gabapentin. Journal of Clinical Sleep Medicine,
3(1), 24-32.

6 Karam-Hage, M., & Brower, K. J. (2003). Open pilot study of
gabapentin versus trazodone to treat insomnia in alcoholic
outpatients. Psychiatry and Clinical Neurosciences, 57, 542-544.

6 Perney, P., Lehert, P., & Mason, B. J. (2012). Sleep disturbance in
alcoholism: Proposal of a simple measurement, and results from
a 24-week randomized controlled study of alcohol-dependent

patients assessing acamprosate efficacy. Alcohol and Alcoholism,
47(2), 133-139.

70 Hajak, G., Miiller, W. E., Wittchen, H. U., Pittrow, D., & Kirch,
W. (2003). Abuse and dependence potential for the non-
benzodiazepine hypnotics zolpidem and zopiclone: A review of
case reports and epidemiological data. Addiction, 98, 1371-1378.

71 Ciraulo, D. A., & Nace, E. P. (2000). Benzodiazepine treatment of
anxiety or insomnia in substance abuse patients. American Journal
on Addictions/American Academy of Psychiatrists in Alcoholism
and Addictions, 9(4), 276-284.

72 Liappas, I. A., Malitas, P. N., Dimopoulos, N. P., Gitsa, O. E., Liappas,
A. 1., Nikolaou, C. K., & Christodoulou, G. N. (2003). Zolpidem
dependence case series: Possible neurobiological mechanisms
and clinical management. Journal of Psychopharmacology, 17(1),
131-135.

In Brief

This In Brief was written and produced under contract numbers 270-04-7049 and 270-09-0307 by the Knowledge Application
Program, a Joint \enture of JBS International, Inc., and The CDM Group, Inc., for the Substance Abuse and Mental Health
Services Administration (SAMHSA), U.S. Department of Health and Human Services (HHS). Christina Currier served as the

Contracting Officer’s Representative.

Disclaimer: The views, opinions, and content of this publication are those of the authors and do not necessarily reflect the

views, opinions, or policies of SAMHSA or HHS.

Public Domain Notice: All materials appearing in this document except those taken from copyrighted sources are in the
public domain and may be reproduced or copied without permission from SAMHSA or the authors. Citation of the source
is appreciated. However, this publication may not be reproduced or distributed for a fee without the specific, written

authorization of the Office of Communications, SAMHSA, HHS.

Electronic Access and Copies of Publication: This publication may be ordered or downloaded from SAMHSA'’s
Publications Ordering Web page at http://store.samhsa.gov. Or, please call SAMHSA at 1-877-SAMHSA-7 (1-877-726-4727)

(English and Espafiol).

Recommended Citation: Substance Abuse and Mental Health Services Administration. (2014). Treating Sleep Problems of
People in Recovery From Substance Use Disorders. In Brief, Volume 8, Issue 2.

Originating Office: Quality Improvement and Workforce Development Branch, Division of Services Improvement, Center
for Substance Abuse Treatment, Substance Abuse and Mental Health Services Administration, 1 Choke Cherry Road,

Rockville, MD 20857.

HHS Publication No. (SMA) 14-4859
Printed 2014

Substance Abuse and Mental Health Services Administration

XSAMHSA

www.samhsa.gov ¢ 1-877-SAMHSA-7 (1-877-726-4727)

In Brief, Treating Sleep Problems of People in Recovery From Substance Use Disorders




	Sleep Disturbances and SubstanceUse
	The Effects of Sleep Loss DuringRecovery
	Assessing Sleep Disorders
	Treatments
	Web Resources
	Notes



