
QHow common is insomnia in Parkin-
son’s patients? When does it typi-

cally occur? What is the etiology?

ASleep disturbances are ubiquitous in
Parkinson’s disease, and insomnia in

particular is very common. Insomnia is
most frequently manifested by early
awakening and sleep disruption, and less
commonly by difficulty falling asleep.
Despite this, approximately 40 percent
of PD patients take sleeping pills. 

While sleep disorders can occur at any
point in the course of disease, individuals
with longer disease duration and more
severe disease exhibit sleep difficulties
more commonly than individuals with
early and mild disease.

The etiology of sleep disruption in
PD is complex and often multifactorial.
The pathology in PD affecting nigrostri-
atal pathways and the pedunculopontine
tegmentum nucleus (PPN) likely have
direct impacts on sleep efficiency, as
these areas are important for sleep regula-
tion and wakefulness. Comorbid sleep
disorders, especially obstructive sleep
apnea, increase with age and can cause
significant sleep difficulties. Restless legs
syndrome (RLS) and periodic leg move-
ments of sleep (PLMS) can cause diffi-
culty falling or returning to sleep and
sleep disruption respectively. 

RLS is common in the general popu-
lation and seems to be even more com-
mon in PD. REM sleep behavior disor-
der (RBD) also seems to be more com-
mon in PD and is related to disease dura-
tion, severity and the use of dopaminer-
gic drugs. RBD causes violent and at
times injurious behavior due to a loss of
atonia during REM sleep. In other
words, patients literally act out their
dreams. This can result in injuries and
frequent awakenings. Psychiatric comor-
bidities are a common cause of insomnia

and sleep disruption. The prevalence of
depression in PD is about 50 percent and
is potentially a major cause of insomnia
in this population.

PD motor symptoms often can result
in difficulty falling asleep or maintaining
sleep. Tremor can be significantly bother-
some to the extent that it actually inter-
feres with a person’s ability to fall asleep.
Wearing off phenomenon (i.e., the
return of rigidity and bradykinesia less
than four hours following a dosage of
levodopa) can result in immobility, dis-
comfort and pain that cause early awak-
enings and impair ones ability to fall
back asleep. 

Conversely, some patients may experi-
ence disruptive levodopa-induced dyski-
nesias that interfere with one’s ability to
initiate sleep. Autonomic dysfunction as-
sociated with parkinsonism can lead to
increased urinary frequency and noc-
turia, further disrupting sleep.

QDo any Parkinson’s medications
predispose patients to insomnia

and/or exacerbate a pre-existing sleep
disorder? How?

AAlmost all medications used in PD
can worsen insomnia. Selegiline, a

selective MAO-B inhibitor, is metabo-
lized to amphetamines and has a long
half-life commonly leading to sleep onset
insomnia. Dopaminergic agents, levo-
dopa and dopamine agonists, may cause
sleep disruption and frequent awaken-
ings. This tendency for dopaminergic
therapies to disrupt sleep must be bal-
anced with the potential beneficial effects
on sleep due to improved nocturnal
mobility. In addition, dopaminergic
treatment can lead to vivid dreaming and
hallucinations which can have a signifi-
cant effect on sleep onset and mainte-
nance.

QWhat are the options for managing
insomnia in Parkinson’s patients?

Would switching PD medications and/or
adjusting the dosing regimen help?

AIdentifying the possible underlying
etiology of insomnia in PD and

treating it (e.g., depression, sleep apnea
etc.) is imperative. As noted previously,
this can be challenging, as sleep difficul-
ties in PD are frequently multifactorial.
Advising all patients about appropriate
sleep hygiene (regular bedtime and awak-
enings with an appropriate amount of
time spent in bed) is critical. 

Increasing the dosage of dopaminer-
gic drug treatment may worsen sleep dis-
ruption and should be avoided unless the
patient’s sleep is primarily disturbed by
the motor manifestations of parkinson-
ism (i.e., wearing off ) during the night or
is a result of RLS or PLMS. 

In cases where wearing off is causing
early awakenings, intermittent nocturnal
dosing of dopaminergic therapy can
actually be useful. Patients on selegiline
with sleep-onset difficulties should con-
sider coming off selegiline if possible.
Depression should be suspected in all PD
patients with sleep complaints and treat-
ed as appropriate. Sedating antidepres-
sants, paroxetine or mirtazapine, can be
useful in the depressed or anxious patient
with sleep onset difficulties. In general,
sedatives should be avoided in PD, as
they predispose to falls and confusion
and may result in rebound insomnia. If
the use of sedatives becomes necessary,
medications with shortest possible half-
lives should be used in order to minimize
adverse effects the next day. PN
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