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One in 100 deaths is by suicide

WHO guidance to help the world reach the target of reducing
suicide rate by 1/3 by 2030

17 June 2021 - News release - Reading time: 3 min (898 words)

Refference Link:

https://www.who.int/news/item/17-06-2021-one-in-100-deaths-is-by-suicide/

Suicide remains one of the leading causes of death worldwide, according
to WHO's latest estimates, published today in "Suicide worldwide in 2019".
Every year, more people die as a result of suicide than HIV, malaria or breast
cancer or war and homicide. In 2019, more than 700 000 people died by
suicide: one in every 100 deaths, prompting WHO to produce new guidance to

help countries improve suicide prevention and care.

"We cannot - and must not - ignore suicide," said Dr Tedros Adhanom
Ghebreyesus, Director-General of the World Health Organization. "Each one is
a tragedy. Our attention to suicide prevention is even more important now,
after many months living with the COVID-19 pandemic, with many of the risk
factors for suicide job loss, financial stress and social isolation - still very much
present. The new guidance that WHO is releasing today provides a clear path

for stepping up suicide prevention efforts." Among young people aged 15-29,
suicide was the fourth leading cause of death after road injury,

tuberculosis and interpersonal violence.
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Rates vary, between countries, regions, and between males and females.

More than twice as many males die due to suicide as females (12.6 per
100 000 males compared with 5.4 per 100 000 females). Suicide rates among
men are generally higher in high-income countries (16.5 per 100 000). For
females, the highest suicide rates are found in lower-middle-income countries

(7.1 per 100 000).

Suicide rates in the WHO African (11.2 per 100 000), European (10.5 per
100 000) and South-East Asia (10.2 per 100 000) regions were higher than the
global average (9.0 per 100 000) in 2019. The lowest suicide rate was in the
Eastern Mediterranean region (6.4 per 100 000).

Globally, the suicide rate is decreasing; in the Americas it is going up
Suicide rates fell in the 20 years between 2000 and 2019, with the global

rate decreasing by 36%, with decreases ranging from 17% in the Eastern

Mediterranean Region to 47% in the European Region and 49% in the

Western Pacific.

But in the Americas Region, rates increased by 17% in the same time

period.

Although some countries have placed suicide prevention high on their

agendas, too many countries remain uncommitted. Currently only 38 countries

are known to have a national suicide prevention strategy. A significant
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acceleration in the reduction of suicides is needed to meet the SDG target of a

one-third reduction in the global suicide rate by 2030.

LIVE LIFE

To support countries in their efforts, WHO is today releasing comprehensive
guidance for implementing its LIVE LIFE approach to suicide prevention. The

four strategies of this approach are:

- limiting access to the means of suicide, such as highly hazardous pesticides and firearms;
- educating the media on responsible reporting of suicide;

- fostering socio-emotional life skills in adolescents; and

- early identification, assessment, management and follow-up of anyone affected by suicidal

thoughts and behaviour.

Banning of the most dangerous pesticides: a high-impact intervention
Given that pesticide poisoning is estimated to cause 20% of all suicides,
and national bans of acutely toxic, highly hazardous pesticides have shown to
be cost-effective, such bans are recommended by WHO. Other measures
include restricting access to firearms, reducing the size of medication

packages, and installing barriers at jump sites.

Responsible reporting by the media

The guide highlights the role the media plays in relation to suicide. Media
reports of suicide can lead to a rise in suicide due to imitation (or copycat
suicides) - especially if the report is about a celebrity or describes the method

of suicide.
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The new guide advises monitoring of the reporting of suicide and suggests
that media counteract reports of suicide with stories of successful recovery
from mental health challenges or suicidal thoughts. It also recommends
working with social media companies to increase their awareness and improve

their protocols for identifying and removing harmful content.

Support for adolescents

Adolescence (10-19 years of age) is a critical period for acquiring
socio-emotional sKkills, particularly since half of mental health conditions appear
before 14 years of age. The LIVE LIFE guidance encourages actions including
mental health promotion and anti-bullying programmes, links to support
services and clear protocols for people working in schools and universities

when suicide risk is identified.

Early identification and follow-up of people at risk
Early identification, assessment, management and follow-up applies to
people who have attempted suicide or are perceived to be at risk. A previous

suicide attempt is one of the most important risk factors for a future suicide.

Health-care workers should be trained in early identification, assessment,
management and follow-up. Survivors' groups of people bereaved by suicide
can complement support provided by health services. Crisis services should

also be available to provide immediate support to individuals in acute distress.

The new guidance, which includes examples of suicide prevention
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interventions that have been implemented across the world, in countries such
as Australia, Ghana, Guyana, India, Iraq, the Republic of Korea, Sweden and

the USA, can be used by anyone who is in interested in implementing suicide
prevention activities, whether at national or local level, and in the

governmental and nongovernmental sectors alike.

"While a comprehensive national suicide prevention strategy should be the

ultimate goal for all governments," said Dr Alexandra Fleischmann, suicide
prevention expert at the World Health Organization, "starting suicide
prevention with LIVE LIFE interventions can save lives and prevent the

heartbreak that follows for those left behind."
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Supportive Psychotherapy

Author: Fredric Neuman, M.D., is the Director of the Anxiety and Phobia
Center at White Plains Hospital.

Reference Link:

https://www.psychologytoday.com/us/blog/fighting-fear/201306/supportive-psychotherapy

Very many people suffer transient emotional disturbances, and there are
many whose disturbances are prolonged and profound. Even when these
conditions are not severe, however, many of the people affected are unhappy
and impaired in functioning. Even though they live at home, the way they live
is often unsatisfactory; it also can be difficult for everyone around them,
especially for their families. And in most cases, they do not grow less
miserable simply by growing older. They need treatment to get better.

The burden of treatment for these troubled individuals, therefore, does not
rest in the hands of hospital personnel, if ever it did. Psychotherapy in some
form or another is conducted now within the community by professionals and
para-professionals drawn from dozens of different occupations and disciplines,
including-besides psychiatrists and psychologists-social workers, family
doctors, visiting home nurses, welfare workers, probation officers, drug
counselors, school counselors, marriage counselors, occupational and
recreational therapists, industrial counselors, ministers and other pastoral

counselors, and many others.
These various professionals come in contact with emotionally

disturbed persons in various ways; but in trying to help them, they must
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accomplish the same purposes. They try to relieve their emotional distress,
and they try to help them to avoid the ineffective and inappropriate behaviors
that are a characteristic manifestation of many emotional ilinesses.

To do either or both, they must have some understanding of the nature of
emotional iliness and of the process of psychotherapy. They must understand,
first of all, that by virtue of their work, they may not be able to avoid doing
psychotherapy. In many cases, psychotherapeutic techniques are part of the
process of caring. Therefore, they should learn to do them as well as they can.

The influence of these "collateral therapists" is significant. Through their
efforts, they can change the course of an emotional illness and, thereby, the
course of someone's life.

But the greatest influence on those who are emotionally disturbed is
exerted, unmistakably, by their families. They are together often, if not every
day. They know better than anyone else what those persons are thinking and
feeling and doing, and more than anyone else, they care.

Unfortunately, the complications and rivalries of family life can interfere with
their ability to help those among them who are emotionally disturbed. Their

judgment may become clouded; through their actions, they may worsen the
affected person's condition, rather than improve it. Sometimes, indeed, they
are the inadvertent cause for these emotional problems; but even then
they can learn to behave differently. In a way, they too become
therapists. They are the patient's principal resource.

Psychotherapy is not so much a precise technique as it is an attitude, a
way of being with a patient-and it can be learned. But unfortunately, few

people are in a position to turn to a professional for supervision and instruction.
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Consequently, in doing "therapy," family members must struggle not only with
the patient's problems-and indeed with the patient himself or herself-but also
with their own sense of inadequacy. What follows is a statement of the
principles of supportive psychotherapy, as they apply to some emotional and

mental disorders.

Supportive Psychotherapy

Supportive psychotherapy is the attempt by a therapist, by any practical
means, to help patients deal with their emotional distress and problems in
living. It includes comforting, advising, encouraging, reassuring, and mostly
listening, attentively and sympathetically. The therapist provides an emotional
outlet, the chance for patients to express themselves and be themselves.

In addition, the therapist may inform patients about their illness and about
how to manage it and how to adjust to it. Over the course of treatment, he may
have to intercede on a patient's behalf with various authorities, including
schools and social agencies, and with the patient's family-indeed, with all of]

those with whom the patient may be contending.

Often, he must explain his patient's behavior to others; at the same time,
he may have to interpret the meaning of other people's behavior to his patient.
He must educate him to the unwritten but crucial rules that govern all social
interaction. The therapist usually encourages his patient to expand his or her

interests in the world by making friends, or by going to school or to work. He
may encourage participation in sports or hobbies. To an extent, the therapist
serves as a model for proper and appropriate behavior. The therapist

conveys implicitly to the patient an ideology about the way that life
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ought to be led.

Supportive psychotherapy is a varied attempt to help patients deal with all
the different problems attendant upon their emotional illness which, in turn,
affects all the rest of their lives.

Insight psychotherapy is an expensive, prestigious treatment conducted by
a relatively few highly trained professionals. Supportive psychotherapy, on the
other hand, is conducted, in a skilled fashion or naively, by everyone who
cares about the patient and is willing to care for him or her.

The methods of these psychotherapies are different. The techniques of
insight therapy include the interpretation of resistances, dreams, defense
mechanisms, and transference reactions to the therapist, and, nowadays, may
include specific prescriptions for particular anxiety states. The process is
relatively prolonged.

The supportive therapist deals more superficially, perhaps, but more
immediately with the daily events of his patient's life. He appeals to the
patient's conscious mind, rather than interpreting his unconscious. He is
interested not only in what his patient tells him, which is the exclusive interest

of the psychoanalyst, for example, but in whatever else he can find out from

the patient's family and friends, and from everyone else. Treatment may
continue as long or longer than insight psychotherapy, at infrequent and
irregular intervals, or it may be very intensive over only a short period of time.

The indications for both treatments are also somewhat different. The
patient deemed suitable for insight therapy is usually intelligent, motivated,

relatively intact emotionally, and relatively well off financially-that is, able to

afford the cost in time and money of treatment. In addition, such an ideal
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patient begins treatment, ideally, already inclined to think of himself or herself
in psychological terms. The patient for whom supportive therapy is
recommended is likely to be poorer, less capable, and sicker. They may,
perhaps, be psychotic-less able to tolerate the anxiety of looking at himself or
herself objectively-but this need not be true.

In order to benefit from supportive psychotherapy, someone need not be
sick to any particular degree, nor does he need to have any special kind of]
illness. He can be depressed, schizophrenic, sexually disturbed, or neurotic.
He may be in crisis, or he may be chronically ill. He need have no special
social or intellectual qualification, or impairment. He can be anyone.

Finally, the therapist himself behaves differently, depending on whether he
regards himself as doing insight or supportive psychotherapy. In insight
therapy, he thinks twice before saying anything, and certainly before giving
advice. In order not to prejudice the patient's remarks and attitudes, he tries to
introduce as little of his own attitudes as possible. He strives toward
anonymity.

When he is doing supportive therapy, on the other hand, he is active and
involved. Since his patient may be too disturbed to cope effectively with
day-to-day problems, the therapist will give advice. He speaks openly. He may
describe his own feelings toward the patient, if his purpose is to reassure. He
may speak of his own life in order to demonstrate a point. In short, he can be
himself.

As is usual in psychiatry, however, these distinctions blur in practice. There

are times when a patient in insight psychotherapy requires active intervention

and support from the therapist-and there are times when a very sick patient
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can and will accept certain insights into himself. No treatment of the
emotionally disturbed can be applied as a formula.

The distinction between these two idealized forms of psychotherapy is
drawn here only to underline the fact that supportive therapy, at least, as it has
been described here, is not exclusively in the hands of psychiatrists or
psychologists but is conducted by others also. Someone who lives with, or
works with, an emotionally disturbed person is cast inevitably in the role of]
therapist. If he actively cares for that person, he is conducting a supportive

psychotherapy.
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The Case of the Serial Sperm Donor

The New York Times

In 2015, Vanessa van Ewijk, a carpenter in the Netherlands, decided that
she wanted to have a child. She was 34 and single, and so, like many women,
she sought out a sperm donor.

She considered conceiving through a fertility clinic, but the cost was
prohibitive for her. Instead, she found an ideal candidate through a website
called Desire for a Child, one of a growing number of online sperm markets
that match candidate donors directly with potential recipients. Ms. van Ewijk
was drawn to one profile in particular, that of Jonathan Jacob Meijer, a Dutch
musician in his 30s.

Mr. Meijer was handsome, with blue eyes and a mane of curly blond hair.
Ms. van Ewijk liked how genuine he appeared. “I spoke to him on the phone
and he seemed gentle and kind and well-behaved,” she said. “He liked music,
and he talked about his thoughts on life. He didn’t come on strong in any
sense. He seemed like the boy next door.”

About a month later, after some back-and-forth, she and Mr. Meijer
arranged to meet at Central Station, a busy railway hub in The Hague. He
provided her with his sperm, and in return she paid him 165 euros, about
$200, and covered his travel costs. Months later she gave birth to a daughter
— her first child and, Mr. Meijer told her, his eighth. (Mr. Meijer declined to be
interviewed for this article but did answer some questions by email, and stated
that he did not grant permission for his name to be published.)

In 2017, when she decided to conceive again, she reached out once more
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to Mr. Meijer. Once again he met with her and, for a similarly modest fee,
provided a container of his semen; once again she became pregnant, and
gave birth to a boy.

Even before then, however, Ms. van Ewijk had learned some unsettling
news. She had connected on Facebook with another single mother who also
had used Mr. Meijer as a donor, and who told her that, according to an
investigation in 2017 by the Dutch Ministry of Health, Welfare and Sport, he
had fathered at least 102 children in the Netherlands through numerous fertility
clinics, a tally that did not include his private donations through websites.

Ms. van Ewijk wanted her children to be full siblings, so she still wanted Mr.
Meijer to be the donor. Nonetheless, she was alarmed. The Netherlands is a
small country, home to 17 million people; the more half siblings there are in the
population who are unknown to one another, the greater the odds that two of
them might meet unwittingly and produce children of their own — children with
aheightenedrisk of carrying hereditary defects.

Furious, Ms. van Ewijk confronted Mr. Meijer. He admitted that he had
produced at least 175 children and conceded that there might be more.

“He said, ‘I'm just helping women make their biggest wish come true,” Ms.
van Ewijk recalled. “I said: “You’re not helping anymore! How do | tell my kids
that they could possibly have 300 siblings?”

She may have only known the half of it.

The perils of swiping right
The first child of in vitro fertilization was born in 1978, and in the decades

since, sperm donation has become a thriving global business, as fertility
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clinics, sperm banks and private donors have sought to meet the demand of]
parents eager to conceive.

As an industry, however, it is poorly regulated. A patchwork of laws
ostensibly addresses who can donate, where and how often, in part to avoid
introducing or amplifying genetic disabilities in a population. In Germany, a
sperm-clinic donor may not produce more than 15 children; in the United
Kingdom the cap is 10 families of unlimited children. In the Netherlands, Dutch
law prohibits donating anonymously, and nonbinding guidelines limit clinic
donors to 25 children and from donating at more than one clinic in the country.
In the United States there are no legal limits, only guidelines from the
American Society for Reproductive Medicine: 25 children per donor in a
population of 800,000.

Regulation is even more scarce internationally. There is little to stop a
sperm donor from donating at clinics in countries other than his own, or at
global agencies like Cryos International, the world’s biggest sperm clinic, in
Denmark, which ships semen to more than 100 countries.

“There’s nothing in the U.S. or anywhere that would keep a donor from
donating at more than one sperm bank,” said Wendy Kramer, a co-founder
and the executive director of the Donor Sibling Registry, an organization in the
United States that supports donor families. “The sperm banks claim that they
ask the donor if they’'ve donated anywhere else, but nobody knows if they
really do.”

And few if any laws govern private donations, of the kind that Ms. van Ewijk
and Mr. Meijer arranged through the internet. Through these gaps, several

cases have emerged of donors who have fathered scores of children or more,
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and of grown children discovering, often through social media, that they have
not just a handful of half siblings but dozens of them.

In 2019, the Dutch Donor Child Foundation, an advocacy group that
facilitates legal and emotional support for donor-conceived people and their
families and helps search for biological relatives, determined through DNA
testing that Dr. Jan Karbaat, a fertility specialist who died in 2017, had secretly
fathered at least 68 children, born to women who visited his clinic near
Rotterdam.

At least one sperm donor in the Netherlands, known as Louis, is thought to
have more than 200 offspring, many of whom are unaware of one another. Six
years ago Ivo van Halen, a 36-year-old Dutch |.T. consultant, learned that he
was among them. Since then, he has managed to connect directly with 42 of]
his half siblings.

“It's been a shock to learn how to integrate 42 brothers and sisters into your
life,” Mr. van Halen said in an interview. “There are no books on how to do
that. Our group is at 70 known children already, and getting new matches
every month.”

Some of his half siblings have encountered each other multiple times on
Tinder, the dating app. One half brother, Jordy Willekens, who lives in The
Hague, matched online with four half sisters. “Once, | swiped on a sister and
she swiped right on me at the same time,” Mr. Willekens said.

The group keeps a list of potential siblings to refer to before going on a
date. Mr. Willekens, who is now in a relationship, said he had been very
careful when dating: “I have a very trained eye by now.”

Some sperm donors, like Dr. Karbaat, donate surreptitiously and illegally,
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leaving their identities and the scale of their activity to be discovered many
years later by their offspring, often as a shock.

Other donors are openly profligate. Ari Nagel, a math professor in New
York, donates exclusively online and directly with recipients; he has been
nicknamed the “Target Donor” because he sometimes meets women in public
spots, such as Target stores, to hand off his sperm. He told The New York
Times that he had 76 biological children. Simon Watson, a donor in the United
Kingdom who regularly updates his Facebook site with photos of his offspring,
told the BBC in 2016 that he had at least 800 children around the world.

Mr. Meijer appears to have adopted both approaches, registering at more
clinics than is recommended while also donating privately.

In 2017, after confronting Mr. Meijer, Ms. van Ewijk notified the Dutch
Donor Child Foundation that he had many more children than he had initially
revealed, and that he had been donating sperm at several clinics. The group
already knew of him, from other mothers with the same complaint.

The foundation soon determined that Mr. Meijer had privately fathered at
least 80 children in the Netherlands, in addition to the 102 that the Ministry of
Health, Welfare and Sport had identified through 11 clinics in the country. The
government ordered all Dutch sperm clinics to stop using Mr. Meijer's semen.

Because of Dutch privacy laws, the government has not publicly named Mr.
Meijer as the donor in question. However, in an email to The Times, a
spokesman for the health ministry confirmed his identity. “Donors must sign an
agreement with their clinic that they don’t donate sperm at other clinics,”
Gerrit-Jan Kleindan wrote. “The sperm donor you are writing about made this

agreement as well. Nevertheless, he donated at more sperm banks resulting
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in 102 babies.”

Ms. van Ewijk subsequently became friends with two other Dutch mothers
who had used Mr. Meijer as a donor. The two worked together in the same
preschool and realized they shared the same donor after noticing that their
children, both 9, looked alike.

The two women, who requested anonymity to protect their children’s
privacy, said that they in turn knew several other women in their city, Aimere,
who had used Mr. Meijer as a donor. One mother expressed concern that
some of these half siblings could accidentally meet and have a relationship.

“It's disgusting and | want it to stop,” she said. “It's dangerous for the
children. There are more brothers and sisters in Almere, and they can fall in
love. It's not good.”

Tim Bueter, a lawyer in the Netherlands who represented the families in the
case of Dr. Karbaat, said he had been contacted by 12 mothers who had used
Mr. Meijer's sperm. They wanted to know if there was any legal action they
could take against him. Mr. Bueter said there was very little they could do, as
no laws applied.

“It was stunning to hear that something like this is going on,” Mr. Bueter
said. “The children are the victims in this case. Something has to be done to
stop him. The only thing these women can do is go to the public and hope
everyone in the world knows not to use this guy as a sperm donor.”

Joélle de Boer, a volunteer and the international contact person at the
Dutch Donor Child Foundation, has been tracking Mr. Meijer’s activity.
According to her research, he has been traveling throughout Europe,

Scandinavia and Ukraine for several years, donating sperm since 2007 at

Karachi Psychiatric Hospital Bulletin 489 Month OF SEPTEMBER 2021




36

various clinics as well as privately on the internet.

“Two weeks ago | went to donate in Kiev at Biotexcom clinic,” he wrote on
Facebook in June 2017, referring to the BioTexCom Center for Human
Reproduction in Ukraine, which uses donated sperm for in vitro fertilization and
surrogacy. “The lady | helped used an egg-donor from Ukraine which will be
fertilized with my sperm. | must say this was one of the best experiences |
have with clinics!”

Ms. de Boer has also been tabulating Mr. Meijer’s online presence,
including on eight private donation websites in Germany, Italy and the
Netherlands. On one site, he advertised himself as a blond “musical Viking
donor.” She shared with The Times screen shots of private-donation sites on
which a donor with Mr. Meijer's photo accompanied false names, including
“‘Lukas” and “Martijn.” Asked to comment, Mr. Meijer said in an email, “I never
ever donated under false names.”

In addition, Mr. Meijer has registered with at least one international sperm
bank, Cryos, which does not set an overall limit on how many children a donor
may generate, although it claims to adhere to the limits set by each country to
which it donates. Still, with each bank exporting to scores of countries, a single
donor could potentially produce hundreds or even thousands of children
around the world.

Moreover, unlike sperm banks in the Netherlands, which prohibit
anonymous donation, international sperm banks commonly register donors
under an alias or a number. Also, they rely on clients to voluntarily report the
births of their children when keeping track of sperm donor offspring, and that

tally is not always accurate. And there is no international registry of sperm
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donors, so a recipient has no easy way of knowing where else her donor might
have donated or how many half siblings her children might have.

Ms. de Boer said she has been in touch with mothers who have had
children by Mr. Meijer in Australia, Italy, Serbia, Ukraine, Germany, Poland,
Hungary, Switzerland, Romania, Denmark, Sweden, Mexico and the United
States. Several were in contact with the two Dutch mothers who are friends of]
Ms. van Ewijk, and they confirmed their accounts with this reporter.

A German woman told The Times that she acquired Mr. Meijer's sperm
through Cryos; although he donated under an alias, she was able to figure out
his real name. In 2019 she received a letter from Cryos notifying her that her
donor “has donated in countries outside of Denmark, therefore breaching the
contract he had with Cryos to donate exclusively to our sperm bank.”

The letter added, “This means that the donor has allegedly achieved more
pregnancies than the pregnancies registered in our system.” The company
also notified the Danish health authorities, the letter said, and had stopped
distributing his semen.

In an email, Mr. Meijer said he did not recall being told that he was barred
from donating at other clinics: “Clinics did intensive health and genetics
screening and interviewing and | passed them all but | do not remember this
procedure clearly to say anything about it.” In a second email he said, “There
were no strict agreements amongst sperm banks (up until recently) to check if]
donors hadn’t been donating elsewhere.”

Reached for comment, Peter Reeslev, the chief executive of Cryos, insisted
that a Cryos donor could not have signed up without being aware of the

exclusivity clause. “NO,” he wrote in an email. “Donors sign and commit in
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contractual terms to not donate in any other tissue establishments than Cryos
before and undertake not to donate sperm to other sperm banks/tissue centers
in the future as well.”

He added, “On a general level, Cryos disassociates itself from any form of
serial sperm donation due to the importance of not exceeding national
pregnancy quotas” in each country to which they send sperm.

Exactly how many donor children Mr. Meijer has around the world is
impossible to say. But Ties van der Meer, the director of the Dutch Donor Child
Foundation, and his colleagues have calculated that if Mr. Meijer's known
pattern of clinic and private donation was any indicator, the number could run
to several hundred, even 1,000.

In an email, Mr. Meijer dismissed that conclusion. “I have approximately
250 children,” he said. “Assumptions of 1,000 are ridiculous. | am disappointed
by the obsession of the numbers. | became a donor not for any numbers but
out of love to help parents with realizing their dream. | cannot understand how
anyone can only focus on numbers and see my donor children as a number.”

To combat the serial-donor problem, officials in the Netherlands are
implementing various measures, including the creation of a central registry for
sperm donors, to prevent men from donating at several clinics at the same
time, said Dr. Monique H. Mochtar, chair of the Gamete Donation Special
Interest Group. Moreover, because of Mr. Meijer, the recommended limit of 25
children per donor at sperm clinics is expected to be amended into law this
spring, restricting one donor to 12 mothers nationally.

But challenges and loopholes remain at the international level. “The lack of

any regulatory and legislative bodies for the international fertility industry lets
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companies claim and do whatever they want,” Mr. van der Meer, of the Dutch
Donor Child Foundation, said. “We need international legislation and help for
all families that have been hurt by the actions of donors like this man.”

The issue of serial sperm donation has been recognized in other countries
as well. Christina Motejl, a lawyer in Berlin, is a member of Donor Offspring
Europe, a network of organizations of donor-conceived adults in Europe. She
said that the group was concerned about donors who travel around Europe
trying to father as many children as possible.

“It's kind of disgusting in a narcissistic way,” she said. “No sane person
would want 100 children or more. The big question is why? These men want
confirmation that they’re a great guy and everybody wants them.”

Judith Daar, who leads the ethics committee of the American Society for
Reproductive Medicine, said that although there is often a reluctance to
regulate assisted reproduction more strictly than natural conception, it might be
appropriate in extreme cases, including in Mr. Meijer’s, to impose limits on the
number of offspring that any one donor may have.

She noted that men who donate through social media, eschewing the
paperwork of a sperm bank or a doctor, could end up surprised by devastating
legal consequences.

“Donors should be aware that, depending on state law, they may be
deemed legal parents of any resulting offspring,” said Ms. Daar, who is also
the dean at Northern Kentucky University’s Chase College of Law and the
author of “The New Eugenics: Selective Breeding in an Era of Reproductive
Technologies.” She also encouraged women to verify a donor’s health and

genetic testing through qualified experts, rather than taking the donor’s word
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for it.

What compels a sperm donor to donate so profusely?

In 2013, a journal article by the Donor Sibling Registry identified three main
motives, at least for average donors: money, generosity and the desire to pass
along their DNA.

“I think you have to look at No. 3, passing on their genes to have children,”
said Ms. Kramer, the registry’s executive director. “Is it part of some men’s
DNA to do this? What makes a man donate for six years? Ten years? If each
donation can create between 4 and 24 kids, they can do the math. Why
wouldn’t they think twice about this?”

The financial compensation for donating in some countries is fairly meager,
but some donors have forged a lifestyle by agreeing to a nominal fee in
exchange for travel costs to meet recipients in person.

Mr. Nagel, who is 45 and unmarried, said that women had flown him all
over the world for his sperm, including to Israel, Southeast Asia, Ghana and
the Philippines. When reached by this reporter, Mr. Nagel was preparing to fly
to Mexico to help with an insemination, then on to Florida, Maryland and
Virginia, to meet with some of his offspring for their birthdays.

Mr. Meijer has likewise traveled often and far afield, including to Argentina,
China, New Zealand and Australia, according to his donor profile at Cryos.

The profile, under the required alias, notes that after college he worked as a
high school social science teacher and now “is working with cryptocurrency in
a development and trading company.” His strengths include “my optimism and

always joyful character.” His weaknesses: “Since | am a dreamer | always
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need to focus on doing things the right way because if | don'’t, | forget to do
them. Sometimes | need a lot of time on my own to reflect because | have a
sensitive character.”

Like many donors, Mr. Meijer said that his intentions were charitable, to
help people who wanted to start a family. “The demand is still extremely huge
and the amount of capable donors is low,” he said in an email.

Mr. Nagel offered a similar sentiment. “I love having kids,” he said. “It’s nice
to help grow so many beautiful families, and to see how happy they are and
how much love is going around.”

But Mr. van der Meer, who is donor-conceived and has donated sperm,
said that some donors seemed to be engaged almost in a competition to see
who could father the most children.

In an email, Mr. Meijer said: “| know people are quickly judging me or
thinking that | donate for narcissistic reasons. But | am quite down to earth
about myself and | don’t think too highly about myself. (I prefer to be honest to
myself and see my shortcomings and my good sides.) But what motivates me
as a donor is just to do something really big with just a little bit of help, the
appreciation of the recipients and the warm feelings and memories | share
with the children and the recipients.”

The warm feelings are not necessarily mutual. A mother in Australia who
purchased Mr. Meijer's sperm through Cryos and had a child said she was
disturbed by how many children he turned out to have. (She asked that her
name not be used, for privacy reasons.) She and 50 or so other mothers who
used his sperm have formed a group, Moms on a Mission, to try to get him to

stop donating.
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Their goal is to connect with as many other parents as they can, to find out
the true number of offspring he has produced, so that their children can
contact each other as they get older. Many of the mothers wonder how their
children will ever be able to have a relationship with their biological father
when he has so many other children. The group also advocates for the
creation of an international database of sperm donors.

“That way these men can'’t just donate whenever they want and create all
these children in the world without parents even consenting to the fact,” the
Australian mother said. “I can’t imagine what our son is going to think when he

finds out.”
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Table 1. Demographic Characteristics of Respondents

Respondents, No.

Characteristic (%) (N = 1205)
Age,y

22-35 439 (36.43)

36-45 418 (34.69)

46-65 348 (28.88)
Sex

Men 114 (9.46)

Women 1091 (90.54)
Education level '

Bachelor or below 712 (59.09)

Master’s degree 395(32.78)

Doctorate 98 (8.13)
Geographic region

Eastern 470 (39.00)

Middle and Western 735(61.00)
Location area

Big cities 338(28.05)

Mid-size towns 628 (52.12)

Rural areas 239(19.83)
Practice setting

Large tertiary hospital 812 (67.39)

General public hospital or clinic 290 (24.07)

Private hospital or clinic 103 (8.55)
Time in practice, y

<5 229(19.00)

5-15 421 (34.94)

z15 555 (46.06)
Subspecialty ‘ ‘

Gynecology 635(52.70)

Obstetrics 327 (27.14)

Others? 243 (20.17)

2 Includes reproductive endocrinologists, prenatal diagnosis, and others.
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Table 2. Training, Knowledge, Attitudes, and Practice Patterns on Female Sexual Health

Among OB/GYNs in China

Participant, No.

Items (%) (N = 1205)
Training on women'’s sexual health during school, h

>10 15(1.24)

1-10 224 (18.59)

None 966 (80.17)
Training on female sexual health since beginning practice, h

>10 22(1.83)

1-10 264 (21.91)

None 919(76.27)

Knowledge regarding female sexual issues, score®
<6
26
Attitude regarding female sexual issues, score®
<6
=6
Use of Female Sexual Function Index
| use it to guide clinical work
I know, but | have not used it in practice
I know part of it
I have no idea
DSM-4/DSM-5 classification of female sexual dysfunction
| use it to guide clinical work
I know, but | have not used it in practice
I know part of it
| have no idea
ACOG practice bulletin clinical management guidelines for OB/GYNs, No. 119/213
| use it to guide clinical work
I know, but | have not used it in practice
| know part of it
I have no idea
Do you routinely assess sexual activities when taking medical histories?
Never
Rarely
Sometimes
Often
Almost every time
Do you have confidence in managing patients’ sexual issues?
Never
Rarely
Sometimes
Often
Almost every time
Main difficulties you have experienced in screening and managing female sexual health issues
Other reasons
I don't have enough time
1 don't have enough specific experience
| feel embarrassed
Patients feel embarrassed
Lack of knowledge in this field
Sexual problems are difficult to diagnose and treat
Lack of effective treatment methods and drugs

Unfavorable clinical environment

1106 (91.78)
99 (8.21)

137(11.37)
1068 (88.63)

43(3.57)

276 (22.90)
488 (40.50)
398 (33.03)

34(2.82)

285 (23.65)
439 (36.43)
447 (37.10)

38(3.15)

248 (20.58)
411 (34.11)
508 (42.16)

107 (8.88)
416 (34.52)
438 (36.35)
166 (13.78)
78 (6.47)

60 (4.98)
244 (20.25)
537 (44.56)
314 (26.06)
50 (4.15)

158 (13.11)
382 (31.70)
784 (65.06)
156 (12.95)
464 (38.51)
1057 (87.72)
587 (48.71)
602 (49.96)
593 (49.21)

Abbreviations: ACOG, American College of
Obstetricians and Gynecologists; DSM, Diagnostic and
Statistical Manual of Mental Disorders; OB/GYN,
obstetrician/gynecologist.

2 Range, 1to 10, with a score of 6 or higher
considered passing.
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Knowledge, Attitudes, and Practice Patterns Relating to
Female Sexual Health Among Obstetricians and

Gynecologists in China

Introduction

Sexual health is a key aspect of women's overall wellness.1-3 Sexual
culture in Chinese society is relatively conservative, and female sexual health
concerns are rarely discussed in academic communities and medical
schools.4,5 Moreover, there are almost no professional female sexual
medicine clinics or physicians in China. Under such circumstances,
obstetricians and gynecologists (OB/GYNs), with their professional knowledge
and training in the female reproductive system and related diseases, must play
more roles in managing female sexual health. However, it is unclear whether
Chinese OB/GYNs effectively manage patients' sexual health.

This nationally representative survey study was designed to assess the
knowledge, attitudes, and practice patterns of Chinese OB/GYNs regarding

female sexual health.

Methods

This survey study was approved by the Ethics Committee of Anhui Medical
University, and all participants provided an electronic written informed consent
prior to the survey. This study followed the Strengthening the Reporting of
Observational Studies in Epidemiology (STROBE) reporting guideline.

The Chinese Female Sexual Health Atlas (CFSHA) task force developed
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and finalized a 20-item survey instrument based on their clinical expertise,
American College of Obstetricians and Gynecologists (ACOG) practice bulletin
(No. 119/213),6 previous physician surveys, and feedback from a pilot test of
10 OB/GYNs. The final questionnaire mainly collected demographic
information, training, knowledge, attitudes, practices, and opinions related to
female sexual health.

The CFSHA task force then conducted a quota sampling of hospitals in
various regions of China. Finally, 3012 OB/GYNs practicing in 120 medical
centers and clinics in different regions were invited to participate in the survey

from July 28 to September 1, 2020 (eAppendix in the Supplement).

Results

Of 3012 OB/GYNs initially invited, 1332 responded to the survey. We
selected licensed OB/GYNs who provided direct patient care. Retired
participants and unlicensed postgraduates or interns were excluded. The final
sample included 1205 OB/GYNs (response rate, 40.0%), among whom 439
(36.43%) were aged 22 to 35 years and 1091 (90.54%) were women. A total of
966 OB/GYNSs (80.17%) reported not receiving any training in female sexual
health, and only 15 OB/GYNs (1.24%) had more than 10 hours of training on
female sexual health in medical school (Table 1). Fewer OB/GYNs knew about
and used the ACOG Practice Bulletin clinical management guidelines for

OB/GYNs (43 OB/GYNs [3.57%]), the Diagnostic and Statistical Manual of]
Mental Disorders (Fourth Edition) or Diagnostic and Statistical Manual of

Mental Disorders (Fifth Edition) classification of female sexual dysfunction (34

OB/GYNs [2.82%]), and the Female Sexual Function Index (38 OB/GYNs
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[3.15%]) in clinical practice. On the knowledge test, 99 OB/GYNs (8.21%)
answered 6 or more of 10 questions related to female sexual health correctly
(we assumed a qualified pass threshold of 60%) (Table 2). On the attitude test,
1068 OB/GYNs (88.63%) responded positively to at least 6 or more of 10
attitude questions on female sexual health care.

When asked whether they would routinely assess a patient's sexual
activities when taking medical histories, only 78 OB/GYNs (6.47%) reported
they collected this information almost every time. Additionally, less than
one-third of OB/GYNs expressed confidence in their ability to manage patients’
sexual health often or almost every time, and approximately one-quarter
reported that they lacked self-confidence in managing patients' sexual health
(Table 2). A multiple-choice question indicated that the lack of specific
knowledge, unfavorable clinical environment (such as sharing a consulting
room, lack of privacy), and the lack of effective treatment methods, including

drugs, were major obstacles to screening and managing female sexual health.
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Table 1. Demographic Characteristics of Respondents

Respondents, No.

Characteristic (%) (N = 1205)
Age,y

22-35 439 (36.43)

36-45 418 (34.69)

46-65 348 (28.88)
Sex

Men 114 (9.46)

Women 1091 (90.54)
Education level '

Bachelor or below 712 (59.09)

Master’s degree 395(32.78)

Doctorate 98 (8.13)
Geographic region

Eastern 470 (39.00)

Middle and Western 735(61.00)
Location area

Big cities 338(28.05)

Mid-size towns 628 (52.12)

Rural areas 239(19.83)
Practice setting

Large tertiary hospital 812 (67.39)

General public hospital or clinic 290 (24.07)

Private hospital or clinic 103 (8.55)
Time in practice, y

<5 229(19.00)

5-15 421 (34.94)

z15 555 (46.06)
Subspecialty ‘ ‘

Gynecology 635(52.70)

Obstetrics 327 (27.14)

Others? 243 (20.17)

2 Includes reproductive endocrinologists, prenatal diagnosis, and others.
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Table 2. Training, Knowledge, Attitudes, and Practice Patterns on Female Sexual

Health Among OB/GYNs in China.

Participant, No.

ltems (%) (N = 1205)
Training on women'’s sexual health during school, h

>10 15 (1.24)

1-10 224(18.59)

None 966 (80.17)
Training on female sexual health since beginning practice, h

>10 22(1.83)

1-10 264 (21.91)

None 919(76.27)
Knowledge regarding female sexual issues, score®

<6 1106 (31.78)

26 99 (8.21)
Attitude regarding female sexual issues, score®

<6 137 (11.37)

26 1068 (88.63)
Use of Female Sexual Function Index

| use it to guide clinical work 43 (3.57)

I know, but | have not used it in practice 276(22.90)

I know part of it 488 (40.50)

I have no idea 398 (33.03)
DSM-4/DSM-5 classification of female sexual dysfunction

| use it to guide clinical work 34(2.82)

I know, but | have not used it in practice 285 (23.65)

I know part of it 439 (36.43)

| have no idea 447 (37.10)
ACOG practice bulletin clinical management guidelines for OB/GYNs, No. 119/213

| use it to guide clinical work 38(3.15)

I know, but | have not used it in practice 248 (20.58)

| know part of it 411 (34.11)

I have no idea 508 (42.16)
Do you routinely assess sexual activities when taking medical histories?

Never 107 (8.88)

Rarely 416 (34.52)

Sometimes 438 (36.35)

Often 166 (13.78)

Almost every time 78 (6.47)
Do you have confidence in managing patients’ sexual issues?

Never 60 (4.98)

Rarely 244 (20.25)

Sometimes 537 (44.56)

Often 314 (26.06)

Almost every time 50(4.15)
Main difficulties you have experienced in screening and managing female sexual health issues

Other reasons 158 (13.11)

I don't have enough time 382 (31.70)

1 don't have enough specific experience 784 (65.06)

| feel embarrassed 156 (12.95)

Patients feel embarrassed 464 (38.51) Abbreviations: ACOG, American College of

Lack of knowledge in this field 1057 (87.72) Obstetricians and Gynecologists; DSM, Diagnostic and

Sexual problems are difficult to diagnose and treat 587 (48.71) Statistic-a.l Manual of Me'ntal Disorders: OB/GYN.

Lack of effective treatment methods and drugs 602 (49.96) obstatrician/gynecologist.

. i 2 Range, 110 10, with a score of 6 or higher
Unfavorable clinical environment 593 (49.21)

considered passing.
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The assessment and management of insomnia: an update
Andrew D. Krystal, Aric A. Prather, Liza H. Ashbrook

(World Psychiatry)
Refernce Link: https://onlinelibrary.wiley.com/doi/full/10.1002/wps.20674

Insomnia poses significant challenges to public health. It is a common
condition associated with marked impairment in function and quality of life,
psychiatric and physical morbidity, and accidents. As such, it is important that
effective treatment is provided in clinical practice. To this end, this paper
reviews critical aspects of the assessment of insomnia and the available
treatment options. These options include both non-medication treatments,
most notably cognitive behavioral therapy for insomnia, and a variety of
pharmacologic therapies such as benzodiazepines, “z-drugs”, melatonin
receptor agonists, selective histamine H1 antagonists, orexin antagonists,
antidepressants, antipsychotics, anticonvulsants, and non-selective
antihistamines. A review of the available research indicates that rigorous
double-blind, randomized, controlled trials are lacking for some of the most
commonly administered insomnia therapies. However, there are an array of]
interventions which have been demonstrated to have therapeutic effects in
insomnia in trials with the above features, and whose risk/benefit profiles have
been well characterized. These interventions can form the basis for
systematic, evidence-based treatment of insomnia in clinical practice. We
review this evidence base and highlight areas where more studies are needed,
with the aim of providing a resource for improving the clinical management of
the many patients with insomnia.

Insomnia is defined as a complaint of difficulty falling or staying asleep
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which is associated with significant distress or impairment in daytime function
and occurs despite an adequate opportunity for sleep. It is a common
condition, with an approximate general population point prevalence of 10%.

In the vast majority of cases, insomnia co-occurs with psychiatric or
physical conditions. Although it had long been believed that, when this was the
case, insomnia was a symptom of those conditions, the available evidence
suggests that the relationship between such conditions and insomnia is
complex and sometimes bidirectional. In fact, insomnia is a risk factor for
major depression, anxiety disorders, substance use disorders, suicidality,
hypertension and diabetes. On this basis, as well as due to the fact that
insomnia is associated with impairments in quality of life and an increased risk
for accidents and falls, it is recommended that treatment be targeted
specifically to addressing insomnia whenever it is present, including when it
occurs along with physical or psychiatric conditions.

For those who meet the diagnostic criteria for insomnia, a number of
empirically supported treatments are available. These include non-medication
therapies as well as medication options. The public health impact of this
condition in terms of prevalence, morbidity and consequences on health and
quality of life highlights the need to effectively diagnose and treat it in clinical
practice. This paper reviews the state of the art for optimally diagnosing and

treating insomnia based on the available research evidence.

DIAGNOSTIC CRITERIA FOR INSOMNIA
The clinical diagnosis of insomnia is based on the complaint of trouble

falling asleep, trouble staying asleep, or early morning awakening, and
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resultant daytime dysfunction.

This daytime dysfunction can manifest in a wide range of ways, including
fatigue, malaise; impairment in attention, concentration or memory; impaired
social, family, occupational or academic performance; mood disturbance,
irritability, sleepiness, hyperactivity, impulsivity, aggression, reduced
motivation, proneness for errors, and concerns about or dissatisfaction with
sleep.

The sleep disturbance must occur despite adequate opportunity for sleep in
a safe, dark environment. Duration is also key to the diagnosis: to meet criteria
for chronic insomnia according to the third edition of the International
Classification of Sleep Disorders (ICSD-3) or for persistent insomnia according
to the DSM-5, symptoms must be present at least three days per week for at
least three months. Short term insomnia (ICSD-3) or episodic insomnia
(DSM-5) has the same criteria as chronic insomnia, but lasts for fewer than
three months.

If the sleep complaints are completely explained by another physical,
psychiatric or sleep disorder, the patient does not meet diagnostic criteria for
insomnia. However, insomnia is not solely a symptom of other mental
disorders as was once thought. Even if another disorder was the trigger or is
present some of the time, if insomnia is sufficiently severe to warrant
independent clinical attention, it should be recognized as a separate, comorbid
disorder.

Previously, both the ICSD and the DSM described various subtypes of
insomnia. These included psychophysiologic insomnia, paradoxical insomnia,

idiopathic insomnia, behavioral insomnia of childhood, insomnia due to a
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mental disorder, insomnia due to a medical disorder, and insomnia due to a
drug or substance. However, the mechanism of insomnia is poorly understood,
and the various subtypes are difficult to differentiate in clinical practice.
Therefore, the subtypes were consolidated into chronic insomnia (ICSD-3) and
persistent insomnia disorder (DSM-5) in the most recent editions of the
manuals.

A subtype of insomnia with objectively short sleep has been described and
stands out for its probable association with increased morbidity. These
individuals meet criteria for chronic insomnia and, by objective measure, sleep
on average less than six hours per night. This combination of insomnia with
short sleep duration has been linked to hypertension, type 2 diabetes, and
worse neurocognitive function. Therefore, this may ultimately become a

separate category in future versions of insomnia classifications.

DEMOGRAPHICS OF INSOMNIA

Symptoms of insomnia are common, with about one in three people
reporting some symptoms in the previous year. The point prevalence of a
formal diagnosis of insomnia is 6-15%, though occurrence rates vary by
definition used.

When looking at only nighttime complaints, rates are far higher. In a large
population sample in France, 57% complained of trouble falling asleep, 53% of
trouble staying asleep, and 41% of non-restorative sleep, though only 19%
met DSM-IV criteria of at least one complaint three times per week for one
month.

For many, insomnia is a persistent condition, with 74% reporting symptoms
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for at least one year. Persistence is more common in women, the elderly, and
those with more severe insomnia. In a 3-year study, over half of participants
did remit, but there was a 27% relapse rate. Family history of insomnia is also
common, occurring in 35% of individuals.

Women more commonly report symptoms of insomnia and daytime
consequences, and are more likely to be diagnosed with insomnia than men.
The male-to-female ratio is 1:1.4 for insomnia symptoms and 1:2 for insomnia
diagnosis. In both men and women, the prevalence of insomnia increases with
age.

Insomnia is associated with lower income, lower education, and being
divorced or widowed. It is also strongly associated with physical disorders, with
half of those with insomnia also reporting multiple physical problems. People
with insomnia are more likely to rate their health poorly.

Insomnia is very strongly associated with mental disorders, most commonly
depression, anxiety and post-traumatic stress disorder. Across cultures, most
people with major depression report insomnia, and those with insomnia are
more likely to have depressed mood. Insomnia is also a predictor for
developing mental health problems, including depression, anxiety, bipolar

disorder and suicide.

CLINICAL ASSESSMENT OF INSOMNIA

Chief complaint
The chief complaint for those with insomnia is typically difficulty initiating or
maintaining sleep, early morning awakening or simply unrefreshing sleep.

Early morning awakening is waking at least 30 minutes prior to the desired
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time, accounting for habitual bedtime, total sleep time, and premorbid pattern.

The specific complaint may vary over time and often includes more than
one sleep concern. The duration, frequency and severity of this concern
should be elucidated as well as exacerbating and relieving factors. Complaints
of insomnia often arise only when probed during evaluation of another

disorder, despite the impact of insomnia on multiple health issues.

Current sleep history

A good current sleep history is essential to confirm the diagnosis and
determine the best treatment for a patient with insomnia. This includes
sleep/wake schedule, bedtime routine, nocturnal behavior, and daytime

dysfunction.

Sleep/wake schedule

A detailed account of time to bed, time to sleep, frequency of night
awakenings, time to return to sleep, time waking in the morning, and time out
of bed should be obtained.
What the patient does when not falling asleep is also important. For
example, a patient who gets out of bed and eats ice cream or watches a
favorite show when not sleeping is providing positive reinforcement for being
awake, which is counterproductive. This can be a behavior to target and
eliminate during treatment.
The sleep/wake schedule should be obtained for both work/school days
and weekends or vacations. A large variation may signal a circadian rhythm

disorder and serve as a target for intervention.
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Does the patient nap during the day? If taking a nap later in the day, this
may be decreasing sleep drive in the evening and can also be a target for
intervention. If the patient reports a strong propensity to fall asleep during the

daytime, this raises concern for another sleep disorder.

Bedtime routine

It is important to have the right conditions to ensure proper sleep. While
someone with true insomnia will not be effectively treated by simply providing
a dark, quiet environment, the clinician — in order to confirm the diagnosis —
must ensure that poor sleep is not due to poor sleep conditions.

Detailing the bedtime routine may also highlight areas for intervention
during the treatment phase. For example, mobile phone use is associated with

shorter sleep duration.

Nocturnal behavior
What does the patient do when not sleeping at night? Are there other
behaviors overnight, such as snoring or leg kicking, that may signal alternative
or concomitant diagnoses?
Input from a bed partner can also be helpful. In a patient who reports being
awake the entire night, a bed partner often observes long periods of sleep,

suggesting there may be some sleep state misperception.

Daytime dysfunction
Daytime dysfunction is part of the formal criteria for insomnia and must be

assessed. This includes worsened quality of life, concerns about memory,
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fatigue, mood, and success at work or school.

The 3P model

The 3P model, a behavioral model of insomnia developed by Spielman,
can help the clinician focus a sleep history. The model highlights why insomnia
occurs in certain individuals and what allows acute insomnia to become
chronic insomnia.

The three Ps occur in temporal order: factors predisposing an individual to
insomnia, factors precipitating an acute episode of insomnia, and factors
perpetuating the insomnia from acute to chronic. Predisposing factors include
genetic and personality traits leading to physiologic and cognitive
hyperarousal. Precipitating factors are the triggers after which the insomnia
cycle begins and are typically stressful events, though they can be positive,
ranging from the loss of a loved one to retirement or marriage. Perpetuating
factors allow the insomnia to continue, even when the trigger is removed.
These factors include behaviors and thought structures that may appear to
offer short-term relief yet cause long-term harm, such as increasing time in

bed and reducing daytime activity.

Past medical history

There is a large interplay between many physical or psychiatric conditions
and insomnia, and typically it is thought that a bidirectional relationship exists
in which the physical or psychiatric condition exacerbates insomnia and vice
versa. A huge range of physical comorbidities — including pulmonary, cardiac,

gastrointestinal, endocrine, neurological, musculoskeletal and genitourinary —

Karachi Psychiatric Hospital Bulletin 535 Month OF SEPTEMBER 2021




82

can contribute.
It is important to ensure that the management of these comorbid conditions

is optimized when treating insomnia.

Medications

Numerous medications can impact sleep, and a thorough medication list,
including over-the-counter medications and substances of abuse, should be
elicited.

Antidepressants such as selective serotonin reuptake inhibitors (SSRIs),
serotonin norepinephrine reuptake inhibitors (SNRIs) and monoamine oxidase
inhibitors (MAOIs) can cause sedation or stimulation, with individual variability.
Therefore, a patient may consider moving a daily dose from morning to
evening or vice versa to determine how this impacts sleep.

Over-the-counter allergy medications often contain stimulants such as
pseudoephedrine or phenylephrine, and patients may not realize that this can
contribute to insomnia. Withdrawal can also contribute, such as from alcohol,
benzodiazepines or opioids. Pulmonary medications, including albuterol and
theophylline, can cause insomnia as well.

While insomnia is reported as a side effect of antihypertensive medications,
and beta-blockers are known to reduce melatonin levels, there is mixed

evidence about the direct impact of these medications on sleep.

Social history
Occupation is key to the sleep history, to ensure driving safety in patients

reporting daytime sleepiness. Work or school hours are also important, as
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variation in these hours, shift work, and frequent travel across time zones can
all disturb sleep.
Use of nicotine, caffeine, alcohol and other substances should also be

noted.

Physical examination

Insomnia is not associated with any specific features on physical or mental
status examination. The examination can, however, provide information about
alternative diagnoses and comorbid conditions. Assessments to consider
include body mass index, neck circumference and airway exam for obstructive

sleep apnea.

Differential diagnosis

Three criteria must be met for a diagnosis of insomnia: complaint of trouble
falling or staying asleep, adequate opportunity for sleep, and daytime
dysfunction. If a patient reports trouble sleeping for the expected 7-8 hours but
does not have daytime consequences, he/she may be a short sleeper. On the
other hand, if there are insufficient hours of sleep and daytime dysfunction, but
the patient is able to sleep when provided opportunity, this is likely to be
behaviorally induced insufficient sleep. Function during vacations and
weekends can be helpful to differentiate these.

Other sleep disorders that can present with the complaint of insomnia

include circadian rhythm sleep-wake disorders, restless leg syndrome, periodic
leg movement disorder, and obstructive sleep apnea.

Helpful questions to distinguish circadian disorders include the time to bed
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and awake on weekends, holidays and vacations in contrast to work or school
days and whether there is a normal duration of refreshing sleep once the
patient does fall asleep. If sleeping from 3 am to 10 am provides refreshing
sleep and yet the patient gets in bed at midnight and hopes to rise at 7 am, but
cannot fall asleep for several hours, a delayed sleep-wake phase disorder may
be involved and the misaligned internal rhythm should be the target for
treatment.

Symptoms of restless leg syndrome include an urge to move the legs at
least partially relieved by moving them, typically preceded by an abnormal leg
sensation, and typically occurring during times of rest at the end of the day. As
the syndrome can cause trouble falling asleep, it should be ruled out or treated
directly.

Obstructive sleep apnea can present with symptoms of insomnia, more
commonly in women than men. Presence of snoring, frequent awakenings,
withessed apneas should be discussed and, if concern is present,

polysomnography should be performed.

Insomnia assessment tools
Sleep diary

Sleep diary is a form compiled by the patient, usually for at least two
consecutive weeks, in which he/she notes down the time that he/she went to
bed, the time of lights out, time to sleep, time and duration of awakenings
overnight, time awake in the morning, time out of bed, naps, perceived
duration of sleep, and sometimes quality and depth of sleep. The use of sleep

aids and alcohol is sometimes included.
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This can be very useful for the diagnosis of insomnia and is core to the
treatment, because it helps to characterize the specific nature of the sleep
problem, delineate maladaptive behaviors and provide an indicator of
treatment outcome. If a circadian rhythm disorder is being considered, a sleep

diary can be very useful for making the correct diagnosis.

Actigraphy

Actigraphy is a device, typically worn on the wrist, that records movement
and employs an algorithm to estimate sleep and wake periods.

It has satisfactory reliability with the “gold standard” polysomnography in
good sleepers who spend little time awake and still, but not in those with sleep
difficulties where significant periods of waking stillness occur. It is often
combined with a light sensor to provide an estimate of the latency from lights
out to sleep onset.

Actigraphy is not required in the evaluation of insomnia, but it can be useful
for a patient whose sleep log or history is not reliable or when circadian

disorders are suspected.

Personal monitoring devices

Commercially available devices that purport to measure sleep, often
differentiating between light and deep sleep, are increasingly available. There
are little published data indicating the performance of nearly all of these
consumer devices and thus the accuracy of the information regarding sleep
and wake periods is unknown.

Limited data suggest that some of these monitors do not accurately reflect
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sleep architecture, sleep efficiency or sleep latency, and tend to overestimate
sleep duration in normal sleepers with far worse accuracy in insomnia patients.
Therefore, these devices are not recommended to make clinical decisions until
there are rigorous studies establishing validity and reliability. The ease of use
and consumer enthusiasm, however, does suggest that these devices may

play an increasing role in evaluation and treatment moving forward.

Polysomnography

Polysomnography is the gold standard to distinguish sleep from wake. It is
not needed for the diagnosis of insomnia, which is based on patient self-report.
This is because indices traditionally derived from polysomnographic data do
not reflect the sleep problems reported by approximately 40% of insomnia
patients.

Polysomnography can be helpful to rule out other possible explanations for
poor sleep, such as sleep apnea or periodic leg movement disorder.
Therefore, it may be indicated when there is concern for sleep apnea or when

a patient is not responding to treatment as expected.

Questionnaires
There are multiple questionnaires that can aid in the evaluation of insomnia.

In many sleep clinics, every patient completes the Epworth Sleepiness
Scale, given the safety concern of daytime sleepiness when driving or
operating heavy machinery. The Insomnia Severity Index is commonly used in
research as an outcome measure. The Dysfunctional Beliefs and Attitudes

about Sleep can help provide additional information to guide treatment. The
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Pittsburgh Sleep Quality Index is also commonly used to collect information

about self-perceived sleep quality.

MANAGEMENT OF INSOMNIA

When a patient is diagnosed with insomnia, treatment may be initiated with
one of a number of available interventions. These can be broadly categorized
as non-medication treatments and pharmacological therapies. In the sections
below we review these interventions, focusing on the available evidence from

blinded controlled trials indicating their efficacy and adverse effects.

Non-medication treatments

There are several different non-pharmacological treatment regimens that
have been tested and implemented to treat insomnia. Here, we review the
components and evidence supporting the non-medication treatment with the
best empirical background and most widespread use, i.e. cognitive behavioral
therapy for insomnia (CBT-I).

Employed in a variety of formats, CBT-l has been found to be effective in
reducing insomnia and improving sleep across a wide array of clinical
populations. Consequently, the American College of Physicians has
recommended this intervention as the first line treatment for adults with
insomnia.

CBT-l has been found to be as effective in the short term as
pharmacological treatments, with better long-term persistence of benefit after
the end of treatment. Further, unlike nearly all medications, this therapy has

relatively minimal side effects. Here, we provide a clinical review of the
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components of CBT-| followed by evidence of its efficacy, including its
effectiveness among patients with comorbidities, and its use across different
treatment modalities.

CBT-l is typically delivered over roughly four to seven sessions. It is unclear
how many sessions confer optimal benefit, though evidence suggests that

fewer than four sessions are not generally sufficient.

Educational components of CBT-I

While most patients with insomnia are likely aware of some of the
behaviors that fall into the sleep hygiene category, it is important to provide
them with the relevant education. This includes the importance of establishing
a conducive sleep environment by keeping the bedroom dark, quiet and cool.

Patients should also be reminded not to consume sleep disturbing
substances, such as caffeine, nicotine and alcohol, particularly close to
bedtime. Similarly, vigorous exercise three to four hours prior to bedtime
should be avoided.

Additionally, a wind down routine can be helpful in readying a patient for
bed. This should include discontinuation of arousing activities, including
exposure to bright light (e.g., computer screen), which can negatively affect

one's circadian rhythms.

Behavioral components of CBT-I

Stimulus control
Conditioned arousal is one of the key factors implicated in the pathogenesis

of insomnia. Repeated pairing of the bed/bedroom and experiences of]
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physiologic arousal, fear, anxiety and frustration leads to the bed serving as a
learned cue or conditioned stimulus for arousal, which is incompatible with
sleep onset and maintenance.

In order to eliminate this conditioned response, patients are recommended
to remove themselves from the bed and bedroom if not sleepy and sit
somewhere quiet until the feeling of sleepiness returns. Similarly, at bedtime,
the patients are recommended not to go to bed unless they feel sleepy. Use of]
the bed and bedroom is restricted to sleep and sex, which means that patients
are recommended not to do other activities in bed, including read or watch
television. Additionally, patients are recommended to wake up the same time
each morning, seven days per week, and get out of bed within 10 to 15

minutes upon awakening.

Sleep restriction

Another common contributor to the development and preservation of
insomnia is the tendency for patients to spend excess time in bed. On the
surface, this makes reasonable sense given that the patients yearn to “catch”
sleep whenever they can. Unfortunately, excess time in bed results in
conditioned arousal and fragmented sleep.

In order to effectively carry out this technique, patients should provide at
least one week of sleep diaries (though two weeks are preferred). The goal is
to reduce a patient's time in bed to the reported total sleep time. For instance,
if a patient's diary report indicated an average total sleep time of six hours but
a time in bed of nine hours (bedtime 9 pm and wake time 6 am), the new sleep

schedule would provide a time in bed of six hours (bedtime midnight and wake
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time 6 am).

Importantly, patients are recommended to not go to sleep until the new
prescribed bedtime and only when sleepy. In choosing the sleep opportunity
window, it is important to take into account the patient's chronotype.

Due to safety concerns related to sleep restriction (e.g., cognitive deficits,
drowsy driving), a minimum time in bed of five hours has been used in the
literature. In addition, sleep restriction may exacerbate comorbidities. For
instance, sleep restriction has been shown to lower seizure thresholds,
increase pain sensitivity, and precipitate mania in patients with bipolar
disorder.

Patients are recommended to complete sleep diaries throughout treatment.
Their time in bed schedule should be reviewed in each subsequent CBT-I
session, with sessions occurring every one to two weeks. The sleep diaries
allow the clinician to calculate their average sleep efficiency, which is the
percentage of time a patient is asleep given his/her time in bed. We
recommend 85% or higher in average sleep efficiency as a metric for “good”
sleep quality and a threshold to be met prior to adjusting the time in bed
recommendation.

Once it is established that a patient's sleep efficiency is sufficiently high, the
clinician can begin to increase the time in bed, typically by altering the
prescribed bedtime by 15 min each time and tracking the patient's
improvement in subjective sleep quality and daytime sleepiness.

Sleep restriction is typically the aspect of CBT-I that suffers the most from
non-adherence. In the event that a patient is unable or unwilling to carry out

the prescribed time in bed, sleep compression can also be used. This
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technique consists of slowly decreasing time in bed over time in order to meet
the original prescribed time, and may be more palatable to patients,

particularly those with significant anxiety about losing further sleep opportunity.

Relaxation and paradoxical intention

These behavioral techniques complement stimulus control and sleep
restriction by providing the patient with tools for decreasing arousal prior to
bedtime and in the event of nighttime awakenings.

Relaxation techniques vary, but typically include diaphragmatic breathing,
the tensing and relaxing of muscle groups, and possibly visual imagery.
Paradoxical intention is premised on the idea that anxiety about falling asleep
is inhibiting sleep onset. Using this technique, patients are asked to stay
awake as long as possible, which leads to reduced anxiety and easier sleep

onset.

Cognitive components of CBT-I

Maladaptive beliefs and thoughts about sleep are typically addressed
throughout treatment. It is important for a clinician to attend to sleep-related
worries, as they tend to drive the inappropriate behaviors that perpetuate
insomnia. Unrealistic expectations about sleep and catastrophic thinking about
the consequences of sleep loss are among these worries.

One technique for countering catastrophic thoughts is by examining
evidence from the patient's experience. For instance, if a patient has the belief]
that a poor night of sleep will leave him/her unable to be effective in his/her

job, a clinician could help the patient identify instances when he/she was able
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to perform sufficiently despite a poor night of sleep. Additionally, providing
patients with tools to reduce worry at bedtime can be helpful.

Another technique, known as a constructive worry exercise, requires
patients to list in the early evening three or more problems that they believe
will likely keep them up at night. For each problem, patients list the next step
towards a solution. The exercise is folded and put away and, if patients awake
during the night, they are to remind themselves that they have already taken
the necessary step towards resolving that problem at their “problem-solving

best” (i.e., not in the middle of the night).

Evidence of efficacy of CBT-I

Several meta-analytic reviews support the efficacy of CBT-I compared to
active control conditions and usual care. In a recent meta-analysis, van
Straten et al pooled data from 87 randomized controlled studies that used at
least one component of CBT-I, which included 3,724 patients and 2,579
non-treated controls. The strongest effects were improvements in insomnia
symptoms, as measured using the Insomnia Severity Index (Hedges’ g=0.98),
sleep efficiency (g=0.71), wake after sleep onset (g=0.63), sleep onset latency
(g=0.57), and subjective sleep quality (g=0.40). A small effect was observed
for changes in total sleep time (g=0.16).

Further, data suggest that CBT-l is effective among individuals with
psychiatric and physical comorbidities, with some accruing evidence that it
may have positive effects on comorbid outcomes. CBT-I| benefits are stronger
for psychiatric than physical comorbidities.

CBT-I has been delivered using a number of different formats, including
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face-to-face individual, group and digitally delivered therapy. In addition,
self-help manuals, books and videos have been developed, which allow
patients to carry out treatment on their own. In general, all modalities are
effective, though there is some evidence to suggest that face-to-face therapy
outperforms self-help. Digitally delivered CBT-| appears to produce effects
comparable to in-person therapy; however, it is likely that in-person

supervision may be required for more complicated cases.

Pharmacological therapies

A number of medications from several different classes have undergone
randomized, double-blind, placebo-controlled trials in patients with insomnia.
Those for which a statistically significant therapeutic effect compared with
placebo was reported appear in Tables 1 and 2. In addition, there are a
number of medications commonly used to treat insomnia that have not been
demonstrated to have efficacy in at least one double-blind, randomized,

placebo-controlled trial. These appear in Table 3.
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Table 1 Double-blind placebo-controlled trials demonstrating efficacy in the treatment of younger adults with insomnia

Efficacy forsleep  Efficacy for sleep
Medication Class onset mainfenance
Dose (mg) N Dese (mg) N

Primary adverse effects

Trazolam BDZ 0.25% 1,307 0.5% 277 Dose-dependent sedation, psychomotor impairment, abuse potential
0.25% 83
0.5% 277
Flurazepam BDZ ki a0 3 157  Dose-dependent sedation, psychomotor impairment, abuse potential
w 157
Estazolam BDZ 2% 148 2% 148 Dose-dependent sedation, psychomotor impairment, abuse potential
12" 379 1-2% 379
0.25.2% 15
Quazepam BDZ 30 37 307 37 Dose-dependent sedation, psychomotor impairment, abuse potential
Temazepam BDZ 30 75 30 75 Dose-dependent sedation, psychomotor impairment, abuse potential
Zolpidem z-drug 10" 75 10H% 199 Dose-dependent sedation, psychomotor impairment, abuse potential
W0 203
10* 615
107 163
we 199
Zolpidem (extended z-drug 12.5" 212 2.3 212 Duose-dependent sedation, psychomotor impairment, abuse potential
release)

125" 1025 125" 1055

Zolpidem (sublimgual) 2-drug 3.5 295 Dose-dependent sedation, psychomotor impairment, abuse potential
Zaleplon z-drug '™ 113 Dose-dependent sedation, psychomotor impairment, abuse potental
10-20% 83
1020% 615
Zopiclone 2-drug 7.5% 25 7w 25 Bitter taste, dose-dependent sedation, psychomotor impairment,

abuse potential
7.5% 1,507 7.5% 1,507

Eszopirlone z-drug 310 788 3l 788 Bitter taste, dose-dependent sedation, psychomotor impairment,
abuse potential

307 ’ 830 ' 7107 830

2.3 08 23'® 308
Ramelteon MTI/MT2 agonist  4-32'® 107
g3 65
gt 451
416" 190
8167 405
Doxepin H1 antagonist 6 57 1,36 67 Sedation
550 47
6 254
36" 221
Suvorexant Orexin antagonist  20-40"% 1211 204¢' 1,211 Sedation, probable abuse potential

10-80™ 531 10-80*" 591
40 380 40" 380

BDZ - benzodiazepine
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Table 2 Double-blind placebo-controlled trials demonstrating efficacy in the treatment of older adults with insomnia

Efficacy for steep Efficacy for sleep
Medication Class onset maintenance Adverse effects
eaLcaly &

Dose (mg) N Dose {mg) N

Triazolam BDZ p.251 32 0.125'% 22 Dose~dependen.i sedation, psychomotor impairment,
abuse potential

0.252 41 0.25'% 41
0.25-0.5'% 27 0.4-0.812 25
0.4-0.8% 25

0.125™ 22
Flurazepam BDZ 1512 41 3pi 25 Dose-dependent sedation, psychomotor impairment,
e abuse potential
30 25
Temazepam BDZ ’ 7.5-36'% 40 Dose-dependent sedation, psychomotor impairment,
’ abuse potential
Zolpidem z-drug 5127 549 Sedation, psychomotor impairment, abuse potential
Zolpidem (extended release) z-drug 6.5 205 6.5'% 205  Sedation, psychomotor impairment, abuse potential
Zaleplon z-drug 5-10'% 422 Dose-dependent sedation, psychomotor impairment,
‘ abuse potential
w0 549
Zopiclone z-drug 5-7.56!1 48 57.51 48 Bitter taste, dose-dependent sedation, psychomotor
impairment, abuse potential
Eszopiclone z-drug 21 231 2 231 Bitter taste, dose-dependent sedation, psychomotor
' impairment, abuse potential
2" 264 2™ 264
2 388 2" 388
Ramelteon MT1/MT2 agonist g 829
g 100
Doxepin Selective H1 3-6'% 76
antagonist
13" 240
Suvorexant Crexin antagonist 15%% 520 15'% 520 Sedation, probable abuse potential
30 319 30™ 319
15-30'7 819 1530'7 819

BDZ - benzodiazepine

Table 3 Medications used to treat insomnia not demonstrated to bave efficacy in at least one double-blind placebo-contralled trial in insomnia

patients

Medication FDA approved indication Primary known side effects

Trazodone Major depressive disorder Sedation, dizziness, headache, dry mouth, blurred vision, orthostatic hypotension, priapism

Mirtazapine Major depressive disorder Sedation, dry mouth, increased appetite/weight gain, constipation

Agmitriptyline Mujor depressive disorder Sedation, dizziness, weight gain, dry mouth, blurred vision, constipation, urinary retention

Gabapentin Partial seizures, pam Sedation, dizzincss, ataxia, diplopia

Pregabalin Fibromyalgia, pain, partial seizures Sedation, dizziness, dry mouth, cognitive impairment, increased appetite, discontinuation effects

Quetiapine Schizophrenia, mania, major Sedation, orthostatic hypotension, dry mouth, tachycardia, increased appetite/weight gain
depiessive disorder

Clanzapine Schizophrenia, mania Sedation, agitation, dizziness, constipation, orthostatic hypotension, akathisia, weight gain,

increased incidence of cerebeovascular events in dementia patients

Diphenhydramine Over-the-counter antihistamine Sedation, dizziness, drv mouth, blurred vision, constipation, urinary retention

Doxylamine Over-the-counter antihistamine Sedation, dizziness, dry mouth, blurred vision, constipation, urinary retention

Melatonin Over-the-counter hormone Headache, sedation

FDA - US Foed and Drug Administration
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In this section we review the characteristics of all of these medications
(benzodiazepines, “z-drugs”, melatonin receptor agonists, selective histamine
H1 antagonists, orexin antagonists, antidepressants, antipsychotics,
anticonvulsants, and non-selective antihistamines) and present the available
evidence regarding their efficacy and safety as a basis for clinical decision

making.

Benzodiazepines

Benzodiazepines are a group of compounds with a similar chemical
structure. Their sleep enhancing effect is a result of positive allosteric
modulation of the gamma-aminobutyric acid (GABA) type A receptor. These
agents exert this modulation by binding to a specific site on the GABA-A
receptor complex (referred to as the benzodiazepine binding site), thereby
changing the conformation of the receptor constituent proteins, which leads to
an enhancement of the inhibition occurring when GABA binds to these
receptors. This enhancement of inhibition is associated with a broad set of
dose-dependent clinical effects, including sedation, anxiety reduction, seizure
inhibition and myorelaxation.

Of the benzodiazepine medications, triazolam, flurazepam, temazepam,
quazepam and estazolam have been demonstrated to have therapeutic effects
on both sleep onset and maintenance in double-blind, placebo-controlled trials
in younger adults (Table 1). In older adults, triazolam and flurazepam have
been found to have therapeutic effects on sleep onset and maintenance in

double-blind, placebo-controlled trials, whereas temazepam has been

demonstrated to have therapeutic effects on sleep maintenance only (Table
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2).

For many years the prevailing view of these medications, and medications
used for the treatment of insomnia in general, was that they were inevitably
associated with tolerance (i.e., loss of therapeutic benefit over time) and
dependence (i.e., withdrawal symptoms upon discontinuation) when used
nightly on a long-term basis. Until relatively recently, little data were available
to actually assess whether this was the case. As data have become available,
it has been clear that tolerance and dependence do not inevitably occur and
are not characteristic of long-term nightly insomnia pharmacotherapy.

However, data on long-term treatment are only available for some
medications, and the available information leaves open the possibility that
dependence does occur in some individuals. This limitation is particularly
notable for benzodiazepines: the longest nightly treatment study of a
benzodiazepine was an 8-week trial of temazepam, where dependence was
not observed. Studies of 2-4 weeks duration were carried out with triazolam
(three trials) and flurazepam (one trial), without evidence of dependence
occurring.

The adverse effects of benzodiazepines are dose-dependent and reflect
their broad central nervous system inhibitory activity. They include sedation,
psychomotor impairment, and potential for abuse by a small subset of the
population. The anxiolytic and myorelaxant effects can be useful in those with

comorbid anxiety or pain.

Among the available options, these agents are relatively effective at

treating sleep onset problems and, as a result, may be needed in some

individuals with this type of sleep problem. The only relative contraindication to
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their use is a history of polysubstance abuse or a specific predisposition to

benzodiazepine abuse.

“Z-drugs”

These agents are an unrelated group of compounds which act by the same
mechanism as benzodiazepines, but do not share the benzodiazepine
chemical structure. There is some evidence that they may differ somewhat
from benzodiazepines in that their action is relatively restricted to subsets of]
GABA-A receptors. As a result, they may have less broad clinical effects.

Double-blind, placebo-controlled trials demonstrate the efficacy of zaleplon
for sleep onset, and of zolpidem extended-release, zopiclone and eszopiclone
(the S isomer of zopiclone) for sleep onset and maintenance in both younger
and older adults. Zolpidem has a documented efficacy for sleep onset and
maintenance problems in younger adults, but for sleep onset problems only in
older adults (Tables 1 and 2).

More data on long-term treatment are available for “z-drugs” than for
benzodiazepines. The sustained efficacy of eszopiclone and zolpidem has
been demonstrated in studies of nightly dosing up to one year in duration
without any evidence of dependence occurring, nor was dependence found in
a 6-month study of non-nightly treatment with extended-release zolpidem.

The potential adverse effects of the “z-drugs” are the same as the
benzodiazepines. Because of the relatively narrower effects of some of these
agents, they may not be as helpful as benzodiazepines in addressing

concomitant anxiety or pain. This appears to be the case for zolpidem.

However, eszopiclone and zolpidem extended-release have been found to
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have therapeutic effects on pain, anxiety and depression concomitant with

insomnia.

Like benzodiazepines, these agents are relatively more effective than other
options in treating problems with sleep maintenance, and may be problematic

in those predisposed towards substance abuse.

Melatonin receptor agonists

There are two melatonin receptor agonists used in the treatment of
insomnia: melatonin and ramelteon.

Melatonin is a hormone that is taken by many individuals with insomnia.
Normally, it is released by the pineal gland during the dark period of the day. It
binds predominantly to the MT1 and MT2 receptors, though the mechanism by
which this might enhance sleep is not well understood.

No clear dose-response relationship has been established for the use of
melatonin for treating insomnia, and there is some evidence that sleep
enhancement may depend on the time of day and may not occur until 3-4
hours after administration.

A substantial number of studies have evaluated the effects of a variety of
dosages, administration times, and both immediate and prolonged release
formulations of melatonin in individuals with sleep problems. The available
evidence suggests that this agent has a clear therapeutic effect in individuals
with delayed sleep-phase syndrome, that it has an excellent safety profile, and

that there may be a modest therapeutic effect on sleep onset latency in

individuals with insomnia (although it remains unclear whether this

effect is of clinical significance). Some preliminary evidence supports the use
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of melatonin to treat sleep problems in children with neurodevelopmental
disorders, in whom this agent has been established to have an excellent safety
profile.

The most common adverse effect of melatonin is headache, and slowing of
reaction time and sedation can occur during the day. Melatonin is without
abuse potential, so it could be administered to abuse-prone individuals with
insomnia. Because it is a hormone that regulates reproductive function, when
taken in higher dosages it can in theory impair fertility. Therefore, it has been

recommended that it not be taken in those attempting to conceive.

Like melatonin, ramelteon is an agonist at MT1 and MT2 receptors.
However, it is a substantially more potent agonist at these receptors than
melatonin. Double-blind, placebo-controlled trials demonstrate the efficacy of
ramelteon for sleep onset insomnia in both younger and older adults (Tables 1
and 2). Efficacy has been more consistently found with polysomnographic
measures than self-report measures of sleep onset. Nightly treatment for six
months was evaluated and no evidence of dependence phenomena was
reported.

Ramelteon has a relatively benign profile of adverse effects, among which
the most commonly reported are headache, sedation, fatigue and nausea. It
does not have significant abuse potential and could be used for abuse-prone
individuals with sleep onset problems, though no studies have evaluated its
therapeutic effects in this population. Due to its good safety profile, it may be
considered for use in individuals with difficulty in sleep onset only.

Selective H1 antagonists

The only highly selective histamine H1 receptor antagonist that has been
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systematically studied is doxepin in the 3-6 mg dosage range.

Doxepin, originally developed as an antidepressant in dosages of 75-150
mg/day, has H1 antagonism as its most potent pharmacological effect. As a
result, as the dosage is decreased, this agent becomes an increasingly
specific H1 antagonist.

Double-blind, placebo-controlled trials carried out in both younger and older
adults, using both self-report and polysomnographic endpoints, demonstrate
the sleep maintenance efficacy of this medication in the 3-6 mg range (Tables
1 and 2). It is notable that the therapeutic effects appear to be largest towards
the end of the night, without increasing morning impairment. As such, this
agent appears to be uniquely well suited for use in individuals waking up
towards the end of the night and having difficulty returning to sleep. Studies of]
up to 3-month duration of nightly treatment have been carried out without
dependence occurring.

The most common adverse effect reported in younger adults is daytime
sedation. However, in older adults there were no adverse effects reported
more frequently with doxepin 3 mg compared to placebo. As such, older adults
with early morning awakening would be a particularly appropriate group to
treat with this medication. Also, given its potent H1 antagonism, doxepin could
also be considered for use in people with insomnia occurring with allergy
symptoms. As this agent is without abuse potential, it could also be used in
patients with sleep maintenance problems who are prone to abuse, although
no data exist on its use in this population.

Orexin receptor antagonists

The name “orexins” was given to two peptides that were relatively recently
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discovered to arise from the neurons of the lateral hypothalamus and to
promote wakefulness/arousal. Agents which are orexin receptor antagonists
are sleep promoting, owing to their ability to block the arousal mediated by the
orexins.

Suvorexant is an agent which blocks both types of orexin receptors (orexin
A and B) and has been demonstrated in double-blind placebo-controlled trials
to have therapeutic effects on sleep onset and maintenance (including in the
last third of the night) in both younger and older insomnia patients, at dosages
from 10 to 40 mg (Tables 1 and 2). This includes a placebo-controlled trial of
nightly treatment for a year, which demonstrated sustained therapeutic effects
and no significant rebound insomnia on discontinuation.

The adverse effect of suvorexant that is of most importance is daytime
sedation. Available studies suggest that this agent is associated with some
abuse potential that is roughly comparable to that of zolpidem, so that it is
probably best avoided in people predisposed to abuse.

Suvorexant is the only agent with therapeutic effects in the last third of the
night without substantially increasing morning sedation that also has a robust
therapeutic effect on sleep onset. As such, it could be considered for use in

those patients with both sleep onset difficulties and early morning awakening.

Antidepressants

There are several medications originally developed for the treatment of
major depressive disorder that are commonly used for treating insomnia.
These agents may produce sleep enhancing effects by blocking the receptors

for neurotransmitters that are wake enhancing,such as norepinephrine,
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histamine, acetylcholine and serotonin.

The antidepressants most commonly used to treat insomnia are trazodone
50-150 mg, doxepin 10-75 mg, mirtazapine 15 mg, and amitriptyline 10-100
mg25. Of these agents, only doxepin 25-50 mg has been demonstrated to
have therapeutic effects in insomnia patients in at least one
placebo-controlled, double-blind, randomized trial, and this study was small
(N=47) (Table 1).

Although trazodone is widely prescribed in the treatment of insomnia, it has
not been found to have therapeutic effects in insomnia patients in any
randomized, double-blind, placebo-controlled trial. It was evaluated in one
such trial in younger adults, but significant effects compared with placebo were
not found97. This should not be interpreted as definitive evidence that it lacks
therapeutic effects in insomnia. In fact, that study evaluated only one dose of
trazodone (50 mg), whereas clinically a range of doses from 50 to 150 mg is
prescribed.

There are data available on the efficacy and side effects of the S isomer of
mirtazapine, which is not currently available for prescription. S-mirtazapine, like
doxepin, is a selective H1 antagonist and has been evaluated in a dosing
range far below the antidepressant dosage, at which it is expected to have
only H1 antagonist effects of clinical significance. Placebo-controlled,
randomized, double-blind trials carried out with this agent suggest that, like
doxepin, it has robust effects on sleep maintenance, with less pronounced

therapeutic effects on sleep onset.

The adverse effects of the antidepressants used to treat insomnia vary. All

of them can cause daytime sedation, and most may cause orthostatic
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hypotension. The tricyclic antidepressants doxepin (25-50 mg) and
amitriptyline can cause dry mouth, constipation, blurred vision, urinary
retention, cognitive impairment, arrhythmias, and increased appetite/weight
gain. Mirtazapine's most important adverse effects tend to be sedation and
increased appetite/weight gain. Trazodone's most important adverse effects
include sedation and orthostatic hypotension; it may also induce priapism.

As none of these agents has significant abuse potential, they can be
considered in people with a predisposition to substance abuse. They can also
be considered for use in patients who fail usual therapy or have concomitant
conditions such as mood, anxiety or pain difficulties, owing to their broad
pharmacological effects. Doxepin and amitriptyline should be used with caution
in individuals prone to cognitive impairment, urinary obstruction or glaucoma.
The use of all these agents is problematic in patients with bipolar depression,

because of the risk of precipitating mania.

Antipsychotics

Antipsychotics are a group of medications developed for treatment of
psychotic conditions that are sometimes used in clinical practice to treat
insomnia, generally at a dosage lower than that typically used to treat
individuals with psychosis. These agents may have therapeutic effects in
insomnia due to their broad antagonism of wake promoting neurotransmitter
receptors, such as dopamine, histamine, serotonin, cholinergic and adrenergic

receptors.

The antipsychotic medications that are most commonly used to treat

insomnia in clinical practice are quetiapine 25-250 mg and olanzapine 2.5-20
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mg. There are no rigorous double-blind, randomized, placebo-controlled trials
demonstrating the efficacy of any antipsychotic medication for the treatment of]
insomnia.

A few small studies of quetiapine have been carried out. This agent was
reported to improve wake time after sleep onset as compared to placebo in a
trial of 20 patients with alcohol use disorder in recovery and sleep disturbance.
A double-blind, randomized, placebo-controlled trial of quetiapine 25 mg was
also carried out in 13 patients with primary insomnia and demonstrated an
advantage for quetiapine on sleep latency and total sleep time, although
neither reached statistical significance.

The primary side effects of these agents include sedation, orthostatic
hypotension, dry mouth, tachycardia, increased appetite/weight gain, agitation,
dizziness, constipation and akathisia. More concerning, though far less
common, is the risk of tardive dyskinesia. The increased risk of
cerebrovascular events in patients with dementia should also be taken into
account.

As these agents are without abuse potential, they can be considered for

use in people who are abuse-prone. They are best suited, however, for
insomnia occurring in patients with psychosis or bipolar disorder.

These agents should be used with caution in those with dementia,
hypotension or at risk for myocardial infarction, closed-angle glaucoma,

constipation or urinary retention.

Non-selective antihistamines

Non-selective antihistamines that are often used to treat insomnia include
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diphenhydramine and doxylamine, which are ingredients in many
over-the-counter insomnia therapies. Both of these agents have, in addition to
H1 antagonism, clinically relevant M1 muscarinic cholinergic antagonism.

There are highly limited data establishing the insomnia efficacy of these
drugs. A therapeutic effect of diphenhydramine 50 mg on self-reported number
of awakenings, but not sleep quality, total sleep time or sleep onset latency,
was reported in a placebo-controlled cross-over study in 20 older primary
insomnia patients. Diphenhydramine 25 mg was also evaluated in a
parallel-group study along with a combination of valerian and hops in
insomnia patients, and found to have a significant effect vs. placebo on
self-reported sleep efficiency, but not self-reported or polysomnographic sleep
onset latency, total sleep time, or polysomnographic sleep efficiency.

The most important adverse effects of these medications are sedation,
dizziness, psychomotor impairment, cognitive impairment, dry mouth, blurred
vision, constipation, urinary retention and weight gain. Less common side
effects of diphenhydramine include agitation and insomnia, whereas
doxylamine has been linked in case reports to coma and rhabdomyolysis.

As these agents do not have significant abuse potential, they can, in
theory, be considered for use in substance abuse-prone insomnia patients.
They are best suited for use in those with insomnia occurring in the setting of
allergy symptoms or upper respiratory infections. They are best avoided in
those with closed-angle glaucoma, decreased gastrointestinal motility, urinary
retention, asthma and chronic obstructive pulmonary disease.
Anticonvulsants

Some agents originally developed for treatment of seizures are at times
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used in the management of insomnia. They include gabapentin and
pregabalin, whose potential therapeutic effects in insomnia are ascribed to a
decreased release of glutamate and norepinephrine through binding to the
alpha-2-delta subunit of N-type voltage-gated calcium channels.

There are no double-blind, randomized, placebo-controlled trials evaluating
the efficacy of these agents in insomnia patients. Two double-blind,
randomized, placebo-controlled trials were carried out evaluating the effects of
gabapentin 250-500 mg on sleep disturbance created by putting people to bed
five hours earlier than usual (five-hour phase advance model). They reported
that this agent significantly improved both self-reported and polysomnographic
wake time after sleep onset and total sleep time compared with placebo, but
not sleep onset latency.

Therapeutic effects of gabapentin and pregabalin on sleep disturbance
have also been reported in studies of patients with pain, restless legs
syndrome, generalized anxiety disorder, and epilepsy.

The most important side effects of gabapentin are sedation, dizziness,
ataxia and diplopia, whereas the most important adverse effects of pregabalin
include sedation, dizziness, dry mouth, cognitive impairment and appetite

increase. Pregabalin appears to have some abuse potential, whereas this is
not the case for gabapentin.

These agents could be considered for use in insomnia occurring in patients
with pain, partial seizures or restless legs syndrome. There is some evidence
supporting the use of pregabalin to treat insomnia occurring in those with
alcohol use disorder. Both of these medications should be

avoided in patients with impaired renal function.
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UNMET NEEDS

Insomnia is a common and often debilitating disorder that is associated
with significant adverse consequences for physical health and well-being.
Fortunately, there are behavioral and pharmacological treatments available for
treating this condition. In this paper we reviewed the evidence base for those
treatments in order to provide a resource for practitioners, with the hope that
this would improve the clinical management of insomnia. However, our review
also illustrates that there are a number of important gaps in the research
carried out to date.

We lack information on the specific effects of the various components of
CBT-I which might allow greater treatment efficiency and tailoring. While
meta-analyses demonstrate the value of CBT-I, they also note significant
heterogeneity. Variability in CBT-I components across trials makes it difficult to
determine which aspects are most responsible for the observed benefits. As
such, there is a need for studies aimed at providing this information.

There are also a number of key gaps related to pharmacotherapy. The
most glaring one is that we lack any double-blind, placebo-controlled,
randomized trial demonstrating the efficacy of any pharmacological treatment
for insomnia in children or adolescents. There is clearly an urgent need to
carry out these studies in order to guide effective clinical practice in younger
individuals with insomnia.

Another gap in insomnia pharmacotherapy research is that we lack rigorous
double-blind, placebo-controlled trials of a number of agents commonly used
to treat this condition in clinical practice. This includes agents such as

trazodone, quetiapine and gabapentin. It would be of great value to those
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clinicians who tend to prescribe these medications if they had data delineating
their risks and benefits to help guide their clinical decision making.

We also lack studies of the pharmacological treatment of insomnia in the
setting of several key conditions where this treatment is very often needed,
such as dementia, mild cognitive impairment and substance use disorders.

A final critical gap in our knowledge base reflected in our review is that we
lack research to help guide personalization of therapy. The vast majority of
studies carried out evaluate a single therapy vs. a placebo or another control
intervention. More trials are needed comparing effective treatments and aimed
at optimally matching treatments to specific patient types, so that we can move

to greater personalization in clinical practice.
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Sex Education for Muslims

The Quran and Hadees provide guidance in all affairs

of life.it is imperative for a Muslim to study the
Quran and Hadees, Understand them, and make

these principles a part of the daily life. The most important

human relationship is that of marriage. It is through this
institution that the procreation and training of the human

race comes about. So, it's no wonder that the Quran

and Hadees give us important guidance on this matter.

But it is unfortunate that our authors, teachers and

imams avoid this topic in their discourses due to a false
sense of embarrassment. Moreover, most of them are not

well versed in the field of medicine and psychology.

Therefore, it's only people who have knowledge of both
religion as well as medicine who should come forward to
speak and write on the subject. We have included in this
book all passages referring to sexual matters from the
Quran, Hadees and Figa. These passages provide guidance
to married as well as unmarried youngsters. If one reads
this matter it would be easier to maintain proper physical
and sexual health, along with an enjoyable marital life.
The reading of this matter as well as using it in one’s life

will be considered equal to worship.

Author: Dr.Syed Mubi
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Author: Dr.Syed Mubin Akhter

Diplomate Board of Psychiatry & Neurology (USA)

Availible at all Karachi Psychiatric Hospital Branches

Head office Landhi
N“":::r:::lm 3 Al syed Center, Quaidabad
Phone: (021) 111-760-760 et bt
3 Phone:35016532
0336-7760760

We can also send these books by VPP.
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Auther:  Dr.Syed Mubin Akhter

Diplomate Board of Psychiatry & Neurology (USA)

Availible at all Karachi Psychiatric Hospital Branches

Quaidabad
Al syed Center,
(Opp. Swidish Institue)
Phone:35016532

Nazimabad no 3,
karachi
Phone; (021) 111-760-760
0336-7760760

Head office {

We can also send these books by VPP.



PSYCHIATRIST REQUIRED

"Psychiatrist required for Karachi Psychiatric Hospital”
(Pakistan)

Qualification:

* Diplomate of the American Board of Psychiatry

* DPM, MCPS or FCPS
Send C.V to:

Dr. Syed Mubin Akhtar (Psychiatrist & Neurophysician)
M.D. KARACHI PSYCHIATRIC HOSPITAL

Address:

Nazimabad No.3 Karachi, Pakistan

E-mail:

mubin@kph.org.pk

Phone No:

111-760-760
0336-7760760




K.P.H. ECT MACHINE
MODEL NO. 3000

New Improved Mﬂdﬂ

Rs. 70,000/=

Wilh 5§ year full waranly and afler sale services.

Designed & Manufactured By

KARACHI PSYCHIATRIC HOSPITAL

NAZIMABAD NO. 3, KARACHI-PAKISTAN PHONE: 021-111-760-760
0336-7760760

Website: www.kph.org.pk  Email: support@kph.org.pk

This is being assembled and used in our hospital
since 1970 as well as JPMC and psychiatrists in other cities i.e

Sindh : Karachi, Sukkar, Nawabshah

Balochistan : Quetta

Pukhtoon Khuwah : Peshawar, D.I Khan, Mardan, Mansehra, Kohat

Punjah : Lahore, Gujranwala, Sarghodha, Faisalabad, Rahimyar Khan, Sialkot
Foreign : Sudan (Khurtum)

It has been found to be very efficient
and useful. We offer this machine to other doctors on a
very low price and give hundred percent guarantee for parts
and labour for a period of five years.
FIVE YEARS Guarantee, and in addition the price paid will be
completely refunded if the buyer is not satisfied for any
reason whatsoever and sends it back within one month of
purchase.



KARACHI PSYCHIATRIC HOSPITAL
KARACHI ADDICTION HOSPITAL

Established in 1970

Modern Treatment With Loving Care

Ctlee] ks - M Ol
Main Branch

Nazimabad # 3, Karachi

Phone # 111-760-760
0336-7760760

Other Branches

Male Ward: G/18, Block-B, North Nazimabad, Karachi
Quaidabad (Landhi): Alsyed Center (Opp. Swedish Institute)
Karachi Addiction Hospital:

Mubin House, Block B, North Nazimabad, Karachi

E-mail: support@kph.org.pk
Skype [.D: online@kph.org.pk
Visit our website: <www.kph.org.pk>




/ MESSAGE FOR PSYCHIATRISTS

Karachi Psychiatric Hospital was established in 1970 in Karachi. It is not
only a hospital but an institute which promotes awareness about mental disorders in
patients as well as in the general public. Nowadays it has several branches in
Nazimabad ,North Nazimabad, and in Quaidabad. In addition to this there is a
separate hospital for addiction by the name of Karachi Addiction Hospital.

We offer our facilities to all Psychiatrists for the indoor treatment of
their patients under their own care.
Indoor services include:

» 24 hours well trained staff, available round the clock, including Sundays &
Holidays.

» Well trained Psychiatrists, Psychologists, Social Workers, Recreation &
Islamic Therapists who will carry out your instructions for the treatment of
your patient.

» An Anesthetist and a Consultant Physician are also available.

» The patient admitted by you will be considered yours forever. If your patient
by chance comes directly to the hospital, you will be informed to get your
treatment instructions, and consultation fee will be paid to you.

» The hospital will pay consultation fee DAILY to the psychiatrist as follows:

- Semi Private Room
Rs 700/= Private Room
Rs 600/= General Ward
Rs 500/= Charitable Ward (Ibn-e-Sina)

The hospital publishes a monthly journal in its website by the name ‘The Karachi
Psychiatric Hospital Bulletin” with latest Psychiatric researches. We also conduct
monthly meetings of our hospital psychiatrists in which all the psychiatrists in the city
are welcome to participate.

Assuring you of our best services.

C.EO
Contact # 0336-7760760
111-760-760

Email: support@kph.orqg.pk

/




Patient Care

Doctors: 5. Rano Irfan
Dr. Syed Mubin Akhtar M.S (Psychology)

MBBS. (Diplomate American Board of Madiha Obaid
M.S.C (Psychology)

. Danish Rasheed
M.S. (Psychology)

. Naveeda Naz

M.S.C (Psychology)

Anis ur Rehman
M.A (Psychology)

. Rabia Tabassum
M.Phil.

Psychiatry & Neurology)

Dr. Akhtar Fareed Siddiqui
MBBS, F.C.P.S (Psychiatry)

Dr. Major (Rtd) Masood Ashfaq
MBBS, MCPS (Psychiatry)

Dr. Javed Sheikh

MBBS, DPM (Psychiatry)

Dr. Syed Abdurrehman

MBBS

Dr. Salahuddin Siddiqui

MBBS (Psychiatrist) Social Therapists

Dr. Sadiq Mohiuddin . Kausar Mubin Akhtar

MBBS M.A (Social Work) Director Administration
Dr. Zeenatullah . Roohi Afroz

MBBS, IMM (Psychiatry) M.A (Social Work)

Dr. A.K. Panjawani Talat ch'ler
MBBS M.A (Social Work)

. Dr. Habib Baig . Mohammad lbrahim
M.A (Social Work)

Syeda Mehjabeen Akhtar
B.S (USA)

Muhammad Ibrahim Essa
M.A (Social Work)/ Manger

MBBS

. Dr. Ashfaque
MBBS

. Dr. Salim Ahmed
MBBS

. Dr. Javeria
MBBS

. Dr. Sumiya Jibran
MBBS

Research Advisor
PSVChOIOgiStS: Prof. Dr. Mohammad Igbal Afridi
Syed Haider Ali (Director) MRC Psych, FRC Psych

MA (Psychology) Medical Specialist:
Shoaib Ahmed Dr. Afzal Qasim. F.C.P.S
MA (Psychology), DCP (KU) Associate Prof. D.U.H.S

Syed Khurshied Javaid Anesthetists:

M.A (Psychology), CASAC (USA) Dr. Shafig-ur-Rehman

Farzana Shafi Dr. Vikram

M-5.C{Psychology), PMD (KU) QZE:;?re;::’heed Hospital

Trauma Centre, Karachi
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https://m.facebook.com/story.php?story_fbid=314893713750790&id=505788372855430& __tn__=%2As%2As-R
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