
 

 BENZODIAZEPINE UTILIZATION FOR INSOMNIA 
 
BACKGROUND     
 

Sleep related disorders are common in the general adult population. Researchers are finding that sleep 
disruption is often the result of the increased presence of medical, and psychosocial comorbidities in 
this population.1   Drug therapies approved by the FDA for treatment of insomnia include 
benzodiazepines, non-benzodiazepines, melatonin receptor agonists, antidepressants, and orexin cycle 
antagonists. 
 
According to the Maine Benzodiazepine Study Group guidelines, there is evidence for the effectiveness 
of benzodiazepines and other sedative hypnotics in the relief of short-term (1 to 2 weeks), but not long-
term, insomnia. These guidelines recommend that the treatment period should not exceed 2 weeks.1  
 

A review of the risks and benefits of benzodiazepines was conducted by the Psychopharmacology 
Special Interest Group of the Royal College of Psychiatrists and the British Association for 
Psychopharmacology. This group issued a joint statement with recommendations for the use of 
benzodiazepines in clinical practice.2 They concluded that adequate treatment of insomnia is often 
difficult, and depends on many factors such as age, presence of physical illness, pain, use of concomitant 
medication(s), and history of drug or alcohol misuse. The adoption of ‘sleep hygiene’ techniques was 
considered to be the initial part of management.  Benzodiazepines and at that time, the newer ‘Z-drugs’ 
(zaleplon, zolpidem and zopiclone) were recognized as the most effective drugs for the short-term 
treatment of insomnia that is severe, disabling and causing distress. As in the treatment of patients with 
anxiety disorders, it was recommended that the use of benzodiazepines should generally be limited to a 
maximum of four weeks. It was noted that in the United Kingdom, though not in the United States, all 
hypnotics are licensed for short term use only. The guidelines state that prescriptions for 
benzodiazepines should preferably be at the lowest effective dose and given intermittently. In patients 
with chronic insomnia, benzodiazepines should be used only in the short term while more appropriate 
longer-term treatments are started. 
 

There are four benzodiazepines that are only indicated for use as sedative hypnotics for the treatment 
of insomnia:   estazolam (Prosom®), flurazepam (Dalmane®), temazepam (Restoril®), and triazolam 
(Halcion®).  Temazepam and triazolam are only indicated for short term treatment of insomnia 
(generally 7-10 days).  
 

This report focuses on the utilization of benzodiazepines in the adult population for the Mississippi 
Division of Medicaid (DOM).  The DUR Board reviewed utilization of triazolam at the meeting in August 
2015.   
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Guidance on usage and length of therapy from triazolam prescribing information include: 
 

 
 

 
 
Based on recommendations from the DUR Board, DOM implemented quantity limits for triazolam as 
indicated in the current Universal Preferred Drug List (UPDL). 
 

 
 
 
 Temazepam has a similar indication as triazolam for short-term use when treating insomnia.   
 

 
 

Indications and Usage for Temazepam 
 
Temazepam Capsules, USP are indicated for the short-term treatment of insomnia (generally 7 to 10 
days). 
For patients with short-term insomnia, instructions in the prescription should indicate that 
Temazepam Capsules, USP should be used for short periods of time (7 to 10 days). 
The clinical trials performed in support of efficacy were 2 weeks in duration with the final formal 
assessment of sleep latency performed at the end of treatment. 



 

This report provides an update on triazolam utilization after implementation of new quantity 
 limits criteria and examines utilization patterns for all benzodiazepines with insomnia indications only. 
 
METHODS   

In order to accurately reflect current prescribing patterns, a retrospective analysis was conducted using 
MS Medicaid pharmacy claims for all programs (fee-for-service (FFS) and coordinated care organizations 
(CCOs)) for the period January through July, 2016. All claims for benzodiazepines listed for sedative 
hypnotic use in the Universal Preferred Drug List were extracted (estazolam, quazepam, temazepam, 
and triazolam) and utilization patterns were examined.    
 
RESULTS 
 
Although three benzodiazepines 
are listed as preferred products in 
the UPDL, almost all utilization 
was for temazepam (Table 1) 
within all three pharmacy 
programs (fee-for-service (FFS), 
United Healthcare (UHC), and 
Magnolia). 
 

 
 
 
 
 
 

 
A total of 1,012 unique beneficiaries were 
treated with these benzodiazepines during the 
first half of 2016.  
 
These beneficiaries were predominately 
female (72%) and adults 18-64 years of age 
(97.3%) (Table 2).   

 
 
 
 
 
 
 

 
 



 

Table 3 shows the maximum number of days of continuous therapy for beneficiaries being treated with 
these sedative hypnotics.  Patients were considered to be on continuous therapy if they had refilled 
prescriptions for the same product, with no more than a 15-day gap in supply between prescription fills.   

 

 
 

Table 4 depicts the maximum number of days of therapy for beneficiaries during this 7-month period. 
 

 
 
Utilization patterns thus far for 2016 indicate that the monthly and annual quantity limits implemented 
for triazolam have definitely been of impact in limiting use to less than 10 days as indicated in the 
labeling.  Although the labeling for temazepam is similar, utilization patterns indicate that long-term use 
of this product is occurring.   
 
 
 
 
 
 
 
 
 



 

CONCLUSIONS AND RECOMMENDATIONS 
 
The results indicate that the quantity limits recommended by the DUR Board last year for triazolam have 
been very effective.  They also indicate that similar quantity limits criteria are needed for temazepam to 
assure appropriate use based on current labeling.  Adding limits for temazepam would also make the 
UPDL criteria consistent for these two products that have similar labeling.   
 
Based on these results, the following recommendation is made for DUR Board consideration: 
 
• DOM add the following clinical edits to assure more appropriate use of temazepam and to make the 

criteria consistent with those for triazolam: 
a. Quantity limit of 10-day supply per month 
b. Cumulative quantity limit of 60 days within a 365-day period 

 


