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Abstract
Purpose Although there is a high co-occurrence of insomnia
and obstructive sleep apnea (OSA), the administration of
sedative hypnotics in patients with OSA is still inconsistent.
The aim is to study the effect of non-benzodiazepine hyp-
notics (non-BZDs) on sleep quality and severity in patients
with OSA.
Methods We conducted a systemic search for controlled clin-
ical trials in multiple databases and pooled analysis of the
impact of non-BZDs on objective sleep quality and the sever-
ity of OSA, including the apnea-hypopnea index (AHI) and
mean and nadir arterial oxygen saturation (SaO2) in patients
with OSA. Sensitivity analysis was carried out to explore the
robustness of results.
Results Eight relevant placebo-controlled clinical trials in-
volving 448 patients were included. Objective sleep quality,
including sleep latency, sleep efficiency, and wake time after
sleep onset, was significantly improved in patients taking non-
BZDs compared with those taking placebo (p<0.01). The
weighted estimate indicated that the administration of non-
BZDs prior to bedtime had no significant effect on AHI or
SaO2 in OSA patients (p>0.05).
Conclusions The administration of non-BZDs at the com-
monly recommended dose has been shown to improve objec-
tive sleep quality in OSA patients without worsening sleep

apnea. It suggests that OSA patients with a complaint of
insomnia symptoms may benefit from taking non-BZDs.

Keywords Obstructive sleep apnea . Insomnia .

Non-benzodiazepine hypnotics . Sleep quality .

Meta-analysis

Introduction

Obstructive sleep apnea (OSA) and insomnia are common
disorders that often co-occur in clinical settings. The preva-
lence of insomnia symptoms in OSA patients reaches up to
39–58 %, and 29~67 % of patients with insomnia have an
apnea-hypopnea index (AHI) of greater than 5 [1]. Both
insomnia and OSA result in similar consequences, such as
increasing risk of cognitive-emotional complaints, cardiovas-
cular diseases, increasing incidence of car accidents, sick
leave and work disability, and decreasing health-related qual-
ity of life [2, 3]. These patients were more susceptible to
psychiatric disorders and cognitive-emotional symptoms than
those with OSA alone. An effective treatment for both OSA
and insomnia is crucial for these patients.

Studies have revealed that insomnia symptoms affect
the efficiency of polysomonography (PSG) and contin-
uous positive airway pressure (CPAP) in patients with
OSA. The proper diagnosis of OSA requires at least a
6.5-h recording of PSG, including at least 3 h of sleep
[4]. The insomnia symptoms may cause failure of PSG
diagnosis due to insufficient sleep duration. CPAP is
considered as the first choice for the treatment of
OSA in most cases. However, low adherence to CPAP
limits its use and affects the benefits to patients. It has
been reported that insomnia was associated with low
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adherence to CPAP in OSA patients [1, 5]. Good sleep
quality has been shown to improve long-term compli-
ance with CPAP [6]. Thus, the administration of seda-
tive hypnotics in OSA patients may improve the diag-
nosis and CPAP therapy for OSA.

Sedative hypnotics are recommended as the first-line
pharmacotherapy for insomnia [7]. However, the use of
these drugs in patients with insomnia and concurrent
OSA has been challenging [1]. The administration of
benzodiazepine hypnotics is considered to be inappro-
priate in OSA patients due to potential adverse effects,
such as decrease in wakefulness, airway muscle tone,
and ventilation response to hypoxemia [8]. These effects
prone to worsen OSA presented as increased AHI or
decreased SaO2. Some benzodiazepine hypnotics, such
as flurazepam and midazolam, have been reported to
increase the severity of OSA [9] and may even cause
life-threatening sleep in OSA patients [10]. Taking the
possibility of respiratory suppression into account, ben-
zodiazepine hypnotics are generally not recommended
for patients with concurrent OSA [8].

Non-benzodiazepine hypnotics (non-BZDs), mainly in-
cluding zaleplon, zolpidem, and eszopiclone, play an impor-
tant role in the treatment of insomnia due to their efficacy and
safety. Compared with benzodiazepines, non-BZDs are of
higher level of recommendation for the treatment of insomnia
in the latest guideline [7]. Although there were studies about
the use of non-BZDs in OSA patients [11–18], it has not
reached consensus yet that non-BZDs improve sleep quality
without worsening the severity of OSA, and thus, a meta-
analysis is warranted.

Methods

Searching strategy and selection criteria

We conducted a systematic search through PubMed, Medline,
the Cochrane Library, EMBASE, China Biomedical Litera-
ture Database, and Chinese Medical Association Journals
databases (all searched from inception to 15 July 2013). The
cross combinations of the following terms were used as key
words: “hypnotics or sedatives” and “sleep apnea or sleep
apnea hypopnea or sleep-disordered breathing”. The publica-
tion types were limited to clinical trial, clinical conference,
and letter. The reference lists on relevant reviews and studies
were scanned by hand. If any of the data was absent or unclear,
we attempted to contact authors.

Two investigators independently reviewed titles and ab-
stracts and retrieved related studies according to the follow-
ing criteria: adult patients with AHI≥5 measured by PSG;
at least one of the non-BZDs (zaleplon, zolpidem, and
eszopiclone) was studied; the design of study had to be a
controlled clinical trial; at least one of the following out-
come measurements was included—severity of OSA, such
as AHI, nadir or average saturation of arterial oxygen
(SaO2), objective sleep quality, including sleep latency,
sleep efficiency, and wake after sleep onset (WASO); and
the study was published in Chinese or English. We did not
exclude abstracts or letters if we could identify the needed
information. Any disagreement was resolved by consensus.
The methodological quality of each study was identified by
analyzing the level of blinding, methods of randomization,
dropout rate, etc.

Fig. 1 The flow diagram of
identifying studies through
systemic search in multiple
databases
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The meta-analysis

Review Manager Software (version 5.0) was used to
analyze the statistics. As the included studies were
cross-over and parallel designs with random distribution,
the baseline measurements were considered to have no
statistical difference and the final outcome values were
analyzed. In one study [11], means were reported with-
out variances, and thus, estimates were obtained from
studies with similar methodology and sample size. The
values of the I2 test meant the percentage of observed
variability due to heterogeneity rather than chance. I2

values ranging from <25 to 50 and to 75 % were
considered to represent low, moderate, and high hetero-
geneity, respectively. If the I2 value was more than
75 %, the studies could not be combined directly, and
then the source of heterogeneity needed to be further
explored. As the included studies differed in experimen-
tal protocols and characteristics, a random effects model
was applied to study the combined effect in accordance
with the majority of meta-analyses. The inverse variance
method was used for weighting combined trials. The
measurements in this analysis were continuous data,
and thus, the results were described as mean and mean
difference (MD) with 95 % confidence interval (CI). By
removing one study at a time, sensitivity analysis was
performed to test the robustness of results.

Results

Identification and description of included studies

The flow diagram of identifying studies is shown in
Fig. 1. According to the systemic search, all investiga-
tors agreed that eight trials involving 448 subjects were
suitable for inclusion in this meta-analysis [11–18]. De-
sign characteristics of each included study are shown in
Table 1. The involved subjects were all diagnosed as
having OSA by PSG prior to study, but in Cirignotta’s
study, the scoring criteria was different from the rest,
which was according to the criteria of Lugaresi et al.
[19]. Six studies were cross-over designs and the other
two were parallel designs, and that may explain the
discrepancy between the total number of subjects (n=
448) and the number of subjects taking non-BZDs (n=
286) and placebo (n=285). All of the eight studies
observed the effects of non-BZDs on AHI, among
which four studies were performed under CPAP treat-
ment. The authors’ discretion as to the quality of each
study is summarized in Table 2. The results of Coyle’s
study were published in a letter without details [11]. In
order to decrease the possibility of publication bias, the T
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values of measurements in this study were also includ-
ed, although it was difficult to assess its quality.

Meta-analyses: AHI and nadir and mean SaO2

Totally, eight studies reported the effect of non-BZDs on AHI,
one of which included subgroups with or without CPAP. Five
studies (172 subjects) without CPAP treatment had moderate
heterogeneity (I2=33 %), and four studies (278 subjects)
performed under CPAP were highly heterogeneous (I2=
62 %). It seemed that non-BZDs decreased AHI of OSA
patients under CPAP treatment (p=0.03) (as shown in
Fig. 2), but the sensitivity analysis indicated that the result
was not robust. When one study [13] was excluded, the
change of AHI was mild in OSA patients under CPAP ( p=
0.12, Fig. 3). Overall, it was shown that the administration of
non-BZDs had no significant effect on AHI in OSA patients,
regardless of CPAP treatment.

Five cross-over studies (82 subjects) reported the change
of nadir SaO2, among which two were on the night with
CPAP treatment. The result indicated that the non-BZDs
had no significant effect on nadir SaO2 in OSA patients,
even in those without CPAP treatment (−1.10 favoring non-
BZDs, 95 % CI −2.45 to 0.24, p=0.11, random effects
model, Fig. 4). Four studies reporting the effect of non-
BZDs on mean SaO2 were highly heterogeneous (I2=
78 %). As was described above, one study was removed
at a time to find the source of heterogeneity. When
Cirignotta’s study [11] was excluded, the other three studies
were considerably homogeneous (I2=19 %). In this study,
zolpidem was administered at a dose of 20 mg, twice the
common dose, which might account for the significant de-
crease in mean SaO2. Finally, meta-analysis of three studies
showed that the administration of the commonly used dose of
non-BZDs had no significant effect on mean SaO2 in OSA
patients (0.02 favoring non-BZDs, 95 % CI −0.7 to 0.74,
p=0.96, random effects model, Fig. 5).

Fig. 2 The administration of
non-BZDs decreases AHI in OSA
patients under the CPAP
treatment (p=0.03)

Table 2 The authors’ discretion as to the quality of each included study

Study Randomized Allocation concealment? Blinding Inclusion of washout period?

Cirignotta et al. [11] Yes Unclear Double blind 6 days

George et al. [15] Yes Unclear Double blind 0 days

Lettieri et al. [13] Yes Yes Double blind Not applicable (parallel trial)

Rosenberg et al. [17] Yes Unclear Single blind 5–7 days

Coyle et al. [12] Unclear Unclear Unclear 5 days

Berry and Patel [18] Yes Unclear Double blind 6 days

Lettieri et al. [16] Yes Yes Double blind Not applicable (parallel trial)

Eckert et al. [14] Yes Yes Double blind 7 days
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Meta-analyses: sleep efficiency, sleep latency, and wake
time after sleep onset

In total, three cross-over studies and two parallel studies (396
subjects) were included to analyze the effect of non-BZDs on
sleep efficiency in patients with OSA. The results indicated
that the administration of non-BZDs in OSA patients signifi-
cantly increased sleep efficiency, with a mean improvement of
7.3 % (7.30 favoring non-BZDs, 95 % CI 3.86 to 10.73,
p<0.0001, random effects model, Fig. 6).

According to the meta-analysis of six studies (391 sub-
jects), sleep latency was significantly reduced in OSA patients
prescribed with non-BZDs (−7.59 favoring non-BZDs, 95 %
CI −11.09 to −4.08, p<0.0001, random effects model, Fig. 7).
Similarly, the administration of non-BZDs significantly de-
creased WASO in OSA patients (−22.71 favoring non-BZDs,
95%CI −28.55 to −16.87, p<0.00001, random effects model,
Fig. 8), according to the meta-analysis of six studies (416
subjects).

Evidence of publication reporting bias

To minimize publication bias, the meta-analysis included
results from one study published as a letter. As shown in
Fig. 9, the funnel plot of AHI was roughly symmetric, sug-
gesting no evidence of publication bias. One trial [20] pub-
lished as abstract was excluded for inadequate information,
and another was excluded for inappropriate expression in
median with interquartile range [21], which was not suitable
for meta-analysis. However, their results were consistent with
our finding that the administration of non-BZDs significantly
improved objective sleep quality without worsening sleep
apnea in OSA patients [20, 21].

Discussion

The key finding of this meta-analysis is that the administration
of commonly used dosage of non-BZDs in OSA patients is

Fig. 4 Non-BZDs have no
significant effect on nadir SaO2 in
OSA patients, regardless of the
use of CPAP (p=0.11)

Fig. 3 The sensitivity analysis
indicates that the administration
of non-BZDs has no significant
effect on AHI in OSA patients
(p=0.12)

Sleep Breath (2014) 18:781–789 785



effective in improving objective sleep quality without adverse
effect of worsening sleep apnea. The results demonstrate that
sleep efficiency increases and sleep latency and WASO de-
crease significantly in OSA patients taking non-BZDs. It
supports the use of non-BZDs in OSA patients when needed,
especially in those with a complaint of insomnia symptoms.
Though the included OSA patients are not assessed for in-
somnia symptoms, it can be assumed that the improvement of
sleep quality may be more prominent in patients with insom-
nia symptoms. Furthermore, the use of non-BZDs in OSA
patients is safe without the adverse effect of worsening the
severity of OSA. In this meta-analysis, the AHI and mean and
nadir SaO2 have no significant change in OSA patients taking
non-BZDs. It has been reported that the administration of non-
BZDs may benefit the diagnosis and therapeutic efficiency of
OSA. The temporary administration of zolpidem or
eszopiclone prior to PSG monitoring is an independent pre-
dictor of better CPAP compliance [22]. The increased CPAP
adherence may be associated with the improvement of sleep
quality in subjects taking non-BZDs. However, limited studies
about the effect of non-BZDs on CPAP adherence are incon-
sistent [13, 21, 23], and thus, more researches are needed,
especially in patients with insomnia symptoms.

It is quite common to observe the co-occurrence of OSA
and insomnia symptoms in clinical settings, which is largely
due to the high prevalence of these two disorders. As early as
1973, the association between insomnia and OSA was de-
scribed by Guilleminault, and it was called sleep-insomnia

apnea syndrome [24]. In OSA patients, the prevalence of
insomnia symptoms should not be ignored: 33.8 % having
difficulty in maintaining sleep and 33.4 % in initiating sleep,
and 31.4 % having early morning awakenings [3]. Difficulties
in maintaining sleep were more common among OSA patients
compared with the general population [25]. Besides, OSA
patients often have a complaint of difficulty in initiating sleep,
which can be associated with the unfamiliar environment of
the sleep center, the manipulation of PSG test, the noise from
CPAP machine, the compression of mask and the discomfort
caused by airflow, etc. In addition, the key pathologic pro-
cesses of OSA, including apnea/hypopnea events and sequen-
tial oxygen desaturation, usually contribute to sleep fragmen-
tations and awakenings. On the other hand, sleep fragmenta-
tion may lead to higher collapsibility of the upper airway,
which may further increase OSA severity [26]. It is presumed
that the effective relief of insomnia symptoms benefits the
clinical outcomes of OSA, especially when co-existing with
insomnia.

The administration of hypnotics for insomnia symptoms in
OSA patients is contradictory with regard to some serious side
effects. Benzodiazepine hypnotics are not recommended in
patients with concurrent OSA, as some studies have shown
their significant suppression on respiratory function [9, 10].
The increased collapsibility of the upper airway and the un-
stable respiratory control during sleep are regarded as themain
causes of repetitive apnea/hypopnea and desaturation/re-
saturation of oxygen among OSA patients. Benzodiazepine

Fig. 6 The sleep efficiency was
improved significantly in OSA
patients taking non-BZDs,
especially on the night of CPAP
treatment (p<0.0001)

Fig. 5 The common dose of non-
BZDs had no significant effect on
mean SaO2 in OSA patients under
CPAP (p=0.96)
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hypnotics act as hypnotic agents by activating the alpha1
receptor of alpha1 γ-aminobutyric acid A (GABAA) recep-
tors. However, the co-activation of alpha-2 or alpha-3
GABAA receptors by benzodiazepines may cause myo-
relaxation effects [27], which is associated with the increased
collapsibility of the upper airway. Additionally, benzodiaze-
pine hypnotics are likely to worsen OSA by suppressing the
function of respiratory centers [8]. Some benzodiazepine hyp-
notics, such as flurazepam andmidazolam, have been found to
increase apnea/hypopnea events and lower SaO2 in OSA
patients [9, 10].

Compared with benzodiazepines, non-BZDs are the newer
generation of hypnotics and have shown more selective pro-
files and fewer side effects. These drugs, including zolpidem,
eszopiclone, and zaleplon, were structurally different but all
act through binding to BZD/GABAA receptors to induce
sleep. Research data has demonstrated that the long-term use
of non-BZDs is safe with minimal side effects and no toler-
ance, dependence, withdrawal, or rebound insomnia [28–30].

Besides, these drugs also have shown no respiratory depres-
sant effect in patients at high altitude [31], with chronic
obstructive pulmonary disease [32] or with idiopathic central
sleep apnea [33]. In our meta-analysis, the result suggests that
the administration of non-BZDs is safe without the adverse
effect of worsening OSA severity (AHI, mean and nadir
SaO2) in patients with OSA, and it supports the use of non-
BZDs in OSA patients when needed.

OSA has been thought to be a REM-associated disorder, as
the collapsibility of the upper airway muscle is prone to
increase during the stage of REM sleep. Non-BZDs are main-
ly with a short half-life time, and that may be associated with
their little adverse effect on sleep architecture. Research data
has demonstrated that non-BZDs have little effect on the time
spent on different stages of sleep [34]. The percentage of time
spent on REM sleep has been found to decrease significantly
in subjects taking zaleplon[35], and this effect is considered as
a protection factor against sleep apnea. Besides, non-BZDs
have shown a high affinity to the BZ/GABAA receptor con-

Fig. 8 TheWASOwas shortened
significantly in OSA patients
taking non-BZDs (p<0.00001)

Fig. 7 The sleep latency was
decreased significantly in OSA
patients taking non-BZDs,
especially on the night of CPAP
treatment (p<0.0001)
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taining the alpha-1 subunit [36]. With less affinity to alpha-2
or alpha-3 subunits of the BZ/GABAA receptor, they have
little effects of myo-relaxation or central respiratory suppres-
sion. Additionally, the difference between sedative and
muscle-relaxant doses allows non-BZDs to improve sleep
without respiratory depression [37]. However, in Cirignotta’s
study, the nadir SaO2 during sleep apnea-hypopnea and the
mean SaO2 decreased significantly in 12 subjects taking
20mg of zolpidem [11]. In contrast, 10 mg of zolpidem shows
no significant effect on respiratory parameters in 42 of OSA
patients in George’s study [15]. These contradictory findings
may result from the small sample size of former studies or the
different doses used in the two studies. In one study, AHI
decreased significantly in the eszopiclone arm compared with
the placebo arm (24±4 vs 31±5, p<0.05) [14]. This may be
explained by the difference of patient selection criteria, as
patients with marked oxygen desaturation were excluded in
this study. The result of this study indicated that non-BZDs
may decrease the severity of OSA in a specific subgroup of
OSA patients. This effect could be associated with the in-
crease of arousal threshold which resulted from the shift of
sleep from stage 1 to stage 2 [16]. It has been reported that the
higher arousal threshold is associated with the decrease in
sleep apnea severity [38], which may account for the decrease
of AHI. However, the sedative hypnotics may increase the
duration of sleep apnea in patients with poor muscle respon-
siveness during sleep.

There are some limitations in our meta-analysis which need
to be noted. As is known, meta-analysis is based on the results
of prior clinical studies. The various methodologies may result
in heterogeneity of studies. To minimize this effect, we used
the random effects model in each meta-analysis. One study
published as a letter was also included to decrease the publi-
cation bias. Though it was hard to evaluate the quality of this

study, the sensitivity analysis indicated that the result was
stable when this study was excluded. Clinical studies in this
area are still limited; therefore, larger scale, randomized, con-
trol clinical trials are needed to support our findings.

Conclusions

The administration of non-BZDs has no significant adverse
effect on AHI and mean and nadir SaO2 in OSA patients, even
in those without the protection of CPAP. In addition, the
administration of non-BZDs significantly improves sleep
quality in OSA patients, which favors the administration of
non-BZDs in OSA patients when needed.
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Glossary

AHI Apnea-hypopnea index
CI Confidence interval
CPAP Continuous positive airway pressure
γ-GABAA Benzodiazepine/γ-aminobutyric acid A
MD Mean difference
BZDs Benzodiazepine hypnotics
OSA Obstructive sleep apnea
PSG Polysomnography
SaO2 Arterial oxygen saturation
WASO Wake after sleep onset

Fig. 9 The funnel plot of data in
the analysis of AHI suggests no
publication bias
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