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Abstract: Problematic sleep or insomnia has been a recognised issue for many individuals in society,
and university students can be of particular concern due to unique academic pressures. A systematic
review was designed to summarise the current evidence about the extent of insomnia medication
used by university students and identify characteristics of those more willing to use medication
to manage insomnia. Searches were undertaken using Psych INFO, PubMed, Embase, and Web
of Science, resulting in 25 eligible studies across multiple countries between 1994 and 2020. The
prevalence of sleep medication use by students varied widely, from 2% to 41.2%, with an average of
13.1%. Female gender, students experiencing poor sleep, smoking, drinking stimulant beverages, and
undertaking fewer physical activities were associated with the use of insomnia medication. Insom-
nia medication use exists within university student populations but appears to vary considerably
worldwide; identifying multiple population characteristics associated with such use would offer
opportunities to identify and support those affected.

Keywords: insomnia; sleep medication; university/college students; prevalence; determinants;
systematic review

1. Introduction

Disruption of sleep, clinically referred to as insomnia, is recognised as having negative
consequences for many individuals across society. From the patient’s perspective, insomnia
may impact their physical and mental conditions such as daytime dysfunction, diabetes,
hypertension, depression, anxiety, and feeling stressed [1–4]. Previous research has also
revealed that the quality of life for those experiencing insomnia is reduced due to decreased
working ability and social performance [5], which might increase the possibility of reduced
productivity, and even work accidents, from the community perspective. In addition,
insomnia is associated with an increasing economic impact, due to more frequent hospital
visits, medication consumption, and the use of associated health services [6,7].

The prevalence of insomnia in the general population is known to vary considerably,
and a previous systematic review found that the prevalence ranged from 6% to 48%
in various countries, such as Germany and Italy [8]. Previous research in Canada [9]
using a telephone survey of community-dwelling adults found that around 10% were
diagnosed with insomnia. The previous literature has indicated various key factors that
might contribute to adults’ insomnia; specifically, younger females, those with lower
educational levels, and those with unstable jobs or low income have been reported to be
more likely to suffer from insomnia [10]. Persistent insomnia occurred more frequently in
older populations [11,12]. Individuals with poor physical and/or mental health were more
likely to be diagnosed as having insomnia [13].

Specific subgroups of the general population have been the focus of particular attention.
One such group is university students, where the prevalence of insomnia has been estimated
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between 9.4% and 38.2% across various countries [14]. For instance, a cross-sectional
study was conducted to examine the prevalence of insomnia among university students
in Helsinki, with 32.4% of participants reporting poor sleep quality [15]. The transition
of studying and living patterns from school to university has been cited as a possible
unique cause of insomnia among university students [16–18]. Akram et al. [17] noted that
independent living and learning might induce insomnia for many university students. This,
in turn, has been argued to then further impact on students’ university studies, as adequate
sleep is important for maintaining concentration [19].

Two main categories of approaches to managing insomnia have been identified: phar-
macotherapy, and psychological therapies. Pharmacotherapy can be differentiated into six
main categories. First, benzodiazepines (such as temazepam) are one kind of prescribed
hypnotic for managing insomnia; however, they have several adverse effects, including cog-
nitive and psychomotor impairments, amnesia, and the development of tolerance [20–22].
Developed later, and intended to address several of the issues associated with benzodi-
azepines, Z-drugs (such as zolpidem and zopiclone) have been used to manage insomnia;
again, these also have several side effects, including headache, daytime sedation, and bitter
taste [23]. Of most concern, though, is the potential for both benzodiazepines and Z-drugs
to lead to misuse, dependence, and addiction; therefore, clinical recommendations are to use
such medications for short-term use only [24,25]. Third, neurohormone drugs such as mela-
tonin and ramelteon influence circadian rhythms for promoting sleep [26]. Several common
adverse effects of melatonin include abdominal pain, somnolence (sleepiness), headache,
and palpitations [27]. Fourth, orexin receptor antagonists (such as suvorexant) restrain the
arousal system by mitigating the function of orexin neurons to promote sleep instead of
wakefulness, with several side effects, such as headache, nightmares, nausea, fatigue, dizzi-
ness, dry mouth, and upper respiratory and urinary tract infections [28,29]. Fifth, sedative
antihistamines (including first-generation ones such as promethazine, diphenhydramine,
and doxylamine) have been used particularly among over-the-counter medications to treat
insomnia, but again they have similar side effects, such as daytime sedation and psychomo-
tor impairments [26]. Sixth, herbal products (such as valerian) have been used to relieve
mild nervous tension and difficulty falling asleep, with few side effects found for valerian
apart from the next-day hangover when taking higher doses [26]. With respect to university
students, the deleterious effects of these insomnia medications may have impacts on both
physical and cognitive awareness, such as decreased attention and fatigue, which also has
the possibility of influencing their academic performance.

As for psychological therapies, cognitive behavioural therapy for insomnia (termed
CBT-I) often consists of several different therapeutic activities, including education (educat-
ing sleep hygiene), stimulus control (reducing bad habits), sleep restriction/compression
(limiting sleep time), and relaxation (meditation activities) [30,31]. When it comes to effec-
tiveness, CBT-I or CBT combined with pharmacotherapies seems to show more advantages
in promoting falling asleep, increasing sleep duration, and improving insomnia compared
with the pharmacotherapies alone [32].

The population-level prevalence of insomnia medication use has been reported from a
number of sources, including prescription records and self-report surveys. In the United
States (US), for example, a national survey found that from 2005 to 2010, approximately
4% of adults over the age of 20 years had taken prescription insomnia medication, with
higher use being positively associated with increased age and education level [33]. Another
US study of individuals with an insomnia diagnosis found that 19% of participants used
insomnia medication, with more than two-thirds (69.4%) of these users continuing to take
prescribed insomnia medication for more than one year [34]. However, relatively little
is known about the subpopulation of university students; this is despite insomnia being
a recognised issue in this population and the relative accessibility and cost-effectiveness
of insomnia medications being a driver for their use [20]. Research has highlighted that
university students take insomnia medication to promote regular sleep, with the aim of
improving their quality of life and academic performance [35].
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There is therefore a need to understand the patterns and extent of insomnia medication
use in university student populations, so as to inform support and treatment policy and
practice; these include prescribing and OTC sales, which may involve pharmacists and
other healthcare professionals. A systematic review can help to summarise the existing
evidence and provide a comprehensive overview of the current understanding of insomnia
medication use by university students; however, we could find no existing review. This pa-
per reports on a systematic review that aimed to explore the extent of insomnia medication
use by university students, and to identify the potential determinants that led to the usage
of insomnia medication.

2. Methods

This systematic review has been registered on the Prospective Register of Systematic
Reviews (PROSPERO), registration number CRD42021252823. PRISMA Checklists have
been attached as Appendix B.

2.1. Search Strategy

Utilising a systematic search approach, four databases (Psych INFO, PubMed, Embase,
and Web of Science) were searched on 18 January 2021. Supported by one information
specialist at the University of Sheffield, M.W. designed the search terms, while R.C. and
D.G. conducted the final check. The following search terms were used: (insomnia OR sleep
initiation and maintenance disorder* OR sleep problem* OR sleep disorder* OR dyssomnia
OR sleep deprivation OR sleeplessness) AND (sleeping pill* OR pharmaceutical sleep aid*
OR sleep inducer* OR sleep promoting agent* OR sleep* medication) AND (universit* AND
student* OR college* OR higher education). No extra search limitations were added during
the search process. More literature was identified from the reference lists of the studies
identified from the search, in addition to those studies that cited the papers from the search
(backward and forward citations). M.W. conducted the scope search by initially using the
search terms to identify and decide which studies were excluded. M.W. completed the data
extraction from the included studies, while R.C. and D.G. independently checked the data.

2.2. Eligibility Criteria

The inclusion criteria were as follows: (a) included university students; (b) explored
the use of insomnia medication; (c) published in English; (d) full text available.

Following these criteria, the title and abstract were reviewed first for inclusion, with
full-text review as necessary. For exploring the extent, the prevalence of insomnia medi-
cation use by university students was the main reference parameter in the final inclusion.
In this review, data were not pooled or aggregated, and they were extracted from the
published articles as reported.

2.3. Critical Appraisal

For the review, the AXIS tool [36] was used for appraising cross-sectional studies, and
the CASP (Critical Appraisal Skills Programme) checklist was used for cohort studies [37].
AXIS allows the researcher to evaluate the quality of the corresponding sections (introduc-
tion, methods, results, and discussion) in each study, guided by several questions outlined
in the appraisal tool. CASP predominantly focuses on three groups of appraisal questions
around the results, including the validity of results, the expression and reliability, and the
significance of the results. For both appraisal tools, the evaluator assigned “Yes”, “No”,
or “Don’t know” for each question, which could provide the reviewers an opportunity to
assess individual parts of the study qualitatively. By using the same criteria, each study
can be assessed against the same elements. The completed appraisal results for the re-
viewed studies are presented in Appendix A. No study had a high risk of bias with the
screening questions from these two critical appraisal tools, and all studies were considered
for synthesis in the review. The appraisal results were completed by M.W. and checked
independently by R.C. and D.G.
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3. Results

A total of 657 records were initially identified (Figure 1). These were assessed for
inclusion based on their title, abstract and, if necessary, a full-text review; 623 were excluded
due to non-relevance based on the inclusion criteria. In these excluded papers, some of
the full articles were not available, and while some papers explored university students’
sleep quality they did not mention their usage of insomnia medication. The remaining
34 papers were checked further, and after removing 16 duplicates, 1 literature review,
and 6 papers not providing insomnia prevalence data, 11 papers were initially identified.
Through backward and forward citations of these 11 papers, another 14 papers were also
included. Therefore, 25 records were finally retained for the review. All information about
the demographics and methodologies of each study is summarised in Table 1.
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Table 1. The demographics and methodologies of the 25 reviewed studies.

Research Year Country Research
Design

Sample
Size

Sex
Female%

Mean Age
(SD)

Research
Instrument
about Sleep

Prevalence of
Using Insomnia

Medication

Pillitteri et al.
[38] 1994 US Cross-

sectional 278 66.2% 22.0 (6.3) Self-administered
questionnaires 9.7%

Baker et al. [39] 2008 South
Africa

Cross-
sectional 986 53.0% Not Provide Self-administered

questionnaires 4.0%

Albqoor et al.
[40] 2020 Jordan Cross-

sectional 1308 68.9% Not Provide PSQI 15.8%

Becker et al.
[41] 2018 US Cross-

sectional 7626 70.1% 19.1 (1.4) PSQI 24.4%

Alqudah et al.
[42] 2019 Jordan Cross-

sectional 977 63.1% 20.9 (2.2) Self-administered
questionnaires 22.4%

Goodhines et al.
[43] 2019 US Longitudinal 171 67.8% 19 (1.4) Self-administered

questionnaires 15.0%

Assaad et al.
[44] 2014 Lebanon Cross-

sectional 735 44.2% 20.6 (1.8) PSQI 41.2%

Quick et al. [45] 2015 US Cross-
sectional 1035 61.0% 19.1 (1.1) PSQI 11.3%

Molzon et al.
[46] 2013 US Cross-

sectional 501 Not
provided 19.4 (1.2) PSQI 26.9%

Taylor et al. [47] 2010 US Cross-
sectional 1039 72.1% 20.4 (3.9) Sleep diary 6.8%

Štefan et al. [48] 2018 Croatia Cross-
sectional 2100 50.0% Not

provided PSQI 6.7%
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Table 1. Cont.

Research Year Country Research
Design

Sample
Size

Sex
Female%

Mean Age
(SD)

Research
Instrument
about Sleep

Prevalence of
Using Insomnia

Medication

Lund et al. [49] 2010 US Cross-
sectional 1125 62.7% 20.0 (1.3) PSQI 17.6%

Vargas et al.
[50] 2014 US Cross-

sectional 515 73.2% 21.7 (3.5) PSQI 24.3%

Vail-Smith et al.
[51] 2009 US Cross-

sectional 859 69.5% Not
provided SQI 2.0%

Buboltz et al.
[52] 2001 US Cross-

sectional 191 50.3% 19.0 (4.5) SQI 11.5%

Correa et al.
[53] 2017 Brazil Cross-

sectional 372 62.9% Not
provided PSQI 8.6%

Lemma et al.
[54] 2012b Ethiopia Cross-

sectional 2230 22.4% 21.6 (1.7) PSQI 8.5%

Lohsoonthorn
et al. [55] 2013 Thailand Cross-

sectional 2854 67.4% 20.3 (1.3) PSQI 6.2%

Sing et al. [56] 2010 China Cross-
sectional 529 54.6% 21.0 (1.8) PSQI 13.8%

Sweileh et al.
[57] 2011 Palestine Cross-

sectional 400 48.3% 20.2 (1.3) PSQI 3.5%

Lemma et al.
[58] 2012a Ethiopia Cross-

sectional 2551 22.5% Not
provided PSQI 8.8%

Seun-Fadipe
et al. [59] 2017 Nigeria Cross-

sectional 505 49.5% 21.9 (2.7) PSQI 20.4%

Sanchez et al.
[60] 2013 Peru Cross-

sectional 2458 60.7% 20.9 (2.6) PSQI 6.5%

Quick et al. [61] 2016 US Cross-
sectional 1252 58.9% 19.2 (3.5) PSQI 5.8%

Suhaimi et al.
[62] 2020 Malaysia Cross-

sectional 240 75.4% 21.2 (1.2) PSQI 5.0%

A total of 25 papers were included in this systematic review, published between
1994 and 2020. Of these, 25 were empirical studies, including 24 cross-sectional studies
and 1 longitudinal study. The included studies involved multiple countries: nearly half
(n = 11) were undertaken in the United States, with fewer studies being identified in
other countries, such as Ethiopia (n = 2) and Jordan (n = 2); only a single study was
included in each of the remaining countries: Brazil, China, Croatia, Lebanon, Malaysia,
Nigeria, Palestine, Peru, South Africa, and Thailand. Almost all of the studies recruited
more female students. Regarding the instruments, more than two-thirds of the studies
(n = 18) used the PSQI (Pittsburgh Sleep Quality Index) and two surveys utilised the
SQI (Sleep Quality Index) [51,52]. Another four studies [38,39,42,43] were undertaken via
self-administered questionnaires based on the literature review, while one study [47] used
a sleep diary. Although these tools were mainly used for examining sleep quality, they
also involved a question on the use of insomnia medication; therefore, the prevalence of
insomnia medication use could be calculated from the responses to this question. All studies
performing statistical analysis used the score (PSQI/SQI) or point scale (self-administered
questionnaires) as the measurement for insomnia medication use, and they correlated this
with some factors of interest (such as gender, sleep performance, and lifestyle factors).

Across the included studies, the prevalence of using insomnia medication ranged
from 2% [51] to 41.2% [44], with an average of 13.1%. Here, the prevalence referred to the
percentage of those students who used insomnia medication (i.e., those responding “YES”
to the question on the use of insomnia medication in those instruments). Almost all of
the included studies did not mention which specific medication(s) the university students
had used. Two studies highlighted that around 10% of the sample population took OTC
medications [38,43], and another article demonstrated that 4.8% used prescription drugs
and 2.0% used OTC medications [47].

The gender difference in the use of insomnia medication was discussed by ten studies,
but the trend of their results was not consistent. Six studies [38,39,41,52,55,60] found that
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there tended to be more female students using insomnia medication than males, and four
of them provided the specific prevalence rate between females and males [38,52,55,60]
(Table 2). Through comparing the mean PSQI scores, Becker et al. [41] found that female
students used insomnia medication more frequently. Another article presented the results
of a Pearson’s chi-squared test (p < 0.0001) and stated that significantly more females
used insomnia medication, but it did not provide the specific prevalences [39]. However,
in four other studies, there were higher percentages of male students using insomnia
medication [44,48,54,56]. Two studies found a statistically significant difference between
genders in the use of insomnia medication [56,60].

Table 2. Studies covering the prevalence of insomnia medication use between genders.

Study Female:Male (%) p-Value

Buboltz et al. [52] 13.5:9.5 >0.05

Pillitteri et al. [38] 11.4:6.4 <0.21

Sanchez et al. [60] 7.5:5.1 0.012

Lohsoonthorn et al. [55] 6.2:6.0 0.614

Assaad et al. [44] 17.8:30.8 0.113

Štefan et al. [48] 5.9:7.6 0.231

Sing et al. [56] 8.4:20.4 <0.01

Lemma et al. [54] 7.4:8.8 0.356

Almost all of the identified studies examined the prevalence of insomnia medication
use among general student populations; there were two studies that specifically recruited
medical students and reported a prevalence of insomnia medication use of 22.4% [42]
and 8.6% [53]. In the study of Alqudah et al. [42], the prevalence of using insomnia
medication was compared between students majoring in different courses, including
nursing, pharmacy, dentistry, applied medical sciences, medicine, and surgery. Within this
study, the highest prevalence rate (29.9%) appeared among pharmacy students. Moreover,
another study compared the mean frequency of insomnia medication use among students
with different levels of academic achievement, finding that students obtaining a pass grade
had the highest use, compared with students obtaining weak, good, very good, or excellent
grades (p < 0.001) [40].

The use of insomnia medication was significantly correlated with several sleep perfor-
mances in three studies [44,49,61] (Table 3). Assaad et al. [44] reported that students taking
insomnia medication more than once per week had higher odds of poor sleep compared
with those students never taking medications or taking them less than once per week.
Quick et al. [61] found a statistically significant relationship (p = 0.009) between sleep
duration and the use of insomnia medication, which indicated that students who had
taken insomnia medication more than once in the past month were more likely to have a
shorter sleep duration compared with those had not taken insomnia medication in the past
month. Lund et al. [49] found a significant relationship between sleep quality and the use
of insomnia medication (p < 0.001); specifically, around 30% of students with poor sleep
quality used insomnia medication at least once a month, whereas only 5% of those with
good sleep quality used insomnia medication.
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Table 3. Studies covering the association between poor sleep performances and the use of
insomnia medication.

Study Sleep Performances OR (95%CI) p-Value

Assaad et al. [44] Sleep quality 15.32 (4.89, 18.0) -

Quick et al. [61] Sleep duration - 0.009

Lund et al. [49] Sleep quality - <0.001

The influence of a number of lifestyle behaviours (such as smoking, drinking central ner-
vous system (CNS)-active and caffeine-containing beverages, physical activity, and eating com-
petence) on taking insomnia medication was explored in several studies [40,43,45,46,48,54,55,60].
Four studies [40,54,55,60] suggested that, compared with non-smokers, students who smoked
had higher odds of using insomnia medication (Table 4). In addition, Lohsoonthorn et al. [55]
and Sanchez et al. [60] also included both former and current smokers and explored their
relationships with insomnia medication use; both studies found that these subgroups had
higher odds of using insomnia medication.

Table 4. Studies covering the association between smoking and using insomnia medication.

Study OR (95%CI) p-Value

Sanchez et al. [60] 2.11 (1.45–3.07) <0.001

Lohsoonthorn et al. [55] 3.04 (1.42–6.54) 0.002

Lemma et al. [54] 2.84 (1.26, 6.43) -

Albqoor et al. [40] - 0.014

Table 5 presents the specific relationships between the use of insomnia medication and
several kinds of drinking behaviours, such as CNS-active and caffeine-containing beverages.
Drinking alcohol was discussed in four studies [43,54,55,60], and overall their findings
suggested that students with higher consumption, or more frequent drinking, had higher
odds of taking insomnia medication. In addition to the results from Sanchez et al. [60],
another three studies found a significant association between drinking alcohol and using
insomnia medication [43,54,55]. Goodhines et al. [43] measured nine levels of alcohol
frequency (from 0 “non-drinking in the past two months” to 8 “drink every day”)—a
different approach from other studies measuring alcohol consumption (<1, 1–19, ≥20
drinks per month) [54,55,60]. In addition to alcohol, the consumption of another CNS-
active drink (i.e., stimulant beverages) was mentioned to be significantly associated with
the use of insomnia medication in three studies [54,55,60]; specifically, students consuming
stimulant beverages had higher odds of using insomnia medication compared with students
who did not consume such beverages.

Four studies [48,54,55,60] reported that individuals were less likely to use insomnia
medication if they had undertaken physical activity (Table 6). The use of insomnia medica-
tion was compared between students who reported undertaking physical activities and
those who did not in three studies [54,55,60], with another study [48] categorising students
further among those who undertook sufficient activity and those who did not. All of these
studies reported that students with either insufficient or no physical activity had higher
odds of using insomnia medication.

Quick et al. [45] concluded that high levels of “eating competence” (i.e., having a
positive eating attitude and habits) were associated with lower reported use of insomnia
medication (p = 0.037). One study [46] found that students suffering from asthma or
allergies reported more insomnia medication use compared with those individuals without
these conditions (p < 0.005). Two studies identified in the review investigated the correlation
between body weight and insomnia medication consumption. Body mass index (BMI) was
found not to be significantly associated with the use of insomnia medication (p = 0.838) in
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the study of Vargas, Flores, and Robles [50]. A similar finding (p = 0.97) was obtained by
Suhaimi et al. [62].

Table 5. Studies covering the association between drinking CNS-active and caffeine-containing
beverages and using insomnia medication.

Study Drinking Behaviour OR (95%CI) p-Value

Goodhines et al. [43] Alcohol frequency - <0.01

Sanchez et al. [60]
Alcohol consumption - 0.727

Stimulant beverage consumption 0.005

Lohsoonthorn et al. [55]
Alcohol consumption - 0.001

Any stimulant beverage
consumption 1.32 (0.76, 2.32) -

Lemma et al. [54]

Alcohol consumption - 0.003

Khat consumption - <0.001

Any caffeine-containing beverage
consumption 1.15 (0.63, 2.13) -

Table 6. Studies covering the association between decreasing physical activity and using
insomnia medication.

Study OR (95%CI) p-Value

Sanchez et al. [60] 1.07 (0.76, 1.51) -

Lohsoonthorn et al. [55] 0.53 (0.30, 0.93) -

Štefan et al. [48] 3.80 (2.02, 7.13) <0.001

Lemma et al. [54] 1.60 (0.88, 2.91) -

4. Discussion

This systematic review identified and summarised existing evidence about university
students’ use of insomnia medication, finding that less than 1 in 8 students (and an average
of 13.1%) reported using insomnia medication. Of note was that the prevalence varied
considerably, ranging from 2% to 41.2% between these populations of students, with
the prevalence reported in about half of the included studies as lower than 10%. In the
wider literature, several studies explored the general medication use (including insomnia
medication) among university students, and the prevalence of insomnia medication use
identified here was also lower than 10% [63–65]. Previous studies of insomnia medication
use among the general population found prevalences between 11% and 31% [66–68], which
is in line with the studies showing higher prevalences in this review. The slightly higher
prevalence in this systematic review might be attributed to the study design and sampling;
for example, Molzon et al. [46] reported a prevalence of more than one-quarter of students
(26.9%), but of note was that two-thirds of the participants were intentionally recruited from
students with chronic illness (such as asthma and allergies). Those with additional health
conditions may be more likely to suffer from insomnia and, therefore, take medication.
Again, linked to findings in the wider literature, students reporting an existing health
condition were also more likely to report taking insomnia medication, which could be
adapted to individuals in general. Individuals with mental or physical health conditions
seemed to use insomnia medication more frequently [69–72].

As well as the influence of health conditions, this study reviewed several additional
factors associated with insomnia medication use among university students. These in-
cluded sleep quality and lifestyle behaviours; students with poor sleep quality or short
sleep duration were found to report greater use of insomnia medication, as also found in
research among the general population [69,73,74]. Students with lifestyle behaviours such
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as drinking CNS-active and caffeine-containing beverages, smoking, and undertaking less
physical activity were found to have higher odds of insomnia medication use. The link
between student insomnia medication use and some of these lifestyle behaviours challenges
existing research among general populations where, for example, there was no significant
correlation between drinking alcohol and using insomnia medication [75], as well as stud-
ies where smokers did not report using more sleep medication than non-smokers [76].
However, drinking alcohol and smoking could increase the risk of suffering from insom-
nia [75,76], and it is speculated that the possibility of using insomnia medication would
increase when people have insomnia. There would be another concern with the interaction
between alcohol and insomnia medications (such as benzodiazepines and phenobarbital),
as alcohol can strengthen the sedative effects resulting in CNS impairment [77]. In the
wider literature, e-cigarette smoking has been increasingly explored, and Brett et al. [78], for
example, found that compared with nicotine cigarettes, e-cigarettes increased the chances
of insomnia medication use; no similar studies involving e-cigarettes were identified in
this review, despite e-cigarette use being highest among young adults—the age bracket
that aligns with most university students [79]. In another study [80], sleep quality im-
provements due to physical activity were highlighted, but the effect of physical activity on
insomnia medication use was not identified in this study.

This review also explored whether insomnia medication use was associated with
demographic factors such as gender, BMI, and university course, but we found no clear
trends. Studies involving more general populations have found that females were more
likely to use insomnia medication than males, regardless of age [81,82], which contrasts
with the mixed findings from different studies in this review. Furthermore, BMI was not
identified as having a significant association with students’ insomnia medication use in this
review, but the two studies that reported this [50,62] had a modest sample sizes (n = 240
and n = 515, respectively) and may not be representative of overall student populations.
Of note was that few studies in this review explored the association between university
subject and insomnia medication use; an exception was the reporting on medical students
in two studies [42,53], and this focus may be related to a heightened concern and interest in
such courses.

The PSQI was by far the most commonly used instrument to explore insomnia and
associated medication use in this review, with nearly three-quarters (n = 18) of studies
using it. The SQI was also identified in a minority of studies, as well as the use of more
generic questionnaires and, occasionally, sleep diaries. The popularity of the PSQI is not
unexpected, as previous studies have confirmed its reliability and validity [83]. Of note,
however, was that of the 18 studies using the PSQI, only 7 reported insomnia medication
use prevalences close to (within 5% either side) the average prevalence for all PSQI studies
(8.5%, 8.6%, 8.8%, 11.3%, 13.8%, 15.8%, and 17.6%). In contrast, in the studies not using the
PSQI (n = 7), three studies had insomnia medication use prevalences close to (within 5%
either side) the average prevalence calculated from those seven studies (9.7%, 11.5%, 15%).
Therefore, the use of the PSQI might not be the sole optimal measuring tool to estimate
prevalence, and further measuring tools could explore more specific detection [84].

This systematic review had several limitations. Selection bias may have been intro-
duced, as some studies might have be missed, such as non-English publications or studies
only providing the PSQI score without the prevalence rate. Moreover, selection bias could
also have been caused by subjective views, as only one reviewer conducted the scope search
by using the search terms to identify and decide which studies were excluded. Most of
the studies focused primarily on exploring university students’ sleep patterns, quality, or
habits, as well as their associated determinants, with only two studies being identified that
had a specific focus on insomnia medication [38,43]. By utilising the PSQI as the measure-
ment tool, the prevalence of using insomnia medication could be examined, as could the
associated factors. However, insomnia medication was not the main focus. Finally, some
caution is needed in interpreting the findings, due to the variable quality of the included
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studies, with the main concerns being small sample sizes and convenience sampling (with
the former being associated with a higher prevalence of insomnia medication use).

The above limitations also reflect research gaps. The limited articles indicate the
limited knowledge about insomnia medication consumption among university students.
In addition, six of the included studies lacked statistical analysis examining the associa-
tion between the use of insomnia medication and identified relevant factors (i.e., gender,
academic performance, sleep performances, and lifestyle behaviours), limiting the further
conclusions that can be drawn about specific student groups. Due to the limited extent
of this research field, the depth of investigation about insomnia medication is difficult to
reflect with the information currently available, increasing doubts about the accuracy of
the current literature. More comprehensive and better-designed studies are essential for a
detailed and robust focus on insomnia medication use among university students.

5. Conclusions

This review identified sizeable insomnia medication use by university students in-
ternationally, with conflicting differences seen between genders. Students having poor
sleep, smokers, those drinking CNS-active and caffeine-containing beverages, and those
undertaking fewer physical activities had higher odds of insomnia medication use. This
review highlights university students as a group who may be at particular risk of insomnia
and insomnia medication use; this review can provide a useful alert for university and
health staff to pay more attention to how students cope with their insomnia.

6. Future Directions

These findings have several implications for policy, practice, and future research.
They offer insights for those who provide support for students, such as university and
healthcare staff, including GPs (physicians), and others involved in university student
welfare. GPs can play an important role in increasing recommendations about the use
of non-pharmacological approaches for insomnia. By guiding students to use insomnia
medication if essential, medication safety can be increased. Furthermore, this offers insights
into those who may be more likely to require or use insomnia medication, such as those
who smoke or have existing health conditions; this has implications for those involved
in the prescription and supply of insomnia medication, such as doctors, nurses, and
pharmacists. Pharmacists are frontline medical professionals who are relatively accessible to
university students compared to some other health professionals and have the opportunity
to increase students’ awareness about using insomnia medication safely. A recent review
has suggested three main areas where pharmacists can help, including deprescribing
insomnia medicines, as well as wider collaboration and education activities [85]. This
review also offers suggestions for future research and, in particular, the need to understand
more about students’ experiences of insomnia medication use, given the dearth of identified
studies with this specific field. Finally, this review identified the popularity of the PSQI,
but also raised concerns about its accuracy in its ability to provide detailed insights into
the prevalence of insomnia and insomnia medication use; future research is warranted to
develop more specialised data collection instruments.
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Appendix A. Critical Appraisal

Table A1. Quality assessment of 24 cross-sectional studies by using AXIS.
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Table A2. Quality assessment of one longitudinal study (Goodhines et al. (2019)) by using the
CASP checklist.

Section A: Are the Results of the Study Valid?

Yes Cannot Tell No

1. Did the study address a clearly
focused issue? x

2. Was the cohort recruited in an
acceptable way? x

3. Was the exposure accurately
measured to minimise bias? x

4. Was the outcome accurately
measured to minimise bias? x

5. (a) Have the authors identified
all import confounding factors? X

5. (b) Have they taken account of
the confounding factors in the
design and/or analysis?

x

6. (a) Was the follow-up of subjects
complete enough? x

6. (b) Was the follow-up of subjects
long enough? x

Section B: What Are the Results?

Comments

7. What are the results of this
study?

The results showed the prevalence and the statistical association between the outcome and
examined factors. The changes of participants in the follow-up were also explained.

8. How precise are the results?
The results can be claimed precisely. In addition to the general statistical analysis, the
ancillary analyses were also conducted including path analyses and post hoc tests for the
accuracy.

Yes Cannot tell No

9. Do you believe the results? x

Section C: Will the Results Help Locally?

10. Can the results be applied to
the local population? x

11. Do the results of this study fit
with other available evidence? x

Comments

12. What are the implications of
this study for practice?

The current findings highlight the potential side effects of using sleep aids, which may result
in co-occurring sleep problems.
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Appendix B. PRISMA Checklist [86]

Table A3. PRISMA main checklist.

Topic No. Item
Location

Where Item Is
Reported

TITLE
Title 1 Identify the report as a systematic review. Line 2–3

ABSTRACT
Abstract 2 See the PRISMA 2020 for Abstracts checklist.

INTRODUCTION
Rationale 3 Describe the rationale for the review in the context of existing knowledge. Line 103–105

Objectives 4 Provide an explicit statement of the objective(s) or question(s) the review
addresses. Line 106–108

METHODS

Eligibility criteria 5 Specify the inclusion and exclusion criteria for the review and how studies were
grouped for the syntheses. Line 127–134

Information
sources 6

Specify all databases, registers, websites, organisations, reference lists and other
sources searched or consulted to identify studies. Specify the date when each

source was last searched or consulted.
Line 113–114

Search strategy 7 Present the full search strategies for all databases, registers and websites,
including any filters and limits used.

Sections 2
and 2.1

Selection process 8

Specify the methods used to decide whether a study met the inclusion criteria of
the review, including how many reviewers screened each record and each report

retrieved, whether they worked independently, and if applicable, details of
automation tools used in the process.

Line 120–123

Data collection
process 9

Specify the methods used to collect data from reports, including how many
reviewers collected data from each report, whether they worked independently,
any processes for obtaining or confirming data from study investigators, and if

applicable, details of automation tools used in the process.

Line 123–126

Data items 10a

List and define all outcomes for which data were sought. Specify whether all
results that were compatible with each outcome domain in each study were
sought (e.g., for all measures, time points, analyses), and if not, the methods

used to decide which results to collect.

Line 131–134

10b
List and define all other variables for which data were sought (e.g., participant
and intervention characteristics, funding sources). Describe any assumptions

made about any missing or unclear information.
Table 1

Study risk of bias
assessment 11

Specify the methods used to assess risk of bias in the included studies, including
details of the tool(s) used, how many reviewers assessed each study and

whether they worked independently, and if applicable, details of automation
tools used in the process.

Sections 2
and 2.3

Effect measures 12 Specify for each outcome the effect measure(s) (e.g., risk ratio, mean difference)
used in the synthesis or presentation of results. Line 131–133

Synthesis methods 13a
Describe the processes used to decide which studies were eligible for each

synthesis (e.g., tabulating the study intervention characteristics and comparing
against the planned groups for each synthesis (item 5)).

Line 130–132

13b Describe any methods required to prepare the data for presentation or synthesis,
such as handling of missing summary statistics, or data conversions. Line 133–134

13c Describe any methods used to tabulate or visually display results of individual
studies and syntheses. Not applicable

13d

Describe any methods used to synthesize results and provide a rationale for the
choice(s). If meta-analysis was performed, describe the model(s), method(s) to

identify the presence and extent of statistical heterogeneity, and software
package(s) used.

Line 133–134

13e Describe any methods used to explore possible causes of heterogeneity among
study results (e.g., subgroup analysis, meta-regression). Not applicable

13f Describe any sensitivity analyses conducted to assess robustness of the
synthesized results. Not applicable
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Table A3. Cont.

Topic No. Item
Location

Where Item Is
Reported

Reporting bias
assessment 14 Describe any methods used to assess risk of bias due to missing results in a

synthesis (arising from reporting biases). Not applicable

Certainty
assessment 15 Describe any methods used to assess certainty (or confidence) in the body of

evidence for an outcome. Not applicable

RESULTS

Study selection 16a
Describe the results of the search and selection process, from the number of

records identified in the search to the number of studies included in the review,
ideally using a flow diagram.

Line 151–164

16b Cite studies that might appear to meet the inclusion criteria, but which were
excluded, and explain why they were excluded. Not applicable

Study
characteristics 17 Cite each included study and present its characteristics. Table 1

Risk of bias in
studies 18 Present assessments of risk of bias for each included study. Sections 2

and 2.3

Results of
individual studies 19

For all outcomes, present, for each study: (a) summary statistics for each group
(where appropriate) and (b) an effect estimate and its precision (e.g.,

confidence/credible interval), ideally using structured tables or plots.
Line 168–277

Results of
syntheses 20a For each synthesis, briefly summarise the characteristics and risk of bias among

contributing studies. Line 168–277

20b

Present results of all statistical syntheses conducted. If meta-analysis was done,
present for each the summary estimate and its precision (e.g.,

confidence/credible interval) and measures of statistical heterogeneity. If
comparing groups, describe the direction of the effect.

Line 185–186

20c Present results of all investigations of possible causes of heterogeneity among
study results. Line 193–277

20d Present results of all sensitivity analyses conducted to assess the robustness of
the synthesized results. Not applicable

Reporting biases 21 Present assessments of risk of bias due to missing results (arising from reporting
biases) for each synthesis assessed. Not applicable

Certainty of
evidence 22 Present assessments of certainty (or confidence) in the body of evidence for each

outcome assessed. Not applicable

DISCUSSION
Discussion 23a Provide a general interpretation of the results in the context of other evidence. Line 279–343

23b Discuss any limitations of the evidence included in the review. Line 348–356
23c Discuss any limitations of the review processes used. Line 344–348
23d Discuss implications of the results for practice, policy, and future research. Section 6

OTHER
INFORMATION
Registration and

protocol 24a Provide registration information for the review, including register name and
registration number, or state that the review was not registered. Line 110–111

24b Indicate where the review protocol can be accessed, or state that a protocol was
not prepared.

A protocol was
not prepared

24c Describe and explain any amendments to information provided at registration
or in the protocol. Not applicable

Support 25 Describe sources of financial or non-financial support for the review, and the
role of the funders or sponsors in the review. Line 402–403

Competing
interests 26 Declare any competing interests of review authors. Line 409

Availability of
data, code and
other materials

27
Report which of the following are publicly available and where they can be
found: template data collection forms; data extracted from included studies;

data used for all analyses; analytic code; any other materials used in the review.
Line 406
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Table A4. PRISMA abstract checklist.

Topic No. Item Reported?

TITLE
Title 1 Identify the report as a systematic review. Yes

BACKGROUND

Objectives 2 Provide an explicit statement of the main objective(s) or question(s) the review
addresses. Yes

METHODS
Eligibility criteria 3 Specify the inclusion and exclusion criteria for the review. No

Information
sources 4 Specify the information sources (e.g., databases, registers) used to identify

studies and the date when each was last searched. Yes

Risk of bias 5 Specify the methods used to assess risk of bias in the included studies. No
Synthesis of

results 6 Specify the methods used to present and synthesize results. Yes

RESULTS

Included studies 7 Give the total number of included studies and participants and summarise
relevant characteristics of studies. Yes

Synthesis of
results 8

Present results for main outcomes, preferably indicating the number of included
studies and participants for each. If meta-analysis was done, report the

summary estimate and confidence/credible interval. If comparing groups,
indicate the direction of the effect (i.e., which group is favoured).

Yes

DISCUSSION
Limitations of

evidence 9 Provide a brief summary of the limitations of the evidence included in the
review (e.g., study risk of bias, inconsistency and imprecision). No

Interpretation 10 Provide a general interpretation of the results and important implications. Yes
OTHER
Funding 11 Specify the primary source of funding for the review. No

Registration 12 Provide the register name and registration number. No

References
1. Fernandez-Mendoza, J.; Vgontzas, A.N. Insomnia and its impact on physical and mental health. Curr. Psychiatry Rep. 2013,

15, 418. [CrossRef] [PubMed]
2. Sateia, M.J.; Doghramji, K.; Hauri, P.J.; Morin, C.M. Evaluation of Chronic Insomnia. Sleep 2000, 23, 1–66. [CrossRef]
3. Thorpy, M.J. Classification of Sleep Disorders. Neurotherapeutics 2012, 9, 687–701. [CrossRef] [PubMed]
4. Taylor, D.J.; Lichstein, K.L.; Durrence, H.H. Insomnia as a Health Risk Factor. Behav. Sleep Med. 2003, 1, 227–247. [CrossRef]
5. IsHak, W.W.; Bagot, K.; Thomas, S.; Magakian, N.; Bedwani, D.; Larson, D.; Brownstein, A.; Zaky, C. Quality of life in patients

suffering from insomnia. Innov. Clin. Neurosci. 2012, 9, 13–26. [PubMed]
6. Metlaine, A.; Leger, D.; Choudat, D. Socioeconomic Impact of Insomnia in Working Populations. Ind. Health 2005, 43, 11–19.

[CrossRef]
7. Wade, A.G. The societal costs of insomnia. Neuropsychiatr. Dis. Treat. 2011, 7, 1–18. [CrossRef]
8. Ohayon, M.M. Epidemiology of insomnia: What we know and what we still need to learn. Sleep. Med. Rev. 2002, 6, 97–111.

[CrossRef]
9. Morin, C.M.; LeBlanc, M.; Daley, M.; Gregoire, J.P.; Mérette, C. Epidemiology of insomnia: Prevalence, self-help treatments,

consultations, and determinants of help-seeking behaviors. Sleep. Med. 2006, 7, 123–130. [CrossRef]
10. Castro, L.S.; Poyares, D.; Leger, D.; Bittencourt, L.; Tufik, S. Objective prevalence of insomnia in the São Paulo, Brazil epidemiologic

sleep study. Ann. Neurol. 2013, 74, 537–546. [CrossRef]
11. Hsu, Y.-W.; Ho, C.-H.; Wang, J.-J.; Hsieh, K.-Y.; Weng, S.-F.; Wu, M.-P. Longitudinal trends of the healthcare-seeking prevalence

and incidence of insomnia in Taiwan: An 8-year nationally representative study. Sleep. Med. 2013, 14, 843–849. [CrossRef]
[PubMed]

12. Morphy, H.; Dunn, K.M.; Lewis, M.; Boardman, H.F.; Croft, P.R. Epidemiology of insomnia: A longitudinal study in a UK
population. Sleep 2007, 30, 274–280. [CrossRef] [PubMed]

13. Ford, E.S.; Cunningham, T.J.; Giles, W.H.; Croft, J.B. Trends in insomnia and excessive daytime sleepiness among US adults from
2002 to 2012. Sleep Med. 2014, 16, 372–378. [CrossRef] [PubMed]

14. Jiang, X.L.; Zheng, X.Y.; Yang, J.; Ye, C.P.; Chen, Y.Y.; Zhang, Z.G.; Xiao, Z.J. A systematic review of studies on the prevalence of
Insomnia in university students. Public Health 2015, 129, 1579–1584. [CrossRef]

15. Toscano-Hermoso, M.D.; Arbinaga, F.; Fernández-Ozcorta, E.J.; Gómez-Salgado, J.; Ruiz-Frutos, C. Influence of sleeping patterns
in health and academic performance among university students. Int. J. Environ. Res. Public Health 2020, 17, 2760. [CrossRef]

https://doi.org/10.1007/s11920-013-0418-8
https://www.ncbi.nlm.nih.gov/pubmed/24189774
https://doi.org/10.1093/sleep/23.2.1l
https://doi.org/10.1007/s13311-012-0145-6
https://www.ncbi.nlm.nih.gov/pubmed/22976557
https://doi.org/10.1207/S15402010BSM0104_5
https://www.ncbi.nlm.nih.gov/pubmed/23198273
https://doi.org/10.2486/indhealth.43.11
https://doi.org/10.2147/NDT.S15123
https://doi.org/10.1053/smrv.2002.0186
https://doi.org/10.1016/j.sleep.2005.08.008
https://doi.org/10.1002/ana.23945
https://doi.org/10.1016/j.sleep.2013.02.017
https://www.ncbi.nlm.nih.gov/pubmed/23856295
https://doi.org/10.1093/sleep/30.3.274
https://www.ncbi.nlm.nih.gov/pubmed/17425223
https://doi.org/10.1016/j.sleep.2014.12.008
https://www.ncbi.nlm.nih.gov/pubmed/25747141
https://doi.org/10.1016/j.puhe.2015.07.030
https://doi.org/10.3390/ijerph17082760


Pharmacy 2023, 11, 171 20 of 22

16. Khero, M.; Fatima, M.; Shah, M.A.A.; Tahir, A. Comparison of the Status of Sleep Quality in Basic and Clinical Medical Students.
Cureus 2019, 11, e4326. [CrossRef]

17. Akram, U.; Akram, A.; Gardani, M.; Ypsilanti, A.; McCarty, K.; Allen, S.; Lazuras, L. The Relationship between Depression and
Insomnia Symptoms Amongst a Sample of UK University Students. Sleep Med. Res. 2019, 10, 49–53. [CrossRef]

18. Friedrich, A.; Schlarb, A.A. Let’s talk about sleep: A systematic review of psychological interventions to improve sleep in college
students. J. Sleep Res. 2018, 27, 4–22. [CrossRef]

19. Lawson, H.J.; Wellens-Mensah, J.T.; Attah Nantogma, S. Evaluation of Sleep Patterns and Self-Reported Academic Performance
among Medical Students at the University of Ghana School of Medicine and Dentistry. Sleep Disord. 2019, 2019, 1278579.
[CrossRef]

20. Barker, M.J.; Greenwood, K.M.; Jackson, M.; Crowe, S.F. Cognitive Effects of Long-Term Benzodiazepine Use: A Meta-Analysis.
CNS Drugs 2004, 18, 37–48. [CrossRef]

21. Dokkedal-Silva, V.; Oliveira, M.G.M.; Galduróz, J.C.F.; Tufik, S.; Andersen, M.L. The effect of sleep medications on prospective
and retrospective memory: A population-based study. Prog. Neuro-Psychopharmacol. Biol. Psychiatry 2021, 104, 110043. [CrossRef]
[PubMed]

22. Gravielle, M.C. Activation-induced regulation of GABAA receptors: Is there a link with the molecular basis of benzodiazepine
tolerance? Pharmacol. Res. 2016, 109, 92–100. [CrossRef]

23. Schaffer, C.B.; Schaffer, L.C.; Miller, A.R.; Hang, E.; Nordahl, T.E. Efficacy and safety of nonbenzodiazepine hypnotics for chronic
insomnia in patients with bipolar disorder. J. Affect. Disord. 2010, 128, 305–308. [CrossRef] [PubMed]

24. Kapil, V.; Green, J.L.; Lait, C.L.; Wood, D.M.; Dargan, P.I. Misuse of benzodiazepines and Z-drugs in the UK. Br. J. Psychiatry 2014,
205, 407–408. [CrossRef] [PubMed]

25. Taylor, S.; Annand, F.; Burkinshaw, P.; Greaves, F.; Michael; Kelleher; Knight, J.; Perkins, C.; Tran, A.; White, M.; et al. Dependence
and Withdrawal Associated with Some Prescribed Medicines: An Evidence Review; Public Health England: London, UK, 2019. Available
online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/940255/PHE_
PMR_report_Dec2020.pdf (accessed on 10 August 2023).

26. Wagner, J.; Wagner, M.L.; Hening, W.A. Beyond benzodiazepines: Alternative pharmacologic agents for the treatment of insomnia.
Ann. Pharmacother. 1998, 32, 680–691. [CrossRef] [PubMed]

27. Costello, R.B.; Lentino, C.V.; Boyd, C.C.; O’Connell, M.L.; Crawford, C.C.; Sprengel, M.L.; Deuster, P.A. The effectiveness of
melatonin for promoting healthy sleep: A rapid evidence assessment of the literature. Nutr. J. 2014, 13, 106. [CrossRef]

28. Bennett, T.; Bray, D.; Neville, M.W. Suvorexant, a dual orexin receptor antagonist for the management of insomnia. Pharm. Ther.
2014, 39, 264–266.

29. Winrow, C.J.; Renger, J.J. Discovery and development of orexin receptor antagonists as therapeutics for insomnia. Br. J. Pharmacol.
2014, 171, 283–293. [CrossRef]

30. Bollu, P.C.; Kaur, H. Sleep medicine: Insomnia and sleep. Mo. Med. 2019, 116, 68–75.
31. Morin, C.M.; Bootzin, R.R.; Buysse, D.J.; Edinger, J.D.; Espie, C.A.; Lichstein, K.L. Psychological and behavioral treatment of

insomnia: Update of the recent evidence (1998–2004). Sleep 2006, 29, 1398–1414. [CrossRef]
32. Zhang, Y.; Ren, R.; Yang, L.; Zhang, H.; Shi, Y.; Shi, J.; Sanford, L.D.; Lu, L.; Vitiello, M.V.; Tang, X. Comparative efficacy and

acceptability of psychotherapies, pharmacotherapies, and their combination for the treatment of adult insomnia: A systematic
review and network meta-analysis. Sleep Med. Rev. 2022, 65, 101687. [CrossRef] [PubMed]

33. Chong, Y.; Frenk, S.M. Percentage of Adults Aged >= 20 Years Who Used Prescription Sleep Aids in the Past 30 Days, by Age
Group and Sex-National Health and Nutrition Examination Survey, United States, 2005–2010. MMWR Morb. Mortal. Wkly. Rep.
2013, 62, 775.

34. Pillai, V.; Cheng, P.; Kalmbach, D.A.; Roehrs, T.; Roth, T.; Drake, C.L. Prevalence and predictors of prescription sleep aid use
among individuals with DSM-5 insomnia: The role of hyperarousal. Sleep 2016, 39, 825–832. [CrossRef] [PubMed]

35. Afshoon, M.A.; Hosseini, S.; Hazar, N.; Vakili, M.; Rahmanian, V. Zolpidem use among dormitory students in yazd, Iran. Int. J.
High Risk Behav. Addict. 2020, 9, e100066. [CrossRef]

36. Downes, M.J.; Brennan, M.L.; Williams, H.C.; Dean, R.S. Development of a critical appraisal tool to assess the quality of
cross-sectional studies (AXIS). BMJ Open 2016, 6, e011458. [CrossRef]

37. Program, C.A.S. CASP Systematic Review Checklist. Available online: https://casp-uk.net/images/checklist/documents/CASP-
Systematic-Review-Checklist/CASP-Systematic-Review-Checklist-2018_fillable-form.pdf (accessed on 20 April 2021).

38. Pillitteri, J.L.; Kozlowski, L.T.; Person, D.C.; Spear, M.E. Over-the-counter sleep aids: Widely used but rarely studied. J. Subst.
Abuse 1994, 6, 315–323. [CrossRef]

39. Baker, F.C.; Reid, A. Perceived sleep quality and sleepiness in South African university students. S. Afr. J. Psychol. 2008, 38,
287–303. [CrossRef]

40. Albqoor, M.A.; Shaheen, A.M. Prevalence and differences in habitual sleep efficiency, sleep disturbances, and using sleep
medication: A national study of university students in Jordan. Sleep Breath. 2020, 25, 1127–1134. [CrossRef]

41. Becker, S.P.; Jarrett, M.A.; Luebbe, A.M.; Garner, A.A.; Burns, G.L.; Kofler, M.J. Sleep in a large, multi-university sample of college
students: Sleep problem prevalence, sex differences, and mental health correlates. Sleep Health 2018, 4, 174–181. [CrossRef]

42. Alqudah, M.; Balousha, S.A.M.; Al-Shboul, O.; Al-Dwairi, A.; Alfaqih, M.A.; Alzoubi, K.H. Insomnia among Medical and
Paramedical Students in Jordan: Impact on Academic Performance. BioMed Res. Int. 2019, 2019, 7136906–7136907. [CrossRef]

https://doi.org/10.7759/cureus.4326
https://doi.org/10.17241/smr.2019.00332
https://doi.org/10.1111/jsr.12568
https://doi.org/10.1155/2019/1278579
https://doi.org/10.2165/00023210-200418010-00004
https://doi.org/10.1016/j.pnpbp.2020.110043
https://www.ncbi.nlm.nih.gov/pubmed/32682875
https://doi.org/10.1016/j.phrs.2015.12.030
https://doi.org/10.1016/j.jad.2010.07.018
https://www.ncbi.nlm.nih.gov/pubmed/20701978
https://doi.org/10.1192/bjp.bp.114.149252
https://www.ncbi.nlm.nih.gov/pubmed/25061118
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/940255/PHE_PMR_report_Dec2020.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/940255/PHE_PMR_report_Dec2020.pdf
https://doi.org/10.1345/aph.17111
https://www.ncbi.nlm.nih.gov/pubmed/9640488
https://doi.org/10.1186/1475-2891-13-106
https://doi.org/10.1111/bph.12261
https://doi.org/10.1093/sleep/29.11.1398
https://doi.org/10.1016/j.smrv.2022.101687
https://www.ncbi.nlm.nih.gov/pubmed/36027795
https://doi.org/10.5665/sleep.5636
https://www.ncbi.nlm.nih.gov/pubmed/26943472
https://doi.org/10.5812/ijhrba.100066
https://doi.org/10.1136/bmjopen-2016-011458
https://casp-uk.net/images/checklist/documents/CASP-Systematic-Review-Checklist/CASP-Systematic-Review-Checklist-2018_fillable-form.pdf
https://casp-uk.net/images/checklist/documents/CASP-Systematic-Review-Checklist/CASP-Systematic-Review-Checklist-2018_fillable-form.pdf
https://doi.org/10.1016/S0899-3289(94)90502-9
https://doi.org/10.1177/008124630803800203
https://doi.org/10.1007/s11325-020-02174-2
https://doi.org/10.1016/j.sleh.2018.01.001
https://doi.org/10.1155/2019/7136906


Pharmacy 2023, 11, 171 21 of 22

43. Goodhines, P.A.; Gellis, L.A.; Kim, J.; Fucito, L.M.; Park, A. Self-Medication for Sleep in College Students: Concurrent and
Prospective Associations With Sleep and Alcohol Behavior. Behav. Sleep. Med. 2019, 17, 327–341. [CrossRef] [PubMed]

44. Assaad, S.; Costanian, C.; Haddad, G.; Tannous, F. Sleep patterns and disorders among university students in Lebanon. J. Res.
Health Sci. 2014, 14, 198–204. [CrossRef] [PubMed]

45. Quick, V.; Shoff, S.; Lohse, B.; White, A.; Horacek, T.; Greene, G. Relationships of eating competence, sleep behaviors and quality,
and overweight status among college students. Eat. Behav. 2015, 19, 15–19. [CrossRef]

46. Molzon, E.S.; Bonner, M.S.; Hullmann, S.E.; Ramsey, R.R.; Suorsa, K.I.; Chaney, J.M.; Mullins, L.L. Differences in Sleep Quality
and Health-Related Quality of Life in Young Adults With Allergies and Asthma and Their Healthy Peers. J. Am. Coll. Health 2013,
61, 484–489. [CrossRef] [PubMed]

47. Taylor, D.J.P.D.; Bramoweth, A.D.B.S. Patterns and Consequences of Inadequate Sleep in College Students: Substance Use and
Motor Vehicle Accidents. J. Adolesc. Health 2010, 46, 610–612. [CrossRef] [PubMed]
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