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INTRODUCTION

Quetiapine is one of the most commonly prescribed drugs in 
the department of psychiatry and used to treat several mental 
disorders. Quetiapine is a dibenzodiazepine derivative approved 
by the Food and Drug Administration (FDA) as a treatment of 
acute mania, depression and schizophrenia [1,2]. It is also an off-
label treatment such as anxiety disorder, dementia, autism, obses-
sive-compulsive disorder, delirium, and insomnia [3].

The Korean Schizophrenia Treatment Guidelines published by 
the Korean Society of Schizophrenia in 2019 also recommends the 
treatment of atypical antipsychotics, including quetiapine, for the 
first stage of antipsychotic treatment for psychotic symptoms [4]. 
It is prescribed because it is effective in bipolar depression, and 
treatment effects have also been proven in several clinical trials. 
Currently, FDA has approved low-dose quetiapine (300 mg) as 
a treatment for bipolar depression [5]. In the case of depressive 
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disorder, combined treatment of antidepressants and atypical 
antipsychotics is recommended as an initial treatment strategy if 
psychotic symptoms are accompanied by major depressive disor-
ders. Quetiapine is also one of the atypical antipsychotic medica-
tion recommended for combined treatment [6]. In the case of 
insomnia, the use of antipsychotics is recommended for insomnia 
accompanied by psychosis, of which quetiapine and olanzapine 
are often used as treatments [7].

Quetiapine inhibits histamine 1 (H1) and 5-HT2A receptors, 
resulting in sedation and anti-anxiety effects [8]. In addition, que-
tiapine has fewer overall side effects than other antipsychotics, so 
it is commonly prescribed for the elderly and is often effective 
without any side effects. Quetiapine is a medication with clear 
clinical advantages in that it has few side effects and can be used 
in various doses for various disease spectrum due to its low po-
tency [9]. However, even when used in small doses of 25–200 mg, 
there are side effects such as hepatotoxicity and weight gain, so it 
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should be used with caution. In addition, when quetiapine is orally 
ingested, the clearance rate in the body is reduced by 40% in the 
elderly, so the dosage must be adjusted. Therefore, it seems nec-
essary to evaluate the extent to which an appropriate maintenance 
dose is prescribed by minimizing side effects for the elderly in ac-
tual clinical practice.

On the other hand, quetiapine is basically a low-potency drug, 
meaning that it requires a higher dose to achieve the same effect. 
In actual clinical practice, it is observed that the dose of quetiap-
ine prescribed for each mental disorder is different, suggesting 
that the proper maintenance dose and administration period of 
the same drug may vary depending on the diagnosis. Also, as men-
tioned above, it is clinically used in low doses for insomnia, and 
it seems necessary to analyze the current status of prescription for 
elderly patients. Therefore, the authors decided to classify patients 
using quetiapine by disease, identify the dosage for each disease, 
and evaluate the appropriate dose of quetiapine for the elderly and 
insomnia. 

METHODS

The authors analyzed retrospective medical record data collect-
ed from May 2010 to December 2017 of patients who received 
outpatient treatment in the department of psychiatry. First, each 
patient’s personal information, quetiapine immediate-release form 
(IR) prescription record, main diagnosis, and sub-diagnosis were 
investigated through electronic medical records. There were no 
criteria for selection and exclusion of subjects. This study was 
conducted with the approval of the Institutional Review Board 
(IRB approval no. 2020-05-028). Informed consent from the pa-
tient was waived by the IRB.

This study first collected basic data from patients who were 
continuously taking quetiapine IR from May 2010 to December 
2017 at the Department of Psychiatry of Konkuk University Medi-
cal Center. In addition, a retrospective chart review was performed 
based on their diagnosis and prescription records. First, accord-
ing to the maintenance dose, a total of four groups (50 mg or less, 
75–150 mg, 175–400 mg, more than 400 mg) were classified. The 

diagnostic characteristics of each dose group were analyzed. The 
researchers then selected and grouped the four mental disorders 
for which quetiapine was most commonly prescribed (depres-
sion, bipolar disorder, schizophrenia, and insomnia). Finally, the 
difference between the average maintenance dose, the maximum 
and minimum dose, and the dosing period of the quetiapine drug 
used in each mental disorder was compared.

In addition, in this study, it was additionally investigated wheth-
er there was a difference in the dosage of quetiapine prescribed 
for insomnia according to sex and age. And since it was found that 
a large number of patients diagnosed with insomnia are accom-
panied by other psychiatric diseases, the comorbidities were clas-
sified into several groups and the average dose of quetiapine pre-
scribed according to age was investigated.

Statistical analysis was performed using PASW 17.0 for WIN-
DOWS (SPSS Inc., Chicago, IL, USA). Multivariate analysis of 
variance (MANOVA) was performed to simultaneously compare 
the differences between groups between diseases, and the signifi-
cance level was set to 0.05. In addition, classification within insom-
nia patients was additionally performed, and the Mann-Whitney 
test was performed to classify differences according to sex and age, 
and the significance level was set at 0.05. In addition, the Kruskal-
Wallis test was performed to compare the differences between the 
groups divided by the comorbidities within insomnia, and the sig-
nificance level was set to 0.01.

RESULTS

In Table 1, among a total of 2,794 patients, 1,977 patients are di-
vided into 4 group: schizophrenia, bipolar disorder, depressive 
disorder, and insomnia. In addition, the patient’s demographic 
data are analyzed according to sex and age, and the prescribed 
dose and administration period of the drug are analyzed sepa-
rately. As for the number of patients in the four groups, the de-
pressive disorder group is prescribed quetiapine about six times 
more than the other group. And in their sex distribution, the 
male-to-female ratio in the schizophrenia and insomnia group is 
similar, but in bipolar disorder and depressive disorder, women 

Table 1. Demographic data and prescribing quetiapine dose status of the four mental disorder groups (n=1,977)

Schizophrenia
(n=262)

Bipolar disorder
(n=244)

Depressive disorder
(n=1,257)

Insomnia
(n=214)

Sex
Male 118 (45.0)   81 (33.1) 495 (39.4) 103 (48.3)
Female 144 (55.0) 163 (66.9) 762 (60.6) 111 (51.7)

Age (yr) 49.6±7.4 49.6±8.5 57.7±7.9 65.4±9.1
Elderly†   80 (30.5)   71 (29.0)   629 (50.0)*   141 (66.0)*
Quetiapine

Maximum dose (mg) 800 800 750 600
Minimum dose (mg) 12.5 12.5 6.25 6.25
Average dose (mg) 230.39±71.52 188.68±57.29     81.35±20.81*    38.93±13.42
Average period (months) 26.17±8.48 20.54±4.18 26.85±5.94 27.85±9.25

Data are presented as n (%) or mean±SD. *p<0.05; †elderly patients are selected based on the age of 60 or older 
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in the group accounted for twice as much as men. However, it is 
not considered as a statistically significant result, and there is no 
sex difference in the administration of quetiapine. The average 
age of the group is about 50 years old in the schizophrenia and bi-
polar disorder group. The average age of the depressive disorder 
and insomnia group is 57.7±7.9 years and 65.4±9.1 years, which 
are higher than that of the schizophrenia and bipolar disorder 
group. The proportion of elderly patients (over 60 years old) in 
each group is analyzed. As a result, elderly patients accounted for 
50.0% (p=0.04) in the depressive disorder group, and 66.0% (p= 
0.02) in the insomnia patient group, and the results are evaluated 
as statistically significant. This is evaluated as a statistically signifi-
cant result (Figure 1). As for the maximum and minimum dose 
by diagnosis, the lowest dose prescribed is 6.25 mg for depres-
sion and insomnia, and the maximum dose is 750 mg and 600 mg, 
respectively. When the maximum dose is compared, it can be 
seen that a lower dose is prescribed for patients with depression 
and insomnia compared to patients with schizophrenia and bi-
polar disorder, who are prescribed up to 800 mg. The average 
dose used in patients with schizophrenia is 230.39±71.52 mg, 
188.68±57.29 mg for bipolar disorder, 81.35±20.81 mg for depres-

sive disorder, and 38.93±13.42 mg for insomnia. There is no sig-
nificant difference in mean dose between patients with schizo-
phrenia and bipolar disorder (p>0.05), but the difference in that 
between patients with schizophrenia and bipolar disorder and 
patients with depressive disorder is evaluated to be significant 
(p=0.01). The average prescribing period for quetiapine is 26.17± 
8.48, 20.54±4.18, 26.85±5.94, and 27.85±9.25 months for schizo-
phrenia, bipolar disorder, depressive disorder, and insomnia, re-
spectively, indicating approximately 2 years of administration.

In Table 2, out of a total of 2,794 patients, schizophrenia, bipo-
lar disorder, depressive disorder, and insomnia are divided into 4 
group, and patients who did not belong to these groups are in oth-
er disease group. Each group is divided into 4 categories (50 mg 
or less, 75–150 mg, 175–400 mg, and more than 400 mg) accord-
ing to the prescribed quetiapine dose, and the number of patients 
in each category and the ratio within the diagnosis are calculated 
and compared. In the schizophrenia group and the bipolar group, 
it is observed that a relatively high dose of quetiapine of 175 mg 
or more is prescribed. But it is not evaluated statistically signifi-
cantly. For depressive disorder and insomnia, the proportion of 
quetiapine prescribed at 50 mg or less is 70.53% (p=0.01) and 
91.79% (p=0.03), respectively. It is evaluated that it occupies a high 
proportion within each group. It is statistically significant that que-
tiapine tends to be prescribed in relatively low doses for depres-
sive disorder and insomnia (Figure 2).

Table 3 shows the differences in drug dose by sex and age in the 
group of patients diagnosed with insomnia. As a result, there is 
no significant difference in dose according to the sex and age of 
the group (p>0.05). There is no difference in quetiapine dose ac-
cording to age among patients of the same sex. Even in the same 
age group, the difference in dose according to sex do not show any 
significance. However, since more than half of the patients diag-
nosed with insomnia are diagnosed with comorbidity, they are 
further classified and analyzed.

In Table 4, group of patients diagnosed with insomnia (n=214) 
is classified into 5 groups: primary insomnia, depressive disor-
der, anxiety disorder, psychosis, and other diseases according to 
comorbidities. Of a total 214 insomnia patients, 101 patients with 
primary insomnia showed the highest ratio (47.2%), and 12 pa-
tients with insomnia with comorbid mental illness showed the 
lowest ratio (5.6%). No significant difference is observed in the 
comparison of sex or the number of elderly patients for the five 
classified groups. And in the intergroup comparison of the pre-

Table 2. Comparison of the number of patients according to the prescribed dose of quetiapine classified by diagnosis (n=2,794)

Diagnosis
Quetiapine dose

Sum p value
≤50 mg 75–150 mg 175–400 mg >400 mg

Schizophrenia   51 (19.65)   48 (18.49) 86 (32.36) 77 (29.47) 262 1.24
Bipolar disorder   69 (28.47)   37 (15.23) 77 (31.12) 61 (25.16) 244 0.91
Depressive disorder 886 (70.53) 189 (15.04) 117 (9.24) 65 (5.17) 1,257 0.01*
Insomnia 196 (91.79) 14 (6.71) 2 (0.75) 2 (0.75) 214 0.03*
Other diseases 543 (66.42) 153 (18.78) 88 (10.70) 33 (4.10) 817

Data are presented as n (%). *p<0.05 
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Figure 1. Comparison of the proportions of sex and older adults pre-
scribing quetiapine for each diagnosis. There is no significant differ-
ence in the sex ratio by disease (p>0.05). However, a significant in-
crease is observed in the prescription of quetiapine in the elderly 
group for depressive disorder and insomnia (p<0.05). Elderly pa-
tients are selected based on the age of 60 or older.*p<0.05.
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scribed average dose of quetiapine, it is found that 30.08±8.82 
mg of quetiapine is prescribed for primary insomnia and 51.52± 
10.12 mg of quetiapine for insomnia accompanied by depressive 
disorder. This result is evaluated as showing a significant dose 
difference in which more than 60% of quetiapine is prescribed 
for insomnia accompanied by depressive disorder (p=0.01). The 
average dose for the elderly group with primary insomnia is 
30.03±9.14 mg, indicating that the elderly group is prescribed a 
20% higher dose than the non-elderly group (p=0.007) (Figure 3).

DISCUSSION

Quetiapine has fewer extrapyramidal symptoms and no anti-

cholinergic action compared to other antipsychotics, so it is ad-
ministered to elderly patients with various neurological diseases 
for behavioral symptom control [10]. In this study, the proportion 
of elderly patients who are prescribed quetiapine also showed a 
significant increase in the insomnia and depressive disorder group 
compared with other disease groups. The high proportion of the 
elderly using quetiapine in the insomnia and depression group 
means that quetiapine is preferred in the elderly. In a recent study, 
quetiapine is evaluated to show a significantly lower mortality rate, 
reduced cardiovascular disease risk, and lower metabolic disease 
compared to other antipsychotics, indicating an advantage for use 
in elderly patients [11]. However, the risk of falls is evaluated to be 
high, so it is mentioned that caution should be taken when pre-
scribing for insomnia.

It is mainly studied to be effective in the treatment of primary 
negative symptoms compared to typical antipsychotics, and to 
show an effect in combination treatment with clozapine [4]. Al-
though quetiapine is effective in alleviating the positive and neg-
ative symptoms of schizophrenia, it may exhibit side effects such as 
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Figure 3. Comparison of average doses for each prescription of que-
tiapine in elderly and non-elderly patients in the classification of co-
morbidities of insomnia. A significant increase in the prescribed dose 
of quetiapine is observed in elderly patients compared to non-elder-
ly patients in the primary insomnia group (p<0.05). It is analyzed that 
the dose of quetiapine is increased by about 60% in the insomnia 
with depressive disorder group compared to primary insomnia group 
(p≤0.01). Elderly patients are selected based on the age of 60 or 
older. *p<0.05.

Table 4. Current status of quetiapine dose in the insomnia group according to the presence or absence of comorbid diseases (n=214)

Second diagnosis Patients Female Elderly patient†
Average dose (mg)

All Non-elderly Elderly†

Primary insomnia 101 (47.2) 50 (49.0) 80 (79) 30.08±8.82* 25.52±7.45* 30.03±9.14*
Depressive disorder   45 (21.0) 31 (68.7) 25 (55) 51.52±10.12* 51.25±9.98 50.28±11.41
Anxiety disorder   32 (15.0) 15 (47.0) 22 (69) 38.65±9.42 38.75±10.21 38.54±8.87
Psychosis 12 (5.6)   8 (66.6)   5 (42) 55.20±28.40 33.92±5.12 79.17±10.22
Other diseases   24 (11.2) 10 (42.8) 19 (79) 25.93±10.21 50.00±10.27 47.50±8.14
Data are presented as n (%) or mean±SD. *p<0.05; †elderly patients are selected based on the age of 60 or older 

Table 3. Current status of quetiapine dose in the insomnia group 
(n=214)

Patients Average dose (mg)
Sex 

Male   93 (43) 36.39±11.22
Female 121 (57) 40.88±12.76

Age
<60 years   73 (35) 39.39±10.39
≥60 years 141 (65) 38.69±9.52

Data are presented as n (%) or mean±SD.
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Figure 2. Difference in ratio of quetiapine prescription by dose accord-
ing to diagnostic characteristics. It is observed that quetiapine is pre-
scribed at a relatively low dose for depression and insomnia com-
pared to other diseases (p<0.05). *p<0.05.
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drowsiness (32%), dizziness (14%), orthostatic hypotension (13%), 
and agitation (11%). Therefore, the dosage of quetiapine should 
be prescribed with caution in side effects [11]. Accordingly, in the 
case of quetiapine IR formulation for the treatment of schizophre-
nia, quetiapine treatment is usually started at a dose of 50 mg, and 
the maximum prescribed dose can be up to 750 mg by adjusting 
the quetiapine dose according to the symptoms [12]. In the case 
of the schizophrenia group in this study, the average dose is 230.39± 
71.52 mg, and the dose is maintained within the FDA-approved 
dose of 150–750 mg/day. The dose of this quetiapine IR formula-
tion showed the same effectiveness as the standard dose of con-
ventional and other atypical antipsychotic drugs. According to a 
recent study on the effects of quetiapine on the positive and nega-
tive symptoms of schizophrenia, when quetiapine was used for up 
to 208 weeks and longer, it showed a low incidence of side effects 
in patients. The average dosing period of quetiapine investigated 
in this study was 104 weeks, indicating that quetiapine is suitable 
for a long-term dosing strategy in the treatment of schizophrenia [11].

According to a previous study, it was reported that in the case 
of bipolar disorder patients with acute manic symptoms, symp-
toms improved when quetiapine was used more than 600 mg/day. 
Also, in this study, the maximum dose of 800 mg was adminis-
tered to the bipolar disorder group showing acute mania [13]. In 
a recent study, with the use of 400–800 mg/day of quetiapine, the 
time to relapse is evaluated to increase when taking up to 104 weeks 
of quetiapine compared to when quetiapine is not used. In addi-
tion, in the case of bipolar depressive disorder, when the relapse 
of depressive episodes significantly loared the reduction in the 
risk of recurrence of depression compared to placebo when 300 
or 600 mg/day is used, it is said that this study suggests the effec-
tiveness of maintaining the medication [14]. Also, in a recent 
study, a significant decrease in the Montgomery-Åsberg depres-
sion rating scale score is reported as a result of 300 mg/day ad-
ministration to patients with bipolar depression [5]. In this study, 
the average maintenance dose of quetiapine in the bipolar disor-
der group is 188.68±57.29 mg/day, which is different from the 
above study results. Therefore, compared with the recent results, 
the need for additional research through classification within the 
bipolar disorder group is suggested.

According to a recent study, it is recommended that quetiapine 
can be added in cases where the initial drug response with antide-
pressant alone is insufficient even when there are no psychotic 
symptoms [15]. The FDA approval of quetiapine IR formulation 
has not been reviewed, but the therapeutic effect is expected 
through its use as an off-label form in the case of depressive dis-
order. It is reported that when quetiapine is used alone or in com-
bination with antidepressants, it is effective in the treatment of 
major depressive disorder [15]. The extended-release formulation 
is used in combination with antidepressants at a dose of 150–300 
mg/day, and in this study, the IR formulation is used in combina-
tion with an average dose of 81.35±20.81 mg/day. As for the du-
ration of use, a randomized double-blind trial is conducted for 3 
years as a previous study, and the use of paroxetine and quetiap-

ine in combination showed significant results on the remission 
and response rates of depressive symptoms. Therefore, it is sug-
gested that additional investigations are necessary for the results 
of this study [2].

Benzodiazepines are used for insomnia, but there is a need to 
be careful about their abuse. Therefore, quetiapine is preferred 
because it is less likely to be abused and has a sedative effect [16]. 
Accordingly, it has been reported in previous studies that quetiap-
ine is used as an off-label and is generally used at 25–200 mg/day 
[17]. This is a dose that takes into account metabolic side effects 
such as obesity, diabetes, hyperlipidemia, and side effects such as 
dizziness and dry mouth. A study conducted at 25–75 mg/day for 
6 weeks in the treatment of primary insomnia showed significant 
effects on total sleep time and sleep efficiency as measured by 
polysomnography and Pittsburgh Sleep Quality Index (PSQI). 
Therefore, the dose in this study appears to be significant as a 
therapeutic dose [18]. On the other hand, additional studies on 
off-label use through the use of quetiapine during insomnia are 
conducted on insomnia during drug withdrawal and insomnia 
in Parkinson’s disease. It is evaluated that quetiapine 25–100 mg/
day for 6 weeks as a treatment for insomnia of tamoxifen with-
drawal symptoms had an immediate effect [19]. Quetiapine was 
administered at 25–225 mg (average dose 50 mg)/day for up to 
60 days for the main symptoms of tamoxifen withdrawal, and it 
was reported that overall sleep efficiency was improved [20]. 
When quetiapine is administered at 12.5–50 mg (average dose 
31.9 mg)/day for up to 3 months, overall sleep efficiency increased 
and daytime sleep suppression is achieved for insomnia accom-
panying Parkinson’s disease. The effect of quetiapine on insom-
nia has been shown to be effective as it is prescribed in low doses 
for these specific diseases.

When determining the dose of quetiapine, side effects such as 
prolongation of the QT interval and sedation and cognitive de-
cline in the elderly patient group should be considered. Since there 
is a side effect of orthostatic hypotension due to its action on ad-
renergic receptors, quetiapine should be prescribed carefully in 
the elderly [21]. As a result of examining the effect of quetiapine 
on insomnia in elderly patients suffering from schizophrenia, it 
was reported that there was a significant improvement in the PSQI 
score as a result of administering 50–750 mg/day of quetiapine 
for 8 weeks. In this study, the elderly patients showed a higher 
proportion (65%) than the non-elderly patients in the patients 
with primary insomnia without comorbidities. When quetiapine 
was used in a comparative study with risperidone or olanzapine, 
the incidence of cardiovascular disease was significantly lowered 
in the elderly [12]. Also, quetiapine showed a lower risk than ris-
peridone in mortality studies [22]. It can be evaluated that que-
tiapine has a safety advantage compared to other antipsychotics 
when administered to the elderly. Additional research is needed to 
determine whether the same effect is shown in primary insomnia.

It is confirmed that in the case of primary insomnia, relatively 
high doses are prescribed in the elderly than in the young in this 
study. Quetiapine is used off-label for insomnia among antipsy-
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chotics such as olanzapine and risperidone [23]. This result can be 
evaluated as meaning that quetiapine is more preferred for off-la-
bel use when considering the safety aspect of antipsychotics in el-
derly patients. Clinically, it has been reported that a large number 
of doctors are using low-dose quetiapine instead of benzodiaze-
pines to treat insomnia, considering the side effects of benzodiaz-
epines [24]. However, El-Saifi et al. [25] found that the use of 
quetiapine in the elderly is associated with a higher risk of falls 
and an increased mortality rate in the Parkinson’s population. 
Therefore, it seems necessary to carefully monitor the use of que-
tiapine in the elderly.

According to the guidelines from the American Academy of 
Sleep Medicine, off-label use of antipsychotics is recommended 
to be avoided. However, due to the well-known sedative effect 
and insomnia improvement effect at low doses, quetiapine is used 
off-label for sleep purposes [7]. According to a study on sleep im-
provement of quetiapine in healthy adult males without comor-
bidities, it is reported that 25 mg and 100 mg of quetiapine im-
proved sleep quality and efficiency compared to placebo [26]. A 
study by Atkin et al. [27] conducted in 2018 reported that que-
tiapine improved sleep for insomnia and had a lower risk of de-
pendence compared to other drugs. In this study, it is confirmed 
that the low dose of 30.08±8.82 mg is administered while main-
taining the dose for insomnia patients for 27 months.

Quetiapine is generally widely prescribed in patients with oth-
er psychiatric comorbidities [24]. In this study, quetiapine is also 
used in sleep disorders with other comorbidities such as depres-
sive disorder, anxiety disorder, and psychosis. It is reported that 
12.5–800 mg of quetiapine IR is prescribed in cases of bipolar dis-
order, schizophrenia, and comorbidities of depression, improv-
ing overall sleep time and enhancing sleep efficiency [28].

It is estimated that 90% of patients with depression have poor 
sleep quality [29]. After prescribing quetiapine to insomnia patients 
suffering from depressive disorder, an improvement in sleep qual-
ity was observed as a result of analyzing the change in the PSQI 
scale [30]. In addition, since quetiapine acts as an antagonist of 
the H1 receptor, it is analyzed that quetiapine relieves the symp-
toms of depression and has a sleep effect in patients with depres-
sive disorder in which the binding of the H1 receptor is signifi-
cantly reduced [31]. In this study, quetiapine at a dose of 51.52± 
10.12 mg is used as a maintenance dose for the treatment of in-
somnia in patients with depressive disorder. Quetiapine is pre-
scribed at about 60% higher dose than that prescribed for prima-
ry insomnia.

Several studies have reported that quetiapine has a therapeutic 
effect on primary insomnia at low doses (<100 mg). The groups 
of 25 mg/day and 100 mg/day showed significant improvement 
in sleep quality compared to placebo, but there is no significant 
difference between the two groups [26]. Quetiapine is evaluated 
to be helpful in showing a significant sleep effect even when a rel-
atively low dose is prescribed. However, in the case of insomnia 
with a comorbid disease, it is analyzed that the effect of sleep ap-
pears when quetiapine is prescribed at a relatively high dose. In a 

study in which about 315 mg of quetiapine was administered for 
insomnia in patients diagnosed with major depressive disorder 
for 20 weeks, a significant effect was shown on the Hamilton Rat-
ing Scale for Depression insomnia subscale [32]. In the study of 
quetiapine effect on insomnia in a group of patients with bipolar 
depression conducted by McElroy et al. [33], a significant im-
provement in sleep quality is observed at doses of 300 mg and 
600 mg compared to placebo. These results suggest that 300–600 
mg daily of quetiapine is mainly used for mood disorders, and 
25–100 mg daily is recommended for sleep-inducing effects [8]. 
Higher doses of quetiapine are required for mood disorders com-
pared to primary insomnia at long-term maintenance doses. How-
ever, considering that quetiapine exerts an antihistamine effect 
on the H1 receptor at a low dose and causes a sedative effect, ad-
ditional research is needed to determine whether a significant 
dose difference occurs between the two groups at 100 mg or less.

Limitation
In this study, it was not possible to evaluate the effectiveness of 

the prescribed dose because there were no evaluation data to 
measure how much insomnia symptoms improved in patients 
receiving quetiapine. Therefore, it could be confirmed that the 
clinical prescription of quetiapine at a dose similar to that of the 
previous studies was made clinically, but it was evaluated that it 
was difficult to confirm that the dose was an appropriate mainte-
nance dose for insomnia.

Also, in the case of the depressed patient group, there were in-
sufficient data to confirm whether quetiapine was prescribed for 
the treatment of depressive symptoms or was additionally pre-
scribed for the purpose of treating insomnia. Therefore, it was 
evaluated that there was a limit to making a clear distinction be-
tween the insomnia group with depressive symptoms and the de-
pression group.

Conclusion
Through this study, the authors tried to understand the trends 

in the prescribed dose of quetiapine according to the diagnostic 
characteristics and age in psychiatric clinical practice.

Furthermore, it was possible to confirm the difference in the 
prescribed dose of quetiapine according to each comorbidity with-
in insomnia. Through a retrospective chart review, it was con-
firmed that quetiapine was being used for various off-label ad-
ministration as well as for schizophrenia and bipolar disorder. In 
the group of patients with depressive disorder and insomnia, the 
proportion of elderly patients was higher than that of other group, 
and the prescribed dose of quetiapine showed a tendency to be 
prescribed at a relatively low dose.

In the insomnia group, it was confirmed that the insomnia group 
with depressive disorder as a comorbidity received a higher dose 
of quetiapine than the primary insomnia group. And in the case 
of primary insomnia patients, it was analyzed that the older the 
patient, the higher the dose was prescribed compared to the non-
elderly patient. Through this, we reconfirmed the significance of 
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the study results on the effective average dosage in the previous 
study, and suggested the possibility of using it as a reference data 
for the treatment of patients in the relevant disease group in the 
clinical trials.
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