INSOMNIA

CBT-I

COMPONENTS
TX DELIVERY



OK. SO IT WORKS.
WHAT IS IT ?




A HX PERSPECTIVE

COGNITIVE & BEHAVIORAL TXs

Sepr. 29, 1894.) EAU-DE-COLOGNE TIPPLERS. [t Sommea 719

SLEEPLESSNESS.

culled from the Glasgow Herald :

Boap your head with the ordinary yellow soap; rub it into the roots of
the hair until your head is just lather all over, tie it up in a napkin, goto
bed, and wash it out in the morning. Do this for a fortnight. Take no
tea after 6 p.M.
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SO WHAT'S THE BETA ON CBT ?




WHEN | WOKE UP THIS MORNING MY GIRLFRIEND
ASKED ME, “DID YOU SLEEP GOOD?” | SAID,

“NO, | MADE A FEW MISTAKES.”
-- STEPHEN WRIGHT



NATURE OF INSOMNIA OVER TIME

TARGET FOR CBT TX OF INSOMNIA

[J Perpetuating
B Precipitating
B Predisposing

Threshold

Pre-Morbid Acute Early Chronic

SPIELMAN 1985




WHAT ARE PERPETUATING FACTORS

TARGET FOR CBT TX OF INSONMNIA




PERPETUATING FACTORS

Common Compensatory Strategies Used to Cope with Insomnia

COMPENSATORY STRATEGY

EFFECT ON SLEEP

EXTENDING SLEEP OPPORTUNITY

o to Bed Early

De-primes "sleep homeostat" leading to insomnia and shallow
sleep. Possible circadian dysregulation

=leep in (Wake up later)

De-primes "sleep hameostat” Possible circadian dysregulation

Mapping

De-primes "sleep homeaostat.”

COUNTER FATIGUE MEASURES

Increased use of stimulants and/or
inappropriately-timed use of stimulants

Increases sleep interfering states of arousal.

Awoid or decrease physical activity

May de-prime "sleep homeostat.” Can lead to conditioned
arousal if increased time spent resting in bed or in bedroom.

BITUALS & STROATFGIES

otay in bed and wait

Promotes a lack of stimulus contral.

Increase in non-sleep behaviors in the bedroom to
“kill time"

Fromotes a lack of stimulus contral.

Sleep somewhere other than the bedroom

Prormotes a lack of stimulus control.

Engage in "rituals" which are thought to promote
sleep (use of special herbs, teas, etc))

Promotes a dependence on the behaviors and anticipatory
anxiety when not available.

Awoidance of behaviars thought to inhibit sleep
(e.0., sex, going outdoars near bedtime, etc.)

Fromaotes anticipatory anxiety when behaviors occur
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TREATMENTS

o Sleep Restriction
o Stimulus Control
 Sleep Hygiene

« Cognitive Therapy



THE BT TRINITY

Sleep Restriction
Stimulus Control
Sleep Hygiene



THERAPY

SLEEP RESTRICTION
STIMULUS CONTROL
SLEEP HYGIENE
COGNITIVE THERAPY









SLEEP RESTRICTION

Sleep Restriction

Spielman et al, 1987
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Schematic representation by Michael Smith PhD

® Restrict to the number of hours in bed = average TST
e 4.0 Hrs should be the min - PCNA 1987:10(4),547

« PTTB and PTOB are inflexible

* Review ways to stay awake

» Keep diary

 Titration based on diary data (< 85%, 85-90%, > 90%)



SLEEP RESTRICTION

Sleep Restriction

Spielman et al, 1987
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Schematic representation by Michael Smith PhD



TIB: BEFORE, OVER TIME, AND W/ TX

i Timein bed
i Time asleep
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Schematic representation by Michael Grandner PhD



THERAPY

SLEEP RESTRICTION
STIMULUS CONTROL
SLEEP HYGIENE
COGNITIVE THERAPY









STIMULUS CONTROL

1. Lie down to go to sleep only when you are sleepy / sleep
only in the bedroom.

2. Do not use your bed for anything except sleep and sex.

3. If you find yourself unable to fall asleep, get up and go into
another room. Stay up as long as you wish and then return to
the bedroom to sleep.

4. If you still cannot fall asleep, repeat step (3).

5. Set your alarm and get up at the same time every morning
iIrrespective of how much sleep you got during the night.

6. Do not nap during the day.

Disclaimer--illness & driving




STIMULUS CONTROL
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1. Lie down to go to sleep at the prescribed TTB sle¢ pir ess
2. Do not use your bed for anything except sleep and sex.

3. If you find yourself unable to fall asleep, get up and go into

Another room. Stay up for 30,60, or 120 minutes. :
wi ik g

4. If you still cannot fall asleep, repeat step (3).

5. Set your alarm and get up at the same time every morning
iIrrespective of how much sleep you got during the night.

6. Do not nap during the day.



WHAT IS “STIMULUS CONTROL ?”

GOOD STIMULUS CONTROL
ODDS 1IN 2

BEDROOM SEX
BEDTIME

BEDROOM
BEDTIME

STIMULUS DYSCONTROL
ODDS 1IN 8

IR T
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STIMULUS CONTROL

MORE THAN MEETS THE EYE




1. Lie down to go to sleep only when you are sleepy / sleep
only in the bedroom.

INSTRUMENTAL CONDITIONING
STRENGTHENS ASSOCIATION OF
SLEEP RELATED STIMULI WITH
SLEEPINESS AND SLEEP

CLASSICAL CONDITIONING
SETS THE STAGE FOR
SLEEP RELATED STIMULI
TO ELICIT SLEEP AND SLEEPINESS




2. Do not use your bed for anything except sleep and sex.

INSTRUMENTAL CONDITIONING
STRENGTHENS ASSOCIATION OF
SLEEP RELATED STIMULI WITH
SLEEPINESS AND SLEEP

CLASSICAL CONDITIONING
SETS THE STAGE FOR
SLEEP RELATED STIMULI
TO ELICIT SLEEP AND SLEEPINESS










3. If you find yourself unable to fall asleep, get up and go into
another room. Stay up as long as you wish and then return to
the bedroom to sleep.

PREVENTS MICRO & MINI SLEEPS
PROMOTES FULL WAKEFULNESS

FULL WAKEFULNESS DURING THE
SLEEP PERIOD MAY

“PAY DIVIDENDS”
(CIRCADIAN EFFECTS ON HOMEOSTASIS)




4. If you still cannot fall asleep, repeat step (3).

ENSURES EFFECTS FROM
INSTRUCTIONS 1-3




5. Set your alarm and get up at the same time every morning
irrespective of how much sleep you got during the night.

PROMOTES CIRCADIAN
REGULARITY

CONTINGENT SLEEP RESTRICTION

PREVENTS SLEEP EXTENSION
&
SLEEP
HOMEOSTASIS DYSREGULATION




6. Do not nap during the day.

PREVENTS SLEEP EXTENSION
&
SLEEP
HOMEOSTASIS DYSREGULATION




A WORD ABOUT SCT AND SRT

SOME OF THE GREATEST DUOS OF ALL TIME




STC —WHEN TO GO TO BED:
A: SRT (PTIB)

SRT —WHAT DO WHEN AWAKE"

A: SCT




O Conditioned Arousal
O Perpetuating
B Precipitating
B Predisposing

Threshold—-—-----—--

FOUR FACTOR MODEL

4 FACTOR MODEL

STIMULUS CONTROL INST
HYPNOTICS
SADs
OREXIN ANTAGONISM

SLEEP RESTRICTION
STIMULUS CONTROL INST

EXERCISE
RELAXATION
GEN. PSYCHOTHERAPY



THERAPY

SLEEP RESTRICTION
STIMULUS CONTROL
SLEEP HYGIENE
COGNITIVE THERAPY



SLEEP HYGIENE

SLEEP HYGIENE
1. Sleep only as much as you need to feel refreshed during the following day.

Restricting your time in bed helps to conzolidate and deepen your sleep. Excessively long times in bed lead to fragmented and
shallowy sleep. Get up at your regular time the next day, no matter howy little you slept.

2. Get up at the same time each day, 7 days a week.
A regular wake time inthe morning leads to regular times of sleep onset, and helps to set your "hiological clock "
3. Exercise regularly.

Schedule exercise times so that they do not ocour within 3 hours of when you intend to go to bed. Exercize makes it easier to
initiate sleep and deepen slesp.

4. Make sure your bedroom i comfortable and free from light and noise.

A comfortable, noize-free zleep environment will reduce the likelihood that you will weake up during the night. Moise that does not
awvaken you may alzo disturb the quality of your sleep. Carpeting, insulated curtains, and closing the door may help.

4. Make sure that your bedroom is at a comfortable temperature during the night.

Excessively warm of cold sleep environments may disturb sleep.

&. Eat regular meals and do not go to bed hungry.

Hunger may disturb sleep. A light snack at bedtime (ezpecially carbobydrates) may help sleep, but avoid gressy or "heswy" foods.
7. Avoid excessive liquids in the evening.

Reducing liguid intake will minimize the need for nighttime trips to the bathroom.

3. Cut dowm on all caffeine produdcts.

Caffeinated beverages and foods (coffee, tea, cola, chocolate) can cause ditficulty falling asleep | avwakenings during the night, and
shallowy sleep. Even catfeine early in the day can disrupt nighttime sleep.

9. Avoid alcohol, especially in the evening.

Although alcohal helps tense people fall aslesp more easily, t causes swakenings later inthe night .
10. Smoking may disturb skeep.

Micatine is a stimulant. Try not to smoke during the night when you have trouble sleeping.

11. Don't take your problems to bed.

Plan some time earlier in the evening far woarking on your problems or planning the next day's activities. Worrying may interfere
with initiating sleep and produce shallow sleep.

12. Do not &y to fall asleep.

Thiz only makes the problem worse. Instead, turn on the light, leave the bedroom, and do something different like reading & book.
Don't engage in stimulating activity. Return to bed only when you are sleepy.

13. Put the clock under the bed or furn it sothat you can’t see it.
Clock weatching may lead to frustration, anger, and worry which interfere with sleep.

14 Avoid naps. Staying swvake during the day helps you to fall asleep at night.




SLEEP HYGIENE




SLEEP HYGIENE
IS ALMOST ALWAYS PART OF “CBT”
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Chapter 3

Sleep Hygiene

Dwonn Posner
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THERAPY

SLEEP RESTRICTION
STIMULUS CONTROL
SLEEP HYGIENE
COGNITIVE THERAPY



COGNITIVE THERAPY
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OFTEN NOT A PART OF “CBT”

WHEN INCLUDED IT'S
NOT WELL STANDARDIZED
NOT WELL EVALUATED

TWO TYPES: GENERAL CT AND TARGETED CT



COGNITIVE THERAPY — GENERAL

SETTING EXPECTATION & INSURING COMPLIANCE

e WILL GET WORSE BEFORE BETTER

« CHANGE/RE-FRAME END GOAL FROM MORE SLEEP TO
« SHORT SL AND LOW WASO, BUT LESS SLEEP

« COMMIT TO THE PROCESS (# of nights)
- LONG-TERM GOALS

DON'T EXPECT TO

SLEEP LIKE A BABY

NEVER HAVE ANOTHER NIGHT OF INSOMNIA
DON'T EXPECT 8 HOURS — YOU MAY NOT NEED IT

« THINK OF ACUTE INSOMNIA IN RESPONSE TO STRESS
AS A SOLUTION VS A PROBLEM



YOU HEARD IT BEFORE — BUT

THIS
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LONG-TERM GOALS

NOMOTHETICS 1= IDIOGRAPHICS

INDIVIDUALS MAY SEEK MORE SLEEP THAN THEY
NEED WHEN IDIOGRAPHIC SLEEP NEEDS ARE
DEFINED BY NOMOTHETIC GOALS.
LICHSTEIN 2010



LONG-TERM GOALS

“DON'T EXPECT 8 HOURS - YOU MAY NOT NEED IT”



COGNITIVE THERAPY

SOMETHING SPECIFIC

CHANGING THE GOAL
FROM
GETTING MORE SLEEP
TO
GETTING TO SLEEP FASTER AND STAYING ASLEEP !
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COGNITIVE THERAPY — TARGETED

TYPES
DEBUNKING DYSFUNCTIONAL BELIEFS - MORIN
COGNITIVE RESTRUCTURING - HARVEY

WORRY AND RUMINATION
ATTENTION BIAS
SAFETY BEHAVIORS

DECATASTROPHIZATION - PERLIS
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THERAPY




THERAPY SCHEDULE

Session 1- Assessment and providing sleep log
Session 2- Education, restriction, stimulus control
Session 3- Problem solve and sleep hygiene
Session 4- Upward titration

Session 5- Upward titration & cognitive Tx
Session 6- Upward titration

Session 7- Upward titration

Session 8- Relapse prevention



WHY 8 SESSIONS ?
HERE'S 8 REASONS

(ASSUMING PERFECT COMPLIANCE)

TOTAL SLFEP TIME




WHY 8 SESSIONS ?

WHAT AMOUNT OF SUCCESS GUARANTEES
COMPLIANCE ?

WHAT AMOUNT OF BEHAVIORAL CHANGE -
CHANGES COGNITION ?

HOW MUCH IMPROVED SLEEP LEADS TO
COUNTER CONDITIONING

AND FOR THAT MATTER HOW MUCH TREATMENT
IS REQUIRED/STANDARD FOR CBT FOR
OTHER ILLNESSES ?!



WHY NOT 12 OR 16 SESSIONS ?

THE VALUE OF FIX-IT-BREAK-IT
INCREASED SELF EFFICACY
ENHANCED SLEEP ABILITY
TESTING SLEEP NEED

V\

Just break it.




THERAPIST




TREATMENT SETTING

PRIVATE PRACTICE — HOME OFFICE
SLEEP DX CENTER - PRIVATE OFFICE
SLEEP DX CENTER - SHARED SPACE
PRIMARY CARE - SHARED SPACE



TREATMENT TOOLS

— WHITE BOARD

ROUND TABLE
CALCULATOR OR EXCEL CALCULATOR
INTERNET ACCESS ?

RECORDING EQUIPMENT



SETTING EXPECTATIONS

THEY ARE IN “THE RIGHT PLACE WITH THE RIGHT PERSON"
THERAPY IS SHORT TERM (6-12 WEEKYS)

THEY WILL GET WORSE BEFORE THEY GET BETTER
LONG-TERM GOALS

WHAT'S LEARNED IS FOR LIFE...

TX IS VERY EFFECTIVE

TO GAIN THEY MUST COMPLY



PREREQUISITES

MEDICALLY AND PSYCHIATRICALLY STABLE
ADEQUATE LANGUAGE COMPREHENSION
TIME FOR TREATMENT

TIME TO BE "OFF THEIR GAME”
COMPLIANCE WITH DIARIES

COMPLIANCE WITH PRESCRIPTIONS



CHARTING

SLEEP LATENCY DATA
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BEHAVIORAL SLEEP MEDICINE SERVICE - PROGRESS HOTE
Hame:
Session 3

CPT Code:

Diaries:

Fi ue: DSPS/ASPS
SieepuaSg
Highmares




CHARTING

|Date of Evaluation:
ldentifying Information.

PRESENTING COMPLAINT & SLEEP INFORMATION

Daytime Fur Syt oms.
History of Presenting Complaint.
Prior Treatment for Sleep Disorders.
Sleep ContinuityiQ uality .

Sleep Habits and Environment:

EAMILY & SOCIAL HISTORY
MEDICAL AND PSYCHIATRIC INFORMATION
Medical History.
rrent

SUMMARY OF RESULTS FROM ASSESSMENT MEAURES

=
I-Frbid Rl rembony
B Trd | Arode b IREmbony

CASE CONCEPTUALIZATION
Socioeconomic and Cultural Factors.
S and Behavioral Factors.
Life Events.
Genetic and Temperament.

OVERALL CONCEPTUALIZATION
DIAGHOSIS & TREATMENT PLAN

Diagnostic Impression:

Treatment Plan




CHARTING

CASE CONCEPTUALIZATION
From A Holl out for CET-1, Program Chair Hachel Manber PhD

1. What factors may be weakening the signal from the patient's biological clock (e.qg., irregular

rise time, time in bed window that is not congruent with the patient's circadian type )

YWhat factors may be weakening the patient's sleep drive? (e.g., extended time in hed,
dozing off in the evening, daytime napping)

What aspects of hyper-arousal are evidentY (e.q., conditioned arousal, excessive sleep
effort, specific erroneous heliefs about sleep, presence of hyper-active mind in bed)

VYwhat substances may be interfering with sleep? (e.g., sleep medications, caffeine, alcohal,
nicoting, marijuanal‘other drugs, stimulants, other medications, nocturnal eating)

Vi'hat comorhidities may impact the patient's sleep and how' (g, depression may

contribute to excessive time in bed, PTS0 is associated with byper-wigilance, improperly
adjusted CPAF therapy may be interfering with sleep)




CHARTING

SUPERVISION IS FAR EASIER WITH GRAPHS



CHARTING

BEHAVIORAL SLEEP MEDICINE SERVICE —PROGRESS HOTE
Hame:
Session 3:

CPT Code:

Diaries:

o Sspsing ||t
Coaraton [+ ormres || Woor

04 Signature




SLEEP DIARIES

NAME: DATE

COMPLETE: IMMEDMATELY BEFORE BED COHCERHING HOW YOU FELT TODAY
ROH TUES WED

TYPICAL DAY [YESHO]*

FATIGUE [MOME O—1—2—3—1—5 A LOT)
STRESS [MOMEO—1—2—3—4—& ALOT)

ALERT [MOT ¥ERY 0—1—2—3—4—0vERY]
CONCENTRATION [GOOD 0—1—2—3—4—5 BAD)
MooD [BADO—1—2—3—1—6 G0O00]

TIME SFENT EXERCISIMNG [MIN.]

NURMEER OF ALCOHOLIC BEEVERAGES

THE PRICE OF THERAPY (ASIDE FROM $9%) IS DIARIES

HEALTH [FELT FIME 0—1—2—3—d—G BAD]
MENSTRUATE TODAY [YESHNO]
MENSTRUAL PAIN [NOME O0—1—2—3—4—5 BAD)
~ * PLELSE NOICATE OH THE EECE OF THIS SHEETWHY BHY GIVEH OEY WioS HOT TrFICEL BRIVOR WHET MEDICETIONS YO U TOOF OH BHY GREN OAY.

COMPLETE IMMEMATELY OH AWAKEHING {PLEASE CACULATE TOTAL TME INBED AND TOTAL SLEEP TIME)
hAON TUES WED THURS FRI SAT

TIME TO BED [CLOCE TIME]
TIME OUT OF BED [CLOGCK TIME]

[TIE) TOTAL TIME TN EED

TIME TO EED [OEv FRI 1]
TIME OUT OF BED [OEY FRM 7]

[SL] TRAETO FALL ASLEEF

[HNUFA] HOMEER TIMES AWARENED
[WAS) WAKE AFTER SLEEF CIHGET
[TTOE] TOTAL AMOUNT TIME OUT OF BED
[TET]TOTAL SLEEF TIME [MIN ]
[SEJSLEEF EFFICENCT

SLEEF GUALITY [FOOR —T—f—F—a—& GO00]
FATIGUE [NONE 0—i—s——a4—& A LOT)




SLEEP DIARIES

THINK ABOUT USING ON-LINE DIARIES OR APS

) J @ 0 +

N I TES kG i LiTiox P
of SLEEPLESSNESS L...em

Home Contact Us Videos Informed Consent today's forms  all forms  Logout mperlis  summary completed forms  study events

AM Sleep Diary

Please answer all the io : . If yo not sure what the question means (what the guestion is getting at), place the mou
over the text of que s marl ore info)" and an explanation will be provided.

Sleep diary date:

Sleep diary UserID:
1. What time did you get into bed?

Was this a normal/typical time to go to bed for you?
2. What time did you try and go to sleep? (more info)

3. How long did it take you to fall asleep? {(more info)

4. How many times did you wake up, not counting your final awakening? (more info)

5. How much time did you spend awake during the night — in bed? {more info)

6. How much time did you spend awake during the night — out of bed? (more info)
7. What time was your final awakening?

8. How long were you continuously awake before getting out of bed?

9. How much sleep did you get last night?

10. What time did you get out of bed for the day? (more info)

Was this a normal /typical time to get out of bed for you? O No




PATHWAY(S) TO
CLINICAL EXCELLNCE




Sleep Restriction

=pielman et al, 1987

et e B e |
Insomnia

T
Week 1 .
SR [
| Schematic representation by Michael Smith PhD____

DO NOT UNDER DOSE SLEEP
RESTRICTION



Sleep Restriction

Spielman et al, 1987
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___ Schematic representation by Michael Smith PhD

DO NOT OVER DOSE TIB DURING
TITRATION
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4-8 SESSIONS IS OFTEN NOT ENOUGH,

STAY OPEN TO MORE SESSIONS THAN

1S SOP...



FINALLY

WHO IS A GOOD CANDIDATE FOR CBT-I



WHO IS A GOOD CANDIDATE FOR CBT-1?

ASSESSMENT ALGORITHM : IS CBT- | INDICATED ?

CBT.l1 HOT
INDICATED

at a latertime

CBT-1 NOT
B : INDICATED

the patient
TaRXEE at a latertime

CBT.lI HOT
INDICATED

at a latertime

EVIDEHCE OF MALADAPTIVE BEHAVIORS
Does the patient have an SE% < 90%
CBT.l NOT
INDICATED

Educate the patient

CBT IS INDICATED

HEALTH PSYCHOL. 2006 JAN;25(1):15-9.
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