CBT-1 2014

Cognitive Behavioral Therapy
for Insomnia

TH ST
THURSDAY OCTOBER 30 - SATURDAY NOVEMBER 1
LOEWS HOTEL - PHILADELPHIA



Welcome to Philadelphia

Stuff to Consider Doing

Reading Terminal Market
China Town
South Philly Market
The Theater District
The Art Museum
Old City

http://www.discoverphl.com
http://phillyfunguide.com
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CBT-l 2014 Cognitive Behavioral Therapy for Insomnia
Thursday-Saturday, October 30" - November 1% 2014, Loews Hotel, Philadelphia PA

Day One Thursday, October 30, 2014
The first day is dedicated fo an origntation
to Sleep Medicine, the definition of
insomnia and a review of basic efiofogy and
pathophysiology, and a review of freatment
approaches.

7:00 AM - 8:00 AM
Registration and Continental Breakfast / Exhibits

2:00 AM - 12:30 PM

Welcome Announcements / Onentation
Sleep 101: Overarching Framework

Signs and Symptoms of Sleep Disorders
Coffee Break / Exhibits

Definition of Insomnia

Basic Etiology & Pathophysiology of Insomnia

12:30 PM - 1:30 PM
Lunch (an your own)

1:30 PM - 5:00 PM
Treating Insomnia Part |
(Review of Pharmacologic & CBT Options)
Coifee Break / Exhibits
Treating Insomnia Part |l
(Owerview of CBT-I)
Determination of Whether CBT-l is Indicated
(vs. Diagnosis-Based Assessment)

5:00 PM — 6:00 PM
Addifional ime for above componeants
Dedicated time for Questions and Answers

Day Two Friday, October 31, 2014

The primary focus of the second day will be
the implementation of the core efements of
eight-session CBT-I (Sleep Restriction,
Stimulus Control, and Sleep Hygiene).

7:00 AM - 8:00 AM

Continental Breakfast ! Exhibits
B:00 AM -12:30 PM

CBT-l Session-hy-Session Review Orentation
Session | — Intake Evaluation
Coffee Break / Exhibits
Session Il — Treatment Initiation
a) Sleep Restriction Procedures and Rationale
b) Stimulus Control Procedures and Rationale

12:30 PM - 1:30 PM

Lunch (on your own)

1:30 PM - 5:00 PM

Sessjon Il — Sleep Hyagiene

Sleep Hygiene Procedures and Rationale
Coffes Break and Exhibits
Session IV, VI & VIl — Titration and Compliance
Coffee Break and Exhibits

5:00 PM — 6:00 PM
Additional time for above components
Dedicated time for Questions and Answers

Day Three Saturday, November 1, 2014
The primary focus of the third day will be
Cognitive Therapy, Relapse prevention,
Practice Management, and case examples.

7:00 AM - 8:00 AM
Continental Breakfast / Exhibits

B:00 AM -12:30 PM

Session V — Cognitive Therapy for Insomnia
Catastrophic Thinking
(Discussion on Alternative Cognitive Treatments)

Session VIl - Relapse Prevention

Practice Management & Billing
(Mamie Shanbhaqg, PhD)

12:30 PM - 1:30 PM
Lunch (on your own)
1:30 PM - 5:00 PM
Case Examples
General Discussion

5:00 PM — 6:00 PM
Additional time for above componemnts
Dedicated time for Questions and Answers



COURSE DIRECTOR AND SPEAKER

Michael L. Perlis, Ph.D.

Associate Professor of Psychology in Psychiatry,
University of Pennsylvania

Director, Penn Behavioral Sleep Medicine Program,
University of Pennsylvania

Adjunct Faculty, School of Nursing, University of
Pennsylvania

Dr. Perlis is the primary lecturer for the seminar.
He developed the course six years ago to provide
clinicians from all walks of professional life the
education and tools they need to conduct CBT-l. Dr. Perlis has been
continually updating the course material and course offerings since 2005.
Over this course of this time the seminar has been given in venues around
the world and has attracted increasingly multidisciplinary audiences. The
seminar, according to Dr. Perlis, represents his best effort towards a singular
goal: “Make CBT-l widely available”.

Dr. Perlis is internationally known for his work in the area of Behavioral
Sleep Medicine (BSM). He is a coauthor of the first text book in this field and
he is the senior author of a published CBT-I treatment manual and a larger
text summarizing all BSM treatments. His research includes neurocognitive
phenomena in insomnia, the cognitive and/or behavior effects of sedative
hypnotics and placebos, the development of alternative treatment
approaches for insomnia, and sleep in depression. His work has been, and
continues to be, funded by the National Institutes of Health and he has
published over 100 articles and chapters on topics related to sleep research.

In addition to his academic endeavors, he has served on the editorial boards
of Sleep, the Journal of Sleep Research, and the journal of Behavioral Sleep
Medicine. Dr. Perlis has also served as a member, or chair, of several
committees and task forces of the Sleep Research Society and the American
Academy of Sleep Medicine. Currently, he is a founding member and was
the first President of the Society of Behavioral Sleep Medicine.



DISCUSSANT

Donn Posner, PhD

Associate Professor of Psychiatry and Human
Behavior, Brown University

Director, Behavioral Sleep Medicine, The Sleep
Disorders Center of Lifespan Hospitals

Dr. Posner is nationally renowned as a master
CBT-l therapist and clinical educator. His role in
the seminar, this year and over the course of the
last four years, is to 1) provide the “in clinic point
of view" on the didactic material being presented during the seminar, and
2) highlight and flesh out issues that arise during lectures or during the

Question and Answer components of the course. Dr. Posner is also available
throughout the seminar to provide one on one responses to questions and
concerns.

Dr. Posner has been actively engaged in the treatment of sleep- disordered
patients for the past twenty-one years. He sees a wide variety of patients,
including those with Primary and Co-morbid Insomnia, Circadian Rhythm
Disorders, Sleep Apnea, and Narcolepsy. In addition, half of his practice is
involved with anxiety disorders and the behavioral treatment of such
problems as Panic Disorder, Generalized Anxiety Disorder, Obsessive-
Compulsive Disorder, Post-Traumatic Stress Disorder, and Social Phobia. For
the last sixteen years he has served as the lead supervisor and mentor for a
sleep medicine and anxiety disorders rotation in the Behavioral Medicine
track of the Brown Clinical Psychology internship. He is a member of the
American Academy of Sleep Medicine and became one of the first certified
Behavioral Sleep Medicine specialists recognized by that group.



CONSULTANT AND LECTURER

Marnie G. Shanbhag, PhD, PA

Dr. Shanbhag joined the course last year to provide
information on practice management, marketing,
and billing.

Marnie Shanbhag is a licensed psychologist in
private practice in Winter Park, Florida. Dr.
Shanbhag specializes in health issues and
corporate psychology and divides her time
between counseling individuals, couples, and employees and providing
consultation services to local companies. Prior to private practice, Dr.
Shanbhag served as the Executive Director of a nonprofit agency
coordinating maternal and child health systems and taught at the
University of Florida.

Dr. Shanbhag graduated from the University of Pennsylvania and earned
her doctorate from the University of Florida after completing her
psychology residency at the South Texas Veteran's Health Care System in
San Antonio, Texas. She is a member of the American Psychological
Association, the Florida Psychological Association, and serves on the Board
of the Central Chapter of area psychologists. She can be reached at 407-
644-5598 or MShanbhag@earthlink.net.



GUEST DISCUSSANT

Jason Ellis, PhD

Professor, Department of Psychiatry,
Northumbria University

Director, Northumbria Centre for Sleep Research

Course Role(s): Dr. Ellis is an internationally prominent sleep
researcher and an experienced CBT-I therapist. His role in the Basic
Seminar, like Dr. Posner's, is to: 1) Provide the "in-clinic point of
3 view" on the didactic material presented during the seminar, 2)
“ Highlight and flesh out issues that arise during lectures or during the

QnA components of the course, and 3) Provide "color commentary."

Dr. Ellis, along with Drs. Perlis and Posner, is available throughout the
Basic Seminar to provide one-on-one responses to questions and concerns. His role in the
Advanced Seminar is as both a lecturer and a discussion leader.

Background: Dr. Ellis is a Professor of Sleep Science and Director of the Northumbria Centre for
Sleep Research in the United Kingdom. He splits his time between his basic research interests:
the pathophysiology of sleep disorders (Insomnia, Restless Legs Syndrome, and Circadian
Rhythm Disorders), the natural history of Insomnia, and his applied work on Cognitive
Behavioral Therapy for Insomnia (CBT-1). Within the latter framework he examines the impact
of novel adjunct therapies, the influence of social factors on adherence, and the effective
delivery of CBT-1 in complex cases. He has worked within the National Health Service in the
United Kingdom, delivering CBT-1 to individuals with a range of physical and psychological
conditions and serves on the editorial board of Behavioral Sleep Medicine. He is a serious
advocate of public engagement and professional education with regard to behavioral sleep
medicine and regularly trains CBT-l1 to clinicians and primary care physicians in the United
Kingdom.



Program Content provided by Michael Perlis et al
Continuing Education credits provided by PESI, Inc.

Program Title:  Principles and Practice of CBT-I (Basic Course)

Date: October 30-November 1, 2014

Location: Philadelphia, PA

PESI Program Code: 29301PHI (Please reference this code when contacting PESI regarding this program)
Duration of Instructional Content: 1350 minutes (total for 3 days)

COUNSELORS: PESI, Inc. is an NBCC-Approved Continuing Education Provider (ACEP™) and may offer NBCC-
approved clock hours for events that meet NBCC requirements. The ACEP solely is responsible for all aspects of the
program. ACEP#: 5637. This course qualifies for 15.0 contact hours for attending Day 1 & 2 only OR 22.5 contact
hours for entire conference.

SOCIAL WORKERS: PESI, Inc. Provider #:1062, is approved as a provider for social work continuing education by
the Association of Social Work Boards (ASWB), www.aswb.org through the Approved Continuing Education (ACE)
Program. PESI, Inc. maintains responsibility for the program. ASWB Approval Period: January 27, 2014-January 27,
2017. Social workers should contact their regulatory board to determine course approval for continuing education
credits. Social workers participating in this course will receive 15.0 (Clinical) per day for attending Day 1 & 2 only OR
22.5 (Clinical) continuing education clock hours for entire conference education clock hours in participating in this
intermediate course. A certificate of attendance will be awarded at the end of the program to social workers who
complete the program evaluation.

PSYCHOLOGISTS: PESI, Inc. is approved by the American Psychological Association to sponsor continuing
education for psychologists. PESI maintains responsibility for this program and its content. PESI is offering this
activity for 15.0 hours of continuing education credit for attending Day 1 & 2 only OR 22.5 hours of continuing
education credit for entire conference. Full attendance is required; no partial credits will be offered for partial
attendance.

MARRIAGE AND FAMILY THERAPISTS: This activity consists of 900 minutes of continuing education instruction for
attending Day 1 & 2 only OR 1,350 minutes of continuing education instruction for entire conference. Credit
requirements and approvals vary per state board regulations. You should save this course outline, the certificate of
completion you receive from the activity and contact your state board or organization to determine specific filing
requirements.

ADDICTION COUNSELORS: PESI, Inc. is an approved provider of continuing education by the National Association
of Alcoholism & Drug Abuse Counselors (NAADAC), provider #: 00131. Full attendance is required; no partial credit
will be awarded for partial attendance. This course qualifies for 18.0 contact hours for attending Day 1 & 2 only OR
27.0 contact hours for entire conference.

NURSES/NURSE PRACTITIONERS/CLINICAL NURSE SPECIALISTS: This activity meets the criteria for a formally
approved American Nurses Credentialing Center (ANCC) Activity PESI, Inc, is an approved provider by the American
Psychological Association, which is recognized by the ANCC for behavioral health related activities. Full attendance
is required; no partial credit will be awarded for partial attendance.

This activity qualifies for 15.0 contact hours for attending Day 1 & 2 only OR 22.5 contact hours for entire conference.

OTHER PROFESSIONS: This seminar qualifies for 15.0 continuing education clock hours for attending Day 1 & 2
only OR 22.5 continuing education clock hours for entire conference as required by many national, state and local
licensing boards and professional organizations. Save your course outline and certificate of completion, and contact
your own board or organization for specific requirements.


http://www.aswb.org/
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THANK YOU FOR BEING HERE
THANK YOU FOR YOUR INTEREST

LECTURER

Michael L. Perlis PhD
Associate Professor, Psychiatry & Nursing
University of Pennsylvania

DISCUSSANT

Donn Posner PhD
Clinical Associate Professor of Psychiatry and Human Behavior,
Alpert Medical School of Brown University
Psychologist I, Veterans Affairs Palo Alto Health Care System

GUEST DISCUSSANT

Jason Ellis PhD
Professor of Sleep Science
Director of the Northumbria Centre for Sleep Research
Department: Psychology




DISCLOSURE

THE FOLLOWING FACULTY HAVE REPORTED THE LISTED RELEVANT FINANCIAL
RELATIONSHIPS WITH GOMMERGIAL INTERESTS RELATED TO THE GONTENT OF THIS
EDUCATIONAL ACTIVITY.

Michael Perlis, PhD

DISCLOSURE

THE FOLLOWING FACULTY HAVE REPORTED THE LISTED RELEVENT FINANCIAL
RELATIONSHIPSWITH COMMERCIAL INTERESTS RELATED TO THE CONTENT OF THIS
EDUCATIONAL ACTIVITY.

DONN POSNER, PH.D., CBSM

DISCLOSURE
THE FOLLOWING FACULTY HAVE REPORTED THE LISTED RELEVANT FINANCIAL

RELATIONSHIPS WITH COMMERCIAL INTERESTS RELATED TO THE CONTENT
OF THIS EDUCATIONAL ACTIVITY

JASON ELLIS (PhD)




ABOUT YOU
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DISCIPLINES ?
SPECIALTIES ?
CBT-I ?

A WORD ABOUT THE CONTENT OF THE
COURSE

A WORD ABOUT THE CONTENT OF THE
COURSE

DAY 1 =




A WORD ABOUT THE CONTENT OF THE
COURSE
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DAY 3 =

DAY BY DAY

DoD CBT-1 Workshop + Dayl
0. openeR 216997
) 1. CONCEPTUAL Framework 2014 95T
) 2. SLEEP D5 Signs and symptoms 014 ppt
@) 3. DEFINITION of insomnia 2014.ppt
B¢, €m0 & paTHO 2014 £PT
2] 5. TREATING insomnia 2014 PPT
@) 6. CBT-1Tx componants 2004 PPT

DoD CBT-1Worshop » Day2 »

) 21 SESSION - 1 ASSESSMENT OF INSOMMIA - 2014.09T
) 2.2 SESSION - 2 TREATMENT - 2014.PPT

) 23 SESSION - 3 TREATMENT - 2014.PPT

{2 24 SESSION - & TREATMENT - 2014.PPT

M 26 SESSION - 6&788 TREATMENT - 2014.PPT

DoD CBT-I Workshop » Day3
{)1. SESSION - 5 COGNITIVE THERAPY - 2014.PPT
(] 2. FOUR CBT-1 CASES - 014.PPT
3. Qna - 2014097

THE QUESTION OF THE DAY

> |
WHAT’S

COGNITIVE BEHAVIORAL THERAPY FOR
INSOMNIA (CBT-l) ?




IN ANUTSHELL

INSOMNIA

TREATMENTS

« Stimulus Control

« Sleep Hygiene

« Cognitive Therapy
* Phototherapy

* Relaxation

« Sleep Restriction }THE BT OF CBT-l

INSOMNIA

TREATMENTS

« Sleep Restriction
« Stimulus Control

« Sleep Hygiene

« Cognitive Therapy
* Phototherapy

* Relaxation




WHAT’S THE IN CBT-l ?

S0O... HOW TO GET FROM

FIRST THIS SEMINAR

CBT-l 2014 Cognitive Behavioral Therapy for Insomnia
Thursday-Saturday, October 307 - November 1% 2014, Loews Hotel, Philadelphia PA
Day One Thwrsday, Ocicber 30,2014 Day Two Friday, October 31,2014 Day Theee Sakday, Noverber 1, 2014

) v esiton Poxadns i Bt
o) St Conts Procenses i Ratiede

Eam
1PN S0PM

-
oy pp—




THE SEMINAR
IS INTENDED AS
THE BEGINNING OF THE ROAD

FOLLOW UP STEPS INCLUDE

READ MORE BROADLY

SEE THE MOVIE(S)

OBSERVE 3-5 CASES
CONDUCT 3-5 CASES WITH SUPERVISION

ENGAGE WITH A PRACTICE CONSULTANT
SEEK OUT CE OPPORTUNITIES

READ MORE BROADLY

INSOIVINTA

Overcoming
Insomnia

Jick DL Eopse
Cellcer E. Carney




READ MORE BROADLY

INsomnNIA

Diagnosis and Treatment

READ MORE BROADLY

US. Department of Health £ Human J Institutes of Health
NIH Consensus Development Prog .

Mo | AbaAUs Previcus Conference Ststemants | FAQS

NIH State-of.the-Science Canference on
Manifestations and
Management of Chronic
Insomnia in Adults

chronic.
Insomnia

Heme

Final Panel Statement

For

9 and Download: [POF Varsion]

http://consensus.nih.gov/2005/insomniastatement.htm

READ MORE BROADLY

BSM Treatment
Protocols for Insomnia

Introduction

SEATE 08 THE SCHNCE
Comrpasl e




READ MORE BROADLY

www.aasmnet.org/PracticeParameters.aspx?cid=109

SEE THE MOVIE(S)

e

Home | Osbnc Seore W0

Pa

4 Circaian Riyhm Disoroers

BEHAVIDRAL
SLEEP NEDICINE
SERIES

w10 T
PRTCERLOST O SUERP
NEDICHN SERES

http://www.aasmnet.org/store/products.aspx?depid=21

OBSERVE 3-5 CASES

&3

10



OBSERVE A CASE VIDEO

www.pesi.com

CONDUCT 3-5 CASES WITH SUPERVISION

11



JEDI MASTERS

Donn Posner Brown University

Richard Bootzin University of Arizona

Art Spielman CUNY

Ken Lichstein Univ. of Alabama

Sara Matteson University of Rochester
Phil Gehrman University of Pennsylvania
Ryan Wetzler Private Practice

Jen Martin UCLA & Private Practice
Todd Arnedt University of Michigan

OTHER JEDI

AMERICAN BOARD OF SLEEP MEDICINE

BEHAVIORAL SLEEP MEDICINE SPECLALISTS

rification in behavioral sleep medicin

12



CONDUCT 3-5 CASES WITH SUPERVISION

2012 CBT-1 Seminar: October 19th-21st, Bethesda, MD

Group Supervision e >

http://www.med.upenn.edu/cbti/GroupSupervision.html

Practice and Billing Consultation - PhDs

Ryan G. Wetzler, PsyD, CBSM
Sleep Medicine Specialists

1169 Eastern Parkway, Suite 3357
Louisville, KY 40217

rwetzler@kysleepmed.com

Phone: 502-454-0755 Ext. 161
Fax: 502-459-2156
Website: www.sleepmedicinespecialists.com

Practice and Billing Consultation - NPs

Carla Jungquist NP PhD
University of Rochester

carlajun@buffalo.edu

Ann Rogers RN PhD FAAN
Emory University

ann.e.rogers@emory.edu

13



Coaching & Consultation

Marnie G. Shanbhag, Ph.D.
505 Park Avenue North, Suite 201
Winter Park, FL 32789

MShanbhag@earthlink.net

Phone: 407-644-5598
Fax: 407-644-0329
Website: www.centralflcounseling.com

ADVANCED TRAINING

NEW IN 2015

MASTERS IN BEHAVIORAL SLEEP MEDICINE
A—
Oxford L_Inive_rfij"

www.eye.ox.ac.uk/research/m

ADVANCED TRAINING

n

Advanced CBT-| 2014
Thursday-Saturday, April 17-19 2014, Loews Hotel Center City Philadelphia, PA

sy Gne Trursasy, Apal 170 Day Two Friday, Agal 180 Day Thees Setrdsy, Aged 199
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CONTINUING EDUCATION OPPORTUNITIES

Saciety of Beha
Behavioral Slecp Medic:

www.behavioralsleep.org/Course.aspx

WORKSHOP AND SEMINAR OFFERINGS

WORKSHOPS
Back by Popular Demand!

Behavioral Sleep Medicine: Evidence-Based Treatments
for Sleep Disorders wershso cosers1om
Tharsday, August 6, 2009

Workshop Description

treal e Gaorders. An sovecal
I ‘Parasomrias,
dsorders. Thare or practtoness A expans The man

goal £ how to provide and be
Temcursed for, empincall valdated regtments for comemon sleep dsordes (6.0, nsomia).
This workshop is designed 1o help you:
1. Discuss| coprive
reorvorsars

Provids emprically valiatsd eatments 1of Tsh GSOrers In Chadven

A, ol shes dacrders cntes

7. Propare ko bicome Carbfied in behirvicral skp mexicne.
Leschor:  Daried . Tayice, PO, Unsversity of Noh Texas, Deton, TX

31

CONFERENCE OFFERINGS

fMth Ann'ual Convention

ek

on Traiig inCET fo sorrei in Those wil Arsiety Diseders, Deressian,
n8 hat Comea Cengters.

Panatst Aba BDhuct, Shanson SUNGA, Ky SR Mk, 13300 063,
Cheisina Hash, Bret e, Jaccuelon Kioes, Shely Freedman Hass

Sosan 20
Moiaicatons.of CBT for a Coverss Spactm of Ciser ASS: wan Comortia Constons

Haas, Saentss Man
had Bovion

on o Benanior Sieep Mecione

Char Recenmeyrs
Distsants Chstns MeCrae, Darse Tanisr, M hal Srith, M Pesis

SMPOSAML L

Sieep Across Aus | Dissrdess
Char Lisa Tumet
Oisaussant Ason Harvey

DMEOSAMEL

Slaep a0 remera

SO MEETNG.
Insomrua ans Other Seep D
Fras, 130pm - S009m. L

15
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Principles and Practice of

SLEEP MEDICINE

2010 AppLicATION For MEMBERSHIP

4 BEHAVIOR AL
§ SLEEP MEDICINE

www.behavioralsleep.org/resources/MembershipApplication.pdf

. An i $ “ ‘ / . " y : ja ..
Behavi&aj;lgép Mgdicing Group
« Mbérs! pé-Ev 7 i espu'rsfs C‘np.ta(t

L J

W04 'E-

About the Group

www.behavsleepmed.com
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www.aasmnet.org/BSM.aspx

SOME HOUSEKEEPING

WORKSHOP SLIDE BOOK

18



THE SCREEN

ADDITIONAL CONTENT

ADDITIONAL CONTENT

19



ADDITIONAL CONTENT

ADDITIONAL CONTENT

RESPONDING TO QUESTIONS

20



SCRIBE

|

ITEMS FOR GIFT BASKET
SPELLING ERRORS

READER

ON THE HOUR

21



WITHOUT FURTHER ADO
LET’S GET TO WORK

i
('.

ook

%

The University 6[ Pennsylvania

1/

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program

mperlis@upenn.edu

22



SLEEP 101 : THE BASICS

SLEEP
WHATISIT ?

JUST 8 HOURS OF UNCONSCIOUSNESS
OR SOMETHING MORE ?

SLEEP
WHAT IS IT ?

<d

JUST 8 HOURS OF UNCONSCIOUSNESS
OR SOMETHING MORE ?

SLEEP PERIOD AND PREFERRED PHASE
SLEEP CONTINUITY
SLEEP ARCHITECTURE




SLEEP PHASE

SLEEP CONTINUITY

30 MIN. 10 MIN. 15 MIN. 5 MIN. 30 MIN.

S | ] (1 1 L

T T T T T T T T

1 2 4 7 8
Time (h)
SLEEP CONTINUITY MEASURES
TIME IN BED (TIB) 478 MIN (~ 8hrs)
SLEEP LATENCY (SL) 30 MIN
NUMBER OF AWAKENINGS (NWAK) 6
WAKE AFTER SLEEP ONSET (WASO) 60 MIN
TOTAL SLEEP TIME (TST) 388 MIN (~6.5 hrs
SLEEP EFFICIENCY (SE%) 82%
SBEEERRONTERLUTURE
AWAKE | T
sCEEP | 7
STG2
ste3 | ]
STG4 T T T T T T T T
1 2 3 4 5 [ 7 8
Time (h)
SLEEP ARCHITECTURE MEASURES
STG1 10%
STG2 60%
STG3 3%
STG4 7%
REM 20%

NOTE: RL AND SWS-L




HOW ARE THE STAGES OF
SLEEP CLASSIFIED ?

Awake PR ol MUY VL
RMY| g e
] I T b
oy A
- RETRAR

1 2

WHAT IS THE FUNCTION OF SLEEP ?

ALLAN RECHTSCHAFFEN

“IF SLEEP DOES NOT SERVE AN ABSOLUTELY
VITAL FUNCTION,

THEN IT IS THE BIGGEST MISTAKE
THE EVOLUTIONARY PROCESS EVER MADE.”




ANY IDEAS ABOUT THE FUNCTION(S) OF SLEEP ?

-

POSSIBLE FUNCTIONS OF SLEEP

* ENFORCED EMOBILITY

+ CONSERVATION OF EFFORT & ENERGY
* GROWTH & TISSUE RESTORATION

* AUGMENTATION OF IMMUNE FUNCTION
* MEMORY CONSOLIDATION

* MOOD REGULATION

*« PROMOTION OPTIMAL PERFORMANCE

HOW MUCH SLEEP DOES ONE NEED ?

-

/ \

N Genersl Population

\

375 425 475 525 575 625 675 725 775 825 875 925 975 1025
Average Hours of Sleep per Day

THE POPULATION MODE IS ABOUT 7.5 HOURS




THE PROBLEM

THE PROBLEM WITH USING POPULATION NORMS
IS THAT “INDIVIDUALS MAY SEEK MORE SLEEP
THAN THEY NEED WHEN IDIOGRAPHIC SLEEP
NEEDS ARE DEFINED BY NOMOTHETIC GOALS”
(KENNETH LICHSTEIN, 2010)

SAY WHAT ?

TRANSLATION

PROBLEMS ARISE WHEN THE INDIVIDUAL
GOVERNS WHEN AND HOW MUCH THEY SLEEP
BASED ON “UNIVERSAL NORMS”.




A NOMOTHETIC

HOW MUCH SHOULD ONE SLEEP ?
BY NATURE 5 HOURS, BY CUSTOM 7,
BY LAZINESS 9 AND BY WICKEDNESS 11.”

THE PROBLEM

THE PROBLEM IS THAT BOTH TOO LITTLE
AND TOO MUCH SLEEP MAY BE
DELETERIOUS TO ONE’S HEALTH,
FUNCTIONING, AND SENSE OF WELL BEING.

A BALANCE MUST BE STRUCK

SLEEP NEED

SLEEP OPPORTUNITY




<~

WHAT HAPPENS WHEN THINGS ARE
OUT OF BALANCE ?

WHEN NEED IS MORE THAN ABILITY,
THIS IS INSOMNIA OR A CRD OR OTHER SLEEP DX

Idiopathic
] Psychophysiologic
Paradoxical
International —— aradoxical
Classification of Sleep Disordered Breathing (SDB)
Sleep Disorders Seep apnea Pypopnes, C5A 054)
Snoring
— r i resis mdrome
Restless leg syndrome / Periodic limb 4
Hypersomnia

Circad lan rhythm sleep disorders
ed sle rome
Advanced sieep phase syndrome
Non-24-hour sieep- wake syndrome

letlag

Parasomnias




WHEN NEED IS LESS THAN ABILITY,
THIS IS LIKELY THE PHENOMENON OF SHORT SLEEP

-

WHEN NEED AND ABILITY ARE MORE THAN OPPORTUNITY,
THIS IS INSUFFICIENT SLEEP SYNDROME (SLEEP DEPRIVATION)

SO THAT’S A GENERAL CONCEPTUAL
FRAMEWORK




LET’S LOOK AT THINGS WHEN THEY’VE
BEEN FULLY FRAMED




SIGNS AND SYMPTOMS OF SLEEP DISORDERS
OTHER THAN INSOMNIA

International
Classification of
Sleep Disorders

INTRINSIC SLEEP DISORDERS




Sleep Disordered Breathing (SDB)
Restless Legs Syndrome / Periodic Limb Movement Disorder
Narcolepsy
Delayed Sleep Phase Syndrome
Advanced Sleep Phase Syndrome
Fatal Familial Insomnia

IN THE CONTEXT OF INSOMNIA
WHY ASSESS THESE ?

P‘
!f N
<l i
Wi “
- THEY MAY ENTIRELY ACCOUNT FOR THE COMPLAINT
OF INSOMNIA (MAYBE — MAYBE NOT)

* THESE DISORDERS OFTEN CO-OCCUR WITH INSOMNIA

* THEY MAY CONTRAINDICATE THE TX OF INSOMNIA

* THEY MAY COMPLICATE THE TX OF INSOMNIA




OUTLINE

[pey
 Russanats Cue
SEma

Wt bappens #you dot cars T

SLEEP DX COMPLAINTS - THE DUO
CONDITIONS RELATED TO INSOMNIA
DRUGS AND IATROGENIC INSOMNIA

INTRINSIC SLEEP DISORDERS (ABRIDGED)

ASSESSMENT OF SLEEP DISORDERS

SLEEP DISTURBANCE COMPLAINTS

BE SURE TO DISTINGUISH
BETWEEN

THE COMPLAINT OF
FATIGUE

THE COMPLAINT OF

SLEEPINESS

Q: WHAT IS THE DIFFERENCE ?

THE COMPLAINT OF

THE COMPLAINT OF

FATIGUE SLEEPINESS
C © & €
PHYSICAL PHYSICAL
WEARINESS WEARINESS
MENTAL MENTAL
WEARINESS WEARINESS
PERFORMANCE PERFORMANCE
CONTINUES IS SLOWED
OR
IS SLOWED STOPS
SLEEP SLEEP
IS UNLIKELY IS LIKELY




THE COMPLAINT OF
FATIGUE

s )

THE COMPLAINT OF
SLEEPINESS

/ S
DIMS DOES
CRDS SDB
DSPS 0SA
ASPS HYPOPNEA
SHIFTWORK ? UARS
JET LAG
PLMs
INSOMNIAS NRS ?
PYCHOBRYSIOL00e  waecouersy
IDIOPATHIC IDIOPATHIC HYPERSOMNIA

CONDITIONS RELATED TO
INSOMNIA & EDS

MEDICATION SIDE EFFECTS

GERD

SUBSTANCE ABUSE
PSYCHIATRIC ILLNESS
HYPERTENSION
ENDOCRINE ABNORMALITIES
RHEUMATOLOGIC DISEASE
RENAL DISEASE
LUNG DISEASE
HEART DISEASE
NEUROLOGICAL DISEASE
INTRINSIC SLEEP DXs

NOTE - THE “CHICKEN OR THE EGG” ISSUE APPLIES
TO ALL OF THE AFOREMENTIONED COMORBID
CONDITIONS

I think, I did




DRUGS THAT CAN CAUSE SLEEP
DISTURBANCE

- C% * ALCOHOL & CAFFEINE
"\ . BETABLOCKERS
+ BRONCHODILATORS
+ CALCIUM CHANNEL BLOCKERS
« ANTIDEPRESSANTS (1ST VS 2ND GEN)
« ANTIBIOTICS +—

ANTIBIOTICS MAY BE INSOMNOGENIC

X Michael Perits, Heather Kennedy, Grarcy Saamore. Garia JUngquist,
ey, Gary Kochersberger. Ken Piotkin, Jeffrey Allen, S.izanne Karan
Denn:

iam Ward and Sharon Termulc

S
RESULTS = I

INTRINSIC SLEEP DISORDERS

SLEEP APNEA
PLMS
NARCOLEPSY

PHASE DELAY SYNDROME




DISTINGUISHING BETWEEN

INTRINSIC DXs
Z.‘l ZI
DR
2, 2
:° 3‘
SLEEP APNEA
| SIGNS AND SYMPTOMS

« |EXCESSIVE DAYTIME SLEEPINESS

« WITNESSED OR REPORTED SNORING

« WITNESSED APNEAS

*« MORNING HEADACHE & DRY MOUTH
* NIGHT SWEATS

« MORBID OBESITY

+« RETRONAGTHIA

« NARROWED AIRWAY

THE COMPLAINT OF
SLEEPINESS

éct

THE HIGH PROBABILTY OF (AND HISTORY OF)
FALLING ASLEEP
AT INAPPROPRIATE TIMES AND PLACES




SLEEP APNEA

SIGNS AND SYMPTOMS

« EXCESSIVE DAYTIME SLEEPINESS

« WITNESSED OR REPORTED SNORING
| WITNESSED APNEAS

- MORNING HEADACHE & DRY MOUTH
« NIGHT SWEATS

+ MORBID OBESITY

« RETRONAGTHIA

« NARROWED AIRWAY

SLEEP DISORDERED BREATHING

A Decision Rule for Diagnostic Testing in Obstructive
Sleep Apnea

Witk 0 i Heant, W. Ward Flemons, Jan Davies, and Colin Macarthur

Am ) Respir Gt Care Med Vol 167, pp 1427-1432 2003

TABLE 2. UNIVARIATE OBSTRUCTIVE SLEEP APNEA PREDICTORS (USING AN RDI CUTOFF VALUE
OF 10 HOUR)

Thyro-mertal dieplacemertcm | 058 |
Paital o]
Ssormo-mantal ewral cm 088 | 0.18 |

Cricomental space em 015




MALLAMPATI CLASSIFICATION

Cass 1 Cdass 2 Cass 3 Class 4

UPPER AIRWAY OCCLUSION

Hypopharynx

PERIODIC LEG MOVEMENTS
SIGNS AND SYMPTOMS

|+ RESTLESS LEGS SYNDROME (P) |
« EXCESSIVE DAYTIME SLEEPINESS
« WITNESSED TWITCHING

* COMPLAINT OF SHALLOW SLEEP
* COMPLAINT OF INSOMNIA




PLMS - WHAT THEY SAY

PLMS - WHAT IT IS

PLMS ON PSG

NARCOLEPSY
SIGNS AND SYMPTOMS

EXCESSIVE DAYTIME SLEEPINESS

HYPNOPOMPIC/HYPNOGOGIC
HALLUCINATIONS

SLEEP ATTACKS (REM SLEEP)

CATAPLEXY
SLEEP PARALYSIS

COMPLAINT OF INSOMNIA




NARCOLEPSY

PAULA ZAHN NOW

PHASE DELAY SYNDROME
SIGNS AND SYMPTOMS

COMPLAINT OF SLEEP ONSET INSOMNIA
DISCREPANT SLEEP SCHEDULES

NORMAL SLEEP WHEN SCHEDULE
IS AD LIBITUM

* AGE

~




ASSESSMENT

<

ONCE YOU KNOW WHAT TO LOOK
FOR -- HOW DO YOU LOOK FORIT ?

<

SLEEP HISTORY
PCP VERSION

»




SLEEP HISTORY

PCP VERSION

-

B “Do you have difficulty falling asleep?” (BEDTIME)

E “Do you ever fall asleep during the day?” (EDS)

A “Do you awaken frequently or for long periods (AWAKE)”
R “What time do you go to bed? Get up?” (REGULARITY)

S “Have you noticed/anyone said you snore?” (SNORE)

SLEEP HISTORY

ANNOTATED - $08.€1.25

i
o
-
e
[ Jp—




ASSESSMENT

Beyond Signs and Symptoms
SLEEP DIARIES

ACTIGRAPHY
IN-HOME APNEA MONITORS

IN-LAB POLYSOMNOGRAPHY
SDB (OSA/ CSA/ HYPOPNEA / UARS)
PLMS
NARCOLEPSY
SLEEPINESS (VIA MSLT)
SLEEP EEG ABNORMALITIES

(alpha sleep, nocturnal seizures, absent phasic events)

CARDIAC ABNORMALITIES

QUESTIONS

The University of Pennsylvania

Vi

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu




THE DEFINITION OF INSOMNIA

| KNOW IT WHEN
| SEEIT

| KNOW IT WHEN
| HEAR ABOUT IT ?

“Until you've experienced it yourself,
it may seem contradictory that a person can be
utterly exhausted and yet unable to sleep,
but that's precisely [it]...”

www.health.com/health/condition-article/0,,20188079,00.html|




DEFINITION - ETYMOLOGY

‘Word Origin & History

insomnia

1623, Anglicized as insomnie, from L. insomnia "want of sleep,” from
see somnolence). The modern form is

is from 1908,

sglas Harper

http://dictionary.reference.com/browse/insomnia

DEFINITION - COMMON DICTIONARY

AMERICAN
DICTIONARY OF




Dictionary
insomnia [(in-som-nee-uh)]
A persistent and prolonged inability to sleep

http://dictionary.reference.com/browse/insomnia

DEFINITION - MEDICAL DICTIONARY

Medical Dictionary
Main Entry: in-som-nia

Pronunciation: in-'sam-nE-&
Function: noun

: prolonged and usually 3bnormal inability to obtain adequate
dbepcaled also[sgrors |

http://dictionary.reference.com/browse/insomnia




A DIE
PSYCHOLOK

ADictionary of Psychological Medicine
Ed. D. Hack Tuke MD LLD, JA Churchill, London
1892. Vol. 1 p. 61.

AGRYPNIA (#ypws, wild or restless;
Umvos, aleep). A term for wakefulness or
sleeplessness; one of the premonitory
l%mpboms of various forms of insanity.
(Fr. agrypnie; Ger. Schlaflosigkeit).

A DICTIONARY

ADictionary of Psychological Medicine
Ed. D. Hack Tuke MD LLD, JA Churchill, London
1892. Vol. 1 p. 61.

AGRYPNIA PERTGSA (fypws;
imvos ; perloesus, disturbed). Sleeplessness
from bodily disquiet, with attention alive
to surrounding objects.

A Dictionary of Psychological Medicine
Ed. D. Hack Tuke MD LLD, JA Churchill, London
1892. Vol. 1 p. 61.

AGRYPNIA RXCITATA (dypuws;
Umyos ; ezcito, T stir up). S!eepleunoss due
to mental excitement with hstlessness as
to surrounding objects.




ADictionary of Psychological Medicine
Ed. D. Hack Tuke MD LLD, JA Churchill, London
1892. Vol. 1 p. 61.

AGRYPWIA SENILIS (dypios; imvos;
senilis, pertaining to old age). The sleep-
lessness of old age. . o

READER

CLASSIC DEFINITION

"DAAGNOSTIC AND STATISTICAL

MENTAL DISORDERS

DSM-IV-TR™

GENERAL CONCEPTUALIZATIONS




"DIAGNOSTIC AND STATISTICAL
oF
MENTAL DISORDERS

s PRIMARY INSOMNIA

A The predominant complaint is dificulty initiating or maintaining sleep. o nonvestorative sleap, for at least 1 month

B. The sleep disturbance (or associated daytime fatigue) causes clinically significant distress or impairment in social
occupational. or other important areas of functioning.

C. The sleep disturbance does not eccur exclusively during the course of Narcolepsy, Breathing-Related Sleep
Disorder, Circadian Rhythm Sleep Disorder, or a Parasemnia

D. The disturbance does not occur exclusively during the course of another mental disorder (e g.. Major Depressive
Disorder. Generalized Anxiety Disorder. a delirium).

E The disturbance is not due to the diect physiological effects of 3 substance (e g . 3 drug of abuse. a medication) or
a general medical condition

c==mmm PRIMARY INSOMNIA

a The predominant complaint is difficulty initiating or maintaining sleep or non-
restorative sleep for at least one month

b. The sleep disturbance (or associated daytime fatigue) causes clinically significant
distress or impairment in social, occupational, or other important areas of
functioning.

c. The sleep disturbance does not occur exclusively during the course of narcolepsy,
breathing related sleep disorder, circadian thythm sleep disarder, or a
parasormnia

d. The disturbance does not accur exclusively during the course of another mental
disorder (e.g.. major depressive disorder, generalized anxiety disorder, delirium)

e. The disturbance is not caused by the direct physiologic effects of a substance
(i.e., drug abuse, medication) or a general medical condition.

“CURRENT” DEFINITIONS

™ international
ssification of
SLEEP DISORDERS

SPECIFIC CONCEPTUALIZATIONS




MORE THAN ONE FORM
OF PRIMARY INSOMNIA

"™International

Classification s
SLEEP DISORDERS

IDIOPATHIC INSOMNIA

PSYCHOPHYSIOLOGIC INSOMNIA

PARADOXICAL INSOMNIA

INADEQUATE SLEEP HYGIENE INSOMNIA
PHYSIOLOGICAL INSOMNIA

INSOMNIA NOS

IDIOPATHIC INSOMNIA

"™International

Classification o
SLEEP DISORDERS

LIFELONG INSOMNIA WITH A PRESUMED
ORGANIC COMPONENT

PSYCHOPHYSIOLOGIC INSOMNIA

"™ International
Classification o
SLEEP DISORDERS

A FORM OF INSOMNIA THAT IS CONCEPTUALIZED AS
BEING PERPETUATED BY BOTH PSYCHOLOGICAL
(BEHAVIORAL AND COGNITIVE) AND PHYSIOLOGICAL
FACTORS




PSYCHOPHYSIOLOGIC INSOMNIA

™ International

Classification o THE FORMAL DEFINITION

SLEEP DISORDERS

THE PATIENT HAS EVIDENCE OF CONDITIONED SLEEP
DIFFICULTY AND/OR HEIGHTENED AROUSAL AT SLEEP
ONSET AS INDICATED BY

+ EXCESSIVE FOCUS ON, AND ANXIETY ABOUT, SLEEP

+ SLEEP MAY OCCUR IN NOVEL PLACES, TIMES, ETC.
(LE., IN THE ABSENCE OF CONDITIONED STIMULI)

+ MENTAL AROUSAL OCCURS AS INTRUSIVE THOUGHTS OR
INVOLUNTARY RUMINATION

+ SOMATIC AROUSAL - FEELING PHYSICALLY “WOUND UP”

THERE IS EVIDENCE OF “SLEEP EXTENSION” (EXPANDED SLEEP
OPP & LOW SE%;

PARADOXICAL INSOMNIA

"™ International
Classification «f
SLEEP DISORDERS

A FORM OF INSOMNIA FOR WHICH THERE IS A PROFOUND
DISCREPANCY BETWEEN THE PATIENT’S EXPERIENCE OF
SLEEP CONTINUITY DISTURBANCE AND THE MEASURE OF
INSOMNIA SEVERITY BY POLYSOMNOGRAPHY

INADEQUATE SLEEP HYGIENE INSOMNIA

"™ International
Classification o
SLEEP DISORDERS

A FORM OF INSOMNIA THAT IS CONCEPTUALIZED
AS BEING PERPETUATED, IN LARGE MEASURE, BY
LIFESTYLE ISSUES




PHYSIOLOGICAL INSOMNIA

"™ International
Classification of
SLEEP DISORDERS

A FORM OF INSOMNIA THAT IS CONCEPTUALIZED AS
BEING PERPETUATED, IN LARGE MEASURE, BY ORGANIC
FACTORS

INSOMNIA NOS

"™ International
Classification «f
SLEEP DISORDERS

ARE THERE SUBTYPES OF INSOMNIA?

PRIMARY INSOMNIA

IDIOPATHIC PARADOXICAL PSYCHOPHYS INADEQUATE SH PHYSIOLOGIC

INITIAL  MIDDLE LATE




INITIAL - MIDDLE - LATE INSOMNIA

o Awake
& REM
Normal &
Adut g f
& 4
T 2 3 4.5 & 1 3
u z Time ()
INITIAL - MIDDLE - LATE INSOMNIA
Awake-
) REM
Normal & 1
Adut o 21
] 31
@ 4
T T T T T T T T
1 2 'rim':(h) 6 7 g
,Awak-F_' F]
Patient with § REM]
Primary @ au
Insomnia  § 1
= 4
- T T T T T T
1 2 4 7 8
Time (h)
INITIAL MIDDLE
INSOMNIA INSOMNIA
SLEEP MAINTENANCE INSOMNIA

INITIAL - MIDDLE - LATE INSOMNIA
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VALUE OF SUBTYPING ?

RS- 11 13 |
TP 1715 [V T

Termnat imomna KIS 24%

BEvary nignt or umastevery ngnt WA few ngres aweex

INITIAL IS ANXIETY

MIDDLE IS MEDICAL

LATE IS DEPRESSION

DSM-5 AND ICSD-3
SOMETHING NEW

Home  AboutDSMS  MeetUs  Research Background

Insomnia Disorder

WHAT DO YOU SUSPECT THIS MEANS




iy
ENTAL DrORDERS

LEAZaN PRIMARY INSOMNIA

THUS
THE CONCEPT OF SECONDARY INSOMNIA
HAS BEEN ELIMINATED

INSOMNIA WHEN CHRONIC IS NOT
CLASSIFIED AS A SYMPTOM OF OTHER CO-
OCCURING ILLNESSES BUT INSTEAD IT IS
CLASSIFIED AS A DISORDER

THIS PARADIGMATIC SHIFT WAS BROUGHT
TO YOU BY

McCrae & Lichstein, 2001

Stepanski & Rybarczyk , 2005
Lichstein, 2006




THEY ARGUED

IT IS ALMOST IMPOSSIBLE TO MAKE A
DIFFERENTIAL DIAGNOSIS OF [SECONDARY
INSOMNIA [SI])

THE ARGUMENT WAS BASED ON

*« CONCEPTUAL GROUNDS
« THEORETICAL GROUNDS
« BASIS OF TREATMENT OUTCOME DATA

THE CONCEPTUAL ARGUMENT

ABSOLUTE SECONDARY INSOMNIA
PARTIAL SECONDARY INSOMNIA

SPECIOUS SECONDARY INSOMNIA




American Psvchiatric Association

DSM-5

Imomaia Disorder

Insomnia Disorder

American Psvchiatric Association

DSM-5

Insomeia Disorder

ith sleep quantity or quality made by
lhn paﬂcm forbya :aeglvtr or mnny in the case of children or elderly).

B. Report of one or more of the following symptoms:

C. The sleep by distress or impai in daytime
luncﬂonlng as inﬂlcam by the npnn of at least one of the \'olawmg'

D. The sleep difficulty occurs at least three nights per week.
E. The sleep difficulty is present for at least three months.

F. The sleep difficulty occurs despite adequate age-appropriate circumstances and
opportunity for sleep..

American Psyehiatric Association

DSM-5

Insomnia Disorder

B. Report of one or more of the following symptoms:

- Difficulty initiating sleep: in children this may be manifested as difficulty initiating
sleep without caregiver intervention

- Difficulty maintaining sleep by frequent keni of problems
returning to sleep after awakenings (in children this may be manifested as
difficulty retuming to sleep without caregiver intervention)

-Early 9 y to return to sleep

~Non restorative sleep(wait)

-Prolonged resistance to going to bed andlor bedtime struggles (children)




American Psvchiatric Association

C. The sleep is by distress or in daytime
functioning as indicated by the report of at least one of the following:

-Fatigue of low energy
Daytime sleepiness

-Cognitive impairments (¢.g., attention, concentration, memory)

(e.g..irritability,

problems {e.g.,
Ampaired accupational or academic function

Ampaired interpersonalisocial function

Negative impact on caregiver or family (e.0. fatigue, sleepiness, etc.)

WHY THE EMPHASIS ON DAY TIME FUNCTION ?

-

Y

RECAPITULATION

HOW ABOUT SOMETHING
MORE SCHEMATIC ?

.“L““f




DEFINITION

ICSD-Il General Criteria for Insomnia

Insomnia

DEFINITION

WHAT IS MEANT BY A
SLEEP COMPLAINT ?

DEFINITION

Difficulty Falling
Asleep

Initial
Insomnia

SLEEP COMPLAINT
One or more of the symptoms below
I
| I
Difficulty Staying Waking Too
Asleep Early
Middle Late
Insomnia Insomnia

Poor Quality of
Sleep

Nonrestorative
Sleep




DEFINITION

WHAT IS MEANT BY
SLEEP OPPORTUNITY ?

DEFINITION

SLEEP OPPORTUNITY

Nocturnal sleep difficulties occur despite the
allocation of adequate time and circumstances
(e.g., a quiet and dark bedroom) for sleep.

DEFINITION

SLEEP OPPORTUNITY
Quiet, dark and safe place

Speak to the issue of bedroom and safety




DEFINITION

WHAT ABOUT
SEVERITY

DEFINITION

SEVERITY

DEFINITION

SEVERITY

RULE OF 30

How long is long and corresponds to “complaint” ?
How long is long enough to correspond to consequence ?




A NOTE ABOUT ACUTE INSOMNIA

April, 1923 CALIFORNIA STATE JOURNAL OF MEDICINE 175
THE GENESIS AND TREATMENT OF
INSOMNIA *

By HENRY DOUGLAS EATON, M. D., Los Angeles

Skeep Medicine Reviews




The proposed diagnostic for acute insomnia

Acute Insomnia

QOL — quality of life.
SOL - sleep onset latency.
WASO ~ wakefulness after sleep onset.

IMPLICATIONS FORTX ?

.. MED Tx! MEDTx? .
.| INSTRUCTION CBT-!
.| BBT?

[re— Pr— [ Pr— “ Wy
I darstion,

Fig. 1. Prevake by its duration.

INSTRUCTIONS

v Think of insomnia as a solution instead of a problem
--When an episode of insomnia occurs as a result of life stress,
think of the upside: more time to get done what you need to get
one.
v Take Heart

== When left to run its course, stress related insomnia is not
likely to last more than 2-3days

v Take Action

--If the insomnia persists for more than a week - seek assistance:
any early intervention may defer the need for "a pound of cure"




OVERALL STRATEGY FOR TREATMENT

Journal of Psychosomatic Research, 54 (1): 51-59, 2003.

DEFINITION - RDC

International
Classification of
Sleep Disorders




ETIOLOGY AND PATHOPHYSIOLOGY OF
INSOMNIA
&
TREATMENT IMPLICATIONS

PR *‘Vf;ﬁ-

=

SO WHO NEEDS A MODEL ?

“The only problem with insomniacs is
they don’t get enough sleep”

REVIEW OF INSOMNIA MODELS
RE: ETIOLOGY AND PATHOLOGY




HOW DOES THIS CONDITION DEVELOP ?
WHAT IS IT ?

WHAT IS THE ETIOLOGY OF
INSOMNIA ?

UNKNOWN

WHAT IS THE PATHOPHYSIOLOGY OF
INSOMNIA ?

UNKNOWN




ANY IDEAS ABOUT
WHAT INSOMNIA IS ?

ACTUALLY THERE ARE MORE THAN A FEW




THE PHYSIOLOGIC PERSPECTIVE

THE PHYSIOLOGIC MODEL

Hyperarousal |[—— | Insomnia

WHAT IS HYPERAROUSAL ?

DO PATIENTS WITH INSOMNIA
EXHIBIT THIS ?




WHAT IS HYPERAROUSAL ?

A LEVEL OF PHYSIOLOGIC AROUSAL THAT INTERFERES
WITH THE INITIATION AND MAINTENANCE OF SLEEP

CLASSICAL MEASURES

« HEART RATE (HR)

« RESPIRATION RATE (RR)

« MUSCLE TONUS (EMG)

- TEMPERATURE (CBT)

« STARTLE RESPONSE (GSR)

DO INSOMNIA PATIENTS EXHIBIT
INCREASED PHYSIOLOGIC AROUSAL ?

Woriee | Wayms] Wayres | Fioedmen | Fdor | Ciopamsts
1967 | 1974 | 1961 | 1382 |19ms| 104
[WeinAze (F& ad o8y -0 T L0 1P 111 T
SampleSizé (PSand G5} ST kI LS B 1eE| 2625
[EommeiSoce L L I i
[FemimentOng cated Formna Researchy ——[Ves [ Wa Tio [ Ves
P o — o
[Feeh foeen 7 Vo TVer ]
[SiepTx Scemn Ve
[Tneorrens Complrd TorFe 3y L (T Vor | Ver ]
T shady Vor [Mo[Tes Yos [Ver |
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WHAT IS HYPERAROUSAL ?

A LEVEL OF PHYSIOLOGIC AROUSAL THAT INTERFERES
WITH THE INITIATION AND MAINTENANCE OF SLEEP

CONTEMPORARY MEASURES

« HEART RATE VARIABILITY (HRV)
« METABOLIC RATE
« CORTISOL LEVEL

HRV

w

—&— Insomniacs
—e— Normals

o o - -
@ © = = N
Lieoid I i 1

o
~
h

 E—

3 T T
Wake Stage 1 Stage 2 REM
Sleep Stage

Bonnet et al, Psychosom Med. 1998 Sep-Oct;60(5):610-5.

Ratio of Low/ High Frequency Speclral Power
o :

METABOLIC RATE
T =

)
TIME (Hour)

Bonnet et al. Sleep 1995; 18(7):581-588.
Bonnet et al. Psychosom Med 1997; 59(5):533-540.




HPA AXIS ABNORMALITIES

550 E o
500 e
aso 2 3 l

Cortisol (nmol/L)

8 136 1848 2890 2208 8330 0708 S130 cA0E
Time (Glock Hours)
o emni: s st . T Bl e i

Vgontzas et al. 2001. Journal of Clinical Endocrinology & Metabolism

Q: IS THE LEVEL OF AROUSAL
ENOUGH TO INTERFERE WITH SLEEP
INITIATION OR MAINTENANCE ?

DOES THE AROUSAL LEVEL COMPARE TO
THIS ?!

IT’S DOUBTFUL




DOES THE MODEL EXPLAIN HOW THE
HYPERAROUSAL CONDITION COMES INTO
EXISTENCE ?

GOOD HYPER
SLEEP AROUSAL

DOES THE MODEL EXPLAIN HOW ACUTE
INSOMNIA BECOMES CHRONIC AND HOW
HOW THE CONDITIONS DIFFER ?

|- oL -
e

CAN THIS MODEL EXPLAIN THE VARIOUS
INSOMNIA PHENOTYPES (TYPES AND SUBTYPES)

SLEEP COMPLAINT
One or more of the symptoms below

PRIMARY INSOMNIA / INSOMNIA DISORDER

PSYCHOPHYSIOLOGIC INSOMNIA
IDIOPATHIC INSOMNIA

PARADOXICAL INSOMNIA
SLEEP HYGIENE DISORDER
PHYSIOLOGIC INSOMNIA
INSOMNIA NOS




FOR A GOOD REVIEW OF THE EVIDENCE

THE COGNITIVE PERSPECTIVE

COGNITIVE MODEL OF INSOMNIA
(GENERAL)

THE COGNITIVE MODEL

Problem solving

Rumination and worry | [ Insomnia




INSOMNIA OCCURS AS A
RESULT OF WORRY

WORRY - CLASSIC

WORRY - CONTEMPORARY




DOES CHRONIC INSOMNIA OCCUR
BECAUSE OF

WORRY
RUMINATION
INTRUSIVE THOUGHTS

SELECTIVE ATTENTION
SLEEP-RELATED INTENTION AND EFFORT
SAFETY BEHAVIORS

MAYBE

OR MAYBE THE COGNITIVE FACTORS
ARE “WIND TO THE FLAME”

n
H (S

| Famngzone |
e

Flame dimensions for & wind.driven fire

THAT IS, COGNITIVE FACTORS SERVE TO MAKE THE INSOMNIA
MORE SEVERE AND MORE CHRONIC

CONSIDER THIS:

IN THE CASE OF CHRONIC INSOMNIA

IS IT THE CASE THAT WORRY KEEPS
ONE AWAKE

OR

THAT ONE WORRIES
BECAUSE ONE IS AWAKE ?




DOES THE MODEL EXPLAIN HOW THE
HYPERAROUSAL CONDITION COMES INTO
EXISTENCE ?

GOOD HYPER
SLEEP AROUSAL

DOES THE MODEL EXPLAIN HOW ACUTE
INSOMNIA BECOMES CHRONIC AND HOW THE
CONDITIONS DIFFER ?

N R gl
- &

CAN THIS MODEL EXPLAIN THE VARIOUS
INSOMNIA PHENOTYPES (TYPES AND SUBTYPES)

SLEEP COMPLAINT
One or more of the symptoms below

PRIMARY INSOMNIA / INSOMNIA DISORDER

PSYCHOPHYSIOLOGIC INSOMNIA
IDIOPATHIC INSOMNIA

PARADOXICAL INSOMNIA
SLEEP HYGIENE DISORDER
PHYSIOLOGIC INSOMNIA

INSOMNIA NOS




THE BEHAVIORAL PERSPECTIVE

THE SPIELMAN MODEL
(AKA 3 FACTOR MODEL)

Spielman A. etal. A i perspective on i i
Psychiatric Clinics of North Am 1987; 10(4):541-553.

“The best cure for insomnia is to get
a lot of sleep”
-- W.C. Fields




NATURE OF INSOMNIA OVER TIME

O Perpetuating
B Precipitating
B Predisposing

THRESHOLD

"Pre-Morbid  Acute Early = Chronic

SPIELMAN’S NEW MODEL

PRECIFITATINGIPERPETUATING FACTORS CONTRIBUTING TO INSOMNIA
OVERTIME

[aperPETUAING
8 PRECPITATNG
# PREDISPOSNG

B
| | SLEEP EXTENSION

INSOMNIA SEVERITY

HYPERMETABOLIC

DOES THE MODEL EXPLAIN HOW THE
HYPERAROUSAL CONDITION COMES INTO
EXISTENCE ?

YES.

GOOD TP HYPER
SLEEP 2% p AROUSAL




DOES THE MODEL EXPLAIN HOW ACUTE
INSOMNIA BECOMES CHRONIC AND HOW THE
CONDITIONS DIFFER ?

BASAL METABOLIC RATE
LEVEL OF PHYSIOLOGIC REACTIVITY

GooD i d HYPER /
SLEEP (il AROUSAL

34 P — SLEEP EXTENSION

HOW TIME IN BED VARIES
WITH INSOMNIA

HOW SLEEP OPPORTUNITY IS
EXPANDED TO RECOVER
LOST SLEEP

W Timein bed
W Time asleep

R

g N ‘_'lv ‘_'h L3 ‘f) ‘_b ‘:\ Al
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ion by Michael PhD




CAN THIS MODEL EXPLAIN THE VARIOUS
INSOMNIA PHENOTYPES (TYPES AND SUBTYPES)

SLEEP COMPLAINT
One o more of the symptoms below
PRIMARY INSOMNIA / INSOMNIA DISORDER

PSYCHOPHYSIOLOGIC INSOMNIA
IDIOPAT INIA

[
PARADOXICAL INSOMNIA
SLEEP HYGIENE DISORDER
PHYSIOLOGIC INSOMNIA

INSOMNIA N

PROBABLY NOT

DOES CHRONIC INSOMNIA OCCUR
SOLELY IN RELATION TO
SLEEP EXTENSION ?

PREMORBID
GOOD SLEEP

ACUTE
NSOMMNIA

BEHAVIORAL |
ADAPTATION




PROBABLY NOT

ASSUMING TX (CBT-l) ENTIRELY
ELIMINATES THE BEHAVIORS
THAT PERPETUATE INSOMNIA

WHY ARE
PATIENTS NOT CURED ?

AVERAGE RESPONSE = ~ 50%

SL WASO T8T

American Journal of Psychiatry. 159: 5-11. 2002.




IS THERE SOMETHING MISSING
FROM THE BEHAVIORAL MODEL(S) ?

THE BEHAVIORAL MODELS FOCUS ON
INSTRUMENTAL
AND
NOT CLASSICAL CONDITIONING

P YR

Uncandtioned sndmioned
stiemous

[ N ?L

Conitioned

CLASSICAL CONDITIONING

NORMAL SITUATION
BEDROOM/BEDTIME = SLEEPINESS & SLEEP

ACUTE INSOMNIA SITUATION
BEDROOM/BEDTIME + LIFE STRESS INDUCED SOMATIC AROUSAL & SCD
BEDROOM/BEDTIME + LIFE STRESS INDUCED CORTICAL AROUSAL = SCD

CHRONIC INSOMNIA SITUATION
BEDROOM/BEDTIME ++HE-6FRESS INDUCED SOMATIC AROUSAL 2 SCD
BEDROOM/BEDTIME +H-E-8FRESS INDUCED CORTICAL AROUSAL = SCD




SO IF ONE TAKES INTO ACCOUNT
CONDITIONING

THE THREE FACTOR MODEL COULD BE
REPRESENTED AS A FOUR FACTOR MODEL

THE FOUR FACTOR MODEL

4 FACTOR MODEL

©Conditioning (Pavlovian)
© Perpetuating
| Precipitating
W Predisposing

Threshold

Perlis, Pigeon and Smith; Principles and Practice of Sleep Medicine Chapter 60

DOES CHRONIC INSOMNIA OCCUR
SOLELY IN RELATION TO

PHYSIOLOGIC, COGNITIVE, AND
BEAHVIORAL FACTORS ?




PROBABLY NOT

IT’S LIKELY THAT MODERATORS & MEDIATORS
ARE AT PLAY

Mediator Variable

WV —eep. OV
+

Figure2

L
/ \
w ov
IV > independent variable
DV > dependent (respouse) variable
MV -> mediator variable

WHAT’S MISSING ?




Sleep Homeostasis and
Models of Sleep Regulation

BORBELY’S 2 PROCESS MODEL
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WAKING SLEEP
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TIME OF DAY

‘additional sleep
pressure

Increased SWA
Increased TST
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WAKING SLEEP

7 2 7
A TIME OF DAY

GIVEN THE TWO PROCESS MODEL

WHAT SHOULD BE THE KEY QUESTIONS OF
RELEVANCE FOR TX

1. HOW LONG IS THE INDIVIDUAL AWAKE DURING THE DAY ?
2. DOES THE INDIVIDUAL NAP (AND WHEN) ?

3. WHAT TIME IS THE INDIVIDUAL GOING TO BED ?

4. WHAT TIME IS THE INDIVIDUAL GETTING OUT OF BED ?

S
o]

WAKING SLEEP

7 23 ol
A TIME OF DAY

THE TWO PROCESS MODEL HELP ACCOUNT
FOR INSOMNIA SUBTYPE

INITIAL AND LATE INSOMNIA MAY OCCUR WITH SUBTLE PHASE
SHIFTS OR SLEEPING OUT OF ONE’S PREFERRED SLEEP PHASE

INITIAL, MIDDLE, OR LATE, MAY OCCUR AS SLEEP HOMEOSTASIS
DYSREGULATTION (DEPRIME OR EXCESSIVE OPPORTUNITY)

WAKING SLEEP

7 2 7
A TIME OF DAY

THE TWO PROCESS MODEL HELP ACCOUNT
FOR WHY SLEEP EXTENSION IS A PROBLEM
AND WHY SLEEP RESTRICTION WORKS

“IF SLEEP EXTENSION IS THE PROBLEM, SLEEP
RESTRICTION IS THE SOLUTION”




TARGETS FOR TREATMENT

PHYSIOLOGIC MODEL OF INSOMNIA
(GENERAL)

THE PHYSIOLOGIC MODEL

| Hyperarousal 7 » | Insomnia |

l

HYPNOTICS
RELAXATION
ANXIOLYTICS

MUSCLE RELAXANTS

COGNITIVE MODEL OF INSOMNIA
(GENERAL)

THE COGNITIVE MODEL

Problem solving —
Rumination and worry 7 [ Insomnia

HYPNOTICS
GEN. PSYCHOTHERAPY
COGNITIVE THERAPY
MBSR
ANXIOLYTICS
DOPAMINE ANTAGONISM
AYTPICAL ANTIPSYCHOTICS




Condeioned Arousal

FOUR FACTOR MODEL

STIMULUS CONTROL INST
4 FACTOR MODEL HYPNOTICS

s
OREXIN ANTAGONISM
SLEEP RESTRICTION
STIMULUS CONTROL INST

EXERCISE
RELAXATION
GEN. PSYCHOTHERAPY

SO THESE ARE THE BASIC
MODELS

THERE ARE OTHER MODELS WORTH
STUDYING DOWN THE ROAD

THE LUNDH MODEL
THE NEUROCOGNITIVE MODEL
THE HARVEY MODEL
THE PSYCHOBIOLOGICAL INHIBITION MODEL
THE NEUROBIOLOGICAL MODEL

THE DROSOPHILA MODEL
THE RODENT MODEL




FROM A CLINICAL POINT
OF VIEW

v

SPIELMAN MODEL

Perpetusting
B Precipitating
uPredsposing

WHERE IS THE QUOTE FROM ?

FROM A RESEARCH POINT
OF VIEW




The University of Pennsylvania
T

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu




INSOMNIA

TREATMENT OPTIONS
TREATMENT EFFECTIVENESS

HOW DO WE TX THIS ?

A HX PERSPECTIVE

PHARMACOTHERAPY

THE BRITISH MEDICAL FOURNAL, (July 14, 1877.

QUEEN'S HOSPITAL, BIRMINGHAM.
CASES UNDER THE CARE OF DR. SAWVER.

Insomnia,— i usually successfully treated by full doses of bromides
conjoined with tincture of ergot and cod-liver oil. If the insomnia
be serious, it must be stopped at once by hypnotics, preferably by

opium.




PHARMACOTHERAPY

SOME HUMOR RE: PHARMACOTHERAPY
BEFORE WE BEGIN

PAST AND CURRENT
THERAPEUTIC APPROACH TO
PHARMACOTHERAPY

TREATMENT OPTIONS

CLASSIC THERAPIES

B pines (e.g.,

« Imidazopyridines (e.g., zolpidem)
Pyrazolopyrimidine (e.g., zaleplon)
Pyrrolopyrazine (e.g., eszopiclone)

NEWER THERAPIES
* Melatoni (e.g., ramelteon)

Agonists (e.g.,
« Doxepin (e.g., “Silenoir)

OFF LABEL
« Antidepressants Ee.g., amitriptyline, trazodone)
« Antipsychotics e.g., quetiapine)

IN DEVELOPMENT
« Orexin antagonists (e.g., suvorexant)

* BZRAs + CBT-l
« Stimulants + CBT-l
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Aetibistarane:

Drugs Indicated for Insomnia

| T, (Hours) | oS fnd)

48-120 15-30

Generic Brand

Flurazepam Dalmane
Temazepam Restoril

Triazolam Halcion 0.125-0.25

Estazolam Prosom

7.5-15
5-10
5-20
1-3

| anzepam ) . D
| Zolpidem Ambien
| Zaleplon Sonata
| Eszopicione Lunesta

Zolpidem Ext. Rel. | Ambien CR 6.25-12.5

Rameilteon Rozerem

Compiled by Dan Buysse

Drug Class

non-82D
non-BZD
non-BZD
non-BZD

MT agonist

BASED ON "z LIFE WHICH MEDICATION
MIGHT BE BEST FOR INITIAL INSOMNIA

Brand ‘ T,, (Hours) Dose (mg)

Generic

Flurazepam Dalmane 48-120 15-30

Temazepam Restoril

Triazolam Halcion

Estazolam Prosom

7.5-15
5-10
5-20
1-3

| Quazepam Doral

| Zolpidem Ambien

| Zaleplon Sonata

| Eszopiclone Lunesta

Zolpidem Ext. Rel Ambien CR 6.25-12.5

[ Rametteon Rozerem | 155

Compiled by Dan Buysse

Drug Class

BZD
nonvE:Zb
non-BZD
non-BZD
non-BZD

MT agonist




BASED ON 2 LIFE WHICH MEDICATION
MIGHT BE BEST FOR MIDDLE INSOMNIA

Generic Brand T,, (Hours) Dose (mg) Drug Class

Flurazepam Dalmane

Temazepam Restoril

Triazolam Halcion

Estazolam Prosom

Quazepam Deral
| Zolpidem " Ambien - non-BZD
| Zaleplon Sonata 2 non-BZD
| Eszopiclone - Lunesta - . | § non-BZD
Zolpidem Ext. Rel Ambien CR

| Rameiteon Rozerem MT agonist

Compiled by Dan Buysse

BASED ON 2 LIFE WHICH MEDICATION
MIGHT BE BEST FOR LATE INSOMNIA

Generic Brand T, (Hours) | Dose (mg) Drug Class

Flurazepam Dalmane
Temazepam Restoril
Triazolam Halcion
Estazolam Prosom
Quazepam Doral
| Zolpidem 1 Ambien
| Zaleplon Sonata
| Eszopic Lunesta

Zolpidem Ambien CR

| Rametteon Rozerem MT agonist

Compiled by Dan Buysse

PLUSES & MINUSES FOR EACH TREATMENT MODALITY

Benzodiazepines (e.g., Temazepam)

+ Good short term efficacy

+ Low interaction profile

+ High LD

+ Minor side effects (depending on 1/2 life)

- Not recommended for long term use

- Not curative (gains are lost when Tx is d/c)
- Rebound insomnia

- Suppresses SWS or REM

- Drug dependence (7) ASIDE: ANXIETY ANDIOR PAIN




PLUSES & MINUSES FOR EACH TREATMENT MODALITY

Imidazopyridines / Non-benzodiazepines
(e.d., Zolpidem, Zaleplon, Zopiclone)

+ Good “short” term efficacy

+ May be used safely up to 6 months (FDA SI REMOVED)
+ Low interaction profile

+ High LD

+ Few side effects

+ Doesn’t suppress SWS or REM

+ Does not result in rebound insomnia

- Not curative (gains are lost when Tx is d/c)
- Parasomnogenesis (pegged to zolpidem)

PLUSES & MINUSES FOR EACH TREATMENT MODALITY

Melatonin Agonists (M1 & M2 receptor agonists)

Ramelteon (Rozerem)

PLUSES & MINUSES FOR EACH TREATMENT MODALITY

Melatonin Agonists (M1 receptor agonists)

+ “Established” efficacy

+ May be used safely for extended intervals

+ Low interaction profile (except fluvaxamine)

+ High LD

+ Few side effects (possible exception: gonadotrophic hormones)
+ Doesn’t suppress SWS or REM

+ Does not result in rebound insomnia

- Not curative (gains are lost when Tx is d/c)

(SUB-OB ISSUE)




PRE-POST A PRE-POST A
suB oB A
SL 10 15 -5
NWAK 1 2 -1
WASO 5 15 =10
TST 15 25 -10

PLUS & MINUSES FOR EACH TREATMENT MODALITY

Low Dose Tricyclics — Doxepin (not silenior)

+ Good short term efficacy (WASO only)

+ Good durability (3 months)

+ No appreciable effects on Sleep Architecture

+ Minor side effects at hypnotic doses (?)

+ Data exists for long term administration in MDD
+ Low abuse potential

- Interacts with other meds (?)

- Possible cardiovascular effects (?)

- Anticholinergic side effects (?)

- Not curative (gains are lost when Tx is d/c)




PLUS & MINUSES FOR EACH TREATMENT MODALITY

Antidepressants (e.g., Amitriptyline, Trazodone)

+ Good short term efficacy (?)

+ Minor side effects at hypnotic doses (?)

+ Data exists for long term administration in MDD
+ Low abuse potential

- Interact with other meds (?)

- Possible cardiac toxicity (?)

- Anticholinergic side effects (?)

- PLMs as an iatrogenic effect (more so w/ amitriptyline)
- Off label prescription for Primary Insomnia

- Not curative (gains are lost when Tx is d/c)

- Rebound insomnia (?)

-suppresses REM (not so much trazodone)

- Priapism

HOW DO HYPNOTICS COMPARE
WITH
SEDATING ANTIDEPRESSANTS ?

AMBIEN

TRAZODONE

| would have guessed ...

TRAZODONE AND ZOLPIDEM TREATMENT OF
PRIMARY INSOMNIA

Walsh, Hum Psychopharmacol, 1998

90 Subjective Sleep Latency 400 Subjective Total Sleep Time
*p<0.01 *p<0.001 *p<0.01
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TRAZODONE AND ZOLPIDEM TREATMENT OF
PRIMARY INSOMNIA

Walsh, Hum Psychopharmacol, 1998

90 Subjective Sleep Latency 400, Subjective Total Sleep Time
*p<0.01 *p<0.001 *p<0.01
w0 \ 380 "
£ =
€ \ €
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5 g
S, 2
= 2 340
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40 T 1300
Baseline Week 1 Week 2 Baseline Week 1 Week 2
Placebon=103 = Trazodone n=98 Zolpidem n=100
TRAZODONE AND ZOLPIDEM TREATMENT OF
PRIMARY INSOMNIA
Walsh, Hum Psychopharmacol, 1998
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8
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Baseline Week 1 Week 2 Week 3 Week 4 Week 5
Placebo n=103 Zolpidem n=100

TRAZODONE AND ZOLPIDEM TREATMENT OF
PRIMARY INSOMNIA

Waish, Hum Psychopharmacol, 1998
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“What’s up with placebos and insomnia ?!!”




s poview
Placebo effects in primary insomnia

Michael L Pertis®*, W, Vaughn McCall, Carla & Jungauist?,
Wifred R Pigeon’. Sara €. Mattesan®

WHAT ABOUT ANTIPSYCHOTICS ?

o Tt

WHAT ABOUT QUETIAPINE ?

QUETIAPINE




Psychophamsacology (2008) 196:337-338

n polysomnography and PSQI atings

1 Sclected objextve and subjctive skocp parmeiess resulting fr

7, (bascling) T @ weeks med) P T, (6 wecks mad) »

Objestive sheep quality (polysomnography)

Subjective slocp quality (PSQI scores)
Total score. 13423 9.1233 000 68:33 0.00

Proscnted as means +SD, "p” rekers 1o the change from bascling (Wilkoron's test, two-Lailed).
REM Rapi eye movements, SPT skeep period time, PSQF Pitsburgh Skeep Quality Inventory

WHAT ABOUT PROSPECTIVE SAMPLING DATA

10
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T1-BASE T22WKS T36WKS

-
T1-BASE  T22WKS TISWKS

BOTTOM LINE
THE JURY IS STILL OUT ON THIS

11



PHARMA WARS 2004-2008

TREATMENTS IN RnD

NEW THERAPIES 2004-2008

« Single Isomer Versions of “BZRAs” (Eszopiclone)

* Modified Rell Versi of “BZRAs” (Zolpid

« Orexin Antagonists

« Longer 2 life melatonin agonists

« 5HT2A antagonists

« NK antagonists

« Atypical BZRAs (bind on cell body vs. the synapse)
+ GABA Re-uptake ibi & GABA Agonist

IN SUM

BZRAs HAVE GOOD EFFICACY
AND APPEAR REASONABLE SAFE

SADs APPEAR TO HAVE GOOD EFFICACY
THOUGH THERE ARE CONCERNS ABOUT ADVERSE EVENTS

MELATONIN AGONISTS ARE “IFFY”

ANTIPSYCHOTICS
“THE JURY IS OUT”

12



SO WHAT ABOUT

COMPARATIVE EFFICACY IN GENERAL (ZOLP)
COMPARATIVE EFFICACY BY TYPE / SUBTYPE

NOT EVERYONE, HOWEVER, IS KEEN ON BZRAs

13



The Dark Side

of Sleeping Pills

By Daniel F. Kripke, M.D."

Click lo

AND NOW A WORD FROM
OUR SPONSOR

14
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When proven ineffective, the sandman is
replaced by the boulder guy

PLUS & MINUSES FOR EACH TREATMENT MODALITY
Behavior Therapy
+ Good “short” & long term efficacy
+ No issues re: drug interactions (?
+ Does not alter sleep architecture|(or maybe it doe
+ No rebound insomnia

+ No abuse potential
+ No issues re: LD

- Takes between 3 - 8 weeks

- Transient worsening of symptoms (1-2 weeks)
- Requires substantial patient compliance

- Only effective as practiced by specialists (?)

Change in SWA indices correlate with
CBT outcome: patient-reported WASO

+ Increase in peak
delta power for first
NREM period f
(R*=0.63, F=24,
P<0.0003)

« Increase in the rate | .|
of decline in delta -
power over the night ~ 7 eesfnaiori i
(R*=0.25,F=47,
P<0.05)

15



Sleep parameters Before CBT-I After CBTA Z P ES

Slecp architevture
Total sleep
time (min)
Stage | (min)

U2 LED) =124 0204 <024

35.22(20.33)

63) —2.24 0028° -1.21

REM slecp 1687(5.11)  19.85(4.97) ~1.60 0.110 ~0.56
(%)

Values in parenthesis represent SD. ES, effect size

DOES THIS STUFF WORK ?

There is now an overwhelming
preponderance of evidence that Cognitive
Behavioral Therapy for insomnia (CBT-l)
is efficacious, effective, as efficacious as
sedative hypnotics during acute treatment
(4-8 weeks), and is more efficacious in the
long term (following treatment)

16



EFFICACY

Morin et al.
Nonpharmacological interventions for insomnia: a
meta-analysis of treatment efficacy.

Am J Psychiatry 1994; 151(8):1172-1180.

Murtagh et al.
Identifying effective psychological treatments for
insomnia: a meta-analysis.
J Consult Clin Psychol 1995; 63(1):79-89.

EFFICACY

EFFECT SIZES PRE-TO-POST WITH CBT-l

12
1

0.8

0.6 @ MORIN

E MURTAGH

0.4

0.2

04
SL NOA WASO TST

EFFECTIVENESS

AN EXAMPLE

Perlis, M, Aloia M, Boehmler J, Millikan A,
Greenblatt D, Giles D. Behavior treatment of
insomnia: a clinical case series study. The
Journal of Behavioral Medicine,23(2)149-161,
2000.

17



EFFECTIVENESS

EFFECT SIZES PRE-TO-POST WITH CBT-l

16

14

12

1
08
06
04
02

04

@ CUNIC
CONORMS

AL

NOA WASO TST

EFFECT SIZES PRE-TO-POST WITH CBT-

+ [meLmic
CINORMS

L —

SL NOA WASO TST

WHY ARE THE TST EFFECTS SO POOR ?

i

HERE’S WHY

i

m
i
[

(THEHE
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R |
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HOW DOES PHARMACOTHERAPY WITH BZRAs
COMPARE WITH
COGNITIVE BEHAVIORAL THERAPY?

IS THIS AN ACCURATE REPRESENTATION ?

TR

MEDICAL TX FOR CBT TXFOR
INSOMNIA INSOMNIA

| THINK NOT

RELATIVE EFFICACY

HOW DO MEDICAL AND BEHAVIORAL
INTERVENTIONS COMPARE ?

19



Studies comparing CBT-1 to pharmacalogical therapies
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RELATIVE EFFICACY

HOW DO MEDICAL AND BEHAVIORAL
INTERVENTIONS COMPARE ?

Smith MT, Perlis, ML, Park A, Giles DE, Pennington JA, Buysse, D.

Behavioral treatment vs pharmacotherapy for Insomnia - A
comparative meta-analyses. American Journal of Psychiatry.
159: 5-11. 2002.

COMPARATIVE EFFICACY

PERCENT CHANGE WITH ACUTE TX

60

50

40

30

20

SL NUMA  WASO TST

SMITH, PERLIS, ET AL., 2002

20



COMPARATIVE EFFICACY

EFFECT SIZE DIFFERENCES WITH ACUTE TX

1.6 *
14
1.2

1
0.8
0.6
04
0.2

0

PT
mCBT

SL NUMA  WASO TST

CBT & PCT HAVE “EQUIPOTENCY” IN
SHORT RUN

AND
CBT HAS BETTER EFFICACY

IN THE LONG RUN
(MAYBE — ASK AT BREAK)

THOUGH WE HAVE SAID IT BEFORE
IT BEARS REPEATING

21



Journal of Psychosomatic Research, 54 (1): 51-59, 2003.

FOR A SURPRISINGLY GOOD 30K VIEW OF TX

The long-term management of

22



The University of Pennsylvania
T

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu
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WHAT ABOUT INDIVIDUAL RESULTS ?

CASE EXAMPLES ON DAY 3

WHAT ABOUT MODE OF DELIVERY ?

Logging on for Better Sieep: RCT of the Effectveness of Onine Treatmentfor
insonvia

24



EFFECTIVENESS

EFFECT SIZES PRE-TO-POST WITH CBT-l

16
14
1.2

1
0.8
0.6
0.4
0.2

0

ECLINIC
ENORMS
OINTERNET

SL NOA WASO TST

EFFECTIVENESS

EFFECT SIZES PRE-TO-POST WITH CBT-l

16
14
1.2

1
0.8
0.6
0.4
0.2

0

ECLINIC
ENORMS

OINTERNET
(n=6)

SL NOA WASO TST

= - e
Cogaitive-Behavioral Therapy for Insomniz” Comparison of Individual
apy. Geoup Therapy. and Telepbooe Consaltations
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EFFECTIVENESS

3.50
3.00
2.50
2.00
1.50
1.00
0.50
0.00

EFFECT SIZES PRE-TO-POST WITH CBT-l

SL WASO TST

Célyne Bastien — JCCP 2004, Vol. 72, No. 4, 653-659

EFFICACY

80
70
60
50
40
30
20
10

0

PRE-TO-POST % CHANGE WITH CBT-l

D CB4NDIV
B CB-GRP

SL

NOTE: EFFECT SIZES WERE ALSO X2

Yamadera et al. 2013 Sleep and Biological Rhythms
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EFFECTIVENESS

EFFECT SIZES PRE-TO-POST WITH CBT-l

1.6
14
1.2

1
[R:]
0.6
0.4
0.2

0

SL NOA WASO TST

Arch Gen Psychiatry. 2009 Jul;66(7):692-8
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INSOMNIA

CBT-l
COMPONENTS

TX DELIVERY

OK. SO IT WORKS.
WHAT IS IT ?

A HX PERSPECTIVE

COGNITIVE & BEHAVIORAL TXs

Brpr. 20, 1804.] EAU-DE-COLOGNE TIPPLERS. [xDamms,, 719

SLEEPLESSNESS.
culled from the Glasgow Herald :

Boap your head with the ordinary yellow soap; rub it into the roots of
Ahie hair until your head Ia just lather allover, o it up in a napkin, goto
bed, and wash it out in the morning. Do this for a fortnight. Take no
tea alter 6 P.M.




INSOMNIA
-_ Overcoming
Insomnia

Jick . Eingss.
Cellgen E, Carney

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
3 FACTOR MODEL

TARGET FOR CBT TX OF INSOMNIA

O Perpetuating
B Precipitating
B Predisposing

Threshold — — — ——

Pre-Morbid Acute Early Chronic

SPIELMAN 1985

WHAT ARE PERPETUATING FACTORS

TARGET FOR CBT TX OF INSOMNIA

Chronic

PERPETUATING FACTORS

Common Compensatory Snategies Used to Cope with Insomnia

COMPENSATORY STRATEGY EFFECT ON SLEEP
[EXTERDING SCEEF OPFORTUNITY

Go'to Bed Early 'De-primes “sisap homeostat” eading o insomnea snd shallow

sleap. Possible eircadian dystegulation
Teep in (Vake up late)) De-primes “sleep homeostat” Possible circadian dysre gulaion

Faspng T-primes "Eleap homeastal
TCOUNTER FATIGUE MEASURES

Increased use of stimulants and/or Increases sheap interfenng states of arousal

In3ppropnately-tmed use of stimulants

Avoid or decrease physical actriy Wiay de-pime "sleep homeostal  Can lead 1o condtioned
arousal f increased tiove spent resting in bed or in bedroom

BT S L STERTEGIE

Ty n Bed and wad Tromates 8 13CK OF ShIUs COnTol
Trcreasa in non-sleep bahaviors in the badroom to | Promates a Tack of stmuius control
kil time®
Tewp somawhere oiher than he bedroom. Promates a lack of stmulus conlrol
TEngage m mhuals which are (heught 1o pramote | Promates a depandence on the behaviors and amicpatoy |
slosp use of special herbs, teas, eic ) ‘anxiaty when not avalable,
Ereianee o BARFWars TRUght 10 MRDR SIRep | Promatet SnUEIpalary nxwety whan BRRawors OEeur

ing autdoors near badtime, atc )




INSOMNIA

TREATMENTS

» Sleep Restriction
» Stimulus Control
Sleep Hygiene
Cognitive Therapy
Phototherapy
Relaxation

e o o

THE BT TRINITY

Sleep Restriction
Stimulus Control
Sleep Hygiene

THERAPY

4

CBT-l

SLEEP RESTRICTION
STIMULUS CONTROL
SLEEP HYGIENE
COGNITIVE THERAPY




SLEEP RESTRICTION

Sleep Restriction

TST=5hrs TIB = 8.0 hrs SE% = 62.5

PTIB = 5.0 hrs TST = 4.75 hrs SE% = 95.0
e i - o954

+15 Min. PTIB =5.25 hrs

* Restrict to the number of hours in bed = average TST
« 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

TIB: BEFORE, OVER TIME, AND W/ TX

: 3 O

YO > O Al

ST FEEE T EE
q“\

ion by Michael PhD

THERAPY

4

CBT-l

SLEEP RESTRICTION
STIMULUS CONTROL
SLEEP HYGIENE
COGNITIVE THERAPY




STIMULUS CONTROL

1. Lie down to go to sleep only when you are sleepy / sieep
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
irrespective of how much sleep you got during the night.

6. Do not nap during the day.

Disclaimer--illness & driving




STIMULUS CONTROL

1. Lie down to go to sleep at the prescribed TTB sle@ss
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@g

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

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

6. Do not nap during the day.

WHAT IS “STIMULUS CONTROL ?”

GOOD STIMULUS CONTROL STIMULUS DYSCONTROL
ODDS 1IN 2 ODDS 1IN 8

EA@ED
REA@ BED
WATC@ IN BED

BEDROOM SEX BEDROOM 9
BEDTIME BEDTIME
SLEEP SLEEP

wo»@l BED
wo@m BED

CL@BDRM

AN EXAMPLE OF POOR STIMULUS CONTROL

“Now, when | can't sleep | can walch a litlle TV.




THERAPY

4

CBT-l

SLEEP RESTRICTION
STIMULUS CONTROL
SLEEP HYGIENE
COGNITIVE THERAPY

SLEEP HYGIENE

SLEEP HYGIENE




SLEEP HYGIENE
IS ALMOST ALWAYS PART OF “CBT”

THERAPY

4

CBT-l

SLEEP RESTRICTION
STIMULUS CONTROL
SLEEP HYGIENE
COGNITIVE THERAPY

COGNITIVE THERAPY

Cognitve Therapy

10



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

« WILL GET WORSE BEFORE BETTER

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

DON'T EXPECT TO
SLEEP LIKE A BABY
NEVER HAVE ANOTHER NIGHT OF INSOMNIA

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

YOU HEARD IT BEFORE - BUT

THIS

o T P e e S 0 S W W W B 8

bears repeating

11



LONG-TERM GOALS

NOMOTHETICS # 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 — TARGETED

i ¥ 4\.
W >(/
-
TYPES
DEBUNKING DYSFUNCTIONAL BELIEFS - MORIN
COGNITIVE RESTRUCTURING - HARVEY

WORRY AND RUMINATION
ATTENTION BIAS
SAFETY BEHAVIORS

DECATASTROPHIZATION - PERLIS

12



WHAT ABOUT BRIGHT LIGHT THERAPY ?

USUALLY NOT A PART OF “CBT”

WHEN INCLUDED IT’S
NOT WELL STANDARDIZED
NOT WELL EVALUATED

PURPOSES

EXTEND WAKEFULNESS TO P-TTB
TREAT SUB-CLINICAL PHASE SHIFTS

THERAPY

:

CBT-l

TX DELIVERY

13



THERAPY SCHEDULE
T~
N\ %

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 SLIEP TIME

L

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 ?!

14



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

15



SETTING EXPECTATIONS

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

THEY WILL GET WORSE BEFORE THEY GET BETTER
LONG-TERM GOALS (BABY AND NEVER AGAIN)

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

16



CHARTING

e st
Mg e o,

HUBALL SOMCIPTUALZATICN
COMGNOSS A TRATMENT FLAN

[y

~

w

IS

@

CHARTING

CASE CONCEPTUALIZATION
From VA Roll out for CBT-1. Program Chair Rachel Manber PhD

What factors may be weakening the signal from the patient’s biological clock? (e.g., imegular
rise ime, ime in bed window that is not congruent with the patient’s circadian type.)

‘What factors may be weakening the patient’s sleep drive? (e.g., extended time in bed,
dozing off in the evening, daytime napping)

What aspects of hyper-arousal are evidert? (e.g., conditioned arousal, excessive sleep
effort, specific erraneous beliefs about sleep, presence of hyper-active mind in bed)

What substances may be interfering with sleep? (e.g., sleep medications, caffeine, alcohol,
nicotine, marijuanafother drugs, stimulants, other medications, nocturnal eating)

‘What comorbidities may impact the patient's sleep and how? (e.g., depression may
contribute to excessive time in bed, PTSD is associated with hyper-vigilance, improperly
adjusted CPAP therapy may be interfering with sleep)

CHARTING

e, a—

THE PRI ARTING

17



CHARTING
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SLEEP DIARIES
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DO NOT UNDER DOSE SLEEP
RESTRICTION

Sleep Restriction

Spielman et al, 1987

B

|

TITRATION

DO NOT OVER DOSE TIB DURING

LT

4-8 SESSIONS IS OFTEN NOT ENOUGH,

STAY OPEN TO MORE SESSIONS THAN
IS SOP...

19



FINALLY

WHO IS A GOOD CANDIDATE FOR CBT-I

WHO IS A GOOD CANDIDATE FOR CBT-17?

ASSESSMENT ALGORITHM : IS CBT- | INDICATED ?
T 1. |

= |

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

The University of Pennsylvania

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu

20



CBT-I TX OF INSOMNIA:
SESSION BY SESSION

TALK 1 TALK 2
-Session 1 -Session 2 (Prescription)
-Assessment
TJALK 3 TALK 4
- Session 3 - Session 4
-Compliance Titration & compliance
-Sleep Hygiene
TALK 6
TALK 5 - Sessions 6,7,9
Cognitive Therapy Titration & compliance

End of Treatment
Relapse Prevention

CONDUCT TX BY THE BOOK




ASSESSMENT

HERE’S WHY

SESSION 1 — ASSESSMENT




BSM ASSESSMENT

Session One (intake Evalation: 60-120 min.)

Tasks.

Tod! TSET 0 Ve pRUEnt

CompIEte Intake Questonnaies

Conduct Clinical Interview
Determine ¥ patierd is 3 cansida for CBT-
Determine other reatment options

Selting the Weekly Agenda

WHAT IS ASSESSMENT FOR ?

TO CONDUCT A DIFFERENTIAL DIAGNOSIS ?

TO ASSESS WHETHER THE INSOMNIA IS
PRIMARY OR SECONDARY ?

TO ASSESS FOR CONTRAINDICATIONS AND COMPLICATING
FACTORS

TO ASSESS FOR INSOMNIA TYPES OR SUBTYPES ?

DOES TREATMENT OUTCOME VARY AS A FUNCTION
OF INSOMNIA TYPE AND/OR COMORBID ILLNESS ?

IDIOPATHIC INSOMNIA
IHSOMMIA

INSOMHNIA W/ DEPRESSION
INSOMNIA W/ ANKIETY

INSOMNIA W/ CANCER
INSOMNIA W' PAIN —

INSOMMIA W
SUBSTANCE
USEABUSE

BeoBRBBBEBEEE

MENTAL® INSOMNIAS  “MEDICAL" INSOMMAS.




DOES TREATMENT VARY AS A FUNCTION
OF COMORBID ILLNESS ?

THE DATA TONIATE
THAT

SUGGEST
CBT-l IS EQUALLY EFICACIOUS FOR
“PRIMARY AND SECONDARY” INSOMNIA

MEDS APPEAR TO BE MORE
EFFICACIOUS WITH “PRIMARY” INSOMNIA

SUCCESSFUL TREATMENT OF “SI” WITH CBT-l

Cannici et al., 1983 G Cancer
Currie et al., 2000; 2004 * Cannicietal, 1983

+  Stam & Bultz, 1986
Dashevsky & Kramer, 1998 «  Davidson et al., 2001

Davidson et al., 2001 *__Quesnel etal. 2003
De Berry, 1981-82
Dopke et al., 2004 @ Various psychiatric disorders
Edinger et al., 2005 * Tanetal, 1987
French & Tupin, 1974 Dashevsky & Kramer, 1998

. Perlis et al., 2001
Germain et al. 2006; 2007 Krakow et al., 2001(PTSD)
Kolko, 1984 Morawetz, 2001 (Depression)
Krakow et al., 2001 Currie et al. 2004 (Alcoholism)
Lichstein et al., 2000 Dpke etal., 2004
Morawetz, 2001

Morin et al., 1989
Morin et al., 1990 @ Various medical problems

ma
Marber et

= Varni, 1980
Perlis et al., 2001 . K:‘T:, 1084
Quesnel et al., 2003 *  De Berry, 1981-82
= Lichstein et al., 2000

Rybarczyk et al., 2002 * Pebotal 2000
Stam & Bultz, 1986 « Rybarczyk et al., 2002
Savard et al. 2005 @ Pain
Tan et al., 1987 . ;’E"Ch {&‘Tu%'é;gm

. = Morinetal,
Varni, 1980 . 990

Morinet a
= Currie et al., 2000
SLIDE ADAPTED FROM KEN LICHSTEIN Loy 01a 200

~_Jungquist et al. 2010

CBT-I FOR INSOMNIA IN CANCER
SURVIVORS

14

12

08 [

06 [

SL WASO ST

SAVARD ET AL. JCO 2005




CBT-I FOR INSOMNIA IN PATIENTS
WITH CHRONIC PAIN

0.8
0.6 | mPAIN
COMETA

04
0.2
0

SL WASO TST

CURRIE ET AL. JCCP 2000

CBT-I FOR INSOMNIA IN PATIENTS
WITH CHRONIC PAIN

2.5
2
15
DPAIN
1 OMETA
0.6
0

SL WASO TST

JUNGQUIST ET AL. 2010

CBT-l FOR INSOMNIA IN PATIENTS
WITH MAJOR DEPRESSION

1.40

1.20
1.001]]

0.80{]]
I - OMETA
0.60 T ADT+CBT

0.40{]|
0.20 1]

0.00

SL WASO

[ NOTE: SL FLOOR EFFECT (INITIAL SEVERITY LOW) COMBINED |

MANBER ET AL. 2008




“BUT WAIT - THERE’S MORE !”

CBT-I FOR INSOMNIA IN PATIENTS
WITH MAJOR DEPRESSION

1.40
1.20
1.00
0.80
0.60

D ADT+CBT
BADT+PLA
0.40

0.20

0.00 +=
SL WASO

MANBER ET AL. 2008

ECBT-l +
Escit

W Escit +

Placebo

] A ~
cBEEEEEBHH




| Ll)c New Lorl\ Cimes:

32 TUESDAY, NOVEMBER 19,

Sleep Therapy

Seen as an Aid
For Depression

Study Finds Big Benefit

in Treating Insomnia

By pune DICT CAREY.

with

eir
y, scien-

-

HOW DOES PHARMACOTHERAPY
FARE VIZ. THE TREATMENT
OF “SECONDARY” INSOMNIA ?

SUCCESSFUL PHARMACOLOGIC
TREATMENT OF PI AND SI

Treatment Effects on Sleep Parameters
at Week 4

mPl “GAD MDD PMT mRA

o 06 Large

£ 034 Moderate
0.2 4
0.1

Sleep Latency WASO Total Sleep Sleep Quality

Sleep Measure

SCHAEFER K ET AL. SLEEP,30, S, 244. 2007
SLIDE ADAPTED FROM SCHAEFER — PROVIDED BY SEPRACOR INC.




WHAT IS ASSESSMENT FOR ?

TO CONDUCT A DIFFERENTIAL DIAGNOSIS 7

TO ASSESS WHETHER THE INSOMNIA IS
PRIMARY OR SECONDARY 7

T0 ASSESS FOR INSOMNIA SUBTYPES 7

HOW ABOUT A DIFFERENT APPROACH ?

IS TREATMENT INDICATED ?
IS TREATMENT CONTRA-INDICATED ?

WHO IS A GOOD CANDIDATE FOR CBT-17?

ASSESSMENT ALGORITHM : IS CBT- | INDICATED ?

0 0w
T
PuPT et SR an drog varert [ —»

'

UMD ac. UNDELLIESS
nasa I e waes vt | 3
o
R
UNSTABLEILLNESS 108 o e | rey|  SELLMOE
[E= e 3 e

dawn dusk dawn

S—— =
===




WHO IS A GOOD CANDIDATE FOR CBT-17?

ASSESSMENT ALGORITHM : IS CBT- | INDICATED 7

W S CHTLNOTINDICATED
ComabePTime: R mnioiuiees | 8 | Commmine tirwed em comptmt
v
"
., CHLL KOT INDICATED

i s

PHASE
Ton 2300 D08 predees ot e Ao b Crimbos /s barces
s

ASSESSMENT

WHAT IS ASSESSMENT FOR ?

TO CONDUCT A DIFFERENTIAL DIAGNOSIS ?

TO ASSESS WHETHER THE INSOMNIA IS
PRIMARY OR SECONDARY ?

TO ASSESS FOR CONTRAINDICATIONS AND COMPLICATING
FACTORS

TO ASSESS FOR INSOMNIA TYPES OR SUBTYPES ?




PRE-ASSESSMENT

KEAK

WARMUP PEOPLE TO
THE IDEA OF CANDID
RESPONSES

BSM ASSESSMENT

TOOLS
PRELCINIC VS. AT CLINIC

BSM ASSESSMENT

THE PATIENT - IN THEIR OWN WORDS

GWEN DESCRIBES

10



BSM ASSESSMENT

TOOLS (PRE-CLINIC)

ASSESSMENT

Study Protocol Forms
All Forms:

To complete a form below, chck on its tide.

Apipe

pmbuNEe

p: com/

ASSESSMENT

Study Protocol Forms

All Forms:
To complete a form below, chck on its title.
L PHQY
el
X GAD-7

11



ASSESSMENT

MEDICAL HISTORY INFORMATIO FORM

et
Cummabig
Wrght 3y
Listofmedicaions
Mot Sehease Fessontasngit
P in he b

Hosdiory o Cottie

imonbage © Constpsion

Fi— o Gastoe Uieer

Higrace o

Midigte Seivons Gust Mg,

Pubseacas Puncnais

Hewom
Escpbaged Rathax

Cymas
Katnry Soner
Mecpuise

ETTTIITT)

Fuun
o HowtAmack
5 Vomoaprbioms o
o Bosd N
o At B
Other

ASSESSMENT

r—r

ASSESSMENT

PATIENT HEALTH QUESTIONNAIRE (PHO-5)

gty )
 Ergeoms P,
HEE o l
2 Fonbr o, Surosan Cf hombons it
PTT——— -
ey
: -

e —

P ——
Pre—— e
vty
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g
P ———
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[P —— ————
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ASSESSMENT

GADT
NIRRT | o gt
e peerer iy it sevra | MPIREST meary
folloming problems? B Tdas | MR ey
WUse D" incksteyous snvwe) | o
1 Festng newous, smious o¢ | 0 1 2 3
cop
2Metbeingatieosiopor | 0 1 2 3
Conolwrnyng
I Womngloomuchstodt | O 1 2 )
aerent mings
& Troutie retaing [ z 3
5 Bongsormtessiatits | 0 1 H 3
hasdto 8 881
coming ety annoredor | 0 1 2 3
Foetiog s44d 31§ o 1 2 3

Sameming awtul might haggen

ASSESSMENT

~

Study Protocol Forms
All Forms:
To complete a form below, dlick on its title.

SLEEP ASSESSMENT

ASSESSMENT

T
o HEIHH
- glililill
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ASSESSMENT

Subject ID#:

How old were you when you first starting experiencing insomnia?

.

How many years ago did you start experiencing insomnia?

w

How old were you when the insomnia became chronic?

IS

How long have you had insomnia?

Since you have been experiencing insomnia have there been any periods of

time that you have not had insomnia for 2 or more weeks at a time?

ASSESSMENT

Sleep Medication History Form

Blease include all
Re medications that have ever been taken

5 that have ever been take

edication Ever Used Start Date (or estimate) Stop Date (or ongoing)
AmbenZogpscem Yes
Amben CRZopsemEs R O Yes
Daimane Fhrazepam Yes
Docakuazepam Yes
HakconTrazoiam Yes
LunestaEszopione Yes C
Pro o Estascom Yes.
RestoriTemazepam Yes
Rozerem Rameaeon Yes
SonataZaepion Yes
e Yes
Unesom Yes
Bensanyt Yes C

Yes.

Yes

Yes C

Yes

Yes

Yes.

(ot ) concel )

Selec

Select rateg

WHAT TO DO ABOUT
HYPNOTIC USE

Tivo ScHooLs
OF THOUGHT

14



TWO SCHOOLS OF THOUGHT

USEUNTIL TXRESPONSE

DISCONTINUE HYPNOTIC
USE PRIORTO TX

IF HYPNOTICS WERE WORKING... THE PATIENT
WOULD NOT BE SEEKING HELP

BETTER A SETBACK NOW THAN AFTER TX GAINS

WORSENING UPFRONT SETS UP QUICKER AND
LARGE TX GAINS

COLLABORATE WITH
PRESCRIBING CLINICIAN

POSSIBLE DISCONTINUATION SCHEDULE

WEEK 1 7 days ' dose

WEEK 2 7 days every other day 'z dose
WEEK 3 2 days (Fixed) ¥z dose

WEEK 4 2ND Baseline week

VERY CONSERVATIVE

15



BACK TO ASSESSMENT

ASSESSMENT

N
Narme: Do
1 e of
Hat. T iy
Diffioty fating wlerp 0 1 H
Diffcy tapngadieey 0 :
Frotiemwaang vp oo ety 0 H
H
Very Siefed Very Diseas e
T 7 3 0

3 To whan e do you comider you ey probler s INTERFERE wih your dy
fochomng (= § duytane Sisgur, sty o Rt o workidaly cheres, com s
ey, mod, o

ey, 609,
Notsl  Alite Somewbar  Muh  VayMeh
ltatang Instrog
g T T 3 T
4 How NOTICEABLE io obers do you thisk your sleeping problem is i terms of
impunag the quity of yoe bfe)
Motwad By Somewtst Mk VayMaon
Hescemble ceu
g T 7 g T

5 How WORRIEDdotressed are yoo shout your cvent sherp roblens?
Motsal  Alide  Somewhs  Mud  VayMeh

g T 7 3 O

I a9 o Pl Ao sl Msasst, Now Yok Gudln P

ASSESSMENT

THE EPWORTH SLEEPINESS SCALE

Todsy's Date
Your sex (male = M, female =

How kel are you o doze off
Thi refert to your rual way of

cecertly try to work ot b e
appropriate mumbar o xch 5

te chance of dozing
Lince of daring.

sance of Dazing

Thank you for your cooperation
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ASSESSMENT

COMPLITE MMECIATLLY BEFORE DO CONCERMNG POW Y0U FELT TODAY:
T W
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ASSESSMENT

COMPLITE MMECIATILY BEFORE BED CONCERMNG HOW YOU FILT TODAY:
o

e L Lo o o
TV Y T
AT o
¥ o
NSTHEAL PN R

111

BY TIME OF NIGHT

L R A S KRS EMA VARIABLE
TR T TR AT ok ST &4 50— i 1 s
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l
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I
e B | — T
AT NGRS AT 1 I I —

ASSESSMENT

LAB STORY

17



ASSESSMENT

£ ENVIRONME NT OUE STIONWARE

WHO IS A GOOD CANDIDATE FOR CBT-1?

DO A MOCK PROFILE

AGE, SEX,

PRESENTING COMPLAINT
ASSOCIATED BEHAVIORAL FACTORS
MED, PSYCH, SUBSTANCE USE
KNOWN SLEEP DX, SUSPECTED SLEEP DX

WHO IS A GOOD CANDIDATE FOR CBT-17?

ASSESSMENT ALGORITHM : IS CBT- | INDICATED ?

UNSTABLELLNESS

18



SESSION-1 “TO DO LIST”

Tasks

Introduce yoursef & the patient v
Complete Intake Questionnaires

Conduct Clinical Interview
Determine if patient is a candidate for CBT-I
Determine other treatment options v

Grient Patent 1o the Sieep Diary (and acigraph)

Field Patient QUestons & Adaress Resistances

Setting the Weeky Agenda

TREATMENT
OPTIONS/PROCESS

THE PATIENT NEEDS TO KNOW THE PLAN

1 WEEK OF BASELINE AND WHY (SANS CLOCK)
THAT THEY WILL DECIDE NEXT WEEK WHAT TX

OPTIONS
DELAY TREATMENT
BEGIN TREATMENT WITH SLEEP MEDS
BEGIN TREATMENT BY D/C SLEEP MEDS

IN THE BAG
SLEEP COMPRESSION, THE ISR PROCEDURE,
BRIGHT LIGHT, RELAXATION TRAINING,
CBT+M, MEDS ALONE

SESSION-1 “TO DO LIST”

Tasks

Iniroduce yoursei i the patent v
Complete intake Questionnaires

Conduct Clinical Interview

Determine If patient is 3 candigate for CBT-|
Determine other reatment options v

'r

Present An Overview of Treatment Options

Fleld Patient Questions & Adaress Resistances
Setling the Weeiy Agenda

19



ASSESSMENT

s T TR o

o THE PRICE OF THERAPY IS SLEEP DIARIES

[T

JUSTDO IT.

e

ASSESSMENT

ACTIGRAPHY

ASSESSMENT

ACTIGRAPHY

CIRCADIAN DISTURBANCES

20



ASSESSMENT

ACTIGRAPHY

SUB-OB DETECTION

™ S ™ : | (P Y 10

SOMETIMES IT IS AS THEY SAY

LIGHT, REST, TIB AND SLEEP

Actogram:
T

= T 1
TL) d Tam

-
i deudkkd SRS bl

B EEEEEEE
e bl 1 R e o
- .

.,.Muj? ==§.,Wh“n

ISSUES: ACTIVITY LEVEL - LIGHT LEVELS




ASSESSMENT

ACTIGRAPHY

COMPLIANCE

THE NANNY CAM EFFECT

SESSION-1 “TO DO LIST”

Tasks

Introduce yourself © the patient v

Complete Intake Questionnaires

Conduct Clinical Interview 7
Determine if patient is a candidate for CBT-| :,
Determine other eatment options v
Present An Overview of 1reatment Opions

Orient Patient 1D the Sieep Diary (and acigraph) v

Setting the Weekly Agenda

QUESTIONS & RESISTANCES

WHY DO | HAVE TO WAIT A WEEK TO START TX ?

CAN WE DO A PART OF TX THIS WEEK ?

WHY CAN’T | CONTINUE MY SLEEP MEDICATION ?

CAN YOU AT LEAST EXPLAIN WHAT TX WILL BE ?

AREN’T | SUPPOSED TO GET A SLEEP STUDY ?

WHY AM | NOT SEEING A REAL DOCTOR ?

22



SESSION-1 “TO DO LIST”

Tasks

Introduce yourself © the patient
Complete Intake Questonnaires

%
Conduct Clinical Interview v
Determine if patient is a candidate for CBT-1 v
Determine other treatment options v

Fresent An Overview of Treatment Options.

Orient Patient 1o the Sieep Diary (and actigraph)
Fiela Palient GUEstONS & AdGress Resistances

WEEKLY AGENDA

O

NEXT WEEK
REVIEW YOUR SLEEP DIARY DATA
DECIDE IF YOU WISH TO PURSUE TX
IF YES
CHART YOUR SLEEP DIARY DATA

SELECT TX APPROACH
BEGIN TX PROCESS

23



Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu

CBT-I FOR INSOMNIA IN PATIENTS
WITH MAJOR DEPRESSION

1.40 ‘

1.20

100 NOTE: BASELINE
SL WAS MINIMAL

0-80 SO CHANGE WAS

060 MINIMAL

0.40

0.20 U

0.00

SL-Pre SL-Post WASO-Pre WASO-Post
Escit + CBT-I 38.07(24.14)  21.28(22.20) 111.03(63.56} 47.56(57.64)
Escit + Ctrl 4477(51.02) 33653353 103.37(59.10) 61.87(57.71)
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ANY FINDINGS BESIDES DEPRESSION ?

25



INSOMNIA

SESSION 2 - TREATMENT

SESSION - 2 TREATMENT INITIATION

Session Two (Treatment initiation; 60-120 min.)

Tasks

Summarize & Graph Sieep Diary

Determing Treatment Fian

Review Sieep Diary Data - -mismatcn-
Introduce Behavioral Model of

[ Setting up Sieep Restriction ana Stimulus Control
Set Prescription (118 & TOB)

SeSTaRGy
How 0 stay awake to the prescribed hour
What to dowitn WASO time

“WHAT ARE WE GOING TO DO TODAY?”
THE SAME THING AS EVERY DAY ...!

WHAT IS IT THEY DO EVERY DAY ?
WHO ARE THEY ?




SESSION — 2 TREATMENT INITIATION

[ Tasks

‘Determine Treatment Pian

Review Sieep Diary Data - - mismatch

Tniroduce Benavioral Model of Insomnia

Sefting up Sieep Restncbon and Stmulss CoNTol

Set Prescripbon (116 & T08)

‘Set Strategy
How o stay awa)

What to dowith WASO time

ke to the prescribed hour

SESSION - 2 TREATMENT INITIATION
CALCULATE MEAN SLEEP CONTINUITY

i3

E
|
LEFEREPELTE
LEEEELEL|

F
|
EEH
i
.

3
i
i

TR ORI

w
PAPER DIARIES & EXCEL vs. PDAs, O OFBE—(eCocK THIE il
I-PHONE APPS, AND INTERNET T3 TOTAL TRETNBED 7T
DIARIES. THAE TOBED OV PR Ty L]
TAE OUT OF BED DEVFRIET) BT
SO TIMETO FALL ASTEEY o
THE UTILITY OF THE DIARY ORI HORBER WWAKERED T
RITUAL. FPTERSEEP OWSIT =
IO TOTAL RWOURT THIE GUTOF BED w
TrTToTArST ST
THE VALUE OF ANCHORED TIME. & 7z
SLEFP G 234X GC0O0D) 1T
FATIGUE (NONE 0—1—; )
SESSION — 2 TREATMENT INITIATION
ASSESS COMPLIANCE
s
—— ] -
e e —a—a—a .-
e OV i e LI LJi v
T T - e - W
gt i s
vt o ) o
o A e e T— =
e K I — -
ek i
L1l — . =
MEAN
SRT - TTB AND TOB COMPLIANCE TG T s
STC - WASO IN/OUT COMPLIANCE 5 TOTAL THEWED 7
THETO BED (DEVFRE 1) L1
TEEOUT OF BED WEVTRT) BT
KNOW WHEN TO A VRIS e
“HOLD THEM” THURA) NORDTR £
« " WFTERSLEER ORSET £
FOLD {ITOE} TOTAL ARMOUNT TEE OUTOF BED L0
(TSTYTOTALSLI wry
iz
S ORI FOORT=1=7= T
FATIGUE {NONE 0—1—2—3—4-5 K0T )




SESSION — 2 TREATMENT INITIATION

GRAPH MEAN SLEEP CONTINUITY

SESSION — 2 TREATMENT INITIATION

Tasks |

[ Summarze & Graph Sieep Diary |

Review Sieep Diary Data - mismaten

troaUCe Behavioral MOGE! f INSomnia

Sefting up Sieep Resnchon and Stmus COMTol
Set Preseription (118 & 108)

Set Strategy
How to stay awake to the prescribed hour
Wnat o dowih WASO time

SESSION — 2 TREATMENT INITIATION

CBT-I IS INDICATED — NOW WHAT ?

ion Compllant wih CPAP - Campls
ollow-up PSG RDI * & -

MEDI: GERD, 183, Back Pain

MEDS: raniiiing Timg (daty)
Ieuproten 00 mg. prm (2 o

Exninits 1.2 hosr phase deiay on e
pars: Worty in bed and “nesting”,




A COLD CALL APPROACH TO SETTING TIB

SESSION — 2 TREATMENT INITIATION

Tasis
[Su‘nma‘\:e & Graph Sieep Diary
[ Betermine TreatmentPran

IntroaUCe Behavioral MOGe! of INSomnia

Seting up Sieep ResIChon and SHMUIUS CONOl
Set Prestpoon (118 & 108)
Set Strategy

How o stay awake to the prescribed hour
What to do with WASO time

LET THE DATA SPEAK FOR ITSELF

[ A
% "\ /
C




REVEALING THE MISMATCH
1 rf
? ¢
P

;

A

T

SESSION — 2 TREATMENT INITIATION

(COMPLETE IMMEDIATELY ON AWAXENING (PLEASE CACULATE TOTAL TIME IN BED AND TOTAL SLEEP Thag)|
o 5

) E
[T TR TOOCK TS T VT T TEO| T -
THHEGUT OF B CU0CK TREY || || | e
TS TOTACTMIEWEES | Wa|  aW| w6 dW| | e o] 4|
THETOUED TRV TR T w L W L E “0 LIl
TUREGUT 5F GG EVTRATy w—a—w = @ —w| =
(SO TECOTRCs | % B B %] A el
| MR} WURIGTR THAES AWAKTHED ¥ T ¥ ¥ =]
RS WARE AT I I »—ws
O TOTAL AOUNT THIE GUYOF B U L O L
[rsTToTACSTRE TR Dl I N . R N o B
o ™
[ RELATIONSHIP BETWEEN TIB AND TST ]
[ FRTIGUE| [
; )

500 SLEEP OPPORTUNITY

w0 ;kkv

= Fea
s ~
. SLEEP ABILITY

100

SESSION — 2 TREATMENT INITIATION

Tasks

Summarnze & Graph Sep Diary

Tetermine Treatment Pian

Review Sieep Diary Dat

Seting Up Sieep REstncbon ond Smus Control
Set Prescription (TIB & TOB)
Set Suategy
HoW 10 stay awake 10 the prescnbed hour
‘What to 00 with WASO time




SESSION — 2 TREATMENT INITIATION
DRAW THIS ON THE WHITE BOARD
4 FACTOR MODEL
o Conditioned Arousal
DPerpetuating

m Precipitating
® Predisposing

EXAMPLE

SESSION — 2 TREATMENT INITIATION

EXPLAIN THE MODEL — USE EXAMPLES FROM
PATIENT’S HX

NOTE: SOAP BOX

SESSION — 2 TREATMENT INITIATION
DRAW THIS ON THE WHITE BOARD

GOOD STIMULUS CONTROL
©DDS 1IN 2

STIMULUS DYSCONTROL
oDDS 1IN 9

READ IN BED

BEDROOM BEDROOM
BEDTIME e BEDTIME

WORK IN BED

CLEAN BDRM

| NOTE: THIS DIFFERS FROM THE MANUAL ! |




SESSION — 2 TREATMENT INITIATION

EXPLAIN THE MODEL — CHANGING THE ODDS

NOTE: SOAP BOX

SESSION — 2 TREATMENT INITIATION

A 2NP WAY OF THINKING ABOUT
STIMULUS CONTROL

THE SINGLE GUY EXAMPLE

SESSION — 2 TREATMENT INITIATION

A 2\° WAY OF THINKING ABOUT
STIMULUS CONTROL




SESSION — 2 TREATMENT INITIATION

Tasks

Summartze & Graph Sieep Diary
Determine Treatment Pian

[ Feeview Sieep Diary Data — mismatcn

T0GUCE Behavioral MOOE! Of INSomnia

Set Presenpbon (116 & 108)

Set Strategy
How 0 stay awake to the prescrited hour

What D 00 'with WASO time

SESSION — 2 TREATMENT INITIATION

THE GOALS OF TREATMENT ARE TO

1. ALIGN SLEEP ABILITY WITH SLEEP OPPORTUNITY

2. MAKE A PLAN FOR HOW TO STAY AWAKE TO THE PTIB

3. MAKE A PLAN RE: WHAT TO DO DURING STC

A REVIEW OF SRT

PICTORIAL REVIEW




SLEEP RESTRICTION

Sleep Restriction

TST =5 hrs TIB = 8.0 hrs SE% = 62.5

— TST= S TIB =478 e SEL = 950

| B +15 Min. TIB = 5.25 hrs

« Restrict to the number of hours of sleep (> 4.0)**

« Keep rigid times ** PCNA 1987:10(4),547.
* Review ways to stay awake

« No clocks

* Keep diary

« Review expectations

SESSION — 2 TREATMENT INITIATION

Tasks

‘Summarize & Graph Sieep Diary
Determine Treatment Pian

[ Feview Sieep Diary Data — msmaten

troaUCe Behavioral MOGE! f INSomnia

Seting up Sieep ResMChon and SHMUIUS COMOI
Set Strategy
How to stay awake to the prescribed hour

What to do with WASO time

SESSION — 2 TREATMENT INITIATION

WHAT’S THE SRT PRESCRIPTION IN THIS CASE ?

REMEMBER THE FIRST QUESTION IS
“WHAT TIME DO YOU NEED TO START YOUR DAY ?”
(ASSUME 6:30AM AND ROUND TST LOW).

WEA
TE TG BED TCLOCK TAEy AT
TIEE OUT OF BED (CTOTK THE) = 60 R
T8 TOTAT VISIE TN BED ary
TIE TO BED (DEVFRM 1) L)
TEE OUT OF BED DEVIRATY BT
S0 THIE TO FALL ASLEEP B0
K] WOBGER TIIES AWARENED X3
L @

REGUNT TWE OUT OF BED LU
TISTF TOTAL SUEEP THE Ry |
TSETSTEEP EFFICENCY T
I35 CO0 T

FATIGUE (HONE 0—1—2= g o




SESSION — 2 TREATMENT INITIATION

Tasks

Summartze & Graph Sieep Diary

Determing Treat

Pian

Review Sieep Diary Data - mismate

T0GUCE Behavioral MOOE! Of INSomnia

Sefting up Sieep ReSICHON and SHMULS CONTO:

Set Presenpbion (118 & 108)

SESSION — 2 TREATMENT INITIATION

ANYONE KNOW WHAT THIS IS CALLED
MAKE A “TO DO LIST”
PLAN HOW TO STAY UP
PLAN HOW TO GET UP

EXPECT
THINGS TO GET WORSE BEFORE THEY GET BETTER

\A

THINGS YO DO WHEN YOU ARE AWAKE

evening:

Choose cluthes tht you can wear for work 1 school the next day

Make your lunch

Matinate or start to prepare food for dinner the following day and store it in the refiigerator

Take a bath or long shower

VWhite thank you notes or short emais to friends

Surthe internet {non-stressful topics only), do research for major purchases (cars, appliances, vacations)
Watch mavies or episodes of television shows that you haven't seen in 3 long fime (no action fims)
Take the dog for a long walk

Groom your pets

Listen to slow, relaxing or instrumeral music:

Gather old bils and statererts and shred them

Qrganize callections- photos, old letters, wine, books, or other items

Catch up on laundry or fakding clothes

Paish your shoes

Iron or mend clothing
Wiite in your journal

Da some stretches to relax your muscles

Give yourself a pedicure, manicure or facial

Sweep or mop the kitchen floor while o one else is there to walk on it
Floss!

Kni

Quit

-
+
.
N
+
-
+
»
+
.
+
-
+
-
+
.
+
.
+
-
-
-
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\A

THINGS 10 DO WHEN YOU ARE AWAKE
Duting the night:
Losk theough eatalogs
Update your adéress books or stan one osline of on paper
Sont o

b mail and bills (but don't pay bils)

Play soltaire online or with cards ai home

ch up on yeur reading

Call friands who kive in cther lime zones
Claan out the refrgera

ry shopping st
Create & detaled meny for dners

Make a gr the woek

De-clutter your coffee 1able, dining room table, kitchen countertops ar desk
Create a bst of

hat you'd enjoy doing an weskends and vacations
Work an phot
Fold clothes, put away clothes

‘Shop for holiday, wedding or binthday g4 onkine

albums or scrapbosks

5 or ather bght material

tfor 3 project asaund the house

Choese ane ar two drawers to clean oul in your desk, kitchen, bathroom)

ch infomercials, C-SPAN, The Weathe

vel, of cthet repetiive television shows.
Organize collections of COs or DVDs and choose some to donate or s+l d you no longer enjoy them

D I A I I I I IR I SR

Jot dawn thoughts on & n
rightione and bedime

ipad for a0 #55igned penod of tiame, I you are using this exercise 1o help decraase
g #nd worryng

.

it ox do othes erahs that you ean stop warking o when you feel sleapy
+ Read your kids' books- these are often very comforting and postive in their messages

Medtate or pray

Watch the sunrise
Take the dog for & wakk
Read the newspaper of 1634 the news onine

16010 Your gy or workout 3t home

1Go'1o the grocary store o other stores that 0pen exdy

Make funch for yourself and for everyone eise in the house

Enjoy being able 10 get teady for work and kids ready for school wihout having 10 rush
Sort out s0me kids tays and ehoose things for Goodwil or a yard sale

S0 and stant your laundry, on ShAts or other clothes. for work

Stadt 3 budge! for your family on & spreadshest orin  notsbook

Send emii o fands of
Shead or orase old compute

Your work emas

isks, DVDs, ete., and dump old data from folders on your computer

Organize ol of your bils, receipts, Coupans and warranty information in a Sling Cabinet or folders
Gt some ofthe preparation started for dinner dishes (mainating, chopping vegetables, and 50 an)
Make the bed andtidy up your Bedroom Open the curtains and blinds in the house

Sweep your sidewab or steps, o shovel snow

Do same leght gardening or water hous eplants of these 310und YOI parch

Review your 10-80 it for the day oe the wiek

D R I I IR A .}

QUESTIONS & RESISTANCES

| HAVE DONE STC & SRT BEFORE AND IT DIDN’T WORK

WAS IT SRT & STC ? (DELPINO)
WAS IT SYSTEMATIC ? (LADDER)

WHAT IF | GET TO INTO WHAT I'M DOING TO STAY AWAKE ?!

IF NOT TONIGHT THEN TOMORROW

11



SESSION — 2 TREATMENT INITIATION

.\
\%/

NEXT WEEK
REVIEW YOUR SLEEP DIARY DATA
TITRATION, TROUBLE SHOOTING STC & SLEEP HYGIENE

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu

12



SLEEP RESTRICTION

Sleep Restriction

spl

WHY A DELAY vs TRUNCATION ?

SESSION — 2 TREATMENT INITIATION
DRAW AND EXPLAIN THESE

WEL ATION n SETVEEN T8 ANOT 1T

~ .=

- )

4 FACTOR MODEL

BREAK OUT AND PRACTICE

13



INSOMNIA

SESSION 3 - TREATMENT

N
) o’
NN

“WHAT ARE WE GOING TO DO TODAY?”
THE SAME THING AS EVERY DAY ...!

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

Tasks

Graph Sieep Diary




SESSION - 3 POST FIRST WEEK OF ACTIVE TX

Tasks

Assess Treatment Gains and Complance
Determine f Upward TRrabon s Warraned

Review Sieep Hygiene

SESSION - 3 POST FIRST WEEK OF ACTIVE TX
GRAPH MEAN SLEEP CONTINUITY — SCENARIO 1

b
=

|
i
#

!

EiE ittt e it

NO CHANGE

GWEN COMPLAINS




DID THE PATIENT SLEEP RESTRICT ?

THEY SAID

«| DID”
“1 WANTED TO BUT COULDN'T”
“I DIDN'T WANT TO”

DID THE PATIENT PRACTICE STC ?

THEY SAID

«| DID”
“1 WANTED TO BUT COULDN'T”
“I DIDN’'T WANT TO”

THEY SAID

«| pID”

DOES THE DIARY REFLECT THIS ??

WAS THERE ADELAY INTTB ?
WAS MOST OF THE WASO SPENT OUT OF BED ?

P————

COMPLIANT
PTTB=TTB ? ASSESS

TTOB =WASO? 1 - WHETHER SRT WAS
POTENT ENOUGH
. NOT COMPLIANT
 prEsTIB? —» REVIEW INSTRUCTIONS

TTOB # WASO? ASSESS OBSTACLES




DID THE PATIENT SLEEP RESTRICT ?

DID THE PATIENT PRACTICE STC ?

THEY SAID

“1 WANTED TO BUT
COULDN'T”

THEY SAID

“1 DIDN’T WANT TO”

> “NO PAIN NO GAIN”

MAYBE DELAY TX ?

DISCUSSs

— DELAYING

X

SESSION — 2 TREATMENT INITIATION

GRAPH MEAN SLEEP CONTINUITY — SCENARIO 1

SRT APPLIED
TST =297
TIB =330

TSTIT]B =90%

UPWARD TITRATE

SESSION — 2 TREATMENT INITIATION

GRAPH MEAN SLEEP CONTINUITY — SCENARIO 2

it

i,
3l
il

00 sz

o

SRT APPLIED i
TST =285 s
TIB = 330

TSTITLB =86%

STICK !




SESSION — 2 TREATMENT INITIATION

GRAPH MEAN SLEEP CONTINUITY — SCENARIO 3

SRT APPLIED
===F TST =240
s TIB =330

TSTITIB = 72%
CONPINUE

ENUDUSSRERERS DOWNWARD
o TITRATION

THE CALCULATION OF SLEEP
EFFICIENCY

THE PATIENT’S WAY

—— 1:51AM. + ETERNITY + 1:52aM. +
INSOM NlA T ETERNITY + 1:53Am. + ETE‘R-:ITY




THE THERAPIST’S WAY

SE% = ([TST / TIB] *100)

TIB = TOB - TTB
TIB = TST + (SL +WASO)

LET’S SPEND SOME TIME WITH THIS

Revisit

THERE IS NO PERFECT RULE




RULE OF THUMB

For TIB whatever makes TIB bigger, provided the patient
wanted/was trying to sleep.

in bed early: counts
in bed late - due to schedule: doesn't count

out of bed early - due to EMA: counts
out of bed early - due to schedule: doesn't count

For TST whatever makes TST smaller

time awake out of bed: counts

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

Tasks

Sam & Grapn Sieep Diary
53855 TrEAURENE Gang 37 COMPIANce

Getermine f Upward TRrabon s Warranied

SLEEP HYGIENE IS NOT THE 10 COMMANDMENTS

I VI
II VIl
I11 VI
v IX
A" X

IT IS NOT EFFECTIVE AS A MONOTHERAPY
MANY OF ITS TENETS ARE UNTESTED
SEVERAL OF THE IMPERATIVES MAY BE “WRONG HEADED”

BEST TAILORED TO THE INDIVIDUAL
BEST USED TO HAVE PATIENT BETTER “GROK” SLEEP




INTRODUCING SLEEP HYGIENE
THE 30 SEC. VERSION

INTRODUCING SLEEP HYGIENE
THE 5 MINUTE VERSION

i

o, s somerg Bt B resng s ok




READER

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SUEEP WVGIENE
1

[Restricig your ime in bed helps o consobdate and deepen your sleep. Excessively kong limes in bed lead 10 fragmented and|
sl sieep. Get up ol your reguler time the nexd day, no matter how Kt you tiept

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SUEEP HYGIENE
2 Get up st the same time each day, 7 days & woek.

& reguaar wake time inthe moming timas of sieep onset, your




SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SLEEP HYGIENE
3. Exercise regularly.

Scheckie exercive times 0 that they do nat occus wihin 3 hours of when you intend o go to bed. Exercise makes & easier to
rainte sioep and deepen sieep.

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SLEEP WYGIENE

s and noiee,

& comfortatle, noize-free sieen environment will reduce the ikelihood that you will wake w during the night. Noise thal does not
[avvaken you may your Sarpeting, 3 may help

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SLEEP IVGIENE
s night.

[Excessively warm or cold sleep evironments may dsturb sieep.

10



SESSION - 3 POST FIRST WEEK OF ACTIVE TX

‘ SLEEP HYGIENE
&, Eat regular meas and do not go to bed fungry.

Hunger may disturb sieep. A Bght snack o bedtime . bt Tewey”foods.

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SUEEP HYGIENE
7. Aeoid excessive liquids in the evening.

raghtien tips

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SUEEP HYGIENE
. Cut down on oll eaffeins produts.

|Catteinated beverages and toods (contee, tes, cola, tating asieep, igre, snd
sleep

A BIT OF HUMOR BEFORE DEBUNKING

11



SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SLELP WVGIENE
5. Auaid slcohol, especially in the evening.
[Axrough sconol heips tense peogle fal asisep more easiy, & causes awskenings lter I the rirt

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SLEEP HYGIENE
10, Smoking may dsturb sieep.
INcotine is & stimulant. Try not 16 smoke dur i the Hght when you have troutie sieepng.

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SUEEP HYGIENE
11 Dont taks your problems to bed.

Pian some time earlier in the evening for working on your probiems or pianning the next day's activties. Worrying may irterfere
[wah irtiating sleep and produce shallow sieep.

12



SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SLEEP NYGIENE
12 Do not try to fall ssleop.

This only makes the probiem worse. instead, furn on the ght, leave the becroom, and do something differert ke reading » book
£l ore sieepy.

...
AM...
DETERMINED...
To..
Go..
To..




“Sleep (is like) a dove which has landed near
one’s hand and stays there as long as one does not
pay any attention to it; if one attempts to grab it,
it quickly flies away”

Viktor E. Frankl (1965, p. 253 cited in Ansfield et al. Behav.Res.Ther. 1996;34:523-531

SLIDE PROVIDED BY COLIN ESPIE

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SLEEP HYGIENE

i3, the bed or

[Crock wekching may lesd to v

| CAN'T RESIST SOME EXAMPLES HERE

14



GIFT IDEAS FOR PEOPLE YOU HATE
WHO HAVE INSOMNIA

15



CLOSE TO HOME  j0rN McPHERSON

When technology is bad.

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

SLEED HYGIENE
13 Avold naps. Staying awske during the day helps you o fal asieep t night.

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

INTERESTING - NO WHERE IS
THERE A MENTION OF
NIGHT TIME LIGHT EXPOSURE

m——
P TR —————————

| sy st

D—

et s s i e e

16



WHAT ABOUT LIGHT EXPOSURE ?

THE PROBLEM

T T T T T T T T T T
18.00 00.00 06.00 12,00 18.00
Local time

T T T F T T I T
1 &

Circadian time

SLIDE PROVIDED BY SIGRID VEASEY

A SOLUTION

17



A SOLUTION

—_—

ANOTHER SOLUTION

ALL THIS SAID
MAYBE LIGHT’S NOT SUCH A PROBLEM

i \ Vs.

woo | como

caoo v
Local time
T

.

i o
Circadian time.

18



QUESTIONS & RESISTANCES

1 JUST CAN’T STAY AWAKE UNTIL THE PRESCRIBED BEDTIME ?!

IRONY
1 JUST CAN'T GET OUT OF BED
SLEEP OF REASON

SESSION - 3 POST FIRST WEEK OF ACTIVE TX

O

NEXT WEEK
REVIEW YOUR SLEEP DIARY DATA
TITRATION & TROUBLE SHOOTING

19



The University of Pennsylvania

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu
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INSOMNIA

SESSION 4 — TREATMENT

N
) o’
NN

“WHAT ARE WE GOING TO DO TODAY?”
THE SAME THING AS EVERY DAY ...!

Tasks

Assess Trearment Gans an iSnmplamce

Jetemnne i upward 1iiralion IS warranie




GRAPH MEAN SLEEP CONTINUITY

POSITIVE TREATMENT
RESPONSE

GWEN HAS SUCCESS

TX NON-RESPONSE OR
RESPONSE WITH AEs

I’'M DOING BETTER - BUT | FEEL HORRIBLE
DURING THE DAY !

POSSIBLE EXPLANATIONS
PT WAS COMPLIANT WITH A TOO SEVERE A SRT

OCCULT OSA OR PLMs ?
OCCULT MEDICAL OR PSYCHIATRIC ILLNESS ?

SUBSTANCE USE OR ABUSE

SLEEP STATE MISPERCEPTION




SLEEP STATE MISPERCEPTION
AKA
PARADOXICAL INSOMNIA

WHAT IS THIS ?!

AND

WHAT ARE THE IMPLICATIONS FOR CBT-l ?!

“SLEEP STATE MISPERCEPTION”

SUBJECTIVE-OBJECTIVE DISCREPANCY

(S-0) SLEEP LATENCY

3 uoD Gs

[5-0] WAKE AFTER SLEEF ONSET

“SLEEP STATE MISPERCEPTION”

SUBJECTIVE-OBJECTIVE DISCREPANCY

You're just
crazy!
@@
A

I

Your machine
is broken!




WHAT ARE THE IMPLICATIONS FOR CBT-I
UNKNOWN

OPTIONS
CONTINUE STANDARD CBT- |
CONTINUE STANDARD CBT-I WITH MODAFINIL
EXPERIMENT WITH THE ISR PROTOCOL
TRY SLEEP COMPRESSION
MEDICATION (BZs VS BZRAs)
SLEEP LAB BASED - FEEDBACK

20% REDUCTION OF TST REVERSES DISCREPANCY BETWEEN
SUBJECTIVE AND EEG BASED TIMES TO FALL ASLEEP

Miutes

Figure 1.—Subjective and objective sieep-onsel lalercy across the 10
rights of the experment,

Bonnet & Arand 1998 Sleep 21(4) 359-368

\v\n INFORMATION PROVIDED IN VA SLIDES AND MANUALS OF CBT-I

Figure 2 Subjective and objective sieep-onset latency throughout reatment nights
50

—s0Ls

70 —s0L0

soL
(emins)

10 I————-I——______'__l

B SRT-N1 SRT-NE SRT-N22

Kyle, Espie &t al. Personal Communication 2013




WHAT ARE THE IMPLICATIONS FOR CBT-I
UNKNOWN

OPTIONS
CONTINUE STANDARD CBT-|
RELAXATION TRAINING
DO A SEVERE FORM OF CBT-1 WITH MODAFINIL
EXPERIMENT WITH THE ISR PROTOCOL
[ TRYSLEEPCOMPRESSION ]
MEDICATION (BZs VS BZRAs)
SLEEP LAB BASED - FEEDBACK

SLEEP COMPRESSION PROTOCOL

DETERMINE AVERAGE SLEEP
OPPORTUNITY AND SLEEP ABILITY
USING 2 WEEKS OF DIARIES

DETERMINE THE DIFFERENCE BETWEEN
TIB AND TST (DIFF)

DETERMINE AMOUNT OF SLEEP
RESTRICTION (DIFF/ 5)

DELAY BEDTIME OR ADVANCE RISE
TIME BY (DIFF/ 5) PER WEEK

TRACK SE% AND APPLY SRT TITRATION
RULES

QUESTIONS & RESISTANCES

I’'M DOING BETTER — CAN WE STOP NOW ?

BEST NOT TO.
WILL | HAVE TO DO SRT AND STC FOREVER ?!

YES AND NO.




NOTHING IS CERTAIN IN THIS WORLD
BUT DEATH, TAXES, AND STIMULUS CONTROL

O

NEXT WEEK
REVIEW YOUR SLEEP DIARY DATA
TITRATION & TROUBLE SHOOTING
COGNITIVE THERAPY




The University of Pennsylvania

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu




INSOMNIA

SESSION 6 & 7 & 8 - TREATMENT

“WHAT ARE WE GOING TO DO TODAY?”
THE SAME THING AS EVERY DAY ...!




GRAPH MEAN SLEEP CONTINUITY

v

| et s,

GWEN RE-CAP

Tasks

Summarize & Graph Sieep Diary

Discuss Relapse Prevention

RETRACE YOUR STEPS |




Tasks

Summarae & Graph Sieep Diary

Assess Treatment Gains (GDbaly)

NON SEQUITUR

MAINTENANCE

« Relapse is not one night

Two commandments to keep holy:




“IF NOT TONIGHT THEN TOMOROW NIGHT” !?

IS IT THE CASE THAT PATIENTS WITH INSOMNIA
EXPERIENCE GOOD SLEEP ON SOME REGULAR
BASIS ?

IF YES, THEN WHY AND ON WHAT SCHEDULE ?

PATTERN

- BGGBGGB

BGBGEBGB

BBGBBGB

BBBGBBB

RELATIVE FREQUENCY OF CONTINUOUS
NIGHTS WITH INSOMNIA PRIOR TO A GOOD
NIGHT'S SLEEP

12 3 4 5 6 7 8 9 1011 12 13 14




RELATIVE FREQUENCY OF CONTINUOUS
NIGHTS WITH INSOMNIA PRIOR TO A GOOD
NIGHT'S SLEEP

FIGURE 1

NUMBER OF BAD NIGHTS PRIOR
TO A GOOD NIGHT

cn33BREELES

12 3 4 5 8 7 8 8

THE VALUES ON THE ORDINATE REPRESENTS THE NUMBER
‘OF OCCURRENCES FOR THE SAMPLE AS AWHOLE

SO ONE COULD SAY THAT

“BETTER THAN AVERAGE SLEEP OCCURS
IN LESS THAN 3 DAYS TIME”.

BETTER THAN AVERAGE IS ONE THING

WHAT ABOUT THE NUMBER OF DAYS TO AN
ABSOLUTELY GOOD NIGHT ?

:
i
Lo 1
O e $

O, et
E 3
N P At S i




Number of Bad Night Sequences

200

g1so I 90% of bad night's sleep —
E are followed by a good el
100 — night within six days |

0 m
12 3 4 5 6 7 8 9 10 11 12 13 14 15 16
Number of Bad Night's Sleep Before a Good Night's Sleep

DATA FROM BEVERLY DAVID
DATA ANALYSIS SWINX PHD THESIS

“BUT WAIT - THERE’S MORE ” !

IF BETTER THAN AVERAGE SLEEP OCCURS
AND DOES SO EVERY ~3 DAYS THEN WHAT
EFFECT WOULD THIS HAVE ON
RITUAL BEHAVIORS

AND

USE OF PLACEBO !




INTERACTION BETWEEN THE OCCURRENCE OF INSOMNIA
&

0 PILL USE
oo
Follt ]
g
: |
¥ 80
-
H J U \,.
o ] 60 st |
70 T
1 5 6 7 al 9 [0 1112 13 14
I ASSOCIATION
Nights

PRETTY NIFTY EH ??




SO NOW YOU KNOW

QUESTIONS ?

The University of Pennsylvania
R

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu







INSOMNIA

SESSION 5 - TREATMENT

COGNITIVE THERAPY - DECATASTROPHIZATION

|
2 M
)
N
¥
SO

“WHAT ARE WE GOING TO DO TODAY?”
THE SAME THING AS EVERY DAY ...!

Tasks

Assess Treatment Gains
Continue Upward Trration of 15T
Cognitwe Therapy for Negalie Sleep Denels




GRAPH MEAN SLEEP CONTINUITY

e
s
~N
=
S35
-\
-
=S
=22
Tasks

e E Gragh Seep Doy

Cognitve therapy




COGNITIVE THERAPY - TARGETED

TYPES

DEBUNKING DYSFUNCTIONAL BELIEFS - MORIN

COGNITIVE RESTRUCTURING - HARVEY
TARGETING

WORRY AND RUMINATION

ATTENTION BIAS

SAFETY BEHAVIORS

DYSFUNCTIONAL BELIEFS

READER

SESSION -5

nitive Behavioral

unent of
Insomnia

Cognitive restructuring is a core form of therapy for CBT for depression and anxiety and panic disorders.
Some years ago we recommended that this form of therapy could be applied to the treatment of sleep-
related worry. While there are no efficacy or effectiveness studies on this specific approach as a
monotherapy, there are effectiveness data related to its use as part of a comprehensive package.
Moreover, its effectiveness in the related disorders and its clear clinical utility in the treatment of insomnia,
suggest that this is an important component to include in CBT-I.




SESSION -5

itV
tnent of
Insomnia

Cognitive restructuring for insomnia focuses upon catastrophic thinking and the belief that poor sleep is

likely to have ing While hoed may also address these kinds of issues,
another ient of cognitive ing lies not in dit ing the patient of beliefs, but

rather in having them discover that their estimates are mot necessarily factual. When undertaking this
exercise with a patient, it needs to be introduced in a considerate way, one that avoids any hint that the
therapist is being pedantic, patronizing, or condescending.

SESSION -5

There are 9-10 steps to the process

. Set the stage for the exercise (cognitive restructuring)
. Calculate how long the patient has had insomnia (round back)
. Identify and record 3-10 sleep related worries (pull for the catastrophe)

. Assess probability estimates (round back)

Determine forecasted frequency (certainty x opportunity)

1

2

3

4

5. Determine actual frequencies
6.

7. Identify mi: the patient’s estii & actual occurrence rate
8. Talk about “why is it that such probabilities seem so real at the time” ?!

9. Recommend a countering Mantra (“not likely”)

10. (O]

p! ility based on occurrence

SESSION -5

SET THE STAGE

JUST AN EXERCISE
DEGREE OF FIT TO THE PATIENT




SESSION -5

CALCULATE THE NUMBER OF DAYS WITH INSOMNIA ?

"

[N

SESSION -5

SET THE FRAME OF MIND

“CLOSE YOUR EYES AND IMAGINE YOURSELF
TRYING TO FALL ASLEEP. IT'S BEEN A WHILE.
AND YOU START TO THINK

“IF | DON'T SLEEP TONIGHT ”

SESSION -5

ELICIT SLEEP RELATED WORRIES

“IF | DON’'T SLEEP TONIGHT ”




SESSION -5

PULL FOR ASSOCIATED CATASTROPHIC THOUGHTS

SESSION -5

IDENTIFY AND RECORD CATASTROPHIC THOUGHTS

TRGGHTS

Worry Assciated Catiatrophic Thought

SESSION -5

THOUGHTS

W then ..
[Wory [ Associated Catastrophic Thought




SESSION -5

ASSESS PROBABILITY ESTIMATES

SESSION -5
SET THE FRAME OF MIND

“WHEN YOU’'RE LYING THERE, AND IT SEEMS THAT YOU
HAVE BEEN AWAKE FOREVER, AND YOUR BEYOND ANNOYED, AND YOU
START TO WORRY “IF | DON'T SLEEP TONIGHT, TOMORROW I'LL

AT THAT MOMENT, HOW CERTAIN DO YOU FEEL THAT
WILL HAPPEN ?

SESSION -5

ASSESS PROBABILITY ESTIMATES

COGNITIVE RESTRUCTURING

Number of days with Insomnia 1500

1 2
EVENT CERTAINTY
WHEN LYING AWAKE
AND UNABLE TO SLEEP
Stay awake all night 85%
Wreck the car 80%
Get fired 90%




SESSION -5

DETERMINE ACTUAL FREQUENCIES

COGNITIVE RESTRUCTURING

Number of days with Insomnia 1500

3
# OF EVENT
OCCURRENCES

1
2
[1]

SESSION -5

DETERMINE FORECASTED FREQUENCY

COGNITIVE RESTRUCTURING

Number of days with Insomnia 1500
4
# OF EVENT
OCCURENCES
GIVEN
CERTAINTY
1200
1200
1300

SESSION -5

IDENTIFY MISMATCH BETWEEN ESTIMATES
AND ACTUAL OCCURENCES

COGNITIVE RESTRUCTURING

Number of days with Insomnia 1500

3 4
# OF EVENT #OF EVENT
OCCURRENCES | OCCURENCES

CERTAINTY
1200

1
2 1200
0 1300




SESSION -5

TALK ABOUT “WHY IS IT THAT SUCH
PROBABILITIES SEEM SO REAL AT
THE TIME” ?!

HOW CAN THERE BE SUCH A DISPARITY
BETWEEN ONE’S CERTAINTY AT NIGHT
AND THE REAL LIFE PROBABILITIES ?!

IT’S A BAD THING TO BE AWAKE WHEN
REASON SLEEPS

SESSION -5

Sleep-deprived brain: hypometabolic

inferier parietal




SESSION -5

COUNTERING MANTRA

WHEN | THINK
“IF I DON'T SLEEP TONIGHT - I'LL WRECK THE CAR TOMORROW”

LEARN TO REFLEXIVELY THINK
“NOT LIKELY”

SESSION -5

There are essentially B steps Lo the process.

1. Setting the stage for Cognitive Restructuring
2. Calculating how long the patient has. had their insomnia (in days)

3. Identity and record between 3-10 catastrophic thoughts

4. Assess the Patient’s Probabiity Estimates

5. Determine the actual frequency of occurmence of the anticipated “catastrophes™

6. Mismatch Between the Patient's Estimates & The Probabilty of Catastrophic Outcome
7. Create a Countering Mantra to the Catastrophic Thoughts

SESSION -5

e —
— it i Yt

— LINK-1
LINK-2

e

COGNITIVE

Humber of days with Insomnia 1500

T T T 3
WHEN LYING AWAKE | OCCURRENCES | OCCURENCES

AND UNABLE TO SLEEP N
CERTANTY
iy swake 3 gt L T 1200
Vireck the car [ Fl 1350
5%, (] T30
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SESSION -5

PRACTICE

NOW I
CAN GET THE
SA@E RESULT
PRACTICE!

SESSION -5

PRACTICE

There are 9-10 steps to the process

Set the stage for the exercise (cognitive restructuring)
Calculate how long the patient has had insomnia (round back)

Identify and record 3-10 phi gl (pull for the p!

Assess probability estimates (round back)

Determine forecasted frequency (certainty x opportunity)

1.

2.

3.

4.

5. Determine actual frequencies
6.

7. ldentify mi: the patient’s esti & actual occurrence rate
8. Talk about “why is it that such probabilities seem so real at the time” ?!

9. Recommend a countering Mantra (“not likely”)

10. (Optional) calculate probability based on occurrence

SESSION -5

QUESTIONS & RESISTANCES

I’'M DOING BETTER — CAN WE STOP NOW ?
BEST NOT TO.

WILL | HAVE TO DO SRT AND STC FOR EVER ?!

YES AND NO.




[

The University of Pennsylvania

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu

SESSION -5

COGNTVE RESTRUCTURING.

Humber of days with insomeia 1500

7 7 ¥ T
TR T CERVAWTY  WOFEVENY | FOFEVENT |

AN UNABLE TO SLEEP Gven
cERTAMTY
T e T i)
Vireex e cor 53 3 1260
Catteed i) T 7560

CALCULATE PROBABILITY BASED ON OCCURRENCE

STAY AWAKE ALL NIGHT 1/1200 = 0.08%
WRECK MY CAR 2/1200 = 0.16%
GET FIRED 0/1200 = 0.0%

12



13



THE COGNITIVE BEHAVIORAL TX
OF INSOMNIA

4 CASE EXAMPLES

ASSESSMENT ALGORITHM : IS CBT- | INDICATED 7

CASE 1

Case courtesy of S.J.C. RN, CNS
Seoul Korea

Tx was conducted by staff or trainees at
this locale.




INITIAL PRESENTATION

« 68 year old Female
— Married!/ lives with her husband
— Three daughters are all married

* Onset of insomnia: 6 yrs ago
* 2yrs ago: Dx & Tx GERD-> somewhat improved
* Increased fluid intake during night time (3-5cups/night

— She thought it helpful for GERD
-> Nocturnal frequency

« TTB Variable from 10-11pm
« TOB= 6am

« SL= 43 minutes

« WASO = 55 minutes

« TST= 6.27 (~6 hrs. 15 min)

« TIB= ~8.0 hours

« SE= 78%

MEDICATION & TX STATUS

¢ Medications for Insomnia
— alprazolam 0.25mg 1~1.5T hrs
— triazolam 1T hrs
frequency: 1/week

* Medication for GERD
— PPI (rabeprazole 10mg qd)

* Medication for menopause
— Intermittent hormonal replacement IV form

TREATMENT

* 1st session
— Introduction of CBT-I
— Hx, sleep pattern

¢ 2nd session
— Education about sleep/wake regulation
— Behavioral/Relaxation Tx

* 3rd session
— Cognitive Tx
— Medication tapering

* 4th session
— Review progress & wrap up




Sleep Onset Latency

50
45
40 |
35 ‘
_ 3
=
£ 25
20
15
10
5
0
1 session 2 session 3 session 4 session
SESSION
Wake After Sleep Onset
60
55 = 56.7!
50
£ 4
= 45.00
40 42386
35
30
1 session 2 session 3 session 4 session
SESSION
Total Sleep Time
8.5
8
75
7 |
65 679 662
6 627 625
55
5
1 session 2 session 3 session 4 session
—+—total sleep time w-Timein bed




92.00
90.00
88.00 89.50
86.00

= 84.00

E 8200

= 80.00 ‘
78.00
76.00
74.00
72.00

86.12

Time%

1 session 2 session 3 session 4 session
SESSION

PRE-POST COMPARISON

Pre-Tx Post-CBT

e At 4th session of CBT-, she discontinued triazolam.
* 3 months after CBT-I, she could also discontinued alprazolam.

Total Sleep Time

8.5

8
75

7 |
65 679 662

(] LEA ose®® e2s

. s*

55 . .* -

X “ LA

5

1 session 2 session 3 session 4 session
—+—total sleep time w-Timein bed




Total Sleep Time vs. Total Time in bed
85
7.94
8 i 7.7
Lad
75 7.26
st
7
6.5 679 6.82
6 625
5.5
5
1 session 2 session 3 session 4 session
—~s—total sleep time - Timein bed

« SRTIS NOT RIGOROUS (SHOULD HAVE STARTED AT __?
* 4VS. 8 SESSIONS OF TREATMENT

PTTB

Since TST was 375 min. (~ 6 hrs & 15
min) and time out of bed needed to be
6am, then what should The PTTB be ?

CASE 2

Case Courtesy of MCZ, PhD
Tel Aviv, Israel

Tx was conducted by staff or trainees at
this locale.




INITIAL PRESENTATION

Demographics:

— Age: 42

— Sex: Female

— Marital Status: Married (15 years)

— Children: 3 (ages 5,10, 13)

— Employed full-time/avid karate athlete

.

Onset of Insomnia:
— 2years ago, thyroid cancer (in remission)
— Exacerbation 2.5 months ago, work-related stress

« TTB 12pm

« TOB= 730am

« SL= 60 minutes
« WASO = 32 minutes
« TST= 6.0

« SE= 60%

MEDICATION & TREATMENT STATUS

 Stilnox (Zolpidem; 5mg), 2-3x/week
 Eltroxine (thyroid replacement)

» Wyethia (homeopathic remedy)

» Carcinocin (homeopathic remedy)

TREATMENT ?7?
Assessment and baseline (1-2 weeks)

Explanation of Spielman & Stimulus Control Concepts
Initiation of SRT (by average TIB) and STC

BEST GUESS WAS D/C SLEEP MEDICATION AND

RESTRICT SLEEP PERIOD BY 1 HOUR
Titration & Cognitive Therapy (decatastrophization)
Titration (Sessions 6 & 7)

Relapse Prevention




SLEEP ONSET LATENCY

MINUTES

WAKE AFTER SLEEP ONSET

Minutes

Week

SLEEP EFFICIENCY

PERCENT
o
=

WEEK




DAYTIME SLEEPINESS (SCALE 1-10)

high
1

LMW EO® N ® OO

low

PRE-POST COMPARISON

Pre-Treatment Post-Treatment

TIME IN BED VS. TOTAL SLEEP TIME

500

450 -

416
400 ~

Minutes

350 1— N

300




PTTB

Since TST was 360 min. (6 hrs) and time
out of bed needed to be 730am, then
what should The PTTB be ?

CASE 3

Case Courtesy of SD PhD
ucsD

Tx was conducted by staff or trainees at
this locale.

e o o o o o

INITIAL PRESENTATION

35 year old Hispanic male Navy veteran
Married with a 6 year old son
Difficulty initiating and maintaining sleep

Onset: after doing shift work

exacerbated from back injuries

Med Dx: Degenerative arthritis of the spine, back injuries treated
with surgery (spinal fusion)

Meds: Pregabalin, Tramadol, Fluoxetine, Prilosec|:|
TTB ~11pm

TOB = ~6am

SL= 41 minutes

WASO = 57 minutes

TST = 319 (5.31 hrs)

SE = 76%




» Precipitating factors
— Shift work in the Navy
— Pain (back injury and subsequent surgeries)
— Living wit

» Perpetuating factors
— Attempting to sleep before sufficiently tired

— Other healthcare providers advised patient to “try
harder” to fall asleep if unable at night

— Attempted naps

» Evidence of conditioned hyperarousal
— Reports of feeling “very tired” while watching TV in
his living room at night, followed by immediate
alertness/feeling awake when patient lies down in bed

TREATMENT

Individual Therapy
Therapist 3" Year Grad Student

Assessment and baseline (1-2 weeks)

Explanation of Spielman & Stimulus Control Concepts
Initiation of SRT (by average TST) and STC (initiate when
aware of being awake or annoyed [not by time elapsed])

Titration (15 min based on 80/85/90 rules) & Sleep
Hygiene Review

Cat Noise a focus

D/C Zolpidem during Tx

PTTB

TST was 319 min. (call it 315 min) and
time out of bed needed to be 6am, then
what was the PTTB ?

10



SLEEP LATENCY

45
40 *
35
30
£
H
52
15
o BEST GUESS: REVERSAL OF GAINS Wi
5 D/C ZOLPIDEM
0
2 3 a 5 6 7
Session
* patient did not bring a sleep diary to session 2
60
L 4
50
a0
o
g
230
£
20
10
0
1 2 3 4 5 6 7
Session
* Patient did not bring a sleep diary to session 2
340
320 *
300
Q 280
E 260
=
240
220
200
180
1 2 3 4 5 6 7

Session

* Patient did not bring a sleep diary to session 2

11



SE

100
90
80
£
g 70
& *
60
50
40
1 2 3 a B 6 7
Session
* Fatient did not bring a sleep diary to session 2
PRE-POST COMPARISON
Pre-Tx Post-Tx
SL
NOA
WASO
TST
SE
ISI
PSQI

CASE 4

Case Courtesy of
SH PhD D-ABSM
Montefiore Hospital
New York, New York

Tx was conducted by staff or trainees at
this locale.

12



INITIAL PRESENTATION

* Female - 82 years Old
* Windowed

» 5t Grade Education

* Non-English Speaker

¢ Med Dx: Arthritis, Hypothyroidism, Hypertension,
moderate OSA (compliant with CPAP).

* Meds: Synthroid, Amlodipine, and Lisinopril
* Assessment showed mild depression (BDI=14)

INITIAL PRESENTATION (CONT’D)

« TTB = 8pm

« TOB = 8am

« SL= 240 minutes
« WASO = 60 minutes
« TST= 390 (6.5 hrs)
« SE= 54%

Patient very lonely, spent most of day
and evening in bed watching TV

PTTB

Since TST was 390 min. (6.5 hrs.) and
time out of bed needed to be 8am, what
should have the PTTB been ?

13



TREATMENT PLAN
Two week prospective assessment
SRT + SCT (Titration rule 80% / 85%)
Patient resistant to Phase Delay of TTB
switched to Sleep Compression (delay

over 2 weeks [not sure how this was done])

Made a plan for Time Awake (photo albums
and scrap book)

SLEEP ONSET LATENCY

MINUTES
@
o

NUMBER OF AWAKENINGS

NUMBER

UL

14



WAKE AFTER SLEEP ONSET

120

100

80

60

MINUTES

40

20

WEEK

TIME IN BED VS. TOTAL SLEEP TIME

800

700 +720

600

500

MINUTES

400 +—

300

200

SLEEP EFFICIENCY

100

80

80

%

60 1

50
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PRE-POST COMPARISON

Pre-Treatment Post-Treatment

A‘?-‘f

WHO’S AWESOME?

CBT-l IS AWESOME !!

16



The University of Pennsylvania

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu
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QnA

-

SO WITHOUT FURTHER ADO

“THIS IS THE END... ”

JIM MORRISON CIRCA 1967

The University of Pennsylvania
ey

Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program
mperlis@upenn.edu




FAQS AND REFERENCES

1. How Efficacious is CBT-I (i.e., what’s the clinical trial data)? - Very.

Morin C.M., et al. (1994) Non-pharmacological interventions for insomnia: a meta-analysis of treatment efficacy. Am. J.
Psychiatry 151, 1172-1180.

Murtagh D et al. (1995) Identifying Effective Psychological Treatments for Insomnia - A Meta-analysis. JCCP, 63, 79-89.

2. How Effective is CBT-I (i.e., is there case series data in “real” patients)? - Very.

Lichstein K.L. et al.(2000) Psychological treatment of secondary insomnia. Psychology of Aging 2, 232-240.

Perlis M., et al.(2000) Behavioral treatment of insomnia: A clinical case series study. J. Behav. Med. 23, 149-161.

3. How does CBT-I compare to Pharmacotherapy? — The therapies are comparable.

Morin C.M., et al. (1999) Behavioral and pharmacological therapies for late-life insomnia: a randomized controlled trial
JAMA 281, 991-999.

Smith M.T., et al.(2002) Behavioral treatment vs pharmacotherapy for insomnia - a comparative meta-analysis. Am. J.
Psychiatry 159, 5-11.

Jacobs G.D. et al. (2004) Cognitive behavior therapy and pharmacotherapy for insomnia - A randomized controlled trial
and direct comparison. Arch. Intern. Med. 164, 1888-1896.

Sivertsen B., et al. (2006) Cognitive behavioral therapy vs zopiclone for treatment of chronic primary insomnia in older
adults - A randomized controlled trial. Journal of the American Medical Association 295, 2851-2858.

4. Does the NIH have a position on what’s the best for the treatment of insomnia ? — Yup.

http://consensus.nih.gov/2005/2005InsomniaSOS026html.htm
This is available on web cast. http://videocast.nih.gov/PastEvents.asp?c=1&s=81

5. Does the AASM have a position on what’s the best for the treatment of insomnia? — Yup.

Chesson A.L., et al. (1999) Practice parameters for the non-pharmacologic treatment of chronic insomnia. An American
Academy of Sleep Medicine report. Standards of Practice Committee of the American Academy of Sleep Medicine Sleep.
22, 1128-1133.

Chesson A., et al. (2000) Practice parameters for the evaluation of chronic insomnia. An American Academy of Sleep
Medicine report. Standards of Practice Committee of the American Academy of Sleep Medicine Sleep. 23, 237-241.

Morgenthaler T. et al. (2006) Practice parameters for the psychological and behavioral treatment of insomnia: An update.
An American Academy of Sleep Medicine Report. Sleep. 29, 1415-1419.

Morin C.M., et al. (2006) Psychological and behavioral treatment of insomnia: Update of the recent evidence (1998-2004).
Sleep. 29, 1398-1414.

6. How does one know who is an appropriate candidate for CBT-I ?. See for example,
Smith M.T. et al. (2006) Who is a candidate for cognitive-behavioral therapy for insomnia? Health Psychol. 25, 15-19.

7. Are there books me and mine can read on how to do CBT-I. - Yup.

Insomnia: A Clinician's Guide to Assessment and Treatment Eds. Morin & Espie. Plenum Pub Corp. 2000
Cognitive Therapy for Insomnia: A session by session guide. Perlis, Jungquist, Smith & Perlis, Springer-Verlag. 2005.
Overcoming Insomnia: A Cognitive-Behavioral Therapy Approach Therapist Guide, Edinger & Carney 2008.

8. Are there training courses available on CBT-I? - Yup.

General: www.aasmnet.org/SleepEdSeries.aspx
Specific: www.med.upenn.edu/cbti/.

9. Is it possible to arrange for peer supervision for one’s first CBT-l cases. Yup.
It is likely that any of the individuals with the CBSM would be willing.
See, http://www.aasmnet.org/BSMSpecialists.aspx

10. Is it possible to be credentialed in CBT-l. Yup.
There is a certification exam. See, http://www.aasmnet.org/BSMExam.aspx

11. How does reimbursement work for CBT-l. Ask:
Ryan Wetzler PhD > rwetzler@kysleepmed.com
Sara Matteson PhD > Sara Matteson@URMC.Rochester.edu
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Society and/or TXs

AASM
SBSM
BSM
CBT
CBT-I
SRT
SCT
CPAP
PMR
MBTI
MBSR
cT
ISR

Pl
EBT

American Academy of Sleep Medicine
Society of Behavioral Sleep Medicine
Behavioral Sleep Medicine

Cognitive Behavioral Treatment

Cognitive Behavioral Treatment of Insomnia
Sleep Restriction Therapy

Stimulus Control Therapy

Continuous positive airway pressure
Progressive Muscle Relaxation
Mindfulness-Based Therapy for Insomnia
Mindfulness-Based Stress Reduction Program
Cognitive Therapy

Intensive Sleep Retraining

Paradoxical Intention

evidence-based psychological treatments

Instruments and Classification Systems

STQ
ISl
SHI
DBAS
GSES
SAMI
BZRA
ICSD-2
DBAS
SRBQ
BBTI
PSQl
SSS

sleep timing questionnaire

Insomnia Severity Index

Sleep Hygiene Index

Dysfunctional beliefs and attitudes about sleep
Glasgow Sleep Effort Scale

Sleep Associated Monitoring Index
Benzodiazepine Receptor Agonist

International Classification of Sleep Disorders, 2" edition

Dysfunctional Beliefs about Sleep Scale
Sleep-Related Behaviours Questionnaire
Brief Behavioral Treatment of Insomnia
Pittsburgh Sleep Quality Index

Stanford Sleepiness Scale

Sleep and CBT-I related Acronyms

SL
WASO
NWAK
TST
SE

TTB
TOB
TIB
TTOB

EEG
SOL
Tmin

Sleep Latency

Wake after sleep onset
Number of awakenings
Total Sleep Time

Sleep Efficiency

Time to Bed

Time out of bed

Time in Bed

Total Time Out of Bed (during the night)

electroencephalography
Sleep Onset Latency
core body temperature rhythm minimum

Medical and Psychology Acronyms

Tx
Rx

Treatment
Medication



WORDS OF WISDOM VERSION 2

Perlisisms (MP)

e Can’t stay awake ?...you’re cured !

e Remember the clippers
e Look for the check mark

e The price of therapy is sleep diaries
The price of supervision is graphs

e Align sleep opportunity with sleep ability

e When in treatment, expect things to get worse before they get better

e Sleep hygiene is not the ten commandments

e Nothing is certain in this world but death, taxes, and stimulus control

¢ In the beginning you’re a therapist by the end you’re a personal trainer
e Doing CBT-l is like dieting, it seldom works when attempted alone

¢ If insomnia returns, restrict and control (This is really Mark Aloia)

e Never give insomnia a function (e.g., use it as an alarm clock)

e What is insomnia but the gift of more time

e It’s a bad thing to be awake when reason sleeps

e If not tonight, then tomorrow night, if not then, then almost certainly the next night

e Asthe therapist you need to send a message and the message is:
“you are in the right place with the right person”.

Posnerisms (DP)

e Insomnia develops a life of it’s own
e First sleep efficiency then focus on how you feel

e Sleep drive is like silly putty...roll together and then kneed out

e Sleep will come get you when it’s ready...that may not be tonight

e This torture is not a lifetime sentence

e You can under sleep your sleep drive forever but you can’t oversleep your drive forever

e If you go into the dark tunnel go all the way through to the light and don’t turn back. If
you think you won’t then don’t start

e Engaging in poor sleep hygiene is like adding rungs to a ladder of vulnerability

e Tonight is sacrificed... don’t ever fear adding to your sleep bank

e Never spend banked sleep except between bed and wake time

e Expansion is never smooth.. it’s two steps up one step back

e If you are sitting there 3am awake and wanting to kill me, everything is going beautifully
e Your bedroom should be dark enough for me to develop film

e Just b/c you can’t feel something affecting your sleep doesn’t mean it isn’t
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