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What is the First Line of Treatment 
for Insomnia?
…but should it be?
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Primary Sources

What We’ll Cover
´ Introduction to DSM-5 Sleep-Wake Disorders

´ Prevalence

´ Diagnostic Criteria and Descriptions

´ Pharmacotherapy for Insomnia

´ Commonly Prescribed Medications

´ Side Effects and Adverse Reactions

´ Counseling Interventions

´ Cognitive Behavioral Therapy for Insomnia (CBT-I) Protocol

´ Sleep Disorder Assessment and Treatment Planner (SATP)

´ Resources

´ Questions and Answers
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So what are the effects of 
Insomnia?

How Many Hours of Sleep do We 
Need to Function?
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Sleep Facts and Myths
´ 34 studies: We do not need 8 hours of sleep a night to be healthy.
´ Optimal sleep duration varies from person to person
´ Studies on sleep duration and immune system functioning are 

confounded by stress variable
´ The body does not physically need sleep to survive
´ The primary adverse effects of sleep deprivation are mood 

disturbances and sleepiness

´ 5.5 hours of sleep is generally required to maintain performance 
for extended periods of time (core sleep)

´ The brain strives to make up for core sleep
´ People with insomnia are generally poor historians of sleep 

duration
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Sleep Facts and Myths

´ Sunlight decreases melatonin, prompting body 
temperature to rise.

´ Sunset increases melatonin, prompting body 
temperature to decrease.

´ Sleep needs change during lifespan.
´Greater prior wakefulness = greater pressure for sleep
´Adenosine accumulates gradually with wakefulness, 

wakefulness correlates with more sunlight exposure 
and physical activity, both of which trigger 
temperature changes

Adverse Effects of Sleep Deprivation
´Cognitive Impairment (e.g., perceptual 

distortions, hallucinations, difficulty 
concentrating on mental tasks (Horne, 1988)

´Difficulty recognizing emotional facial 
expressions in others (van der Helm et al. 2010)

´ Impaired memory consolidation (Marshall & 
Born, 2007).  

´Prolonged sleep deprivation has been 
connected to cell damage due to oxidative 
stress (Ramanathan et al., 2002)
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Adverse Effects of Sleep Deprivation

´ Subjective experience of emotional distress, including 
anxiety and irritability (Jacobs, 2000)

´ Impaired work performance (Litwiller, Snyder, Taylor, & 
Steele, 2017).  

´ Insomnia has been linked to adverse changes in body 
metabolism and endocrine functioning, increased rates 
of depression, augmentation of the effects of central 
nervous system depressants, thousands of motor vehicle 
accidents per year related to fatigue while driving, and 
increased risk of workplace accidents, though it is 
important to note that much of this research is 
correlational in nature (Johnston, 2017)

DSM-5 Sleep-Wake Disorders

´ Insomnia Disorder
´ Hypersomnolence Disorder

´ Narcolepsy
´ Breathing-Related Sleep Disorders
´ Circadian Rhythm Sleep-Wake Disorders
´ Parasomnias

´ Restless Leg Syndrome
´ Substance/Medication Sleep Disorder
´ Other Specified and Unspecified variations of Insomnia, 

Hypersomnia, and Sleep-Wake Disorder
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Three Types of Insomnia

´Sleep onset (average 1.25 hours to sleep)
´Sleep maintenance (average 1.25 hours 

lying awake)
´Sleep quality
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Pharmacotherapy for 
Insomnia Disorder
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Source: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4634348/

Benzodiazepine Receptor Agonists

´Ambien (zolpidem)
´Sonata (zaleplon)
´Lunesta (eszopiclone)

´Not tested/designed for long-term use, yet 
are used long-term

Benzodiazepine Receptor Agonists

´ Drawbacks:

´ Impaired next-day coordination

´ Physical and psychological dependence
´ Addiction in vulnerable individuals

´ Reduced REM sleep
´ Complex sleep behaviors and amnesia

´ TBI and ER visits for adverse events
´ Overdose and suicide

´ Rebound insomnia
´ Only slightly more effective than placebo
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Slightly Better than Placebo?

http://www.bmj.com/content/345/bmj.e8343
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…But what’s the primary treatment 
of Insomnia in the U.S.?
Medication!

(Beatriz et al., 2015)
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If CBT-I Should be the Primary Treatment for 
Insomnia Disorder, then Why Are Sleeping 
Pills the Primary Treatment?

´Tradition

´Stigma
´Effort

´Lack of Awareness

´Shortage of trained CBT-I clinicians (Manber et 
al., 2005)

Cognitive Behavioral 
Therapy for Insomnia (CBT-I)

What is CBT-I?

´Widely recognized
´ Evidence-based treatment
´ Theory/rationale (Arthur Spielman):

´ (1) some individuals are predisposed to insomnia, having a weak 
or sensitive biological sleep system (i.e., predisposing factors)

´ (2) these individuals are then confronted with stressful life events 
(i.e., precipitating events), which 

´ (3) they respond to with poor sleep hygiene habits, such as 
excessive daytime napping to “catch up,” heavy use of 
stimulants during the daytime to stay awake, spending excessive 
time in bed tossing and turning, etc. (i.e., perpetuating 
mechanisms) 
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Efficacy of CBT-I
Several studies on the efficacy of CBT-I have yielded compelling 

evidence that CBT-I is an effective treatment for insomnia.  Meta-
analyses have been helpful in examining effect sizes across studies.  
Koffel, Koffel, & Gehrman (2015) conducted a meta-analysis of eight 
studies finding medium to large effect sizes for sleep latency, sleep 
efficiency, and wake after sleep onset and small effect sizes for pain 
outcomes, and these effect sizes generally persisted at follow-up, 
suggesting persistence in symptom alleviation.  That same year, Beatriz 
et al. (2015) found similar effect sizes nine studies, and a few years prior 
Okajima, Komada, and Inoue (2011) found similar results when 
analyzing 14 randomized controlled studies published between 1990 
and 2009.  When delivered via the internet rather than in person, meta-
analyses continue to reveal similar results (i.e., Seyffert et al., 2016; 
Zechariae, Lyby, Ritterband, & O’Toole, 2016). 

Efficacy of CBT-I

Geiger-Brown et al. (2015) extended meta-analysis research 
on efficacy of CBT-I to the population of patients with co-
morbidity (i.e., mental conditions co-occurring alongside 
insomnia), finding similar effects sizes in their review of 23 studies 
involving 1,379 participants.  Ho et al. (2015) found that even 
self-help CBT-I (as compared to CBT-I facilitated by a mental 
health professional or sleep specialist), calculating effect sizes of 
0.80, 0.66, and 0.55 for sleep efficiency, sleep onset latency, 
wake after sleep onset respectively in a meta-analysis of 20 
randomized trials.  When Trauer et al. (2015) conducted a meta-
analysis of 20 studies to clarify effect sizes for patients with 
chronic vs. short-term or acute insomnia, similar effect sizes were 
obtained as with previous meta-analyses. 

Efficacy of CBT-I

Because of promising and reliable findings, the American 
Psychological Association (APA) declared CBT-I the “treatment of choice” 
for insomnia while acknowledging that no treatment for insomnia is 
effective and appropriate for all people (APA, 2004), a sentiment echoed 
by the National Institute of Health (McCrae & Lichstein, 2001).  
Additionally, the American College of Physicians (ACP), the second largest 
group of physicians in the country, has taken the position that “Cognitive 
behavioral therapy for insomnia (CBT-I) should be the first-line treatment 
for adults with chronic insomnia” (ACP, 2016, para. 1), adding that CBT-I is 
likely less harmful than prescription medications that “can be associated 
with serious adverse effects” (ACP, 2016, para. 2.).  Many of the 
medications prescribed for insomnia produce serious side effects and 
interfere with sleep stages, and patients tend to build a tolerance to the 
medications over time, reducing efficacy long-term (Williams, Roth, 
Vatthauer, & McCrae, 2013). 
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Diagnosis of Insomnia Disorder

´ Can clinical mental health counselors diagnose Insomnia Disorder?

´ Consider using DSM-5 Cross Cutting Symptom Measures

CBT-I Components

´Psychoeducation
´Cognitive Restructuring
´Sleep Restriction Therapy
´Stimulus Control
´Sleep Hygiene

Cognitive Restructuring
CBT-I Components
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Negative Sleep Thoughts (NSTs)

´ I’m dreading bedtime.  I know what’s going to 
happen.

´ I have to get 8 hours of sleep.  I won’t be able to 
function if I don’t.

´Here we go again.  I only slept a few hours last 
night, so I won’t be able to function today.

´ I should be able to sleep.
´Why can’t anything good ever happen to me?

Positive Sleep Thoughts (PSTs)

´ My performance will not suffer significantly if I get my core sleep

´ I'm probably getting more sleep than I think I am

´ My daytime functioning is not just affected by my sleep

´ Since I have survived nights of insomnia before, I can do it again

´ If I didn't sleep well last night, I am more likely to sleep well tonight due to a 
biological pressure to recover my core sleep

´ My daytime functioning is due in part to my NSTs

´ Sleep requirements vary from person to person

´ There is no evidence that insomnia causes health problems

´ Sleeping 6 to 7 hours per night is associated with the longest life 
expectancy

Positive Sleep Thoughts (PSTs)

´ In most cases, the worst thing that may happen if I don't sleep well is that 
my mood will be impaired during the day

´ If I awaken after about 5 and 1/2 hours of sleep, I have gotten my core 
sleep

´ I'm more likely to fall asleep as my body temperature falls throughout the 
night

´ It is normal to initially feel alert if I awaken at the beginning or end of 
dream; drowsiness will soon follow

´ My functioning will improve during the day as my body temperature rises

´ My sleep will be improving as I learn these behavioral techniques

´ These techniques have worked for others, they will work for me (Jacobs, 
2000)
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From NTs to PSTs

´Socratic questioning/Downward Arrow 
Technique

´Thoughts records
´Behavioral experiments
´Cost-benefit analysis
´Acceptance-based techniques
´Motivational enhancement

Manber & Carney, 2015, p. 131

Sleep Restriction Therapy
CBT-I Component
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Sleep Prescription

´Determine target wake-up time
´Calculate average sleep duration (based on sleep 

log)
´Add one hour to average sleep duration to 

determine time allotted for sleep (lights out to wake 
time), but don’t go below 5.5 hours of sleep

´Once 85% sleep efficiency is reached, gradually 
increase allotment to target sleep duration

´No naps…or stick to 45 minutes max and no later 
than 4pm

Stimulus Control
CBT-I Component

Stimulus Control/Zeitgebers

´Bedroom is for sex and sleep only
´Avoid lights and TVs in bedrooms
´Avoid anxious/angry rumination in 

bedroom
´To do lists
´Flooding/Extemporaneous writing
´Thought stopping
´Somatic quieting techniques
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Sleep Hygiene

´Maintain at least 20-30 minutes of moderate physical 
exercise daily, but not within 4 hours of bed

´ Turn clock away/avoid clock-watching
´Hot bath for up to 25 minutes approximately two hours 

before bed
´ Increase morning exposure to sunlight to trigger 

temperature rise (sleep onset insomnia) and increase 
pre-sunset sun exposure to delay temperature drop 
(sleep maintenance insomnia)

´Abstain from caffeine or limit to 110-220 mg in the 
morning, preferably before 10 am.  May need to titrate.

Sleep Hygiene

´Avoid nicotine and other stimulants or eliminate within 2 
hours bedtime and during the night

´ Limit alcohol to one serving at least 2 hours before 
bedtime (or prior to 7pm)

´ If using sleep aids, advise reducing and/or titrating 
down.  For heavy doses of benzodiazepines, medical 
oversight needed.

´Avoid foods high in protein, sugar, refined 
carbohydrates, fatty or spicy foods, or foods with 
monosodium glutamate (MSG) within 1-2 hours of 
bedtime.  A light high-carb snack before bed is 
acceptable.

Sleep Hygiene

´ Avoid emotionally-arousing or complex cognitive tasks in the hour 
before bed (e.g., computer work, video games, household 
finances, phone calls).  Replace with low-arousal activities e.g., 
reading or watching neutral/low-arousal content

´ Keep room temperature between 65° and 72° F at night.  If a 
partner is cold, blankets and clothing can be used.

´ Sleep on a comfortable mattress and wash bedding weekly.

´ Keep the room dark at night.  If light is necessary, use very dim light.

´ Avoid TVs, music, radio at night.  If necessary, use a sleep timer 
and/or white noise substitutes. 

´ Avoid bright artificial screens.  If necessary, use night mode.
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Let’s Practice!

Resources

´ Sleep Assessment Treatment Planner: A brief, structured 
instrument designed to aid mental health professionals in 
administering CBT-I protocols
´ Downloadable from www.anorton.com by clicking on 

“Resources,” then “Counselor Resources,” then “Sleep 
Assessment Treatment Planner” 

´Dr. Gregory Jacob’s training: www.cbtforinsomnia.com
´CBT-I App (VA)

Primary Sources
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