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Overview

* Introduction to CBT-|
« CBT-I: Is it also effective for elderly populations?

« CBT-I: Talloring treatment for the elderly
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Risk factors for insomnia in
the elderly

* Environment
* Behavioral / Social

* Demographics: Female gender

* Medical
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+H2d (Sleep Hygiene)

Comfortable bedroom environment

Avoding caffeinated drinks 6 hours before bedtime
Avoiding alcohol before bed

Avoiding naps

Avoiding vigorous exercise

Avoiding media light exposure before bed




Sleep Hygiene and Naps
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Sleep drive builds as the day goes on; However, napping reduces sleep drive
significantly such that there’s not enough time to rebuild enough of a sleep drive
before bedtime



X2 XA (Stimulus Control)
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X2 XA (Stimulus Control)
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X2 XA (Stimulus Control)
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X2 XA (Stimulus Control)
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Xt= =A (Stimulus Control)
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t (Sleep Restriction)

Time In Bed Xt}




TS 28X - THOJA= AlZH0] BT

O

ool —r-|=I%!: AlZt: 1012t

2o A=
AlZks 2

- 12/1 AR S




M Xt (Sleep Restriction)
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™M H|st (Sleep Restriction)

Time In Bed prescription
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QIX] 2t (Cognitive Restructuring)

e —

J

H ol

2 H| 2L}
e E|ALE

E

==
N

N

r 0

~
o

<l
g
~N %0
o <t
Kl oo
<MNs1 U
B/ H
T
ook K
KU
So] o
10 0] Rr=
N KK %1
Mﬁ%%
O TT K |4
U0 = o

K- 57 = Kl
of O Ko K|o ofu
1 81 51 8] &1
of < 1h Tfu <F

K
od




. K2 Qi 2 RHCH D 4010 HEH R E MZH (A7|SE MZHS THRIA =
Ct
. EUE BHE YBOIL SHIF AR FA
. RS 0T R XD 220 2XI7H 71 20| OFL7k”
. 40 BE 50l & 7 HO| C510] AN
+ "BARINON 2 TSE R B 9 X2 5 WA 1 20F

M2
“XICHO |:.| Qa _II—__<|D__|OI|:_|- Em O MI7I= &0| S7HO"
. “Q=S X|Al §7IK| A E/H X0 2740}

4>
e g
= I
1M
<
F
Q'I_
5%
=)
F
ol
ﬁ

> £0H0f| Oi$t ¥7|sX MR (Dysfunctional Beliefs and Attitudes about Sleep

Scale; DBAS) A2



PPN el LS.

* 7|0 Chet e HE

- =S| Helo| ther Hel=
» 02 & 0] 100% +=HES MFZ0[2t=
* oY X A= A0 CHet Di=sl =3

O thet 29 ALUX|A ZZol= A0 T
=501 tiet iUy 371

Ae{d = HoHA| BV

X~
o

1

Ol

> 4

I.

il
no re rg



Q. Z2 K2 R X, CtSe
S US B RULIR?

021 ObLl 2 22 O S
O Mo BE. B2 R A
A4 BHOKI .

Q. 2SS0l LM Hols S
oS & FHLIR?

Q. JAEUH 8L, =283 22
CE AEYA 20 IH20 €2
ot=0l &= &= =k UX

HENR?

QIOIZ5ID EE BH5|0IE 512
Z 200 5= 20l 01012 Cr2
FAOZ BH= 20 ZOHAL,

O£ Xt U AT AEY AN

50%= & A

my

OlR.

Q. 18 100% =S ME2
OtLlct= £ S0IAI£?



44X =

* Timed Light Exposure
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American College of Physicdans™
Leading Internal Medidne, Improving Lives

=AC

Management of Chronic Insomniz
ie American College of Physu:uans

Practice Guideline Fromt

Amir Qaseem, MD, PhD, MHA; Devan Kansagara, MD, MCR;

CLiNIcAL GUIDELINE

Thomas D. Denberg, MD, PhD, for the Clinical Guidelines Commltm oﬂh. Alnoncm Collog. of Physichns'

Description: The Amerncan College of Physicians (ACP) devel
oped this gudeline 10 prezent the evidence and provide chirnical
recomme ndations on the management of chrome incomnia dis-
arder in adults.

Methods: This guide line i based on a systematic review of ran-
domized, contvolled trnale publehed in Engleh from 2004
through September 2015, Ewaluated outcomes induded
global outcomes assesced by questionnaires, patient-reported
sleep outcomes, and harme. The target audience for the gude-
line indudes all climcians, and the target patent population in-
cdudes adule with chronie insomnia disorder. This guideline
grades the evidence and recommendations by using the ACP
grading system, which = based onthe GRADE (Grading of Rec-
ammendations Assessment Development and Evaluaton)
approach.

Recommendation 1: ACP recommends that all adult patents
recene cognitve behavioral therapy for insormnia (CBTH) as the
inlal treatment for chronic insammnia disorder. (Grade: strong rec-
ommendation, moderate-quality evidence)

Recommendation 2: ACP recommends that cinicians use a
shared decision-making approach, including a discussion of the
benafits, harms, and costs of short-temm use of medications, to
decide whether o add pharmacological thevapy in adulls with
chranic insomania disarder in whom cogmitive behavioral therapy
fov inmsommia (CBTY) alone was unsuccessk. (Grade: weak rec-
ommendation, lovwqually evidence)

Ann htem Med. 201616 5200 XXX doc1 07326 M 15.2175 waw.annals omg
Far awthor Fbasomn, see and of tea
Ths anide was puiizhed 2t www.annalsasg on 3 May 2014

nsomnia is a major health care problem inthe United
States. It is defined as dissatisfaction with sleep quan-
tity or quality and is associated with difficulty initiating
or maintaining sleep and eardy-morning waking with in-
ability to return to sleep (1). Approximately 6% to 10%
of adults have insomnia that meets diagnostic criteria
(1-4). Insomnia is more common in women and older
adults (5, 6) and can occur independently or be caused
by another disease. People with the disorder often ex-
perience fatigue, poor cognitive function, mood distur-
bance, and distress or interference with personal func-
tioning (2, 4). An estimated $30 billion to $107 billion is
spent on insomnia in the United States each year (7).
Insomnia also takes a toll on the economy in terms of
loss of workplace productivity, estimated at $63.2 bil-
lion in the United States in 2009 (8).
Chronic insomnia, also referred to as “chronic in-
somnia disorder” in the American Psychiatric Associa-
tion's Diagnostic and Statistical Manual of Mental Disor-
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medical, or mental disorders (1). Symptoms of insom-
nia differ between older adults and the younger popu-
lation. Older adults are more likely to report problems
with waking after sleep onset (difficulty maintaining
sleep) than they are to report problems with sleep on-
set latency (time to fall asleep).

The goal of treatment for insomnia is to improve
sleep and alleviate distress or dysfunction caused by
the disorder. Insomnia can be managed with psycho-
logical therapy, pharmacologic therapy, or a combina-
tion of both. Psychological therapy options include
cognitive behavioral therapy for insomnia (CBT-l); mul-
ticomponent behavioral therapy or brief behavioral
therapy (BBT) for insomnia; and other interventions,
such as stimulus control, relaxation strategies, and
sleep restriction (see Appendix Table 1, available at
www.annals.org, for a description of these interven-
tions). Cognitive behavioral thempy for insomnia is



2 AC A e M ” CLINICAL GUIDELINE

Management of Chronic Insomnia Disorder in Adults: A Clinical
Practice Guideline From the American College of Physicians

ol

receive cognitive behav| e AXBSXIES 17t X|& YACE AHY
initial treatment for chron (Bl #38)
ommendation, moderate-quah‘ty evidence)

Recommendation 1: j 20164 58, O0|=2 Ljaio|Al st3|ojA] BHSE

-

Recommendation 2: ACP recommends that clinicians use a
shared decision-making approach, including a discussion of the
benefits, harms, and costs of short-term use of medications, to
decide whether to add pharmacological therapy in adults with
chronic insomnia disorder in whom cognitive behavioral therapy
for insomnia (CBT-l) alone was unsuccessful. (Grade: weak rec-
ommendation, low-quality evidence)

Qaseem et al. (2016) Annals of Internal Medicine



Effectiveness of CBTi for
chronic insomnia patients

Annals of Internal Medicine REVIEW
Cognitive Behavioral Therapy for Chronic Insomnia

A Systematic Review and Meta-analysis

James M. Trauer, MBBS; Mary Y. Qian, MBBS; Joseph S. Doyle, PhD; Shantha M. W. Rajaratnam, PhD; and
David Cunnington, MBBS

“At the posttreatment time point, SOL improved by 19.03 minutes, WASO
improved by 26.00 minutes, TST improved by 7.61 minutes, and SE% improved
by 9.91%, and changes seemed to be sustained at later time points. No adverse
outcomes were reported.”

Annals of Internal Medicine, 2015



Effectiveness of CBTi for
chronic insomnia patients in older adults

Significant effect for sleep efficiency, sleep onset latency, wake after sleep onset,
and total sleep time

- - = - Australasian Psychiatry
2022, Vol. 30(5) 592-597
Efficacy of cognitive behavioral
- - - Neyv Zealand qu\ege of Psychiatrists 2022
therapy for insomnia (CBT-I) in  oreene
DOI: 10.1177/10398562221118516

older adults with insomnia: A e riorie
systematic review and
meta-analysis

Kexin Huang* School of Nursing, Jilin University, Changchun, China

Su LiT School of Public Health, Jilin Medical University, Jilin, China

Rendong He, Tangsheng Zhong, Haigi Yang, and Li Chen School of Nursing, Jilin University, Changchun, China
Hui Gao School of Public Health, Jilin Medical University, Jilin city, China

Yong Jia* School of Nursing, Jilin University, Changchun, China



Effectiveness of CBTi for

older adults and its effects for preventing
MDD in older adults

Treatment of insomnia with CBT-I had an overall benefit in the prevention of
incident and recurrent major depression in older adults with insomnia disorder

JAMA Psychiatry | Original Investigation

Prevention of Incident and Recurrent Major Depression

in Older Adults With Insomnia
A Randomized Clinical Trial

Michael R. Irwin, MD; Carmen Carrillo, MA, MHS; Nina Sadeghi, BS; Martin F. Bjurstrom, MD;
Elizabeth C. Breen, PhD; Richard Olmstead, PhD

Figure 2. Time to Incident or Recurrent Depression Event
by Treatment Group
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Participants without incident or
recurrent depression, %

Hazard ratio for incident or recurrent depression:
0.51(95%Cl, 0.29-0.88; P=.02)

0 6 12 12 24 30 16
Analysis time, mo
No. at risk
CBT-I 156 129 123 116 92 88 81
SET 135 128 123 120 86 82 77

Older adults without depression but with insomnia were randomized to
receive cognitive behavioral therapy for insomnia (CBT-1) or sleep education
therapy (SET).




Tailoring CBTI for the older adult

* Modifying and using alternative delivery methods
to enhance the ability to engage successfully and
safely in CBTI

* Counter—control instead of stimulus control

* Limiting daytime sleeping outside the bedroom
 Sleep compression instead of sleep restriction

* Behavioral activation

 Cognitive reframing for depression (Sadler et al.,

 Decrease of cognitive components (Cassidy—-Eagle et
al., )

* Adjustments for larger font size, larger writing spaces,
Incorporating learning and memory aids
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