
        
            
                
            
        

    
	

	 

	

	 

	 

	 

	 

	 

	MINDFULNESS-BASEDTHERAPY

	FORINSOMNIA

	 

	 

	 

	

	 

	 

	 

	 

	 

	 

	MINDFULNESS-BASEDTHERAPY

	FORINSOMNIA

	 

	 

	 

	 

	 

	 

	 

	 

	JASONC.ONG

	 

	 

	 

	 

	 

	 

	 

	 

	 

	AmericanPsychologicalAssociation•Washington,DC

	 

	Copyright©2017bytheAmericanPsychologicalAssociation.Allrightsreserved.Exceptaspermit- tedundertheUnitedStatesCopyrightActof1976,nopartofthispublicationmaybereproducedor distributed in any form or by any means, including, but not limited to, the process of scanning and digitization, or stored in a database or retrieval system, without the prior written permission of thepublisher.

	 

	Publishedby

	American PsychologicalAssociation 750 First Street, NE

	Washington,DC20002www.apa.org

	 

	Toorder

	APAOrderDepartment

	P.O.Box92984

	Washington,DC20090-2984

	Tel:(800)374-2721;Direct:(202)336-5510

	Fax:(202)336-5502;TDD/TTY:(202)336-6123

	Online:www.apa.org/pubs/booksE-mail:order@apa.org

	 

	In the U.K., Europe, Africa, and the Middle East, copies may be orderedfromAmerican Psychological Association

	3 Henrietta Street CoventGarden,London WC2E 8LU England

	TypesetinMeridienbyCircleGraphics,Inc.,Columbia,MDPrinter: United Book Press, Baltimore, MD

	CoverDesigner:MercuryPublishingServices,Inc.,Rockville,MD

	 

	The opinions and statements published are the responsibility of the authors, and such opinionsand statements do not necessarily represent the policies of the American Psychological Association.

	 

	LibraryofCongressCataloging-in-PublicationData

	 

	Names:Ong,JasonC.,author.

	Title:Mindfulness-basedtherapyforinsomnia/JasonC.Ong.

	Description: Washington, DC : American Psychological Association, [2017]| Includes bibliographical references and index.

	Identifiers:LCCN2016009048|ISBN9781433822414|ISBN1433822415

	Subjects: LCSH: Insomnia—Treatment. | Mindfulness-based cognitivetherapy.Classification: LCC RC548 .O54 2017 | DDC 616.8/49820651—dc23

	LCrecordavailableathttp://lccn.loc.gov/2016009048

	 

	BritishLibraryCataloguing-in-PublicationData

	ACIPrecordisavailablefromtheBritishLibrary.

	 

	Printed in the United States ofAmericaFirstEdition

	 

	http://dx.doi.org/10.1037/14952-000

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	Thisbookisdedicatedtothreepsychologistswhorecentlypassedaway:Richard Bootzin, Arthur Spielman, and Peter Hauri.

	Their work in insomnia inspired me to pursue specialized training insleep,and I hope to build on the foundation they created.

	 

	 

	 

	 

	 

	 

	 

	 

	Contents

	 

	 

	PREFACE      ix

	ACKNOWLEDGMENTS      xi

	I NT RO DU CT ION      3

	I      

	Background      9

	
		Insomnia:TheProblemofSleeplessness      11

		CurrentTreatmentsforInsomnia      29

		MindfulnessMeditation:AwakeningtoBetterSleep      41



	II      

	PrinciplesandPracticesofMBTI      51

	
		TheoreticalFoundationsandPreparationforMBTI      53

		GettingStartedWithMBTI      73

		ReprogrammingtheBrainforSleep      97

		Using Mindfulness Principles to Work With theTerritoryof Insomnia      119

		BringingMBTItoClosureandMindfulnesstoLife      137



	III      

	MBTIintheLaboratoryandtheRealWorld      155

	
		Is Mindfulness Meditation an EffectiveTreatmentfor Insomnia?      157

		DeliveringMBTIintheRealWorld      179



	 

	 

	 

	 

	 

	vii

	 

	APPENDIX      189

	 

	REFERENCES      203

	 

	INDEX      219

	 

	ABOUTThEAUThOR      233

	 

	 

	 

	 

	 

	 

	 

	Preface

	


	 

	 

	 

	have spent most of my professional career as ascientist–practitioner,tryingtocarveoutaresearchnicheinbehavioral clinicaltrialswhilehopingtohelppeoplesleepbetter.Ineverimagined that I would have the opportunity to write a book that could bring the concepts of mindfulness meditation to work with the problems of chronic insomnia.

	I

	Whenthisopportunityfirstpresenteditself,itwasover- whelming trying to fit the research findings and the lessons learnedintooneneatproduct.Thisstruggleledtoreflections onwhythisworkisimportantandhowthingscametogether forthisproject.Lookingback,myjourneytodiscovering mindfulnessandsleepwasbuiltonsomepersonalstruggles and many fortunate opportunities.

	Onapersonallevel,Ihaveexperiencedchronicinsomniaand the frustration of not being able to control sleep. This beganwhenIwasingradeschool,wellbeforeIhadanyfor-maltraininginpsychology,mindfulnessmeditation,orbehav-ioralsleepmedicine.Perhapsitwasthestrugglewithsleepat an early age that reinforced my interest in mind–body rela- tionships and finding different approaches to problems that appeared uncontrollable. In my eighth-grade biology class,I even wrote an essay on insomnia. Perhaps prophetic, the essay was on nonpharmacological treatments for insomnia.

	Myclinicaltrainingwasorientedincognitive-behavioralapproachesandIlearnedtodelivercognitivebehaviorther- apy for insomnia (CBT-I) during my clinical internship and postdoctoralfellowship.Ireallyenjoyedthisworkandfound it very rewarding to help people sleep better without using drugs.However,somepatientsdidnotrespondtoCBT-Iand felt even more hopeless when they did not have immediatesuccess.Tosomeofthem,thebehavioralstrategiesseemedtoinvolveamethodofforcedsleepdeprivationand“toughing

	 

	 

	ix

	 

	out” the daytime consequences by not taking naps. At times, I found it difficult to convince unwilling patients to change their sleep schedule and bedtime routine or to engage in cognitive restructuring abouttheir sleep.AlthoughIbelievedinthecomponentsofCBT-I,itwasdifficult asayoungtherapisttoworkwiththeresistancefromthesechallenging patients. I wondered whether there was another way to deliver someofthesecomponentsinamoreexperientialandcompassionatecontext. Dr. Rachel Manber was my primary mentor during my postdoctoral fellowship at Stanford University. Dr. Manber was also trained as acognitive behavior therapist, but she often took a more compassionateapproach to delivering CBT-I. She could detect a patient’s frustration anddisappointment when sleep did not improve, and she would suggest a more accepting, nonjudging approach, rather than trying to push thebehavioral strategies. Dr. Manber introduced the concepts of mindfulnessto me and showed how it could be applied to working with insomnia patients.Shealsoencouragedmetoconnectwithotherexpertsinmind- fulnessmeditationtostimulatemythinkingaboutusingthatmethodas an approach to insomnia. As I received further training in mindfulness meditation,Irealizedhowmuchitconnectedwithmypersonalinterest inEasternphilosophy.Ihadaminorinphilosophyasanundergraduate, andIhadreadmanybooksonZenBuddhismaswellastheteachingsof the Dalai Lama. Dr. Manber provided the genesis of the idea for using mindfulnesstoimproveourcurrenttreatmentsforinsomnia,asshehadbeeninformallyusingmindfulnesstechniquesattheStanfordSleepClinicbuthadnotyetconductedformalresearchtotesttheuseofmindfulnessforinsomnia.UnderDr.Manber’smentorship,wedecidedtoembarkona journey to develop and test a treatment program using mindfulnessmeditationforinsomnia,whichwenowcallmindfulness-basedtherapyfor

	insomnia(MBTI).

	We started testing MBTI in California, which seemed like a place wherepeople would be open to meditation and integrative medicine. WhenIlatermovedtoChicago,Iwasuncertainhowtheideawouldbereceived.Iwaspleasantlysurprisedtofindthattheinterestwasstrong,whichparal-leledanoverallrisinginterestinusingmindfulness-basedapproachesto improvehealth.AfterpublishingourresearchstudiesonMBTI,Ibeganreceivingrequestsfrompatients,clinicians,andmediaoutletswhowantedto learn more about MBTI.

	This book describes the principles and practices of MBTI and the researchthathasbeenconductedonMBTI.Writingthisbookitselfhas beenapracticeinmindfulness.Manytimesduringthewritingprocess, I felt our work was incomplete, and I had to practice nonjudgingand lettinggoofmyownattachmenttowritingtheperfectbook.Alas,this bookisnotaperfectproductbutaworkinprogress—andIhopereaders will continue the progress that we began.
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	leepisanessentialpartoflifethatmostpeopletakefor granted. We assume that the mind and the body willnatu- rally “turn off” when we decide to lie down in bed and rest. Afterabout8hoursofsleep,wefeelrefreshed,wegetoutof bed, and we “turn on” the mind and the body to start our day. This routine sounds simple, like putting a computer in low-energy mode when not in use and then booting it up when needed. However, sleep does not always occur when we decide it should happen. Sometimes the mind will not shut off, or the body is restless and unable to power down. Wakefulness invades the bed, like an intruder in the night. If the inability to sleep persists, it can lead to tension, anxi- ety, and desperate attempts to shut off the mind and body. Unfortunately,theseeffortsareusuallyineffective.Thispat- tern is well-known to people with chronic insomnia.

	S

	Sleeplessnessisahighlyprevalenthealthproblem,with about one third to one half of adults reporting regular diffi-cultyfallingasleeporstayingasleep,andabout7%to18%of
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	adults meeting criteria for an insomnia disorder (Jansson-Fröjmark & Linton, 2008; Ohayon, 2002; LeBlanc et al., 2009). Sleepdisturbance canimpaircognitivefunctioning,compromiseimmunefunctioning,and exacerbate psychiatric conditions. The economic impact of insomnia- related absenteeism has been estimated to have an annual indirect cost of$970.6million,andinsomnia-relatedproductivitylossesareesti-matedat$5billion(daley,Morin,LeBlanc,Grégoire,&Savard,2009). When acute sleep disturbance goes untreated, it can evolve into a chronic insomnia disorder, which consists of sleep-specific symptoms(e.g.,difficultyfallingandstayingasleep)associatedwithsignificantwak-ingdistressorimpairment.Althoughtheinitialsleepdisturbanceisoftentriggered or precipitated by a stress response, development of chronic insomniainvolvesresponsestothesleepdisturbancethatinadvertentlydysregulatesleepphysiologyandperpetuateastateofmentalandphysi-cal hyperarousal. These responses include behavioral changes, such as staying in bed to sleep in or taking naps, or using substances, such assleepmedicationorcaffeine.Furthermore,increasedefforttosleepmight alsoincreasecognitive-emotionaldistressrelatedtosleepbydevelopingmaladaptive beliefs and attitudes about sleep, rigid expectations about sleep, and increased attention given to figuring out how to sleep. Allofthesecancreateaviciouscycleofinsomniathatisencapsulatedby

	hyperarousal.

	Pharmacologicaltreatmentscanbeeffectiveshort-termtreatments, butsideeffects,suchasamnesticepisodes,arereportedbypatients. Furthermore, many patients still experience sleep disturbance despite takingthesedrugs,leadingtodependenceonandtoleranceofthedrugs. The leading nonpharmacological treatment is cognitive behavior ther- apyforinsomnia(CBT-I),whichhassubstantialevidencetosupport treatmenteffectiveness.However,thecurrentcadreofqualifiedprovid- ers cannot meet the demand of the number of people who suffer from insomnia,andtherearestillmanypeoplewhodonotrespondtoCBT-I. developing other empirically supported treatment options can provide more choices for consumers.

	 

	 

	What IsMindfulness-BasedTherapyforInsomnia,

	andWhyIsItNeeded?

	

	This book describes the principles and practices of a new treatmentpro-gramforinsomniacalledmindfulness-basedtherapyforinsomnia(MBTI).Thisintegrativetreatmentpackagebringstogethertheprinciplesand

	 

	practicesofmindfulnessmeditationwithsomeofthebehavioralstrate- giesusedinCBT-I.MindfulnessmeditationisaformofBuddhistmedi- tation that focuses on present-moment awareness as a means to see with discernment, cultivate self-compassion, and relieve one’s suffer- ing. The practice of mindfulness involves awareness of the imperma- nence of nature, including the observation that thoughts in the mindare not facts of reality but mental events that are dynamic rather than static.Bychoosingtobecomeawareofwhateverispresentinthemind and reconceptualizing thoughts and desires as mental events that sim- plycomeandgo,onecanletgooftheattachmenttothesethoughtsanddesires. This mental process is calledmetacognitiveshiftingand is one ofthe keys to reducing the stress and effort put into trying to sleep better in the MBTI program.

	MBTI was originally developed by Rachel Manber, Shauna Shapiro,andme,refinedwithinputfromZindelSegal.WedevelopedMBTInot because we thought a new, better insomnia treatment was needed but because we recognized that most people who suffer from insomniatry too hard to solve their “sleep problem.” We wanted to help sufferersof insomnia see the problem in a different way and to provide some tools to help them sleep better at night and function better during the day.Wefeltthatteachingmindfulnessmeditationcouldprovidean opportunity to create the space needed to allow sleep to come back. Through meditation practice, patients with insomnia can learn from theirownthoughts,feelings,andsensationswithanMBTIteacher as their guide.

	TheMBTIprogramisdesignedasaneight-sessiongroupinterven- tion with an optional meditation retreat in between the later sessions. Each session is approximately 2.5 hours and consists of the following threeactivities:(a)formalmeditations,(b)periodofdiscussion,and

	(c) insomnia-related activities and instructions. Each week consistsof athemeinvolvingprinciplesofmindfulnessintegratedwithbehavioral sleep medicine along with the practices of mindfulness meditation and behavioral strategies for sleep. In addition to activities in session, par- ticipants are assigned home meditation practice, starting from the firstsession.Thetypeofmeditationpracticeassignedvariesaccordingtothelessons and meditations that are taught during the session that week. Typically, participants are assigned to practice meditations for at least 30 minutes, 6 days per week. To aid in the home meditation practice, guidedmeditationsusingdigitalmediaareprovidedalongwithalogor diary to record their meditation practice and sleep patterns.

	Research studies have provided empirical support for the efficacy ofMBTI.ArandomizedcontrolledtrialrevealedthatMBTIwassupe- rior to a self-monitoring control in decreasing self-reported totalwake timeinbed,decreasingpresleeparousal,andreducingsymptomsof

	 

	insomnia (Ong et al., 2014). Furthermore, patients can achieve clini- cally meaningful benefits from MBTI with a rate of response of 60%at posttreatment and 79% at 6-month follow-up. Similar resultswere found for remission, with a 33% remission rate at posttreatment and a 50% remission rate at 6-month follow-up for MBTI. When compared withmindfulness-basedstressreduction,thestandardmindfulness- based therapy, MBTI was superior in decreasing insomnia symptoms from baseline to 6-month follow-up.

	 

	 

	ARoadMapforUsingThisBook

	

	This book is designed primarily for clinicians and trainees in psychology,psychiatry,medicine,nursing,andsocialworkwhoworkwithindivid- ualssufferingfromchronicinsomniaorwhowishtoexpandtheirprac- ticeintothisarea.Itisalsointendedforteachersofmindfulness-based therapies who have appropriate credentials for working with clinical populations and are interested in expanding their work to people who haveinsomnia.Researchersandscholarswillalsofindthisbookto be a useful resource for summarizing the research literature on MBTI and other mindfulness-based approaches for insomnia. Given the wide audienceandrangeofpotentialpractitioners,Ihaveusedtheterminstructorratherthantherapistorteacherwhenreferringtotheindividualdelivering MBTI.

	This book is organized into three parts. Part I provides the reader withabackgroundoninsomniaandtheprinciplesofmindfulness meditation to provide a context for understanding MBTI and its con- tents. Chapter 1 presents an overview of insomnia, with definitionsand terms that are used throughout the book and in discussions of the scopeoftheproblem.Chapter2describesthecurrentpharmacological and nonpharmacological treatment options, with a discussion ofthe benefits and limitations of these treatments. Chapter 3 describes the principlesandoriginsofmindfulnessmeditationtoserveasaback- groundforunderstandingtheapplicationofmindfulnesstotheproblem of insomnia.

	Part II features the theory and content of the MBTI program. The title, Principles and Practices of MBTI, was selected to emphasize thepractice of meditation as a core feature of MBTI. Structurally, this sectionprovides direct guidance to clinicians who are interested in delivering MBTI,includingsession-by-sessionprogrammaterialsandinstructionsfordeliveringspecifictreatmentcomponents.Somereadersmightfindit

	 

	helpfultoreferbacktoPartIastheyencounterpartsofMBTIthatrefer to sleep physiology or mindfulness principles. Chapter 4 presents the application of mindfulness principles to insomnia and the metacogni- tivemodelofinsomniathatserveasthetheoreticalbasisforMBTI.The nextfourchaptersprovidedetaileddescriptionsofthecontentsforeachMBTI session, including session outlines and guidance for leading medi-tations and other in-session activities. Sample handouts thataccom- panythesesessionscanbefoundintheAppendix.Chapter5discusses the activities in Sessions 1 and 2, focusing on how to get started withMBTI. Chapter 6 describes Sessions 3 and 4, focusing on establishing themeditation practice and delivering the behavioral strategies for insom- nia.Chapter7highlightsthetoolsandactivitiesformakingmetacogni- tive changes that are used in Sessions 5, 6, and 7. Chapter 8 describes the activities for bringing MBTI to closure in Session 8 and provides somesuggestionsforhandlingchallengesthatcanoccurwhiledeliver- ing MBTI. After reading this section, clinicians should understand the principlesofMBTI,theskillsneededtoeffectivelydeliverMBTI,and the materials that are needed throughout the MBTI program.

	PartIIIdiscussestheempiricalevidenceforusingmindfulnessasatreatment for insomnia and considerations for implementing MBTI in real-worldpractice.Chapter9presentstheprogramofresearchinvolvedindevelopingandtestingMBTIandtheresearchbaseonothermindfulness- basedtherapiesforinsomnia.Researchersmightbeparticularlyinterestedinthischapter,whichpresentsconsiderationsandstrategicdecisionswe maderegardingresearchmethodology.Chapter10broadensthediscus-siontoconsiderhowMBTIfitsintotherealworldofhealthcaredelivery,withdiscussionsonissuesrelatedtopatientconsiderationsandprovider competency.Resourcesforfurtherreadingandtrainingonmindfulness and insomnia are included in Chapter 10 to help guide instructors who are interested in delivering MBTI.

	Insomniaisawidespreadbuttreatablecondition,andfurthereffortsare needed to address this public health issue. The American PsychologicalAssociation(APA)recentlyrecognizedsleeppsychologyasaspecialty, acknowledging the important role that psychologists can play in treat- ingsleepdisorders.Myhopeforthisbookisthatitwillbringtheprin-ciples and practices of MBTI to a wider audience of clinicians, which canexpandtreatmentoptionsforpeoplesufferingfrominsomnia.AlthoughI havepreviouslypublishedtheresearchfindingsinscientificjournalsand presentedworkshopsonMBTIatscientificmeetings,thisbookprovidesdetailsaboutthedeliveryofMBTIanddescribesthedecisionsthatwere made in putting the treatment package together. The materials includehandoutsandinstructionsthatshouldenableclinicianswithpropertrain-ing to begin delivering MBTI. Other resources such as videos, workshops,andprofessionalcontinuingeducationcoursescanbeusedtosupplement

	 

	this book. In addition, I hope that the contents of this book willstimu-lateclinicalresearcherstoconsidernewwaystoimproveMBTI,tostudythe treatment mechanisms, and to investigate other populations that could benefit from this treatment approach. Overall, I hope that the information in this book can provide the reader with novel ways to conceptualize insomnia and help those suffering from this common sleep disorder.
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	Insomnia
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	TheProblemofSleeplessness

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	hischapterprovidesanoverviewofinsomnia,asleepdis ordercharacterizedbysleeplessnessandunwantedwakefulnessinbed.First,thecurrentdiagnosticcriteriaarereviewed,alongwiththedefinitionsandtermsusedinthisbook.Next, the epidemiology and etiology of insomnia are presented to indicatethescopeofthisdisorderandthesignificanceofits impactontheindividualandsociety.Theconceptsonsleep and insomnia from this chapter serve as important back groundinformationthatmindfulnessbasedtherapyfor insomnia(MBTI)instructorsshouldmasterpriortodeliver ing MBTI.
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	WhatIsInsomnia?

	

	ChARACTERIZING INSOMNIA:DEFINITIONS AND TERMS

	Isinsomniaadistinctdisorder,orisitjustasymptomofamoreseri ous condition? This fundamental question has been debated byclini cians, researchers, and those experiencing sleep problems. In most lay contexts,insomniais a term that generally refers to “not sleeping well.” This might include difficulty falling asleep at the beginning of the night, wakingupinthemiddleofthenightandhavingdifficultyfallingback to sleep, or waking too early and having difficulty sleeping until the desired wakeup time. These are symptoms of sleep disturbance thatcause an individual to have insufficient sleep. however, these symptoms are also experienced in the course of everyday living, such as during a stressful period. Many people who experience these symptoms on occa sion do not seek treatment until the symptoms begin to affect daytime functioning. Moreover, these symptoms alone do not provide specificityin terms of the need for treatment or the consequences arising from pro longedsleepdisturbance.Thus,intheclinicalcontext,insomniarisesto adistinctanddiagnosabledisorderwhenthesleepspecificsymptoms are associated with symptoms that occur while awake, including distress about not sleeping or functional impairment related to insufficient sleep. Examples of waking distress or impairment include excessive sleepiness or fatigue, difficulty maintaining attention or concentration, and mood disturbances. Therefore, the terminsomniacould refer to either symp toms of sleep disturbance (i.e., difficulty falling asleep, staying asleep, or early morning awakenings) or a distinct disorder. This conceptualization of the terminsomniaas consisting of either symptoms or a disorder was recommended by a workgroup led by Buysse, AncoliIsrael, Edinger, Lichstein, and Morin (2006) as part of the recommendations for stan dardization of insomnia assessment. In this book, the terminsomniais usedtorefertoaninsomniadisorder(unlessotherwiseindicated).

	Asecondquestiontoconsideristhetimingofthesleepdisturbance.

	Doesitmatterifthecomplaintiswithsleeponset(i.e.,difficultyfall ing asleep), sleep maintenance (i.e., difficulty falling back to sleep inthe middle of the night), or early morning awakenings? The accumulated literature has not found that patients with these distinctions of sleep dis turbances respond differently to treatments for insomnia. Therefore, the differencesinthelocationofthesleepdisturbancearetypicallyreferredto asinsomniaphenotypes, denoting different presentations in the timing of sleep disturbance that stem from a common insomnia disorder. This characterizationofinsomniaphenotypesisalsousedinthisbook.

	 

	Another controversial area involves quantitative cutoffs for defin ing the threshold for insomnia. how long does it have to take one to fallasleepbeforeitisconsideredabnormalandasignofinsomnia? Also,howfrequentlydoesthesleepdisturbanceneedtooccur?Itis interestingtonotethatpeoplewithinsomniafrequentlyoperateon the assumption that normal sleepers fall asleep immediately.however, falling asleep too quickly can be an indication of insufficient sleep or anothertypeofsleepdisorder,suchasnarcolepsy.Lichstein,Durrence,Taylor,Bush,andRiedel(2003)examinedthesensitivityandspecificityof different criteria based on sleep diary data. The authors found that acutoffscoreforeithersleeponsetlatency(SOL)orwaketimeaftersleeponset (WASO) of 31 minutes or more occurring three or more times per week was the optimal quantitative criteria for insomnia. Another study found that a cutoff score of 20 minutes or more over a 2week periodwastheoptimalcriteriaformaximizingsensitivityandspecific ity(Lineberger,Carney,Edinger,&Means,2006).Giventhesubjective nature of sleep diary data, quantitative data have not been uniformly adoptedinresearchordiagnosticclassificationsystems.however,manycliniciansandresearcherswilluseSOLorWASOlongerthan30minutesasanindicatorofaclinicallysignificantamountofwakefulnessinbed.

	 

	CLASSIFICATIONOFINSOMNIADISORDERS

	The current diagnostic systems have generally adopted these terms andconceptsforinsomnia.InthefiftheditionoftheDiagnosticandStatisticalManualforMentalDisorders(DSM–5;AmericanPsychiatricAssociation,2013), the diagnostic criteria for an insomnia disorder include a pre dominant complaint of dissatisfaction with sleep quantity orquality (difficulty initiating sleep, difficulty maintaining sleep, or early morning awakenings) that causes clinically significant distress or impairment. The sleep difficulty must occur three or more times per week for 3 or more months and be present despite adequate opportunity for sleep. Further specification of the insomnia disorder is included if the insomnia dis orderiscomorbidwithanothermental,medical,orsleepdisorder.Specifi cation is also included for episodic (symptoms occur for 1 month or more but for less than 3 months), persistent (for 3 months or more), or recur rent insomnia (two or more episodes within 1 year). TheInternationalClassification System of Sleep Disorders—Third Edition(ICSD–3;AmericanAcademy of Sleep Medicine, 2014) has very similar diagnostic criteriabutdistinguisheschronicinsomniadisorderasaninsomniadisorder that is present for 3 months or more and shortterm (or adjustment) insomniaifthesymptomsoftheinsomniadisorderhavebeenpresent for less than 3 months. In this book, we have adopted these criteria torefertoinsomniadisorders,unlessotherwisespecified.Furthermore,

	 

	the evidence base for MBTI is generally consistent with these criteria for insomnia (see Chapter 9, this volume, for an indepth discussion).

	Thesecriteriareflectashiftintheconceptualizationofinsomnia. Early conceptualizations considered sleep disturbance (i.e.,insomnia symptoms)tobeonlyasymptomofanunderlyingdisorder,mosttypi callyamoodoranxietydisorder.Thisledtounderrecognitionofinsomnia as a treatable disorder because treatments at that time were focused on resolvingthe“underlyingdisorder.”however,manypeoplecontinuedto experience persistent insomnia even when the underling disorder was controlled. As the field of sleep medicine emerged, the classification beganto shift toward categorization of primary and secondary insomnia. In the fourth edition of theDSM(DSM–IV; American Psychiatric Association, 2000), primary and secondary insomnia were diagnosed based on the attributionofthecauseoftheinsomniasymptoms.Primaryinsomniawasdiagnosedwhentheinsomniasymptomswereclinicallysignifi cant and not related to another condition, thus requiring independent treatment.ThesecondeditionoftheInternationalClassificationofSleepDisorders(American Academy of Sleep Medicine, 2005) further distin guished subtypes of primary insomnia on the basis of presumed etiology, includingpsychophysiologicalinsomnia,paradoxicalinsomnia,idiopathicinsomnia,andinadequatesleephygiene.Secondaryinsomniawasdiagnosedwhentheinsomniasymptomswererelatedtoanother medicalorpsychiatriccondition.Asaresult,theinsomniasymptoms were presumed to resolve with successful treatment of the underlying condition.Althoughthisdistinctionclarifiedclinicaldecisionmaking relatedtothetreatmentofinsomnia,itwassoonrealizedthatclinicians werenotveryaccurateatdiscerningwheninsomniawasindependent from another condition. A study examining patterns of diagnosis across differentclinicsusingtheDSM–IVandICSDfoundthatinsomniarelated toanothermentaldisorderwasthemostcommondiagnosisin44%of cases,andprimaryinsomniawasthesecondmostcommondiagnosisinabout20%ofcases(Buysseetal.,1994).Morerecently,acreative studybyEdingeretal.(2011)usingamultitrait,multimethoddesign found that clinicians were not very reliable at discerning the causes of insomniarelatedtosubtypesordistinguishingprimaryversussecondary insomnia. These findings were very influential for the shift from a “splitting”toa“lumping”approachforclassifyinginsomniadisorders.IntheDSM–5andICSD–3,aninsomniadisorderisdiagnosedwithout thedistinctionbetweenprimaryandsecondaryinsomnia.

	StartinginOctober2015,theAffordableCareActmandatedtheuseoftheInternational Classification of Diseases, Tenth Revision, ClinicalModification(ICD–10–CM;Buck,2015;seehttp://www.cdc.gov/nchs/icd/icd10cm.htm) for diagnostic and procedure coding in the united States. This coding system includes a wide range of codes for diseases and other

	 

	features (e.g., signs, symptoms, circumstances, external causes of injuryor diseases) that provide more detail and allow for greater specificityin tracking health care data. For the diagnosis of insomnia disorders, theICD–10–CMdoesnotcontainanynewcriteria,butitdoesintroducenew diagnostic codes that represent a combination of the ICSD andDSMclassifications.Forexample,chronicinsomniadisorderintheICSD–3is now classified as primary insomnia (e.g., F51.01) in theICD–10–CM.IncontrasttotheICSD–3andDSM–5,theICD–10–CMassignsseparate codes to certain subtypes of insomnia. For example, theICD–10–CMincludes a code for psychophysiological insomnia (e.g., F51.04), a sub type of insomnia from the second edition of theICSD, in which elevated arousal is a distinguishing feature. It is not clear why theICD–10–CMdid not update the codes to match the lumping approach taken in theICSD–3andDSM–5.

	 

	 

	EpidemiologyofInsomnia

	

	hOWCOMMONISINSOMNIA?

	Thechallengesindefininginsomniahavealsocreatedchallengesin studyingitsepidemiology.Thevariationsinhowinsomniawasdefined andassessedledtoawiderangeofestimatesofhowmanypeoplewereafflictedwiththiscondition,rangingfromaslittleas6%ofthepopulationtoover50%ofthegeneraladultpopulation(NationalSleepFoundation, 2002; Ohayon, 2002). Ohayon (2002) provided a very usefulillustrationofsummarizingtheepidemiologicalliteratureusingthedistinctionsbetween insomnia symptoms and disorder and diagnostic criteria (seeFigure1.1).AsdepictedinFigure1.1,Ohayonusedafunneltoillustratehowtheprevalenceofinsomniainadultschangedwiththedefinitionofinsomnia.Atthetop,abroaddefinitionofinsomniausingjustsymptoms resultedinaratherbroadprevalencebetween30%and48%.Asthecrite riabecamestricter,toincludedaytimeconsequences,dissatisfactionwiththe sleep quality or quantity, and meeting an insomnia diagnosis (rulingoutotherdifferentialdiagnoses),theprevalencedroppedandbecame moreprecise,funnelingtowardaprevalenceof6%whenusingDSM–IVcriteria.Thesenumbersarerelativelyconsistentwithotherepidemiologicalstudiesthathaveusedlongitudinaldata.Onestudy,conductedonover400 adults in Canada, found that the 1year incidence rates of insom niasymptomswere30.7%and7.4%foraninsomniasyndrome,which werecloselyrelatedtothedefinitionsofaninsomniadisorder(LeBlanc et al., 2009). Another study, conducted on more than 1,700 adults inSweden,measuredsymptomsofinsomniaattwotimepoints1yearapart

	 

	

	FIGURE1.1

	

	 

	Presence of any insomnia symptoms(30%–48%)

	 

	 

	Insomniasymptomsatleast3nights/week or often/always (16%–21%)

	 

	 

	Moderatetoextremeinsomniasymptoms(10%–28%)

	 

	Insomnia symptoms with daytimeconsequences(9%–15%)

	 

	 

	Dissatisfaction with sleep qualityorquantity(8%–18%)

	 

	 

	Insomniadiagnosis(6%)

	 

	Percentageofindividualswhoendorsedsymptomsof sleepdisturbanceanddaytimedysfunctionrelatedtocriteriaforinsomnia.From“EpidemiologyofInsomnia:What We Know and What We Still Need to Learn,” by

	M.M.Ohayon,2002,SleepMedicineReviews,6,p.100.Copyright2002byElsevier.Adaptedwithpermission.

	

	 

	 

	(JanssonFröjmark & Linton, 2008). The authors found that thecross sectional prevalence of an insomnia disorder was 6.8% at baseline and 9.7% at the 1year followup, with 44% of those reporting insomnia atbaseline also reporting insomnia at followup. This corresponded to 4.3%ofthepopulationthatreportedapersistentinsomniadisorder.Thepersistenceofinsomniawasalsodocumentedinalongitudinal3yearstudyexamining the natural history of insomnia (Morin et al., 2009). Exam iningnearly400adultsinthegeneralpopulation,Morinandcolleagues (2009)foundthat46%ofthesamplereportedinsomniapersistingover the3yearperiod,withpersistentinsomniaassociatedwithmoresevereinsomniaatbaseline,amongwomen,andatanolderage.Moreover,27%ofthosewhoexperiencedremissionofinsomniaduringthe3yearstudy alsoexperiencedarelapseofinsomnia.Insummary,atanygiventime,

	 

	about one third to one half of adults will report symptoms of insom nia, and about 6% to 10% of the population will meet criteria foran insomniadisorder.Furthermore,alittlelessthanonehalfofadultswith aninsomniadisorderwillexperienceachronic(orpersistent)insomnia disorderoverthecourseof1to3years.Theseepidemiologicalfindings highlight the broad impact of insomnia across the population and the persistence of this sleep disorder across time.

	 

	RISKFACTORSFORINSOMNIA

	Severaldemographicandsocioeconomicfactorscanmoderatetherisk of developing insomnia. Women are about 1.4 times more likely than mentoreportinsomniasymptoms(Ohayon,2002).Thereasonsforthe gender differences are unclear, but hormonal factors related to meno pausehavebeenhypothesizedtoplayarole,giventhatpostmenopausal womenreporthigherlevelsofinsomniacomparedwithpremenopausalwomen(Ohayon,2002).Ageisanotherkeyriskfactor,withupto50%of olderadultsoverage65reportingsymptomsofinsomnia(Ohayon,2002).Althoughtherearesomeintrinsicchangesinsleeprelatedtotheprocess ofaging,insomniainolderadultsappearstobemorecloselyrelatedtodaytimebehaviorssuchasinactivityorsocialdissatisfactionandthepresenceofcomorbidmedicalandpsychiatricdisordersratherthanthenatural aging process (Ohayon, Zulley, Guilleminault, Smirne, & Priest, 2001).Withregardtothephenotypeofinsomnia,middleagedandolderadults reportmoredifficultywithsleepmaintenance,whereasadolescentsandyoungeradultsaremorelikelytoreportdifficultyfallingasleep.Beyondgenderandage,thereissomeevidencethatinsomniacanoccuratmoreelevatedratesamongthosewithafamilyhistoryofinsomnia,individuals withlowerincomelevels,andthosewhoarenotemployed.however,thefindings are not clear, especially because the key risk factors of gender andage are often not adequately controlled in these studies.

	 

	
ASSOCIATED COMORBIDCONDITIONS

	As noted earlier, insomnia can cooccur with another condition or dis order.Themostcommonlyassociatedmentaldisorderisunipolar depression(Breslau,Roth,Rosenthal,&Andreski,1996;Ford&Kam erow,1989);anxietydisordersarealsohighlyprevalent,although thespecifictypeofanxietydisorderisnotconsistentlyrelatedto insomniaacrossstudies(Breslauetal.,1996).Substanceuse,including alcohol and nicotine use, is also commonly associated with insomnia. In terms of medical conditions, insomnia often occurs in the contextof cancer, chronic pain, heart disease, pulmonary diseases, and gastro intestinal diseases (D.J. Taylor et al., 2007). One study found a dose–responserelationshipbetweenthenumberofmedicalconditionsandthe

	 

	complaint of insomnia among older adults (ages 55–84) in the united States(Foley, AncoliIsrael, Britz, & Walsh, 2004). The prevalence of older adults who reported at least one symptom of insomnia rose from 36% (among those who did not endorse any medical conditions) to 52%(amongolderadultswhoendorsedonetothreemedicalcon ditions),to69%(amongolderadultswhoendorsedfourormore medical conditions). Finally, insomnia can be associated with anothersleepdisorder,suchasobstructivesleepapneaorrestlesslegssyndrome.Carefulassessmentoftheseverityofthesleepdisturbanceandtherela tionship among symptoms of insomnia and the other sleep disorder is needed to determine whether an insomnia disorder is indeed present.Ingeneral,ifaninsomniadisordercanbediagnosed—evenwhena comorbidconditionispresent—thentreatmentforinsomniashould be initiated. If left untreated, insomnia can be highly related to other negativehealthconsequences.Therefore,treatmentofinsomniais important in the context of a comorbid condition.

	 

	CONSEQuENCESOFINSOMNIA

	havinginsomniaismorethananuisance.Thereareveryrealfunctional,biological,andemotionalconsequencesthatcanhavedeleteriouseffectsonhealth,qualityoflife,andproductivity.First,insomniacanimpaircognitive functioning. Although the literature has shown mixed results,a fewgeneralpatternshaveemergedrecently.Inthecontextofinsomnia,cognitiveimpairmentstendtooccurduringcomplexcognitivetasks,suchas working memory and attentionswitching tasks in which executive controlplaysanimportantrole(FernandezMendozaetal.,2010;Shekletonetal.,2014).Inaddition,thesecognitiveimpairmentsaremostpronounced among people with insomnia who have objectively measuredshort sleep duration (Edinger, Means, Carney, & Krystal, 2008; FernandezMendozaetal.,2010).Furthermore,peoplewithinsomniademonstrate amorevariablepatterninresponseovertime(Edingeretal.,2008),suggestingthateffortsto“rally”cognitiveresourcescanovercometheeffectsofsleepdeficitinshortburstsbutaredifficulttosustainovertime.

	Thepresenceofinsomniaisalsoassociatedwithadversebiological consequences.Sleepdisturbancecancompromiseimmunefunctioning (Irwin, 2015), and insomnia is associated with cardiovascular condi tions,includinghighbloodpressure(D.J.Tayloretal.,2007;Vgontzas,Liao,Bixler,Chrousos,&VelaBueno,2009).Peoplewithinsomniacandevelop dependence on sleep medications, leading to longterm use of hypnotics. Over time, dependence on hypnotics can lead to problems withmemorydeficitsandnocturnalfallsamongolderadults.Ifinsom niaremainsuntreated,itcanexacerbatepsychiatricconditions.Studies examiningthetemporalrelationshipbetweeninsomniaanddepres

	 

	sion have found that the occurrence of insomnia symptoms tends to precedetheoccurrenceofdepression(Johnson,Roth,&Breslau,2006; Ohayon&Roth,2003),therebyindicatingthatinsomniaisariskfactor in the development of depression (Johnson et al., 2006).

	Beyond the consequences for the individual, insomnia has significantoccupational and economic consequences. It is associated with an elevatedriskofbothworkingandnonworkinginjuries(Kessleretal.,2012).In the workplace, insomniarelated absenteeism has been estimated to have an annual indirect cost of $970.6 million, and insomniarelated productivitylossesareestimatedat$5billion(Daley,Morin,LeBlanc, Grégoire,&Savard,2009).Thesignificantconsequencesofinsomnia clearly indicate a need to find effective treatments for this condition.

	 

	 

	EtiologyofInsomnia

	

	CAuSESOFSLEEPDISTuRBANCE

	What are the causes of insomnia? Recognizing the conceptual distinc tionbetweenacutesleepdisturbanceandaninsomniadisorderisimpor tant in answering this question. First, there are many causes of acute sleepdisturbanceonanygivennight.Someofthesefactorsincludethe use of wakepromoting substances (e.g., caffeine), daytimenapping, exposure to bright light at night, or sleeping past the normal wakeup time. These can lead to disturbances in the two systems that regulate sleepphysiology(seeFigure1.2).Together,thesetwosystemsinteract topromoteanintrinsicdriveandrhythmforsleepandwakefulnessthatis called thetwo-processmodelofsleepregulation(Borbély, 1982; Borbély &Achermann, 1999).

	Thefirstprocessinthemodelisthehomeostaticdriveforsleep,alsoknown asProcess S, which regulates a “sleep appetite” thataccumulatesacrossthewakeepisode.Thissystemcreatespressureforsleeptooccur onthebasisoftheamountoftimeawake.Itisgenerallyalinearprocess, such that the longer the amount of time awake, the greater the sleep pressure. Therefore, behaviors such as taking a nap in the evening canreducethepressuretosleepatbedtime,creatingdifficultyfallingasleep.Thisconceptissimilartothenotionthathavingasnackshortlybeforea mealwillspoiltheappetiteforfood.AspartofProcessS,adenosine,an inhibitory neurotransmitter found in the central nervous system, accu mulatesacrosswakefulnessandisassociatedwithsleepiness.Caffeine isanadenosineantagonist,blockingtheactionoftheneurotransmitter. Therefore,drinkingcaffeinehastheeffectofblockingtheaccumulation ofsleepiness,thusallowinganindividualtobealert,evenaftermany

	 

	

	FIGURE1.2
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	Two-processmodelofsleepregulation.ProcessS(sleephomeostasis)reflectstheaccumulationofsleepinessacrosswakingepisodes,whichsubsequentlydissipatesduringthesleepphase.ProcessC(circadianprocess)regulates

	thetimingofalertnessandsleep,interactingwithProcessStoregulatephasesofsleepandwakefulness.From“ATwoProcessModelofSleepRegulation,”byA.A.Borbély, 1982,HumanNeurobiology,1,p.198.Copyright1982bySpringer.Adaptedwithpermission.

	

	 

	 

	hoursofbeingawake.Thisiswhydrinkingcaffeinetooclosetobedtimecan create difficulty falling asleep.

	Thesecondsystemisthecircadiansystem,orProcessC,whichis an endogenous system that regulates the timing of alertness andsleep by generating alerting signals and creating a daily rhythm known as acircadianrhythm.unlike Process S, Process C is independent of sleepingand waking states and primarily generates alerting signals, rather than sleepysignals.ProcessCissensitivetolight–darkcyclesintheenviron ment,particularlyatnightandinthemorning.Atnight,whendarkness is predominant, Process C regulates the release of melatonin, which serves as a cue for the brain to turn off its wakepromoting regionsandprepareforsleep.Formostindividuals,melatoninisreleasedabout 1 to 2 hours before the regular bedtime. Therefore, exposure to bright light around this time of night can suppress the release of melatonin, resulting in the wakepromoting regions of the brain to remain active.As a result, it might be difficult to disengage from waking activities, which can create difficulty falling asleep. In the morning, Process C is very sensitivetolightexposurenearthewakeuptime,whichhelpsto resetthe circadianrhythmfortheday.Keepingaregularwakeuptimethrough out the weekday and weekend is one of the most important factors for strengtheningtheconsistencyofthecircadianrhythm.Infact,aregular wakeuptimeisbiologicallymoreimportantthanaregularbedtime

	 

	because the timing of Process C is more closely synchronized with the wakeup time. Dysregulation in Process C is often a biological factor that distinguishes insomnia phenotypes such that a delay in thetiming ofProcessCisassociatedwithtroublefallingasleep,whereasadvanced timing of Process C is associated with early morning awakenings.

	Inextremecases,misalignmentofProcessCwiththedesiredsleep phasecanleadtocircadianrhythmsleep–wakedisorders.Thiscategory of sleep disorders includes delayed sleepphase disorder and advanced sleepphase disorder. In delayed sleepphase disorder, the endogenouscircadianrhythmisdelayedrelativetotheindividual’sbehavioralsleep–wake patterns, leading to prolonged difficulty falling asleep and difficultywakingupearlyinthemorning,withlittleornodifficultymaintaining sleep. This is common in adolescents and young adults who are “night owls,”whereasProcessCshiftstoalatertime.Inadvancedsleepphase disorder, the endogenous circadian sleep phase occurs at a relatively early time in the evening. As a result, these individuals fall asleep eas ily but wake up earlier than desired and have difficulty staying asleep untilthedesiredwakeuptime.Thisiscommoninolderadultswhoare “morninglarks,”asthereisashiftinProcessCtowardanearliertime.Individualswithdelayedsleepphaseandadvancesleepphasedisordersmight present with complaints of insomnia symptoms, but these indi vidualsusuallydonotexperiencethesamelevelofdistressabouttheirsleep.Furthermore,realigningthecircadiansleepphasewiththeirbehavioral sleep patterns typically resolves the sleep disturbance and day timecomplaints.Longitudinalassessmentusingsleepdiariesover1to 2weekscanhelpdiscernacircadianrhythmsleep–wakedisorderfrom an insomnia disorder (see the section on conducting preMBTI assess ments in Chapter 4).

	Mostpeoplewithinsomniadonotrealizetheimpactthattheirbehaviorshaveonthesetwosystemsofsleepregulation.Forexample,takingnapsinthelateafternoonoreveningmightreducesleepiness andtemporarilyimprovesfunctioning,butitcandepletethepressure forsleepinProcessS.Spendingmoretimeinbedmightseemlikeareasonablewaytomakeupforsleeploss,butitalsoreducestheamountoftimeweareawaketogenerateasleepappetite.Althoughitmightseemcounterintuitivetothosewithinsomnia,ProcessSisactuallyoptimizedthelongerweareawakeandoutofbed.Inotherwords,thelongertheperiodofcontinuouswakefulness,themorelikelywearetohaveconsolidatedsleep.Similarly,peoplewithinsomniaoftensleeppasttheirregularwakeuptimeasameansofcompensatingforapoornightofsleeporto “catchup”onsleepduringtheweekends.however,doingsocandisruptthe circadian rhythm, leading to difficulty sleeping or feeling alert, respectively, at the appropriate time of day. In fact, people who constantly delaytheirsleeppatternsbyseveralhoursovertheweekendbecauseofsocial

	 

	obligations (e.g., staying out late) create a dysregulation in Process C thathas become known associaljetlagbecause it mimics the effects oftravel ing across several time zones. The twofactor model of sleep regulation provides a background for some of the activities and discussions that are presentedaspartofMBTIinPartIIofthisvolume.

	In addition to dysregulation of the sleep systems, there are times when acute stress, such as an argument with a family member or an urgentdeadline,causessleepdisturbance.Inthesesituations,thebrain responds to the perceived stress by activating the sympathetic nervoussystem (SNS), also known asthefight-or-fiightsystem.Activation of the SNScanservetooverridetheregulationofsleepphysiologyasdescribedin the preceding text. Although it can be very obvious at times—as inarushofadrenaline—inmodernsociety,activationoftheSNSismorelikelytobeatalowtomoderatelevelandnotalwaysconsciouslydetectable.Thus,whenwehaveanargumentwithafamilymember,ourbody canbeinastateofelevatedactivation,orhyperarousal,whichcreates sleep disturbance.

	Severalstudieshavefoundthatcomparedwithgoodsleepers,peo ple with insomnia have several physiological signs that areconsistent withastateofhyperarousal,includingelevationsin24hourmetabolic rate(Bonnet&Arand,1995),higherdaytimebodytemperature(Adam,Tomeny,&Oswald,1986),morelowfrequencyheartratevariabilityduringsleep(Bonnet&Arand,1998),andhigher24hourcortisolsecretion(Vgontzas et al., 1998). There is also evidence of increased mental activity,orcognitivehyperarousal.Studies have found that people with insomniareporthigherlevelsofpresleepcognitiveactivity(Nicassio,Mendlowitz,Fussell,&Petras, 1985) and tend to have sleeprelated cognitions of a more negative tone (Kuisk, Bertelson,&Walsh, 1989) compared withthoseofnormalsleepers.Peoplewithinsomniaalsoreportmoreunhelpful beliefs and attitudes about sleep (Carney&Edinger, 2006; Morin, Stone,Trinkle,Mercer,&Remsberg,1993),demonstratingamorerigidorcatastrophicviewofsleepthatincreasesanxietyandcognitivearousal.For people with insomnia who completed a behavioral treatment forinsomnia,thosewhohadatleastoneinsomniaepisode(atleast4consecutiveweekswithinsomniasymptoms)duringthefollowupperiodhadhigherpresleeparousalandsleepeffortattheendoftreatmentcomparedwiththosewithnoinsomniaepisodesduringfollowup(Ong,Shapiro,&Manber, 2009). Collectively, these studies serve to demonstrate that cognitive and physiological arousal play important etiological roles in sleep disturbance associated with insomnia.

	Attheorganismlevel,thephysiologicalstatesgeneratedbytheSNSand the sleep systems can provide an indication of the activation anddeactivationofthesesystems.Attendingtothesestatescanguidebehavioral responses, such as when to go to bed or when to engage in relax ingactivities.Thetwomostrelevantstatesaresleepinessandfatigue.

	 

	Sleepinessis defined as the propensity to fall asleep and represents a physiological need for sleep. It can be selfreported throughquestionnaires or rating scales, and it can be measured objectively (Shen, Barbera, & Shapiro,2006).Selfreporteddescriptionsofsleepinessincludedrowsi ness, fighting to stay awake, or falling asleep unintentionally. In sleep laboratories,theMultipleSleepLatencyTest(MSLT;Carskadonetal., 1986)isusedasanobjectivemeasureofdaytimesleepiness.TheMSLT involves a series of five naps that are spaced 2 hours apart and is con ductedundercontrolledconditionsinwhichthepatientisnototherwise allowed to sleep or consume substances that can affect sleep or wake fulness.Abnormalsleepinessistypicallydefinedbyaveraginglessthan 8minutestofallasleepacrosseachnap.Sleepinessismostcloselyasso ciatedwiththeaccumulationofsleepdriveinProcessS,asdescribedin the preceding text.

	Fatigue is another state that is often used interchangeably with sleepiness in colloquial language but has a very specific meaning in sleep medicine. In this context,fatigueis a complex construct that involves an interpretationofthementalandphysicalenergyavailableorthedegree to which it takes energy to engage in an activity. There are no objective measures or tests for fatigue, but there are selfreported measures, which include items such as lack of energy, a feeling of lethargy, decreased strength,ordiminishedabilitytoengageinactivities.Notably,fatigue is not highly correlated with the ability to fall asleep quickly because it involves activation of the sleep systems and the SNS. Although there might be a high sleep drive from Process S, there is also hyperarousal from the SNS, which prevents falling asleep quickly. As a result, those with insomnia frequently describe a state of being “tired but wired” in which sleep is strongly desired but is not likely to happen because ofSNS activation.

	Individualswithinsomniaoftenconfusethestateoffatiguewith

	sleepiness. They often decide to go to bed when they feel fatiguedbut are not actually sleepy; in other words, they have low energy or no desire to engage in activities, but when given the opportunity to sleep thereisnotasufficientbiologicaldriveforsleepiness.Astudyusingthe MSLT found that individuals with insomnia took longer to fall asleep acrossthedaytimenapscomparedwithcontrolparticipants(Stepanski, Zorick, Roehrs, young, & Roth, 1988). Thus, these individuals with insomnia were less sleepy than were healthy control participants dur ingthedaytime.Furthermore,ithasbeenrecommendedthatexcessive sleepinessberemovedasacriterionforinsomniadisordersbecause thereislittleevidencethatpeoplewithinsomniaareexcessivelysleepy duringtheday(Singareddy,Bixler,&Vgontzas,2010).Theimportance ofdiscerningthedifferencebetweensleepinessandfatigueisdiscussed in Chapter 6.

	 

	BEyOND SLEEP DISTuRBANCE:ETIOLOGy OF ChRONIC INSOMNIA

	Thecausesofsleepdisturbanceprovideanunderstandingofwhatmight trigger or precipitate the onset of an insomnia disorder. however, thisis only part of the story. According to the current diagnostic nosolo gies(e.g.,AmericanAcademyofSleepMedicine,2014;AmericanPsy chiatric Association, 2013), recall that an insomnia disorder includes sleepspecificsymptomsplussignificantwakingdistressorimpairment despite adequate opportunity to sleep. Therefore, an insomnia disorder is a 24hour problem, not just a problem that occurs at night. Further more,theassociatedwakingdistressincludescognitions,behaviors, and physiological changes that develop over time. Several etiological models have been proposed to explain how these factors are involved in the development and maintenance of chronic insomnia.

	Thebiobehavioralmodel,alsoknownasthe3Pmodel,isarguably the most influential and widely accepted etiological model of chronicinsomnia(seeFigure1.3).Spielman,Caruso,andGlovinsky(1987)proposed three factors that are involved in the development and maintenance of insomnia. First, certainpredisposingfactorsserve as a diathesis,whichcanincreasetheoveralllikelihoodthatanindividualwilldevelop sleepdisturbanceatanygiventime.Thesepredisposingfactorsinclude extremecircadianpreferences(i.e.,morningvs.eveningtype),biologicalpredispositionstowardhyperarousal,orpsychologicaltraitsrelatedto anxietyanddepression.Whenapredisposingfactorinteractswithapre-cipitatingfactor, or triggering event, typically in the form of a psychologicalorbiologicalstress,theresultisacutesleepdisturbance.Asdiscussed earlier,sleepdisturbancecanbeconsideredanaturalstressresponse,andfor many individuals, sleep quantity and quality improve once the precipitatingfactororstresshasabated.however,someindividualsbegintoengageinbehavioralchangesinresponsetotheacutesleepdisturbance, suchasextendingtimeinbedbygettingintobedearlier,sleepinglater in the morning, or taking naps during the day. Some might also begin takingsleepmedicationatnightandconsumingcaffeineduringtheday inanefforttoregulatesleepandwakefulness.Althoughtheseresponses might seem logical, the changes inadvertently maintain the insomniadisorderandarethusconsideredperpetuatingfactors,whichcanreducethesleepdrive(e.g.,extendingtimeinbed)orcreatecircadianmisalignment(e.g., sleeping late and varying wakeup time). In addition to changes in sleeprelated behaviors, perpetuating factors can include changes in sleeprelated cognitions. Many people with insomnia become anxious andfrustratedabouttheirinabilitytosleep.Somebegintoworryabout the effects of sleep loss on work performance or daytime functioning.Frequently,thesethoughtsleadtoincreasedeffortto“solvetheproblem
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	[image: Image]The3-Pmodelofinsomnia.Thebiobehavioralmodelpositsthatthedevelopmentandmaintenanceofchronicinsomniadisordersinvolveaninteractionbetweenpre-disposing,precipitating,andperpetuatingfactors.FromPrinciplesandPracticeofSleepMedicine(5thed.,p.843),byM.H.Kryger,T.Roth,andW.C.Dement(Eds.),2011, Philadelphia,PA:Elsevier.Copyright2011byElsevier.
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	ofnotsleeping,”whichcreatesdistressaboutsleep,thusmaintaininga 24hourproblemthatisnowachronicinsomniadisorder.Accordingto thismodel,chronicinsomniadisorderisacombinationofpredisposing, precipitating, and perpetuating factors. Furthermore, this model shows howthereactionstosleepdisturbancecanplayacrucialetiologicalrole in creating waking distress.

	Subsequent models have built on the foundation of the 3Pmodel. Perlis,Giles,Mendelson,Bootzin,andWyatt(1997)proposedaneuro cognitivemodelofinsomniathatfocusesoncorticalchangesthatoccur with the perpetuating factors. These changes include those in sensory processing, information processing, and longterm memory formation that lead to alterations in the perception of the sleep experience. For example, comparisons of selfreports and objectively measured sleep– wakefulnessdatashowthatindividualswithinsomniaoftenoveres timatewakefulnessandunderestimatesleep.Studiesexaminingthe microarchitectureofsleepinpeoplewithinsomniahavefoundevidenceof elevatedbetaelectroencephalogram(EEG) activityduringnon–rapid

	 

	eye movement (REM) sleep (Merica, Blois, & Gaillard, 1998).BetaEEG activity is typically associated with consciousness and could explain whypeoplewithinsomniasometimesreport“lightsleep”or“notsleepingatall,” despite polysomnography recordings demonstrating that the personwas indeed sleeping.

	Espie (2002) proposed a psychobiological inhibition model with a differentconceptualizationofthehyperarousalinthecontextofinsomnia. Ratherthanaconstantelevationofarousal,asproposedbyothers,Espiepositedthatpeoplewithinsomniamighthavedifficultywithdearousalatnight. According to the psychobiological model, good sleepers are able todearouseappropriatelyatnightwhenappropriatebiologicalandenviron mentalcuesarepresentanddonotputeffortintofallingasleep.however,peoplewithinsomniareacttosleepdisturbancebyputtingselectiveattention to sleep, and they do not recognize the samecuesforsleepand wakefulness, thereby increasing the effort and intention to sleep. As aresult,theyareunabletodearouse,bothcognitivelyandphysiologically.Evidence to support this model comes from a study that usedpositron emissiontomographytoassesscerebralglucosemetabolisminpatients with insomnia compared with that of healthy participants while awakeandduringnonREMsleep(Nofzingeretal.,2004).Patientswithinsomniashowedasmallerdeclineinmetabolicrateinwakepromotingregionsof the brain during the transition from wakefulness to the first 20 minutesofsleep.Thisevidencesupportstheconceptthatintheseindividualswithinsomnia,therewasafailureto“turnoff”wakepromotingsystems in the brain, or dearouse appropriately during the transition from a waking state to a sleeping state.

	Morinandcolleagues(1993)proposedacognitivebehavioralmodelthataddscognitionsasaperpetuatingfactorinchronicinsomnia. Describing insomnia as a cycle, Morin et al.’s (1993) modelfeatures cognitive and emotional components that include maladaptive beliefs andattitudesaboutsleepthatdevelopwithpersistentsleepdisturbance, such as worrying about sleep, frustration over the consequences of not sleeping, and unrealistic or rigid expectations about sleep (e.g., must get 8 hours of sleep). These unhelpful cognitions then interact with maladaptivehabits(e.g.,excessivetimeinbed,napping,irregularsleep schedule),thetrueconsequencesofinsufficientsleep(e.g.,fatigue, mood disturbances, performance impairments), and elevated arousaltocreateaviciouscycleofinsomnia.BuildingonMorinandcolleagues’ (1993)model,harvey(2002)proposedacognitivemodelofinsomniaby focusingexclusivelyontheroleofcognitiveprocessesthatoccurduring thenighttimeanddaytime.Thismodelappliesmanytheoriesofanxiety,includingworry,selectiveattentionmonitoring,misperceptionofsleep, unhelpfulbeliefs,andsafetybehaviorsinthecontextofinsomnia.Itis

	 

	interestingtonotethatthemodelalsosuggeststhattheseprocessescan occur with or without real deficits in sleep and daytime functioning.

	Insummary,understandingtheetiologyofinsomniarequiresrecognitionofthedifferencesbetweenacutesleepdisturbanceandachronic insomniadisorder.Thecausesofacutesleepdisturbancearedifficultto predict and generally involve disturbances in sleep physiology, activa tionoftheSNS,orboth.Whenthesesleepdisturbancespersist,engage ment in maladaptive cognitive and behavioral changes in response to the acute sleep disturbance transforms the acute sleep disturbance into a chronic insomnia disorder, a 24hour problem that includes waking distress in addition to the nighttime sleep disturbance. hyperarousal in theformofelevatedarousalorafailuretodearouseisprominentinthe state of chronic insomnia. These concepts play an important role in understanding the approach for using mindfulness meditation as an intervention for insomnia, as is discussed in Part II of this volume.
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	herearecurrentlymanydifferentapproachestotreatinginsomniadisorders,andtheyhavevaryinglevelsofscientific evidencetosupportthem.Theseapproachescanbegroupedintothefollowingthreecategories:(a)pharmacological,(b)non-pharmacological, and (c)complementary,alternative,andintegrative.First,pharmacologicaltreatments,includingprescriptionmedicationsandover-the-counter(OTC)drugs,arereviewed. Themainbenefitofthesetreatmentsistheimmediateimpact onreducingsleepdisturbance,butissuesofdrugdependence

	T

	andsideeffectsmitigatetheoverallbenefit-to-riskprofile.

	Next,nonpharmacologicaltreatmentsarereviewed.Theseincludebehavioralandcognitivetechniquesthataretypicallydeliveredbyabehavioralspecialist.Thesetreatmentscanbe customizedtopatientneeds,andthebenefitsoftreatmentare sustainedbeyondtheendoftreatment.However,theydonot havetheimmediateimpactofprescriptionmedications,and there are limitations in the number of practitioners who are qualified to deliver these treatments.
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	Finally, complementary and integrative approaches includenat- uralproducts,body-basedinterventions,andmind–bodyinterven- tions.Thesearecommonlyadoptedbypeoplewhoprefera“natural”or“healthy”wayofliving.However,scientificevidenceregardingefficacyis generally of poor quality; thus, the clinical value of these treatments is unclear. Because patients often have questions about the costs and benefitsofvarioustreatmentsforinsomnia,mindfulness-basedtherapyforinsomnia(MBTI)instructorsshouldbepositionedtohelpthemmakeinformed decisions about treatment options.

	 

	 

	PharmacologicalTreatmentsforInsomnia

	

	Theideaoftakingasleepingpill,orahypnotic,tofacilitatesleepseems likeasimpleconcept,butthewidevarietyofsubstancesthathavebeen usedtohelppeoplefallasleepbeliesthis.Thissectionprovidesanover-viewoftheevidenceforpharmacologicaltreatments,includingprescrip-tionmedications,nonprescriptionmedications(i.e.,OTCmedications),andalcohol.Table2.1providesasummaryofthepharmacologicaltreat-ments for insomnia.

	The neurotransmitter gamma-aminobutyric acid (GABA) is an inhib-itoryneurotransmitterwithinthecentralnervoussystemthatisinvolvedin sedation. Therefore, drugs that act as GABA agonists have been used tofacilitate sleep. These include the traditional benzodiazepines, suchasclonazepam,lorazepam,temazepam,andtriazolam,aswellasthenewernonbenzodiazepines, including zolpidem, eszopiclone, and zaleplon.Thesenonbenzodiazepines,oftenreferredtoasz-drugsbecauseoftheir names,alsoactasGABAagonistsbutarestructurallydifferentfromben-zodiazepines. Both benzodiazepines and z-drugs can decrease sleep onsetlatency(SOL)andincreasetotalsleeptime(TST)withmoderatetolargeeffectsizes.Ameta-analysisonbenzodiazepinesfoundthatwithonly1 to 7 days of use, TST increased by about 62 minutes, and sleep onset wasreducedbyabout4minuteswhenmeasuredobjectively(Holbrook, Crowther,Lotter,Cheng,&King,2000).Anothermeta-analysisexam- ining both benzodiazepines and two z-drugs (zolpidem and zopiclone) found that these drugs increased TST about 40 minutes and decreasedsleep latency by about 14 minutes (Smith et al., 2002). A large-scale study comparing eszopiclone to placebo found an increase of 70 minutes in TSTand a reduction of 42 minutes on sleep onset for patients using eszopi- clonefor1week(Krystaletal.,2003).Thesefindingsindicatethatbothbenzodiazepinesandz-drugsareeffectiveatincreasingTSTandreducing

	 

	

	TABLE2.1

	CommonPharmacologicalTreatmentsforInsomnia(HypnoticMedications)

	

	Genericname      Tradename      Class      Mechanismofaction      Durationofaction

	

	Flurazepam      Dalmane      Benzodiazepine      GABAAagonist      LongClonazepam      Klonopin      Benzodiazepine      GABAAagonist      LongQuazepam      Doral      Benzodiazepine      GABAAagonist      LongDiazepam      Valium      Benzodiazepine      GABAAagonist      LongEstazolam      ProSom      Benzodiazepine      GABAAagonist      Intermediate Lorazepam      Ativan      Benzodiazepine      GABAAagonist      Intermediate Alprazolam      Xanax      Benzodiazepine      GABAAagonist      Intermediate Temazepam      Restoril      Benzodiazepine      GABAAagonist      IntermediateTriazolamHalcionBenzodiazepineGABAAagonistShort ZolpidemAmbienNon-benzodiazepineGABAAagonistShort ZaleplonSonataNon-benzodiazepineGABAAagonistShort EszopicloneLunestaNon-benzodiazepineGABAAagonistShort DiphenhydramineBenadrylAntihistamineH1antagonistShort

	 

	Ramelteon      Rozerem      Melatoninagonist      MT1andMT2

	agonist Suvorexant      Belsomra      Orexinantagonist      OX1andOX2

	antagonist

	Note.GABA=gamma-aminobutyricacid;H=histamine;MT=melatonin;OX=orexin.

	
Short

	 

	Short

	 

	 

	 

	 

	SOL.Furthermore,theseeffectsoccurrelativelyquickly,withinthefirstweek of use.

	Whenevaluatingthebenefitsofthesesleepmedications,theirside effects need to be considered. One of the drawbacks of usingbenzodi- azepinesandz-drugsisresidualdrowsinessorgrogginessinthemorn- ing.Asaresult,somepatientshavedifficultygettingoutofbedorhave impairedcognitiveormotorskillsinthemorning.Thisismorepromi- nent in longer acting benzodiazepines, such as flurazepam and clonaz- epam, and less common in short-acting benzodiazepines and z-drugs. Also,takingmedicationinthemiddleofthenightornotspendingsuf- ficient time in bed can increase the risk of these side effects. Amnestic episodes are another common side effect that has been reported with benzodiazepines and z-drugs. These amnestic episodes include behav- iors or activities that individuals engage in after taking the medication and of which they have no memory the next day. Reports of amnestic episodes include eating behaviors, talking on the phone, and operating motorvehicles.Theseissueshaveraisedconcernsaboutthewidespread use of these medications for sleep.

	A second class of drugs that are used as hypnotics aremelatoninagonists.Melatoninisahormonethatisreleasedbythepinealglandand

	 

	regulates the timing of the circadian clock (Process C). Given thatanetiologicalfactorforsomeindividualswithinsomniaisdysregulationofthecircadianrhythm,melatoninagonistshelptoalignthebody’sinter- nal clock with the desired sleep period. In a study of over 400 adults, ramelteon was found to decrease sleep latency and increase TST com- pared with placebo (Zammit et al., 2007). One key advantage with ramelteon is the general lack of dependence or abuse associated with the drug. Reported side effects of ramelteon include residual daytime sleepiness, dizziness, nausea, and in rare cases, anaphylactic reactions and suicide in people with a preexisting depression. This is the only melatonin agonist that has been approved by the u.S. Food and drug Administration for long-term treatment of insomnia.

	Themostrecentclassofmedicationstoreceiveapprovalasahyp- noticistheorexinantagonist.Orexin,alsocalledhypocretin,isaneuro- transmitter that is involved in the regulation of arousal, wakefulness, and appetite. In the context of sleep disorders, orexin deficiency hasbeenimplicatedintheetiologyofnarcolepsy(Nishino,Ripley,Overeem,Lammers,&Mignot,2000),whereafailuretomaintainwakefulnessor corticalarousalleadstoexcessivedaytimesleepinessandsleepattacks. An orexin antagonist called suvorexant was developed that blocks theactionoforexinandcausessleepiness.Adouble-blind,clinicaltrialtest- ingsuvorexantonpeoplewithinsomniafoundthatsuvorexantdecreasedSOL and improved sleep efficiency (Herring et al., 2012). In August 2014,suvorexant was approved by the u.S. Food and drug Administration (FdA)forthetreatmentofinsomnia.Becauseithasbeenapprovedonly recently,therearenolong-termdataavailableoranycomparativestud- ies with other benzodiazepines, z-drugs, or melatonin agonists.

	Inadditiontothesehypnoticmedications,severalmedicationsclas-sifiedasantidepressantsorantipsychoticshavebeenusedasanoff-labeltreatment for insomnia. Common antidepressants used for insomniainclude amitriptyline, doxepin, trazodone, and mirtazapine. Although thesedrugsarefrequentlyprescribedbypsychiatrists,theevidencebase for efficacy and adverse events is rather scant compared with that for the previously reviewed medications. Atypical antipsychotics, such as quetiapine, have also been used for treating insomnia. Much like anti-depressants,thereislittlespecificevidenceonthisuseofantipsychotics.Beyond these prescription medications, there are nonprescriptiondrugs and substances that are used as self-medication for insomnia.Patientsoftenusetheseasafirststepbeforeseekingprofessionalevalua- tion,ortheyusethemincombinationwithaprescribedmedication.OTCmedications that have diphenhydramine as the primary active ingredi- ent are the most common nonprescription medications for insomnia.diphenhydramine is an antihistamine that can produce sleepiness as asideeffect.However,thereislittleevidencetosupportefficacyortodocu-mentadverseeventswhenitisusedtotreatinsomnia.Alcoholisanother

	 

	substance that is commonly used informally by patients to helppromote sleep. Although alcohol can have sedating effects, it has very disruptive effects on sleep architecture. Specifically, alcohol is a potent suppressorof REM (rapid eye movement) sleep and to a lesser extent can suppressslow wave sleep, two of the most important stages of sleep. Furthermore, alcohol can suppress respiration, which can exacerbate sleep-disordered breathing (e.g., sleep apnea), which frequently co-occurs with insomnia. The American Academy of Sleep Medicine (AASM) has providedguidelinesontheuseofpharmacologicaltreatmentsforinsomnia (Schutte-Rodin, Broch, Buysse, dorsey, & Sateia, 2008). The choice ofmedication should be directed by clinical indications and patient-centered considerations(e.g.,patientpreferences,goals,costs).Regardingthe orderoftreatment,therecommendedfirst-linetreatmentisashort-to intermediate-acting benzodiazepine, z-drug, or ramelteon. Subsequently, sedating antidepressants should be considered, followed by a combina-tionofthefirst-linetreatmentwithanantidepressant.Notably,theAASM recommendedshort-termhypnotictreatmentsformostpatients,with long-term use reserved for people with chronic comorbid illnesses, severe insomnia,orforpatientswhodonotrespondtoothertreatments(i.e., refractory insomnia). drug dependence and drug tolerance are potentialfactors that raise concerns about the long-term use of sleep medications.In the case of insomnia, psychological dependence occurs when use ofthedrugcontinuesbecauseofabeliefthatthemedicationisneededto sleep. It is very common for people with insomnia to experience a phe-nomenonknownasreboundinsomnia,whichisabriefworseningofsleepon abrupt discontinuation of hypnotic medication use. Typically, rebound insomnia lasts only 1 or 2 nights during which sleep is worse relative to baseline and is more prominent in medications with a short or interme-diate half-life. unfortunately, people who experience rebound insomniaarereinforcedtobelievethattheyneedthemedicationtosleep.drug toleranceoccurswhenthereisadiminishedresponsetothedrugafter repeatedexposure.Inthecontextofinsomnia,tolerancemightleadto dose escalation at the beginning of the night or taking additional doses in themiddleofthenight.Thelattersituationnotonlyincreasesthedose but also raises concerns about next-day functioning. Both of these situ-ationscouldincreasetheriskofexperiencingsideeffectsandshouldbe

	avoided.

	Ingeneral,FdA-approvedmedicationsforinsomniacanbeeffectiveforreducingnocturnalsymptoms,andtheseeffectsareseenwithinthe first days of use. However, these benefits need to be weighed against thepotentialrisksofsideeffects,drugdependency,anddrugtolerance. Muchliketheothertreatments,sleepmedicationisaviabletoolthatcan behelpfulformanypatients,especiallythoseexperiencingtransientor acute insomnia. However,long-termuseofsleepmedicationshouldbecarefullymanagedbyanexperiencedphysician,andconsideration

	 

	shouldbegiventoanonpharmacologicalapproacheitherasanadjunct or an eventual substitute for sleep medication.

	 

	 

	NonpharmacologicalTreatmentsforInsomnia

	

	Nonpharmacological treatments for insomnia have largely been developedby merging the findings on sleep physiology in basic sleep science with behavioralandcognitivetheoriesinappliedpsychologicalscience.Over the past 4 decades, these treatments have evolved from single-modality treatmentstomulticomponentonesinamannerthatparallelstheevolu- tionofcognitivebehaviortherapyatabroadlevel.Behavioraltreatments for insomnia began with strategies grounded in behavioral principles.As discussed in Chapter 1, the conceptualization of insomnia focused on the notion that sleep disruptions are caused by elevated arousal. As a result,early attempts to treat insomnia involved relaxation strategies, such as progressive muscle relaxation (Jacobson, 1938) and biofeedback (Hauri, 1981), which were aimed at reducing physiological arousal stemming from thesympatheticnervoussystem.Bootzin(1972),oneofthemostinflu- entialpsychologistswhostudiedsleepandinsomnia,appliedtheconcepts of stimulus control to the treatment of insomnia, proposing that repeated pairing of the bed with an inability to sleep leads to the bed becoming a stimulus for conditioned arousal. To break this association and reestablishthebedasaplaceforsleep,individualswithinsomniaareprovidedwith asetofinstructions,calledstimuluscontrol,advisingthemtoleavethebed whentheyareunabletosleepandtogotobed(orreturntobedinthe middleofthenight)onlywhensleepy.Inaddition,theindividualisasked to avoid doing other waking activities in bed (e.g., no television, no read-ing)andtowakeupatthesametimeeachmorning,regardlessofthe amountofsleep.Overtime,theseinstructionsresultinstrengtheningthe bed as a stimulus for sleep, thus creating a greater likelihood of reducing arousal, falling asleep, and staying asleep. Spielman, Saskin, and Thorpy(1987)developedsleeprestrictiontherapy, a behavioral treatment restrictingtime in bed to mobilize the homeostatic drive to sleep and prevent com- pensation for poor sleep by spending extra time in bed. First, patients are instructed to limit the time in bed to match the amount of sleep they are currently receiving. For example, if they report sleeping only 6 hours each night,timeinbedislimitedtoafixed6-hourwindow.Gradually,timein bed is systematically expanded as the patient experiences less total waketime and higher sleep efficiency, an index of the percentage of time asleep dividedbythetimeinbed.Anotherinfluentialsetofinstructionsknown assleephygienewasintroducedbyHauri(1977).Sleephygieneconsistedof

	 

	instructions for modifying behaviors and activities related to sleep, such as not exercising late at night, avoiding caffeine and alcohol close to bedtime,andavoidingnapsduringthedaytime.Theseinstructionswereinformedby research on environmental and behavioral factors that were foundtohaveanegativeimpactonsleep.

	unfortunately, the termsleep hygienehas taken on a more gener- alized meaning and is often misused. Instead of the initial instructionsthat Hauri recommended, many people now use the termsleephygieneto refer to a broad range of behavioral recommendations, includingele- ments of sleep restriction and stimulus control. However, each behav- ioral treatment has its distinct theory, logic, and delivery, and lumping these treatments into a broad category of sleep hygiene creates confusion for patients and health care providers. Furthermore, the original sleep hygiene instructions have been found to yield only small effect sizes, and it is not considered to be an effective treatment for insomnia (Stepanski&Wyatt, 2003). Careful use of the termsleephygieneand recognition thatit does not include stimulus control and sleep restriction is needed.

	Morin, Stone, Trinkle, Mercer, and Remsberg (1993) led the devel- opment of cognitive behavior therapy for insomnia (CBT-I), whichcom- binedthesingle-modalitybehavioraltreatmentswithcognitivetherapy to form a multitreatment package. They found that people with insom-nia hold maladaptive beliefs and attitudes about sleep. Consequently,they adapted techniques from Beck and colleagues’ (Beck, Rush, Shaw,&Emery, 1979)CognitiveTherapyofDepressionto targetthese maladaptivesleep-related cognitions. These techniques focused on catastrophizingand probability overestimation, two cognitive errors that were common among individuals with insomnia (Morin, 1993). For example, some people with insomnia hold onto the belief that if they do not achieve the desired amount of sleep, they will not be able to function the next day. Although it is true that sleep deprivation can impact next-day function- ing, it is also possible to perform at an adequate level. In this scenario, cognitive techniques can help patients restructure rigid beliefs by asking them to consider the belief as a hypothesis and to collect evidence to test thehypothesis.Thisunveilsarangeofprobabilityratherthandefini- tive outcomes. Cognitive techniques, such as this one, are then com-bined with stimulus control, sleep restriction, and sleep hygiene into an8-weektherapythatisknowntodayasCBT-I.Animportantadvantage of CBT-I is that it is possible to customize the various treatment compo- nents to meet the specific needs of each individual patient. See Table 2.2 forasummaryofnonpharmacologicaltreatments.

	There is a substantial evidence base to support the efficacy of behavioraltreatmentpackages,includingCBT-Iandmulticomponentbehaviorthera-pies without cognitive therapy. Randomized clinical trials have reportedmoderatetolargeeffectsizesonsleepparameters,withabout26%to43%ofpatientsachievingfullremissionfrominsomniawhencategorically

	 

	

	TABLE2.2

	NonpharmacologicalTreatmentsforInsomnia

	

	Treatment      Description

	

	Relaxationtraining      RelaxationexercisestoreducephysiologicalandcognitivearousalStimuluscontrol      Setofinstructionsforbedroom-relatedbehaviorsdesignedto

	reestablish thebedasastimulusfor sleep

	Sleeprestriction      Sleepscheduleusedtoreducetimeinbedtoincreasehomeo-

	staticsleepdrive,therebyimprovingsleepefficiency

	Sleephygiene      Setof instructionsto eliminate habitsthat are counterproductive

	forsleep

	Cognitivetherapy      Therapeutictechniquestoaddressmaladaptivethoughtsand

	beliefsthatinterferewithsleepanddaytimefunctioning

	 

	Multicomponentbehavior therapy

	 

	Cognitive behaviortherapyfor insomnia (CBT-I)

	
Treatmentpackageconsistingofstimuluscontrolandsleep restriction(core)withtheoptionofrelaxationtrainingandsleephygiene—cognitivetherapyisnotincluded

	Treatmentpackageconsistingofstimuluscontrol,sleeprestric-tion, and cognitive therapy (core), with the option of relaxationtraining and sleep hygiene

	 

	 

	

	 

	 

	definedcriteriaareapplied(Buysseetal.,2011;Edinger,Wohlgemuth,Radtke, Marsh, & Quillian, 2001; Epstein, Sidani, Bootzin, & Belyea, 2012;Jacobs, Pace-Schott, Stickgold, & Otto, 2004; Morin, Colecchi,Stone, Sood, & Brink, 1999; Sivertsen et al., 2006). When compared with medications,CBT-Iappearstohavemoredurableeffects(Morinetal., 1999).Meta-analysesandreviewshavefoundthatabout70%to 80% of patients benefit from CBT-I with reductions in SOL and the amount of wake time after sleep onset by about 50% and a more mod- est increase in TST from 6.0 to 6.5 hours (Morin, Bastien, & Savard, 2003). Currently, the AASM practice guidelines list CBT-I and multi- componentbehaviortherapywithoutcognitivetherapyasthefirst-line nonpharmacological treatment of choice (Morgenthaler et al., 2006; Schutte-Rodin et al., 2008).

	Aswithotherformsofpsychotherapy,therearefewknownsideeffects of these behavioral treatment packages. One potential side effect is daytime sleepiness, which is most commonly associated with sleeprestric-tiontherapy(Kyle,Morgan,Spiegelhalder,&Espie,2011).Giventhat sleeprestrictioninvolvesreducingtimeinbed,somesleepdeprivation might occur that could exacerbate daytime sleepiness. Compared withmedications, the benefits of CBT-I are slower to emerge. Whereas medica-tionstendtobeeffectivewithin1week,thefullbenefitsofCBT-Idonotemergeuntil4to8weeksafterinitiationoftreatment.Asapsychologi- caltreatment,itrequirestimeandefforttoattendclinicvisitsandalsoto implement the treatment recommendations at home in between treat-

	 

	mentsessions.Somepatientsarenotabletodevotesufficienttimeand energytothisprocessand,thus,arenotabletoachievethefullbenefitsofthistreatmentapproach.Finally,animportantlimitationisthenumberof qualified practitioners to deliver CBT-I. There are currently about 250 practitionerswhoareboardcertifiedinbehavioralsleepmedicine. Patientswholiveinruralareasormoreremotelocationsoftendo not have accesstoapractitionerwhohastrainingindeliveringCBT-I; therefore, given the prevalence of insomnia, the supply is not meeting thedemand.

	Intheearly21stcentury,behavioralsleepmedicine(BSM)emergedas a distinct specialty within psychology and behavioral medicine. Involvingpsychologists, physicians, and nurses, this multidisciplinary area was organizedtohelpimprovethedeliveryofbehavioralservices,promote behavioral and psychological research related to sleep, and to regulate thetrainingofBSMpractitioners.In2010,theSocietyofBehavioralSleep Medicine (SBSM) was formed following the Ponte Vedra consensusconference (d. J. Taylor, Perlis, McCrae, & Smith, 2010). Since that time,theSBSMhasbeenworkingtofurtherestablishandvalidatetheroleofpsychologistsinsleep.In2013,theAmericanPsychologicalAssociationapprovedsleeppsychologyasaformalspecialty,andfurthereffortsare underway by the SBSM to apply for a specialty examination with the AmericanBoardofProfessionalPsychology.

	 

	 

	
Complementary,Alternative,and Integrative Medicine

	

	Manypeopleusecomplementaryandalternativemedicine(CAM),also known as integrative medicine, for insomnia. In the case of insomnia, these treatments might be an alternative to the traditionaltreatmentsor in addition to the first-line treatments described earlier. CAM treat- ments for insomnia consist of a diverse group of interventions and techniques including natural products, body-based (or manipulative) interventions, and mind–body interventions. In 2002, over 1.6 mil-lion Americans were using a CAM treatment for insomnia symptoms (Pearson,Johnson,&Nahin,2006).In2007,45%ofadultswithinsom- nia symptoms were using CAM annually (Bertisch, Wells, Smith, &McCarthy,2012).SeeTable2.3forasummaryofcomplementary,alter-native, and integrative medicine approaches to insomnia.

	useofnaturalproductsforsleepishigh,particularlyforyoung women with a high level of education (Pearson et al., 2006). The most common natural products used for insomnia are chamomile,valerian, St.John’swort,andkavakava.Althoughthereisageneralperception

	 

	

	TABLE2.3

	Complementary,Alternative,andIntegrativeTreatmentsforInsomnia

	

	Class      Treatment/technique      Comment

	 

	Naturalproducts      Chamomile

	Valerian

	St.John’swortKavakava

	
Herbalremediesornaturalproductsthatcanbepurchasedoverthecounter;limitedevidenceofefficacyandsomesafetyconcerns

	 

	Body-basedinterventions

	 

	Mind–bodyinterventions

	
AcupunctureMassage

	 

	MeditationYoga

	Taichi

	
Evidenceforacupunctureisunclearbecauseofpoorqualityofstudies.Norandomizedcon-trolled studies on massage.

	Approaches that are aimed at self-regulatingthemindandbody;evidenceispromisingforinsomnia

	 

	 

	

	 

	 

	that use of natural products reflects a healthy lifestyle, researchhas yielded very little evidence to support the health benefits of natural productsinthecaseofinsomnia,andtherearesomeindicationsof potential risk. Furthermore, in many countries, these products are not subjected to the regulations associated with prescription medications, which raises questions about the purity of the substance.

	Body-basedtherapiesfocusonbodilysystemsandinvolvestructuralmanipulation of specific points, such as bones, joints, soft tissue, or circu-lation.Acupunctureandmassagearethetwomostcommonbody-based therapiesthatareusedtotreatinsomnia.Severalsystematicreviewson acupunctureforinsomniahavebeenconductedandconcludedthatacu-puncturewithmanualneedlestimulationbasedintraditionalChinesemedicinewassignificantlymoreeffectivethansleephygienetreatment andshamacupunctureandofequivalentorsuperiorefficacytobenzo-diazepines(Huang,Kutner,&Bliwise,2009;yeung,Chung,Zhang,yap, &Law,2009).However,thesestudiesweredeemedtohaveconsiderableissuesrelatedtobiasandwereoflowquality.Therefore,acupunctureforinsomniaisasomewhatpromisingtreatmentoption,butnoclearconclusionregardingefficacyorsafetycanbedrawnasofyet.Noran-domizedcontrolledtrialshaveasyetexaminedtheeffectsofmassageon insomnia.

	Mind–bodyinterventionsusetechniquesorapproachesthatareaimedat self-regulating the mind and body, typically to reducestress-relatedsymptoms. Many of the principles or techniques are based in Eastern tradi-tionsofhealing,designedtopromoteasenseofcalmnessinthemindand body.Theseinterventionsaretypicallydeliveredinsmallgroupsledbyateacherwhoguidesparticipantsthroughactivities.yogaisone such activ-ity that includes a series of postures and breathing regulation. Studies

	 

	haveshownthatengagementincertainyogapracticescanimprove symptomsofinsomnia,includingincreasedTST,decreasedtotalwaketimeinbed,andimprovementsinsleepquality(Khalsa,2004).TaichiisaformofChinesemartialartsinvolvingasequenceofslowmovementsdesignedtoenhanceself-regulationofthemindandbody.Taichiappearsto be particularly suitable for older adults, with evidence that taichi was rated as superior by a health-education comparison group on self-reportedsleepquality(Irwin,Olmstead,&Motivala,2008).Acompara-tiveefficacystudyfoundthattaichiwasassociatedwithimprovements insleepquality,fatigue,anddepressivesymptoms,butnotremissionof insomnia when compared with CBT-I (Irwin et al., 2014).

	Perhaps the most promising mind–body intervention for insomnia ismeditation.Meditationisaself-regulationpracticethatinvolvesintrospec-tion and contemplation about a concept or mantra, usually to bring abouta sense of calmness. Thus, meditation fits the conceptual model of reduc- ing arousal related to insomnia. However, using a meditation practice to immediately induce sleep, similar to the mechanism of sleep medication, has not been shown to be effective for people with insomnia. Instead, it appears that the consistent practice of meditation can cultivate mentaland physical states that can reduce the symptoms of a chronic insomnia disorder. Among the various types of meditation practices,mindfulness meditation has emerged as a recognized and viable meditation practice that is gaining popularity. The remainder of this book focuses on the use of mindfulness meditation for insomnia.

	 

	 

	 

	 

	 

	 

	 

	MindfulnessMeditation

	3

	AwakeningtoBetterSleep

	 

	 

	 

	hischapterprovidesanoverviewofmindfulnessmeditation and the principles of mindfulness that serve as thefounda- tionforthemindfulness-basedtherapyforinsomnia(MBTI) program.ThegoalistoprovideMBTIinstructorswitha historicalandphilosophicalbackgroundforunderstand-ing the mindfulness techniques that are described in Part II of this book. This chapter begins with definitions of terms related to the principles of mindfulness and the practice of mindfulnessmeditation,followedbyanexplanationofhow mindfulness meditation can be applied as a means of self- regulation. The origins of mindfulness in Buddhist philoso- phy are discussed, and a historical context is provided with regard to mindfulness and third wave behavior therapies. Distinctionsbetweentheconceptofmindfulness,medita- tion,andcognitivetherapiesaremadetoorientthereaderto the similarities and differences between mindfulness-based therapies(MBTs),traditionalcognitivebehaviortherapies (CBTs), and other types of third wave behavior therapies.AbriefoverviewoftheevidenceofMBTsusedforother
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	healthconditions(e.g.,depression,eatingdisorders)isgiventoprovide a broader context for how mindfulness meditation has been used to improve health in other areas.

	 

	 

	WhatIsMindfulnessMeditation?

	

	TheconceptofmindfulnessisrootedinBuddhistphilosophy,inwhichthe termmindfulnessmeans to “see with discernment” or to see the pres-entmomentclearlywithoutjudgment.TranslationsoftheBuddhist term for mindfulness also encompass elements of awareness, circum- spection,andself-compassion.Itisimportanttonotethattheintention of being mindful is to cultivate awareness of the present moment that is not attached to a particular reason or outcome. Kabat-Zinn (1990)describedmindfulnessas paying attention in a specific way to distinguishthis from situations in which paying attention is used to achieve a pur-pose or to analyze a situation. For the purposes of this book,mindfulnessis broadly defined as an intentional act of present-moment awareness without attachment to outcomes.

	There are several principles, or qualities, that are embodied during astate of mindfulness (Kabat-Zinn, 1990). These principles includenon- judging,patience,nonstriving,lettinggo,acceptance,beginner’smind, and trust.Nonjudgingrefers to awareness without a preference; that is, withoutmakingjudgmentsaboutthoughtsas“goodandbad”or“right andwrong.”Beingmindfulistobepresentwithone’sthoughtsasthey arise without attempting to focus on the “good” or avoid the “bad.”Patienceandnonstrivingare important principles because mindfulness is anactthatcannotbeforcedorhurried.similarly,mindfulnessembod-iesletting go,orallowingthingstobeastheyareinnature.Theprinciple ofacceptanceis often confused with giving up. In contrast, acceptance in this context is acknowledgment of what is present without the need to immediately fix the problem or make it better.Beginner’s mindrefers to approachingeachmomentwithaclearperspectivethatisnotcloudedbypastexperiences.Finally,trustinvolvesrecognizingtheimportance oftheselfandhavingcompassionfortheself.Theseprinciplesarethe coreofadoptingamindfulapproachtoeachmoment.InChapter5,I discusstheseprinciplesingreaterdetailandexplainhoweachcanbe applied to insomnia.

	When people think of meditation, the most common image that comes to mind is that of an individual sitting with eyes closed, focus- inghisorhermindonaparticularmentalorphysicalactivity.The activitymightbeamantra,aprayer,clearingthemind,orfocusingon

	 

	breathing.Thispurposeofmeditationmightbeofareligiousnatureor a process of transformation. Certainly, all of these could beconsidered forms of meditation, and indeed there are many different ways to medi- tate.Inthecontextofmindfulness,meditationisseenasanactivity thatembodiesattention,awareness,andcompassion.Asdefinedear- lier, the attention and awareness are directed at the present moment. Compassioniscultivatedbyapproachingthepresentmomentwith curiosity, kindness, and gentleness. This can be directed toward oneselfasanactofself-compassionortowardothersintheformofempathy and connection. As with most things, this takes practice. Somindful-nessmeditationcanbedefinedasthepracticeofmindfulnessawareness,compassion,andnonattachmenttooutcomes.

	Although mindfulness can be practiced across different activities, it is important to note what mindfulness meditation does not entail. Mindfulness meditation is not simply another relaxation technique. Although one might well experience relaxation, it is not a direct goal of meditating in this context. Mindfulness meditation is also notabout positivethinking.Recallthatnonjudgingisakeyprincipleofmindful- ness. Therefore, it is not about focusing on the positive experiences and avoiding the negative ones. It is important to be mindful of what- ever is present, without trying to eliminate or avoid the negative expe- riences.Mindfulnessisalsonotabouttryingtogointoatranceor clearingthemindofallthoughts.Thequalitiesofmindfulnessare quite the opposite—theyareaboutinvitingallthatispresenttosimply be present. In doing so, it is important not to resist or avoid any par- ticular thought and not to transcend to a different mental state. There are other forms of meditation that have different philosophical prin- ciples.Forexample,transcendentalmeditationemphasizesthepractice of concentrating attention on an object or word until the distinction between the subject (meditator) and object are one point in the mind. Incontrast,mindfulnessmeditationemphasizestheinsightgainedfrom awareness of activities in the mind and body that occur from moment to moment. Rather than clearing the mind of all thoughts, it is about practicing how to work with thoughts that are present. These are some common misconceptions of MBTI that instructors should be familiar with and be able to discuss with participants.

	 

	WhҮ ShOULD ONEPRACTICE MINDFULNESSMEDITATION?

	FromtheBuddhisttradition,theanswertothisquestionisrootedinthe basicBuddhisttenetthatlifeissufferingandallbeingssuffer.Accord-ingly,thecauseofthesufferingisone’sattachmenttooutcomes.Inotherwords,thedesireorcravingtoachieveacertainoutcomeistherootof

	 

	our suffering. For example, we might be applying for a very desirable job.however, we are not in a position to control the outcome, so thedesiretohavethejobcreatesstress,anxiety,andpossiblydepressedmoodifwedo not get it.

	Thepracticeofmindfulnessmeditationoffersawaytorelievethis suffering.Bypracticingmindfulnessmeditation,wedrawourattention to the present-moment experience and allow ourselves to be patient,nonstriving,andacceptingofoutcomes(i.e.,wegetthejoborwedonot).All of these qualities allow us to let go of the attachment to the desired out-come.Long-termpracticeofmindfulnessmeditationallowsustobecomeawareoftheimpermanenceinnature—allthingschange.Awarenessofthisconcepthelpsusunderstandthatbothinternalandexternalstatesaredynamic and not fixed, and thus thoughts are not facts about the world butsimplythoughtsaboutourperceptiontheworld.Thus,thecauseof the distress that was experienced by wanting the job of our choice, is itself a choice! We can choose to let go of our attachment or desire for a particular outcome, and this will relieve the distress that comes with that attachment. This process of awareness and reconceptualization of our thoughts and desires is what allows us to let go of our attachment to outcomes. By paying attention to the present moment and watching each moment pass, one can begin to see a situation or problem more clearly or become more “awakened” to a new solution. By embodying the principles of nonstriving, patience, acceptance, and trust, the prac- ticeofmindfulnessmeditationallowsthemindtoshifttoaplacewhere itdoesnothavetosuffer.Thisshiftisseenasanactofself-compassion because we are allowing ourselves to release from the distress.

	 

	DOESMINDFULNESSMEDITATIONTAKESPECIALIZED TRAINING?

	Earlier, I noted that the most common image of meditation is sitting quietlyinalotuspositioninastateofcontemplation.Whereasthis might be one form of mindfulness meditation practice, there are many ways to practice mindfulness. In addition to sitting meditations, it is possibletopracticemindfulnessmeditationbylyingdownandmentally scanning different parts of the body to develop awareness of various thoughts and physical sensations. It is also possible to bringmindful awarenesstomovementthroughawalkingmeditation.Үogaandtaichi canalsobeformsofmindfulnessmeditation.Furthermore,itispossible toextendthepracticeofmindfulnesstoeverydayliving—ridingabike, working out, or even interacting with others. These can be considered informal meditations because they bring the principles of mindfulness tocommonactivitiesofdailylivingasopposedtoadesignatedtimeset asideforaformalmeditation.Mostimportant,mindfulnessmeditation

	 

	doesnothavetobeanesotericactivityreservedforBuddhistmonksorforthosewhocanaffordtospendmonthsinTibet.Thepracticeofmind-fulness meditation can be done by anyone. however, most people will need help from an instructor to establish a formal meditation practice and to provide guidance on how to apply the principles ofmeditation to a particular situation or condition.

	Indeed, meditation practice is the central “ingredient” in mindfulness-based programs.The practice of meditationprovides an opportunityto cultivate the principles of mindfulness and such practice allows for a deepersenseofself-compassionandwell-being.Therefore,itisimpor-tanttodevelopandmaintainaconsistentmeditationpracticetocultivatethe mindfulness principles. This applies to those participating in an MBTIprogramaswellasMBTIinstructors.Later,Idiscusssomeoftheissues related to MBTI instructors having a personal meditation practice.

	 

	 

	The Rise ofMindfulness-BasedTherapiesinWesternCultures

	

	AlthoughmindfulnessmeditationhasitsoriginsinEasternphilosophy, it is now being taught in Western cultures through programs known asmindfulness-basedtherapies(MBTs).TheoriginalMBTwasdevelopedbyJon Kabat-Zinn, who is trained professionally as a microbiologist but alsoreceived personal training in Buddhist meditation. Kabat-Zinn (1990)developed a program known asmindfulness-based stress reduction(MBSR),an8-weekprogramthatteachesparticipantshowtobeginandmaintain a personal mindfulness meditation practice to help relieve stress and sufferingrelatedtomedicalconditions.Theprogramwasdesignedasa psychoeducationclassanddeliveredinagroupformat.Overtheyears,Kabat-Zinn and colleagues have conducted several studies on MSBR thatdemonstrated the benefits of practicing mindfulness meditation. These benefits include improving psoriatic lesions (Kabat-Zinn et al., 1998),symptoms of anxiety (Koszycki, Benger, Shlik, & Bradwejn, 2007), highblood pressure (hughes et al., 2013), and chronic pain (Schmidt et al., 2011). In particular, the benefits seemed to have sustainable long-term effects (Kabat-Zinn, Lipworth, Burney, & Sellers, 1987).

	ThesuccessofMBSRledtotheadaptationofMBTsformorespe- cific health conditions. Mindfulness-based cognitive therapy (MBCT) wasdevelopedbySegal,Williams,andTeasdale(2002)asaprogramtopreventtherelapseofdepressionamongindividualswithrecurrentmajordepressivedisorder.Intheirfirstrandomizedcontrolledtrial,Segaland hiscolleaguesfoundthatMBCTwasmoreeffectivethanstandardphar-

	 

	macologicaltreatmentatreducingtheriskofarelapseorrecurrenceof havingamajordepressiveepisodeovera60-weekperiodforindividu- alswiththreeormorepreviousepisodesofdepression.Inasecond study,Segaletal.(2010)foundthatMBCTwascomparabletoaphar- macologicalmaintenancetherapyinreducingrelapseofdepression overan18-monthperiodfollowingremissionafteracutetreatment fordepression.Relativetoaplacebopill,MBCTreducedtheriskof relapse by 74%, whereas pharmacotherapy reduced the risk of relapseby 76%. Another MBT,mindfulness-based eating awareness therapy, is aprogram designed to help individuals with eating disorders and weight management (Kristeller & hallett, 1999). There is also a mindfulness- basedprogramforpreventingrelapseinalcoholandsubstanceuse (Witkiewitz,Marlatt,&Walker,2005).OtherformsofMBThavebeen used to reduce psychological symptoms and improve quality of lifein severalchronicdiseases,includingcancer(Carlsonetal.,2013;Carlson& Speca, 2010), hIV/AIDS (Gonzalez-Garcia et al., 2013), fibromyalgia(Schmidt et al., 2011), heart disease (hughes et al., 2013; Parswani, Sharma,&Iyengar,2013),diabetes(vanSonetal.,2013),andirritable bowelsyndrome(Zernickeetal.,2013).AlloftheseMBTsdrawfrom the Buddhist lineage of mindfulness principles and teach meditationas a central component of the program. Recent data indicate that over500 clinics worldwide now offer MBSR (Cullen, 2011), and a systematicreviewfound477academicjournalarticlespublishedonMBTsin2013 (Black, 2014).

	GiventhelargebodyofevidencenowavailableforMBTs,several reviews and meta-analyses on treatment effectiveness have revealeda positivebenefits-to-riskprofile.hofmann,Sawyer,Witt,andOh(2010) foundmediumpre-to-posteffectsizesonanxiety(hedge’sg=0.63)and depression(hedge’sg=0.59)overall,withlargereffectsizesamong clinicalpopulations(hedge’sg=0.97foranxiety,0.95fordepression).Khouryetal.(2013)examinedeffectsizesacrossdifferentstudydesignsand populations, revealing moderate effect sizes for MBTs in pre–post designs(hedge’sg=0.55),MBTscomparedwithwait-listcontrols (hedge’sg=0.53),andMBTscomparedwithpsychoeducationcontrols (hedge’sg=0.61).SmallereffectswerefoundwhenMBTswerecom-pared with supportive therapies (g=0.37), imagery techniques (g=0.27)and relaxation techniques (g=0.19). No significant differences were foundwhenMBTswerecomparedwithbehaviortherapies(g=−0.07) orpharmacotherapy(g=0.13).Finally,arecentmeta-analysisonmedi- tation programs supported by the Agency for healthcare Research and Quality (Goyal et al., 2014) found that MBTs have moderate evidence forimprovinganxiety(d=0.38)anddepression(d=0.30)atpost-treatment and at 3- to 6-month follow-up (d=0.22 for anxiety,d=0.23 fordepression).Itisimportanttonotethattheseeffectsizesarecomparable

	 

	toeffectsizesfoundforantidepressantmedication(d=0.11–0.17),butMBTs have fewer reported side effects (Goyal et al., 2014). Collectively,thesedataindicatethatMBTsareviableprogramsforimprovinghealth.

	 

	 

	AreMindfulness-BasedTherapiesaFormofPsychotherapy orAlternativeMedicine?

	

	In reviewing the literature on the benefits of MBTs, most studies have focusedonoutcomesinmentalhealthandwell-being.Asnotedearlier, MBSRwasoriginallydevelopedasapsychoeducationalclass,notasa form of psychotherapy or a substitution for mental health care. Dur- ing these early classes, Kabat-Zinn and his colleagues made this clear to participants. Those who had significant psychiatric conditions, such as posttraumatic stress disorder or bipolar depression, were allowed to participate only if they were stable, under the care of a mental health expert,orboth.AsotherMBTsbegantoemerge,manyoftheseadapta- tionsweredevelopedforspecificpopulations,suchasthosewithahis- toryofdepressionorthosewitheatingdisorders.Themovementtoward clinicalpopulationsthusraisesthequestionofwhetherornotMBTsare another form of psychotherapy or a form of alternative medicine.

	At the conceptual level, mindfulness principles share many simi- larities with modern psychological theories, most notably with cogni- tive behavioral theories. The focus on mental activities as a cause of emotional distress is similar to cognitive theories of depression(Beck, Rush,Shaw,&Emery,1979)andanxiety(Barlow,2004).Forexample, ruminationandnegativethoughtsabouttheselfortheoutsideworldare thecorecognitivefeaturesofdepression.Inthecaseofanxiety,worries aboutthefutureorspecificsituationsaredifficulttocontrol,leadingto catastrophic thoughts or expectations. It is interesting to note that in both depression and anxiety, thoughts are often focused on the past or the future but not on the present.

	Mindfulnessprinciplesbringsimilarattentiontoworkingwith thoughts that can create a state of depression or anxiety. Rather than focusingonthecontentofthethoughts,theactofbeingmindfulbringsattentiontoone’srelationshipwiththethoughts.Ratherthanjudgingthethoughtsasgoodorbad,asrationaleorirrational,themindfulapproach istosimplyacknowledgethatthethoughtsarepresentandtodetermine whetheronemightbeabletodecenter,reperceive,orrelatedifferently to these thoughts rather than changing the thoughts themselves.

	 

	AnotherdistinctionbetweenMBTsandpsychotherapyinvolves thecontentoftreatment.ThetechniquestaughtinbothMBTsand CBTs are similar in that they first involve an assessment of the pres- ent situation and then use this assessment to reduce emotional dis- tress (i.e., emotion-focused coping) or make behavioral changes (i.e., problem-focused coping). Within a CBT framework, emotion-focused coping involves techniques such as seeking social support, expressivewriting,oremotionaldisclosure.Thesetechniquescanbesimilarorevenconsideredmindfulactsbecausetheyalsoinvolvechangesatthecogni- tive level.

	ThecontrastbetweenMBTandCBTtechniquesbeginswithmedi- tation. MBT is grounded in meditation, which serves as the core for practicingandembodyingmindfulnessprinciples.InCBT,thereare oftenhomeworkandspecifictaskstopracticethatreinforcethelessons taughtinsession,butnospecificfocusonmeditation.Second,bothMBTandCBTinvolvetechniquesaimedatreducingemotionaldistress,but the method of achieving this differs. In MBT, the focus is on shift- ing the relationship with distressing thoughts. In some contexts, this has been considered to be targeting metacognitions, rather thancogni- tions.Incontrast,traditionalCBT,attemptstoidentifythemaladaptive thought and to correct it through Socratic questioning. This involves challengingthoughtsthroughaseriesofquestions(e.g.,Isthisthought realistic?Isthereevidenceforit?),whichusuallyinvolvesmakingjudg- ments of whether a thought is “rational” or “irrational.” This approach is different from the nonjudgmental approach of being mindful of all thoughts. A second difference can be seen in specific techniques, such as the body scan (a quiet meditation) versus progressive muscle relax- ation (PMR). In the body scan, the purpose is to cultivate awareness andstaypresentwithwhateverthoughtsorbodysensationsariseinthe moment as one is practicing this quiet meditation. In contrast, the pur- pose of PMR is to induce a relaxation response achieved through deep breathing and intentionally tightening and then relaxing the muscles. Thus,PMRhasaparticulargoal,whereasthebodyscanmeditation doesnot.Athirddifferencecanbeseenintheoverallapproachtodeliv- eryofinformation.Asafamilyoftreatments,CBTtendstobedidactic and outcome-oriented with various techniques used to track progress (e.g.,eventslog)andevaluateoutcomeswiththegoalofreducingspe- cificsymptomsorbehaviors.Incontrast,MBTstendtobeexperiential and process-oriented, with the focus on the practice of meditation and discoveries or insights learned through meditation practice rather than monitoring symptom reduction. Table 3.1 summarizes the differences in techniques.

	Another difference lies in the treatment providers. In traditional CBT, treatmentisprovidedby atrainedmentalhealth expert,typically

	 

	

	TABLE3.1

	ComparisonofMindfulness-BasedTherapies(MBTs)andCognitiveBehaviorTherapies(CBTs)

	

	Elementsoftreatment      MBT      CBT

	 

	Treatmenttargets      Shiftrelationshipwiththoughts

	andfeelings(target=

	metacognitions)

	
Identifyandchallengethoughtsand/or behaviors that are maladaptive (target=cognitions/behaviors)

	 

	Intentionoftreatment activities

	
Cultivateawarenessandstaypresentwithwhateverthoughtsorbodysensationsariseinthemoment (e.g., body scan)

	
Intentistoproducementaland physical relaxation(e.g.,progressivemusclerelaxation)

	 

	Treatmentdelivery      Experiential,process-oriented      Didactic, outcome-oriented

	

	 

	 

	apsychologist,psychiatrist,clinicalsocialworker,orpsychiatricnurse. The level of training and expertise is often dictated by the clinical set- ting and nature of the patient’s condition. In MBTs, treatment provid- erscouldbeapsychologist,nurse,socialworker,orphysician,butone of the most essential prerequisites is that the provider has a personal meditation practice in order to fully embody mindfulness in teaching the MBT class. Also related to treatment providers is that CBT is typi- cally covered under insurance plans that offer mental health coverage, whereasthestatusofMBTIisunclear.Theissueofwhoisqualifiedto deliverMBTIandwhoshouldhaveaccesstoMBTIiscomplex,andthis controversy is discussed further in Chapter 10.

	In conclusion, there are both similarities and differences between MBTandCBTinconcepts,techniques,andprovidersoftreatment.The point of these comparisons is not to make the case that one form of therapy is superior to the other but to clarify the unique elements of each.SomeelementsofMBToverlapwithCBT,butIbelievethatMBT is distinct from CBT in certain conceptual approaches and treatmenttechniques.SomealsoseeMBTasaprogressioninthelineageofbehav-ior therapy, to CBT, and now rising as part of the third wave thera- pies,whichincludeacceptanceandcommitmenttherapy,dialectical behavior therapy, and other metacognitive therapies. Although I have summarized the major points, the reader is directed to comments inthe literature for further debates on this topic (hayes, 2004; hofmann, Sawyer, & Fang, 2010).

	I would propose that MBT is a form of integrative medicine or inte-grative health intervention.Integrativemedicineis defined as an approachto medicine that “reaffirms the importance of the relationshipbetween practitionerandpatient,focusesonthewholeperson,isinformed byevidence,andmakesuseofallappropriatetherapeuticapproaches,

	 

	health-careprofessionalsanddisciplinestoachieveoptimalhealthand healing” (Consortium of Academic health Centers forIntegrative Medicine,2015).MBTfitsthisdefinition,asitavoidsthedistinctionof “traditional medicine” versus “alternative medicine” and embodies a more inclusive definition that fits with the principles of mindfulness. BecausemostMBTsteachmindfulnessmeditationtrainingalongwith someconceptsthatareusuallyderivedfrommoremoderntheoriesfrom health psychology or medicine, the combination of these approaches wouldseemtofitthedefinition of integrativemedicine. Notably,in January 2015, the National Institutes of health changed the name fortheNationalCenterforComplementaryandAlternativeMedicinetotheNational Center for Complementary and Integrative health, which has sponsoredmuchoftheresearchonmindfulnessmeditationandhealth.
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	his chapter brings together the concepts described in Part I toexplainthetheoryandconceptsbehindmindfulness- basedtherapyforinsomnia(MBTI).Thereadermaywishto refer back to the relevant sections in the earlier chapters for review. This chapter prepares the instructor for delivering MBTI by discussing issues related to training, recruitment, and assessment of participants.

	T

	 

	 

	Theoretical Foundationsof MBTI

	

	PRINCIPLESaNdPRaCTICESFROMBEHaVIORaL SLEEP MEdICINE

	Because MBTI was developed as a treatment for insomnia disorders,clinicianswhowishtodeliverMBTIshouldbe familiarwithseveralkeytheoreticalmodelsandconcepts
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	about sleep and insomnia.as mentioned in Chapter 1, these concepts relate to the distinction between acute sleep disturbance andchronic insomnia disorders that develop over several months. Recall that the triggersofacutesleepdisturbanceusuallyinvolvedysregulationinthe systemsthatregulatesleep,stress,orboth.Thetransformationofacute sleep disturbance into an insomnia disorder involves changes in sleep- related behaviors and cognitions that perpetuate the sleep disturbance and daytime dysfunction over the course of several weeks or months. Theapplicationoftheseconceptsandmodelstomindfulnessprinciples is reviewed in the following paragraphs.

	 

	Connecting the Two-Process Model of SleepRegulationWithMindfulnessPrinciples

	The two-process model of sleep regulation (Borbély, 1982; Borbély &achermann, 1999) was introduced in Chapter 1 and serves as the pre- dominantmodelforunderstandinghumansleep–wakeregulation.This modelofsleepregulationprovidesafoundationforunderstandinghow the brain reacts to acute sleep disturbance caused by certain waking behaviors and then automatically regulates over time.an important connection between this model and MBTI is the concept that the brain is capable of regulating sleep on its own. Putting active effort or striv- ingtomakesleephappenisoftencounterproductiveandcaninter-fere with the systems in the brain. This concept is similar to breathing because the brain can regulate the depth and rate of breathing basedon the situation.during normal activity, breathing is regular, with a consistent pace. When the situation requires a high level of activity, such as exercise, the rate of breathing increases and breaths become shorter. However, trying to exert conscious control over breathing can sometimes backfire, such as hyperventilating during an anxious situ- ation.although the two-process model has many intricacies that are beyond the scope of MBTI, it is important for an MBTI instructor to understandthebasicconceptsofProcessSandProcessCsothatthese can be explained in a way that patients can understand. Knowing that thebrainiscapableofregulatingsleeponitsowncanalsoaidinreduc- ing anxiety about sleep.

	Forexplaining Process S to a patient, I often use the analogy toan

	appetite for food. I start by asking the patient the last time he or sheate a meal and use that as a guide for explaining how (under normal circumstances)witheachamountoftimethatpasseswithoutfood, thepatient’sappetiteforfood(i.e.,hunger)willincrease.Infact,goingaperiodoftimewithoutfoodistheonlybehavioralwayto increasethephysicalstateofhunger.Ithenusethisanalogytoexplain howwehavean“appetiteforsleep”(i.e.,ProcessS),suchthat(under

	 

	normal circumstances) going for a period of time without sleep is the only behavioral way to increase the physical state of sleepiness.One difference is that it takes a longer amount of time to generate a suf- ficient appetite for a full night of sleep compared with the amount of time needed to generate a sufficient appetite for food. The appetite for sleep builds across 16 to 18 hours of continuous wakefulness. In con- trast, it usually takes only 4 to 6 hours to generate a sufficient appetite foreatingawholemealoffood.Therefore,akeyconcepttoconveyto the patient is that Process S requires a sufficient amount of continu- ous wakefulness in order to generate a sufficient appetite for sleeping through the night. In other words, trying to sleep whenever possible and/or spending more time in bed are counterproductive behaviorsthatactuallyincreasethelikelihoodofsleepdisturbance.InMBTI,thisbehaviorisseenas“avoidingwakefulness”becausespendingmoretimein bed becomes a means to escape or avoid being awake.

	IfProcessSweretheonlymechanismthatcontrolledsleepand wake,thenthesleepperiodwouldonlydependontheamountofwake- fulness and it would not matter what time of day the sleep and wake periods occurred. However, humans sleep better at night, when itis dark, than during the day, when it is light. Recall that Process C regu- latesthetimingofthesleepperiod,promotingsleepatnightandactiv- ityduringtheday.Therearetwopointsofemphasisthatarerelated to Process C. First, the rise time (i.e., time getting out of bed to start the day) is the key for setting the timing of the circadian rhythm. Most peoplethinkthatthebedtimeisthekey,buttheintrinsictimekeeperin the brain is most effective when the rise time is consistent across days with exposure to light shortly thereafter. Consequently, the common behavior of “sleeping in” to catch up on sleep (i.e., delaying the wake- up time when there is no need to wake up by a certain time) usually ends up being a counterproductive attempt to get more sleep becauseit disrupts Process C, making it more difficult to achieve regular sleep onfuturenights.Thesecondpointofemphasisisthatmelatoninis releasedabout1to2hoursbeforetheregularbedtime,butthisrequires relatively dim light conditions. Recall from Chapter 1 that the release of melatonin signals the brain to turn off the wake-promoting systems andprepareforsleep.asaresult,exposuretobrightlightcansuppress melatonin release and cause the brain to continue in waking mode. Therefore, paying attention to the timing of our behaviors and estab- lishingregularroutinesinthemorningandeveningcanhelpProcessC function optimally.

	In summarizing how these two sleep–wake processes work, it is helpfultoconnectsomeofthemindfulnessprincipleswithsleepregula-tion. Even if sleep disruption occurs on any given night, MBTI instructorsshould encourage patients to trust in thebrain’s ability to self-regulate,

	 

	havepatienceinallowingsleeptohappenonitsown,andavoidstriving to fix the acute sleep disturbance. The essential message to communi- cateisthatthebrainiscapableofregulatingsleepifwedonotinterfere withit.Italsoreinforcesthenotionthatresolvinganinsomniadisorder is a workable problem, but whether acute sleep disturbance will occur on any given night is not always controllable. This shifts the attention awayfromtheattachmenttoseeksolutionsforimmediategainsandto focusinsteadonregulationofsleepanddaytimefunctionacrossnights.Specific activities for delivering this message are discussed in the follow-ing chapters.

	Connecting Models of ChronicInsomniaWithMindfulnessPrinciples

	understandingthemovefromacutesleepdisturbancetochronicinsom- nia brings with it the need to understand the development andmainte- nanceofinsomniadisorders.InChapter1,severalinfluentialmodelsofchronic insomnia (Espie, 2002; Harvey, 2002; Morin, 1993; Perlis, Giles,Mendelson, Bootzin, & Wyatt, 1997; Spielman, Caruso, & Glovinsky,1987)werereviewed,andMBTIinstructorsshouldbefamiliarwithhowthesemodelsconceptualizeinsomniadisorders.Onethemethatiscon-sistent across these models is howsleepeffort(i.e., the effort to make sleepbetter) plays a role in the development and maintenance of insomnia overtime.Inthe3-Pmodel(Spielmanetal.,1987),sleepeffortinvolves perpetuating factors such as staying in bed or taking frequent naps. In Espie’s(2002)psychobiologicalinhibitionmodel,sleepeffortinvolves selective attention to sleep and a failure to recognize appropriate cues to dearouse for sleep. In MBTI, sleep effort is seen as a distortion of thevalueofsleepwithinanindividual’slife.Whereasothertreatments, suchascognitivebehaviortherapyforinsomnia(CBT-I),addresssleepeffort through directly targeting cognitions or behaviors, MBTI addressesthe problem indirectly by having participants observe and develop an awarenessofthechangeinsleepeffortandthenallowthebrain’ssleep regulation system to restore sleep without forcing it to happen. Most conceptual models also emphasize the role of hyperarousal as a key etiologicalfactorinmaintainingthesleepdisturbanceovertime(Espie,2002; Morin, 1993; Perlis et al., 1997; Spielman et al., 1987). MBTI workswith the problem by using awareness to address reactive tendencies ofpeoplewithinsomnia,suchasthedesiretoquicklyfixthesleepproblem,that tend to exacerbate sleep-related arousal. Rather than changing the thought(e.g.,challengingmaladaptivecognitions)orthebehavior(e.g., usingprogressivemusclerelaxation)directly,MBTIisaimedatshifting the relationship with the thought or the behavior.

	MBTI also builds on the models that conceptualize insomnia as a 24-hourproblem,suchthatthetreatmentincludestoolstoaddressday-

	 

	time dysfunction in addition to sleep-specific symptoms. One central theme in MBTI is the conceptualization of insomnia as not only a sleep problembutalsoaconditionthatencompassesmanyotherdomains.Theterritoryofinsomniais a term used to highlight the range of domainsthat insomnia can encompass. In addition to the nocturnal symptoms,such as difficulty falling and staying asleep, the territory of insomnia includes the impact of insomnia on daytime behaviors, thoughtsand attitudes about sleep, and metacognitions related to sleep (which are discussed later in this chapter). In other words, it goes beyond the clini- cal criteria for insomnia and includes behavioral, cognitive, and meta- cognitiveaspectsthatcanariseduringthecourseofchronicinsomnia. InChapter7,Iexplainhowunveilingthiswider“territory”canpro- vide a more comprehensive map to identify particular areas that might require attention.

	 

	PRINCIPLESaNdPRaCTICES FROM MINdFuLNESS MEdITaTIONaNdTHIRdWaVE BEHaVIOR THERaPIES

	ConceptsFromBuddhistPhilosophy

	asamindfulness-basedtherapy,MBTIisgroundedintheprinciplesofBuddhistphilosophyandmindfulnessmeditation,whichwerepresentedin Chapter 3, and applies these concepts to work with the problem of insomnia. Recall that mindfulness is a state of intentionally bringing one’s awareness to the present moment in a nonjudgmental manner (Kabat-Zinn,1990)andthatthisstateinvolvestheembodimentof seven principles: beginner’s mind, nonstriving, letting go,nonjudging, acceptance,trust,andpatience.Idiscussedearlierhowtheprinciplesof trust,patience,andnonstrivingcanbeusedtoexplainwhymostefforts to improve sleep are counterproductive and actually perpetuate the problem.Theprincipleofbeginner’smindisimportantforavoidingthe trap that the previous night’s poor sleep will necessarily have a nega- tive impact on the present night’s sleep when, in fact, it will probably have a positive impact on tonight’s sleep. The principles of letting go, nonjudging, and acceptance are important for reducing sleep-related arousalbycultivatingawarenessoftheprobleminanonbiasedmanner and minimizing the tendency to be reactive problem solvers. Mindful- nessisalsoassociatedwiththeself-compassionthatiscultivatedwhen an individual practices mindfulness skills across numerous situations indailyliving.Thepracticeofmindfulnessmeditationinvolvesobserv- ing the mind’s contents with discernment. This involves training inthe placement of attention while being fully present in each moment. Therefore, mindfulness is an inherent ability that lies within all humanbeings,butpracticeisrequiredtoaccessthisability.MBTIisdesignedto

	 

	help individuals who are willing to learn and practice theseprinciples and skills.

	RecallthatimpermanenceisacentralthemeinBuddhism,suchthatallmaterialthingscomeandgo,andtheattachmenttoadesiredoutcome istherootcauseofemotionaldistress.InthecontextofMBTI,sleepless-nessisviewedasatransientstateandtheattachmenttosleepingbetter becomestherootcauseofsleep-relateddistressinaninsomniadisorder.Thisattachmentleadstorigidityandarestrictedrangeinone’sresponses tosleepdisturbance.InMBTI,mindfulmeditationpracticeisdesignedtoenhance the ability to respond to mental and physical states associated with insomnia using a wider range of options, rather than reacting to them in the rigid, ineffective manner that has perpetuated the insom- niadisorder.Likeothermindfulness-basedtherapies,MBTIisbasedon the idea that cultivating intentional awareness of the present moment, self-compassion,andnonattachmenttooutcomescanaidinalleviatingmental and physical distress by accepting the present state and respondingwith intention and mindfulness rather than reacting automatically withmindlessness(Kabat-Zinn,1990).Ratherthanchangingtheenvironmentorsourceofstress,mindfulnessmeditationpromoteschangingtheindi- vidual’srelationshipwithstress.Inthisway,thereisashiftfromanout- come-orientedapproach(actionstorelievestress)toaprocess-orientedapproach(observingthatstressispresent)thatfocusesonmetacognitions.

	 

	IntegrationofMindfulnessPrinciplesWithModernPsychology

	Modern psychology has adopted many principles of mindfulness from Buddhism and reconceptualized them within existing frameworks that involvestressandtheprocessofpsychopathology.Teasdale(1999),well- known for his work in mood disorders, explained how facilitating meta- cognitive insight can be used to prevent the relapse of depression. By teaching the idea that thoughts are not facts but events in the mind, he demonstrated that practicing mindfulness could achieve metacognitive insighttothosepronetoexperiencingrecurringdepressiveepisodes. Heandhiscolleaguesintroducedthetermdecentering,whichisdefined as the ability to “step outside” of one’s immediate experience, thereby changingtheverynatureofthatexperience(Segal,Williams,&Teasdale, 2002).decenteringinvolvesametacognitiveshiftinthatthechangeiswiththeexperience,notthethoughtitself.ThisimportantfeatureisoneaspectthatdistinguishesTeasdale’sapproachfromotherforms of cognitive therapy, such as Beck’s approach (Beck, Rush, Shaw, & Emery, 1979).

	asimilarmodelappliedmorebroadlywasproposedbyShapiro andcolleagues,whocalledtheirmodeltheIAAmodel,inwhichinten-

	 

	tion,attention,andattitude(Iaa)areseenasinterwovenprocessesthatcanleadto“reperceiving”experiences(Shapiro,Carlson,astin,& Freedman,2006).anothermodelexaminingtheroleofmetacognitions in stress appraisal and coping was proposed by Garland, Gaylord, and Park(2009).applyingtheconceptofmetacognitionstotheLazarusand Folkman (1984) stress and coping model, Garland et al. (2009) pro- posed that a mode of mindfulness allows one to decenter from the pri- mary,orinitial,stressappraisalandthatthisfacilitatesreappraisalwith a different perspective that can promote more positive attributes. This new mindful reappraisal is hypothesized to attenuate the stress reac- tion(e.g.,activationofthehypothalamic–pituitary–adrenalaxis)andto cultivate positive emotions rather than to suppress negative emotions. Therefore,mindfulnessmightpotentiatethecapacityforpositivereap- praisal as an active coping strategy.

	Thesemodelsdemonstratehowmindfulnessprinciplescanbeinte- gratedintomodernpsychologicaltheoriesoncognitionsandbehaviors. Specifically,thesemodelsfocusontheshiftinmentalprocessesrather than a direct change in the mental contents or behaviors. This shift in perspective(stance)enhancesself-regulationandpromotesanadaptive response (action), rather than maladaptive stress reactivity (reaction). Because these do not target the thoughts themselves, but rather theway one relates to these thoughts, they take on a broad, contextual approach to changing mental functioning.

	 

	 

	METaCOGNITIVEMOdELOFINSOMNIa

	MycolleaguesRachelManberandChristiulmerandIhavedevelopedaconceptual model of insomnia that builds on the concepts from behavioral sleep medicine (BSM) and mindfulness meditation that we call themeta-cognitivemodelofinsomnia(Ong,ulmer,&Manber,2012).Inthismodel,we propose adding a layer of metacognition to the existing cognitive, behavioral, and physiological layers of insomnia that previous modelshaveproposed(seeFigure4.1).Wedistinguishmetacognitionsfromcogni-tionsinthattheformerusetwolevelsofsleep-relatedcognitivearousalandthelatteruseone—primaryarousal.Primaryarousalconsistsofthecognitiveactivitydirectlyrelatedtotheinabilitytosleep.Thisincludes thethoughtsthatinterferewithsleepandthebeliefsaboutdaytimecon- sequences of poor or insufficient sleep. Primary arousal includes mal-adaptivebeliefsandattitudesaboutsleep(Morin,Stone,Trinkle,Mercer,& Remsberg, 1993) and sleep-interfering thoughts (Lundh & Broman,2000). In addition to primary arousal, we propose another level,secondaryarousal, which consists of how one relates to sleep-related thoughts. Thisincludestheemotionalvalenceoneassignstothosethoughts,thedegree ofattachmentonehastothem,andthemeaningorinterpretationof
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	Daytimeconsequencesof sleep loss

	 

	Metacognitivemodelofinsomnia.From“ImprovingSleep With Mindfulness and Acceptance: AMetacognitive ModelofInsomnia,”byJ.C.Ong,C.S.Ulmer,andR.Man-ber,2012,BehaviourResearchandTherapy,50,p.653.

	Copyright2012byElsevier.Adaptedwithpermission.

	

	 

	 

	thosethoughtsinrelationtoone’svalues.Therefore,secondaryarousal involves negative metacognitions that often arise from the attachment anddesiretosatisfysleepneedsandtendstoamplifythenegativeemo- tionalvalenceorcreateabiasintheattentiontoandperceptionofsleep- relatedthoughtsattheprimarylevel.Forexample,thethought“Ineed8 hoursofsleeptofunctionwellthenextday”cancreateprimaryarousal when the individual is lying in bed unable to sleep.arigid attachment tothisthoughtandarefusaltoconsideroracceptalternativebeliefscan amplifythevalence,ordegreeofnegativeaffect,associatedwiththe thought, thereby creating secondary arousal. The degree to which one accepts thoughts as facts determines the valence these thoughts gener-ate.Withouttheflexibilitytoallowcompetingthoughtstobeconsidered(e.g.,“IcanfindotherwaystocopeifIgetlessthan8hours”),second-

	 

	ary arousal becomes a mechanism by which insomnia isperpetuated.Themetacognitivemodelpositsthatbothprimaryandsecondaryarousalshouldbeseenasfactorsthatpromoteandmaintaintheinsomniadisor- der across the daytime and nighttime.

	Metacognitive processes are implicit in other models of insomnia, includingthelossofautomaticitydescribedbyEspie(2002),theselec- tiveattentiongiventosleepdescribedbyHarvey(2002),andtheinter- pretive value of negative beliefs and attitudes about sleep discussed in Morin’s(1993)model.Ourmetacognitivemodelissimilartothesleep- interpretingprocess,reflectinganinterpretationoftheimmediateexpe- rienceofthoughtsandfeelingsaboutinsomnia,proposedbyLundhand Broman (2000). However, these earlier models do not conceptualize metacognitiveprocessesasdistinctfromothercognitiveprocesses.We believethattheconstructofmetacognitionsandsecondaryarousalpro- vides greater specificity that can inform the maintenance of chronic insomnia.Furthermore,theconceptofmetacognitionscanalsobeused to identify targets of treatment.

	 

	aPPLICaTION OF THEMETaCOGNITIVE MOdEL IN MBTI

	The MBTI treatment model uses the metacognitive model ofinsomnia to conceptualize sleep-related cognitive hyperarousal and failure to deactivateascentralprocessesinthedevelopmentandmaintenance of insomnia. using the concepts of primary and secondary arousal, the experience of insomnia is reconceptualized in the MBTI program asconsisting of two levels of distress.First-orderdistressis about the actualimpact of sleep loss, such as impairments in cognitive functioning orincreasedsleepiness.Second-orderdistressarisesfromtheattachmentanddesiretosatisfysleepneedsandtendstoalterperceptionofsleep-relatedstress and amplify the first-order distress. Both first- and second-order distressarefactorsthatpromoteandmaintaintheinsomniadisorder.In MBTI,metacognitionsaretheprimarytargetsfortreatmentbyreducing sleep-related distress through second-order change.

	The process of second-order change can be considered ametacog- nitivetransformationorshift.Specifically,mindfulnessmeditationhas the aim of increasing awareness of the mental and physical states that arisewhenexperiencinginsomniasymptomsandlearninghowtoshift mental processes to promote an adaptive stance to one’s responses to thesesymptoms.Thisstanceischaracterizedbybalancedappraisalsof sleep expectations and the causes of daytime dysfunction, increased cognitive flexibility in approaching the symptoms of insomnia, nonat- tachment to sleep-related outcomes, and recommitting to values that areimportanttotheindividual.Thisnewstanceispositedtoreduce

	 

	arousal and prevent the perpetuation of negative emotions andbehav- iorsthatfuelthecycleofchronicinsomnia.Theprocessofmetacogni- tive transformation is described in the following paragraphs.

	 

	MetacognitiveAwareness

	during an episode of insomnia, the strong attachment to sleep and the accompanying deficits that come with sleep deprivation can create an intense feeling of desperation. Patients are typically unaware of theirownmaladaptivecognitive,emotional,andbehavioralreactionstosleep disturbance.Ioftenhearpatientssaying,“allIwanttodoissleep!”Sucha response reflects a very mindless state with a desperate attachmentto the outcome of sleeping that results in past-oriented thinking (e.g., “WhatcouldIhavedonetomakemysleepbetter?”)orfuture-oriented thinking (e.g., “How can I function tomorrow if I don’t get any sleep tonight?”). There is a strong focus on the potential short-termnegative consequences of poor sleep with responses directed at avoiding such consequences.Thenegativeemotionscreatedbythestrongattachment to sleeping can bias the interpretation of the situation. Several studies havefoundthatpeoplewithinsomniatendtobepoorestimatorsofthe amount of time they are sleeping in bed (Manconi et al., 2010; Tang& Harvey, 2005), and this deficit does not appear to be the result of a diminished ability to estimate time in general (Fichten, Creti,amsel, Bailes,&Libman,2005;Tang&Harvey,2005).Earlierclassificationsystemsevenincludedasubtypeofinsomniathatwascalledsleep-statemisperceptionandlatercalledparadoxicalinsomniatodescribethesub-groupofinsomniapatientswhosemainfeatureisamarkeddiscrepancy betweenthesubjectiveperceptionofsleep(e.g.,self-reporteddata)and theobjectivemeasurementofsleep(e.g.,throughanovernightevalua- tioninasleeplab).Mostimportant,manypatientswillsaythingssuch as,“Iseemtohaveforgottenhowtofallasleep,”meaningthattheyarenolongerabletorecognizethebody’ssignalsofsleepiness.Instead,theydecidewhentogotobedbasedonrules(e.g.,“Ishouldgotobedbefore midnight”)orretiretobedtoreducementalandphysicalfatigue.alto- gether, the poor awareness of their mental and physical state leads to increasedefforttosleep,reactivitytosleepdisturbance,andattachment to satisfying immediate sleep needs.

	OneofthefirstgoalsinMBTIistoestablishapersonalmeditation practice. The reason for doing so is to cultivate mindfulnessprinciples todevelopgreaterawarenessofthescopeoftheinsomniaproblem.Byexpandingawarenesstoincludemetacognitions,apatientwithinsomniacanbegintoseehowsecondaryarousalhascontributedtotheirinsom- nia problem and how the attachment to sleeping better has created second-order distress. The cultivation of mindfulness promotes meta- cognitiveawarenessbyallowingonetoseetheproblemofinsomnia

	 

	with a clear lens that is not clouded by the desire and effort tosleep. Patients will sometimes comment on how they did not realize how reactive they had been and how these reactions had become so auto- matic, or mindless. Thus, metacognitive awareness provides a means to “awaken” the individual to his or her sleep-related experiences and facilitate insight into the problem rather than perpetuating the problemwithmindlessautomaticreactions.Theabilitytocultivatemetacognitiveawareness then serves as the platform for taking intentional, mindful action as opposed to continuing in a state of automatic reactivity.

	 

	MetacognitiveShifting

	afterindividualsdevelopmetacognitiveawareness,thepracticeofmind-fulness principles challenges them to step outside of their own viewof the problem and gain distance by taking an objective perspective. By shiftingtoanobjectiveperspectivethatisoutsideofthedesiretosleep, oneisabletoseparatetheexperienceofnotsleeping(primaryarousal) from the emotional attachment of seeking sleep (secondary arousal).Metacognitive shiftinginvolves changing the relationship with thoughtsratherthanthecontentofthoughts.Insteadofjudginghowrealistic a thought might be and whether it is worth keeping, achieving mind- fulawarenesspromotesametacognitiveshifttowardamoreobjective, nonjudging stance toward the thoughts themselves. This provides a platform from which to observe mental events as they are rather than trying to fix them.

	InMBTI,metacognitiveshiftingconsistsofdearousalatthesecond-ary level, which involves a shift in the relationship withsleep-related thoughts (i.e., the assigned degree of importance and the meaning or value of sleep) rather than directly changing the behaviors or thoughts associatedwithit,asistypicallydoneinCBT-I.Thisshiftcanprovide insight into patterns of mental and physical states that arise during the course of insomnia. For example, it could lead to the insight that the absorption in the frustration of not sleeping when desired (secondary arousal), rather than not sleeping itself (primary arousal), is the sourceofsleep-relateddistress.Thisshiftfollowstheinsightgainedfrommeta-cognitive awareness and allows one to have greater equanimity, or a balanced emotional perspective, about the problem rather than trying to immediately change what is not desired.

	 

	NewMetacognitiveStance

	Metacognitiveawarenessandshiftingleadstoadoptionofanewmeta-cognitive stance. This new stance is characterized by balance, flexibility,equanimity, and a commitment to values that occur when the prin-ciplesofmindfulnessareembodied.Suchastanceisanadaptiveprocess

	 

	

	TABLE4.1

	MetacognitiveTreatmentModelforInsomnia

	

	Elementsofsecondaryarousal      Shifttoadaptivestance      Reductioninsecondaryarousal

	 

	Attention and emotional bias toward sleep-seeking orsleep-aversivethoughtsand behaviors

	Rigidity in sleep-relatedbehaviorsandbeliefs

	Attachmenttosleep-relatedneeds and expectations

	
Balance      Allowthestateofsleepinesstoguidesleep-relatedbehavior

	 

	 

	Flexibility      Adjustingintentionallyto changingconditions

	Equanimity      Calmness stemming from non-strivingandpatience aboutsleep

	 

	Absorptioninsolvingthesleepproblem

	
CommitmenttoValues

	
Pursuitofvaluedlivinginthe context of the range of thoughts and emotions

	 

	 

	

	Note.From“ImprovingSleepWithMindfulnessandAcceptance:AMetacognitiveModelofInsomnia,”byJ.C.Ong, C. S. Ulmer, and R. Manber, 2012,Behaviour Research and Therapy, 50, p. 655. Copyright 2012 by Elsevier.Adaptedwithpermission.

	 

	 

	thattakesconsiderablework.Itistypicallyaniterativeprocess,involv- ingfrequentinteractionsamongawareness,shifting,andadoptingnew stances.Thekeyelementsofanadaptivestancearesummarizedin Table 4.1 and described in more detail in the following paragraphs.

	 

	Balance

	abalanced metacognitive stance involves managing the attractionand aversiontosleep.Manyindividualswithinsomniaare“sleepseekers,” meaningtheyhaveanimbalanceinthoughtsandbehaviorsofwanting sleep,suchasstrivingtogotosleepor“clinging”tothebedinhopesofgettingmoresleep.Havingbalancewithrespecttosleep-relatedthoughtsand behaviors can allow one to focus on the physical cues related to sleep-iness as a guide for when to go to bed and when to wake up. This can enhance self-efficacy by aligning sleep-related behaviors with internal cues of sleepiness.

	 

	Flexibility

	Peoplewithinsomniatendtodemonstraterigidityintheirbeliefsabout sleepandtheirbehavioralroutinesassociatedwithsleeping.Forexam- ple, people with insomnia have firm beliefs about the amount of sleeptheyneedandtheconsequencesthatwilloccurwhentheydonotreceiveadequatesleep(Morinetal.,1993).Forthem,thereexistsacause-and-

	 

	effect relationship that precludes any alternative outcomes.Behaviorally, peoplewithinsomniaoftenadoptspecificroutinesorritualsthatmustbedonetofallasleep.Harvey(2002)describedtheseassafetybehaviors,in thesamewaythatpeoplewhosufferobsessive–compulsivedisorder engage in safety behaviors as a means of coping with discomfort.anexample of a safety behavior for some patients with insomnia is avoiding social functions at night because of the belief that staying out late causes insomnia. These rigid thoughts and behaviors reflect an unwillingness to accept sleeplessness and its consequences.

	Incontrast,aflexiblemetacognitivestanceischaracterizedbyqual- ities related to openness to what is happening in the present moment, willingnesstoadoptabeginner’smind,andacceptanceofawiderange of cognitive and emotional phenomena.approaching both the night- timeanddaytimewithabeginner’smindrequireslettinggoofthecon-tingenciesthatarebasedonexpectations(e.g.,thepreviousnight’ssleepor worries about the following day) and allowing the present night (or day) to unfold. Flexibility increases one’s ability to let go of the rigid routines or thoughts that are fused with consequences and decreases secondary arousal.

	 

	Equanimity

	Equanimityreferstoametacognitivestancethatembodiescomposureandemotional centeredness with respect to sleep and sleep-related stimuli. Thisqualityreflectsasenseofcalmnessevenwhensleepisnothappening as desired. In contrast, people with insomnia tend to have a strong emo- tional bias in the appraisal and perception of sleep-related stimuli. In one of our research studies, we found that poor sleepers, compared with good sleepers,reportmorenegativeemotionalvalencebothinthedaytime and the nighttime and more arousal at nighttime but not daytime (Ong, Cardé,Gross,&Manber,2011).Peoplewithinsomniaarealsomorelikely toappraisestressfuleventsasnegative,despitealackofsignificantdiffer- ences in the frequency of stressful events (Friedman, Brooks, Bliwise, yesavage, & Wicks, 1995; Morin, Rodrigue, & Ivers, 2003).

	Withequanimity,oneadoptsastancethatisnonstriving,com- posed,andpatientandthatfacilitatesimprovedemotionregulation inthefaceofinsufficientsleepandfatigue.Thisstancecanhelpto reduce the emotional bias that develops during the course of insom- nia, by actively letting go of the desire to get a certain amount of sleep and letting go of the strong belief in contingencies between sleep and daytime functioning. It is important to note that this shift is an active strategy and does not involve suppression of thoughts. Nonattachment fromthisperspectivedoesnotimplyalackoffeelingsoremotions,but rather it suggests creating a space between a stimulus and the reaction tothestimulus.Forexample,lettinggooftheneedtosleep8hoursper

	 

	night does not mean that one should no longer have thoughts about sleep needs. Rather, these thoughts shift toward how one feels atthe presentmoment,andtherecognitionthatthoughtsaboutsleepare just thoughts about sleep, and nothing more, allowing the secondary arousal to dissipate. The shift toward equanimity is from the outcome (sleep) to the process (mental and physical sensations in the present moment), which serves to regulate the process of falling asleep.

	 

	Commitment toValues

	Individualsexperiencingchronicinsomniamaylosesightoftheirvaluesinlifeastheirfocusbecomesmoredirectedtowardcontrolofsleepless- ness.Withincreasinganxietyaboutsleep,concessionsaremadetotheir values in the service of symptom management. For example, an indi- vidual who values health may forgo the morning exercise routine to compensateforapoornightofsleepbysleepinginlatethenextmorn- ing.InMBTI,increasedawarenessofnonsleepvaluescanenhance willingness to enact behavioral recommendations for improving sleep, suchas getting out of bed at the same time every day and letting go of ineffective and maladaptive strategies for dealing with insomnia (e.g., rigid thoughts and behaviors).awareness of values can be a reference pointfordevelopingvalue-congruentgoalsandfordetermining whether individual actions are consistent with values.as such, MBTI adoptsavalue-based approach that encourages people to commit to actions that are value-congruent, even following a poor night of sleep. Inthisway,theycanseethe“bigpicture”(i.e.,makingvalue-congruent decisions in their lives) despite the perception of “losing battles” (i.e., getting less than ideal sleep) on any particular night.

	 

	 

	PreparationforMBTI

	

	 

	delivering MBTI requires certain levels of preparation and training forcli- nicians to be most effective. Whereas the beginning of this chapter focusedon the conceptual aspects of MBTI, this section discusses the practical aspectsofpreparingtobeanMBTIinstructoranddeliveringMBTI.

	 

	PERSONaLTRaININGFORdELIVERINGMBTI

	BecauseMBTIisanewprogram,therearecurrentlynospecificguide- lines for the training to teach it. However, there are two qualifications thatIfeelaremostimportantforclinicianswhowishtodeliverMBTI. First, it is essential that MBTI instructors have a personal meditation

	 

	practice. This is a prerequisite for instructors who teach mindfulness- based stress reduction (MBSR), mindfulness-based cognitivetherapy (MBCT), and most other mindfulness-based therapies, and I believe thatMBTIshouldfollowsuit.Thereasonforthisrequirementisthatthe principles of mindfulness are best learned through one’s own medita- tionpractice.Wheninstructorshaveapersonalpractice,theyaremore genuineinembodyingtheseprinciplesintheireverydaylivesandwhile teaching MBTI. Mindfulness principles are not a switch that can be turnedonduringMBTIandthenturnedoffafterthesessionhasended. Having a personal meditation practice helps instructors to keep mind- fulnessprinciplesaliveinallaspectsoftheirlives,notjustwhileteach- ing. Instructors who embody mindfulness demonstrate the qualities of living with mindfulness principles and taking value-congruent actions that can help participants connect with these principles and practices. Readerswhoarenewtomindfulnessmeditationmightconsiderengag- ingintrainingopportunitiessuchasmeditationretreatsorprofessional workshops on meditation. These are discussed further in Chapter 10.

	Earlier,Idescribedhowmypersonalexperiencesledtotherealiza-

	tion of the importance of maintaining a personal practice. Segal, Williams,and Teasdale (2002) experienced a similar revelation when they weredeveloping MBCT. They described how they initially believed that mind-fulnessmightbestfitintocognitivetherapy.However,aftertwovisitstoobserveMBSRclassestaughtbyKabat-ZinnandSantorelli,theyfound thatteachingmindfulnesswasquitedifferentfromthe“therapymode”ofcollaborativelyfixingproblemswithpatientsthatistypicallyfoundincognitivebehaviortherapy.Insteadoffixingproblems,MBSRinstruc- tors invited patients to take a more “allowing” or “welcoming” stance toward their problems and to observe what happened. The ways thatMBSRinstructorshandledtheseissueswereconsistentwiththepracticeofmeditation,andthustheinteractionsbetweeninstructorsandpatients became another opportunity to embody and practice mindfulness prin-ciples. Hence, Segal, Williams, and Teasdale’s conception of mindfulnesswas quite different in their final MBCT program.

	ThesecondqualificationforteachingMBTIistohavesomeback- groundortraininginBSM.Nospecificboardcertification,program,or course is required. The information in this book can serve as a starting point, and additional courses, workshops, and/or continuing educationactivitiesinBSMcanalsobeveryuseful(SeeChapter10forresources).Therationaleforthisqualificationisthatasolidunderstandingofsleep physiology, and of behaviors and conditions that are productive and counterproductive for sleep, can help to cultivate patience and trust that sleep will happen and that the brain is capable of regulating sleep ifweallowittodoso.ThisisimportantfortheMBTIinstructorto understand so that he or she can effectively communicate the process to patients.

	 

	BecauseMBTIisspecificallydesignedtohelppeoplewithinsom- nia, instructors should have appropriate credentials for working withaclinicalpopulation.Ideally,thiswouldincludeadegreefromamaster’s or doctoral-level training program and a professional license to delivermentalhealthormedicalcare.Somemindfulness-basedprograms,suchas MBSR, are less restrictive and allow unlicensed providers to serve as instructors.asisdiscussedinChapter3,MBSRispositionedasagen- eral psychoeducational program, whereas MBTI is a specialized program designed for a clinical condition. Therefore, psychologists who deliverMBTI should follow theamerican Psychologicalassociation’s (2010)Ethical Principles of Psychologists and Code of Conduct,whichestablishesstandardsforclinicalpractice.Otherprofessionalsshouldfollowtheir own professional code of ethics for competency in delivering clinicalservices.CompetencyisdiscussedfurtherinChapter10.

	 

	
MaTERIaLSaNdRESOuRCESTOPREPaRE FOR MBTI

	In addition to the training background, MBTI instructors should take timetomakesurethatthematerialsandresourcestheyneedareinplace and ready. The basic supplies that are needed include the following:

	❚yoga mats: Providing yoga mats for participants helps to reduce theburdenforthemtobringtheirownmatstotheMBTIsessions. Note that some participants might already own a mat andprefer to bring their own.

	❚Meditation chime, bell, or bowl: This is used by the instructorto signify the end of the meditation.

	❚Calculators:CalculatorsareusedinSessions4through8tocom- pute sleep efficiency as part of the sleep consolidation program.

	❚Handouts:Havinghandoutshelpsreinforcemindfulnessprin- ciples and homework practices. These should be preparedahead of each session. Sample handouts and materials for each of the sessions are provided in theappendix.

	❚Resourceforhomemeditationpractice:Tohelpparticipantsestab- lish and maintain a home meditation practice, it is importantto provide a resource such as digital media (i.e., Cd, downloadable files) with guided meditations. Some instructors choose to cre- atetheirownguidedmeditations,whereasothersuseestablished resources, such as the guided meditations by Kabat-Zinn.

	❚Food or water: This is optional, depending on the time that theMBTIgroupmeets.Ingeneral,havinggroupsintheeveningtendsto accommodate more participants. If the MBTI group is held arounddinnertime,whenparticipantsarelikelytobehungry,havinglight snacksmightbehelpful.aplannedsnacktimecanalsoprovidean opportunity to practice mindful eating.

	 

	In addition to these materials, a large room is needed to conduct MBTI. The size of the room depends on the number of participants in the class. Ideally, the space can be configured as needed, with furni- ture that can be rearranged to allow sufficient room for participantsto spreadoutduringyogaandwalkingmeditation.Largeclassroomswith folding chairs work well, whereas conference rooms with large tables tend to be less accommodating.

	 

	CONSIdERaTIONS FORSELECTINGaNdRECRuITING PaTIENTS

	ConductingPre-MBTIAssessments

	GiventhevarietyofcontextsinwhichMBTImightbedelivered,some patients might be referred to MBTI after receiving a comprehensive sleep assessment, whereas other patients will have had noprevious screening for sleep disorders or other medical and psychiatric condi- tions. Furthermore, some MBTI providers, such as those who work in sleep disorders or mental health clinics, will be able to independentlyconduct an assessment for insomnia as part of their practice. Other MBTIprovidersmightreceivereferralsfromaspecialtyclinic,thusrelyingon thereferralsourcetoconducttheassessmentforinsomnia.although a comprehensive assessment of insomnia and other sleep disorders is beyondthescopeofthisbook,MBTIinstructorsshouldconductabasic prescreeningassessmentforallparticipantstodeterminesuitabilityfor participatinginMBTI.asaguideline,thepre-MBTIassessmentshould address the following two clinical domains.

	First,anassessmentofthepatient’ssleeppatternsanddaytimefunc-tioningshouldbeconductedtodeterminewhethersheorhemeetscrite-riaforaninsomniadisorder.Questionsshouldbeaimedatcharacterizingthe nocturnal insomnia symptoms, the daytime consequences of the nocturnal symptoms, and the history of the sleep pattern (e.g., num-berofinsomniaepisodes,frequencyofsymptompatterns).Thereaderisreferred to Chapter 1 to review the diagnostic criteria for insomnia.as areminder,MBTIisdesignedforpeoplewhoareexperiencingchronicinsomniaandparticularlyforpeoplewhoshowsymptomsofconditionedarousal associated with the sleep disturbance. Therefore, those who expe-rienceonlyoccasionalsleepdisturbance,orthosewhomeetcriteriafor acuteinsomnia,mightbebettersuitedforothertreatmentoptions,such as a brief behavior therapy for insomnia or sleep medication.

	Second,assessmentshouldbeconductedtoexamineanyurgentor severe comorbid conditions that should be addressed prior to initiating MBTIorthatmayrequireadifferenttreatmentaltogether.Inadditionto assessingforinsomniasymptoms,theassessmentshouldincludeques- tions about other psychiatric and medical conditions.abrief review usingasymptomchecklistthatcontainskeysymptomsofacomorbid

	 

	conditioncanbeanefficientassessmenttool.asnotedearlier,themost commonpsychiatriccomorbiditiesincludemoodandanxietydisorders. Ifcomorbidmooddisordersarepresent,assessmentshouldfocusonthe severityandintensityofthesymptomstogaugewhetherthepatient is capable of engaging in MBTI at this time or whether the mood dis- ordershouldbetreatedbeforehand.Similarly,ifothercomorbidcondi- tions are present, the MBTI instructor should assess the severity ofthe symptoms and their potential impact on the patient’s ability to engageinMBTI.Notably,othersleepdisorders,suchasobstructivesleepapneaandcircadianrhythmsleepdisorders,alsoincludeinsomniasymptoms as a presenting complaint. The presence of sleep apnea is usually indi- catedbysymptomssuchassnoring,witnessedpausesinbreathing,and morning dry mouth and is accompanied by risk factors such as an elevated body mass index. If patients report these symptoms, then a referral to a sleep disorders clinic might be needed to rule out sleep apnea.Evaluationoflongitudinalsleeppatternsusing1to2weeks of sleep diaries can determine sleep–wake patterns that are suggestive of an advanced or delayed sleep phase disorder.

	In most cases, the pre-MBTI assessment requires only a clinical inter-view.additionally,sleepdiariesandotherquestionnairesthatassessfor comorbid medical and psychiatric conditions can be used to supple- menttheclinicalinterview.Forexample,havingpatientscomplete 1 or 2 weeks of sleep diaries prior to the pre-MBTI screening can help determine whether the sleep patterns meet criteria for chronic insom- nia.also,achecklistofsymptomscanbecompletedbythepatientand thenusedaspartoftheassessmentforcomorbidconditions.Theimpor- tance of using additional tools is dictated by the setting and nature of the population.

	as reported later in Chapter 9, our research thus far has been con- ducted only on people who do not have other sleep disorders orother uncontrolledpsychiatricormedicalconditions.Wealsohavenottested MBTI on people who are taking sleep medications. That is not to say thattheseindividualsarenotappropriatecandidatesforMBTI,but ratherthatwedonotyethaveevidenceaboutthebenefitsandrisks of delivering MBTI for individuals with these considerations. Without anempiricalbasisfordeterminingwhoisanappropriatecandidate for MBTI, instructors are encouraged to use their own judgment with regardtoskilllevel,experience,andexpertise.Forexample,alicensed clinicalpsychologistorclinicalsocialworkermightbepositionedto work with individuals who have insomnia and comorbid psychiatric conditions. Nurses or physicians might be capable of working with thosewhohavecomorbidmedicalconditionsorthosewhoareonsleep medications.Readerswhowishtolearnmoreaboutconductingassess- mentsoninsomniashouldconsultotherresourcesthatprovidemore

	 

	detailed guidance on conducting comprehensive assessments (Buysse,ancoli-Israel, Edinger, Lichstein, & Morin, 2006; Wyatt, Cvengros, & Ong, 2012).

	 

	MBTIGroupSize

	Instructors should also be cognizant of managing the group size for MBTI.Ingeneral,groupsizesthatrangefromsixtoeightindividualsareopti- mal in terms of interpersonal considerations, management of group dynamics, and logistics of space and time management. When groups are smaller than four participants, the dynamics of the group can be greatly impacted if two or three people are absent or do not complete the program. Groups that are larger than 10 individuals can make it difficult to manage time and could result in some individuals feeling that their problems are not adequately addressed. These guidelines are similar to those used in other forms of group therapy. In determining theappropriategroupsize,instructorsareagainurgedtousetheirownjudgmentsoftheirgroupmanagementskills,capabilities,andresources.

	 

	 

	 

	 

	 

	 

	GettingStartedWithMBTI5

	 

	 

	 

	 

	 

	 

	 

	 

	 

	t the beginning of mindfulness-based therapy for insomnia(MBTI), most participants describe meditation as a quiet activ-ityduringwhichtheeyesareclosedandattentionisbrought toasingleideaortotryandclearthemindofthinking.Some wouldalsodescribethisasawaytocultivatepositiveaffect, such as happiness or tranquility. In addition, many people would say that this is a special activity requiring a separatetime set aside to practice, much like a prayer or religious ritual.Althoughallofthesecharacterizationscoulddescribemedi- tation, mindfulness meditation has a particular intent and purpose in MBTI.

	A

	MBTIbeginswithanintroductiontotheconceptofmind-fulnessthroughexperientialactivitiestodemonstratethat mindfulnessmeditationisnotaspecialactivitybutawayof living.Theprogrammovesquicklyintobriefinformalmedi- tations to demonstrate how it is possible to be mindful withcommonactivities,suchaseatingorbreathing.Metaphorsareused to illustrate the conceptual themes and connect them withreal-lifeactivities.Inaddition,itisemphasizedthatthis
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	approach is not a way to “meditate oneself to sleep.” In other words, many people begin the program thinking that they will learn how to clearthemind,relax,andpeacefullydrifttosleep.Infact,theyarequite surprised to learn that mindfulness meditation is a simple concept but one that requires considerable work. They are even more surprised to learnthatmeditationwillnotputthemtosleep,butratherthattheywill be“awakened”fromthemindlessmodethatismoretypicalintheircur- rentlives.AttheendoftheMBTIprogram,mostpeopleremark,“This isn’t what I thought I would be doing.”

	This chapter describes the first two sessions of MBTI. The goals of thefirsttwosessionsareto(a)introducetheprinciplesofMBTI,including thepurposeofmindfulnessmeditationandtheconceptsthatdistinguishchronicinsomniafromacutesleepdisturbances;(b)provideinstructionsforestablishingameditationpractice;and(c)developawarenessofthe mentalandphysicalstatesthatariseduringthecourseofinsomnia.The meditationexercises,metaphors,discussionsaboutinsomnia,anddaily monitoringofsleepandwakefulnessactivitiesserveasthemodalityfor cultivating this awareness. In particular, mindful attention is broughttothementalandphysicalstatesthatariseduringthecourseofchronic insomnia, including sleepiness, fatigue, and hyperarousal. Participants are taught to mindfully observe these states without trying to imme- diately fix them. The establishment of a meditation practice is the key todevelopingagreaterawarenessofsleep-relatedbehaviors(e.g.,bed- time,waketime,activitiesinbed)andsleep-relatedthoughts(e.g.,wor- ries about not getting sufficient sleep). Awareness of these behaviors and thoughts is used to make new choices in sleep-related behaviors (describedinChapter6)andsleep-relatedmetacognitions(describedinChapter7)laterintheMBTIprogram.Ageneraloverviewofthethemesand key activities by each session is provided in Exhibit 5.1.

	 

	 

	Session 1:Introductionand Overview

	

	INTRODuCING MBTI:OVERVIEW AND EXPECTATIONS

	During the first session of MBTI, it is very important to introducethe principles of mindfulness and metacognitive flexibility, demystify the practice of meditation, and provide expectations for the MBTI pro- gram.Itisalsoimportanttoestablishgroundrulesforgroupdiscussionsduringeachsession,toemphasizetheimportanceofestablishingahomemeditationpractice,andtoreinforcetheconceptofnonattachmentto

	 

	

	EXHIBIT5.1

	MBTI Themes and Key ActivitiesbySession

	

	Session      Theme      Keyactivities

	 

	
	1 Introductionandoverviewofprogram



	 

	 

	
	2 Steppingoutofautomaticpilot



	 

	
	3 Payingattentiontosleepinessandwakefulness



	 

	
	4 Workingwithsleeplessnessatnight



	
Provideoverviewoftheprogramandparticipantexpectations;introducetheconceptofmindful-nessandmodelofinsomnia;leadparticipants through first formal mindful practice

	Beginwithformalmeditationandinquiry;discussrelevanceofmeditationforinsomnia;discuss instructions for sleep hygiene

	Beginwithformalmeditationandinquiry;discusssleepiness,fatigue,andwakefulness;provide instructionsforsleepconsolidation

	Begin with formal meditation and inquiry; dis-cussquestionsaboutsleeprestrictionandmake adjustmentstoprogram;provideinstructionsforsleepreconditioning

	 

	
	5 Theterritoryofinsomnia      Beginwithformalmeditationandinquiry;intro-



	ducetheterritoryofinsomnia(bothdaytimeandnighttimesymptoms)anddiscussthismodel

	
	6 Acceptanceandlettinggo      Beginwithformalmeditationandinquiry;explain



	therelevanceofacceptanceandlettinggoforworking with thoughts and feelings in the territory of insomnia

	 

	
	7 Revisitingtherelationshipwithsleep



	
Beginwithformalmeditationandinquiry;discuss participants’relationshipwithsleep(reactionstogoodandbadnights);discussinformalmeditationsduring everyday life

	 

	
	8 LivingmindfullyafterMBTI      Beginwithformalmeditationandinquiry;setup



	anactionplanforfutureepisodesofinsomnia;discuss ways to continue mindfulnessmeditationbeyond this program

	

	Note.From“AMindfulness-BasedApproachtotheTreatmentofInsomnia,”byJ.OngandD.Sholtes,2010,

	JournalofClinicalPsychology,66,p.1179.Copyright2010byWiley.Adaptedwithpermission.

	 

	 

	 

	 

	outcomes.Providingasyllabuscanalsogiveparticipantsanideaofthe upcoming schedule in terms of dates and content to be covered so that theycanbeclearabouttheexpectations(seetheAppendixforasample syllabus). An outline for Session 1 is provided in Exhibit 5.2.

	Peopleoftenarriveatthefirstsessionhopingtoimprovetheirsleep quicklyandpermanently.Thisisunderstandablebecausemanyofthese peoplehavebeensufferingfrominsomniaforseveralyears.Oneofthe firstconceptstocommunicateisthatMBTIinvolvesnonattachmentto outcomes,includingtheattachmenttobettersleep.Participantsare

	 

	

	EXHIBIT5.2

	Session1Outline

	Theme:IntroductionandOverviewoftheProgramObjectives

	
		Provideanoverviewoftheprogramandparticipantexpectations.

		Introducetheconceptofmindfulnessandinitiatemeditationpractice.

		Introducethemodelofinsomnia.



	Activities

	
		IntroductionandOverviewoftheMBTIProgram



	
		Distributeandreviewsyllabus.

		Discussgroundrulesandexpectations.

		Providegroupmemberintroductions.



	Key Points:Provide participants with ground rules and expectations of theprogram.Introduceinstructorsandgroupmembers.

	
		MeditationandDiscussion



	
		Introductiontomindfulnessmeditation

		Mindfuleating

		Inquiryanddiscussionofmindfuleating

		Sittingmeditation

		Introducemetaphorsasneeded(trainspotting,cloudmeditation)



	KeyPoints:Theraisinexerciseisintroducedasanexampleofhowtoeatmindfullyanditcandemonstratehowchangescantakeplacebysimplyslowingdownandpayingatten-tion to everyday activities. The sitting meditation provides participants with guidance onbringingattentiontothebreath.Thisservesastheanchorforgroundingoneselfinthe presentmoment.

	
		InsomniaDidacticsandStrategies



	
		Discussionof3-Pmodelofinsomnia



	KeyPoint:Introducethemodelofinsomniathatwillbeusedinthisprogram.

	HomeworkforSession1

	
		Completesleepandmeditationdiaries.

		Eatatleastonemealorsnackmindfullyeachday.

		Practicesittingwithbreathmeditationforatleast15minutes,atleast6daysduringweek.



	

	 

	 

	instructed to set aside any goal or intention of trying to improvetheir sleepwhiletheygothroughtheprogram.MBTIinstructorsshould pause for a moment to allow each participant the opportunity to let go ofstrivingtomakesleepbetter.Someparticipantswillrespondbyask- ingwhyorexpressingconcernthatthismeanstheywillhavetogiveup onsleepingbetter.Othersexpresspessimismandworryregardingwhat happens if MBTI does not work for them. In this context, a “healthy skepticism”iswelcomed,butweencourageparticipantstoremain open to “just do it” for now and to reevaluate their perspective at the endoftheprogram.Sometimesitishelpfultodiscusshowprevious

	 

	participantsbegantheprogramwithsimilarlevelsofskepticismbutwereable to find success by the end of the program. Following are quotes from past participants in response to the question “If you were talking tosomeonewhowasconsideringthisprogram,whatadvicewouldyou give him or her?”

	❚“Come inwith an openmind.”

	❚“Itisimportanttobecommitted.”

	❚“Resultsdependontheeffortyouputintotheprogram.”

	❚“It’s important to keep the meditation practices even when you are not seeing results—breakthroughs do happen!”

	If necessary, MBTI instructors should explain that the purpose in lettinggooftryingtoimprovesleepwillbediscussedwithintheframe- work of mindfulness and self-compassion. At the end of the program, each participant will be given the opportunity to reevaluate his or herprogress.

	Aspartoftheintroduction,itisalsoimportanttocreateasafespace for participants to explore and discover their own journey in a mindful way. Instructors should establish ground rules for participants to fol- low during the group discussions. MBTI follows the approach takenin mindfulness-based stress reduction (MBSR), in which participants are instructed to refrain from giving advice to other members or mak- ing comments about how well one participant is doing, as this can be perceived as judgment that one member is doing better than another. Althoughofferingadvicecanbetemptingandmightappeartobehelp- ful at times, MBTI is not intended to be a support group for insomnia. Instead,thisprogramteachesmindfullistening,nonjudging,andbeing presentwithouttryingtoengageinproblemsolving.Duringgroupdis- cussions,theroleoftheMBTIinstructoristofacilitateadialogueonthe discoveriesandchallengesthatariseduringmeditationswithouttryingto “teach” or engage in cognitive restructuring. This is a difficult skill thattakesexperienceandpracticetomasterandisaidedbyhavingapersonalmindfulness meditation practice.

	 

	INTRODuCTION TOMINDFuLNESS PRINCIPLES AND PRACTICES

	Formostparticipants,thiswillbetheirfirstformaltraininginmindful-nessmeditation.Somemighthaveheardofmindfulnessfromafriendor readaboutitinanewspaperormagazinearticle,butmostwillbeeagertolearn what they will actually be doing. A good starting place is to begin byprovidingahistoricalbackgroundaboutmindfulnessmeditation,includ-ing its origins in Buddhism. This can also be a time to reinforce that mind-fulnessmeditationisnottaughtasareligiouspracticeinMBTI.Instead,

	 

	theseareprinciplesgroundedinBuddhistphilosophyandscience,whichmany people find are complementary with most religious beliefs. It is alsoimportant to explain that meditation practice is a central component of discoveringmindfulness.Inthisdiscussion,itisoftenhelpfultodispel mythsregardingmeditation.Theseincludemisconceptionsthatmedita- tionisaspecialactivityorthatitpromotesanalteredstateofconscious-ness. Quite the opposite is true—mindfulness meditation can be practicedineverydayactivitiesandcancreateaclearerstateofconsciousness.

	Next,theprinciplesofmindfulnessthatarecentraltomindfulness- based therapies are discussed. These principles are identical to those usedinMBSR(Kabat-Zinn,1990)butareadaptedinMBTItoinclude sleep-specific applications (see the Appendix, handout 1). These prin- ciples or qualities are the core of adopting a mindful approach to each moment and can serve as guidelines for living in a mindful way. In MBTI, participants are asked to bring these principles into their daily lives by practicing the cultivation of mindfulness in their meditation practice. These principles are also used to begin teaching participants about metacognitions to enable them to make changes not only to the relationship with sleep, but also to sleep itself. These seven principles include the following:

	❚Beginner’smindinvolvesthenotionofapproachingasituationor problem with a clear perspective that is not contingent uponpast experiences, particularly negative past experiences. In the case of insomnia, many individuals feel that how they sleep the previous night will dictate how sleep will unfold this night, or they worrythat every night will be the same.

	❚Nonstriving.During the course of insomnia, many people make increased efforts to sleep and forget that sleep is a process that cannot be forced but that, instead, should be allowed tounfold. Practicing the principle of nonstriving helps to maintain balance betweenthedesiretosleepwhileallowingsleeptounfold.

	❚Lettinggo.Similartononstriving,attachmenttothedesiretomakesleephappenortoachieveacertainamountofsleeptendstoexac- erbate the problem rather than make it better. Letting go is not the same as giving up—it involves intentionally letting go of the attachment to the problem rather than letting go of hope that the problem can be solved. Some MBSR instructors prefer the termlettingbeto emphasize that it is about allowing whatever ispresentto occur without automatically fixing it.

	❚Nonjudging.Mostpeoplearetrainedtoanalyzeandjudgeproblems in order to fix them. however, judgment can sometimes backfireand in the case of insomnia, automatically judging the state ofbeing awake as negative and aversive can lead to negativeenergy, whichcaninterferewiththeprocessofsleep.Steppingbackfrom

	 

	the problem and just observing it without judgment is one step towards metacognitive transformation.

	❚Acceptance.For many people, acceptance sounds like giving upand beingatthemercyofinsomnia.Muchlikelettinggo,acceptance doesnotimplythatnothingcanbedoneaboutthesleepproblem, butratherthatsleepcannotbedirectlycontrolledandthatefforts to make it happen generally do not work. This is an active choice, allowing an opportunity to make value-congruent decisions. SomeMBSRinstructorspreferthetermacknowledgmentratherthanaccep-tancebecauseacknowledgementofwhatispresentdoesnothave thesamenegativeconnotationasacceptance.

	❚Trust.In the context of insomnia, trust involves a belief that our mind and body can self-regulate without interference.Knowledge about sleep physiology and the causes of insomnia can be helpfulto cultivate confidence that “the brain isn’t broken.”

	❚Patience.Trusting sleep physiology to self-regulate also involves patience.Evenifresultsdonothappenimmediately(andthey usually do take time), patience in the process, as opposed to the outcome,reducesthesleep-relatedanxietyandthetendencyto be reactive.

	MBTIinstructorsshouldnotethatmanyoftheseprincipleswillnot be easy to implement immediately. Letting go and acceptance tend to be particularly challenging principles to acquire, and mostindividuals new to the practice of mindfulness will not be ready to skillfully apply theseprinciplestoworkwiththeirsymptomsofinsomnia.Inthisearly phase of MBTI, instructors should provide a clear explanation of each principle and encourage participants to see how these principles might fit into their lives. A more thorough discussion on acceptance and let- tinggowilloccurlaterinMBTIafterparticipantshavehadachanceto engage in a few weeks of meditation practice (see Chapter 7).

	Afterdescribingthebackgroundandprinciplesofmindfulness,itistime to begin practicing meditation. In choosing the first meditation, MBTIinstructorsshouldselectaregularactivitythatcanbedoneinamindfulway.Thishelpstodemystifysomemisconceptionsofmeditationandalso providesanopportunitytodiscusshowmindfulnesscanbeintegratedinto daily activities. Following the tradition established in MBSR, the mindfuleatingexercisecanserveasanexcellentfirstmeditationinMBTI.This exerciseisintroducedasanexampleofhowtoeatmindfully,anditcandemonstratehowweareoftenunawareofwhatisgoingoninournormaleveryday activities. It can also demonstrate how changes can take place bysimplyslowingdownandpayingattentiontotheseactivitiesratherthanchanging the activities themselves. This exercise also provides an exampleofhowmindfulnesspracticedoesnothavetobejustaformalsittingmedi-tation.SeeExhibit5.3forguidanceonleadingamindfuleatingexercise.

	 

	

	EXHIBIT5.3

	MindfulEating

	

	Notes:Thefollowingexerciseiscompletedinabout10minutestoserveasafirstexperi- ence of mindfulness meditation. Instructors should guide the participant to eat each pieceoffood(e.g.,raisin)inamindfulwayusingeachofthesensesinaverydeliberatemanner.

	Instructions:

	
		Selectafoodthatiscommonandrelativelysmall.Raisinsornutsareexcellentchoices. Instructeachparticipanttotaketwoorthreepiecesofthefood,settingthefoodinfrontofthem.

		Guideparticipantstoslowlyuseeachoftheirsensestoexperiencethefood.Beginwiththesenseofsightbytellingparticipantstolookatthefood,noticingthingssuchascolor, texture,shininess,andsoforth.Next,askparticipantstotouchthefoodusingonefinger,againnoticinganysensationssuchastexture,sliminess,smoothness,orroughness.Then,haveparticipantsholdtheobjectuptotheirearandlistentothefood.Sometimes,peoplegiggleaboutthis,asitseemssillyto“listentofood.”Ifthereisnosoundornoise,that’s fine—it’sareminderthatwecanpayattentiontosilenceorabsenceofsensation.Then,askparticipantstobringtheobjecttothenoseandsmellit,noticinganyaromasorodors(positiveornegative).Finally,tellparticipantstoputtheobjectintheirmouth.First,ask themtonoticeifthereisanautomatictendencytoswallowwhenanobjectisputinside themouth.Second,askparticipantstobringawarenesstotheflavorsinthemouth, noticingwherethoseflavorsareoccurringonthetongue(differentflavorsarepicked



	upbydifferentpartsofthetongue).Finally,askparticipantstoswallowtheobjectand reflect upon the process of eating.

	
		Afteramomentofreflection,instructparticipantstoeattheremainingfoodontheirowninthesamewaydescribedabove.Instructorscanalsoengageinmindfuleatingwiththe participants,orobserveparticipantsastheyareengagingintheactivity.

		Ifneeded,encourageparticipantstopayattentiontothoughtsabouttheraisin—likingor dislikingtheraisin;judgmentsaboutsmell,taste,texture,andsoforth.

		Thisexerciseisprocessedandcontrastedwiththenormaleatingexperience.Furthermore, itisofferedasanexampleofhowmindfulnesscanapplytocommonactivitiesintheirlivestodemystifytheconceptthatitisaspecialactivity.



	 

	 

	 

	After guiding participants through the mindful eatingmeditation, the MBTI instructor facilitates a period of inquiry and discussion to allow participants to process this experience. Often, participants will comment that they feel “silly” or make a statement that reflects imme- diatejudgment,suchas“raisinsaregross.”ItisimportantfortheMBTI instructor to embody the principle of nonjudging and to allow partici- pants to voice their discoveries rather than trying to get them to “say the right thing.” Instructors can note the tendency of the mind to auto- maticallyassignpositiveandnegativequalities(e.g.,“Thisremindsme howmuchIhateraisins”),butinstructorsshouldrefrainfromengaging inanykindofcognitiverestructuring,suchascorrectingathoughtand replacingitwithanotherthoughtorshowingpreferenceforapositive

	 

	thought. This encourages participants to openly share their reactions without editing, an important first step in cultivating awareness.

	Followingthisinformalmeditation,participantsareintroduced to their first formal sitting meditation. This meditation focuses on the breath and describes how sitting and observing the process of breath- ing serve as a foundational meditation that other meditations can build upon.Oneimportantmessagetoconveyisthatbreathingisaphysiolog- icalactivitythatcanbeautomaticallycontrolledbythebrainorbrought under conscious control. We do not have to think about breathing in order to do it, but we have the ability to breathe in certain intentional ways,andwecanbringouractiveattentiontotheprocessofbreathingtoguideit.Inthisfirstbreathingmeditation,participantsareencouragedto bring awareness to the sensations that are created by observing this process,notingphysicalsensations,changesinmuscletension,ticklingofthenostrils,orothersensations.Sometimesparticipantswillcommentaboutnotdoingitright,butaslongastheyarebringingtheirawareness towhatisoccurringinthemomentandareabletodescribethesesensa- tions,thentheyarepracticingmindfulness.Thefirstkeypointtomind- fulnessmeditationisthataslongasyouareintentionallybringingyour awarenesstotheprocess,thereisnowrongwaytomeditate!Typically, thefirstguidedsittingmeditationlasts10to15minutes,followedbyaperiodofinquiryanddiscussion.SeeExhibit5.4forguidanceonleadinga sitting meditation.

	In addition to the formal meditations, metaphors can serve as a use- ful illustration for participants who find that activities like focusing onthebreathor“watchingthingsriseandfallinthemind”aretoovagueorunstructured.Forexample,thetrainspottingmetaphor(seeExhibit5.5)illustrates how thoughts come in and out of the mind like trains passing through a station. In this metaphor, most of us are used to being pas- sengers, carried from station to station on the train, just like how we typically “ride” inside our thoughts. These thoughts then carry us from place to place, often without our awareness of where they are taking us.In contrast, mindful awareness allows us to decenter from the thoughts and observe them as mental activities. In the metaphor, trainspotters are people who enjoy observing trains go by because of a curiosity and inter- est in the train itself. They are not using trains as a form of transportation, but they instead observe the qualities of each train—the type of train,how fast it is going, and how full it is—with an interest in the train itself, not its destination. Much like being a passenger and stepping off the train onto the platform and watching from there as trains go by, it is possibletojustwatchthoughtsgobyinthemindwithoutfollowingthemto their destination. This is a metacognitive shift from an outcome-oriented mode (i.e., thoughts that lead to problem solving) to a process-oriented mode(i.e.,observingthethoughtsthemselves).Instructorscanusethe

	 

	

	EXHIBIT5.4

	SittingMeditation

	

	Notes:Thismeditationcanbedonewhileseatedinchairsorsittingontheground.Forthefirstmeditation,instructorsshouldprovidemoredetailstoparticipantstoguidethemthroughtheprocessofbringingattentiontothebreath.InlaterMBTIsessions,instructorscantransi-tion to providing less guidance and allow participants more space to explore. Typical durationis 20 to 30 minutes.

	Instructions:

	
		Beginbyhavingparticipantssitinacomfortableposition(inachairorontheground),bringing awareness to their posture.

		Haveparticipantsclosetheireyes.Theymayalsodothismeditationwiththeeyesopen.

		Takeamomenttowelcomeparticipantsintothisspaceandbegintotakenoteofanythoughts,feelings,andsensationsinthismoment.

		Onthenextinhalation,haveparticipantstakeaslow,deepbreath,payingparticular attentiontothesensationsinthebodythatariseduringtheprocessofinhalation.Thismightincludenoticingthebellymove,thechestexpand,orthemovementofairintothe nostrils.

		Ontheexhalation,tellparticipantstoslowlyletouttheairfromthenoseormouth,againpayingparticularattentiontothesensationsinthebodythatariseduringtheprocessofexhalation.Thismightincludethebellysinking,theshouldersdropping,ortheairmovingout of the nostrils or mouth.

		With each breath, remind participants to bring full awareness to the process of breathing.Noticethesensationsinthebodyastheairmovesinandout.

		Askparticipantstofindaparticularlocation,suchasthemouth,nostrils,orbelly,andfocusonsensationsinthatparticularregionofthebodyastheycontinuetobreatheinandout.Allowparticipantsspacetoexploresensationsontheirownforaperiodoftime.

		Afterafewminutes,mindfullycheckinwithparticipantsandaskthemtonoticeiftheir mindhaswandered.Acknowledgethatthemindhasatendencytowanderandifthishappens,theyhavenotdoneanythingwrong.Simplybringawarenesstomindwanderingandgentlyandwithcompassion,bringattentionbacktothebreath.

		Instructorscanexpandawarenessfromthebreathtoincludethebody,soundsintheenvironment,soundswithinthebody,andthoughtsinthemind.

		Ifawarenesshasbeenexpanded,bringthefocusofattentionbacktothebreathforafew minutes.

		Endthemeditationbyringingthechimesorbell.



	

	 

	 

	trainspottingmetaphortoexplainhowtodisengageandwatchthoughts.Furthermore, “stepping off the train” and “becoming a trainspotter” can beusefulphrasesforparticipantstouseintheirtrainingtoobservethoughtswithout attachment to outcomes.

	Thecloudmetaphorcan be another useful way to explain mindfulnessprinciples. The purpose of this activity is to watch thoughts as if theywerecloudsinthesky.Itcanserveasametaphorforthefutilityof trying to control thoughts or to prevent certain thoughts fromhappen-ing. Similar to the trainspotting metaphor, the cloud metaphor providesanopportunitytopracticeobservingthoughtswithoutengaginginthe

	 

	

	EXHIBIT5.5

	TrainspottingMetaphor

	

	Notes:Thetrainspottingmetaphorisusedasawaytoillustratethedifferencebetweenobserv-ingthoughtsastheyariseinthemindandbecomingengagedinthoughts.Althoughnota formalmeditation,itcanbeexplainedasametaphoraloneoritcanbedeliveredaspartofasittingmeditationwherethefocusisonwatchingthoughtsinthemind.

	Instructionsfor usingtrainspotting in ameditation:

	
		Askparticipantstoliedownorsitinarelaxedpositionandclosetheireyes,thentakea fewslow,deepbreaths,bringingfullawarenesstothebreath.

		Slowlyaskparticipantstobringattentionawayfromtheoutsideworldandintothemind,imaginingthattheyarestandingontheplatformofatrainstation.Askthemtolookaroundthistrainstationandimaginetheirthoughtsastrains,racingbythestationone



	atatime.

	
		Encourageparticipantstoobserveeachthought,whatevercomestomind.Thereareno rightthoughtsorwrongthoughts;somemightbefast-movingandsomemightbeslowerlumberingones.Ratherthanfocusingonthethoughtandthinkingaboutwhereitwilllead(i.e.,gettingonthetrain),remindparticipantstostandbackandobservethethought.It mightbehelpfultoofferafewprompts,suchas:Wherediditcomefrom?Isitpositiveornegative? Where is it going?

		Provideguidancetoacknowledgethatthemindislikelytoengageinthethoughtor“jumponatrain”inthemetaphor.Remindparticipantstonoticewhentheyhave“steppedona train”andtogentlybringthemselvesbacktotheplatform.Encouragethepracticeofself- compassionbyacknowledgingthatthisisokayandsimplyreturntotrainspottingontheplatform.Alsonotethatparticipantsshouldcontinuetogothroughthesameprocesseachtime they notice that they are no longer trainspotting.

		Instructtheparticipanttobringtheattentionbacktothebreath.Closethemeditationbyringing the chimes or a bell.

		Afterthemeditationiscompleted,remindparticipantsthatittakespracticetobeatrainspotter.Encouragethemtopracticetrainspotting,formallyorinformally,toseeifthereisametacognitiveshiftinperspective.



	

	 

	 

	process of interpreting or acting on the thoughts. It is also seen as pro- moting the metacognitive skill of decentering from the thoughts, such thatthoughtscanbethoughtswithoutjudgmentorattachmentto achievinganoutcome.usingweatheraspartofthemetaphor,thoughts in the mind are seen as clouds rolling by during the day. By watch-ing clouds closely, one will notice that they come and go.Sometimes they hover around for longer periods; other times they pass quickly. Onemightalsonoticethatweatherisalwayschangingandwedo not have control over it. Watching clouds can give us an indication of what the weather will be like and help us prepare, but there is nothing we can do to change the weather. It is also possible to use the cloud metaphor as part of a guided meditation to help participants observe thoughts. Exhibit 5.6 provides instructions for delivering the cloud metaphor as part of a meditation.

	 

	

	EXHIBIT5.6

	CloudMetaphor

	

	Notes:Thecloudmetaphorservestodemonstratehowfutileitistotryandcontrolthoughtsor to prevent certain thoughts from happening. Similar to the trainspotting metaphor, thiscan beexplainedasametaphor,oritcanbeusedaspartofasittingmeditationwherethefocusisonthoughts.

	Instructionsforusingthecloudsinameditation:

	
		Askparticipantstoliedownorsitinarelaxedpositionandclosetheireyes,thentakeafewslow,deepbreaths,bringingfullawarenesstothebreath.

		Askparticipantstoslowlybringattentionawayfromtheoutsideworldandintothemind, imaginingthattheyarelookingupatthesky.Askthemtoimaginethattheirthoughtsareclouds, floating around the sky.

		Instructparticipantstojustobservetheclouds,noticingthecolor,shape,andtypeofcloud. Somecloudsmightbewhiteandfluffy,whileothercloudsmightbegray.Sometimescloudswillblowawayquickly,whileothercloudswillstayaroundlonger.Remindparticipants



	tojustobservethecloudsratherthananalyzewhattheymightmeanorwhattheymight bring.

	
		Introducetheideathatobservingcloudsforaperiodoftimecansometimesleadustorecognizepatterns.Inthisway,thoughtsmightindicateaparticularthemeorstrugglewearehaving.Ifthisoccurs,justmakenoteofit.Remindparticipantsthatthisactivityisnot meanttosolveproblemsbutsimplyto“observeweatherpatterns.”Mindfulactioncanbetaken after the meditation.

		Instructparticipantstobringtheattentionbacktothebreath.Closethemeditationbyringing the chimes or bell.

		Afterthemeditationiscompleted,theperiodofinquirycanincludeadiscussionofthe “weatherpatterns”thatwereobserved.Itmightbehelpfultodiscusshowcloudscansometimesprovideanindicationofachangeintheweatherorastorm,whichissymbolic ofemotionaldistress.Thiscouldpointtowardsanunresolvedconflictorstressthatneeds tobeaddressed.Thiscanbediscussedasanexampleofhowmindfulawarenesscanhelplead to mindful action.



	

	 

	 

	INSTRuCTIONS FORLEADING GuIDED MEDITATIONS

	Leadingguidedmeditationstakesexperience,andapersonalmeditationpractice is extremely helpful. Instructors should keep a few important points in mind when leading guided meditations. First, MBTI instruc- torsshouldbepracticingmindfulnessprinciplesastheyareguidingthe meditation rather than reading from a script. It is important to embody themindfulnessprinciplesandtoenhancetheauthenticityofwhatever is arising in the moment for the MBTI instructors. As such, instructorsshouldbeawareofthevolumeoftheirvoice,makingsurethatallpartici-pantscanhearthem.Second,itisimportanttousesimplelanguageand presentparticiples(i.e.,verbsendingining).Thechoiceofthepresent participlereinforcesthepresent-momentattentionofthemeditation,

	 

	and simple language is preferred so that participants do not have to process the instructions. In addition, it is important for instructors to provide space by pausing between instructions during themeditations to allow participants to register the experience and discover what is arising in that moment. The pace of the meditation should be moder- ate, with sufficient time between instructions to allow participants to explore, but not so long that participants get lost in terms of what they should be doing. It might be helpful to offer more guidance during the initial meditations and less as the program progresses and participants become more accustomed to the meditations.

	Followingaguidedmeditation,almosteveryparticipantwillcom-mentatsomepointthathisorhermindiswanderingand/orheorsheishavingdifficultymaintainingfocusthroughouttheentiremeditation.ItisvitalthatMBTIinstructorscommunicatetheuniversalityofmindwanderingandnormalizethisassomethingtoexpectduringmeditations.Instructors can provide guidance to participants by instructing them tonotethatwanderinghasoccurredorthatdistractionispresentandtogen-tlyredirectattentionbacktotheobjectofinterest,suchasthesensationsofbreathing.Indoingso,instructorscanreinforcethefactthatthereisno“rightway”or“wrongway”tomeditateandthereisnopreferenceforeliminatingmindwanderingduringthemeditation.Theyshouldclearly communicatetheconceptofnonjudgmentalacceptanceearlyinthepro-gram.Followingothermeditationtraditions,themeditationsinMBTI usuallyconcludewiththeringingofthebellsorchimes.

	 

	INTRODuCING INSOMNIAASA 24-hOuR PROBLEM

	MBTIisbuiltontheconceptthatinsomniaisa24-hourproblem,notjust aproblematnight.RecallfromChapter1thatthe3-Pmodelofinsomnia(Spielman,Caruso,&Glovinsky,1987)hasbeenveryinfluentialintheconceptualizationofinsomnia.Asareminder,the3-Pmodelexplainsthedevelopment and maintenance of insomnia as involving predisposing,precipitating,andperpetuatingfactors.Thismodelisveryusefulbecauseitappliesthediathesis–stressmodel,oneofthemostinfluentialmodels thatdescribetheimpactofstressonthebody,totheknownmechanisms ofsleepandwakefulness.Furthermore,thenoveltyoftheperpetuating factorhighlightstherolethatreactingtosleepdisturbanceandincreas- ing sleep effort plays in the etiology of insomnia. The perpetuation of insomniaisthereforedrivenbyanelevationinarousalorhyperarousalthatisprominentinindividualswithchronicinsomnia(Bonnet&Arand,2010; Riemann et al., 2010). When people with insomnia are in a state ofhyperarousal,theyfeelasiftheyareconstantly“tiredbutwired”and havedifficultyrelaxingorlettinggoofwakefulness,eventhoughthey

	 

	desperatelywanttobesleeping.Forexample,somepeoplewithinsom- niahavedescribedtheirbedas“anenemy”orthebedtimeasa“battle- field” and if they lose this “battle” they have to pay the consequences the next day. Others have spent so much time trying to fix their sleep problem that they spend more waking hours thinking about sleep than actually getting sleep.

	Explainingthe3-Pmodeltopatientsinthefirstsessionisimportant becauseitprovidesaclearunderstandingofwhatcontributestochronic insomniaandwhyitisdifferentfromtheoccasionalsleepdisturbancesthateveryoneexperiences.Theexplanationalsoprovideshopethatthereare factors that can be directly addressed even though sleep cannot be directlyincreased.Specifically,themodelhelpsparticipantsunderstand that who they are (i.e., predisposing factors) might contribute to theirlikelihood of developing insomnia and that stress is likely to trigger sleepdisturbance (i.e., precipitating factor). however, it is the reaction and increased effort of trying to obtain sleep (i.e., perpetuating factor) that causesastateofhyperarousalandleadstotheviciouscycleofchronicinsomnia.Fortunately,itispossibletoaddressthereactivityandefforttosleep,whichiswhyMBTIapproachesinsomniaasa24-hourproblem, notjustamatterofwhathappensatnight.The3-Pmodelalsoservesto prime participants to think differently about their insomnia symptoms, whichwilleventuallyfeedintotheconceptoftheterritoryofinsomnia, discussed later in MBTI.

	 

	hOMEWORKFORSESSION1

	Inwrappingupthefirstsession,itisimportanttocommunicateexpec- tationsforpatientstoengageinhomeworktopracticetheprinciplesof mindfulnessanddigesttheconceptsofinsomnia.Typically,thehome- work assignments will involve meditation practices, along with someinstructions about making changes in sleep-related activities. Instructorsmight also include supplemental reading materials about mindfulness and insomnia, such as book chapters or articles.

	 

	MeditationPractice

	For Session 1, the primary goal is for participants to beginpracticing meditation on their own and to figure out when, where, and how they willestablishameditationpractice.Ratherthangivingspecificinstruc- tionsorguidelinesabouttheseparameters,instructorsshouldencourage participants to try practicing at different times and places so that they can discover for themselves what works. Inevitably, a few participants in each group will encounter challenges. Rather than viewing this as a negative,instructorscanuseitasanopportunityinSession2todiscuss

	 

	the ubiquitous nature of these challenges and to promote a sense of group camaraderie in practicing mindfulness meditation.

	For homework, participants should eat at least one meal or snack mindfullyeachday,sothattheycanapplythequalitiesofmindfulness toacommondailyactivity.Participantsshouldalsopracticethesitting meditation for at least 15 minutes, at least 6 days during theupcoming week. There is no special reason for the number or duration of medi- tation. These instructions were generally adopted from the MBSR and mindfulness-basedcognitivetherapyprogramsalongwithmypersonal observations as to what was feasible for most participants. Instructors shouldfeelfreetomakeadjustmentsonthebasisoftheirexperienceor the characteristics of the participants in the group. A meditation diary shouldalsobeprovidedsothatparticipantscankeeptrackofthenum- ber of meditations, duration of each meditation session, and type of meditation (see the Appendix for an example).

	 

	SleepDiaries

	Inadditiontothemeditationdiaries,havingparticipantskeepsleepdia- riesisanimportantself-monitoringtoolinMBTI.Duringthefirstses- sion, it is important to explain how monitoring sleep is a fundamental tool that is used to cultivate awareness of sleep and daytime patterns across days and nights. Completing prospective diaries (as opposed to retrospective recall) is an important method to examine sleep-related behaviorsandtomonitorchangesinsleepovertime.Sleepdiariespro- videimportantinformationforthepatienttodevelopgreaterawareness of sleep–wake patterns and sleep-related behaviors. MBTI instructorsandresearcherscanusethemtoassessprogressandoutcomesofpatients whocompleteMBTI.LaterinMBTI,theinformationfromthesleepdia-ries will be used to set schedules of when to go to bed and when to get out of bed (see Chapter 6).

	Sleep diaries can take many forms, and each has certain advan- tagesanddisadvantages.Recently,astandardizedsleepdiarywaspub- lishedthatcontainsinstructionsforcompletingthediary,andacoreand extendedversionthatcanbeusedforgatheringadditionaldata(Carney et al., 2012). The key sleep–wake parameters that should be collected forMBTIincludelightsout(i.e.,timegoingtobedatnight),sleeponset latency(SOL),numberofawakenings(NWAK),wakeaftersleeponset(WASO),earlymorningawakenings(EMA),lightson(i.e.,timegettingup in the morning), and a rating of sleep quality. From these param-eters, total wake time (TWT), total sleep time (TST), and sleep efficiency(SE) can be calculated. In addition to these nighttime parameters, rat- ingsofdaytimesleepiness/alertnessandfatigue/energycanbeusefulin assessingchanges indaytime functioning.Instructors shouldtaketime

	 

	to review the sleep diaries and make sure that participants understand their purpose and the instructions. Although the standardizedsleep diary can serve as a helpful starting point, MBTI instructors should makeadaptationsoradditionsasneeded.Derivationofthesleepparam- etersandtheuseofthesedatainimplementingspecificbehavioraltech- niquesarediscussedlaterinChapter6.handout3intheAppendixisan example of a sleep diary.

	 

	 

	Session 2: SteppingOutofAutomaticPilot

	

	ThethemeforSession2issteppingoutofautomaticpilot,whichreferstothe concept of experiencing the present moment fully and intention- ally, not just going through the motions. Building on the introduction to the concepts and practices of mindfulness in Session 1, Session 2 focuses on establishing and deepening the meditation practice with an emphasis on cultivating awareness and intention of the thoughts, feel- ings, and sensations that arise in the present moment. This practice is theplatformthatisneededtostepoutofautomaticpilot.Aspartofthis theme,thebehavioralinstructionsforsleephygieneareintroducedand reviewed with participants. See Exhibit 5.7 for the Session 2 outline.

	ThetypicalstructureoftheMBTIsessionalsobeginstotakeshapeinSession2.Thefirsthourisspentontwoguidedmeditations(20–30min-uteseach),followedbyaperiodofinquiryanddiscussion(10–15min- utes).Theperiodofinquiryservesasatimeandspacefordiscussingthe meditationpracticesinclass,discoveriesduringthemeditationpractice at home, and the application of mindfulness principles in the lives of theparticipants.Instructionsforleadingthisperiodareprovidedinthe followingparagraphs.Afterashort10-to15-minutebreak,theremain- inghourisspentondidacticsorinstructionsrelatedtoinsomnia.These include behavioral strategies and metacognitive strategies that will be discussed later in this chapter and in Chapters 6 and 7.

	 

	OPENINGMEDITATIONPRACTICEANDPERIOD OF INQuIRY AND DISCuSSION

	Tohelpestablishthestructureofopeningeachsessionwithmeditationpractice, instructors should begin Session 2 with a 20- to 30-minute sittingmeditation practice (see Exhibit 5.4). This meditation was introduced duringSession1,andopeningSession2withitcanremindparticipants ofthisfoundationalpracticeanddeepentheexperienceofmindfulnessbyextendingthedurationofthemeditation.Duringthispractice,instruc-

	 

	

	EXHIBIT5.7

	Session2Outline

	Theme:SteppingOutofAutomaticPilotObjectives

	
		Establisheachparticipant’sownmeditationpractice.

		Explainhow to step outof automatic pilot and bringawareness to the mindand body.

		Provideinstructionsforsleephygiene.



	Activities

	
		MeditationPracticeandInquiry



	
		Sittingmeditation

		Body scan meditation



	KeyPoint:Thesittingandbodyscanmeditationsserveasameansofsteppingoutofautomaticpilot(i.e.,beingunawareofhabitualphysicaloremotionalreactivepatterns)bybringingintentionalawarenesstothebreathandspecificbodyareas.

	
		InsomniaDidacticsandStrategies



	
		Discussionofsleephygiene



	KeyPoint:Discusssleephygieneasawaytonoticeanybehaviorsoractivitiesthatmightbeincompatiblewithsleep.Bringawarenesstothethingsthatwedo(ordon’tdo)to facilitatesleep.

	HomeworkforSession2

	
		Completesleepandmeditationdiaries.

		Practicebody scan meditationusing CD(30 minutes eachsession for atleast 6 days).

		Followsleephygieneinstructionsthroughoutthisweek.



	

	 

	 

	torsshouldcarefullyandgentlyguideparticipants,rememberingtocre-ateasafespaceandalsotoemphasizethatthereisnorightorwrong waytomeditate.Aftercompletingthesittingmeditationpractice,theinstructorshouldleadaperiodofinquiryanddiscussion.Theperiodof inquiry follows a Buddhist tradition whereby students have an oppor- tunity to openly ask questions and discuss their experiences with the meditation practice. The first line of inquiry is on the meditation thatwas just completed. The instructor can open the dialogue by askingparticipants what they noticed during the meditation practice. Partici- pants should be encouraged to maintain mindfulness principles during thisperiodofinquirybydescribinganyexperiencethatcameupduringthemeditationinanonjudgmentalmanner.Itdoesnothavetobeaninteresting or profound experience, and the instructor should be care- ful how they respond to the participants’ experiences. The instructor’sjobisnottotellstudentswhattheyshouldbeexperiencingorlearn- ing,buttogentlyguidethemtoobservetheirownexperiencesandtolisten mindfully to those of others. Instructors can highlight what theyarehearingfromparticipants,buttheyshouldavoidjudgingwhether

	 

	an experience is good or bad or expressing more interest when partici- pants report more radical experiences. This takes mindful practice on theinstructor’spart.ForinstructorswhomightbetrainedasCBTthera- pists, it can be very tempting to fall into the trap of teaching.however, in MBTI the meditation practice is the primary teacher.

	The second line of inquiry should be aimed at the connection betweenthe meditation practice at home and overall well-being. This includesnoticinganychangesinthesymptomsofinsomnia,daytimefunctioning,orotherareasrelatedtothequalityoflife.Thiscanbeatimetoreview thehomeworkassignmentformeditationpracticeandforparticipantsto discuss what they discovered in their home meditation practice. In the second session, participants will have had only 1 week to begin estab- lishing a meditation practice, and almost every participant will reportdifficulties and challenges in establishing the practice. Comments usuallyincludelackoftime,space,privacy,ordifficultiesinkeepingthemind focused. These challenges should be acknowledged, and participantsshouldbeencouragedtocontinuewiththeircommitmenttoestablishingameditationpracticeandseehowtheymightfindcreativesolutionsto work with these challenges. If needed, it can be helpful here to remind participantsoftheprinciplesandconceptsofmindfulnesspractice.Itis quite common that in the discussion one participant might describe a solution that another person had not yet considered, and therefore the groupasawholebenefitsfromthediscussion.Thisisoneofthereasons behind having a period of inquiry in a group format.

	 

	
BODYSCANMEDITATION

	Followingtheperiodofinquiryanddiscussion,asecondformalmedita-tion is introduced: thebody scan.The body scan meditation serves as animportant exercise for intentionally bringing awareness to a particular bodyarea,notingsensationswithouttryingtoalterorchangeanything, and then letting go and bringing attention to another part of the body. Thismeditationalsoemphasizesthepointofsteppingoutofamindless mode in which one is unaware of the habitual physical or emotionalreactivepatterns.Specifically,thebodyscanmeditationdeepensthecon-nection with the body as we become more aware of each part of thebody.Thisisparticularlyimportantforcertainareasthatdonottypicallyreceiveconsciousattention,suchasthebottomofthefeetorthetopof thehead.Becausethebodyscanmeditationlastsforabout30minutes, italsohelpsparticipantstopracticesustained,focusedattentionover a period of time and to learn how to redirect attention back to thebodywhenattentionhaswandered.Thispracticeofattentionandinten- tionisvitaltothepracticeofmindfulnessmeditation.Thebodyscanisintroducedasanexerciseinawareness,inwhichparticipantsdirecttheir

	 

	attentiontowardwhatevertheyareexperiencinginthebodywhiletheyareremindedtomaintainagentle,nonjudgmentalawarenessthrough-out the meditation.

	In addition to physical awareness, the body scan also serves to develop awarenessofemotionsandcanleadtoasenseofcalmness,orequanimity.Itprovidesanopportunitytopracticebringingagentle,curiousawarenesstosensationsinthebodyastheyariseinthepresentmoment.Agreater awarenessofthebodyisimportantinlearninghowtodealmoreeffec-tivelywithemotions.Specificsensationssuchastightnessinthechestortensionintheshouldersmayattimessignalthepresenceofstrongfeel-ingsthataresomaticizedandnotexperiencedwithconsciousawareness.Feedback on how the body feels is an integral part of learning how to better manage emotions and stress.

	MBTIinstructorsshouldnotethatalthoughthebodyscanprovides an opportunity to enter into a deep state of physical and mental relax- ation, instructors should make it clear that this meditation practice is not intended to directly help participants fall asleep. It might be help- ful to remind participants that the intention is not to “meditate your- self to sleep” but instead to use this exercise to cultivate awareness. Although the body scan might eventually help participants fall asleep, it is important that they learn to practice how to cultivate awareness of thebodysensationswithoutusingittotrytohelptheirinsomnia.After masteringthisskillthroughpractice,thebodyscancanthenbeusedtofacilitatesleepinessatnight.Ifparticipantshappentofallasleepuninten-tionally,MBTIinstructorsshouldstillpracticenonjudgmentsothatpar- ticipantsdonotfeelguiltyaboutfallingasleep.Ifthisoccurs,instructors cangentlyawakentheparticipantafterthebodyscanmeditationiscom- pleted.Thiscansometimesprovideanopportunitytodiscusshowsleep canemergewhensleepeffortisreduced.SeeExhibit5.8forinstruction on leading the body scan meditation.

	As with the sitting meditation, a period of inquiry and discussionshouldfollowtopromotedialogueontheparticipant’sinitialexperiencewith the body scan. Some participants report a sense of relaxationor sleepiness, whereas others describe restlessness. Most participants say thatitisdifficultorannoyingtoprogresssoslowlyfromonebodypart toanother.Again,theinstructorshouldreinforcetheprinciplesofmind- fulness and explain how this practice is an important means of getting outoftherushed,problem-solvingmodeandintoamorepatient,mind- fulmode.Topromotethedialogue,instructorsmightaskoneormoreof the following questions:

	
		Didyounoticeanythingdifferentaboutyourbody?

		Didanyonefallasleep?

		how do you think the body scan will help you to work withinsomnia?



	 

	

	EXHIBIT5.8

	BodyScanMeditation

	

	Notes:The body scan meditation is an important meditation for practicing how to inten- tionallybringawarenesstoaparticularbodyarea,notingsensationswithouttryingtoalter or change anything, and then letting go and bringing attention to another part of the body.Thismeditationshouldbedonebyhavingparticipantslieonyogamats.Thelights can be dimmed if desired. Although the body scan provides an opportunity to enter into

	adeepstateofphysicalandmentalrelaxation,instructorsshouldmakeitclearthatthis practiceisnotintendedtohelppeoplefallasleep.Thebodyscantypicallylastsforabout 30 minutes.

	Instructions:

	
		Haveparticipantsliedownwiththeireyesclosed.

		Takeamomenttowelcomeparticipantsintothisspaceandbegintotakenoteofanythoughts,feelings,andsensationsinthismoment.

		Bringawarenesstothebreathbytakingaslow,deep,breath,payingparticularattentiontothesensationsinthebodythatariseduringtheinhalationandduringtheexhalation.Thismightincludenoticingthebellymove,thechestexpand,orthemovementofairintothenostrils.

		Afterbringingmindfulawarenesstoafewbreaths,prepareparticipantsforthebodyscanby instructing them to pay attention to any physical sensations that arise, such as itchiness,tension,tightness,pain,orneutrality.Ifpainortightnessispresent,encouragepartici-pantstoallowittoreleaseorletgo.Ifthatisnotpossible,trybringingawarenesstothe sensationofpainratherthanmakingitgoaway.

		Beginthebodyscanwiththeleftfoot.Bringfullawarenesstothispartofthebody, notingallofthesensationsthatarepresentwithoutjudgment.Allowparticipantsto explore for about 1 to 2 minutes.

		Aftertakingamindfulbreath,allowtheawarenesstowithdrawfromtheleftfootand moveittotheleftankleandlowerleg.Again,bringfullawarenesstothispartofthebody,notingallofthesensationsthatarepresentwithoutjudgment.Allowparticipantstoexploreforabout1to2minutes.

		Guideparticipantsthrougheachpartofthebody,movingupfromthelowerleftleg totheupperleftleg,thenshiftingtotherightfootandthenuptheleg.Fromthere, move to the back, the torso, shoulders, each arm, and finally ending at the head.

		Periodically,checkinwiththeparticipantsaboutmindwandering.Iftheattentionwan-ders,participantsareencouragedtonotethattheirmindhaswanderedandtogentlybringattentionbacktothepartofthebodybeingscanned.Thisisincontrasttoforcingattention or clearing the mind.

		Afterbringingawarenesstothehead,awarenessshouldbebroughttothebodyasawhole,noticingtheconnectionbetweenthedifferentpartsofthebody.

		Bringtheawarenessbacktothebreath,foroneortwobreaths.

		Endthemeditationbyringingthechimesorbell.



	

	 

	Thesequestionsaredesignedtohelpparticipantsdrawconnectionsbetweenthemindfulstancethatiscultivatedduringameditationpracticeandhowthismindfulstancecanhelpthemworkwiththesymptomsof insomnia.Asparticipantsbegintounderstandtheprinciplesofmindful-ness and to report discoveries of metacognitive shifts during their practice,theMBTIinstructormightaskthethirdquestiontohelpparticipantscon-sider the opportunity to practice these shifts when insomnia symptoms are present. Although this question might appear to promote outcome- orientedthinking,itcanactuallystartadiscussionaboutthebalanceofbeingmindfulandexperiencingthesymptomsofinsomnia.Also,partici-pantsshouldberemindedthatthecauseofsufferingistheattachmentto outcomes,nottheacknowledgmentofoutcomes.Suppressingthoughts of wanting to sleep better is not the same thing as letting go of those thoughts. A mindful stance does not entail avoidance of the outcome; instead, it is about letting go of it as a thought. here instructors might want to remind participants about the principle of letting go and note thatSession6includesamorethoroughdiscussionofapplyingtheprin- ciple of letting go to work with sleep-related thoughts (see Chapter 7).

	 

	WhҮ IS AWARENESS IMPORTANTFORWORKINGWIThINSOMNIA?

	At this point in the MBTI program, participants will have experienced two of the foundational meditations. They should also have begun topractice meditation at home. With a taste of what MBTI is about, it is fairlycommonforparticipantstobeginwonderinghowtheireffortstomedi- tatewilldirectlyapplytoresolvingtheirinsomniadisorder,especiallyif theyhavenotseenanychangesyet.Theinsomnia-relateddidacticsforSession 2 begin by addressing this question. The goal is to provide partici-pantswitharationalefortheconnectionbetweendevelopingawareness through mindfulness meditation and its potential impact on insomnia. Thisisanotherchancetoemphasizehowhabitualreactionstosleepand sleeplessness contribute to the problem of insomnia.

	Rather than providing specific guidelines for leading this didactic, MBTI instructors should develop their own style and deliver the mes- sageusingexamplesfromthegroupdiscussionsortheirpreviousexpe- rience. In doing so, there are two key points to make in explaining this connectiontotheparticipants.First,theautomaticpilotinthecontextof insomnia involves automatic tendencies, habits, or thoughts thattend to occur as a reaction to sleep disturbance. For example, if one feels fatigued or sleepy the next day, the blame might be put automatically onthepreviousnight’ssleep.Oronemightfeelthatif7hoursofsleep are not achieved, then the next-day functioning will be automatically suboptimal.Othertendenciesmightbeseenincompensation,suchas

	 

	resettingthealarmclockforalatertimetomakeupforlostsleep,drink- ing more coffee during the day, or trying to fall asleep whenever pos- sible. here, it is important to help patients make specific connections withwhattypesofthoughtsandbehaviorstobeawareofinthecontext of insomnia. The second key point is that the awareness of these reac- tionsservesastheplatformfortakingmindfulaction.Thisisimportant because it is the first step in shifting from a mindless, reactive stanceto a more intentional, active, and mindful stance. Without intentional, present-momentawareness,itisverydifficulttomakemetacognitiveor behavioral changes related to improving symptoms of insomnia.

	 

	SLEEPhYGIENE

	In addition to helping patients make specific connections betweentheconcept of awareness and the context of insomnia, sleep hygiene recom- mendations are presented as a way to bring awareness to behaviors or activitiesthatmightbeincompatiblewithsleep.Manypeoplehaveheard the termsleep hygiene, but this term has become overused by the media and by health care providers. Stepanski and Wyatt (2003) reviewed the literatureonsleephygieneandfoundthat(a)therewasvariabilityin whatrecommendationswereincludedunderthetermsleephygieneand

	(b)whentheoriginalrecommendationsofsleephygieneweretested,ithadonlyasmalleffectonimprovingsleepwhenadministeredasaloneintervention.Therefore,inthecontextofMBTI,sleephygieneisrecom-mended as a first step in developing awareness of sleep-related habits andbehaviors.Itisnotexpectedthatfollowinggoodsleephygienealonewillhave a strong impact for most individuals with chronic insomnia. The main components of sleep hygiene are listed as follows (see handout4in the Appendix):

	❚Beawareofthetimingandamountoftimespentinbed.Regular- ize the timing and amount of time in bed.

	❚Beawareofsleepeffort.Avoidputtingeffortintotryingtosleep.

	❚Monitorintakeofsubstances.Avoidcoffee,alcohol,andnicotine starting from the late afternoon or evening.

	❚Regular,moderateexercisecanpromotesleepoverthelongrun, but attempts to use exercise to “tire oneself to sleep” are noteffective.

	❚Monitor eating habits by avoiding late meals. however, alight snackatbedtimeisnot likelytohavea negativeimpactonsleep.

	❚Managetheenvironmentintermsofnoise,temperature,com- fort, and safety.

	Participantsmightremarkthattheserecommendationsaregeneral, rather than specific. Much like good dental hygiene is a way topro- motehealthyteethandreducetheriskofhavingcavities,sleephygiene

	 

	is a way to promote awareness of sleep-related behaviors in order to reduce the risk of having trouble falling or staying asleep. Instructors should caution participants that, in itself, following sleep hygienerec- ommendations can reduce the risk of poor sleep but might not imme- diatelyimprovesleep.Also,manypatientswillcommentthatthese recommendationssoundfamiliar,andtheymighthaveeventriedusing them with limited success. If that is the case, the instructor can gently acknowledge these past attempts but encourage participants to prac- ticebeginner’smindandtoeithercontinuefollowingtheserulesortry again, regardless of the previous outcome.

	Whenintroducingsleephygiene,MBTIinstructorscandistributeandreviewahandoutforsleephygieneinstructionsandreviewthiswiththegroup(seetheAppendix,handout4).Theyshouldbepreparedtodiscusstheapplicationoftheseinstructionsconsistentlyandexplainhowthese instructionsareonlypartoftheprogram.Thiscanalsobeagoodtimetoreviewthesleepdiarieswiththeparticipantsandtodiscussanydiscover-iestheymighthavehadabouttheirsleeppatternsoverthepastweek.Again,someparticipantsmightexpressfrustrationthatnoimprovements haveoccurredasofyet.MBTIinstructorsshouldacknowledgethisfrus-trationandprovidegentleencouragementtocontinuethepracticeandactivitiesintheMBTIprogramandtobeopentodiscoveriesotherthanto the attachment to sleep improvement.

	 

	hOMEWORKFORSESSION2

	The homework assignment for Session 2 is to continue the meditation and sleep diaries. For the meditation practice, participants are askedtopractice the body scan meditation using guidance from digital media (e.g.,CDorelectronicfile)foratleast6days.Forsleeprecommendations,par-ticipants are asked to practice the sleep hygiene recommendations and to report any discoveries about their experience in implementing these instructions. At this point, participants should have a solid foundation oftheconceptualbasisofMBTIandthepracticeofformalmeditation. With an understanding of the importance of cultivating awareness asthefirststep,participantsarenowsetforthenextphaseofMBTI—usingmindful awareness to make wise choices when sleep disturbance and hyperarousal are present.

	 

	 

	 

	 

	 

	 

	 

	Reprogrammingthe BrainforSleep

	6

	 

	 

	hefirsttwosessionsofmindfulness-basedtherapyforinsom-nia(MBTI)buildthefoundationforcultivatingpresent-momentawarenessthroughmeditationpractice.InSessions3and4,participantsaretaughthowtouseawarenessofmen- tal and physical states to make sleep-related decisions that are intentional and mindful. At the crux of this is the rec- ognition of thoughts, feelings, and physical sensations that candiscernthestateofsleepinessfromotherstates,suchas fatigue.Byidentifyingthesensationsassociatedwithsleepi- ness, patients are able to connect with the signals from the brain indicating readiness for sleep. With a clearer indica- tionofsleepiness,patientsareprovidedwithinstructionsfor managingsleep-relatedbehaviorsonthebasisofthestateofsleepiness,allowingthemtoincreasethelikelihoodthatsleepwill occur when they are in bed. These instructions usually differfromhowpatientshavepreviouslyreactedtothesen- sationsofsleepinessandfatigue.Inthismanner,patientsare “reprogramming the brain for sleep.”

	T
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	Sessions 3 and 4 also offer a progression of formal meditationsto include awareness of the body in motion, providing an opportunity to deepen and expand the meditation practice. Quiet meditations serve as the starting point for practicing mindfulness and include the sitting meditation,breathingmeditation,andbodyscandescribedinChapter5. AstheMBTIprogrammovesintothethirdandfourthclasses,thetypesofmeditationsareexpandedtoincludemovementmeditations.Walkingmeditations and mindful stretching, or light hatha yoga, are the move- ment meditations that are typically introduced. Some instructors who have experience with tai chi or qi gong might feel comfortable incor- porating these techniques, as long as the principles of mindfulness are kept in mind. The purpose of the movement meditations is to extend thepracticeofmindfulawarenesswhilethebodyisstillintothepractice of mindful awareness while the body is in motion. By beginning with awareness of the breath, moving to a sitting meditation and then the body scan, and extending to a walking meditation or yoga, the field of mindful awareness is progressively expanded. Later, informal medita- tionsarereintroduced,furtherexpandingthepracticetomindfulaware- nessduringeverydayactivitiessuchaseating,exercising,working,and relating to family members.

	InSession3,thewalkingmeditationisintroducedandinstructions

	forsleepconsolidationareprovided.InMBTI,sleepconsolidationisanadaptionofsleeprestrictiontherapy(Spielman,Saskin,&Thorpy,1987)usingmindfulnessprinciples.InSession4,mindfulstretchingandlight yogaareintroducedalongwithinstructionsforsleepreconditioning.In MBTI, sleep reconditioning is an adaption of stimulus control instruc-tions (Bootzin, 1972; Bootzin, Epstein, & Wood, 1991) using mindfulnessprinciples.Similartocognitivebehaviortherapyforinsomnia(CBT-I), sleepconsolidationandsleepreconditioningarethecorebehavioral componentsinMBTI.Thischapterdescribesthelessonsandactivities inMBTIthatguideparticipantsthroughtheprocessofreprogramming the brain for sleep.

	 

	 

	Session 3: Paying AttentiontoSleepiness and Wakefulness

	

	Session 3 has three major themes. First, MBTI instructors should rein- forcetheparticipant’smeditationpracticeandintroducewalkingmedi- tationasameansofexpandingthepracticetobecomeawareofthebody inmotion.Second,instructorsshouldprovideinformationtoguidepar- ticipantsondiscerningthestateofsleepinessfromotherstatessuchasfatigueordepression.Finally,instructorsshouldprovideinstructions

	 

	

	EXHIBIT6.1

	Session3Outline

	Theme:PayingAttentiontoSleepinessandWakefulnessObjectives

	
		Reinforceparticipants’meditationpracticeandintroducewalkingmeditation.

		Explainconceptsofsleepiness,fatigue,andwakefulness.

		Provideinstructionsforsleepconsolidation.



	Activities

	
		MeditationPracticeandInquiry



	
		Walkingmeditation

		Bodyscan

		Inquiryanddiscussionofmeditationpractices



	KeyPoint:Introducewalkingmeditationasameansofmindfulmovement.

	
		InsomniaDidacticsandStrategies



	
		Provideinstructionsforsleepconsolidation.



	Key Point:Maketheconnectionbetweentheawarenessofsleepinessandusingthisawarenesstofollowsleepconsolidationinstructions.

	HomeworkforSession3

	
		Completesleepandmeditationdiaries.

		Alternatewalkingmeditationandbodyscanforatleast6days(30minutesperday).

		Follow thesleepconsolidationprogram.



	

	 

	 

	 

	for sleep consolidation as a strategy to begin reprogramming thebrain for sleep. See Exhibit 6.1 for the Session 3 outline.

	 

	WALKINGMEDITATION

	Following the structure established in Session 2, the first hour ofSes- sion 3 is spent on the meditation practice. In Session 3, MBTI instruc- tors should begin by introducing the walking meditation. The purpose ofthismeditationpracticeistobringmindfulawarenesstotheprocess ofwalking.Whenintroducingthewalkingmeditation,itmightbehelp- ful to first ask participants to describe how they normally walk. Most peoplewillhavedifficultydescribingdetailsaboutwalkingbecause they do this automatically, without much thought or effort. In other words, the default mode is to walk mindlessly. This sets the stage for using the walking meditation as a practice to bring full awareness to the process of walking. See Exhibit 6.2 for instructions on leading the walking meditation.

	Duringtheperiodofinquiryfollowingthefirstwalkingmeditation, itisimportanttoallowtheparticipantstoprocesstheirfirstexperience

	 

	

	EXHIBIT6.2

	WalkingMeditation

	

	Notes:Thewalkingmeditationisintroducedasameansofmindfulmovement,allowingpar- ticipantstoexpandtherepertoireofmeditationsandalsotobegindiscoveringmindfulnesswiththebodyinmotion.Toprepareforawalkingmeditation,instructorsshouldfirstmakesurethatthereisspaceforparticipantstowalkaroundwithoutbumpingintoobjectsoreachother.Ifthesituationallows,walkingmeditationcanbedoneoutside.Ifspaceistight,itissometimespossibletohaveparticipantswalkaroundtheirmatsoraroundatable.Also,

	instructors should engage in the walking meditation practice with the participants. Thetypicaldurationofthismeditationisabout20to30minutes.

	Instructions:

	
		Beginbyhavingparticipantsstartinamountainposewithfeetaboutshoulder-widthapart,handsstraightdownthesides,andtheeyeslookingstraightaheadorslightlydownward.

		Haveparticipantstakeamindfulbreathandtakeamomenttonoticeanythoughts,feel-ings,andphysicalsensationsthatarepresent.Thiscanbedonewiththeeyesopenorclosed.

		Witheyesopen,instructparticipantstoveryslowlytakeonestepforward,payingattentiontosensationscreatedwiththisfirstslowstep.

		Slowly, have participants take another step, then another, while bringing full awareness tothe body in motion.

		Haveparticipantscontinueontheirown,takingintentionalslowsteps.Duringthefirstwalkingmeditation,instructorscanprovideperiodicguidanceoncertainissuesthatoften arise.Forexample,noticingwhathappenswhenweloseourbalancewhilewalkingslowlyorhowthemindtendstojumptosomethingotherthanwalking.Iftheseoccur,justgentlyredirect the attention back to walking.

		Afterafewminutes,participantscanbeencouragedtoexplorewalkingindifferentways—backwards,sideways—oratadifferentpace.

		End the walking meditation after about 20 to 30 minutes by ringing the bells.



	Additionalinstructionsandvariations:

	
		Ifweatherpermits,thewalkingmeditationcanbedoneoutside.

		Askparticipantstopaycloseattentiontotheirbalanceandnotewhathappenswhentheirmind has wandered.

		Walking meditation is a reminder that we can generalize meditation exercises to variousaspectsofourdailyliveswithoutaddingtothetimeconstraintsofourbusyschedules.



	

	 

	 

	 

	withthewalkingmeditation.Quiteoftencommentswillcomeup,such as “I don’t think I have ever paid that much attention to walking” or “Thatwasreallyannoyingtowalksoslowly.”Duringthisperiodof inquiry, instructors might ask the following questions:

	❚Didyounoticeanythingdifferentornewaboutthewayyouwalk?

	❚Wasitdifficulttomaintainbalance?howisthisdifferentfromthe way you normally walk?

	❚how do you think walking this way might help you cope withinsomnia?

	 

	Again,thepurposeofthewalkingmeditationandthediscussionis tohelpparticipantsrecognizethecontrastbetweentheirnormalwayof walking and practicing walking with mindful awareness.

	Some participants prefer walking meditations over sittingmedi-tationsbecausetheyfinditeasiertomaintainattentionwhenthereissomethingtofocuson,suchasmovement.Othersfindthewalkingmed- itationdifficultbecausetheyarenotaccustomedtowalkingsoslowlyortheyfinditdifficulttomaintainattentiononaconceptsuchasmove-ment.Ifparticipantsbegintoexpresspreferencesregardingmeditation types, gently encourage them to just follow the recommended practice without judging. Instructors should avoid trying to “push” participantstoward one meditation or another but, instead, should allow partici- pants to explore on their own what they can learn about themselves witheachofthemeditationpractices.Inthespiritofnonattachment,thereisnopreferenceforthetypeofmeditationpractice,butsimplythatone practices meditation.

	Aftertheperiodofinquiryforthewalkingmeditation,aquietmedita-

	tionshouldfollow.Iftimeisshort,instructorscanleada15-to20-minutesittingmeditation.Ifmoretimeisavailable,afullbodyscanmeditation canbeconducted.StartingfromSession3,theperiodofmeditationusu-ally involves one quiet and one movement practice. MBTI instructors canchoosetomanagetheamountoftimespentineachmeditationandalso thetypesofmeditation.Therecommendedoutlineisprovidedasasug- gestionintermsofwhathasworkedwellbasedonpreviousexperienceandothermindfulness-basedprograms.ThedidacticportioninSession3consists of discerning the state of sleepiness and providing instructions forsleep consolidation.

	 

	DISCERNINGThESTATEOFSLEEPINESS

	InMBTI,thediscernmentbetweensleepinessandfatigue(orotherstates ofwakefulness)isvitalforusingmindfulnessskillstoworkwithinsom- nia.RecallfromChapter1thatsleepinessrepresentsatruephysiologicalneedforsleep.Therefore,itisaninternalsignalfromthesystemsinthe brainthatprovidesimportantinformationaboutthebrain’s“readiness” for sleep to happen. This is a valuable cue if one pays attention to it. Bringing awareness to the presence or absence of sleepiness can pro- videguidanceonmanagingsleep-relatedbehaviorsatthatmoment.For example,thepresenceofsleepinessisanindicatorforgoingtobed,and theabsenceofsleepinesswhileinbedatnightcanbeanindicatortoget out of bed. This connection between the state of sleepiness and behav- iors that regulate sleep is an important step toward reprogramming the brain for sleep.

	howdoesmeditationaidinrecognizingthestateofsleepiness? Duringmindfulnessmeditationpractice,awarenesscanbedirected

	 

	to discern sensations associated with sleepiness from fatigue orother statesofwakefulness.Theprinciplesofnonjudgmentalawareness still apply—the goal is to not look for sleepiness. Nor are the sensa- tionsofsleepinesspreferredoverthesensationsoffatigue.Instead, mindfulness practice allows one to examine what is present and to perceive the nature of those sensations with clarity. Discerning these sensationswillallowforamoreintentionalresponse.Thepresence of sleepiness provides a greater chance of falling asleep at the begin- ning of the night or falling back to sleep in the middle of the night. In contrast, the presence of fatigue might indicate a need to rest or stopan activity, but it does not provide a greater chance of falling asleep. For many people with insomnia, the presence of either sleepiness or fatigue results in an automatic reaction of wanting to go to bed. As a result, the desire to escape wakefulness and the attachment to sleep becomes automatic and further perpetuates the symptoms of insom- nia. This becomes a form of avoiding wakefulness that was discussed in Chapter 4. Therefore, awareness of these sensations becomes the firststepinusingmindfulawarenesstoregulatesleep-relatedthoughts and behaviors.

	Taking mindful action within the MBTI program involves theuse ofbehavioralstrategiesforinsomniabasedondiscerningthestate of sleepiness. These strategies have been previously developed and testedasstand-alonetreatmentsforinsomniaandarealsodelivered as components of CBT-I. however, the use of mindful awareness in MBTI to recognize sleepiness is uniquely integrated into the behav- ioralstrategies.Althoughbothstimuluscontrolandsleeprestric- tion include instructions of not going to bed until sleepy, there is no explicitstrategyoractivityforteachingthepatienthowtoidentify the state of sleepiness. Anecdotally, some CBT-I therapists will pro- videinformationinadidacticmannertohelppatientsunderstand theconceptofsleepiness.Whereasaconceptualunderstandingof sleepiness can be useful for some people, others are not able to really understandtheconceptuntilthereisanopportunitytohavefirst- hand experience of sleepiness during treatment. In MBTI, the medi- tation practices are used as opportunities to experience firsthand the sensations of sleepiness as it arises so that the patient can better con- nect with their own experience of these sensations rather than just havingaconceptualunderstandingofthesesensations.Theroleof the MBTI instructor is to facilitate the connection between the con- ceptual understanding of sleepiness and the experience of sleepiness and other sensations. This experiential approach is consistent with a patient-centered framework by allowing patients to discover sleepi- ness in their own way.

	 

	
SLEEPCONSOLIDATION

	Sleep consolidationis a behavioral strategy for systematically adjustingthe time spent in bed. It is adapted from the sleep restriction therapy developed by Spielman and colleagues (1987). Recall from Chapter 2 that sleep restriction therapy was based on the principle that people with insomnia tend to spend too much time in bed (TIB) as a reaction to difficulty sleeping. unfortunately, the strategy of “casting a wider net to catch sleep” is actually disruptive to sleep physiology. Specifi- cally, spending excessive TIB (usually more than 9 hours) reduces the homeostatic drive to sleep (Process S; see Chapter 1). With reduced homeostatic drive to sleep, sleep disturbance is actually morelikely because there is less homeostatic pressure to maintain sleep during a prolonged period of TIB. As a result, casting a wider net actually per- petuates the problem of insomnia. In sleep restriction therapy, TIB is reduced to better match the amount of sleep time the individual is cur- rentlyexperiencing.Althoughthismightinitiallyleadtolesstotalsleep time(TST),restrictingTIBtakesadvantageofthehomeostaticdriveto sleep,suchthattheincreasedsleepdriveservestoreducethetotalwake time in bed. Gradually, TIB is systematically expanded as the patient experiences less total wake time.

	Beforeprovidingspecificinstructions,MBTIinstructorsshouldcon-

	vey three important points for following the sleep consolidationpro- gram.First,consistencywiththeinstructionsisvital.Muchlikemaking any change to a habit, a commitment to implementing the change can help promote adherence, even when the conditions are not desirable. Thisisespeciallytruewhenthepatientexperiencesanightofpoor sleepandthedesiretoadjustthefollowingnight’sbedtimeorwake-up timeisparticularlytempting.Second,itispossiblethatparticipantswill experiencesomedaytimesleepinessorfatigueduringthisprocess.This is now recognized as a potential side effect of sleep restriction therapy(Kyle, Morgan, Spiegelhalder, & Espie, 2011). Therefore, MBTI instruc-tors should caution participants to be aware of this possibility and to takeappropriateactiontoavoidoperatingmotorvehiclesorother potentialconsequencesofdaytimesleepiness.Thethirdpointistoease concerns that the initial sleep window is not a permanent schedule but a starting point. Some patients get very anxious that this will be their permanentsleepschedule.Instructorscanreducethesefearsbyexplain- ingthatsleepconsolidationisadynamicprocessandtheschedulewill berevisitedweeklyandadjustmentsmadeastheirsleeppatternsbegin to change.

	InMBTI,sleeprestrictioninstructionshavebeenmodifiedtoalign

	withtheprinciplesofmindfulness(seeExhibit6.3forasummaryoftheseinstructions).Establishingtheimportanceofaregularandconsistentrise

	 

	

	EXHIBIT6.3

	InstructionsforSleepConsolidationProgram

	

	Notes:Itisimportanttohelpeachparticipantchoosearisetimeandabedtimethatarerea-sonableandhaveagoodchancetosucceed.Indoingso,havetheparticipantconsiderbothendsofthewindow.Heorshemayinitiallydecidethat7:00a.m.isadesirablewake-uptime.However,iftheinitialtimeinbed(TIB)prescriptionis6hours,thisrisetimewouldresultinanearliestbedtimeof1:00a.m.Upondiscoveringthisfact,theparticipantmaywishtoselectanearlierwake-uptimesothatbedtimecanbeearlierduringthenight.Theinstructormightwanttodothisduringthelargegroupdiscussionorgoaroundtheroomandhelpeachdyad.AlsonotethatcompliancewiththeTIBprescriptionwillusuallybebestwhentheparticipanttakesanactiveroleinselectingthesleepwindow.Theinstructionsbelowcanbeusedwith Handout 5 in the Appendix.

	Instructions:

	
		Begin with establishing a regular rise time (or wake-up time). Emphasize that this is a fixedtime,regardlessoftheamountofsleeporhowonefeelsuponwakingup.Itisbesttochooseawake-uptimethatisreasonablefortheindividualandfitshisorherlifestyle.Onceawake-uptimeisselected,itwillbemaintainedforthenextweek,includingweekendsor offdays.InstructorscanrefertoHandout5asaguidetohelpexplaintheinstructionsandanswerquestionsaboutestablishingaregularwake-uptime.

		Determinethesleepwindow,whichwillbetheamountoftimeallowedtospendinbed. TodeterminetheinitialTIBwindow,theaveragetotalsleeptime(TST)reportedbythepatient on his/her current sleep diary is calculated. Subsequently, the initial TIB window isdeterminedusingtheformula:TIB=averageTST+30minutes.Adding30minutestotheaverageTSTallowsfornormalsleeponsetlatencyandbriefnocturnalarousals.Handout5alsoshowstheformulatodeterminethesleepwindow.

		Oncethesleepwindowisdetermined,remindparticipantsthatTIBisanchoredbytherisetimeinthemorningandarecommendedbedtimeatnight.Ifthistimingdoesnotseem reasonabletotheparticipant,discusspossibleadjustments.Keepingatighterwindow(i.e.,shorterTIB)isusuallypreferredbecauseitprovidesthebestopportunitytodecrease wakefulness.

		Review sleep consolidation instructions if necessary and see if there are any questions. Thenbreakintopairsorsmallgroupstoallowparticipantstodiscusssettingtheirown sleep window. Come back and discuss each person’s sleep consolidation schedule.



	

	 

	 

	 

	time(i.e.,timegettingoutofbedtostarttheday)isthefirststep.This risetimedoesnotneedtobeearlierthanthecurrentwake-uptime, but the consistency of getting out of bed at this time is emphasized. Sometimes“negotiations”willhappen,asitisimportanttostrikeabal- ance between a rise time that is more consistent with the participant’s circadianrhythmandonethatcanbefeasiblysustainedonaregular basis.Myapproachistoselectaschedulethatbalancesthelikelihoodof initial success with one that is realistic given the patient’s level of motivation and lifestyle factors. Once a consistent rise time has been established,thenasleep windowisdiscussedastheperiodfortimein bed(TIB).Theinstructionsforcalculatingthissleepwindowaretypi-

	 

	callybasedonTSTaveragedacrossthemostrecentweek(or2weeks) reportedinthepatient’ssleepdiaries.Thirtyminutesarethenaddedto theaverageTST,tocomeupwiththerecommendedTIB.Forexample, iftheaverageTSTonthesleepdiaryis5hours,thentheTIBwouldbe

	5.5 hours, or 330 minutes in bed. Once the window is established, itis crucialtoemphasizethatthebeginningofthesleepwindowisnotaset time to go to bed. It is very important to pay attention to the state of sleepiness at this time. If the sensations of sleepiness are present such that there is a high probability of falling asleep, then it is appropriateto go to bed. however, if the beginning of the sleep window arrivesand sleepiness is not yet present, then bedtime should be delayed until thesesensationsemerge.Itispossibletoengageinameditationpractice around this time to help bring awareness to the mental and physical states. The key is to become aware of the internal cues that determine whentogotobed,ratherthanexternalcues,suchastheclock,thatare not directly related to the probability of falling asleep. It is importanttonotethatifsleepinessemergesbeforethesleepwindow,bedtime should still be delayed until the beginning of the sleep window. This principle is important to establish regularity of the window.

	After the instructions for sleep consolidation are explained, some further negotiations might be necessary. For example, the placementof the sleep window might need to be adjusted to account forlifestyle preferences,workschedules,orschoolschedules.Itisalsoimportantto emphasizethattheinitialgoalofsleepconsolidationistodecreasetotalwaketimeratherthantoincreaseTST.Forsafetyreasons,TIBisusuallynot reduced to less than 5 hours. Even if participants have an average TSTbelow5hours,limitingTIBbelow5hoursmightleadtoexcessive daytime sleepiness that could put the participant at risk for accidentsoradverseeventsrelatedtosleepiness.Therefore,cautioniswarranted fortheseparticipantsbykeepingtheminimumTIBat5hours.Finally, the importance of consistency during this time should be reinforced. Analogous to training a new pet, the brain needs to have consistent reinforcement to adjust to this new sleep phase. ultimately, the sleep consolidation program will provide patients with a method for deter- mining their own sleep needs.

	InMBTI,instructorsshouldfirstprovidetherationaleandinstruc- tionsforsleepconsolidationandthenallowparticipantstochoosetheir own schedule using handout 5 (see the Appendix). Normally,partici- pants discuss their schedule in pairs and then report back to the group. The instructor can provide guidance when the patient has not applied theinstructionscorrectlyorifthescheduleisclearlynothelpful. Instructors should encourage participants to manage their own sleep consolidation program for several reasons: (a) doing so establishes an opportunitytofurtherdiscoversleepinamannerconsistentwiththe

	 

	mindfulness principles; (b) patients are more likely to adhere to their own schedule if it is set by themselves rather than prescribed by the instructor; (c) setting their own schedules can enhance patient engage- ment and self-efficacy. Finally, it is important to remindparticipantsto keep recording their sleep and bedtime patterns in the sleep diaries. Review of progress depends on the data from the sleep diaries. When participants do not bring in complete sleep diaries, then the sleep con- solidation program is not as precise and might not be as effective.

	 

	hOMEWORKFORSESSION3

	The recommended homework assignment for Session 3 is to alternate the walking meditation and body scan meditation for at least 30 min- utes per day, 6 days out of the week. This allows participants to have some variety in their meditation practice. In addition, participantsare asked to follow the sleep window they developed as part of the sleep consolidation program. Finally, participants should continue to keep recording in their sleep and meditation diaries.

	 

	 

	Session4:WorkingWithSleeplessnessatNight

	

	ThefirstthemeforSession4istoteachparticipantsmindfulmovement through stretching and light yoga. The second theme is to review the initial sleep schedules from the sleep consolidation instructions and to discuss how to make adjustments on the basis of the sleep diary data. The third theme is to introduce sleep reconditioning as a behavioral strategyforworkingwithsleeplessnessatnight.SeeExhibit6.4foran outline of Session 4.

	 

	YOGAORMINDFuLSTRETChING

	ThemovementmeditationforSession4involveseitherlightyogaorgen-tlestretching.Thechoiceofwhichmeditationpracticetoleaddepends ontheinstructor’sbackgroundandcomfortwiththesepractices.Much likemindfulness-basedstressreduction(MBSR),thepracticeofyogain MBTI is not meant to replace or teach formal yoga practices. The pur- poseistobringmindfulawarenesstothebodyasitmovesandstretches indifferentposes.Sincemanyparticipantswillnothavehadexperience with yoga, it might be helpful to explain that the intention in MBTI is not to teach formal yoga practices, but that some of the poses used in MBTI are borrowed from hatha yoga.

	 

	

	EXHIBIT6.4

	Session4Outline

	Theme:WorkingWithSleeplessnessatNightObjectives

	
		Provideinstructionsformindfulmovement.

		Reviewsleepconsolidationandprovideinstructionsforadjustingthesleepwindow.

		Provideinstructionsforusingsleepreconditioningto workwithsleeplessness.



	Activities

	
		MeditationPracticeandInquiry



	
		Introducemindfulmovementandstretching(lightyoga)

		Sittingmeditation

		Inquiryanddiscussionofmeditationpractices



	KeyPoint:Introduceyoga/lightstretchingasamindfulmovementpractice.

	
		InsomniaDidacticsandStrategies



	
		Reviewprogresswithinitialsleepconsolidationandmakeadjustmentsasneeded.

		Provideinstructionsforsleepreconditioning.



	Key Point:Provide rationale and instructions for sleep reconditioning. Emphasizetheconnectionswiththeongoingpracticeofawarenessofsleepinessandwakefulness.

	HomeworkforSession4

	
		Completesleepandmeditationdiaries.

		Alternatemindfulmovementandsittingmeditationforatleast6days(30minutesperday).

		Followsleepconsolidationand sleepreconditioninginstructions.



	

	 

	 

	 

	The gentle stretching is a series of stretches that I developedonthe bases of my own movement meditation practice and my experi- enceasapersonaltrainer.Thepurposeissimilartothatofhathayoga, except that these are simple stretches that might be less intimidating for an instructor without experience teaching yoga. I do incorporate a few yoga poses (e.g., mountain pose, child’s pose, table pose) into the sequence,butIdonothaveanyformaltraininginyogamyself.Theset of stretches that I have used in MBTI is listed in Exhibit 6.5.

	Instructors should pay attention to a few issues when leadingyoga or mindful stretching. First, it is important to guide the class slowly through a sequence of postures or stretches, with appropriate teaching comments interspersed as needed. Verbal guidance should be explicit andaccuratesothatparticipantsknowwhattodowithouthaving tolookattheinstructorallthetime.Theinstructormightfirstneed to practice alone or lead a mindful movement session with family or friendsbeforeleadingaclass.Second,itisimportanttoencouragepar- ticipants to be conservative and to listen carefully to their own bodies. Emphasisisplacedonmindfulnessandapproachingone’slimitswith

	 

	

	EXHIBIT6.5

	MindfulMovementExercises

	

	Notes:Beforestartingthemindfulmovementexercises,remindparticipantstokeepinmind theprinciplesofmindfulness.Thisincludesapproachingthisasa“non–goal-orientedexer-cise” by keeping a perspective of acceptance, non-striving, and beginner’s mind. Also, remindparticipantstopayattentiontotheirbodiesandworkwithintheirlimitations.Notethe limitations,anddonotpushbeyondthebody’scapabilitiesatthistime.Ontheotherhand,encourageparticipantstogentlyexploretheirlimitsandthebody’scapabilitiesrightnow,notwhatitusedtobe.Beawareofinstanceswherepainorinjurytothebodyinthepasthasled toprotectingourselvesbybackingofforrestrictingmovement.

	Sampleexercisesformindfulstretchingandmoving:

	Whilestanding

	
		Mountainpose

		Neckrolls

		Shoulderrolls

		Armcircles

		Stretchingupwardandslowlyletthearmsdowntotheside

		Gentle twist from side to side

		Squatsordeepkneebends



	While onhandsandknees onthemat

	
		Cowpose(inhale,headlooksup,curveinthelowerback,toescurlin)

		Catpose(exhale,headlooksin,toespointout,roundback)

		Stretchshouldersandback



	Whilelyingonthemat

	
		Corpse pose(palmsfacingup,stretching bodyout)

		Stretching—hamstring, (each leg), hip flexors (each leg), arms outstretched (back andshoulders)

		Bridge—archingthebackanddoingthebridge



	

	 

	 

	 

	gentleness.Therefore,participantsshouldavoidanyposturesthey feelwouldcauseinjuryorasetback,andtheyshouldbeinstructed toexperimentverycautiouslywhenindoubt.Instructorsshouldpayparticular attention to people with lower back or neck problems and topeoplewithgeneralchronicpain.Finally,itisimportanttomaintaintheprincipleofnonjudgmentalawareness.Participantsmightcommentthattheyarenotdoingaposeorstretchcorrectlybysaying,“Ican’tseem to do this pose” or “I am not flexible enough to do this stretch.”Ifsuchcommentsaremade,instructorscanremindparticipantsthatthereisnorightorwrongwaytomeditate.Aslongasparticipantsarebringing mindful awareness to their body’s movement and limits, thenthey are practicing mindfulness meditation.

	 

	By the end of Session 4, all formal meditations should have been introduced and led at least once during the session so that participants havehadtheopportunitytoexperiencethecompletesetofguidedmed-itations for MBTI. Moving forward, the first hour of MBTI consists of twomeditationpractices,typicallyonequietmeditationandonemovement meditation. MBTI instructors can select which meditations seem most appropriategiventhedynamicsoftheclass.Instructorsmightalsovary the setting, doing a walking meditation outside or in the hallway (if appropriate) or even conduct sitting meditations in chairs rather than on the ground. These are done in the spirit of beginner’s mind, so that each meditation practice is seen as a new practice, even if the type of meditation has been practiced many times by participants throughout MBTI. During the period of inquiry, it is important that the instruc-tor continues to practice mindful listening. It is tempting to use cer- tain comments from participants as teaching points, but this is not the purpose of the period of inquiry. Instead, the instructor can point out interesting insights that the participants report, but she or he should refrain from expressing preferences regarding the participants’ experi- ences (e.g., who is doing it right or wrong).

	 

	REVIEWING AND ADJuSTING ThESLEEP CONSOLIDATION WINDOW

	The insomnia-related didactic portion of Session 4 should start with areview of the sleep consolidation schedule that was assigned in Session 3.ThisreviewwillcontinueinSessions5,6,and7,soitisimportanttosetaprecedentforhowtoreviewthescheduleandmakechanges.Thesleepconsolidationprogramisreviewedonaweeklybasisusingthepartici-pant’ssleepdiariestodiscussprogressandtheneedtomakeadjustments tothesleepwindow.Itisveryimportanttoreviewprogressandreinforcetheconceptsofsleepconsolidationwhentheyreturnafterthefirstweekoffollowingthesleepwindow.Thisallowstheinstructortoexaminehowconsistentlyparticipantshaveadheredtothesleepwindow.First,consis- tencyoftherisetimeisimportanttomonitor.Becausemanypeoplewithinsomnia are used to sleeping in whenever they can during weekends or days off work, consistency on these days is especially important for theinstructortoreview.Ifparticipantsarehesitantaboutgettingoutof bedorcomplainthattheyarenotlikelyto“makeupforlostsleep,”itis importanttoremindthemthattheinconsistencyislikelytoconfusethe brain.Muchliketrainingapet,consistencyisimportantforthebrainto understandthatwearetryingtoestablishafixedrisetime.Delayingthe wake-uptimebymorethananhourcancreatetheeffectofsocialjetlagthatwasdescribedinChapter1.Theresultisaninconsistentrhythmthatmimicstravelacrossseveraltimezonesduringtheweekendoroffdays.

	 

	Asecondcommonmistakeisthatparticipantsthinkthatthebegin- ning of the sleep window is the time they should be going to bed, and hencetheycontinuetoexperienceprolongedsleeponsetlatency after they go to bed. This is usually detectable by reviewing the sleep diaries. If bedtime is the same time, or nearly the same time, as the beginning of the sleep window, and sleep onset is prolonged (e.g., for more than 30 minutes), then it is helpful to ask participants how they decided when to go to bed. Most often they will report following the sleepconsolidationschedule.Ifthisisthecase,thenitisimportant to review the instructions, emphasizing that while the morning rise time is fixed and should be followed consistently, the beginning of the window represents the earliest time that one can go to bed. The key to determining when to go to bed is based on an awareness of the mentalandphysicalstatesatthattime.Ifsleepinessisnotyetpresent,itisbetterto delay bedtime until it is. If the sensation of sleepiness is present at the beginning of the sleep window, then it serves as a signal from the body that it is ready for sleep. MBTI instructors should reinforce the connection between identification of sleepiness and the behavioral strategies as needed.

	A third common mistake is that participants keep the duration of the sleep window intact but decide to move the position of the sleep window from day to day. For example, the sleep diary might showthat the individual is spending only 6 hours in bed, as agreed on forthesleepwindow.however,reviewofthediariesindicatesthaton Monday night the 6 hours occurred between 12:00 a.m. and 6:00a.m.; onTuesdaynightthe6hoursoccurredbetween1:00a.m.and7:00a.m.; andontheweekendsthe6hoursoccurredbetween3:00a.m.and 9:00 a.m. It is important to reinforce the importance of keeping the timingorpositionofthewindowsteady.Ifitmovesseveralhours, it could still create social jet lag. Also, moving the sleep window fre- quently tends to be a reaction caused by poor sleep, social activities, trying even harder to control sleep, or a misunderstanding of the pur- pose of the sleep consolidation program. here, it might be helpful to explainthatfollowingthesleepconsolidationwindowatthesametime removes the “thinking” behind deciding how to compensate for poor sleepandinstead,remainingsteadywiththesleepwindowactually helpstocultivateself-efficacyregardingsleep.Ratherthancontinu- ingtochasesleeporreactingtosleepdisturbance,thesleepconsolida- tionscheduleisdesignedtoprovidetheoptimalconditionsforsleepto occurduringaprespecifiedwindow.Overtime,thisallowsthebrainto become reprogrammed for sleep.

	The concept of sleep efficiency is usually introduced in Session 4 duringthereviewoftheinitialsleepconsolidationschedule.Sleepeffi- ciencyisexplainedtoparticipantsasawaytocalculatehowefficiently

	 

	wearespending ourtime inbed. Theformula forsleep efficiency(SE)

	isSE=TST×100

	TIB

	As can be seen from the formula, sleep efficiency is a percentage ofactualsleeptimeduringthetimespentinbed.Optimizingsleepeffi- ciencyisoneofthegoalsofthesleepconsolidationprogram.Oftenpar- ticipants are anxious or skeptical, believing that spending less time in bed results in decreased TST, thus their sleep efficiencies remain low.however,sleepresearchindicatesthatspendinglesstimeinbedincreasesthehomeostaticpressureforsleep,thusincreasingthelikelihoodof sleeping(Spielmanetal.,1987).AlthoughtheremightbeanoccasionalnightduringwhichTSTisindeedlow,itishighlyunlikelythatthistrendwouldcontinueoverseveralnights.Furthermore,sleepefficiencyisan indexthatispartlycontrollable(TIB),whereasattachmenttototalsleep time is likely to remain unpredictable and uncontrollable. In this way, the sleep consolidation program can promote a shift in sleep-relatedmetacognition.

	After explaining the concept of sleep efficiency, the instructor shoulddemonstratehowthiscanbecalculatedfromthesleepdiaries.Itishelp- fultobringcalculatorstothissession.Participantsareinstructedtocal- culatetheirsleepefficiencyforeachnightofthelastweekandthentake the average to calculate the sleep efficiency for the entire week. This average sleep efficiency is then used to determine whether changes to the sleep window are needed. (The instructions for adjusting the sleep windowareprovidedintheAppendix,handout6.)Ingeneral,theinter- pretationofsleepefficienciesfallintocategoriesthataresimilartotheAs,Bs,andCsonschoolexams.Changestothesleepwindowarenor-mallymadeinsmallincrements,either15minutesor30minutes,atmost.Thesleepwindowisincreasedforparticipantswhoreportsleepefficien-ciesinthe“Arange”(sleepefficiency90%orhigher),accompaniedby aself-reportoffeelingsleepyduringtheday.Together,theseareindica- torsthattheparticipant’ssleepdriveishighandtheyarelikelygetting insufficient sleep. The instructor then discusses whether the additional timeshouldbeaddedatthebeginningofthesleepwindoworatitsend. Determination for whereto add theadditional time dependson several factors,includinglifestylepreferences,workschedules,considerationsforchildren’sorapartner’sschedules,aswellasaperson’schronotype(i.e.,hisorherpreferenceformorningoreveningactivities).Frequently,the decisionismadeonthebasisofpracticalconsiderations.Forexample,aworkingadultwhomustgetoutofbedby6:00a.m.eachweekdaymorn- ingwillneedtoaddthe15minutesbyadvancingthebedtime15minutesearlier. Determination for the amount of time to add depends on the degreeofsleepinessandclinicianjudgmentastothelikelybenefitofan increased window. One rule of thumb to follow is that the tighter the

	 

	sleepwindow,thefastertheresultsusuallyhappen.Spendinglesstimein bedallowsthesleepdrive(ProcessS)toaccumulateoveralongerperiodofwakefulness,resultinginamorepotentappetiteforsleep.Inessence, thisisacontrolledformofpartialsleepdeprivation,whichincreasestheprobability that the sleep system will generate a high sleep efficiency dur-ingthesleepwindow.however,itisalsomoredifficulttoremainconsis-tent in following a tighter sleep window. The wider the sleepwindow, the easier it is to follow, but the results might not happen as quickly. Clinicians should use these considerations to discuss with participants andcometoamutualagreement.Gainingtheparticipant’sperspectiveandparticipationinmakingthedecisiontogetherwillincreasethelikeli-hood that the participant will adhere to the schedule.

	Iftheparticipanthasasleepefficiencyinthe“Crange”(sleepeffi- ciency less than 80%), the sleep window is normally reduced by 15 or 30 minutes. Sleep efficiencies in this range reflect that the windowis still too wide and sleep is not sufficiently consolidated. If participants arereluctanttoreduceTIB,itmightbehelpfultoremindthemthatthis isatemporarytoolandthatoncesleepefficienciesincrease,TIBcanbe increased. Recall that the minimum TIB is usually 5 hours because of safetyconcernsrelatedtoexcessivedaytimesleepiness.Evenifpartic- ipants have low sleep efficiencies with this amount of time in bed, itmightbeprudenttoallowthemtoremainatthesamesleepschedulefor anotherweek.Anotheroptionfortheseparticipantsistocombinesleepconsolidationwithsleepreconditioning(whichisdescribedsubsequently).If the participant has a sleep efficiency in the “Brange” (less than90%and80%orhigher),thesleepwindowisusuallykeptconstantfor another week. The rationale is that it might be best to stay at this win- dow for another week to collect more data and see if sleep efficiencies will improve. Some patients might choose to be more aggressive and arewillingtoreduceTIBinanefforttoimprovesleepefficiencymore quickly. This is permissible, but the decision should be made with the patient’sapprovaltoenhancemotivation.Instructorscanusediscretion

	astowhetherornotthepatientisreadytomakeadjustments.

	Aftertheyreceiveinstructionsforhowtomakechangestotheirsleepwindow,participantsareencouragedtodiscussinpairsorsmallgroupshowtheywishtoimplementthesechangesduringthenextweek.After5 to10minutesofdiscussionwiththeirpartner,eachparticipant reports tothe group what adjustments they would like to make to their schedule for the next week. The instructor should provide guidance when ques-tions arise and assess for safety concerns (e.g., excessive daytime sleepi-ness,symptomsofmaniaordepression).Aswiththeperiodofinquiry,theMBTIinstructorshouldlistenmindfullyaseachparticipantprovidesan update and should not interfere unnecessarily with the participant’s selected schedule.

	 

	Thesleepconsolidationprogramcanbeapowerfulbehavioral strategywithinMBTI.Yet,itcanalsofacilitatemetacognitiveshiftsin several ways. First, directing attention to sleep efficiency rather than TST provides a shift in the conceptualization of sleep needs. By shift- ingthoughtsawayfromTST—asleepparameterthatisnotdirectly controllable—and toward sleep efficiency, a sleep parameter inwhich TIBcanbecontrolled,participantslearntobringattentiontohowthey areusingtheirTIBratherthantohowmuchtheyaresleeping.Forexample, sleep efficiency can be increased by reducing TIB, even if TSTremainsthesame.Italsoreinforcestheprinciplesofnonattachment to sleep, as now there is a window set aside and one simply allows for sleep to “fill up that window.” Although sleep might not completely fillupthatwindoweverynight,establishingaregularwindowpro- videsagreaterprobabilityofsleepoccurringduringthisperiod.Finally, sleep consolidation reinforces the notion of beginner’s mind by shift- ing the approach from trying to achieve a certain amount of sleep to discoveringone’ssleepneedswithinascheduledwindow.Theprocess of adjusting the sleep window serves as a self-directed experiment to determineone’sownsleeptimingandsleepneeds.Ratherthanrelying on the media or scientific reports that advise on the average amount of sleep needed, this provides a systematic method of determining one’s personal sleep needs. Much like trying on different shoes, it is about finding the shoe size that fits best for each person rather than finding theshoethatfitstheaverageperson.Theseexplanationscanalsoserve as ways to create metacognitive shifts and reduce secondary arousal in the context of insomnia.

	 

	SLEEPRECONDITIONING

	ThethirdmajorthemeofSession4istointroducetheinstructions forsleepreconditioning.Manypeoplehaveheardthatitisbesttoget outofbediftheycannotsleep.Somemighthavetrieditonafew nights but found that it was not helpful. Others worry that it will make theirsleepproblemworse.Mostpeopledonotunderstandthetheory and rationale behind these instructions, which come from a behavioralintervention known asstimulus control(Bootzin, 1972; Bootzin, Epstein,& Wood, 1991). This intervention was first introduced in Chapter 2 andis based on the theory of conditioned arousal. In the context of normal sleep,thebedandbedroomserveascues,orstimuli,thatareassoci- atedwithrelaxation,sleepiness,andsecurity,whichpromotesleep. however, as insomnia develops and the experience of difficulty falling asleep at the beginning of the night or falling back to sleep in the middle ofthenightbecomesmorefrequent,frustrationandanxietyemerge whilethepersonislyinginbedtryingtosleep.Overtime,thefeelings

	 

	of frustration and anxiety become associated with the bedroom envi- ronment, and this environment is no longer a discriminative stimulus for sleep. This association creates conditioned performance anxietyin whichthecondition(bedroom)toperform(gotosleep)createsanxiety and difficulty, further preventing effective performance (sleeping). As a way to extinguish the conditioned performance anxiety and reestab- lish the bed and bedroom as discriminative stimuli for sleep, the origi- nal instructions for stimulus control involve getting out of bed when unabletosleepandreturningtobedonlywhensleepy.Asanextension, the bed is not used for anything except for sleep. For example, eating, working,andwatchingTVinbedareprohibited.Theoneexceptionto the rule is sexual activity. Finally, the wake-up time should be fixed, regardlessoftheamountofsleepobtainedduringthenight.Overtime, the stimulus control instructions are designed to decrease the condi- tioned arousal and reestablish the discriminative value of the bed and bedroom to promote sleep.

	In MBTI, sleep reconditioning adapts the essential instructions of stimulus control with a delivery that fits the framework ofmindful- nessprinciples.Instructionsforsleepreconditioningareprovidedinthe Appendix (handout 7), which should be given to participants. Similar toprovidinginstructionsforsleepconsolidation,itisparamountfor MBTIinstructorstoemphasizetheimportanceofrecognizingthestate ofsleepinesswhenfollowingtheinstructionsforsleeprecondition- ing. Without understanding the sensations associated with sleepiness, thesleepreconditioninginstructionswouldnotbeeffectivebecauseof the theory behind reconditioning the bedroom environment with sleepiness. In MBTI, the meditations serve as a means of cultivating greater awareness of the state of sleepiness and being able to discernit from other states, such as fatigue or depression. Once again, aware- nessbecomestheplatformfordecidinghowtoengageinsleep-related behaviors.Inthiscase,awarenessofsleepinesshelpstodetermine whether one is ready to go to bed, which is based on the presence or absenceofsleepinessatthatmoment.Ifsleepinessisnotpresentwhen lying in bed, then the probability of falling asleep is low, and it would be important to get out of sleep mode (see the Appendix, handout 7, Step 2). Ideally, it would be best to leave the bed and bedroom. Once outofsleepmode,oneshouldengageinasoothing,relaxingactivityfor thesakeofenjoyingtheactivity,notforthesakeofenablingareturntobed.Stayingindimlightcanalsoavoiddisturbancestothecircadiansys-tem(ProcessC).Itcanbedifficulttofindanactivitytodointhemiddle of the night without wanting to go back to bed. Some activities that patients have found to be helpful include knitting, crochet, or reading somethinglight(e.g.,magazine,comicbook).Onecommonmistakein implementingtheseinstructionsistouseaboringactivity,asopposed

	 

	toasoothingactivity,andtosimplycounttheminutes(orhours)before onecanreturntobed.Apatientoncetoldmethathewouldgetout of bed to read the telephone book in the middle of the night. When I asked him if he found this to be soothing, he said, “No! I hated myself forhavingtoreadthephonebooktofallasleep!”Clearly,thispatient’s approach is inconsistent with mindfulness and is not likely to be help- ful, as it does not remove the effort to sleep and is not grounded in self-compassion. Therefore, it is important to have a discussion with participants regarding what to do when they choose to get out of bed. The third step (see the Appendix, handout 7, Step 3) is to return tobedwhensleepy.Again,awarenessofthesensationsofsleepiness rather than the clock time should be used to decide when to return to bed. Many people will worry that if they do not go back to bed within 30 minutes or a certain amount of time, then they will remain awake the rest of the night. This possibility should be acknowledged, but it is unlikely to persist night after night because of the homeostatic drive for sleep. Finally, it is important to reinforce the instructions of avoid- ing waking activities while in bed. This includes watching television, usingaportableelectronicdevice(e.g.,laptop,tablet,cellphone), eating, studying, or doing work.

	MBTI instructors should be cognizant of a few important issues relatedtodeliveringsleepreconditioninginstructions.First,theimpor-tanceoffollowingtheseinstructionsconsistentlyshouldbeemphasized. Furthermore,itshouldbeemphasizedthattheseinstructionscanbeusedmorethanonetimepernight.Muchlikesleepconsolidation,inconsis-tentapplicationofthistechniqueisnotlikelytoyieldconsistentchanges insleep.Insomecases,itmightbebettertoallowparticipantstheoptionofchoosingtofollowthesleepreconditioninginstructionsorthesleep consolidation window. A guiding principle for making this decision is that the sleep window is an a priori decision, such that the window is setfortheentireweek.Thismightbemorehelpfulforparticipantswhoare still experiencing persistent sleep difficulties on a nightly basis. Sleepreconditioninginstructionscanbeimplementedonaconditionalbasis, ifsleepproblemsoccuronanygivennight.Thus,participantswhohave amorevariablepatternofsleepdisruptionmightprefertofollowsleep reconditioning instructions, as they only have to implement them onthenightsweresleepdisruptionissignificant.Forexample,aparticipantwhoexperiencesprolongedawakeningsinthemiddleofthenightthree nights out of the week, but not on the other nights, would only have to use sleep reconditioning on those three nights.

	Asecondconsiderationistodiscusswhatactivitiesarepermissible when getting out of bed. The question of reading and watching televi- sionisaverycommonone.Inthespiritofmindfulness,Inormallysug- gestthattheactivitiescanvarybetweenindividuals,buttheimportant

	 

	principleistofindsomethingsoothingandpleasantandnotsomething thatpromotessleepeffort.Frequently,thisleadstothequestionofprac- ticing meditation as an activity for sleep reconditioning. This can be a difficult choice and might depend on the progress the participant has made in his or her own meditation practice. If the participant appears tounderstandtheprinciplesandseemstobeabletoapplytheprinciples of mindfulness during meditations at night, then it would be fine to allow meditation practice as part of sleep reconditioning. however, if the participant seems to be using the meditation as a way to help go back to sleep, then the principle of nonattachment to sleep would be violated, and it would be best not to practice meditation during these nocturnal awakenings.

	Finally, the question of whether or not one has to get out of bed should be addressed. An experiment conducted many years ago pro- videdinsightintothisquestion.ZwartandLisman(1979)conducted a study of 47 undergraduates assigned to stimulus control (allinstruc- tions), temporal control (lie down only when sleepy, rise at the same time each day, do not nap), noncontingent control (a fixed number of risingsfrombedwithin20minutesofgoingtobed),countercontrol(sit upinbedandread,watchTV,etc.,ifunabletosleep),ornotreatment. They found countercontrol as effective as stimulus control, suggesting thatdoingadifferentactivitywhenunabletosleepissufficienttoelimi- natetheassociationofthebedasacueforarousal.Therefore,itseems thattheimportant“ingredient”ofsleepreconditioningisto“getoutof sleep mode” rather than getting out of the bed.

	Similartotheactivityforsleepconsolidation,itcanbeusefultohaveparticipants break into pairs or small groups to discuss how they wish to implement the sleep reconditioning program. Participants should be encouraged to discuss what they will do when they get out of bed orwhentheywillchoosetogetoutofbed.Instructorsshouldprovideguid-ancewithoutspecificallytellingtheparticipantswhattodo.Again,this follows a patient-centered approach to facilitate mindful discoveryof how these strategies can be implemented in their individual situations.

	 

	hOMEWORKFORSESSION4

	The homework assignment for Session 4 is to alternate mindfulmove- ment with sitting meditation for 30 minutes a day, at least 6 days outof the week. In addition, participants are asked to follow the changesto their sleep consolidation program and to follow the instructions for sleep reconditioning. Finally, participants are asked to continue with the sleep and meditation diaries. Participants should begin to see how these diaries are used in the MBTI program to inform the behavioralcomponents.

	 

	BytheendofSession4,participantswillhaveexperiencedatleast two quiet meditations and two movement meditations, which serve as the practice for cultivating awareness. They will also have the instruc- tions for the two main behavioral components of sleep consolidation and sleep reconditioning, which provides a means of taking mindful action based on the awareness of the state of sleepiness. Although theconceptofmetacognitionsmightbediscussedduringsomeofthebehav-ioral instructions, the focus of Sessions 5, 6, and 7 turns more directly to addressing metacognitions in the context of insomnia.
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	indfulness-based therapy for insomnia (MBTI) often uses the termshiftto refer to a subtle or small magnitude of change. This idea fits the metacognitive model of insomnia that was described in Chapter 4 and is an important feature of work-ing with sleep-related arousal in MBTI. Expanding aware-ness to include metacognitions and then making incremental shiftsinmetacognitionscanopenupopportunitiestosee the problem of insomnia from different perspectives. In Ses-sion5,theterritoryofinsomniaisintroducedtoparticipantsasa different way to think about the various domains (behav- ioral, cognitive, metacognitive) that are encompassed in the course of chronic insomnia. Sessions 6 and 7 explore other domains within the territory of insomnia, including accep- tance and letting go, revising the relationship with sleep, and finding other ways to engage in self-compassion and self-care that do not directly involve getting more sleep. During these sessions, the focus is on applying mindfulness prin- ciples and practices to create metacognitive shifts in working withthoughtsandfeelingsrelatedtoinsomnia.Participants
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	closelyexaminethewaytheyapproachbothsleepingandwakingstress,andwhenpossible,findwaystoshiftoutofareactivemodethatbringsmindfulnessintotheirdailylives.Furthermore,identificationofpersonalvalues and examining choices that can be congruent with these values are discussed as a means of handling relapse prevention and poten-tial future episodes of insomnia. Therefore, these sessions are grouped together in this chapter because they are aimed at metacognitive shifts usingthemindfulnessskillsandpracticesthathavebeentaughtduring the first half of MBTI.

	 

	 

	
Session 5: TheTerritoryofInsomnia

	

	ThEhALFWAYPOINT

	Session5marksthehalfwaypointintheMBTIprogram.Bythistime, participants should have a formal meditation practice established, and they should be familiar with the series of quiet and movement medi- tations that are used in MBTI. They should also be familiar with thebehavioralstrategiesandbeimplementingsleepconsolidationandsleepreconditioning at home.

	Session 5 has three major themes. First, the halfway point offersan opportunity to reinforce the meditation practice and to encourage participants to recommit to the practice of meditation for the second halfoftheprogram.Second,continueddiscussionsshouldoccurabout howtoadjustthesleepconsolidationandsleepreconditioningpro- grams during the insomnia-related didactic portion of the session. The thirdthemeistointroducetheconceptoftheterritoryofinsomnia.The territoryofinsomniaservesasamodelformakingmetacognitiveshifts, such that participants are encouraged to use the platform of awareness to view the problem of insomnia in ways that might be different than before and to apply mindfulness principles to work with their own ter- ritory of insomnia. See Exhibit 7.1 for the Session 5 outline.

	 

	MEDITATIONPRACTICEANDPERIODOFINQUIRY

	The meditation practice follows the structure for a movementmedita- tion and a quiet meditation that was established during the first half ofMBTI.Instructorsmightbegintoexperimentwithsubtleshiftsinleading themeditationpractice.Forexample,instructorsmightprovidelessguid-ance during a sitting meditation and encourage participants to explore whateverarisesinthemindandbodyontheirown.Thisissometimes

	 

	

	EXHIBIT7.1

	Session5Outline

	Theme:TheTerritoryofInsomniaObjectives

	
		Encourage participantstomake arecommitmentto themeditationpractice.

		Discusshowtomakeadjustmentstosleepconsolidationandsleepreconditioning.

		Explaintheconceptoftheterritoryofinsomnia.



	Activities

	
		MeditationPracticeandInquiry



	
		Movementmeditation(walkingmeditationormindfulmovementandstretching)

		Quietmeditation(bodyscanorsittingmeditation)

		Inquiryanddiscussionofmeditationpractices

		Reviewofmeditationpracticeathalfwaypoint



	KeyPoint:Encourageparticipantstodeepentheirmeditationpractice.

	
		InsomniaDidacticsandStrategies



	
		Introduceanddiscusstheconceptoftheterritoryofinsomnia.

		Reviewprogresswithsleepconsolidationandmakealterationsasneeded.

		Reviewprogresswithsleepreconditioningandreinforceinstructionsasneeded.



	Key Point:Encourageparticipantstorecognizethatinsomniaismorethanjustaproblem of not sleeping at night.

	HomeworkforSession5

	
		Completesleepandmeditationdiaries.

		Alternatebetweenamovementmeditation(mindfulwalking,yoga)andquietmeditation(sittingmeditation,bodyscan)foratleast6days(30minutesperday).

		Continue with sleepconsolidation andsleep reconditioninginstructions.



	

	 

	 

	called achoicelessawarenessmeditation in which there is more silenceand space for participants to provide self-guidance during themedita-tionpractice.Thisisonewayto“takeoffthetrainingwheels”duringthemeditationpracticeandallowparticipantstopracticeself-guidedmedi- tations. Ultimately, participants should be able to conduct self-guided meditationsratherthanrelyingonguidancefromaninstructorordigital media for every meditation practice.

	DuringtheperiodofinquiryinSession5,instructorsshouldspend timecheckinginwithparticipantstodeterminewhethertheyarewilling torecommittocontinuingthemeditationpracticeforthenext4weeks. Astheymakethisrecommitment,participantscanberemindedtoletgoofexpectationsforthesecondhalfoftheprogramonthebasisofthefirsthalfofthecourse.Itisalsoanopportunitytopracticebeginner’smind. Instructorscanfacilitateadiscussiononwhatparticipantshavelearned thusfarinMBTIoriftheyhavenoticedanychangessincestarting MBTI.Asparticipantshavebeenpracticingmeditationforafewweeks

	 

	atthispoint,manymightbegintodescribenewdiscoveriesoftheir mental and physical states. Below are quotes from past participants in MBTI groups. One participant commented at the halfway point:

	For several months, I would dread going to bed because I just didn’tknowhowit[sleep]wouldgo.Duringthelast2weeks,

	I don’t think I have had that same feeling of anticipation [ofnotsleeping].

	Others might report that they are noticing more variability intheir sensationsofsleepinessandfatigueacrosstheday.Anexampleofthis is described in the following paragraph.

	I used to feel sleepy and tired all the time, but I have noticedthat it is not as constant as it used to be. I now feel more sleepy in

	the afternoon, but then feel more energetic later in theevening. Not sure if things have actually changed or if I am just seeing itdifferently.

	Still others might comment on how they have noticed a tendency to automatically respond in a particular way. One participant made the following observation:

	After we learned about being on automatic pilot, I realizedhow reactive I am. I am still learning how to work with this but at least now I can see it. The breathing [meditation] is like a GPS for me.

	Someparticipantsmightnotreportanynewdiscoveries.Inthespirit ofpracticingthemindfulnessprincipleofnonjudging,instructorsshouldacknowledgethatitisfinenottohaveanynewdiscoveries.Thisavoids inadvertentlycommunicatingtoparticipantsthathavingnewdiscover- iesisdesirable,whichcouldbeperceivedasavaluejudgement.Thekey is to encourage participants to continue with their meditation practice andjustwatchandseewhatarises.Astheseobservationsindicate,par- ticipantswilloftenlearnsomethingaboutthemselvesorgainadifferentperspectiveabouttheirsymptomsofinsomnia.Metacognitiveawarenessis the starting point for making metacognitive shifts.

	 

	INSOMNIADIDACTICSANDTROUBLEShOOTING

	During the insomnia didactic portion of Session 5, adjustments to the sleepconsolidationandsleepreconditioningprogramsshouldcontinue asdiscussedinChapter6.Someparticipantsmightvoicedifficultiesin adheringtotheinstructions.Forexample,aparticipantfromonegroup stated that the thought of getting out of bed in the middle of the night was“repugnant,”andherefusedtodoso.Othersmighthavediffi- cultykeepingaconsistentwake-uptime.Thetroubleshootingforthese challenges can be done in small groups or pairs, followed by a groupdiscussion.Thisallowsparticipantstodiscusstheirchallengeswiththeir

	 

	peers and work together toward finding solutions. During thetrouble- shooting process, MBTI instructors should practice mindfulness prin- ciples and reinforce the rationale of the instructions when needed but otherwiseallowparticipantstodiscoversolutionsontheirown.Excep- tions should be made if a participant is not implementing the instruc- tions correctly or if the instructor feels that there might be a potential risktotheparticipant.Forexample,aparticipantwhosetsasleepwin- dowforonly4hoursmightbeatriskforexcessivedaytimesleepiness. Managinggroupdiscussionstakesmindfulpracticetoavoidwantingto immediately fix a sleep window that is not working for a participant. Often at least one group member will have seen improvements in his orhersymptoms,andthispersoncanthenbeveryhelpfulinproviding peersupportandhelpingothersproblemsolve.Thisscenarioshouldbeallowedtounfoldorganically;theMBTIinstructorshouldnotencourageone group member to help others.

	 

	ThE TERRITORY OFINSOMNIA

	Recall from Chapter 4 that theterritoryofinsomniarefers to the entire rangeofsymptoms,behaviors,thoughts,andvaluesthatencompass the experience of chronic insomnia. I selected this term intentionally because the wordterritoryis not commonly used to describe a health condition,muchlessasleepdisorder.Itstandsoutasbeingawkward or unusual, and people will ask, “What do you mean by the territory of insomnia?” Addressing this question provides an opportunity torecon- sidertheexperienceofinsomniafromamindfulstancethatisnot boundbythecriteriaforinsomniadisordersortheetiologicalmodels of chronic insomnia. This can involve a metacognitive shift and a prac- ticeofbeginner’smindwithregardtowhatinsomniameans.Rather thanjusttryingtosleepmoreorsleepbetter,seeingtheentireterritory ofinsomniaallowsparticipantstheopportunitytomoreeffectivelyuse the skills they have acquired during the initial phase of MBTI. This involvesmetacognitiveshiftsbyrelatingtotheproblemofinsomniain a new or different way. It might also involve skillful action in thoughts and behaviors that do not directly involve trying to sleep, providing a differentwaytostepoutsideoftheterritoryofinsomniaandreduc- ing the attachment to wanting better sleep. On the basis of the meta- cognitive model of insomnia (Ong, Ulmer, & Manber, 2012), it directsthe attention away from the nighttime symptoms and toward a more balanced and flexible perspective of insomnia with a commitment to broader values. The concept of seeing insomnia as a territory is bor- rowedfrommindfulness-basedcognitivetherapy(MBCT),inwhich the territory of depression is used as a means of reconceptualizing areasto apply mindfulness skills to prevent the relapse of depression (Segal, Williams, & Teasdale, 2002).

	 

	The territory of insomnia might not be an intuitive conceptthat participants can immediately understand. Therefore, it is helpful to have a group discussion when explaining this concept. Instructors can beginbyaskingparticipantsquestionsrelatedtoinsomniatodetermine whetherthereareanychangesintheirconceptualizationofinsom- nia at this point in the MBTI program. Possible questions include thefollowing:

	❚Whatdoesinsomniameantoyou?

	❚hasthemeaningofinsomniachangedsinceyoustartedthisprogram?

	❚Arethereotherareasinyourlifethatyoufeelarerelatedtoinsomnia?

	Itmightbehelpfultodistributeahandoutwiththecriteriafor insomnia disorders as a tool for discussion. Sometimes, drawing the territory of insomnia on a blackboard or whiteboard and having par- ticipants comment on what things fall into the different categories can aid in connecting the concept with the participant’s experiences. The drawingusuallyconsistsofaseriesofconcentriccircles,withsleepdis- turbance at the core and the outer rings representing other domains or aspects of the experience of insomnia (see Figure 7.1). The key point to communicate in this discussion is that the experience of insomnia can include many areas outside of the symptoms of insomnia, such as feelingsofisolation,lossofconfidence,urgencytofixtheproblem,or changes in social schedule. Allowing each individual to discover what fallsunderhisorherterritoryofinsomniacanprovideamorecompre- hensive map of different territories to work on that might be outsideofsleepingatnight.Followingthelargergroupdiscussion,participants can break into small groups or partners to have more intimate discus- sions about what the territory of insomnia means for each participant. Specifically,participantsshouldbeaskedtoconsidertwoquestions:

	(a)Whatisyourterritoryofinsomnia?(b)howmightyouapproach

	thisterritoryinamindfulway?

	 

	hOMEWORKFORSESSION5

	ThehomeworkforSession5istoalternatebetweenamovementmedi- tation (mindful walking, yoga) and a quiet meditation (sitting medi- tation,bodyscan)foratleast30minutesperday,6daysperweek.Participantsshouldalsocontinuewiththeirsleepconsolidationandsleepreconditioningprogrambasedonanyadjustmentsmadeduringthis session.Finally,participantsshouldcontinuetologtheiractivitiesinto the sleep and meditation diary.

	 

	

	FIGURE7.1
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	Disturbancesinsleep

	 

	Theterritoryofinsomnia.Thispictureisanexampleofhowthe“territoryofinsomnia”growsastheimpactofsleepdisturbanceextendsintootherdomains.Indrawing theterritoryofinsomnia,MBTIinstructorsshouldusespe-cific examples from participants in each domain. This illus-trationcanserveasareminderthatitispossibletowork onotherlayersoftheterritoryofinsomniabesidessleep.

	

	 

	Session 6:Acceptanceand Letting Go

	

	The major theme for Session 6 is to reinforce the concepts ofworking withthoughtsandfeelingsintheterritoryofinsomnia,withaparticular emphasisontheprinciplesofacceptanceandlettinggo.Themeditation practice and period of inquiry follow the same structure as in previous sessions.Onevariantthatcanbeintroducedduringthissessionisto

	 

	

	EXHIBIT7.2

	Session6Outline

	Theme:AcceptanceandLettingGoObjectives

	
		Reinforce the principles of acceptance and lettinggo.

		Explainhowtousemindfulnessskillstoworkwiththoughtsandfeelingsintheterritoryofinsomnia.



	Activities

	
		MeditationPracticeandInquiry



	
		Movementmeditation(walkingmeditationormindfulmovementandstretching)

		Quietmeditation(bodyscanorsittingmeditation)

		Inquiryanddiscussionofmeditationpractices



	KeyPoint:Continuetodeepenthemeditationpracticeandreinforcethemindfulnessprinciples.

	
		InsomniaDidacticsandStrategies



	
		Reviewtheprinciplesofacceptanceandlettinggoandmakeconnectionwiththeterritory of insomnia.

		Reviewprogresswithsleepconsolidationandmakealterationsasneeded.

		Reviewprogresswithsleepreconditioningandreinforceinstructionsasneeded.



	Key Points:Emphasizetheprinciplesofacceptanceandlettinggoasmetacognitiveshiftsandtherelevancetoworkingwiththeterritoryofinsomnia.

	HomeworkforSession6

	
		Completesleepandmeditationdiaries.

		Choiceofmeditation(mindfulwalking,yoga,sittingmeditation,orbodyscan)foratleast6days(30minutesperday).

		Continue with sleepconsolidation andsleep reconditioninginstructions.



	

	 

	 

	 

	inviteparticipantstobringinadifficultthought,emotion,orbodysensa-tiontoworkwithduringthequietmeditation.Thisvariantcanbedone tohighlighttheconceptsofacceptanceandlettinggo,themajortheme of this session. This can be very challenging for participants as most mightfeelthatthemeditationissupposedtocultivatepositiveemotions andfindthatbringinginanegativethoughtorsensationisundesirable. Ifthisarises,theperiodofinquirycanbeusedtoexploredifferentways toworkwiththoughtsorsensationsthatarenormallyjudgedtobe negative (e.g., pain, anxiety, depressed thoughts). See Exhibit 7.2 for the Session 6 outline.

	 

	ACCEPTANCEANDLETTINGGO

	The didactic portion of Session 6 is focused on the mindfulness prin- ciplesofacceptanceandlettinggo.Thesearetwoveryimportantprinci-

	 

	plestocultivateandkeepalivewhileworkingwithnegativeemotional reactions in response to sleep disturbance. Thus far, participants haveonlybeeninstructedtopracticetheseprinciplesduringmeditations;howtheseprinciplescanapplytothecontextofinsomniaandhowtheycan beusedtoworkwiththeterritoryofinsomniahavenotbeendiscussed. The reason for coming back to this concept at a later point in MBTI is that the practice of acceptance and letting go can be very challenging, and I have found that it is generally more helpful to allow participants the opportunity to engage in their own meditation practice for a periodoftimebeforefocusingonacceptanceandlettinggo.Furthermore,theseprinciplescanbeveryhelpfulforparticipantswhoarepracticingmedi- tations at home and following the sleep consolidation and sleep recon- ditioning instructions but not seeing any significant improvements in their sleep or daytime functioning. The principles of acceptance and letting go can serve as reminders of how to respond in a mindful way when improvements are not happening as quickly as desired.

	Theprincipleoflettinggo,orlettingbe,isactuallyinherentinmany

	of the meditation practices. For example, in the body scan webring attention to each area of the body and then let go of that area, bring- ing our attention to the next body area. This is essentially a practice of bringing attention to an area and then intentionally allowing the atten- tion to move to another area without judging or becoming engaged in problemsolvingofthatarea.Anotherexampleispayingattentiontothe breath. Each exhalation is a practice of breathing out and letting go of thatbreath.Inthecontextofinsomnia,sleepnaturallyunfoldsbyletting goofconsciousactivitiesoroftryingtocontrolthoughtsinthemind.In other words, one has to be ready to let go of being awake. This means letting go of the problems and pleasures that occur during the day to allow for sleep to happen.

	One important distinction to make is that letting go is not push- ingawaythoughtsorclearingthemind.Inmindfulnesspractices,we arenottryingtoemptythemindorpreventthoughtsfromoccurring.Attemptstodosoarefruitlessbecausethemindwillalwaysfindsome-thing to latch onto. Instead, letting go is a way to allow thoughts to beastheyareandtoallowthemtoruntheircourse.Whenthoughts areintentionallyallowedtocomeinandoutofconsciousawarenesswithout engagement, they are likely to eventually subside. This might seemlikeacounterintuitiveapproachtojustallowthoughtstobepres-entratherthantomakethemgoaway,butthisiswhathappenswhen oneisatrainspotterofthemind.Instructorsmightwanttoconducta trainspottingmeditationtohelpreinforcethismessage.

	The principle of acceptance is also very important when working mindfully with the territory of insomnia. Although it might seemrea- sonabletoexpectthatusingthetoolslearnedthusfarshouldresult insleepimprovements,sometimestheimprovementsdonothappen

	 

	asquicklyasdesired.Asonemighthavenoticed,thebrainisquitea resilientorgananditstillallowsustofunctionevenifwehavebeensleepingverylittle.Acceptingthatsleepmaynothappenexactlywhen desired,orforaslongaswewouldlike,isakeycomponentofworkingwiththeterritoryofinsomnia.Atnight,itcanserveasaremindertogetoutofbedwhenthemindandthebodyarenotyetreadyforsleep.Duringtheday,acceptingthatwedonotalwaysfunctionatfullalertnesscanhelptoreducethedistressthatmightotherwisebeanautomatic reaction to little sleep.

	Onequestionthatfrequentlyarisesduringthediscussiononaccep- tance is whether it is a passive way of “giving up,” or a resignation to the idea that one has no control over the problem. If this comes up, instructors should remind participants that it is actually the opposite: Rather than giving up, one is making a conscious decision to accept or embracewhatishappening.Thedifferenceisthatmindfulacceptanceisanintentionalchoice,whereasgivingupisaforcedchoice.Oneischoos-ing to actively respond by allowing or letting the feeling or experience happenratherthanautomaticallyavoiding,fixing,orbeingatthemercy oftheunpleasantfeeling.Thisshifttowardanactiveapproachcanlead to new observations of the experience—that is, the negative emotions really were not as bad as originally perceived, and urgent action is not required. The key points are that it is not always helpful to try to fixor solve things and that the urge to fix something often adds a layer of stress. Acceptance provides another way to relate to the problem. Thismetacognitiveshiftoftenleadstoadeeperunderstandingoftheproblemand allows creative solutions to emerge.

	In a previously published article (Ong & Sholtes, 2010), my colleagueandIdescribedacasestudyofoneparticipantinanMBTIprogramwho had a breakthrough during the Session 6 discussion on acceptanceandletting go. The patient was struggling to clear her mind at night and was frustrated that these thoughts kept returning. The dialogue thatfollows was adapted from Ong and Sholtes (p. 1188) and provides anexampleofhowatherapistcanleadthediscussiononlettinggoandacceptance.

	Participant1:I still don’t get how letting go works. During my meditations, I have been trying to clear my mindandsometimesIcankeepitblankforawhilebut it always seems to come back.

	Participant2:Yes, I have that same problem. No matter how hardItrytoletgo,itkeepscomingback.Then I feel like I am doing something wrong.

	Instructor:So it sounds like there is effort to makethethoughts go away.

	Participant1:Yes, and if my mind keeps running around, thenit is difficult to just say to myself, “accept this.”It’s

	 

	like I can’t control anything and then justsaying forget it!

	Instructor:Iwonderwhatitmightbeliketoworkwiththesethoughtsinanotherway.Ratherthanusingeffort to force these thoughts out, what if you just allowed them to be.

	Participant1:Thentheycertainlywon’tgoanywhere,andI’llbe in the same place.

	Instructor:Perhaps, or you might find that the samethoughts that keep coming back will sometimes go away ontheir own. They might eventually find their waybacktoo!Inotherwords,thoughtswillcomeand go, but forcing it to go in one direction is like trying to reverse the flow of a powerful river.

	Participant1:Soyouareaskingmenottotrytoclearmymind of these thoughts?

	Instructor:I am asking you to see what happens when you justletyourthoughtsruntheircourse.Rather than trying to block or reverse the flow of a river, try standing on the bank of the river. It is not the thoughts you are trying to control, but instead itis letting go of the effort of forcing these thoughts to go in a certain direction.

	Participant1:hmm...that’sdifferentthanwhatI’vebeendoing.

	Participant2:Ineverquitesawitthatwayeither,butI’mstarting to see what you are talking about.

	Instructor:See what happens when you practice letting goof yourdesireto clear your thoughts in this way during your meditations this week. Every timethe thoughts come back is another opportunity to practice letting go!

	Inthisdiscussion,theinstructorreinforcestheprinciplesofacceptance and letting go by gently encouraging the participant to try a different way to work with her thoughts. The analogy of trying to stop the flow of a river as opposed to standing on the bank of the river is one way to help participants gain insight about the difference between letting go and trying to clear the mind.

	During the period of discussion of these two principles,instruc- torsshouldaskparticipantstodiscussoneormoreofthesequestions:

	(a) What do you think people with insomnia avoid? (b) Why do we clingtothoughtsorbehaviorsthatwewouldratherchange?Practicing thetrainspottingexerciseorreadingthepoem“TheGuesthouse”from Rumi (Barks, 1995) are also ways to engage participants andreinforce theconceptsoflettinggoandacceptance.Thispoemisalsoreadin MBSR and MBCT and serves as an excellent example of how inviting allguests,goodandbad,canbeawonderfulandenrichingexperience.Practicingtheprinciplesoflettinggoandacceptanceareexamplesof

	 

	themetacognitiveshiftthatcanallowonetoworkwiththeouterlayers of the territory of insomnia.

	 

	hOMEWORKFORSESSION6

	Followingthediscussiononacceptanceandlettinggo,instructorsshouldallowparticipants10to15minutestoreviewanddiscussthesleepcon- solidationschedulesandsleepreconditioningprograminsmallgroups.TroubleshootinganddiscussionsshouldbehandledsimilartoSession5.For the Session 6 homework, participants should continue with theirsleepprogram,incorporatinganyadjustmenttotheirscheduleorinstruc- tionsonthebasisofthediscussion.Theycanalsopracticetheirchoiceofmeditation (quiet or movement) for at least 30 minutes per day, 6 days out of the week.

	 

	 

	Session 7: Revisiting theRelationshipWithSleep

	

	Session 7 continues the theme of metacognitive shifting by bringing atten- tiontotherelationshipwithsleepandtheconceptofself-compassion. Anactivitycalledthenurturing/depletingactivityisintroducedaspartof the discussion of self-compassion and self-care. This offers participants anotherwaytomanageenergyandfatigueduringthedaytimethatisnot directly related to sleep at night. In addition, informal meditations are discussedasameanstoincorporatemindfulnesspracticesintodailylife. The 3-minute breathing space is a brief, informal meditation that partici-pantscanuseoutsideofaformalmeditationpractice.SeeExhibit7.3for the Session 7 outline.

	 

	MEDITATIONANDPERIODOFINQUIRY

	Earlier, I discussed the progression of how quiet meditations are first introduced to bring awareness to the mind and body while beingstill.Next,Iintroducedmovementmeditationstobringawarenesstothemindand body in motion. Whereas formal meditations involve setting aside 30 minutes from everyday tasks to practice the meditations, informalmeditationsinvolvebringingmindfulnessprinciplesintoeverydaytasks. Thisincludespracticingmindfuleating,mindfulexercising,mindfulpar-enting,andevenmindfulworking.Thisisthe“end-game”ofmindfulnesspractice;thatis,itentailsbringingtheprinciplesofmindfulnessinto

	 

	

	EXHIBIT7.3

	Session7Outline

	Theme:Revisiting the Relationship WithSleepObjectives

	
		Revisittherelationshipwithsleep.

		Discussself-compassionandself-careinthecontextofinsomnia.

		Encouragewaystoincorporateinformalmindfulnesspracticesintodailylife.



	Activities

	
		MeditationPracticeandInquiry



	
		Movementmeditation(walkingmeditationormindfulmovementandstretching)

		Quietmeditation(bodyscanorsittingmeditation)

		Inquiryanddiscussionofmeditationpractices,focusingoninformalmeditations

		Introducethe3-minutebreathingspace



	KeyPoint:Encourageparticipantstobeginthetransitiontobroadeningthemeditationpracticetoincludeinformalpracticesandtobeginestablishingalong-termplanfor meditationpractice.

	
		InsomniaDidacticsandStrategies



	
		Discusstherelationshipwithsleepasametacognitiveshift.

		Introduce the nurturing/depleting activities exercise as an act of self-compassionandself-care.

		Reviewprogresswithsleepconsolidationandmakealterationsasneeded.

		Reviewprogresswithsleepreconditioningandreinforceinstructionsasneeded.



	KeyPoints:Revisittherelationshipwithsleepasametacognitiveshift.Usethenurturing/depletingactivitytodiscoveractivitiesthatarenurturingandactivitiesthataredepleting.

	HomeworkforSession7

	
		Completesleepandmeditationdiaries.

		ChoiceofmeditationwithnoguidanceorCDforatleast6days(30minutesperday).

		Continue with sleepconsolidation andsleep reconditioninginstructions.



	

	 

	 

	 

	our lives so that we are truly connecting with themoment-to-moment experienceofliving.RecallthatinSession1(seeChapter5),theeating meditationwasthefirstmeditationthatwasintroducedinMBTI.Afterpracticingformalmeditationsforseveralweeks,participantsarebrought backtoinformalmeditationpracticestohelpmaintainmindfulnessskillsin their everyday living after the program.

	In Session 7, instructors should reduce the formal meditation to about20minuteseach,savingsometimetointroduceinformalmedita-tions.The3-minutebreathingspaceisaninformalmeditationthatcanbeeasilytaughtandcanprovideastructureforabriefmeditationtoground oneself in the present moment. This “mini-meditation” was developed bySegal,Williams,andTeasdale(2002)aspartoftheMBCTprogram.

	 

	Thisinformalmeditationcangentlybringattentiontothebreathandthecurrentmentalandphysicalstateinthreesteps,eachofwhichonly takes about 1 minute. The purpose of the breathing space is to becomegrounded in the moment when we notice that acute stress is present orwenoticethatweareoperatinginautomaticpilotmode.Gaining present-momentfocusduringtimesofstressornegativeeventsputs oneinabetterpositiontotakemindfulactionratherthanmakemind- less reactions.

	As described in Exhibit 7.4, the first minute is spent cultivatingpresent-focusedawareness.Thisallowsonetoacknowledgeandregisterthe experience with whatever is present—pleasant or unpleasantexpe- riences.Thesecondminuteisspentgatheringandredirectingattention tothebreath.Attentionisintentionallybroughttotheprocessofbreath- ing to cultivate full awareness of the breath. The third minute is spent expanding the field of awareness to the body as a whole. This mightincludetheposture,facialexpression,orphysicalsensationsinthebody.Ifdiscomfortorpainispresent,theparticipantcanbeencouragedtojust bringattentiontothatareaandallowittobe,practicingtheprincipleoflettinggoandacceptance.Afterapproximately3minutes,theawarenessis brought back to what the person was previously doing.

	Onepointofemphasisisthatthebreathingspaceismeanttoculti- vatemindfulnessduringstressfultimes.Itisnotmeanttobeusedasan “escapehatch”toavoidtheproblem,norisitmeanttomakeone“feel

	 

	 

	

	EXHIBIT7.4

	The3-MinuteBreathingSpace

	

	Notes:Thisbriefmeditationconsistsofthreecomponents(awareness,gatheringandredirectingattention,expandingattention),eachlastingapproximatelyoneminute.

	Instructions:

	
		Begin by having participants bring awareness to the present moment by adopting an erectand dignified posture.

		Haveparticipantsclosetheireyes,iftheychoose.Theymayalsodothismeditationwiththeireyesopen.

		Duringthefirstminute,allowparticipantstoacknowledgeandregisterwhateverthoughts,feelings, and sensations arise. Instructors can use prompts such as,What thoughts arepresent?Whatfeelingsarehere?Whatbodilysensationsarewenoticing?

		Duringthesecondminute,haveparticipantsgatherandredirectattentiontotheirbreath-ing.Haveparticipantsnotethesensationsassociatedwitheachinhalationandexhalation.

		Duringthethirdminute,encourageparticipantstoexpandthefieldofawarenessaroundbreathingsothatitincludesasenseofthebodyasawhole.Thismightincludeposture,facialexpressions,pain,orotherthoughts.Ifthereareareasofpainordiscomfort,encour-ageparticipantstobringattentiontothatareaandjustbepresentwiththosesensations.

		Endthemeditationbyringingthechimesorbell.Or,instructparticipantstoopentheireyes.



	

	 

	better” about the current situation—mindfulness is not about creating positive emotions. Instead, it is a self-regulatory tool that can bring us backtotheplatformofawarenesssothatwecanputourselvesinaposi- tion to take mindful action.

	Besides the 3-minute breathing space, other informalmeditations can include the raisin-eating meditation or even drinking water mind- fully. Wine tasting is another good example of how mindfulness prin- ciplescanbebroughtintoanactivitythatmanypeopleengageinaspart oftheirlives.Inwinetasting,attentionisbroughttoeachofoursenses aswebringawarenesstotheexperienceofthewinesothatwecanper- ceive and enjoy the qualities. Mindful running or jogging can include bringing qualities of mindful walking to a faster pace. In MBTI, there arenospecificlimitsoractivitiesforintroducinginformalmeditations. Typically,inSession7thereisadiscussioninsmallgroupsorbetween partners in which each group or dyad discusses how mindfulness can bepracticedinformallyandeachparticipantdevelopsaplantopractice informal meditations at home.

	 

	RELATIONShIPWIThSLEEP

	WhenparticipantsfirstbeginMBTI,somedescribeadifficultrelation- ship with sleep. I have heard some insomnia patients describe sleep as an“enemy”andthatsomehow,anactivitytheyusedtotrustlikeabest friendhassuddenlyturnedonthem.Thisindicatesthattherelationshipwithsleephaschanged.ThedidacticportionofSession7beginsbyhav-ing each participant reevaluate his or her relationship with sleep. This is another opportunity to reinforce the theme of metacognitive aware- nessandmetacognitiveshiftsbecausethewayonerelatestosleepisnot simply a function of thoughts and behaviors.

	There are several principles that can be brought into this discus- sion.First,theprincipleofnonjudgingallowsustoseesleeplessnessasastateratherthananenemy.Ifsleeplessnessispresentduringthetimeinbed,thiscanbeacknowledged,andtherearedifferenttoolsthatwecan use to work with sleeplessness. We can use beginner’s mind to relearn how to approach each night with a fresh perspective, free of expecta- tions.Wecanusetheprincipleoflettinggoofexpectationsaboutsleep ordesiredamountofsleeptorecognizethatsleepneedsmightchange, fromnight-to-night,aswellasacrossthelifespan.Bypracticingtheprincipleofacceptancewhensleeplessnessoccurs,wecanlearntoworkwith it rather than trying to avoid it, which only elevates arousal and anxiety about sleep.

	There is a poem by Billy Collins (2001) called “Insomnia” that I sometimes read to the group. This poem provides an interesting per- spectiveofsomeonewhodescribesaracingmindthatwillnotstop.he

	 

	statesthat“someoneinsidemewillnotgetoffhistricycle,willnotstoptracingthesametightcircle”anddescribeshimasa“schoolboyinanill-fittingjacket.”Thispoemservestoillustrateametacognitiveshiftsuch that the inability to fall asleep remains, but the speaker is able to work on the outer layers of the territory of insomnia and reduce secondary arousal.Theverbsandadjectivesusedinthepoemreflecthowtheper- son is able to stand back and just observe and describe rather than get engagedandfrustrated.Itisalwaysinterestingtolistentohowagroup ofpeoplewithchronicinsomniareacttothispoem.Somefeelthatthis isimpossibletodo,whereasothersidentifywiththeproblembutdonot think that just watching the mind race will help them fall asleep. This cancreatediscussionpointsthatremindparticipantsaboutthepractices of beginner’s mind, letting go, and acceptance.

	Inthegroupdiscussionabouttherelationshipwithsleep,the instructor should ask participants about any changes they mighthave noticed in their relationship with sleep. Some comments I have heard from participants include the following:

	❚“Before,itwaslikeIwaswrestlinginbed.”

	❚“I don’t feel like I am fighting with sleep anymore, even if itisn’t the way I want.”

	❚“Itakelifefromadifferentperspective.Forexample,whether I have a good night or not, it [stress] is not there anymore. For example, it’s 3:00 a.m. and I am awake. So what?”

	Noteveryonewillreportchanges,andsomeparticipantsmightnot totallyunderstandtheconceptoftherelationshipwithsleep.Sometimes thiscanbereframedastheattachmenttosleeportheneedtofixsleep. Asbefore,MBTIinstructorsshouldbecarefulnottoinadvertentlygive more attention or show preference to group members who report posi-tive changes in their relationship with sleep.

	 

	SELF-COMPASSION AND ThENURTURING/ DEPLETING ACTIVITY

	Self-compassion is an important tenet in Buddhist philosophy, but its rolein mindfulness-based therapies has been debated (hölzel et al., 2011). Typically,self-compassionistaughtasanimplicitpartofdoingmedita- tions,butsomescholarsfeelthatself-compassionisaseparateconcept. Formostmindfulness-basedtherapies,theactofpracticingmindfulness meditationisanactofself-compassionbecauseoneistakingthetimetobringfocustothemindandbodyandisthusanactofself-care.Theopen-nessandsafespacecreatedduringthemeditationpracticeandduringtheperiod of inquiry can also promote self-compassion.

	In MBTI, self-compassion is seen as arising from the elementsof takinganewmetacognitivestance,includingbalance,flexibility,equa-

	 

	nimity,andcommitmenttovalues.Inadditiontobeingimplicitlytaughtduringmeditationpractices,itisexplicitlyusedduringthenurturing/ depletingexercise,anactivitythatwasadaptedfromMBCT(Segal,Williams,&Teasdale,2002).Thisexerciseisdesignedtoallowpartici- pantstoexaminetheirdailylivesanddevelopawarenessofthetypeof activitiesthatarenurturingandthetypesofactivitiesthataredepleting.Thisisdonebycreatinganinventoryoftheenergytransactionsthat occurduringdailyroutines.Byimprovingawarenessoftheseenergytransactions, participants can act with more self-compassion and self-care. This activity can be particularly important if daytime fatigue is pres-entafterseveralnightsofpoorsleep.RecallfromChapter6thatfatigueinvolvesaninterpretationofthementalandphysicalenergyavailable orthedegreetowhichittakesenergytoengageinanactivity.Feelingfatiguedoftenhasnegativefeelingsattachedtoit,sowhenthisispres- ent,onewaytoworkmindfullywiththisistotaketimetodomorenur- turingactivities.Theseactivitiescanhelponetomakeametacognitive shiftbyworkingwiththeinterpretationoftheenergyavailablewithout changing the actual level of energy. Therefore, the nurturing/depleting activity complements the sleep consolidation and sleep reconditioningprogrambyofferingadirecttoolformanagingdaytimefatigue.

	Theinstructionsforthenurturing/depletingactivityaresimpleand involvethreesteps(seetheAppendix,handout8).First,participantsare askedtolist,inasmuchdetailaspossible,allactivitiesthattheydodur- ingatypicalday.Theyarethenaskedtorevieweachactivityandassign itavalueof“N”ifitisnurturingor“D”ifitisdepleting.Someactivities mightbeboth,dependingontheday.Inthesecases,participantsshould decideonthebasisofhowtheytypicallyfeelafterengagingintheactiv- ity.Finally,participantsareaskedtotallythetotalnumberofNsandDsthat are listed.

	Once participants are done, the instructor asks one or two partici- pantstoreadoutloudtheactivitiesandtonotewhethertheactivitywas an N or a D. Then they are asked to report the total number of Ns and Ds.Theinstructorshouldthenleadadiscussionbasedonthefollowingquestions:

	
		Whereisyourenergygoing?

		Of the Ns: how might you change things so that you canmakemore time to do these or become more aware of them?

		OftheDs:howmighttheseactivitiesbedonelessoften?



	In the discussion, it is usually noted that some of the same activities can be nurturing or depleting so that a different approach to thesame activity might be considered nurturing rather than depleting. Instruc- torsmightconsiderdiscussingsleepspecificexamples:“trying”tonap can be depleting, whereas resting or meditating for the same amountoftimecanberefreshing.Onceagain,weareworkingtobringmindful

	 

	attention to increase the range of responses to the experience ofbeing fatigued. It also promotes a metacognitive shift away from the attach- menttosleepbydemonstratingtoparticipantsthatthereareother ways to work with daytime fatigue, even if they might be caused by insufficient sleep.

	 

	hOMEWORKFORSESSION7

	Session 7 should end by having participants break into small groupsor pairs to discuss their sleep program and homework practice for the last15to20minutes.ThehomeworkforSession7includesachoiceof meditation with no guidance from digital media for at least 6 days out oftheweek.Thisisinpreparationfordevelopingaroutinetocontinue themeditationpracticeaftertheendoftheMBTIprogram.Inaddition, participants are asked to practice the 3-minute breathing space at least once per day, 6 days per week. Participants should continue to record their activities in the sleep and meditation diary and to continue with their sleep program, making any adjustments that were discussed dur- ing this session.

	 

	 

	 

	 

	 

	BringingMBTItoClosure andMindfulnesstoLife

	8

	 

	 

	uch like any graduation, bringing mindfulness-based ther- apy for insomnia (MBTI) to closure is about preparing par- ticipants for the journey ahead. This chapter discusses the final session of MBTI and steps that instructors can take to prepare participants for maintaining mindfulnessprinciples after MBTI has ended. I also discuss other meditations and activities that have been used in MBTI but are not consid- eredtobecorecomponents.Finally,Idiscusschallengesand issuesrelatedtononadherence,groupdynamics,andhome- work assignments that instructors might face in delivering MBTI. For instructors, this is the end of MBTI, but for the participants, the journey for bringing mindfulness into their lives has just begun.

	M
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Session8:LivingMindfullyAfter MBTI

	

	Session8isthefinalsessionofMBTI,andtheoverallthemeistobring closuretotheMBTIprogramandtoprepareparticipantsforkeepingthemindfulness principles alive in their daily lives after MBTI. This includesreviewingparticipants’experiencesintheclassandsettingupanaction plantocontinuethemeditationpractice.Instructorsshouldalsodiscuss howtoworkwithfutureepisodesofinsomnia,shouldtheyarise.Many participantswillhavedevotedconsiderableefforttopracticingmedita- tionduringthepast8weeks,andsomemighthaveopenlysharedemo- tions and vulnerable thoughts that have come up during their practice. Friendships might have developed between group members, and some people might have shared rides to the sessions. As a result, the final sessioncanbeanemotionalexperienceforparticipants.Feelingsof sadness that the group has to end may arise, or participants may have feelingsofgratitudeandjoyforhavinganewsetoftoolstoworkwith sleep problems and emotional distress. Even the instructor might have strong emotions that arise. Therefore, MBTI instructors should be pre- pared for the possibility of working with strong emotions during this last session. See Exhibit 8.1 for the Session 8 outline.

	 

	MEDITATIONPRACTICEANDPERIODOFINQuIRy

	InleadingthemeditationpracticeforSession8,instructorscanshorten thepracticetoabout40minutes,leavingmoretimefordiscussion. Instructors can also end with a sitting meditation to bring the formal practiceinMBTItoafullcircle,asthiswasthefirstformalpractice that was taught in Session 1. During the period of inquiry, instructors should discuss how to continue a meditation practice beyond the endoftheMBTIprogram.Informationaboutmeditationgroupsinthecom- munityorsupportingmaterials(e.g.,CDs,apps,websites)canbehelp- ful. Participants should be encouraged to set short-term and long-term goals for meditation practice. Short-term goals might be the week-to- week goals of practicing at least 30 minutes per day, 6 days per week, much like the homework recommendations during MBTI. Long-term goalsmightincludeattendingameditationretreatonceperyearor joiningalocalmeditationgroup.Occasionally,participantsinthegroup are motivated to continue meeting and organize their own groups to continuepracticingtheprincipleslearnedduringMBTI.Theotherpoint of discussion is to review what people have learned in the program. ThisisagoodtimetorevisitthegoalsthatparticipantswereaskedtosetasideatthebeginningoftheMBTIprogram.Typically,eachparticipant

	 

	

	EXHIBIT8.1

	Session8Outline

	Theme:LivingMindfullyAfterMBTIObjectives

	
		Provide guidance onmindfulness meditation (formaland informal)beyond this program

		Setupanactionplanforfutureepisodes ofinsomnia.



	Activities

	
		MeditationPracticeandInquiry



	
		Sittingmeditationwithchoicelessawareness

		Inquiryanddiscussionofmeditationpractices,focusingonhowparticipantscanestablish a long-term practice

		DiscussiononlessonslearnedduringMBTI



	KeyPoint:Developashort-termandlong-termplanforcontinuingthemeditation practicebeyondMBTI.ReviewwhatparticipantshavelearnedinMBTI.

	
		InsomniaDidacticsandStrategies



	
		Prepareparticipantsforrelapsepreventionbyputtingtogetheranactionplanfor insomnia.



	KeyPoint:Helpparticipantsdevelopanactionplantoworkwithfutureepisodesof insomnia.

	
		ClosingCeremony



	
		FormacircleandencourageparticipantstosharetheirexperienceinMBTI.



	KeyPoint:Provideasenseofclosuretotheprogramandencouragementforparticipantsto continue in their own journey.

	

	 

	 

	 

	isaskedtwoquestions:(a)hasanythingchangedforyousincethestart oftheMBTIprogram?and(b)Isthereanythingyouhavediscoveredin practicing mindfulness meditation?

	 

	ANACTIONPLANFORINSOMNIA

	Following the period of inquiry, the insomnia-related didactic compo- nentofthefinalsessionaddressesrelapsepreventionandstrategiesfor dealing with future episodes of insomnia, should they arise. Because insomnia is a condition that can occur in bouts, it is likely that partici- pantswillencounterfutureboutsofsleepdisturbance,especiallyduringperiods of stress. Therefore, it is particularly helpful to have an action planreadyaheadoftherecurrenceofinsomnia,whichwillremindpar- ticipants how to use the tools that they accumulated during the MBTIprogram.

	During this activity, instructors should help each participantput togethersuchanactionplan.First,instructorsshouldleadageneral

	 

	discussion on some possible ways to work with future episodes of insom-niausingwhattheyhavelearnedduringtheMBTIprogram.Ifpossible, the instructor should write these on a blackboard or whiteboard so that participantscanseetheentirelistthathasbeengeneratedbythegroup. Then,participantscanbreakintosmallgroupsordyadstodiscusstheir own action plans to work with the territory of insomnia. They should begivenhandout9(seeAppendix)sothattheycangeneratetheirown action plan. They can use anything from the group list, or other thingsthattheyfeelwouldbehelpful.Subsequently,thelargegroupis reunited,andeachparticipantisaskedtodescribehisorheractionplan based on what they have written in handout 9. If participants are stuck or the instructor needs some ideas to help the group brainstorm, here are some ideas to facilitate the discussion:

	Thefirststepistobecomeawareofwhatisgoingon.

	
		Awarenessofmentalandphysicalstates—Areyousleepy?Areyou fatigued?

		Awarenessofsleep/wakepatterns;keepasleepdiary.

		Notewhatstressorsarepresentduringtheday.

		Areyoureactingautomaticallytosleepdisruption?

		Areyouavoidingunwantedwakefulnessbygoingtobed? The second step is to make a choice of how to respond.



	
		Acceptandletgo.

		Increasenurturingactivities(especiallyifdaytimefatigueseemsto be a problem).

		Choosetowakeupatthesametime.

		Choose to follow sleep consolidation or sleepreconditioninginstructions without judgment.

		Choose to take a 3-minute breathing space to help cope with daytime stress.

		Choosetotakeanapifsensationsofsleepinessareoverwhelm-ing.

		Beatrainspotterofthemind.

		usethecloudmetaphorasameditation.



	Duringthediscussion,theinstructorshouldreinforcetheprinciples of mindfulness and remind participants that the action plan should be done with awareness and intention rather than automatic reactions inanefforttoregainsleep.Onceeachparticipanthascompletedhandout9,thefinalstepistodeterminewhattodowiththehandout.Manypartici- pants decide to put the handout on their refrigerator or bulletin board. Othershavee-mailedtheplantothemselves.Somehavegivenitto another group member and asked them to mail it to them in 6months,or some set amount of time. To be effective, the action plan should be in aplacethatisaccessibleandeasytofindinthefuture,ifinsomniareturns.

	 

	Itshouldbenotedthatnotallparticipantsinagroupwillbeinremis-sionfrominsomnia.hopefully,theseindividualswillhaveexperienced somechangesintheirsymptomsorsomemetacognitiveshiftregarding whatinsomniameanstothem.Forthosestillstrugglingwithinsomnia, the action plan can focus on continuing the MBTI activities. This can includeapersonalplanforcontinuingthemeditationpractice,thesleepconsolidationprogram,andthesleepreconditioningprogram.Theactionplanmightalsoincludetakinganotherlookattheterritoryofinsomnia after a certain period of time (e.g., every 2 weeks) to reexamine areas thattheindividualcanworkon.Instructorsshouldcommendthesepar-ticipantsforcompletingMBTI(theycouldhaveeasilydroppedoutwhentheydidnotseeanyprogress)andprovideencouragementforcontinu-ing the MBTI activities. It is possible for people to see improvements afterMBTI, if they continue to implement the activities on their own. If the sleepproblempersists,thenareferraltoasleepdisorderscliniciswar- ranted for further evaluation.

	 

	CLOSINGCEREMONy

	The final activity in MBTI is a closing ceremony to provide a sense of closure to the program and to acknowledge the hard work and contri- butions of each participant. The ceremony can also encouragepartici- pants to continue on their own journey or stay connected to help each other in their journeys. There are many options for the closing cere- mony.Onethathasworkedverywellistohaveaclosingcircleinwhich the group gathers in a close circle in chairs or on the floor, and each participanttakesturnssharinghisorherexperienceinMBTI.Themed- itation bell (or chimes) that the instructor uses to close the meditation practice is then passed around to the participant who wishes to speak. After sharing, the participant then rings the bell and passes it to the next participant. Participants usually enjoy ringing the bell!

	If participants are unsure about what to share, encourage themto think back to their original goals: What did you want/hope for? What did you get out of this program, if anything? Why did you stay? What did you learn? What are your biggest obstacles to growth and healing? What strategies might work to not get stuck? Some examples of what past participants have shared are as follows:

	❚“IlearnedthatIdon’thavetogotobed!”

	❚“IfeellikeIhaveanewpathinlife.Ihaveamorepositiveattitude about life and feel happier about who I am.”

	❚“I feel like my depression improved. I also noticed that thereare less distractions, like noise does not bother me as much.”

	❚“Ihaveimprovedself-confidencewithnewtoolsfordealingwithfrustration.”

	 

	❚“IrealizedhowmuchIthinkaboutoutcomesandhowattachedI amtoalwaysstrivingtoachieve.IguessIlearnedthisfromearly schoolingbutthisclasshelpedmeto‘unlearnthis.’I’mverysur- prised at how relaxing and relieving this makes me feel. Never would have thought that it works this way.”

	Itisinterestingtonotethatthesecommentsareaboutwaysin which the participants’ lives have changed rather than how sleephas changed.Theseareexamplesthatareconsistentwiththeshifttowarda newmetacognitivestancethatisconnectedwithbroadervaluesinlife, not just fixing the sleep problem.

	It is also possible to just practice mindful listening, so participants should not be forced to share anything. The instructor might alsocon- sidersharingfirst,toserveasanexample.Someinstructorssharea feelingofdeepgratitudefortheparticipants’opennessandwillingness toengageandworkhard.Also,someshareanappreciationforthe opportunity to share such a profoundly healing and beautiful practice withallofthegroupmembers.Ihavealsofoundthatprovidinga“cer- tificateofcompassion”(seeAppendix,handout10)canprovideasense of accomplishment for participants. One participant even wanted his picturetakenwithmehandinghimhiscertificateofcompassionto remind him of his efforts in MBTI!

	 

	MeditationRetreat

	

	In addition to the eight weekly sessions, we have offered an all-dayretreataspartofMBTItofurtherenhancethepracticeofmeditation andtoprovideparticipantsanopportunitytoexperienceadeeperlevel of meditation practice. Similar to the format in mindfulness-based stress reduction (MBSR), the meditation retreat is usually held on a weekend between Sessions 6 and 7 and lasts for about 6 hours. For example,a typical retreat might occur on the Saturday between Sessions 6 and 7from9:00a.m.to3:00p.m.(seeExhibit8.2forasampleschedule). Afterabriefwelcomeandintroductionoftheretreatday,themajor- ity of the day is conducted innoblesilence, a term used in meditation retreats. Noble silence refers to maintaining silence of verbal and non- verbalcommunication,includingspeech,body,andmind,providing a backdrop for practicing mindfulness. The purpose is to enhance the experience of meditation by bringing greater awareness to the present moment without distraction of verbal and nonverbal noise. After the concept of noble silence is introduced, the instructor guides participants through a number of meditation practices throughout the day. These practicestypicallyincludetheonesalreadyintroducedduringthepre-

	 

	

	EXHIBIT8.2

	SampleMeditationRetreatSchedule

	

	 

	Time      Practice/Activity

	

	9:00–9:10a.m.      Welcomeandintroduction

	9:10–9:30a.m.      Sittingmeditation

	9:30–10:00a.m.      Mindfulmovementandyoga

	10:00–10:10a.m.      Break

	10:10–10:30a.m.      Bodyscan

	10:30–11:00a.m.      Walkingmeditation

	11:00–11:30a.m.      Sittingmeditation

	11:30a.m.–12:30p.m.      Lunch

	12:30–12:45p.m.      Sittingmeditation/reflection

	12:45–1:15p.m.      Walkingmeditation

	1:15–1:45p.m.      Mettameditation

	1:45–1:50p.m.      Break

	1:50–2:00p.m.      Briefmindfulmovement

	2:00–2:15p.m.      Mindfulsharing

	2:15–2:45p.m.      Groupsharinganddiscussion

	2:45–3:00p.m.      Closingsittingmeditation

	

	 

	 

	vious sessions (e.g., sitting, body scan, walking, yoga), but instructors can introduce new meditations (e.g., lake or mountain meditation)or otherformsofmindfulmovement(e.g.,qigong,taichi)thatextendthe meditation practice. Typically, 20 to 30 minutes are set aside for each practice and participants are given two 10- to 15-minute breaks and a 1-hour lunch, which is conducted in silence.

	IsthemeditationretreatessentialtoMBTI?IhaverunMBTIgroupswith and without the meditation retreat. At times, I have coordinatedtheretreatwithanMBSRclass,whichallowedforalarger,morediversegroup that is more common in meditation retreats. I have also invited pastgraduatesofMBTItoattendthemeditationretreat.Atthispoint,I do not have data to support whether or not the retreat makes a differ- ence.Anecdotally,participantsgenerallyfindtheretreattobeapositive experience that enhances their understanding of mindfulness. Some find it to be a unique and very powerful experience, whereas others find it to be marginally helpful. Many people have strong reactions to theconceptofnoblesilence.Afrequentcommentishowdifficultitisto go5to6hourswithoutcommunicating,especiallyintoday’ssocietyof mobiletechnology.Becausethisissomethingthatcannotbereplicated in a session, it indicates that the meditation retreat can be a valuable experience in learning and practicing mindfulness principles.

	My recommendation is to include the meditation retreat as partofMBTIifatallpossible.Ifthereareothermindfulness-basedprogramsin

	 

	thelocalarea,itmightbepossibletocoordinateaday-longretreatwith othergroups,aswehavedoneinthepast.Iwouldalsorecommendthat the decision to have the retreat should be made prior to starting MBTI so that instructions about the date and time of the retreat are given at thebeginningoftheprogram.InoneMBTIgroup,thedecisiontohold a retreat was not finalized until after the program started, and there- forethedateandtimewerenotannounceduntilthethirdsession.As a result, several participants were not able to make it and the turnout was very low. Finally, it should be emphasized that many people find theretreattobeauniqueandpowerfulexperience,soitisarareoppor- tunity to go a full day without communicating.

	 

	 

	RefiectionsonDeliveringMBTI

	

	The outline, activities, and scripts presented in this section of thebook are intended to provide guidance to those who are interested in bring- ingmindfulnessmeditationanditsprinciplestohelppeoplewhosuffer from chronic insomnia. These activities were informed by my own training in psychology—behavioral sleep medicine, MBSR, and mindfulness-based cognitive therapy—and should not be considered the “right way.” There are many ways to teach mindfulness principles and practices to people with chronic insomnia. Instructors should not feel limited by the structure but should feel free to adapt this structure to include other activities, techniques, or meditations, so long as these are grounded in the principles and practices of mindfulness. In the fol- lowing paragraphs, I describe other activities that are not part of the core MBTI program but that can be considered optional activities that instructors might want to include, if they feel they are appropriate. I alsoreflectonvariouschallengesIencounteredinteachingMBTI.The readercanconsiderthissectiontobemy“processnotes”onthelessons learned by leading MBTI groups.

	 

	LOVING-KINDNESSMEDITATION(METTA MEDITATION)

	At times, I have experimented with different meditation practices. For example, I sometimes lead a loving-kindness, or Metta meditation,in Session7tofacilitatethediscussionaboutself-compassion(seeStahl& Goldstein, 2010). This is particularly useful if the meditation retreat is held between Sessions 6 and 7 and the Metta meditation is first intro- duced during the retreat. The Metta meditation is somewhat different fromtheothermeditationsinMBTI,wherethefocusofattentionison

	 

	mindful awareness. During a Metta meditation, the focus ofattentionisbroughttocultivatingcompassion.Thisisdonebyrepeatingaseries ofphrasesreflectingcompassion,startingwiththeattentionontheself:

	
		MayIbesafe.

		MayIbehealthy.

		MayIbeatease(orfreefromharm).

		MayIbeatpeace.



	Thereasonforstartingwiththeselfistoacknowledgethepossibil- itythatactsofkindnessandbenevolencecanbecultivatedwithpractice andthispracticebeginsbytreatingtheselfwithcompassion.Afterlead- ing the group through these first four phrases, the instructor leads the group through a series of progressive steps using these phrases. After theself,thecompassionshouldbedirectedtowardbenefactors,suchas afamilymember,amentor,oranindividualwhohasmadeasignificant impact. here, the phrases might be

	
		May(benefactor)besafe.

		May(benefactor)behealthy.

		May(benefactor)beatease(orfreefromharm).

		May(benefactor)beatpeace.



	The phrases of compassion are then repeated for an acquaintance, or someone with a neutral or casual connection. The next step isto repeat the phrases for an enemy. This can be very difficult, and par- ticipants might wonder why we would want to cultivate compassion towardsomeonethatwedislike.Thepurposeofthisistopracticecom- passionforallhumanbeingsregardlessofourattachmenttothetypeof relationshipwehavewiththatperson.Thisstepmightbetoochalleng- ing for some people. If that is the case, the participant can be directed to repeat the phrases of compassion toward a benefactor with whom they have been angry or had a recent conflict. Finally, the phrases of compassion are repeated for all beings.

	
		Mayallbeingsbesafe.

		Mayallbeingsbehealthy.

		Mayallbeingsbeatease(orfreefromharm).

		Mayallbeingsbeatpeace.



	Some participants comment that the Metta meditation feels likea prayer or something more spiritual since the phrases include a wish or desire for benevolence, which is different from the other meditations. Althoughitshouldbeacknowledgedthatthismeditationisnotspecifi- cally a practice of mindful awareness, the concept of self-compassion isanaspectofmindfulnessandrequirespractice.Theseriesofstepsismeanttospreadoutthecompassionandtopracticedirectingcompassion

	 

	at others. In practicing the Metta meditation, some people mayexperi- enceself-hatred,theoppositefeelingofself-compassion.Ifthisoccurs, instructors should normalize the experience and emphasize that thereis nothing wrong if this comes up. Because this is a rather challenging meditation, it is best to introduce this toward the end of the program. Alternatively, this meditation can be left out if the instructor feels that introducing these concepts and this meditation would confuse partici- pants. MBTI instructors should use their judgment to determine their own comfort level with leading a Metta meditation and also consider what is appropriate for each MBTI group.

	 

	COPINGSTRATEGIES

	Ifparticipantsseemtobehavingproblemswithstressmanagement and time permits, instructors can integrate mindfulness principleswith the coping strategies that are derived from stress management tools in psychotherapy and behavioral medicine (Lazarus&Folkman, 1984). AccordingtoLazarusandFolkman(1984),therearetwostrategiesfor copingwithstressfulsituations:problem-focusedcopingandemotion-focusedcoping.Inproblem-focusedcoping,thesourceofstressisfirstiden-tifiedandifanimmediatesolutionispossible,oneworksdirectlywith the situation at hand by determining what actions need to be taken and whatresourcesareavailable.Inothersituations,theproblemcannotbe changed or resources are not immediately available to solve the prob-lem.Inthissituation,emotion-focusedcopingwouldbemoreappropriate.Thisstrategyusescognitivestrategiestoreframethesituationandwork with thoughts and emotions about the situation. Both problem-focused and emotion-focused coping are very effective means of coping with daily stress and can be used together.

	TheapproachtakeninMBTIisverysimilartotheLazarusandFolkman(1984)modelofstressandcoping.Recallthatthefirststepin cultivating mindfulness is to become grounded in the present moment,notingmentalandphysicalreactionstothesituation.Thiscouldbe donebyengagingina3-minutebreathingspaceorsimplybydirect- ingattentiontothoughtsandfeelings.Oncetheproblemcanbeseen withclarity,freeoftheemotionalreactionsthatmightbehabitually attached to the situation, then a more intentional, mindful response isnowpossible.Sometimesthismightleadtoadeterminationthatis feasibletotakestepstoworkwiththeproblem.Othertimes,itmightbepossibletochoosetoworkwiththoughtsandfeelings,oritmightbe possible to accept these thoughts and feeling and just let then passandseewhathappens.IhaveusedthismodelduringdiscussionsinSession7aboutbringingmindfulnessintoourdailylivesorduringthenurturing/depleting activity.

	 

	WORKING WIThNONADhERENCE AND PATIENT RESISTANCE

	MBTIinstructorsshouldanticipatechallengesrelatedtononadherence to homework or resistance from patients to implement the recommen-dations at home. In some cases, nonadherence is due to a failure to fullyunderstandingtheinstructionsofthehomeworkoractivity.If instructorsbegintonoticeapatternthateitherthegroupdidnotseem tocompletethehomeworkorthatanindividualrepeatedlydoesnotcomplete the homework, the instructor might consider asking specificquestionstoseeiftheinstructionsareclear.Morefrequently,therea- sonfornonadherenceislackofmotivationorfailuretoembracethe rationale for the task.

	Perhapsthemostcommonareaofnonadherenceiskeepingthe scheduledsleepwindowaspartofthesleepconsolidationprogram.Patientswilloftendecideagainstfollowingtheirsleepwindowonsome nightsbecausetheyare“tootired,”sotheygotobedearlieratnightor stay in bed later in the morning. In these situations, I ask why they did notfollowthescheduleandconnectitwiththeattachmenttooutcomes(i.e.,wantingmoresleep).Thiscanbehelpfultoillustratewhythose behaviorsarenotlikelytoresolvetheirinsomnia,eveniftheyended upsleepingmorethatnight.Dependingonwhatsessionthisoccurs, iftheterritoryofinsomniahasbeenintroduced,thiscouldprovide anotheropportunitytorevisitthatpatient’sterritory.MBTIinstruc- torsshouldgentlyofferparticipantstheopportunitytodiscoverwhat mighthappeniftheyletgooftheirattachmenttowantingmoresleepandsimplyfollowtheschedule.Iftheychosenotto,instructorsshouldsuggestthattheparticipantbringhisorherattentiontowhatarisesatthe moment when they decide not to follow the sleep schedule and seeiftheirmentalorphysicalstateiscongruentwiththeirdecision.Othergroup members can be helpful in processing nonadherence as they cantalkabouttheirstrugglesandsuccesseswithimplementingthesleepconsolidationinstructions.hearingthesestoriesfromotherparticipants canhelpbuy-in,asopposedtohearingencouragementfromtheinstruc-tor.Asnotedearlier,thisshouldhappenorganicallyratherthandirectinggroup members to help others.

	Asecondcommonareaofnonadherenceiswiththesleeprecondi- tioninginstructionofgettingoutofbedwhennotsleepy.Manypeople willclaimthatitistoocoldorundesirabletoleavethebedinthemiddleofthenight.Somewillbeafraidthatgettingupwilldecreasethechancesoffallingbacktosleep.Asinthecasewithnonadherencetosleepcon- solidation, asking patients for their reasons for not getting out of bed willverylikelyelicitaresponsethatexemplifiesanattachmenttosleep or avoidanceofwakefulness,drivenbythefearthatgettingoutofbed

	 

	will reduce their chances of sleeping. This provides an opportunity to reinforce the importance of metacognitive shifting and letting goofthe attachment. Again, mindful awareness of the mental and physical state should guide whether or one should follow the sleep recondition- ing instructions. MBTI instructors should note if there are real safety concerns related to getting out of bed in the middle of the night for older adults or participants with mobility issues. In this scenario, the instructor might advise the participant to sit up in bed and get out of sleep mode.

	Oneissuethatcanarisewithpracticingmeditationiswhena patient has previous experience with meditation, yoga, ormindfulness principles.Ihaveencounteredafewinstancesinwhichthiscanleadto makingjudgmentsaboutthewaythatmeditationistaughtinMBTIand someresistancetoengaginginthesepractices.Typically,thisbecomes an issue of “my way” versus “your way” for the participant. Although there have been others who had a previous meditation practice and were able to remain open-minded about MBTI, this is an issue to be aware of when teaching mindfulness. When this has come up for me,I have gently encouraged the participant to practice beginner’s mind and try following the meditation as it is taught in MBTI. Later, they can decide on their own if they wish to continue practicing the way thattheywerepreviouslytaughtortousetheapproachtheylearned in MBTI. I believe it is important to give participants the freedom to choose but to also encourage openness to trying something new.

	Anotherformofnonadherenceispoorattendance.Atthebegin-

	ning of the first session, I request that participants attend every class alongwiththemeditationretreatandtoletmeknowinadvanceifthey cannotmakeanyofthesessions.Ifpossible,Ioffersomeformofmake- up when absences do occur. This could be over the phone to review sleepschedulesorthemeditationpractice.Ihavealsohadpatients comeinearlyorstaylateafterasessiontodiscusswhattheymissed.If participantsmissasessionwithoutnotification,Iusuallymakeaneffort tocontactthem.Ofcourse,somepatientswilldropoutandnevercome back,butinstructorsshouldgenerallymakeeffortstomaintaincontinu- itywiththeMBTImaterialsintheeventofabsences.Stayingincontactwithparticipantsandmaintaininganopennessforparticipantstochoosewhether or not they wish to continue with the program can promote rapport and decrease attrition.

	 

	MANAGINGGROuPDyNAMICSAND SENSITIVE ISSuES

	BecauseMBTIisdesignedtobedeliveredingroups,thedynamics among group members can play a role in the environment and toneduringthesessions.Aswithanygroupsituation,strongindividualper-

	 

	sonalities can sometimes be dominant, making other group membersfeeltimidorreluctanttoparticipate.Occasionally,smallcliquescanalsoform,whichcanleadtosomegroupmembersfeelingexcludedormini- mized during discussions. This can have a detrimental effect on that individual and also impact the willingness to share during the periodof inquiry. It is difficult to predict which group members will interact with or respond to each other, and personality differences can emerge. Onewaytominimizeinterferencewithgroupdynamicsistoscreenfor obviouspersonalitydisordersduringthepre-MBTIassessmentthatwas discussed in Chapter 4.

	Inothercases,agroupmembermightbeverytalkativeandunintentionallydominatetheperiodofinquirybecauseheorshehasa lot to share. As mentioned before, the MBTI instructor should beresponsibleforcreatingasafespaceforallparticipantstopracticemedi-tation and share their discoveries. If there are group members who are dominating the conversation or making judgments about other participant’sactions,theinstructorshouldfirstdiscussthiswiththedisruptivememberprivately.Iftheparticipantdoesnotrespondtothis,thentheMBTIinstructorshouldconsidertheextentofthedisruption and judge whether or not it is appropriate to remove the disruptivemember.

	Becausestrongemotionscanariseduringmeditations,itispos- sible that a group member might share very sensitive informationand become emotional, either during the meditation or during the periodofinquiry.Ifappropriate,MBTIinstructorsshouldassesstheemotional statusofthegroupmemberanddiscusspossiblereferralsorassessanysafety issues. Although there are no specific exclusion criteria for MBTI,those who have unstable medical or psychiatric conditions might not be capable of practicing mindfulness meditation. If sensitive informa- tion is shared with other group members, the MBTI instructor should remindallparticipantsaboutmaintaininggroupconfidentialityandnot todiscussthesensitiveinformationoutsideofthegroup(seeChapter5).Psychologists may wish to review the American Psychological Association(APA)Ethical Principles of Psychologists and Code of Conduct(APA,2010)regardingprivacyandconfidentialityifissuesarisewithinagroup. Otherprofessionalsshouldconsultwiththeirownprofessionalcodeof conduct or governing organization for further guidance.

	LackofimprovementorimpatiencecanalsoimpacttheMBTI group.usually,atleastoneortwogroupmemberswillshowsome improvementwithinthefirst2to3weeks.Whenthesegroupmembers sharetheirexperiences,itcanmotivatetheotherstocontinuewith their practice, even if they have not yet seen any direct benefits.When noneofthegroupmembersareseeinganybenefitswithinthefirstfew weeks, it can lead to skepticism about the approach and decrease morale.Aswiththepersonalityissues,itisdifficulttopredictwhowill

	 

	respondtoMBTIandhowquicklyapatientwillrespond.Evenifnone ofthemembersinanMBTIgrouparereportingchangestotheirsleep, it is recommended to reinforce the message of nonjudging and letting goofgoalsandtocontinuewiththepractice.IhaveneverhadanMBTI group where not a single participant was able to identify at least some changes to their symptoms by the end of the program.

	 

	INTERPERSONALASPECTSOFDELIVERINGMBTI

	Giventheissuesrelatedtoresistanceandgroupdynamics,Ihavebeensurprisedatthesparseliteratureandlimiteddiscussionabouttheinter-personalaspectsofworkingwithinsomniapatients.AttheStanfordSleepClinic, we conducted a study examining therapeutic alliance ingroupcognitivebehaviortherapyforinsomniathatwasledbyDr.MichaelConstantino(seeConstantinoetal.,2007).Thestudyfoundthatpatientswhoperceivedtheirtherapistasbeingcriticallyconfrontativeweremorelikelytodropoutoftreatment.Theseindividualswerealsomorelikelytohavepoorertreatmentoutcomesiftheyalsohadhighexpectationsabouttreatment.Overall,thefindingsindicatedthatcognitivebehavior therapyforinsomniawasmosteffectivewhenthetherapeuticrelation- ship comprised reciprocal exchanges that were affiliative, autonomy granting, and lacking in hostile control or critical confrontation. These qualitiesareconsistentwithamindfulstancethatMBTIinstructorsaretrained to embody.

	Beyondtreatinginsomnia,theimportanceofthetherapist–patient

	interaction has been well-documented, particularly in the treatment of depression.McCullough(2003)developedatreatmentprogramspecifi- callyforchronicdepression,thecognitivebehavioralanalysissystemofpsychotherapy(CBASP).InCBASP,thetherapistusestheinterpersonalinteractioninadisciplinedandintentionalwaytoallowpatientsto work through his or her problems. This requires a mature and experi- enced skill set and it is not recommended for novice therapists.

	In MBTI, the role of the instructor is to lead the meditations,to facilitatethegroupdiscussionsbycreatingasafespaceforparticipants to discuss their experiences with other group members, and to provide instructions for implementing the behavioral strategies for insomnia at home.Asnotedearlier,participantsinMBTIwillsometimessharevery sensitive, vulnerable experiences that might arise during meditationsorduringgroupdiscussions,andthereisalsoacertainlevelofintimacy thattypicallyevolveswiththegroup.SimilartoCBASP,MBTIinstruc- tors, ideally, should be experienced in working with vulnerable indi- viduals and have the maturity to handle deeper levels of emotion that might arise during the intervention.

	AnotherchallengingaspectofdeliveringMBTIistoavoidtry-ingto“fix”patientsorshowthemthe“rightway”todosomething.

	 

	For example, when leading the period of inquiry, it is importantthat instructors allow participants to share their experiences and describe their observations and changes without editing or judging. It can be difficulttorefrainfromusingacommentasa“teachingpoint”toshow the group how to do something “the right way” or even to show that something is a preferred way. however, by pointing out something as being “right,” one sets the stage for identifying a preference for one way versus another, which is inconsistent with the principles of non- judging and nonattachment to outcomes. This is an important ongo- ing lesson that requires continued mindfulness practice and patience, trust, and awareness of the instructor’s own reaction to stay mindfulin leading the meditations and group discussions. In these situations, maintaining a mindful presence might require the instructor to simply acknowledge what is being said and to ask others for their reaction. This is where a strong personal commitment to mindfulness can be veryhelpfulandallowsaninstructortorespondskillfullyinthesesituations.

	On the basis of my experiences, I have developed three key inter- personal principles for delivering MBTI:

	
		Be cognizant about trying to fix a patient’s problems.Aspreviouslynoted, one of the important differences between amindfulness-based approach and cognitive behavioral approaches is the importanceofallowingpatientstofindtheirownwaythroughaproblem.InMBTI,peoplewithinsomniaareprovidedwiththetoolsandframeworkforallowingsleeptocomeback,not fortryingtomakesleephappen.

		Embody a mindful stance that is composed, patient, and compassion-ate.A mindful metacognitive stance is fostered by a personal meditation practice and knowledge of BSM. Patients will some- times panic or become very distressed when they do not see improvements or if their sleep becomes worse again. Inthesesituations, it is important as a therapist to maintain balanceandequanimity,whilecommunicatingconfidencethatthepatientcanstillfindawaytoworkoutofhisorhersleepproblem.

		Takeapatient-centeredapproach.Insports,agoodcoachgetsthemost out of the players by figuring how to put them in aposi-tion to succeed based on their skill sets. In a similar way, an MBTI instructor’s job is to teach insomnia patients how to man- agetheirbehaviors,thoughts,andmetacognitionssuchthattheyareinthebestpossiblepositiontosleep.MBTIinstruc- tors should encourage patients to be their own “curious scien- tists” and elicit their discoveries along the way. Thisapproachempowers patients to discover their own answers ratherthanhavetheinstructorfixtheproblemforthem.



	 

	ChALLENGESINPRACTICINGMEDITATION

	Establishingapersonalmeditationpracticecanbeverychallenging, and many questions frequently come up during the first few sessionsof MBTI. For example, what is the best time to meditate? There is no evidence of an ideal time to meditate. however, when starting out, it is best not to meditate in bed. For many people, meditating in the morn- ing,shortlyafterwakingup,orintheevening,whenpartnersand children are not likely to disturb the meditation, are good guidelines. Ideally,thespacetopracticethemeditationathomeisprivate,butone does not have to have a meditation cushion or mat. Depending on the type of practice, meditation can be done on a chair, walking in circles, or even while stretching in a gym or exercise room.

	Participants frequently complain that adding the meditation prac- tice to their lives is one more thing to add to an already busy schedule. This should not be disputed, as meditation does take time and effort. however,participantsshouldberemindedthatmeditationisnota hobby, job, or responsibility. It is a practice, and the practice leads to new skills, both mental and physical. If participants can take 30 min- utes out of each day to practice meditation, they will be able to learn theseskills.Somesacrificemightbeneeded,whetheritiswatchingone less television show or spending 30 fewer minutes with the family. Or it might even be spending 30 fewer minutes in bed. In making these changes, participants might develop a greater awareness of resistance tochange.Also,inmakingchangestothesleepschedule,mostpartici- pantswillbespendinglesstimeinbed.Therefore,theoverallprogram might not yield any net loss in waking time.

	 

	SLEEPANDMEDITATIONDIARIES

	Every week, participants are asked to keep diaries on their sleep and meditationactivities.Occasionally,aparticipantwillbecomefrustrated withthis,especiallyifheorsheisnotseeingchangesintheirsleep patterns. Although keeping track of sleep and meditation is supposed tobringawarenesstotheseactivities,itcanbackfireforsomeindividu- alsandleadtomorestress.Inthesesituations,Iusuallyreviewthe importanceofkeepingthediaries,butinthespiritofopennessand discovery, I offer the option of seeing what happens if the diaries are not kept for 1 week and progress is reviewed verbally. Sometimes this can be helpful for participants to identify that they are still attached to the outcome of wanting to sleep better. Other times there is a sense of relief and this can serve as a breakthrough to facilitate their use of the othertoolsintheprogram.Thedecisionofwhetherornottoallowpar- ticipantstheoptionofnotcompletingdiariesrequiresskillfuljudgment bytheinstructor,guidedbyexperienceandasenseofwhetherornot

	 

	theresistancetokeepingdiariesisdrivenbyalackofmotivationorby stress from keeping the diaries.

	 

	BEyONDSESSION8

	MBTI is designed as an 8-week program, and it is meant to serve as a startingpointforbringingmindfulnessintothelivesofparticipants.At this point, we have not developed any formal follow-up programs or booster sessions to help participants continue their meditation practice ormaintaintheirtoolsforworkingwithinsomnia.Asmentionedearlier, we typically invite graduates of our past MBTI programs to attend the all-day retreat, which provides an opportunity for some to reignite orcontinuetheirmeditationpractice.MBTIinstructorsshouldalsoidentifyindividualswhoreportserioussymptomsofamoodoranxietydisorder anddiscusspossiblereferralstoamentalhealthpractitionerforfurther help.Itispossiblethatsomeparticipantsmightrequirefurtherhelpwith theirsleepproblems.Inthesecases,referralsshouldbemadetoasleep specialistorsleepclinicforfurtherevaluation.Forsomepeople,MBTI is just the first step in making changes to their lifestyle or addressing medicalorpsychiatricconditionsthatarerelatedtotheirsleepproblem.
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	forInsomnia?

	 

	 

	 

	 

	 

	 

	 

	 

	 

	artIIofthisbookfocusednarrowlyonthecontentsanddeliv-ery of the mindfulness-based therapy for insomnia (MBTI) program.PartIIIbroadensthescopetoexaminetheempiri- calevidenceforusingMBTIandothermindfulnessand acceptance-basedprogramstotreatinsomniaandtoconsider how these interventions fit with other treatments that were discussedinPartI.Thepurposeofthissectionistooffer aperspectiveonhowmindfulness-basedtreatmentprograms can be placed within the context of the current treatment optionsforinsomniaandtoprovideideasforfutureactivitiesaimedatimprovinganddisseminatingMBTI.Inthischapter,IdescribetheprocessofdevelopingMBTIandtheseriesof researchstudiesthatmycolleaguesandIhaveconductedin this area. In doing so, I elaborate on how we arrived atthe current program and the considerations that led to decid-ing on the approach taken in MBTI. I also review the lit- erature on other mindfulness-based interventions that havebeenusedtoimprovesleepdisturbance,andIdiscussareasforfutureresearch.InChapter10,Ioffermyperspectiveonissues
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	relatedtothedeliveryanddisseminationofmindfulness-basedtreatmentprograms as a treatment for insomnia within the health care system.

	 

	 

	
OriginsofMBTI

	

	It is one thing to have a great idea for a new intervention. It is anotherthingtotakethatideaanddesignaresearchstudythatisrigorousenough toyieldcompellingfindings.Onestudyisinsufficienttoindicatethatthisnewinterventionisreadytobedeliveredtopatientsinclinics.Aneven greaterchallengeliesinhavingalong-termplanandvisiontoconducta seriesofstudiesthatwillsystematicallyprovideevidencethattheinter-ventionworks.Thesestepsinvolvefirsttestingthefeasibilityoftheidea(i.e., proof of concept), then testing the intervention under controlled conditions (i.e., evidence of efficacy) and in real-world situations (i.e., evidenceofeffectiveness).Finally,theevidenceneedstobecompelling for practitioners to adopt the new intervention and for policymakers to accept the new intervention as a cost-effective tool within the health care system.

	developing and testing a treatment takes considerable time and often involves an iterative process of refinement. There is an estab- lished process for pharmacological treatments that typically takes at least 8 to 12 years between the time a drug is developed in the lab- oratoryandwhenitreceivesapprovalbytheu.S.Foodanddrug Administration(Lipsky&Sharp,2001).Incontrast,therearenoestab- lished standards for developing behavioral or meditation-based treat- ments. Although some models for behavioral treatment development have been proposed (Ong, Wickwire, Southam-Gerow, Schumacher,&Orsillo,2008;Rounsaville,Carroll,&Onken,2001),theprocess oftreatmentdevelopmentreceivesmuchlessattentioncompared withtheoutcomedata.Furthermore,thelessonslearnedbythe investigators along the way often come from clinical observations, anecdotes, or feedback from participants that do not get published. Therefore, it is rare that the story of how a treatment was developed ever gets told.

	Thefollowingsectionsprovideasummaryoftheresearchwehave conducted on MBTI. Although many of the quantitative findings can be found in the referenced publications, I also add some commentary about how and why we made certain decisions to provide a contextfor understanding our study design and the implications of our find- ings. I believe that this part of the story is important because it pro- vides anunderstandingofhowthevariouscomponentsofMBTIcame together as a program.

	 

	TreatmentDevelopment:

	Proof-of-ConceptTesting

	

	Whenwefirstidentifiedtheneedtodevelopaninsomniatreatmentthatusedmindfulnessmeditation,werecruitedthehelpofdr.ShaunaShapiro,a professor at Santa Clara university who is an expert in mindfulness- basedprogramsandwhohadpreviouslypublishedonmindfulnessand sleep disturbances. Because cognitive behavior therapy for insomnia (CBT-I)wasalreadyavailableasatreatmentoption,wewantedtomakesurethatournewinterventionhaddistinctfeatures.Mindfulnessmedita-tionwasanoveltreatmentforinsomnia,butwewereunsurehowpeople with insomnia would react if we were to ask them to meditate. Would theythinkthatweweregoingto“meditatethemtosleep”?Wouldthis come across as some strange “new age” or “alternative” treatment that would not be appealing to a broad audience? Would they think this is too much work and refuse to come back? With these questions and concerns in the back of our mind, we set out to conduct a preliminary study to test our concept.

	Our initial thought in putting together a treatment package using mindfulnessmeditationwastosimplyreplacethecognitivecomponentwithmindfulnessandaddittothemainbehavioralcomponentsofCBT-I,whichincludesleeprestriction,stimuluscontrol,andsleephygiene.We feltthatthiswouldavoid“reinventingthewheel”butcouldpotentially improveupontheexistingCBT-Ipackage.Therefore,ourfirstmindful- ness treatment program was a combination of mindfulnessmeditation and behavior therapy for insomnia as separate treatment components.ThisfirstprototypeofMBTIincludedsixsessionsdeliveredweeklywitheachsessionlastingbetween90and120minutes.Theinterventionwas conductedinagroupformatwithsevenoreightparticipantspergroup. The first session consisted of an orientation and introduction to the principlesofmindfulnessmeditationincludingafewbriefmeditations. Sessions2through5consistedofmindfulnesscomponentsandbehav- ioralcomponentsforinsomniadeliveredseparately.Thefirsthalfofthe sessionopenedwithformalguidedmeditations(e.g.,breathingmedita- tion, body scan, walking meditation, eating meditation), followed bygroup discussion. The second half consisted of instructions for the behav-ioralcomponents,includingsleeprestrictionandstimuluscontrol,deliv- eredsequentiallyacrosssessions.Inadditiontothesessions,participants wereinstructedtopracticethemeditationforatleast30minutesperday,5 days per week.

	Inourfirststudy(Ong,Shapiro,&Manber,2008),weenrolled 30participants,27ofwhomcompletedtheintervention.Because thisstudywasdesignedasaproof-of-concept,therewasnocontrol

	 

	group;atthisstageoftreatmentdevelopmentouraimwastoseeifourconceptwasfeasibleandacceptable.Overall,wefoundseveralsignifi- cant pre- to posttreatment changes indicating that our intervention wasmakingapositiveimpactonsleepparameters,thoughtsaboutsleep,andsleep-relatedarousal(seeTable9.1).Inaddition,weexaminedsev- eralmeasuresofclinicalsignificancetodetermineifthesechangesweremeaningfulinaclinicalcontext.usingthequantitativecriteriaforinsom-nia (Lichstein, durrence, Taylor, Bush, & Riedel, 2003), defined as a sleeponsetlatency(SOL)greaterthan30minutesorwakeaftersleeponset(WASO)greaterthan30minutesatleastthreetimesperweek,87%ofthesamplenolongersatisfiedthecriteriaforinsomniaattheendoftreat-ment.usingareductionof50%orgreaterfrombaselineontotalwaketime(TWT)asanindexofclinicalsignificance,50%oftheparticipantsinthesamplemetthiscriterionattheendoftreatment.Theaveragereductionwasabout54minutesofTWTfrombaseline.Finally,usingvalidatedcutoffscoresontheInsomniaSeverityIndex(Bastien,Vallières,&Morin,2001),71%ofthesamplenolongermetcriteriaforclinically significantinsomniaatposttreatment.Itisinterestingtonotethattherewas very little change in total sleep time (TST) from pre- to posttreatment.Although this might seem counterintuitive, studies on CBT-I often donothavesignificantincreasesinTSTatposttreatment.Thisappearstobeduetothereductionintimeinbedthatispartofthesleeprestrictioncomponent,whichwasalsousedinthisversionofMBTI.

	Wealsoconductedanaturalisticfollow-upontheseparticipantsat 6 and 12 months posttreatment to gather data on the long-term effectsoftheprototypeMBTI(Ongetal.,2009).usingavailabledatafrom 21participants,wefoundthatmostbenefitsweremaintainedduring the12-monthfollow-upperiod.Onenoteworthyfindinginvolved therelationshipbetweensleep-relatedarousalandfutureepisodesofinsomnia.Participantswhoreportedatleastoneinsomniaepisodedur- ing the follow-up period (defined as having 4 consecutive weeks with SOL>30minutesorWASO>30minutesatleastthreetimeseachweek)hadsignificantlyhigherscoresatposttreatmentcomparedwiththose withnoinsomniaepisodesonthePre-SleepArousalScale(Nicassio,Mendlowitz, Fussell, & Petras, 1985) and the Glasgow Sleep Effort Scale (Broomfield & Espie, 2005). This finding suggests that when sleep effortandpresleeparousalremainedelevatedattheendoftreatment,itcon-stitutedahigherriskforfutureoccurrenceofinsomniaepisodesduring thefollow-upperiod.Furthermore,sincethedatacollectedforepisodes of insomnia occurred after participants completed the intervention, the temporal relationship of the data indicates that arousal and sleep effort precedetheoccurrenceofinsomniaratherthanoccurconcurrentlywith insomnia.Thiswouldbeconsistentwiththehypothesisthatarousalisariskfactorasopposedtoanepiphenomenonofsleepdisturbance.

	 

	

	TABLE9.1

	Pretreatment toPosttreatment Changes

	

	 

	Pretreatment      Posttreatment

	 

	
		
				Measure

				M

				SD

				 

				M

				SD

				df

				t

				P

				d

		

		
				Sleep
TWT(min)

				 
107.91

				 
60.68

				 

				 
53.47

				 
41.61

				 
29

				 
6.39

				 
<.001*

				 
−1.17

		

		
				SOL

				39.09

				35.47

				 

				20.82

				22.06

				29

				4.58

				<.001

				−0.84

		

		
				WASO

				43.95

				42.75

				 

				19.11

				24.72

				29

				3.38

				.002

				−0.62

		

		
				EMA

				24.87

				20.73

				 

				13.54

				15.92

				29

				3.17

				.004

				−0.58

		

		
				TST(min)

				377.23

				62.36

				 

				372.51

				62.20

				29

				0.60

				.553

				−0.11

		

		
				TIB(min)

				484.45

				72.14

				 

				425.40

				56.14

				29

				5.32

				<.001*

				−0.97

		

		
				SE(%)

				78.54

				10.57

				 

				87.62

				9.75

				29

				6.20

				<.001*

				1.13

		

		
				NWAK

				2.21

				1.79

				 

				1.22

				1.35

				27

				3.35

				.002*

				−0.61

		

		
				SQ

				5.73

				1.32

				 

				6.12

				1.37

				27

				2.38

				.025

				0.45

		

		
				Presleeparousal

				 

				 

				 

				 

				 

				 

				 

				 

				 

		

		
				Total

				34.73

				8.94

				28.03

				9.02

				29

				5.48

				<.001*

				−1.00

		

		
				Cognitive

				21.10

				6.05

				16.47

				6.06

				29

				5.20

				<.001

				−0.95

		

		
				Somatic

				13.63

				4.33

				11.57

				4.26

				29

				3.78

				.001

				−0.69

		

		
				Secondarymeasures

				 

				 

				 

				 

				 

				 

				 

				 

				 

		

		
				InsomniaSeverityIndex

				14.90

				4.72

				9.57

				5.41

				28

				7.09

				<.001*

				−1.32

		

		
				DysfunctionalBeliefsandAttitudesAboutSleep
HyperarousalScale

				113.27
 
66.50

				31.79
 
10.00

				84.93
 
63.83

				40.49
 
8.93

				29
 
29

				5.77
 
2.53

				<.001*
 
.017

				−1.05
 
−0.46

		

		
				KentuckyInventory

				129.93

				11.78

				131.83

				16.19

				29

				0.97

				.340

				0.18

		

		
				ofMindfulness Skills
GlasgowSleepEffortScale

				 
6.72

				 
2.97

				 
3.66

				 
2.70

				 
28

				 
5.19

				 
<.001*

				 
−0.96

		

		
				PositiveandNegativeAffect

				31.53

				6.46

				32.80

				6.77

				29

				0.99

				.328

				0.18

		

		
				Schedule(Positive)

				 

				 

				 

				 

				 

				 

				 

				 

				 

		

		
				PositiveandNegativeAffect

				18.30

				5.76

				16.77

				5.20

				29

				2.00

				.055

				−0.37

		

		
				Schedule(Negative)

				 

				 

				 

				 

				 

				 

				 

				 

				 

		

		
				DaytimeSleepiness

				3.88

				1.93

				3.80

				1.96

				27

				.263

				.795

				−.050

		

		
				DaytimeTiredness

				4.10

				1.58

				4.16

				1.86

				27

				.296

				.770

				.050

		

	

	Note.Sleepqualityrangesfrom1(verypoor)to10(excellent).Daytimesleepinessandtirednessareratedfrom 1 to 10, with higher numbers reflecting higher levels of sleepiness or tiredness, respectively. For Cohen’sd,

	a positive value indicates an increase from pre- to posttreatment while a negative value indicates a decrease frompre- to posttreatment. TWT=total wake time; SOL=sleep onset latency; WASO=wake time after sleep onset; EMA=earlymorningawakenings;TST=totalsleeptime;TIB=timeinbed;SE=sleepefficiency;NWAK=numberof awakenings; SQ=sleep quality. From “Combining Mindfulness Meditation With Cognitive–Behavior Therapy for

	Insomnia:ATreatment-DevelopmentStudy,”byJ.C.Ong,S.L.Shapiro,andR.Manber,2008,BehaviorTherapy,39,

	p.178.Copyright2008byElsevier.Reprintedwithpermission.

	*p<.05,withBonferroniadjustmentformultiplecomparisons.

	 

	We also found several patterns consistent with the hypothesis thatgreaterlevelsofmindfulnessareassociatedwithlowerlevelsofdaytimesleepinessandfatigue.Negativecorrelations(i.e.,inverserelationship) were found between mindfulness skills, as measured by the Kentucky InventoryofMindfulnessSkills(Baer,Smith,&Allen,2004),andself-reported daytime sleepiness. Also, a significant decrease in daytimefatiguewasfoundfrombaselineto6-monthfollow-up.Therewasasig- nificantdecreaseinself-reporteddaytimefatigueat6monthswithonly a modest 8-minute increase in TST during that same time frame, indi- cating that increased sleep time alone was unlikely to account for the improvementindaytimefatigue.Thesefindingssupportthehypothesis thatacquiringmindfulnessskillsmighthelpimprovewakingfunction- ing, specifically with reducing daytime sleepiness and fatigue.

	 

	LESSONSLEARNEd

	Asaproof-of-concept,thefirstsetofstudiesprovidedthenecessarypilotdataonfeasibility,acceptability,andpreliminarytreatmenteffectsto meritfurthertestingofmindfulnessmeditationasaninterventionforinsomnia. In addition to the quantitative data described above, there wereseverallessonsthatwelearnedbygatheringqualitativedatafrom participants about their experience (Ong, Shapiro, & Manber,2008).First,participantsexpressedoverallsatisfactionwiththeintervention,but theyalsoexpressedadesiretoreceivemoremeditations.Theywantedto havemoreguidanceonthemeditationexercisesduringthesessions,andwantedtohaveabetterconceptualunderstandingofhowmindfulnessmeditationcouldimprovesleepthroughanecdotesorcaseexamples.As thecliniciandeliveringtheintervention,Iobserveda“tension”between maintainingamindfulpositionduringthemeditationsandthenhavingamoreauthoritativeroleindeliveringinstructionsforsleeprestriction orstimuluscontrol.Itfeltawkwardtoencouragepeopletobemindful andexploreduringthefirstpartofthesessionandthenswitchgearstoinstructthemonwhentogotobedandwhentogetoutofbedduringthesecond part of the session. Also, my training as a clinical psychologist wasprimarilyorientedincognitivebehavioralparadigmsandIwasrelativelynewtomindfulness,soIhadlimitedexperienceinteachingmindfulness principlesandleadingmeditations.Asistypicallydoneduringtheearlyphasesoftreatmentdevelopment,wewentbacktothedrawingboardand worked on integrating the concepts of mindfulness meditation andbehaviortherapytobemoreconsistentandbetterintegrated.

	In revising the treatment package, we decided to shift from our originalideaofaddingmindfulnessasacomponentofabehavioral treatment package, to delivering the components of behaviortherapy forinsomnia(sleeprestriction,stimuluscontrol,sleephygiene),within

	 

	theframeworkofamindfulness-basedintervention.Welookedathow awarenessfromthemindfulnessmeditationscouldfitwiththeconceptsfromsleepphysiologyandbehaviortherapythatwerebeingtaughtinthetraditionaldeliveryofsleeprestrictionandstimuluscontrol.Thisledustothenotionthatawarenessofphysicalandmentalstatesisimportanttoknowhowandwhentofollowtheinstructionsforsleeprestrictionand stimuluscontrol.Wealsogavethesetermsa“facelift”andcalledthemsleepconsolidationandsleepreconditioning, respectively. This stemmed fromthe observation that participants found the termsleeprestrictionto imply something punitive and thatstimuluscontrolseemed to be a technical termthatdidnothelpparticipantsunderstandtheconceptoftheinstructions.Theendresultwasquitedifferentfromwhatwehadoriginallysetouttodo.Ratherthanaddingmindfulnessmeditationasanothercompo-nent of a multicomponent behavior therapy for insomnia, the behavior techniqueswerenowwovenintotheframeworkofamindfulness-based intervention.ThisgaverisetoMBTIinitscurrentformasanintegrated, mindfulness-based intervention using the principles and practices of mindfulness meditation as the foundation for making metacognitiveshifts in the context of insomnia.

	 

	TESTING EFFICACY: CONduCTING A RANdOMIZEd CONTROLLEd TRIAL ON MBTI

	Althoughourpilotstudieswereusefultodeterminethefeasibility and acceptability of delivering mindfulness meditation for people with chronicinsomnia,thestudydesigndidnotallowustodrawconclusions regarding efficacy (i.e., whether or not the treatment works under con-trolledconditions).determiningtheefficacyofMBTIrequiresarandom-izedcontrolledtrial(RCT),amoresophisticatedstudythatwouldentail greatercosts.usingthepilotstudiesaspreliminarydata,wewerefortu- natetoreceivearesearchgranttosupportthisnextstepintestingMBTI fromtheNationalCenterforComplementaryandIntegrativehealth (formerlyknownastheNationalCenterforComplementaryandAlter- native Medicine), an institute within the National Institutes of health.

	TherearemanyconsiderationsthatgointodesigninganRCT.Afterconsideringdifferentoptionsandreceivingfeedbackfromgrantreview-ers,wesettledonathree-armdesignthatincludedMBTI,mindfulness- basedstressreduction(MBSR),andacontrolconditionwithan8-week self-monitoringperiodfollowedbyan8-weekmulticomponentbehav- ior therapy for insomnia that did not include a cognitive component.Thisstudywasdesignedasasmall-scaletrialtogenerateinitialevidenceonefficacy.definitivetrialsrequireverylargesamplesizes,agroupof well-trainedtreatmentproviderstodelivertheinterventions,andefforts to ensure blinding wherever possible. These efforts require substantial

	 

	resourcesthatwerebeyondourcapabilitiesatthisstageofourresearchprogram.Aswefollowedthestagesoftreatmentdevelopmentforbehav-ior therapies (Rounsaville, Carroll,&Onken, 2001), the findings from this efficacy study were meant to inform the need for a more defini- tive large-scale study. Second, the decision to include both MBTI and MBSR as arms in this study was driven by the limitation of our pilot study (Ong, Shapiro,&Manber, 2008) that included both mindfulness and behavior therapy for insomnia, making it unclear how important mindfulness meditation was relative to the behavioral components. ByincludingMBSR,widelyrecognizedasthestandardmindfulnessmedita-tionprogram,andcomparingitwithbothMBTIandthecontrolcondi- tion, we were able to generate evidence on the benefits of mindfulness meditationdeliveredalone(MBSR)andintegratedwithbehaviorther-apy(MBTI).Thecontrolconditionwasdesignedtocontrolfortheeffectsofself-monitoringusingsleepdiariesasaparallelarm.Self-monitoringusingsleepdiarieshasbeenshowntohavemildeffectsonreducingSOL(Espie, Inglis, Tessier,&harvey, 2001; Espie et al., 2012) and moder- ate effects on increasing sleep efficiency (Espie et al., 2012). Becauseall threearmswouldbecompletingdailysleepdiariesduringthe8-weektreatment/monitoringperiod,controllingforself-monitoringwouldrule out the alternative hypothesis that changes in TWT derived from the sleep diaries were due to completing daily sleep diaries rather than the mindfulnessinterventions.Third,thetheoreticalframeworkofusing mindfulness meditation is to target sleep-related arousal in the context of insomnia (see Chapter 4). Therefore, we selected individuals with achronicinsomniadisorderwhoalsoreportedheightenedarousaloranxi-etyaboutsleep.InpreviousversionsoftheInternationalClassificationofSleepDisorders(ICSD;AmericanAcademyofSleepMedicine,2005),thiswasclassifiedaspsychophysiologicalinsomnia.ThethirdeditionoftheICSD(AmericanAcademyofSleepMedicine,2014)nowclassifiesthisasasubtypeofchronicinsomniadisorder.Similarly,thefiftheditionoftheDiagnostic and Statistical Manual of Mental Disorders(AmericanPsychiatricAssociation, 2013) classifies this as an insomnia disorder and does not distinguish subtypes.

	The main outcome from our study was published in the journalSleep(Ongetal.,2014).Werandomized54participantswithchronicinsomniatoreceiveMBSR(n=19),MBTI(n=19),orself-monitoring(n=16).The primary outcome measures were the Pre-Sleep Arousal Scale (PSAS;Nicassio,Mendlowitz,Fussell,&Petras,1985)andTWTderivedfromsleep diaries.Clinical significancewas defined as those who met criteriafortreatmentremissionandtreatmentresponseusingtheInsomnia Severity Index (Bastien, Vallières, & Morin, 2001). The data analysis planaddressedtworesearchquestions.First,ismindfulnessmeditation deliveredusingMBSR,astandardmeditationprogram,ordelivered usingMBTI,atailoredmeditationprogramwithbehaviorstrategiesfor

	 

	insomnia,superiortoaself-monitoring(SM)control?Second,arethere relative benefits for the tailored approach (MBTI) compared with the standard approach (MBSR) of delivering a meditation-based therapy?

	Thefindingsrevealedthatthosereceivingamindfulness-based intervention (either MBSR or MBTI) had significantly greater reduc- tions on TWT (43.75 minutes vs. 1.09 minutes), PSAS (7.13 vs. 0.16), and ISI (4.56 vs. 0.06) from baseline-to-post compared with SM (seeFigure9.1).PosthocanalysesrevealedthatMBSRandMBTIwereeachsuperiorcomparedwithSMonTWT,PSAS,andISI,butnosignificant differences were found when comparing MBSR and MBTI with each other from baseline-to-post. however, significant differences emerged when the assessment timeframe included baseline to the 6-month fol-low-up. In these analyses, MBTI had greater reductions in ISI scores com-paredwithMBSR,withthelargestdifferenceoccurringatthe3-monthfollow-up.Intermsofclinicalsignificance,remissionratesintheMBSRgroupwerelargelystableovertime,(46.2%atpost,38.5%at3months, and41.7%at6months),whereasremissionratesforMBTIincreased
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	FIGURE9.1

	 

	 

	Changeintotalwaketime.Totalwaketime(inminutes,withstandarderrorofthemean)acrossstudyarmsas reportedinsleepdiaries.Datapresentedarechangescoresfrombaselinetoeachassessmentpoint.MBSR=mindfulness-basedstressreduction;MBTI=mindfulness-basedtherapyforinsomnia;SM=self-monitoring.From “ARandomizedControlledTrialofMindfulnessMedita-tionforChronicInsomnia,”byJ.C.Ong,R.Manber,

	Z.Segal,Y.Xia,S.Shapiro,andJ.K.Wyatt,2014,Sleep,37,p.1557.Copyright2014byAssociatedProfessionalSleepSocieties.Adaptedwithpermission.

	

	 

	steadilyfrom33.3%atpostto38.5%at3-monthfollow-upand50% at6-monthfollow-up(seeFigure9.2).Similarly,treatmentresponseremainedrelativelysteadybetweenpostandfollow-upinMBSR(38.5%and41.7%)butshowedasteadyincreasefrompost(60%),3-month (71.4%), and 6-month follow-up (78.6%) in MBTI.

	Inadditiontotheseself-reportedoutcomes,polysomnography(PSG)andwristactigraphydatawerecollectedasobjectivemeasuresofsleep.NoneofthePSG-measuredsleepparametersweresignificantlydifferent betweenthegroups,althoughthepatternsonTWTandTSTwereconsis-tentwiththedirectionsobservedinthesleepdiarydata.Foractigraphy, the analyses revealed that the pooled meditation arms showed signifi- cantlygreaterratesofreductioninTWT(17.97minutes)relativetoSM. however, no significant differences between the groups were found at posttreatment. A similar finding was observed for TST, in which the meditationarmsshowedsignificantlygreaterratesofreductioninTST

	 

	

	FIGURE9.2
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	Treatmentremission.PercentageofpatientswhometcriteriafortreatmentremissiondefinedasInsomniaSeverityIndextotalscore<8ateachassessmentpoint.Treatmentremissionforself-monitoringatposttreatmentwas6.3%(notpictured).MBSR=mindfulness-basedstressreduction;MBTI=mindfulness- basedtreatmentforinsomnia.From“ARandomizedControlledTrialofMind- fulnessMeditationforChronicInsomnia,”byJ.C.Ong,R.Manber,Z.Segal,

	Y.Xia,S.Shapiro,andJ.K.Wyatt,2014,Sleep,37,p.1559.Copyright2014byAssociatedProfessionalSleepSocieties.Adaptedwithpermission.

	

	 

	compared with SM, but no significant differences between thegroups were found at posttreatment. Although we did not find support for our hypothesesontheseobjectivemeasuresofsleep,itshouldbenotedthat thesemeasurestypicallyhavesmallereffectscomparedtoself-reportedmeasures. Two previous studies on mindfulness-based treatments foundonlysmalleffectsizesonobjectivemeasuresofsleep(Britton,haynes,Fridel, & Bootzin, 2010; Gross et al., 2011). Overall, it appears that mind-fulnessmeditationhaslargereffectsonpatient-reportedsleepoutcomesrelativetoobjectively-measuredsleepoutcomes.

	data on treatment-process measures showed that participants hadgenerallygoodadherenceandattendance.TheaverageattendanceforallrandomizedparticipantswasnotsignificantlydifferentbetweenMBSR andMBTI,withthemeanattendanceofMBSRat4.95sessionsandthemeanattendanceofMBTIat5.74sessions.usingsixoutofeightsessionsasour“minimaltherapeuticdose”formindfulness,12outofthe16par- ticipants who received MBSR attended at least six sessions and 11 out ofthe18participantswhoreceivedMBTIattendedatleastsixsessions.Themajorityofabsenceswereduetoschedulingconflictsorunexpectedemergencies,andwheneverpossibleinstructorswouldreviewthecon- tentofthemissedsessionandhomeworkassignmentsoverthephoneat analternatetime.Iftheparticipantfailedtoattendwithoutpriornotice, the instructor would attempt to contact the participant and review the session materials and homework assignments to keep the participant engaged and maintain program continuity. A treatment credibility andexpectancyquestionnaire(devilly&Borkovec,2000)wascompletedbyparticipantsafterSession1andpriortoSession3sothattheycouldpro- vide ratings after having some initial exposure to the treatment condi-tion.Nosignificantdifferenceswerefoundbetweentreatmentconditions oncredibility(logicalness,successinreducingsymptoms,orconfidenceinrecommendingtofriend)orexpectancy(degreeofexpectedimprove- mentfromtreatment).Withregardtomeditationpractice,datafromthe meditation diaries revealed that participants in MBSR averaged nearly 2,000 minutes of meditation practice during the study period, and par- ticipants in MBTI averaged a little under 1,300 minutes of meditationpractice. MBSR participants reported significantly more home meditationsessionsandmoretotalminutesofhomemeditationpracticecompared toparticipantsinMBTI.Thisshouldnotbesurprisingsincetherecom- mendations for home meditation practice in MBTI is shorter (30 min- utes) than MBSR (45 minutes). Finally, no treatment-related adverse events were reported, so mindfulness meditation appears to be safe for people with insomnia.

	Theoverallconclusionfromthisstudyisthatinterventionsusingmindfulnessmeditation(eitherMBSRorMBTI)appeartobeviabletreat-mentoptionsforpeoplewithchronicinsomnia.BothMBSRandMBTIweresuperiortotheself-monitoringcontrolforreducingpresleeparousal

	 

	andTWT,ourmainoutcomemeasures.Intermsofclinicalsignificance,theratesofremissionandresponsefoundforbothMBSRandMBTIare within a range that is comparable to that of other studies using CBT-I (Irwin,Cole,&Nicassio,2006;Smithetal.,2002).MBTIhadasome- whatmorefavorablelong-termprofile,withremissionratesreaching50%andaresponserateof78.6%atthe6-monthfollow-up.Thefindingofimprovementsinthefollow-upperiodisconsistentwithconclusionsdrawnfromareviewandmeta-analysisconductedonmeditation(Goyaletal.,2014)andprovidesevidenceofthelong-termbenefitsofmindful-nessmeditation.Furthermore,thistreatmentapproachappearstobesafe,as no treatment-related adverse events were reported.

	As mentioned earlier, this study was meant to be an initial test of efficacy, and questions remain that need to be addressed or taken intoaccount when interpreting these findings. First, this sample was relativelysmall and consisted of 74% women, with about two thirds identifying theirethnic–racialdemographicasnon-hispanicCaucasian.Thisraises questionsaboutwhoislikelytoseekoutmindfulness-basedtreatments and whether men and other minority ethnic groups would achieve thesame benefits as those found in our study sample. Interestingly, Caucasianwomen with a high level of education are a prominentdemographic groupthatusescomplementaryandalternativemedicine(Pearson, Johnson, & Nahin, 2006). Women are also at greater risk than men forinsomnia(Zhang&Wing,2006).Inaseparatestudyexaminingbaselinedata gathered as part of our recruitment for this study, we found gen- derdifferencesincognitive–emotionalfactorsthatarerelatedtohyper- arousal(hantsoo,Khou,White,&Ong,2013).Amongwomen,negative emotions were most closely associated with elevated presleep arousal; whereasamongmen,aninternalsleeplocusofcontrolwasmostclosely associated with elevated presleep arousal. These differences in gender profilesuggestthataninterventionsuchasmindfulnessmeditationthat targets emotion regulation might be a better fit to reduce presleep arousalinwomen.Formen,moretraditionalcognitivetechniques,such ascognitiverestructuringorbehavioralexperimentsthattargetthesleep locusofcontrol,mightbeabetterfittoreducepresleeparousal.Further research is needed to examine these potential moderators of treatment outcome for mindfulness meditation, which could help identify who is most likely to achieve benefits from MBTI.

	Another limitation of the study is the number of providers avail- able.Ideally,inanRCT,thereisagroupofproviderswhoreceivestan- dardizedtrainingtodeliverthestudytreatments,havesimilarlevelsof experience, and are blind to the study hypotheses and main outcome measures.Asmentionedearlier,thelimitedresourcesavailableforthis study precluded this possibility, and the approach that was taken was toselectthebestavailabletherapistforeachtreatmentarm.Inthestudy,theMBSRinstructorswereallexperienced,doctoral-levelMBSR

	 

	teachers, one of whom was a medical doctor and the other a clinical psychologist.Neitheroftheseprovidershadanyformaltraininginsleep medicine, and they were instructed to deliver MBSR as theynormally wouldwithnospecialattentiongiventosleeporinsomnia.Iserved as the instructor for all MBTI groups, as I have training in behavioral sleepmedicine,MBSR,andexperiencewiththedevelopmentofMBTI. Therefore, I am very familiar with this patient population and the con-ceptsofinsomnia.Giventhesedifferences,itispossiblethatinvestigatorbias, treatment allegiance, or therapist skill level were plausible expla- nations for the observed differences between treatment arms.

	 

	 

	
OtherMindfulness-andAcceptance-BasedApproachestoTreatingInsomnia

	

	MBTIisoneapproachforusingmindfulnessmeditationtohelppeople with insomnia. Beyond MBTI, there is a growing literature examining theuseofmindfulnessmeditationormindfulnessprinciples,acceptance andcommitmenttherapy(ACT),oracombinationoftheseapproacheswithmoretraditionalbehavioralapproachesforinsomnia.TherearenowseveralRCTsonmindfulness-basedinterventionsforinsomniaandsig-nificant sleep disturbances (see Table 9.2). One RCT compared MBSR witheszopiclone for individuals with chronic insomnia (Gross et al., 2011). Significantimprovementswerefoundfrombaselinetoposttreatmentin bothgroupsonanumberofsleepparameters.WithintheMBSRgroup, significantimprovementswerefoundonactigraphy-measuredSOLanddiary-measuredSOL,TST,andsleepefficiency.Thisstudywasasmall- scaletrialwithonly30participantstotal(MBSR=20,eszopiclone=10)andthuswasnotsufficientlypoweredforbetween-groupcomparisons. Qualitative data collected from focus groups conducted on those who were in the MBSR arm of this trial revealed several positive benefitsof mindfulness that included more global health benefits beyond the symptomsofinsomnia(hubbling,Reilly-Spong,Kreitzer,&Gross, 2014).Participantscommentedthatalthoughsleeptimemightnothave increased, they were sleeping better, felt that they were waking up more refreshed, and felt less distressed about insomnia and were bet- ter able to cope when it occurred. These findings provide encouraging evidence to support the positive impact that MBSR can have on other territories of insomnia.

	Black,O’Reilly,Olmstead,Breen,andIrwin(2015)conductedan

	RCTonadultsages55andolderwithmoderatesleepdisturbances, definedas a scoregreater than 5 onthe Pittsburgh Sleep QualityIndex
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				Shapiro

				63cancer-free

				Mindfulness-based

				Randomizedto

				Sleepefficiency

				Bothgroupsreportedsignifi-

		

		
				etal.

				womenwithpre-

				stressreduction

				MBSRorfree-

				andsleepqual-

				cantimprovement in self-

		

		
				(2003)

				viousdiagnosis

				(MBSR)

				choicecontrol

				itymeasuredby

				reportedsleepqualityat

		

		
				 

				ofStageIIbreast

				 

				condition

				sleepdiary

				posttreatment;nosignifi-

		

		
				 

				cancer

				 

				 

				 

				cantchangeinsleepeffi-

		

		
				 

				 

				 

				 

				 

				ciency.MBSRparticipants

		

		
				 

				 

				 

				 

				 

				reportinggreatermindful-

		

		
				 

				 

				 

				 

				 

				nesspracticeshowedlarg-

		

		
				 

				 

				 

				 

				 

				estimprovementinsleep

		

		
				 

				 

				 

				 

				 

				quality.

		

		
				Andersen

				336womenunder-

				MBSR

				Randomizedto

				MedicalOutcomes

				Meansleepproblemscores

		

		
				etal.(2013)

				goingsurgeryforStageI−IIIbreastcancerwithinthelast3−18months

				 

				MBSR or treat- ment as usualcontrolcondition

				StudySleep Scale

				weresignificantlylowerinMBSR group immediately aftertheinterventionbut nolowerthancontrolsat
12-monthfollow-up.

		

		
				Lengacher

				84womenwhohad

				MBSR

				Randomizedto

				M.D.Anderson

				MBSRgroupshowedsignifi-

		

		
				etal.

				completedbreast

				 

				6-weekMBSR

				SymptomInven-

				cantdecreaseinfatigue

		

		
				(2012)

				cancertreatment

				 

				interventionor

				torycoresymp-

				andsleepdisturbance

		

		
				 

				withinthelast

				 

				treatmentas

				tomseverity

				severityitemsatposttreat-

		

		
				 

				18months

				 

				usualcontrol

				items:Sleepdis-

				mentcomparedtocontrol

		

		
				 

				 

				 

				condition

				turbance,fatigue

				group.

		

		
				Carlson

				49breastcancer

				MBSR

				Participantscom-

				Self-reportedsleep

				Significantimprovementin

		

		
				etal.

				and10prostate

				 

				pleted8-week

				quality(poor,

				sleepqualityreportedat

		

		
				(2003)

				cancerpatients

				 

				MBSRprogram

				adequate,or

				posttreatment.

		

		
				 

				 

				 

				 

				good)

				 

		

	

	 

	Garland(2005)

	
pleted8-week MBSRprogram

	
QualityIndex(PSQI)

	
inPSQItotalscoreandall PSQI subscales atposttreatment.

	 

	Schmidtetal.(2011)

	 

	Grossetal.(2004)

	 

	 

	Grossetal.(2010)

	
177womenwithfibromyalgia

	 

	 

	20solidorgantransplant recipients

	 

	138recipientsofkidney,kidney/pancreas,liver,heart, or lungtransplant

	
MBSR      RandomizedtoMBSR,activecon-trol, or wait-listcontrol

	MBSR      Participantscom-pleted8-week MBSRprogram

	 

	MBSR      Randomizedto MBSR or 8-weekhealtheducation intervention,eitherinitiallyor afterwait-list

	
PSQI      Nosignificantmaineffectforgroup; however, positive changeratesonPSQIwere highest for MBSR.

	PSQI      Significantimprovementinsleep dysfunction atpost-treatment and 3-monthfollow-up.

	PSQI      MBSRgroupreportedsignifi- cantimprovementinsleepsymptoms compared toHealthEducation;benefitswere retained at 1-yearfollow-up.

	 

	Kreitzeretal.(2005)

	Bootzin&Stevens(2005)

	
20solidorgantransplant recipients

	55adolescents withsubstanceabuse,insomnia,anddaytimesleepiness

	
MBSR      Participantscom-pleted8-week MBSRprogram

	MBSR      Six-sessiongroup treatmentforsleepdisturbancecombiningMBSR,sleephygiene education,andcognitivetherapy

	
Self-reportedsleepqualityandduration

	Sleepdiaryparam- eters (sleep efficiency, sleep onset latency, numberofawak- enings),Epworth SleepinessScale,actigraphy

	
Significantimprovementsinsleepqualityanddurationsustained6monthslater.

	Participants in MBSR group completing four or moretreatment sessions reportedsignificantimprovement

	insleepdiaryparameters;actigraphyshowedatrendfor improvement in total sleep. All participants reportedsignificant reductioninsleepiness.

	 

	Klattetal.

	(2009)

	
48healthyuniver-

	sityfacultyandstaffworkingfull-time

	
Low-doseMBSR

	(MBSR-ld)

	
Randomizedto

	6-weekMBSR-ldinterventionor wait-listcontrol

	
PSQI      BothMBSR-ldgroupand

	controlgroupreportedsignificantimprove-mentinsleepqualityatposttreatment.
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				Carmody

				110lateperi-

				MBSR

				Randomizedto

				Women’sHealth

				MBSRgroupreportedsig-

		

		
				etal.

				menopausal

				 

				MBSRorwait-list

				InitiativeInsomnia

				nificantlygreaterimprove-

		

		
				(2011)

				andearlypost-

				 

				control

				RatingScale

				ments in subjective sleep

		

		
				 

				menopausal

				 

				 

				 

				quality comparedwith

		

		
				 

				women

				 

				 

				 

				controlgroup.

		

		
				Garland

				111cancerpatients

				MBSR

				Randomizedto

				InsomniaSeverity

				MBSRwasinferiortoCBT-I

		

		
				etal.

				withinsomnia

				 

				MBSRoreight

				Index(ISI),PSQI,

				forimprovinginsomnia

		

		
				(2014)

				 

				 

				sessionsof

				Dysfunctional

				severityimmediatelypost-

		

		
				 

				 

				 

				cognitive

				Attitudesand

				interventionbutdemon-

		

		
				 

				 

				 

				behaviortherapy

				Beliefsabout

				stratednon-inferiorityat

		

		
				 

				 

				 

				forinsomnia

				Sleep Scale

				3-monthfollow-up.Both

		

		
				 

				 

				 

				(CBT-I)

				(DBAS),sleep

				interventionsshowed

		

		
				 

				 

				 

				 

				diaryparameters

				improvement in sleep

		

		
				 

				 

				 

				 

				(sleeponset

				diaryparameters.CBT-I

		

		
				 

				 

				 

				 

				latency,wake

				groupreportedsignificant

		

		
				 

				 

				 

				 

				timeaftersleep

				improvementinsleepqual-

		

		
				 

				 

				 

				 

				onset,total sleep

				ity and dysfunctional sleep

		

		
				 

				 

				 

				 

				time),actigraphy

				beliefs.

		

		
				Grossetal.

				30adultswith

				MBSR

				Randomizedto

				ISI,PSQI,sleepdiary

				MBSRgroupreportedsig-

		

		
				(2011)

				primarychronic

				 

				MBSRor8weeks

				parameters(total

				nificantimprovementsin

		

		
				 

				insomnia

				 

				ofpharmaco-

				sleeptime,sleep

				insomniaseverity,sleep

		

		
				 

				 

				 

				therapy(3mgof

				onsetlatency,

				quality,andsleepdiary

		

		
				 

				 

				 

				eszopiclone)

				sleepefficiency),

				parametersat5-month

		

		
				 

				 

				 

				 

				actigraphy

				follow-up;comparable

		

		
				 

				 

				 

				 

				 

				changeswereseeninphar-

		

		
				 

				 

				 

				 

				 

				macotherapygroup.Actig-

		

		
				 

				 

				 

				 

				 

				raphyshowedsignificant

		

		
				 

				 

				 

				 

				 

				reductionsinsleeponset

		

		
				 

				 

				 

				 

				 

				latencyforMBSRgroup.

		

	

	 

	(2014)      posttreatment

	focusgroups

	
quality and reducedinsomnia-related distress.

	 

	Brittonetal.(2010)

	
26adultswithpar-tiallyremitteddepression

	
Mindfulness-basedcognitivetherapy(MBCT)

	
RandomizedtoMBCTorwait-list control

	
Polysomnographic(PSG) sleep pro- files, sleep diaryparameters(sleeponsetlatency, numberofawak-enings,waketimeaftersleeponset,sleepefficiency)

	
Polysomnographyshowedincreasedarousalatpost-treatmentinMBCTgroup (increasedawakenings,Stage1sleep,suppressedslow wave sleep). MBCTgroupreportedsignificantwithin-groupdecreasesinsleep diary parameters.

	 

	Brittonetal.(2012)

	
23antidepressant userswithsleepcomplaints

	
MBCT      RandomizedtoMBCTorwait-list control

	
PSG(Stage1sleep,slow-wavesleep),sleepdiaryparameters(totalwaketime,sleepefficiency)

	
MBCT group showed a sig- nificant reduction in PSGtotalwaketimeandsignif-icantimprovementinsleepdiaryparameters.

	 

	Yooketal.(2008)

	
19 patients withanxietydisorders

	
MBCT      Participantscom-pleted8weeksof MBCT

	
PSQI      Participantsshowedsignifi-cantimprovementinsleepquality at posttreatment.

	 

	Gonzalez-Garciaetal.(2013)

	Heidenreichetal.(2006)

	
40adultsdiagnosedwithHIV

	 

	 

	14adultswithper-sistentprimaryinsomnia

	
MBCT      Randomizedto MBCTinterven- tion or routinefollow-upcontrol

	MBCT      Participantscom-pletedMBCT

	
NottinghamHealth Profile−Sleepdimensionscore

	 

	Sleepdiaryparam-eters(sleep latency,total sleeptime),QuestionnairetoAssessCentralPersonalityVari-

	ablesinInsomnia,ThoughtsControlQuestionnaireforinsomnia(TCQ-I)

	
MBCTgroupshowedsignifi-cantimprovementinsleep-related quality of life at Week 8 and Week 20.

	Participantsshowedsignifi- cantpre-toposttreatmentimprovementsinsleepdiaryparameters; fewer par-ticipantsweretakingsleepmedicationsatendoftreat-ment.SignificantchangeswereseenacrosstreatmentinfourofsixsubscalesoftheTCQ-I;patientsreportedsignificantlylessworry aboutsleep.
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				Ongetal.

				30adultswith

				Mindfulness-based

				6-weekmulti-

				Sleepdiaryparam-

				Participantsreportedsig-

		

		
				(2008)
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				therapyfor
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				eters(total wake

				nificantposttreatment
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				time,timeinbed,
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				incorporating

				numberofawak-

				diaryparameters,insom-
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				enings),ISI,Hyper-

				niaseverity,presleep

		

		
				 

				 

				 

				itationandCBT-I

				arousalScale,

				arousal,sleepeffort,and

		

		
				 

				 

				 

				 

				DBAS,Glasgow

				dysfunctionalsleep-related

		

		
				 

				 

				 

				 

				SleepEffortScale

				cognitions.

		

		
				 

				 

				 

				 

				(GSES),Pre-sleep

				 

		

		
				 

				 

				 

				 

				ArousalScale

				 

		

		
				 

				 

				 

				 

				(PSAS)

				 

		

		
				Ongetal.

				54adultswith

				MBSR,MBTI

				Randomizedto

				Totalwake time

				MBTIandMBSRwereasso-

		

		
				(2014)

				chronicinsomnia

				 

				MBSR,MBTI,

				measuredby

				ciatedwithsignificantly

		

		
				 

				 

				 

				or8-weekself-

				sleepdiary,ISI,

				greaterreductionsintotal

		

		
				 

				 

				 

				monitoring

				Pre-SleepArousal

				waketime,presleeparousal,

		

		
				 

				 

				 

				condition

				Scale(PSAS),PSG,

				andinsomniaseveritycom-

		

		
				 

				 

				 

				 

				actigraphy

				paredtocontrols.MBTI

		

		
				 

				 

				 

				 

				 

				grouphadgreaterreduc-

		

		
				 

				 

				 

				 

				 

				tionsinISIscorescompared

		

		
				 

				 

				 

				 

				 

				withMBSR.

		

		
				Blacketal.

				49olderadultswith

				MindfulAwareness

				Randomizedto

				PittsburghSleep

				Compared withSHE, MAPs

		

		
				(2015)

				moderatesleep

				Practices(MAPs)

				6-weekMAPsor

				QualityIndex

				groupshowedgreater

		

		
				 

				disturbances

				 

				SleepHygiene

				(PSQI),Athens

				posttreatmentimprove-

		

		
				 

				 

				 

				Education(SHE)

				InsomniaScale

				mentsinPSQIscores,

		

		
				 

				 

				 

				intervention

				(AIS),Fatigue

				insomniasymptoms,

		

		
				 

				 

				 

				 

				SymptomInven-

				andfatigueseverityand

		

		
				 

				 

				 

				 

				tory(FSI)

				interference.

		

	

	Note.From“Third-WaveTherapiesforInsomnia,”byH.L.Taylor,H.P.Hailes,andJ.Ong,2015,CurrentSleepMedicineReports,1,p.173.Copyright2015bySpringer.Adaptedwithpermission.

	 

	(PSQI;Buysse,Reynolds,Monk,Berman,&Kupfer,1989),thatcompareda 6-week mindfulness-based group intervention called mindfulness awarenesspractices(MAP)againsta6-weekgroupconsistingofsleep hygieneeducationthatcontrolledforattentionandcontact.TherewasasignificantgroupdecreaseinPSQIscoresfortheMAPgroupbutnotthesleep hygiene control group, and the change in PSQI was significantly correlatedwiththechangeinscoresontheFiveFacetsofMindfulness Scale (Baer, Smith, hopkins, Krietemeyer, & Toney, 2006), indicating thatincreasedmindfulnessskillswereassociatedwithdecreasedsymp-toms of sleep disturbances among participants who received MAP. MAPwasalsosuperiortothesleephygienecontrolondaytimemeasures of fatigue and the Beck Depression Inventory (Beck, Steer, & Carbin, 1988), thus indicating improvement in other domains related to sleep. Notably, 67% of the participants were women and 84% were White, with an average of 16.6 years of education. These demographics are similar to our study (Ong et al., 2014) and continue the trend of a demographic pattern in mindfulness-based treatment studies.

	Severalotherstudieshaveexaminedinsomniaorsleepdisturbances

	thatarecomorbidwithanotherpsychiatricormedicaldisorder.Oneofthemostcommonco-occurringpsychiatricdisorderswithinsomniaismooddisorder.Brittonhasconductedtwosmall-scalerandomizedcontrolledtrials examining mindfulness-based cognitive therapy (MBCT) comparedwithawait-listcontrolforpeoplewithunipolardepressionandinsomnia.The first study (Britton et al., 2010) examined individuals with depressionandcomorbidinsomniawhowerenotonmedication.ParticipantsinbothgroupsreportedreductionsinSOLonsleepdiaries,butdatafrompoly-somnography found that participants in the MBCT group had significantly more awakenings, increased Stage 1 sleep, and decreased slow-wave sleeprelativetocontrols.Theauthorsinterpretedthesefindingsasindicesof corticalarousalthatappeartomimictheeffectstypicallyfoundamongantidepressant users. The second study (Britton, haynes, Fridel, & Bootzin,2012) examined individuals with depression and comorbid insomnia whowere taking antidepressant medication. The results revealed that thosewho received MBCT had less TWT and higher sleep efficiencies comparedwith the control group on both objective (polysomnography) and self-report(sleepdiaries)measuresofsleep.Besidesdepression,thereisevi-denceforimprovementsinself-reportedsleepqualityfollowingMBCT for individuals suffering from insomnia related to an anxiety disorder(Yook et al., 2008). Another study using a multicomponent treatment thatincluded mindfulness meditation found evidence for improvements in sleepandreductionsinrelapseofsubstanceuseamongadolescentswith asubstanceabusehistory(Bootzin&Stevens,2005).

	Among comorbid medical conditions, particular interest has centered

	ontheuseofmindfulness-basedapproachesoncancer-relatedsleepdis-turbanceandfatigue.OneearlystudyexaminedtheimpactofMBSRon

	 

	self-reportedsleepqualityandquantityamongwomenwithbreastcancer (Shapiro,Bootzin,Figueredo,Lopez,&Schwartz,2003).Nodifferenceswere found between the MBSR and the control group on sleep quality andsleepefficiency,butapositiverelationshipwasfoundbetweenthe practiceofmindfulnesstechniquesandfeelingrefreshedaftersleepforthe MBSR group. In a series of studies, Carlson, Speca, Patel, and Goodey(2003)foundevidencethatMBSRleadstoimprovementsinsleepqualityamongthosewithbreastandprostatecancerandamongaheterogeneous groupofcancerpatients(Carlson&Garland,2005).Anotherstudyusinga noninferiority design (Garland et al., 2014) compared MBSR with CBT-IinanRCTonpatientswithcancer.Atposttreatment,MBSRwasfoundtobeinferiortoCBT-Iforimprovinginsomniaseveritybutdemonstratednoninferiority at the 3-month follow-up. At the final follow-up assess- ment,similarreductionsinSOLandwakeaftersleeponsetwerefoundfor both MBSR and CBT-I. These findings give rise to the possibility of dif- ferent mechanisms to reduce insomnia severity, with CBT-I exerting directeffectsonnocturnalsymptomsandMBSRindirectlyimprovingsleepbyimproving the quality of daytime functioning (e.g., reduction in mood disturbance,stress).

	Inadditiontomindfulness-basedtherapies,therehasbeensomework to date on using ACT for patients with insomnia. One case study (Dalrymple,Fiorentino,Politi,&Posner,2010)reportedonthesuccess- fultreatmentofanindividualwithinsomniausingbehavioralstrategieswithacceptance-basedstrategies.Apilotstudyexaminedtheuseof ACTfor11patientswithchronicinsomniawhowerenonrespondersto traditional CBT-I (hertenstein et al., 2014). They found that atpost- treatment these patients reported improvements in sleep-related qual- ityoflifeandsleepquality.Thesetwostudiesprovidesomeindicationthatacceptance-basedtreatmentsmightprovidebenefitsforpeoplewithinsomnia,particularlythosenotrespondingtoCBT-I.SeeTable9.2foralistofmindfulness-basedtreatmentstudiesonsleepandinsomnia.

	 

	 

	FutureResearchDirections

	

	Theseareexcitingtimesforresearchusingmindfulnessandacceptance-based approaches for chronic insomnia. The literature has grown con- siderably over the past 10 years, with increasing evidence to support theefficacyofmindfulnessmeditationasaviabletreatmentforchronic insomnia. Although these are positive signs, there are still some key questions that remain to be answered.

	Oneimportantissuerelatedtoefficacyistheuseofsubjectiveversus objectiveoutcomemeasures.Inthestudiesreviewed,themainoutcomes

	 

	areself-reportmeasures,mostlyusingsleepdiariesoraglobalmeasureofinsomniasymptoms,suchastheInsomniaSeverityIndex.Studiesthatusedobjectivemeasureshavefoundverylittlechangeinsleepparameters(Brittonetal.,2010;Grossetal.,2011;Ongetal.,2014).Theinconsis- tencies between subjective and objective measures of sleep raiseques- tionsaboutthepotentialforaresponsebiasduetoexpectancyeffectsordemand characteristics. however, self-report measures using sleep diariesandglobalmeasuresofinsomniasymptomsareconsideredtobeavalidindexforevaluatingefficacyininsomniastudies(Buysse,Ancoli-Israel,Edinger,Lichstein,&Morin,2006).Inthecaseofinsomnia,thepercep- tionofsleepplaysaroleintheinsomniadisorderthatisnotcapturedinobjectivemeasuresofsleep.Perhapsonewaytominimizethepotentialforaresponsebiasistouseblindingintheassessmentprocess.Forexample, thestudyassessmentscouldincludeaclinicianratingthatisadministeredbyamemberoftheresearchteamwhoisunawareoftheparticipant’sran- domized condition. Although this step would not eliminate the possibilityofaresponsebias,collectingassessmentdatafrommultiplesourcesand employingtechniquesforblindingcouldatleastilluminatethepotential for a response bias.

	Anotherkeyquestionrelatestothetreatmentmechanismsunderlying

	MBTIandothermindfulness-basedtherapies.howdothesetreatments work? In Chapter 4, the conceptual model for MBTI is presented, but wehavenotyetcollectedanyevidencetosupportourmodel.Therefore, studies are needed to determine how best to measure metacognitions that are relevant for insomnia and also to examine whether mindful-ness meditation does indeed produce changes in metacognitions. It is alsopossible that practicing mindfulness meditation will lead to changes in thebrain.Onepotentialareathathasbeenproposedinvolvesthedefaultmode network (DMN). The DMN is a network of systems in the brain thatregulatesself-referentialthoughtduringinactivewakingperiods,suchasdaydreaming,thatisassociatedwithmindwandering.Onereviewpaperproposed the possibility that the DMN plays a role in insomnia (Marques,Gomes,Clemente,dosSantos,&Castelo-Branco,2015).Earlier,Idis- cussed theories related to how insomnia might involve an inability to dearouse, which would be consistent with a dysregulation in the DMN aroundbedtime.Furtherinvestigationintothisareamightunveilneural mechanisms underlying mindfulness and insomnia.

	Finally,itremainstobeseenwhethertheversionofMBTIpresented

	here is the optimal treatment package. In Chapter 8, I discussed other modulesandactivitiesthatcouldbeintegratedintoanMBTIprogram. These include the loving-kindness meditation and explicit discussions of emotion-focused coping and problem-focused coping. Also, havingfollow-upsessionsbeyondthe8-weekprogramcouldbeusedtoenhancethelong-termeffectsofMBTI.Asnotedatthebeginningofthischapter,

	 

	treatmentdevelopmentisaniterativeprocessofrefinement,andtesting these variants could help improve the impact of MBTI.

	Beyondinsomnia,itmightbepossibletoexaminethepotentialuse of mindfulness meditation for other types of sleep disorders. We are currentlyworkingonaprojecttorepurposeandmodifytheMBTIpro- gram for people with chronic hypersomnia, including narcolepsy and idiopathichypersomnia.Individualswithchronichypersomniahave atremendouspsychologicalburden,includingahighprevalenceof depressionandanxietythatappearstobeassociatedwiththeburdenof copingwithchronicsleepiness.Giventhepotentialbenefitsoftargeting metacognitionstoreducesleep-relateddistressanddaytimefatigue,this project aims to teach those with hypersomnia, similar concepts related to relieving suffering by learning how to be present and mindful with theircondition.UnlikeMBTI,thistreatmentmodelisanintegrative model,whichwouldincludetheuseofapprovedmedicationsforpeople withchronichypersomnia,suchasstimulantsandsodiumoxybate.This serves as an example of the potential outreach of using mindfulness to help people with a variety of sleep disturbances.

	 

	 

	 

	 

	 

	DeliveringMBTI intheRealWorld

	10

	 

	 

	eople with chronic insomnia now have more treatment options.The emergence of mindfulness-based therapy forinsomnia (MBTI)andotherprogramsthatusemindfulnessmeditation provide an integrative approach, a unique set of tools, anda different way to think about the problem of insomnia. If mindfulness-based approaches can be considered a viabletreatmentoption,howdotheyfitintotheexistinglandscapeoftreatments?ShouldMBTIbeafirst-linetreatment,orshould peoplewithinsomniafirsttrytousesleepmedicationorcog- nitivebehaviortherapyforinsomnia(CBT-I)?Areinsurance companies going to pay for their patients to receive MBTI? Inthischapter,Iprovidemyperspectiveonsomeissuesand areasofcontroversyrelatedtotheimplementationofMBTI into real-world health care systems. The chapter concludes with some resources for readers who wish to continue their journey into mindfulness meditation and behavioral sleepmedicine.

	P
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	PatientConsiderations

	

	Which patients should consider using mindfulness meditation to help withtheirsleepproblem?InPartIofthisbook,Idistinguishedinsomnia as a disorder versus the nocturnal symptoms of sleep disturbance. As discussedinChapter4,ourconceptualmodel(Ong,ulmer,&Manber, 2012)positsthatmindfulnessskillscantargetsleep-relatedmetacogni- tions that arise during an insomnia disorder. Furthermore, the major- ity of the activities in MBTI were designed for those who have beenexperiencinginsomniasymptomsforaprolongedperiodoftimebecause sleep-relatedarousalisaperpetuatingfactorofchronicinsomnia.There-fore,MBTIismostappropriateforpatientswithachronicinsomniadis- order.however,otherprogramsteachingmindfulnessmeditationmight be suitable for those who experience significant sleep disturbances butdonotyetmeetthefullcriteriaforaninsomniadisorder.RecallinChap-ter9,thestudybyBlack,O’Reilly,Olmstead,Breen,andIrwin(2015) useda6-weekprogramcalledmindfulnessawarenesspractices(MAP) thattargetedolderadultswithprodromalsleepdisturbances.Therefore, itispossiblethatteachingmindfulnessmeditationcanalsohelpprevent the development of chronic insomnia for those who have symptomsof insomnia in the form of moderate sleep disturbances. Conceptually,thiswouldstillfitwithinthe3-Pmodel(Spielman,Caruso,&Glovinsky, 1987),wherebymindfulnessmeditationwouldhelptoreducetheimpactof the precipitating event that created the initial sleep disturbance and alsoreducetheperpetuatingfactorsthatmaintainthesleepdistur- bances. Moreover, this provides flexibility in terms of the target audi-enceformindfulness-basedprograms,whichisimportantbecauseoftheheterogeneity of insomnia patients.

	Thus far, it appears that the majority of participants in the ran- domizedcontrolledtrialsonmindfulnessandinsomniaarewomen. In the three largest randomized controlled trials (Black et al., 2015; Garlandetal.,2014;Ongetal.,2014),twothirdstothreequarters of participants were women, most were Caucasian, and the level of educationwasrelativelyhigh.Isitthecasethatwomenaremorelikelythanmentobeinterestedinaninterventionusingmindful- ness meditation?Orisitthecasethemindfulnessmeditationisabetter treatment match for reducing sleep-related arousal, which seems to be more elevated in women than men? A more interesting question to consider is who is an appropriate candidate across different treatmentmodalities,suchasMBTI,CBT-I,andmedications.Furtherresearchthatcould identify ways to match patients to treatment modalities based on clinical profiles could greatly enhance efficiency within a health caresystem.

	 

	Another set of patient consideration involves the medical and psy- chiatric comorbidities and the concurrent use of hypnotic medications during MBTI. As is typical for an early stage of research focusing on efficacy, we have only tested MBTI on insomnia patients who did not havesignificantmedicalorpsychiatriccomorbiditiesandwhowerenot usinghypnoticmedications.Therationalefortheseexclusionarycrite- ria was based on scientific reasons for isolating the effects of mindful- nessmeditationandavoidingpossibleconfounders.Itwasnotbasedon clinicalcounterindications.Thus,wedonothaveempiricalevidenceto suggestwhetherMBTIisappropriateforthoseonhypnoticmedications or whether those who have depression or chronic medical conditionswouldreceivethesamebenefits.Frommyclinicalexperience,Ifeelthat patientswithchronicmedicalconditions,suchaschronicpainorchronicobstructive pulmonary disease would not present a barrier to engag- ing in MBTI, as long as the medical condition is stable. As reviewedin Chapter 3, mindfulness-based stress reduction (MBSR) and other mindfulness-based programs have been successful in helping patients with chronic medical conditions.

	Forpsychiatricconditions,myclinicalexperienceisthatthosewith anxietydisorderstendtodowellwithMBTI,andothermindfulnessand acceptance-basedprogramshavebeensuccessfulintreatingthosewith active anxiety disorders (hoge et al., 2013; Orsillo, Roemer, Lerner, & Tull, 2004). On the other hand, those with mood disorders,especially thosewhoareexperiencingsignificantsymptomsofdepression,canbe vulnerable to dropping out of the program and might not having the abilitytoproperlyengageinthetreatment.Inoneofourearlierresearch studies (Ong, Kuo, & Manber, 2008), we found that elevated levels of depression(asdefinedbyascore≥16ontheBeckdepressionInventory [Beck,Rush,Shaw,&Emery,1979])wasthesecondmostcommon predictorofearlydropoutfromagroup-deliveredCBT-I,behindan averagetotalsleeptimeoflessthan4hours.Giventheoverlapbetween CBT-IandMBTI,thesameissuemightalsoapplytodropoutsinMBTI.Also, the mindfulness-based cognitive therapy (MBCT) program typicallyrequires patients to be in remission for depression rather than in an active state of depression because patients in an active state of depres- sion often do not have the cognitive and physical resources to engage inMBCT(Segal,Williams,&Teasdale,2002).

	ItisstillunclearwhetherMBTIisappropriateforpatientswhoare usinghypnoticmedications.Ontheonehand,mindfulnesscanbevery helpful for patients to let go of the need to rely on medications and the anxiety that is created when trying to decide whether one should takeasleepingpillonagivennight.Ontheotherhand,patientsusingsleepmedicationwhileparticipatinginMBTImightattributetheimprovementstothemedicationsratherthanto thepracticeofmindfulnessprinciples.

	 

	Giventhatthereisnoevidenceyettoprovideguidanceonewayorthe other, a prudent approach might be to allow patients to participatein MBTI who are on a stable dose and who still experience symptoms ofinsomniabecausethemedicationhasnotsufficientlyresolvedtheinsom- niasymptoms.however,ifpatientsarejustbeginningtotakesleepmedi-cation,oriftheirsleepisimprovedwithsleepmedication,thenitmightmakemoresensetohavethemfirstmonitortheimpactofthemedication ontheirinsomniasymptomsbeforedecidingwhetherMBTIisappropri-ate.Analternativewouldbetointroducesomemedication-taperingele-mentsintoMBTI.ThiswouldlikelyrequiresomemodificationtoMBTIbut could be another way to use mindfulness principles to help people withinsomnia.Beforeattemptingtotaperorchangethepatient’ssleepmedication,MBTIinstructorsshouldconsultwiththeprescribingphysi- cian.Mostphysicianswouldprefertohavetheirpatientseventuallysleep withoutahypnoticmedication,butthesedecisionsshouldbecoordinatedbetweentheMBTIinstructorandthepatient’sphysician.Theserecom- mendationsarebasedonmyclinicalexperience;futureresearchstudies can aid in providing empirical answers to these questions.

	Apotentiallycontroversialquestioniswhetherpeoplewithdifferentdemographiccharacteristics,suchasthoseoflowersocioeconomicsta- tusorthosewithlowereducation,areappropriatecandidatesforMBTI. Generally, the participants that we have recruited have at least a col- lege degree, so the data for patients with lower levels of education are notavailabletoempiricallyanswerthisquestion.Anecdotally,Iwould saythatdemographicfactorssuchassocioeconomicstatusandlevelof educationdonotseemtodistinguishparticipantswhoconnectwiththe values of MBTI and who report benefits. In other areas, mindfulness meditationhasbeensuccessfullydeliveredinprogramstolow-income, ethnic minority elementary school children (Black & Fernando, 2014)andincarceratedadultswithsubstanceabuseissues(Bowenetal.,2006). Itseemsthatpeopleacrossdifferentages,levelsofeducation,andsocio- economicstatuscanbenefitfromthepracticeofmindfulnessmeditation.Again, further research could help clarify this question.

	Onefinalpatientconsiderationisthecompositionofthegroupwithrespect to the presenting complaint. When Kabat-Zinn developedMBSR,it was designed to be a general program where people with different issuescouldcometogethertoworkonthecommonthemeofsuffering and stress. however, the nature and source of the suffering and stress wouldvaryfrompersontoperson.Somemightbeexperiencingchronic pain, others might have been diagnosed with cancer, and others might have sleep problems. The variety in suffering was thought to enhance thegroup’sunderstandingofhowmindfulnessisageneralpracticeand not an antidote or medical treatment for a particular condition. In con-trast,MBTIisspecificallydesignedforpeoplewithinsomniasoeveryone

	 

	comingtoanMBTIgroupshouldbeexperiencingatleastsomeformof sleepdisturbance,oritwouldnotberelevanttothem.Inoneofourpilotgroups,wehadanexperiencedMBSRinstructorleadanMBSRclassforagroupof12patientswithinsomnia.Aroundthemidwaypoint,Iasked the instructor how the class was going and he commented that there wassomethingthatfeltdifferent.henotedthatbecauseallparticipants hadchronicinsomniaandhehadneverexperiencedprolongedboutsof insomnia,thereseemedtobeadisconnectbetweentheparticipantsandhimselfthatwasnotapparenttohiminpreviousMBSRclassesinwhich theparticipantsweremorediversewithregardtopresentingcomplaints. hefeltthatthisledtoapolarizationbetweengroupmembersandhimself,whichwascompletelyunexpectedforbothhimandme.Wehavesince attemptedtoincreasetheheterogeneityofourgroupsbytryingtohavea rangeofpatientsofdifferentages,backgrounds,andotherdemographic characteristicswheneverpossible.Otherwaystoincreaseheterogeneity mightbetoincludethosewithcomorbidinsomniaorthosewhoaretak- ingsleepmedication,asdiscussedearlier.

	 

	 

	
ProviderConsiderations

	

	This book is meant to be a starting point for those who are interestedin delivering MBTI or teaching mindfulness meditation as a meansof reducingsymptomsofinsomnia.AsIhavestatedthroughoutthisbook,mypositionisthatthosewhoareconsideringusingmindfulnessmedita-tioninamedicalorpsychiatricpracticeorteachingMBTIaspartofan educational setting should be committed to practicing the principles of mindfulness.Thisbeginsbyhavingapersonalmeditationpracticeand embodyingtheprinciplesofmindfulnessasawayofliving.Thosewho do not have any experience with meditation might start by taking an MBSR class (or similar mindfulness-based program) to gain firsthand experience as a participant. Those who have an established meditation practice should consider attending a meditation retreat, which allows one to deepen the connection with mindfulness principles while also connectingwithacommunityofothermeditationpractitioners.Moving forward,itisrecommendedthatMBTIinstructorscontinuetoreinforce theirmeditationpracticewithregularattendanceatameditationretreat ormeditationgroup.Whilethereisnominimumcompetencyformedi-tationpractice,thesesuggestionsaredesignedtofosteracommitmenttopracticingmindfulnessprinciplesandenableMBTIinstructorstobring mindfulness into their work with patients.

	TheprofessionalcompetencyneededtodeliverMBTIisanareathatispotentiallycontroversial.RecallfromearlierchaptersthatMBTIshould

	 

	bedeliveredbyclinicianswithappropriatetraininginmentalhealthand/or medical services that meet the standards set forth by their respec-tiveprofessionalorganizations.ThislevelofcompetencyensuresthattheMBTI instructor is capable of making clinical decisions regarding whetherornotapatientisstableenoughtoengageinMBTIorhandlingmedical orpsychiatricissuesthatmightariseduringthecourseofMBTI.Given theoverlapbetweeninsomniaandotherpsychiatricandmedicalcomor- bidities,thereisahighlikelihoodthatanMBTIinstructorwillencoun-teramedicalorpsychiatricissue.Thus,MBTIisbestsuitedforlicensed,doctoral-level clinicians, such as clinical psychologists or physicians whoarefamiliarwithbehavioralmedicineandhavesomeexperiencework-ingwithpatientswhohavesleepdisorders.Theseclinicianswouldlikelyrequireadditionaltraininginteachingmindfulnessmeditationortrain-inginworkingwithinsomniapatients.Master’s-levelproviders,suchas nurses,clinicalsocialworkers,psychologists,andlicensedmarriageandfamily therapists, can also deliver MBTI. however, they might require more training than doctoral-level providers or need more experience working with insomnia patients.

	Thislevelofcompetencymightseemrestrictive,assomeMBSRinstructorsarenotlicensedcliniciansandyetcouldstillbeveryeffectiveatdeliveringMBTI.Furthermore,somewouldarguethatanestablished personalmeditationpracticeshouldbetheprimarydeterminantofcom-petencytodeliveramindfulness-basedtherapy.Althoughthesearevalid arguments,thepotentialrisksofworkingwithpeoplewhohaveinsomniawarrantaconservativeapproachatthistime.Itispossiblethatchangesinhealthcareregulationcouldreclassifymindfulness-basedtherapiesasaneducationalclassunderintegrativemedicineasopposedtoaformof psychotherapy. Perhaps future research on health service and provider competency could open up opportunities to reevaluate this standard.

	Although there are no formal certifications for delivering MBTI, therearecertificationsandformaltrainingforinstructorswhowishtodeliver othertypesofmindfulness-basedtherapies.TheCenterforMindfulnessat the university of Massachusetts offers certification as an MBSR teacher(seeExhibit10.1).Therearealsoseveraltrainingopportunitiesforteach-ingMBCT,includingonlinetrainingand5-dayprofessionaltraining institutesofferedattheuniversityofCalifornia,Sandiego;universityof Toronto; and Oxford university.

	In addition to training on mindfulness, training in behavioralsleep medicine (BSM) is important in the delivery of MBTI. The AmericanBoard of Sleep Medicine offers a Certification in Behavioral Sleep Medicinethat covers the broad practice of BSM. As noted earlier, the AmericanPsychologicalAssociation(APA)recentlyapprovedsleeppsychologyasarecognizedspecialty,andeffortsareunderwaytodevelopanexamina- tionandcertificationforsleeppsychologyundertheAmericanBoardofProfessionalPsychology.AlthoughnotrequiredtodeliverMBTI,obtain-

	 

	

	EXHIBIT10.1

	FurtherResourcesonMindfulnessandInsomnia

	

	OnlineResourcesforAdditionalTraininginMindfulness-BasedTherapiesorSleepMedicine

	CenterforMindfulness,TrainingPathwayforcertificationasanMBSRteacher:http://www.umassmed.edu/cfm/training/training-pathways/

	Mindfulness-Based Cognitive Therapy (MBCT) Training:http://mbct.com/training/OxfordMindfulnessCentre:http://www.oxfordmindfulness.org/

	Society of Behavioral Sleep Medicine (SBSM):http://www.behavioralsleep.org/AmericanAcademyofSleepMedicine(AASM):http://www.aasmnet.org/

	Meditation RetreatCenters

	SpiritRock(http://www.spiritrock.org):MeditationCenterinNorthernCalifornia(about 45 minutesnorthofSanFrancisco)

	InsightMeditationSociety(http://www.dharma.org):MeditationCenterinBarre,Massachusetts

	OnlineResourcesforScientificProgramsinMeditationorSleepResearch

	MindandLifeInstitute:https://www.mindandlife.org/

	SleepResearchSociety:http://www.sleepresearchsociety.org/

	RecommendedBooksonMindfulnessandMindfulness-BasedTherapies

	Kabat-Zinn,J.(1990).Fullcatastropheliving:TheprogramofthestressreductionclinicattheUniversityofMassachusettsMedicalCenter.NewYork,NY:Delta.

	Kabat-Zinn, J. (1994).Wherever you go, there you are: Mindfulness meditation ineverydaylife.New York, NY: Hyperion Books.

	Kabat-Zinn,J.(2005).Comingtooursenses:Healingourselvesandtheworldthroughmind-fulness.NewYork,NY:HachetteBooks.

	Segal,Z.V.,Williams,J.M.G.,&Teasdale,J.D.(2012).Mindfulness-basedcognitivetherapyfordepression(2nded.).NewYork,NY:GuilfordPress.

	Stahl,B.,&Goldstein,E.(2010).Amindfulness-basedstressreductionworkbook.Oakland,CA:NewHarbinger.

	RecommendedBooksonInsomniaandBehavioralSleepMedicine

	Glovinsky, P., & Spielman, A. (2006).The insomnia answer: A personalized program for identifyingandovercomingthethreetypesofinsomnia.NewYork,NY:Penguin.

	Lichstein, K.L., & Perlis, M.L. (Eds.). (2003).Treating sleep disorders: Principles and practice ofbehavioral sleep medicine.Hoboken, NJ: Wiley.

	Morin, C. M. (1993).Insomnia: Psychological assessment and management.New York, NY:GuilfordPress.

	Morin, C.M., & Espie, C.A. (Eds.). (2003).Insomnia: A clinician’s guide to assessment andtreatment(Vol.1).Dordrecht,theNetherlands:SpringerScience&BusinessMedia.

	

	 

	 

	ingoneofthesecertificationswouldensureaminimumlevelofknowl- edge in BSM. Related to these efforts, the Society of Behavioral Sleep MedicineofferscontinuingeducationcoursesinBSMthataregenerallyaimedatphysicians,nurses,andpsychologistswhoareinterestedin workingwithpeoplewhohavesleepdisorders.Therearealsowork- shopsandpostgraduatecoursesattheannualinternationalconfer-enceforsleepmedicinethatisorganizedbytheAssociatedProfessionalSleepSocieties.TheseareallexcellenttrainingopportunitiestoincreaseknowledgeaboutBSM,includinginsomnia,sleepphysiology,andsleep

	 

	assessmenttechniques.ThoseinterestedindeliveringMBTIarehighly encouraged to use these training opportunities to integrate knowledge about insomnia, sleep regulation, stress, and health with the principles of mindfulness meditation.

	 

	 

	Other ConsiderationsforDelivery of MBTI

	

	Inadditiontoconsiderationsatthepatientandproviderlevels,thereareimportantconsiderationsfordeliveringmindfulness-basedtherapiesata broadersystemlevel.Thusfar,MBTIhasonlybeendeliveredwithinthecontext of a research study at a sleep disorders center. Other mindfulness-basedtherapieshavebeendeliveredinhospitalsbutareofferedthrough psychotherapy clinics or more general educational settings rather than a specialty clinic in sleep disorders. Most mindfulness-basedtherapies can be delivered in any setting, as long as there is sufficient space to holdmovementmeditationpracticesandtocomfortablyhouseagroup of participants. depending on who the patients are (i.e., all insomnia patients or a mixed group) and how they are recruited (e.g., from a sleepdisorderscenter,generalannouncementsandfliersinahospital), the circumstances might dictate where the most appropriate location is toholdtheclassorprogram.Ifthepatientpopulationisspecific(e.g.,all insomniapatients),thenthereshouldbesomeconnectiontoasleepdis- ordersclinictoprovideresourcesforanovernightsleepstudyorfurther evaluation for other sleep disorders, if needed. Similarly, if the group includes those with medical conditions, access to a primary care clinic or some other medical support would be important.

	Atabroadersystemlevel,mindfulness-basedtherapiesdonotfit

	cleanly into a category within most health care systems, because they containelementsofaneducationalclass,psychotherapy,andalternative medicine. Earlier, I made the case that MBTI should be considered an integrativeapproachwithtechniquesthataimtoreducespecificsymp- toms of insomnia integrated with techniques that aim to promote emo- tionregulationandgeneralwell-being.IntheunitedStates,integrative healthinterventionsarewidelyusedbyconsumers,butimportantissues pertaining to reimbursement of services (for both the practitioner and patient) and regulation of these interventions remain unresolved. Most insurance companies in the united States do not currently pay for their customerstoattendamindfulness-basedtherapy,suchasMBSR,which can range between $400 and $600 per class. Therefore, patients havetopayout-of-pocketfortheseservices.Somepatientshavebeenableto usemoneyfromaflexiblespendingaccountaspartoftheirhealthinsur-

	 

	ancetopayforamindfulnessbehaviortherapy(MBT),iftheyareable to receive a letter of medical necessity from their health care provider. unfortunately, these financial considerations might present barriers to thoseinalowersocioeconomicstatuswhocannotaffordtopayout of pocket or who do not have a flexible spending account established. hopefully, health care reforms, such as the Affordable Care Act, will providegreateropportunityforeveryonetohaveafairchancetoaccess mindfulness-based therapies.

	AnotherissuerelatedtodeliveryofMBTIinthehealthcaresystem is that there is currently no formal regulation with regard to provider qualificationorqualityofcare.Earlier,Iprovidedaperspectiveonpro- viderqualificationsfordeliveringMBTI.however,thereiscurrentlyno method of regulating whether or not MBTI or other MBTs are beingdeliveredwithfidelitytotheoriginalprogram,whichcanraisequestionsaboutthequalityofcare.Ideally,aresponsibleclinicianwillprovidehis or her patients with the opportunity to provide feedback or have a for- malprogramevaluationthatpatientscancompleteanonymously.These can be useful tools to continue to improve as an MBTI provider. Also, if there are other MBT instructors in the local area, it might be helpfultoconsiderformingapeergroupconsistingofMBTteachers.ThiscouldincludeprovidersofMBSR,MBCT,MBTI,orotherMBTs,sincemany challengeswillberelevanttothecoreteachingofmindfulnessmedita- tion. As an example, there is an MBSR/MBCT teachers’ consortiuminChicagothatmeetsmonthlytoengageinmeditationpractice,discuss issues that teachers are encountering in delivering MBTs, and provide peer-supportfordeliveringMBTs.Thishasprovidedaveryusefuland meaningful outlet for teachers to share their experiences in teaching MBTs.Thiscanalsoprovideopportunitiestostandardizethequalityofcare across MBTs. hopefully, the growing evidence base on mindfulness-basedtherapieswillpersuadepolicymakerstoaddresstheissuesrelated to implementation of mindfulness into the health care system.

	 

	 

	
AVisionfortheFuture

	

	Therearenowmoreempiricallysupportedtreatmentoptionsforindivid- ualswhosufferfrominsomnia.Pharmacologicalapproachesarebecom-ing safer and more targeted in their pharmacodynamics. The z-drugs,melatoninagonists,andmorerecentorexinantagonistsaremorespecificwhen compared with the older generation of pharmacological approaches to insomnia, which included barbiturates and benzodiazepines. Similarly,advances in nonpharmacological approaches have increased the range of treatment targetsto address differentsymptoms of insomnia.CBT-I

	 

	is more comprehensive compared with the older generation of behav- ioralapproaches,whichincludedrelaxationstrategies,mentalimagery, orparadoxicalintention.MBTIexpandsthearmamentariumofnon-pharmacologicalapproachesbyprovidingtoolsgroundedinmindfulness meditationtoreducesleep-relatedarousalbytargetingmetacognitions.ItprovidesadifferentwaytoworkwiththeproblemofinsomniathandomedicationsorCBT-I.Therefore,itmightbetimetoconsiderasystems-based approach to the treatment of insomnia.

	Onesuchapproachcouldbeaccomplishedusingasteppedcare model. Most patients first report their sleep problems to their primary care physician. If reported early on, this would likely fall under the category of acute insomnia or sleep disturbances. Therefore, areason- able starting point might be a short-term trial of a hypnotic medication and some education about behaviors that are incompatible with sleep (e.g.,sleephygiene).Alternatively,ifthereisaresourceforaBSMpro- vider (e.g., nurse practitioner, primary care psychologist) in the clinic ornearby,thepatientcouldbereferredforabriefbehavioraltreatment for insomnia, such as the one developed by dr. daniel Buysse and col- leagues(Buysseetal.,2011).Ifthesleepdisturbancepersistsandtrans- formsfromacutesleepdisturbancetoachronicinsomniadisorder,then a higher level of expertise might be required as the patient moves up the stepped care model. here, the patient might be referred to a sleep centerforevaluationofcomorbidsleepdisordersandmorespecific information on the symptom patterns. If the patient reports increased sleep-related arousal and is open to a mindfulness-based approach, thenthepatientcanbereferredtoanMBTIprogram.Alternatively, if the evaluation reveals a pattern of distorted cognitions or maladap- tive behaviors, then the patient might benefit from a full course of CBT-I. If the patient continues to experience persistent insomnia thatis not resolved by MBTI or CBT-I, then a higher level of mindfulness meditation expertise, BSM expertise (e.g., board certified in behav- ioral sleep medicine), or sleep medicine expertise (e.g., physician who is board certified in sleep medicine) might be needed. Also, combina- tion approaches using pharmacological and nonpharmacological treat- ments might be considered throughout this model. Another option isto introduce other delivery methods, such as Internet-based deliveryof CBT-I or MBTI. Given that health care is gravitating toward team- basedapproacheswithanemphasisonqualityofcareandefficiencyof healthcareutilization,thissteppedcaremodelmightholdpromiseasa collectivemethodtocombattheproblemofinsomniaasapublichealth epidemic. This model requires health care providers and policymakers to coordinate their efforts and work together. Perhaps teaching mind- fulnessprinciplestothesegroupscanhelpachieveamindfulness-based model for health care.
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	he appendix contains materials that can aid instructorsindeliveringMBTI,includingasamplesyllabus,handouts,and diaries.
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	SAMPLESYLLABUS

	Mindfulness-BasedTherapyforInsomnia

	

	WelcometotheMindfulness-BasedTherapyforInsomnia(MBTI)program.Iamdelightedthatyouhavechosentotrysomethingdifferentfortreatingyourinsomnia.Overthenext8weeks,youwillbelearningdifferenttechniquesanddifferentwaysofthinkingaboutinsomniathat webelievewillhelpimproveyoursleepandyourdaytimefunctioning.

	Instructor:JasonOng,PhD

	ContactInformation:Ifyouhavequestionsorconcerns,pleasecontactJasonOngat123-456-7890.

	ProgramRequirements:Tomaximizeourabilitytohelpyouandtolearnfromyou,weexpectyoutobecommittedtothisprogram.Weexpectyoutopracticethemeditationsandsleep recommendationsthatwillbediscussedthroughouttheprogram.Wealsoexpectthatyoucompletethedailydiariesonyoursleepandmeditation.Weunderstandthateveryonehasabusyschedule,butwebelievethatastrongcommitmentandopennesstothisprogramwill giveyouthebestchanceforsuccess.

	ProgramSchedule:ThegroupwillmeetonWednesdaysfrom6:30p.m.to9:00p.m.inRoom123oftheUniversityMedicalCenter.Pleaseplantoarriveafewminutesearlysothatyoucanprepareyourmindandbodyandwecanbereadytostartontime.Theschedulebelowwill providethedatesofeachsessionandthethemeofthesession:

	September7:Session1—Introduction andOverview ofProgram

	September14:Session2—SteppingOutof“AutomaticPilot”

	September21:Session3—PayingAttentiontoSleepinessandWakefulness

	September28:Session4—WorkingWithSleeplessnessatNight

	October5:Session5—TheTerritoryofInsomniaOctober12:Session6—AcceptanceandLettingGoOctober 16:MBTI Retreat

	October19:Session7—YourRelationshipWithSleep

	October26:Session 8—Living MindfullyBeyond MBTI

	AbsenceFromClass:Ifyouknowinadvancethatyouwillnotbeabletomakeaclass,pleasecontactDr.Ongtomakearrangementstoreceivetheclassmaterials.

	

	 

	

	HANDOUT1

	ApplyingMindfulnessPrinciplestoSleep

	

	Inthespiritofcultivatingmindfulness,thisprogramwillhelpguideyourpersonalinquiryintoyourownsleepneedsandtheoptimalstateofmindforinitiationofsleep(atthebeginningormiddleofthenight).Indoingso,youwanttobringattentiontochangingyourrelationshiptosleepratherthantotheamountofsleepyougeteachnight.Asyoubegintochangethis relationship,youmightnoticeanimprovementinthequalityofyoursleep.Later,youwillslowlyincreasetheamountofsleepyouget.Thisapproachrequiresdisciplineandconsistency butfollowstheprinciplesofmindfulnessdiscussedinthisprogram.Theseprinciplescanalsobe applied to sleep:

	Beginner’sMind:Rememberthateachnightisanewnight.Beopenandtrysomethingdifferent!Whatyouhavebeendoingtothispointisprobablynotworkingwell,soitistime to try something new.

	Nonstriving:Sleep is a process thatcannot be forced but instead should beallowed to unfold.

	Puttingmoreeffortintosleepinglongerorbetteriscounterproductive.

	LettingGo:Attachmenttosleeporyouridealsleepneedsusuallyleadstoworryabouttheconsequencesofsleeplessness.Thisiscounterproductiveandinconsistentwiththenaturalprocessoflettinggoofthedaytoallowsleeptocome.

	Nonjudging:Itiseasytoautomaticallyjudgethestateofbeingawakeasnegativeand aversive,especiallyifyoudonotsleepwellforseveralnights.However,thisnegativeenergycaninterferewiththeprocessofsleep.One’srelationshiptosleepcanbeafruitfulsubject of meditation.

	Acceptance:Recognizing and accepting your current state is an important first step in choos-inghowtorespond.Ifyoucanacceptthatyouarenotinastateofsleepinessandsleepisnotlikelytocomesoon,whynotgetoutofbed?Manypeoplewhohavetroublesleeping avoidgettingoutofbed.Unfortunately,spendinglongperiodsoftimeawake

	inbedmightconditionyoutobeingawakeinsteadofasleepinbed.

	Trust:Trust your sleep system and let it work for you! Trust that your mind and body can self-regulateandselfcorrectforsleeploss.Knowingthatshortconsolidatedsleepoftenfeelsmore satisfying than longer fragmented sleep can help you develop trust in your sleep sys- tem.Also,sleepdebtcanpromotegoodsleepaslongasitisnotassociatedwithincreasedeffort to sleep.

	Patience:Bepatient!Itisunlikelythatboththequalityandquantityofyoursleepwillbeopti-mal right away.

	Thesearejustsomewaysthatthemindfulnessprinciplesarerelatedtosleep.Youmightdiscoverotherconnectionsbetweentheseprinciplesandtheprocessofgoingtosleeporfallingbackasleep.Weencourageyoutoexplorethisforyourselfandshareyourexperiencethroughout this program.

	

	 

	

	HANDOUT2

	MeditationDiary

	

	Pleasecompletethediaryforeachofyourmeditationsessionsathome.Indicatewhichtypeofmeditation(sitting,bodyscan,walking,yoga),thestartandendtimesofyoursession,andthetotalminutesspentmeditating.Pleaserecordeachmeditationsession,evenifyoupracticemore than once per day.

	 

	
		
				 
 
Date

				 
Typeofmeditation (e.g., sitting,
bodyscan,walking)

				 
Sessionstarttime

				 
Sessionendtime

				 
Totalminutes

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

		
				 

				 

				 

				 

				 

		

	

	

	 

	 

	Standard SleepDiary

	HANDOUT3

	

	 

	 

	Sample

	
ConsensusSleepDiary-Core      ID/Name:      
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				Today’sdate

				4/5/11

				 

				 

				 

				 

				 

				 

				 

		

		
				1.Whattimedidyougetintobed?

				10:15p.m.

				 

				 

				 

				 

				 

				 

				 

		

		
				2.Whattimedidyoutryto go to sleep?

				11:30p.m.

				 

				 

				 

				 

				 

				 

				 

		

		
				3.Howlongdidittakeyouto fall asleep?

				55min.

				 

				 

				 

				 

				 

				 

				 

		

		
				4.Howmanytimesdidyouwake up, not counting yourfinalawakening?

				 
3times

				 

				 

				 

				 

				 

				 

				 

		

		
				5.Intotal,howlongdidtheseawakeningslast?

				1hour
10min.

				 

				 

				 

				 

				 

				 

				 

		

		
				6.Whattimewasyourfinalawakening?

				6:35a.m.

				 

				 

				 

				 

				 

				 

				 

		

		
				7.Whattimedidyougetoutof bed for the day?

				7:20a.m.

				 

				 

				 

				 

				 

				 

				 

		

		
				8.Howwouldyouratethequality of your sleep?

				VerypoorPoor
FairGood
Verygood

				VerypoorPoor
FairGood
Verygood

				VerypoorPoor
FairGood
Verygood

				VerypoorPoor
FairGood
Verygood

				VerypoorPoor
FairGood
Verygood

				VerypoorPoor
FairGood
Verygood

				VerypoorPoor
FairGood
Verygood

				VerypoorPoor
FairGood
Verygood

		

		
				9.Comments(ifapplicable)

				Ihaveacold

				 

				 

				 

				 

				 

				 

				 

		

	

	Note.From“TheConsensusSleepDiary:StandardizingProspectiveSleepSelf-Monitoring,”byC.E.Carney,D.J.Buysse,S.Ancoli-Israel,J.D.Edinger,A.D.Krystal,

	K.L.Lichstein,andC.M.Morin,2012,Sleep,35,p.292.Copyright2012byAssociatedProfessionalSleepSocieties.Reprintedwithpermission.

	 

	

	HANDOUT4

	SleepHygieneInstructions

	

	Thefollowinginstructionsareintendedtoimproveyoursleephygiene.Thisisnotaquick-fixsolutionforyourinsomnia,butfollowingtheseinstructionswillminimizehabitsthatarecounterproductiveforsleep.Pleasethinkofthisasafirststeptowarddevelopingawarenessofyoursleephabits.Laterintheprogram,morespecificinstructionswillbeprovidedthatbuilduponsomeoftheseinstructionsandprovideagreaterchancetoseechangesinyoursleeppatterns.

	
		Beawareofthetimingandamountoftimespentinbed.Youshouldregularizethetime thatyougotobedandgetoutofbedandalsotheamountoftimeyouspendinbed.

		Beawareofsleepeffort.Youshouldavoidputtingeffortintotryingtosleep.Increasedefforttosleepislikelytomakeyoumoreanxiousandfrustratedratherthanmoresleepy.

		Monitorintakeofsubstances.Trytoavoidcoffee,alcohol,andnicotinestartingfromthe lateafternoonorevening.Caffeineisastimulantthatmaydisruptnormalsleepandcan stayinyourbodyforabout4to5hours.Itisrecommendedthatyouavoidcaffeineafterabout4or5p.m.,dependingonyourbedtime.Alcoholicbeveragescanpromoterelaxationanddrowsiness,buttheeffectsofalcoholalsodisruptsleep,causingittobecomefrag- mentedandrestless.Formostpeople,consumingalcoholwithdinnerisnotlikelytohave



	anegativeimpactonsleep,butconsumingalcohol1to2hourspriortobedtimeismorelikelytohaveanegativeeffectonsleep.Nicotinecanalsohavestimulatingeffectsandthereforeitisnotadvisabletousenicotinetohelprelaxatnightortousenicotinewhenunabletofallbacktosleepinthemiddleofthenight.

	
		Regular,moderateexercisecanpromotesleepoverthelongrun,butattemptstouseexer- ciseto“tireoneselftosleep”arenoteffective.Itisrecommendedthatyoucontinuewithyourcurrentorplannedexerciseroutinebutavoidexercisingclosetobedtime.

		Monitoring eating habits by avoiding late meals.Digestionisanactiveprocessthatcan causesleepdisruption.Itisalsonotpreferabletoeatinthemiddleofthenightduringprolongedawakenings.However,alightsnackatbedtimeisnotlikelytohaveanegativeimpact on sleep.

		Managetheenvironmentintermsoflight,noise,temperature,andsafety.Thesleepenvi- ronmentshouldbecomfortable.Aneyemaskcanbeusedtoreducelightexposure.



	A fan or white noise generator can helpto reduce disruptive noise in the environment.

	

	 

	

	HANDOUT5

	InstructionsfortheSleepConsolidationWindow

	

	Thefirstrecommendationforconsolidatingyoursleepisthatyoulimittheamountoftimeyoustayinbed.Thiswillserveasa“sleepwindow,”orawindowofopportunityforsleeptooccur.Youshouldbeginbyallowingyourselfasleepwindowjustslightlymorethantheamountofactualsleeptimethatyouarecurrentlygetting.Althoughthismaysoundvery

	drastic,itwillquicklyhelptoconsolidateyoursleepandreducefragmentationofsleepacrossalongertimeinbed.Itcanalsohelpyoudevelopagreaterawarenessofthesensationofsleepiness.Onceyoursleepisconsolidated,youwillgraduallyincreasethetimeyouallowyourself to be in bed.

	Step1:Keepaconsistentwake-uptime.Thebestwaytoanchoryourbiologicalclockisto adheretoyourfixedwake-uptimeandsticktoiteverydayregardlessofhowmuchsleep youactuallygetonanygivennight.Getoutofbednolaterthan15minutesafteryourwake-uptime.Anchoringyourwake-uptimeisessentialforoptimalsleep.Thispracticewillhelpyoudevelopamorestablesleeppatternandwillstrengthenthenaturalcuesfrom yourinternalbiologicalclockthatregulatesyoursleep-wakecycle.Anirregularwake-up timecanweakenthesignalfromyourbiologicalclockthatregulatesthetimingofyoursleep.Infact,youcancreatethetypeofsleepproblemthatoccursinjetlagbyvaryingyour wake-uptimefromdaytoday.Ifyousticktoafixedwake-uptimeyouwillgraduallynoticethatyoubecomesleepyatroughlythesametimemostnights,whichwilleventuallyallow youtogetmoresleepandsatisfyyoursleepneed.

	Step 2: Establish a window for sleep.Nowthatyouhaveestablishedafixedwake-uptime,thenextstepistofigureouthowmanyhourstospendinbed.Lookingatyoursleepdiaries, calculatetheaveragetotalsleeptime(TST)forthislastweek.Subsequently,yourinitialtimein bed (TIB) is determined using the formula: TIB=average TST+30 minutes. Adding 30 min-utestotheaverageTSTallowsforanormalamountoftimetofallasleepaswellasnormalbrief awakenings during the night.

	Step3:Determinearecommendedbedtime.UsingtheTIBcalculatedabove,countbackwardsfromyourwake-uptime.Thiswillbeyourrecommendedbedtime.However,itisessen- tialthatyouconsiderthisrecommendedbedtimeasyourearliestallowedtimetogoto bed.Itisnotrequiredthatyougotobedatthistimeifyoudonotfeelsleepy.Instead,be aware of your state of alertness at this time andallow yourself to go to bed only if you

	feelsleepyatthistime.Ifyoudonotfeelsleepyatthistime,stayupandwaituntilyoudo feelsleepy.Bygoingtobedonlywhensleepyyouincreasethelikelihoodthatyouwillfallasleepeasily.Rememberthatsleepisanunfoldingprocess.Itcannotbeforced.Impatiencewiththenaturalunfoldingofsleepandtryingtoforcesleeptohappenareusuallynot effectiveorproductive.Trypracticingnonstrivingandlettinggooftheneedtosleep.

	FrequentlyAskedQuestionsAbouttheSleepConsolidationWindow

	My goal is to sleep more! How is setting a shorter sleep window going to help?Thefirststep inthesleepconsolidationprogramistoreducetheamountoftimeyouarelyingawakein bed,nottoincreasetheamountofyoursleep.Aswereducethewaketimeinbed,andyou gainabettersenseofyoursleepneeds,thewindowcanbewidenedandyouwillhaveanopportunitytogetmoresleep.Remember,inthisprogramwearetryingtoletgoofthegoalto get more sleep!

	(continues)

	 

	

	HANDOUT5(Continued)

	InstructionsfortheSleepConsolidationWindow

	

	What is the difference between sleepiness and fatigue?Many people misjudge the state of sleepiness.Peopleoftenconfusethesenseofbeingsleepywiththesenseofbeingfatiguedandthedesiretorestthemindandthebody.Thestateofbeingverysleepyisastateofhavingtostruggletostayawake.Whenyouareclosetothatstate,youaresleepy.Incontrast,fatigue usuallyinvolvesalackofenergyandperhapssomenegativereaction,suchasfrustrationorirritabilitytowardthislackofenergy.Somepeopledescribethisasa“fog,”wheretheyare notfullyawakebutunabletosleep.Becomingawareofthestateofyourmindandbodycan helpyourespondmorewiselytosleepinessandfatigue.

	Should I have a presleep routine or unwind before my scheduled bedtime?Creating a“bufferzone,”orquiettime,forabout30to60minutespriortoyourscheduledbedtimecanhelptoprepareyourmindforsleepandincreasethechancesofdetectingsleepiness.Thistimecanbespentengaginginactivitiesthatareenjoyableontheirown,ratherthanactivitiesthat aretakenasameanstoanend.Usually,soothingactivitiessuchasknitting,readingcomics,

	orlisteningtocalmingmusiccanbehelpful.Incontrast,havingarigidroutinecansometimesincreaseanxietyortension,usuallybecausetheroutineisusedtotryandsleep.Thepracticeofnonstrivingwillhelpyoutoshedtheday’sexcitementsandtensions,preparingyourself for sleep to unfold.

	CanItakeanapduringtheday?Duringthisperiodoftransitiontobettersleep,youshouldgenerallyavoidnapping.Sleepingattimesotherthanyoursleepwindow,particularlyformorethananhour,mightweakenyoursleepdriveandcouldunderminethesleepconsolidation process.However,ifyoufindyourselfverysleepy(seeabove)abrief(20–30minute)after-noonnap7to9hoursafteryourmorningrisetimecanbetakentoensureyoursafety.Ifyou donap,itisbesttonapatapproximatelythesametimedaily.Irregularnapsmayweakenthe signalfromyourbiologicalclockandlongnapsmayweakenyoursleepdrive.Aslongasyou maintainaconsistentwake-uptimeandfollowtheserecommendationsfortakingashortnapwhenneeded,itisnotlikelytointerferewithyoursleepatnight.

	Onceyoursleepconsolidationprogramhasbeendiscussedwiththeinstructor,pleasewritedownyourbedtimeandwaketimebelowtohelpremindyouoftheplanforthecomingweek.Youmightalsowanttowritethisonyoursleepdiaryasareminder.

	

	 

	My Sleep Consolidation Program

	For the next week, I shouldgo to bed no earlier than      .However,ifIamnotsleepyatthistime,IshouldwaituntilIamawarethatthesensationofsleepinessispresent.

	For the next week, I shouldwake up at      ,regardlessofhowmuchsleepIobtained during the night.

	 

	 

	

	HANDOUT6

	InstructionsforAdjustingtheSleepWindow

	

	Theinitialsleepwindowwasdesignedtoconsolidateyoursleep.Thebestmeasureoftheconsolidationofyoursleepissleepefficiency,whichiscalculatedusingthefollowingformula:

	 

	Sleepefficiency=Timeyouactuallyslept×100

	Timeyouspentinbed

	
		Ifyouraveragesleepefficiencyis≥90%andyoufeelthatyouarenotgettingasufficientamountofsleepforoptimalfunctioningduringthedaytime,increaseyoursleepwindowby15minutes,ateitherendofthenight.Youshouldstayonthenewscheduleforat least7nightsbeforemakingchanges.

		Ifyoursleepefficiencyis<80%,decreaseyoursleepwindowby15minutes,ateitherendofthenight.However,youshouldnotreduceyourtimeinbedbelow5hours.Youshouldstayonthenewscheduleforatleast7nightsbeforemakingchanges.

		Ifyouraveragesleepefficiencyisbetween80%and90%continueonyourcurrentsleepwindow.WhenyouraveragesleepefficiencydoesmeetCriterionAorCriterionBfor



	7consecutivedays,youcanexpandorcontractyoursleepwindowaccordingtotheinstructionsabove.

	 

	Examples:

	
		Overthepastweek,Joereportedanaveragetotalsleeptime(atnight)of6hours.Follow- ingthesleepconsolidationrecommendations,hespentanaverageof6.5hoursinbed.Therefore, 6 hours (TST)/6.5 hours (TIB)100=92.3%. With a 92.3% sleep efficiency, Joeisthenaskedifhehasnoticedsensationsofexcessivesleepinessduringtheday.Ifso,hecanincreasehissleepwindowby15minutesto6.75hoursforthenextweek.

		Janehadaroughweekandreportedanaveragetotalsleeptimeof5.5hoursoverthepastweek,downfrom6.5hoursthepreviousweek.Shespentanaverageof7hoursinbedhopingtogetmoresleep.Usingtheformula,5.5/7100=78.6%.Withasleepefficiencyof78.6%,Janeshoulddecreasehersleepwindowto6.75hoursforthenextweek.

		Overthepastweek,Jimreportedanaveragetotalsleeptimeof5.75hours,withsome goodnightsandsomebadnights.Hissleepwindowwas7hoursduringthepastweek,forasleepefficiencyof82.1%.Followingtherecommendationsabove,Jimshouldcontinuewiththesamesleepwindowof7hoursforthenextweek.



	

	 

	

	HANDOUT7

	SleepReconditioningInstructions

	

	Theinstructionsbelowcomefrombehavioraltheoriesofconditionedresponsestoacertainstimulus.Whenyougothroughaperiodofdisturbedsleep,thebed(andbedroom)isnolongerassociatedwiththecuesthatpromotesleep.Instead,thebedbecomesaplaceofanxiety, uncertainty,andactivation,noneofwhichareconducivetosleep.Thebasicpremisebehind theseinstructionsisthatifyouareinbedandfindthatyoudonotfeelsleepy,thenitisbesttogetoutofsleepmodebysittingupinbedorgettingoutofbedandmovingtoanother areaofthehome.Onceyouarenolongertryingtosleep,doaquiet,soothingactivityuntilyouregainthesensationofsleepiness.Viewedfromthemindfulnessperspective,whenyou becomeawarethatyouarenotsleepy,insteadofstrivingforastateofsleep,befullyawake. Ratherthanthinkingofthisasanunpleasanttime,youmightthinkofthisasanopportunitytopracticemindfulness,somethingyoumightnothaveduringtheday.

	Mostimportantly,stoptryinghardertosleep.Thismeansthatitisbesttostayoutofsleepmodewhenyouarenotexperiencingthesensationofsleepiness.Whenyouareoutofthissleepingposition,youshouldbefullypresentwithwhateveractivityyoudo.

	Step1:Becomeawareofthestateofyourmindandbody.Present-momentawarenessisthe startingpointforchoosinghowtorespond.Ifyounoticethatyouaretossingandturningandsleepisnothappening,pausetorecognizeyourstateofmindinthepresentmoment.Thismighthappenatthebeginningofthenightorifyouhappentowakeupinthe middleofthenight.Prolongedperiodsofbeingawakeinbedusuallyleadtotossingand turning,becomingfrustrated,orworryingaboutnotsleeping,allofwhichindicatesthatyouarestrivingforsleeptohappen.Youmightevenbeexcitedaboutsomethinghappen-inginyourlife.Allofthesereactionsmakeitdifficulttofallasleep.Also,whenyoulieinbedtryingtosleep,wantingandhopingtogobacktosleep,youareconditioningyourselftobeawakeinbed.Recognizingyourstateofmindandbodyhelpsyoutodeterminethe next step.

	Step2:Getoutofsleepmode.Onceyouareawarethatsleepisnotlikelytocomesoon,you cannowchoosewhatactiontotake.Onecourseofactionistoacknowledgethisstateof wakefulness, get out of bed, and go to another room.Getting out of bed when you areunabletosleepisnoteasy.Yourbediscomfortable,youmightwanttogetsomerest,andyoumightbehopefulthatyourcontinuedeffortstosleepwillmakeithappen.However, keepinmindthatsleepemergesnaturallywhenthebodyandthemindarecalmand content.Therefore,theactivitiesthatyouchoosetodowhenyouareoutofbedshould promotethatstateofmind.Thingsthataresoothingandpleasantusuallyworkwell.

	Manyofthesameactivitiesthatwererecommendedforthebufferzone(seeHandout5)arealsoappropriateactivitiestodohere.Youmightalsoconsiderthisasanopportunitytopracticemindfulmovement(e.g.,walkingmeditation)orasittingmeditation.Notethatifyouchoosetodothis,youshouldalsocontinueyourdaytimepractice.

	Ifyoufindthatgettingoutofbedistoodifficultorifphysicallimitationspreventget-tingoutofbedatnight,youcanalsochoosetositupinbed.Thismeansgettingyour-selfintoanuprightpositionsothatyourintentionistoengageinasoothingactivity(as

	describedabove)ratherthantryingtosleep.Youmightchoosetopracticeasittingmedi-tation,breathingmeditation,orabodyscan.Again,youshouldnotusethisasasubstituteforyourdaytimepractice.Also,ifyouchoosetoread,itisbettertouseadimlightrather than a bright light.

	 

	

	HANDOUT7(Continued)

	SleepReconditioningInstructions

	

	Step 3: Return to a sleeping position only when sleepy.Whateveractivityyouchoose,it isbesttoreturn to a sleepingposition when you becomeaware that youaresleepy.

	Whenyoubecomeawarethatthemindandbodyareinastateofcalmness,relaxation, andsleepiness,youaremorelikelytofallasleep.Payattentiontothemind’stendencyto wantsleeptohappenratherthanthesensationsthatnaturallyarisewhensleepislikely to happen.

	FrequentlyAskedQuestions

	How long should I wait before getting out of bed or sitting up?Generally speaking, when youbecomeawarethatsleepisnotimminent,youshouldgetoutofbedandleavethebedroom.Mostpeoplebecomeawareoftheirnonsleepystateofmindfairlyquickly(inlessthan15minutes).Notethatwestronglydiscouragetheuseofaclockinmakingthisdecisionbecausemonitoringtheclocktimecouldleadtodwellingaboutnotsleeping,whichfurtherincreasesfrustrationortension.Instead,beguidedbywhatyouhavealreadylearnedfromyourmindfulnesspracticeaboutmentalstatesthatarenotconducivetosleep.Justlearntocalmlyobserveyourstateofmindandletitguideyou.

	HowoftendoIhavetofollowtheseinstructions?Youshouldfollowtheseinstructionsevery timeyoubecomeawareofnotfeelingsleepywhileinbed.Thisshouldbefollowedeverynightandcouldbemorethanoncepernight(e.g.,beginningofthenightandmiddleofthe night).

	CanIstilldootheractivitiesinbed?Whileinbed,youshouldavoiddoingthingsthatyoudowhenyouareawake.ActivitiessuchaswatchingTV,eating,studying,ortalkingonthephoneshouldnotbedonewhileyouareinbed.Ifyoufrequentlyuseyourbedforactivitiesother thansleep,youareunintentionallytrainingyourselftostayawakeinbed.Ifyouavoidtheseactivitieswhileinbed,yourbedwilleventuallybecomeaplacewhereitiseasytogotosleepandstayasleep.Sexualactivityistheonlyexceptiontothisrule.Thiswillhelpmakethebedastrong stimulus (or cue) for sleep. In some situations, such as dorms or studio apartments, youwillneedtoreorganizeyourroomtomakeaseparationbetweenthespaceyouuseforsleepandthespacesyouuseforotheractivities.

	Afterdiscussingappropriatesoothingactivities,pleasewriteyourchoicesbelow.

	

	 

	IfIbecomeawarethatIamawakeandnotsleepyinbed,Icanchooseto

	 

	 

	

	HANDOUT8

	TheNurturing/DepletingActivitiesExercise

	

	Instructions:Takeamomenttothinkabouttheactivitiesthatoccuronatypicalday.What sortsofthingsdoyoufindyourselfdoing?Pleaselistalloftheseactivitiesbelow.

	 

	MorningActivities:

	 

	 

	 

	 

	 

	 

	 

	 

	AfternoonActivities:

	 

	 

	 

	 

	 

	 

	 

	 

	EveningActivities:

	 

	 

	 

	 

	 

	 

	 

	 

	Afteryouhavecompletedyourlist,gothrougheachactivityandwritean“N”nexttotheactivitiesthatare“nurturing”anda“D”nexttotheactivitiesthatare“depleting.”Ifanactivity canbeeitherNorD,chosewhatismosttypicalforyou.Finally,tallyuphowmanyNsandDsyou have listed.

	 

	TotalNActivities:            TotalDActivities:      

	

	 

	

	HANDOUT9

	AnActionPlanforWorkingInsomnia

	

	Itisimportanttokeepinmindthedifferentaspectsofthisprogramthatwerefoundtobehelpful in working with the entire territory of insomnia. Much like the theme of impermanence discussedthroughoutthisprogram,sleepdisturbancemightreturninthefuture.Therefore,itishelpfultohaveanactionplansothatyoucanbepreparedtoworkwithinsomniaifitdoes arrive in the future.

	 

	Pleaseanswerthequestionsbelowbylistingwhatyoulearnedduringthisprogramaspartofyourownactionplanforworkingwiththeterritoryofinsomnia.

	 

	WhenInoticethatmysleepisdisturbed,Icanbringawarenessto

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	Toworkwiththeterritoryofinsomnia,Icanchoosetorespondby

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	 

	

	 

	

	HANDOUT10

	CertificateofCompassion
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