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This book is dedicated to three psychologists who recently passed away: Richard Bootzin, Arthur Spielman, and Peter Hauri.
Their work in insomnia inspired me to pursue specialized training in sleep, and I hope to build on the foundation they created.
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I
)have spent most of my professional career as a scientist– practitioner, trying to carve out a research niche in behavioral clinical trials while hoping to help people sleep better. I never imagined 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.
When this opportunity first presented itself, it was over- whelming trying to fit the research findings and the lessons learned into one neat product. This struggle led to reflections on why this work is important and how things came together for this project. Looking back, my journey to discovering mindfulness and sleep was built on some personal struggles and many fortunate opportunities.
On a personal level, I have experienced chronic insomnia and the frustration of not being able to control sleep. This began when I was in grade school, well before I had any for- mal training in psychology, mindfulness meditation, or behav- ioral sleep medicine. Perhaps it was the struggle with sleep at 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.
My clinical training was oriented in cognitive-behavioral approaches and I learned to deliver cognitive behavior ther- apy for insomnia (CBT-I) during my clinical internship and postdoctoral fellowship. I really enjoyed this work and found it very rewarding to help people sleep better without using drugs. However, some patients did not respond to CBT-I and felt even more hopeless when they did not have immediate success. To some of them, the behavioral strategies seemed to involve a method of forced sleep deprivation and “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 about their sleep. Although I believed in the components of CBT-I, it was difficult as a young therapist to work with the resistance from these challenging patients. I wondered whether there was another way to deliver some of these components in a more experiential and compassionate context. Dr. Rachel Manber was my primary mentor during my postdoctoral fellowship at Stanford University. Dr. Manber was also trained as a cognitive behavior therapist, but she often took a more compassionate approach to delivering CBT-I. She could detect a patient’s frustration and disappointment when sleep did not improve, and she would suggest a more accepting, nonjudging approach, rather than trying to push the behavioral strategies. Dr. Manber introduced the concepts of mindfulness to me and showed how it could be applied to working with insomnia patients. She also encouraged me to connect with other experts in mind- fulness meditation to stimulate my thinking about using that method as an approach to insomnia. As I received further training in mindfulness meditation, I realized how much it connected with my personal interest in Eastern philosophy. I had a minor in philosophy as an undergraduate, and I had read many books on Zen Buddhism as well as the teachings of the Dalai Lama. Dr. Manber provided the genesis of the idea for using mindfulness to improve our current treatments for insomnia, as she had been informally using mindfulness techniques at the Stanford Sleep Clinic but had not yet conducted formal research to test the use of mindfulness for insomnia. Under Dr. Manber’s mentorship, we decided to embark on a journey to develop and test a treatment program using mindfulness meditation for insomnia, which we now call mindfulness-based therapy for
insomnia (MBTI).
We started testing MBTI in California, which seemed like a place where people would be open to meditation and integrative medicine. When I later moved to Chicago, I was uncertain how the idea would be received. I was pleasantly surprised to find that the interest was strong, which paral- leled an overall rising interest in using mindfulness-based approaches to improve health. After publishing our research studies on MBTI, I began receiving requests from patients, clinicians, and media outlets who wanted to learn more about MBTI.
This book describes the principles and practices of MBTI and the research that has been conducted on MBTI. Writing this book itself has been a practice in mindfulness. Many times during the writing process, I felt our work was incomplete, and I had to practice nonjudging and letting go of my own attachment to writing the perfect book. Alas, this book is not a perfect product but a work in progress—and I hope readers will continue the progress that we began.






[bookmark: Acknowledgments ][bookmark: _bookmark1]Acknowledgments


 (
T
)here are many people to thank who directly and indirectly contributed to this book. First, I would like to thank the mentors and advisors who have guided me on this journey. Rachel Manber is one of the most talented people I have ever met, and this book would never have been written without her contributions and mentorship. I would also like to thank several other mentors: Shauna Shapiro, a professor at Santa Clara University, whose mentorship on mindfulness and health has been invaluable in helping to shape the concepts in mindfulness-based therapy for insomnia (MBTI) as well as my personal mindfulness practices; James Wyatt for his mentorship on sleep and circadian physiology as well as guidance on managing clinical trials; Bob Stahl, who trains mindfulness-based stress reduction (MBSR) teachers in Cali- fornia and helped shape how I lead meditations and encour- aged me to grow deeper in my understanding of mindfulness concepts and my own personal practice; and Zindel Segal, who provided mentorship on research and clinical issues related to developing MBTI on the basis of the wisdom he gained from developing mindfulness-based cognitive ther- apy. I would also like to thank Edward Stepanski, Sandy Gramling, and Roseanne Armitage for their mentorship early in my training.
I would also like to thank those who have contributed to our research projects: David Sholtes and Christina Khou, our project coordinators; Isabel Crisostomo, our medical director; and those who served as instructors and therapists in our research studies: Arthur Hoffman, Vered Hankin, Jamie Cvengros, Megan Hood, Jamie Jackson, Heather Gunn, Liisa Hantsoo, Mark Neenan, and Sharon Allen. Special thanks to Megan Crawford and Eric Schmidt, who reviewed early drafts of this book and provided helpful comments. I

xi

also want to thank Susan Reynolds, David Becker, Liz Brace, Ron Teeter, and the team at APA Books for their guidance and support throughout the writing of this book. Your help was invaluable for a first-time author. I want to acknowledge the research grant support that I received from the National Center for Complementary and Integrative Health to
carry out the research studies on MBTI and MBSR.
Finally, I want to thank my family for supporting me during this journey; especially my wife, Amye, whose love and partnership inspires me to make value-congruent decisions in our journey together.







MINDFULNESS-BASED THERAPY
FOR INSOMNIA








[bookmark: Introduction][bookmark: _bookmark2]Introduction












 (
S
)leep is an essential part of life that most people take for granted. We assume that the mind and the body will natu- rally “turn off” when we decide to lie down in bed and rest. After about 8 hours of sleep, we feel refreshed, we get out of 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, these efforts are usually ineffective. This pat- tern is well-known to people with chronic insomnia.
Sleeplessness is a highly prevalent health problem, with about one third to one half of adults reporting regular diffi- culty falling asleep or staying asleep, and about 7% to 18% of
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adults meeting criteria for an insomnia disorder (Jansson-Fröjmark & Linton, 2008; Ohayon, 2002; LeBlanc et al., 2009). Sleep disturbance can impair cognitive functioning, compromise immune functioning, and exacerbate psychiatric conditions. The economic impact of insomnia- related absenteeism has been estimated to have an annual indirect cost of $970.6 million, and insomnia-related productivity losses are esti- mated at $5 billion (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., difficulty falling and staying asleep) associated with significant wak- ing distress or impairment. Although the initial sleep disturbance is often triggered or precipitated by a stress response, development of chronic insomnia involves responses to the sleep disturbance that inadvertently dysregulate sleep physiology and perpetuate a state of mental and physi- cal hyperarousal. These responses include behavioral changes, such as staying in bed to sleep in or taking naps, or using substances, such as sleep medication or caffeine. Furthermore, increased effort to sleep might also increase cognitive-emotional distress related to sleep by developing maladaptive beliefs and attitudes about sleep, rigid expectations about sleep, and increased attention given to figuring out how to sleep. All of these can create a vicious cycle of insomnia that is encapsulated by
hyperarousal.
Pharmacological treatments can be effective short-term treatments, but side effects, such as amnestic episodes, are reported by patients. Furthermore, many patients still experience sleep disturbance despite taking these drugs, leading to dependence on and tolerance of the drugs. The leading nonpharmacological treatment is cognitive behavior ther- apy for insomnia (CBT-I), which has substantial evidence to support treatment effectiveness. However, the current cadre of qualified provid- ers cannot meet the demand of the number of people who suffer from insomnia, and there are still many people who do not respond to CBT-I. developing other empirically supported treatment options can provide more choices for consumers.


What Is Mindfulness-Based Therapy for Insomnia,
and Why Is It Needed?

This book describes the principles and practices of a new treatment pro- gram for insomnia called mindfulness-based therapy for insomnia (MBTI). This integrative treatment package brings together the principles and

practices of mindfulness meditation with some of the behavioral strate- gies used in CBT-I. Mindfulness meditation is a form of Buddhist medi- 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 mind are not facts of reality but mental events that are dynamic rather than static. By choosing to become aware of whatever is present in the mind and reconceptualizing thoughts and desires as mental events that sim- ply come and go, one can let go of the attachment to these thoughts and desires. This mental process is called metacognitive shifting and is one of the 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, and me, refined with input from Zindel Segal. We developed MBTI not because we thought a new, better insomnia treatment was needed but because we recognized that most people who suffer from insomnia try too hard to solve their “sleep problem.” We wanted to help sufferers of 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. We felt that teaching mindfulness meditation could provide an opportunity to create the space needed to allow sleep to come back. Through meditation practice, patients with insomnia can learn from their own thoughts, feelings, and sensations with an MBTI teacher as their guide.
The MBTI program is designed as an eight-session group interven- tion with an optional meditation retreat in between the later sessions. Each session is approximately 2.5 hours and consists of the following three activities: (a) formal meditations, (b) period of discussion, and
(c) insomnia-related activities and instructions. Each week consists of a theme involving principles of mindfulness integrated with behavioral 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 first session. The type of meditation practice assigned varies according to the lessons 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, guided meditations using digital media are provided along with a log or diary to record their meditation practice and sleep patterns.
Research studies have provided empirical support for the efficacy of MBTI. A randomized controlled trial revealed that MBTI was supe- rior to a self-monitoring control in decreasing self-reported total wake time in bed, decreasing presleep arousal, and reducing symptoms of

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 results were found for remission, with a 33% remission rate at posttreatment and a 50% remission rate at 6-month follow-up for MBTI. When compared with mindfulness-based stress reduction, the standard mindfulness- based therapy, MBTI was superior in decreasing insomnia symptoms from baseline to 6-month follow-up.


A Road Map for Using This Book

This book is designed primarily for clinicians and trainees in psychology, psychiatry, medicine, nursing, and social work who work with individ- uals suffering from chronic insomnia or who wish to expand their prac- tice into this area. It is also intended for teachers of mindfulness-based therapies who have appropriate credentials for working with clinical populations and are interested in expanding their work to people who have insomnia. Researchers and scholars will also find this book to be a useful resource for summarizing the research literature on MBTI and other mindfulness-based approaches for insomnia. Given the wide audience and range of potential practitioners, I have used the term instructor rather than therapist or teacher when referring to the individual delivering MBTI.
This book is organized into three parts. Part I provides the reader with a background on insomnia and the principles of mindfulness meditation to provide a context for understanding MBTI and its con- tents. Chapter 1 presents an overview of insomnia, with definitions and terms that are used throughout the book and in discussions of the scope of the problem. Chapter 2 describes the current pharmacological and nonpharmacological treatment options, with a discussion of the benefits and limitations of these treatments. Chapter 3 describes the principles and origins of mindfulness meditation to serve as a back- ground for understanding the application of mindfulness to the problem of insomnia.
Part II features the theory and content of the MBTI program. The title, Principles and Practices of MBTI, was selected to emphasize the practice of meditation as a core feature of MBTI. Structurally, this section provides direct guidance to clinicians who are interested in delivering MBTI, including session-by-session program materials and instructions for delivering specific treatment components. Some readers might find it

helpful to refer back to Part I as they encounter parts of MBTI that refer to sleep physiology or mindfulness principles. Chapter 4 presents the application of mindfulness principles to insomnia and the metacogni- tive model of insomnia that serve as the theoretical basis for MBTI. The next four chapters provide detailed descriptions of the contents for each MBTI session, including session outlines and guidance for leading medi- tations and other in-session activities. Sample handouts that accom- pany these sessions can be found in the Appendix. Chapter 5 discusses the activities in Sessions 1 and 2, focusing on how to get started with MBTI. Chapter 6 describes Sessions 3 and 4, focusing on establishing the meditation practice and delivering the behavioral strategies for insom- nia. Chapter 7 highlights the tools and activities for making metacogni- 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 some suggestions for handling challenges that can occur while deliver- ing MBTI. After reading this section, clinicians should understand the principles of MBTI, the skills needed to effectively deliver MBTI, and the materials that are needed throughout the MBTI program.
Part III discusses the empirical evidence for using mindfulness as a treatment for insomnia and considerations for implementing MBTI in real- world practice. Chapter 9 presents the program of research involved in developing and testing MBTI and the research base on other mindfulness- based therapies for insomnia. Researchers might be particularly interested in this chapter, which presents considerations and strategic decisions we made regarding research methodology. Chapter 10 broadens the discus- sion to consider how MBTI fits into the real world of health care delivery, with discussions on issues related to patient considerations and provider competency. Resources for further reading and training on mindfulness and insomnia are included in Chapter 10 to help guide instructors who are interested in delivering MBTI.
Insomnia is a widespread but treatable condition, and further efforts are needed to address this public health issue. The American Psychological Association (APA) recently recognized sleep psychology as a specialty, acknowledging the important role that psychologists can play in treat- ing sleep disorders. My hope for this book is that it will bring the prin- ciples and practices of MBTI to a wider audience of clinicians, which can expand treatment options for people suffering from insomnia. Although I have previously published the research findings in scientific journals and presented workshops on MBTI at scientific meetings, this book provides details about the delivery of MBTI and describes the decisions that were made in putting the treatment package together. The materials include handouts and instructions that should enable clinicians with proper train- ing to begin delivering MBTI. Other resources such as videos, workshops, and professional continuing education courses can be used to supplement

this book. In addition, I hope that the contents of this book will stimu- late clinical researchers to consider new ways to improve MBTI, to study the 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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T
)his chapter provides an overview of insomnia, a sleep dis­ order characterized by sleeplessness and unwanted wakeful­ ness in bed. First, the current diagnostic criteria are reviewed, along with the definitions and terms used in this book. Next, the epidemiology and etiology of insomnia are presented to indicate the scope of this disorder and the significance of its impact on the individual and society. The concepts on sleep and insomnia from this chapter serve as important back­ ground information that mindfulness­based therapy for insomnia (MBTI) instructors should master prior to deliver­ ing MBTI.
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What Is Insomnia?

ChARACTERIZING INSOMNIA: DEFINITIONS AND TERMS
Is insomnia a distinct disorder, or is it just a symptom of a more seri­ ous condition? This fundamental question has been debated by clini­ cians, researchers, and those experiencing sleep problems. In most lay contexts, insomnia is a term that generally refers to “not sleeping well.” This might include difficulty falling asleep at the beginning of the night, waking up in the middle of the night and having difficulty falling back to sleep, or waking too early and having difficulty sleeping until the desired wake­up time. These are symptoms of sleep disturbance that cause 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 specificity in terms of the need for treatment or the consequences arising from pro­ longed sleep disturbance. Thus, in the clinical context, insomnia rises to a distinct and diagnosable disorder when the sleep­specific symptoms 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 term insomnia could 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 term insomnia as 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 term insomnia is used to refer to an insomnia disorder (unless otherwise indicated).
A second question to consider is the timing of the sleep disturbance.
Does it matter if the complaint is with sleep onset (i.e., difficulty fall­ ing asleep), sleep maintenance (i.e., difficulty falling back to sleep in the 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 differences in the location of the sleep disturbance are typically referred to as insomnia phenotypes, denoting different presentations in the timing of sleep disturbance that stem from a common insomnia disorder. This characterization of insomnia phenotypes is also used in this book.

Another controversial area involves quantitative cutoffs for defin­ ing the threshold for insomnia. how long does it have to take one to fall asleep before it is considered abnormal and a sign of insomnia? Also, how frequently does the sleep disturbance need to occur? It is interesting to note that people with insomnia frequently operate on the assumption that normal sleepers fall asleep immediately. however, falling asleep too quickly can be an indication of insufficient sleep or another type of sleep disorder, such as narcolepsy. Lichstein, Durrence, Taylor, Bush, and Riedel (2003) examined the sensitivity and specificity of different criteria based on sleep diary data. The authors found that a cutoff score for either sleep onset latency (SOL) or wake time after sleep onset (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 period was the optimal criteria for maximizing sensitivity and specific­ ity (Lineberger, Carney, Edinger, & Means, 2006). Given the subjective nature of sleep diary data, quantitative data have not been uniformly adopted in research or diagnostic classification systems. however, many clinicians and researchers will use SOL or WASO longer than 30 minutes as an indicator of a clinically significant amount of wakefulness in bed.

CLASSIFICATION OF INSOMNIA DISORDERS
The current diagnostic systems have generally adopted these terms and concepts for insomnia. In the fifth edition of the Diagnostic and Statistical Manual for Mental Disorders (DSM–5; American Psychiatric Association, 2013), the diagnostic criteria for an insomnia disorder include a pre­ dominant complaint of dissatisfaction with sleep quantity or quality (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 order is comorbid with another mental, medical, or sleep disorder. 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). The International Classification System of Sleep Disorders—Third Edition (ICSD–3; American Academy of Sleep Medicine, 2014) has very similar diagnostic criteria but distinguishes chronic insomnia disorder as an insomnia disorder that is present for 3 months or more and short­term (or adjustment) insomnia if the symptoms of the insomnia disorder have been present for less than 3 months. In this book, we have adopted these criteria to refer to insomnia disorders, unless otherwise specified. Furthermore,

the evidence base for MBTI is generally consistent with these criteria for insomnia (see Chapter 9, this volume, for an in­depth discussion).
These criteria reflect a shift in the conceptualization of insomnia. Early conceptualizations considered sleep disturbance (i.e., insomnia symptoms) to be only a symptom of an underlying disorder, most typi­ cally a mood or anxiety disorder. This led to underrecognition of insomnia as a treatable disorder because treatments at that time were focused on resolving the “underlying disorder.” however, many people continued to experience persistent insomnia even when the underling disorder was controlled. As the field of sleep medicine emerged, the classification began to shift toward categorization of primary and secondary insomnia. In the fourth edition of the DSM (DSM–IV; American Psychiatric Association, 2000), primary and secondary insomnia were diagnosed based on the attribution of the cause of the insomnia symptoms. Primary insomnia was diagnosed when the insomnia symptoms were clinically signifi­ cant and not related to another condition, thus requiring independent treatment. The second edition of the International Classification of Sleep Disorders (American Academy of Sleep Medicine, 2005) further distin­ guished subtypes of primary insomnia on the basis of presumed etiology, including psychophysiological insomnia, paradoxical insomnia, idio­ pathic insomnia, and inadequate sleep hygiene. Secondary insomnia was diagnosed when the insomnia symptoms were related to another medical or psychiatric condition. As a result, the insomnia symptoms were presumed to resolve with successful treatment of the underlying condition. Although this distinction clarified clinical decision making related to the treatment of insomnia, it was soon realized that clinicians were not very accurate at discerning when insomnia was independent from another condition. A study examining patterns of diagnosis across different clinics using the DSM–IV and ICSD found that insomnia related to another mental disorder was the most common diagnosis in 44% of cases, and primary insomnia was the second most common diagnosis in about 20% of cases (Buysse et al., 1994). More recently, a creative study by Edinger et al. (2011) using a multitrait, multimethod design found that clinicians were not very reliable at discerning the causes of insomnia related to subtypes or distinguishing primary versus second­ ary insomnia. These findings were very influential for the shift from a “splitting” to a “lumping” approach for classifying insomnia disorders. In the DSM–5 and ICSD–3, an insomnia disorder is diagnosed without the distinction between primary and secondary insomnia.
Starting in October 2015, the Affordable Care Act mandated the use of the International Classification of Diseases, Tenth Revision, Clinical Modification (ICD–10–CM; Buck, 2015; see http://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 injury or diseases) that provide more detail and allow for greater specificity in tracking health care data. For the diagnosis of insomnia disorders, the ICD–10–CM does not contain any new criteria, but it does introduce new diagnostic codes that represent a combination of the ICSD and DSM classifications. For example, chronic insomnia disorder in the ICSD–3 is now classified as primary insomnia (e.g., F51.01) in the ICD–10–CM. In contrast to the ICSD–3 and DSM–5, the ICD–10–CM assigns separate codes to certain subtypes of insomnia. For example, the ICD–10–CM includes a code for psychophysiological insomnia (e.g., F51.04), a sub­ type of insomnia from the second edition of the ICSD, in which elevated arousal is a distinguishing feature. It is not clear why the ICD–10–CM did not update the codes to match the lumping approach taken in the ICSD–3 and DSM–5.


Epidemiology of Insomnia

hOW COMMON IS INSOMNIA?
The challenges in defining insomnia have also created challenges in studying its epidemiology. The variations in how insomnia was defined and assessed led to a wide range of estimates of how many people were afflicted with this condition, ranging from as little as 6% of the population to over 50% of the general adult population (National Sleep Foundation, 2002; Ohayon, 2002). Ohayon (2002) provided a very useful illustra­ tion of summarizing the epidemiological literature using the distinctions between insomnia symptoms and disorder and diagnostic criteria (see Figure 1.1). As depicted in Figure 1.1, Ohayon used a funnel to illustrate how the prevalence of insomnia in adults changed with the definition of insomnia. At the top, a broad definition of insomnia using just symptoms resulted in a rather broad prevalence between 30% and 48%. As the crite­ ria became stricter, to include daytime consequences, dissatisfaction with the sleep quality or quantity, and meeting an insomnia diagnosis (rul­ ing out other differential diagnoses), the prevalence dropped and became more precise, funneling toward a prevalence of 6% when using DSM–IV criteria. These numbers are relatively consistent with other epidemiologi­ cal studies that have used longitudinal data. One study, conducted on over 400 adults in Canada, found that the 1­year incidence rates of insom­ nia symptoms were 30.7% and 7.4% for an insomnia syndrome, which were closely related to the definitions of an insomnia disorder (LeBlanc et al., 2009). Another study, conducted on more than 1,700 adults in Sweden, measured symptoms of insomnia at two time points 1 year apart
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(Jansson­Fröjmark & Linton, 2008). The authors found that the cross­ sectional prevalence of an insomnia disorder was 6.8% at baseline and 9.7% at the 1­year follow­up, with 44% of those reporting insomnia at baseline also reporting insomnia at follow­up. This corresponded to 4.3% of the population that reported a persistent insomnia disorder. The per­ sistence of insomnia was also documented in a longitudinal 3­year study examining the natural history of insomnia (Morin et al., 2009). Exam­ ining nearly 400 adults in the general population, Morin and colleagues (2009) found that 46% of the sample reported insomnia persisting over the 3­year period, with persistent insomnia associated with more severe insomnia at baseline, among women, and at an older age. Moreover, 27% of those who experienced remission of insomnia during the 3­year study also experienced a relapse of insomnia. In summary, at any given time,

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 for an insomnia disorder. Furthermore, a little less than one half of adults with an insomnia disorder will experience a chronic (or persistent) insomnia disorder over the course of 1 to 3 years. These epidemiological findings highlight the broad impact of insomnia across the population and the persistence of this sleep disorder across time.

RISK FACTORS FOR INSOMNIA
Several demographic and socioeconomic factors can moderate the risk of developing insomnia. Women are about 1.4 times more likely than men to report insomnia symptoms (Ohayon, 2002). The reasons for the gender differences are unclear, but hormonal factors related to meno­ pause have been hypothesized to play a role, given that postmenopausal women report higher levels of insomnia compared with premenopausal women (Ohayon, 2002). Age is another key risk factor, with up to 50% of older adults over age 65 reporting symptoms of insomnia (Ohayon, 2002). Although there are some intrinsic changes in sleep related to the process of aging, insomnia in older adults appears to be more closely related to daytime behaviors such as inactivity or social dissatisfaction and the pres­ ence of comorbid medical and psychiatric disorders rather than the natu­ ral aging process (Ohayon, Zulley, Guilleminault, Smirne, & Priest, 2001). With regard to the phenotype of insomnia, middle­aged and older adults report more difficulty with sleep maintenance, whereas adolescents and younger adults are more likely to report difficulty falling asleep. Beyond gender and age, there is some evidence that insomnia can occur at more elevated rates among those with a family history of insomnia, individuals with lower income levels, and those who are not employed. however, the findings are not clear, especially because the key risk factors of gender and age are often not adequately controlled in these studies.

ASSOCIATED COMORBID CONDITIONS
As noted earlier, insomnia can co­occur with another condition or dis­ order. The most commonly associated mental disorder is unipolar depression (Breslau, Roth, Rosenthal, & Andreski, 1996; Ford & Kam­ erow, 1989); anxiety disorders are also highly prevalent, although the specific type of anxiety disorder is not consistently related to insomnia across studies (Breslau et al., 1996). Substance use, including alcohol and nicotine use, is also commonly associated with insomnia. In terms of medical conditions, insomnia often occurs in the context of cancer, chronic pain, heart disease, pulmonary diseases, and gastro­ intestinal diseases (D. J. Taylor et al., 2007). One study found a dose– response relationship between the number of medical conditions and the

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% (among older adults who endorsed one to three medical con­ ditions), to 69% (among older adults who endorsed four or more medical conditions). Finally, insomnia can be associated with another sleep disorder, such as obstructive sleep apnea or restless legs syndrome. Careful assessment of the severity of the sleep disturbance and the rela­ tionship among symptoms of insomnia and the other sleep disorder is needed to determine whether an insomnia disorder is indeed present. In general, if an insomnia disorder can be diagnosed—even when a comorbid condition is present—then treatment for insomnia should be initiated. If left untreated, insomnia can be highly related to other negative health consequences. Therefore, treatment of insomnia is important in the context of a comorbid condition.

CONSEQuENCES OF INSOMNIA
having insomnia is more than a nuisance. There are very real functional, biological, and emotional consequences that can have deleterious effects on health, quality of life, and productivity. First, insomnia can impair cog­ nitive functioning. Although the literature has shown mixed results, a few general patterns have emerged recently. In the context of insomnia, cognitive impairments tend to occur during complex cognitive tasks, such as working memory and attention­switching tasks in which executive control plays an important role (Fernandez­Mendoza et al., 2010; Shek­ leton et al., 2014). In addition, these cognitive impairments are most pro­ nounced among people with insomnia who have objectively measured short sleep duration (Edinger, Means, Carney, & Krystal, 2008; Fernandez­ Mendoza et al., 2010). Furthermore, people with insomnia demonstrate a more variable pattern in response over time (Edinger et al., 2008), sug­ gesting that efforts to “rally” cognitive resources can overcome the effects of sleep deficit in short bursts but are difficult to sustain over time.
The presence of insomnia is also associated with adverse biological consequences. Sleep disturbance can compromise immune functioning (Irwin, 2015), and insomnia is associated with cardiovascular condi­ tions, including high blood pressure (D. J. Taylor et al., 2007; Vgontzas, Liao, Bixler, Chrousos, & Vela­Bueno, 2009). People with insomnia can develop dependence on sleep medications, leading to long­term use of hypnotics. Over time, dependence on hypnotics can lead to problems with memory deficits and nocturnal falls among older adults. If insom­ nia remains untreated, it can exacerbate psychiatric conditions. Studies examining the temporal relationship between insomnia and depres­

sion have found that the occurrence of insomnia symptoms tends to precede the occurrence of depression (Johnson, Roth, & Breslau, 2006; Ohayon & Roth, 2003), thereby indicating that insomnia is a risk factor in the development of depression (Johnson et al., 2006).
Beyond the consequences for the individual, insomnia has significant occupational and economic consequences. It is associated with an ele­ vated risk of both working and nonworking injuries (Kessler et al., 2012). In the workplace, insomnia­related absenteeism has been estimated to have an annual indirect cost of $970.6 million, and insomnia­related productivity losses are estimated at $5 billion (Daley, Morin, LeBlanc, Grégoire, & Savard, 2009). The significant consequences of insomnia clearly indicate a need to find effective treatments for this condition.


Etiology of Insomnia

CAuSES OF SLEEP DISTuRBANCE
What are the causes of insomnia? Recognizing the conceptual distinc­ tion between acute sleep disturbance and an insomnia disorder is impor­ tant in answering this question. First, there are many causes of acute sleep disturbance on any given night. Some of these factors include the use of wake­promoting substances (e.g., caffeine), daytime napping, exposure to bright light at night, or sleeping past the normal wake­up time. These can lead to disturbances in the two systems that regulate sleep physiology (see Figure 1.2). Together, these two systems interact to promote an intrinsic drive and rhythm for sleep and wakefulness that is called the two-process model of sleep regulation (Borbély, 1982; Borbély & Achermann, 1999).
The first process in the model is the homeostatic drive for sleep, also known as Process S, which regulates a “sleep appetite” that accumulates across the wake episode. This system creates pressure for sleep to occur on the basis of the amount of time awake. It is generally a linear process, such that the longer the amount of time awake, the greater the sleep pressure. Therefore, behaviors such as taking a nap in the evening can reduce the pressure to sleep at bedtime, creating difficulty falling asleep. This concept is similar to the notion that having a snack shortly before a meal will spoil the appetite for food. As part of Process S, adenosine, an inhibitory neurotransmitter found in the central nervous system, accu­ mulates across wakefulness and is associated with sleepiness. Caffeine is an adenosine antagonist, blocking the action of the neurotransmitter. Therefore, drinking caffeine has the effect of blocking the accumulation of sleepiness, thus allowing an individual to be alert, even after many
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Two-process model of sleep regulation. Process S (sleep homeostasis) reflects the accumulation of sleepiness across waking episodes, which subsequently dissipates during the sleep phase. Process C (circadian process) regulates
the timing of alertness and sleep, interacting with Process S to regulate phases of sleep and wakefulness. From “A Two Process Model of Sleep Regulation,” by A. A. Borbély, 1982, Human Neurobiology, 1, p. 198. Copyright 1982 by Springer. Adapted with permission.



hours of being awake. This is why drinking caffeine too close to bedtime can create difficulty falling asleep.
The second system is the circadian system, or Process C, which is an endogenous system that regulates the timing of alertness and sleep by generating alerting signals and creating a daily rhythm known as a circadian rhythm. unlike Process S, Process C is independent of sleeping and waking states and primarily generates alerting signals, rather than sleepy signals. Process C is sensitive to light–dark cycles in the environ­ ment, particularly at night and in the morning. At night, when darkness is predominant, Process C regulates the release of melatonin, which serves as a cue for the brain to turn off its wake­promoting regions and prepare for sleep. For most individuals, melatonin is released about 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 sen­ sitive to light exposure near the wake­up time, which helps to reset the circadian rhythm for the day. Keeping a regular wake­up time through­ out the weekday and weekend is one of the most important factors for strengthening the consistency of the circadian rhythm. In fact, a regular wake­up time is biologically more important than a regular bedtime

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 the timing of Process C is associated with trouble falling asleep, whereas advanced timing of Process C is associated with early morning awakenings.
In extreme cases, misalignment of Process C with the desired sleep phase can lead to circadian rhythm sleep–wake disorders. This category of sleep disorders includes delayed sleep­phase disorder and advanced sleep­phase disorder. In delayed sleep­phase disorder, the endogenous circadian rhythm is delayed relative to the individual’s behavioral sleep– wake patterns, leading to prolonged difficulty falling asleep and difficulty waking up early in the morning, with little or no difficulty maintaining sleep. This is common in adolescents and young adults who are “night owls,” whereas Process C shifts to a later time. In advanced sleep­phase 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 until the desired wake­up time. This is common in older adults who are “morning larks,” as there is a shift in Process C toward an earlier time. Individuals with delayed sleep­phase and advance sleep­phase disorders might present with complaints of insomnia symptoms, but these indi­ viduals usually do not experience the same level of distress about their sleep. Furthermore, realigning the circadian sleep phase with their behav­ ioral sleep patterns typically resolves the sleep disturbance and day­ time complaints. Longitudinal assessment using sleep diaries over 1 to 2 weeks can help discern a circadian rhythm sleep–wake disorder from an insomnia disorder (see the section on conducting pre­MBTI assess­ ments in Chapter 4).
Most people with insomnia do not realize the impact that their behaviors have on these two systems of sleep regulation. For example, taking naps in the late afternoon or evening might reduce sleepiness and temporarily improves functioning, but it can deplete the pressure for sleep in Process S. Spending more time in bed might seem like a reasonable way to make up for sleep loss, but it also reduces the amount of time we are awake to generate a sleep appetite. Although it might seem counterintuitive to those with insomnia, Process S is actually optimized the longer we are awake and out of bed. In other words, the longer the period of continuous wakefulness, the more likely we are to have consoli­ dated sleep. Similarly, people with insomnia often sleep past their regular wake­up time as a means of compensating for a poor night of sleep or to “catch up” on sleep during the weekends. however, doing so can disrupt the circadian rhythm, leading to difficulty sleeping or feeling alert, respec­ tively, at the appropriate time of day. In fact, people who constantly delay their sleep patterns by several hours over the weekend because of social

obligations (e.g., staying out late) create a dysregulation in Process C that has become known as social jet lag because it mimics the effects of travel­ ing across several time zones. The two­factor model of sleep regulation provides a background for some of the activities and discussions that are presented as part of MBTI in Part II of this volume.
In addition to dysregulation of the sleep systems, there are times when acute stress, such as an argument with a family member or an urgent deadline, causes sleep disturbance. In these situations, the brain responds to the perceived stress by activating the sympathetic nervous system (SNS), also known as the fight-or-fiight system. Activation of the SNS can serve to override the regulation of sleep physiology as described in the preceding text. Although it can be very obvious at times—as in a rush of adrenaline—in modern society, activation of the SNS is more likely to be at a low to moderate level and not always consciously detect­ able. Thus, when we have an argument with a family member, our body can be in a state of elevated activation, or hyperarousal, which creates sleep disturbance.
Several studies have found that compared with good sleepers, peo­ ple with insomnia have several physiological signs that are consistent with a state of hyperarousal, including elevations in 24­hour metabolic rate (Bonnet & Arand, 1995), higher daytime body temperature (Adam, Tomeny, & Oswald, 1986), more low­frequency heart rate variability dur­ ing sleep (Bonnet & Arand, 1998), and higher 24­hour cortisol secretion (Vgontzas et al., 1998). There is also evidence of increased mental activity, or cognitive hyperarousal. Studies have found that people with insomnia report higher levels of presleep cognitive activity (Nicassio, Mendlowitz, Fussell, & Petras, 1985) and tend to have sleep­related cognitions of a more negative tone (Kuisk, Bertelson, & Walsh, 1989) compared with those of normal sleepers. People with insomnia also report more unhelp­ ful beliefs and attitudes about sleep (Carney & Edinger, 2006; Morin, Stone, Trinkle, Mercer, & Remsberg, 1993), demonstrating a more rigid or catastrophic view of sleep that increases anxiety and cognitive arousal. For people with insomnia who completed a behavioral treatment for insomnia, those who had at least one insomnia episode (at least 4 consec­ utive weeks with insomnia symptoms) during the follow­up period had higher presleep arousal and sleep effort at the end of treatment compared with those with no insomnia episodes during follow­up (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.
At the organism level, the physiological states generated by the SNS and the sleep systems can provide an indication of the activation and deactivation of these systems. Attending to these states can guide behav­ ioral responses, such as when to go to bed or when to engage in relax­ ing activities. The two most relevant states are sleepiness and fatigue.

Sleepiness is defined as the propensity to fall asleep and represents a phys­ iological need for sleep. It can be self­reported through questionnaires or rating scales, and it can be measured objectively (Shen, Barbera, & Shapiro, 2006). Self­reported descriptions of sleepiness include drowsi­ ness, fighting to stay awake, or falling asleep unintentionally. In sleep laboratories, the Multiple Sleep Latency Test (MSLT; Carskadon et al., 1986) is used as an objective measure of daytime sleepiness. The MSLT involves a series of five naps that are spaced 2 hours apart and is con­ ducted under controlled conditions in which the patient is not otherwise allowed to sleep or consume substances that can affect sleep or wake­ fulness. Abnormal sleepiness is typically defined by averaging less than 8 minutes to fall asleep across each nap. Sleepiness is most closely asso­ ciated with the accumulation of sleep drive in Process S, as described in 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, fatigue is a complex construct that involves an interpretation of the mental and physical energy available or the degree 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, or diminished ability to engage in activities. 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 of SNS activation.
Individuals with insomnia often confuse the state of fatigue with
sleepiness. They often decide to go to bed when they feel fatigued but 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 there is not a sufficient biological drive for sleepiness. A study using the MSLT found that individuals with insomnia took longer to fall asleep across the daytime naps compared with control participants (Stepanski, Zorick, Roehrs, young, & Roth, 1988). Thus, these individuals with insomnia were less sleepy than were healthy control participants dur­ ing the daytime. Furthermore, it has been recommended that excessive sleepiness be removed as a criterion for insomnia disorders because there is little evidence that people with insomnia are excessively sleepy during the day (Singareddy, Bixler, & Vgontzas, 2010). The importance of discerning the difference between sleepiness and fatigue is discussed in Chapter 6.

BEyOND SLEEP DISTuRBANCE: ETIOLOGy OF ChRONIC INSOMNIA
The causes of sleep disturbance provide an understanding of what might trigger or precipitate the onset of an insomnia disorder. however, this is only part of the story. According to the current diagnostic nosolo­ gies (e.g., American Academy of Sleep Medicine, 2014; American Psy­ chiatric Association, 2013), recall that an insomnia disorder includes sleep­specific symptoms plus significant waking distress or impairment despite adequate opportunity to sleep. Therefore, an insomnia disorder is a 24­hour problem, not just a problem that occurs at night. Further­ more, the associated waking distress includes cognitions, 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.
The biobehavioral model, also known as the 3­P model, is arguably the most influential and widely accepted etiological model of chronic insomnia (see Figure 1.3). Spielman, Caruso, and Glovinsky (1987) pro­ posed three factors that are involved in the development and mainte­ nance of insomnia. First, certain predisposing factors serve as a diathesis, which can increase the overall likelihood that an individual will develop sleep disturbance at any given time. These predisposing factors include extreme circadian preferences (i.e., morning vs. evening type), biologi­ cal predispositions toward hyperarousal, or psychological traits related to anxiety and depression. When a predisposing factor interacts with a pre- cipitating factor, or triggering event, typically in the form of a psychologi­ cal or biological stress, the result is acute sleep disturbance. As discussed earlier, sleep disturbance can be considered a natural stress response, and for many individuals, sleep quantity and quality improve once the pre­ cipitating factor or stress has abated. however, some individuals begin to engage in behavioral changes in response to the acute sleep disturbance, such as extending time in bed by getting into bed earlier, sleeping later in the morning, or taking naps during the day. Some might also begin taking sleep medication at night and consuming caffeine during the day in an effort to regulate sleep and wakefulness. Although these responses might seem logical, the changes inadvertently maintain the insomnia disorder and are thus considered perpetuating factors, which can reduce the sleep drive (e.g., extending time in bed) or create circadian misalignment (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 and frustrated about their inability to sleep. Some begin to worry about the effects of sleep loss on work performance or daytime functioning. Frequently, these thoughts lead to increased effort to “solve the problem
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of not sleeping,” which creates distress about sleep, thus maintaining a 24­hour problem that is now a chronic insomnia disorder. According to this model, chronic insomnia disorder is a combination of predisposing, precipitating, and perpetuating factors. Furthermore, this model shows how the reactions to sleep disturbance can play a crucial etiological role in creating waking distress.
Subsequent models have built on the foundation of the 3­P model. Perlis, Giles, Mendelson, Bootzin, and Wyatt (1997) proposed a neuro­ cognitive model of insomnia that focuses on cortical changes that occur 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– wakefulness data show that individuals with insomnia often overes­ timate wakefulness and underestimate sleep. Studies examining the microarchitecture of sleep in people with insomnia have found evidence of elevated beta­electroencephalogram (EEG) activity during non–rapid

eye movement (REM) sleep (Merica, Blois, & Gaillard, 1998). Beta­EEG activity is typically associated with consciousness and could explain why people with insomnia sometimes report “light sleep” or “not sleeping at all,” despite polysomnography recordings demonstrating that the person was indeed sleeping.
Espie (2002) proposed a psychobiological inhibition model with a dif­ ferent conceptualization of the hyperarousal in the context of insomnia. Rather than a constant elevation of arousal, as proposed by others, Espie posited that people with insomnia might have difficulty with dearousal at night. According to the psychobiological model, good sleepers are able to dearouse appropriately at night when appropriate biological and environ­ mental cues are present and do not put effort into falling asleep. however, people with insomnia react to sleep disturbance by putting selective atten­ tion to sleep, and they do not recognize the same cues for sleep and wakefulness, thereby increasing the effort and intention to sleep. As a result, they are unable to dearouse, both cognitively and physiologically. Evidence to support this model comes from a study that used positron emission tomography to assess cerebral glucose metabolism in patients with insomnia compared with that of healthy participants while awake and during non­REM sleep (Nofzinger et al., 2004). Patients with insom­ nia showed a smaller decline in metabolic rate in wake­promoting regions of the brain during the transition from wakefulness to the first 20 min­ utes of sleep. This evidence supports the concept that in these individuals with insomnia, there was a failure to “turn off” wake promoting systems in the brain, or de­arouse appropriately during the transition from a waking state to a sleeping state.
Morin and colleagues (1993) proposed a cognitive behavioral model that adds cognitions as a perpetuating factor in chronic insomnia. Describing insomnia as a cycle, Morin et al.’s (1993) model features cognitive and emotional components that include maladaptive beliefs and attitudes about sleep that develop with persistent sleep disturbance, 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 maladaptive habits (e.g., excessive time in bed, napping, irregular sleep schedule), the true consequences of insufficient sleep (e.g., fatigue, mood disturbances, performance impairments), and elevated arousal to create a vicious cycle of insomnia. Building on Morin and colleagues’ (1993) model, harvey (2002) proposed a cognitive model of insomnia by focusing exclusively on the role of cognitive processes that occur during the nighttime and daytime. This model applies many theories of anxiety, including worry, selective attention monitoring, misperception of sleep, unhelpful beliefs, and safety behaviors in the context of insomnia. It is

interesting to note that the model also suggests that these processes can occur with or without real deficits in sleep and daytime functioning.
In summary, understanding the etiology of insomnia requires recog­ nition of the differences between acute sleep disturbance and a chronic insomnia disorder. The causes of acute sleep disturbance are difficult to predict and generally involve disturbances in sleep physiology, activa­ tion of the SNS, or both. When these sleep disturbances persist, 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 the form of elevated arousal or a failure to dearouse is prominent in the 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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T
)here are currently many different approaches to treating insomnia disorders, and they have varying levels of scientific evidence to support them. These approaches can be grouped into the following three categories: (a) pharmacological, (b) non- pharmacological, and (c) complementary, alternative, and integrative. First, pharmacological treatments, including prescription medications and over-the-counter (OTC) drugs, are reviewed. The main benefit of these treatments is the immediate impact on reducing sleep disturbance, but issues of drug dependence
and side effects mitigate the overall benefit-to-risk profile.
Next, nonpharmacological treatments are reviewed. These include behavioral and cognitive techniques that are typically delivered by a behavioral specialist. These treatments can be customized to patient needs, and the benefits of treatment are sustained beyond the end of treatment. However, they do not have the immediate impact of prescription medications, 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 include nat- ural products, body-based interventions, and mind–body interven- tions. These are commonly adopted by people who prefer a “natural” or “healthy” way of living. However, scientific evidence regarding efficacy is generally of poor quality; thus, the clinical value of these treatments is unclear. Because patients often have questions about the costs and benefits of various treatments for insomnia, mindfulness-based therapy for insomnia (MBTI) instructors should be positioned to help them make informed decisions about treatment options.


Pharmacological Treatments for Insomnia

The idea of taking a sleeping pill, or a hypnotic, to facilitate sleep seems like a simple concept, but the wide variety of substances that have been used to help people fall asleep belies this. This section provides an over- view of the evidence for pharmacological treatments, including prescrip- tion medications, nonprescription medications (i.e., OTC medications), and alcohol. Table 2.1 provides a summary of the pharmacological treat- ments for insomnia.
The neurotransmitter gamma-aminobutyric acid (GABA) is an inhib- itory neurotransmitter within the central nervous system that is involved in sedation. Therefore, drugs that act as GABA agonists have been used to facilitate sleep. These include the traditional benzodiazepines, such as clonazepam, lorazepam, temazepam, and triazolam, as well as the newer nonbenzodiazepines, including zolpidem, eszopiclone, and zaleplon. These nonbenzodiazepines, often referred to as z-drugs because of their names, also act as GABA agonists but are structurally different from ben- zodiazepines. Both benzodiazepines and z-drugs can decrease sleep onset latency (SOL) and increase total sleep time (TST) with moderate to large effect sizes. A meta-analysis on benzodiazepines found that with only 1 to 7 days of use, TST increased by about 62 minutes, and sleep onset was reduced by about 4 minutes when measured objectively (Holbrook, Crowther, Lotter, Cheng, & King, 2000). Another meta-analysis exam- ining both benzodiazepines and two z-drugs (zolpidem and zopiclone) found that these drugs increased TST about 40 minutes and decreased sleep latency by about 14 minutes (Smith et al., 2002). A large-scale study comparing eszopiclone to placebo found an increase of 70 minutes in TST and a reduction of 42 minutes on sleep onset for patients using eszopi- clone for 1 week (Krystal et al., 2003). These findings indicate that both benzodiazepines and z-drugs are effective at increasing TST and reducing
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Common Pharmacological Treatments for Insomnia (Hypnotic Medications)

Generic name	Trade name	Class	Mechanism of action	Duration of action

Flurazepam	Dalmane	Benzodiazepine	GABAA agonist	Long Clonazepam	Klonopin	Benzodiazepine	GABAA agonist	Long Quazepam	Doral	Benzodiazepine	GABAA agonist	Long Diazepam	Valium	Benzodiazepine	GABAA agonist	Long Estazolam	ProSom	Benzodiazepine	GABAA agonist	Intermediate Lorazepam	Ativan	Benzodiazepine	GABAA agonist	Intermediate Alprazolam	Xanax	Benzodiazepine	GABAA agonist	Intermediate Temazepam	Restoril	Benzodiazepine	GABAA agonist	Intermediate Triazolam     Halcion   Benzodiazepine    GABAA agonist   Short Zolpidem      Ambien   Non-benzodiazepine  GABAA agonist   Short Zaleplon      Sonata   Non-benzodiazepine  GABAA agonist   Short Eszopiclone    Lunesta   Non-benzodiazepine  GABAA agonist   Short Diphenhydramine  Benadryl  Antihistamine     H1 antagonist    Short

Ramelteon	Rozerem	Melatonin agonist	MT1 and MT2
agonist Suvorexant	Belsomra	Orexin antagonist	OX1 and OX2
antagonist
Note. GABA = gamma-aminobutyric acid; H = histamine; MT = melatonin; OX = orexin.

Short

Short




SOL. Furthermore, these effects occur relatively quickly, within the first week of use.
When evaluating the benefits of these sleep medications, their side effects need to be considered. One of the drawbacks of using benzodi- azepines and z-drugs is residual drowsiness or grogginess in the morn- ing. As a result, some patients have difficulty getting out of bed or have impaired cognitive or motor skills in the morning. This is more promi- nent in longer acting benzodiazepines, such as flurazepam and clonaz- epam, and less common in short-acting benzodiazepines and z-drugs. Also, taking medication in the middle of the night or not spending suf- 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 motor vehicles. These issues have raised concerns about the widespread use of these medications for sleep.
A second class of drugs that are used as hypnotics are melatonin agonists. Melatonin is a hormone that is released by the pineal gland and

regulates the timing of the circadian clock (Process C). Given that an etiological factor for some individuals with insomnia is dysregulation of the circadian rhythm, melatonin agonists help to align the body’s inter- 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.
The most recent class of medications to receive approval as a hyp- notic is the orexin antagonist. Orexin, also called hypocretin, is a neuro- transmitter that is involved in the regulation of arousal, wakefulness, and appetite. In the context of sleep disorders, orexin deficiency has been implicated in the etiology of narcolepsy (Nishino, Ripley, Overeem, Lammers, & Mignot, 2000), where a failure to maintain wakefulness or cortical arousal leads to excessive daytime sleepiness and sleep attacks. An orexin antagonist called suvorexant was developed that blocks the action of orexin and causes sleepiness. A double-blind, clinical trial test- ing suvorexant on people with insomnia found that suvorexant decreased SOL and improved sleep efficiency (Herring et al., 2012). In August 2014, suvorexant was approved by the u.S. Food and drug Administration (FdA) for the treatment of insomnia. Because it has been approved only recently, there are no long-term data available or any comparative stud- ies with other benzodiazepines, z-drugs, or melatonin agonists.
In addition to these hypnotic medications, several medications clas- sified as antidepressants or antipsychotics have been used as an off-label treatment for insomnia. Common antidepressants used for insomnia include amitriptyline, doxepin, trazodone, and mirtazapine. Although these drugs are frequently prescribed by psychiatrists, the evidence base 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, there is little specific evidence on this use of antipsychotics. Beyond these prescription medications, there are nonprescription drugs and substances that are used as self-medication for insomnia. Patients often use these as a first step before seeking professional evalua- tion, or they use them in combination with a prescribed medication. OTC medications 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 a side effect. However, there is little evidence to support efficacy or to docu- ment adverse events when it is used to treat insomnia. Alcohol is another

substance that is commonly used informally by patients to help promote sleep. Although alcohol can have sedating effects, it has very disruptive effects on sleep architecture. Specifically, alcohol is a potent suppressor of REM (rapid eye movement) sleep and to a lesser extent can suppress slow 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 provided guidelines on the use of pharmacological treatments for insomnia (Schutte-Rodin, Broch, Buysse, dorsey, & Sateia, 2008). The choice of medication should be directed by clinical indications and patient-centered considerations (e.g., patient preferences, goals, costs). Regarding the order of treatment, the recommended first-line treatment is a short- to intermediate-acting benzodiazepine, z-drug, or ramelteon. Subsequently, sedating antidepressants should be considered, followed by a combina- tion of the first-line treatment with an antidepressant. Notably, the AASM recommended short-term hypnotic treatments for most patients, with long-term use reserved for people with chronic comorbid illnesses, severe insomnia, or for patients who do not respond to other treatments (i.e., refractory insomnia). drug dependence and drug tolerance are potential factors that raise concerns about the long-term use of sleep medications. In the case of insomnia, psychological dependence occurs when use of the drug continues because of a belief that the medication is needed to sleep. It is very common for people with insomnia to experience a phe- nomenon known as rebound insomnia, which is a brief worsening of sleep on 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 insomnia are reinforced to believe that they need the medication to sleep. drug tolerance occurs when there is a diminished response to the drug after repeated exposure. In the context of insomnia, tolerance might lead to dose escalation at the beginning of the night or taking additional doses in the middle of the night. The latter situation not only increases the dose but also raises concerns about next-day functioning. Both of these situ- ations could increase the risk of experiencing side effects and should be
avoided.
In general, FdA-approved medications for insomnia can be effective for reducing nocturnal symptoms, and these effects are seen within the first days of use. However, these benefits need to be weighed against the potential risks of side effects, drug dependency, and drug tolerance. Much like the other treatments, sleep medication is a viable tool that can be helpful for many patients, especially those experiencing transient or acute insomnia. However, long-term use of sleep medication should be carefully managed by an experienced physician, and consideration

should be given to a nonpharmacological approach either as an adjunct or an eventual substitute for sleep medication.


Nonpharmacological Treatments for Insomnia

Nonpharmacological treatments for insomnia have largely been developed by merging the findings on sleep physiology in basic sleep science with behavioral and cognitive theories in applied psychological science. Over the past 4 decades, these treatments have evolved from single-modality treatments to multicomponent ones in a manner that parallels the evolu- tion of cognitive behavior therapy at a broad level. Behavioral treatments 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 the sympathetic nervous system. Bootzin (1972), one of the most influ- ential psychologists who studied sleep and insomnia, applied the concepts 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 reestablish the bed as a place for sleep, individuals with insomnia are provided with a set of instructions, called stimulus control, advising them to leave the bed when they are unable to sleep and to go to bed (or return to bed in the middle of the night) only when sleepy. In addition, the individual is asked to avoid doing other waking activities in bed (e.g., no television, no read- ing) and to wake up at the same time each morning, regardless of the amount of sleep. Over time, these instructions result in strengthening the bed as a stimulus for sleep, thus creating a greater likelihood of reducing arousal, falling asleep, and staying asleep. Spielman, Saskin, and Thorpy (1987) developed sleep restriction therapy, a behavioral treatment restricting time 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, time in bed is limited to a fixed 6-hour window. Gradually, time in bed is systematically expanded as the patient experiences less total wake time and higher sleep efficiency, an index of the percentage of time asleep divided by the time in bed. Another influential set of instructions known as sleep hygiene was introduced by Hauri (1977). Sleep hygiene consisted of

instructions for modifying behaviors and activities related to sleep, such as not exercising late at night, avoiding caffeine and alcohol close to bedtime, and avoiding naps during the daytime. These instructions were informed by research on environmental and behavioral factors that were found to have a negative impact on sleep.
unfortunately, the term sleep hygiene has taken on a more gener- alized meaning and is often misused. Instead of the initial instructions that Hauri recommended, many people now use the term sleep hygiene to refer to a broad range of behavioral recommendations, including ele- 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 term sleep hygiene and recognition that it 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), which com- bined the single-modality behavioral treatments with cognitive therapy 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) Cognitive Therapy of Depression to target these maladaptive sleep-related cognitions. These techniques focused on catastrophizing and 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 the hypothesis. This unveils a range of probability rather than defini- tive outcomes. Cognitive techniques, such as this one, are then com- bined with stimulus control, sleep restriction, and sleep hygiene into an 8-week therapy that is known today as CBT-I. An important advantage 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 for a summary of nonpharmacological treatments.
There is a substantial evidence base to support the efficacy of behavioral treatment packages, including CBT-I and multicomponent behavior thera- pies without cognitive therapy. Randomized clinical trials have reported moderate to large effect sizes on sleep parameters, with about 26% to 43% of patients achieving full remission from insomnia when categorically
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Nonpharmacological Treatments for Insomnia

Treatment	Description

Relaxation training	Relaxation exercises to reduce physiological and cognitive arousal Stimulus control	Set of instructions for bedroom-related behaviors designed to
reestablish the bed as a stimulus for sleep
Sleep restriction	Sleep schedule used to reduce time in bed to increase homeo-
static sleep drive, thereby improving sleep efficiency
Sleep hygiene	Set of instructions to eliminate habits that are counterproductive
for sleep
Cognitive therapy	Therapeutic techniques to address maladaptive thoughts and
beliefs that interfere with sleep and daytime functioning

Multicomponent behavior therapy

Cognitive behavior therapy for insomnia (CBT-I)

Treatment package consisting of stimulus control and sleep restriction (core) with the option of relaxation training and sleep hygiene—cognitive therapy is not included
Treatment package consisting of stimulus control, sleep restric- tion, and cognitive therapy (core), with the option of relaxation training and sleep hygiene





defined criteria are applied (Buysse et al., 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-I appears to have more durable effects (Morin et al., 1999). Meta-analyses and reviews have found that about 70% 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- component behavior therapy without cognitive therapy as the first-line nonpharmacological treatment of choice (Morgenthaler et al., 2006; Schutte-Rodin et al., 2008).
As with other forms of psychotherapy, there are few known side effects of these behavioral treatment packages. One potential side effect is daytime sleepiness, which is most commonly associated with sleep restric- tion therapy (Kyle, Morgan, Spiegelhalder, & Espie, 2011). Given that sleep restriction involves reducing time in bed, some sleep deprivation might occur that could exacerbate daytime sleepiness. Compared with medications, the benefits of CBT-I are slower to emerge. Whereas medica- tions tend to be effective within 1 week, the full benefits of CBT-I do not emerge until 4 to 8 weeks after initiation of treatment. As a psychologi- cal treatment, it requires time and effort to attend clinic visits and also to implement the treatment recommendations at home in between treat-

ment sessions. Some patients are not able to devote sufficient time and energy to this process and, thus, are not able to achieve the full benefits of this treatment approach. Finally, an important limitation is the number of qualified practitioners to deliver CBT-I. There are currently about 250 practitioners who are board certified in behavioral sleep medicine. Patients who live in rural areas or more remote locations often do not have access to a practitioner who has training in delivering CBT-I; therefore, given the prevalence of insomnia, the supply is not meeting the demand.
In the early 21st century, behavioral sleep medicine (BSM) emerged as a distinct specialty within psychology and behavioral medicine. Involving psychologists, physicians, and nurses, this multidisciplinary area was organized to help improve the delivery of behavioral services, promote behavioral and psychological research related to sleep, and to regulate the training of BSM practitioners. In 2010, the Society of Behavioral Sleep Medicine (SBSM) was formed following the Ponte Vedra consensus conference (d. J. Taylor, Perlis, McCrae, & Smith, 2010). Since that time, the SBSM has been working to further establish and validate the role of psychologists in sleep. In 2013, the American Psychological Association approved sleep psychology as a formal specialty, and further efforts are underway by the SBSM to apply for a specialty examination with the American Board of Professional Psychology.


Complementary, Alternative, and Integrative Medicine

Many people use complementary and alternative medicine (CAM), also known as integrative medicine, for insomnia. In the case of insomnia, these treatments might be an alternative to the traditional treatments or 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). In 2007, 45% of adults with insom- nia symptoms were using CAM annually (Bertisch, Wells, Smith, & McCarthy, 2012). See Table 2.3 for a summary of complementary, alter- native, and integrative medicine approaches to insomnia.
use of natural products for sleep is high, particularly for young women with a high level of education (Pearson et al., 2006). The most common natural products used for insomnia are chamomile, valerian, St. John’s wort, and kava kava. Although there is a general perception
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)
Complementary, Alternative, and Integrative Treatments for Insomnia

Class	Treatment/technique	Comment

Natural products	Chamomile
Valerian
St. John’s wort Kava kava

Herbal remedies or natural products that can be purchased over the counter; limited evidence of efficacy and some safety concerns

Body-based interventions

Mind–body interventions

Acupuncture Massage

Meditation Yoga
Tai chi

Evidence for acupuncture is unclear because of poor quality of studies. No randomized con- trolled studies on massage.
Approaches that are aimed at self-regulating the mind and body; evidence is promising for insomnia





that use of natural products reflects a healthy lifestyle, research has yielded very little evidence to support the health benefits of natural products in the case of insomnia, and there are some indications of 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-based therapies focus on bodily systems and involve structural manipulation of specific points, such as bones, joints, soft tissue, or circu- lation. Acupuncture and massage are the two most common body-based therapies that are used to treat insomnia. Several systematic reviews on acupuncture for insomnia have been conducted and concluded that acu- puncture with manual needle stimulation based in traditional Chinese medicine was significantly more effective than sleep hygiene treatment and sham acupuncture and of equivalent or superior efficacy to benzo- diazepines (Huang, Kutner, & Bliwise, 2009; yeung, Chung, Zhang, yap, & Law, 2009). However, these studies were deemed to have considerable issues related to bias and were of low quality. Therefore, acupuncture for insomnia is a somewhat promising treatment option, but no clear conclusion regarding efficacy or safety can be drawn as of yet. No ran- domized controlled trials have as yet examined the effects of massage on insomnia.
Mind–body interventions use techniques or approaches that are aimed at self-regulating the mind and body, typically to reduce stress-related symptoms. Many of the principles or techniques are based in Eastern tradi- tions of healing, designed to promote a sense of calmness in the mind and body. These interventions are typically delivered in small groups led by a teacher who guides participants through activities. yoga is one such activ- ity that includes a series of postures and breathing regulation. Studies

have shown that engagement in certain yoga practices can improve symptoms of insomnia, including increased TST, decreased total wake time in bed, and improvements in sleep quality (Khalsa, 2004). Tai chi is a form of Chinese martial arts involving a sequence of slow movements designed to enhance self-regulation of the mind and body. Tai chi appears to be particularly suitable for older adults, with evidence that tai chi was rated as superior by a health-education comparison group on self- reported sleep quality (Irwin, Olmstead, & Motivala, 2008). A compara- tive efficacy study found that tai chi was associated with improvements in sleep quality, fatigue, and depressive symptoms, but not remission of insomnia when compared with CBT-I (Irwin et al., 2014).
Perhaps the most promising mind–body intervention for insomnia is meditation. Meditation is a self-regulation practice that involves introspec- tion and contemplation about a concept or mantra, usually to bring about a 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 mental and 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.
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T
)his chapter provides an overview of mindfulness meditation and the principles of mindfulness that serve as the founda- tion for the mindfulness-based therapy for insomnia (MBTI) program. The goal is to provide MBTI instructors with a historical and philosophical background for understand- 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 mindfulness meditation, followed by an explanation of how 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. Distinctions between the concept of mindfulness, medita- tion, and cognitive therapies are made to orient the reader to the similarities and differences between mindfulness-based therapies (MBTs), traditional cognitive behavior therapies (CBTs), and other types of third wave behavior therapies. A brief overview of the evidence of MBTs used for other
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health conditions (e.g., depression, eating disorders) is given to provide a broader context for how mindfulness meditation has been used to improve health in other areas.


What Is Mindfulness Meditation?

The concept of mindfulness is rooted in Buddhist philosophy, in which the term mindfulness means to “see with discernment” or to see the pres- ent moment clearly without judgment. Translations of the Buddhist term for mindfulness also encompass elements of awareness, circum- spection, and self-compassion. It is important to note that the intention of being mindful is to cultivate awareness of the present moment that is not attached to a particular reason or outcome. Kabat-Zinn (1990) described mindfulness as paying attention in a specific way to distinguish this from situations in which paying attention is used to achieve a pur- pose or to analyze a situation. For the purposes of this book, mindfulness is broadly defined as an intentional act of present-moment awareness without attachment to outcomes.
There are several principles, or qualities, that are embodied during a state of mindfulness (Kabat-Zinn, 1990). These principles include non- judging, patience, nonstriving, letting go, acceptance, beginner’s mind, and trust. Nonjudging refers to awareness without a preference; that is, without making judgments about thoughts as “good and bad” or “right and wrong.” Being mindful is to be present with one’s thoughts as they arise without attempting to focus on the “good” or avoid the “bad.” Patience and nonstriving are important principles because mindfulness is an act that cannot be forced or hurried. similarly, mindfulness embod- ies letting go, or allowing things to be as they are in nature. The principle of acceptance is 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 mind refers to approaching each moment with a clear perspective that is not clouded by past experiences. Finally, trust involves recognizing the importance of the self and having compassion for the self. These principles are the core of adopting a mindful approach to each moment. In Chapter 5, I discuss these principles in greater detail and explain how each can be 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- ing his or her mind on a particular mental or physical activity. The activity might be a mantra, a prayer, clearing the mind, or focusing on

breathing. This purpose of meditation might be of a religious nature or a process of transformation. Certainly, all of these could be considered forms of meditation, and indeed there are many different ways to medi- tate. In the context of mindfulness, meditation is seen as an activity that embodies attention, awareness, and compassion. As defined ear- lier, the attention and awareness are directed at the present moment. Compassion is cultivated by approaching the present moment with curiosity, kindness, and gentleness. This can be directed toward oneself as an act of self-compassion or toward others in the form of empathy and connection. As with most things, this takes practice. So mindful- ness meditation can be defined as the practice of mindfulness awareness, compassion, and nonattachment to outcomes.
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 not about positive thinking. Recall that nonjudging is a key principle of mindful- 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. Mindfulness is also not about trying to go into a trance or clearing the mind of all thoughts. The qualities of mindfulness are quite the opposite—they are about inviting all that is present to simply 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. For example, transcendental meditation emphasizes the practice of concentrating attention on an object or word until the distinction between the subject (meditator) and object are one point in the mind. In contrast, mindfulness meditation emphasizes the insight gained from 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 ONE PRACTICE MINDFULNESS MEDITATION?
From the Buddhist tradition, the answer to this question is rooted in the basic Buddhist tenet that life is suffering and all beings suffer. Accord- ingly, the cause of the suffering is one’s attachment to outcomes. In other words, the desire or craving to achieve a certain outcome is the root of

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 the desire to have the job creates stress, anxiety, and possibly depressed mood if we do not get it.
The practice of mindfulness meditation offers a way to relieve this suffering. By practicing mindfulness meditation, we draw our attention to the present-moment experience and allow ourselves to be patient, nonstriving, and accepting of outcomes (i.e., we get the job or we do not). All of these qualities allow us to let go of the attachment to the desired out- come. Long-term practice of mindfulness meditation allows us to become aware of the impermanence in nature—all things change. Awareness of this concept helps us understand that both internal and external states are dynamic and not fixed, and thus thoughts are not facts about the world but simply thoughts about our perception the world. Thus, the cause of 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- tice of mindfulness meditation allows the mind to shift to a place where it does not have to suffer. This shift is seen as an act of self-compassion because we are allowing ourselves to release from the distress.

DOES MINDFULNESS MEDITATION TAKE SPECIALIZED TRAINING?
Earlier, I noted that the most common image of meditation is sitting quietly in a lotus position in a state of contemplation. Whereas this might be one form of mindfulness meditation practice, there are many ways to practice mindfulness. In addition to sitting meditations, it is possible to practice mindfulness meditation by lying down and mentally scanning different parts of the body to develop awareness of various thoughts and physical sensations. It is also possible to bring mindful awareness to movement through a walking meditation. Үoga and tai chi can also be forms of mindfulness meditation. Furthermore, it is possible to extend the practice of mindfulness to everyday living—riding a bike, working out, or even interacting with others. These can be considered informal meditations because they bring the principles of mindfulness to common activities of daily living as opposed to a designated time set aside for a formal meditation. Most important, mindfulness meditation

does not have to be an esoteric activity reserved for Buddhist monks or for those who can afford to spend months in Tibet. The practice of mind- 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 of meditation to a particular situation or condition.
Indeed, meditation practice is the central “ingredient” in mindfulness- based programs. The practice of meditation provides an opportunity to cultivate the principles of mindfulness and such practice allows for a deeper sense of self-compassion and well-being. Therefore, it is impor- tant to develop and maintain a consistent meditation practice to cultivate the mindfulness principles. This applies to those participating in an MBTI program as well as MBTI instructors. Later, I discuss some of the issues related to MBTI instructors having a personal meditation practice.


The Rise of Mindfulness-Based Therapies in Western Cultures

Although mindfulness meditation has its origins in Eastern philosophy, it is now being taught in Western cultures through programs known as mindfulness-based therapies (MBTs). The original MBT was developed by Jon Kabat-Zinn, who is trained professionally as a microbiologist but also received personal training in Buddhist meditation. Kabat-Zinn (1990) developed a program known as mindfulness-based stress reduction (MBSR), an 8-week program that teaches participants how to begin and maintain a personal mindfulness meditation practice to help relieve stress and suffering related to medical conditions. The program was designed as a psychoeducation class and delivered in a group format. Over the years, Kabat-Zinn and colleagues have conducted several studies on MSBR that demonstrated 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), high blood 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).
The success of MBSR led to the adaptation of MBTs for more spe- cific health conditions. Mindfulness-based cognitive therapy (MBCT) was developed by Segal, Williams, and Teasdale (2002) as a program to prevent the relapse of depression among individuals with recurrent major depressive disorder. In their first randomized controlled trial, Segal and his colleagues found that MBCT was more effective than standard phar-

macological treatment at reducing the risk of a relapse or recurrence of having a major depressive episode over a 60-week period for individu- als with three or more previous episodes of depression. In a second study, Segal et al. (2010) found that MBCT was comparable to a phar- macological maintenance therapy in reducing relapse of depression over an 18-month period following remission after acute treatment for depression. Relative to a placebo pill, MBCT reduced the risk of relapse by 74%, whereas pharmacotherapy reduced the risk of relapse by 76%. Another MBT, mindfulness-based eating awareness therapy, is a program designed to help individuals with eating disorders and weight management (Kristeller & hallett, 1999). There is also a mindfulness- based program for preventing relapse in alcohol and substance use (Witkiewitz, Marlatt, & Walker, 2005). Other forms of MBT have been used to reduce psychological symptoms and improve quality of life in several chronic diseases, including cancer (Carlson et al., 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 (van Son et al., 2013), and irritable bowel syndrome (Zernicke et al., 2013). All of these MBTs draw from the Buddhist lineage of mindfulness principles and teach meditation as a central component of the program. Recent data indicate that over 500 clinics worldwide now offer MBSR (Cullen, 2011), and a systematic review found 477 academic journal articles published on MBTs in 2013 (Black, 2014).
Given the large body of evidence now available for MBTs, several reviews and meta-analyses on treatment effectiveness have revealed a positive benefits-to-risk profile. hofmann, Sawyer, Witt, and Oh (2010) found medium pre-to-post effect sizes on anxiety (hedge’s g  0.63) and depression (hedge’s g  0.59) overall, with larger effect sizes among clinical populations (hedge’s g  0.97 for anxiety, 0.95 for depression). Khoury et al. (2013) examined effect sizes across different study designs and populations, revealing moderate effect sizes for MBTs in pre–post designs (hedge’s g  0.55), MBTs compared with wait-list controls (hedge’s g  0.53), and MBTs compared with psychoeducation controls (hedge’s g  0.61). Smaller effects were found when MBTs were com- pared with supportive therapies (g  0.37), imagery techniques (g  0.27) and relaxation techniques (g  0.19). No significant differences were found when MBTs were compared with behavior therapies (g  0.07) or pharmacotherapy (g  0.13). Finally, a recent meta-analysis on medi- tation programs supported by the Agency for healthcare Research and Quality (Goyal et al., 2014) found that MBTs have moderate evidence for improving anxiety (d  0.38) and depression (d  0.30) at post- treatment and at 3- to 6-month follow-up (d  0.22 for anxiety, d  0.23 for depression). It is important to note that these effect sizes are comparable

to effect sizes found for antidepressant medication (d  0.11–0.17), but MBTs have fewer reported side effects (Goyal et al., 2014). Collectively, these data indicate that MBTs are viable programs for improving health.


Are Mindfulness-Based Therapies a Form of Psychotherapy or Alternative Medicine?

In reviewing the literature on the benefits of MBTs, most studies have focused on outcomes in mental health and well-being. As noted earlier, MBSR was originally developed as a psychoeducational class, not as a 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, or both. As other MBTs began to emerge, many of these adapta- tions were developed for specific populations, such as those with a his- tory of depression or those with eating disorders. The movement toward clinical populations thus raises the question of whether or not MBTs are 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) and anxiety (Barlow, 2004). For example, rumination and negative thoughts about the self or the outside world are the core cognitive features of depression. In the case of anxiety, worries about the future or specific situations are difficult to control, leading to 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.
Mindfulness principles bring similar attention to working with thoughts that can create a state of depression or anxiety. Rather than focusing on the content of the thoughts, the act of being mindful brings attention to one’s relationship with the thoughts. Rather than judging the thoughts as good or bad, as rationale or irrational, the mindful approach is to simply acknowledge that the thoughts are present and to determine whether one might be able to decenter, reperceive, or relate differently to these thoughts rather than changing the thoughts themselves.

Another distinction between MBTs and psychotherapy involves the content of treatment. The techniques taught in both MBTs and 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, expressive writing, or emotional disclosure. These techniques can be similar or even considered mindful acts because they also involve changes at the cogni- tive level.
The contrast between MBT and CBT techniques begins with medi- tation. MBT is grounded in meditation, which serves as the core for practicing and embodying mindfulness principles. In CBT, there are often homework and specific tasks to practice that reinforce the lessons taught in session, but no specific focus on meditation. Second, both MBT and CBT involve techniques aimed at reducing emotional distress, 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 than cogni- tions. In contrast, traditional CBT, attempts to identify the maladaptive thought and to correct it through Socratic questioning. This involves challenging thoughts through a series of questions (e.g., Is this thought realistic? Is there evidence for it?), which usually involves making judg- 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 and stay present with whatever thoughts or body sensations arise in the 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, PMR has a particular goal, whereas the body scan meditation does not. A third difference can be seen in the overall approach to deliv- ery of information. As a family of treatments, CBT tends to be didactic and outcome-oriented with various techniques used to track progress (e.g., events log) and evaluate outcomes with the goal of reducing spe- cific symptoms or behaviors. In contrast, MBTs tend to be experiential 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, treatment is provided by a trained mental health expert, typically
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TABLE
 
3.1 
)
Comparison of Mindfulness-Based Therapies (MBTs) and Cognitive Behavior Therapies (CBTs)

Elements of treatment	MBT	CBT

Treatment targets	Shift relationship with thoughts
and feelings (target 
metacognitions)

Identify and challenge thoughts and/or behaviors that are maladaptive (target  cognitions/behaviors)

Intention of treatment activities

Cultivate awareness and stay present with whatever thoughts or body sensations arise in the moment (e.g., body scan)

Intent is to produce mental and physical relaxation (e.g., progressive muscle relaxation)

Treatment delivery	Experiential, process-oriented	Didactic, outcome-oriented



a psychologist, psychiatrist, clinical social worker, or psychiatric nurse. 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- ers could be a psychologist, nurse, social worker, or physician, but one 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, whereas the status of MBTI is unclear. The issue of who is qualified to deliver MBTI and who should have access to MBTI is complex, and this controversy is discussed further in Chapter 10.
In conclusion, there are both similarities and differences between MBT and CBT in concepts, techniques, and providers of treatment. 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. Some elements of MBT overlap with CBT, but I believe that MBT is distinct from CBT in certain conceptual approaches and treatment techniques. Some also see MBT as a progression in the lineage of behav- ior therapy, to CBT, and now rising as part of the third wave thera- pies, which include acceptance and commitment therapy, dialectical behavior therapy, and other metacognitive therapies. Although I have summarized the major points, the reader is directed to comments in the 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. Integrative medicine is defined as an approach to medicine that “reaffirms the importance of the relationship between practitioner and patient, focuses on the whole person, is informed by evidence, and makes use of all appropriate therapeutic approaches,

health-care professionals and disciplines to achieve optimal health and healing” (Consortium of Academic health Centers for Integrative Medicine, 2015). MBT fits this definition, as it avoids the distinction of “traditional medicine” versus “alternative medicine” and embodies a more inclusive definition that fits with the principles of mindfulness. Because most MBTs teach mindfulness meditation training along with some concepts that are usually derived from more modern theories from health psychology or medicine, the combination of these approaches would seem to fit the definition of integrative medicine. Notably, in January 2015, the National Institutes of health changed the name for the National Center for Complementary and Alternative Medicine to the National Center for Complementary and Integrative health, which has sponsored much of the research on mindfulness meditation and health.
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T
)his chapter brings together the concepts described in Part I to explain the theory and concepts behind mindfulness- based therapy for insomnia (MBTI). The reader may wish to 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.


Theoretical Foundations of MBTI

PRINCIPLES AND PRACTICES FROM BEHAVIORAL SLEEP MEDICINE
Because MBTI was developed as a treatment for insomnia disorders, clinicians who wish to deliver MBTI should be familiar with several key theoretical models and concepts
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about sleep and insomnia. As mentioned in Chapter 1, these concepts relate to the distinction between acute sleep disturbance and chronic insomnia disorders that develop over several months. Recall that the triggers of acute sleep disturbance usually involve dysregulation in the systems that regulate sleep, stress, or both. The transformation of acute 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. The application of these concepts and models to mindfulness principles is reviewed in the following paragraphs.

Connecting the Two-Process Model of Sleep Regulation With Mindfulness Principles
The two-process model of sleep regulation (Borbély, 1982; Borbély & Achermann, 1999) was introduced in Chapter 1 and serves as the pre- dominant model for understanding human sleep–wake regulation. This model of sleep regulation provides a foundation for understanding how 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- ing to make sleep happen is often counterproductive and can inter- fere with the systems in the brain. This concept is similar to breathing because the brain can regulate the depth and rate of breathing based on 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 understand the basic concepts of Process S and Process C so that these can be explained in a way that patients can understand. Knowing that the brain is capable of regulating sleep on its own can also aid in reduc- ing anxiety about sleep.
For explaining Process S to a patient, I often use the analogy to an
appetite for food. I start by asking the patient the last time he or she ate a meal and use that as a guide for explaining how (under normal circumstances) with each amount of time that passes without food, the patient’s appetite for food (i.e., hunger) will increase. In fact, going a period of time without food is the only behavioral way to increase the physical state of hunger. I then use this analogy to explain how we have an “appetite for sleep” (i.e., Process S), such that (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 for eating a whole meal of food. Therefore, a key concept to convey to 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 behaviors that actually increase the likelihood of sleep disturbance. In MBTI, this behavior is seen as “avoiding wakefulness” because spending more time in bed becomes a means to escape or avoid being awake.
If Process S were the only mechanism that controlled sleep and wake, then the sleep period would only depend on the amount of wake- fulness and it would not matter what time of day the sleep and wake periods occurred. However, humans sleep better at night, when it is dark, than during the day, when it is light. Recall that Process C regu- lates the timing of the sleep period, promoting sleep at night and activ- ity during the day. There are two points of emphasis that are related 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 people think that the bedtime is the key, but the intrinsic timekeeper in 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 because it disrupts Process C, making it more difficult to achieve regular sleep on future nights. The second point of emphasis is that melatonin is released about 1 to 2 hours before the regular bedtime, but this requires relatively dim light conditions. Recall from Chapter 1 that the release of melatonin signals the brain to turn off the wake-promoting systems and prepare for sleep. As a result, exposure to bright light can suppress melatonin release and cause the brain to continue in waking mode. Therefore, paying attention to the timing of our behaviors and estab- lishing regular routines in the morning and evening can help Process C function optimally.
In summarizing how these two sleep–wake processes work, it is helpful to connect some of the mindfulness principles with sleep regula- tion. Even if sleep disruption occurs on any given night, MBTI instructors should encourage patients to trust in the brain’s ability to self-regulate,

have patience in allowing sleep to happen on its own, and avoid striving to fix the acute sleep disturbance. The essential message to communi- cate is that the brain is capable of regulating sleep if we do not interfere with it. It also reinforces the notion that resolving an insomnia disorder is a workable problem, but whether acute sleep disturbance will occur on any given night is not always controllable. This shifts the attention away from the attachment to seek solutions for immediate gains and to focus instead on regulation of sleep and daytime function across nights. Specific activities for delivering this message are discussed in the follow- ing chapters.
Connecting Models of Chronic Insomnia With Mindfulness Principles
understanding the move from acute sleep disturbance to chronic insom- nia brings with it the need to understand the development and mainte- nance of insomnia disorders. In Chapter 1, several influential models of chronic insomnia (Espie, 2002; Harvey, 2002; Morin, 1993; Perlis, Giles, Mendelson, Bootzin, & Wyatt, 1997; Spielman, Caruso, & Glovinsky, 1987) were reviewed, and MBTI instructors should be familiar with how these models conceptualize insomnia disorders. One theme that is con- sistent across these models is how sleep effort (i.e., the effort to make sleep better) plays a role in the development and maintenance of insomnia over time. In the 3-P model (Spielman et al., 1987), sleep effort involves perpetuating factors such as staying in bed or taking frequent naps. In Espie’s (2002) psychobiological inhibition model, sleep effort involves 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 the value of sleep within an individual’s life. Whereas other treatments, such as cognitive behavior therapy for insomnia (CBT-I), address sleep effort through directly targeting cognitions or behaviors, MBTI addresses the problem indirectly by having participants observe and develop an awareness of the change in sleep effort and then allow the brain’s sleep regulation system to restore sleep without forcing it to happen. Most conceptual models also emphasize the role of hyperarousal as a key etiological factor in maintaining the sleep disturbance over time (Espie, 2002; Morin, 1993; Perlis et al., 1997; Spielman et al., 1987). MBTI works with the problem by using awareness to address reactive tendencies of people with insomnia, such as the desire to quickly fix the sleep problem, that tend to exacerbate sleep-related arousal. Rather than changing the thought (e.g., challenging maladaptive cognitions) or the behavior (e.g., using progressive muscle relaxation) directly, MBTI is aimed at shifting the relationship with the thought or the behavior.
MBTI also builds on the models that conceptualize insomnia as a 24-hour problem, such that the treatment includes tools to address day-

time dysfunction in addition to sleep-specific symptoms. One central theme in MBTI is the conceptualization of insomnia as not only a sleep problem but also a condition that encompasses many other domains. The territory of insomnia is a term used to highlight the range of domains that 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, thoughts and 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- cognitive aspects that can arise during the course of chronic insomnia. In Chapter 7, I explain how unveiling this wider “territory” can pro- vide a more comprehensive map to identify particular areas that might require attention.

PRINCIPLES AND PRACTICES FROM MINDFuLNESS MEDITATION AND THIRD WAVE BEHAVIOR THERAPIES
Concepts From Buddhist Philosophy
As a mindfulness-based therapy, MBTI is grounded in the principles of Buddhist philosophy and mindfulness meditation, which were presented in 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) and that this state involves the embodiment of seven principles: beginner’s mind, nonstriving, letting go, nonjudging, acceptance, trust, and patience. I discussed earlier how the principles of trust, patience, and nonstriving can be used to explain why most efforts to improve sleep are counterproductive and actually perpetuate the problem. The principle of beginner’s mind is important for avoiding the 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 arousal by cultivating awareness of the problem in a nonbiased manner and minimizing the tendency to be reactive problem solvers. Mindful- ness is also associated with the self-compassion that is cultivated when an individual practices mindfulness skills across numerous situations in daily living. The practice of mindfulness meditation involves observ- ing the mind’s contents with discernment. This involves training in the placement of attention while being fully present in each moment. Therefore, mindfulness is an inherent ability that lies within all human beings, but practice is required to access this ability. MBTI is designed to

help individuals who are willing to learn and practice these principles and skills.
Recall that impermanence is a central theme in Buddhism, such that all material things come and go, and the attachment to a desired outcome is the root cause of emotional distress. In the context of MBTI, sleepless- ness is viewed as a transient state and the attachment to sleeping better becomes the root cause of sleep-related distress in an insomnia disorder. This attachment leads to rigidity and a restricted range in one’s responses to sleep disturbance. In MBTI, mindful meditation practice is designed to enhance 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- nia disorder. Like other mindfulness-based therapies, MBTI is based on the idea that cultivating intentional awareness of the present moment, self-compassion, and nonattachment to outcomes can aid in alleviating mental and physical distress by accepting the present state and responding with intention and mindfulness rather than reacting automatically with mindlessness (Kabat-Zinn, 1990). Rather than changing the environment or source of stress, mindfulness meditation promotes changing the indi- vidual’s relationship with stress. In this way, there is a shift from an out- come-oriented approach (actions to relieve stress) to a process-oriented approach (observing that stress is present) that focuses on metacognitions.

Integration of Mindfulness Principles With Modern Psychology
Modern psychology has adopted many principles of mindfulness from Buddhism and reconceptualized them within existing frameworks that involve stress and the process of psychopathology. 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 insight to those prone to experiencing recurring depressive episodes. He and his colleagues introduced the term decentering, which is defined as the ability to “step outside” of one’s immediate experience, thereby changing the very nature of that experience (Segal, Williams, & Teasdale, 2002). Decentering involves a metacognitive shift in that the change is with the experience, not the thought itself. This important feature is one aspect that distinguishes Teasdale’s approach from other forms of cognitive therapy, such as Beck’s approach (Beck, Rush, Shaw, & Emery, 1979).
A similar model applied more broadly was proposed by Shapiro and colleagues, who called their model the IAA model, in which inten-

tion, attention, and attitude (IAA) are seen as interwoven processes that can lead to “reperceiving” experiences (Shapiro, Carlson, Astin, & Freedman, 2006). Another model examining the role of metacognitions in stress appraisal and coping was proposed by Garland, Gaylord, and Park (2009). Applying the concept of metacognitions to the Lazarus and 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, or initial, stress appraisal and that this facilitates reappraisal with a different perspective that can promote more positive attributes. This new mindful reappraisal is hypothesized to attenuate the stress reac- tion (e.g., activation of the hypothalamic–pituitary–adrenal axis) and to cultivate positive emotions rather than to suppress negative emotions. Therefore, mindfulness might potentiate the capacity for positive reap- praisal as an active coping strategy.
These models demonstrate how mindfulness principles can be inte- grated into modern psychological theories on cognitions and behaviors. Specifically, these models focus on the shift in mental processes rather than a direct change in the mental contents or behaviors. This shift in perspective (stance) enhances self-regulation and promotes an adaptive response (action), rather than maladaptive stress reactivity (reaction). Because these do not target the thoughts themselves, but rather the way one relates to these thoughts, they take on a broad, contextual approach to changing mental functioning.


METACOGNITIVE MODEL OF INSOMNIA
My colleagues Rachel Manber and Christi ulmer and I have developed a conceptual model of insomnia that builds on the concepts from behavioral sleep medicine (BSM) and mindfulness meditation that we call the meta- cognitive model of insomnia (Ong, ulmer, & Manber, 2012). In this model, we propose adding a layer of metacognition to the existing cognitive, behavioral, and physiological layers of insomnia that previous models have proposed (see Figure 4.1). We distinguish metacognitions from cogni- tions in that the former use two levels of sleep-related cognitive arousal and the latter use one—primary arousal. Primary arousal consists of the cognitive activity directly related to the inability to sleep. This includes the thoughts that interfere with sleep and the beliefs about daytime con- sequences of poor or insufficient sleep. Primary arousal includes mal- adaptive beliefs and attitudes about sleep (Morin, Stone, Trinkle, Mercer, & Remsberg, 1993) and sleep-interfering thoughts (Lundh & Broman, 2000). In addition to primary arousal, we propose another level, secondary arousal, which consists of how one relates to sleep-related thoughts. This includes the emotional valence one assigns to those thoughts, the degree of attachment one has to them, and the meaning or interpretation of
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those thoughts in relation to one’s values. Therefore, secondary arousal involves negative metacognitions that often arise from the attachment and desire to satisfy sleep needs and tends to amplify the negative emo- tional valence or create a bias in the attention to and perception of sleep- related thoughts at the primary level. For example, the thought “I need 8 hours of sleep to function well the next day” can create primary arousal when the individual is lying in bed unable to sleep. A rigid attachment to this thought and a refusal to consider or accept alternative beliefs can amplify the valence, or degree of negative affect, associated with the thought, thereby creating secondary arousal. The degree to which one accepts thoughts as facts determines the valence these thoughts gener- ate. Without the flexibility to allow competing thoughts to be considered (e.g., “I can find other ways to cope if I get less than 8 hours”), second-

ary arousal becomes a mechanism by which insomnia is perpetuated. The metacognitive model posits that both primary and secondary arousal should be seen as factors that promote and maintain the insomnia disor- der across the daytime and nighttime.
Metacognitive processes are implicit in other models of insomnia, including the loss of automaticity described by Espie (2002), the selec- tive attention given to sleep described by Harvey (2002), and the inter- pretive value of negative beliefs and attitudes about sleep discussed in Morin’s (1993) model. Our metacognitive model is similar to the sleep- interpreting process, reflecting an interpretation of the immediate expe- rience of thoughts and feelings about insomnia, proposed by Lundh and Broman (2000). However, these earlier models do not conceptualize metacognitive processes as distinct from other cognitive processes. We believe that the construct of metacognitions and secondary arousal pro- vides greater specificity that can inform the maintenance of chronic insomnia. Furthermore, the concept of metacognitions can also be used to identify targets of treatment.

APPLICATION OF THE METACOGNITIVE MODEL IN MBTI
The MBTI treatment model uses the metacognitive model of insomnia to conceptualize sleep-related cognitive hyperarousal and failure to deactivate as central processes in the development and maintenance of insomnia. using the concepts of primary and secondary arousal, the experience of insomnia is reconceptualized in the MBTI program as consisting of two levels of distress. First-order distress is about the actual impact of sleep loss, such as impairments in cognitive functioning or increased sleepiness. Second-order distress arises from the attachment and desire to satisfy sleep needs and tends to alter perception of sleep-related stress and amplify the first-order distress. Both first- and second-order distress are factors that promote and maintain the insomnia disorder. In MBTI, metacognitions are the primary targets for treatment by reducing sleep-related distress through second-order change.
The process of second-order change can be considered a metacog- nitive transformation or shift. Specifically, mindfulness meditation has the aim of increasing awareness of the mental and physical states that arise when experiencing insomnia symptoms and learning how to shift mental processes to promote an adaptive stance to one’s responses to these symptoms. This stance is characterized by balanced appraisals of 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 are important to the individual. This new stance is posited to reduce

arousal and prevent the perpetuation of negative emotions and behav- iors that fuel the cycle of chronic insomnia. The process of metacogni- tive transformation is described in the following paragraphs.

Metacognitive Awareness
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 their own maladaptive cognitive, emotional, and behavioral reactions to sleep disturbance. I often hear patients saying, “All I want to do is sleep!” Such a response reflects a very mindless state with a desperate attachment to the outcome of sleeping that results in past-oriented thinking (e.g., “What could I have done to make my sleep better?”) or future-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-term negative consequences of poor sleep with responses directed at avoiding such consequences. The negative emotions created by the strong attachment to sleeping can bias the interpretation of the situation. Several studies have found that people with insomnia tend to be poor estimators of the 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). Earlier classification systems even included a subtype of insomnia that was called sleep-state misperception and later called paradoxical insomnia to describe the sub- group of insomnia patients whose main feature is a marked discrepancy between the subjective perception of sleep (e.g., self-reported data) and the objective measurement of sleep (e.g., through an overnight evalua- tion in a sleep lab). Most important, many patients will say things such as, “I seem to have forgotten how to fall asleep,” meaning that they are no longer able to recognize the body’s signals of sleepiness. Instead, they decide when to go to bed based on rules (e.g., “I should go to bed before midnight”) or retire to bed to reduce mental and physical fatigue. Alto- gether, the poor awareness of their mental and physical state leads to increased effort to sleep, reactivity to sleep disturbance, and attachment to satisfying immediate sleep needs.
One of the first goals in MBTI is to establish a personal meditation practice. The reason for doing so is to cultivate mindfulness principles to develop greater awareness of the scope of the insomnia problem. By expanding awareness to include metacognitions, a patient with insomnia can begin to see how secondary arousal has contributed to their insom- nia problem and how the attachment to sleeping better has created second-order distress. The cultivation of mindfulness promotes meta- cognitive awareness by allowing one to see the problem of insomnia

with a clear lens that is not clouded by the desire and effort to sleep. 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 problem with mindless automatic reactions. The ability to cultivate metacognitive awareness then serves as the platform for taking intentional, mindful action as opposed to continuing in a state of automatic reactivity.

Metacognitive Shifting
After individuals develop metacognitive awareness, the practice of mind- fulness principles challenges them to step outside of their own view of the problem and gain distance by taking an objective perspective. By shifting to an objective perspective that is outside of the desire to sleep, one is able to separate the experience of not sleeping (primary arousal) from the emotional attachment of seeking sleep (secondary arousal). Metacognitive shifting involves changing the relationship with thoughts rather than the content of thoughts. Instead of judging how realistic a thought might be and whether it is worth keeping, achieving mind- ful awareness promotes a metacognitive shift toward a more objective, 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.
In MBTI, metacognitive shifting consists of dearousal at the second- ary level, which involves a shift in the relationship with sleep-related thoughts (i.e., the assigned degree of importance and the meaning or value of sleep) rather than directly changing the behaviors or thoughts associated with it, as is typically done in CBT-I. This shift can provide 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 source of sleep-related distress. This shift follows the insight gained from meta- 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.

New Metacognitive Stance
Metacognitive awareness and shifting leads to adoption of a new meta- cognitive stance. This new stance is characterized by balance, flexibility, equanimity, and a commitment to values that occur when the prin- ciples of mindfulness are embodied. Such a stance is an adaptive process
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Metacognitive Treatment Model for Insomnia

Elements of secondary arousal	Shift to adaptive stance	Reduction in secondary arousal

Attention and emotional bias toward sleep-seeking or sleep-aversive thoughts and behaviors
Rigidity in sleep-related behaviors and beliefs
Attachment to sleep-related needs and expectations

Balance	Allow the state of sleepiness to guide sleep-related behavior


Flexibility	Adjusting intentionally to changing conditions
Equanimity	Calmness stemming from non-striving and patience about sleep

Absorption in solving the sleep problem

Commitment to Values

Pursuit of valued living in the context of the range of thoughts and emotions



Note. From “Improving Sleep With Mindfulness and Acceptance: A Metacognitive Model of Insomnia,” by J. C. Ong, C. S. Ulmer, and R. Manber, 2012, Behaviour Research and Therapy, 50, p. 655. Copyright 2012 by Elsevier. Adapted with permission.


that takes considerable work. It is typically an iterative process, involv- ing frequent interactions among awareness, shifting, and adopting new stances. The key elements of an adaptive stance are summarized in Table 4.1 and described in more detail in the following paragraphs.

Balance
A balanced metacognitive stance involves managing the attraction and aversion to sleep. Many individuals with insomnia are “sleep seekers,” meaning they have an imbalance in thoughts and behaviors of wanting sleep, such as striving to go to sleep or “clinging” to the bed in hopes of getting more sleep. Having balance with respect to sleep-related thoughts and 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
People with insomnia tend to demonstrate rigidity in their beliefs about sleep and their behavioral routines associated with sleeping. For exam- ple, people with insomnia have firm beliefs about the amount of sleep they need and the consequences that will occur when they do not receive adequate sleep (Morin et al., 1993). For them, there exists a cause-and-

effect relationship that precludes any alternative outcomes. Behaviorally, people with insomnia often adopt specific routines or rituals that must be done to fall asleep. Harvey (2002) described these as safety behaviors, in the same way that people who suffer obsessive–compulsive disorder engage in safety behaviors as a means of coping with discomfort. An example 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.
In contrast, a flexible metacognitive stance is characterized by qual- ities related to openness to what is happening in the present moment, willingness to adopt a beginner’s mind, and acceptance of a wide range of cognitive and emotional phenomena. Approaching both the night- time and daytime with a beginner’s mind requires letting go of the con- tingencies that are based on expectations (e.g., the previous night’s sleep or 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
Equanimity refers to a metacognitive stance that embodies composure and emotional centeredness with respect to sleep and sleep-related stimuli. This quality reflects a sense of calmness even when sleep is not happening 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, report more negative emotional valence both in the daytime and the nighttime and more arousal at nighttime but not daytime (Ong, Cardé, Gross, & Manber, 2011). People with insomnia are also more likely to appraise stressful events as negative, despite a lack of significant differ- ences in the frequency of stressful events (Friedman, Brooks, Bliwise, yesavage, & Wicks, 1995; Morin, Rodrigue, & Ivers, 2003).
With equanimity, one adopts a stance that is nonstriving, com- posed, and patient and that facilitates improved emotion regulation in the face of insufficient sleep and fatigue. This stance can help to 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 from this perspective does not imply a lack of feelings or emotions, but rather it suggests creating a space between a stimulus and the reaction to the stimulus. For example, letting go of the need to sleep 8 hours per

night does not mean that one should no longer have thoughts about sleep needs. Rather, these thoughts shift toward how one feels at the present moment, and the recognition that thoughts about sleep are 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 to Values
Individuals experiencing chronic insomnia may lose sight of their values in life as their focus becomes more directed toward control of sleepless- ness. With increasing anxiety about sleep, concessions are made to their values in the service of symptom management. For example, an indi- vidual who values health may forgo the morning exercise routine to compensate for a poor night of sleep by sleeping in late the next morn- ing. In MBTI, increased awareness of nonsleep values can enhance willingness to enact behavioral recommendations for improving sleep, such as 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 point for developing value-congruent goals and for determining whether individual actions are consistent with values. As such, MBTI adopts a value-based approach that encourages people to commit to actions that are value-congruent, even following a poor night of sleep. In this way, they can see the “big picture” (i.e., making value-congruent decisions in their lives) despite the perception of “losing battles” (i.e., getting less than ideal sleep) on any particular night.


Preparation for MBTI


Delivering MBTI requires certain levels of preparation and training for cli- nicians to be most effective. Whereas the beginning of this chapter focused on the conceptual aspects of MBTI, this section discusses the practical aspects of preparing to be an MBTI instructor and delivering MBTI.

PERSONAL TRAINING FOR DELIVERING MBTI
Because MBTI is a new program, there are currently no specific guide- lines for the training to teach it. However, there are two qualifications that I feel are most important for clinicians who wish to deliver MBTI. 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 cognitive therapy (MBCT), and most other mindfulness-based therapies, and I believe that MBTI should follow suit. The reason for this requirement is that the principles of mindfulness are best learned through one’s own medita- tion practice. When instructors have a personal practice, they are more genuine in embodying these principles in their everyday lives and while teaching MBTI. Mindfulness principles are not a switch that can be turned on during MBTI and then turned off after the session has ended. Having a personal meditation practice helps instructors to keep mind- fulness principles alive in all aspects of their lives, not just while teach- 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. Readers who are new to mindfulness meditation might consider engag- ing in training opportunities such as meditation retreats or professional workshops on meditation. These are discussed further in Chapter 10.
Earlier, I described how my personal experiences led to the realiza-
tion of the importance of maintaining a personal practice. Segal, Williams, and Teasdale (2002) experienced a similar revelation when they were developing MBCT. They described how they initially believed that mind- fulness might best fit into cognitive therapy. However, after two visits to observe MBSR classes taught by Kabat-Zinn and Santorelli, they found that teaching mindfulness was quite different from the “therapy mode” of collaboratively fixing problems with patients that is typically found in cognitive behavior therapy. Instead of fixing problems, MBSR instruc- tors invited patients to take a more “allowing” or “welcoming” stance toward their problems and to observe what happened. The ways that MBSR instructors handled these issues were consistent with the practice of meditation, and thus the interactions between instructors and patients became another opportunity to embody and practice mindfulness prin- ciples. Hence, Segal, Williams, and Teasdale’s conception of mindfulness was quite different in their final MBCT program.
The second qualification for teaching MBTI is to have some back- ground or training in BSM. No specific board certification, program, or course is required. The information in this book can serve as a starting point, and additional courses, workshops, and/or continuing education activities in BSM can also be very useful (See Chapter 10 for resources). The rationale for this qualification is that a solid understanding of sleep 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 if we allow it to do so. This is important for the MBTI instructor to understand so that he or she can effectively communicate the process to patients.

Because MBTI is specifically designed to help people with insom- nia, instructors should have appropriate credentials for working with a clinical population. Ideally, this would include a degree from a master’s or doctoral-level training program and a professional license to deliver mental health or medical care. Some mindfulness-based programs, such as MBSR, are less restrictive and allow unlicensed providers to serve as instructors. As is discussed in Chapter 3, MBSR is positioned as a gen- eral psychoeducational program, whereas MBTI is a specialized program designed for a clinical condition. Therefore, psychologists who deliver MBTI should follow the American Psychological Association’s (2010) Ethical Principles of Psychologists and Code of Conduct, which establishes standards for clinical practice. Other professionals should follow their own professional code of ethics for competency in delivering clinical services. Competency is discussed further in Chapter 10.

MATERIALS AND RESOuRCES TO PREPARE FOR MBTI
In addition to the training background, MBTI instructors should take time to make sure that the materials and resources they need are in place and ready. The basic supplies that are needed include the following:
❚ yoga mats: Providing yoga mats for participants helps to reduce the burden for them to bring their own mats to the MBTI sessions. Note that some participants might already own a mat and prefer to bring their own.
❚ Meditation chime, bell, or bowl: This is used by the instructor to signify the end of the meditation.
❚ Calculators: Calculators are used in Sessions 4 through 8 to com- pute sleep efficiency as part of the sleep consolidation program.
❚ Handouts: Having handouts helps reinforce mindfulness prin- ciples and homework practices. These should be prepared ahead of each session. Sample handouts and materials for each of the sessions are provided in the Appendix.
❚ Resource for home meditation practice: To help participants estab- lish and maintain a home meditation practice, it is important to provide a resource such as digital media (i.e., CD, downloadable files) with guided meditations. Some instructors choose to cre- ate their own guided meditations, whereas others use established resources, such as the guided meditations by Kabat-Zinn.
❚ Food or water: This is optional, depending on the time that the MBTI group meets. In general, having groups in the evening tends to accommodate more participants. If the MBTI group is held around dinnertime, when participants are likely to be hungry, having light snacks might be helpful. A planned snack time can also provide an 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 participants to spread out during yoga and walking meditation. Large classrooms with folding chairs work well, whereas conference rooms with large tables tend to be less accommodating.

CONSIDERATIONS FOR SELECTING AND RECRuITING PATIENTS
Conducting Pre-MBTI Assessments
Given the variety of contexts in which MBTI might be delivered, some patients might be referred to MBTI after receiving a comprehensive sleep assessment, whereas other patients will have had no previous 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 independently conduct an assessment for insomnia as part of their practice. Other MBTI providers might receive referrals from a specialty clinic, thus relying on the referral source to conduct the assessment for insomnia. Although a comprehensive assessment of insomnia and other sleep disorders is beyond the scope of this book, MBTI instructors should conduct a basic prescreening assessment for all participants to determine suitability for participating in MBTI. As a guideline, the pre-MBTI assessment should address the following two clinical domains.
First, an assessment of the patient’s sleep patterns and daytime func- tioning should be conducted to determine whether she or he meets crite- ria for an insomnia disorder. Questions should be aimed at characterizing the nocturnal insomnia symptoms, the daytime consequences of the nocturnal symptoms, and the history of the sleep pattern (e.g., num- ber of insomnia episodes, frequency of symptom patterns). The reader is referred to Chapter 1 to review the diagnostic criteria for insomnia. As a reminder, MBTI is designed for people who are experiencing chronic insomnia and particularly for people who show symptoms of conditioned arousal associated with the sleep disturbance. Therefore, those who expe- rience only occasional sleep disturbance, or those who meet criteria for acute insomnia, might be better suited for other treatment options, such as a brief behavior therapy for insomnia or sleep medication.
Second, assessment should be conducted to examine any urgent or severe comorbid conditions that should be addressed prior to initiating MBTI or that may require a different treatment altogether. In addition to assessing for insomnia symptoms, the assessment should include ques- tions about other psychiatric and medical conditions. A brief review using a symptom checklist that contains key symptoms of a comorbid

condition can be an efficient assessment tool. As noted earlier, the most common psychiatric comorbidities include mood and anxiety disorders. If comorbid mood disorders are present, assessment should focus on the severity and intensity of the symptoms to gauge whether the patient is capable of engaging in MBTI at this time or whether the mood dis- order should be treated beforehand. Similarly, if other comorbid condi- tions are present, the MBTI instructor should assess the severity of the symptoms and their potential impact on the patient’s ability to engage in MBTI. Notably, other sleep disorders, such as obstructive sleep apnea and circadian rhythm sleep disorders, also include insomnia symptoms as a presenting complaint. The presence of sleep apnea is usually indi- cated by symptoms such as snoring, witnessed pauses in breathing, 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. Evaluation of longitudinal sleep patterns using 1 to 2 weeks 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, sleep diaries and other questionnaires that assess for comorbid medical and psychiatric conditions can be used to supple- ment the clinical interview. For example, having patients complete 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, a checklist of symptoms can be completed by the patient and then used as part of the assessment for comorbid conditions. The impor- 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 or other uncontrolled psychiatric or medical conditions. We also have not tested MBTI on people who are taking sleep medications. That is not to say that these individuals are not appropriate candidates for MBTI, but rather that we do not yet have evidence about the benefits and risks of delivering MBTI for individuals with these considerations. Without an empirical basis for determining who is an appropriate candidate for MBTI, instructors are encouraged to use their own judgment with regard to skill level, experience, and expertise. For example, a licensed clinical psychologist or clinical social worker might be positioned to work with individuals who have insomnia and comorbid psychiatric conditions. Nurses or physicians might be capable of working with those who have comorbid medical conditions or those who are on sleep medications. Readers who wish to learn more about conducting assess- ments on insomnia should consult other resources that provide more

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

MBTI Group Size
Instructors should also be cognizant of managing the group size for MBTI. In general, group sizes that range from six to eight individuals are opti- 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 the appropriate group size, instructors are again urged to use their own judgments of their group management skills, capabilities, and resources.
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A
)t the beginning of mindfulness-based therapy for insomnia (MBTI), most participants describe meditation as a quiet activ- ity during which the eyes are closed and attention is brought to a single idea or to try and clear the mind of thinking. Some would also describe this as a way to cultivate positive affect, such as happiness or tranquility. In addition, many people would say that this is a special activity requiring a separate time set aside to practice, much like a prayer or religious ritual. Although all of these characterizations could describe medi- tation, mindfulness meditation has a particular intent and purpose in MBTI.
MBTI begins with an introduction to the concept of mind- fulness through experiential activities to demonstrate that mindfulness meditation is not a special activity but a way of living. The program moves quickly into brief informal medi- tations to demonstrate how it is possible to be mindful with common activities, such as eating or breathing. Metaphors are used to illustrate the conceptual themes and connect them with real-life activities. In addition, it is emphasized that this
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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 clear the mind, relax, and peacefully drift to sleep. In fact, they are quite surprised to learn that mindfulness meditation is a simple concept but one that requires considerable work. They are even more surprised to learn that meditation will not put them to sleep, but rather that they will be “awakened” from the mindless mode that is more typical in their cur- rent lives. At the end of the MBTI program, most people remark, “This isn’t what I thought I would be doing.”
This chapter describes the first two sessions of MBTI. The goals of the first two sessions are to (a) introduce the principles of MBTI, including the purpose of mindfulness meditation and the concepts that distinguish chronic insomnia from acute sleep disturbances; (b) provide instructions for establishing a meditation practice; and (c) develop awareness of the mental and physical states that arise during the course of insomnia. The meditation exercises, metaphors, discussions about insomnia, and daily monitoring of sleep and wakefulness activities serve as the modality for cultivating this awareness. In particular, mindful attention is brought to the mental and physical states that arise during the course of chronic 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 to developing a greater awareness of sleep-related behaviors (e.g., bed- time, wake time, activities in bed) and sleep-related thoughts (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 (described in Chapter 6) and sleep-related metacognitions (described in Chapter 7) later in the MBTI program. A general overview of the themes and key activities by each session is provided in Exhibit 5.1.


Session 1: Introduction and Overview

INTRODuCING MBTI: OVERVIEW AND EXPECTATIONS
During the first session of MBTI, it is very important to introduce the principles of mindfulness and metacognitive flexibility, demystify the practice of meditation, and provide expectations for the MBTI pro- gram. It is also important to establish ground rules for group discussions during each session, to emphasize the importance of establishing a home meditation practice, and to reinforce the concept of nonattachment to

 (
EXHIBIT
 
5.1 
)
MBTI Themes and Key Activities by Session

Session	Theme	Key activities

1 Introduction and overview of program


2 Stepping out of automatic pilot

3 Paying attention to sleepiness and wakefulness

4 Working with sleeplessness at night

Provide overview of the program and participant expectations; introduce the concept of mindful- ness and model of insomnia; lead participants through first formal mindful practice
Begin with formal meditation and inquiry; discuss relevance of meditation for insomnia; discuss instructions for sleep hygiene
Begin with formal meditation and inquiry; discuss sleepiness, fatigue, and wakefulness; provide instructions for sleep consolidation
Begin with formal meditation and inquiry; dis- cuss questions about sleep restriction and make adjustments to program; provide instructions for sleep reconditioning

5 The territory of insomnia	Begin with formal meditation and inquiry; intro-
duce the territory of insomnia (both daytime and nighttime symptoms) and discuss this model
6 Acceptance and letting go	Begin with formal meditation and inquiry; explain
the relevance of acceptance and letting go for working with thoughts and feelings in the territory of insomnia

7 Revisiting the relationship with sleep

Begin with formal meditation and inquiry; discuss participants’ relationship with sleep (reactions to good and bad nights); discuss informal meditations during everyday life

8 Living mindfully after MBTI	Begin with formal meditation and inquiry; set up
an action plan for future episodes of insomnia; discuss ways to continue mindfulness meditation beyond this program

Note. From “A Mindfulness-Based Approach to the Treatment of Insomnia,” by J. Ong and D. Sholtes, 2010,
Journal of Clinical Psychology, 66, p. 1179. Copyright 2010 by Wiley. Adapted with permission.




outcomes. Providing a syllabus can also give participants an idea of the upcoming schedule in terms of dates and content to be covered so that they can be clear about the expectations (see the Appendix for a sample syllabus). An outline for Session 1 is provided in Exhibit 5.2.
People often arrive at the first session hoping to improve their sleep quickly and permanently. This is understandable because many of these people have been suffering from insomnia for several years. One of the first concepts to communicate is that MBTI involves nonattachment to outcomes, including the attachment to better sleep. Participants are
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EXHIBIT
 
5.2 
)
Session 1 Outline
Theme: Introduction and Overview of the Program Objectives
1. Provide an overview of the program and participant expectations.
2. Introduce the concept of mindfulness and initiate meditation practice.
3. Introduce the model of insomnia.
Activities
1. Introduction and Overview of the MBTI Program
a. Distribute and review syllabus.
b. Discuss ground rules and expectations.
c. Provide group member introductions.
Key Points: Provide participants with ground rules and expectations of the program. Introduce instructors and group members.
2. Meditation and Discussion
a. Introduction to mindfulness meditation
b. Mindful eating
c. Inquiry and discussion of mindful eating
d. Sitting meditation
e. Introduce metaphors as needed (trainspotting, cloud meditation)
Key Points: The raisin exercise is introduced as an example of how to eat mindfully and it can demonstrate how changes can take place by simply slowing down and paying atten- tion to everyday activities. The sitting meditation provides participants with guidance on bringing attention to the breath. This serves as the anchor for grounding oneself in the present moment.
3. Insomnia Didactics and Strategies
a. Discussion of 3-P model of insomnia
Key Point: Introduce the model of insomnia that will be used in this program.
Homework for Session 1
1. Complete sleep and meditation diaries.
2. Eat at least one meal or snack mindfully each day.
3. Practice sitting with breath meditation for at least 15 minutes, at least 6 days during week.



instructed to set aside any goal or intention of trying to improve their sleep while they go through the program. MBTI instructors should pause for a moment to allow each participant the opportunity to let go of striving to make sleep better. Some participants will respond by ask- ing why or expressing concern that this means they will have to give up on sleeping better. Others express pessimism and worry regarding what happens if MBTI does not work for them. In this context, a “healthy skepticism” is welcomed, but we encourage participants to remain open to “just do it” for now and to reevaluate their perspective at the end of the program. Sometimes it is helpful to discuss how previous

participants began the program with similar levels of skepticism but were able to find success by the end of the program. Following are quotes from past participants in response to the question “If you were talking to someone who was considering this program, what advice would you give him or her?”
❚ “Come in with an open mind.”
❚ “It is important to be committed.”
❚ “Results depend on the effort you put into the program.”
❚ “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 letting go of trying to improve sleep will be discussed within the frame- work of mindfulness and self-compassion. At the end of the program, each participant will be given the opportunity to reevaluate his or her progress.
As part of the introduction, it is also important to create a safe space 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 taken in 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. Although offering advice can be tempting and might appear to be help- ful at times, MBTI is not intended to be a support group for insomnia. Instead, this program teaches mindful listening, nonjudging, and being present without trying to engage in problem solving. During group dis- cussions, the role of the MBTI instructor is to facilitate a dialogue on the discoveries and challenges that arise during meditations without trying to “teach” or engage in cognitive restructuring. This is a difficult skill that takes experience and practice to master and is aided by having a personal mindfulness meditation practice.

INTRODuCTION TO MINDFuLNESS PRINCIPLES AND PRACTICES
For most participants, this will be their first formal training in mindful- ness meditation. Some might have heard of mindfulness from a friend or read about it in a newspaper or magazine article, but most will be eager to learn what they will actually be doing. A good starting place is to begin by providing a historical background about mindfulness meditation, includ- ing its origins in Buddhism. This can also be a time to reinforce that mind- fulness meditation is not taught as a religious practice in MBTI. Instead,

these are principles grounded in Buddhist philosophy and science, which many people find are complementary with most religious beliefs. It is also important to explain that meditation practice is a central component of discovering mindfulness. In this discussion, it is often helpful to dispel myths regarding meditation. These include misconceptions that medita- tion is a special activity or that it promotes an altered state of conscious- ness. Quite the opposite is true—mindfulness meditation can be practiced in everyday activities and can create a clearer state of consciousness.
Next, the principles of mindfulness that are central to mindfulness- based therapies are discussed. These principles are identical to those used in MBSR (Kabat-Zinn, 1990) but are adapted in MBTI to include 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’s mind involves the notion of approaching a situation or problem with a clear perspective that is not contingent upon past 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 worry that 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 to unfold. Practicing the principle of nonstriving helps to maintain balance between the desire to sleep while allowing sleep to unfold.
❚ Letting go. Similar to nonstriving, attachment to the desire to make sleep happen or to achieve a certain amount of sleep tends to exac- 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 term letting be to emphasize that it is about allowing whatever is present to occur without automatically fixing it.
❚ Nonjudging. Most people are trained to analyze and judge problems in order to fix them. however, judgment can sometimes backfire and in the case of insomnia, automatically judging the state of being awake as negative and aversive can lead to negative energy, which can interfere with the process of sleep. Stepping back from

the problem and just observing it without judgment is one step towards metacognitive transformation.
❚ Acceptance. For many people, acceptance sounds like giving up and being at the mercy of insomnia. Much like letting go, acceptance does not imply that nothing can be done about the sleep problem, but rather that sleep cannot be directly controlled and that efforts to make it happen generally do not work. This is an active choice, allowing an opportunity to make value-congruent decisions. Some MBSR instructors prefer the term acknowledgment rather than accep- tance because acknowledgement of what is present does not have the same negative connotation as acceptance.
❚ 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 helpful to cultivate confidence that “the brain isn’t broken.”
❚ Patience. Trusting sleep physiology to self-regulate also involves patience. Even if results do not happen immediately (and they usually do take time), patience in the process, as opposed to the outcome, reduces the sleep-related anxiety and the tendency to be reactive.
MBTI instructors should note that many of these principles will not be easy to implement immediately. Letting go and acceptance tend to be particularly challenging principles to acquire, and most individuals new to the practice of mindfulness will not be ready to skillfully apply these principles to work with their symptoms of insomnia. In this early 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- ting go will occur later in MBTI after participants have had a chance to engage in a few weeks of meditation practice (see Chapter 7).
After describing the background and principles of mindfulness, it is time to begin practicing meditation. In choosing the first meditation, MBTI instructors should select a regular activity that can be done in a mindful way. This helps to demystify some misconceptions of meditation and also provides an opportunity to discuss how mindfulness can be integrated into daily activities. Following the tradition established in MBSR, the mindful eating exercise can serve as an excellent first meditation in MBTI. This exercise is introduced as an example of how to eat mindfully, and it can demonstrate how we are often unaware of what is going on in our normal everyday activities. It can also demonstrate how changes can take place by simply slowing down and paying attention to these activities rather than changing the activities themselves. This exercise also provides an example of how mindfulness practice does not have to be just a formal sitting medi- tation. See Exhibit 5.3 for guidance on leading a mindful eating exercise.
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EXHIBIT
 
5.3 
)
Mindful Eating

Notes: The following exercise is completed in about 10 minutes to serve as a first experi- ence of mindfulness meditation. Instructors should guide the participant to eat each piece of food (e.g., raisin) in a mindful way using each of the senses in a very deliberate manner.
Instructions:
1. Select a food that is common and relatively small. Raisins or nuts are excellent choices. Instruct each participant to take two or three pieces of the food, setting the food in front of them.
2. Guide participants to slowly use each of their senses to experience the food. Begin with the sense of sight by telling participants to look at the food, noticing things such as color, texture, shininess, and so forth. Next, ask participants to touch the food using one finger, again noticing any sensations such as texture, sliminess, smoothness, or roughness. Then, have participants hold the object up to their ear and listen to the food. Sometimes, people giggle about this, as it seems silly to “listen to food.” If there is no sound or noise, that’s fine—it’s a reminder that we can pay attention to silence or absence of sensation. Then, ask participants to bring the object to the nose and smell it, noticing any aromas or odors (positive or negative). Finally, tell participants to put the object in their mouth. First, ask them to notice if there is an automatic tendency to swallow when an object is put inside the mouth. Second, ask participants to bring awareness to the flavors in the mouth, noticing where those flavors are occurring on the tongue (different flavors are picked
up by different parts of the tongue). Finally, ask participants to swallow the object and reflect upon the process of eating.
3. After a moment of reflection, instruct participants to eat the remaining food on their own in the same way described above. Instructors can also engage in mindful eating with the participants, or observe participants as they are engaging in the activity.
4. If needed, encourage participants to pay attention to thoughts about the raisin—liking or disliking the raisin; judgments about smell, taste, texture, and so forth.
5. This exercise is processed and contrasted with the normal eating experience. Furthermore, it is offered as an example of how mindfulness can apply to common activities in their lives to demystify the concept that it is a special activity.



After guiding participants through the mindful eating meditation, 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- diate judgment, such as “raisins are gross.” It is important for the MBTI 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- matically assign positive and negative qualities (e.g., “This reminds me how much I hate raisins”), but instructors should refrain from engaging in any kind of cognitive restructuring, such as correcting a thought and replacing it with another thought or showing preference for a positive

thought. This encourages participants to openly share their reactions without editing, an important first step in cultivating awareness.
Following this informal meditation, participants are introduced 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. One important message to convey is that breathing is a physiolog- ical activity that can be automatically controlled by the brain or brought 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, and we can bring our active attention to the process of breathing to guide it. In this first breathing meditation, participants are encouraged to bring awareness to the sensations that are created by observing this process, noting physical sensations, changes in muscle tension, tickling of the nostrils, or other sensations. Sometimes participants will comment about not doing it right, but as long as they are bringing their awareness to what is occurring in the moment and are able to describe these sensa- tions, then they are practicing mindfulness. The first key point to mind- fulness meditation is that as long as you are intentionally bringing your awareness to the process, there is no wrong way to meditate! Typically, the first guided sitting meditation lasts 10 to 15 minutes, followed by a period of inquiry and discussion. See Exhibit 5.4 for guidance on leading a sitting meditation.
In addition to the formal meditations, metaphors can serve as a use- ful illustration for participants who find that activities like focusing on the breath or “watching things rise and fall in the mind” are too vague or unstructured. For example, the trainspotting metaphor (see Exhibit 5.5) 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 possible to just watch thoughts go by in the mind without following them to 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., observing the thoughts themselves). Instructors can use the
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EXHIBIT
 
5.4 
)
Sitting Meditation

Notes: This meditation can be done while seated in chairs or sitting on the ground. For the first meditation, instructors should provide more details to participants to guide them through the process of bringing attention to the breath. In later MBTI sessions, instructors can transi- tion to providing less guidance and allow participants more space to explore. Typical duration is 20 to 30 minutes.
Instructions:
1. Begin by having participants sit in a comfortable position (in a chair or on the ground), bringing awareness to their posture.
2. Have participants close their eyes. They may also do this meditation with the eyes open.
3. Take a moment to welcome participants into this space and begin to take note of any thoughts, feelings, and sensations in this moment.
4. On the next inhalation, have participants take a slow, deep breath, paying particular attention to the sensations in the body that arise during the process of inhalation. This might include noticing the belly move, the chest expand, or the movement of air into the nostrils.
5. On the exhalation, tell participants to slowly let out the air from the nose or mouth, again paying particular attention to the sensations in the body that arise during the process of exhalation. This might include the belly sinking, the shoulders dropping, or the air moving out of the nostrils or mouth.
6. With each breath, remind participants to bring full awareness to the process of breathing. Notice the sensations in the body as the air moves in and out.
7. Ask participants to find a particular location, such as the mouth, nostrils, or belly, and focus on sensations in that particular region of the body as they continue to breathe in and out. Allow participants space to explore sensations on their own for a period of time.
8. After a few minutes, mindfully check in with participants and ask them to notice if their mind has wandered. Acknowledge that the mind has a tendency to wander and if this happens, they have not done anything wrong. Simply bring awareness to mind wandering and gently and with compassion, bring attention back to the breath.
9. Instructors can expand awareness from the breath to include the body, sounds in the environment, sounds within the body, and thoughts in the mind.
10. If awareness has been expanded, bring the focus of attention back to the breath for a few minutes.
11. End the meditation by ringing the chimes or bell.



trainspotting metaphor to explain how to disengage and watch thoughts. Furthermore, “stepping off the train” and “becoming a trainspotter” can be useful phrases for participants to use in their training to observe thoughts without attachment to outcomes.
The cloud metaphor can be another useful way to explain mindfulness principles. The purpose of this activity is to watch thoughts as if they were clouds in the sky. It can serve as a metaphor for the futility of trying to control thoughts or to prevent certain thoughts from happen- ing. Similar to the trainspotting metaphor, the cloud metaphor provides an opportunity to practice observing thoughts without engaging in the

 (
EXHIBIT
 
5.5 
)
Trainspotting Metaphor

Notes: The trainspotting metaphor is used as a way to illustrate the difference between observ- ing thoughts as they arise in the mind and becoming engaged in thoughts. Although not a formal meditation, it can be explained as a metaphor alone or it can be delivered as part of a sitting meditation where the focus is on watching thoughts in the mind.
Instructions for using trainspotting in a meditation:
1. Ask participants to lie down or sit in a relaxed position and close their eyes, then take a few slow, deep breaths, bringing full awareness to the breath.
2. Slowly ask participants to bring attention away from the outside world and into the mind, imagining that they are standing on the platform of a train station. Ask them to look around this train station and imagine their thoughts as trains, racing by the station one
at a time.
3. Encourage participants to observe each thought, whatever comes to mind. There are no right thoughts or wrong thoughts; some might be fast-moving and some might be slower lumbering ones. Rather than focusing on the thought and thinking about where it will lead (i.e., getting on the train), remind participants to stand back and observe the thought. It might be helpful to offer a few prompts, such as: Where did it come from? Is it positive or negative? Where is it going?
4. Provide guidance to acknowledge that the mind is likely to engage in the thought or “jump on a train” in the metaphor. Remind participants to notice when they have “stepped on a train” and to gently bring themselves back to the platform. Encourage the practice of self- compassion by acknowledging that this is okay and simply return to trainspotting on the platform. Also note that participants should continue to go through the same process each time they notice that they are no longer trainspotting.
5. Instruct the participant to bring the attention back to the breath. Close the meditation by ringing the chimes or a bell.
6. After the meditation is completed, remind participants that it takes practice to be a trainspotter. Encourage them to practice trainspotting, formally or informally, to see if there is a metacognitive shift in perspective.



process of interpreting or acting on the thoughts. It is also seen as pro- moting the metacognitive skill of decentering from the thoughts, such that thoughts can be thoughts without judgment or attachment to achieving an outcome. using weather as part of the metaphor, 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. One might also notice that weather is always changing and we do 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.
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5.6 
)
Cloud Metaphor

Notes: The cloud metaphor serves to demonstrate how futile it is to try and control thoughts or to prevent certain thoughts from happening. Similar to the trainspotting metaphor, this can be explained as a metaphor, or it can be used as part of a sitting meditation where the focus is on thoughts.
Instructions for using the clouds in a meditation:
1. Ask participants to lie down or sit in a relaxed position and close their eyes, then take a few slow, deep breaths, bringing full awareness to the breath.
2. Ask participants to slowly bring attention away from the outside world and into the mind, imagining that they are looking up at the sky. Ask them to imagine that their thoughts are clouds, floating around the sky.
3. Instruct participants to just observe the clouds, noticing the color, shape, and type of cloud. Some clouds might be white and fluffy, while other clouds might be gray. Sometimes clouds will blow away quickly, while other clouds will stay around longer. Remind participants
to just observe the clouds rather than analyze what they might mean or what they might bring.
4. Introduce the idea that observing clouds for a period of time can sometimes lead us to recognize patterns. In this way, thoughts might indicate a particular theme or struggle we are having. If this occurs, just make note of it. Remind participants that this activity is not meant to solve problems but simply to “observe weather patterns.” Mindful action can be taken after the meditation.
5. Instruct participants to bring the attention back to the breath. Close the meditation by ringing the chimes or bell.
6. After the meditation is completed, the period of inquiry can include a discussion of the “weather patterns” that were observed. It might be helpful to discuss how clouds can sometimes provide an indication of a change in the weather or a storm, which is symbolic of emotional distress. This could point towards an unresolved conflict or stress that needs to be addressed. This can be discussed as an example of how mindful awareness can help lead to mindful action.



INSTRuCTIONS FOR LEADING GuIDED MEDITATIONS
Leading guided meditations takes experience, and a personal meditation practice is extremely helpful. Instructors should keep a few important points in mind when leading guided meditations. First, MBTI instruc- tors should be practicing mindfulness principles as they are guiding the meditation rather than reading from a script. It is important to embody the mindfulness principles and to enhance the authenticity of whatever is arising in the moment for the MBTI instructors. As such, instructors should be aware of the volume of their voice, making sure that all partici- pants can hear them. Second, it is important to use simple language and present participles (i.e., verbs ending in ing). The choice of the present participle reinforces the present-moment attention of the meditation,

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 the meditations 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.
Following a guided meditation, almost every participant will com- ment at some point that his or her mind is wandering and/or he or she is having difficulty maintaining focus throughout the entire meditation. It is vital that MBTI instructors communicate the universality of mind wandering and normalize this as something to expect during meditations. Instructors can provide guidance to participants by instructing them to note that wandering has occurred or that distraction is present and to gen- tly redirect attention back to the object of interest, such as the sensations of breathing. In doing so, instructors can reinforce the fact that there is no “right way” or “wrong way” to meditate and there is no preference for eliminating mind wandering during the meditation. They should clearly communicate the concept of nonjudgmental acceptance early in the pro- gram. Following other meditation traditions, the meditations in MBTI usually conclude with the ringing of the bells or chimes.

INTRODuCING INSOMNIA AS A 24-hOuR PROBLEM
MBTI is built on the concept that insomnia is a 24-hour problem, not just a problem at night. Recall from Chapter 1 that the 3-P model of insomnia (Spielman, Caruso, & Glovinsky, 1987) has been very influential in the conceptualization of insomnia. As a reminder, the 3-P model explains the development and maintenance of insomnia as involving predisposing, precipitating, and perpetuating factors. This model is very useful because it applies the diathesis–stress model, one of the most influential models that describe the impact of stress on the body, to the known mechanisms of sleep and wakefulness. Furthermore, the novelty of the perpetuating factor highlights the role that reacting to sleep disturbance and increas- ing sleep effort plays in the etiology of insomnia. The perpetuation of insomnia is therefore driven by an elevation in arousal or hyperarousal that is prominent in individuals with chronic insomnia (Bonnet & Arand, 2010; Riemann et al., 2010). When people with insomnia are in a state of hyperarousal, they feel as if they are constantly “tired but wired” and have difficulty relaxing or letting go of wakefulness, even though they

desperately want to be sleeping. For example, some people with insom- nia have described their bed as “an enemy” or the bedtime as a “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.
Explaining the 3-P model to patients in the first session is important because it provides a clear understanding of what contributes to chronic insomnia and why it is different from the occasional sleep disturbances that everyone experiences. The explanation also provides hope that there are factors that can be directly addressed even though sleep cannot be directly increased. Specifically, the model helps participants understand that who they are (i.e., predisposing factors) might contribute to their likelihood of developing insomnia and that stress is likely to trigger sleep disturbance (i.e., precipitating factor). however, it is the reaction and increased effort of trying to obtain sleep (i.e., perpetuating factor) that causes a state of hyperarousal and leads to the vicious cycle of chronic insomnia. Fortunately, it is possible to address the reactivity and effort to sleep, which is why MBTI approaches insomnia as a 24-hour problem, not just a matter of what happens at night. The 3-P model also serves to prime participants to think differently about their insomnia symptoms, which will eventually feed into the concept of the territory of insomnia, discussed later in MBTI.

hOMEWORK FOR SESSION 1
In wrapping up the first session, it is important to communicate expec- tations for patients to engage in homework to practice the principles of mindfulness and digest the concepts of insomnia. Typically, the home- work assignments will involve meditation practices, along with some instructions about making changes in sleep-related activities. Instructors might also include supplemental reading materials about mindfulness and insomnia, such as book chapters or articles.

Meditation Practice
For Session 1, the primary goal is for participants to begin practicing meditation on their own and to figure out when, where, and how they will establish a meditation practice. Rather than giving specific instruc- tions or guidelines about these parameters, instructors should encourage 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, instructors can use it as an opportunity in Session 2 to discuss

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 mindfully each day, so that they can apply the qualities of mindfulness to a common daily activity. Participants should also practice the sitting meditation for at least 15 minutes, at least 6 days during the upcoming week. There is no special reason for the number or duration of medi- tation. These instructions were generally adopted from the MBSR and mindfulness-based cognitive therapy programs along with my personal observations as to what was feasible for most participants. Instructors should feel free to make adjustments on the basis of their experience or the characteristics of the participants in the group. A meditation diary should also be provided so that participants can keep track of the num- ber of meditations, duration of each meditation session, and type of meditation (see the Appendix for an example).

Sleep Diaries
In addition to the meditation diaries, having participants keep sleep dia- ries is an important self-monitoring tool in MBTI. During the first ses- 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 behaviors and to monitor changes in sleep over time. Sleep diaries pro- vide important information for the patient to develop greater awareness of sleep–wake patterns and sleep-related behaviors. MBTI instructors and researchers can use them to assess progress and outcomes of patients who complete MBTI. Later in MBTI, the information from the sleep dia- 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- tages and disadvantages. Recently, a standardized sleep diary was pub- lished that contains instructions for completing the diary, and a core and extended version that can be used for gathering additional data (Carney et al., 2012). The key sleep–wake parameters that should be collected for MBTI include lights out (i.e., time going to bed at night), sleep onset latency (SOL), number of awakenings (NWAK), wake after sleep onset (WASO), early morning awakenings (EMA), lights on (i.e., time getting up 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- ings of daytime sleepiness/alertness and fatigue/energy can be useful in assessing changes in daytime functioning. Instructors should take time

to review the sleep diaries and make sure that participants understand their purpose and the instructions. Although the standardized sleep diary can serve as a helpful starting point, MBTI instructors should make adaptations or additions as needed. Derivation of the sleep param- eters and the use of these data in implementing specific behavioral tech- niques are discussed later in Chapter 6. handout 3 in the Appendix is an example of a sleep diary.


Session 2: Stepping Out of Automatic Pilot

The theme for Session 2 is stepping out of automatic pilot, which refers to the 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 the platform that is needed to step out of automatic pilot. As part of this theme, the behavioral instructions for sleep hygiene are introduced and reviewed with participants. See Exhibit 5.7 for the Session 2 outline.
The typical structure of the MBTI session also begins to take shape in Session 2. The first hour is spent on two guided meditations (20–30 min- utes each), followed by a period of inquiry and discussion (10–15 min- utes). The period of inquiry serves as a time and space for discussing the meditation practices in class, discoveries during the meditation practice at home, and the application of mindfulness principles in the lives of the participants. Instructions for leading this period are provided in the following paragraphs. After a short 10- to 15-minute break, the remain- ing hour is spent on didactics or instructions related to insomnia. These include behavioral strategies and metacognitive strategies that will be discussed later in this chapter and in Chapters 6 and 7.

OPENING MEDITATION PRACTICE AND PERIOD OF INQuIRY AND DISCuSSION
To help establish the structure of opening each session with meditation practice, instructors should begin Session 2 with a 20- to 30-minute sitting meditation practice (see Exhibit 5.4). This meditation was introduced during Session 1, and opening Session 2 with it can remind participants of this foundational practice and deepen the experience of mindfulness by extending the duration of the meditation. During this practice, instruc-
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5.7 
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Session 2 Outline
Theme: Stepping Out of Automatic Pilot Objectives
1. Establish each participant’s own meditation practice.
2. Explain how to step out of automatic pilot and bring awareness to the mind and body.
3. Provide instructions for sleep hygiene.
Activities
1. Meditation Practice and Inquiry
a. Sitting meditation
b. Body scan meditation
Key Point: The sitting and body scan meditations serve as a means of stepping out of automatic pilot (i.e., being unaware of habitual physical or emotional reactive patterns) by bringing intentional awareness to the breath and specific body areas.
2. Insomnia Didactics and Strategies
a. Discussion of sleep hygiene
Key Point: Discuss sleep hygiene as a way to notice any behaviors or activities that might be incompatible with sleep. Bring awareness to the things that we do (or don’t do) to facilitate sleep.
Homework for Session 2
1. Complete sleep and meditation diaries.
2. Practice body scan meditation using CD (30 minutes each session for at least 6 days).
3. Follow sleep hygiene instructions throughout this week.



tors should carefully and gently guide participants, remembering to cre- ate a safe space and also to emphasize that there is no right or wrong way to meditate. After completing the sitting meditation practice, the instructor should lead a period of inquiry and discussion. The period of 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 that was just completed. The instructor can open the dialogue by asking participants what they noticed during the meditation practice. Partici- pants should be encouraged to maintain mindfulness principles during this period of inquiry by describing any experience that came up during the meditation in a nonjudgmental manner. It does not have to be an interesting or profound experience, and the instructor should be care- ful how they respond to the participants’ experiences. The instructor’s job is not to tell students what they should be experiencing or learn- ing, but to gently guide them to observe their own experiences and to listen mindfully to those of others. Instructors can highlight what they are hearing from participants, but they should avoid judging whether

an experience is good or bad or expressing more interest when partici- pants report more radical experiences. This takes mindful practice on the instructor’s part. For instructors who might be trained as CBT thera- 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 between the meditation practice at home and overall well-being. This includes noticing any changes in the symptoms of insomnia, daytime functioning, or other areas related to the quality of life. This can be a time to review the homework assignment for meditation practice and for participants to 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 report difficulties and challenges in establishing the practice. Comments usually include lack of time, space, privacy, or difficulties in keeping the mind focused. These challenges should be acknowledged, and participants should be encouraged to continue with their commitment to establishing a meditation practice and see how they might find creative solutions to work with these challenges. If needed, it can be helpful here to remind participants of the principles and concepts of mindfulness practice. It is quite common that in the discussion one participant might describe a solution that another person had not yet considered, and therefore the group as a whole benefits from the discussion. This is one of the reasons behind having a period of inquiry in a group format.

BODY SCAN MEDITATION
Following the period of inquiry and discussion, a second formal medita- tion is introduced: the body scan. The body scan meditation serves as an important exercise for intentionally bringing awareness to a particular body area, noting sensations without trying to alter or change anything, and then letting go and bringing attention to another part of the body. This meditation also emphasizes the point of stepping out of a mindless mode in which one is unaware of the habitual physical or emotional reactive patterns. Specifically, the body scan meditation deepens the con- nection with the body as we become more aware of each part of the body. This is particularly important for certain areas that do not typically receive conscious attention, such as the bottom of the feet or the top of the head. Because the body scan meditation lasts for about 30 minutes, it also helps participants to practice sustained, focused attention over a period of time and to learn how to redirect attention back to the body when attention has wandered. This practice of attention and inten- tion is vital to the practice of mindfulness meditation. The body scan is introduced as an exercise in awareness, in which participants direct their

attention toward whatever they are experiencing in the body while they are reminded to maintain a gentle, nonjudgmental awareness through- out the meditation.
In addition to physical awareness, the body scan also serves to develop awareness of emotions and can lead to a sense of calmness, or equanimity. It provides an opportunity to practice bringing a gentle, curious awareness to sensations in the body as they arise in the present moment. A greater awareness of the body is important in learning how to deal more effec- tively with emotions. Specific sensations such as tightness in the chest or tension in the shoulders may at times signal the presence of strong feel- ings that are somaticized and not experienced with conscious awareness. Feedback on how the body feels is an integral part of learning how to better manage emotions and stress.
MBTI instructors should note that although the body scan provides 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 the body sensations without using it to try to help their insomnia. After mastering this skill through practice, the body scan can then be used to facilitate sleepiness at night. If participants happen to fall asleep uninten- tionally, MBTI instructors should still practice nonjudgment so that par- ticipants do not feel guilty about falling asleep. If this occurs, instructors can gently awaken the participant after the body scan meditation is com- pleted. This can sometimes provide an opportunity to discuss how sleep can emerge when sleep effort is reduced. See Exhibit 5.8 for instruction on leading the body scan meditation.
As with the sitting meditation, a period of inquiry and discussion should follow to promote dialogue on the participant’s initial experience with the body scan. Some participants report a sense of relaxation or sleepiness, whereas others describe restlessness. Most participants say that it is difficult or annoying to progress so slowly from one body part to another. Again, the instructor should reinforce the principles of mind- fulness and explain how this practice is an important means of getting out of the rushed, problem-solving mode and into a more patient, mind- ful mode. To promote the dialogue, instructors might ask one or more of the following questions:
1. Did you notice anything different about your body?
2. Did anyone fall asleep?
3. how do you think the body scan will help you to work with insomnia?
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5.8 
)
Body Scan Meditation

Notes: The body scan meditation is an important meditation for practicing how to inten- tionally bring awareness to a particular body area, noting sensations without trying to alter or change anything, and then letting go and bringing attention to another part of the body. This meditation should be done by having participants lie on yoga mats. The lights can be dimmed if desired. Although the body scan provides an opportunity to enter into
a deep state of physical and mental relaxation, instructors should make it clear that this practice is not intended to help people fall asleep. The body scan typically lasts for about 30 minutes.
Instructions:
1. Have participants lie down with their eyes closed.
2. Take a moment to welcome participants into this space and begin to take note of any thoughts, feelings, and sensations in this moment.
3. Bring awareness to the breath by taking a slow, deep, breath, paying particular attention to the sensations in the body that arise during the inhalation and during the exhalation. This might include noticing the belly move, the chest expand, or the movement of air into the nostrils.
4. After bringing mindful awareness to a few breaths, prepare participants for the body scan by instructing them to pay attention to any physical sensations that arise, such as itchiness, tension, tightness, pain, or neutrality. If pain or tightness is present, encourage partici- pants to allow it to release or let go. If that is not possible, try bringing awareness to the sensation of pain rather than making it go away.
5. Begin the body scan with the left foot. Bring full awareness to this part of the body, noting all of the sensations that are present without judgment. Allow participants to explore for about 1 to 2 minutes.
6. After taking a mindful breath, allow the awareness to withdraw from the left foot and move it to the left ankle and lower leg. Again, bring full awareness to this part of the body, noting all of the sensations that are present without judgment. Allow participants to explore for about 1 to 2 minutes.
7. Guide participants through each part of the body, moving up from the lower left leg to the upper left leg, then shifting to the right foot and then up the leg. From there, move to the back, the torso, shoulders, each arm, and finally ending at the head.
8. Periodically, check in with the participants about mind wandering. If the attention wan- ders, participants are encouraged to note that their mind has wandered and to gently bring attention back to the part of the body being scanned. This is in contrast to forcing attention or clearing the mind.
9. After bringing awareness to the head, awareness should be brought to the body as a whole, noticing the connection between the different parts of the body.
10. Bring the awareness back to the breath, for one or two breaths.
11. End the meditation by ringing the chimes or bell.


These questions are designed to help participants draw connections between the mindful stance that is cultivated during a meditation practice and how this mindful stance can help them work with the symptoms of insomnia. As participants begin to understand the principles of mindful- ness and to report discoveries of metacognitive shifts during their practice, the MBTI instructor might ask the third question to help participants con- sider the opportunity to practice these shifts when insomnia symptoms are present. Although this question might appear to promote outcome- oriented thinking, it can actually start a discussion about the balance of being mindful and experiencing the symptoms of insomnia. Also, partici- pants should be reminded that the cause of suffering is the attachment to outcomes, not the acknowledgment of outcomes. Suppressing thoughts 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 that Session 6 includes a more thorough discussion of applying the prin- ciple of letting go to work with sleep-related thoughts (see Chapter 7).

WhҮ IS AWARENESS IMPORTANT FOR WORKING WITh INSOMNIA?
At this point in the MBTI program, participants will have experienced two of the foundational meditations. They should also have begun to practice meditation at home. With a taste of what MBTI is about, it is fairly common for participants to begin wondering how their efforts to medi- tate will directly apply to resolving their insomnia disorder, especially if they have not seen any changes yet. The insomnia-related didactics for Session 2 begin by addressing this question. The goal is to provide partici- pants with a rationale for the connection between developing awareness through mindfulness meditation and its potential impact on insomnia. This is another chance to emphasize how habitual reactions to sleep and 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- sage using examples from the group discussions or their previous expe- rience. In doing so, there are two key points to make in explaining this connection to the participants. First, the automatic pilot in the context of insomnia involves automatic tendencies, habits, or thoughts that tend 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 on the previous night’s sleep. Or one might feel that if 7 hours of sleep are not achieved, then the next-day functioning will be automatically suboptimal. Other tendencies might be seen in compensation, such as

resetting the alarm clock for a later time to make up for lost sleep, 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 with what types of thoughts and behaviors to be aware of in the context of insomnia. The second key point is that the awareness of these reac- tions serves as the platform for taking mindful action. This is important because it is the first step in shifting from a mindless, reactive stance to a more intentional, active, and mindful stance. Without intentional, present-moment awareness, it is very difficult to make metacognitive or behavioral changes related to improving symptoms of insomnia.

SLEEP hYGIENE
In addition to helping patients make specific connections between the concept of awareness and the context of insomnia, sleep hygiene recom- mendations are presented as a way to bring awareness to behaviors or activities that might be incompatible with sleep. Many people have heard the term sleep hygiene, but this term has become overused by the media and by health care providers. Stepanski and Wyatt (2003) reviewed the literature on sleep hygiene and found that (a) there was variability in what recommendations were included under the term sleep hygiene and
(b) when the original recommendations of sleep hygiene were tested, it had only a small effect on improving sleep when administered as a lone intervention. Therefore, in the context of MBTI, sleep hygiene is recom- mended as a first step in developing awareness of sleep-related habits and behaviors. It is not expected that following good sleep hygiene alone will have a strong impact for most individuals with chronic insomnia. The main components of sleep hygiene are listed as follows (see handout 4 in the Appendix):
❚ Be aware of the timing and amount of time spent in bed. Regular- ize the timing and amount of time in bed.
❚ Be aware of sleep effort. Avoid putting effort into trying to sleep.
❚ Monitor intake of substances. Avoid coffee, alcohol, and nicotine starting from the late afternoon or evening.
❚ Regular, moderate exercise can promote sleep over the long run, but attempts to use exercise to “tire oneself to sleep” are not effective.
❚ Monitor eating habits by avoiding late meals. however, a light snack at bedtime is not likely to have a negative impact on sleep.
❚ Manage the environment in terms of noise, temperature, com- fort, and safety.
Participants might remark that these recommendations are general, rather than specific. Much like good dental hygiene is a way to pro- mote healthy teeth and reduce the risk of having cavities, sleep hygiene

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 hygiene rec- ommendations can reduce the risk of poor sleep but might not imme- diately improve sleep. Also, many patients will comment that these recommendations sound familiar, and they might have even tried using them with limited success. If that is the case, the instructor can gently acknowledge these past attempts but encourage participants to prac- tice beginner’s mind and to either continue following these rules or try again, regardless of the previous outcome.
When introducing sleep hygiene, MBTI instructors can distribute and review a handout for sleep hygiene instructions and review this with the group (see the Appendix, handout 4). They should be prepared to discuss the application of these instructions consistently and explain how these instructions are only part of the program. This can also be a good time to review the sleep diaries with the participants and to discuss any discover- ies they might have had about their sleep patterns over the past week. Again, some participants might express frustration that no improvements have occurred as of yet. MBTI instructors should acknowledge this frus- tration and provide gentle encouragement to continue the practice and activities in the MBTI program and to be open to discoveries other than to the attachment to sleep improvement.

hOMEWORK FOR SESSION 2
The homework assignment for Session 2 is to continue the meditation and sleep diaries. For the meditation practice, participants are asked to practice the body scan meditation using guidance from digital media (e.g., CD or electronic file) for at least 6 days. For sleep recommendations, 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 of the conceptual basis of MBTI and the practice of formal meditation. With an understanding of the importance of cultivating awareness as the first step, participants are now set for the next phase of MBTI—using mindful awareness to make wise choices when sleep disturbance and hyperarousal are present.
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T
)he first two sessions of mindfulness-based therapy for insom- nia (MBTI) build the foundation for cultivating present- moment awareness through meditation practice. In Sessions 3 and 4, participants are taught how to use awareness of men- 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 can discern the state of sleepiness from other states, such as fatigue. By identifying the sensations associated with sleepi- ness, patients are able to connect with the signals from the brain indicating readiness for sleep. With a clearer indica- tion of sleepiness, patients are provided with instructions for managing sleep-related behaviors on the basis of the state of sleepiness, allowing them to increase the likelihood that sleep will occur when they are in bed. These instructions usually differ from how patients have previously reacted to the sen- sations of sleepiness and fatigue. In this manner, patients are “reprogramming the brain for sleep.”
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Sessions 3 and 4 also offer a progression of formal meditations to 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, breathing meditation, and body scan described in Chapter 5. As the MBTI program moves into the third and fourth classes, the types of meditations are expanded to include movement meditations. Walking meditations 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 the practice of mindful awareness while the body is still into the practice 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- tions are reintroduced, further expanding the practice to mindful aware- ness during everyday activities such as eating, exercising, working, and relating to family members.
In Session 3, the walking meditation is introduced and instructions
for sleep consolidation are provided. In MBTI, sleep consolidation is an adaption of sleep restriction therapy (Spielman, Saskin, & Thorpy, 1987) using mindfulness principles. In Session 4, mindful stretching and light yoga are introduced along with instructions for sleep reconditioning. In MBTI, sleep reconditioning is an adaption of stimulus control instruc- tions (Bootzin, 1972; Bootzin, Epstein, & Wood, 1991) using mindfulness principles. Similar to cognitive behavior therapy for insomnia (CBT-I), sleep consolidation and sleep reconditioning are the core behavioral components in MBTI. This chapter describes the lessons and activities in MBTI that guide participants through the process of reprogramming the brain for sleep.


Session 3: Paying Attention to Sleepiness and Wakefulness

Session 3 has three major themes. First, MBTI instructors should rein- force the participant’s meditation practice and introduce walking medi- tation as a means of expanding the practice to become aware of the body in motion. Second, instructors should provide information to guide par- ticipants on discerning the state of sleepiness from other states such as fatigue or depression. Finally, instructors should provide instructions

 (
EXHIBIT
 
6.1 
)
Session 3 Outline
Theme: Paying Attention to Sleepiness and Wakefulness Objectives
1. Reinforce participants’ meditation practice and introduce walking meditation.
2. Explain concepts of sleepiness, fatigue, and wakefulness.
3. Provide instructions for sleep consolidation.
Activities
1. Meditation Practice and Inquiry
a. Walking meditation
b. Body scan
c. Inquiry and discussion of meditation practices
Key Point: Introduce walking meditation as a means of mindful movement.
2. Insomnia Didactics and Strategies
a. Provide instructions for sleep consolidation.
Key Point: Make the connection between the awareness of sleepiness and using this awareness to follow sleep consolidation instructions.
Homework for Session 3
1. Complete sleep and meditation diaries.
2. Alternate walking meditation and body scan for at least 6 days (30 minutes per day).
3. Follow the sleep consolidation program.




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

WALKING MEDITATION
Following the structure established in Session 2, the first hour of Ses- sion 3 is spent on the meditation practice. In Session 3, MBTI instruc- tors should begin by introducing the walking meditation. The purpose of this meditation practice is to bring mindful awareness to the process of walking. When introducing the walking meditation, it might be help- ful to first ask participants to describe how they normally walk. Most people will have difficulty describing details about walking because 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.
During the period of inquiry following the first walking meditation, it is important to allow the participants to process their first experience

 (
EXHIBIT
 
6.2 
)
Walking Meditation

Notes: The walking meditation is introduced as a means of mindful movement, allowing par- ticipants to expand the repertoire of meditations and also to begin discovering mindfulness with the body in motion. To prepare for a walking meditation, instructors should first make sure that there is space for participants to walk around without bumping into objects or each other. If the situation allows, walking meditation can be done outside. If space is tight, it is sometimes possible to have participants walk around their mats or around a table. Also,
instructors should engage in the walking meditation practice with the participants. The typical duration of this meditation is about 20 to 30 minutes.
Instructions:
1. Begin by having participants start in a mountain pose with feet about shoulder-width apart, hands straight down the sides, and the eyes looking straight ahead or slightly downward.
2. Have participants take a mindful breath and take a moment to notice any thoughts, feel- ings, and physical sensations that are present. This can be done with the eyes open or closed.
3. With eyes open, instruct participants to very slowly take one step forward, paying attention to sensations created with this first slow step.
4. Slowly, have participants take another step, then another, while bringing full awareness to the body in motion.
5. Have participants continue on their own, taking intentional slow steps. During the first walking meditation, instructors can provide periodic guidance on certain issues that often arise. For example, noticing what happens when we lose our balance while walking slowly or how the mind tends to jump to something other than walking. If these occur, just gently redirect the attention back to walking.
6. After a few minutes, participants can be encouraged to explore walking in different ways— backwards, sideways—or at a different pace.
7. End the walking meditation after about 20 to 30 minutes by ringing the bells.
Additional instructions and variations:
1. If weather permits, the walking meditation can be done outside.
2. Ask participants to pay close attention to their balance and note what happens when their mind has wandered.
3. Walking meditation is a reminder that we can generalize meditation exercises to various aspects of our daily lives without adding to the time constraints of our busy schedules.




with the walking meditation. Quite often comments will come up, such as “I don’t think I have ever paid that much attention to walking” or “That was really annoying to walk so slowly.” During this period of inquiry, instructors might ask the following questions:
❚ Did you notice anything different or new about the way you walk?
❚ Was it difficult to maintain balance? how is this different from the way you normally walk?
❚ how do you think walking this way might help you cope with insomnia?

Again, the purpose of the walking meditation and the discussion is to help participants recognize the contrast between their normal way of walking and practicing walking with mindful awareness.
Some participants prefer walking meditations over sitting medi- tations because they find it easier to maintain attention when there is something to focus on, such as movement. Others find the walking med- itation difficult because they are not accustomed to walking so slowly or they find it difficult to maintain attention on a concept such as move- ment. If participants begin to express preferences regarding meditation types, gently encourage them to just follow the recommended practice without judging. Instructors should avoid trying to “push” participants toward one meditation or another but, instead, should allow partici- pants to explore on their own what they can learn about themselves with each of the meditation practices. In the spirit of nonattachment, there is no preference for the type of meditation practice, but simply that one practices meditation.
After the period of inquiry for the walking meditation, a quiet medita-
tion should follow. If time is short, instructors can lead a 15- to 20-minute sitting meditation. If more time is available, a full body scan meditation can be conducted. Starting from Session 3, the period of meditation usu- ally involves one quiet and one movement practice. MBTI instructors can choose to manage the amount of time spent in each meditation and also the types of meditation. The recommended outline is provided as a sug- gestion in terms of what has worked well based on previous experience and other mindfulness-based programs. The didactic portion in Session 3 consists of discerning the state of sleepiness and providing instructions for sleep consolidation.

DISCERNING ThE STATE OF SLEEPINESS
In MBTI, the discernment between sleepiness and fatigue (or other states of wakefulness) is vital for using mindfulness skills to work with insom- nia. Recall from Chapter 1 that sleepiness represents a true physiological need for sleep. Therefore, it is an internal signal from the systems in the brain that provides important information about the brain’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- vide guidance on managing sleep-related behaviors at that moment. For example, the presence of sleepiness is an indicator for going to bed, and the absence of sleepiness while in bed at night can be an indicator to get 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.
how does meditation aid in recognizing the state of sleepiness? During mindfulness meditation practice, awareness can be directed

to discern sensations associated with sleepiness from fatigue or other states of wakefulness. The principles of nonjudgmental awareness still apply—the goal is to not look for sleepiness. Nor are the sensa- tions of sleepiness preferred over the sensations of fatigue. Instead, mindfulness practice allows one to examine what is present and to perceive the nature of those sensations with clarity. Discerning these sensations will allow for a more intentional response. The presence 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 stop an 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 first step in using mindful awareness to regulate sleep-related thoughts and behaviors.
Taking mindful action within the MBTI program involves the use of behavioral strategies for insomnia based on discerning the state of sleepiness. These strategies have been previously developed and tested as stand-alone treatments for insomnia and are also delivered as components of CBT-I. however, the use of mindful awareness in MBTI to recognize sleepiness is uniquely integrated into the behav- ioral strategies. Although both stimulus control and sleep restric- tion include instructions of not going to bed until sleepy, there is no explicit strategy or activity for teaching the patient how to identify the state of sleepiness. Anecdotally, some CBT-I therapists will pro- vide information in a didactic manner to help patients understand the concept of sleepiness. Whereas a conceptual understanding of sleepiness can be useful for some people, others are not able to really understand the concept until there is an opportunity to have first- 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 having a conceptual understanding of these sensations. The role of 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.

SLEEP CONSOLIDATION
Sleep consolidation is a behavioral strategy for systematically adjusting the 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 more likely 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- rently experiencing. Although this might initially lead to less total sleep time (TST), restricting TIB takes advantage of the homeostatic drive to sleep, such that the increased sleep drive serves to reduce the total wake time in bed. Gradually, TIB is systematically expanded as the patient experiences less total wake time.
Before providing specific instructions, MBTI instructors should con-
vey three important points for following the sleep consolidation pro- gram. First, consistency with the instructions is vital. Much like making any change to a habit, a commitment to implementing the change can help promote adherence, even when the conditions are not desirable. This is especially true when the patient experiences a night of poor sleep and the desire to adjust the following night’s bedtime or wake-up time is particularly tempting. Second, it is possible that participants will experience some daytime sleepiness or fatigue during this process. 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 take appropriate action to avoid operating motor vehicles or other potential consequences of daytime sleepiness. The third point is to ease 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 permanent sleep schedule. Instructors can reduce these fears by explain- ing that sleep consolidation is a dynamic process and the schedule will be revisited weekly and adjustments made as their sleep patterns begin to change.
In MBTI, sleep restriction instructions have been modified to align
with the principles of mindfulness (see Exhibit 6.3 for a summary of these instructions). Establishing the importance of a regular and consistent rise
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EXHIBIT
 
6.3 
)
Instructions for Sleep Consolidation Program

Notes: It is important to help each participant choose a rise time and a bedtime that are rea- sonable and have a good chance to succeed. In doing so, have the participant consider both ends of the window. He or she may initially decide that 7:00 a.m. is a desirable wake-up time. However, if the initial time in bed (TIB) prescription is 6 hours, this rise time would result in an earliest bedtime of 1:00 a.m. Upon discovering this fact, the participant may wish to select an earlier wake-up time so that bedtime can be earlier during the night. The instructor might want to do this during the large group discussion or go around the room and help each dyad. Also note that compliance with the TIB prescription will usually be best when the participant takes an active role in selecting the sleep window. The instructions below can be used with Handout 5 in the Appendix.
Instructions:
1. Begin with establishing a regular rise time (or wake-up time). Emphasize that this is a fixed time, regardless of the amount of sleep or how one feels upon waking up. It is best to choose a wake-up time that is reasonable for the individual and fits his or her lifestyle. Once a wake-up time is selected, it will be maintained for the next week, including weekends or off days. Instructors can refer to Handout 5 as a guide to help explain the instructions and answer questions about establishing a regular wake-up time.
2. Determine the sleep window, which will be the amount of time allowed to spend in bed. To determine the initial TIB window, the average total sleep time (TST) reported by the patient on his/her current sleep diary is calculated. Subsequently, the initial TIB window is determined using the formula: TIB  average TST  30 minutes. Adding 30 minutes to the average TST allows for normal sleep onset latency and brief nocturnal arousals. Handout 5 also shows the formula to determine the sleep window.
3. Once the sleep window is determined, remind participants that TIB is anchored by the rise time in the morning and a recommended bedtime at night. If this timing does not seem reasonable to the participant, discuss possible adjustments. Keeping a tighter window (i.e., shorter TIB) is usually preferred because it provides the best opportunity to decrease wakefulness.
4. Review sleep consolidation instructions if necessary and see if there are any questions. Then break into pairs or small groups to allow participants to discuss setting their own sleep window. Come back and discuss each person’s sleep consolidation schedule.




time (i.e., time getting out of bed to start the day) is the first step. This rise time does not need to be earlier than the current wake-up time, but the consistency of getting out of bed at this time is emphasized. Sometimes “negotiations” will happen, as it is important to strike a bal- ance between a rise time that is more consistent with the participant’s circadian rhythm and one that can be feasibly sustained on a regular basis. My approach is to select a schedule that balances the likelihood of 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, then a sleep window is discussed as the period for time in bed (TIB). The instructions for calculating this sleep window are typi-

cally based on TST averaged across the most recent week (or 2 weeks) reported in the patient’s sleep diaries. Thirty minutes are then added to the average TST, to come up with the recommended TIB. For example, if the average TST on the sleep diary is 5 hours, then the TIB would be
5.5 hours, or 330 minutes in bed. Once the window is established, it is crucial to emphasize that the beginning of the sleep window is not a set 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 appropriate to go to bed. however, if the beginning of the sleep window arrives and sleepiness is not yet present, then bedtime should be delayed until these sensations emerge. It is possible to engage in a meditation practice 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 when to go to bed, rather than external cues, such as the clock, that are not directly related to the probability of falling asleep. It is important to note that if sleepiness emerges before the sleep window, 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 placement of the sleep window might need to be adjusted to account for lifestyle preferences, work schedules, or school schedules. It is also important to emphasize that the initial goal of sleep consolidation is to decrease total wake time rather than to increase TST. For safety reasons, TIB is usually not reduced to less than 5 hours. Even if participants have an average TST below 5 hours, limiting TIB below 5 hours might lead to excessive daytime sleepiness that could put the participant at risk for accidents or adverse events related to sleepiness. Therefore, caution is warranted for these participants by keeping the minimum TIB at 5 hours. 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.
In MBTI, instructors should first provide the rationale and instruc- tions for sleep consolidation and then allow participants to choose their 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 the instructions correctly or if the schedule is clearly not helpful. Instructors should encourage participants to manage their own sleep consolidation program for several reasons: (a) doing so establishes an opportunity to further discover sleep in a manner consistent with the

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 remind participants to 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.

hOMEWORK FOR SESSION 3
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, participants are 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.


Session 4: Working With Sleeplessness at Night

The first theme for Session 4 is to teach participants mindful movement 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 strategy for working with sleeplessness at night. See Exhibit 6.4 for an outline of Session 4.

YOGA OR MINDFuL STRETChING
The movement meditation for Session 4 involves either light yoga or gen- tle stretching. The choice of which meditation practice to lead depends on the instructor’s background and comfort with these practices. Much like mindfulness-based stress reduction (MBSR), the practice of yoga in MBTI is not meant to replace or teach formal yoga practices. The pur- pose is to bring mindful awareness to the body as it moves and stretches in different poses. Since many participants will not have had experience 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.

 (
EXHIBIT
 
6.4 
)
Session 4 Outline
Theme: Working With Sleeplessness at Night Objectives
1. Provide instructions for mindful movement.
2. Review sleep consolidation and provide instructions for adjusting the sleep window.
3. Provide instructions for using sleep reconditioning to work with sleeplessness.
Activities
1. Meditation Practice and Inquiry
a. Introduce mindful movement and stretching (light yoga)
b. Sitting meditation
c. Inquiry and discussion of meditation practices
Key Point: Introduce yoga/light stretching as a mindful movement practice.
2. Insomnia Didactics and Strategies
a. Review progress with initial sleep consolidation and make adjustments as needed.
b. Provide instructions for sleep reconditioning.
Key Point: Provide rationale and instructions for sleep reconditioning. Emphasize the connections with the ongoing practice of awareness of sleepiness and wakefulness.
Homework for Session 4
1. Complete sleep and meditation diaries.
2. Alternate mindful movement and sitting meditation for at least 6 days (30 minutes per day).
3. Follow sleep consolidation and sleep reconditioning instructions.




The gentle stretching is a series of stretches that I developed on the bases of my own movement meditation practice and my experi- ence as a personal trainer. The purpose is similar to that of hatha yoga, 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, but I do not have any formal training in yoga myself. The set of stretches that I have used in MBTI is listed in Exhibit 6.5.
Instructors should pay attention to a few issues when leading yoga 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 and accurate so that participants know what to do without having to look at the instructor all the time. The instructor might first need to practice alone or lead a mindful movement session with family or friends before leading a class. Second, it is important to encourage par- ticipants to be conservative and to listen carefully to their own bodies. Emphasis is placed on mindfulness and approaching one’s limits with
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EXHIBIT
 
6.5 
)
Mindful Movement Exercises

Notes: Before starting the mindful movement exercises, remind participants to keep in mind the principles of mindfulness. This includes approaching this as a “non–goal-oriented exer- cise” by keeping a perspective of acceptance, non-striving, and beginner’s mind. Also, remind participants to pay attention to their bodies and work within their limitations. Note the limitations, and do not push beyond the body’s capabilities at this time. On the other hand, encourage participants to gently explore their limits and the body’s capabilities right now, not what it used to be. Be aware of instances where pain or injury to the body in the past has led to protecting ourselves by backing off or restricting movement.
Sample exercises for mindful stretching and moving:
While standing
1. Mountain pose
2. Neck rolls
3. Shoulder rolls
4. Arm circles
5. Stretching upward and slowly let the arms down to the side
6. Gentle twist from side to side
7. Squats or deep knee bends
While on hands and knees on the mat
1. Cow pose (inhale, head looks up, curve in the lower back, toes curl in)
2. Cat pose (exhale, head looks in, toes point out, round back)
3. Stretch shoulders and back
While lying on the mat
1. Corpse pose (palms facing up, stretching body out)
2. Stretching—hamstring, (each leg), hip flexors (each leg), arms outstretched (back and shoulders)
3. Bridge—arching the back and doing the bridge




gentleness. Therefore, participants should avoid any postures they feel would cause injury or a setback, and they should be instructed to experiment very cautiously when in doubt. Instructors should pay particular attention to people with lower back or neck problems and to people with general chronic pain. Finally, it is important to maintain the principle of nonjudgmental awareness. Participants might comment that they are not doing a pose or stretch correctly by saying, “I can’t seem to do this pose” or “I am not flexible enough to do this stretch.” If such comments are made, instructors can remind participants that there is no right or wrong way to meditate. As long as participants are bringing mindful awareness to their body’s movement and limits, then they 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 have had the opportunity to experience the complete set of guided med- itations for MBTI. Moving forward, the first hour of MBTI consists of two meditation practices, typically one quiet meditation and one movement meditation. MBTI instructors can select which meditations seem most appropriate given the dynamics of the class. Instructors might also vary 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 ThE SLEEP CONSOLIDATION WINDOW
The insomnia-related didactic portion of Session 4 should start with a review of the sleep consolidation schedule that was assigned in Session 3. This review will continue in Sessions 5, 6, and 7, so it is important to set a precedent for how to review the schedule and make changes. The sleep consolidation program is reviewed on a weekly basis using the partici- pant’s sleep diaries to discuss progress and the need to make adjustments to the sleep window. It is very important to review progress and reinforce the concepts of sleep consolidation when they return after the first week of following the sleep window. This allows the instructor to examine how consistently participants have adhered to the sleep window. First, consis- tency of the rise time is important to monitor. Because many people with insomnia are used to sleeping in whenever they can during weekends or days off work, consistency on these days is especially important for the instructor to review. If participants are hesitant about getting out of bed or complain that they are not likely to “make up for lost sleep,” it is important to remind them that the inconsistency is likely to confuse the brain. Much like training a pet, consistency is important for the brain to understand that we are trying to establish a fixed rise time. Delaying the wake-up time by more than an hour can create the effect of social jet lag that was described in Chapter 1. The result is an inconsistent rhythm that mimics travel across several time zones during the weekend or off days.

A second common mistake is that participants think that the begin- ning of the sleep window is the time they should be going to bed, and hence they continue to experience prolonged sleep onset latency 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 sleep consolidation schedule. If this is the case, then it is important 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 mental and physical states at that time. If sleepiness is not yet present, it is better to 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 show that the individual is spending only 6 hours in bed, as agreed on for the sleep window. however, review of the diaries indicates that on Monday night the 6 hours occurred between 12:00 a.m. and 6:00 a.m.; on Tuesday night the 6 hours occurred between 1:00 a.m. and 7:00 a.m.; and on the weekends the 6 hours occurred between 3:00 a.m. and 9:00 a.m. It is important to reinforce the importance of keeping the timing or position of the window steady. If it moves several hours, 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 explain that following the sleep consolidation window at the same time removes the “thinking” behind deciding how to compensate for poor sleep and instead, remaining steady with the sleep window actually helps to cultivate self-efficacy regarding sleep. Rather than continu- ing to chase sleep or reacting to sleep disturbance, the sleep consolida- tion schedule is designed to provide the optimal conditions for sleep to occur during a prespecified window. Over time, this allows the brain to become reprogrammed for sleep.
The concept of sleep efficiency is usually introduced in Session 4 during the review of the initial sleep consolidation schedule. Sleep effi- ciency is explained to participants as a way to calculate how efficiently

we are spending our time in bed. The formula for sleep efficiency (SE)
is SE  TST  100
TIB
As can be seen from the formula, sleep efficiency is a percentage of actual sleep time during the time spent in bed. Optimizing sleep effi- ciency is one of the goals of the sleep consolidation program. Often par- ticipants are anxious or skeptical, believing that spending less time in bed results in decreased TST, thus their sleep efficiencies remain low. however, sleep research indicates that spending less time in bed increases the homeostatic pressure for sleep, thus increasing the likelihood of sleeping (Spielman et al., 1987). Although there might be an occasional night during which TST is indeed low, it is highly unlikely that this trend would continue over several nights. Furthermore, sleep efficiency is an index that is partly controllable (TIB), whereas attachment to total sleep time is likely to remain unpredictable and uncontrollable. In this way, the sleep consolidation program can promote a shift in sleep-related metacognition.
After explaining the concept of sleep efficiency, the instructor should demonstrate how this can be calculated from the sleep diaries. It is help- ful to bring calculators to this session. Participants are instructed to cal- culate their sleep efficiency for each night of the last week and then take 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 window are provided in the Appendix, handout 6.) In general, the inter- pretation of sleep efficiencies fall into categories that are similar to the As, Bs, and Cs on school exams. Changes to the sleep window are nor- mally made in small increments, either 15 minutes or 30 minutes, at most. The sleep window is increased for participants who report sleep efficien- cies in the “A range” (sleep efficiency 90% or higher), accompanied by a self-report of feeling sleepy during the day. Together, these are indica- tors that the participant’s sleep drive is high and they are likely getting insufficient sleep. The instructor then discusses whether the additional time should be added at the beginning of the sleep window or at its end. Determination for where to add the additional time depends on several factors, including lifestyle preferences, work schedules, considerations for children’s or a partner’s schedules, as well as a person’s chronotype (i.e., his or her preference for morning or evening activities). Frequently, the decision is made on the basis of practical considerations. For example, a working adult who must get out of bed by 6:00 a.m. each weekday morn- ing will need to add the 15 minutes by advancing the bedtime 15 minutes earlier. Determination for the amount of time to add depends on the degree of sleepiness and clinician judgment as to the likely benefit of an increased window. One rule of thumb to follow is that the tighter the

sleep window, the faster the results usually happen. Spending less time in bed allows the sleep drive (Process S) to accumulate over a longer period of wakefulness, resulting in a more potent appetite for sleep. In essence, this is a controlled form of partial sleep deprivation, which increases the probability that the sleep system will generate a high sleep efficiency dur- ing the sleep window. however, it is also more difficult to remain consis- tent in following a tighter sleep window. The wider the sleep window, the easier it is to follow, but the results might not happen as quickly. Clinicians should use these considerations to discuss with participants and come to a mutual agreement. Gaining the participant’s perspective and participation in making the decision together will increase the likeli- hood that the participant will adhere to the schedule.
If the participant has a sleep efficiency in the “C range” (sleep effi- ciency less than 80%), the sleep window is normally reduced by 15 or 30 minutes. Sleep efficiencies in this range reflect that the window is still too wide and sleep is not sufficiently consolidated. If participants are reluctant to reduce TIB, it might be helpful to remind them that this is a temporary tool and that once sleep efficiencies increase, TIB can be increased. Recall that the minimum TIB is usually 5 hours because of safety concerns related to excessive daytime sleepiness. Even if partic- ipants have low sleep efficiencies with this amount of time in bed, it might be prudent to allow them to remain at the same sleep schedule for another week. Another option for these participants is to combine sleep consolidation with sleep reconditioning (which is described subsequently). If the participant has a sleep efficiency in the “B range” (less than 90% and 80% or higher), the sleep window is usually kept constant for 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 are willing to reduce TIB in an effort to improve sleep efficiency more quickly. This is permissible, but the decision should be made with the patient’s approval to enhance motivation. Instructors can use discretion
as to whether or not the patient is ready to make adjustments.
After they receive instructions for how to make changes to their sleep window, participants are encouraged to discuss in pairs or small groups how they wish to implement these changes during the next week. After 5 to 10 minutes of discussion with their partner, each participant reports to the 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, symptoms of mania or depression). As with the period of inquiry, the MBTI instructor should listen mindfully as each participant provides an update and should not interfere unnecessarily with the participant’s selected schedule.

The sleep consolidation program can be a powerful behavioral strategy within MBTI. Yet, it can also facilitate metacognitive shifts in several ways. First, directing attention to sleep efficiency rather than TST provides a shift in the conceptualization of sleep needs. By shift- ing thoughts away from TST—a sleep parameter that is not directly controllable—and toward sleep efficiency, a sleep parameter in which TIB can be controlled, participants learn to bring attention to how they are using their TIB rather than to how much they are sleeping. For example, sleep efficiency can be increased by reducing TIB, even if TST remains the same. It also reinforces the principles of nonattachment 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 fill up that window every night, establishing a regular window pro- vides a greater probability of sleep occurring during this period. 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 discovering one’s sleep needs within a scheduled window. The process of adjusting the sleep window serves as a self-directed experiment to determine one’s own sleep timing and sleep needs. Rather than relying 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 the shoe that fits the average person. These explanations can also serve as ways to create metacognitive shifts and reduce secondary arousal in the context of insomnia.

SLEEP RECONDITIONING
The third major theme of Session 4 is to introduce the instructions for sleep reconditioning. Many people have heard that it is best to get out of bed if they cannot sleep. Some might have tried it on a few nights but found that it was not helpful. Others worry that it will make their sleep problem worse. Most people do not understand the theory and rationale behind these instructions, which come from a behavioral intervention known as stimulus control (Bootzin, 1972; Bootzin, Epstein, & Wood, 1991). This intervention was first introduced in Chapter 2 and is based on the theory of conditioned arousal. In the context of normal sleep, the bed and bedroom serve as cues, or stimuli, that are associ- ated with relaxation, sleepiness, and security, which promote sleep. 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 of the night becomes more frequent, frustration and anxiety emerge while the person is lying in bed trying to sleep. Over time, the feelings

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 anxiety in which the condition (bedroom) to perform (go to sleep) creates anxiety 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 unable to sleep and returning to bed only when sleepy. As an extension, the bed is not used for anything except for sleep. For example, eating, working, and watching TV in bed are prohibited. The one exception to the rule is sexual activity. Finally, the wake-up time should be fixed, regardless of the amount of sleep obtained during the night. Over time, 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 of mindful- ness principles. Instructions for sleep reconditioning are provided in the Appendix (handout 7), which should be given to participants. Similar to providing instructions for sleep consolidation, it is paramount for MBTI instructors to emphasize the importance of recognizing the state of sleepiness when following the instructions for sleep recondition- ing. Without understanding the sensations associated with sleepiness, the sleep reconditioning instructions would not be effective because of 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 discern it from other states, such as fatigue or depression. Once again, aware- ness becomes the platform for deciding how to engage in sleep-related behaviors. In this case, awareness of sleepiness helps to determine whether one is ready to go to bed, which is based on the presence or absence of sleepiness at that moment. If sleepiness is not present when 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 out of sleep mode, one should engage in a soothing, relaxing activity for the sake of enjoying the activity, not for the sake of enabling a return to bed. Staying in dim light can also avoid disturbances to the circadian sys- tem (Process C). It can be difficult to find an activity to do in the middle of the night without wanting to go back to bed. Some activities that patients have found to be helpful include knitting, crochet, or reading something light (e.g., magazine, comic book). One common mistake in implementing these instructions is to use a boring activity, as opposed

to a soothing activity, and to simply count the minutes (or hours) before one can return to bed. A patient once told me that he would get out 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 for having to read the phone book to fall asleep!” Clearly, this patient’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 to bed when sleepy. Again, awareness of the sensations of sleepiness 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, using a portable electronic device (e.g., laptop, tablet, cell phone), eating, studying, or doing work.
MBTI instructors should be cognizant of a few important issues related to delivering sleep reconditioning instructions. First, the impor- tance of following these instructions consistently should be emphasized. Furthermore, it should be emphasized that these instructions can be used more than one time per night. Much like sleep consolidation, inconsis- tent application of this technique is not likely to yield consistent changes in sleep. In some cases, it might be better to allow participants the option of choosing to follow the sleep reconditioning instructions or the sleep consolidation window. A guiding principle for making this decision is that the sleep window is an a priori decision, such that the window is set for the entire week. This might be more helpful for participants who are still experiencing persistent sleep difficulties on a nightly basis. Sleep reconditioning instructions can be implemented on a conditional basis, if sleep problems occur on any given night. Thus, participants who have a more variable pattern of sleep disruption might prefer to follow sleep reconditioning instructions, as they only have to implement them on the nights were sleep disruption is significant. For example, a participant who experiences prolonged awakenings in the middle of the night three nights out of the week, but not on the other nights, would only have to use sleep reconditioning on those three nights.
A second consideration is to discuss what activities are permissible when getting out of bed. The question of reading and watching televi- sion is a very common one. In the spirit of mindfulness, I normally sug- gest that the activities can vary between individuals, but the important

principle is to find something soothing and pleasant and not something that promotes sleep effort. Frequently, this leads to the question of prac- 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 to understand the principles and seems to be able to apply the principles 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- vided insight into this question. Zwart and Lisman (1979) conducted a study of 47 undergraduates assigned to stimulus control (all instruc- tions), temporal control (lie down only when sleepy, rise at the same time each day, do not nap), noncontingent control (a fixed number of risings from bed within 20 minutes of going to bed), countercontrol (sit up in bed and read, watch TV, etc., if unable to sleep), or no treatment. They found countercontrol as effective as stimulus control, suggesting that doing a different activity when unable to sleep is sufficient to elimi- nate the association of the bed as a cue for arousal. Therefore, it seems that the important “ingredient” of sleep reconditioning is to “get out of sleep mode” rather than getting out of the bed.
Similar to the activity for sleep consolidation, it can be useful to have participants 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 or when they will choose to get out of bed. Instructors should provide guid- ance without specifically telling the participants what to do. Again, this follows a patient-centered approach to facilitate mindful discovery of how these strategies can be implemented in their individual situations.

hOMEWORK FOR SESSION 4
The homework assignment for Session 4 is to alternate mindful move- ment with sitting meditation for 30 minutes a day, at least 6 days out of the week. In addition, participants are asked to follow the changes to 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 behavioral components.

By the end of Session 4, participants will have experienced at least 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 the concept of metacognitions might be discussed during some of the behav- 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 term shift to 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 shifts in metacognitions can open up opportunities to see the problem of insomnia from different perspectives. In Ses- sion 5, the territory of insomnia is introduced to participants as a 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 with thoughts and feelings related to insomnia. Participants
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closely examine the way they approach both sleeping and waking stress, and when possible, find ways to shift out of a reactive mode that brings mindfulness into their daily lives. Furthermore, identification of personal values 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 using the mindfulness skills and practices that have been taught during the first half of MBTI.


Session 5: The Territory of Insomnia

ThE hALFWAY POINT
Session 5 marks the halfway point in the MBTI program. By this time, 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 the behavioral strategies and be implementing sleep consolidation and sleep reconditioning at home.
Session 5 has three major themes. First, the halfway point offers an opportunity to reinforce the meditation practice and to encourage participants to recommit to the practice of meditation for the second half of the program. Second, continued discussions should occur about how to adjust the sleep consolidation and sleep reconditioning pro- grams during the insomnia-related didactic portion of the session. The third theme is to introduce the concept of the territory of insomnia. The territory of insomnia serves as a model for making metacognitive shifts, 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.

MEDITATION PRACTICE AND PERIOD OF INQUIRY
The meditation practice follows the structure for a movement medita- tion and a quiet meditation that was established during the first half of MBTI. Instructors might begin to experiment with subtle shifts in leading the meditation practice. For example, instructors might provide less guid- ance during a sitting meditation and encourage participants to explore whatever arises in the mind and body on their own. This is sometimes
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Session 5 Outline
Theme: The Territory of Insomnia Objectives
1. Encourage participants to make a recommitment to the meditation practice.
2. Discuss how to make adjustments to sleep consolidation and sleep reconditioning.
3. Explain the concept of the territory of insomnia.
Activities
1. Meditation Practice and Inquiry
a. Movement meditation (walking meditation or mindful movement and stretching)
b. Quiet meditation (body scan or sitting meditation)
c. Inquiry and discussion of meditation practices
d. Review of meditation practice at halfway point
Key Point: Encourage participants to deepen their meditation practice.
2. Insomnia Didactics and Strategies
a. Introduce and discuss the concept of the territory of insomnia.
b. Review progress with sleep consolidation and make alterations as needed.
c. Review progress with sleep reconditioning and reinforce instructions as needed.
Key Point: Encourage participants to recognize that insomnia is more than just a problem of not sleeping at night.
Homework for Session 5
1. Complete sleep and meditation diaries.
2. Alternate between a movement meditation (mindful walking, yoga) and quiet meditation (sitting meditation, body scan) for at least 6 days (30 minutes per day).
3. Continue with sleep consolidation and sleep reconditioning instructions.



called a choiceless awareness meditation in which there is more silence and space for participants to provide self-guidance during the medita- tion practice. This is one way to “take off the training wheels” during the meditation practice and allow participants to practice self-guided medi- tations. Ultimately, participants should be able to conduct self-guided meditations rather than relying on guidance from an instructor or digital media for every meditation practice.
During the period of inquiry in Session 5, instructors should spend time checking in with participants to determine whether they are willing to recommit to continuing the meditation practice for the next 4 weeks. As they make this recommitment, participants can be reminded to let go of expectations for the second half of the program on the basis of the first half of the course. It is also an opportunity to practice beginner’s mind. Instructors can facilitate a discussion on what participants have learned thus far in MBTI or if they have noticed any changes since starting MBTI. As participants have been practicing meditation for a few weeks

at this point, many might begin to describe new discoveries of their 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’t know how it [sleep] would go. During the last 2 weeks,
I don’t think I have had that same feeling of anticipation [of not sleeping].
Others might report that they are noticing more variability in their sensations of sleepiness and fatigue across the day. An example of this is described in the following paragraph.
I used to feel sleepy and tired all the time, but I have noticed that 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 the evening. Not sure if things have actually changed or if I am just seeing it differently.
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 realized how 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.
Some participants might not report any new discoveries. In the spirit of practicing the mindfulness principle of nonjudging, instructors should acknowledge that it is fine not to have any new discoveries. This avoids inadvertently communicating to participants that having new discover- ies is desirable, which could be perceived as a value judgement. The key is to encourage participants to continue with their meditation practice and just watch and see what arises. As these observations indicate, par- ticipants will often learn something about themselves or gain a different perspective about their symptoms of insomnia. Metacognitive awareness is the starting point for making metacognitive shifts.

INSOMNIA DIDACTICS AND TROUBLEShOOTING
During the insomnia didactic portion of Session 5, adjustments to the sleep consolidation and sleep reconditioning programs should continue as discussed in Chapter 6. Some participants might voice difficulties in adhering to the instructions. For example, a participant from one group stated that the thought of getting out of bed in the middle of the night was “repugnant,” and he refused to do so. Others might have diffi- culty keeping a consistent wake-up time. The troubleshooting for these challenges can be done in small groups or pairs, followed by a group discussion. This allows participants to discuss their challenges with their

peers and work together toward finding solutions. During the trouble- shooting process, MBTI instructors should practice mindfulness prin- ciples and reinforce the rationale of the instructions when needed but otherwise allow participants to discover solutions on their own. 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 risk to the participant. For example, a participant who sets a sleep win- dow for only 4 hours might be at risk for excessive daytime sleepiness. Managing group discussions takes mindful practice to avoid wanting to immediately fix a sleep window that is not working for a participant. Often at least one group member will have seen improvements in his or her symptoms, and this person can then be very helpful in providing peer support and helping others problem solve. This scenario should be allowed to unfold organically; the MBTI instructor should not encourage one group member to help others.

ThE TERRITORY OF INSOMNIA
Recall from Chapter 4 that the territory of insomnia refers to the entire range of symptoms, behaviors, thoughts, and values that encompass the experience of chronic insomnia. I selected this term intentionally because the word territory is not commonly used to describe a health condition, much less a sleep disorder. It stands out as being awkward or unusual, and people will ask, “What do you mean by the territory of insomnia?” Addressing this question provides an opportunity to recon- sider the experience of insomnia from a mindful stance that is not bound by the criteria for insomnia disorders or the etiological models of chronic insomnia. This can involve a metacognitive shift and a prac- tice of beginner’s mind with regard to what insomnia means. Rather than just trying to sleep more or sleep better, seeing the entire territory of insomnia allows participants the opportunity to more effectively use the skills they have acquired during the initial phase of MBTI. This involves metacognitive shifts by relating to the problem of insomnia in 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 different way to step outside of the territory of insomnia and reduc- ing the attachment to wanting better sleep. On the basis of the meta- cognitive model of insomnia (Ong, Ulmer, & Manber, 2012), it directs the 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- rowed from mindfulness-based cognitive therapy (MBCT), in which the territory of depression is used as a means of reconceptualizing areas to apply mindfulness skills to prevent the relapse of depression (Segal, Williams, & Teasdale, 2002).

The territory of insomnia might not be an intuitive concept that participants can immediately understand. Therefore, it is helpful to have a group discussion when explaining this concept. Instructors can begin by asking participants questions related to insomnia to determine whether there are any changes in their conceptualization of insom- nia at this point in the MBTI program. Possible questions include the following:
❚ What does insomnia mean to you?
❚ has the meaning of insomnia changed since you started this program?
❚ Are there other areas in your life that you feel are related to insomnia?
It might be helpful to distribute a handout with the criteria for 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 drawing usually consists of a series of concentric circles, with sleep dis- 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 feelings of isolation, loss of confidence, urgency to fix the problem, or changes in social schedule. Allowing each individual to discover what falls under his or her territory of insomnia can provide a more compre- hensive map of different territories to work on that might be outside of sleeping at night. Following the larger group discussion, 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, participants should be asked to consider two questions:
(a) What is your territory of insomnia? (b) how might you approach
this territory in a mindful way?

hOMEWORK FOR SESSION 5
The homework for Session 5 is to alternate between a movement medi- tation (mindful walking, yoga) and a quiet meditation (sitting medi- tation, body scan) for at least 30 minutes per day, 6 days per week. Participants should also continue with their sleep consolidation and sleep reconditioning program based on any adjustments made during this session. Finally, participants should continue to log their activities into the sleep and meditation diary.
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The territory of insomnia. This picture is an example of how the “territory of insomnia” grows as the impact of sleep disturbance extends into other domains. In drawing the territory of insomnia, MBTI instructors should use spe- cific examples from participants in each domain. This illus- tration can serve as a reminder that it is possible to work on other layers of the territory of insomnia besides sleep.


Session 6: Acceptance and Letting Go

The major theme for Session 6 is to reinforce the concepts of working with thoughts and feelings in the territory of insomnia, with a particular emphasis on the principles of acceptance and letting go. The meditation practice and period of inquiry follow the same structure as in previous sessions. One variant that can be introduced during this session is to
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Session 6 Outline
Theme: Acceptance and Letting Go Objectives
1. Reinforce the principles of acceptance and letting go.
2. Explain how to use mindfulness skills to work with thoughts and feelings in the territory of insomnia.
Activities
1. Meditation Practice and Inquiry
a. Movement meditation (walking meditation or mindful movement and stretching)
b. Quiet meditation (body scan or sitting meditation)
c. Inquiry and discussion of meditation practices
Key Point: Continue to deepen the meditation practice and reinforce the mindfulness principles.
2. Insomnia Didactics and Strategies
a. Review the principles of acceptance and letting go and make connection with the territory of insomnia.
b. Review progress with sleep consolidation and make alterations as needed.
c. Review progress with sleep reconditioning and reinforce instructions as needed.
Key Points: Emphasize the principles of acceptance and letting go as metacognitive shifts and the relevance to working with the territory of insomnia.
Homework for Session 6
1. Complete sleep and meditation diaries.
2. Choice of meditation (mindful walking, yoga, sitting meditation, or body scan) for at least 6 days (30 minutes per day).
3. Continue with sleep consolidation and sleep reconditioning instructions.




invite participants to bring in a difficult thought, emotion, or body sensa- tion to work with during the quiet meditation. This variant can be done to highlight the concepts of acceptance and letting go, the major theme of this session. This can be very challenging for participants as most might feel that the meditation is supposed to cultivate positive emotions and find that bringing in a negative thought or sensation is undesirable. If this arises, the period of inquiry can be used to explore different ways to work with thoughts or sensations that are normally judged to be negative (e.g., pain, anxiety, depressed thoughts). See Exhibit 7.2 for the Session 6 outline.

ACCEPTANCE AND LETTING GO
The didactic portion of Session 6 is focused on the mindfulness prin- ciples of acceptance and letting go. These are two very important princi-

ples to cultivate and keep alive while working with negative emotional reactions in response to sleep disturbance. Thus far, participants have only been instructed to practice these principles during meditations; how these principles can apply to the context of insomnia and how they can be used to work with the territory of insomnia have not been discussed. 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 period of time before focusing on acceptance and letting go. Furthermore, these principles can be very helpful for participants who are practicing medi- 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.
The principle of letting go, or letting be, is actually inherent in many
of the meditation practices. For example, in the body scan we bring 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 problem solving of that area. Another example is paying attention to the breath. Each exhalation is a practice of breathing out and letting go of that breath. In the context of insomnia, sleep naturally unfolds by letting go of conscious activities or of trying to control thoughts in the mind. 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- ing away thoughts or clearing the mind. In mindfulness practices, we are not trying to empty the mind or prevent thoughts from occurring. Attempts to do so are fruitless because the mind will always find some- thing to latch onto. Instead, letting go is a way to allow thoughts to be as they are and to allow them to run their course. When thoughts are intentionally allowed to come in and out of conscious awareness without engagement, they are likely to eventually subside. This might seem like a counterintuitive approach to just allow thoughts to be pres- ent rather than to make them go away, but this is what happens when one is a trainspotter of the mind. Instructors might want to conduct a trainspotting meditation to help reinforce this message.
The principle of acceptance is also very important when working mindfully with the territory of insomnia. Although it might seem rea- sonable to expect that using the tools learned thus far should result in sleep improvements, sometimes the improvements do not happen

as quickly as desired. As one might have noticed, the brain is quite a resilient organ and it still allows us to function even if we have been sleeping very little. Accepting that sleep may not happen exactly when desired, or for as long as we would like, is a key component of working with the territory of insomnia. At night, it can serve as a reminder to get out of bed when the mind and the body are not yet ready for sleep. During the day, accepting that we do not always function at full alertness can help to reduce the distress that might otherwise be an automatic reaction to little sleep.
One question that frequently arises during the discussion on accep- 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 embrace what is happening. The difference is that mindful acceptance is an intentional choice, whereas giving up is a forced choice. One is choos- ing to actively respond by allowing or letting the feeling or experience happen rather than automatically avoiding, fixing, or being at the mercy of the unpleasant feeling. This shift toward an active approach can lead 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 fix or solve things and that the urge to fix something often adds a layer of stress. Acceptance provides another way to relate to the problem. This metacognitive shift often leads to a deeper understanding of the problem and allows creative solutions to emerge.
In a previously published article (Ong & Sholtes, 2010), my colleague and I described a case study of one participant in an MBTI program who had a breakthrough during the Session 6 discussion on acceptance and letting go. The patient was struggling to clear her mind at night and was frustrated that these thoughts kept returning. The dialogue that follows was adapted from Ong and Sholtes (p. 1188) and provides an example of how a therapist can lead the discussion on letting go and acceptance.
Participant 1: I still don’t get how letting go works. During my meditations, I have been trying to clear my mind and sometimes I can keep it blank for a while but it always seems to come back.
Participant 2: Yes, I have that same problem. No matter how hard I try to let go, it keeps coming back. Then I feel like I am doing something wrong.
Instructor: So it sounds like there is effort to make the thoughts go away.
Participant 1: Yes, and if my mind keeps running around, then it is difficult to just say to myself, “accept this.” It’s

like I can’t control anything and then just saying forget it!
Instructor: I wonder what it might be like to work with these thoughts in another way. Rather than using effort to force these thoughts out, what if you just allowed them to be.
Participant 1: Then they certainly won’t go anywhere, and I’ll be in the same place.
Instructor: Perhaps, or you might find that the same thoughts that keep coming back will sometimes go away on their own. They might eventually find their way back too! In other words, thoughts will come and go, but forcing it to go in one direction is like trying to reverse the flow of a powerful river.
Participant 1: So you are asking me not to try to clear my mind of these thoughts?
Instructor: I am asking you to see what happens when you just let your thoughts run their course. 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 it is letting go of the effort of forcing these thoughts to go in a certain direction.
Participant 1: hmm . . . that’s different than what I’ve been doing.
Participant 2: I never quite saw it that way either, but I’m starting to see what you are talking about.
Instructor: See what happens when you practice letting go of your desire to clear your thoughts in this way during your meditations this week. Every time the thoughts come back is another opportunity to practice letting go!
In this discussion, the instructor reinforces the principles of acceptance 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- tors should ask participants to discuss one or more of these questions:
(a) What do you think people with insomnia avoid? (b) Why do we cling to thoughts or behaviors that we would rather change? Practicing the trainspotting exercise or reading the poem “The Guest house” from Rumi (Barks, 1995) are also ways to engage participants and reinforce the concepts of letting go and acceptance. This poem is also read in MBSR and MBCT and serves as an excellent example of how inviting all guests, good and bad, can be a wonderful and enriching experience. Practicing the principles of letting go and acceptance are examples of

the metacognitive shift that can allow one to work with the outer layers of the territory of insomnia.

hOMEWORK FOR SESSION 6
Following the discussion on acceptance and letting go, instructors should allow participants 10 to 15 minutes to review and discuss the sleep con- solidation schedules and sleep reconditioning program in small groups. Troubleshooting and discussions should be handled similar to Session 5. For the Session 6 homework, participants should continue with their sleep program, incorporating any adjustment to their schedule or instruc- tions on the basis of the discussion. They can also practice their choice of meditation (quiet or movement) for at least 30 minutes per day, 6 days out of the week.


Session 7: Revisiting the Relationship With Sleep

Session 7 continues the theme of metacognitive shifting by bringing atten- tion to the relationship with sleep and the concept of self-compassion. An activity called the nurturing/depleting activity is introduced as part of the discussion of self-compassion and self-care. This offers participants another way to manage energy and fatigue during the daytime that is not directly related to sleep at night. In addition, informal meditations are discussed as a means to incorporate mindfulness practices into daily life. The 3-minute breathing space is a brief, informal meditation that partici- pants can use outside of a formal meditation practice. See Exhibit 7.3 for the Session 7 outline.

MEDITATION AND PERIOD OF INQUIRY
Earlier, I discussed the progression of how quiet meditations are first introduced to bring awareness to the mind and body while being still. Next, I introduced movement meditations to bring awareness to the mind and body in motion. Whereas formal meditations involve setting aside 30 minutes from everyday tasks to practice the meditations, informal meditations involve bringing mindfulness principles into everyday tasks. This includes practicing mindful eating, mindful exercising, mindful par- enting, and even mindful working. This is the “end-game” of mindfulness practice; that is, it entails bringing the principles of mindfulness into
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EXHIBIT
 
7.3 
)
Session 7 Outline
Theme: Revisiting the Relationship With Sleep Objectives
1. Revisit the relationship with sleep.
2. Discuss self-compassion and self-care in the context of insomnia.
3. Encourage ways to incorporate informal mindfulness practices into daily life.
Activities
1. Meditation Practice and Inquiry
a. Movement meditation (walking meditation or mindful movement and stretching)
b. Quiet meditation (body scan or sitting meditation)
c. Inquiry and discussion of meditation practices, focusing on informal meditations
d. Introduce the 3-minute breathing space
Key Point: Encourage participants to begin the transition to broadening the meditation practice to include informal practices and to begin establishing a long-term plan for meditation practice.
2. Insomnia Didactics and Strategies
a. Discuss the relationship with sleep as a metacognitive shift.
b. Introduce the nurturing/depleting activities exercise as an act of self-compassion and self-care.
c. Review progress with sleep consolidation and make alterations as needed.
d. Review progress with sleep reconditioning and reinforce instructions as needed.
Key Points: Revisit the relationship with sleep as a metacognitive shift. Use the nurturing/ depleting activity to discover activities that are nurturing and activities that are depleting.
Homework for Session 7
1. Complete sleep and meditation diaries.
2. Choice of meditation with no guidance or CD for at least 6 days (30 minutes per day).
3. Continue with sleep consolidation and sleep reconditioning instructions.




our lives so that we are truly connecting with the moment-to-moment experience of living. Recall that in Session 1 (see Chapter 5), the eating meditation was the first meditation that was introduced in MBTI. After practicing formal meditations for several weeks, participants are brought back to informal meditation practices to help maintain mindfulness skills in their everyday living after the program.
In Session 7, instructors should reduce the formal meditation to about 20 minutes each, saving some time to introduce informal medita- tions. The 3-minute breathing space is an informal meditation that can be easily taught and can provide a structure for a brief meditation to ground oneself in the present moment. This “mini-meditation” was developed by Segal, Williams, and Teasdale (2002) as part of the MBCT program.

This informal meditation can gently bring attention to the breath and the current mental and physical state in three steps, each of which only takes about 1 minute. The purpose of the breathing space is to become grounded in the moment when we notice that acute stress is present or we notice that we are operating in automatic pilot mode. Gaining present-moment focus during times of stress or negative events puts one in a better position to take mindful action rather than make mind- less reactions.
As described in Exhibit 7.4, the first minute is spent cultivating present-focused awareness. This allows one to acknowledge and register the experience with whatever is present—pleasant or unpleasant expe- riences. The second minute is spent gathering and redirecting attention to the breath. Attention is intentionally brought to the process of breath- 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 might include the posture, facial expression, or physical sensations in the body. If discomfort or pain is present, the participant can be encouraged to just bring attention to that area and allow it to be, practicing the principle of letting go and acceptance. After approximately 3 minutes, the awareness is brought back to what the person was previously doing.
One point of emphasis is that the breathing space is meant to culti- vate mindfulness during stressful times. It is not meant to be used as an “escape hatch” to avoid the problem, nor is it meant to make one “feel
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EXHIBIT
 
7.4 
)
The 3-Minute Breathing Space

Notes: This brief meditation consists of three components (awareness, gathering and redirecting attention, expanding attention), each lasting approximately one minute.
Instructions:
1. Begin by having participants bring awareness to the present moment by adopting an erect and dignified posture.
2. Have participants close their eyes, if they choose. They may also do this meditation with their eyes open.
3. During the first minute, allow participants to acknowledge and register whatever thoughts, feelings, and sensations arise. Instructors can use prompts such as, What thoughts are present? What feelings are here? What bodily sensations are we noticing?
4. During the second minute, have participants gather and redirect attention to their breath- ing. Have participants note the sensations associated with each inhalation and exhalation.
5. During the third minute, encourage participants to expand the field of awareness around breathing so that it includes a sense of the body as a whole. This might include posture, facial expressions, pain, or other thoughts. If there are areas of pain or discomfort, encour- age participants to bring attention to that area and just be present with those sensations.
6. End the meditation by ringing the chimes or bell. Or, instruct participants to open their eyes.


better” about the current situation—mindfulness is not about creating positive emotions. Instead, it is a self-regulatory tool that can bring us back to the platform of awareness so that we can put ourselves in a posi- tion to take mindful action.
Besides the 3-minute breathing space, other informal meditations can include the raisin-eating meditation or even drinking water mind- fully. Wine tasting is another good example of how mindfulness prin- ciples can be brought into an activity that many people engage in as part of their lives. In wine tasting, attention is brought to each of our senses as we bring awareness to the experience of the wine so that we can per- ceive and enjoy the qualities. Mindful running or jogging can include bringing qualities of mindful walking to a faster pace. In MBTI, there are no specific limits or activities for introducing informal meditations. Typically, in Session 7 there is a discussion in small groups or between partners in which each group or dyad discusses how mindfulness can be practiced informally and each participant develops a plan to practice informal meditations at home.

RELATIONShIP WITh SLEEP
When participants first begin MBTI, some describe a difficult relation- ship with sleep. I have heard some insomnia patients describe sleep as an “enemy” and that somehow, an activity they used to trust like a best friend has suddenly turned on them. This indicates that the relationship with sleep has changed. The didactic portion of Session 7 begins by hav- ing each participant reevaluate his or her relationship with sleep. This is another opportunity to reinforce the theme of metacognitive aware- ness and metacognitive shifts because the way one relates to sleep is not simply a function of thoughts and behaviors.
There are several principles that can be brought into this discus- sion. First, the principle of nonjudging allows us to see sleeplessness as a state rather than an enemy. If sleeplessness is present during the time in bed, this can be acknowledged, and there are different tools that we can 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. We can use the principle of letting go of expectations about sleep or desired amount of sleep to recognize that sleep needs might change, from night-to-night, as well as across the lifespan. By practicing the principle of acceptance when sleeplessness occurs, we can learn to work with 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- spective of someone who describes a racing mind that will not stop. he

states that “someone inside me will not get off his tricycle, will not stop tracing the same tight circle” and describes him as a “schoolboy in an ill- fitting jacket.” This poem serves to illustrate a metacognitive shift such 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. The verbs and adjectives used in the poem reflect how the per- son is able to stand back and just observe and describe rather than get engaged and frustrated. It is always interesting to listen to how a group of people with chronic insomnia react to this poem. Some feel that this is impossible to do, whereas others identify with the problem but do not think that just watching the mind race will help them fall asleep. This can create discussion points that remind participants about the practices of beginner’s mind, letting go, and acceptance.
In the group discussion about the relationship with sleep, the instructor should ask participants about any changes they might have noticed in their relationship with sleep. Some comments I have heard from participants include the following:
❚ “Before, it was like I was wrestling in bed.”
❚ “I don’t feel like I am fighting with sleep anymore, even if it isn’t the way I want.”
❚ “I take life from a different perspective. For example, 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?”
Not everyone will report changes, and some participants might not totally understand the concept of the relationship with sleep. Sometimes this can be reframed as the attachment to sleep or the need to fix sleep. As before, MBTI instructors should be careful not to inadvertently give more attention or show preference to group members who report posi- tive changes in their relationship with sleep.

SELF-COMPASSION AND ThE NURTURING/ DEPLETING ACTIVITY
Self-compassion is an important tenet in Buddhist philosophy, but its role in mindfulness-based therapies has been debated (hölzel et al., 2011). Typically, self-compassion is taught as an implicit part of doing medita- tions, but some scholars feel that self-compassion is a separate concept. For most mindfulness-based therapies, the act of practicing mindfulness meditation is an act of self-compassion because one is taking the time to bring focus to the mind and body and is thus an act of self-care. The open- ness and safe space created during the meditation practice and during the period of inquiry can also promote self-compassion.
In MBTI, self-compassion is seen as arising from the elements of taking a new metacognitive stance, including balance, flexibility, equa-

nimity, and commitment to values. In addition to being implicitly taught during meditation practices, it is explicitly used during the nurturing/ depleting exercise, an activity that was adapted from MBCT (Segal, Williams, & Teasdale, 2002). This exercise is designed to allow partici- pants to examine their daily lives and develop awareness of the type of activities that are nurturing and the types of activities that are depleting. This is done by creating an inventory of the energy transactions that occur during daily routines. By improving awareness of these energy transactions, participants can act with more self-compassion and self- care. This activity can be particularly important if daytime fatigue is pres- ent after several nights of poor sleep. Recall from Chapter 6 that fatigue involves an interpretation of the mental and physical energy available or the degree to which it takes energy to engage in an activity. Feeling fatigued often has negative feelings attached to it, so when this is pres- ent, one way to work mindfully with this is to take time to do more nur- turing activities. These activities can help one to make a metacognitive shift by working with the interpretation of the energy available without changing the actual level of energy. Therefore, the nurturing/depleting activity complements the sleep consolidation and sleep reconditioning program by offering a direct tool for managing daytime fatigue.
The instructions for the nurturing/depleting activity are simple and involve three steps (see the Appendix, handout 8). First, participants are asked to list, in as much detail as possible, all activities that they do dur- ing a typical day. They are then asked to review each activity and assign it a value of “N” if it is nurturing or “D” if it is depleting. Some activities might be both, depending on the day. In these cases, participants should decide on the basis of how they typically feel after engaging in the activ- ity. Finally, participants are asked to tally the total number of Ns and Ds that are listed.
Once participants are done, the instructor asks one or two partici- pants to read out loud the activities and to note whether the activity was an N or a D. Then they are asked to report the total number of Ns and Ds. The instructor should then lead a discussion based on the following questions:
1. Where is your energy going?
2. Of the Ns: how might you change things so that you can make more time to do these or become more aware of them?
3. Of the Ds: how might these activities be done less often?
In the discussion, it is usually noted that some of the same activities can be nurturing or depleting so that a different approach to the same activity might be considered nurturing rather than depleting. Instruc- tors might consider discussing sleep specific examples: “trying” to nap can be depleting, whereas resting or meditating for the same amount of time can be refreshing. Once again, we are working to bring mindful

attention to increase the range of responses to the experience of being fatigued. It also promotes a metacognitive shift away from the attach- ment to sleep by demonstrating to participants that there are other ways to work with daytime fatigue, even if they might be caused by insufficient sleep.

hOMEWORK FOR SESSION 7
Session 7 should end by having participants break into small groups or pairs to discuss their sleep program and homework practice for the last 15 to 20 minutes. The homework for Session 7 includes a choice of meditation with no guidance from digital media for at least 6 days out of the week. This is in preparation for developing a routine to continue the meditation practice after the end of the MBTI program. In addition, 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.
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)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 mindfulness principles after MBTI has ended. I also discuss other meditations and activities that have been used in MBTI but are not consid- ered to be core components. Finally, I discuss challenges and issues related to nonadherence, group dynamics, and home- 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.
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Session 8: Living Mindfully After MBTI

Session 8 is the final session of MBTI, and the overall theme is to bring closure to the MBTI program and to prepare participants for keeping the mindfulness principles alive in their daily lives after MBTI. This includes reviewing participants’ experiences in the class and setting up an action plan to continue the meditation practice. Instructors should also discuss how to work with future episodes of insomnia, should they arise. Many participants will have devoted considerable effort to practicing medita- tion during the past 8 weeks, and some might have openly shared emo- 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 session can be an emotional experience for participants. Feelings of sadness that the group has to end may arise, or participants may have feelings of gratitude and joy for having a new set of tools to work with 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.

MEDITATION PRACTICE AND PERIOD OF INQuIRy
In leading the meditation practice for Session 8, instructors can shorten the practice to about 40 minutes, leaving more time for discussion. Instructors can also end with a sitting meditation to bring the formal practice in MBTI to a full circle, as this was the first formal practice that was taught in Session 1. During the period of inquiry, instructors should discuss how to continue a meditation practice beyond the end of the MBTI program. Information about meditation groups in the com- munity or supporting materials (e.g., CDs, apps, websites) can be help- 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 goals might include attending a meditation retreat once per year or joining a local meditation group. Occasionally, participants in the group are motivated to continue meeting and organize their own groups to continue practicing the principles learned during MBTI. The other point of discussion is to review what people have learned in the program. This is a good time to revisit the goals that participants were asked to set aside at the beginning of the MBTI program. Typically, each participant
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8.1 
)
Session 8 Outline
Theme: Living Mindfully After MBTI Objectives
1. Provide guidance on mindfulness meditation (formal and informal) beyond this program
2. Set up an action plan for future episodes of insomnia.
Activities
1. Meditation Practice and Inquiry
a. Sitting meditation with choiceless awareness
b. Inquiry and discussion of meditation practices, focusing on how participants can establish a long-term practice
c. Discussion on lessons learned during MBTI
Key Point: Develop a short-term and long-term plan for continuing the meditation practice beyond MBTI. Review what participants have learned in MBTI.
2. Insomnia Didactics and Strategies
a. Prepare participants for relapse prevention by putting together an action plan for insomnia.
Key Point: Help participants develop an action plan to work with future episodes of insomnia.
3. Closing Ceremony
a. Form a circle and encourage participants to share their experience in MBTI.
Key Point: Provide a sense of closure to the program and encouragement for participants to continue in their own journey.




is asked two questions: (a) has anything changed for you since the start of the MBTI program? and (b) Is there anything you have discovered in practicing mindfulness meditation?

AN ACTION PLAN FOR INSOMNIA
Following the period of inquiry, the insomnia-related didactic compo- nent of the final session addresses relapse prevention and strategies for dealing with future episodes of insomnia, should they arise. Because insomnia is a condition that can occur in bouts, it is likely that partici- pants will encounter future bouts of sleep disturbance, especially during periods of stress. Therefore, it is particularly helpful to have an action plan ready ahead of the recurrence of insomnia, which will remind par- ticipants how to use the tools that they accumulated during the MBTI program.
During this activity, instructors should help each participant put together such an action plan. First, instructors should lead a general

discussion on some possible ways to work with future episodes of insom- nia using what they have learned during the MBTI program. If possible, the instructor should write these on a blackboard or whiteboard so that participants can see the entire list that has been generated by the group. Then, participants can break into small groups or dyads to discuss their own action plans to work with the territory of insomnia. They should be given handout 9 (see Appendix) so that they can generate their own action plan. They can use anything from the group list, or other things that they feel would be helpful. Subsequently, the large group is reunited, and each participant is asked to describe his or her action plan 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:
The first step is to become aware of what is going on.
1. Awareness of mental and physical states—Are you sleepy? Are you fatigued?
2. Awareness of sleep/wake patterns; keep a sleep diary.
3. Note what stressors are present during the day.
4. Are you reacting automatically to sleep disruption?
5. Are you avoiding unwanted wakefulness by going to bed? The second step is to make a choice of how to respond.
1. Accept and let go.
2. Increase nurturing activities (especially if daytime fatigue seems to be a problem).
3. Choose to wake up at the same time.
4. Choose to follow sleep consolidation or sleep reconditioning instructions without judgment.
5. Choose to take a 3-minute breathing space to help cope with daytime stress.
6. Choose to take a nap if sensations of sleepiness are overwhelm- ing.
7. Be a trainspotter of the mind.
8. use the cloud metaphor as a meditation.
During the discussion, the instructor should reinforce the principles of mindfulness and remind participants that the action plan should be done with awareness and intention rather than automatic reactions in an effort to regain sleep. Once each participant has completed handout 9, the final step is to determine what to do with the handout. Many partici- pants decide to put the handout on their refrigerator or bulletin board. Others have e-mailed the plan to themselves. Some have given it to another group member and asked them to mail it to them in 6 months, or some set amount of time. To be effective, the action plan should be in a place that is accessible and easy to find in the future, if insomnia returns.

It should be noted that not all participants in a group will be in remis- sion from insomnia. hopefully, these individuals will have experienced some changes in their symptoms or some metacognitive shift regarding what insomnia means to them. For those still struggling with insomnia, the action plan can focus on continuing the MBTI activities. This can include a personal plan for continuing the meditation practice, the sleep consolidation program, and the sleep reconditioning program. The action plan might also include taking another look at the territory of insomnia after a certain period of time (e.g., every 2 weeks) to reexamine areas that the individual can work on. Instructors should commend these par- ticipants for completing MBTI (they could have easily dropped out when they did not see any progress) and provide encouragement for continu- ing the MBTI activities. It is possible for people to see improvements after MBTI, if they continue to implement the activities on their own. If the sleep problem persists, then a referral to a sleep disorders clinic is war- ranted for further evaluation.

CLOSING CEREMONy
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 encourage partici- 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. One that has worked very well is to have a closing circle in which the group gathers in a close circle in chairs or on the floor, and each participant takes turns sharing his or her experience in MBTI. The med- 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 them to 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:
❚ “I learned that I don’t have to go to bed!”
❚ “I feel like I have a new path in life. I have a more positive attitude about life and feel happier about who I am.”
❚ “I feel like my depression improved. I also noticed that there are less distractions, like noise does not bother me as much.”
❚ “I have improved self-confidence with new tools for dealing with frustration.”

❚ “I realized how much I think about outcomes and how attached I am to always striving to achieve. I guess I learned this from early schooling but this class helped me to ‘unlearn this.’ I’m very sur- prised at how relaxing and relieving this makes me feel. Never would have thought that it works this way.”
It is interesting to note that these comments are about ways in which the participants’ lives have changed rather than how sleep has changed. These are examples that are consistent with the shift toward a new metacognitive stance that is connected with broader values in life, 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 also con- sider sharing first, to serve as an example. Some instructors share a feeling of deep gratitude for the participants’ openness and willingness to engage and work hard. Also, some share an appreciation for the opportunity to share such a profoundly healing and beautiful practice with all of the group members. I have also found that providing a “cer- tificate of compassion” (see Appendix, handout 10) can provide a sense of accomplishment for participants. One participant even wanted his picture taken with me handing him his certificate of compassion to remind him of his efforts in MBTI!

Meditation Retreat

In addition to the eight weekly sessions, we have offered an all-day retreat as part of MBTI to further enhance the practice of meditation and to provide participants an opportunity to experience a deeper level 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 7 from 9:00 a.m. to 3:00 p.m. (see Exhibit 8.2 for a sample schedule). After a brief welcome and introduction of the retreat day, the major- ity of the day is conducted in noble silence, a term used in meditation retreats. Noble silence refers to maintaining silence of verbal and non- verbal communication, including speech, body, and mind, 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 practices typically include the ones already introduced during the pre-
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8.2 
)
Sample Meditation Retreat Schedule


Time	Practice/Activity

9:00–9:10 a.m.	Welcome and introduction
9:10–9:30 a.m.	Sitting meditation
9:30–10:00 a.m.	Mindful movement and yoga
10:00–10:10 a.m.	Break
10:10–10:30 a.m.	Body scan
10:30–11:00 a.m.	Walking meditation
11:00–11:30 a.m.	Sitting meditation
11:30 a.m.–12:30 p.m.	Lunch
12:30–12:45 p.m.	Sitting meditation/reflection
12:45–1:15 p.m.	Walking meditation
1:15–1:45 p.m.	Metta meditation
1:45–1:50 p.m.	Break
1:50–2:00 p.m.	Brief mindful movement
2:00–2:15 p.m.	Mindful sharing
2:15–2:45 p.m.	Group sharing and discussion
2:45–3:00 p.m.	Closing sitting meditation



vious sessions (e.g., sitting, body scan, walking, yoga), but instructors can introduce new meditations (e.g., lake or mountain meditation) or other forms of mindful movement (e.g., qi gong, tai chi) that extend the 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.
Is the meditation retreat essential to MBTI? I have run MBTI groups with and without the meditation retreat. At times, I have coordinated the retreat with an MBSR class, which allowed for a larger, more diverse group that is more common in meditation retreats. I have also invited past graduates of MBTI to attend the meditation retreat. At this point, I do not have data to support whether or not the retreat makes a differ- ence. Anecdotally, participants generally find the retreat to be a positive 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 the concept of noble silence. A frequent comment is how difficult it is to go 5 to 6 hours without communicating, especially in today’s society of mobile technology. Because this is something that cannot be replicated 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 part of MBTI if at all possible. If there are other mindfulness-based programs in

the local area, it might be possible to coordinate a day-long retreat with other groups, as we have done in the past. I would also recommend that 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 the beginning of the program. In one MBTI group, the decision to hold a retreat was not finalized until after the program started, and there- fore the date and time were not announced until the third session. 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 the retreat to be a unique and powerful experience, so it is a rare oppor- tunity to go a full day without communicating.


Refiections on Delivering MBTI

The outline, activities, and scripts presented in this section of the book are intended to provide guidance to those who are interested in bring- ing mindfulness meditation and its principles to help people who suffer 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 also reflect on various challenges I encountered in teaching MBTI. The reader can consider this section to be my “process notes” on the lessons learned by leading MBTI groups.

LOVING-KINDNESS MEDITATION (METTA MEDITATION)
At times, I have experimented with different meditation practices. For example, I sometimes lead a loving-kindness, or Metta meditation, in Session 7 to facilitate the discussion about self-compassion (see Stahl & 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 from the other meditations in MBTI, where the focus of attention is on

mindful awareness. During a Metta meditation, the focus of attention is brought to cultivating compassion. This is done by repeating a series of phrases reflecting compassion, starting with the attention on the self:
1. May I be safe.
2. May I be healthy.
3. May I be at ease (or free from harm).
4. May I be at peace.
The reason for starting with the self is to acknowledge the possibil- ity that acts of kindness and benevolence can be cultivated with practice and this practice begins by treating the self with compassion. After lead- ing the group through these first four phrases, the instructor leads the group through a series of progressive steps using these phrases. After the self, the compassion should be directed toward benefactors, such as a family member, a mentor, or an individual who has made a significant impact. here, the phrases might be
1. May (benefactor) be safe.
2. May (benefactor) be healthy.
3. May (benefactor) be at ease (or free from harm).
4. May (benefactor) be at peace.
The phrases of compassion are then repeated for an acquaintance, or someone with a neutral or casual connection. The next step is to repeat the phrases for an enemy. This can be very difficult, and par- ticipants might wonder why we would want to cultivate compassion toward someone that we dislike. The purpose of this is to practice com- passion for all human beings regardless of our attachment to the type of relationship we have with that person. This step might be too challeng- 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.
1. May all beings be safe.
2. May all beings be healthy.
3. May all beings be at ease (or free from harm).
4. May all beings be at peace.
Some participants comment that the Metta meditation feels like a prayer or something more spiritual since the phrases include a wish or desire for benevolence, which is different from the other meditations. Although it should be acknowledged that this meditation is not specifi- cally a practice of mindful awareness, the concept of self-compassion is an aspect of mindfulness and requires practice. The series of steps is meant to spread out the compassion and to practice directing compassion

at others. In practicing the Metta meditation, some people may experi- ence self-hatred, the opposite feeling of self-compassion. If this occurs, instructors should normalize the experience and emphasize that there is 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.

COPING STRATEGIES
If participants seem to be having problems with stress management and time permits, instructors can integrate mindfulness principles with the coping strategies that are derived from stress management tools in psychotherapy and behavioral medicine (Lazarus & Folkman, 1984). According to Lazarus and Folkman (1984), there are two strategies for coping with stressful situations: problem-focused coping and emotion- focused coping. In problem-focused coping, the source of stress is first iden- tified and if an immediate solution is possible, one works directly with the situation at hand by determining what actions need to be taken and what resources are available. In other situations, the problem cannot be changed or resources are not immediately available to solve the prob- lem. In this situation, emotion-focused coping would be more appropriate. This strategy uses cognitive strategies to reframe the situation and work 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.
The approach taken in MBTI is very similar to the Lazarus and Folkman (1984) model of stress and coping. Recall that the first step in cultivating mindfulness is to become grounded in the present moment, noting mental and physical reactions to the situation. This could be done by engaging in a 3-minute breathing space or simply by direct- ing attention to thoughts and feelings. Once the problem can be seen with clarity, free of the emotional reactions that might be habitually attached to the situation, then a more intentional, mindful response is now possible. Sometimes this might lead to a determination that is feasible to take steps to work with the problem. Other times, it might be possible to choose to work with thoughts and feelings, or it might be possible to accept these thoughts and feeling and just let then pass and see what happens. I have used this model during discussions in Session 7 about bringing mindfulness into our daily lives or during the nurturing/ depleting activity.

WORKING WITh NONADhERENCE AND PATIENT RESISTANCE
MBTI instructors should anticipate challenges related to nonadherence to homework or resistance from patients to implement the recommen- dations at home. In some cases, nonadherence is due to a failure to fully understanding the instructions of the homework or activity. If instructors begin to notice a pattern that either the group did not seem to complete the homework or that an individual repeatedly does not complete the homework, the instructor might consider asking specific questions to see if the instructions are clear. More frequently, the rea- son for nonadherence is lack of motivation or failure to embrace the rationale for the task.
Perhaps the most common area of nonadherence is keeping the scheduled sleep window as part of the sleep consolidation program. Patients will often decide against following their sleep window on some nights because they are “too tired,” so they go to bed earlier at night or stay in bed later in the morning. In these situations, I ask why they did not follow the schedule and connect it with the attachment to outcomes (i.e., wanting more sleep). This can be helpful to illustrate why those behaviors are not likely to resolve their insomnia, even if they ended up sleeping more that night. Depending on what session this occurs, if the territory of insomnia has been introduced, this could provide another opportunity to revisit that patient’s territory. MBTI instruc- tors should gently offer participants the opportunity to discover what might happen if they let go of their attachment to wanting more sleep and simply follow the schedule. If they chose not to, instructors should suggest that the participant bring his or her attention to what arises at the moment when they decide not to follow the sleep schedule and see if their mental or physical state is congruent with their decision. Other group members can be helpful in processing nonadherence as they can talk about their struggles and successes with implementing the sleep consolidation instructions. hearing these stories from other participants can help buy-in, as opposed to hearing encouragement from the instruc- tor. As noted earlier, this should happen organically rather than directing group members to help others.
A second common area of nonadherence is with the sleep recondi- tioning instruction of getting out of bed when not sleepy. Many people will claim that it is too cold or undesirable to leave the bed in the middle of the night. Some will be afraid that getting up will decrease the chances of falling back to sleep. As in the case with nonadherence to sleep con- solidation, asking patients for their reasons for not getting out of bed will very likely elicit a response that exemplifies an attachment to sleep or avoidance of wakefulness, driven by the fear that getting out of bed

will reduce their chances of sleeping. This provides an opportunity to reinforce the importance of metacognitive shifting and letting go of the 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.
One issue that can arise with practicing meditation is when a patient has previous experience with meditation, yoga, or mindfulness principles. I have encountered a few instances in which this can lead to making judgments about the way that meditation is taught in MBTI and some resistance to engaging in these practices. Typically, this becomes 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 that they were previously taught or to use the approach they learned in MBTI. I believe it is important to give participants the freedom to choose but to also encourage openness to trying something new.
Another form of nonadherence is poor attendance. At the begin-
ning of the first session, I request that participants attend every class along with the meditation retreat and to let me know in advance if they cannot make any of the sessions. If possible, I offer some form of make- up when absences do occur. This could be over the phone to review sleep schedules or the meditation practice. I have also had patients come in early or stay late after a session to discuss what they missed. If participants miss a session without notification, I usually make an effort to contact them. Of course, some patients will drop out and never come back, but instructors should generally make efforts to maintain continu- ity with the MBTI materials in the event of absences. Staying in contact with participants and maintaining an openness for participants to choose whether or not they wish to continue with the program can promote rapport and decrease attrition.

MANAGING GROuP DyNAMICS AND SENSITIVE ISSuES
Because MBTI is designed to be delivered in groups, the dynamics among group members can play a role in the environment and tone during the sessions. As with any group situation, strong individual per-

sonalities can sometimes be dominant, making other group members feel timid or reluctant to participate. Occasionally, small cliques can also form, which can lead to some group members feeling excluded or mini- mized during discussions. This can have a detrimental effect on that individual and also impact the willingness to share during the period of inquiry. It is difficult to predict which group members will interact with or respond to each other, and personality differences can emerge. One way to minimize interference with group dynamics is to screen for obvious personality disorders during the pre-MBTI assessment that was discussed in Chapter 4.
In other cases, a group member might be very talkative and unintentionally dominate the period of inquiry because he or she has a lot to share. As mentioned before, the MBTI instructor should be responsible for creating a safe space for all participants to practice medi- tation and share their discoveries. If there are group members who are dominating the conversation or making judgments about other participant’s actions, the instructor should first discuss this with the disruptive member privately. If the participant does not respond to this, then the MBTI instructor should consider the extent of the disruption and judge whether or not it is appropriate to remove the disruptive member.
Because strong emotions can arise during meditations, it is pos- sible that a group member might share very sensitive information and become emotional, either during the meditation or during the period of inquiry. If appropriate, MBTI instructors should assess the emotional status of the group member and discuss possible referrals or assess any safety 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 remind all participants about maintaining group confidentiality and not to discuss the sensitive information outside of the group (see Chapter 5). Psychologists may wish to review the American Psychological Association (APA) Ethical Principles of Psychologists and Code of Conduct (APA, 2010) regarding privacy and confidentiality if issues arise within a group. Other professionals should consult with their own professional code of conduct or governing organization for further guidance.
Lack of improvement or impatience can also impact the MBTI group. usually, at least one or two group members will show some improvement within the first 2 to 3 weeks. When these group members share their experiences, it can motivate the others to continue with their practice, even if they have not yet seen any direct benefits. When none of the group members are seeing any benefits within the first few weeks, it can lead to skepticism about the approach and decrease morale. As with the personality issues, it is difficult to predict who will

respond to MBTI and how quickly a patient will respond. Even if none of the members in an MBTI group are reporting changes to their sleep, it is recommended to reinforce the message of nonjudging and letting go of goals and to continue with the practice. I have never had an MBTI group where not a single participant was able to identify at least some changes to their symptoms by the end of the program.

INTERPERSONAL ASPECTS OF DELIVERING MBTI
Given the issues related to resistance and group dynamics, I have been surprised at the sparse literature and limited discussion about the inter- personal aspects of working with insomnia patients. At the Stanford Sleep Clinic, we conducted a study examining therapeutic alliance in group cognitive behavior therapy for insomnia that was led by Dr. Michael Constantino (see Constantino et al., 2007). The study found that patients who perceived their therapist as being critically confrontative were more likely to drop out of treatment. These individuals were also more likely to have poorer treatment outcomes if they also had high expectations about treatment. Overall, the findings indicated that cognitive behavior therapy for insomnia was most effective when the therapeutic relation- ship comprised reciprocal exchanges that were affiliative, autonomy granting, and lacking in hostile control or critical confrontation. These qualities are consistent with a mindful stance that MBTI instructors are trained to embody.
Beyond treating insomnia, the importance of the therapist–patient
interaction has been well-documented, particularly in the treatment of depression. McCullough (2003) developed a treatment program specifi- cally for chronic depression, the cognitive behavioral analysis system of psychotherapy (CBASP). In CBASP, the therapist uses the interpersonal interaction in a disciplined and intentional way to allow patients to 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 facilitate the group discussions by creating a safe space for participants to discuss their experiences with other group members, and to provide instructions for implementing the behavioral strategies for insomnia at home. As noted earlier, participants in MBTI will sometimes share very sensitive, vulnerable experiences that might arise during meditations or during group discussions, and there is also a certain level of intimacy that typically evolves with the group. Similar to CBASP, MBTI instruc- 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.
Another challenging aspect of delivering MBTI is to avoid try- ing to “fix” patients or show them the “right way” to do something.

For example, when leading the period of inquiry, it is important that instructors allow participants to share their experiences and describe their observations and changes without editing or judging. It can be difficult to refrain from using a comment as a “teaching point” to show 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 mindful in 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 very helpful and allows an instructor to respond skillfully in these situations.
On the basis of my experiences, I have developed three key inter- personal principles for delivering MBTI:
1. Be cognizant about trying to fix a patient’s problems. As previously noted, one of the important differences between a mindfulness- based approach and cognitive behavioral approaches is the importance of allowing patients to find their own way through a problem. In MBTI, people with insomnia are provided with the tools and framework for allowing sleep to come back, not for trying to make sleep happen.
2. 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. In these situations, it is important as a therapist to maintain balance and equanimity, while communicating confidence that the patient can still find a way to work out of his or her sleep problem.
3. Take a patient-centered approach. In sports, a good coach gets the most out of the players by figuring how to put them in a posi- 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- age their behaviors, thoughts, and metacognitions such that they are in the best possible position to sleep. MBTI instruc- tors should encourage patients to be their own “curious scien- tists” and elicit their discoveries along the way. This approach empowers patients to discover their own answers rather than have the instructor fix the problem for them.

ChALLENGES IN PRACTICING MEDITATION
Establishing a personal meditation practice can be very challenging, and many questions frequently come up during the first few sessions of 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, shortly after waking up, or in the evening, when partners and children are not likely to disturb the meditation, are good guidelines. Ideally, the space to practice the meditation at home is private, but one 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, participants should be reminded that meditation is not a 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 these skills. Some sacrifice might be needed, whether it is watching one 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 to change. Also, in making changes to the sleep schedule, most partici- pants will be spending less time in bed. Therefore, the overall program might not yield any net loss in waking time.

SLEEP AND MEDITATION DIARIES
Every week, participants are asked to keep diaries on their sleep and meditation activities. Occasionally, a participant will become frustrated with this, especially if he or she is not seeing changes in their sleep patterns. Although keeping track of sleep and meditation is supposed to bring awareness to these activities, it can backfire for some individu- als and lead to more stress. In these situations, I usually review the importance of keeping the diaries, but in the spirit of openness and 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 other tools in the program. The decision of whether or not to allow par- ticipants the option of not completing diaries requires skillful judgment by the instructor, guided by experience and a sense of whether or not

the resistance to keeping diaries is driven by a lack of motivation or by stress from keeping the diaries.

BEyOND SESSION 8
MBTI is designed as an 8-week program, and it is meant to serve as a starting point for bringing mindfulness into the lives of participants. At this point, we have not developed any formal follow-up programs or booster sessions to help participants continue their meditation practice or maintain their tools for working with insomnia. As mentioned earlier, we typically invite graduates of our past MBTI programs to attend the all-day retreat, which provides an opportunity for some to reignite or continue their meditation practice. MBTI instructors should also identify individuals who report serious symptoms of a mood or anxiety disorder and discuss possible referrals to a mental health practitioner for further help. It is possible that some participants might require further help with their sleep problems. In these cases, referrals should be made to a sleep specialist or sleep clinic for further evaluation. For some people, MBTI is just the first step in making changes to their lifestyle or addressing medical or psychiatric conditions that are related to their sleep problem.
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)art II of this book focused narrowly on the contents and deliv- ery of the mindfulness-based therapy for insomnia (MBTI) program. Part III broadens the scope to examine the empiri- cal evidence for using MBTI and other mindfulness and acceptance-based programs to treat insomnia and to consider how these interventions fit with other treatments that were discussed in Part I. The purpose of this section is to offer a perspective on how mindfulness-based treatment programs can be placed within the context of the current treatment options for insomnia and to provide ideas for future activities aimed at improving and disseminating MBTI. In this chapter, I describe the process of developing MBTI and the series of research studies that my colleagues and I have conducted in this area. In doing so, I elaborate on how we arrived at the 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 have been used to improve sleep disturbance, and I discuss areas for future research. In Chapter 10, I offer my perspective on issues
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related to the delivery and dissemination of mindfulness-based treatment programs as a treatment for insomnia within the health care system.


Origins of MBTI

It is one thing to have a great idea for a new intervention. It is another thing to take that idea and design a research study that is rigorous enough to yield compelling findings. One study is insufficient to indicate that this new intervention is ready to be delivered to patients in clinics. An even greater challenge lies in having a long-term plan and vision to conduct a series of studies that will systematically provide evidence that the inter- vention works. These steps involve first testing the feasibility of the idea (i.e., proof of concept), then testing the intervention under controlled conditions (i.e., evidence of efficacy) and in real-world situations (i.e., evidence of effectiveness). Finally, the evidence needs to be compelling 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- oratory and when it receives approval by the u.S. Food and drug Administration (Lipsky & Sharp, 2001). In contrast, there are no estab- 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), the process of treatment development receives much less attention compared with the outcome data. Furthermore, the lessons learned by the 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.
The following sections provide a summary of the research we have 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 context for 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 an understanding of how the various components of MBTI came together as a program.

Treatment Development:
Proof-of-Concept Testing

When we first identified the need to develop an insomnia treatment that used mindfulness meditation, we recruited the help of dr. Shauna Shapiro, a professor at Santa Clara university who is an expert in mindfulness- based programs and who had previously published on mindfulness and sleep disturbances. Because cognitive behavior therapy for insomnia (CBT-I) was already available as a treatment option, we wanted to make sure that our new intervention had distinct features. Mindfulness medita- tion was a novel treatment for insomnia, but we were unsure how people with insomnia would react if we were to ask them to meditate. Would they think that we were going to “meditate them to sleep”? Would this 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 mindfulness meditation was to simply replace the cognitive component with mindfulness and add it to the main behavioral components of CBT-I, which include sleep restriction, stimulus control, and sleep hygiene. We felt that this would avoid “reinventing the wheel” but could potentially improve upon the existing CBT-I package. Therefore, our first mindful- ness treatment program was a combination of mindfulness meditation and behavior therapy for insomnia as separate treatment components. This first prototype of MBTI included six sessions delivered weekly with each session lasting between 90 and 120 minutes. The intervention was conducted in a group format with seven or eight participants per group. The first session consisted of an orientation and introduction to the principles of mindfulness meditation including a few brief meditations. Sessions 2 through 5 consisted of mindfulness components and behav- ioral components for insomnia delivered separately. The first half of the session opened with formal guided meditations (e.g., breathing medita- tion, body scan, walking meditation, eating meditation), followed by group discussion. The second half consisted of instructions for the behav- ioral components, including sleep restriction and stimulus control, deliv- ered sequentially across sessions. In addition to the sessions, participants were instructed to practice the meditation for at least 30 minutes per day, 5 days per week.
In our first study (Ong, Shapiro, & Manber, 2008), we enrolled 30 participants, 27 of whom completed the intervention. Because this study was designed as a proof-of-concept, there was no control

group; at this stage of treatment development our aim was to see if our concept was feasible and acceptable. Overall, we found several signifi- cant pre- to posttreatment changes indicating that our intervention was making a positive impact on sleep parameters, thoughts about sleep, and sleep-related arousal (see Table 9.1). In addition, we examined sev- eral measures of clinical significance to determine if these changes were meaningful in a clinical context. using the quantitative criteria for insom- nia (Lichstein, durrence, Taylor, Bush, & Riedel, 2003), defined as a sleep onset latency (SOL) greater than 30 minutes or wake after sleep onset (WASO) greater than 30 minutes at least three times per week, 87% of the sample no longer satisfied the criteria for insomnia at the end of treat- ment. using a reduction of 50% or greater from baseline on total wake time (TWT) as an index of clinical significance, 50% of the participants in the sample met this criterion at the end of treatment. The average reduction was about 54 minutes of TWT from baseline. Finally, using validated cutoff scores on the Insomnia Severity Index (Bastien, Vallières, & Morin, 2001), 71% of the sample no longer met criteria for clinically significant insomnia at posttreatment. It is interesting to note that there was very little change in total sleep time (TST) from pre- to posttreatment. Although this might seem counterintuitive, studies on CBT-I often do not have significant increases in TST at posttreatment. This appears to be due to the reduction in time in bed that is part of the sleep restriction component, which was also used in this version of MBTI.
We also conducted a naturalistic follow-up on these participants at 6 and 12 months posttreatment to gather data on the long-term effects of the prototype MBTI (Ong et al., 2009). using available data from 21 participants, we found that most benefits were maintained during the 12-month follow-up period. One noteworthy finding involved the relationship between sleep-related arousal and future episodes of insomnia. Participants who reported at least one insomnia episode dur- ing the follow-up period (defined as having 4 consecutive weeks with SOL 30 minutes or WASO 30 minutes at least three times each week) had significantly higher scores at posttreatment compared with those with no insomnia episodes on the Pre-Sleep Arousal Scale (Nicassio, Mendlowitz, Fussell, & Petras, 1985) and the Glasgow Sleep Effort Scale (Broomfield & Espie, 2005). This finding suggests that when sleep effort and presleep arousal remained elevated at the end of treatment, it con- stituted a higher risk for future occurrence of insomnia episodes during the follow-up period. Furthermore, since the data collected for episodes of insomnia occurred after participants completed the intervention, the temporal relationship of the data indicates that arousal and sleep effort precede the occurrence of insomnia rather than occur concurrently with insomnia. This would be consistent with the hypothesis that arousal is a risk factor as opposed to an epiphenomenon of sleep disturbance.
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Pretreatment to Posttreatment 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

	Presleep arousal
	
	
	
	
	
	
	
	
	

	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

	Secondary measures
	
	
	
	
	
	
	
	
	

	Insomnia Severity Index
	14.90
	4.72
	9.57
	5.41
	28
	7.09
	.001*
	1.32

	Dysfunctional Beliefs and Attitudes About Sleep
Hyperarousal Scale
	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

	Kentucky Inventory
	129.93
	11.78
	131.83
	16.19
	29
	0.97
	.340
	0.18

	of Mindfulness Skills
Glasgow Sleep Effort Scale
	
6.72
	
2.97
	
3.66
	
2.70
	
28
	
5.19
	
.001*
	
0.96

	Positive and Negative Affect
	31.53
	6.46
	32.80
	6.77
	29
	0.99
	.328
	0.18

	Schedule (Positive)
	
	
	
	
	
	
	
	
	

	Positive and Negative Affect
	18.30
	5.76
	16.77
	5.20
	29
	2.00
	.055
	0.37

	Schedule (Negative)
	
	
	
	
	
	
	
	
	

	Daytime Sleepiness
	3.88
	1.93
	3.80
	1.96
	27
	.263
	.795
	.050

	Daytime Tiredness
	4.10
	1.58
	4.16
	1.86
	27
	.296
	.770
	.050


Note. Sleep quality ranges from 1 (very poor) to 10 (excellent). Daytime sleepiness and tiredness are rated from 1 to 10, with higher numbers reflecting higher levels of sleepiness or tiredness, respectively. For Cohen’s d,
a positive value indicates an increase from pre- to posttreatment while a negative value indicates a decrease from pre- to posttreatment. TWT  total wake time; SOL  sleep onset latency; WASO  wake time after sleep onset; EMA  early morning awakenings; TST  total sleep time; TIB  time in bed; SE  sleep efficiency; NWAK  number of awakenings; SQ  sleep quality. From “Combining Mindfulness Meditation With Cognitive–Behavior Therapy for
Insomnia: A Treatment-Development Study,” by J. C. Ong, S. L. Shapiro, and R. Manber, 2008, Behavior Therapy, 39,
p. 178. Copyright 2008 by Elsevier. Reprinted with permission.
*p  .05, with Bonferroni adjustment for multiple comparisons.

We also found several patterns consistent with the hypothesis that greater levels of mindfulness are associated with lower levels of daytime sleepiness and fatigue. Negative correlations (i.e., inverse relationship) were found between mindfulness skills, as measured by the Kentucky Inventory of Mindfulness Skills (Baer, Smith, & Allen, 2004), and self-reported daytime sleepiness. Also, a significant decrease in daytime fatigue was found from baseline to 6-month follow-up. There was a sig- nificant decrease in self-reported daytime fatigue at 6 months with only 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 improvement in daytime fatigue. These findings support the hypothesis that acquiring mindfulness skills might help improve waking function- ing, specifically with reducing daytime sleepiness and fatigue.

LESSONS LEARNEd
As a proof-of-concept, the first set of studies provided the necessary pilot data on feasibility, acceptability, and preliminary treatment effects to merit further testing of mindfulness meditation as an intervention for insomnia. In addition to the quantitative data described above, there were several lessons that we learned by gathering qualitative data from participants about their experience (Ong, Shapiro, & Manber, 2008). First, participants expressed overall satisfaction with the intervention, but they also expressed a desire to receive more meditations. They wanted to have more guidance on the meditation exercises during the sessions, and wanted to have a better conceptual understanding of how mindfulness meditation could improve sleep through anecdotes or case examples. As the clinician delivering the intervention, I observed a “tension” between maintaining a mindful position during the meditations and then having a more authoritative role in delivering instructions for sleep restriction or stimulus control. It felt awkward to encourage people to be mindful and explore during the first part of the session and then switch gears to instruct them on when to go to bed and when to get out of bed during the second part of the session. Also, my training as a clinical psychologist was primarily oriented in cognitive behavioral paradigms and I was relatively new to mindfulness, so I had limited experience in teaching mindfulness principles and leading meditations. As is typically done during the early phases of treatment development, we went back to the drawing board and worked on integrating the concepts of mindfulness meditation and behavior therapy to be more consistent and better integrated.
In revising the treatment package, we decided to shift from our original idea of adding mindfulness as a component of a behavioral treatment package, to delivering the components of behavior therapy for insomnia (sleep restriction, stimulus control, sleep hygiene), within

the framework of a mindfulness-based intervention. We looked at how awareness from the mindfulness meditations could fit with the concepts from sleep physiology and behavior therapy that were being taught in the traditional delivery of sleep restriction and stimulus control. This led us to the notion that awareness of physical and mental states is important to know how and when to follow the instructions for sleep restriction and stimulus control. We also gave these terms a “facelift” and called them sleep consolidation and sleep reconditioning, respectively. This stemmed from the observation that participants found the term sleep restriction to imply something punitive and that stimulus control seemed to be a technical term that did not help participants understand the concept of the instructions. The end result was quite different from what we had originally set out to do. Rather than adding mindfulness meditation as another compo- nent of a multicomponent behavior therapy for insomnia, the behavior techniques were now woven into the framework of a mindfulness-based intervention. This gave rise to MBTI in its current form as an integrated, mindfulness-based intervention using the principles and practices of mindfulness meditation as the foundation for making metacognitive shifts in the context of insomnia.

TESTING EFFICACY: CONduCTING A RANdOMIZEd CONTROLLEd TRIAL ON MBTI
Although our pilot studies were useful to determine the feasibility and acceptability of delivering mindfulness meditation for people with chronic insomnia, the study design did not allow us to draw conclusions regarding efficacy (i.e., whether or not the treatment works under con- trolled conditions). determining the efficacy of MBTI requires a random- ized controlled trial (RCT), a more sophisticated study that would entail greater costs. using the pilot studies as preliminary data, we were fortu- nate to receive a research grant to support this next step in testing MBTI from the National Center for Complementary and Integrative health (formerly known as the National Center for Complementary and Alter- native Medicine), an institute within the National Institutes of health.
There are many considerations that go into designing an RCT. After considering different options and receiving feedback from grant review- ers, we settled on a three-arm design that included MBTI, mindfulness- based stress reduction (MBSR), and a control condition with an 8-week self-monitoring period followed by an 8-week multicomponent behav- ior therapy for insomnia that did not include a cognitive component. This study was designed as a small-scale trial to generate initial evidence on efficacy. definitive trials require very large sample sizes, a group of well-trained treatment providers to deliver the interventions, and efforts to ensure blinding wherever possible. These efforts require substantial

resources that were beyond our capabilities at this stage of our research program. As we followed the stages of treatment development for behav- 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. By including MBSR, widely recognized as the standard mindfulness medita- tion program, and comparing it with both MBTI and the control condi- tion, we were able to generate evidence on the benefits of mindfulness meditation delivered alone (MBSR) and integrated with behavior ther- apy (MBTI). The control condition was designed to control for the effects of self-monitoring using sleep diaries as a parallel arm. Self-monitoring using sleep diaries has been shown to have mild effects on reducing SOL (Espie, Inglis, Tessier, & harvey, 2001; Espie et al., 2012) and moder- ate effects on increasing sleep efficiency (Espie et al., 2012). Because all three arms would be completing daily sleep diaries during the 8-week treatment/monitoring period, controlling for self-monitoring would rule out the alternative hypothesis that changes in TWT derived from the sleep diaries were due to completing daily sleep diaries rather than the mindfulness interventions. Third, the theoretical framework of using mindfulness meditation is to target sleep-related arousal in the context of insomnia (see Chapter 4). Therefore, we selected individuals with a chronic insomnia disorder who also reported heightened arousal or anxi- ety about sleep. In previous versions of the International Classification of Sleep Disorders (ICSD; American Academy of Sleep Medicine, 2005), this was classified as psychophysiological insomnia. The third edition of the ICSD (American Academy of Sleep Medicine, 2014) now classifies this as a subtype of chronic insomnia disorder. Similarly, the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric Association, 2013) classifies this as an insomnia disorder and does not distinguish subtypes.
The main outcome from our study was published in the journal Sleep (Ong et al., 2014). We randomized 54 participants with chronic insomnia to receive MBSR (n  19), MBTI (n  19), or self-monitoring (n  16). The primary outcome measures were the Pre-Sleep Arousal Scale (PSAS; Nicassio, Mendlowitz, Fussell, & Petras, 1985) and TWT derived from sleep diaries. Clinical significance was defined as those who met criteria for treatment remission and treatment response using the Insomnia Severity Index (Bastien, Vallières, & Morin, 2001). The data analysis plan addressed two research questions. First, is mindfulness meditation delivered using MBSR, a standard meditation program, or delivered using MBTI, a tailored meditation program with behavior strategies for

insomnia, superior to a self-monitoring (SM) control? Second, are there relative benefits for the tailored approach (MBTI) compared with the standard approach (MBSR) of delivering a meditation-based therapy?
The findings revealed that those receiving a mindfulness-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 (see Figure 9.1). Post hoc analyses revealed that MBSR and MBTI were each superior compared with SM on TWT, PSAS, and ISI, but no significant 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- pared with MBSR, with the largest difference occurring at the 3-month follow-up. In terms of clinical significance, remission rates in the MBSR group were largely stable over time, (46.2% at post, 38.5% at 3 months, and 41.7% at 6 months), whereas remission rates for MBTI increased
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Change in total wake time. Total wake time (in minutes, with standard error of the mean) across study arms as reported in sleep diaries. Data presented are change scores from baseline to each assessment point. MBSR  mindfulness-based stress reduction; MBTI  mindfulness- based therapy for insomnia; SM  self-monitoring. From “A Randomized Controlled Trial of Mindfulness Medita- tion for Chronic Insomnia,” by J. C. Ong, R. Manber,
Z. Segal, Y. Xia, S. Shapiro, and J. K. Wyatt, 2014, Sleep, 37, p. 1557. Copyright 2014 by Associated Professional Sleep Societies. Adapted with permission.


steadily from 33.3% at post to 38.5% at 3-month follow-up and 50% at 6-month follow-up (see Figure 9.2). Similarly, treatment response remained relatively steady between post and follow-up in MBSR (38.5% and 41.7%) but showed a steady increase from post (60%), 3-month (71.4%), and 6-month follow-up (78.6%) in MBTI.
In addition to these self-reported outcomes, polysomnography (PSG) and wrist actigraphy data were collected as objective measures of sleep. None of the PSG-measured sleep parameters were significantly different between the groups, although the patterns on TWT and TST were consis- tent with the directions observed in the sleep diary data. For actigraphy, the analyses revealed that the pooled meditation arms showed signifi- cantly greater rates of reduction in TWT (17.97 minutes) relative to SM. however, no significant differences between the groups were found at posttreatment. A similar finding was observed for TST, in which the meditation arms showed significantly greater rates of reduction in TST
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Treatment remission. Percentage of patients who met criteria for treatment remission defined as Insomnia Severity Index total score  8 at each assessment point. Treatment remission for self-monitoring at posttreatment was 6.3% (not pictured). MBSR  mindfulness-based stress reduction; MBTI  mindfulness- based treatment for insomnia. From “A Randomized Controlled Trial of Mind- fulness Meditation for Chronic Insomnia,” by J. C. Ong, R. Manber, Z. Segal,
Y. Xia, S. Shapiro, and J. K. Wyatt, 2014, Sleep, 37, p. 1559. Copyright 2014 by Associated Professional Sleep Societies. Adapted with permission.


compared with SM, but no significant differences between the groups were found at posttreatment. Although we did not find support for our hypotheses on these objective measures of sleep, it should be noted that these measures typically have smaller effects compared to self-reported measures. Two previous studies on mindfulness-based treatments found only small effect sizes on objective measures of sleep (Britton, haynes, Fridel, & Bootzin, 2010; Gross et al., 2011). Overall, it appears that mind- fulness meditation has larger effects on patient-reported sleep outcomes relative to objectively-measured sleep outcomes.
data on treatment-process measures showed that participants had generally good adherence and attendance. The average attendance for all randomized participants was not significantly different between MBSR and MBTI, with the mean attendance of MBSR at 4.95 sessions and the mean attendance of MBTI at 5.74 sessions. using six out of eight sessions as our “minimal therapeutic dose” for mindfulness, 12 out of the 16 par- ticipants who received MBSR attended at least six sessions and 11 out of the 18 participants who received MBTI attended at least six sessions. The majority of absences were due to scheduling conflicts or unexpected emergencies, and whenever possible instructors would review the con- tent of the missed session and homework assignments over the phone at an alternate time. If the participant failed to attend without prior notice, 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 and expectancy questionnaire (devilly & Borkovec, 2000) was completed by participants after Session 1 and prior to Session 3 so that they could pro- vide ratings after having some initial exposure to the treatment condi- tion. No significant differences were found between treatment conditions on credibility (logicalness, success in reducing symptoms, or confidence in recommending to friend) or expectancy (degree of expected improve- ment from treatment). With regard to meditation practice, data from the 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 meditation practice. MBSR participants reported significantly more home meditation sessions and more total minutes of home meditation practice compared to participants in MBTI. This should not be surprising since the recom- 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.
The overall conclusion from this study is that interventions using mindfulness meditation (either MBSR or MBTI) appear to be viable treat- ment options for people with chronic insomnia. Both MBSR and MBTI were superior to the self-monitoring control for reducing presleep arousal

and TWT, our main outcome measures. In terms of clinical significance, the rates of remission and response found for both MBSR and MBTI are within a range that is comparable to that of other studies using CBT-I (Irwin, Cole, & Nicassio, 2006; Smith et al., 2002). MBTI had a some- what more favorable long-term profile, with remission rates reaching 50% and a response rate of 78.6% at the 6-month follow-up. The finding of improvements in the follow-up period is consistent with conclusions drawn from a review and meta-analysis conducted on meditation (Goyal et al., 2014) and provides evidence of the long-term benefits of mindful- ness meditation. Furthermore, this treatment approach appears to be safe, 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 into account when interpreting these findings. First, this sample was relatively small and consisted of 74% women, with about two thirds identifying their ethnic–racial demographic as non-hispanic Caucasian. This raises questions about who is likely to seek out mindfulness-based treatments and whether men and other minority ethnic groups would achieve the same benefits as those found in our study sample. Interestingly, Caucasian women with a high level of education are a prominent demographic group that uses complementary and alternative medicine (Pearson, Johnson, & Nahin, 2006). Women are also at greater risk than men for insomnia (Zhang & Wing, 2006). In a separate study examining baseline data gathered as part of our recruitment for this study, we found gen- der differences in cognitive–emotional factors that are related to hyper- arousal (hantsoo, Khou, White, & Ong, 2013). Among women, negative emotions were most closely associated with elevated presleep arousal; whereas among men, an internal sleep locus of control was most closely associated with elevated presleep arousal. These differences in gender profile suggest that an intervention such as mindfulness meditation that targets emotion regulation might be a better fit to reduce presleep arousal in women. For men, more traditional cognitive techniques, such as cognitive restructuring or behavioral experiments that target the sleep locus of control, might be a better fit to reduce presleep arousal. 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, in an RCT, there is a group of providers who receive stan- dardized training to deliver the study treatments, have similar levels of experience, and are blind to the study hypotheses and main outcome measures. As mentioned earlier, the limited resources available for this study precluded this possibility, and the approach that was taken was to select the best available therapist for each treatment arm. In the study, the MBSR instructors were all experienced, doctoral-level MBSR

teachers, one of whom was a medical doctor and the other a clinical psychologist. Neither of these providers had any formal training in sleep medicine, and they were instructed to deliver MBSR as they normally would with no special attention given to sleep or insomnia. I served as the instructor for all MBTI groups, as I have training in behavioral sleep medicine, MBSR, and experience with the development of MBTI. Therefore, I am very familiar with this patient population and the con- cepts of insomnia. Given these differences, it is possible that investigator bias, treatment allegiance, or therapist skill level were plausible expla- nations for the observed differences between treatment arms.


Other Mindfulness- and Acceptance-Based Approaches to Treating Insomnia

MBTI is one approach for using mindfulness meditation to help people with insomnia. Beyond MBTI, there is a growing literature examining the use of mindfulness meditation or mindfulness principles, acceptance and commitment therapy (ACT), or a combination of these approaches with more traditional behavioral approaches for insomnia. There are now several RCTs on mindfulness-based interventions for insomnia and sig- nificant sleep disturbances (see Table 9.2). One RCT compared MBSR with eszopiclone for individuals with chronic insomnia (Gross et al., 2011). Significant improvements were found from baseline to posttreatment in both groups on a number of sleep parameters. Within the MBSR group, significant improvements were found on actigraphy-measured SOL and diary-measured SOL, TST, and sleep efficiency. This study was a small- scale trial with only 30 participants total (MBSR  20, eszopiclone  10) and thus was not sufficiently powered for between-group comparisons. Qualitative data collected from focus groups conducted on those who were in the MBSR arm of this trial revealed several positive benefits of mindfulness that included more global health benefits beyond the symptoms of insomnia (hubbling, Reilly-Spong, Kreitzer, & Gross, 2014). Participants commented that although sleep time might not have 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, and Irwin (2015) conducted an
RCT on adults ages 55 and older with moderate sleep disturbances, defined as a score greater than 5 on the Pittsburgh Sleep Quality Index
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Summary of Mindfulness-Based Therapies for Improving Sleep

	

Reference
	

Patient sample
	

Intervention
	

Intervention details
	
Sleep/insomnia outcome measure
	

Sleep/insomnia findings

	Shapiro
	63 cancer-free
	Mindfulness-based
	Randomized to
	Sleep efficiency
	Both groups reported signifi-

	et al.
	women with pre-
	stress reduction
	MBSR or free-
	and sleep qual-
	cant improvement in self-

	(2003)
	vious diagnosis
	(MBSR)
	choice control
	ity measured by
	reported sleep quality at

	
	of Stage II breast
	
	condition
	sleep diary
	posttreatment; no signifi-

	
	cancer
	
	
	
	cant change in sleep effi-

	
	
	
	
	
	ciency. MBSR participants

	
	
	
	
	
	reporting greater mindful-

	
	
	
	
	
	ness practice showed larg-

	
	
	
	
	
	est improvement in sleep

	
	
	
	
	
	quality.

	Andersen
	336 women under-
	MBSR
	Randomized to
	Medical Outcomes
	Mean sleep problem scores

	et al. (2013)
	going surgery for Stage IIII breast cancer within the last 318 months
	
	MBSR or treat- ment as usual control condition
	Study Sleep Scale
	were significantly lower in MBSR group immediately after the intervention but no lower than controls at
12-month follow-up.

	Lengacher
	84 women who had
	MBSR
	Randomized to
	M.D. Anderson
	MBSR group showed signifi-

	et al.
	completed breast
	
	6-week MBSR
	Symptom Inven-
	cant decrease in fatigue

	(2012)
	cancer treatment
	
	intervention or
	tory core symp-
	and sleep disturbance

	
	within the last
	
	treatment as
	tom severity
	severity items at posttreat-

	
	18 months
	
	usual control
	items: Sleep dis-
	ment compared to control

	
	
	
	condition
	turbance, fatigue
	group.

	Carlson
	49 breast cancer
	MBSR
	Participants com-
	Self-reported sleep
	Significant improvement in

	et al.
	and 10 prostate
	
	pleted 8-week
	quality (poor,
	sleep quality reported at

	(2003)
	cancer patients
	
	MBSR program
	adequate, or
	posttreatment.

	
	
	
	
	good)
	



Garland (2005)

pleted 8-week MBSR program

Quality Index (PSQI)

in PSQI total score and all PSQI subscales at posttreatment.

Schmidt et al. (2011)

Gross et al. (2004)


Gross et al. (2010)

177 women with fibromyalgia


20 solid organ transplant recipients

138 recipients of kidney, kidney/ pancreas, liver, heart, or lung transplant

MBSR	Randomized to MBSR, active con- trol, or wait-list control
MBSR	Participants com- pleted 8-week MBSR program

MBSR	Randomized to MBSR or 8-week health education intervention, either initially or after wait-list

PSQI	No significant main effect for group; however, positive change rates on PSQI were highest for MBSR.
PSQI	Significant improvement in sleep dysfunction at post- treatment and 3-month follow-up.
PSQI	MBSR group reported signifi- cant improvement in sleep symptoms compared to Health Education; benefits were retained at 1-year follow-up.

Kreitzer et al. (2005)
Bootzin & Stevens (2005)

20 solid organ transplant recipients
55 adolescents with substance abuse, insomnia, and daytime sleepiness

MBSR	Participants com- pleted 8-week MBSR program
MBSR	Six-session group treatment for sleep disturbance combining MBSR, sleep hygiene education, and cognitive therapy

Self-reported sleep quality and duration
Sleep diary param- eters (sleep efficiency, sleep onset latency, number of awak- enings), Epworth Sleepiness Scale, actigraphy

Significant improvements in sleep quality and duration sustained 6 months later.
Participants in MBSR group completing four or more treatment sessions reported significant improvement
in sleep diary parameters; actigraphy showed a trend for improvement in total sleep. All participants reported significant reduction in sleepiness.

Klatt et al.
(2009)

48 healthy univer-
sity faculty and staff working full-time

Low-dose MBSR
(MBSR-ld)

Randomized to
6-week MBSR-ld intervention or wait-list control

PSQI	Both MBSR-ld group and
control group reported significant improve- ment in sleep quality at posttreatment.
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Summary of Mindfulness-Based Therapies for Improving Sleep

	

Reference
	

Patient sample
	

Intervention
	

Intervention details
	
Sleep/insomnia outcome measure
	

Sleep/insomnia findings

	Carmody
	110 late peri-
	MBSR
	Randomized to
	Women’s Health
	MBSR group reported sig-

	et al.
	menopausal
	
	MBSR or wait-list
	Initiative Insomnia
	nificantly greater improve-

	(2011)
	and early post-
	
	control
	Rating Scale
	ments in subjective sleep

	
	menopausal
	
	
	
	quality compared with

	
	women
	
	
	
	control group.

	Garland
	111 cancer patients
	MBSR
	Randomized to
	Insomnia Severity
	MBSR was inferior to CBT-I

	et al.
	with insomnia
	
	MBSR or eight
	Index (ISI), PSQI,
	for improving insomnia

	(2014)
	
	
	sessions of
	Dysfunctional
	severity immediately post-

	
	
	
	cognitive
	Attitudes and
	intervention but demon-

	
	
	
	behavior therapy
	Beliefs about
	strated non-inferiority at

	
	
	
	for insomnia
	Sleep Scale
	3-month follow-up. Both

	
	
	
	(CBT-I)
	(DBAS), sleep
	interventions showed

	
	
	
	
	diary parameters
	improvement in sleep

	
	
	
	
	(sleep onset
	diary parameters. CBT-I

	
	
	
	
	latency, wake
	group reported significant

	
	
	
	
	time after sleep
	improvement in sleep qual-

	
	
	
	
	onset, total sleep
	ity and dysfunctional sleep

	
	
	
	
	time), actigraphy
	beliefs.

	Gross et al.
	30 adults with
	MBSR
	Randomized to
	ISI, PSQI, sleep diary
	MBSR group reported sig-

	(2011)
	primary chronic
	
	MBSR or 8 weeks
	parameters (total
	nificant improvements in

	
	insomnia
	
	of pharmaco-
	sleep time, sleep
	insomnia severity, sleep

	
	
	
	therapy (3 mg of
	onset latency,
	quality, and sleep diary

	
	
	
	eszopiclone)
	sleep efficiency),
	parameters at 5-month

	
	
	
	
	actigraphy
	follow-up; comparable

	
	
	
	
	
	changes were seen in phar-

	
	
	
	
	
	macotherapy group. Actig-

	
	
	
	
	
	raphy showed significant

	
	
	
	
	
	reductions in sleep onset

	
	
	
	
	
	latency for MBSR group.



(2014)	posttreatment
focus groups

quality and reduced insomnia-related distress.

Britton et al. (2010)

26 adults with par- tially remitted depression

Mindfulness-based cognitive therapy (MBCT)

Randomized to MBCT or wait-list control

Polysomnographic (PSG) sleep pro- files, sleep diary parameters (sleep onset latency, number of awak- enings, wake time after sleep onset, sleep efficiency)

Polysomnography showed increased arousal at post- treatment in MBCT group (increased awakenings, Stage 1 sleep, suppressed slow wave sleep). MBCT group reported significant within-group decreases in sleep diary parameters.

Britton et al. (2012)

23 antidepressant users with sleep complaints

MBCT	Randomized to MBCT or wait-list control

PSG (Stage 1 sleep, slow-wave sleep), sleep diary parameters (total wake time, sleep efficiency)

MBCT group showed a sig- nificant reduction in PSG total wake time and signif- icant improvement in sleep diary parameters.

Yook et al. (2008)

19 patients with anxiety disorders

MBCT	Participants com- pleted 8 weeks of MBCT

PSQI	Participants showed signifi- cant improvement in sleep quality at posttreatment.

Gonzalez- Garcia et al. (2013)
Heidenreich et al. (2006)

40 adults diagnosed with HIV


14 adults with per- sistent primary insomnia

MBCT	Randomized to MBCT interven- tion or routine follow-up control
MBCT	Participants com- pleted MBCT

Nottingham Health ProfileSleep dimension score

Sleep diary param- eters (sleep latency, total sleep time), Questionnaire to Assess Central Personality Vari-
ables in Insomnia, Thoughts Control Questionnaire for insomnia (TCQ-I)

MBCT group showed signifi- cant improvement in sleep- related quality of life at Week 8 and Week 20.
Participants showed signifi- cant pre- to posttreatment improvements in sleep diary parameters; fewer par- ticipants were taking sleep medications at end of treat- ment. Significant changes were seen across treatment in four of six subscales of the TCQ-I; patients reported significantly less worry about sleep.
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Summary of Mindfulness-Based Therapies for Improving Sleep

	

Reference
	

Patient sample
	

Intervention
	

Intervention details
	
Sleep/insomnia outcome measure
	

Sleep/insomnia findings

	Ong et al.
	30 adults with
	Mindfulness-based
	6-week multi-
	Sleep diary param-
	Participants reported sig-

	(2008)
	psychophysio-
	therapy for
	component
	eters (total wake
	nificant posttreatment

	
	logical insomnia
	insomnia (MBTI)
	intervention
	time, time in bed,
	improvements in sleep

	
	
	
	incorporating
	number of awak-
	diary parameters, insom-
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(PSQI; Buysse, Reynolds, Monk, Berman, & Kupfer, 1989), that compared a 6-week mindfulness-based group intervention called mindfulness awareness practices (MAP) against a 6-week group consisting of sleep hygiene education that controlled for attention and contact. There was a significant group decrease in PSQI scores for the MAP group but not the sleep hygiene control group, and the change in PSQI was significantly correlated with the change in scores on the Five Facets of Mindfulness Scale (Baer, Smith, hopkins, Krietemeyer, & Toney, 2006), indicating that increased mindfulness skills were associated with decreased symp- toms of sleep disturbances among participants who received MAP. MAP was also superior to the sleep hygiene control on daytime measures 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.
Several other studies have examined insomnia or sleep disturbances
that are comorbid with another psychiatric or medical disorder. One of the most common co-occurring psychiatric disorders with insomnia is mood disorder. Britton has conducted two small-scale randomized controlled trials examining mindfulness-based cognitive therapy (MBCT) compared with a wait-list control for people with unipolar depression and insomnia. The first study (Britton et al., 2010) examined individuals with depression and comorbid insomnia who were not on medication. Participants in both groups reported reductions in SOL on sleep diaries, but data from poly- somnography found that participants in the MBCT group had significantly more awakenings, increased Stage 1 sleep, and decreased slow-wave sleep relative to controls. The authors interpreted these findings as indices of cortical arousal that appear to mimic the effects typically found among antidepressant users. The second study (Britton, haynes, Fridel, & Bootzin, 2012) examined individuals with depression and comorbid insomnia who were taking antidepressant medication. The results revealed that those who received MBCT had less TWT and higher sleep efficiencies compared with the control group on both objective (polysomnography) and self- report (sleep diaries) measures of sleep. Besides depression, there is evi- dence for improvements in self-reported sleep quality following MBCT for individuals suffering from insomnia related to an anxiety disorder (Yook et al., 2008). Another study using a multicomponent treatment that included mindfulness meditation found evidence for improvements in sleep and reductions in relapse of substance use among adolescents with a substance abuse history (Bootzin & Stevens, 2005).
Among comorbid medical conditions, particular interest has centered
on the use of mindfulness-based approaches on cancer-related sleep dis- turbance and fatigue. One early study examined the impact of MBSR on

self-reported sleep quality and quantity among women with breast cancer (Shapiro, Bootzin, Figueredo, Lopez, & Schwartz, 2003). No differences were found between the MBSR and the control group on sleep quality and sleep efficiency, but a positive relationship was found between the practice of mindfulness techniques and feeling refreshed after sleep for the MBSR group. In a series of studies, Carlson, Speca, Patel, and Goodey (2003) found evidence that MBSR leads to improvements in sleep quality among those with breast and prostate cancer and among a heterogeneous group of cancer patients (Carlson & Garland, 2005). Another study using a noninferiority design (Garland et al., 2014) compared MBSR with CBT-I in an RCT on patients with cancer. At posttreatment, MBSR was found to be inferior to CBT-I for improving insomnia severity but demonstrated noninferiority at the 3-month follow-up. At the final follow-up assess- ment, similar reductions in SOL and wake after sleep onset were found for both MBSR and CBT-I. These findings give rise to the possibility of dif- ferent mechanisms to reduce insomnia severity, with CBT-I exerting direct effects on nocturnal symptoms and MBSR indirectly improving sleep by improving the quality of daytime functioning (e.g., reduction in mood disturbance, stress).
In addition to mindfulness-based therapies, there has been some work to date on using ACT for patients with insomnia. One case study (Dalrymple, Fiorentino, Politi, & Posner, 2010) reported on the success- ful treatment of an individual with insomnia using behavioral strategies with acceptance-based strategies. A pilot study examined the use of ACT for 11 patients with chronic insomnia who were nonresponders to traditional CBT-I (hertenstein et al., 2014). They found that at post- treatment these patients reported improvements in sleep-related qual- ity of life and sleep quality. These two studies provide some indication that acceptance-based treatments might provide benefits for people with insomnia, particularly those not responding to CBT-I. See Table 9.2 for a list of mindfulness-based treatment studies on sleep and insomnia.


Future Research Directions

These are exciting times for research using mindfulness and acceptance- based approaches for chronic insomnia. The literature has grown con- siderably over the past 10 years, with increasing evidence to support the efficacy of mindfulness meditation as a viable treatment for chronic insomnia. Although these are positive signs, there are still some key questions that remain to be answered.
One important issue related to efficacy is the use of subjective versus objective outcome measures. In the studies reviewed, the main outcomes

are self-report measures, mostly using sleep diaries or a global measure of insomnia symptoms, such as the Insomnia Severity Index. Studies that used objective measures have found very little change in sleep parameters (Britton et al., 2010; Gross et al., 2011; Ong et al., 2014). The inconsis- tencies between subjective and objective measures of sleep raise ques- tions about the potential for a response bias due to expectancy effects or demand characteristics. however, self-report measures using sleep diaries and global measures of insomnia symptoms are considered to be a valid index for evaluating efficacy in insomnia studies (Buysse, Ancoli-Israel, Edinger, Lichstein, & Morin, 2006). In the case of insomnia, the percep- tion of sleep plays a role in the insomnia disorder that is not captured in objective measures of sleep. Perhaps one way to minimize the potential for a response bias is to use blinding in the assessment process. For example, the study assessments could include a clinician rating that is administered by a member of the research team who is unaware of the participant’s ran- domized condition. Although this step would not eliminate the possibility of a response bias, collecting assessment data from multiple sources and employing techniques for blinding could at least illuminate the potential for a response bias.
Another key question relates to the treatment mechanisms underlying
MBTI and other mindfulness-based therapies. how do these treatments work? In Chapter 4, the conceptual model for MBTI is presented, but we have not yet collected any evidence to support our model. 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 also possible that practicing mindfulness meditation will lead to changes in the brain. One potential area that has been proposed involves the default mode network (DMN). The DMN is a network of systems in the brain that regulates self-referential thought during inactive waking periods, such as daydreaming, that is associated with mind wandering. One review paper proposed the possibility that the DMN plays a role in insomnia (Marques, Gomes, Clemente, dos Santos, & Castelo-Branco, 2015). Earlier, I dis- cussed theories related to how insomnia might involve an inability to dearouse, which would be consistent with a dysregulation in the DMN around bedtime. Further investigation into this area might unveil neural mechanisms underlying mindfulness and insomnia.
Finally, it remains to be seen whether the version of MBTI presented
here is the optimal treatment package. In Chapter 8, I discussed other modules and activities that could be integrated into an MBTI program. These include the loving-kindness meditation and explicit discussions of emotion-focused coping and problem-focused coping. Also, having follow-up sessions beyond the 8-week program could be used to enhance the long-term effects of MBTI. As noted at the beginning of this chapter,

treatment development is an iterative process of refinement, and testing these variants could help improve the impact of MBTI.
Beyond insomnia, it might be possible to examine the potential use of mindfulness meditation for other types of sleep disorders. We are currently working on a project to repurpose and modify the MBTI pro- gram for people with chronic hypersomnia, including narcolepsy and idiopathic hypersomnia. Individuals with chronic hypersomnia have a tremendous psychological burden, including a high prevalence of depression and anxiety that appears to be associated with the burden of coping with chronic sleepiness. Given the potential benefits of targeting metacognitions to reduce sleep-related distress and daytime fatigue, this project aims to teach those with hypersomnia, similar concepts related to relieving suffering by learning how to be present and mindful with their condition. Unlike MBTI, this treatment model is an integrative model, which would include the use of approved medications for people with chronic hypersomnia, such as stimulants and sodium oxybate. This serves as an example of the potential outreach of using mindfulness to help people with a variety of sleep disturbances.
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P
)eople with chronic insomnia now have more treatment options. The emergence of mindfulness-based therapy for insomnia (MBTI) and other programs that use mindfulness meditation provide an integrative approach, a unique set of tools, and a different way to think about the problem of insomnia. If mindfulness-based approaches can be considered a viable treatment option, how do they fit into the existing landscape of treatments? Should MBTI be a first-line treatment, or should people with insomnia first try to use sleep medication or cog- nitive behavior therapy for insomnia (CBT-I)? Are insurance companies going to pay for their patients to receive MBTI? In this chapter, I provide my perspective on some issues and areas of controversy related to the implementation of MBTI 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 sleep medicine.
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Patient Considerations

Which patients should consider using mindfulness meditation to help with their sleep problem? In Part I of this book, I distinguished insomnia as a disorder versus the nocturnal symptoms of sleep disturbance. As discussed in Chapter 4, our conceptual model (Ong, ulmer, & Manber, 2012) posits that mindfulness skills can target sleep-related metacogni- tions that arise during an insomnia disorder. Furthermore, the major- ity of the activities in MBTI were designed for those who have been experiencing insomnia symptoms for a prolonged period of time because sleep-related arousal is a perpetuating factor of chronic insomnia. There- fore, MBTI is most appropriate for patients with a chronic insomnia dis- order. however, other programs teaching mindfulness meditation might be suitable for those who experience significant sleep disturbances but do not yet meet the full criteria for an insomnia disorder. Recall in Chap- ter 9, the study by Black, O’Reilly, Olmstead, Breen, and Irwin (2015) used a 6-week program called mindfulness awareness practices (MAP) that targeted older adults with prodromal sleep disturbances. Therefore, it is possible that teaching mindfulness meditation can also help prevent the development of chronic insomnia for those who have symptoms of insomnia in the form of moderate sleep disturbances. Conceptually, this would still fit within the 3-P model (Spielman, Caruso, & Glovinsky, 1987), whereby mindfulness meditation would help to reduce the impact of the precipitating event that created the initial sleep disturbance and also reduce the perpetuating factors that maintain the sleep distur- bances. Moreover, this provides flexibility in terms of the target audi- ence for mindfulness-based programs, which is important because of the heterogeneity of insomnia patients.
Thus far, it appears that the majority of participants in the ran- domized controlled trials on mindfulness and insomnia are women. In the three largest randomized controlled trials (Black et al., 2015; Garland et al., 2014; Ong et al., 2014), two thirds to three quarters of participants were women, most were Caucasian, and the level of education was relatively high. Is it the case that women are more likely than men to be interested in an intervention using mindful- ness meditation? Or is it the case the mindfulness meditation is a better 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 treatment modalities, such as MBTI, CBT-I, and medications. Further research that could identify ways to match patients to treatment modalities based on clinical profiles could greatly enhance efficiency within a health care system.

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 have significant medical or psychiatric comorbidities and who were not using hypnotic medications. The rationale for these exclusionary crite- ria was based on scientific reasons for isolating the effects of mindful- ness meditation and avoiding possible confounders. It was not based on clinical counterindications. Thus, we do not have empirical evidence to suggest whether MBTI is appropriate for those on hypnotic medications or whether those who have depression or chronic medical conditions would receive the same benefits. From my clinical experience, I feel that patients with chronic medical conditions, such as chronic pain or chronic obstructive pulmonary disease would not present a barrier to engag- ing in MBTI, as long as the medical condition is stable. As reviewed in Chapter 3, mindfulness-based stress reduction (MBSR) and other mindfulness-based programs have been successful in helping patients with chronic medical conditions.
For psychiatric conditions, my clinical experience is that those with anxiety disorders tend to do well with MBTI, and other mindfulness and acceptance-based programs have been successful in treating those with active anxiety disorders (hoge et al., 2013; Orsillo, Roemer, Lerner, & Tull, 2004). On the other hand, those with mood disorders, especially those who are experiencing significant symptoms of depression, can be vulnerable to dropping out of the program and might not having the ability to properly engage in the treatment. In one of our earlier research studies (Ong, Kuo, & Manber, 2008), we found that elevated levels of depression (as defined by a score 16 on the Beck depression Inventory [Beck, Rush, Shaw, & Emery, 1979]) was the second most common predictor of early dropout from a group-delivered CBT-I, behind an average total sleep time of less than 4 hours. Given the overlap between CBT-I and MBTI, the same issue might also apply to dropouts in MBTI. Also, the mindfulness-based cognitive therapy (MBCT) program typically requires 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 in MBCT (Segal, Williams, & Teasdale, 2002).
It is still unclear whether MBTI is appropriate for patients who are using hypnotic medications. On the one hand, mindfulness can be very 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 take a sleeping pill on a given night. On the other hand, patients using sleep medication while participating in MBTI might attribute the improvements to the medications rather than to the practice of mindfulness principles.

Given that there is no evidence yet to provide guidance one way or the other, a prudent approach might be to allow patients to participate in MBTI who are on a stable dose and who still experience symptoms of insomnia because the medication has not sufficiently resolved the insom- nia symptoms. however, if patients are just beginning to take sleep medi- cation, or if their sleep is improved with sleep medication, then it might make more sense to have them first monitor the impact of the medication on their insomnia symptoms before deciding whether MBTI is appropri- ate. An alternative would be to introduce some medication-tapering ele- ments into MBTI. This would likely require some modification to MBTI but could be another way to use mindfulness principles to help people with insomnia. Before attempting to taper or change the patient’s sleep medication, MBTI instructors should consult with the prescribing physi- cian. Most physicians would prefer to have their patients eventually sleep without a hypnotic medication, but these decisions should be coordinated between the MBTI instructor and the patient’s physician. These recom- mendations are based on my clinical experience; future research studies can aid in providing empirical answers to these questions.
A potentially controversial question is whether people with different demographic characteristics, such as those of lower socioeconomic sta- tus or those with lower education, are appropriate candidates for MBTI. 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 not available to empirically answer this question. Anecdotally, I would say that demographic factors such as socioeconomic status and level of education do not seem to distinguish participants who connect with the values of MBTI and who report benefits. In other areas, mindfulness meditation has been successfully delivered in programs to low-income, ethnic minority elementary school children (Black & Fernando, 2014) and incarcerated adults with substance abuse issues (Bowen et al., 2006). It seems that people across different ages, levels of education, and socio- economic status can benefit from the practice of mindfulness meditation. Again, further research could help clarify this question.
One final patient consideration is the composition of the group with respect to the presenting complaint. When Kabat-Zinn developed MBSR, it was designed to be a general program where people with different issues could come together to work on the common theme of suffering and stress. however, the nature and source of the suffering and stress would vary from person to person. Some might be experiencing chronic pain, others might have been diagnosed with cancer, and others might have sleep problems. The variety in suffering was thought to enhance the group’s understanding of how mindfulness is a general practice and not an antidote or medical treatment for a particular condition. In con- trast, MBTI is specifically designed for people with insomnia so everyone

coming to an MBTI group should be experiencing at least some form of sleep disturbance, or it would not be relevant to them. In one of our pilot groups, we had an experienced MBSR instructor lead an MBSR class for a group of 12 patients with insomnia. Around the midway point, I asked the instructor how the class was going and he commented that there was something that felt different. he noted that because all participants had chronic insomnia and he had never experienced prolonged bouts of insomnia, there seemed to be a disconnect between the participants and himself that was not apparent to him in previous MBSR classes in which the participants were more diverse with regard to presenting complaints. he felt that this led to a polarization between group members and himself, which was completely unexpected for both him and me. We have since attempted to increase the heterogeneity of our groups by trying to have a range of patients of different ages, backgrounds, and other demographic characteristics whenever possible. Other ways to increase heterogeneity might be to include those with comorbid insomnia or those who are tak- ing sleep medication, as discussed earlier.


Provider Considerations

This book is meant to be a starting point for those who are interested in delivering MBTI or teaching mindfulness meditation as a means of reducing symptoms of insomnia. As I have stated throughout this book, my position is that those who are considering using mindfulness medita- tion in a medical or psychiatric practice or teaching MBTI as part of an educational setting should be committed to practicing the principles of mindfulness. This begins by having a personal meditation practice and embodying the principles of mindfulness as a way of living. Those who 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 connecting with a community of other meditation practitioners. Moving forward, it is recommended that MBTI instructors continue to reinforce their meditation practice with regular attendance at a meditation retreat or meditation group. While there is no minimum competency for medi- tation practice, these suggestions are designed to foster a commitment to practicing mindfulness principles and enable MBTI instructors to bring mindfulness into their work with patients.
The professional competency needed to deliver MBTI is an area that is potentially controversial. Recall from earlier chapters that MBTI should

be delivered by clinicians with appropriate training in mental health and/ or medical services that meet the standards set forth by their respec- tive professional organizations. This level of competency ensures that the MBTI instructor is capable of making clinical decisions regarding whether or not a patient is stable enough to engage in MBTI or handling medical or psychiatric issues that might arise during the course of MBTI. Given the overlap between insomnia and other psychiatric and medical comor- bidities, there is a high likelihood that an MBTI instructor will encoun- ter a medical or psychiatric issue. Thus, MBTI is best suited for licensed, doctoral-level clinicians, such as clinical psychologists or physicians who are familiar with behavioral medicine and have some experience work- ing with patients who have sleep disorders. These clinicians would likely require additional training in teaching mindfulness meditation or train- ing in working with insomnia patients. Master’s-level providers, such as nurses, clinical social workers, psychologists, and licensed marriage and family therapists, can also deliver MBTI. however, they might require more training than doctoral-level providers or need more experience working with insomnia patients.
This level of competency might seem restrictive, as some MBSR instructors are not licensed clinicians and yet could still be very effective at delivering MBTI. Furthermore, some would argue that an established personal meditation practice should be the primary determinant of com- petency to deliver a mindfulness-based therapy. Although these are valid arguments, the potential risks of working with people who have insomnia warrant a conservative approach at this time. It is possible that changes in health care regulation could reclassify mindfulness-based therapies as an educational class under integrative medicine as opposed to a form of 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, there are certifications and formal training for instructors who wish to deliver other types of mindfulness-based therapies. The Center for Mindfulness at the university of Massachusetts offers certification as an MBSR teacher (see Exhibit 10.1). There are also several training opportunities for teach- ing MBCT, including online training and 5-day professional training institutes offered at the university of California, San diego; university of Toronto; and Oxford university.
In addition to training on mindfulness, training in behavioral sleep medicine (BSM) is important in the delivery of MBTI. The American Board of Sleep Medicine offers a Certification in Behavioral Sleep Medicine that covers the broad practice of BSM. As noted earlier, the American Psychological Association (APA) recently approved sleep psychology as a recognized specialty, and efforts are underway to develop an examina- tion and certification for sleep psychology under the American Board of Professional Psychology. Although not required to deliver MBTI, obtain-
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Further Resources on Mindfulness and Insomnia

Online Resources for Additional Training in Mindfulness-Based Therapies or Sleep Medicine
Center for Mindfulness, Training Pathway for certification as an MBSR teacher: http://www. umassmed.edu/cfm/training/training-pathways/
Mindfulness-Based Cognitive Therapy (MBCT) Training: http://mbct.com/training/ Oxford Mindfulness Centre: http://www.oxfordmindfulness.org/
Society of Behavioral Sleep Medicine (SBSM): http://www.behavioralsleep.org/ American Academy of Sleep Medicine (AASM): http://www.aasmnet.org/
Meditation Retreat Centers
Spirit Rock (http://www.spiritrock.org): Meditation Center in Northern California (about 45 minutes north of San Francisco)
Insight Meditation Society (http://www.dharma.org): Meditation Center in Barre, Massachusetts
Online Resources for Scientific Programs in Meditation or Sleep Research
Mind and Life Institute: https://www.mindandlife.org/
Sleep Research Society: http://www.sleepresearchsociety.org/
Recommended Books on Mindfulness and Mindfulness-Based Therapies
Kabat-Zinn, J. (1990). Full catastrophe living: The program of the stress reduction clinic at the University of Massachusetts Medical Center. New York, NY: Delta.
Kabat-Zinn, J. (1994). Wherever you go, there you are: Mindfulness meditation in everyday life. New York, NY: Hyperion Books.
Kabat-Zinn, J. (2005). Coming to our senses: Healing ourselves and the world through mind- fulness. New York, NY: Hachette Books.
Segal, Z. V., Williams, J. M. G., & Teasdale, J. D. (2012). Mindfulness-based cognitive therapy for depression (2nd ed.). New York, NY: Guilford Press.
Stahl, B., & Goldstein, E. (2010). A mindfulness-based stress reduction workbook. Oakland, CA: New Harbinger.
Recommended Books on Insomnia and Behavioral Sleep Medicine
Glovinsky, P., & Spielman, A. (2006). The insomnia answer: A personalized program for identifying and overcoming the three types of insomnia. New York, NY: Penguin.
Lichstein, K. L., & Perlis, M. L. (Eds.). (2003). Treating sleep disorders: Principles and practice of behavioral sleep medicine. Hoboken, NJ: Wiley.
Morin, C. M. (1993). Insomnia: Psychological assessment and management. New York, NY: Guilford Press.
Morin, C. M., & Espie, C. A. (Eds.). (2003). Insomnia: A clinician’s guide to assessment and treatment (Vol. 1). Dordrecht, the Netherlands: Springer Science & Business Media.



ing one of these certifications would ensure a minimum level of knowl- edge in BSM. Related to these efforts, the Society of Behavioral Sleep Medicine offers continuing education courses in BSM that are generally aimed at physicians, nurses, and psychologists who are interested in working with people who have sleep disorders. There are also work- shops and postgraduate courses at the annual international confer- ence for sleep medicine that is organized by the Associated Professional Sleep Societies. These are all excellent training opportunities to increase knowledge about BSM, including insomnia, sleep physiology, and sleep

assessment techniques. Those interested in delivering MBTI are highly encouraged to use these training opportunities to integrate knowledge about insomnia, sleep regulation, stress, and health with the principles of mindfulness meditation.


Other Considerations for Delivery of MBTI

In addition to considerations at the patient and provider levels, there are important considerations for delivering mindfulness-based therapies at a broader system level. Thus far, MBTI has only been delivered within the context of a research study at a sleep disorders center. Other mindfulness- based therapies have been delivered in hospitals but are offered through psychotherapy clinics or more general educational settings rather than a specialty clinic in sleep disorders. Most mindfulness-based therapies can be delivered in any setting, as long as there is sufficient space to hold movement meditation practices and to comfortably house a group 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 sleep disorders center, general announcements and fliers in a hospital), the circumstances might dictate where the most appropriate location is to hold the class or program. If the patient population is specific (e.g., all insomnia patients), then there should be some connection to a sleep dis- orders clinic to provide resources for an overnight sleep study or further 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.
At a broader system level, mindfulness-based therapies do not fit
cleanly into a category within most health care systems, because they contain elements of an educational class, psychotherapy, and alternative medicine. Earlier, I made the case that MBTI should be considered an integrative approach with techniques that aim to reduce specific symp- toms of insomnia integrated with techniques that aim to promote emo- tion regulation and general well-being. In the united States, integrative health interventions are widely used by consumers, but important issues 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 customers to attend a mindfulness-based therapy, such as MBSR, which can range between $400 and $600 per class. Therefore, patients have to pay out-of-pocket for these services. Some patients have been able to use money from a flexible spending account as part of their health insur-

ance to pay for a mindfulness behavior therapy (MBT), if they are able to receive a letter of medical necessity from their health care provider. unfortunately, these financial considerations might present barriers to those in a lower socioeconomic status who cannot afford to pay out of pocket or who do not have a flexible spending account established. hopefully, health care reforms, such as the Affordable Care Act, will provide greater opportunity for everyone to have a fair chance to access mindfulness-based therapies.
Another issue related to delivery of MBTI in the health care system is that there is currently no formal regulation with regard to provider qualification or quality of care. Earlier, I provided a perspective on pro- vider qualifications for delivering MBTI. however, there is currently no method of regulating whether or not MBTI or other MBTs are being delivered with fidelity to the original program, which can raise questions about the quality of care. Ideally, a responsible clinician will provide his or her patients with the opportunity to provide feedback or have a for- mal program evaluation that patients can complete anonymously. 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 helpful to consider forming a peer group consisting of MBT teachers. This could include providers of MBSR, MBCT, MBTI, or other MBTs, since many challenges will be relevant to the core teaching of mindfulness medita- tion. As an example, there is an MBSR/MBCT teachers’ consortium in Chicago that meets monthly to engage in meditation practice, discuss issues that teachers are encountering in delivering MBTs, and provide peer-support for delivering MBTs. This has provided a very useful and meaningful outlet for teachers to share their experiences in teaching MBTs. This can also provide opportunities to standardize the quality of care across MBTs. hopefully, the growing evidence base on mindfulness- based therapies will persuade policymakers to address the issues related to implementation of mindfulness into the health care system.


A Vision for the Future

There are now more empirically supported treatment options for individ- uals who suffer from insomnia. Pharmacological approaches are becom- ing safer and more targeted in their pharmacodynamics. The z-drugs, melatonin agonists, and more recent orexin antagonists are more specific when 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 targets to address different symptoms of insomnia. CBT-I

is more comprehensive compared with the older generation of behav- ioral approaches, which included relaxation strategies, mental imagery, or paradoxical intention. MBTI expands the armamentarium of non- pharmacological approaches by providing tools grounded in mindfulness meditation to reduce sleep-related arousal by targeting metacognitions. It provides a different way to work with the problem of insomnia than do medications or CBT-I. Therefore, it might be time to consider a systems- based approach to the treatment of insomnia.
One such approach could be accomplished using a stepped care 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, a reason- 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., sleep hygiene). Alternatively, if there is a resource for a BSM pro- vider (e.g., nurse practitioner, primary care psychologist) in the clinic or nearby, the patient could be referred for a brief behavioral treatment for insomnia, such as the one developed by dr. daniel Buysse and col- leagues (Buysse et al., 2011). If the sleep disturbance persists and trans- forms from acute sleep disturbance to a chronic insomnia disorder, 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 center for evaluation of comorbid sleep disorders and more specific information on the symptom patterns. If the patient reports increased sleep-related arousal and is open to a mindfulness-based approach, then the patient can be referred to an MBTI program. 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 that is 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 is to introduce other delivery methods, such as Internet-based delivery of CBT-I or MBTI. Given that health care is gravitating toward team- based approaches with an emphasis on quality of care and efficiency of health care utilization, this stepped care model might hold promise as a collective method to combat the problem of insomnia as a public health epidemic. This model requires health care providers and policymakers to coordinate their efforts and work together. Perhaps teaching mind- fulness principles to these groups can help achieve a mindfulness-based model for health care.
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Mindfulness-Based Therapy for Insomnia

Welcome to the Mindfulness-Based Therapy for Insomnia (MBTI) program. I am delighted that you have chosen to try something different for treating your insomnia. Over the next 8 weeks, you will be learning different techniques and different ways of thinking about insomnia that we believe will help improve your sleep and your daytime functioning.
Instructor: Jason Ong, PhD
Contact Information: If you have questions or concerns, please contact Jason Ong at 123-456-7890.
Program Requirements: To maximize our ability to help you and to learn from you, we expect you to be committed to this program. We expect you to practice the meditations and sleep recommendations that will be discussed throughout the program. We also expect that you complete the daily diaries on your sleep and meditation. We understand that everyone has a busy schedule, but we believe that a strong commitment and openness to this program will give you the best chance for success.
Program Schedule: The group will meet on Wednesdays from 6:30 p.m. to 9:00 p.m. in Room 123 of the University Medical Center. Please plan to arrive a few minutes early so that you can prepare your mind and body and we can be ready to start on time. The schedule below will provide the dates of each session and the theme of the session:
September 7: Session 1—Introduction and Overview of Program
September 14: Session 2—Stepping Out of “Automatic Pilot”
September 21: Session 3—Paying Attention to Sleepiness and Wakefulness
September 28: Session 4—Working With Sleeplessness at Night
October 5: Session 5—The Territory of Insomnia October 12: Session 6—Acceptance and Letting Go October 16: MBTI Retreat
October 19: Session 7—Your Relationship With Sleep
October 26: Session 8—Living Mindfully Beyond MBTI
Absence From Class: If you know in advance that you will not be able to make a class, please contact Dr. Ong to make arrangements to receive the class materials.
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Applying Mindfulness Principles to Sleep

In the spirit of cultivating mindfulness, this program will help guide your personal inquiry into your own sleep needs and the optimal state of mind for initiation of sleep (at the beginning or middle of the night). In doing so, you want to bring attention to changing your relationship to sleep rather than to the amount of sleep you get each night. As you begin to change this relationship, you might notice an improvement in the quality of your sleep. Later, you will slowly increase the amount of sleep you get. This approach requires discipline and consistency but follows the principles of mindfulness discussed in this program. These principles can also be applied to sleep:
Beginner’s Mind: Remember that each night is a new night. Be open and try something different! What you have been doing to this point is probably not working well, so it is time to try something new.
Nonstriving: Sleep is a process that cannot be forced but instead should be allowed to unfold.
Putting more effort into sleeping longer or better is counterproductive.
Letting Go: Attachment to sleep or your ideal sleep needs usually leads to worry about the consequences of sleeplessness. This is counterproductive and inconsistent with the natural process of letting go of the day to allow sleep to come.
Nonjudging: It is easy to automatically judge the state of being awake as negative and aversive, especially if you do not sleep well for several nights. However, this negative energy can interfere with the process of sleep. One’s relationship to sleep can be a fruitful subject of meditation.
Acceptance: Recognizing and accepting your current state is an important first step in choos- ing how to respond. If you can accept that you are not in a state of sleepiness and sleep is not likely to come soon, why not get out of bed? Many people who have trouble sleeping avoid getting out of bed. Unfortunately, spending long periods of time awake
in bed might condition you to being awake instead of asleep in bed.
Trust: Trust your sleep system and let it work for you! Trust that your mind and body can self- regulate and self correct for sleep loss. Knowing that short consolidated sleep often feels more satisfying than longer fragmented sleep can help you develop trust in your sleep sys- tem. Also, sleep debt can promote good sleep as long as it is not associated with increased effort to sleep.
Patience: Be patient! It is unlikely that both the quality and quantity of your sleep will be opti- mal right away.
These are just some ways that the mindfulness principles are related to sleep. You might discover other connections between these principles and the process of going to sleep or falling back asleep. We encourage you to explore this for yourself and share your experience throughout this program.
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Meditation Diary

Please complete the diary for each of your meditation sessions at home. Indicate which type of meditation (sitting, body scan, walking, yoga), the start and end times of your session, and the total minutes spent meditating. Please record each meditation session, even if you practice more than once per day.

	

Date
	
Type of meditation (e.g., sitting,
body scan, walking)
	
Session start time
	
Session end time
	
Total minutes
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Consensus Sleep Diary-Core	ID/Name:	
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	Today’s date
	4/5/11
	
	
	
	
	
	
	

	1. What time did you get into bed?
	10:15 p.m.
	
	
	
	
	
	
	

	2. What time did you try to go to sleep?
	11:30 p.m.
	
	
	
	
	
	
	

	3. How long did it take you to fall asleep?
	55 min.
	
	
	
	
	
	
	

	4. How many times did you wake up, not counting your final awakening?
	
3 times
	
	
	
	
	
	
	

	5. In total, how long did these awakenings last?
	1 hour
10 min.
	
	
	
	
	
	
	

	6. What time was your final awakening?
	6:35 a.m.
	
	
	
	
	
	
	

	7. What time did you get out of bed for the day?
	7:20 a.m.
	
	
	
	
	
	
	

	8. How would you rate the quality of your sleep?
	Very poor Poor
Fair Good
Very good
	Very poor Poor
Fair Good
Very good
	Very poor Poor
Fair Good
Very good
	Very poor Poor
Fair Good
Very good
	Very poor Poor
Fair Good
Very good
	Very poor Poor
Fair Good
Very good
	Very poor Poor
Fair Good
Very good
	Very poor Poor
Fair Good
Very good

	9. Comments (if applicable)
	I have a cold
	
	
	
	
	
	
	


Note.  From “The Consensus Sleep Diary: Standardizing Prospective Sleep Self-Monitoring,” by C. E. Carney, D. J. Buysse, S. Ancoli-Israel, J. D. Edinger, A. D. Krystal,
K. L. Lichstein, and C. M. Morin, 2012, Sleep, 35, p. 292. Copyright 2012 by Associated Professional Sleep Societies. Reprinted with permission.
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Sleep Hygiene Instructions

The following instructions are intended to improve your sleep hygiene. This is not a quick-fix solution for your insomnia, but following these instructions will minimize habits that are counterproductive for sleep. Please think of this as a first step toward developing awareness of your sleep habits. Later in the program, more specific instructions will be provided that build upon some of these instructions and provide a greater chance to see changes in your sleep patterns.
1. Be aware of the timing and amount of time spent in bed. You should regularize the time that you go to bed and get out of bed and also the amount of time you spend in bed.
2. Be aware of sleep effort. You should avoid putting effort into trying to sleep. Increased effort to sleep is likely to make you more anxious and frustrated rather than more sleepy.
3. Monitor intake of substances. Try to avoid coffee, alcohol, and nicotine starting from the late afternoon or evening. Caffeine is a stimulant that may disrupt normal sleep and can stay in your body for about 4 to 5 hours. It is recommended that you avoid caffeine after about 4 or 5 p.m., depending on your bedtime. Alcoholic beverages can promote relaxation and drowsiness, but the effects of alcohol also disrupt sleep, causing it to become frag- mented and restless. For most people, consuming alcohol with dinner is not likely to have
a negative impact on sleep, but consuming alcohol 1 to 2 hours prior to bedtime is more likely to have a negative effect on sleep. Nicotine can also have stimulating effects and therefore it is not advisable to use nicotine to help relax at night or to use nicotine when unable to fall back to sleep in the middle of the night.
4. Regular, moderate exercise can promote sleep over the long run, but attempts to use exer- cise to “tire oneself to sleep” are not effective. It is recommended that you continue with your current or planned exercise routine but avoid exercising close to bedtime.
5. Monitoring eating habits by avoiding late meals. Digestion is an active process that can cause sleep disruption. It is also not preferable to eat in the middle of the night during prolonged awakenings. However, a light snack at bedtime is not likely to have a negative impact on sleep.
6. Manage the environment in terms of light, noise, temperature, and safety. The sleep envi- ronment should be comfortable. An eye mask can be used to reduce light exposure.
A fan or white noise generator can help to reduce disruptive noise in the environment.
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Instructions for the Sleep Consolidation Window

The first recommendation for consolidating your sleep is that you limit the amount of time you stay in bed. This will serve as a “sleep window,” or a window of opportunity for sleep to occur. You should begin by allowing yourself a sleep window just slightly more than the amount of actual sleep time that you are currently getting. Although this may sound very
drastic, it will quickly help to consolidate your sleep and reduce fragmentation of sleep across a longer time in bed. It can also help you develop a greater awareness of the sensation of sleepiness. Once your sleep is consolidated, you will gradually increase the time you allow yourself to be in bed.
Step 1: Keep a consistent wake-up time. The best way to anchor your biological clock is to adhere to your fixed wake-up time and stick to it every day regardless of how much sleep you actually get on any given night. Get out of bed no later than 15 minutes after your wake-up time. Anchoring your wake-up time is essential for optimal sleep. This practice will help you develop a more stable sleep pattern and will strengthen the natural cues from your internal biological clock that regulates your sleep-wake cycle. An irregular wake-up time can weaken the signal from your biological clock that regulates the timing of your sleep. In fact, you can create the type of sleep problem that occurs in jetlag by varying your wake-up time from day to day. If you stick to a fixed wake-up time you will gradually notice that you become sleepy at roughly the same time most nights, which will eventually allow you to get more sleep and satisfy your sleep need.
Step 2: Establish a window for sleep. Now that you have established a fixed wake-up time, the next step is to figure out how many hours to spend in bed. Looking at your sleep diaries, calculate the average total sleep time (TST) for this last week. Subsequently, your initial time in bed (TIB) is determined using the formula: TIB  average TST  30 minutes. Adding 30 min- utes to the average TST allows for a normal amount of time to fall asleep as well as normal brief awakenings during the night.
Step 3: Determine a recommended bedtime. Using the TIB calculated above, count backwards from your wake-up time. This will be your recommended bedtime. However, it is essen- tial that you consider this recommended bedtime as your earliest allowed time to go to bed. It is not required that you go to bed at this time if you do not feel sleepy. Instead, be aware of your state of alertness at this time and allow yourself to go to bed only if you
feel sleepy at this time. If you do not feel sleepy at this time, stay up and wait until you do feel sleepy. By going to bed only when sleepy you increase the likelihood that you will fall asleep easily. Remember that sleep is an unfolding process. It cannot be forced. Impatience with the natural unfolding of sleep and trying to force sleep to happen are usually not effective or productive. Try practicing nonstriving and letting go of the need to sleep.
Frequently Asked Questions About the Sleep Consolidation Window
My goal is to sleep more! How is setting a shorter sleep window going to help? The first step in the sleep consolidation program is to reduce the amount of time you are lying awake in bed, not to increase the amount of your sleep. As we reduce the wake time in bed, and you gain a better sense of your sleep needs, the window can be widened and you will have an opportunity to get more sleep. Remember, in this program we are trying to let go of the goal to get more sleep!
(continues)
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Instructions for the Sleep Consolidation Window

What is the difference between sleepiness and fatigue? Many people misjudge the state of sleepiness. People often confuse the sense of being sleepy with the sense of being fatigued and the desire to rest the mind and the body. The state of being very sleepy is a state of having to struggle to stay awake. When you are close to that state, you are sleepy. In contrast, fatigue usually involves a lack of energy and perhaps some negative reaction, such as frustration or irritability toward this lack of energy. Some people describe this as a “fog,” where they are not fully awake but unable to sleep. Becoming aware of the state of your mind and body can help you respond more wisely to sleepiness and fatigue.
Should I have a presleep routine or unwind before my scheduled bedtime? Creating a “buffer zone,” or quiet time, for about 30 to 60 minutes prior to your scheduled bedtime can help to prepare your mind for sleep and increase the chances of detecting sleepiness. This time can be spent engaging in activities that are enjoyable on their own, rather than activities that are taken as a means to an end. Usually, soothing activities such as knitting, reading comics,
or listening to calming music can be helpful. In contrast, having a rigid routine can sometimes increase anxiety or tension, usually because the routine is used to try and sleep. The practice of nonstriving will help you to shed the day’s excitements and tensions, preparing yourself for sleep to unfold.
Can I take a nap during the day? During this period of transition to better sleep, you should generally avoid napping. Sleeping at times other than your sleep window, particularly for more than an hour, might weaken your sleep drive and could undermine the sleep consolidation process. However, if you find yourself very sleepy (see above) a brief (20–30 minute) after- noon nap 7 to 9 hours after your morning rise time can be taken to ensure your safety. If you do nap, it is best to nap at approximately the same time daily. Irregular naps may weaken the signal from your biological clock and long naps may weaken your sleep drive. As long as you maintain a consistent wake-up time and follow these recommendations for taking a short nap when needed, it is not likely to interfere with your sleep at night.
Once your sleep consolidation program has been discussed with the instructor, please write down your bedtime and wake time below to help remind you of the plan for the coming week. You might also want to write this on your sleep diary as a reminder.
 (
My Sleep Consolidation Program
For the next week, I should 
go to bed no earlier than 
.
 
However,
 
if
 
I
 
am
 
not 
sleepy
 
at
 
this
 
time,
 
I
 
should
 
wait
 
until
 
I
 
am
 
aware
 
that
 
the
 
sensation
 
of
 
sleepiness
 
is 
present.
For the next week, I should 
wake up at 
,
 
regardless
 
of
 
how
 
much
 
sleep
 
I 
obtained during the night.
)
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Instructions for Adjusting the Sleep Window

The initial sleep window was designed to consolidate your sleep. The best measure of the consolidation of your sleep is sleep efficiency, which is calculated using the following formula:

Sleep efficiency  Time you actually slept  100
Time you spent in bed
A. If your average sleep efficiency is  90% and you feel that you are not getting a sufficient amount of sleep for optimal functioning during the daytime, increase your sleep window by 15 minutes, at either end of the night. You should stay on the new schedule for at least 7 nights before making changes.
B. If your sleep efficiency is  80%, decrease your sleep window by 15 minutes, at either end of the night. However, you should not reduce your time in bed below 5 hours. You should stay on the new schedule for at least 7 nights before making changes.
C. If your average sleep efficiency is between 80% and 90% continue on your current sleep window. When your average sleep efficiency does meet Criterion A or Criterion B for
7 consecutive days, you can expand or contract your sleep window according to the instructions above.

Examples:
1. Over the past week, Joe reported an average total sleep time (at night) of 6 hours. Follow- ing the sleep consolidation recommendations, he spent an average of 6.5 hours in bed. Therefore, 6 hours (TST)/6.5 hours (TIB)  100  92.3%. With a 92.3% sleep efficiency, Joe is then asked if he has noticed sensations of excessive sleepiness during the day. If so, he can increase his sleep window by 15 minutes to 6.75 hours for the next week.
2. Jane had a rough week and reported an average total sleep time of 5.5 hours over the past week, down from 6.5 hours the previous week. She spent an average of 7 hours in bed hoping to get more sleep. Using the formula, 5.5 / 7  100  78.6%. With a sleep efficiency of 78.6%, Jane should decrease her sleep window to 6.75 hours for the next week.
3. Over the past week, Jim reported an average total sleep time of 5.75 hours, with some good nights and some bad nights. His sleep window was 7 hours during the past week, for a sleep efficiency of 82.1%. Following the recommendations above, Jim should continue with the same sleep window of 7 hours for the next week.
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Sleep Reconditioning Instructions

The instructions below come from behavioral theories of conditioned responses to a certain stimulus. When you go through a period of disturbed sleep, the bed (and bedroom) is no longer associated with the cues that promote sleep. Instead, the bed becomes a place of anxiety, uncertainty, and activation, none of which are conducive to sleep. The basic premise behind these instructions is that if you are in bed and find that you do not feel sleepy, then it is best to get out of sleep mode by sitting up in bed or getting out of bed and moving to another area of the home. Once you are no longer trying to sleep, do a quiet, soothing activity until you regain the sensation of sleepiness. Viewed from the mindfulness perspective, when you become aware that you are not sleepy, instead of striving for a state of sleep, be fully awake. Rather than thinking of this as an unpleasant time, you might think of this as an opportunity to practice mindfulness, something you might not have during the day.
Most importantly, stop trying harder to sleep. This means that it is best to stay out of sleep mode when you are not experiencing the sensation of sleepiness. When you are out of this sleeping position, you should be fully present with whatever activity you do.
Step 1: Become aware of the state of your mind and body. Present-moment awareness is the starting point for choosing how to respond. If you notice that you are tossing and turning and sleep is not happening, pause to recognize your state of mind in the present moment. This might happen at the beginning of the night or if you happen to wake up in the middle of the night. Prolonged periods of being awake in bed usually lead to tossing and turning, becoming frustrated, or worrying about not sleeping, all of which indicates that you are striving for sleep to happen. You might even be excited about something happen- ing in your life. All of these reactions make it difficult to fall asleep. Also, when you lie in bed trying to sleep, wanting and hoping to go back to sleep, you are conditioning yourself to be awake in bed. Recognizing your state of mind and body helps you to determine the next step.
Step 2: Get out of sleep mode. Once you are aware that sleep is not likely to come soon, you can now choose what action to take. One course of action is to acknowledge this state of wakefulness, get out of bed, and go to another room. Getting out of bed when you are unable to sleep is not easy. Your bed is comfortable, you might want to get some rest, and you might be hopeful that your continued efforts to sleep will make it happen. However, keep in mind that sleep emerges naturally when the body and the mind are calm and content. Therefore, the activities that you choose to do when you are out of bed should promote that state of mind. Things that are soothing and pleasant usually work well.
Many of the same activities that were recommended for the buffer zone (see Handout 5) are also appropriate activities to do here. You might also consider this as an opportunity to practice mindful movement (e.g., walking meditation) or a sitting meditation. Note that if you choose to do this, you should also continue your daytime practice.
If you find that getting out of bed is too difficult or if physical limitations prevent get- ting out of bed at night, you can also choose to sit up in bed. This means getting your- self into an upright position so that your intention is to engage in a soothing activity (as
described above) rather than trying to sleep. You might choose to practice a sitting medi- tation, breathing meditation, or a body scan. Again, you should not use this as a substitute for your daytime practice. Also, if you choose to read, it is better to use a dim light rather than a bright light.

 (
HAND
 
O
 
U
 
T
 
7
 
(
Continued
 
)
)
Sleep Reconditioning Instructions

Step 3: Return to a sleeping position only when sleepy. Whatever activity you choose, it is best to return to a sleeping position when you become aware that you are sleepy.
When you become aware that the mind and body are in a state of calmness, relaxation, and sleepiness, you are more likely to fall asleep. Pay attention to the mind’s tendency to want sleep to happen rather than the sensations that naturally arise when sleep is likely to happen.
Frequently Asked Questions
How long should I wait before getting out of bed or sitting up? Generally speaking, when you become aware that sleep is not imminent, you should get out of bed and leave the bedroom. Most people become aware of their nonsleepy state of mind fairly quickly (in less than 15 minutes). Note that we strongly discourage the use of a clock in making this decision because monitoring the clock time could lead to dwelling about not sleeping, which further increases frustration or tension. Instead, be guided by what you have already learned from your mindfulness practice about mental states that are not conducive to sleep. Just learn to calmly observe your state of mind and let it guide you.
How often do I have to follow these instructions? You should follow these instructions every time you become aware of not feeling sleepy while in bed. This should be followed every night and could be more than once per night (e.g., beginning of the night and middle of the night).
Can I still do other activities in bed? While in bed, you should avoid doing things that you do when you are awake. Activities such as watching TV, eating, studying, or talking on the phone should not be done while you are in bed. If you frequently use your bed for activities other than sleep, you are unintentionally training yourself to stay awake in bed. If you avoid these activities while in bed, your bed will eventually become a place where it is easy to go to sleep and stay asleep. Sexual activity is the only exception to this rule. This will help make the bed a strong stimulus (or cue) for sleep. In some situations, such as dorms or studio apartments, you will need to reorganize your room to make a separation between the space you use for sleep and the spaces you use for other activities.
After discussing appropriate soothing activities, please write your choices below.
 (
If
 
I
 
become
 
aware
 
that
 
I
 
am
 
awake
 
and
 
not
 
sleepy
 
in
 
bed,
 
I
 
can
 
choose
 
to
)
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The Nurturing/Depleting Activities Exercise

Instructions: Take a moment to think about the activities that occur on a typical day. What sorts of things do you find yourself doing? Please list all of these activities below.

Morning Activities:








Afternoon Activities:








Evening Activities:








After you have completed your list, go through each activity and write an “N” next to the activities that are “nurturing” and a “D” next to the activities that are “depleting.” If an activity can be either N or D, chose what is most typical for you. Finally, tally up how many Ns and Ds you have listed.

Total N Activities: 		Total D Activities: 	
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An Action Plan for Working Insomnia

It is important to keep in mind the different aspects of this program that were found to be helpful in working with the entire territory of insomnia. Much like the theme of impermanence discussed throughout this program, sleep disturbance might return in the future. Therefore, it is helpful to have an action plan so that you can be prepared to work with insomnia if it does arrive in the future.

Please answer the questions below by listing what you learned during this program as part of your own action plan for working with the territory of insomnia.

When I notice that my sleep is disturbed, I can bring awareness to










To work with the territory of insomnia, I can choose to respond by
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Certificate of Compassion
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