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Consider CBT in Cases of Secondary Insomnia
B Y  J A N E  S A L O D O F  M A C N E I L

Senior Editor

S C O T T S D A L E ,  A R I Z .  —  Cognitive-be-
havioral treatments can help people over-
come chronic insomnia, even when a med-
ical or psychiatric disorder appears to be
the primary cause of sleeplessness, Ed-
ward J. Stepanski, Ph.D., said at a meeting
on sleep medicine sponsored by the Amer-
ican College of Chest Physicians.

Traditionally, behavioral treatments

have been reserved for primary insomnia
and not recommended for people whose
lack of sleep is secondary to other condi-
tions, said Dr. Stepanski, vice president for
scientific affairs of the Accelerated Com-
munity Oncology Research Network
(ACORN) in Memphis, Tenn. 

The underlying assumptions—both of
which he challenged—are that insomnia
will remit if the primary condition is re-
solved and that cognitive-behavioral treat-
ment (CBT) approaches will not be effec-

tive against an etiology such as pain or de-
pression. People continue to sleep poorly
after successful treatment of posttrau-
matic stress disorder, he said, and ran-
domized controlled trials have shown that
people with a primary condition such as
arthritis or chronic obstructive pulmonary
disease can sleep better after CBT.

“Use [CBT] in any chronic insomnia,”
Dr. Stepanski said, suggesting comorbid
insomnia would be a better name than sec-
ondary insomnia when diagnosed in pa-

tients with other conditions. “CBT has its
place,” he said. “There are always behav-
ioral and cognitive features to a chronic pa-
tient with insomnia.”

For most patients, he recommended that
behavioral treatments come before cogni-
tive therapy. Many worry that they will
have a mental breakdown or lose their jobs
if they don’t get more sleep. Once they are
sleeping better, he suggested they may be
more open to cognitive restructuring—in
particular, to considering how their lives
would be different without insomnia. Not
everyone will embrace the possibility.

“If every failure in their entire life is due
to insomnia, they are not going to give
that up,” warned Dr. Stepanski. “Some
personality disorder patients don’t really
want help.”

For insomniacs who do want better
sleep, he recommended trying a variety of
behavioral treatments, as there is no way
to predict which would be the most bene-

ficial to a particular patient. These include:
� Sleep hygiene education. For example,
telling patients that they can’t drink coffee
before bedtime or nap 3 hours in the af-
ternoon and then expect to sleep through
the night.
� Stimulus control therapy. The patient
should only go to bed when sleepy and not
use the bedroom for activities, such as tele-
vision viewing or aerobic exercises, that are
incompatible with sleep. If the patient can’t
sleep, he should get up and leave the bed-
room. “If you force yourself to lie in bed
wide awake, you are doing damage to
yourself. [There’s] nothing else to do but ru-
minate and catastrophize,” he said.
� Sleep restriction therapy. The goal is to
use partial sleep deprivation to increase
homeostatic sleep drive. Use a sleep log to
reduce time in bed to the amount of time
the patient actually sleeps. Five hours of
good sleep is better than 8 hours of inter-
mittent sleep, said Dr. Stepanski: “Excess
time in bed is death to normal sleep.”
� Relaxation training. Examples include
progressive muscle relaxation, guided im-
agery, biofeedback, and self-hypnosis.

As none of these techniques work quick-
ly, Dr. Stepanski said practitioners should
devote time early on to educating, reas-
suring, and encouraging patients—and
preparing them for relapse. Patients “must
understand the rationale for the treatment
approach,” he said. “Sleep is a biological
rhythm. It doesn’t change right away.”

Medication works faster than CBT, but
is not as effective, said Dr. Stepanski.
Combining the two approaches can re-
lieve panic about sleep deprivation while
giving CBT more time to work. Studies
have shown, however, that CBT alone is
more effective than CBT combined with
medication. ■

‘There are always
behavioral and
cognitive features
to a chronic
patient with
insomnia.’

DR. STEPANSKI

You wrote “ZYPREXA.” 
Will your patient leave the pharmacy with something else?

With over 4,000 drugs on the market and more than 8 million prescriptions filled every day,
medication errors can and do occur. For example, ZYPREXA and Zyrtec® (cetirizine HCl) 
have been mistaken, one for the other, in the past.

To help avoid such medication errors, the Institute for Safe Medication Practices
(ISMP) recommends that physicians: 
• Print the medication’s brand name and generic name on all prescriptions.

• Include dosage form, strength, and full instructions.

• Pronounce the name for the patient or caregiver, and have them say it back to you.

• Remind the patient to check for anything unusual (eg, capsules instead of the usual
tablets) before they leave the pharmacy.

Please take special care when prescribing any medication. 
Millions of patients and their families are counting on you.

ZYPREXA® (olanzapine)?
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