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	i
nsomnia	is	a	common	problem	among	
patients	 who	 present	 to	 family	 physi-
cians,	 resulting	 in	 lost	 productivity,	
decreased	quality	of	life,	and	increased	

morbidity.	 insomnia	 results	 in	 high	 health	
care	 utilization,	 with	 direct	 and	 indirect	
costs	of	$77	to	$92	billion	annually.1-3	Con-
sequences	 of	 insomnia	 include	 fatigue,	
mood	disturbances,	and	problems	related	to	
employment	and	relationships.	

Many	behavior	therapies	have	been	devel-
oped	to	help	patients	resolve	their	sleep	prob-
lems	without	the	use	of	medications.	These	
therapies	 are	 designed	 to	 educate	 patients	
about	proper	sleep	habits,	correct	misconcep-
tions	about	 sleep,	and	use	established	 tech-
niques	to	improve	sleep.	Many	studies	have	
shown	 that	 these	 behavior	 therapies	 are	 as	
effective	as	medical	treatment	for	insomnia,	
with	 more	 sustainable	 results.2-5	 Cognitive	
behavior	 therapy	 (CBT)	 sustained	 patients’	
sleep	 improvements	 12	 and	 24	 months		
later.	6,7	Those	who	were	 treated	with	phar-
macotherapy	 alone	 did	 not	 sustain	 their	
benefits.	 This	 has	 also	 been	 demonstrated	
for	 older	 adults.6,7	 CBT	 alone	 yields	 the	

greatest	 number	 of	 normal	 sleepers,8	 with	
reports	 of	 greater	 patient	 satisfaction	 than	
with	pharmacotherapy.6

Definition
Chronic	 insomnia	 is	 a	 condition	 of	 diffi-
culty	 with	 initiating	 or	 maintaining	 sleep,	
or	of	experiencing	nonrestorative	sleep,	that	
lasts	 for	 at	 least	one	month	and	causes	 sig-
nificant	daytime	impairment.	By	definition,	
primary	insomnia	is	not	caused	by	another	
sleep	 disorder,	 underlying	 psychiatric	 or	
medical	 condition,	 or	 substance	 abuse	 dis-
order.9,10	secondary	(or	comorbid)	insomnia	
implies	an	underlying	cause,	such	as	depres-
sion	or	another	sleep	disorder.1	Thirty-five	to	
44	 percent	 of	 patients	 presenting	 to	 a	 sleep	
specialist	may	have	an	underlying	cause	for	
their	 insomnia,	 emphasizing	 the	 need	 to	
screen	for	other	conditions	(Table 111,12).5,13	

insomnia	may	be	further	characterized	as	
acute	(i.e.,	 less	 than	 four	weeks)	or	chronic	
(i.e.,	 greater	 than	 four	 weeks),	 with	 symp-
toms	occurring	on	at	 least	 three	nights	per	
week.	regardless	of	duration	or	course,	most	
studies	have	adopted	an	arbitrary	definition	
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of	insomnia	as	a	delay	of	more	than	30	minutes	in	sleep	
onset	or	a	sleep	efficiency	(i.e.,	the	percentage	of	time	in	
bed	that	is	spent	sleeping)	of	less	than	85	percent.13

Incidence
studies	 suggest	 that	 approximately	 30	 percent	 of	 the	
general	population	have	symptoms	of	sleep	disruption,	
and	 approximately	 10	 percent	 have	 associated	 daytime	
functional	impairment.1,14	However,	up	to	50	percent	of	
patients	 do	 not	 report	 this	 to	 their	 physicians.1,3	 older	
persons,	 women,	 those	 who	 are	 divorced	 or	 widowed,	
persons	 with	 lower	 socioeconomic	 status	 or	 concomi-
tant	health	problems,	and	persons	who	snore	are	at	an	
increased	risk	of	insomnia.15

older	persons	are	at	particular	risk	of	insomnia,	partly	
on	the	basis	of	age-related	changes	in	sleep	physiology.2,15	
They	have	decreased	sleep	efficiency	and	deep	sleep,	and	
increased	sleep	latency	(i.e.,	time	until	sleep	onset).	They	
often	 have	 circadian	 rhythm	 disturbances,	 with	 earlier	

bedtimes	and	wake	times.	This	results	in	excessive	daytime	
sleepiness	with	an	increased	risk	of	accidents	(e.g.,	falls),	
fatigue,	and	decreased	memory	and	concentration.1,11

Diagnostic Evaluation
Physicians	 should	 have	 a	 high	 index	 of	 suspicion	 for	
insomnia	and	might	consider	asking	about	it	during	the	
general	review	of	systems.16	a	detailed	sleep	history	should	
be	obtained,	with	 information	 from	family	members	or	
caregivers,	 when	 possible,	 and	 should	 include	 questions	
about	 medication	 and	 substance	 use	 (Table 2).11,12	 sleep	
records	kept	for	at	least	two	weeks	are	helpful.	They	should	
include	the	patient’s	bedtime,	total	sleep	time,	number	and	
length	of	awakenings	after	sleep	onset,	sleep	quality,	day-
time	symptoms,	and	use	of	sleep	medications	(Figure 1).16	
To	 avoid	 disrupting	 sleep,	 estimates	 should	 be	 recorded	
in	 the	morning.16	The	shortfalls	of	 sleep	diaries	are	 that	
patients	tend	to	overestimate	sleep	latency	and	underesti-
mate	the	number	of	awakenings	and	total	sleep	time.17	

SORT: KEY RECOMMENDATIONS FOR PRACTICE

Clinical recommendation
Evidence 
rating References

CBT should be used as initial treatment for chronic insomnia. A 2, 3, 5, 17-21

CBT for chronic insomnia is as effective as medications, and the results are more sustainable. B 2-7

Medications may be useful for acute insomnia when immediate symptom relief is desired. C 18

Stimulus control and sleep restriction are effective in the treatment of chronic insomnia. B 5, 9, 17

CBT = cognitive behavior therapy.

A = consistent, good-quality patient-oriented evidence; B = inconsistent or limited-quality patient-oriented evidence; C = consensus, disease-
oriented evidence, usual practice, expert opinion, or case series. For information about the SORT evidence rating system, go to http://www.aafp.
org/afpsort.xml.

Table 1. Causes of Secondary  
or Comorbid Insomnia

Anxiety
Asthma
Chronic obstructive 

pulmonary disease
Congestive heart failure
Depression
Fibromyalgia
Gastroesophageal reflux 

disease
Hyperthyroidism

Information from references 11 and 12.

Medications (see Table 2)
Menopause
Obstructive sleep apnea
Pain
Periodic limb movement 

disorder
Pruritus
Restless legs syndrome
Urinary incontinence

Table 2. Selected Medications  
That May Cause Insomnia

Alcohol

Antidepressants  
(e.g., selective serotonin 
reuptake inhibitors, 
bupropion [Wellbutrin])

Beta blockers

Caffeine

Chemotherapy agents 
(selected)

Cimetidine (Tagamet)

Information from references 11 and 12.

Diuretics

Herbal remedies (selected)

Illicit drugs (selected)

Nicotine

Phenytoin (Dilantin)

Pseudoephedrine (Sudafed)

Steroids

Stimulant laxatives

Theophylline
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Polysomnography	 may	 be	 needed	 to	 evaluate	 for	
secondary	 causes	 of	 insomnia.	 referral	 for	 polysom-
nography	or	 to	a	 sleep	medicine	 specialist	may	also	be	
indicated	when	the	diagnosis	is	in	doubt	or	when	treat-
ment	is	refractory	or	requires	special	expertise,	such	as	
with	sleep	apnea.

Treatment
CBT	is	effective	for	treatment	of	primary	insomnia.3,17-21	
However,	 its	 use	 is	 impeded	 by	 several	 factors,	 includ-

ing	 underdiagnosis	 of	 insomnia	 and	 lack	 of	 aware-
ness	 among	 health	 care	 professionals.18	 Cost	 can	 be	 a	
perceived	 barrier,	 but	 because	 of	 its	 sustained	 effects,	
nonpharmacologic	 therapy	 may	 be	 more	 cost-effec-
tive	 than	 pharmacotherapy.17	 in	 addition	 to	 cognitive	
therapy,	CBT	for	insomnia	comprises	behavior	therapies	
such	as	sleep	hygiene	education,	stimulus	control,	sleep		
restriction,	 paradoxical	 intention,	 and	 relaxation	 ther-
apy.	Therapy	consists	of	four	to	eight	60-	to	90-minute	
sessions	to	educate	patients	about	good	sleep	practices,	

Figure 1. Sample sleep diary for use in patients with insomnia. The diary provides a night-to-night account of the 
patient’s sleep schedule and perception of sleep. 

Adapted with permission from Insomnia: assessment and management in primary care. National Heart, Lung, and Blood Institute Working Group on 
Insomnia. Am Fam Physician. 1999;59(11):3033.

Sleep Diary

First day Second day Third day Fourth day

Complete in morning

Bedtime (date/time) 10:45 p.m. (4/10)    

Rise time (date/time) 7:00 a.m. (4/11)    

Estimated time to fall asleep 30 minutes    

Estimated number of awakenings 
and total time awake

5 times  
2 hours

   

Estimated amount of sleep obtained 4 hours    

Complete at bedtime

Naps (number, time, and duration) 1 at 3:30 p.m.  
45 minutes

   

Alcoholic drinks (number and time) 1 drink at 8:00 p.m.  
2 drinks at 9:00 p.m.

   

List stresses of the day Flat tire  
Argued with son

   

Rate how you felt today  
1 = Very tired/sleepy  
2 = Somewhat tired/sleepy  
3 = Fairly alert  
4 = Wide awake

2    

Irritability level  
1 = None  
2 = Some  
3 = Moderate  
4 = Fairly high  
5 = High

5    

Medications     
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modify	maladaptive	coping	mechanisms,	reduce	hyper-
arousal	states,	and	resolve	misconceptions	about	sleep.	

extensive	outcomes	research	supports	the	use	of	CBT	
for	 primary	 insomnia	 and,	 more	 recently,	 for	 patients	
with	a	psychiatric	or	medical	comorbidity	(i.e.,	second-
ary	insomnia)20-22	and	for	chronic	users	of	hypnotics.20,21	
Two	meta-analyses	of	29	trials	showed	that	CBT	is	effec-
tive	 for	 the	 treatment	 of	 insomnia	 in	 older	 adults.2,23	
studies	evaluating	physical	exercise	in	older	adults	found	
significant	 improvement	 in	 sleep	 parameters	 with	 the	
addition	of	exercise.24,25

one	meta-analysis	of	59	trials	and	2,102	patients	with	
chronic	 insomnia	 found	 that	 psychological	 interven-
tions	averaging	five	hours	of	therapy	time	produced	reli-
able	changes	in	sleep	latency	and	time	awake	after	sleep	
onset.17	sleep	 latency	was	decreased	by	43	percent	with	
CBT,	 compared	 with	 a	 30	 percent	 decrease	 with	 phar-
macotherapy	alone.	Clinical	 improvements	were	main-
tained	at	the	average	follow-up	of	six	months.

another	meta-analysis	found	that	CBT	is	comparable	
with	pharmacotherapy	for	treatment	of	primary	insom-

nia	 in	 general,	 and	
is	superior	to	phar-
macotherapy	 for	
sleep-onset	 insom-
nia.18	CBT	is	useful	
when	 the	 patient	
is	 reluctant	 to	 use	

medications.	Pharmacotherapy	may	be	considered	when	
the	 condition	 is	 acute	and	 immediate	 symptom	reduc-
tion	is	required.18

CBT Techniques
although	 CBT	 has	 demonstrated	 effectiveness	 for	
insomnia	treatment	in	randomized	controlled	trials,	few	
physicians	 are	 experienced	 in	 this	 therapy.18	 However,	
most	physicians	can	teach	patients	the	basic	CBT	prin-
ciples	of	 stimulus	 control	 and	 sleep	 restriction.5	Physi-
cians	may	also	utilize	nurse	practitioners20	and	physician	
assistants	who	have	had	training	in	CBT	to	teach	patients	
these	techniques.	

COGNITIVE THERAPY

The	 goal	 of	 cognitive	 therapy	 is	 to	 break	 the	 cycle	 of	
insomnia,	emotional	distress,	dysfunctional	beliefs,	and	
further	sleep	disturbances.11	 it	consists	of	 identifying	a	
patient’s	 dysfunctional	 beliefs	 about	 sleep,	 challenging	
their	 validity,	 and	 replacing	 them	 with	 more	 adaptive	
substitutes.5	This	may	be	more	important	when	dealing	
with	insomnia	in	older	patients.12	examples	of	concepts	
to	 discuss	 with	 patients	 include	 realistic	 expectations	

about	 sleep	 requirements,	 realistic	 consequences	 of	
insomnia,	and	healthy	strategies	to	promote	sleep.6

SLEEP HYGIENE EDUCATION 

sleep	hygiene	education	seeks	to	optimize	sleep	quality	
by	teaching	patients	about	good	sleep	habits	(Table 312,13).5	
avoiding	the	use	of	caffeine	in	the	later	hours	of	the	day	is	
important	because	of	its	half-life	of	four	hours,	as	is	lim-
iting	the	amount	of	overall	caffeine	consumption.	Heavy	
meals	 should	be	avoided	within	 two	hours	of	bedtime.	
There	should	be	minimal	intake	of	fluids	after	dinner	to	
prevent	frequent	nighttime	urination.	exercise	is	impor-
tant	 to	 maintaining	 healthy	 sleep	 because	 fit	 persons	
are	 better	 sleepers.26	 However,	 it	 is	 important	 to	 avoid	
exercise	for	90	minutes	to	four	hours	before	sleep.26	ear-
plugs	can	be	used	if	noise	is	a	problem.5	Patients	should	
be	exposed	to	daytime	light	for	at	least	30	minutes	in	the	
morning.27	 regardless	 of	 the	 cause,	 most	 patients	 with	
insomnia	 benefit	 from	 approaches	 that	 focus	 on	 good	
sleep	 habits,11,12	 especially	 when	 combined	 with	 other	
CBT	approaches.5

STIMULUS CONTROL 

one	of	the	most	effective	therapies	for	insomnia	is	stimu-
lus	control,	even	when	used	alone.5,9,17	Patients	are	taught	
to	eliminate	distractions	and	associate	the	bedroom	only	
with	 sleep	 and	 sex.	 reading	 and	 television	 watching	
should	occur	in	a	room	other	than	the	bedroom.	stimu-
lus	control	also	involves	going	to	bed	only	when	a	person	
is	tired	and	leaving	the	room	if	not	asleep	within	15	to		
20	 minutes.	 This	 pattern	 should	 be	 repeated	 through-
out	the	night	as	often	as	necessary.	Patients	should	avoid		
napping	 and	 should	 get	 out	 of	 bed	 at	 the	 same	 time	
each	day.	This	therapy	has	been	shown	to	decrease	sleep	

Table 3. Sleep Hygiene

Avoid caffeine and nicotine, especially late in the day.

Avoid exercise during the four hours before bedtime; daily 
exercise is beneficial to sleep, but can interfere if done 
close to bedtime.

Avoid large meals in the evening.

Avoid taking naps.

Go to sleep and wake up at the same times each day.

Keep the bedroom at a comfortable temperature.

Make the bedroom as dark as possible.

Set aside a time to relax before bed and use relaxation 
techniques.

Information from references 12 and 13.

Chronic Insomnia

To calculate sleep efficiency, 
divide the total sleep time 
by time spent in bed and 
multiply by 100. 
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latency	 from	 64	 to	 34	 minutes.17	 Contraindications	 for	
stimulus	control	therapy	include	conditions	of	restricted	
mobility,	frailty,	and	increased	risk	of	falls.22

SLEEP RESTRICTION 

sleep	 restriction	consists	of	 limiting	 the	 time	 in	bed	 to	
maximize	 sleep	 efficiency.	 Patients	 are	 asked	 to	 esti-
mate	their	total	time	asleep	by	using	sleep	diaries,	and	to	
restrict	 their	 time	in	bed	to	the	average	estimated	sleep	
time.	Time	in	bed	must	not	be	less	than	five	hours,	and	
morning	wake	time	should	be	held	constant	throughout	
treatment.	sleep	efficiency	is	calculated	by	dividing	total	
sleep	time	by	time	spent	in	bed	and	multiplying	by	100.	
When	 sleep	 efficiency	 exceeds	 90	 percent,	 the	 patient’s	
time	 in	bed	 is	 increased	by	15	 to	20	minutes.	This	 cal-
culation	 is	 repeated	on	a	weekly	basis.	sleep	restriction	
therapy	has	been	shown	to	decrease	sleep	 latency	 from	
48	to	19	minutes5	and	is	one	of	the	more	effective	thera-
pies,	even	when	used	alone.17,28	sleep	restriction	therapy	
should	 be	 used	 with	 caution	 in	 patients	 with	 epilepsy,	
bipolar	 disorder,	 and	 parasomnias	 (e.g.,	 sleepwalking)	
because	it	may	worsen	these	disorders.	sleep	restriction	
also	may	increase	daytime	sleepiness	and	make	activities	
such	as	driving	unsafe.22

PARADOXICAL INTENTION

Paradoxical	 intention	 is	 another	 therapy	
proven	 to	 be	 effective	 for	 insomnia.9	 This	
therapy	seeks	to	remove	the	fear	of	not	being	
able	to	sleep	by	advising	the	patient	to	remain	
awake.	The	patient	 is	 asked	 to	 follow	other	
sleep	 hygiene	 instructions	 and	 to	 remain	
awake	as	long	as	possible.

RELAXATION THERAPY

relaxation	therapies	are	based	on	the	prem-
ise	that	patients	with	insomnia	display	high	
levels	 of	 physiologic	 and	 cognitive	 arousal	
throughout	 the	 day	 and	 night.5	 Positron	
emission	 tomography	 has	 shown	 increased	
cerebral	 metabolism	 of	 glucose	 in	 patients	
with	 insomnia.13	 relaxation	 therapies	 are	
meant	 to	 deactivate	 this	 hyperarousal.	
Table 4	 provides	 a	 list	 of	 relaxation	 tech-
niques	and	definitions.12,17,27,29	Most	therapies	
can	 be	 self-administered	 by	 patients	 after	
initial	 professional	 guidance	 and	 regular	
practice	over	several	weeks.5

The Authors

PARUL HARSORA, MD, is an assistant professor in the 
Department of Family and Community Medicine at the 

University of Texas Southwestern Medical Center at Dallas. Dr. Harsora 
received her medical degree from the University of Western Ontario, Lon-
don, Canada, and completed a family practice residency at Northeastern 
Ontario Family Medicine Program, Sudbury, Canada.

JENNIFER KESSMANN, MD, is a staff physician at Primary Health Physi-
cians, PA, Dallas, Tex. At the time this article was written, she was an 
assistant professor in the Department of Family and Community Medicine 
at the University of Texas Southwestern Medical Center at Dallas. Dr. Kes-
smann received her medical degree from Texas A&M College of Medicine, 
College Station, and completed a family practice residency at McLennan 
County Medical Education and Research Foundation, Waco, Tex.

Address correspondence to Parul Harsora, MD, University of Texas 
Southwestern Medical Center, 6263 Harry Hines Blvd., Dallas, TX 75390 
(e-mail: parul.harsora@utsouthwestern.edu). Reprints are not avail-
able from the authors.

Author disclosure: Nothing to disclose.

REFERENCES

 1.  NIH State-of-the-Science Conference Statement on manifestations and 
management of chronic insomnia in adults. NIH Consens State Sci State-
ments. 2005;22(2):1-30.

 2.  Irwin MR, Cole JC, Nicassio PM. Comparative meta-analysis of behavioral 
interventions for insomnia and their efficacy in middle-aged adults and 
in older adults 55+ years of age. Health Psychol. 2006;25(1):3-14.

 3.  Smith MT, Perlis ML, Park A, et al. Comparative meta-analysis of phar-
macotherapy and behavior therapy for persistent insomnia. Am J Psy-
chiatry. 2002;159(1):5-11.

Table 4. Relaxation Therapies

Technique Comments

Autogenic training Imagine a peaceful environment and 
comforting body sensations, such as warmth 
and heaviness in the limbs, warmth in 
the upper abdomen, and coolness on the 
forehead

Biofeedback training Visual or auditory feedback is provided to 
the patient to control chosen physiologic 
parameters

Hypnosis —

Imagery training Visualization technique with focus on pleasant 
or neutral images

Meditation, abdominal 
breathing

—

Paced respirations Take a deep breath and hold for five seconds, 
repeat several times; focus on the sound of 
the breath

Progressive muscle 
relaxation

Tense and relax large muscle groups; usually 
begin with the feet and work your way up to 
the facial muscles

Repetitive focus Focus on a word, sound, prayer, phrase, or 
muscle activity

Information from references 12, 17, 27, and 29.



Chronic Insomnia

130  American Family Physician www.aafp.org/afp	 Volume 79, Number 2 ◆ January 15, 2009

 4.  Edinger JD, Wohlgemuth WK, Radtke RA, Marsh GR, Quillian RE. Cog-
nitive behavioral therapy for treatment of chronic primary insomnia: a 
randomized controlled trial. JAMA. 2001;285(14):1856-1864.

 5.  Morin CM, Hauri PJ, Espie CA, Spielman AJ, Buysse DJ, Bootzin RR. Non-
pharmacologic treatment of chronic insomnia. An American Academy 
of Sleep Medicine review. Sleep. 1999;22(8):1134-1156.

 6.  Morin CM, Colecchi C, Stone J, Sood R, Brink D. Behavioral and pharma-
cological therapies for late-life insomnia: a randomized controlled trial. 
JAMA. 1999;281(11):991-999.

 7.  Sivertsen B, Omvik S, Pallesen S, et al. Cognitive behavioral therapy vs 
zopiclone for treatment of chronic primary insomnia in older adults: a 
randomized controlled trial. JAMA. 2006;295(24):2851-2858.

 8.  Jacobs GD, Pace-Schott EF, Stickgold R, Otto MW. Cognitive behavior 
therapy and pharmacotherapy for insomnia: a randomized controlled trial 
and direct comparison. Arch Intern Med. 2004;164(17):1888-1896.

 9.  Chesson AL Jr, Anderson WM, Littner M, et al. Practice parameters for the 
nonpharmacologic treatment of chronic insomnia. An American Acad-
emy of Sleep Medicine report. Standards of Practice Committee of the 
American Academy of Sleep Medicine. Sleep. 1999;22(8):1128-1133.

 10.  American Psychiatric Association. Diagnostic and Statistical Manual of 
Mental Disorders: DSM-IV-TR. 4th ed., text revision. Washington, DC: 
American Psychiatric Association; 2000.

 11.  Kamel NS, Gammack JK. Insomnia in the elderly: cause, approach, and 
treatment. Am J Med. 2006;119(6):463-469.

 12.  Petit L, Azad N, Byszewski A, Sarazan FF, Power B. Non-pharmaco-
logical management of primary and secondary insomnia among older 
people: review of assessment tools and treatments. Age Ageing. 
2003;32(1):19-25.

 13.  Silber MH. Clinical practice. Chronic insomnia. N Engl J Med. 2005; 
353(8):803-810.

 14.  Ohayon MM. Epidemiology of insomnia: what we know and what we 
still need to learn. Sleep Med Rev. 2002;6(2):97-111.

 15.  Buscemi N, Vandermeer B, Friesen C, et al. Manifestations and manage-
ment of chronic insomnia in adults. Evid Rep Technol Assess (Summ). 
2005;(125):1-10.

 16.  Insomnia: assessment and management in primary care. National Heart, 
Lung, and Blood Institute Working Group on Insomnia. Am Fam Physi-
cian. 1999;59(11):3029-3038.

 17.  Morin CM, Culbert JP, Schwartz SM. Nonpharmacological interventions 
for insomnia: a meta-analysis of treatment efficacy. Am J Psychiatry. 
1994;151(8):1172-1180.

 18.  Perlis ML, Smith MT, Cacialli DO, Nowakowski S, Orff H. On the compa-
rability of pharmacotherapy and behavior therapy for chronic insomnia. 
Commentary and implications. J Psychosom Res. 2003;54(1):51-59.

 19.  Harvey AG, Tang NK. Cognitive behaviour therapy for primary insomnia: 
can we rest yet? Sleep Med Rev. 2003;7(3):237-262.

 20.  Morin CM, Bootzin RR, Buysse DJ, Edinger JD, Espie CA, Lichstein KL. 
Psychological and behavioral treatment of insomnia: update of the 
recent evidence (1998-2004). Sleep. 2006;29(11):1398-1414.

 21.  Morgenthaler T, Kramer M, Alessi C, et al. Practice parameters for the psy-
chological and behavioral treatment of insomnia: an update. An Ameri-
can Academy of Sleep Medicine report. Sleep. 2006;29(11):1415-1419.

 22.  Smith MT, Perlis ML. Who is a candidate for cognitive-behavioral ther-
apy for insomnia? Health Psychol. 2006;25(1):15-19.

 23.  Montgomery P, Dennis J. Cognitive behavioural interventions for sleep 
problems in adults aged 60+. Cochrane Database Syst Rev. 2003;(1):
CD003161.

 24.  King AC, Oman RF, Brassington GS, Bliwise DL, Haskell WL. Moder-
ate-intensity exercise and self-rated quality of sleep in older adults.  
A randomized controlled trial. JAMA. 1997;277(1):32-37.

 25.  Montgomery P, Dennis J. Physical exercise for sleep problems in adults 
aged 60+. Cochrane Database Syst Rev. 2002;(4):CD003404.

 26.  Espie CA. ABC of sleep disorders. Practical management of insomnia: 
behavioural and cognitive techniques. BMJ. 1993;306(6876):509-511.

 27.  Pallesen S, Nordhus IH, Kvale G, et al. Behavioral treatment of insom-
nia in older adults: an open clinical trial comparing two interventions. 
Behav Res Ther. 2003;41(1):31-48.

 28.  Smith MT, Neubauer DN. Cognitive behavior therapy for chronic insom-
nia. Clin Cornerstone. 2003;5(3):28-40.

 29.  Integration of behavioral and relaxation approaches into the treatment 
of chronic pain and insomnia. NIH Technology Assessment Panel on 
Integration of Behavioral and Relaxation Approaches into the Treatment 
of Chronic Pain and Insomnia. JAMA. 1996;276(4):313-318. 


