Bristol insomnia group has it made a difference ten years on?
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Introduction
For nearly ten years the Bristol Insomnia Group has offered cognitive behavioural management and support for people with
chronic insomnia.This report brings together outcomes from these outpatient courses held at a neuropsychiatry centre for
people with primary or secondary insomnia (most often due to depression or anxiety.) Due to the potential problems of
chronic benzodiazepine usage and the cost of their prescription, the National Institute of Clinical Excellence (NICE) are
strongly advocating the psychological management of insomnia. There is also emerging evidence that group work for CBT
for insomnia is as efficient as single therapy and may be time and cost effective. Also thought to be important is that the
therapy is led by a professional to be most effective.
What really matters to the person with chronic insomnia? Clinical improvements in sleep parameters have much more
relevance to patients than statistically significant results from research trials. Clinically significant improvements are:
(i) An increase in Total Sleep Time (TST) by 30 minutes
(ii) A decrease in Sleep Onset Latency (SOL) to under 30 minutes
Relief of daytime symptoms, better sleep quality and being able to “carry on with the rest of their lives” are also more
important to the sufferer than extra minutes sleep at night and/or falling asleep marginally faster. These factors can be
measured by a quality of life scale such as the SF36.

Results
(i)

Sleep Diaries:

There were significant differences in Total Sleep Time (p = 0.0025), Sleep Onset Latency (p = 0.011) and Sleep
Quality (p < 0.001) when comparisons were made between pre and post- group scores using paired t tests. Results
are shown graphically below:

The course
Seven weekly sessions, of 1 hour and 45 minutes each, led by the staff team:
Two occupational therapists (OT), present every week. A psychiatrist (Ψ) and sleep scientist (SS) who attend between 2
and 5 sessions each.
The first part of the meeting is a staff-led session covering the following subjects:
1. Introductions and sleep science
2. Cognitive behaviour therapy (I)
3. Cognitive behaviour therapy (II)
4. Relaxation (I)
5. Understanding medication
6. Relaxation (II)
7. AOB, conclusions, reassessment, feedback
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(ii) SF 36:
Similarly, there were significant differences in pre- and post-group scores in all nine domains of the SF 36: 1. Physical
Function (p = 0.01), 2. Role Physical (p = 0.01), 3. Role Mental (p = 0.006), 4. Social Function (p = 0.0001), 5. Mental Health (p<
0.0001), 6. Energy & Vitality (p < 0.0001), 7. Pain (p = 0.025), 8. Health Perception (p < 0.0001) and 9. Health Transition (p =
0.011). A graph showing mean SF36 scores pre- and post-group therapy is shown below:

The second part of meetings is run as two simultaneous small group sessions where individual strategies to improve sleep,
and progress in using them, are discussed.

Method
Weekly sleep diaries are routinely completed in the first and last weeks of the course. Quality of Life Scale (SF36) and DBAS
Dysfunctional Beliefs and Attitudes Scale (DBAS) are also completed at these times. Seventeen groups have been run but
the first three groups were pilot groups. Groups 4-6 had two outcome measures: sleep diaries and SF36. Groups 6-17 had
three outcome measures: sleep diaries, SF-36, and DBAS. Groups 15-17 were run with six weekly sessions rather than
seven. Data sets were analyzed by paired t tests .

Results

(iii) Dysfunctional Beliefs and Attitudes Scale (DBAS):
There was a statistically significant difference (p < 0.0001) between the DBAS scores of the 30 item questionnaire
pre- and post-group therapy (graph shown above).

Demographic characteristics of groups participants (n=102)

Discussion
Duration of insomnia
0-2 years

10

12%

3-5 years

26

30%

6-10 years

13

15%

11-20 years

19

22%

0ver 20 years

18

21%

Sleep diary measures SOL, TST and sleep quality were both clinically and statistically significant when comparing
measurements pre and post insomnia group. These results are similar to other CBT for insomnia group programmes held
mostly in a general practice setting. SF36 results showed statistically significant improvements after the insomnia group
programme in all nine domains. This is a more comprehensive improvement in quality of life than has been recorded in
other studies of group or individual CBT for insomnia. DBAS scores were also significantly decreased after the insomnia
group intervention.
It should be noted these patients from a tertiary referral centre may have had more severe insomnia than those from
general practice. Patients with mild to moderate depression were not excluded as in some other group programmes for
insomnia.
The clinically and statistically significant findings complement observations that patients welcome the intervention and
begin to make changes in their sleep. Improved quality of life after the group intervention as well as improved sleep
measures is very encouraging and may help patients return to employment or education despite their insomnia.
Reductions in DBAS scores have been correlated to improved sleep efficiency measured by sleep diaries.
Follow up of the participants has been started at three months after finishing the group but not fully implemented as yet.
Data collected will be important to establish if there is further improvement in sleep measures (as has been found in
another similar group programme) and whether there is maintained improvement in SF 36 and DBAS scores. There is
evidence for lasting effects of CBT for insomnia even after concomitant hypnotics are ceased.

Conclusion
Group therapy for insomnia has resulted in significant improvements in sleep parameters and quality of life. It is a costeffective and clinically effective approach to the treatment of insomnia.

