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Appendix 5 

Client Resource Packs for Sessions 1 to 4 of the ‘Sleep Well, Feel Well with 

Psychosis’ Program (Unpublished versions) 
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Appendix 6 

Supplementary Chapter: Clinical Cases1 

 

This chapter presents two case studies of participants who took part in our CBT-I 

intervention. The chapter serves to demonstrate the varying presentations that may be 

encountered working with this client group, and to marry together the information that has 

been imparted from all the previous chapters regarding Insomnia, assessment, sleep and its 

regulation, sleep dysfunction in psychosis, and evidence for the efficacy of adapted CBT-I in 

psychotic disorders.  

The client details have been altered for confidentiality purposes, however the outcome 

data are genuine. We hope that these case studies provide a good sense of how session content 

may be catered to suit a client's needs using the fundamental components of CBT-I.  

 

Clinical Case Study 1 (Annie) 
Annie is a 44-year-old single mother of three children with a diagnosis of schizophrenia.  She 

completed high school but she has learning difficulties. She previously worked as a kitchen 

hand, but was currently unemployed and living on a pension. Her social support network 

included her mother, who lived overseas but called and texted regularly, and a small circle of 

friends. She liked to draw but had not engaged in this hobby for a while.  

Two years ago, Annie suffered deterioration in her mental and physical health after her 

father passed away, which led to a psychotic episode and self-neglect which resulted in her 

children being taken away by the Department of Child Protection services. She was only 

allowed to see them once a week, causing her much anguish.   

Annie’s psychiatric medications comprised a monthly depot injection (paliperidone, 

150 mg) and an antidepressant (mirtazapine, 15 mg nocte) which was prescribed after Annie 

complained of sleep problems. Her other medications included ventalin, osteo-pandaol and 

vitamin D tablets.  

Annie had long-term problems with falling asleep, waking “for hours at night” due to 

worrying about her children, and recurrent nightmares which woke her up during the night. 

1 Chiu, V., Ree, M., & Waters, F. (2017). Clinical Cases. In F. Waters, M. Ree, & V. Chiu 

(Eds.), Delivering CBT for Insomnia in Psychosis: A Clinical Guide (pp. 107-129). New York 

Routledge. 
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The nightmare contents included scenes from a previously abusive relationship and visual 

images of her children crying and needing her help. During her last psychotic episodes, 

distress from these nightmares contributed to her poor appetite and extreme weight loss 

(15kg). Nightmares improved after commencing on paliperidone, but she continued to have 

bad dreams several times a week.   

Annie had chronic hip pain and asthma, which also impacted on her sleep. However she 

had recently quit smoking as part of her goals to improve her health and get her children back, 

and this had helped reduce nocturnal wakings and coughing.  

At her first appointment, Annie’s appearance was casual but neat. She maintained good 

eye contact and rapport was quickly established. Her speech was generally clear except when 

speaking about child services when her speech became pressured and loud. Annie’s self-

reported strengths included drawing and art, and she was very motivated to draw on her 

creativity when formulating strategies to improve her sleep during the sessions.   

 

Baseline information: Targets for therapy 

A sleep interview and self-report sleep measures were completed before the 

intervention. Measures included the Pittsburgh Sleep Quality Index (PSQI; Buysse et al., 

1989) to assess her sleep quality and quantity, the Sleep Hygiene Behaviours scale (SHiK-B; 

Chiu et al., 2015a), the Patient Health Questionnaire (PHQ-4; Kroenke et al., 2009), and Mini 

International Neuropsychiatric Interview Psychotic Disorders module (MINI psychosis; 

Sheehan et al., 1998). Annie was also asked to keep a weekly sleep diary (Appendix 2) for the 

duration of the program to record her sleeping patterns and keep track of her progress.  

Baseline questionnaire scores and sleep parameter data are shown in Tables 10.1 and 10.2.   

Annie’s primary complaints were difficulties with sleep onset, sometimes taking up to 

two or three hours.  She also woke up multiple times at night, and started thinking about her 

children and the past, which increased cognitive arousal. Her baseline sleep efficiency was 

scored at 42.7%. 

Annie reported that while her sleep problems did not impact directly on daytime 

activities, the potential long-term impact on her health caused her much worry. Annie’s 

nightmares (three times a week) also caused night-time arousal and anxiety. Annie denied any 

hallucinations or delusions as assessed on the MINI psychosis, although paranoid thoughts 

were identified during the interview and in her medical notes. She reported no depressive 

symptoms, but her anxiety levels were high. 
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Table 10.1: Annie’s questionnaire scores in selected domains pre and post CBT-I 

Measure  Pre-treatment Post-treatment 
PSQI (Global)1 16 9 

PSQI (Sleep efficiency)2 3 1 

PSQI (Sleep disturbances)3 3 1 

SHiK-B (Sleep hygiene)4 7 3 

PHQ-4 (Anxiety)5 4 1 
1 PSQI= Pittsburgh Sleep Quality Index (global score).  A global sum of 5 or greater indicates a “poor” sleeper; 2 

PSQI= Pittsburgh Sleep Quality Index (sleep efficiency index).  Sleep efficiency is calculated and assigned an 
index score based on a 0 to 3 scale, whereby 3 reflects the negative extreme on the Likert Scale; 3 PSQI= 
Pittsburgh Sleep Quality Index (sleep disturbances index).  Scoring of answers is based on a 0 to 3 scale, 
whereby 3 reflects the negative extreme on the Likert Scale; 4 SHiK-B= Sleep Hygiene Behaviours scale. Low 
scores denote better sleep hygiene practices; 5 PHQ-4= 4-item Patient Health Questionnaire. Anxiety subscale 
score range 0-6, with higher scores indicating greater depression severity.  

 

Table 10.2: Annie’s sleep parameters over 7 days  

Sleep parameters* Baseline to 
Session 1 

Session 2 Session 3 Session 4 Post-
treatment 

Lights out time 21:40 21:09 21:35 21:57 22:55 

Sleep onset latency 
(minutes) 

90 36 45 30 30 

Number of night-time 
awakenings (per night) 

4 3 2.5 2 2 

Out of bed time 8:30 9:39 9:06 8:35 8:17 

Average time in bed 
(hours) 

11.72 12.43 11.41 10.37 9.24 

Total sleep time (hours) 5 6.06 7.32 7.38 7.45 

Daytime energy and 
motivation (rating out 
of 10)1 

0 0.4 9.4 9.1 -- 

*From PSQI and sleep diary data; -- Data missing; 1 Daytime energy and motivation rating for the week rated on 
a scale from 0 to 10, with greater score indicating more energy.  
 

Formulation 

Formulating Annie’s case is helped by identifying the factors affecting her sleep drive, 

body clock and night-time arousal.  These were as follows: 
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Factors affecting sleep drive: 

• Watching TV in bed 

• Sleeping late in the morning to trying and ‘catch up’ on lost sleep from the night 

before. Average time in bed was nearly 12 hours at Session 1. 

• Lack of daytime structure or planned activity 

 

Factors affecting body clock: 

• Slightly irregular sleep routine: Waking up and getting out of bed at different times 

each day. 

• Irregular mealtimes (e.g. Annie was able to go to bed either uncomfortably full or 

hungry, on an empty stomach). 

 

Factors increasing arousal: 

• No wind-down period before bed: Goes to bed worrying and ruminating about her 

children.  At night, Annie tries to manage negative thoughts by making ‘to do’ lists.  

• Drinking coffee and soft drinks close to bedtime. 

• Alertness and attentiveness to the silence in her house since her children were taken 

away, increasing her feelings of loneliness and isolation. 

• Conditioned arousal resulting from remaining in bed for long periods even though not 

asleep. 

• Anxiety and fear about the possibility of nightmares and bad dreams. 

• Pain from a hip injury, making it challenging to get into a comfortable position in bed.  

Annie performs cardio exercises as well as stretching before bed to assist with the 

pain. 

• Clock watching overnight. 

 

Turning complicating factors into positive sessions 

Chronic pain. Regular breaks in CBT-I sessions needed to be provided to assist with 

pain management and stiffness in Annie’s hip. This was taken as an opportunity to 

experiment with ratings of tiredness before and after stretches, and to discuss the impact of 

physical activity on tiredness levels.  
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Learning difficulties. Individual sessions were more suitable than group sessions for 

Annie as they provided her with extra time for writing, checking and spelling. Annie was also 

supported by the therapist to complete the assessment measures, and her resource pack where 

key points were highlighted with coloured pens. Drawing on her love of art and drawing, she 

was encouraged to draw and make pictures to help her remember key concepts.   

Financial limitations. It was important to devise appropriate strategies for wind-down, 

daytime energy and coping strategies within Annie’s budget in order to ensure a successful 

outcome. A most helpful resource was her local community library, where she could borrow 

books, CDs, movies or TV shows, puzzles and books. Comic books and novels aimed at an 

adolescent audience were particularly appropriate and enjoyable for Annie, as they were 

easier to read and more visually appealing. She was encouraged to make her own play dough 

with flour, water and salt and to sculpt figurines and objects. Knowledge of community 

networks and social groups (e.g. mental health drop-in centres, churches) which run free art 

groups, music classes, computer courses, and crochet classes was also beneficial as these 

provide free services and activities.     

Child visitation constraints. Appointments needed to be scheduled around visits to her 

children, which were generally once a week. In case her children or staff from child protection 

services called her on the phone, Annie requested that her mobile phone be left on during the 

sessions. Allowing this request enabled Annie to reduce worry and engage better in the 

session. Disruptions were rare and phone calls lasted five minutes at most. This highlights 

how it can be helpful to form ‘ground rules’ before each session.  

Asthma. Annie’s asthma was well managed, although she understood that a worsening 

could negatively impact on her breathing during sleep. Asthma also influenced the type of 

daytime activities that she could engage in.   

 

Course of CBT-I 

Session 1: Psychoeducation, sleep hygiene, wind down, and stimulus control 

The session began by eliciting Annie’s goals and motivations for treatment. Her 

treatment goals were as follows: 

1. Wake up in the morning without so much reliance on an alarm 

2. Wake up feeling less tired 

3. A reduction in bad dreams 
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Annie’s motivation to engage in treatment included better physical and mental health, which 

would improve her chances of getting her children back, as well as better coping and thinking 

skills with which she hoped will improve the quality of her drawing and art.  

In this first session, sleep hygiene was discussed, and psychoeducation was provided 

about adult sleep needs and the process of falling asleep. Particular attention was given to the 

importance of a regular wind-down time to assist with letting go of worries before bed, and to 

avoid staying in bed too long after waking up in the morning as this would impact on her 

sleep drive. Stimulus control (Get Out Of Bed If you Can’t Sleep, or GOOBICS’) was also 

introduced. 

When discussing factors that get in the way of good sleep, Annie spoke about the 

silence in the house since her children had been taken away, and that she had been leaving the 

TV on overnight for background noise. She was also worried about her daughters and kept her 

phone near her bed in case they called. Other factors getting in the way of sleep included 

watching too much TV at night, planning to spend the next day in bed, and going to bed either 

too hungry or too full.  

A behavioural experiment on ‘tiredness’ was conducted which sought to contrast her 

levels of tiredness after reading a page in a book compared to walking around the corridors of 

the clinic with the therapist. This was used to provide an experience of tiredness levels 

changing within a short space of time according to choices made, and that reading can be a 

good strategy to help feel sleepy at night, and that light physical exercise would act to wake 

her up.  

Client strategies at the end of Session 1 (homework): 

• Wind-down time each night in the hour before bed: Annie chose to read, draw or 

colour-in a mindfulness book.  

• Reduce night-time arousal: Annie chose to do gentle stretches for her hip before going 

into bed, and leave cardio exercises until the morning. 

• Sleep hygiene: Avoid caffeinated beverages and soft drinks at night past 5pm, and 

drink camomile tea or water instead. Avoid watching TV in bed. 

• Earlier regular rising time: Annie's goal for getting up in the morning was 7:00 - 

7:30am.  Some clients prefer to work towards their goal gradually over a number of 

weeks but Annie preferred to try and get up at 7.30am as soon as Session 1. The 

potential benefit of not staying in bed for long after waking up was emphasised. Annie 
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approached this in an experimental manner, contrasting how she felt after lingering in 

bed for an hour or more after waking versus getting up within 15 minutes.   

• Morning ‘wind-up’: To assist with getting her morning started, Annie decided to have 

a cup of coffee and perform some hip and cardio exercises. 

• Stimulus control (‘Get Out Of Bed If you Can’t Sleep, or GOOBICS’): This should be 

done if she is waking at night and ruminating in bed. Annie decided to try getting out 

of bed to read, have a warm drink (e.g. milk), or do some colouring-in, then go back to 

bed when sleepy. 

 

Session 2: Maximising daytime energy, working with nightmares 

At Session 2, Annie reported encouraging improvements in her sleep with less time 

awake at night, and shorter sleep onset latency. She rated her improvements in sleep as 8.5 

(with 0 indicating no improvements at all and 10 indicating huge improvements). While sleep 

onset and wake up time during the night had improved, nightmares and wake-up time in the 

morning had not.  

Wind-down time had gone well with Annie describing feeling less ‘awake’ at bedtime.  

Annie initially struggled with trying to read a novel, and troubleshot this problem herself by 

borrowing comic books (e.g. Snoopy) from the library. Comic books helped with both her 

learning difficulties, and the funny contents helped manage negative thoughts. 

Between Session 1 and 2, a challenge for Annie had been daily worries about her 

children. Her levels of improvement in feeling and coping were rated as 5.5 out of 10, due to 

these worries and ongoing nightmares. The therapist strongly praised Annie for the wonderful 

steps she had taken with her wind-down routine and emphasised that this change appeared to 

be helping with her sleep onset. Education about the change process was given, and the notion 

that managing her worry would require some time and patience was emphasised. Annie was 

encouraged by the news that there were further skills still to be covered with respect to 

managing her rumination and nightmares.  

Unhelpful beliefs about sleep were evaluated with the dysfunctional beliefs and 

attitudes about sleep (DBAS) scale (Morin et al., 2007). Annie’s low scores suggested that 

unhelpful beliefs about sleep were not a central feature of her difficulties. Her beliefs about 

nightmares, “The nightmares are going to come back”, “Without medications, my nightmares 

will never end”, however, were significant. These beliefs reflected low self-efficacy in 

nightmare management and understandably lead to a rather helpless approach in their 

management.   
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Socratic questioning was used to encourage Annie to consider whether her bad dreams 

were part of a conditioned response – e.g. Do you think it is possible that you are having 

nightmares because you are expecting to? What could be the effect of believing that your 

nightmares are going to come back? What could be the effect of no longer holding onto this 

belief? A strong self-efficacy theme arose from this discussion; “I’m not helpless in the face 

of my nightmares, there are things I can do that may help”. 

Working to reduce the impact of overly negative thoughts and worry about her 

children before bed was highlighted as a potential strategy to decrease the frequency of bad 

dreams about them. Annie decided that she could experiment with allowing herself to fully 

engage in calming activities (and not worry about her children for this period of time) and 

observe how she felt. The therapist gave Annie permission to not worry all of the time by 

encouraging her to entertain the idea that she is a loving Mum and that she should not worry 

all of the time. Annie liked the idea of finding a happy medium between thinking about her 

children at certain times (having a scheduled worry time), and giving herself permission to let 

go of these worries at other times. For her planned worry time, Annie was given a structure 

for expressing her worries and problem solving them. Knowing that she had a time scheduled 

to think her worries through made it more plausible to let go of worries when they intruded 

close to bedtime.  

Additionally, strategies for dealing with nightmares were drawn from a specialised 

treatment for nightmares (Krakow, 2002). Strategies included stopping (clapping and saying 

stop!), grounding (open eyes, focus on the immediate environment) and positive imagery 

(imagining herself at the beach with her children).  

Session 2 also discussed maximising daytime energy. By the end of this session, 

Annie had learned that: “a lot of things can make you feel tired, not just sleep”. This new way 

of thinking about energy was employed to assist Annie in working towards her goal of rising 

from bed in the morning without lingering too long in bed. She was aware that once up out of 

bed, she had a number of options at her disposal to ‘wind-up’ into the day. 

Client strategies at the end of Session 2 (homework): 

• Push back bedtime if ruminating: Spend more time winding down if ruminating about 

the children or after a particularly emotionally draining day.  

• Set aside a ‘worry time’ during the day: dedicate time to expressing her worries, 

planning, and problem solving. 

• Regular rising time: Set at 8:00 - 8:30 am for the next week. 
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• Continue winding down before bed. Permission to disengage from worrying at this 

time.  

• Stimulus control – GOOBICS: Reading comic books and colouring-in when using this 

strategy. 

• Energy-generating plan: Go for a walk in the morning, have more regular meals 

(timing and volume and type of food consumed), do some housework, go for a bicycle 

ride. 

• Energy-depleting activities to avoid: Reading for too long without a break in the day, 

going to bed during the day. 

• Use grounding and positive imagery techniques after waking up from a bad dream or 

nightmare.  

 

Session 3: Managing overly negative thoughts and a busy mind before bed 

By Session 3, Annie gladly reported she could get to sleep without worrying so much 

about her children, and that she had not experienced any nightmares during the week. She was 

happy with her routine and with the earlier waking time, which was 8:30 - 9:00am. The 

week’s improvements in sleep and feeling/coping were both rated as 7 out of 10. 

Challenges this week had included the summer heat disrupting her sleep (unable to use 

air conditioner due to asthma problems) and worries about one of her daughters with special 

needs. Using a fan and a cold pack in bed, and having a cold shower as part of the wind-down 

routine, was suggested. Problem solving was modelled and Annie decided that she could ring 

Child protection services about arranging a specialist appointment for her daughter. 

Session 3 focussed on dealing with overly negative thoughts and a busy mind before 

bed. This included avoiding watching the time/clock when unable to sleep, and brainstorming 

ways to cope with low mood, anxiety, and intrusive thoughts. See Figure 10.1 for Annie’s 

coping strategies. 

Reframing overly negative thoughts involved helping Annie to recognise the link 

between thoughts and feelings, by (i) ‘catching’ the thought, (ii) ‘checking’ whether the 

thought was helpful and how it made her feel, and (iii) ‘changing’ the thought so that it was 

more accurate and helpful to the situation. Annie and the therapist worked on a specific 

recurrent night-time thought (“What am I going to do tomorrow, how am I going to cope?”), 

as well as an intrusive thought about her children (“I am a bad parent”) (See Table 10.3). 

Annie and the therapist practiced the examining thoughts process together using a worksheet. 
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Annie was also asked to rate her belief in her thought before and after going through the 

exercise to demonstrate the positive effects of examining and reframing thoughts. 

Client strategies at the end of Session 3 (homework): 

• Regular rising time at 8:00 - 8:30 am.  

• Sleep hygiene: Have a glass of water with lemon instead of coffee or cordial/red soda 

in the afternoon. 

• Keep up with winding down using the colouring-in books, drawing and reading 

comics. Also continue doing gentle stretches for the hip before bed. 

• Avoid checking the time when unable to sleep. 

• Make a to-do list before wind-down time to help calm thoughts about what needs to be 

done tomorrow. 

• Watch out for overly negative thoughts, and examine them using the thought process 

worksheets provided in the client resource pack. 

• Continue with worry time during the day. 

 

 
Figure 10.1: Annie's strategies for coping with mental health symptoms  

 

  

   

Low mood and anxiety 

 Cook or bake 

 Listen to music 

 Watch a cooking show or 
some cartoons 

 Learn a new skill, such as using 
the computer 

 

Intrusive thoughts 

 Accept the situation, or ask 
'What would Dad do?" 

 Listen to a relaxation CD or 
App 

 Light an incense stick and 
focus on the immediate 

 
 Focus on doing stretching 

exercises 
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Table 10.3: Reframing negative and unhelpful thoughts with Annie 

Sample 1: 

Thoughts when unable to sleep: What am I going to do tomorrow, how am I going to 
cope? 

Feelings: Drained, tired, frustrated, angry at myself 
Worry that I will have to push back my appointments 
tomorrow if I can't sleep 

Helpful thoughts and strategies: 
 

Take a deep breath 
Take small steps, take it an hour at a time  
I can plan my day when I get up in the morning 
Get out of bed, and pick up that new comic book which 
looked so good 

Sample 2: 

Unhelpful and distressing thought: I am a bad parent 
My kids are disappointed that I am not there 

Feelings: Sad, disappointed, ashamed 

What advice would a good friend/ family 
member give me? (What would my Dad 
say?) 

You are making progress 
You are trying really hard 
You can only do the best you can 
These thoughts don’t help me to be a good mum 

What is a more helpful thought? Rather than beating myself down, I can concentrate on 
the things that I can do to be there for them.  I could try 
and make a to-do list for this tomorrow 

 

Session 4: Review and maintaining the gains 

At Session 4, Annie felt she was sleeping well and was generally in bed around 10:00 

pm and up by 8:30 am feeling refreshed. This was a great improvement to both have reduced 

her time in bed by 90 minutes and to be feeling less tired on waking in the morning. She 

experienced no prolonged wake-ups at all during the night (and was only waking to go to the 

toilet). As with the previous week, she reported no bad dreams and felt less stressed at night. 

This week’s levels of improvement with regards to sleep and feeling/coping were rated as 9 

out of 10. 

Annie found it a challenge “to close my eyes and feel the stress go” but she had 

managed to see it as an opportunity to rest her body and mind, rather than worrying. An 

important observation was that pleasant feelings and thoughts before bed had led to better 

sleep and less bad dreams. Further, the reduced worry enabled Annie to enjoy her day more. 

397 
 



A very positive shift had occurred in her compulsion to worry about the children and her 

parenting before bed. 

This last session addressed ways to maintain her sleep improvements over time and 

planning for a potential setback. A plan was made, summarising Annie’s triggers for poor 

sleep and strategies which she had found most useful (see Table 10.4). A future goal for 

Annie was to reduce the dose of her psychiatric medications. The potential short term increase 

in nightmares after medication reduction was discussed and strategies to manage the return of 

her nightmares were reviewed. This included contacting her mental health support team and 

seeing a psychologist to help her through the withdrawal effects. If Annie’s CBT-I treatment 

had not been in the context of a trial, the CBT-I clinician would likely be the appropriate 

person to assist with this goal. Annie also recognised the need for regular meals that will help 

her to maintain a healthy weight.  

Finally, an imagery exercise was used to elicit Annie’s state of life balance. She was 

asked to close her eyes and respond to the statements: ‘I spend too much time worrying 

about…’, ‘I spend too little time doing things such as…’, and ‘What I would like to do 

differently from today is…’. This helped identify that Annie had been spending too much time 

worrying about her kids, and too little time on herself and looking after her health. To address 

this imbalance, Annie decided to start a hobby (crochet) that she could do without her 

children but would also be of interest to them and could become a shared activity. Annie also 

decided to plan ways to improve her physical health, by having a regular weekly swim in the 

hydrotherapy pool and seeing her GP for a referral to a hip specialist.  

Client strategies at the end of Session 4 (homework): 

• Address life balance by working towards small goals in the area of health.  

• Continue to use her sleep wellness plan, and refer back to the client pack at regular 

intervals. 
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Table 10.4: Annie’s individualised summary plan 

Trigger/ Precipitator:   

How did the problem first develop? • Stress (death of father, children taken away) 

Perpetuators:  

What kept it going? • Not coping with children being away 
• Negative thoughts and planning before bed (the mind 

didn’t want to go to sleep because it was problem-
solving). 

• Difficulties keeping a routine for waking and sleeping  
• Cigarettes before bed 
• Caffeine and soft drinks before bed 
• Watching the clock at night 

Treatment:  

What did you learn during the 
program about how to overcome the 
problem? 

• Not watching TV in bed 
• Getting up earlier actually helps you feel more tired at 

night-time and assists with energy during the day (need 
to have an earlier start). 

• Learning to keep a routine is better because my mind is 
more alert. 

• Winding down in the evening is important 
• Learning that I can deal with stress better when I sleep. 
• Learning not to build a mountain of stress just before I 

sleep by managing my thoughts. 
• Learning that managing stress means having time where 

I do other (pleasant) things. 

What were your most unhelpful habits 
and thoughts about sleep?  

• Worrying about the kids  
• Expecting bad dreams to happen 

What are the alternatives to these? • Using wind-down time to help me let go before bed (e.g. 
Reading a book/comic, watch a cooking show, or 
colouring-in) 

• Setting worry time during the day 
• Seeing that I am not helpless about my nightmares 

How will you build on what you have 
learned? (What do you think are the 
most important things to remember to 
help keep progress going?) 

• Making an emotional toolbox of different ways to cope 
(colouring-in, comic books, scented candles, relaxation 
CDs, and a notepad for drawing/making to-do lists, 
writing down thoughts, talking to her case manager or 
Mum).  

• Looking after my physical health (diet and exercise) 
• Keeping up routines for the day and the night 
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Post-treatment assessment (week 5) 

Post-treatment assessment comprised a structured interview and questionnaires, and 

data from Annie’s sleep diary. Compared to baseline, Annie had reduced her sleep onset time 

from 90 minutes to 30 minutes, and no longer reported difficulties with sleep maintenance or 

early morning awakenings. She might wake up to go to the toilet, but was able to fall back to 

sleep rapidly. Her sleep efficiency had increased to 80%, compared to 42.7% at baseline. 

Annie was moderately satisfied with her sleep pattern, and found her sleep to be more 

refreshing than before. When rating her achievements in meeting her sleep-treatment goals, 

she reported they had all been achieved more than she had expected (Table 10.5). A huge 

accomplishment for Annie was being able to wake up without an alarm clock two to four days 

of the week, which helped her feel that her sleep pattern was normalising. Her scores on 

selected PSQI, SHiK-B and PHQ-4 measures also showed significant improvements (see 

Table 10.1). Other benefits noted by Annie were: 

• Increased structure in her daily activities; 

• A better sense of control, ability to cope and self-efficacy; 

• Increased interest in meeting other people and pursuing activities offered in the 

community. 

 

Table 10.5: Annie’s self-rated achievement of CBT-I treatment goals 

Achievement of goals: Perceived level of improvement: 
1. Wake up with no alarm Somewhat more than expected 
2. Wake up not tired Somewhat more than expected 
3. No bad dreams Somewhat more than expected  

 

Follow-up (3 months post-treatment) 

Follow-up was conducted with Annie at 3 months post-treatment. Wind-down 

activities and regular rising time were still practiced consistently, and she reported falling 

asleep more quickly since participating in the program.  

Annie was happy with the progress in her sleep and daytime functions. Wonderfully, 

she had started attending a parenting course and art classes once a week, where she got to 

meet new people and felt less isolated. She was also looking for computer lessons to increase 

communication with her children.  

Annie had recently experienced nightmares about her children, which left her feeling 

sad and frustrated. However, she found that she could fall asleep more quickly following a 
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nightmare by giving herself time to wind down and applying the GOOBICS strategy. She 

noted a possible trigger was her children being unable to see each other for five weeks 

because of the carers’ conflicting schedules. She agreed that the nightmares might cease after 

her next visit with her children all together. Grounding strategies learned in session 2 for 

dealing with nightmares were revisited and practiced. Two weeks later, the therapist 

conducted a check-up phone call. Annie reported that her nightmares had stopped, her sleep 

had returned to normal, and that she was in much better spirits.  

 

Treatment implications of Annie’s case  

The implications of Annie’s case highlight the importance of adapting treatment 

strategies to a client’s personal situation and stressors. The therapist had to be attentive to and 

validating of Annie’s cognitions about her children being taken away, and changes to the 

home environment and daytime structure in their absence.  

The delivery of therapy in general needed to be individualised given Annie’s learning 

difficulties. She needed extra support with written materials and the therapist needed to be 

careful to ensure that Annie had understood the material and that she could use it in a helpful 

way at home.   

Managing client expectations was important for Annie. She had actually done 

terrifically well after Session 1 but she presented as disappointed in her progress as her 

nightmares and rumination had persisted. It was important to praise and encourage Annie for 

the positive and brave steps she had taken and educate her about the change process being 

something that takes time and patience. 

Financial disadvantage is another element relevant to the majority of this clinical 

population. Access to information about good community resources can make a huge 

difference to supporting a client's’ sleep, coping skills and life balance goals. 

Lastly, the importance of assessment interviews is highlighted by this case. The 

assessment stage allowed identification of unhelpful cognitions relevant to Annie’s 

nightmares that were not covered in measures such as the DBAS. A thorough initial 

assessment also assisted in the identification of a range of medical problems that might 

contribute to the person’s insomnia (e.g. asthma, hip problems).  
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Clinical Case Study 2 (John) 
John is a 25-year-old man with a primary diagnosis of schizoaffective disorder, comorbid 

with anxiety (agoraphobia) and obsessive-compulsive disorder (OCD). He completed 

secondary school but had never worked. He is currently living on a pension. His social 

support system comprised his parents and his sister, with whom he lived. He has no close 

friends, but he regularly attended a community drop-in centre and a Hearing Voices Group. 

Prior to becoming mentally unwell, John described himself as very fit, playing rugby and 

running regularly. He stopped all sports since his diagnosis at the age of 17. He had since 

gained 50 kilos which he attributes to medication side-effects and a lack of exercise. He now 

tried to get some exercise by walking the dog after dinner in the evening. John was unhappy 

and dissatisfied with life, and particularly with not working or studying. 

John’s psychiatric medications comprised a monthly depot injection (Paliperidone, 75 

mg), Quetiapine (500mg), Sertraline (250mg) and Agomelatine (50mg).  

John complained of sleeping poorly and waking up frequently at night (three to five 

times during the night). Screening questions did not suggest presence of OSA. He was 

continuously tired despite long periods spent in bed. He might sleep for 10 or 11 hours a night 

until mid-morning, and then might take a long nap during the day. There was a lot of variation 

in his rising time across the week. He had difficulties getting up in the morning, and would be 

too tired to get up for work if he had a job or if he tried to do any exercise. He felt that his 

sleep problems were a major hindrance for getting his life back on track.   

John also reported nightmares at least twice weekly, which he associated with low and 

depressed mood on the next day. The general theme of his nightmares related to his self-

perceived failures and inability to pursue his life goals.  

Finally, John reported paranoid thoughts which fed into night-time worry and 

cognitive arousal. A night-time behaviour associated with his paranoia was to leave a water 

bottle or piece of scrunched-up paper by the door so that he could hear if an intruder was 

coming into the room. Such over-alertness to the sound of paper or the bottle being moved 

caused him difficulties with falling asleep and frequent awakenings. 

 

Baseline information: Targets for therapy 

John presented as neat and casually dressed, well groomed with his hair tied, and 

rapport was easily established, although he maintained poor eye contact. He would sit 

comfortably in a relaxed posture most of the time but occasionally he would fidget with a pen 
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in his hand or an elastic band on his wrist. Speech was well articulated, with a slow rate of 

speech, and occasional long pauses when thinking about a question.  

A sleep interview and sleep measures were completed before the intervention. 

Measures completed included the Pittsburgh Sleep Quality Index (PSQI; Buysse et al., 1989), 

to assess his sleep quality and quantity, the Sleep Hygiene Behaviours scale (SHiB; Chiu et 

al., 2015a), Patient Health Questionnaire (PHQ-4; Kroenke et al., 2009) and Mini 

International Neuropsychiatric Interview (MINI Psychotic Disorders module; Sheehan et al., 

1998). John was also asked to keep a weekly sleep diary for the duration of the program, to 

observe his sleeping patterns and keep track of his progress. John’s sleep parameter data at 

baseline and throughout the course of the intervention are shown in Tables 10.6 and 10.7. The 

sleep data confirmed his self-reported symptoms of insomnia with concurrent hypersomnia. 

He wakes up on average four times a night. His night-time sleep efficiency was 80% (total 

sleep time at night divided by time in bed), and he spends up to 15 hours per day in bed.  

John was uncomplaining about the time it takes for him to fall asleep (average of 30 

minutes) perhaps because of the beneficial effects of Agomelatine, (which is an antidepressant 

that acts on melatonin receptors), and sedating effects of his other medications. Despite taking 

Agomelatin for two years, he still reported irregular sleep time and night-time awakenings.  

On occasion his sleep onset latency extended up to 165 minutes (3 hours) and this was related 

to high consumption of sugary foods and/or caffeine, racing thoughts and anxiety, or 

overstimulation from computer games. John’s scores on validated measures revealed the 

following profile (Table 10.6): 

• Global score on the PSQI indicated poor sleep quality 

• Very high levels of daytime dysfunction due to sleepiness 

• Positive score for depression on the PHQ-4 (score of 5/6) 

• Elevated rating on items assessing paranoia (score of 5/8) 

• Poor sleep hygiene 
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Table 10.6: John’s questionnaire scores in selected domains pre and post CBT-I 

Measure  Pre-treatment Post-treatment 
PSQI (Global)1 9 6 
PSQI (Daytime dysfunction)2 3 2 
SHiK-B (Sleep Hygiene)3 8 3 
PHQ-4 (Depression)4 5 4 
MINI (Paranoia) 5 5 4 
1 PSQI = Pittsburgh Sleep Quality Index (global score).  A global sum of 5 or greater indicates a ‘poor’ sleeper; 2 

PSQI = Pittsburgh Sleep Quality Index (daytime dysfunction index).  Scoring of answers is based on a 0 to 3 
scale, whereby 3 reflects the negative extreme; 3 SHiK-B = Sleep Hygiene Behaviours scale. Low scores denote 
better sleep hygiene practices; 4 PHQ-4 = 4 item Patient Health Questionnaire. Depression subscale score range 
0-6, with higher scores indicating greater depression severity; 5 MINI (Paranoia)= adapted Mini International 
Neuropsychiatric Interview – Psychotic Disorders module, Item 2.  Scores range from 1 (very untrue) and 7 
(very true). 
 

 

Table 10.7: John’s sleep parameters over 7 days  

Sleep parameters*  Baseline to 
Session 1 

Session 2 Session 3 Session 4 Post-
treatment 

Lights out time 22:30 21:45 20:40 21:40 20:45 

Sleep onset latency 
(minutes) 

30 39 18 8 20 

Number of night-time 
awakenings 

4 2 -- 3 2 

Get out of bed time 11:00 7:35 10:30 8.25 7:20 

Total sleep time 
(excluding naps) 
(hours) 

10 9.5 11.3 9.4 9.2 

Frequency of napping 
(out of 7 days) 

5 5 1 4 3 

Time spent napping 
(hours) 

5.5 4.9 4.5 3.9 2.5 

Daytime energy and 
motivation (rating out 
of 10)1 

-- 2.32 2.7 3.8 -- 

* From PSQI and sleep diary data ; -- Data missing; 1 Daytime energy and motivation rating for the week rated 
on a scale from 0 to 10, with greater score indicating more energy. 
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Formulation 

Formulating John’s case is helped by identifying the factors affecting his sleep drive, 

body clock, and night-time arousal. These were as follows: 

Factors affecting sleep drive: 

• Sleeping late into the day, and up to eleven hours a night 

• Napping for three or more hours on average, and as long as 8 hours after depot 

injection 

• Lack of daily stimulation and routine, with no leisure, work or study activities 

• Depressed mood: A score of 5 out of 6 on the PHQ-4 depression subscale 

• Antipsychotic medications that make him feel tired 

• Night-time exercise with walking the dog before bed 

 

Factors affecting the body clock: 

• Irregular sleep routine, with wake-up any time between 8:20 am to 2:00 pm 

• Total sleep time ranging from 9 to 14 hours a day 

• Lack of exposure to sunlight by staying indoors on the computer during the day and 

walking the dog in the evening.  

 

Factors increasing arousal at night 

• Fears about having nightmares 

• Staying in bed while lying awake 

• Worrying about not sleeping well 

• Delusional (paranoid) beliefs about people entering his room 

• Excessive intake of caffeine, soft drinks, and confectionary close to bedtime 

• No wind-down period before bed: Going to bed after surfing on the computer or 

watching TV (simultaneous with the consumption of sugary foods and soft drinks) 

 

Other factors contributing to his sleep problems 

• Beliefs that feeling tired means that he had not slept enough  

• Long naps as an escape from the boredom and loneliness of the day 

• Rumination about past and current perceived failures 

• Tiredness contributed to his reduced self-esteem and self-efficacy, which exacerbated 

rumination, social avoidance and further napping 
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Enabling and complicating factors 

When starting the intervention, enablers and barriers to CBT-I were carefully 

considered. Enablers included good liaison with John’s case manager, with whom concerns or 

questions could be raised. The intervention was offered in the building of John’s local mental 

health clinic, so that John would not need to travel far. John was unemployed, so he was 

available to attend sessions any day of the week. Barriers, however, included that the initial 

sessions needed to be scheduled in the afternoon (2:00 pm) due to his delayed sleeping 

patterns and low mood and motivation. Furthermore, sessions could not be organised on the 2 

days after his monthly depot injection due to the dangers associated with drowsiness while 

driving. Extreme sleepiness (somnolence) is a common side-effect of the depot injection that 

may last for a few days (Citrome, 2010), especially when combined with other sedating 

medications, and clients need to prepare for this. It is unrealistic in many cases for clients to 

continue to adhere to goals around wake times during this period.  

Due to John’s OCD tendencies, the therapist had to be mindful that keeping a sleep 

diary may feed into his repetitive checking behaviours. John enjoyed keeping a sleep diary 

and found it helpful for keeping to his routine and recognising patterns in his sleep. It was 

important to communicate with the client’s psychiatrist and case manager to ensure that he 

was able to withdraw from keeping a sleep diary when his sleep routines improved. 

John had been prescribed Agomelatine two years ago because of his irregular sleep-

wake rhythms and prolonged sleep latencies. It had improved his sleep latency, but his sleep 

hygiene and routines had remained unaddressed so that the timing of sleep remained very 

irregular. John’s psychiatrist and case manager were contacted to let them know that sleep 

management with CBT-I could improve with these sleep parameters and that a review and 

adjustments of his medications may be beneficial following improved sleep. This was 

especially so in John’s case given some of the side-effects of daytime sleepiness associated 

with his antipsychotics. 

 

Course of CBT-I 

Session 1: Goal setting, Psychoeducation, sleep hygiene, stimulus control 

Session 1 began by asking John to identify his goals and motivations for engaging in 

CBT-I. His treatment goals were as follows: 

1. Develop a more regular sleep pattern (get up to start the day before 8am); 

2. Create a schedule for daytime napping and work to reduce time spent napping during 

the day; 
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3. Improve daytime energy (starting with working to increase energy from 2/10 to 3/10). 

4. Increase daytime activity levels and structure (go outside each day) 

 

John was motivated to address his sleep problems as he saw this to be an integral step 

towards beginning to try to pursue studies or employment. This was discussed at length to 

enhance motivation for change. The therapist checked with John about his willingness to 

possibly endure some challenges in the service of working towards his goals and John 

indicated that he was ‘up for the challenge’. 

The session then addressed education about sleep and sleep regulation, including the 

benefits of sleeping ‘efficiently’. Sleeping more efficiently (i.e. within a shorter window of 

time) helps to consolidate sleep, maximise daytime activities, and reduce time spent awake at 

night.  Consequently, arousal from worrying and rumination in bed are less likely. 

The importance of a regular day- and night-time routine was also addressed.  

Psychoeducation on sleep was provided to start gently challenging unhelpful sleep-related 

cognitions and worries about the need to nap or sleep longer in response to tiredness. In 

particular, it was emphasised that the longer the time he spent in bed, the more likely it was 

that fragmented sleep may occur.   

Client strategies at the end of Session 1 (homework): 

• An earlier rising time to build up a routine, increase sleep drive and reduce sleep time.  

The costs and benefits of gradual versus sudden changes to his rising time were 

discussed and John opted for quite a dramatic change by setting a rising time of 6:00 - 

6:50am so that he could help drive his Dad to work. Driving his father to work served 

as a motivator to get up, and offered an opportunity for some exposure to sunlight in 

the morning. 

• Stimulus control (“Get Out Of Bed If you Can’t Sleep, or GOOBICS”) to help reduce 

conditioned arousal and improve the time taken to fall back asleep. 

• Wind-down activities before bed to ease his anxiety: John decided to stop playing 

computer games after dinner. Wind-down activities before bed included reading and 

watching TV shows for at least an hour before bed. 

• Sleep hygiene: The aims were to reduce sugar and caffeine intake during the night, 

and limit their consumption to no later than 5:00 pm. Suggested alternatives included 

milk with a little sweetener or honey, decaffeinated teas (e.g. chamomile, peppermint), 
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and water. Exercise was also scheduled to take place at an earlier time by taking the 

dog for a late afternoon walk (3-5pm) rather than at night (7-9pm). 

  

Session 2: Maximising daytime energy and managing unhelpful beliefs about sleep 

Since the previous week, John reported major improvements in his sleep (self-reported 

improvements rated as 7 out of 10), as well as better coping with his mental health symptoms 

(self-reported improvements = 7 out of 10). He reported success in implementation of the 

previous week’s strategies. He had got into a more regular routine and had started to wake up 

at a more regular time, within a two hour range (6:45 to 8:25 am). A challenge in the past 

week was getting up ‘on time’ as the cold weather made it particularly hard to resist staying in 

bed. His original goal of getting up regularly at 6:00 was therefore delayed by 45 to 60 

minutes to help in this matter. John strategized to put on a jumper and drink something warm 

to help get out of bed in the morning. John’s progress with GOOBICS, winding down before 

bed, earlier exercise, and reducing intake of sugary drinks was all on track which represented 

excellent progress.  

The focus of Session 2 was on maximising energy during the day and identifying 

unhelpful beliefs about sleep that may be driving his poor sleep. John was asked to brainstorm 

possible reasons for feeling tired during the day apart from poor sleep. He identified the 

following factors: being inactive, unhealthy diet (sugary diet, not enough fruit and 

vegetables), and feeling cold (not wearing enough warm clothes), prompting a need to go 

back to bed. Potential strategies for addressing these factors were explored and it was 

emphasised that these factors were things that John may be able to have an influence over.  

An in-session experiment was conducted in which John contrasted how he felt after 5 

minutes of quiet reading versus 5 minutes of brisk walking outside with the therapist. This 

was quite powerful in demonstrating that his choices could have a large influence over his 

energy levels. John also mindfully ate (slowly, while paying attention) some healthy snacks 

that the therapist had brought into the session. He found with some surprise that he liked 

apples and nuts. This was a good opportunity to discuss with John that engaging in activities 

mindfully (paying attention to them in detail in the moment) rather than focussing on negative 

thoughts or symptoms of tiredness can make experiences more positive.  

John perceived the discussion about mindful engagement in activity to be of 

significant value, given he might sleep for 12-15 hours at a stretch and feel very sleepy during 

the day, further disrupting his ability to get into a good sleep-wake routine. Strategies to 

reduce tiredness were discussed and John was motivated to implement and refine his “energy-
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generating plan” prior to his upcoming depot injection. A balance between realistic 

expectations about activity levels in the days following his depot injection with hope for some 

improvement in these days was emphasised. 

Unhelpful sleep beliefs were identified by administering the dysfunctional beliefs and 

attitudes about sleep (DBAS) scale (Morin et al., 2007), and exploring how those beliefs 

could have a negative effect on sleep. The dysfunctional beliefs with which John identified 

most strongly were: 

• When I don’t get a proper amount of sleep on a given night, I need to catch up the 

next day by napping or by sleeping longer the next night; 

• The only way to improve my energy is to rest or sleep more; 

• I believe insomnia is essentially the result of a chemical imbalance. 

High ratings on these unhelpful beliefs demonstrate that John was feeling quite helpless about 

his capacity to change his situation with respect to his sleep and poor energy levels. Indeed, 

John believed that ‘having psychosis makes your sleep unchangeable’. Socratic questioning 

was used to help John explore whether sleep could possibly be improved despite mental 

health difficulties, with the therapist pointing to the improvements gained since Session 1 as 

personal evidence, and the ideas John had already generated about factors that may contribute 

to daytime tiredness.  

Finally, the impact of nightmares on sleep was discussed. John commented on needing 

to work on recognising that the nightmares were not real in order to reduce the effect that they 

had on his mood and motivation the next day. Techniques to help deal with nightmares was 

practiced in session, these included grounding techniques (opening eyes, placing feet on the 

floor, and focussing on the immediate environment by naming three objects that can be seen 

in the room), slow breathing, and journaling.  

Client strategies at the end of Session 2 (homework): 

• A regular rising time of 6:45 - 7:30 am (adjusted from the original 6:00 - 6:50am). 

• An ‘energy-generating’ plan: do journaling in the morning, spend more time on the 

exercise bike (up to 15 minutes), walk the dog each morning/afternoon, and have a 

healthy smoothie or eat a piece of fruit, when feeling tired. 

• Avoid napping or have shorter naps if napping is unavoidable by using an alarm. 

Time the naps to be no later than 3pm. 
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• Sleep hygiene: After the success of being able to stay away from sweets and caffeine 

at night, John decided to aim to reduce his dairy intake for the week as he believed 

this would help him feel less sluggish in the day and help with his weight issues. 

• Increased wind-down time when fears about nightmares arise. Use grounding 

techniques, breathing, and journaling. 

 

Session 3: Managing overly negative thoughts and a busy mind before bed 

John benefited from experimenting with strategies to improve his tiredness as 

described above. He rated his progress in both sleep and coping very highly (7 out of 10).  His 

bedtime was more consistent, he was more active during the day and he had only napped only 

once in the previous week. The lack of napping had increased his sleep drive, so that he slept 

more solidly at night, but that also meant that he woke up later on some days. He was not 

accustomed to staying awake all day and it had been a challenging week, but he felt very good 

about himself. He reported an improvement in his mood and he was experiencing minimal 

mental health symptoms, if any.  

Session 3 focussed on dealing with negative thoughts and a busy mind before bed. The 

increased arousal that can arise from checking the clock overnight was discussed. The 

contribution of psychotic symptoms, low mood and anxiety to his sleeping problems were 

also discussed, and strategies were brainstormed to cope with these situations (Figure 10.2).  

 

 
Figure 10.2: John's strategies for coping with mental health symptoms 

 

In addition to the strategies that John elicited, relaxation exercises with mindfulness 

and slow breathing were introduced as a way of calming the mind. Cognitive restructuring 

   

Voices, visions, paranoia 

 Listening to music or the 
sounds of soft rain 

 Reading or audiobook 

 Having a shower 

 Listening to a phone app 
(relaxation) 

 

Low mood and anxiety 

 Watch sport 

 Journaling 

 Changing the bed sheets 

 Listening to music which used 
to make him feel good 
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was employed by discussing examples of when his thinking patterns affected his mood. One 

example linked how thoughts about being unable to sleep can lead to frustration, worry and 

depressed mood.   

A discussion followed regarding how overly negative thoughts about sleep can be 

reshaped through the process of identifying (‘catch’), evaluating ‘(check’), and changing the 

thought, so that it is more accurate and helpful. For example, John expressed the following 

thoughts, “God is giving me the hard deal”, “Why do I have a mental illness?”, whenever he 

was unable to sleep, and felt powerless about the situation. A more helpful thought that he 

developed during the session was: “It’s only one night, I’ve got plenty more chances to make 

it better”; and, “I can learn to be more in charge of my sleep”. 

Client strategies at the end of Session 3 (homework): 

• A regular rising time of 7:00 - 8:00 am. 

• Use an alarm clock to put a limit on naps (1.5 hour maximum before 3pm) 

• Avoid checking the time when unable to sleep. 

• Practice a relaxation or imagery exercise to help calm the mind: Try during the day at 

first, and then apply at night when sufficiently rehearsed and feeling ready. 

• Watch out for negative thoughts, and challenge them using the thought process 

worksheets provided. 

• Coping strategies for his voices, visions and paranoid fears: Listening to an audio 

book, have a shower, soft music, and journaling. 

 
Session 4: Maintaining the gains and stress management 

By Session 4 of the program, John was reporting a regular bedtime routine and had 

been able to reduce his time in bed to an average of 9.5 hours per night. He rated his sleep 

progress since the previous week as 8.5 out of 10, and his improvements in coping and self-

efficacy as 7 out of 10.   

His attempts to sleep for shorter durations led to him being tired and napping during 

the day. He also had his depot injection that week, which led to more sleep than the previous 

weeks, but less than he had before engaging in this program. He reported trying to be more 

active during the day and was going outside nearly every day. He woke up an average of three 

times per night, but reported he could fall asleep much more quickly since practicing 

GOOBICS. His demonstration of increased sleep knowledge, coping strategies for tiredness, 

and better routine, demonstrates that the intervention was effective for John, despite the 

challenge faced by his depot medication. 
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In Session 4, John discussed with the therapist how best to maintain the improvements 

made over the intervention, including planning for and management of any setbacks. Setbacks 

were framed as a normal part of the recovery process, and the therapist highlighted the 

importance of recognising that the occasional bad night’s sleep does not necessarily mean that 

one is relapsing back into insomnia. Session 4 also covered the greater need for sleep and the 

fatigue following the depot injection, but that this experience is temporary. A plan was made 

collaboratively with John, which included how to deal with next-day effects of the depot 

injections, how to get his sleep routine back on track, and increase his confidence about being 

prepared.   

During the session, an individualised summary plan was put together, in which the 

triggers and perpetuators of his sleep problems were re-examined, and then addressed by 

recounting the strategies that John found useful for tackling his sleep-disruptive behaviours 

and cognitions (See Table 10.8). 

In addition, stress management was covered in this session. Through discussion about 

helpful and unhelpful levels of stress, John acknowledged that he used avoidance as a coping 

skill for overstress, but consequently found that this led to stagnancy in his life (and then 

‘rustout’ or under-stress). A short imagery exercise that asked John to reflect on his life at 

present left John with the conclusion that he was spending too much time worrying about the 

future and not enough time engaging in meaningful activities in the present (learning new 

skills or taking up hobbies). Based on this information, some small goals were set in order to 

achieve a better life balance, which included employment plans and some leisure activities in 

the next month. It was discussed that engaging in behaviour in the service of valued goals can 

be very beneficial for maximising energy, sleep, mood, and overall quality of life. 

Client strategies at the end of Session 4 (homework): 

• Address life balance by initiating small goals towards starting a new hobby (making 

recordings of his DJ music), and pursuing employment by contacting an employment 

agency regarding local part-time opportunities. 

• Keep being active (even in small ways) on the days following depot injections. For 

example, take the dog for a short walk in the afternoon and spend a small amount of 

time with parents instead of alone in bedroom room all day. 

• Make to-do lists in the early evening to help manage stress and overthinking at night. 

• Plan tasks and activities to look forward to for the next day to improve motivation in 

getting up. 
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Table 10.8: John’s individualised summary plan 

Trigger/ Precipitator:   
How did the problem first 
develop? 

• Change in mental health 
• First episode of depression 

Perpetuators:  
What kept it going? • Continuing episodes of mental health problems (schizophrenia, 

agoraphobia, OCD)   
• Tiredness from medications  
• Unhealthy food and drink choices 
• Weight gain and lack of exercise  
• Self-critical thoughts 

Treatment:  
What did you learn during the 
program about how to 
overcome the problem? 

• Planning tomorrow, today. Having a schedule that helps me 
spend my time in a more helpful way. 

• Strategies to feel refreshed/ keep awake (e.g. walking, eat certain 
foods, and drinking more water, engaging in hobbies). 

• Keeping a sleep diary to recognise patterns in behaviour/thoughts 
and sleep. 

• Maintain a routine of regular wake-up time and winding-down 
before bed. 

• Having some time outside the house each day - walking the dog 
and being in the sun. 

What were your most 
unhelpful habits and 
thoughts?  

• Eating junk food early in the morning and then going back to 
bed. 

• Thinking that being tired means the need to go back to bed. 
• Thinking getting more sleep will reduce mental health problems. 
• Believing I am no good and that there is nothing I can do to 

improve how I feel. 

What are the alternatives to 
these? 

• Recognising the need to balance daytime activities with sleep. 
• Avoiding oversleeping which can increase tiredness. 
• Managing negative thoughts by developing more helpful and 

positive thoughts “there are things I can do to increase my 
energy”, “sleeping is not always the best way to respond to 
tiredness”. 

What are the most important 
things to remember to help 
keep progress going? 

• Planning for changes in situations (new bedtime and rising times 
if need to get up early, or start a job). 

• Keeping a routine before bed, and in the morning. 
• Using energy-generating techniques. 
• Keep reviewing sleep facts as opposed to believing sleep myths 

(e.g. Session 1 information on the process of sleep). 
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Post-treatment assessment (week 5) 

John’s post-treatment assessment comprised a questionnaire and data from his sleep 

diary. John reported very high satisfaction with the changes in his sleep and daytime function, 

which included better mental health, and quality of life. He stated that he had been “the most 

productive I’ve been in two years”. He had contacted employment agencies, and was currently 

preparing applications for part-time work. Table 10.9 shows that John had achieved his 

specific goals for sleep treatment more than expected. 

His sleep data (Tables 10.6 and 10.7) show that John maintained regular bedtime and 

wake-up times, and had reduced total sleep time and time in bed. Other improvements 

included: 

• A decrease in the PSQI global score from 9 to 6 

• Increased sleep efficiency (85%), when compared to baseline (80%) 

• Less frequent awakenings (two awakenings compared to four at baseline)  

• A reduction in sleep latency to 10 minutes  

• He no longer needed to use the sleep medicine 

• A reduction in the number and intensity of bad dreams 

• Less frequent napping, and of shorter duration  

• Reduction in the consumption of sweet beverages and caffeine close to bedtime. 

 

With regards to daytime function, John also demonstrated the following improvements: 

• A decrease in PSQI daytime dysfunction  

• Improvement in depression (PHQ-4) 

• Reduction in ratings on paranoid thoughts (MINI psychosis module) 

• Increased satisfaction with his mental health, relationship with his family, and his life 

as a whole. 

 

With his sleep continuously improving, a discussion was initiated that he could now 

concentrate less on his sleep, and more on the career and social aspects of his life that felt 

unbalanced. John was asked to evaluate his progress every 3 weeks, and ensure that the sleep 

strategies remained effective for him when entering the workforce.  
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Table 10.9: John’s self-rated achievement of CBT-I treatment goals. 

Achievement of goals: Perceived level of improvement: 
1. Develop a good sleep pattern Much more than expected 
2. Reduce napping in the day Somewhat more than expected 
3. Develop a better routine (going to 

sleep and waking up at regular times) 
Somewhat more than expected  

 

Follow-up (3 months post-treatment) 

A session was organised three months after the end of John’s treatment. With his 

focus on daytime activities rather than sleep, John was no longer using his sleep diary.  

Overall, he felt that his sleep was going well, with only a few occasional rough patches. He 

knew they would occur, so John did not worry excessively about these short episodes. He 

reported experiencing only one bad dream a week, if any, and that they were less intense and 

less believable. 

John continued to perform wind-down activities before bed most days of the week, 

and noticed deterioration in his sleep whenever he went several days without this strategy. He 

also maintained a reasonably regular wake-up time in the morning. 

As a result of eating a healthier diet and having regular daytime activity (eg walking 

the dog), he had started to lose weight (5kg), had more energy, and felt much happier in 

himself. He had completed work experience with an agency, and was considering 

employment opportunities. He felt that the career aspects of his life were being addressed, but 

that more work needed to be done to address leisure and hobbies.   

The ability to wake up earlier improved John’s opportunities to access other treatment 

services (eg to attend appointments in the morning, and on time, increased concentration), as 

well as social and occupational activities. Indeed, the feedback from his mental health team 

was that John had recently started to attend and engage in many of the group activities, 

including a group stress management program. 

 

Treatment implications of John’s case 

As with many other clients living with psychosis, CBT-I was very effective for 

treating John’s sleep problems. Work to increase the sleep drive, regulate the body clock, and 

reduce arousal were all important for John. His case demonstrated the importance of 

focussing on psychoeducation, motivational issues and developing daytime energy strategies 

(Session 2). Emphasising life balance and pursuing goals outside of sleep was particularly 

important for him.  John had become so preoccupied with and worried about his poor sleep 
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and tiredness that he had lost sight of important aspects of his life. Of course this lack of 

connection with valued activities had a strong negative impact on his self-esteem and self-

efficacy, compounding the sleep problem further. Planning ahead, problem solving and 

outlining clear steps to meet goals was a very important element of his recovery journey.  

An important note from this case is to not only assess the influence of psychiatric 

symptoms and medications on sleep, but to assess the client’s beliefs about the impact they 

can personally have to bring about improvements. It was important that the therapist worked 

with John to help him experience that he can influence the resolution of sleep issues in spite 

of mental health problems and medication side-effects. This important treatment emphasis is 

drawn from our empirical work that suggests consumers feel a ‘lack of control’ over their 

sleep, which has implications for their expectations for treatment success and their motivation 

(Chiu et al., 2015b). 
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