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Overview

• What is sleep?

• Medicare item number changes & referral pathways 

• Meta analysis and systematic review data of CBTi in Insomnia 
• Formats of the interventions

• What can GPs do themselves?

• Pharmacotherapy 
• When to prescribe

• How to prescribe

• How to stop 

• How to stop in combination with CBTi



Definition of sleep
• Experiential
• Physiological
• Rest
• Time based

What is Sleep?

• Health implications of reduced 
total sleep time (TST)

• Obesity Cappuccio, F. P. et al. Sleep 31,

619–626 (2008). 

• Hypertension  Guo, X. et al. 

Cardiol 34, 774–781, (2011). 

• Cardiovascular disease  
Knutson, K. L. et al. Best Pract Res Clin 
Endocrinol  Metab 24, 731–743, (2010). 

• Type 2 Diabetes  Cappuccio, F. 

P., et al., Diabetes Care 33, 414–420, (2010). 

• All cause mortality



Sleep Disorders are Common

• 2010 estimated 1.5 million Australians (8.9% of the population) with 
sleep disorders
• 775,000 people with Obstructive Sleep Apnoea (OSA; 4.7%); 

• 492,000 people with Primary Insomnia (3%); and 

• 199,000 people with Restless Legs Syndrome (RLS; 1.2%). 

• The total health care cost of sleep disorders in 2010 was estimated to 
be $818 million. 

Access Economics 2011



Sleep History & Assessment
Patterns

Driving history

Co-morbidities



Role of PSG & Sleep 
Measurement



Medicare item number changes & referral 
pathways for OSA

ASA, 2018



OSA & when to refer

Symptoms suggestive of a 
primary sleep disorder

Excessive day time somnolence

Snoring with apnoea

Potential down stream 
implications of sleep disorders
Motor vehicle accidents

Difficult to control Atrial 
fibrillation

Difficult to control heart failure

Other cardiovascular disorders
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Multidisciplinary Team



Motivational Interviewing (MINT) improves 
Continuous Positive Airway Pressure (CPAP) 
acceptance and adherence : a randomised
controlled trial 

• 50% better adherence in the Intervention group relative to 

the control group

• Nearly 6 times greater CPAP uptake in Intervention group

• Outcomes nearing twelve month follow-up less potent  need 
for periodic boosters?

Olsen et al (2012)  Journal of Consulting and Clinical Psychology DOI: 10.1037/a0026302

https://doi.org/10.1037/a0026302


CBTi – first line in Chronic Insomnia 
Management

Recommendation 1:ACP recommends that all adult patients receive cognitive 
behavioral therapy for insomnia (CBT-I) as the initial treatment for chronic 
insomnia disorder. (Grade: strong recommendation, moderate-quality evidence)

Recommendation 2:ACP recommends that clinicians use a shared decision-making 
approach, including a discussion of the benefits, harms, and costs of short-term use 
of medications, to decide whether to add pharmacological therapy in adults with 
chronic insomnia disorder in whom cognitive behavioral therapy for insomnia (CBT-
I) alone was unsuccessful. (Grade: weak recommendation, low-quality evidence)

Qaseem et al (2017)  Ann Intern Med  DOI: 10.7326/m15-2175

https://doi.org/10.1016/j.smrv.2009.07.007


Overlap Syndromes

Insomnia

Fatigue 
syndrome

Depression

Anxiety

Bipolar 
affective 
disorder

PTSD

Mania





• Bettering the Evaluation And Care of Health (BEACH) program 
• nationally representative cross-sectional survey of FP activity in Australia

• All encounters between 2000-2015 with patients older than 15 years 
where insomnia or difficulty sleeping was managed 

• Pharmacotherapy used ~ 90% of encounters

• Nonpharmacological advice ~ 20%

• Onward referral ~ 1%  



Cognitive Behaviour Therapy for Insomnia 
(CBTi)

• Sleep restriction *
• Stimulus Control
• Cognitive Restructuring
• Arousal Management
• Sleep Hygiene

• Mindfulness



van de Laar et al (2009)  Sleep Medicine Reviews  DOI: 10.1016/j.smrv.2009.07.007

https://doi.org/10.1016/j.smrv.2009.07.007


Stepped Care

Espie (2009)  Sleep DOI: 10.1093/sleep/32.12.1549

https://doi.org/10.1093/sleep/32.12.1549


Internet-based and Self-help



Falloon et al (2015) Br J Gen Pract DOI: 10.3399/bjgp15X686137

At 6 months SSR + SHE group cf SHE 
control:
• Sleep Quality (PSEQ and ISI)
• Actigraphy based Sleep Efficiency
• Fatigue rating
• 67% v 41% tx response
• Effective brief intervention in 

General Practice



Sleep Restriction

• Increase association between being in bed and being asleep

• Time in bed is adjusted on the basis of sleep efficiency (ratio of time asleep/total 
time in bed x 100%)

• Use sleep diary to calculate SE

• Modify time in bed by ~15-30 mins every week 

• When SE > 85% increase time in bed, or remain stable

• When SE <85% decrease time in bed

• Adjust until optimal sleep duration is met

• Creates mild sleep deprivation state

• Should not be less than 5 hrs per night

• People like sleep restriction the least, but it is the most effective 



http://yoursleep.aasmnet.org/pdf/sleepdiary.pdf
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When to prescribe pharmacotherapy for 
insomnia?

• Special circumstances only
• Significant anxiety state

• Circadian rhythm superimposed

• Rarely a modality used by Sleep Physicians



Pharmacotherapy in Insomnia

• Benzodiazepine 
• Temazepam (Temaze®)

• Diazepam (Valium®, Valpam®, 
Antenex®)

• Alprazolam (Alprax®, Kalma®)

• Nitrazepam (Mogadon®, Alodorm®)

• Lorazepam (Ativan®)

• Flunitrazepam (Hyponodorm®)

• Oxazxepam (Alepam, Serepax®, 
Murelax®)

• Z-drugs 
• Zopiclone (Immovane®)

• Zolpidem (Stilnox®)

• Orexin (hypocretin) receptor 
antagonists  Suvorexant®

• Sedating antidepressants
• Doxepin

• Amitriptyline

• Mirtazapine

• Topiramate

• Sedating antipsychotics (eg 
quetiapine, olanzapine) 

• Antihistamines are used off- label 
as sleep medications

• Alpha-2-delta ligand – Pregabalin 
J Clin Sleep Med 2014;10(5):545-550. 

• Melatonin. Expert Opin. Pharmacother. (2012) 

13(6):895-905



Morin

JAMA. 2009;301(19):2005-2015



Concluding Thoughts

• Sleep disorders are common
• Insomnia 1/3 life time risk

• OSA 9% of population

• History and assessment is key 

• Multiple options for polysomnography
• Home PSG

• In laboratory

• Interpretation needs to be in light of clinical information

• CBTi is Gold Standard for insomnia management
• Practical and simple CBTi options are available in Primary Care

• Pharmacotherapy in insomnia
• Is NOT gold standard

• Rarely should be used beyond 6 weeks

• Long term pharmacotherapy avoided


