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\f_fjéctonthecentralnérvmxssystanhavealso'beenfourdtobe-
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caffeine, in regular coffee, aa and cola beverages is well established
(Karacan, Thornby,' Anch, Boot®, Williams & Salis, 1976). The average
ndninsamniac adult need ingest on-ly four cups of regular coffee to
exhibit markedly increased sleep latency and sleep interruptions -
similar €6 the waking patbems of very old subjects. In qeneral,
caffeine has been shown to su}:stantlally decrease Wakeni.ng thresholds
(Bonnet, Webb & Barnard, 1979)

Besides caffe:.ne, there are well documented studies of the sleep
dxsruptlve properties of steroid medication used in the treatment of
various inflamatory diseases and of the broncho-dilating, ephedrine
based drugs used to amelicrate asthma. :

Therefore, drugs which may pramote arousal should be carefully

reviewed when a persdn presents with a camplaint of insamia. In

addition, contrary to expectation, medications which have a depressant

e

involved in s:leep disorders. Both the sedative-hypnotic drugs
comonly pr.&scribed for insomnia and alcohol have been indentified.
as significant factors in disorganizing normal sleep (Pokorny, 1978;
Kales, Scharf &'Kales, 1978) .

Hypnotic medications have a favorable effect on sleep onset
and maintenance problems. However, laboratory inves't.,igations have
highlighted the very short—-terxﬁ nature of these effects. After
a couple nights of drug usage, changes in the normal EEG sleep
pattern occur Same preparations severely reduce or eliminate the

REM phase, while others promote increases in the total amount of
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Generally the subject is not required to carry on normal day-to-day

functioning while involved in the experiment. Many subjects in these
studies apparently look upon the sleep depri\'iation as a challenge
(Hauri, 1979).

In contrast to the conditions experienced by the subject in a
sleep deprivation experiment is the plight of the WOW‘.
This individual-unwillingly must confront night after night of
unpredicatable levels of total sleep. Many i lacs have a cam~
bination of the three most prevalent sleep pat . ﬁlerefore, the
insamiac may have trouble gettj.xig to sleep, staying asleep anﬂd__
waking before he wishes in the morning. The iac is then ,
expected to function in normal daytime activities. ' It is no wonder
then that many insomniacs d&cr:be a growing dread at the prospect
of facing another night of poor sleep (Hauri, 1979).

Thirdly, sleep deprivation effects in experiments are usually

calculated on the basis of a group average. This type of analysis . -

_does not sufficiently take into consmeratlm the well established,

,wide individual differences in autanatlc respons:weness to stressful

stimli. Moreover, the subject's physioldgical responsiveness to
sleep deprivation may be related to hls natural sleeping patterns.
Naturally longer sleepers who are deprived of sleep nay exhibit

signs of physical deterioration long before a person who requires very
little sleep. Single~case studies using normal and insamiac subjects ‘
may greatly enhance our understanding of the effects of sleep depri- [
vation on various aspects of human functioning (Youkilis & Bootzin,

1981). . ‘ , “1
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additional cognitive factor’ which may contribute to the effectiveness
of relaxation exercises is the suf)ject's feelings of control over the

sleeping problem (Bandura, 1977: Da\{gson, Tsujimoto & Glasros,-1973).

Methods of mental relaxation. -There are a number of techniques which

aim to bring about a state of relaxation by having the subject. engage
in a specific cognitive activity. For example, subjects would in the
case of meditation, be instructed to repeat to themselves a word while
passively focusing on their breathing or a pleasant image (Woolfolk,
Carr-Koffashan, McNulty & Lehrer, 1976). Meamwhile autogenic training
may involve either repeating positive self-statements about one's
drowsiness (Graham, ﬁright, Toman & Mark, 1975) or Jmigxm.ng that one's
extremities are becoming wamm and heavy (Schultz & Luthe, 1959).

Clinicians have also evaluated the efficacy of desensitization
procedures in ameliorating insomnia (eg. Steirmark & Borkovec, 1574;
Lick & Heffler, 1977). 1In this approach, subjects are instructed to
physically relax and then to imagine various scenes assoéiated with .
bedtime and/ox being unable to fall asleep. The rationale behind
this procedure is to reduce insomnia by having the subject experience
relaxation in the presence of cues previously associated with tension
arth-argusa L.

In general, cognitive relaxation methods é.re as effective as
progr&ssivé relaxation (Nicassio & Bootzin, 1974) in relieving sleep
onset problems. Moreover, desensitization does not apbear to improve

. o]

uon gains achieved by relaxation alome (Gersham & Clouser, 1974).
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Outcame Measure,

<

" Daily siee&charts. The primary dependent measure in the present
investigation was the Daily Sleep Chart on which the subjects recorded
their daily sleep patterns (Appendix B). These sleep charts reguired
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subjects to assess the adequacy of each night'§ sleep on five beha~

viourally-specific sleep dimensions. Subjects upon waking each

PR L

morning, were requested to indicate how long they thought it took ‘
tl;xgn to gét to sleep (sleep-onset'latency)( how many times they
thought they woke up during the night, how many hours they t'hought ,
they had slept, how much difficulty they experienced falling asleep
(1 = not very @ifficult; 5 = extremely difficult) and how rested they
felt in the morning (1 = vexy rested; 5 = poorly rested).

These sleep variables were culled from Monroe's Daily Sleep
Questionnaire (1967). This questionnaire, originally designed to
study differenqes between good and poor sleepers, has been used as
the basis of outcame measures in the literature on the belﬁvioural
treatment of insomia (Borkovec & Fowles, 1973; Borkovec,' Kaloupek &

Slama, 1975; Bootzin & Nicassio, 1977). In addition, many major

Fo R¥aktataoiiandini o o v
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sleep research centers operationally define insamnia in texms of the

PRSI

patient's sleep onset latency and number of hours of sleep per night.
Such patients must be taking at least 30 minutes to fall asleep and
sleeping less than 6.5 hours each night in order to be classified as -

insamniacs (Dement & Guilleminault, 1973). 7
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; R'atings of sleep onset and number of hours of sleep per night
. are, therefore, frequently included in the daily subjective and/or
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of other sleep chart items. ) \
) . s
Self-report measures of sleep onset have been found
to be correlated with tl;e‘ most widely accepted meas'ure‘of sleep,
- EEG (Carskadon et al. 1976) . "I'he correlations between self-report
 and Stage 1 EEG measures of sleep anset have ranged from, .64
(Carskadon et al., 1976) to .70 (Coates et al., Note 1) . Same
researchers have argued however .that this less than perfect
correlation suggests that subjective estimates of sleep variables
are inaccurate (Lichstein & Kelley, 1980). They contend therefore
that there is a need to incorporate into behavioural studies of
insamia,a measure which will provide an abjective check on the
subject's slesp problem. Cbtaining EEG tracings vas not. considered
a genez.jaliy viable option as an dbjective measure in these studies.

These measures require expensive equipment and elaborate sleep

«
labaratories facilities. o
. _ A~
Researchers investigating beliavioural treatments of
.insamnia have ‘therefore checked on the subject's self-report by obtain-
ing ratings of sleep anset from the subject's spouse or roamate. \
(

meseneasureskbheverhavebgmfmm to be difficult and unreliable °
to collect. They have also been found to be susceptible to many
of the same biases asﬂxeinsémiac's self-report data (Coates et al.,

/

A pranising new approach to the objective assessment .

Note 1; Bootzin & Engel-Friedman, 1981).
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This conclusion,however, nustbetgnpe.redbyanawareness
of several factors in Experiment 2 of the present study which limit
the generalizability of these results. In particular, the sleep
device was used with only a small sample of subjects. Moreover,
this adbjective data was mu?cted several months after the end
of the program. Many eventgt cqﬂd,,have occurred during treatment
or in the follow up period which affegted the subject's reactions
to the device. For exaxrple,.enl'xanoed levels of physical and mental
relaxation may have improved time estimation (Borkovec & Hennings,
1978) . F:i.nally, the average levels of sleep onset for those who
volunteered to use the device indicated that the sleep problem was
mild. Future reseamhx@iuha,ie to determine the extent to which
the present findings apply to.subject.s with moderate to severe °
insamnia. Results fram this device may also vary according to
whether the insamia is primarily one of sleep onset difficulties
or is typified by nocturnal arocusals. In the meantime, the device
seems to have same promise in providing sleep researchers with a.
moderately priced, minimally disruptive mm cbjective meashre
of sleep..

There are other difficulties in the present study, besides
those already highlighted, regarding the sleep device. It should
be noted that conclusions drawn fram this study are samewhat limited
due to the absence of adequate control groups. Such control groups
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d
the nature of his cognltlvg activity by using a simple code
system. Such a code system may involve responding "A" if he is
worried about falling asleep, "B" if he is ruminating about
pefsonalproblans, "C" if he is not worried and just allowing his
thoughts to float etc. In this way, the sleep device may prov:.de
information about the pattern of the sleep disturbance and clues
to the kinds of cognitive events contributing to the sleep disorder.
Nevertheless, it is obvious that much more research using the sleep
assessment device will have to be done before any firmm statements
about the full extent of its utility for the study of M
can be made. However, the compact and portable design of the
device, the ease with which one may score and interprete ‘it's data
and the close correspondence it has been shown to.h‘avewithEEG
measures of ‘sleeé make the'study of it's use a potentlally mportaﬁ,t '
area of future research: h

Concluding Summary

In conclusion then, results fram the present study indicate
that usage of Coates and Thoresen's self-help manual for insamia
may produce substantial, th@gh less than camwplete, decreases in sleep-
onset insamnia. A major qualification, however, is thatdthe insamniac
have contact, either personally or over the telehphone, with a
therapist who provides support and guidance throughout the program.
That is, the mamal was not effective’ when used on.a totally self~
administered basis. Moreover, théhighoorrespmdenceobservedin
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