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Slapeloosheid 44 Bl o

Mental Disorders by prevalence (and estimated
number of persons affected in millions)

OCD 07 (29m)

* Slapeloosheid: moeite metinslapen, doorslapen 6f te
vroeg wakker worden, = 3x per week, = 3 maanden, ondanks
voldoende gelegenheid om te slapen, én het dagelijks
functioneren belemmert.

Eating disorder 09 | (1.5m)

Cannabis dependence 1.0 | (1.4m)
Psychotic disorder 12| (5.0m)
Personality dis. 1,3 (4.3m)
PTSD 2,0 (7.7m)
y Preva lent Conduct dis. o 21m)

* Vaak comorbide met andere psychische stoornissen P —— 34 (146m)
Somatoform disorders : 49 (20.4m)

* Risicofactor voor ontwikkelen van depressie en ADHD/Hypercin. dis. | o i)
angststoornissen Dementia | 54 (6.3m)

Unipolar depression 6.9 (30.3m)

7,0 (29.1m)

Anxiety disorders 14,0((¢

0 2 4 6 8 10 12 14
12-month prevalence (no. persons affected)



Hoe belangrijk is slaap eigenlijk?

NETHERLANDS
INSTITUTE
FOR NEURDSCIENCE

Sleep & Cognition

Slaap heeftinvloed op:

E‘,} Energie Emotieregulatie

Bij goede slapers wordt de emotionele
reactie minder sterk na een nacht slapen

Bij slechte slapers wordt deze juist sterker
na eennacht slapen!
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Rasch, B., & Born, J. (2013). Physiological reviews.
Chan et al. (2014). Sleep, 37(5), 911-917.
Wassing etal. (2019). Sleep, 42(4), zsy268.




Hoe belangrijkis slaap eigenlijk? <4 o

Slaap heeftinvloed op:

E‘,} Energie Emotieregulatie {ﬁ%& Leren Emotionele verwerking

[[] before
W after

Hoe?

Upcoming onderzoek: speelt noradrenaline
_j\ een sleutelrol in de verwerking van emoties

tijdens slaap?

physical distress of shame

Rasch, B., & Born, J. (2013). Physiological reviews.
Chan et al. (2014). Sleep, 37(5), 911-917.
Wassing etal. (2019). Sleep, 42(4), zsy268.




Hoe belangrijk is slaap eigenlijk?

Slaap heeftinvloed op:

E‘,} Energie Emotieregulatie {[IJZE& Leren

Comorbide slapeloosheid

* \Verergert klachten

* Verlaagt behandelrespons, en
* Vergroot terugval na herstel
» Belangrijk om slapeloosheid actief te behandelen
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Emotionele verwerking

Rasch, B., & Born, J. (2013). Physiological reviews.
Chan et al. (2014). Sleep, 37(5), 911-917.
Wassing etal. (2019). Sleep, 42(4), zsy268.



Slaap in de behandeling 44 Bl o

e Weinig aandacht voor (comorbide) slapeloosheid binnen de GGZ

e Gemiste kans: eerstelijnsbehandeling (CGT-I ) vermindert effectief slapeloosheid

» En mogelijk 60k positieve effecten op psychische klachten!




Slaap in de behandeling LA B e

Sleep & Cogn

De eerstelijnsbehandeling voor (comorbide) slapeloosheid = CGT-
e Cognitieve gedragstherapie voorinsomnie

Verschillende formats
beschikbaar
(digitaal, F2F, groep)

. )

Slaapgewoontes (slaaphygiene, stimulus controle) &
* Slaappatroon verbeteren (slaaprestrictie) l - S leep
* Pieker-enontspanningsoefeningen
* Uitdagenvan niet-helpende gedachten
* Toekomstplan

Begeleiding




CGT-I bij comorbiditeit <4 o

= e —
Study N Measure Hedges' g SMD 95%-Cl Weight
Alcohol
Arnedt et al. 2011 [46] 17 1SI e 15 [03;26] 3.1%
Chakravorty et al. 2019 [49] 22 ISl —— 1.8 [0.8;2.8] 3.4%
Currie et al. 2004 [38] 40 PsQl —— 11 [0.5;1.8] 4.8%
Overall random effects model — 1.4 [0.9;1.9] 11.4% .
Hetaroganaly: = 0% =0, =055 ‘ CGT-| verbetert comorbide
Test for effect in subgroup: z =5.313 (p < 0.001) :
Depression slapeloosheid
Ashworth et al. 2015 [47] 42 1SI —— 09 [0.2;15] 5.0%
Camey et al. 2017 [48] 71 18I T 0.2 [-0.3;0.7] 5.8%
Glozier et al. 2019 [561] 87 I8l - 04 [0.0;0.8] 6.0%
Manber et al. 2008 [53] 30 ISl — 0.8 [0.1;1.6] 4.5%
Manber et al. 2016 [54] 150181 —.— 04 [0.1;0.7] 6.4%
Pigeon et al. 2017 [55] 27 1ISl1 — 0.1 [-0.6;0.9] 4.5%
Sadler et al. 2018 [36] 47 1S —— 1.0 [0.4;1.6] 5.1%
Watanbe et al. 2012 [40] 37 Isl —— 11 [0.4;1.8] 47%
Overall random effects model > 05 [0.3;0.8] 42.2%

Heterogeneity: /% = 31%, 1* = 0.0327, p = 0.18
Test for effect in subgroup: z = 4.625 (p < 0.001)

Mixed :

Edinger et al. 2009 [50] 41 PsQl —— -0.2 [-0.8;0.4] 5.1%
Pigeon et al. 2019 [56] 54 ISI [ 1.9 [1.3;2.6] 5.0%
Sheaves et al. 2018 [45] 40 1S1 —— 0.7 [0.1;14] 5.0%
Taylor et al. 2015 [58] 23 181 — 1.1 [0.2;2.0] 3.9%
Wagley et al. 2013 [39] 31 Psal e 0.7 [-0.1;1.5] 4.4%
Overall random effects model —— 0.8 [0.1; 1.6] 23.3%

Heterogeneity: /% = 81%, 1° = 0.5538, p < 0.01
Test for effect in subgroup: z = 2.284 (p = 0.022)

Psychosis / Bipolar

Freeman et al. 2015 [44] 50 ISI —— 1.1 [051.7] 52%
Harvey et al. 2015 [52] 58 ISI —— 14 [08;19] 53%
Overall random effects model — 1.2 [0.8;1.7] 10.5%

Heterogeneity: 12 = 0%, 1*=0, p = 0.54
Test for effect in subgroup: z = 5.839 (p < 0.001)

PTSD

0. Margolies et al. 2013 [41] 40 18I —— 1.3 [0.6;2.0] 48%
Talbot et al. 2014 [57] 45 I8l [ 22 [1.4;3.0] 4.4%
Ulmer et al. 2011 [42] 21 181 —_— 1.5 [0.5;25] 35%
Overall random effects model | — 1.7 [1.1;2.2] 12.6%

Heterogeneity: 1 = 26%, 1° = 0.0609, p = 0.26
Test for effect in subgroup: z = 6.086 (p < 0.001)

Overall random effects model - 09 [0.7;1.2] 100.0%
Heterogeneity: /2 = 71%, 1° = 0.2470,p <0.01 | T T
Test for overall effect: z = 7.117 (p < 0.001) -2 -1 0 1 2 3 4

favors Control favors CBT-I

Fig. 2. Severity of Insomnia post treatment. ISI, insomnia severity index; PSQI, Pittsburgh sleep quality index. N, sample size (total sample).

Hertenstein et al. (2022). Sleep medicine reviews, 62, 101597..




CGT—I bij

comorbiditeit

Study N Measure
Alcohol

Amedt et al. 2011 [46] 17 181
Chakravorty etal. 2019[49] 22 ISI

Currie et al. 2004 [38] 40 PsQl
Overall random effects model
Heterogeneity: I = 0%, 1* = 0, p = 0.5

Test for effect in subgroup: z = 5.313 (p < 0.001)

Hedges' g SMD 95%-Cl Waight
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P

Depression
Ashworth et al. 2015 [47] 42 181
Camey et al. 2017 [48] 71151 +
Glozier et al. 2018 [51] 87 I8l
Manber et al. 2008 (53] 30 IS
Manber et al. 2016 (54] 150151
Pigeon etal. 2017 [55] 27 181 o
Sadler et al. 2018 [36] 47 181
Watanbe et al. 2012 [40] a7 Is|

Overall random effects model

Hetarogeneity: /% = 31%, 1 = 0.0327, p = 0.18
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Test for effect in subgroup: z = 4.625 (p < 0.001)

Mixed
Edinger et al. 2009 [50] 41 Psal -
Pigson etal. 2019 [56] 54 15|

Sheaves et al. 2018 [45] 40 1s1

Taylor et al. 2015 [58] 23 18I

Wagley et al. 2013 [39] 31 Psal

Overall random effects model
Hetarogeneity: /° = B1%, 1° = 0.5538, p < 0.01
Test for effect in subgroup: z = 2.284 (p = 0.022)

Psychosis | Bipolar
Freeman et al. 2015 [44] 50 18I
Harvey et al. 2015 [52] 58 151
Overall random effects model
Heterogeneity: 1% = 0%, ©* =0, p = 0.54
Test for effect in subgroup: z = 5,838 (p < 0.001)

PTSD

O. Margolies st al. 2013 [41] 40 ISI
Talbot et al. 2014 [57] 45 1S
Ulmer et al. 2011 [42] 2118l
Overall random effects model
Hetarogeneity: /* = 26%, +* = 0.0608, p = 0.26
Test for effect in subgroup: z = 6.086 (p < 0.001)

Overall random effects model
Hetarogeneity: /% = 71%, +* = 0.2470, p < 0.01
Test for overall effect: z = 7.117 (p < 0.001) -2 -1

0
favors Control favors CET 1
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Fig. 2. Severity of Insomnia post treatment. ISI, insomnia severity index; PSQ), Pittsburgh sleep quality index. N, sample size (total sample}.
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0.0%
05 [-0.3;1.4] 4.0%
[0.4;1.7] 4.9%

@ [0.3:1.4] 9.0%

1.3 [0.6:2.0] 4.9%
-0.2 [-0.7;0.3] 5.9%
0.3 [-0.2;0.7] 62%
04 [-0.3;1.2] 4.6%
0.0 [-0.3;0.3] 66%
0.1 [-0.7;0.8] 4.5%
0.9 [0.3;16] 52%

[04:18] 47%
[0.1; 0.8] 42.7%

0.3 [-0.3;0.8] 5.6%
0.2 [-0.4;0.9] 5.1%
1.0 [0.1;1.8] 3.9%
20 [1.0;29] 3.8%
0.8 [0.1;1.5] 18.4%

0.2 [-0.4;0.7] 5.5%
0.4 [-0.1;0.9] 5.7%
0.3 [-0.1;0.7] 11.1%

17 [0.9:24] 4.6%
0.9 [0.2;15 5.1%
25 [1.3;3.7] 2.8%
[0.3;1.1] 6.3%
[0.6;1.9] 18.8%

0.7 [0.4;0.9] 100.0%

Study N Measure Hedges'g

Alcohol

Arnedt et al. 2011 [46] 17 Abst. days

Chakravorty et al. 2019 [49] 22 Craving Scale ——-—

Currie et al. 2004 [38] 40 BDI —

Overall random effects model ———

Heterogeneity: 2= 0%, =0, p = 0.34

Test for effect in subgroup: z = 3.208 (p = 0.001)

Depression

Ashworth et al. 2015 [47] 42 BDI —

Carney et al. 2017 [48] 71 HAMD 17 —a

Glozier et al. 2019 [51] 87 CES-D e

Manber et al. 2008 [53] 30 HDRS 17 —-—

Manber et al. 2016 [54] 150 HDRS .

Pigeon et al. 2017 [55] 27 PHQ-9 ——

Sadler et al. 2018 [36] 47 GDS ——

Watanbe et al. 2012 [40] 37 GRID HAMD ———

Overall random effects model -

Heterogeneity: /% = 73%, 1 = 0.1996, p < 0.01

Test for effect in subgroup: z =2.392 (p = 0.017)

Mixed :

Pigeon et al. 2019 [56] 54 CSSRS -

Sheaves et al. 2018 [45] 40 WEMWBS —t—

Taylor et al. 2015 [58] 23 SF-36 mental ——

Wagley et al. 2013 [39] 31 PHQ-9 ——

Overall random effects model ——

Heterogeneity: 12 = 74%, 1 = 0.3729, p = 0.49

Test for effect in subgroup: z =2.192 (p = 0.028)

Psychosis / Bipolar

Freeman et al. 2015 [44] 50 PANSS —-—

Harvey et al. 2015 [52] 58 IDS-C =

Overall random effects model T—

Heterogeneity: 12=0%, =0, p<0.01

Test for effect in subgroup: z = 1.556 (p = 0.120)

PTSD

O. Margolies et al. 2013 [41] 40 PTSD SC ——

Talbot et al. 2014 [57] 45 PCL —-——

Ulmer et al. 2011 [42] 21 PTSD CL —_——

Pigeon et al. 2021 [35] 110 CAPS —.—

Overall random effects model ——

Heterogeneity: 1% =75%, 1° = 0.3297, p <0.01

Test for effect in subgroup: z = 3.709 (p < 0.001)

Overall random effects model >

Heterogeneity: /2 = 72%, 12 = 0.2276, p < 0.01 F T !

Test for overall effect: z = 5.185 (p < 0.001) -2 -1 0 1 2
favors Control favors CBT-I
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CGT-l verbetert comorbide

slapeloosheid

CGI- verbetert 6ok klachten

van depressie, PISSen
alcohol misbruik

Maar weinigaandacht nog

vOoor angststoornissen

Hertenstein et al. (2022). Sleep medicine reviews, 62, 101597..



Bij mensen met slapeloosheid en klachten van angst-, PTSS en BPS

Zorgt een online CGIH behandeling voor:
1) minder slaapproblemen
2) minder angst-, PTSS en BPS klachten

\ i i

/ 2 maanden 8 maanden

Geenslaap- ' L,
behandeling / //

Q%
/A

Reesen et al., Contemporary clinical trials 127 (2023): 107122.




Bij mensen met slapeloosheid en klachten van angst-, PTSS en BPS

o Zorgt een online CGIH behandeling voor:
1) minder slaapproblemen &
2) minder angst-, PTSS en BPS klachten

|
T Intervention

-+~ Control

% - CBT-|

Insomnia severity (ISl score)

Time (weeks)

Reesen etal., in prep




Bij mensen met slapeloosheid en klachten van angst-, PTSS en BPS

o Zorgt een online CGIH behandeling voor:

1) minder slaapproblemen &
2) minder angst-, PTSS en BPS klachten @

Insomnia severity (ISl score)

Intervention

-+~ Control
= iCBT-I

Time (weeks)

CGT-I leidde niet tot significante
verbeteringen in angst, PTSS of BPS.

> Onverwacht

Reesen etal., in prep



CGT-I bij comorbiditeit

Journal of Affective Disorders 339 (2023) 58-63
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Does treating insomnia with digital cognitive behavioural therapy (Sleepio) %=
mediate improvements in anxiety for those with insomnia and comorbid
anxiety? An analysis using individual participant data from two large

randomised controlled trials
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ARTICLE INFO ABSTRACT

Keywords: Background: Considerable ¢
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Mediation S R
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CBgT Methods: This was a control

controlled trials of dCBT fc

significant anxiety symptor

or sleep hygiene educatior
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Behavioural and Cognitive Psychotherapy, 2024, 52, 456-460
doi:10.1017/51352465823000656

(BABCP)

www.babcp.com

BRIEF CLINICAL REPORT

Anxiolytic impact of cognitive behavioural therapy
for insomnia in patients with co-morbid insomnia
and generalized anxiety disorder

Parky Lau, Elisha Starick and Colleen E. Carney

Department of Psychology, Toronto Metropolitan University, Toronto, Canada
Corresponding author: Parky Lau; Email: parky.lau@torontomu.ca

(Received 27 September 2023; revised 17 November 2023; accepted 19 December 2023; first published online 29 January 2024)

Abstract

Background: Cognitive behavioural therapy for insomnia (CBT-I) is an effective treatment for chronic
insomnia that also improves non-sleep symptoms, such as mood and anxiety. Identifying sleep-specific
variables that predict anxiety change after CBT-I treatment may support alternative strategies when people
with generalized anxiety disorder (GAD) do not improve from standard GAD treatment.

Aims: To investigate CBT-I on changes in anxiety and evaluate whether changes in sleep-specific variables
predict anxiety outcomes.

Methods: Seventy-two participants presenting with insomnia and GAD (GAD-I) completed four sessions
of CBT-1. Participants completed daily diaries and self-report measures at baseline and post-treatment.
Results: CBT-I in a co-morbid GAD-I sample was associated with medium reductions in anxiety, and large
reductions in insomnia severity. Subjective insomnia severity and tendencies to ruminate in response to

il

» Maar ander onderzoek suggereert
wél dat CGI-l comorbide angst-
symptomen kanverminderen

» Meer onderzoek nodig

S




Wanneer CGT-| bij comorbiditeit?

Richtlijnen = klinisch oordeel bepaalt bij comorbiditeit of:
* de psychische stoornis eerst wordt behandeld,
* de comorbide slapeloosheid eerst wordt behandeld, of
* beide gelijktijdig worden behandeld

» Bewijs voor vroegtijdig behandelen van slapeloosheid?



Sleep & Cognition

Wanneer CGT-I bij comorbiditeit? gl N

» Bewijs voor vroegtijdig behandelen van slapeloosheid?

Bij comorbide insomnie en depressie Bij comorbide insomnie en angst
CGT-l vs. CGT-D CGT-l vs. CGT-A

— Est. ICBT-i @

---- Est. ICBT-d
Obs. ICBT-i -~ iCBT-I

T
Follow-up

Insomnia severity (ISI)
Mean ISl Score

» Vroegtijdig inzetten van CGT-I
kan zinvol zijn
» maar meer onderzoek is nodig!

— Est. ICBT-i

---- Est. ICBT-d
Obs. ICBT-i

w==0bs. ICBT-d

Depression severity (VIADRS-S)
Mean GAD-7 Score

T T
Post-treatment Follow-up




Wanneer CGT-| bij comorbiditeit?

» Bewijs voor vroegtijdig behandelen van slapeloosheid?
» CGT-I als preventie voor depressie?

Intervention
- NT = CRS

I

- CBT-I

l

132 deelnemers

Slapeloosheid
Geen depressie diagnose, maar

Depressive symptom severity, IDS score
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-4 CBT-| + CRS

hoog risico op depressie

I

26
Time, weeks

Leerssen, Psychother Psychosom. 2021;91(3):168-179.



Beyond beliefs R

6- Comorbide insomnie hoef je niet te behandelen

e- Er zijn geen effectieve behandelingen voor insomnie bij
comorbide klachten

Q e Belang voor behandeling van (comorbide) slapeloosheid met CGT-I

e CGI-lverbetert niet alleen slaapproblemen, maar heeft mogelijk 66k
positieve effecten op psychische klachten
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Helpt u ook mee?

*  We zoeken nog steeds deelnemers voor ons onderzoek!

* Kent of bent u iemand (<65 jaar) met slaapproblemen, of heeft
u als behandelaar cliénten met slaapproblemen tijdens uw
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