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Foreword
 

by Dr Sophie Bostock


‘Can you just give me your top three sleep tips? I’ve got about 200 words . . .’


My heart sinks. This is the request that everyone working in the field of sleep science dreads. It’s not that we don’t want to help. We absolutely do. I am a passionate advocate for making evidence-based sleep advice more accessible. I will usually do my best to oblige with the requisite three-, five- or seven-item checklist but I never manage to stick to the word count. The problem is that the longer you’ve had a sleep problem, the less likely it is that a few generic tips and tricks will hold the key to unlocking better sleep.


Sleep science is not rocket science but the sleep system does have quite a few moving parts. The longer it’s been broken, the harder it can be to twist the pieces back into shape.


For this reason, the first time I was introduced to Miranda Levy, when she was a columnist at the Telegraph, I have to admit, I was a bit reluctant to pick up the phone. ‘This won’t take long,’ I told myself, stepping out of the library. Forty minutes later, still talking, having done fifteen laps round the car park, I realized I’d left my computer open in the library, my (decaf) coffee had gone cold and I had better get back inside.


Miranda was different. She didn’t just want to know what the recommended treatment for insomnia was, she wanted to really understand it. About halfway through the call, I remember her saying, ‘Yes, but I’ve tried that and it doesn’t work.’


That’s not what journalists usually say. That’s what people who have lived with poor sleep for many years say. I took a deep breath and launched into a charm offensive on behalf of the therapeutic approaches that research tells us are most likely to be effective.


If you’ve battled with a sleep problem for years, it is entirely understandable that you greet every new ‘solution’ with a healthy dose of cynicism. It can be hard to tell the snake oil from the real McCoy – and, sadly, in the realm of sleep, there is a lot of snake oil out there.


You probably picked up this book thinking – ‘Yes, but will it help me?’


I can’t offer you any guarantees but I can predict that Miranda’s story will both intrigue you and teach you something new. If it prevents one person from going down a similar path, it is a valuable book. I hope it will do more than that.


Insomnia is a lonely condition. This isn’t simply because you’re awake when others are asleep, it’s also because of what happens to the sleep-deprived brain.


Our brains evolved to see sleep loss as a warning sign. Our ancestors were more likely to be kept awake by predators than by Netflix, so we tend to respond to short sleep by going into high alert. We get more sensitive to potential foes. For example, we are more likely to interpret neutral faces as threatening and we instinctively want to withdraw from social situations. As the brain channels its energy towards self-defence, we divert resources away from the more rational parts of our decision-making machinery. We get more impulsive and have less control over our emotions.


In the short term, this can mean we react with a short fuse, but in the longer term, we struggle to focus, to learn and remember, to empathize and to make logical, sensible decisions.


We now know that sleep and mental health are inextricably linked. Poor sleepers are at more than twice the risk of future anxiety and depression than good sleepers. While this is no surprise to those who lie awake at night worrying, there is some good news too. Improving sleep will benefit one’s mental health.


*


Like most people who feel passionate about sleep science, I fell into it by accident. I’ve always been curious about what makes people happy. I liked the idea of being a doctor so that I could help people and, since I had a knack for passing exams, they let me into medical school, where I completed a Bachelor’s degree. But when, as a fourth-year medical student, we started to encounter real people, unhappy people, I was sadly ill-equipped to cope with the whirlpool of emotions I encountered every day.


I, too, once went to a doctor because I felt unable to cope. I, too, like millions of other people, was prescribed an anti-depressant. I was 22. Talking therapy had a six-month waiting list. I was so terrified by the extensive list of potential side effects that rather than rely on a tablet to solve my career dilemmas, I binned the pills and dropped out of university, in search of some other way.


We didn’t learn much about sleep in medical school. (Though sleep deprivation, especially of the alcohol-fuelled variety, was something we were very familiar with.) From what I remember, lectures broke down the body and brain into separate systems: heart and circulation; kidney, lungs and airways; digestion; immune system, and so on. Insomnia was crammed into a 50-minute lecture with sleep apnoea, narcolepsy and restless legs syndrome. It was only really narcolepsy, which involves sudden and sometimes dramatic bouts of sleep onset, which raised a modicum of curiosity from the audience of fledgling medics. Insomnia affects roughly 10 per cent of the UK population; narcolepsy less than 0.1 per cent.


I returned to university a few years later to complete my Ph.D. Still interested in happiness, I decided to investigate why happy people tend to outlive their less optimistic counterparts. This field of ‘psychobiology’, that investigates the connections between thoughts, behaviour and physiology, was a revelation and not something I had even been aware of at medical school. It turns out that experiencing positive emotions – happiness, contentment – has direct and measurable effects on things like stress hormones, blood pressure and inflammation. So, what can you do to help regulate your emotions and boost the positive ones? The list includes physical activity, a healthy diet and, crucially, sleep.


Sleep makes us feel and look good, helps us learn, improves our concentration, helps us manage our weight, gives us greater self-control, reduces our risk of ill health and is completely free of charge. Despite my basic medical training, I was surprised to discover that at any given time, insomnia means that at least one in ten adults don’t have ready access to this panacea. I was even more surprised to discover that the first-line recommended treatment (or first port of call) for insomnia was not, in fact, a pill, but an evidence-based non-drug therapy, cognitive behavioural therapy for insomnia (CBTi), that you will learn more about in this book.


I learned about sleep from Oxford professor and sleep legend Colin Espie. After decades of working as a clinical psychologist in the NHS, Colin and a former patient decided to make CBTi more accessible by creating a digital programme called Sleepio. I spent six years researching and championing the importance of sleep and digital CBTi before becoming an independent sleep evangelist. I’ve since worked with individuals, companies, healthcare workers, elite athletes, the military and the police to help improve sleep and performance. I think I probably have one of the nicest jobs in the world.


I describe my unconventional career progression in the hope of providing some context for the medical encounters Miranda will tell you about. Medical training has undoubtedly moved on and, fortunately, the availability of talking therapy for mental health conditions on the NHS has dramatically improved. But many doctors in practice now had limited training in sleep science. They may not have been trained in a way that reflects the deep interconnections between the life events, thoughts, behaviours, physical symptoms and support networks which influence our emotional wellbeing, as well as our sleep.


If you go to the doctor with poor sleep today, even the most talented, conscientious and well-meaning GP will struggle to fully evaluate the possible causes and discuss alternative treatment options within a standard eight-minute appointment. Let’s face it, prescribing a pill is so much faster. If the patient comes in believing that they need a sleeping pill, it takes a very determined doctor to help them believe in alternatives.


*


When Miranda told me that she was writing this book, I was over the moon for three reasons.


Firstly, because I knew that however dark the subject matter became, Miranda’s skill as a storyteller would make it an enjoyable read. It’s a rollercoaster.


Secondly, because I am hoping that it reaches you before that critical point when you, or someone you care about, embark on a similar journey. Anyone can be affected by poor sleep. This book will leave you better equipped to avoid common pitfalls and take a shortcut to solutions.


Thirdly, because if you are suffering with poor sleep right now, I hope this book will make you feel less alone. You will be feeling that your challenges are unique, and you’re quite right. No one has experienced life as you have. But I hope these pages will help you to realize that there are good reasons for the way you feel, that effective treatment does exist and that, no matter how bad things may seem, there is hope.


Dr Sophie Bostock, 2020







Disclaimer


If you are one of the millions of adults who suffer from insomnia and you are worried about it, speak to your doctor or a qualified medical practitioner.


The author is not a healthcare worker or professional in respect of the issues discussed in the book. The book reflects the author’s experience and views on the issues. The author also refers to and interprets the ideas of others. This book is not meant to be used, nor should it be used, to diagnose or treat any medical condition. Any application of the ideas and information contained in this book is at the reader’s sole discretion and risk.








PART ONE


Darkness Descends






Year Three


29th June


0 HOURS, 0 MINUTES


Eleven forty-seven pm. A door slams as the neighbour’s teenage son comes home from the pub. An hour later, the last Tube rumbles past and I thump my pillow over to find a cool spot. I refuse to open the window because of my fear of hearing the first bird of morning, confirmation that the next day is about to start and I have failed, yet again. Failed in my quest to sleep, which one would think is a basic human right.


But I am not a POW whose captors breach the Geneva Convention. No one has stolen my sleep from me. I am not wired up to electrodes, a neon light is not shining in my face all night long. I have blackout blinds and a king-size bed all to myself. My enemies are my brain and a body that has forgotten how to shut down.


I turn over again, pulling the duvet with me until it twists up like a chewed stick of Wrigley’s. Where shall I put my thoughts now? I’m too exhausted to read: the words dance in front of my eyes and it’s physically tiring even holding up the book. Some nights I write novels in my head, with whole character arcs. But I’m too tired to put pen to paper.


Tonight, I switch on the radio station talkSPORT, where there is an early-hours show featuring two acerbic DJs called ‘The Two Mikes’. I have no idea why I listen to this, but something about their banter about things so irrelevant to my own life is comforting and nixes the guilt I feel about ‘abandoning’ my family, friends and work.


Now it’s 3.56am. Just me, and the red numbers on my alarm clock. I see some grey light poking under the blinds. Planes start circling overhead. The milkman delivers his cargo (who still gets milk delivered in this day and age?). And now, the kicker: the birds start the dawn chorus that signals the start of another interminable day.


People the world over salute the sun and I fucking hate it.






Five Years Earlier


15th January


8 HOURS A NIGHT, SOMETIMES 9 – OR EVEN 10


My name’s Miranda. I like pub quizzes, Earl Grey tea (especially with the school mums after Friday drop-off), a big Bombay and tonic when the magazine goes to press, the Beatles, Maggie O’Farrell novels, hotels, Farrow & Ball paint, my Chloé Bay handbag, talking (a lot) and laughing. Sleeping: going to bed at 9.30pm is a special treat. My two primary-aged children surprise and delight me.


I dislike ignorance and the inappropriate use of apostrophes.


But in the decade to come, I will have no idea what I like or don’t like any more. At points, I will barely recognize my reflection, nor my personality. During my Insomnia Crash, and the accompanying Psychiatric Safari, I will lose my job, my home, my looks – even, for a while, my family. My sanity, for sure.


In fact, the only thing I will gain is a stack of weight.



12th May



8 HOURS, 15 MINUTES


It’s the night of my 40th birthday. I think I have it pretty much sussed. This weekend, I’ll be welcoming 60 friends to a fairy-lit party in the back garden of my north London Victorian terrace.


Trying on my outfit of a poppy-print Joseph dress and purple patent Mary Janes, I reflect on my good fortune. After 16 years of working as a journalist on women’s magazines and national newspapers, I have just landed the job as the editor of a top parenting magazine. I have my bright and beautiful kids and a good-looking husband with a professional job.


My wardrobe is full of fashion-forward shoes and handbags. I’m not smug, exactly, but certainly satisfied.






Year One


8th April


8 HOURS, 32 MINUTES


It’s my turn to drop the kids at school and I am late. I park near the station and jump on the Tube. This morning we are having a meeting to discuss the testing of nursery products (buggies, car seats, nappies) in advance of our annual magazine awards, which will take place in November. The breast-pump people are being annoying again.


I’ve been in my job for almost two years now and have grown in confidence. It took time but I have assembled a talented team. We redesigned the magazine and I have twice been shortlisted for a British Society of Magazine Editors Award (Specialist).


I derive great satisfaction from putting together a ‘product’ (as it’s called in these days of platforms, learnings and verbs which have become nouns, and vice versa. Someone actually talked about ‘on-boarding’ a new member of staff the other day. We all have to choose our hills to die on). It’s rewarding to oversee the writers and designers as well as pick up new things about the business side of periodical publishing.


Women’s magazines (even the ones about babies) are a glamorous world. Earlier in my career, I worked for several glossies, via a hack through a couple of national tabloid newspapers. One of my main duties is to present the awards at a Park Lane hotel with a celebrity. Before dinner is served, I have to stand up and make a welcome speech, with an autocue, in front of 600 people.


Elsewhere in the job, there are photo shoots and coffee with minor celebrities. Earlier this year, my deputy editor and I went to an event hosted by then-Mayor of London Boris Johnson. We got a bit tipsy and harangued BoJo about the rubbish access for parents with prams around London. ‘We want a buggy lane on Oxford Street!’ we demanded, jabbing poor, bewildered Boris in the chest.


I feel happy in this publishing company and get on well with my boss. There are hints that I’ll be invited to apply for the editorship of a bigger, more mainstream magazine when the incumbent moves on, as seems likely.


After the awards meeting, I have lunch with a contributor in a Soho restaurant, then do some copy editing. I look at the portfolio of a new illustrator we may decide to use. The day speeds by. I rush home, relieve the after-school nanny, bath my kids and put them to bed. I pour myself a glass of Pinot Noir. Then another one. I watch some chat about the upcoming election and check emails on my BlackBerry.


At around 10.30pm, I have a bath, read a bit, then fall asleep immediately. I wake up just before 7am.



16th July



7 HOURS, 22 MINUTES


Two heavy Sainsbury’s bags in hand, I navigate the front door. I’m still in gym gear from my Power Plate class. This is my ‘magic Friday’ routine, when I am not in the office. I’m surprised to see my husband standing in the living room.


My husband and I have been together for 13 years, married for 9, but busy careers and the competitive tiredness caused by 2 children born 20 months apart mean things have started to fracture. (I am 42, he is a couple of years younger.) I know things haven’t been great for a while but I distracted myself with my job, friends and family. He starts speaking. I only hear part of what he’s saying – such is my discombobulation – but the upshot is this: he wants to call time on our marriage.


I have heard people talking about Sliding Doors moments, about rugs being pulled from under them. Now I know what they mean. Nothing will ever be the same again.


I can’t recall exactly what happens next but I do have one mission and I won’t be swayed from it. Our boy is having his sixth birthday party the next day and I am making a football pitch cake. (The Sainsbury’s bags contain roll-out icing, green food colouring and some little goals. I had even sketched out the lines on a piece of paper. This was going to be a major achievement; I am no baker.) Somehow, I manage to sleepwalk through the making of the cake. At some point, I call my best friend and burst into tears, but mostly I am on autopilot.


I go through the usual family bedtime motions and take myself to bed at around 11pm. But I don’t fall asleep till after 2am and am awake at around 4.30. I feel myself slipping. I don’t want to go ‘back there’ again.


17th July


2 HOURS, 13 MINUTES


My son has his football party. I don’t remember a single thing about it.


18th July


35 MINUTES


‘Back there’ refers to a six-month experience of insomnia I had several years earlier. A few days before Christmas, I vomited and suddenly started suffering excruciating abdominal pain. Because my kids were nursery age, I assumed it was a gastro bug picked up from them. I was sent home by my GP three days in a row, until I finally pitched up at A&E in the early hours and was diagnosed with a burst appendix.


This led to emergency surgery on Christmas Day, peritonitis and septicaemia. The doctors told me I was lucky to be alive.


While I escaped physically unscathed thanks to the skill of my surgeons, two weeks on a bright, noisy NHS ward hooked up to intravenous antibiotics seriously interfered with my sleep. When I got home to my dark, quiet bedroom, things surprisingly did not improve.


For several months I was incapacitated by insomnia, unable to work as a freelance writer or properly engage with my children, then toddlers. The occasional prescription of sleeping pills helped, but only for a couple of hours a night. My husband stepped up (something for which I will be eternally grateful), although I was still determined to do the best I could as a mummy. But my kisses were half-hearted and I spent the whole day gearing myself up just to put the kids in the bath and read them a story.


The words in the storybooks could have been in Mandarin. Goldilocks, Meg and Mog, Charlie and Lola – they all conspired to mock me as they invariably ended up going to bed.


Eventually, with the support of my husband and an empathetic psychiatrist who put me on a ‘subclinical’ dose of trazodone – a sedative anti-depressant which I was told can aid sleep in low doses – I started to get better. Almost imperceptibly, I found myself sleeping a bit more every night and gradually got back on my feet again. And for the next four years, things were great: better than great. I got the job as the editor of the parenting magazine, and slept eight, nine, sometimes ten hours a night.


This time around, I don’t have the time to heal, nor the support of my husband. I call the consultant who saw me four years earlier but he has retired. Do I really want to start again with a new specialist when all I have done is missed a few nights’ sleep?





What is insomnia?



The term ‘insomnia’ might describe your condition if:


• You have difficulty falling or staying asleep, or your sleep is ‘non-restorative’ (i.e. you don’t feel refreshed in the morning).


• You have this problem even though you have time to sleep and nothing external is keeping you awake.


• You feel upset and impaired while performing tasks the next day (impairment and distress are the big giveaways).


How common is insomnia?


Thirty per cent of adults experience sleep problems, according to researchers, with some estimates putting that figure as high as fifty per cent. One in ten are said to suffer from chronic insomnia.


I think it’s safe to say that pretty much everyone has experienced at least a short run of broken nights – and knows how demoralizing even this can be.


Who is most at risk?


Insomnia can get its vindictive hooks into anyone, at any time. But you’re more likely to suffer if:


• You are a woman: According to one paper, women are 40 per cent more likely to develop insomnia than men. Sleep problems can arise during pregnancy and during the night sweats and hormonal changes of the menopause. Women are also more likely to have the responsibility of looking after young children and elderly parents, as well as going to work. No wonder we are often stressed.


• You’re over 60: Biological changes can make sleep more difficult as we get older. For example, some older adults experience a shift in circadian rhythm (body clock) that causes them to become sleepy in the early evening and to wake up too early the next day. Certain medical conditions related to age – such as chronic obstructive pulmonary disease (COPD) and Alzheimer’s – can also cause insomnia.


• You suffer from sleep apnoea: This condition that causes a person to briefly but repeatedly stop breathing can lead to broken nights.


• You have a physical illness or emotional distress, or you are worried about something.


• Your circadian rhythm is all over the place: Perhaps because you compress your sleep during the week and try to pay off your ‘sleep debt’ on weekends. Or you work night shifts or are often travelling across time zones. (See here for a long-haul pilot’s tips on sleeping despite jet lag.)


What are the different types of insomnia?


Acute insomnia: The short-term, and most common, variety is linked to stress. This could be worries around work – a job interview, for example – or the death of a loved one.


This form of sleeplessness usually resolves within a few weeks. Otherwise known as ‘adjustment insomnia’, it can also be caused by:


• environmental factors such as noise and light (e.g. not having curtains in your new house; partying neighbours; the tyranny of a new baby)


• sleeping in an unfamiliar bed, such as in a hotel


• physical discomfort, such as post-operative pain, a ‘put-out’ back, allergies


• some over-the-counter medications. Anadin Extra and Beechams Cold and Flu capsules contain caffeine, which can interfere with sleep. ‘Stay-awake’ study/party aids, such as Pro Plus and guarana, have high levels of caffeine, and really won’t help


Chronic insomnia: A doctor will label your insomnia ‘chronic’ if you have trouble sleeping for at least three days a week for a period greater than three months. There can be several reasons for this longer-form type of the condition:


• poor ‘sleep hygiene’


• physical illness, such as asthma, hyperthyroidism, gastro-oesophageal reflux disease (GORD) and Parkinson’s


• sleep-related disorders such as sleep apnoea


• mental health conditions such as depression, anxiety and post-traumatic stress disorder (PTSD). Sleep disturbance is highly prevalent in common mental health ‘disorders’. Sleep scientist – and my guru – Dr Sophie Bostock says: ‘Stress comes in all different forms. Another way of describing it is “hyper-arousal” or an inability to switch off. You might not even recognize yourself as stressed. But you are always “on”’


• medications such as anti-depressants (see the problem here?) and steroids


• lifestyle factors, e.g. shift work and frequent long-haul travel. Your circadian rhythm guides your sleep–wake cycle, metabolism and body temperature. Disrupt this natural rhythm and you may not be able to sleep when you want to





19th July


0 HOURS, 0 MINUTES


I am upset, exhausted and worried about the future. On Sunday night, I visit P, a ‘school mum’ friend who is a therapist. We have been confidantes for some time. For ethical reasons, P won’t counsel me formally, though she recommends a colleague who might. For now, I stick that in my back pocket.


P says I need to act with ‘grace’ and ‘restraint’ towards my now-former partner.


The most important thing is for me to get some sleep, she says, so I can continue to take care of the rest of my life – especially as she knows my history of insomnia.


I wonder about sleeping tablets, which I used briefly and intermittently during my Insomnia Mini-Crash. They did occasionally grab me a few hours here and there. P can’t advise me but I resolve to see my GP the next day and ask for some pills.



20th July



0 HOURS, 0 MINUTES


I am dazed with sleeplessness. On the way to work, I stop off at the walk-in service at my local GP practice. I tell the doctor I have had some bad personal news. He is harried, in a rush. Almost without looking up, he grabs his green prescription pad and writes me a two-week prescription for temazepam, an old-fashioned sleeping pill. He then ‘ups’ my trazodone, the anti-depressant I have been taking in small doses as a sleep aid for the past four years.


I continue my journey to work, grateful and buoyed up to face the day, knowing I’ll be getting some sleep that night. At our regular Monday morning catch-up, I tell my boss what is going on: we are friends. She is compassionate, telling me I can have time off for medical appointments or even couple’s therapy if I need it (I am committed to trying to save my marriage).


She also says the most important thing is for me to get some sleep.





Your first sleepless stop: your GP



It just so happens that my brother’s wife is a GP, and a splendid one at that. S did her very best for me throughout my Insomnia Crash (within professional ethics, of course).


She can’t speak for all family doctors but this is what S says should happen when you visit your doctor complaining of insomnia:


‘Every GP manages insomnia in a different way but I do my best to avoid prescribing sleeping pills. Doctors have long been aware of the risks associated with these drugs, though sadly some bad or overstretched GPs still do prescribe them too quickly.


‘For me, it depends on the cause. If someone comes to see me in “acute crisis” – for example, their husband has died the week before – I might write a prescription. Before doing so, I am careful to explain that these pills work fantastically – and that is part of the problem: they are addictive. I’ll give the patient seven days’ supply, suggesting that they only take three tablets in a week and ideally not on consecutive nights. Then I make a note not to prescribe any more.


‘If the patient comes back a fortnight later and isn’t any better, I might try amitriptyline, an old-fashioned anti-depressant that has a sedating effect.


‘If a person presents with chronic insomnia, I will take a different approach. I’ll explore the root of the problem in greater depth. Some patients are suffering from depressive illnesses or have “sleep anxiety”. I always discuss sleep hygiene, but to be honest, 75 per cent of people have tried most of the tips. Sometimes I’ll make a suggestion – to get blackout blinds in a too-bright room for example. Or to give up dark chocolate because it’s surprisingly high in caffeine.


‘But for those who’ve been suffering with sleeplessness for a while, sleep hygiene probably won’t work. In fact, trying something unusual, like changing your bedtime routine – to stop watching TV, for example – might make matters worse.


‘All UK practices have access to talking therapy. My area has a programme called “Let’s Talk Wellbeing”, but this isn’t especially for insomnia and I know that patients have had variable experiences with it.


‘If I do decide to prescribe a drug, it would probably be zopiclone at the lowest dose. As mentioned above, I tend to only give a seven-day supply; some of my colleagues give fourteen. I can’t remember the last time I prescribed temazepam.


‘On the other hand, I do occasionally prescribe diazepam (or Valium, which, as a benzodiazepine, is a “cousin” of temazepam). There are two reasons for this. The first is if a patient is presenting with severe back pain. The second is if he or she has “agitated depression”, characterized by restlessness and unbearable anxiety. The first line of anti-depressant treatment for this is a class of drugs called selective serotonin reuptake inhibitors (SSRIs) and these can make people feel worse, initially.


‘If I’m prescribing diazepam, it will be in a low dose for two weeks, up to three times a day.


‘If someone with insomnia comes back repeatedly, I’ll start to question whether they are depressed and consider an anti-depressant medication. From the second visit onwards, I’ll be asking about their mood: whether they feel low or hopeless. I’ll use diagnostic tools provided by the NHS.


‘As far as anti-depressants go, the “gold standard” is an SSRI, such as citalopram or sertraline. I give these drugs in 90 per cent of cases; in the others, I’ll prescribe a pill called mirtazapine. If there’s no improvement in eight weeks, I’ll increase the dose. A month after that, I try an alternative SSRI. If there is still no improvement then I may add in mirtazapine to the SSRI, so that the patient is taking two drugs. In my experience, this can be effective.


‘If the situation continues unabated for five or six months – and has turned into a mood disorder that I’m unable to treat – I’ll refer the patient to a psychiatrist. This is rare, however – I think I’ve only referred one person in the last two years.’





21st July


0 HOURS, 0 MINUTES


I recall talk of something called ‘sleep hygiene’ and go online for tips on how to have a ‘clean’ night’s sleep. Here’s what comes up:


Ensure you get enough natural light. Exposure to sunlight during the day as well as darkness at night helps to maintain a healthy sleep–wake cycle.


Exercise regularly. As little as ten minutes of aerobic exercise, such as walking or cycling, can drastically improve sleep quality. However, strenuous workouts close to bedtime can promote adrenaline and leave you feeling ‘wired’.


Limit daytime naps. There is conflicting advice on naps. Some experts think you shouldn’t have them at all, others that you shouldn’t snooze within six hours of bedtime or for longer than twenty minutes. The consensus, however, is that daytime sleeping should be limited.


Establish a regular relaxing bedtime routine. A regular nightly routine helps the body recognize bedtime. This could include having a warm shower or a bath. (A University of Texas research paper referred to having a bath as ‘water-based passive body heating’. Hilarious.)


When possible, try to avoid emotionally upsetting conversations and activities before sleep. (Such as the News at Ten, when the telly is full of depressing stories.)


Steer clear of rich or heavy food. Fatty, fried or spicy dishes can trigger indigestion in some people. When eaten close to bedtime, this can lead to sleep-disrupting heartburn.


Avoid stimulants such as caffeine, alcohol and nicotine close to bedtime. When it comes to alcohol, moderation is prissily key. While booze is well known to help you fall asleep more quickly, drinking close to bedtime can disrupt sleep in the second half of the night as your body begins to process the alcohol.


Make sure your sleep environment is conducive. Your mattress and pillows should be comfortable and the coverings should ideally be made of natural fibres. Your bedroom should be cool – between 18 and 21°C. ‘Blue light’ from lamps, mobiles and TV screens blocks the production of the sleep hormone melatonin, and can make it difficult to fall asleep, so turn them off an hour before bed. (Good luck with that one.)


Use blackout blinds, eye shades, ear plugs, humidifiers, fans and other devices. These can improve your sleep environment by making it darker, quieter and more relaxing.





Sleeping pills, anti-depressants and other ‘sleep aids’



‘Sleeping pills’ and anti-depressants are not the same thing.


Sleeping pills (also known as ‘hypnotics’) are supposed to be a short-term solution, whereas anti-depressants are said to improve mood for the longer term.


Benzodiazepines


The most notorious of the hypnotics are the benzodiazepines – ‘benzos’ for short – drugs that end in the suffix ‘pam’. They are sedatives that work by increasing the effect of a brain chemical called GABA (gamma-Aminobutyric acid), which makes you calmer and sleepier.


Benzos are ideally avoided these days because they carry a long-acknowledged risk of dependency/addiction.


At the time I sought advice from my GP, guidelines from the National Institute for Health and Care Excellence (NICE) were that benzodiazepine hypnotics could be used but only if insomnia was severe, disabling or causing the person extreme distress. And then at the lowest possible dose, for a maximum of four weeks, intermittently if possible. These days, benzos are no longer ‘routinely recommended’ for the treatment of insomnia. Anecdotally, however, I hear they are still often dished out like peanuts at the pub.


Different benzos have different ‘half lives’ (the length of time they are active in the body). Sleeping pills have shorter half lives; tranquillizers take longer to leave your system. Pills with shorter half lives are said to be more addictive.


Benzos include:


Temazepam (a sleeping pill which is barely prescribed any more) and diazepam (a.k.a. Valium, or ‘mother’s little helper’). Diazepam was scandalously overprescribed in the 1960s.


Lorazepam is often used in hospital settings and Librium (chlordiazepoxide) to help with alcohol withdrawal.


The infamous date-rape drug Rohypnol (flunitrazepam) is also a benzo.


Clonazepam (brand name Rivotril) is given for anti-anxiety and was my ‘entry-level’ drug.


As we will see, I had terrible problems with benzos.


Side effects can include:


• drowsiness


• light-headedness


• confusion


• muscle weakness


• memory problems


• issues with withdrawal and dependency



‘Z-drugs’



Rather than prescribing a benzo, most modern GPs will give you a Z-drug (usually zopiclone in the UK) for insomnia. The Z-drugs were developed to find an effective but less addictive solution to insomnia than benzos and many doctors still believe they are less habit-forming.


‘Z-drugs’ include zopiclone (Zimovane) and zolpidem (Stilnoct). Don’t you love the way the marketing experts/people who name drugs promise you something lovely? (In America, zolpidem is known as Ambien, which brings to mind a zoned-out rave in Goa.)


In 2015, NICE said: ‘Guidance states that there is no compelling evidence of a clinically useful difference between the “Z-drugs” and shorter-acting benzodiazepine hypnotics from the point of view of their effectiveness, adverse effects, or potential for dependence or abuse.’


In other words, they are just as bad.


When I was first prescribed Z-drugs, the treatment guidelines were the same as those for benzos: a maximum of four weeks and only to be taken intermittently. But, in January 2020, the guidance changed. NICE now advises that hypnotics should be prescribed for short-term (two to four weeks) use only when non-drug measures have failed and insomnia is severe, disabling or causing extreme distress.


At the time of writing, I have been on and off them for ten years.


The side effects are similar to benzos. According to Dr Bostock, both carry increased ‘risk of death’. Cheerful.



Other sleep drugs



Antihistamines: Primarily used for treating hay fever and other allergies, antihistamines can cause drowsiness, hence they are also used for short-term sleeping problems. You buy them over the counter. Nytol, for example, contains the antihistamine diphenhydramine and Night Nurse contains promethazine.


Some psychiatrists prescribe promethazine (a.k.a. Phenergan) for insomnia instead of benzos. This does apparently work for some but for those who need serious sedation (i.e. me) antihistamines don’t even touch the sides. Though in my case, maybe some of that was psychological – I remember being given Phenergan for travel sickness as a child and therefore didn’t take it very seriously.
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