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  Foreword




  My first meeting with Dr Gregg Jacobs was a memorable one. He had just completed his doctoral research – a

  groundbreaking study on the effects of the relaxation response on brain waves – and was applying for a postdoctoral fellowship under my direction at Harvard Medical School. I was so impressed

  with Dr Jacobs that I not only offered him the fellowship but also invited him to accompany me and my research team on an expedition to India and Sikkim to perform physiological studies on the

  meditative practices of Tibetan monks.




  Soon thereafter Dr Jacobs began to investigate what would become a primary focus of his career: the nondrug treatment of insomnia using the relaxation response and other cognitive-behavioural

  techniques. He eventually developed the only nondrug treatment scientifically proven to teach insomniacs to become normal sleepers: 100 percent of patients treated with this intervention report

  improved sleep, 75 percent become normal sleepers, and 90 percent reduce or eliminate sleeping pills.




  Using this treatment, Dr Jacobs developed the Behavioral Medicine Insomnia Program at Harvard Medical School’s Deaconess Hospital in Boston in 1991, the first nondrug insomnia programme of

  its kind in the US. Since then, Dr Jacobs has taught his insomnia programme to thousands of individuals, including his patients, employees of major corporations, and health care practitioners. So

  successful is his insomnia treatment that the National Institutes of Health awarded him a prestigious four-year grant to compare the effectiveness of his treatment to sleeping medication. As Dr

  Jacobs’s mentor, I have taken pride in watching him distinguish himself as scientist and clinician.




  With the publication of Say Goodnight to Insomnia, individuals everywhere who suffer from insomnia can now benefit from Dr Jacob’s programme. In this book, Dr Jacobs uses case

  examples and interactive exercises to clearly and concretely tell you what you need to do to conquer insomnia and how to do it. In a user-friendly, practical, organized fashion, he expertly guides

  you through a thorough six-week programme for overcoming insomnia that parallels the programme he developed here at the Harvard Medical School. You will also find that Say Goodnight to

  Insomnia is more than just a book about insomnia; it is a book about improving yourself and your life. In it, you will learn scientifically proven relaxation-response and stress-reduction

  techniques for achieving greater mind-body control and improving your health and well-being.




  Say Goodnight to Insomnia reflects Dr Jacobs’s commitment and dedication to his patients as well as his experience, enthusiasm, and wisdom as a clinician and scientist. His

  programme represents not only the future treatment of insomnia; it is the approach that should be adopted by all health care practitioners. Insomniacs everywhere finally have a safe, highly

  effective alternative to sleeping pills. I am confident that this programme will change your life as it has for so many of Dr Jacobs’s patients.




  – Dr Herbert Benson


  Boston, Massachusetts


  

  

  



  

     

  




  Preface: The New State of Sleep Science




  Since I wrote the first edition of Say Goodnight to Insomnia a decade ago, there have been many new findings and

  developments in the area of sleep disorders that substantiate and enhance the use of the techniques explained in this book. Almost 60 percent of adults now report insomnia on a regular basis and

  sleep deprivation has been studied more extensively. While many new sleeping pills have appeared on the market, the nondrug treatment of insomnia has rapidly evolved into a formal treatment called

  cognitive behavioural therapy (CBT).




  Nevertheless, the old adage “the more things change, the more things stay the same” holds true for sleep. The CBT techniques in this book are still more effective than sleeping

  pills. Even with the new generation of sleeping pills, which have flourished in the marketplace due to direct consumer advertising, sleeping pills continue to exhibit many of the same drawbacks and

  side effects. Indeed, in three head-to-head comparisons that compared the efficacy of CBT to sleeping pills (including my own study conducted at Harvard Medical School), the score is three to none

  in favour of CBT. Additional studies show that insomnia patients prefer CBT to sleeping pills.




  Despite this new research on sleep, the eight-hour sleep myth I wrote about ten years ago still holds sway. In fact, not only do most of us not need eight hours of sleep, but research has now

  proven that people who sleep seven hours live longer on average than people who sleep eight. Nevertheless, misconceptions and inaccuracies about the effects of sleep loss continue to be

  disseminated by some scientists and the media, heightening awareness about sleep on one hand and raising unfounded fears and exacerbating sleep problems in insomnia patients on the other (much to

  the delight of the drug companies). Worse, little, if any, of the new research on sleep deprivation applies to insomniacs. The very nature of this conundrum suggests that our understanding of sleep

  loss is far from complete.




  Let’s take a closer look at this important new research.




  Ten years ago, CBT was just beginning to emerge as a viable alternative to sleeping pills. Since that time, numerous studies published in major medical journals have shown that CBT is safer and

  works better than sleeping pills in the long run.1 For example, an analysis of over twenty studies showed that CBT helped people fall asleep

  faster than sleeping pills – and without any side effects.2 Another major review study showed that, in people over sixty, the side

  effects of sleeping pills outweigh their small benefits. In fact, seniors were twice as likely to experience side effects such as short-term memory loss, headaches, daytime fatigue, nausea, motor

  vehicle crashes, and dizziness.3 In 2005, a National Institutes of Health “State of the Science” conference on insomnia found

  that there was no evidence that CBT produces any side effects.4 That continues to be the case.




  Since 1999, there have been three studies that have directly compared sleeping pills to CBT. In all three, CBT was more effective.5 My

  colleagues and I conducted one of these studies at Harvard Medical School with funding from the National Institutes of Health. The study compared CBT to the most widely prescribed sleeping pill,

  Ambien (zolpidem, marketed as Stilnoct in the UK), demonstrating that CBT was more effective in the short term (four weeks) and in the long term (one year). Moreover, Ambien was only moderately

  effective while it was taken, and any benefit disappeared after patients discontinued the medication. We also found that 80 percent of patients treated with CBT fell asleep faster and over half

  fell asleep as quickly as normal sleepers. My clinical work consistently shows that 90 percent of patients reduce or eliminate sleeping pills with CBT. As a result of these new findings, CBT has

  been recommended as the preferred treatment for chronic insomnia by the New England Journal of Medicine, the British medical journal the Lancet, Consumer Reports, the National

  Institutes of Health, and the American Psychological Association.6




  Still, the treatment of insomnia has been hindered. Although insomnia is the most prevalent sleep problem, it receives the least amount of US federal research funding of any sleep disorder. In

  2004, the National Institutes of Health allocated less than 3 percent of its total sleep disorders budget for insomnia. Insomnia lags far behind other sleep disorders such as sleep apnea, which

  received close to 20 percent of the total NIH funding for sleep disorders in 2004.




  Equally upsetting is the fact that many doctors and patients are not familiar with CBT because, unlike sleep medications, it is not advertised. In response to these challenges, self-help

  approaches like this book and online interactive programmes like the one I offer at www.cbtforinsomnia.com have emerged as “next

  generation” CBT interventions that aim to make the treatment more widely available to insomnia sufferers. Studies have already confirmed that self-help CBT approaches are effective for

  insomnia.7




  The good news about CBT has been crowded out by the slew of new sleeping pills that have become available since the late 1990s. Although sleeping pill prescriptions declined from the 1970s to

  the early 1990s, extraordinary spending on direct-to-consumer advertising in the US has led to a dramatic increase in sleeping pill prescriptions – a 60 percent increase from 2000 to 2005,

  with 43 million prescriptions written in 2005 alone. And the spending continues. Advertising expenditures for sleeping pills lead all other classes of medications. Sleeping pills now stand as a

  $4.5 billion annual market. Sleeping pill ads seduce patients with the message that if they take this pill, their sleep problems will disappear.




  What the makers of these drugs don’t want you to know is that many of the newer medications carry the same risks as their predecessors, such as daytime sleepiness, cognitive impairment

  (that can be hard to notice), dizziness, unsteadiness and loss of coordination, dependence, detrimental interaction with alcohol, and what doctors call “rebound insomnia” (when a

  patient stops using the medicine and insomnia returns, and may even be worse, for a few days).8 Less common but more problematic are

  sleepwalking or sleep driving, temporary amnesia or memory lapses, hallucinations, and abuse, which resulted in FDA-required label warnings stating that hypnotics can cause strange and dangerous

  behaviours.




  Collectively, these side effects explain why sleeping pills are still classified as controlled substances and are only available by prescription. Newer medicines, such as Stilnoct (zolpidem) and

  Zimovane (zopiclone) are somewhat less likely to cause dependence and abuse problems than older insomnia medicines, but there have been reports of abuse and dependence. Although several US studies

  indicate that previous generations of sleep medicines such as Dalmane (flurazepam), which are still prescribed, cause more day-after sleepiness and grogginess and are associated with a higher risk

  of dependency and rebound insomnia, there have been very few studies directly comparing the new drugs with the old ones. The case has simply never been proved that the new sleeping pills are

  safer.




  In addition, many people take sleeping pills long-term despite the fact that most of the medications were never tested or approved for long-term use. Two-thirds of patients use them for more

  than a year and a third use them for more than five years. Yet, the side effects of these drugs have been tested over a short period of use and in a very limited fashion. And since many of the

  medications are still quite new, long-term side effects may not become known for many years.




  One alarming potential long-term side effect of sleeping pills involves elevated mortality risk, as summarized by Dr Dan Kripke of the University of California–San Diego and the Scripps

  Clinic in La Jolla, California.9 For example, in a study involving over a million people, those who reported taking sleeping pills nightly

  had 25 percent more mortality than those who said that they took no sleeping pills.10 The risk of taking sleeping pills nightly was not much

  less than the risks of smoking one pack of cigarettes a day. As of 2008, fifteen epidemiologic studies in the US have found that sleeping pill use predicted increased mortality risk, while no

  studies have shown that sleeping pills lower mortality risk. Three of these studies have specifically found that use of sleeping pills predicted increased risk of death from cancer.




  The effectiveness of sleeping pills has not changed much with the new generation of drugs either. There have been very few studies that have directly compared the efficacy of the new drugs with

  the old ones, and consequently there is little evidence that the newer sleeping pills are more effective. There is, however, plenty of research to suggest that they are only mildly effective

  – just like their predecessors. A meta-analysis of sleeping pill studies published in 2006 and funded by the National Institutes of Health in the US found that when people were monitored in

  the lab, newer drugs worked better than placebo pills, but the results were not overwhelmingly persuasive. Viewed as a group, the pills, compared to a placebo, reduced the average time to go to

  sleep by barely over ten minutes and increased total sleep time by approximately ten minutes.11 Further, the drugs may not actually

  improve sleep. Rather, because of the amnesic effects of these drugs, people think they sleep better under the influence of most sleep medications because they don’t remember being

  awake. And keep in mind that because most studies only assess efficacy for a few weeks, they may overstate the drugs’ effectiveness over the long term and understate the side effects.




  Given all the drawbacks, side effects, and lack of clinical effectiveness of these sleeping pills, why do so many doctors prescribe them and so many patients take them? Primarily because

  direct-to-consumer advertising has convinced the public that these drugs are safe and effective. Pharmaceutical companies also achieve this by exerting significant control over the information that

  reaches doctors, the media, and the public by:




   

  •  designing clinical trials, analyzing data, and publishing studies that maximize benefits while minimizing side effects in order to make drugs look safer and more

  effective than they really are;


  

  

  •   focusing on the statistical significance of very small benefits while ignoring the fact that the benefits are clinically meaningless;


  

 

  •   burying studies that show negative results (the FDA won’t release unfavourable research results without the drug company’s approval); and


  •   hiring public relations firms and academic scientists as consultants and speakers to trumpet biased studies as “breakthroughs.”




  Many publications about the favourable effects of drugs are written by company representatives, sometimes with attribution given to academic scientists, who lend

  credibility to the results. Indeed, almost all studies on sleeping pills are funded by the companies that market them, and a strong publication bias (that is, they’re more likely to show

  favourable results) has been demonstrated for studies of sleeping pills that are conducted by the drug makers.12 Most of the little that we

  know about sleeping pills is biased. Unfortunately, doctors, the media, and patients have bought these ideas completely.




  Today, many scientists and clinicians, including myself, no longer view studies funded by drug companies as reliable sources of information – nor should you. Instead, these studies should

  be viewed as thickly veiled marketing strategies. Be sceptical of what you read and hear about sleeping pills and understand that you are assuming unknown risks if you use them regularly.




  If you are considering, or are currently using, sleeping pills, you should be aware of the following guidelines, which are based on the most current research available.




  If you are sixty or older and have chronic insomnia, you should be treated with CBT rather than sleeping pills since the drugs’ side effects outweigh the benefits.




  Patients of any age should avoid the older benzodiazepine medications such as Dalmane (flurazepam), Xanax (alprazolam) and Rivotril (clonazepam). Newer generation medications like Stilnoct

  (zolpidem), Zimovane (zoplicone) and Sonata (zaleplon) are similar to benzodiazepines, but they produce less next-day hangover after use; they also tend to be less habit forming. A benzodiazepine

  medication should only be prescribed for sleep as a last resort, and many sleep specialists feel they should have no place in sleep medicine since newer, less habit-forming medications are now

  available.




  Finally, new evidence shows that CBT is very effective in helping people to reduce or eliminate medication. A study by Dr Charles Morin of Laval University in Quebec, Canada, showed that 85

  percent of long-term (on average, nineteen years) nightly users of benzodiazepine sleep medications were able to eliminate use of sleep pills altogether using CBT combined with the techniques

  described in chapter three for medication tapering.13 His findings are consistent with mine that 90 percent of patients treated with CBT

  reduce or eliminate sleep medication.14 Studies have also shown that discontinuation of sleeping pills is associated with improvements in

  cognitive functioning.15




  Sadly, the claim that we need eight hours of sleep has contributed to widespread sleeping pill use over the past decade. Many people know they do not need eight hours of sleep and cannot sleep

  eight hours if they try. Nevertheless, some scientists and the media continue to suggest that everyone needs at least eight hours of sleep per night and that any resulting “sleep debt”

  may contribute to health problems. A significant amount of new research strongly suggests that this is not the case.




  In a landmark study involving over one million adults, Dr Daniel Kripke and his colleagues at the University of California–San Diego measured the relationship between sleep duration and

  mortality.16 They found that people who slept seven hours per night had the lowest death rates over a six-year period while people who

  slept eight or more hours had a greater risk of dying over the same period. Two additional large studies involving over eighty thousand people have replicated and extended these findings by showing

  that eight or more hours of sleep is actually associated with increased risk of death. In one of these studies, people who slept nine hours had a greater risk of death than people who slept five

  hours, and people who slept ten or more hours had a higher risk of death than those who slept four hours.17 All three studies found that

  long sleep is associated with greater mortality than short sleep.




  This U-shaped curve involving sleep duration and mortality has now been found in almost twenty epidemiologic studies (the lowest mortality is found at seven hours of sleep, with mortality

  increasing with both progressively shorter and longer sleep durations). However, the effect of sleep duration on health is modest compared to the effects of other lifestyle factors, such as

  physical inactivity, smoking, and stress. Moreover, the significance of short sleep has generally decreased or disappeared after controlling for factors known to be associated with mortality such

  as smoking, alcohol use, and physical inactivity.18 In contrast, large studies have consistently shown that sleeping eight or more hours is

  associated with elevated mortality risk – even after controlling for smoking and similar factors.




  Widely publicized claims have also linked sleep loss to diabetes, obesity, and compromised immune functioning. A few very small studies on young adults who were allowed to sleep less than four

  hours, or more than nine hours, a night for a week found that just under four hours of sleep was associated with insulin resistance (an impairment in the body’s ability to process sugar, a

  precursor to diabetes) compared to just over nine hours of sleep.19 However, there are several reasons why generalizing these findings to

  diabetes is premature. First, they have not been replicated in large samples of subjects and may not be clinically meaningful. Second, young subjects may be more susceptible to the effects of sleep

  loss. Third, comparing more than nine hours to just under four hours of sleep is very unrealistic since most people don’t sleep more than nine or less than four hours per night. Fourth,

  stress has also been linked to insulin resistance and has far greater adverse effects on health than sleep loss. The stressful procedures of the study may have influenced these results. Fifth,

  research has not shown a consistent relationship between insomnia and diabetes. Indeed, very few of the ten thousand insomnia patients I have treated over the past twenty years suffered from

  diabetes. Most important, a recent study found that people who slept more than eight hours per night were more likely to get diabetes than people who slept less than five hours, making the entire

  relationship between sleep duration and diabetes unclear!20




  The hypothesized connection between sleep loss and obesity is based on studies that have found a link between short sleep duration and weight gain. However, no studies have convincingly

  demonstrated a cause-and-effect relationship between sleep loss and obesity and there is no convincing data that insomniacs are more likely to be obese. Further, a U-shaped curve also exists for

  sleep duration and weight: long sleep is associated with future body weight.21 It may simply be that people who sleep less use the extra

  wake time to eat more while people who sleep a lot put on weight because they may spend less time exercising.




  Some sleep deprivation studies have shown that eight-hour sleepers who are limited to four hours of sleep exhibit suppressed immune systems. However, there is no evidence that immune functioning

  is compromised with smaller reductions in sleep that are much more typical of daily life or with sleep loss in those who typically get seven or even six hours of sleep. In addition, the immune

  suppression identified in these studies has not been shown to actually cause disease; if it did, we would expect to see a greater incidence of immune-related health problems in insomniacs and we

  don’t. Since we have seen that stress has been shown to affect health, it is again possible that the stress of the experimental procedures may be responsible for these immune effects

  rather than the sleep loss itself.




  Finally, some scientists suggest that sleep is as important to our health as exercise. In truth, the research on sleep and health is in its infancy compared to the research on physical activity

  and health, which clearly shows that physical activity has significant effects on health. According to Dr Frank Hu, an epidemiologist at the Harvard School of Public Health, exercise is the single

  thing that comes close to a magic bullet against disease as you can get in terms of its strong and universal benefits.22 Exercise can lower

  the risk of heart attack, stroke, hypertension, diabetes, obesity, depression, dementia, osteoporosis, gallstones, diverticulitis, falls, erectile dysfunction, peripheral vascular disease, and

  twelve kinds of cancer, while physical inactivity has been linked to heart disease, heart attacks, high blood pressure, stroke, diabetes, osteoporosis, and many types of cancer. It is no wonder

  that, in the United States, it has been estimated that a quarter of a million deaths each year (one in eight) are directly attributable to chronic diseases that have resulted from a lack of

  physical activity or that exercise can prevent most chronic diseases, decrease morbidity while increasing longevity and vitality, and reduce health care costs by billions.23 Data demonstrating that the right amount of sleep has a similar effect on health does not exist. Given everything we know about physical

  activity, many Americans would be better off devoting additional time to exercise than extending their sleep!




  It is far too early to say that sleep loss is leading to chronic illness or that we need eight hours of sleep to stay healthy. Furthermore, there is little sound evidence that insomnia is

  clearly linked to any health problems, which is why a recent review on insomnia by the New England Journal of Medicine and the National Institutes of Health “State of the

  Science” conference on insomnia did not cite increased morbidity and mortality as consequences of insomnia.24 Claiming that sleep

  loss is compromising our health requires a great leap of faith and only worries more people into insomnia and sleeping pills.




  Some sleep scientists and the media also continue to contend that getting fewer than eight hours of sleep per night has dire effects on a person’s daytime performance. Although sleep

  deprivation can certainly compromise performance, recent research does not support many of these claims.




  Studies have found that if eight-hour sleepers are restricted to less than six hours of sleep for a week, or less than four hours of sleep for as little as a few days, their performance

  deteriorates on tasks involving problem solving, reaction time, and memory. These effects, which are primarily due to the sleepiness that results from sleep loss, are most pronounced on boring,

  monotonous, or sedentary tasks. However, other studies indicated that there are minimal or no effects from moderate sleep loss and most studies that have found performance decrements after sleep

  loss involve young, healthy, eight-hour sleepers. Subsequent research has shown that younger and longer sleepers are more sensitive to the effects of sleep loss. One of the few studies involving

  older people (on average, aged fifty-eight) found that their performance after sleep deprivation was not significantly altered.25 A 2008

  study found that older people (on average, aged sixty-eight) appear to need less sleep than younger people (on average, aged twenty-two).26

  Since middle-age and older adults represent a large segment of the sleep-deprived population, these findings indicate that our understanding of real-world sleep loss is far from complete.




  Besides age, there are significant “trait-like” differences in individual response to sleep loss. A 2004 study discovered that while some subjects showed significant impairment in

  neurobehavioural functioning after thirty-six hours of sleep deprivation, other subjects exhibited minimal impairment.27 And because the

  study involved a group of young, healthy adults, the researchers believe individual differences in response to sleep deprivation in the larger, more heterogeneous population would be even greater.

  The findings demonstrate that the effects of sleep deprivation are not a “one size fits all” phenomenon: just as people have different sleep needs, their responses to sleep loss vary

  significantly.




  It turns out that the effects of sleep deprivation are dependent upon whether a person has experienced partial or total sleep loss; over how many days the loss occurs; whether recovery sleep is

  possible; and the circumstances under which the loss takes place. Sleep loss in a lab, typically involving only four hours of sleep a night with no recovery sleep allowed for a week or even longer,

  is far more severe than the more modest sleep losses most people struggle with in daily life. And sleep loss does not have the same negative effects if the person is motivated to cope with it; for

  example, if he or she is dealing with a crisis, on call as a doctor, being paid to work long shifts with little sleep, or caring for a newborn. It also helps with coping if the loss occurs under

  positive circumstances, such as a vacation or social occasion. Of course, because of the stress of lab experiments, it is not clear if it is the stress or the sleep loss that produces impairment,

  but real-life sleep loss can occur as a result of stress. In fact, because stress is a typical cause of sleep problems, we don’t know yet if the performance decrements after sleep loss are

  due to sleep loss itself or to the stress that causes the sleep loss.




  Most important, little if any of what we know about the effects of sleep loss on daytime functioning applies to insomniacs. Insomniacs simply don’t show the same adverse responses to sleep

  loss as normal sleepers. Consistent data over a thirty-year period suggest that sleep loss and insomnia are two distinct states.28 Whereas

  the main effect of sleep loss on daytime performance in normal sleepers is drowsiness, insomniacs experience impaired mood but not drowsiness. This is why a review on insomnia in the Lancet

  noted that objective evidence for deficits in neurobehavioural functioning (reduced vigilance, memory disturbance, reaction time) is mixed, and the degree of performance impairment is generally

  mild.29




  The bottom line: just as we don’t have to worry about getting eight hours of sleep for our health, many of us don’t need eight hours to function effectively. This is why many sleep

  specialists now recommend that most adults need between six and eight hours of sleep – but some may need less or more. And keep in mind that many studies show that the deleterious effects of

  sleeping pills on daytime performance can equal or exceed the effects of moderate sleep loss. So taking a sleeping pill to prevent sleep loss may not be worth it.




  Now that we have reviewed important new research on sleep, you are ready for this book’s six-week programme that is scientifically proven to help you sleep again. The programme is more

  effective than sleeping pills, will help you to reduce or eliminate your use of these pills, and the programme’s only side effects are greater control over your mind and body – and the

  realization that the key to conquering insomnia resides within you. Let’s begin.
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  Introduction: Conquer Insomnia and Change Your Life




  This book is about conquering insomnia. It is also about changing yourself and your life in more fundamental and

  powerful ways.




  In our rapidly changing, stress-filled world, insomnia has become an epidemic. Half of all adults now complain of trouble sleeping, up from one-third just a few years ago. At least 30 million

  adults endure the stress of severe, chronic insomnia.




  Yet despite the pervasiveness of insomnia in today’s society, it has been largely ignored by the medical community. The National Institutes of Health have granted almost no funding for

  insomnia research, while medical schools teach virtually nothing about sleep or insomnia. The result, unfortunately, is that insomniacs have been left with two alternatives: take sleeping pills or

  live with the problem.




  However, due to their potentially serious side effects and ineffectiveness with habitual use, it has become increasingly clear that sleeping pills are not the solution to insomnia. And, frankly,

  who wants to take sleeping pills for the rest of his or her life? We also know that it is possible to successfully treat insomnia with the step-by-step drug-free programme described in this book;

  insomniacs, at last, can get the effective treatment they have long deserved.




  Although there is an increasing number of articles and books about insomnia, few are based on the scientific research and clinical practice as that conducted by the author. This drug-free

  programme is based on almost twenty years of research and clinical practice that I conducted at Harvard Medical School. It is the only drug-free programme scientifically proven to help

  insomniacs become normal sleepers. Not only have 100 percent of the patients treated with this programme reported improved sleep; 90 percent have also decreased or eliminated use of sleeping pills.

  And, unlike sleeping pills, which cannot claim these results, this programme has no side effects except significantly improved sleep, mood, and energy; it is also safe, and less expensive and more

  effective than sleeping pills.




  This book is not just about conquering insomnia. By learning to sleep well, you will also feel more energy and joy, and be more productive; feel calmer and more optimistic, and cope better; and

  enjoy being around others, who will then enjoy being around you – your relationships will improve.




  The programme will also teach you clinically and scientifically proven relaxation and stress-reduction techniques. These will improve your sleep and will help you:




  •  Handle negative emotions and stress-related symptoms more effectively, including headaches, gastrointestinal problems, anxiety, and

  anger




  •  Strengthen the functioning of your immune system and improve your health




  •  Quiet and control your mind and body and heighten peace of mind




  •  Think more positively and optimistically, which are traits now recognized as improving emotional well-being and physical health




  •  Realize the powerful effect your mind has on your emotions and health and that you possess the ability to alter and control events in your mind and body




  By learning to successfully use the techniques in this programme to take control of your sleep, mind, and body, you will be empowered by the realization that the key to

  conquering insomnia resides within you. Therefore, you will boost your confidence in your personal power and strengthen your sense of self-esteem, which is fundamental to optimal health and

  well-being.




  In short, this book can be a catalyst for transforming yourself and your life on many levels.




  As a clinician and scientist, I have enjoyed writing this book, for it has permitted me to write about a programme that has transformed the lives of many of my insomnia patients and share it

  with many more sufferers. I am also excited because, even though many medical problems are now being treated effectively with behavioural medicine, or mind-body interventions, insomnia represents

  probably the most successful application of these techniques. This is why I believe insomnia is an exemplary model for understanding the connections between mind, body, and health.




  I firmly believe in these techniques. You see, I, too, experienced a period of insomnia in my life and know firsthand the stress it can cause. By using these techniques, I overcame insomnia! I

  have also experienced the powerful impact these techniques can have, particularly those for relaxation and stress reduction, on the mind and body. For me, they represent an important component of a

  self-help approach to health and well-being.




  How I Developed the Programme




  As an undergraduate psychology major, I took several academic courses on biofeedback and relaxation techniques. (I’ll discuss these techniques in detail in chapter 8.) In

  one of these courses, I read about the pioneering work of Dr Herbert Benson, whose research at Harvard Medical School on relaxation techniques was recognized internationally and described in his

  best-selling book The Relaxation Response.




  I was fascinated by Dr Benson’s work, which was the first sound scientific research to demonstrate that it was possible to use the mind to modify the physiology of the body. At the same

  time, sensory isolation tanks, also known as flotation tanks, were being marketed as a new relaxation device. The idea underlying these tanks was straight-forward: by floating on salt water in a

  quiet,dark,temperature-controlled environment, a deep state of relaxation could be attained. However, no one had ever conducted a controlled scientific study to ascertain whether these tanks were

  truly effective. I decided to conduct my own original research on relaxation techniques and to write an undergraduate senior honours thesis on the subject. Therefore, I built a sensory isolation

  tank and conducted the first scientific study on the physiological effects of the tank.
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