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Objectives

Through your participation in this session, you will:

1. Describe non-pharmacological interventions for insomnia 
management and recommend cognitive- behavioural 
therapy for insomnia (CBTi).

2. Develop skills for you to lead the deprescribing of sedatives. 

3. Identify your learning needs and next steps for enabling 
patients to transition from sedatives to CBTi.
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Poll #1

For your patients with insomnia, have you 
recommended sleep hygiene?

Yes 
No
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Poll #2

For your patients with insomnia, have you 
helped any access or use cognitive-behavioural 
therapy for insomnia (CBTi)?

Yes 
No
Unsure
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What is insomnia

• Experiencing difficulties with initiating 
or maintaining sleep

• Causes clinically significant distress or 
impairment in functioning

• Often associated with fatigue

American Psychiatric Association 
American Academy of Sleep Medicine

Diagnostic categories:

Short-term (episodic)

≥ 3 nights/week
for

< 3 months

Chronic (persistent)

≥ 3 nights/week
for

≥ 3 months
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What causes insomnia

Predisposing factors

Precipitating factors

Perpetuating factors

P1

P2

P3

3P Model
of Insomnia

8Spielman et al. Sleep Disorders. Psychiatr Clin N Am 1987



Who experiences insomnia
Insomnia symptoms: 24%

Chronic insomnia: 10%

Higher rates:

Women: 1.4 x more often
Older adults
Health issues: 4-6 x more often

Morin & Jarin. Epidemiology of insomnia. Sleep Med Clin 2022
Chaput et al. Sleep Health. 2023 9



Which condition does chronic 
insomnia increase the risk for? 

A. Car accidents
B. High blood pressure (hypertension)
C. Cardiovascular diseases (heart attack, 

stroke)
D. Depression
E. Cognitive decline
F. Type 2 diabetes



Insomnia is a risk for …

Cardiovascular 
disease

Hypertension
Type 2 
diabetes

Depression
Cognitive 
decline

Car 
accidents

↑45% ↑21%

↑20%↑27%↑127%

↑63%

Chaput et al. Sleep Health 2023

PAR% (M F) 7.5%  11.7% 3.7%  5.8% 10.2%  15.7%

18.7%  27.3% 4.7%  7.4% 3.5%  5.6%PAR% (M F)



The economic 
impact of insomnia 

in Canada

$1.9 
billion per year

Chaput et al. Sleep Health 2023



Diabetes
$752 million

Depression
$706 million

2021 Direct costs attributable to insomnia
Chaput et al. Sleep Health 2023

CVD
$316 

million

HospitalsPrescription 
drugs

Prescription 
drugs

Cognitive 
decline

$75 million

Hyper-
tension

$36 
million

Physician 
care



Chaput et al. Sleep Health 2023

Prevalence of 
“insomnia 
symptoms

Cost/yr 

Women Men Both

24% $1.125 B $775 M $1.9 B

19% $965 M $580 M $1.55 B

-5% $160 M $195 M $350 M

Numbers have been rounded

Reduce insomnia 
symptoms by

to save

in prescription $, physician care $, hospital $ for diabetes, 
depression, CVD, cognitive decline, & hypertension

5%

19%

Less insomnia, More Savings



Sleeping pill use increases with age

1-year 
prevalence per 
100 people
2015

Prescription sleeping pills: benzodiazepines and z-drugs

>30 days: 70%

Weir et al. CMAJ 2018, https://www.cmajopen.ca/content/6/4/E678
15

https://www.cmajopen.ca/content/6/4/E678


6.7
9.9

5.4

10.7
7.2 7.8

22.6

14.1
16.8

Chronic use of “sleeping pills” in Canada

Canada 
8.0%

2020/21:
>65 y.o. sedative-hypnotic chronic use (%)

ON PE NB NS NL

CIHI. Overuse of Tests and Treatments in Canada Nov 2022

Benzodiazepines 
Z-drugs 
Trazodone
Low-dose quetiapine

BC AB SK MB

Pa
ci

fic
Atlantic



How effective are 
sleeping pills?
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Placebo
+35

Z-drug
+58

Increase in total sleep time (min)
Subjective: zopicloneChiu et al. Sleep J 2021

SR of hypnotics for insomnia in older adults

Longer sleep
when first used
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10

Placebo
-25

Z-drug
-35

Chiu et al. Sleep J 2021
SR of hypnotics for insomnia in older adults

Faster sleep
when first used

Change in time to fall asleep (min)
Subjective: zopiclone 19



How safe are sleeping pills?
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Sedative risks:
for z-drugs & benzos

• sedation
• dizziness, weakness, ataxia
• psychomotor impairment

– weakness, ataxia, balance problems, 
falls, injuries

• cognitive impairment
– sedation, retrograde amnesia

• impaired driving
– motor vehicle accidents, DWI 

(criminal offense)

• nausea, slight hypotension
• pneumonia
• paradoxical behaviour
• dependence & withdrawal
• diversion
• drug interactions & overdose

– opioids, other CNS depressants

• mortality
21



mysleepwell.ca

Transforming how insomnia is treated

A Research & Knowledge Mobilization Program
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To achieve better insomnia 
treatment outcomes with CBTi.

To reduce sleeping pill use and 
related harms.

objectives
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Sleepwell’s Sleeping Pills page

• Motivate patients to reassess ongoing 
long-term use

• Tools for deprescribing sleeping pills



Cognitive impairments
Memory 
Alertness 
Thinking
Cognitive decline?
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Woolcott et al. Arch Int Med 2009
https://pubmed.ncbi.nlm.nih.gov/19933955/

Injurious falls

↑60%

26

https://pubmed.ncbi.nlm.nih.gov/19933955/


Fractures

↑66%
Donnelly et al. PLOS One 2017

Hip fractures

↑52% to 90%
Berry et al. JAMA Intern Med. 2013
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Nakafero et al. Pharmacoepi Drug Saf 2016

Flu-related death

↑240% to 2000%
Flu-related pneumonia

↑325%

COVID-19 hospitalization

↑164%
Park et al. Nature Sci Rep 2022
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Poll #3

For which sedative is this statement true?
Your driving is as impaired 11hours after taking 
this medication as it is with a BAC of 0.08.

Oxazepam 
Zopiclone 
Diphenhydramine 
All of above

29



Impaired driving, accidents, loss of independence

Zopiclone next day (10 am)

≈BAC .08
Leufkens et al. Clin Ther 2014

Would you drive 30 minutes 
after drinking 3 shots of 

alcohol?

≈BAC .08
30



The vicious cycle 
of medication use, 
dependence, and 
withdrawal

Insomnia is the most common 
symptom of sleeping pill withdrawal



Withdrawal symptoms:
• insomnia
• anxiety
• irritability
• headaches
• sweating
• shaking or tremors
• pounding heart
• nausea
• dizziness
• unsteadiness
• difficulty concentrating
• sensitivity to noise and light
• ringing in the ears
• confusion/delirium
• depression
• seizures
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How to safely stop
the long-term use of sleeping pills



 Gradual dose 
reduction

 CBTi
Da

ily
do

se

Weeks Months

This is not 
recommended

Larger dose 
reductions earlier

Smaller dose 
reductions 
later on

Adjust how much the dose is
reduced based on clinical response, 
readiness, and practicality issues 
(like pill strength).

Reduce dose weekly or less often.

Keep working towards eventually 
stopping sleep medication over 
weeks to months.

How to stop sleep medications

34
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Zopiclone: 7.5 mg QHS 
+3.75 mg “to get back to sleep”

Lorazepam: “dose varies” 
0.75 mg/day



Initiating the plan

Gradual Dose Reduction
of zopiclone and lorazepam

Sequential

100%

75%

50%

25%

0%
Days Weeks Months

Lorazepam Zopiclone

Don’t take 
without giving

36

Zopiclone: 7.5 mg QHS (+3.75 mg “to get back to sleep”)
Lorazepam: dose varies (avg. 0.75 mg/day)



Gradual Dose Reduction

GDR of zopiclone and lorazepam

100%

75%

50%

25%

0%
Days Weeks Months

Lorazepam
Zopiclone

0.5 mg

0.75 mg

0.25 mg

0.25 mg Q2D

0.25 mg Q3D

Lorazepam: 1/3 
Zopiclone: 2/3

37

BZRA equivalents



Gradual Dose Reduction

GDR of zopiclone and lorazepam

100%

75%

50%

25%

0%

Zopiclone
7.5 mg: 1.5 tabs (11.25 mg)
5.0 mg: 2 tabs(10 mg)

1.75 tabs(8.75 mg)
1.5 tabs(7.5 mg)

1.25 tabs(6.25 mg)
1 tab(5 mg)

0.75 tab(3.75 mg)
0.5 tab(2.5 mg)

0.25 tab(1.25 mg)

Days Weeks Months
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GDR

Gradual dose reduction

StopSleepingPills Guide

© 2020 D. Gardner, A. Murphy

Sleeping pill

Name Duration of use Daily Dose
Estimated dose 

reduction duration

1
Advice

Estimate how long it will take to

2

3

reduce your dose based on how long
you have been using sleeping pills.

Using the Stop Sleeping Pills Planner,
develop your dose reduction plan with
your doctor and pharmacist.

Aim to reduce your dose on the same
day of the week, every 1 or 2 weeks.

4

5

6

Your plan should be flexible.
Make adjustments based on how
you are feeling.

Reduce your dose the same amount each time
or slow things down by making smaller dose
reductions, lengthening the time between
dose reductions, or both.

Monitor your sleep with a sleep diary. Use
CBTi to help you sleep as you lower your dose.

Estimate the duration of your dose reduction schedule

Howlong have you been taking sleeping pills?
No gradual dose reduction required. Rise 15-30 minutes

2weeks earlier than usual the morning after your last dose to
increase your sleep drive.

3-4 weeks
Reduce your dose by half for 2-5 days before stopping it. Rise
15-30 minutes earlier than usual the morning after your last
dose to increase your sleep drive.

Reduce your dose by half for 1-2 weeks. Optional: then reduce
2-3months to ¼ dose for 1 week. Rise 15-30 minutes earlier than usual

the morning after your last dose to increase your sleep drive.

4-24 months

Over2years

Plan to gradually reduce your dose over 6 - 12 weeks.
Use CBTi to treat insomnia. See Booklet 2.

Plan to gradually reduce your dose over 6 - 52 weeks.
Use CBTi to treat insomnia. See Booklet 2.

* A slow dose reduction is especially important for long-term use of z-drugs and benzodiazepines. See list on p. 3.

Reduce
the dose
slowly*

Your
stopping

plan can be
brief

Stairs

Slow slide

39



Sleepwell’s CBTi page

• Introduce and enable access to CBTi
• Offer tools that compare and contrast 

CBTi vs. sleeping pills
• Support use of CBTi



CBTi
Sleep Therapy

that’s better than 
sleeping pills

Cognitive behavioural therapy for insomnia = CBTi = sleep therapy41



Stimulus 
control

Time-in-bed 
restriction 

therapy

Relaxation 
therapy

Cognitive 
therapy

Sleep hygiene
/ education

Control Sleep Drive ThoughtsRelax Hygiene

Cognitive behaviour therapy for insomnia = CBTi = sleep therapy

42



Therapist-guided Self-helpHybrid

CBTi formats
Access

43



Practical tips on what to do – during the day, before bed, and 
when in bed – to prepare yourself for a good night’s sleep.

Not sleeping? Don’t lie there feeling frustrated. Leave the 
bedroom and return when feeling sleepy.

Make a sleep schedule with a set bedtime and rise time. Adjust the 
sleep schedule to reduce your time awake when in bed. Use your 
weekly sleep efficiency calculation to adjust your time in bed.

Wind down each night with your selected relaxation technique.
Deep breathing exercises
Progressive muscle relaxation 
Guided imagery

Meditation
Mindfulness
Yoga, stretching

Challenge and reframe negative thoughts about sleep difficulties with 
more realistic thoughts — “I can still have a good day even if I don’t 
have a good sleep.” Replace your busy mind with calming thoughts and 
simple thought games. 

Programs vary. Most are 
between 4 and 8 weeks

Rx Rx



“Together with the main strategies 
listed in Table 2, knowledge on 
sleeping medication tapering or 
withdrawal should be considered 
a component of CBT-I.”

J Sleep Res. 2020

Table 2
Sleep restriction
Stimulus control
Sleep hygiene education
Relaxation
Cognitive reappraisal
Cognitive control/worry time
Paradoxical intention
+ Medication tapering



Recommendation 1: ACP recommends
that all adult patients receive cognitive
behavioral therapy for insomnia (CBT-I)
as the initial treatment for chronic
insomnia disorder.

There are various delivery methods for 
CBT-I, such as individual or group 
therapy, telephone or Web-based 
modules, or self-help books.

Qaseem et al. Ann Intern Med. 
2016 (Jul 16);165:125-133.

American College of Physicians

Guideline 2016
Chronic Insomnia Disorder in Adults

Recommendation: CBT-I is
recommended as first-line treatment
for chronic insomnia in adults of any
age (strong recommendation, high-
quality evidence).

A pharmacological intervention can
be offered if CBT-I is not effective or
not available.

Riemann et al. J Sleep Res. 
2017;26:675-700.

European Sleep Research Society

Guideline 2017
Treatment of Insomnia

EUUS

Conn et al. Can Geriatr J. 
2020; 23: 116-22.

Recommendation #2 of 22: First line
treatment of insomnia and anxiety
disorders include CBT in various
formats.

Recommendation #3 of 22: A BZRA
should only be considered in the 
management of insomnia or anxiety
after failing adequate trials of non-
pharmacological interventions.

CA

Guideline 2020
BZRA Use Disorder Guideline in Seniors

Evidence for CBTi What do the practice guidelines say?

Canadian Coalition for Seniors’ Mental 
Health

46
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SleepEZ CoachCSRC

Sleepwell Recommends 
page

• Curated list of CBTi program
• Books
• Apps
• Website



Sun 

10 Mar

10:00

10:30

11:30

49



Activity

Based on last night’s sleep, use 
the sleep efficiency calculator 
to calculate your sleep 
numbers:

1. Time in bed
2. Time in bed awake
3. Time in bed asleep
4. Sleep efficiency *

* Target SE% is 85%-95%

50



10:00pm

10:30pm

11:30pm

2

30

6:00am

6:15am

Result:

Interpretation:

51
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The Insomnia Stepped Care Model

Behavioural Sleep Experts

Trained CBT-I Providers

Primary Care and Community Pharmacy

Self-care

53



What we know:

Is Sleepwell able to achieve its objectives?
• reduce sleeping pill use?
• increased CBTi use ?
• better sleep outcomes?

6 weeks CBTi better sleep long-term

What we didn’t know:

R E S E A R C H

54



The Sleepwell Intervention
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565 participants
Age: 72 [65-92] y
Female: 65%
Living alone 33%
Driving >3d/wk 58%
Health conditions: 6.5
Regular meds: 7
BZRA duration: 11.4 [0.3 to 60] y

Falls (12 mo.) 31%
Severe injury 22%
ER visit 16%

Financial support from



EMPOWER groupSleepwell Group Treatment as usual

Baseline 191
Completer 170

89% 90% 98%

Baseline 187
Completer 168

Baseline 187
Completer 183

No mailed 
package

0 months
6 months

565
521



Gardner et al. YAWNS NB. JAMA Psychiatry. Published online September 18, 2024.



Gardner et al. YAWNS NB. JAMA Psychiatry. Published online September 18, 2024.

BZRA use at 6 mo.
Stop (no switch)
Reduce dose ≥ 25% (no others)
Combination: stop or reduce

26.2%
20.3%

7.5%

20.4%

14.4%

12.8%

0%

10%

20%

30%

40%

50%

Sleepwell EMPOWER TAU

46.6%

34.8%

20.3%
Stop

Reduce

P<.001 Sleepwell vs. TAU
P=.02   Sleepwell vs. EMPOWER
P=.002 EMPOWER vs. TAU

Sleepwell
5.3



Other Sleepwell package advantages

CBTI technique use

Sleep onset
Sleep efficiency
Insomnia severity

Daytime sleepiness

Anxiety, quality of life

Highest use

27 min faster
+ 6.3%
Reduced

Reduced

Improved

a,b

a,b
a,b
b

b

c

a better than EMPOWER b better than TAU c difference not significant

Gardner et al. YAWNS NB. JAMA Psychiatry. Published online September 18, 2024.



As a direct-to-patient intervention, Sleepwell substantially
reduces sleeping pill use and improves sleep health.

Health service planners: Sleepwell is a low effort, efficient, and 
scalable intervention.

Health promotion: evidence-based, direct-to-patient 
intervention

Implications

63



Poll #4

What is your immediate learning need for supporting
patients transitioning from sedatives to CBTi?

Explore the contents of mysleepwell.ca

Become directly involved in sedative GDR 

Get up to speed on CBTi (read, take a course)

All of above, in order of appearance. 

I’m good. Change is for suckers.
64



CBTi & sedative deprescribing training

65

mysleepwell.ca/clinicians/

INSOMNIA INTERVENTIONS



Q & A



Thank you
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