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Integrated Treatment:
Insomnia, Nightmares, Anxiety, Depression, PTSD, Borderline PD



DISCUSSION: Insomnia & your clients …



1. Sleep, Sleep Disorders, Sleep in DBT
2. Sleep-Focused Assessment
3. Treating Insomnia and Nightmares
4. Case Examples
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DISCUSSION: Goals of DBT?



DISCUSSION: 
What does DBT require 
of clients to effectively
progress in treatment? 



DISCUSSION: Functions of Sleep?

1. Processing & Regulating Emotions (e.g., BPD, PTSD)

2. Reduce Impulsivity (e.g., Self-Harm, Suicide)

3. Consolidate Memories & Recall Information (e.g., Skills Group)

4. Increase alertness, concentration, motivation (e.g., Indiv Tx)



Insomnia, Nightmares, and Suicide: A Treatable Risk

BPD & PTSD rank among highest risk of suicide (Chesney, Goodwin, & Fazel, 
2014) with ~50% of BPD and/or PTSD meeting criteria for insomnia, 
nightmare disorder, or both. 

Epidemiological data: Occasional or 
frequent nightmares predicts 57% or 105% 
elevated risk of suicide, respectively 
(Tanskanen et al., 2001). 

Cross-sectional data on indiv who 
attempted suicide: 73% reported difficulty 
falling asleep, 69% reported difficulty 
staying asleep, 66% reporting nightmares
– nightmares associated w/ 500% 
increased risk of suicidality (Sjöström, 
Wærn, & Hetta, 2007). 

Why integrate assessment & tx of sleep disruption in DBT? à Mounting evidence 
linking sleep disruption to increased suicide risk.



Insomnia, Nightmares, and Suicide: A Treatable Risk

Adopting a similar approach of fully integrating CBT-I and IRT / ERRT in DBT
may result in meaningful decreases in self-injury and suicidal urges, ideation, & 
behavior. 

Trial of combined CBT-I and imagery 
rehearsal therapy (IRT) = clinically 
significant reductions in insomnia, 
nightmares, depression, & PTSD 
severity in combat veterans (Bishop, 
Britton, Knox, & Pigeon, 2015). 

Emerging evidence: CBT-I = Clinically 
meaningful reductions in depression 
and suicidal ideation (Trockel, Karlin, 
Taylor, Brown, & Manber, 2015). 



Insomnia & Nightmares are Common in BPD

Initial screening questionnaire: 45% of BPD patients reported difficulty falling 
asleep and maintaining sleep (Asaad, Okasha, & Okasha, 2002). 

63% of BPD patients report chronic 
difficulty w/ either falling asleep, 
maintaining sleep, or waking earlier 
than desired [insomnia] – with 27%
reporting chronic difficulty with all 3 of 
these sleep difficulties (Selby, 2013). 

49% of BPD patients were found to meet diagnostic criteria for nightmare
disorder, with 96% of these individuals reporting subjectively poor global sleep 
quality (Semiz, Basoglu, Ebrinc, & Cetin, 2008). 



BPD + Nightmares = More Severe Clinical Profile

Importantly, BPD patients w/ comorbid nightmare disorder appear to present a 
more severe clinical profile than BPD patients without nightmare disorder (Semiz
et al., 2008). 

Greater rates of childhood sexual abuse, physical abuse, & neglect. 

More traumatic experiences & dissociative symptoms.

Lower levels of education & increased likelihood of unemployment.

Greater rates of substance abuse. 

Longer duration and more variable methods of deliberate self injury. 

Higher rates of repeat suicide attempts.



Targeted Treatment is Needed

Evidence suggests that insomnia & nightmares exacerbate PTSD & BPD 
symptoms, w/ these sleep difficulties being unlikely to remit w/o direct 
intervention following successful treatment of PTSD & BPD (Spoormaker & 
Montgomery, 2008; Taylor & Pruiksma, 2014). 

SAME FOR DBT!!! J



“With respect to insomnia, many of 
our clients fight a never-ending 
battle. Nightmares, anxious 
rumination, and poor sleep 
hygiene are often the culprits. 
Work on any of these targets 
requires an active stance by clients, 
as well as persistence until positive 
effects begin to accumulate.” 

- Marsha Linehan; p. 321

DBT is Unique: Specifically Addresses Sleep Disruption



“The nightmare and sleep hygiene 
protocols are ordinarily not 
reviewed in skills training groups 
unless the participants are in the 
group specifically to deal with 
nightmares or sleep disturbances. I 
ordinarily assign these handouts as 
reading material and suggest that if 
needed they ask their individual 
therapist to work with them on the 
protocols.”

- Marsha Linehan; p. 398

Barrier 1: Targeting sleep disruption is optional in DBT

DISCUSSION: How many of your 
DBT clients have asked to specifically 
treat insomnia or nightmares? 



Barrier 1: Targeting sleep disruption is optional in DBT

Barrier 2: No protocol or model for routine screening 
& assessment of insomnia, nightmares, or other 
common sleep disturbances in DBT.

Barrier 3: In contrast to DBT Diary Card, no routine 
daily monitoring of sleep-wake behaviors in DBT 
(e.g., sleep diary = standard of tx in sleep medicine).

Barrier 4: Few therapists trained in sleep 
assessment, DDx, CBT-I, or IRT (Taylor, Perlis, McCrae, & 
Smith, 2010; Thomas et al., 2016; Stepanski, 2003). 



Goal: Sleep Treatment in DBT Pre-Treatment

(or … “What better time than right now?!”)



Honest Sleep Podcast: CBT-I, ERRT, BPD, DBT, Sleep …
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