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system rather than clinician or practice
characteristics, or setting effects. For
example, some disorders may not always
begin with the features required for diag-
nosis (e.g. mania in bipolar disorder) and
therefore diagnostic instability may reflect
the time required to consolidate the diag-
nosis (Baca-Garcia et al, 2007).

Our nosological system is in constant
evolution, with major revisions each 15
years. Unfortunately, administrative pro-
cedures change more slowly than psych-
iatrists. Recording from one ICD system
to another may affect the validity of
diagnoses but not stability, since any error
in the conversion of diagnostic codes would
likely be constant, given the use of
computerised algorithms.

Diagnoses in pharmacological and
clinical studies have good internal validity
(appropriate diagnostic schedules and inter-
views). In general, follow-up periods are
short and selection bias is likely since parti-
cipants are selected from specific pro-
grammes or units, often based on meeting
specific entry criteria. Of note, Perala et al
(2007) recently reported that the National
Hospital Discharge Register was the most
reliable means of screening for psychotic
and bipolar disorder and was much better
than the Composite International Diagnos-
tic Interview (CIDI). They concluded that
multiple information sources are key to
accurate diagnoses. Studies such as ours,
where patients are followed over long
periods and across several settings, are
closer to this approach than clinical trials
based on diagnostic schedules and inter-
views performed in a research unit over a
short period or large cross-sectional epi-
demiological studies based on a single
assessment.
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Limitations of cognitive—
behavioural therapy for sleep
disorders in older adults

When the possible side-effects of hypnotics
are considered, there is an argument for al-
ternative treatments of sleep disorders in
older adults. Sivertsen & Nordhus (2007)
emphasised the role of cognitive-behav-
ioural therapy (CBT) in the management
of sleep disorders in this population. How-
ever, there are also limitations to this
approach.

Mental health practitioners or physi-
cians with formal sleep medicine training
currently deliver CBT, but they are few in
number and could not cater for all that
need therapy (Wetzler & Winslow, 2006).
This could be the main reason for the pre-
scribing of hypnotics for older adults de-
spite knowledge of their side-effect profile
and potential for misuse. Therefore, more
workshops are needed for training of men-
tal health professionals in CBT so that they
can incorporate these techniques in their
routine care of older adults.

There are no clear guidelines about the
optimum number and duration of treat-
ment sessions for sleep disorders, particu-
larly for the elderly. It is also unclear how
long CBT continues to be effective. More-
over, CBT refers to a number of non-
pharmacological treatments for insomnia,
but which are the most effective needs more
research. There is insufficient evidence to
sleep hygiene education,
imagery training and cognitive therapy as
single therapies or as additions to other
specific approaches (Morgenthaler et al,
2006).

Research groups are also working on

recommend

other effective non-pharmacological inter-
ventions for older adults such as acupres-
sure (Chen et al, 1999). Exercise
(Montgomery & Dennis, 2004), although
not appropriate for all in this population,
may also help in inducing sleep. Neverthe-
less, Sivertsen & Nordhus gave a new
insight into this neglected area and pro-
vided an impetus for more studies in the
elderly.
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Authors’ reply: Dr Prakash calls for
more training workshops to improve
implementation of cognitive-behavioural
therapy (CBT) for older adults with sleep
disorder. Although we agree that there are
too few sleep specialists, we believe that
the key to more effective implementation
is to provide the same training for other
health professionals, including primary care
nurses. Although there is no consensus on
which component should be included in
CBT for insomnia, our experience is that
sleep restriction and stimulus control are
both crucial for improving sleep in this
age group. These components can easily
be adapted for use by most health profes-
sionals.

In Norway, the Norwegian Medical As-
sociation has started to offer training work-
shops on CBT for insomnia for its members
and the Norwegian Psychological Associa-
tion will soon follow this important initia-
tive.

However, we share Dr Prakash’s con-
cern that there is still insufficient research
on how to optimise the treatment and there
is clearly a need for studies to determine
which component works best and for
whom.
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