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Ui BuiFe) AAPFA R AAY 22

EnEL ]
541 A7) BAe Wy Ay 2UES A% AAREARY @NE AAY 1S Te Lohu
A sk

AT =8 S o8 AREE 6709 dlo]EiH|o] A (CINAHL, EBSCOhost, Emabase, MEDLINE,
Ovid, PsycINFO) Z5-E| 7|&el Aghst 1199 AF5 AAsisitt. A" A7+ PICO WS AHg-st
of FA35a A2 A& F WY AFAbel & PEDro scales AMgste]l H7ketqich 119HS Ht
PEDro H4& 6.338°]ith

A JAAPFA RS T2 FA 24 T AFEA S} FHGAE EQS FAd 7 Bol *}%ﬂ‘ﬂ‘ﬂr =

3

AZIE F B8 AN, F FUAZL FRESY, AdE A 202 EaEolg AW
ARE oFEARY wlmste] BWF A Re| Lsbdolgirk

AR QARFARE WY Y BRES dokp] A% B Aed, ok ARg goueg o &8
Holgitt, olelg A3kt Pl BWFS FAS: Yo ARE 2AL 1 &

.M 2 SN Bz gl S4o) Holx g 71 o4 Qlrka

YFACHOhayon, 2002). Pl=r¢] 785 =St gk ik

Bmzo A A7 Q179 10.0~12.0%7}F 233 9lom, A% n]g0] 920~1,070% 2ol 2t (Rosekind &

A oA 7S 8] Hule ol & oA gAY Gregory, 2010), 7o) A% A5 19 5,00082 2]

o] eHEts 4 AEE A EsAY dH o H|go] 1QF= Aow 8 o%ﬁu}(Daley, Morin, LeBlanc,

AT 2 S 3R] Ealo] Yol M Z-50] Lol Gregoire, & Savard, 2009). ©]*¥ = 37k

= A2 Ao)ed(Edinger et al., 2004; Ohayon, A|zel =& Hlgo] 501 7iQlet "}ﬂoﬂ S

2002). tvEte] - gt & B2t 5= 33 o) EUTS (Daley et al., 2009)

A= Abdol AP tPdAke] 17.0%= UrEFs =

(Ohayon & Hong, 2002). 2001@ The National Sleep I Rt 7‘]—)&% -’F 0“:]r(Wang & Tsai, 2004)
Cix

Foundation Survey (NSF) o wh=2m w]=F AJel9] 51.0%

el 8
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A9 $AE 22, IRAAY o]F 25 8 A
] 7h 5O AR 9 2] AL Hojme Q1]

HH(Centers for Disease Control and Prevention,
2009). olelgh vjAellA] 2] Hstela= o] -2 €]
2743} 34 AR1 gtoll wjx= el tiste] thekst A4
tar Qlom AAAFE TR FA1S 2319 o 9
TRFORN TS sEAQ A oR niEE AL
JTH(American Occupational Therapy Association,
2008; Leland, Marcione, Niemiec, & Fogelberg, 2014).
A BT ¥ EUSY A EUSY B
shE, oJ8hA mo= Al oo} Fkst EHTS
oJu]gith(Roth, 2009). Aol 2t SAHAH Al
43} (The Diagnostic and Statistical Manual of Mental
Disorder—4th edition, DSM—1V) o] w}2 Az} &
A5 Aol /L o e] 71 il B A Aol
ojgZo] A BlFHAR] ol A&E= Aotk
(American Psychiatric Association, 1994). ©]&{%k
A2 =TS WY EHSY] oF 15.0%¢) gt o
W02 IRt o8] Wbl Eo] a1 20~404
Wy she] =2 AlA|she 717 (somatized tension) 2} 2
S5 FHFHOR I8 7 o7 A&EE= A
2 YePdtt(Martin & Ancoli—Israel, 2002; Perlis,
Jungquist, Smith, & Posner, 2005). 4x}4] BHZ=S
THA = 27 kA ARE FE A
FHAL] AR Z7F & HSE glo AT]A
gy gisk H52 F=351tH(Mendelson, 2005). ©]H
Sh oHE2 WM BT SRl A FEEAY U 2 -
2-8-2] 91gdo] QlojA] B Fxfso] Al WEA =
A & o]t} (National Institute of Health, 2005).
HhH B3-S $J8k AX]3) 5% 5 (Cognitive Behavior
Therapy; CBT) & t7|Z o2 $HA| ¢} B]s=3k =529
FE ¥e 7o Ao rmE ASapt oFEA
FHO O Hold Zlow gzl v|ekEA] Fnloltt
(Wilson et al., 2010). CBT 91414 4l Ae)4 7H
TFos WEA FASAR o FHE sk
st 97154 gy HeE FY5hs S HuE o
TH(Morin, 2004). W5 913 CBT= A34o% &=
A5 7 Bt A A5 24AER] FHESIA, A=

A, olgEd, FHAA, AAAER A E (Perlis

8

;O

o of

[o o

et al,, 2005). oJ213t SAYHE =T 2l 24
sk Aeld Qo] 23st Aol (American Academy
of Sleep Medicine, 2005), &2 $A50] oFHa4 X5
Hop o Agsta 9lo] HE 5ol ¢S gty itk
(Espie, Barrie, & Forgan, 2012). &W132] CBT &4
= FHISolL o]ekTd Tk - HAFAQl 750
ST FAZ AYAE wFIF A v glew &
PAEARC] VdollA Agah=tl o] |7 2 H o
A= Fdolgt & 4= Stk (Nielsen, Stube, & Bass,
2015). 28 SdlellxE EWFE 918 CBTE A&
Ao FHsh= XE5APE A9 glar A= 77 Bt
4~8F LR Zojx] 1 GEE7} wlg- v Aol
T ar AAABAL] 79 Aalatel] ek Blgo] w
o} Aol Y= BT 8212 T4 713)7}F 4
217do|th(Kang & Kim, 2011). 28t} FY SAFE-
ool ES] e ks vAAY o R s

=

e ol AR 9, el st olsfishal At
She die7tol7]ell ol wigh Aok A A v
T Fosith webd & dyelMe dakd 2Hse
Fo = T AYFA R AAH nES Tl TAYH
o T 9 BIE AAEoRA SlelA AR g
o i W SAE A 71 E ARE Algetaat

= 9= 2000 19HE 20151 19714 81314
AAE 2572 CINAHL, EBSCOhost, Emabase,
MEDLINE, Ovid, PsycINFOE &3] AA5dct 2
A Lo}= ‘Insomnia’, ‘psychophysiological insomnia’,
‘sleep maintenance disorders’, ‘sleep initiation
disorders’, ‘primary insomnia’, ‘non—pharmacological
treatment’, ‘cognitive behavioral therapy & AF&3}
Aok HAHE 319709 =2 ZF AA} HloEwo] A
(database) °l4] Randomized Controlled Trial (RCT),

Gol= 29l =R o8 ATt $HE =2 At
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Atk 71 @ﬂr FAH 23709] = E A 1A 255
AHg-8ted 2 @7]Ew wlA7 el ek R4S Sl 2
AR A el e B T del sl =
HAow SQleginy. 1 At HFA o 1199 =
o] & Q79 FAH R AHH v Figure 1).

2) TI|E
(1) ul= g21)8ks] o] DSM—IVEF Al a2 s+
(International Classification of Sleep Disorders;
ICSD) ol Z718t0] dAMd EiF o= ehike 18
Al ool ARl th e R g A
(2) FAMTHo R U (sleep hygiene), AF=-5-A|
(stimulus control), ©]$+&H (relaxation training),
Hol A (sleep restriction), AARE (cognitive
therapy) 7} 27F4] o)} Zakel oIt

(3) =z

o CBTS 33 nleka 4] SA4) b oke

Azt 2gR AT

E

Al

c’q:rL
% 714 314/A17FH number/duration of awaking
after sleep onset), ¥ & (sleep efficiency),
9] A (sleep quality), ol thgh Ald 9 ef
% (beliefs and attitudes about sleep), °F& 7

Z~(medication reduction)

) WAIE
SEEEERE T
3 55} 0 o 4

o, 3%

(1

~

of| thg & A& gt 7}4] o]ifo] 23k
4 22 A7) (sleep onset latency), Y

T

o BAH FoNZ B B dE

i

=
(substance use) =<! tPA7F 285 A

)
c
.g Records identified through Additional records identified
_g database searching through other sources
= (n=351) (n=0)
c
]
=
A 4 A
Records after duplicates removed
(n=319)
8o
=
c
g v
Q
& Records screened Records excluded
(n=319) g (n =296)
—
Y
Full-text articles assessed Articles excluded
2 for eligibility > (n=12)
3 (n=23) Not RCT: 3
aag Intervention did not meet
w Inclusion criteria: 4
Y Seep outcome NR:1
— Studies included in Non CBT component: 4
qualitative synthesis
(n=11)
S v
3
= Studies included in
= quantitative synthesis
(meta-analysis)
(n=11)
—

Figure 1. PRISMA Flow Diagram for Literature Search and Article Inclusion
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(2) Blk=4] A T A, &5, ARAA 57184

o}
)5 (circadian rhythms) 245 ¢k 49| =

7 AdE FAE XgE AT

A= 7= PICO (Patient, Intervention, Comparison,
Outcome) "PHE A3t Aefaisith PICO e o
Q1 Ao thal] 1 FASES Felshs o, oAt
(patient), =A< (intervention), Yz (comparison),
A3} (outcome) 2] E2 AAETH(Law & MacDermid,
2008). PICO zjef wh2 geje} thd 1] 24 37k,
SAEY, 7T, i 2 9 SA Aol st
AnFEd ST ALAR ] oJsf F3= Ik FEd e
AES A 2 ARZF 5H5F 02 st & o]Ho] Ql=
A5 B & E3 Adsilnh

2. WX

a
0]

7t

Aol T Y AP HFA o AEE
1198] A5 tdez A4 Fr7hE sl 44
H7h= 7495 A9 (Randomized Controlled Trial;
RCD) &) WRE4] 25 7kl |9lsl 7B Physiotherapy

Table 1. Operationalization of Validity Criteria

Evidence Database (PEDro) scale2 ARE3F3ith
PEDro scale= 11719] @502 44 %o] glom 7} 3
o 1A ld =Sl 1 F ) 3 e
A== oz Fagatela AlQ)Eo] T2 Hel=
00l 108o]cH(Table 1) (Maher, Sherrington, Herbert,
Moseley, & Elkins, 2003). PEDro scale®lA 9~10%
3+ ‘excellent’, 6~8%5 1 ‘good’, 4~5%5 - ‘fair’,
457 °o]sh= ‘poor'® FF3T}F(Moseley, Herbert,
Sherrington, & Maher, 2002). ¥ Aol A5 =5
& A H7Y AR 4704 850l o et 6.372
2 UERTE 7} A9 Table 4ol AlASHIT

m. a 1

1. SN 3

BUZS 95k CBTS #4323 £4 thel 1199)

Carney 2} Wohlgemuth (2008) & A& A28} 10

No. Criteria

Yes No

Subjects were randomly allocated to groups (in a crossover study, subjects were randomly

! allocated an order in which treatments were received)

2 Allocation was concealed

3 The groups were similar at baseline regarding the most important prognostic indicators
4  There was blinding of all subjects

5 There was blinding of all therapists who administered the therapy

6  There was blinding of all assessors who measured at least one key outcome

7 Measures of at least one key outcome were obtained from more than 85% of the subjects

initially allocated to groups

All subjects for whom outcome measures were available received the treatment or control

8 condition as allocated or, where this was not the case, data for at least one key outcome

was analysed by “intention to treat”

The results of between—group statistical comparisons are reported for at least one key

outcome

The study provides both point measures and measures of variability for at least one key

10
outcome
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A(90.9%) 8] A7-ellA EgE et AXA 59} o) ehFH
2 247+ 9 (81.8%), 47 (36.3%) & ¢17-oll E3HE ek
(Table 2). 25 A= 6~10F ol 717F 53k 34=I9)
ow 7} 3]7] & 30~60%0] AL EUTE

2. 874l

Ol 2= 1CSDgE DSM-1Vel| <J3l] EiFo] 2]
Atk T4 A gkl WY, o]g4] ), FxskE <
B 5, A8 254 (sleep history questionnaire),
WA (sleep log or sleep diary), FHATFIAAL
(Polysomnography; PSG), Pittsburgh Sleep Quality
Index (PSQID), Beck? & A% (Beck Depression

Table 2. Number of CBT Components

Inventory; BDD), el tist 9752 A7} g% &
% (Dysfunctional Beliefs and Attitudes about Sleep;
DBAS) & &3l AFd717} o] Fol Rtk

CBT &35 4k W7teT2E FadA7E 718
o] AHg-E o™, Edinger % (2008) 2] A5 A9
3kal F 10(90.9%) & Ag-ellA] A= SITE el
gist 97154 Ad 9 EE FHEe} v a5
(45.5%) 2] A-ollA 3l om, o] gk =3t
(Self—Efficacy Scale; SES)-& 43 (36.3%), PSQI&+
Insomnia Symptom Questionnaire (ISQ)7} 3%
(27.3%), Pre—sleep Arousal Scale (PSAS)2 2#H
(18.2%) 9] A7ellx] 242t ARgE|Glom, vpmA] 7k

j=ie)

2 B 13(9.1%) °] AT-ellA AREEITH(Table 3).

CBT component

n (%)

Stimulus control

11 (100.0%)

Sleep restriction

11 (100.0%)

Sleep hygiene

10 (90.9%)

Cognitive therapy

9 (81.8%)

Relaxation training

4 (36.3%)

Table 3. Classification of the Assessment Tools used to Measure Outcome

Measurement instruments

n (%)

Sleep diary or sleep log

10 (90.9%)

Dysfunctional Beliefs and Attitudes about Sleep (DBAS)

5 (45.5%)

Polysomnography (PSG)

Self—Efficacy Scale (SES)

4 (36.3%)

Pittsburgh Sleep Quality Index (PSQI)

3 (27.3%)

Insomnia Symptom Questionnaire (ISQ)

Pre—Sleep Arousal Scale (PSAS)

2 (18.2%)

Adverse Effects Questionnaire (AEQ)

Beck Depression Inventory (BDI)

Depression Anxiety Stress Scale (DASS)

Daytime Feeling and Functioning Scale (DFFS)

Glasgow Content of Thoughts Inventory (GCTI)

Insomnia Severity Index

1 (9.1%)

Pre—sleep arousal scale (PSAS)

Polysomnography (PSG)

Sleep Condition Indicator (SCI)

Sleep Disturbance Questionnaire (SDQ)

Sleep monitor

Actigraphy
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Table 4. Summary of Included Studies

Intervention Measurement Intervention PEDro
Study n e Results
Control instruments components score
Jacobs 63 _ijBT -Sleep diaries -It produced the greatest changes in sleep—onset latency and Stimulu Htrol
et al. (15/15/18/ .pCT -Sleep monitor SE, yielded the largest number of normal sleepers after Sl fuis iol tio
(2004) 15) -CBT+PCT treatment, and maintained therapeutic gains at long—term eep restriction
-Sleep hygiene 7
-PLA follow—up -Cognitive thera
-combined treatment provided no advantage over CBT alone, -Reigaxation trainri)y
whereas PCT produced only moderate improvements ne
Sivertsen, 46 _(_IE_B’I‘ ________ -PSG -Zopiclone did not differ from placebo. CBT improved their SE .Stimulus control
et al. (18/16/12) -PCT -Sleep diary  -CBT spent much more time in slow—wave sleep compared with .
. . . -Sleep restriction
(2006) -PLA those in other groups, and spent less time awake during the .
night -Sleep hygiene 7
s . .. +Cognitive t
-TST was similar in all 3 groups; at 6 months, patients receiving .Roigm lt‘i,en t:f;_igy
CBT had better SE using PSG than those taking zopiclone elaxatlo ne
Wu 71 -CBT -PSAS -The three active treatments were more effective than PLAat
et al. (19/17/18/ “.pcT " -DBAS the time the treatments were completed
(2006) 17) -CBT+PCT -PSQI -Subjective sleep—onset latency, sleep efficacy and TST were
.PLA better in the PCT group than in the CBT group.
-At the 3—month follow—up, subjective and objective sleep—
onset latency, sleep effi cacy and TST were better in the CBT .
. . -Stimulus control
group than in both the PCT and the Combined group .Sleep restriction
At the 8—month follow—up, the CBT group showed a steady P 6

comfortable sleep state, while the PCT and Combined groups
were gradually returning to the pre—treatment condition. The
Combined group showed a variable longterm effect

Pre—sleep arousal at nighttime, dysfunctional beliefs about sleep

as well as daytime functioning in the CBT group not only
improved, but was better than in the other active treatment
groups

-Sleep hygiene
-Cognitive therapy
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Table 4. Summary of Included Studies (Cont.)

Intervention Measurement Intervention PEDro
Study n — e . ReSUltS
Control instruments components score
Morin 78 -CBT -AEQ -The incidence of adverse effects was infrequent, as shown by
et al. (18/20/20/ ".pcT =~ -sleep diary  the low percentages of complaints reported by patients in the
(2003) 20) .CBT+PcT ‘PSG temazepam (7.8%), placebo (10.8%) and combination groups
.PLA (8.3%). The severity of adverse events was mild and decreased
over the course of treatment -Stimulus control
+The maximum dose was reached by 10 patients receiving -Sleep restriction 6
temazepam,14 placebo and 7 in the combined treatment -Cognitive therapy
-The average nightly dosage used was 20 mg for both the -Sleep hygiene
temazepam and placebo groups and 16 mg for the combined
condition
-Patients receiving temazepam plus CBT used less drugs, with
approximately the same incidence of adverse effects
Ritterband 45 -CBT -Interview -The Insomnia Severity Index significantly improved for CBT
et al. (22/23)  “.yait—list  -Sleep diary  but did not change for the CON -Stimulus control
(2009) control -Insomnia CBT maintained their gains at the 6—month follow—up -Sleep restriction 6
group Severity CBT also achieved significant decreases in WASO and increases -Sleep hygiene
(CON) Index in SE compared with the nonsignificant CON changes of WASO -Cognitive therapy
and SE
Edinger, 155 -CBT -PSG -CBT showed those with relatively high levels of unhelpful
Carney, & (98/23/34) _TM T -SES sleep—related beliefs(Type 1), than did those (Type 2)
Wohlgemuth -control -DBAS reporting less pronounced sleep—related beliefs -Stimulus control
(2008) group (sham -CBT(Type 1) patients had significantly less WASO than did -Sleep restriction
therapy or the Type 1 and 2 assigned to either PMR or CON -Cognitive therapy
wait—list) -CBT(Type 1) showed better performance across multiple -Relaxation training
(CON) subjective and objective benchmark of clinically significant

improvement, whereas the CBT treated type 2 did not
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Table 4. Summary of Included Studies (Cont.)

Intervention Measurement Intervention PEDro
Study n S, . Results
Control instruments components score
Harris 79 ‘ISR Sleep diary  -The active treatment groups (ISR, SCT, ISR+SCT) all resulted
et al., (19/20/20/ -Stimulus -Actigraphy in significant improvements in SOL and SE
(2012). 20) control -PSQI “WASO decreased significantly in the SCT and ISR+SCT groups
(SCT) -SES -TST increased significantly in the ISR and ISR+SCT treatment

-Stimulus control

_ISR+5CT  -DBAS groups -Sleep restriction 7
-Sleep -DFFS -ISR+SCT group resulted in consistently larger effect sizes of P .
. -Sleep hygiene
hygiene change than other treatments

-Treatment gains achieved at post—treatment in the active
treatment groups were largely maintained throughout follow—up
periods to 6 months

Espie 164 -CCBT -Sleep diary  +On the primary endpoint of SE, CCBT was associated with

et al. (65/55 .RT  -SCI sustained improvement at post—treatment relative to both TAU Stimulus control

(2012) /54) -TAU -DASS and IRT, and at 8 weeks relative to IRT and TAU Sleep restriction
-SDQ -Clinical benefits of CBT were evidenced by modest superiority Sleep hygiene -
-GCTI over TAU on daytime outcomes and by substantial improved

-Cognitive therapy

sleep—wake functioning on SCI . ..
‘Relaxation training

-Treatment gains of CBT were largely maintained during
follow—up

ACBT: Abbreviated Cognitive Behavioural Treatment, AEQ: Adverse Effects Questionnaire, BDI: Beck Depression Inventory, BTPC: Biblio—Therapy
and Phone Consultations, CBT: Cognitive Behavioral Therapy, CCBT: Computerised Cognitive Behavioral Therapy, DASS: Depression Anxiety Stress
Scale, DBAS: Dysfunctional Beliefs and Attitudes about Sleep, DFFS: Daytime Feeling and Functioning Scale, GCTI: Glasgow Content of Thoughts
Inventory, IRT: online Imagery Relief Therapy (placebo), ISQ: Insomnia Symptom Questionaire, ISR: Intensive Sleep Retraining, PCT:
Pharmacotherapy, PLA: Placebo Medication, PSAS: Pre—Sleep Arousal Scale, PMR: Progressive Muscle Relaxation training, PSG: polysomnography,
PSQI: Pittsburgh Sleep Quality Index, PT: Placebo Therapy quasi—desensitization group, SCI: Sleep Condition Indicator, SDQ: Sleep Disturbance
Questionnaire, SE: Sleep Efficiency, SES: Self—Efficacy Scale, SMC: Self—Monitoring Control, SOL: Sleep Onset Latency, TAU: Treatment as Usual,
TST: Total Sleep Time, TWT: Total Wake Time, WASO: Wake Time after Sleep Onset



SAATS 54 wige T2 T A (Total
Wake Time; TWT) @} % 4=HA)7H(Total Sleep Time;
TST), +HE &4 (Sleep Efficiency; SE), A3} 4
(Slow—Wave Sleep) 2] AIZFO.Z H7}E Sl

3. oz 48 1 Ix 21t
11H9

AT EUTY ¢8kE ke Sl A

AR S ZHE AlZH(sleep onset latency), $1W
Z+A 314/ A7 (number/duration of awaking after
sleep onset), 9 &8 (sleep efficiency), FH &
(sleep quality), =i thet Al 2 e (beliefs and
attitudes about sleep), 2F& 7+4 (medication reduction)
7} 3371E3AL, B el CBT7E =& ehstst
ol Zvgolehs A9E Bk o 5H) A
oA eFEA| R} fokFolua 7 Akt Jacobs,
Pace—Schott, Stickgold, & Otto, 2004; Morin,
Bastien, Brink, & Brown, 2003; Morin, Blais, &
Savard, 2002; Sivertsen, et al.,, 2006, Wu, Bao,
Zhang, Deng, & Long, 2006). °FEX] 5+ temazepam,
zolpidem, zopiclone®] 2+ AFEES o™ 4H ] A
oA oFEAERHE ARG 1 RTE CBT B4 CBTS}
SFEARE A A& IFIA FHESe] SAA L
2 FY3H =71kt 1 % Jacobs 5(2004) 8] A
 EREe ST AY 7 vl o] 271
7 o R HAFSIL, Wu 5(2006) 9] ATelHE
W14 E3he okEAlE el andelgon 371
T FHEs, T FHARE T - AR s
oA CBTZ&2 &7t fFolatA = s B3l
o}, Zel Morin $(2003) 2] A7-¢] A9 k=S

= 7relaL okettae] B¢ CBTSh AR5 $1
443 8ol 71 AnsoR veptony, a8
A% ek TN b vl e
g% 0|99 e 39| Ao BAA
S (Edinger et al., 2008; Edinger, Wohlgemuth,
Radtke, Marsh, & Quilian, 2001), -&2}e1 AAetg 3}
%5 (Espie et al., 2012), Y54 2 (Espie, et al.,
2012) 7} AHE 0t CBT 24 5 o] ¢k (Edinger

et al., 2008; Edinger et al., 2001), =AY (Edinger
& Sampson, 2003), A=A (Harris, Lack, Kemp,
Wright, & Boothzin, 2012) 7} &% SA = AH-H 3tk
1189 A4 5 54 Fo2 7P AA 389 247}
ojgkEdolglon o]gkEdo] txa?l Edinger &
(2008) &) AT-ollX= T34 - AFAA 2 dgelA
CBTIw°] artdolglont ¢-E7telxe olehE=dy
o] CBTZwX Y TAX =2 1 e Qi) 1 9] tf7]
AFEA Aets st 23] A7 A THEdinger
et al.,, 2008; Ritterband et al., 2009).

v, 0 &

¥

ok

B AT CBTY AAA 122 F3l S8
7 2 ZHE dotr A} sielvh 1 A A i
11389] B AqtollA FAlLel CBTE 57H4] 8.4
2714 o] 3e] Qavt E3tE o] ARgE oM T F Ak
SAS} A QA B Z3E ] QIink o] = A=
A} FAAAZE A BTl 7P A1 FA
Woleh= A Aol 2% A0 BRItk (Murtagh
& Greenwood, 1995).

A=EAIE CBT & 7P €] ARSEE a4on 1ol
SAR O R E ARG FAld =kt g AlE Al
FH2of| v 28k o}7h|u| (American Academy of
Sleep Medicine; AASM) ZHE| 7P G314 ¢1 At
Hoz FHHo] 2 A1 2tk (Morgenthaler
et al., 2006). Edinger &} Wohlgemuth (1999)+ 44
Ao & Bash A5 dyste] ®Haskgle
o, v)5 S opfu]E o] & v O R BT AR
A3E AEsto] AREEO ZM] FHAAIZE B X852
st BHARl xsaioletar BEltH(Chesson,
Coleman, Lee—Chiong, & Pancer, 2007). o]&]3F &
AE ASEA Y FHAlE FH2 139 1 A =9
<9 CBTell &7 AHgH Ao % AR HTh Harris et
al.(2012)> A9 g T/ ATTHEAAE AF

[ ol O ofy

geteix mel3)x] 20159 A23A A43 143



CBT7} 271 ZAlel digt 92, $4 24 #5< of#s
o2 AgaIrt A o Qlvks dE e 6
g SArgg oIt

TS Edinger 5(2008) 9] 75 Alglsta
10389] Aol 2= glom olghEde 4719 o]
E3HE ATk o] Hauri (1997)7F A58 213 3] o]
T TR A Bl AEH o2 ARgsl] o]

¢

= SR A 0= ARRIETE VA el 2o
= Rtk & A7 i T 9o Aol 23 IAA
B A el g w3t @AHR Vg B
A

Joties ok A, HZole AFEH JdAWE
A 5ol digt A7 s] o] Foix 1 ltH(Espie et
al., 2012; Ritterband et al., 2009).

ATt A3 CBT &3= S574sk7] fl8l 718 ol
AREE 1 FAYAE tdE QA 23w
7%, AFESE AAstL dAE At} §A A ES)
WA N BAES T8t Fshs AR ARt
FATHIAAR= & 1132 A7 5 59 ATrollA] AR
Holow ARA S4e sl A AR RIer) Frkst
3 ek ey ol A Bl aaSAS Ao Q)
g 0] 52 v|&¥ FApE F ek gake] 9ol
S AIRH, 33HA, ZAA1A o] i lekE whilo] gl

- RS B}
off] AT wiel Hols Ful +d HAAPIZI7L
1

=]

tha 2] CBTE &3= S54sh7] f18) 1189 A4 5
5H9] Aol A kEARS} fokFoliE Tl
H] w3kt (Jacobs et al., 2004; Morin et al., 2002;
Morin et al., 2003; Sivertsen et al., 2006, Wu et al.,
2006). ol2fet A= okad A RS ¥4 aaph vt
SR olE ETekal e BT #Abso] divt
£ 2= A9 QAbol H3kE7] wEo|tHGlass, Lanctot,
Hermann, Sproule, & Busto, 2005). AL ¢ ok=
A 0]9]8] thE X mrHr ol thgh Ato] AlghEm, v
ob=A] X mol thgk x| 2lo] F5ar] wiitel] e
BHE 57} = X5 HAF5E AR Yegt
(Montgomery & Dennis, 2004). SFEX8E ) Z 0
& RS 53 0] A7 A= it CBT 150] oF=
AF 23 e AR CBTE Hals J5Rt 9
AAAARY, FHES, T THARE SoA o & S

Hel 2107 YeRttt(Jacobs et al., 2004; Morin et
al., 2002; Morin et al., 2003; Sivertsen, et al., 2006;
Wu et al., 2006). %5t b8 T § FEA R I
M SA B3 27 FrleEo® 59U (Jacobs
et al, 2004) °FEX 5 15¥ CBTS} SFEA5E W
g TEelM 1 53 SA A dHE SF1Ede0] B
1EATHWu et al., 2006). o]2fgt Avh= WSS ¢
St CBT7} 1A Aahs g2 At e 244
2 B3l Ape] ul FAE ek Bk st

Y5 BRE APFORA T2 WS BEolunt

Oz

=

o 1 RiA
T A5 HAFr) & oks ool vidl] & i AY)E
=¥ £ Qlov AV a3t A &Ew Fago] A9
A= AoltH(Seo, 2003).

HOREA| S5 o ® g 739 BRI S (Edinger
et al., 2008; Edinger et al., 2001), <&}l AAFetg st
X & (Espie et al., 2012) & A3 Z2FA| K 15F°] 3
Ao At ATt 7 A3} CBT15°] A8
IR FHEE Y F FUHARE Sl o a3AQl
Z10 7 Yepkorm, 71 F Espie $(2012) & 2810l
S8 CBTY| a¥ks ASaisith CBT+ &l A|5717
S AL AR A 715 FaL FELA s
3 # sk Aol oi o AR ko ot
ko] ol Apale] 2wt FAIPY A Sk
npHrojof sh= 52 Al o] glrk o]l HellA] 22}
Q1 CBT7F /W= o, obA ¥l Fofj& 7 AP

-

AR SR ATF AEE L lsE < Sl

Qs CBTE] 57H4] 84 5 2714 o] 9
thaA CBTATE thdo2 sl whebr] 1139 <
TellA STl B CBTTOIlou 5714 247F 24
7} 23 Fsh 57t @et S CBTrolet sk
T Slek B kAR Aol 74 v
ohes AREEl] 1L Bt Slsithal Bk of el
o ik WA o) el A= 54 ofEo] AR
FA B v A CBTY) 84 E3 5UF A7E5S 1)
WA & Fet vk

& Qe EATel gt =ele] X PTH R A
FFE Nk, el AmAksol tidAke] S
whet A2 8GR s ke SAE Al
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1A B3Ik H CBT A7 A= J20% A%
A, 27F A= i, = A3kE S
°%2 AFHAE welw aAolg= Rt itk
(Morin, 2006; Morin, Beaulieu—Bonneau, LeBlanc,
& Savard, 2005; Ritterband et al., 2009). ©]23} %
A9] therst ZA1Z & Fgs= A wa 2o BAL)
ofgdole} & < Stk 53] B9 CBT FAell Q1o
=88 9J¥l (performance patterns) S =407 =gt
o zm AQQAsALY] Ags & Y F vk (Leland
et al, 2014). 12y} & A7= A 2SS e
£ 3 CBT o2 s U}okl Agks FAsh= 2
SAIA Agte] Q& < Slrk whebA &5 ZF gt
SHSE EHT SAlel tist A7) FaiEofof & Ao
o} &5k CBTE) A4S Hetabr] 913k 22kl CBT,
CBTE Ap7kedd 2203, A Aks] o] IFZ2 09
e sk g7t 9k

=22 =2

QB

4

A5 AP A A2 7 e 2l tie S
T shelth ool £ A= ¢ =

UABEARY] Hef T

Alet7] 21l AAA ﬂ%—% ‘6‘} o 1 At A A

B PEA A kAR, W
-

bF R E T o gypAloln] Bakgo] gl ok w9t v
W o g3 W A= =g glon avke] A A
Tkl 717 frAlEthE ARAe] iS5 H Sl ofelgh A
The M EUES e R CBTE A48k 7t
SollAl 83 27 =7 € Flo|tk
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Abstract

A Systematic Review of Cognitive Behavior Therapy
for Patients With Primary Insomnia

Kim, Won-Jin*, M.O.T., O.T., Chang, Moon-Young**, Ph.D., O.T.
“Dept. of Occupational Therapy, College of Health and Welfare, Kosin University

“Dept. of Occupational Therapy, College of Biomedical Science and Engineering, Inje University

Objective : The purpose of this study was to determine through a systematic review the effect of cognitive
behavioral therapy for persistent primary insomnia.

Methods : A search of six research databases (CINAHL, EBSCOhost, EMBASE, MEDLINE, Ovid, and PsycINFO)
yielded eleven studies that met selection criteria. Articles were reviewed by two reviewers assessed the quality
of the articles using PEDro scale. The average PEDro score of eleven studies was 6.3 points.

Results @ Stimulus control and sleep restriction were included in all studies. Among beneficial outcomes,
improvement of total wake time, total sleep time, sleep efficiency, and slow—wave sleep time were the most
frequently reported. Cognitive behavioral therapy is effective for treating insomnia when compared with
medications.

Conclusion : Cognitive behavior therapy was more effective than the other psychotherapy and pharmacotherapy
approaches relieving chronic primary insomnia in the studies. This evidence can be used to relive the primary

insomnia in a clinical setting.

Key words : Cognitive behavior therapy, Insomnia, Sleep, Systematic review
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