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Abstract

It is common inmental health care to ask about people’s days but comparatively rare to ask about
their nights. Most patients diagnosed with schizophrenia struggle at nighttime. The next-day
effects can include a worsening of psychotic experiences, affective disturbances, and inactivity,
which in turn affect the next night’s sleep. Objective and subjective cognitive abilities may be
affected too. Patients commonly experience a mix of sleep difficulties in a night and across a
week. These difficulties include trouble falling asleep, staying asleep, or sleeping at all; night-
mares and other awakenings; poor-quality sleep; oversleeping; tiredness; sleeping at the wrong
times; and problems establishing a regular sleep pattern. The patient group is also more
vulnerable to obstructive sleep apnea and restless legs syndrome. We describe in this article
how the complex presentation of non-respiratory sleep difficulties arises from variation across
five factors: timing, mental state, need for sleep, self-care, and environment. We set out
10 illustrative patterns of such difficulties experienced by patients with non-affective psychosis.
These sleep problems are eminently treatable with intensive psychological therapy delivered
over approximately eight sessions. We describe key techniques and their typical order of
implementation by presentation. Sleep problems are an important issue for patients. Giving
them the therapeutic attention patients often desire brings both real clinical benefits and
improves views of services. Treatment is also very likely to lessen psychotic experiences and
mood disturbances while improving daytime functioning and quality of life. Tackling sleep
difficulties can be a route toward the successful treatment of psychosis.

“It took a while to reset the sleeping pattern from crazy hours, nocturnal to a normal time. To shift the clock
back. There are techniques taught that I will never forget. Yeah, my sleep now is perfect. When my sleep
pattern changed over the period of three weeks, and I started to get eight hours solid, I would wake up feeling
a different person, like I haven’t felt in probably a few years. I felt really great and there was less worry, less
stress, less paranoia. It was lifting. Yeah, it makes a massive difference on feeling paranoid, if you have good
sleep and how your sleep pattern is.”

“I’ve had periods where I have heard voices at night when I was trying to get to sleep. So they would prevent
me from sleeping andmakemy insomnia, which I had anyway, it mademy insomnia quite a lot worse. It kind
of jolts you sometimes, I think, when I’mtrying to get to sleep. And I’ll hear a voice say something inmy head,
and it’s like a jolt.”

“So what was stopping me from sleeping was just the rumination, the thoughts of, you know, doom and
dread, you know, why people are doing, are doing, the things that they’ve done…You know, you’re starting to
feel unwell during the day because you haven’t had enough sleep. So for example, you know, you can start to
hallucinate.”

Introduction

Partway through the Better Sleep Trial (BEST) (Freeman et al., 2015) – the first randomized
controlled trial of a psychological sleep intervention for patients diagnosed with non-affective
psychosis – we decided to characterize the typical sleep presentations of the participants. From
the baseline assessment of the first 10 patients, we gathered the 7-day actigraphy data (from a
wearable device that detects movement) and the sleep diaries. The main entry criteria for
participants in the trial were simple: a diagnosis of non-affective psychosis, a current delusion
and/or hallucination, and a score on a self-report questionnaire indicating potential insomnia.
Yet, when we inspected the data, we found that none of those first 10 patients had the same sleep
difficulties; each experienced quite different problems. In this article, wewill provide a framework
to help explain why there might be such heterogeneity in sleep and circadian difficulties in
patients with psychosis. Yet, we will also characterize typical presentations and highlight key
treatment techniques for each to help those treating such sleep difficulties. Treating sleep
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problems has been a low priority in clinical services for psychosis,
but it is a high priority for many service attendees. This disjunct is
largely the result of a historical belief that sleep difficulties are a
consequence of psychosis. Our evidence, however, suggests that
sleep problems are in fact a likely contributory causal factor for
many difficulties experienced by people with psychosis. Hence,
treating sleep disturbances may be an important step for patients
to reduce psychotic experiences and associated difficulties. By
recognizing the importance sleep problems have for so many
patients, treatment may also increase satisfaction with services.

Sleep and psychosis

Rates of sleep disturbance in patients with non-affective psychosis
are clearly high (e.g., see Bagautdinova et al., 2023; Freeman, Taylor,
Molodynski, & Waite, 2019; Lunsford-Avery, LeBourgeois, Gupta,
& Mittal, 2015; Ma, Song, Xu, Tian, & Chang, 2018; Sheaves,
Onwumere, Keen, Stahl, & Kuipers, 2015; Waite, Sheaves, Isham,
Reeve, & Freeman, 2020). In a diagnostic interview study with
60 patients with early psychosis, 80% had a diagnosable sleep
disorder, half of which were rated as severe, with an average of
three disorders per person (Reeve, Sheaves, & Freeman, 2019). The
most common sleep disorders were insomnia and nightmares.
Likely at least partly due to side effects of antipsychotic medication,
higher rates of sleep apnoea, via weight gain, and restless legs
syndrome, via dopaminergic deficiency, are seen in patients with
psychosis (Kalucy, Grunstein, Lambert, &Glozier, 2013; Kang et al.,
2007; Weber et al., 2022; Winkelman, 2001). There is a separate
literature on sleep and bipolar disorder (see Harvey, 2008; Kaplan,
2020; Tonon et al., 2024).

It is also clear that higher levels of sleep difficulties are asso-
ciated with higher levels of psychotic experiences across noncli-
nical, ultra-high risk, and diagnosed populations (e.g., see Blanchard
et al., 2020a; Clarke et al., 2021; Freeman, Pugh, Vorontsova, &
Southgate, 2009, 2010; Koyanagi & Stickley, 2015; Lunsford-
Avery et al., 2015). Sleep problems predict the occurrence of
psychotic experiences (e.g., see Formica et al., 2024; Freeman
et al., 2012; Kammerer, Mehl, Ludwig, & Lincoln, 2021; Reeve,
Nickless, Sheaves, & Freeman, 2018; Sheaves et al., 2016; Wang
et al., 2023;Waters, Chiu, Atkinson, & Blom, 2018). A key route by
which insomnia influences psychotic experiences is negative
affect (e.g., see Bagrowska, Pionke-Ubych, Majchrowicz, &
Gawęda, 2022; Ballesio et al., 2022; Freeman et al., 2009; Freeman
et al., 2010; Kasanova, Hajdúk, Thewissen, & Myin-Germeys,
2020; Rehman, Gumley, & Biello, 2018; Scott, Rowse, & Webb,
2017). From our clinical experience, we believe that sleep disturb-
ances may be a causal contributory factor in the occurrence and
maintenance of psychotic experiences and therefore that treating
these disturbances should lessen the psychotic experiences
(Freeman et al., 2009; Myers, Startup, & Freeman, 2011). In a
randomized controlled trial of 3,755 university students with
insomnia, treating sleep difficulties significantly reduced
(nonclinical) paranoia and hallucinations (Freeman et al., 2017).
Psychotic experiences and insomnia share genetic and environ-
mental influences (Reed, Jones, Hemani, Zammit, & Davis, 2019;
Taylor, Gregory, Freeman, & Ronald, 2015) (i.e., they can both
arise from the same causes) and likely have a reciprocal relation-
ship in exacerbating each other. However, in our view, the pre-
dominant route is for sleep difficulties to contribute to the
occurrence of psychotic experiences.

Poorer quality of sleep in patients with psychosis is also associ-
ated with lower quality of life (Ritsner et al., 2004; Ong et al., 2020),

potentially poorer cognitive performance (Carruthers, Brunetti, &
Rossell, 2021; Kimhy et al., 2022), and poorer daily functioning
(Blanchard et al., 2020b; Stafford, Oduola, & Reeve, 2024). Some-
times, patients simply cannot get up in the morning to engage in
education or work. The implication is that treating sleep difficul-
ties could bring a wide range of other benefits for patients in
its wake.

Why are sleep presentations so varied?

“People that knew me would be like drive past my flat and the curtains are
shut in the day because I’msleeping. There’s a REM song, Day Sleeper. That
was me. And it’s not good because we need sunlight. We need people. We
need to see and talk to people. And if you’re awake at three or four in the
morning, it’s not a good place to be.”

“The night terrors, so when I’m in paranoia, when I’m in psychosis, I have
the night terrors every night. I try to avoid them, I try to do everything but I
can’t and usually I’m highly medicated but it still doesn’t stop the night
terrors and I’ll go to sleep and I wake up and I’m scared of opening my
eyes…I just wake up, the night terrors I just wake up screaming, I have these
certain scenarios that go on in my head.”

“When I was feeling most unsafe, my sleep was terrible. I would be, I would
struggle to get to sleep on a night. I’d struggle to stay asleep on a night, I’d
struggle to get up on a morning. So it just, it was just everything was wrong
with it basically.”

The great variation in human personality can be ascribed to the
multiple combinations possible across the five trait dimensions
(extraversion, agreeableness, conscientiousness, neuroticism, and
openness to experience) (Goldberg, 1990). An analogous case can
be made to explain the variety of sleep presentations in psychosis.
Drawing on the general factors that affect sleep (time spent awake
[homeostatic load], time of day [circadian rhythm], and level of
arousal) (Borbély, 1982; Riemann et al., 2022; Saper, Cano, &
Scammell, 2005), our heuristic analysis of non-respiratory sleep
problems focuses on variation across five sleep-relevant dimen-
sions. Those dimensions are timing, mental state, need for sleep,
self-care, and environment (see Table 1).Timing can vary bywhen a
person goes to bed, when they fall asleep, the length of undisturbed
sleep periods, when they wake up and when they get up, chron-
otype, age (phase delay in adolescence and phase advance in older
adulthood), the regularity of sleep andwake times, and the degree of
alignment to the day/night cycle. Mental state can vary, for
example, by the level of anxiety, worry, and rumination at night-
time, the presence of psychotic experiences such as paranoia and
hallucinations, the degree to which the person feels generally
defeated and hopeless, the occurrence of nightmares and similar
phenomena, experiences of pain, and the effect of medications. The
need for sleep is most typically affected by the level of activity,
employment demands, rest, and napping. Self-care pertains to the
intake of food, drinks, and other substances, and their timings. Last,
we also consider variations in the environment, including safety,
light, electronic devices, comfort, the social environment, and living
arrangements.

Successful treatment of sleep and circadian difficulties in
psychosis

“I found that if I’d spent the whole day not very active and hadn’t gone
anywhere I wouldn’t be able to sleep very well and unwind. But me
personally, I felt that if I had gone out on a bike ride or a bit of walking,
bit of jogging or a bit of gardening, then that helps you unwind in the
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evening. So if you’re struggling with sleep and it’s easy for me to say, but try
and be active in the day if you can and that will help in the evening. And I
also remember learning to, you need to unwind in the evening because
we’ve, we’ve had stimulation all day long. Um, and when you try and sleep,
you’re still stimulated. So try and have a routine in the evening where you de
wind and then go to bed.”

“Wedecided to do the 15-minute rule. If you’re not asleepwithin 15minutes
you get up, you come downstairs, you leave the bedroom alone. You don’t
watch the telly, you don’t do anything, you don’t go on your computer, you
don’t do anything that’s gonna rejig your head into thinking it’s get up time.
Anyway I used to do dot to dot or word searches…That took a long time
and I’m talking weeks not days I’m talking weeksmaybemonths. Now I can
go to sleep in 15 minutes.”

“Well, in terms of my sleeping at the minute, I’ve recovered quite a lot. I’m
able now to be able to, you know, go to sleep about one or two and have six
to seven hours. At my worst, I wasn’t sleeping at all. I was literally having to
take diazepam and sleeping pills, other sleeping pills, just to get about four
or five hours sleep because I was so convinced that my life was coming to
an end.”

Successful treatment of sleep problems means helping the
person achieve consolidated, restorative sleep at the correct stage
of the light–dark cycle. Short-term use of medication can have its
place (De Crescenzo et al., 2022), and for obstructive sleep apnea
continuous airway pressure devices may be needed (Giles et al.,
2022). However, for most sleep disturbances in patients with
psychosis, we recommend evidence-based psychological treat-
ment such as cognitive behavior therapy. This is in line with
guidance for the rest of the population (Baglioni et al., 2020;
Edinger et al., 2021; Espie, 2021; Morin et al., 2024; Palagini
et al., 2024; Riemann et al., 2017).

What should that treatment look like? Elsewhere we have
described 10 principles for the design and development of effective
psychological therapies for psychosis, such as our adapted sleep
treatment. These principles should be perceptible in delivery. They
are as follows: be respectful, be precise, target key mechanisms,
frame positive counter-weights, allow for complexity, build in
measurement, involve people with lived experience, build credibil-
ity, develop optimism, and plan for implementation (Freeman,
2024). The key mechanistic targets to improve sleep are those that
contribute to its regulation: sleep pressure, hyperarousal, and cir-
cadian rhythms. Sleep pressure is built up during the day; nighttime
hyperarousal is reduced; the bed is re-associated with sleep at the
correct time of the day; and a plan is put in place for nighttime
awakenings. The potential effects of the environment and self-care
on these targets is kept in mind.

Intervention, although relatively brief, needs to be of high
intensity for this patient group. Typically, we provide eight 1-h
individual sessions over 12 weeks. However, we supplement this
with between-session contact to help implement changes (e.g.,
telephone calls, textmessages, and emails).We also provide therapy
booklets. Home visits can be helpful to see the sleep environment.
The therapist, or an assistant, may go along with the person to help
initiate new activities. To ensure the intervention is working, the
patient is asked to keep a sleep diary during theweek and complete a
sleep questionnaire at every session. Therapists have weekly super-
vision, in which the formulation is agreed upon, implementation of
techniques discussed, and sleep diary and questionnaire scores
reviewed. The sleep difficulty must be rapidly, but accurately,
conceptualized so that time can be predominately spent on imple-
menting the techniques. Implementation of a technique is con-
ducted assiduously.

The core techniques comprise the following: setting an appro-
priate sleep window (with changes often implemented incremen-
tally), increasing daytime activity levels, developing an evening
wind-down routine and a morning rise-up routine, and stimulus
control (e.g., only using the bed and bedroom for sleeping, getting
out of bed if still awake 20–30 min after lights out, and stopping
daytime naps where appropriate). As part of this work, more
helpful circadian rhythms are re-established (e.g., using light as
an entraining agent and establishing regular meals and activities).
That is, circadian rhythms are considered in building up daytime
patterns of activities. Other techniques are used depending on the
specific presentation. These include nighttime strategies to deal
with psychotic experiences, imagery rehearsal for nightmares, pre-
paring for nighttime awakenings, sleep-facilitating behaviors (e.g.,
developing a suitable sleep environment and decreasing the use of
caffeinated drinks), implementation of worry periods, helping
patients not to use daytime sleep as a strategy to avoid voices
(often a source of hypersomnia), and methods to desensitize to
the bedroomwhen it has been associated with past trauma.Wemay
work with others (e.g., parents, bed partner, and care team) to

Table 1 Factors to consider when understanding a patient’s presentation of
sleep difficulties

Dimension Clinical questions

Timing When did the person get into bed?
When did they fall asleep?
How long did they fall asleep for?
Were there nighttime awakenings?
When did they wake up?
When did they get out of bed?
How much sleep did they get?
Is the sleep pattern consistent across a week?
What would be their sleep timings if they had good

quality sleep?

Mental state Are they anxious, worried, or ruminating in the evenings?
Do they have a wind-down routine?
Are they worried about their safety at night?
Are they experiencing hallucinations?
Is the person having nightmares or bad dreams?
Do they wake in the night feeling anxious?
Are there any other unusual night-time experiences?
Do they wake up gasping for breath? (potential sleep

apnea check)
Do they snore? (potential sleep apnoea check)
Are they in pain?
How is their motivation to get up for the day?
What medications are they taking?
Are they drowsy in the morning from medications?

Need for sleep Is the person active enough during the day to be tired at
night?

Are they getting natural light in the morning?
Are they napping during the day?
Are there demands fromwork or other activities affecting

their sleep?

Self-care What is the person drinking and when during the day?
Is the person having regular meals? When is the last meal

of the day and what is it?
Are they smoking, drinking alcohol, or using drugs?

Environment Does the person have a bedroom and a bed that they are
using?

Is the environment dark during the night?
Does the person feel safe in their home?
Is there anyone else at home?
Does the person play computer games or use other

devices at night?
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support the changes. We also work with prescribers and patients to
consider the effects of medication. Most commonly, this involves
finding the best time to take antipsychotic medications for sedation
so that they help sleep rather than produce daytime grogginess.
Cause and effect are unclear, but the severity of sleep difficulties
differ by antipsychotic medication (Cederlöf et al., 2024), with
stronger evidence that clozapine may lead to fewer insomnia symp-
toms (Miller, McEvoy, & McCall, 2023). Details of several of our
first sleep treatment adaptations are provided elsewhere (Sheaves
et al., 2018; Waite et al., 2016).

We have conducted case series evaluations of sleep interven-
tions for patients with current persecutory delusions (Myers et al.,
2011) and patients at ultra-high risk of psychosis (Bradley et al.,
2018). These have led to small randomized controlled trials for
people diagnosed with psychosis and current delusions and hal-
lucinations (BEST) (Freeman et al., 2015), patients at acute epi-
sode admitted to psychiatric hospital (OWLS) (Sheaves, Freeman,
et al., 2018), patients with current persecutory delusions and
nightmares (NITES) (Sheaves et al., 2019), and patients at ultra-
high risk of psychosis (SleepWell) (Waite et al., 2023). The pattern
of findings has been consistent. High-quality sleep intervention is
popular with patients, with high uptake rates. Moreover, every
evaluation has shown very large improvements in sleep. There is
evidence, too, of improvement in other outcomes such as paranoia
and psychological wellbeing. For example, in the SleepWell trial,
40 patients at ultra-high risk of psychosis were randomized to
receive sleep therapy plus usual care or usual care alone (Waite
et al., 2023). Compared to the usual care, the sleep intervention led
to a very large effect size reduction in insomnia at the end of the
treatment (Cohen’s d = 2.7), which was sustained at the 9-month
follow-up (Cohen’s d = 1.9). There were also improvements in
other outcomes such as anxiety, depression, and paranoia. Quali-
tative analyses support the positive outcome data from the clinical
trials (Waite, Evans, et al., 2016; Waite et al., 2018; Waite et al.,
submitted).

Interesting convergences reflect clinical realities. Clinical
researchers have also highlighted that most patients with sleep
problems present with multiple difficulties (Sarfan, Hilmoe,
Gumport, & Harvey, 2023). Harvey and colleagues (Harvey &
Buysse, 2017; Harvey & Sarfan, 2024) therefore developed a
protocol to treat many sleep problems across a range of mental
health disorders over up to 12 sessions. The four core modules are
as follows: establishing regular sleep–wake times with appropri-
ate routines, improving daytime functioning to increase energy,
challenging unhelpful beliefs about sleep, and planning how to
maintain new behaviors. Seven optional modules – such as
improving sleep efficiency and reducing time in bed – can be
used flexibly. In a clinical trial, 121 adults with serious mental
illness (defined as the presence for 12 months of at least one
significant mental health disorder) and sleep difficulties were
randomized to receive the transdiagnostic sleep intervention
plus usual care or usual care alone. Schizophrenia spectrum
disorders (49%), anxiety disorders (47%), substance-use dis-
orders (34%), andmajor depressive disorder (29%) were the most
common past or current diagnoses within the patient group
(in which comorbidity was common). The most common sleep
disorder was insomnia (82%). The average number of sleep
sessions attended was eight. Compared to the control group from
pre-treatment to post-treatment (9–14 weeks), the sleep inter-
vention produced a large reduction in sleep disturbance (Cohen’s
d = 1.0) that was maintained at 6 months (Cohen’s d = 0.8). A
range of other benefits were also seen, both in terms of improved

functioning and reduced psychiatric symptoms, including delu-
sions and hallucinations. These results reinforce our belief that,
when sufficient time is devoted to targeted sleep treatment, there
are real grounds for clinical optimism.

Ten typical presentations and their treatment

We have highlighted the great variety in the presentation of sleep
difficulties in patients with psychosis. However, in treating these
difficulties, it is helpful to be aware of common presentations and
how to tackle them. When we train therapists now, we highlight
10 non-respiratory sleep presentations. We set these out below and
highlight the key techniques often used. Nonetheless, an interven-
tionwill always follow an assessment to identify themost important
factors for the individual. Furthermore, patients may also have
several of these sleep types, which requires a decision – drawing
on knowledge of the key sleep mechanisms – about the initial focus
likely to lead to the most change. Typically, there needs to be
persistence with implementation of the core sleep techniques,
before any significant work on psychotic experiences, since the
benefits may take a few weeks to become fully apparent.

Type 1: Going to bed early and not sleeping.Many patients head
to bed early in the evening and this is understandable: they may not
have much else to do, the bed can seem a place of comfort, and a
habit has been formed. Going to bed earlymay also seem to offer the
best chance of catching up on sleep. However, the best quality sleep
generally occurs later in the evening, when tiredness has built up
from a busy day. Going to bed early tends to lead to worry and
rumination in bed, and potentially greater focus on hallucinatory
experiences. The key treatment steps are adopting a later bedtime
and finding things to do in the evening before starting a wind-down
routine. It may be necessary to learn to associate bed with sleep by
using the 20–30 min rule of getting out of bed if not sleeping
(stimulus control) (Bootzin, 1972). This will all work better if the
person implements a morning rise-up routine and is busier during
the day. Strategies to shift attention away from hallucinations (such
as voices) when in bed may be necessary.

Type 2: Going to bed in the early hours. Some patients do not
think about going to sleep until the early hours of the morning.
They might be on their phones or laptops, they might be playing
games or working on projects, pottering around the house, or
simply thinking. The day has not been put to rest. Sleep quality is
often poor and the personmay struggle to get up to do things during
the day. Attendance at school, college, work, or appointments can
be affected, as the person is out of step with the world. To develop a
better sleep pattern, we often start with a consistent sleep schedule.
This means getting to sleep and getting up at the same time every
day for a week or two. To do that, we need to find the times that will
be achievable for the person most days of the week. Once a regular
sleep pattern has been put in place, we gradually move the getting
up time earlier. Typically, we aim for a shift of half an hour over the
course of a week. This change is supported by developing a really
good rise-up routine. The person will eventually feel more tired
earlier in the night and hence fall asleep earlier. Shifting a sleep
pattern by 2–3 h will take several weeks.

Type 3: Going to bed at around 10 pm–12 am and lying in bed for
an hour or two not sleeping. This is an intermediate presentation
between the extremes of the first two types. Our therapeutic focus is
the lying in bed, during which the person may be beset by worries,
hallucinations, and frustration. The key step is to push back bed-
time by an hour or two to reduce the time spent in bed without
sleeping. The 20–30min rule will probably be necessary to associate
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bed with sleeping. Developing a wind-down routine so that the
person feels calm and relaxed before going to bed is also very
helpful.

Type 4: Chopping and changing sleep times: an inconsistent sleep
pattern. Sleep is more likely to come with a regular, predictable
rhythm. Going to bed at the right time and the same time each night
– and getting up at the right time and the same time eachmorning –
is the foundation for training the body to sleep well. When this is
absent, the first step is to identify what is currently happening by
means of a sleep diary (Carney et al., 2012). It can also indicate
when sleep ismost likely to come in a good block. The next step is to
set a sleep window – regular times to go to bed and get up. This
windowmust be in sync with the day and night (in other words, the
person needs to be awake and active in the day and get their sleep at
night). It also needs to be of a length that matches how much a
person typically sleeps. The way to help sleep happen in that
window of opportunity is via the use of wind-down and rise-up
routines and stimulus control techniques.

Type 5: Little difference in activity between night and day.
Sometimes patients are simply getting little pockets of sleep
through the day and the night. It might sometimes be on the sofa,
in a comfortable chair, or on the bed. Between these times, they are
often pottering around the house or watching television. They may
sleep during the day to avoid voices or be active at night to avoid
other people. There is little variation between what the person does
at night and during the day – whether that be activity or sleep.
When the person does sleep, the quality is poorer because the best
sleep is consolidated at nighttime. Therefore, treatment needs to
ensure that days and nights are different. The day must contain
activities to help build up tiredness. That way, when the person does
go to bed at nighttime, they are ready to sleep. If possible, naps are
cut out or shortened (often by scheduling activity). Good anchors
for the day – such as a rise-up time, meal times, key activities, and a
wind-down routine – should be put in place.

Type 6: Sleeping over 9 or 10 h a night and not feeling refreshed.
Excessive sleepiness or hypersomnia occurs in a significant minor-
ity of patients with psychosis (Reeve, Sheaves, & Freeman, 2021).
Oversleeping is not healthy; moreover, it may do nothing to lessen
feelings of tiredness, fatigue, or sleepiness. Dreams and nightmares
are more likely. It can also prevent people from doing daytime
activities. There are two interconnected parts to limit oversleeping
and to feel less tired. A good amount of sleep is 7–9 h a night.
Therefore, it is best to shorten the period of sleep, at least by an hour
or two. This can be done in steps over a period of weeks. A realistic
time to get up each day needs to be set and then implemented. Once
a regular getting up time is achieved, it can be gradually pushed
earlier, typically by half an hour at a time, established over days.
Crucially, we need people to get up and be active during the day,
irrespective of how tired and groggy theymay feel at first.We need a
strong rise-up routine and a good reason to get up. Therapy
becomes focused on daytime activity.

Type 7: Nightmares. Bad dreams can make people fearful of
going to sleep and, when sleep does eventually come, disturb that
rest. First, we want to reduce the chances of having a nightmare in
the first place. This means bringing calmness to the evening and
taking steps to maximize the chances of good-quality sleep, such as
a busy day, a good wind-down routine, and healthy food and drink
intake. Second, we can also work directly on the dream content to
take the sting out of it. This is called imagery rehearsal therapy
(Krakow, Kellner, Pathak, & Lambert, 1995; Sheaves et al., 2019). It
involves exploring, developing, and practicing new ways of finish-
ing the storyline of the dream. By spending time gently going over

the nightmare and finding new paths that the story can go down, it
is possible to change the dream and/or the reaction to it. Two other
factors should be kept inmind. Dreams aremore likely if a person is
oversleeping, so this may need addressing (see Type 6). Certain
medications can alsomake nightmares more likely, so a medication
review may be helpful.

Type 8: Frequent night waking. This concerns waking up in the
night anxiously. Perhaps the person fears that someone is in the
roomor trying to get in. Perhaps they have beenwoken by a noise or
a bad dream. Getting back to sleep after this kind of interruption
can be tricky. Sleep becomes fragmented. The quality of the night’s
rest is poorer. There are two methods to dial down the impact of
these nighttime wakings. (Waking up for other reasons, such as
needing to go to the bathroom, requires other solutions.) First, we
want to reduce the chances of waking up in the first place. This
means stacking the odds in favor of good-quality sleep: for example,
by ensuring the day is busy so sleep pressure is high, cutting down
on caffeinated drinks so the body is less alert; setting up the
bedroom to minimize environmental reasons to wake up, building
a firm foundation of calmness in the evening, and having a sleep
window of the right length and timing. Second, a better response is
needed when the person does wake up. In particular, we aim to
de-catastrophe the waking and its associated fears. This can mean
working on responses to paranoid fears or hallucinations. It can be
helpful to have a card close by to remind the person that they are
okay and it will pass or to plan a relaxation exercise. It might be that
a limit is set on any time spent checking.

Type 9: Psychotic experiences in the evening that delay sleep onset.
Some people find it hard to go to sleep because they hear or smell, or
feel frightening or distracting things. They may also feel very
vulnerable to harm from others. It can even feel as though sleep
is risky. As a result, the person is on edge and wants to protect
themselves, which is not conducive to sleep. There are two key
messages that we convey to patients. First, that however much a
personmaywant to be on guard, sleep is inevitable. It is not possible
to stay awake all the time. Second, the person knows that sometimes
they have relaxed their guard, slept, and have been safe. Therefore, it
may be best to try to sleep as well as possible, to be in a better
position to deal with the fears. We want to make sure that proper
tiredness can come via a busy day, a wind-down routine, and going
to bed and getting up at the right times. Hence, if a person is going
to bed too early (Type 1), leading to a greater focus on the psychotic
experiences, then we would likely address that issue first. We also
want to try different ways of dealing with the fears and frightening
or distracting, or angering experiences at night. We work with
people to imagine different ways of reacting to fears and sensations
at nighttime, assess the pros and cons of each way of reacting,
choose the best options, and try them out to see which works best.
The best techniques enable a person not to engage with the fears or
sensations but instead to let them go and refocus attention else-
where.

Type 10: Days of very limited sleep (2–3 h per night or less) with
periods of catch-up sleep. A few patients sometimes have only very
small amounts of sleep at night because the world feels so fright-
ening. Sometimes they do not sleep at all. Nights are spent pacing,
checking, worrying, and ruminating. The person can feel very
vulnerable and like they could be harmed at any moment. There
can be racing thoughts and intense energy. This is followed by a
period of crashing and a long catch-up of sleep. It is an exhausting
pattern and the quality of sleep is often poor. We emphasize to
patients that, although one can be on guard for a few nights, it is
impossible to keep that up indefinitely. The guard needs to come
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down sometimes. The best approach is to do that each night for a
period of time so that quality sleep can occur. This will help the
person cope with their fears the rest of the time. We seek to set an
amount of sleep each night and work to make that feel as safe as
possible. We develop a plan to deal with fears earlier in the evening
and put in place a thorough evening wind-down routine.

Going forward

Interest in sleep and psychosis has started to accelerate in recent
years. Several obvious and achievable steps can be taken for patient
benefit. However, surprisingly, few evaluations of the effects of
sleep treatment for patients diagnosed with psychosis have taken
place. This needs to change. We would stress that sleep interven-
tions must be of a suitable length and intensity. We are currently
engaged in Sleeping Better (ISRCTN71800376), two linked multi-
center trials testing our sleep intervention for patients with diag-
nosed non-affective psychosis and patients at ultra-high risk of
psychosis.We also recommend a research strategy of using session-
by-session outcome data to identify typical treatment trajectories
and their potential predictors, and to use that learning to improve
treatment (Jenner et al., 2024). For all this work, it would be
extremely worthwhile to develop – with people with lived experi-
ence – better measures of subjective sleep experiences. Current
treatment approaches have excellent effects. However, further
foundational work may bring even better treatments. A greater
understanding of the causes of sleep difficulties for people with
psychosis would be valuable, built on qualitative and quantitative
methodologies, and linked to different profiles of sleep presenta-
tions. There may also be considerable merit in learning how to
obtain quality sleep by linkage of the understanding of treatment
techniques to sleep architecture. We see a future in which clinical
services include routine assessment of sleep difficulties for patients
with psychosis and provide sleep interventions as a key step in
initial treatment plans.
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