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Wake Up Oncologists! It’s Time to Help
Our Patients With Insomnia
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Insomnia is among the most prevalent and debilitating problems faced by cancer
survivors, affecting 30% to 60% of adults diagnosedwith cancer.1 Having insomnia

places patients with cancer at greater risk of impaired mental health (ie, major
depression, generalized anxiety) and physical health (ie, fatigue, poorer immune
functioning).2 The NCCN Clinical Practice Guidelines in Oncology (NCCN Guide-
lines) for Survivorship recommend routine screening for sleep difficulties among all
patients.3 These guidelines propose 3 brief questions for assessing sleep, suggest
evaluation of contributing factors (eg, comorbidity, medications, shift work), and
identify multiple options for evidence-based therapy. However, unlike disease
management guidelines, there is little evidence that these recommendations for
insomnia are embraced in practice. It is past time for oncology clinicians to wake up
to the scope of this problem, the ease of screening, and the availability of effective
options to treat insomnia among our patients.

Although a growing body of literature has demonstrated the high prevalence
and impact of insomnia among patients with cancer, insomnia is a not a focus of
oncology training and it is not consistently addressed in practice. In this context,
Harrold et al4 investigated the prevalence of sleep disturbance in a large sample of
patients with varying cancer types presenting for routine care at a hospital-based
oncology clinic in Ireland, reporting their findings elsewhere in this issue. They found
that nearly two-thirds of cancer survivors experienced sleep disturbance, and an
alarming 1 in 3 met criteria for insomnia syndrome. In addition to serving as a call to
action for Ireland’s oncology clinics, these high prevalence rates are similar to es-
timates among cancer survivors in the Unites States and support the recognition of
sleep disturbance as a universal issue. Undoubtedly, in the time since these data were
collected, additional stressors experienced by cancer survivors during the COVID-19
global pandemic have only exacerbated high rates of sleep disturbance. This report
also identifies factors associated with a greater likelihood of insomnia (eg, breast
cancer history, age,65 years, use of alcohol as a sleep aid), although some clinically
meaningful details were notably absent (eg, insomnia duration of 1 month vs 3
months, cancer staging, more granular age strata below 65 years). Collectively, the
findings by Harrold et al4 underscore the critical need for routine implementation
of insomnia screening and greater access to evidence-based insomnia treatment
within cancer clinics globally.

So, what is getting in the way of routine insomnia screening? Perhaps oncology
practice has not recognized the strong evidence base supporting behavioral
medicine and other nonpharmacologic approaches to address this common
problem. Only approximately half (56%) of US cancer centers report any systematic
screening for insomnia, amongwhich only 1 in every 4 patients is screened.5 Similarly,
Harrold et al4 found that only 1 in 3 (34%) cancer survivors in Ireland recalled being
asked about sleep during a cancer-related clinical encounter. One of the major
challenges may be a misperception that a specialist is required to identify sleep
problems and offer treatment referrals. Among 25 NCCN Member Institutions
surveyed regarding management of insomnia, most (72%) identified lack of
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specialists as a chief barrier to addressing insomnia.5 Although a specialist may be
required for diagnosing certain conditions (eg, obstructive sleep apnea), the NCCN
Guidelines make it clear that oncology clinicians should at a minimum assess the
presence of sleep difficulties. Patients may be hesitant to bring up sleep difficulties
unless prompted, and therefore oncology clinicians need to be proactive about
assessing sleep. To make this easy, NCCN Guidelines3 include 3 simple questions to
ask patients at regular intervals (Table 1) as well as a decision tree to guide man-
agement, including referrals as appropriate.

If successful, increased screening by oncology clinicians will result in identifying
more patients who stand to benefit from gold standard treatments for insomnia.
Oncology clinicians may not be aware that cognitive behavioral therapy for insomnia
(CBT-I) is highly efficacious for treating insomnia among cancer survivors and is
recommended by the American College of Physicians as the first-line treatment.6

CBT-I teaches skills for sleep hygiene, stimulus control, modifying sleep dep-
rivation (eg, sleep restriction), reframing unhelpful beliefs about sleep, and
promoting relaxation. Compared with pharmacotherapy, the effects of CBT-I are
more durable, because patients learn skills to address current and future in-
somnia episodes. Among adults with cancer and insomnia, CBT-I improves sleep
outcomes, with moderate-to-large clinical improvements after 4 to 10 sessions
that typically persist for a year or longer.7 For all its benefits, CBT-I can be a
demanding treatment. Patients may be instructed to adhere to (structured) acute
sleep deprivation, adjust longstanding bedtime behaviors such as nighttime
eating, and confront maladaptive beliefs about sleep. To buffer against high
rates of attrition from CBT-I, clinicians typically offer patient-centered modifi-
cations tailored to patients’ preferences, the severity of insomnia symptoms, and
specific insomnia-perpetuating factors (eg, late effects of cancer treatment af-
fecting sleep).

There remain critical questions about how to make evidence-based, non-
pharmacologic interventions more accessible. CBT-I is traditionally delivered in-
person, which is not feasible for many patients with cancer, particularly given social
distancing requirements due to the present COVID-19 global pandemic. For patients
with cancer, barriers to CBT-I include time limitations, travel, and illness burden
constraints. Access and delivery can be made easier through use of innovative
methods, several of which are highlighted in the report by Harrold et al,4 chiefly
asynchronous options for remote delivery by telephone, videoconferencing, web-
site, and smartphone apps. Many of those formats have been proven to be effi-
cacious in studies of adults affected by cancer8 and have comparable effects on sleep
outcomes.7,8 However, patients with cancer may be less engaged in treatment
through remote delivery that does not include real-time reinforcement from a CBT-I
trained therapist. Synchronous telehealth delivery of CBT-I offers the psychological
benefits of face-to-face, real-time communication while addressing common
physical and logistical barriers to delivering in-person CBT-I in routine clinical on-
cology practice. In the United States, Medicaid has approved telemedicine re-
imbursement in 48 states,9 a critical reform that can make it feasible for cancer
centers to hire CBT-I therapists to provide synchronous, remotely delivered insomnia

Table 1. Three Questions to Screen for Sleep Problems in All Patients
With Cancer3

1. Are you having problems falling asleep, staying asleep, or waking up too early?

2. Are you experiencing excessive sleepiness (ie, sleepiness or falling asleep in inappropriate situations
or sleeping more during a 24-hour period than in the past)?

3. Have you been told that you snore frequently or that you stop breathing during sleep?
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treatment to patients. Finally, oncology clinicians should as-
sess patients’ preferences for other evidence-based, non-
pharmacological insomnia treatments (eg, acupuncture, yoga,
physical activity) and offer referrals to trained providers in their
cancer center or surrounding community.10,11

The impact of insomnia can be subtle, and the con-
dition is also common in the general population; thus,
oncologists may not address this problem with the same
diligence applied to other aspects of cancer care. We look
forward to clinical oncology recognizing the needs and
preferences of cancer survivors with regard to insomnia
treatment. The findings reported by Harrold et al4 under-
score the near-ubiquity of sleep disturbance among pa-
tients with cancer and, importantly, their interest in
accessing insomnia treatment. The question for us in clinic
tomorrow is not whether many of our patients are getting
poor sleep and want help, but rather when are we going to
start asking about this issue and trying to address it. Ulti-
mately, the NCCN Guidelines for sleep screening are only
as good as our education of clinicians and implementation
in practice. We implore clinical teams to consider these
guidelines as a primary obligation, on par with appropriate
management of the cancer.

To this end, methods to facilitate dissemination and in-
tervention are of paramount importance. The need to im-
plement routine screening and treatment of sleep difficulties

in patients with cancer is clear. In addition to the delivery
methods discussed earlier, stepped-care approaches could also
be considered, whereby patients are offered asynchronous
content (such as a prerecorded educational video) or a group
educational session, followed by reassessment and triage to
more intensive intervention and follow-up clinical visits as
needed. In this regard, we commend Harrold et al4 on their
plans to develop an educational pamphlet for patients.We trust
that this will address sleep hygiene, suggest options for ther-
apy, and encourage patients to advocate for attention to their
insomnia at their oncology visits. Acknowledging the chal-
lenges to screening uptake within cancer centers, a similar
pamphlet for oncology clinicians is likely needed as well. To-
gether with support from their institutions, oncology clinicians
and supportive care providers are well positioned to implement
NCCN Guidelines on sleep assessment and treatment. There
has never been a more critical time to help our patients get
the rest they so badly need.
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