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Abstract

Background: Since people with nightmares rarely seek help, low-threshold
interventions and self-help methods are needed. Among different treatment
approaches for nightmares, imagery rehearsal therapy (IRT) is the method of choice.
Objective: In the current study, the authors tested whether IRT is also effective when
applied in a short version, within the scope of a single session of telephone counseling.
Methods: The nightmare frequency and nightmare distress of 28 participants was
investigated before and 8 weeks after one session of telephone counseling. The 30-
minute session included information on nightmare etiology as well as a short version
of IRT. The session was followed by an 8-week period of self-practice. Participants were
either part of a student group or part of a group of patients from a sleep laboratory.
Within-group and between-group differences were assessed. There was no control
group.
Results: The intervention significantly reduced nightmare frequency and nightmare
distress in the total sample and in both samples individually analyzed. Effect sizes were
very high compared to those of waiting-list control groups of similar studies.
Conclusion:We were able to show that a one-session intervention can be enough to
achieve significant relief from nightmares. As nightmares are underdiagnosed and
undertreated, this approach might help to provide a low-threshold intervention for
nightmare sufferers.
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About 3 to 8% of the population ex-
perience frequent nightmares, typically
defined as one or more nightmares per
week [1]. The International Classifica-
tion of Sleep Disorders (version 3; ICSD-
3) defines nightmares as extended and
extremely dysphoric dreams that are well
remembered and contain life-threatening
events or threats to security and/or phys-
ical integrity [2]. Nightmares are differen-
tiated into posttraumatic and idiopathic
nightmares. Posttraumatic nightmares
refer to traumatic events and are typically
a symptom of posttraumatic stress disor-
der (PTSD) [3]. In the etiology of idiopathic
nightmares (not related to specific trau-

matic events), a disposition–stress model
is commonly used [4]. The tendency to
experience nightmares can be heightened
by genetic dispositions [5] as well as by
the personality traits thin boundaries [6]
and neuroticism [7]. Besides stress [8],
several classes of medication can trigger
nightmares, e.g., antidepressants, hyp-
notics, benzodiazepines, and dopamine
agonists [9].

Several studies have indicated that
nightmares are highly underdiagnosed
and undertreated [10, 11]. Only 11.1 up
to 37.8% of the participants who expe-
rience clinically significant nightmares
reported having sought professional help
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Fig. 18 Flowchart displayingparticipants anddropouts (reasons inbrackets). Twoparticipantsof the
sleep labgroup felt uncomfortable talkingaboutprivate topicson thephoneand thereforedecided to
cease participation

[10–13]. However, previous studies in-
dicated that when directly offered help,
15.5 up to 46.8% of people with fre-
quent nightmares (once a week or more
often) expressed their interest in tele-
phone counseling covering information

Abbreviations

CPAP Continuous positive airway pressure
ICSD-3 International Classification of Sleep

Disorders—version 3
IRT Imagery rehearsal therapy
OSA Obstructive sleep apnea
PTSD Posttraumatic stress disorder

on the etiology and treatment of night-
mares [13, 14]. Therefore, low-threshold
interventions are urgently needed.

Among treatments for nightmares,
which include pharmacological and psy-
chotherapeutic approaches, imagery re-
hearsal therapy (IRT) is themost frequently
recommended technique [15], because
it is supported by the best empirical
evidence [16, 17]. In IRT, the course of
a nightmare is rescripted, i.e., a dream
report is rewritten into a pleasant dream
during wakefulness [18]. Subsequently,

the rewritten dream is visualized daily for
5–10 min for 2 weeks.

IRT has been delivered in various
lengths, ranging from single sessions [19]
to four [18] or eight therapy sessions
[20]. Besides face-to-face interventions,
modern formats also exist, e.g., internet-
based IRT has yielded positive results [21].
In a very recent study, a self-help format
combined with telephone support also
led to significant nightmare reduction
[22].

The present study investigates the ef-
fect of a single session of IRT-based tele-
phonecounselingonnightmare frequency
andnightmaredistress inparticipantswho
suffer from nightmares. The authors hy-
pothesized that one telephone session fol-
lowedby self-practicewould reducenight-
mare frequency and nightmare distress.

Methods

Recruitment

Participants were recruited in the sleep
center of the Theresienkrankenhaus,
Mannheim, Germany, and at Osnabrück
University, Germany. These two groups
(sleep lab group and university group)
were screened differently: participants
from the sleep lab group were examined
with a nightmare questionnaire about
nightmare frequency, distress, and topics,
which was developed in a previous study
by Schredl, Dehmlow, and Schmitt [13].
In that questionnaire, the participants
were offered telephone counseling which
would cover possible causes and a treat-
ment option (“Within a study we have
the possibility to offer you, if you wish,
a telephone consultation [about 30min]
on the most important facts concerning
nightmares. The presented technique is
very easy to apply and very effective. In
short, it is about inventing a new dream
ending while awake and practicing it in
the imagination. Are you interested in
using this offer for yourself?”). If the par-
ticipants declared interest in taking part,
they were contacted via telephone. Par-
ticipants of the university group were
recruited via email lists. Participants who
responded and declared interest were
contacted via telephone. We did not
provide a definition of nightmares to
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Table 1 Pre–post changes in nightmare frequency
Changes in nightmare frequency from baseline to
retest

Sample

Decreased Unchanged Increased

Mean±SD of
baseline night-
mare frequency

Mean± SD
base-
line–retest
difference

Wilcoxon
signed-rank
test

Effect
size (Co-
hen’s d)

Sleep lab group
(n= 13)

10 3 0 6.69± 0.95 –2.46± 1.90 p= 0.002
Z= –2.82

d= 2.51

University group
(n= 15)

8 5 2 7.13± 0.99 –0.93± 1.58 p= 0.016
Z= –2.14

d= 1.33

Total
(n= 28)

18 8 2 6.93± 0.98 –1.64± 1.87 p< 0.001
Z= –3.65

d= 1.91

Mean difference displays by howmany categories the group improved on average regarding nightmare frequency on an eight-point scale
SD standard deviation

Table 2 Nightmare distress before and after the intervention
Nightmare distressTime Sample

None Little Moderate Strong Very strong

Sleep lab group
(n= 13)

2 6 2 0 3

University group
(n= 15)

0 4 10 1 0

Baseline

Total
(n= 28)

2 10 12 1 3

Sleep lab group
(n= 13)

8 3 1 1 0

University group
(n= 14)

2 8 3 0 1

8 weeks
later

Total
(n= 27)

10 11 4 1 1

One participant gave no answer at the retest

persons interested in the study and no
diagnostic criterion was applied. There
were no exclusion criteria, in order to
allow everyone who was interested in
consulting to also participate, regardless
of how often their nightmares occurred.
Thus, the only inclusion criterion was that
people were interested in getting help for
their nightmares.

Participants

A total of 41 participants were eligible for
the study, of whom five could not be con-
tacted. The remaining 36 individuals were
included in the study. Eight participants
dropped out during the study, which re-
sulted in a dropout rate of 22.2%. For
dropout reasons, see . Fig. 1.

In total, 28 participants completed the
study. The sleep lab group consisted of
13 participants (8 males, 5 females, mean
age 58.5± 11.9 years). The current sleep
lab sample is part of a bigger sample
of another study [23]. Comorbidities are

known for the sleep lab group: all par-
ticipants from this group were diagnosed
with sleep-related breathing disorders
and—if necessary—received treatment
accordingly (continuous positive airway
pressure, CPAP; initiation 3–4 months
prior to the nightmare counseling); other
comorbidities mainly included diabetes,
hypertension, thyroid diseases, heart dis-
eases, asthma, lung diseases, and mental
disorders (which were not included in the
analysis as the interest lay in the results
of the pre–post test and the sample of
13 participants was too small to inves-
tigate the influence of comorbidities on
therapeutic success). No information was
available regarding the type of nightmares
(posttraumatic or idiopathic), but it was
known that none of the participants had
a comorbid posttraumatic stress disorder.

The university group consisted of
15 participants (2 males, 13 females,
mean age 27.3± 6.2 years). No informa-
tion regarding comorbidities or the type of

nightmares (posttraumatic or idiopathic)
was available for the university sample.

The studywas approved by Ethics Com-
mittee II at Heidelberg University (Medi-
cal Faculty Mannheim). All participants
signed informed consent.

Procedure

Counseling call
The 28 participants received two tele-
phone calls 8 weeks apart. In the first
call (counseling call, roughly 30min),
nightmare frequency was assessed using
an eight-point scale (1= never, 2= less
than once a year, 3= about once a year,
4= about 2–4 times a year, 5= about once
amonth, 6= 2–3 times amonth, 7= about
once a week, or 8= several times a week).
The retest reliability (4-week interval)
of this scale was high (r= 0.75) [24].
Nightmare distress was assessed using
a five-point scale (1= no distress, 2= a lit-
tle, 3=moderate, 4= strong, or 5= very
strong distress). The retest reliability of
the scale (2-week interval) was r= 0.673
[25]. We also asked which themes were
most prevalent and whether participants
had ever done anything about their night-
mares. The questions were followed by
psychoeducation about nightmare eti-
ology and an introduction to the basic
principles of IRT. The execution of IRT
included reporting a nightmare and re-
scripting its content. The rescription of the
nightmare was performed interactively:
participants were asked to find a possibil-
ity to change the dream script (“Can you
think of anything you could do in that
situation?”). If the participant’s idea in-
cluded avoidance behavior (e.g., running
away in the dream scene), the participant
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Fig. 28Nightmare frequency before and after the intervention.Every line represents one subject
unless stateddifferently.Thicker lines representmore participants. Sleep lab group:n= 13, university
group: n= 15

was asked to think about an alternative,
because active solution-oriented behavior,
such as asking for help, is useful [26]. If
the participant had no idea, the counselor
made suggestions and an active solution
strategy was developed together. Finally,
the participants were advised to practice
each day for 2 weeks, always with the
same dream as had been rescripted during
the telephone session. Additionally, but
voluntarily, for the remaining 6 weeks,
participants could continue with rescript-
ing more nightmares and practicing in
the same way as in the first 2 weeks of the
self-practice phase. Practicing with the
first dream for 2 weeks was mandatory,
while continuing to practicewas voluntary
(“After 2 weeks you can use the same ex-
ercise with another dream and continue
with another dream every 2 weeks until
we talk again”). The participants were of-
fered the opportunity to call the counselor
during the 8-week interval between the
two telephone conversations if additional
advice was desired.

Retest telephone call
During the second call, the participants
were asked about their nightmare fre-
quency and nightmare distress again, us-
ing the same scales as in the first call. It
wasalsoassessedhowtheparticipantsper-
ceived the IRT technique (“Whatwereyour
experienceswith the technique?”), and, if
necessary, what difficulties they were fac-
ing. They were also asked how, how often,
and with howmany dreams they had used
thetechnique, andwhether theyperceived
the technique to be helpful. Lastly, partici-
pantswere asked about changes inwaking
life. All these items were answered freely.

Statistical analyses

Data were analyzed using IBM SPSS Statis-
tics version 26 (IBM Corp., Armonk, NY,
USA). Wilcoxon signed-rank tests were
applied to compare nightmare frequency
and nightmare distress before and after
the 8-week interval. Although we used
statistical tests for ordinal data, we report
the mean of pre–post differences for de-

scriptive purposes. Differences in the pre-
post change scores between groups were
assessed with Mann–Whitney U tests. To
calculate effect sizes (Cohen’s d) for ordinal
data, we used the Z-values and a formula
provided by Fritz et al. [27] to calculate r
from Z in non-parametrical tests and, in
a second step, transform r to d. Effect
sizes were interpreted as small if d= 0.2,
medium if d= 0.5, and large if d≥ 0.8, ac-
cording to Cohen [28]. Correlations were
calculated using the Spearman’s rank-or-
der correlation, rs.

Results

Nightmare frequency

At baseline, 10 of 28 participants re-
ported having nightmares several times
a week, 8 reported nightmares about
once a week, 8 had nightmares about
2–3 times a month, and 2 participants
reported monthly nightmares. After the
intervention, nightmare frequency was
reduced in64%of participants. Theoverall
nightmare frequency posttreatment was
significantly lower compared to baseline
(p< 0.001, Z= –3.65, d= 1.91). Analyzed
individually, both groups improved signif-
icantly (. Table 1). Of those participants
who reported nightmares at least once
a week at baseline (n= 18), 61% (n= 11)
had a reduced nightmare frequency in
the retest (p= 0.002, Z= –2.86, d= 1.83,
mean pre–post difference= –1.11±1.23
categories). Difference between sam-
ples: there were no significant base-
line differences between the groups re-
garding nightmare frequency (Mann–
Whitney U= 71.50, Z= –1.26, p= 0.209,
d= 0.49). The sleep lab sample profited
significantlymore than the university sam-
ple (Man–Whitney U= 52.00, Z= –2.14,
p= 0.0326, d= 0.88). . Figure 2 shows the
nightmare frequency of each participant
before and after the intervention.

Nightmare distress

At baseline, nightmare distress was per-
ceived as little tomoderate by themajority
of participants (79%, . Table 2). After the
intervention, nightmare distress was re-
duced in 63% of participants and the ma-
jority (78%) reported no to little distress.
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Table 3 Pre–post changes in nightmare distress
Change in nightmare distress from baseline to
retest

Sample

Decreased Unchanged Increased

Mean± SD of
baseline night-
mare distress

Mean± SD of dif-
ference baseline
and retest

Wilcoxon
signed-rank
test

Effect size
(Cohen’s d)

Sleep lab group
(n= 13)

9 4 0 2.69± 1.44 –1.08± 1.12 p= 0.003
Z= –2.75

d= 2.37

University group
(n= 14)a

8 5 1 2.80± 0.56
(n= 15)

–0.57± 0.76 p= 0.010
Z= –2.31

d= 1.57

Total
(n= 27)

17 9 1 2.75± 1.04
(n= 28)

–0.81± 0.96 p< 0.001
Z= –3.60

d= 1.92

Columns 2–4 display the numbers of participants whose nightmare distress decreased, remained constant, or increased after the intervention
SD standard deviation
aOne of 15 participants gave no answer in the retest

Table 4 Evaluation of the counseling
Timepoint Group Not help-

ful
Somewhat
helpful

Helpful Very help-
ful

Sleep lab group
(n= 13)

0 0 6 7

University group
(n= 15)

0 2 5 8

Evaluation 1
(end of
phone call 1)

Total
(n= 28)

0 2 11 15

Sleep lab group
(n= 13)

0 1 3 9

University group
(n= 15)

0 0 7 8

Evaluation 2
(end of
phone call 2)

Total
(n= 28)

0 1 10 17

Displayed are evaluations of the counseling in general at two different timepoints

Overall posttreatment nightmare distress
was significantly lower compared to base-
line (p< 0.001, Z= –3.60, d= 1.92). Both
samples analyzed individually improved
significantly (. Table 3). There was no sig-
nificant difference in nightmare distress
between the samples at baseline (Man-
n–Whitney U= 75.00, p= 0.268, Z= –1.11,
d= 0.43) and no significant difference in
the change scores between groups (Man-
n–Whitney U= 70.00, p= 0.269, Z= –1.11,
d= 0.44).

Subjective experiences with IRT

Negative experiences
Twoparticipantsperceived itas frightening
to imagine the rescripted dream because
it still contained the distressing situation
of the nightmare at the beginning. One
of these subjects described that she was
able to imagine the rescripted part with
many positive images, but the emotions
were still affected by the old version of
the nightmare. Another person reported

that the imagination did not work very
well. No other negative experience with
the method was reported.

Positive experiences
Many participants (n= 19) reported posi-
tive experiences. In this section, all feed-
back that was mentioned more than once
is reported. Immediate progress, e.g., “The
dreamscompletelydisappearedas if they
were switched off,”was reported by 3 par-
ticipants. Some participants highlighted
that they liked the method (n= 7), e.g.,
because it is easy to apply (n= 2) or be-
cause they liked the way of working (n= 3;
“It was good to work creatively, to invest
in it, and to take this challenge.”). An-
other 3 participants were happy to have
a method to use in the future if night-
mares reoccurred, e.g., “Having learned
the technique makes me feel safe.” Two
participants also reported a eureka mo-
ment when they learned that something
can be done about the nightmares, e.g.,
“I wouldn’t have come up with the idea

that I can influencemydreams.” In a mul-
tiple-choice question evaluating the coun-
seling, 27 of 28 participants evaluated
the counseling as helpful or very helpful
(. Table 4).

Amount and kind of practice
We asked how often the participants prac-
ticed, and the answers varied from having
practiced for only a few days to having
practiced for 8 weeks. Since many par-
ticipants did not remember exactly when
they had stopped practicing, not all an-
swers are listed here, but the general im-
pression is that themajority of participants
practiced regularly for about 2–4 weeks
before it gradually became less and less.
Whereas 12 participants practiced IRT only
with the dream that was rescripted dur-
ing the telephone session, 6 participants
applied IRT to a second dream, and 6 par-
ticipants reported having rescripted more
than two dreams. Two participants replied
“several” but gave no number, one partici-
pant did not remember howmany dreams
were rescripted, and one gave no an-
swer. The number of rescripted dreams
weakly negatively and marginally signif-
icantly correlated with the pre–post de-
crease in nightmare frequency (rs. = –0.38,
p= 0.065, n= 24), that is, themore dreams
were rescripted, the smaller was the de-
crease in nightmare frequency. There was
no correlation between the number of re-
scripted dreams and the decrease in night-
maredistress (rs. = –0.19,p=0.398,n=23).

Even though the advice was to write
down the rescripted dream, 5 participants
reported having rescripted only in their
thoughts, 12 wrote it down, and 11 gave
no answer. An additional coping strat-
egy was applied by 3 participants for their
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nightmares: they improved their sleep hy-
giene by turning off their mobile phone
earlier, practicing meditation, or by listen-
ing to a guided imagination to facilitate
falling asleep. Nobody made use of the
offer to contact the experimenter during
the study period in case of questions or
problems.

Effect of the intervention on waking
life
There were no reports of negative ef-
fects of the intervention on waking lives.
Changes in waking life were reported
by 16 participants: neutral comments
addressed having more conversations
about dreams (n= 1), more conversa-
tions about problems (n= 1), thinking
more about dreams (n= 1), and more
rational thinking (n= 1). Several partic-
ipants reported positive changes such
as good mood (n= 4), e.g., “I begin my
day more relaxed. I have less negative
feelings while waking up,” decreased fear
in the dark (n= 1), more empathy (n= 2),
less thoughts about nightmares (n= 2),
a feeling that nightmares become shorter
(n= 1), less doubts (n= 1), and benefi-
cial insights into emotions (n= 1; “I have
learned to find out what I am afraid of,
I can now identify my problems in wak-
ing life.”). No changes in waking life were
reported by 12 participants.

Seeking help for nightmares
In this section, all the answers given
by more than one person to the ques-
tion “Have you ever done anything about
your nightmares?” are reported. Nobody
reported to have ever sought professional
help. Four participants (sleep lab group)
specified reasons for refraining from seek-
ing help and reported a fear of being dis-
criminated, e.g., “If I toldmy doctors, they
would think I am insane,” or “My family
and friends just shook their heads when
I told them about my nightmares.” One
of these four participants also reported:
“You [the counselor] are the first onewho
talks to me about my nightmares.” Only
elderly people (sleep laboratory group)
reported these fears about the reactions
of others. Seven participants (six of the
university group and one from the sleep
lab group) reported that they talk to
friends, family members, or flat mates

about their nightmares. Two participants
of the university group specified that they
did not look for help because they did not
know that nightmares can be a disorder
and treatable, e.g., “I did not know that
this is pathological,” and “I have always
seen dreams as something irrevocable.”

Discussion

Effectiveness

Thepresent study indicated that aone-ses-
siontelephonecounseling includingabrief
version of IRT can reduce nightmare fre-
quency and distress significantly in people
who suffer from nightmares. The dropout
rate in the present study (22.2%) is low
compared to other studies using psycho-
logical treatments for nightmares, where
dropout rates range from 23.4 to 51.9%
[16]. Reported consequences of practic-
ing IRT were almost exclusively positive
and adverse effects were rare. Only 2 of
28 participants experienced the technique
as disturbing but still did not contact the
experimenter for help. As nightmare suf-
ferers might have problems with seeking
help [10–12], it might be helpful to reg-
ularly check on participants via email or
social media.

The finding that a single-session inter-
vention can help people with nightmares
has been reported previously [19, 29]. Re-
cently, Lancee et al. [22] also showed that
IRT is effective with little time investment:
in their study, IRT was delivered within
three 15-minute telephone sessions com-
bined with self-help. Thus, a very short
treatment is enough to achieve effects,
only a few people need a longer therapy.

Thecurrenteffectsizes (Cohen’sd= 1.91
for nightmare frequency and d= 1.92 for
nightmare distress) are very large, com-
pared to overall medium to large effect
sizes reported in meta-analyses [16, 17].
Based on the responses of the participants,
the authors assume that therewas a strong
general effect of the intervention; for the
majority of participants, it was the first
time that a professional had addressed
their problem, offered expertise regarding
nightmare etiology, and outlined a sim-
ple procedure to cope with nightmares,
i.e., introducing the idea that nightmare
frequency can be reduced. As elderly per-

sons have less access to resources like the
internet (nightmare-related websites)—in
addition to talkingaboutdreams less often
with others compared to younger persons
[25]—it might be plausible that this gen-
eral effect might be more pronounced in
the sleep lab group. To test this hypoth-
esis, a dismantling study looking for the
effect of tailored psychoeducation with-
out intervention on nightmare frequency
would be of great interest.

The more dreams were processed, the
less the nightmare frequency decreased.
It could therefore be that those who had
less success in the end tried it longer than
those who had a large decrease in night-
mare frequency, i.e., for those for whom it
worked well (large decrease in nightmare
frequency), it also worked quickly (and
it was not necessary to work on more
dreams).

Unfortunately, no control group was
implemented in the present study. How-
ever, the overall effect size is much larger
compared to waiting-list control groups
of other IRT studies. For instance, Krakow
et al. found an effect size of d= 0.20 in
a waiting-list control group and d= 1.24
in the IRT group (measure: number of
nights with nightmares per week) [30].
In a recent study by Lancee et al. test-
ing telephone-guided IRT, the waiting-list
control group had an effect size of d= 0.08
for log-transformed nightmare frequency
(where the IRT group had an effect size
of d= 1.11). The waiting-list group’s effect
size for nightmare distress was d= 1.12,
while the IRT group had an effect size of
d= 1.87 [22]. Taking into account the ef-
fect sizes of the control groups of similar
studies, it can be strongly assumed that
the currentmethodhad aneffect although
therewasnocontrol group. Whether these
high effect sizes at the end of the 8-week
study period can be maintained is an im-
portantquestion for future research. Other
research showed stable effects in up to
30 months of follow-up [31].

Methodological discussion/
limitations

The current study has some methodologi-
cal limitations. Firstly, as discussed above,
one major limitation of the current study
is the lack of a control group, i.e., this
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study cannot clearly determine the effec-
tive component.

The sleep lab group consisted of
patients with obstructive sleep apnea
(OSA). However, CPAP treatment—if nec-
essary—was already initiated 3–4 months
prior to the baseline measurement of
the telephone counseling [23]. Thus, the
current effects in this group could not
be explained by the previously reported
positive effect of CPAP treatment on
nightmare frequency [32].

Besides, we did not elicit other out-
comes such as sleep quality or daytime
mood. Improved sleep quality and day-
time mood after IRT have been found in
previous research [33], whereas others did
not find these improvements [21]. Also, as
the telephone sessions were not recorded,
it was not possible to check whether the
interviewer strictly adhered to the proto-
col. Thiswouldbevery important if several
interviewers performed the telephone ses-
sion, although all interviews were carried
out by the first author in the current study.

For the retest, we asked the partici-
pants to estimate their current nightmare
frequency over the last 8 weeks. As such,
theoptions “less thanonceayear,” “about
onceayear,” and “about2–4 timesayear”
did notmake sense, and thoseparticipants
who had had one nightmare in the past
8 weeks might have answered “2–4 times
a year” or “about once a month.” Using
the eight-point scale increased error vari-
ance, but these measurement issues only
had aminimal effect on the pre–post com-
parisons (giventhemajorchanges innight-
mare frequency for most of the partici-
pants).

Unfortunately, treatment adherence
was not systematically elicited, as the par-
ticipants were only asked in a general way
aboutwhether theywerepracticing or not.
An interesting question for future research
would be whether there is a dose-depen-
dent relationship between practicing at
home and nightmare frequency.

Lastly, the participants’ evaluation of
the counseling might be biased, as the in-
terviewer herself elicited the evaluation
(social expectancy bias). A post-study
questionnaire sent to theparticipants after
the retest would be necessary to corrob-
orate this.

Conclusion

This study showed that a single telephone
session can decrease nightmare frequency
considerably. None of the 28 participants,
of whom 18 had nightmares at least once
aweek at baseline, had sought help before
being offered participation in this study.
This confirms the need for low-threshold
methods and self-help approaches to sim-
plify access to treatment [4]. One option
would be to educate health care providers
to directly ask patients specifically about
nightmares [13, 17]. This studyandaprevi-
ous study [13] indicate that reaching out
to patients in sleep laboratories can be
very effective. Therefore, a pending task
is to communicate this treatmentoption to
health care providers and the general pop-
ulation, including the people with night-
mares. Because of the simplicity and the
effectiveness of this method, we stress
the idea put forward by many dream re-
searchers [4, 11, 13] that such easily acces-
sibleoffers fornightmare treatment should
be implemented in our health care system.

Practical conclusions for sleep
medicine

– The presented technique can be ex-
plained using three steps (write down
a nightmare, rewrite the nightmare,
and practice the new story).

– People with nightmares rarely ask
for help: some people fear being
discriminated against if they told
their doctors or families about their
nightmares. Also, there is a lack
of knowledge that nightmares are
a treatable condition [12].

– In case of sleep-disturbed patients,
practitioners should directly ask for
nightmares.
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Zusammenfassung

Überwindung von Albträumen am Telefon: einmalige telefonische
Beratung mit Einsatz der Imagery Rehearsal Therapy

Hintergrund: Da Menschen mit Albträumen nur selten Hilfe suchen und oftmals unbe-
handelt bleiben, werden niedrigschwellige Interventionen und Selbsthilfemethoden
benötigt. Unter verschiedenen Behandlungsansätzen für Albträume ist die Imagery
Rehearsal Therapy (IRT) die Therapie der Wahl.
Ziel der Arbeit: In der aktuellen Studie wurde getestet, ob die IRT auch dann wirksam
ist, wenn sie in einer Kurzversion im Rahmen einer einmaligen telefonischen Beratung
angewendet wird.
Methoden: Untersucht wurden die Albtraumhäufigkeit und die Albtraumbelastung
von 28 Teilnehmenden vor und nach einer telefonischen Beratung. Die 30-minütige
Sitzung beinhaltete Informationen zur Albtraum-Ätiologie sowie eine Kurzform der
IRT. Im Anschluss an die Sitzung erfolgte eine 8-wöchige Selbstübungsphase. Die
Teilnehmenden waren entweder Teil einer Studierendengruppe oder Teil einer Gruppe
von Patient*innen aus einem Schlaflabor. Es wurden Unterschiede innerhalb der
Gruppen und zwischen den Gruppen untersucht. Eine Kontrollgruppe gab es nicht.
Ergebnisse: Die Albtraumhäufigkeit und die Albtraumbelastung waren im Vorher-
nachher-Vergleich in der Gesamtstichprobe und in beiden individuell analysierten
Stichproben signifikant reduziert. Die Effektgrößen sind sehr hoch im Vergleich zu
denen der Wartelisten-Kontrollgruppen ähnlicher Studien.
Schlussfolgerung: Die Autor*innen wiesen nach, dass eine kurze telefonische
Intervention ausreichen kann, um eine signifikante Linderung von Albträumen zu
erreichen. Dieser Ansatz bietet eine niedrigschwellige Intervention für Betroffene und
sollte daher Einzug in die klinische Praxis erhalten.
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