
logical therapies for late-life insomnia: a randomized controlled trial. JAMA. 1999;
281(11):991-999.

46. Buysse DJ, Ancoli-Israel S, Edinger JD, Lichstein KL, Morin CM. Recommenda-
tions for a standard research assessment of insomnia. Sleep. 2006;29(9):1155-
1173.

47. Yang M, Morin CM, Schaefer K, Wallenstein GV. Interpreting score differences
in the Insomnia Severity Index: using health-related outcomes to define the mini-
mally important difference. Curr Med Res Opin. 2009;25(10):2487-2494.

48. Lichstein KL, Riedel BW, Wilson NM, Lester KW, Aguillard RN. Relaxation and
sleep compression for late-life insomnia: a placebo-controlled trial. J Consult Clin
Psychol. 2001;69(2):227-239.

49. Nowell PD, Mazumdar S, Buysse DJ, Dew MA, Reynolds CF III, Kupfer DJ.
Benzodiazepines and zolpidem for chronic insomnia: a meta-analysis of treat-
ment efficacy. JAMA. 1997;278(24):2170-2177.

50. Edinger JD, Wohlgemuth WK, Radtke RA, Marsh GR, Quillian RE. Cognitive be-
havioral therapy for treatment of chronic primary insomnia: a randomized con-
trolled trial. JAMA. 2001;285(14):1856-1864.

51. Morin CM, Vallières A, Guay B, et al. Cognitive behavioral therapy, singly and
combined with medication, for persistent insomnia: a randomized controlled trial.
JAMA. 2009;301(19):2005-2015.

52. Edinger JD, Fins AI, Sullivan RJ Jr, et al. Sleep in the laboratory and sleep at
home: comparisons of older insomniacs and normal sleepers. Sleep. 1997;
20(12):1119-1126.

53. Edinger JD, Glenn DM, Bastian LA, et al. Sleep in the laboratory and sleep at home

II: comparisons of middle-aged insomnia sufferers and normal sleepers. Sleep.
2001;24(7):761-770.

54. Buysse DJ, Germain A, Hall ML, et al. EEG spectral analysis in primary insom-
nia: NREM period effects and sex differences. Sleep. 2008;31(12):1673-1682.

55. Manconi M, Ferri R, Sagrada C, et al. Measuring the error in sleep estimation in
normal subjects and in patients with insomnia. J Sleep Res. 2010;19(3):478-
486.

56. Edinger JD, Sampson WS. A primary care “friendly” cognitive behavioral insom-
nia therapy. Sleep. 2003;26(2):177-182.

57. Espie CA, Inglis SJ, Tessier S, Harvey L. The clinical effectiveness of cognitive
behaviour therapy for chronic insomnia: implementation and evaluation of a sleep
clinic in general medical practice. Behav Res Ther. 2001;39(1):45-60.

58. Espie CA, MacMahon KM, Kelly HL, et al. Randomized clinical effectiveness trial
of nurse-administered small-group cognitive behavior therapy for persistent in-
somnia in general practice. Sleep. 2007;30(5):574-584.

59. Rybarczyk B, Stepanski E, Fogg L, Lopez M, Barry P, Davis A. A placebo-
controlled test of cognitive-behavioral therapy for comorbid insomnia in older
adults. J Consult Clin Psychol. 2005;73(6):1164-1174.

60. Ritterband LM, Thorndike FP, Gonder-Frederick LA, et al. Efficacy of an Internet-
based behavioral intervention for adults with insomnia. Arch Gen Psychiatry. 2009;
66(7):692-698.

61. Espie CA. “Stepped care”: a health technology solution for delivering cognitive
behavioral therapy as a first line insomnia treatment. Sleep. 2009;32(12):1549-
1558.

ONLINE FIRST

INVITED COMMENTARY

Time to Disseminate Cognitive
Behavioral Treatment of Insomnia

T he efficacy of cognitive behavioral treatment for
insomnia (CBTI) is supported by over 3 de-
cades of research.1,2 Evidence is accumulating that

it is effective not only for primary insomnia but also for
patients with insomnia and complex comorbidities in-
cluding psychiatric disorders, chronic pain, and can-
cer.3-5 Despite a wealth of data showing efficacy, CBTI
has not been available in most practice settings, includ-
ing many specialized sleep centers whose focus is on the
assessment and treatment of sleep apnea. CBTI may be
misperceived as being analogous to weight-loss treat-
ment for obesity-related sleep apnea; that is, it is theo-
retically superior to all alternatives, but the obstacles to

implementation seem overwhelming. CBTI involves ini-
tial demands for substantial behavioral changes that seem
difficult to address in the context of most primary care
settings. How does one help patients make changes in
their sleep-wake activities that often are entrenched by
years of habit? How does one refer patients for effective
behavioral treatment? Unfortunately, CBTI remains lim-
ited to specialized sleep centers with trained behavioral
sleep medicine specialists. Most primary care settings lack
access to these resources, and there are concerns about
stigma related to referrals to mental health treatment.

Behavioral sleep medicine rightfully claims great suc-
cess in creating a treatment that in a few weeks achieves

efficacy comparable with that of sedative hypnotics6 and
over the long term achieves greater satisfaction as re-
ported by patients.7 In an ideal health care system, one
would expect behavioral treatment for insomnia to be
widely disseminated because of the data showing effi-
cacy, the cost savings that would accrue from reduced
pharmacy costs, and reduced morbidity from sedative hyp-
notic-related falls and injuries. The message repeatedly
finds its way into the scientific literature but not into prac-
tice settings.

CBTI has slowly evolved in the past decade in re-
sponse to concerns about the need to move from efficacy
to effectiveness oriented clinical trials. There have been
successful demonstrations that the number of sessions can
be reduced,8 that it can be delivered in group format in
primary care settings,9 and that it can be adapted for in-
ternet based treatment.10 In this issue of the Archives, Buysse
et al present encouraging results from a brief interven-
tion for insomnia that was delivered in a primary care set-
ting by a masters-level mental health nurse practitioner
with no prior experience in sleep medicine. The treat-
ment involves an initial 45- to 60-minute visit, a second
30-minute visit, and two 20-minute telephone calls over
a treatment period of 4 weeks. The patient is given a work-
book and individualized behavioral instructions and is
taught to monitor their sleep with a sleep diary. The 4-week
time period for assessing outcomes is shorter than most
CBTI trials, based on the idea that participants might re-
quest medication therapy if shorter-term gains were not

See also page ioi05177
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obtained. Buysse et al also reasoned that shorter-term treat-
ment, if proven effective, would have a greater likelihood
of being acceptable for wider dissemination. The results
from the trial by Buysse et al show effects on sleep out-
comes similar to those which have been published in other
CBTI trials in older adults as well as trials with sedative
hypnotic therapy.11 Furthermore, the enrolled partici-
pants were atypical compared with those in many prior
studies of primary insomnia in that they were older and
had complex comorbidities including sleep apnea and psy-
chiatric disorders.

The basic elements of CBTI are that patients learn to
stabilize their sleep-wake schedule by fixing a wake-up time,
going to bed only when sleepy, limiting the use of the bed-
room for sleep and intimacy, and eliminating wake time
spent in bed—either by arising out of bed if unable to sleep,
or restricting the time window for being in bed. Patients
may initially feel tired and sleep deprived during the first
few weeks of treatment, but over time they consolidate their
sleep and achieve outcomes equal and superior to those
achieved with sedative hypnotic drugs. Furthermore, there
is evidence from a growing number of studies that addi-
tional gains are measurable at 6 months.12

The slow entry of CBTI into primary care may be re-
lated to multiple factors related to the dissemination of
sleep medicine into medical school curriculum. Clini-
cians are often taught to treat insomnia as a constitu-
tional symptom that has a complex differential diagno-
sis. Initial interventions are often aimed at finding and
treating what are viewed as primary causes of insomnia,
such as depression or pain syndromes. In the past few
years, attempts have been made to view insomnia as a
comorbid condition that warrants separate individual-
ized treatment. This is based in part on a behavioral model
of chronic insomnia which posits that prolonged awak-
enings during the sleep period may become entrenched
by conditioning factors and maladaptive behaviors, such
as habitual rumination while lying in bed.13

The model for insomnia treatment presented by Buysse
et al makes particular note that the treatment can be de-
livered by a nurse practitioner with no prior training in
behavioral sleep medicine. Several sleep specialists have
suggested a stepped model of care in which initial treat-
ment can be offered to relatively uncomplicated pa-
tients with insomnia much in the same way that depres-
sion is often first handled in the primary care setting.14-16

Referrals to sleep specialists would be considered in more
complicated patients or in those who were not respon-
sive to initial treatment.

So who will do this? Clinics that specialize in the care
of older patients may be a good starting point. CBTI has
been proven to be effective for helping older patients dis-
continue sedative hypnotic use.17,18 This is particularly
attractive in older subjects who arise frequently in the
night, are at risk for hip fracture, and who may be show-
ing early signs of cognitive impairment.

Perhaps dissemination will be driven by integrated
health care systems that have to manage all the costs re-
lated to health care, including clinician time and phar-

macy costs. The demonstration project from Buysse et
al is a welcome addition and hopefully will lower the
threshold for disseminating an effective treatment.
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