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Abstract Dissemination of cognitive behavioral therapy
for insomnia (CBTI) is essential because this effective
non-pharmacological intervention for insomnia is cur-
rently underutilized. In this chapter, we review past
and recent dissemination efforts aimed at (1) increasing
the ranks of qualified treatment providers and (2) in-
creasing availability of direct-to-consumer CBTI treat-
ment products. Specifically, we describe a model for
training licensed mental health clinicians to competen-
cy in delivering CBTI that is currently underway in the
VA Healthcare system and results from the evaluation
of this dissemination effort. We also discuss existing
direct-to-consumer treatment programs that use a vari-
ety of formats and modalities, and the emerging use of
technologies to deliver and enhance CBTI. While sig-
nificant progress has been made in disseminating
CBTI, we highlight the need for future dissemination
work, including the importance of developing cost-
effective models that blend therapist-delivered treat-
ment with direct-to-consumer modalities, and the need
to create treatment guidelines, particularly as they ap-
ply to low therapist involvement and blended models
of delivery.
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Introduction

Cognitive behavioral therapy for insomnia (CBTI) is a short
and effective therapy that is recognized as a first-line treatment
for insomnia by professional organizations [1, 2]. CBTI is also
highly acceptable to patients: after reading a description of
CBTI and pharmacologic treatments for insomnia, patients
rate CBTI more favorably [3–5]. However, despite recogni-
tion of its effectiveness and acceptability to patients, CBTI is
underutilized [6]. This is largely due to two factors: under-
identification of individuals that may benefit from treatment
and limited access to care. One large epidemiological survey
found that only one third of individuals with insomnia
consulted a physician about their problem and, for more than
half of those who did, insomnia was not the primary reason for
the consult [7]. Further, when physicians are consulted, they
rarely offer referrals to CBTI [6, 8]. A second factor that com-
pounds the problem of under-utilization is access to care: there
are not enough therapists trained to deliver CBTI to meet the
clinical need.

In order to increase access to this effective intervention,
dissemination efforts have targeted both training of additional
providers and dissemination of CBTI directly to consumers.
This manuscript describes both aspects of dissemination. We
begin with a description of a nationwide program to increase
the number of available providers, which has been undertaken
by the United States Department of Veterans Affairs (VA). We
then describe consumer-directed products offering self-help
CBTI. When available, we discuss evidence on the success
of these dissemination efforts in terms of efficacy, effective-
ness, and utilization. We then discuss lessons learned from
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these efforts as well as directions and challenges for future
dissemination of CBTI.

Dissemination to Providers

Training to competency in any psychotherapy, including cog-
nitive behavioral therapy for insomnia, consists of educational
and role play experiences (Bdidactic training^) as well as con-
tinued hands-on training that provides the skills necessary to
administer CBTI effectively and with fidelity (Bcompetency
training^). In pre-licensure training, the didactic portion is
typically offered in the form of courses and readings and the
competency training is achieved during clinical practica and
internships. In traditional post-licensure training, didactic
learning opportunities are conducted through workshops
and, more recently, through online learning.

Post-licensure competency-based training in a specialty ar-
ea such as CBTI is rarely available. However, evidence sug-
gests that didactic training alone is insufficient for sustainable
skillful administration of psychotherapy [9] and that adding a
competency training component enhances training outcomes
[10, 11].

Recognizing the strong evidence base supporting the effi-
cacy of CBTI, and the need for both didactic and competency
training components, the Veterans Health Administration has
rolled out a nationwide initiative to provide competency-
based training in CBTI to licensed mental health clinicians
[12, 13]. The training has been offered to Veterans
Administration (VA) mental health clinicians who routinely
provide psychotherapy across multiple disciplines, including
psychiatry, psychology, social work, and nursing. The VA
CBTI dissemination initiative (roll out) provides a model for
dissemination of CBTI to licensed mental health clinicians in
different clinical settings. The treatment protocol being dis-
seminated promotes flexible administration of CBTI that is
anchored in case formulation and includes guidelines for
adapting the standard components of CBTI to patients with
specific comorbidities, including chronic pain, depression,
and posttraumatic stress disorder (PTSD) [13].

This VA training includes a didactic training phase follow-
ed by a competency training period, duringwhich feedback on
sample work is provided by expert CBTI consultants and ad-
ditional experiential learning opportunities are provided. The
didactic training phase incorporates lectures, demonstrations,
and experiential learning opportunities and utilizes a treatment
manual developed specifically for this roll-out initiative [13].
The competency training period lasts 4 months and consists of
weekly 90-min telephone consultation sessions with a CBTI
expert (Treatment Consultant or TC), which are conducted in
small groups of four training participants (TPs). This phase
helps TPs consolidate what they have learned during the di-
dactic portion of the training and to further improve their

CBTI delivery skills. An essential component of the compe-
tency training period is opportunity to receive corrective feed-
back from the TC based on a close reviewing of the TP’s work
samples.

Successful completion of the VA CBTI training requires
the demonstration of competency in administering CBTI.
Two competency rating scales and competency criteria were
developed by the VACBTI roll-out team for this purpose [14].
One scale determines competency of the initial insomnia as-
sessment and the other rates competency in the delivery of the
treatment components to patients in a collaborative therapeu-
tic manner. The therapy competency rating scale includes
items covering content specific skills (e.g., administration of
the specific components of CBTI), case conceptualization,
and non-specific therapeutic elements (e.g., collaboration).

To date, 598 mental health providers have successfully
completed the training. Retention of TPs during the training
was high. For example, the vast majority (92 %) of the first
102 TPs who began training have completed the training and
met competency criteria [15]. Importantly, three quarters of
those trained continued to provide CBTI to veterans 6 months
after successfully completing the competency training period
[16]. Program evaluation reveals that veterans treated during
the competency training period have experienced clinically
meaningful reductions in insomnia severity, with large pre-
to post-treatment Cohen’s d effect sizes [17]. Additional ben-
efits experienced by patients whowere treated during the skill-
enhancing competency training phase included reduction in
depression severity and suicidal ideation as well as improved
quality of life [15, 18]. These results provide evidence that
CBTI can be effectively disseminated to mental health profes-
sionals in clinical settings, with very favorable patient
outcomes.

The program evaluation of the VA CBTI dissemination
initiative underscores the importance of including
competency-based training into the dissemination.
Evaluation of 6-month follow-up data revealed increases in
therapists’ self-efficacy between the end of the didactic train-
ing and the end of the consultation period, with a large effect
size for an increase in therapists’ skill-specific self-efficacy
and a smaller, yet significant, increase in general psychother-
apy self- efficacy [16]. This is important because Bandura’s
work on self-efficacy predicts that increasing therapists’ self-
efficacy in CBTI will contribute to its continued use and will
therefore support its sustainable implementation in the VA.

The VA system has also made deliberate efforts to promote
the long-term sustainable use of CBTI by encouraging treat-
ment consultants (TCs) to provide small-scale local training
that is consistent with the spirit and standards of the central-
ized initiative. Further, the initiative has expanded to include
the identification, selection, and further training of outstand-
ing initiative-trained therapists (treatment providers or TPs) to
become treatment consultants. Training of TPs to become TCs
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includes more advanced didactic focused on sleep disorders,
information about the consultation process, experience in re-
view and ratings of assessment and therapy sessions, and dis-
cussion on how to provide constructive feedback to TPs.
Mirroring the competency training period of the TPs, the skills
of the newly trained TCs are further enhanced through weekly
consultation with an expert TC while they work with their first
cohort of TPs. To additionally support sustainability and fidel-
ity, the initiative provides virtual office hours, which are led by
a TC and provide opportunities for mental health clinicians
who were trained in the initiative to ask questions about con-
tinued implementation of CBTI, including questions about
challenging clinical presentations and about sleep more gen-
erally. The initiative has also created other resources, includ-
ing presentations about CBTI and the VACBTI protocol and a
centralized intranet access to treatment-related resources.

Historically, the VA has led the country in establishing
credentials for practice of psychology and in promoting the
role of psychologists as health-care practitioners in the USA.
It is now the largest employer of mental health clinicians na-
tionally. To the best of our knowledge, it is also the first health-
care system that has adopted CBTI system-wide, as evidenced
by the explicit requirement (VHAHandbook section 1160.05)
that all facilities have the capacity to provide CBTI. The dem-
onstrated success of the VA CBTI dissemination might pro-
mote similar adoption of CBTI as an essential component of
health services nationwide.

Dissemination Directly to Patients

This approach, loosely considered Bself-help^ treatment, in-
cludes no or low provider involvement. Some of these direct-
to-consumer options include static treatment resources such as
books, booklets, videos, and educational websites. Other
direct-to-consumer options offer interactive approaches, such
as mobile apps and internet-based programs, where treatment
is personalized based on individual presentation at baseline
and where recommendations dynamically change as treatment
progresses. Some of these interactive approaches include low-
intensity guidance in some form, either through a Blive^ pro-
vider or an animated character (e.g., Bsleep prof^ [19]).

In addition to the differences in the treatment approaches
identified above (i.e., static or interactive, with or without
provider guidance), the direct-to-consumer CBTI programs
also vary with respect to delivery format and structure (e.g.,
written materials, audio). They also vary with respect to their
content (the specific cognitive and/or behavioral components
offered) and with respect to pacing (i.e., how the treatment is
distributed), for example, with new segments available to con-
sumers each week [20, 21] or with access to the entire inter-
vention at the beginning of treatment, as is the case with
books. This heterogeneity in approaches, content, structure,

and delivery format/platform has presented a challenge in
assessing the overall effectiveness of the direct-to-consumer
approach to CBTI dissemination.

Two meta-analyses of self-help CBTI programs conducted
in the last 8 years found that direct-to-consumer CBTI treat-
ments are effective, with the first reporting small to moderate
effect sizes [22] and the second finding medium to large ef-
fects [23]. The first of these meta-analyses included 10 ran-
domized control studies comparing direct-to-consumer (self-
help) CBTI interventions to waitlist and to no-treatment con-
trol groups [22]. The second (2015) meta-analysis of direct-to-
consumer interventions added 10 more recent studies, six of
which evaluated internet-based CBTI [23]. The reasons for the
comparably larger effect sizes in the more recent meta-
analysis are unclear but may relate to the fact that more than
half of the new trials utilized internet-based treatments, most
of which were interactive and dynamic and, hence, potentially
more engaging and effective.

When considering the generalizability of results from these
meta-analyses to a Breal-world^ patient, it is important to note
that most studies did not conduct intent-to-treat analysis and
some had strikingly low dropout rates. In real life, patients
may start but not complete treatment for a variety of reasons,
including loss of interest, finding the treatment too challeng-
ing, insufficient or unsatisfactory progress, etc. This means
that the actual effectiveness rates of direct-to-consumer
CBTI programs in real-world settings are likely lower than
reported in these meta-analyses. Indeed, a recent meta-
analysis of 11 randomized controlled trials of internet-
delivered CBTI (n = 1460 participants) concluded that this
mode of delivery is effective [24•] and found that larger drop-
out rates were associated with smaller effect sizes.

This meta-analysis also found that interventions with lon-
ger treatment duration had larger effect sizes. Together these
findings suggest that the format and duration of treatment, as
well as a program’s ability to retain consumers, will play a role
in determining the outcomes of internet-based CBTI treat-
ments in real-world settings.

Evidence from the earlier self-help meta-analysis by Ho
and colleagues and a 2016 meta-analysis of only internet-
based CBTI trials also suggest that self-help programs that
provided additional support or guidance, for example, through
brief telephone contact, were more effective. In the meta-
analysis by Ho and colleagues, direct-to-consumer CBTI in-
terventions that included brief points of contact with a thera-
pist or research staff (by phone or via email) were more effec-
tive; Zachariaea and colleagues similarly found that a higher
degree of added support (ranging from fully automated mes-
saging to personal contact) were associated with larger effect
sizes [24•]. It appears that even email or text-delivered support
moderately improves the benefits of internet-delivered CBTI
[25, 26], which may be particularly important for individuals
with higher depressive symptom severity at baseline [27]. At a
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minimum, automated and personal contacts increase clarity
and offer reminders to enhance engagement and encourage
adherence to treatment recommendations. Personal contact
also provides several key therapeutic elements that may con-
tribute to the more favorable outcomes. These include ac-
countability to another person [28], support during what is
sometimes a challenging process, and opportunity to highlight
gains that the patient has not recognized. While these non-
specific therapeutic elements are likely related to treatment
success, the best, most cost-effective way to provide them is
not yet clear.

In the last 3 years, research on direct-to-consumer CBTI
programs has been mostly on internet delivery, and has exam-
ined questions beyond efficacy, including effects of these in-
terventions on outcomes beyond sleep and effects relative to
other delivery modes (e.g., group CBTI). In addition to reduc-
tion in insomnia severity, findings from this recent research
suggest that internet delivery of CBTI contributes to reduction
in depressive symptom severity [29] as well as to small reduc-
tions in sleep medication use [26, 29]. Additionally, a small
non-inferiority study comparing guided-internet-based CBTI
and group CBTI found large and comparable pre- to post-
treatment, and pre-treatment to 6-month follow-up, effect
sizes for insomnia severity [30]. As the internet will likely
play an increasingly central role in health-care services, we
expect that the availability of internet-based CBTI programs
will continue to grow, as will research assessing these pro-
grams’ efficacy, and effectiveness, including consumer
satisfaction.

At the cutting edge of direct-to-consumer dissemination of
CBTI is the mobile app platform. At the time of this publica-
tion, there are multiple apps in different stages of development
and some already in use; but, to the best of our knowledge, the
efficacy of CBTI delivered via mobile apps has not been
established in controlled trials. Most existing apps provide a
convenient vehicle for tracking sleep, education about sleep,
and reminders (e.g., to record sleep diary data). While not an
exhaustive review, we highlight several examples below to
illustrate current uses and features of available CBTI mobile
apps. Some apps are designed for use as a complement to a
therapist-delivered CBTI. For example, the VHA has devel-
oped a BCBT-iCoach^ app (h t tp : / /www.ptsd .va .
gov/public/materials/apps/cbti-coach-app.asp) that is
designed to be used as a complement to therapist-delivered
CBTI, with a goal of facilitating and enhancing engagement
in a clinician-delivered CBTI [31]. Initial evaluation of CBT-
iCoach suggests that providers perceive it favorably [31]; fur-
ther research is needed to ascertain the additive benefit of the
app relative to therapist-delivered CBTI alone with respect to
consumers’ engagement, outcome, and convenience. Several
online CBTI-based programs, such as Sleepio (www.sleepio.
com), utilize apps to track sleep or facilitate delivery of the
online CBTI program. Based in part on the growing reach of

technology, we expect that interactive direct-to-consumer
treatment options for CBTI, including app-based models, will
continue to increase. The scope of technology in these inter-
ventions will also likely expand to include and integrate wear-
able and under the mattress sleep-tracking technologies into
the initial sleep assessment and the development of individu-
alized treatment recommendations.

The array of currently available direct-to-consumer treat-
ment options provides consumers with options across and
within treatment modality (book, online, or app-based ap-
proaches to CBTI treatment). Consumers’ final choice will
likely depend on their preference of treatment modality as well
as their initial impression of the treatment package (e.g., ap-
peal of the website or book) and the price. Ideally, this
decision-making process should also include considerations
about the specific manifestations of insomnia, prior treatment
history, and current treatment goals.

Discussion

In this paper, we have conceptualized dissemination of CBTI
in terms of increasing both the ranks of qualified treatment
providers and availability of direct-to-consumer products.
We described a successful model for training already licensed
mental health clinician to competency in delivering CBTI and
discussed attributes and features of existing direct-to-
consumer treatment programs that use a variety of formats
and modalities. Another way to increase access to therapist-
delivered CBTI that we have not yet discussed involves the
use of telehealth services to extend the reach of already trained
providers to patients with no or limited access to an office visit
due to logistical factors, distance from available CBTI special-
ists, or limitations to mobility. Initial evidence suggests that
this is an effective mode of delivery [32, 33]. However, at the
time of this writing, telehealth delivery and validated internet-
delivered CBTI and technology are not covered by most com-
mercial health insurance companies. This is unfortunate given
that the current level of access to this effective treatment still
does not meet the demands for care.

We believe that further dissemination of CBTI requires
work beyond continued training of providers and develop-
ment of direct-to-consumer CBTI products. For example,
there is a need to develop new, cost-effective, models of treat-
ment. One example that has been proposed but not yet tested
is stepped care, where patients begin with a lower intensity
and cost option that usually does not involve contact with a
therapist (e.g., direct-to-consumer CBTI) before moving to a
higher-intensity treatment that involves a therapist [19].
Another direction to support future dissemination of CBTI is
educating the public and front-line providers about CBTI and
how to gain access to it.

Curr Sleep Medicine Rep (2016) 2:136–141 139

http://www.ptsd.va.gov/public/materials/apps/cbti-coach-app.asp
http://www.ptsd.va.gov/public/materials/apps/cbti-coach-app.asp
http://www.sleepio.com/
http://www.sleepio.com/


Future work in the continued dissemination of CBTI
should also include the development of treatment guidelines
for direct-to-consumer and for blended models of delivery,
such as stepped care. At a minimum, there is a need for guide-
lines for assessing and screening consumers before commenc-
ing self-help CBTI. Such guidelines can help identify when
direct-to-consumer CBTI programs that do not involve a cli-
nician’s guidance may be insufficient. For example, when a
circadian rhythm sleep-wake disorder better explains an indi-
vidual’s sleep difficulties, a treatment other than CBTI is need-
ed and the consumer should be recommended for further
assessment.

Guidelines are also needed for helping consumers (or re-
ferring providers) decide when it is clinically appropriate to
transition from a low- into a higher-intensity CBTI treatment
(e.g., from an online treatment to working with a CBTI spe-
cialist). Related to the decision about when to transition to a
higher-intensity care is the question of how to determine
treatment success. While consumer satisfaction may, at
face value, appear to be the best metric for success, it
may not be the most appropriate, as suggested by recent
evidence that outcomes that rely on patient (consumer)
satisfaction may risk under-treatment of consumers rela-
tive to clinical standards [34]. Therefore, guidelines for
dissemination of CBT should also include recommenda-
tions on how to best determine treatment success and
when the course of treatment is complete.

Conclusion

In the last 10 years, access to CBTI treatment has increased
exponentially through dissemination efforts geared to increase
the number of treatment providers trained to competency and
through the development of a range of direct-to-consumer
treatment programs. There is still work to be done to further
these dissemination efforts in order to meet clinical needs and
to help consumers and front-line health-care providers
navigate the expanding breadth of treatment delivery
options. We are excited about the rapid progress to date
in increasing awareness of, and access to, this effective
treatment and believe this growth will stimulate devel-
opment and testing of guidelines and novel cost-
effective treatment options to further enhance future dis-
semination of CBTI.
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