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Abstract

Background: Cognitive behavioral therapy for insomnia (CBT-I) is a highly effective nonpharmacological
intervention that is widely considered the gold standard for insomnia treatment. Insomnia is a prevalent and
debilitating public health concern. Up to one third of the general population struggles with chronic insomnia,
greatly increasing the risk for chronic pain and inflammation, depression and suicide, and cognitive decline. Over
the last 10 years, the Veterans Health Administration (VHA) evidence-based psychotherapy training program has
trained nearly 1000 providers to deliver CBT-I in hospitals and clinics nationwide. Despite increased access, most
patients with insomnia receive sleeping medications instead of CBT-I. This is particularly concerning for vulnerable
populations, like older adults, who may be at increased risk of harms from medications. The goal of this study was
to obtain a broad range of perspectives on CBT-I implementation from providers who commonly utilize and deliver
CBT-I. This work identifies barriers and successful strategies used to overcome these barriers to guide future
implementation efforts promoting evidence-based sleep care.

Methods: Semi-structured interviews, using the Consolidated Framework for Implementation Research (CFIR) as a
guide, were conducted with 17 providers from five Veterans Affairs (VA) facilities (8 primary care physicians, 4
primary care psychologists, and 5 CBT-I coordinators). We used a thematic analysis approach in which common
ideas were identified across interviews and then grouped into larger conceptual themes. Data were concurrently
collected and analyzed with rapid assessment process (RAP) techniques.

Results: Findings suggested implementation barriers and facilitators related to the CFIR constructs of intervention
characteristic (e.g., providers unfamiliar with primary evidence of CBT-I effectiveness), inner setting (e.g., sleep as a
low relative priority in primary care), and outer setting (e.g., lack of external incentives for increasing CBT-I use), as
well as several successful strategies, including use of local champions and supportive opinion leaders.
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Conclusions: These findings suggest promising opportunities to improve implementation of CBT-I, especially at
facilities with less well-established CBT-I programs. Formal implementation trials are needed to systematically
determine the real-world impact of strategies such as enlisting CBT-I champions, informing opinion leaders about
CBT-I services, and promoting network weaving among primary care, mental health, and sleep clinics.

Keywords: Cognitive-behavioral therapy for insomnia (CBT-I), Sleep, Implementation, Dissemination, Qualitative
research

Background
Insomnia is a debilitating, chronic condition that affects
up to one third of the general population and involves
difficulty falling or staying asleep and associated daytime
dysfunction [1]. Sleep is crucial for physical and mental
functioning, and extended periods of sleep disturbance
have harmful downstream consequences, including in-
creased risk for inflammation and chronic pain, higher
rates of suicide, and dementia [2–5]. Identifying and
treating insomnia is especially crucial in vulnerable sub-
groups at greater risk for sleep disturbance, including
older adults, patients with physical and mental health
comorbidities, and veterans [2, 6].
Cognitive behavioral therapy for insomnia (CBT-I) is

recommended as the first-line treatment for insomnia by
the American College of Physicians, the Veterans Af-
fairs/Department of Defense (VA/DoD) insomnia treat-
ment guidelines, and the American Academy of Sleep
Medicine [7–9]. CBT-I is a nonpharmacological treat-
ment that rapidly improves sleep quality by strengthen-
ing circadian rhythms (i.e., propensity to remain alert
during the day and sleepy during night over a 24-h
cycle), increasing the homeostatic sleep drive (i.e., in-
creasing propensity for sleep through sustained and

planned wakefulness), and alleviating insomnia-related
anxiety. CBT-I has three defining elements: (1) sleep re-
striction, in which patients work with the provider to set
a consistent bed-time and wake-time to eliminate time
awake during the night, (2) stimulus control, in which
patients get up if they cannot sleep and use the bed only
for sleep, and (3) reduction of hyperarousal using cogni-
tive therapy/mindfulness/relaxation. It is typically deliv-
ered in primary care or mental health specialty settings
by a trained provider over approximately six sessions, ei-
ther in-person or using telehealth delivery. Since 2010,
the Veterans Health Administration (VHA) evidence-
based psychotherapy training program has trained nearly
1000 providers to deliver CBT-I in hospitals and clinics
nationwide [10]. As a highly scalable treatment, CBT-I
has proven effectiveness in a variety of formats and is in-
creasingly being delivered within VA clinics in conveni-
ent formats, including abbreviated sessions, telehealth,
and online self-management [11–13].
Despite guideline consensus and increased access to

CBT-I, most VA patients with insomnia receive sleeping
medications instead of CBT-I, unnecessarily exposing
them to risk of harms such as dementia, fractures, and
driving impairment [14–16]. Previous work interviewing
patients and providers has demonstrated system- and
individual-level barriers to widespread use of CBT-I [17,
18]. The most common barriers include limited access
to CBT-I providers, patient and provider lack of know-
ledge, and unsubstantiated beliefs about insomnia treat-
ment (i.e., providers believe patients are not interested in
sleep therapy, patients believe that the only thing doc-
tors can offer are medications). However, existing stud-
ies are limited to single sites, specific provider groups,
and study specific interview guides.
The current study provides a comprehensive investiga-

tion of CBT-I implementation progress and continued
barriers across five VA facilities with long-standing,
well-established CBT-I programs. Our goal was to obtain
a broad range of perspectives on CBT-I implementation
progress and barriers by including providers who com-
monly refer patients to CBT-I (i.e., primary care physi-
cians) and providers who deliver CBT-I (i.e.,
psychologists), as well as CBT-I coordinators who have
been actively involved in dissemination efforts. We

Contributions to the literature

� Primary care is an important target for improving insomnia

care by increasing the use of cognitive-behavioral therapy

for insomnia (CBT-I) using patient-, provider- and system-

level implementation strategies.

� We found that future CBT-I programming efforts should

identify and prepare local primary care champions and opin-

ion leaders and promote network building across clinical

teams to increase CBT-I use.

� These findings provide a roadmap for future research both

within and outside of Veterans Affairs (VA) using

implementation trials to systematically determine the real-

world impact of various strategies, such as continuing educa-

tion, expanding resources, and enlisting champions, espe-

cially at sites with less well-established CBT-I programs.
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focused on providers since they are crucial to the
success of wide-scale implementation of evidence-
based treatments and provide an important and
understudied counterpart to patient perspectives on
CBT-I. We used the Consolidated Framework for Im-
plementation Research (CFIR) to systematically evalu-
ate the implementation context and progress of CBT-
I in VA and to ensure that findings would be broadly
applicable both within and outside of VA [19]. CFIR
is an organizing framework consisting of five major
domains: intervention characteristics, outer setting,
inner setting, characteristics of the individuals in-
volved, and the process of implementation [19]. It has
been recommended as a unifying structure for gather-
ing data on the major constructs that influence im-
plementation of evidence-based treatments [20].

Methods
Overall design
We conducted individual semi-structured interviews
with 17 VA providers. The local institutional review
board approved all procedures, and we obtained verbal
informed consent from all participants prior to conduct-
ing interviews. The current study used CFIR as a frame-
work to provide a comprehensive evaluation of
constructs relevant for CBT-I implementation within
VA. The main goal of the study was to identify barriers
and successful strategies used to overcome these barriers
to guide future implementation efforts and promote the
gold-standard of insomnia care for patients struggling to
sleep.

Participants
Participants were 17 VA providers. Providers included 8
primary care physicians, 4 primary care mental health
integration (PCMHI) psychologists, and 5 CBT-I coordi-
nators from five VA facilities nationwide. PCMHI pro-
viders within VA deliver brief behavioral therapy within
primary care, with an emphasis on same-day access. An
average of 3 providers were interviewed at each facility,
ranging from 2 to 5 providers per facility. Providers were
mainly located in primary care where most insomnia
care is provided. The included facilities had well-
established CBT-I programs (i.e., experienced CBT-I co-
ordinator managing active clinician group) and were se-
lected for maximal geographic representation, including
east and west coast, Midwest, and southeastern states.
Invitation emails were sent to potentially eligible pro-

viders (n = 28), followed by phone interviews if providers
expressed interest in participating (n = 17). Starting with
CBT-I coordinators, a snowball sampling approach was
used whereby participants were asked to recommend
additional providers who might be interested in partici-
pating. Recruitment and enrollment continued until

thematic saturation was achieved and further interviews
did not provide new or additional substantial informa-
tion. As discussed below, we analyzed data concurrently
with data collection in order to saturate each domain
captured by the interview guide for each facility and pro-
vider type.

Data collection
Interviews were conducted over telephone by the first
author, a clinical psychologist with qualitative research
training and experience. Interviews took place at VA fa-
cilities, lasted 15–30 min, and were recorded directly to
a secure VA server with participants’ verbal consent.
Questions in the semi-structured interview guide were
chosen based on CFIR recommended constructs for in-
vestigating implementation of evidence-based treatments
and prior research on CBT-I dissemination [17, 19] (see
appendix). Providers were asked about their familiarity
with and use of CBT-I, awareness of the evidence for
CBT-I effectiveness, screening and referral process for
CBT-I, CBT-I resources available in primary care, per-
spectives on different modes of CBT-I delivery (includ-
ing telehealth, online course, electronic applications),
relative priority of CBT-I, experience with patient feed-
back about CBT-I, and process for finding out new in-
formation about CBT-I resources and initiatives.

Data analysis
We used a thematic analysis approach in which common
ideas were identified across interviews and then grouped
into larger conceptual themes [21]. We employed rapid
assessment process (RAP) techniques to analyze the
data, using concurrent data collection and analysis
[22, 23]. RAP techniques have been recommended as
a way of quickly analyzing time sensitive qualitative
data and are commonly utilized in health services re-
search to develop and refine health interventions [22,
23]. This approach involves creating and refining a
summary template that includes all the domains cap-
tured by the interview guide. Interviews are then
summarized using the template. Summary points are
transferred to a matrix to facilitate synthesis of im-
portant findings. In this study, a summary template
was developed that included all the domains captured
by the interview guide; these domains included CFIR
constructs, as well as any additional domains that
emerged during interviews. This template was com-
pleted for all interviews based on review of recordings
and interviewer notes. Summary points from the tem-
plates were transferred to a matrix, grouped by facil-
ities and provider type, to facilitate synthesis of core
themes and concepts [24]. The second author, a clin-
ical psychologist and expert qualitative researcher
who was not involved in conducting the interviews,
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reviewed the matrix. Both authors independently gen-
erated an initial set of cross-cutting themes based on
matrix review and then met for discussion and con-
sensus on final higher order themes.

Results
Interviews identified implementation barriers and facili-
tators for CBT-I use in primary care. These barriers and
facilitators fell under three broad CFIR constructs: inter-
vention characteristics, inner setting, and outer setting.
In addition, interviews revealed the importance of the
implementation process of engaging, including active
CBT-I champions and strong support from opinion
leaders. These barriers and facilitators are described in
detail below and outlined in Fig. 1.

Intervention characteristics
Evidence strength and quality
All primary care physicians interviewed were familiar
with CBT-I as an effective treatment for insomnia of-
fered within VA, but most were unfamiliar with specific
guidelines or primary evidence. Knowledge of CBT-I
was mainly derived from local champions and on-the-
job training rather than systematic education. As one
physician said:

I have been educated in research talks from an ex-
pert in the area. I’ve forgotten the specifics of

studies that show effectiveness, but I believe it is ef-
fective based on what I have heard.

Some physicians utilized CBT-I as a first-line treat-
ment and had a “low-threshold” for making referrals,
whereas others preferred to start with sleep hygiene ad-
vice and medication, making a CBT-I referral later if in-
somnia persisted. One PCMHI psychologist suggested
integrating CBT-I education into resident lectures about
general primary care problems, like pain, anxiety, and
depression to increase the use of CBT-I as a first-line
treatment.
Primary care physicians noted that positive feedback

from patients is influential in increasing CBT-I referrals
and “getting doctors on board.” Reviews from patients
were mixed, with some enthusiastically reporting im-
proved sleep after decades of insomnia and others
reporting no treatment effect. One physician used posi-
tive testimonials from past patients to sell the treatment
to new patients. Physicians acknowledged that negative
reviews may reflect a lack of engagement rather than a
failure to benefit from CBT-I.

Adaptability
All providers appreciated the potential scalability and
convenience of CBT-I for primary care settings, includ-
ing brief versions of the treatment and telehealth deliv-
ery. Self-management CBT-I, in which patients

Fig. 1 Barriers and facilitators related to implementation of CBT-I in VA
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independently complete an online web-course or paper-
based treatment manual, received mixed reviews.
PCMHI psychologists were the most positive about self-
management and felt that this fit within their model of
care and increased access, especially if it was combined
with provider check-ins. Primary care physicians and
CBT-I coordinators were concerned about patient
follow-through and comorbid sleep disorders, such as
sleep apnea, that may not be diagnosed and treated with
a self-management approach. One physician preferred
in-person CBT-I to self-management because it provides
a “foot in the door” for patients that need additional
mental health treatment:

I like sending them out to PCMHI because I se-
cretly hope they will address some of their other
underlying mental health issues so sometimes I use
CBT-I as a foot in the door. I’ve had a couple pa-
tients where sleep is a major issue, but so are these
other things that they are not ready to address yet,
so I hope that once they start talking, they’ll keep
talking.

In general, primary care and CBT-I providers were
more likely to consider self-management for patients
without comorbidities and as a last resort for those who
were unable or unwilling to work with a CBT-I provider.
Primary care physicians also felt they would not have
enough information or time to provide patients with
self-management resources and training.

Inner setting
Networks and communication
Strong connections between primary care clinics,
PCMHI teams, and sleep medicine clinics increased
utilization of CBT-I. Within VA, CBT-I training is pro-
vided through the VA Office of Mental Health and Sui-
cide Prevention (OMHSP) and many CBT-I providers
are located within mental health clinics. Highly success-
ful CBT-I programs were often closely integrated with
both mental health and sleep medicine clinics and func-
tioned as a sleep team or community, with shared con-
sult and referral systems. As one CBT-I coordinator
said:

A patient is typically sent the sleep disorders clinic.
[…] The consult is reviewed by one of our sleep fel-
low and there is an internal consult that goes to the
behavioral sleep medicine clinic and they get CBT-I.

These sleep teams provided ongoing services and edu-
cation within primary care clinics. In some cases, indi-
vidual relationships increased CBT-I use. For example,
primary care residents who were exposed to CBT-I

champions during their training often took full time staff
positions and went on to utilize CBT-I.

Compatibility and relative priority
Primary care physicians did not proactively assess for in-
somnia and sleep loss was not considered as urgent as
other health concerns. As one physician said:

If someone convinced me that there was a strong
causal pathway between inadequate sleep and ser-
ious morbidity and mortality, then I would be think-
ing ‘wow we need to move on this asymptomatic
killer of people.’ It is hard for me to think of insom-
nia as one of those asymptomatic killers we are sup-
posed to screen for.

Widespread screening for insomnia was not seen as
compatible with primary care appointments given lim-
ited time, competing demands of other medical condi-
tions, and patient costs (e.g., patient fatigue, damage to
rapport if patients get annoyed with screening). There
was also an assumption that mental health providers
were assessing and treating insomnia. Physicians sug-
gested that lack of screening may also be related to un-
certainty about how to treat insomnia, a preference for
not prescribing sleeping medication and a general reluc-
tance to bring up sleep because of a preference for not
prescribing medication. The general consensus among
physicians was that sleep took a “backseat priority” in
complex patients and was not prioritized by patients or
providers. As one physician said:

Sleep is definitely a backseat priority. It’s important
and it affects everything but patients are coming in
with blood pressure at 170 over 100 and their A1C
is 12 and they are sobbing because of their…..what-
ever. And patients don’t always recognize how
much sleep affects them and you have to get pa-
tients to buy in especially if it involves behavioral
change. And they just want a pill, they want me to
prescribe Zolpidem because they perceive that does
help and they don’t want to do the hard work.

Both PCMHI psychologists and CBT-I coordinators
expressed the need for more provider education about
the importance of sleep, but also acknowledged that pro-
viders are stuck between wanting to decrease sleeping
medication and their patients not wanting to engage in
CBT-I.
If patients brought up insomnia during appointments,

primary care physicians commonly referred them for
further evaluation and treatment. Physicians were com-
fortable providing a basic overview of CBT-I to their pa-
tients but did not have the knowledge or time to
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describe the treatment in-depth. Several physicians
wanted written guidance on how to describe CBT-I to
patients. CBT-I coordinators pointed out that compre-
hensive sleep evaluation and treatment discussion is part
of the CBT-I intake; however, it may be helpful to have
primary care providers set the stage:

[Patients] have no clue why a behavioral interven-
tion is related to insomnia at all. The backdrop is
you treat insomnia with sleep medications so what
in the world could I do sitting in a room talking
with people, how would that help my sleep. They
can’t even wrap their head around it. So the primary
care provider has to be the salesperson for that
intervention. A good chunk of people don’t show up
or engage because they don’t see how it applies to
them.

In contrast to primary care physicians, PCMHI psy-
chologists viewed insomnia screening and treatment as
highly compatible with their model of care. They rou-
tinely screened for insomnia during functional assess-
ments and prioritized sleep treatment in accordance
with patients’ treatment goals. PCMHI psychologists
found CBT-I easy to deliver in a PCMHI setting, espe-
cially in briefer formats.

Available resources and access to information and
knowledge
Most primary care physicians were satisfied with CBT-I
resources in their facility. They reported having ready
access to CBT-I providers through electronic medical
record consults and warm-hand offs to PCMHI teams
(i.e., patient has same day appointment with PCMHI
team). A variety of consults were used across and within
facilities, including general sleep medicine, behavioral
sleep medicine, mental health, and PCMHI, and this led
in some cases to confusion about how to refer to CBT-I.
Several primary care physicians expressed the desire for
a more centralized resource to learn about CBT-I and
make referrals, something easy and “within their pattern
of practice” such as established order sets within the
electronic medical record. This was particularly useful
after-hours or on weekends when warm-hand offs were
more difficult. For example, one primary care physician
said:

There’s no central repository of information, no
place you can go for a reference.[…] Sometimes you
just want to find something out without going to
track someone down.

In contrast to primary care physicians, PCMHI psy-
chologists and CBT-I coordinators expressed a need for

more CBT-I providers within primary care, especially in
off-site clinics. Demand often overwhelmed supply, with
up to 6 months wait for primary care patients to see a
CBT-I provider. One PCMHI provider suggested the
need for local training due to the limited number of slots
within the national training program. Telehealth was
suggested as a potential way of increasing access within
PCMHI settings.

Outer setting
Patient needs and resources
There was a consensus that CBT-I provides a valuable
nonpharmacological treatment option for patients strug-
gling with insomnia. There were contrasting views
among primary care physicians about patient willingness
to consider CBT-I. One physician noted that patients
were generally receptive since “not many patients just
want medications.” Conversely, another estimated that
up to half of his patients were not interested in CBT-I
since they “just want trazodone and to take care of it all
in primary care.” One CBT-I coordinator emphasized
the need to educate both physicians and patients about
the availability of nonpharmacological options like CBT-
I:

My experience is providers are really uncomfortable
with meds but they perceive that is what their pa-
tients want. […] They have this tension. We asked
patients why they didn’t talk to their doctor and
they said, ‘all my doctor has to give me are pills and
why would I bring it up if I didn’t want one.’ And
we talked to providers who said, ‘my patients come
asking for pills and I don’t know what else to do.’

Nearly all physicians downplayed the mental health as-
pects of CBT-I when making referrals, avoiding the
terms “psychologist” and “therapy.” They felt patients
were more receptive when CBT-I was described as a
“sleep intervention” delivered by “sleep experts.” Several
physicians commented that the behavior change is more
difficult than taking sleeping medication and that some
patients do not understand how sleep affects health.
They recommended patient education to promote wide-
spread uptake of CBT-I.

External policies and incentives
One primary care physician pointed out that it was diffi-
cult to focus on increasing the use of behavioral sleep
treatments as an alternative to sleeping medication be-
cause there was no measurable data to show improve-
ment in practice, unlike other deprescribing initiatives:

Sleep doesn’t have measurable data where you can
say we reduced our benzo users from 20% to 10%.
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You can’t say I fixed insomnia [treatment] by 10%.
A lot of things we follow have measurable action
items.

A CBT-I coordinator suggested that efforts to increase
the uptake of CBT-I be linked to deprescribing initia-
tives, with CBT-I offered as an alternative to initiating or
continuing sedative hypnotic prescriptions, including
benzodiazepines. Several primary care physicians re-
ported that they are already taking this approach. As one
said:

I’m in a long-term project with my folks who have
been on sleeping pills to change the way we are
managing their sleep.

Similarly, CBT-I coordinators are advertising CBT-I as
a safer and more effective alternative to medications to
increase referrals:

It helps that the DoD/VA guidelines came out. […]
I’ve been waving that like a big flag and using that
to highlight that CBT-I is best practice. No one is
saying that medication is better.

Importance of engaging
Providers identified two key facilitators that they be-
lieved contributed to successful implementation and
widespread dissemination of CBT-I: local champions
and leadership support. Local champions represented
the most consistent and effective method of increasing
insomnia awareness and CBT-I referrals within primary
care. Primary care physicians who routinely utilized
CBT-I were made aware of resources through formal
talks and informal conversations with local champions.
As a result of these contact, they were more likely to be
listening for sleep problems among their patients and
have a “lower bar” for CBT-I referrals.
CBT-I coordinators at well-established CBT-I pro-

grams suggested that leadership support was crucial in
growing their services. They described how CBT-I was
“warmly embraced” with “a lot of enthusiasm” by leader-
ship in sleep medicine, primary care, and mental health.
Leadership support took the form of educational initia-
tives, rolling out CBT-I clinics and protected time for
CBT-I providers. Supportive leaders valued CBT-I as an
essential service and these attitudes had a trickle-down
effect to primary care clinics, increasing CBT-I referrals.
One CBT-I coordinator described the positive reception
for CBT-I programming at a primary care meeting:

Primary care providers here overall prefer not to
write prescriptions for sleep. […] Someone said ‘we
hear you are developing a non-medication

treatment program for insomnia’ and he said ‘yes
we are’ and he actually got a round of applause be-
cause they were so happy to have an option that
wasn’t sleeping medication.

It was noted that receptiveness to CBT-I varies sub-
stantially among sites and that lack of leadership support
has a chilling effect on referrals and provider willingness
to engage.

Discussion
The current study provides a broad range of provider
perspectives on CBT-I implementation progress and
continued barriers across five VA facilities with long-
standing, well-established CBT-I programs. Findings
suggested implementation barriers and facilitators re-
lated to the CFIR constructs of intervention characteris-
tic (e.g., providers unfamiliar with primary evidence of
CBT-I effectiveness), inner setting (e.g., sleep as a low
relative priority in primary care), and outer setting (e.g.,
lack of external incentives for increasing CBT-I use), as
well as several successful strategies, including use of
local champions and supportive opinion leaders. This
replicates previous work identifying barriers related to
provider knowledge and beliefs [17, 18] and extends this
work to include previously unexplored barriers like com-
patibility and relative priority and external policies and
incentives.

Implications
Continuing to expand the reach of CBT-I in primary
care will require thoughtful and systematic testing of pa-
tient-, provider-, and organizational-level implementa-
tion strategies. We review several evidence-based
strategies from the Expert Recommendations for Imple-
menting Change (ERIC) project that address the main
CFIR barriers identified in the interviews [25, 26].

Continuing education
There has been substantial progress over the last 10
years in educating providers about the importance of
sleep and the use of CBT-I as a first-line treatment for
insomnia [7, 8, 10]. However, most providers still do not
actively assess and manage sleep problems. This may be
due to several reasons, including not perceiving sleep
loss as important, diffusion of responsibility (i.e., assum-
ing insomnia is treated in mental health), uncertainty
about treatment options, and the desire to avoid pre-
scribing sedative-hypnotics. Some providers default to
sleep hygiene and medication before referring patients
to CBT-I.
It will be important to continue disseminating evi-

dence and practice guidelines using educational meet-
ings and materials. Provider education about the
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difference between sleep hygiene and CBT-I and how to
describe CBT-I to patients is needed. Involving local
champions and patients would lend credibility to these
efforts. For example, patient testimonials and prefer-
ences for non-medication treatment options could be in-
tegrated into educational materials to get more
providers “on-board.” Local consensus discussions may
be helpful in addressing whether increasing the uptake
of CBT-I for insomnia in primary care is important and
appropriate within each facility. Widespread insomnia
screening may not be a good fit in primary care given
time constraints and competing demands, but continued
education can help put sleep on the radar for primary
care physicians and increase CBT-I referrals. It is im-
portant to note that assessing insomnia severity and
screening for comorbid sleep disorders is essential for
appropriate sleep care, but this role may be better served
by CBT-I providers. Finally, integrating CBT-I into on-
going deprescribing initiatives was also recommended to
motivate providers to use CBT-I.
Interviews revealed a need to educate and motivate pa-

tients about the health effects of poor sleep, the risks of
long-term medication use for insomnia, and the long-
term benefit of CBT-I, as well as preparing patients to
be active participants in their insomnia care. Many pro-
viders perceived patients to be unready for the behavior
change required in CBT-I and looking for a quick fix
through sleeping medications (i.e., in their experience,
some patients did not follow through with referrals to
CBT-I). Future implementation efforts may want to con-
sider direct-to-patient educational materials to provide
motivation and education, such as brochures mailed to
patients’ homes or available in primary care clinics. Pro-
viders recommended telling patients about CBT-I using
the context of sleep health rather than mental health to
increase patient willingness to engage.

Expanding resources
CBT-I is valued as a scalable treatment that can be deliv-
ered in many formats and modalities. More CBT-I pro-
viders are needed in primary care to deliver CBT-I using
brief formats or telehealth. As the menu of CBT-I treat-
ment options increases, it will be important to keep pro-
viders informed about available treatments. Providers
recommended a centralized referral source that fits
within current practice patterns to make accessing CBT-
I resources and referrals fast and easy. It will be equally
important to talk to providers about feasibility and ac-
ceptability of new forms of CBT-I delivery to make sure
they will be used in real-world clinical practice. For ex-
ample, providers had concerns about self-management
CBT-I resources that would need to be addressed for
widespread use.

Enlisting champions, informing opinion leaders, and
promoting network weaving
Enthusiastic champions were one of the strongest facili-
tating factors. Champions increased CBT-I knowledge
and utilization through individual relationships and
wide-spread educational efforts. For example, CBT-I
champions at the facilities interviewed gave regular talks
about CBT-I during existing clinic meetings, personally
discussed CBT-I referrals with individual providers, and
actively promoted CBT-I among their colleagues in pri-
mary care and sleep medicine. Future implementation
work could focus on identifying and preparing local pri-
mary care champions as part of national CBT-I training
effort. These individuals could market CBT-I to pro-
viders and support efforts to increase referrals at their
facilities.
In addition to champions, leadership support provided

the resources and credibility needed to increase CBT-I
referrals. This included supporting educational initiatives
and CBT-I clinics, as well as protected time for CBT-I
providers. Future implementation work could focus on
identifying and informing local opinion leaders about
CBT-I with the hope that they would promote this treat-
ment among colleagues. Finally, strong CBT-I sites also
had networks and relationships that helped promote
CBT-I, especially among trainees who may later become
part of organization. Interviews revealed the importance
of a “sleep partner” either through PCMHI or sleep
medicine clinics who can “suss out” sleep problems and
provide treatment. Implementation efforts should pro-
mote network weaving across primary care, mental
health, and sleep medicine to encourage shared informa-
tion, problem-solving, and the shared goal of improving
insomnia care by increasing CBT-I.

Limitations and future directions
The general recommendations reviewed above are made
with the understanding that there are varying degrees of
progress with implementing CBT-I among facilities. This
study interviewed providers at VA facilities with well-
established CBT-I programs and may not be representa-
tive of the views of providers at other facilities. Add-
itional work will be needed to determine if sites earlier
in the CBT-I implementation process have additional or
different barriers/facilitators.
The snowball sampling approach also introduced the

potential for sampling bias. For instance, recommended
providers may be more familiar with or view CBT-I in a
more positive light than other providers who were not
recommended to participate in this study. In addition,
findings may not generalize to all patients, including
special groups such as women veterans. It is important
to note that we did not obtain patient perspectives on
implementation barriers in the current study, although
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our previous work has included interviews with patients
about barriers to CBT-I referrals and use [18]. Future re-
search may benefit from a comprehensive exploration of
CFIR constructs from patients’ point of view, with a
focus on key segments of the patient population like
older adults or women veterans. Despite these limita-
tions, findings have relevance within and outside of VA
as a growing number of guidelines recommend CBT-I as
a first-line treatment for insomnia.

Conclusion
The goal of these interviews was to capture and share
local knowledge from successful implementation sites on
what has worked (and not worked) in promoting CBT-I
in primary care. Future work will most likely benefit
from local needs assessment and tailoring of strategies
to the needs of specific facilities. In addition, formal im-
plementation trials are needed to systematically deter-
mine the real-world impact of various strategies.
Although much work remains to be done, our hope is
that the lessons learned over the last 10 years of imple-
menting CBT-I within VA provides valuable ground-
work to promote the spread of CBT-I for the millions of
patients who need safe and effective insomnia care.
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