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INSOMNIA
CBT-I 

COMPONENTS
TX DELIVERY

OK. SO IT WORKS. 
WHAT IS IT ? 

A HX PERSPECTIVE
COGNITIVE & BEHAVIORAL TXs
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READ MORE BROADLY

READ MORE BROADLY

SO WHAT’S THE BETA ON CBT ?
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WHEN I WOKE UP THIS MORNING MY GIRLFRIEND 

ASKED ME, “DID YOU SLEEP GOOD?” I SAID, 

“NO, I MADE A FEW MISTAKES.”

-- STEPHEN WRIGHT

SPIELMAN 1985

Threshold

NATURE OF INSOMNIA OVER TIME
3 FACTOR MODEL

TARGET FOR CBT TX OF INSOMNIA

WHAT ARE PERPETUATING FACTORS
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INSOMNIA

TREATMENTS

• Sleep Restriction 
• Stimulus Control 
• Sleep Hygiene
• Cognitive Therapy
• Phototherapy
• Relaxation

THE BT TRINITY

Sleep Restriction 
Stimulus Control 

Sleep Hygiene
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THERAPY

SLEEP RESTRICTION

STIMULUS CONTROL

SLEEP HYGIENE

COGNITIVE THERAPY

CBT-I
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Schematic representation by Michael Smith PhD

SLEEP RESTRICTION

TST = 5 hrs TIB = 8.0 hrs SE% = 62.5

PTIB = 5.0 hrs TST = 4.75 hrs SE% = 95.0

11 PM 7 AM 

+ 15 Min.  PTIB = 5.25 hrs 

• Restrict to the number of hours in bed = average TST 
• 4.0 Hrs should be the min - PCNA 1987:10(4),547
• PTTB and PTOB are inflexible 
• Review ways to stay awake
• Keep diary
• Titration based on diary data (< 85%, 85-90%, > 90%)

Schematic representation by Michael Smith PhD

SLEEP RESTRICTION

11 PM 7 AM 

?

TIB: BEFORE, OVER TIME, AND W/ TX

Schematic representation by Michael Grandner PhD
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THERAPY

SLEEP RESTRICTION

STIMULUS CONTROL

SLEEP HYGIENE

COGNITIVE THERAPY 

CBT-I
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1. Lie down to go to sleep only when you are sleepy / sleep 

only in the bedroom.

2. Do not use your bed for anything except sleep and sex.  

3. If you find yourself unable to fall asleep, get up and go into 
another  room. Stay up as long as you wish and then return to 
the bedroom to sleep.

4. If you still cannot fall asleep, repeat step (3). 

5. Set your alarm and get up at the same time every morning 
irrespective of how much sleep you got during the night. 

6. Do not nap during the day.

Disclaimer--illness & driving

STIMULUS CONTROL

1. Lie down to go to sleep at the prescribed TTB

2. Do not use your bed for anything except sleep and sex.  

3. If you find yourself unable to fall asleep, get up and go into 
Another room. Stay up for 30,60, or 120 minutes. 

4. If you still cannot fall asleep, repeat step (3). 

5. Set your alarm and get up at the same time every morning 
irrespective of how much sleep you got during the night. 

6. Do not nap during the day.

STIMULUS CONTROL

sleepiness

wishing

BEDROOM 
BEDTIME

SEX  BEDROOM 
BEDTIME

READ IN BED 

SLEEP

SEX  

SLEEP

WATCH TV IN BED

WORK IN BED  

WORRY IN BED

EAT IN BED   

CLEAN BDRM  

GOOD STIMULUS CONTROL STIMULUS DYSCONTROL

ODDS 1 IN 2 ODDS 1 IN 8

WHAT IS “STIMULUS CONTROL ?”
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AN EXAMPLE OF POOR STIMULUS CONTROL

THERAPY

SLEEP RESTRICTION

STIMULUS CONTROL

SLEEP HYGIENE

COGNITIVE THERAPY 

CBT-I

SLEEP HYGIENE
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SLEEP HYGIENE

SLEEP HYGIENE 

IS ALMOST ALWAYS PART OF “CBT”

THERAPY

SLEEP RESTRICTION

STIMULUS CONTROL

SLEEP HYGIENE

COGNITIVE THERAPY

CBT-I
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COGNITIVE THERAPY

OFTEN NOT A PART OF “CBT”

WHEN INCLUDED IT’S

NOT WELL STANDARDIZED 

NOT WELL EVALUATED 

TWO TYPES: GENERAL CT AND TARGETED CT

SETTING EXPECTATION & INSURING COMPLIANCE

COGNITIVE THERAPY – GENERAL

• WILL GET WORSE BEFORE BETTER

• COMMIT TO THE PROCESS (# of nights)

• LONG-TERM GOALS

DON’T EXPECT TO 

SLEEP LIKE A BABY 

NEVER HAVE ANOTHER NIGHT OF INSOMNIA

DON’T EXPECT 8 HOURS – YOU MAY NOT NEED IT

• THINK OF ACUTE INSOMNIA IN RESPONSE TO STRESS 
AS A SOLUTION VS A PROBLEM
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YOU HEARD IT BEFORE – BUT

LONG-TERM GOALS

NOMOTHETICS = IDIOGRAPHICS 

INDIVIDUALS MAY SEEK MORE SLEEP THAN THEY 
NEED WHEN IDIOGRAPHIC SLEEP NEEDS ARE 

DEFINED BY NOMOTHETIC GOALS.   
LICHSTEIN 2010

LONG-TERM GOALS

“DON’T EXPECT 8 HOURS – YOU MAY NOT NEED IT”
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COGNITIVE THERAPY – TARGETED

TYPES

DEBUNKING DYSFUNCTIONAL BELIEFS - MORIN

COGNITIVE RESTRUCTURING  - HARVEY

WORRY AND RUMINATION
ATTENTION BIAS 
SAFETY BEHAVIORS

DECATASTROPHIZATION  - PERLIS

WHAT ABOUT BRIGHT LIGHT THERAPY ?

USUALLY NOT A PART OF “CBT”

WHEN INCLUDED IT’S

NOT WELL STANDARDIZED 

NOT WELL EVALUATED 

PURPOSES
EXTEND WAKEFULNESS TO P-TTB

TREAT SUB-CLINICAL PHASE SHIFTS
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THERAPY

TX DELIVERY

CBT-I

THERAPY SCHEDULE

Session 1- Assessment and providing sleep log
Session 2- Education, restriction, stimulus control
Session 3- Problem solve and sleep hygiene
Session 4- Upward titration 
Session 5- Upward titration & cognitive Tx
Session 6- Upward titration 
Session 7- Upward titration 
Session 8- Relapse prevention

WHY 8 SESSIONS ?

HERE’S 8 REASONS 
(ASSUMING PERFECT COMPLIANCE)

1
2

3 4 5 6
7

8
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WHY 8 SESSIONS ?

AND FOR THAT MATTER HOW MUCH TREATMENT 

IS REQUIRED/STANDARD FOR CBT FOR 

OTHER ILLNESSES ?! 

• WHAT AMOUNT OF SUCCESS GUARANTEES 
COMPLIANCE ?

• WHAT AMOUNT OF BEHAVIORAL CHANGE –
CHANGES COGNITION ?

• HOW MUCH IMPROVED SLEEP LEADS TO 
COUNTER CONDITIONING 

THERAPIST

TREATMENT SETTING

– PRIVATE PRACTICE – HOME OFFICE 

– SLEEP DX CENTER – PRIVATE OFFICE 

– SLEEP DX CENTER - SHARED SPACE 

– PRIMARY CARE - SHARED SPACE 
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TREATMENT TOOLS

– WHITE BOARD

– ROUND TABLE

– CALCULATOR OR EXCEL CALCULATOR

– INTERNET ACCESS ?

– RECORDING EQUIPMENT

SETTING EXPECTATIONS

• THEY ARE IN “THE RIGHT PLACE WITH THE RIGHT PERSON”

• THERAPY IS SHORT TERM (6-12 WEEKS)

• THEY WILL GET WORSE BEFORE THEY GET BETTER

• LONG-TERM GOALS (BABY AND NEVER AGAIN)

• WHAT’S LEARNED IS FOR LIFE… 

• TX IS VERY EFFECTIVE

• TO GAIN THEY MUST COMPLY 

PREREQUISITES 

• MEDICALLY AND PSYCHIATRICALLY STABLE 
• ADEQUATE LANGUAGE COMPREHENSION 
• TIME FOR TREATMENT
• TIME TO BE “OFF THEIR GAME” 
• COMPLIANCE WITH DIARIES 
• COMPLIANCE WITH PRESCRIPTIONS
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CHARTING

CHARTING

CHARTING
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CHARTING

THE PRICE OF SUPERVISION IS CHARTING

CHARTING

SLEEP DIARIES

THE PRICE OF THERAPY (ASIDE FROM $$) IS DIARIES
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PATHWAY(S) TO 
CLINICAL EXCELLNCE 

DO NOT UNDER DOSE SLEEP 
RESTRICTION 

DO NOT OVER DOSE TIB DURING
TITRATION 
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4-8 SESSIONS IS OFTEN NOT ENOUGH, 

STAY OPEN TO MORE SESSIONS THAN 

IS SOP… 

WHO IS A GOOD CANDIDATE FOR CBT-I

FINALLY 

WHO IS A GOOD CANDIDATE FOR CBT- I ?

HEALTH PSYCHOL. 2006 JAN;25(1):15-9.
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Michael Perlis PhD
Director, Upenn Behavioral Sleep Medicine Program 

mperlis@upenn.edu


