
Progress has been made in the UK in 
addressing the lack of parity of esteem 
between mental and physical health. 
However, chronic insomnia, one of the most 
common mental disorders,1 appears to have 
been side-lined. The launch of the Improving 
Access to Psychological Therapies (IAPT) 
programme in 2008 increased treatment of 
common mental disorders but, despite its 
prevalence, insomnia is not included in that 
list.2

Chronic insomnia is a persistent, subjective 
disturbance in initiating or maintaining sleep, 
despite adequate opportunity, which results 
in daytime impairment or clinically significant 
distress. Transient sleep disturbances 
have the potential to develop into chronic 
insomnia, and various factors increase the 
risk of this progression. These factors include 
physical illness, mental health disorders, 
shift- work, social deprivation, being from an 
ethnic minority background, being female, 
and advancing age.3

IMPORTANCE OF DIAGNOSING AND 
TREATING INSOMNIA
Chronic insomnia is common, with a 
worldwide prevalence of around 10% in 
the general population and 50% in primary 
care patients.1 This is at least as common 
as illnesses that receive a larger share of 
healthcare resources in many countries. 
Insomnia impacts quality of life as severely 
as major depression and heart failure do.4 It 
increases the risk of developing new mental 
illnesses such as depression in people 
with no psychiatric history, exacerbates the 
severity of other psychiatric disorders, and 
reduces the efficacy of their treatment.5 It 
can persist long after the comorbid mental 
illness has resolved and later precipitate 
its relapse.5 Insomnia also contributes to 
road traffic accidents and increases the 
risk of developing physical illnesses such 
as hypertension, diabetes, obesity, and 
heart failure, with greater health risks in 
minority populations.6 It also carries a high 
economic impact due to lost productivity 
and increased healthcare utilisation.7 Once 

insomnia becomes chronic, spontaneous 
improvement without treatment is unlikely.3

EFFICACY OF TREATMENT
Cognitive behavioural therapy for insomnia 
(CBT-I) is recommended by bodies such as 
the National Institute for Health and Care 
Excellence and the American College of 
Physicians as the first-line treatment for 
chronic insomnia, or for insomnia that is 
likely to become chronic. The treatment goes 
well beyond sleep hygiene and focuses on 
techniques to modify beliefs and behaviours 
around sleep. Studies have repeatedly 
demonstrated its high effectiveness, with 
60%–80% of individuals undertaking CBT-I 
experiencing acute therapeutic improvement 
and durable gains long term,3 making it one 
of the most effective treatments in mental 
health care. Research consistently shows it 
to be effective in patients with wide- ranging 
comorbidities, including depression, 
anxiety disorders, bipolar affective disorder, 
psychosis, post-traumatic stress disorder, 
chronic pain, obstructive sleep apnoea, 
cancer, and alcohol dependence.3 CBT-I 
also improves and reduces the relapse rate 
of other mental illnesses,5 for example, it is 
as effective at treating depression as CBT 
for depression, where there is comorbid 
depression and insomnia.8 It has even 
been found to improve asthma outcomes.9 
Treatment is highly cost-effective,7 can be 
provided with low burden on resources 
(via 1-day workshops, five once-weekly 
groups, or, where appropriate, self-help 
applications),5,10,11 and can successfully be 
delivered by people who have received only 

brief CBT-I training without specialist CBT or 
psychology training.11

AN UNMET NEED
In the UK, clinicians in primary and secondary 
care usually provide psychoeducation on 
sleep hygiene, despite research showing 
this is ineffective as a monotherapy for 
most people with chronic insomnia.12 Sleep 
hygiene was originally developed only for 
mild, transient insomnia or for prevention of 
insomnia and, because of its poor efficacy, 
is usually used as the control condition 
for clinical trials of insomnia treatments.12 
Evidence-based CBT-I provision is limited by 
a lack of services and professionals trained 
to deliver it. Some UK IAPT services provide 
CBT-I as an ‘extra treatment’, but this is a 
postcode lottery. A handful of sleep clinics 
provide CBT-I; however, since CBT-I is cheap 
and simple to learn and provide, provision by 
only specialist clinics is not cost- effective. 
Furthermore, most patients never get 
referred. While digital therapies may improve 
access, they are not universally available or 
accessible, nor are they appropriate for all 
patients. In other countries such as the US, 
similar issues with undertreatment have 
been reported.7

WHY IS INSOMNIA NOT BEING GIVEN 
MORE VALUE?
Given the high burden of insomnia and 
the cost-effectiveness of CBT-I, one must 
wonder: why is insomnia not considered as 
important as other health conditions that 
similarly affect quality of life, health, and 
functioning? Why is it not seen as a modifiable 
risk factor for illnesses in a similar way to 
diet, exercise, and smoking? And why is no 
meaningful training on insomnia included in 
the UK medical school and speciality training 
curricula?

In the authors’ experience, there are 
several likely explanations. First, a lack of 
parity of esteem persists between mental 
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“… why is insomnia not considered as important as 
other health conditions that similarly affect quality of 
life, health, and functioning?”

“Studies have repeatedly demonstrated its [cognitive 
behavioural therapy for insomnia {CBT-I}] high 
effectiveness, with 60%–80% of individuals 
undertaking CBT-I experiencing acute therapeutic 
improvement and durable gains long term …“



and physical disorders, and insomnia 
treatment still suffers from the lack of regard 
previously afforded anxiety and depression. 
Second, sleep is not adequately valued by 
society or the medical establishment. Third, 
insomnia was previously considered merely 
a symptom of other disorders, not requiring 
treatment in its own right. This belief has not 
been updated despite the significant body of 
research over the past two decades, including 
high-quality longitudinal data demonstrating 
that insomnia is commonly a primary 
disorder, has a bidirectional relationship to 
other mental and physical illnesses (and is 
a modifiable risk factor for many illnesses), 
and that CBT-I has high efficacy regardless 
of whether insomnia is primary or secondary. 
Finally, in stretched, underfunded healthcare 
systems, commissioners may be reluctant to 
add to the list of conditions for which services 
are funded, and healthcare providers may 
expect fines for long waiting lists if they 
introduce a new, popular service.

RECOMMENDATIONS
Insomnia should be afforded the importance 
it deserves. For it to be successfully identified 
and treated, clinician awareness is vital. As 
with any intervention, the first step on the 
treatment pathway involves identifying the 
disorder and any other disorders that might 
be contributing to the issue (such as, in this 
case, sleep apnoea, restless leg syndrome, 
or circadian rhythm disorders). Since 
insomnia is so common, all clinicians, but 
particularly primary care clinicians, play an 
essential role in this and require education. 
As such, sleep medicine, including identifying 
insomnia and other sleep disorders and basic 
CBT-I techniques, should be included as a 
key part of the medical student syllabus and 
specialty training curricula, especially for 
psychiatry and general practice. Training 
could also be facilitated by attending courses 
and webinars.

Appropriate services considering equitable 
access should be commissioned locally, and 
patients with chronic insomnia should be 
referred. CBT-I training for those delivering 
services could be facilitated by attending 
brief courses (for example, the Royal London 

Hospital for Integrated Medicine runs a 2-day 
course [janet.joseph1@nhs.net]; Edinburgh 
Sleep Consultancy runs 2- and 3-day 
courses [https://www.sleepconsultancyltd.
co.uk]; and Newcastle upon Tyne Hospitals 
NHS Foundation Trust runs a 1–2-day course 
[https://www.newcastle-hospitals.nhs.
uk/services/sleep-service]). As with other 
common mental disorders, a stepped-care 
approach should be used,7 including large-
scale self-help interventions, therapist-led 
group/individual treatments, and specialist 
sleep services for those with higher 
complexity, such as those with comorbid 
sleep disorders, comorbid severe psychiatric 
illness or suicidality, or for whom previous 
treatment has failed. 

Additionally, in the UK, insomnia should 
be included in the IAPT manual of national 
service requirements so that it becomes a 
core treatment that all IAPT services are 
required to provide, eliminating the national 
postcode lottery and reserving treatment 
in specialist sleep clinics for patients with a 
higher degree of complexity.
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