
Original Research 

 
Lithos – The Memorial University Medical Journal 

Fall 2024 | 2(2) 

 
The effectiveness of cognitive behavioral therapy for insomnia in older adults: A rapid review 
 
Alexandra Hodder, BKin. (Hons)1, Christopher Earle, MD2 

 
1. Faculty of Medicine, Memorial University, St. John’s, NL, Canada  
2. Faculty of Medicine, Discipline of Psychiatry, Memorial University, St. John’s, NL, Canada 
 
ABSTRACT 
 

Insomnia is a common sleep disorder encountered in older adults which causes many difficulties in daily life.  Given safety 
concerns with sedative-hypnotic pharmacotherapy, behavioural treatments including Cognitive Behavioural Therapy for 
Insomnia (CBT-I) are preferred in the elderly. We have provided an updated, expanded evidence review of CBT-I in this 
population. A rapid review of randomized controlled trials evaluating CBT-I interventions in adults aged 60+ was conducted 
using a search of the databases PubMed and PsycINFO, returning 21 articles for analysis. Specific CBT-I interventions 
including individual, group, therapist-led, and self-guided formats were evaluated. Trials for novel formats including telehealth 
CBT-I were also assessed for subgroup analyses involving older adults. Quantitative (total sleep time, sleep efficiency, insomnia 
severity, etc.) and qualitative (participant feedback, etc.) outcomes were assessed. The research showed steadfast evidence for 
the effectiveness of CBT-I as the preferred intervention for insomnia disorders in the elderly. It also showed promising results 
for different delivery methods of CBT-I including self-help, group and virtual modes, which may help alleviate accessibility 
concerns to the service in the future. This represents a key area for further work to improve access to insomnia interventions in 
older adults. 
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INTRODUCTION 
 

Insomnia is a prevalent issue among older adults in today’s 
society. Insomnia has been defined as difficulties with either 
the quantity or quality of sleep, which might include 
difficulties initially falling asleep, waking throughout the 
night, and more.23 As of 2019, insomnia is experienced in up 
to 75% of older adults and has been documented as one of the 
most commonly experienced issues with sleep among this 
population.23 Insomnia symptoms are estimated to be 
experienced by approximately 30 to 48% of older adults.24 
These are staggering numbers which also have a prominent 
economic impact on healthcare systems worldwide. The 
healthcare and productivity costs of insomnia symptoms in 
Canada in 2021 totaled $1.9 billion.2 With these estimates, it 
is clear that insomnia warrants our attention as a society and 
that research on its associated impacts is critical to help 
alleviate such vast problems. Currently, the first-line 
recommendations for insomnia treatment consist of non-
pharmacological treatments (NPTs) followed by treatment 
using medications only if NPTs fail.17 The most widely used 
example of an NPT for insomnia, and the first-line treatment 
recommendation, is cognitive behavioural therapy for 
insomnia (CBT-I). This intervention is approximately 6-8 
weeks long and consists of sleep restriction (concrete bed and 
awakening times), stimulus control (altering patient 
perspectives and experiences with their sleeping area), and 
reduction of hyperarousal.11 Objective parameters of sleep 
quality such as total sleep time (TST) and sleep efficiency 
(SE) have shown improvement with CBT-I,4 as well as 
subjective measure improvements via scales such as the 

Insomnia Severity Index (ISI) and Epworth Sleepiness Scale 
(ESS).5 Of those studies examined, many noted that CBT-I 
and other NPTs are proven to be effective specifically in older 
adults diagnosed with insomnia.3,8,13,17,19,28 However, 
medications such as benzodiazepines or non-benzodiazepine 
“Z-drugs” with faster action such as zolpidem can sometimes 
be prescribed more readily as an initial mode of treatment 
rather than CBT-I due to perceived convenience.17 It has also 
been proposed that prescribing medications for insomnia may 
feel more within the physician’s scope of practice than their 
perceived ability to educate patients about and refer them for 
CBT-I.11 This represents a key area for further work to 
improve access to insomnia interventions in older adults. 
 

Prior research in this area is limited. A systematic review 
published in 2003 examined the efficacy of CBT-I for older 
adults, but this study excluded participants with comorbid 
dementia or depression. A systematic review and meta-
analysis on this topic has also been published which included 
13 studies which were conducted between the years of 1993 
to 2017.8 Given these study time frames, more recent years of 
literature past 2017 have not yet been synthesized. While 
these comprehensive studies are important additions to the 
body of literature, there have been no studies to date on this 
subject in the novel form of a rapid review. This is a newer, 
alternative form of review which provides a more simplified 
summary of the existing literature, often with a particular 
focus on the most relevant or recent studies available. An 
updated rapid review in this area is particularly useful for 
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clinicians to reference to help inform their clinical knowledge 
and practice, especially in areas of healthcare that are 
constantly evolving. Overall, the purpose of this rapid review 
was to provide an updated, focused, evidence-based rapid 
review (the first of its kind) of CBT-I as a treatment for 
symptoms of insomnia in the elderly population over 60 years 
old.  
 

METHODS 
 

Selection Criteria 
 

For this review, studies were included that applied CBT-I or a 
similar protocol as an intervention in the form of a 
randomized controlled trial. Several studies were found that 
did not use CBT-I specifically but used a very similar 
methodology (such as brief CBT-I, administered in fewer than 
6-8 sessions), or had reported relevant outcomes. 
Randomized controlled trials were initially deemed most 
appropriate but the reviewers opted to include some 
comparable study forms with similar lengths, sample sizes, 
and established intervention and control groups. However, 
following a full-text review, only randomized controlled trials 
with clearly defined control groups were included. Only 
studies examining older adults with at least a mean age of 60 
years or older were included; according to the United Nations, 
an older adult is defined as a person of age 60 or older.32 
Studies that were excluded did not meet the above criteria and 
were not written in English. 
 

Data Sources and Searches 
 

A search of the databases PubMed & PsycINFO returned 352 
initial studies; 208 from PubMed and 144 from PsycINFO. 
Two reviewers participated in this process and worked 
independently. Search terms included “cognitive behavioural 
therapy”, “insomnia”, “older adult”, “elderly”, and relevant 
variations thereof. 94 duplicates were removed. Studies were 
assessed based on population, intervention used, control 
group characteristics, outcomes reported, and length of study. 
194 studies were deemed irrelevant and excluded after the 
title and abstract screening. 43 studies were excluded 
following the full-text screening, leaving 21 remaining 
studies included in the final data collection, extraction and 
analysis (Figure 1). Reviewers preferred to include studies 
when uncertain of inclusion parameters to ensure that no 
relevant studies were excluded.  
 

Data Extraction, Synthesis and Analysis 
 

Data from all articles in agreement to include following the 
full-text review were extracted and organized into a structured 
table stratified into columns for year, participants, 
intervention, control, outcomes and results.  
 

Upon review of the pertinent data from each of the papers, the 
results were grouped based on common characteristics and 
themes. The studies were classified based on the type of CBT-
I involved; individual, group or combined CBT-I delivery; 

independent versus guided delivery; the presence or absence 
of telehealth in the delivery; the use of or withdrawal from 
sleep medications; and the inclusion of interventions other 
than CBT-I. The major themes of the studies were categorized 
into ideas such as: 
 

a. Self-help versus professional-led CBT-I 
b. The efficacy of individual, group and combined 

CBT-I 
c. The implications of CBT-I conducted using 

telehealth  
d. The efficacy of CBT-I versus sleep medications for 

insomnia relief 
e. The impact of pre-existing sleep characteristics on 

the efficacy of CBT-I 
f. The impact of comorbid health conditions on the 

treatment of insomnia with CBT-I 
g. The effect of pre-existing beliefs about sleep on 

CBT-I treatment outcomes  
 

These themes will be discussed in detail in the results section.  
 
 

 
 

Figure 1. PRISMA diagram. 
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RESULTS  
 

Descriptions of Included Studies 
 

All 21 studies included and analyzed were randomized 
controlled trials. The sample sizes ranged from 14 to 327. Of 
the studies included, 19 used CBT-I manually led by a 
professional, 1 used a self-help intervention, 6 involved a 
telehealth intervention component, 3 involved a sleep 
medication intervention (1 with zopiclone; 2 with 
temazepam), 1 had a sleep medication withdrawal 
component, and 1 involved a Tai Chi intervention. 13 were 
individual interventions, 4 were group-based and 3 were a 
combination of both (see Appendix for details of included 
studies). 

Description of Measured Outcomes 
 

Efficacy of CBT-I versus Controls 
 

20 studies found CBT-I significantly more effective than the 
control on at least one outcome measure (Figure 2). Only 1 
study showed no statistically significant improvement in any 
outcomes measured (ISI, depression and anxiety ratings, 
quality of life ratings and use of sleep medications ratings) in 
the online delivery CBT-I group as compared to their control 
group in older adults with insomnia who were also 
experiencing bereavement.7 
 

Self-help versus Professional-Led  
 

Only 1 study used a self-help form of CBT-I with full 
independence bestowed upon participants.20 According to this 
trial, 73% of participants surveyed indicated that they would 
recommend the self-help CBT-I intervention to others.20 
 

Individual, Group-Based and Combined Delivery   
 

Of the included studies, 14 used individual CBT-I.1,6-

7,10,12,14,18,20,25-27,29-30,34 4 studies used group-based CBT-I.9,15-

16,33 2 studies used a combination of individual and group 
CBT-I,21-22 and 1 study offered a choice between the two 
modalities.31 In the group-based studies, one study showed 
positive improvements in participants’ scores on wakefulness 
after sleep onset (WASO-D), sleep efficiency (SE-D), ISI, 
Flinders Fatigue Scale (FFS), ESS, Daytime Feeling and 
Functioning Scale (DFFS), Sleep Anticipatory Anxiety 
Questionnaire (SAAQ), Dysfunctional Beliefs and Attitudes 
About Sleep Scale (DBAS) and Sleep Self-Efficacy Scale 
(SSES) compared to control.15 Another group-based study 
found participants to have had significant positive 
improvements in sleep onset latency (SLAT), WASO, Short-
Form McGill Pain Questionnaire (SF-MPQ) and SE scores.33 
A third group study found participants had positive impacts 
on their WASO and total sleep time (TST) scores in relation 
to the lessening of their insomnia symptoms.16 Participants in 
a different group study also had improved positive findings 
regarding insomnia remission, sleep quality, sleep 
parameters, fatigue and depressive symptoms.

 

Figure 2. The number of points decreased on ISI in CBT-I versus control conditions. Note: Asterisks indicate a statistically 
significant result (p ≤ 0.05). 
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Telehealth and CBT-I 
 

6 studies included some form of telehealth.7,18,20,26-27,34 
Specifically, one study used a telephone delivery method for 
CBT-I in older adults with insomnia and comorbid 
osteoarthritis pain.34 This study found that the use of 
telephone CBT-I specifically showed significant decreases in 
their older participants’ ISI and Western Ontario and 
McMaster Universities Osteoarthritis Index (WOMAC) 
scores, both being positive outcomes for the purpose of the 
study. It was also noted that these improvements in symptoms 
came at no increased cost; thus, this study has implications 
for the cost-effectiveness of telehealth modes of CBT-I. In 
contrast, a study using an online-based CBT-I intervention 
found no significant improvements in insomnia symptoms 
relative to scores on ISI, depression and anxiety ratings, 
quality of life ratings and use of sleep medications ratings, as 
mentioned previously.7 However, the authors noted that all 
participants completing the study had reported that they were 
able to complete every online learning module, which still 
holds promise for the feasibility of online forms of CBT-I for 
older adults.7 
 

CBT-I versus Sleep Medications and Other Interventions 
 

5 studies explored the efficacy of CBT-I compared to sleep 
medications or other interventions.9.12,21,29-30 In one trial, when 
compared to the participants given zopiclone, the participants 
undergoing CBT-I showed significant improvements in sleep 
efficiency and time in slow-wave sleep.29 Meanwhile, 
outcomes between those given zopiclone and those given a 
placebo medication did not significantly differ.29 Another trial 
had an almost identical structure, except for having an 
additional group of participants given both CBT-I and sleep 
medication (temazepam), and all three of the interventions 
were found to show greater improvements in sleep outcomes 
than the placebo.21 
 

In a study examining participants dependent on sleep 
medications, the sample was stratified into groups of either 
CBT-I treatment or a placebo control with the participants 
instructed not to change their usage of sleep medications.30 
Those who underwent CBT-I had better outcomes in sleep 
onset latency, wakefulness after sleep onset and sleep 
efficiency.30 In contrast, another study used a sample of 
hypnotic-dependent older adults with insomnia and tested a 
withdrawal of sleep medications either alone (control), 
combined with placebo biofeedback or combined with CBT-
I.12 While all groups were successful in achieving a decrease 
in sleep medication usage, the only group that displayed 
significant improvements in sleep diary measures and sleep 
onset latency was the group treated with CBT-I.12 
 

Besides sleep medications, other trials have been conducted 
which have compared CBT-I to interventions such as Tai Chi. 
In one randomized controlled trial, older participants with 
insomnia were assigned to receive either CBT-I, Tai Chi or 
sleep education as a control.9 The CBT-I group was reported 

to have the highest incidence of clinician-determined 
insomnia remission.9 
 

Pre-Existing Sleep Characteristics  
 

In 2 studies exploring pre-existing sleep characteristics, short 
sleepers were defined as those who identified as objectively 
getting less than six hours of sleep per night, while normal 
sleepers were getting six hours of sleep per night or more.15-

16 In both studies, which employed CBT-I in older adults with 
insomnia, it was found that both short and long sleepers 
achieved similar statistically significant benefits with no 
major differences between the groups.15-16

 
 

Comorbid Health Conditions  
 

2 studies explored the impact of CBT-I on insomnia comorbid 
with pulmonary issues.6,10 In one study, participants who 
received CBT-I as compared to those who received a wellness 
education control protocol achieved greater statistically 
significant improvements in measures of insomnia severity, 
global sleep quality, wakefulness after sleep onset, sleep 
efficiency, fatigue, and beliefs and attitudes about sleep.10 
Similarly, in the other study examining older adults with 
occult sleep-disordered breathing, CBT-I significantly 
improved insomnia symptoms as compared to a sleep 
education control.6 3 studies reported that participants who 
received CBT-I for comorbid insomnia and osteoarthritis pain 
showed statistically significant improvements on measures of 
sleep quality and lessening of insomnia symptoms.18,33-34 1 
study showed significant positive effects on ISI and Short-
Form 12-Item Survey (SF-12) scores following treatment 
with nurse-led CBT-I as compared to an online self-study 
educational control condition for older adults with comorbid 
insomnia and cardiovascular disease.27 Further, 3 studies 
explored the effectiveness of CBT-I in individuals with mood 
or emotional disturbances.7,25-26 One study showed the 
effectiveness of CBT-I combined with CBT-D (cognitive 
behavioral therapy for depression) in participants with 
comorbid insomnia and depression.26 In another study, two 
forms of CBT-I (CBT-I and CBT-I+, or advanced CBT-I with 
positive mood elements) showed significantly greater 
improvements in insomnia and depression symptoms when 
compared to a psychoeducation control group.25 However, a 
study on elderly people with insomnia who had recently lost 
a loved one found no significant improvements with the 
employment of online-based CBT-I as compared to a 
psychoeducational control.7 
 

Pre-Existing Beliefs About Sleep 
 

5 studies explored CBT-I in the context of pre-existing beliefs 
about sleep.10,14-15,22,31 In one study, it was found that 
decreased DBAS scores, or fewer dysfunctional views about 
sleep, was significantly associated with improvements in 
sleep efficiency.22 Another study produced similar findings, 
where decreases in dysfunctional beliefs about sleep were 
associated with positive changes in sleep.31 Conversely, 2 
studies found that a trial of CBT-I showed decreases in DBAS 
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as a measurable outcome.14,15 A further study also measured 
DBAS as a dependent variable following a six-week trial of 
CBT-I in older adults with comorbid insomnia and chronic 
obstructive pulmonary disease (COPD), but no significant 
improvements were found.10

 
 

DISCUSSION 
 

Based on the existing literature, our findings show that CBT-
I for insomnia treatment in the elderly is efficacious and 
carries significant benefits. This has helped contribute to and 
broaden the research available on this topic in the form of an 
updated, more focused rapid review following the systematic 
reviews conducted previously.8,19 While these studies provide 
valuable insights, this rapid review has allowed for a more 
recent, relevant synthesis of the existing literature. The most 
recent year of publication of any of the studies included in the 
aforementioned reviews was 2017; the current review has 
provided an expansion upon these with the inclusion of 9 new 
studies published between 2018 and 2022. The alternative 
methodology of a rapid review has also allowed for the 
exploration of studies that assessed relevant outcomes but 
may have been excluded from a systematic review with more 
rigid inclusion and exclusion criteria. As an example, one of 
the inclusion criteria from the more recent systematic review 
specified that studies must have employed CBT-I alone; 
however, this rapid review has allowed for the inclusion of 
studies that employed CBT-I in combination with other 
interventions, such as CBT-D or pharmacotherapy.8 
 

In 20 of the 21 randomized controlled trials examined, CBT-I 
was found to produce significantly greater beneficial effects 
on insomnia symptom severity than control conditions. This 
therefore serves as another study which adds to the breadth of 
existing research in support of the use of CBT-I for insomnia. 
The ideas highlighted in this study can also serve to identify 
ways in which CBT-I can be improved in its implementation, 
as well as in its accessibility in applications for various 
subgroups of older adults.  
 

Regarding CBT-I versus sleep medications, one of the studies 
discussed suggested that CBT-I as a behavioral intervention is 
an improved, more sustainable method of insomnia relief than 
sleep medications.29 This also highlights how even sleep 
medications alone may not offer any significant benefits for 
insomnia symptoms when compared to a placebo control 
group, which calls into question the efficacy of these 
medications alone. Another of the studies comparing CBT-I 
versus sleep medications also poses an argument for the 
effectiveness of CBT-I — particularly how its effects were 
better conserved over time in comparison to temazepam.21 
These findings warrant the need for further research 
comparing the efficacy of behavioral and pharmacological 
interventions in the treatment of CBT-I to guide future 
healthcare guidelines and recommendations for insomnia 
treatment. In the same vein, healthcare guidelines must also 
take into account those older adults who are currently 
dependent on sedative-hypnotic medications in their 

treatment of insomnia or other conditions. In one study, the 
effect of CBT-I on sleep medication usage was purposely not 
studied.30 However, their findings may have implications for 
the effect of insomnia symptom improvement with CBT-I and 
the potential for sleep medication users to feel less dependent 
on hypnotic medications if their insomnia symptoms were to 
resolve. In one study, the authors did not observe any 
significant effect of CBT-I on medication tapering.12 
However, it did also show that CBT-I can be used as a 
powerful supplemental tool to harness greater relief of 
insomnia symptoms in this older, hypnotic-dependent 
population. This may serve as an area of research which could 
inform how CBT-I may be used as a tool in achieving 
remission of sleep medications in older adults who are 
dependent on them.  
 

Other authors have proposed that Tai Chi (in addition to CBT-
I) could be used as a tool in a stepped-care approach to 
insomnia relief, particularly due to its benefits on 
inflammatory markers that were also found in this trial.9 
Again, this has implications for resource allocation and cost 
reduction in insomnia treatment by potentially using less 
expensive forms of therapy before moving to a 
comprehensive CBT-I treatment protocol. This could even 
lessen the duration or intensity of CBT-I that any given patient 
may require following treatment with a less intensive therapy.  
 

6 trials explored insomnia treatment in the context of chronic 
illnesses and CBT-I benefits have been upheld in sleep-
disordered breathing,6,10 osteoarthritis,18,33-34 and 
cardiovascular disease.27 This certainly puts forth the idea that 
CBT-I can be used as a tool in the complex web of treatment 
modes that older adults with chronic conditions require. As 
well, 3 studies explored CBT-I through the lens of comorbid 
depression in older adults.7,25-26 2 trials may posit that CBT-I 
is more effective for both insomnia and depression than CBT-
D.25-26 In one trial, despite a lack of improvement in the CBT-
I group, the participants positively favoured the online form 
of CBT-I used.7 The main drawback identified by participants 
regarding the content of the trial was that there was no 
bereavement-specific content.7 This could have partially 
explained the lack of efficacy of the CBT-I treatment in this 
unique population experiencing bereavement, but not 
necessarily meeting the diagnostic criteria for depression. It 
may be that other forms of treatment and education are needed 
for a comprehensive treatment method for insomnia with 
bereavement specifically. 
 

2 studies produced findings in favour of the reduction of 
dysfunctional sleep beliefs in the improvement of insomnia 
symptoms.22,31 Both highlighted how in the treatment of 
insomnia, it is important to also focus on treating maladaptive 
attitudes about sleep which may serve as confounding 
preconceived beliefs in CBT-I treatment regimens. On the 
other hand, 2 studies found that following CBT-I treatment, 
dysfunctional sleep beliefs were shown to decrease.14,15 
Further research is needed in this area to investigate the 
bidirectional association between CBT-I and DBAS. 
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Regardless, it is still notable that DBAS requires further 
exploration in research concerning CBT-I. This also 
highlights the need for more research on CBT-I and DBAS, 
given that there are varied findings across different studies, 
with one study finding no significant changes in DBAS 
following CBT-I.10 
 

Finally, 2 studies also found that regardless of one’s usual 
duration of sleep per night, CBT-I treatment was still equally 
as beneficial in improving insomnia symptoms.15-16 These 
findings highlight how CBT-I can be beneficial not only for 
those with the most severe insomnia symptoms but also for 
those who may already have some healthy sleep habits and 
are looking to improve other aspects of their sleep.  
 

More research is needed in the area of CBT-I in a self-help, 
independently practiced form. The majority of studies 
examined focused on guided CBT-I, but if independent CBT-
I is also comparatively efficacious, this could have major 
implications for making CBT-I more economical cost-wise.20 
 

In studies which used a combination of individual and group 
CBT-I,21-22 or included the option to do so,31 it was not 
specified whether type had improved outcomes. More 
research is needed in this area to concretely identify whether 
individual versus group CBT-I is favoured and the factors that 
may influence these results.  
 

As well, more studies will need to be conducted regarding the 
cost and resource usage of telehealth and virtual CBT-I in 
comparison to more traditional forms. Appropriately 
investigating older adults’ capabilities in online CBT-I and 
their technological literacy could have major impacts on the 
cost of CBT-I delivery, as this could preserve resources such 
as rent for spaces to host sessions and hourly pay rates for 
employed professionals. One study was beneficial in 
outlining how the older adults were entirely able to use the 
online form of CBT-I employed, and viewed this in a positive 
light, despite the lack of results supporting relief of 
bereavement and insomnia symptoms with CBT-I.7 It is also 
important to note the 5 studies which showed statistically 
significant improvements in insomnia symptoms in groups of 
older adults who underwent telehealth-delivered CBT-I 
without issue.18,20,26-27,34 
 

Strengths and Limitations 
 

This rapid review has a focused scope, which has allowed us 
to focus the review more practically on what is most relevant 
from a clinical standpoint for CBT-I research in older adults. 
This is of particular value for busy clinicians who may not be 
heavily involved or versed in academia but are looking to 
inform their practice and knowledge. As well, not all older 
individuals have the same opportunities and circumstances to 
be able to easily access CBT-I treatment. One area we focused 
on as part of our literature review results was the cost 
associated with CBT-I in its different forms. We have 
explored and discussed options for modifications to improve 
accessibility to CBT-I not only from a monetary standpoint, 

but in light of other barriers as well. For example, self-help, 
group-based and telehealth forms of CBT-I have been shown 
to be feasible options to increase the availability and 
accessibility of CBT-I for older adults in contrast to more 
traditional in-person, individual forms.  
 

In terms of limitations — as a rapid review, this study is not 
as wholly comprehensive as a systematic review or meta-
analysis which would discuss a much broader range of topics. 
A more focused scope also inherently produces a less 
extensive array of results and discussions than a larger 
systematic review would. All articles deemed relevant from 
our database searches were selected for review, though it may 
exclude some that would have been analyzed and included in 
a larger review. As well, more research is warranted in the vast 
majority of areas studied in the area of CBT-I and many gaps 
currently remain to be filled. For instance, virtual modes of 
CBT-I have largely become popularized only since the 
beginning of the COVID-19 pandemic in 2020. This has led 
to a number of new topics for study that have not yet been 
widely explored outside of the studies mentioned in this work. 
 

CONCLUSION  
 

CBT-I is the preferred method of treatment for insomnia in 
the elderly population. This is largely due to negative 
perceptions and concerns about side effects associated with 
pharmacological treatments, such as benzodiazepines. 
However, not all providers feel capable of educating and 
referring patients to obtain treatment. This has led to a 
discrepancy between the treatment recommendations and the 
actual prescribing patterns that are being practiced by 
healthcare providers. We have completed an updated analysis 
of the evidence-based efficacy of CBT-I for those aged 60 
years and older via the results of 21 randomized controlled 
trials. This will help to inform best practices for insomnia 
treatment for this group of individuals and alleviate this 
discrepancy in what is recommended versus what treatments 
are actually given to patients. We also discussed options for 
making CBT-I more accessible for individuals at this age, 
with the aim of helping to ensure that all who wish to avail of 
it will have equitable opportunities to do so in the future. 
Virtual, self-help or group modes of delivery of CBT-I 
becoming more mainstream may ease the burden on the 
healthcare system, allowing more people to be treated 
effectively while using fewer resources. Currently, barriers 
such as provider shortages and financial constraints do not yet 
allow for this type of seamless access in many areas of the 
world. With more research and training in this area, CBT-I 
accessibility may be improved in years to come. 
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