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Abstract

Objectives: Mental health care clinicians’ training in treating sleep problems was investigated. 

We examined clinicians’ (1) prior training in providing treatment for sleep problems, (2) interest 

in receiving training in treatment for sleep problems, and (3) perceptions of the importance of 

treating sleep problems and interest in incorporating sleep treatments into their practices.

Methods: An online survey was completed by 137 clinicians.

Results: The majority of clinicians (61.31%) reported receiving prior training in treating sleep 

problems, most commonly in the form of a workshop and after receiving a graduate degree. 

Most clinicians reported interest in receiving further training in treating sleep problems. Clinicians 

reported that the majority (66.67%) of their clients experience sleep problems, yet reported that 

they address sleep with fewer than half of clients. Addressing sleep in treatment was rated as 

“somewhat” to “very” important and most clinicians indicated further interest in receiving training 

in treating sleep.

Conclusions: Mental health care clinicians receive limited training in treating sleep problems. 

As clinicians are interested in gaining further training to address sleep concerns within their 

clinical practice, training programs and continuing education programs should consider increasing 

the amount of programming in sleep treatment and assessment.
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Introduction

Sleep problems are highly prevalent in the United States. Approximately one third of adults 

do not get enough sleep (Liu et al., 2016). The numbers are even worse for youth. Indeed, 

approximately three quarters of adolescents receive insufficient sleep each night (Owens, 

2014). Unfortunately, sleep problems such as insomnia and obstructive sleep apnea impact 

millions of adults and adolescents annually (Institute of Medicine Committee on Sleep 
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Medicine and Research, 2006; Ram et al., 2010). Sleep problems frequently co-occur with, 

predict, and predate mental health problems (Baglioni et al., 2016; Hertenstein et al., 2019; 

Roth et al., 2006), and often persist following treatment of the mental health problem (J. 

Gruber et al., 2009; Nierenberg et al., 2010). Many patients who enter treatment for a mental 

health problem report sleep difficulties (Seow et al., 2018) and treating sleep can improve 

mental health symptoms (Harvey et al., 2015; Manber et al., 2008; Ulmer et al., 2011). 

Hence, training mental health providers to address sleep problems is essential.

Despite the availability of evidence-based sleep interventions (Parthasarathy et al., 2016), 

prior research has demonstrated that mental health care providers receive little formal 

training in treating sleep disorders. These findings have persisted across decades of research. 

One study of clinical psychology doctoral training programs, including both graduate 

programs and clinical internships, found that only 6% of programs surveyed offered a formal 

didactic course in sleep, and 83% of these were internship programs (Meltzer et al., 2009). 

Additionally, 41% of programs reported that they offered no training—no courses, lectures, 

or clinic patients—in treating sleep problems (Meltzer et al., 2009). More recently, a study 

of clinical psychologists in the United States found that psychologists received an average 

of 10 hours of didactic training in sleep, but 95% received no formal clinical training 

in behavioral sleep medicine (Zhou et al., 2020). Unfortunately, this is an international 

problem. In Canada, only 3% of health care providers, including psychologists and social 

workers, receive training about sleep during residency (R. Gruber et al., 2017). Similarly, 

providers in Australia received on average 0.5-3.5 hours of total graduate training in sleep 

(Richardson et al., 2021), two hours of postgraduate training in sleep (Meaklim et al., 

2021), and have limited sleep education and knowledge (Meaklim et al., 2020). Given 

these findings, it is perhaps unsurprising that there is a dearth of behavioral sleep medicine 

providers (Thomas et al., 2016). For example, as of June 2022, there are 192 providers 

registered as diplomates of behavioral sleep medicine (Board of Behavioral Sleep Medicine, 

2022). This lack of training across mental health professionals in the treatment of sleep 

problems is concerning for several reasons. First, there is a pressing need for mental health 

professionals who have sleep expertise given the high prevalence of sleep disorders and the 

comorbidity of sleep problems with other mental health conditions. Second, mental health 

professionals are first line providers for sleep problems as the frontline treatments for many 

sleep disorders include psychotherapy (Auger et al., 2015; Edinger et al., 2021) and prior 

research has demonstrated that even physician-administered interventions, such as C-PAP 

adherence for obstructive sleep apnea, benefit from the support of a mental health care 

clinician (Crawford et al., 2014). Third, this lack of training may limit the efficacy of mental 

health treatment given that many patients with mental health problems experience comorbid 

sleep problems and treating sleep can also improve mental health symptoms (Seow et al., 

2018; Ulmer et al., 2011).

The goal of the present study was to conduct an updated evaluation of mental health care 

clinicians’ training in treating sleep problems. This update is important as it has been more 

than a decade since the Meltzer et al. (2009) study of training programs in the United States. 

Furthermore, this study extends the Meltzer et al. (2009) study, which surveyed training 

programs, by directly surveying providers about their past training experiences. The first 

aim was to examine clinicians’ prior training in providing treatment for sleep problems. 
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Specifically, we examined if the participants had received training, the stage of their career 

they received the training and the format of their training. The second aim was to examine 

clinicians’ interest in receiving training in treatment for sleep problems. The third aim 

examined (a) clinicians’ perceptions of the importance of treating sleep problems and (b) 

clinicians’ interest in incorporating sleep treatments into their practices.

Participants and Methods

Participants and Procedure

Participants were 137 individuals whose current professional activities included providing 

therapy services for mental health concerns. Although a total of 152 individuals attempted 

the survey and completed the consent process, 12 were ineligible because they did not 

endorse currently providing mental health services as part of their professional activities. 

Another three respondents did not respond to any items beyond the demographics, so were 

excluded from analyses. Hence, a total of 137 participants were included in the analyses. 

Across survey items, five participants elected not to respond to a few specific items.

Requests for participation were posted to the mailing lists of the following professional 

organizations: the American Psychological Association, the Association for Behavioral 

and Cognitive Therapies, the Northern California Cognitive Behavioral Therapy Network, 

and the Northern California Society for Psychoanalytic Psychology. Requests for 

participation were also sent to clinic directors at graduate training programs, who were 

asked to forward the email to their current students. Finally, a minority of requests were 

made by word of mouth by the authors to individuals and group practices in the San 

Francisco Bay Area. This outreach has the potential to have reached 135,000 clinicians 

given the number of members in each organization. However, it is reasonable to assume 

that many people do not read emails from listservs regularly and that some members of 

organizations are not on the listservs. Given the anonymous nature of this study, we are 

unable to determine how many people received the request to participate.” This convenience 

sampling method resulted in the overall sample. All surveys were completed via Qualtrics 

(Qualtrics, 2005). Data were collected from June-October 2018. All procedures were 

approved by the University of California, Berkeley, Committee for the Protection of Human 

Subjects.

Participant characteristics are presented in Table 1. Most participants had earned a doctoral 

degree (62.77%) and most identified with a cognitive-behavioral theoretical orientation 

(69.34%).

Instrument

The survey was developed for this study by the authors. The development process consisted 

of several rounds of item generation, revision, and pruning within discussion among the 

authors and colleagues in a sleep clinical and research clinic. The goal was to balance 

brevity and clarity to maximize the survey completion rate. The final survey consisted of up 

to 20 items and required less than 5 minutes to complete.
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The first 5 items assessed respondent characteristics. These characteristics were education, 

age of clinical population treated, clinical setting, types of clinical populations treated, and 

theoretical orientation. The rationale for selecting these characteristics were (a) to describe 

the study sample and (b) to demarcate groups of therapists from different backgrounds and 

settings to differentiate between their prior training in treating sleep problems.

The next six items assessed clinicians’ prior training in sleep problems. This training was 

assessed by asking: (1) “Have you received prior training in treating sleep problems?” If 

yes, (2) “What format was the training?” Participants had the option to select between: 

“academic course,” “workshop,” “reading a treatment manual,” “ongoing supervision,” and 

“other,” and could select all items that applied. Follow-up questions were asked to specify 

(3) the length of the course, (4) the length of the workshop, and/or (5) the length of ongoing 

supervision. The last item in this section assessed (6) “When in your career did you receive 

training in sleep problems?”

The next three items assessed clinicians’ interest in receiving training for sleep problems: 

(1) “How interested are you in receiving training in sleep problems?”, (2) “What type of 

information would you be interested in learning?”, and (3) “Why are you interested in 

receiving training in sleep problems?” Item 1 was rated on a 5-point scale: 1=not at all 

interested, 2=a little interested, 3=somewhat interested, 4=very interested, and 5=extremely 

interested. Item 2 offered the following options and allowed for the selection of multiple 

responses: “sleep facts (e.g., basic information to share with all clients),” “assessment of 

sleep problems,” “manualized sleep treatment (e.g., CBT-I),” “sleep treatment strategies 

(e.g., components of sleep treatments, but not the full manualized treatment),” and “other.” 

Item 3 was a free response question.

The next four items assessed clinicians’ perceptions of the importance of sleep treatment: 

(1) “What percentage of your clients do you think experience sleep problems?” (2) “What 

percentage of your clients would benefit from sleep treatment?” (3) “With what percentage 

of your clients do you spend time addressing sleep problems?” and (4) “How important 

do you think addressing sleep problems in treatment will be for your clients?” Items 1-3 

were rated on a scale ranging from 0% to 100%, divided into intervals of 10%. Item 4 was 

rated on a 5-point scale: 1=not at all important, 2=a little important, 3=somewhat important, 

4=very important, and 5=extremely important.

The final two items assessed clinicians’ perceptions of the importance of incorporating 

sleep treatment into their clinical practice. The first item assessed “How interested would 

you be in incorporating treatment for sleep into your clinical practice?” and was rated 

on a 6 point scale: 1=not at all interested, 2=a little interested, 3=somewhat interested, 

4=very interested, 5=extremely interested, and 6=I already incorporate sleep treatment. If 

the participant responded “not at all,” a follow-up question assessed “Why not?” with a free 

response answer.

Data Analysis

Survey responses were pooled across participants using descriptive statistics. One item—

“Why are you interested in receiving training in sleep problems?”—required the coding of 
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free response text. Based on an initial review of the data, eight themes were extracted. A 

subset of data (25.98%) was coded independently by two of the authors (NBG and CEG) 

and compared to establish inter-rater reliability. Cohen’s kappa (Cohen, 1960) indicated 

good inter-rater reliability (κ = 0.85). The remaining qualitative coding was conducted 

independently.

Results

Prior training in providing treatment for sleep problems

See Table 2. A total of 84 participants (61.31%) indicated that they had prior training in 

treating sleep problems. The training format was a workshop (63.10%), reading a treatment 

manual (46.43%), ongoing supervision (42.86%), an academic course (29.76%), or other 

(13.10%). Master’s providers were less likely than doctoral providers to have received prior 

training in treating sleep problems (35% vs. 75.58%).

Interest in receiving training in treating sleep problems

See Table 3. On average, participants rated that they were “somewhat interested” to “very 

interested” in receiving training in treating sleep problems. Participants were interested in 

learning about sleep treatment strategies (69.92%), manualized sleep treatment (e.g., CBT-I) 

(69.17%), assessment of sleep problems (68.42%), and sleep facts (58.65%). The types of 

training were consistent across both doctoral and master’s level providers.

Participant responses to the free response item asking for an explanation for why they 

are interested in receiving training in treating sleep problems were coded and categorized 

by theme. Responses could be categorized under multiple codes. In order of frequency of 

endorsement, the themes identified for why participants were interested in learning about 

sleep were to better address comorbidity with mental health problems (39.37%), to ensure 

correct, evidence-based knowledge (23.62%), to add to one’s clinical repertoire (22.83%), 

because sleep is a prevalent problem (21.26%), because addressing sleep is valuable and 

important (18.11%), because sleep problems worsen mental health problems (13.39%), to 

better address comorbidity with physical health problems (9.45%), and for the sake of 

learning itself (6.30%). For doctoral level providers, the most commonly cited reason for 

wanting training was “to ensure correct, evidence-based knowledge.” For master’s level 

providers, the most commonly cited reason for wanting training was “to better address 

comorbidity with mental health problems.”

Perceptions of the importance of treating sleep problems and interest in incorporating 
sleep treatment into clinical practice

See Table 3. On average, clinicians endorsed that 66.67% of their clients experience sleep 

problems, that 65.10% of their clients would benefit from sleep treatment, and that they 

spend time addressing sleep problems with 48.56% of their clients. Clinicians rated that 

addressing sleep problems is “somewhat important” to “very important.” No clinician rated 

addressing sleep problems as “not at all important.” These findings were consistent across 

doctoral level and master’s level providers.
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While 40.15% of the sample endorsed already providing sleep treatment within their 

practice, the remaining 79 participants on average stated that they would be “somewhat 

interested” to “very interested” in incorporating sleep treatment into their clinical practice. 

No participants responded that they were “not at all interested” in incorporating sleep 

treatment into their clinical practice.

Discussion

The present study was designed to describe the training that mental health care clinicians 

have received in treating sleep problems. The first aim examined clinicians’ prior training in 

providing treatment for sleep problems. Over half of the sample had received prior training 

in sleep treatment. Encouragingly, more clinicians in the sample had received some form of 

prior training in sleep compared to a survey of clinical psychology programs in which only 

6% of programs offered didactics in sleep (Meltzer et al., 2009). This suggests clinicians 

are pursuing training in behavioral sleep medicine on their own, perhaps due to the limited 

training opportunities available during their graduate training. This may also reflect the 

increase in the availability of training and the establishment of the Society for Behavioral 

Sleep Medicine (Taylor et al., 2010). These results highlight the need to increase behavioral 

sleep medicine training during graduate school across disciplines.

The second aim was to examine mental health clinicians’ interest in receiving training in 

treating sleep problems. The majority of clinicians were interested in receiving some form 

of training in treating sleep problems, including both doctoral and master’s level clinicians. 

This finding is consistent with a recent survey of clinical psychologists that found that 

99% of psychologists were interested in receiving more training in sleep (Zhou et al., 

2020), and expands these findings to other fields that provide mental health care (e.g., 

master’s level providers). Over half of the surveyed clinicians, regardless of having received 

master’s or doctoral level training, were open to learning about elements of sleep treatments, 

manualized sleep treatments, the assessment of sleep problems, and basic facts about sleep. 

It is encouraging that a majority of clinicians are open to receiving training in a full 

treatment (e.g., CBT for insomnia), as CBT for insomnia is the front line recommendation 

for insomnia (Qaseem et al., 2016; Riemann et al., 2017). The most cited reasons for 

wanting to learn more about sleep focused on its comorbidity with mental health disorders 

and wanting training in evidence-based approaches. To our knowledge, these qualitative 

responses have not been gathered in prior survey studies and they highlight areas that 

individuals offering training in sleep can capitalize on in order to increase interest from 

mental health care clinicians. Of note, given the level of comorbidity across sleep and 

circadian disorders (Sarfan et al., 2021, 2022), there is likely to be value in offering training 

in multi-problem transdiagnostic treatments (Harvey et al., 2021).

The third aim was to examine clinicians’ perceptions of the importance of treating sleep 

problems and their interest in incorporating sleep treatments into their clinical practice. 

Clinicians endorsed treating sleep problems as important. Specifically, and consistent with 

prior research in pediatric populations (Richardson et al., 2021), clinicians estimated that 

approximately two thirds of their caseloads experience sleep problems, yet they reported 

addressing sleep problems with less than 50% of their clients. Perhaps increasing clinician 
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knowledge in the treatment of sleep problems and increasing awareness that improving 

sleep can alleviate other mental health symptoms (e.g., Manber et al., 2008) will close 

this gap between identifying sleep as a problem and addressing it during treatment. All 

participants who did not report already providing some form of sleep treatment responded 

that they would be interested in receiving further training. This finding is encouraging given 

the possible benefit to the large group of clients who likely experience sleep difficulties 

alongside another mental illness (Baglioni et al., 2016; Hertenstein et al., 2019). However, 

addressing possible barriers to participating in behavioral sleep medicine training will be 

important. Potential barriers include limited time available for clinical training (Manber et 

al., 2012), competing training demands (e.g., how to choose which training to attend with 

limited time and so many interventions to learn (Weisz et al., 2014)), and the belief that 

interventions such as cognitive behavior therapy for insomnia are too structured (Harvey & 

Gumport, 2015). Offering training to organizations that clinicians can complete as a part 

of their workday and packaging training to be completed as efficiently as possible (Manber 

et al., 2012) will be an important first step to mitigating these barriers. It is likely that 

students in graduate programs with a sleep researcher may be more likely to receive training 

in behavioral sleep medicine. Therefore, graduate programs may consider hiring faculty that 

represent all areas of psychopathology, including sleep problems, or to invite faculty with 

expertise in sleep faculty to present in their class offerings. Moreover, clinicians may also 

consider requesting training in sleep from their workplace, graduate training programs, and 

professional organizations.

Several limitations should be noted. First, mental health clinician participants were recruited 

via professional organization listservs and word of mouth. We are therefore unable to 

determine our survey response rate because we do not know how many people received 

our study advertisement email nor who actually read the email. We are unable to measure 

how selection bias may have contributed to the results, and cannot rule out the possibility 

that only individuals interested in sleep completed the survey. Given that the authors are 

located in California and we sampled professional organizations within our networks and 

we did not assess the location of study participants, we cannot rule out that the results 

are biased towards California mental health care provider training. It is also possible that 

individuals who have stronger opinions about sleep interventions may have been more likely 

to complete the survey. Second, the survey asked participants to reflect back on their training 

experiences. It is possible that clinicians may not accurately recall their past training. Third, 

to maximize survey completion, we assessed little demographic information. The sample 

could have been described in more detail if we had assessed information such as age, gender, 

race, ethnicity, profession, and years in clinical practice. Fourth, we did not investigate what 

type of treatments that the group of participants who reported that they already integrate 

sleep treatment into their clinical practice offer. Therefore, we are unable to report on what 

types of strategies may be commonly used by mental health clinicians.

Overall, mental health care clinicians receive limited training in the treatment of sleep 

problems and this has been consistent across the past decade (Meltzer et al., 2009). 

Promisingly, clinicians are interested in gaining further training to effectively address sleep 

concerns within their clinical practice. Training programs across disciplines and continuing 

education programs should consider increasing the amount of programming and training in 
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sleep treatments. Increasing training in treating sleep problems has the possibility to have 

a large public health impact given the comorbidity between psychiatric disorders and sleep 

as well as the widespread prevalence of sleep problems (Baglioni et al., 2016; Institute of 

Medicine Committee on Sleep Medicine and Research, 2006; Liu et al., 2016).
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Table 1.

Participant characteristics (N = 137)

Characteristic N %

Education

  Master’s Student 1 0.73

  Master’s Received (e.g., M.Ed., MSW, LCSW, M.A., M.S., R.N., N.P) 40 29.20

  Doctoral Student 10 7.30

  Doctorate Received (e.g., M.D., Ph.D., Psy.D.) 86 62.77

Primary Population Treated

  Children (12 and under) 15 10.95

  Adolescents (13-17) 33 24.09

  Adults (18-64) 87 63.50

  Older Adults (65+) 2 1.46

Clinical problems or disorders treateda

  Anxiety disorders 124 90.51

  Depression 118 86.13

  Bipolar disorder 47 34.31

  Schizophrenia and other psychotic disorders 24 17.52

  Substance use problems 45 32.85

  Developmental disorders 25 18.25

  OCD and related disorders 65 47.45

  Trauma and stressor-related disorders 92 67.15

  Feeding and eating disorders 19 13.87

  Personality disorders 55 40.15

  Sleep problemsb 57 41.61

  Learning and attention problems 44 32.12

  Otherc 6 4.38

Primary location of clinical work

  Private practice 47 34.31

  Group practice 9 6.57

  Community mental health clinic 13 9.49

  Medical school or hospital 41 29.93

  Academic department 11 8.03

  Otherd 16 11.68

Primary theoretical orientation

  Cognitive—Behavioral 95 69.34

  Psychodynamic 7 5.11

  Family-systems 3 2.19

  Eclectic 22 16.06

  Other 10 7.30

Note.
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a
Multiple responses allowed.

b
Only one participant lists sleep problems as the sole clinical population they treat.

c
Other includes marital problems, relational problems, infertility, and suicidality.

d
Other includes university counseling centers and primary care settings.
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