
beckinstitute.org

Adapting and implementing sleep and 
circadian treatment for mental illness and for 

community mental health settings

ALLISON G.  HARVEY,  PHD,  DBSM

Professor, Clinical Psychology
University of California, Berkeley

aharvey@berkeley.edu



beckinstitute.org

• Treatment development to implementation science 

• Disorder-focused (bipolar disorder) to transdiagnostic (severe 
mental illness, broadly defined)

• Use of the process of clinical science 

• Change of context: university clinic to community mental health

• Sleep tips and tricks

Plan

Presenter
Presentation Notes
One more example of Stage 0 research feeding into Stage 1 research
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• Typically alternate between episodes of mania (or hypomania) 
and depression (APA, 2000)

• The lifetime prevalence of Bipolar I, II, NOS is 2.6% and 6.5%, 
respectively (Merikangas et al., 2011)

• Each episode lasts between 2 and 7 months
• High rates of suicide (Isometa, 1993)
• Ranked in the top 10 leading causes of disability worldwide 

(World Health Organization, 2001)

Bipolar Disorder

• Sleep symptoms are prominent correlates of episodes and 
inadequate recovery (Harvey, 2008; Plante & Winkelman, 2008; 
Wehr, 1990)

Presenter
Presentation Notes
One more example of Stage 0 research feeding into Stage 1 research
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Goodwin & Jamison (1990; 2007), Ehlers, Frank & Kupfer (1988), 
Wehr (1979; 1985)

Sleep disturbance is the most common prodrome of mania and 
the sixth most common prodrome of depression (Jackson et al., 
2003)

Sleep loss is highly correlated with daily manic symptoms (Barbini et 
al., 1996) and negative affect (Talbot et al., 2012; Gershon et al., 
2012)

Induced sleep deprivation triggers hypomania or mania in a 
proportion of patients (Colombo et al., 1999) 

Is Sleep Disturbance Epiphenomenal?

Presenter
Presentation Notes
The evidence is accruing that the slp disturbance that is pervasive in BPDers is not just epiphenomenal to other processes but is potentially very significant …

We have long seen in many of the major and classic theoretical models of bipolar disorder the importance of sleep and circadian
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Bi-Directional Escalating Vicious 
Cycle

Inter-episode 
dysfunction

Vulnerability 
to relapse

Mood 
Regulation 

Difficulty

Sleep 
Disturbance

Presenter
Presentation Notes
Share some of the complexities and surprises we’re learning about
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• N = 2,024 patients diagnosed with bipolar disorder 
• Variability in sleep/wake times across one week: 

– 2.78 hours (SD = 3.02)

Gruber, J., Harvey, AG., Wang, PW., Brooks, JO., Thase, ME., Sachs, GS., Ketter, TA. 
J Affect Disord 114:41-49, 2008.

Step-BD

Dr. June Gruber

Presenter
Presentation Notes

And this is a real problem for sleep … there’s the central clock in the SCN …

Azerbaijan, Armenia - Eurovision Song contest – Baku … South Georgia near Antarctica

majority of participants were syndromally depressed (36.1%) or euthymic (36.0%), followed by syndromal elevation (13.5%), subsyndromal depression (12.7%), and subsyn- dromal elevation (1.7%).



Presenter
Presentation Notes
How many of you have trouble falling a
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• N = 2,024 patients diagnosed with bipolar disorder 
• Variability in sleep/wake times across one week: 

– 2.78 hours (SD = 3.02) Gruber et al. J Affect Disord 114:41-49, 2008.

• Variability in sleep is associated with                           
more past and current depressive                           
episodes
– sleep efficiency (r=0.50, p<.05) 
– total wake time (r=0.56, p<.005) 
– sleep onset latency (r=0.70, p<.05)                                              

Eidelman, P. J et al. BT & Exp Psyc 41: 145-149, 2010.

Step-BD

Dr. Polina Eidelman

Presenter
Presentation Notes
majority of participants were syndromally depressed (36.1%) or euthymic (36.0%), followed by syndromal elevation (13.5%), subsyndromal depression (12.7%), and subsyn- dromal elevation (1.7%).



Step-BD

Gruber J, et al. J Affect Disord 114:41-19, 2008.

Presenter
Presentation Notes
In the normal sleepers – you can see 26% depressed and 9% elevated.

And short sleepers – defined as obtaining less then 6 hrs sleep per night. You can see the proportion who are depressed or elevated is much greater. This group were not just more symptomatic but they were functioning at a lower level.

And the long sleepers had more than 9 hrs of sleep per night - not as many mood symptoms as the sht sleepers but they are certain;y struggling more than the normal sleepers.




Hypersomnia in Inter-Episode Bipolar 
Disorder

• Rate = 25%

• Total Sleep Time (TST) or Time In Bed (TIB) ?
• 4% TST > 9 hrs
• 53% TIB  > 9 hrs
• TIB (av r=0.55) more highly correlated with all other 

measures of hypersomnia than TST (av r=0.38)

Kaplan et al. (2011). J Affective Disorders.

Dr. Kate Kaplan

Presenter
Presentation Notes
There is no gold standard measure for hypersomnia so we came up with as many ‘indices’ as possible

56 inter-episode BP pts vs. 56 age and matched controls. There is not yet a gold standard measure of hypersomnia so we administered 6 indices of hypersomnia including 7 days of sleep diary, IDS-C, IDS-SR, BDI-II, Duke Structured Interview for Slp Dxers.

Though rates varied from 4% to 50% depending on the measure, three of six measures converged on a rate of around 25%. This rate is less than the prevalence of hypersomnia in bipolar depression, which is estimated to be between 38% (13) and 78% (16). Even so, the fact that one in four participants in this sample of inter-episode bipolar individuals reported experiencing hypersomnia is notable.  Such a finding adds to previous research showing considerable symptomotology in the inter-episode period, including depressive symptoms (4), comorbid anxiety (6), mood lability (27), and insomnia (28). 

Previous research has raised the possibility that hypersomnia may be better characterized by time in bed rather than by total sleep time (18, 19). Hence, our third aim sought to investigate this distinction. Interestingly, only two individuals with bipolar disorder slept on average greater than nine hours. In contrast, 17 individuals with bipolar disorder spent greater than nine hours in bed. Time in bed was more highly correlated with all other measures of hypersomnia than total sleep time. These results are consistent with our hypothesis and the findings from previous researchers (17-19). As Nofzinger et al. (18) speculated, “complaints of hypersomnia in our bipolar depressed group reflect a more subjective state of anergic depression (i.e. lack of interest, fatigue and/or withdrawal) rather than a truly greater propensity to sleep” (p.1180).

** The rest on the sleep diary for the prior week didn’t fall into either of these categories. This raises an important measurement issue: Many SR measures ask people to average over a period of time like a week or a month. But when we obtain data on a prospective or daily basis we find strange things emerge.

In partial support of our hypothesis, we found that hypersomnia, determined via measures with the best balance of efficiency statistics (the BDI-II and the IDS-C), was correlated with future depressive symptoms. This relationship held even after controlling for baseline depressive symptoms and omitting the hypersomnia item from the total depression symptom score at follow-up. Such a finding is consistent with prospective research on sleep disturbance and unipolar depression (7, 8, 30), and extends it by raising the possibility that hypersomnia may also play a role in bipolar depression. 

This actually means that REGULARLY sleeping more than 8h was associated with future depressive symptoms at 6 months.  I tried re-running the correlation analyses with just individuals who regularly slept more than 10 hours, but only two people fell into this category so the association was weak.�
�For BDI-II does this mean that endorsing 'slept somewhat more than usual' was associate with depressive symptoms 6 mths down the track ?�or was it 'I slept a lot more than usual' ? �People endorsing sleeping AT LEAST "somewhat more than usual" was associated with future depressive symptoms.  Again, I tried re-running with only individuals sleeping "a lot more than usual" but there were only 4 people in this category, and we only had FU data for two of those, so the correlation analyses couldn't be calculated for this set.  ��In general, the higher the hypersomnia item score (0,1,2) the greater the depressive symptoms at follow-up- and this held even after controlling for baseline depressive symptoms.  ��
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• Insomnia
• Hypersomnia (?TIB problem)
• Short sleepers
• Irregular bed and wake times
• And more!

More complex than we expected

R34 to adapt CBT-I for bipolar disorder …
Recruited patients with bipolar disorder & insomnia

Did not exclude hypersomnia or delayed sleep phase

Presenter
Presentation Notes
Work on transition to here …
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Inter-episode 
dysfunction

Vulnerability 
to relapse

Mood 
Regulation 

Difficulty
Sleep 

Disturbance

X

X

X

X

A Modifiable Pathway?

X

Presenter
Presentation Notes
A simple organization structure that has guided our thinking in this area …

I am thinking of this right now in terms of bipolar disorder – but think about this in terms of the disorder you are most interested in

Today I want to share the building blocks of and some of the outcomes from a program of research in which we …


Make clearer what I mesan – probably of replase.

Add interepisode
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Psychoeducation
(n = 28)

CBTI-BD
(n = 30)

Treatment As Usual 
+ 8 Sessions of …

No Study Treatment Follow-up    
(6 months)

Randomization

Screening & Baseline

NIMH R34 

Inter-episode, Bipolar 1 Disorder + Insomnia 

Harvey AG, Soehner AM, Kaplan K., Hein K., Lee J., Kanady J., 
Li D., Rabe-Hesketh S, Ketter TA, Neylan TC, Buysse DJ, . JCCP. 2015.     

Included 
hypersomnia 

& delayed sleep 
phase 

Dr. Dan Buysse

Dr. Adriane Soehner

Dr. Kate Kaplan

Kerrie Hein

Presenter
Presentation Notes
PE. Education on diet, exercise and other factors known to impact sleep. No emphasis on behavior change. Strong control.

88% retention, 77% retention.
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Insomnia Severity Index

Time X Condition Pre-Post β=-6.64, p<0.001
Time X Condition Pre-Follow-up β=-5.64, p<0.01

Standard error is depicted
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Sheehan Disability Scale - Mood

Time Pre-Post β=-1.97, p<0.001
Time Pre-Follow-up β=-1.88, p<0.01

Standard error is depicted
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Relapse: 6 Month Follow-up

ns

p = 0.036

ns

Presenter
Presentation Notes
This then leads to the important question – does inmproved reduced relapse risk during the 6-month followup period after treatment ended.

Any relapse – either mania/dep

Previous studies have shown that about 50% of BD pts relapse in the 6 months following psychoeducation
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Days Spent in Episodes: 6 Mth Follow-up

p = 0.028

ns
ns

Standard errors depicted

Presenter
Presentation Notes
This then leads to the important question – does inmproved reduced relapse risk during the 6-month followup period after treatment ended.

Any relapse – either mania/dep

Previous studies have shown that about 50% of BD pts relapse in the 6 months following psychoeducation
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Sleep intervention improves sleep and symptoms of comorbid 
mental disorder 
• Bipolar disorder (Harvey et al., 2015; R34MH080958)
• Depression: Youth (Clarke et al., 2015; R34MH082034)
• Schizophrenia (Myers et al., 2011)
• Depression: Adults (Manber et al., 2008)
• PTSD (Germain et al., 2009)
• And others including meta-analyses (e.g., Geiger-Brown et al., 

2015)

Disorder-focused (on insomnia) but real life sleep and circadian 
problems are not so easily categorized (clinical or subclinical 
features of hypersomnia, delayed phase, irregular sleep & wake 
times)

Convergence

Presenter
Presentation Notes
Where most of the research has been done so far….
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How do we deal with the complexity?
• Do we continue to develop multiple 

disorder-focused treatments?

‘Too many empirically supported treatments 
problem’ (p. 68) (Weisz, Ng & Bearman, 2014)

Burden on clinicians, who must learn 
multiple disorder-focused protocols, with common 

theoretical underpinnings 
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Current Direction
Could one treatment be devised that is helpful ...
• Across the various sleep and circadian disturbances
• Across mental illnesses (?physical health)
• Across (some phases of) development (?)

Advantageous for dissemination: Substantial cost advantage to 
training providers in one treatment that covers multiple problems 
(McHugh & Barlow, 2010)

• Transdiagnostic Intervention for Sleep and Circadian 
Dysfunction (TranS-C)                        

• (Harvey & Buysse, 2017, Guilford Press)

Dr. Dan Buysse

Presenter
Presentation Notes
Given the complexity we observed and a desire to improve our ability to scale sleep treatments in a way that matches the needs of patients who don’t always fit into neat diagnostic categories and reduce complexity for clinicians who already have to manage multiple protocols 
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Sources for TranS-C

de Bruin et al., 2014; Schlarb et al. 2010; Gradisar et al., 2011; Pain & Gradisar, 2011; Morin et 
al., 2006; Frank, Swartz, & Kupfer, 2000; Frank et al., 2005; Wirz-Justice et al., 2009

Transdiagnostic Intervention 
for Sleep and Circadian 
Dysfunction (TranS-C)

Sleep and 
Circadian Basic 

Science

Cognitive Behavior 
Therapy for 

Insomnia (CBT-I)

• Stimulus control 
and sleep 
restriction

• Cognitive therapy

Chronotherapy

• Light exposure
• Regular sleep 

schedules

Interpersonal and 
Social Rhythms 
Therapy (IPSRT)

• Stabilize bedtime, 
wake time, meal 
times, socializing, 
exercise, etc.

Sleep Health 
Framework

(Buysse, 2014)

Presenter
Presentation Notes
We wanted to be thoughtful about the way we derived this approach so I wanted to give a flavor of the steps we took …
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Sources for TranS-C

de Bruin et al., 2014; Schlarb et al. 2010; Gradisar et al., 2011; Pain & Gradisar, 2011; Morin et 
al., 2006; Frank, Swartz, & Kupfer, 2000; Frank et al., 2005; Wirz-Justice et al., 2009

Transdiagnostic Intervention 
for Sleep and Circadian 
Dysfunction (TranS-C)

Sleep and 
Circadian Basic 

Science

Cognitive Behavior 
Therapy for 

Insomnia (CBT-I)

• Stimulus control 
and sleep 
restriction

• Cognitive therapy

Chronotherapy

• Light exposure
• Regular sleep 

schedules

Interpersonal and 
Social Rhythms 
Therapy (IPSRT)

• Stabilize bedtime, 
wake time, meal 
times, socializing, 
exercise, etc.

Sleep Health 
Framework

(Buysse, 2014)

Presenter
Presentation Notes
We wanted to be thoughtful about the way we derived this approach so I wanted to give a flavor of the steps we took …
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• Insomnia
• Hypersomnia (or Too much time in bed)
• Delayed phase
• Irregular bed and wake times
• And other complexities

What is this complexity doing …



Implications for the Biological 
Orchestra of Clocks: Desynchony!

• There are clocks in every cell in the body  
– Central clock: Suprachiasmatic nucleus (SCN) controls the 

circadian system and is responsive 
to light and dark

– Clocks in the muscle, liver and 
lung synchronize to a variety of stimuli
at their own rates                                                            
but interact with all the other clocks

• Double desynchonization can occur: 
– between internal (SCN) and external time
– between different clocks and organs in the body itself

Logan & McClung, 2018; Wirz-Justice, 2003; 2006

Presenter
Presentation Notes
Just to reflect a little on the biology that might be effected when there is no regularity in sleep rhythms and when people are spending excessive amts of time in bed, with the associated exposures to light and dark and potentially at the WRONG part of the day.

Located in the hypothalamus

So this is one factor we considered in developing TranS-C … reducing this desynchonization
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Sleep System vs. Circadian System

• Separate systems

• They interact

• We do not know the specific contribution of 
the two systems to the sleep problems 
experienced by people with a mental illness

Borbely, 1982

Presenter
Presentation Notes
Here’s a second factor to consider … As a reminder Borbely’s two process model …

But here’s a critical distinction that the field is only just starting to grapple with …
The possibility of gaining clarity on the differences bw these systems and the individual – or possibly joint – contribution in bipolar disorder raises new opportunities for advancement of knowledge and exciting possibilities for intervention.
Let me say a little about that …





Open System 
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Presenter
Presentation Notes
In selecting the intervention we were very aware that the sleep and circadian systems are open systems …



Exogenous Inputs 
Social rhythms

Light

Temperature

Sleep deprivation

Arousal

Locomotor activity

Stress/
Emotions

Meal times

Modifiable

beckinstitute.org

Presenter
Presentation Notes
Modifiable with changes in behavior …

And some other advantages with behavioral interventions …
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Sources for TranS-C

de Bruin et al., 2014; Schlarb et al. 2010; Gradisar et al., 2011; Pain & Gradisar, 2011; Morin et 
al., 2006; Frank, Swartz, & Kupfer, 2000; Frank et al., 2005; Wirz-Justice et al., 2009

Transdiagnostic Intervention 
for Sleep and Circadian 
Dysfunction (TranS-C)

Sleep and 
Circadian Basic 

Science

Cognitive Behavior 
Therapy for 

Insomnia (CBT-I)

• Stimulus control 
and sleep 
restriction

• Cognitive therapy

Chronotherapy

• Light exposure
• Regular sleep 

schedules

Interpersonal and 
Social Rhythms 
Therapy (IPSRT)

• Stabilize bedtime, 
wake time, meal 
times, socializing, 
exercise, etc.

Sleep Health 
Framework
(Buysse, 

2014)

Presenter
Presentation Notes
We wanted to be thoughtful about the way we derived this approach so I wanted to give a flavor of the steps we took …
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Glimpse of CBT-I
• Go to bed only when sleepy 

• Awaken at the same time every 
morning

• Use the bed mainly for sleeping – no 
reading, watching TV, or eating in bed 
– Maladaptive conditioning or learned 

association between wakefulness and the 
bedroom

Bootzin RR, Epstein DR. Stimulus Control. In: Lichstein KL, Morin CM, eds. Treatment of 
late-life insomnia. Thousand Oaks, Calif: Sage; 2000:167-184.
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• TranS-C incorporates CBT-I

• And addresses a broader range of sleep and circadian 
dysfunctions common to mental illness
• Chronotherapy approaches and rise-up routines for delayed 

phase
• CPAP adherence approaches for OSA
• Negotiating sleep in a complex environment

• A notable proportion of SMI patients exhibit sleep efficiency >85% or 
their sleep efficiency is corrected by regularizing bed and wake 
times (Kaplan & Harvey, 2013, AJP)

• Safety: stimulus control and sleep restriction can involve partial 
sleep deprivation and SMI relapse (Columbo et al., 1999)

Why don’t we just use CBT-I?

Presenter
Presentation Notes
The nature and complexity of the work you all do means that the processes and procedures need to be highly flexible
When highlighting flexibility emphasize fitting to the context
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Sources for TranS-C

de Bruin et al., 2014; Schlarb et al. 2010; Gradisar et al., 2011; Pain & Gradisar, 2011; Morin et 
al., 2006; Frank, Swartz, & Kupfer, 2000; Frank et al., 2005; Wirz-Justice et al., 2009

Transdiagnostic Intervention 
for Sleep and Circadian 
Dysfunction (TranS-C)

Sleep and 
Circadian Basic 

Science

Cognitive Behavior 
Therapy for 

Insomnia (CBT-I)

• Stimulus control 
and sleep 
restriction

• Cognitive therapy

Chronotherapy

• Light exposure
• Regular sleep 

schedules

Interpersonal and 
Social Rhythms 
Therapy (IPSRT)

• Stabilize bedtime, 
wake time, meal 
times, socializing, 
exercise, etc.

Sleep Health 
Framework

(Buysse, 2014)

Presenter
Presentation Notes
We wanted to be thoughtful about the way we derived this approach so I wanted to give a flavor of the steps we took …
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TranS-C: A modular treatment

Presenter
Presentation Notes
It’s typically delivered over 6-8 treatment sessions.
Individualized
Reflects the heterogeneity of presentations we see

I’ve shown two examples where the gains did not maintain so we’ve started to think about that in more detail.

More efficient and effective because the treatment is more individualized.
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Change of context

• Representativeness of the samples
• In a highly diverse location
• 50%+ with graduate level degrees
• Difficulty recruiting ethnic and racial 

minority group members

• Who is not comfortable attending a 
university clinic for treatment?

• What are the barriers for those people?

Dr. Lulu Dong

Presenter
Presentation Notes
Unique nation asset
Long-established network of health centres established @ 1960’s as part of President Lyndon Johnson’s war on poverty 

Health centres have been beaten back by repeated efforts to cut or eliminate services. Possible reasons for this was not effective:
= provision of concrete essential services
= community ownership 
= bipartisan political support
= unusually committed leadership
= record of effectiveness and quality
- Cultural sensitivity

SMI patients were recruited from, and treated in, CMHCs by university-based providers. The participants were diverse in age (19-76), race (42% black, 36% white), ethnicity (16% Hispanic/Latino) and living circumstances (board and care homes, supported independent living, independent). Average personal income was $12,751. 

Kennedy, Lyndon, Nixon

Website for: National Association of Community Health Centers



beckinstitute.org

Community Mental Health Centers
• “Unique national asset”
• 1960’s “War on Poverty” to eliminate health disparities
• SMI (serious mental illness)
• Serves 29 million Americans. No one is turned away: 

40% uninsured, 36% Medicaid, 63%+ racial or ethnic 
minority, 91% low-income (200% Federal poverty level 
or below)

• Publicly funded providers 
• Seriously under-resourced
• Providers carry a heavy, complex and comorbid 

caseload
• Providers may not receive training or supervision in EBTs

(Aarons et al., 2012; Adashi et al. 2010; Bruns et al., 2015; Chin et al., 2010; Drake et al., 2001; Garland 
et al., 2010; Lefkowitz et al., 2005; Rodríguez et al., 2014; Prosner, 2005; Weissman et al., 2006)

Presenter
Presentation Notes
Unique nation asset
Long-established network of health centres established @ 1960’s as part of President Lyndon Johnson’s war on poverty 

Health centres have been beaten back by repeated efforts to cut or eliminate services. Possible reasons for this was not effective:
= provision of concrete essential services
= community ownership 
= bipartisan political support
= unusually committed leadership
= record of effectiveness and quality
- Cultural sensitivity

SMI patients were recruited from, and treated in, CMHCs by university-based providers. The participants were diverse in age (19-76), race (42% black, 36% white), ethnicity (16% Hispanic/Latino) and living circumstances (board and care homes, supported independent living, independent). Average personal income was $12,751. 

Kennedy, Lyndon, Nixon

Website for: National Association of Community Health Centers
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Snapshot of patient 
demographics (n=121)

• Av personal income $12,751 per yr
• 68% single
• 2% attended graduate school
• 80% not currently employed
• 55% living in a supported living environment
• 43% African American / Black

SMI diagnosis
50% Schizophrenia spectrum disorder
18% Bipolar disorder
32% MDD
(anxiety disorders & substance use often comorbid)

Presenter
Presentation Notes
I believe they arose during the so-called ‘War on Poverty’ in the 60’s under John F. Kennedy and Lyndon Johnson’s presidency.  And have survived many ups and downs, and several governments who withdrew or cut funding.

SMI patients were recruited from, and treated in, CMHCs by university-based providers. The participants were diverse in age (19-76), race (42% black, 36% white), ethnicity (16% Hispanic/Latino) and living circumstances (board and care homes, supported independent living, independent). Average personal income was $12,751. 
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Alameda County, CA

**UC Berkeley 
providers 

delivering the 
treatment in 

CMHCs**

Presenter
Presentation Notes
For department: Bay Area Mental Health Network. Map of North Cali and light up into areas?
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Presenter
Presentation Notes
Sleep and circadian function is assessed with the Patient-Reported Outcomes Measurement Information System–Sleep Disturbance (PROMIS-SD) [93, 94]

Multilevel modelling
Treatment effect from pre-post was significant and this was maintained through to 6FU
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Presenter
Presentation Notes
Patient-Reported Outcomes Measurement Information System–Sleep-Related Impairment (PROMIS-SRI) 
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Presenter
Presentation Notes
DSM-5 Cross-Cutting Measure is used as a measure of disorder-focused symptoms
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Presenter
Presentation Notes
Not significant at 6mths

Sheehan Disability Scale [92], which is a widely used brief measure

Work/School
Social life
Family life/home responsibilities 

Also, TranS-C had significanlty reduced PSYRATS, improved sleep efficiency, reduce TWT, reduce wake-time variability, earlier BT




beckinstitute.org

TranS-C, relative to usual care, reduction on:
Psychotic Symptom Rating Scales (PSYRATS)

Total Wake Time
Wake Time Variability 
Earlier Bedtime
Improvement on:
Sleep Efficiency

Sleep Health Composite (Buysse, 2014; Dong et al., 2019)

Secondary Outcomes

7-day sleep diary

Presenter
Presentation Notes
About 70% of the sample were experiencing psychotic symptoms/features
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CMHCs we 
are working with

FQHCs we 
are working with

New Project
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• Funded by NIMH
• Patients n = 624; CMHC Providers n = 104
• Does TranS-C improve sleep and mental 

health and reduce substance use?
• Implementation science questions:

• Can TranS-C can be effectively delivered by providers 
within CMHCs? 

• The implementation process (facilitation: Kirchner and 
PARIHS)

• Supervision and fidelity
• Training e.g., train-the-trainer

New Project
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May I offer some sleep tips and tricks?
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Cut out checking the clock (bright light & arousal)
Cut down on caffeine & alcohol
Regular bedtimes
Regular waketimes (most important)
Accept that poor night’s of sleep will happen
Consider timeframe
‘Romantic’ lighting before bedtime
Rid bedroom of all light pollution
Ensure bedroom is very dark so the summer 
morning light doesn’t wake you

Look for 8+ tweaks to your sleep

Presenter
Presentation Notes
The nature and complexity of the work you all do means that the processes and procedures need to be highly flexible
When highlighting flexibility emphasize fitting to the context
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Be aware of liquid intake before bedtime
Increase exercise
Perception of sleep: we often get more 
sleep then we think
Watch for vicious ‘racing mind’ cycles

‘I’m never going to get back to sleep’
‘I won’t cope tomorrow’
‘I will get sick’
Vs.
‘It’s so nice to be comfy here’
‘I feel so warm and calm’

Cont ..

Presenter
Presentation Notes
The nature and complexity of the work you all do means that the processes and procedures need to be highly flexible
When highlighting flexibility emphasize fitting to the context
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• Disorder focused – Transdiagnostic 
• TranS-C: Behavior change approach 

• Generated from sleep and circadian science
• Generated from existing evidence-based 

treatments
• Simple, short … disseminable
• Promising initial results for sleep & the comorbid 

mental illness
• Advantages for dissemination, particularly in under 

resourced settings (e.g., CMHCs)
• Challenge ahead: Scaling of sleep treatment within 

many other contexts and populations …

Summary

Presenter
Presentation Notes
Dissemination: Primary care
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R34, 
Bipolar Disorder
Dr. Dan Buysee
Dr. Adriane 
Soehner
Kerrie Hein
Dr. Kate Kaplan
Dr. Jen Kanady

R01, TranS-C
Dr. Dan Buysee
Dr. Lulu Dong
Kerrie Hein
Stephanie Yu
Isaac Mirzadegan
Alice Mullin
Armando Martinez
Caitlin Eggleston
Niki Gumport
Dr. Mike Dolsen
Cece Armstrong
Eve Fine

R34, NIMH
Dr. Greg Clarke
Kerrie Hein
Dr. Lulu Dong
Dr. Ellie McGlinchey
Dr. Gullion
Dr. Dickerson
Dr. Leo

R01, NICHD
Kerrie Hein

Dr. Lulu Dong
Niki Gumport

Dr. Mike Dolsen
Dr. Jen Kanady

Dr. James Wyatt
Dr. Rabe-Hesketh
Dr. Steve Hinshaw

Dr. Jennifer Silk
Dr. Rita Smith
Dr. Thompson

Nancee Zannone
Dr. Dan Blum

Armando Martinez

R01, Implementation
Dr. Lulu Dong
Dr. Dan Buysee
Emma Agnew
Marlen Diaz
Krista Fisher
Shayna Howlett

Our community partners 

Presenter
Presentation Notes
 Moscone Center, Level Three-South Building, Room 314
Divisions: 12, 18, 29, 55
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