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To identify the characteristics of patients
who present to office-based physicians with complaints
of insomnia, the physicians' diagnoses related to these complaints, and the use of prescription sleep medications.

Objectives:

Methods: Based on 1989 and 1990 data from the National Ambulatory Medical Care Survey, with 3105 phy-

sicians participating (response rate, 74%). Participating physicians recorded data for a total of 81 853 patient visits.
Patient characteristics, presenting complaint, diagnosis of

condition, and pharmacologic therapy were included.

Results: Annually, there are 3.3 million visits to officebased physicians for complaints of insomnia, 65% of which
are to primary care specialists. Rates of insomnia visits
are somewhat higher for middle-aged (45 to 64 years of
age) women, and data for female insomniacs suggest a

Insomnia

trend toward diagnoses of depression compared with other
(somatic) diagnoses for men. The prescribing of long\x=req-\
acting sleep medications does not differ significantly by
physician specialty, but it declines with increasing patient age.
Conclusions: Physician visits for insomnia account for
only a small proportion of office visits but offer the opportunity for identification of underlying illnesses and for
the prevention of associated problems. While some differences in diagnosis are associated with patient characteristics (possibly reflecting a bias in the workup), sleep
medications appear to be prescribed appropriately, with
a declining rate in the prescribing of long-acting medications for older patients.
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is the most frequently re¬
ported sleep disorder. ' Like other

symptoms with low

rates

tient-reported relief,

such

of pa¬
as fa¬

tigue, dizziness, and anxiety,2 in¬
somnia is defined by the patient's perception

of a problem in the form of inadequate or
abnormal sleep patterns.3
Consistent with the subjective nature
of this complaint, population-based stud¬
ies that use various kinds of questions have
produced prevalence rates for insomnia that
range from 10.2% to 37.8%.4'12 A national
survey of sleep patterns conducted by the

Gallup Organization (Lincoln, Neb) in 1991
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showed that 36% of adults 18 years of age
and older suffer from insomnia, with 27%
reporting occasional insomnia and an ad¬
ditional 9% indicating sleep difficulties on
a regular, long-term basis.11 A large num¬
ber of studies have shown that the preva¬
lence of insomnia increases with age,13 and
studies have shown higher rates for women,

1993;2:1129-1134)

people with chronic illnesses, and mem¬
bers of disadvantaged socioeconomic

groups.4"61214

Although patients with insomnia may

tend

to

view of

exaggerate their symptoms,

sleep laboratory

a re¬

studies confirms

patients do experience signifi¬
cantly greater sleep difficulties compared
that these

with normal sleepers.15 However, the Gal¬
lup survey showed that just 5% of insom¬
niacs have visited a physician specifically
for sleep problems, and only 30% have ever
discussed their sleep problems with a phy¬
sician." While physician management of
insomnia in the primary care setting has
been investigated,1617 the only national sur-
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MATERIALS AND METHODS

own

vey

words, and written diagnoses were entered on the sur¬
form; these entries were subsequently coded into Rea¬

for Visit Classification for Ambulatory Care24 and In¬
ternational Classification of Diseases, Ninth Revision, Clinical

son

Data for this study come from the 1989 and 1990 versions
of the NAMCS survey of ambulatory medical care services
provided by office-based physicians in the United States.
The survey population includes physicians in office-based
practices and freestanding clinics, but it excludes physi¬
cians in hospital outpatient departments, thereby represent¬

estimated 84% of all ambulatory medical care pa¬
tient contacts.l9 The physician sample for the survey is drawn
from the American Medical Association's (Chicago, 111) and
American Ostéopathie Association's (Chicago) master files
and excludes federally employed physicians and those who

ing

an

specialize in anesthesiology, pathology, or radiology. A to¬
tal of 1421 physicians participated in the 1989 survey, and
1684 in the 1990 survey. The response rate for both years

was

74%.2tul

Participating physicians

were

randomly assigned

to

1

of 52 weeks in each survey year and asked to record data
for between 20% and 100% of ambulatory patient visits (the
percentage depended on their practice volume) that oc¬

during that week. For the 1989 and 1990 surveys,
responding physicians provided data for a (combined) total
of 81 853 patients. The NAMCS survey design uses an iden¬
tical survey instrument and parallel computer file layout for
sets of adjacent survey years, which facilitates combinedyear analyses of the type reported here and also provides
case weights for calculating annual estimates of ambulatory
curred

patient visits based on the survey data.22·23 Annual estimates

reported in this study represent averages over the two sur¬
vey years, 1989 and 1990.
Patient data elicited by the NAMCS survey include sex,
race, ethnicity, and source(s) of payment for the visit. The
physician noted whether each patient was referred by an¬
other physician, whether he or she had seen the patient be¬
fore, and the duration and disposition of the visit. Present¬
ing complaints or symptoms were recorded in the patient's

vey of the

prevalence of this problem and its treatment
marred by a response rate of less than 5%.18 The pre¬
sent study uses the National Ambulatory Medical Care
Survey (NAMCS) data collected over a 2-year period (1989
through 1990) to examine, by physician specialty and pa¬
tient characteristics, the prevalence of insomnia noted in
the office practices of various specialtists, the percentage
of patients accounted for by each category of specialist,
demographic characteristics of patients with insomnia, di¬
agnoses of these patients' conditions, and the prescribing
of sleep medications.
was

RESULTS

Annualized estimates based on combined data for the two
survey years (1989 and 1990) show that there are 3.3
million office visits annually (0.5% of the total number of

Modification25 categories. Finally, appropriate categories were
checked for diagnostic tests, counseling, and nonpharmacologic interventions, and all new or continuing medica¬
tions

were

entered

on

the form.

Our analysis focuses on patient
somnia" (as a primary complaint or
reasons

complaints of "in¬
of multiple

as one

listed for the visit) and

on

the

use

of

benzodiazepine-containing sleep medications. The analy¬
sis of complaints of insomnia (disturbances of sleep
and/or insomnia that included "sleeplessness," "can't
sleep," and "trouble falling asleep")24 is based on 385 pa¬
tients (all years of age) who had insomnia listed as a rea¬
son for the visit. The analysis of associated diagnoses is

based on 115 adults, 18 years of age or older, who in¬
dicated that insomnia was their primary reason for the
visit (only the primary reason can be directly linked to
an associated diagnosis in this data set). Analysis of the
use of sleep medications is based on 296 adults who
were documented as receiving either a new or a continu¬
ing benzodiazepine sleep medication even if insomnia
was not noted as a reason for the visit. This latter analy¬
sis excludes five additional patients who were noted to
have received barbiturate sleep medications.
Statistical power analysis shows that medium to large
differences in characteristics associated with a primary di¬
agnosis of insomnia (N=l 15) can be detected with a power
of 0.80 or greater and that much smaller differences can be
detected with adequate power for larger subgroup analyses
that encompass all patients with insomnia complaints (N=385)
and those who receive sleep medications (N=296).26 These
comparisons use the 2 test for comparisons of categorical
variables and the Kruskal-Wallis analysis of variance for com¬
parisons of patient age groups.27 Each test employs Ps.05
as the criterion for statistical significance.

in which a complaint of insomnia was noted, 2.6
million of which are for patients 18 years of age or older.
As shown in the Figure, just over 65% of patients with
insomnia are treated by the primary care specialists. These
specialists include family or general practitioners, general
internal medicine practitioners, and pediatricians and col¬
lectively account for 54% of office visits for all reasons.
Psychiatrists account for 2.3% of all office visits, but for
20.5% of visits for insomnia, psychiatry (with insomnia
accounting for 4.2% of patient volume) is the only spe¬
cially in which insomnia accounts for more than 1% of
total patient volume.
In Table I, patients who present in the physician's
office with complaints of insomnia are compared with all
other office-presenting patients on the basis of age and
race and/or ethnicity (within gender). The comparison re¬
veals a significantly higher rate of insomnia-related vis-

visits)
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by middle-aged women (45 to 64 years of age) but no
significant overall sex difference and (notably) no evi¬
dence that older patients are overrepresented among of¬
fice patients with insomnia. Among female patients with
its

are significantly overrepre¬
similar trend for male patients.
Data on the disposition or follow-up associated
with visits (not shown in our Table) show that
insomnia-related visits are more likely to result in a re¬
turn visit being scheduled compared with visits for
other reasons (68.5% return visits vs 61.7%, respec¬
tively; P=.005). There is no difference in rates of pa¬
tient referral to other physicians, however, for insom¬
nia vs noninsomnia office visits (approximately 3%
referred in either case).
The diagnoses associated with primary complaints
of insomnia (Table 2) show (as expected) higher rates of
diagnoses of primary insomnia by family and/or general
practitioners and general internists in contrast with preva¬
lent diagnoses of depression and other mental diseases
for patients seen by psychiatrists. Although neither sex
nor patient age achieve statistical significance in the di¬
agnostic comparisons in Table 2, the data exhibit a trend
that suggests more frequent diagnoses of depression for
female patients with insomnia compared with more fre¬
quent findings of organic primary causes of insomnia for
male patients.
In Table 3, comparisons in the use of benzodiazepine sleep medications (with or without a complaint
of insomnia specifically noted for the visit) by physi¬
cian specialty and patient characteristics show that
short-acting (half-life, <8 hours) medications are used

insomnia, minority groups

sented, but there

is

no

as long-acting (defined for
half-life
of greater than 12
analysis having
hours) medications, a pattern that does not differ sig¬
nificantly by physician specialty. While there is no dif¬
ference based on patient sex, there is a significant
trend by age, with decreasing use of long-acting medi¬
cations (as expected, based on published therapeutic
recommendations)28 with increased patient age and a
sharply higher use of short-acting medications for
those over 75 years of age.
more

this

than twice
as

as

often
a

Proportion of patients seen by various physician specialists because of
insomnia in the United States from 1989 to 1990. Percentages are based
on 385 patients with a primary or secondary complaint of insomnia.
Percentages have been rounded.

*Age distribution difference is statistically significant (Kruskal-Wallis analysis of variance. P=.018) for female but not for male patients (P=. 174). Sex
difference per se is not significant ( 2, P=.415).
\Race and/or ethnic difference is statistically significant ( 2, P<.001) for female but not for male patients (P=.933). Racial and/or ethnic difference per se
is statistically significant ( 2, P=.016).
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Other specialists had too few patients with primary sleep complaints for analysis. Specialty differences are statistically significant ( 2, P<.001).
fSex difference is not significant ( 2, ?=.066).
\Age difference is not significant (Kruskal-Wallis analysis of variance, P=.214).
*

COMMENT

of visits for all other reasons. Among female patients, how¬
middle-aged (45 to 64 years of age) and minority
group patients are overrepresented among patients with
insomnia vis-á-vis patients with all other complaints.
Sleep problems not associated with another medical
illness may be neither comprehensively evaluated nor fully
treated.29 This can occur despite growing evidence that
insomnia is itself associated with significant morbidity;
the 1991 Gallup survey revealed that insomniacs are more
likely to report memory problems, trouble with concen¬
tration, impaired social relationships, and automobile ac¬
cidents related to fatigue when compared with normal
sleepers.11 Further, an epidemiologie study of sleep dis¬
turbances found that chronic insomniacs were at sub¬
stantially higher risk for developing major depression com¬
pared with normal sleepers and those with transient
insomnia.10
For the primary care physicians who provide 65%
of all office-based treatment of insomnia, an insomnia com¬
plaint may serve as a window to illness that signals the
presence of an underlying disease. However, the data pre¬
sented here suggest that male insomniacs are perhaps more
likely to be diagnosed with an organic illness compared
with female insomniacs, which raises the possibility of
physician bias based on gender in diagnostic workups.
Effective management of "primary" insomnia,30 on the other
hand, requires that the physician stress the importance of
sleep quality and sleep habits to overall health, encourage
the patients to discuss sleep problems just as they would
other medical issues, reassure patients that the problem
can be treated safely and effectively, and institute appro¬
priate nonpharmacologic and pharmacologie therapy.31
ever,

Secondary analyses of medical practice data derived from
general surveys such as the NAMCS confer both benefits
and shortcomings when used to examine practice pat¬
terns for a specific complaint such as insomnia. On the
one hand, the nonspecific nature of the recording form
tends to yield responses unbiased by participants' per¬
ceptions of a study "hypothesis" or "purpose."1648 On the
other hand, the verbatim recording of patients' stated com¬
plaints may tend to underenumerate problems like in¬
somnia if they were raised by the patient in an offhand
and the process does not differentiate between
short-term and long-standing problems. Also, the com¬
plaint classification system24 does not identify the sever¬
ity of the problem.
The data do, however, provide a basis for determin¬
the
ing treated prevalence of this problem among subgroups
of the population. Adjusted for outpatient clinic visits not
covered by the NAMCS survey, an annualized estimate of
insomnia visits among those 18 years of age and older is
3.1 million, which corresponds fairly closely to the 3.2 mil¬
lion estimated visits (based on the civilian noninstitutionalized population) for this age group derived from the 1991
Gallup survey." Thus, aggregate estimates from the two
sources appear reasonably consistent.
While a number of studies have shown age-related
increases in insomnia complaints,13 the 1991 Gallup sur¬
vey on sleep failed to detect a statistically significant ef¬
fect of age," and data for this study indicate that the age
distribution of office visits by those complaining of in¬
somnia does not differ substantially from the distribution
manner,
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*
Specialty difference is not statistically significant ( 2, P=.260).
fSex difference Is not statistically significant ( 2. P=.593).
\Age difference is significant (Kruskal-Wallis analysis of variance, P=.015).

Like patients in pain, patients with insomnia can ob¬
tain symptomatic relief by means of medication, but in
either case it would be poor practice for the physician to
provide the medication without attempting to determine
the underlying cause of the insomnia.32 Previous studies
have determined that hypnotics generally are used ap¬
propriately and in situations where they are deemed ef¬
fective.33 Use of hypnotic medications has declined sub¬
stantially over the past two decades, accompanied by a
shift from longer- to shorter-acting drugs, so that by 1989
triazolam was reported to account for about 40% of the
total sedative-hypnotic medications market (42.2% in Table
3).34 However, this study has shown that long-acting benzodiazepines are given to more than one in five patients
overall and to one in 10 patients 75 years of age or older.
As summarized by Mendels,29 short-acting benzodiazepines are not without efficacy and safety concerns, and
triazolam has shown the highest rate of adverse effects to
the central nervous system of the benzodiazepine hypnot¬
ics. However, when short- and long-acting drugs are com¬
pared directly, the long-acting drugs have consistently been
found to result in more complaints of daytime sedation29
that possibly result in confusion in elderly patients.35 While
shorter-acting benzodiazepines may induce the counter¬
vailing problem of rebound insomnia, it appears from these
data that the long-acting drugs are being prescribed ap¬
propriately less often for elderly patients.
While the NAMCS surveys supply specific data on
pharmacologie therapy, they do not provide similar in¬
formation on nonpharmacologic interventions that might

have been attempted either initially or concurrently.36 There¬
fore, it would be useful to undertake a follow-up study of
patients of primary care physicians to determine (1) the
rate at which organic causes of sleep problems are iden¬
tified in this patient population; (2) factors that trigger
the use of nonpharmacologic vs pharmacologie therapy
(or both) for treatment of primary insomnia; and (3) pre¬
dictors of compliance and/or symptomatic relief for each
treatment

option.
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Commentary

What

harried family practitioner has not been stopped, doorknob in hand, by the words, "Doc, can you give me
something for sleep?" In this manner, after attending to two or three other complaints, providing reassurance,
and completing a premature closure, 1 am most frequently presented with a complaint of sleep disturbance. This
question inadvertently leads to a brief, if not hurried, minipsychological assessment with a promise of further evaluation and,
for the most insistent patients, a trial therapy with a low-dose, sedating, tricyclic antidepressant.
I submit that along with the refractory nature of the complaint, this scenario is responsible for the high rate of return visits
for patients with complaints of insomnia.
Of course, as with any o.ther symptom, the underlying cause of the complaint must be sought out. Often the diagnosis
of insomnia is rendered while we continue both to work with the patient toward a more definitive diagnosis and to convince
the patient that a diagnosis of depression or anxiety does not mean he or she is "crazy." At the risk of sounding defensive, the
higher rate of diagnosis of depression and other mental illnesses made by psychiatrists may well result from the patient's choice
to seek psychiatric care rather than to visit the family physician.
The treatment of sleep disorders requires a diligent effort to arrive at a definitive diagnosis as well as a broad armamen¬
tarium of remedies to offer the afflicted, but this often does not happen in one visit.

Robert B. Jolley, Jr, MD
Harbison Medical Associates

Columbia, SC
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