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Background: Insomnia is a common issue among individuals with mental health conditions, yet the frequency of insomnia treatment
remains unclear. The purpose of this study was to investigate the prevalence of probable insomnia, discussions regarding sleep with
health professionals, and the utilisation of commonly delivered insomnia treatments in Australian adults diagnosed with mental health
conditions.

Methods: This study represents a secondary analysis of data collected through a cross-sectional, national online survey conducted in
2019. A subset included participants (n = 624, age 18-85y) who self-reported a diagnosis of depression, bipolar disorder, anxiety,
panic disorder, or post-traumatic stress disorder. Participants were classed as having probable insomnia based on self-reported
symptoms and a minimum availability of 7.5 hours in bed.

Results: Among individuals with probable insomnia (n =296, 47.4%), 64.5% (n = 191) reported discussing sleep with one or more health
professionals, predominantly with general practitioners (n = 160, 83.8%). However, 35.4% (n = 105) of people with probable insomnia had
not discussed their sleep with a health professional. Additionally, 35.1% (n = 104) used prescribed medication for sleep, while only 15.9% (n
= 47) had used the first line recommended treatment of cognitive-behavioral therapy for insomnia in the last 12 months.

Conclusion: Although most participants who met the criteria for probable insomnia had engaged in discussions about sleep with
health professionals, utilisation of first line recommended treatment was low. Interventions that promote routine assessment of sleep
and first line treatment for insomnia by health professionals would likely benefit people with mental health conditions.
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Plain Language Summary

Insomnia is a prevalent issue among individuals with mental health conditions. However, the extent to which individuals with mental
health conditions and insomnia engage in discussions about sleep with health professionals remains unclear. This study was
a secondary analysis of a national survey conducted in Australia in 2019, revealing that nearly half (47.4%) of participants with
mental health conditions met the criteria for probable insomnia.

Among those with probable insomnia, approximately 64.5% reported having discussions about sleep with a health professional.
However, only 16% of individuals with probable insomnia used the recommended first line treatment of cognitive-behavioral therapy
for insomnia techniques. Barriers such as cost and lack of a referral by a general practitioner were commonly cited as reasons for not
accessing psychological interventions.

Additionally, the type of treatment used was associated with daytime symptoms of insomnia. This finding suggests the importance of
investigating health professionals’ perceptions of daytime insomnia symptoms, as these perceptions may influence treatment decisions. Overall,
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this study highlights that probable insomnia is highly prevalent among individuals with mental health conditions. While discussing sleep with
health professionals appears relatively common within this population, generally discussions do not translate to first line treatment. Further
research and interventions focusing on improving sleep assessment and access to appropriate treatments are warranted.

Introduction

Insomnia is prevalent worldwide with estimates of 6-25% among adults,' including in high-income countries, such as
Australia,” the United States,” and Canada.* The prevalence of insomnia is notably higher among people with mental
health conditions.” Within this population, approximately 50% are reported to experience symptoms associated with
insomnia.® In a 2018 study by Seow et al,” 45% of adults with depression and 33% of adults with anxiety met the criteria
for insomnia disorder according to the DSM-V classification.

The extent to which sleep is discussed with health professionals has been reported for certain populations, such as
children.® However, despite the high prevalence of insomnia in adults with mental health conditions,*’ there has been
limited research on the frequency of discussions about sleep with health professionals for this group. Existing studies
indicate a low proportion of individuals engaging in such discussions.” " For example, a study conducted in the US
reported that approximately one third of adults self-reported ever discussing sleep with a health professional. This study
also explored factors associated with discussing sleep and found those with symptoms of insomnia, depression, anxiety,
and who had used sleep medication were more likely to have had a conversation with a health professional.’
Furthermore, a cross-sectional study conducted in Australia among adults who self-reported a diagnosis or treatment
for a mental health condition within the last 12 months reported that only 38% were asked about the duration or quality
of their sleep by a health professional during that period.'® A study conducted in the UK, which involved the assessment
of clinical notes among community mental health service users, reported that while 71% of new users were asked about
their sleep, sleep discussions occurred in only 30% of all contacts.'' However, these studies do not provide information
on the proportion of individuals with insomnia symptoms within this population who engaged in discussions about sleep
or received treatment from health professionals. Furthermore, there is limited knowledge regarding other factors
associated with sleep discussions, the specific health professionals involved in these discussions, or the frequency at
which such discussions take place for individuals with mental health conditions.

Community-based studies indicate that among individuals with mental health conditions, the use of medication for
insomnia is more prevalent compared to the recommended first line treatment of cognitive-behavioral therapy for
insomnia (CBTi).'®'? In a study conducted in the UK among outpatients with a nonaffective psychotic disorder who
reported discussing sleep with a health professional, approximately 56% received some form of treatment. Within this
subset, 61% received prescribed sleep medication, while 27% received CBTi.'? Another survey involving clients of
community mental health services in the UK reported that 61% of participants experiencing insomnia symptoms had not
been offered any form of treatment. Among those who did receive treatment, 31.5% received prescribed sleep medica-
tion, while only 5.5% received CBTi.'" Additionally, a recent telephone survey conducted in Australia among commu-
nity-dwelling adults with self-reported mental health conditions assessed the rates of treatment received for symptoms
associated with insomnia. The study reported that 30% of participants received some form of treatment, with prescribed
sleep medication being the most common treatment option (57%), while CBTi was received by a smaller proportion
(9%)."° These studies collectively suggest that the utilisation of first line treatment for insomnia is low among individuals
living with mental health conditions. However, there is limited knowledge about how different sleep treatments are
accessed and what barriers hinder access to first line treatments.

The objective of the current study was to examine the prevalence of discussions about sleep and receipt of treatment
for insomnia among Australian adults with a mental health condition. Specifically, we aimed to explore:

(a) Discussions with a health professional about sleep, specifically in terms of the proportion who had discussed sleep
with a health professional on one or more occasions in the past 12 months, as well as the number of discussions, and

(b) Self-reported use of sleep treatments according to the proportion of individuals who used prescribed sleep
medication and/or cognitive behaviour therapy for insomnia in the past 12 months.
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Method

Design

This is a secondary analysis of the Australian 2019 Sleep Health Foundation insomnia survey, as previously
described."'* The survey comprised self-reported items assessing sleep quality, sleep disorders, and health service use,
along with clinical and demographic information. This secondary analysis only included participants with a mental health
condition (henceforth referred to as “ever-diagnosed mental health condition”). Participants self-reported receiving at
least one diagnosis of depression/bipolar disorder, anxiety/panic disorder, or post-traumatic stress disorder from a doctor.
This study was approved by the ethics committee at the University of Adelaide (H-2018-214), with reciprocal approval at
Murdoch University (2020/099).

Sample and Recruitment Procedure

Recruitment and data collection were conducted between March and April 2019, by Dynata (previously Research Now
Survey Sampling International — SSI), the largest first-party data company internationally, including a panel of over
500,000 Australian survey takers. Potential participants were initially screened for broad inclusion criteria: at least 18
years of age, an Australian citizen or permanent resident, and able to access the online survey. The final sample (n =
2044) was selected via a three-stage process to minimize the risk of sample bias: (1) randomly selected participants
completed a demographic profiling survey, (2) demographic information was then used to identify appropriate partici-
pants for the sleep survey; and (3) selected participants were invited via the Dynata participant interface to complete the
web-based sleep survey. Participants were blind to the content of the survey prior to participation to reduce risk of bias
associated with self-selection. All participants confirmed consent to continue to the survey. Sample recruitment methods
have previously been reported in detail using the Checklist for Reporting Results of Internet E-Surveys (CHERRIES)
(see Supplementary Material). Six hundred and twenty-four adults (30.5%) from the complete sample reported at least

one ever-diagnosed mental health condition and adequate information to determine probable insomnia status.

Measures

Participant Demographic and Clinical Information

Participant demographic information included: age (years), gender (male, female, other), postcode, education (still at
school, left school at 16 years or less, left school after age of 16, left school after age of 16 but still studying, trade/
apprenticeship, certificate/diploma, bachelor degree or higher, refused), marital status (married, living with a partner,
separated, divorced, widowed, never married, refused), and country of birth.

For regression analyses, the following variables were reduced into fewer levels as follows: Age (18-34, 3549, 50—
85); postcode data was used to determine region (metro, regional/rural) and coded to the Australian Bureau of Statistics
standard Socio-Economic Index for Areas Index of Relative Socio-Economic Disadvantage'* and grouped into advan-
taged (highest 40%), mid-level (middle 20%), and disadvantaged (lowest 40%) of socio-economic status postcodes; '’
education (higher education (post-secondary school), high school or less); country of birth (Australia, rest of the world);
and marital status (with partner, without partner).

Probable Insomnia
Probable insomnia was determined using criteria specified in the DSM-5 and ICSD-3.'®!7 Items relating to difficulties
initiating and maintaining sleep (DIMS) asked participants to report how frequently (rarely or never, a few nights
a month, a few nights a week, every or almost every night) in the past month they (1) experienced difficulty falling
asleep; (2) waking a lot during the night; and (3) waking up too early and not able to get back to sleep. Daytime
symptoms included participant reported frequency (rarely or never, a few nights a month, a few nights a week, every or
almost every night) in the past month of experiencing (1) felt fatigue or exhaustion; (2) sleepiness that interfered with
daily activities; and (3) felt sleepy when sitting quietly during the day or early evening.

For analyses, probable insomnia was determined (yes/no) in participants who reported at least one DIMS symptom
together with at least one daytime symptom at a frequency of “a few nights/times a week” or “every or almost every
night/day” over the last month, with at least a nightly average (across weekdays and weekends) availability of 7.5 hours

Nature and Science of Sleep 2023:15 heeps: 625

Dove:


https://www.dovepress.com/get_supplementary_file.php?f=412468.docx
https://www.dovepress.com
https://www.dovepress.com

Russell et al Dove

in bed." This is consistent with ICSD-3 defined insomnia. Participants meeting probable insomnia status would meet
ICSD-3 diagnostic criteria for short-term insomnia. In the original sample, most participants (n = 1031, 50.4%) who
reported high-frequency symptoms (“a few nights/times a week” or “every or almost every night/day”) also reported that
symptoms were chronic (experienced for >3 months).? Therefore, findings can be generalised to chronic and short-term
insomnia populations. Participants with insufficient information to calculate average time in bed (TIB), or who provided
improbable values (ie <3h habitual TIB), were excluded from analyses.

Current Mental Health Difficulties

Current mental health difficulties were assessed using an item from the EuroQol (European quality of life) five dimension
scale (EQ-5D-5L),'® a standardised measure of health status. Current mental health difficulties were determined (yes/no)
according to participants being asked “Please tick the one response that best describes your health today”. Under anxiety/
depression, response options included: I am not anxious or depressed, I am slightly anxious or depressed, I am
moderately anxious or depressed, I am severely anxious or depressed, I am extremely anxious or depressed, and Do
not know. Participants were deemed to be experiencing current mental health difficulties if they reported feeling
moderately, severely, or extremely anxious or depressed.

Discussions with a Health Professional About Sleep

All participants were asked: “During the last 12 months have you discussed your sleep with any of the following health
professionals?” Response options included: general practitioner, physiotherapist, chiropractor, specialist in private
practice, hospital physician, other physician, psychologist, psychiatrist, other, or none of these (multiple responses
were permitted). The number of different health professionals with which the participants discussed sleep were grouped
as none, one, or more than one. Participants reporting at least one discussion were asked additional questions, which
included: “How many times in total would you say you have discussed your sleep with a doctor or medical professional
in the past year?” Response options included: Never, once, 2 times, 3 times, 4 times, 5 times, and over 5 times, and were
categorised as none, one or two, and three or more.

Participants were also asked “What prompted you to discuss your sleep with a health professional?”” Response options
included: I felt unwell physically; I felt unwell emotionally; I was aware of feeling sleepy/unfocussed; I was worried
about my ability to do my job; I was worried about my ability to do other non-work tasks; in comparison to other
people’s sleep patterns, I was worried about my sleep although I was not tired during the day; I did not feel safe driving;
a family member suggested I needed to speak to a professional; a friend suggested I needed to speak to a professional;
I went to my health professional with another concern/issue but sleep was discussed; the health professional raised the
issue of my sleep; and other.

Sleep Treatment
All participants were asked “Over the last 12 months, how frequently have you used the following specifically to help
you sleep?” Response order was randomised in the survey and multiple responses were permitted. The current analysis
focused on the use of clinician-delivered evidence-based treatments only, with relevant response options including: sleep
medication prescribed by a doctor (eg, temazepam or Valium), melatonin prescribed by a doctor, and cognitive behaviour
therapy techniques for insomnia from a health professional. Responses on the frequency of treatment included: Every
night or almost every night, a few nights a week, a few nights a month, rarely, never, refused, or do not know.
Participants who reported use of “cognitive-behaviour therapy techniques from a health professional” or “sleep
medication prescribed by a doctor” and/or “melatonin prescribed by a doctor” at least a few nights a month, were coded
as having used the specific treatment. Participants who reported “never/rarely/refused/don’t know” for CBTi or sleep
medication were coded as having not used the specified treatment.

Reasons for Not Accessing Consultation and/or Treatment from a Psychologist or Psychiatrist

Participants who did not report discussing sleep with either a psychologist or psychiatrist in the last 12 months were
asked “Why didn’t you receive treatment from a psychologist or psychiatrist for your sleep problem?” Response options
included no private health insurance; cost concerns/too expensive; general practitioner not referred/raised me as
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a possibility; concern about needing a mental health treatment plan to access psychologist; my sleep problem did not
bother me enough; and other reason (specify).

Analyses

Analyses were conducted using jamovi Version 1.6. (The jamovi project) and Microsoft Excel (2018). Descriptive
statistics (percentages, means, and standard deviations) were used to summarise sociodemographic information, insomnia
status, insomnia associated symptoms, current mental health difficulties, discussions with health professionals, and sleep
treatment usage. Differences in distribution were determined using chi squared analyses according to probable insomnia
status and current mental health difficulties as appropriate. Adjusted models were determined using binomial logistic
regressions and ordinal logistic regressions as appropriate, and covariates were included in models if their univariate
association with the dependent variable was p > 0.25. The assumption of proportional odds for the ordinal logistic
regression analyses were tested via parallel lines tests and conducted using IBM Statistical Package for the Social
Sciences (SPSS®) version 25.0 (IBM Corp., Armonk, NY, USA). Sensitivity analyses were conducted to control for
daytime symptoms by considering insomnia as only DIMS with average TIB >7.5 hours (see Supplementary Content for
Detail).

Results

Participant Characteristics
Table 1 summarises participant demographic information overall. A further breakdown according to the type of ever-
diagnosed mental health condition is provided in Supplementary Table S1. Included participants were mostly female

(62.2%), living in a metropolitan area (65.4%), and born in Australia (85.4%). The mean age of the sample was 43.6
years (standard deviation [SD] = 15.9). Regarding socioeconomic status, the sample contained similar proportions of

Table | Demographic and Clinical Information of Participants
with an Ever-Diagnosed Mental Health Condition

n (%) Total
n = 624
Age:
Young adult (18-34) 215(34.5)
Early middle age (35-49) 185(29.6)
Older adults (50-85) 224(35.9)
Gender:
Male 234(37.5)
Female 388(62.2)
Other 2(0.3)
Region:*
Metro 408(65.4)
Regional/rural 216(34.6)
Educational attainment:
Still at school 7(1.1)
Left at school at 16 years or less 64(10.3)
Left school after age 16 94(15.1)
Trade/Apprenticeship/Certificate/Diploma 274(43.9)
Bachelor degree or higher 177(28.4)
Refused 8(1.3)
Socioeconomic status:”
Disadvantaged 248(39.7)
Mid-level 135(21.6)
Advantaged 241(38.6)
(Continued)
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Table | (Continued).

n (%) Total
n =624
Current marital status:
Married/Living with partner 315(50.5)
Separated/Divorced/Widowed 115(18.4)
Never married 185(29.6)
Refused/Missing 9(1.4)
Country of birth:
Australia 533(85.4)
Other 91(14.6)
Current mental health difficulties:
Yes 345(55.3)
No 279(44.7)

Notes: *Region determined by postcode. ®Coded to the Australian Bureau of
Statistics standard Socio-Economic Index for Areas Index of Relative Socio-
Economic Disadvantage and grouped into advantaged (highest 40%), mid-level
(middle 20%) and disadvantaged (lowest 40%) of SES postcodes. “Participants
reported feeling moderately, severely, or extremely anxious or depressed on
the EQ-5d-5L on the day survey completed.

disadvantaged (39.7%) and advantaged (38.6%) participants. Current mental health difficulties were reported by 55.3%
of participants, with 85.3% of participants reported feeling at least slightly anxious or depressed.

Prevalence of Probable Insomnia in the Sample

Almost half (47.4%) of participants in the sample met criteria for probable insomnia (Table 2), with 60.7% reported
feeling sleepy during the day or early evening, 60.1% felt fatigued or exhausted, 52.4% reported difficulty falling asleep,
and 60.3% reported waking during the night. Probable insomnia was more common in those with current mental health
difficulties (53.9%) than those without (39.4%).

Table 2 Difficulties Initiating or Maintaining Sleep, Daytime Difficulties, and Probable Insomnia Over the Past Month by Current
Mental Health Difficulties

N (%) Total Current Mental Health p-value Effect
Difficulties® Size v
No Yes
n = 624 (n=279) (n = 345)
Probable insomnia® 296(47.4) 110(39.4) 186(53.9) < 0.001 0.14
Daytime symptoms, experienced 2 3 times/week:
Felt fatigue or exhaustion 375(60.1) 128(45.9) 247(71.6) < 0.001 0.26
Experienced sleepiness that interfered with your daily activities 275(44.1) 87(31.2) 188(54.5) < 0.001 0.23
Felt sleepy when sitting quietly during the day or early evening 379(60.7) 144(51.6) 235(68.1) < 0.001 0.17
Difficulty initiating and maintaining sleep (DIMS), experienced 2 3 times/week:
Difficulty falling asleep 327(52.4) 117(41.9) 210(60.9) < 0.001 0.19
Waking a lot during the night 376(60.3) 144(51.6) 232(67.2) < 0.001 0.16
Waking up too early and not able to get back to sleep 273(43.8) 93(33.3) 180(52.2) < 0.001 0.19

Notes: *Participants reported feeling moderately, severely, or extremely anxious or depressed on the EQ-5d-5L day survey completed. PProbable insomnia was determined
by the following: At least one DIMS symptom and at least one daytime symptom at a frequency of “a few nights/times a week” or “every or almost every night/day”, with at
least a nightly average availability of 7.5 hours in bed.

628 hetps: Nature and Science of Sleep 2023:15

Dove!


https://www.dovepress.com
https://www.dovepress.com

Dove Russell et al

Discussions with a Health Professional About Sleep

The prevalence of discussions with a health professional about sleep are summarised in Table 3. Over half of the sample
reported discussing sleep at least once in the last 12 months (n = 327, 52.4%), with 28% (n = 174) speaking once to
a health professional, and 25% (n = 153) more than once. Sleep discussions were mostly reported with general
practitioners (n = 271, 82.9%) and psychologists (n = 89, 27.2%) (Table 3). Feeling unwell emotionally (n = 173,

52.9%) and having awareness of feeling sleepy/unfocussed (n = 140, 42.8%) were the main reasons for discussing sleep.

Table 3 Discussions About Sleep with Health Professionals in the Prior 12 Months, Overall and by Probable Insomnia Status

n (%) Total Probable Insomnia® p-value Effect
No Yes Size v
n =624 n =328 n =296

Sleep discussed in last 12 months with one or more health 327(52.4) 136(41.5) 191(64.5) < 0.001 0.23

professional -Yes:

Number of different health professionals consulted:
0 297(47.6) 192(58.5) 105(35.5) < 0.001 0.23
| 174(27.9) 71(21.6) 103(34.8)
>| 153(24.5) 65(19.8) 88(29.7)

Total number of health professional consultations:”
Never 303(48.6) 198(60.4) 105(35.5) < 0.001 0.25
One — two times 141(22.6) 62(18.9) 79(26.7)
Three times or more 180(28.8) 68(20.7) 112(37.8)
Median (IQR) 1.0(3.0) 0.0(2.0) 2.0(4.0)

Type of health professional with whom sleep was discussed:© n =327 n=136 n=191
General practitioner 271(82.9) 111(81.6) 160(83.8) 0.61 0.03
Physiotherapist/Chiropractor 48(14.7) 18(13.2) 30(15.7) 0.53 0.03
Specialist in private practice/Hospital physician 64(19.6) 21(15.4) 43(22.5) 0.11 0.09
(with or without admission)/Other physician
Psychologist 89(27.2) 40(29.4) 49(25.7) 0.45 0.04
Psychiatrist 57(17.4) 27(19.9) 30(15.7) 0.33 0.05
Pharmacist 28(8.6) 12(8.8) 16(8.4) 0.89 | <0.0lI
Other (specify) 7(2.1) 3(2.2) 4(2.1) 095 | <00l
Did not discuss sleep with a health professional 297 192 105

Reason for sleep discussion with one or more health

professional:*
| felt unwell physically 113(34.6) 38(27.9) 75(39.3) 0.03 0.12
| felt unwell emotionally (moody, disturbed, etc) 173(52.9) 64(47.1) 109(57.1) 0.07 0.10
| was aware of feeling sleepy/unfocussed 140(42.8) 45(33.1) 95(49.7) 0.003 0.17
| was worried about my ability to do my job 43(13.1) 10(7.4) 33(17.3) 0.009 0.15
| was worried about my ability to do other non-work tasks 70(21.4) 22(16.2) 48(25.1) 0.05 0.11
In comparison to other people’s sleep patterns, | was worried 41(12.5) 16(11.8) 25(13.1) 0.72 0.02
about my sleep, although | was not feeling tired throughout the day
| did not feel safe driving 32(9.8) 10(7.4) 22(11.5) 0.21 0.07
A family member suggested | needed to speak to a health 39(11.9) 13(9.6) 26(13.6) 0.27 0.06
professional
A friend suggested | needed to speak to a professional 26(8.0) 8(5.9) 18(9.4) 0.24 0.06
| went to my health professional with another concern/issue but 128(39.1) 48(35.3) 80(41.9) 0.23 0.07
sleep was discussed
The health professional raised the issue of my sleep 50(15.3) 21(15.4) 29(15.2) 095 | <0.0lI
Other 15(4.6) 7(5.1) 8(4.2) 0.68 0.02

Notes: *Probable insomnia was determined by the following: At least one DIMS symptom and at least one daytime symptom at a frequency of “a few nights/times a week” or
“every or almost every night/day”, with at least a nightly average availability of 7.5 hours in bed. b6 participants reported discussing sleep with a health professional but
reported “none” for the question “How many times in total would you say you have discussed your sleep with a doctor or medical professional in the past year?” “Reported
percentages based on number of participants who reported discussing sleep with a health professional. Multiple responses permitted.

Nature and Science of Sleep 2023:15 heeps: 629

Dove:


https://www.dovepress.com
https://www.dovepress.com

Russell et al Dove

Participants with probable insomnia were significantly more likely to have discussed sleep with at least one health
professional (64.5% v 41.5%), had discussed sleep with a number of different health professionals (29.7% v 19.8% for
more than one type of health professional) and reported more discussions (37.8% v 20.7% for three or more discussions)
compared to those without probable insomnia. The type of health professional consulted was consistent between those
with and without probable insomnia (Supplementary Table S2). These findings remained when probable insomnia was
classified as only DIMS with average TIB >7.5 hours (Supplementary Table S3).

Factors associated with discussions about sleep with health professionals are summarised in Table 4. To better

understand predictors of those who a) discussed sleep with a health practitioner, and b) had more discussions about sleep
with health practitioners, multivariable models were conducted to explore sociodemographic predictors of discussions
about sleep.

Any Discussion About Sleep with Health Professionals in the Past 12 Months

Participants who met criteria for probable insomnia (compared to those who did not; p < 0.001) and those who were 50—
85 years old (compared to 1834 years; p = 0.047) were more likely to have had a discussion about sleep with a health
professional in the past 12 months (Table 5). In sensitivity analyses (Supplementary Table S4), a higher likelihood of

discussing sleep with at least one health professional still occurred when probable insomnia was classified as only DIMS
with average TIB >7.5 hours (compared to those without specified symptoms; p < 0.001), and among those with current
mental health difficulties (compared to those without; p = 0.02).

Number of Discussions About Sleep with Health Professionals in the Past 12 Months

A higher number of sleep discussions were associated with probable insomnia (p < 0.001), current mental health
difficulties (p = 0.02), and older age (5085 years v 1834 years; p = 0.02) in the multivariable model (Table 5). In
sensitivity analyses, where insomnia was indicated if DIMS and TIB> 7.5h (ie, no daytime symptoms), the same
relationships persisted (Supplementary Table S4).

Prescribed Sleep Medication and Cognitive-Behavioural Therapy for Insomnia (CBTi) Usage in the Past 12
Months

A greater proportion of participants reported using prescribed medication (n = 168, 26.9%) in comparison to CBTi
techniques (n = 72, 11.5%). More participants with probable insomnia reported the use of prescribed sleep medication (p
< 0.001) and CBTi (p = 0.001) than participants who did not meet the criteria for probable insomnia (Table 6). Within
those who met criteria for probable insomnia, 35.1% (n = 104) indicated they had been prescribed sleep medication. Only
15.9% (n = 47) had used CBTi.

Predictors of Using Prescribed Sleep Medication and Cognitive-Behavioural Therapy for Insomnia (CBTi) in
the Past 12 Months
Factors associated with prescribed sleep medication and cognitive-behavioural therapy for insomnia (CBTi) usage are
summarised in Supplementary Table S5. Use of prescribed medication was associated with probable insomnia (p <
0.001), current mental health difficulties (p = 0.02), and male sex (p = 0.02) (Table 7). In sensitivity analyses,
associations with DIMS and TIB >7.5 hours (p = 0.03), current mental health difficulties (p < 0.01), and male sex (p
= (.04) persisted (Supplementary Table S6).

Use of CBTi in the overall sample was associated with probable insomnia (p = 0.002), younger age (18-34 years)
(compared to older age 5085 years; p < 0.001; early middle age 35—49; p = 0.008), and male sex (p = 0.01). In the
sensitivity analysis using DIMS and TIB >7.5 hours, only the association with younger age (18-34 years) (compared to

older age 50-85 years; p < 0.001; early middle age 35-49; p = 0.008), and male sex (p = 0.02), persisted (Supplementary
Table S6).

Reasons for Not Accessing Consultation and/or Treatment from a Psychologist or Psychiatrist

Of the participants who did not receive consultation from a psychologist or psychiatrist but met criteria for probable
insomnia (n = 232), 127 (54.7%) provided an indication of reasons for non-engagement. Reasons are summarised in
Table 8. Cost concerns were the most common reason for not accessing such consultations, closely followed by general
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Table 4 Univariate Associations Between Clinical and Sociodemographic Factors with Discussing Sleep with a Health Professional, and Total Number of Sleep Discussions in the Last
12 Months

n Discussed Sleep? Effect Total Number of Discussions® Effect
Size v Size v
Yes n (%) No n (%) P None n (%) | | to2n (%) 23 n (%) P

Probable Insomnia® Yes 296 191(64.5) 105(35.5) < 0.001 0.23 105(35.5) 79(26.7) 112(37.8) < 0.001 0.25
No 328 136(41.5) 192(58.5) 198(60.4) 62(18.9) 68(20.7)

Age 18-34 215 101(47.0) 114(53.0) 0.07 0.09 115(53.5) 48(22.3) 52(24.2) 0.08 0.12
3549 185 96(51.9) 89(48.1) 93(50.3) 34(18.4) 58(31.4)
50-85 224 130(58.0) 94(42.0) 95(42.4) 59(26.3) 70(31.3)

Gender Male 234 130(55.6) 104(44.4) 0.25 0.05 107(45.7) 56(23.9) 71(30.3) 0.59 0.04
Female 388 197(50.8) 191(49.2) 194(50.0) 85(21.9) 109(28.1)

Region® Regional 216 120(55.6) 96(44.4) 0.25 0.05 98(45.4) 50(23.1) 68(31.5) 0.47 0.05
Metro 408 207(50.7) 201(49.3) 205(50.2) 91(22.3) 112(27.5)

Education Higher education (post secondary school) 451 236(52.3) 215(47.7) 0.72 0.0l 217(48.1) 108(23.9) 126(27.9) 0.40 0.05
High school or less 165 89(53.9) 76(46.1) 80(48.5) 32(19.4) 53(32.1)

Socioeconomic status® Disadvantaged 248 135(54.4) 113(45.5) 0.30 0.06 115(46.4) 59(23.8) 74(29.8) 0.59 0.07
Mid-level 135 75(55.6) 60(44.4) 63(46.7) 28(20.7) 44(32.6)
Advantaged 241 117(48.5) 124(51.6) 125(51.9) 54(22.4) 62(25.7)

Country of Birth Australia 533 281(52.7) 252(47.3) 0.70 0.02 257(48.2) 118(22.1) 158(29.6) 0.54 0.04
Rest of world 9l 46(50.5) 45(49.5) 46(50.5) 23(25.3) 22(24.2)

Marital status With partner 315 170(54.0) 145(46.0) 0.46 0.03 147(46.7) 80(25.4) 88(27.9) 0.28 0.06
Without partner 300 153(51.0) 147(49.0) 151(50.3) 60(20.0) 89(29.7)

DIMS and 27.5 hr TIB Yes 369 217(58.8) 152(41.2) < 0.001 0.15 153(41.5) 92(24.9) 124(33.6) < 0.001 0.17
No 255 110(43.1) 145(56.9) 150(58.8) 49(19.2) 56(22.0)

Current mental health Yes 345 195(56.5) 150(43.5) 0.02 0.09 151(43.8) 80(23.2) 114(33.0) 0.0l 0.17

difficulties’ No 279 132(47.3) 147(52.7) 152(54.5) 61(21.9) 66(23.7)

Notes: *The dependent variable is categorised as “discussed sleep with a health professional in the last 12 months” (n=327) and “did not discuss sleep with a health professional in the last 12 months” (n = 297). *The dependent variable
is categorised as “the total number of discussions about sleep with health professionals” with levels none (n = 303), one or two (n = 141), or three or more (n = 180). 6 participants reported discussing sleep with a health professional but
reported “none” for the question “How many times in total would you say you have discussed your sleep with a doctor or medical professional in the past year?” “Probable insomnia was determined by the following: At least one DIMS
symptom and at least one daytime symptom at a frequency of “a few nights/times a week” or “every or almost every night/day”, with at least a nightly average availability of 7.5 hours in bed. ®Region determined by postcode. *Coded to
the Australian Bureau of Statistics standard Socio-Economic Index for Areas Index of Relative Socio-Economic Disadvantage and grouped into advantaged (highest 40%), mid-level (middle 20%) and disadvantaged (lowest 40%) of SES
postcodes. Participants reported feeling moderately, severely, or extremely anxious or depressed on the EQ-5d-5L on the day survey completed.
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Table 5 Characteristics Associated with Discussing Sleep with a Health Professional Determined by Binary Logistic
Regression, and Total Number of Discussions About Sleep in the Last 12 Months Determined by Ordinal Logistic

Regression
Discussed Sleep® Number of Discussions®
OR (95% CI)© p-value OR (95% CI)© p-value
Age (years) 18-34 1.00 1.00
3549 1.20(0.80-1.81) 0.38 1.16(0.79-1.71) 0.45
50-85 1.52(1.01-2.28) 0.047 1.58(1.10-2.30) 0.02
Gender Male 1.19(0.84-1.70) 0.33
Female 1.00
Region® Regional 1.18(0.83-1.67) 0.35
Metro 1.00
Probable Insomnia® Yes 2.49(1.79-3.47) <.001 2.50(1.84-3.40) < 0.001
No 1.00 1.00
Current mental health difficulties’ | Yes 1.37(0.98-1.92) 0.06 1.47(1.05-1.96) 0.02
No 1.00 1.00

Notes: *Binary logistic regression-The dependent variable is categorised as “discussed sleep with a health professional in the last 12 months” (n = 327)
and “did not discuss sleep with a health professional in the last 12 months” (n = 297). Independent variables with p< 0.25 in univariate analysis were
included in the model. ®Ordinal logistic regression- The dependent variable is categorised as “the total number of discussions about sleep with health
professionals” with levels none (n = 303), one or two (n = 141), or three or more (n = 180). “The odds ratio reflects the increase in numbers of total
discussions about sleep with health professionals. For example, participants with current mental health difficulties are 47% more likely to report at least
one or two discussions compared to none, or 47% more likely to report three or more discussions compared to none or one/two. Independent
variables with p< 0.25 in univariate analysis were included in the model. “Region determined by postcode. °Probable insomnia was determined by the
following: At least one DIMS symptom and at least one daytime symptom at a frequency of “a few nights/times a week” or “every or almost every night/
day”, with at least a nightly average availability of 7.5 hours in bed. PParticipants reported feeling moderately, severely, or extremely anxious or
depressed on the EQ-5d-5L on the day survey completed.

Table 6 Univariate Associations Between Probable Insomnia Status and Prescribed Sleep Medication Usage and Cognitive-Behaviour
Therapy Techniques for Insomnia Administered by a Health Care Professional in the Last 12 Months

n Prescribed Medication® p-value Effect CBTi® p-value Effect
Size v Size v
Yes n (%) No n (%) Yes n (%) No n (%)
Total 624 168(26.9) 456(73.1) 72(11.5) 552(88.5)
Probable Yes 296 104(35.1) 192(64.9) <0.001 0.18 47(15.9) 249(84.1) 0.001 0.13
Insomnia® No 328 64(19.5) 264(80.5) 25(7.6) 303(92.4)
DIMS and 27.5 | Yes 369 114(30.9) 255(69.1) 0.007 0.11 48(13.0) 321(87.0) 0.17 0.06
hr TIB No 255 54(21.2) 201(78.8) 24(9.4) 231(90.6)

Notes: *The dependent variable is categorised as “used sleep medication prescribed by a doctor (eg, temazepam or Valium) or melatonin prescribed by a doctor” with yes
(a few nights a month/a few nights a week/every night or almost every night). *The dependent variable is categorised as “Used cognitive-behaviour therapy techniques for
insomnia received from a health care professional” with yes (a few nights a month/a few nights a week/every night or almost every night) or no (never/rarely/refused/do not
know). “Probable insomnia was determined by the following: At least one DIMS symptom and at least one daytime symptom at a frequency of “a few nights/times a week” or
“every or almost every night/day”, with at least a nightly average availability of 7.5 hours in bed.

practitioners not raising psychological treatment as a possibility. Specified “other” reasons included sleep problems
attributed to medical conditions, difficulties accessing services due to time constraints, and poor experiences with
psychologists in the past.

Discussion

The objective of this study was to examine the prevalence and predictors of discussions about sleep with health
professionals and the utilisation of sleep treatments among a sample of Australian adults with mental health conditions.
Out of the 624 participants who reported ever being diagnosed with a mental health condition, nearly half (47.4%) met
the criteria for probable insomnia, with 53.9% currently experiencing mental health difficulties. Participants with
probable insomnia were more likely to have discussed sleep with a health professional in the last 12 months and more
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Table 7 Characteristics Associated with Using Sleep Medication Prescribed by a Doctor (eg, Temazepam or Valium, or
Melatonin) and Using Cognitive-Behaviour Therapy for Insomnia (CBTi) in the Last 12 Months Determined by Binary

Logistic Regression

Prescribed Medication® CBT{®
OR (95% CI)© p-value OR (95% CI)© p-value
Age 18-34 1.00
3549 0.43(0.23-0.81) 0.008
50-85 0.23(0.12-0.46) < 0.001
Gender Male 1.56(1.07-2.27) 0.02 2.04(1.18-3.53) 0.01
Female 1.00 1.00
Socioeconomic status® Disadvantaged 1.00
Mid-level 0.86(0.53—1.40) 0.55
Advantaged 0.69(0.45-1.05) 0.08
Country of Birth Australia 0.66(0.40—1.09) 0.10
Rest of world 1.00
Marital status With partner 1.19(0.82—-1.73) 0.35 1.53(0.90-2.58) 0.11
Without partner 1.00 1.00
Current mental health difficulties® | Yes 1.55(1.06-2.27) 0.02 1.35(0.78-2.32) 0.28
No 1.00 1.00
Probable Insomnia’ Yes 2.08(1.43-3.04) <.001 2.30(1.34-3.93) 0.002
No 1.00 1.00

Notes: “The dependent variable is categorised as “used sleep medication prescribed by a doctor (eg, temazepam or Valium) or melatonin prescribed by
a doctor” with yes (a few nights a month/a few nights a week/every night or almost every night) (n = 168) or no (never/rarely/refused/do not know) (n =
456). "The dependent variable is categorised as “Used cognitive-behaviour therapy techniques for insomnia received from a health care professional” with
yes (a few nights a month/a few nights a week/every night or almost every night) (n = 72) or no (never/rarely/refused/do not know) (n = 552). “The odds
ratio reflects the increase of using medication or CBTi techniques. For example, participants with current mental health difficulties are 49% more likely to
have used medication. Independent variables with p< 0.25 in univariate analysis were included in the model. “Coded to the Australian Bureau of Statistics
standard Socio-Economic Index for Areas Index of Relative Socio-Economic Disadvantage and grouped into advantaged (highest 40%), mid-level (middle
20%) and disadvantaged (lowest 40%) of SES postcodes. “Participants reported feeling moderately, severely, or extremely anxious or depressed on the EQ-
5d-5L on the day survey completed. ‘Probable insomnia was determined by the following: At least one DIMS symptom and at least one daytime symptom at
a frequency of “a few nights/times a week” or “every or almost every night/day”, with at least a nightly average availability of 7.5 hours in bed.

Table 8 Reasons for Not Accessing Consultation and/or Treatment from

a Psychologist or Psychiatrist for a Sleep Problem in Participants with
Probable Insomnia

Reason, n (%) n=127
No private health insurance 8 (6.3)
Cost concerns/too expensive 36 (28.3)
General practitioner not referred/raised me as a possibility 30 (23.6)
Concern about needing mental health care plan 4 (3.1)
Sleep problem did not bother me enough 21 (16.5)
Other 28 (22.0)

Notes: 105 participants did not respond when asked about reason for non-engagement.

likely to have engaged in multiple discussions on the topic. Among those with probable insomnia, 64.5% had discussed

sleep with a health professional within the past 12 months, primarily with a general practitioner. However, despite the

relatively high rates of discussions about sleep, a discrepancy was evident between these discussions and self-reported

sleep treatment utilisation within the past 12 months. Approximately one-third of participants with probable insomnia

(35.1%) reported using sleep medication, while only 15.9% reported using cognitive-behavioral therapy for insomnia

(CBTi) techniques. This finding indicates a notable gap between discussing sleep and receiving appropriate treatment

among individuals with mental health conditions who meet the criteria for probable insomnia.
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A higher percentage of individuals with probable insomnia engaged in discussions about sleep with health profes-
sionals compared to the general population (64.5% vs 30.0%).> While this is an encouraging finding, a significant
proportion of individuals with probable insomnia reported that they did not discuss their sleep with a health professional
within the past 12 months. This suggests that there is still room for improvement in terms of rates of discussions about
sleep among individuals with probable insomnia. Treatment for insomnia has been shown to improve various mental
health symptoms, regardless of whether insomnia is the primary complaint, implying that addressing sleep-related issues
can have beneficial effects on both sleep and other mental health presentations.'”° Therefore, increasing the rates of
discussions about sleep and ensuring appropriate treatment for insomnia among individuals with mental health conditions
may offer benefits for both sleep quality and mental health outcomes. In the present study, difficulties initiating and
maintaining sleep were a primary driver for discussing sleep. Therefore, those with night-time insomnia symptoms but no
daytime symptoms may still seek to improve their sleep by discussing it with a health professional. However, sensitivity
analysis revealed that daytime symptoms, some of which overlap with current mental health difficulties, were also
a driver for discussing sleep.

Despite two-thirds of individuals meeting the criteria for probable insomnia reporting discussing sleep with health
professionals, few reported using CBTi techniques, which is the recommended first line treatment for insomnia
symptoms. More than 50% of those who met the criteria for probable insomnia but did not access psychological or
psychiatric services provided reasons for this. While general practitioners often manage insomnia symptoms through
sleep hygiene education and prescribing medication, the provision of comprehensive sleep care can be challenging when
patients present with other mental and physical health conditions due to time constraints and limited funding.
Additionally, research has shown that general practitioners may have limited knowledge of CBTi and referral pathways,
which can contribute to the underutilisation of this effective treatment option.”' Moreover, it has been reported that
Australian health professionals receive limited training in providing sleep care.”? For example, a study conducted in 2021
among postgraduate psychology students in Australia (n = 138) reported that students received a median of only one hour
of sleep education training, with almost half (47%) receiving no training at all.® In summary, our study indicates that
discussions about sleep are frequently initiated with health professionals, but this does not necessarily translate to the
utilisation of first line treatment (CBTi). The lack of translation to treatment may be attributed to multiple factors,
including constraints in time and funding for individual general practitioners, insufficient referral pathways,** and the
complexities associated with co-occurring mental health issues.?' Health professionals face various barriers in providing
sleep care and referring patients for CBTI, particularly among individuals with mental health conditions.?' However, it is
important to note that consumers also encounter barriers when accessing and receiving sleep care provision and CBTi.

Among participants who did not discuss their sleep with a psychologist or psychiatrist, cost concerns emerged as the
most commonly reported reason. In Australia, general practitioners can prescribe sleep medication and, through the
Better Access initiative, issue a Mental Health Treatment Plan, which provides access to and rebates for an initial ten
sessions of treatment with a psychologist.** CBTi incurs an initial higher cost, however improvements last over time,
with prescribed sleep medication incurring higher costs over the long term.'® Further insight is needed to identify both
clinician and consumer perceptions regarding the cost and access pathways to psychological treatment for insomnia. This
is particularly salient for people with mental health conditions, who are more likely to be engaging with health services>
and have a low income.”®

Individuals with probable insomnia and current mental health difficulties were more likely to report using sleep
medication, regardless of the presence of daytime symptoms. People with probable insomnia were also more likely to
have used CBTi techniques, albeit at much lower rates (15.9%). However, people with DIMS and TIB >7.5 hours only
and current mental health difficulties were not more likely to use CBTi techniques. Therefore, the presence of daytime
symptoms may have influenced the likelihood of receiving first line psychological treatment. The presence of over-
lapping daytime symptoms between insomnia and other mental health conditions, such as depression and anxiety,'” may
influence health professionals’ decisions to provide or refer for psychological treatment. It is plausible that sleep
difficulties are often perceived consequently or secondary to underlying mental health issues.'® Therefore, the perception
and interpretation of daytime sleep symptoms by health professionals are crucial in determining assessment and treatment
decisions. This aspect requires further exploration beyond the scope of the current cross-sectional study. It is evident that
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ongoing training and education for health professionals regarding evidence-based treatments for probable insomnia,
including CBTi, is necessary. Knowledge and perceptions surrounding the efficacy of psychological treatments for
insomnia may be limited.?” Improving health professionals’ understanding and awareness of these treatments can help
bridge the gap between the prevalence of insomnia and the utilisation of appropriate interventions.

The findings of the current study should be interpreted considering several limitations. Firstly, the data collected in
this study relied on self-report measures, which may introduce potential biases. Research has shown that individuals may
not always accurately estimate variables related to sleep, such as sleep latency and duration.”®*’ Additionally, the
accuracy of recall regarding health utilisation can be influenced by factors, such as the design of the questionnaire*® and
the length of the recall period.>' Secondly, the study assessed variables related to an ever-diagnosed mental health
condition, sleep symptoms over the past month, and sleep discussions and treatment over the past 12 months. The use of
different time periods for different variables may introduce some inconsistency in the data and limit the ability to draw
causal conclusions. Such time frames may account for notable proportion of participants without probable insomnia who
reported discussing sleep and receiving treatment in the last 12 months, as sleep issues may have been resolved at the
time of completing the survey. Thirdly, it is important to acknowledge that the survey was conducted online, which may
have resulted in the underrepresentation of individuals who have limited internet access, such as those from remote
areas>> or with severe and chronic mental health symptoms.*® Fourthly, it is important to note that this study did not
consider other conditions that could potentially affect sleep, such as chronic obstructive pulmonary disease (COPD)** or
sleep apnea.® The focus of this study was specifically on mental health conditions and probable insomnia. Exploring the
associations between probable insomnia and other medical conditions like COPD or sleep apnea was beyond the scope of
this research. However, future studies should consider investigating the impact of comorbid conditions on sleep and
treatment utilisation in individuals with mental health conditions, probable insomnia, and individuals not meeting criteria
for probable insomnia. This would provide a more comprehensive understanding of the factors influencing sleep care
provision in this population. Fifthly, it is important to consider the possibility of misreporting when participants indicated
receiving cognitive-behavioral therapy (CBT) instead of CBT for insomnia (CBTi). Both CBT and CBTi can include
similar therapeutic components, such as cognitive restructuring and relaxation techniques.*®*’ It is possible that some
participants may have mistakenly reported receiving CBTi when they received a broader form of CBT that included
sleep-related elements. However, it is important to note that CBTi specifically includes additional components such as
stimulus control and sleep restriction therapy, which are known to be highly effective in treating insomnia symptoms.*®
Therefore, the reported percentage of participants who received CBTi from a health professional may be inflated due to
potential misclassification. Lastly, it is worth mentioning that the availability of health professionals trained in CBTi can
be a potential barrier for consumers seeking first line treatment.*** However, this specific barrier was not included as an

option in the survey, and therefore, its impact on treatment access and utilisation was not directly assessed in this study.

Conclusions

This study highlights that while discussions about sleep with health professionals are relatively common among
individuals with a mental health condition, the utilisation of effective sleep treatments, particularly cognitive-
behavioral therapy for insomnia (CBTi), remains low. The findings indicate an unmet need for care, as a significant
proportion of individuals with probable insomnia do not receive appropriate treatment. Pharmacological management,
such as sleep medication, is more commonly utilized than CBTi, despite CBTi being the recommended first line
treatment for insomnia. Cost concerns and the lack of referral for CBTi from general practitioners were reported as
barriers to accessing this treatment. It is crucial to raise awareness of the importance of sleep and the benefits of
evidence-based treatments, as well as to update clinical guidelines to highlight the need for routine sleep discussions and

provide clear referral pathways.
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