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Study Objectives: Insomnia is a widespread issue among United States adults and rates of insomnia among veterans are even higher than the general 
population. Prior research examining primary care provider (PCP) perspectives on insomnia treatment found that: sleep hygiene and pharmacotherapy are 
the primary treatments offered; PCPs tend to focus on perceived causes of insomnia rather than the insomnia itself; and neither patients nor providers are 
satisfied with insomnia treatment options. Although insomnia complaints are typically first reported to primary care providers, little research has focused on 
perspectives regarding insomnia treatment among PCPs working in the largest integrated health care system in the United States—the Veterans Affairs (VA) 
health care system. This study was conducted to examine VA PCP perceptions of the availability of insomnia treatments, identify specific strategies offered by 
PCPs, and examine perceptions regarding the importance of treating insomnia and the role of comorbid conditions.
Methods: A survey was conducted within the VA health care system. Primary care providers completed surveys electronically.
Results: A high percentage of veterans (modal response = 20% to 39%) seen in VA primary care settings report an insomnia complaint to their provider. 
Almost half of respondents do not consistently document insomnia in the medical record (46% endorsed “sometimes,” “rarely,” or “never”). PCPs routinely 
advise sleep hygiene recommendations for insomnia (ie, avoid stimulants before bedtime [84.3%], and keep the bedroom environment quiet and dark and 
comfortable [68.6%]) and many are uncertain if cognitive behavioral therapy for insomnia is available at their facility (43.1%).
Conclusions: Findings point to the need for systems-level changes within health care systems, including the adoption of evidence-based clinical practice 
standards for insomnia and PCP education about the processes that maintain insomnia.
Commentary: A commentary on this article appears in this issue on page 937.
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INTRODUCTION

Insomnia is a widespread issue among adults in the United 
States. An estimated 4% to 22% of United States adults meet 
diagnostic criteria for insomnia,1–3 and rates of insomnia among 
veterans are even higher.4 More than half of veterans enrolling 
in Veterans Affairs (VA) health care at a large Midwestern VA 
facility endorsed clinically significant levels of insomnia.5 The 
primary care clinical setting serves as the “hub” for the treat-
ment of insomnia. Thus, understanding primary care provider 
(PCP) perspectives may be most salient to efforts targeting im-
proved insomnia treatment and management. Three prior stud-
ies have focused on PCP perspectives on insomnia treatment 
and revealed the following themes. First, PCPs tend to use a 
“stepped” treatment approach for insomnia involving sleep hy-
giene education followed by pharmacotherapy.6 Second, both 
patients and providers often view sleep disorders as relatively 
less important than other medical conditions.7,8 Third, insom-
nia is often viewed as a symptom of another medical or mental 
health condition rather than an independent disorder warrant-
ing separate treatment.8 Fourth, neither patients nor providers 
are satisfied with the range of treatment options available to 
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them for the treatment of insomnia,6 and think that resources 
are inadequate for offering nonpharmacologic approaches to 
insomnia treatment.9 Finally, providers would like more educa-
tion and training in the management of insomnia.6

The primary care clinical setting presents a unique chal-
lenge for the assessment and diagnosis of sleep disorders. PCPs 
are responsible for the prevention and management of an ar-
ray of medical and mental health conditions. Most physicians 
(80%) report being overextended or at full capacity,9 and this 
perspective is occurring in the context of an increasing number 

BRIEF SUMMARY
Current Knowledge/Study Rationale: Prior research has not 
examined primary care provider (PCP) perspectives on treatment 
within the Veterans Affairs (VA) health care system. This study was 
conducted to expand the existing literature with data from the VA 
health care setting.
Study Impact: Despite increased availability of cognitive behavioral 
therapy for insomnia within the VA, this study reveals the need 
for additional systems-level changes. Specifically, PCP education 
and practice standards are needed to increase patient access to 
evidence-based insomnia treatments.
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of patients presenting to primary care for sleep complaints.10,11 
Thus, the PCP experience of limited resources and increasing 
sleep complaints among their patients sets the stage for under-
diagnosis/treatment of insomnia disorder in the medical setting 
where patients are likely to first report their sleep difficulties.

Prior studies have not specifically examined the perspectives 
of PCPs working in the VA health care system, which is the 
largest integrated health care system in the United States. Un-
derstanding PCP perspectives in this setting is important for 
a number of reasons. First, the prevalence of insomnia among 
veterans is considerably higher than that of the average adult 
in the United States, and is often comorbid with mental health 
and medical conditions.12–14 Thus, VA PCP perspectives could 
differ, reflecting a need for more intensive insomnia treatments. 
Second, VA PCPs may have been influenced by the presence of 
behavioral medicine providers embedded into the VA primary 
care setting pursuant to integrated primary care programs. 
Third, more than half of physicians trained in the United States 
(> 65%) had VA clinical training prior to employment.15 Thus, 
the approach to insomnia adopted within the VA health care 
system is likely to inform the approach in other settings as well. 
Finally, the VA health care system has implemented nationwide 
dissemination of training in cognitive behavioral therapy for in-
somnia (CBT-I).16 Prior studies were not conducted in systems 
with this relatively greater access to CBT-I.

To our knowledge, only one published study has focused on 
perspectives of VA health care providers on insomnia treatment. 
Epstein and colleagues17 conducted surveys and interviews with 
both veterans and VA health care providers (not exclusively PCPs) 
regarding the acceptability of various insomnia treatments. Indi-
vidual therapy and relaxation therapy were found to be accept-
able by both veterans and providers, and veterans also endorsed 
pharmacotherapy as acceptable. Prior studies have not focused 
on VA PCPs, and have not provided insight into: provider percep-
tions of the availability of insomnia treatment options; what spe-
cific sleep hygiene strategies are offered by providers; provider 
perceptions of the relative importance of treating insomnia rela-
tive to other medical conditions; and provider perceptions of the 
role of comorbid conditions (eg, mental health conditions such as 
posttraumatic stress disorder [PTSD] and depression and medical 
conditions) in the treatment of insomnia.

The purpose of the current study was to expand the exist-
ing literature by examining these questions and to specifically 
explore the perspectives of VA PCPs on insomnia management 
and treatment. Although VA PCP perspectives are unlikely to 
differ considerably from those of non-VA PCPs on many top-
ics, it is unclear how the aforementioned factors (ie, presence 
of psychologists in the primary care setting and greater ac-
cess to CBT-I) might affect VA PCP perspectives on insomnia 
treatment specifically. As such, our analyses are considered ex-
ploratory in nature, and a priori hypotheses were not proposed.

METHODS

Setting
Participants were recruited from primary care clinics located 
at VA facilities in the mid-Atlantic region (VISN 6) of the 

VA health care system, which includes North Carolina and 
Virginia. Nine sites participated in the survey. VA facilities 
provide primary care in both hospitals and community-based 
outpatient clinics. Within VISN 6, VA hospitals are located in 
urban areas (eg, Durham, North Carolina; Asheville, North 
Carolina; Salem, Virginia), whereas community-based outpa-
tient clinics are located in either urban or rural areas (Winston-
Salem, North Carolina; Hickory, North Carolina). All full-time 
PCPs carry approximately 1,200 patients on their panels re-
gardless of facility type or location. Within VISN 6, there are 
a total of 34 mental health providers who have been trained in 
CBT-I pursuant to the national training effort, and at least one 
trained provider is available at each facility surveyed. Only 4 
of 9 sites surveyed had CBT-I–trained providers offering CBT-
I within primary care clinics.

Population
Study participants were VA primary care providers, including 
physicians (MDs), nurse practitioners (NPs), and physician as-
sistants (PAs). All PCPs were eligible to participate in the sur-
vey with the exception of those who were also investigators in 
the Durham Center for Health Services Research in Primary 
Care (HSR&D) due to their involvement in survey item devel-
opment and/or the possibility of prior exposure to survey topics 
during research talks by the first author. Standard electronic 
health record templates used in primary care do not include 
questions regarding sleep. Thus, inquiry about a patient’s sleep 
quality or quantity are left to the discretion of each provider.

Procedures
Before PCP recruitment began, authorization to participate in 
the survey was sought from the ambulatory care service as-
sociate chief of staff within each VA VISN 6 facility. Nine of 
10 VA medical facilities provided approval for their staff to 
participate in the survey. Recruitment emails were then sent 
to PCPs at facilities whose chief of staff provided approval for 
their participation. Recruitment emails were sent to 269 MDs 
and 112 midlevel providers (either NP or PA). This email mes-
sage informed PCPs that the survey was focused on insomnia 
treatment practices. The email message also contained a hy-
perlink to the survey and a statement informing respondents 
that by clicking on the link, they were providing their consent 
to participate. To ensure the anonymity of respondents, re-
search staff did not track who had/had not completed the sur-
vey. Therefore, reminder emails were again sent to all PCPs at 
about 1 and 2 weeks after the initial recruitment email to prompt 
those not yet completing the survey; a final reminder email was 
sent at about 4 weeks after the initial recruitment email. The 
survey ended on February 23, 2015. Approval for all studies 
procedures previously outlined was obtained by the Durham 
VA Institutional Review Board prior to initiating the study.

Survey Development
The survey was developed using an iterative process of item 
generation, review, and feedback from VA Behavioral Sleep 
Medicine providers and coauthors, and item revision. Durham 
VA PCPs/HSR&D investigators also provided item review and 
feedback, which led to item revision. As noted previously, PCPs 
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involved in survey development were not eligible for recruitment 
into the study. The survey was designed to assess topics that are 
currently missing from the literature and/or those that have not 
been evaluated in the VA health care system. Specifically, the 
survey focused on the following key domains of insomnia man-
agement: estimates of percentage of veterans reporting insomnia 
complaint; specific behavioral approaches recommended; famil-
iarity with CBT-I; perceptions of available treatment options; 
documentation of insomnia in the medical record; perceptions of 
the cause of insomnia; perceptions of the importance of treating 
insomnia; and satisfaction with available treatment options and 
with sleep disorders training. Among the items we included for 
assessing typical behavioral strategies recommended by PCPs 
for insomnia were two items that are counter to evidence-based 
behavioral approaches. These counterintuitive items were in-
cluded to identify potential random responding patterns because 
the response set for this survey question was larger than for oth-
ers and as such, respondents might randomly select responses to 
conclude the survey more quickly. Two survey items reference 
documentation forms that are unique to the VA electronic health 
record system: the Encounter Form and the Computerized Patient 
Record System (CPRS) Problem List. The Encounter Form is 
used for documenting the critical elements of the patient contact 
for billing purposes, including visit type, the complexity level of 
the visit, and diagnosis. The CPRS Problem List is a summary of 
active health concerns for each VA patient and serves as a refer-
ence for providers during clinical encounters.

The approach developed by Yang and colleagues18 was used 
to categorize recommended behavioral strategies for insomnia. 
Behaviors that interfere with homeostatic and/or circadian pro-
cesses were grouped into the category of “sleep schedule and 
timing.” Behaviors that enhance arousal by promoting anxi-
ety and/or conditioned arousal were categorized as “arousal-
related behaviors.” Maladaptive eating and drinking habits 
and sleep-interfering environmental factors were grouped ac-
cordingly. We also included 2 items on our list of behavioral 
strategies that have face validity, but are, in fact, counter to 
recommended strategies for insomnia: (1) extend your time in 
bed; and (2) stay busy until bedtime.

Statistical Analyses
Means and standard deviation (SD) were used to report contin-
uous variable findings and frequencies and percentages were 
used to report categorical variable findings.

RESULTS

The survey response rate was 13% (51/381). Respondents were 
50.76 years of age on average (SD = 10.84), primarily physi-
cians (80.4%), and more than half were male (56.9%) (Table 1). 
In terms of both VA employee tenure and work history as a VA 
PCP, responses reflect a bimodal distribution with the greatest 
percentages having either 1 to 5 years of experience (29.4%) or 
10 to 20 years of experience (23.5%). Most PCPs provided care 
in a VA hospital setting (58.8%) versus other clinical settings 
(39.2%), and only one respondent (2.0%) reported specialized 
training in sleep medicine.

Survey Questions
What percentage of the veterans on your panel report a 
complaint of difficulty falling asleep, difficulty staying asleep, 
or waking too early?
The most frequently endorsed estimate among respondents 
was 20% to 39% (58.8% of respondents) of veterans reporting 
insomnia symptoms, whereas other respondents estimated the 
frequency to be higher (31.4%) or lower (5.9%). A few respon-
dents did not answer this question (3.9%).

When a patient presents to your clinic complaining of 
difficulty falling asleep or staying asleep for 3 months or 
longer, and you do not suspect sleep apnea, which of the 
following treatment options are available to you? (Please 
check all that apply)
Table 2 summarizes PCP perceptions of available treatment 
options for addressing the insomnia complaints of veterans on 
their patient panel. The most frequently endorsed treatment op-
tions included: “provide the veteran with guidance on healthy 
sleep habits” (76.5%); “offer the veteran pharmacotherapy, 

Table 1—Demographic and occupational characteristics of 
respondents (n = 51).

Age, years* 50.76 (10.84)
Sex

Male 29 (56.9)
Female 20 (39.2)
Missing 2 (3.9)

Professional training
Medical Doctor 41 (80.4)
Nurse Practitioner 3 (5.9)
Physician Assistant 6 (11.8)
Other 1 (2.0)

How long worked as primary care provider in VA health 
care system?

Less than 1 year 4 (7.8)
1 to 5 years 15 (29.4)
5 to 10 years 8 (15.7)
10 to 20 years 12 (23.5)
More than 20 years 11 (21.6)
Missing 1 (2.0)

Setting where VA patient care is provided?
VA hospital 30 (58.8)
Community-based outpatient clinic 19 (37.2)
Other VA setting 1 (2.0)
Missing 1 (2.0)

Professional or academic training in sleep medicine
Yes 1 (2.0)
No 49 (96.1)
Missing 1 (2.0)

* = 5 participants are missing age data. Values are presented as n (%) 
except age which is presented as mean (standard deviation).
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such as hypnotics or antidepressants” (70.6%); and “adjust or 
change medications that may contribute to insomnia” (66.7%).

When a patient presents to a primary care clinic complaining 
of difficulty falling asleep or difficulty staying asleep, primary 
care providers often suggest that the patient try one of several 
behavioral strategies to address their sleep complaint.
Table 3 summarizes the percentage of PCPs who endorsed each 
of several commonly recommended strategies for addressing 
their patients’ insomnia complaints. The most common behav-
ioral strategies endorsed by PCPs were: “avoid stimulants be-
fore bedtime” (84.3%); “keep the bedroom environment quiet 
and dark and comfortable” (68.6%); and “use the bed only for 
sleeping” (52.9%). The behavioral strategies endorsed least of-
ten were: “do not try too hard to sleep; just let sleep unfold natu-
rally” (3.9%); “do not worry or plan in bed” (3.9%); and “shorten 
your time in bed” (2.0%). None of the respondents endorsed the 
2 items that had been included to reveal random responding; 
“extend your time in bed” and “stay busy until bedtime.”

When a patient presents to your clinic with a complaint of 
difficulty falling asleep or staying asleep for 3 months or 
longer, and you do not suspect sleep apnea, how often do 
you enter an insomnia diagnosis code into: (A) the encounter 
form; and (B) the CPRS problem list?
Table 4 summarizes PCP responses regarding documentation 
of insomnia in the medical record. Slightly more than half of 
respondents (52.9%) indicated that they document insomnia on 
the encounter form either “most of the time” or “always,” but 
less than half of respondents (39.2%) document insomnia in the 
problem list “most of the time” or “always.” Respondents endors-
ing “rarely” or “never” on either were asked for an explanation. 
Respondents endorsing “rarely” (n = 5) provided the following 
answers to the question, “Briefly state why you rarely diagnose 
Insomnia Disorder”: “easily missed”; “I did not say that, I said 
I don’t list it”; “Not certain of the diagnostic criteria”; “often a 
co-existing condition related to…”; and “seems more a symptom 

than diagnosis.” Respondents endorsing “never” (n = 1) to this 
question stated: “other diagnoses take up the space.” Respondents 
endorsing “rarely” (n = 4) provided the following answers to the 
question, “Briefly state why you rarely add Insomnia Disorder 
to the problem list”: “competing diagnoses”; “no time”; “seems 
more a symptom than a diagnosis”; “usually other diagnosis, ap-
nea being one” or have multiple mental health diagnoses as well.”

Are you familiar with cognitive behavioral therapy for 
insomnia (CBT-I)?
As reflected in Table 5, the majority of respondents had some 
level of familiarity with CBT-I (82.3%). However, a small per-
centage of respondents (15.7%) had never heard of it. One re-
spondent did not answer this question (2%).

Is cognitive behavioral therapy for insomnia (CBT-I) available 
at your facility?
PCPs responded to this question as follows: Yes (41.2%); No 
(13.7%); and Don’t Know (43.1%). One respondent did not an-
swer this question (2%).

From your perspective, treating insomnia is (more important/
equally important/less important) than treating other health 
concerns in terms of the overall health of veterans.
The majority of respondents indicated that treating insomnia 
is equally important (80.4%) as treating other health concerns. 
Others indicated that treating insomnia is less important (7.8%) 
or more important (5.9%) than treating other health concerns. 
Three respondents did not answer this question (5.9%).

From your perspective, treating insomnia is (more important/
equally important/less important) than treating sleep apnea in 
terms of the overall health of veterans.
The majority of respondents indicated that treating insomnia is 
equally important (66.7%) as treating sleep apnea. Others indi-
cated that treating insomnia is less important (23.5%) or more 
important (3.9%) than treating sleep apnea. Three respondents 
did not answer this question (5.9%).

On a scale of 1 to 10 where 1 = not at all satisfied and 
10 = very satisfied, how satisfied are you with the array 
of treatment options available to you for addressing the 
insomnia complaints of veterans presenting to your clinic?
The modal response to this question was 5 (23.5% of 
respondents).

On a scale of 1 to 10 where 1 = not at all satisfied and 
10 = very satisfied, How satisfied are you with the 
opportunities available to you for training in the assessment 
and diagnosis of sleep disorders?
The modal response to this question was 5 (33.3% of 
respondents).

After a veteran has been successfully treated for PTSD 
or depression, their sleep difficulties will (always/often/
sometimes/rarely/never) remit.
All respondents perceive that sleep difficulties will remit ei-
ther sometimes (49%) or often (45.1%) following successful 

Table 2—Perceived available insomnia treatment options.
Treatment Options %

Provide the veteran with guidance on healthy sleep habits. 76.5
Offer the veteran pharmacotherapy, such as hypnotics or 
antidepressants.

70.6

Adjust or change medications that may contribute to 
insomnia.

66.7

Referral to a sleep specialist within my VA facility. 52.9
Referral to a VA provider who has been trained in cognitive 
behavioral therapy for insomnia.

29.4

Written materials focused on helping with insomnia. 29.4
Internet-based or electronic self-management resources for 
insomnia.

7.8

Referral to a sleep specialist at another VA facility. 2.0
Referral to a sleep specialist outside of the VA. 2.0
No response 0.0
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treatment for PTSD or depression. Three (5.9%) respondents 
did not answer this question.

DISCUSSION

Our findings are generally consistent with research conducted 
in non-VA clinical settings. When considered in light of clini-
cally significant insomnia prevalence as high as 50% among 
veterans,5 and prior research suggesting that only half of pa-
tients with probable insomnia discuss their insomnia com-
plaint with their PCP,18,19 it appears from our findings that 
veterans report insomnia to their VA PCPs at rates similar to 
the general population (20% to 39%). In prior research, those 
discussing their insomnia complaint with their providers had 
more comorbid conditions and poorer self-ratings of overall 
health.20 Thus, veterans reporting insomnia to their VA PCPs 
may be those who are the most complex and more difficult to 
treat whereas those not reporting insomnia to their PCP might 
be more appropriate for less intensive insomnia interventions. 
This is an important consideration for disseminating insomnia 
treatment models focused on tailoring, such as stepped care, 
which considers matching between the patients’ insomnia se-
verity/chronicity and provider expertise/resources.

One of the most noteworthy findings of our survey was that 
PCPs perceived sleep hygiene as the most available insomnia 
treatment option, and they provided sleep hygiene education 
to their patients more often than any other approach. This 
finding contrasts with guidance that CBT-I should serve as 
the first-line treatment for insomnia, as recommended by the 
American Academy of Sleep Medicine,21 the Society of Be-
havioral Sleep Medicine,22 the National Institutes of Health,23 
and most recently, by the American College of Physicians.24 
Our findings in favor of the use of sleep hygiene, despite the 
dissemination of CBT-I, could be explained by a number of 
factors. First, access to CBT-I may remain insufficient to 
match the high prevalence of insomnia among veterans. With 
rates of clinically significant insomnia as high as 50% among 
veterans enrolling in VA health care,5 this is an entirely plau-
sible explanation. Second, providers trained in CBT-I may 
devote minimal clinical resources to insomnia treatment. De-
spite having trained more than 600 mental health providers in 
CBT-I thus far, most trained providers are assigned to clinics 
focused on the treatment of other mental health conditions that 
are similarly prevalent among veterans (eg, PTSD, depression, 
substance use disorders). Thus, providing CBT-I may repre-
sent only a small portion of mental health providers’ overall 
workload. Third, it is also possible that PCPs are unaware of 

Table 3—Primary care provider rates of endorsement for recommending strategies to address their patients’ insomnia 
complaints.

% Arousal-Related 
Behaviors

Sleep Scheduling, 
Timing

Eating/Drinking 
Behaviors

Sleep 
Environment

Avoid stimulants before bedtime. 84.3 X
Keep the bedroom environment quiet, dark and comfortable. 68.6 X
Use the bed only for sleeping. 52.9 X
Maintain a regular sleep schedule. 49.0 X
Do not watch TV in your bed. 49.0 X
Do not nap during the day. 39.2 X
Exercise regularly. 37.3 X
Go to bed at the same time every day. 31.4 X
Avoid excessive fluid intake near bedtime. 29.4 X
Avoid alcohol around bedtime. 29.4 X
Give yourself time to “wind-down” before bedtime. 21.6 X
Wake-up and get out of bed at the same time every day. 19.6 X
Get out of bed when you can’t sleep. 19.6 X
Go to bed only when you are sleepy. 7.8 X
Do not try too hard to sleep. Just let sleep unfold naturally. 3.9 X
Do not worry or plan in bed. 3.9 X
Shorten your time in bed. 2.0 X
Extend your time in bed. < 0.1 X
Stay busy until bedtime. < 0.1 X

Two participants did not respond to this question.
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the availability of CBT-I at their facilities, or that providers 
who have been trained in CBT-I have not “advertised” them-
selves as such at their facilities. Indeed, we found that only 
29% of PCPs perceived CBT-I to be an available treatment 
option despite the fact that at least one provider at each facil-
ity has been trained in CBT-I. Fourth, preferences for sleep 
hygiene and medication might reflect a belief that treatments 
other than CBT-I are most effective. In fact, this was a cen-
tral finding of prior research on physician referral practices.25 
Fifth, the disconnect between availability and perception of 
CBT-I as a treatment option might also reflect a lack of under-
standing of CBT-I. We found that only 9.8% of respondents 
had a good understanding of how CBT-I is hypothesized to 
work or use it in their practice. Finally, because CBT-I is de-
livered by mental health providers within the VA setting, it 
may be that VA PCPs defer to mental health providers to man-
age the insomnia complaints of their patients with comorbid 
mental health conditions and insomnia disorder. As such, they 
may be less inclined to assess and diagnose insomnia for these 
patients who are likely to represent a considerable portion of 
their patient panels.

No matter the reason for the widespread use of sleep hygiene 
and limited use of CBT-I, our findings suggest that focused 
efforts are needed to increase access to CBT-I in VA primary 
care settings. In contrast with sleep hygiene, CBT-I produces 
sustained resolution of insomnia with fewer side effects than 
medications.26–28 Accordingly, the American College of Phy-
sicians recently recommended that “all adult patients receive 
CBT-I as the initial treatment for chronic insomnia disorder.” 24 
Although initially developed and promoted as an insomnia 
treatment,29 sleep hygiene is currently recommended only as 
an adjunct to effective CBT-I.27,30 In addition to small effect 
sizes and limited empirical support, sleep hygiene guidelines 
have been inconsistent.31 Although sleep hygiene education 
may be largely ineffective for insomnia, it may nevertheless 
have a legitimate role in the primary care setting. In prior re-
search, sleep hygiene was strongly associated with sleep qual-
ity among normal sleepers but not in those with insomnia.18

Findings for PCP documentation of insomnia in the medical 
record were noteworthy as well. In prior research, Hermes and 
colleagues32 suggested that, more often than not, insomnia is 
not documented in the medical record by VA health care pro-
viders. They found an annual prevalence of 3.4% for diagnosed 
insomnia within the VA, a rate that is lower than prevalence 
rates suggested for the general population despite the fact that 

veterans have shorter sleep durations, longer sleep onset laten-
cies, more wake after sleep onset, and lower sleep efficiencies 
than non-veterans.5,12,14,16 In fact, the failure to document in-
somnia in the medical record contrasts with recommendations 
by the American Academy of Sleep Medicine to document 
sleep satisfaction or quality in each visit wherein insomnia is 
discussed.33 Our findings extend prior research by providing 
insight into possible reasons for inconsistent documentation in 
the VA medical record. When respondents were asked to ex-
plain endorsement of rarely or never documenting insomnia, 
their explanations revealed three primary themes: insomnia is 
a symptom of another disorder that, if treated, would resolve 
the insomnia; other conditions are more important; and docu-
menting secondary conditions is not realistic given the con-
straints of the clinical setting.

With our increased understanding of the etiology of insom-
nia over recent years, and concern that the term “secondary in-
somnia” promotes undertreatment,23 insomnia diagnoses were 
recently collapsed into a single disorder called “Insomnia Dis-
order” in revised medical and mental health diagnostic nosolo-
gies. In contrast, prior nosologies emphasized causal factors 
(secondary insomnia). As such, respondent perceptions of in-
somnia as a secondary condition may reflect adoption of older 
diagnostic schemes and lesser awareness of recent changes to 
insomnia diagnostic nosologies.

A subset of respondents did not routinely document in-
somnia in the medical record because it was perceived as less 
important than other conditions. Understandably so, acute 
symptoms representing imminent adverse health risks are pri-
oritized in primary care clinical interactions. Because veterans 
are known to present to primary care clinics with more chronic 
conditions and more comorbidities than non-veterans,34 sleep 
complaints might receive even lesser clinical attention among 
veterans than non-veterans. Moreover, as reflected in the find-
ings of the 2016 Physician Survey conducted by the Physician’s 
Foundation,10 most PCPs feel challenged to attend to their pa-
tients’ numerous medical and mental health conditions, and 
this is likely to be the case among VA PCPs as well.

Future research should be conducted to clarify certain re-
sponse patterns and understand contradictory findings. For ex-
ample, it is unclear why 41% of PCPs surveyed report that CBT-I 
is available at their facility, but only 29% endorsed CBT-I as 
an available insomnia treatment option. What considerations 

Table 4—Insomnia documentation in the medical record.
Encounter Form (%) CPRS Problem List (%)

Always 9.8 9.8
Most of the time 43.1 29.4
Sometimes 29.4 47.1
Rarely 13.7 11.8
Never 2.0 0.0
Missing 2.0 2.0

CPRS = Computerized Patient Reporting System.

Table 5—Respondents’ familiarity with CBT-I.
% Endorsed

No, I have never heard of it 15.7
Yes, I have heard of it but I don’t really know how it works. 43.1
Yes, I have heard of it and have a general understanding 
of how it works.

29.4

Yes, I have heard of it and have a very good 
understanding of how it works.

5.9

Yes, I use it in my practice. 3.9
Missing 2.0

CBT-I = cognitive behavioral therapy for insomnia.
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determine if a PCP documents insomnia in the medical record? 
How does the perception of insomnia as a symptom of another 
condition affect PCPs approach to insomnia treatment? In their 
recent review study, Araújo and colleagues35 recommended 
qualitative research as a strategy for improving insomnia care 
in the primary care setting. Qualitative research designed to 
expound on these topics could serve to increase understand-
ing of PCP insomnia treatment practices and may reveal other 
relevant topics not previously considered.

In June 2015, the Sleep Research Society convened a work-
group of implementation scientists and sleep researchers “to set 
a research agenda for sleep and circadian sciences in the area 
of implementation science.” Our study is responsive to the fol-
lowing insomnia research high-priority area recommended by 
the workgroup: “Assess perceived and actual barriers regard-
ing insomnia treatment delivery, and incentives and disincen-
tives for using various treatment modalities.” 36 We identified 
implementation barriers at both the provider level and the 
systems level. At the provider level, our findings suggest the 
need to provide PCPs with education about the processes by 
which insomnia develops so they understand why, in many 
cases, treatment of a precipitating condition (eg, depression 
and PTSD) does not result in successful resolution of comor-
bid insomnia.37,38 In addition, PCPs should be made aware of 
the updated insomnia diagnostic criteria (International Clas-
sification of Sleep Disorders, Third Edition and the Diagnostic 
and Statistical Manual of Mental Disorders, Fifth Edition) and 
encouraged to document insomnia in the medical record be-
cause an inaccurate accounting of insomnia limits our ability 
to estimate prevalence and deploy resources. At the systems 
level, our findings reveal the need for health care systems to 
disseminate practice standards that align with the existing em-
pirical evidence and to explicitly state that CBT-I is the stan-
dard of care for treatment of insomnia. Sleep hygiene can be 
considered for those with mild insomnia and should include 
education about how these guidelines relate to sleep regulation 
processes. In general, however, sleep hygiene should be of-
fered by PCPs primarily as a strategy for maintaining healthy 
sleep in normal sleepers.31

The Sleep Research Society workgroup outlined a research 
agenda designed to “accelerate late-stage translation of sleep 
and circadian rhythms research findings to benefit public 
health.” 36 With its strong evidence base but limited reach, 
CBT-I is exactly the kind of intervention in need of efforts to 
accelerate the pace of translation into clinical practice. The 
workgroup also suggested a need for community-based in-
terventions to increase health literacy and screening for sleep 
disorders. With rates of insomnia among veterans at 50% or 
higher, efforts to identify and address insomnia among veter-
ans cannot be limited to the primary care setting alone; com-
munity-based public health efforts are needed as well.

Our findings should be considered in light of certain limi-
tations. First, our sample is not representative of all VA PCPs. 
Our study was conducted within a single region of the VA health 
care system and in only one part of the United States, so our 
findings may not generalize to PCPs in other regions or to non-
VA providers. Although some evidence suggests that physician 
survey response rates have been on the decline,39 our response 

rate was lower than we would have liked and limited our abil-
ity to compare responses by provider type. Our response rate 
was considerably lower than a prior study of VA PCPs (51.8%) 
conducted by Singh and colleauges.40 However, on the one hand, 
because the recruitment process is not described in the study by 
Singh et al., it is unclear how our recruitment process might have 
differed. On the other hand, our response rate of 13% was higher 
than a recent study41 designed to examine the effect of incen-
tives on physician response to Internet surveys wherein 11.4% 
responded to at least one question and only 8.5% completed the 
entire survey. Offering a nonmonetary incentive (book) did not 
increase response rates among physicians in this study. We ex-
plored the possibility of increasing PCP participation by offering 
an incentive, but found this to be against VA policy.

Although response rate has long been considered a criterion 
by which survey quality is assessed, recent empirical evidence 
suggests that nonresponse bias is a more important concept 
to consider than response rate.39 Specifically, it may be more 
important to understand how respondents compare to the re-
cruitment sample as a whole. We compared the percentage of 
midlevel providers (versus MDs) between respondents and the 
sample of providers who received our recruitment emails. We 
found that 20% of survey respondents were midlevel providers 
as compared to 29% of the recruitment sample. The similarity 
between respondents and the recruitment sample allays some 
concern about nonresponse bias because provider training is 
likely to be relevant to treatment approach. However, due to the 
anonymous nature of our survey, we were unable to compare 
responders to the recruitment sample on other characteristics. 
For example, we could not compare findings by specific fa-
cility or the presence/absence of a CBT-I provider at an indi-
vidual facility or clinic. As such, our study findings should be 
interpreted with caution due to the possibility that our survey 
respondents are not similar to the recruitment sample on other 
important characteristics. Future surveys should be designed 
to allow a thorough assessment of nonresponse bias as rec-
ommended by Johnson and Wislar.39 Larger sample sizes are 
also recommended to render larger cell sizes, allowing com-
parisons by provider type, facility type, CBT-I availability, and 
other provider characteristics.

The findings of our survey of VA PCPs underscore the need 
for a greater focus on insomnia assessment and treatment in 
primary care clinics, and may also serve as a starting point 
for future qualitative and implementation-focused research. In 
light of the prevalence of insomnia among both veterans and 
United States adults and an increasing awareness of the adverse 
health effects of chronic insomnia,42 increasing PCPs’ ability 
to identify and effectively manage insomnia in the primary 
care setting is essential. Community-based efforts are needed 
to promote sleep health literacy, and to complement health care 
provider management of this highly prevalent condition.

ABBRE VI ATIONS

CBT-I, cognitive behavioral therapy for insomnia 
CPRS, Computerized Patient Record System
HSR&D, Health Services Research and Development
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MD, medical doctor
NP, nurse practitioner
PA, physician assistant
PCP, primary care provider
PTSD, posttraumatic stress disorder
SD, standard deviation
VA, Veterans Affairs
VISN, Veterans Integrated Service Network
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