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Abstract

Background and purpose: To estimate the prevalence of insomnia symptoms and syndrome in the general population, describe the types of

self-help treatments and consultations initiated for insomnia, and examine help-seeking determinants.

Patients and methods: A randomly selected sample of 2001 French-speaking adults from the province of Quebec (Canada) responded to a

telephone survey about sleep, insomnia, and its treatments.

Results: Of the total sample, 25.3% were dissatisfied with their sleep, 29.9% reported insomnia symptoms, and 9.5% met criteria for an

insomnia syndrome. Thirteen percent of the respondents had consulted a healthcare provider specifically for insomnia in their lifetime, with

general practitioners being the most frequently consulted. Daytime fatigue (48%), psychological distress (40%), and physical discomfort

(22%) were the main determinants prompting individuals with insomnia to seek treatment. Of the total sample, 15% had used at least once

herbal/dietary products to facilitate sleep and 11% had used prescribed sleep medications in the year preceding the survey. Other self-help

strategies employed to facilitate sleep included reading, listening to music, and relaxation.

Conclusions: These findings confirm the high prevalence of insomnia in the general population. While few insomnia sufferers seek

professional consultations, many individuals initiate self-help treatments, particularly when daytime impairments such as fatigue become

more noticeable. Improved knowledge of the determinants of help-seeking behaviors could guide the development of effective public health

prevention and intervention programs to promote healthy sleep.

q 2005 Elsevier B.V. All rights reserved.
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1. Introduction

Numerous epidemiological studies have been con-

ducted to document the prevalence and correlates of

insomnia. Depending on the definitions of insomnia (i.e.

insomnia symptoms, with or without daytime conse-

quences, dissatisfaction with sleep, and insomnia syn-

drome), prevalence rates have varied extensively from as
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low as 5% to as high as 50% [1]. About one-third of the

adult population is estimated to suffer from insomnia

symptoms alone (i.e. difficulty in initiating or maintaining

sleep) [2,3], but this figure decreases to about 10% when

daytime consequences (e.g. fatigue) are also considered

[3–5]. The sole criterion of sleep dissatisfaction yields

prevalence estimates between 9 and 18%, [1,3] while

strict application of diagnostic criteria from the Diag-

nostic and Statistical Manual of Mental Disorders—

Fourth Edition (DSM-IV) [6] produces a rate of about 6%

[3,7]. The extensive variability of prevalence rates

underscores the need to use a standardized definition

and methodology when conducting epidemiological

studies of insomnia [8,9].
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Aside from prevalence, other dimensions of insomnia

epidemiology are still poorly documented, including the

types of interventions used for insomnia, healthcare

providers consulted, and the determinants of help-seeking

behaviors. Previous surveys have reported that between 5

and 36% of insomnia sufferers have consulted a physician

specifically for sleep problems, while 27–55% have

discussed sleep problems in the course of a medical

consultation for another problem [10–12]. Estimates of the

use of prescription medicine for sleep have varied from a

low of 2.4% in Germany and about 5% in the United States

to a high of 9.8% in France [3,13,14]. In addition, studies

conducted in the United States indicate that between 3

and 10% of the adult population use over-the-counter

(OTC) medication and 13% use alcohol to improve sleep

[11,13,14].

Several studies have examined the types of factors

associated with medical consultations and treatments for

insomnia. More severe and more chronic insomnia, poorer

physical health, older age, and lower income have been

reported as the main predictors of medical consultations [11,

15,16]. To our knowledge, no study has directly asked

individuals who have consulted for insomnia what factors

led them to do so. Improved knowledge of the main

determinants of help-seeking behaviors would be helpful to

guide the development of effective public health prevention

and intervention programs to promote healthy sleep.

There is still little information available about the use of

complementary and alternative therapies, including self-

help methods, natural and homeopathic products, and other

services (e.g. acupuncture) that individuals with insomnia

may use prior to seeking professional treatment. Since the

utilization of self-help remedies is apparently fairly

common [11,13], and given that some individuals rely on

these remedies for extended periods of time (despite little

knowledge of their risks and benefits), it is crucial to gather

more information on this issue as well.

The goals of the present study were to estimate the

prevalence of insomnia symptoms and insomnia syndrome

in the general population, and describe the types of

consultation initiated for insomnia and products and

strategies used to promote sleep.
2. Methods

2.1. Sample selection

A telephone survey was conducted to randomly select a

community sample for a longitudinal study of risk factors

for insomnia. The target population consisted of all French-

speaking residents, aged 18 years or older, of the province of

Quebec (Canada). A representative sample was obtained

using a random digit dialing method programmed to

generate geographically stratified phone numbers according

to the last Canadian census. This approach ensures
exhaustive and proportional coverage of every demographic

area (listed and unlisted phone numbers). In a second stage,

the Kish method [17] was used to identify the person to be

interviewed in each household. This method allows for the

random selection of participants within households while

taking into consideration the number of residents in the

household, their gender, and their age. This procedure

further maximizes sample representativeness. When there

was no answer in a household, the same phone number was

dialed again up to eight times at different times of the day

and of the week before being replaced by another number.

Individuals who declined to participate in the survey upon

first contact were called a second time before being

eliminated from the study. Exclusion criteria included

being less than 18 years of age, not speaking French well

enough to complete the interview, or suffering from any

medical or psychiatric condition that might prevent the

person from completing a telephone interview. Of the 5991

persons solicited 2001 (33.4%) completed the interview.

2.2. Interview

Telephone interviews were conducted by a communi-

cation firm that specializes in telephone surveys. Approxi-

mately 50 trained interviewers administered the interview

from a call center equipped with computerized telephone

stations. Data collection was done with a software package

designed specifically for this type of computer-assisted

phone survey. Each interviewer received training and a pilot

test was conducted on 25 participants to improve the

wording of items and to provide feedback on the flow of the

interview. These 2001 interviews were completed over a

period of one month (Fall 2002).

After a brief description of the aims of the study and after

obtaining verbal consent to proceed with the interview, data

were collected on the following variables: demographics,

sleep and healthcare consultations for sleep problems, use of

sleep-promoting products or self-help strategies, and

physical and mental health. Average interview time was

13 min.

2.3. Sleep

The first part of the interview concerned sleep habits and

quality during the preceding month; the primary goal being

to identify insomnia symptoms and insomnia diagnosis as

defined by the DSM-IV [6] and the International Classifi-

cation of Diseases, 10th Edition (ICD-10) [18]. Sleep

satisfaction was evaluated on a four-point scale (i.e. very

satisfied to very dissatisfied), followed by two questions

about difficulty initiating sleep (i.e. number of minutes to

fall asleep and weekly frequency of sleep latency periods

exceeding 30 min). Next, several questions addressing sleep

maintenance difficulty were asked, including (a) the typical

number of awakenings per night, (b) the total estimated

time spent awake per night, (c) weekly frequency of nights
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characterized by difficulty maintaining sleep (i.e. nocturnal

awakenings lasting 30 min or more), (d) weekly frequency

of early morning awakenings (defined as awakening at least

30 min earlier than desired), and (e) estimated total nightly

sleep time. The principal reasons for awakening were also

noted (e.g. anxiety, children), as well as the methods (e.g.

reading, television, eating) used to induce sleep at bedtime

or for returning to sleep after an awakening. Finally, for

individuals reporting sleep difficulty, the duration (in

months), the consequences (i.e. impairment of daytime

functioning, occupational or social activities, fatigue, and

mood disturbance) and the level of concern about the

difficulty were investigated. Participants were also asked if a

healthcare professional had ever diagnosed a sleep disorder

such as sleep apnea, insomnia, or restless legs syndrome.

2.4. Health

The second part of the interview assessed participants’

health status. Respondents were asked to rate their physical

and mental health on four-point scales. Then they were

asked if they had experienced psychological/emotional

problems in the last year (yes–no question); symptoms of

anxiety (i.e. ‘In the last month, have you been worrying or

nervous most of the time’?) and depression (i.e. ‘In the last

month, has there been a period of two weeks or more during

which you felt depressed most of the time’?) over the last

month were also assessed by key questions (yes-no answer)

taken from the Structured Clinical Interview for DSM-IV

[6]. Additional questions were asked about help-seeking

behaviors, utilization of sleep-promoting products, and type

of strategies used to alleviate sleep problems. Respondents

were asked if they had ever consulted a healthcare provider

for sleep problems and, if so, what type of provider had been

consulted and what prompted them to seek treatment.

Participants who reported sleep problems but who had never

consulted were asked why they had not done so.

Participants were then asked if they had taken any of the

following products specifically to promote sleep in the

preceding 12 months: prescription medications, non-

prescription medications (i.e. OTC), natural or homeopathic

products, and alcohol. If the response was affirmative, they

were asked to estimate their weekly use during the

preceding month. They were also asked to list other

strategies they had used to facilitate sleep onset or to

improve sleep (e.g. relaxation, acupuncture, hypnosis). The

interview concluded with the usual sociodemographic

questions required to describe the sample characteristics,

and participants were asked if they were willing to

participate in a longitudinal study evaluating sleep and

general health.

2.5. Definition of insomnia

An algorithm based on a combination of the DSM-IV [6]

and the ICD-10 [18] insomnia diagnostic criteria was used
to identify subgroups of individuals with an insomnia

syndrome. Participants included in this subgroup were

dissatisfied with their sleep (combination of very dissatisfied

and dissatisfied) and presented symptoms of initial,

maintenance or late insomnia at least three nights per

week for a minimum duration of one month. Initial insomnia

was defined by sleep onset latency greater than 30 min,

maintenance insomnia was defined by awakenings during

the night lasting more than 30 min and late insomnia was

defined by an awakening in the morning more than 30 min

before the desired final wake time. Psychological distress

or daytime impairment related to sleep difficulties was also

reported by those individuals.

2.6. Data analysis

Data were weighted to adjust for potential differences

between gender representation in the sample and that of the

last national census. Sample sizes reported in tables and

figures refer to the actual number of respondents, and

percentages refer to weighted data. Ninety-five percent

confidence intervals (CI) were calculated for prevalence

rates. Most of the analyses are descriptive. However, when

between-group comparisons were performed, c2 test and

univariate odds ratios were calculated to evaluate the

association between insomnia and the utilization of sleep

aids. A standard logistic regression was also performed to

identify predictors of insomnia syndrome. Analyses were

performed using SAS (version 8.2) and the alpha level was

set at a two-tailed 5%.
3. Results

3.1. Demographic characteristics

Participants were between 18 and 91 years of age, with a

mean age of 44.7 (SDZ16.1). After weighting, the sample

included 51% women and 49% men (compared to 58 and

42%, respectively, before the weighting procedure). A

majority of the participants (80.3%) had completed at least a

high school degree, were married or living with a partner

(53.1%), working (69.2%) and living in an urban area

(62.8%). The sample was representative of the general

population of the French-speaking adults of Quebec

according to age, gender, and living area.

3.2. Prevalence of insomnia symptoms and syndrome

Figure 1 shows that 25.3% (CI: 23.4–27.2) of the total

sample were dissatisfied with their sleep, and 29.9% (CI:

27.9–31.9) presented at least one insomnia symptom (i.e.

initial, middle, late insomnia) for a minimum of three nights

a week. For those individuals, the combination of two

insomnia symptoms (i.e. mixed insomnia) was the most

frequent symptomatology condition (12.8% of the overall
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Fig. 1. Insomnia symptoms and syndrome prevalence in the general population.
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sample), followed by initial insomnia (8.7%) (see Table 1

for the distribution of subtypes of insomnia symptoms in

the total sample). The combination of sleep dissatisfaction

with the presence of one insomnia symptom was reported by

16.9% (CI: 15.3–18.6) of the sample. Conversely, 61.7%

(CI: 59.6–63.8) of the sample were satisfied with their sleep

and had no insomnia symptoms, while 13% (CI: 11.6 –14.5)

reported being satisfied with their sleep despite the presence

of at least one insomnia symptom. Finally, 9.5% (CI: 8.2–

10.8) of the sample met criteria for an insomnia syndrome as

defined by DSM-IV [6] and ICD-10 [18].
3.3. Correlates

Table 2 presents prevalence rates of insomnia syndrome

as a function of several subgroups. There were significant

differences in the proportion of insomnia syndrome sufferers

according to gender, marital status, family income, self-rated

physical and mental health, and self-reported anxiety and

depression. In contrast, age, education, occupation, and living

area were not associated with insomnia prevalence rates.

A logistic regression was performed to identify pre-

dictors of insomnia syndrome. Variables entered into the

equation included gender, age group, marital status,

occupation, education level, living area (rural versus

urban), self-rated physical health, self-rated mental health,
Table 1

Distribution of insomnia symptoms

n % of sample with insomnia

Initial insomnia 176 28.9

Middle insomnia 129 21.2

Late insomnia 43 2.2

Mixed insomnia 261 42.9

InitialCmiddleClate 74 12.2

InitialCmiddle 110 18.1

InitialClate 24 3.9

MiddleClate 53 8.7

Note: n refers to actual number of respondents and % refers to weighted data. CI
presence of anxiety symptoms and presence of depressive

symptoms. This analysis was based on 1384 participants

(i.e., participants without missing data only). A moderate

adjustment level was obtained between predicted and

observed data (R2Z0.31, Goodness of fit c2(8)Z6.67, ns).

Results indicate that six variables were significantly

associated with the presence of an insomnia syndrome

(Table 3). Together, these variables correctly classified 88%

of the participants (sensitivityZ25%; specificityZ98%

with the usual 0.5 probability level cut-off). However, to

optimize sensitivity, it would be preferable to use a 0.1 cut-

off probability level (classificationZ76%, sensitivityZ
71%; specificityZ76%). Variables that increased the odds

to meet diagnostic criteria for insomnia syndrome were

increased age (ORZ1.2), poor physical health (ORZ5.3),

poor mental health (ORZ1.6), symptoms of anxiety (ORZ
4.8), and symptoms of depression (ORZ2.1). In this

equation, one last variable seemed to have a protective

effect: widowhood (ORZ0.4; as compared to being

married).
3.4. Healthcare consultations for sleep-problems

Almost 13% (CI: 11.2–14.2) of all respondents had

consulted a healthcare provider for sleep problems at least

once in their lifetime. Of those, 15.6% (i.e. 2% of total
symptoms (nZ609) % of overall sample (nZ2001) 95% CI

8.7 7.4–9.9

6.4 5.3–7.4

2.1 1.5–2.8

12.8 11.3–14.2

3.6 2.8–4.4

5.3 4.3–6.3

1.2 0.7–1.7

2.7 2.0–3.4

, confidence interval.



Table 2

Prevalence of insomnia syndrome as a function of selected demographic and clinical variables (NZ2001)

Insomnia prevalence

N n (%) c2 (df) P Relative Risk 95% CI

Gender Women 1156 127 (11.0) 5.4 (1) 0.02 1.38 1.05–1.82

Men 844 67 (7.9)

Age groups 18–29 381 28 (7.3) 4.9 (5) 0.43

30–39 411 39 (9.2)

40–49 501 54 (10.7)

50–59 326 38 (11.4)

60–69 213 21 (9.5)

70 and over 168 14 (8.1)

Marital status Single 560 63 (11.1) 17.0 (3) !0.01

Married/common-law

relationship

1053 82 (7.6)

Divorced/separated 248 39 (15.5)

Widowed 136 10 (7.1)

Education Primary or less 389 43 (10.8) 4.0 (3) 0.26

Secondary 711 73 (10.1)

Junior College 415 42 (10.1)

University 478 36 (7.3)

Occupation Working 1364 125 (9.0) 4.4 (3) 0.22

Student 83 10 (11.4)

Non-working 188 24 (13.4)

Retired 343 30 (8.3)

Living area Rural 733 65 (8.5) 1.3 (1) 0.26 .85 0.63–1.13

Urban 1255 127 (10.0)

Family income Less than 15 000 286 38 (12.9) 11.7 (5) 0.04

15,000–30,000 395 44 (11.1)

30,000–45,000 357 29 (7.8)

45,000–60,000 297 31 (10.6)

60,000–80,000 219 14 (6.5)

Over than 80,000 243 17 (6.5)

Self-rated physical health Poor 240 68 (28.0) 108.4 (1) !0.01 4.01 3.08–5.23

Good 1760 126 (7.0)

Mental health problems Yes 364 75 (20.4) 59.6 (1) !0.01 2.85 2.18–3.73

No 1633 119 (7.2)

Self-reported anxiety Yes 459 111 (24.2) 145.1 (1) !0.01 4.60 3.52–6.02

No 1541 83 (5.3)

Self-reported depression Yes 185 56 (30.9) 106.9 (1) !0.01 4.20 3.20–5.51

No 1813 138(7.4)

Note: n refers to actual number of respondents and % refers to weighted data. c2, chi-square and (df), degrees of freedom.

Table 3

Logistic regression results for the diagnosis of insomnia syndrome versus

good sleepers (NZ1384)

Predictor B Wald c2 OR 95% CI

Age 0.22 5.38* 1.25 1.03–1.51

Widowhood (versus married) K0.85 5.57* 0.37 0.14–0.95

Self-rated physical health

(poor)

1.66 42.85** 5.26 3.19–8.62

Self-rated mental health

(poor)

0.48 4.69* 1.61 1.05–2.48

Anxiety symptoms (yes) 1.57 58.76** 4.78 3.21–7.14

Depressive symptoms (yes) 0.75 7.50** 2.11 1.24–3.60

Note: *P!0.05; **P!0.01; OR, odds ratio; CI, confidence interval.
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sample) had consulted within the month preceding the

interview. For the individuals with an insomnia syndrome

(nZ194), the lifetime consultation rate increased to 42.3%

and was significantly higher than lifetime consultations

reported by the rest of the sample (9.6%), c2(1, NZ1998)Z
165.1, P!0.01. The demographic (e.g. gender, age group,

occupation) and clinical (e.g. self-rated physical and mental

health, depression) variables significantly associated with

consultation rates were identical to those found to be

associated with insomnia prevalence rates, with the

exception of age, c2(5, NZ1998)Z23.7, P!0.01, and

occupation, c2(3, NZ1976)Z10.2, P!0.05. Thus,

increased age was associated with higher rates of

consultation, with non-working individuals apparently

consulting more often than working and retired participants.

General practitioners were consulted more frequently than

any other health professional for sleep problems. Of those

participants who had consulted, 82.7% (CI: 78.1–87.4)
had seen a general practitioner, 17.0% (CI: 12.4–21.7) a

medical specialist (other than psychiatrist), 5.9% a psychol-

ogist (CI: 3.0–8.8), and 3% a psychiatrist (CI: 0.1–5.1).

Pharmacists, acupuncturists, and homeopaths were each

consulted by less than 1% of the sample. Participants could
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report consultations with more than one healthcare provider

and, consequently, categories are not mutually exclusive.

Gender was the only demographic variable associated with

consultation of different healthcare providers: a higher

proportion of women reported consulting general prac-

titioners (86.5 versus 75.0% for men) c2(1, NZ254)Z5.2,

P!0.05, and a higher proportion of men reported consulting

specialists compared to women (26.4 versus 12.4%) c2(1,

NZ254)Z7.7, P!0.01.

Of the 265 individuals who reported having consulted for

a sleep problem, the main determinants of help-seeking

were fatigue (48.1% [CI: 42.0–54.3]) and psychological

distress (39.7% [CI: 33.7–45.7]), followed by physical

discomfort (21.6% [CI: 16.5–26.6]), suggestion by a

significant other (13.7% [CI: 9.5–17.9]), reduced work

productivity (13.4% [CI: 9.2 to 17.6]), suggestion by

another health professional (11.1% [CI: 7.2–14.9]), signifi-

cant sleep loss (10.7% [CI: 6.9–14.6]), self-referral (3.5%

[CI: 1.2–5.7]) and stress (3.3% [CI: 1.1–5.5]).

3.5. Products and strategies used to promote sleep

In the 12 months preceding the interview, 15% (CI: 13.5–

16.6) of the overall sample had used natural products

(herbal/dietary) at least once to alleviate insomnia

symptoms. Prescribed medications were utilized with the

second highest frequency, with 11% (CI: 9.6–12.4) of

respondents having used such products during the last year.

Finally, OTC medications (3.8% [CI: 2.9 –4.6]) and alcohol

(4.1% [CI: 3.2–5.0]) were each used by about 4% of the

population to improve sleep. People had also used several

other strategies to promote sleep, such as reading (32.5%

[CI: 30.4–34.5]), listening to music (25.2% [CI: 23.3–

27.1]), and relaxation (20.7% [CI: 19.0–22.5]). Strategies

like massotherapy (3.5% [CI: 2.7–4.3]), acupuncture (0.6%

[CI: 0.3–0.9]), and hypnosis (0.2% [CI: 0.0–0.4]) were used

much less frequently.

For the subgroup of individuals with insomnia syndrome,

the utilization rates of these products and strategies were

higher. Compared to the rest of the sample, this subgroup

was more likely to have used natural products (35.7%

utilization rate; ORZ3.7), prescribed medications (33.2%;

ORZ5.2), OTC medications (8.7%; ORZ2.8), and alcohol

(10.7%; ORZ3.2) over the previous year. They were also

more likely to have used other strategies such as reading

(45.2% utilization rate; ORZ1.8), listening to music

(43.6%; ORZ2.6), relaxation (38.2%; ORZ2.6), mas-

sotherapy (10.1%; ORZ4.2), and acupuncture (1.9%; ORZ
4.2) (see Fig. 2).

Respondents who had used any sleep-promoting product

at least once in the last 12 months were asked to estimate

weekly frequency of use for the previous month. Except for

prescribed medications, which were used by nearly half of

product users (48.5%) three nights or more per week, most

products were used infrequently. OTC medications were the

least regularly used products (21.3%). There was no
significant difference between regular (nZ209) and

occasional users (nZ334) of sleep-promoting products

regarding gender, living area, self-reported mental-health,

and presence of anxiety and depressive symptoms.

Conversely, there were significant group differences in

age and age-related variables (i.e. widowhood, level of

education, and retirement) with regular users being older

(cZ52.2; SDZ17.5) than occasional users (cZ42.9; SDZ
15.7) F (1, 541)Z40.85, PZ0.000. Regular users also

reported poor physical health (33.7%) more often than

occasional users (15.2%); c2(1, NZ532)Z24.9, PZ0.000.

Last, there were significant differences between non-users

and users (combining occasional and regular users), with the

latter group including more women, more individuals living

in an urban area, presenting a poorer self-reported physical

and mental health, and presenting anxiety and depressive

symptoms (ps Z0.000).
4. Discussion

The goals of the present study were to estimate the

prevalence of insomnia symptoms and syndrome in the

general population, to examine consultation patterns and

determinants of consultation for insomnia, and to describe

the types of products and strategies used to promote sleep.

The decision tree used to estimate the point prevalence

of insomnia (Fig. 1) leads to estimates comparable to those

obtained in previous epidemiological studies and highlight

the extensive variability in prevalence rates based upon

insomnia definitions. Similar to previous studies [2,3],

insomnia symptoms were fairly common in the general

population, with one-third of the sample presenting at least

one symptom (i.e. initiating or maintaining sleep, or early

morning awakening) three nights or more a week. The use

of more conservative DSM-IV [6] and ICD-10 [18]

diagnostic criteria for insomnia syndrome produced a

prevalence rate of 9.5% for the general population. This

algorithm, which included frequency, severity, and
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duration criteria, may yield a more precise prevalence rate

of insomnia syndrome [1,19,20]. Despite this more

stringent definition, the rate of insomnia syndrome

observed in this study was higher than rates obtained in

European studies (4.4–6%) that relied approximately on

the same criteria [3,7,10,20]. On the other hand, our results

are quite similar to estimates observed in several American

studies, which used more liberal diagnostic criteria [4,11].

These differences across studies could reflect cultural

differences, subtle methodological differences related to

question formulation, types of interview, or even the period

of the year the study was undertaken [21]. For example,

two factors may have slightly inflated the prevalence

figures in the present study. First, with a response rate of

33.4%, it is plausible that people with sleep problems were

more likely to accept completing the interview than those

without sleep problems. Second, respondents were asked if

they had ever been diagnosed with a sleep disorder other

than insomnia. It is possible that some individuals with an

undiagnosed sleep disorder (e.g. restless legs syndrome,

sleep apnea) reported insomnia symptoms, which could

have reflected the presence of another sleep disorder [10].

There were strong associations between insomnia and

self-reported physical and mental health, with individuals

who reported poor health status being more likely to report

insomnia. Although this finding is consistent with previous

epidemiological surveys [4,7,10,12,22], the retrospective

and cross-sectional nature of the data precluded reliable

differentiation between primary insomnia and insomnia

secondary to another mental, medical, or another sleep

disorder. While insomnia can be a diagnostic entity unto

itself, it can also be symptomatic of another disorder, and

making the distinction between these two conditions can be

a considerable challenge not only in epidemiological

surveys but even in clinical practice.

Almost 13% of the overall sample had previously

consulted a healthcare provider (mostly general prac-

titioners) for sleep problems at least once, with the rate

rising considerably to 42.3% among individuals suffering

from an insomnia disorder. Although this consultation rate

is higher compared to figures previously reported [10–12,

23], these data indicate that the majority of individuals

reporting insomnia do not seek help for their sleep

difficulties. The most frequently cited reasons for consulting

were the perceived daytime consequences of fatigue and

various psychological symptoms (e.g. depression and

anxiety). Although it is likely that some individuals do not

perceive insomnia symptoms as problematic or trouble-

some, or do not experience daytime consequences during

the initial episode, persistent insomnia has been shown to

increase the risk for major depression [4]. It may be

important then to educate both the general public and

healthcare practitioners about early intervention programs

for insomnia. One study found that knowledge about

treatments available for insomnia was very limited in the

general population [11]. The issue of low consultation rate
may also be in part due to under-recognition and under-

diagnosis by healthcare practitioners as well as due to

limited resources available to treat insomnia complaints.

Public education programs in addition to the dissemination

of effective training programs for of healthcare providers

would be welcome.

Use of herbal and dietary supplements was fairly

common in the general population (15%), with higher

rates reported than for use of prescribed sleep medications

(11%). Use of prescription medications was comparable to

rates obtained in France (9.8%) and higher than rates in the

UK (3.6%) and in Germany (2.4%) [3]. In the subgroup of

individuals with an insomnia disorder, use of prescription

medications was lower than in France (33.2 and 48.4%,

respectively) but higher than in Germany (11%) [3]. In the

United States, 23% of insomniacs use OTC products and

28% use alcohol, compared to 8.7% (OTC) and 10.7%

(alcohol) of the insomnia syndrome subgroup identified in

this study [10]. Whether these differences across countries,

in medication usage or in healthcare consultation, reflect

cultural or economic differences related to various social

security programs remains unclear and warrants further

investigation. Finally, many individuals initiate a variety of

self-help strategies to alleviate insomnia. These include

reading, listening to music, and relaxation. The use of such

strategies, be they behavioral or product-related, is much

more prevalent in individuals suffering from insomnia than

in any other sleep subgroup of the general population. In

fact, these individuals may experiment with a variety of

such self-help remedies for a considerable period of time

before seeking professional help.

This study provides new information about several areas

of the epidemiology of insomnia, particularly with the use of

a detailed algorithm in the definition of several forms of

insomnia complaints. In addition, novel information about

types of consultations and determinants of help-seeking

behaviors was provided. Further research is needed to

continue refining survey assessment methodology in order

to obtain the most accurate epidemiological data on

insomnia and to advance our understanding of help-seeking

behaviors and methods used to promote sleep. Longitudinal

follow-ups are currently being conducted to gather more

information about the natural history and risk factors of

insomnia.
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