Long-term follow-up of patients with insomnia
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It has been suggested that patients with insomnia who are lost to follow-
up continue to experience symptoms. From winter 2006 to spring 2007,
we contacted consecutive patients initially seen at a multidisciplinary
sleep medicine clinic 3 to 5 years earlier and asked them about continuing
symptoms. Among the 58 patients who agreed to participate, 43 (74%)
reported that they still experienced difficulty initiating and/or maintaining
sleep. Thirty-one of those patients had continued to receive treatment, 11
from a sleep medicine specialist and the remainder from other physicians.
The majority listed zolpidem or eszopiclone as their primary medication,
and many took multiple medications, including over-the-counter drugs
and alternative medications. Most patients with insomnia were unaware
of cognitive-behavioral therapy. These findings emphasize the need for
primary care physicians to monitor symptoms of insomnia and to remain
vigilant about potential treatment complications.

nsomnia represents a frequent sleep-related complaint that

has been recognized as a “significant economic burden” due

to its effects on productivity and medical expenditures (1).

Insomnia costs employers an estimated 4.4 days of wag-
es per untreated individual over a period of 6 months. In
addition, patients with insomnia incur significantly higher
medical expenses than people without insomnia. While up
to one third of the population has insomnia at some point
in their lives, roughly 10% of the US population has chronic
insomnia. Thus, the consequences of this chronic condition
are substantial. Yet, there is a paucity of clinical data on the
long-term progression of the condition. This study evaluates
the long-term symptomatic status of patients with a chief
complaint of insomnia.

METHODS

Consecutive patients initially seen at a multidisciplinary
sleep medicine clinic were contacted by telephone from winter
20006 to spring 2007, 3 to 5 years after initial patient consul-
tation. Calls were attempted twice to all listed numbers, and
patients agreeing to participate were asked about the status
of their insomnia-related symptoms. Statistical analyses were
completed with JMP (Version 7, SAS Institute Inc., Cary,
NCQ). Institutional review board approval was obtained for
the study.
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RESULTS

Of 155 patients with contact information available, 100 had
active telephone numbers. Of those, 61 answered the phone
on the first or second attempt, 58 completed at least a part of
the study, and 52 answered all questions in the interview. A
response rate of 58% was achieved among patients who were
still potentially accessible.

There were 22 men and 36 women with an average age of 50
+ 15 years and an average body mass index of 25 + 5 kg/m?. The
58 patients who participated at least partially in the survey were
not statistically different from the 42 who did not participate
in terms of demographic characteristics, symptom duration at
initial consultation, Epworth Sleepiness Scale scores, and subjec-
tive sleep parameters, with the exception that participants were
older (50 + 15 vs 40 + 15; P = 0.02).

The majority of the patients, 43 (74%), still experienced
difficulty initiating and/or maintaining sleep, and 67% of those
who were symptomatic reported both symptoms. Of the 43
with symptoms, 31 (72%) reported they currently received
treatment, 11 (26%) did not, and 1 person declined to an-
swer. Overall, 53% of initially seen patients who responded still
required treatment for insomnia several years later.

For the 31 patients who received treatment currently, 11
saw a sleep medicine physician, 11 saw their primary care phy-
sician, 3 saw an obstetrician/gynecologist, 3 saw a psychiatrist,
1 saw an allergist, and 2 patients declined to identify provider
information. Thus, 55% of patients in long-term treatment were
followed by their primary care physician or psychiatrist.

In terms of medication, 31 (53%) patients (not necessar-
ily fully overlapping with those still considered in treatment)
took prescription medication; 42% of those took more than
one medication. The majority listed zolpidem or eszopiclone as
their primary medication (7zble). Patients taking two prescrip-
tion medications for sleep primarily received treatment from
either a sleep medicine physician (4/11; 36%) or a primary
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Table. Medications for insomnia used at 3- to 5-year follow-up

Medication First (n = 31) Second (n =13)

Zolpidem/eszopiclone 19 3

Benzodiazepines
Gabapentin
Antidepressants

Ramelteon
Muscle relaxant
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Antipsychotic

care physician (4/11; 36%); note that two patients declined to
identify provider type. Some patients who took prescription
medication also took over-the-counter medication (4/31; 13%),
and some patients used alternative medicines, such as herbal
supplements (5/58 [8%] of the total and 2/31 [6%] of those
taking prescription medication).

Patients were asked if they had heard of cognitive-behavioral
therapy for insomnia; 67% were unaware of the availability of
a nonpharmacological treatment for insomnia such as cogni-
tive-behavioral therapy.

DISCUSSION

A large number of patients initially seen in a sleep medicine
clinic continue to experience insomnia years after seeking ini-
tial treatment, with over half involved in long-term treatment
and requiring medication. Additionally, many take multiple
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medications, including over-the-counter drugs and alternative
medications, which are not always reported to the treating phy-
sician. Most patients with insomnia reported distress about the
continued need for medication and were unaware of cognitive-
behavioral therapy, despite the growing availability and evidence
of effectiveness of this therapeutic option (2).

Treatment of insomnia in the present cohort was frequently
provided by primary care providers, with sleep medicine and
psychiatric physicians only following a fraction of the patients.
These findings emphasize the need for primary care physicians
to monitor symptoms of insomnia and to remain vigilant about
potential treatment complications. This issue is particularly rel-
evant given the potential side effects of some of the currently
prescribed hypnotics (3) and the increased reliance on chronic
use of hypnotic medication. Furthermore, cognitive-behavioral
therapy seems to be underutilized in this population, which
would otherwise appear ideal for this type of intervention.

This study represents one of the few longitudinal studies
among clinic patients with chronic insomnia. The chronic na-
ture of insomnia was confirmed, and the continued reliance
on psychopharmacologic intervention suggests the need for
sustained clinical surveillance of this population.
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