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Epidemiological studies done all over the world suggest that
symptoms of insomnia and the disorder (symptoms and day-
time impairment) are very common. Because insomnia is so com-
mon it can therefore place a burden on society in at least several,
sometimes overlapping, domains: direct treatment costs, indirect
costs, workplace productivity, quality of life, and personal rela-
tionships.

Insomnia Is Very Common

A very large number of studies from many countries us-
ing varying definitions have reported the epidemiology of in-
somnia. The range for the presence of symptoms was about
10-40 percent.!? Although there are outliers, depending on the
definitions used, a reasonable estimate of the prevalence of in-
somnia (symptoms plus daytime impact) is 5—15 percent. Thus,
insomnia is common and the prevalence is in the same range as
the most common medical conditions. Insomnia has an additional
burden on society because of workplace accidents,® absenteeism,*
work disability,” impaired quality of life,” and deterioration in
personal relationships.® The degree in impairment of quality of
life in patients with severe insomnia is in the same order of mag-
nitude as in patients with congestive heart failure or depression.’

Use of Health Care Resources

People with insomnia use health care resources (e.g., doctor
visits and treatments) at a higher rate than people without insom-
nia. In most people, insomnia does not tend to remit; after 2 years,
59 percent of people with mild insomnia continue to have insom-
nia and 83 percent of people with severe insomnia continue to
have insomnia.’

Hypnotics are widely used medications. In Scandinavian coun-
tries, the rate of hypnotic use is about 50 defined daily doses per
1,000 inhabitants per day.' This suggests that 5 percent of the
population uses hypnotics on a daily basis. People with insom-
nia do not just use hypnotics. The population uses several sleep
aids, including alcohol, over-the-counter products, and prescrip-
tion medications. Only a minority of people with insomnia use
medications. In one study involving approximately 7,000 patients
in five health care maintenance organizations in the United States,
5.5 percent of people with insomnia symptoms only used hypnot-
ics, while 11 percent used nonprescription medications.'® In the
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group of patients with insomnia symptoms that had an adverse
effect on daytime function, 11.6 percent used hypnotics while
21.4 percent used nonprescription medications. It has been esti-
mated in the United States that in 2002 there were about 27 mil-
lion prescriptions filled for hypnotics, worth about $1.2 billion.
In the same year, a similar number of prescriptions were filled for
nonhypnotics prescribed to treat insomnia; the most commonly
prescribed was the antidepressant trazodone, accounting for ap-
proximately 10 million prescriptions.!!

People with insomnia, whether associated with another comor-
bidity (medical or psychiatric) or not, are much more likely to
see physicians than people without insomnia.*'> As a result of
increased physician fees and drug costs, calculations based on
medical claims (86,472 cases and 86,475 controls) have led to
the estimation that the direct annual costs in the United States for
elderly and nonelderly patients with insomnia were $5,580 and
$4,220 higher than for matched controls.!* Thus, at the very least,
the presence of insomnia is a marker of an increase in health care
costs. Estimates of total direct treatment costs in the United States
vary between approximately $3 billion and $14 billion.'*!®

Indirect Costs

Indirect costs estimated from the same health plans calculated
indirect costs related to absenteeism, use of short-term disabil-
ity, and workers compensation. These indirect annual costs for
elderly and nonelderly patients with insomnia were $5,580 and
$4,220 higher than those for matched controls."* Estimates of in-
direct costs in the United States have been in the range of $80 bil-
lion."*1%17 Tt has been suggested that insomnia increases the risk
of developing depression.!#It is difficult to estimate the financial
burden related to this.

Conclusion

Although the data is imperfect, the weight of evidence suggests
that insomnia does appear to place a significant impact on society
as a whole. The true burden will not be known until consistent
diagnostic criteria and definitions are used, there is accountability
for the impact of the symptoms of insomnia in medical and psy-
chiatric conditions, and the finding that insomnia may result in
subsequent depression is factored in.
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