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MILITARY MEDICINE, 179, 10:1072, 2014

Insomnia Treatment Experience and Preferences Among Veterans
Affairs Primary Care Patients

Robyn L. Shepardson, PhD*; Jennifer S. Funderburk, PhD*†; Wilfred R. Pigeon, PhD*‡§;
Stephen A. Maisto, PhD*†

ABSTRACT Insomnia is common, but undertreated, among primary care patients. Within the Veterans Health Admin-
istration (VA), increasing attention has been given to the treatment of insomnia within primary care settings, but little
research has examined Veterans’ treatment preferences. We examined preferences for sleep treatment among VA primary
care patients. Participants (N = 126: 98% male, 89% white; M age = 60 years) completed a brief survey. On the basis of
Insomnia Severity Index scores, 22% reported subthreshold and 13% moderate insomnia. Fifty percent reported having
issues with sleep (falling asleep, staying asleep, or sleeping too much) in the past 12 months; among these, only 44%
reported any discussion of medication (34%) or other strategies (32%) to improve sleep with medical providers. The most
preferred treatment approach was to work it out on one’s own, followed by consulting the primary care provider (PCP).
The most preferred modality was a one-on-one meeting with the PCP, followed by a one-on-one meeting with the
behavioral health provider. In conclusion, VA primary care patients preferred handling sleep problems on their own, but
if seeking help, they preferred working with PCPs over behavioral health providers. The majority of Veterans preferred
individual treatment and strategies other than medication.

INTRODUCTION
Insomnia is a common, under-recognized, and undertreated

problem among primary care patients.1–4 The limited avail-

able research on Veteran primary care patients suggests a

high rate of insomnia and other sleep disturbances, with 42%

reporting persistent insomnia and 24% reporting use of

sleeping pills or alcohol to facilitate sleep.5 In fact, Veterans

are more likely than nonveterans to report insufficient and

short sleep.6

Available treatments for insomnia include several medica-

tion classes with Food and Drug Administration (FDA) indi-

cations for insomnia (e.g., older benzodiazepines; newer

benzodiazepine receptor agonists, such as zolpidem; low-dose

doxepin; and the melatonin receptor agonist, ramelteon). Off-

label use of medications without FDA indication for insomnia

(e.g., trazodone, amitriptyline) is also common.7 Finally,

cognitive-behavioral treatments include stimulus control ther-

apy, sleep restriction therapy, relaxation training, and the

multimodal delivery of these approaches known as cognitive-

behavioral therapy for insomnia (CBT-I). CBT-I is the most

widely studied of the behavioral approaches and has the most

empirical support.7,8

Nonetheless, despite suffering from chronic insomnia last-

ing for months or years, most patients do not seek help or

discuss sleep with their primary care provider (PCP).1,9–11

However, when individuals with insomnia do seek help, they

are by far most likely to turn to their PCP.1 Sleep problems

may be overlooked by PCPs for many reasons, as they are

faced with time constraints on appointments and multiple

competing demands, and routine screening for sleep disor-

ders is not recommended at this time.12 PCPs may also be

hesitant to discuss sleep because of concerns that pharmaco-

logical treatments may involve the prescription of a con-

trolled substance, which may be contraindicated in some

patients, and/or that such medications may help in the short

term, but are often not effective long-term solutions.

Because of the high prevalence1 and impairing effects of

insomnia,13 its associated economic impact on society (direct

medical costs of treatment as well as indirect costs of absen-

teeism and reduced productivity)14,15 and its status as a risk

factor for psychiatric disorders, worse treatment outcomes,

and suicidal ideation,7,13,16 the Veteran’s Health Administra-

tion (VA) has decided that insomnia warrants increased atten-

tion. Indeed, the VA has implemented CBT-I within specialty

mental health clinics and primary care clinics nationally.17 The

national rollout of CBT-I is bolstered by the VA’s emphasis on

patient-centered care via Patient Aligned Care Teams (PACT)

and mandated integration of behavioral health providers

(BHPs) into primary care settings.18

With increasing attention on the health effects of insomnia

and the availability of BHPs within PACT to complement

PCPs’ efforts to treat sleep problems, conditions are ripe to
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improve recognition and treatment of insomnia in VA primary

care clinics and thereby improve Veteran health care. More-

over, assessing and incorporating patient preferences for

health care is not only a component of patient-centered care19

but also a VA and PACT priority.18 Veterans’ preferences for

the type (e.g., pharmacotherapy vs. behavior therapy) and

format (e.g., individual vs. group) of insomnia treatment

may differ from those of providers,20 and patient preferences

may affect willingness to comply with and complete treat-

ment.21 With the exception of one study of Operation Endur-

ing Freedom/Operation Iraqi Freedom Veterans receiving

polytrauma services,20 however, Veteran preferences for

sleep treatment are largely unexplored. Therefore, the objec-

tive of this study was to examine experience with and prefer-

ences for insomnia treatment among Veteran primary care

patients to inform PCPs’ and other PACT providers’ efforts

to manage insomnia.

METHODS

Participants

Participants were part of a larger cross-sectional, descriptive

study (N = 255) on health behaviors and treatment prefer-

ences among VA primary care patients. Eligibility criteria

were age 18 years or older and attendance at the primary

care clinic of the Syracuse VA Medical Center (VAMC) or

Rochester VA Outpatient Clinic. The only exclusion criterion

was evidence of gross neurological impairment that would

inhibit understanding the survey. Participants in the current

study (N = 126, 46% of the full sample) were all those who

completed the Insomnia Severity Index (ISI),22 which was

added to the larger study midway through the protocol to

enable the current investigation. Participants who were

included in the current study did not differ from those who

were not included on gender, age, race, ethnicity, marital

status, or employment status (all p > 0.05). However, those

in the current study had fewer years of military service (M =
5.0 vs. M = 6.8), Satterthwaite t(233) = 2.00, p = 0.047.

Nearly all participants in the current study were male

(98%) and white (89%), with 9% identifying as black/African

American and 3% as mixed race or other. Two percent

identified as Hispanic or Latino. On average, participants

were 60.5 years old (SD = 17.0, median = 62, range: 21–91).

Most participants (54%) were married, with 20% divorced,

19% single/never married, 6% widowed, and 2% separated.

Most participants (49%) were retired, with 18% employed

full-time, 14% employed part-time, 12% unemployed, 4%

student, and 2% disabled. Many service eras and locations

were represented: 10% World War II, 11% Korea, 42%

Vietnam, 5% Grenada, 11% Persian Gulf, 15% Operation

Enduring Freedom/Operation Iraqi Freedom, and 20% other.

On average, participants reported 5 years of military service

(SD = 6.0, range: 1–36). Only one participant was still on

active duty.

Measures

Demographics

For descriptive purposes, participants provided their gender,

age, race, ethnicity, marital status, employment status, ser-

vice era, years of service, and active duty status.

Insomnia

Participants were asked (yes/no): “In the past 12 months,

have you had any issues with sleep (i.e., falling asleep,

staying asleep, or sleeping too much)?” Participants also

completed the ISI,22 a 7-item measure of the patient’s per-

ception of insomnia over the past week. Participants rated

each item from 0 (not at all) to 4 (very much), and scores

were summed. Total ISI scores indicate the clinical severity

of insomnia and are interpreted as follows: 0 to 7 none, 8 to

14 subthreshold, 15 to 21 moderate, and 22 to 28 severe.22

The ISI is reliable, valid, and performs well as a screening

tool for insomnia.22 Cronbach’s a was 0.93 in this sample.

Treatment Experience and Readiness

Participants completed two items assessing their experience

with sleep treatment by medical providers: “How many times

has a doctor, nurse or other health professional recommended

or discussed: (a) medication to assist you with your sleep

problems? (b) methods and strategies other than medication

to assist you with your sleep problems?” Participants also

completed a readiness to change ruler by indicating “how

ready you are to make a change to improve your sleep” on a

scale from 1 (not at all ready) to 10 (already trying hard to

make a change).

Treatment Preferences

Participants were asked to indicate insomnia treatment

preferences by selecting which three treatment approaches

they would be most likely to use if they wanted to improve

their sleep. Response options were work it out on my own,

talk to my clergy member, seek support/advice from a friend

or family member, talk to my doctor/nurse practitioner,

talk to a behavioral health counselor/therapist, and take a

medication. Participants were also asked to indicate their

top three choices for treatment modalities if they had to

choose among several common therapeutic strategies for

improving sleep. Response options were one-on-one meeting

with my doctor/nurse practitioner, one-on-one meeting with

a behavioral health counselor/therapist, one-on-one meeting

with a clergy person, getting a full sleep evaluation at a

sleep disorders center, classes or group meetings with my

doctor/nurse practitioner, classes or group meetings with a

behavioral health counselor/therapist, classes or group

meetings with a clergy person, reading and following a self-

help book, meetings with my family or spouse/partner led by

my doctor/nurse practitioner, medication, and other.
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Procedure

All procedures were approved by the Institutional Review

Board of the Syracuse VAMC. Participants were recruited in

primary care waiting rooms at the Syracuse VAMC and

Rochester VA Outpatient Clinic between February 2009 and

May 2010. Primary care patients approached research staff

after reading about the study via flyers or signs. Research

staff then explained study procedures and obtained written

informed consent in a private research office within the pri-

mary care clinic. Participants then completed, either before or

immediately after their PCP visit, a variety of questionnaires

on health behaviors, medical problems, and experience with

and preferences for treatment in primary care related to

health behaviors. This single session took 30 to 60 minutes.

Participants received $15 as compensation for their time.

Data Analysis

Descriptive statistics (means and SDs for continuous vari-

ables, frequencies for categorical variables) were calculated.

Between-samples t tests were used to compare total ISI

scores of participants with and without self-reported insom-

nia; the Satterthwaite t test was reported because of unequal

variances between the groups.

RESULTS

Insomnia

The mean ISI score was 5.86 (SD = 6.12, median = 4, range:

0–21). On the basis of the ISI insomnia severity interpretation

guidelines, 64% of participants reported no current insomnia,

22% subthreshold insomnia, and 14% moderate insomnia.

Fifty percent (n = 62) of participants reported they had issues

with sleep (falling asleep, staying asleep, or sleeping too

much) in the past 12 months. The mean ISI score was higher

among participants with self-reported insomnia (M = 10.61,

SD = 5.23) compared to participants without self-reported

insomnia (M = 1.13, SD = 1.80), Satterthwaite t(76) =
−13.48, p < 0.0001. Among participants with self-reported

insomnia in the past 12 months, 29% reported no current insom-

nia, 44% subthreshold insomnia, and 27% moderate insomnia

based on ISI scores.

Treatment Experience and Readiness

Only 23% of all participants reported that a health profes-

sional had discussed medication (18%) or other strategies

(16%) to improve sleep with them at least once. Among those

with self-reported insomnia in the past 12 months, 44%

reported any discussion of medication (34%) or other strate-

gies (32%) to improve sleep with their medical providers.

Also among this group, readiness to change was fairly high

(M = 6.52, SD = 2.61, median = 7); only 6% were not ready

to make a change to improve their sleep, whereas 23% were

unsure, 29% were ready to change, and 42% were already

trying to change.

Treatment Preferences

Table I displays the most preferred treatment approaches and

modalities among the whole sample and among those with

self-reported insomnia in the last 12 months. The most pre-

ferred approach was to work it out on one’s own, followed

by consulting the PCP. The most preferred modality was a

one-on-one meeting with the PCP, followed by a one-on-one

meeting with a BHP.

TABLE I. Insomnia Treatment Preferences

Treatment Preferences

Full Sample (N = 126)

Participants with Self-

Reported Insomnia (N = 62)

n % n %

Preferred Treatment Approach

Work It Out on My Own 101 83 52 84

Talk to My Doctor or Nurse Practitioner 96 79 49 79

Talk to a Behavioral Health Counselor/Therapist 51 42 29 47

Take a Medication 47 39 23 37

Seek Support/Advice From a Friend or Family Member 32 26 15 24

Talk to My Clergy Member 2 2 2 3

Preferred Treatment Modality

One-on-One Meeting With My Doctor/Nurse Practitioner 93 76 45 73

One-on-One Meeting With a Behavioral Health Counselor/Therapist 54 44 32 52

Getting a Full Sleep Evaluation at a Sleep Disorders Center 45 37 24 39

Medication 40 33 18 29

Reading and Following a Self-Help Book 32 26 18 29

Meetings With My Family or Spouse/Partner Led by My Doctor/Nurse Practitioner 29 24 10 16

Other 21 17 13 21

Classes or Group Meetings With My Doctor/Nurse Practitioner 16 13 6 10

Classes or Group Meetings With a Behavioral Health Counselor/Therapist 10 8 8 13

One-on-One Meeting With a Clergy Person 1 1 1 1

Classes or Group Meetings With a Clergy Person 0 0 0 0

Four participants in the full sample had missing data for preferred treatment approach and three for preferred treatment modality.
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DISCUSSION
Fifty percent of this sample reported having insomnia within

the past 12 months and 35% currently (i.e., in the last week),

which is similar to the sample by Krakow et al3 of non–VA

primary care patients. Because of use of different measures, it

is difficult to compare our results to those of Mustafa et al,5

which is the only study that sampled VA primary care

patients. Although clinical insomnia affects only 10% of

primary care patients,4 30% to 55% of primary care patients

suffer from intermittent insomnia symptoms.2,3,5 Thus,

improving detection and treatment of insomnia in primary

care has the potential to affect large numbers of patients.

Less than one-quarter of participants had ever discussed

sleep treatment options with their PCP or another health

professional. More critical, among participants with insomnia

in the last year, only 44% reported any discussion of medica-

tion or other strategies to improve sleep with their medical

providers. Given that the majority of these patients were

ready to change or were already trying to improve their sleep,

PCPs appear to be addressing sleep in fewer patients than

are motivated to make a change. The low rate of attention to

sleep problems may be attributed to PCPs’ inattention to

sleep,12 given the constellation of other health concerns they

must address in brief appointments and/or because patients

rarely present with overt sleep complaints23 and often do not

seek help for insomnia.1,11 For example, only half of primary

care patients with insomnia—71% of whom had been suffer-

ing from the symptoms for over a year —reported they had

discussed sleep with their PCP.9 Research suggests that indi-

viduals with insomnia try to address it on their own for a long

time using a variety of self-help strategies and natural prod-

ucts before seeking help from their PCP.1,10 Given the prev-

alence and consequences of insomnia,8,13 it would make

sense to promote the regular assessment of sleep (e.g., in

annual physicals) by PCPs.

Our findings on Veterans’ preferred treatment approaches

and modalities can be used to help guide insomnia treatment

in primary care. The most popular treatment approach,

endorsed by over 80% of participants, was to deal with the

problem on one’s own. This finding is consistent with prior

research indicating most patients do not seek help for insom-

nia,1,11 preferring instead to try a variety of self-help strate-

gies.10 Patients may not feel their symptoms warrant clinical

attention, especially if they are short lived, intermittent, or

related to psychosocial stressors that will likely abate within

a short period of time. It is also possible that patients simply

prefer to deal with the problem on their own rather than

involving an outsider, perhaps because of privacy concerns

or beliefs about help seeking. Although working it out on

their own was the most popular treatment approach, less than

one-third of participants expressed interest in reading a self-

help book. Future research is needed to determine what self-

help topics and modalities would be acceptable to Veterans.

The second most popular treatment approach, endorsed by

79% of participants, was talking to their PCP. Thus, although

working through it on one’s own was slightly more popular,

the majority of patients did feel comfortable seeking help

from their PCP. Indeed, when patients with insomnia seek

help, they are most likely to approach their PCP.1

Meeting with a BHP and taking medication were less

popular among this sample of Veterans. Slightly less than

half of participants with insomnia in the last 12 months pre-

ferred meeting with a BHP. The public may not be aware that

BHPs, when trained properly, are well-equipped to provide

behavior therapy for insomnia. The public may also associate

counselors and therapists with mental health treatment, to the

exclusion of counseling for health behavior change. Given

that the VA has invested significant resources in training

integrated BHPs and outpatient mental health providers to

deliver CBT-I,17 it may be important to educate patients

about insomnia treatment. Taking medication to help with

sleep was even less popular than seeing a BHP, with just over

a third of participants preferring this approach. With the

advent of benzodiazepine receptor agonists in the 1990s,

pharmacotherapy for insomnia has become extremely com-

mon.7,8 Nonetheless, psychological treatments are generally

preferred to pharmacotherapy,21 and many patients avoid hyp-

notic medications because of concerns about side effects.10

Our results suggest that most Veterans prefer nonmedication

strategies to address insomnia. Fortunately, behavioral treat-

ments, particularly CBT-I, are widely used and well established

as efficacious.7,8 Within the VA, the recent national rollout

found that integrated BHPs and mental health providers

could be trained to deliver brief CBT-I resulting in large,

clinically significant reductions in insomnia.17

Similar to prior research, we found that Veterans prefer

individual to group treatment.20 The most preferred treatment

modality was one-on-one meetings with the PCP, followed

by one-on-one meetings with a BHP, endorsed by 73% and

52% of patients with self-reported insomnia, respectively. In

contrast, group meetings with these same providers were

preferred by only 10% and 13%, respectively. Given that

many VAs may offer group CBT-I as a way to increase

efficiency and treatment access, additional research should

examine Veterans’ perceptions of and willingness to partici-

pate in group insomnia treatment.

Other treatment modalities were preferred by 40% of par-

ticipants or less. Just over one-third reported they would

prefer to get a full evaluation at a sleep disorders center. For

patients with treatment-resistant insomnia or symptoms of

other sleep disorders, a comprehensive evaluation by a sleep

specialist may be warranted8; however, for most patients,

behavioral and/or pharmacological treatment would be

handled within primary care. Approximately one-fourth of

participants preferred using a self-help book to address their

sleep problems. This modality may be especially useful for

patients who seem more motivated and disciplined, or

for patients who live far from the clinic and cannot attend

behavior therapy. Only 16% of participants with self-reported

insomnia were interested in involving their spouse/partner in
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treatment led by the PCP. Finally, Veterans were not inter-

ested in consulting with clergy regarding sleep problems.

Perhaps insomnia is viewed as more of a biological issue that

is outside the realm of pastoral care.

LIMITATIONS AND FUTURE DIRECTIONS
Limitations of this preliminary research effort include the

small sample size and cross-sectional design. We did not

assess medical conditions, medications, or sleep disorders

other than insomnia. We did not assess combat exposure or

trauma history, which may impact Veterans’ sleep. The sam-

ple, recruited from two VA facilities in the same geographic

area, was mostly male and white, which is representative of

the VISN 2 population, but may limit the generalizability of

the results. The mean age in this sample was 60, and the

largest cohort was Vietnam Veterans. Age and military cohort

may affect treatment preferences. Future research should

continue to explore Veterans’ preferences for insomnia treat-

ment. Qualitative approaches, such as focus groups, would

complement larger survey studies. Because patients may not

be familiar with the details of different treatment approaches

and modalities, researchers should consider including

detailed descriptions to enhance the usefulness of treatment

preference data.19

IMPLICATIONS
VA primary care patients prefer handling insomnia on their

own, but if seeking help, they prefer working with PCPs over

BHPs. This discrepancy is important, given that BHPs are

more likely than PCPs to have both the time and the training

to provide behavioral insomnia treatment, such as CBT-I. It

may be important for PCPs to give their endorsement to BHPs

to increase patients’ comfort and willingness to receive treat-

ment from them. In addition, PCPs should be mindful that the

majority of Veterans prefer to use treatment strategies besides

medication. Therefore, PCPs should be knowledgeable about

behavioral treatments, particularly CBT-I,7,8 so they can

increase access to treatment by explaining the treatments and

facilitating referrals. In addition, motivational interviewing

may be used to enhance engagement in treatment. Within the

VA, integrated BHPs may be able to offer behavioral treat-

ments to support PCPs treating patients with insomnia.17,18
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