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Abstract 
 

Insomnia is common, can have a negative impact on quality of life and is 

associated with risks to health. The majority of people seeking medical help 

for insomnia are seen in primary care.  However, research suggests 

awareness of insomnia (sleep problems) in primary care is low and treatment 

options are inadequate, indicating that sleep and sleep problems are not 

considered a priority.  In order to understand these issues this study aims to 

explore how primary care professionals perceive sleep, sleep problems and 

insomnia.  

 

A qualitative design was chosen because this allowed for an exploration of 

professionals’ perspectives through semi-structured, face-to-face interviews.  

General practitioners and practice nurses working in Cheshire were recruited 

by means of written invitation letters.   Eight GPs and three practice nurses 

participated. Interviews were recorded and transcribed verbatim.  NVivo 

software was used to manage the data, which was analyzed using thematic 

content analysis. 

 

Nine of 61 GPs, and five of 14 practice nurses invited agreed to participate.  

The findings indicate that GPs, rather than practice nurses, are responsible for 

managing sleep problems in primary care and that GPs do not like 

consultations about sleep problems because they feel they have no solution 

to offer.  GPs describe management approaches such as normalizing sleep 

problems and focusing on underlying causes.  Sleep problems were not 



 
 

 

viewed as harmful or as having direct health consequences or as a priority for 

funding.  Lack of training, lack of acceptable prescription medication and the 

influence of NHS policy appear to contribute to the low priority given to sleep. 

 

If awareness and management of sleep problems are to be improved GPs 

need to understand the associated impact and health risks and need to feel 

they have treatment options to offer.   Improved education and training and 

increased provision of non-drug treatment options is needed. 
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 1 

Introduction 

 

Sleep is important and it is estimated that we spend nearly one-third of our lives 

asleep (Douglas, 2002).  There are clear links between physical, psychological 

and social wellbeing and sleep (Ohayon, 2002). Poor sleep has negative 

associations with health, and significant economic impact on society (Leger et al., 

2002).  Over recent decades a large body of research on sleep has amassed.  

Despite this, the management and treatment of insomnia (sleep problems) in 

primary care in the UK has not changed significantly for many years (DTB, 2004).  

In addition, although most people seeking medical help for insomnia will be seen 

in primary care, only a tiny proportion of the sleep research is based in this setting.   

It appears that there is a significant gap between sleep research and the 

application of this research in primary care. 

 

With these issues in mind, the aim of this study is to explore the attitudes, 

perceptions and experiences of health care professionals working in primary care 

towards sleep, sleep problems and insomnia.  The study aims to explore the 

perceived importance of sleep, sleep problems and insomnia and how these 

issues are seen to relate to everyday work in primary care.  The study will also 

explore the perceived appropriateness of treating insomnia in primary care and the 

terminology that is used to describe insomnia.  This will hopefully provide a picture 

of how sleep, sleep problems and insomnia are seen to fit into the work of 

healthcare professionals in primary care and what the main issues are perceived 



 
 

 

 2 

to be and why, perhaps, insomnia and treatment of this condition appear to be low 

on the primary care agenda. 

 

This work has been funded by the North Staffordshire Primary Care Consortium 

and has been carried out within the Arthritis UK Primary Care Centre.  The focus 

of the research conducted in the Arthritis UK Primary Care Centre is on 

investigating musculoskeletal illness. The main research areas include the 

epidemiology of pain and joint problems, intervention studies in musculoskeletal 

pain and qualitative research linked to these. The centre aims to support a culture 

of research within primary care and works in partnership with local GPs in the 

‘Keele GP research partnership’.  This partnership involves a network of local GP 

practices in Staffordshire and Cheshire.  

 

This thesis focusing on sleep, sleep problems and insomnia links to the work 

carried out in the Arthritis UK Primary Care Centre in that musculoskeletal 

problems are often painful and sleep is linked with pain.  For example, studies 

have found that insomnia is more common in painful conditions (Ohayon, 2005) 

and that poor sleep may affect the perception of pain (Chiu et al., 2005).  In 

addition, this study is set in primary care and directly involves clinicians within the 

Keele GP research partnership and is informed and contextualised by 

epidemiological and social science disciplines. 

 

A qualitative design was chosen because this approach allowed in-depth 

exploration of professionals’ perspectives via semi-structured face-to-face 
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interviews.  Qualitative methods are geared towards examining meaning and 

within qualitative interviews respondents may bring up new topics that can then be 

explored. 
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Chapter 1: Background to sleep and insomnia 

 

This chapter will provide background information about sleep and insomnia, 

starting with a brief overview of the physiology of sleep.  Following this, 

sociological aspects of sleep will be covered.  The next section of the chapter will 

look at how insomnia is defined as well as the epidemiology and impact of the 

condition.  Following this, a short description of other sleep disorders, such as 

sleep apnoea and restless leg syndrome will be given and lastly the symptom of 

fatigue (and how this relates to sleep and sleep problems) will be considered. 

 

 

1.1:  Sleep Physiology 

 

Sleeping is something most people do for a significant part of each day. Sleep 

may be taken for granted and simple questions such as: “What is sleep?” and 

“why do we need to sleep?” are often not thought about.  This section will discuss 

what sleep is, the function of sleep and the consequences of not sleeping and will 

be followed by a brief background to the physiology of normal sleep.  This will 

include: control of sleep, what happens during a night’s sleep and how sleep 

changes with age. A basic understanding of the physiological processes 

controlling sleep and also how sleep can be expected to change with age are both 

relevant to work in general practice.  
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From a physiological perspective sleep is a complex, highly regulated process that 

occurs regularly every 24 hours.  During sleep there is a decreased awareness of 

the external and internal environment and while the body is usually relatively still 

and immobile the brain is active.  There are clear stages and types of sleep 

through which the brain moves on a recurring basis through the night.  Sleep is 

physiologically different from other forms of unconsciousness such as coma or 

hibernation (seen in some animals) in that it is reversible and it is possible to rouse 

someone from sleep. 

 

As mentioned, we spend a significant part of our lives asleep and although there 

has been an extensive amount of interest and research in the area of sleep (in 

humans and other animals) we still do not know exactly why we need to sleep and 

what function it serves.  What is known is that sleep seems to be essential for life; 

mammals, birds and reptiles all sleep and sleep has remained in evolution despite 

having obvious survival disadvantages (e.g. use of valuable time that could be 

spent gathering food or procreating and increased vulnerability to attack) (Krueger 

et al., 1999).  Certain animals even appear to have adapted to accommodate 

sleeping: for example, marine mammals such as dolphins and whales will sleep 

with one half of the brain at a time.  This allows them to maintain consciousness, 

which is necessary for controlling and maintaining breathing (Mukhametov, 1984).  

 

Most people will be aware through personal experience that lack of sleep has 

some unpleasant effects including poor concentration, irritability, and just feeling 

unwell.  Experimental research looking at the effects of sleep restriction in humans 



 
 

 

 6 

supports this. Sleep restriction has been found to lead to alterations in mood, 

including depressed mood, irritability, hostility as well as impairment of cognitive 

functions such as concentration, memory, creativity and performance (Banks and 

Dinges, 2007).  Therefore, we need sleep in order to avoid these negative 

consequences and to optimise our performance and feeling of well-being.  

However, the underlying question of what function sleep has at a cellular and 

molecular level within the body is still not understood, although several theories 

have been suggested.   

 

These theories discussed below, as described by Douglas (2002) include the idea 

that sleep allows the conservation of energy.  However, this theory does not seem 

probable given that the energy used by the body during sleep is not hugely 

different to that used during wakefulness. Another theory is that sleep provides a 

survival advantage by keeping the animal resting and immobile - away from 

predators.  However, this is also not likely: firstly, animals without any known 

predators sleep and secondly, the decreased responsiveness that occurs during 

sleep makes animals more vulnerable.  Another theory is that sleep has a 

restorative function, probably within the brain.  

 

An important question raised by Kruger et al (1999) is:  What does sleep do that 

simple rest cannot do?  That is: why is there a need for loss of consciousness? 

Given the increased vulnerability of an animal and apparent survival 

disadvantages associated with being unconscious for a significant proportion of 
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life, it logically follows that the process of sleeping must provide some essential 

functions.  

 

One theory that fits with the idea of the restorative function of sleep suggests that 

when neurones (nerve cells) are active within the brain this leads to release of 

chemicals called growth factors.  The function of these growth factors is to make 

new connections between neurones (i.e. synapses).  It is thought that sleep leads 

to a decrease in activity of the neurones thus allowing for these new connections 

and pathways to be made.  It follows therefore, that sleep is thought to play a key 

role in brain organisation, development and memory (Krueger et al., 1999). 

 

Sleep in humans has been researched and described in detail.  Understanding the 

basic process of sleep and how it changes with age is clinically relevant.  

Therefore, a brief description of how sleep is regulated, the normal sleep cycles 

that occur during a night and how this process changes from infancy into old age 

is given below. 

 

In humans, sleep is an active process that tends to occur either in one long 

nighttime period or in two periods, one in the afternoon (siesta) following food and 

one at night.  The cycle of sleeping and wakefulness (sleep-wake cycle) is mainly 

governed by two mechanisms: the circadian clock (also called process C), where 

circadian refers to biological cycles that repeat regularly over a 24-hour time 

frame.  This clock (process C) leads to sleepiness in the afternoon and early hours 

of the morning.  The circadian clock is controlled by the suprachiasmatic nucleus 
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(SCN) in the brain.  A hormone called melatonin (produced in the pineal gland) 

also influences the SCN as this hormone promotes sleep and its release is 

stimulated by darkness.  The other mechanism is a sleep drive (called process S), 

which depends on the length of time since last sleep and the quality and quantity 

of the last sleep.  Thus the longer since the last sleep the stronger the sleep drive 

is (Douglas, 2002). 

 

Normal sleep in humans involves two types of sleep: NREM (non-rapid eye 

movement sleep) and REM (rapid eye movement sleep). NREM sleep is 

separated into four stages (1,2,3 and 4).  In NREM sleep the body tends to be 

quiet, the eyes and brain are not active and most physiological functions are 

slowed down (e.g. heart-rate slows down, body temperature decreases and 

breathing slows).  In comparison, in REM sleep rapid eye movements occur and 

the brain is active, although the muscles are floppy the heart rate can go up.  Vivid 

hallucinations (dreams) are associated with REM sleep.  In adults, sleep normally 

starts with NREM sleep, going from stage 1 to stage 4 in 60-100 minutes. Stage 1 

is a transition phase from wakefulness into sleep, stage 2 is the first certain stage 

of sleep and stages 3 and 4 are deep sleep – when it is hardest to wake someone 

up.  REM sleep occurs after NREM and can last anywhere from a few minutes up 

to forty minutes. NREM sleep followed by a period of REM sleep is termed one 

sleep cycle and a normal adult will have around five cycles per night.  Over the 

course of the night the duration of deep sleep decreases and the duration of REM 

sleep increases per cycle (Strollo, 1998).   Figure 1 illustrates these sleep cycles. 
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Figure 1. 
Illustrating the normal stages and cycles of sleep during a night (showing 5 sleep cycles with 
decreasing deep sleep and increasing REM sleep (blue blocks) per cycle as the night progresses). 
 

 

The overall amount of sleep that individuals need varies from person to person.  In 

the UK, adults normally sleep from between 6.5 to 8.5 hours per night (Douglas, 

2002).  In a recent survey of nearly 2000 people in Britain aged between 16 and 

93 the average length of sleep was around 7 hours per night with younger people 

(16 to 24 year olds) sleeping on average one hour longer than this (Groeger et al., 

2004).  

 

There are predictable changes to sleep that occur throughout life.  For example, 

newborn babies sleep for around 16 hours each day and are in REM sleep for 

50% of this time.  For the first few months of life there is no clear relationship 

between sleeping and nighttime.  In fact, sleeping appears to be related to feeding 

and occurs similarly on a three-four hour cycle.  However, by five-six months of 

age babies will normally have a long sleep overnight with at least one nap in the 

day. Total sleep time and time spent in REM sleep decrease over the first few 

years of life.  By the age of one year children will usually sleep for around 11 hours 
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at night and have up to two and an half hours during the day in one or two naps. 

By the age of five years most children will not have a sleep during the day 

(Shneerson, 2000). 

 

Results from a meta-analysis looking at “sleep parameters from childhood to old 

age in healthy individuals” report that from age five to 19 years there appears to be 

little change in total sleep time and REM sleep appears to increase slightly.  

Through adulthood (from age 20 to 60) there appears to be a decrease in total 

sleep time, a decrease in sleep efficiency (percentage of time in bed that is spent 

asleep), a decrease in the percentage of REM and slow wave sleep (or deep 

sleep) and a proportional increase in stage 1 and stage 2 sleep.  However, after 

the age of 60 years the only change seen appears to be a continued decrease in 

sleep efficiency.  This may mean that older people spend a longer time in bed to 

get the same total sleep time and this may give rise to feelings of unsatisfactory 

sleep.  Overall, by the age of 60 sleep is lighter (in that there is less deep or slow 

wave sleep), total sleep time is reduced, sleep efficiency is reduced and there is 

an increase in awakenings during the night when compared with younger 

individuals (Ohayon et al., 2004).  

 

The aim of this simple overview of sleep physiology is to provide background 

understanding of what sleep is and why it is a vital part of our lives. This 

information is based on medical research and gives a summary of sleep using 

terminology and explanations that are compatible with teaching and knowledge to 

which medical professionals might be exposed.  This may be during 



 
 

 

 11 

undergraduate or postgraduate training or through reading articles in medical 

journals or even in patient information sheets that may be given out.  While the 

physiology of sleep is important and relevant to this thesis other aspects of sleep 

also need to be considered.  

 

 

1.2:  Sleep as a social activity 
 

From a sociological perspective sleep is a managed activity: we control where we 

sleep, whom we sleep with, when we sleep and how we sleep.  Sleep usually 

occurs during the night in a designated place, usually on a bed, in a prone or lying 

position and we may sleep alone or with others (Williams, 2005).  We are usually 

able to prepare for the onset of sleeping by getting into a chosen place and 

position at the right time.  Feelings of sleepiness and the time of day are signals 

that we are ready to sleep, and we do not normally fall asleep unexpectedly. 

However, while sleep is a managed activity most people are not able to control 

exactly when they fall asleep, instead there is a drifting into sleep when all the 

conditions are right (Williams, 2005). 

 

As mentioned above, sleep is ‘managed’ and the choices that people make about 

how, when, where and with whom they sleep tend to be culturally and socially 

determined. For example, in Northern Europe and North America sleep tends to 

be in one long chunk over night, whereas in Spain and countries with Spanish 

influence an afternoon sleep (siesta) and a night-time sleep are commonly taken. 
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In some Eastern Countries such as Japan and China, daytime napping is a 

common and culturally accepted choice (Williams, 2005). 

 

In Northern Europe and North America sleep has become a very private affair.  

Sleep occurs in the bedroom, often in specific clothing, in a designated place, in 

bed and alone or with a partner or sometimes children. This is in contrast to the 

accepted culture of daytime napping and sleeping in public places seen in some 

countries (Williams, 2005).   Therefore, sleeping is actually flexible and people are 

able to adapt sleep to fit into other activities.  There are no ‘right or wrong’ sleeping 

schedules and it could be argued that one long sleep is not ideal.  To this end 

some companies encourage a daytime nap in order to maximise work efficiency 

and productivity, especially in jobs involving mostly cognitive skills (Hochswender, 

2007).   

 

Sleep is not simply a physiological process but can also be viewed as a social 

activity and a time of social interaction (Meadows, 2005).  For example, couples 

often share the same bed or room, and within families young children may also 

share beds with parents.  In the shared sleep situation there is much that needs to 

be considered, such as what time to go to bed, who sleeps on which side of the 

bed, how warm the covers are and what time the alarm clock will go off. This is 

discussed in the context of “negotiating the sleep environment” (Hislop, 2007). 

 

It is usual for couples living together to share sleeping arrangements and this has 

the potential to lead to sleep disruption. For example, one partner may snore, or 
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need to get up several times in the night to use the toilet and may disturb the 

other. The couple then needs to work out how best to ensure both partners can 

get a good sleep.  Research has found that women will often prioritise the sleep of 

their partner or their children over their own need for sleep (Hislop and Arber, 

2003a).  In addition, often issues arise around a couple sleeping in separate beds.  

Sleeping apart may be a simple solution and a good way of allowing both partners 

to get sleep. However, sleeping in the same bed may have symbolic importance 

and may be perceived as a reflection of commitment and strength in a relationship.  

Therefore, sleeping apart may not be chosen in some relationships (Hislop and 

Arber, 2003a) even if this would lead to a better night’s sleep. 

 

The discussion above provides an insight into how sleep is part of, and can be 

influenced by, our social world.  Awareness of social context is important in the 

understanding of sleep both on an individual and general level.  

 

 

1.3:  Definitions of insomnia  
 

Symptoms of insomnia include difficulty getting to sleep, waking frequently or for 

long periods during the night, waking too early in the morning thus having either 

inadequate quantity of sleep or quality of sleep (broken sleep) or both.  However, 

these are only considered to be insomnia symptoms if the individual has the 

opportunity to sleep.  There is a difference between insomnia and sleep 
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deprivation  (when an individual may have a normal ability to sleep but does not 

get the opportunity) (Buysse et al., 2005). 

 

In addition to the night-time symptoms of insomnia, daytime symptoms such as 

tiredness, mood disturbances (such as irritability), decreased cognitive functioning 

(difficulty concentrating, memory impairment, difficulty completing complex tasks 

or being creative) and fatigue can also occur (Moul et al., 2002).  This is important 

because individual sleep need varies.  For example, an individual may sleep only 

six hours per night and feel that this is not normal.  However, if they function 

normally and experience no daytime consequences after a six-hour sleep this 

amount of sleep is adequate for them and they are not suffering from insomnia.  

  

Following this general description, insomnia can be further classified in different 

ways.  Classifications are useful both in research and in clinical work in order to 

identify and group individuals with similar problems, to be able to research and 

describe the likely course (prognosis) of the problem, and to discover and provide 

the correct treatment.  

 

Insomnia can be classified by the duration of the symptoms.  The usual 

classifications are: transient insomnia, lasting up to 2-4 weeks, short-term 

insomnia, lasting anywhere from 2-4 weeks to six months, and chronic insomnia 

lasting for longer than six months (Douglas, 2002, Morin, 1993).  However, 

different timescales for classifying the duration of insomnia may be used.  In 

normal life we encounter many stresses that can lead to sleep problems (or 
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insomnia).  Much of the time these problems are short-lived and sleep soon goes 

back to normal.  Insomnia lasting only a few weeks or less is probably experienced 

by most people at some time in their lives and is considered a normal reaction to 

stressful events.   Conversely, chronic insomnia, a recurrent problem lasting for 

months to years is more problematic and may have important consequences on 

health and quality of life. 

 

Insomnia can also be classified based on co-morbid conditions. For example, 

insomnia may be associated with medical or psychological disorders or substance 

misuse. Insomnia may also be associated with another sleep disorder such as 

restless leg syndrome, obstructive sleep apnoea or sleep-wake cycle disorders. 

Lastly, insomnia may be primary (that is when no co-morbid conditions are 

identified) (Douglas, 2002, Morin, 1993, Ohayon, 2002). 

 

Several formal classification systems have been developed for insomnia.  The 

most widely used include the ICD-10 (International classification of diseases from 

the World Health Organisation), DSM-IV (diagnostic and statistical manual of 

mental disorders) and ICSD-2 (International classification of sleep disorders 

classification from the American Sleep Disorders Association) (Edinger and 

Epstein, 2006).  In general, these systems are used by sleep specialists, 

psychiatrists and psychologists and sleep researchers.  These classification 

systems are complex and vary between each other.  Although such formal 

classifications of insomnia are crucial in some clinical and research settings this is 

not generally the case in primary care.   Use of such classifications may not be 
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appropriate in primary care due to the different nature of the sleep problems. It is 

likely, for example, that sleep problems seen in a secondary care setting will be of 

a more severe, chronic nature than those presenting to primary care.  

 

Until recently it has been widely accepted that insomnia is not a diagnosis but a 

symptom, due to some other cause (similar to pain or coughing) and that the 

priority is to identify the underlying condition, and once this is successfully treated 

the insomnia will go away.  However, this is now being questioned and there is 

debate as to whether insomnia is a symptom or a diagnosis. Whilst insomnia does 

often occur with other co-morbid conditions (Ohayon, 2002) the onset and course 

of insomnia and response to treatment do not necessarily follow that of the co-

occurring condition  (Ford and Kamerow, 1989).  In addition, insomnia is 

independently associated with quality of life (Moul et al., 2002, Zammit et al., 

1999).  It has been found that treatments (psychological or pharmacological) that 

work for primary insomnia are also effective for secondary insomnia (Lichstein et 

al., 2000, Savard et al., 2005).  Thus, although insomnia can be thought of as a 

disorder that often co-occurs with other conditions it also warrants diagnosis and 

treatment independently of the other condition (Harvey, 2001).  This would be 

similar to depression, which also commonly co-occurs with other conditions but is 

generally accepted to be a diagnosis warranting treatment in its own right.  In 2005 

the National Institutes of Health State-of-Science conference statement on 

manifestations and management of chronic insomnia suggested using the term 

‘co-morbid insomnia’ rather than secondary insomnia (National Institutes of Health, 

2005). 
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However, in practical terms, whether insomnia is considered to be a symptom or a 

disorder may be dependent on the context and definition used.  Thus, the use of 

strict diagnostic criteria for insomnia (in specialized sleep centres, for example) is 

likely to mean that in these circumstances insomnia is taken to mean a clearly 

defined disorder.   For example, the ICSD-2 system gives a general definition of 

insomnia and then splits insomnia into a number of subtypes e.g. adjustment 

insomnia (acute insomnia), insomnia due to a mental disorder, insomnia due to a 

medical condition, idiopathic insomnia among various others (Summers et al., 

2006).  In contrast, within a primary care setting it is unlikely that detailed 

diagnostic criteria defining insomnia will be used.  Therefore, insomnia in this 

context would probably be used to describe a complaint of sleeping problems that 

may be associated with, or secondary to, various co-morbidities and social factors.   

As such, in primary care, insomnia may be considered a symptom rather than a 

medically defined disorder or a diagnostic term.  

 

Research suggests that patients and doctors in primary care in the UK might not 

actually use the word insomnia when talking about sleep problems 

(Hislop and Arber, 2003b).  The authors propose that this could be because 

insomnia is perceived to be a medical term and that participants in the study do 

not view sleep problems as medical problems.  This supports the notion that in 

primary care, sleep problems (or insomnia) are considered symptoms and not 

medical disorders.  These issues will, however, be explored further within this 

study. 

 



 
 

 

 18 

In light of the research indicating that GPs may not commonly use the term 

insomnia, the term ‘sleep problem’ will be used synonymously with insomnia in this 

thesis.  The term ‘sleep disorder’ however, refers to medically recognized 

conditions affecting sleep (such as sleep apnoea, restless leg syndrome and 

circadian rhythm disorders, among others).  

 

 

1.4:  Epidemiology and impact of insomnia 
 

This section will discuss the epidemiology of insomnia by considering prevalence 

and associations with physical and mental health factors.  The relationship 

between insomnia and social factors will then be considered and following this, the 

impact of insomnia on health, quality of life and work will be discussed, along with 

the estimated economic impact of insomnia. 

 

 

1.4.1: Prevalence and co-morbid associations  

 

The difficulties in defining insomnia are noticeable in epidemiological studies. 

Cross-sectional and longitudinal studies have investigated the prevalence, 

associations and natural history of insomnia.  However, comparison between 

studies can be difficult due to differences in definitions of insomnia.  

 

 One of the first studies looking at the epidemiology of insomnia was published in 

1976 (Karacan et al., 1976) titled  ‘Prevalence of sleep disturbance in a primarily 
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urban Florida county’.  In the following 30 years many more have been added.  

The prevalence of insomnia found in these studies depends on the definition that 

is used.  However, the prevalence of insomnia symptoms with daytime 

consequences has been found to be around 9-15% in general population studies 

(Ohayon, 2002).  In almost all studies, insomnia has been found to be more 

common in women than men.  The association between age and insomnia is more 

variable, but many studies have found an increase in insomnia symptoms with 

increasing age (Ohayon, 2002).  

 

Insomnia is also linked to a wide variety of physical illnesses, including respiratory 

illnesses such as chronic obstructive pulmonary disease (Klink and Quan, 1987), 

pain-related conditions such as osteoarthritis, rheumatoid arthritis, back pain and 

fibromyalgia (Moldofsky, 2001) as well as headaches (Boardman et al., 2005) and 

chronic conditions such as heart disease (Katz and McHorney, 1998).  A large 

multi-national European study looking at the relationship between chronic painful 

physical conditions and insomnia reports that over 40% of participants with 

insomnia have at least one painful condition and that backache and joint or 

articular conditions have the strongest associations with insomnia (Ohayon, 2005).   

Insomnia has also been linked with hot flushes (a symptom often associated with 

the menopause).  For example, one recent study of 3234 women found that 

almost 80% of peri-menopausal (women going through the menopause) or post-

menopausal women (women who have been through the menopause) with severe 

hot flushes (hot flashes in the US) had symptoms of chronic insomnia (Ohayon, 

2006).  
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Strong links between insomnia and mental health problems such as anxiety and 

depression are also reported (Ford and Kamerow, 1989, Ohayon et al., 1997, 

Weyerer and Dilling, 1991).  In addition, evidence from longitudinal studies shows 

that persistent insomnia is linked with development of depression (Breslau et al., 

1996, Ford and Kamerow, 1989, Riemann and Voderholzer, 2003).  Several 

studies have found this association.  A population study by Ford and Kamerow in 

which 7954 respondents were interviewed twice (at baseline and at one year) 

found that those respondents who had insomnia at both time points were nearly 40 

times more likely to develop new major depression than those respondents who 

did not have insomnia at either interview.   

 

 

1.4.2:  Insomnia and socio-demographic factors 

 

In addition to physical and mental health issues, social factors are also associated 

with insomnia.  Although there has been less focus on these factors within 

insomnia research, some studies do explore the relationship between insomnia 

and social factors, such as socio-economic status and gender. These findings will 

be discussed in the following section. 

 

Many social factors can potentially influence sleep. For example, studies have 

found that when considering marital status the prevalence of insomnia is higher in 

those who are divorced, separated or widowed (Arber et al., 2009, Hartz et al., 
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2007, Leger et al., 2000, Ohayon, 1996, Sutton et al., 2001) compared with those 

who are married or living with a partner.  

 

Female gender is also consistently linked with an increased prevalence of 

insomnia.  Many studies have reported this finding even after adjusting for other 

socio-demographic factors, psychological and physical health (Ohayon, 2002).  

However, there is speculation over the reason for this increased prevalence of 

insomnia among women.   One possible explanation is that there are physiological 

differences between men and women, which account for gender differences in 

insomnia prevalence.  For example, studies have found that there are changes in 

womens’ sleep quality related to changes in hormone levels occurring in the 

menstrual cycle, pregnancy and the menopause (Dzaja et al., 2005).  However, 

there are also other factors that may contribute towards the sleep gender 

difference.  For example, there are differences between the social roles and 

responsibilities undertaken by men and women.  Despite the fact that over the last 

30 years there has been a considerable increase in the numbers of women in the 

UK working with 73% of women aged 25-34 and 77% of women aged 35-49 

working either full or part-time (Office for National Statistics, 2008), women are still 

likely to carry out the bulk of domestic house work and caring work (Pilcher, 1999).  

Caring work may include trying to meet the needs of children, aging parents as 

well as a partner.  These roles of being a mother, daughter and partner have the 

potential to be emotionally and physically stressful (Dzaja et al., 2005, Hislop and 

Arber, 2003a) which may negatively affect women’s sleep (Arber et al., 2007).  For 

example, Hislop and Arber, (2003a) report that mothers of babies and young 
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children may experience sleep disruption in their role of caring for the physical 

(feeding, changing nappies) and emotional needs of their offspring.   In addition, 

living with and being responsible for older children may also lead to sleep 

disruption, when for example, teenage children come into the house late at night, 

(Hislop and Arber, 2003a). 

 

Epidemiological studies investigating insomnia and social factors such as social 

roles, family characteristics and socio-economic status (SES) will be discussed 

below.  Some of these studies also raise the question of whether or not these 

factors may offer an explanation of the gender differences seen in insomnia 

prevalence. 

 

The relationship between SES and insomnia has been explored in several studies. 

Socio-economic status is often assessed in terms of education, employment, 

income and housing.  In general, studies report that lower SES is associated with 

a higher prevalence of insomnia.  Several studies report that insomnia is linked 

with unemployment (Arber et al., 2009, Hartz et al., 2007, Kim et al., 2000, 

Ohayon, 2002, Ohayon, 1996, Paine et al., 2003, Sutton et al., 2001) and low 

educational attainment  (Arber et al., 2009, Hartz et al., 2007, Kim et al., 2000, 

Sutton et al., 2001) and low income  (Arber et al., 2009, Ohayon, 2002, Sutton et 

al., 2001). 

 

One study by Arber et al (2009) utlilizing data from the British Psychiatric Morbidity 

Survey 2000, in which 8578 people aged 16-74 were interviewed, reports that 
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several measures of SES are independently linked with sleep problems (when 

adjusted for gender, age, marital status and number of children and the other SES 

factors).   These factors are: household income, educational qualifications, living in 

rented accommodation and not having paid employment.  However, further 

analyses adjusting for factors including smoking, worries, health status and 

depression indicate that some of association between SES and poor sleep is 

mediated by these factors.  For example, the association between living in rented 

accommodation and poor sleep becomes non-significant when health and 

depression are adjusted for.  The authors suggest that the poorer health of tenants 

can explain why they get more sleep problems.  However, two SES measures (low 

educational status and not being in paid work) are independently linked with sleep 

problems even after adjustment for smoking, worries, and health factors. These 

associations cannot be explained by poorer health, worries or smoking. 

 

Arber et al (2009) also report that women are more likely to report sleep problems 

than men and suggest that the disadvantaged SES of women can substantially 

explain the gender difference in prevalence of sleep problems.  This finding is 

supported by a Japanese study ((Sekine et al., 2006) which explores whether 

gender and socioeconomic associations with poor sleep can be explained by work 

and family characteristics.  They report that the prevalence of sleep problems was 

higher in women, but that after adjusting for age, work factors (grade of 

employment, control and support at work, hours worked, shift work) and domestic 

role, conflict (work to home and home to work) and illness, the gender difference 

became insignificant.  Although not all studies have found that social factors can 
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explain gender differences in sleep problems (Chen et al., 2005), these findings 

suggest that social factors may play a significant part in explaining why women 

consistently report more sleep problems. 

 

In addition to socio-demographic and socio-economic factors, the relationship 

between insomnia and lifestyle factors such as smoking and alcohol consumption 

has been explored in some studies.  Several studies report that smokers have a 

higher prevalence of insomnia than non-smokers (Arber et al., 2009, Chen et al., 

2005, Sutton et al., 2001). Some studies find no association between alcohol 

consumption and insomnia (Hartz et al., 2007, Kim et al., 2000, Sutton et al., 

2001) although two studies using mental health diagnoses do report that insomnia 

is linked to alcohol abuse and dependence (Ford and Kamerow, 1989, Roth et al., 

2006). 

 

Sleep patterns may also be influenced by work (paid work) and financial situation.  

Stresses associated with unemployment, threat of redundancy or even retirement 

may disrupt sleep, as can stresses associated with working life (Williams, 2005). 

People who work-night shifts are particularly at risk of sleep disruption.  The forced 

disruption of natural sleep patterns that is necessary when doing shift work can 

have a negative effect on health and wellbeing.  For example, research has shown 

that shift workers have higher rates of cardiovascular and gastroenterological 

conditions (Akerstedt, 2004).  Financial difficulty may also affect sleep, particularly 

if basic needs such as adequate food, heating and bedding cannot be met. 

(Williams, 2005). 
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In summary, socio-demographic factors including gender, socio-economic status 

and factors associated with work appear to have complex and interlinked 

relationships with sleep and health.  Clearly, social context is of great important 

when considering sleep problems in primary care, and chapter 6 in the analysis 

section explores participant perceptions of issues around socio-demographic 

factors.  In addition, overall findings from the analysis are summarised in section 

7.1.   

 

 

1.4.3: Impact of insomnia  

 

There is increasing evidence that chronic insomnia is a risk factor for development 

of other conditions.  Several studies have found that chronic insomnia and short or 

long sleep times are associated with an increased risk of developing diabetes 

(Knutson et al., 2006).  Studies have also found that insomnia is linked with 

development of heart disease (Schwartz et al., 1999).  Research into the 

metabolic effects of sleep deprivation is helping to explain these findings.  For 

example, it has been suggested that chronic sleep loss may be associated with 

altered glucose metabolism, an increase in appetite and also decreased 

expenditure of energy all of which may contribute to increased risks of obesity and 

diabetes (Knutson et al., 2007).   Sleep loss is also associated with a rise in 

inflammatory markers such as CRP (c-reactive protein), which are risk factors for 

cardiovascular disease (Miller and Cappuccio, 2007).  Another important area of 

research is focusing on sleep and immunity and it appears that lack of sleep 
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affects susceptibility to infection and ability to fight off infection (Miller and 

Cappuccio, 2007).   Sleep is therefore important for health and insomnia may have 

a negative impact on health status. 

 

There are well known links between lower socioeconomic status and poorer health 

(Marmot, 2010) and research has also consistently found that being married 

confers health benefits (Ohayon, 2002).   However, the underlying mechanisms for 

these associations are not clear (Hale, 2010, Moore et al., 2002).   As discussed in 

the previous section lower socioeconomic status is also linked with insomnia, as is 

marital status (with those who are divorced, widowed or single having higher 

prevalence of insomnia).  It has been suggested therefore that sleep may be one 

of the factors mediating the links between health and socioeconomic and marital 

status (Hale, 2010, Moore et al., 2002).    

 

Insomnia has also been found to be associated with a decrease in quality of life.  

For example, a UK study investigating sleep quantity, sleep difficulties and their 

perceived consequences found that quality of life (as measured by reported 

energy, satisfaction and success in work, home and leisure) increased as sleep 

duration increased up to a duration of 9 hours sleep, although after this point 

quality of life had a negative association with sleep duration (Groeger et al., 2004).   

 

Several studies have also found that insomnia sufferers are more likely to use 

health services.  A large study by Novak and colleagues from Hungary found that 

insomnia was an independent predictor of health care use even after adjusting for 
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co-morbid conditions and socio-demographic factors (Novak et al., 2004).  Other 

studies have reported similar findings (Leger et al., 2002, Simon and VonKorff, 

1997).  Simon and Vonkorff carried out a survey of nearly 2000 patients at primary 

care clinics and interviewed a stratified sample of 373 patients with the aim of 

estimating the prevalence and burden of insomnia.  They reported a 10% 

prevalence of chronic insomnia and significantly greater health care use and 

physical and social disability in those suffering from chronic insomnia. 

 

Insomnia may also have a significant impact on work.  Studies have shown that 

individuals with poor sleep report decreased concentration, decreased productivity 

and higher rates of absenteeism (Leger et al., 2002, Linton and Bryngelsson, 

2000, Simon and VonKorff, 1997).  Sleep problems reported at baseline have 

been found to predict long-term work disability (more than 8 weeks leave due to 

sickness in the previous 12 months) four years later, after adjusting for possible 

confounding factors including health-related factors (Eriksen et al., 2001).  

 

Although difficult to quantify, attempts have been made to estimate the economic 

impact of insomnia.  Ozminkowski et al (2007) attempted to estimate the direct 

and indirect costs of untreated insomnia in adults in the US.  The costs they aimed 

to measure were those relating to health care use (direct costs) and those relating 

to absenteeism from work and use of short-term disability programs (insurance 

policies which will cover part of the salary (short-term) if an employee is unable to 

work).   They estimated an increased cost of $1,253 over 6 months for younger 
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adults with insomnia compared with patients who did not have insomnia.  This 

included direct and indirect costs (Ozminkowski et al., 2007). 

 

In summary, insomnia is a common problem in the general population and is 

associated with both physical and psychological health problems and a range of 

social factors.  Recent research also suggests that insomnia may be an important 

risk factor for the development of common medical problems.  In addition, 

insomnia has been shown to have negative consequences relating to quality of life 

and to have a significant economic impact.  

 

 

1.5:  Other sleep disorders 
 

While insomnia is the most common sleep disorder encountered in primary care 

several other sleep disorders may be seen and diagnosed in this setting.  Although 

these conditions are not the focus of this research a short explanation is important.  

Other sleep disorders include sleep apnoea, movement disorders such as restless 

leg syndrome and circadian rhythm sleep disorders such as delayed phase sleep 

syndrome.  Sleep disorders involving abnormal behaviours or experiences during 

sleep, such as night terrors, sleepwalking or REM sleep behaviour disorder may 

also present in primary care, although these are uncommon.  

 

Obstructive sleep apnoea (OSA) is an important cause of excessive daytime 

sleepiness. This is a condition in which the airways at the back of the throat 
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collapse (due to muscle relaxation) during sleep and this blocks air reaching the 

lungs.  Thus, breathing stops, which then triggers partial arousal from sleep.  An 

episode where breathing stops is called an ‘apnoea’ and the collapsed airways 

causes obstruction.  If these apnoeic events occur frequently overnight, then sleep 

is disturbed significantly and the consequence is excessive daytime sleepiness.  

Sleep apnoea is more common in men and has a prevalence of around 2-4% 

(Stradling and Davies, 2004).  It is also more common in people who are obese 

and in those who snore.  Obstructive sleep apnoea is an important condition to 

recognise as it is linked with an increase in driving accidents and health problems 

such as high blood pressure, heart failure, heart attacks and strokes.  The 

treatment for OSA is called continuous positive airways pressure (CPAP) and 

involves wearing a mask over the mouth and nose during sleep.  Air is blown 

through the mask and this keeps the airways open thus preventing the apnoea 

(Stores, 2009). 

 

Restless leg syndrome (RLS) is another common sleep disorder seen in primary 

care.   The symptoms of RLS are often difficult to describe for sufferers.  They 

include unpleasant, uncomfortable sensations in the legs or arms, which are worse 

at night and seem to be relieved by movement.  This leads to an urge to move the 

legs or arms.  These symptoms are usually worse during periods of rest or 

inactivity and may lead to distress and great difficulty getting to sleep.  In some 

cases RLS has a genetic cause and specific gene loci have been identified.  In 

other cases RLS may caused by iron deficient anaemia, kidney failure, 

hypothyroidism, diabetes, pregnancy or as a side effect of medication (such as 
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antidepressants). The prevalence of clinically significant RLS was found to be 

2.7% in a large population study (Allen et al., 2005).  

 

The approach to treatment of RLS (after identifying any underlying cause) includes 

use of simple counter-stimuli such as massage, hot baths and ice packs and also 

general sleep advice such as avoiding caffeine and alcohol and doing some 

exercise in the day.  If symptoms are still severe, certain drug treatments have 

been shown to be of benefit (Midlands therapeutic review and advisory committee, 

2007). 

 

Sleep disorders involving a disruption of the normal sleep pattern (circadian 

rhythm disorders) are also not uncommon.   Delayed sleep phase syndrome 

occurs when sleep onset is delayed and waking up in the morning is also late 

(Stores, 2009). 

 

Abnormal behaviours or experiences during sleep include sleep terrors, 

sleepwalking and confusional arousals, nightmares and REM sleep behaviour 

disorder.  Sleep terrors, confusional arousals and sleep walking all occur in non-

REM or deep sleep and are collectively known as arousal disorders.  Sleep terrors 

and confusional arousals are similar in presentation. The person appears to be 

awake and be scared i.e. crying out, pale, sweating and distressed but is actually 

still asleep.  They will usually settle back to sleep after the episode of arousal.   

Sleepwalking is also a partial arousal from deep sleep and can be a much more 

serious problem.   Someone sleepwalking has features of wakefulness (walking 
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around, eyes open) but is actually unaware of what they are doing, thus still 

asleep. They may walk around and appear confused, doing inappropriate things, 

although sometimes they will do familiar complex tasks such as making a meal or 

even driving a car. There are some important safety and legal implications to 

consider with regards to sleepwalking (Shneerson, 2000).  Arousal disorders are 

more common in children and tend to occur within three hours of going to sleep. 

Trigger factors such as stress, illness and loss of sleep have been identified.  

General advice is not to wake someone from these episodes as it may difficult and 

may frighten them (Stores, 2009). 

 

Nightmares and REM sleep behaviour disorder both occur during REM sleep.  

Nightmares are disturbing, frightening dreams that wake the person up; occasional 

nightmares are common in children.  However, frequent nightmares are not normal 

and can be related to emotional upset or post-traumatic stress.  REM sleep 

behaviour disorder occurs when the person is able to move during REM sleep and 

may act out their dreams.   Problems occur when dreams are violent and the 

person may hurt himself or herself or someone else.  REM behaviour disorder may 

be related to other conditions e.g. Parkinson’s disease or dementia but may also 

have no known cause. Treatment with drugs such as benzodiazepines can 

improve this condition (Stores, 2009).  There are many more sleep disorders and 

this is just a brief outline of some of the more common ones that may present in 

general practice. 
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1.6: Fatigue 
 

1.6.1:  Introduction to fatigue 

 

In addition to the other sleep disorders discussed above it was also felt that 

consideration of the literature on fatigue and how this relates to insomnia is 

relevant to this study.   In the following section an overview of fatigue is first given 

and this is followed by discussion of demographic and socio-economic factors and 

fatigue.   Following this, links between sleep and fatigue are considered. 

 

Defining fatigue is not straightforward.  For example, fatigue can be considered to 

be a subjective symptom of malaise or exhaustion and can also describe an 

objectively measurable impairment in function (Sharpe and Wilks, 2002).   In 

addition, fatigue can be a general symptom of lack of energy or it can be specific 

fatigue to part of the body.  However, for the purposes of this discussion fatigue is 

considered to be a general subjective symptom of malaise or lack of energy 

associated with an aversion to activities (Sharpe and Wilks, 2002).  

 

Fatigue is a common symptom and it is likely that almost everyone experiences 

fatigue at one time or another.   However, fatigue can be considered abnormal 

when it has persisted for a certain time (e.g. over a month) and when it interferes 

with activities (Sharpe, 2006).  Different criteria can be used to define when 

symptoms of fatigue are abnormal.  Although fatigue is a subjective symptom it is 

also useful to be able to measure it in terms of self-reports by asking questions 

such as “How long have you had it?” or “How much does it affect what you do?”  
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There are different tools that have been designed specifically to measure fatigue 

(Sharpe, 2006).  As mentioned, fatigue can also be objectively measured based 

on observing decline in performance over time.  However, correlation between 

objective measurement and subjective symptoms is not good (Sharpe, 2006).    

Fatigue may also be considered in terms of different dimensions such as cognitive 

fatigue, physical fatigue, general fatigue and reduced activity for example as in the 

multidimensional fatigue inventory (Smets et al., 1995). 

 

Fatigue is an important symptom because it is associated with decreased 

functioning and decreased quality of life (Sharpe, 2006).  It is also common, and in 

one UK study, over 10% of primary care attendees reported having substantial 

fatigue for a month or more (David et al., 1990).  In addition, a large UK population 

study found that over 18% of participants had substantial fatigue for 6 months or 

more (Pawlikowska et al., 1994).   

 

Fatigue is associated with a range of conditions, particularly neurological 

conditions such as multiple sclerosis, cerebrovascular accidents (strokes), 

Parkinson’s disease and sleep disorders (Sharpe, 2006).  Fatigue is also 

associated with psychological conditions such as anxiety and depression (Sharpe, 

2006).   In addition, fatigue has also been linked with chronic diseases such as 

SLE (systemic lupus erythematosus), rheumatoid arthritis and cancer (Huyser et 

al., 1998, Krupp et al., 1990, Roscoe et al., 2007).   However, sometimes the 

symptom of fatigue is not associated with any obvious disease and when 

unexplained fatigue persists for six months or longer it may be called chronic 
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fatigue syndrome (CFS).  There is a set of diagnostic criteria to meet before a 

diagnosis of CFS is made (Sharpe, 2006).   However, there are many issues 

around diagnosis of CFS.  For example, diagnostic criteria are based on reported 

symptoms and there is no diagnostic ‘test’ that can be done and, added to this, the 

underlying disease process is not understood (Sharpe, 2006).  Therefore, doctors 

are sometimes doubtful of the validity and usefulness of making a diagnosis of 

CFS (Woodward et al., 1995, Bowen et al., 2005).  Woodward et al (1995) report 

that some doctors in their study (which involved interviews with 20 GPs and 50 

people with CFS) were concerned that using the label of CFS may in itself be 

disabling to the patient; potentially causing normal symptoms to be interpreted as 

pathological (Woodward et al., 1995).  However, based on interviews with people 

suffering from CFS the authors report that participants find it helpful to have a 

diagnosis and that a positive attitude from GPs towards the condition is also 

important and enabling (Woodward et al., 1995).   

 

 

1.6.2:  Socio-demographics and fatigue 

  

With regards to socio-demographics, studies have often found fatigue to be more 

common in women (Lerdal et al., 2005, Pawlikowska et al., 1994, Sharpe and 

Wilks, 2002) whereas the link the between age and fatigue is less clear (Sharpe 

and Wilks, 2002). In general, studies have found that lower education and lower 

socio-economic status are linked with higher levels of reported fatigue (Lerdal et 

al., 2005, Watanabe et al., 2008, Watt et al., 2000). 



 
 

 

 35 

Watt et al (2000) investigated the relationships between five different dimensions 

of fatigue and socio-demographic factors and disease (somatic and psychiatric 

disease).   Their study used a multi-dimensional approach to fatigue that includes 

the dimensions of physical fatigue, mental fatigue, general fatigue, reduced activity 

and reduced motivation.  The reason given for using this approach is that the 

different dimensions of fatigue may have different relations with other factors (such 

as age) and therefore this approach may reduce uncertainties and improve 

understanding of fatigue. 

 

Watt et al (2000) report that the different dimensions of fatigue did indeed have 

different relationships to both clinical and socio-demographic variables. For 

example, in young people with somatic disease there was no significant 

association with physical fatigue, reduced activity and general fatigue, whereas 

older people with somatic disease scored significantly higher on these scales. 

 

Increasing age was found to be associated with higher levels of general fatigue, 

physical fatigue and reduced activity in those with somatic illness, but lower levels 

of fatigue in the non-diseased. The authors point out that an important finding in 

this paper is that fatigue is not an inevitable part of aging and that the non-

diseased elderly were in fact less likely than the young to suffer from fatigue.   This 

is similar to findings regarding insomnia and aging (see discussion in section 

4.3.2), with research suggesting that the healthy elderly are no more likely to suffer 

from insomnia but that the increase in prevalence of insomnia with age (which is 
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sometimes reported) can be explained by increasing rates of physical morbidity in 

the elderly (Ohayon, 2002). 

  

Women were found to have slightly higher scores on general fatigue in this study 

and women had more variance - with more women reporting very high fatigue 

scores.    However, men with somatic disease had significantly higher physical 

fatigue and reduced motivation scores compared with women with somatic 

disease.  Respondents in the lower social status groups and those with depression 

had higher levels of fatigue on all scales.  The authors point out that there are 

likely to be complicated interactions between physical and mental health problems 

and socio-demographic factors and that these need to be taken into account in 

order to understand trends in fatigue. 

 

Research has also identified that people who report symptoms of fatigue often 

attribute the symptom of fatigue to psychosocial factors and sleep.  For example, a 

Dutch study by Nijrolder et al, 2009 identified patients presenting to general 

practice with a new episode of fatigue and then followed this cohort up with 4 

questionnaires over the following year and also extracted data from GP notes 

relating to diagnoses during the follow-up time.  The authors report that the main 

groups of diagnoses made by GPs that could be related to, or explain fatigue were 

musculoskeletal conditions (19 %) and psychological conditions (16.5%). Clear 

somatic causes for fatigue (e.g. anaemia, thyroid dysfunction and malignancy) 

were identified in 8% of patients presenting with new fatigue.  Interestingly, there 

were differences between the patient questionnaires and the GP notes. For 
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example 24% of patients reported depressive symptoms in the baseline 

questionnaire but this diagnosis was made in only 4.9% of medical records.  

Distress and worry was reported by 61% of patients in the questionnaire but 

recorded in only 4% of records.  In addition, sleep problems were reported by 65% 

in questionnaires but only in 1.9% of the records.  These findings, the authors 

conclude, suggest that sleep problems and psychosocial problems are likely to be 

important in patients presenting with fatigue but that these issues may not be 

explored sufficiently by GPs (Nijrolder et al., 2009).  This supports findings in other 

studies that clinicians in primary care lack awareness of sleep problems (see 

section 2.2). 

 

As mentioned earlier, research suggests that women are more likely to report 

fatigue than men, and some studies have looked at reasons why this might be.  

For example, Stewart et al, (1998) for example found that in 153 women attending 

a health symposium near Toronto the most commonly reported health concern 

was fatigue (put top on the list by 27.5% of respondents).  The women attributed 

fatigue to various factors: a combination of home and outside work (63%), poor 

sleep (38%), lack of time for themselves (34%), lack of exercise (33%), financial 

worries (29%), relationship problems (22%) and emotional concerns (18%), care 

of ill relatives (14%) and physical health (9%) among others (Stewart et al., 1998).  

 

Popay (1992) uses qualitative interviews to explored how experiences of tiredness 

may provide an understanding of gender differences in experience of health and 

illness, suggesting that women link symptoms of tiredness (or fatigue) to the role 
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of motherhood and their experiences as housewives (alone or combined with other 

roles they have).    However, the author also comments that the women in the 

study did not seem to consider tiredness to be an illness in this context, even 

when it was severe.  The author suggests that one reason for this could be the 

social expectations around women’s social roles and the need for women to be 

successful in the roles of housewife and mother.  In addition, the author reports 

that men, in general, were not particularly sympathetic to women’s experiences of 

tiredness and therefore, perhaps this influences the ability of women to take on a 

‘sick role’ (Popay, 1992).  

 

Findings from Stewart et al, 1998 and Popay, 1992 suggest that factors such as 

social roles at work and home are likely to be important and relevant to the gender 

differences in fatigue.  This is mirrored in the discussion in section 1.4.2 that 

considers social factors and insomnia and how women’s roles in society may 

negatively effect sleep. 

 

In addition to the fact that women have generally higher rates of insomnia and 

fatigue they are also more likely to suffer from affective disorders (Popay et al., 

1993, Rojas et al., 2005) and women report more minor physical illnesses 

(Lahelma et al., 1999, Popay et al., 1993).  However, there remains no clear 

explanation of these gender differences.  One review article that considers gender 

differences in depression concludes that adverse experiences in childhood (some 

of which are more likely to be experienced by girls e.g. sexual abuse), socio-

cultural roles and psychological attributes relating to coping skills and vulnerability 
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to adverse events may be linked to gender differences in depression prevalence 

(Piccinelli and Wilkinson, 2000).    

 

Popay et al (1993) explore gender inequalities in health, considering factors such 

as social position, affective disorders and minor physical illness.  The authors 

investigate three possible explanations for why prevalence of minor illness and 

affective disorders appears to be higher in women.   Firstly that these gender 

differences may be due to menstrual and menopause related issues, secondly that 

differences may be due to social positions of women and thirdly that the increased 

prevalence of affective disorders in women is due to social position but that the 

increase in physical morbidity is psychosomatic.  Data from a national cross-

sectional study was used in this analysis and included assessment of health state 

(based on a checklist of symptoms (16 ‘physical’ symptoms and 8 ‘malaise’ 

symptoms). Tiredness was included as a physical symptom.  However, the 

authors point out this was controversial and that deciding whether certain 

symptoms should be considered physical or ‘malaise’ symptoms was not 

straightforward.   When considering symptoms used to diagnose depression for 

example, it is possible to separate these into physical and psychological 

symptoms.   Feelings of worthlessness or guilt would be considered psychological, 

whereas symptoms relating to the body such as lack of energy or sleep 

disturbance could be considered physical or somatic (Kroenke, 2003) .  Therefore, 

in this sense it is reasonable to consider ‘tiredness’ as a physical symptom rather 

than a psychological or ‘malaise’ symptom. 
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Affective disease, health state and social position were also assessed.  Social 

position determinants were marital status, occupational class, employment status 

and household income.   Findings from this study suggest that ‘women’s problems’ 

relating to menopause and menstruation do not adequately explain gender 

differences in affective disorders or minor physical morbidity.  The authors also 

conclude that social position affects prevalence of affective disorders for both men 

and women, however more women are in disadvantaged social positions and that 

this fact can account for some (but not all) of the differences seen in prevalence of 

affective disorders between genders.  They also conclude that there is no 

evidence in this study that women’s higher rate of minor physical illness is due to 

higher prevalence of affective disorders i.e. is psychosomatic in origin. These 

findings relating to the influence of social position on gender differences in 

affective disorders are similar to findings of Arber et al (2009) relating to gender 

differences in insomnia and the influence of social position (see section 1.4.2). 

 

 

1.6.3:  Links between fatigue and sleep 

 

This next part will discuss findings from research exploring the relationship 

between fatigue and sleep.  Fatigue is a common finding in a range of different 

sleep disorders (Chervin, 2000, Lichstein et al., 1997, Stewart et al., 2006).  

However, there has been less recognition of fatigue as a symptom related to sleep 

disorders than that of excessive daytime sleepiness (EDS) - which is generally 

accepted as a symptom related to sleep disorders (Hossain et al., 2005).   In 
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addition, sleepiness and fatigue may sometimes be considered to be the same 

problem and the two terms used interchangeably (Hossain et al., 2005).   

However, research suggests that although there is an overlap between the 

symptoms of EDS and fatigue, these are probably separate, independent 

symptoms (Hossain et al., 2005).  Hossein et al suggest that the apparent under 

emphasis of fatigue as a consequence of sleep disorders may have led to 

treatable sleep disorders going unrecognized.  

 

Some studies report high prevalence of sleep disorders in patients with chronic 

fatigue syndrome (Krupp et al., 1993, Le Bon et al., 2000) and research has also 

found changes in sleep structure in patients with chronic fatigue syndrome (Togo 

et al., 2008).  In addition, fatigue is a very significant symptom in conditions such 

as multiple sclerosis and cancer and some studies have looked at the relationship 

between sleep disturbance and fatigue in these conditions. 

 

Both sleep disturbance and fatigue are common in cancer patients (Roscoe et al., 

2007), sleep may be disturbed for many reasons in these patients (e.g. anxiety, 

stress and pain) and a significant proportion of prescriptions for patients with 

cancer are for hypnotic drugs (Roscoe et al., 2007).  In their review Roscoe et al 

examined studies assessing both sleep and fatigue in patients with cancer and 

conclude that there is a strong correlation between sleep disturbance and fatigue 

in these patients. Roscoe et al conclude that symptoms of sleep disturbance, 

fatigue, pain, anxiety and depression in patients who have cancer are likely to 
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have complex relationships but that treating sleep disturbance may improve 

fatigue. 

 

A study exploring the relationship between sleep disruption and fatigue in patients 

with multiple sclerosis suggests that sleep may play a role in the development of 

fatigue in multiple sclerosis (Attarian et al., 2004). 

  

In summary, fatigue is a common symptom of sleep disorders, including insomnia 

(Stewart et al., 2006) and sleep disruption also appears to be prevalent in people 

with CFS.  In addition, there appears to be a correlation between sleep disruption 

and fatigue in patients with conditions such as cancer and multiple sclerosis.   

Therefore, given these links it is perhaps not surprising that the psychological and 

socio-demographic associations of the two problems are similar.   It is likely that 

there are complex interactions between demographic and psychosocial factors 

such as gender, education, affluence, social roles, emotional stress, worries and 

affective disorders and physical health disorders that influence both sleep and 

symptoms of fatigue.  It is not clear about the precise relationship between sleep 

and fatigue but it is possible that sleep disruption may be one of the contributing 

factors to symptoms of fatigue both in the presence of somatic conditions such as 

malignancy and multiple sclerosis and also when no obvious somatic cause is 

found (as suggested by Nijrolder et al, 2009). 
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1.7:  Conclusion 
 

Sleep is a complex and vital physiological process, however there is still a lack of 

understanding of the underlying functions of sleep.   Sleeping takes up a large 

portion of our lives and as well as being a complex bodily function it can also be 

considered as a social activity that is managed within the context of cultural norms 

(Meadows, 2005). Good sleep is needed to remain healthy and happy and to 

function at an optimum level.  Loss of sleep has negative consequences both short 

and long term. 

 

Sleep disorders are common and the most common of these is insomnia.   The 

term ‘insomnia’ is used in research and by clinicians such as sleep specialists and 

psychiatrists.  In these settings insomnia is usually defined using specific criteria 

(see section 1.3).  However, in primary care it is likely that criteria are not used to 

‘diagnose’ insomnia.  Research also suggests that in primary care use of the term 

‘insomnia’ may be uncommon and descriptive terms such as difficulty sleeping or 

sleep problems may be used instead (Hislop and Arber, 2003b). 

 

Research suggests that insomnia has important consequences and is associated 

with lower quality of life, increased use of health care services, increased time off 

work and also appears to be a risk factor for developing depression (see section 

1.4.3.).  Sleep disorders, including insomnia are also associated with fatigue (see 

section 1.6.).  In addition, recent research suggests that insomnia may negatively 
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affect the functioning of the immune system and have detrimental metabolic 

affects that potentially increase risk of obesity and diabetes (see section 1.4.3.).   

 

It is also clear that sleep is influenced by many factors including age, gender, 

physical health problems, mental health problems, social factors such as 

educational attainment, affluence, social roles, worries and stresses (e.g. financial 

worries, family illness, bereavement).   Many of these factors also have similar 

associations with fatigue (see section 1.6.) and it is likely that there are complex 

relationships between sleep, mental health problems, pain and physical health 

problems, fatigue and socio-demographic factors. 

 

To conclude, sleep is a vital bodily function and when this is disrupted (in the case 

of insomnia) there are likely to be negative consequences (no matter what the 

possible underlying causes or associated factors might be).  Research is starting 

to provide an understanding of these.  Evidence suggests that poor sleep can 

affect mental health (increasing risk of depression), physical health (effects of 

immune system and metabolism) and have effects on quality of life and social 

functioning (e.g. increased time off work).  Consequently, insomnia has a 

significant economic impact (see section 1.4) and as such should be considered 

an important health issue. The following chapter will consider insomnia in primary 

care. 
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Chapter 2: Insomnia and primary care 

 

Patients presenting to primary care will often have tried self-management of 

insomnia symptoms prior to seeking medical help:  the first section will, therefore 

discuss this issue. Following this, help-seeking behaviour in primary care will be 

explained.  This leads onto a brief overview of insomnia treatment options in 

primary care. Finally, the chapter will review the literature on attitudes of health 

care professionals towards insomnia and towards the management of this 

problem. 

 

 

2.1:  Self-management 
 

As outlined in chapter one, symptoms of insomnia are common and may often be 

accepted as a normal part of life. Although almost everyone will probably 

experience difficulty sleeping at some time during their lives, poor sleep is not 

generally liked because of the negative effects it can have on daytime functioning.  

Therefore, people will often take some action if they have difficulty sleeping.  The 

first step is usually some kind of self-management (Hislop and Arber, 2003b). 

 

Several epidemiological studies have looked at use of self-help techniques for 

sleep problems, or insomnia.  A UK study reports that reading, listening to music, 

taking a bath, having a non-alcohol or alcoholic drink are most commonly tried by 

those reporting sleep problems.  Others, such as lavender pillow, herbal tea, 
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relaxation techniques and over-the-counter medications are less commonly used 

options (Groeger et al., 2004). Other studies from the USA and Canada find that 

participants with more severe or more frequent insomnia symptoms are more likely 

to report trying self-help options (Ancoli and Roth, 1999, Morin et al., 2006b). 

 

One study investigating women’s sleep management using qualitative data from a 

European Union funded project (Sleep in Aging Women project), suggests that 

women’s sleep management can be considered in terms of ‘personalized 

strategies’, ‘healthist strategies’ and ‘medicalized strategies’.  This paper draws on 

data from 10 focus groups involving 82 women aged over 40 years, conducted in 

Southern England in 2001 (Hislop and Arber, 2003b).  The authors suggest that 

personalized strategies including bedtime routines and rituals (such as a warm 

bath or hot drink before bed) form the main part of women’s sleep management. If 

sleep disruption still occurs, women have other personal strategies for coping, 

such as counting, relaxation techniques or moving to another room, among many 

others. Then, as a step between personal strategies and seeking medical help are 

‘healthist stategies’.  These include trying complementary therapy and OTC 

medication.  These options go beyond personal strategies but the choice and 

responsibility is still with the individual and not with the medical profession.  

Following this, the remaining option is the medicalized strategy or seeking medical 

help for sleep problems. The authors propose that women will generally try and 

cope with sleep problems themselves, suggesting that the ‘personalized 

strategies’ are at the core of sleep management although other strategies may 

also be utilised.  The choice of strategy is individual and may be influenced by 
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many factors, including the perceived severity of the problem, attitudes towards 

medication (OTC or prescribed), attitudes to alternative treatments and possible 

constraints imposed by work and family. 

 

This study by Hislop and Arber (2003b) is relevant as it gives an insight into how 

women over 40 in England deal with sleep problems.  The findings suggest that 

women with sleep problems develop complex management strategies before 

seeking help from health care professionals.    Although it may not be possible to 

generalize the findings from this specific group of women, it is likely that men and 

younger women also have similar complex strategies for dealing with sleep 

disturbance.  

 

 

2.2:  Help-seeking behaviour 
 

Although patients seeking medical advice about insomnia symptoms are most 

likely to be seen in primary care (Morin et al, 2005) comparatively little research 

has been carried out in this setting. Studies suggest that the prevalence of 

insomnia is higher in primary care populations than in the general population  

(Hohagen et al., 1993, Shochat et al., 1999, Terzano et al., 2004).  Shochat et al 

report a prevalence of insomnia of 69% in primary care patients.  This is compared 

to a 36% prevalence in a general population survey using a similar questionnaire 

(Ancoli and Roth, 1999). 
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While insomnia is common in primary care, patients often do not tell the primary 

care physician (GP) about these symptoms.  For example, Hohagen et al (1993) 

reported a prevalence of insomnia of: 18.7% for severe insomnia, 12.2% for 

moderate insomnia and 15% for mild insomnia. The physician was aware of the 

problem in 39% of those with severe insomnia, 21.9% of those with moderate and 

8.8% of those with mild insomnia.  Shochat et al (1999) found that only around one 

third of patients with insomnia discuss this with a physician and also reported that 

feeling physically worse, an increased duration of insomnia symptoms, increasing 

age and higher income were factors associated with a greater likelihood of 

discussing insomnia symptoms with a physician. Another study including 700 

participants attending non-urgent primary care appointments in the US found that 

52% of participants with likely insomnia had told a doctor about the problem.  They 

reported that discussing the problem was more likely in those with a higher 

number of medical problems, higher level of education and shorter duration of 

sleep and a perception of greater daytime impairment (Aikens and Rouse, 2005).  

A Canadian study found daytime fatigue, psychological distress and physical 

discomfort to be the main factors associated with individuals seeking medical help 

for insomnia (Morin et al., 2006b).  

 

A large population study from the US which sought to explore why people do not 

discuss sleep problems with a doctor found that the main reasons given by 

respondents were:  that they did not think they had a problem, they thought that 

the problem was too trivial to bring up, they were worried they might be prescribed 

a sleeping pill, that they were worried that they might not be taken seriously, that 
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the physician could not help them anyway and lastly that they might be told they 

had a serious illness.  The authors reported that 46% of those suffering from 

frequent insomnia symptoms had told the physician compared with only 25% of 

those with occasional symptoms.  There is also some evidence that patients will 

be unlikely to come to see a doctor specifically about a sleep problem but are 

more likely to bring it up as an additional problem (Ancoli and Roth, 1999).  

 

Many conditions commonly seen in primary care are associated with an increased 

prevalence of insomnia.  These include menopausal symptoms (Ohayon, 2006), 

painful conditions such as rheumatoid arthritis and osteoarthritis, shoulder pain, 

back pain (Ohayon, 2005), headaches (Boardman et al., 2005), fibromyalgia 

(Moldofsky, 2001),  respiratory problems such as asthma, rhinitis, COPD (Klink 

and Quan, 1987), and chronic conditions such as heart disease (Katz and 

McHorney, 1998).  In some cases insomnia may be due to side effects of 

medication that is used to treat these conditions, such as drugs used to lower 

cholesterol (known as statins) and beta-blockers used in the treatment of 

ischaemic heart disease, heart failure and high blood pressure (Stores, 2009).  In 

addition to the link with physical problems, insomnia is also strongly associated 

with psychological health problems such as depression, anxiety and alcohol 

problems (Ford and Kamerow, 1989).  These psychological health problems are 

also commonly seen in primary care.  Taken together it is to be expected that 

insomnia is more common in primary care patients than in the general population 

because they are a group of people who present with physical and mental health 

problems and, therefore, are more likely to suffer from insomnia.  
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Prevalence of sleep problems and the disability caused by sleep problems are 

investigated in an international report using data from a WHO collaborative study 

on psychological problems in general health care.  This study reports that around 

a quarter of the sample have sleep problems.  Approximately 50% of participants 

with sleep problems also have a psychological disorder and around 50% also have 

a physical disorder (some had both). This study finds that physical and 

psychological disorders are associated with increased disability and that this 

disability is increased in the presence of sleep problems (Ustun et al., 1996). 

 

Co-morbidity is important and common in general practice and work has been 

carried out looking at insomnia and co-morbid illnesses.  For example, evidence 

exists that insomnia is associated with development of depression.  It is also likely 

that depression may lead to insomnia, giving a bi-directional relationship (Ford and 

Kamerow, 1989). Some research suggests that sleep may influence conditions 

involving pain, such as fibromyalgia.   For example, one study of 50 women with 

fibromyalgia syndrome found that those women reporting poorer sleep also 

reported significantly more pain and that for individuals, a poor sleep overnight 

was associated with significantly more pain the following day (Affleck et al., 1996).  

Poor sleep and depression were found to be independently associated with a 

lower pain threshold (Chiu et al., 2005) suggesting that for chronic pain conditions 

sleep may be an important modifying factor. 

 

In summary, insomnia is a common problem in primary care consulters and is 

associated with many conditions often seen and treated in this setting. Those 



 
 

 

 51 

patients with more severe sleep-related symptoms are more likely to present, but 

even those with severe symptoms may not tell a health care professional about 

the problem.  Primary care is often considered to be holistic in outlook, considering 

the whole person, or patient, rather than just the illness that they may be suffering 

from.  Sleep is an important part of life, as it has a bearing on health, social 

wellbeing, quality of life, co-morbid illnesses and also takes up a significant 

proportion of our lives. It is therefore surprising that research suggests that doctors 

in primary care are often not aware when patients have sleep problems. 

 

 

2.3:  Management options in primary care 
 

Treatment of insomnia in primary care usually involves use of hypnotic medication 

or sedative antidepressants and simple sleep hygiene advice.  These 

management strategies have not changed for many years (Sateia and Nowell, 

2004). Significant problems are associated with hypnotic medication and these 

have, in recent years, limited the use of these drugs.  The following section 

discusses use of hypnotic medication, sleep hygiene advice and other 

psychological approaches to managing insomnia. 

 

Although hypnotic medication was once considered an effective and safe 

treatment for insomnia this is not now the accepted view in general practice.  

Unfortunately, research has found that although benzodiazepine hypnotics do 

improve sleep in the short-term (by a small but significant amount) they are also 
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associated with problems.  These include side effects such as daytime 

drowsiness, confusion, impaired memory and concentration, which may lead to 

increased falls in the elderly.  Elderly people (over 65 years of age) are more likely 

to suffer from side effects as the drugs take longer to eliminate and they are also 

more likely to be taking other medications that may interact.  Hypnotic medications 

are also associated with a risk of dependence.  This can develop within a few 

weeks of use and may present as a reliance on regular medication and refusal to 

cut down.  Withdrawal effects such as rebound insomnia and acute anxiety occur 

in a significant proportion of patients taking hypnotics long term (DTB, 2004). 

 

The advice for prescribing hypnotics is now that only short courses should be used 

and if possible hypnotics should be avoided in the elderly (DTB, 2004). There was 

some hope that newer hypnotic drugs (called Z drugs) that include zopiclone, 

zolpidem and zaleplon would improve the safety and side effect profile, however 

this does not seem to be the case (NICE, 2004).  In summary, therefore, hypnotic 

medication so far has not turned out to be safe or effective for continuous long-

term use.  However, there may be less chance of developing tolerance to 

hypnotics if they are used on an as needed basis, twice or three times per week 

for example (DTB, 2004). 1 

 

This information regarding use of hypnotic medication has been generally 

accepted by practitioners in primary care (Sateia and Nowell, 2004) and although 
                                            

1 Another medication, which can be used to treat insomnia, is melatonin. This can be given 
as a three-week course to treat people over 55 years of age.  This medication was licensed 
after the interviews in this study were undertaken. 
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other medications such as low-dose sedative antidepressants (amitriptyline 10mg 

at night) are sometimes used these may also have significant side effects (DTB, 

2004).  Therefore, pharmacological treatment does not offer a safe and effective 

treatment strategy that doctors working in primary care can use to treat chronic 

insomnia. 

 

The next option for treating insomnia that is regularly used in primary care is sleep 

hygiene advice. Doctors may give verbal advice or have a ‘sleep sheet’ that is 

given out which provides some basic advice about how to improve sleep.  This 

advice is variable but often includes general guidance on the sleep environment, 

advice encouraging establishment of a night-time routine, as well as information 

about lifestyle issues relating to sleep (such as doing some exercise and avoiding 

too much caffeine and alcohol) and may also include some basic information 

about normal sleep.  Unfortunately, the evidence is that sleep hygiene alone is not 

very effective and patients who do suffer from insomnia have often tried a lot of 

these things already (Morin et al., 2006b).  

 

Evidence exists that psychological approaches can be helpful for treating both 

primary insomnia (insomnia not associated with another physical or psychological 

condition) and for co-morbid insomnia or secondary insomnia.  These treatments 

include behavioural techniques such as stimulus-control therapy (which aims to 

strengthen the association between the bed and bedroom with the onset of sleep) 

which involves avoiding activities such as reading, working or watching TV in the 

bedroom, having a set time to get up each morning, only going to bed when sleepy 
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and avoiding lying awake in bed.  Other behavioural approaches include sleep 

restriction (limiting time spent in bed) and relaxation training.  However, cognitive 

behavioural therapy has the strongest evidence of efficacy in the treatment of 

insomnia.  This method can include the aforementioned behavioural techniques 

combined with cognitive approaches which involve education and challenging 

unhelpful beliefs about sleep (Morin et al., 2006a).  However, these treatments are 

not widely available in primary care in the UK due to lack of trained staff (DTB, 

2004).  Although research has shown that simple psychological intervention 

undertaken by health visitors in a primary care setting can successfully treat 

insomnia this type of approach has not been adopted (Espie et al., 2001).  

 

 

2.4:  Literature review: attitudes towards sleep and sleep problems in 
primary care  
 

In the next section, the literature pertaining to health care professional attitudes 

towards sleep and sleep-related conditions in primary care is reviewed.2 It is 

notable that literature searches identified only three relevant studies with a focus 

on attitudes of health care professionals in primary care towards sleep and sleep-

related conditions.  One other study was found through contact with another 

researcher.  Of the four studies identified, two are from the United States, one 

                                            

2 A Medline search was carried out in order to identify studies investigating attitudes of 
health care professionals in primary care settings towards sleep, insomnia and sleep 
problems.  PsycINFO, EMBASE and CINAHL databases were also searched.  However, 
these searches did not identify any further studies. A copy of the search strategy is in 
appendix B. 
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from France and the other is from Saudi Arabia.  The searches also highlighted 

four studies that explore attitudes of doctors towards management or treatment of 

sleep and sleep problems and these are discussed in section 2.5.  A summary of 

the eight studies exploring attitudes is included in appendix A; all these studies 

explore the attitudes of doctors working in primary care.  No studies involving other 

clinical staff were identified.  In addition, a recent UK-based study  (which was not 

published at the time of the literature searches) exploring patients’ and clinicians’ 

experiences of sleep problem consultations in primary care is also relevant and 

will be discussed in this section. 

 

 

2.4.1:  Attitudes of clinicians towards sleep and sleep problems 

 

The four studies identified that explore clinician attitudes towards sleep and sleep 

problems vary in their aims, objectives and methods. All use quantitative methods, 

two use structured questionnaires posted out to the participants, one a structured 

questionnaire delivered to participants and the other involves structured telephone 

interviews.  The doctors taking part in the questionnaires or interviews were 

general practitioners  (also called primary care physicians). No studies were found 

looking at attitudes of other primary health care staff towards sleep and sleep 

problems. 

 

The studies by BaHammam, (2000) (from Riyadh, Saudi Arabia) and Papp et al, 

(2002) (from the USA) use postal surveys with the aim of assessing knowledge 
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and attitudes of primary care physicians towards sleep and sleep disorders 

(BaHammam, 2000, Papp et al., 2002).  Bahamman uses a questionnaire with 

sections on demographic background, previous education in sleep disorders, 

attitudes to sleep disorders and experience of the presentation, consequences, 

diagnosis and referral of sleep disorders.  Questions regarding routine enquiry 

about sleep, awareness of sleep centres in Riyadh and knowledge and questions 

on sleep apnoea are included.  The response rate to the study was 76% and 

complete data was received from 209 physicians.  This study focuses on sleep 

disorders in general and more specifically sleep apnoea. The majority of 

participants (86%) believe that sleep disorders are an important health problem, 

and 40% say that sleep disorders are common in their daily practice.  In addition, 

57% agree that the management of sleep disorders is a distinct medical specialty 

and 67% report that they had referred a patient with sleep problems to a higher 

medical centre.  Only 15% report having attended lectures about sleep problems 

in their post-graduate training. Other issues covered in this study include the 

nature of the information discussed when asking a patient about sleep and what 

the perceived consequences of sleep disorders are. The authors conclude that 

physicians in Riyadh do not appear to recognise the importance of obstructive 

sleep apnoea and other sleep problems and that better education may improve the 

situation.   

 

Papp et al (2002) from the USA use a 92-item questionnaire including attitude 

items, multiple-choice questions (to assess knowledge) and sections about where 

participants feel sleep education should be placed within medical training and 
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about the influence of different sources of information on clinical practice. The 

questionnaire was sent out to a random sample of 580 primary care physicians in 

North-east Ohio. Attitude items of the questionnaire cover the perceived 

importance of obstructive sleep apnoea, adequate sleep and taking a sleep 

history. Other issues included are the use of written information for sleep, 

prevention and counselling (giving advice) and whether sleep disorders can be 

prevented. The response rate was only 20% and the authors discuss this as a 

possible source of bias. The questionnaire is long and it is possible that those 

physicians with more interest in sleep were more likely to reply, possibly resulting 

in a biased sample.   

 

The results of the study by Papp et al find that most (75%) of the primary care 

physicians believe that inadequate sleep is a major health issue and 68% agree 

that enquiring about sleep is necessary to fully evaluate each patient.  Around 

80% feel that prevention of sleep disorders is possible, whilst only 40% say they 

spend time counselling patients about benefits of adequate sleep. The key issues 

in this study include the perceived importance of sleep disorders and their 

consequences, the prevention of sleep disorders, how sleep could be considered 

a lifestyle issue in a similar way to diet and exercise and the responsibility of the 

physician in providing sleep advice. Sleep disorder education and how different 

sources of information (e.g. medical journals, textbooks, previous education, 

discussion with specialists or peers and courses) influence clinical practice are 

also covered.  Most of the respondents feel that sleep medicine should be taught 

at all levels of clinical training, with the exception of sleep physiology, which should 
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be taught during the first two years of medical school.  Knowledge of primary care 

physicians is assessed using a 33-item multiple-choice test and the average score 

is 34%. The authors conclude that the primary care physicians who responded 

had only “modest awareness” regarding sleep disorders and that the knowledge 

test results suggest that this area could be improved.  Again, as in the paper by 

BaHammam, the authors suggest that improving education may help the situation.   

The two studies discussed above investigate physician attitudes towards sleep 

disorders, which include insomnia, and other sleep-related conditions such as 

sleep apnoea. 

 

Another study explores the attitudes of French general practitioners (GPs) towards 

insomnia and its effect on the physical health and work-life of patients (Leger et 

al., 2005).  This is a large questionnaire study to which 6043 general practitioners 

replied (response rate of 75.5%) covering issues such as GP estimates of 

insomnia prevalence, GP perceptions of causes of insomnia and how often GPs 

feel they raise the subject of sleep with patients. Whether or not sleep problems 

reflect other illness, the use of prescribed medication and sleep hygiene and GP 

views on the consequences of insomnia are also covered. This study reports that 

45% of GP respondents say that they always ask patients about sleep, and around 

two thirds say they think sleep problems are usually a reflection of another illness 

or problem (with anxiety or work related stresses being most commonly perceived 

issues causing sleep problems).  Most GPs agree that insomnia has cognitive 

effects such as impaired memory and concentration and that employed patients 

almost always complain of work-related effects of insomnia.   GPs in the study 
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estimate the prevalence of insomnia in their patients to be around 18%.  Overall, 

the authors conclude that GPs in France have a good awareness of insomnia and 

its consequences, and that GP use of prescription medication to treat insomnia 

generally adheres to good practice recommendations, although GPs are not aware 

of diagnostic tools that can be used to diagnose sleep problems and that there is a 

demand for further training in this area.   

 

The final study is a national survey conducted in the USA, commissioned by the 

National Sleep Foundation and conducted by WB&A Market Research in 2000 

with funding from GlaxoWellcome Inc. (WB&A Market Research, 2000) which 

investigated the knowledge, practice and referral patterns of physicians regarding 

insomnia and other sleep problems, as well as physician perceptions of insomnia 

and its consequences.  Structured telephone interviews were used to gather data 

from the 300 participants who were offered an incentive of $100 or a club 

membership to take part. Almost all (97%) of Primary Care Physicians (PCPs) 

involved in this study agree that asking about sleep should be part of a routine 

check-up, although only 52% always or usually report that they screen patients for 

sleep problems. Most PCPs (96%) agree that they would be more likely to discuss 

sleep if the patient initiated the discussion, while perceived barriers to discussing 

sleep problems include lack of effective treatment and simple diagnostic tools and 

the extra time needed.  Despite these barriers 70% of PCPs feel it is their 

responsibility to raise the issue of sleep with patients. Good sleep is seen as 

equally important as exercise in maintaining good health. PCP perception of 

prevalence of sleep problems in their practice is that only 16% of patients have 
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any kind of sleep problem and 14% have insomnia. All PCPs say that insomnia 

may be part of other medical problems, 95% feel that it may also be a lifestyle 

issue and 93% of PCPs agree that insomnia is a medical disorder. Most (83%) 

PCPs make a distinction between acute and chronic insomnia and 80% feel that 

they and their peers should be more knowledgeable about sleep.  Treatment of 

insomnia with hypnotic medication is discussed and hypnotics are considered by 

97% to be the most effective treatment for acute insomnia, while improving 

sleeping habits is considered more useful for chronic insomnia.  Other issues are 

also covered in this extensive survey and include PCP perceptions of the 

consequences associated with insomnia; treatments used for insomnia and the 

perceived efficacy of these; beliefs about patient self-treatment; referral behaviour 

and training in sleep problems.   In contrast to the other studies, participants are 

also asked about their own sleeping habits. 

 

The studies detailed above which investigate attitudes of doctors working in 

primary care towards sleep and sleep-related conditions are small in number, have 

been conducted in the USA, France and Saudi Arabia, have differing aims and 

objectives and use varying methodologies. In addition, these studies have been 

conducted over a period of five years (from 2000 to 2005).   These factors make it 

hard to generalise the findings.  However, various issues are highlighted within 

these studies and some common themes emerged. 

Findings from the four studies discussed above suggest that primary care 

physicians underestimate the prevalence of insomnia. For example, Bahammam 

et al (2000) report that more than half of participants feel that sleep problems are 



 
 

 

 61 

not common within their daily practice.  In addition, physician estimates of the 

prevalence of insomnia (18% in Leger et al (2005) and 14% in the National Sleep 

Foundation survey (2000)) are much lower in comparison to those of Shochat et al 

(1999) (section 2.2), who investigate prevalence of insomnia in primary care 

patients and find that 69% of primary care patients have insomnia.  

 

Overall, these studies suggest that sleep problems are considered by doctors in 

primary care to be important to health.  Consistent with this view is the finding that 

nearly all respondents in the National Sleep Foundation agree that enquiring about 

sleep experiences should be part of a routine check up, and around half report 

usually or always doing this (similar to the findings of Leger et al (2005). 

 

Other issues of interest that are considered within these studies include: how 

insomnia or sleep problems are seen to relate to co-morbid conditions such as 

depression, whether insomnia is considered to be a medical problem and whether 

or not it is appropriate for insomnia to be treated in primary care.  Perceived 

barriers to asking about sleep, possible questions that might be asked about sleep 

within a consultation, views on prevention of sleep problems and perceived 

comparisons with lifestyle issues (such as diet and smoking) are explored, as are 

issues relating to treatment, referral patterns, previous training and the relevance 

of on-going medical education.   

Both Bahammam et al (2000) and Papp et al (2002) conclude that awareness and 

knowledge of PCPs regarding sleep problems is not ideal and that better 

education could improve the situation. A study looking at education in UK medical 
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schools supports this finding and reports that the median time given to sleep and 

sleep disorders at undergraduate level was five minutes, at pre-clinical level was 

15 minutes and then none in clinical training (Stores and Crawford, 1998).  This 

study was conducted in 1998 and the situation may have changed since then.  

However, this finding is likely to be relevant to many GPs currently working in the 

UK.  Interestingly, Leger et al (2005) conclude that GPs working in France have 

good awareness of insomnia and its consequences.  This may reflect differences 

in training between countries. 

 

In summary, only a small number of relevant studies exploring attitudes of health 

care professionals towards sleep and sleep-related conditions were identified.  

Two of the four studies discussed above actually explore attitudes of primary care 

physicians towards sleep disorders and not specifically insomnia.  Although 

insomnia is included within ‘sleep disorders’ there is greater focus on sleep 

apnoea in these studies (BaHammam, 2000, Papp et al., 2002).   Therefore, only 

two studies were identified that primarily investigate GP attitudes towards 

insomnia.   In addition, none of the studies reviewed were conducted in the UK, 

and due to differences in health care systems and cultural variations (affecting 

both doctors and patients) findings cannot be generalised between countries.  

Therefore, it is not possible to draw conclusions from these studies regarding the 

attitudes of GPs working in the UK towards insomnia.  
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2.4.2:  Attitudes of clinicians and patients towards treatment of sleep problems 

 

In considering health care professional attitudes towards sleep and sleep 

problems, attitudes towards treatment and management are also relevant.  

Although the studies in section 2.4.1 touch on attitudes towards treatment of sleep 

problems and insomnia, this is covered in more depth by the studies below. 

 

Four studies have been identified, these include two studies exploring attitudes 

towards hypnotic medication, one focusing on attitudes towards use of non-drug 

options and another exploring GP attitudes towards management of insomnia.   All 

these studies investigate the views of doctors in primary care as well as the views 

of service users or lay people.   These studies are detailed below following a short 

introduction to the background of hypnotic use in general practice.   

 

Although there has been a significant decrease in the use of benzodiazepines 

since the 1980s a large number of prescriptions for hypnotics are still issued and 

the majority of these are for people over the age of 65 years (Curran et al., 2003).  

In the 1970s and 1980s there was much higher use of long-term benzodiazepines, 

but this was before the side effects were fully understood.  However, once the side 

effects of long-term use became apparent, it was recommended that those 

patients using the drugs should be encouraged to stop (Iliffe et al., 2004).  

Unfortunately, withdrawal from benzodiazepines can result in unpleasant side-

effects, such as anxiety, rebound insomnia or other psychological problems (DTB, 

2004).  For some people withdrawing is particularly difficult and consequently a 
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significant number of now older people have continued to take hypnotic medication 

for decades (Curran et al., 2003).  

 

Two studies are presented which investigate attitudes towards long-term of use of 

benzodiazepine hypnotics.  These studies compare attitudes of service users 

(people taking the hypnotics) and service providers (Iliffe et al., 2004, Mah and 

Upshur, 2002).  Iliffe et al (2004) use a combination of quantitative and qualitative 

methods involving semi-structured interviews with patients and conversational 

interviews with staff.  Participants include 192 patients aged 65 years and over 

and 83 practice staff from 25 general practices in London.  Most patient 

participants using hypnotic mediation report that no one had informed them about 

harmful effects of hypnotics and over 50% could think of no advantages to 

stopping the hypnotic. In contrast, the practice staff participating in the study 

believe that there would be significant benefits to stopping hypnotics (decreased 

falls, improved quality of life, improved clinic practice), but that withdrawal was not 

an easy process. Mah and Upshur (2002) in Canada also find significant 

differences between the views of the patients and physicians.  This quantitative 

study involves a written survey given to 93 patients and 25 physicians (family 

physicians, sleep specialists and family physician residents).  The perceived 

benefit of hypnotics is greater in the patient group compared to the physician 

group, whereas the perceived risks are greater in the physician group.  These 

studies suggest some discordance between people using hypnotics and the health 

care professionals providing them, and also suggest that health care professionals 

are generally reluctant to prescribe long-term hypnotics. 
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A questionnaire study from Australia investigating factors that prevent the use of 

non-drug options in treating insomnia in the elderly finds that GPs are generally 

aware of some non-drug options (such as restricting time in bed, bright light 

therapy and stimulus-control techniques) and that the most common factors 

reported to be a barrier to using non-drug options were: the perception that 

patients would want medication, that patients would not comply with non-drug 

options, that patients would go and see another doctor, difficulty with access to 

non-drug options, the challenge of explaining treatments to patients and the cost 

of non-drug options (Dollman et al., 2003).   The medical system in Australia is 

different to that in the UK and doctors in the UK would not be as likely to worry 

about patients going to see another doctor. The other concerns could probably 

apply to doctors working in the UK, although knowledge about non-drug options in 

the UK may be different. A focus group with 16 older persons (giving a user 

perspective) finds that consumers do have an interest in non-drug options but a 

feeling is expressed that GPs may not be able to help with sleep problems.  

 

Hislop and Arber’s (2003b) study, which is part of a European Union project to 

explore sleep management strategies in women over 40 years of age, includes 

five one-to-one qualitative interviews with GPs.  These interviews explore GP 

perspectives on the treatment of sleep problems.  Some of the issues that are 

brought up include what factors may bring women to see a doctor about a sleep 

problem and examples include crisis situations (e.g. bereavement) and co-

morbidity  (such as menopausal symptoms or depression). The issue of insomnia 

or sleep problems being caused by another medical problem such as menopausal 
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flushing and the use of HRT to treat flushes (and therefore treat the sleep 

problem) is also raised (Hislop and Arber, 2003b). 

 

Hislop and Arber (2003b) also explore GP views on the use of hypnotic 

medication. They report that the GPs interviewed in their study disapprove of long-

term hypnotic use, but are more accepting of short-term use for acute insomnia 

(for example when a person has suffered a bereavement).  The authors also 

highlight the possibility of tension arising between GPs and patients when, for 

example, a patient wants a hypnotic but the GP does not want to prescribe it.   

Another suggestion made in the study is that the current reluctance to prescribe 

hypnotic medication, and the lack of an accepted drug treatment for sleep 

problems, may mean that issues about sleep are becoming ‘demedicalized’ and 

no longer viewed as the responsibility of the medical profession.    

 

Both GPs and women in this study by Hislop and Arber (2003b) agree that going 

to a GP about sleep is likely to be a last resort and that simple strategies would 

have been tried already.   The attitude of GPs preferring more holistic methods of 

treating sleep problems (rather than a hypnotic prescription) is discussed, as well 

as the time constraints on GPs when discussing and educating patients about 

alternative treatments.  Again, as with the study by Dollman et al (2003), the 

opinion that sleep problems are too complex for GPs to deal with emerges in the 

focus groups (Hislop and Arber, 2003b). 
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The terminology used by women to describe sleep problems is also discussed in 

this study, and it is noted by the authors that only one woman in the focus groups 

uses the term ‘insomnia’ to describe her problem.  The authors suggest that this is 

because sleep problems are usually considered a normal part of life and therefore 

not described by sufferers using medical terminology (Hislop and Arber, 2003b). 

 

Findings from Iliffe et al (2004), Mah and Upshur (2002) and Hislop and Arber 

(2003b) suggest that there may still be some discordance and tension between 

patients and doctors with regards to use of hypnotic medication, with GPs being 

generally reluctant to prescribe hypnotic medication.  Possibly linked to this 

reluctance to prescribe medication for insomnia is the perception (emerging during 

focus groups in Hislop and Arber, 2003b and Dollman et al, 2003) that sleep 

problems are too complex for GPs to be able to help or deal with.  However, 

Dollman et al (2003) report that GPs in their Australian-based study appear to 

have good awareness of non-drug options for treating insomnia.  However, it is not 

possible to know whether GPs elsewhere have similar awareness of these 

options. 

 

In summary, the findings from the four studies discussed above are informative 

and raise many issues.  However, they are small in number and only two are 

based in the UK.  In addition, one of the UK-based studies is focused specifically 

on attitudes to ‘long-term use of benzodiazepines’ and does not aim to explore 

more general issues.  Thus, there is relatively little known about the views of GPs 
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and practice nurses in primary care towards the treatment of sleep problems in 

primary care in the UK. 

 

 

2.4.3:  Clinician and patient experiences of consultations about sleep problems 

 

The last study included in this literature review is a recent study set in the UK, 

exploring both patient and clinician experiences of consultations for sleep 

problems and insomnia (Dyas et al., 2010). Separate focus groups were 

conducted with patients (n=30) and clinicians (GPs and nurse prescribers) (n=15) 

and the results provide an understanding and comparison of participant beliefs 

and expectations around sleep problems and management of sleep problems.   

 

The findings from this study reflect those of Hislop and Arber (2003b) with patients 

describing the use of various self-help methods before consulting a clinician about 

sleep problems.   In addition, patients perceive a need to convince clinicians about 

the seriousness of their problem and by the time they decide to consult a clinician, 

patients view the sleep problem as a medical issue.  Clinicians tend to view sleep 

problems in terms of underlying causes, whereas patients talk about the negative 

impact that lack of sleep has on their lives.   Many patients perceive that clinicians 

minimize the importance of sleep problems or wrongly attribute sleep problems to 

age.  In terms of managing sleep problems the authors report that many patients 

do expect a prescription for a sleeping tablet by the time they consult a clinician, 

and that clinicians find consultations about sleep problems difficult because, 
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although they are reluctant to prescribe hypnotics, there is a perceived pressure to 

agree to a prescription as they have few other options to offer.  Conclusions from 

this study suggest that the management of insomnia may be improved if clinicians 

explore patients’ beliefs and expectations, are able to assess sleep effectively and 

have a range of treatments to offer (Dyas et al., 2010). 

 

 

2.6:  Conclusion 
 

Insomnia is common in the general population and even more common in 

populations attending primary care.  Research suggests that sleep is an important 

health issue and insomnia is linked to many physical and psychological conditions 

commonly seen in primary care and can have a detrimental effect on work and 

social life.  Insomnia is also associated with increased sick leave and increased 

use of healthcare services.  Therefore, it could be argued that sleep is as much an 

issue for primary care as obesity, smoking and depression. However, a large 

proportion of insomnia sufferers do not seek medical help for the condition and 

doctors are often unaware when their patients have sleep problems. In addition, 

the options available for treating insomnia in primary care are limited and 

management approaches have not altered significantly for many years. 

 

It appears, therefore, that there is a lack of awareness regarding insomnia in 

primary care, that the condition is under-diagnosed and that treatment is 

inadequate; the same also applies to other sleep disorders such as restless leg 
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syndrome (Hening et al., 2004).  The apparent low profile of sleep, insomnia and 

other sleep disorders in primary care is surprising considering the significant 

amount of research in this area.  By exploring the attitudes and perceptions of 

health care professionals working in primary care it may be possible to understand 

why insomnia and sleep problems have a low profile, which may then help 

improve the care of patient’s with sleep problems in ways that are appropriate and 

sensitive to the working environment in primary care. 

 

A small number of studies have investigated attitudes and perceptions of health 

care professionals (mainly GPs) towards sleep, sleep problems and issues around 

the management of sleep problems in primary care.  These studies consider many 

different aspects of clinicians’ views on sleep and sleep problems, including 

perceptions of the significance of sleep and sleep problems in primary care, views 

on how sleep problems and co-morbid conditions are linked and attitudes towards 

the treatment and management of sleep problems (including use of hypnotics and 

non-drug treatments).  Other issues covered include the terminology used within 

consultations (for example whether or not the term ‘insomnia’ is regularly used) 

and whether insomnia is perceived by GPs to be a ‘medical’ problem or not.  

Although these studies provide an insight into the attitudes and perceptions of 

clinicians in primary care towards sleep and sleep problems, they are set in 

several different countries (France, Saudi Arabia, the United States, Canada, 

Australia and the UK) which means that it is not always possible to relate findings 

to GPs and practice nurses working in the UK.  In addition, the studies have 

differing aims and methodologies, with several studies focusing on specific issues 
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(such as attitudes towards hypnotic medication) rather than broadly considering 

attitudes towards sleep, sleep problems and insomnia and some using quantitative 

methodologies, which do not allow for in depth exploration of attitudes.   Therefore, 

there is limited knowledge and understanding of the attitudes and perceptions of 

GPs and practice nurses in primary care in the UK towards sleep, sleep problems 

and insomnia and the aim of this study is to explore these attitudes using one-to-

one qualitative interviews.  
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Chapter 3: Design and methods 

 

3.1:  Introduction 

 

The aim of this research is to explore the views of health care professionals 

(nurses and doctors in primary care) towards sleep and insomnia in primary care. 

This topic has been chosen for several reasons.  Firstly, through being involved in 

other research concerning insomnia (Morphy et al., 2007) and thus being aware of 

surrounding literature, the author identified a knowledge gap in this area. An 

awareness of the sleep research literature gained through this research work, 

together with personal experience of working in primary care identified a gap 

between research and practice, with much general research in the area of sleep 

and sleep problems but in contrast, sleep and sleep problems appear to have a 

low profile in primary care (in England) with little change in management for many 

years.  Research supports this finding with, as the previous chapters have shown, 

sleep problems reportedly being under-diagnosed and treated unsatisfactorily in 

primary care settings.  

 

This is essentially an exploratory study, which seeks to understand the views of 

health care professionals in primary care are towards sleep, insomnia and its 

treatment.  The area of study focuses on the views of health care professionals 

towards the topic of interest and no assumptions are made about what these 

views ‘should be’. The limited work already undertaken in this area has been 

drawn upon to guide the design of this study. 
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In the following section the choice of research method is considered.  There are 

two main approaches to research and these are qualitative and quantitative 

methods.  The choice of which to use depends on the type of research question 

asked.  Qualitative and quantitative approaches are discussed below. 

 

Quantitative research, which includes the use of experiments and surveys among 

other techniques, is generally based on scientific method (Bryman, 2004). The 

underlying principles of scientific method include the assumption that there is a 

‘stable reality’ and that this reality is the same whether people measure it or know 

about it or not.   In addition, other underlying principles are that knowledge can 

only be acquired by observing phenomena that can be confirmed by the senses, 

and that science is separate from society and is value-free - meaning that science 

is objective.  Research based on scientific method involves the use of theory to 

produce hypotheses that are then tested during the research process (this is 

called a deductive approach) (Bryman, 2004, Green and Thorogood, 2009).  This 

approach using the principles of scientific method to acquire knowledge is known 

as positivism (Bryman, 2004).  Within the social sciences positivists aim to 

establish causal links between variables that is to establish laws, and connect 

these laws into deductively integrated theory. 

 

In contrast to the positivist approach, qualitative methods generally involve an 

interpretative approach, which does not focus on scientific method and does not 

assume that there is a ‘stable reality’.  Instead this approach concentrates on 

understanding how people interpret the world around them (Green and 
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Thorogood, 2009) and focuses on experiences (such as experiences of living with 

chronic conditions for example) and understanding cultural meanings and 

contexts.  

 

Qualitative research involves studying people and human behaviour.  People have 

views about the world around them and their behaviour is guided by these views.  

Therefore, people and behaviour are not predictable and need to be understood in 

context.  In qualitative research the focus is on the meanings that people attach to 

the world around them and how they interpret their world.  Thus, data in qualitative 

research tends to be in the form of language or words rather than in numerical 

form (Green and Thorogood, 2009).  The underlying assumption is that people 

make decisions and choices based on a range of personal and social factors. In 

order to understand these choices we need to understand the context of their 

situation i.e. the constraints, priorities and aims that they have (Green and 

Thorogood, 2009).  In this thesis, the aims are to gain an understanding of how 

sleep and sleep problems are viewed within the context of working in primary care 

and to understand the reasons behind these views. It is hoped that this 

understanding will give insight into whether improvements can or need to be made 

(such as increasing the awareness and understanding of sleep problems in 

primary care) and how this might be achieved. 

 

Differences can be identified between qualitative and quantitative research and the 

two approaches may be separated on the basis of several factors. Differences 

include the type of data that is generated, which is often textual in qualitative 
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research and numeric in quantitative methods and the nature of the investigation 

carried out (whether it is exploratory or confirmatory).  Qualitative methods 

generally explore and quantitative methods confirm.  Other differences are seen in 

how data are analyzed.    Qualitative data analysis usually involves interpreting the 

data whereas quantitative methods generally involve statistical analysis.  In 

addition, the two approaches to research are often considered to have different 

theoretical underpinnings, as discussed above (Bazeley, 2007, Bazeley, 2004).   

Bryman (2004) argues that the so-called divide between quantitative and 

qualitative research is somewhat exaggerated, and the choice between the 

different approaches depends on the research question to be answered.  

Therefore, a qualitative design has been adopted for this study as this approach 

allows the perspectives of primary care professionals to be explored and the 

meaning they give to sleep and sleep problems to be surfaced.  While one of the 

key characteristics of qualitative research is a focus on understanding (as 

discussed above) other characteristics of qualitative research include a preference 

for a naturalistic context, reflection and also flexibility.  These characteristics are 

discussed below. 

 

Within qualitative research there is a preference for being as natural as possible, 

and studying people in their own environment (naturalism).  However, this 

naturalism is on a continuum, with ethnographic research methods (in which the 

researcher actually becomes part of the setting) probably being the most 

naturalistic and other methods such as semi-structured interviews inevitably being 

less so.  Although qualitative interviews are less naturalistic, the focus is still on 
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the participant’s view rather than that of the researcher (Green and Thorogood, 

2009), and the researcher does not try to control the research setting (Bowling, 

1997).  

 

Reflexivity is another key feature of qualitative research.  Reflection involves being 

aware that the researcher is part of the study and then considering how the 

characteristics, attitudes and training of the researcher may impact on the 

research process.  For example, how characteristics of the researcher (such as 

research experience, professional background, cultural background, gender, and 

social status compared to interviewees) may impact on participants and thus on 

the data produced   Reflection improves qualitative research in that it encourages 

the researcher to question underlying assumptions and to be honest about their 

role within the study, and can help the researcher develop during the research 

process (Hanson, 2006).  

 

Flexibility is also a characteristic of qualitative research. Although qualitative 

studies need to be carefully planned, these plans are not set in stone.  Adaptations 

and changes to the plans can occur in response to the data gathered. This may 

even mean a change to the research question, or more simply a change to the 

methods, such as including more or less participants in the study (Hanson, 2006).   

 

In summary, types of questions asked in qualitative research are likely to be ‘what, 

how or why’ questions. The aim of this study is to understand what the views of 

health care professionals in the context of primary care are towards sleep and 
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insomnia and to explore these views and to gain an understanding of why sleep 

and insomnia may be somewhat neglected within primary care.  Thus, qualitative 

approaches, with a focus on meanings and interpretations, are best suited to this 

aim. 

 

While qualitative methods best suit the aims of this study, as outlined above; 

another possible option would have been a mixed method approach, utilizing both 

qualitative and quantitative methods.  Mixed methods has been defined as 

“Research in which the investigator collects and analyses data, integrates the 

findings, and draws inferences using both qualitative and quantitative approaches 

or methods in a single study or programme of inquiry” (Tashakkori and Creswell, 

2007).  While there has been debate about the compatibility of quantitative and 

qualitative methods (in the context of mixed methods approaches) considering 

their potentially conflicting theoretical bases (as discussed previously), it is 

possible to take a pragmatic view that research should not be driven by theoretical 

considerations but by the practical considerations of how best to answer a 

research question (Doyle et al., 2009). There are some advantages of mixed 

methods and this approach is becoming increasingly popular (Doyle et al., 2009).    

 

Qualitative and quantitative methods may be combined within one study, or in a 

program of research in different ways.  For example, qualitative methods may be 

employed in the development stages of a research project in order to provide 

information about the practicality or feasibility of a larger study, to identify issues 

that may form hypotheses and in addition, qualitative work may be used in the 
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development of questionnaires. For example, qualitative methods may be used to 

explore the use of language in order to identify the appropriate terminology to use 

within a questionnaire (Green and Thorogood, 2009).   

 

Alternatively, qualitative research may be used following quantitative work in order 

to add depth or improve the understanding of the findings from quantitative work 

(Green and Thorogood, 2009).  In addition, qualitative and quantitative methods 

may be used alongside each other in order to explore and investigate different 

aspects of a question.  Using both qualitative and quantitative approaches can 

provide different perspectives on a problem and provide a more complete 

understanding (Green and Thorogood, 2009). 

 

Doyle et al (2009) suggest some advantages of using mixed methods which 

include: providing a more comprehensive understanding of the research 

questions, providing a better means to answer research questions (offering a 

greater range of tools to choose from), offering a means to explain the findings i.e. 

such that unusual or conflicting findings from a quantitative study could be 

explored using qualitative methods in a subgroup of participants for example.  

Other advantages suggested include the use of qualitative data for hypothesis 

development and testing, and developing survey instruments as discussed 

previously. 

 

However, despite these advantages there are also some disadvantages, these 

include the fact that mixed method approaches take more time, and cost more and 
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also demand a larger range of skills from the researcher involved (Doyle et al., 

2009).   

 

The reasons that mixed methods were not chosen for this study are twofold.  

Firstly the issues of time and cost are important and limit the option to use mixed 

methods in this project.  Secondly, the aims of this research are suited to a 

qualitative design, as discussed previously, rather than a mixed methods or a 

quantitative approach and therefore, the method has been chosen to best suit the 

aims of the study.  The findings from this study could, however, potentially help 

inform a quantitative survey in the future. 

 

 

3.2:  Data collection methodology  
 

In this section the choice of data collection method (semi-structured interviews) 

and the design of the interview schedule will be considered.  Different methods of 

data collection are used in qualitative research, depending on the type of data 

collected.  Data in qualitative research may be naturally occurring or generated 

data.  Naturally occurring data is not recounted but generated from real-life 

interactions (spoken, acted or written) (Ritchie and Lewis, 2003).  Although in this 

study it may have been informative to use naturally occurring data and perhaps try 

and observe GPs and nurses working in primary care to see how sleep and sleep 

problems feature in their work it would not really meet the aims of the project (to 

explore the views of health care professionals towards sleep and sleep problems) 
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and would have been impractical with the resources and time available.  

Therefore, generated data is needed and this kind of data involves the participants 

recounting and re-processing their thoughts, attitudes, views and experiences for 

the purpose of the research (Ritchie and Lewis, 2003).  Through detailed analysis, 

this kind of data is able to tease out the interpretations and meanings participants 

attach to the world around them and for this reason generated data suits the aims 

of this project.  

 

Generated data can be collected in different ways, including interviews, focus 

groups and also using biographical methods. The choice of method is dependent 

on the research project, and the kind of data needed, the topic area and who the 

participants will be (Lewis, 2003). 

 

Biographical methods are used for life stories and tend to be unstructured and can 

involve written and spoken material (Ritchie and Lewis, 2003).  While these 

methods are useful for understanding broad life experiences they are not 

appropriate for the more focused research topic in this project.  The main choice, 

therefore, lies between focus groups and interviews.  Focus groups involve the 

researcher bringing together a selected group of people (usually between 4 and 

10) to discuss the subject of the research.  Focus groups allow data to be 

produced through the interaction of the participants, thereby using the group 

process to explore the research issue.  The main advantages of this method are 

that focus groups allow observation of participant interaction, which could be 

considered more ‘naturalistic’ than the interview setting.  The focus groups setting 
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also allows participants to build on responses from others, meaning that new ideas 

can be generated (Hanson, 2006, Holloway, 1997).  However, there are some 

disadvantages to focus groups: the group setting may mean that the ideas and 

opinions of the loudest most confident people are heard but not those of the 

quieter people (Holloway, 1997).  In addition, there may a limit to the number of 

issues that can be covered and facilitating focus groups to generate high quality 

data is a skilled activity.  Time constraints may also be a problem as the 

organization, transcription and analysis of focus group data may be time 

consuming (Hanson, 2006).  Lastly, focus groups generally need to be more 

structured than interviews and consequently there is less opportunity to explore 

individual meanings in-depth (Hanson, 2006). 

 

The other option for gathering generated qualitative data is in-depth Interviewing.  

This is probably the most commonly used method in qualitative research.  The 

interview is essentially a conversation that is guided by the needs of the 

researcher (Green and Thorogood, 2009).  Although qualitative interviewing is a 

little like other interview situations (such as a job interview, police interrogation or a 

clinical consultation) in that they all involve the interviewer interacting with the 

interviewee and encouraging disclosure of information key differences exist.  

Qualitative interviews aim to discover the views of the interviewee and 

consequently the interviewer does not tend to use closed questions and the 

interaction is, therefore, more like a conversation than a controlled interview.  This 

allows the interviewer to explore in detail the responses interviewees give to his or 

her questions and allows in-depth understanding of the participant’s views.  
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Different interview formats can be used in qualitative research, these include semi-

structured and unstructured in-depth interviewing techniques (Hanson, 2006).   

 

The advantages of using qualitative interviews to gather data are that the 

researcher is able to spend time, face-to-face with the participant in order to gain 

an in-depth understanding of the participant’s perspective (Ritchie and Lewis, 

2003).  Qualitative interviews are usually done on a one-to-one basis and are 

recorded (either audio or audio-visual recording).  However, if they are not 

recorded, the researcher will take notes during or just after the interview.  No other 

method is able to achieve the same level of in-depth understanding (Hanson, 

2006).   The disadvantages are that it is a time-consuming method that generates 

a lot of data because the researcher does not have control over the data as the 

questions are open ended and the participant may answer as he or she chooses.  

 

Bearing in mind the advantages and disadvantages of focus groups and 

interviewing, the method chosen in this project was interviewing.  The reasons 

being that firstly, in-depth understanding of individual participants’ views is likely to 

be achieved better with interviews and secondly that it may be more difficult to 

organise doctors and nurses to attend a focus group due to their work 

commitments.  Interviews allow more flexibility with regards to time and location 

than focus groups.   

 

The style of interview chosen was face-to-face, semi-structured interviews.  An 

unstructured interview format was not chosen because it was felt that clinicians in 
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primary care would be time-limited.  Therefore, to make the most effective use of 

their time the interviews were given some structure so that key issues could be 

covered.  However, there may be some advantages with an unstructured 

approach as this can allow the participant to develop their own account of the 

important issues. 

 

Semi-structured interviews allow the researcher to set the agenda for the interview 

in relation to the topics that are covered, but remain flexible, allowing the 

responses from the participant to shape the information produced (Green and 

Thorogood, 2009).  When using semi-structured interviews the interviewer has a 

set of questions (the interview guide).  These questions are a guide and it is not 

expected that the same questions will be asked in the same order at each 

interview, rather that this guide will prompt the interviewer to remember the topics 

to be covered.  Different questions can be asked during the interview and the 

interview guide is dynamic and may change during the process of the research 

(Hanson, 2006).  This format allows the interviewer to clarify and explore points 

made by the participant in-depth.  Therefore, the format of semi-structured 

interviews meets the needs of this project, in that the research topic can be the 

focus of the interview but the format will allow flexible and detailed exploration of 

participants’ views within this area.  

 

Face-to-face interviews rather than telephone interviews were chosen, partly 

because the face-to-face situation allows the researcher to pick up visual cues and 

other non-verbal information not possible during a telephone conversation.  In 
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addition, the researcher had not conducted qualitative interviews previously and it 

was felt that in the face-to-face situation it might be easier to build rapport and to 

understand and probe participant responses (using non-verbal and verbal 

information).   

 

 

3.3: The interview guide 
 

The aim of an interview guide is to ensure that the topics that the researcher 

wishes to cover during the interviews can be remembered.  The topics that the 

researcher intends to cover relate to the aims of the research.  

 

The interview guide (see appendix C) was developed using findings from the 

literature review.  An important point to note is that in most quantitative research 

the term insomnia is used (although defined in varying ways between studies) to 

describe a problem with the quantity or quality of sleep, which leads to 

dissatisfaction with sleep.  However, from qualitative research findings (Hislop and 

Arber, 2003b) and from the experience of the researcher in primary care, there is 

limited use of the term ‘insomnia’ within primary care consultations.  Therefore, the 

term ‘sleep problems’ is generally used in place of the term ‘insomnia’.  

 

At the start of the interview guide some simple background questions are asked.  

These include questions about the participant’s current work (number of sessions 

worked and special interests) and how long they had worked in general practice.  
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This information was included as it is helpful to put the interviews into context.  In 

addition, starting with this type of simple question is a way of trying to put the 

participant at ease.  

 

The next section includes open questions about views on the importance of sleep 

and why people may be bothered if they are not sleeping well.  Views on self-

management options such as over-the-counter medication are also covered in this 

section, as is a question exploring clinicians’ feelings about patients presenting to 

them with sleep problems. Questions exploring how sleep relates to work in 

general practice come in the next section.  These include topics such as how 

sleep problems may feature in co-morbid conditions (such as anxiety and 

depression, chronic disease and painful conditions) and when and why the 

participants may enquire about sleep.  Following on from these topics is a vignette. 

 

A vignette is used because this allows exploration of participant thoughts on 

insomnia and treatment of insomnia put within the context of a consultation.  This 

method was not used as a way of determining what actions participants would 

take in the given situation, but as a framework for discussing their views. It is not 

possible to directly relate views or beliefs to actions because what people say they 

do is not necessarily what they actually do (Barter and Renold, 1999).  The 

vignette therefore, is intended to be a way of exploring thought processes around 

the management of insomnia rather than to find out what clinicians would do in the 

given situation.  The vignette was a scenario of a patient presenting with insomnia, 

and was separated into two parts.  The first part was the patient presenting with 
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tiredness and not sleeping, and the question “what would you do in this 

consultation” was asked.  This was designed to elicit the thoughts that participants 

have regarding questions to ask in the clinical history, possible diagnoses that go 

through their mind and any investigations they might think of doing.  The second 

part gave more information about the history and results of tests (which were all 

normal).  The scenario presents a middle-aged woman with isolated sleep 

problems (primary insomnia).  Following part 2 of the scenario, the question “what 

would you do?” is asked again.  The aim of this is to lead into a discussion of 

participant views on management options for sleep problems.  The scenario was 

designed to raise the issue of terminology, for example, what the participant feels 

they would call the problem and how they would record or code the problem in the 

computer notes and the reasons behind this.  This relates to the issue mentioned 

above, regarding the use of the term ‘insomnia’, with research suggesting that this 

term is not generally used within consultations (Hislop and Arber, 2003b). It was 

felt exploring this further would help to understand how insomnia is conceptualised 

within primary care. 

 

Management of sleep problems is discussed further, with questions exploring 

views on hypnotics and other medication to aid sleep.  This relates to findings in 

the literature review suggesting that doctors do not like to prescribe hypnotics and 

that there may be some discordance between patients and doctors in primary care 

regarding prescribing of hypnotics (Hislop and Arber, 2003b, Iliffe et al., 2004, Mah 

and Upshur, 2002).  The questions relating to use of hypnotic medication were 
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asked in order to explore in some depth the views that clinicians in primary care 

have about these medications. 

 

Participant experience of other sleep conditions, such as sleep apnoea, restless 

leg syndrome and snoring are also included in the guide.  The reason for including 

this is that insomnia cannot be seen in isolation from other sleep conditions and 

that research also suggests that there is a lack of awareness of conditions such as 

restless leg syndrome (Hening et al., 2004).   

 

More general questions about feelings and thoughts concerning the management 

of insomnia (or sleep problems) in primary care follow (although this order was not 

always adhered to during the interview process).  Recollections of, and views on, 

sleep-related training received at any point in their career was explored in the next 

section.  Previous work identified in the literature raises the issue that doctor’s 

training in the area of sleep medicine might be inadequate (at undergraduate and 

post-graduate level) and suggests that improving this training might improve 

awareness of sleep conditions (see section 2.4.1.).  

 

Towards the end of the interview a question about whether participants draw on 

their own sleep experiences in their work was asked.  This question was asked 

because the literature suggests that clinicians in primary care may lack formal 

training in, and knowledge of sleep and sleep problems and therefore it is possible 

that their perceptions of these topics may be shaped by personal rather than 

professional experiences and training.  However, this question was considered to 
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be sensitive and for this reason was asked at the end of the interview, by which 

time participants would be expected to feel more at ease and less likely to be 

offended or surprised by this question. 

 

The aim of this work was not to assess the knowledge of participants relating to 

sleep and sleep problems and an effort was made to avoid questions within the 

interview guide that might appear to be testing the participant on their knowledge. 

 

The interview guide was designed and then piloted with a GP working within the 

research centre.  The pilot interview took place within a quiet room in the research 

centre and was recorded using a digital recording device.  Following the pilot 

interview the recording was uploaded onto a computer and opened using software 

(windows media player) and then transcribed verbatim.  The transcript was read 

and checked by the project supervisors to ensure that the interview technique was 

of a reasonable standard (as this was the first qualitative interview the researcher 

had conducted).  Some minor changes were made to the interview guide based on 

the pilot interview (change to wording and adding the question about drawing on 

personal sleep experience in their work).  The interview guide and vignette used in 

the GP interviews is included in appendix C.  In addition, because the roles of 

nurses and doctors in general practice differ (this is discussed in section 3.4) the 

interview guides and vignettes needed to be adapted slightly for the practice 

nurses interviews (see appendix C). 
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3.4:  Recruitment of participants 
 

This section offers an explanation of the sample population chosen, the method of 

sampling used and the process of inviting potential participants to be involved in 

the study.  

 

 

3.4.1:  Sample population 

 

General practice in the UK plays a key role in healthcare provision.  Firstly, every 

citizen can be registered with a GP.  In general practice life-long, confidential 

notes are held on each patient and these include information from general practice 

encounters and encounters with other professionals or services such as 

specialists, accident and emergency or social services for example.  General 

practice has a coordinating function and GPs take overall responsibility for the 

care of their patients and also have a gate-keeping role (responsibility for referring 

patients into appropriate specialist services when needed).  On a day-to-day basis 

GPs see problems that are undifferentiated (in comparison to hospital consultants 

whose patients have usually been referred with an identified problem which comes 

under their area of expertise).  In addition, one of the most important features of 

general practice is treating people who have multiple problems (co-morbidities). 

Other key features of general practice are the personal continuity offered to 

patients and the emphasis on working as a team (Royal College of General 

Practitioners, 2007). 
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Doctors and nurses see patients in a consultation setting, usually on a one-to-one 

basis, although sometimes friends or relatives of the patient will also come into the 

consultation.  The process of a consultation is focused on the patient and the 

problem, or problems, that they present with or have come to see a health 

professional about (Royal College of General Practitioners, 2007).  This is true for 

doctors and nurses, although in primary care in the UK, nurse consultations are 

often undertaken with the aim of on-going chronic disease management or health 

promotion and illness prevention.  The basic stages within a GP consultation 

involve building rapport, listening and actively finding out about the problem that 

the patient presents with, examining (if needed) and making a diagnosis.  

Following this, a management plan and follow-up arrangement are usually made. 

All consultations are different and various models of general practice consultations 

have been developed.  Some of these are discussed in Roger Neighbour’s book; 

‘The Inner Consultation’ (Neighbour, 1987).  The description above is a simplified 

overview of the consultation process in general practice. 

 

Health care professionals differ from lay members of the public in that they have a 

background training and experience of working in health care.  However, they also 

have a life outside their work in health care and will have their own experiences of 

health and illness.  Based on this, health care professionals will have an 

understanding of sleep, sleep problems and insomnia which will be both based on 

their background training and on their own experiences.  
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General practitioners and practice nurses working in Central and Eastern Cheshire 

Primary Care Trust were chosen as potential participants.  The choice of involving 

both doctors and nurses was made in order to explore and compare the views and 

experiences of these professionals.  Nurses have a different role to GPs within 

primary care and their role often focuses on reviewing and management of chronic 

diseases (such as diabetes, cardiovascular disease, asthma and hypertension for 

example), screening (cervical smears) administering vaccinations, performing 

investigations such as spirometry (to assess breathing), electrocardiograms 

(looking at the electrical activity of the heart) and doing dressings and wound 

management.  Much of this work is driven by protocols and does not involve acute 

problems.  However, nurses often have more time to spend with patients and 

therefore patients may feel more able to discuss problems such as sleep in this 

situation.  Sleep problems are also associated with chronic conditions, particularly 

breathing problems.  Therefore, sleep issues may be a factor in chronic disease 

management.  In addition, the role of nurses within primary care is expanding and 

nurse prescribers and nurse practitioners are taking on increasing responsibilities 

in diagnosis and management.   It was therefore considered important to explore 

the views of nurses as well as GPs regarding sleep, sleep problems and insomnia. 

 

The area of Cheshire was chosen for practical and ethical reasons.  Cheshire has 

a number of towns, some of which have city-type deprived neighbourhoods and 

also has rural areas.  The population of Cheshire is slightly older and mixed in 

terms of affluence.  There are no single-handed practices within Cheshire and, in 

general, Cheshire practices are high performing.  The practices chosen in this 
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study had recently been recruited to the research partnership3 and would not have 

had over-involvement in research projects (as may have been the case with the 

other local practices).  In addition, there was the advantage that the researcher did 

not personally know any of the GPs or practice nurses in this are making the 

interview process more straightforward and ethically acceptable.  It is possible that 

participants may answer questions differently or feel more awkward talking to 

someone that they know as a colleague or friend.  For example, the participant 

may not feel as certain about the confidentiality of the interview if the interviewer 

and interviewee know one another and have friends and acquaintances in 

common.   

 

The number of participants was considered at the design stage, with an aim to 

have enough participants to allow for a range of ages and a mix of male and 

female GPs.  The interviews with the nurses would follow the GP interviews and 

be fewer in numbers and it was accepted that the practice nurses were likely to be 

female.   Pragmatic considerations, such as researcher time and the willingness of 

GPs and practice nurses to be involved, were also factors to be considered. 

 

 

 

 
                                            

3 The Keele GP Research Partnership (previously known as the Keele GP Research 
Network) is a partnership between local practices (29 practices as of Spring 2007) and the 
Arthritis UK Primary Care Centre.  The centre makes use of clinical data from these 
practices to support research.  The practices also benefit from support and feedback 
concerning the quality of their data provided by the centre. 
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3.4.2:  Sampling method 

 

The aim of sampling in qualitative research is to not be statistically representative 

of a population but to collect information-rich data (Holloway, 1997).  In general, 

therefore, sampling is purposeful or purposive and participants are selected based 

on characteristics of the population  (Ritchie and Lewis, 2003).  For the purpose of 

this project the criteria of age, gender and location of practice were chosen as 

relevant characteristics. The aim was to include GPs of different ages, both 

genders, and working in practices situated in different types of location (rural and 

urban, affluent and deprived) and to recruit practice nurses from the same 

practices as the GPs.  These characteristics were chosen because it was thought 

likely that there may be some differences in views and experiences between 

women and men, older and younger GPs and GPs working in more rural practices 

and those working in urban practices.   Therefore, by purposefully selecting 

participants and interviewing a diverse group of GPs it was hoped to increase the 

richness of the data produced, increasing the variety of views and allowing 

comparisons between groups. 

 

 

3.4.3:  Inviting participants to be involved 

 

Initially four practices in a mix of affluent and more deprived areas were chosen.   

All the doctors working in these practices were invited to participate.  This was a 

total of 30 GPs.  Initial letters were sent out and if no reply was received a follow-

up letter was sent one month later.  Prior to the GP letters being sent a letter was 
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sent to each practice manager, explaining the project.  This was to aid in 

organising and ensuring protected time for the interviews.  

 

The letters to the GPs included a short explanation of the project and an invitation 

to participate, with an explanation of what would be involved.  This included the 

information that there would be remuneration for their time spent (£50 per hour for 

GPs and £25 per hour for practice nurses).  A reply slip and a stamped addressed 

envelope were also included. The same information was sent out in the reminder 

invitation. A record of invitations sent and replies received was kept in an excel 

spreadsheet on computer.  If a positive reply was received the GP was contacted 

as soon as possible in order to arrange a time for the interview.  Once this time 

was arranged, a confirmation of the time, place and date of the interview with more 

information about the interview process was either sent or emailed to the GP 

(depending on participant preference). 

 

Further participants were needed following the first set of invitations and three 

more practices were chosen and invitations sent out to a further 31 GPs.  After the 

GP interviews were completed invitations were then sent out to practice nurses 

working in the four practices used in the first batch of GP invitations.  The same 

information was sent and the same process was followed for the practice nurse 

invitations as for the GP invitations  (see appendix D for the invitation 

documentation). 
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Table 1: Characteristics of the final sample 

 

 
 
GP = general practitioner.  PN= practice nurse 
Interviews 1-8 with general practitioners 
Interview 9-11 with practice nurses  
Interviews 1 and 9 in same practice 
Interviews 2,3 and 10 in same practice 
Interview 6 and 11 in same practice 
Interviews 4 and 5 in same practice 
 
* Musculoskeletal  

Participant 
pseudonym 
 

Gender Years working 
as GP or PN 

Practice 
location 

Special 
interest 

Full or part-
time 

Dr Joyner M 19 Deprived Research FT 

Dr Horton F 21 Affluent Family 
planning PT 

Dr Cotton F 12 Affluent Education/ 
Training PT 

Dr Green M 9 Deprived Orthopaedic 
medicine FT 

Dr Martins F 11 Deprived Diabetes PT 

Dr Spence F 20 Affluent 
 Palliative care PT 

Dr Atkinson M 8 Affluent 
MSK* 

medicine 
 

FT 

Dr Price M 14 Deprived Immediate 
responding FT 

Nurse Smith F 17 Deprived Chronic 
disease PT 

Nurse Legg F 8 Affluent Chronic 
disease PT 

Nurse Finch F <1yr Affluent 
 

Learning 
disabilities PT 
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3.4.4:  Response to the invitations 

 

This section details the number of invitations sent to GP and practice nurses and 

the replies received from both the initial invitations and the reminder invitations. 

 

In August 2007, 30 invitations were sent out to GPs working within four different 

practices. All GPs within these practices (salaried and partners, full and part-time) 

were included.  Following these invitations three GPs replied ‘yes’ and three 

replied ‘no’.  One month after the first invites a duplicate reminder invite was sent 

to those GPs who had not replied. Following the reminder a further four GPs 

replied ‘yes’ and a further three replied ‘no’.  Therefore, a total of 13 replies were 

received out of 30 invitations, and seven of these agreed to be involved.  In 

addition, one of those GPs who had agreed to be involved had not fully 

understood the purpose of the study and later declined to be interviewed.  

Therefore, a total of six interviews were completed following these invitations. 

 

A further 31 invitations were sent out in October 2007 to GPs working in four more 

practices.  After the first letters one GP had agreed to be involved and two had 

declined.  Following the reminders one month later, a further two GPs agreed to 

be involved and a further six declined.  Therefore, a total of 11 replies were 

received from 31 invitations.  Of these, only three agreed to be involved. Following 

these invitations a further two interviews were conducted. The researcher was not 

able to arrange a time for the third interview due to busy schedules around 

Christmas time.  Therefore, a total of eight GP interviews were completed. 
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The invitations to practice nurses were sent out in June 2009.  All the practice 

nurses (14 in total) working in the four practices chosen for the first set of GP 

invitations were invited to be involved.  Six replies were received, one saying ‘no’ 

and the other five agreeing to be involved.  Reminder invitations were not sent out 

because enough practice nurses had replied and agreed to be involved.  

Response to the invitation was six out 14 with five out 14 agreeing to be involved. 

Three interviews were conducted. A fourth interview had been arranged but 

unfortunately the participant was unwell for several weeks and the interview was 

cancelled. 

 

In summary, GPs were more difficult to recruit than practice nurses.  For the GP 

interviews the reminder invitations were useful and over half of the participants 

responded to the reminders in both batches of invites.  The response to the GP 

invitations sent out towards the end of the year was not as good as the response 

to the earlier invites.  The difficulty recruiting GPs to this study is discussed in 

section 7.2.2.  The table below summarizes the participant recruitment process. 
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Table 2:  GP and practice nurse responses to the invitations. 

 

 

August 
2007 GP 
Invitations 

Number of 
invites 

Number of 
‘yes’ replies 

Number of 
‘no’ replies 

Total number 
of replies 

Number that 
did not reply 

Initial 
invitations 30 3 3 6  

Reminder 
invitations (24) 4 3 7  

Total 30 7 6 13 17 

October 
2007 GP 
invitations 

     

Initial 
invitations 31 1 2 3  

Reminder 
invitations (28) 2 6 8  

Total 31 3 8 11 20 

June 2009 
Practice 
Nurse 
invitations 

14 5 1 6 8 
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3.5:  Conducting the interviews 
 

The interviews were conducted in a place convenient for the participant, which 

was usually their place of work but occasionally their home.  Prior to the interview, 

participants were asked to read and sign the consent form and were also given 

their claim form (consent form in appendix D).   Each interview was recorded using 

a small digital voice-recording machine placed between the interviewer and the 

participant.  The estimated time for each interview, based on the pilot interview 

was around 45 minutes.  The researcher completed all the interviews.  At the end 

of each interview the participant was asked if they were still happy for their 

interview to be included in the project, in line with the principles of informed 

consent (Hanson, 2006).  As soon as possible following the interviews the 

researcher recorded hand-written field notes.  These notes consisted of reflections 

on the interview process - including arranging the interview, getting to the interview 

venue, the environment in which the interview was conducted, overall feelings 

about the interview and any relevant conversation that occurred after the recording 

device was switched off. The aim of recording these notes was to aid the memory 

of the researcher and enable the context of the interview relating to the participant, 

the setting and associated feelings of the researcher to be recalled.  The field 

notes were later typed up and saved on a computer and the paper notes were also 

retained. 
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3.6:  Data preparation 
 

Each interview was recorded, using a digital voice-recorder and the data was then 

uploaded onto a computer.  Each interview was then listened to and transcribed 

verbatim.  The researcher transcribed the GPs interviews and a professional 

transcriber transcribed the nurse interviews. Those interviews not transcribed by 

the researcher were listened to in full by the researcher while reading the 

transcription and corrections and additions made.    

 

Full transcription was done, which included repetitions, incomplete sentences and 

hesitation sounds such as um, er and ah.  The reason for recording this 

information into the transcript was to represent the interviews as accurately as 

possible.   Any external interruptions to the interview were noted in double 

brackets  ((  )), and any sections of the recording that could not be deciphered 

were noted as ((unintelligible)).  Non-verbal parts of the conversation (such as 

laughing or sighing) and any explanations to the text added by the author were 

recorded in brackets (  ).  Pauses were recorded using three full stops.   In 

addition, to avoid breaking the flow of the conversation as transcribed, square 

brackets were used to denote a small comment (such as ‘yes’) made by the 

interviewer within the respondents reply [  ]. 

 

The process of transcription is considered by some to be an important part of the 

analytical process and it is considered helpful if the person doing the interviews 

also does the transcription.  Transcription is a complex process whereby spoken 
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language is translated into written text and as such involves a significant amount 

of interpretation (Hanson, 2006).  This interpretation might include being able to 

decipher difficult phrases, to explain meanings of certain words used within the 

interview, to put into context external disruptions and explain these within the 

transcript.  In addition, choices may be made to emphasize words or miss out 

pauses in order to capture the flow and meaning of the spoken words (Hanson, 

2006).  It follows, therefore, that the person who has conducted the interview and 

knows the context in which it was set is in the strongest position to be able to 

retain the meaning and context of the interview during the process of transcription. 

In addition to the interpretative advantages, the process of transcribing also allows 

the researcher to become familiar with the data.  It enables them to think about 

interviewing style, to reflect on things that may not have been picked up on during 

the interviews and to reflect on any sections that are particularly interesting 

(Bazeley, 2007, Hanson, 2006). 

 

For the reasons mentioned above, the researcher chose to transcribe the 

interviews with GPs, and ideally wanted to do all the transcription.  However, the 

three nurse interviews were transcribed professionally for pragmatic reasons, and 

the researcher listened to each of these interviews with the transcriptions soon 

after the interviews were conducted.  
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3.7:  Data management and analysis 
 

The management and analysis of data in qualitative research are very much linked 

together, and a key part of these processes is coding.  Coding breaks the textual 

data down into manageable units, which can be organized, retrieved and then 

interpreted (Coffey and Atkinson, 1999). During the coding process the data is 

broken down into segments, and each segment is given a label (or put into a 

category) (Bazeley, 2007), these data units may fit into more than one category.  

Initially each individual transcript needs to be read and coded and at this point, 

concepts about the data start to be developed within the codes.  However, an 

important part of qualitative data analysis is comparing and contrasting between 

participants – rather than simply looking at each individual separately.  Coding 

each individual transcript allows categories to develop; segments of data fitting 

into the same categories can be retrieved from all transcripts (where mentioned) 

and this allows comparisons, contrasts and patterns to be identified (Richards, 

2005).   The process of storing and organizing the coded units of data can be 

carried out by hand. The coded data units can be cut out and stored using index 

cards to allow retrieval.  However, computers have made the process of managing 

qualitative data easier and there are a number of software programs designed for 

use in qualitative data analysis.   Although computer-aided analysis can make the 

manipulation of data much quicker and easier it will not interpret the data in any 

way.  In this study a software program called NVivo is used to manage the data 

during the analysis process. 
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There are many different approaches to analyzing qualitative data.  These include 

narrative analysis, grounded theory methodology and also thematic analysis. 

Narrative analysis includes a number of different methodological approaches.  

However, these are generally sensitive to the sequence within the stories that 

people tell.  Narrative analysis also places emphasis on how people make sense 

of what has happened rather than on simply what has happened (Bryman, 2004). 

Although narrative analysis has been used a lot for life histories it can also be 

used in an interview setting. Emphasizing stories within textual data allows 

consideration of how people order and recount experiences and also why certain 

things are remembered and recounted.  Keeping the context and the sequence of 

the story is important in narrative analysis and one of the advantages of this 

approach is that the context of the data is more likely to be retained.  One common 

criticism of coding in qualitative data is that breaking the data down into small 

segments can mean that the data is taken out of context and the flow of the story 

as told by the participant is lost.  These problems are less likely using a narrative 

approach (Bryman, 2004, Coffey and Atkinson, 1999). Narrative analysis, 

therefore can be more representative of the participants’ perspectives than some 

other methods (Green and Thorogood, 2009). 

 

Grounded theory methodology is also a commonly used method within qualitative 

data analysis.  This approach is cyclical and data collection, coding and analysis 

occur simultaneously and constantly refer back to each other (known as an 

iterative process). The use of coding is also an important part of grounded theory; 

coding starts as soon as data is collected and the codes are developed from the 
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way the researcher interprets the data. Through the process of coding, concepts 

and categories emerge from the data.  Data analysis occurs by collecting data and 

constantly comparing it to the categories that are being described. Theoretical 

saturation is another concept of grounded theory.  Saturation occurs when 

subsequent data collection is revealing no new information about a category. Not 

surprisingly, this approach can be time-consuming and is more complex than 

approaches such as thematic content analysis (Green and Thorogood, 2009). 

 

Thematic content analysis, which is commonly used within a health care setting, 

was the chosen approach for this study.  This method involves breaking down the 

data into categories or ‘themes’ that allow comparison and summarization of the 

different respondents accounts. However, while thematic content analysis may be 

primarily descriptive it can also be taken further to draw out the meaning and 

identify relationships between different themes (Green and Thorogood, 2009).   

The reasons for choosing this method rather than the others discussed above 

include pragmatic reasons.  It was felt that using a truly iterative methodology 

based on grounded theory would be too time-consuming, especially considering 

the difficulties with recruitment which would have meant that achieving data 

saturation could take a very long time and be a lot of work.  In addition, the type of 

data gathered in the form of semi-structured interviews from clinicians in primary 

care was not naturally suited to a narrative style of analysis.  This was partly due 

to the format of the interview schedule, which was guided by topics for discussion, 

thereby creating some a priori themes rather than including very open questions 

encouraging stories to emerge.  This format was chosen for pragmatic reasons 
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with the view that clinicians in primary care would have limited time to spare for 

these interviews and that in order to cover the important topics in a short time the 

interview would need to be guided rather than be a more open discussion.  This 

assumption was generally correct and for many of the GP participants there was 

considerable time constraint at work and their answers to questions tended to be 

concise and to the point and not in the form of stories.   The aim of the study was 

not to explore participants’ personal experiences of sleep in any detail (which 

would possibly be suited to narrative data collection methods and narrative 

analysis) but rather to explore attitudes and perceptions of sleep in relation to work 

in general practice and to understand the basis for these.  It was felt that this aim 

was better suited to a thematic style of analysis.    

 

The process of analysis during this study started at the stage of transcription as 

the researcher became familiar with the data.  Both initial transcribing of the GP 

interviews and listening and checking of the nurse interview transcriptions was 

important in this process.   The interview transcripts were read in detail and coded.  

This involved going through each interview and breaking down the text into 

segments.  The interviews with GPs were coded first.  Each segment was 

considered and given a code.  Some of the codes originated from the research 

questions used in the interview guide while some emerged from the data.  

Examples of codes that came from the questions in the interview schedule 

included ‘consequences of poor sleep’ (meaning participants’ perceptions of the 

consequences or poor sleep) and another was ‘triggers for consultations’ 

(meaning the factors that clinicians felt might trigger patients to come to see them 
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about sleep).  Both of these codes related directly to questions within the interview 

schedule.   Whereas other codes such as ‘expectations of sleep’ (a code including 

comments made within interviews about the importance of patient sleep 

expectations) and ‘medicalizing’ (referring to comments made by clinicians about 

whether sleep is a medical problem) came from the raw data.   After the initial 

coding was complete there were 44 categories or different codes for the GP 

interviews.  These codes were then linked into summary codes, with related codes 

being brought together into summary categories or tree nodes (as termed in the 

NVivo program that was used).  The summary code titles were:  ‘co-morbidity’, 

‘consultations on sleep’, ‘perceptions and meanings’, ‘socio-demographic factors’, 

‘sources and information’ and ‘treatment’.  Some codes did not fit into any of these 

categories (such as the code ‘patient examples used’) and these codes were left 

together as a miscellaneous group (called ‘free nodes’ in NVivo).  The same 

process was carried out for the practice nurse interviews.  While some new codes 

came out of the data from the practice nurse interviews such as ‘policies and 

guidelines’ referring to comments from practice nurses about policies and 

guidelines in relations to sleep management and ‘pass the buck’ referring to 

references made by practice nurses about being able to pass the responsibility for 

sleep problems onto GPs) many codes were similar.  The codes for the practice 

nurse interviews were categorized in a similar manner but kept separate from the 

GP codes.  This allowed the data to be analyzed separately for the GPs and the 

practice nurses.  The reasons for analyzing the GP and practice nurse data 

separately are discussed in section 5.1. 
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The process of bringing together linked categories allowed the researcher to start 

comparing the responses made by the different participants within these linked 

categories, which then enabled the researcher to draw out common themes and 

identify different viewpoints.  For example, one of the categories created was titled 

‘consultations on sleep’ and within this category were codes including ‘barriers to 

asking about sleep’, ‘feelings about dealing with sleep’, ‘use of sleep history in 

consultations’, ‘presentation of sleep consultations’, ‘triggers for sleep 

consultations’ and ‘patient groups likely to consult about sleep’.  Firstly, it was 

possible to draw out themes relating to participants views on consultations about 

sleep.  A common theme that emerged here was that participants found dealing 

with sleep challenging.  A common reason for this was that they felt they had no 

good solution to offer to patients.  Also from this category, themes relating to 

approaches that the participants may take towards sleep problems emerged.  

These themes included “finding a cause for the sleep problem”, ‘normalizing the 

sleep problem’ and ‘avoiding the subject’.   Therefore, the process of coding and 

categorizing the data allowed the researcher to compare the responses of different 

participants and draw out themes from the data.  These themes were not pre-

determined but emerged from the interview data. 

 

The principal researcher carried out the processes of coding and data analysis 

alone. This researcher is a GP who had little previous experience of qualitative 

research.  This presents two issues.  Firstly, the fact that the researcher worked 

alone and was inexperienced raises the issue of whether the data was managed 

and analyzed in a reliable manner. The second issue relates to possible ‘shared 
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conceptual blindness’ in which the shared understanding of the researcher and the 

participants (all working as clinicians in primary care) can lead to the views of the 

researcher controlling the interpretation process (Coar and Sim, 2006) rather than 

allowing themes to emerge based on the views from the participants.   In order to 

manage these potential problems, two experienced qualitative researchers 

supervised the study. The supervisors, who are not primary care clinicians, were 

involved in overseeing the data management and analysis.   During discussions 

around the creation of codes, categories and emerging concepts the supervisors 

tested the justifications of the analytical choices made.  This process improved the 

trustworthiness of the interpretation process. 

 

 

3.8:  Ethics 
 

The Central Cheshire NHS Research Ethics Committee granted ethical approval 

(see appendix E) for this project (reference number: 06/Q1503/37) and it was 

necessary for the researcher to have an honorary contract with Central Cheshire 

PCT (later Central and Eastern Cheshire PCT due to a merger) in order to conduct 

the interviews.  Potential participants were invited by post, therefore no pressure to 

be involved was exerted.  Information about the study was provided to 

participants, consent forms were completed before each interview and participants 

were also asked at the end of interviews if they were still happy for their interview 

to be included.  Transcripts are anonymised, thus ensuring confidentiality and will 

be kept for a limited period of time (7 years after completion of the study).  Specific 
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ethical issues around interviewing fellow GPs and practice nurses were also 

considered, for example, what to do if a GP or nurse discloses information about 

which the researcher is concerned.  This may be either work related or personal 

information that causes concern regarding their fitness to practice.  It is possible 

that an interview with another GP may make the participant more ready to disclose 

sensitive information as they may feel another GP would understand.  It was 

decided that if this occurred then discussing the issues with the supervising team 

and if necessary with a Medical Defence Organisation would be appropriate.  

However, in the event none of these problems were encountered. 
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Chapter 4: Findings from the GP interviews 

 

4.1:  Introduction 
 

The aim of this research is to explore the views of health care professionals in 

primary care relating to sleep, insomnia (sleep problems), and treatment of 

insomnia in the context of their work in general practice.   Sleep and sleep 

problems have been the focus of extensive research in recent years, yet treatment 

of insomnia has remained the same for decades.  In addition, literature suggests 

that primary care physicians are often unaware of sleep problems among their 

patients.  This study aims to explore the views held by health care professionals 

on this topic and to understand the basis for these views.   With this aim in mind, 

semi-structured interviews were conducted with GPs and practice nurses (as 

described in chapter 3) working in primary care practices within Cheshire.  The 

following chapter presents findings from the eight GP interviews.  Two main 

themes were identified. 

 

The first theme involves the participants’ views and feelings about consultations 

for sleep problems and the reasons behind these views.  Following this, possible 

approaches that GPs may use to cope with ‘sleep problem’ consultations are 

proposed.  The second theme considered is the perceived impact of sleep 

problems.  Within this theme, issues around the perceived consequences of sleep 

problems, sleep problems and co-morbid conditions and questions around sleep 
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problems as ‘medical problems’ are considered.   Within this section possible 

explanations and contributing factors for the findings are also discussed. 

 

 

4.2: Sleep consultations as problematic consultations 
 

Eight doctors took part in this study and, as might be expected, the views that they 

held about sleep consultations varied.  However, a common theme was that sleep 

consultations are not that easy to deal with.  This section explores this theme and 

the reasons why sleep consultations were considered difficult and goes on to 

consider coping strategies that GPs describe using. 

 

Dr Jim Joyner: 
I do find sleep individually difficult to deal with, but I am sure we will come onto that 
later. 
 
Interviewer: 
From that point of view why? 
 
Dr Jim Joyner: 
I don’t have a great way of telling people to go to sleep. Oh “just go to sleep and it’ll be 
fine” and there’s no issue. It is not easy to help somebody to improve their sleep habit. 
 
 

Dr Green describes similar difficulties in the following quotation. 

 

Dr George Green: 
Hum, I find it stressful a little bit, because unless you find some underlying cause … 
there’s very little that you can offer other than hypnotics that you don’t want to offer.  So 
I’m always thinking oh gosh what am I going to do with this patient.  So, yeah they’re not 
my favourite consultation. 
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These doctors describe feelings of being unable to help with sleep problems and a 

consequent feeling that they have a difficulty meeting the needs of the patient who 

has come. Dr Spence describes similar feelings. 

 

Dr Sara Spence: 
I think it has been a heart sink thing hasn’t it, “Oh I can’t sleep doctor”. 
 
Interviewer: 
Yes, but why? 
 
Dr Sara Spence: 
It’s only usually because it’s something that you feel you can’t fix easily for them 
probably. 
 
 

The feelings of helplessness (of not being able to sort out the problem) and 

general negativity in some ways mirror feelings doctors report when seeing 

patients with medically unexplained symptoms (Wileman et al., 2002).4 However, 

the problems encountered with medically unexplained symptoms are more 

complex. For example, there may be great difficulty reaching a shared 

understanding of the problem, with the patient believing there is a physical cause 

and the doctor believing there is a psychological cause.   In previous research 

GPs describe negative feelings towards patients with medically unexplained 

symptoms, using terms such as ‘heartsink’ and ‘frustrating’ to describe these 

patients (Wileman et al., 2002).   One interesting difference here is that Dr Spence 

describes the problem (sleep problem) as a “heart-sink thing”, not the patient as a 

heart-sink patient. This suggests that there is an important distinction between the 
                                            

4 Medically unexplained symptoms are physical symptoms that appear to be unrelated to 
any organic pathology.  These symptoms are therefore often attributed to psychological 
and emotional factors.  
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problem (difficulty sleeping) being the cause of the heart-sink feeling rather than 

the patient (as is described of patients with medically unexplained symptoms). 

However, the similarity between dealing with medically unexplained symptoms and 

sleep problems lies in the doctor’s perception that he or she is unable to help, and 

the consequent feelings of powerlessness. 

 

Dr Horton describes a dislike of consultations about sleep problems because of 

experiences of feeling pressurized into prescribing hypnotics.   

 

Dr Helen Horton: 
Some of my most strident folk about sleep are men, which, I don’t know if that’s typical. 
But I, I find that I can more usually talk to the women about other things that they can do 
and they will … possibly not be very happy but they won’t tell me that and they’ll shuffle 
off without sleeping tablets an, an I have a few men who consistently back me into a corner 
and end up with sleeping tablets, which I don’t approve of. 
 
 

This concern about discordance between patient and GP regarding expectations 

of hypnotic prescriptions was only mentioned by the one GP (above).  Other 

participants describe various coping strategies that can help avoid conflict over 

prescribing hypnotics.  These include offering an explanation about the problems 

associated with hypnotics, being willing to offer a short-term only prescription and 

using an alternative sedative drug such as amitriptyline. 

 

Interviewer: 
So you don’t feel a sort of pressure from patients to prescribe? 
 
Dr Alan Atkinson: 
No, but I think my  .. most don’t have it. I think It’s a bit like antibiotics isn’t it – do I feel 
under pressure from my patient’s to give antibiotics – I don’t really, I haven’t done for 
several years.  I think people’s perception has changed and people’s perception of drugs 
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has changed, and I don’t think that most of the patient’s that come with symptoms we 
might think they want antibiotics for, actually want antibiotics if you ask them. I think if 
they think that you don’t need the antibiotics .. the doctor thinks they don’t need antibiotics 
most of them are quite happy not having antibiotics and I think the temazepam is probably 
similar.  Erm, so I don’t feel under huge pressure, because I think it’s just .. if you’re 
giving people honest advice and say “in my experience at this stage I don’t think it’s going 
to be that helpful, if really want some you can have it, but I just don’t think it’s going to be 
that helpful” most people say” OK I don’t want it”. 
 

~~~~~ 

 
Interviewer: 
So you’re not very strict on them (hypnotics) but they don’t go on a repeat, is that the…? 
 
Dr Mina Martins: 
Yeah, yeah, that’s right, they don’t go on a repeat and I don’t give many. But on the other 
hand you see benzodiazepines are very very well tolerated, especially for anxiety, I don’t 
know about sleep, but for anxiety they work darned well, right there and then, and if 
somebody just has them in their hand er, they feel much better. 
 

~~~~~ 

 
Interviewer: 
And on that would you ever prescribe anything other than hypnotics to help people sleep? 
 
Dr Sara Spence 
Yes, sometimes just use 10mg of amitriptyline. 
 
Interviewer: 
OK, would you say you do that more often than prescribing a hypnotic? 
 
Dr Sara Spence: 
I wouldn’t say I do it more often, I know some of my partners do, I think it’s, I think they 
slip into the ‘must prescribe something’ may be it’s because we did the .. we tried to 
tighten up on the prescription of hypnotics and it’s not.. it’s frowned upon really 
prescribing hypnotics, so amitriptyline feels a bit safer and a bit better, but it’s not at all, 
you know .. 
 
 

However, the literature suggests that patients and GPs do have differing views on 

the use of hypnotics. Patients using hypnotics perceive more benefit from these 
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medications than GPs who prescribe them (Dyas et al., 2010, Mah and Upshur, 

2002).  In addition, Dyas et al (2010) report that clinicians often find consultations 

about sleep difficult and feel a pressure to agree to a hypnotic prescription, 

indicating that although only one GP in these interviews described a dislike of 

sleep consultations due to feeling pressure to prescribe hypnotics this may not be 

uncommon among prescribers. 

 

Another reason why doctors may find dealing with sleep problems difficult is the 

time that this may take.  

 

Dr Sara Spence: 
I think that, you know, you don’t ask them about everything because you’ve only got a 10-
minute consultation.  And over a period of time you get to know people don’t you. If you 
know somebody has had a problem you might bring it up but you don’t want to open ... 
 
Interviewer: 
A whole can of worms 
 
Dr Sara Spence: 
A whole can of worms that’s going to take you another 20 minutes if they’ve come in with 
something else. 
 
 

The problem of time management in general practice relates to the fact that most 

GP consultations only have a 10-minute slot, and in this time the patient needs to 

be seen and also the notes need to be written.  In addition, as suggested in the 

excerpt above, the sleep problem may not be the only reason that the patient has 

consulted, making time even more of an issue. 
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Overall, consultations about sleep problems were not generally liked by GPs 

because of a perception that there is not a lot that they can do.   This puts the GP 

in a difficult position because they may feel patients have an expectation that as 

the GP they will be able to help and sort out their problem, whereas the reality is 

that GPs feel they have no answers to the problem.  This may leave feelings of 

dissatisfaction for both the patient and the GP.  For the GP, they may have a 

feeling that they should have answers and it may be difficult to say, “I don’t know 

how to help you”.  The role of a GP as an ‘expert’ to whom patients turn for advice 

and treatment may imply self-imposed pressure to be in control, to have solutions 

to problems and to instil confidence in patients by appearing knowledgeable and 

informed.   Therefore to say “I don’t know how to help you” may make the GP feel 

inadequate or incapable. The patient may be dissatisfied with the consultation 

because the GP has not been able to meet their needs and provide a solution for 

their sleep problem. 

 

Clearly, for some participants, consultations about sleep are difficult and the next 

section considers how GPs may approach sleep problems when they feel they are 

time-limited and they have no good solution to offer their patients.  

 

 

4.3:  GP approaches to sleep problems 
 

Three approaches that GPs may take towards sleep problems in consultations 

emerged from the data and are identified in the following section.   These three 
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approaches are:  finding a cause for the sleep problem, normalizing the sleep 

problem and avoiding the sleep problem. 

 

 

4.3.1:  Finding a cause for the sleep problem 

 

The first way of dealing with the difficulties of sleep problems may be to try and 

always find an underlying cause for the sleep problems that can be treated.  For 

example, when considering the vignette (see appendix C) a number of GPs 

expressed the view that it was unusual to have just a sleep problem and that the 

woman in the vignette was likely to have an underlying mood problem.  Therefore, 

even though the vignette stated she had no anxiety or depression some GPs felt 

that this could not, in reality, be ruled out.  Some respondents still felt the 

diagnosis was likely to be depression, showing disbelief in the idea that sleep 

problems can occur in isolation or can be an independent diagnosis. Attributing 

sleep problems to depression or anxiety does provide treatment options 

(antidepressants for example) and may be one strategy that GPs use when 

approaching sleep problems.  This is illustrated in the quotation below, which is 

part of the conversation discussing part 2 of the vignette. 

 

Dr Patrick Price: 
So, yes, nothing environmental or physical … err, I think a lot of the time I’d probably try 
and push towards thinking that it could be depression and thinking about a sedating 
antidepressant [yep], almost rather than giving sleeping tablets.  I mean, the sleep’s not 
something I’ve always thought much about, I mean the specific thing, and as I say, I 
suppose there’s often something environmental, menopausal, depression, you know, stress 
or depression wise so , I don’t know how many .. don’t know what the evidence shows 
people actually having an isolated sleep problem really. 
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Interviewer: 
So you would kind of expect to find something else, one way or another? 
 
Dr Patrick Price: 
I think so, but whether that’s just me trying to find some pigeonhole I can put her into?   
 
 

Dr Price was not alone in commenting that depression was the likely reason that 

the woman in the scenario was not sleeping.  Several other respondents made a 

similar comment. It is possible that due to the perception that ‘not much can be 

done for sleep problems’ GPs feel the important agenda is to identify another 

cause and treat this.  However, it can be argued that sleep problems or insomnia 

may be seen as a diagnosis and as a condition which can be treated, both in the 

context of primary and co-morbid insomnia (Harvey, 2001) (as discussed in 

section 1.3).  There is also epidemiological evidence that primary insomnia does 

occur (Ohayon, 2002) and classification systems such as the DSM-IV (diagnostic 

and statistical manual of mental disorders) include a category for primary insomnia 

(Morrison, 1995).  In addition, one of the differences reported by Dyas et al (2010) 

between clinician and patient experiences is that patients talk about sleep 

problems in terms of the serious negative impact of the condition, whereas the 

clinicians talk about sleep problems in terms of causes.  It is possible that the 

general focus on a potential underlying cause means that the actual sleep issue 

(which may be what is important to the patient) is sidelined and not explored or 

acknowledged.  

 

The reason GPs may not be aware of primary insomnia could, in part, be 

explained by the lack of training that doctors receive about sleep and sleep 
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disorders.  When asked about previous training (both undergraduate and post-

graduate) some GPs could not remember having had any training in sleep or sleep 

disorders.  

 

Interviewer: 
From medical school can you remember having any specific teaching about sleep, or sleep 
problems? 
 
Dr Charlotte Cotton: 
No, no, I probably just read an article about it probably, but I can’t remember where, don’t 
ask me. 
 
 

Dr Horton gives a similar answer in the following quotation. 

 

Dr Helen Horton: 
My, my, my training on sleep in hospitals was give them more sleeping tablets for Gods 
sake otherwise you’ll get woken up at night. I was just told that on the first day as a house 
job just put them all on sleeping tablets cause otherwise you’ll get woken at night – that’s 
the training I had in hospitals. 
 
 

In contrast, Dr Atkinson can recall some teaching he had on sleep problems when 

working in paediatrics, described in the quotation below.  However, he also makes 

the point that sleep was “never a focus”.  

 

Interviewer: 
Have you had … can you think of either undergraduate or postgraduate, any sort of 
training that you’ve had about sleep, about the process of sleep, about sleep problems? 
 
Dr Alan Atkinson: 
Yeah, I can but when I’m not sure.  I think I probably did something in paeds (paediatrics), 
whether it was a talk from a registrar or something on night terrors and all that sort of 
thing, [oh OK] erm not that I can remember much of it.  Other than that on sleep, it was 
never a focus, it was never a main focus of anything. It was mentioned in psychiatry as a 
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symptom of depression, but I can’t remember it ever being a main focus. There was never 
a module on sleep or erm,  that I can recall. 
 
 

It is possible that the lack of training regarding sleep and sleep problems in 

medical school (and thereafter) contributes to the lack of awareness among GPs 

towards insomnia as a primary problem.  In addition, the fact that sleep problems 

have been successfully taught as part of the criteria for diagnosing depression 

(which is recalled by a number of GPs) may explain why some participants take 

the view that sleep problems almost have to be linked to mood disturbance if no 

other cause is found.  GP concepts of sleep problems (insomnia) seem to have 

been established in medical training in the context of other conditions and not as a 

significant independent problem warranting treatment.  

 

 

4.3.2:  Normalizing  

 

The second way that sleep problems can be approached is by normalizing them 

(taking them to be a normal experience). This seems to be more accepted for the 

elderly with sleep problems. A common theme among respondents was that 

people need less sleep when they get older. In addition, several respondents 

commented that the elderly who consult about sleep problems have unrealistic 

expectations of sleep and that an educational approach to ‘realign’ expectations 

could help in this situation.  These findings are highlighted in the two quotations 

below. 
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Dr Charlotte Cotton: 
I think it depends how old somebody is, cause I think you have to expect first of all that 
they’ve got unrealistic expectations themselves of what their sleep should be.  I think, you 
know, if you get people who come in here and they’re 70 and they’re thinking they should 
be sleeping for hours and hours every night, you know nine hours a night and they’re only 
getting six and they think they’ve got insomnia.  I think you have to realign that thinking to 
where they perhaps should be. 
 
 

~~~~~ 

 

Dr Helen Horton: 
The people who actually come about sleep are usually older and one of the things that I say 
to them then which isn’t on the sleep sheet is, actually you need less sleep when you are 
older er, you know, if they’re sort of 70 and they’re still expecting to sleep eight hours a 
night solid,  I say actually, you know, most 70 yr olds don’t sleep eight hours a night solid 
and, you know, expecting to is unrealistic. 
 
 

The GPs above appear to feel that sleeping less is a normal part of aging and that 

older patients who complain of sleep problems may have unrealistic expectations 

of the duration of their sleep.   There is evidence that people gradually sleep less, 

as they get older, with sleep time decreasing in the adult population until around 

60 years of age (Ohayon et al., 2004).   In addition, recent research suggests that 

older people may need less sleep in order to function and not feel sleepy in the 

daytime (Dijk et al., 2010).  Therefore, the views held by these GPs are not 

necessarily incorrect.  However, it is also important to note that although insomnia 

has been found to be more common in older adults this is likely to be linked to the 

increase in co-morbidity and medication use in this population and that it is not 

normal for older or younger people to complain of sleep problems and feel tired in 

the daytime.  In addition, epidemiological research indicates that while prevalence 

of insomnia indeed increases with age, the healthy elderly sleep just as well as the 
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younger population (Ohayon, 2002).  Therefore, it is necessary to explore sleep 

patterns and daytime symptoms in older patients who are complaining of poor 

sleep before assuming that they have unrealistic expectations of sleep.   There 

may be a risk that GPs dismiss sleep problems in older people too quickly without 

fully understanding the patient’s problems. Hislop and Arber (2003b), for example, 

found that the women in their study considered talking to a GP about a sleep 

problem to be a last resort.  Other research also suggests that those individuals 

who get to the point of discussing sleep problems with a doctor are those 

experiencing more severe symptoms (See section 2.2).  In addition, Dyas et al, 

(2010) report that many patients in their study felt that clinicians either belittle 

sleep problems or wrongly attribute them to age (Dyas et al., 2010).  Therefore, 

while some older people with sleep problems may benefit from understanding that 

they may have a ‘reduced need for sleep’ this is unlikely to be applicable to the 

majority of older people who see their GP about sleep related issues.  

 

Two GPs comment on differences in tolerance of sleep problems, and their 

perception seems to be that older people are more tolerant of sleep problems 

because of their less demanding social roles and opportunity to rest if needed. 

 

Dr Sara Spence: 
Age, I think, often the elderly do have sleep problems, but they don’t often .. they manage, 
deal with it because they haven’t got to get up. It’s people who are going out to work and 
have to get up the next day and function who tend to be more .. get more uptight about it, 
the not being able to sleep becomes a big thing. Well, I have some people who have got 
really anxious and sleep .. not sleeping’s part of it and if they’re off sick, off work because 
of it then they’ll say I don’t need, don’t give me, it’s alright I don’t need any night sedation 
cause I don’t have to get up and go to work the next the day.  I’m quite happy to wait for 
things to settle down.  It’s the having to go to work the next day that’s a big thing. 
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Dr Alan Atkinson: 
I seem to feel that the elderly are more accepting of lots of things and lots of ailments 
cause that’s what being elderly is about to some degree isn’t it, and so they can’t sleep, it’s 
just another burden that they put up with. Whereas, you know, a 36 year old with a young 
family and a busy project at work probably isn’t going to put up with it. 
 
 

The comment by Dr Atkinson that the elderly are more accepting and that is “what 

being elderly is about” also suggests he holds the view that it is normal for older 

people to have to put up with symptoms such as poor sleep.  However, these 

comments also suggest these GPs perceive that older people normalize their own 

sleep problems too. 

 

 

4.3.3:  Avoidance 

 

The third strategy identified is avoidance i.e. just not asking about the problem.  Dr 

Martins was the only GP to explicitly say that she prefers to avoid asking about 

sleep problems because she does not have a solution.  

 

Dr Mina Martins: 
Well, if I suspected they were depressed and I ask people if they’ve got asthma and you 
know er and also if they’ve got congestive cardiac failure and stuff like that.  If they’ve got 
an illness I’ll say, oh well how do you sleep but I suppose I do ask but I don’t really want 
to get into, you know, asking people about their sleep because if I can’t do anything … I 
don’t feel … I have this impression that I can’t do much about it so I don’t want to … I 
don’t wanna go there really. 
 

However, some of the participants commented that they never ask about sleep 

problems and others claimed that they would ask about sleep, but only in the 
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presence of other conditions (depression and anxiety being the most commonly 

mentioned).  

 

Interviewer: 
Do you ask people about their sleep at all, are there any situations when you would? 
 
Dr George Green: 
Erm, no I don’t actually, and an I tell you I’ve stopped asking directly with depressed 
patients because of these PHQ-9s ((Patient Health Questionnaire – 9 used for monitoring 
symptoms of depression. It is widely used in primary care)). 
 

~~~~~ 

 

Interviewer: 
And do you find you ask people about their sleep at all? 
 
Dr Sara Spence: 
I do always if it’s, if I feel they’re erm, anxious or depressed, I wouldn’t if they came about 
something else, I wouldn’t automatically ask them about their sleep. 
 
 

Several of the participants agreed that they might ask about sleep in the context of 

pain e.g. a painful knee or back pain but interestingly, only one mentioned asking 

about sleep in the context of cardiac or respiratory illnesses such as asthma or 

heart failure, and only one mentioned asking obese patients about sleep as a 

screen for sleep apnoea.  This suggests that, even in the context of co-morbid 

conditions associated with poor sleep, actually asking about sleep may often not 

be considered by GPs.   This is in contrast to the results of previous research 

which suggests that, for example around half of French GPs claim to always ask 

patients about sleep, and that around 70% of US primary care physicians view 

enquiry about sleep to be necessary in order to fully evaluate each patient (Leger 
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et al., 2005, Papp et al., 2002).  However, these studies are not from the UK and 

there are likely to be differing cultural attitudes towards sleep and sleep problems 

between countries and continents and it is possible that more awareness of sleep 

and sleep problems exists in the USA and France than in England. 

 

It appears that participants in this study do not tend ask about sleep problems, 

except in specific situations such as in the context of depression and painful 

conditions.  This may not be consciously avoiding the topic, however the fact that 

GPs find sleep problems difficult to solve is likely to mean they may not actively 

choose to discuss the topic unless it is in the context of another co-morbid 

condition.  In this situation there is likely to be a solution or treatment option 

relating to the other condition (whether this is antidepressants or analgesia for 

pain) that can be offered.  In addition, lack of training received and the fact that 

sleep problems were taught most memorably in the context of depression may 

also help to explain why GPs do not feel any clinical need to routinely enquire 

about sleep.  

 

 

4.3.4: Summary 

 

In summary, the participants had fairly negative feelings about consultations 

concerning sleep problems. The main issue that participants worried about was 

not knowing how to help or feeling that they could not do anything.  Emerging from 

this are possible approaches that GPs may take towards sleep problems which 

include attributing the sleep problem to a ‘treatable’ cause, viewing the sleep 



 
 

 

 126 

problem as normal (particularly for older people) and lastly just not asking about 

sleep.  However, these approaches could each be viewed as a way of avoiding 

dealing with sleep problems.  The first, finding a cause, avoids having to assess or 

treat the sleep problem by concentrating on a cause.  The second approach, 

again, avoids having to ‘do’ anything because sleep problems are just viewed as 

normal, and the last is just simply avoiding the topic.   

 

Based on responses in this interview, participants report receiving little or no 

training specifically on sleep and sleep problems and this may contribute to a lack 

of awareness and understanding of sleep problems.  Participants appear to view 

sleep problems almost always as part of another medical problem and report 

being unlikely to ask about sleep unless as part of another condition (such as 

depression).  Therefore, sleep problems appear to be considered of low 

importance, it is interesting therefore to explore the perceived impact of sleep 

problems.    

 

 

4.4:  Perceived impact of sleep problems  
 

The following section explores doctors’ views on the impact of sleep problems. 

The themes in this section include the perceived consequences of sleep problems, 

how these interact with co-morbid conditions, and GP definitions of sleep problems 

as medical or non-medical.  
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4.4.1:  Perceived consequences of sleep problems. 

 

The doctors who participated in this study had a range of views on sleep 

problems. When first asked “why sleep is important to people” a common 

response was that sleep is needed to function the next day and poor sleep can 

impair functioning, lower mood and make people feel generally unwell.  These are 

recognized daytime consequences of inadequate sleep, as discussed in section 

1.1. 

 

Interviewer: 
I just want to ask to begin with, why do you think sleep is important to people? 
 
Dr Charlotte Cotton: 
I think that if you don’t have enough sleep it has an impact on your next day performance 
and I think mood, many reasons, I think if people don’t sleep well it affects the rest of their 
life, during their day-to-day lives, so I think it’s important. 
 

~~~~~ 

 

Dr Alan Atkinson: 
Aghhh, cause I think people feel unwell if they don’t sleep. Some people feel unwell if 
they don’t sleep and they feel they can’t function if they’ve lost sleep. And I think it makes 
people unhappy. 
 
 

Another common theme was that people have an expectation that they should 

sleep a set amount of time and meeting this expectation of normal sleep is 

important to people.  
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Dr George Green:  
Oh, that’s an interesting one isn’t it?  I guess people, there’s an expectation for people that 
they are supposed to have a certain amount of sleep and if they don’t get that they don’t 
seem to like it, whether they are tired or not, but, why is it important?  Speaking from 
personal experience you just feel, heady and not right if you haven’t had enough sleep. 
 

~~~~~ 

 
Dr Sara Spence: 
Erm, I think, er people feel they’ve got to have a good quality solid night’s sleep in order 
to function the next day, erm, it appears that people feel the norm is to have eight hours 
sleep a night, and people who don’t get that often feel short changed or the night seems 
longer it present problems within relationships, you one person can’t sleep and the other 
one can, yeah, I, people see it as a normal thing to be, and if it’s not happening then they 
don’t feel it’s right and something must be wrong with them. 
 
 

The participants are expressing a view here that some people feel unhappy with 

their sleep because they do not sleep for as long or as solidly as they expect to.  

These people may not be suffering any unpleasant consequences (such as 

tiredness in the day) but are still unhappy with their sleep.   The GPs seem to feel 

that this group of people is worrying unnecessarily i.e. they think there is 

something wrong only because of not meeting their sleep expectations, not 

because of any true adverse effects from not sleeping or because they actually 

have a significant problem.  It is surprising that the idea of ‘expectations’ in this 

context was a common theme, in view of the fact that research suggests the 

people who come to see a doctor about sleep problems would not be this group.  

Those who actually tell a doctor about their problems are more likely to be those 

with more severe symptoms that are causing more daytime consequences (see 

section 2.2).  This raises the possibility that some GPs do not intrinsically view 
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sleep problems as important, instead attributing sleep complaints to unrealistic 

expectations.   

 

On questioning about the perceived consequences of sleep problems participants 

mention a range of social and health related problems associated with long-term 

sleep problems.   Commonly GPs refer to other co-morbid conditions and imply an 

intertwining of effects, rarely considering the consequences of sleep in isolation. 

 

Interviewer: 
Right, do you think it (sleep) can have an effect on their quality of life over all, sort of 
more? 
 
Dr Patrick Price: 
Yes, I think also if they’ve got problems in their life it can have an effect on their sleep so 
it’s sometimes a bit of a vicious circle isn’t it, so if they’re stressed out with family or 
home or work and then it affects their sleep it’s probably a bit of a rollover effect and 
they’re then less tolerant and less able to cope.   
 
 

Similarly Dr Atkinson (below) describes the interaction between sleep and mood, 

with sleep lowering mood and through this mechanism considers that sleep may 

affect health.   

 

Interviewer: 
Do you think it has any health consequences or quality of life consequences? 
 
Dr Alan Atkinson: 
Yes, it definitely has quality of life consequences and I suspect it probably has an effect on 
mood so it probably has a health consequence, yes. 
 
 

Dr Horton describes a circular problem similar to Dr Price above, but this time in 

relation to pain rather than life stresses.   
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Dr Horton: 
OK, err I just think everything is worse when you are tired, I mean I think that physical 
aches and pains are worse when you are tired and of course that can be a bit of vicious 
circle if your knee if very painful, and then you don’t sleep because your knee’s painful 
then your knee seems worse and so on. 
 
 

Dr Martins does not really consider the sleep problem but looks at the underlying 

causes and the possible consequences of these causes.  She considers poor 

sleep to be significant to quality of life or health only if the sleep problem is due to 

pain or anxiety (i.e. another medical cause). 

 

Interviewer: 
Do you think there is any effect on your quality of life or your health if you don’t sleep? 
 
Dr Mina Martins: 
I think it depends, I think it’s … if you can’t sleep for certain reasons like pain or you don’t 
feel well or you’re anxious then yeah, but if you can’t sleep because you’ve gone to a party 
(laugh) or you just have a kind of active life then no. 
 
 

Dr Cotton mentions effects on social life and relationships and also suggests that 

the consequences of poor sleep are similar to the health consequences related to 

sleep apnoea.  Sleep apnoea is associated with quite significant health risks such 

as hypertension and cardiovascular disease.   Dr Cotton was the only GP to 

consider that sleep problems might have significant independent consequences. 

 

Interviewer: 
Yeah, so from a health point of view, do you think it affects people’s lives in other ways? 
 
Dr Charlotte Cotton: 
Yeah, I think it affects, it probably affects their social life, it restricts their sort of activities 
think they must go to bed earlier because they know they’re not going to sleep very well, I 
think it probably affects their relationships, makes them sleepy in the daytime, all, all those 
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things. All the sorts of things you probably get with things like sleep apnoea are probably 
true if people get disturbed sleep for other reasons. 
 
 

However, when comparing sleep problems with other illnesses in the context of 

funding for services Dr Cotton did not feel that sleep problems are a priority. 

 

Dr Charlotte Cotton: 
I think I’m quite interested in people in general and if they’re having problems, whatever 
they come and see me with I think we’ll kind of do something to help, but I think when 
you’re thinking about spending a limited pot of money … It wouldn’t,  it wouldn’t be the 
sort of thing I’d want to put a huge amount of resources into because I think there are other 
things that are much more important. 
 
Interviewer: 
And what makes the other things more important? 
 
Dr Charlotte Cotton: 
I s’pose, I don’t know, if you’ve got a choice between replacing someone’s joint or 
sending someone off to a sleep clinic I don’t think sleep is going to be as disruptive for 
people as other things like, you know, ischaemic heart disease or, you know severe arthritis 
that type of thing, I’d think those things probably I would think more important cause you 
can do something about them, there’s well defined proven treatments whereas, I don’t 
think, if they go into a sleep clinic you gonna be able to do a great deal more than we can 
do in general practice probably. 
 
 

Other participants held views that no harm was resulting from patients not sleeping 

and therefore sleep is not a priority.  

 

Dr Helen Horton: 
When I’m looking at my woeful ignorances and trying to decide what training course to go 
on next … sleep is not a priority.  I feel as if – and I may be quite wrong here, and I would 
be interested in your feedback – but I feel as if my approach works adequately for me and 
helps err, an adequate number of my patients … and I feel as if I’m not causing any life 
threatening problems in the way I deal with sleep and I, you know, putting that against 
should I still be using glitazones for diabetes there’s no contest erm… 
 

~~~~~ 
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Interviewer: 
Yeah, that’s true. Do you think um, in general practice there needs to be any other 
treatment for sleep problems or do you think current provisions are OK? 
 
Dr Jim Joyner: 
I don’t have a great problem with people who are being harmed by not sleeping. 
 

~~~~~ 

 

Dr Mina Martins: 
Well, I think if you can manage it, if people are managing themselves .. I don’t, I’m not 
sure, are people coming to great harm by not sleeping?  I don’t think so, unless there’s 
other things going on, so you know, I don’t think I’d put my efforts there. 
 
 

Overall, the GPs agree that the more immediate effects of poor sleep such as 

tiredness, feeling unwell the next day, feeling heady or lacking in motivation and 

energy are unpleasant.  However, the view expressed by several GPs that 

patients are bothered by poor sleep because of unmet expectations was 

commonly held and suggests some may view sleep problems as fairly 

unimportant.  Consequences of sleep problems tended to be viewed in the context 

of other conditions.  Sleep problems alone are not commonly seen as leading to 

health problems but are seen as interacting with other conditions (such as painful 

conditions, anxiety and depression).  Participants in the study generally felt that 

little direct harm results from not sleeping.  Therefore, if sleep problems are not 

widely perceived to have health-related consequences are they viewed as 

‘medical’ problems?  This question is considered in the following section. 
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4.4.2:  GP definitions of sleep problems as medical or non-medical 

 

The theme of whether or not sleep problems are seen as ‘medical problems’ came 

up in several interviews and is explored below.  Dr Horton considers her role as a 

GP and the importance of being able to spot serious illness in contrast to dealing 

with “fluffy stuff” like sleep. 

 

Dr Helen Horton: 
Erm, I don’t know, I mean, I don’t think of myself as a very hard medical doctor. I think of 
myself as a bit fluffy round the edges erm … but I worry that I won’t get the medicine 
right, if I had to say my biggest worry as a general practitioner is I won’t get the medicine 
right.  Erm and … my Dad once said to me when I was err training, he said what I look for 
in a general practitioner is somebody who will notice if I’m seriously ill soon enough to do 
something about it.  Err, and I think that’s a very good touchstone, you can be as fluffy as 
you like but you ought to be able to spot serious illness in time to do something about it, if 
it presents soon enough to do something about it, I mean I don’t blame myself for, for, for 
the um  metastasized colon cancers that come my way because if, if they didn’t come they 
didn’t come.  But if I, you know, if I don’t send the right people to investigate and if I 
don’t sort of screen off the people who don’t need investigating if I’m not doing the 
medical bit right then I don’t think I’ve got to ground level if you see what I mean.  And, 
and and I care very much as I hope is clear about the fluffy stuff like sleep, but I think of it 
as fluffy stuff. 
 
 

It appears that Dr Horton does not consider sleep problems to be ‘medicine’.  

When she talks of her concerns about getting the “medicine right” she implies that 

sleep problems are not medical problems, and that there are no serious health 

consequences relating to sleep problems.  Dr Martins expresses similar 

sentiments but in a more direct manner in the following quotation. 

 

Dr Mina Martins: 
I think there are other needs that are greater. 
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Interviewer: 
And why do you think they are greater, what the … what’s behind that? 
 
Dr Mina Martins: 
Well, because you’re not going to die if you can’t sleep and people usually work around it. 
And again, it’s all medicalizing something that really is .. things like … things like obesity 
– that’s rubbish isn’t it - to think that people can do something about it.   
 
 

Dr Martins is also expressing the view that no serious health consequences arise 

due to sleep problems (“you’re not going to die if you can’t sleep”).  However, 

evidence has been reported that chronic poor sleep can have negative effects on 

health and is a risk factor for developing depression (see section 1.4.1.).  In 

addition, poor sleep is associated with absenteeism from work, an increase in 

health care use and has considerable economic costs (Ozminkowski et al., 2007). 

 

Dr Martins suggests that sleep is an issue similar to obesity.  Problems such as 

obesity and smoking are often seen in general practice but are considered by 

some to be lifestyle issues rather than medical problems.  This raises the question 

of whether or not sleep problems are lifestyle issues.  The term ‘lifestyle’ suggests 

there is an element of choice for the individual and that how they choose to live is 

contributing to the problem.  Consequently, it can be difficult and frustrating for 

health care providers who are expected to treat problems such as obesity, as they 

have no control over the choices that the patient is making about their diet, for 

example.   This is reflected in the comment made by Dr Martins “that’s rubbish, 

isn’t it – to think that people can do something about it”.   However, sleep problems 

are slightly different.  In fact, evidence suggests that people with insomnia are 

more likely to make lifestyle choices in order to help promote sleep, such as using 
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relaxation techniques, herbal remedies and other self-help techniques than people 

with normal sleep (Morin et al., 2006b).  In addition, the aetiology of sleep 

problems is complex and while social, physical and psychological and factors may 

contribute to insomnia (discussed in section 1.4), insomnia may also be a primary 

problem.  It could be argued that sleep is a physiological process that is not under 

behavioural control in the way that eating and choosing to smoke are.  Therefore, 

it may be erroneous to think of insomnia in terms of a lifestyle problem. 

 

Dr Horton discusses why she does not like using the term ‘insomnia’ and her 

views on why people have sleep problems in the quotation below.   

 

Dr Helen Horton: 
Because I think that medicalizing things and giving them a label erm … makes them more 
fixed and I want this to be something that isn’t fixed for her. Erm that this is, I want her to 
think that this is a temporary thing in response to, hopefully life issues which I would’ve 
drawn out or hopefully … imbalances in something or other that I would’ve drawn out, and 
would hope to make her feel that she is sufficiently in charge of her life that she can 
change things so that this symptom of whatever, goes away again. 
 
 

Dr Horton does not wish to medicalize sleep problems and attributes sleep 

problems to ‘life issues’.  This is a slightly different view to the one taken by Dr 

Martins in that ‘life issues’ are broader than ‘lifestyle’ and could include issues in 

any part of a persons life, be that family, work or personal health.  However, 

despite these differing views they both seem to agree that sleep problems are not 

‘medical problems’.    
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Resistance to “medicalizing” sleep problems described by these two respondents 

was apparent but for different reasons.  Dr Martins feels it is inappropriate for 

patients to think that a doctor or anyone else (apart from themselves) can do 

anything about it, and therefore sleep should not be viewed as a problem for the 

medical profession to sort out.  In contrast, Dr Horton feels there is some kind of 

unhelpful power in medical terminology and if patients are given a diagnosis (their 

problem is described in medical terminology) then the patient is more likely to 

perceive the problem as permanent.  This also implies that by not accepting sleep 

problems as a medical responsibility more chance emerges of empowering the 

patient to sort the problem.   Dr Atkinson similarly resists using the term insomnia 

and putting a medical label onto sleep problems. 

 

Dr Alan Atkinson: 
I wouldn’t label it like that, cause, as you said I think I was led into putting a label cause 
that’s a label but I wouldn’t say “you’re suffering with insomnia”.  It’s just that you can’t 
sleep at the moment, erm and there’s things we can do to try and help you to sleep, 
suggestions, but that’s .. I wouldn’t .. I suppose the main thing is not to be labeling it as a 
medical entity, it’s somebody who can’t sleep, erm and you know, there’s probably lots of 
reasons that play into that but I wouldn’t,  in my mind I don’t think like, when she comes 
in – she’s the insomniac. I would think she’s probably come in with a problem with her 
sleeping, but I wouldn’t .. I don’t instinctively make this um, err, particular medical 
problem because I think mostly it isn’t particularly a medical problem, it’s something that 
we can probably help with, I think it’s probably something that drugs have a minor role in 
and advice has a minor role in but I don’t necessarily see it as a medical entity – it’s 
somebody who can’t sleep. 
 
 

What exactly constitutes a ‘medical problem’ is not straightforward.  In general, 

medical problems can be defined in medical language and a knowledge base is 

built up allowing medical professionals to understand the course and 

consequences of the problem and then to intervene with a prevention or treatment. 
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Dr Atkinson, for example, places medical problems in the context of the individual 

and as such, feels that very few of the problems he sees in general practice are 

pure ‘medical problems’.  

 

Dr Alan Atkinson: 
Erm ... I don’t think, I don’t know, in my mind I don’t treat anything as a pure medical 
entity.  You know if someone’s got Cushing’s syndrome then that’s the medical entity but 
that’s only a small bit of the problem – that’s just their pathology. Erm, it’s hard to explain, 
I hadn’t thought of it before, that’s just .. but that’s not them and their problem, their 
problem will be bigger than the Cushing’s.  Erm, so I don’t know, medical problem, I don’t 
think there’s many things.  You know, it’s like anxiety and depression, I put anxiety and 
depression but I’ve stopped thinking of anxiety and depression as a medical entity it’s just 
this person with their mood problems and, and how they are with their life and you know, 
everything that goes on with them and, and then that’s the problem and then there’s the 
things that we can try to do to help them. 
 
 

This view of seeing problems in the context of the life situation of the patient, and 

not simply considering the pathology or ‘medical entity” is certainly in keeping with 

the teaching curriculum of the Royal College of General Practitioners, where 

emphasis is put on patient-centred care and one of the domains of competence is 

“To adopt a patient-centred approach in dealing with patients and their problems, 

in the context of the patient’s circumstances” (Royal College of General 

Practitioners, 2007b). 

 

Dr Horton and Dr Atkinson express a reluctance to use the term insomnia linked to 

their views on medicalizing sleep problems.  However, not all GPs had concerns 

about using the term ‘insomnia’.  

 

Interviewer: 
What would you call the problem?  
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Dr Patrick Price: 
I suppose insomnia. 
 
Interviewer: 
And, would you say that to her, or would you have any problem with ? 
 
Dr Patrick Price: 
I wouldn’t have a problem with using that word, and obviously explaining what it meant, 
[yeah] but I don’t think it would be. I wouldn’t see it as a bad label to put on somebody or 
making it into an illness as such. 
 
 

Dr Price clearly does not worry that using the term ‘insomnia’ will be unhelpfully 

labelling the problem of poor sleep.  Although this was not made explicit, it is 

possible that he does not believe that using the word ‘insomnia’ will have any 

significant negative effect on patients’ perception of their sleep problems, or on 

their resolve to sort out the problem.   This may be because he does not view 

insomnia as a medical word.  This appears to be the view taken by Dr Cotton, who 

has no concerns using the term insomnia and feels that it is a word in common 

usage. 

 

Dr Charolotte Cotton: 
I have would have no problem calling it insomnia. 
 
Interviewer: 
Would you think that people would understand what that meant? 
 
Dr Charlotte Cotton: 
I would explain what it meant if I called it that, I might just say sleep problems.  But 
people often come in and they’ll say I’ve got insomnia don’t they, people use it,  it’s a 
word people often use. 
 
 

There was general agreement among respondents that the term ‘insomnia’ is a 

description of a symptom rather than a diagnosis, and although participants would 
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use the term as a code on the computer as a diagnosis code they did not view it 

as such.  

 

Interviewer: 
OK, I mean, is that something patients use as a term? 
 

Dr Alan Atkinson: 
No, erm, I would put insomnia, I’d put insomnia and can’t sleep. There’s a read code that 
says insomnia and can’t sleep. Why it says insomnia and can’t sleep I don’t know, but it 
does doesn’t it and that’s the one that I use. Erm, but that’s just, you can put a read code in, 
so you don’t get into trouble for not coding stuff.  Erm, diagnosis I don’t know, I don’t 
think in this sort of, of thing I think in terms of diagnoses, I think in terms of that person 
with that set of symptoms, and you know, that life and those children and so I don’t think 
of it as a diagnosis as such, I think of it as a collection of problems. 
 
 

~~~~~ 

 

Interviewer: 
And would you call .. and would you use that term  (insomnia) with the patients as well. 
 

Dr Charolotte Cotton: 
Umm, yes, but I think sometimes you put something on the computer and you don’t 
necessarily say to them I’m going to put insomnia in this diagnosis is that I OK? It’s more 
of a descriptive symptom isn’t it?  But I probably put it on the computer if that was the 
only thing, if they had insomnia. 
 

~~~~~ 

 

Interviewer: 
Yeah, and from your point of view what do you think of insomnia as being? 
 
Dr Helen Horton: 
Well, I think of it as a … ragbag of stuff that’s come from any old place really, I mean, I 
don’t think of it as a diagnosis, I think of it as a description. 
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The quotations above suggest some discordance between the way in which GPs 

record sleep problems in the clinical notes and the way in which they 

conceptualize sleep problems.  Findings from these interviews suggest that 

insomnia is not viewed, or used (i.e. there is no use of diagnostic criteria or 

assessment tools) as a diagnostic term, and several GPs in this study feel they 

would also be unlikely to use the term verbally during a consultation.  However, 

there seems to be a perceived need to use the term ‘insomnia’ as a diagnostic 

code when recording in the clinical notes.   This could potentially make GPs 

reluctant to record sleep problems within the clinical notes bearing in mind that 

some GPs mention a wariness of labelling and medicalizing sleep problems.   It is 

possible that using a symptom diagnosis code (such as ‘sleep problem’ or ‘sleep 

disturbance’) in the clinical notes would better reflect both the patient’s and the 

GP’s conceptual understanding of the problem.     In the UK the Read code 

system is generally used to code clinical data in primary care.  This is a highly 

complex coding system that includes a massive number of coding options.  It is 

possible to code symptoms using Read codes, and with the development of newer 

clinical systems (after the date of these interviews) symptoms can be assigned to 

diagnostic codes and diagnoses can be linked over time.  Therefore, if needed, a 

symptom can be assigned to a formal diagnosis at a later date (Department of 

Health et al., 2011). Thus for UK GPs using newer clinical systems there is now no 

need to use diagnostic codes that do not reflect the presenting problem.   In 

addition, coding systems such as the International Classification of Primary Care 

(IPCP), which is widely used round the world, has codes reflecting the reason for 

encounter (and thus the patient’s view point) and also codes for assessment and 
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diagnosis given by the doctor (de Lusignan and van Weel, 2005).   Within this 

system, a symptom code such as ‘sleep disturbance’ can be used to reflect the 

reason for encounter.   

 

While several classification systems are used in research and specialist settings 

that adopt set criteria to define insomnia (see section 1.3), these are not 

commonly used in primary care.  Therefore, it is perhaps not surprising that GP 

participants in this study view insomnia as a symptom and did not seem to be 

familiar with the use of the term as a diagnosis.    

 

Dr George Green: 
Erm, Yeah, I would have no problem saying well, I’m going to say you’ve got insomnia  
and if she said, “well what’s insomnia?”, I would say “difficulty sleeping” (laugh) in fact 
it’s a descriptive term as far as I can see rather than a formal diagnosis, but  perhaps not, I 
haven’t thought about it before. 
 
 

Despite the findings that sleep problems may not be viewed as ‘medical problems’ 

and that GPs do not view insomnia as a diagnosis, almost all GPs interviewed 

(with one exception) felt that it was appropriate for patients to come to see them 

for help with a sleep problem.  

 

Interviewer: 
Yeah, do you, what are your thoughts about people coming to see you about sleep 
problems? 
 
Dr Jim Joyner: 
It’s alright, it’s not a problem. 
 
Interviewer: 
You don’t mind it? 
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Dr Jim Joyner: 
No, and anyway we run the practice like that, that we try to encourage patients to present 
with the issues that are truly troubling them.  
 

~~~~~ 

 

Dr Helen Horton: 
Yeah, umm, I think that what’s important for the patient when they come is important for 
me to try and solve as a doctor and if, if their problem is err that they can’t sleep and it’s 
stopping their life then it’s paramount and err, err very important. … 
 
 

These quotations suggest that these GPs feel that it is important to accept 

whatever problems patients present with, and to try and address these problems. 

Although some GPs in this study have the view that sleep problems are not 

‘medical problems’ this does not mean that they feel it is inappropriate for people 

with sleep problems to seek medical help.   In fact, many problems are commonly 

seen and dealt with in general practice that may not be viewed as medical.  These 

include issues such as obesity, smoking, alcohol misuse, housing problems, 

relationship problems and bereavement, as well as mild depression and anxiety. 

 

 

4.4.3: Summary 

 

In summary, a sleep problem is not viewed as a significant independent problem. 

Participants tend to view sleep problems as having an underlying cause (such as 

depression) and linked to this is the view that there are few direct health-related 

consequences of sleep problems.   However, as discussed in section 1.4.3, 



 
 

 

 143 

research indicates that there are negative consequences of insomnia for both 

individuals (relating to health and quality of life), and for society - due to 

considerable economic cost from increased use of health care services and time 

taken off work. 

 

Several participants express a view that sleep problems are not really medical 

problems, although almost all GPs agree that it is appropriate for patients to come 

to see them about sleep problems. 

 

Overall, GPs were either reluctant or neutral about using the term ‘insomnia’ and 

research suggests that people suffering from sleep problems do not use it 

regularly to describe their own symptoms.  For example, in their study 

investigating women’s sleep management Hislop and Arber (2003b) report that 

only one woman out of 82 (in 10 focus groups) uses the term ‘insomnia’ to 

describe her sleep problem.  Although some of the GPs express a preference not 

to medicalize sleep problems or use the term ‘insomnia’, other GPs are 

comfortable using the term.  Overall, GPs do not view insomnia as a medical 

diagnosis but as a description (another word for difficulty sleeping) of a symptom. 

 

As discussed in section 1.3, it is logical to conceptualize insomnia as a symptom in 

primary care because there is no use of diagnostic assessment tools or defining 

criteria.  The sleep problem is understood based on the symptoms that the patient 

presents with (rather than in terms of diagnostic criteria) and this is likely to be 

helpful in general practice (which emphasizes holistic care), particularly for a 
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problem such as insomnia - in which many factors (including physical and mental 

health as well as socio-demographic factors) may play a part and need to be 

considered. 

 

Some GPs in this study express concern about using the term ‘insomnia’ for the 

reason that patients might interpret this as a diagnostic label - which may make 

the problem more ‘fixed’.  This view is similar to concerns around use of the term 

CFS (Chronic Fatigue Syndrome).  Research suggests that some GPs view a 

diagnostic label of CFS as potentially disabling (Woodward et al., 1995).  

However, while there may be conflict between patients and GPs regarding the 

appropriateness of using a diagnosis of CFS (as suffers of chronic fatigue appear 

to value a ‘diagnosis’) there is no evidence that patients with sleep problems want 

GPs to label sleep problems with a medical diagnosis, or that patients feel that 

such a label would further validate their symptoms.  This may be because of the 

differences between the symptoms of fatigue and sleep problems.  Fatigue is 

perhaps more difficult to understand; patients themselves may have no 

explanation for why they feel fatigued and the symptom is subjective.  In contrast, 

a sleep problem – resulting in disrupted sleep has consequences that most people 

will have experienced at one time or another.  In addition, sleep (duration and 

quality) can be measured objectively, although this is not routine in primary care.  

Therefore, disrupted sleep and the resulting effects of this are perhaps easier for 

patients to understand themselves and to explain to clinicians than the symptoms 

of chronic fatigue. Consequently a lay explanation of sleep problems may be seen 

as equally valid as a medical term.  
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The complexity of sleep problems is recognised within the interviews and GPs 

view sleep problems in the context of other factors (such as age, depression, 

anxiety and painful conditions) but this may also mean that sleep problems are 

viewed only as a symptom of something else and not seen as important per se.  A 

consequence of this may be that the impact of sleep problems is not appreciated 

by GPs.  Research by Dyas et al (2010) for example, suggests that clinicians talk 

about sleep in terms of the underlying causes while patients talk about the impact 

of sleep problems. Although there is no evidence to suggest that patients 

presenting with sleep problems want a diagnostic label, Dyas et al suggest that 

patients appreciate the time that clinicians spend understanding their sleep 

problem and that patient experiences of consultations about sleep problems could 

be improved if clinicians take insomnia more seriously.  

 

Over recent decades a huge amount of medical research on sleep, insomnia and 

other sleep problems has been produced and it is perhaps surprising that GPs 

may not view sleep problems as ‘medical’ or as having any direct health 

consequences. Sleep problems appear to be considered by the majority of 

participants as fairly low priority compared with other conditions, and a cause of 

little harm.  The next section considers explanations for this focusing on factors 

such as training, lack of prescription medication and poor access to psychological 

therapies and the low priority given to sleep in terms of national policy and health 

economics. 
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4.5:  Why is sleep considered low priority? 
 

4.5.1:  Lack of training 

 

Firstly, as discussed earlier, training in normal sleep and sleep disorders, including 

insomnia, both at medical school and in post-graduate training for GPs is minimal.   

Studies (for example, Stores and Crawford, 1998) and findings from the interviews 

in this project confirm this (see section 4.3.1).    A lack of training, especially early 

on in medical school, may mean that sleep and sleep problems are not perceived 

as part of GPs’ medical world which is built up through medical training and on-

the-job experience.   Thus, this offers an explanation of why sleep problems may 

not be seen as ‘medical’ problems.  However, everyone has experience of sleep 

and probably lack of sleep at one time or another and it may be that GPs’ views on 

sleep are based as much on lay understanding as on medical teaching, or reading 

medical texts.   Certainly, some comments made by GPs would support this.  

 

Interviewer: 
Yeah, yeah. For what you do now, where do you base your management of sleep 
problems?   
 
Dr Jim Joyner: 
Various, um, I think the management of the other medical illnesses would be straight line 
from my medical training and my experience as a doctor, so it’s mostly what I did in my 
medical school and vocational training scheme for neurology, for depression. So that’s 
changed over time as to what drugs you would use. But the basic stuff is related to that. 
Where do I get what I do with sleep?  That was probably lay programs talking about it 
which seemed to make sense. Um, I don’t remember anything about treatments other than 
tablets at medical school.  Um, and it’s just been bits and pieces that I’ve seen in the press 
or as I said, the BBC did an excellent um series of programmes which they later put detail 
on the website 
 

~~~~~ 
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Dr Sara Spence: 
Erm, reading, erm, I think we had a talk a while, quite a few years ago, somebody was 
interested in sleep apnoea.  From the television (laugh), stuff that you read just in erm, 
magazines, and not just necessarily in medical magazines. 
 

~~~~~ 

 

Dr Helen Horton: 
Oh my God, Well I err I couldn’t answer that very easily, I mean it comes from my own 
experience and it comes from erm… well, quite strongly my own experience both as a 
doctor and as a person I mean the thing like grabbing hold of a shoulder and rolling them 
over that’s my own personal, personal experience but, but, but things like … hating the 
long-term benzodiazepine folk that’s if you like a professional experience err and a 
combination of personal and professional experience is probably mainly where I’ve got my 
information about sleep from.  
 
 

Training, starting at medical school, could provide future GPs with an 

understanding of normal sleep, normal age-related changes with sleep, 

consequences of poor sleep, associations with other conditions, treatments of 

insomnia and awareness of other sleep disorders, taken from the established 

medical and research knowledge base.  However, without formal training, it may 

be hard for GPs to reach a ‘medical’ understanding of sleep and sleep problems. 

 

 

4.5.2:  Lack of prescription medication and access to CBT 

 

The lack of an accepted drug to treat insomnia may be part of the reason why GPs 

prefer to avoid medicalizing sleep.  This is discussed by Hislop and Arber (2003b) 

who point out that in the 1960s and 1970s acceptance of hypnotic medication as a 

treatment for sleep problems meant that sleep was readily medicalized.   However, 
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without a viable prescribed drug option to treat sleep problems women seem to 

have turned to other options involving over-the-counter medication and alternative 

treatments rather than coming to see a GP as the first port of call (Hislop and 

Arber, 2003b).   As discussed earlier GPs have concerns about treating sleep 

problems as they feel there is nothing much they can do, including nothing they 

can prescribe - as illustrated in the quotation below. 

 

Dr George Green: 
Hum, I find it stressful a little bit, because unless you find some underlying cause … 
there’s very little that you can offer other than hypnotics that you don’t want to offer. 
 
 

For many years advice has been given to GPs about avoiding long-term use of 

hypnotics (DTB, 2004).  Participants in this study were aware of this advice and 

the reasons behind it.  Some GPs commented on recent initiatives at PCT level 

(Primary Care Trust) aimed at encouraging a reduction in prescribing of 

benzodiazepines and other hypnotics.  These initiatives included compiling and 

sending out tables comparing prescribing rates for hypnotics between practices. 

 

Dr Mina Martins: 
It was a few years ago now and they were saying, oh well you know we had to … one of 
these target driven things that you we had to … how we are doing treating … sleeping 
tablets compared to all the other practices in the PCT type of thing and we had to reduce 
that.  Then medicines management kind of look at various things and this is one of the 
things they were looking at.  
 

Participants commented that they have made an effort to reduce the long-term 

prescriptions of hypnotics, although participants generally agreed that they have 

older patients (who had been given long-term hypnotics years ago) still taking 
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these drugs.  Participants generally agreed that while not ideal this situation had to 

be accepted. 

 

Interviewer: 
OK, and what about older people who’ve been on sleeping tablets for a long time? 
 
Dr Patrick Price: 
They’re really difficult aren’t they, I mean we’ve had initiatives over the years to try and 
get them off but they probably end up staying on them.  I think realistically, they probably 
tend to stay on them really.  We don’t get many of them off.  And I suppose effectively 
they’re sort of tolerant, fairly tolerant to the medication by then aren’t they, so it’s 
probably not making them as wobbly as you might worry about.  But it doesn’t help if 
they’re getting older and frailer and on all sorts of other medication. [yeah] So it’s not ideal  
but … 
 
 

Participants were aware of the possible adverse effects of hypnotics and were 

particularly wary of the addictive properties of these drugs.  With this in mind most 

participants agreed that although they may sometimes prescribe hypnotics short-

term they would not put these on a repeat prescription or plan to use them for 

more than a few weeks.  Hypnotic medication (such as zopiclone and temazepam, 

which are most commonly used) is licensed to treat insomnia short-term (up to 

four weeks).  

 

Interviewer: 
Do you ever prescribe for sleep problems? 
 
Dr Jim Joyner: 
Very, very rarely. If she came saying she’d had a bereavement and it was too early for an 
antidepressant and there were serious issues err being generated then yes, I would probably 
give a short term treatment. But it’s a very high hurdle to get a sleeping tablet. Far too 
much sorting people out who’ve been on sleeping tablets and get into difficulties with it 
and they are then fixed on them.  Months and months of seeing them on a regular basis to 
get those benzodiazepines or z-drugs down, don’t like them, don’t use them. 
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Dr George Green: 
Yeah, I would prescribe them for people intending it to be short-term where they present 
with real problems with sleep, particularly if associated with depression, because you that 
if you prescribe them some citalopram for example that’s not going to help their sleep and 
certainly it’s not going to help their sleep for the first few weeks … erm and if their seeing 
you and they’re you know, really kind of distressed and it’s a real problem I will prescribe 
it and say, look you know, the idea is to take these to get you through while we’re waiting 
for the others to kick in start to improve your mood  but I wouldn’t want to continue it 
beyond four weeks.  
 
 

Prescribing medication is unique to the healthcare profession and is a task most 

often undertaken by doctors.  Therefore, if a condition requires a prescription 

medication it is necessary (usually) to consult a health care professional about the 

problem.  However, if in the case of sleep problems no acceptable prescription 

medications exist (see section 2.3) it may be assumed that GPs are unable to 

provide any other sleep-aid treatment that the public cannot access or undertake 

themselves.   Therefore, it is not rational for the general public or GPs to view 

sleep problems as a medical issue with medical solutions.  In this study the 

participants came up with a range of approaches that they might use to help a 

patient with sleep problems.  Almost all GPs mentioned some kind of sleep 

hygiene information, either verbal, written or both.  Other options mentioned 

included advice about increasing exercise, using relaxation CDs or using 

aromatherapy (such as lavender oil). 

 

Dr Helen Horton: 
Erm, so I mean I have a sleep hygiene sheet sort of, 15 basic things about sleeping 
sensibly, like trying to get to sleep at roughly the same sort of time every day, have a 
routine and a milky drink if it’s suits you, err, and don’t have too much alcohol and don’t 
have too much caffeine, you know … really rock simple things and, and if you haven’t got 
to sleep within - I forget exactly what it says - but something like half an hour sort of get 
up, do something really boring for ten minutes or whatever until you’re feeling sleepy 
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again, so it says really, really really simple things and quite often intelligent people will 
look through it and think oh gosh there’s a lot of things here that I haven’t tried.  
 

~~~~~ 

 

Dr Mina Martins: 
Well, we’ve got a sheet which we can give … it gives you little guidelines on how to help 
with sleep.  I used to give it out loads cause I used to have it er, er, in a pack, but since 
we’ve moved here I don’t think I’ve given out any cause I haven’t … you know they’re 
just not around, it’s quite useful cause it, it just gives you know, gives you something to 
do, you give it to them and they have to go away and think about it. 
 
 

The sleep hygiene advice, and advice about relaxation CDs and aromatherapy 

can be readily found without visiting a doctor.  Only one GP mentioned using other 

approaches if the basic sleep hygiene was not effective. 

 

Dr Alan Atkinson: 
I do that, if that doesn’t work I start by doing .. .I sometimes try the how many hours have 
you slept per night in the last week and then will only go to bed for that number of hours, 
and I start investigating peoples feelings about sleep because I think that the people who 
don’t sleep are the people who are most distressed about not sleeping, so I try to talk about 
that and see whether .. I have had some success ((unintelligible)).  In saying well you 
know, is it cause you’re worried that you’re not going to sleep that you don’t sleep, and is 
it because you say well I can’t .. there’s no way, I can’t work tomorrow, I can’t do that 
((unintelligible)) tomorrow, is that what’s keeping you awake.  So is this just a vicious 
circle? Erm, and if you decide, so if I say things like “well what’s happened? You’ve not 
been receiving any treatment what’s happened? You know, have you crashed the car, 
fallen asleep at work, erm you can function with the amount of sleep that you’re having, so 
that’s your baseline, you’ve got to live with that, and perhaps by living with that you 
actually sleep more.”  So that’s the approach I take if the standard stuff doesn’t work. But 
that takes a lot longer so that’s the approach I take after, if sort of the standard sleep 
hygiene leaflet  
 
 

Dr Atkinson describes using two techniques here. The first is sleep restriction, in 

which the person is advised to go to bed only for the amount of hours they have 
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been sleeping.  The aim is to improve the efficiency of their sleep (i.e. increasing 

the amount of time in bed that is actually sleep time) because initially they will be 

sleep deprived and consequently more tired when they get to bed. The second 

method in which he describes challenging some of the thoughts that patients might 

have around sleep is based on cognitive behavioural therapy (CBT) 5.   Dr 

Atkinson was the only GP to have considered these alternative approaches and 

did so despite having had no formal training. 

 

The approach taken by Dr Atkinson highlights the fact that treatment accessed via 

a GP does not need to be only in the form of medication.  Treatment in the form of 

psychotherapy or counselling may be provided by the GP or, more commonly, 

accessed via a referral to the appropriate services and is not something the public 

can usually access without seeing a GP.   Over the last decade a considerable 

number of studies have shown that CBT is an effective treatment for insomnia.  

This approach has been studied for primary and co-morbid insomnia and appears 

to be effective in the treatment of both (Morin et al., 2006a).  Within this study, 

although some awareness existed among participants that this treatment approach 

is effective participants widely agreed that access to psychological treatments is 

limited (even for conditions such as anxiety and depression for which CBT is 

widely accepted to be effective).  

                                            

5 CBT is a type of psychotherapy that is based on the idea that thoughts, behaviours and 
feelings all interact together.  The aim of therapy is to understand these interactions and to 
make helpful changes to thoughts and behaviours and thus improve feelings.  CBT 
approaches have been shown to be effective in treating many different conditions 
(including anxiety, depression, panic disorders, insomnia, bulimia and chronic fatigue 
syndrome among others). 
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Interviewer: 
Do you know of any other psychological type treatments for insomnia apart from sleep 
hygiene, have heard of anything? 
 
Dr Charlotte Cotton: 
I can’t think of anything. I mean I’m sure there are, lots of things, I’m sure CBT (cognitive 
behavioural therapy) and all those things would probably help but we don’t have access to 
anything like that.  Mental health is a bit of a black hole in this area. 
 
 

Therefore, even the development of CBT strategies for insomnia does not provide 

another treatment strategy for most GPs to offer at present, or a reason for people 

with sleep problems to approach the medical profession. 

 

The other aspect of not having an effective drug or treatment to use is the lack of 

input from pharmaceutical companies. In the process of promoting a product, 

pharmaceutical companies will often organise educational meetings, send 

representatives to GP surgeries to discuss their product and generally raise 

awareness of the condition that the drug is intended to treat.  Dr Atkinson raises 

this issue in the quotation below. 

 

Dr Alan Atkinson: 
Unfortunately, I think things like that, sleep as a problem probably gets undervalued 
because - how can I put it – because general practice gets undervalued. It’s a general 
practice problem, it’s a problem that we know about, it’s not a problem that a specialist 
somewhere in the Royal College of Physicians who’s rubbing shoulders with government 
knows about or fights about.  So it’s a bit Cinderella, so erm, it probably doesn’t get the 
focus it deserves cause it’s not on the radar for most people who have powerful medico-
political jobs.  Erm, so it probably doesn’t get the focus it deserves and if you looked at 
other things within the health service that do get a lot of funding erm, your erm, spending 
per life QALY (quality adjusted life year) or whatever, would probably be, gut instinct 
quite high for sleep problems - probably higher than it is for a lot of things. And I suppose 
the other aspect is, actually, there aren’t any drugs that are very helpful, so there’s no 
pharmaceutical company sponsors for it, so it probably doesn’t get a lot of focus because 
it’s not big bucks involved and there aren’t many professors of sleepology or whatever.   
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The lack of an effective, safe drug treatment and the lack of provision of CBT 

(which is an evidence based treatment for sleep problems), may be part of the 

reason why sleep is not considered to be important compared with other 

conditions and why a perception that sleep problems are not ‘medical’ prevails.  Dr 

Atkinson also suggests other explanations for why sleep problems may be 

considered low priority to working GPs, which are considered in more detail below. 

 

 

4.5.3:  Influence of national policy and health economics 

 

Dr Atkinson raises the issue of national policy and that sleep does not appear to 

be of great concern to those people in a position to decide priorities for the NHS.  

Therefore, sleep problems probably get comparatively little funding and improving 

the recognition and treatment of sleep problems does not seem to be considered a 

priority.  Conditions such as depression and mental health for example, are 

included with the Quality and Outcomes Framework, known as QOF (The 

Information centre for health and social care, 2010) 6 which automatically raises 

awareness of depression and encourages GPs to screen for, treat and monitor 

depression.   In contrast, sleep problems do not feature in the QOF.  Thus, 

                                            

6 QOF (the Quality and Outcomes Framework) is part of the GP contract introduced in 
2004.  QOF offers financial incentives to GP practices for providing good patient care.  
This is done by measuring practice performance against a set of evidence based indicators 
using a points and payment system.  There are four domains (clinical, organizational, 
patient experience and additional services) with around 70% of the points (payment) 
available in the clinical domain. 
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national policy is likely to be a factor in both general awareness of sleep problems 

and the allocation of funding for service provision.   In addition, target driven 

healthcare, built up through strategies such as the QOF means it is likely that GPs 

will focus on clinical areas linked to targets because of their potential to increase 

income.  It may then follow that GPs have less time for, and interest in, other non-

incentivised problems, such as sleep problems. 

 

Dr Atkinson also raises the issue of QALY 7 and health economics.  He suggests 

that the cost of treating sleep problems, as measured using the QALY, would 

probably be quite high compared to other problems and is therefore suggesting 

that in health economics terms treating sleep problems may not be cost-effective.   

However, a study by Morgan and colleagues from the UK investigating the cost-

effectiveness of CBT for patients receiving long-term hypnotic medication for 

insomnia reports that the estimated cost per QALY was within the range typically 

funded by the NHS (Morgan et al., 2004). 

 

In some ways, sleep problems are not dissimilar to depression (which is seen as 

high priority) in that sleep problems can be effectively treated using CBT, which is 

also championed by the National Institute for Health and Clinical Excellence  

                                            

7 QALY (quality adjusted life years) is a way of measuring the health benefits of a given 
treatment.  This measure includes two elements: 1) Survival time and 2) quality of life 
during this survival time.  The QALY concept is commonly used in cost-benefit analysis of 
treatments within healthcare.  The cost is usually measured in terms of monetary values 
and the benefit is measured in QALYs.  The cost per QALY can then be estimated and 
used to decide whether the treatment is ‘value for money’. 
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(NICE) 8 for treating depression (NICE, 2009), and, like depression, sleep 

problems are associated with increased time off work and decreased productivity, 

lower quality of life, and are linked to increased use of healthcare and are 

estimated to have considerable socio-economic costs (see section 1.4).   

However, the extensive research on the economic burden of depression and cost-

effectiveness of treatment in terms of increased productivity ‘getting people back 

to work’ has guided national policy, and depression is a high profile problem (The 

Centre for Economic Performances's Mental Health Policy Group, 2006).  

Therefore, research and evidence appear to be a key to driving policy. 

 

Currently, the evidence that providing treatments for sleep problems in the UK will 

be cost-effective in socio-economic terms is not as convincing as that for 

depression and it is likely that strengthening the evidence in these terms would 

raise the level of priority given to sleep but this may take a long time.  In addition, 

in view of the socio-economic burden of depression, research investigating the 

interaction between sleep and co-morbidities such as depression may be 

important (insomnia is known to be a risk factor for development of depression and 

has a high prevalence in depression sufferers). Vitiello (2009) suggests that 

research into treatment of co-morbid insomnia may well show that therapy that 

improves sleep actually improves symptoms of depression or pain as well.  

                                            

8 NICE (National Institute for Health and Clinical Excellence) is a special health authority 
and provides a service on a national level and is independent of government.  NICE 
produces guidelines in three areas; which are public health (guidance on health promotion 
and illness prevention), guidance on use of health technologies within the NHS (e.g. new 
medicines and treatments) and also guidance on clinical management of specific conditions 
in the NHS.   
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Assessment of insomnia and its treatment in terms of health economics is an 

emerging area and an increasing amount of work is being published (Botteman. M, 

2009). Therefore the importance attributed to sleep in health-economic terms may 

increase in the future as further work is published.  This, in turn may lead to 

increased funding and service provision for sleep problems, which may then raise 

awareness among general practitioners and the public. 

 

 

4.6:  Conclusion 
 

Various factors interlink to explain why sleep problems are not seen as a priority in 

general practice. During training and in practice, sleep problems (insomnia) are 

not seen as an individual medical problem that can be treated.  For example, 

participants can remember little or no teaching focusing on sleep in medical 

school.  However, participants often recalled learning how sleep problems are a 

symptom of depression.   This foundation of medical learning is not forgotten, and 

during working life sleep problems continue to be viewed as just part of, or 

secondary to another illness, and treating the underlying cause is viewed as the 

priority.  There is a perception that not much can be, or needs to be, done for the 

sleep problem.  In addition, over the last three decades considerable pressure has 

been put on GPs to avoid prescribing hypnotics but at the same time no other 

evidence-based treatment has been made available. For example, little advance 

has been made in the provision of CBT (the efficacy of which is supported by good 

evidence) for insomnia. Therefore, this effectively leaves GPs with no ‘medical’ 
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solution to offer to patients.   In addition, sleep problems are not prioritized within 

the NHS, for example neither sleep problems (insomnia) nor other sleep disorders 

feature in QOF.  It is logical that GPs may take the view that sleep problems are 

not considered a priority within the health service in general and are not of much 

risk to health.    GPs are busy and bearing this in mind, have no incentive to take 

on extra problems unnecessarily, and thus there is no reason (except patient 

need) to be concerned about sleep.  

 

Unfortunately, it is possible that the needs of patients who have turned to the 

medical profession for help with sleep problems may not be being met.  In 

addition, although sleep problems are associated with negative consequences 

relating to health, quality of life and productivity this largely seems to be unknown 

or ignored both in primary care and within the wider health service.   
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Chapter 5: Findings from interviews with practice nurses 

 

5.1:  Introduction 
 

This chapter will focus on the three interviews conducted with practice nurses.  

The nurses were recruited from three of the practices used in the first phase of GP 

recruitment. Therefore, one or more GPs from the three practices had previously 

been interviewed.  Practice nurse Kerry Smith worked in the same practice as Dr 

Jim Joyner, practice nurse Claire Legg worked in the same practice as Drs Helen 

Horton and Charlotte Cotton and practice nurse Judy Finch worked in the same 

practice as Dr Sara Spence. 

 

Practice nurses and doctors have different roles within the Primary Care team (as 

discussed in section 3.4.1) and have undergone separate undergraduate training.   

The practice nurse role generally has a focus on the monitoring of long-term 

conditions, preventative health care and screening activities (Royal College of 

Nursing, 2007).  However, the role of practice nursing is developing and nurses 

are taking on more responsibility.  For example, some nurses are starting to take 

on roles such as prescribing (which were previously a doctor-only role) (Williams, 

2000).  Practice nurses are key members of the clinical team in primary care and 

as such it was felt important to explore their views on sleep and sleep problems as 

well as that of doctors. 
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The reason that the analysis of the doctors and the nurses is reported separately 

is based on the formal differences between the roles of practice nurses and GPs in 

primary care.   This separation shapes the views of the two groups, and it is 

important to understand the structural basis and nature of any difference in 

perspectives.  

 

In the first section a short description of each participant will be given, looking at 

their roles in general practice, their background, any other work that they do and 

also discussing possible reasons why they agreed to participate.   In contrast to 

the job of a GP (which is not limited to any particular clinical areas) practice nurses 

usually have defined roles. For example, a nurse may concentrate on doing 

cervical smears and family planning and another nurse may concentrate on 

diabetes and heart disease.  Therefore, these roles may involve different patient 

groups and different clinical skills, which in turn may influence the views they hold 

regarding sleep and sleep problems in general practice. 

 

 

5.2:  Nurse profiles 
 

Nurse Kerry Smith 
 

Nurse Smith has worked in general practice for 17 years and prior to this worked 

on a general surgery ward in hospital after completing nursing training.  She is an 

experienced practice nurse and her role within her practice focuses on chronic 

disease management (mainly COPD (chronic obstructive pulmonary disease) and 
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diabetes) as well has ischaemic heart disease and asthma management.  She is 

the only person in the practice doing spirometry (breath tests to diagnose and 

monitor COPD and asthma).  In addition she is a nurse-prescriber and prescribes 

medication relating to the chronic conditions she manages. 

 

Her reasons for agreeing to participate in the study included the fact that one of 

the GPs in her practice, Dr Joyner (who also participated in the study) had asked if 

she would be willing to be interviewed. 

 

Nurse Kerry Smith:  
I remember when Dr Jim Joyner first asked me to ..if I wanted to speak with you and he 
said about sleep and I thought, what do I know about sleep and he said, well sleep hygiene, 
blah, blah.  I’d never heard of that term ever and I was thinking “what is he on about”.  I 
know nothing so it’s made me realise that err, whatever I know is just from experience and 
you know, living, really rather than being taught.  Obviously it is something that a GP is 
taught about, from the way he spoke. 
 
 
 
In the quotation above Nurse Smith describes her feelings of not knowing much 

about sleep and below she talks about how the interview could be interpreted as a 

test. However, despite these anxieties, she sees her experience and her 

personality as reasons why she did not feel threatened by the interview. 

 

Nurse Kerry Smith:  
I’m a chatty person so I don’t feel threatened even if I don’t know the answers, it doesn’t 
worry me.  I know some people would feel a bit as if they were being judged and like a test 
but I suppose that I’ve been doing this for quite a long time in practice so it’s your own 
opinion and it can’t be right or wrong, can it? 
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Nurse Claire Legg 
 

Nurse Legg has only recently started working in general practice (approximately 7 

months ago) and prior to this worked in district nursing for 13 years.  Her role in 

general practice includes doing health checks for patients on the learning disability 

register, doing new patient checks, baby immunizations, wound management and 

some chronic disease management (reviews of patients with heart disease).  

However, she is not involved in management of asthma, COPD or family planning 

as there are four other nurses within the practice who take on these roles. 

 

Nurse Legg is an experienced nurse, although she has not worked for long in 

primary care.   During the interview she discussed some work she had recently 

been doing regarding symptoms in palliative care.   

 

Nurse Claire Legg: 
Yes.  I could identify any symptom that I’d come across in palliative care [O.K.] as a case 
study to have a look at what did I think we could have done better, [O.K.] and what would 
.. was the actual evidence. 
 
 

The symptom she had selected for this was fatigue and through doing this work 

she had been led to the issue of sleep and how this could impact on fatigue.  

 

Interviewer:   
Is there anything, any courses, any meetings, any reading that you’ve done about sleep that 
you can remember? 
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Nurse Claire Legg:   
Erm,  there’s only those that I’ve researched out myself, which is by going onto the various 
sites to look at patterns in sleep and some of the processes that you can go through to help 
with sleep problems with fatigue, not particular .. 
 
Interviewer:   
So from this, this module that you did with the fatigue? 
 
Nurse Claire Legg:   
And it was because I’ve gone to fatigue that then it highlighted, obviously his sleep 
problems were my initial identification.  
 

 
Therefore Nurse Legg has some background awareness of sleep problems in the 

context of fatigue in palliative care and had recently researched this area.  Fatigue 

is a significant symptom in palliative care (as discussed in section 1.6.3) and 

research suggests that sleep disruption is closely linked with fatigue (Roscoe et 

al., 2007).   It is likely that this work she had done and the connection made 

between sleep and fatigue had a bearing on her interest and willingness to 

participate in the study. 

 

 

Nurse Judy Finch 
 

Nurse Finch has worked as a practice nurse for eight years.  She works three days 

per week in general practice and, in addition to this, works in a hospital 

cardiothoracic surgical unit.   This involves caring for patients after they have had 

major heart surgery.  In general practice she carries out management of chronic 

diseases such as heart disease, asthma, and COPD and in addition performs 

travel health care and takes smears. 
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Nurse Judy Finch had some background interest in sleep based on work she had 

done in the past about sleep and recovery after major surgery and this contributed 

to why she had agreed to participate. 

 

Interviewer:   
What made you happy to agree to it? 
 
Nurse Judy Finch:   
Well, I know it’s a long time since I did my degree or whatever, but erm, I know in the 
cardiothoracic side of things, it was a topic that we were interested in – sleep wise, sleep 
deprivation and so I did do kind of my dissertation on it within the cardiothoracic setting.   
 
Interviewer:   
So, what was the background to that? 
 
Nurse Judy Finch:   
But I knew you were going to ask that ((laugh - both)).  It’s just because they tend to lose a 
day [O.K.] and to help the recovery, sleep is an important part. 
 
 

In addition to this background interest in sleep, Nurse Finch also knew a nurse 

colleague from hospital suffering from poor sleep and this colleague had asked if 

she could be involved in the interviews (this was discussed after the interview and 

written up in the field notes).   Therefore, her knowledge of colleagues with sleep 

problems and perhaps her own experience of shift work and its potential effects on 

sleep may also have contributed to her decision to participate in the study. 

 

Nurse Judy Finch:   
Something that people say.  We don’t get many people complaining of not sleeping in the 
practice side of things.  I’ve not come across many, but work colleagues, especially sort of 
working shifts; a shift pattern, they can come in and say they haven’t rested.  Or, from a 
personal point of view, when I’ve done nights, I can get two or three hours in the day and 
then that’s it, then I’ve to go on the next night so I know that it makes you, you know, not 
as quick as you should be and a bit lethargic and not willing to do as much ((laugh)). 
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In the next section the views that the nurses hold about the importance of sleep 

are explored, and the relationship of these views to personal experience and 

working roles (which have been described above) is considered.  

 

 

5.3:  Nurses views on the impact of sleep 
 

Both the practice nurses and the GPs interviewed mention the short-term effects 

of poor sleep (such as reduced ability to cope with daily activities, poor 

concentration and lethargy) as reasons why sleep is considered important. 

 

Interviewer:  
Why do you think sleep is important to people? 
 
Nurse Claire Legg: 
I think you feel that if you don’t have a good night’s sleep, then your ability to function the 
next day is possibly a bit limited, and also to actually cope on a daily basis with everything 
as well, I think that’s why its important to people.  
 
 

As illustrated in the excerpt below, Nurse Legg makes reference to personal 

experience and Judy Finch (previous section) mentions the impact of shift work 

both on colleagues and on herself.  Thus, it appears that these personal 

understandings inform the overall description of sleep and its significance. 

 

Nurse Claire Legg: 
On a personal level, it can be the fact that I can get to sleep and have a relatively good 
sleep and then sort of wake about 4 or 5am.  I can get back to sleep most times but there is 
the odd occasion when I don’t.  
 



 
 

 

 166 

Nurse Claire Legg: 
Yeah, and I can relate that to my parents ((laugh)).  So at 89 and 82, Mum’s a COPD 
sufferer, dad’s got a catheter but he goes to sleep and has a real good sleep and she doesn’t 
have a good sleep. 
 
 

In addition, some of the nurses view the importance of sleep in terms of the 

specific work roles that they do.  For example, Nurse Finch from her perspective of 

working on a cardiothoracic surgical ward describes the importance of sleep in 

terms of patient recovery.  This was in fact her first response to the question. 

 

Interviewer:   
And why, from a sleep point of view, why do you think sleep is important to people? 
 
Nurse Judy finch: 
Well to rest and repair themselves, especially cardiothoracic wise, you can sort of lose a 
day whilst they’re having their operation so sleep deprivation is a big kind of thing, within 
that sort of speciality. 
 
 
 

Similarly, Nurse Smith (whose role involves mainly treating patients suffering from 

respiratory illnesses such as COPD) views the effect of sleep on health or 

wellbeing in terms of the patient population that she deals with. 

 

Interviewer: 
Yes, do you think sleep can have any effect on health? 
 
 
Nurse Kerry Smith: 
Definitely, because I see lots of respiratory patients who actually don’t often sleep well and 
it does affect them through their day as well and they often snooze in the day and they 
can’t, sort of, maintain normal lifestyles as well, sometimes. 
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From these responses it emerges that alongside lay models of sleep, the nurses 

adopt clinically informed models.  Having a defined role that focuses on specific 

illnesses, as the nurses in these interviews do, appears to increase awareness of 

sleep and sleep problems in these specific situations.  In contrast, only one of the 

eight GPs interviewed mentioned the link between respiratory illness and sleep, 

although GPs do regularly see patients who have asthma and COPD.  The 

difference lies in the fact that the nurses can adopt a narrower focus resulting from 

their role description, while GPs act as generalists with a wide scope of illnesses 

to consider.  Nurse Smith who discusses checking for sleep apnoea in overweight 

respiratory patients, provides a further example.  Only one of the eight GPs 

mentioned screening overweight patients for sleep apnoea. 

 

Nurse Kerry Smith: 
The respiratory patients obviously if they are quite severe ones, and are overweight, I look 
for signs of sleep apnoea and you know, discuss sleep in that respect.  Do they snore and is 
there something that they’re aware of that is keeping them awake? 
 
 

In summary, practice nurse views in this study are shaped by two influences: 

clinical knowledge and personal experience.  The latter is exemplified by their 

perception of the negative daytime consequences of poor sleep based upon their 

own experience and the accounts from friends, relatives and colleagues. The 

nurses express a clinically informed view when talking about the impact of sleep in 

the context of their own work.  Nurse Smith’s impression that respiratory patients 

who do not sleep well are “less able to do things in the day” and cannot “maintain 

normal lifestyles” suggests she feels that lack of sleep has a significant impact on 

daily life for these patients.   
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5.4:  Sleep and the clinical role of the practice nurses 
 

As mentioned previously, the role of a practice nurse can vary considerably. The 

next section will explore how issues around sleep are perceived to feature in the 

clinical work of the practice nurses.  

 

The frequency in which issues around sleep problems are thought to occur during 

consultations is fairly low, as illustrated by the following quotations. 

 

Interviewer:   
But, do you feel like, how often do you think it would come up over a week? 
 
Nurse Claire Legg:    
It could be once a fortnight or it could be once month.  It just depends really and it depends 
on what kind of working I’m doing, I guess.  
 

~~~~~ 

 
Interviewer:  
Do you feel that, sort of sleeping problems, or sleep problems are .. come up regularly in 
the work that you do? 
 
Nurse Kerry Smith:  
Erm, well I suppose if you define regularly as more than twice a week or weekly, I would 
say yes possibly.  I would say it was quite regular. 
 

~~~~~ 

 
Nurse Judy Finch:   
We don’t get many people complaining of not sleeping in the practice side of things.   
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The above quotations suggest that although the issue of sleep problems may arise 

during consultations, this is not perceived to be a common occurrence.  Linked to 

this is the finding that practice nurses do not routinely ask about sleep. Nurse 

Smith explains that she may ask about sleep when reviewing patients who have 

respiratory conditions, but as indicated in the quotation below feels she is unlikely 

to with other patients.  She describes similar sentiments as the GP group in that 

her reason for not asking appears to be linked to the perception that there is little 

that she can offer.     

 

Interviewer:  
Do you ask about sleep generally with other patients as well as part of ..? 
 
Nurse Kerry Smith: 
I don’t think I do. 
 
Interviewer:  
So, it would be them bringing it up? 
 
Nurse Kerry Smith:  
They would have to bring it up with me, probably because I don’t feel that I’m qualified to 
actually then do anything about it, other then is there a reason, obvious reason, why they’re 
not sleeping because you know, respiratory problems or worry, then I would say that they 
would have to discuss it with your doctor type of thing, so I probably don’t bring it up with 
other patients. 
 
 

Although Nurse Smith says she would not usually ask about sleep she did identify 

some specific situations when sleep might be relevant, for example, when caring 

for patients who have a painful leg ulcer (this was also mentioned by Nurse Legg).   

 

Nurse Kerry Smith:  
Uh, because we do see a lot of really, quite chronic leg ulcers and they’re in a lot of pain 
and as I said, we always address the sort of “where do you sleep, do they sleep in a bed 
with their leg down, sorry in a chair with their leg down or do they manage to get to bed, 
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you know, what pain do they get at night”, so kind of would address it there.  I don’t think 
I’d think, “oh, I must get you a sleeping tablet”.  I think we address the pain. 
 
 

It can be argued that in this situation raising the issue of sleep is primarily related 

to physical health, namely, whether the positioning of the leg while sleeping 

exacerbates the pain.  Thus, sleep position and pain are used as markers of 

disease severity.  Ulcers that are due to poor blood supply (arterial ulcers) are 

typically very painful and patients with this condition may sleep in a position with 

their affected leg down in order to maximise blood flow and minimise pain.  Nurse 

Claire Legg describes this in the quotation below. 

 

Interviewer:  
Yes, and with your wound care patients, do you find any of them will mention how they’re 
sleeping? 
 
Nurse Claire Legg:   
Yes, some will because if they’re getting problems with their pain and pain is an issue, 
they will say you know,  “well, I’m getting up in the night because of that leg; the leg is so 
painful I have to get up out of bed; I can’t lie in bed anymore.  I have to sleep in a chair”.  
And of course then, this automatically makes me think that probably something arterial is 
going on because they’re having to put the leg out of bed, or having to get up and sleeping 
in a chair more often than not.  Erm, then, we talk about sleep and what’s interrupting their 
sleep and what we can do about it.  And then usually that’s when I feedback that I’d like 
them  to come and see the GP  [OK]  erm, for us then to look at problems together. 
 
 

Similarly, in the excerpts below, GPs also view sleep as a marker of severity in 

other conditions relating to physical health. 

 

Interviewer: 
Yeah, yeah, when you do ask say for someone who’s got heart failure or asthma what’s 
your reasons for asking? 
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Dr Mina Martins: 
Err, it’s to find out how bad they are in terms of their illness, so if they can’t sleep then it’s 
an indication of severity of illness I think. 
 

~~~~~ 

 
Dr Sara Spence: 
The fact that they’re not .. often if means that the pain is more significant if it’s something 
that’s stopping them sleeping that’s a bad pain isn’t it. 
 
Interviewer: 
So it’s more severe if it’s stopping them sleeping? 
 
Dr Sara Spence: 
Yeah, if somebody comes in and says “I’m in agony doctor” how are you sleeping “oh I’m 
sleeping fine” then you think, maybe you’re not so in agony (laugh). 
 
 

In the conditions affecting physical health that are mentioned in the excerpts 

above, sleep problems are viewed as a consequence of the underlying physical 

problems (ulcer, COPD, heart failure or painful condition) and as an indicator of 

severity. 

 

Nurse Smith also mentions a link between mental health problems and sleep 

whereby poor sleep may be a symptom of or be part of anxiety and depression. 

 

Nurse Kerry Smith:  
Again, a lot of my patients are elderly and one of the biggest complaints is “I can’t sleep at 
night” erm,  and they then mix that in with a bit of depression I think.  I did a HADS 
(Hospital Anxiety and Depression Scale) on someone the other day. He didn’t score too 
badly but he was more concerned about his lack of sleep that made him depressed, this he 
felt was causing his depression but I think he was just tired. 
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Similarly, Nurse Legg links sleep with anxiety and depression but in a different 

context.  She is responsible for baby immunizations and is making a link between 

post-natal depression and sleep.  

 

Interviewer:   
Would you ever just ask somebody about their sleep yourself?  Are there any situations 
when you might do that, that you could think of? 
 
Nurse Claire Legg:  
No, because I think that’d only be if I sensed that somebody was having problems .. how 
can I put it.  I suppose it’s experience.  When somebody comes for a new patient check or 
a mum comes for an immunisation, as an example, and I feel that there is something that 
just not quite right with the presentation; an I feel mum’s a bit low or I feel you know she 
seems a bit on edge or  [OK] difficulty coping, it’s an opportunity for me to say to them 
“how are you doing, how are you coping?”  These outside of the template conversations 
might go on, because I see that as part of my role. 
 
 

The links between physical health problems and sleep appears to be viewed 

differently to the relationship between mental health problems and sleep.  For 

example, sleep problems are viewed as a clear consequence of physical problems 

such as a leg ulcer but as a symptom of mental health problems.  For example, 

Nurse Smith described using a depression-screening tool when assessing a 

patient complaining about poor sleep.   Similarly within the GP interviews, sleep 

problems are viewed as a symptom of anxiety and depression.  GPs often recall 

their psychiatry teaching and view sleep disturbance as one of the criteria used in 

order to diagnose depression.  Therefore, sleep disturbance is seen as part of 

depression or anxiety (see section 4.3.1). 

 

Both the nurses and the GPs accept sleep problems as part of, or secondary to 

another underlying or co-morbid condition – whether this be related to physical or 
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mental health.  The presence of a co-morbid condition can be reassuring to the 

health care practitioner, offering both an explanation and a plan of action.   

 

Nurse Legg also carries out new patient registration checks and in this context 

makes a link between alcohol consumption and sleep because of finding that 

young people will say that they use alcohol to help them sleep.  

 

Interviewer:   
And have you got any feeling of particular patients who, groups of patients that might ask 
about sleep, or mention sleep problems? 
 
Nurse Claire Legg: 
As I said, the elderly when they come for their once per year health check or any other 
check that they’re having on a regular basis. Young people might do on a new patient 
check, if they feel it’s that much of a problem but usually that always comes up when I’ve 
been doing an alcohol screen. 
 
 

Research supports the finding that some people who suffer from insomnia will try 

alcohol as a sleep aid (Ancoli and Roth, 1999, Morin et al., 2006b).   A few of the 

GPs also commented on this association.   The view taken by the GPs and Nurse 

Legg was that this is not beneficial and should be discouraged.  There is literature 

supporting this view: which suggests that although no evidence of harm is 

established with low to moderate use of alcohol to aid sleep, there is a possibility 

that tolerance to the sedative effects of alcohol will develop and that sleep 

disruption may occur with high doses of alcohol and that harmful use of alcohol 

may develop (Roehrs and Roth, 2001).  In this situation, the issue of sleep is not 

directly being presented by the patient but arises as an explanation for a possibly 

harmful behaviour.  
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In summary, nurses do not generally feel that sleep problems are a frequent part 

of their work as only a small proportion of patients present with these issues, or 

that they themselves would routinely ask about sleep.  However, some specific 

situations emerged within their defined roles in which they felt sleep issues might 

arise.   The links that the practice nurses make between sleep and various co-

morbidities, including respiratory disease, pain (e.g. painful leg ulcers), anxiety and 

depression and alcohol use are all supported by research findings (see sections 

1.4.1 and 1.4.2). 

 

 

5.5:  Sleep and the structure of practice nursing 
 

Practice nursing involves a high proportion of health checks, chronic disease 

reviews, screening and new patient registration checks.  These types of patient 

encounters are standardized and practices have computer templates that the 

nurses fill in.  The templates require answers to certain questions and specific 

clinical data needs to be gathered and entered.  This data is used by the practice 

for scoring QOF points and earning money (as discussed previously in section 

4.5.3).  Therefore, the reviews and health checks tend to be very structured.  

However, given that 20 or 30 minutes is allocated to these appointments, this time 

may also give opportunity for more detailed discussion outside the template. 
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For example, Nurse Smith illustrates how the nature of nurses’ work may make it 

easier for patients to discuss issues such as sleep with them rather than with a 

GP.   

 

Interviewer:  
Do you think there’s a difference in what sort of problems they would tell you and what 
they might tell their GP? 
 
Nurse Kerry Smith: 
Well we have to ask more kind of intimate questions you know, about depression, 
impotence and things like that, so I suppose that they do kind of talk to us.  Once you’ve 
done that, I think they can tell you anything ((laugh)) so yeah and we have more time in an 
appointment for them to perhaps maybe, “I just wanted to mention something”. Erm, if 
they go to their GP, they’ve got to go with a specific problem, haven’t they and they are 
not allowed to really discuss more than one – that’s another appointment, so you know, if 
they don’t see the sleep one as being their biggest problem, they’ll talk about the rash on 
their leg, or something, so I think they’d have to go to the GP with the sleep problem 
which they probably do and they’d only go there if they wanted medication, I think, 
wouldn’t they?  Whereas sort of to me, they probably know that they’re not going to get 
tablets but they might get advice, so they might discuss it with me first and expect and 
hope that I’ll tell them to go and see the doctor.  It might go that way around, I think. 
 
 

Nurse Smith describes below, how she may use a broad opening question in a 

chronic review.   

 

Nurse Kerry Smith:  
Yes because patients come to me and they’re not .. they’re coming for their six monthly 
review, or their annual review.  “How you’ve been in the last six months?” and that’s how 
you start.  It’s not, “I’ve got this pain in my hip doctor”.  
 
 
As described by Nurse Smith above, the structure of a consultation to review a 

chronic disease (such as COPD) varies significantly from a typical GP 

consultation.  They may make more use of open questions such as “how have you 

been in the last six months?” and more time is allocated to a chronic disease 
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review (generally 20 minutes or more, as opposed to 10 minutes in a normal GP 

appointment).  The purpose of a review, being in part to find out how the patient 

has been and to identify any problems relating to their chronic disease is much 

more general than the purpose of a GP consultation.  As mentioned by Nurse 

Smith, a GP consultation can be very problem orientated and specific.  The patient 

will bring a problem usually expecting the GP to help with this problem and the 

consultation will focus on this issue.   In addition to the more relaxed structure of a 

review appointment, patients may also feel more comfortable and less intimidated 

talking to a nurse.  There are, therefore, several reasons why patients may find it 

easier to bring up issues such as sleep with a practice nurse rather than with a 

doctor.  However, Nurse Legg also points out that nurse consultations can be very 

structured and that the use of templates may narrow the focus and thus limit the 

opportunity for patients to discuss other issues. 

 

Interviewer:  
Are you fairly pushed for time when you say you’re doing new patient review or anyone 
with chronic disease?   
 
Nurse Claire Legg:   
Yes, I think that’s because most of it is closed questioning because we’ve got two slots 
which is 20 minutes [yeah] and that’s to do the height, the weight, the waist, er, to ask 
about family history, er, well a urine test and to discuss any other matters.  So you’re going 
through the templates – smoking as well, alcohol.  So you go through the templates – blah, 
blah, blah, blah, blah. 
 
 
Interviewer:  
And are you giving advice on all of these different things at the same time? 
 
Nurse Claire Legg:  
Er, we do do, yes.  We talk about are you having your five fruit and veg per day and how 
many units of alcohol are you drinking – erm, right, this is what the .. we class the limit for 
female, for male sort of thing.  We discuss about what it is they’re drinking as well, 
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because obviously some drinks they don’t realise have more units in than others, an, and 
then that gets you onto a whole new ball game.   
 
 

Nurse Legg is describing the various elements of a new patient check that need to 

be fitted into 20 minutes.  In this context she describes having to cover numerous 

mandatory questions and perform several clinical tasks which all need to be 

recorded.  In this situation it might be unlikely that the nature of the consultation 

would encourage discussion of  ‘off-template’ issues such as sleep. Nurse Legg 

later goes on to consider having a question about sleep in the new patient checks. 

 

Interviewer:   
Do you feel, for you, it would be useful to have information that you could give to patients 
or is that something that you do, do you give out written information about things? 
 
Nurse Claire Legg: 
Yes, we do.  So, I think that would be useful and it would possibly be useful on new 
patient checks actually, although people might say “oh, something else I’ve got to do”. 
 
Interviewer:   
I know exactly.  There is so much isn’t there? 
 
Nurse Claire Legg:   
Yeah and it opens a can of worms. 
 
Interviewer: 
As in? 
 
Nurse Claire Legg:   
Knock on effect.  You know, they’ve got an underlying depression. 
 
 

Nurse Legg identifies two problems with the idea of including sleep in a new 

patient check: first nurses doing the checks might be annoyed at having yet 

another question to ask, thus creating more time pressure.  The second is that 

asking about sleep may “open a can of worms”.   This is perhaps recognizing that 
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sleep is a complex process linked to physical, emotional and psychological 

wellbeing.  Asking about sleep may bring up any number of other problems, which 

may be difficult to explore in the given time, may not be easily resolved or felt to be 

outside the scope of competence.   

 

While the general nature of a review may allow exploration of ‘off-template’ issues 

such as sleep (as described by Nurse Smith), whether this happens or not is likely 

to depend on the confidence, experience and attitude of the nurse doing the 

consultation.   It is also possible that the use of structured templates may mean 

that discussion about other issues does not happen as the agenda in the template 

takes priority.  However, practice nurses regularly see older patients, women with 

young children and patients with chronic diseases, all of whom are likely to be at 

an increased risk of suffering from sleep problems. Nurses are potentially in a 

good position to be able to offer simple advice if the issue arises.  The next section 

explores the views that the nurses have about management of sleep problems. 

 

 

5.6:  Practice nurse views on the management of sleep problems 
 

Although the nurses were aware that sleep issues might come up in some 

situations, they generally had limited awareness of basic sleep hygiene advice and 

did not recall giving out written advice on sleep.  
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Nurse Kerry Smith:  
There is nothing written down routinely but in the past, I have given advice for example, 
well if you think you are worried about something, write it down if you’ve got lists, you 
know, sort of make notes of things, milky drinks and you know, make sure that you have a 
warm bath and relax before you go to bed, read a book, all those sort of things, lavender.  
I’ve done the lavender; I do that myself ((laugh)).  Get some lavender for your pillow and 
that works for me. 
 
Interviewer:  
Yeah 
 
Nurse Kerry Smith:   
I could do with someone telling me specifically what you would do, I would give that, that 
is my own sort of learning really, my own advice, nothing that I’ve ever been taught. 
 
 

Nurse Smith describes how she has never really considered dealing with sleep as 

part of her role. 

 

Nurse Kerry Smith:   
I’m always saying Google things ((laugh)) but not for sleep, I can’t say I’ve done it for 
sleep but I am always saying, you know, if you’ve got a computer why don’t you Google 
such and such and/or I go on it there and then and will print something off for them. 
 
Interviewer:  
Yes, o.k. 
 
Nurse Kerry Smith:   
So I would do that but I haven’t, I don’t think I have ever thought of sleep as being a major 
sort of, part of my role really but now I’m talking about it ((laugh)). 
 
 

This reflects the finding that the nurses experience a limit to their role and to the 

problems that they are able to manage. As a consequence, the advice they 

provide may be based on their own lay knowledge, as described by Nurse Smith 

above or may be based on personal opinion and preference as described by 

Nurse Legg below.  In these quotations Nurse Legg is describing her own personal 
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approach to managing a sleep problem once other co-morbid conditions have 

already been ruled out.   

 

Nurse Claire Legg:  
Oh, right ((laugh)).  Err, you see, I  .. This is just a personal thing, I would look at probably 
pointing them towards meditation.   
 
Nurse Claire Legg:  
I just speak as a person; from personal experience but actually just recently have been 
doing a lot of work in palliative care with the benefits of complementary therapies in some 
situations. 
 
 

Nurses may feel more at ease than doctors discussing their use of lay knowledge, 

personal preference and personal experience in the management of sleep 

problems. The reasons for this may be linked to the perception that sleep 

management is not usually part of the practice nurse role and thus there has never 

been any need or expectation to know anything more about sleep management. 

Linked to this is their recourse to the safety net of referring a patient to a GP.  

However, these limits are not set in stone and different nurses accept different 

levels of responsibility.  The quotations below illustrate this: Nurse Legg, having 

listened to the hypothetical scenario, responds immediately that she would refer 

the patient to see a GP.   

 

Interviewer:   
I’ve got a little scenario.  Now, if you could just have a read through.  We’ve probably 
covered bits of this. 
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Scenario part 1. 

“A 47 year old woman has come for a smear and tells you in conversation that she is tired 
and has not been sleeping well for months.  She rarely comes to the surgery and is not 
taking any repeat medication.  What would you do in this consultation?”  
 

Nurse Claire Legg: 
And again, I would just refer her to the GP. 
 
 

In contrast, Nurse Smith says she would like to do some routine blood tests first 

and would then suggest that the patient go to a GP.  This implies some variation in 

the degree of responsibility that nurses take and this may reflect training and 

experience.  Nurse Smith has worked for considerably longer in primary care and 

is also a nurse-prescriber.  These factors may contribute towards her confidence 

in taking on a higher level of responsibility. 

 

Nurse Kerry Smith:   
Um, the thing is that you see tired all the time ((laugh)) on so many consultations and I 
don’t know whatever is done about it.  I think with her only being 47, she rarely comes to 
surgery, I think that she probably, probably I would say, well maybe we need to do some 
blood tests, you know, routine sort of blood screening on you just to see if there is 
something we’re not aware of, erm,  and  would probably say that if the results come back 
normal but you are still feeling like this, then maybe you need to see a GP.  You’ve always 
got that to fall back, you see on so it’s quite nice.  You can pass the buck really but I’m at 
the stage where I would probably look for a clinical cause first.  
 
 

There is a perception among the nurses as illustrated in the quotation below that a 

GP can do more for sleep, in part because they are able to prescribe medication.  

However, this may be a misconception, based on the findings from the GP 

interviews, in which GPs generally feel reluctant to prescribe hypnotic medication.  
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Nurse Judy Finch:   
I mean, really, as a nurse, you can just offer general advice like we’ve just discussed but 
erm, really to be sort of going back to the GP and perhaps the GP referring on to find out 
why you know, she’s still having problems with the sleep. 
 
Interviewer:   
Yeah, yeah. 
 
Nurse Judy Finch:   
Because, there’s minimal that we can do.  We can’t instigate any kind of medications or 
anything, we can only just sort of give general advice, I think. 
 
 

Considering that the practice nurses in this study are not responsible for 

prescribing hypnotic medication it is likely that they will have different perceptions 

and understandings relating to these drugs compared to the GPs interviewed.  The 

excerpt below illustrates this. 

 

Nurse Kerry Smith: 
I do see a lot of people on prescribed medication for insomnia.  
 
Interviewer:  
What sort of medication do you see? 
 
Nurse Kerry Smith:  
Hum..  I can’t think of one now. 
 
Interviewer:   
Do you have any thoughts about the sleep medications that are prescribed like the 
Temazepam and the zopiclone and using them in elderly patients, using them in patients 
with respiratory problems, do you have any thoughts about? 
 
Nurse Kerry Smith: 
Well, I suppose there’s always that stigma with, sort of sedation I suppose that they’re 
going to get addicted and erm, then they can’t get off them.  My own thoughts are … err, 
obviously sedation in respiratory patients isn’t the best thing because … I don’t actually 
know what effect can have on respiratory .. I suppose it depends how severe they are, but it 
could be.  I would worry if their mood was low as well whether they would take too many, 
I suppose. 
 
Interviewer:  
Yeah. 
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Nurse Kerry Smith:   
I haven’t got many thoughts on it really ((laugh)). 
 
 

Nurse Smith expresses a view that she sees many patients who are prescribed 

medication for insomnia, and while she mentions addiction as one of the problems 

with sedative medication she actually terms this as a “stigma”, implying that she 

may not view this a real problem.   It is possible that nurses are less aware of the 

negative side effects of hypnotic medication and the consequent reluctance of the 

GPs to start these medications.  Historically, as mentioned in section 4.5.2, many 

surgeries have a number of elderly patients who have been taking hypnotics for 

many years and been unable to stop.  Therefore, the practice nurses may 

regularly see these medications prescribed leading to the impression that use of 

hypnotics is an option to be readily considered for sleep problems.   This could 

potentially lead to conflicting advice being given to patients and highlights the 

importance of good communication among clinical staff to ensure a coherent and 

consistent approach is taken towards clinical problems. 

 

Although practice nurses in this study do not currently feel that treating sleep 

problems is part of their responsibilities, Nurse Smith takes the view that giving 

sleep hygiene advice is potentially part of her role but that she would require some 

basic training. 

 

Interviewer:  
How do you feel, like yourself, about giving people advice or sort of trying to help them 
with their sleep? 
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Nurse Kerry Smith: 
Oh, I’d feel that it was ..actually I would feel was quite a responsibility of mine actually. 
Given some, probably a bit more advice myself to make sure that I’m giving them the right 
advice, but yes I would be quite happy to give out more advice on how to help them sleep. 
 

The three practice nurses within this study have different levels of experience and 

different responsibilities, which reflects the flexible nature of practice nursing.  

Nurses could potentially enquire about sleep and give appropriate advice.  

However, as indicated in the above quotation, such role development is likely to 

require training and support.  

 

 

5.7:  Conclusion 
 

In summary, although the role of the practice nurses may place them in a good 

position to offer advice about sleep, it seems that the nurses do not view this as 

part of their role.  There appears to be a perception among the nurses that they 

should not be managing sleep problems and these patients need to be referred to 

see a GP. The nurses are less aware than the GPs of sleep hygiene advice  

(despite the fact that most of the GPs could recall having little or no training on 

sleep and sleep problems they had been told or read about sleep hygiene) and 

may be less aware of the negative effects of hypnotic medication.   

 

Much of the work that practice nurses do is very structured and requires that the 

nurses follow protocols closely in order to meet targets set out in national policies.  

This may limit the involvement of practice nurses in the management of wider 
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issues such as sleep problems.   However, there is a tension here and sometimes 

practice nurses, depending on their skill, working preferences and experience may 

wish to broaden their role. 

 

While nurses are likely to be in a good position to be able to advise on sleep 

issues and may be willing to do so, their role is very much determined by national 

policy.   For example, common elements of practice nursing such as cervical 

screening, child immunizations and flu vaccinations are part of national programs. 

Reviews and management of long-term conditions focus on meeting national 

targets and even new patient checks are part of the nationally agreed GP contract.  

All these activities are related to earnings for the practice.  Sleep does not appear 

to be on the national agenda and is also not considered to be a priority by the GPs 

interviewed.  Therefore, it is unlikely that the practice nurse role would naturally 

extend to managing sleep problems at present.  
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Chapter 6: Socio-demographic factors: perceptions and influence 

 

6.1: Introduction  

 

This section will combine findings from both GP interviews and practice nurse 

interviews.  

 

Practices involved in this study were purposefully chosen in order to include those 

in both affluent and deprived areas.  In addition, an effort was made to include 

participants of both genders and of different ages.  Therefore, this chapter will deal 

with issues around socio-demographic factors, considering participants’ 

perceptions regarding the impact of gender and social factors in relation to sleep 

problems and also considering whether participants’ own characteristics (gender, 

age and location of practice) influenced their responses.  Firstly, a brief summary 

of the basic characteristics of the participants is given below. 

 

Table 1, (see section 3.4.3.) describes the basic characteristics of the participants.   

Within the GP group, there were four men and four women.   Three of the GPs (Dr 

Joyner, Dr Spence and Dr Horton) had worked in general practice for around 20 

years (range 19 to 21 years) and five of the GPs had worked in general practice 

for closer to 10 years (range 8-14 years).   With regards to practice locations, four 

GPs worked in practices in affluent areas (Dr Horton, Dr Cotton, Dr Spence and Dr 

Atkinson) and four worked in more deprived areas (Dr Joyner, Dr Green, Dr 

Martins and Dr Price).   The three nurses had worked for varying lengths of time in 
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primary care.  Nurse Smith had worked for 17 years in general practice and was 

the only nurse working in a more deprived area. Nurse Legg had been a practice 

nurse for eight years and Nurse Finch for less than a year (she had previously 

been working in district nursing).    

 

 

6.2: Participant perceptions of gender, social factors and sleep problems 
 

Epidemiological research has generally reported that sleep problems are more 

common in women than in men and there are likely to be complex reasons for this 

(see section 1.4.2).  Sleep problems are often reported to be more common in the 

elderly, although research suggests that this is due to increased morbidity in the 

elderly rather than due to age per se (with the healthy elderly sleeping as well as 

the younger population (Ohayon, 2002)).  Several GPs discussed issues around 

age and sleep and these issues have been explored in section 4.3.2.   In addition, 

sleep problems have been found to be associated with lower socio-economic 

status and it is likely that issues around education, financial stability, housing and 

living conditions and worries about work and family contribute to this (Arber et al., 

2009) as described in section 1.4.2.  Work and sleep are also linked: poor sleep 

has an impact on work, and issues around work can impact on sleep (as described 

in sections 1.4.2 and 1.4.3).  In addition, working night shifts has been found to be 

associated with increased prevalence of various illnesses (Williams, 2005).  This 

next section will consider the perceptions of the participants regarding issues 

around socio-demographic factors and how they may link with sleep problems. 
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6.2.1: Gender and sleep problems  
 

Three of the GPs mention that women might be more likely than men to consult 

about sleep problems.  None of the participants express the view that men are 

more likely to consult about sleep problems than women.  Although one GP 

expresses a view that working age people are the group most likely to discuss 

sleep problems and want help, the majority of participants (nurses and GPs) feel 

that the group most likely to have or discuss sleep problems is the elderly.   None 

of the nurses mention women as a group more likely to come about sleep 

problems.   Although Dr Green and Dr Martins both mention gender, their answers 

also suggest they perceive the elderly to be a group likely to discuss sleep. 

 

Interviewer: 
Do you think there are any groups of patients that spring to mind who are more likely to 
tell you about their sleep or have a problem with sleeping? 
 

Dr George Green: 
Erm, OK, women spring to mind, and yet, I’m saying it and thinking I see quite a lot of 
men with insomnia as well and sleep difficulties.  The elderly … probably the elderly I 
would say, more so. 
 

 

Dr Martins also makes the point that she tends to see more women in her 

consultations and that this may make it hard for her to judge whether more women 

do consult about sleep problems. 

 

Dr Mina Martins: 
Er, I s’pose older people do tend to and I think I find a lot of people you know who’s erm 
partners have died and stuff like that and they come because they can’t sleep. So I don’t 
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s’pose is likely to happen if you’re younger, erm but yeah, perhaps more women, but then I 
see more women so erm, so it’s hard to judge. But it’s definitely older, you know, I don’t 
get many sixteen year-olds, I don’t get many sixteen-year olds anyway, but you know they 
don’t complain of that. 
 

 

Dr Spence also makes the comment that she sees more women with sleep 

problems but that her consultation lists tend to be mainly made up of women.  

 

Dr Sara Spence: 
More women than men consult about that. More women than men consult about those sorts 
of symptoms anyway, erm, anxiety and depression.  Maybe that’s because they’re 
choosing a female doctor, whether that biases the population that I see with this.  Cause 
looking at my consultations, my lists, surgery lists, it’s predominantly female. 
 

 

Dr Spence makes a connection between sleep problems and anxiety and 

depression symptoms, and points out that women are more likely to consult about 

these conditions.  Research does suggests that women are more likely to suffer 

from affective disorders (Popay et al., 1993, Rojas et al., 2005) and there is 

certainly a strong association between sleep problems and mental health 

problems (see section 1.4.1).  Dr Spence was the only participant to mention this 

in the context of gender, although all participants mentioned the link between 

affective disorders and sleep problems within the interviews (see section 4.3.1). 

Only three participants mention that women may be more likely to have sleep 

problems and two of these were women.  Both of the female GPs felt that they see 

women anyway and they both recognize that this may be the reason why they 

have the perception that more women consult about sleep issues.   These 

comments suggest that the two female GPs have an impression that their gender 
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has an impact on their work in the sense that it influences which patients choose 

to come to see them. Dr Spence, also comments that she inevitably sees more 

women’s health problems in the quotation below.  Therefore, she also seems to 

feel that the nature of the problems she sees in practice is influenced by the fact 

that she sees more women. 

 

Interviewer: 
And do you have any special interests within the practice? 
 

Dr Sara Spence: 
Erm, palliative medicine, erm special interest, inevitably you find women’s health 
problems become a special interest (laugh) yeah, that’s about it, yes. 
 

 

There was therefore, limited perception among participants that women consult 

more about sleep problems, and only one GP mentions any reason why women 

may be more likely to consult about sleep than men specifically (i.e. that sleep is 

linked to affective disorders and women are more likely to suffer from these 

conditions).  However, the vignette based on a 47-year-old woman does reveal 

thoughts that GPs and practice nurses have regarding possible triggers for sleep 

problems and as such, offers some insight into the factors that GPs and practice 

nurses perceive to be linked with sleep problems.  These factors include physical 

and mental health problems as well as social factors.   

 

Various health factors are mentioned that could be relevant for both men and 

women.  These include hypothyroidism, anaemia, diabetes, affective disorders 

and alcohol problems.  In addition, two GPs (one male and one female) and one 
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practice nurse also mention the symptoms of the menopause - which are specific 

to the context of the vignette (i.e. related to the age and gender of the subject). 

 

Interviewer: 
Scenario part 1 
A 47 year old woman comes to see you complaining of tiredness and not sleeping well for 
several months.  She rarely attends the surgery, is not taking any repeat medication and 
you have not met her before.  What would you do in this consultation? 
 

Dr Sara Spence: 
Er, erm, … 
 

Interviewer: 
What sort of runs through your mind? 
 

Dr Sara Spence: 
Erm, need to find ... she’s not a regular attender, she’s normally somebody who just copes 
with life and of good health, so something’s happened recently, so you just need to explore 
whether it’s a physical, if it’s a physical illness or some stress that has happened in her life 
that might be causing her to feel like this.  At 47 she could be menopausal. 
 

~~~~~ 

 

Dr Patrick Price: 
I suppose, step back to the registrar sort of level of ideas, concerns and expectations and 
see, you know, how much sleep she expects, how much she is getting if she’s falling asleep 
and then waking up, if it’s more of an early morning wakening.  At the age of 47 if its 
something more medical or menopausal, sort of hot flushes and the like, erm, so try to take 
a general history as well if there’s other worrying sort of features. 
 

 

Some, but not all GPs and practice nurses mention social factors to be considered 

when exploring the case presented in the vignette. There was no obvious pattern 

by gender of GP regarding discussion of social factors (one female and two male 



 
 

 

 192 

GPs and one nurse do not mention the possible role of social factors when 

considering the vignette). The types of social factors mentioned include general 

‘life stresses’, coping with events such as bereavement, children and work issues.  

In some cases these are mentioned in a general sense, as in the quotations 

below. 

 

Dr Mina Martins: 
Erm, well, er, if the first kind of things I’d ask, you know, when did it start, did you notice 
anything like a trigger factor erm, is it erm, when, what is her sleeping pattern like, does 
actually get to sleep, does she wake early, does she nap during the day, what does she do, 
does she go out to work, does she have children and all that kind of thing. 
 
 

~~~~~ 

 
Nurse Legg:  
I’d  probably look round it a little bit more and say “was there anything, you know, that 
was erm,  if there was anything that was sort of worrying her or concerning her, has 
anything changing recently, erm, you know, in the family.. or with the, in the family 
environment itself, [yeah] anything at work or anything in the family. 
 

 

In contrast, other participants relate the social factors more directly to the subject 

presented in the vignette, considering her age, and the age that her children and 

parents might be, and how these factors may impact on her sleep.  Interestingly, 

the two GPs who consider the menopause (relating possible physical problems to 

the specific scenario) also relate the possible social factors to the context of the 

vignette. 

 

Dr Sara Spence: 
Erm, her children are, if she’s got children often it’s the stage where they’re adolescents 
and/ or leaving home and there’s all sorts of stuff going on in her life, she might have er, 
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parents who are getting elderly and they might be causing problems to her. Her thyroid 
could be becoming under active, several things could be happening to her at that stage of 
her life, so take a good history really, and decide what you need to do next. 
 

~~~~~ 

Dr Patrick Price: 
So that’s the sort of age, of course where you can have older parents and teenage children 
that could be general family sort of stresses [yeah] as well as holding down a job, so 
there’s got to be a general assessment hasn’t there.      
 

 

Research findings suggest that social factors are important in relation to sleep 

problems and that there may be social and cultural reasons why women are more 

likely to suffer from sleep problems (Arber et al., 2009, Dzaja et al., 2005, Hislop 

and Arber, 2003a).  The two quotations above suggest that these GPs are aware 

that women often take on an emotional and physical burden of looking after and 

caring for family members and that this may impact on sleep.  However, although 

the majority of participants mention that they would explore social factors (in some 

way) in relation to the vignette, only a minority appear to identify factors relevant 

specifically to a 47-year-old woman.   

 

 

6.2.2: Socio-economic status and sleep problems  

 

As mentioned above, research suggests that lower socio-economic status (SES) is 

linked with sleep problems (see section 1.4.2).  Socio-economic status can be 

broken down into factors such as level of education, income, employment status 

and type of housing.  Surprisingly, none of these factors is identified as a risk for 
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sleep problems within these interviews.   People with lower socio-economic status 

are not perceived to be a group more likely to consult about sleeping problems 

and socio-economic status is not a factor that featured in the responses to the 

vignette, as discussed above. 

 

One possible explanation for this lack of awareness of the relevance of socio-

economic factors may be that as participants report very little training regarding 

sleep problems (see section 4.5.1) they are unlikely to be aware of any research 

regarding the epidemiology and sociology of sleep problems.    Consequently, 

practice nurses and GPs probably answered questions within the interviews based 

on their own experiences (at work and general life experiences) and research 

suggests that while low socio-economic status is linked with sleep problems, 

people with higher income and higher levels of education are more likely to seek 

medical help for sleep problems (Aikens and Rouse, 2005, Shochat et al., 1999) 

Therefore, it may be that clinicians in primary care do not see more patients of low 

SES with sleep problems.  In addition, like with the majority of health care 

professionals it is unlikely that either PNs or GPs come from a lower socio-

economic background, therefore their own life experiences would not necessarily 

offer any insight into links between low SES and sleep. 

 

Another factor that could be relevant is that there are no inner-city practices 

included within the study, and these types of practices may deal with patients 

living in more extreme levels of deprivation and clinicians in these areas may have 

different experiences and perceptions regarding SES and sleep problems.  
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However, within this study clinicians working within more deprived practices were 

not any more aware of links between low SES and sleep problems than those 

working in more affluent areas.  

 

 

6.2.3: Work and sleep problems  

 

Although discussion about SES and risk of sleep problems does not occur, 

clinicians do mention issues around work and sleep problems.  This is discussed 

further in the following section.  While participants do not mention the possible 

impact of unemployment, redundancy or retirement on sleep problems, some 

clinicians mention work as a factor to explore in response to part 1 of the vignette 

(above or appendix C).  

 

Dr Alan Atikinson: 
OK, I would find out a lot more about her and erm, about the problem and then I’d 
basically do what I call grub around, which is erm, find out about her and her family and 
whether she works. 
 

Dr Martins and Nurse Legg also mention work in the context of the vignette.  

However, the possibility that work stress might impact on sleep is not directly 

considered.  Within the interviews participants are more likely to mention the 

impact that sleep problems may be perceived to have on work.  Some clinicians 

have the impression that individuals who work are particularly bothered by sleep 

problems because of the pressure of needing to function and perform at work. 
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Dr Sara Spence: 
Age, I think, often the elderly do have sleep problems, but they don’t often .. they manage, 
deal with it because they haven’t got to get up. It’s people who are going out to work and 
have to get up the next day and function who tend to be more .. get more uptight about it, 
the not being able to sleep becomes a big thing.  
 

~~~~~ 

 

Dr Alan Atkinson: 
I seem to feel that the elderly are more accepting of lots of things and lots of ailments 
cause that’s what being elderly is about to some degree isn’t it, and so they can’t sleep, it’s 
just another burden that they put up with. Whereas, you know, a 36 year old with a young 
family and a busy project at work probably isn’t going to put up with it. 
  

~~~~~ 

 

Dr George Green: 
Erm, people who have depression … erm often will complain of sleep problems and it can 
be their presenting complaint they come saying they can’t sleep and it’s actually their 
depression really that is the underlying problem.  Erm, …that’s the main group that springs 
to mind.  I mean, and there’s the people who it’s affecting their work sort of the ones who 
suddenly find they’re having trouble managing at work because they are too tired. 
 
 

In the first two quotations there is a perception that older people can cope with 

sleep problems better because there is less need for them to function and perform 

during the day as they do not generally have the responsibilities associated with 

going out to work.  This is discussed in section 4.3.2.  There is evidence to 

suggest that sleep problems do impact on work, with studies suggesting that 

workers with poor sleep have higher rates of absenteeism and report decreased 

productivity (Leger, 2002, Linton and Bryngelsson, 2000) for example (see also 

section 1.4).  Therefore, this would support the perceptions above, that poor sleep 

may have different consequences for people who need to go out to work 
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compared with those not working.  Another link that participants make between 

sleep and work is that of shift workers and the problems that they may face.  

 

Interviewer: 
Yeah, do you see any other kind of sleep problems?  
 

Dr Helen Horton 
Yeah, erm, shift workers … if they’ve been doing it for years and they can cope with it, 
then then don’t come and see me, obviously. err, if they’ve been doing it for years and 
suddenly they’ve got problems, I would treat that like a normal sleep consultation. But if 
they’ve recently started shift work then I say to people, “not everybody can do shift work , 
I’m quite sure in my own mind that some people have more flexible circadian rhythms 
than others, err and some people can do shift work and some people can’t”, 
 

 

Although there is research supporting the finding that shift work has significant 

health consequences (Williams, 2005) only one GP mentions this fact. 

 

Dr Patrick Price: 
Yep, I think there’s evidence isn’t there that shift workers have more problems with their 
health.  I think night shifts have been shown to be bad for you. 
 
 

Issues around work and sleep problems are mentioned by nurses and GPs of both 

genders and different ages, and by participants from affluent and deprived 

practices. There is no obvious patterning to these responses based on participant 

characteristics.  However due to the small number of participants it may be difficult 

to identify patterning of responses.  

 

With regards to perceptions that participants express concerning sleep problems 

and work it is noteworthy that issues such as unemployment, redundancy and 
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retirement do not come up at all.  It is possible that individuals with sleep problems 

associated with such factors are less likely to tell a clinician about a sleep 

problems than those people in work who are struggling with sleep.  It is also 

possible   (as mentioned above in the context of lack of awareness of the links 

between socio-economic status and sleep) that clinicians in primary care are less 

aware of the effect that these types of issues may have on sleep because these 

are possibly not situations that they themselves have experienced.  In contrast, 

most clinicians in primary care will have spent time doing shift work as suggested 

by the excerpts below. 

 

Dr Alan Atkinson: 
I was a junior hospital doctor and actually you can function with two nights (two hours) for 
several nights in a row and you feel rubbish but you do work the entire day without making 
major mistakes and then only have two hours sleep again and nothing horrible happens.  
You feel horrible but you can do it and people do, do it. 
  

~~~~~ 

Dr Mina Martins: 
I have to say, when I worked in Australia and we did shifts, A&E shifts they said, “Oh, just 
take a temazee, just take a temazepam, you’ll be alright, you know, if you can’t get to sleep 
in the morning (laugh)”. 
 
 

Therefore, it is likely that participants have experience of trying to work when being 

tired, and have an understanding of the effects of tiredness on work. 
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 6.3: Conclusion 
 

In conclusion, there was awareness among participants that socio-demographic 

factors such as gender, age and work may be linked with sleep problems.   Age 

appeared to be the factor most commonly linked with sleep problems and 

mentioned most often within the interviews.  However, there was no mention of 

socio-economic status and how this may be linked with sleep problems. In 

addition, there did not appear to be much obvious patterning of responses based 

on participants’ age, gender or practice location on perceptions regarding the 

impact of socio-demographic factors on sleep.  Although one point highlighted 

above was around the issue of gender, in that two of the four female GPs 

mentioned that they see more women in their consultations and that this may 

influence the type of problems seen and give a possibly false impression that more 

women come about sleep problems.  

 

As mentioned, it is likely that with reportedly little or no training in relation to sleep 

problems (section 4.5.1) it is participants’ personal experience and also work-

based experience that is likely to contribute to their perceptions of sleep problems 

and social factors.   Therefore, inclusion of participants working in a broader range 

of practice locations (including inner-city practices for example) and also inclusion 

of participants with different working roles (e.g. locum doctors, salaried doctors 

and GP trainees) and of a wider age range may have provided different findings.  
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Patterning of responses may also have been more obvious with a larger group of 

participants. 

 

It is likely that improved training, or even some training would potentially increase 

the awareness of clinicians in primary care regarding risk factors for sleep 

problems, including socio-economic status and gender-related issues. 
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Chapter 7: Discussion 

 

7.1:  Summary of findings 

 

A total of eight GPs and three practice nurses were interviewed face-to-face in this 

qualitative study.  Each of the interviews was transcribed verbatim and the 

transcripts were coded and analyzed using thematic content analysis. The GP and 

practice nurse interviews were analyzed separately in chapters 4 and 5.  In 

chapter 6, exploring issues around socio-demographic factors all interviews were 

analyzed together.   The main findings from these analyses will be outlined below. 

 

The themes arising from the GP interviews were grouped in to four areas as 

follows: sleep consultations as problematic consultations, GP approaches to sleep 

problems, perceived impact of sleep problems and lastly, why sleep is considered 

low priority.   

 

GPs generally did not like consultations about sleep problems.  The main reason 

was a perception among GPs that they can do little to help with sleep problems.   

This potentially puts them in an awkward, unsatisfactory position because they 

cannot act in the role of the ‘expert’.  Possible discordance between GPs and 

patients regarding prescriptions for hypnotic medication may be another reason 

why GPs dislike dealing with sleep problems.  Although only one GP mentioned 

this, findings from other studies suggest this is an issue. (Dyas et al., 2010, Mah 

and Upshur, 2002) 
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Three approaches that GPs take towards sleep problems were identified during 

the analysis: finding a cause for the sleep problem, normalizing the problem and 

avoiding the problem.  First, a perception was present among the GPs that sleep 

problems will have a cause and that if nothing else is found the sleep problem is 

still likely to be attributed to an underlying mood problem.  Thus, isolated insomnia 

was perceived by some to be highly unusual or even impossible.  Attributing the 

sleep problem to a consequence of another condition also has an advantage in 

that it provides treatment options (such as antidepressants for depression).  The 

second approach identified was normalizing the sleep problem and this emerged 

particularly in the context of sleep and older people.  A commonly held view was 

that older people need less sleep and that older patients who consult about sleep 

problems often have unrealistic expectations of sleep and that realigning these 

expectations provides the remedy.  GPs view it as normal for older people to need 

less sleep and feel that educating patients about this fact is a way of managing 

sleep problems in this patient population.  However, this approach may not be 

meeting the needs of patients as they remain concerned about the problem and its 

impact on their quality of life, and this is supported by other research (Dyas et al., 

2010).  The third approach towards sleep problems is avoidance: overall the GPs 

in this study did not regularly ask about sleep problems except as part of another 

condition such as depression or pain.  This is in contrast to findings from the 

studies reviewed in section 2.4 in which doctors in primary care consider sleep to 

be important to health and enquiry about sleep was seen to be part of a routine 
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health check.  However, the studies referred to in section 2.4 are not from the UK 

and there may be cultural differences that account for the contrasting findings. 

 

The importance of sleep was viewed by GPs in terms of short-term consequences 

of not sleeping well e.g. decreased functioning and performance in the daytime 

and also in terms of expectations.  A common theme among the GPs was that the 

negative impact of sleep problems is related to not meeting individuals’ own 

expectations of sleep.  This view may trivialize sleep problems and could imply 

that GPs do not appreciate the impact that sleep problems can have on people’s 

everyday life and functioning.  The finding from Dyas et al (2010) that many 

patients feel clinicians minimise sleep problems supports this. 

 

The impact of sleep problems on health was viewed by most GPs to be due to the 

effect of sleep problems on co-morbid conditions such as depression  (which is 

perceived to have health-related consequences).  Sleep was not perceived to 

have a direct effect on health. Overall, GPs did not feel that significant harm 

results from poor sleep and sleep problems were not viewed as a health priority.  

However, research suggests that insomnia does have significant impact on health 

and quality of life (as described in section 1.4). 

 

The views that GPs have about the impact of sleep problems link to the three 

identified approaches that they take within sleep consultations.  For example, the 

perception that people have unrealistic expectations leads GPs to normalize sleep 

problems by arguing that in older people the need for sleep decreases. The view 
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that sleep problems do not have a direct impact on health creates tension with the 

patient’s presentation, thus initiating the GP’s search for a cause that facilitates 

treatment.  And lastly, the view that little harm comes from sleep problems 

supports the avoidance approach as GPs feel that there is no perceived reason to 

raise the topic of sleep).   

 

Whether or not sleep problems are a medical issue was raised by some GPs.  In 

general, GPs did not view sleep problems per se as a medical issue.  There was a 

reluctance to use the term ‘insomnia’ expressed by some, but not all, GPs.  This 

was based on the view that using the word ‘insomnia’ medicalizes the sleep 

problem. One GP felt that sleep problems should not be made the responsibility of 

the medical profession and other GPs felt that medical terminology such as 

insomnia can be unhelpful because it makes the condition seem more permanent 

or does not reflect the complex psychological, physical and social factors related 

to sleep.  Agreement appeared among the GPs that the word insomnia is not a 

diagnosis but a description of a symptom, and while GPs felt they may enter the 

term onto the computer they would be less likely to use it when discussing sleep 

problems with patients.  Although sleep problems may not be viewed as medical 

issues by the GPs (unless the sleep problem is linked to another co-morbidity such 

as depression) they generally agreed that it is still appropriate for patients to come 

to see a GP if they have a sleep problem.  

 

While GPs and practice nurses see identifying and treating underlying causes of 

sleep problems as the priority, sleep and sleep problems in themselves were not 
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viewed as a health priority. Three possible factors contributing to the low priority of 

sleep and sleep problems may be considered:  first, a lack of training at medical 

school and beyond was identified.  Few GPs could recall training specifically about 

sleep and sleep problems.  Second, there is a lack of a good drug option for 

treating sleep problems long-term and while alternative approaches such as CBT 

may work, these are not easily available.  This lack of available, effective 

treatment may discourage GPs and patients from discussing sleep problems and 

thus, reduce the awareness of the problem.  Third, sleep problems are not given 

priority within the wider NHS policy.  For example, sleep problems do not feature 

in national targets such as QOF, which may also contribute to a lack of awareness 

among GPs toward sleep and sleep problems.  

 

Three practice nurses with differing backgrounds, experience and responsibilities 

were interviewed in this study.   They included a senior practice nurse (also a 

nurse-prescriber), a new practice nurse with a background in district nursing and a 

practice nurse also working part-time in a cardiothoracic surgical unit.  The views 

of the practice nurses were considered in four main themes: the impact of sleep 

problems, sleep and the clinical role of practice nurses, sleep and the structure of 

practice nursing and lastly views on management of sleep problems. 

 

When considering the importance or impact of sleep problems the nurses 

considered the negative daytime consequences based on personal experiences 

and accounts of friends or relatives.  Nurses also viewed the impact of sleep 

problems in terms of their own specific work roles.  For example, one nurse 
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considered the importance of sleep in the context of recovery from cardiothoracic 

surgery.  

 

Nurses did not view sleep problems as an issue that they see regularly, or would 

routinely ask about.  However, some specific clinical situations were identified 

when sleep problems may present.  These included consultations with patients 

suffering from leg ulcers (particularly arterial leg ulcers), issues around anxiety and 

depression, or respiratory disease and when discussing alcohol use (e.g. when 

doing a new patient check).   Nurses and GPs accept sleep problems in the 

context of co-morbid conditions, either as a consequence of a physical condition 

such as a leg ulcer or as part of another condition such as depression.  

 

The role of nurses differs from that of GPs, with nurses having a narrower, more 

defined role. Some aspects of the practice nurse role may encourage and support 

discussion of sleep problems such as the longer consultation times and general 

nature of review appointments, while other parts of the nurses’ role such as the 

high level of structure and extensive use of protocols and templates may narrow 

the focus and prevent discussion of ‘off-template issues. 

 

Nurses had limited knowledge of sleep hygiene advice and hypnotic medication 

issues and, in addition, did not really consider management of sleep problems to 

be part of their role.  All three of the nurses mention being able to refer patients to 

see their GP about sleep problems and the view prevailed that GPs can do more 

for sleep problems because they can prescribe medication. 
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Overall, nurses were less aware of wider issues around sleep problems than GPs 

and discussed sleep in terms of their own personal experience or specific clinical 

events.  Nurses held the view that the responsibility for managing sleep problems 

lies with the GP, which may explain the nurses limited awareness of sleep hygiene 

advice and hypnotic medication.  The practice nurses expressed no dislike of 

dealing with sleep problems which was perhaps because of the availability of a 

management strategy (to refer to a GP) and that they did not feel responsible for 

finding a solution.  Although nurses are probably well placed to offer advice about 

sleep, this role would need to be developed within the practice setting and at 

present there appears to be little incentive either clinically or financially. 

 

Findings from chapter 6 exploring participant views on socio-demographic factors 

such as gender, socio-economic status (SES) and issues around work and family 

show that participants are aware that some socio-demographic factors are linked 

with sleep problems. The main factors that came up during the interviews were 

age and work.  However, while some GPs also mention women, there was no 

discussion or awareness that lower socio-economic status is linked with sleep 

problems.   This may be due to the finding from other research that those patients 

who come to a clinician to discuss sleep problems are more likely to have higher 

levels of education and socio-economic status (Aikens and Rouse, 2005, Shochat 

et al., 1999).  Therefore, the experience of participants may not suggest that low 

socio-economic status is a risk factor for sleep problems. 
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In addition, with the exception that two of the female GPs mention how their own 

gender seems to influence the gender of patients that come to see them (i.e. they 

tend to see more women) there was no obvious patterning of responses regarding 

views on socio-demographic factors by participant age, gender or practice 

location.     As discussed in the conclusion to chapter 6 (section 6.3.) the small 

number of participants may have meant that it was not possible to identity any 

such patterning. Another consideration is that it was not possible to include any 

inner-city practices and if such practices had been included the contrast in clinician 

experiences may have provided a contrast in views on socio-economic factors and 

sleep for example.  

 

Overall, clinicians appear to view sleep problems as complex and multi-factorial, 

considering physical, psychological and social factors.   However, findings suggest 

that sleep problems are not considered high priority in primary care and there is a 

common view that not a lot can be done. Therefore, finding and treating an 

underlying cause is seen as a solution.  Results suggest that GPs do not ask 

about sleep problems except in specific circumstances – mainly in the assessment 

of depression and that practice nurses tend to refer patients with sleep problems 

to see a GP as a management strategy.   
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7.2:  Reflection on the research process 
 

This section includes reflection on various aspects of the research process: 

including the development of the research question, the recruitment and interview 

processes and also the interview guide. 

 

 

7.2.1:  Reflection on development of the study 

 

The idea for this study came from the researcher’s own experience in general 

practice and from research work on insomnia previously completed by the 

researcher.  A gap in knowledge regarding sleep problems in primary care and the 

attitudes of clinicians in primary care toward sleep problems was identified. 

 

In the planning stages of this project the idea of exploring both patients’ and 

clinicians’ views was considered, as well as interviewing other health professionals 

(such as community psychiatric nurses, physiotherapists and pharmacists) 

however, for practical reasons (time constraints with being an individual 

researcher doing a part-time research degree) narrowing the sample down to the 

two key health professionals. The GP is generally the first port of call and thus will 

see most patients who present with sleep problems.  Practice nurses, as part of 

the GP practice team, tend to see patients with long-term conditions and older 

people in consultations that can take more time, thus potentially leading to 

discussions about sleep problems. Exploring views of patients, would have 
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undoubtedly added depth to the study and allowed important comparison between 

clinician and patient views.   

 

 

7.2.2:  Reflection on the recruitment process 

 

Recruiting GPs to the study was difficult and only a small proportion of those 

contacted agreed to be involved.  Sixty-one invitations were sent out to GPs and 

only 9 of these agreed to be involved.  This participation rate is low compared with 

other studies involving GPs interviewing GPs (Chew-Graham et al., 2002, Coar 

and Sim, 2006).  Practice nurses were easier to recruit with 5 nurses agreeing to 

be involved out of the 14 who were contacted. 

 

Possible reasons why GPs were difficult to recruit include a lack of interest in the 

subject of sleep and insomnia, and reluctance to give up time for a long interview 

when work demands (from patients and in relation to health system requirements) 

continue to increase.  In addition, some GP surgeries had recently moved into new 

premises and one of the doctors cited this as a reason on his reply as to why he 

was not able to participate. The second wave of invitations to GPs was sent out a 

couple of months before Christmas and the response to these was particularly 

poor (3 out of 31 offering to participate), so perhaps timing and busy schedules 

around the festive season could have affected low response rates. The method of 

sending a letter alone may also not have helped the recruitment process. Letters 

can easily be mislaid, may not reach the recipient, can be misread (as occurred in 
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one case in this study) and can be viewed as impersonal.  It is possible that 

approaching GPs by email might be more effective.  Emailing was often used as a 

means of arranging interview times and a number of GPs commented on reply 

slips that this was the best way of contacting them. 

 

In addition, another reason that may have contributed to difficulty recruiting was 

that the researcher did not personally know any of the GPs invited to participate. 

Work by Chew-Graham et al (2002) exploring issues around interviewing fellow 

professionals reports that access to GPs by the GP researcher was easier when 

the respondent GP knew the researcher (Chew-Graham et al., 2002).  However, 

as previously stated, there are ethical implications relating to this (see section 

3.4.1). 

 

A further potential factor discouraging GPs from being involved is that they might 

have viewed the interview as a knowledge test.  This is an issue identified by Coar 

and Sim (2006) in their work exploring methodological issues of interviewing one’s 

peers.  Although this issue was acknowledged in the design of this study on sleep, 

and assurances were given in the invitation letter that the interview was not 

intended to be test (“The interviews are about your views and experiences and are 

not meant to judge you in any way - there are no right or wrong answers”) it may 

still have been a concern to potential participants.  For example, Chew-Graham et 

al (2002) make the point that when a study involves exploring clinical practice an 

element of assessment is always present and, added to this, being interviewed by 



 
 

 

 212 

a fellow professional may further increase the perception of being assessed and 

judged (Coar and Sim, 2006).  

 

The initial aim had been to purposively recruit GPs in order to include doctors of 

differing ages, a good mix of women and men and doctors working in different 

practice locations.  It was also hoped to include salaried and GP partners.  This 

method of sampling was not possible because of the low participation rate, which 

made it necessary to include all GPs agreeing to be involved. 

 

Considering the low response rate and reasons why GPs may have chosen not to 

participate in this study it is likely, overall, that the GPs involved are a group with a 

higher level of interest in and knowledge of sleep and sleep problems than other 

GPs.  For example, one GP had an interest in emergency care and was aware of 

sleep apnoea and the dangers of falling asleep when driving. He agreed that this 

interest in sleep apnoea had had a bearing on his reasons for participating. In 

contrast, a female GP admitted to having no interest in sleep whatsoever, and her 

reasons for agreeing had been based on wanting to help another GP who was 

doing research.   However, she was the only participant expressing no interest in 

sleep and had some significantly different opinions to the other GPs in the study.    

 

Practice nurses were easier to recruit which might reflect a differing workload, with 

practice nurses perhaps finding it easier to make time for the interview.  The 

nurses may also have had less concern over being judged, as they perceive no 

expectation on them to manage sleep problems.  The nurses were all women and 
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this was expected, because the role is female-dominated.  The nurses had 

different backgrounds and the group included a nurse-prescriber.  Part of the 

reason for wanting to interview nurses as well as GPs was based on the 

developing role and increased responsibility of practice nurses.  Thus it was 

particularly relevant to be able to obtain views from a nurse who has taken on 

extended responsibilities. 

 

 

7.2.3:  Reflection on the interview process 

 

Initially, a pilot interview was conducted and the project supervisors reviewed the 

content of this interview. The pilot interview was necessary in order to test the 

interview schedule before the ‘real’ interviews and also to provide the researcher 

with experience of the interview process, including filling out the consent form, 

recording and conducting the interview and then transcribing the data.  This was 

useful for building confidence and ensuring the researcher was appropriately 

prepared.  

 

The eight GP interviews were conducted over a period of approximately four 

months (September to December 2007).  The first six interviews were completed 

in two months and then there was a short gap waiting for replies to the second 

batch of invitations and the last couple of interviews were completed in December.  

The interviews were immediately transcribed and analysed in line with qualitative 
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research practice.  This allowed the researcher to take notes of any interesting 

themes arising and to alter the subsequent interview schedule to reflect these.   

 

When a positive reply was received from a participant, the researcher contacted 

the respondent to arrange an interview time.  Initially the telephone was used, 

however, several respondents indicated on their replies that email was the best 

way to reach them and this method was used more frequently as the interviews 

progressed.  When a time and date had been arranged for the interviews each 

participant was sent or emailed confirmation of this and further information about 

the interviews.  A large spreadsheet including details of invitations sent and replies 

received was used to record and organize the recruitment process.    

 

Each participant was offered a choice of location (this included coming to Keele 

University for the interview if they so wished). The majority of the GP interviews 

and the practice nurse interviews were conducted at the various surgeries in which 

the participants worked.   The only exceptions were two of the GP participants and 

one nurse who chose to be interviewed in their own homes.   

 

For each interview in the surgery setting the interviewer arrived slightly early and 

reported to the reception and was asked to wait in the surgery waiting room while 

the doctor or nurse was contacted.  The interviewer wore typical work clothes (skirt 

and top or trousers and top) that she would wear when working in general 

practice.  It was felt better not to be too causal (such as wearing jeans) or too 

formal but to try and fit with the practice environment.  Most of the participants 
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offered a drink before the interview started and the researcher usually accepted 

this offer because it felt positive and friendly to do so.  In only one instance the 

offer was declined which was when the GP participant appeared very busy (with 

piles of prescriptions and paperwork on her desk) and had clearly just got herself a 

drink.  In this situation it appeared as if the participant wanted to get started as 

soon as possible because she had other things she needed to do.   

 

At the start of each interview the digital recording device was brought out and 

placed between the interviewer and the participant.  The consent form was handed 

to the participants to read and sign if they were happy and the claim form (allowing 

them to claim for the time taken in the interview) was provided.  A couple of the 

participants commented that they had not realized that they would be paid for 

doing the interview, one saying she had agreed “out of the kindness of my heart”. 

Another GP asked how she could donate the money to charity.  Therefore, it is 

possible that paying GPs for the time taken does not have a bearing on 

participation rates and that this is not a big factor when deciding whether to be 

involved or not.  

 

The approach taken by the researcher was the same for those interviews carried 

out in participants’ own homes as for those in a surgery setting.  However, some 

differences were encountered when carrying out interviews in these two 

environments.  Firstly it felt more personal going into someone’s home and there 

was more awareness of taking up the participant’s time.  In the surgery 

environment the interviews could almost be viewed as fitting into work, whereas at 
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home they were intruding into time-off.  It was more difficult to find an appropriate 

place to stand the digital recorder as interviews were done sitting on sofas on two 

occasions.  The interviews, particularly the two GP interviews had a different tone 

as the atmosphere seemed more relaxed and the interviews felt less rushed and 

more discursive.  This was perhaps due to being out of the work environment.  

These were two of the longer GP interviews lasting for 1hr 9 minutes and 50 

minutes (the average length of the GP interviews was 46 minutes). 

 

Only one problem was encountered with the organization of the interviews.  In this 

instance a respondent had agreed to be involved but had not understood the 

invitation letter.  When the researcher turned up to do the interview the GP thought 

he was going to discuss being involved in undertaking research himself and was 

not prepared to be interviewed.  Unfortunately this GP had not read the 

information properly. Perhaps the invitation letter should have been shorter with 

more bullet points so that anyone skim reading it could capture the meaning 

quickly. 

 

Interviewing peers means that both the interviewer and the interviewee have a 

shared understanding of the professional cultural environment and are effectively 

colleagues who may either know each other or come into contact in the future. 

This situation may have advantages and disadvantages compared to a researcher 

who has a different professional background (such as a social scientist) 

conducting the interviews.  One advantage of this is that the shared background 

may encourage cooperation and disclosure from the interviewee (Chew-Graham 
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et al., 2002).  However, this shared understanding may also carry the risk of 

“shared conceptual blindness” in which the opinions and views of the researcher 

control both the interview content and the interpretation process (Coar and Sim, 

2006). 

 

During the peer interviews in this study the participants were aware that the 

interviewer was a GP and a sense of a shared understanding of the clinical topic 

and of general practice meant that these did not need explaining during the 

interview process.  This included for example, discussion on topics such as 

medications, medical diagnoses, prescribing policies, and processes such as QOF 

(quality and outcomes framework), which are part of the structure of primary care.  

In addition, sometimes a forthright expression of opinion occurred that might not 

have been given if the interviewer were not another GP. Chew-Graham et al 

(2002) noted that when GP participants in their study thought that the interviewer 

was a non-clinical researcher rather than a GP that the interviews were less 

emotionally charged, narrower in focus and involved less discussion. 

 

Shared conceptual blindness is important and the use of the detailed interview 

schedule may have increased the risk of this problem during the interviewing and 

interpretation of this study.  The interview schedule imposed a framework, which 

was designed by the researcher and based in part on personal experience in 

general practice, consequently this could lead to a situation in which the views of 

the researcher guide the dialogue more than that of the participants and this may 

be a possible weakness of this study. 
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Interviewing peers about their clinical practice also presents the issue of perceived 

assessment or knowledge testing as discussed above.  Although participants were 

reassured at the start of the interview that the aim was to explore attitudes and no 

right or wrong answers existed a perception may have persisted that the interview 

was a test.   For example, one GP during the conversation after the interview 

asked “where did you get all these questions from and would you be able to 

answer them?”  While another GP replied to a thank you email with the question 

“did I pass?”  This may have been in jest but nevertheless suggests that the 

interviews were viewed as having some element of assessment.   

 

Some differences between a GP interviewing another GP and a GP interviewing a 

practice nurse may have occurred.  Firstly, the power relationship may be 

perceived differently and practice nurses may feel intimidated by a GP interviewer.  

However, because nursing and medicine are different professions, practice nurses 

may have less concern about being judged.  The practice nurses were easier to 

recruit to the study and none of them made any comments suggesting they felt the 

interview was a test.  One nurse commented after the interview that she had 

enjoyed the experience.  

 

Field notes were written as soon as possible after each interview.  The content of 

these notes included thoughts and experiences of arranging the interview, getting 

to the interview, the interview environment, feelings about the interview content 

and notes of any discussions directly after the interviews.  These notes have been 
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particularly useful to the researcher in remembering the interviews and the 

interviewees and in reflecting on the interview process.   

 

 

7.2.4:  Reflection on the interview guide 

 

In general the interview guide worked well, and while the order of the topics 

covered during the interviews was flexible and altered according to the natural flow 

of conversation the schedule served to remind the researcher of the necessary 

areas to cover.  

 

The vignette was particularly useful and informative.  It was not proposed to be a 

means of ascertaining what participants actually do in the given scenario but to 

explore their thought processes and views.  The vignette brought out thoughts on 

the assessment, investigation and treatment of sleep problems, which included 

issues about hypnotic prescribing and using sleep hygiene information.  The 

vignette also highlighted the theme of GPs expecting a cause for sleep problems 

and viewing isolated insomnia as unlikely and also led onto discussion about the 

use and understanding of the term insomnia.  The scenario was helpful in both the 

GP and practice nurse interviews, although some of the issues were considered in 

more detail by the GPs.  This may reflect the finding that the practice nurses did 

not consider management of sleep problems to be within the normal scope of their 

role and thus had not needed to consider issues around assessment and 

management.  The vignette provided a focus around which to discuss various 
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aspects of dealing with sleep problems and brought these discussions into the 

context of a general practice consultation.  

 

In retrospect it would have been interesting to ask the GPs about their reasons for 

agreeing to participate (especially considering the low participation rates), whether 

they had any background interest in sleep and also to find out how they felt about 

the interviews afterwards.  The practice nurses in this study were asked about 

their reasons for agreeing to participate as this was felt to be useful information 

missing from the GP interviews (the practice nurse interviews occurred after all the 

GP interviews).  Indeed, understanding the nurses’ reasons for agreeing to be 

involved helped to contextualise their views. 

 

 

7.3:  Strengths and weakness 
 

This study is original and explores a topic about which relatively little is known. 

Interviewing both doctors and nurses in this study is a strength, as it provides a 

broader understanding of sleep, sleep problems and insomnia in the context of 

primary care than if only GPs were interviewed. 

 

Although recruitment was difficult and the participation rate was low, as discussed 

above, it has still been possible to include practices from different locations with a 

good gender mix and age range among GP participants and to include a nurse 

prescriber.  This improves the strength of the findings as views taken from GPs 
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and nurses with different perspectives are represented, which means the findings 

can be seen as relevant to a wider range of clinicians working in primary care.  

While including salaried GPs, locum GPs and GPs and practice nurses working in 

inner-city practices and rural practices would have broadened the range of 

perspectives obtained this was not possible.  Although some salaried GPs were 

invited, none agreed to participate and the selected location of research practices 

within Cheshire did not include inner city or rural practices.   

 

Interviewing a larger number of GPs and practice nurses may have strengthened 

the study by providing a greater range of opinions and views.   However, the 

limited time available to the researcher and the difficulties experienced with 

recruitment (especially of GPs) meant that this was not possible.  Another 

limitation is that the views of GPs who have little interest or knowledge about the 

subject of sleep are probably under-represented, as this group is unlikely to have 

agreed to participate.  However, it is difficult to see how this particular issue can be 

resolved, especially as GPs experience considerable time constraints. 

 

As mentioned above, the issue of shared conceptual blindness, in which the views 

and opinions of the researcher govern the interview content and the interpretation 

of the data could be a problem in this study.   Both the use of a detailed interview 

schedule and that the researcher worked alone, doing both the interviews and the 

interpretation could increase the risk of this.  However, the researcher did discuss 

the interview schedule with supervisors (who are not GPs) and received 

supervision during the interpretation process, which has allowed questioning of 
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elements within the data analysis and interpretation that the researcher may have 

been ‘blind’ to. 

 

This study could have been enriched if patients with sleep problems had also been 

interviewed.  This would have allowed exploration of how the views of the GPs and 

nurses relate to the views of patients with sleep problems. However, expansion of 

the study in this way was not feasible.  

 

 

7.4: The clinical implications of this study 
 

It is likely that GPs rather than practice nurses are usually responsible for the 

management of sleep problems.  In general, GPs want to take seriously any 

problems that patients present with, and if a patient comes to them about a sleep 

problem this is not considered inappropriate.  However, GPs feel they can offer 

little help for sleep problems and are of the opinion that sleep problems do not 

have any direct health consequences. Therefore, no perceived health need drives 

them to enquire about sleep and secondly, if sleep problems are brought up by a 

patient, GPs logically adopt approaches such as normalizing sleep problems 

through attributing them to age and unrealistic expectations or focus only on 

identifying and treating an underlying cause.  This may mean that sleep problems 

are not sufficiently acknowledged or explored and that primary care may currently 

not be capable of meeting the needs of people with sleep problems.  Focus groups 

with service users or patients seem to support this.   Hislop and Arber, (2003b) 
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report that women in their study question whether GPs have the ability to solve 

sleep problems and Dyas et al, (2010) reiterate these findings.  Findings from this 

study also suggest that GPs may not be aware of certain risk factors for sleep 

problems such as low socio-economic status. 

 

In addition, it is likely that GPs are often unaware of sleep problems, in part 

because they do not view sleep as a health issue that warrants enquiry (except in 

specific situations such as in the presence of depression).  Some older studies 

conducted in the US and Germany have explored this and do report that a 

significant proportion of patients suffering with sleep problems have not discussed 

the issue with a doctor, (Shochat, et al 1999, Aitkens and Rousse, 2005 and 

Hoyagen, 1993) this is discussed in section 2.2.  If the management and level of 

awareness of sleep problems in primary care is to be improved, then GPs need a 

reason to ask about sleep problems and they also need to feel that they can offer 

an effective treatment.  

 

For GPs, sleep needs to be considered important to health and poor sleep needs 

to be seen as a risk to health.  It is likely that provision of training during medical 

education would be an important factor in facilitating this change in perception 

about sleep problems.    Training could also provide insight into risk factors for 

sleep problems, including physical, psychological and social factors and how these 

might interact. 
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Training, particularly early on in medical education can shape understanding and 

have a lasting impact.  The GPs in this study were taught in medical school 

psychiatry training about sleep as part of depression and this interpretation had 

been retained and ingrained into their understanding of sleep problems.   

 

GPs need to be able to offer something tangible to patients with sleep problems 

and ideally, this is evidence based, effective, simple, safe and inexpensive. 

However, while current limitations to prescription medication and access to CBT 

exist some simple options are available to GPs.  Many of these have evidence to 

support them and were actually mentioned by GPs during the interviews, such as 

recommending exercise, relaxation CDs, and advising on stimulus control 

techniques (ensuring the bedroom is kept just for sleep) as well as providing sleep 

hygiene advice (which includes: limiting caffeine and alcohol, having a routine with 

set times to wake up and go to bed and avoiding large meals or exercise close to 

bedtime among others). There are also several self-help books based on CBT 

approaches that could be recommended.  Previous research suggests that 

patients appreciate both time spent discussing the sleep problems and the offer of 

treatment options when these are explained. GPs need to be encouraged and 

empowered to feel that they can help patients with sleep problems by listening and 

understanding the impact of the problem on people’s lives and offering simple 

explanations and advice that addresses the sleep problem and its consequences. 

 

The other aspect linking these two points is the role of national policy and target 

driven health care.  If GPs were financially incentivised to diagnose and manage 
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sleep problems (as for some other conditions) then they would be much more 

likely do this.  National policy could increase awareness and change the 

perception that clinicians have towards sleep problems and also influence funding 

and treatment provision.   However, national policies are guided by research and 

at present evidence of adverse health and socio-economic adverse effects of 

sleep problems and the potential economic benefits of identifying and treating the 

problem may not be strong enough to demand such inclusion.   In addition, there 

are such a large number of conditions seen in general practice that it may be 

impractical to consider incentivising sleep problems.  However, raising the profile 

of sleep problems through improved training and better provision of treatment 

would be likely to raise awareness and understanding among clinicians in primary 

care and this would hopefully improve management and outcomes for patients. 

 

 

7.5:  Further research 
 

A number of suggestions for future research have emerged from this study.  For 

example, further qualitative research exploring the perceived contributing factors 

and impact of sleep problems on sufferers  (with and without co-morbid conditions) 

would be useful.  Clinicians in this study tend to disregard the sleep problem in 

favour of dealing with underlying causes, and better understanding of the impact 

and perceived trigger factors of sleep problems is needed so that clinicians can 

validate people’s experiences and offer more appropriate support.   A narrative 

analysis method would be appropriate for this type of study as this could provide 



 
 

 

 226 

an in-depth understanding of how sleep problems are seen to develop, impact on 

sufferers over time and interlink with other conditions. 

 

There is a lack of knowledge regarding the prevalence and associations of sleep 

problems in primary care attendees in the UK, and there is also a lack of 

information about rates and patterning of reporting of sleep problems.   Therefore, 

a quantitative study investigating the prevalence and reporting of insomnia 

symptoms in primary care populations and the links with co-morbid conditions and 

socio-demographic factors could provide useful information to fill this gap in 

knowledge.    This could involve use of quantitative questionnaire methods 

combined with cross-referencing to consultation data.    The consultation data 

could provide information on co-morbid conditions and also provide data on how 

often sleep problems are coded in clinical notes.  This could then be compared 

with responses from a questionnaire assessing factors such as physical and 

psychological health, socio-economic status, work-related issues, family stresses 

and worries, prevalence of sleep problems – including insomnia and other sleep 

problems and recall of reporting of sleep problems to a clinician for example. 

 

The further development of cost-effective treatment strategies for sleep problems 

(for primary and co-morbid insomnia) that can be implemented in primary care is 

needed.   Findings from this study suggest there is some concern and dislike of 

sleep problems because GPs feel that there is little that they can do.  Therefore, 

pragmatic assessment of the efficacy of simple measures carried out by GPs or 

nurses in practice  (treatment measures could include use of relaxation CDs, 
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exercise advice, self-help books, simple psychological methods such as sleep 

restriction, sleep hygiene and stimulus-control therapy and use of CBT 

approaches) would be useful.  A controlled trial approach would be an appropriate 

method for this.  In assessing efficacy it would be important to consider outcomes 

based on patient satisfaction with consultations as well as perceived 

improvements in sleep parameters.    This trial could also include an economic 

analysis assessing service costs and benefits to patients. 
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Appendices 

Appendix A:  Summary of studies investigating clinician attitudes 
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Summary of studies investigating clinician attitudes in primary care to sleep and sleep problems. 

Title 

Authors, 
year, 
place 

 

Aim of 
the study Methods Summary of Results Relevant issues 

Knowledge and 
attitudes of 
primary care 
physicians 
toward sleep 
and sleep 
disorders. 

Papp et al 
2002 
USA 

To assess 
primary care 
physician 
(PCP) sleep 
knowledge and 
attitudes. 

Quantitative 
Postal Survey 
Random sample of 580 
PCP in North East Ohio. 
Used structured 
questionnaire this included 
: 
 
30 attitude items, 33 MCQ 
to assess knowledge, 
15 items regarding where 
education on sleep 
problems should be in 
medical training. 
7 items looking at the 
influence of sources of 
information on clinical 
practice. 

Response was 20% 
Results of attitude items: 
Around 75% agreed inadequate sleep 
is a major health problem. 
95% agreed prevention counselling 
should be part of patient care. 
80% said prevention of sleep problems 
is possible. 
Knowledge items 
MCQ average result was 34%. 
Education items 
Most respondents agreed that 
education on sleep should be taught at 
all levels of medical training. 
Influence on practice 
Journals, continuing medical education 
courses and discussions with 
specialists had most influence on 
practice. 
 

Sleep disorders other than 
insomnia. E.g. sleep apnoea, 
restless leg syndrome, 
narcolepsy. 
Prevention of sleep problems. 
Prevention counselling. 
Use of sleep hygiene. 
Written information 
Sleep as a lifestyle issue. 
Which health care professionals 
should be providing information 
about sleep. 
Cost-effectiveness of 
interventions (e.g. sleep 
hygiene). 
Medical education regarding 
sleep. 
 
Sleep and other diseases e.g. 
diabetes, heart disease and 
dementia. 

Knowledge and 
attitudes of 
primary health 
care physicians 
(PHCP) 
towards sleep 
disorders. 
 
 
 

BaHammam 
2000 
Saudi Arabia 
 
 
 
 
 
 
 

To assess the 
general 
knowledge and 
attitude of 
primary health 
care physicians 
in Riyadh, 
towards sleep 
disorders. 

Quantitative 
Postal questionnaire 
survey. 
All (PCHP) in Riyadh 
included. 
Structured questionnaire 
with 21 questions: 
Demographics 
Background about sleep 
disorders 

Response was 76% 
57% agreed that sleep disorders is a 
distinct medical specialty 
86% agreed sleep disorders are an 
important problem 
40% felt sleep disorders were common 
in daily practice 
15% had attended lectures about sleep 
disorders in post-grad training. 
78% said they ask about excessive 

Whether sleep disorders are a 
medical specialty. 
 
Perceived importance and 
prevalence of sleep disorders in 
clinical practice. 
 
Edcuation/training in sleep 
disorders 
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Title 

Authors, 
year, 
place 

 

Aim of 
the study Methods Summary of Results Relevant issues 

Knowledge and 
attitudes of 
primary health 
care physicians 
(PHCP) 
towards sleep 
disorders. 
 
 

BaHammam 
2000 
Saudi Arabia 
 
 
 
 

Presentation, consequence 
and diagnosis. 

daytime sleepiness 
61% said they ask about witness 
apnoea. 
Around 70% said they ask about 
snoring and bedtime/waketime 
67% said they had referred patients 
with sleep disorders to higher medical 
centres. 
Only 13% realised there were sleep 
specialists in Riyadh. 

Taking a sleep history – what 
information is gathered. 
 
Complications and 
consequences of sleep 
disorders. 
 
Referrals  - frequency, where do 
referrals go. 

Attitude toward 
insomnia: 
survey of 6043 
French general 
practitioners 
 
 
 
 
 
 
 
 
 
 

Leger et al 
2005 
France 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

To describe the 
attitudes of 
French general 
practitioners 
towards 
insomnia and 
its effect on 
patients’ 
physical health 
and work. 

Quantitative methods 
Questionnaire survey 
distributed to a 
representative sample of 
8000 GPs 

6043 GPs responded. 
.GP estimate of the prevalence of 
insomnia was 18.1%.GPs identified the 
main causes of insomnia as anxiety 
and work issues.lmost 45% of GPs 
claimed they always raise the subject of 
sleep with patients.62.4% of GPs felt 
that sleep problems reflect another 
problem rather than being a primary 
problem.60.2% claim they do not 
prescribe hypnotics in the first 
consultation. 
81.3% claim they also suggest sleep 
hygiene measures when hypnotics are 
prescribed. 68% agreed that insomnia 
had effects on concentration, ,memory 
and attention.. For employed patients 
issue of work-related effects such as 
loss of productivity and absenteeism 
were discussed. 

The original paper is in French, 
only the abstract has been used 
in this summary. 
Causes of sleep problems e.g. 
anxiety /work 
Sleep problems as part of 
another problem or as a primary 
problem. 
Do GPs/health care 
professionals raise the issue of 
sleep. 
Perceived relationship between 
work and sleep problems. 
Is work a cause of sleep 
problems and. What is the 
perceived effect of sleep 
problems on work? Use of 
medication and sleep hygiene. 
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Title 

Authors, 
year, 
place 

 

Aim of 
the study Methods Summary of Results Relevant issues 

ational sleep 
foundation: 
survey of 
primary care 
physicians 
(PCP) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Prepared by 
WB&A 
Market 
Research 
2000 
USA 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

To determine 
PCP 
knowledge, 
skills, practice 
and referral 
patterns 
regarding 
insomnia and 
sleep related 
problems and 
disorders. To 
gather PCP 
perception of 
insomnia and 
its 
consequences. 
PCP were also 
interviewed 
about their own 
sleep patterns. 

Quatitative 
Structed telephone 
interviews. 
Inclusion: PCP practicing 
at least 30 hrs per wk and 
practicing medicine for 
between 5-25 yrs. 
Random sample of 300 
PCP. Quotas by region 
and speciality e.g. Internal 
Medicine vs General 
Practice (50%) of each. 
 
This was market research, 
partly funded by 
GlaxoWellcome Inc. 
Participants were paid 
$100 or received a club 
membership. 
 
 

No information available on response. 
97% of PCP thought that sleep 
experiences should be part of a routine 
check-up. 
96%PCP agreed that they are more 
likely to discuss sleep if the patient 
initiates the discussion. 
Good sleep was seen to be as 
important as regular exercise in 
maintaining health. 
Perception of prevalence  - PCP say  
only 16% have any sleep problem and 
14% have insomnia. 
 100% of PCP agree that insomnia can 
be associated with other medical 
problems. 95% also said it may be a 
lifestyle issue. 
When asked what factors are 
considered in diagnosis of insomnia – 
lifestyle factors were mentioned most 
often. 
Of the underlying medical conditions 
considered – psychiatric disorders were 
most frequently mentioned. 
80% of PCP felt they and their peers 
were not as knowledgeable about sleep 
as they should be. 
83% of PCP differentiate between 
acute and chronic insomnia. 
Hypnotics are the medication most 
likely to be prescribed for insomnia. 
Hypnotics were perceived by 97% of 
PCP as the most effective treatment for 

Screening for sleep problems – 
who should raise the issue of 
sleep – the patient or the  
doctor. 
Barriers to discussing sleep e.g. 
time in consultations, lack of 
effective treatment. 
Importance of sleep for 
maintaining health. 
Importance of diagnosing and 
treating sleep disorders. 
Prevalence of sleep problems in 
primary care. 
Causes and associations of 
insomnia. 
Lifestyle – including shift work, 
underlying medical problems. 
Consequences of insomnia –  
effects on concentration, 
irritability, fatigue, response 
time, mistakes, RTAs, accidents 
decision making, impaired 
memory. Effect on health.    
Change from acute to chronic 
insomnia. Causes of acute/ 
chronic insomnia. 
 Treatment – behavioural, light 
therapy, natural remedies. 
Medication.  
 Perceived efficacy of treatment. 
How are hypnotics prescribed. 
Beliefs regarding patient self-
treatment of insomnia. 
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Title 

Authors, 
year, 
place 

 

Aim of 
the study Methods Summary of Results Relevant issues 

National sleep 
foundation: 
survey of 
primary care 
physicians 
(PCP) 
 

Prepared by 
WB&A 
Market 
Research 
2000 
USA 
 
 

acute insomnia. Whilst Improving sleep 
habits/health habits were most effective 
for treating chronic insomnia.  Although 
88% of PCP felt hypnotics were also 
effective for treating chronic insomnia. 
 
 
 

Referral to specialists – how 
often and why. 
Training in sleep medicine. 
 
Sleep patterns of health care 
professionals.  How much sleep.  
Experience of sleep problems. 
Snoring. Effect of sleepiness on 
daily activities. Use of sleep 
aids, e.g caffeine or other 
stimulants to stay awake, 
daytime napping etc.. 

Understanding 
women’s sleep 
management: 
beyond 
medicalization-
healthization? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Hislop and 
Arber 
 2003 
UK 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

To explore the 
extent to which 
concepts of 
medicalization 
and 
healthization 
provide 
appropriate 
models for 
understanding 
the 
management of 
women’s sleep 
disruption. 

Qualitative 
10 Focus groups involving 
women 40yrs of age and 
over. 
 
Participant recruitment was 
through poster adverts and 
direct contact. Snowballing 
from initial recruits was 
also used. 
Participants were paid an 
incentive £20.  
A focus group guide was 
used. 
Focus groups were 
recorded. 
Analysis was done using 
QSR Nvivo. 
 
One to one qualitative 
interviews with 5 GPs – to 

Sleep is influenced by physical, 
psychological and social factors. 
Sleep disruption is a characteristic of 
mid-life and older women’s experience 
of sleep. 
 
Medicalization still plays a role in 
management of sleep disruption. But 
less so than in the past. 
 
Healthist culture is more dominant 
(than medicalization) with use of 
behavioural and lifestyle changes and 
use of OTC medication/alternative 
remedies. 
 
Personalized strategies are for many 
women pivotal to management of sleep 
disruption.   
 
Therefore management of women’s 

Role of crisis in triggering GP 
visit 
Sleep disruption may be 
medicalized through association 
with other medical/medicalized 
problems such as the 
menopause.   
Perceived use of OTC sleep 
aids  
Influence of media advice. 
Do patients feel it is appropriate 
to ask a GP about sleep 
problems. 
Tension between patient 
demand for medication and 
prescribing guidelines. 
Use of low dose amitriptyline 
and reluctance to use hypnotic 
medication. 
Perceived efficacy of lifestyle 
changes and reaction from 
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Title 

Authors, 
year, 
place 

 

Aim of 
the study Methods Summary of Results Relevant issues 

Understanding 
women’s sleep 
management: 
beyond 
medicalization-
healthization? 
 

Hislop and 
Arber 
 2003 
UK 
 

gain insights into medical 
perspectives on treatment 
of sleep disruption. Each 
interview was recorded 
and transcribed. 

sleep can be seen as a “core of 
personalized activities, with links to 
healthicization and medicalization”. 
 
 

patients –tried all these before. 
Alternative treatment use – e.g 
self-hypnosis, herbal remedies. 
Terminology and use of the 
word insomnia. 

Managing 
insomnia in the 
elderly-what 
prevents us 
using non-drug 
options? 
 
 
 
 
 
 
 
 
 
 
 
 
 

Dollman et al 
2003 
Australia 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

To identify 
strategies 
needed to 
increase the 
use of non-drug 
interventions in 
the 
management of 
insomnia in the 
elderly. To 
identify 
barriers, 
predisposing 
and enabling 
factors for GPs 
using non-drug 
alternatives 

Quantitative and qualitative 
methods were used 
Postal survey 
Structured questionnaire  
Mailed to 425 GPs . This 
included all GPs in the 
Southern Division of 
General Practice. 
Focus groups with older 
people. 16 older persons 
attended 3 focus groups. 
These consumers were 
recruited from an advert in 
a community centre. 
Themes included 
knowledge of sleep 
problems, interaction with 
the GP and attitudes to 
non-drug management. 

Response to the survey was 49.9% 
 
Patient expectations were identified as 
the greatest barrier to use of non-drug 
options. 
 
The best enabling factors for GPs to 
use non-drug options were:  patient 
enquiries about such options and 
patient willingness to consider 
alternatives. 
 
From the focus groups most had 
discussed sleep with the GP at some 
point, but did not feel the GP could help 
much.. 
All consumers would consider 
alternative, non-drug treatments.  
 
 

Discussion of barriers and 
enabling factors in the use of 
non-drug treatments for 
insomnia. 
 
Factors GPs feel are important 
in management of insomnia. 
Such as: medication review, 
referrals, lifestyle issues 
 
Discordance between GP 
perceptpions of 
patient/consumer expectations 
and actual patient/consumer 
expectations. 
 
GP awareness of non-drug 
management strategies for 
insomnia. 
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Title 

Authors, 
year, 
place 

 

Aim of 
the study Methods Summary of Results Relevant issues 

Long term 
benzodiazepine 
use for 
insomnia in 
patients over 
the age of 60: 
discordance of 
patient and 
physician 
perceptions. 

Mah and 
Upshur, 2002 
2002 
Canada 

To determine 
and compare 
patients’ and 
phsyicians’ 
perceptions of 
the benefits 
and the risks of 
long term 
benzodiazepine 
use for 
insomnia in the 
elderly. 

Cross-sectional written 
survey 
Setting – academic primary 
care group practice in 
Toronto. 
 
Participants: 93 patients, 
60 yrs and over using a 
benzodiazepine for 
insomnia 
 
25 physicians, sleep 
specialists family 
physicians and family 
medicine residents. 
 
Outcome was perception 
of benefit and risk scores. 
 
Patients and physicians 
were asked the same 
questions. 

Response from patients was 61% 
Response from physicians was 66% 
 
The benefits of using benzodiazepines 
were perceived as significantly higher 
by patients. 
 
Whereas the risks of using 
benzodiazepines were perceived as 
significantly higher by physicians. 
 
The potential benefits of 
benzodiazepines asked about in this 
survey were: 
Improvement in sleep latency, numbers 
of awakenings, total sleep time, well 
being on waking and overall well-being 
and improved daytime functioning. 
 
The risks that were asked about were: 
Daytime drowsiness, confusion, 
cognitive impairment, concentration 
problems, dependence, falls, hip 
fractures road traffic accidents and 
overall assessment of risk. 

Discordance between patient 
and physician perceptions of 
risks and benefits of 
benzodiazepines. 
 
The paper raises the possibility 
that low-dose, short-acting 
benzodiazepines do not confer 
the many risks that the medical 
profession normally attribute to 
them. 
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Title 

Authors, 
year, 
place 

 

Aim of 
the study Methods Summary of Results Relevant issues 

Attitudes to 
long-term use 
of 
benzodiazepine 
hypnotics by 
older people in 
general 
practice: 
findings from 
interviews with 
service users 
and providers. 
 
 
 
 
 
 
 
 
 
 
 

Iliffe et al 
2004 
UK 

To explore 
beliefs and 
attitudes about 
continuing or 
stopping 
benzodiazepine 
hypnotics 
amongst older 
patients using 
such medicines 
and amongst 
their general 
practitioners. 

Quantitative/qualitative 
methods 
192 patients 65+ who were 
longterm users of 
benzodiazepines were 
recruited from 25 general 
practices in London along 
with 83 practice staff. 
 
One to one patient 
interviews carried out. 
Semi-structured interviews. 
At the end of the interview 
each patient was invited to 
participate in a withdrawal 
programme. 
 
Practice staff were invited 
to non-standardized 
(conversational interviews). 
2 researchers attended 
these interviews. After 
each discussion the 
researchers identified 
issues raised. 
 
 

More patients willing to enter the 
withdrawal programme felt the sleeping 
tablets were ‘a little helpful’.  More 
patients unwilling to enter the 
withdrawal programme felt sleeping 
tablets were ‘very helpful’. 
Around two thirds of patients reported 
that no one had ever told them that 
benzodiazepines may be dangerous. 
 
Perceived disadvantages of stopping 
included:  worries about not sleeping. 
Perceived advantages included clearer 
thinking, better memory and being 
more in control. 
Most patients claimed they did not 
worry about harmful effects of long-
term use. 
 
Advantages of benzodiazepine 
withdrawal mentioned by staff included 
better sleep, better quality of life, 
increased independence, unmasking 
depression, benefits to the practice 
‘improved clinical practice’. 
Problems mentioned by the staff 
included – increased demand and 
difficulty persuading patients. Upset or 
anxious patients and insomnia in 
patients. 
 

Withdrawal of hypnotics in 
elderly patients/any patients. 
 
Perceived difficulties, 
advantages and disadvantages 
of withdrawal for both patients 
and practices. 
 
Possible discordance between 
health care providers and 
service users in perceptions of 
the risks and benefits of 
hypnotic medication and the 
advantages and disadvantages 
of withdrawal. 
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Appendix B:  Search strategy 
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Appendix C: Interview guides and vignettes 

Interview schedule for GPs. 
 
Before recording I will have introduced myself and completed the consent form. 
Recording  
Thank you for agreeing to take part.  The aim of the interview is to explore your attitudes, 
perceptions and experiences so there are no ‘right’ or ‘wrong’ answers.  
 
Participant’s background 
Please can I start by asking you a few background questions? 
How many sessions in general practice do you work per week? 
Do you have any special interests or do any other work outside the practice? 
How many years have you worked in general practice? 
Did you do any other specialty training before general practice? 
 
Why is sleep important to people? 
The focus of this interview will be on sleep and sleep problems. 
 
To begin with I would like to ask for your thoughts on why sleep seems to be important to people.   
Why are people bothered by poor sleep? 
What kinds of things do people do themselves to improve their sleep?  
What are your thoughts about OTC sleep aids?  
How do you feel about patients coming to you for help with sleep problems?  
 
 
Sleep in relation to work in general practice? 
What might trigger a patient to talk to you about their sleep? 
Are there any groups of patients who are more likely to complain of sleep problems? 
When might you ask a patient about their sleep? 
 
In the context of sleep disorders such as sleep apnoea or restless leg syndrome. 
As part of other conditions e.g. mental health problems, musculoskeletal conditions, respiratory 
illness, chronic disease, fibromyalgia… 
As a marker of severity of a condition 
As a possible explanation for other symptoms e.g. headaches or tiredness 
 
Why do you ask about sleep, how does this help you?  
Do you think information about sleep is important? 
 
 
Management of sleep problems 
For this next part of the interview I would like you to have a look at a scenario  (hand over copy of 
the vignette and read out the scenario). 
 
A 47 year old woman comes to see you complaining of tiredness and not sleeping well for several 
months.  She rarely attends the surgery, is not taking any repeat medication and you have not met 
her before.  What would you do in this consultation? 
    
Please turn over the piece of paper. 
 
You find out that she has difficulty getting to sleep almost every night and will sometimes wake up 
during the night and not be able to get back to sleep. She generally feels tired and has no energy in 
the daytime. However, there is no environmental or physical explanation for her tiredness and 
disrupted sleep. Routine blood tests were normal and she is not suffering from anxiety or 
depression.  What would you do for her? 
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Discuss the management that the interviewee would consider  
 
Going back to the vignette  - what would you call her problem?  Do you use the term insomnia? 
What does the term  ‘insomnia’ mean to you? 
 
Do you ever give advice to your patients about sleeping?  What kind of advice might you give? Do 
you ever give written advice?  
 
 
What do you think about hypnotic medications such as temazepam and zopiclone? 
(When to use, what to use, how long to use, elderly and long term use, side effects, withdrawal 
effects etc) 
 
Do you prescribe any other sedative medications as sleep aids?  
What, why, when, to whom? 
 
Are you aware of any psychological treatments for sleeping problems? (sleep hygiene, sleep 
restriction, CBT) 
 
What other kinds of sleep related problems do you see?  Can you think of any examples?  (discuss 
management including referrals - when and where to) 
 
Acute stressful life events e.g. bereavement 
Elderly people with sleep problems 
Elderly patients taking hypnotics 
OSA 
RLS 
Insomnia related to depression and anxiety. Physical illness. 
 
How do you feel about treating sleep related problems?  Do you feel able to help patients with 
sleep problems? 
 
Do you think that GPs are well placed to manage sleep problems? 
 
Do you think sleep problems are a significant part of your work? 
 
How could treatment of sleep problems in primary care be improved? 
 
What do you base your management of sleep problems on – where did you get this information? 
 
Education and training on sleep and sleep disorders 
What kind of training have you had about sleep and sleep related problems? (undergraduate or 
postgraduate) 
What do you think about this training? 
Are you happy with your knowledge about sleep and sleep problems? 
What training should be provided? How should training be provided? 
 
Own sleep 
How do you draw on your own sleep experiences in your work? 
 
Ending the interview 
Is there anything else you would like to say? 
 

Thank you very much for talking to me you have been very helpful.  Now that the interview has 
finished can I just check that you are still happy for your interview to be included in the study 



 
 

 

 239 

Interview guide for practice nurses 
Before recording I will have introduced myself and completed the consent form. 
 
Recording  
Thank you for agreeing to take part.  The aim of the interview is to explore your attitudes, 
perceptions and experiences so there are no ‘right’ or ‘wrong’ answers.  
 
Participant’s background 
Please can I start by asking you a few background questions? 
How many sessions in general practice do you work per week? 
Do you have any special interests or do any other work outside the practice? 
How many years have you worked in general practice? 
Did you do any other specialty training before general practice? 
 
 
Why is sleep important to people? 
The focus of this interview will be on sleep and sleep problems. 
 
To begin with I would like to ask for your thoughts on why sleep seems to be important to people.   
Why are people bothered by poor sleep? 
What kinds of things do people do themselves to improve their sleep?  
What are your thoughts about OTC sleep aids?  
How do you feel about patients coming to you for help with sleep problems?  
 
 
Sleep in relation to work in general practice? 
What might trigger a patient to talk to you about their sleep? 
Are there any groups of patients who are more likely to complain of sleep problems? 
When might you ask a patient about their sleep? 
 
In the context of sleep disorders such as sleep apnoea or restless leg syndrome. 
As part of other conditions e.g. mental health problems, musculoskeletal conditions, respiratory 
illness, chronic disease, fibromyalgia… 
As a marker of severity of a condition 
As a possible explanation for other symptoms e.g. headaches or tiredness 
 
Why do you ask about sleep, how does this help you?  
Do you think information about sleep is important? 
 
 
Management of sleep problems 
For this next part of the interview I would like you to have a look at a scenario  (hand over copy of 
the vignette and read out the scenario). 
 
A 47 year old woman has come for a smear and tells you in conversation that she is tired and has 
not been sleeping well for months.  She rarely comes to the surgery and is not taking any repeat 
medication.  What would you do in this consultation?   
    
Please turn over the piece of paper. 
 
You find out that she has difficulty getting to sleep almost every night and will sometimes wake up 
during the night and not be able to get back to sleep. She generally feels tired and has no energy in 
the daytime.  Assuming she has already seen a doctor and had the necessary blood tests and 
screen for depression and anxiety (which were all normal) and there was no other obvious 
explanation for her sleep problem (such as noisy neighbours, snoring husband or menopausal hot 
flushes) what would you do? 
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Discuss the management that the interviewee would consider  
 
Going back to the vignette  - what would you call her problem? 
Do you use the term insomnia?  
What does the term  ‘insomnia’ mean to you? 
 
Do you ever give advice to your patients about sleeping?  What kind of advice might you give? Do 
you ever give written advice?  
 
What do you think about hypnotic medications such as temazepam and zopiclone? 
(When to use, what to use, how long to use, elderly and long term use, side effects, withdrawal 
effects etc) 
 
Are you aware of any psychological treatments for sleeping problems? (sleep hygiene, sleep 
restriction, CBT) 
 
 
What other kinds of sleep-related problems do you see?  Can you think of any examples?  
(discuss management including referrals - when and where to) 
 
Acute stressful life events e.g. bereavement 
Elderly people with sleep problems 
Elderly patients taking hypnotics 
OSA 
RLS 
Insomnia related to depression and anxiety. Physical illness. 
 
Do you feel able to help patients with sleep problems? 
 
Do you think that primary care is well placed to manage sleep problems? 
 
Do you think sleep problems are a significant part of your work? 
 
How could treatment of sleep problems in primary care be improved? 
 
What do you base your management of sleep problems on – where did you get this 
information? 
 
Education and training on sleep and sleep disorders 
What kind of training have you had about sleep and sleep related problems? (undergraduate or 
postgraduate) 
What do you think about this training? 
Are you happy with your knowledge about sleep and sleep problems? 
What training should be provided? How should training be provided? 
 
Own sleep 
Do you draw on your own sleep experiences in your work? 
 
Ending the interview 
Is there anything else you would like to say? 
 
Thank you very much for talking to me you have been very helpful.  Now that the interview has 
finished can I just check that you are still happy for your interview to be included in the study? 
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Vignettes 
 
Vignette for GP interviews 
 
Part 1 
A 47 yr old woman comes to see you complaining of tiredness and not sleeping well.  She rarely 
attends the surgery, is not taking any repeat medication and you have not met her before.  What 
questions would you ask her?  
 
Part 2 
You find out that she often has difficulty getting to sleep at night and will sometimes wake up early 
and not be able to get back to sleep. She generally feels tired and has no energy in the daytime. 
However, she has no physical symptoms contributing to her tiredness and disrupted sleep and she 
is not suffering from anxiety or depression.  What would your management be?  If she was 
depressed what would your management be? 
 
 
 
Vignette for practice nurse interviews 
Part 1 
 
A 47 year old woman has come for a smear and tells you in conversation that she is tired and has 
not been sleeping well for months.  She rarely comes to the surgery and is not taking any repeat 
medication.  What would you do in this consultation?   
 
 
Part 2 
 
You find out that she has difficulty getting to sleep almost every night and will sometimes wake up 
during the night and not be able to get back to sleep. She generally feels tired and has no energy in 
the daytime.  Assuming she has already seen a doctor and had the necessary blood tests and 
screen for depression and anxiety (which were all normal) and there was no other obvious 
explanation for her sleep problem (such as noisy neighbours, snoring husband or menopausal hot 
flushes) what would you do? 
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Appendix D: Recruitment letters and consent form 

 

GP Invitation letter: 

 
Address of surgery 
Date 
 
Dear  
 
Re: Research study exploring ‘perceptions of insomnia in primary care’  
 
My name is Hannah Morphy, I am a GP working in Stoke-on-Trent and I am also carrying out 
research at Keele University in the Primary Care Musculoskeletal Research Centre.  As part of this 
research I am doing an interview study exploring the views of health care professionals in primary 
care regarding insomnia, sleep and sleep problems.  I am sending this invitation letter to selected 
GPs and practice nurses within Central Cheshire and I really hope you will agree to be involved in 
my study. 
 
Previous studies conducted in a general practice setting have found that sleep problems -such as 
insomnia are common. Insomnia has been linked with negative consequences affecting health, 
work performance and quality of life.  Primary care is where the majority of people who seek 
medical help for insomnia and other sleep problems will be seen.  However, treatment for insomnia 
in primary care has not changed significantly in many years.  In order to assess the need for 
alternative treatments and to develop new treatment strategies for tackling insomnia it is important 
to explore the views of health care professionals working in primary care.  
 
Therefore, the aim of this study is to explore the views that health care professionals hold about 
sleep, sleep problems, insomnia (both in primary care and as a wider health issue) and the 
treatment of insomnia.  I am hoping to involve around 10 GPs and 5 practice nurses. 
 
If you are willing to be involved in this study you will be asked to take part in one in-depth interview 
lasting between 30 minutes and one hour.  The interview can take place at a time and location 
convenient for you and you will be paid for your time.  The interviews are about your views and 
experiences and are not meant to judge you in any way - there are no right or wrong answers. 
 
If you have any questions please don’t hesitate to contact me. 
 
Yours Sincerely, 
 
Hannah Morphy 
 
Contact details 
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Reply form 
 
 
If you are willing to take part in this interview study please could you fill in the details below and 
return this to me by (date) in the SAE provided.  
 
I consent to being contacted for the purpose of arranging an interview.  
 
 
Signature: 
 
 
Name: 
 
Job title: 
 
Work address: 
 
 
 
 
 
 
 
 
 
Contact telephone number: 
 
Best day/time to phone: 
 
 Email 
 
 
If you do not wish to take part in the interview please could you fill in the details below as 
soon as possible and return the form in the SAE provided. 
 
I do not wish to be involved in the interview  
 
 
Signature:  
      
Name: 
 
Work address: 
 

 

 

Thank you very much for your reply.  
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Practice nurse invitation letter 
 
Address 
 
Dear 
 
Re: Research study exploring ‘perceptions of insomnia in primary care’  
 
 
My name is Hannah Morphy, I am a GP working in Stoke-on-Trent and I am also carrying out 
research at Keele University in the Primary Care Musculoskeletal Research Centre.  As part of this 
research I am doing an interview study exploring the views of health care professionals in primary 
care regarding insomnia, sleep and sleep problems.  I am sending this invitation letter to selected 
practice nurses and GPs within Central Cheshire and I really hope you will agree to be involved in 
my study. 
 
Studies conducted in a general practice setting have found that sleep problems -such as insomnia 
are common. Insomnia has been linked with problems affecting health, work performance and 
quality of life.  Primary care is where the majority of people who seek medical help for insomnia 
and other sleep problems will be seen.  However, treatment for insomnia in primary care has not 
changed significantly in many years.  In order to assess the need for alternative treatments and to 
develop new treatment strategies for tackling insomnia it is important to explore the views of health 
care professionals working in primary care.  
 
Therefore, the aim of this study is to explore the views that health care professionals hold about 
sleep, sleep problems, insomnia (both in primary care and as a wider health issue) and the 
treatment of insomnia.  I am hoping to involve around 10 GPs and 5 practice nurses. 
 
If you are willing to be involved in this study you will be asked to take part in one in-depth face-to-
face interview lasting approximately 30 – 40 minutes.  The interview can take place at a time and 
location convenient for you and you will be paid for your time.  The interviews are about your views 
and experiences so there are no right or wrong answers. 
 
If you have any questions please don’t hesitate to contact me. 
 
Yours Sincerely, 
 
Hannah Morphy 
 
Contact details 
 
Followed by same reply form as for GP letters above. 
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Letter to the practice managers 
 
Date 
Address of Surgery 
 
Dear Practice Manager,  
 
Re: Research study exploring ‘perceptions of insomnia in primary care’ 
 
 
 
My name is Hannah Morphy, I am a GP working in Stoke-on-Trent and I am also carrying out 
research at Keele University in the Primary Care Musculoskeletal Research Centre.  As part of my 
research I am doing an interview study exploring the views of health professionals in primary care 
regarding insomnia, sleep and sleep problems.  
 
The main purpose of this letter is to let you know that I will be writing to the GPs in your practice to 
ask if they would be willing to participate in my study.  I would also like to interview a number 
practice nurses (later on during the study) and I may write to you again regarding this.  The 
interviews are likely to last between 30 minutes and one hour and there is payment available for 
this time. 
 
Please feel free to contact me if you have any questions or would like to know more about the 
study. 
 
Thank you, 
Yours Sincerely, 
 
 
 
Hannah Morphy 
 
Contact details 
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Confirmation letter and interview information 
 
Date 
Address 
 
 
Dear, 
 
Re: Perceptions of insomnia in primary care study  
 
Thank you very much for agreeing to be involved in my study and take part in an interview. 
Following our telephone conversation I am emailing to confirm the time and place of your interview:  
 
Time: *******y 
   
Place: *******. 
This email (letter) also includes relevant information about the interview process (please see other 
page).  If you have any questions please don’t hesitate to contact me. 
 
Yours Sincerely, 
 
Hannah Morphy 
Contact telephone numbers:  
Mobile: ******* 
Email: ******* 
 
Interview information  
 
What will happen if I take part? 
The study will involve an interview that can be conducted at your place of work, in your home or at 
Keele University.  If at Keele University you will be reimbursed any travel expenses incurred. 
 
The interview will last between 30 minutes and one hour.  The interviews are not meant to judge 
you in any way and there are no right or wrong answers.  No preparation is necessary. 
 
The interview will be digitally-recorded and transcribed.  Only researchers directly involved with this 
study will access the recording and transcription.  Neither recording nor transcript will bear any 
information that would identify you by name. Recordings and transcripts will be securely stored for 
up to 5 years after completion of the study, after which they will be destroyed. 
 
Quotations from the interview may be used in reports of this study but your identity will be hidden.  
If the interview contains information identifying a third party or institution, we will ensure that the 
person or institution cannot be identified in any account or published report of this study. 
 
During the interview you can choose not to answer questions, or to end the interview for any 
reason.  You will be asked at the end of the interview if you are still willing to be included in the 
study.  If not, the information gathered in the interview will not be used. 
 
Who is organising and funding the research? 
The Primary Care Sciences Research Centre at Keele University is organising this research and it 

is funded by the North Staffordshire Primary Care Consortium. 
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Consent form 
 
Title of project Perceptions of insomnia in primary care  
 
Name of researcher Hannah Morphy 
HCP identification number for this study: 
 
 
 
I confirm that I have read and understand the information leaflet and have 
had the opportunity to ask questions……………………………. 
 
I understand that my participation is voluntary, that I can refuse to answer 
a question, or withdraw at any time, without giving any reason, and 
without my legal rights being affected…………………… 
 
I understand that the interview will be digitally recorded and transcribed, 
and that the recordings will be stored in a secure location, but will bear no 
personal identifying information. I also understand that the recordings and 
transcripts will be kept for up to 7 years after completion of the study and 
after this time they will be destroyed……………………….. 
 
I understand that quotations from the interview may be included in reports 
or publications from this study, but these will be anonymous and I will not 
be identifiable……………………………………………… 
 
 
I agree to take part in the above study…………………………………. 
 

Please sign and date on the line below: 
 
 
 
    __   
Name of health care practitioner Date Signature 
 
 
 
    __   
 Name of researcher Date Signature 
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Appendix E:   Ethical approval 
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