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Abstract
Background: Chronic insomnia is a highly prevalent disorder, with ten to thirty percent of Australian adults reporting chronic difficulties falling asleep and/or staying asleep such that it causes significant daytime impairment. Current
Australian general practice guidelines recommend cognitive behavioural therapy for insomnia (CBTi) as first line
treatment for insomnia, however research suggests that most general practice consultations for insomnia result in a
prescription for hypnotic or sedative medicines. Although the first point of contact for patients experiencing symptoms of insomnia is often general practice, little is known about the current role, experiences and capacity of Australian general practitioners to manage insomnia. This study aimed to address that gap by exploring the attitudes and
opinions of general practitioners regarding insomnia management, to inform the development and implementation
of new models of best practice insomnia care within general practice.
Methods: A descriptive, pragmatic qualitative study. Purposive sampling was used to recruit practising Australian
general practitioners, varying in age, years of experience and geographic location. Semi-structured interviews were
conducted, and data analysed using thematic analysis.
Results: Twenty-eight general practitioners participated in the study. Three major themes were identified: 1) Responsibility for insomnia care; 2) Complexities in managing insomnia; and 3) Navigating treatment pathways. Whilst
general practitioners readily accepted responsibility for the management of insomnia, provision of care was often
demanding and difficult within the funding and time constraints of general practice. Patients presenting with comorbid mental health conditions and insomnia, and decision-making regarding long-term use of benzodiazepines presented challenges for general practitioners. Whilst general practitioners confidently provided sleep hygiene education
to patients, their knowledge and experience of CBTi, and access and understanding of specialised referral pathways
for insomnia was limited.
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Conclusions: General practitioners report that whilst assessing and managing insomnia can be demanding, it is
an integral part of general practice. Insomnia presents complexities for general practitioners. Greater clarity about
funding options, targeted education about effective insomnia treatments, and referral pathways to specialist services,
such as benzodiazepine withdrawal support and psychologists, would benefit insomnia management within general
practice.
Keywords: Insomnia, Sleep, Primary care, General practitioners, General practice, Family practice, Australia,
Qualitative research

Background
Chronic insomnia is a common sleep disorder, with
10–30% of adults in Australia reporting chronic difficulties falling asleep and/or staying asleep, to an extent that
it causes significant daytime impairment [1–3]. Insomnia reduces work performance, social participation and
health-related quality of life, and increases the risk of
workplace and motor vehicle accidents [2, 4–6]. Chronic
insomnia is associated with other chronic health conditions including cardiometabolic diseases [7, 8]. Comorbidity also exists between chronic insomnia and mental
health conditions, most significantly depression and anxiety [9, 10]. Chronic insomnia clearly represents a major
public health issue in Australia, supported by a 2019
Australian Government parliamentary inquiry which
acknowledged the considerable impact of insomnia on
Australian society, and recommended that sleep health
become a national priority [11]. The serious risks associated with insomnia make access to effective and affordable treatments important.
In Australia, general practitioners (GPs), also known
as family physicians, are central to primary care [12]
and commonly provide treatment for sleep disorders.
Most GPs in Australia work in privately-owned practices
within a largely publicly funded health care system. GP
consultations and the cost of most prescribed medications are subsidised by the Medicare Benefits Schedule
(MBS) [13] and the Pharmaceutical Benefits Scheme
(PBS) [14] respectively. In 2019–20, 87% of all GP consultations were provided free at point-of-care without
any co-payment [15]. Funding streams exist within the
MBS for the management of chronic diseases and mental
health conditions [16, 17].
Guidelines published by the Royal Australian College
of General Practitioners (RACGP) recommend cognitive
behavioural therapy for insomnia (CBTi) as the first line
treatment in the management of chronic insomnia, and
advise that medication use should be limited to the lowest
dose and the shortest duration possible [18]. Hypnotic or
sedative medicines for insomnia are associated with high
rates of adverse effects, and long term use can lead to
dependence and issues with withdrawal [19–22]. Unlike
medications, cognitive and behavioural modifications

such as CBTi address the underlying psychological and
behavioural factors that maintain insomnia and break
the cycle of maladaptive learning, resulting in sustained
improvements [23–26]. Whilst guidelines for insomnia
management are available to Australian GPs, it is unclear
if they are being utilised, with recent studies finding that
Australian GPs rely heavily on sleep hygiene and pharmacotherapy when consulting with patients with insomnia rather than using cognitive behavioural treatments
[20, 27, 28]. This represents a clear gap between recommended best practice management and current clinical
care.
Previous research in this area, such as the work by
Cheung et al. [27] and Sake et al. [28] recognises barriers
to the integration of CBTi into the primary care setting in
Australia, including an overreliance on pharmacotherapy,
often based on perceived patient expectations, and inadequate support for non-pharmacological treatment pathways. These early studies recruited participants working
in metropolitan areas in one state of Australia. The intention of this work was to further develop the knowledge
in this area by purposely sampling GPs working in metropolitan, rural and remote locations Australia-wide. To
understand key factors that influence the implementation
of change we used a conceptual framework developed
specifically for use in primary care [29].
Recently there has been growing interest in the development of new models of care for insomnia management
in an attempt to improve usage and access to CBTi [30,
31]. This study was conducted to inform the development
of new models of insomnia care by exploring the current
role and experiences of GPs within insomnia assessment
and management and by identifying barriers and facilitators that influence the provision of best practice insomnia
care within general practice. This study was conducted as
part of a larger research program exploring the implementation of new models of sleep health care within the
primary care setting.

Methods
Study design

This qualitative study employed a pragmatic inductive approach within a larger mixed-methods program
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of research exploring the management of insomnia and
obstructive sleep apnoea (OSA) in primary care. Semistructured interviews were conducted and thematic
analysis guided the data analysis [32]. Informed consent
was obtained from all participants prior to participation
in the study. Ethics approval was obtained from the University of Adelaide Human Research Ethics Committee
(Reference H-2018-257).
Setting

Participants were practising Australian GPs registered
with the Australian Health Practitioner Regulation
Agency. Participants practising in metropolitan, rural
and remote regions of Australia were included as it was
thought that participant’s experience in insomnia management could vary with distance from metropolitan
specialist services.
Recruitment strategy

Purposive sampling was undertaken through two
recruitment sources, a GP-led closed Facebook group
GPs Down Under (https://www.facebook.com/groups/
gpsdownunder/about) and professional networks of the
research team, using advertising that explicitly stated
that the study was about improving care for patients
with sleeping issues. This sampling strategy aimed to
recruit an information-rich sample [33] varied in terms
of age, level of experience, rurality and state of Australia. Recruitment continued until data saturation was
achieved, whereby new interview data provided few further insights (and no new themes) beyond data previously collected [34].
Data collection

Data were collected between February and August
2019. A semi-structured interview guide was developed,
informed by both clinical experience of the researchers
and a conceptual framework by Lau et al. [29] that identifies professional, organisational and external factors
that influence change within primary care. A multi-disciplinary group of insomnia and OSA specialists, academic GP clinician/researchers, sleep researchers and
qualitative experts met to contribute to the development
of two interview guide drafts, one with fewer and more
open questions than the other. Iterations continued until
consensus was reached on the two versions. The guides
were then piloted with three GPs, which provided insight
into further refinement and ultimately the development
of the final interview schedule, which combined the most
effective parts of both versions, that was used within
this study. As there were limited changes to the interview guide post-piloting, these data were included in the
study. Except for one face-to-face interview at the request

Page 3 of 11

of the participant, all interviews were conducted by telephone by an experienced qualitative researcher (EH) and
a primary care registered nurse/research assistant (NG).
Interviews were audio recorded with consent of participants and transcribed verbatim. Reimbursement ($150
AUD) for participation was provided, commensurate
with an accepted hourly rate for GPs.
Data analysis

An inductive thematic analysis was undertaken to analyse the data [32]. Three researchers (EH, NG and JH)
familiarised themselves with the data individually and all
transcripts were checked for accuracy. Data were coded
independently with NVivo 12 software (QSR International Pty Ltd, Doncaster, Victoria, Australia) using an
open coding method with each of the researchers developing initial codes, followed by multiple discussions
until reaching an agreed coding framework. All three
researchers identified patterns and relationships in the
data and developed potential themes through the process
of thematic analysis [32]. These themes were then discussed and refined by the three researchers until reaching a consensus on the final themes reported within this
paper.

Results
Participant characteristics

A total of 28 GPs participated in the study. Participants
practised as a GP across the six states of Australia, with
61% (n = 17) working in a metropolitan area, 32% (n = 9)
in a rural area and a further 2 participants (7%) in a
remote location. Years working as a GP varied greatly
within the group, ranging from 0.3–42 years (median
6 years). Most participants reported working part time,
with only four participants (14%) working full-time
(mean 0.6 [range 0.2–1.0] full-time equivalent). Sixtyone percent of participants identified as female (n = 17).
Seventy one percent of participants reported consulting with at least 5 patients with insomnia each month.
More detailed participant characteristics are presented in
Table 1.
Following analysis of the data, three major themes were
identified:
1) Responsibility for insomnia care
2) Complexities in managing insomnia
3) Navigating treatment pathways

Theme 1: responsibility for insomnia care

This theme identified a sense of responsibility for insomnia management by GPs. Participants
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Table 1 Participant characteristics
Participant

Rurality

Age group

Gender

Years
practising as
a GP

P1

Rural

25–34

Female

3.0

P2

Rural

35–44

Male

4.0

P3

Metropolitan

25–34

Male

5.0

P4

Metropolitan

25–34

Female

2.0

P5

Rural

25–34

Female

3.0

P6

Metropolitan

35–44

Male

1.0

P7

Metropolitan

55–64

Female

P8

Metropolitan

35–44

Female

6.0

P9

Metropolitan

55–64

Female

26.0

P10

Metropolitan

35–44

Female

P11

Metropolitan

55–64

Male

29.0

6.0
35.0

P12

Metropolitan

55–64

Male

42.0

P13

Metropolitan

35–44

Male

10.0

P14

Rural

25–34

Female

5.0

P15

Metropolitan

45–54

Female

20.0
17.0

P16

Metropolitan

35–44

Female

P17

Metropolitan

35–44

Female

0.3

P18

Metropolitan

35–44

Female

3.0

P19

Metropolitan

35–44

Female

14.0

P20

Rural

55–64

Male

30.0

P21

Remote

45–54

Male

20.0

P22

Rural

55–64

Male

30.0
30.0

P23

Rural

55–64

Female

P24

Rural

25–34

Male

4.0

P25

Remote

25–34

Male

5.0

P26

Metropolitan

25–34

Female

5.0

P27

Metropolitan

45–54

Female

26.0

P28

Rural

25–34

Female

2.0

consistently recognised that the management of insomnia was within the scope of general practice.
For insomnia, I probably don’t see that as a referral out of general practice very often. Unless there’s
a very significant mental health component to it.
(Participant 7)
I can’t remember ever referring someone for insomnia. Maybe once I’ve referred someone to a psychologist, but not – generally, no. That’s something
that to me sits in the scope of general practice.
(Participant 22)
A number of participants stated that they would initiate referrals to other services as needed, but this was
most commonly for the management of co-morbid
insomnia and another condition such as anxiety or
depression, or for cases of severe, chronic insomnia.

It depends on the severity and depends on if there’s…
a comorb with psychiatric illness then I would probably be referring on to my psychiatric colleagues.
(Participant 5)
I think when it gets to that sort of [chronic] level I
would probably outsource it, so I would probably
speak to a sleep clinic or a sleep psychologist, if that
were the case. (Participant 8)
Although the management of care for patients with
insomnia was considered routine practice by participants, the time taken to provide the care was not so readily accepted. Many GPs reported concerns about the
significant demands that insomnia management entailed.
If…someone were to come in for a 10 min appointment and go through insomnia, that would take
about 15 to 20 min, and the pressure of running late,
keeping someone else waiting tends to start playing
on you at some point down the line. (Participant 10)
Teasing out the things that are contributing to it
takes a lot of time, and then if you’re wanting to
change particular behaviours and then doing the
motivational interviewing to go with that then that
takes time. (Participant 18)
Participants reported that for most patients, insomnia
symptoms presented with symptoms of other co-morbid conditions, and that unpacking the issues relating to
insomnia took time and contributed to longer consultation times.
In terms of time limitations, it’s often brought up in
the context of multi-disciplinary comorbid care, so it
takes a long time to sort these things out and trying
to disentangle it from all the multiple presentations,
and patients very rarely present with insomnia as
their sole issue. (Participant 7)
Funding constraints were identified as limiting more
comprehensive insomnia management. Many GPs
reported that the current MBS funding model incentivised shorter consultation times, resulting in those offering longer appointments being disadvantaged financially.
You’re kind of taking on a time bomb [providing
insomnia management], because…if you can put
through three people every 15 min, you’re going to
get paid a lot more than those really long extended
consults. So while it’s rewarding, it’s not financially
rewarding. That’s the sticking point. (Participant 16)
One participant stated that, although he was interested
in being more involved in the management of insomnia,
he was currently unwilling to provide more comprehensive care due to the funding limitations associated
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with the extended time required to provide insomnia
management.
Unless there was…a stellar rebate for it…I’m not
doing that on a – on the Medicare, what, 36 bucks or
whatever they pay us. (Participant 6)

Theme 2: complexities in managing insomnia

This theme highlights the greatest challenges presented
to GPs’ managing patients with insomnia, namely overlapping insomnia and mental health conditions, and the
management of patients taking benzodiazepines.
Many GPs reported that consultations for the management of insomnia were complex. Participants reported
that care of insomnia was rarely straightforward, with
patients commonly presenting with insomnia symptoms
in the presence of another comorbid condition, and that
the care of insomnia could be demanding.
Often they’re hard…patients [to see] as well, because
there’s often a lot of other complex issues going on as
well. It’s not just [that they] can’t sleep. (Participant
26)
Insomnia was also not always a priority for patients,
with patients often presenting for care of the other conditions comorbid with insomnia rather than for management of the insomnia itself.
It’s normally, “And by the way, I’m having trouble
sleeping. I’ve come in for this, but by the way…” So
it tends to be…the bigger of the two issues, but they
don’t perceive it as that. (Participant 10)
Participants recognised a strong correlation between
mental health and insomnia. Most commonly, GPs
related a complex comorbidity between insomnia,
depression and anxiety. Some GPs reported that at times,
it was only through an assessment for mental health
issues that insomnia symptoms were identified.
Some, if they are depressed, part of their screening is
you ask about their sleep and things, when they are
anxious…if there is any mental health complaint as
part of the screening, you could ask about sleep, and
you realise it’s a lot of that. (Participant 1)
Some participants reported that mental health issues
and insomnia were often so interrelated that it is necessary to treat them concurrently.
If they keep coming in – if it’s due to an underlying depression, then…you go, “How’s the sleep? And
how’s your mood?” So it’s very much interrelated.
You can’t sort of separate it. (Participant 10)
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A distinction between insomnia and mental health was
not always clear, with one participant stating that it may
be difficult for some GPs to recognise insomnia in the
midst of mental health symptoms.
A lot of doctors ended up taking, you know, the
fatigue, the depression, but that’s not the real cause
of the problem. That’s a consequence of the chronic
insomnia. (Participant 1)
Of note, one GP considered insomnia not as a condition in itself, but rather as a symptom of other conditions.
Insomnia isn’t actually a disease. It’s a symptom
only…insomnia doesn’t happen by itself. (Participant 11)
Benzodiazepines also presented complexities for GPs.
Many participants recognised risks associated with longterm use of benzodiazepines and were reluctant to prescribe benzodiazepines beyond the short term.
I really, really try to avoid it [prescribing benzodiazepines]. Just knowing the harm that it can potentially do, and I just feel like it’s quite a Band-Aid. It
doesn’t solve the issue at hand. It’s not a long-term
solution. Yes. And I certainly make that very clear
up front with my patients these days. (Participant
14)
Some participants, whilst reluctant to prescribe benzodiazepines, acknowledged that there were some situations in which they were required.
Even though sometimes you can’t find – even if you
find the reason, you still end up having to use some
sort of a chemical medication like a benzodiazepine
sometimes. (Participant 11)
GPs frequently reported that they prescribed benzodiazepines in very limited amounts in acute situations or
for shift-work disorder.
I very, very, very rarely use benzodiazepines. I think
basically, my use for benzodiazepines would be
restricted to a grief type scenario…then I might actually just give them three tablets or something. I’m
quite a miser with such things. (Participant 8)
With shift work insomnia, I may use a benzodiazepine, and I give them at the start of a – you know,
when they finish their nightshift, and they’re trying
to get their sleep/wake cycle back to normal. (Participant 21)
Contributing to the GPs’ reluctance to prescribe benzodiazepines was an understanding of the problematic consequences of long-term use. Many participants described
a group of patients that had long-term dependence on
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benzodiazepines, often ‘inherited’ from other GPs, from
times when the awareness of risks of benzodiazepines
was less apparent.
And 20 or 30 years ago the practice of using benzos
was obviously a lot more prevalent, and so we’ve
inherited people who have been on their Temazepam
or their Serepax for 30 years, and you try to get them
off of it, but it just doesn’t work, because they’re so
dependent. (Participant 16)
Denying a prescription of benzodiazepines to these
patients was challenging and many GPs reported difficulties in achieving treatment change with these patients.
Maintaining rapport with patients, whilst attempting to
wean them off benzodiazepines, was difficult, particularly
when the GP was not well known to the patient.
Well, back in the sixties, everyone got that, so everyone was addicted, and so you have a lot of people in
their seventies…[that] have been on things like that
for 20 years, and you are a brave person to try and
change the direction the wind blows. (Participant
13)
So I just have to try and establish some trust and
rapport with them, so that they can trust what I’m
saying…There has been one doctor that prescribed
for maybe a long time, and then maybe that doctor
has retired or they will see someone else for whatever
reason, and then…suddenly, they find they’ve got
trouble getting the medication…the patient feels like
it’s their fault that they’ve become addicted to the
medication or that they’re seeking it when…in their
mind, a doctor prescribed it to treat their insomnia,
so the patients will get a little bit defensive as well.
(Participant 4)
For some GPs the challenges of supporting long-term
patients to curtail their use of benzodiazepines was so
difficult that it had led to a termination of their relationship, with patients instead seeking ongoing prescriptions
elsewhere.
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But with benzos, we’ve definitely had…threatened
violence, threatened use of weapons…losing a litre
of blood, because they didn’t get the medications
they’re after. So we’re in a very confronting kind of
situation. (Participant 27)
The difficulties of managing patients seeking long-term
benzodiazepine prescriptions resulted in GPs seeking
alternative care options for their patients. Several participants stated that they referred patients to psychiatrists
for review of their benzodiazepine use once they had
exhausted all approaches available to them.
I referred a few people to the psychiatrists, because
we’ve had – like they’re wanting long term prescription for benzodiazepines, and I felt that I reached
the end of what I could offer. (Participant 4)
Other participants reported a need for specialist addiction support but identified a lack of appropriate services
available to assist these patients with benzodiazepine
withdrawal.
And then for all those troublesome patients who
are in their 70 s and who are now on two tablets
of Temazepam and have been for 50 years maybe
there is somewhere that I can refer them to do this
in a joint [way] between the specialists and I, and go,
right, let’s get this down. That would be useful. (Participant 10)
If there was a service available to help with benzodiazepine, like addiction and withdrawing slowly, that
would be excellent…even if the patient didn’t want
to engage with them…If there was a decision-making
tool that could help with making a withdrawal plan
that would be excellent. (Participant 4)
Theme 3: navigating treatment pathways

So if I don’t give them what they want, after my
22 min in a 15 min booking, they will go to the 6 min
medicine man around the corner and get what they
want. (Participant 15)
I just feel like I have to continue, but I will only agree
to be their doctor – part of the deal is we try and
wean [benzodiazepines] down. So – have had some
– you lose a bunch of patients, because of that. (Participant 6)

This theme reports the approaches used by GPs when
providing care for patients with insomnia. It is apparent from this theme that, whilst GPs consistently provided sleep hygiene, their approach to managing complex
insomnia was more varied.
The provision of sleep hygiene, that is habits that are
considered to be conducive to good sleep such a reducing caffeine intake and regular bedtimes, was commonly
reported by participants as a strategy used to manage
insomnia. Almost all of the GPs interviewed expressed
confidence in providing advice about sleep hygiene with
most stating that it was their first line of treatment for
patients presenting with symptoms of insomnia.

For one GP, the challenge of withdrawing benzodiazepines resulted them being placed in a life-threatening
situation.

Sleep hygiene I recommend to everyone. So I’ve got
some handouts and stuff for sleep hygiene that I give
out to people if it’s clear that their sleep hygiene is
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poor. (Participant 21)
For some GPs offering sleep hygiene education was
used as a means to avoid prescribing benzodiazepines,
and for others, a way of supporting patients looking for
a ‘quick fix’ for their insomnia. One GP reported that this
‘simple’ education was, at times, all that was needed to
treat insomnia.
There’s this expectation that you’re going to fix and
clearly insomnia is not something that you’re going
to fix today, but having something to give to patients
as like a takeaway pack of written down instructions of sleep hygiene, that would be really helpful.
You would feel like you’ve given them something, and
it’s almost like a deflector for the requests for benzos.
(Participant 16)
Sometimes we give advice that, to us, seems ridiculously simple and the patient comes back and says
they’re totally cured, and it’s all wonderful, and we
feel we haven’t done much. (Participant 12)
However, many participants acknowledged that insomnia management was not always straightforward. The
approach to managing more complex cases of insomnia
by GPs varied, as did their knowledge about insomnia
management strategies and referral pathways. Some GPs
reported an awareness of cognitive behavioural therapy
(CBT) as one element of managing insomnia, particularly the use of CBT to target anxiety associated with
insomnia.
Often there’s an element of anxiety…so you run them
through mindfulness and a bit of CBT and meditation and that sort of stuff to help them chill out a bit
and relax. (Participant 25)
Only three participants referred to cognitive behavioural therapy for insomnia (CBTi) within the interview
and only after the term was introduced by the interviewer, and very few were aware of specific CBT techniques for insomnia. Three GPs reported offering a
variation of sleep restriction therapy, however there was
no acknowledgement by those participants of it being a
component of CBTi.
Sometimes I would do something like sleep restriction with them, getting them to work out how many
hours of sleep they’re actually getting and then
delaying bedtime until that and bringing it back
however many stepwise. (Participant 8)
Some GPs expressed uncertainty about referral options
for complex cases of insomnia. As reported in Theme
One, participants referred patients to other health professionals when required, but at times they were unsure
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about the referral pathways available to them. Some GPs
were comfortable referring patients to a psychologist
or psychiatrist, but others were unsure whether it was
appropriate to refer a patient to a sleep physician. Reasons for this varied, including a lack of understanding of
the role that sleep physicians play in insomnia management and a belief that insomnia may not be significant
enough for a referral to a specialist.
Probably consider a sleep physician, but then again,
I don’t know. It depends what I feel like they might be
able to offer. (Participant 14)
I wouldn’t necessarily refer someone to a sleep physician for this. I don’t even know if they – now, that
I’m talking to you, maybe they do it, maybe they
don’t. I actually have no idea. (Participant 10)
If I’m not getting anywhere with all of that, I guess,
referring for specialist in – but I would very, very
rarely refer to a sleep specialist just for insomnia.
(Participant 28)
When referral pathways were available, cost was identified as a barrier to treatment, with one GP reporting that
it was cheaper for patients to pay for medication than to
see a psychologist.
I would say that’s probably like less than five per cent
of my patients would actually go to someone to talk
about their sleep issues, because of the cost, the cost
limiting factor. (Participant 15)
It’s much easier to pay $6.90 for Temazepam than
going to see a psychologist for my sleep. (Participant
4)
There was also uncertainly expressed about the appropriateness of using an MBS funded GP Mental Health
Treatment Plan (GPMHP) for the management of insomnia. Despite distress from sleep issues being an eligible
condition for a GPMHP [35, 36], insomnia was almost
never considered by GPs as the primary diagnosis for a
GPMHP and several participants believed that insomnia
was not an eligible condition for a GPMHP.
On the mental health plan that I am sending with
them, the diagnosis is probably not primarily insomnia, because that doesn’t fit within the guidelines for
mental health care plans. (Participant 23)
Of the participants who reported creating a GPMHP in
the context of insomnia management, almost all considered insomnia as a secondary condition for the plan, coexisting with a mental health condition such as anxiety
and/or depression, that was used as the primary diagnosis for the GPMHP.
I’ve referred someone for mental health issues that
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were contributing to insomnia, but that’s a referral
not for the insomnia, that’s for the mental health
condition. (Participant 22)
I think I’ve probably got a lot of patients – well, a
reasonable number of patients who have insomnia who are on a mental health care plan for their
depression or their anxiety or anything like that, but
purely – I don’t think I have put them on for insomnia. (Participant 24)

Discussion
This qualitative study provides insights into barriers or
facilitators that could influence the implementation of
new models of insomnia care within general practice,
specifically those that had the potential to increase the
delivery of evidenced-based behavioural treatments as an
alternative to medications.
The findings of this study indicate a discrepancy
between current clinical practice and the RACGP clinical guidelines which recommend CBTi as the first line
treatment for insomnia [18]. GPs rely on sleep hygiene
education treatment with scarce reference to the other
components of CBTi, consistent with previous research
on this topic [37–40]. This is of concern given limited
evidence about the effectiveness of sleep hygiene as a
standalone treatment in primary care [41]. Education for
GPs targeting efficacy of insomnia treatments should be
considered with the aim of improving uptake of CBTi, the
most effective treatment.
A finding within this study that has not been explored
in previous work on this topic is the considerable difficulties experienced by GPs managing patients that they
have inherited from other GPs who have been prescribed
benzodiazepines for extended periods of time. Previous
research indicated that the majority of insomnia patients
in primary care are managed with pharmacotherapy [20],
whereas GPs within this study consistently reported that
they avoid benzodiazepines as the first-line, or longterm treatment of insomnia. These GPs highlighted specific challenges involved in managing patients who had
been taking benzodiazepines for many years: difficulties
maintaining relationships with patient’s seeking benzodiazepine prescriptions, and a lack of accessible support
services targeting medication withdrawal. It is of note
that while in this study benzodiazepines were specifically identified by participants as complex to manage, all
medications prescribed for insomnia have associated
challenges, such as side effects and issues of dependency
[42]. Health professionals not only need education and
training on benzodiazepine withdrawal, but also require
increased accessibility of alternative management options
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to drug treatment and medication withdrawal support
services [43].
This study highlighted that insomnia presentations
are complex and often overlap with mental health conditions. The Better Access initiative in Australia [17]
provides access to mental health trained professionals through use of a GPMHP, but a novel finding of this
study was that most GPs did not recognise insomnia as a
diagnosis appropriate for a GPMHP. Insomnia was sometimes mis-conceptualised as a secondary condition by
participants despite changes to diagnostic criteria in 2005
which recommended that ‘comorbid insomnia’ instead
be used to encourage targeted diagnosis and treatment
of insomnia per se [5]. This finding again highlights the
need for education and training for GPs, focussed on
diagnostic criteria for insomnia and use of GPMHPs for
chronic insomnia.
Maintaining a clinical relationship with patients, developing trust and rapport, and managing patient expectations were identified as important in managing this
complex condition, but also very demanding and timeconsuming within a primary care consultation. This is of
particular importance given that other studies have identified that maintaining patient satisfaction and good relationships with patients can be drivers for GPs prescribing
benzodiazepines for insomnia [38]. This study also confirmed [27] how the current Medicare funding structure
favouring financial reimbursement to the GP for short,
timed consultations, makes longer and comprehensive
treatment for complex conditions such as insomnia,
challenging. CBTi, the recommended first-line treatment for insomnia is generally administered over weekly
30–60 min sessions, which may be difficult to achieve in
primary care. Potential solutions could include improved
financial incentives for longer consultations, task shifting to practice nurses/practice pharmacists and education about the use of GPMHPs for insomnia management
[16, 17]. More condensed brief behavioural therapy for
insomnia (BBTi) could also be considered for use in Australian general practice [44–46].
In line with other recent research [27, 28], GPs’ management of insomnia is also influenced by a lack of viable
referral pathways to specialist care for complex cases.
Awareness of professional networks is important to provide the most effective care to patients with complex
insomnia. For some GPs there are no viable pathways
because of accessibility issues related to cost and geographic distance from appropriate services. GPs were
unsure whether referral to a sleep specialist was appropriate for insomnia, possibly reflecting an understanding that sleep specialists are almost exclusively sleep
apnoea specialists. Local Health Pathways [47] are being
developed in various Primary Health Networks across
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Australia, and where these primary care focussed systems are able to identify accessible local referral pathways, they could potentially be useful tools for Australian
GPs when providing care for people with insomnia.
To improve care for people with insomnia, other
modalities and treatment options for CBTi should be
considered. Stepped care models where incremental
levels (steps) of intervention complexity have proven to
be effective in the treatment of insomnia [31] and could
be evaluated in general practice. Many GPs provide
sleep hygiene education, and this information could be
upgraded to include self-help CBTi treatments [48]. Several online CBTi treatment programs are now available
and have the potential to be further utilised in general
practice [49].
This research has provided a broader understanding
of the context of insomnia management within general
practice in Australia. Expanding on implementation work
conducted by Koffel and Hagedorn [50], a recommendation is that this research be used to inform implementation of new models of care for insomnia management in
the primary care setting. The Adelaide-based National
Centre for Sleep Health Services Research (https://www.
ncshsr.com) has drawn on the study’s findings to design
implementation trials of new technologies and clinical
pathways to increase GP and patient access to guidelinerecommended CBTi. It will use these and other research
findings as it endeavours to bring about Australia-wide
clinical change in the primary care management of
insomnia [30].
Study strengths and limitations

The use of appropriate research strategies and techniques
was a key strength of this qualitative study and ensured
rigour throughout the study design, sample selection,
data gathering and analysis phases [51]. These strategies
included purposeful sampling to allow for a maximally
varied sample, consistent data collection techniques
until data saturation was reached, and ongoing analysis
by multiple researchers enabling triangulation. The perspectives of participants were emphasised with thick
description by the inductive approach to data collection
and analysis [52]. A limitation of this study was that an
understanding of the term insomnia was not explored
with participants, with it unclear at times if GPs were
reflecting on their experiences managing chronic insomnia or sleep difficulties more broadly.

Conclusions
It is evident from this study that GPs recognise that the
management of insomnia is within the scope of general practice, but that managing this condition can be
difficult. Chronic insomnia is often a complex health
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problem, frequently associated with co-morbid mental health conditions and benzodiazepine dependency.
Whilst this study demonstrates that there are some barriers to change in the management of insomnia in primary care, there are also many facilitators supporting the
implementation of new models of care. By harnessing the
motivation and interest of GPs to be involved in insomnia management, there would appear to be some specific opportunities to improve the provision of care for
patients presenting with insomnia to the general practice
setting within Australia. By providing GPs with relevant
and targeted education and resources, including appropriate financial reimbursement through the MBS system
and support for managing benzodiazepine withdrawal,
GPs may be empowered to better address the needs of
the many patients living with chronic insomnia.
Abbreviations
BBTi: Brief behavioural therapy for insomnia; CBT: Cognitive behavioural
therapy; CBTi: Cognitive behavioural therapy for insomnia; DSM-V: Diagnostic
and Statistical Manual of Mental Disorders; GPs: General practitioners; GPMHP:
General Practitioner Mental Health Treatment Plan; MBS: Medicare Benefits
Schedule; OSA: Obstructive sleep apnoea; PBS: Pharmaceutical Benefits
Scheme; RACGP: Royal Australian College of General Practitioners.
Acknowledgements
This work has been conducted by the National Centre for Sleep Health Services Research, a program funded by a National Health and Medical Research
Council Centres of Research Excellence grant.
Authors’ contributions
All authors substantially contributed to this work in accordance with editorial
guidelines. EH, NG, R.DM, AV, AR, NZ and BS designed the research study; AR,
EH, NZ, NS, AV, LL, R.DM and OF created and reviewed the interview guide; EH
and NG conducted the interviews; EH, JH and NG analysed the results; LL, NL,
BS, SM, RA and AS provided expertise on insomnia; NZ, NS and OF provided
expertise on primary care. All authors provided feedback, contributed to writing of the manuscript and have approved the final draft of this work.
Authors’ information
JH and NG are joint first author and they have made an equal contribution to
this paper.
Funding
This work is funded by a National Health and Medical Research Council Centres of Research Excellence grant.
Availability of data and materials
The datasets generated and/or analysed during the current study are not
publicly available due to concerns participant privacy may be compromised
but are available from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
Ethics approval was obtained from University of Adelaide Human Research
Ethics Committee (Reference H-2018–257). All methods were performed in
accordance with the relevant guidelines and regulations (as guided by the
Declaration of Helsinki). Interested participants were asked to complete an
online survey to express interest in participating in the study. Participants
were provided electronic access to all research documents prior to expressing
an interest in participating. A member of the research team at the National
Centre for Sleep Health Services Research contacted interested individuals

Haycock et al. BMC Fam Pract

(2021) 22:158

and explained the purpose of the study. Informed consent was obtained prior
to participation in the study.
Consent for publication
Not Applicable.
Competing interests
Applicable to all authors, this research has been supported by competitive
research funding from the National Health and Medical Research Council of
Australia and research funding and equipment from the ResMed Foundation
grant and Philip Respironics Clinical Research grant. EH – no competing interests but is employed in part by the National Centre of Sleep Health Services
Research. The authors declare that they have no other competing interests.
Author details
1
National Centre for Sleep Health Services Research, Adelaide, Australia.
2
FHMRI Sleep Health/Adelaide Institute for Sleep Health, College of Medicine and Public Health, Flinders University, Adelaide, Australia. 3 Sax Institute,
Sydney, Australia. 4 Faculty of Medicine and Health, University of Sydney,
Sydney, Australia. 5 College of Education, Psychology and Social Work, Flinders
University, Adelaide, Australia. 6 Faculty of Health Sciences & Medicine, Bond
University, Queensland, Robina, Australia. 7 Discipline of General Practice,
University of Adelaide, Adelaide, Australia. 8 Southern Adelaide Local Health
Network, SA Health, Adelaide, Australia.
Received: 2 December 2020 Accepted: 20 April 2021

References
1. Kyle SD, Espie CA, Morgan K. “… Not just a minor thing, it is something
major, which stops you from functioning daily”: quality of life and daytime functioning in insomnia. Behav Sleep Med. 2010;8(3):123–40.
2. Deloitte Access Economics. Asleep on the job: costs of inadequate sleep
in Australia. Australia: Sleep Health Foundation; 2017.
3. American Academy of Sleep Medicine. International classification of
sleep disorders (ICSD-3) 3rd ed. Darien: American Academy of Sleep
Medicine; 2014.
4. Ree M, Junge M, Cunnington D. Australasian Sleep Association position
statement regarding the use of psychological/behavioral treatments in
the management of insomnia in adults. Sleep Med. 2017;36:S43–7.
5. National Institutes of Health. NIH state-of-the-science conference statement on manifestations and management of chronic insomnia in adults.
NIH Consens Sci Statements. 2005;22(2):1–30.
6. Daley M, Morin CM, LeBlanc M, Gregoire JP, Savard J, Baillargeon L. Insomnia and its relationship to health-care utilization, work absenteeism,
productivity and accidents. Sleep Med. 2009;10(4):427–38.
7. Fernandez-Mendoza J, Vgontzas AN. Insomnia and its impact on physical
and mental health. Curr Psychiatry Rep. 2013;15(12):418.
8. Grandner MA. Addressing sleep disturbances: an opportunity to prevent
cardiometabolic disease? Int Rev Psychiatry. 2014;26(2):155–76.
9. Reynolds AC, Appleton SL, Gill TK, Adams RJ. Chronic insomnia disorder
in Australia: A report to the Sleep Health Foundation. North Strathfield;
Sleep Health Foundation; 2019.
10. Morin CM, Benca R. Chronic insomnia. Lancet. 2012;379:1129–41.
11. Commonwealth of Australia. Bedtime reading, inquiry into sleep health
awareness in Australia. Canberra: Commonwealth of Australia; 2019.
12. Swerissen H, Duckett S, Moran G. Mapping primary care in Australia.
Carlton: Grattan Institute; 2018.
13. Australian Government Department of Health. MBS Online Medicare
Benefits Schedule 2020. Available from: http://www.mbsonline.gov.au/.
Accessed 20 July 2021.
14. Australian Government Department of Health. About the PBS 2021. Available from: https://www.pbs.gov.au/info/about-the-pbs. Accessed 20 July
2021.
15. Australian Government Department of Health. Annual Medicare Statistics
Financial year 2019–20. 2021. Available from: https://www1.health.gov.
au/internet/main/publishing.nsf/Content/Medicare%20Statistics-1.
Accessed 20 July 2021.

Page 10 of 11

16. Australian Government Department of Health. Chronic Disease Management (formerly Enhanced Primary Care or EPC) - GP services 2014. Available from: https://www1.health.gov.au/internet/main/publishing.nsf/
Content/mbsprimarycare-chronicdiseasemanagement. Accessed 20 July
2021.
17. Australian Government Department of Health. Better access initiative
2021. Available from: https://www.health.gov.au/initiatives-and-progr
ams/better-access-initiative. Accessed 20 July 2021.
18. Royal Australian College of General Practitioners. Prescribing drugs of
dependence in general practice, Part B - Benzodiazepines. Melbourne:
The Royal Australian College of General Practitioners; 2015.
19. Qaseem A, Kansagara D, Forciea MA, Cooke M, Denberg TD. Management
of chronic insomnia disorder in adults: a clinical practice guideline from
the American College of Physicians. Ann Intern Med. 2016;165(2):125–33.
20. Miller CB, Valenti L, Harrison CM, Bartlett DJ, Glozier N, Cross NE, et al.
Time trends in the family physician management of insomnia: the Australian experience (2000–2015). J Clin Sleep Med. 2017;13(6):785–90.
21. Glass J, Lanctôt KL, Herrmann N, Sproule BA, Busto UE. Sedative hypnotics
in older people with insomnia: meta-analysis of risks and benefits. BMJ.
2005;331(7526):1169–73.
22. Sweetman A, Putland S, Lack L, McEvoy D, Adams R, Grunstein R et al. The
effect of cognitive behavioural therapy for insomnia on sedative-hypnotic use: A narrative review. Sleep Med Rev. 2021;56:101404.
23. Lack LC, Lovato N. Cognitive and behavioural therapy for insomnia. In:
Mansfield DM, editor. Sleep medicine. Melbourne: IP Communications;
2017.
24. Morin CM, Vallières A, Guay B, Ivers H, Savard J, Merette C, et al. Cognitive
behavioral therapy, singly and combined with medication, for persistent
insomnia: a randomized controlled trial. JAMA. 2009;301(19):2005–15.
25. Wilson S, Anderson K, Baldwin D, Dijk D, Espie A, Espie C, et al. British
Association for Psychopharmacology consensus statement on evidencebased treatment of insomnia, parasomnias and circadian rhythm disorders: an update. J Psychopharmacol. 2019;33(8):923–47.
26. Schutte-Rodin S, Broch L, Buysse D, Dorsey C, Sateia M. Clinical Guideline
for the evaluation and management of chronic insomnia in adults. J Clin
Sleep Med. 2008;4(5):487–504.
27. Cheung JMY, Atternäs K, Melchior M, Marshall NS, Fois RA, Saini B. Primary
health care practitioner perspectives on the management of insomnia: a
pilot study. Aust J Prim Health. 2014;20(1):103–12.
28. Sake F, Wong K, Bartlett DJ, Saini B. Insomnia management in the Australian primary care setting. Behav Sleep Med. 2019;17(1):19–30.
29. Lau R, Stevenson F, Ong B, Dziedzic K, Treweek S, Eldridge S, et al. Achieving change in primary care-causes of the evidence to practice gap:
systematic review of reviews. Implement Sci. 2016;11:40.
30. Sweetman A, Lovato N, Haycock J, Lack L. Improved access to effective
non-drug treatment options for insomnia in Australian general practice.
Med Today. 2020;21(11):14–20.
31. Espie CA. “Stepped care”: a health technology solution for delivering
cognitive behavioral therapy as a first line insomnia treatment. Sleep.
2009;32(12):1549–58.
32. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3:77–101.
33. Small ML. `How many cases do I need?’: on science and the logic of case
selection in field-based research. Ethnography. 2009;10(1):5–38.
34. Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al.
Saturation in qualitative research: exploring its conceptualization and
operationalization. Qual Quant. 2018;52(4):1893–907.
35. World Health Organization. Diagnostic and management guidelines for
mental disorders in primary care: ICD-10 Chapter V, Primary care verison.
Gottingen: Hogrefe & Huber; 1996.
36. Australian Government Department of Health. Better access fact sheet professionals 2019. Available from: https://www.health.gov.au/resources/
publications/better-access-fact-sheet-professionals. Accessed 20 July
2021.
37. Davy Z, Middlemass J, Siriwardena AN. Patients’ and clinicians’ experiences and perceptions of the primary care management of insomnia:
qualitative study. Health Expect. 2013;18:1371–83.
38. Everitt H, McDermott L, Leydon G, Yules H, Baldwin D, Little P. GPs’ management strategies for patients with insomnia: a survey and qualitative
interview study. Br J Gen Pract. 2014;64(619):e112–9.

Haycock et al. BMC Fam Pract

(2021) 22:158

39. Linder S, Duss SB, Dvořák C, Merlo C, Essig S, Tal K, et al. Treating insomnia
in Swiss primary care practices: a survey study based on case vignettes. J
Sleep Res. 2020;00:e13169.
40. Ulmer CS, Bosworth HB, Beckham JC, Germain A, Jeffreys AS, Edelman D,
et al. Veterans affairs primary care provider perceptions of insomnia treatment. J Clin Sleep Med. 2017;18(8):991–9.
41. Chung KF, Lee CT, Yeung WF, Chan MS, Chung EWY, Lin WL. Sleep hygiene
education as a treatment of insomnia: a systematic review and metaanalysis. Fam Pract. 2018;35(4):365–75.
42. Reynolds AC, Adams RJ. Treatment of sleep disturbance in older adults. J
Pharm Pract Res. 2019;49:296–304.
43. Sirdifield C, Anthierens S, Creupelandt H, Chipchase SY, Christiaens T,
Siriwardena AN. General practitioners’ experiences and perceptions of
benzodiazepine prescribing: systematic review and meta-synthesis. BMC
Fam Pract. 2013;14:191.
44. Troxel WM, Germain A, Buysse DJ. Clinical management of insomnia with
brief behavioral treatment (BBTI). Behav Sleep Med. 2012;10(4):266–79.
45. Fuller JM, Wong KK, Hoyos C, Krass I, Saini B. Dispensing good sleep
health behaviours not pills: a cluster-randomized controlled trial to test
the feasibility and efficacy of pharmacist-provided brief behavioural treatment for insomnia. J Sleep Res. 2016;25(1):104–15.
46. Sweetman A, Zwar N, Grivell N, Lovato N, Lack LC. A step-by-step model
for a brief behavioural treatment for insomnia in Australian general
practice. Aust J Gen Pract. 2021;50(5).

Page 11 of 11

47. HealthPathways Community Canterbury District Health Board and
Streamliners NZ. HealthPathways Community 2021. Available from:
https://www.healthpathwayscommunity.org/. Accessed 20 July 2021.
48. Morgan K, Gregory P, Tomeny M, David BM, Gascoigne C. Self-help
treatment for insomnia symptoms associated with chronic conditions in older adults: a randomized controlled trial. J Am Geriatr Soc.
2012;60(10):1803–10.
49. Byambasuren O, Beller E, Hoffmann T, Glasziou P. mHealth app prescription in Australian general practice: pre-post study. JMIR Mhealth Uhealth.
2020;8(6):e16497.
50. Koffel E, Hagedorn H. Provider perspectives of implementation of an
evidence-based insomnia treatment in Veterans Affairs (VA) primary care:
barriers, existing strategies, and future directions. Implement Sci Commun. 2020;1:107.
51. Tuckett AG. Applying thematic analysis theory to practice: a researcher’s
experience. Contemp Nurse. 2005;19(1–2):75–87.
52. Whittemore R, Chase SK, Mandle CL. Validity in qualitative research. Qual
Health Res. 2001;11(4):522–37.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

