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The Economic Burden of Insomnia at the Workplace. An Opportunity and
Time for Intervention?
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In this issue of SLEEP, Kessler and colleagues1 provide an estimation of the effects of insomnia and work performance. Based
on data from 7428 US workers, the authors report that the annual losses in work performance due to insomnia amount to
367.0 million days, which compares to soaring $91.7 billion
per year. Comorbidity accounted for around one-third of these
losses, leaving the net annual costs of insomnia to $63.2 billion
and 252.7 million days (after controlling for 26 comorbid conditions). The authors also found that presenteeism (i.e., attending work while ill) accounted for about two-thirds of the lost
work performance, whereas absenteeism (i.e., missed work due
to illness) accounted for the remainder.
Previous studies on the economic burden of insomnia have
suffered from various methodological restrictions, limiting the
generalizability of the results.2-5 For example, using prescription claims to define insomnia2,3 likely causes an underestimation of the true prevalence of insomnia, as the majority of
insomnia cases are untreated.6 In contrast, the study by Kessler
et al.1 was conducted in an appreciatively stringent manner. Using well-validated measures of both insomnia and the outcome
measure, the authors have successfully managed to surpass
many of the obstacles associated with estimating the costs of
insomnia. Indeed, broad evaluation of insomnia symptoms taking into account diagnostic criteria from three major insomnia
classification systems is one of the key strengths of this study.
Insomnia prevalence estimate was validated by Kessler et al. in
a sub-sample of the respondents with semi-structured clinical
interviews carried out by experienced and blinded clinical experts in sleep medicine. The authors also provide a meticulous
discussion on the differences in prevalence estimates by different classification systems and across existing literature. As
a result of broader classification, the prevalence of insomnia
was notably higher than in many other previous studies; 23%
among working participants. Still, the authors conclude that the
estimate among workers is likely to be accurate, which further
highlights the importance of the effects of insomnia on work
performance and major economic cost due to insomnia.
As mentioned by Kessler et al., several European studies
have recently demonstrated that insomnia is associated with

subsequent absenteeism, mainly sick leave and permanent
work disability. Linking large epidemiological health surveys
with official registries on employment status, insomnia has
been established as a strong risk factor for work disability as
indicated by sickness absence7,8 and disability retirement.9-12
However, when it comes to the debate on the cost-effectiveness
of insomnia prevention and treatment, Kessler et al. provide
crucial information on monetary losses to the employers. Both
the current and other4,13,14 studies demonstrate that the economic
costs of insomnia are to a great extent accounted for by reduced
performance at work, not merely sickness absence, and thus the
current study is likely to provide a more comprehensive scenario in estimating the socioeconomic burden of insomnia.
An interesting finding in the Kessler et al. study is the authors’ estimation of population attributable fractions (PAFs).
These findings indicate that extinction of insomnia would result
in proportional reductions of 5.4% to 7.8% of the overall lost
work performance. These estimates are in accordance with a
previous large prospective Norwegian study comparing the effects of insomnia and depression on work disability.15 Adjusting
for a range of potential confounding factors, that study found
that the relative contribution from insomnia alone towards
work disability was 6.7%, larger than that from both depression
(PAF = 3.8%) and from combined insomnia and depression
(PAF = 5.3%). This indicates that prevention, early detection,
and treatment of insomnia may serve as an equally significant
intervention against rising disability expenditure as in depression. Given that depression is estimated to account for one-third
of workers disability claims in OECD countries,16 the results
from Kessler et al.1 lend support to an increased focus on insomnia as a primary diagnosis and as a comorbid symptom to
other disorders. Such a focus may help reduce the societal burden from absenteeism, in addition to presenteeism.
Kessler and colleagues underline the importance of assessing the effectiveness of insomnia screening and treatment from
the perspective of employers. Because the costs for the employers due to lost work performance are notable, and only
a small proportion of insomniacs currently receive treatment
or are diagnosed, the authors highlight the need to estimate
cost-effectiveness of insomnia interventions in further workplace trials. There is much more to be done. As this study
was carried out in the US, further studies should aim to estimate corresponding figures in other settings and countries.
The study was cross-sectional, and thus the role of insomnia
in work performance and related substantial economic and societal burden should be confirmed in preferably prospective
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settings. Also, the study focused on employees who were fully
insured and had been enrolled for at least 12 months, which
may have caused some selection in the sample. Additionally,
the age distribution in the Kessler et al. study was wide, and
a healthy worker effect may have contributed to the results.
There was a low prevalence of insomnia among older participants, which may have influenced the authors’ assumption that
daytime impairment due to sleep problems—a prerequisite for
insomnia—is less prevalent with age.
The study by Kessler et al. also underlines the importance
of prevention, early detection, and treatment of insomnia to reduce economic cost due to lost work performance. The substantial workplace costs and the greater utilization of health care
services among those experiencing insomnia13 likely contribute
to great societal costs in addition to losses at workplace. Hopefully this information will act as an incentive for new resources
for interventions. Successful implementation of such interventions to reduce insomnia would be of major public health and
societal importance, and also promote better health and wellbeing among employees.
There is substantial evidence of both effective and lasting
interventions for insomnia, with cognitive behavioral therapy
(CBT) being regarded by many as the most effective treatment of choice. However, the lack of availability of CBT for
insomnia remains a severe obstacle to successful implementation. One promising approach is increased use of the Internet in
delivering CBT. Literature on the development and evaluation
of interventions delivered over the Internet is growing.17,18 The
Internet has considerable potential for delivering a structured
behavioral program for insomnia, and this type of intervention
may be well suited in areas where specialized sleep centers are
not available. Other cost-effective alternatives to individual
therapy may be CBT in small groups provided by nurses19 or
primary care counselors,20 accompanied by telephone consultations,21 and self-help programs for insomnia delivered in the
context of community-based interventions.22

4. Bolge SC, Doan JF, Kannan H, Baran RW. Association of insomnia with
quality of life, work productivity, and activity impairment. Qual Life Res
2009;18:415-22.
5. Swanson LM, Arnedt JT, Rosekind MR, Belenky G, Balkin TJ, Drake C.
Sleep disorders and work performance: findings from the 2008 National
Sleep Foundation Sleep in America poll. J Sleep Res 2010.
6. Metlaine A, Leger D, Choudat D. Socioeconomic impact of insomnia in
working populations. Ind Health 2005;43:11-9.
7. Rahkonen O, Lallukka T, Kronholm E, Vahtera J, Lahelma E, Laaksonen
M. Sleep problems and sickness absence among middle-aged employees.
Scand J Work Environ Health: in press.
8. Sivertsen B, Overland S, Bjorvatn B, Maeland JG, Mykletun A. Does
insomnia predict sick leave? The Hordaland Health Study. J Psychosom
Res 2009;66:67-74.
9. Lallukka T, Haaramo P, Lahelma E, Rahkonen O. Sleep problems and
disability retirement: a register-based follow-up study. Am J Epidemiol
2011;173:871-81.
10. Salo P, Oksanen T, Sivertsen B, et al. Sleep disturbances as a predictor of cause-specific work disability and delayed return to work. Sleep
2010;33:1323-31.
11. Sivertsen B, Overland S, Neckelmann D, et al. The long-term effect of
insomnia on work disability: the HUNT-2 historical cohort study. Am J
Epidemiol 2006;163:1018-24.
12. Sivertsen B, Øverland S, Pallesen S, et al. Insomnia and long sleep duration are risk factors for later work disability. The Hordaland Health Study.
J Sleep Res 2009;18:122-8.
13. Daley M, Morin CM, LeBlanc M, Gregoire JP, Savard J. The economic
burden of insomnia: direct and indirect costs for individuals with insomnia
syndrome, insomnia symptoms, and good sleepers. Sleep 2009;32:55-64.
14. Godet-Cayre V, Pelletier-Fleury N, Le Vaillant M, Dinet J, Massuel MA,
Leger D. Insomnia and absenteeism at work. Who pays the cost? Sleep
2006;29:179-84.
15. Overland S, Glozier N, Sivertsen B, et al. A comparison of insomnia and
depression as predictors of disability pension: the HUNT Study. Sleep
2008;31:875-80.
16. OECD. Disability programmes in need of reform: OECD Policy Brief;
2003.
17. Ritterband LM, Thorndike FP, Gonder-Frederick LA, et al. Efficacy of an
Internet-based behavioral intervention for adults with insomnia. Arch Gen
Psychiatry 2009;66:692-8.
18. Strom L, Pettersson R, Andersson G. Internet-based treatment for insomnia: a controlled evaluation. J Consult Clin Psychol 2004;72:113-20.
19. Espie CA, Inglis SJ, Tessier S, Harvey L. The clinical effectiveness of
cognitive behaviour therapy for chronic insomnia: implementation and
evaluation of a sleep clinic in general medical practice. Behav Res Ther
2001;39:45-60.
20. Morgan K, Dixon S, Mathers N, Thompson J, Tomeny M. Psychological
treatment for insomnia in the management of long-term hypnotic drug use:
a pragmatic randomised controlled trial. Br J Gen Pract 2003;53:923-8.
21. Bastien CH, Morin CM, Ouellet MC, Blais FC, Bouchard S. Cognitivebehavioral therapy for insomnia: comparison of individual therapy,
group therapy, and telephone consultations. J Consult Clin Psychol
2004;72:653-9.
22. Morin C, Beaulieu-Bonneau S, LeBlanc M, Savard J. Self-help treatment
for insomnia: a randomized controlled trial. Sleep 2005;28:1319-27.

DISCLOSURE STATEMENT
The authors have indicated no financial conflicts of interest.
REFERENCES

1. Kessler RC, Berglund PA, Coulouvrat C, et al. Insomnia and the performance of US workers: results from the America Insomnia Survey. Sleep
2011;34:1161-71.
2. Kleinman NL, Brook RA, Doan JF, Melkonian AK, Baran RW. Health
benefit costs and absenteeism due to insomnia from the employer’s perspective: a retrospective, case-control, database study. J Clin Psychiatry
2009;70:1098-104.
3. Ozminkowski RJ, Wang S, Walsh JK. The direct and indirect costs of
untreated insomnia in adults in the United States. Sleep 2007;30:263-73.

SLEEP, Vol. 34, No. 9, 2011

1152

Commentary—Sivertsen et al

