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Prevalence of insomnia in urban population 
of West Bengal: A community-based 
cross-sectional study

Background: The complaint of insomnia is one of the most common symptoms a 
physician encounters in his/her day-to-day practice. Though rarely present as the 
stand-alone problem, it accompanies other organic or psychological symptoms. Its 
incidence is on the rise in ever increasing stressful life of present times. Objectives: The 
objective was to study the prevalence and some sociodemographic factors associated 
with insomnia among the urban population of Kamarhati municipal area of district 
24 Parganas (N) of the state West Bengal. Materials and Methods: The study was 
carried out at “Kamarhati” municipal area. Ten percent of householders of two 
randomly selected wards were surveyed. Self-reported sleep questionnaire insomnia 
symptoms questionnaire (ISQ) was administered to all adult members. Persons with 
a history of major psychiatric illness, regular shift work, daily alcohol consumption 
more than four units and on chemotherapy or radiotherapy were excluded from the 
survey. Results: ISQ identified 15.4% prevalence of insomnia. It was high in persons 
with co-morbid chronic physical illness (28.1%) compared to persons free from 
that (10.9%) (P < 0.001). Insomnia was significantly higher among people living 
in joint families than those living in a nuclear family. The prevalence of insomnia 
increases significantly with the increasing age (P < 0.05). Conclusion: Findings of 
this study showed that the prevalence of insomnia in urban India is high. Increased 
life expectancy, increased burden of chronic illnesses, changing lifestyle, uncertainty 
of urban life contributes to high prevalence of insomnia that in turn affects quality 
of life.
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INTRODUCTION

Insomnia is a highly disturbing condition. According to fourth edition of  diagnostic and statistical 
manual (DSM-IV), insomnia is associated with complaints about the quality, quantity or timing of  
sleep at least 3 times a week and for at least 1 month.[1] The international classification of  sleep 
disorders, version 2 provides relevant diagnostic, and epidemiological information on sleep disorders to 
differentiate between the disorders. The ICSD-2 classification lists 81 major sleep disorder diagnostic 
categories in 8 major categories, each presented in detail, with a descriptive diagnostic text that 
includes specific diagnostic criteria. In addition, there are 13 diagnostic items listed in the appendices 
that include sleep disorders associated with disorders classified elsewhere, and psychiatric disorders 
frequently encountered in the differential diagnosis of  sleep disorders.[2]

Approximately, one-third to one-fourth of  the population in industrialized countries reported problems 
of  sleep disturbances at some point of  their lives and approximately 10% of  the population suffer 
from persistent insomnia.[3] Insomnia is one of  the most common complaints in primary care setting. 
Studies around the world among general population showed that the prevalence of  insomnia ranges 
between 10% and 48%.[4-6] Much of  this variation of  prevalence may be explained by the use of  different 
definitions of  insomnia in those studies.[3] Insomnia can have important consequences for sufferers and 
may affect health, work, and quality of  life. Such associations include the development of  depression,[4] 
increased use of  health care services[6,7] and a higher risk of  motor vehicle accidents.[8] Several studies 
looking at the relationship between insomnia and work have found associations with absenteeism from 
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work, decreased concentration, impaired work performance, and 
work-related accidents.[7,9] Cross-sectional epidemiological studies 
have found that female sex especially peri-menopausal women,[10] 
increased age, mental health problem,[11] chronic medical conditions 
to be associated with higher prevalence of  insomnia. However, 
most of  these studies were conducted in developed world. Studies 
from developing countries in this regard are scarcely available in the 
literature. In developing countries like India, prevalence and risk 
factors of  insomnia are not well studied. With this view in mind, 
this research was undertaken to study the prevalence and find out 
any relationship with sociodemographic characteristics of  insomnia 
in an urban area of  West Bengal, India.

MATERIALS AND METHODS

Sampling frame
The study was carried out at “Kamarhati Municipality” area, of  
district 24 Parganas (N), of  state West Bengal, India. Based on 
available literature, sample size was calculated as 1152 (taking 25% 
prevalence with absolute error of  2.5%, i.e., relative error of  10%). 
From two randomly selected wards, 10% of  households were 
selected using systematic random sampling. All adult members of  
selected households constituted sample population.

Period of study
The period of  survey was from March 2011 to August 2011.

Study population
One thousand one hundred and eighty-five eligible subjects were 
included in this study.

Exclusion criteria
These group of  persons was excluded from the study: Person below 
16 years and above 65 years of  age as because they have much higher 
sleep problem secondary to medical conditions associated with old 
age, anyone suffering from any major psychiatric illness, persons 
engaged in regular shift work and regular heavy drinker (>4 unit 
of  alcohol per day).

Study instrument and technique
The Insomnia symptom questionnaire is a 13-item self-reported 
instrument designed to identify insomnia.[12] Insomnia symptoms 
questionnaire (ISQ) questions are based on American psychiatric 
association’s DSM-IV criteria and are consistent with the 
American Academy of  Sleep Medicine’s research and diagnostic 
criteria. Apart from ISQ, another pretested schedule was used 
to collect sociodemographic data. Following sociodemographic 
data were collected: Age, sex, occupation, education, etc. For 
education, number of  years spent in a formal school was taken. 
The education was further divided as low and high depending on 
the number of  years spent in the school. The cut-off  was taken 
arbitrarily as 10  years. The questionnaire was prepared in English 
and then translated in the local language, Bengali. The translated 

questionnaire was pretested in 20 individuals eligible for the study. 
These individuals were not taken for analysis purpose. The final 
corrections were made in the questionnaire. The questionnaire 
was then back translated in the English language to see whether 
the meaning of  the question changed due to translation. The 
relevant data from each member of  household were collected 
through face-to-face interview technique. ISQ was administered 
to all members.

Ethical considerations
The permission to conduct the study was taken from the Institutional 
Ethics Committee of  the College of  Medicine and JNM Hospital, 
Kalyani. The informed consent form was designed in such a way that 
the participant understands it and was in the local language, Bengali. 
Written informed consent was taken from each participant before 
the administration of  the questionnaire. No personal identifier was 
collected. Identity of  the participants was never at stake.

Data analysis
Data analysis was done with the help of  Epi-info™ (CDC, Atlanta) 
version 6 Software. Appropriate statistical tests were applied. All 
tests were two-tailed and P < 0.05 was considered to be statistically 
significant.

RESULTS

The mean age of  the sample population (n = 1185) was 44.5 years 
with standard deviation (SD) ±11.08 years. Among participants, 
48.5% are female and 51.5% are male. Overall prevalence of  
insomnia in this study was 15.4%. The percentage of  female with 
insomnia was a little higher than that of  male (16.9% and 14.1% 
respectively). However, this difference is not statistically significant. 
In the 40-50 years of  age group that corresponds to perimenopausal 
period in women, insomnia prevalence was significantly higher 
among female than male participants.

Prevalence of  insomnia was found to be increasing with advancing 
age. Highest prevalence was observed in the age group of  >60 years 
(20.2%) followed by 50-60 years and 40-50 years of  age group 
(18.2% and 17.3% respectively). Advancing age and prevalence of  
insomnia was found to be significantly associated (Chi-square-13.49, 
df-5, P-0.019).

Marital status, tobacco addiction, educational level, body mass index 
(BMI), family type, and presence of  chronic organic illness of  all 
participants were compared to the presence of  insomnia symptoms 
[Table 1]. Insomnia was found to be significantly higher among 
participants with BMI ≥25 (Chi-square-38.75, P-0.0000), who used 
tobacco regularly (Chi-square-7.61, P-0.005), belonged to joint family 
(Chi-square-29.29, P-0.0000), and also among sufferers of  chronic 
organic disease (Chi-square-48.14, P-0.0000).

Mean years of  education of  the participants was 6.6 years with SD 
of  ±4.1 years. In this study, educational status of  “high” and “low” 
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was taken according to years spent at school. “High” was defined 
as longer than 10 years of  education and “low” as ≤10 years of  
education. In this study, insomnia was significantly more among 
people with low education (Chi-square-5.58, P-0.01).

Prevalence of  insomnia was higher among married and 
highest among divorce/widowed, than the unmarried person 
(9% among unmarried, 15.5% among married, and 35.5% among 
divorce/widowed) which is significant.

Regarding care seeking behavior, 43.2% of  insomniac persons 
never seek medical advice for insomnia, whereas 15.3% consulted 
a doctor for their problem. 32.2% of  the persons identified as 
suffering from insomnia said that they went to the physician for 
some other complaint and told the physician about the insomnia 
during the consultation. Nearly 10%, if  the insomniac were taking 
self-medication for their sleep disturbances. This indicate that sleep 
disorder as a medical problem is not being given due importance 
by the population.

DISCUSSION

We use ISQ in this study because of  distinctive quality of  ISQ is that it 
not only measures the severity of  insomnia, but it is also an instrument 

that appears to provide an accurate case definition of  insomnia.[11]

Overall, the prevalence of  insomnia as identified through ISQ was 
15.4%. This observation corroborated with previous studies.[4,5] 
This implicate that the prevalence of  insomnia in urban India is 
no less than the developed world. In this study, the prevalence 
of  insomnia increases with age and was found statistically 
significant. Some studies reported a link between increasing 
age and prevalence of  insomnia,[6,12] but this finding was not 
consistent.[13,14] While comparing the prevalence of  insomnia up 
to 40 years of  age group to above 40 years of  age group, the 
difference was found significant (Chi-square-9.44, P = 0.002). 
This indicates that subjects with insomnia showed a peak after 
40 years of  age.

Though many studies showed a significant association between 
female sex and insomnia,[3,15] our study showed no significant 
association between female sex and insomnia. However, among 
perimenopausal women (40-50 years) prevalence of  insomnia was 
found significantly higher than a male of  similar age group. This 
observation corroborated with previous studies.[16]

Observations that insomnia is found significantly higher among 
smokers, persons with high (≥25) BMI, low level of  education, and 
persons with chronic medical illness corroborates with previous 
studies.[13,17]

One interesting observation of  this study is that the prevalence of  
insomnia was found significantly higher among persons living in joint 
family. It may be due to rapid change of  traditional social values, 
rapid urbanization, and economic differences between members 
of  joint families. The lack of  individual space or overcrowding in 
the house may explain the higher prevalence of  insomnia in joint 
families. These issues need further study.

Regarding care seeking behavior, it was observed in the present 
study that only around 15% of  subjects having insomnia consulted 
a doctor for this problem. It indicates that the majority of  people do 
not consider insomnia as an important medical problem or are not 
aware of  its chronic consequences. Awareness about insomnia is still 
poor among the general population as well as medical practitioners 
in developing country.

CONCLUSION

This study provides some idea about prevalence and sociodemographic 
characteristics of  insomnia in urban India. Overall prevalence of  
insomnia (15.4%) is comparable with the developed world. Like 
other studies in different parts of  world, present study also showed 
statistical association between insomnia and advancing age, BMI 
(>25), marital status, smoking habit, peri-menopausal women, and 
presence of  chronic medical illness. Apart from that, this study 
also showed a significant association between joint family and 
prevalence of  insomnia. However, larger epidemiological studies 
are needed to understand the complete epidemiology of  insomnia 

Table 1: Sociodemographic characteristics 
of study population with respect to insomnia
Variable Insomnia present (%) χ2, P

Sex
Male 97 (16.9) 1.74, 0.18
Female 86 (14.1)

Age group (in years)
<30 08 (7.5) 12.92, 0.017
30-40 45 (13.2)
41-50 64 (17.3)
51-60 47 (18.2)
>60 19 (20.2)

BMI
<25 113 (12.1) 38.75, 0.0000
≥25 70 (28.1)

Marital status
Single 18 (9) 25.55, 0.0000
Married 143 (15.5)
Divorced/widow 22 (35.5)

Family type
Joint 124 (21.2) 29.29, 0.0000
Nuclear 59 (9.8)

Chronic medical illness
Present 87 (27.7) 48.14, 0.0000
Not present 96 (11.1)

Education
Low (<10 years) 101 (18.1) 5.58, 0.01
High (≥10 years) 82 (13.1)

Tobacco use
User 94 (18.8) 7.61, 0.000
Nonuser 89 (13)

BMI = Body mass index
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in developing world.

Limitation of study
One important limitation of  this study, which is also the limitation of  the 
tool we used, is inability to classify the insomnia as primary or secondary.
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