Research Letter

Sleeping Poorly . . . and Maybe Depressed:
Comorbidity in Patients Referred for Formal
Sleep Studies

To the Editor: Disorders of sleep and wakefulness
are estimated to affect 60 million Americans."
Poor sleep, perhaps because it accompanies so
many medical and psychiatric conditions, is likely to
be present in 40% of adult patients that present to
family medicine clinics, placing it among the most
frequent issues that family doctors encounter.’

Two of the most common sleep disorders, in-
somnia and obstructive sleep apnea syndrome
(OSAS), are often accompanied by depression™’
although the reason for this is not well understood.
Sleep disorders and mood disorders have many
symptoms in common such as hypersomnolence,
low energy, and irritability, which raises the possi-
bility of diagnostic confusion between them.

The objectives of this study were to examine the
prevalence of mood disorders in people with sleep
complaints and to learn whether primary sleep dis-
orders might sometimes masquerade as mood
disorders.

Methods

We administered a 7-item questionnaire to 100
consecutive patients referred to our sleep center for
polysomnography (Table 1). We inquired about
previous diagnosis of depression and, when it was
present, about patterns of evaluation and treatment
for it. The final item was an open-ended question
to elicit the patient’s own perceptions of how their
mood and sleep complaints are related.

Findings

Of the 100 patients, 53 respondents (53%) carried
a diagnosis of depression in their past medical his-
tory. The following data relates to these 53 people:
37 (70%) of 53 people were actively taking antide-
pressant medication at the time of their referral to

the sleep lab.
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Table 1. The Sleep and Mood Questionnaire

Q1. Have you ever been diagnosed with Depression? If "yes,”
please continue.

Q2. Have you seen a health care professional within the past
6 months for depression?

If yes, was this a family doctor, psychiatrist, therapist, or other
health care professional?

Q3. Have you ever used a medication to treat your
depression?

If yes, what medication(s) have you tried?
Q4. Do you currently take antidepressant medications?

Q5. Have you ever tried medications specifically to improve
your sleep?

If yes, what medication(s) have you tried?
Q6. Who referred you for your overnight sleep study?

Q7. Would you like to comment on the relationship between
your sleep and your depression?

Regarding referral patterns, we found that
21(40%) of the 53 respondents had been referred to
the sleep center by their primary care provider; 17
(32%) of the 53 respondents had been referred by
subspecialists, and 13 (24%) of the 53 respondents
had been self-referred (and 2 [4%] of 53 respon-
dents did not respond to this question).

Eleven patients commented on the relationship
between their depression and their sleep complaint
(Table 2). Six of them (patient nos. 10, 23, 24, 29,
40, and 53) clearly believed that their sleep disorder
was primary and had triggered their depressed
mood. Furthermore, some of their comments seem
to dispute the diagnosis of depression entirely; they
assert instead that their physician had wrongly at-
tributed symptoms of insomnia (patient no. 29),
low energy (patient no. 23), and poor motivation
(patient no. 40) to depression rather than to a sleep
disorder.

Discussion

In this survey of 100 patients referred to our sleep
center, we found that a very high proportion (53%)
of them had also been diagnosed with depression.
"This is consistent with other estimates of comor-
bidity between depression, insomnia, and obstruc-
tive sleep apnea.® This high concordance serves as
a reminder that when primary care physicians di-
agnose depression, they should question their
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Table 2. Patient Comments About the Relationship of
Their Own Depression and Sleep

Patient no. Comments

4 My insomnia evolved from stressful life situations

10 Sleep problems cause my depression

12 My depression has led to insomnia

18 Sadness, bad dreams, awakening and ruminating

20 Pain medications cause depression and anxiety
and lead to poor sleep

23 Disrupted sleep causes me to have less energy
and to want to sleep during the day

24 If I am sleep deprived, then my depression is
exacerbated

25 Anxiety has a part in my trouble falling asleep

29 My depression has not been consistent, but my
trouble falling asleep has been

40 My inability to get things done makes me have
less self-esteem leading to worse depression

53 It’s hard to stay positive without a full amount of

energy

patient closely about sleep complaints, especially
obstructive breathing patterns and insomnia.
One weakness of this study is that it relies solely
on patients’ own perceptions of their diagnosis
without validation by a depression scale or chart
review (we plan to add this to future studies). Nev-
ertheless, the narrative comments of some patients,
in which they question their depression label, raises
the possibility that sleep disorders may sometimes
masquerade as mood disorders and delay timely
diagnosis and treatment. In this survey, primary
care clinicians initiated the sleep lab referral in only
40% of the respondents who presented with a di-
agnosis of depression. This author, who is a sleep
disorders specialist with a background in family
medicine, has heard many patients referred for
sleep consultation remark, “my doctor kept telling
me that I was depressed . . . but my real problem is

17

that I can’t sleep!

When patients present, as they frequently do,
with hypersomnolence, fatigue, irritability, low en-
ergy, or diminished cognitive function, the provid-
er’s antennae likely will be raised to diagnose and
treat depression. These findings serve as a small
reminder that they need to be aware that common
primary sleep pathologies such as obstructive sleep
apnea or insomnia may also account for these

symptoms.
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