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Insomnia is the most common sleep problem affecting nearly one-third of the population Correspondence to: Dong Hyun Ahn
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0o early. Insomnia results in some form of daytime impairment in the patient’s normal ac- Tel. +82-2.2290-8425
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general population complains of sleep disturbance, only 10-15 percent has associated Revised 8 October 2013
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pairments sufficient for the diagnostic criteria of insomnia. The cornerstone of the insom- This is an Open Access artidle distributed under
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an aid to diagnosis, although many are limited in their validation. Insomnia causes a signifi- nal workis properly cited.

cant burden of medical, psychiatric, societal consequences on the individual and societal
level. Clinicians in either primary settings or specialized clinics should have knowledge to
manage insomnia with confidence.
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Table 1. The classification of insomnia of ICSD-2, ICD-10-CM, DSM-5

ICSD-2 (2005)
1. Adjustment sleep disorder (acute insomnia)
2. Psychophysiological insomnia
3. Paradoxical insomnia
4. |diopathic insomnia
5. Inadequate sleep hygiene
6. Behavioral insomnia of childhood
7. Insomnia due to drug or substance
8. Insomnia due to medical condition
9. Insomnia not due to a substance or known physiological condition,
unspecified
10. Physiological (organic) insomnia, unspecified

ICD-10-CM (1994)
F51 Sleep disorders not due to a substance or known physiological condition
F51.01 Primary insomnia
F51.02Adjustment insomnia
F51.03 Paradoxical insomnia
F51.04 Psychophysiological insomnia
F51.05 Insomnia due to other mental disorder
F51.09 Other insomnia not due to a substance or known physiological condition
(47 Organic sleep disorders
(47.0 Insomnia, unspecified
G47.01 Insomnia due to medical condition
(47.09 Other insomnia

DSM-5(2013)
1. Insomnia disorder
Specify if:
With non-sleep disorder mental comorbidity
With other medical comorbidity
With other sleep disorder
Specify if:
Episodic
Persistent
Recurrent
2.Other specified insomnia disorder
Unspecified insomnia disorder

ICSD, The International Classification of Sleep Disorders; ICD, International Classifi-
cation of Diseases; DSM, Diagnostic and Statistical Manual. Ref. 1 with permission
from American Psychiatric Publishing; Ref. 3 with permission from Springer.
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Table 2. Comparison of the diagnostic criteria of insomnia of ICSD-2, ICD-10-CM, DSM-5

ICSD-2

1. A complaint of difficulty initiating sleep, difficulty maintaining sleep, or waking up too early or sleep that is chronically unrestorative or poor in quality.
2. The above sleep difficulty occurs despite adequate opportunity and circumstances for sleep
3. At least one of the following forms of daytime impairment related to the nighttime sleep difficulty is reported by the patient:

- Fatigue or malaise

- Attention, concentration or memory impairment

- Social or vocational dysfunction or poor school performance

- Mood disturbance or irritability

- Daytime sleepiness

- Motivation, energy, or initiative reduction

- Proness for errors or accidents at work or while driving

- Tension, headaches or gastrointestinal symptoms in response to sleep loss
- Concerns or worries about sleep

ICD-10-CM

1. A condition of unsatisfactory quantity or quality of sleep, which persists for a considerable period of time, including difficulty falling asleep, difficulty staying asleep,

or early final wakening.

2. Insomnia is a common symptoms of many mental and physical disorders, and should be classified here in addition to the basic disorder only if it dominates the clinical

picture.
DSM-5*

A. A predominant complaint of dissatisfaction with sleep quantity or quality, associated with one (or more) of the following symptoms:

1. Difficulty initiating sleep

2. Difficulty maintaining sleep, characterized by frequent awakenings or problems returning to sleep after awakenings.

3. Early-morning awakening with inability to return to sleep

B. The sleep disturbance causes clinically significant distress or impairment in social, occupational, educational, academic, behavioral, or other important areas of functioning

C. The sleep difficulty occurs at least 3 nights per week.

D. The sleep difficulty is present for at least 3 months.

E. The sleep difficulty occurs despite adequate opportunity for sleep.

F. The insomnia is not better explained by and does not occur

@. The insomnia is not attributable to the physiological effects of substance.

H. Coexisting mental disorders and medical conditions do not adequately explained the predominant complaint of insomnia

*The diagnosis of insomnia disorder is given whether it occurs as an independent condition or id comorbid either another mental disorder or another sleep disorder.
Ref. 1 with permission from American Psychiatric Publishing; Ref. 6 with permission from Elsevier.
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Precipitating factors

Major life events (e.g., illness, separation) less severe but more chronic daily stress

Temperament factors

Anxiety or worry-prone personality or cognitive styles, increased arousal predisposition, and tendency to repress emations

Environmental factors
Noise, light, uncomfortably high or low temperature, high altitude

Genetic factors
Female gender, advancing age, familial

Moderating factors

Poor sleep hygiene practices (e.g., excessive caffeine use, irregular sleep schedules), poor sleep habits, the fear of not sleeping

Ref. 1 with permission from American Psychiatric Publishing.
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Table 4. Sleep/wake history in the evaluation of insomnia

1. Nature of the complaint of insomnia
- Nocturnal pattern (initial, middle, terminal)
- Onset, duration, frequency, severity, course
- Precipitating and perpetuating factors
- Past and current treatments and responses

2. Daytime consequences, activities and functions
- Fatigue, irritability, anergia, memory impairment, mental slowing
- Napping (number, time, duration)
- Quality of life, mood disturbance, cognitive dysfunction, exacerbation of
comorbid conditions

3. Habits and behaviors related to sleep and the sleep environment that aggravate
insomnia
- Caffeine and alcohol before bedtime, nicotine
- Large meals, excessive fluid intake, or exercising within 3 hours of bedtime
- Utilizing the bed for nonsleep activities (work, telephone, internet)
- Staying in bed while awake for extended periods of time
- Activating behaviors up to the point of bedtime
- Excessive worrying at bedtime
- Clock-watching before sleep onset or during nocturnal awakenings
- Exposure to bright light prior to bedtime or during awakenings
- Keeping the bedroom too hot or to cold
- Noise
- Behaviors of a bedpartner (e.g., snoring, leg movements)

4. Daytime habits and behaviors that aggravate insomnia
- Prolonged bedrest, inactivity and excessive napping
- Insufficient light exposure
- Frequent travel and shift work

5. Patterns of sleep and nocturnal symptoms

- Bedtime

- Sleep latency (time to fall asleep after lights out)

- Awakenings; number, characterization, duration; associated symptoms;
assaciated behaviors

- Final awakening, rising time(time out of bed)

- Nocturnal symptoms (respiratory, motor, other medical, behavioral &
psychological)

Ref. 12 with permission from American Psychiatric Association.
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Table 5. Questionnaires and scales used in assessment of the patient with insomnia

Questionnaire Author

Characteristics and description

Epwarth Sleepiness Scale (ESS)
Insomnia Severity Index (ISS)
Pittsburgh Sleep Quality Index (PSQI)

Morin CM (2001)
Buysse DJ (1989)

Johns MW (1991, 1997) 8-item self report questionnaire used to assess subjective sleepiness (0-24; normal < 10)
7-item rating used to assess the patient’s perception of insomnia, which is available in three forms
19-item self report measure(and 5 additional items to be completed by a bed partner) of sleep quality

(poor sleep: global score >5)

Fatigue Severity Scale (FSS)

Dysfunctional Beliefs and Attitudes
about Sleep Scale (DBAS)

Krupp LB (1989)
Morin (1994)

9-item patient rating of daytime fatigue

Self-rating questionnaire of 30 statements that is used to assess negative cognitions about sleep
And an abbreviated version (16 items) using a more user-friendly response format (0-10, Likert-type scale;

DBAS-16) was published in 2007.

Functional Outcomes of Sleep Weaver TE (1997)

Questionnaire (FOSQ)

30-items to assess the impact of excessive sleepiness on functional outcomes relevant to daily behaviors
and sleep-related quality of life

A shorter 10-item version, the FOSQ-10, was published in 2009.

\Women's Health Initiative Insomnia ~ Levine DW (2003)

Rating Scale

Sleep Diary Lichstein KL (2004)

Five self-rated, multiple-choice questions to measure sleep disturbance during the previous month and to
discriminate persons with insomnia from normal sleepers(0~20, insomnia >9).

Hanyang Med Rev 2013;33:203-209
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