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Insomnia

Intended Learning Outcomes
• Able to describe different approaches to defining insomnia
• The epidemiology of insomnia
• Most important aetiological models of insomnia



1| History of Nosology of Insomnia

• Insomnia first in ICD-9 by WHO in 1975 (organic/ non-organic 
definition)

• Association of Sleep Disorders Centers ASDC) (1979) with their 
Diagnostic Classification of Sleep and Arousal Disorders – 
insomnia falling with Disorders of Initiating and Maintaining Sleep 
(DIMS)

• American Academy of Sleep Medicine (former ASDC) narrower 
approach (splitting)

• APA route of primary vs secondary insomnia



2| Current Systems | DSM-5 (APA, 2013)

• Eight criteria for Insomnia Disorder
1. Dissatisfaction with sleep quantity or quality, with one or more of the following symptoms: difficulty initiating 
sleep, difficulty maintaining sleep, early-morning awakening

2. The sleep disturbance causes clinically significant distress or impairment in social, 
occupational, educational, academic, behavioural, or other important areas of functioning.
3. The sleep difficulty occurs at least 3 nights per week.
4. The sleep difficulty has been present for at least 3 months.
5. The sleep difficulty occurs despite adequate opportunity for sleep.
6. The insomnia is not better explained by, and does not occur exclusively during, another 
sleep-wake disorder (e.g., narcolepsy, breathing-related sleep disorder, circadian rhythm 
sleep-wake disorder, parasomnia).
7. The insomnia is not attributable to the physiological effects of a substance, such as a drug of 
abuse or medication.
8. Coexisting mental disorders and medical conditions do not adequately explain the 
predominant complaint of insomnia.



2| Current Systems | DSM-5 (APA, 2013)

• If comorbidity present but not sufficiently explain the insomnia 
It should be noted as Insomnia Disorder:
 -With other non-sleep disorder mental comorbidity
 -With other medical comorbidity
 -With other sleep disorder
• If all criteria met except the duration then is acute (short term insomnia) 

and should be categorised as “another specified insomnia disorder”
• Occurance criteria 

• Episodic episodes (1- and 3- month episodes)
• Persistent episodes (3 months or longer)
• Recurrent episodes (two or more episodes over 1 year) 



2| Current Systems | ICSD-3 (2014)

• Mirror of DSM-5 diagnosis of insomnia
• Principle complaint, daytime impairment, duration, frequency, 

occurrence despite opportunity to sleep and not better explained 
by other sleep disorder.

• In context of physical illness the clinician should attempt to 
determine how much explained by illness.

• Hypnotics should be removed to determine chronicity



2| Current Systems | ICD-10 (WHO,2010)

• Identified two types of insomnia:
1. “Organic disorders for initiating and maintaining sleep”-G470)

• Caused by another condition, thus management of that condition should 
resolve the insomnia

2. “Non-organic insomnia” – F51.0
• Broader , caveat that “insomnia dominates the clinical presentation”



2| Current Systems | ICD-11 (WHO,2022)

• Difficulty initiating or maintaining sleep and/or waking earlier than 
desired, occurring several times per week for ≥3 months despite 
adequate opportunity and circumstances for sleep, and 
associated with daytime symptoms or impairment.

• Short-Term Insomnia Disorder (7A01) for insomnia symptoms 
lasting less than 3 months.



3| Assessment tool 



4| Epidemiology

• The population prevalence of insomnia disorder is 10-12%, with older 
adult rates > 20%  

• More than one-fifth of patients seen in general practice clinics have 
insomnia 

• In the UK insomnia is the foremost of all mental health complaints 
• Not only is insomnia common, it is also a major risk factor for new-

onset and/or recurrent psychiatric illness, particularly Major 
Depression. 

• patients with chronic insomnia are 2 - 10 times more likely to develop 
new onset depression (first and/or recurrent episodes) than patients 
without insomnia  

• Some data suggests that patients with insomnia are also at greater risk 
for alcoholism and anxiety disorders
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5| Main Aetiological Models| 3 P-Model

http://www.scholarpedia.org/w/images/d/dc/3pmodel.jpg


•Predisposing factors: Some psychological or biological 

characteristics increase vulnerability, or predisposition, to sleep 

difficulties (e.g., female gender, anxiety, hyperarousal, genetics).  

Social factors (e.g., conflicting sleep schedule with partner, child 

rearing).

•Precipitating factors: These are the life events and the medical, 

environmental or psychological factors that “trigger” insomnia (e.g., 

divorce, death of a significant other, illness, medication, familial or 

occupational stress). 

•Perpetuating factors: These elements maintain or exacerbate 

sleep difficulties. They are typically behaviours (e.g., extending time 

spend in bed to try to sleep more, naps) and/or beliefs and thoughts 

(fear of sleeplessness, excessive worries about daytime 

consequences) that people adopt in order to cope with 

sleeplessness. 

5| Main Aetiological Models| 3 P-Model



•The majority of people with insomnia report

that they can’t get to sleep because of

mental events

•Arousal (cognitive) and sleep are mutually 

exclusive

e.g. uncontrollable worry,

intrusive thoughts, a mind

that won’t stop turning

things over

Harvey. Brit.J.Clin.Psychol. 2000;39:275-286

5| Main Aetiological Models| Cognitive Model



Stressful life event

Psychological & physiological correlates of 

stress

Inhibition of  sleep-related 

de-arousal 

INSOMNIA SYMPTOMS

Arousal perpetuates sleep 

disturbance

Selective attention toward 

stressors

Selective attention SHIFT

A1  -  implicit shift toward 

sleep cues

A2  -  explicit shift toward sleep 

cues

E  -  sleep effort

I  -  explicit intention

Recovery of 

normal sleep

Adjustment Insomnia

Psychophysiologic Insomnia

 

                                                                                                

Espie et al. The Attention-Intention-Effort pathway in 

Psychophysiological Insomnia

Sleep Medicine Reviews (2006) 

5| Main Aetiological Models| AEI or Psychophysiological Model of insomnia
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