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Assessment and Treatment for Insomnia

Intended Learning Outcomes
• Able to conduct a clinical interview of a patient with insomnia
• Able to select appropriate scales and conduct the diagnostic 

process for a patient with insomnia
• Understand the importance of clinical guidelines in insomnia 

treatment
• Cognitive behavioural therapy and other psychological treatment 

approaches



1| Daytime and Night-time symptoms 

• WASO, SOL,# of awakenings, early morning awakenings, SE, TST
• Questions should match these parameters 
• Judge overall sleep quality
• Include 2 weeks of Sleep Diaries (example in later slide)
• Symptoms of hyperactivity of autonomous system (heart rate, 

palpitations etc)- “Do they get up when unable to sleep?”
• Evaluate cognitive aspect- “What is in your mind when you are 

unable to sleep?” 
• Impaired cognitive functioning-tiredness, decrease attention etc



2| Clinical Evaluation

• Open interview to start and then semi-structured interview (sleep 
history, sleep experience over the past weeks etc)

• Include medical and psychiatric assessment *sleep history 
slides* (including blood tests for renal, hepatic and thyroid 
function)

• May include ECG, EEG or radiological methods (CT, MRI)
• Circadian factors, i.e. shift work, jet lag should be evaluated
• Intake prior or current over the counter, prescribed and/or illicit 

medications/ caffeine and alcohol



Measure Construct Items / timeframe Scoring Best suited to

Sleep Condition Indicator (SCI) Insomnia disorder symptoms aligned 
with DSM-5

8 items
Past month

0–32; lower = poorer sleep
≤16 suggests probable insomnia

Brief screening, population studies and 
repeated measurement

Insomnia Severity Index (ISI) Perceived insomnia severity, distress and 
impairment

7 items
Past 2 weeks

0–28; higher = greater severity
8–14 subthreshold; 15–21 moderate; 22–28 
severe

Clinical screening and treatment outcomes, 
especially CBT-I

Athens Insomnia Scale (AIS-8) Night-time symptoms and daytime 
impairment

8 items
Past month

0–24; higher = greater severity
≥6 commonly indicates probable insomnia

Brief screening based originally on ICD-10 
criteria

Pittsburgh Sleep Quality Index (PSQI) General subjective sleep quality across 
seven domains

19 self-rated items
Past month

0–21; higher = poorer sleep
>5 commonly indicates poor sleep quality

Broad assessment of sleep quality and sleep 
patterns

3| Questionnaires to asses insomnia



Daytime effects, mechanisms and daily sleep

Measure Construct Items / timeframe Scoring Best suited to

Epworth Sleepiness Scale (ESS) Propensity to fall asleep in everyday 
situations

8 items
Usual experience

0–24; higher = greater sleepiness
>10 generally warrants further assessment

Screening for excessive daytime sleepiness; not 
a measure of insomnia

DBAS-16 Dysfunctional beliefs, expectations and 
worries about sleep

16 items
Current beliefs

Items rated 0–10; usually averaged
Higher = more dysfunctional beliefs

Cognitive mechanisms and change during CBT-I

Glasgow Sleep Effort Scale (GSES) Effort, monitoring and attempts to 
control sleep

7 items
Past week

0–14; higher = greater sleep effort Insomnia maintenance mechanisms and CBT-I 
process outcomes

Sleep Hygiene Index (SHI) Behaviours and environmental practices 
that may disrupt sleep

13 items
Usual behaviour

0–52; higher = poorer sleep hygiene Potentially modifiable sleep behaviours; not 
insomnia severity

Consensus Sleep Diary (CSD) Nightly sleep timing, latency, 
awakenings, duration and efficiency

Daily diary
Usually 1–2 weeks

Derives SOL, WASO, TST, time in bed and 
sleep efficiency

Prospective monitoring in insomnia trials and 
longitudinal research



4| Sleep Diaries and Actigraphy

• Consensus Sleep Diary (Carney et al, 
2012)

• Sleep diary very helpful for clinicians and 
patients to learn about their own sleep 
wake patterns and sleep-related 
behaviours

• Actigraphy 
• Polysomnography



5| Current guidelines for treatment



5| Current guidelines for treatment





6|Cognitive behavioural therapy for insomnia



• Do:
• Regular rising time
• Exercise earlier in the day
• Light bedtime snack
• Comfortable sleep environment

• Don’t:
• Caffeine past noon
• Napping past 2 pm
• Nicotine near bedtime
• Heavy meals before bedtime
• Alcohol near bedtime
• Exercise near bedtime

6|Cognitive behavioural therapy for insomnia| Sleep Hygiene



• Techniques to induce physical and mental calm
• Progressive muscle relaxation
• Guided imagery
• Practice twice daily (during the day and at bedtime to combat 

arousal)

6|Cognitive behavioural therapy for insomnia| Relaxation



• Avoid no sleep behaviours in the bedroom
• Go to bed when ‘sleepy tired’
• Exit the bedroom if you are not asleep at 

15 min
• Guidance on practices that aid adherence 

(planning ahead)

6|Cognitive behavioural therapy for insomnia| Stimulus Control



• Insomnia shows low Sleep Efficiency (SE)
• SE= Total Sleep Time/ Time in Bed x 100
 e.g. 80%= 380 / 470 *100
• Sleep schedule is *fixed* within a bedtime and 

rising time (based on sleep diary and previous 
TST < 5 hours)

• Sleep boundaries are adjusted based on the SE 
(<85% and >90%)

• Promotes sleep continuity, reduces 
wakefulness in bed and increases sleep 
efficiency

6|Cognitive behavioural therapy for insomnia| Sleep Restriction



• Psycho-Education on the role of cognitions
• Identify possible maladaptive cognitions
• Challenge the authenticity of maladaptive cognitions
• Modify the cognitions

e.g. “I will never get to sleep”

• Correcting attentional bias & reducing safety behaviours 
(cancelling meeting friends)

6|Cognitive behavioural therapy for insomnia| Cognitive Therapy



➢Edinger et al (2007) Dose-response effects of cognitive-
behavioral insomnia therapy: a randomized clinical trial. 
SLEEP 30:203-212
➢Buysse et al (2011) Efficacy of brief behavioral treatment for 

chronic insomnia in older adults. Arch Int Med 171:887-895
➢Ellis et al, (2015) Treating Acute Insomnia: A Randomized 

Controlled Trial of a "Single-Shot" of Cognitive Behavioral 
Therapy for Insomnia. SLEEP 38(6):971-8.

6|Cognitive behavioural therapy for insomnia| Brief Therapy



Brief Behavioural Treatment for Insomnia 
after ABI

• 6 Participants (1 woman) 
• 41–70 age range (median 

51.5)
• TBI (3 participants)
• Stroke (1 participant)
• Tumour (1 participant)
• Anoxia (1 participant)

Gardani et al, 2024, Journal of Sleep Research
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