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  Introduction   

 There are at least four reasons why a sleep clinician should be familiar with 
rating scales that evaluate different facets of sleep. 

 Firstly, the use of scales facilitates a quick and accurate assessment of a 
complex clinical problem. In 3 or 4 minutes (the time to review ten standard 
scales), a clinician can come to a broad understanding of the patient in ques-
tion. For example, a selection of scales might indicate that an individual is 
sleepy but not fatigued; lacking alertness with no insomnia; presenting with 
no symptoms of narcolepsy or restless legs but showing clear features of 
apnea; exhibiting depression and a history of signifi cant alcohol problems. 
This information can be used to direct the consultation to those issues per-
ceived as most relevant, and can even provide a springboard for explaining 
the benefi ts of certain treatment approaches or the potential corollaries of 
allowing the status quo to continue. 

 Secondly, rating scales can provide a clinician with an enhanced vocabu-
lary or language, improving his or her understanding of each patient. For 
example, a medical student or resident in psychiatry may erroneously think 
that she has performed a comprehensive assessment of Obsessive Compulsive 
Disorder (OCD) by asking whether the patient repeatedly checks that the 
door is locked or the stove is switched off. By reading a scale on OCD, the 
student may develop a deeper appreciation of the condition and its sequelae 
in a way that is distinctly different – and perhaps more practical – than simply 
reading a chapter in a textbook. In the case of the sleep specialist, a scale can 
help him or her to    distinguish fatigue from sleepiness in a patient, or elucidate 
the differences between sleepiness and alertness (the latter is not merely the 
inverse of the  former). Sleep scales are developed by researchers and clini-
cians who have spent years in their fi eld, carefully honing their preferred 
methods for assessing certain brain states or characteristic features of a con-
dition. Thus, scales provide clinicians with a repertoire of questions, allowing 
them to draw upon the extensive experience of their colleagues when attempt-
ing to tease apart nuanced problems. 

 Thirdly, some scales are helpful for tracking a patient’s progress. A par-
ticular patient may not remember how alert he felt on a series of different 
stimulant medications. Scale assessments administered periodically over the 
course of treatment provide an objective record of the intervention, allowing 
the clinician to examine and possibly reassess her or his approach to the 
patient. Furthermore, evaluation with the same rating scale on a longitudinal 
basis may facilitate compliance with treatment, particularly if it provides 
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objective evidence that the treatment has made positive change in a patient’s 
problem or illness. For this reason, an assessment at the “baseline period” 
(prior to the fi rst contact with the sleep specialist) is highly desirable. 

 Finally, for individuals conducting a double-blind crossover trial scales 
are imperative. However even those doing a straightforward clinical practice 
audit, and who are interested in research will fi nd that their own clinics 
become a source of great discovery. Scales provide standardized measures 
that allow colleagues across cities and countries to coordinate their practices. 
They enable the replication of previous studies and facilitate the organization 
and dissemination of new research in a way that is accessible and rapid. As 
the emphasis placed on evidence-based care grows, a clinician’s ability to 
assess his or her own practice and its relation to the wider medical commu-
nity becomes invaluable. Scales make this kind of standardization possible, 
just as they enable the research efforts that help to formulate those 
standards. 

 Though the potential for these instruments is great, the key to unlocking 
that potential lies in the selection of the appropriate scales. A clinician will 
want to cover those issues that are most applicable to his or her practice, 
while also querying additional problems or symptoms that could be relevant 
to a patient’s care. For example, a sleep specialist is likely to focus her atten-
tion on scales designed to assess both specifi c sleep disorders and sleep prob-
lems in general. However, if a patient is well treated for sleep apnea but has 
many complaints about low energy and sleepiness, it may be very useful to 
know that the person scores 25 on the Center for Epidemiological Studies of 
Depression Scale (where a score of above 16 is suggestive of depression). 
Information garnered through objective questionnaires can help clinicians to 
recognize manifestations of problems and disorders that fall outside of their 
specifi c disciplines. In the case of the patient with apnea, the identifi cation 
and treatment of depression could mean the difference between CPAP non-
compliance and successful sleep therapy. 

 While the impulse may be to administer as many scales as possible in the 
hope that at least one will prove illuminating, the patient’s tolerance vis-a-vis 
lengthy questionnaires must also be considered. When selecting a group of 
scales for routine use, balance is necessary: the physician requires enough 
information to make the endeavor useful, but it is vital that he does not over-
load the patient with too much “homework.” In general, we have found that 
most patients appreciate being asked to complete scales. They view the pro-
cess as an indicator of the physician’s thoroughness (which it is), and are 
willing to endure more than most clinicians are likely to request. Our anec-
dotal observation is that only two groups of patients tend to have diffi culty 
with the task: those who are not fl uent in the language in which the question-
naires are written and medical professionals who tend to view themselves as 
exempt from the process. In general, however, it is not diffi cult to convince 
patients to participate in their care, and most will not refuse to complete a few 
well-chosen questionnaires. 

 Thus, all that remains is to choose the questionnaires that are most perti-
nent for your clinic or research project. With such a wide range of scales 
available, a clinician may fi nd the selection process daunting. What are the 
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most important issues to query? How many scales should be used? Ultimately, 
the clinician’s particular practice and focus will dictate the kind of measures 
that are needed. A researcher in the fi eld of insomnia, for example, will have 
different needs than a clinician interested in improving quality of life in 
patients with sleep apnea, and these two individuals will select scales accord-
ingly. At the end of this book we have included several scales along with a 
simple scoring guide to help those who are new to such instruments. These 
materials can be either distributed to patients in the form of a booklet or used 
to guide the assembly of a similar instrument tailored to one’s specifi c clini-
cal needs. Similarly, the scoring guide can be employed by medical students, 
residents, fellows, sleep technologists, or other members of the medical team, 
allowing physicians themselves to focus on the clinical interview. 

 Clinicians may fi nd the task of selecting questionnaires for use in pediatric 
populations particularly complex. These scales are often designed for very 
specifi c age ranges. While this ensures that appropriate issues and develop-
mental milestones are taken into account, it makes it more diffi cult to create 
a consolidated set of scales for routine use in pediatric clinics. Similarly, 
deciding who to solicit responses from when assessing children is important. 
For younger patients, questions are usually answered by a parent or guardian 
and they tend to refer to behaviors rather than emotional states. In the case of 
adolescent clients, the clinician may desire a response from both the patient 
and the guardian, requiring multiple separate measures. 

 For adults, a broad set of standard questionnaires may include the 
following:

   General  
  The Epworth Sleepiness Scale (ESS), a widely used measure of sleepiness
    The Fatigue Severity Scale (FSS), a widely used measure of fatigue  
  The Toronto Hospital Alertness scale (THAT), an easy-to-use measure of 
alertness  
  Owl Lark Self-Test, which helps assess body clock rhythm   

   Specifi c  
  Athens Insomnia Scale, to quickly assess features of insomnia   
 STOP Bang, easy-to-use inquiry regarding sleep apnea  
  The Restless legs questionnaire is for trying to detect Restless Legs syndrome 
and the PLMS   

   Related Subjects   
  CAGE, a quick screening measure for alcohol dependence    
CES-D, screen for mood-related problems which are common in patients 
with sleep disorders  
  Zung Anxiety scale  
  Illness intrusiveness scale    

 This set of 11 scales (see Appendix) is short, and would take someone 
with a little experience only three minutes to assess. While no substitute for a 
clinical interview, these scales provide a vast amount of information and take 
only a modest amount of time to complete and review. Provided that they 



x Introduction

have been scored, a physician familiar with these scales would require less 
than a minute to glean a reasonably comprehensive sketch of an individual 
patient. For convenience, the set could be mailed out and completed at home 
prior to a clinical appointment, or a patient could be asked to complete these 
scales while waiting in the doctor’s offi ce. 

 The large part of this book is devoted to briefl y discussing individual 
scales. When possible (for copyright reasons), an example of the scale is 
provided so that readers may gain a sense of the instrument’s content. The 
individual using the scales needs to ensure that they have appropriate copy-
right permission where necessary. 

 As we acquire new scales (and add omissions from the list we have created 
in this book and which should have been included), we will add information 
about these scales on a section of our website (www.sleepontario.com). We 
hope that these scales may appear in a future edition of the book. We will also 
endeavour to keep this as a repository of translations of scales and we would 
welcome submissions of translations and recommendations of scales to be 
added to suzanne.alves@uhn.ca. The scale STOP-Bang has eleven transla-
tions in this book (see Chap. 92).  



 Note on the Text  

 We would like to thank all the authors and publishers who allowed us to 
reprint their scales and questionnaires. We acknowledge that the copyrights 
belong to their respective owners and the scales are reprinted with their 
permission. 

 If a reader would like to obtain a copy of any of the scales, he or she must 
contact the copyright owner. Reproduction, duplication, or modifi cation of 
any of these scales is strictly prohibited without the copyright owner’s 
consent.  
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  Purpose   A structured survey featuring both 
open-ended and multiple-choice questions. 
Intended as a clinical tool, the instrument 
allows for the collection of demographic 
details, familial and medical histories, and 
information regarding sleep habits, schedules, 
and behaviors  [  1  ] . Three versions of the survey 
have been created: two designed for self-report 
(differing only in their mention of either male- 
or female-related developmental milestones), 
and one for the adolescent’s parent or guardian 
to complete.  

  Population for Testing   Age range is less of an 
issue for this survey since it is not intended to be 
a standardized measure – any youth considered 
an “adolescent” may be surveyed, though the 
questionnaire itself specifi cally refers to grades 4 
through 12.  

  Administration   All three versions are pencil-and-
paper instruments, consisting of between 61 and 65 
questions – each version should require between 20 
and 30 min for completion. When choosing whether 
to administer the self-report or parent version, con-
sider the different foci of the two tests: Parents/
guardians may be able to provide more detailed 
developmental histories and important third-party 
observations of behaviors (e.g., snoring), while 

self-reports allow the patients themselves to clarify 
personal sleep preferences and habits.  

  Reliability and Validity   Designed simply as a 
tool for collecting qualitative information, the 
psychometric properties of the scale have not 
been analyzed.  

  Obtaining a Copy   All three versions can be 
found at   http://www.kidzzzsleep.org     

 Reprint requests should be directed to: 
 Dr. Judith Owens 
 Rhode Island Hospital, Division of Pediatric 
Ambulatory Medicine 
 593 Eddy Street, Potter Building, Suite 200 
 Providence, RI 02903, USA 
 Telephone: (401) 444-8280 
 Email: owensleep@aol.com  

  Scoring   The survey was developed predomi-
nantly as an instrument for screening, and is not 
often used in research as its open-ended format 
precludes attempts at standardization. Since 
interpretation of the survey’s answers requires at 
least some training in sleep medicine, the ques-
tionnaire is largely used by sleep specialists to 
gain an overall understanding of the familial, 
medical, and behavioral history of patients pre-
senting at specialized clinics   .                                 
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   Reference 

   1.       KIDZZZSLEEP Pediatric Sleep Disorders Program. 
(April 3, 2009).  Clinical tools . Retrieved June 17, 
2009, from   http://www.kidzzzsleep.org/clinicaltools.
htm.      

   Representative Studies Using Scale 

   None.       



45A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Sleep Scales, 
DOI 10.1007/978-1-4419-9893-4_2, © Springer Science+Business Media, LLC 2012

 2

  Purpose   A modifi ed version of the Children’s 
Sleep-Wake Scale, this questionnaire was devel-
oped by LeBourgeois and colleagues  [  1  ]  in order 
to address the unique needs of an older testing 
population. The instrument is designed to assess 
overall sleep quality by measuring the adolescent’s 
responses along fi ve behavioral dimensions: going 
to bed, falling asleep, maintaining sleep, reinitiat-
ing sleep, and returning to wakefulness. A six-
point, Likert-type scale asks respondents to 
indicate how often they have exhibited certain 
sleep behaviors during the last month (with 1 
meaning “always,” and 6 meaning “never”).  

  Population for Testing   Adolescents between 12 
and 18 years of age.  

  Administration   All 28 items are self-reported 
using a pencil-and-paper instrument. Requires 
10–15 min for testing.  

  Reliability and Validity   LeBourgeois et al.  [  1  ]  
found good internal consistency across its sam-
ples (Cronbach’s  a  for the instrument’s subscales 
ranged from .60 to .81), while the full scale pos-
sessed a reliability of  a  = .80.  

  Obtaining a Copy   A published copy can be found 
in a study by LeBourgeois and colleagues  [  1  ] . 

 Direct correspondence to: 
 Dr. M. LeBourgeois 
 Sleep and Chronobiology Research Laboratory 
 E.P. Bradley Hospital/Brown Medical School 

 1011 Veterans Memorial Pkwy, East Providence, 
RI 02915, USA 
 Email: monique_lebourgeois@brown.edu  

  Scoring   Calculating mean scores for each 
subscale allows for individual assessment of 
the fi ve sleep-behavior domains examined by 
the questionnaire, while an overall sleep-quality 
score (the mean of the fi ve subscales) can also 
be obtained. LeBourgeois and colleagues  [  1  ]  
offer few guidelines for interpreting question-
naire results, and suggest only that higher 
scores are indicative of better sleep quality. 
Thus, the instrument may be more valuable 
when scores can be compared across research 
participants or over the course of multiple clin-
ical visits.      

   Reference 

   1.      LeBourgeois, M. K., Giannotti, F., Cortesi, F., 
Wolfson, A. R., & Harsh, J. (2005). The relationship 
between reported sleep quality and sleep hygiene in 
Italian and American adolescents.  Pediatrics, 115 (1), 
257–259.  

   Representative Studies Using Scale 

    Palermo, T., Toliver-Sokol, M., Fonareva, I., & Koh, J. 
(2007). Objective and subjective assessment of sleep 
in adolescents with chronic pain compared to healthy 
adolescents.  Clinical Journal of Pain, 23 (9), 
812–820.       

      Adolescent Sleep-Wake Scale            





47A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Sleep Scales, 
DOI 10.1007/978-1-4419-9893-4_3, © Springer Science+Business Media, LLC 2012

 3

  Purpose   Consisting of 24 statements regarding 
obstructive sleep apnea (OSA), the instrument tar-
gets nine different dimensions of belief about 
the disorder, including: perceived impact of OSA, 
 outcome expectations, continuous positive airway 
pressure (CPAP) acceptance, and willingness to 
ask for help. Smith and colleagues  [  1  ]  designed the 
questionnaire as a tool for investigating treatment 
compliance in apneic individuals. As some have 
postulated that more positive beliefs and attitudes 
about OSA treatment are associated with improved 
compliance, higher scores on the test may be linked 
to a greater commitment to the treatment process. 
Further research will hopefully illuminate this 
potential relationship more clearly. For a similar 
tool, see the Apnea Knowledge Test (Chap.   4    ).  

  Population for Testing   The test’s developers 
did not specify an age range for administration. 
However, in a study evaluating the tool’s psycho-
metric properties, most participants were middle 
aged (mean age, 52.6 ± 12.6 SD). A reading  ability 
at approximately the sixth grade level is required 
for comprehension.  

  Administration   The pencil-and-paper scale 
requires approximately 5–10 min for completion 
by patient respondents.  

  Reliability and Validity   Smith et al.  [  1  ]  con-
ducted an initial evaluation of the test’s psycho-
metric properties and found it had modest internal 
reliability (Cronbach’s  a  = .75).  

  Obtaining a Copy   A published copy can be 
found in the original study conducted by Smith 
and colleagues  [  1  ] . 

 Direct correspondence to: 
 S. Smith 
 Telephone: +617-3365-6408 
 Fax: +6173365-4466 
 Email: s.smith@psy.uq.edu.au  

  Scoring   On a Likert-type scale, respondents 
are asked to indicate the extent to which they 
agree with certain statements. The scale ranges 
from 1 (“strongly agree”) to 5 (“strongly dis-
agree”), with half of the items worded nega-
tively in order to prevent a response bias. To 
evaluate results, negative items are reversed 
and a total score is calculatead. Higher totals 
indicate more positive treatment beliefs and 
attitudes, which may be a marker of improved 
compliance.  

      Apnea Beliefs Scale              
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             Reprinted from Smith et al.  [  1  ] , Copyright © 2004, with permission from Elsevier      

   Reference 

   1.     Smith, S. S., Lang, C. P., Sullivan, K. A., & Warren, J. 
(2004). Two new tools for assessing obstructive sleep 
apnea and continuous positive airway pressure therapy. 
 Sleep Medicine, 5 , 359–367.  

   Representative Studies Using Scale 

    Smith, S. S., Lang, C. P., Sullivan, K. A., & Warren, J. 
(2004). A preliminary investigation of the effective-
ness of a sleep apnea education program.  Journal of 
Psychosomatic Research, 56 (2), 245–249.       
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  Purpose   A multiple-choice questionnaire desig-
ned to assess the respondent’s knowledge of 
obstructive sleep apnea and Continuous Positive 
Airway Pressure (CPAP). Developed by Smith 
and colleagues  [  1  ] , the questionnaire was initially 
intended to be administered before and after 
patient education programs. A signifi cant differ-
ence between the knowledge scores achieved 
pre- and post-program would indicate an effec-
tive intervention. Though fi ndings thus far have 
been inconclusive, the questionnaire’s developers 
suggest that CPAP compliance may be related to 
patient knowledge and beliefs – a standardized 
tool for measuring education level will allow 
future studies to investigate this claim. For a sim-
ilar tool, see the Apnea Beliefs Scale (Chap.   3    ).  

  Population for Testing   No age range was speci-
fi ed by developers, but their study investigating 
the tool’s psychometric properties used a sam-
ple of predominantly middle-aged (mean age, 
52.6 ± 12.6 SD) obstructive sleep apnea patients. 
The test was found to be comprehensible at about 
a fourth grade reading level.  

  Administration   Self-report, pencil-and-paper test. 
Requires 5–10 min for testing.  

  Reliability and Validity   In an initial study eval-
uating the tool’s psychometric properties, Smith 

et al.  [  1  ]  found a low-to-modest internal consis-
tency (Cronbach’s  a  = .60).  

  Obtaining a Copy   A published copy can be 
found in the original study conducted by Smith 
and colleagues  [  1  ] . 

 Direct correspondence to: 
 S. Smith 
 Telephone: +617-3365-6408 
 Fax: +617-3365-4466 
 Email: s.smith@psy.uq.edu.au  

  Scoring   Correct responses on multiple-choice 
questions are given one point. For the two open-
ended questions at the close of the test, respon-
dents are awarded one point per correct element, 
allowing for a maximum of four points for ques-
tion 16 and three points for question 17. Higher 
scores indicate a greater knowledge of obstruc-
tive sleep apnea and CPAP titration, while lower 
scores may suggest the need for educational 
intervention, particularly if later fi ndings indi-
cate a relationship between apnea-related 
knowledge and treatment outcomes. Until con-
clusive evidence has been found linking CPAP 
compliance to patient education, this tool is bet-
ter suited to research purposes rather than clini-
cal use.  

      Apnea Knowledge Test            
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             Reprinted from Smith et al.  [  1  ] , Copyright © 2004, with permission from Elsevier.      

   Reference 

   1.    Smith, S. S., Lang, C. P., Sullivan, K. A., & Warren, J. 
(2004). Two new tools for assessing obstructive sleep 
apnea and continuous positive airway pressure therapy. 
 Sleep Medicine, 5 , 359–367.  

   Representative Studies Using Scale 

    Smith, S. S., Lang, C. P., Sullivan, K. A., & Warren, J. 
(2004). A preliminary investigation of the effective-
ness of a sleep apnea education program.  Journal of 
Psychosomatic Research, 56 (2), 245–249.       

Note: There are no items ‘14’ and ‘15’ in the original publication.
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  Purpose   The scale assesses the severity of insom-
nia using diagnostic criteria set forth by the 
International Classifi cation of Diseases (ICD-10). 
The eight-item questionnaire evaluates sleep onset, 
night and early-morning waking, sleep time, sleep 
quality, frequency and duration of complaints, dis-
tress caused by the experience of insomnia, and 
interference with daily functioning. A shorter ver-
sion of the questionnaire, consisting of the fi rst 
fi ve items alone, may also be used.  

  Population for Testing   The instrument has been 
validated in patients with insomnia and with con-
trol participants aged 18–79 years.  

  Administration   Requiring between 3 and 5 min 
for administration, the scale is a self-report, pen-
cil-and-paper measure.  

  Reliability and Validity   An initial study evalu-
ating the psychometric properties of both the 
long and shorter versions of the scale  [  1  ]  found 
an internal consistency ranging from .87 to .89 
and a test-retest reliability of .88 – .89. In terms 

of the instrument’s validity, results on the AIS 
correlated highly with scores obtained on the 
Sleep Problems Scale (.85–.90).  

  Obtaining a Copy   A copy can be found in the 
developers’ original article  [  1  ] . 

 Direct correspondence to: 
 C.R. Soldatos 
 Eginition Hospital 
 72-74 Vas. Sophias Ave. 
 11528 Athens, Greece 
 Telephone: +30-301-7289324 
 Email: egslelabath@hol.gr  

  Scoring   Respondents use Likert-type scales to 
show how severely certain sleep diffi culties have 
affected them during the past month. Scores 
range from 0 (meaning that the item in question 
has not been a problem) to 3 (indicating more 
acute sleep diffi culties). Developers Soldatos 
and colleagues  [  2  ]  suggest a cutoff score of 6, 
which correctly distinguished between insom-
nia patients and controls in 90% of cases.           

      Athens Insomnia Scale (AIS)            
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  References 

   1.     Soldatos, C. R., Dikeos, D.G., & Paparrigopoulos, T.J. 
(2000). Athens insomnia scale: validation of an instru-
ment based on ICD-10 criteria.  Journal of Psychosomatic 
Research, 48 (6), 555–560.  

   2.     Soldatos, C. R., Dimitris, G. D., & Paparrigopoulos, T.J. 
(2003). The diagnostic validity of the Athens insomnia 
scale.  Journal of Psychosomatic Research, 55 , 
263–267.  

   Representative Studies Using Scale 

    Szelenberger, W., & Niemcewicz, S. (2000). Severity of 
insomnia correlates with cognitive impairment.  Acta 
Neurobiologiae Experimentalis, 60 (3), 373.  

    Novak, M., Molnar, M., Ambrus, C., Kovacs, A., Koczy, A., 
Remport, A., Szeifert, L., Szentkiralyi, A., Shapiro, 
C. M., Kopp, M. S., & Mucsi, I. (2006). Chronic 
insomnia in transplant recipients.  American Journal 
of Kidney Diseases, 47 (4), 655–665.   

Reprinted from Soldatos et al.  [  1  ] , Copyright © 2000, with permission from Elsevier.
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  Purpose   A standardized questionnaire to assess 
a variety of sleep complaints, the BNSQ consists 
of 27 items in 21 different questions and queries 
a wide range of sleep complaints, including dif-
fi culties initiating and maintaining sleep, subjec-
tive sleep quality, the use of medication to induce 
sleep, excessive daytime sleepiness, napping, 
snoring, and general sleep habits  [  1  ] .  

  Population for Testing   The scale was designed 
for use with adults and has been applied to a vari-
ety of patient populations, ranging from young 
adults with asthma  [  2  ]  to women undergoing 
menopause  [  3  ] .  

  Administration   The BNSQ is a self-report, 
measure requiring between 5 and 10 min for 
administration. The scale can be administered 
either by interview or using paper and pencil.  

  Reliability and Validity   No reliability or valid-
ity data has been made available.  

  Obtaining a Copy   A copy can be found in the 
original article published by Partinen and 
Gislason  [  1  ] . 

Direct correspondence to: 
 Markku Partinen 
 Department of Neurology, University of Helsinki  
 FIN00-290 Helsinki, Finland  

  Scoring   The BNSQ incorporates a number of 
different question types, with most items scored 
on a scale ranging from 1 (indicating that the 
complaint is mild or infrequently present) to 5 
(denoting a problem that occurs very frequently 
or severely). Other questions ask for specifi c 
durations or times, and these items should be 
interpreted differently depending on the research-
er’s purposes. As the scale’s psychometric prop-
erties have not been evaluated, standard cutoff 
scores are not available and individual research-
ers and clinicians will need to decide how to 
apply results as they are obtained.  

      Basic Nordic Sleep Questionnaire 
(BNSQ)            
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      References 

   1.     Partinen, M., & Gislason, T. (1995). Basic Nordic 
sleep questionnaire (BNSQ): a quantitated measure of 
subjective sleep complaints.  Journal of Sleep Research, 
4 (S1), 150–155.  

   2.     Janson, C., De Backer, W., Gislason, T., Plaschke, P., 
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Hormone therapy and sleep quality in women around 
menopause.  Menopause, 12 (5), 545–551.  
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             Reprinted from Partinen and Gislason  [  1  ] , Copyright © 1995, with kind permission from John Wiley and Sons.   
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  Purpose   The BEARS is a quick 5-item screening 
tool to be used with children in a primary care set-
ting. In order to make the instrument “user-friendly” 
for families and easy to remember for clinicians, 
each letter of the test’s acronym represents one of 
the fi ve items for query: Bedtime issues, Excessive 
daytime sleepiness, night Awakenings, Regularity 
and duration of sleep, and Snoring. Parents are 
asked about possible problems in each domain: a 
“yes” response prompts physicians to solicit fur-
ther information (e.g., frequency and nature of 
problem). Though the tool is not likely to improve 
a clinician’s ability to diagnose sleep diffi culties in 
children, it has been shown to increase the amount 
of sleep information that physicians request from 
patients and families, improving the likelihood that 
disordered sleep will receive attention and treat-
ment in a general care setting.  

  Population for Testing   The survey is designed for 
use with children between the ages of 2 and 12.  

  Administration   Delivered in a clinical interview 
format by a primary care physician, the test is not 

particularly structured and administration times 
will vary depending on specifi c patient needs.  

  Reliability and Validity   Though not yet evalu-
ated for its psychometric properties, the instru-
ment has been shown to increase the amount of 
sleep information collected by physicians by a 
twofold to tenfold difference (Owens and 
Dalzell 2005   ).  

  Obtaining a Copy   A published copy can be 
obtained in the original study conducted by 
Owens and Dalzell  [  1  ] . 

 Direct correspondence to: 
 J.A. Owens 
 Telephone: 401 444-8280 
 Fax: 401 444-6218 
 Email: owensleep@aol.com  

  Scoring   Results depend on the interpretation of 
trained clinicians – identifi ed problems should be 
addressed with recommendations or referrals 
where appropriate.  

      BEARS Sleep Screening Tool          
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             Reprinted from Owens and Dalzell  [  1  ] . Copyright © 2005, with permission from Elsevier.      
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sleep screening tool in a pediatric residents’ commu-
nity clinic: a pilot study.  Sleep Medicine, 6 (1), 63–69.  

   Representative Studies Using Scale 

    Beebe, D. W. (2006). Neural and neurobehavioral dys-
function in children with obstructive sleep apnea. 
 PLoS Medicine, 3 (8), e323.  

    Valrie, C. R., Gil, K. M., Redding-Lallinger, R., & 
Daeschner, C. (2007). The infl uence of pain and stress 
on sleep in children with sickle cell disease.  Children’s 
Health Care, 36 (4), 335–353.       
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  Purpose   All three versions of the Beck 
Depression Inventory (BDI-I, BDI-IA, and 
BDI-II) are designed to rate the severity of 
respondents’ depression in the weeks preceding 
questionnaire completion. Suited to both clini-
cal and research populations, the 21-item instru-
ment evaluates a variety of cognitive and 
physical symptoms of depression. One question 
in each version relates directly to sleep con-
cerns: Question 16 asks respondents to indicate 
if they have experienced a recent disturbance 
in their sleeping habits. However, depression 
appears to be especially prevalent among patients 
diagnosed with sleep disorders; thus, some 
researchers have suggested that administration 
of a depression scale like the BDI should be a 
routine step in the diagnosis and treatment of 
sleep disorders  [  1  ] . The 28 items of the scale are 
drawn from the 111 items shown on the follow-
ing pages.  

  Population for Testing   Patients between 13 and 
80 years of age.  

  Administration   A self-report, paper-and-pencil 
format; the questionnaire can be completed by 

respondents unaided, or can be administered by 
interview. Requires 5–10 min for testing. The 
most recent version, the BDI-II, is particularly 
recommended for use with patients who may 
have sleeping diffi culties, as it has been updated 
to refl ect the fact that sleep can both increase and 
decrease as a result of depression.  

  Reliability and Validity   On revising the original 
BDI, Beck and colleagues  [  2  ]  performed a study 
analyzing the psychometric properties of the BDI-II 
and found an internal consistency of  a  = .91.  

  Obtaining a Copy   Published by Pearson 
 Authors: Aaron T. Beck, Robert A. Steer, & 
Gregory K. Brown 
 Visit the publisher’s Web site at:   http://pearson-
assess.com/HAIWEB/Cultures/en-us/default      

  Scoring   Each of the 21 questions presents four 
different statements and asks respondents to 
select the option that best represents them. 
Statements refer to depressive states in varying 
degrees of severity (from “I do not feel sad” to “I 
am so sad or unhappy that I can’t stand it”), and 
this is refl ected in the scoring process which 

      Beck Depression Inventory          



64 8 Beck Depression Inventory

assigns higher values to responses indicating 
more acute symptoms of depression.       

   References 

    1.      Vandeputte, M., & de Weerd, A. (2003). Sleep disor-
ders and depressive feelings: a global survey with the 
Beck depression scale.  Sleep Medicine, 4 (4), 343–345.  

    2.      Beck, A. T., Steer, R. A., Ball, R., & Ranieri, W. F. 
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Personality Assessment, 67 (3), 588–597.  
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    Beck, A. T., Brown, G., Berchick, R. J., Stewart, B. L., & 
Steer, R. A. (1990). Relationship between hopeless-
ness and ultimate suicide: a replication with psychiat-
ric outpatients.  American Journal of Psychiatry, 
147 (2), 190–195.  

    Perlis, M. L., Giles, D. E., Buysse, D. J., Tu, X., & Kupfer, 
D. J. (1997). Self-reported sleep disturbance as a pro-
dromal symptom in recurrent depression.  Journal of 
Affective Disorders, 42 (2–3), 209–212.      

       Simulated Items similar to those in the Beck 
Depression Inventory−II . Copyright © 1996 by 
Aaron T. Beck. Reproduced with permission of 
the publisher NCS Pearson, Inc. All rights 
reserved. 
  “Beck Depression Inventory”  and “ BDI”  are 
trademarks, in the US and/or other countries, of 
Pearson Education, Inc. 
 Information concerning the  BDI®-II  is available 
from: 
 NCS Pearson, Inc.   Attn: Customer Service 
 19500 Bulverde Road   San Antonio, TX 78259 
 Phone: (800) 627.7271   Fax: (800) 232-1223 
 Web site: www.psychcorp.com 
 Email: clinicalcustomersupport@pearson.com 
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  Purpose   Developed as a 28-item question-
naire, the BEDS scale evaluates the presence 
of four different types of sleep problems in 
 elementary-school-aged children: expressive 
sleep disturbances (e.g., screaming, sleep-walk-
ing), sensi tivity to the environment, disoriented 
awakening, and apnea/bruxism. As these fac-
tors do not necessarily relate to specifi c sleep 
disorder diagnoses, the tool is recommended by 
its developers for research purposes and not as 
“an instrument to replace a qualifi ed clinical 
diagnosis”  [  1  ] .  

  Population for Testing   The scale has been vali-
dated for children between the ages of 5 and 
12 years.  

  Administration   A paper-and-pencil format, 
parents respond to a collection of descriptive 
statements based on their child’s sleep behavior 

within the past 6 months. Requires between 5 and 
10 min for administration.  

  Reliability and Validity   Initial analyses con-
ducted by Schreck and colleagues  [  1  ]  demon-
strated an internal consistency of  a  = .82.  

  Obtaining a Copy   A published copy can be 
found by contacting the authors. 

 Direct correspondence to: 
 Kimberly A. Schreck, Penn State University 
 777 W Harrisburg Pike 
 Middletown, PA 17057, USA 
 Email: kas24@psu.edu  

  Scoring   Parents are asked to use a fi ve-point 
scale to rate the frequency of certain sleep behav-
iors exhibited by their child (0 is “never,” while 5 
is “always”). Higher scores indicate more severe 
sleep issues.       

      Behavioral Evaluation of Disorders 
of Sleep (BEDS)          
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   Representative Studies Using Scale 
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  Purpose   Designed to identify individuals at high 
risk for sleep apnea, the short survey (11 ques-
tions) focuses on three categories of apnea signs 
and symptoms: snoring, daytime sleepiness, and 
obesity/high blood pressure. The instrument may 
be indicated for use in both research, and as a 
screening tool for clinicians hoping to quickly 
establish apnea risk factors in their patients.  

  Population for Testing   Validated in patients 
18 years old and over.  

  Administration   Questions are self-reported in a 
paper-and-pencil format: Administration should 
require about 5–10 min, though possibly longer 
as blood pressure may need to be taken and recent 
weight and height measurements are necessary 
for the calculation of body mass index. For a sim-
ilar measure, see the STOP-Bang (Chap.   91    ).  

  Reliability and Validity   A number of studies 
have examined the psychometric properties of the 
instrument, and fi ndings suggest that the kind of 
patient population being examined has some bear-
ing on the sensitivity and effi cacy of the measure. 
Though Chung and colleagues  [  1  ]  found the tool 
to be moderately sensitive in a surgical patient 
population, a second study examining patients at 
a sleep clinic  [  2  ]  discovered a sensitivity of only 

62%, making it unlikely to benefi t clinicians dur-
ing diagnosis. In almost all of the literature, the 
tool appears to be more valuable when apnea is 
moderate or severe.  

  Obtaining a Copy   A number of adapted ver-
sions are available without copyright. See the 
original article  [  3  ]  and that published by Chung 
and colleagues  [  1  ] .  

  Scoring   As the scoring process tends to be rather 
complex in comparison to other apnea scales, the 
instrument is often recommended for use by sleep 
specialists or individuals with similarly relevant 
training. The survey evaluates “yes or no” responses 
and multiple-choice selections, and includes space 
for calculating Body Mass Index (BMI) based on 
respondent measurements. Points are given to 
responses that indicate more acute symptoms. 
For “yes or no” questions, one point is given to an 
answer of “yes.” In the case of multiple-choice 
questions, the two answers that correspond with 
the highest severity of apnea both receive one 
point. Categories one and two are considered 
high risk if the individual receives two or more 
points. Category three questions (obesity and 
blood pressure). The respondent is considered 
high risk when blood pressure is found to be high 
or when BMI is greater than 30 kg/m 2 .            

      Berlin Questionnaire        
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  Purpose   The instrument is used to quickly 
assess the severity of fatigue experienced by can-
cer patients, as well as its impact on their ability 
to function over the previous 24 h. It can be 
administered in a clinical setting as part of patient 
screening processes, and may also be useful for 
clinical trials. As a short scale that can be rapidly 
administered and easily understood, the BFI is 
designed to be well tolerated by patients suffer-
ing even the most severe degrees of fatigue.  

  Population for Testing   Patients experiencing 
fatigue as a result of cancer and cancer treatment.  

  Administration   A pencil-and-paper scale, 
patients provide self-report ratings either orally 
through an interview, or in written form. With 
only nine items, the instrument was designed to 
be completed rapidly and relatively painlessly. 
Approximately 2–3 min should be suffi cient for 
administration.  

  Reliability and Validity   Following instrument 
development, Mendoza and colleagues  [  1  ]  
 conducted a study to evaluate the scale’s 

psychometric properties. To fi nd concurrent 
validity, they compared BFI to two previously 
validated fatigue scales: the Fatigue Assessment 
of Cancer Therapy ( r  = 0.88,  p  < .001) and 
the Profi le of Mood States ( r  = 0.84,  p  < .001). 
Internal consistency was measured as Cronbach’s 
 a  = .96.  

  Obtaining a Copy   A published copy can 
be found in an article by Mendoza and col-
leagues  [  1  ] . 

 Direct correspondence to: 
 Charles S. Cleeland, Ph.D. 
 Pain Research Group 
 Box 221, 1100 Holcombe Blvd. 
 Houston, TX 77030, USA  

  Scoring   Respondents rate each item on a 0–10 
numeric scale, with 0 meaning “no fatigue” and 
10 meaning “fatigue as bad as you can imagine.” 
Scores are categorized as Mild (1–3), Moderate 
(4–6), and Severe (7–10). Finally, a global 
fatigue score can be found by averaging the 
score obtained on each test item.        

      Brief Fatigue Inventory        
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 Reprinted from Mendoza et al.  [  1  ] . Copyright © 1999, with permission from John Wiley and Sons.     
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  Purpose   The instrument is intended to serve as 
a screening tool in a variety of pediatric settings. 
Consisting of only a few items, the survey asks 
parents about their child’s sleeping location, 
position, and schedule during the past week. The 
tool can be used for both clinical and research 
purposes.  

  Population for Testing   The test is designed for 
infants between 0 and 3 years of age.  

  Administration   Completion of the pencil-
and-paper form should require about 5–10 min, 
and is performed by the child’s parent or 
guardian.  

  Reliability and Validity   Sadeh  [  1  ]  conducted a 
study in which high test-retest correlations were 
found ( r  > .82). Additionally, items asking about 
number of night-wakings and nocturnal sleep 
duration both appear to be especially relevant to 
assessing differences between clinical and con-
trol groups: Based on these measures, partici-
pants were assigned to the correct group at a rate 
of 85%.  

  Obtaining a Copy   A published copy can be 
found in an article by Sadeh  [  1  ] . 

 Direct correspondence to: 
 Avi Sadeh, Department of Psychology – 
Tel Aviv University   Ramat Aviv, 
Tel Aviv 69978, 
 Israel 
 Email: sadeh@post.tau.ac.il  

  Scoring   Based on comparative analyses per-
formed between the BISQ and other infant sleep 
measures, developer Sadeh  [  1  ]  suggests several 
clinical cutoffs: If the child wakes more than 
three times a night, spends more than 1 h in wake-
fulness each night, or receives less than 9 h of 
sleep during each 24-h period, a further clinical 
referral should be considered.      

   Reference 

   1.     Sadeh, A. (2004). A brief screening questionnaire for 
infant sleep problems: validation and fi ndings for an 
internet sample.  Pediatrics, 113 (6), e570–e577.  

   Representative Studies Using Scale 

       Mindell, J. A., Telofski, L. S., Wiegand, B., & Kurtz, E. S. 
(2009). A nightly bedtime routine: impact on sleep in 
young children and maternal mood.  Sleep, 32 (5), 
599–606.       

      Brief Infant Sleep Questionnaire 
(BISQ)        
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  Purpose   Given the bidirectional link between 
sleep and pain, we have included this instrument. 
Both long and short versions of the BPI have 
been developed, with the long version including 
additional descriptive items that may help with 
assessment. The shorter version consists of 12 
items that assess two factors: the severity of pain 
and its impact on daily life. The severity factor 
queries current symptoms, symptoms on average, 
and the range of pain intensity that they experi-
ence. The impact factor asks respondents how 
pain interferes with their general activity, mood, 
mobility, work, relationships, sleep, and enjoy-
ment of life.  

  Population for Testing   The BPI has been 
designed for use with adults, and has been vali-
dated for the assessment of pain in a variety of 
patient populations including those with cancer 
 [  1  ]  and individuals with arthritis and lower back 
pain  [  2  ] .  

  Administration   The scale is a self-report mea-
sure that can be administered by interview or by 
paper and pencil. It requires approximately 5 min 
for completion.  

  Reliability and Validity   Several studies have 
been conducted to evaluate the psychometric 
properties of the BPI. In a study of surgical cancer 

patients, Tittle and colleagues  [  1  ]  found an internal 
reliability ranging from .95 to .97. Similarly, Keller 
and colleagues  [  2  ]  have demonstrated that the 
scale possesses an internal reliability ranging from 
.82 to .95 in patients with lower back pain and 
arthritis. Additionally, researchers found that 
scores on the BPI were highly correlated with 
scores on other condition-specifi c scales and were 
sensitive to changes in health  [  3  ] .  

  Obtaining a Copy   The scale is under copyright 
and can be obtained through The University of 
Texas MD Anderson Cancer Center. 
 Web site:   http://www mdanderson.org/education-
and-research/departments-programs-and-labs/
departments-and-divisions/symptom-research/
symptom-assessment-tools/brief-pain-inventory.
html      

  Scoring   Patients are asked to rate their current 
symptoms, their average experiences of pain, and 
the minimum and maximum intensities of their 
symptoms on scales that range from 0 to 10. A 
total pain severity score can be found by averag-
ing these items or a single item can be treated as 
the primary outcome measure. A score relating to 
impact on daily life can be calculated by averag-
ing scores on each of the seven items, which also 
use scales from 0 to 10. Higher scores indicate 
greater severity and more interference.            

      Brief Pain Inventory (BPI)          
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  Purpose   A 35-item, interview-administered scale, 
the SAQLI evaluates four domains of quality of 
life associated with sleep apnea: daily function-
ing, social interactions, emotional functioning, 
and symptoms. A fi fth domain – treatment-related 
symptoms – was developed for use with individu-
als currently undergoing therapeutic intervention. 
With its excellent responsiveness to change, the 
scale is ideal for monitoring the effectiveness of 
different apnea treatments.  

  Population for Testing   In a validation study con-
ducted by developers Flemons and Reimer  [  1  ] , 
participants had a mean age of 52.1 years ± 10.4.  

  Administration   The scale is a self-report mea-
sure intended for administration by a trained 
interviewer. Time requirements for the SAQLI 
fall between 10 and 15 min.  

  Reliability and Validity   The scale has been 
subjected to a number of psychometric evalua-
tions, indicating good reliability and validity. At 
its inception, the scale was tested by developers 
Flemons and Reimer  [  2  ]  and was found to have 
an internal consistency ranging from .88 to .92. 
The scale was responsive to mean change scores 
of 1.0 in patients undergoing treatment for apnea. 
Finally, changes in quality of life scores as mea-
sured by the SAQLI were correlated with scores 
obtained on most domains of a similar measure, 
the SF-36 (Chap.   76    ).  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  2  ] . 

 Direct correspondence: 
 W. Ward Flemons 
 Alberta Lung Association Sleep Disorders Centre, 
Foothills Hospital 
 1403 29th Street N. W., Calgary, AB, Canada 
 T2N 2T9  

  Scoring   The processes involved in both scoring 
and administering the scale are relatively complex, 
limiting its use to those who have been specifi cally 
trained. For the fi rst three domains (daily function-
ing, social interactions, and emotional function-
ing), respondents are queried about the frequency 
and severity of certain quality-of-life-related 
issues, and the degree to which they have been 
concerned about these issues. Individuals respond 
to these items using seven-point, Likert-type scales 
that range from 1 to 7, with higher scores indicat-
ing a decreased quality of life. The fourth and fi fth 
domains offer respondents lists of symptoms (both 
treatment-related and not) and ask whether or not 
they have experienced those symptoms. Following 
this, individuals are required to select the fi ve most 
important symptoms and to rate how much of a 
problem they have been on a scale from 1 to 7. 
A fi nal visual analogue rating scale is offered, 
which respondents use to rate the changes treat-
ment has made in their lives (both in improved 
quality of life and in treatment-related symptoms). 

      Calgary Sleep Apnea Quality 
of Life Index (SAQLI)        
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If domain fi ve has not been endorsed, scoring is 
performed by fi nding the mean scores for each of 
the fi rst four domains, summing them, and divid-
ing by four to obtain an overall mean score. 
However, if treatment is underway and the fi fth 
domain has been used, symptom scores are 
reversed, summed, and a mean score is found by 
dividing by fi ve. This value is then weighted and 
applied to the overall score in order to obtain an 
accurate measure of both the benefi ts and costs of 
treatment.      
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  Purpose   The CETQ was designed by Moore and 
colleagues  [  1  ]  to be a very brief measure of cata-
plexy. The 55-item scale was inspired by the 
observation that self-reported muscle weakness 
during laughter, anger, and joking is the best 
method for identifying individuals with cataplexy 
 [  2  ] . Respondents are asked a single screening 
question regarding muscle weakness during 
laughter. If such a symptom is present, several 
follow-up questions are posed regarding physical 
symptoms (slurring of speech, trouble hearing, 
and location of symptoms).  

  Population for Testing   The scale has been vali-
dated among patients with narcolepsy aged 
20–84 years.  

  Administration   The CETQ is a self-report mea-
sure that can be administered through interview 
or with paper and pencil. It requires approxi-
mately 2 min for completion.  

  Reliability and Validity   The CETQ is based on a 
larger 51-item scale. During validation of this ini-
tial cataplexy questionnaire, researchers found that 
as few as 3 of those 51 items were generally suffi -
cient to distinguish cataplexy from other forms of 
muscle weakness  [  2  ] . The CETQ represents a less 
cumbersome version of the original scale,  reducing 

the number of items to a mere fi ve. In a study 
 validating the CETQ, Moore and colleagues  [  1  ]  
found that the fi rst item of the scale possessed a 
sensitivity of .94 and a specifi city of .99, while the 
second item had a sensitivity of .90 and a specifi c-
ity of .99. As question 1 was found to carry almost 
no risk of false positive, the scale’s additional four 
items do not improve its sensitivity, specifi city, or 
predictive value. However, they may help to con-
fi rm fi ndings and provide valuable information for 
the purposes of diagnosis.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by 
developers  [  1  ] . 

 Direct correspondence to: 
 Wendy Moore 
 Mayo Sleep Disorders Center, Eisenberg 8 G 
 200 1st Street SW 
 Rochester, MN 55905, USA 
 Email: moore.wendy@mayo.edu  

  Scoring   Consisting of only a single screening 
question, scoring is simple: Symptoms of cataplexy 
are either present or absent. Thus, follow-up screen-
ing is either indicated or ruled out based on the 
results of the fi rst question. Questions 2 through 5 
are included only to aid in confi rmation.        

      Cataplexy Emotional Trigger 
Questionnaire (CETQ)        



92 15 Cataplexy Emotional Trigger Questionnaire (CETQ)

 Reprinted from Moore et al.  [  1  ] . Copyright © 2007 with permission from the American Academy of Sleep Medicine. 
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  Purpose   Consisting of 20 items, the scale is a 
modifi ed version of the Center for Epidemiological 
Studies Depression Scale and was developed to 
screen for depression in children. Youth respon-
dents are asked to indicate how strongly they 
have felt a certain way during the past week using 
a Likert-type scale that ranges from “not at all” to 
“a lot.” Only two items on the questionnaire relate 
specifi cally to sleep or fatigue: item 7, “I was too 
tired to do things;” and item 11, “I didn’t sleep as 
well as I usually sleep.” However, research sug-
gests there may be a biological link between sleep 
and depression in children  [  1  ] , and clinicians may 
fi nd that screening for both issues allows for more 
effective diagnosis and treatment.  

  Population for Testing   The scale has been vali-
dated with youth aged 6–23 years old.  

  Administration   This self-report, pencil-and-paper 
test requires approximately 5 min for completion. 
Younger children may require help.  

  Reliability and Validity   In a study conducted 
by Fendrich and colleagues  [  2  ] , internal consis-
tency was  a  = .89, effect size was estimated at .72, 
and sensitivity was 80%.  

  Obtaining a Copy   Copies are available free at: 
  www.brightfutures.org/mentalhealth/.      

  Scoring   For the majority of questions, an answer 
of “not at all” receives a score of 0, “a little” 
receives 1, “some” receives 2, and “a lot” receives 
3. However, items 4, 8, 12, and 16 are worded 
positively and scores are reversed, ensuring that 
respondents attend to questions and answer hon-
estly. Higher scores represent greater depressive 
symptoms, and developers recommend a score of 
15 as a cutoff for screening.        

      Center for Epidemiological Studies 
Depression Scale for Children 
(CES-DC)        
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 Note: For sleep researches dealing with depres-
sion in children and adolescents, we have put a 
booklet we developed for parents, teaches, medi-
cal, paramedical professionals and psychologists 
on our website. This book entitled “Detecting 
Depression in Children and Adolescents” is 

(we believe) helpful in general and specifi cally 
for dealing with children and parents referred to 
a sleep clinic and who are then “confronted” with 
a diagnosis of depression. The website is www.
sleepontario.com     
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  Purpose   Designed to measure the severity of 
fatigue in adults, the 14-item instrument is indi-
cated for use in both clinical and research 
 settings. Symptoms examined by the scale can 
be divided into two categories: physical and 
mental.  

  Population for Testing   The scale was validated 
using a sample of participants aged 18–45.  

  Administration   The instrument is a self-report 
measure that can be administered both by inter-
view and through the use of a pencil-and-paper 
test. Requires 3–5 min for completion.  

  Reliability and Validity   Chalder and colleagues 
 [  1  ]  analyzed the scale for its psychometric prop-
erties, demonstrating an internal consistency 
ranging from .88 to .90 and a validity of .85.  

  Obtaining a Copy   A copy can be found in the 
developers’ original published article  [  1  ] . 

 Direct correspondence to: 
 Trudie Chalder 
 Academic Department of Psychological 
Medicine 
 King’s College Hospital, Denmark Hill 
 Camberwell, London SE5 9RS, U.K.  

  Scoring   Respondents are asked to answer ques-
tions pertaining to fatigue with one of four response 
choices: “better than usual,” “no more than usual,” 
“worse than usual,” or “much worse than usual.” 
In terms of scoring, the scale can accommodate 
two different methods. The fi rst weights the indi-
vidual’s responses as Likert-type items and uses 
those scores to interpret results. The second ignores 
the severity of responses and uses a bimodal sys-
tem to categorize each answer as either problem-
atic or not. Thus, responses of “worse than usual” 
and “much worse than usual” become equivalent. 
The benefi t of such an approach is that it elimi-
nates error caused by individuals who are inclined 
to select the most or least extreme options.  

      Chalder Fatigue Scale        
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          Reprinted from Chalder et al.  [  1  ] . Copyright © 1993 with permission from Elsevier.      



99A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Sleep Scales,
DOI 10.1007/978-1-4419-9893-4_18, © Springer Science+Business Media, LLC 2012

  18

  Purpose   Completed from the perspective of the 
child’s parent or guardian, the questionnaire eval-
uates a variety of behavioral problems and com-
petencies in young children. Parents respond to 
99 Likert-type items by selecting the option that 
best represents their child’s behavior over the 
past 6 months (0 = “Not true (as far as you know),” 
1 = “Somewhat or sometimes true,” and 2 = “Very 
true or often true”). The questionnaire classifi es 
individuals across a range of syndromes and 
DSM-oriented diagnoses, including emotionally 
reactive, somatic complaints, aggressive behav-
ior, pervasive developmental problems, and atten-
tion defi cit/hyperactivity problems. Though the 
scale is designed to measure overall behavioral 
competence, several items relate directly to sleep 
issues and combine to create a separate syndrome 
category for sleep problems:

   22. Doesn’t want to sleep alone  
  38. Has trouble getting to sleep  
  48. Nightmares  
  64. Resists going to bed at night  
   74. Sleeps less than most kids during the day 

and/or night  
  84. Talks or cries out in sleep  
  94. Wakes up often at night    
 The scale is by no means a diagnostic measure 

of sleep disorders in children. Questions that 
might specifi cally screen for a well-recognized 
disorder such as sleep apnea, for example, are 
conspicuously absent. However, the question-
naire allows clinicians and researchers to obtain a 
general overview of sleep behaviors – one that 

could potentially lead to further screening where 
relevant. The scale also collects information on a 
variety of other measures that may also be rele-
vant to sleep, including inattention and hyperac-
tivity  [  1  ] .  

  Population for Testing   Designed for children 
1½–5, a version for older youth between the ages 
of 6 and 18 has also been created.  

  Administration   Responses are solicited from a 
parent or guardian, and the scale can be adminis-
tered in the form of a clinical interview or as a 
pencil-and-paper questionnaire. Administration 
time ranges from 15 to 20 min. In order to pur-
chase the scale, clinicians and researchers must 
complete a “Test User Qualifi cation Form” to be 
reviewed by the distributor. While those adminis-
tering the questionnaire do not need to possess any 
particular qualifi cations, those supervising the 
testing and interpreting results must have com-
pleted at least two courses in tests and measure-
ments at a university level. Exceptions are dealt 
with on a case-by-case basis, but generally, one 
must have achieved a relevant background in test-
ing through other means. For this age range, devel-
opers also offer a Caregiver-Teacher Report Form 
(C-TRF), which may be useful in understanding 
the child’s behavior in a different context.  

  Reliability and Validity   Studies assessing the 
psychometric properties of the CBCL have been 
numerous and include evaluations of its effi cacy 

      Child Behavior Checklist 
(CBCL), 1½–5        
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in different cultural settings and its potential uses 
in discriminating a variety of patient populations. 
According to research conducted by the develop-
ers  [  2  ] , the scale has an average test-retest reli-
ability of .85, and an average cross-informant 
correlation of .61.  

  Obtaining a Copy   The scale was developed and 
refi ned by Thomas Achenbach and colleagues for 
the Achenbach System of Empirically Based 
Assessment (ASEBA). To fi nd a distributor in 
your area, visit the publisher’s Web site:   http://
www.aseba.org/index.html      

  Scoring   Though the test can be scored by hand, 
the ASEBA also sells a computer scoring 

 program called the Assessment Data Manager. 
 T -scores and percentiles of the normative sam-
ple are found by plotting raw scores for each of 
the test’s eight syndrome constructs on a scale. 
Each  T- score falls into one of three ranges: nor-
mal (below 67), borderline (between 67 and 
70), and clinical (above 70). Children also 
receive Internalizing, Externalizing, and Total 
Problem scores. While the CBCL is often 
treated as the gold standard in research and 
clinical questionnaires, it is important to 
remember that it is not a substitute for a full 
clinical evaluation. Some have criticized the 
test for its lack of subtlety in detecting certain 
problems and others have suggested that its 
length may be unnecessary  [  3  ] .            
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  Purpose   The questionnaire examines a wide range 
of childhood behaviors detailed from the perspective 
of the parent or guardian. In the test’s fi rst section, 
parents are asked to report briefl y on several aspects 
of their child’s day-to-day functioning, including 
involvement with groups and activities, relationships 
with peers, and performance in school. The second 
section consists of 118 Likert-type items which 
require parents to indicate how well the statement 
represents their child’s behaviors during the past 
6 months (0 = “Not true (as far as you know),” 
1 = “Somewhat or sometimes true,” and 2 = “Very 
true or often true”). Children receive scores across a 
variety of syndromes and DSM-oriented scales, 
including aggressive behavior, attention problems, 
somatic complaints, anxiety problems, attention 
defi cit/hyperactivity problems, and conduct prob-
lems. As the questionnaire is intended to measure 
overall behavioral competence, only a few items 
relate directly to sleep issues:
    47. Nightmares  
   54. Overtired without good reason  
   76. Sleeps less than most kids  
   77.  Sleeps more than most kids during day 

and/or night (describe)  
   92. Talks or walks in sleep (describe)  
  100. Trouble sleeping (describe)  
  108. Wets the bed    

 However, some research suggests that sleep 
issues are frequently comorbid with mental 
disorders  [  1  ] . Thus, while clinicians interested 
in sleep may choose to focus primarily on 
these seven items of the CBCL, a more general 

measure of behavioral issues could also be 
considered valuable, particularly when plot-
ting a course for treatment.  

  Population for Testing   The questionnaire is 
designed for youth aged 6–18. A second version 
has also been developed for children aged 1½–5.  

  Administration   Parents provide responses either 
through interview with an administrator or by 
completing the pencil-and-paper form themselves. 
The test requires between 15 and 20 min for com-
pletion. Though administrators do not need to pos-
sess any specifi c qualifi cations, distributors ask 
individuals attempting to purchase test products to 
complete a “Test User Qualifi cation Form.” In 
order to be considered qualifi ed to interpret results 
or supervise use of the test, an individual must 
have completed at least two university-level 
courses in tests and measurements (exceptions 
may be made for those who can demonstrate suf-
fi cient background in psychometric measures). 
Along with this parental response questionnaire, 
developers have designed a Teacher Report Form 
(6–18) and a Youth Self-Report form (11–18). 
These additional measures may be used when a 
researcher or clinician wishes to understand a 
child’s behavior in a variety of contexts and from 
several perspectives.  

  Reliability and Validity   Studies assessing the 
psychometric properties of the CBCL have been 
numerous and include evaluations of its effi cacy 

      Child Behavior Checklist 
(CBCL), 6–18        
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in different cultural settings and its potential uses 
in discriminating a variety of patient populations. 
According to research performed by the develop-
ers  [  2  ] , the test has an inter-rater reliability ranging 
from .93 to .96, a test-retest reliability of .95–1.00, 
and an internal consistency of .72 – .97 – all quite 
high.  

  Obtaining a Copy   The scale was developed and 
refi ned by Thomas Achenbach and colleagues for 
the Achenbach System of Empirically Based 
Assessment (ASEBA). To fi nd a distributor in 
your area, visit the publisher’s Web site:   http://
www.aseba.org/index.html.      

  Scoring   Test scoring can be performed by hand 
or can be conducted through the use of computer 

software sold by the publisher. In either case, raw 
scores for each of the test’s eight syndrome con-
structs are tallied and plotted on a scale that con-
verts them to  T -scores and to percentiles of the 
normative sample. Each  T- score falls into one of 
three ranges: normal (below 67), borderline 
(between 67 and 70), and clinical (above 70). 
Children are also given Internalizing, External-
izing, and total problem scores for which border-
line and clinical ranges are slightly lower. While 
the CBCL is often treated as the gold standard 
in research and clinical questionnaires, it is 
important to remember that it is no substitute for 
a full clinical evaluation. Some have criticized 
the test for its lack of subtlety in detecting certain 
problems and others have suggested that its length 
may be unnecessary  [  3  ] .      
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  Purpose   Recognizing that circadian rhythm 
shifts often occur during the transition between 
childhood and adolescence, the questionnaire 
developers designed an instrument to evaluate 
Morningness/Eveningness (M/E) preferences in 
these populations. Consisting of ten multiple-
choice items, the survey examines sleep-schedule 
inclinations and subjective experiences of fatigue 
and alertness.  

  Population for Testing   The scale was initially 
validated with populations of fourth, fi fth, and sixth 
grade students, and most recently with a sample of 
Spanish adolescents aged 12–16 years  [  2  ] .  

  Administration   Requiring between 3 and 5 min 
for completion, the scale is a self-report, pencil-
and-paper measure.  

  Reliability and Validity   Developers’ initial psy-
chometric evaluation  [  1  ]  found a signifi cant cor-
relation between M/E scale results and actual 
sleep and rise schedules. Similarly, Diaz-Morales 

and colleagues  [  2  ]  found an internal consistency 
of  a  = .82.  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  1  ] . 

 Direct correspondence to: 
 Mary A. Carskadon 
 Phone: +1 401 421 9440 
 Email: mary_carskadon@brown.edu  

  Scoring   Responses are scored using a Likert-
type scale ranging from 1 to 5. For most items, a 
response of “a” receives a score of 1, and “e” 
receives 5. However, items marked with an aster-
isk are reversed in order to ensure that respondents 
attend carefully to questions. Higher scores indi-
cate greater preferences toward morningness. 
Diaz-Morales and colleagues  [  2  ]  suggest cutoffs 
at the 20th and 80th percentiles: Thus, scores of 
10–20 would indicate eveningness, scores between 
28 and 42 indicate morningness, and scores rang-
ing from 21 to 27 are categorized as neither.  

      Children’s Morningness-Eveningness 
Scale        



116 20 Children’s Morningness-Eveningness Scale



117Representative Studies Using Scale

                  References 

   1.     Carskadon, M. A., Viera, C., & Acebo, C. (1993). 
Association between puberty and delayed phase pref-
erence.  Sleep, 16 (3), 258–262.  

   2.     Diaz-Morales, J. F., de León, M. C., & Sorroche, M. G. 
(2007). Validity of the morningness-eveningness scale 
for children among Spanish adolescents.  Chronobiology 
International, 24 (3), 435–447.  

   Representative Studies Using Scale 

    Goldstein, D., Hahn, C. S., Hasher, L., Wiprzycka, U. J., 
& Zelazo, P. D. (2007). Time of day, intellectual per-
formance, and behavioral problems in morning versus 
evening type adolescents: is there a synchrony effect? 
 Personality and Individual Differences, 42 (3), 
431–440.     

Reprinted from Carskadon et al.  [  1  ] . Copyright © 1993, with permission from American Academy of Sleep Medicine.





119A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Sleep Scales,
DOI 10.1007/978-1-4419-9893-4_21, © Springer Science+Business Media, LLC 2012

  21

  Purpose   A tool designed to screen for the most 
common sleep problems in children, the CSHQ 
consists of 33 items for scoring and several extra 
items intended to provide administrators with 
other potentially useful information about 
re  spondents. The instrument evaluates the child’s 
sleep based on behavior within eight different 
subscales: bedtime resistance, sleep-onset delay, 
sleep duration, sleep anxiety, night wakings, para-
somnias, sleep-disordered breathing, and daytime 
sleepiness.  

  Population for Testing   The CSHQ has been 
validated with children aged 4–12.  

  Administration   Parents should be able to com-
plete the pencil-and-paper form within 10–15 min. 
A self-report version for children aged 7 and up is 
also available upon request from the developer’s 
Web site:   www kidzzzsleep.org/      

  Reliability and Validity   Developers evaluated 
several psychometric properties of the question-
naire  [  1  ] : Internal consistency ranged from .68 
to .78, test-retest reliability fell between .62 and 
.79, sensitivity was .80, and specifi city was .72.  

  Obtaining a Copy   Questionnaires are available 
free from:   www kidzzzsleep.org/     

 Direct all correspondence to: 
 Judith Owens 
 Email: owensleep@aol.com  

  Scoring   Parents are asked to indicate the fre-
quency with which their child has engaged in 
certain sleep-related behaviors over the last typi-
cal week. A response of “Usually” indicates that 
the behavior has occurred from fi ve to seven 
times; “Sometimes” means it has happened two 
to four times in the last week; and “Rarely” 
 indicates that the behavior was observed once 
at the most. Scoring involves assigning values 
from 1 to 3 to responses. In most cases, “Usually” 
obtains a score of 3; however, some items are 
reversed in order to ensure that respondents are 
reading questions carefully and that responses 
are truthful. Though developers have not estab-
lished norms for the scale, they determined that 
a total score of 41 points makes an effective cut-
off for screening purposes as it correctly identi-
fi ed 80% of the clinical sample in their initial 
psychometric study.  

      Children’s Sleep Habits 
Questionnaire (CSHQ)        
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 Reproduced with permission from Dr. Judith Owens © 2009. 
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  Purpose   The CTI was initially developed to 
identify individuals capable of adapting to shift 
work. Thus, the scale assesses two factors that 
infl uence a person’s ability to alter his or her 
sleeping rhythms: rigidity/fl exibility of sleeping 
habits and ability/inability of overcome drowsi-
ness  [  1  ] . Since its creation, the scale has under-
gone a number of revisions to improve its 
psychometric properties. An 18-item version was 
used as part of the larger Standard Shiftwork 
Index (SSI) in a study conducted by Barton and 
colleagues  [  2  ] . This shorter scale was then 
reduced and altered to make an 11 item scale by 
De Milia    et al.  [  3  ].   

  Population for Testing   The scale was initially 
validated with a population of 48 nightshift work-
ers; it has since been analyzed in larger sample 
sizes using control participants as well.  

  Administration   The CTI is a self-report, paper-
and-pencil measure requiring between 5 and 
10 min for completion.  

  Reliability and Validity   The psychometric 
properties of the original 30-item CTI have been 
validated only minimally. A study by Smith and 
colleagues  [  4  ]  found the scale to be satisfactory: 
Its two factors explained 27% of the variance in a 
population of students and its internal  consistency 

was moderate, ranging from .58 to .74. The 
18-item scale developed by Barton and 
colleagues  [  2  ]  performed similarly, explaining 
26% of the variance in the sample and demon-
strating an internal reliability ranging from .73 
to .79. The most recent 11-item version of the 
scale has proven to be the most psychometrically 
sound: The two factors of the scale explained 
50% of the sample variance and the internal con-
sistency ranged from .72 to .79  [  5  ] .  

  Obtaining a Copy   An example of the scale can 
be found in the original article published by 
developers  [  1  ] . 

 Direct correspondence to: 
 Simon Folkard 
 MRC Perceptual and Cognitive Unit, 
Laboratory of Experimental Psychology 
 University of Sussex 
 Brighton, BN1 9QG, UK  

  Scoring   Respondents use a 5-item, Likert-type 
scale to answer questions regarding their sleep 
habits and preferences. Scales range from 1 mean-
ing “almost never,” to 5 meaning “almost always.” 
Higher scores on the rigidity subscale indicate a 
greater fl exibility in circadian rhythm, while lower 
scores on the overcoming-drowsiness subscale 
indicate a greater ability to manage on less sleep.              

      Circadian Type Inventory (CTI)        
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    Toward a predictive test of adjustment to shift work. Folkard and Monk  [  1  ] , reprinted by permission of the publisher 
(Taylor & Francis Group).      
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  Purpose   A 16-item, self-report questionnaire, 
the CASQ was designed to evaluate adolescent 
experiences of sleepiness and alertness in a 
variety of situations, including: in school, at 
home during the evening, and while in transit. 
Though similar scales have been developed in 
the past, the CASQ’s creators suggest that 
these measures often contain items that are not 
applicable to children throughout the tested 
age range and that may not be particularly 
clear.  

  Population for Testing   The scale has been vali-
dated with youth 11–17 years old.  

  Administration   Requiring between 5 and 10 min, 
the scale is a self-report, pencil-and-paper measure.  

  Reliability and Validity   In a psychometric anal-
ysis conducted by Spilsbury and colleagues  [  1  ] , 
researchers demonstrated an internal consistency 
of .89. Total scores on the CASQ were negatively 

correlated with objective measures of sleep 
 duration, while scores for youth in the obstructive 
sleep apnea group were signifi cantly higher than 
those obtained by controls.  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  1  ] . 

 Direct correspondence to: 
 James C. Spilsbury 
 Division of Clinical Epidemiology and 
Biostatistics 
 11400 Euclid Avenue 
 Cleveland, OH 44106-6083, USA 
 Email: jcs5@case.edu  

  Scoring   Respondents use a 5-point, Likert-type 
scale to answer questions regarding their sleepi-
ness in a variety of situations. Options range from 
“never,” which receives a score of 1, to “almost 
always,” which receives 5. Higher scores denote 
greater sleepiness.  

      Cleveland Adolescent Sleepiness 
Questionnaire (CASQ)        
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       Reprinted from Spilsbury et al.  [  1  ] . Copyright © 2007, with permission from American Academy of Sleep Medicine.     
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  Purpose   The C-SSRS was designed to provide a 
prospective, standardized measure of suicidality. 
The scale allows clinicians and researchers alike 
to assess the severity and lethality of suicidal 
behaviors and ideations, and can be used to moni-
tor treatment outcomes and establish suicide risk 
in a variety of research and clinical settings.  

  Population for Testing   The scale has been used 
in a number of different populations, both adult 
and pediatric.  

  Administration   Requiring approximately 5 min 
for completion, the C-SSRS is administered in 
the form of a clinical interview (though a self-
report version is also available). Interviewers are 
not required to possess mental health training, 
allowing the scale to be used in any number of 
health care settings  [  1  ] .  

  Reliability and Validity   Though the scale itself 
has not been validated, it was created to be the 
prospective counterpart to the classifi cation 
 system called the Columbia Classifi cation 
Algorithm for Suicide Assessment (C-CASA; 
 [  2  ] ). The C-CASA was developed as a retrospec-
tive method for evaluating adverse events in 

 clinical trials and was found to possess an overall 
reliability of .89.  

  Obtaining a Copy   The scale is free for use in 
clinical settings. To obtain a copy, contact: 
 Kelly Posner 
 Center for Suicide Risk Assessment 
 Columbia University Department of Psychiatry 
 1051 Riverside Drive, Unit 74, New York, NY 
10032, USA 
 Email: posnerk@childpsych.columbia.edu  

  Scoring   In terms of suicidal behaviors, the scale 
is divided into several categories  [  3  ] : actual 
attempts, interrupted attempts, aborted attempts, 
and preparatory acts or behaviors. Interviewers 
esta blish the presence or absence of these 
 behaviors and, where applicable, the number of 
attempts, both over the course of a lifetime and in 
the period of interest (the last week or month). 
Similarly, fi ve aspects of suicidal ideation are 
queried: the wish to be dead, nonspecifi c active 
suicidal thoughts, active ideation without intent 
to act, active ideation with some intent to act, and 
active ideation with specifi c plan or intent. The 
presence and frequency of these different thoughts 
are evaluated.            

      Columbia-Suicide Severity Rating 
Scale (C-SSRS)          
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  Purpose   Finding the psychometric properties 
of alternative morningness questionnaires to be 
 inadequate, developers culled items from two of 
these scales–the Horne Östberg Morningness-
Eveningness Questionnaire  [  3  ]  (Chap.   54    ) *  and 
a diurnal type scale by Torsvall and Akerstedt  [  1  ]  – 
to create the Composite Morningness Questionnaire. 
Through factor analysis, 13 items were selected 
from the two original questionnaires. Among these 
items, three factors were identifi ed: morning activi-
ties, morning affect, and eveningness.  

  Population for Testing   The scale has been vali-
dated in population of more than 500 undergrad-
uate students.  

  Administration   The scale is a self-report, 
 paper-and-pencil measure requiring between 3 and 
5 min for completion.  

  Reliability and Validity   When developing the 
scale, Smith and colleagues  [  2  ]  combined the two 
original questionnaires, analyzed out the three 
most reliable factors, and selected the items that 

best represented those factors. The resulting scale 
was found to have an internal consistency of .87.  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  2  ] . 

 Direct correspondence to: 
 Carlla S. Smith, Department of Psychology 
 Bowling Green State University 
 Bowling Green, Ohio 43403, USA  

  Scoring   For questions regarding preferred sleep-
ing and waking times, respondents select the 
most suitable option from a list of time incre-
ments. Issues like ease of waking, alertness 
throughout the day, and exercise are also queried. 
Potential scores for the scale’s items range from 
1 to 4 or 5, with higher scores indicating a greater 
degree of morningness. Cutoffs for the scale were 
chosen using the upper and lower percentiles of 
the scale: A score of 22 or below indicates an 
evening type, a score above 44 indicates a morn-
ing type, and scores in between receive a classifi -
cation of intermediate.  

      Composite Morningness 
Questionnaire        

   *   Not included in this edition. Will be cited in the next ver-
sion. In the interim, this and new emerging scales are 

listed and analysed in a similar way on our website   www.
sleepontario.com     under “Scales”.  
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    Copyright © 1989 by the American Psychological Association. Reproduced with permission. The offi cial citation that 
should be used in referencing this material is Smith et al.  [  2  ] . No further reproduction or distribution is permitted with-
out written permission from the American Psychological Association.      
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  Purpose   The questionnaire consists of nine items 
designed to assess “cues to action” – signals from 
a variety of sources that can affect patients’ per-
ceptions of CPAP and can act as triggers for health-
related behavior (e.g., compliance with CPAP 
therapy)  [  1  ] . The scale evaluates three separate 
factors: health cues (including concern about tired-
ness and potential health consequences), partner 
cues (those such as encouragement from the part-
ner, and the partner’s diffi culty in sleeping due to 
snoring), and health professional cues (messages 
from a physician about the need for CPAP). Future 
studies using this scale are likely to focus on its 
utility in predicting CPAP compliance.  

  Population for Testing   The scale was validated 
in a population of 63 patients diagnosed with 
obstructive sleep apnea following the fi rst month 
of CPAP prescription  [  1  ] .  

  Administration   The questionnaire is a self-report, 
paper-and-pencil measure requiring between 2 and 
5 min for completion.  

  Reliability and Validity   In an initial evaluation, 
the scale was found to have an internal consistency 

of .63. Due to the novelty of such a scale, con-
struct validity could not be fully assessed. Instead, 
scores on the three factor subscales were vari-
ables like relationship status (for the “partner 
cues” factor) and the Epworth Sleepiness Scale 
(for the “health cues” factor).  

  Obtaining a Copy   A copy of the original scale 
can be found in the original article by the devel-
opers Olsen et al.  [  1  ] . The American Academy of 
Sleep Medicine must be contacted in order to 
reproduce or duplicate the scale. 

 Corresponding author: 
 Sara Olsen 
 University of Queensland, School of Psychology 
 St. Lucia, 4072, Queensland, Australia 
 Email: s.olsen2@uq.edu.au  

  Scoring   Patients are asked to rate the impor-
tance of each cue on a 4-point Likert scale 
ranging from 0 (“not at all”) to 3 (“extremely 
important”). Total scores are calculated by sum-
ming each item. A higher total score indicates 
greater overall importance attributed cues to start 
CPAP therapy. 

      CPAP Use Questionnaire        
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 Reprinted from Olsen et al.  [  1  ] . Copyright © 2010, with permission from American Academy of Sleep Medicine.  
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   1.    Olsen, S., Smith, S., Oei, T., & Douglas, J. (2010). 
Cues to starting CPAP in obstructive sleep apnea: 
deve lopment and validation of the cues to CPAP use 
 questionnaire.  Journal of Clinical Sleep Medicine, 
6 (3), 229–237.  
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  Purpose   The scale was developed as a simultane-
ous measure of depression and somatic symptoms – 
two issues that frequently co-occur  [  1  ] . Though 
many preexisting questionnaires for depression 
contain items relating to somatic complaints, the 
DSSS is specifi cally concerned with the relation-
ship between the two. Consisting of 22 items, the 
DSSS includes 12 depression-related items and 
10 somatic items – 5 of which query pain symp-
toms, forming a pain subscale. Two items of the 
depression subscale relate particularly to sleep, 
examining symptoms of insomnia and fatigue.  

  Population for Testing   The scale was initially 
evaluated in a population of patients experienc-
ing a major depressive episode (MDE) and in a 
group of non-MDE controls. Participants were 
aged 18–65 years.  

  Administration   The scale is a self-report, pencil-
and-paper measure requiring between 5 and 
10 min for completion.  

  Reliability and Validity   The scale’s psychomet-
ric properties were fi rst evaluated by  developers 
Hung and colleagues  [  2  ] . They found an internal 

consistency ranging from .73 to .94 and a test-
retest reliability of .88–.92. Additionally, scores 
on the DSSS were signifi cantly correlated with 
those obtained on the Hamilton Rating Scale 
for Depression (Chap.   42    ), and results for both 
decreased signifi cantly following treatment.  

  Obtaining a Copy   A copy of the scale can be 
found in an article published by developers  [  2  ] . 

 Direct correspondence to: 
 Chia-Yih Liu, 
Department of Psychiatry 
 Chang Gung Memorial Hospital 
 5 Fu-Shing St, Kweishan 
 Taoyuan 333, Taiwan 
 Email: liucy752@cgmh.org.tw  

  Scoring   Respondents are asked to indicate the 
degree to which they have experienced each 
symptom over the course of the previous week. 
The rating scale ranges from “absent” (0 points) 
to “severe” (3 points), and a total score is found 
by adding the results for all 22 items. Higher 
scores indicate more severe depressive and 
somatic issues.      

      Depression and Somatic Symptoms 
Scale (DSSS)        
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  Purpose   Consisting of 28 items, the scale evalu-
ates sleep-related beliefs, querying respondents’ 
expectations and attitudes regarding the causes, 
consequences, and potential treatments of sleep 
issues. The scale may be particularly valuable in 
the formation of cognitive approaches to treat-
ment. Identifying and targeting disordered cogni-
tions about sleep may help to improve intervention 
outcomes.  

  Population for Testing   The scale has been vali-
dated in an older population aged 55–88 years 
 [  1  ] , as well as a younger patient population with 
a mean age of 49.8 years  [  2  ] .  

  Administration   The scale is a self-report, paper-
and-pencil measure and it requires between 10 
and 15 min for completion.  

  Reliability and Validity   In an initial psycho-
metric evaluation conducted by developers  [  1  ] , 
the scale was shown to have an internal consis-
tency ranging from .80 to .81. However, in a 
follow-up study by Espie and colleagues  [  2  ] , only 
two of the scale’s fi ve domains were found to 
possess satisfactory internal consistencies, lead-
ing to the development of the DBAS-10 – a 
shorter, 10-item version of the original.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by devel-
opers  [  1  ] . 

 Direct correspondence to: 
 Charles M. Morin 
 Virginia Commonwealth University 
 Medical College of Virginia, Department of 
Psychiatry 
 Box 268, Richmond, Virginia 23298-0268, USA  

  Scoring   Each question consists of a 100-mm 
visual analogue scale which respondents use to 
indicate the degree to which they agree with 
statements related to sleep (with 0 indicating 
“strongly disagree” and 100 denoting “strongly 
agree”). Scores are calculated by measuring the 
distance, in millimeters, from the start of the 
line to the respondent’s mark. A global score is 
found by averaging scores on all items, with 
higher scores indicating more dysfunctional 
beliefs and attitudes (item 23 is reverse-scored).
While some researchers argue in favor of visual 
analogue scales and their sensitivity to subtle 
differences, others have found that certain items 
of the DBAS exhibit low mean and variance – 
evidence of a low sensitivity to individual dif-
ferences  [  3  ] .               

      Dysfunctional Beliefs and Attitudes 
About Sleep Scale (DBAS)        
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  Purpose   Designed to evaluate overall daytime 
sleepiness, the questionnaire asks respondents to 
rate how likely they are to fall asleep in eight dif-
ferent situations. Each circumstance represents a 
moment of relative inactivity, from lying down 
for a nap in the afternoon to sitting in a car 
stopped in traffi c. The scale may be indicated 
for use in research as well as for clinicians 
requiring an effi cient screening devise for day-
time sleepiness.  

  Population for Testing   The scale has been vali-
dated with a population of adults with ages rang-
ing from 18 to 78 years.  

  Administration   A brief, pencil-and-paper self-
report measure, the questionnaire should require 
approximately 2–5 min for completion.  

  Reliability and Validity   The scale’s psycho-
metric properties were evaluated initially in a 
study by Johns  [  2  ] . When compared to the results 
of two other tests measuring daytime sleepiness 

 [  1  ] , the ESS had a sensitivity of .94 and a speci-
fi city of 1.00.  

  Obtaining a Copy   The scale is under copyright. 
The offi cial website for this scale is   www.
epworthsleepinessscale.com.     

 Direct correspondence to: 
 Dr. Murray W. Johns, 
 Sleep Disorders Unit, Epworth Hospital 
 Melbourne, Victoria 3121 
 Australia  

  Scoring   Using a scale of 0–3 (with 0 meaning 
“would  never  doze” and 3 meaning “ high  chance 
of dozing”), respondents rate their likelihood of 
falling asleep in a variety of situations. Total 
scores can range from 0 to 24. In terms of inter-
preting results, Johns and Hocking  [  3  ]  have found 
a mean score of 4.6 ± 2.8 SD in normal partici-
pants. Thus, Johns  [  1  ]  suggests a cutoff score 10 
for identifying daytime sleepiness at a potentially 
clinical level.  

      Epworth Sleepiness Scale (ESS)        
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         Copyright © Murray Johns 1990-1997.  Reprinted with kind permission from Murray Johns.  This scale is under copy-
right and reproduction without the written consent of Dr. Johns is strictly prohibited.  For more information, please go 
to the offi cial ESS website www.epworthsleepinessscale.com 
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  Purpose   The SDQ is a 12-item scale designed to 
evaluate subjective experiences of insomnia. An 
analysis conducted by Espie and colleagues  [  1  ]  
revealed the four factors assessed by the scale: 
attributions regarding restlessness/agitation, attri-
butions concerning mental overactivity, attribu-
tions concerning the consequences of insomnia, 
and attributions concerning lack of sleep readi-
ness. While the questionnaire is similar to another 
scale created by developers – the Dysfunctional 
Beliefs and Attitudes about Sleep Scale (DBAS; 
(Chap.   28    ) – the SDQ is concerned specifi cally 
with beliefs about the sources of sleep issues, 
while the DBAS is more general in its focus.  

  Population for Testing   The SDQ has been vali-
dated in a population of chronic insomnia patients 
with a mean age of 49.8 (SD 17.9).  

  Administration   The scale is a self-administered, 
pencil-and-paper measure requiring between 3 and 
5 min for completion.  

  Reliability and Validity   According to a study 
conducted by Espie and colleagues  [  1  ] , the scale 
possesses an internal consistency of .67. Though 
the scale was originally shown to possess three 
factors – mental activity, sleep pattern problem, 
and physical tension  [  2  ]  – the current study eluci-
dated a more suitable four-factor structure: attri-
butions regarding restlessness/agitation, attri butions 

concerning mental overactivity, attributions 
 concerning the consequences of insomnia, and 
attributions concerning lack of sleep readiness.  

  Obtaining a Copy   An example of the scale’s 
items can be found in an article published by 
Espie and colleagues  [  1  ] . 

 Direct correspondence to: 
 Colin A. Espie   Telephone: 0141-211-3903 
 Email: c.espie@clinmed.gla.ac.uk  

  Scoring   Respondents use a fi ve-point, Likert-
type scale to indicate how often certain state-
ments about insomnia are representative of their 
experience – 1 means “never true,” while 5 means 
“very often true.” Higher scores are indicative of 
more dysfunctional beliefs about the causes and 
correlates of insomnia.      
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      Espie Sleep Disturbance 
Questionnaire (SDQ)          
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  Purpose   The original purpose of this adjectival 
checklist was to distinguish between tiredness, 
sleepiness, and fatigue. With such a wide spec-
trum of adjectives available to describe fatigue 
and its associated energy states, scale developers 
hoped to create a measure that would be sensitive 
to a variety of experiences related to these states 
of energy defi ciency. The checklist consists of 50 
adjectives found to cluster into fi ve subscales 
prompted by the acronym FACES: Fatigue 
 (adjectives like “exhausted,” “drained,” and “weary”), 
Anergy (“indolent,” “languid”), Consciousness 
(“comatose,” “unconscious”), Energy (“vigorous,” 
“lively”), and Sleepiness (“sleepy,” “drowsy”). 
Unlike the Fatigue Assessment Scale (FAS; 
Chap.   33    ), the FACES is a multidimensional 
approach to the construct of fatigue.  

  Population for Testing   The scale has been vali-
dated with a population of insomnia patients with 
a mean age of 43.5 ± 13.9 years.  

  Administration   Requiring between 5 and 10 min 
for completion, the scale is a self-report, paper-
and-pencil measure.  

  Reliability and Validity   Developers Shapiro and 
colleagues  [  1  ]  evaluated the psychometric proper-
ties of the scale and found an internal consistency 
ranging from .78 to .97. The checklist also pos-
sessed good convergent validity, with the sleepi-
ness and consciousness subscales correlating highly 
with scores on the Epworth Sleepiness Scale.  

  Obtaining a Copy   A copy of the scale’s items 
can be found in an article published by 
 developers  [  1  ] . 

 Direct correspondence to: 
 Colin M. Shapiro 
 Telephone: +1-416-603-5273 
 Email: suzanne.alves@uhn.on.ca  

  Scoring   Respondents use a scale ranging from 0 
(“not at all”) to 3 (“strongly”) to indicate the 
degree to which they have experienced each feel-
ing or energy state over the course of the previous 
week. Higher scores indicate more acute states 
of tiredness or fatigue, except for those items 
belonging to the energy subscale.      

      FACES (Fatigue, Anergy, 
Consciousness, Energy, Sleepiness)        
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  Purpose   The 29-item scale is designed to evaluate 
four domains of fatigue: its severity, pervasiveness, 
associated consequences, and response to sleep. 
It may be valuable for screening individuals in 
clinical practice, and may also be useful for 
research endeavours.  

  Population for Testing   The scale has been 
validated with patients experiencing symptoms 
of fatigue as well as with healthy controls. No 
age range for the scale has been provided.  

  Administration   The scale is a self-report, pencil-
and-paper measure requiring between 5 and 10 
min for administration.  

  Reliability and Validity   In a validation study 
conducted by developers  [  1  ] , the scale was found 
to have an internal consistency from .70 to .92 and 
a test–retest reliability of .50 – .70. In the patient 
group, 81.3% scored more than 4 on the FAI, and 

in the control group 89.2% scored less than 4. 
Scores on the scale also correlated highly with 
two other measures of fatigue and energy level.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by devel-
opers  [  1  ] . 

 Direct correspondence to: 
 Lauren B. Krupp 
 Department of Neurology 
 Stony Brook, NY 11794-8121, USA  

  Scoring   Respondents use a scale ranging from 
1 (“completely disagree”) to 7 (“completely agree”) 
to indicate how accurately certain statements 
about fatigue represent their experiences 
over the previous 2 weeks. Higher scores are 
indicative of greater problems with fatigue. The 
scale provides a global severity score that can be 
used both for screening and research purposes.                  

      Fatigue Assessment Inventory (FAI)        
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Reprinted from Schwartz et al.  [  1  ] . Copyright © 1993, with permission from Elsevier.
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Note: The Fatigue Severity Scale (Chap. 35) by the same author is a short form (9 item) using similar 
descriptions.

Representative Studies Using Scale
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  Purpose   The FAS is a 10-item scale evaluating 
symptoms of chronic fatigue. In contrast to other 
similar measures (e.g., the Multidimensional Fatigue 
Inventory Chap.   57    ), the FAS treats fatigue as a uni-
dimensional construct and does not separate its 
measurement into different factors. However, in 
order to ensure that the scale would evaluate all 
aspects of fatigue, developers chose items to repre-
sent both physical and mental symptoms.  

  Population for Testing   The scale has been vali-
dated in a population of both male and female 
respondents with mean ages of 45 ± 8.4 years and 
43 ± 9.5 years, respectively.  

  Administration   The FAS is a self-report, paper-
and-pencil measure requiring approximately 2 min 
for administration.  

  Reliability and Validity   Developers Michielsen 
and colleagues  [  1  ]  analyzed the scale’s psycho-
metric properties and found an internal consis-
tency of .90. Results on the scale also correlated 
highly with the fatigue-related subscales of 
other measures like the Checklist Individual 

Strength. In subsequent analyses, four of the 
scale’s ten items were shown to possess a gen-
der bias – women tended to score signifi cantly 
higher than men  [  2  ] . However, when adjusted 
scores were calculated, researchers found that 
this bias had only a negligible effect on each 
individual’s total score, indicating that the 
scale’s original simplifi ed scoring method is still 
appropriate.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by devel-
opers  [  1  ] . 

 Direct correspondence to: 
 Helen J. Michielsen 
 Telephone: +31-13-466-2299 
 Email: h.j.michielsen@kub.nl  

  Scoring   Each item of the FAS is answered using 
a fi ve-point, Likert-type scale ranging from 1 
(“never”) to 5 (“always”). Items 4 and 10 are 
reverse-scored. Total scores can range from 10, 
indicating the lowest level of fatigue, to 50, 
denoting the highest.                

      Fatigue Assessment Scale (FAS)        
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  Purpose   The FIS was developed to assess the 
symptom of fatigue as part of an underlying 
chronic disease or condition. Consisting of 40 
items, the instrument evaluates the effect of 
fatigue on three domains of daily life: cognitive 
functioning, physical functioning, and psychoso-
cial functioning  [  1  ] . In addition to the original 
version, a shorter 21-item measure called the 
Modifi ed Fatigue Impact Scale (MFIS) has been 
developed and validated for use in those situa-
tions where a longer instrument might be fatigu-
ing  [  2  ] . Similarly, Fisk and Doble used Rasch 
analyses to reduce the original to a mere eight 
items that could be used for monitoring daily 
changes in fatigue, creating the Daily Fatigue 
Impact Scale (D-FIS;  [  3  ] ).  

  Population for Testing   The scale was initially 
validated in a population of adult patients pre-
senting at a clinic for the treatment of infectious 
diseases. The FIS and its variants have been used 
to assess symptoms of fatigue associated with a 
variety of conditions, including multiple sclerosis 
 [  4  ]  and hepatitis C  [  5  ] .  

  Administration   The FIS is a self-report, paper-
and-pencil measure requiring between 5 and 
10 min for completion.  

  Reliability and Validity   The original FIS was 
validated initially by developers  [  1  ] , who found 
an internal consistency of >than .87 for all three 

subscales. The FIS also accurately distinguished 
between the patient group with multiple sclero-
sis and the group with chronic fatigue. More 
recently, Mathiowetz  [  6  ]  found a test–retest 
reliability ranging from .68 to .85 in patients 
with multiple sclerosis. Additionally, scores on 
the FIS were moderately correlated with those 
obtained on the SF-36 (Chap.   76    ) – though this 
support for the scale’s convergent validity was 
undermined by a low correlation between 
results on the FIS and the Fatigue Severity Scale 
(Chap.   35    ). The MFIS has been shown to 
 possess an internal consistency ranging from 
.65 to .92  [  2  ]  and the D-FIS has an internal con-
sistency of .92  [  7  ] .  

  Obtaining a Copy   A copy of the original FIS 
cannot be found in the article published by devel-
opers  [  1  ] ; however, examples of the items in the 
scale can be found in this article. The MFIS can 
be found in an article by Kos and colleagues  [  2  ]  
and the D-FIS is available in an article by Fisk 
and Doble  [  3  ] . The original FIS can be obtained 
through MAPI Research Trust at their website 
  www mapi-trust.org/test/123-fi s     

 Direct correspondence to: 
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 Dalhousie University 
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      Fatigue Impact Scale (FIS)        
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  Scoring   Respondents are asked to rate the extent 
to which fatigue has interfered with certain aspects 
of their day-to-day functioning using a scale that 
ranges from 0 (“no problem”) to 4 (“extreme 

problem”). Scores are then tallied to produce an 
overall score with a potential maximum of 160. 
Subscale scores can also be calculated to give a 
more nuanced impression of fatigue.      

    With kind permission from Springer Science+Business media: John et al.  [  3  ] , Appendix A.      
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  Purpose   The FSS is a nine-item instrument 
designed to assess fatigue as a symptom of a vari-
ety of different chronic conditions and disorders. 
The scale addresses fatigue’s effects on daily 
functioning, querying its relationship to motiva-
tion, physical activity, work, family, and social 
life, and asking respondents to rate the ease with 
which they are fatigued and the degree to which 
the symptom poses a problem for them.  

  Population for Testing   The scale was initially 
validated in a population of patients with multiple 
sclerosis and systemic lupus erythematosus. 
Participants had a mean age of 35.6 ± 8.9 years. 
The scale has also been used to assess patients 
with chronic hepatitis C  [  1  ] , Parkinson’s disease 
 [  2  ] , and chronic renal failure  [  3  ] .  

  Administration   The scale is a self-report, 
paper-and-pencil measure requiring 2–3 min 
for com pletion.  

  Reliability and Validity   Developers Krupp and 
colleagues  [  4  ]  conducted an initial psychometric 
evaluation of the FSS and found an internal con-
sistency of.88 and a test–retest reliability of .84. 
Scores on the FSS were signifi cantly higher for 
individuals with multiple sclerosis and systemic 

lupus erythematosus than they were for healthy 
control participants; additionally, results on the 
FSS were found to be signifi cantly correlated 
with scores obtained using a previously estab-
lished measure of fatigue.  

  Obtaining a Copy   A copy of the scale’s items 
can be found in the original article published by 
developers  [  4  ] . 

 Direct correspondence to: 
 Lauren R. Krupp 
 Department of Neurology, School of Medicine 
 Health Sciences Center, State University of New 
York at Stony Brook 
 Stony Brook, NY 11794-8121, USA  

  Scoring   Respondents use a scale ranging from 1 
(“completely disagree”) to 7 (“completely agree”) 
to indicate their agreement with nine statements 
about fatigue. A visual analogue scale is also 
included with the scale; respondents are asked to 
denote the severity of their fatigue over the past 
2 weeks by placing a mark on a line extending 
from “no fatigue” to “fatigue as bad as could be.” 
Higher scores on the scale are indicative of more 
severe fatigue.     

      Fatigue Severity Scale (FSS)        
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  Purpose   The scale is composed of 14 items (one 
of which is not scored) and is designed to evalu-
ate multiple aspects of fatigue, including its per-
ceived severity, frequency, and interference with 
daily functioning. Though multiple measures of 
fatigue have been created for use with a variety of 
clinical and research populations, many of these 
focus on specifi c aspects of fatigue – intensity or 
duration, for example – and the developers hoped 
to design an instrument for examining a wide 
range of fatigue-related issues. The scale has 
been primarily validated in patients with cancer, 
though it has been tested minimally in a variety 
of other groups as well.  

  Population for Testing   The scale has been 
validated with both female and male cancer 
patients with an age range of 18–24  [  1  ] . An ini-
tial study also suggests that the FSI possesses 
some reliability and validity with healthy con-
trols as well  [  2  ] .  

  Administration   A brief self-report, pencil-and-
paper measure, the scale should require between 
5 and 10 min for completion.  

  Reliability and Validity   The largest study exa-
mining the scale’s psychometric properties found 
an internal consistency of .94  [  1  ] . Results on the 
instrument were also signifi cantly correlated with 
an established measure of fatigue.  

  Obtaining a Copy   An example of the items 
used in the questionnaire can be found in the 
original article published by developers  [  2  ] . 

 Direct correspondence to: 
 D.M. Hann 
 Behavioral Research Center, American Cancer 
Society 
 1599 Clifton Road NE 
 Atlanta, GA 30329, USA  

  Scoring   Items use an 11-point, Likert-type scale 
that ranges from one fatigue-related extreme to 
another (lower points on the scale denote less 
acute problems with fatigue). A global score can 
be obtained for items 1–13. Question 14 is meant 
to provide qualitative data only. Additionally, a 
Disruption Index score can be calculated by add-
ing scores obtained on items 5–11.     

      Fatigue Symptom Inventory (FSI)        
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 With kind permission from Springer Science+Business Media: Hann et al.  [  2  ] , Table 1.  
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  Purpose   The instrument is an observer rating 
scale, designed to measure the severity of symp-
toms in fi bromyalgia and chronic fatigue syn-
drome patients. Consisting of 12 items, the 
scale evaluates pain, muscular tension, fatigue, 
concentration diffi culties, failing memory, irri-
tability, sadness, sleep disturbances, autonomic 
disturbances, irritable bowel, headache, and sub-
jective experience of infection. Scale developers 
were specifi cally interested in creating a tool that 
could be used to monitor treatment outcomes. 
However, the scale requires a trained administra-
tor, making it potentially unsuitable for large-
scale research studies.  

  Population for Testing   The majority of the 
scale’s properties were assessed in a population 
of 100 female patients between the ages of 20 
and 66 years. However, a group of 13 men were 
added to the sample when examining interrater 
reliability in order to rule out the effects of 
gender.  

  Administration   The FibroFatigue Scale is an 
observer-rated instrument to be administered by a 
trained individual. It requires between 10 and 
15 min for completion.  

  Reliability and Validity   During an initial psy-
chometric evaluation, developers Zachrisson and 
colleagues  [  1  ]  found an interrater reliability of 

.98 for the total scale. Items for the FibroFatigue 
Scale were chosen from the Comprehensive 
Psychopathological Rating Scale (CPRS) if they 
had a baseline incidence rate of at least 70% 
within a population of chronic fatigue syndrome 
and fi bromyalgia patients.  

  Obtaining a Copy   A copy of the scale can 
be found in an article published by developers 
(Zachrisson, 2002   ). 

 Direct correspondence to: 
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 Email: olof.zachrisson@neuro.gu.se  

  Scoring   Over the course of a clinical interview, 
administrators rate each symptom on a scale from 
0 (absence of the symptom) to 6 (maximal degree 
of the symptom). In order to provide interviewers 
with a point of reference for evaluating severity, 
symptom descriptions are included for scores of 
0, 2, 4, and 6. However, the points between these 
anchoring scores may also be used and can help to 
increase the instrument’s sensitivity. Total scores 
can be calculated and compared longitudinally 
with scores from the same individual or they can 
be used as one-time measures of severity.              

      FibroFatigue Scale        
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         Reprinted from Zachrisson et al.  [  1  ] . Copyright © 2002, with permission from Elsevier.      
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  Purpose   Created by Derry and colleagues  [  1  ] , the 
11-item FLEP scale is designed to aid clinicians in 
distinguishing frontal lobe seizures from parasom-
nias. While polysomnography is considered the 
gold standard approach for differentiating the two 
conditions, scale developers cite the need for an 
effi cient, cost-effective alternative for those who, 
for whatever reason, do not have access to sleep 
clinic facilities. In order to distinguish nocturnal 
events caused by epilepsy from those related to 
parasomnias, the scale queries several factors, 
including: age of onset and event duration, fre-
quency, timing, symptoms, stereotypy, and recall.  

  Population for Testing   The scale was initially 
validated in a population of patients referred to a 
sleep clinic experiencing nocturnal events of 
uncertain cause. Participant ages depended signifi -
cantly on which condition group they belonged to: 
nocturnal frontal lobe epilepsy patients had a mean 
age of 27.9, the NREM arousal parasomnia group 
had a mean age of 13.2 years, and the REM behav-
ior disorder group had a mean age of 69.1 years.  

  Administration   The FLEP scale consists of a 
semi-structured interview to be conducted by a 
trained administrator. It requires approximately 
10 min for completion.  

  Reliability and Validity   In a psychometric eval-
uation of the scale, Derry and colleagues  [  1  ]  
found that the FLEP possessed an interrater 
 reliability of .97, a sensitivity of 1.00, a specifi c-
ity ranging from .90 to .93, a positive predictive 

value ranging from .91 to .94, and a negative 
predictive value of 1.00. A follow-up evaluation 
found slightly less promising results  [  2  ] , indicat-
ing a sensitivity of .71, a specifi city of 1.00, a 
positive predictive value of 1.00, and a negative 
predictive value of .91. In nocturnal frontal lobe 
epilepsy patients, the scale gave an incorrect 
diagnosis 28.5% of the time.  

  Obtaining a Copy   An example of the scale’s 
items can be found in the original article published 
by developers  [  1  ] . 

 Direct correspondence to: 
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  Scoring   Most questions require only a “yes” or 
“no” answer, though a few ask specifi cally for esti-
mates of duration or frequency. For each item, 
responses are classifi ed as either indicating epilepsy 
(these receive either +1 or +2), indicating parasom-
nia (these receive either −1 or −2), or neutral 
(a score of 0). Total scores are then calculated. 
Developers suggest that individuals with scores 
greater than +3 are very likely to have epilepsy, 
while those with scores of 0 or less are very unlikely 
to have epilepsy. However, these boundaries have 
been called into question by other research suggest-
ing that they provide misleading results  [  2  ] .      

      Frontal Lobe Epilepsy 
and Parasomnias (FLEP) Scale        
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  Purpose   Consisting of 30 questions related to 
the effects of fatigue on daily activities, the instru-
ment was designed to evaluate the respondent’s 
quality of life as it relates to disorders of exces-
sive sleepiness. Five domains of day-to-day life 
are examined: activity levels, vigilance, intimacy 
and sexual relationships, productivity, and social 
outcomes. The questionnaire is indicated for both 
research and clinical purposes (screening, assess-
ing treatment outcomes, etc.). Recently, Chasens 
and colleagues  [  1  ]  created a shorter, 10-item ver-
sion of the scale in order to allow for rapid and 
effi cient administration.  

  Population for Testing   With approximately a fi fth-
grade reading level, the questionnaire is designed 
for adults suffering from disorders of excessive 
sleepiness.  

  Administration   Requiring between 10 and 15 min 
for completion, the instrument is designed for 
self-report using pencil and paper.  

  Reliability and Validity   Developers Weaver and 
colleagues  [  2  ]  conducted a psychometric study 
of the instrument and demonstrated an internal 

reliability of  a  = .95 and a test–retest reliability 
ranging from .81 to .90. In a validation study of the 
10-item version, Chasens and colleagues  [  1  ]  found 
an internal consistency of .87. Results on the 
shorter scale were also highly correlated with the 
original FOSQ.  

  Obtaining a Copy   A copy can be found in the 
developers’ original published article  [  2  ] . 

 Direct correspondence to: 
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  Scoring   For each of the fi ve domains examined, 
respondents indicate the degree of diffi culty they 
experience when attempting certain activities 
because they are sleepy or tired. Lower scores 
designate more acute issues with sleepiness: 
4 means “no diffi culty,” 3 is “yes, a little diffi culty,” 
2 is “yes, moderate diffi culty,” and 1 means “yes, 
extreme diffi culty.”      

      Functional Outcomes of Sleep 
Questionnaire (FOSQ)        
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    Copyright © Terri Weaver, 1997. Reprinted with permission.    
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  Purpose   The GSDS is a 21-item scale initially 
designed to evaluate the incidence and nature of 
sleep disturbances in employed women. Questions 
pertain to a variety of general sleep issues, includ-
ing: problems initiating sleep, waking up during 
sleep, waking too early from sleep, quality of 
sleep, quantity of sleep, fatigue and alertness at 
work, and the use of substances to induce sleep.  

  Population for Testing   The scale was initially 
used to evaluate sleep in a population of registered 
nurses with a mean age of 40.6 ± 9.9 years. 
It has since been validated in a sample of both 
males and females with a mean age of 33.4 ± 4.6, 
and a Chinese version has been developed  [  1  ] . 
Additionally, it has been employed in studies 
examining diverse patient populations, including 
those with Parkinson’s disease  [  2  ]  and cancer  [  3  ] .  

  Administratin   The GSDS is a self-report, paper-
and-pencil measure requiring 5 to 10 min for 
completion.  

  Reliability and Validity   In an initial psycho-
metric evaluation of the scale, developer Lee  [  4  ]  
found an internal consistency of .88 for the whole 

scale. More recently, researchers Gay and col-
leagues  [  5  ]  found an internal consistency ranging 
from .77 to .85.  

  Obtaining a Copy   
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  Scoring   The GSDS queries respondents regard-
ing the frequency with which they’ve experi-
enced certain sleep diffi culties within the 
previous week. Respondents use an eight-point, 
Likert-type scale ranging from 0 (meaning 
“never”) to 7 (“every day”) to respond to each 
item. As guidelines set forth in the Diagnostic 
and Statistical Manual of Mental Disorders 
require symptoms to occur at least three times a 
week in order to establish a diagnosis of insom-
nia, researchers have suggested that individuals 
with an average score of three on the GSDS 
should be considered at risk for sleep distur-
bance  [  1  ] .     

      General Sleep Disturbance 
Scale (GSDS)        
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 Copyright © K. Lee (GSDS, Sleep, 1992). Reprinted with permission. Duplication or reproduction without written 
consent from Kathryn A. Lee is strictly prohibited.  
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  Purpose   This 25-item questionnaire was devel-
oped to evaluate the content, character, and intru-
siveness of cognitions in adults in the moments 
prior to sleep onset. The tool is specifi cally 
intended for assessing the cognitive processes of 
individuals with insomnia, particularly when 
those processes may affect the creation of treat-
ment plans and the interpretation of treatment 
outcomes.  

  Population for Testing   The questionnaire has 
been validated with a sample of insomniac par-
ticipants between the ages of 16 and 65.  

  Administration   Completed by self-report using 
pencil and paper, the scale requires between 5 
and 10 min for administration.  

  Reliability and Validity   Developed by Harvey 
and Espie  [  1  ] , the GCTI has been validated on a 
variety of psychometric measures: an initial study 
found a construct validity of  r  = .88, a concur-
rent validity ranging from .48 to .82, a test–retest 

 reliability of .88, and an internal consistency of 
 a  = .87.  

  Obtaining a Copy   A copy can be found in the 
developers’ original published article  [  1  ] . 

 Direct correspondence to: 
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   Scoring   Respondents are asked to indicate how 
frequently in the last week they have been kept 
awake by certain thoughts. Individuals rate each 
of the questionnaire’s 25 statements on a scale 
from 1 (“never”) to 4 (“always”). Higher scores 
indicate more intrusive cognitions that may lead 
to increased sleep-onset latency. Developers sug-
gest a cutoff score of 42, which yields a sensitiv-
ity of 100% and a specifi city of 83%.     

      Glasgow Content of Thoughts 
Inventory (GCTI)        
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 Reproduced with permission from British Journal of Clinical Psychology © 2004. The British Psychological Society.      
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  Purpose   One of the most frequently used 
 instruments for evaluating depression in adults, 
the questionnaire allows clinicians to assess the 
nature and severity of mood disorders in patient 
populations. The scale is comprised of 21 items 
for inquiry, though only the fi rst 17 are used in 
scoring. Each question examines a different 
symptom or aspect of depression, including: 
mood, guilty feelings, suicidal ideation, insom-
nia, agitation, and somatic symptoms. The scale 
is suitable for use in a variety of research and 
clinical settings, and can be applied as both a 
single-use instrument for measuring depression 
severity and as a tool for monitoring changes in 
depressive symptoms over the course of treat-
ment. Items 4, 5, and 6 refer specifi cally to sleep, 
inquiring about insomnia prior to sleep onset, 
disturbed sleep in the middle of the night, and 
trouble falling back sleep in the early morning, 
respectively. Other items may be peripherally 
involved with sleep diffi culties as they refer to 
fatigue, retardation, and somatic symptoms in 
general. It should be noted that there have been 
different iterations with longer, shorter, and one 
version with specifi c modifi cations for seasonal 
affective disorder  [  10  ] .  

  Population for Testing   The scale has been vali-
dated across a variety of studies, primarily in adult 
populations possessing major depressive disorder.  

  Administration   The scale is administered 
through an interview conducted by a trained 

 clinician. Its administration time will vary 
depending on the specifi c needs of the patient and 
the interviewer’s preferred approach. On average, 
it should require approximately 10–15 min. Some 
have expressed concern regarding the interpretive 
nature of the instrument. The scale requires a 
trained clinician capable of distilling information 
regarding both frequency and intensity of symp-
toms into a single score, potentially making it 
ineffi cient for use in large research projects. To 
address this, a number of researchers (including 
Potts and colleagues  [  1  ] ) have designed struc-
tured-interview versions of the HAM-D which 
can be administered in a variety of settings by 
interviewers without backgrounds in psychiatry. 
For even greater ease of use, a self-report, paper-
and-pencil version is also available – the Hamilton 
Depression Inventory developed by Reynolds 
and Kobak  [  2  ] . Additional alternative versions 
include tests with fewer items and questionnaires 
with modifi ed rating scales.  

  Reliability and Validity   The psychometric prop-
erties of the HAM-D have been examined in a 
wide array of studies since its creation by Hamilton 
in 1960  [  3  ] . One of the most recent reviews con-
ducted by Bagby and colleagues  [  4  ]  evaluated 
psychometric properties reported in 70 different 
articles, fi nding an internal reliability ranging from 
.46 to .97, an inter-rater reliability of .82 to .98, 
and a test–retest reliability of .81 to .98. Though 
scores for the scale as a whole appear to be quite 
high, studies examining inter-rater reliabilities and 

      Hamilton Rating Scale 
for Depression (HAM-D)          
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 test–retest coeffi cients at the level of individual 
items have found values that are much lower. 
Others have criticized the scale as outdated in 
terms of the DSM-IV defi nition of depression and 
have claimed that its scoring is unclear. Overall, 
the HAM-D’s tremendous staying power has made 
it the subject of studies both laudatory and critical 
in nature  [  5 ,  6  ] . Decisions regarding its psycho-
metric suitability should be undertaken carefully 
and on a case-by-case basis. For one of Hamilton’s 
fi nal writings on the subject of depression and the 
selection of depression scales, turn to a review 
written by Hamilton and Shapiro in  Measuring 
Human Problems: A Practical Guide   [  7  ] .  

  Obtaining a Copy   A copy of the original scale 
can be found in Hamilton  [  3  ] . A large number of 
modifi ed versions are available from their 
respective designers.  

  Scoring   Though all 21 items may be valuable 
for both research and clinical purposes, only the 
fi rst 17 are used for scoring. During the inter-
view, clinicians solicit patient reports on a vari-
ety of depressive symptoms and use their clinical 
expertise to assign each a score for severity. For 
the majority of questions, scores range from 0 to 
4, with 4 representing more acute signs of depres-
sion. Several questions have ranges that extend 
only as high as 2 or 3. A total score is tallied and 
can then be compared with previous scores or 
can be contrasted with a pre-defi ned cutoff score. 
Over the decades, a number of values have been 
suggested as potential cutoffs – total scores to 
be used as indicators of remission. Though the 
cutoff of 7 suggested by Frank and colleagues 
 [  8  ]  has become a consensus for determining 
remission, others suggest that it should be as low 
as 2  [  9  ] .            
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  Purpose   Designed as a brief screening tool for 
insomnia, the seven-item questionnaire asks 
respondents to rate the nature and symptoms of 
their sleep problems using a Likert-type scale. 
Questions relate to subjective qualities of the 
respondent’s sleep, including the severity of 
symptoms, the respondent’s satisfaction with his 
or her sleep patterns, the degree to which insom-
nia interferes with daily functioning, how notice-
able the respondent feels his or her insomnia is to 
others, and the overall level of distress created by 
the sleep problem.  

  Population for Testing   The scale has been vali-
dated on two separate insomnia patient popula-
tions with ages ranging from 17 to 84.  

  Administration   Requiring only about 5 min for 
completion, the brief scale is a self-report mea-
sure administered with pencil and paper.  

  Reliability and Validity   Developers Bastien and 
colleagues  [  1  ]  performed an initial psychometric 
study and demonstrated an internal consistency 
of  a  = .74 and found item-total correlations that 
were quite variable, ranging from .36 to .54.  

  Obtaining a Copy   A copy can be found in the 
developers’ original published article  [  1  ] . 

 Direct correspondence to: 
 C.M. Morin 
 École de Psychologie and Centre d’Étude des 
Troubles du Sommeil 
 Université Laval 
 St. Foy, Quebec G1K 7P4 
 Canada  

  Scoring   Respondents rate each element of the 
questionnaire using Likert-type scales. Res-
ponses can range from 0 to 4, where higher 
scores indicate more acute symptoms of insom-
nia. Scores are tallied and can be compared both 
to scores obtained at a different phase of treat-
ment and to the scores of other individuals. 
Though developers point out that their chosen 
cutoff scores have not been validated, they offer 
a few guidelines for interpreting scale results: a 
total score of 0–7 indicates “no clinically sig-
nifi cant insomnia,” 8–14 means “subthreshold 
insomnia,” 15–21 is “clinical insomnia (moder-
ate severity),” and 22–28 means “clinical insom-
nia (severe).”        

      Insomnia Severity Index (ISI)        
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 Reprinted from Bastien et al.  [  1  ] . Copyright © 2001, with permission from Elsevier.     
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  Purpose   Developed as a tool for assessing the 
severity Restless Legs Syndrome (RLS), the 10-item 
questionnaire asks respondents to use Likert-type 
ratings to indicate how acutely the disorder has 
affected them over the course of the past week. 
Questions can be divided into one of two catego-
ries: disorder symptoms (nature, intensity, and 
frequency) and their impact (sleep issues, distur-
bances in daily functioning, and resultant changes 
in mood).  

  Population for Testing   The instrument has been 
validated with a sample of RLS patients aged 
22–91.  

  Administration   A self-report, pencil-and paper 
instrument, the scale requires approximately 
5–10 min for completion.  

  Reliability and Validity   A large psychometric 
study conducted by Walters and colleagues  [  1  ]  
found an internal consistency ranging from .93 to 
.95, an inter-rater reliability of .93 to .97, a test–
retest reliability of .87, a concurrent validity of 
.78 to .84, and a correlation of about .73 with the 
diagnostic judgments of a clinician.  

  Obtaining a Copy   An example can be found in 
the developers’ original published article  [  1  ] . 
However, the scale is under copyright. 

 Direct correspondence and reprint requests to: 
 Caroline Anfray 
 Information Resources Centre, MAPI Research 
Institute 
 27 rue de la Villette 
 69003 Lyon, France 
 Phone: +33(0) 472 13 66 67 
 FAX: +33 (0) 472 13 66 82 
 Email: canfray@mapi.fr or instdoc@mapi fr  

  Scoring   Each of the ten questions requires res-
pondents to rate their experiences with RLS on 
a scale from 0 to 4, with 4 representing the most 
severe and frequent symptoms and 0 represent-
ing the least. Total scores can range from 0 to 
40. As a brief scale with excellent psychometric 
qualities, the instrument may be suitable for 
a variety of research and clinical purposes, 
including screening and assessment of treat-
ment outcomes.                  

      International Restless 
Legs Syndrome Study Group 
Rating Scale          
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  Purpose   Designed as an effi cient and brief instru-
ment for use in research, the four-item question 
evaluates the frequency and intensity of certain 
sleep diffi culties in respondents. Questions address 
diffi culty falling asleep, frequent awakenings dur-
ing the night, trouble remaining asleep, and subjec-
tive feelings of fatigue and sleepiness despite 
receiving a typical night’s rest. Though the ques-
tionnaire is short, developers suggest that its four 
items have been shown to possess good predictive 
value in previous studies  [  1  ] . However, with only 
four items, it cannot begin to address the entire 
spectrum of sleep disorders and should only be con-
sidered for use as a preliminary screening device.  

  Population for Testing   The scale has been vali-
dated with two different testing populations, ages 
25–69 years.  

  Administration   Requiring between 2 and 5 min 
for completion, the instrument can be adminis-
tered through an interview or in a self-report, 
pencil-and-paper format.  

  Reliability and Validity   In an initial psycho-
metric analysis conducted by the developers  [  1  ] , 
the scale possessed an internal consistency rang-
ing from .63 to .79.  

  Obtaining a Copy   A copy of the questionnaire 
is published in the original article published by 
Jenkins and colleagues  [  1  ] . 

 Direct correspondence to: 
 C.D. Jenkins 
 Department of Preventive Medicine 
and Community Health 
 University of Texas Medical Branch 
 Galveston, TX 77550, USA  

  Scoring   Respondents use a Likert-type scale to 
answer questions regarding the frequency with 
which they have experienced certain sleep diffi -
culties over the past month: 0 means “not at all,” 
while 5 means “22–31 days.” Higher scores indi-
cate more acute sleep diffi culties.      

      Jenkins Sleep Scale        
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205A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Sleep Scales,
DOI 10.1007/978-1-4419-9893-4_46, © Springer Science+Business Media, LLC 2012

  46

  Purpose   Using this single-item scale, trained 
clinicians assign individuals a Restless Legs 
Syndrome (RLS) severity score based on the time 
of day at which symptoms begin to appear. This 
score acts as a subjective measure of RLS which 
can be used as a quick screening device and also 
as a longitudinal instrument for evaluating treat-
ment outcomes.  

  Population for Testing   The scale has been vali-
dated with patients aged 29–81 years, though it 
should presumably be indicated for use with 
younger adult RLS patients as well.  

  Administration   Rating is conducted by a trained 
clinician and does not necessarily even require 
face-to-face interview – raters in a study con-
ducted by Allen and Earley  [  1  ]  used patient charts 
to assign scores. Administration time will depend 
on the individual rater and the situation in which 
the patient is being evaluated. However, 5–10 min 
should be suffi cient.  

  Reliability and Validity   Developers Allen and 
Earley  [  1  ]  evaluated the psychometric properties 
of the scale against the results of overnight 

 polysomnography. They demonstrated an inter-rater 
reliability of .91, and results of the scale corre-
lated highly with sleep effi ciency ( r  = .60) and 
periodic leg movements per hour of sleep ( r  = .45) 
as measured by the polysomnogram.  

  Obtaining a Copy   The developers’ original 
article explains the scoring of the scale  [  1  ] . 

 Direct correspondence to: 
 Richard P. Allen 
 Department of Neurology, 
John Hopkins University 
 Bayview Medical Center, 
Neurology and Sleep Disorders 
 A Building 6-C, Room 689 
 4940 Eastern Avenue 
 Baltimore, MD 21224, USA  

  Scoring   Clinicians assign patients ratings based on 
the following criterion: a score of 0 means that 
symptoms are never experienced, 1 (mild) means 
symptoms begin within an hour of bedtime, 2 (mod-
erate) designates symptoms that begin in the eve-
ning (sometime after 6:00), and 3 (severe) means 
that symptoms begin during the day (before 6:00).  

      Johns Hopkins Restless Legs 
Severity Scale (JHRLSS)        
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    Copyright © 2001 Richard Allen [  1  ] . Reprinted with permission. This scale is not to be reproduced  without written 
consent from Richard Allen.      
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  Purpose   This scale  [  1  ]  measures the subjective 
level of sleepiness at a particular time during the 
day. On this scale subjects indicate which level 
best refl ects the psycho-physical sate experienced 
in the last 10 min. The KSS is a measure of situ-
ational sleepiness. It is sensitive to fl uctuations.  

  Population for Testing   It has been used in stud-
ies of shift work, jetlag, for driving abilities  [  2  ] , 
attention and performance, and in clinical set-
tings. It is used for both males and females. 

 It is helpful in assessing the changes in 
response to environmental factors, circadian 
rhythm, and effects of drugs. Because the KSS is 
not a measure of ‘Trait’ sleepiness, it has not 
been widely used for clinical purposes.  

  Administration   This is self-report measure. It 
takes 5 min to complete.  

  Reliability and Validity   In a study conducted by 
Kaida et al.  [  3  ] , the authors investigated the valid-
ity of the KSS and found that it was highly corre-
lated to EEG and behavioral variables. The results 

show that KSS has a high validity. However, 
because the scores of the KSS vary according to 
earlier sleep, time of day, and other parameters, it 
is diffi cult to deduce its test–retest reliability.  

  Scoring   This is a 9-point scale (1 = extremely 
alert, 3 = alert, 5 = neither alert nor sleepy, 
7 = sleepy – but no diffi culty remaining awake, 
and 9 = extremely sleepy – fi ghting sleep). There 
is a modifi ed KSS that contains one other item: 
10 = extremely sleepy, falls asleep all the time. 
Scores on the KSS increase with longer periods 
of wakefulness and it strongly correlate with the 
time of the day.  

  Obtaining a Copy   A copy can be obtained from 
the authors.     

 Direct correspondence: 
 Torbjörn Ǻkerstedt 
 IPM & Karolinska Institutet 
 Box 230 
 17177 Stockholm, Sweden 
 Email: Torbjorn.Akerstedt@ki.se  

      Karolinska Sleepiness Scale (KSS)        
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  Purpose   A 10-item, subjective, self-report mea-
sure, the LSEQ was designed to assess changes in 
sleep quality over the course of a psychopharma-
cological treatment intervention. The scale evalu-
ates four domains: ease of initiating sleep, quality 
of sleep, ease of waking, and behavior following 
wakefulness.  

  Population for Testing   Developers initially val-
idated the LSEQ with individuals aged 
18–49 years  [  1  ] . The scale is available in a wide 
range of languages.  

  Administration   The scale is a self-report, paper-
and-pencil measure requiring between 5 and 
10 min for completion.  

  Reliability and Validity   A psychometric evalua-
tion conducted by Parrott and Hindmarch  [  1  ]  
revealed the four- factor structure of the scale. The 
“initiating sleep” and the “quality of sleep” factors 
were correlated with one another, while the “awak-
ening from sleep” and the “behavior following 
wakefulness” factors were also correlated.  

  Obtaining a Copy   A copy of the questionnaire 
can be found in the original article published by 
developers  [  1  ] . 

 Direct correspondence to: 
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  Scoring   A visual analogue scale, the LSEQ 
requires respondents to place marks on a group 
of 10-cm lines representing the changes they 
have experienced in a variety of symptoms since 
beginning treatment. Lines extend between 
extremes like “more diffi cult than usual” and 
“easier than usual” (item 6, querying ease of wak-
ing). Responses are measured using a 100-mm 
scale and are then averaged to provide a score for 
each domain. These can then be used to evaluate 
the effi cacy and sleep-related side effects of a 
drug treatment.      

      Leeds Sleep Evaluation 
Questionnaire (LSEQ)        
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  Parrott and Hindmarch  [  1  ] . © Cambridge Journals, reproduced with permission. 
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  Purpose   Having observed that patients who expe-
rience myocardial infarction often present with 
unexplained tiredness for some time prior, devel-
opers of the questionnaire hoped to create a tool 
that could be used to assess these feelings of “vital 
exhaustion”  [  1  ] . The scale consisting of 21 items 
honed from an original pool of 58 and chosen for 
their capacity to predict future coronary events. 
There is also a 37 item version shown on the fol-
lowing page. The asterisked items are all included 
in the 21 item scale as are a further six items which 
are listed on the following page. Sleep physicians 
may be particularly interested in incorporating the 
scale into their practice due to the strong associa-
tion between sleep disordered breathing and car-
diac problems  [  2  ] .  

  Population for Testing   The MQ was initially 
developed through a survey that was answered by 
3,877 male civil servants  [  1  ] . Its predictive capabil-
ity has since been assessed in women as well  [  3  ] .  

  Administration   The Maastricht Questionnaire 
is a short, paper-and-pencil measure requiring 
between 5 and 10 min for completion.  

  Reliability and Validity   In an initial validation, 
the questionnaire was found to possess an  internal 

consistency of .89. Further assessment of the 
scale confi rmed that “vital exhaustion” is signifi -
cantly associated with future angina and future 
myocardial infarction  [  4  ] .  

  Obtaining a Copy   A copy of the scale can be 
found in the original article by the developers  [  1  ] . 

 Direct Correspondence: 
 Ad Appels 
 Department of Medical Psychology 
 Maastricht University,   Box 616,   62000 MD 
 Maastricht, the Netherlands 
 Email: ad.appels@mp.unimaas.nl  

  Scoring   Patients are asked a number of questions 
which they can answer with “yes,” “no,” or “?” 
(e.g., “Do you often feel tired?”). Responses of 
“yes” are scored as 2, “?” is given 1 point, and 
“no” receives 0. For items 9 and 14, this scoring 
system is reversed. A total score can then be cal-
culated by summing each item. Developers 
defi ned “vital exhaustion” as scores that fell above 
the median of the MQ.      

      Maastricht Vital Exhaustion 
Questionnaire (MQ)        
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    Reprinted from Appels and Mulder  [  3  ] . Copyright © 1989, with permission from Elsevier. 

 Further items making up the 21 item Maastricht scale are:

(a) Does it take more time to grasp a diffi cult problem than it did a year ago?

(b) I feel fi ne

(c) Do you feel dejected?

(d) Do you feel like crying sometimes?

(e) Do you ever wake up with a feeling of exhaustion and fatigue?

(f) Do you have increasing diffi culty on concentrating on a single subject for long?      
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  Purpose   The MOS-SS was created as part of a 
larger initiative to evaluate health status in a pop-
ulation of more than 10,000 patient participants. 
Consisting of 12 items, the sleep scale is only a 
small part of the complete Patient Assessment 
Questionnaire (PAQ), a 20-page instrument que-
rying a broad range of health-related issues 
including physical functioning, psychological 
well-being, health distress, and pain. The sleep 
scale examines six factors: sleep initiation, main-
tenance, respiratory problems, quantity, perceived 
adequacy, and somnolence. The MOS-SS can be 
administered separately, or it can be used as part 
of a complete battery of testing to provide a more 
general picture of health.  

  Population for Testing   The questionnaire was 
initially validated in a baseline sample of more 
than 3,000 individuals. Participants ranged in age 
from 18 to 98 years, with a mean age of 54.  

  Administration   The scale itself is quite short, 
requiring approximately 5 min for administra-
tion. However, the complete PAQ is much longer 
and more time-consuming. Both are self-report, 
pencil-and-paper measures.  

  Reliability and Validity   In a baseline psycho-
metric evaluation of the scale  [  1  ] , MOS developers 
found an internal consistency ranging from .75 to .86. 
Measures of sleep disturbance, quantity, and opti-
mal sleep were found to be highly related to per-
ceptions of adequacy.  

  Obtaining a Copy   A copy of the scale can be 
found in a chapter regarding sleep measures writ-
ten by Hays and Stewart  [  1  ] . The complete PAQ 
can be found in the book’s Appendix  [  2  ] .  

  Scoring   The scale uses predominantly Likert-
type questions to evaluate sleep. Scales range 
from 1 (meaning “all of the time”) to 6 (“none of 
the time”), and require respondents to indicate 
how frequently during the previous 4 weeks 
they have experienced certain sleep-related issues. 
Several of these items are reverse scored. Another 
Likert-type item queries sleep latency (1 = “0–15 min” 
and 5 = “more than 60 min”). Finally, a fi ll-in-the-
blank question asks participants to estimate the 
average number of hours they have slept each 
night in the past month – a response of 8 h or 
greater receives a 1, while answers below 8 h 
receive 0.  

      Medical Outcomes Study Sleep Scale 
(MOS-SS)          



220 50 Medical Outcomes Study Sleep Scale (MOS-SS)



22150 Medical Outcomes Study Sleep Scale (MOS-SS)

 Hays and Stewart  [  1  ]. Copyright, 1986, RAND.            
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  Purpose   A simplifi ed version of a much more 
extensive instrument for assessing cognitive men-
tal status, the MMSE was designed to accommo-
date patients who cannot maintain attention for 
long periods, particularly elderly individuals with 
delirium or dementia. The instrument is divided 
into two parts, both of which are administered by 
a clinician or nurse: The fi rst concerns the respon-
dent’s memory, attention span, and orientation 
in location and time, while the second asks the 
respondent to name certain objects, repeat phrases, 
follow verbal directions, and to copy both a sen-
tence and a fi gure using pencil and paper. The 
questionnaire can be used as a measure of the 
severity of cognitive impairment at a single 
moment, or it can be employed across different 
times and treatments to refl ect an individual’s 
changing cognitive abilities. As disturbed sleep is 
quite prevalent in elderly individuals – particularly 
those with dementia  [  1  ]  – a cognitive status exam 
like the MMSE may be especially useful for sleep 
specialists attempting to address the diagnosis 
and treatment of this patient population.  

  Population for Testing   Though the test was 
designed with elderly individuals in mind, it has 
been validated on a variety of adult patient popu-
lations, including those presenting with depressed 
and manic affective disorders, schizophrenia, and 
drug abuse issues.  

  Administration   Requiring between 10 and 
15 min for completion, the test is administered 
both verbally and using pencil and paper by 

trained third party. To purchase the scale from its 
publishers, individuals are required to complete a 
“PAR Customer Qualifi cation Form for Medical 
and Allied Health Professionals,” proving that 
they are trained in the administration, scoring, 
and interpretation of psychometric measures, or 
that they possess equivalent experience in the 
fi eld.  

  Reliability and Validity   An initial psychomet-
ric study performed by Folstein and colleagues 
 [  2  ]  found a test-retest reliability of .89 for the 
same tester and a reliability of .83 when two dif-
ferent examiners were used. More recently, the 
instrument has also been validated for use with 
cancer patients  [  3  ] , and individuals with acquired 
brain injury  [  4  ] .  

  Obtaining a Copy   An example of the original 
questionnaire is available from Folstein and 
colleagues  [  2  ] . The test is under copyright and 
recent versions can be purchased from publish-
ers  Psychological Assessment Resources  online 
at   www minimental.com.      

  Scoring   The instrument’s 11 items are scored 
using Likert-type scales that range from two to 
six options in length. Higher scores indicate bet-
ter cognitive function, with a maximum score of 
30. Though developers initially suggested a cut-
off score of 24, more recent normative data and 
cutoff scores are available for a variety of 
different age groups and education levels in a 
clinical guidebook published by the developers. 

      Mini-Mental State Examination 
(MMSE)          
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Additionally, scoring software can be purchased 
that generates detailed reports based on respon-
dent results.      
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  Purpose   As the original Checklist for Autism in 
Toddlers (CHAT) requires a home health visitor 
to observe the child in the family environment, 
the M-CHAT was designed to accommodate 
health-care systems in which home visits are not 
covered. Both questionnaires assess the risk for 
autism spectrum disorders (ASD) – the M-CHAT 
is designed to do so using only the behavioral 
reports of parents. Consisting of 23 “yes or no” 
questions, the instrument can be quickly admin-
istered by a family doctor at the time of the child’s 
18-month checkup, or can be used by specialists 
and other professionals for screening, research, 
or educational purposes. Though researchers 
have only recently begun to explore the manifes-
tation of sleep disorders in children with autism 
and other Pervasive Developmental Disorders, 
one review of the literature conducted by Johnson 
 [  1  ]  suggests that between 34% and 80% of these 
children have a sleep problem. Thus, these chil-
dren may be particularly overrepresented in a 
sleep clinic setting: The ability to properly screen 
for developmental disorders should be consid-
ered an asset for sleep specialists of all kinds.  

  Population for Testing   Studies validating the 
instrument have used sample of toddlers between 
16 and 30 months of age.  

  Administration   The questionnaire can be admin-
istered through interview or can be completed by 
parents with pencil and paper. About 5–10 min 
should be enough time for completion.  

  Reliability and Validity   Robins and colleagues 
 [  2  ]  found the test possessed an internal reliability 
of  a  = .85, a sensitivity of .87, specifi city of .99, 
a positive predictive power of .80, and a negative 
predictive power of .99.  

  Obtaining a Copy   The questionnaire is free for 
download and can be found, along with scoring 
materials, at:     www.fi rstsigns.org     

 Direct correspondence to: 
 Diana Robins, Department of Psychology, 
 University of Connecticut, 406 Babbidge Road, 
U-1020, 
 Storrs, Connecticut 06269-1020, USA  

  Scoring   Each “yes or no” answer is assigned a 
value of “pass” or “fail” using the scoring sheet 
provided at www.fi rstsigns.org. Those behaviors 
that are considered indicative of either autism or 
another pervasive developmental disorder count 
as “fails” – a total of three failed items may be 
cause for concern and the child should be referred 
for evaluation by a specialist. Developers also 
identifi ed 6 of the 23 items as highly discriminat-
ing factors in evaluating autism. Questions 7, 14, 
2, 9, 15, and 13 ask parents to assess their child’s 
response to his or her name, ability to use and 
understand pointing gestures, interest in other 
children, showing behavior, and ability to imitate. 
A “fail” on only two of these items would also 
represent a fail on the checklist.             

      Modifi ed Checklist for Autism 
in Toddlers (M-CHAT)        



226 52 Modifi ed Checklist for Autism in Toddlers (M-CHAT)



227Representative Studies Using Scale

   References 

   1.     Johnson, C. R. (1996). Sleep problems in children with 
mental retardation and autism.  Child and Adolescent 
Psychiatric Clinics of North America, 5 , 673–683.  

   2.     Robins, D. L., Fein, D., Barton, M. L., & Green, J. A. 
(2001). The modifi ed checklist for autism in toddlers: an 
initial study investigating the early detection of autism 
and pervasive developmental disorders.  Journal of 
Autism and Developmental Disorders, 31 (2), 131–144.  

   Representative Studies Using Scale 

    Limperopoulos, C., Bassan, H., Sullivan, N. R., Soul, J. S., 
Robertson, R. L., Moore, M., Ringer, S. A., Volpe, J. J., 
& du Plessis, A. J. (2008). Positive screening for autism 
in ex-preterm infants: prevalence and risk factors. 
 Pediatrics, 121 (4), 758–765.     

© 1999 Robins et al.  [  2  ] .





229A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Sleep Scales,
DOI 10.1007/978-1-4419-9893-4_53, © Springer Science+Business Media, LLC 2012

  53

  Purpose   The MDQ is a 13-item questionnaire 
designed to screen for bipolar spectrum disorders 
using DSM-IV criteria  [  1  ] . Items refer to a variety 
of manifestations of mania, including hyperactiv-
ity, irritability, sleeping behavior, concentration, 
activity levels, and risky behavior.  

  Population for Testing   The scale was initially 
validated in a population of psychiatric clinic 
outpatients aged 18–80 years, and has since been 
employed in a sample of the general population 
as well.  

  Administration   The scale is a self-report, paper-
and-pencil measure requiring 3–5 min for 
completion.  

  Reliability and Validity   In an initial psychomet-
ric evaluation of the scale, Hirschfeld and col-
leagues  [  1  ]  administered both a diagnostic 
interview and the MDQ by telephone and found 

an internal consistency of .90. Researchers chose 
a cutoff score of 7, which provided a sensitivity of 
.73 and a specifi city of .90. In a follow-up study, 
the scale was evaluated as a measure for screening 
within the general population. Hirschfeld and col-
leagues  [  2  ]  found an internal consistency of .84, a 
sensitivity of .28, and a specifi city of .97.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by devel-
opers  [  1  ] .  

  Scoring   Each item describes a symptom or 
behavior characteristic of mania (e.g., racing 
thoughts, increased energy) and asks respondents 
to indicate whether there has been a period in 
their life when they have experienced these 
issues. A response of “yes” is scored as a positive 
indication of a bipolar spectrum disorder. 
Hirschfeld and colleagues  [  1  ]  recommend a cut-
off score of seven for screening purposes.       

      Mood Disorder Questionnaire 
(MDQ)        
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  Purpose   Consisting of 19 items, the scale 
was developed to assess individual differences 
in morningness and eveningness – the degree to 
which respondents are active and alert at certain 
times of day. Scale items query preferences in 
sleep and waking times, and subjective “peak” 
times at which respondents feel their best.  

  Population for Testing   The questionnaire was 
fi rst validated with individuals aged 18–32 years.  

  Administration   A self-report, paper-and-pencil 
measure, the scale requires between 10 and 15 min 
for completion.  

  Reliability and Validity   Horne and Östberg  [  1  ]  
conducted an evaluation of the scale’s psychomet-
ric properties and found that individuals placed 
within each of the scale’s fi ve diagnostic catego-
ries possessed signifi cantly different waking oral 
temperatures. More recently, research has indi-
cated that the scale’s inter-item correlations are 
merely moderate, ranging from − .02 to + .61, sug-
gesting that the scale is actually composed of two 
factors  [  2  ] . Still, the full scale internal consistency 

remained suffi cient at .82, supporting the use of a 
global score.  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  1  ] .  

  Scoring   The scale is composed of both Likert-
type and time-scale questions. The Likert-type 
items present four options with the lowest val-
ues indicating defi nite eveningness. Similarly, 
the time-scale items are divided into periods of 
15 min spanning a time frame of 7 h. Each sec-
tion of the scale is assigned a value of 1 through 
5. To obtain a global score, each item is totaled 
and the sum is converted to a 5-point scale: defi -
nitely morning type (70–86), moderately morning 
type (59–69), neither type (42–58), moderately 
evening type (31–41), and defi nitely evening type 
(16–30). However, fi nding that these cutoffs 
under-identifi ed morningness types in a popula-
tion of Austrian students, researcher Neubauer 
 [  3  ]  suggested that the scale may need to be 
adapted to the specifi c region in which it is being 
used to accommodate variations in circadian 
rhythms.  

      Morningness-Eveningness 
Questionnaire          
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 Reprinted Horne & Östberg  [  1  ]  Copyright © 1976, Gordon and Breach, Science Publishers Ltd.           
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  Purpose   The MEI is a 27-item scale created to 
assess fatigue and lassitude. The scale was ini-
tially developed for the purpose of evaluating 
interventions to improve motivation and energy 
in patients with depression, though with further 
evaluation, its clinical applications could be 
extended to other patient groups  [  1  ] . The MEI 
assesses three factors: mental or cognitive energy, 
social motivation, and physical energy.  

  Population for Testing   The scale was initially 
validated in a population of patients experiencing 
a major depressive episode. Participant ages 
ranged from 18 to 76 years.  

  Administration   The scale is a self-report, paper-
and-pencil measure requiring between 5 and 10 
min for completion.  

  Reliability and Validity   Researchers Fehnal 
and colleagues  [  1  ]  have evaluated the scale’s psy-
chometric properties and demonstrated an inter-
nal consistency ranging from .75 to .89. Scores 

on the MEI were moderately correlated with 
results obtained on the HAM-D (Chap.   42    ), a 
scale to evaluate symptoms of depression, and 
each of the three subscales was found to be sensi-
tive to changes in depressive symptoms resulting 
from treatment with antidepressants.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by devel-
opers  [  1  ] . 

 Direct correspondence to: 
 S.E. Fehnel 
 Email: sfehnel@rti.org  

  Scoring   Respondents use scales ranging from 0 
(indicating that the behavior is never present) to 5 
or 6 (a behavior or feeling that is present very fre-
quently or all of the time). Items 3–11, 13–15, 17, 
and 18 are reverse-scored in order to ensure that 
higher scores indicate greater levels of motivation 
and energy. To fi nd total scores for the three sub-
scales, sum the items that belong to each.  

      Motivation and Energy 
Inventory (MEI)        
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  Purpose   The 12-item scale was designed to 
assess individual differences in four separate 
domains of dream experience: vividness, useful-
ness, recall, and importance (the degree to which 
dreams feel personally relevant). Developers 
intended the scale to function as a tool for 
“studying the consequences and correlates of 
dreams”  [  1  ]  – a measure providing insight into 
the nature and function of personal differences 
in dreaming.  

  Population for Testing   The scale has been vali-
dated with individuals aged 17–50 years.  

  Administration   A short, self-report, paper-and-
pencil measure, the MDI requires less than 5 min 
for administration.  

  Reliability and Validity   Developers Kallmeyer 
and Chang  [  1  ]  have analyzed the scale’s psycho-
metric properties and have found an internal con-
sistency ranging from .64 to .73. They also 
demonstrated that the scale’s four factors – 

labeled importance, vividness, usefulness, and 
recall – account for 66.7% of the variance.  

  Obtaining a Copy   An example of the scale can 
be found in the original article published by 
developers  [  1  ] . 

 Direct correspondence to: 
 Edward C. Chang 
 Department of Psychology, 
Northern Kentucky University 
 Highland Heights, KY 41099, USA  

  Scoring   Using a 5-point, Likert-type scale, 
respondents indicate the degree to which they 
agree with a variety of statements about dream-
ing. The scale ranges from 1, meaning “strongly 
disagree,” to 5, “strongly agree.” Higher scores 
denote a greater endorsement of each of the 
scale’s four factors, indicating a higher degree 
of importance, vividness, usefulness, and recall 
ascribed by the respondent to his or her 
dreams.      

      Multidimensional Dream 
Inventory (MDI)          
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  Purpose   The MFI is a 20-item scale designed 
to evaluate fi ve dimensions of fatigue: general 
fatigue, physical fatigue, reduced motivation, 
reduced activity, and mental fatigue. By limiting 
the length of the questionnaire, developers hoped 
to accommodate those individuals who might 
fi nd larger measures especially tiring while still 
obtaining enough detailed information to exam-
ine multiple facets of fatigue.  

  Population for Testing   The scale has been 
 validated in a variety of participant populations, 
including cancer patients (mean age of 61 years), 
army recruits (mean age of 21 years), psychology 
students (mean age of 24 years), and individuals 
participating in a study of chronic fatigue syn-
drome (mean age of 39 years).  

  Administration   The MFI is a self-report, pencil-
and-paper measure requiring between 5 and 
10 min for completion.  

  Reliability and Validity   In an initial psycho-
metric evaluation  [  1  ] , developers reported an 

internal consistency ranging from .53 to .93. The 
scale was also found to be sensitive to differences 
between the participant groups.  

  Obtaining a Copy   An example of the question-
naire format is included in the original article 
published by developers  [  1  ] . 

 For a complete copy, direct correspondence to: 
 E.M.A. Smets 
 Academic Medical Centre,
University of Amster dam 
 Department of Medical Psychology 
 Amsterdam, the Netherlands  

  Scoring   Respondents use a scale ranging from 
1 to 7 to indicate how aptly certain statements 
regarding fatigue represent their experiences. 
Several positively phrased items are reverse-
scored. Higher total scores correspond with more 
acute levels of fatigue.  

      Multidimensional Fatigue 
Inventory (MFI)          
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  Purpose   The instrument was developed in order 
to assess individuals’ chronotypes – diurnal pref-
erences that manifest in personal sleep-wake 
rhythms. Consisting of 19 questions, the scale 
examines wake and sleep schedules (on both work 
and free days), energy levels throughout the day, 
sleep latency and inertia, and exposure to day-
light. Individuals are also asked to subjectively 
rate themselves as one of seven possible chrono-
types ranging from extreme early (preferring to 
rise much earlier than others) to extreme late. This 
information is combined to determine the time of 
day at which the respondent is likely to feel most 
alert, placing them objectively in a chronotype 
category. Though potentially a valuable tool for 
clinical purposes, the instrument has primarily 
been used in research to investigate how chrono-
type relates to age, sex, and external environment 
(e.g., exposure to daylight, community).  

  Population for Testing   The scale has been vali-
dated in adults of college age and older.  

  Administration   Requiring between 5 and 10 min 
for completion, developers have created a Web 
site where individuals can take the self-report 
questionnaire and have their results sent to them 
by email. A second version of the questionnaire 
designed specifi cally for shift workers is also 
available.  

  Reliability and Validity   Zavada and colleagues 
 [  1  ]  conducted a large-scale study in which 

they compared the Horne-Ostberg Morningness-
Eveningness Questionnaire (MEQ; (Chap.   54    ) to 
the MCTQ. They found that MEQ scores corre-
lated highly with the midpoint of sleep on free 
days reported on the MCTQ ( r  = .70), and that a 
respondent’s sleep schedule on free days is a 
good predictor of that individual’s chronotype.  

  Obtaining a Copy   The questionnaire is avail-
able online at: http://chrono.biol.rug.nl/mctq-en.
html 

 Direct correspondence to: 
 Dr. M.C.M. Gordijn 
 P.O. Box 14, 9750 AA 
 Haren, the Netherlands. 
 Email: tvrbiol@rug.nl  

  Scoring   The scale is scored electronically by 
the Web site at which it is available. Total 
scores can range from 16 to 86, with the lowest 
values representing extreme-late chronotypes. 
However, personal scores are not available 
through the questionnaire’s Web site, which 
has been constructed for the sole purpose of 
the authors’ research. Rather, individuals com-
pleting questionnaires at the site receive an 
email providing statistical comparisons of 
themselves to others in their subjective chrono-
type. Thus, the Web site itself is of limited 
clinical or diagnostic utility and arrangements 
must be made with developers in order to make 
further use of the instrument.  

      Munich Chronotype Questionnaire 
(MCTQ)          
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              Reprinted by Permission of SAGE Publications, Roenneberg et al.  [  2  ] , copyright © 2002 by Till Roenneberg and 
Martha Merrow, LMU Müchen.            
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   Representative Studies Using Scale 
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  Purpose   This 20-item, Likert-type questionnaire 
was developed to study attitudes toward aggres-
sion in children and young adults. The fi rst section 
of the scale presents short scenarios in which one 
child behaves in a verbally or physically aggres-
sive manner toward a second child. The respon-
dent is asked to rate the acceptability of several 
different aggressive responses on the part of the 
second child. In the second section, individuals 
indicate how acceptable they fi nd generally aggres-
sive behaviors (e.g., insulting or pushing others). 
As sleep disturbances in children often occur in 
tandem with behavioral issues like aggression  [  1  ] , 
such an instrument possesses considerable clinical 
and research utility in the sleep medicine fi eld.  

  Population for Testing   The scale has been validated 
with a population ranging from 6 to 30 years of age.  

  Administration   Respondents give self-report 
answers to questions posed by an interviewer. 
The testing process requires 5–10 min.  

  Reliability and Validity   Developers have found 
an internal consistency ranging from .65 to .85  [  2  ] .  

  Obtaining a Copy   Use of the scale requires the 
permission of its developers. 

 Direct correspondence to: 
 L.R. Huesmann 
 Research Center for Group Dynamics 

 P.O. Box 1248, 426 Thompson Street 
 Ann Arbor, Michigan 48106–1248, USA 
 Email: huesmann@umich.edu  

  Scoring   For each question, respondents use a 
scale ranging from 1 (“perfectly OK”) to 4 
(“really wrong”) to indicate the acceptability of 
certain aggressive behaviors. For several items, 
the wording has been changed from positive to 
negative, and scoring is reversed (4 is “perfectly 
OK,” while 1 is “really wrong”). This encourages 
respondents to attend to each question carefully, 
and prevents them from answering with a set 
response. Scores are tallied and an average score 
is found for the scale as a whole, giving a General 
Approval of Aggression score. Additionally, 
scores are given on several different subscales by 
calculating the average of just the items included 
in that category. Subscales include Approval of 
Retaliation (Strong and Weak) and Approval of 
Retaliation (Against Males/Against Females).      

   References 

   1.     Blunden, S., Lushington, K., & Kennedy, D. (2001). 
Cognitive and behavioural performance in children 
with sleep-related obstructive breathing disorders. 
 Sleep Medicine Reviews, 5 (6), 447–461.  

   2.     Huesmann, L. R., Guerra, N. G., Miller, L., & Zelli, A. 
(1992). The role of social norms in the development of 
aggression. In H. Zumkley & A. Fraczek (Eds.), 
 Socialization and aggression  (139–151). New York: 
Springer.  

      Normative Beliefs About 
Aggression Scale          
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   Representative Studies Using Scale 

    Henry, D., Guerra, N., Huesmann, R., Tolan, P., VanAcker, R , 
& Eron, L. (2000). Normative infl uences on aggres-
sion in urban elementary school classrooms.  American 
Journal of Community Psychology, 28 (1), 59–81.  

    Souweidane, V., & Huesmann, L. R. (1999). The infl uence of 
American urban culture on the development of normative 
beliefs about aggression in Middle-Eastern immigrants. 
 American Journal of Community Psychology, 27 (2), 
239–254.      
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  Purpose   As sleep disturbances affect the 
 majority of individuals with Parkinson’s disease, 
Chaudhuri and colleagues created an instrument 
to evaluate sleep quality in this patient popula-
tion. The 15-item scale assesses sleep onset and 
maintenance, restlessness, nightmares and hallu-
cinations, nocturia, motor symptoms,  refreshment, 
and daytime sleepiness.  

  Population for Testing   The scale has been vali-
dated with Parkinson’s patients aged 38–89 
years.  

  Administration   Requires approximately 5 min 
for completion. The instrument is a self-report, 
pencil-and-paper measure, though caregivers 
may also respond as proxies.  

  Reliability and Validity   The developers  [  1  ]  
completed a psychometric evaluation of the 
instrument and found a test-retest reliability of 
.94. Additionally, patients diagnosed with more 
advanced stages of the disease receive signifi -
cantly lower scores on the scale than those in 
early stages (indicating more acute sleep 
disturbances).  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  1  ] . 

 Direct correspondence to: 
 K. R. Chaudhuri 
 Department of Neurology, King’s College 
Hospital 
 Denmark Hill, London SE5 9RS  

  Scoring   The instrument uses a visual analogue 
scale – a 100-mm line extending between two 
extremes on which respondents place marks 
meant to represent their experiences with sleep. 
Scores are found by measuring the distance, to 
the closest 0.1 cm, between the start of the line 
and the respondent’s mark. Lower scores indicate 
that sleep issues are “always” present and that 
sleep quality is “awful,” while higher scores mean 
that sleep diffi culties are “never” present. As 
results are converted to centimeters, total scores 
can range from 0 to 150. However, individuals 
responding to visual analogue scales are often 
reluctant to make use of the highest and lowest 
extremes. Developers suggest that items 1, 3, 14, 
and 15 may be particularly important for identi-
fying individuals who require further screening.            

      Parkinson’s Disease Sleep 
Scale (PDSS)          
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   Reference 

   1.     Chaudhuri, K. R., Pal, S., DiMarco, A., Whately-
Smith, S., Bridgman, K., Mathew, R. Pezzela, F. R., 
Forbes, A., Högl, B., & Trenkwalder, C. (2002). The 
Parkinson’s disease sleep scale: a new instrument for 
assessing sleep and nocturnal disability in Parkinson’s 
disease.  Journal of Neurology, Neurosurgery, & 
Psychiatry, 73 (6), 629–635.  

   Representative Studies Using Scale 

    Dhawan, V., Dhoat, S., Williams, A., DiMarco, A., Pal, S., 
Forbes, A., Tobias, A., Martinez-Martin, P., & Ray, C. K. 
(2006). The range and nature of sleep dysfunction in 

untreated Parkinson’s disease (PD). A comparative 
controlled clinical study using the Parkinson’s disease 
sleep scale and selective polysomnography.  Journal of 
Neurological Sciences, 248 (1–2), 158–162.  

    Hjort, N., Ostergaard, K., & Dupont, E. (2004). Improve-
ment of sleep quality in patients with advanced 
Parkinson’s disease treated with deep brain stimula-
tion of the subthalamic nucleus.  Movement Disorders, 
19 (2), 196–199.      
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  Purpose   Consisting of 8 questions, the scale is 
designed as a brief measure for evaluating sub-
jective experiences of daytime sleepiness in 
young students. While no time reference is spe-
cifi cally identifi ed by the questionnaire, items 
query feelings of drowsiness in a variety of set-
tings over the course of the day. The measure was 
initially designed to be used in research, but may 
also possess clinical and screening utility.  

  Population for Testing   The scale was designed 
for middle-school students aged 11–15 years.  

  Administration   A self-report measure com-
pleted with paper and pencil, the scale requires 
approximately 5 min for completion.  

  Reliability and Validity   A validation study con-
ducted by developers Drake and colleagues  [  1  ]  
demonstrated an internal consistency of .80.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by devel-
opers  [  1  ] . 

 Direct correspondence to: 
 Christopher L. Drake, Senior Bioscientifi c Staff 
 Sleep Disorders and Research Center, Henry 
Ford Hospital 
 2799 West Grand Blvd. 
 Detroit, MI 48202, USA 
 Telephone: 313-916-4455 
 Email: cdrake1@hfhs.org  

  Scoring   Using a Likert-type scale, respondents 
indicate how frequently they experience drowsi-
ness or alertness in certain situations. Responses 
are coded on a scale from 0 (“seldom”) to 4 
(“always”), except for item 3 for which the scale 
is reversed. Higher scores on the scale are indica-
tive of more acute daytime sleepiness.  

      Pediatric Daytime Sleepiness Scale 
(PDSS)        
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          Reprinted from Drake et al.  [  1  ] . Copyright © 2003, with permission from the American Academy of Sleep Medicine.      

   Reference 

   1.    Drake, C., Nickel, C., Burduvali, E., Roth, T., 
Jefferson, C., & Badia, P. (2003). The pediatric day-
time sleepiness scale (PDSS): sleep habits and school 
outcomes in middle-school children.  Sleep, 26  (4), 
455–458.  

   Representative Studies Using Scale 

    Beebe, D. W., Lewin, D., Zeller, M., McCabe, M., 
MacLeod, K., Daniels, S. R., & Amin, R. (2007). 
Sleep in overweight adolescents: shorter sleep, 

poorer sleep quality, sleepiness, and sleep-disordered 
breathing.  Journal of Pediatric Psychiatry, 32 (1), 
69–79.  

    Perez-Chada, D., Perez-Lloret, S , Videla, A. J., Cardinali, D , 
Bergna, M. A., Fernándaz-Acquier, M., Larrateguy, L , 
Zabert, G. E., & Drake, C. (2007). Sleep disordered breath-
ing and daytime sleepiness are associated with poor aca-
demic performance in teenagers. A study using the 
pediatric daytime sleepiness scale (PDSS).  Sleep, 30 (12), 
1698–1703.       
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  Purpose   Though numerous versions of the PedsQL 
have been developed as measures of health-related 
quality of life in pediatric patient populations, the 
PedsQL Multidimensional Fatigue Scale is the 
fi rst of these scales to deal specifi cally with sub-
jective experiences of fatigue. Composed of 18 
items, the instrument possesses three subscales: 
general fatigue, sleep and rest fatigue, and cogni-
tive fatigue. Both self-report and parental-report 
versions have been created to address issues of 
cross-informant discrepancies.  

  Population for Testing   A parental version can 
be completed for children aged 2 through 18, 
while the child self-report version has been vali-
dated with youth aged 5–18 years.  

  Administration   Both the self-report and care-
giver report forms are pencil-and-paper mea-
sures requiring between 10 and 15 min for 
completion. The scale should be read aloud to 
children 7 and younger and to those too fatigued 
or ill to complete the instrument themselves. 
As symptoms and experiences of fatigue may 
vary widely within such a large age range, 
slightly different versions exist for children 
2–4, 5–7, 8–12, and 13–18 in order to ensure 
age-appropriateness.  

  Reliability and Validity   In a psychometric eval-
uation conducted by Varni and colleagues  [  1  ] , 
researchers demonstrated an internal consistency 
ranging from 77 to 93, and found that scores on the 
fatigue scale signifi cantly differentiated between 
patient samples and healthy controls.  

  Obtaining a Copy   The instrument is under 
copyright and can be obtained from publishers 
MAPI Research Trust at their Web site:     http://
www mapi-trust.org/     

 Direct correspondence to: 
 James W. Varni 
 Center for Child Health Outcomes, Children’s 
Hospital and Health Center 
 3020 Children’s Way, San Diego 
 CA 92123, USA 
 Email: jvarni@chsd.org  

  Scoring   Respondents use a Likert-type scale to 
indicate how frequently certain fatigue-related 
symptoms and complaints trouble them. The 
scale ranges from “never” (which receives a score 
of 100) and “almost always” (which receives 0). 
Higher scores indicate a better health-related 
quality of life and less acute fatigue. Total and 
subscale scores are obtained by averaging scores 
on each relevant item.            

      Pediatric Quality of Life Inventory 
(PedsQL) Multidimensional 
Fatigue Scale          
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  Purpose   Designed to screen for sleep problems 
in children. A shorter version is shown (follow-
ing) which specifi cally relates to sleep-disordered 
breathing (SDB) in children. The scale consists 
of 22 parent-reported items examining snoring 
and breathing problems, daytime sleepiness, inat-
tention, hyperactivity, and other signs and symp-
toms of apnea including obesity and nocturnal 
enuresis.  

  Population for Testing   The scale has been vali-
dated with patients aged 2–18 years.  

  Administration   Requiring between 5 and 
10 min for completion, the instrument is a self-
report measure that solicits responses from par-
ents or caregivers.  

  Reliability and Validity   Developers Chervin 
and colleagues  [  1  ]  evaluated the scale against the 
results of polysomnography and found a sensitiv-
ity ranging from .81 to .85, a specifi city of .87, an 
internal consistency of .66 to .89, and a test–retest 
reliability of .66 to .92.  

  Obtaining a Copy   Questionnaire examples 
can be found in developers’ original published 
article  [  1  ] . 

 Direct correspondence to: 
 R.D. Chervin 
 Sleep Disorders Center, University Hospital 
8D8702 
 P.O. Box 0117, 1500 E. Medical Center 
 Dr Ann Arbor, MI 48109-0117, USA 
 Email: chervin@umich.edu  

  Scoring   The majority of items are responded to 
with simple “yes” or “no” answers, and receive 
scores of 1 or 0 respectively. However, ques-
tions concerning inattention and hyperactivity 
are completed using a Likert-type scale which is 
later made binary – “does not apply” and 
“applies just a little” are scored as 0 and “applies 
quite a bit” and “defi nitely applies most of the 
time” receive a score of 1. While this “yes/no” 
system of scoring ensures that respondents who 
shy away from the most extreme values of the 
scale are still counted within applicable catego-
ries, it also prevents the instrument from distin-
guishing between different degrees of disorder 
severity.                                                

      Pediatric Sleep Questionnaire (PSQ)        
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         63.1 Instructions for Scoring the 
Pediatric Sleep Questionnaire: 
Sleep-Related Breathing 
Disorders (SRBD) Scale 

 The 22 items of the SRBD Scale are each answered 
yes = 1, no = 0, or don’t know = missing. The 
number of symptom-items endorsed positively 
(“yes”) is divided by the number of items answered 
positively or negatively; the denominator    there-
fore excludes items with missing responses and 
items answered as don’t know. The result is a 
number, a proportion that ranges from 0.0 to 1.0. 
Scores >0.33 are considered positive and sugges-
tive of high risk for a pediatric sleep-related 
breathing disorder. This threshold is based on a 
validity study that suggested optimal sensitivity 
and specifi city at the 0.33 cut-off [ 1 ], but this 
number could be lowered in practice if increased 
sensitivity is a priority, or raised if increased spec-
ifi city is a priority. Additional references that sup-
port the validity of the SRBD Scale, or employ it 
in research, are listed below [ 2–7 ].  

   Reference 

   1.     Chervin, R. D., Hedger, K., Dillon, J. E., & Pituch, K. 
J. (2000). Pediatric sleep questionnaire (PSQ): validity 
and reliability of scales for sleep-disordered breathing, 
snoring, sleepiness, and behavioral problems.  Sleep 
Medicine, 1 , 21–32.  

   Representative Studies Using Scale 

    Archbold, K. H., Pituch, K. J., Panahi, P., & Chervin, R. 
D. (2002). Symptoms of sleep disturbances among 
children at two general pediatric clinics.  The Journal 
of Pediatrics, 140 (1), 97–102.  

    Chervin, R. D., Archbold, K. H., Dillon, J. E., Pituch, K. 
J., Panahi, P., Dahl, R. E., & Guilleinault, C. (2002). 
Associations between symptoms of inattention, hyper-
activity, restless legs, and periodic leg movements. 
 Sleep, 25 (2), 213–218.    
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2000;1:21–32.  

   2.     Chervin RD, Weatherly RA, Garetz SL et al. Pediatric 
sleep questionnaire: Prediction of sleep apnea and out-
comes. Archives of Otolaryngology-Head & Neck 
Surgery 2007;133(3):216–222.  

   3.     Chervin RD, Archbold KH, Dillon JE et al. Inattention, 
hyperactivity, and symptoms of sleep-disordered 
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   4.     Archbold KH, Pituch KJ, Panahi P, Chervin RD. 
Symptoms of sleep disturbances among children at two 
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   7.     Chervin RD, Ruzicka DL, Archbold KH, Dillon JE. 
Snoring predicts hyperactivity four years later. Sleep 
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  Purpose   Consisting of 30 items, the PSQ was 
developed as an instrument for assessing the 
stressful life events and circumstances that tend 
to trigger or exacerbate disease symptoms. With 
stress bearing signifi cantly on the quality and 
consistency of the sleep cycle  [  1  ] , the PSQ is a 
potentially valuable tool for evaluating the under-
lying causes of sleep disturbances. The scale is 
specifi cally recommended for clinical settings, 
though it has been employed in research studies 
as well.  

  Population for Testing   The PSQ has been vali-
dated with a population of in-patients, out-
patients, students, and health care workers with a 
mean age of 31.8 ± 13.9.  

  Administration   The scale is a self-report, pen-
cil-and-paper measure requiring between 10 and 
15 min for completion.  

  Reliability and Validity   Developers Levenstein 
and colleagues  [  2  ]  conducted a psychometric 
evaluation of the scale and found an internal con-
sistency ranging from 90 to .92 and a test–retest 
reliability of .82. Results of the PSQ correlated 

highly with trait anxiety and with scores on 
Cohen’s Perceived Stress Scale.  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  2  ] . 

 Direct correspondence to: 
 Cesare Balbo 43 
 00184 Rome, Italy  

  Scoring   In order to complete the PSQ, respon-
dents receive one of two sets of scoring instruc-
tions: the general questionnaire queries stressful 
feelings and experiences over the course of the 
previous year or two, while the recent question-
naire concerns stress during the last month. 
Respondents indicate on a scale from 1 (“almost 
never”) to 4 (“usually”) how frequently they 
experience certain stress-related feelings. Higher 
scores indicate greater levels of stress. A total 
score is found by tallying each item (questions 1, 
7, 10, 13, 17, 21, 25, and 29 are positive and are 
scored according to the directions accompanying 
the scale). A PSQ index can be found by subtract-
ing 30 from the raw score and dividing the result 
by 90, yielding a score between 0 and 1.  

      Perceived Stress Questionnaire (PSQ)        
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          Reprinted from Levenstein et al.  [  2  ] . Copyright © 1993, with permission from Elsevier. 
 Note: The 8 items listed above are inverted, i.e., 4=1, 3=2, 2=3, and 1=4.      
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  Purpose   The PHQ is a 10-item scale intended to 
evaluate symptoms of depression as defi ned by 
the International Classifi cation of Diseases-10. 
The questionnaire is a simple and inexpensive 
screening tool for clinical depression, designed to 
improve rates of diagnosis among primary care 
physicians. With its proven psychometric proper-
ties, it is also suitable for use in research.  

  Population for Testing   The scale has been vali-
dated with a population of primary care patients 
between the ages of 18 and 65 years.  

  Administration   The PHQ is a self-report, paper-
and-pencil measure requiring no more than 5 min 
for completion.  

  Reliability and Validity   The scale’s psycho-
metric properties have been analyzed by Rizzo 
and colleagues  [  1  ] . Their research indicates an 
internal consistency of .79 and a test–retest reli-
ability ranging from 38 to 62. Additionally, 
they found that a cutoff score of 9 yields a 

 sensitivity of .78 and a specifi city of .83. 
Approximately one-third of those individuals 
scoring above 9 were considered false positives. 
Researchers were also hoping the measure 
could be used to screen for individuals who 
might benefi t from treatment with anti-
depressants: in this regard, a cutoff score of 
10 provided good sensitivity (.84) and speci-
fi city (.78).  

  Obtaining a Copy   A copy of the scale can be 
found in an article published by Rizzo and col-
leagues  [  1  ] .  

  Scoring   Respondents rate the frequency with 
which they have experienced each depressive 
symptom over the previous two weeks: scales 
range from 0 (“never”) to 2 (“most days”). Total 
scores fall between 0 and 20, with higher scores 
indicating more acute depressive symptoms. A 
cutoff score of 9 is recommended for identifying 
individuals at high risk of experiencing clinical 
depression.  

      Personal Health Questionnaire 
(PHQ)        
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          Rizzo et al.  [  1  ] . © Cambridge Journals, reproduced with permission.      

   Reference 

   1.    Rizzo, R., Piccinelli, N., Mazzi, M. A., Bellantuono, C., 
& Tansella, M. (2000). The personal health question-
naire: a new screening instrument for detection of 
ICD-10 depressive disorders in primary care. 
 Psychological Medicine, 30 , 831–840.  

   Representative Studies Using Scale 

    Bellantuono, C., Mazzi, M. A., Tansella, M., Rizzo, R., & 
Goldberg, D. (2002). The identifi cation of depression 
and the coverage of antidepressant drug prescriptions 
in Italian general practice.  Journal of Affective 
Disorders, 72 (1), 53–59.  

    Husain, N., Creed, F., & Tomenson, B. (2000). Depression 
and social stress in Pakistan.  Psychological Medicine, 
30 , 395–402.     
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  Purpose   The scale was developed as an alterna-
tive to traditional subjective measures of sleepi-
ness. Where most self-report questionnaires 
require at least minimal literacy skills, the picto-
rial faces scale is accessible to a much wider 
population. Children, individuals new to the 
English language, and adults not profi cient in 
reading are all capable of completing the scale.  

  Population for Testing   The scale has been vali-
dated with individuals aged 4–73.  

  Administration   Requiring approximately 3 min 
for administration, the scale is a self-report, 
paper-and-pencil measure.  

  Reliability and Validity   In an initial validation 
study  [  1  ] , developers found that results on the 
 pictorial faces scale correlated highly with median 
scores obtained on the Karolinska Sleepiness Scale 
(Chap.   47    ) and the Stanford Sleepiness Scale 
(Chap.   91    ). In terms of the suitability of the cartoon 

faces used on the scale, 99% of participants were 
able to rank each face in the correct order of 
sleepiness.  

  Obtaining a Copy   An example of the faces used 
can be found in the original article published by 
developers  [  1  ] . 

 Direct correspondence to: 
 C.C. Maldonado 
 School of Physiology, University of Witwatersrand 
 Private Bag 3, Wits 2050, South Africa 
 Email: sleep@physiology.wits.ac.za  

  Scoring   Respondents are presented with fi ve 
faces indicating varying degrees of sleepiness, 
and are asked to select the face most represen-
tative of their current state. Likert-type values 
can be assigned to each face, allowing research-
ers to draw comparisons between and within 
subjects.  

      Pictorial Sleepiness Scale Based 
on Cartoon Faces        
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   Reference 

   1.    Maldonado, C. C., Bentley, A. J., & Mitchell, D. 
(2004). A pictorial sleepiness scale based on cartoon 
faces.  Sleep, 27 (3), 541–548.  

   Representative Studies Using Scale 

   None.     

          Reprinted with permission. Copyright © Alison Bentley 2004. Reproduction or duplication without written consent is 
prohibited.      
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  Purpose   As psychiatric disorders are often asso-
ciated with sleep disturbances, the PSQI was 
designed to evaluate overall sleep quality in these 
clinical populations. Each of the questionnaire’s 
19 self-reported items belongs to one of seven 
subcategories: subjective sleep quality, sleep 
latency, sleep duration, habitual sleep effi ciency, 
sleep disturbances, use of sleeping medication, 
and daytime dysfunction. Five additional ques-
tions rated by the respondent’s roommate or bed 
partner are included for clinical purposes and are 
not scored.  

  Population for Testing   The developers’ initial 
psychometric analysis of the instrument was con-
ducted with individuals aged 24–83 years  [  1  ] . The 
questionnaire has been validated with a variety of 
clinical populations, including: patients with 
major depressive disorder, disorders of initiating 
and maintaining sleep, disorders of excessive 
somnolence, cancer  [  2  ] , and fi bromyalgia  [  3  ] .  

  Administration   A self-report, pencil-and-paper 
measure, the instrument should require between 
5 and 10 min for completion.  

  Reliability and Validity   Though there have 
been a variety of studies assessing the psycho-
metric properties of the scale, the developers’ 

 initial evaluation  [  1  ]  found an internal reliability 
of   a   = .83, a test–retest reliability of .85 for the 
global scale, a sensitivity of 89.6%, and a speci-
fi city of 86.5%.  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  1  ] . 

 Direct correspondence to: 
 Dr. C.F. Reynolds 
 Western Psychiatric Institute and Clinic, University 
of Pittsburgh 
 3811 O’Hara St. 
 Pittsburgh, PA 15213, USA  

  Scoring   A detailed guide to scoring is included 
in the original published article  [  1  ] . The ques-
tionnaire consists of a combination of Likert-
type and open-ended questions (later converted 
to scaled scores using provided guidelines). 
Respondents are asked to indicate how frequently 
they have experienced certain sleep diffi culties 
over the past month and to rate their overall sleep 
quality. Scores for each question range from 0 to 
3, with higher scores indicating more acute sleep 
disturbances. Developers have suggested a cut-
off score of 5 for the global scale as it correctly 
identifi ed 88.5% of the patient group in their 
validation study.       

      Pittsburgh Sleep Quality 
Index (PSQI)          
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Copyright 1989 and 2010, University of Pittsburgh. All rights reserved. Developed by   [  1  ]  of the University of Pittsburgh 
using National institute of Mental Health Funding.
Buysse et al.  [  1  ] .

   References 

   1.    Buysse, D. J., Reynolds, C. F., Charles, F., Monk, T. 
H., Berman, S. R., & Kupfer, D. J. (1989). The 
Pittsburgh sleep quality index: a new instrument for 
psychiatric practice and research.  Psychiatry Research, 
28 (2), 193–213.  

   2.    Dudley, W. N. (2004). Psychometric evaluation of the 
Pittsburgh sleep quality index in cancer patients. 
 Journal of Pain and Symptom Management, 27 (2), 
140–148.  

   3.    Osorio, C. D., Gallinaro, A. L., Lorenzi-Filho, G., & 
Lage, L. G. (2006). Sleep quality in patients with fi bro-
myalgia using the Pittsburgh sleep quality index. 
 Journal of Rheumatology, 33 (9), 1863–1865.  

   Representative Studies Using Scale 

    Dolberg, O. T., Hirschmann, S., & Grunhaus, L. (1998). 
Melatonin for the treatment of sleep disturbances in 
major depressive disorder.  American Journal of 
Psychiatry, 155 , 1119–1121.  

    Jennings, J. R., Muldoon, M. F., Hall, M. Buysse, D. J., & 
Manuck, S. B. (2007). Self-reported sleep quality is 
associated with the metabolic structure.  Sleep, 30 (2), 
219–223.      
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  Purpose   Consisting of 65 items, the POMS 
was designed to evaluate individuals within 
seven different mood domains: fatigue-inertia, 
anger-hostility, vigor-activity, confusion-
bewilderment, depression-dejection, tension-
anxiety, and friendliness. The scale has been 
recommended for evaluating affective changes 
over the course of brief treatment or assessment 
period. Sleep specialists are likely to fi nd the 
fatigue-inertia scale particularly relevant.  

  Population for Testing   Developers recommend 
the scale for individuals ages 18 and older.  

  Administration   The self-report, pencil-and-
paper measure requires between 5 and 10 min for 
completion. In order to purchase the scale, users 
must have completed graduate-level courses in 
psychometric measurement, or must be able to 
prove they possess equivalent levels of training or 
experience. A wide range of modifi ed and alterna-
tive versions have been created, including an ado-
lescent form  [  1  ]  and a brief form that consists of 
only 30 items  [  2  ] .  

  Reliability and Validity   Numerous studies 
examining the scale’s validity have been con-
ducted in a variety of patient populations. 
Research examining the factor structure of 
the scale demonstrated considerable support 
for most of the POMS’ seven factors – the 
fatigue-inertia subscale was found to have 
particular integrity  [  3  ] . Additionally, McNair 

and  colleagues  [  2  ]  reported an internal consis-
tency ranging from .84 to .95.  

  Obtaining a Copy   The questionnaire is under 
copyright and can be ordered online or by tele-
phone from Multi-Health Systems Inc.  
 Telephone: 1 800 268-6011 

  Scoring   The POMS-F requires respondents to 
indicate how well each item describes their mood 
over the past week using a fi ve-point scale rang-
ing from “not at all” to “extremely.” The instru-
ment is available in a quick-scoring format, 
where respondent’s answers automatically trans-
fer through onto the scoring template. Normative 
data and T-score conversions are available for 
each subscale in an accompanying manual.      

   References 

   1.     Terry, P. C., Lane, A. M., Lane, H. J., & Keohane, L. 
(1999). Development and validation of a mood mea-
sure for adolescents.  Journal of Sports Sciences, 
17 (11), 861–872.  

   2.     McNair, D., Lorr, M., & Droppleman, L. (1971). 
 Manual for the Profi le of Mood States . San Diego: 
Educational and Industrial Testing Service.  

   3.     Norcross, J. C., Guadagnoli, E., & Prochaska, J. O. 
(1984). Factor structure of the profi le of mood states 
(POMS): two partial replications.  Journal of Clinical 
Psychology, 40 (5), 1270–1277.  

      Profi le of Mood States (POMS)          

         Note: Many experts feel this scale has been  superceded 
by subsequent scales.   
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   Representative Studies Using Scale 

    Blesch, K. S., Paice, J. A., Wickham, R., Harte, N., 
Schnoor, D. K., Purl, S., Rehwalt, M, Kopp, P. L, 
Manson, S., & Coveny, S. B. (1991). Correlates of 
fatigue in people with breast or lung cancer.  Oncology 
Nursing Forum, 18 , 81–87.  

    Schwartz, A. L., Nail, L. M., Chen, S., Meek, P., 
Barsevick, A. M., King, M. E., & Jones, L. S. (2000). 

Fatigue  patterns observed in patients receiving 
 chemotherapy and radiotherapy.  Cancer Investigation, 
18 , 11–19.  

    Dinges, D. F., Pack, F., Williams, K., Gillen, K. A., Powell, 
J. W., Ott, G. E., Aptowicz, C., & Pack, A. I. (1997). 
Cumulative sleepiness, mood disturbance, and psy-
chomotor vigilance performance decrements during a 
week of sleep restricted to 4–5 hours per night.  Sleep, 
20 , 267–277.
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  Purpose   Designed to assess the social and 
 psychological factors associated with living with 
an illness, the 46-item PAIS is a semi-structured 
interview meant to evaluate seven domains of 
functioning related to adjustment to illness: 
health care orientation (attitudes, perceptions, 
and expectations regarding one’s health care), 
vocational environment, domestic environment, 
sexual relationships, extended family relation-
ships, social environment, and psychological 
distress.  

  Population for Testing   The PAIS has been vali-
dated with a variety of patient populations with 
mean ages ranging from 39.6 ± 12.1 years to 
59.8 ± 8.4 years. Normative data are available for 
a variety of patient groups including patients with 
lung cancer, those undergoing renal dialysis, and 
burn patients  [  1  ] .  

  Administration   The scale, requiring between 
20 and 30 min for completion, is administered 
in the form of a semi-structured interview by a 
trained clinician or interviewer. A self-report, 
pencil-and-paper version is also available for 
large-scale research purposes.  

  Reliability and Validity   In a review summariz-
ing the scale’s psychometric properties, scale 
developer Derogatis  [  2  ]  reports an internal consis-
tency ranging from .12 (for a domain that was later 
rewritten) to .93 and an interrater reliability of .33 
to .86. Additionally, high correlations were 

observed between the Global Adjustment to Illness 
Scale and total adjustment scores on the PAIS.  

  Obtaining a Copy   Sample items are included in 
the original article published by developers  [  2  ] . 

 For a complete version, contact: 
 Clinical Psychometric Research, 1228 
 Wine Spring Lane, Towson, MD 21204, USA 
 Telephone: 1-800-245-0277  

  Scoring   Each of the instrument’s 46 items is 
scored on a scale from 0 to 3, where 0 indicates 
the greatest adjustment to an illness and 3 denotes 
the most dysfunctional. The interview format 
offers suggested questions in order to elicit the 
responses required for each item, though some 
interviews may deviate from this structure slightly. 
Responses for the interview format are rated by a 
professional clinician or trained interviewer, and a 
total score is calculated and can then be compared 
to available normative data.      

   References 

   1.     Derogatis, L. R. & Derogatis, M. A. (1990).  PAIS & 
PAIS-SR: Administration, scoring & procedures man-
ual-II  (2 nd  ed.). Baltimore: Clinical Psychometric 
Research.  

   2.     Derogatis, L. R. (1986). The psychosocial adjustment 
to illness scale (PAIS).  Journal of Psychosomatic 
Research, 30 (1), 77–91.  

      Psychosocial Adjustment to Illness 
Scale (PAIS)          
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   Representative Studies Using Scale 

    Moser, D. K., & Dracup, K. (2004). Role of spousal anxi-
ety and depression in patients’ psychosocial recovery 
after a cardiac event.  Psychosomatic Medicine, 66 , 
527–532.  

    Goodwin, P. J., Ennis, M., Bordeleau, L. J., Pritchard, K. I., 
Trudeau, M. E., Koo, J., & Hood, N. (2004). 
Health-related quality of life and psychosocial status 
in breast cancer prognosis: analysis of multiple vari-
ables.  Journal of Clinical Oncology, 22 (20), 
4184–4192.      
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  Purpose   The QSQ is a 32-item scale designed to 
assess health-related quality of life in patients 
with Obstructive Sleep Apnea (OSA). The 
 instrument evaluates the impact of apnea in fi ve 
 different domains: hypersomnolence, daytime 
symptoms, nighttime symptoms, emotions, and 
social interactions. Developers Lacasse and col-
leagues  [  1  ]  created the questionnaire for use in 
clinical trials as a method for evaluating treat-
ment-induced changes. It was originally devel-
oped and validated in French (French-Canadian). 
This English version was provided by the authors, 
which they obtained from a translation/back-
translation process.  

  Population for Testing   The scale has been vali-
dated for obstructive sleep apnea patients with a 
mean age of 55 ± 10.  

  Administration   Requiring between 10 and 
15 min for completion, the questionnaire is a 
self-report, paper-and-pencil measure.  

  Reliability and Validity   Developers Lacasse 
and colleagues  [  1  ]  performed an initial psycho-
metric evaluation of the scale and found a test–
retest reliability ranging from .82 to .91 and an 
internal consistency of .68 to .94. The tool was 
also sensitive to changes in health-related 

 quality of life induced by treatment with CPAP. 
In order to allow other researchers to properly 
interpret changes seen over the course of treat-
ment, developers also calculated minimal 
clinically important differences for each 
domain: 1.8 for hypersomnolence, 2.0 for 
 daytime symptoms, 1.5 for nocturnal symp-
toms, 1.1 for emotions, and 2.5 for social 
interactions.  

  Obtaining a Copy   The scale is not provided in 
the original article. 

 Direct correspondence to: 
 Y. Lacasse 
 Centre de Pneumologie, Hopital Laval 
 2725 Chemin Ste-Foy 
 Ste-Foy, Quebec, Canada 
 G1V 4G5 
 Email: yves.lacasse@med.ulaval.ca  

  Scoring   Respondents use a seven-point Likert-
type scale to answer a variety of questions regard-
ing their experiences with OSA. Scores range 
from 1 to 7, with higher scores indicating better 
quality of life. Mean scores can be calculated for 
each domain, while a total score can also be 
obtained by averaging scores achieved on all 32 
items.  

      Quebec Sleep Questionnaire (QSQ)        
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   Reference 

   1.    Lacasse, Y., Bureau, M-P, Sériès, F. (2004). A new 
standardised and self-administered quality of life ques-
tionnaire specifi c to obstructive sleep apnoea.  Thorax, 
59 , 494–499.  

   Representative Studies Using Scale 

   None.       
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  Purpose   Quite similar to the Epworth Sleepiness 
Scale (ESS; Chap.   29    ), the RSS is a 12-item scale 
created to assess daytime sleepiness by asking indi-
viduals to rate their likelihood of falling asleep in a 
variety of situations. However, the RSS is different 
in that it explicitly queries involuntary experiences 
of somnolence, while the ESS does not specify 
such situations. Items are divided into two catego-
ries: those situations in which falling asleep is con-
sidered appropriate and those in which it is not.  

  Population for Testing   The scale has been vali-
dated with patients experiencing disordered sleep 
aged 18–71 years.  

  Administration   A self-report, paper-and-pencil 
measure, the RSS requires approximately 5 min 
for completion.  

  Reliability and Validity   A preliminary psycho-
metric evaluation  [  1  ]  found an internal consistency 

of .94 – quite a bit higher than the consistency 
found for the ESS in the same study (  a   = .86).  

  Obtaining a Copy   An example of the scale’s 
items can be found in an article published by 
Violani and colleagues  [  1  ] . 

 Direct correspondence to: 
 C. Violani 
 Telephone: +39-06-49917646 
 Email: cristiano.violani@uniroma1.it  

  Scoring   Respondents use a Likert-type scale 
ranging from 0 (“would never doze”) to 3 (“high 
chance of dozing”) to rate their likelihood of 
sleeping in situations that range from working 
at a desk to lying down while reading. Higher 
scores indicate a greater degree of daytime 
sleepiness.                         

      Resistance to Sleepiness Scale (RSS)        
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   Reference 

   1.    Violani, C., Lucidi, F., Robusto, E., Devoto, E., 
Zucconi, M., & Strambi, L. F. (2003). The assessment 
of daytime sleep propensity: a comparison between 
the Epworth Sleepiness Scale and a newly developed 
Resistance to Sleepiness Scale.  Clinical Neuro-
physiology, 114 , 1027–1033.  

   Representative Studies Using Scale 

   None     
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  Purpose   The RLSQoL is an 18-item scale ini-
tially designed to assess quality of life in patients 
with restless legs syndrome  [  1  ] . It has since been 
employed as an outcome measure in a variety of 
studies evaluating interventions to improve symp-
toms of restless legs syndrome. The scale queries 
the impact of restless legs syndrome on daily 
activity, morning and evening activity, concentra-
tion, sexual activity, and work.  

  Population for Testing   The scale has been vali-
dated in a population of restless legs syndrome 
patients aged 26–87 years.  

  Administration   The RLSQoL is a self-report, 
paper-and-pencil measure requiring between 
5 and 10 min for completion.  

  Reliability and Validity   According to a psycho-
metric evaluation study conducted by developers 
 [  1  ] , the RLSQoL possesses an internal consis-
tency of .92 and a test–retest reliability ranging 
from .79 to .84. The scale was found to be respon-
sive to changes in symptoms and it has been 
shown to distinguish between individuals with 
mild, moderate, and severe conditions.  

  Obtaining a Copy   A copy of the scale can be found 
in the original article published by developers  [  1  ] . 

 Direct correspondence to: 
 Linda Abetz 
 Email: linda.abetz@adelphi.co.uk  

  Scoring   The scoring process for the RLSQoL is 
relatively complicated for a scale of its kind. 
Items 1–5, 7–10, and 13 use scales ranging from 
1 to 5, with lower scores indicating a greater fre-
quency and interference of restless legs syn-
drome. The total score for these items is converted 
to a value between 0 and 100 using an algorithm 
provided along with the scale. Items 6 and 16–18 
require respondents to indicate how many days in 
the previous month or hours in the previous day 
they have been able to complete certain activities 
or have had their daily functioning interfered 
with. These items are scored as continuous vari-
ables (for example, ranging from 0 to 28 days for 
questions regarding number of days per month). 
Items 11, 12, 14, and 15 are categorical variables, 
where a response of “yes” receives (a 1), a 
response of “no” receives (a 2), and a response of 
“no because of other reasons” receives (a 3). 
Additional information regarding scoring proce-
dures and mean scores can be found in the origi-
nal article published by developers.      

      Restless Legs Syndrome Quality 
of Life Questionnaire (RLSQoL)        
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   Reference 

   1.    Abetz, L., Vallow, S. M., Kirsch, J., Allen, R. P., 
Washburn, T., & Earley, C. J. (2005). Validation of the 
restless legs syndrome quality of life questionnaire. 
 Value in Health, 8 (2), 157–167.  

   Representative Studies Using Scale 

    Morgan, J. C., & Sethi, K. D. (2007). Effi cacy and 
safety of pramipexole in restless legs syndrome. 
 Current Neurology and Neuroscience Reports, 7 (4), 
273–277.     

    Abetz et al.  [  1  ]  © John Wiley and Sons, reproduced with permission.      
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  Purpose   This fi ve-item, visual analogue scale 
was designed as an outcome measure for assess-
ing the perception of sleep in critically ill patients 
 [  1  ] . The scale evaluates perceptions of depth of 
sleep, sleep onset latency, number of awakenings, 
time spent awake, and overall sleep quality.  

  Population for Testing   The scale has been vali-
dated in a population of critical care patients 
between the ages of 55 and 79 years.  

  Administration   The scale is a self-report, paper-
and-pencil measure requiring approximately 2 min 
for completion. Developers chose a visual ana-
logue format to minimize the physical exertion 
and manual dexterity required to complete the 
scale  [  1  ] . Richards and colleagues also recom-
mend that the directions and scale items should be 
read aloud to respondents as initial testing sug-
gested that patients tended to experience some dif-
fi culties when no assistance was given.  

  Reliability and Validity   In a psychometric eval-
uation of the RCSQ  [  1  ] , researchers found an 
internal consistency of .90 and demonstrated that 
scores on the scale have a correlation of .58 with 
the same sleep variables as measured by PSG.  

  Obtaining a Copy   A copy of the scale’s items 
can be found in the original article published by 
developers  [  1  ] .  

  Scoring   For each item, respondents are given a 
visual analogue scale and are asked to place a 
mark on the line indicating where their own expe-
riences fi t between two extremes (for example, 
the degree to which they received a “good night’s 
sleep” or “a bad night’s sleep”). Scale lines extend 
from 0 to 100 mm, and scores are calculated by 
measuring where responses fall on each line. 
A total score is obtained by summing each score 
out of 100 and dividing the total by fi ve. Lower 
scores indicate a poorer quality of sleep.                

      Richards–Campbell Sleep 
Questionnaire (RCSQ)        
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  Copyright © Kathy Richards et al.  [  1  ] . Reprinted with permission. Reproduction of this scale is strictly prohibited.     
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   Reference 

   1.    Richards, K. C., O’Sullivan, P. S., & Phillips, R. L. 
(2000). Measurement of sleep in critically ill patients. 
 Journal of Nursing Measurements, 8 (2), 131–144.  

   Representative Studies Using Scale 

    Nicholás, A., Aizpitarte, E., Irruarizaga, A., Vázquez, M., 
Margall, A., & Asiain, C. (2008). Perception of night-
time sleep by surgical patients in an intensive care 
unit.  Nursing in Critical Care, 13 (1), 25–33.  

    Bourne, R. S., Mills, G. H., & Minelli, C. (2008) Melatonin 
therapy to improve nocturnal sleep in critically ill 
patients: encouraging results from a small randomised 
controlled trial.  Critical Care, 12 (2), R52.     

Note: It should be noted that a once off use of a visual analogue scale is highly suspect. When used 
on a reported basis for a single subject it can be very informative.
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  Purpose   The School Sleep Habits Survey is an 
eight-page, 63-item questionnaire designed to 
assess the sleep/wake habits and typical daytime 
functioning of high school students. As a thor-
ough method for data collection, the survey 
allows researchers and clinicians alike to gather 
valuable demographic and behavioral informa-
tion, including: sleep schedule regularity, school 
performance, daytime sleepiness, behavior prob-
lems, depressive mood, and bed times, rise times, 
and total sleep times for both weeknights and 
weekends  [  1  ] .  

  Population for Testing   The survey was origi-
nally administered to 3,000 high school students, 
grades 9–12.  

  Administration   Requiring approximately 20 min 
for completion, the scale is a self-report, paper-
and-pencil measure.  

  Reliability and Validity   As a general survey 
designed for data collection and not diagnostic or 
evaluative purposes, the scale’s psychometric 
properties have been analyzed only minimally. In 
a study by Carskadon and colleagues  [  2  ] , resear-
chers evaluated three of the survey’s subscales. 
The sleepiness scale was found to have an internal 
consistency of .70, the sleep/wake problem behav-
iors scale had an internal consistency of .75, and 
the depressive mood scale had an internal consis-
tency of .79 – a fi nding in line with the results of 
a previous study conducted by the subscale’s orig-
inal developers  [  3  ] .  

  Obtaining a Copy   The scale is available online 
from the Sleep for Science Sleep Research Lab: 
  http://www.sleepforscience.org/contentmgr/
showdetails.php/id/93    . 

 Direct correspondence to: 
 Amy R. Wolfson 
 College of the Holy Cross, Department of 
Psychology 
 Worcester, MA 01610, USA 
 Email: awolfson@holycross.edu  

  Scoring   In addition to collecting demographic 
information, the survey queries respondents about 
their sleeping and waking behaviors over the course 
of the previous 2 weeks. Each section of the survey 
employs a different response method. The section 
relating to sleepiness asks respondents to indicate 
whether or not they had struggled to remain awake 
in 10 different situations on a scale ranging from 1 
(“no”) to 4 (“both struggled to stay awake and fallen 
asleep”). Total scores on this scale can range from 
10 to 40, with higher scores indicating greater 
sleepiness. The sleep/wake problem behaviors scale 
queries the frequency of 10 different behaviors 
using a scale that ranges from 5 (“everyday”) to 1 
(“never”), with possible total scores ranging from 
10 to 50. Finally, the depressive mood scale consists 
of six items, with a response scale ranging from 1 
(“not at all”) to 3 (“somewhat too much”). Higher 
scores on this scale indicate more acute depressive 
symptoms. These subscales may be used separately 
to aid in diagnosis or they can be considered in rela-
tion to other survey information collected.                                                      

      School Sleep Habits Survey        
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  Purpose   The SEMSA was developed in response 
to research indicating that cognitive factors like 
self-effi cacy can signifi cantly predict compliance 
with continuous positive airway pressure (CPAP), 
even in the fi rst week of treatment  [  1  ] . The scale 
consists of 26 items and evaluates three cognitive 
subscales: the perceived risk of obstructive sleep 
apnea, CPAP outcome expectations, and treat-
ment self-effi cacy. By examining these cognitive 
issues prior to treatment, clinicians can identify 
those patients with low levels of self-effi cacy and 
initiate educational interventions to improve 
treatment outcomes.  

  Population for Testing   The scale has been eval-
uated in a study of participants with a mean age 
of 47.7 ± 12.3 years.  

  Administration   The SEMSA is a self-administered, 
paper-and-pencil measure requiring approximately 
15 min for completion.  

  Reliability and Validity   In a psychometric eval-
uation conducted by Weaver and colleagues  [  2  ] , 
the scale was found to have an internal consis-
tency of .92 and a test–retest reliability ranging 
from .68 to .77.  

  Obtaining a Copy   An example of the scale’s 
items can be found in the original article pub-
lished by developers  [  2  ] . 

 Direct correspondence to: 
 Terri E. Weaver 
 University of Pennsylvania School of Nursing 
 420 Guardian Drive 
 Philadelphia, PA 19104-6096, USA 
 Email: tew@nursing.upen.edu  

  Scoring   Respondents use a four-point, Likert-
type scale ranging from 1 to 4 to indicate their 
agreement with statements regarding the risks of 
OSA, their expectations for treatment, and their 
dedication to CPAP therapy. For each of the 
instrument’s subscales, resulting scores indicate 
different things. High scores on the perceived 
risk scale denote greater perceived risks of OSA; 
high scores on the outcome expectations scale 
denote more positive beliefs about treatment; 
high scores on the treatment self-effi cacy scale 
denote a greater willingness to engage in CPAP 
treatment despite certain obstacles. These three 
scores can be used to target specifi c patient cog-
nitions that could potentially hinder treatment 
outcomes.  

      Self-Effi cacy Measure for Sleep 
Apnea (SEMSA)        
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  Purpose   Consisting of 36 items, the SF-36 is a 
brief survey designed to assess functional health 
and well-being in a variety of age, disease, and 
control populations     [  1  ] . Each question relates to 
one of eight domains: physical functioning, role-
physical, bodily pain, general health perceptions, 
vitality, social functioning, role-emotional, and 
mental health. Results from these subscales con-
tribute to scores for overall physical and mental 
health. As the scale is sensitive to change, its 
developers recommend it particularly for assess-
ing treatment outcomes. The most recent version, 
Version 2.0, was designed to improve the wording 
and layout of the survey and to simplify its use.  

  Population for Testing   The survey is intended 
for adults 18 and older.  

  Administration   The SF-36 is a self-report 
measure requiring between 5 and 10 min for 
completion. QualityMetric, an organization cre-
ated by the survey’s developers, has made the 
survey available in a variety of formats. It can be 
administered by interview, online, by fax, and 
using traditional pencil and paper. In order to 
use the SF-36, permission must be obtained 
from QualityMetric. Licenses are granted fol-
lowing the submission and review of a “Survey 
Information Request Form.” A short-form ver-
sion is also available.  

  Reliability and Validity   Though a number of studies 
examining the scale’s psychometric  properties have 
been conducted, one of the largest involved a sample 

of more than 3,000 participants  [  2  ] . Researchers 
found an internal consistency ranging from .78 to 
.93, and demonstrated powerful item-discriminant 
validity – for 99.5% of all tests, items were highly 
correlated with the scales to which they belonged. 
The SF-36’s user manual  [  3  ]  also lists subscale reli-
ability scores as ranging from .68 to .93.  

  Obtaining a Copy   The scale is under copyright 
and can be purchased through QualityMetric at 
  http://www.qualitymetric.com/    .  

  Scoring   Respondents use Likert-type scales to 
rate the quality of their health and to indicate how 
it has affected their daily functioning over the 
course of the past month. The scale uses norm-
based scoring where scores of 50 are considered 
average, with scores of 0 being the lowest and 
100 being the highest. Each item is weighted 
equally, so it is not necessary to standardize them. 
User’s manuals that describe the scoring process 
in detail can be purchased from QualityMetric, 
along with scoring software that will perform cal-
culations electronically.      
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  Purpose   The SLEEP-50 consists to 50 items 
designed to screen for a variety of sleep disorders 
in the general population. The scale consists of 
nine subscales, refl ecting some of the most com-
mon disorders and complaints related to sleep and 
the factors required for diagnosis with the  DSM-IV : 
sleep apnea, insomnia, narcolepsy, restless legs/
periodic leg movement disorder, circadian rhythm 
sleep disorder, sleepwalking, nightmares, factors 
infl uencing sleep, and the impact of sleep com-
plaints on daily functioning      [  1  ] .  

  Population for Testing   The scale has been vali-
dated in a population of sleep clinic patients with a 
mean age of 47.6 ± 12.2 years and in a group of col-
lege students with a mean age of 22.3 ± 3.4 years.  

  Administration   The SLEEP-50 is a self-report, 
paper-and-pencil measure requiring between 
5 and 10 min for administration.  

  Reliability and Validity   In an evaluation of the 
scale’s psychometric properties, Spoormaker and 
colleagues  [  1  ]  found an internal consistency of .85 
and a test–retest reliability of .78. Additionally, ten 
factors were able to explain 67.5% of the variance 
and, in terms of predictive validity, individuals 
found to possess certain sleep disorders scored 

 signifi cantly higher on those subscales of the ques-
tionnaire than other participants.  

  Obtaining a Copy   A copy of the scale can be found 
in the original article published by developers  [  1  ] . 

 Direct correspondence to: 
 Victor I. Spoormaker 
 Department of Clinical Psychology, 
Utrecht University 
 P. O. Box 80.140 
 3508 TC Utrecht, The Netherlands 
 Email: v.i.spoormaker@fss.uu.nl  

  Scoring   For each item, respondents are provided 
with a scale ranging from 1 (“not at all”) to 4 (“very 
much”) and are asked to indicate the extent to 
which the statement has matched their experience 
over the previous    month. Total scores can be calcu-
lated for each subscale. In order to diagnose a sleep 
disorder using the questionnaire, developers rec-
ommend that respondents should meet a cutoff 
score for that subscale while also endorsing a score 
of at least 3 or 4 on the relevant impact scale. For 
their own analyses, Spoormaker and colleagues  [  1  ]  
used cutoff points that optimized the sensitivity and 
specifi city of specifi c subscales. A list of these 
points can be found in the original article.  

      Sleep-50 Questionnaire        
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    Copyright © Victor Spoormaker et al.  [  1  ]  2005. Reprinted with permission.      
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  Purpose   The SBS is a revised version of 
the Sleep Hygiene Awareness and Practice Scale. 
Possessing a simplifi ed scoring method, the SBS 
consists of the nine most salient questions from 
the previous scale, along with 11 relevant addi-
tions. The scale requires respondents to indicate 
how certain behaviors (e.g., drug consumption, 
daytime and evening activities) can infl uence the 
quality and quantity of an individual’s sleep. 
Since the tool assesses the beliefs and attitudes of 
a respondent, it may be relevant for both clinical 
and research purposes – as a means for evaluating 
an educational program, for example, or as an 
instrument for examining sleep beliefs in treat-
ment and clinical populations.  

  Population for Testing   The scale has been vali-
dated with university students aged 18–33 years. 
However, as sleep habits and behaviors often 
change dramatically with age, future studies 
featuring older participant populations may be 
valuable.  

  Administration   Requiring between 5 and 10 min 
for completion, the SBS is a simple, self-report 
measure administered with pencil and paper.  

  Reliability and Validity   Initial psychometric 
evaluations  [  1  ]  have demonstrated an internal 

consistency of .71. The scale’s potential uses with 
older adults still need to be evaluated.  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  1  ] . 

 Direct correspondence: 
 Ana Adan 
 Department of Psychiatry and Clinical 
Psychobiology 
 School of Psychology, 
University of Barcelona 
 Passeig Vall d’Hebrón 171, 08035 
 Barcelona, Spain  

  Scoring   Each item of the SBS requires respon-
dents to indicate how certain behaviors affect 
the sleep quality and quantity of most individu-
als. Respondents choose one of three options: 
“positive effect,” “negative effect,” or “neither 
effect.” For most items, the behaviors examined 
possess a negative effect – questions 5, 9, 15, 
and 19, however, are positive. Correct responses 
are tallied and can be compared to the responses 
of other research populations and participants, 
or can be used to evaluate a change in beliefs 
over time.      

      Sleep Beliefs Scale (SBS)        
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   Reference 

   1.    Adan, A., Fabbri, M., Natale, V., & Prat, G. (2006). 
Sleep beliefs scale (SBS) and circadian typology. 
 Journal of Sleep Research, 15 (2), 125-132.  

   Representative Studies Using Scale 

   None.     

    Adan et al.  [  1  ] . © John Wiley and Sons, reproduced with permission.      
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  Purpose   The SDIS-A is composed of 35 items 
designed to screen for a variety of sleep disorders 
in adolescents, including: obstructive sleep apnea, 
periodic limb movement disorder, delayed sleep 
phase syndrome, excessive daytime sleepiness, 
narcolepsy, overall sleep disturbance, bruxism, 
somnambulism, sleep-talking, night terrors, and 
nocturnal enuresis. Though not a substitute for 
clinical diagnosis, the instrument is brief and easy 
to administer, and it addresses the most common 
sleep complaints faced by youth populations, 
making it a potential tool for screening.  

  Population for Testing   The adolescent form is 
indicated for use with youth ages 11–18 years. A 
second version designed for children 2–10 is also 
available (Chap.   80    ).  

  Administration   The pencil-and-paper measure 
is completed by a parent or caregiver on behalf of 
the adolescent in question. It requires between 10 
and 15 min for completion.  

  Reliability and Validity   Developer Luginbuehl 
 [  1  ]  conducted a psychometric evaluation of the 
questionnaire and found a predictive validity of 
96%, an internal consistency of .92, and a test–
retest reliability of .86.  

  Obtaining a Copy   The scale is under copyright 
and is available from publishers Child Uplift Inc. 
at their website: 
   http://www.sleepdisorderhelp.com/index.php     

 Direct correspondence to: 
 Child Uplift Inc.   P.O. Box 146 
 Fairview, WY  

  Scoring   The majority of questions ask respon-
dents to rate, on a seven-point, Likert-type 
scale, how frequently their child exhibits cer-
tain sleep behaviors. Additional items related to 
general childhood health issues are presented in 
a “yes/no” format. Researchers and clinicians 
hoping to use the scale are fi rst required to 
 purchase a kit containing a technical manual 
and a computerized scoring program for the 
scale. Though the manual describes the process 
of hand-scoring, electronic scoring is recom-
mended as it creates an interpretive read-out 
that may be more useful for screening purposes. 
Read-outs provide T-scores and percentiles for 
each disorder evaluated. Based on normative 
data, results for each domain are placed in one 
of three categories: “normal,” “caution,” and 
“high risk.”      

   Reference 

   1.     Luginbuehl, M. (2003). The initial development and 
validation study of the sleep disorders inventory for 
students.  Sleep, 26 , A399–A400.  

   Representative Studies Using Scale 

   None      

      Sleep Disorders Inventory 
for Students – Adolescent 
Form (SDIS-A)          
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  Purpose   Consisting of 30 items, the SDIS-C 
was created as a screening tool for sleep disor-
ders in children. The scale analyzes obstructive 
sleep apnea, periodic limb movement disorder, 
delayed sleep phase syndrome, excessive day-
time sleepiness, overall sleep disturbance, brux-
ism, somnambulism, sleep-talking, night terrors, 
and nocturnal enuresis. Though not a substitute 
for a clinical diagnosis, the instrument is easy to 
administer and addresses the most common sleep 
complaints faced by youth populations, making it 
a valuable tool for screening.  

  Population for Testing   The form is indicated 
for use with children ages 2–10 years. A second 
version designed for adolescents 11–18 is also 
available (Chap.   79    ).  

  Administration   The pencil-and-paper measure 
is completed by a parent or caregiver on behalf of 
the child in question. It requires between 10 and 
15 min for completion.  

  Reliability and Validity   Developer Luginbuehl 
 [  1  ]  conducted a psychometric evaluation of the 
questionnaire and found a predictive validity of 
86%, an internal consistency of .91, and a test–
retest reliability of .97.  

  Obtaining a Copy   The scale is under copyright 
and is available from publishers Child Uplift Inc. 
at their website: 
   http://www.sleepdisorderhelp.com/index.php     

 Direct correspondence to: 
 Child Uplift Inc.   P.O. Box 146 
 Fairview, WY  

  Scoring   Using a seven-point, Likert-type scale, 
parents indicate how frequently their child 
exhibits certain sleep behaviors. Additional 
items related to general childhood health issues 
are presented in a “yes/no” format. Researchers 
and clinicians hoping to use the scale are fi rst 
required to purchase a kit containing a technical 
manual and a computerized scoring program for 
the scale. Though the manual describes the pro-
cess of hand-scoring, electronic scoring is rec-
ommended as it creates an interpretive read-out 
that may be more useful for screening purposes. 
Read-outs provide T-scores and percentiles for 
each disorder evaluated. Based on normative 
data, results for each domain are placed in one 
of three categories: “normal,” “caution,” and 
“high risk.”      

   Reference 

   1.     Luginbuehl, M. (2003). The initial development and 
validation study of the sleep disorders inventory for 
students.  Sleep, 26 , A399–A400.  

   Representative Studies Using Scale 

   None      

      Sleep Disorders Inventory 
for Students – Children’s 
Form (SDIS-C)          
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  Purpose   The SDQ was designed as a tool for the 
identifi cation of those at high risk for possessing a 
sleep disorder. The 175-item scale was created by 
selecting the best and most salient questions from 
the Sleep Questionnaire and Assessment of 
Wakefulness (SQAW), a general measure consist-
ing of more than 800 items  [  1  ] . The scale was ini-
tially intended for use by general practitioners and 
other health professionals outside the fi eld of sleep 
medicine, though the questionnaire may function as 
a diagnostic aid for sleep specialists as well. 
Developers have also created a smaller, 45-item ver-
sion of the scale to assess four common sleep disor-
ders: sleep apnea, narcolepsy, psychiatric sleep 
disorders, and periodic limb movement disorder.  

  Population for Testing   The scale’s items were 
selected using a group of participants attending a 
sleep disorder clinic. In later psychometric evalu-
ations, researchers selected participants with 
mean ages of 24.8 ± 8.3 years  [  2  ]  and 43.6 ± 12.9 
years  [  3  ] .  

  Administration   The scale is a self-report, paper-
and-pencil measure requiring approximately 
15 min for completion.  

  Reliability and Validity   Developers Douglass 
and colleagues  [  2  ]  conducted a psychometric 
evaluation of the scale and found an average 

test-retest reliability of .5. In a subsequent study 
by Douglass and colleagues  [  3  ] , scale developers 
examined only 45 of the instrument’s initial 175 
items, dividing them through into four different 
scales representing common sleep disorders: 
sleep apnea, narcolepsy, psychiatric sleep disor-
der, and periodic limb movement disorder. For 
these subscales, researchers found an internal 
consistency of .85 and a test-retest reliability 
ranging from .75 to .85.  

  Obtaining a Copy 
 Direct correspondence to: 
 Alan B. Douglass 
 Royal Ottawa Mental Health Centre
1145 Carling Avenue 
Sleep Lab, Room 3124 
 Ottawa, ON K1Z 7K4 
 Canada  

  Scoring   Respondents use a scale ranging from 
1 to 5 to answer questions regarding the fre-
quency of sleep issues (never to always), the 
degree to which they agree with certain state-
ments (strongly disagree to strongly agree), and 
the quantity of things like hours of sleep and 
caffeinated drinks. Higher scores indicate more 
severe symptoms. Total scores can be calculated 
for the entire scale, as well as for relevant 
subscales.      

      Sleep Disorders Questionnaire 
(SDQ)          
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  Purpose   Consisting of 26 Likert-type items, the 
SDSC was designed both to evaluate specifi c sleep 
disorders in children, and to provide an overall 
measure of sleep disturbance suitable for use in 
clinical screening and research. Using factor anal-
ysis, developers Bruni and colleagues  [  1  ]  divided 
items into six categories representing some of the 
most common sleep diffi culties affecting adoles-
cents and children: disorders of initiating and 
maintaining sleep, sleep breathing disorders, dis-
orders of arousal/nightmares, sleep-wake transi-
tion disorders, disorders of excessive somnolence, 
and sleep hyperhidrosis (nighttime sweating).  

  Population for Testing   The scale has been vali-
dated with youth populations aged 6–15 years.  

  Administration   The questionnaire is completed 
by a parent or caregiver on behalf of the child 
using pencil and paper. Administration should 
require between 10 and 15 min.  

  Reliability and Validity   Bruni and colleagues 
 [  1  ]  conducted a psychometric evaluation of the 
SDSC and found an internal consistency ranging 
from .71 to .79, a test-retest reliability of .71, a 
diagnostic accuracy of .91.  

  Obtaining a Copy   A copy can be found in 
the original article published by developers 
(1996). 

 Direct correspondence to: 
 Dr. Oliviero Bruni 
 Department of Developmental Neurology 
and Psychiatry 
 University of Rome 
 Via dei Sabelli 108-00185 
 Rome, Italy  

  Scoring   Parents use a fi ve-point, Likert-type 
scale to indicate how frequently certain behav-
iors are exhibited by their children: 1 means 
“never,” while fi ve corresponds with “always 
(daily).” Respondents also offer estimates of 
sleep quantity and onset time. Higher scores 
indicate more acute sleep disturbances. To obtain 
results, scores are tallied for each of the six 
sleep-disorder categories, and an overall score is 
calculated. Bruni and colleagues  [  1  ]  have sug-
gested a total cutoff score of 39 – in their evalu-
ations of the scale, they found that this score 
corresponded with the upper quartile of their 
control group and gave a sensitivity of .89 and a 
specifi city of .74.             

     Sleep Disturbance Scale 
for Children (SDSC)          



332 82 Sleep Disturbance Scale for Children (SDSC)

   O Bruni et al.  [  1  ]  1996 © John Wiley and Sons, reproduced with permission. 



333Representative Studies Using Scale

   Reference 

   1.    Bruni, O., Ottaviano, S., Guidetti, V., Romoli, M., 
Innocenzi, M., Cortesi, F., & Giannotti, F. (1996). The 
sleep disturbance scale for children (SDSC): 
Construction and validation of an instrument to evalu-
ate sleep disturbances    in childhood and adolescence. 
 Journal of Sleep Research, 5 , 251–261.  

   Representative Studies Using Scale 

    Carotenuto, M., Bruni, O., Santoro, N., Del Giudice, 
E. M., Perrone, L., & Pascotto, A. (2006). Waist cir-
cumference predicts the occurrence of sleep-disor-
dered breathing in obese children and adolescents: a 
questionnaire-based study.  Sleep Medicine, 7 (4), 
357–361.  

    Hartshorne, T. S., Heussler, H. S., Dailor, A. N., Williams, 
G. L., Papadopoulos, D., & Brandt, K. K. (2009). 
Sleep disturbances in CHARGE syndrome: types and 
relationships with behavior and caregiver well-being. 
 Developmental Medicine & Child Neurology, 51 (2), 
143–150.      
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  Purpose   The SLOC is an 8-item questionnaire 
designed to evaluate a respondent’s sleep-related 
locus of control – the degree to which an indi-
vidual attributes his or her experiences of sleep 
to chance or to internal, intentional causes. 
Researchers posit that a chance locus of control 
may be associated with experiences of learned 
helplessness, leading individuals to believe that 
there is nothing they can do to improve their 
sleep quality  [  1  ] . Conversely, studies have shown 
that internally oriented beliefs about sleep 
responsibility may lead to greater anxiety about 
having sleep problems and may increase sleep-
onset delay  [  2  ] . Thus, beliefs that fall at either 
extreme of the locus-of-control spectrum may be 
harmful to sleep quality. The SLOC allows clini-
cians to identify disruptive cognitions in their 
patients, improving the quality of treatment 
interventions.  

  Population for Testing   Developers validated 
the scale with two sample populations: an insom-
nia patient group with a mean age of 50.5 ± 11.8 
and an adult control group with a mean age of 
43.3 ± 15.0.  

  Administration   Requiring 3–5 min for adminis-
tration, the scale is a self-report, paper-and-pencil 
measure.  

  Reliability and Validity   The scale’s psychometric 
properties have been evaluated in a study conducted 
by Vincent and colleagues  [  3  ] . Researchers found 
an internal consistency ranges from .47 to .73. 
Additionally, the insomnia patient group endorsed 
both internal and external loci of control to greater 
extremes than the control group, suggesting that a 
balance between the two may be ideal.  

  Obtaining a Copy   An example of the scale’s 
items can be found in an article published by 
Vincent and colleagues  [  3  ] . 

 Direct correspondence to: 
 Norah Vincent 
 PZ-251 
 771 Bannatyne Ave., PsycHealth Centre 
 Winnipeg, Manitoba, Canada 
 R3E 3N4 
 Email: nvincent@exchange hsc mb.ca  

  Scoring   Using a Likert-type scale that ranges 
from 1 to 6, respondents indicate the degree to 
which they agree with certain statements relating 
to their control over insomnia. Items 3, 4, and 6 
are reverse-scored. Total scores can range from 8 
to 48 – higher scores correspond with a greater 
internal locus of control, while lower scores 
denote attributions to external forces.  

      Sleep Locus of Control Scale (SLOC)          
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    Reprinted with permission from Vincent et al.  [  3  ] . Copyright © 2004. Reproduction is strictly  prohibited without the 
written consent of Norah Vincent.         
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  Purpose   A 22-item, self-report scale, the SPS 
was designed to assess daytime cognitions in 
patients with insomnia. Though researchers have 
frequently focused on nighttime thoughts and 
preoccupations when attempting to treat disor-
dered sleep, a growing body of research suggests 
that daytime beliefs about sleep may be just as 
signifi cant in the experience of insomnia  [  1  ] . SPS 
items evaluate two distinct domains: the cogni-
tive and behavioral consequences of poor sleep 
(e.g., negative thoughts and perceptions), and the 
affective consequences (e.g., worry and distress). 
The tool may be particularly useful for clinicians 
attempting to identify and treat the origins of 
sleep issues in their patients.  

  Population for Testing   The scale has been vali-
dated with patient and control samples with a 
mean age of 43 ± 23.  

  Administration   A self-report, paper-and-pencil 
measure, the scale requires between 10 and 
15 min for completion.  

  Reliability and Validity   Developers Ellis and 
colleagues ( 2007 ) conducted a study analyzing 
the psychometric properties of the scale and 

found a reliability of .91. Additionally, analysis 
of variance demonstrated signifi cant differences 
between the three different samples of sleepers 
(poor, average, and good).  

  Obtaining a Copy   An example of questionnaire 
items can be found in the original article pub-
lished by developers  [  2  ] . 

 Direct correspondence to: 
 J. Ellis 
 Department of Psychological Medicine, Division 
of Community Based Science 
 Gartnaval Royal Hospital 
 1055 Great Western Road, G12 0XH 
 Glasgow, United Kingdom 
 Email: j.ellis@clinmed.gla.ac.uk  

  Scoring   Using a six-point, Likert-type scale, 
respondents indicate how frequently they experi-
ence certain thoughts and behave in specifi c    ways 
on a typical day – 0 means “never,” while 6 
denotes “all the time.” Higher total scores are 
indicative of more negative daytime cognitions 
and feelings about sleep, and are a sign that treat-
ment programs targeting these thought processes 
may be valuable. 

      Sleep Preoccupation Scale (SPS)          
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  Purpose   Consisting of 28 items, the SQS evalu-
ates six domains of sleep quality: daytime symp-
toms, restoration after sleep, problems initiating 
and maintaining sleep, diffi culty waking, and 
sleep satisfaction. Developers hoped to create a 
scale that could be used as an all-inclusive assess-
ment tool – a general, effi cient measure suitable 
for evaluating sleep quality in a variety of patient 
and research populations.  

  Population for Testing   The scale has been vali-
dated in individuals aged 18–59 years.  

  Administration   Requiring between 5 and 10 min 
for administration, the scale is a simple self-report, 
pencil-and-paper measure.  

  Reliability and Validity   An initial psychometric 
evaluation conducted by Yi and colleagues  [  1  ]  
found an internal consistency of .92, a test-retest 
reliability of .81. The SQS is strongly correlated 
with results obtained on the Pittsburgh Sleep Quality 
Index (Chap.   67    ). Scores achieved by the insomnia 
sample were signifi cantly higher than those of con-
trols, indicating good construct validity.  

  Obtaining a Copy   A list of the scale’s 28 items 
can be found in the original article published by 
developers  [  1  ] . 

 Direct correspondence to: 
 Chol Shin 
 Division of Pulmonary and Critical Care 
Medicine 
 Department of Internal Medicine 
 Korea University Ansan Hospital 
 516, Gojan 1-dong, Danwon-gu, Ansan-si, 
Gyeonggi-do 425–707 
 Republic of Korea 
 Email: shinchol@pol.net  

  Scoring   Using a four-point, Likert-type scale, 
respondents indicate how frequently they exhibit 
certain sleep behaviors (0 = “few,” 1 = “some-
times,” 2 = “often,” and 3 = “almost always”). 
Scores on items belong to factors 2 and 5 (resto-
ration after sleep and satisfaction with sleep) and 
are reversed before being tallied. Total scores can 
range from 0 to 84, with higher scores demoting 
more acute sleep problems. 

      Sleep Quality Scale (SQS)          
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  Purpose   The STQ was created in order to obtain 
an accurate sketch of an individual’s typical sleep 
schedule, allowing sleep technicians to tailor the 
timing of polysomnographic studies to the pati-
ent’s specifi c needs and habits. The questionnaire 
is meant to function as an alternative to the more 
time-consuming sleep diary format. Consisting 
of 18 items, the STQ queries a variety of issues, 
including preferences for bed and waking times, 
frequency and length of night awakenings, and 
stability of sleep schedules.  

  Population for Testing   The scale has been vali-
dated with a group of individuals aged 20–82 
years.  

  Administration   A self-report, paper-and-pencil 
measure, the scale requires between 5 and 10 min 
for completion.  

  Reliability and Validity   In order to ensure that 
the STQ could produce results similar to those 
obtained through a more traditional sleep diary, 
developers Monk and colleagues  [  1  ]  conducted a 
psychometric evaluation. Over the course of four 
studies, developers found a test-retest reliability 
ranging from .71 to .83, a correlation of .59 to .77 
between the STQ and measure of bed timing 
taken by wrist actigraphy, and a correlation of .84 
to .86 between the STQ and a 2-week sleep 
diary.  

  Obtaining a Copy   A copy of the questionnaire 
can be found in the original article published by 
developers  [  1  ] . 

 Direct correspondence to: 
 Timothy Monk 
 WPIC Room E1123 
 3811 O’Hara St. 
 Pittsburgh PA 15213 
 U.S.A.  

  Scoring   Respondents indicate their earliest and 
latest typical bed and wake times on both week-
ends and work nights by fi lling in blanks. As 
developers explain, “[t]his part of the question-
naire is less to derive actual data endpoints but 
more to focus the patient on thinking about their 
actual bedtimes and waketimes, to avoid them 
merely responding with a ‘boilerplate’ response”  [  1  ] . 
Following these responses, participants answer 
questions regarding their typical bedtimes. Finally, 
multiple-choice questions ask individuals to esti-
mate, in 15-min increments, how stable their 
schedules tend to be. These responses combined 
can then be used to estimate suitable study or 
research times that will fi t the individual’s sched-
ule and provide the most accurate results of poly-
somnography. When an overall score is needed, 
developers recommend weighting typical week-
night to weekend schedules with a ratio of 5:2, 
which will provide an average time in bed. 

      Sleep Timing Questionnaire (STQ)          
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  Purpose   Consisting of 59 items, the SWAI was 
designed to screen for excessive daytime sleepi-
ness in a clinical setting. Specifi cally, the scale 
evaluates six domains: excessive daytime sleepi-
ness, distress, social desirability, energy level, 
ability to relax, and nighttime sleep. In contrast 
with laboratory measures like the Multiple Sleep 
Latency Test (MSLT), the SWAI offers a quick, 
inexpensive method for assessing excessive day-
time sleepiness.  

  Population for Testing   The SWAI has been 
validated with a population of individuals aged 
16–81 years.  

  Administration   Requiring between 10 and 
15 min for completion, the scale is a self-report, 
pencil-and-paper measure.  

  Reliability and Validity   Initial psychometric 
vali dations conducted by developers  [  1  ]  have 
demonstrated an internal consistency ranging 

from .69 to .89, and have found a signifi cant cor-
relation between the SWAI’s excessive daytime 
sleepiness factor and the results of MSLT.  

  Obtaining a Copy   An example of the scale can 
be found in the original article published by 
developers  [  1  ] . 

 Direct correspondence to: 
 Leon Rosenthal 
 HFH Sleep Disorders Center 
 2921 West Grand Blvd 
 Detroit, MI 48202  

  Scoring   The scale examines a respondent’s ten-
dency to fall asleep in inappropriate situations. 
Questions are posed using a Likert-type scale that 
ranges from 1 (meaning the behavior is always 
present) to 9 (indicating that it never occurs). 
Individuals are asked to refer to the previous 
7 days when answering. Lower scores are indica-
tive of more acute daytime sleepiness.       

      Sleep-Wake Activity 
Inventory (SWAI)          
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Reprinted from Rosenthal et al.  [  1  ] . Copyright © 1993, with permission from Elsevier.
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  Purpose   Designed to evaluate sleep-related 
quality of life in patients with sleep-disordered 
breathing (SDB), the SOS consists of 8 items 
relating to the intensity, duration, frequency, and 
impact of SDB symptoms – specifi cally snoring. 
An additional, three-item measure called the 
Spouse/Bed Partner Survey is also included with 
the scale and can be administered to gain an alter-
native perspective on snoring habits. The instru-
ment may be useful in both research and clinical 
settings as a tool for assessing changes in quality 
of life.  

  Population for Testing   The scale has been 
 validated with SDB patients: Mean age was 
46.2 ± 11.6 years.  

  Administration   Respondents use pencil and 
paper to provide self-report answers. The scale 
requires approximately 5 min for completion.  

  Reliability and Validity   During scale develop-
ment, researchers Gliklich and Wang  [  1  ]  found a 
test-retest reliability of .86 and an internal consis-

tency of .85. Results on the scale also correlated 
highly with several previously validated mea-
sures: the Epworth Sleepiness Scale, the SF-36, 
and the Pittsburgh Sleep Quality Index.  

  Obtaining a Copy   An example of the scale’s 
questions can be found in the original article 
published by developers  [  1  ] . All permissions to 
use this scale must be forwarded to Outcome 
Sciences, Inc., Cambridge MA. 

 Direct correspondence to: 
 Richard E. Gliklich, 
 Department of Otolaryngology and Clinical 
Outcomes 
 Research Unit, Massachusetts Eye and Ear 
Infi rmary 
 243 Charles St, Boston, MA 02114  

  Scoring   Respondents use several Likert-type 
scales to answer questions regarding their snor-
ing, with lower scores indicating more acute 
problems with SDB. Scores are normalized on a 
scale from 0 to 100.  

      Snore Outcomes Survey (SOS)          



360 88 Snore Outcomes Survey (SOS)

Reprinted with permission from Gliklich  [  1  ] . Copyright © 2002. Reproduction, modifi cation or duplication of this 
scale without the written consent of Richard E. Gliklich is prohibited. All permissions to use this scale must be for-
warded to Outcome Sciences, Inc., Cambridge MA.
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  Purpose   Well-suited for repeated use across the 
span of a study or treatment period, the scale 
evaluates the duration and subjective quality of 
an individual’s previous night’s sleep. The scale’s 
14 items query a variety of sleep-related issues, 
including sleep latency, restlessness, nighttime 
waking, and morning alertness.  

  Population for Testing   The scale has been vali-
dated with patient populations between the ages 
of 15–80 years.  

  Administration   A self-report, pencil-and-paper 
measure, the questionnaire requires between 
5 and 10 min for completion.  

  Reliability and Validity   In a psychometric eval-
uation conducted by Ellis and colleagues  [  1  ] , the 
scale possessed a test-retest reliability ranging 
from .70 to .96. Additional research on the part of 
developers  [  2  ]  supports the scale as a signifi cant 
measure of change in sleep.  

  Obtaining a Copy   A copy of the scale can be 
found in an article published by Ellis and col-
leagues  [  1  ] . 

 Direct correspondence to: 
 Dr. Priest 
 Academic Department of Psychiatry 
 St. Mary’s Hospital Medical School 
 Harrow Road, London W9 3RL, England  

  Scoring   As the scale solicits both Likert-type 
and fi ll-in-the-blank responses, the scale’s scor-
ing process has not been standardized and will 
depend on the specifi c purposes of the research or 
clinician. Some studies select only one or two of 
the scale’s items to focus on (e.g., sleep latency), 
while others make use of results obtained on the 
entire instrument. As a measure designed to 
detect change, a respondent’s results are primar-
ily relevant when viewed in relation to results 
obtained at different times or by different 
individuals.  

      St. Mary’s Hospital Sleep 
Questionnaire          
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  Purpose   The STAI is a 40-item questionnaire 
designed to measure two aspects of anxiety: the 
temporary and episodic form of anxiety that fl uc-
tuates across situations and circumstances, and 
the stable personality traits that predispose indi-
viduals to anxiety in general  [  1  ] . Though the 
scale has been widely used in research, it is also 
a valuable clinical tool. The STAI’s two subscales 
make it ideal for sleep specialists hoping to iden-
tify both current recurring anxiety problems in 
order to address their infl uence on sleep quality.  

  Population for Testing   Normative data is avail-
able for adults aged 19–69 as well as for high 
school students  [  2  ] . A children’s version is also 
available for ages 6–14 years.  

  Administration   The scale is a self-report, paper-
and-pencil measure requiring between 10 and 
15 min for completion. Administrators are required 
to possess at least some university-level training in 
psychometric testing, or relevant fi eld experience.  

  Reliability and Validity   In 2002, Barnes and col-
leagues  [  3  ]  conducted a review study in which they 
examined all articles published over the previous 
decade reporting reliability for the STAI. The mean 
internal consistency was .91 for the state scale and 
.89 for the trait scale. The mean test-retest reliabil-
ity for the trait scale was .88. As anticipated, the 
mean for the state scale was lower (.70), refl ecting 

the transitory nature of the  measure. Developers 
Spielberger and colleagues  [  4  ]  have also demon-
strated good concurrent validity, as scores on the 
STAI correlate highly with results found on alter-
native anxiety measures like the Anxiety Scale 
Questionnaire.  

  Obtaining a Copy   The scale can be purchased 
from a variety of psychological assessment 
outlets. 

 Direct correspondence to the developer: 
 Charles Spielberger 
 Email: spielber@cas.usf.edu  

  Scoring   The two subscales of the STAI are 
completed and scored in much the same way. For 
the state section, respondents use a four-point, 
Likert-type scale to indicate how accurately 
statements regarding tension and anxiety apply 
to them at that moment. Scales range from 1 
(“not at all”) to 4 (“very much so”). The trait sec-
tion offers a similar four-point scale, but instead 
focuses on how respondents feel in general. The 
scale for this section ranges from 1(“almost 
never”) to 4 (“almost always”). Scores are totaled 
to provide a global score for each subscale. 
Normative data, T-scores, and percentiles ranks 
are available for a variety of age ranges. A scor-
ing key can be purchased alongside testing mate-
rials to speed the administration process.      

      State-Trait Anxiety Inventory (STAI)          
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  Purpose   The SSS is a subjective measure of 
sleepiness, frequently used for both research and 
clinical purposes. Whereas an instrument like 
the Epworth Sleepiness Scale (Chap.   29    ) exam-
ines general experiences of sleepiness over the 
course of an entire day, the SSS evaluates sleepi-
ness at specifi c moments in time. Consisting of 
only one item, the scale requires respondents to 
select one of seven statements best representing 
their level of perceived sleepiness  [  1  ] . As a sin-
gle-item measure, the scale is best suited for 
repeated use over the course of a research study 
or treatment intervention.  

  Population for Testing   The scale has no speci-
fi ed population for testing, though its perfor-
mance has been evaluated exclusively in adults 
over the age of 18.  

  Administration   The scale is a self-administered, 
paper-and-pencil measure requiring 1–2 min for 
completion.  

  Reliability and Validity   In an early examina-
tion of the SSS, Hoddes and colleagues  [  2  ]  found 
that average scores on the scale were signifi cantly 
elevated following 24 h of total sleep deprivation. 
Researchers have found that the scale can be used 
to predict performance on tasks related to alert-
ness (e.g., reaction time, vigilance tests) follow-
ing total sleep deprivation; however, the scale is 
not as sensitive to partial sleep deprivation, which 

most closely mimics the defi cits experienced by 
those with sleep disorders  [  3  ] . Though widely 
used in research settings, some have taken issue 
with the scale and its unidimensional quality. 
In their evaluation of the scale, MacLean and 
colleagues  [  4  ]  found that sleepiness as measured 
by the SSS has at least two dimensions – what 
they referred to as “activation” and “sleepiness” 
– and that the descriptors used as each level are 
often not considered equivalent by respondents.  

  Obtaining a Copy   The scale is freely available 
online.  

  Scoring   Respondents use a scale from 1 to 7 to 
indicate their current level of sleepiness. Values 
are assigned as follows:
     1.    “Feeling active and vital; alert; wide awake.”  
   2.     “Functioning at a high level, but not at peak; 

able to concentrate.”  
   3.     “Relaxed; awake; not at full alertness; 

responsive.”  
   4.    “A little foggy; not at peak; let down.”  
   5.     “Fogginess; beginning to lose interest in 

remaining awake; slowed down.”  
   6.     “Sleepiness; prefer to be lying down; fi ghting 

sleep; woozy.”  
   7.     “Almost in reverie; sleep onset soon; lost 

struggle to remain awake.”       
 Scores can then be compared longitudinally 

across different times of day, seasons, and stages 
of treatment. However, researchers and clinicians 

      Stanford Sleepiness Scale (SSS)          
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should be careful when comparing scores between 
individuals who may possess different baselines 
for sleepiness.  

       References 

   1.     Hoddes, E., Dement, W., & Zarcone, V. (1972). The 
development and use of the Stanford sleepiness scale 
(SSS).  Psychophysiology, 9 , 150.  

   2.     Hoddes, E., Zarcone, V., Smythe, H., Phillips, R., & 
Dement, W.C. (1973). Quantifi cation of sleepiness: a 
new approach.  Psychophysiology, 10 , 431–436.  

   3.     Broughton, R. (1982). Performance and evoked poten-
tial measures of various states of daytime sleepiness. 
 Sleep, 5 , S135-S146.  

   4.     MacLean, A. W., Fekken, G. C., Saskin, P., & Knowles, J.B. 
(1992). Psychometric evaluation of the Stanford sleep-
iness scale.  Journal of Sleep Research, 1 (1), 35–39.  

   Representative Studies Using Scale 

       Carskadon, M. A. & Dement, W. C. (2007). Cumulative 
effects of sleep restriction on daytime sleepiness. 
 Psychophysiology, 18 (2), 107–113.  

       Connor, J., Norton, R., Ameratunga, S., Robinson, E., 
Civil, I., Dunn, R., Bailey, J., & Jackson, R. (2002). 
Driver sleepiness and risk of serious injury to car 
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  Purpose   Designed to screen for symptoms of 
obstructive sleep apnea (OSA) in surgical 
patients in particular and in all individuals in 
general, the questionnaire consists of four yes/no 
and four fi ll-in-the-blank questions primed by 
the mnemonic “STOP-Bang:” S – “Do you  S nore 
loudly (louder than talking or loud enough to be 
heard through closed doors)?” T – “Do you often 
feel  T ired, fatigued, or sleepy during daytime?” 
O – “Has anyone  O bserved you stop breathing 
during your sleep?” P – “Do you have or are you 
being treated for high blood  P ressure?” In order 
to improve the accuracy of the scale B –  B MI, 
A –  A ge, N –  N eck circumference, and G – 
 G ender are recorded. The scale was specifi cally 
developed for use in a preoperative setting, where 
untreated OSA is associated with increased post-
operative complications and longer hospital 
stays  [  1  ] . The purpose was also to provide a 
short, easy to use scale that could be used in the 
clinical setting.  

  Population for Testing   The scale has been vali-
dated with a population of surgical patients with 
a mean age of 57 ± 16.  

  Administration   The STOP-Bang is a paper-
and-pencil measure requiring approximately 1 min 
for completion.  

  Reliability and Validity   To create the question-
naire, developers Chung and colleagues  [  1  ]  ana-
lyzed a preexisting apnea scale – the Berlin 

questionnaire – and found that it consisted of four 
separate factors. Using these factors, the fi rst four 
yes/no questions of the STOP-Bang were created. 
Developers also found that the inclusion of fac-
tors like  B MI,  A ge,  N eck circumference, and 
 G ender greatly increased the sensitivity of the 
measure and these were then added. The STOP-
Bang possesses both sensitivity and specifi city 
greater than 90% in patients with moderate-
to-severe OSA.  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  1  ] . 

 Direct correspondence to: 
 Dr. Chung 
 Room 405, 2 McL, Department of Anesthesia 
 399 Bathurst Street 
 Toronto, Ontario, Canada 
 M5T 2S8  

  Scoring   For the fi rst four yes/no questions, a 
response of “yes” is given one point. An addi-
tional one point is awarded for each of the 
following conditions: a BMI of more than 
35 kg/m 2 , an age of 50 years or greater, a neck 
circumference greater than 40 cm, and a fi nal 
point for patients who are male. If only the fi rst 
four items are being scored, a total score of two 
or more is considered high risk of OSA. When 
using the complete STOP-Bang, a total score 
of three or more places the individual at high 
risk.            

      STOP-Bang Questionnaire          
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    1.    Chung, F., Yegneswaran, B., Liao, P., Vairavanathan, S., 
Islam, S., Khajehdehi, A., & Shapiro, C. M. (2008). 
STOP questionnaire – a tool to screen patients 
for obstructive sleep apnea.  Anesthesiology, 108 (5), 
812–821.  

   Representative Studies Using Scale 

      Farney, R. J., Walker, B. S., Rarney, R. M., Snow, G. L., & 
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     Gay, P. C. (2010). Sleep and sleep-disordered breathing in 
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Note: It should be noted that this is one of two scales that are used in the title of this book 
(see Chap. 96 for THAT).
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  Purpose   Designed to assess disorders of initiat-
ing and maintaining sleep (DIMS) in children, 
the TCSQ consists of ten parent-reported items 
relating to sleep onset, night-waking, preferred 
sleep setting, and other sleep behaviors.  

  Population for Testing   Developers recommend 
the scale for use with children between the ages 
of 1 and 5 years.  

  Administration   The scale is a pencil-and-paper, 
parental report measure requiring approximately 
5 min for completion.  

  Reliability and Validity   In analyzing the scale’s 
psychometric properties, developers McGreavey 
and colleagues  [  1  ]  found an internal consistency 
of .85.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by devel-
opers  [  1  ] . 

 Direct correspondence to: 
 Jacqui McGreavey 
 Health Centre, Victoria Street 
 Monifi eth, Dundee 
 DD5 4LX, UK 
 Email: jacqui mcgreavey@tpct.scot.nhs.uk  

  Scoring   Though the scale contains 10 items, 
only the fi rst nine are used in scoring. Parents 
are asked about their children’s sleep habits over 
the previous 3 months – answers are collected 
using a fi ve-point, Likert-type scale that ranges 
from 0 (indicating that the behavior never 
occurs) to 4 (meaning it happens every night). 
Initially, developers have suggested a cutoff 
score of 8 – a relatively value meant to identify 
mild sleep problems as well. 

      Tayside Children’s Sleep 
Questionnaire (TCSQ)          
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   Reference 

   1.     McGreavey, J. A., Donnan, P. T., Pagliari, H. C., & 
Sullivan, F. M. (2005). The Tayside children’s sleep 
questionnaire: a simple tool to evaluate sleep problems 
in young children.  Child: Care, Health, and Development, 
31 (5), 539–544.  

   Representative Studies Using Scale 

    Johnson, N. and McMahon, C. (2008). Preschoolers’ 
sleep behaviour: associations with parental hardiness, 
sleep-related cognitions and bedtime interactions. 
 Journal of Child Psychology and Psychiatry, 49 (7), 
765–773.      

 McGreavey et al.  [  1  ] . © John Wiley and Sons, reproduced with permission.      
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  Purpose   A short scale consisting of only ten 
items, the TDSQ was developed to assess evi-
dence of sleep disturbances in children from the 
perspective of the child’s elementary school 
teacher. The instrument queries several behav-
ioral issues that may manifest as a result of dis-
turbed sleep, including diffi culty maintaining 
alertness, napping during the day, yawning, 
clumsiness, aggressiveness, and hyperactivity.  

  Population for Testing   The scale was created 
for use with children aged 4–11 years.  

  Administration   The TDSQ is a self-report, paper-
and-pencil measure completed by the elementary 
school teacher of the child being assessed. It requires 
3–5 min for completion.  

  Reliability and Validity   The scale has been 
employed primarily in clinical settings, and 
thus, its psychometric properties have not been 
evaluated extensively. In an early study per-
formed by developers,  [  1  ] , the scale was found 
to possess seven factors with an overall internal 
consistency of .80. Additionally, scores on the 
TDSQ correlated signifi cantly with the daytime 

sleepiness subscale of the Children’s Sleep Habits 
Questionnaire (Chap.   21    ).  

  Obtaining a Copy   A copy of the scale is 
available in the original article published by 
developers  [  1  ] . 

 Direct correspondence to: 
 Judith A. Owens 
 Rhode Island Hospital, Division of Pediatric 
Ambulatory Medicine 
 Potter Building, Suite 200 
 Providence, RI 02903, USA  

  Scoring   Respondents are provided with a three-
point, Likert-type scale ranging from “never or 
rarely (less than once per week)” to “usually 
(every day)” and are asked to indicate how fre-
quently the child in question demonstrates cer-
tain behaviors over the course of a typical week. 
A total score is calculated, with higher scores 
indicating greater daytime sleepiness. Scores can 
then be compared to additional measures of 
sleepiness and sleep disturbance in order to better 
understand the child’s behavior across a wide 
range of settings. 

      Teacher’s Daytime Sleepiness 
Questionnaire (TDSQ)          
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       Reference 

   1.    Owens, J.A., Spirito, A., McGuinn, M., & Mobile, C. 
(2000). Sleep habits and sleep disturbance in elemen-
tary school-aged children. Journal of  Developmental 
and Behavioral Pediatrics, 21 (1), 27–36.  

   Representative Studies Using Scale 

    Owens, J.A., Maxim, R., McGuinn, M., Nobile, C., Msall, M., 
& Alario, A. (1999). Television-viewing habits 
and sleep disturbance in school children.  Pediatrics, 
104 (3), e27.      

 Copyright © 2000, Reprinted with permission from Owens et al.  [  1  ] . Duplication without written consent from Judith 
Owens is strictly prohibited.  
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  Purpose   Constructed using items taken from 
the Epworth Sleepiness Scale (ESS; Chap.   29    ), 
the ToDSS was designed to collect subjective 
assessments of sleepiness for three different 
times of day: morning, afternoon, and evening. 
The scale allows clinicians and researchers to 
assess daytime sleepiness across a variety of 
situations at several different points in time. 
While still a new instrument, the ToDSS may 
prove useful for those who need an effi cient 
measure of changes in daytime sleepiness 
throughout the day.  

  Population for Testing   The scale has been eval-
uated in a population of patients presenting for a 
sleep consultation at a clinic. Participants had a 
mean age of 47.5 ± 13.5 years.  

  Administration   The scale is a self-report, paper-
and-pencil measure requiring approximately 
5 min for administration.  

  Reliability and Validity   In an initial validation 
study conducted by Dolan and colleagues  [  1  ] , 
developers found an internal consistency ranging 
from .87 to .9, and results on the ToDSS were 

highly correlated with scores obtained on the 
ESS. ToDSS scores decreased signifi cantly 
 following treatment for those patients with obstruc-
tive sleep apnea.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by devel-
opers  [  1  ] . 

 Direct correspondence to: 
 Leon D. Rosenthal 
 Sleep Medicine Associates of Texas 
 5477 Glen Lakes Dr. Suite 100 
 Dallas, TX 75231, USA 
 Email: ldr@sleepmed.com  

  Scoring   The scale is divided into three columns: 
morning (before noon), afternoon (from noon to 
6:00 p.m.), and evening (after 6:00 p m.). For 
each time-of-day column, respondents use a scale 
from 0 (“would never doze”) to 3 (“high chance 
of dozing”) to indicate the likelihood that they 
would fall asleep in certain situations. Scores are 
tallied for each column to provide a total score 
for the three different times of day. Total scores 
can then be compared.             

      Time of Day Sleepiness Scale 
(TODSS)          



390 95 Time of Day Sleepiness Scale (TODSS)

   Reference 

   1.    Dolan, D. C., Taylor, D. J., Okonkwo, R., Becker, P. 
M., Jamieson, A. O., Schmidt-Nowara, W., & 
Rosenthal, L. D. (2009). The time of day sleepiness 
scale to assess differential levels of sleepiness across 
the day.  Journal of Psychosomatic Research, 67 , 
127–133.  

   Representative Studies Using Scale 

   None.      

Reprinted from Dolan et al.  [  1  ] . Copyright 2009, with permission from Elsevier [or applicable society copyright 

owner].
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  Purpose   Developers designed the THAT as a 
brief, self-report alternative to instruments like 
the Maintenance of Wakefulness Test and the 
Alpha Attenuation Test – time-consuming mea-
sures that require specialized laboratory equip-
ment and advanced training to conduct. Consisting 
of ten items, the THAT presents several psycho-
logical states relating to alertness (the ability to 
think creatively, to concentrate, and to see details 
clearly, for example) and asks respondents to rate 
how often in the past week they have experienced 
those states. Just as the Epworth Sleepiness Scale 
(Chap.   29    ) acts as a complementary measure to 
the Multiple Sleep Latency Test rather than a 
pure facsimile, the THAT functions well in con-
junction with the ZOGIM-A (Chap.   102    ), which 
measures a different facet of alertness.  

  Population for Testing   The scale has been val-
idated with a sample of patients referred to a 
sleep clinic for evaluation whose mean age was 
42 ± 14.  

  Administration   The scale is a self-report, pen-
cil-and-paper measure requiring approximately 
5 min for completion.  

  Reliability and Validity   An initial psychometric 
evaluation of the scale  [  1  ]  demonstrated an inter-
nal consistency of .96, and a test-retest reliability 
of .82. Results on the THAT also differed signifi -
cantly for patients found to have narcolepsy.  

  Obtaining a Copy   A copy of the scale can be 
found in the original article published by devel-
opers  [  1  ] . 

 Direct correspondence to: 
 Colin M. Shapiro 
 MP7 # 421 
 Toronto Western Hospital 
 399 Bathurst Street, Toronto, ON 
 M5T 2S8  

  Scoring   Respondents use a six-point, Likert-
type scale to indicate how frequently they experi-
ence certain feelings relating to alertness. The 
scale ranges from 0 (meaning “not at all”) to 5 
(“all the time”), though it is reversed for the ques-
tionnaire’s fi nal two items to ensure respondent 
compliance. The scale provides a total score 
ranging from 0 to 50, with higher scores denoting 
greater levels of alertness.  

      Toronto Hospital Alertness 
Test (THAT)          



392 96 Toronto Hospital Alertness Test (THAT)

        Reference 

   1.    Shapiro, C.M., Auch, C., Reimer, M., Kayumov, L., 
Heslegrave, R., Huterer, N., Driver, H., & Devins, G. 
(2006). A new approach to the construct of alertness. 
 Journal of Psychosomatic Research, 60 , 595–603.  

   Representative Studies Using Scale 

    Moller, H.J., Devins, G.M., Shen, J., & Shapiro, C.M. 
(2006). Sleepiness is not the inverse of alertness: 
evidence from four sleep disorder patient groups. 
 Experimental Brain Research, 173 (2), 258–266.  

    Hossain, N.K., Irvine, J., Ritvo, P., Driver, H.S., & 
Shapiro, C.M. (2007). Evaluation and treatment of 
sleep complaints: patients’ subjective responses. 
 Psychotherapy and Psychosomatics, 76 , 395–399.      

Reprinted from Shapiro et al.  [  1  ] . Copyright 2006, with permission from Elsevier.

Note: This scale contributed the second word in the title of this book (see Chap. 91 for STOP).
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  Purpose   Finding the psychometric properties of 
the original Toronto Alexithymia Scale to be 
fl awed, developers created the TAS-20 – a revised 
measure consisting of 20 items divided into three 
separate factors, or domains of alexithymia. 
These factors are: the ability to identify feelings 
and to distinguish them from physiological sen-
sations, the capacity to communicate those feel-
ings to others, and the tendency to exhibit 
externally oriented thinking. Recent studies sug-
gest that alexithymia may be particularly relevant 
to experiences of sleep: TAS-20 scores correlate 
highly with self-report measures of sleep quality 
 [  1  ] , while polysomnographic evaluations have 
demonstrated decreased deep sleep in individuals 
with alexithymia  [  2  ] . Thus, sleep specialists may 
fi nd the TAS-20 useful in identifying underlying 
causes of sleep complaints, in developing treat-
ment plans, and in understanding patient motiva-
tions (for example, the ways in which cognitive 
factors may relate to CPAP compliance).  

  Population for Testing   In a validation study 
conducted by developers  [  3  ] , ages of student and 
patient participants ranged from 20 to 66 years.  

  Administration   The self-report, pencil-and-paper 
scale requires between 5 and 10 min for 
administration.  

  Reliability and Validity   According to develop-
ers’ extensive evaluations of the scale’s psycho-
metric properties  [  3,   4  ] , the TAS-20 possesses 
an internal consistency of .81 and a test-retest 

 reliability of .77. Results on the TAS-20 were 
negatively correlated with measures of openness 
to experience and assertiveness.  

  Obtaining a Copy   An example of the scale’s 
questions can be found in the original article pub-
lished by developers  [  3  ] . 

 Direct correspondence to: 
 Graeme J. Taylor 
 Mount Sinai Hospital, Room 936 
 600 University Ave., Toronto, Ontario 
 M5G 1X5 Canada  

  Scoring   Respondents use a fi ve-point, Likert-
type scale to indicate how well each item describes 
them. The scale ranges from 1 (“strongly 
 disagree”) to 5 (“strongly agree”), though fi ve 
items are reversed to control for acquiescent 
responding. Higher scores denote more severe 
alexithymia.      

   References 

   1.     De Gennaro, L., Martina, M., Curcio, G., & Ferrara, M. 
(2004). The relationship between alexithymia, depres-
sion, and sleep complaints.  Psychiatry Research, 
128 (3), 253–258.  

   2.     Bazydlo, R., Lumley, M. A., & Roehrs, T. (2001). 
Alexithymia and polysomnographic measures of sleep 
in healthy adults.  Psychosomatic Medicine, 63 , 56–61.  

   3.     Bagby, R. M., Parker, J. D. A., & Taylor, G. J. (1994a). 
The twenty-item Toronto alexithymia scale—I. Item 
selection and cross-validation of the factor structure. 
 Journal of Psychosomatic Research, 38 (1), 23–32.  

      Twenty-Item Toronto Alexithymia 
Scale (TAS-20)          
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   4.     Bagby, R. M., Taylor, G. J., & Parker, J. D. A. (1994b). 
The twenty-item Toronto alexithymia scale—II. 
Convergent, discriminant, and concurrent validity. 
 Journal of Psychosomatic Research, 38 (1), 33–40.  

   Representative Studies Using Scale 

    Bazydlo, R., Lumley, M. A., & Roehrs, T. (2001). 
Alexithymia and polysomnographic measures of sleep 
in healthy adults.  Psychosomatic Medicine, 63 , 
56–61.  
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  Purpose   The UNS is an 11-item scale designed 
to evaluate a variety of symptoms relating to nar-
colepsy, including frequency of daytime narco-
leptic episodes, muscle weakness associated with 
powerful emotions, and nighttime sleep latency.  

  Population for Testing   The scale has been vali-
dated with both patient and control populations. 
Comparison groups were included to ensure that 
the scale could accurately distinguish between 
symptoms of narcolepsy and those of other sleep 
or fatigue-related issues (e.g., apnea, depression, 
sleep deprivation). The scale was administered to 
individuals aged 17–72.  

  Administration   Requiring between 5 and 10 min 
for completion, the UNS is a self-report, paper-
and-pencil measure.  

  Reliability and Validity   A preliminary psycho-
metric evaluation of the UNS  [  1  ]  demonstrated a 
specifi city of 98.8% and a sensitivity of 100% 

when a cutoff score of 14 is used. Additionally, a 
Chinese translation of the scale has been found to 
possess an internal consistency of .75  [  2  ] .  

  Obtaining a Copy   An example of the scale’s 
items can be found in the original article pub-
lished by developers  [  1  ] . 

 Direct correspondence to: 
 Christer Hublin 
 Department of Neurology 
 University of Helsinki, Haartmanink 
 4, SF-00290 Helsinki, Finland  

  Scoring   Each item queries a symptom relating 
to narcolepsy – respondents use a scale ranging 
from 0 to 4 to indicate how frequently they expe-
rience those symptoms. Total scores can range 
from 0 to 44 with higher scores denoting greater 
narcoleptic tendencies. Developers suggest a cut-
off score of 14 to achieve the greatest levels of 
sensitivity and specifi city. 

  98      Ullanlinna Narcolepsy Scale (UNS)          
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   Representative Studies Using Scale 
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Strand, G. (2006). Health-related quality of life in narco-
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 Copyright © Christer Hublin et al.  [  1  ] . Reprinted with permission. Duplication or reproduction without written consent 
from Christer Hublin is strictly prohibited.  
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  Purpose   The scale was developed in order to 
assess the subjective sleep quality of hospitalized 
individuals – those without preexisting sleep dif-
fi culties. The VSH evaluates two domains of 
sleep experience: disturbance (including sleep 
latency, mid-sleep awakenings, soundness of 
sleep, and movement during sleep) and effective-
ness (items relating to rest upon awakening, sub-
jective quality of sleep, and total sleep period). 
Though the VSH was initially an eight-item scale, 
six additional items were added following psy-
chometric evaluation in order to improve the 
range of diffi culties queried by the scale. The 
newest version has yet to be validated.  

  Population for Testing   The scale has been vali-
dated with a population of individuals with no 
history of sleep diffi culties. Participant ages 
ranged from 20 to 78 years.  

  Administration   Requiring between 10 and 
15 min for completion, the scale is a self-report 
measure of subjective sleep.  

  Reliability and Validity   A validation study con-
ducted by developers Snyder-Halpern and Verran 
 [  1  ]  demonstrated an internal consistency of .82. 

However, these psychometric properties apply 
only to the 8-item version of the questionnaire. 
The 14-item revised version has yet to be 
evaluated.  

  Obtaining a Copy   An example of the scale’s 
original eight items can be found in an article 
published by developers  [  1  ] . 

 For the full scale, direct correspondence to: 
 R. Snyder-Halpern 
 St. Joseph’s Hospital Centers 
 15855 Nineteen Mile Road 
 Mt. Clemens, MI 48043  

  Scoring   The VSH uses a visual analogue scale 
examining sleep over the previous three nights. 
Responses are recorded along a 100 mm line, 
with 0 indicating that the sleep behavior or qual-
ity is not present, and 100 indicating that it is 
consistently experienced. The locations of the 
respondent’s choices are measured in millime-
ters, and a global score is obtained by summing 
these each item score (items pertaining to mid-
sleep awakenings, movement during sleep, and 
sleep latency are reversed before adding). Higher 
scores indicate better quality of sleep.  

      Verran and Snyder-Halpern Sleep 
Scale (VSH)          



398 99 Verran and Snyder-Halpern Sleep Scale (VSH)

 Reprinted with permission. Copyright © 1987, Rita Snyder. No further reproduction or distribution is permitted without 
written permission from Rita Snyder.     

   Reference 
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  Purpose   The scale consists of 18 items relating 
to the subjective experience of fatigue. Each item 
asks respondents to place an “X,” representing 
how they currently feel, along a visual analogue 
line that extends between two extremes (e.g., 
from “not at all tired” to “extremely tired”). In 
contrast to discrete, Likert-type scales, the VAS-F 
places fewer restrictions on the range of responses 
available to individuals. However, the benefi ts of 
a visual analogue scale may be offset by the fre-
quent reluctance of individuals to use the highest 
and lowest extremes.  

  Population for Testing   The scale has been vali-
dated with adults aged 18–55 years.  

  Administration   A self-report, paper-and-pencil 
measure, the scale requires between 5 and 10 min 
for completion.  

  Reliability and Validity   Initial psychometric 
evaluations conducted by Lee and colleagues  [  1  ]  
have demonstrated a high internal reliability 
ranging from .94 to .96. Concurrent validity has 

been established with the Stanford Sleepiness 
Scale and the Profi le of Mood States scale. Still, 
some have criticized the scale as ambiguous, sug-
gesting that it is not sensitive to the distinction 
between fatigue and sleepiness  [  2  ] .  

  Obtaining a Copy   A copy can be found in the 
original article published by developers  [  1  ] . 

 Direct correspondence to: 
 Dr. K.A. Lee 
 N411Y, Box 0606 
 Dept. of Family Health Care Nursing, 
University of California 
 San Francisco, CA 94143-0606  

  Scoring   Each line is 100 mm in length – thus, 
scores fall between 0 and 100. The instrument 
also possesses two subscales: fatigue (items 1–5 
and 11–18) and energy (items 6–10). Though 
individuals do not require training in order to 
score the scale, developers are quick to point out 
that high levels of inter-rater reliability are vital if 
results are to be correctly interpreted.      

      Visual Analogue Scale to Evaluate 
Fatigue Severity (VAS-F)          
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Copyright © KA Lee 1992. Reprinted with permission. Reproduction or duplication without written consent from 
Kathryn Lee is strictly prohibited.
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  Purpose   A brief, fi ve-item scale evaluating insom-
nia symptoms, the WHIIRS was developed as part 
of a larger study investigating a range of health 
issues affecting postmenopausal women. The scale 
requires individuals to rate the quality of their sleep 
and the frequency with which they experience cer-
tain sleep problems, providing a total score that may 
be useful for both research and clinical purposes.  

  Population for Testing   The scale has been vali-
dated with a large sample of women aged 
50–70 years.  

  Administration   Requiring between 3 and 5 min 
for completion, the scale is a self-report measure 
completed in a pencil-and-paper format.  

  Reliability and Validity   An initial evaluation of 
the scale’s psychometric properties     [  1,  2  ]  found 
an internal consistency ranging from .70 to .85 
and a same-day test-retest reliability of .96.  

  Obtaining a Copy   A copy is included in a study 
published by Levine and colleagues  [  1,  2  ] . 

 Direct correspondence to: 
 Douglas W. Levine 
 Section on Social Sciences and Health Policy 
 Department of Public Health and Sciences 
 Wake Forest University School of Medicine 
 Winston-Salem, North Carolina 27157 
 Email: dlevine@wfubmc.edu  

  Scoring   Questions one through four are 
answered using a fi ve-point, Likert-type scale 
(0 means that the problem has not been experi-
enced in the past 4 weeks, while four denotes a 
problem that occurs at least fi ve times a week). 
Respondents indicate how often they have expe-
rienced certain sleep diffi culties over the past 
month, with higher scores denoting higher fre-
quencies. Question fi ve asks individuals to rate 
the quality of their sleep on a typical night. Total 
scores will fall between 0 and 20. Though no 
specifi c cutoff has been recommended, Levine 
and colleagues suggest that a .5 a standard devi-
ation difference in mean scores on the WHIIRS 
between two treatment groups may indicate a 
signifi cant difference.      

      Women’s Health Initiative Insomnia 
Rating Scale (WHIIRS)          
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  Purpose   Consisting of ten items, the ZOGIM-A 
was created as an effi cient and inexpensive alter-
native to laboratory measures such as the 
Maintenance of Wakefulness Test (MWT). The 
scale evaluates a respondent’s experiences with 
alertness over the course of the day, querying the 
subjective impact of environmental factors (e.g., 
caffeine, exercise), the anticipated benefi ts of 
increased energy levels, and the perceived pro-
portion of the day spent at high levels of alert-
ness. Just as the Epworth Sleepiness Scale 
(Chap.   29    ) acts as a complementary measure to 
the Multiple Sleep Latency Test rather than a 
pure facsimile, the ZOGIM-A functions well in 
conjunction with the THAT (Chap.   96    ), which 
measures a different facet of alertness.  

  Population for Testing   The scale has been vali-
dated with a sample of patients referred to a sleep 
clinic for evaluation whose mean age was 42 ± 14.  

  Administration   The scale is self-administered 
using paper and pencil requiring approximately 
5 min for completion.  

  Reliability and Validity   Shapiro and colleagues 
 [  1  ]  evaluated the scale’s psychometric proper-
ties and found an internal consistency ranging 
from .93 to .95 and a test-retest reliability of .68. 
Additionally, scores on the ZOGIM-A differed 
signifi cantly for patients found to possess 
narcolepsy.  

  Obtaining a Copy   A copy is included in a study 
published by Shapiro    and colleagues (2006). 

 Direct correspondence to: 
 Colin M. Shapiro 
 MP7 # 421, Toronto Western Hospital 
 399 Bathurst Street 
 Toronto, ON, Canada M5T 2S8  

  Scoring   ZOGIM-A items are scored using a 
five-point, Likert-type scale ranging from 1 
(“extremely”) to 5 (“not at all”). Summing 
the scores obtained on each item provides a 
global index – lower scores denote impaired 
alertness while higher scores indicate high 
alertness. 

      ZOGIM-A (Alertness Questionnaire)          
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 The enclosed set of 12 short questionnaires will give most clinics a quick overview of the sleep issues 
of most patients. If you would like to have the scoring sheets for these scales, please contact us and 
we will be pleased to send them to you.
    1.    The Epworth Sleepiness Scale (ESS), a widely used measure of sleepiness  
    2.    The Fatigue Severity Scale, a widely used measure of fatigue  
    3.    The Toronto Hospital Alertness scale (THAT), an easy-to-use measure of alertness  
    4.    Owl Lark Self-Test, helps assess body clock rhythm  
    5.    Athens Insomnia Scale, to quickly assess features of insomnia  
    6.    STOP BANG, easy-to-use inquiry regarding sleep apnea  
    7.    The Restless legs questionnaire helps to detect Restless Legs syndrome and the  
    8.    CAGE – a quick screening measure for alcohol dependence  
    9.    CES-D, screen for mood-related problems which is common in patients with sleep disorders  
   10.    Zung Anxiety scale  
   11.    Illness intrusiveness scale  
   12.     FACES adjective checklist                   

         Appendix 
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   Copyright © Murray Johns 1990-1997. Reprinted with kind permission from Murray Johns. This scale is under copy-
right and reproduction without the written consent of Dr. Johns is strictly prohibited.  For more information, please go 
to the offi cial ESS website: www.epworthsleepinessscale.com 
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