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W& dedicate this book to our immediate and extended
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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), aclinician 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 significant 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 benefits 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
inaway that isdistinctly different —and perhaps more practical —than simply
reading a chapter in atextbook. In the case of the sleep specidlist, ascale can
help him or her to distinguish fatigue from sleepinessin apatient, or elucidate
the differences between seepiness and aertness (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 field, carefully honing their preferred
methods for assessing certain brain states or characteristic features of a con-
dition. Thus, scales provide clinicianswith arepertoire 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 alongitudinal
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 thefirst 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 find 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 away 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 apatient’s care. For example, asleep speciadist islikely to focus her atten-
tion on scales designed to assess both specific 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
specific disciplines. In the case of the patient with apnea, the identification
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 proveilluminating, the patient’stolerance 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 isvital 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 difficulty
with the task: those who are not fluent 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 difficult to convince
patientsto participatein their care, and most will not refuse to complete afew
well-chosen questionnaires.

Thus, al 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 find the selection process daunting. What are the
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most important i ssuesto 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 field 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 individual swill 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 abooklet or used
to guide the assembly of a similar instrument tailored to one's specific 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 find the task of selecting questionnairesfor usein pediatric
populations particularly complex. These scales are often designed for very
specific age ranges. While this ensures that appropriate issues and develop-
mental milestones are taken into account, it makes it more difficult to create
a consolidated set of scales for routine use in pediatric clinics. Similarly,
deciding who to solicit responses from when ng children isimportant.
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), awidely used measure of sleepiness
The Fatigue Severity Scale (FSS), awidely 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

Specific

Athens Insomnia Scale, to quickly assess features of insomnia

STOP Bang, easy-to-use inquiry regarding sleep apnea

The Restless legs questionnaireisfor trying to detect Restless L egs syndrome
and the PLMS

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

This set of 11 scales (see Appendix) is short, and would take someone
with alittle 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



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 aclinical appointment, or a patient could be asked to complete these
scales while waiting in the doctor’s office.

The large part of this book is devoted to briefly 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.

Aswe acquire new scales (and add omissionsfrom thelist 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 afuture 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 tranda-
tionsin this book (see Chap. 92).
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Note on the Text

We would like to thank all the authors and publishers who alowed 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 areader would like to obtain a copy of any of the scales, he or she must
contact the copyright owner. Reproduction, duplication, or modification 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 specifically 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.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales, 1
DOI 10.1007/978-1-4419-9893-4_1, © Springer Science+Business Media, LLC 2012
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Reference Representative Studies Using Scale

1. KIDZZZSLEEP Pediatric Sleep Disorders Program.  None.
(April 3, 2009). Clinical tools. Retrieved June 17,
2009, from http://www.kidzzzsleep.org/clinicaltools.
htm.



Purpose A modified 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
overal deep quality by measuring the adolescent’s
responses along five behavioral dimensions: going
to bed, faling adeep, maintaining sleep, reinitiat-
ing deep, and returning to wakefulness. A six-
point, Likert-type scae asks respondents to
indicate how often they have exhibited certain
sleep behaviors during the last month (with 1
meaning “aways,” 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 areliability of o.=.80.

Obtaining a Copy A published copy can befound
inastudy by LeBourgeois and colleagues[1].

Direct correspondence to:
Dr. M. LeBourgeois

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

Scoring Calculating mean scores for each
subscale allows for individual assessment of
the five sleep-behavior domains examined by
the questionnaire, while an overall sleep-quality
score (the mean of the five 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, |., & Koh, J.
(2007). Objective and subjective assessment of deep
in adolescents with chronic pain compared to healthy

Sleep and Chronobiology Research Laboratory adolescents.  Clinical  Journal of Pain, 23(9),
E.P. Bradley Hospital/Brown Medical School 812-820.
A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales, 45

DOI 10.1007/978-1-4419-9893-4_2, © Springer Science+Business Media, LLC 2012






Purpose Consisting of 24 statements regarding
obstructive deep 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
guestionnaire as a tool for investigating treatment
compliance in apneic individuas. As some have
postulated that more positive beliefs and attitudes
about OSA treatment are associated with improved
compliance, higher scoreson thetest may belinked
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 astudy 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 isrequired
for comprehension.

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

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

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



48 3 Apnea Beliefs Scale

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

Reference Representative Studies Using Scale

1. Smith, S. S,, Lang, C. P, Sullivan, K. A., & Warren, J.  Smith, S. S,, Lang, C. P, Sullivan, K. A., & Warren, J.
(2004). Two new tools for assessing obstructive sleep (2004). A preliminary investigation of the effective-
apneaand continuous positive airway pressure therapy. ness of a sleep apnea education program. Journal of

Seep Medicing, 5, 359-367. Psychosomatic Research, 56(2), 245-249.



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 significant differ-
ence between the knowledge scores achieved
pre- and post-program would indicate an effec-
tive intervention. Though findings 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-
fied 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 o.=.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.ug.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 findings 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.
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Reprinted from Smith et al. [1], Copyright © 2004, with permission from Elsevier.

Reference Representative Studies Using Scale

1. Smith, S. S., Lang, C. P,, Sullivan, K. A., & Warren, J. ~ Smith, S. S., Lang, C. P,, Sullivan, K. A., & Warren, J.
(2004). Two new tools for assessing obstructive sleep (2004). A preliminary investigation of the effective-
apnea and continuous positive airway pressure therapy. ness of a sleep apnea education program. Journal of
Seep Medicineg, 5, 359-367. Psychosomatic Research, 56(2), 245-249.

Note: There are no items ‘14’ and “15’ in the original publication.






Purpose The scale assessesthe severity of insom-
nia using diagnostic criteria set forth by the
International Classification of Diseases (ICD-10).
Theeight-item questionnaire eval uates 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 first
fiveitems alone, may also be used.

Population for Testing Theinstrument has been
validated in patients with insomniaand 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 Aninitial 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 slegp difficultieshave
affected them during the past month. Scores
range from O (meaning that the item in question
has not been a problem) to 3 (indicating more
acute sleep difficulties). Developers Soldatos
and colleagues [2] suggest a cutoff score of 6,
which correctly distinguished between insom-
nia patients and controlsin 90% of cases.
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5 Athens Insomnia Scale (AIS)

Reprinted from Soldatos et a. [1], Copyright © 2000, with permission from Elsevier.
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Purpose A standardized questionnaire to assess
avariety of sleep complaints, the BNSQ consists
of 27 itemsin 21 different questions and queries
awide range of sleep complaints, including dif-
ficulties 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 avari-
ety of patient populations, ranging from young
adults with asthma [2] to women undergoing
menopause [3].

Administration The BNSQ is a sdf-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
Gidlason [1].

Direct correspondence to:

Markku Partinen

Department of Neurology, University of Helsinki
FINOO-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 specific
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.
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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 five 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 difficulties 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 specific 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 — identified problems should be
addressed with recommendations or referrals
where appropriate.
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Reprinted from Owens and Dalzell [1]. Copyright © 2005, with permission from Elsevier.
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Purpose All three versions of the Beck
Depression Inventory (BDI-I, BDI-IA, and
BDI-I1) 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 difficulties, as it has been updated
to reflect the fact that sleep can both increase and
decrease as a result of depression.

Rdiability 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 | can’t stand it”), and
this is reflected in the scoring process which

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Sleep Scales, 63
DOI 10.1007/978-1-4419-9893-4_8, © Springer Science+Business Media, LLC 2012



64

Simulated Items similar to those in the Beck
Depression Inventory—Il. 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

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

8 Beck Depression Inventory
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Behavioral Evaluation of Disorders

of Sleep (BEDS)

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), sensitivity to the environment, disoriented
awakening, and apnea/bruxism. As these fac-
tors do not necessarily relate to specific sleep
disorder diagnoses, the tool is recommended by
its developers for research purposes and not as
“an instrument to replace a qualified 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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 o.=.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 five-point
scaleto rate the frequency of certain sleep behav-
iors exhibited by their child (0 is“never,” while 5
is“aways’). Higher scores indicate more severe
sleep issues.
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9 Behavioral Evaluation of Disorders of Sleep (BEDS)




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 findings suggest that the kind of
patient population being examined has some bear-
ing on the sensitivity and efficacy 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 benefit 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/m2.
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10 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 sufficient for
administration.

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

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales, 75
DOI 10.1007/978-1-4419-9893-4_11, © Springer Science+Business Media, LLC 2012



76 11 Brief Fatigue Inventory

Reprinted from Mendoza et al. [1]. Copyright © 1999, with permission from John Wiley and Sons.
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Brief Infant Sleep Questionnaire

(BISQ)

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].

12

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.
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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 Severa studies have
been conducted to evauate the psychometric
properties of the BPI. In astudy of surgical cancer

patients, Tittleand colleagues[1] found an internal
reliability ranging from .95t0.97. 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-specific scales and were
sensitive to changesin 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-tool s/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 scorerelating to
impact on daily life can be calculated by averag-
ing scores on each of the seven items, which also
use scales from 0O to 10. Higher scores indicate
greater severity and more interference.
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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 fifth domain —treatment-related
symptoms—was devel oped for use with individu-
ascurrently undergoing therapeutic intervention.
With its excellent responsiveness to change, the
scale is ideal for monitoring the effectiveness of
different apnea treatments.

Population for Testing Inavalidation 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 interna consistency ranging from .88 to .92.
The scale was responsive to mean change scores
of 1.0in 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

Albertal ung Association Sleep DisordersCentre,
Foothills Hospital

1403 29th Street N. W., Calgary, AB, Canada
T2N 2T9

Scoring The processes involved in both scoring
and administering the scale are rel atively complex,
limiting its use to those who have been specifically
trained. For thefirst three domains (daily function-
ing, socia 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. Individual s respond
totheseitemsusing seven-point, Likert-type scales
that range from 1 to 7, with higher scores indicat-
ing adecreased quality of life. Thefourth and fifth
domains offer respondentslists 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 five most
important symptoms and to rate how much of a
problem they have been on a scale from 1 to 7.
A final 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).
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If domain five has not been endorsed, scoring is
performed by finding the mean scores for each of
the first four domains, summing them, and divid-
ing by four to obtain an overal mean score.
However, if treatment is underway and the fifth
domain has been used, symptom scores are
reversed, summed, and a mean score is found by
dividing by five. This value is then weighted and
applied to the overall score in order to obtain an
accurate measure of both the benefits 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.

Rdiability 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 five. In a study
validating the CETQ, Moore and colleagues [1]
found that the first item of the scale possessed a
sensitivity of .94 and a specificity of .99, while the
second item had a sensitivity of .90 and a specific-
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, specificity, or
predictive value. However, they may help to con-
firm findings 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 first question. Questions 2 through 5
are included only to aid in confirmation.
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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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Center for Epidemiological Studies
Depression Scale for Children

(CES-DCQ)

Purpose Consisting of 20 items, the scale is a
maodifiedversionof theCenter for Epidemiol ogical
Studies Depression Scale and was developed to
screen for depression in children. Youth respon-
dents are asked to indicate how strongly they
havefelt acertain way during the past week using
alLikert-type scale that rangesfrom “not at all” to
“alot.” Only twoitemson the questionnairerelate
specifically to sleep or fatigue: item 7, “1 wastoo
tired to do things;” and item 11, “1 didn’t Sleep as
well as | usually sleep.” However, research sug-
geststheremay beabiological link between sleep
and depression in children [1], and clinicians may
find that screening for both issues allowsfor more
effective diagnosis and treatment.

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

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

16

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

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

Scoring For the mgjority of questions, an answer
of “not at al” receives a score of 0, “a little”
receivesl, “some” receives 2, and “alot” 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 devel opers recommend a score of
15 as a cutoff for screening.
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16 Center for Epidemiological Studies Depression Scale for Children (CES-DC)
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96 16 Center for Epidemiological Studies Depression Scale for Children (CES-DC)

Note: For sleep researches dealing with depres-
sion in children and adolescents, we have put a
booklet we devel oped for parents, teaches, medi-
cal, paramedical professionals and psychologists
on our website. This book entitled “Detecting
Depression in Children and Adolescents’ is
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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 first 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 benefit of such an approach is that it elimi-
nates error caused by individuals who are inclined
to select the most or least extreme options.
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98 17 Chalder Fatigue Scale

Reprinted from Chalder et al. [1]. Copyright © 1993 with permission from Elsevier.
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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 classifies
individuals across a range of syndromes and
DSM-oriented diagnoses, including emationally
reactive, somatic complaints, aggressive behav-
ior, pervasive developmental problems, and atten-
tion deficit/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 specifically 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
1¥-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 Qualification Form” to be
reviewed by the distributor. While those adminis-
tering the questionnaire do not need to possess any
particular qualifications, 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 efficacy
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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
refined by Thomas Achenbach and colleagues for
the Achenbach System of Empirically Based
Assessment (ASEBA). To find 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

18 Child Behavior Checklist (CBCL), 1%2-5

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 first section,
parents are asked to report briefly 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
deficit/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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 1%2-5.

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 specific qualifications, distributors ask
individuals attempting to purchase test products to
complete a “Test User Qualification Form.” In
order to be considered qualified 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-
ficient 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 efficacy
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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 t0 .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
refined by Thomas Achenbach and colleagues for
the Achenbach System of Empirically Based
Assessment (ASEBA). To find 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

19 Child Behavior Checklist (CBCL), 6-18

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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Foroffice use anly
10#

CHILD’S First Middle Last

FULL

NAME

CHILD’S GENDER CHILD'S AGE CHILD’S ETHNIC GROUP
Doy G OR RACE

TODAY'S DATE CHILD'S BIRTHDATE

Mo Day Year Mo. Day Year.

Please fill out this form to reflect your view of the child’s
behavior even if other people might not agree. Feel free to write
additional comments beside each item and in the space pro-
vided on page 2. Be sure to answer ail items.

PARENTS’ USUAL TYPE OF WORK, even if not working now. Fiease
be specific — for example, auto mechanic, high school teacher, homemaket,
laborer, tathe operator, shoe salesman. army sergeant

FATHER'S
TYPE OF WORK

MOTHER'S
TYPE OF WORK

THIS FORM FILLED QUT BY: (print your full name)

Your relationship to child:

Owmother M Father [Jother (specify):

Below is a list of items that describe children. For each item that describes the child now or within the past 2 months, please circle
the 2if the item is very true or often frue of the child. Circle the T if the item is somewhat or sometimes true of the child. If the item
is not true of the child, circle the 0. Please answer all items as well’as you can, even if some do not seem to apply to the child.

0 = Not True (as far as you know)

1 = Somewhat or Sometimes True

2 =Very True or Often True

0 1 2 1 Aches or pains (without medical cause; do
not include stomach or headaches)

01 2 2. Acts too young for age

01 2 3. Afraid to try new things

01 2 4. Avoids looking others in the eye

0 1 2 5. Can't concentrate, can't pay atiention for long

01 2 6. Can't sit still, restless, or hyperactive

01 2 7. Can't stand having things out of place

01 2 8 Can't stand waiting; wants everything now

01 2 9 Chews on things that aren’t edible

0 1 2 10 Clings to adults or too dependent

0 1 2 11 Constantly sesks help

0 1 2 12 CQConstipated, doesn't move bowe
sick) £

0 1t 2 13 Criesalot

0 1 2 14 Cruel to animals

0 1 2 15 Defiant

0 1 2 16. Demands must be met immediately

0 1 2 17 Destroys histher own things

0 1 2 18 Destroys things belonging to his/her family
or other children

0 1 2 19 Diarrhea or loose bowels (when not sick)

0 1 2 20 Disobedient

0 1 2 21. Disturbed by any change in routine

0 1 2 22 Doesn't want to sleep alone

0 1 2 23 Doesnt answer when people talk to him/her

0 1 2 24 Doesn't eat well (describe): '

1 2 25 Doesn’t get along with other children

0 1 2 26 Doesn’tknow how to have fun; acts like a
little adult

0 1 2 27 Doesn'tseem to feel guilty after misbehaving

0 1 2 28 Doesn'twantto go out of home

0 1 2 29 Easily frustrated

0 1 2 30. Easily jealous

0 1 2 31 Eatsordrinks things that are not food—don’#
include sweets (describe):

0 1 2 32 Fearscertain animals, situations, or places

(describe):

Feelings are easily hurt

Gets hurt a lot, accident-prone

Gets in many fights

Gets into everything

Gets too upset when separated from parents
Has trouble getting to sleep

Headaches (without medical cause)

Hits others

Holds his/her breath

Hurts animals or people without meaning to
Looks unhappy withaut good reason

Angry moods

Nausea, feels sick (without medical cause}

oo 000000 S
A o ek b e ek e o
PN NMNNODRODNNDMNDRN
~
s

46. Nervous movements or twitching

(describe):

6 1 2 47 Nervous, highstrung, or tense

0 1 2 48 Nightmares

0 1 2 48 Overeating

0 1 2 50 Overtired

0 1 2 51 Shows panic for no good reason

0 1t 2 52 Painful bowel movements (without medical
cause)

0 1 2 53 Physically attacks people

0 1 2 54 Picks nose, skin, or other parts of body

(describe):

T

Be sure you answered all items. Then see other side.

Copyright 2000 T Achenbach & L Rescorla
ASEBA, University of Vermont. 1 South Prospect St, Burlington, VI 05401-3456
www ASEBA org

UNAUTHORIZED COPYING IS ILLEGAL
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Please print your answers. Be sure to answer all items,

0 = Not True (as far as you know)

1 = Somewhat or Sometimes True

2 =Very True or Often True

0 1 2 55 Plays with own sex parts too much 0
0 1 2 56 Poorly coordinated or clumsy
6 1 2 57 Problems with eyes (without metical cause) Y]
(describe): :
0
0 1 2 58 Punishment doesn't change histher behavior 0
0 1 2 59 Quickly shifts from one activity to another 0
0 1 2 60 Rashes orother skin problems (without 0
medical cause) 0
0 1 2 61 Refusestoeat 0
0 1 2 62 Refuses to play active games 0
0 1 2 63 Repeatedly rocks head or body 0
0 1 2 64 Resists going to bed at night 0
0 1 2 65 Resists toilet training (describe): 0
0
0 1 2 66 Screamsalot 0
0 1 2 67 Seems unresponsive io affection
0 1 2 68 Self-conscious or easily embarrassed
0 1 2 89 Selfish or won't share 0
0 1 2 70. Shows little affection toward people 0
0 1 2 71 Shows little interest in things around him/her 0
0 1 2 72 Shows too little féar of getting hurt 0
0 1 2 73 Tooshy ortiimid
01 2 74 Sieeps less than most kids during day
and/or night (describe):
1 75. Smears or plays with bowel movem
0 1 2 76 Speech problem (describe): 0
) ]
0 1 2 77 Stares inio space or seems pri 0
0 1 2 78 Stomachaches or cramps (without

cause)

1

1
1
1
1
1
1
1
1
1
1
1
1

2 79 Rapid shifts between sadness and
excitement

2 80. Strange behavior {describe):

81,
82,
83
84
85
86
87
88
89.
90
91

92,

Stubbom, sullen, or irritable

Sudden changes in moed or feelings

Sulks a lot

Talks or cries out in sleep

Temper tantrums or hot temper

Too concerned with neatness or cleantiness
Too fearful or anxious

Uncooperative

Underactive, slow moving, or lacks energy
Unhappy, sad, or depressed

Unusually loud

Upset by new people or situations
(describe):

N RN NNMNDNDNDNNDDNDNDN

Vomiting, throwing up (without medical cause}
Wakes up often at night

Wanders away

Wants a lot of attention

» Whining

Withdrawn, doesn't get involved with others
Worries

Please write in any problems the child has
that were not listed above

Please be sure you have answered all items.
Underline any you are concerned about.

Does the child have any iliness or disability (either physical or mental)?

[JNo [] Yes—Please describe:

What concerns you most about the child?

Please describe the best things about the child:

PAGE 2
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For office use only

LLANGUAGE DEVELOPMENT SURVEY FOR AGES 18-35 MONTHS |0+

m

The Language Development Survey assesses children’s word combinations and vocabulary. By carefully
completing the Language Development Survey, you can help us obtain an accurate picture of the child’s

developing language. Please print your answers. Be sure to answer all items.

I Was the child born earlier than the usual 9 months after conception?
OJ No O Yes—how many weeks early? weeks eatly

1. How much did the child weigh at birth? pounds ounces; or grams.

II. How many ear infections did the child have before. age 24 months?
oo-2 , O35 68 [J 9 or more

IV, Is any language beside English spoken in the child’s home?
O No [ Yes—please list the languages:

V. Has anyone in the child’s family been slow in learni,
LI No O Yes—please list their rg

the child; for example, brother, father:

VI Are you worried about the child’s la pment?
O No 0 Yes—wh

VIL. Does the child spontaneously say words in any language? (not just imitates or understands words)?
[0 No O Yes—if yes, please complete item VIII and page 4.

EE 2

VII Does the child combine 2 or more words into phrases? For example: “more cookie,” “car bye-bye.”
I No O Yes—please print 5 of the child’s longest and best phrases or sentences

Fot each phrase that is not in English, print the name of the language

Be sure you answered all items. Then see other side.

PAGE 3
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Please circle each word that the child says SPONTANEQUSLY (not just imitates or understands). If your child says
non-English versions of words on the list, circle the English word and write the first letter of the language (e.g., S for
Spanish). Please include words even if they are not pronounced clearly or are in “baby talk” (for example: “baba” for

bottle).
FOODS ANIMALS ACTIONS HOUSEHOLD MODIFIERS OTHER
1 apple 55. bear 107 bath 163 bathtub 216. all gone 264. any letter
2 banana 56. bee 108. breakfast 164. bed 217 allright 265. away
3. bread 57 bird 109. bring 165. blanket 218. bad 266. booboo
4. butter 58 bug 110. catch 166. bottle 219. big 267 byebye
5. cake 59. bunny 111. clap 167. bowl 220. black 2068. excuse me
6. candy 60. cat 112 close 168 chair 221. blue 269. here
7. cereal 61. chicken 113, come 169. clock 222. broken 270. hi,hello
8. cheese 62. cow 114 cough 170 crib 223 clean 271 in
9. coffee 63. dog 115 cut 171. cup 224 cold 272 me
10. cookie 64 duck 116 dance 172. door 225, datk 273 meow
11. crackers 65. elephant 117. dirmer 173. floor 226, dirty 274. my
12 drink 66 fish 118. doodoo 174 fork 227. diy 275 myself
13 egg 67. frog 119. down 175. glass 228, good 276. nightnight
14 food 68 horse 120. eat 176. knife 229. happy 277. no
15 grapes 69. monkey 121, feed 177 light 230. heavy 278. off
16. gum 70. pig 122, finish 178 mirror 231 hot 279 on
17. hamburger 71. puppy 123 fix 179 pillow 232 hungry 230 out
18. hotdog 72. snake 124 get 180 plate 233 little 281 please
19. ice cream 73. tiger 125. give 181. potty 234 mine 282 Sesame St
20 juice 74. turkey 126 go 182, radio 235 more 283 shutup
21 meat 75. turtle 127. have 183. room 236 nice 284. thank you
22 mik 184. si 237. pretty 285. there
23 orange BODY PARTS 238. red 286 under
24 pizza 76 arm 239 stinky 287. welcome
25. pretzel 77. belly button 240. that 288 what
26. Taising 78. bottom 241 this 289 where
27. soda 79. chin 242, tired 290 why
28. soup 80. ear 243 wet 291 woofwoof
2G. spaghetti 81. elbow 244. white 292 yes
30 tea 82. eye 245 yellow 293 you
31 foast 83. face 246 yucky 294 yumyum
32 water 84. tinger ’ 295. any number
85 foot PERSONAL CLOTHES
TOYS 86 hair 140. Ggont 194. brush 247. belt PEOPLE
33 ball 87 hand 141 outside 195 comb 248 boots 296 aunt
34. balloon 88 knee 142 pattycake 196. glasses 249, coat 297. baby
35. blocks 89. leg 143, peckaboo 197. key 250. diaper 298 boy
36. book 90. mouth 144. peepee 198 money 251. dress 299. daddy
37. crayons 91 neck 145 push 199. paper 252. gloves 300. doctor
38. doll 92 nose 146. read 200 pen 253, hat 301 girl
39, picture 93. teeth 147, ride 201. pencil 254, jacket 302 grandma
40 present 94. thumb 148 1un 202 penny 255. mittens 303 grandpa
41 shde 95. toe 149, see 203. pocketbook 256 - pajamas 304 lady
42 swin 96. tummy 150 show 204. tissue 257 pants 305 man
43 teddy bear 151 shut 205. tooth brush 258 shirt 306. mommy
VEHICLES 152. sing 206, umbtella 259 shoes 307. own name
OUTDOORS 97 bike 153. sit 2007 watch 260 slippers 308. pet name
44. flower 98 boat 154. sleep 261 sneakes 309. uncle
45, house 99. bus 155. stop PLACES 262. socks 310. name of TV
46. moon 100. car 156, take 208. church 263. sweater or story
47. rain 101. motorcycle 157. throw 209 home character
48 sidewalk 102 plane 158, tickle 210 hospital .
49 sky 103 stroller 159 up 211 library Other words your child says,
50 snow 104. train 160 walk 212 park including non-English words:
51 star 105 trolley 161. want 213 school .
52 stieet 106. truck 162 wash 214. store )
53. sun 215 zoo

54, tree

PAGE 4
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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-
choiceitems, the survey examines sleep-schedule
inclinations and subjective experiences of fatigue
and aertness.

Population for Testing The scde was initidly
validated with populations of fourth, fifth, and sixth
grade students, and most recently with a sample of
Spanish adolescents aged 1216 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' initia psy-
chometric evaluation [1] found a significant cor-
relation between M/E scale results and actual
sleep and rise schedules. Similarly, Diaz-Morales

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 “€”
receives 5. However, items marked with an aster-
isk arereversed in order to ensurethat respondents
attend carefully to questions. Higher scores indi-
cate greater preferences toward morningness.
Diaz-Moraes and colleagues [2] suggest cutoffs
at the 20th and 80th percentiles: Thus, scores of
10-20wouldindicate eveningness, scoresbetween
28 and 42 indicate morningness, and scores rang-
ing from 21 to 27 are categorized as neither.
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Reprinted from Carskadon et al. [1]. Copyright © 1993, with permission from American Academy of Sleep Medicine.
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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
respondents. 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 specificity was .72.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 five 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-
fied 80% of the clinical sample in their initial
psychometric study.
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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
influence a person’s ability to alter his or her
sleeping rhythms: rigidity/flexibility 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 Miliaet a. [3].

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

Administration The CTI is aself-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:
Itstwo factors explained 27% of the variancein a
population of studentsand itsinternal consistency

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

was moderate, ranging from .58 to .74. The
18-item scade 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
habitsand preferences. Scalesrangefrom 1 mean-
ing “amost never,” to 5 meaning “amost always.”
Higher scores on the rigidity subscale indicate a
greater flexibility in circadian rhythm, whilelower
scores on the overcoming-drowsiness subscale
indicate a greater ability to manage on less sleep.
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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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Cleveland Adolescent Sleepiness
Questionnaire (CASQ)

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.

Adminigtration 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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

23

correlated with objective measures of sleep
duration, while scores for youth in the obstructive
sleep apnea group were significantly 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: jesb@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.
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schoolwork at home in the

23 Cleveland Adolescent Sleepiness Questionnaire (CASQ) 129
Never Rarely Sometimes Often Almost
(0 times (less than 3 (1-2 times (3-4 times every day
per times per per week) per week) (5 or more times
month) month) per week)
7. Ifeel alert during my classes { ) ( )
8. I feel sleepy in the evening
after school O O
9. Ifeelsleepy when Irideina
bus to a school event like a field O O O O
trip or sports game
10. In the morning when I am in
school. I fall asleep o O O O O
11. When Iam in class. I feel O O
wide-awake
12. I feel sleepy when I do my
homework in the evening after O O
school
13. I feel wide-awake the last
class of the day O O O Q O
14. I fall asleep when Iride in a
bus. car. or train O O O O O
15. During the school day. there
are times when I realize that I O O Q O
have just fallen asleep
16. 1 fall asleep when I do o) O () () O

evening

Reprinted from Spilsbury et al. [1]. Copyright © 2007, with permission from American Academy of Sleep Medicine.
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Purpose The C-SSRSwasdesigned to providea
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 avariety 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 humber 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 classification
system caled the Columbia Classification
Algorithm for Suicide Assessment (C-CASA;
[2]). The C-CASA was devel oped as a retrospec-
tive method for evaluating adverse events in

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 Interms of suicidal behaviors, the scale
is divided into several categories [3]: actual
attempts, interrupted attempts, aborted attempts,
and preparatory acts or behaviors. Interviewers
establish the presence or absence of these
behaviors and, where applicable, the number of
attempts, both over the course of alifetimeandin
the period of interest (the last week or month).
Similarly, five aspects of suicidal ideation are
queried: the wish to be dead, nonspecific active
suicidal thoughts, active ideation without intent
to act, active ideation with some intent to act, and
active ideation with specific plan or intent. The
presenceand frequency of thesedifferent thoughts
are evaluated.
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Purpose Finding the psychometric properties
of alternative morningness gquestionnaires to be
inadequate, developers culled items from two of
these scales—the Horne Ostberg 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 identified: 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

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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
1to 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.

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 official 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 difficulty 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 first month
of CPAP prescription [1].

Administration The questionnaire isaself-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@ug.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.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales, 141
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Reprinted from Olsen et al. [1]. Copyright © 2010, with permission from American Academy of Sleep Medicine.
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Cues to starting CPAP in obstructive sleep apnea:
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questionnaire. Journal of Clinical Seep Medicine,
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Depression and Somatic Symptoms

Scale (DSSS)

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 specifically 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 first evaluated by developers
Hung and colleagues [2]. They found an internal

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

27

consistency ranging from .73 to .94 and a test-
retest reliability of .88-.92. Additionally, scores
on the DSSS were significantly correlated with
those obtained on the Hamilton Rating Scale
for Depression (Chap. 42), and results for both
decreased significantly 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.
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Reprinted from Hung et al. [2], Copyright © 2006, with permission from John Wiley and Sons.
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Dysfunctional Beliefs and Attitudes
About Sleep Scale (DBAS)

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-
tionsabout 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 five 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.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

28

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 O 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].
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Copyright © 1993 by the American Psychological Association. Reproduced with permission from Morin et al. [1].
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Purpose Designed to evaluate overal daytime
sleepiness, the questionnaire asks respondents to
rate how likely they areto 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 traffic. The scale may be indicated
for use in research as well as for clinicians
reguiring an efficient 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 reguire
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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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

Obtaining a Copy The scaleisunder copyright.
The official website for this scale is www.
epworthsl eepinessscal e.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 O meaning
“would never doze” and 3 meaning “high chance
of dozing”), respondents rate their likelihood of
faling asleep in a variety of situations. Tota
scores can range from 0 to 24. In terms of inter-
preting results, Johnsand Hocking [ 3] havefound
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.
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Copyright © Murray Johns 1990-1997. Reprinted with kind permission from Murray Johns. This scale isunder copy-
right and reproduction without the written consent of Dr. Johnsis strictly prohibited. For more information, please go
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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 specifically
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.

Réiability 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, attributions

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 five-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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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 devel opers
hoped to create ameasure that would be sensitive
to avariety of experiences related to these states
of energy deficiency. The checklist consists of 50
adjectives found to cluster into five subscales
prompted by the acronym FACES. Fatigue
(edjectiveslike" exhausted,” “ drained,” and“weary”),
Anergy (“indolent,” “languid”), Consciousness
(“comatose,” “unconscious’), Energy (“vigorous,”
“lively”), and Sleepiness (“sleepy,” “drowsy”).
Unlike the Fatigue Assessment Scde (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
amean age of 43.5+13.9 years.

Administration Requiring between5and 10 min
for completion, the scale is a self-report, paper-
and-pencil measure.

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 aso pos-
sessed good convergent validity, with the deepi-
nessand consciousnesssubscalescorre ating highly
with scores on the Epworth Sleepiness Scale.

Obtaining a Copy A copy of the scale'sitems
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 O
(“not at al”) 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.
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Fatigue Assessment Inventory (FAI)

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.

Rédiability 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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

32

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.
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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.






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.

ReliabilityandValidity DevelopersMichielsen
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 significantly
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 simplified 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 five-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.
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Reprinted from Michielsen et al. [1]. Copyright © 2003, with permission from Elsevier.

Note: The abbreviations after the items indicate the scale from which the items has been abstracted. The following are
the scales:

CIS - Checklist Individual Strength

WHOQOL - World Health Organization Quality of Life assessment instrument

FS - Fatigue Scale
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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 origina
version, a shorter 21-item measure called the
Modified 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 initialy
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 FISis a self-report, paper-
and-pencil measure requiring between 5 and
10 min for completion.

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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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
.6510 .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-fis

Direct correspondence to:
John D. Fisk

Department of Psychiatry
Dalhousie University

QEII Health Sciences Centre
Halifax, Nova Scotia B3H 2E2
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Scoring Respondents are asked to rate the extent
towhichfatigue hasinterfered with certain aspects
of their day-to-day functioning using a scale that
ranges from O (“no problem”) to 4 (“extreme

34 Fatigue Impact Scale (FIS)

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

With kind permission from Springer Sciencet+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 completion.

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 significantly higher for
individuals with multiple sclerosis and systemic

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

lupus erythematosus than they were for healthy
control participants; additionally, results on the
FSS were found to be significantly 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:
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Department of Neurology, School of Medicine
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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.
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35 Fatigue Severity Scale (FSS)

Krupp et al.[4]. Copyright © 1989 American Medical Association. All rights reserved.
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Purpose Thescaleiscomposed 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 avariety of
clinical and research populations, many of these
focus on specific aspects of fatigue — intensity or
duration, for example — and the devel opers 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]. Anini-
tial study also suggests that the FSI possesses
some reliability and validity with healthy con-
trolsaswell [2].

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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

Reliability and Validity The largest study exa-
mining the scal€’s psychometric properties found
an internal consistency of .94 [1]. Results on the
instrument were al so significantly 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 Itemsuse 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.
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With kind permission from Springer Sciencet+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 fibromyalgia and chronic fatigue syn-
drome patients. Consisting of 12 items, the
scale evaluates pain, muscular tension, fatigue,
concentration difficulties, failing memory, irri-
tability, sadness, sleep disturbances, autonomic
disturbances, irritable bowel, headache, and sub-
jective experience of infection. Scale developers
were specifically interested in creating atool that
could be used to monitor treatment outcomes.
However, the scale requires atrained 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 initia psy-
chometric evaluation, devel opers Zachrisson and
colleagues [1] found an interrater reliability of

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

.98 for thetotal scale. Itemsfor 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 fibromyalgia patients.

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

Direct correspondence to:

Olof Zachrisson

Psychiatry Section, Institute of Clinical
Neuroscience

Sahlgrenska University Hospital/M 6lndal
SE 431 80 MélIndal, Sweden

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.
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37 FibroFatigue Scale

Reprinted from Zachrisson et a. [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
efficient, 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 Ina 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 specific-
ity ranging from .90 to .93, a positive predictive

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 specificity 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:

Dr. Reisberg

Aging and Dementia Research and Treatment
Center

New York University School of Medicine

550 First Ave., New York, NY 10016, USA
Email: barry reisberg@med nyu.edu

Scoring Most questions require only a “yes” or
“no” answer, though a few ask specifically for esti-
mates of duration or frequency. For each item,
responses are classified 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].
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Copyright © 2006 American Medical Association. All rights reserved.
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Functional Outcomes of Sleep
Questionnaire (FOSQ)

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
efficient administration.

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

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

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

39

reliability of o=.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:

Terri Weaver

University of Pennsylvania School of Nursing
Room 348 NEB

420 Guardian Drive, Philadelphia
Pennsylvania 19104-6096, USA

Scoring For each of the five domains examined,
respondents indicate the degree of difficulty they
experience when attempting certain activities
because they are sleepy or tired. Lower scores
designate more acute issues with sleepiness:
4 means “no difficulty,” 3 is “yes, a little difficulty,”
2 is “yes, moderate difficulty,” and 1 means “yes,
extreme difficulty.”
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Copyright © Terri Weaver, 1997. Reprinted with permission.

References

1. Chasens, E. R., Ratcliffe, S. J., & Weaver, T. E. (2009).
Development of the FOSQ-10: a short version of the
functional outcomes of sleep questionnaire. Seep,
32(7), 915-919.

2. Weaver, T. E., Laizner, A. M., Evans, L. K., Maislin,
G., Chugh, D. K, Lyon, K., et al. (1997). An instru-
ment to measure functional status outcomes for
disorders of excessive sleepiness. Seep, 20(10),
835-843.

Representative Studies Using Scale

Weaver, T. E., & Cueller, N. (2006). A randomized trial

evaluating the effectiveness of sodium oxybate therapy
on quality of life in narcolepsy. Seep, 29, 1189-1194.

Shaheen, N. J., Madanick, R. D., Alattar, M., Morgan, D.

R., Davis, P. H., Galanko, J. A., Spacek, M. B., &
Vaughn, B. V. (2008). Gastroesophageal reflux disease
as an etiology of sleep disturbance in subjects with
insomnia and minimal reflux symptoms: a pilot study
of prevalence and response to therapy. Digestive
Diseases and Sciences, 53(6), 1493-1499.



Purpose The GSDS is a 21-item scale initially
designed to evaluate the incidence and nature of
sleep disturbances inemployed 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

Direct correspondence to:

Kathryn A. Lee

N411Y, Box 0606

School of Nursing, University of California
San Francisco, California 94193-0606, USA

Scoring The GSDS queries respondents regard-
ing the frequency with which they’ve experi-
enced certain sleep difficulties within the
previous week. Respondents use an eight-point,
Likert-type scale ranging from O (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].
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Copyright © K. Lee (GSDS, Sleep, 1992). Reprinted with permission. Duplication or reproduction without written
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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 specifically
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: aninitial study
found a construct validity of r=.88, a concur-
rent validity ranging from .48 to .82, atest—retest

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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

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

Direct correspondence to:

Colin Espie

Department of Psychological Medicine,
University of Glasgow,

Academic Centre Gartnaval Royal Hospital
1055 Great Western Road, Glasgow G12 0XH
Scotland, UK

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 specificity of 83%.
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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 first 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. Iltems 4, 5, and 6 refer specifically 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 difficulties 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 specific modifications for seasonal
affective disorder [10].

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

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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

clinician. Its administration time will vary
depending on the specific needs of the patient and
theinterviewer’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
inefficient 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 versionisalso avail able—the Hamilton
Depression Inventory developed by Reynolds
and Kobak [2]. Additional alternative versions
include tests with fewer items and questionnaires
with modified rating scales.

Reliability and Validity The psychometric prop-
erties of the HAM-D have been examined in a
widearray of studiessinceitscreation 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, finding 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 reliabilitiesand
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test—retest coefficients at the level of individua
items have found values that are much lower.
Others have criticized the scale as outdated in
terms of the DSM-1V definition of depression and
have claimed that its scoring is unclear. Overall,
the HAM-D’stremendous 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 acase-by-casebasis. For one of Hamilton's
final writings on the subject of depression and the
selection of depression scaes, 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
modified versions are available from their
respective designers.

42 Hamilton Rating Scale for Depression (HAM-D)

Scoring Though all 21 items may be valuable
for both research and clinical purposes, only the
first 17 are used for scoring. During the inter-
view, clinicians solicit patient reports on a vari-
ety of depressive symptomsand usetheir clinical
expertise to assign each a score for severity. For
the majority of questions, scoresrangefrom 0to
4, with 4 representing more acute signs of depres-
sion. Severa questions have ranges that extend
only ashighas2 or 3. A total scoreistallied and
can then be compared with previous scores or
can be contrasted with a pre-defined 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 aslow
as2[9].



References

References

. Potts, M. K., Daniels, M , Burnam, M. A., & Wells, K. B.
(1991). A structured interview version of the Hamilton
Depression Rating Scale: evidence of reliability and
versatility of administration.

. Reynolds, W. M., & Kobak, K. A. (1995). Hamilton
Depression Inventory. Odessa, FL: Psychological
Assessment Resources.

. Hamilton, M. (1960). A rating scale for depression.
Journal of Neurology, Neurosurgery, and Psychiatry,
23, 56-62.

. Baghy, R. M., Ryder, A. G., Schuller, D. R., & Marshall,
M. B. (2004) The Hamilton Depression Rating Scale:
has the gold standard become alead weight? American
Journal of Psychiatry, 161(12), 2163-2177.

189

5. Hedlund, J. L., & Vieweg, B. W. (1979). The Hamilton

Rating Scale for Depression: a comprehensive review.
Journal of Operational Psychiatry, 10, 149-165.

6. Knesevich, J. W., Biggs, J. T., Clayton, P. J., & Ziegler,

V. E. (1977). Validity of the Hamilton Rating Scale for
Depression. The British Journal of Psychiatry, 131,
49-52.

. Hamilton, M., & Shaprio, C. M. (1990). Depression. In

D. F. Peck & C. M. Shapiro (Eds.), Measuring Human
Problems (25-65). Great Britain: John Wiley & Sons.

. Frank, E., Prien, R. F,, Jarrett, R. B., Keller, M. B.,

Kupfer, D. J., Lavori, P. W., Rush, A. J., & Weissman,
M. M. (1991). Conceptualization and rationale for con-
sensus definitions of terms in major depressive disor-
der: remission, recovery, relapse, and recurrence.
Archives of General Psychiatry, 48(9), 851-855.



190 42 Hamilton Rating Scale for Depression (HAM-D)

9. Zimmerman, M., Posternak, M. A., & Chelminski, I. Whyte, E. M., Gildengers, A., Karp, J., Lenze, E., Szanto,
(2005). Is the cutoff to define remission on the K., Bensas, S, & Kupfer, D. J. (2006). Maintenance
Hamilton Rating Scale for Depression too high? The treatment of major depression in old age. New England
Journal of Nervous and Mental Disease, 193(3), Journal of Medicine, 354(11), 1130-1138.

170-175. Brecht, S., Kgjdasz, D., Ball, S., & Thase, M. E. (2008).
10. Williams, J. B. W., Link, M. J., Rosenthal, N. E., Clinical impact of duloxetine treatment on sleep in
Terman, M. (1998). Structured Interview Guide for patients with major depressive disorder. International
the Hamilton Depression Rating Scale, Seasonal Clinical Psychopharmacology, 23(6), 317—324.
Affective Disorders Version (SIGHSAD). New York  Levitan, R., Shen, J,, Jindal, J., Driver, H. S., Kennedy,
Psychiatric Institute, New York. S. H., & Shapiro, C. M. (2000). A preliminary

randomized double-blind placebo controlled trial of

tryptophan combined with fluoxetine in the treatment

. . . of major depression: anti-depressant and hypnotic

Representative Studies Using Scale effects. Journal of Psychiatry & Neuroscience, 25,

337-346.

Reynolds, C. F,, Dew, M. A., Pollock, B. G., Mulsant, B. H.,
Frank, E., Miller, M. D., Houck, P. R., Mazumdar, S,
Butters, M. A., Stack, J. A., Schlernitzauer, M. A.,



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 t0.54.

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

Direct correspondence to:

C.M. Morin

Ecole de Psychologie and Centre d’Etude 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-
nificant insomnia,” 8-14 means “subthreshold
insomnia,” 15-21 is “clinical insomnia (moder-
ate severity),” and 22-28 means “clinical insom-
nia (severe).”
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Reprinted from Bastien et al. [1]. Copyright © 2001, with permission from Elsevier.
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International Restless
Legs Syndrome Study Group

44

Rating Scale

Purpose Developed as a tool for assessing the
severity RestlessL egsSyndrome (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-
bancesin daily functioning, and resultant changes
in mood).

Population for Testing Theinstrument 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 compl etion.

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 to0 .97, atest—
retest reliability of .87, a concurrent validity of
.78 10 .84, and a correlation of about .73 with the
diagnostic judgments of aclinician.

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

Direct correspondence and reprint requests to:
Caroline Anfray

Information Resources Centre, MAPI Research
Institute

27 ruedelaVillette

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 theten questionsrequiresres-
pondents to rate their experiences with RLS on
ascale from 0to 4, with 4 representing the most
severe and frequent symptoms and O represent-
ing the least. Total scores can range from 0O to
40. Asabrief 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.
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202 44 International Restless Legs Syndrome Study Group Rating Scale

Reference restless legs syndrome in the general adult population
in two Scandinavian countries. Seep Medicine, 6(4),
: 307-312.
1 \éVaIters, A. S, LeBrocg, C., Dhar, A., Hening, W.,, Hornyak, M., Hundemer, H., Quail, D., Riemann, D.,
osen, R., Allen, R. P, Trenkwalder, C., & Inter- . g
national RestlessL egs Syndrome Study Group. (2003). Vfode'hol_zerl, U., Trenkwalder, C. (ZQOD.f Relalltlonlshlp
Validation of thelnternational RestlessL egsSyndrome of periodic leg movements and severity of restless legs

: syndrome: A study in unmedicated and medicated
323;’ S;gﬂ:ﬁ’nrjiﬁg)&gi_ffgzm'% legs syndrome. patients. Clinical Neurophysiology, 118(7), 1532-1537.
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Bjorvatn, B., Leissner, L., Ulfberg, J., Gyring, J., Karlsborg,
M., Regeur, L., Skeidsvall, H., Nordhus, |. H., & Pallesen,
S. (2005). Prevalence, severity and risk factors of



Purpose Designed as an efficient and brief instru-
ment for use in research, the four-item question
evaluates the frequency and intensity of certain
deep difficulties in respondents. Questions address
difficulty falling adeep, frequent awakenings dur-
ing the night, trouble remaining adeep, and subjec-
tive fedings of fatigue and deepiness despite
recelving 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 deep disordersand should only be con-
Sidered for use as apreliminary screening device.

Population for Testing The scale has been vali-
dated with two different testing populations, ages
2569 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.

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 scoresindi-
cate more acute sleep difficulties.
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Reprinted from Jenkins et a. [1]. Copyright © 1988, with permission from Elsevier.
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Johns Hopkins Restless Legs
Severity Scale (JHRLSS)

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 sufficient.

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,
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polysomnography. They demonstrated an inter-rater
reliability of .91, and results of the scale corre-
lated highly with sleep efficiency (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).
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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 deepiness at a particular time during the
day. On this scale subjects indicate which level
best reflects the psycho-physical sate experienced
in the last 10 min. The KSS is a measure of situ-
ational sleepiness. It is sensitive to fluctuations.

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 KSSis
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 Inastudy conducted by
Kaidaet d. [3], the authorsinvestigated the valid-
ity of the KSS and found that it was highly corre-
|ated to EEG and behavioral variables. Theresults

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

show that KSS has a high validity. However,
because the scores of the KSS vary according to
earlier deep, time of day, and other parameters, it
isdifficult to deduce its test—retest reliability.

Scoring This is a 9-point scale (1=extremely
alert, 3=dert, 5=neither alert nor seepy,
7=deepy — but no difficulty remaining awake,
and 9=extremely deepy — fighting sleep). There
is a modified KSS that contains one other item:
10=extremely sleepy, falls asleep al 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:

Torbjorn Akerstedt

IPM & Karolinska Institutet

Box 230

17177 Stockholm, Sweden
Email: Torbjorn.Akerstedt@ki.se
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Copyright © Torbjorn Akerstedt, 1990. Reproduced with permission. Reproduction, duplication or adaptation without
the written consent of Torbjorn Akerstedt is strictly prohibited.
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Leeds Sleep Evaluation
Questionnaire (LSEQ)

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.

48

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

Direct correspondence to:
A.C. Parrott

Department of Psychology,
University of Leeds

Leeds LS2 9JT, UK

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 difficult 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 efficacy and sleep-related side effects of a
drug treatment.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales, 211
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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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

consistency of .89. Further assessment of the
scale confirmed 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
defined “vital exhaustion” as scores that fell above
the median of the 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 difficult problem than it did a year ago?

(b) I feel fine

(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 difficulty 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 bhe
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.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 fill-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.
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Purpose A simplified version of a much more
extensive instrument for assessing cognitive men-
tal status, the MM SE 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
aclinician or nurse: Thefirst concernsthe 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 figure 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 reflect an individual’s
changing cognitive abilities. As disturbed sleep is
quite prevalent in elderly individuals— particularly
those with dementia[1] — a cognitive status exam
likethe MM SE 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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

trained third party. To purchase the scale fromits
publishers, individuals are required to complete a
“PAR Customer Quadlification 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
field.

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 areliability 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
braininjury [4].

Obtaining a Copy An example of the original
guestionnaire 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 optionsin length. Higher scoresindicate bet-
ter cognitive function, with a maximum score of
30. Though developersinitially 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 devel opers.
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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.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

Reliability and Validity Robins and colleagues
[2] found the test possessed an internal reliability
of a = .85, a sensitivity of .87, specificity 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.firstsigns.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.firstsigns.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
identified 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.
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© 1999 Robins et al. [2].
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Mood Disorder Questionnaire

(MDQ)

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,
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an internal consistency of .90. Researchers chose
a cutoff score of 7, which provided a sensitivity of
.73 and a specificity 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 specificity 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.
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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
first 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 Ostberg [1]
conducted an evaluation of the scale’s psychomet-
ric properties and found that individuals placed
within each of the scale’s five diagnostic catego-
ries possessed significantly 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-

remained sufficient 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 definite 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 definitely evening type
(16-30). However, finding that these cutoffs
under-identified morningness types in a popula-
tion of Austrian students, researcher Neubauer
[3] suggested that the scale may need to be
adapted to the specific region in which it is being

gesting that the scale is actually composed of two  used to accommodate variations in circadian
factors [2]. Still, the full scale internal consistency  rhythms.
A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales, 231
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Reprinted Horne & Ostberg [1] Copyright © 1976, Gordon and Breach, Science Publishers Ltd.
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Motivation and Energy
Inventory (MEI)

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,
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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 O
(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 find total scores for the three sub-
scales, sum the items that belong to each.
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©With kind permission from Springer Science+Business Media: Fehnel et al. [1], Appendix A.
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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 requireslessthan 5 min
for administration.

Reliability and Validity Developers Kalmeyer
and Chang [1] have analyzed the scal€'s psycho-
metric properties and have found an internal con-
sistency ranging from .64 to .73. They aso
demonstrated that the scale's four factors —

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 origina 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 avariety of statements about dream-
ing. The scalerangesfrom 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.
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Purpose The MFI is a 20-item scale designed
to evaluate five dimensions of fatigue: general
fatigue, physical fatigue, reduced motivation,
reduced activity, and mental fatigue. By limiting
the length of the questionnaire, devel opers hoped
to accommodate those individuals who might
find larger measures especidly 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 isaself-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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

internal consistency ranging from .53t0 .93. The
scalewas 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 Amsterdam

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.
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Printed with Permission from the authors Smets et a.[1].
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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 specifically for shift workers is also
available.

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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/mctg-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.
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Reprinted by Permission of SAGE Publications, Roenneberg et al. [2], copyright © 2002 by Till Roenneberg and
Martha Merrow, LMU Miichen.
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Purpose This 20-item, Likert-type questionnaire
was developed to study attitudes toward aggres-
sion in children and young adults. Thefirst section
of the scale presents short scenarios in which one
child behaves in a verbally or physicaly aggres-
sive manner toward a second child. The respon-
dent is asked to rate the acceptability of severa
different aggressive responses on the part of the
second child. In the second section, individuals
indicate how acceptablethey find generally aggres-
sive behaviors (e.g., insulting or pushing others).
As deep disturbances in children often occur in
tandem with behavioral issues like aggression [1],
such an instrument possesses considerable clinical
and research utility in the deep medicinefield.

Population for Testing Thescaehasbeenvalidated
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 interna consistency ranging from .6510.85[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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 severa items,
the wording has been changed from positive to
negative, and scoring is reversed (4 is “perfectly
OK,” while1lis*“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
isfound for the scale asawhole, giving a General
Approval of Aggression score. Additionaly,
scores are given on severa different subscales by
calculating the average of just the itemsincluded
in that category. Subscales include Approval of
Retaliation (Strong and Weak) and Approva of
Retaliation (Against Males/Against Females).
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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 difficulties 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.
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Pediatric Daytime Sleepiness Scale

(PDSS)

Purpose Consisting of 8 questions, the scale is
designed as a brief measure for evaluating sub-
jective experiences of daytime sSleepiness in
young students. While no time reference is spe-
cifically identified by the questionnaire, items
query feelings of drowsiness in a variety of set-
tings over the course of the day. The measurewas
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.

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

61

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 Bioscientific Staff
Sleep Disorders and Research Center, Henry
Ford Hospital

2799 West Grand Blvd.

Detroit, M| 48202, USA

Telephone: 313-916-4455

Email: cdrakel@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
(“aways’), except for item 3 for which the scale
isreversed. Higher scores on the scale are indica-
tive of more acute daytime sleepiness.
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Reprinted from Drake et al. [1]. Copyright © 2003, with permission from the American Academy of Sleep Medicine.
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Purpose Though numerousversionsof the PedsQL
have been devel oped as measures of health-related
quality of life in pediatric patient populations, the
PedsQL Multidimensional Fatigue Scae is the
first of these scales to deal specifically with sub-
jective experiences of fatigue. Composed of 18
items, the instrument possesses three subscales:
generd 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.

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

Reliability and Validity In apsychometric 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 significantly 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
scalerangesfrom “never” (which receivesascore
of 100) and “amost 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.
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Purpose Designed to screen for slegp problems
in children. A shorter version is shown (follow-
ing) which specifically relatesto 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 specificity of .87, an
internal consistency of .66 to0 .89, and atest—retest
reliability of .66 to .92.

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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 O respectively. However, ques-
tions concerning inattention and hyperactivity
are completed using a Likert-type scale which is
later made binary — “does not apply” and
“appliesjust alittle” are scored as0 and “applies
quite a bit” and “definitely 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.
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63 Pediatric Sleep Questionnaire (PSQ)

63.1 Instructions for Scoring the
Pediatric Sleep Questionnaire:
Sleep-Related Breathing

Disorders (SRBD) Scale

The22itemsof the SRBD Scaleareeach answered
yes =1, no =0, or don't know = missing. The
number of symptom-items endorsed positively
(“yes’) isdivided by thenumber of itemsanswered
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 seep-related
breathing disorder. This threshold is based on a
validity study that suggested optimal sensitivity
and specificity at the 0.33 cut-off [1], but this
number could be lowered in practice if increased
sensitivity isapriority, or raised if increased spec-
ificity isapriority. Additional referencesthat sup-
port the vaidity of the SRBD Scale, or employ it
inresearch, are listed below [2-7].
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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 significantly 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
specifically recommended for clinical settings,
though it has been employed in research studies
aswell.

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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 (“amost
never’) to 4 (“usualy”) how frequently they
experience certain stress-related feelings. Higher
scores indicate greater levels of stress. A total
score isfound by tallying each item (questions 1,
7,10, 13, 17, 21, 25, and 29 are positive and are
scored according to the directions accompanying
thescale). 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.
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Reprinted from Levenstein et a. [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 isa10-item scale intended to
evaluate symptoms of depression as defined by
the International Classification 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 isalso 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 ThePHQ isaself-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 atest—retest reli-
ability ranging from 38 to 62. Additionaly,
they found that a cutoff score of 9 yields a

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

sensitivity of .78 and a specificity of .83.
Approximately one-third of those individuals
scoring above 9 were considered fal se positives.
Researchers were also hoping the measure
could be used to screen for individuals who
might benefit from treatment with anti-
depressants. in this regard, a cutoff score of
10 provided good sensitivity (.84) and speci-
ficity (.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 O (“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 isrecommended for identifying
individuals at high risk of experiencing clinical
depression.
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Rizzo et . [1]. © Cambridge Journals, reproduced with permission.
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Pictorial Sleepiness Scale Based
on Cartoon Faces

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 proficient 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
pictoria faces scale correlated highly with median
scores obtained on the Karolinska Sleepiness Scale
(Chap. 47) and the Stanford Sleepiness Scae
(Chap. 91). Interms of the suitability of the cartoon

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

66

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

Obtaininga Copy Anexample of thefacesused
can be found in the origina article published by
developers[1].

Direct correspondence to:

C.C. Madonado

Schooal of Physiology, University of Witwatersrand
Private Bag 3, Wits 2050, South Africa

Email: deep@physiology.wits.ac.za

Scoring Respondents are presented with five
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.
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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 efficiency,
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 fibromyalgia [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’

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

initial evaluation [1] found an internal reliability
of o=.83, a test—retest reliability of .85 for the
global scale, a sensitivity of 89.6%, and a speci-
ficity 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 difficulties
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
identified 88.5% of the patient group in their
validation study.
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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.

Buysseet al. [1].
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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 find the
fatigue-inertia scale particularly relevant.

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

Administration The sef-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 widerange of modified 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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 describestheir mood
over the past week using a five-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.

Note: Many expertsfed thisscalehasbeensuperceded
by subsequent scales.

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 Profile of Mood Sates. San Diego:
Educational and Industrial Testing Service.

3. Norcross, J. C., Guadagnali, E., & Prochaska, J. O.
(1984). Factor structure of the profile of mood states
(POMYS): two partia replications. Journal of Clinical
Psychology, 40(5), 1270-1277.

285

DOI 10.1007/978-1-4419-9893-4_68, © Springer Science+Business Media, LLC 2012



286 68 Profile of Mood States (POMS)
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fatigue in people with breast or lung cancer. Oncology Cumulative sleepiness, mood disturbance, and psy-
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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 on€'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
avariety of patient groupsincluding patientswith
lung cancer, those undergoing rena 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.

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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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

Obtaining a Copy Sampleitemsareincluded 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 O indicates
the greatest adjustment to an illness and 3 denotes
the most dysfunctional. The interview format
offers suggested questions in order to dlicit the
responses required for each item, though some
interviews may deviatefromthisstructuredlightly.
Responses for the interview format are rated by a
professional clinician or trained interviewer, and a
total scoreis calculated and can then be compared
to available normative data.
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Purpose The QSQ isa32-item scale designed to
assess health-related quality of life in patients
with Obstructive Sleep Apnea (OSA). The
instrument evaluates the impact of apneain five
different domains; hypersomnolence, daytime
symptoms, nighttime symptoms, emotions, and
socia 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 originaly devel-
oped and validated in French (French-Canadian).
ThisEnglish 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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 socia
interactions.

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

Direct correspondence to:

Y. Lacasse

Centre de Pneumologie, Hopital Laval
2725 Chemin Ste-Foy

Ste-Foy, Quebec, Canada

G1V 4G5

Email: yves.|acasse@med.ulaval.ca

Scoring Respondents use a seven-point Likert-
type scaleto answer avariety of questionsregard-
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 aso be
obtained by averaging scores achieved on all 32
items.
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Purpose Quite similar to the Epworth Sleepiness
Scale (ESS; Chap. 29), the RSSis a 12-item scde
created to assess daytime deepiness by asking indi-
vidualsto rate their likelihood of faling adeepina
variety of situations. However, the RSSis 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 situationsin which falling adeep is con-
sidered appropriate and those in which it isnot.

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.

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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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

Obtaining a Copy An example of the scal€e'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 @uniromal.it

Scoring Respondents use a Likert-type scale
ranging from O (“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.
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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.

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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.
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Purpose This five-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 visua ana-
logue format to minimize the physical exertion
and manual dexterity required to complete the
scale [1]. Richards and colleagues aso recom-
mend that the directions and scale items should be
read aoud to respondents as initial testing sug-
gested that patients tended to experience some dif-
ficulties when no assistance was given.

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

Reliability and Validity Inapsychometric 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 dleep variables as measured by PSG.

Obtaining a Copy A copy of the scale's items
can be found in the origina 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 lineindicating where their own expe-
riences fit between two extremes (for example,
the degree to which they received a*“good night’s
sleep” or “abad night'ssleep”). Scalelinesextend
from O to 100 mm, and scores are calculated by
measuring where responses fal on each line.
A total scoreis obtained by summing each score
out of 100 and dividing the total by five. Lower
scoresindicate a poorer quality of sleep.
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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 finding in line with the results of
a previous study conducted by the subscale’s orig-
inal developers [3].

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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.
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Purpose The SEM SA wasdevel opedinresponse
to research indicating that cognitive factors like
self-efficacy can significantly predict compliance
with continuous positive airway pressure (CPAP),
even in the first week of treatment [1]. The scale
consists of 26 items and eval uates three cognitive
subscales: the perceived risk of obstructive sleep
apnea, CPAP outcome expectations, and treat-
ment self-efficacy. By examining these cognitive
issues prior to treatment, clinicians can identify
those patients with low levels of self-efficacy 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.

Adminigration TheSEMSA isasdf-administered,
paper-and-pencil measure requiring approximately
15 minfor completion.

Reliability and Validity Inapsychometric 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 .681t0 .77.

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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-efficacy scale
denote a greater willingness to engage in CPAP
treatment despite certain obstacles. These three
scores can be used to target specific patient cog-
nitions that could potentially hinder treatment
outcomes.
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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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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-36s 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 avariety of sleep disorders
in the genera population. The scale consists of
nine subscales, reflecting some of the most com-
mon disorders and complaintsrelated to sleep and
thefactorsrequiredfor diagnosiswiththeDSM-IV:
sleep apnea, insomnia, narcolepsy, restless legs/
periodic leg movement disorder, circadian rhythm
sleep disorder, sleepwalking, nightmares, factors
influencing sleep, and the impact of deep com-
plaints on daily functioning [1].

Population for Testing The scae has been vali-
dated in apopulation of deep clinic patients with a
mean age of 47.6+12.2 yearsand in agroup 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.

Rédiability and Validity In an evaluation of the
scal€e's psychometric properties, Spoormaker and
colleagues[1] found an internal consistency of .85
and atest—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 deep disorders scored

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

significantly higher on those subscal es of the ques-
tionnaire than other participants.

ObtainingaCopy A copy of thescale can befound
inthe origind article published by developers[1].

Direct correspondence to:

Victor |. 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
withascalerangingfrom 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 adeep
disorder using the questionnaire, developers rec-
ommend that respondents should meet a cutoff
scorefor that subscale while also endorsing ascore
of at least 3 or 4 on the relevant impact scale. For
their own analyses, Spoormaker and colleagues[1]
used cutoff pointsthat optimized the sensitivity and
specificity of specific subscales. A list of these
points can be found in the origina article.
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Reference Representative Studies Using Scale

1. Spoormaker, V. |., Verbeek, I., van den Bout, J, & None.
Klip, E. C. (2005). Initial validation of the SLEEP-50
questionnaire. Behavioral Seep Medicine, 3(4),
227-246.



Purpose The SBS is a revised version of
the Sleep Hygiene Awareness and Practice Scale.
Possessing a simplified 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 influence the
quality and quantity of an individual’s sleep.
Sincethetool assessesthe beliefs and attitudes of
arespondent, it may be relevant for both clinical
and research purposes—asameansfor 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 between5and 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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

consistency of .71. The scal€'s potential useswith
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:

AnaAdan

Department of Psychiatry and Clinical
Psychobiology

School of Psychology,

University of Barcelona

Passeig Vall d’'Hebrén 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
aretallied 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.
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Adan et a. [1]. © John Wiley and Sons, reproduced with permission.

Reference Representative Studies Using Scale

1. Adan, A., Fabbri, M., Natale, V., & Prat, G. (2006). None.
Sleep beliefs scale (SBS) and circadian typology.
Journal of Seep Research, 15(2), 125-132.



Sleep Disorders Inventory
for Students - Adolescent

Form (SDIS-A)

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

79

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 first 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. Seep, 26, A399-A400.

Representative Studies Using Scale

None

325

DOI 10.1007/978-1-4419-9893-4_79, © Springer Science+Business Media, LLC 2012






Sleep Disorders Inventory
for Students - Children’s

Form (SDIS-C)

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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

80

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 first
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. Seep, 26, A399-A400.

Representative Studies Using Scale

None
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Purpose The SDQ was designed as a toal for the
identification of those at high risk for possessing a
deep disorder. The 175-item scale was created by
sdlecting the best and most salient questions from
the Seep Quedtionnaire 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 genera practitioners and
other hedlth professionals outside the field of deep
medicine, though the questionnaire may function as
a diagnostic aid for deep specidists as well.
Developershave d so created asmaller, 45-item ver-
sion of the scale to assess four common dleep disor-
ders: deep apnea, narcolepsy, psychiatric deep
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. Inlater psychometric evalu-
aions, researchers selected participants with
mean ages of 24.8+8.3 years[2] and 43.6+12.9
years[3].

Administration Thescaeisaself-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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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:
dleep apnea, narcolepsy, psychiatric seep disor-
der, and periodic limb movement disorder. For
these subscales, researchers found an interna
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-
guency of sleep issues (never to aways), 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.
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Purpose Consisting of 26 Likert-type items, the
SDSC was designed both to eval uate specific Sleep
disorders in children, and to provide an overal
measure of deep disturbance suitable for use in
clinical screening and research. Using factor anal-
ysis, developers Bruni and colleagues [1] divided
itemsinto six categories representing some of the
most common deep difficulties affecting adoles-
cents and children: disorders of initiating and
maintaining sleep, deep breathing disorders, dis-
orders of arousa/nightmares, deep-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 questionnaireis completed
by a parent or caregiver on behalf of the child
using pencil and paper. Administration should
reguire 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.

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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

Viade Sabelli 108-00185

Rome, Italy

Scoring Parents use a five-point, Likert-type
scale to indicate how frequently certain behav-
iors are exhibited by their children: 1 means
“never,” while five corresponds with “always
(daily).” Respondents also offer estimates of
deep 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 scoreis
calculated. Bruni and colleagues [1] have sug-
gested atotal 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
specificity of .74.
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O Bruni et a. [1] 1996 © John Wiley and Sons, reproduced with permission.
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Purpose The SLOC is an 8-item questionnaire
designed to evaluate arespondent’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 sampl e popul ations: 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 scaleis a self-report, paper-and-pencil
measure.

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

Réliability and Validity The scal€ spsychometric
properties have been evaluated in astudy 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 grester
extremes than the control group, suggesting that a
bal ance between the two may beideal.

Obtaining a Copy An example of the scal€e'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.
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Reprinted with permission from Vincent et a. [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, agrowing body of research suggests
that daytime beliefs about sleep may be just as
significant 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 issuesin 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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

found a reliability of .91. Additionally, analysis
of variance demonstrated significant 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 origina 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 0OXH

Glasgow, United Kingdom

Email: j.ellis@clinmed.glaac.uk

Scoring Using a six-point, Likert-type scale,
respondents indicate how frequently they experi-
ence certain thoughts and behave in specific 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 asign that treat-
ment programs targeting these thought processes
may be valuable.
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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, difficulty waking, and
sleep satisfaction. Developers hoped to create a
scalethat could be used as an all-inclusive assess-
ment tool — a general, efficient measure suitable
for evaluating sleep quality in avariety of patient
and research populations.

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

Administration Requiring between5and 10 min
for administration, the scaleisasimple self-report,
pencil-and-paper measure.

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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 = “admost aways’).
Scores on items belong to factors 2 and 5 (resto-
ration after sleep and satisfaction with sleep) and
arereversed before being tallied. Total scores can
range from O to 84, with higher scores demoting
more acute sleep problems.
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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 specific 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
t0.86 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
US.A.

Scoring Respondents indicate their earliest and
latest typical bed and wake times on both week-
ends and work nights by filling 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 fit 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.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales, 351
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Reprinted from Monk et al. [1]. Copyright © 2003, with permission from the American Academy of Sleep Medicine.
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Purpose Consisting of 59 items, the SWAI was
designed to screen for excessive daytime sleepi-
ness in a clinical setting. Specifically, 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 ng 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
validations conducted by developers [1] have
demonstrated an internal consistency ranging
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from .69 to .89, and have found a significant 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 origina article published by
developers[1].

Direct correspondence to:
Leon Rosenthal

HFH Sleep Disorders Center
2921 West Grand Blvd
Detroit, M1 48202

Scoring The scale examines a respondent’s ten-
dency to fall asleep in inappropriate situations.
Questions are posed using a Likert-type scal e that
ranges from 1 (meaning the behavior is aways
present) to 9 (indicating that it never occurs).
Individuals are asked to refer to the previous
7 days when answering. Lower scores areindica
tive of more acute daytime seepiness.
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Reprinted from Rosenthal et a. [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 — specifically 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-
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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
Infirmary

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.
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Reprinted with permission from Gliklich [1]. Copyright © 2002. Reproduction, modification 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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St. Mary’s Hospital Sleep
Questionnaire

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 Ina 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 significant
measure of change in sleep.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,
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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 fill-in-the-blank responses, the scale’s scor-
ing process has not been standardized and will
depend on the specific 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.
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Reprinted from Ellis et al. [1] Copyright © 1981, with permission from the American Academy of Sleep Medicine.
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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 fluc-
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
avaluableclinical tool. The STAI'stwo subscales
make it ideal for sleep specialists hoping to iden-
tify both current recurring anxiety problems in
order to address their influence on sleep quality.

Population for Testing Normative datais avail-
able for adults aged 1969 as well as for high
school students [2]. A children’s version is also
available for ages 6-14 years.

Administration The scaleis aself-report, paper-
and-pencil measure requiring between 10 and
15minfor completion. Administratorsarerequired
to possess at |east some university-level trainingin
psychometric testing, or relevant field experience.

Réiability and Validity 1n 2002, Barnesand col-
leagues[3] conducted areview study inwhich they
examined all articles published over the previous
decadereporting reliability for the STAI. Themean
internal consistency was .91 for the state scale and
.89 for thetrait scale. The mean test-retest reliabil-
ity for the trait scale was .88. As anticipated, the
mean for the state scale was lower (.70), reflecting
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the transitory nature of the measure. Developers
Spielberger and colleagues [4] have aso 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 devel oper:
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”). Thetrait 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(*“amost
never”) to4 (“amost always’). Scores aretotal ed
to provide a global score for each subscale.
Normative data, T-scores, and percentiles ranks
are available for avariety of age ranges. A scor-
ing key can be purchased alongside testing mate-
rials to speed the administration process.
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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 eval uates sl eepi-
ness at specific 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 aresearch study
or treatment intervention.

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

Administration Thescaeisaself-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 scal e were significantly
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
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most closely mimics the deficits 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 scaleis 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
responsive.”

4. “A littlefoggy; not at peak; let down.”

5. “Fogginess, beginning to lose interest in
remaining awake; slowed down.”

6. “Sleepiness; prefer to be lying down; fighting
sleep; woozy.”

7. “Almost in reverie; deep onset soon; lost
struggle to remain awake.”
Scores can then be compared longitudinaly

across different times of day, seasons, and stages

of treatment. However, researchers and clinicians

aertness;
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should be careful when comparing scoresbetween
individuals who may possess different baselines

for

sleepiness.
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Purpose Designed to screen for symptoms of
obstructive sleep apnea (OSA) in surgica
patients in particular and in al individuals in
general, the questionnaire consists of four yes/no
and four fill-in-the-blank questions primed by
the mnemonic “ STOP-Bang:” S—"Do you Snore
loudly (louder than talking or loud enough to be
heard through closed doors)?” T —*“Do you often
feel Tired, fatigued, or sleepy during daytime?”’
O — “Has anyone Observed you stop breathing
during your sleep?’ P—"“Do you have or are you
being treated for high blood Pressure?’ In order
to improve the accuracy of the scae B — BMI,
A — Age, N — Neck circumference, and G —
Gender are recorded. The scale was specifically
developed for usein apreoperative 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
amean 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 scade — the Berlin
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guestionnaire —and found that it consisted of four
separate factors. Using these factors, thefirst four
yes/no questions of the STOP-Bang were created.
Developers also found that the inclusion of fac-
tors like BMI, Age, Neck circumference, and
Gender greatly increased the sensitivity of the
measure and these were then added. The STOP-
Bang possesses both sensitivity and specificity
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 first 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?, an age of 50 years or greater, a neck
circumference greater than 40 cm, and a final
point for patients who are male. If only the first
four items are being scored, atotal 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.
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(see Chap. 96 for THAT).






Tayside Children’s Sleep
Questionnaire (TCSQ)

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 Inanalyzing 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].
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Direct correspondence to:

Jacqui McGreavey

Health Centre, Victoria Street

Monifieth, Dundee

DD5 4L X, UK

Email: jacqui mcgreavey@tpct.scot.nhs.uk

Scoring Though the scale contains 10 items,
only the first nine are used in scoring. Parents
are asked about their children’s sleep habits over
the previous 3 months — answers are collected
using a five-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.
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McGreavey et al. [1]. © John Wiley and Sons, reproduced with permission.
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Teacher’s Daytime Sleepiness
Questionnaire (TDSQ)

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 difficulty 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.

Adminigtration 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 significantly with the daytime
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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, R1 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.
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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 sleegpiness 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 efficient
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 Thescaleisaself-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],
developersfound an internal consistency ranging
from .87 to .9, and results on the ToDSS were
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highly correlated with scores obtained on the
ESS. ToDSS scores decreased significantly
following treatment for those patientswith 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: [dr@sleepmed.com

Scoring The scaleisdivided into three columns:
morning (before noon), afternoon (from noon to
6:00 p.m.), and evening (after 6:00 pm.). For
each time-of-day column, respondents useascale
from O (“would never doze") to 3 (“high chance
of dozing”) to indicate the likelihood that they
would fall asleep in certain situations. Scores are
talied for each column to provide a total score
for the three different times of day. Total scores
can then be compared.
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Reprinted from Dolan et a. [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-
mentand 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
42114,

Administration The scale is a self-report, pen-
cil-and-paper measure requiring approximately
5 min for completion.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 final 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.
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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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Representative Studies Using Scale
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Heslegrave, R., Huterer, N., Driver, H., & Devins, G. (2006). Sleepiness is not the inverse of alertness:
(2006). A new approach to the construct of alertness. evidence from four sleep disorder patient groups
Journal of Psychosomatic Research, 60, 595-603. 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.
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Purpose Finding the psychometric properties of
the original Toronto Alexithymia Scale to be
flawed, developerscreated the TAS-20 —arevised
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 alexithymiamay 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 speciaists may
find 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 Thesdf-report, pencil-and-paper
scae requires between 5 and 10 min for
adminigtration.

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

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 scal€e'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 five-point, Likert-
typescal etoindicate how well eachitem describes
them. The scale ranges from 1 (“strongly
disagree”) to 5 (“strongly agree”), though five
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 aexithymia, depres-
sion, and sleep complaints. Psychiatry Research,
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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. (19944).
The twenty-item Toronto alexithymia scale—I. Item
selection and cross-validation of the factor structure.
Journal of Psychosomatic Research, 38(1), 23-32.
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4. Bagby, R. M., Taylor, G. J., & Parker, J. D. A. (1994b).  Tani, P, Lindberg, N., Joukamaa, M., Nieminen-von Wendt,
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Convergent, discriminant, and concurrent validity. Heiskanen, T. (2004). Asperger syndrome, alexithymia

Journal of Psychosomatic Research, 38(1), 33-40. and perception of sleep. Neuropsychobiology, 49(2),
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Bazydlo, R., Lumley, M. A., & Roehrs, T. (2001).
Alexithymiaand polysomnographic measures of sleep
in healthy adults. Psychosomatic Medicine, 63,
56-61.



Ullanlinna Narcolepsy Scale (UNS)

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
specificity of 98.8% and a sensitivity of 100%

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

98

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 specificity.
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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-
ficulties. 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 difficulties 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 difficulties. 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.

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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.
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Reprinted with permission. Copyright © 1987, Rita Snyder. No further reproduction or distribution is permitted without
written permission from Rita Snyder.

Reference Reishtein, J. (2005). Sleep in mechanically ventilated
patients. Critical CareNursing Clinicsof North America,
17(3), 251-255.

Call-Schmidt, T.A., Richardson, S. J. (2003). Prevalence
of sleep disturbance and its relationship to pain in
adults with chronic pain. Pain Management Nursing,
4(3), 124-33.

1. Snyder-Halpern, R., & Verran, J. A. (1987). Instru-
mentation to describe sleep characteristics in health
subjects. Research in Nursing and Health, 10(3),
155-163.

Representative Studies Using Scale

Higgins, P. A. (1998). Patient perception of fatigue while
undergoing long-term mechanical ventilation: inci-
dence and associated factors. Heart and Lung, 27(3),
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Visual Analogue Scale to Evaluate
Fatigue Severity (VAS-F)

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 benefits 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

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales,

100

been established with the Stanford Sleepiness
Scale and the Profile 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. KA. 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.
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Purpose A brief, five-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
requiresindividuasto rate the quality of their deep
and the frequency with which they experience cer-
tain deep problems, providing atotal scorethat 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 Aninitia 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 isincluded in astudy
published by Levine and colleagues[1,2].

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

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 five-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 five times a week).
Respondents indicate how often they have expe-
rienced certain sleep difficulties over the past
month, with higher scores denoting higher fre-
guencies. Question five asks individuals to rate
the quality of their sleep on atypical night. Total
scores will fall between 0 and 20. Though no
specific 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
significant difference.
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Purpose Consisting of ten items, the ZOGIM-A
was created as an efficient 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 benefits 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 aleep
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.

A. Shahid et a. (eds.), STOP, THAT and One Hundred Other Seep Scales,

Reliability and Validity Shapiroand colleagues
[1] evaluated the scale’s psychometric proper-
ties and found an internal consistency ranging
from .93 t0.95 and atest-retest reliability of .68.
Additionally, scores on the ZOGIM-A differed
significantly for patients found to possess

narcolepsy.

Obtaining a Copy A copy isincluded in astudy
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.
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Reprinted from Shapiro et al. [1]. Copyright © 2006, with permission from Elsevier.
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Appendix

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.

©oN AN

R
NP o

The Epworth Sleepiness Scale (ESS), a widely used measure of sleepiness

The Fatigue Severity Scale, a widely used measure of fatigue

The Toronto Hospital Alertness scale (THAT), an easy-to-use measure of alertness

Owl Lark Self-Test, helps assess body clock rhythm

Athens Insomnia Scale, to quickly assess features of insomnia

STOP BANG, easy-to-use inquiry regarding sleep apnea

The Restless legs questionnaire helps to detect Restless Legs syndrome and the

CAGE - a quick screening measure for alcohol dependence

CES-D, screen for mood-related problems which is common in patients with sleep disorders
Zung Anxiety scale

. HlIness intrusiveness scale

FACES adjective checklist
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A
Adolescent Sleep Habits Survey, 1
boy’s self report
daytime sleepiness, 16-17
health habits, 20
health information, 19-20
school information, 18-19
sleep beliefs, 20-23
sleep habits, 12-15
sleep history, 15
sleep/wake rhythms, 17-18
girl’s self report
daytime sleepiness, 28-29
health habits, 32
health information, 31-32
school information, 30-31
sleep beliefs, 32-35
sleep habits, 24-27
sleep history, 28
sleep/wake rhythms, 29-30
parent version
development history, 42-43
family information, 36-37
health habits, 41
medical history, 39-41
sleep beliefs, 43
sleep history, 37-39
sleep history-daytime sleepiness, 39
Pediatric Sleep Clinic Questionnaire (4-12 years old)
development history, 10-11
family information, 3-4
health habits, 9
medical history, 7-9
sleep beliefs, 11
sleep history, 5-6
sleep history-daytime sleepiness, 7
Adolescent Sleep-Wake Scale, 45
Aggression Scale, 249
Apnea Beliefs Scale, 47-48
Apnea Knowledge Test, 49-51
Athens Insomnia Scale (AlS), 53-54
Athens Insomnia Test, 413

B

Basic Nordic Sleep Questionnaire (BNSQ), 55-58

BEARS sleep screening tool, 59-60

Beck Depression Inventory (BDI), 63-64

Behavioral Evaluation of Disorders of Sleep
(BEDS), 65-68

Berlin Questionnaire, 71-72

Brief Fatigue Inventory, 75-76

Brief Infant Sleep Questionnaire (BISQ), 79

Brief Pain Inventory (BPI), 81-87

C

CAGE, 415

Calgary Sleep Apnea Quality of Life Index
(SAQLLI), 89-90

Cataplexy Emotional Trigger Questionnaire
(CETQ), 91-92

Center for Epidemiological Studies Depression Scale for
Children (CES-DC), 93-95

Centre for Epidemiologic Studies Depression, 415

Chalder Fatigue Scale, 97-98

Child Behavior Checklist (CBCL)

1%-5 years old, 99-104
6-18 years old, 107-112

Children’s Morningness-Eveningness Scale, 115-117

Children’s Sleep Habits Questionnaire (CSHQ), 119-122

Circadian Type Inventory (CTI), 123-125

Cleveland Adolescent Sleepiness Questionnaire
(CASQ), 127-129

Columbia-suicide Severity Rating Scale (C-SSRS),
131-134

Composite Morningness Questionnaire, 137-139

Continuous positive airway pressure
(CPAP) Use Questionnaire, 141-142

D

Depression and Somatic Symptoms Scale
(DSSS), 143-144

Dysfunctional Beliefs and Attitudes About Sleep
Scale (DBAS), 145-147

A. Shahid et al. (eds.), STOP, THAT and One Hundred Other Seep Scales, 419
DOI 10.1007/978-1-4419-9893-4, © Springer Science+Business Media, LLC 2012



420

E
Epworth Sleepiness Scale (ESS), 149-150, 408
Espie Sleep Disturbance Questionnaire (SDQ), 153

F
FACES adjective checklist, 155-156, 418
Fatigue Assessment Inventory (FAI), 157-158
Fatigue Assessment Scale (FAS), 161-162
Fatigue Impact Scale (FIS), 163-164
Fatigue Severity Scale (FSS), 167-168, 409
Fatigue Symptom Inventory (FSI), 169-170
FibroFatigue Scale

aches and pain, 174

autonomic disturbances, 175

concentration difficulty, 174

description, 173

fatigue, 174

headache, 176

infection, 176

irritability, 175

irritable bowel, 176

memory failure, 175

muscular tension, 174

sadness, 175

sleep disturbances, 175
Frontal Lobe Epilepsy and Parasomnias

(FLEP) Scale, 177-178
Functional Outcomes of Sleep Questionnaire
(FOSQ), 179-180

G
General Sleep Disturbance Scale
(GSDS), 181-182
Glasgow Content of Thoughts Inventory (GCTI),

185-186

H

Hamilton Rating Scale for Depression (HAM-D),
187-189

I

IlIness Intrusiveness Rating Scale, 417

Insomnia Severity Index (ISI), 191-192

International Restless Legs Syndrome (IRLS) Study
Group Rating Scale, 195-201

J

Jenkins Sleep Scale, 203-204

Johns Hopkins Restless Legs Severity Scale (JHRLSS),
205-206

K
Karolinska Sleepiness Scale (KSS), 209-210

Index

L
Leeds Sleep Evaluation Questionnaire (LSEQ), 211-212

M

Maastricht Vital Exhaustion Questionnaire (MQ),
215-216

Medical Outcomes Study Sleep Scale (MOS-SS),
219-221

Mini-Mental State Examination (MMSE), 223-224

Modified Checklist for Autism in Toddlers (M-CHAT),
225-227

Mood Disorder Questionnaire (MDQ), 229-230

Morningness-Eveningness Questionnaire, 231-234

Motivation and Energy Inventory (MEI), 235-238

Multidimensional Dream Inventory (MDI), 239-240

Multidimensional Fatigue Inventory (MFI), 241-243

Munich Chronotype Questionnaire (MCTQ), 245-247

O
The Owl Lark Self-Test, 411-412

P
Parkinson’s Disease Sleep Scale (PDSS), 251-252
Pediatric Daytime Sleepiness Scale (PDSS), 253-254
Pediatric Quality of Life Inventory (PedsQL)
Multidimensional Fatigue Scale, 255-257
Pediatric Sleep Clinic Questionnaire (4-12 years old)
development history, 10-11
family information, 3-4
health habits, 9
medical history, 7-9
sleep beliefs, 11
sleep history, 5-6
sleep history-daytime sleepiness, 7
Pediatric Sleep Questionnaire (PSQ), 259-269
Sleep-Related Breathing Disorders (SRBD) Scale,
270-271
Perceived Stress Questionnaire (PSQ), 273-274
Personal Health Questionnaire (PHQ), 275-276
Pictorial Sleepiness Scale, 277-278
Pittsburgh Sleep Quality Index (PSQI), 279-283
Profile of Mood States (POMS), 285
Psychosocial Adjustment to Iliness Scale (PAIS), 287

Q
Quebec Sleep Questionnaire (QSQ), 289-293

R

Resistance to Sleepiness Scale (RSS), 295-296

Restless Legs Syndrome Quality of Life Questionnaire
(RLSQoL), 297-298

Restless Legs Syndrome (RLS) Questionnaire, 414

Richards-Campbell Sleep Questionnaire (RCSQ),
299-301



Index

S
School Sleep Habits Survey, 303-311
Self-Efficacy Measure for Sleep Apnea
(SEMSA), 313-314
SF-36 Health Survey, 317
Sleep Beliefs Scale (SBS), 323-324
Sleep Disorders Inventory for Students-Adolescent Form
(SDIS-A), 325
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