Classifying Insomnia in a Clinically Useful Way

Jack D. Edinger, Ph.D.

Insomnia is a prevalent complaint that may arise from myriad causes. Therefore, patients who
present for insomnia evaluation and treatment represent a rather heterogeneous group that merits a
reliable and valid diagnostic system. This review article considers the general purposes of diagnostic
classification per se and highlights the factors that influence the development of diagnostic nosolo-
gies. Various past and current insomnia nosologies are described, and data supporting the reliability,
validity, and general utility of these systems are presented. In addition, the limitations of existing no-
sologies are discussed, and factors that will lead to improved insomnia nosologies in the future are
considered. The panel discussion that follows this review highlights the limitations of current nosolo-
gies and notes barriers that must be overcome to improve upon the currently available classification

systems.

ver the past 30 years, considerable clinical and re-
search experience has shown that chronic insomnia
arises from varied causes including primary sleep disor-
ders, medical diseases, psychiatric illnesses, medication/
substance abuse, and a host of behavioral and environ-
mental factors.®® This realization, in turn, has spawned
several nosologies for the diagnostic classification of
insomnia patients. All of these nosologies serve the com-
mon functions of systematizing descriptions of patients,
facilitating communication among practitioners, guiding
treatment decision making, predicting clinical course,
organizing administrative coding/billing operations, and
standardizing insomnia research. However, both the
manner in which insomnia diagnoses are organized and
the number of insomnia diagnoses described differ mark-
edly across nosologies. The existence of such incongruent
nosologies creates costly variability in the assessment and
clinical management of insomnia patients as well as need-
less disunity among insomnia researchers who employ
these alternate systems to anchor their empirical studies.
The literature includes spirited debates between support-
ers of the various nosologies, yet empirical support for
each of these classification schemes has been disappoint-
ingly sparse.
Thisbrief review will trace the evolution of existing in-
somnia classification systems and examine the degree to
which they are supported by the empirical literature. In
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addition, this article considers the utility of these systems
in standardizing diagnostic practice and guiding the clini-
cal management of distinctive insomnia phenotypes. Fi-
nally, strengths and weaknesses of the extant classification
schemes are discussed, and suggestions for future insom-
nia classification efforts are offered.

PROCESS OF DEVELOPING
AN INSOMNIA NOSOLOGY

Ideally, the classification system for any set of related
medical disordersisbased on clearly defined etiologies. In
the absence of unambiguous pathologies, however (as is
the case for sleep disorders), classification must rely
on less compelling factors such as symptomatic presenta-
tion, physiological measurements, clinical utility, expert
opinion/experience, and consensus.™ The insomnia classi-
fication systemsin use today initially emerged when basic
sleep research led to the identification of heterogeneous
populations of insomnia sufferers. Subsequently, through
the empirical study of varying insomnia phenotypes and
the evolving practice of clinical sleep medicine, the het-
erogeneity of insomnia sufferers became increasingly ob-
vious. Such research and clinical experiencealso led to the
realization that insomnia often may be a disorder in its
own right, as opposed to one of many symptoms charac-
terizing an overarching illness or condition. Such real-
izations, in turn, spawned formal insomnia classification
schemes within broader sleep disorders nosologies to fa-
cilitate research, diagnosis, and treatment.

The steps involved in the development of a nosology
are depicted in Figure 1. A number of factors will shape a
classification system’s ultimate structure. Some of these
are inherent to the development process itself. For in-
stance, regardless of intent, the personalities and dynamics
of the consensus panel will influence the final outcome.
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Figure 1. Steps Involved in Developing an Insomnia Nosology*

Obtain professional organization sponsorship
(eg, from APA)

| Convene an “expert panel” |

| Select a scaffold or classification approach |

| Identify candidate diagnostic categories |

| Arrive at panel consensus about categories |

| Construct written nosology |

@Under the auspices of a professional organization, such as the
American Psychiatric Association (APA), a panel of sleep medicine
specialists first shapes the basic structure of the insomnia
classification system by selecting the major diagnostic groupings,
then identifies potential subgroupings, or specific diagnoses, within
each major category. When a consensus has been reached, the written
nosology itself will be constructed.

Other influences, such as the consideration of coding and
reimbursement issues, reflect the circumstances in which
medicine is currently practiced. Not uncommonly, diag-
nostic systems developed previously for other disorders
may be used as models for insomnia classification, and the
strengths and weaknesses of the chosen model may be car-
ried through into the new system. Finaly, the quality of
the research regarding insomnia phenotypes, clinical ex-
perience, and case histories is an important contributor to
nosology devel opment.

Along with these considerations and influences, the
primary function of the diagnostic criteriaisin shaping the
classification system developed. For instance, in devel-
oping research diagnostic criteria, afairly rigorous design
that is likely to minimize the costly inclusion of false-
positivesis desirable. The inclusion of false-positivesinto
study populations introduces variants and thus limits the
interpretation and generalizability of a study’s results. On
the other hand, clinical criteria are generally more lenient
and inclusive. False-positives in a clinical setting do not
pose the same problems as they do in a research setting,
because the main goal in the clinic is to treat symptoms.
The missed diagnosis is the more dangerous outcome in
the clinical setting. For example, untreated insomnia has
been associated with an increased risk for developing
medical and mood disorders, with some studies suggesting
that insomnia may be an important predictor of poor
physical and emotional health.*? (The relationship be-
tween sleep disturbance and conditions such as depression
and chronic pain is further explored in another article®® in
this supplement.) Therefore, we can see that research and
clinical needs are, to some extent, at Cross-purposes, yet a
classification system is usually designed to meet the needs
of both groups.
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PAST AND PRESENT INSOMNIA NOSOLOGIES

Thefirst formal sleep disorder nosology, the Diagnostic
Classification of Sleep and Arousal Disorders, was pub-
lished in 1979 by the Association of Sleep Disorders
Centers (ASDC).* The category of disorders of initiating
and maintaining sleep (DIMS) included subtypes for
psychophysiological insomnia and for insomnia associ-
ated with psychiatric disorders, drugs or alcohol, sleep-
induced respiratory impairment, or other medical, toxic,
or environmental causes. Other diagnoses included were
childhood-onset DIMS, other DIMS conditions, and no
DIMS abnormality. Disorders of sleep/wake schedule,
which often present as insomnia, were also categorized in
the ASDC scheme.

In the 1980s, the Clinical Modification of the World
Health Organization’s International Classification of
Diseases, Ninth Revision (ICD-9-CM),” outlined a lim-
ited number of sleep disorder diagnoses; the ICD-10 (pub-
lished in 1992)™ further refined these diagnoses. The ICD
system ismore global in application than the ASDC nosol-
ogy, and it uses a different scaffold, in which the primary
distinction is between insomnia of nonorganic origin and
insomniaof organic origin (i.e., “true” sleep disturbances).
The nonorganic disorders include divisions based on chro-
nicity of the complaint (transient versus persistent), as
well asinsomniadue to phase-shift disruption of the sleep-
wake cycle, as associated with shift work or jet lag.

Also in the 1980s, the Diagnostic and Satistical
Manual of Mental Disorders was revised (DSM-I11-R)Y
and introduced another fairly global insomnia classifica-
tion system. The DSM-I11-R, and the subsequent DSM-IV
(published in 1994),® made an essentia distinction be-
tween the dyssomnias (disorders intrinsic to the mecha
nisms of sleep) and the parasomnias (unusual behaviors or
eventsthat occur during sleep: sleep terrors, nocturnal sei-
zures, nightmares, and sleepwalking). Within the dyssom-
nias, the DSM relies primarily on the presumed etiol ogy of
the sleep disturbance to make major diagnostic distinc-
tions (primary versus secondary to another condition). Pri-
mary dyssomnia diagnoses include primary insomnia,
breathing-related sleep disorder, circadian rhythm disor-
der, and dyssomnia not otherwise specified. Secondary
insomnias include insomnia related to another mental dis-
order, insomnia due to a general medical condition, and
substance-induced insomnia.

In 1990, the American Sleep Disorders Association
(ASDA) published the International Classification of
Sleep Disorders (ICSD),” which was then revised in
1997.% The ICSD offers a highly specific classification
scheme, with over 40 possible diagnoses related to in-
somnia. Diagnoses are organized according to the pre-
sumed pathophysiology underlying the sleep disturbance.
The dyssomnias include intrinsic, extrinsic, and circadian
rhythm sleep disorders. Other categories are insomnias
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Figure 2. Test-Retest Reliability of DSM-III-R Insomnia
Diagnoses: Interrater Reliability With a Structured Interview
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3Data from Schramm et al.?! Two clinicians interviewed each patient
with sleep disturbance (N = 68) using a structured clinical interview
for the DSM-I11-R, and diagnostic agreement between the
interviewers was assessed. In the subclassification for insomnia,
kappa values were consistently high, with values of 0.86 for primary
insomnia, 0.84 for insomniarelated to a mental disorder, and 0.86 for
insomniarelated to a known organic factor.

associated with a mental disorder, neurologic disorder, or
other medical disorder.

Currently, not much is known about the reliability of
the ASDC, ICD, and ICSD insomnianosologies asthereis
virtually no research on these systems. In contrast, 2 stud-
ies have evaluated the reliability of the DSM-III and
DSM-IV criteria. In the first of these, Schramm et al.*
compared DSM-I111-R insomnia diagnoses assigned by in-
dependent clinicians who assessed a series of 68 patients
using a structured clinical interview. Results of this study
showed good agreement between interviewers, with a
kappa value of 0.91 for all insomnias. Moreover, agree-
ment rates between interviewers for the insomnia subcat-
egories of primary insomnia, insomniarelated to a mental
disorder, and insomnia related to an organic cause were
97%, 91%, and 93%, respectively. Figure 2 shows the cor-
respondingly respectable high kappa values found for each
of these diagnoses. Overall, these findings suggest that
DSM-II1-R insomnia diagnoses derived via a structured
interview diagnosis are reliable across clinicians.

However, a subsequent study suggested that insomnia
diagnoses may be less reliable when standard assessment
procedures are used. In this second study,® paired sleep
specialists and nonspecialists at each of 5 sleep centers
were asked to use standard clinical interviews to ascertain
insomnia diagnoses in the series of patients they each in-
terviewed. This diagnostic field trial for the DSM-IV
showed relatively modest kappa values between special-
ists and nonspecialists for the various insomnia diagnoses
ascertained. The study found that within-site agreement
rates between sleep specialists and nonspecialists (includ-
ing psychologists, psychiatrists, and neurologists) for di-
agnoses of primary insomnia and insomnia related to a
mental disorder resulted in kappa values ranging from
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Figure 3. DSM-IV Field Trial Results*
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bWithin each site, agreement (kappa value) between sleep specialists
and nonspecialists ranged from poor to moderate. Hershey, Pa,, site
was excluded due to insufficient data.

CSite was found to have a significant effect on the prevalence of sleep
disorder diagnoses; there was significant site biasin sleep specialists’
assignment of primary diagnosis. The effect of site on diagnostic
prevalence was tested with logistic regression analysis.

0.28 to 0.60 (Figure 3A). There was also a strong degree
of site bias when diagnoses across sites were compared
(Figure 3B), aswell asasignificant effect of site (data not
shown) on clinicians' ratings of diagnostic fit, their confi-
dence in the diagnosis assigned, and their ratings of how
easy the classification system was to use (p <.001 for
each). Sleep specialists tended to give higher ratings for
utility and ease of use of the DSM-1V diagnoses than did
nonspecialists. Thus, results of this field trial raise ques-
tions about the reliability and utility of even the fairly glo-
ba DSM insomnia classification scheme, particularly
when employed in traditional, nonspecialty settings.

EMPIRICAL VALIDATION:
CLUSTER ANALYTIC STUDIES

When evaluating the validity of classification systems,
it is useful to ask whether clinical classification resulting
from application of the diagnostic system in question actu-
aly subdivides heterogeneous groups of patients into
naturally occurring homogeneous subgroups. Some stud-
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Figure 4. Cluster Analysis of ASDC Diagnoses®
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3Data from Hauri.?® *Only 2 of 9 empirical clusters consisted of
patients with a single Association of Sleep Disorders Centers
(ASDC) diagnosis: cluster 3 (persistent psychophysiological
insomnia) and cluster 8 (childhood-onset insomnia). Cluster 3
contained 10 patients, and cluster 8 contained 4 patients. Not all
patients with those ASDC diagnoses were captured within one
cluster: childhood-onset insomnia was further differentiated into 2
levels of severity, and persistent psychophysiological insomniawas
more narrowly defined than within the ASDC nosology.

Figure 5. Cluster Analysis of DSM-III-R Diagnoses®
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3Data from Edinger et al.?* Of 113 patients with insomnia, 98 were
grouped into 14 empirical clusters (12 of which are depicted). No
cluster was “pure” (i.e., was composed of patients with asingle
DSM-I11-R diagnosis).

ies designed to address this question have compared clas-
sification results derived from usual clinical means with
those derived from cluster analysis, an empirical proce-
dure designed to group individuals on the basis of com-
mon clinical features. The typical methodology used by
such studies entails having clinicians first assign diag-
noses to each patient in a large cohort using data derived
from clinical interview, chart review, or other source of
pertinent information. Subsequently, empirically identi-
fied subgroups in the cohort are identified by applying a
statistical cluster analysis program to a set of variables
thought to be relevant to the type of clinical diagnoses of
interest. In the case of insomnia, for example, data con-
cerning nature, duration, and frequency of sleep com-
plaint; daytime symptoms; medical history; psychiatric
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Figure 6. Distribution of ICSD Insomnia Subtypes Across
Empirical Clusters®
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aData from Edinger et al.?* Of 113 patients with insomnia, 98 were
grouped into 14 empirical clusters (12 of which are depicted). No
cluster was composed of patients with asingle ICSD diagnosis.

Abbreviations: ICSD = International Classification of Sleep Disorders,
PLMS = periodic limb movements in sleep, RLS = restless legs
syndrome.

history; age; gender, etc., might all be employed in the
cluster analysis to identify naturally occurring homoge-
neous subgroups. Once the cluster analysis is completed,
the results of the clinical and the empirical classifications
can then be compared for overlap. Ideally, each cluster
will be composed mainly of patients sharing a single
clinically assigned diagnosis. When this is the case, the
validity of the nosology is supported since the empirical
and clinical classification results are congruent. However,
when the clinical and empirical results are not concordant,
questions about the validity of the nosology remain.

To date, 2 cluster analyses have been performed on
insomnia nosologies; one study tested the ASDC clas-
sification system,” whereas a second study tested the
DSM-I11-R and the ICSD systems.®® In the first of these
studies, Hauri® assessed a cohort of 99 subjects (89 pa-
tients with insomnia and 10 good sleepers) and empiri-
cally identified 9 groups on the basis of cluster analysis.
Only 2 of these clusters were “pure” (i.e., consisted of
only patients with a single ASDC diagnosis), and these
clusters were composed of patients with clinicaly as-
signed diagnoses of psychophysiological insomnia and
childhood-onset insomnia (Figure 4). Edinger and col-
|eagues™ assessed 98 insomnia patients and found 14 clus-
ters. Comparisons of clinical and empirical classification
showed that none of the empirically derived subgroups
(clusters) were composed of only 1 clinically labeled in-
somniasubtype. However, there were 3 clusters composed
of only 2 clinically identified diagnostic subgroups (Fig-
ure 5). Comparisons of the cluster analysis against the
clinically assigned ICSD diagnoses yielded even less
promising results, with only 2 clusters composed of 2
clinically identified diagnostic subgroups (Figure 6).
These findings suggest that current diagnostic categories
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Figure 7. What Leads to Overlap of Insomnia Diagnoses?*
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3Data from Nowell et al.?> Sleep disorder specialists rated the degree of
contribution of 20 factors (not al of which are shown) in the
diagnosis of primary insomnia versus insomnia related to a mental
disorder. Only a psychiatric disorder, negative conditioning, and poor
sleep hygiene differed significantly in importance between the 2
diagnoses. Negative conditioning and poor sleep hygiene were rated
as more important in making a diagnosis of primary insomnia than of
insomniarelated to mental disorders; a psychiatric disorder was rated
as more important in making a diagnosis of insomniarelated to
mental disorders than of primary insomnia.

b1 = Very important, 5 = not at all important.

*|ndicates a significant difference in importance between the 2
diagnoses.

Figure 8. Direct Comparisons of Nosologies®
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@Reprinted with permission from Buysse et a.™* Clinicians answered
the following questions about 4 sleep disorders classification
systems: “How would you rate the organization of sleep disorder
categories and diagnoses?’; “How well do the diagnoses ‘fit’ your
patients?’; and “How easy is the system to use?’ The nosologies
were rated on ascale of 1 (very poor) to 5 (excellent) for the first 2
questions and 1 (very difficult) to 4 (very easy) for the third question.
Answers of “Don’t know” were excluded. Brackets indicate
classification systems that were not significantly different from each
other in post hoc analysis. For significant differences, p < .001.

Abbreviations: ASDC = Association of Sleep Disorders Centers;
DSM-IV = Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition; ICD-9-CM = International Classification of
Diseases, Ninth Revision, Clinical Modification;

ICSD = International Classification of Sleep Disorders.

do not faithfully reflect clinically observed characteristics
of insomnia sufferers and may therefore be of questionable
validity in aclinical setting.

CLINICAL UTILITY AND CONCORDANCE
OF NOSOLOGIES

To illuminate those factors that physicians find most
clinically important in defining adiagnosis, Nowell et al.®
asked 5 sleep specialists to rate the importance of clinical
factorsused in assigning DSM-1V diagnoses of primary in-
somnia and insomnia associated with a mental disorder.
Only 3 out of alist of 20 factors made a significantly dif-
ferent contribution (p <.001) in distinguishing between
these 2 diagnoses. These 3 factors were (1) the presence of
psychiatric disorders; (2) a history of negative condition-
ing; and (3) reports of poor sleep hygiene (Figure 7). All
other factors showed strong overlap between primary and
secondary insomnia. This high degree of symptom overlap
may interfere with the clinician’s ability to differentiate
between primary insomnia and insomnia due to a mental
disorder. Adding to the difficulty in making this differ-
ential diagnosis is the fact that DSM-IV includes neither
poor sleep hygiene nor negative conditioning (2 of the 3
key factors) in its diagnostic criteria. Such omissions, as
well as marked symptom overlap for the various DSM-IV
subtypes, quite likely undermine the reliability of the
DSM-IV.
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Since there are clearly marked differences between the
various insomnia classification schemes, a direct com-
parison of clinicians’ use of the ICSD, the ASDC, the
ICD-9-CM, and the DSM-IV was recently undertaken.™
This survey study was specifically designed to investigate
a number of questions such as how the systems are per-
ceived by clinicians, each system’s role in clinical prac-
tice, and the relative merits of each system’s particular
attributes. Findings showed that of the 206 surveyed clini-
cians practicing at sleep centers around the United States,
91.7% used the ICSD for clinical decision-making. Both
the ICSD and the ASDC systems were rated more highly
than the DSM-IV and the ICD-9-CM (which received
similar scores) on organization, “fit” to patients, and ease
of use (Figure 8). Thus, the most commonly used diagnos-
tic tool in the psychiatrist’s office, the DSM-1V, is unfortu-
nately considered by sleep specialiststo beless useful than
other diagnostic systems for evaluating sleep disorders.

An additional research method used to compare the
various insomnia nosologies entails ascertaining the con-
cordance between 2 or more diagnostic systems when they
are applied to the same group of patients. In one study us-
ing this methodology, Buysse et al.?? compared the diag-
noses assigned to 216 patients with insomnia by sleep spe-
cialists using the DSM-1V, the ICSD, and the ICD-10.
Results showed that the group of 52 patients given adiag-
nosis of DSM-IV primary insomnia was separated into
5 different ICSD diagnoses, with 60% of patients receiv-
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Figure 9. Impact of DSM-IV Diagnoses on Treatment Decisions®
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aData from Buysse et al.?’ Differing DSM-IV insomnia diagnoses were found to result in differing treatment modalities.
For primary insomnia (N = 48), circadian rhythm disturbance (N = 16), and substance-induced sleep disorder (N = 6),
the most strongly preferred interventions were usually nonmedicinal, while for insomniarelated to a mental disorder
(N =99), pharmaceutical interventions were among the most strongly recommended. Adequate sleep hygiene was an

important component in all cases.
b1 = Strongly indicated, 5 = not indicated.

ing a diagnosis of psychophysiological insomnia. There
was a slightly higher degree of concordance between the
DSM-IV and the ICD-10 diagnoses, with 4 different diag-
noses, 85% of which were for nonorganic insomnia.

In another study, 794 adol escents, aged 15 to 18 years,
and 1447 young adults, aged 19 to 24 years, were in-
terviewed via telephone and were assigned ICSD and
DSM-IV diagnoses using a computer-driven structured
interview called the Sleep-EVAL expert system. Of the
subjects who received a DSM-1V diagnosis, 73.2% also
received an ICSD diagnosis. In contrast, only 39.8% of
subjects who were assigned an ICSD diagnosis also had a
DSM-IV diagnosis. The finding that the DSM-IV criteria
yielded alower prevalence for sleep disordersthan did the
ICSD criteria underscores the differing emphases each no-
sology places on the insomnia complaint itself. The more
stringent criteria of the DSM-1V require that the complaint
be severe enough to warrant treatment in its own right.
Also, the DSM-IV does not readily allow for dual diag-
noses of dyssomnias (e.g., if a patient has a breathing-
related sleep disorder, he or she cannot also be considered
to have primary insomnia), whereas the ICSD does not
impose such arestriction.

These 2 studies raise serious questions about the validi-
tiesof one or al of these diagnostic systems. If the various
nosologies are valid, then a group considered diagnosti-
cally homogeneous by one nosology should al so be homo-
geneous based on the criteria of another. As can been seen
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by these studies, such results are not obtained when apply-
ing 2 or more of the extant insomnia nosologies to the
same patients. Not only do the nosologies disagree as to
how finely they discriminate among insomnia patients, but
they also differ markedly with regard to the decision as to
when a separate insomnia diagnosis should be assigned in
thefirst place.

THE IMPACT OF NOSOLOGY ON TREATMENT

In addition to the issues considered thus far, it is of
great practical importance to determine if and how well
diagnostic systems guide treatment decisions.®*" In one
study conducted to assess this question, Buysse et al.”’
asked sleep specialists to consider a standard list of treat-
ment recommendations for each patient to whom they had
assigned a DSM-1V and ICSD diagnosis. The specialists
rated each treatment on a 4-point scale as “first-order
treatment recommendation” (a rating of 1) through “not
recommended” (a rating of 4). Analyses of treatment
choices showed that the clinicians' treatment decisions
were guided by diagnostic decisions. The top 4 treatment
recommendations for some of the most common diag-
noses are shown in Figure 9. In the case of DSM-IV pri-
mary insomnia, for instance, all of the most strongly indi-
cated interventions were nonpharmaceutical in nature,
including improving sleep hygiene, stimulus control
therapy, self-monitoring, and relaxation training. In con-
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Figure 10. Impact of ICSD Diagnoses on Treatment Decisions®
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aData from Buysse et al .’ Differing International Classification of Sleep Disorders (ICSD) diagnoses were found to
result in differing treatment modalities. For psychophysiological insomnia (N = 30), delayed sleep phase syndrome
(N = 16), and cases of inadequate sleep hygiene (N = 13), the most strongly preferred interventions were usually
nonmedicinal, while for insomnia related to a mood disorder (N = 69) or anxiety disorder (N = 13), pharmaceutical
interventions were among the most strongly preferred. As for DSM-1V diagnoses, proper sleep hygiene was an

important component of treatment recommendations.
b1 = Strongly indicated, 5 = not indicated.

trast, the most strongly recommended interventions for
insomnia related to a mental disorder included withdraw-
ing or prescribing medications and psychiatric treatment.
Behavioral interventions, such as improving sleep hy-
giene, were strongly indicated for all diagnoses. A similar
pattern was seen for ICSD insomnia diagnoses (Figure
10). Psychophysiological insomnia was not associated
with recommendations for pharmaceutical treatments,
and all of the most strongly indicated interventions, in-
cluding improved sleep hygiene, stimulus control, self-
monitoring, and sleep restriction, were behavioral. These
results imply that insomnia treatment decisions are
strongly guided by diagnostic assignments regardless of
the particular insomnia nosology used for assigning in-
somnia diagnoses. Hence, such results underscore the im-
portance of developing aclassification system that will ac-
curately categorize insomnia subtypes.

CONCLUSIONS

While sleep medicine has made important advances in
the decades since insomniawas first formally recognized,
further research and refinement of nosological systemsare
required. Collecting more empirical dataregarding a diag-
nostic scheme's reliability, validity, and ability to predict
patient outcomes will be one of the most important contri-
butions to further evolution of insomnia classification.
The relative merits among classification systems should
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also be empirically compared, and features such as the de-
gree of diagnostic convergence or discrimination among
nosologies, the relative validity of current and lifetime
diagnostic capabilities, and the degree of accuracy in
predicting course of illness and differential treatment
response should be explored.

Another important goal for the further development of
insomnia classification systems is that of maximizing di-
agnostic reliability. To do so, it is important to minimize
the amount of clinician or investigator interpretation re-
quired to make a diagnosis, so that 2 different clinicians
will independently assign the same diagnosis to the same
patient. This can be accomplished by improving the spec-
ificity of diagnostic criteria. In a research setting, an in-
crease in the use of structured interviews, and potentially
the development of Research Diagnostic Criteria for in-
somnia, should be considered. Longitudinal diagnostic
consistency is needed as well. Field validation of diagnos-
tic criteria, through both long-term observation and treat-
ment response, will contribute to achieving this goal.

It isimportant to keep in mind that any disease classifi-
cation scheme is a representation of clinical reality and
should not be substituted for actuality. Nevertheless, de-
spite the imperfections inherent in a reliance on a model
system, such systems are useful in that they provide a
framework within which both our knowledge and our gaps
in knowledge can be considered.?® Arriving at the ideal in-
somnia classification system will be facilitated by the de-
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velopment of an accurate, reliable, and empirically diag-
nostic schema. Deriving such a system is not just an aca-
demic goal but an imperative since our treatment decisions
based on our insomnia diagnoses directly impact patient
well-being.

10.

12.
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