
SCREENING QUESTIONS
I’m going to start by asking you some questions about your background and health that will help us determine if you are a good candidate for this study. 
	Section III. Sleep Habits


[Questions will help you determine if participant has an unusual sleep schedule. Only participants whose bedtime is between 8:00PM and 3:00AM, and wake time between 4:00AM and 11:00AM will be included in the study.] 

	1. What time do you usually get into bed?
	Between __ __ : __ __   AM  /  PM and __ __ : __ __   AM  /  PM

	2. What time do you usually get out of bed for the day? 
	Between __ __ : __ __   AM  /  PM and __ __ : __ __   AM  /  PM

	
	

	Section IV. The Duke Pre-Interview Questionnaire


[Questions will help you determine which modules of the Duke should be administered during the follow-up screen. After completing the screening questionnaire, if time allows, administer the appropriate modules of the Duke.]

	
	Yes
	No
	If Yes, Duke

	1. Have you ever had a sleep/wake schedule that was out of synch” with other people’s? (Note: use patient’s habitual bed/wake times provided in Section III and description of sleep patterns to answer questions below)  
1. a. If response is YES, follow up by asking “Tell me what was unusual about your sleep” [Response will not be recorded but used to code choices below]

	1
	0
	

	       0- No, schedule has not been out of synch 
	
	
	

	1- Habitual sleep schedule is later than desired/socially conventional
	
	
	Module 2a

	       2- Habitual sleep schedule is earlier than desired/socially conventional
	
	
	Module 2b

	       3- Sleep occurs in multiple naps or short sleep periods over the 24h day
	
	
	Module 2c

	       4- Patient goes to bed later and later with each passing day (also wakes later)
	
	
	Module 2d

	       5- Does not fit any of these patterns (specify in note) 
	
	
	

	2. Have you ever had unpleasant feelings in your legs, or experienced urges to move your legs, as bedtime approached?
	1
	0
	Module 3

	3. Have you ever awakened from nighttime sleep with terribly frightening dreams?
	1
	0
	Module 4a

	4. Have you ever had (or has anyone told you about) abrupt awakenings from sleep beginning with a loud scream?
	1
	0
	Module 4b

	5. Have you had episodes of arising from bed during sleep and walking about or engaging in other unusual behaviors?
	1
	0
	Module 4c

	6. Have you ever “acted out” your dreams, or injured yourself or a bed partner while asleep?
	1
	0
	Module 4d

	7. Have you ever noticed (or has anyone told you about) jerking leg movements during sleep?
	1
	0
	Module 5

	
	
	
	

	Section V. Sleep Apnea Screen

	[These questions, along with the DUKE sleep module, will help you determine if participant has sleep apnea, which is an exclusionary sleep disorder.] 

	
	Yes
	No

	1.   Have you ever been diagnosed with sleep apnea with an AHI > 15 or categorized as severe?       Yes    No
	
	

	a. If yes: Is your apnea currently untreated? – Mark 1 for  Yes and 0 for  No.
	1
	0

	2. Has anyone observed you stop breathing or gasping for air during your sleep?  
	1
	0

	3.  Do you snore loudly (louder than talking or loud enough to be heard through closed doors)?  
	1
	0

	Section VI. Sleep disorders


	
	Yes
	No

	1.    Have you been diagnosed with a sleep disorder?
	1
	0

	a. If yes, which one?
	
	

	1. Narcolepsy     
	
	

	2. Periodic limb movement disorder with index > 15
	
	

	3. Other, specify _________________
	
	


DUKE STRUCTURED INTERVIEW FOR SLEEP DISORDERS


DSM5 CRITERIA FOR INSOMNIA DISORDER


	QUESTION
	CRITERIA
	PRESENT
	PAST

	1. In the past 3 month, have you been satisfied with your sleep?

If not satisfied:

In the past 3 months, have you experienced… 

(a) difficulty getting to sleep, OR 

(b frequent or prolonged awakenings in the middle of the night, OR

(c) waking up too early in the morning and not being able to fall back asleep?


	1. Subject reports dissatisfaction with sleep AND 

one or more of

(a), (b), or (c)

	?  1  2  3  
	?  1  2  3

	2.  What are your concerns about this sleep problem? 

Does it cause you any problems in the daytime such as: 

a. fatigue/malaise? 

b. impaired concentration, attention or memory? 

c. impaired social or vocational functioning or poor school performance? 

d. mood problems or irritability? 

e. daytime sleepiness?

f.  decreased motivation/energy/ initiative? 

g. increased errors or accidents or decreased productivity? 

h. tension, headaches, or stomach upset in response to sleep loss? 
                        OR 

If person does not indicate daytime dysfunction:

How would things be better if your sleep problem were eliminated? (Is there a significant distress?) 
	2.  Subject reports the sleep problem causes one or more of the complaints listed in 2 OR impairment in an important area of functioning, or distress about the sleep problem.  
	?  1  2  3          ?  1  2  3

CONTINUE ON NEXT PAGE.





DUKE STRUCTURED INTERVIEW FOR SLEEP DISORDERS


MINIMAL CRITERIA FOR INSOMNIA DISORDER (continued)


	QUESTION
	CRITERIA
	PRESENT
	PAST

	3. How many nights per week to you have these sleep difficulties? 

4. How long have you had this sleep problem? 

5. Do you have this sleep difficulty even if you give yourself enough time to sleep? 

    Do you have this sleep difficulty even when your sleep environment is comfortable and safe?

6. If using a substance or medication with known impact on sleep: 

Do you have this problem sleeping even when you are not taking this medication (or substance)? 
Tell me why you think so.

If a medical, psychiatric comorbidity or another sleep disorder is present: 

Do you think that your problem sleeping is related to <the specific comorbidity>? 

Tell me why you think so.

As relevant ask: 

Have you experienced <specific sleep difficulty> even when the <comorbid condition> was under control (or in remission) 

	3. Requires at least 3 nights per week.

4.  Must be present at least three months

5. Requires that the sleep difficulty persist despite adequate opportunity (i.e. sufficient time) AND circumstances (i.e. an appropriate, comfortable, safe and adequately furnished sleep environment)

6. Not better explained by or occurs exclusively in the presence of another sleep/wake disorder, medical disorder, substance use (including medications)   or psychiatric condition.
You may need to return to your rating of this item after you assess other sleep disorders
(Optional:  

Determine present v. past episode and course of disorder.)


	?  1  2  3

?  1  2  3

?  1  2  3

?  1  2  3

	?  1  2  3

?  1  2  3

?  1  2  3

?  1  2  3
continue on next page



	
	
	


DUKE STRUCTURED INTERVIEW FOR SLEEP DISORDERS


DSM-5 INSOMNIA DISORDER SPECIFIERS
	QUESTION
	CRITERIA
	PRESENT
	PAST

	(NOTE: IF SUBJECT DID NOT ENDORSE USE OF A MEDICATION OR SUBSTANCE, GO TO PAGE 13.)

	1.  You said that you were using [name of drug/substance].  When did you use this?  How often had you used this?  How long had you used this? 

[If prescription or over-the-counter]  Was your use in excess or over a longer time period than what your doctor prescribed [or the recommended dosage]?


	1.  There is current ongoing dependence on or abuse of a drug or substance known to have sleep-disruptive properties; or the patient has current ongoing use of or exposure to a medication, food, or toxin known to have sleep-disruptive properties in susceptible individuals.
	?  1  2  3  
	?  1  2  3

	2.  Did your insomnia develop or become much worse after you began using or abruptly stopped using this drug/substance? When you stopped using this substance for long periods of time, did your sleep problem get better?


	2.  Insomnia is temporally associated with the substance use/abuse and/or acute withdrawal.  
	?  1  2  3
	?  1  2  3


DUKE STRUCTURED SLEEP DISORDERS INTAKE INTERVIEW 
DUKE: Now, I’m going to ask you some more questions about your sleep. 

· Go through the entire inclusion section and insomnia bouts & daytime nap sections.  

· Go through the exclusion criteria modules only if endorsed on the checklists.

In general both inclusion and exclusion criteria in this module refer to the past month.

Night-to-night variability is anticipated.  It helps to keep anchoring the patient on a specific time frame, such as since last (DAY of WEEK) first, and then ask if other weeks this month were better, worse, or the same.  
A positive diagnosis of any condition is a combination of symptom severity meeting threshold AND clinically significant impact of the symptoms (distress or perceived functional impairment)

	1. INSOMNIA DISORDER (SEE SEPARATE FILE)
	

	2. CIRCADIAN RHYTHM SLEEP DISORDERS

	2a.  Delayed Sleep Phase Type
You indicated that you have a sleep/wake schedule that is unusual or “out of synch” with other people’s  

Do you have difficulty waking up in the morning at desired and socially acceptable times?        FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
 IF YES: 

When would you like to wake up?   _____________

When do you actually wake up?     ____________
   FORMCHECKBOX 
 The patient has difficulty waking up at desired and socially acceptable times. 

Do you also have difficulty falling asleep at a desired conventional clock time?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
IF YES: 

When would you like to fall asleep?  ____________

          When do you fall asleep?                 _____________ 
       FORMCHECKBOX 
 The patient has difficulty falling asleep at desired conventional clock time. 
__________________________________________________________________

If you could always go to bed late at night and get up late the next day, 
--Would you get the amount of sleep you need?  

--Would the quality of your sleep improve?
   FORMCHECKBOX 
 A. A persistent or recurrent pattern of sleep disruption leading to excessive sleepiness or insomnia that is due to a mismatch between the sleep wake schedule required by her environment and her circadian sleep-wake pattern

_________________________________________________________________
 FORMCHECKBOX 
 B. The sleep disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.


	 FORMCHECKBOX 
 Meets A and B                                         

         (  EXCLUDE

** Note: If woman does not meet criteria for delayed sleep phase syndrome (A+B) and is a “night owl”, please verify that her habitual wake time is no later than 11AM AND that her habitual bedtime is no later than 3AM. Occasional deviation is OK

 FORMCHECKBOX 
 Verified schedule requirements

	2b.  Advanced Sleep Phase Disorder
You indicated that you have a sleep/wake schedule that is unusual or “out of synch” with other people’s.  

Do you have difficulty staying up until a desired and socially acceptable bedtime?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
IF YES: 

When would you like fall asleep?   _____________

When do you actually fall asleep?     _____________

   FORMCHECKBOX 
 The patient has difficulty staying up until desired and socially conventional clock times
Do you also have difficulty staying asleep until a desired conventional clock time?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
IF YES: 

When would you like to wake up?  ____________

When do you wake up?                 _____________

              FORMCHECKBOX 
 The patient has difficulty staying asleep until a desired conventional 
             clock time __________________________________________________________________
If you could always go to bed early at night and wake up early the next day, 
--Would you get the amount of sleep you need?  

--Would the quality of your sleep improve?
   FORMCHECKBOX 
 A. A persistent or recurrent pattern of sleep disruption leading to excessive sleepiness or insomnia that is due to a mismatch between the sleep wake schedule required by her environment and her circadian sleep-wake pattern

_____________________________________________________________________
 FORMCHECKBOX 
 B. The sleep disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.


	 FORMCHECKBOX 
 Meets A and B                                         

         (  EXCLUDE

** Note: If woman does not meet criteria for advanced sleep phase syndrome (A+B) and is an “early bird”, please verify that her habitual bedtime is no earlier than 8pm and her habitual wake time is no earlier than 4AM. Occasional deviation is OK

 FORMCHECKBOX 
 Verified schedule requirements

	2c.  Irregular sleep wake Type
You indicated that you have a sleep/wake schedule that is unusual or “out of synch” with other people’s.  

Do you have difficulty falling or staying asleep?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Are you particularly sleepy during the day?           FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
   FORMCHECKBOX 
 A. The patient has difficulty initiating or maintaining sleep or excessive sleepiness (or both)

You indicated that you take more than one nap a day. Describe when you sleep.

   FORMCHECKBOX 
 B. There are 3 or more short bouts (lasting 1 to 4 hours) of sleep throughout the 24-hour period, with the longest occurring between 2 and 6 AM 
   FORMCHECKBOX 
 C. There is no clearly discernible rhythm to the sleep-wake pattern. (The sleep bouts do not occur at the same time each day)

How long have you had this sleep pattern? _______________

	 FORMCHECKBOX 
 Meets A through C                                         

    (  EXCLUDE 



	2d. Non-24 Hour Sleep-Wake Type

You indicated that you have a sleep/wake schedule that is unusual or “out of synch” with other people’s.  

Do you have difficulty falling or staying asleep?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Are you particularly sleepy during the day?          FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
 FORMCHECKBOX 
 A.  The patient has difficulty initiating or maintaining sleep or excessive sleepiness (or both)
Do you go to bed later and later and get up later and later with each passing day?
 FORMCHECKBOX 
  B. Sleep onset and offset are progressively delayed, with the patient unable to maintain stable entrainment to a 24-hour sleep-wake pattern.

How long have you had this problem? _______________


	  FORMCHECKBOX 
 Meets A through C                                          

         (  EXCLUDE



	3.  RESTLESS LEGS SYNDROME
	

	You indicated that you have either had unpleasant feelings in your legs, or had an urge to move your legs as bedtime approached.    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Do you have a strong urge to move your legs?  Is this urge accompanied by an uncomfortable or unpleasant sensation in your legs, such as crawling, tingling, drawing, restlessness, or “electric” sensations?
 FORMCHECKBOX 
  A(i). The patient reports an urge to move the legs, usually accompanied or caused by uncomfortable and unpleasant sensations in the legs 
Does (Do) the urge(s) to move and/or unpleasant sensation(s) begin or worsen during periods of rest or inactivity?
 FORMCHECKBOX 
  A(ii). The symptoms begin or worsen during periods of rest or inactivity.

Are these sensations partially or totally relieved, at least temporarily by movement (e.g., by moving your legs or walking)?
 FORMCHECKBOX 
  A(iii). Symptoms are partially or totally relieved by movement.

Do they occur or worsen in the evening or at night?
 FORMCHECKBOX 
  A(iv). Symptoms are worse in the evening or at night than during the day or occur only in the night/evening. 

 
How these symptoms affect your sleep or functioning during the day?

 FORMCHECKBOX 
  B. These symptoms are accompanied by significant distress, sleep disturbance, or impairment in social, occupational, educational, academic, behavioral or other important areas of functioning 
How often do you experience these symptoms, and when did they start?
 FORMCHECKBOX 
 C. Symptom occurs with sleep disruption and some impairment of daytime function ≥ 3 time per week


	  FORMCHECKBOX 
 Meets A (i-iv) through C                                          



	4.  PARASOMNIAS
	

	   4a.  Nightmare Disorder

You indicated that you have recurrent disturbing dreams. Please tell me about these disturbing dreams

Do these bad dreams and awakenings usually occur in the second half of your night’s sleep?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
 FORMCHECKBOX 
  A. Repeated occurrences of extended, extremely dysphoric, and well-remembered dreams that usually involve efforts to avoid threats to survival, security or physical integrity and that generally occur during the second half of the major sleep episode. 

Once you awaken from such dreams, do you quickly become alert and realize that you just had a bad dream?

 FORMCHECKBOX 
  B. On awakening from the dysphoric dreams, the person rapidly becomes oriented and alert.

     How do these dreams impact your life?

 FORMCHECKBOX 
  C. The dream experience, or the sleep disturbance produced by awakening from it, causes clinically significant distress or impairment in social, occupational, or other important areas of functioning (e.g., fear of going to sleep at night)
 FORMCHECKBOX 
  D. The dysphoric dreams are not attributable to the direct physiological effects of a substance (e.g., a drug of abuse, a medication). 
	 FORMCHECKBOX 
 Meets A through D                                          

         

	4b.  Sleep Terror Disorder

You indicated that you experience night terrors or wake up frightened and confused.  Please tell me about these disturbing experiences

Do these awakenings occur without any apparent cause such as a frightening dream, loud noise, or unusual behavior of your bed partner?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

 FORMCHECKBOX 
  A. The patient experiences recurrent episodes of abrupt awakening from sleep, usually during the first third of the major sleep episode and beginning with a panicky scream.

 When you wake up, are you experiencing any strong emotions or physical sensations?

 FORMCHECKBOX 
  B.   Patient wakes with intense fear and signs of autonomic arousal, such as tachycardia, rapid breathing, and sweating, during each episode.

Do you have difficulty being awakened, or have others told you that you are somewhat unresponsive (after attempted awakening) following an episode?

 FORMCHECKBOX 
  C. Relative unresponsiveness to efforts of others to comfort the person during the episode   

Do you usually have some difficulty remembering these events the next morning?

 FORMCHECKBOX 
  D.   No detailed dream is recalled and there is amnesia for the episode.

         How do these experiences impact your life?
 FORMCHECKBOX 
  E. The episodes cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

 FORMCHECKBOX 
  F. The disturbances are not attributable to the direct physiological effects of a substance (e.g., a drug of abuse, a medication).
	 FORMCHECKBOX 
 Meets A through F                                          



	4c.  Sleepwalking

You indicated that you walk while you remain asleep.  Do these events occur without any apparent causes such as dreams, medical disorders or emotional problem you are experiencing? 
  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
· Do you remember when this started?  Did you have this as a child?

· Do these events usually occur in the first part of your night’s sleep?

· How often does this occur? _____________________________

 FORMCHECKBOX 
  A. Repeated episodes of rising from bed during sleep and walking about, usually occurring during the first third of the major sleep episode.
When you have been observed while sleepwalking, how do others describe you during these episodes?  How easily can you be woken or communicated with?

 FORMCHECKBOX 
  B. Individual has been told that she has a blank staring face, is relatively unresponsive to the efforts of others to communicate with her and can be awakened only with great difficulty.

            Do you usually have some difficulty remembering these events –    

            either after you are awakening from sleepwalking or the next 

            morning?
 FORMCHECKBOX 
  C. On awakening (either from sleepwalking or the next morning), the person has amnesia for the episode.

How do you feel and interact with the world shortly after awakening from sleepwalking?

 FORMCHECKBOX 
  D. Within several minutes after awakening from sleepwalking, there is no impairment of mental activity or behavior (although there may initially be a short period of confusion or disorientation). 

         How do these experiences impact your life?
 FORMCHECKBOX 
  E. The episodes cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

 FORMCHECKBOX 
  F. The disturbances are not attributable to the direct physiological effects of a substance (e.g., a drug of abuse, a medication).
	 FORMCHECKBOX 
 Meets A through F                                          

 

	4d.  REM Sleep Behavior Disorder

You indicated that you have committed aggressive behaviors or acts that led you to injure yourself or someone else during sleep.    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
   Can you describe these behaviors or acts?
· When this occurred, did you seem to be acting out a dream?

·  How often does this occur? ________________________________
 FORMCHECKBOX 
  A.  The patient has a complaint of violent or injurious behavior during sleep.

At the time you did this, were you having a dream or nightmare?

 FORMCHECKBOX 
  B.  Limb or body movement is associated with dream mentation.

 FORMCHECKBOX 
  C.  At least one of the following occurs:

     FORMCHECKBOX 
 Harmful or potentially harmful sleep behaviors

     FORMCHECKBOX 
 Dreams appear to be “acted out”

     FORMCHECKBOX 
 Sleep behaviors disrupt sleep continuity

How often does this occur? ______________________


How do these experiences impact your bed partner?

 FORMCHECKBOX 
 D.  Occurs > once a month AND causes discomfort to bed partner

 FORMCHECKBOX 
 E.  The disturbances are not attributable to the direct physiological effects of a substance (e.g., a drug of abuse, a medication).
	 FORMCHECKBOX 
 Meets A through E                                        



	5.  DYSSOMNIA NOS
	

	5.  Periodic Limb Movement Sleep Disorder

You indicated that a bed partner or someone else has noticed that your legs jerk or twitch repeatedly during sleep.  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
Can you describe these behaviors?

How often does this occur? _____________________________

 FORMCHECKBOX 
  A. Repeated episodes of legs jerking/twitching during sleep, observed by others. 

Have you experienced unexplained awakenings or poor, unrefreshing 

sleep at a time when you were told you had these leg movements?

 FORMCHECKBOX 
  B. Individual complains of poor unrefreshing sleep in same period of time as observed leg movements during sleep, with no other likely identifiable cause of sleep disruption

         How do these experiences impact your life?
 FORMCHECKBOX 
  C. The episodes cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

 FORMCHECKBOX 
  D. The disturbances are not attributable to the direct physiological effects of a substance (e.g., a drug of abuse, a medication).
	 FORMCHECKBOX 
 Meets A through D                                          
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