
ABC of Sleep Disorders

"I DON'T GET ENOUGH SLEEP, DOCTOR"
German E Berrios, ColinM Shapiro

About a third ofpeople who go to see their general practitioners and about
q0ffi. ttwo thirds of those who see psychiatrists complain that they are dissatisfied

with the restorative quality oftheir sleep. Despite the size ofthese groups
and the advances made by research workers, practical knowledge about the

1WA ,\ diagnosis and management of sleep related complaints is limited.
Patterns and habits of sleep are established in infancy, and core sleep

variables (the proportions of stage 4 and rapid eye movement (REM) sleep),
53 92which are partly genetically controlled, enter a steady state by the late teens.

Eleventh century Turkish woman sleeping in her
garden.

Sources ofinformation
The complete assessment of sleep is based on information provided by

the patient and relatives; on data obtained from polysomnography
h(syncronised recordings of electrical actiy n the brain, muscles, and
eyes); and on other physiological assessments-for example, breathing

bm0 u*J: ~ ~ patterns and occasionally hormional and biochemical estimations.
~~"i~~~;~~j Subjective and objective data are not invariably correlated. For example,

complaints ofpoor sleep are not always confirmed in the laboratory, and
major disorders of sleep architecture are often not accompanied by

in the n ~~~~~~~experiential complaints.
The doctor must therefore assume that feelings of satisfaction or

otherwise with sleep are a final common pathway that combines
,+* i 3i9-g- neurobiological function with cultural and personal beliefs about the role of
|:t:; p9,99<.7s,9B7 sleep, attitudes to life, life events, personality, and mood.

Many people with sleep disorders adapt, which may explain why the
timing of a complaint may not be related to the sudden onset of a sleep

No pak i n 0 X 9 disorder. In addition to whatever real or imagined sleep disorder they have,
hopmnea ;; i : 1 1 fthere is often a recent unrelated stressful incident that acts as the last straw.

Teaching about sleep disorders in most medical schools is inadequate,
and many doctors have the same unsubstantiated beliefs about sleep

No;i 0 problems as their patients. For example, many think that all sleep disorders
are secondary"-that is, epiphenomena of systemic diseases, psychiatric
disorders, or psychological crises.

Complaints
Patients often blame the quality of their sleep for any recently developed

feelings of fatigue, depression, irritability, tension, sleepiness, lack of
concentration, drowsiness, or muscular aches. The doctor must, therefore,
find out whether any real change in the pattern of sleep has taken place;
often none has, but patients who experience any ofthe symptoms listed
above still ask 'What else is wrong?" The doctor should widen his or her

"Pseudoinsomnia" is more likely to cause search for an explanation because depression, physical disease,
poor quality sleep than a real alteration in the hypochondria, and phobic states (that cause "pseudoinsomnia") are as
pattern of sleep likely to cause these complaints as a real alteration in the pattern of sleep. To

presume pseudoinsomnia (or dysomnia) in the absence ofother clearly
defined illness is a mistake. There are various reasons why people claim that
they sleep badly.
Even when a patient reports clear changes in patterns of sleep, they

should not be regarded as the specific cause of coexistent fatigue or
irritability. Indeed, the symptoms and the sleep disorder may result from a
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common cause (for example, depression) or they may be unrelated. In
depression, tiredness and irritability may be accompanied by insomnia, or
normal sleep, or even excessive sleep. The separation offatigue, sleepiness,
and tiredness in the context ofinsomnia is relevant but often difficult.
Changes in sleep habits should alert doctors to the possibility of a sleep

disorder. The patient should be asked to keep a sleep diary. Information
from a partner who shares the bedroom is an important component of a
sleep assessment. The doctor should ask the partner about abnormal
movements (including violent behaviour), snoring, and breathing noises
during sleep. Changes in the pattern of sleep that must always be recorded
include variations in the total time spent asleep; the time taken to get to
sleep after the light has been put out; and mental activity and excessive
brooding, anxious or repetitive thoughts, or panic attacks while waiting to
go to sleep. The number and duration ofawakenings during the night, and
sensations just before and during sleep (for example, sweating, feeling hot,
pins and needles, restless legs, and jerking) should be recorded. The
affective quality ofdreams (an increase in the number ofanxious dreams
and nightmares) may be a useful guide in patients with anxiety and
depression. Alterations in diet, weight, lifestyle, alcohol intake, sexual
habits, menstruation, and consumption of sleeping pills, "sleeping aids"
bought over the counter, and other drugs should also be recorded, as these
could disrupt sleep.
The results ofone study showed that the average general practitioner asks

less than three questions about insomnia before planning treatment,
whereas there are many specific questions that should be asked about the
onset of sleep, the length of sleep, and the patient's daytime performance.
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Questns for partner who shares
thebedroom::
I Does your partner stop breathing during
the night? (Does this happen every night?
Howoften does it hsppen?):

2 Doesy.o.u. partner snore gasp, or make
choking sounds du.ring the . night? (Does
this happen every nght?. 4ow often does :it
happeno?

3 Do your partners lgs tWitch, jerk, or kick
during the night? (Does this happen every
night? How often does lt happen?)

H,4Hv you noticed any rcent £hanges in
your prtniers mood oremotonal state? ::::

5 Hasyourpairjrtner'scon'u:mpfio n ofalcohol,
nicotine, caffeine, or dther dru'gs changed
recently?

6 What do you think is the cause of your:
partner's difficulty in sleeping?
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Secondary insomnia

Differences in sleep architecture between
younger and older patients.

Ti*mn ofinso naImlgO llOXl

The timing of the sleep disturbance may
indicate its cause

Primary insomnia

Measured duration of sleep among
insomniac patients compared with patients'
own estimates.

Among patients who present with a real change in sleep pattern, insomnia
is the most common cause. This syndrome is defined as a relative lack of
sleep, or inadequate quality of sleep, or both. The concepts ofprimary and
secondary insomnia are helpful in clinical practice, though in some patients
no distinction can be made.

Causes ofsecondary insomnia include psychiatric and physical disease,
changes in shift work, drug misuse and withdrawal, personal crises, and
changes in the system ofbehavioural cues and habits that encourage the
onset of sleep.

Environmental changes (for example, moving house) that distort or
attenuate established psychological triggers of sleep may cause insomnia.
Changes in the temperature or lighting in the bedroom, environmental
noises and smells, and the quality ofthe mattress and pillows may lead to
disruptions ofthe initiation or maintenance of sleep. Using the bedroom for
cooking, eating, studying, or watching television (as in a one room flat) may
also cause insomnia in those whose sleep is fragile.
Transient disruptions of sleep (for example, those that accompany grief)

may, in susceptible people, create feedback loops: inability to sleep for a
few nights generates anticipatory anxiety, which in turn perpetuates the
problem. This has been called "sleeplessness phobia" and triggers a habit
that is referred to as "psychophysiological insomnia." It is often seen in
people with panic disorders who fear that they might die in their sleep, and
is common among patients who have had major traumatic experiences, in
particular those who have undergone sexual abuse as children and who have
come to think ofthe bedroom as a dangerous place.
Aging is also a cause of secondary insomnia. Old age can dismantle the

architecture of sleep and is often accompanied by experiential changes.

Subjects may have difficulties with the initiation and maintenance of their
sleep, or with early waking. For some daytime fatigue is the main
complaint, but other causes may differentially affect the dimensions of
sleep. For example, changes in diet, anxiety, sleeplessness phobia, high
levels of arousal, obsessive thoughts, and environmental disturbances, may
all disrupt the initiation of sleep.

Interruptions ofsleep can also be random and cyclical. For example,
random awakenings are caused by the sleep apnoea syndromes, coughing,
breathlessness, and nocturia. Cyclical awakenings are more common in
association with nightmares, migraine, nocturnal asthma, and pain from
peptic ulceration (all related to REM sleep) as well as seizures (that affect
stage 4 sleep). Waking early in the morning often occurs in depressive
illnesses, and daytime fatigue is common among patients with fibromyalgia,
alcohol dependence, sleep apnoea, or nocturnal myoclonus.

Some subjects have insomnia despite the fact that little or nothing has
changed in their mental state, circumstances, or environment. These
patients should be referred to specialised centres where polysomnography
may be carried out. In up to halfof all patients who are investigated for
insomnia, contributory information is provided by polysomnography.

Ifthese facilities are not available the doctor must try to uncover further
features so that the correct management may be undertaken. For example,
it is useful to ask under what circumstances the patient is able to sleep. Some
say that it is easier to sleep in noisy environments, and we have seen patients
who can sleep only when listening to music through Walkman type
earphones. Others can sleep only ifthere is absolute quiet, and ifthey start
relaxing early in the evening. These two groups also differ in other ways.
Those who require noisy environments are little affected (sometimes even
helped) by drinking coffee before they go to bed. More surprisingly, they
often state that in their earlier years they were the only ones who fell asleep
when they took amphetamines during examinations. Those who require
absolute silence are the opposite, however, and drinking coffee late in the
day will disrupt their sleep. They often benefit from hypnotics such as
benzodiazepines. It is unclear whether research will find some way to
differentiate between these two hypothetical groups, or whether their
behaviour reflects a difference in level of arousal. Their empirical
separation, however, might prevent mistreatment, particularly when no
specialised help is available.
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Conclusion

Primary insomnia is rare
* Patients may need long term treatment
with hypnotic drugs

Secondary insomnia is more common
* Treat the underlying cause:

Psychiatric disturbance
Physical disease
Chronic pain
Misuse of substances, particularly
alcohol

Complaints ofnot getting enough sleep are not always related to actual or
easily detected changes in patterns of sleep. Satisfaction with sleep is
controlled by a number of factors and often is not associated with objective
findings. Insomnia is the most common disturbance of sleep, and
accompanies several diseases. Psychiatric and physical disease, chronic
pain, and misuse of substances (particularly alcohol) are common causes of
secondary insomnia. Primary insomnia, supposedly caused by dysfunction
of the sleep mechanisms in the brain, is uncommon but may develop at any
age and is occasionally precipitated by changes in the system ofbehavioural
cues or contingencies that control sleep. Subjects with primary insomnia
can crudely be separated into those with high or low levels of arousal. The
diagnosis ofinsomnia must be based on a full history, clinical examination,
and an understanding both ofthe patient's personality and environment.
For this minority ofpatients long term treatment with hypnotic drugs may
be appropriate.

German E Berrios is consultant and university lecturer, department of psychiatry,
University of Cambridge, and ColinM Shapiro is professor of psychiatry, University of
Toronto, Ontario, Canada.
The ABC of Sleep Disorders has been edited by Professor ColinM Shapiro.

For Debate

Long term care on the NHS: a vanishing prospect

John Kellett

Because of the spectacular growth in provision the
number of long stay beds in the private and voluntary
sectors now dwarfs the number available for long term
care in the NHS. Continued financial pressure on the
NHS has led many authorities to reduce their long
stay provision or to buy places within the private
sector, which are often cheaper than their own beds.
Nevertheless, the Department of Health's policy, as
reiterated in a letter to Newcastle Health Authority in
1992 by Stephen Dorrell, states "Health authorities
do, however, have-and will continue to have-a
responsibility to provide or secure long term care for
those people who need it by reason ofthe predominance
of their continuing ill health."' At the moment the
NHS is in practice abrogating that responsibility. It is
time to recognise that fact and radically rethink the
provision oflong term care.

Current means ofregulating demand
Private care is still largely confined to the elderly,

which is where the conflict between the availability of
beds and the needs of the relatives and the patient is
most apparent. When an old person becomes so
demented that she or he cannot be contained in an old
people's home the choice is between a private nursing
home costing about £400 a week or a free bed in the
NHS. Why should anyone choose to pay? Up to now
there have been four methods of regulating supply and
demand, all equally iniquitous.
The first method is for the NHS to provide such a

poor service that no one would choose it. This was the
policy of the work house, in whose original premises
most of these hospitals are sited. Such a policy runs
directly counter to the current policy of using the NHS
to train staff in giving long stay care and provide a
model for the private sector.
The second method is to use a waiting list so that

only those whose condition is mild enough to enable
care to continue at home will be admitted. Those
whose dementia progresses rapidly or who suddenly

become unmanagable because of aggression or death of
the carer have no hope of admission. In this way the
NHS can show 100% bed occupancy and lots of
cheerful staffand patients luxuriating in an unnecessary
service. This must be the worst system of rationing.
The third method is to allocate places to those who

have the muscle to demand them. In this service the
middle classes-who might be able to afford private
care-are admitted, and the burden of care falls on
those least able to cope or argue their case.
The fourth is not so much a method as a means of

disguising the reality of the other three from the
public. It involves using strict criteria for admission,
such as failure in a nursing home or extreme restlessness
and aggression. This policy might have some justifica-
tion if hospital long term care beds were separate from
the private sector, but it carries no conviction when the
NHS buys many of these patients places in the private
sector. We have shown no significant difference in
disability between people in the nursing home and
those in long stay hospitals (S Tumer, personal
communication). The hospital staff have the skills to
care for these patients such that after a month or two
their behaviour improves and they become suitable for
private care. Because it is inhumane to shuttle people
between facilities these patients usually remain within
the NHS.

Possible solutions
There are three possible solutions to this problem.

Firstly, the NHS could provide good quality care for
all who need nursing care-that is, those who are
incontinent or immobile, those who wander, and those
with additional psychotic features. Secondly, the costs
of nursing could be separated from "hotel" costs, and
the NHS would pay only for nursing. Thirdly, there
could be a charge (under clearly defined conditions) for
all long term care.
The first solution is that of Pangloss. In 1990 it was

estimated that in the United Kingdom there were

St George's Hospital
Medical School, London
SW17 ORE
John Kellett, consultant
geriatrician
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