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The nightmare prevalence literature to date has largely focused on nightmare episode 

severity (i.e. frequency), with 8%-87% of individuals reporting these events in the past week to 

year. While this has helped to determine the prevalence of these events, focus on the episode 

severity alone is problematic because it means little is known about the actual prevalence of 

nightmare disorder. Moreover, focus on episode severity likely overestimates the actual 

prevalence of clinically significant nightmares while also obscuring clinically significant 

consequences of the disorder. Understanding the prevalence of nightmare disorder can help 

guide treatment planning and interventions. The present study recruited UNT undergraduates (N 

= 372; 351 analyzed) and managed all participant data using Research Electronic Data Capture 

(REDCap). The present study aimed to determine the prevalence of nightmare disorder, as stated 

in the DSM-5, to facilitate accurate characterization of the disorder. Additionally, as part of the 

secondary aim the influence of gender on nightmare disorder status and psychological wellbeing 

as measured by psychological and sleep outcome variables was examined. Finally, comparisons 

of individuals with DSM-5-defined nightmare disorder to those without the disorder were 

conducted on previously examined correlates (e.g., trauma symptoms, depression). 
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NIGHTMARE DISORDER PREVALENCE AS DEFINED BY THE DSM-5 IN A COLLEGE 

SAMPLE 

Introduction 

The Diagnostic and Statistical Manual of Mental Disorders 5th ed. (DSM-5; American 

Psychiatric Association, 2013) defines nightmare disorder as the presence of repeated nightmare 

episodes, with intact alertness/orientation upon awakening from the episode, which cause 

clinically significant distress or impairment. Episodes must not be induced by 

substance/medication ingestion or be better explained by another coexisting 

medical/psychological condition. The disorder is further qualified in terms of severity (i.e., mild 

< 1 per week; moderate >1 per week, but < nightly; severe = nightly) and duration (i.e., acute ≤ 1 

month, sub-acute >1 month < 6 months, persistent ≥ 6 months). To date, most of the nightmare 

epidemiology literature has focused primarily on the severity (i.e., frequency) of nightmares, 

variously defined, with 8%-87% of individuals reporting at least one nightmare type event in the 

past week (8%-12%) to year (18.3%-87%). Focus on nightmare severity alone means little is 

known about the actual prevalence of this disorder. Further, comparisons between people with 

and without nightmares likely often included individuals with subclinical nightmare disorder 

(e.g., no significant distress/impairment) which may have obscured differences between those 

with nightmare disorder and those without nightmares. Understanding the prevalence of 

nightmare disorder can help guide prevention and treatment interventions.  

The present study aimed to determine the prevalence of nightmare disorder, as stated in 

the DSM-5 (APA, 2013), in a healthy college sample to facilitate accurate characterization of the 

disorder. In addition, we will compare individuals with DSM-5-defined nightmare disorder to 

those who do not report nightmares on previously examined correlates (i.e., Belicki, 1992; 
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Bernet et al., 2005; Blagrove, Farmer, & Williams, 2004; Levin & Fireman, 2001; Miro & 

Martinez, 2005; Wood & Bootzin, 1990; Zadra & Donderi, 2000; Zadra, Donderi, & Pilon, 

2006). 

 

Defining Nightmares 

Criterion A of the DSM-5 (APA, 2013) defines nightmares as “…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.” To date, nightmare definitions have not been uniform across studies, despite efforts to 

establish a specific nosology and operationalization in commonly used diagnostic manuals. As a 

result, there is significant variability in the operationalization of nightmares which creates 

confusion in the literature (Blagrove & Haywood, 2006).   

For instance, many researchers did not describe how they defined a nightmare (Cook, 

Chaplan, & Wolowitz, 1990; Haynes & Mooney, 1975; Klink & Quan, 1987; Schedl, 2003), 

while others defined nightmares as "very disturbing dreams" (e.g., Blagrove, Farmer, & 

Williams, 2004; Robert & Zadra, 2008; Zadra & Donderi, 2000), “any dream that was unpleasant 

or disturbing” (Miro & Martinez, 2005), or “vivid dreams that include any type of negative 

emotions” (Schredl et al., 1996). Ohayon, Morselli, and Guilleminault (1997) used the closest 

approximation to DSM-5 definition of nightmares with "repeated awakening from the major 

sleep period or naps with detailed recall of extended and extremely frightening dreams, usually 

involving threats to survival, security, or self-esteem." Inconsistencies in operationalization of 

nightmares likely create significant variability in prevalence rates and make it difficult to cross 

examine study findings.  
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Alertness/Orientation upon Awakening from Episode 

Criterion B requires “…upon awakening from the dysphoric dreams, the individual 

rapidly becomes oriented and alert,” and is primarily used as a differential diagnostic criterion to 

distinguish nightmares from sleep terrors (APA, 2013; Ohayon, Morselli, & Guilleminault, 

1997). Nightmares typically occur during rapid-eye-movement (REM) sleep, cause mild arousal 

and complete awakening with rapid orientation and alertness. Conversely, sleep terrors tend to 

occur during non-REM stage 3 sleep, cause high arousal and partial awakenings that leave the 

individual confused, disoriented, and unresponsive to the environment (APA, 2013). Failure to 

include this criterion perhaps inflates the prevalence rate of estimates and nightmare disorder due 

to inclusion of participants with sleep terrors rather than nightmares.  

Many prevalence studies did not use the alertness/orientation criterion (Cook, Caplan, & 

Wolowitz, 1990; Haynes & Mooney, 1975; Klink & Quan, 1987; Miro & Martinez, 2005; 

Schredl, 2003; Schredl et al., 1996). Other researchers explained to participants the difference 

between a sleep terror and a nightmare prior to inquiring if they suffered from nightmare 

episodes (Blagrove, Farmer, & Williams, 2004; Ohayon, Morselli, & Guilleminault, 1997; 

Robert & Zadra, 2008; Wood & Bootzin, 1990; Zadra & Donderi, 2000). When researchers 

clearly differentiate between sleep terrors and nightmare episodes, the prevalence estimates 

significantly decrease likely yielding more accurate rates.  

 

Clinically Significant Distress/Impairment 

Criterion C requires “…clinically significant distress or impairment in social, 

occupational, or other important areas of functioning.” This is the primary criterion used across 

all disorders in the DSM-5 to determine if an individual actually has a “disorder.” Belicki’s 
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(1992) Nightmare Distress Questionnaire is a commonly used measure for nightmare distress 

(e.g., Blagrove, Farmer, & Williams, 2004; Miro & Martinez, 2005; Wood & Bootzin, 1990). In 

the nightmare prevalence literature, limited attention has been given to this criterion as most 

studies appear to assume nightmare severity (i.e. frequency) is reflective of nightmare distress.  

However, nightmare distress and nightmare severity are weakly related (r = .26), with 

nightmare distress being more strongly correlated with motivation for treatment, r = .64 (Belicki, 

1992). In addition, evidence indicates that nightmare distress, not nightmare severity, is 

significantly correlated with psychological symptoms such as anxiety and depression (Belicki, 

1992; Miro & Martinez, 2005; Nielsen & Zadra, 2011). Nightmare distress alone may be a better 

indicator of well-being than episode severity, which is ultimately more relevant for diagnosis and 

conceptualization. Furthermore, with the inclusion of distress in the assessment of nightmare 

prevalence, rates become smaller—again likely yielding more accurate estimates. 

 

Nightmares due to Medications and Substances 

Criterion D requires that “Nightmare episodes are not attributable to physiological effects 

of a substance (e.g., drug or medication).” Disturbed dreaming and nightmares are common 

complaints of medications and substances that influence the following neurotransmitters: 

acetylcholine, serotonin, and dopamine (Coupland et al., 1996; Dimsdale & Newton, 1991; 

Gursky & Krahn, 2000; Hobson & Steriade, 1986; Mallick et al., 2001; Pace-Schott, 2000).  

Cholinergic drugs increase the duration and occurrence of REM sleep, whereas anticholinergic 

drugs suppress REM sleep (Hobson & Steriade, 1986), and increase nightmare severity 

(Dimsdale & Newton, 1991).  Increase in episode severity is common in many drugs that 

suppress REM sleep, including antidepressants (Gursky & Krahn, 2000).  Conversely, 
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discontinuation from REM sleep suppressing drugs such as ethanol, barbiturates, 

benzodiazepines, and Monoamine Oxidase Inhibitors, also increases episode severity (Coupland 

et al., 1996; Mallick et al., 2001; Pace-Schott, 2000). If nightmares induced by 

medications/substances are sufficiently severe and need independent clinical attention, a 

diagnosis of substance/medication-induced sleep disorder should be considered, instead of 

nightmare disorder (APA, 2013).  

Prevalence studies that did not assess for episodes induced by medications/substances 

observed a significantly broad range of episode estimates: 20.3%-87% (e.g., Cook, Caplan, & 

Wolowitz, 1990; Miro & Martinez, 2005, Schredl, 2003; Wood & Bootzin, 1990; Zadra & 

Donderi, 2000).  Ohayon, Morselli, and Guilleminault (1997), the only study that excluded 

individuals whose episodes were induced by medications/substances, observed a smaller 

estimate, 18.1%. When this criterion is included it is likely we obtain more accurate prevalence 

rate estimates. 

 

Co-existing Mental or Medical Disorders 

Criterion E requires that “Nightmare episodes are not explained by another coexisting 

mental or medical disorder.” Nightmare episodes are common symptoms of various medical 

conditions, including coronary heart disease, cancer, Parkinsonism, and pain (e.g., APA, 2013; 

Nielsen & Zadra, 2011). Similarly, nightmare episodes are common symptoms of various 

psychological conditions, including post-traumatic stress disorder (PTSD), insomnia disorder 

(Ohayon, Morselli & Guilleminault,1997), depression, anxiety (Dunn & Barrett, 1998; Levin & 

Fireman, 2002; Najam & Malik, 2003; Stepansky et al., 1998), severe suicidal ideation (Bernert 

et al., 2005; Tanskanen et al., 2001), and personality disorders (Hartmann, 1989; Schredl, 1993; 
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Zadra & Donderi, 2000). Per the DSM-5, nightmare disorder is designated when episodes cannot 

be better explained by another medical or mental health disorder, but diagnosis of nightmare 

disorder can be given in addition to another mental health diagnosis (APA, 2013).  

Many prevalence studies did not attempt to rule out underlying medical/psychological 

conditions, and observed a significantly wide range of estimates (e.g., Cook, Caplan, Wolowitz, 

1990; Miro & Martinez, 2005; Schredl, 2003; Zadra & Donderi, 2000). Conversely, studies that 

included this criterion observed smaller and less variable estimates (Klink & Quan, 1987; 

Ohayon, Morselli, & Guilleminault, 1997), perhaps yielding more accurate rates.  

 

Nightmare Disorder Specifiers 

The DSM-5 (APA, 2013) provides specifiers to help clarify the timeline and development 

of nightmare disorder. Severity specifiers include the following: a) mild < 1 per week, b) 

moderate >1 per week, but < nightly, and c) severe = nightly. Duration specifiers include the 

following: a) acute ≤ 1 month, b) sub-acute >1 month < 6 months, c) persistent ≥ 6 months.   

 

Severity 

As mentioned previously, nightmare severity has been the most consistently assessed 

nightmare characteristic. Although sufficient focus has been given to episode severity, studies 

generally did not qualify severity uniformly or in alignment with the DSM-5, obscuring the 

characterization of the disorder. For instance, some studies did not report episode severity when 

providing nightmare prevalence rates (e.g., Cook, Caplan, & Wolowitz, 1990; Klink & Quan, 

1987; Miro & Martinez, 2005; Schredl et al.,1996), and other studies reported vague severity, “at 

least one,”  or  “one or more” across various duration timelines (Haynes & Mooney, 1975; 
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Schredl, 2003; Schredl et al., 1996; Wood & Bootzin, 1990; Zadra & Donderi, 2000).  Studies 

that did not report episode severity have shown a wide range of estimates, 8.1%-87% in the past 

year (e.g., Cook, Caplan, & Wolowitz, 1990; Klink & Quan, 1987; Miro & Martinez, 2005; 

Schredl et al., 1996). Studies that quantified severity as “at least one” or “one or more” have 

shown 25%-55.2% of individuals report nightmare episodes in the past month, with 11%-12% in 

the past week (Haynes & Mooney, 1975; Schredl, 2003; Schredl et al., 1996; Wood & Bootzin, 

1990; Zadra & Donderi, 2000). Lack of severity differentiation, especially one in alignment with 

the DSM-5, obscures the conceptual difference between mild, moderate and severe episode 

severity. An individual with less than one episode per week likely has a significantly different 

clinical presentation than an individual with nightly episodes. Further, quantifying severity as “at 

least one” perhaps inflates prevalence rates by including individuals with mild severity that 

might not have a nightmare disorder. In sum, omission of quantifiable severity data and limited 

severity differentiation is problematic when attempting to compare findings across studies and 

attempting to obtain accurate prevalence estimates.   

 

Duration 

In general, prevalence studies did not report duration and in some cases duration was not 

reported in alignment with established diagnostic manuals, e.g. “three month duration” (Klink & 

Quan, 1987; Ohayon, Morselli, & Guilleminault, 1997; Miro & Martinez, 2005; Schredl et al., 

1996).  Studies who commonly reported duration did it on an annual and monthly basis 

consistent with the acute and persistent specifiers on the DSM-5 (Blagrove, Farmer, Williams, 

2004; Cook, Caplan, & Wolowtiz, 1990; Haynes & Mooney, 1975; Robert & Zadra, 2008; 

Schredl, 2003; Wood & Bootzin, 1990; Zadra & Donderi, 2000). Using uniform duration 
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specifiers when assessing for nightmare prevalence aids cross examination of findings among 

studies. 

 

Summary 

In sum, the nightmare prevalence field is in need of uniform operationalization of 

episodes and consistent consideration of all of the criteria that indicates a nightmare disorder per 

the DSM-5. In addition, the field would benefit from consistent report of severity qualifiers as 

stated in the DSM-5. The only prevalence study that operationalized and characterized nightmare 

disorder as stated in an established diagnostic manual, DSM-IV, were Ohayon, Morselli, and 

Guilleminault (1997). In particular, Ohayon et al. (1997) examined the presence of episodes and 

nightmare disorder in a sample with insomnia (N = 1,049). Overall, 18.3% of the participants 

reported nightmare episodes. Among those who reported nightmare episodes, 25.9% met 

criterion A (i.e., definition) of nightmare disorder per the Diagnostic and statistical manual of 

mental disorders-4th ed. (DSM–IV; APA, 1994). Among those with nightmares, 16% met criteria 

A and B (i.e., Alertness/Orientation). Further, 15.2% among those who reported nightmare 

episodes met criteria A, B and C (i.e., Distress). Finally, 10.4% of the participants met all criteria 

for nightmare disorder, including D (i.e., episodes not attributed to another 

medical/psychological condition or a substance/drug). Comorbidity of sleep disorders are 

common, thus the prevalence rate of individuals who meet criteria for nightmare disorder in a 

healthy sample is likely smaller than the rate observed by Ohayon et al. (1997).  
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Current Study 

In light of the limitations mentioned above, the primary aim of the current study was to 

assess the prevalence rate of nightmare disorder in a healthy college sample, with a standardized 

definition and characterization of the disorder as stated in the DSM-5 (APA, 2013). G*Power 

3.1.2 (Faul, Erdfelder, Lang, & Buchner, 2007) was used to calculate the necessary sample size 

for the secondary aim, with four groups (females with nightmare disorder, females without 

nightmare disorder, males with nightmare disorder, and males without nightmare disorder), and 

six measurements (depression, anxiety, trauma, nightmare distress, personality traits, and sleep 

disturbance). Using a Multivariate Analysis of Variance (MANOVA) repeated measures, within-

between interaction as the statistical test, a Pillai (V) medium effect size of f (.25), and acceptable 

power of .80 (Tabachnick & Fidell, 1996) the recommended sample size was 105. However, 

given that the present study is an observational study, likely with unequal sample sizes (e.g., 

10% people with nightmare disorder) rather than an experimental study, we aimed to recruit 

almost three times as many participants (N = 300) to both estimate the approximate prevalence of 

nightmare disorder among college students and determine if there are significant differences 

between males and females with nightmare disorder and males and females without nightmare 

disorder on previously examined psychological variables (i.e., state/trait anxiety, depression, 

trauma symptoms, neuroticism, nightmare distress, and sleep quality). 

 

Aims and Hypotheses 

• Aim 1. Establish nightmare disorder prevalence in a healthy college sample, as 

previous studies have primarily focused on prevalence rate of episode severity rather 

than the prevalence of the disorder itself.  
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o Hypothesis 1. The prevalence of nightmare disorder will be less than or equal to 

10.4% based on Ohayon, Morselli, & Guilleminault (1997), which was the only 

study to closely examine the prevalence of the disorder and use a standardized 

definition and characterization of nightmare disorder as stated in the Diagnostic 

and Statistical Manual of Mental Disorders, fourth edition (DSM–IV; APA, 

1994).  

• Aim 2. Examine the difference between those individuals with and without nightmare 

disorder on gender and previously examined continuous (e.g., depression, anxiety) 

variables.  

o Hypothesis 2a.  Females will report higher frequency of nightmares than males as 

previously documented in the literature e.g., Blagrove, Farmer, & Williams, 2004; 

Wood & Bootzin, 1990; Zadra & Donderi, 2000. 

o Hypothesis 2b. Individuals with nightmare disorder will have higher rates of sleep 

disturbances, traumatic symptoms, anxiety, depression, and neuroticism than 

individuals without nightmare disorder.  

o Exploratory Question. Which psychological outcome variables best predict 

nightmare severity (i.e., frequency)?  

 

Methods 

Participants 

Originally 372 college aged participants from the University of North Texas (UNT) 

during the 2015-2016 academic year signed up for the present study. Participants were recruited 

via UNT’s Sona System, where they voluntarily signed up for the study and in return were 
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offered a maximum of 4 points of extra credit in psychology courses. Nightmares were defined 

as 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. Inclusion criteria included 18 years and older and enrolled as an 

undergraduate at UNT. No exclusion criteria was used as we wanted to observed relationship of 

nightmare with other psychological symptoms.  

 

Procedure 

Participant data was collected and managed using Research Electronic Data Capture 

(REDCap) tools hosted at UNT (Harris et al., 2009). REDCap is a secure, web-based application 

created to support data capture for research studies.  Participants were asked to complete 

approximately 2 hours of self-report measures on the REDCap system. The survey included 

assessments of demographics (e.g., age, race/ethnicity, and marital status), substance use, and 

measures on nightmares, trauma symptoms, anxiety, depression, neuroticism, and general sleep 

disturbance (described below). Branching logic was used on REDCap, meaning depending on 

the participants’ answer to specific questions they took different routes throughout the 

questionnaire, to reduce examinee fatigue as they were asked to complete multiple measures in 

one sitting. Application for approval of this study was submitted to the UNT Human Subjects 

Research Institutional Review Board. Students were able to access the informed consent form 

and questionnaires online, through the Department of Psychology’s undergraduate research 

participant pool website (SONA system).  
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Measures 

The following measures were used to examine aims and hypotheses: health-related 

measures, sleep measures, and psychopathology measures.  

 

Demographic and Health Measure:  

The Health Questionnaire (HQ).  was developed by the UNT Insomnia Research 

Laboratory (please refer to Appendix A). It was designed to assess variables of interest that did 

not have a validated scale, such as demographics, socio-economic status, health problems, 

medication use, and illicit drug use. Sample items include: (ETOH; “In the past 7 days, how 

many alcoholic drinks did you have,” Illicit drugs; “In the past 7 days how often have you used 

the following illicit drugs?” followed by a checklist of cocaine, marijuana, steroids, ecstasy, 

etc.). Information from the HQ was used to assess for effects of age, gender, ethnicity, and to 

provide information on substance use that may exclude the participant from participating in the 

study. 

 

Sleep/Nightmare Measures 

• Pittsburgh Sleep Quality Index (PSQI) is a 19-item self-rated retrospective 

questionnaire covering seven domains: subjective sleep quality, sleep latency, sleep disturbances, 

use of sleep medications, and daytime dysfunction (Buysse, Reynolds, Monk, Berman, & 

Kupfer, 1989). The 15 multiple-choice items and 4 write-in items yield scores from 0 (no 

difficulty) to 3 (severe difficulty) on these seven domains. These domains produce a global score, 

ranging from 0 to 21, where scores greater than 5 suggest significant sleep disturbance (Buysse, 

et al., 1989). There are two version of the PSQI, the first assesses for symptoms in the past 
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month, and the second assesses for symptoms in the past 7 days. The present study used the one 

month version. Good psychometric properties have been documented with the PSQI, Cronbach’s 

α = .83 and test-retest reliability r = .85 (e.g., Germain, Hall, Krakow, Shear, Buysse, 2005). The 

PSQI was observed to have a good Cronbach’s alpha α = .80 in the current study. 

• Nightmare Distress Questionnaire (NDQ) is a self-rated retrospective questionnaire 

developed to assess nightmare-induced distress (Belicki, 1992b). This measure is comprised of 

13 items on a 5-point Likert scale from 1 (not at all) to 5 (often). Higher values reflect greater 

emotional perturbation due to nightmares (Bockermann, Gieselmann, & Pietrowsky, 2014).  

Sample items are (1) “When you awaken from a nightmare, do you find you keep thinking about 

it and have difficulty putting it out of your mind?” (2) “Do you ever find yourself avoiding, or 

disliking, or fearing someone because they were in your nightmare?” (8) “Do nightmares affect 

your well-being?” Good internal consistency has been documented with this measure, 

Cronbach’s α ranging from .83 to .88 (Belicki, 1992b; Bockermann, Gieselmann, & Pietrowsky, 

2014; Krakow et al., 2002; Miro & Martinez, 2005). The NDQ was observed to have an 

excellent Cronbach’s alpha (13 items; α = .92) in the current study. 

• Disturbing Dreams and Nightmare Severity Index (DDNSI) DDNSI is a self-rated 

scale developed to assess disturbing dreams and nightmares (Krakow, Schrader, et al., 2002). 

This scale is an extended version of the Nightmare Frequency Questionnaire (NFQ; Krakow et 

al., 2002). This measure is comprised of 4 items all variously scaled, and it yields an index of 

global nightmare severity by measuring the number of nights with nightmares per week (0-7), 

the number of nightmares experienced per week (0-14), the frequency of awakenings due to 

nightmares 0 (never) to 4 (always), the severity of the nightmare problem 0 (no problem) to 6 

(very severe), and the intensity of nightmares 0 (not intense) to 6 (extremely severe intensity). 
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Total scores range from 0 to 37, with scores above 10 considered clinically relevant nightmares, 

whereas scores of 20 or higher are consistent with more severe nightmare disorder. Good internal 

consistency has been documented for this measure, Cronbach’s α ranging from .84 to .91 

(Bernert et al., 2005; Krakow et al., 2002; Miro & Martinez, 2005). The DDNSI was observed to 

have a good Cronbach’s alpha, α = .80 in the current study. 

• Nightmare Disorder Checklist (NDCL) is a self-rated single-time measure developed 

for this study by the UNT Insomnia Research Laboratory (please refer to Appendix B). The 

questions were developed to directly map onto the DSM-5 (APA, 2013) diagnostic criteria for 

nightmare disorder. The measure is comprised of 8 items variously scaled, and it yields a total 

score ranging from 0 to 30. Higher scores reflect higher severity of nightmare disorder. The 

questions are as follows: (1) “How frequently do you have nightmares?” (2) “How often do you 

wake up from your nightmares AND quickly become alert?” (3) “To what extent do you 

consider your nightmares interfere with your life?” (4) “How worried/distressed are you about 

your nightmares?” (5) “Are your nightmares due to effects of a substance?” (6a) “Did these 

nightmares begin soon after the onset of another mental health problem?” (6b) “Did these 

nightmares begin soon after the onset of another medical problem?” (7) “Do your nightmares 

usually occur as you are falling asleep?” (8) “How long have you been having nightmares?” 

Psychometric properties of this newly developed measure will be evaluated. The NDCL was 

observed to have an unacceptable Cronbach’s alpha (α = .35) in the current study, however, note 

that this measure was primarily used for diagnostic purposes. 

 

Psychological Measures  

• State-Trait Anxiety Inventory, Form-Y (STAI-Y) is a 40-item self-rated scale 
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developed to assess two dimensions of anxiety: state anxiety and trait anxiety (Spielberger, 

Gorsuch, Lushene, Vagg, & Jacobs, 1983). The state anxiety subscale is comprised of 20 items 

rated on a 4-point Likert scale from 1 (not at all) to 4 (very much so). Score reversal of 10 of the 

state items is necessary, as they are negatively skewed to the scale total score (Items 1, 2, 5, 8, 

10, 11, 15, 16, 19, and 20). The trait anxiety subscale is comprised of 20 items rated on a 4-point 

Likert scale, from 1 (almost never) to 4 (almost always). Score reversal of 9 of the trait items is 

necessary, as they are negatively skewed to the scale total score (Items 21, 23, 26, 27, 30, 33, 34, 

36, and 39). Range of scores for each subtest is 20-80, higher score indicating greater anxiety. 

Scores greater than 39 suggest clinically relevant anxiety symptoms (Knight, Waal‐Manning, 

Spears, 1983). The state anxiety subscale has produced test-retest reliability values from r = .40 

to r = .54. The trait anxiety subscale has yielded more sound test-retest reliability values, r =.86 

(Hill et al., 2013). Good internal consistency has been documented for both subscales, 

Cronbach’s α ranging from .83 to .92 (Bergua, Meillon, Potvin, & et al., 2012). The State version 

and Trait version of the STAI-Y were observed to have excellent Cronbach’s alpha in the current 

study, α= .94 and α = .93, respectively. 

• Beck Depression Inventory-II (BDI-II) is a self-rated measure developed to measure 

cognitive, affective, and somatic symptoms associated with depression (Beck, Steer, & Brown, 

1996). This measure was created to map onto the Diagnostic and Statistical Manual of Mental 

Disorders (4th ed., text revision; American Psychiatric Association, 2000) symptom criteria for 

major depressive disorder. The measure consists of 21 items on 4-point Likert scale, from 0 (not 

present) to 3 (severe). Total scores range from 0 to 63, with higher values reflecting greater 

depressive symptomatology. This measure has yielded a diagnostic sensitivity of 81% and 

specificity of 92% (Hill, Musso, Jones, Pella, & Gouvier, 2013). Good psychometric properties 
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have been documented, Cronbach’s α = .92 and test-retest reliability r =.93 (Hill, et al., 2013). 

The BDI-II was observed to have an excellent Cronbach’s alpha α = .94 in the current study.  

• PTSD Checklist- 5 (PCL-5) is a 1-month retrospective self-rated instrument that 

directly maps onto the DSM-5 symptom criteria for PTSD (Weathers, Litz, Keane, Palmieri, 

Marx, & Schnurr, 2013). The PCL-5 is most similar to the PCL-specific stressor version for the 

DSM-IV (APA, 1994), where participants were asked to anchor their ratings to their most 

distressing traumatic event. This measure is comprised of 20 items on a 5-point Likert scale 

ranging from 0 (not at all) to 4 (extremely), and yielding a total severity score from 0 to 80. A 

cut-off point of 38 has been proposed to designate provisional PTSD diagnosis (Weathers et al., 

2013). Good psychometrics properties have been documented with original versions of the PCL, 

Cronbach’s α values ranging .75 to .90 and test-retest reliability r = .88 (Biehn, Elhai, Seligman, 

Tamburrino, Armour & Forbes, 2013; Wilkins, Lang, & Norman, 2011). The PCL-5 was 

observed to have an excellent Cronbach’s alpha α = .96 in the current study.  

• Big Five Instrument (BFI-44) is a self-rated instrument developed to represent the 

core traits that define each Big Five personality domain: extraversion, agreeableness, 

conscientiousness, neuroticism, and openness (John et al., 1991). The standard measure of the 

BFI is comprised of 44-items on a 5-point Likert scale from 1 (disagree strongly) to 5 (agree 

strongly). Scale scores are computed as the participant’s mean item response, thus by adding all 

items scored on a scale and dividing by the number of items on the scale. Good internal 

consistency has been documented with Cronbach’s α ranging from .75 to .90, and test-retest 

reliability ranging from of .80 to .90. Inter-correlations among the five scales tend to be low, 

with most below .20 (Benet-Martinez & John, 1998; Rammstedt & John, 2007). The BFI-44 was 

observed to have good Cronbach’s alpha, α = .81 in the current study. 
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Proposed Data Analyses 

All statistical analyses were performed using the Statistical Package for Social Sciences 

(SPSS 21.0).  Prior to analyses, data were screened for normality, missing data, outliers, and 

cleaned according to recommendations by Tabacnick and Fidell (2007). The participant sample 

was characterized and descriptive statistics of all measures was reported, including prevalence 

rate of those who met criteria for nightmare disorder. Further, the prevalence rate of participants 

who met each diagnostic criterion of nightmare disorder as defined by the DSM-5 was reported 

(e.g., % of those who reported yes for Criterion C [i.e., distress/impairment]). Categorical 

variable frequencies and group differences (i.e., Nightmare Disorder vs. No Nightmare Disorder) 

significance were reported for relevant demographic variables (e.g., gender, age, and 

race/ethnicity). To address the secondary aim of this study, Multivariate Analysis of Variances 

(MANOVA) were used to compare participants with nightmare disorder and participants without 

nightmare disorder on multiple outcome variables (e.g., anxiety, trauma symptoms, depression), 

in an effort to control experiment-wise Type I error that could occur if pairwise comparisons for 

each variable are conducted.  To address the exploratory question, a standard multiple regression 

analysis was conducted to examine the predictive value of independent continuous variables (i.e.,  

depression, anxiety, neuroticism, trauma symptoms) on nightmare severity (i.e., frequency) as 

the outcome variable among all participants in this sample. To examine multi-item continuous 

scales internal consistencies, Cronbach’s alpha reliability coefficients were calculated for the 

sleep/nightmare and psychological measures.  
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Results 

Missing Data and Outliers 

Data were collected from September 2015 until December 2015. Prior to running 

statistical analyses, data were examined for missing data, and outliers. From the 372 participants 

who originally signed up for the study, six cases were excluded as they were duplicates (i.e., 

participant signed up twice). Then, 15 cases were excluded for only proving demographic data 

but failing to complete any of the required psychological and sleep measures. The sample 

analyzed was N = 351.  

 

Participants 

The sample examined comprised of 351 UNT undergraduate females (63.5%), males 

(35.3%) and transgender (1.1%), with an average age of 20.19 (SD = 2.79). Race/Ethnicity 

characteristics included 45.2% White, 28.5% Hispanic/Latino, 17.9% Black, 7.4% Asian, and 

1.4% Other (i.e., Native American, Pacific Islander).  

 

Hypothesis Testing 

Hypothesis 1 

The prevalence of nightmare disorder will be less than or equal to 10.4% based on 

Ohayon, Morselli, & Guilleminault (1997), which was the only study to closely examine the 

prevalence of the disorder and use a standardized definition and characterization of nightmare 

disorder as stated in the DSM-IV-TR.  

Primary analyses indicated 4.9% of the sample (N = 351) met criteria for Nightmare 

Disorder as stated on the DSM-5. A total of 30.9% (N = 351 whole sample) met DSM-5 Criterion 
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A: “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.” Additional additive criteria percentages were as follows 

among the whole sample (N = 351): Criteria A+B (25.6%, n = 91), Criteria A+B+C (5.1%, n = 

18), Criteria A+B+C+D (4.9%, n =17), and Criteria A+B+C+D +E (4.9%, n =17). Please refer to 

Figure 1 for a graphical breakdown.   

 

Hypothesis 2a  

A gender difference is expected on nightmare episode severity, with a higher percentage 

of females reporting more clinically significant episodes. 

Results indicated females reported higher episode frequency (mild, moderate, and severe) 

than males, x2 =14.56, p = .006. To further support this hypothesis, as seen in Table 1, a 

significantly greater proportion of females (7.3%) met nightmare disorder criteria than males 

(0%), x2 =9.96, p = .002. 

 

Hypothesis 2b 

Individuals with nightmare disorder will have higher rates of sleep disturbances, 

traumatic symptoms, anxiety, depression, and neuroticism than individuals without nightmare 

disorder. 

As no males were in the NDG, and gender has been shown to be related to the dependent 

variables above (i.e., sleep disturbances, traumatic symptoms, anxiety, depression, and 

neuroticism), this hypothesis was revised to examine NNDG vs NDG in females only. A 

Multivariate Analysis of Variance (MANOVA) was conducted to determine the relationship 
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between nightmare disorder status and psychological wellbeing among females as measured by 

the following outcome variables PSQI, STAI-Trait, STAI-State, BDI-II, and BFI-Neuroticism. 

Note, PCL-5 scores were excluded from the model as the homogeneity of covariance assumption 

was violated with its inclusion (i.e., Box’s Test of Equality of Covariance Matrices, p < .001 & 

Levene’s Test of Equality of Error Variances PCL-5, p < .001). MANOVA results indicated 

statistically significant differences in the outcome measures, [Pillai’s Trace = .090, F(5, 222) = 

4.33, p = .001, multivariate η2 = .090]. Follow up univariate analyses revealed significant 

nightmare disorder diagnosis status differences on all of the dependent variables with those 

meeting criteria for nightmare disorder having higher mean scores than those not meeting criteria 

for the disorder.  

Please refer to Table 2 for univariate statistics results. As observed on Table 2, the largest 

mean differences by nightmare disorder status were observed on anxiety (state and trait) and 

depression. In particular, those with nightmare disorder had higher STAI-Trait and STAI-State 

mean scores from those without the disorder, 11.02 and 10.4 difference respectively. Further, 

those with Nightmare Disorder had higher BDI-II mean scores than those without the disorder, 

13.33 difference.  

 

Exploratory Analysis 

A multiple linear regression was proposed to determine which psychological variables 

are most influential in predicting nightmare episode severity among the whole group.  

A multiple regression was conducted with PSQI, PCL-5, STAI-Trait, STAI-State, BDI-II 

and BFI-Neuroticism as predictor variables and nightmare episode severity (per Q. #1 on the 

NDCL) as the dependent variable. Evaluation of linearity led to the natural log transformation of 
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all predictors. Regression results indicated the overall model significantly predicted nightmare 

severity [R2 = .125, R2 adj = .103, F(6, 243) =  5.67, p < .001]. This model accounted for 

approximately 13% of the variance in nightmare episode severity scores. Coefficient analyses 

indicated PSQI (β = .15, p = .049), BDI-II (β = .21, p = .010), and BFI-Neuroticism (β = .21, p = 

.017) were significant coefficients in the model and accounted for the most variability. Please 

refer to Table 3 for coefficient results on all predictors.  

 

Discussion 

The nightmare prevalence literature has primarily focused on nightmare episode severity 

(i.e., frequency) with limited attention given to the actual prevalence of nightmare disorder. The 

current study examined the prevalence of nightmare disorder following the diagnostic criteria 

outlined on the DSM-5. Previously, only one study—Ohayon et al. (1997)—examined nightmare 

disorder prevalence following a standardized characterization of the disorder (i.e., DSM-IV). 

Ohayon et al. (1997) assessed for nightmares in a clinical sample with comorbid insomnia 

disorder and observed a prevalence rate of 10.4%. Given the present sample comprised of 

healthy college students, and the DSM-5 criteria are more restrictive (e.g., Alertness/Orientation), 

the prevalence of nightmare disorder was hypothesized to be lower than 10%.  

 

Discussion of Hypotheses Testing 

As expected, the nightmare disorder prevalence observed among this sample was 4.9%, 

lower than the prevalence rate observed by Ohayon et al. (1997).  What follows is a comparison 

of the additive criterion rates observed in this study versus those observed in Ohayon et al. 

(1997)’s study. The prevalence of Criterion A (nightmare definition) was 30.9% in contrast to 
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25.9% per Ohayon et al. (1997). The prevalence of criteria A+ B (i.e., Alertness/Orientation) was 

25.9% in contrast to 16% per Ohayon et al. (1997). Further, the prevalence of criteria A + B + C 

(distress/impairment) was 5.1% in contrast to a higher rate observed by Ohayon et al. (1997) of 

15.2%. Finally, Ohayon et al. (1997) observed that 10.4% of their sample met diagnostic criteria 

for Nightmare Disorder, which greatly differs from the smaller rate observed in this study, 4.9%. 

This finding is unsurprising given that the present study’s sample comprised of highly functional 

young healthy adults in contrast to Ohayon’s study (1997) which assessed a clinical outpatient 

sample with comorbid sleep disorders. Further, the low prevalence rate, 4.9%, also supports the 

idea that nightmare disorder has a relatively low prevalence rate in comparison to other 

psychological disorder (APA, 2013).  

Due to the low prevalence rate of nightmare disorder found in this sample, it would be 

important to examine compensatory behaviors and participants’ insight on how nightmares 

directly and indirectly impact their functioning. For instance, if participants experience daytime 

impairments, do they identify it as a consequence of having nightmares or a consequence of 

transient insomnia? Further, it has been hypothesized that participants are motivated to forget 

extremely unpleasant dreams (Zadra & Donderi, 2000), which makes it difficult to 

retrospectively assess nightmare distress.  These factors might potentially affect how participants 

respond to a question on functional impairment and emotional distress due to nightmares. This is 

relevant since in this study very few participants with nightmare episodes endorsed having 

nightmare distress. Furthermore, exploratory analyses showed that 13.7% of those who reported 

mild (i.e., less than once per week) nightmares were “slightly to often” motivated to seek 

nightmare treatment. This finding suggests there are other consequences of having clinically 
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significant nightmares that drive individuals to seek nightmare treatment even when impairment 

and distress symptoms are not readily apparent.  

Approximately 60% of participants in this study were females, which reflects the typical 

demographic makeup of introductory psychology classes in universities. Furthermore, all of the 

participants who met full criteria for nightmare disorder were females.  These findings support 

previous research indicating that females (8.3%, M = .93 in the past month) report higher rates 

(4.5%, M = .74 in the past month) of nightmares than do males (Abdel-Khalek, 2010; Blagrove, 

Farmer, & Williams, 2004; Janson et al., 1995; Levin, 1994; Wood & Bootzin, 1990; Zadra & 

Donderi, 2000). 

Multiple MANOVAs were conducted to address the study’s secondary aim, in particular, 

mean score group differences across sleep and psychological variables. Results indicated females 

with nightmare disorder have higher mean scores on anxiety, depression, trauma, and 

neuroticism measures than females without the disorder. When comparing females to males (i.e., 

gender main effect), regardless of nightmare disorder status, results indicated that females have 

higher mean scores on sleep disturbances (e.g., PSQI), state anxiety, depression, and 

neuroticism. Overall, these findings are consistent with results documented in the literature (Miro 

& Martinez, 2005; Wood & Bootzin, 1990; Zadra, Pilon & Donderi, 2006; Zadra & Donderi, 

2000) that generally suggest individuals with clinically significant nightmares have higher scores 

on various psychological measures.  

The exploratory analysis was conducted to determine which psychological variables were 

the most influential in predicting nightmare severity (i.e., frequency) in the sample. The multiple 

regression conducted indicated that the model entered was significant and accounted for 13% of 

the variability found in nightmare episode frequency—the PSQI, PCL-5, STAI-T, STAI-S, BDI-
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II, and BFI-Neuroticism were entered as predictor variables. Depression and neuroticism 

accounted for the most variability. Neuroticism as a strong predictor for nightmare frequency 

was expected given the literature; however, it was surprising to see that depression had such a 

strong predictive value.  

 

Clinical Implication and Future Research 

To the author’s knowledge this is the only study to assess the prevalence of nightmare 

disorder using a standardized definition and DSM-5 diagnostic criteria. The nightmare 

prevalence field tends to not use a uniformed definition or characterization of nightmares even in 

the presence of an established nosology provided by multiple versions of the Diagnostic and 

Statistical Manual of Mental Disorders. Moreover, most studies have primarily focused on 

assessing episode severity (i.e., frequency) rather than taking into consideration all the criteria 

that characterizes the disorder and likely overestimating nightmare disorder prevalence. Beyond 

that, the episode severity rates documented in the literature vary significantly (e.g., 8%-87%) 

likely attributated to individuals with and without clinically significant nightmares being grouped 

together. The present study found the prevalence of nightmare disorder to be small, 4.9%, after 

using all of the diagnostic criteria on the DSM-5. Findings suggests the occurrence of nightmare 

disorder is relatively less common than other psychological disorders such as depression 6.7% or 

anxiety 18.1% (APA, 2013). Most importantly, findings suggests the prevalence of nightmare 

disorder is less common than the episode severity rates documented in the literature. Another 

major finding of the present study is the role gender plays in nightmare prevalence. Only females 

met criteria for the disorder in this study, highlighting the tendency for females to report higher 

rates of nightmares (Miro & Martinez, 2005; Ohayon et al., 1997) and providing support for the 
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proposed gender main effect on nightmare disorder status. Overall, females are not only likely to 

report higher rates of episodes but are also more likely to be diagnosed with nightmare disorder 

than are males.  

 

Limitations 

There were several limitations in this study. One major limitation was the use of online 

surveys to assess for nightmare disorder as opposed to using semi-structured clinical interviews 

to aid diagnosis. This study was exploratory in nature, thus using clinical interviews was not 

immediately warranted as the prevalence of the disorder was unclear. In addition, the present 

study did not have enough power to find statistical difference between the multiple groups of 

interests, i.e., females with ND, females without ND, males with ND, males without ND.  The 

use of convenience sampling was also a limitation in this study. As participants were recruited 

from psychology courses from only one university, University of North Texas, it is possible that 

the results do not generalize to other young adults or the general population.  Another limitation 

of the current study included a significantly disproportioned ratio between females and males in 

the final sample which influenced limited examination of secondary hypotheses. The present 

study would have benefited from examining a larger sample in hopes of reaching for a balanced 

gender ratio. The study’s limitations did not make the current study futile, but rather allow for 

future research growth. 

Future studies should consider using semi-structured clinical interviews to facilitate 

diagnoses as the consequences of clinically relevant nightmares might be too complex to be 

captured with online surveys through close-ended questions and not follow ups.  Similarly, a 

checklist guided by the diagnostic characterization and criteria of Nightmare Disorder per the 
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DSM-5 should be included to increase the validity of the results. Although, the racial/ethnic 

breakdown of the present study was a close representation of the general population, future 

studies can strengthen their external validity by recruiting diverse individuals from various 

regions of the United States. In addition, future studies should focus on obtaining a large sample 

size to help improve statistical power and better examine nightmare disorder correlates (e.g., 

trauma, anxiety, neuroticism, depression).   

Table 1 
 
Sample Characteristics for No-Nightmare Disorder Group (NNDG) and Nightmare Disorder 
(NDG) Group 

 
 NNDG NDG t x2 p 

Age, M (SD) 20.15 
(2.79) 

20.94 
(2.54) 1.14  p = .254 

Gender, %    9.96 p = .002 
Female, n = 223 92.3% 7.6%    
Male, n =124 100% 0%    
Transgender, n = 4      
Race/Ethnicity, %    3.86 p = .425 
White, n = 155 92.9% 7.1%    
Black, n = 63 96.8% 3.2%    
Hispanic/Latino(a), n = 
100 98% 2%    

Asian, n =26 92.3% 7.7%    
Other, n =5 100% 0%    
Marital Status, %    3.38 p = .496 
Married, n = 5 100% 0%    
Living with partner 
(unmarried), n =26 88.5% 11.5%    

In a relationship 
(unmarried), n = 89 94.4% 5.6%    

Single, n = 230 96.1% 3.9%    
Divorced, n = 1 100% 0%    
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Table 2 
 
Univariate Analyses of Self-Reported Psychological and Sleep Variable for NDG and NNDG 

 

 
Nightmare 
Disorder 

No-Nightmare 
Disorder 

 MANOVA  

Measure M SD M SD F P Cohen d 

PSQI 9.53 4.67 6.49 3.98 6.86 .009 0.70 

STAI-Trait 54.12 12.12 43.09 10.88 15.87 < 0. 001 0.95 

STAI-State 49.29 11.54 39.25 12.11 10.87 < 0. 001 0.84 

BDI-II 25.82 17.39 12.49 11.81 18.47 < 0. 001 0.89 

BFI-
Neuroticism 

3.61 0.85 2.88 0.74 15.09 < 0. 001 0.92 

Note. Sample size varied significantly, NDG (n =17) and NNDG (n = 207), d effect size: small = 0.2, medium = 0.5, 
large = 0.8. 

 

Table 3 
 
Predictors from Multiple Regression Analysis for Variables Predicting Episode Severity 

 

                     95% CI 

Measures B β SE  P Lower Upper 

PSQI 0.24 .15 .12 .049 0.01 0.47 

PCL-5 0.02 0.02 0.10 .832 -0.12 0.15 

 STAI-Trait 0.05 0.17 -0.03 .774 -0.40 0.29 

STAI-State    -0.50   -0.16 0.26 .059 -1.02 0.02 

BDI-II 0.09 0.21 0.03 .010 0.02 0.15 

BFI-Neuroticism 0.69 0.21 0.29 .017 0.13 1.25 

Note.  p-values in bold indicate statistical significance.  
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Figure 1. Nightmare disorder diagnostic criteria and observed rates in sample with reported 
nightmares.  

Criterion A
31.1%

•(A) 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.

•n= 109

Criteria A +B
25.9%

•(B) On awakening from the dsyphoric dreams, the individual rapidly becomes oriented and alert. 
•n= 91

Criteria A+B+C
5.1%

•(C) The sleep disturbance causes clinical distress or impairment in social, occupational, or other important areas of functioning.
•n= 18

Criteria 
A+B+C+D

4.9%

•(D) The  nightmare symptoms are not attributable to the physiological effects of a substance (e.g., a drug of abuse, a medication).
•n= 17

Criteria 
A+B+C+D+E

4.9%

• (E) Coexisting mental and medical disorders do not adequately explain the predominant complaint of dysphoric dreams. 
• n= 17
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APPENDIX  

HEALTH QUESTIONNAIRE
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Gender: Male / Female  Ethnicity: Hispanic or Latino ___
_ 

 Not Hispanic or Latino ___
_ 

      
Age: _______  Race: American Indian/Alaska Native ___

_ 
Height: ____ft____in   Asian ___

_ 
Weight: ____lbs   Native Hawaiian or Other 

Pacific Islander 
___
_ 

Number of 
Children: _________ 

  Black or African American ___
_ 

Marital Status Married/Single/Divo
rced/ 
Separated/Widowed 

 White 
More than one race 

___
_ 
___
_ 

 

What is your Current Academic Rank (e.g., College Sophomore)? 
_______________________ 
   
 K-12 Post-high school 
Your Highest Education Level 
(yrs): 

1  2  3  4  5  6  7  8  9  10  
11  12   

13  14  15  16  17  18  19  
20 

Mother’s Highest Education Level 
(yrs): 

1  2  3  4  5  6  7  8  9  10  
11  12   

13  14  15  16  17  18  19  
20 

Father’s Highest Education Level 
(yrs): 

1  2  3  4  5  6  7  8  9  10  
11  12   

13  14  15  16  17  18  19  
20 

Mother’s Career_____________________________ 

Father’s Career_____________________________ 

 

Best estimate of your parents' combined income last year?  (1)  Less than $25,000    ___ 

(2)  $25,000-39,999      ___ 

(3)  $40,000-59,999    ___ 

(4)  $60,000-79,999    ___ 

(5)  $80,000-99,999    ___ 

(6)  $100,000-149,999       ___ 
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(7)  $150,000-199,999      ___ 

(8)  $200,000 or more    ___ 

(9)  REFUSED      ___ 

(10) DON'T KNOW    ___ 

 

EMPLOYMENT STATUS (check 
one): 

WORK SCHEDULE (check one): 

___ Full Time ___ Daytime Work 
___ Part Time (Hours/Week) ____ ___ Night Work 
___ Retired ___ Rotating Shift (describe): 
___ Unemployed        _____________________________ 

 

Please check the appropriate box (current or past) for all that apply. 

Have you ever been (i.e., past) or are you currently (i.e. past month) exposed to any of these substances?   

CURRENT PAST SUBSTANCES 
  Lead 
  Arsenic 
  Mercury 
  Copper 

  Other poisonous substances. Please specify: 
_________________________________ 

 

Have you ever had (i.e., past) or do you currently (i.e. past month) have allergies to any of the following?   

CURRENT PAST FOODS/BEVERAGES 
  Milk 
  Wheat 
  Shellfish 
  Eggs 

  Other foods or beverages. Please specify: 
_____________________________ 
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If you have had any of the following health problems, indicate the date of onset. 

If there is more than one disease choice available, please circle the one that applies to you (e.g., 

Hyperthyroid). 

Then put the number of years and months you’ve had each problem and if it is a current health 

problem: 

 Tell us what disease 
and  

Duration  

  date of onset Years Months Current 
Heart Disease (ex: irregular heart beats, heart 
attack) 

   Y / N 

Cancer    Y / N 
AIDS/HIV    Y / N 
High Blood Pressure    Y / N 
Neurological Disease (ex: seizures, 
Huntington’s, Multiple) 

   Y / N 

Breathing Problems (ex: COPD, asthma, 
emphysema) 

   Y / N 

Urinary Problems (ex: kidney disease/stone, 
recurring UTIs) 

   Y / N 

Diabetes (please circle: type I, type II, 
gestational) 

   Y / N 

Chronic Pain (ex: back pain, fibromyalgia, 
arthritis) 

   Y / N 

Gastrointestinal (ex: ulcers, irritable bowel, 
Crohn’s) 

   Y / N 

Autoimmune (ex: lupus, Guillain-Barre, 
psoriasis) 

   Y / N 

Endocrine (ex: hypo/hyper thyroid, adrenal)    Y / N 
Migraines/Chronic Headaches    Y / N 
STDs (please 
specify:___________________________) 

   Y / N 

Other:    Y / N 
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List ALL medications (prescription, over the counter, and natural products) taken within the 

past 7 days. 

Please include hypnotic/sleep medications and stimulants medications (e.g., provigil, 

adderall, no-doze) 

Medicine Purpose Freque
ncy 

How long have you been 
taking this medication? 

Time of 
day 

Example:      Claritin Allergies Daily 6 months 7am & 
8pm 

     
     
     
     
     

(If taking more than 5 medications please write on another piece of paper and return with packet.) 

 

 

In the past 6 months,   
… how many times did you visit a physician?  ____visits 

In the past 7 days,  
How many alcoholic drinks did you have (12oz beer, 1oz hard liquor, 
5oz wine)? 

_____ 

- How many nights did you drink alcohol to help fall asleep? _____ 
How many cigarettes did you smoke? _____ 
How many times did you use smokeless tobacco? _____ 
How many caffeinated drinks did you have (12oz soda, 8oz coffee)? _____ 
How many stimulants (caffeine, illicit drugs) did you use to stay awake 
or alert? 

_____ 

- What stimulants did you use: 
  

In past 7 days how often have you used the following illicit drugs?  
Cocaine  _____ 
Marijuana  _____ 
Steroids  _____ 
Ecstasy  _____ 
Amphetamines  (e.g., speed, crystal, meth, crank, ice) _____ 
Sedatives (e.g., Rohipinal, Amytal, Seconal, Demoral)  _____ 
Opiates  (e.g., opium, morphine, codeine, heroine) _____ 
Hallucinogens  (e.g., LSD, Peyote, Mushrooms) _____ 
Inhalants  (e.g., glues, gasoline, paint thinners) _____ 
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(Do NOT include visits while in the hospital or the hospital emergency room) 
… how many times did you go to a hospital emergency room?     ____times 
… how many times did you visit a psychologist, psychiatrist, or other mental health 
clinician? ____visits 
… how many times did you visit a physical therapist or other rehabilitative 
practitioner? ____visits 
… how many different times did you stay in a hospital overnight or  
longer?      ____times 
… how many total NIGHTS did you spend in the hospital? ____nights 
 

Substance use and Psychiatric history related questions: 
1. In the last year, how many times have you had 4 (female) or 5 (male) drinks in one 
sitting? 
2. Does using substances, including alcohol and illicit drugs (e.g., marijuana, 
cocaine, molly, mushrooms), cause you problems at work, school, and/or home? No, Yes, 
Maybe 
3. Have others told you they are concerned with your substance or alcohol use? No, 
Yes, Maybe 
4. Do you feel you have a problem with alcohol and/or other substances? No, Yes, 
Maybe 
5. Have you been diagnosed with a psychiatric disorder (e.g. Major Depressive 
Disorder, Bipolar I, or Schizophrenia)? No, Yes, Maybe 
6. Are you currently having unusual or strange experiences, such as hearing voices 
inside your head or seeing things that are not really there? No, Yes, Maybe 
7. Are you taking prescribed psychotropic medication (e.g. antidepressants, 
antipsychotic medications) to help with psychological symptoms (e.g. anxiety, 
depression)? No, Yes, Maybe 
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