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ICSD- 3
Non-respiratory sleep disorders

Insomnia disorders (mainly chronic insomnia disorder)
Central disorders of hypersomnolence

— Narcolepsy type 1 and 2

— Idiopathic hypersomnia etc

Circadian rhythm sleep—wake disorders (i.e. delayed and
advanced sleep—wake phase disorders, Jet lag disorder)

Parasomnias
— NREM related (Disorders of arousal from NREM: Sleepwalking)
— REM related (RBD)
— Other (Sleep enuresis) etc

Sleep-related movement disorders (i.e. RLS, PLMD)

Other sleep disorder (i.e. Sleep-related epilepsy, substance
induced sleep disorders)
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Assessment of Sleep Disorders

o Sleep History

o Clinical Examination

o Daily Self-Monitoring (Sleep Diary)

o Self-Report Questionnaires

o Polysomnography * video recording

o Actigraphy

o Multiple sleep latency test (MSLT)

o Maintenance of wakefulness test (MWT)

Bathgate CJ & Edinger JD. Handbook of Sleep Disorders in Medical Conditions, 2019



Sleep History

v’ Presenting Sleep-Related Symptom (onset duration,
frequency, predisposing factors)

v’ Sleep Schedule and Sleep Hygiene
v Time of Symptoms (during the sleep period)

v’ Daytime Functioning (daytime sleepiness, mood
disturbance, impaired school or work performance..)

v Nocturnal Symptoms
v’ Use of Sleep Aids and Stimulants

*»* Information from the patient, medical record, and
any available bed partner

American Academy of Neurology. Continuum 2013;19(1):32-49



Clinical Examination

Head and Neck Examination

Anthropometrics
— weight, height, BMI
— neck, hip, waist circumference
— blood pressure and heart rate
Facial morphology, nasal airway patency, and oral airway
crowding
Anterior and posterior dentition

Retrognathia

Focused
— mental status
— symptoms of RLS in DM, CKD

Modified Mallampati, Class I-IV



Sleep Diary

INSTRUCTIONS: TWO WEEK SLEEP DIARY

Write the date, day of the week, and type of day: Work, School, Day Off, or Vacation.
2. Put the letter “C” in the box when you have coffee, cola or tea. Put “M” when you take any medicine. Put “A” when you drink
alcohol. Put “E” when you exercise.
3. Put a line (1) to show when you go to bed. Shade in the box that shows when you think you fell asleep.
4. Shade in all the boxes that show when you are asleep at night or when you take a nap during the day.
5. Leave boxes unshaded to show when you wake up at night and when you are awake during the day.

SAMPLE ENTRY BELOW: On a Monday when | worked, | jogged on my lunch break at 1 PM, had a glass of wine with dinner at 6 PM, fell asleep watching TV from 7 to 8 PM, went to bed at
10:30 PM, fell asleep around Midnight, woke up and couldn’t got back to sleep at about 4 AM, went back to sleep from 5 to 7 AM, and had coffee and medicine at 7:00 in the morning.
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A daily sleep diary helps to summarize a patient’s sleep-wake schedule
more accurately than memory often allows and can facilitate construction
of personalized plans for management of circadian rhythm sleep disorders
and insomnia.




Questionnaires

Berlin

STOP-BANG

Epworth sleepiness scale

Athens insomnia and insomnia severity index
Pittsburgh sleep quality index

Restless legs syndrome scale

Dysfunctional Beliefs About Sleep Questionnaire

American Academy of Neurology. Continuum 2013;19(1):32-49



Actigraphy
Qopntn ouoKkeun Kataypodnc KIVACEWV yla LEYAAN SLApKELDL

AlatapaxEG Kipkadlou pubuou
advanced sleep phase syndrome (ASPS)
delayed sleep phase syndrome (DSPS)
shift-work disorder

YMOAOYLGOG GUVOALKOU XPOVOU UTIVOU O€ £LOIKEG OpAdEC aoBevwv
Tov

1. 6& pnmopouv va urtoPAnBouv oe PSG
2. aoBeveic pe unepunvia
3. MKPNC NALKlag ) o€ oikouc euynpLog

Ektipnon tng aywyng yta unmtvnAia kot dtatapaxéc Kipkadiov puOuou



Actigraphy

= POAOL KapTIOU, OTO N EMLKPOTNTIKO AVW AKPO
" Aldpkela katoypadnc 7 HEPEC
* Baoiletal otnv apxn tn¢ kivnonc. Ztov umvo |, otnv eypnyopon T

o H épaotnplotnta abpoiletal ava “ kat amodOnkevetal ava 1’ emoxec
o AAyoplOpuol avaAvouv ta amoteAEopata Sivovtac TLUEC yLa:

2 UVOALKO ¥pOVO UTIVOU

2 UVOALKO XPOVO €yprnyoponc

Adunvicelg

‘EAevon UTvou



PRACTICE PARAMETER

Practice Parameters for Clinical Use of the Multiple Sleep Latency Test and the
Maintenance of Wakefulness Test

An American Academy of Sleep Medicine Report

Standards of Practice Committee of the American Academy of Sleep Medicine

1. The MSLT is a validated objective measure of the ability or ten-
dency to fall asleep. [2.2; 2.5; 2.6; 2.7; 6.2.7] (Standard)

2. The MWT is a validated objective measure of the ability to stay
awake for a defined time. [2.3; 2.4; 2.5; 6.2.1; 6.2.7] (Standard)

MeA£€tn Urtvou to iponyouuevo Bpadu — ektipnon UMVoOU Kail AIOKAELOUOC dAAwV
éltatapaywv Unvou



MSLT — multiple sleep latency test

‘NA/ MSLT Multipler-Schlaflatenz-Test
— 900 Ml 11:00 13:00 15:00 N§ _17:00 |

NMpooTradnoTE va HEIVETE NPEPOG-XAAAPOS KAl VO ATTOKOIUNOEITE

KaAwdiwon: EEG, EOG, EMG, EKG
5 Test (max) ava 2 wpeg
Awdpkela kaBe teot 20 Min

Yta StaAsippata : Emtipnon, (teot eypriyopong)

14



MSLT

gold standard test yia ektiunon tn¢ EDS
AVTLKELLLEVLKN METPNON TNC TAONC va KOLUNOEL
Napadoolaka otn vapkoAnyia

Ektipnon ocoPBapotntac tnc EDS o aobeveic pe aAAeC
dlatopayeC UTIVOU:

1. IdlomaBnc umepunvia

2. Exktipnon anoteAeopatikotntog Beparmneiac og EDS



O O O O

MSLT

MSL < 5 min gvOELKTIKO TTAlOOAOYLKAC UITEPUTIVIAC
MSL > 5 min kat <10 min ykpila {wvn
MSL > 10 min givat ¢puoLloAoyLKO

2 | > SOREMPs eival maboAoyiko Kol eVOELKTIKO vapkoAnPiog
(SOREMPs, sleep onset REM periods)

2 N mepocotepa SOREMPs pe MSL<8 min eival
eVOELKTLKA vapkoAny o

acBeveic pe vapkoAnplo pmopel va €xouv <2
SOREMPs oto MSLT

NapkoAnypia kat katamAnéia 26% acBevwv eixav
0—1 SOREMPs

NapkoAnypia xwpic kotanAnéio 9%



MWT

H duvatotnta va peivelg Eumviog eival StadpopeTKn Ao
TNV TAON YL VoL KOLNBOELC

To MWT amoteAeital amno 4 npoonaBbelec, 40\emTEC UE
necodtaotnuo 2 wpwv, evapén 1.5 pe 3 wpec peta TNV
adunvion

KaBe npoomnaBela Stapket 40 Asmtta

H kovotnto. vo  TIOPOMUEIVELIC OE  Eypnyopon
vrtootnpiletal kaAvtepa eav Ogv kKowunBelc oe kapla
aro TIC 4 npoonABeleC



PRACTICE PARAMETER

Practice Parameters for the Indications for Polysomnography and Related
Procedures: An Update for 2005

Clete A. Kushida, MD, PhD*; Michael R_ Littner, MDZ2; Timothy Morgenthaler, MD3; Cathy A_Alessi, MD#; Dennis Bailey, DDS5; Jack Coleman, Jr., MDE; Leah Friedman,
PhDT: Max Hirshkowitz, PhD#8: Sheldon Kapen, MD?: Milton Kramer, MD10: Teofilo Lee-Chiong, MD'': Daniel L. Loube, MD1Z; Judith Owens, MD'3; Jeffrey P. Pancer,
DDS¥: Merrill Wise, MD13

gold standard rouv xpnoworoeitat yia tn N/@ ektiunon édtatapaywv vnvou

WAKE \‘\—"-

:@ American Academy of Sleep Medicine

Guideline Update
March 2017

Table 2—AASM levels of recommendations

Term Definition
Standard This is a generally accepted patient-care strategy, which reflects a high degree of clinical certainty. The term
I

standard generally implies the use of Level I Evidence. which directly addresses the clinical issue, or over-
whelming Level II Evidence.

Guideline This is a patient-care strategy. which reflects a moderate degree of clinical certainty. The term guideline
implies the use of Level II Evidence or a consensus of Level III Evidence.
Option This is a patient-care strategy., which reflects uncertain clinical use. The term option implies either inconclusive

or conflicting evidence or conflicting expert opinion.

Adapted from Eddy.* Reprinted with permission from the American College of Physicians.




Table 1 Polysomnogram Montage®

Parameter

Derivation

EES

EQG

EMG
Respiration
Oximetry

Capnography
ECG

F3-M2

F4-M1

C3-M2

Ca-MT

O1-M2

02-M1

E1-MAZ

E2-M 1

Chin

Antenor tibialis
Aurflow
Thoracic/fabdominal effort

End odal CO2 or TeCO2
Modified Lead |




Polysomnography

1. PSG is routinely indicated for the diagnosis of
sleep related breathing disorders (Standard)

2. PSG is indicated for PAP titration in patients with sleep
related breathing disorders (Standard)

3. PSG and a multiple sleep latency test performed on the
day after the polysomnographic evaluation are
routinely indicated in the evaluation of suspected

narcolepsy (Standard)

J Clm Sleep Med. 2017:13(3):479-504.



Polysomnography

4. PSG with additional EEG derivations and video
recording:

v' diagnosis of paroxysmal arousals or other sleep
disruptions that are thought to be seizure related
when the initial clinical evaluation and results of a
standard EEG are inconclusive (Option)

sleep related behaviors that are violent or otherwise
potentially injurious to the patient or others (Option)

sleep behaviors suggestive of parasomnias that are
unusual or atypical (Guideline)

in forensic considerations (Option)

parasomnia or sleep related seizure disorder does not
respond to conventional therapy (Option)

NS X X

J Clm Sleep Med. 2017:13(3):479-504.



Polysomnography

Polysomnography is indicated when a
diagnosis of periodic limb movement
disorder is considered because of
complaints by the patient or an observer
of repetitive limb movements during
sleep and frequent awakenings,
fragmented sleep, difficulty
maintaining sleep, or excessive daytime
sleepiness (Standard)

J Clm Sleep Med. 2017:13(3):479-504.
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Insomnia

Insomnia is primarily diagnosed by clinical evaluation through a
thorough sleep history and detailed medical, substance, and psychiatric
history (Standard)

The sleep history should cover specific insomnia complaints, pre-sleep
conditions, sleep-wake patterns, other sleep-related symptoms, and
daytime consequences (Consensus)

The history helps to establish the type and evolution of insomnia,
perpetuating factors, and identification of comorbid medical,
substance, and/or psychiatric conditions (Consensus)

Instruments which are helpful in the evaluation and differential
diagnosis of insomnia include self-administered questionnaires, at-
home sleep logs, symptom checklists, psychological screening tests,
and bed partner interviews (Guideline)

Sateia MJ, J Clin Sleep Med. 2017;13(2):307-349



Insomnia

Questionnaire
Epworth Sleepiness Scale

Insommnia Severity Index
Pittsburgh Sleep Quality Index

Beck Depression Inventory

State-Trait Anxiety Inventory-
Form Y Trait Scale

Fatigue Severity Scale

Short Form Health Survey (SF-36)

Dystunctional Beliefs and Attitudes
about Sleep Questionnaire

Sateia MJ, J Clin Sleep Med. 2017;13(2):307-349



Insomnia

* Polysomnography and daytime multiple sleep latency testing
(MSLT) are not indicated in the routine evaluation of chronic
insomnia, including insomnia due to psychiatric or
neuropsychiatric disorders (Standard)

PSG is indicated when there is reasonable clinical suspicion of
breathing (sleep apnea) or movement disorders, when initial
diagnosis is uncertain, treatment fails (behavioral or
pharmacologic), or precipitous arousals occur with violent or
injurious behavior (Guideline)

e Actigraphy can be useful in evaluation and treatment of
circadian rhythm sleep disorders and in management of
iInsomnia

Sateia MJ, J Clin Sleep Med. 2017;13(2):307-349



Insomnia

Table 6—Common Comorbid Psychiatric Disorders and Symptoms

Category Examples

Mood disorders Major depressive disorder. bipolar mood disorder. dysthymia

Anxiety disorders Generalized anxiety disorder, panic disorder. posttraumatic stress disorder.
obsessive compulsive disorder

Psychotic disorders Schizophrenia, schizoaffective disorder

Amnestic disorders Alzheimer disease. other dementias

Disorders usually seen in childhood and adolescence Attention deficit disorder

Other disorders and symptoms Adjustment disorders, personality disorders. bereavement. stress

Table 7—Common Contributing Medications and Substances

Category Examples
Antidepressants SSRIs (fluoxetine. paroxetine. sertraline.
citalopram, escitalopram. fluvoxamine).

venlafaxine. duloxetine. monoamine oxi- C O m O r b i d it i e S a n d
dase inhibitors

Stimulants Caffeine. methylphenidate, amphetamine 1 1
derivatives, ephedrine and derivatives, co- m e d I Ca t | O n S W h e n
caine

Decongestants Pseudoephedrine. phenylephrine, phenyl- eva I ua t N g p d t 1en tS
propanolamine
Narcotic analgesics  Oxycodone. codeine. propoxyphene 1 1 1
Cardiovascular [-Blockers, o-receptor agonists and an- Wlt h 11 SO mn Ia
tagonists, diuretics. lipid-lowering agents
Pulmonary Theophylline. albuterol

Alcohol

Sateia MJ, J Clin Sleep Med. 2017;13(2):307-349



NAPKOAHWIA ( ‘AauBavw vdpkn”)

e MaBnon tou K.N.Z. (autodavoon — NK)

e Alatopaxn, TOU YopaKTtnpiletal amo TNV TUMKA VOPKOANTTTLKNA
TETPASA CUUTTTWUATWV:

- YniepBoAwkn Huepnowa YrivnAia - EDS (100%)

- KatanAnéia (70%)

- Ynivikn MapadAvon (25-70%)

- Wevdawonoeig (unvaywykec/vmvomoprikec) (50-70%)

Kat ta 4 cupntwporta: 19%



Narcolepsy

= Narcolepsy can be divided into narcolepsy with and
without cataplexy

kata ICSD-3

type 1 -> hypocretin-deficiency (without cataplexy)
type 2-> loss of hypocretin cells in the hypothalamus

= Cataplexy: the only specific symptom of narcolepsy

sudden bilateral loss of skeletal muscle tone, with
preserved consciousness, elicited by emotions



Narcolepsy

Box 14.1 Types of narcolepsy

Narcolepsy type 1

Criteria A and B must be met

3 The patient has daily periods of irrepressible need to sleep or
daytime lapses into sleep occurring for at least three months.!

:E.Dﬂme presence of one or both of the following:

1. Cataplexy (as defined under Essential Features in ICSD-3,
reference 5) and a mean sleep latency of <8 minutes and
two or more sleep onset REM periods (SOREMPs) on an
MSLT performed according to standard techniques. A
SOREMP (within 15 minutes of sleep onset) on the pre-
ceding nocturnal polysomnogram may replace one of the
SOREMPs on the MSLT.2

2. CSF hypocretin-1 concentration, measured by immuno-
reactivity, is either <110 pg/mL or <1/3 of mean values
obtained in normal subjects with the same standardized
assay.

el
Criteria A-E must be met

Narcolepsy t

e patient has daily periods of irrepressible need to sleep or
daytime lapses into sleep occurring for at least three months.

A mean sleep latency of <8 minutes and two or more sleep
onset REM periods (SOREMPs) are found on an MSLT
performed according to standard techniques. A SOREMP
(within 15 minutes of sleep onset) on the preceding noc-
turnal polysomnogram may replace one of the SOREMPs on
the MSLT.

'@Cataplexy is absent.!

( D:)Eirher CSF hypocretin-1 concentration has not been meas-

ured or CSF hypocretin-1 concentration measured by immu-
noreactivity is either >110 pg/mL or >1/3 of mean values
obtained in normal subjects with the same standardized
assay.”

@he hypersomnolence and/or MSLT findings are not bet-
ter explained by other causes such as insufhicient sleep, ob-
structive sleep apnea, delayed sleep phase disorder, or the

effect of medication or substances or their withdrawal.

Source data from American Academy of Sleep Medicine, International
classification of sleep disorders, 3rd ed., Copyright (2014) American
Academy of Sleep Medicine.




Narcolepsy

* Polysomnography and a multiple sleep latency test
performed on the day after the polysomnographic
evaluation are routinely indicated in the evaluation

of suspected narcolepsy

* The minimum channels required for the diagnosis
of narcolepsy include EEG, EOG, chin EMG, and ECG

* Additional cardiorespiratory channels and anterior
tibialis recording is recommended

(OSA, PLMS, UARS)

J Clm Sleep Med. 2017:13(3):479-504.
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RLS

nepiepyn aicOnon «evoyAnong» ota modia (ocuxva meplypAdeTOLl WC

HLoPTUPLO), TTOU CUVOEETAL LIE L0l ETUTOKTLKA OVAYKN KivNONg TOUG Kol e

NV aduvapuia va peivel o acBevig akivnroc.

Aut n ducapeotn aioBnon tng «avnouyiac» adopd KUPLWE oTA KATW
akpa (kuplwg amod ta yovata €we toug aotpayadlouc) kat mpoodlopiletol
wW¢ PaBeLA KOl ECWTEPLKN.

T€Aog, to RLS gite epdaviletol AMOKAELOTIKA EITE XELPOTEPEVEL KOTA TTIOAU

TLC AIMOYEUMATIVO-BPadLVEC WPEC.




RLS

H voooc aviiouxwv akpwv — AlayvwoTiKA KpLTtnpla:
Akpwvupo URGES [Hening, W. & Trenkwalder]
U: urge to move the legs usually associated with unpleasant leg
sensations
R: rest induces symptoms
G: getting active brings relief
E: evening and night deteriorate symptoms

S: sole explanation for urge to move (5" new criterion -2014)



RLS

50 kputnplo (N€a kputnpla 2014):

H gudavion tTwv 1o mavw CUUMTWHATWY 6gv unopei va anodobei ota
nAaiolad AAAWV LOTPWKWYV N OCUMMEPLPOPLKWV KOATAOTACEWV (TT.X.
HuoAyia, dAeBikn otdon, oldnpata KATw AaKpwv, apBpitda, KpAUTEC,
Suodopia Aoyw B€onc, VEUPLKO CUVEXOUEVO XTUTINHO TWV TTIOSLWV)

YOO TNPLKTIKA KPLTAPLOL:

- OLKOYEVELOKO LOTOPLKO

- AmMavtd 0TNV VIOTOULVEPYLKRA OywVyN)

- MMeplodikec KvAoeLS Katw akpwv (Periodic Leg Movements — PLMs)

2TOLXELOL TTOVU ouVdEovTal:

- H kAwikn mopeia tng vooou gival cuvnBwc xpovia Kot TPOodEVTIKNA

- H evoxAnon otov Unvo adopd cuvBwE To MPWTO HEPOC ALUTOU

- H veupoloyiky ektipnon eivat  ouvnBwc apvnuiky  (mAnv
ouvoonpotTnToc)



RLS

H dtdyvwon eivat KAwiki

PSG yivetal povo oe mepimtwon mou:

1.
2.

Ydlotavtatl apdiBoAiec otn dtayvwon

[MpOKeLTal Yyl ATUTEC UOPPEC/CUUMTWHATO KOL OTNV TIEPLUMTWON ToU
avalntwvtal cuvoonpotNnTeC (m.x. 2ZAY)

AoBevelc oe KovoTIOLNTLIKA Bepamevtikn avilpeTwrion (pappako Ko
dooelg), aAAA EPMEVWV «KAKOC» UTvoC. Alepelvnon AGAANG UTIVIKAC
ouvoonpoTNTOC

|6Laitepol MANBuopol acBevwy, OMOU TLX. UTIAPXEL OKETTIKIOUOC OTh
AP ¢.a. (m.x. viomapvepylkad pappaka o madla)



Evaluation

e Polysomnography (PSG): Not routinely
indicated

e Actigraphy: Leg activity monitor

e Suggested Immobilization Test (SIT):
« Records periodic limb movements in wakefulness
« Voluntarily remain still for 1 hour

« EMG recording from tibialis anterior muscles,
EEG shows awake state

+ PLM-awake index > 40




RLS - Suggested Immobilization Test (SIT)

May be used in addition to PSG to assess PLM at wakefullness (PLMW)
patient sitson bed with legs outstretched, instructed to stay awake and not to
move legs. Test duration usually 60 min.




Meplodikec Kivioeig Katw Akpwv (Periodic Leg Movement PLM/PLMD)




Neplodikéc Kiviioeig Katw Akpwv (Periodic Leg Movement PLM/PLMD)

Oswpouvtal TABoAOYIKEC Ol KIVAOELC aUTEC epooov ival >15/h (kat >5/h yia
ToL TToldLa)

Epooov oL Kwnoewg auteg eivol umevBuveg yla dlatopaxn Ttou UTvVoU
(arousals/awakenings/petaoAni otn $puCLOAOYLKH APXLTEKTOVLKI) TOU UTIVOU)
He emakoAouBo nuepnola oupmtwpata (r.yx. YmvnAla, KOmwon, KokA
Sd1aBeon kA, tote pAape ywo PLMD (Disorder)
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Ot PLM egivat maBoyvwpoviKe yia to RLS, aAAd Sev eival ELOLKEC yLa
oTo

SLEEP-DISORDERED HNARCODLERSY
BREATHING

80 — 90%

60 - 80 %

45 - 65%

PLMS




Sleep-related movements

Sleep-related movements are commonly seen during PSG and are
often benign and incidental when PSG is being performed for
another indication

1. Periodic limb movements of sleep (PLMS) are observed on the
leg surface electromyography (EMG) channel(s) of a PSG
measured from the anterior tibialis

— PLMS index >15 events/hour (>5 events/hour for children) be
evaluated for secondary etiologies, including: PLMD, RLS,
OSA, Renal Failure, Iron Deficiency

2. Sleep-related leg cramps
Sleep-related bruxism: repetitive jaw-muscle activity

4. Sleep-related rhythmic movements: repetitive, stereotyped, and
rhythmic motor behaviors

5. Hypnic jerks: sudden, brief, simultaneous contractions of the
body

6. Myoclonus

w

Walters AS. Chest. 2007;131(4):1260



U

arasomnias

Parasomnias are undesirable physical events or experiences that occur during entry into sleep, within

Parasomnias

NREM-Related Parasomnias ¥

sleep, or during arousal from sleep. Parasomnias may occur during non-rapid eye movement sleep

REM-Related Parasomnias (NREM), rapid eye movement sleep (REM), or during transitions to and from sleep.

Other Parasomnias Parasomnias encompass abnormal sleep related complex movements, behaviors, emotions, perceptions,

dreams, and autonomic nervous system activity. Parasomnias are clinical disorders because of the
Isolated Symptoms and

Normal Variants resulting injuries, sleep disruption, adverse health effects, and untoward psychosocial effects. The clinical

consequences of the parasomnias can affect the patient, the bed partner, or both.

Other Parasomnias

Exploding Head Syndrome

MREM-Related Parasomnias REM-Related Parasomnias

Disorders of Arousal (From REM Sleep Behavior Disorder Sleep Related Hallucinations

NREM Sleep)

Sleep Enuresis

Recurrent Isolated Sleep
Confusional Arousals Paralysis
Parasomnia Due to a Medical
Disorder

Sleepwalking Nightmare Disorder

Parasomnia Due to a

Sleep Terrors Medication or Substance

Sleep Related Eating Disorder Parasomnia, Unspecified



Napainviec

AwatapayEg Tne Eveponc (amnd tov unvo NREM)
- Nuktepivoi tpopot (Night Terrors)
- Juyxntkeg eyepoelc (Confusional Arousals)
- YnvoBaoia (Sleepwalking)

Napainvia tov unvou REM
- Alatapaxn oupneptdopadc otov Utvo REM (RBD)
- EmavaAapBavopeva emelcodLol UTIVLKNG TTopAAUONG
(Sleep Paralysis)
- Edpraitec (Nightmares)

AAAec MNapainvieg
- Nukteplvry evoupnon
- Yivodayia (Sleep Related Eating Disorder - SRED)
- KataBpnvia
- Status Dissociatus




Awadpopodiayvwon NREM-REM napavnviwv

Table. Features of NREM disorders of arousal and REM sleep behaviour disorder

Characteristic NREM disorders of arousal REM sleep behaviour disorder

Age of onset Adolescence and young adult Late middle age
(mean age 59.3 y1)

Clinical course Usually benign and may decrease with age ~ May be harbinger of Parkinson’s disease or
other nevrodegenerative diseases

Episode recall Usually none Often awakens completely aware

Complex motor activity Yes Yes

Sleep stage assoctation NREM first half of night REM second half of night

Gender Male=Female Predomnantly male (90%)

NREM, non rapid eye movement

O aoBevic avakaAel TO TIEPLEXOUEVO TWV OVELPWVY, KATA TNV adurnvion (tutikd evpnua REM
napouTviog)
NREM rnapavrnviec onavia smavaiopfavovtol to idto Bpddu

(Avidan, Semin Neurol 2009)



Differentiating Nocturnal Frontal Lobe Epilepsy and

Parasomnias
REM Sleep
Nocturnal FrontalArousal Be havior
Feature Lobe Epilepsy  Disorders Disorder
Age at onset Variable, typically Usually first Owver 50 years
first or second decade of life
decade of life

Sleep stage of origin  Non-REM N1 or Mon-REM N3 REM
N2, sleepwake

transitions
JTiming of episodes Anytime First third of Last third of
sleep period sleep period
Duration of episodes 5 to 60 seconds 2 to 30 Seconds to Awadopodiayvwon
mi nutes 2 minutes
Freauency of episodes Nightly clusters Sporadic, rare  Sporadic, rare
clusters clusters
Onset_and offset Sudden Gradual Sudden
hypermotor, stereotyped,  sterectyped,
asymmetric variable voalizations with
tonic/dystonic com plexity self-protective
behaviors and
dream recall
Level of corsdousness  Usually preserved Variable Poorly responsive
during episodes
Postictal confusion Typically absent  Present Absent
Risk of injury Low High Moderate
Video-polsomnoaraphy Epileptic activity  Slow-wawve REM sleep without
with EEG findings in <50% skeep arousals, atonia
rhythmic delta

pattern



Evaluation of the patient with excessive daytime sleepiness

* Detailed medical history, including medication

* Laboratory tests, i.e. iron deficiency for RLS,
renal failure

* Sleep log->Insufficient sleep

e Polysomnography (PSG)->the majority of sleep
disorders

* PSG+ Multiple Sleep Latency Test->Narcolepsy
* Tibial EMG->RLS, PLMD




Evaluation of the patient with excessive daytime sleepiness

Excessive daytime sleepiness

Snoring and/or Witnessed Apneas

Yes Mo
PSG PSG and MSLT
AHI z 5 AH| ©5* AHI <5 AHI <5
FMEL = 8 minutes FMSL = 8 minulas
2 or more SOREMPs 1 SOREMP
DHA Consider other atiologias:
UARS Calaplexy Total sleep time > 10 hours

Insufficient sleep

Delayved Sleep Phase Syndrome
Yes No
Yes

No
Idiopathic Hypersormnia Idiopathic Hypersamnia
“If &Hlis normal with long sleep time without long sleep time
conzider repeat testing if i o
suspicion for 0S4 is high. Marcolepsy with Marcalepsy without
cataplexy cataplexy




H duadopodiayvwon tnc vnvnAiog

Table 1. Differential Diagnosis of Chronic Daytime Sleepiness.*

Diagnosis
Insufficient sleep
Obstructive sleep apnea

Narcolepsy

Delayed sleep phase disorder

Periodic limb movement
disorder

Shift-work sleep disorder

Use of sedating medications

Idiopathic hypersomnia
Depression

Other medical disorders

Distinguishing Characteristics

Sleepiness decreases with more sleep on weekends and holidays
Snoring, witnessed episodes of apnea, large tonsils, large tongue, long uvula, obesity

Cataplexy, hypnagogic and hypnopompic hallucinations, sleep paralysis, fragmented
sleep

Sleepiness in the morning, alertness at night

Sleep disrupted by kicking movements; often occurs with the restless legs syndrome,
iron deficiency, uremia, and neuropathy

Sleepiness when working at night, insufficient sleep during the day

Insomnia medications, opiates, anxiolytics, anticonvulsants, antipsychotics, anti-
depressants, antihistamines, among others

Lengthy nighttime sleep and long naps, difficulty waking from sleep
Increased time in bed but little functional sleepiness on the multiple sleep latency test

Symptoms of hypothyroidism, Parkinson's disease, the Prader—Willi syndrome, myo-
tonic dystrophy, among others
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