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ABSTRACT

الأهداف: قياس عبء الأرق و النعاس النهاري المفرط )DTS( و 
تأثيرهما على جودة النوم بالإضافة لدراسة عوامل الخطورة المؤدية إلى 

ضعف جودة النوم.

بالصرع  مصاباً  مريضاً   218 على  مقطعية  دراسة  أجرينا  المنهجية: 
من خلال استبيانات تم التحقق من صحتها وترجمتها مسبًقا لتقييم 
المفرط باستخدام مؤشر جودة  النهاري  النعاس  النوم والأرق و  جودة 
النوم بيتسبرغ، ومؤشر شدة الأرق، ومقياس إبوورث للنعاس، على 

التوالي.

النتائج: اتضح أن حوالي %75 من المشاركين بالدراسة لديهم جودة 
نوم سيئة. %42.2 لم يكونوا يعانوا من الأرق، بينما %37.6 يعانون 
من أرق خفيف، %17.9 يعانون من أرق متوسط و %2.3 يعانون 
من أرق شديد. فيما يخص النعاس النهاري المفرط: ما يقارب من 
لديهم   17.8% و  طبيعي،  نوم  لديهم  كان  المشاركين  من   64.2%
إما  المشاركين  من   0.9% و   16.9% بينما  متوسط  نهاري  نعاس 
المشكلة.  الطبية لحل هذه  العناية  التماس  عليهم  أو يجب  يحتمل 
المرضى  كان  طبيعي  بشكل  ينامون  الذين  الأشخاص  مع  بالمقارنة 
الذين يعانون من الأرق السريري أكثر عرضة بنسبة 5.45 مرة لسوء 
نهاري  نعاس  من  يعانون  الذين  المرضى  أن  حين  في  النوم،  جودة 
متوسط ولديهم توصية للحصول على رعاية طبية كانوا أكثر عرضة 
بنسبة 6.84 و 44.15 لسوء جودة النوم. كان المرضى الذين يحدث 
لهم نوبات الصرع كل شهر أكثر عرضة 2.51 مرة لسوء جودة النوم 

مقارنة بالمرضى الذين يعانون من نوبات الصرع سنوًيا.

الخلاصة: اوضحت الدراسة ارتفاع معدل انتشار ضعف جودة النوم، 
والأرق، والنعاس النهاري المفرط في العينة التي تم دراستها من مرضى 

الصرع السعوديين.

Objectives: To measure the burden of insomnia and 
daytime sleepiness (DTS) and their effects on sleep 
quality, and the risk factors of poor quality of sleep.

Methods: We conducted a cross-sectional study of 
218 epilepsy patients. We administered well-validated 
and previously translated questionnaires to assess 
sleep quality, insomnia, and DTS using the Pittsburgh
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Epilepsy is a common chronic condition with 
an incidence of 61.4/100,000 person-years. 

Approximately 13 million people experience disability-
related years lost and 0.5% of the total disease burden 
is attributed to epilepsy.1 In Saudi Arabia, with a 
population of 30 million, the prevalence of epilepsy is 

Sleep Quality Index, Insomnia Severity Index, and 
Epworth Sleepiness Scale, respectively. 

Results: Approximately 75% of participants reported 
poor sleep quality. Moreover, 42.2% did not have 
insomnia, while 37.6%, 17.9%, and 2.3% had 
subthreshold insomnia and clinical insomnia of 
moderate and severe severity, respectively. Roughly 
64.2% of participants had normal sleep, 17.8% had 
an average amount of DTS, and 16.9% and 0.9% 
may and should seek medical attention, respectively. 
Compared to normal sleepers, patients with clinical 
insomnia were 5.45 times likely to experience poor 
sleep quality, whereas patients with an average 
amount of DTS and who were recommended to seek 
medical attention were 6.84 and 44.15 times likely 
to experience poor sleep quality, respectively. Patients 
who had seizures every month were 2.51 times likely 
to experience poor quality sleep, compared to patients 
who had seizures annually.

Conclusion: We found a higher prevalence of poor 
quality of sleep, insomnia, and excessive DTS in our 
sample of Saudi epilepsy patients.  
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6.54 per 1,000, similar to the prevalence in many other 
countries.2 Sleep disorders such as poor sleep quality, 
daytime sleepiness (DTS), and insomnia are commonly 
found in patients with epilepsy.2-4 Poor quality of sleep 
and excessive DTS has been reported in 1.5-41.1% of 
patients suffering from epilepsy, compared to 3-18.1% 
in healthy people.2,5 Moreover, the burden of DTS ranges 
between 20-26.5% among patients with epilepsy.4 
Factors such as type (focal versus generalized or both), 
frequency, timing, and number of episodes for seizures 
may contribute to poor quality of sleep among these 
patients.6 Additionally, the main treatment strategy of 
epilepsy is antiseizure medications (ASMs), which may 
induce sleep disorders and poor sleep quality.6,7 

Overall, there is a complex relationship between 
epilepsy and sleep disruptions.8 Research suggests that 
sleep disorders are found in a substantial percentage 
of patients with epilepsy, but there are variations in 
the burden of these disorders.6 Sleep disturbances 
may aggravate seizures and some people may develop 
seizures due to altered sleep.9 Sleep disturbances may 
have adverse effects on seizures, which may negatively 
affect sleep and exaggerate some sleep disorders.10 In 
addition, sleep disturbances may affect overall quality 
of life and physical and mental health; therefore, it is 
important to have a better understanding of how sleep 
disorders may be implicated in epilepsy.11,12 Providing 
a timely diagnosis and treating sleep disturbances in 
patients with epilepsy is expected to improve epilepsy 
management. Therefore, measuring the burden of sleep 
disturbances, such as insomnia and excessive DTS, and 
their effect on sleep quality in patients with epilepsy is 
crucial.  

There are no previous studies have been conducted 
in Saudi Arabia to address sleep profiles using validated 
tools to estimate the prevalence of poor sleep quality, 
DTS, and insomnia. In the present study, we aimed to 
assess the occurrence of sleep disturbances and DTS, 
and their impact on sleep quality and to measure the risk 
factors of poor sleep quality. We used three validated and 
reliable questionnaires that were translated into Arabic: 
Pittsburgh Sleep Quality Index (PSQI),13 Insomnia 
Severity Index (ISI),14 and Epworth Sleepiness Scale 
(ESS).15,16 These assessments have been validated in 
heterogenous Arabic samples in different countries in 
the Middle East.17-21

Methods. Study design and participants. The 
current study was a descriptive cross-sectional survey 
administered to all epilepsy patients attending the 
outpatient clinic from October 2020 to March 2021 
at King Fahad Medical City (KFMC) in Riyadh, Saudi 
Arabia. The KFMC research institution’s scientific 
committee reviewed and approved the study. 

Participants were required to be at least 18 years 
old and be diagnosed with epilepsy for at least 1 year. 
Exclusion criteria were diagnosis of a primary sleep 
disorder or cognitive impairment, working nights or shift 
work, and any chronic comorbidities. Patients provided 
written consent to participate, and confidentiality was 
assured throughout the study period.

Data collection instruments. We administered well-
validated and translated assessments. Arabic versions 
of these tools have been used in epileptic samples, as 
well as patients with diabetes, hypertension, cancer, 
dermatological concerns, and healthy adults in Saudi 
Arabia.16,22-27 

The PSQI was administered to evaluate the sleep 
habits of all participants during the past month. Scores 
were an aggregate of seven components, each scored 
0 (no difficulty) to 3 (severe difficulty). Total scores 
ranged 0-21, with higher scores 5 or more indicating 
poorer or worse quality of sleep. 

The ISI comprised seven questions, which were 
summed to obtain a total score. Participants with scores 
of (0-7, 8-14, 15-21, and 22-28) were considered to 
have “no clinically significant insomnia”, “subthreshold 
insomnia”, “moderate clinical insomnia”, and “severe 
clinical insomnia”, respectively. 

The ESS was used to measure subjective sleepiness. 
The test comprises eight situations in which we rate the 
patient’s tendency to become sleepy on a scale of 0 (no 
chance of dozing) to 3 (high chance of dozing). The 
participant’s total score is a sum of the eight questions, 
and participants are categorized into one of four 
categories: unlikely abnormal sleepiness (score 0-7), 
average DTS (score 8-9), excessive sleepiness that may 
require medical attention (score 10-15), and excessive 
sleepiness and that requires medical attention (score 
16-24). 

In addition to these 3 questionnaires, 
sociodemographic and clinical characteristics were 
collected, including gender, education level, type of 
epilepsy, presence of nocturnal seizures, neuroimaging 
findings, epilepsy duration, age of onset, and number 
of antiepileptics medications. 

Statistical analysis. Frequencies and proportions were 
used to describe our sample for variables such as marital 
status, education, presence of any comorbidities, type 
of epilepsy, and frequency of epilepsy. Chi-squared or 

Disclosure. Authors have no conflict of interests, and the 
work was not supported or funded by any drug company.
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Fisher’s exact tests were used to evaluate the association 
between categorical or binary variables and sleep 
quality. Similarly, a bivariate logistic regression analysis 
was conducted to establish the risk factors of poor sleep 
quality. Before the multivariable regression analysis, 
we checked various determinants for multicollinearity. 
Finally, a multivariable logistic regression analysis was 
performed to establish the adjusted effect of each risk 
factor or predictor of poor sleep quality. We presented 
the findings of multivariable regression using crude 
(OR) and adjusted odds ratios with 95% confidence 
intervals (CIs). Correlation between sleep quality 
and insomnia or DTS was determined using Pearson 
correlations and the coefficient of determination (R2). 
In addition to A p-value of less than 0.05 was deemed 
statistically significant. SPSS (version 23.0; IBM, 
Armonk, NY, USA) was used to analyze the data.

Results. Socio-demographic characteristics. A total 
of 218 patients were enrolled in our study. The mean 

age of the patients was 30.37 years (±9.69, range=42 
years). Approximately half (43.1%) of the patients were 
aged 18-27 years and only 5.5% were 50-60 years. 
Likewise, half of the patients were male (51.8%) and 
a similar proportion (50.0%) of them were unmarried. 

Table 1 - Socio-demographic and clinical characteristics of patients 
with epilepsy (n =218).

Characteristics Total
n (%)

Age (years)
18 to 27 94 (43.1)
28 to 38 87 (39.9)
39 to 49 25 (11.5)
50 to 60 12 (5.5)

Gender
Female 113 (51.8)
Male 105 (48.2)

Education 
No education or primary 18 (8.3)
Intermediate 15 (6.9)
Secondary 69 (31.7)
University or post university 116 (53.2)

Marital status
Single 120 (55)
Married 92 (42.2)
Separated/divorced 6 (2.8)

Employment status
Employed 64 (29.4)
Retired 7 (3.2)
Unemployed 95 (43.6)
Student 52 (23.9)

Comorbidity
None 212 (97.2)
Some type of comorbidity 6 (2.8)

Table 2 -  Clinical characteristics of patients with epilepsy.

Clinical characteristics Total
n (%)

Type of epilepsy   
Focal 130 (59.6)
Generalized 80 (36.7)
Both 8 (3.7)

Onset of epilepsy   
Infancy 18 (8.3)
Childhood 65 (29.8)
Adolescent 43 (19.7)
Adulthood 92 (42.2)

Timing of seizure   
Predominantly nocturnal 151 (15)
Predominantly daytime 566 (56.2)
Both 291 (28.9)

Frequency of seizure   
Annually 79 (36.2)
Monthly 89 (40.8)
Weekly 25 (11.5)
Daily 15 (6.9)
Long time ago or once 10 (4.6)

Cause of epilepsy   
Genetic 77 (35.3)
Structural 105 (48.2)
Metabolic/infectious/non-
lesional 18 (8.3)
Under investigation 18 (8.3)

ASMs   
Monotherapy 84 (38.5)
Polytherapy 134 (61.5)

Drug response   
Drug responsive 90 (41.3)
Drug resistant 117 (53.7
NA/not fitting 11 (5)

The proactive factor for seizure   
Lack of sleep 47 (21.6)
Stress 33 (15.1)
Non-compliance to ASMs 51 (23.4)
No specific reason 66 (30.3)
More than one factor 21 (9.6)

Brain MRI   
Normal 87 (39.9)
Abnormal 110 (50.5)
Not available/not done 21 (9.6)

ASMs=antiseizure medications; MRI=magnetic 
resonance imaging
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Finally, roughly half our patients (53.2%) had university 
or post-university degrees; however, 43.6% were 
unemployed. Table 1&2 shows the sociodemographic 
and clinical characteristics of the participants.

Clinical characteristics. In terms of subtype, 59.6% 
of participants had focal epilepsy and 36.7% had 
generalized epilepsy. Almost half the patients (42.2%) 
had epilepsy onset in adulthood, 40.8% reported having 
seizure episodes monthly, and 48.2% reported their 
cause of epilepsy being structural. Roughly two-thirds 
(61.5%) of participants used polytherapy and almost 
half (53.7%) were found to be drug-resistant. Finally, 
only 2.8% of participants had any comorbidities. 
Table 1&2 shows the socio-demographic and clinical 
characteristics of the participants.

The PSQI, ISI, and ESS scales. Seventy-five percent 
of patients demonstrated poor sleep quality, as measured 

Table 3 - Sleep quality in relation to daytime sleepiness and insomnia.

Sleep quality
Characteristics Total Good Poor P-Value Crude OR 95% CI

n (%) n (%) n (%)

ISI interpretation 

No insomnia 92 (42.2) 44 (80) 48 (29.4)
<0.0001

1

Subthreshold insomnia 82 (37.6) 10 (18.2) 72 (44.2) 6.60 3.03 14.37

Clinical insomnia 44 (20.2) 1 (1.8) 43 (26.4) 39.42 5.21 298.44

ESS interpretation

Normal 140 (64.2) 45 (81.8) 95 (58.3)
0.002

1

Average amount of DTS 39 (17.9) 8 (14.5) 31 (19) 1.84 0.78 4.31
May or should consider seek medical attention 39 (17.9) 2 (3.6) 37 (22.7) 8.76 2.02 37.98

CI = confidence interval; DTS-daytime sleepiness; ESS-Epworth Sleepiness Scale; ISI-Insomnia Severity Index; OR-odds ratio.

Table 4 - Correlations among sleep quality, daytime sleepiness, and 
insomnia (n = 218).

Characteristics PSQI total score ESS score ISI score
PSQI total score
Pearson Correlation 1 .329** .654**

Sig. (2-tailed) .000 .000
ESS score
Pearson Correlation .329** 1 .407**

Sig. (2-tailed) .000 .000
ISI score
Pearson Correlation .654** .407** 1
Sig. (2-tailed) .000 .000

Notes: ** Correlation is significant at p<.001, ESS-Epworth Sleepiness 
Scale; ISI-Insomnia Severity Scale; PSQI-Pittsburgh Sleep Quality 

Index

Figure 1 - Prevalence of poor sleep quality among patients with epilepsy 
using PSQI.

by the PSQI scale (mean score = 6.97 ± 3.29; Figure 1). 
Likewise, the mean score for ISI was 9.14 (± 6.18), 

indicating subclinical insomnia. We found that 42.2% 
of our participants did not have insomnia, 37.6% 
had subthreshold insomnia, and 17.9% and 2.3% 
had clinical insomnia of moderate and severe severity, 
respectively. 

Next, the mean score for ESS was 5.69 (±3.981), 
and we found that 64.2% of participants demonstrated 
normal sleep, 17.8% had an average amount of DTS, 
16.9% excessive sleepiness that may need medical 
attention, and 0.9% should seek medical attention for 
their significant DTS. 

Sleep quality, DTS, and insomnia. Among the 
participants with poor sleep quality, 29.4% had no 
insomnia, compared to 80% of the patients with good 
quality of sleep, indicating a significant difference 
(p<0.001). Roughly 26.4% of the patients with poor 



23    Neurosciences 2023; Vol. 28 (1)

Sleep quality, DTS & insomnia in epilepsy ... Alenizi et al

www.nsj.org.sa

of patients with poor sleep quality (22.7%) were found 
to seek medical attention, compared to only 3.6% of 
patients with good sleep quality. Significance values 
of subjective sleep quality compared with sample 
demographic and clinical characteristics are presented 
in Tables 1, 2 and 3.

Correlation among sleep quality, DTS, and 
insomnia. Table 4 shows the correlations among sleep 
quality, DTS, and insomnia using Pearson correlations. 
A statistically significant positive correlation was found 
between PSQI total and ESS scores (r=0.329, r2=0.106, 
p<0.001; Figure 4). Similarly, a positive and strong 
correlation was found between PSQI total and ISS 
scores (r=0.654, r2=0.428, p<0.001; Figure 2). Finally, 
a moderate and positive correlation was found between 
ISI and ESS scores (r=0.407, r2=0.166, p<0.001; Figure 
4).

Predictors of sleep quality. Tables 4 and 5 
demonstrate the regression analysis findings, revealing 
the risk factors of poor sleep quality. Patients with 
subthreshold insomnia were 6.60 times likely to 
report poor sleep quality compared to patients with no 
insomnia (OR=6.60; 95% CI: 3.03-14.37). Moreover, 
patients with clinical insomnia were 39.42 times likely 
to experience poor sleep quality compared to patients 
with no insomnia (OR=39.42; 95% CI: 5.21-298.44); 
however, 95% CIs were imprecise and wide. 

Similarly, patients with an average amount of 
DTS were 1.84 times likely to have poor quality sleep 
compared to patients with normal sleep (OR =1.84; 95% 
CI: 0.78-4.31) and patients who were recommended 
to seek medical attention were 8.76 times likely to 
experience poor quality sleep compared to patients 
with no insomnia (OR=8.76; 95% CI: 2.02-37.98); 
however, 95% CIs were imprecise and wide. Other 
factors such as education, employment, marital status, 
type of therapy, drug resistance, type of epilepsy, causes 
of epilepsy, frequency, and timing of seizure were not 
found to be risk factors of poor sleep quality in the 
bivariate analysis. 

The multivariable analysis (Table 5) found 3 
significant factors after adjusting for age, employment 
status, the onset of epilepsy, ASMs, and brain magnetic 
resonance imaging: seizure frequency, insomnia, and 
DTS. With respect to ISI interpretation, we found that 
patients with subthreshold and clinical insomnia were 
0.94 and 5.45 times likely to have poor quality sleep 
compared to patients with no insomnia, respectively 
(OR=0.94, 95% CI: 0.31-2.84; OR=5.45, 95% CI: 
1.02-29.14, respectively); however, 95% CIs were 
imprecise and wide. Similarly, we found that patients 
with an average amount of DTS were 6.84 times likely 

Table 5 - Risk factors of poor sleep quality among patients with 
epilepsy.

Age (years) AOR 95% CI

18 to 27 1   
28 to 38 1.353 0.523 3.504
39 to 49 0.497 0.117 2.102
50 to 60 5.715 0.808 40.443
Employment status    
Employed 1   
Retired 0.37 0.03 5.07
Unemployed 0.63 0.25 1.59
Student 1.03 0.29 3.60

Onset of epilepsy    
Infancy 1   
Childhood 3.47 0.81 14.94
Adolescent 0.82 0.19 3.56
Adulthood 1.88 0.47 7.50

Frequency of seizure    
Annually 1.00   
Monthly 2.51 1.00 6.25
Weekly 2.05 0.53 7.86
Daily 2.27 0.34 15.29
A long time ago or once 2.53 0.35 18.27

ASMs    
Monotherapy 1   
Polytherapy 0.64 0.28 1.49

Brain MRI    

Normal 1   
Abnormal 0.64 0.28 1.48
Not available /not done 1.67 0.46 6.08

ISI interpretation    
No insomnia 1   
Subthreshold insomnia 0.94 0.31 2.84
Clinical insomnia 5.45 1.02 29.14

ESS interpretation    
Normal 1   
The average amount of DTS 6.837 2.779 16.822
May or should consider medical 
attention 44.149 5.184 375.977
ASMs-antiseizure medications, AOR-adjusted odds ratio, CI-confidence 

interval, DTS-daytime sleepiness, ESS-Epworth Sleepiness Scale, ISI- 
Insomnia Severity Index, MRI-magnetic resonance imaging

quality had clinical insomnia as opposed to only 1.8% 
of the patients with good quality of sleep (p<0.001). 
Likewise, 58.3% of patients with poor quality of sleep 
were found to have normal sleep, compared to 81.8% 
of patients with good quality of sleep (p<0.002). 
Moreover, 18% of patients with poor sleep quality 
reported an average amount of DTS, compared to the 
14.5% of patients with good quality of sleep, indicating 
a significant difference. Similarly, a greater proportion 
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to have reduced sleep quality compared to patients with 
normal sleep (OR=6.84; 95% CI: 2.79-16.82). We 
also found that patients recommended to seek medical 
attention for their insomnia were 44.15 times likely to 
have poor quality sleep compared to patients with no 
insomnia (OR=44.15; 95% CI: 5.18-375.98); however, 
95% CIs were imprecise and wide. Finally, with respect 
to seizure frequency, we found that patients who had 
monthly seizure episodes were 2.51 times likely to have 
poor quality sleep compared to patients who had seizure 
episodes annually (OR=2.51; 95% CI: 1.00-6.25).

Discussion. In the current cross-sectional study, we 
aimed to estimate the occurrence of sleep disorders and 
their effects on sleep quality in patients with epilepsy, 
as well as the prevalence of DTS and insomnia in these 
patients and the risk factors of poor sleep quality. 

We found that 75% of participants reported 
poor sleep quality, with 37.6% having subthreshold 
insomnia, 17.8% having an average amount of DTS, 
and roughly 18% were recommended to seek medical 
attention. Compared with the existing literature, our 
sample demonstrated a relatively higher prevalence 

of insomnia (24.6-34% of patients in the previous 
research), but a comparable prevalence of excessive 
DTS (16.9-28% in previous research).11,28-30 Notably, 
one study conducted in India found that roughly 25% 
of patients with epilepsy suffer from sleep disorders.31 

While assessing the impact of socio-demographic, 
clinical characteristics, and sleep disturbances, we found 
that none of the socio-demographic and clinical factors 
(e.g., gender, comorbidities, education, employment 
status, type of therapy, drug resistance, type of epilepsy, 
and causes of epilepsy) significantly differed between 
poor and good sleepers.

Our analysis and findings regarding the lack of effect 
of socio-demographic and clinical factors are consistent 
with other studies conducted in different countries. 
Previously conducted studies have not found any 
differences in the quality of sleep by age, gender, or type 
of epilepsy.32-35 In addition, factors such as frequency of 
seizure, insomnia, and DTS were positively associated 
with poor quality of sleep (Table 5). 

We found positive relationships between excessive 
DTS and poor sleep quality and insomnia and poor 
sleep quality, suggesting that patients with epilepsy with 

Figure 2 - Epilepsy awareness score distribution among participants.
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insomnia and excessive DTS suffer from poor sleep 
quality. No relationship was found between ASMs and 
sleep quality, which is consistent with another study;36 
however, ASMs may still affect sleep quality. Some 
studies have demonstrated that DTS in patients with 
epilepsy may improve after reducing the frequency of 
ASMs and that older medications may negatively affect 
sleep compared to newer drugs.37-39

The current cross-sectional study is the first 
conducted in Saudi Arabia that has attempted to 
estimate the prevalence of poor sleep quality, DTS, and 
insomnia in patients with epilepsy. We administered 
reliable Arabic versions of well-validated assessments to 
estimate the prevalence of poor sleep quality, DTS, and 
insomnia in our participants; therefore, our findings may 
be comparable to studies conducted in other countries. 
the limitation of the present study is its cross-sectional 
nature; therefore, we cannot establish a relationship 
between factors such as insomnia and excessive DTS 
with poor sleep quality. Secondly, the 3 assessments 
that were used in our present study are subjective in 
nature and rely on participant responses; therefore, our 
findings may be biased due to the lack of objective sleep 
measures like polysomnography. Moreover, our sample 
size was relatively smaller than other studies, suggesting 
imprecise results for important factors of poor sleep 
quality. We recommend that more studies be conducted 
in different hospitals in Saudi Arabia with larger sample 
sizes, allowing results to be generalized to other study 
settings with a higher degree of confidence. We also 
did not assess the impact of sleep hygiene on sleep 
quality since we excluded patients who worked night 
shifts. Such factors may be important predictors of sleep 
quality and should be assessed in the future. Lastly, we 
included all patients with epilepsy and did not have a 
control group to which we could have compared the 
prevalence of insomnia and excessive DTS; however, 
our present study should be considered a foundation 
for future studies in Saudi Arabia.  

Conclusion. We found a relatively higher prevalence 
of poor sleep quality, insomnia, and excessive DTS 
in patients with epilepsy in Saudi Arabia. Almost 
two-thirds of the patients with epilepsy suffered from 
poor sleep quality, demonstrating a high prevalence. 
Factors such as seizure frequency, insomnia, and 
excessive DTS were found as significant and important 
risk factors of poor sleep quality in the present study. 
Although we did not find any differences in sleep quality 
by socio-demographic and clinical factors, it is possible 
that we may have missed some important factors due to 
our limited sample size. Therefore, future studies should 
clarify and explore this issue further.

Acknowledgment. We are grateful to Dr. Ali 
Alsaeed for participating in data collection, to the patients, 
their families, and the research center at KFMC for 
cooperation and support in this work. Also we would like 
to thank Elsevier for English language editing. 

References
  
  1. Chen NC, Tsai MH, Chang CC, Lu CH, Chang WN, Lai 

SL, et al. Sleep quality and daytime sleepiness in patients with 
epilepsy. Acta Neurol Taiwan 2011; 20: 249-256. 

  2. Al Rajeh S, Awada A, Bademosi O, Ogunniyi A. The prevalence 
of epilepsy and other seizure disorders in an Arab population: a 
community-based study. Seizure 2001; 10: 410-414. 

  3. Fiest KM, Sauro KM, Wiebe S, Patten SB, Kwon CS, Dykeman 
J, et al. Prevalence and incidence of epilepsy: A systematic 
review and meta-analysis of international studies. Neurology 
2017; 88: 296-303. 

  4. Nobili L, Beniczky S, Eriksson SH, Romigi A, Ryvlin P, Toledo 
M, et al. Expert Opinion: Managing sleep disturbances in 
people with epilepsy. Epilepsy Behav 2021; 124: 108341.

  5. Im HJ, Park SH, Baek SH, Chu MK, Yang KI, Kim WJ, et al. 
Associations of impaired sleep quality, insomnia, and sleepiness 
with epilepsy: A questionnaire-based case-control study. 
Epilepsy Behav 2016; 57: 55-59. 

  6. Unterberger I, Gabelia D, Prieschl M, Chea K, Hofer M, 
Hogl B, et al. Sleep disorders and circadian rhythm in epilepsy 
revisited: a prospective controlled study. Sleep Med 2015; 16: 
237-242. 

  7. Yazdi Z, Sadeghniiat-Haghighi K, Naimian S, Zohal MA, 
Ghaniri M. Prevalence of Sleep Disorders and their Effects on 
Sleep Quality in Epileptic Patients. Basic Clin Neurosci 2013; 
4: 36-41. 

  8. Bergmann M, Tschiderer L, Stefani A, Heidbreder A, Willeit 
P, Högl B. Sleep quality and daytime sleepiness in epilepsy: 
Systematic review and meta-analysis of 25 studies including 
8,196 individuals. Sleep Med Rev 2021: 101466.

  9. Bazil CW, Malow B. Sleep and epilepsy: the clinical spectrum . 
In: Daube JR, Mauguière F, editors. Handbook of Clinical 
Neurophysiology. 1st Ed. Stanford (USA): Elsevier Health 
Sciences; 2005. p. 281-291.

10. Bazil CW. Epilepsy and sleep disturbance. Epilepsy Behav 
2003; 4: S39-S45. 

11. Staniszewska A, Maka A, Religioni U, Olejniczak D. Sleep 
disturbances among patients with epilepsy. Neuropsychiatr Dis 
Treat 2017; 13: 1797-1803. 

12. Piperidou C, Karlovasitou A, Triantafyllou N, Terzoudi 
A, Constantinidis T, Vadikolias K, et al. Influence of sleep 
disturbance on quality of life of patients with epilepsy. Seizure 
2008; 17: 588-594. 

13. Fernandez-Mendoza J, Vgontzas AN. Insomnia and its impact 
on physical and mental health. Curr Psychiatry Rep 2013; 15: 
418. 

14. Mollayeva T, Thurairajah P, Burton K, Mollayeva S, Shapiro 
CM, Colantonio A. The Pittsburgh sleep quality index as a 
screening tool for sleep dysfunction in clinical and non-clinical 
samples: A systematic review and meta-analysis. Sleep Med Rev 
2016; 25: 52-73. 

15. Manzar MD, Jahrami HA, Bahammam AS. Structural validity 
of the Insomnia Severity Index: A systematic review and meta-
analysis. Sleep medicine reviews 2021; 60: 101531. 



26

Sleep quality, DTS & insomnia in epilepsy ... Alenizi et al

Neurosciences J 2023; Vol. 28 (1)  www.nsj.org.sa

16. Walker NA, Sunderram J, Zhang P, Lu SE, Scharf MT. Clinical 
utility of the Epworth sleepiness scale. Sleep Breath 2020; 24: 
1759-1765. 

17. Ahmed AE. Validation of Arabic versions of three sleep surveys. 
Qatar Med J 2014; 2014: 130-136. 

18. Ahmed AE, Fatani A, Al-Harbi A, Al-Shimemeri A, Ali YZ, 
Baharoon S, et al. Validation of the Arabic version of the 
Epworth sleepiness scale. J Epidemiol Glob Health 2014; 4: 
297-302. 

19. Al-Abri M, Al-Hamhami A, Al-Nabhani H, Al-Zakwani I. 
Validation of the arabic version of the epworth sleepiness scale 
in oman. Oman Med J 2013; 28: 454-456.

20. Attal BA, Al-Ammar FK, Bezdan M. Validation of the Arabic 
Version of the Epworth Sleepiness Scale among the Yemeni 
Medical Students. Sleep disorders 2020; 2020: 6760505. 

21. Hallit S, Haddad C, Hallit R, Al Karaki G, Malaeb D, Sacre 
H, et al. Validation of selected sleeping disorders related scales 
in Arabic among the Lebanese Population. Sleep and Biological 
Rhythms 2019; 17: 183-189. 

22. Albougami A, Manzar MD, Breathing. Insomnia severity 
index: a psychometric investigation among Saudi nurses. Sleep 
Breath 2019; 23: 987-996. 

23. Alharbi AS, Alshahrani SM, Alsaadi MM, Al-Jahdali HH, 
Wali SO, BaHammam AS. Sleep quality and insomnia during 
the COVID-19 lockdown among the Saudi public: A cross-
sectional study. Saudi Med J 2021; 42: 384-390.

24. Alomayri W, Alanazi N, Faraj F. Correlation Between Atopic 
Dermatitis and Sleep Quality Among Adults in Saudi Arabia. 
Cureus 2020; 12: e12051.

25. Darraj A, Mahfouz MS, Alsabaani A, Sani M, Alameer A. 
Assessment of sleep quality and its predictors among patients 
with diabetes in Jazan, Saudi Arabia. Diabetes Metab Syndr 
Obes 2018; 11: 523-531. 

26. Suleiman KH, Yates BC. Translating the insomnia severity 
index into Arabic. J Nurs Scholarsh 2011; 43: 49-53. 

27. Al Maqbali M, Hughes C, Gracey J, Rankin J, Dunwoody 
L, Hacker E. Validation of the Pittsburgh sleep quality index 
(PSQI) with Arabic cancer patients. Sleep Biological Rhythms 
2020; 18: 217-223.

28. Herrera CP. Total sleep time in Muslim football players is 
reduced during Ramadan: a pilot study on the standardized 
assessment of subjective sleep-wake patterns in athletes. J 
Sports Sci 2012; 30: S85-S91. 

29. Buysse DJ, Reynolds CF, 3rd, Monk TH, Berman SR, Kupfer 
DJ. The Pittsburgh Sleep Quality Index: a new instrument 
for psychiatric practice and research. Psychiatry Res 1989; 28: 
193-213. 

30. Khatami R, Zutter D, Siegel A, Mathis J, Donati F, Bassetti 
CL. Sleep-wake habits and disorders in a series of 100 adult 
epilepsy patients--a prospective study. Seizure 2006;15(5):299-
306. 

31. Turaga S, Soanpet P, Manikinda J, Kohat AK, Davidi SR. 
Observational study of prevalence of sleep disorder in patients 
with epilepsy. International Journal of Epilepsy 2016; 3: 20-23.

32. Moser D, Pablik E, Aull-Watschinger S, Pataraia E, Wober C, 
Seidel S. Depressive symptoms predict the quality of sleep in 
patients with partial epilepsy--A combined retrospective and 
prospective study. Epilepsy Behav 2015; 47: 104-110. 

33. Guerrico IA, Parra BG, Lluis P, Royo I, Isabel F, Rocamora R. 
Sleep quality in drug resistant epilepsy patients. Sleep Medicine 
2013; 14: e238.

34. Carrion MJ, Nunes ML, Martinez JV, Portuguez MW, da 
Costa JC. Evaluation of sleep quality in patients with refractory 
seizures who undergo epilepsy surgery. Epilepsy Behav 2010; 
17: 120-123. 

35. Klobucnikova K, Kollar B, Martiniskova Z. Daytime sleepiness 
and changes of sleep architecture in patients with epilepsy. 
Neuro Endocrinol Lett 2009; 30: 599-603. 

36. Ramsay RE, Wilder BJ, Berger JR, Bruni J. A double-blind 
study comparing carbamazepine with phenytoin as initial 
seizure therapy in adults. Neurology 1983; 33: 904-910. 

37. Theodore WH, Porter RJ. Removal of sedative-hypnotic 
antiepileptic drugs from the regimens of patients with 
intractable epilepsy. Ann Neurol 1983; 13: 320-324. 

38. Legros B, Bazil CW. Effects of antiepileptic drugs on sleep 
architecture: a pilot study. Sleep Med 2003; 4(1): 51-55. 

39. Foldvary N, Perry M, Lee J, Dinner D, Morris HH. The effects 
of lamotrigine on sleep in patients with epilepsy. Epilepsia 
2001; 42: 1569-1573. 


