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Table 3—Multiple Linear Regression Analyses: Contribution of Single Co-Variates to the SF-36 Scales Score by Diagnostic Groups

NA with CA

NA without CA IHS without LST

Standardized i p value

PF

gender

age

disease duration

ES

R.'
RP

gender

age

discase duration

ESS

age
disease duration
ESS
R!
GH
gender
ﬂgl:
disease duration
ESS
R:
VT
gender
age
disease duration
ESS
R!
SF
gender
age
disease duration
ESS
R:
RE
gender
age
disease duration
ESS
R!
MH
gender
nge
disease duration
ESS
R:

Standardized f

p value Standardized fi p value

0.017
0.007
0.551

g

NA, narcolepsy; CA, lexy: THS, idiog

p

hypersomnia; LST, long sleep time; ESS, Epworth Sleepiness Scale. PF, physical health; RP,

role physical; BP, bodily pain; GH, general health; VT, vitality; SF, social functioning; RE, role emotional; and MH, mental health. Standard-
ized P, Standardized regression coefficietnt. R?, Coefficient of determination.

at baseline without medication in a clinical trial of modafinil, and
showed that RP, VT, SF, and RE were significantly impaired in
this group compared to the general US population. However,
these studies did not focus on diagnostic categories (particularly
the presence or absence of cataplexy in narcolepsy and idiopathic
hypersomnia with or without long sleep time). The present study
is the first to compare the HRQOL of consecutive drug-naive
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patients with hypersomnias of central origin—divided into NA
with CA, NA without CA, and IHS without LST—with national
normative data, and to investigate the factors influencing the
HRQOL in each diagnostic group.

Inthe present study, drug-naive patients within the categories of
hypersomnias of central origin, showed all domains of HRQOL to
be significantly poorer than those of the Japanese population norm
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Table 4—Correlation Between the Descriptive Variables and the Involvement of Automobile Accidents or Near-Miss Incidents Among the
Subject Patients Having Usual Driving Habits, as Assessed by Logistic Regression Analysis

Crude

Adjusted

OR 95%C1
gender

male

female
age

for every increase of one year
disease duration

for every increase of one year
diagnosis

IHS without LST

NA with CA

NA without CA
ESS score

0-10

In-15

16 -24

0.36-2.17
0.97-1.08

0.98-1.10

0.31-3.27

4.25
12.06

0.85-10.58

0.76-23.81
2.12-68.54

p value OR 95%Cl p value

0.64 0.22-1.90

1.01 0.92-1.10

1.03 0.95-1.13

1.74
1.00

0.40-7.57
0.27-3.69

468
14.63

0.66=33.06
1.97-108.67

n.s.
0.005

n.s.

0.009

OR, odds ratio; 95% CI, 95% confidence interval. NA, narcolepsy; CA,

Epworth Sleepiness Scale. n = 80

except for PF and BP. Interestingly, the present study showed that
the HRQOL profile did not differ statistically among the 3 diag-
nostic groups, although patients with NA with CA presented more
severe sleepiness than the other groups, demonstrated on both
ESS score and mean sleep latency on MSLT. The severity of sub-
jective sleepiness was significantly associated with RP only in the
group of patients with NA with CA, but was not associated with
any HRQOL domains in the total patient group. These findings
suggest that the severity of subjective sleepiness does not act as a
main factor for the decrease of HRQOL. The HRQOL profile of
the group of NA with CA decreased in a fashion similar to that of
the NA without CA group. Vignatelli et al. demonstrated that cata-
plexy did not show any correlation with SF-36 scales among pa-
tients with narcolepsy. These findings might indicate that the pres-
ence of cataplexy is unlikely to have an impact on the HRQOL
among narcolepsy groups.

In our results, only disease duration was positively correlated
with the MH among the total subjects. When multiple linear re-
gression analyses were conducted in each diagnostic category, this
tendency was significant in patients with NA without CA. This
finding is in line with the previous report in which disease dura-
tion positively influenced the RP and the RE among drug-naive
patients with narcolepsy.” Considering that the illness remains sta-
ble for several years in the majority of patients with narcolepsy,”
prolongation of morbidity might bring patients certain kinds of
coping skills to manage disadvantage with the disorder.

The present study could not find common factors responsible
for the decrease of SF-36 domains among 3 diagnostic groups,
even in SF-36 scale scores which showed clearly lower values
than that of the general population. We speculate that the de-
crease of HRQOL could be attributed to psychological, social,
and environmental factors, such as lifestyle or social support
rather than subjective sleepiness.

Several studies have reported on the risk of automobile acci-
dents in patients with narcolepsy or idiopathic hypersomnia.'*****
In the present study, 55% of current drivers had at least one au-

cataplexy; [HS, idiopathic hypersomnia; LST, long sleep time; ESS,

which 20% to 49% of current drivers with hypersomniaincluding
narcolepsy or idiopathic hypersomnia had accidents, and 54% to
74% had near-miss incidents due to sleepiness.” Early diagnosis
and treatment of patients with hypersomnias of central origin is
imporiant in prevention of automobile accidents. In the present
study, multiple logistic analyses revealed that severe EDS was
an independent factor for the experience of accidents while driv-
ing. Further studies are needed 1o determine whether effective
treatment of hypersomnia reduces the occurrence of automobile
accidents among the patients of this category.

In our results, the experience of automobile accidents or near-
miss incidents was not associated with any SF-36 scale scores
among the current drivers with hypersomnia. This finding might
indicate that accidents and/or near-miss incidents themselves
do not act as a associated factor for the deterioration of HRQOL
among the participants with hypersomnia. However, it is pos-
sible that automobile accidents of our patients were not suffi-
ciently serious to cause persistent damage to physiological and/
or mental function of the participants. In addition, we should
consider the possibility that those who died in an accident or
those who had serious handicaps due to injuries in crashes were
not included in the present study.

In conclusion, the present study demonstrated impairment in the
mental component but not the physical component of the HRQOL
among drug-nalve patients with hypersomnias of central origin.
The impact on the magnitude of impairment of HRQOL was not
different among the disease categories. The aggravation of the se-
verity of subjective sleepiness was significantly associated with
the increased risk of automobile accidents. Our findings strongly
support the necessity of early treatment of patients with hypersom-
nia. Further prospective study on larger samples should be done to
establish the strategies for both improving HRQOL and preventing
automobile accidents among the patients of this category.

ABBREVIATIONS

tomobile accident or near-miss incident in the last 5 years. This HRQOL health-related quality of life
finding is comparable to a study reported by Aldrich et al. in  SF-36 36-item short form health survey
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1CSD-2 2nd edition of the International Classifica-
tion of Sleep Disorders

NA with CA narcolepsy with cataplexy

NA without CA  narcolepsy without cataplexy

IHS without LST  idiopathic hypersomnia without long sleep
time

MLST multiple sleep latency test

SOREMP sleep onset rapid eye movement period

ESS Epworth Sleepiness Scale

ANOVA analysis of variance

PF physical functioning

RP role limitations due to physical problems

RE role limitations due to emotional problems

SF social functioning

MH mental health

vT energy/vitality

BP bodily pain

GH general health perceptions
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