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Abstract
Objective—To evaluate sleep quality in patients with chronic rhinosinusitis (CRS) using a
validated outcome measure and compare measures of CRS disease severity with sleep
dysfunction.

Study Design—Cross-sectional evaluation of a multi-center cohort

Methods—Patients with CRS according to the 2007 Adult Sinusitis Guidelines were
prospectively enrolled from four academic, tertiary care centers across North America. Each
subject completed the Pittsburgh Sleep Quality Index (PSQI) instrument, in addition to CRS-
specific measures of quality-of-life (QOL), endoscopy, computed tomography (CT), and olfaction.
Patient demographics, comorbid conditions, and clinical measures of disease severity were
compared between patients with “good” (PSQI; ≤ 5) and “poor” (PSQI; >5) sleep quality.

Results—Patients (n=268) reported a mean PSQI score of 9.4(range: 0–21). 75.0% of patients
reported PSQI scores above the traditional cut-off indicating poor sleep quality. Patients with poor
sleep quality were found to have significantly worse QOL scores on both the Rhinosinusitis
Disability Index (p<0.001) and 22-item Sinonasal Outcome Test (p<0.001). No significant
differences in average endoscopy, CT, or olfactory function scores were found between patients
with good or poor sleep quality. Tobacco smokers reported worse average PSQI total scores
compared to non-smokers(p=0.030). Patients reporting poor sleep were more likely to have a
history of depression, even after controlling for gender (p=0.020).

Conclusion—The majority of patients with CRS have a poor quality of sleep as measured by the
PSQI survey. Poor sleep quality is significantly associated with CRS-specific QOL, gender,
comorbid depression, and tobacco use but not CT score or endoscopy grade.
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INTRODUCTION
Very little is known about sleep quality in patients with chronic rhinosinusitis (CRS).
Although prior studies suggest that sleep-related complaints may be common, few
investigations have explored sleep quality beyond single questions. From a pathophysiologic
standpoint, sleep impairment in CRS remains highly plausible and could be related to many
factors including nasal obstruction, depression, gender, pain, direct neural signaling, or by
systemic or local neural-immune signaling via pro-inflammatory somnogenic cytokines.1–6

Consistent poor sleep can have staggering impacts on an individual’s performance, overall
quality-of-life (QOL), and even mortality. Given that upwards of 13% of adults in the
United States have CRS7, sleep dysfunction would have important implications for patients,
physicians, and public policymakers alike.

The goal of this study was to evaluate sleep quality in a multi-institutional cohort of patients
with CRS utilizing a validated sleep assessment instrument. Differences in demographics,
comorbid conditions, clinical measures of disease severity, and disease-specific QOL were
compared between those patients with normal and reduced sleep quality.

METHODS
Patient Population and Data Collection

Adult patients (≥18 years) with CRS were enrolled into an ongoing prospective,
observational cohort investigation within four, academic, tertiary rhinology practices
including: Oregon Health & Science University (Portland, OR.), the Medical University of
South Carolina (Charleston, SC.), University of Calgary (Calgary, Alberta, Canada), and
Stanford University (Palo Alto, CA.). Study subjects underwent standard clinical
examinations consisting of physical evaluations, computed tomography (CT) imaging of the
coronal plane, and bilateral sinonasal endoscopy.

Inclusion criteria consisted of a current diagnosis of symptomatic, refractory CRS as defined
by the 2007 Adult Sinusitis Guidelines8, previous treatment with oral, broad spectrum or
culture directed antibiotics (≥2 weeks) and either topical nasal corticosteroid sprays (≥3
weeks) or a five-day trial of systemic steroid therapy. Patients were required to complete all
study questionnaires and provide informed consent in English. The Institutional Review
Board at each site monitored and approved all investigational protocols.

Patients were asked to provide demographic, social, and medical history data including: age,
gender, current tobacco use, nasal polyposis, depression, asthma, allergies (either patient
history, confirmed skin prick, or radioallergosorbent testing), acetylsalicylic acid (ASA)
intolerance, cystic fibrosis, and history of prior sinus surgery. Patients diagnosed with a
current exacerbation of recurrent acute sinusitis were excluded from final analyses. Patients
diagnosed with obstructive sleep apnea by either testing or via medical history (n=34) were
also excluded from all patients enrolled between February, 2011 and September, 2012.

Measurement of Sleep Quality
All patients completed the Pittsburgh Sleep Quality Index (PSQI) at enrollment with the
assistance of a trained research assistant. The PSQI is an 18-item, self-reported measure of
sleep quality and duration during the four week time period preceding survey completion.
The PSQI yields seven component or sub-domain scores. Sub-domain component scores
(range:0–3) are assessed using a publicly available scoring algorithm and summarized to
obtain a total score (range:0–21). Higher PSQI scores suggest greater sleep disturbance. A
PSQI score ≤5 is considered “good” sleep quality whereas a score >5 is associated with
“poor” sleep quality.3
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Disease-Specific Quality of Life Measures
Study participants also completed two CRS-specifics QOL instruments: the Rhinosinusitis
Disability Index (RSDI) and the 22-item Sinonasal Outcome Test (SNOT-22). The RSDI
(range: 0–120) is a 30-item, disease-specific survey instrument consisting of three subscales
that evaluate the impact of CRS on a patient’s physical (range: 0–44), functional (range: 0–
36), and emotional (range: 0–40) subdomains.9 Higher sub-domain and total scores indicate
greater impacts of chronic sinonasal disease. The SNOT-22 is a validated, treatment
outcome measure applicable to chronic sinonasal conditions (range: 0–110). Lower total
scores on the SNOT-22 suggest better QOL and symptom severity.10 These two instruments
were chosen because they capture CRS-specific health impacts in a complementary fashion.
The enrolling physicians at each site were blinded to all survey responses for the study
duration.

Disease Severity Measures
Computed tomography images were evaluated and staged in accordance with the Lund-
Mackay bilateral scoring system (range: 0–24) where higher scores represent higher severity
of disease.11 Endoscopic exams were scored using the Lund-Kennedy endoscopy staging
system (range: 0–20) where higher scores represent worse disease severity.12 This staging
system quantifies the bilateral severity of nasal polyposis, discharge, edema, scarring, and
crusting. All visualizations were scored by the enrolling physician at each site at the time of
enrollment.

Olfactory function was measured at the initial enrollment period using The Brief Smell
Identification Test (B-SIT; Sensonics,Inc., Haddon Heights,NJ). The B-SIT is a validated
12-item, standardized, non-invasive quantitative test of olfactory function that employs 12
microencapsulated odorant strips in a “scratch-‘n-sniff” format (range: 0–12) with higher
scores indicating a better sense of smell. Complete B-SIT scores ≥ 9 are defined as “normal”
for healthy males and females of all ages.13

Statistical Analysis
Statistical comparisons were performed using a commercially available statistical software
(SPSS ver.21, IBM Corp., Chicago, IL). Descriptive analytics (means, standard deviations
(SD), frequencies, and ranges) were completed for demographic variables, clinical measures
of CRS disease severity, and sleep quality data. Assumptions of normality and linearity were
verified for continuous measures using graphical analysis. Two-tailed independent sample t-
tests and Mann-Whitney U tests were used to evaluate differences between sleep quality
subgroups and patient characteristics where appropriate. Pearson’s chi-square tests were
used to evaluate frequency differences in sleep quality subgroups. Due to the ordinal nature
of the PSQI sub-domain scores, we used Spearman’s correlation coefficient (rs) to evaluate
nonparametric bivariate correlations between all clinical measures of disease severity and
PSQI total and sub-domain scores. Simple logistic regression was utilized to identify and
adjust for significant, independent cofactors or effect modification associated with poor
sleep quality and to identify possible collinear measures. Crude and adjusted odds ratios
(OR) with corresponding 95% confidence intervals (CIs) are reported where appropriate.

RESULTS
A total of 268 patients completed all eligibility requirements for study enrollment including
the PSQI questionnaire. Patients with CRS reported a mean PSQI total score of 9.4(4.4) with
range 0 – 21. The breakdown of PSQI sub-domain and PSQI total scores by patient
characteristic is provided in Table 1. Females reported significantly worse total PSQI scores
compared to men. In addition, patients with depression reported worse PSQI scores
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compared to those patients without a history of depression. Patients who currently smoked
had worse PSQI total mean scores compared to non-smokers.

Each patient’s sleep condition was evaluated and dichotomized into those reporting “poor”
(n=201;75.0%) and “good” (n=67;25.0%) sleep quality. Demographic and patient
characteristics are outlined in Table 2 stratified by severity of sleep impairment. There was a
higher prevalence of poor sleep quality in women than men (58.7% vs. 41.3%) and
depression was found to be more prevalent in patients reporting poor sleep quality.

Disease Severity as Measured by Endoscopy, CT, and B-SIT
The mean Lund-Kennedy endoscopy score for the patient group with poor sleep was
6.4(4.1) and ranged 0–20, while the mean Lund-Mackay CT score was 12.2(5.7) and ranged
1–24. Mean olfactory function B-SIT scores were 9.2(3.1) and ranged 1–12. Bivariate
analysis found no significant differences (p≥0.190) in mean endoscopy, CT, or olfactory
function B-SIT scores between patients reporting good sleep quality and poor sleep quality
(Table 3).

Disease Severity as Measured by QOL Instruments
Disease-specific QOL scores as measured by the RSDI and SNOT-22 instruments are
reported in Table 4. Patients with poor sleep quality reported significantly worse scores on
both the total RSDI and all sub-domains of the RSDI as compared to those with good sleep
quality. In addition, subjects with poor sleep quality reported significantly worse average
SNOT-22 scores as compared to those patients reporting good sleep quality.

Moderate correlation coefficients were found between PSQI total scores and both the RSDI
total (rs=0.54;p<0.001) and SNOT-22 total scores (rs=0.63;p<0.001;Table 5). Furthermore,
weak and moderate correlations were found between the RSDI and SNOT-22 total scores
and all sub-domains of the PSQI. No significant correlations were found between PSQI
measures and other measure of disease severity such as CT, endoscopy, or olfactory function
scores, with the exception of a weak correlation between PSQI sleep medication sub-domain
score and CT score (rs=0.15;p=0.012). Both the RSDI physical sub-domain and SNOT-22
instruments contain specific survey items directly pertaining to sleep quality and function
which may, at least in part, account for the significant associations with the PSQI survey
instrument. Removal of these survey items did not fundamentally change the correlation
between total scores from the PSQI and RSDI (rs=0.53;p<0.001) or SNOT-22
(rs=0.55;p<0.001) instruments.

Logistic Regression Modeling for Poor Sleep Prevalence
Due to the fact that we found a higher prevalence of female subjects with a history of
depression (23.1%) compared to male subjects (12.4%) and a higher prevalence of females
reported poor sleep quality (80.3%) compared to males (68.6%), we used simple logistic
regression modeling to further assess the relationship between these patient cofactors and
sleep quality. A history of depression (OR:3.48, 95% CI: 1.32, 9.17;p=0.012) and gender
(OR:1.86, 95% CI: 1.07, 3.26;p=0.029) were both found to be an independent risk factors
for poor sleep quality in patients with CRS. After adjusting for gender prevalence,
depression was still a significant independent predictor of poor sleep quality (OR:3.19, 95%
CI: 1.20, 8.48;p=0.020). Furthermore, worse total RSDI scores and SNOT-22 score were
independently associated with worse sleep outcomes (p<0.001), however collinearity was
found between both QOL measures and our clinical measure of depression, a trend similarly
identified in previous investigations.6 Ultimately, QOL measures were strongly associated
with worse PSQI total scores after controlling for depression.

Alt et al. Page 4

Laryngoscope. Author manuscript; available in PMC 2014 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



DISCUSSION
Patients with CRS reported impaired quality of sleep across all subdomains of the PSQI
survey with the majority of patients reporting PSQI scores above the traditional cut-off
indicating poor sleep quality. Patients reporting poor sleep were more likely to have
comorbid depression compared to patients reporting good sleep quality, and this difference
persisted after controlling for gender. Significantly worse sleep was also found in patients
who were current smokers. Poor sleep quality was significantly correlated with CRS-
specific QOL as measured by both the RSDI and the SNOT-22 instruments, even after
eliminating sleep-related questions from these instruments. No significant differences in
endoscopy score, CT, or olfactory function were found between patients with good or poor
sleep quality. These significant findings persisted after excluding those patients diagnosed
with obstructive sleep apnea from the analysis.

This study suggests that patients with symptomatic CRS have a high prevalence of
pathological sleep dysfunction, much greater than that typically identified in the general
population (15–35%).14 These findings coincide with previous studies which have suggested
that sleep may be impaired in patients with CRS. Sleep dysfunction is common in other
chronic diseases, including but not limited to, fibromyalgia,15 rheumatoid arthritis,16,17

ankylosing spondylitis,18 myasthesia gravis,19 multiple sclerosis,20 and cystic fibrosis.21,22

However, the prevalence of sleep dysfunction in our cohort was greater than that typically
identified by the PSQI in these chronic disease populations(range: 50–59%).

Reduced quality of sleep is likely multifactorial in patients with CRS and may be due in part
to gender or depression. There is a strong established correlation between sleep disorders
and depression2, with depressed patients reporting diminished sleep quality.20 Both
depression and sleep disorders have been found to be more prevalent in women. Poor sleep
quality has been shown to be highly prevalent in women measured both subjectively and
objectively.3,21 Depression has been found to be a common comorbidity in patients with
CRS with a prevalence as high as 25%23,24 and with associated worse disease-specific
QOL.25 We found that women with CRS report worse sleep quality. Therefore, due to the
fact there was a higher prevalence of depression and reported poor sleep quality in females,
logistic regression modeling was performed, which demonstrated that a history of
depression is an independent risk factor for poor sleep quality after controlling for gender.
Disturbed sleep may ultimately reveal a link in this complex two-way relationship between
female patients with depression and CRS.

Smoking has been associated with delayed sleep onset, nighttime arousals, and daytime
sleepiness,26 while cessation can improve quality of sleep.27 Objective measures of sleep
using polysomnography found that smoking was independently associated with sleep
fragmentation.28,29 Nicotine consumption increases vigilance, sleep latency and
fragmentation, and daytime sleepiness, while decreasing sleeping time, slow wave sleep
with reduced sleep efficiency.29 Additionally, nicotine replacement therapy given for
smoking cessation causes disturbed sleep.30 Several important factors related to smoking
besides nicotine consumption include nasal irritation, nasal congestion, increased airway
resistance and reduced inspiratory flow,31 which may be contributing to sleep disordered
breathing in our patient population. Our data adds to the current literature further suggesting
smoking is associated with poor sleep quality. However, questions still remain unanswered
by these findings. Further studies need to be done to determine the mechanism by which
smoking and/or nicotine affects sleep quality in patients with CRS. Ultimately nicotine
concentrations peripherally and centrally need to be evaluated and correlated with objective
sleep measures.
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Subjective QOL and sleep quality is reduced in many chronic diseases16–18,20–22,32 and
results of prior studies suggest that quality of sleep seems to play a primary role impairing
overall QOL. Furthermore, poor sleepers have a higher prevalence of chronic disease
severity, with sleep quality directly relating to disability.22 In stable heart failure patients,
sleep quality is related to the severity of heart failure, as classified by the New York Heart
Association,33 and the global PSQI has been shown to be an independent predictor of
QOL.20 We found that patients with worse disease-specific QOL as measured by the RSDI
and the SNOT-22 correlated significantly with subjective sleep quality. However, in our
cohort poor sleep quality was not found to be associated to disease severity as measured by
endoscopy, CT score, or olfactory function. This is consistent with prior published work that
has repeatedly demonstrated no association between CRS disease severity, CT score, or
endoscopy scores. It is unknown if improving disease-specific QOL or disease severity can
improve sleep quality. The relationship between disease severity, QOL and poor sleep is
likely bidirectional; disability predicts worse sleep and worse sleep may be a predictor of
QOL.

It can be hypothesized that nasal obstruction contributes to sleep dysfunction in CRS
patients by impairing nasal airflow and promoting sleep disordered breathing. Prior studies
have shown that nasal polyps are associated with nasal obstruction and sleep impairment
with a 2-fold higher risk ratio of sleep disturbances.1,34 As such, patients with CRS with
nasal obstruction due to nasal polyposis had significant decrease in mean value of excessive
daytime sleepiness, measured by Epworth Sleepiness Scale (ESS)35 following surgery;
however, no change was seen in the apnea hyponea index measured by polysomnogram.
This suggests impaired nasal airflow may not be the sole determinant of sleep quality in
patients with CRS. We similarly found no difference in sleep quality between patients with
and without nasal polyposis. We did not however objectively measure nasal airflow, and
thus it is not assured that patients with polyps had poorer airflow as compared to those
without polyps.

There have been many plausible hypotheses concerning the pathophysiology of sleep in both
health and disease. Our study demonstrates that sleep quality is diminished in patients with
CRS, but the underlying etiology and pathophysiology of this sleep dysfunction is unknown.
We posit that sleep function is regulated in the central nervous system (CNS) by highly
interconnected neuronal groups that are characterized by altered input-output signaling as
proposed by Krueger et al.36 This is controlled via local signaling by growth factors and
cytokines, which can influence neurons to adjust, and even change, the input-output
properties of the neuronal groups, both in sleep centers and in the cortex of the CNS.
Interestingly, CRS is a chronic inflammatory disease associated with changes in cytokines,
their receptors, and downstream products. Cytokines up-regulated by infection or
inflammation induce sickness behavior including but not limited to increased sleep, via
signaling through the hypothalamic-pituitary-axis.37 In humans, sleep loss and altered pro-
inflammatory cytokine levels are associated but not limited to fatigue,38,39 pain,40

depression,41 impaired cognition,42 and memory.43 There is evidence linking pro-
inflammatory cytokines such as TNF-α and IL1-β in CRS and sleep regulation.44 The
mechanisms by which systemic inflammatory cytokines might signal the central nervous
system in patients with CRS is unknown; although preliminary evidence suggests they may
act in the brain to stimulate sleep through stimulation or alteration of afferent transmission,
transport across the blood brain barrier, altering the level or activity of another substance
that signals the brain, and/or direct passage across the blood-brain barrier.45,46 The fact that
cytokines act in the brain to induce physiological adaptations may begin to help explain the
pathophysiology of CRS and commonly associated pathologies including depression,
fatigue, impaired cognition, memory and sleep disturbance. Additional inquiries into the
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associations between sleep and sleep regulatory substances, and how they signal the CNS in
patients with CRS, should give us insight into the pathophysiology of sleep dysfunction.

The strengths of this study include its prospective, multi-institutional design, and utilization
of a validated instrument to assess sleep dysfunction. However, patients were enrolled from
tertiary rhinology practices and care should be taken fully extrapolating these findings to all
patients with CRS. The PSQI has not been specifically validated for patients with CRS
although it has been validated in mixed-age healthy controls, older men, patients with major
depression, and sleep clinic patients.3,47,48 The associations between the PSQI, the ESS, and
objective measures are still unclear.48,49 The PSQI does not always positively correlate to
polysomnography-measured sleep22,50 or daytime sleepiness as measured by ESS.21

Similarly, the ESS does not always correlate to objective instruments of sleep dysfunction.51

CONCLUSION
Patients with CRS have a high prevalence of poor sleep quality as measured by the PSQI
survey. Poor sleep quality is significantly associated with CRS-specific QOL, depression,
and tobacco use, but does not correlate to disease severity as measured by endoscopy or CT
staging. Sleep dysfunction should be considered in patients with CRS, along with the
potential contributions from depression and tobacco. Future studies are needed to further
elucidate both the etiology and pathophysiology of sleep dysfunction in patients with CRS.

Acknowledgments
The authors wish to thank Dr. Peter H. Hwang, Dr. Luke Rudmik, and Dr. Rodney J. Schlosser for their ongoing
dedication to subject recruitment and enrollment in this multi-institutional cohort. We also wish to think Lindsay
Wyant, PA, for providing clinical assistance and data consultation throughout the study duration.

Financial Disclosure: Zachary M. Soler, MD, MSc, Jess C. Mace, MPH, and Timothy L. Smith, MD, MPH are
supported by a grant from the National Institute on Deafness and Other Communication Disorders (NIDCD), one of
the National Institutes of Health, Bethesda, MD. (2R01 DC005805; PI: T.L. Smith). Public clinical trial registration
(http://www.clinicaltrials.gov) ID#NCT01332136. Timothy L. Smith, MD is also a consultant for Intersect ENT
(Palo Alto, CA.) which is not affiliated in any way with this investigation.

REFERENCES
1. Serrano E, Neukirch F, Pribil C, et al. Nasal polyposis in France: impact on sleep and quality of life.

J Laryngol Otol. 2005; 119(7):543–549. [PubMed: 16175980]

2. Tsuno N, Besset A, Ritchie K. Sleep and depression. J Clin Psychiatry. 2005; 66(10):1254–1269.
[PubMed: 16259539]

3. 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(2):193–213.
[PubMed: 2748771]

4. Pieh C, Geisler P, Hajak G. Pain and sleep disorders. MMW Fortschr Med. 2012; 154(15):61–63.
[PubMed: 22997943]

5. Opp MR, Obal F Jr, Krueger JM. Interleukin 1 alters rat sleep: temporal and dose-related effects.
Am J Physiol. 1991; 260(1 Pt 2):R52–R58. [PubMed: 1992828]

6. Otto BA, Wenzel SE. The role of cytokines in chronic rhinosinusitis with nasal polyps. Curr Opin
Otolaryngol Head Neck Surg. 2008; 16(3):270–274. [PubMed: 18475084]

7. Pleis JR, Ward BW, Lucas JW. Summary health statistics for U.S. adults: National health interview
survey. 2009. Vital Health Stat 10. 2010; 249:1–207. [PubMed: 21905346]

8. Rosenfeld RM, Andres D, Bhattacharyya N, et al. Clinical practice guidelines: adult sinusitis.
Otolaryngol Head Neck Surg. 2007; 137:S1–S31. [PubMed: 17761281]

9. Benninger MS, Senior BA. The development of the rhinosinusitis disability index. Arch Otolaryngol
Head Neck Surg. 1997; 123:1175–1179. [PubMed: 9366696]

Alt et al. Page 7

Laryngoscope. Author manuscript; available in PMC 2014 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.clinicaltrials.gov


10. Hopkins C, Gillett S, Slack R, et al. Psychometric validity of the 22-item Sinonasal Outcome Test.
Clin Otolaryngol. 2009; 34(5):447–454. [PubMed: 19793277]

11. Lund VJ, Mackay IS. Staging in rhinosinusitis. Rhinology. 1993; 31(4):183–184. [PubMed:
8140385]

12. Lund VJ, Kennedy DW. Staging in rhinosinusitis. Otolaryngol Head Neck Surg. 1997; 117(3 Pt
2):S35–S40. [PubMed: 9334786]

13. Doty, R. The Brief Smell Identification Test Administration Manual. Haddon Heights, NJ:
Sensonics Inc.; 2001.

14. Eddy M, Walbroehl GS. Insomnia. Am Fam Physician. 1999; 59(7):1911–1916. 1918. [PubMed:
10208709]

15. Ulus Y, Akyol Y, Tander B, et al. Sleep quality in fibromyalgia and rheumatoid arthritis:
associations with pain, fatigue, depression, and disease activity. Clin Exp Rheumatol. 2011;
29(Suppl 69)(6):S92–S96. [PubMed: 22243555]

16. Omachi TA. Measures of sleep in rheumatologic diseases: Epworth Sleepiness Scale (ESS),
Functional Outcome of Sleep Questionnaire (FOSQ), Insomnia Severity Index (ISI), and
Pittsburgh Sleep Quality Index (PSQI). Arthritis Care Res. 2011; Suppl 11(63):S287–S296.

17. Wells GA, Li T, Kirwan JR, et al. Assessing quality of sleep in patients with rheumatoid arthritis. J
Rheumatol. 2009; 36(9):2077–2086. [PubMed: 19738217]

18. Batmaz I, Sariyildiz MA, Dilek B, et al. Sleep quality and associated factors in ankylosing
spondylitis: relationship with disease parameters, psychological status and quality of life.
Rheumatol Int. In press.

19. De Lapiscina EH, Aguirre ME, Blanco TA, Pascual IJ. Myasthenia gravis: sleep quality, quality of
life, and disease severity. Muscle Nerve. 2012; 46(2):174–180. [PubMed: 22806365]

20. Merlino G, Fratticci L, Lenchig C, et al. Prevalence of 'poor sleep' among patients with multiple
sclerosis: an independent predictor of mental and physical status. Sleep Med. 2009; 10(1):26–34.
[PubMed: 18207453]

21. Jankelowitz L, Reid KJ, Wolfe L, et al. Cystic fibrosis patients have poor sleep quality despite
normal sleep latency and efficiency. Chest. 2005; 127(5):1593–1599. [PubMed: 15888833]

22. Milross MA, Piper AJ, Norman M, et al. Subjective sleep quality in cystic fibrosis. Sleep Med.
2002; 3(3):205–212. [PubMed: 14592209]

23. Brandsted R, Sindwani R. Impact of depression on disease-specific symptoms and quality of life in
patients with chronic rhinosinusitis. Am J Rhinol. 2007; 21(1):50–54. [PubMed: 17283561]

24. Litvack JR, Mace J, Smith TL. Role of depression in outcomes of endoscopic sinus surgery.
Otolaryngol Head Neck Surg. 2011; 144(3):446–451. [PubMed: 21493211]

25. Mace J, Michael YL, Carlson NE, Litvack JR, Smith TL. Effects of depression on quality of life
improvement after endoscopic sinus surgery. Laryngoscope. 2008; 118(3):528–534. [PubMed:
18043488]

26. Phillips BA, Danner FJ. Cigarette smoking and sleep disturbance. Arch Intern Med. 1995; 155(7):
734–737. [PubMed: 7695462]

27. Okun ML, Levine MD, Houck P, Perkins KA, Marcus MD. Subjective sleep disturbance during a
smoking cessation program: associations with relapse. Addict Behav. 2011; 36(8):861–864.
[PubMed: 21482029]

28. Zhang L, Samet J, Caffo B, Punjabi NM. Cigarette smoking and nocturnal sleep architecture. Am J
Epidemiol. 2006; 164(6):529–537. [PubMed: 16829553]

29. Jaehne A, Loessl B, Barkai Z, Riemann D, Hornyak M. Effects of nicotine on sleep during
consumption, withdrawal and replacement therapy. Sleep Med Rev. 2009; 13(5):363–377.
[PubMed: 19345124]

30. Colrain IM, Trinder J, Swan GE. The impact of smoking cessation on objective and subjective
markers of sleep: review, synthesis, and recommendations. Nicotine Tob Res. 2004; 6(6):913–925.
[PubMed: 15801567]

31. Willes SR, Fitzgerald TK, Permutt T, Proud D, Haley NJ, Bascom R. Acute respiratory response to
prolonged, moderate levels of sidestream tobacco smoke. J Toxicol Environ Health A. 1998;
53(3):193–209. [PubMed: 9482351]

Alt et al. Page 8

Laryngoscope. Author manuscript; available in PMC 2014 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



32. Bloom BJ, Owens JA, McGuinn M, Nobile C, Schaeffer L, Alario AJ. Sleep and its relationship to
pain, dysfunction, and disease activity in juvenile rheumatoid arthritis. J Rheumatol. 2002; 29(1):
169–173. [PubMed: 11824956]

33. Redeker NS, Hilkert R. Sleep and quality of life in stable heart failure. J Card Fail. 2005; 11(9):
700–704. [PubMed: 16360966]

34. Aydin O, Keskin G, Ustundag E, Iseri M, Ozkarakas H. Choanal polyps: an evaluation of 53 cases.
Am J Rhinol. 2007; 21(2):164–168. [PubMed: 17424872]

35. Tosun F, Kemikli K, Yetkin S, Ozgen F, Durmaz A, Gerek M. Impact of endoscopic sinus surgery
on sleep quality in patients with chronic nasal obstruction due to nasal polyposis. J Craniofac Surg.
2009; 20(2):446–449. [PubMed: 19276823]

36. Krueger JM, Obal F Jr, Fang J. Why we sleep: a theoretical view of sleep function. Sleep Med
Rev. 1999; 3(2):119–129. [PubMed: 15310481]

37. Alt JA, Bohnet S, Taishi P, et al. Influenza virus-induced glucocorticoid and hypothalamic and
lung cytokine mRNA responses in dwarf lit/lit mice. Brain Behav Immun. 2007; 21(1):60–67.
[PubMed: 15951155]

38. Thomas KS, Motivala S, Olmstead R, Irwin MR. Sleep depth and fatigue: role of cellular
inflammatory activation. Brain Behav Immun. 2011; 25(1):53–58. [PubMed: 20656013]

39. Omdal R, Gunnarsson R. The effect of interleukin-1 blockade on fatigue in rheumatoid arthritis-a
pilot study. Rheumatol Int. 2005; 25(6):481–484. [PubMed: 15071755]

40. Illi J, Miaskowski C, Cooper B, et al. Association between pro- and anti-inflammatory cytokine
genes and a symptom cluster of pain, fatigue, sleep disturbance, and depression. Cytokine. 2012;
58(3):437–447. [PubMed: 22450224]

41. Anisman H, Merali Z. Cytokines, stress and depressive illness: brain-immune interactions. Ann
Med. 2003; 35(1):2–11. [PubMed: 12693607]

42. Baune BT, Ponath G, Rothermundt M, Riess O, Funke H, Berger K. Association between genetic
variants of IL-1beta, IL-6 and TNF-alpha cytokines and cognitive performance in the elderly
general population of the MEMO-study. Psychoneuroendocrinology. 2008; 33(1):68–76.
[PubMed: 17988804]

43. Palin K, Bluthe RM, Verrier D, Tridon V, Dantzer R, Lestage J. Interleukin-1beta mediates the
memory impairment associated with a delayed type hypersensitivity response to bacillus Calmette-
Guerin in the rat hippocampus. Brain Behav Immun. 2004; 18(3):223–230. [PubMed: 15050649]

44. Obal F Jr, Krueger JM. Biochemical regulation of non-rapid-eye-movement sleep. Front Biosci.
2003; 8:d520–d550. [PubMed: 12700031]

45. Turnbull AV, Rivier CL. Regulation of the hypothalamic-pituitary-adrenal axis by cytokines:
actions and mechanisms of action. Physiol Rev. 1999; 79(1):1–71. [PubMed: 9922367]

46. Quan N, Banks WA. Brain-immune communication pathways. Brain Behav Immun. 2007; 21(6):
727–735. [PubMed: 17604598]

47. Carpenter JS, Andrykowski MA. Psychometric evaluation of the Pittsburgh Sleep Quality Index. J
Psychosom Res. 1998; 45(1):5–13. [PubMed: 9720850]

48. Spira AP, Beaudreau SA, Stone KL, et al. Reliability and validity of the Pittsburgh Sleep Quality
Index and the Epworth Sleepiness Scale in older men. J Gerontol A Biol Sci Med Sci. 67(4):433–
439. [PubMed: 21934125]

49. Buysse DJ, Hall ML, Strollo PJ, et al. Relationships between the Pittsburgh Sleep Quality Index
(PSQI), Epworth Sleepiness Scale (ESS), and clinical/polysomnographic measures in a community
sample. J Clin Sleep Med. 2008; 4(6):563–571. [PubMed: 19110886]

50. Backhaus J, Junghanns K, Broocks A, Riemann D, Hohagen F. Test-retest reliability and validity
of the Pittsburgh Sleep Quality Index in primary insomnia. J Psychosom Res. 2002; 53(3):737–
740. [PubMed: 12217446]

51. Sangal RB, Sangal JM. Rating scales for inattention and sleepiness are correlated in adults with
symptoms of sleep disordered breathing syndrome, but not in adults with symptoms of attention-
deficit/hyperactivity disorder. Sleep Med. 2004; 5(2):133–135. [PubMed: 15033132]

Alt et al. Page 9

Laryngoscope. Author manuscript; available in PMC 2014 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Alt et al. Page 10

Ta
bl

e 
1

M
ea

n 
su

b-
do

m
ai

n 
an

d 
to

ta
l s

co
re

s 
of

 th
e 

Pi
tts

bu
rg

h 
Sl

ee
p 

Q
ua

lit
y 

In
de

x 
(P

SQ
I)

 a
cr

os
s 

pa
tie

nt
 c

ha
ra

ct
er

is
tic

s

Sl
ee

p
Q

ua
lit

y
Sl

ee
p

L
at

en
cy

Sl
ee

p
D

ur
at

io
n

Sl
ee

p
E

ff
ic

ie
nc

y
Sl

ee
p

D
is

tu
rb

an
ce

Sl
ee

p
M

ed
ic

at
io

n
D

ay
ti

m
e

D
ys

fu
nc

ti
on

P
SQ

I 
T

ot
al

C
ha

ra
ct

er
is

ti
cs

:
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
p-

va
lu

e

G
en

de
r

   
   

M
al

es
2.

2 
(1

.0
)

1.
2 

(1
.0

)
0.

9 
(1

.0
)

0.
8 

(1
.0

)
1.

7 
(0

.7
)

2.
0 

(1
.1

)
1.

3 
(0

.8
)

8.
1 

(4
.1

)

   
   

Fe
m

al
es

2.
5 

(0
.9

)
1.

7 
(1

.0
)

1.
0 

(1
.0

)
1.

2 
(1

.1
)

2.
1 

(0
.7

)
2.

3 
(1

.0
)

1.
4 

(0
.8

)
10

.4
 (

4.
4)

<
0.

00
1

N
as

al
 p

ol
yp

os
is

   
   

W
ith

2.
2 

(1
.1

)
1.

4 
(1

.0
)

1.
1 

(1
.1

)
0.

9 
(1

.0
)

1.
9 

(0
.7

)
2.

1 
(1

.1
)

1.
2 

(0
.8

)
8.

9 
(4

.5
)

   
   

W
ith

ou
t

2.
5 

(0
.9

)
1.

5 
(1

.0
)

0.
9 

(1
.0

)
1.

1 
(1

.1
)

1.
9 

(0
.7

)
2.

2 
(1

.0
)

1.
4 

(0
.8

)
9.

6 
(4

.3
)

0.
17

9

D
ep

re
ss

io
n

   
   

W
ith

2.
5 

(0
.9

)
1.

7 
(1

.0
)

1.
0 

(1
.1

)
1.

3 
(1

.2
)

2.
1 

(0
.7

)
2.

1 
(1

.1
)

1.
8 

(0
.8

)
11

.1
 (

4.
2)

   
   

W
ith

ou
t

2.
4 

(1
.0

)
1.

4 
(1

.1
)

0.
9 

(1
.0

)
1.

0 
(1

.1
)

1.
9 

(0
.7

)
2.

2 
(1

.0
)

1.
3 

(0
.8

)
9.

0 
(4

.4
)

0.
00

2

A
st

hm
a

   
   

W
ith

2.
3 

(1
.0

)
1.

4 
(1

.0
)

1.
0 

(1
.0

)
1.

0 
(1

.1
)

1.
9 

(0
.7

)
2.

3 
(1

.0
)

1.
3 

(0
.9

)
9.

2 
(4

.9
)

   
   

W
ith

ou
t

2.
4 

(0
.9

)
1.

5 
(1

.1
)

0.
9 

(1
.0

)
1.

0 
(1

.1
)

1.
9 

(0
.7

)
2.

1 
(1

.1
)

1.
4 

(0
.8

)
9.

5 
(4

.2
)

0.
63

3

A
lle

rg
y 

by
 h

is
to

ry

   
   

W
ith

2.
2 

(1
.0

)
1.

3 
(1

.0
)

0.
6 

(0
.9

)
0.

8 
(1

.0
)

1.
9 

(0
.6

)
2.

3 
(0

.9
)

1.
1 

(0
.6

)
8.

2 
(4

.2
)

   
   

W
ith

ou
t

2.
4 

(1
.0

)
1.

5 
(1

.0
)

1.
0 

(1
.0

)
1.

1 
(1

.1
)

1.
9 

(0
.7

)
2.

1 
(1

.1
)

1.
4 

(0
.9

)
9.

5 
(4

.5
)

0.
08

7

A
lle

rg
y 

by
 te

st
in

g

   
   

W
ith

2.
5 

(0
.9

)
1.

4 
(1

.1
)

1.
0 

(1
.0

)
1.

1 
(1

.2
)

1.
9 

(0
.7

)
2.

2 
(1

.0
)

1.
4 

(0
.9

)
9.

6 
(4

.2
)

   
   

W
ith

ou
t

2.
4 

(1
.0

)
1.

5 
(1

.0
)

0.
9 

(1
.0

)
1.

0 
(1

.1
)

1.
9 

(0
.7

)
2.

2 
(1

.1
)

1.
3 

(0
.8

)
9.

3 
(4

.5
)

0.
65

6

A
SA

 I
nt

ol
er

an
ce

   
   

W
ith

2.
4 

(0
.9

)
1.

5 
(1

.2
)

1.
1 

(1
.1

)
1.

2 
(1

.2
)

2.
0 

(0
.7

)
2.

6 
(0

.7
)

1.
4 

(0
.9

)
9.

9 
(4

.6
)

   
   

W
ith

ou
t

2.
4 

(1
.0

)
1.

5 
(1

.0
)

0.
9 

(1
.0

)
1.

0 
(1

.1
)

1.
9 

(0
.7

)
2.

1 
(1

.1
)

1.
3 

(0
.8

)
9.

3 
(4

.4
)

0.
58

4

C
ur

re
nt

 s
m

ok
er

   
   

Y
es

2.
6 

(0
.9

)
1.

9 
(0

.9
)

0.
9 

(1
.1

)
1.

1 
(0

.9
)

2.
3 

(0
.7

)
2.

3 
(1

.1
)

2.
1 

(0
.7

)
11

.7
 (

3.
9)

   
   

N
o

2.
4 

(1
.0

)
1.

5 
(1

.1
)

1.
0 

(1
.0

)
1.

0 
(1

.1
)

1.
9 

(0
.7

)
2.

2 
(1

.0
)

1.
3 

(0
.8

)
9.

2 
(4

.4
)

0.
03

0

Pr
io

r 
si

nu
s 

su
rg

er
y

Laryngoscope. Author manuscript; available in PMC 2014 October 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Alt et al. Page 11

Sl
ee

p
Q

ua
lit

y
Sl

ee
p

L
at

en
cy

Sl
ee

p
D

ur
at

io
n

Sl
ee

p
E

ff
ic

ie
nc

y
Sl

ee
p

D
is

tu
rb

an
ce

Sl
ee

p
M

ed
ic

at
io

n
D

ay
ti

m
e

D
ys

fu
nc

ti
on

P
SQ

I 
T

ot
al

C
ha

ra
ct

er
is

ti
cs

:
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
M

ea
n 

(S
D

)
p-

va
lu

e

   
   

Y
es

2.
4 

(0
.9

)
1.

5 
(1

.1
)

0.
9 

(1
.0

)
1.

0 
(1

.1
)

2.
0 

(0
.7

)
2.

2 
(1

.1
)

1.
4 

(0
.8

)
9.

5 
(4

.5
)

   
   

N
o

2.
3 

(1
.0

)
1.

5 
(1

.0
)

1.
0 

(1
.0

)
1.

1 
(1

.1
)

1.
9 

(0
.6

)
2.

1 
(1

.0
)

1.
4 

(0
.9

)
9.

3 
(4

.3
)

0.
69

0

C
ys

tic
 f

ib
ro

si
s

   
   

W
ith

2.
6 

(0
.8

)
2.

0 
(0

.8
)

0.
6 

(1
.0

)
1.

0 
(1

.2
)

2.
0 

(0
.6

)
2.

0 
(1

.3
)

1.
7 

(0
.5

)
9.

7 
(3

.3
)

   
   

W
ith

ou
t

2.
4 

(1
.0

)
1.

5 
(1

.1
)

1.
0 

(1
.0

)
1.

0 
(1

.1
)

1.
9 

(0
.7

)
2.

2 
(1

.0
)

1.
3 

(0
.9

)
9.

4 
(4

.5
)

0.
83

4

PS
Q

I,
 P

itt
sb

ur
gh

 S
le

ep
 Q

ua
lit

y 
In

de
x;

 S
D

, s
ta

nd
ar

d 
de

vi
at

io
n;

 A
SA

, a
ce

ty
ls

al
ic

yl
ic

 a
ci

d 
in

to
le

ra
nc

e.
 A

lle
rg

y 
by

 p
at

ie
nt

 h
is

to
ry

 w
as

 s
el

f-
re

po
rt

ed
. A

lle
rg

y 
by

 te
st

in
g 

w
as

 in
di

ca
te

d 
if

 s
ub

je
ct

s 
un

de
rw

en
t s

ki
n

pr
ic

k 
or

 m
R

A
ST

 te
st

in
g.

 P
-v

al
ue

s 
ar

e 
re

po
rt

ed
 f

or
 d

if
fe

re
nc

es
 in

 P
SQ

I 
to

ta
l s

co
re

 f
or

 e
ac

h 
pa

tie
nt

 c
ha

ra
ct

er
is

tic
.

Laryngoscope. Author manuscript; available in PMC 2014 October 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Alt et al. Page 12

Ta
bl

e 
2

D
if

fe
re

nc
es

 in
 p

at
ie

nt
 c

ha
ra

ct
er

is
tic

s 
be

tw
ee

n 
pa

tie
nt

s 
w

ith
 a

nd
 w

ith
ou

t p
oo

r 
sl

ee
p 

qu
al

ity

P
SQ

I 
“P

oo
r”

 S
le

ep
 Q

ua
lit

y
(>

 5
; 

n=
20

1)
P

SQ
I 

“G
oo

d”
 S

le
ep

 Q
ua

lit
y

(≤
 5

; 
n=

67
)

P
at

ie
nt

C
ha

ra
ct

er
is

ti
cs

:
M

ea
n(

SD
)

n 
(%

)
M

ea
n(

SD
)

n 
(%

)
p-

va
lu

e

A
ge

48
.7

 (
14

.3
)

R
an

ge
: [

20
–8

6]
50

.7
 (

15
.9

)
R

an
ge

: [
18

–7
5]

0.
34

5

G
en

de
r:

 M
al

es
83

 (
41

.3
%

)
38

 (
56

.7
%

)

   
   

Fe
m

al
es

11
8 

(5
8.

7%
)

29
 (

43
.3

%
)

0.
02

8

N
as

al
 p

ol
yp

os
is

67
 (

33
.3

%
)

28
 (

41
.8

%
)

0.
21

0

D
ep

re
ss

io
n

44
 (

21
.9

%
)

5 
(7

.5
%

)
0.

00
8

A
st

hm
a

67
 (

33
.3

%
)

27
 (

40
.3

%
)

0.
30

1

A
lle

rg
y 

by
 h

is
to

ry
23

 (
11

.4
%

)
11

 (
16

.4
%

)
0.

28
9

A
lle

rg
y 

by
 te

st
in

g
52

 (
25

.9
%

)
16

 (
23

.9
%

)
0.

74
6

A
SA

 I
nt

ol
er

an
ce

17
 (

8.
5%

)
5 

(7
.5

%
)

0.
79

7

C
ur

re
nt

 s
m

ok
er

15
 (

7.
5%

)
2 

(3
.0

%
)

0.
25

4

Pr
io

r 
si

nu
s 

su
rg

er
y

10
6 

(5
2.

7%
)

32
 (

47
.8

%
)

0.
48

0

C
ys

tic
 f

ib
ro

si
s

7 
(3

.5
%

)
0 

(0
.0

)
0.

26
9

PS
Q

I,
 P

itt
sb

ur
gh

 S
le

ep
 Q

ua
lit

y 
In

de
x;

 S
D

, s
ta

nd
ar

d 
de

vi
at

io
n;

 A
SA

, a
ce

ty
ls

al
ic

yl
ic

 a
ci

d 
in

to
le

ra
nc

e.

Laryngoscope. Author manuscript; available in PMC 2014 October 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Alt et al. Page 13

Ta
bl

e 
3

M
ea

n 
di

ff
er

en
ce

s 
in

 m
ea

su
re

s 
of

 C
R

S 
di

se
as

e 
se

ve
ri

ty
 b

et
w

ee
n 

pa
tie

nt
s 

w
ith

 a
nd

 w
ith

ou
t p

oo
r 

sl
ee

p 
qu

al
ity

P
SQ

I 
“P

oo
r”

 S
le

ep
 Q

ua
lit

y
(>

 5
; 

n=
20

1)
P

SQ
I 

“G
oo

d”
 S

le
ep

 Q
ua

lit
y

(≤
 5

);
 n

=6
7)

D
is

ea
se

 S
ev

er
it

y 
M

ea
su

re
s:

M
ea

n(
SD

)
R

an
ge

 [
L

L
, U

L
]

M
ea

n(
SD

)
R

an
ge

 [
L

L
, U

L
]

t
p-

va
lu

e

L
un

d-
M

ac
ka

y 
C

T
 s

co
re

12
.2

 (
5.

7)
[1

, 2
4]

12
.8

 (
6.

5)
[1

, 2
4]

0.
67

1
0.

50
3

L
un

d-
K

en
ne

dy
 E

nd
os

co
py

 s
co

re
6.

4 
(4

.1
)

[0
, 2

0]
6.

7 
(3

.8
)

[0
, 1

4]
0.

49
8

0.
61

9

B
-S

IT
 o

lf
ac

to
ry

 s
co

re
9.

2 
(3

.1
)

[1
, 1

2]
8.

5 
(3

.5
)

[2
, 1

2]
−

1.
31

3
0.

19
0

PS
Q

I,
 P

itt
sb

ur
gh

 S
le

ep
 Q

ua
lit

y 
In

de
x;

 S
D

, s
ta

nd
ar

d 
de

vi
at

io
n;

 L
L

, l
ow

er
 li

m
it;

 U
L

, u
pp

er
 li

m
it;

 C
T

, c
om

pu
te

d 
to

m
og

ra
ph

y;
 B

-S
IT

, B
ri

ef
 M

od
if

ie
d 

Sm
el

l I
de

nt
if

ic
at

io
n 

T
es

t

Laryngoscope. Author manuscript; available in PMC 2014 October 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Alt et al. Page 14

Ta
bl

e 
4

M
ea

n 
di

se
as

e-
sp

ec
if

ic
 Q

O
L

 m
ea

su
re

s 
an

d 
sl

ee
p 

qu
al

ity

P
SQ

I 
“P

oo
r”

 S
le

ep
 Q

ua
lit

y
(>

 5
; 

n=
20

1)
P

SQ
I 

“G
oo

d”
 S

le
ep

 Q
ua

lit
y

(≤
 5

; 
n=

67
)

Su
rv

ey
 M

ea
su

re
s:

M
ea

n(
SD

)
R

an
ge

[L
L

, U
L

]
M

ea
n(

SD
)

R
an

ge
[L

L
, U

L
]

t
p-

va
lu

e

R
SD

I 
ph

ys
ic

al
20

.0
 (

8.
9)

[1
, 4

4]
11

.9
 (

6.
9)

[0
, 2

8]
−

7.
65

8
<

0.
00

1

R
SD

I 
fu

nc
tio

na
l

16
.4

 (
9.

0)
[0

, 3
6]

9.
3 

(7
.5

)
[0

, 3
2]

−
6.

28
7

<
0.

00
1

R
SD

I 
em

ot
io

na
l

14
.6

 (
9.

6)
[0

, 4
0]

6.
6 

(6
.9

)
[0

, 2
5]

−
7.

42
7

<
0.

00
1

R
SD

I 
to

ta
l

50
.9

 (
25

.3
)

[1
, 1

16
]

27
.9

 (
19

.0
)

[1
, 7

7]
−

7.
86

4
<

0.
00

1

SN
O

T
-2

2 
to

ta
l

55
.9

 (
19

.0
)

[4
, 9

9]
35

.8
 (

14
.3

)
[9

, 6
9]

−
9.

11
4

<
0.

00
1

PS
Q

I,
 P

itt
sb

ur
gh

 S
le

ep
 Q

ua
lit

y 
In

de
x;

 S
D

, s
ta

nd
ar

d 
de

vi
at

io
n;

 L
L

, l
ow

er
 li

m
it;

 U
L

, u
pp

er
 li

m
it;

 R
SD

I,
 R

hi
no

si
nu

si
tis

 D
is

ab
ili

ty
 I

nd
ex

; S
N

O
T

-2
2,

 2
2-

ite
m

 S
in

on
as

al
 O

ut
co

m
e 

T
es

t

Laryngoscope. Author manuscript; available in PMC 2014 October 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Alt et al. Page 15

Ta
bl

e 
5

Sp
ea

rm
an

’s
 c

or
re

la
tio

n 
co

ef
fi

ci
en

ts
 b

et
w

ee
n 

cl
in

ic
al

 m
ea

su
re

s 
of

 d
is

ea
se

 s
ev

er
ity

 a
nd

 P
SQ

I 
to

ta
l a

nd
 s

ub
-d

om
ai

n 
sc

or
es

M
ea

su
re

s:
Sl

ee
p

Q
ua

lit
y

Sl
ee

p
L

at
en

cy
Sl

ee
p

D
ur

at
io

n
Sl

ee
p

E
ff

ic
ie

nc
y

Sl
ee

p
D

is
tu

rb
an

ce
Sl

ee
p

M
ed

ic
at

io
n

D
ay

ti
m

e
D

ys
fu

nc
ti

on
P

SQ
I

T
ot

al

R
SD

I 
ph

ys
ic

al
0.

35
*

0.
44

*
0.

21
**

0.
30

*
0.

51
*

0.
17

**
0.

51
*

0.
56

*

R
SD

I 
fu

nc
tio

na
l

0.
27

*
0.

28
*

0.
13

**
0.

23
*

0.
44

*
0.

15
**

0.
61

*
0.

47
*

R
SD

I 
em

ot
io

na
l

0.
30

*
0.

30
*

0.
16

**
0.

27
*

0.
42

*
0.

13
**

0.
63

*
0.

50
*

R
SD

I 
to

ta
l

0.
33

*
0.

36
*

0.
18

**
0.

28
*

0.
50

*
0.

16
**

0.
62

*
0.

54
*

SN
O

T
-2

2
0.

39
*

0.
43

*
0.

31
*

0.
38

*
0.

56
*

0.
17

**
0.

52
*

0.
63

*

C
T

 S
co

re
0.

03
−

0.
03

0.
12

0.
04

0.
09

0.
15

**
−

0.
02

0.
04

E
nd

os
co

py
 s

co
re

−
0.

01
−

0.
04

0.
06

−
0.

07
0.

09
0.

02
−

0.
04

−
0.

04

B
-S

IT
 o

lf
ac

to
ry

 s
co

re
0.

06
−

0.
03

0.
03

0.
04

−
0.

01
0.

02
−

0.
03

0.
02

* in
di

ca
te

s 
p-

va
lu

e 
(2

-t
ai

le
d)

 s
ig

ni
fi

ca
nc

e 
le

ss
 th

an
 0

.0
01

.

**
in

di
ca

te
s 

p-
va

lu
e 

(2
-t

ai
le

d)
 le

ss
 th

an
 0

.0
5.

PS
Q

I,
 P

itt
sb

ur
gh

 S
le

ep
 Q

ua
lit

y 
In

de
x;

 R
SD

I,
 R

hi
no

si
nu

si
tis

 D
is

ab
ili

ty
 I

nd
ex

; S
N

O
T

-2
2,

 2
2-

ite
m

 S
in

on
as

al
 O

ut
co

m
e 

T
es

t; 
C

T
, c

om
pu

te
d 

to
m

og
ra

ph
y;

 B
-S

IT
, B

ri
ef

 M
od

if
ie

d 
Sm

el
l I

de
nt

if
ic

at
io

n 
T

es
t

Laryngoscope. Author manuscript; available in PMC 2014 October 01.


