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Table 3

The Frontal Lobe Epilepsy and Parasomnias (FLEP) Scale

Clinical feature

Age at onset

Duration

Clustering

Timing

Symptoms

Stereotypy

Recall

Vocalisation

Signalling question

At what age did the patient have their
first clinical event?

What is the duration of a typical event?

What is the typical number of events
that occur in a single night?

At what time of night do the events
most commonly occur?

Are the events associated with a
definite aura?

Does the patient ever wander outside
the bedroom during the events?

Does the patient perform complex,
directed behaviours (e.g. picking up
objects, dressing) during events?

Is there a clear history of prominent
dystonic posturing, tonic limb
extension, or cramping during events?

Are the events highly stereotyped or
variable in nature?

Does the patient recall the events?

Does the patient speak during the
events and, if so, is there subsequent
recollection of this speech?

Response

< 55 years

≥55 years

< 2 minutes

2-10 minutes

> 10 minutes

1 or 2

3-5

> 5

Within 30 min of sleep onset

Other times (or if no clear pattern
identified)

Yes
No

Yes
No (or uncertain)

Yes
No (or uncertain)

Yes
No (or uncertain)

Highly stereotyped

Some variability/uncertain

Highly variable

Yes, lucid recall

No or vague recollection only

No

Yes, sounds only or single words

Yes, coherent speech with
incomplete or no recall

Yes, coherent speech with recall

Total score =

Score

0

-1

+1

0

-2

0

+1

+2

+1

0

+2
0

-2
0

-2
0

+1
0

+1

0

-1

+1

0

0

0

-2

+2

sleepiness as a result of disordered sleep
due to prolonged and recurrent apnoeic
events throughout sleep. It generally
occurs in patients who are overweight. 
It can be a trigger factor for parasomnias,
therefore it is important to enquire
about night-time snoring and daytime
sleepiness. OSA itself can also result in
abnormal arousals that look similar to
those from the fragmented epileptic
events in SHE.4

Nocturnal panic attacks
Patients with panic disorders are at risk
of nocturnal panic attacks. These
present with awakening with intense
fear. The patient is often unable to return
to sleep for prolonged periods. There is
retained awareness of events. Isolated
nocturnal panic attacks are rare, so the
presence of daytime panic disorder
gives a clue to the diagnosis. There is
also a close association with NEAD.4

Hypnic jerks (sleep starts)
These are a common part of normal
sleep and consist of brief jerks of a limb
or the whole body during the transition
between wakefulness and sleep. 
There can be a hallucinatory sensation 
of falling. Trigger factors include sleep
deprivation, excessive caffeine, and
stimulant intake.2,4

INVESTIGATIONS
Most patients with sleep-related motor
and behavioural complaints will have
normal clinical examination findings. 
The examination should include looking
for signs of injury, trigger factors 
(e.g. OSA), and underlying disease (such
as focal neurology or Parkinsonism). 

Many of the sleep-related motor and
behavioural disorders are diagnoses that
can be made on clinical grounds, and
often investigation results will be normal.
It is therefore important to rationalise the
use of these investigations.

EEG
Half of patients with SHE have a normal
EEG when awake and asleep.4 This is
because seizures often originate in
deeper parts of the brain not easily
traced by surface EEG electrodes, and
because epileptiform changes are often
masked by the prominent movement
and muscle artefact resulting from
complex frontal seizure behaviours. 

The EEG in parasomnia is also normal.
Therefore, routine EEG does not
normally advance the diagnosis of
sleep-related motor and behavioural
complaints. It is, however, worth
ordering because in the 50% of cases
where the trace does show epileptiform


