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Abstract

Background: Restless legs syndrome (RLS), a disorder characterized by an urge to
move one’s legs during sleep or rest, leads to impaired sleep quality. Many patients
with RLS report increased daytime sleepiness, but this has seldom been the focus of
clinical research. The current study empirically investigated the prevalence and severity
of daytime sleepiness in RLS.
Methods: This prospective study included 29 newly diagnosed treatment-naïve
patients with RLS and 31 healthy controls and assessed standardized subjective
(tiredness symptom scale [TSS], Stanford Sleepiness Scale [SSS], Epworth Sleepiness
Scale [ESS]), cognitive (psychomotor vigilance task [PVT], Mackworth Clock Test [MCT]),
and physiological measures (pupillary unrest index [PUI]). RLS symptom severity was
assessed, and the effects of RLS on general health aspects and subjective sleep quality
(Pittsburgh Sleep Quality Index) were compared to control data.
Results: Patients had moderate to severe RLS with significant negative effects on
general health, quality of life, and sleep quality. Patients with RLS showed more
subjective daytime sleepiness (ESS) and current sleepiness (TSS, SSS) than controls.
The objective performance of patients in sustained attention tasks (P VT, MCT) was
significantly worse than that of controls. Additionally, patients showed higher PUI
scores.
Conclusion: In the present study, RLS was associatedwithmarkedly impaired subjective
sleep quality and with subjectively and objectively increased daytime sleepiness.
Since daytime sleepiness can be a major factor leading to compromised quality of life,
assessing and treating sleepiness should be incorporated into standard diagnostics
and treatment.
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Introduction

Restless legs syndrome (RLS), also known
as Willis–Ekbom disease, is a severe neu-
rological sensorimotor disease character-
ized by an urge to move one’s legs during
sleep or rest. The estimated prevalence
in the general adult population is 3%,
and is higher in women (4.7%) than in
men (2.8%). It is associated with iron defi-
ciency and pregnancy, and the prevalence

increases with age [2]. Five essential di-
agnostic criteria have been proposed by
the International Restless Legs Syndrome
Study Group (IRLSSG; [1], . Table 1). The
IRLSSG also highlighted disturbed sleep
and lower quality of life as consequences
of RLS. Sleep disruptions, including fre-
quent awakenings during the night due
to limb movements as well as difficulty
falling asleep, are common concomitant
features of RLS [1]. Additionally, cognitive
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Table 1 International Restless Legs Syndrome Study Group consensus diagnostic criteria for
restless legs syndrome/Willis–Ekbomdisease (adapted fromAllen et al. [1])
Essential diagnostic criteria (all must bemet)

1. Urge tomove legs usually but not always accompaniedby/felt to be caused by uncomfortable
and unpleasant sensations in legs

2. Symptoms begin or worsen during resting or inactivity periods

3. Symptoms partially or totally relieved by movement

4. Symptoms only occur or are worse during the evening/night

5. Symptoms not solely accounted for as symptoms primary to other medical or behavioral con-
dition

deficits and general physical and mental
health problems such as depression are
associated with RLS [2]. In the upcom-
ing International ClassificationofDiseases-
11 (ICD-11, [25]), RLS is no longer clas-
sified within G25 (“Other extrapyramidal
and movement disorders”). Instead, it is
assigned to “sleep-related movement dis-
orders,” and this change might reflect in-
creasingawarenessof thedisease. Further-
more, its definition within ICD-11 corre-
sponds to the essential diagnostic crite-
ria of the IRLSSG; occasionally, co-occur-
ring arm sensations are also considered.
Moreover, ICD-11 states that symptomsare
“sufficiently severe to result in significant
distress or impairment in personal, family,
social, educational, occupational, or other
important areas of functioning (e.g., due
to frequent disruptions in sleep)” [25].

RLS researchoften focusesonnocturnal
sleep disturbances, which do affect day-
time functioning and sleepiness [17], but
little evidence exists regarding the preva-
lence of daytime sleepiness in patients
with RLS. Moreover, the effects of day-
time sleepiness on daily functioning have
rarely beenobjectively assessed. Johns [8],
the author of the widely used Epworth
Sleepiness Scale (ESS), described exces-
sive daytime sleepiness as a widespread
symptom in patients with sleep disorders.

Inasystematic reviewofdaytimesleepi-
nessmeasured using the ESS in treatment-
naïve patients with idiopathic RLS, Fulda
and Wetter [6] indicated increased day-
time sleepiness (ESS score >10) in 29.6%
of patients. Song et al. [16] found exces-
sive daytime sleepiness (ESS score >10) in
22% of patients with RLS, and these pa-
tients reportedmore severeRLS symptoms
than patients with RLS without excessive
daytime sleepiness (ESS score ≤10). The
authors suggested that improvement of
RLS symptoms might simultaneously de-

crease daytime sleepiness [16]. This as-
sumption is supported by research on RLS
treatment using dopamine: Kallweit et al.
[10] and Kallweit et al. [9] showed simul-
taneous improvement of RLS symptoms
and symptoms of daytime sleepiness fol-
lowing administration of dopamine. One
study focusing on the effects of RLS symp-
toms on quality of life reported that 31.1%
of patients experienced excessive daytime
sleepiness, noting that the most prevalent
symptoms were insomnia, nocturia, sad-
ness, and forgetfulness [13]. In a sample
from the Sleep Heart Health Study (sec-
ond examination), themean ESS scorewas
higher in participants presenting with RLS
symptoms with at least moderate distress
than in the total sample (8.5± 4.9 vs. 7.3±
4.2) [24]. Kallweit et al. [9] identified
EDS (ESS >10) in 32% of their sample of
37 patients with RLS, with 14% of the
whole sample presenting with severe EDS
(ESS >14). In a 20-year follow-up study of
a large cohort of 5102middle-aged partic-
ipants, the occurrence of RLS with daytime
sleepiness in women was even associated
with an increased mortality risk [20]. Fur-
ther, in psychiatric patients with comorbid
RLS, 46% of patients showed ESS scores
above the cutoff of 10 [22].

In contrast to the evidence showing
daytime sleepiness in patients with RLS,
the IRLSSG listed a “lack of profound day-
time sleepiness” as one of the clinical fea-
tures supporting the diagnosis of RLS/
Willis–Ekbomdisease [1]. These seemingly
contradictory positions may be influenced
bydifferingconceptsofdaytimesleepiness
or daytime fatigue.

These findings and recommendations
stress the need for further empirical re-
search to investigate daytime sleepiness
in patients with RLS. Prior studies lacked
control groups and only partially relied on
standardized objective tests. Using a mul-

tidimensional assessment approach, the
current study aimed to assess the preva-
lence and severity of daytime sleepiness
as well as related performance deficits in
patients with RLS compared to a control
group.

Materials and methods

Measurements and procedure

Clinical evaluation of RLS symptoms and
severity as well as general health, qual-
ity of life, and sleep quality assessments
were implemented. Subjective and objec-
tive measurements were included to as-
sess sleepiness. Current levelsof subjective
sleepiness were measured before assess-
ing objective measures of sleepiness. The
entire assessment took approximately 2h
and was usually performed in the mid-
afternoon. Sleep–wake activity was mon-
itored via actigraphy during the night prior
to the assessment. All participants were
instructed to take sufficient time for rest
(usually equivalent to time in bed; mini-
mum6h) to avoid anyunusual sleepdepri-
vation in the night prior to the assessment.

Essential criteria of RLS. The presence of
essential diagnostic criteria in accordance
with the IRLSSG guidelines (. Table 1) was
assessed by clinical interview.

International Restless Legs Severity
Scale. The IRLSSG questionnaire (IRLSS)
consists of ten questions regarding the
subjective severity of RLS symptoms,
ranging from 0 (none) to 4 (very severe).
A score above 10 is considered moderate,
a score above 20 points severe, and a score
above 30 very severe [18].

Pittsburgh Sleep Quality Index. The
Pittsburgh Sleep Quality Index (PSQI) as-
sesses the quality of sleep and awakening
as well as somatic symptoms. A global
score above 5 indicates poor sleep quality
[4].

36-Item Short Form Health Survey. The
36-Item Short Form Health Survey (SF-36)
includes eight scales to assess physical and
mental health. Scores range from 0 to 100,
with higher scores representing a better
health status [3].
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Epworth Sleepiness Scale. The ESS as-
sesses the likelihoodof dozingoffor falling
asleep in different everyday situations, in
contrast to feelings of tiredness. The ESS
[8] is a self-administered eight-item ques-
tionnaire (ratings of 0–3 for each item;
total score of 24). Based on normative
data from the German population, a score
greater than 10 is considered “clinically
suspicious,” and a score greater than 12 is
considered “clinically relevant” [12].

Tiredness symptom scale. In the tired-
ness symptomscale (TSS), patients identify
14 physiological and psychological symp-
tomswith0 (no)or1 (yes). Higher scores in-
dicate increased levels of subjective sleepi-
ness [15].

Stanford Sleepiness Scale. In the Stan-
ford Sleepiness Scale (SSS), patients rate
their current state of alertness on a seven-
point Likert scale ranging from 1 (very
alert) to 7 (unable to stay awake) [7].

Mackworth Clock Test. The Mackworth
Clock Test (MCT; VIGIL S1, Schuhfried
GmbH, Mödling, Austria) objectively
assesses sustained attention using a
monotonous task. Participants are in-
structed to observe a monitor on which
a dot follows an orbit of 32 small circles,
jumping every 1.5 s, and to press a button
every time the dot skips one of the circles.
These critical stimuli appear in a random-
ized order with a total of 100 skips over
the 25-min test duration. Several variables
are measured, including mean reaction
time (RT), number of lapses, and number
of false alarms [11].

Psychomotor vigilance task. The psy-
chomotor vigilance task (PVT) objectively
assesses attention using reactions to fre-
quent simple visual stimuli presented on
a screen during a 10-min test period.
Participants are asked to press a button
whenever time starts being counted on
the screen [5]. Themain outcomemeasure
was the mean RT.

Pupillographic sleepiness test. In the
pupillographic sleepiness test (PST), the
diameter of the pupil is measured during
11min in total darkness. The mean varia-
tion of pupil size per unit time is expressed

as the pupillary unrest index (PUI [mm/s]).
A higher PUI indicates sleepiness [23].

Sleep–wake activity monitoring. In ad-
dition to the above tests, actigraphy in
ambulatory settings (miniaturized ac-
celerometers; Motionlogger; Ambulatory
Monitoring, Inc., Ardsley, NY, USA; record-
ing length, 16h, epoch length, 2 s, zero-
crossing mode) were performed to record
sleep–wake activity and motor activity,
such as periodic limb movements, the
night before the assessment. Actigraphy
and sleep diary data were mainly used to
check for adherence to the study protocol
and sufficient rest. Sleep–wake parame-
ters and periodic limbmovements in sleep
(PLMS) were approximately determined
using the standard monitoring software
used in the study hospital (Action4®;
Ambulatory Monitoring, Inc., New York,
NY, USA). Full attended cardiorespiratory
polysomnography was performed (ac-
cording to American Academy of Sleep
Medicine guidelines) only when necessary
in individual cases to rule out other sleep
disorders, which was the case in 3 patients
(data not reported here).

Participants

The patients in this study were recruited
from a pool of potential candidates for
intended pharmacological studies on RLS
symptoms. A total of 29 patients with
idiopathic RLS were included. They were
newly diagnosed at the Center of Sleep
Medicine, Department of Psychiatry and
Psychotherapy, University of Regensburg,
according to the IRLSSG diagnostic cri-
teria [1] and were treatment naïve. Ex-
clusion criteria were strict and included
(i) history of, current use of, or depen-
dence on substances according to the Di-
agnostic and Statistical Manual of Mental
Disorders-5 criteria for substance use dis-
orders (alcohol, hypnotics, or other sub-
stances except nicotine); (ii) severe co-
morbid psychiatric, neurological, or med-
ical disorders that could confound the
study results; (iii) use of psychoactive sub-
stances or medications that could affect
RLS symptoms, sleep quality, or wake-
fulness (e.g., amphetamines, methylxan-
thines, sedatives, hypnotics, antidepres-
sants, antihistamines, neuroleptics, beta-

blockers); and (iv) excessive tobacco smok-
ing (more than 15 cigarettes/day). Due to
the a priori inclusion and exclusion cri-
teria of the subsequent pharmacological
studies (e.g., need for effective contra-
ception), recruitment was biased toward
men. Eight participants were women and
21 were men, with a mean (±standard
deviation) age of 52.9± 13.0 years. The
age- and sex-matched control group con-
sistedof 31healthy adultswith amean age
of 51.0± 13.3 years (11 women, 20 men).
For the control group, participants were
recruited among hospital staff and via fly-
ers and newspaper ads. All participants
provided written, informed consent.

Study design and data analyses

Thestudy followedabetween-subject, sin-
gle-measures design, featuring a group of
patients with RLS and a healthy control
group. The study was approved by the lo-
cal ethics committee of the University of
Regensburg and fulfilled the principles of
theWorld Medical Association Declaration
of Helsinki.

Results from standardized test instru-
ments were compared between patients
and healthy controls. As the data were
notnormallydistributed,Mann–WhitneyU
tests were conducted. Statistical analyses
were performed using SPSS software (ver-
sion25.0; IBMCorp., Armonk, NY,USA). Re-
sults with p-values<0.05 were considered
statistically significant. The measurement
of quantitative actigraphic data, including
PLMS indices, sleep duration, and sleep la-
tency, was limited due to methodological
issues. Therefore, PLMS and sleep–wake
activity data were evaluated qualitatively
by visual inspection and were not used for
statistical comparisons.

Results

RLS severity

In the patient group, the severity of RLS
symptoms as measured by the IRLSS
ranged from 11 to 36 (moderate to very
severe). The average severity was 27.0±
5.9, with a median of 28. RLS symptoms
were subjectively rated as very severe
(IRLSS >30) in 27.6% (8/29) of patients
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Fig. 18 Results of the 36-Item Short FormHealth Survey (SF-36) questionnaire.PF physical function-
ing,RP role—physical,BPbodilypain,GHgeneral healthperception,VT vitality,SF social functioning,
RE role—emotional,MHmental health. *significant at p<0.05

and severe (IRLSS >20–30) in 55.2%
(16/29).

RLS, sleep quality and duration, and
health status

Patients had significantly higher global
PSQI scores than healthy controls (score:
11.4± 3.9 vs. 3.6± 2.1; U [27.30]= 34.5;
p< 0.001) and differed significantly in all
sevensubcomponent scores (allp<0.029).
The percentage of RLS patients with PSQI
scores >5, indicating “poor” sleep, was
89.3%, compared to 16.1% in the con-
trol sample. In patients with RLS, the
usual sleep duration (PSQI sleep duration
subscale) was less than 5h in 42.9%, be-
tween 5 and 6h in 17.9%, and 6–7h in
42.9%. Among the healthy controls, the
usual sleep duration was less than 6h in
6.5%, 6–7h in 41.9%, and more than 7h
in 51.6%. None of the controls reported
sleeping less than 5h. The difference be-
tween the two groups was highly signifi-
cant (p< 0.001). In SF-36, patients had sig-
nificantly worse scores than controls (all
p≤ 0.002) in all eight health status do-
mains (i.e., physical functioning, physical
role, bodily pain, general health percep-
tion, vitality, social functioning, emotional
role, mental health; . Fig. 1).

Effects of RLS on sleepiness

Global levels of subjective sleepiness.
ESS scores were significantly higher in pa-

tients than in controls (score: 10.4 vs. 6.7;
p= 0.002). ESS scores >10 were observed
in 57% of patients and in 10% of controls.

Current levels of subjective sleepiness.
At baseline, patients with RLS had higher
mean scores than controls on both the SSS
(mean score: 3.3 vs. 1.8; p< 0.001) and the
TSS (mean score: 5.0 vs. 1.3; p< 0.001).

Pupillographic sleepiness test. PUI val-
ues were significantly higher in pa-
tients compared with controls (6.5 vs.
5.0mm/min;p= 0.027), indicatingahigher
level of physiological sleepiness.

Psychomotor vigilance task.On the PVT,
the mean RT was significantly longer in
patients than in controls (. Table 2; p=
0.041).

Mackworth Clock Test. RTs were signifi-
cantly longer in patients than in controls
(523ms vs. 463ms; p= 0.011). Lapses
and false alarms were more frequent in
patients than in controls, but the differ-
ences were not significant for either mea-
sure (lapses: 4.0 vs. 1.2; p= 0.068; false
alarms: 3.0 vs. 1.9; p= 0.068).

The results of the subjective and ob-
jective measures of sleepiness are sum-
marized in . Table 2.

Discussion

RLS is commonly associated with poor
sleep quality, manifesting in frequent
awakenings, prolonged sleep latency,
poor mental and physical health, and
reduced quality of life; these aspects were
confirmed in the current study. In addi-
tion, the increased prevalence of excessive
daytime sleepiness in patients with RLS,
which is a common but often neglected
symptom, was supported by new em-
pirical evidence. In contrast to previous
studies, the current study relied on a be-
tween-subject design, including a healthy
control group, as well as standardized sub-
jective and objective measures to assess
sleepiness.

In line with previous studies [2, 13],
measures of global health were lower in
patients with RLS compared to healthy
controls. Moreover, sleep quality was im-
paired in a majority of patients. This cor-
responds to the description of RLS from
the IRLSSG [1].

Regarding subjective sleepiness, pa-
tients with RLS scored higher than healthy
controls on all assessments (ESS, SSS, TSS).
Remarkably, 57% of patients had an ESS
score >10, which was distinctly higher
than in prior studies [6, 9, 13, 16, 22]. Most
likely, this is explained by the severity of
RLS symptoms in the patient population
in our study. A similar pattern emerged
for objective measurements. Patient PUIs
were significantly higher compared to
those of controls, and patient RTs were
also significantly longer on both the PVT
and theMCT. These findings are typical for
deficits in sustained attention related to
sleepiness and can be considered cogni-
tive deficits, as demonstrated in Broström
et al. [2].

In their discussion of features support-
ing the diagnosis of RLS, Allen et al. [1]
mention the “lack of expected daytime
sleepiness” in patients with moderate to
severeRLS, considering thedegreeof sleep
loss in these patients. They refer to the
point that the patients do not regularly
nap, as is the case in central disorders
of hypersomnolence. This seemingly dis-
crepant finding is explained by the very
nature of the RLS symptoms, which pre-
vent patients from actually falling asleep
specifically when they are tired and in-
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Table 2 Subjective and objective sleepiness assessment results
Measurement Test measure Patients with RLS (mean± SD) Healthy controls (mean± SD) U p-value
Subjective measures of sleepiness

ESS – 10.4± 4.8 6.7± 3.8 285.5 0.002*

SSS – 3.3± 4.0 1.8± 0.8 183.5 <0.001*

TSS – 5.0± 3.2 0.6± 1.3 113.0 <0.001*

Objective measures of sleepiness
PST Mean PUI (mm/min) 6.5± 2.6 5.0± 2.5 237.0 0.027*

PVT Mean RT (s) 0.251± 0.046 0.233± 0.039 311.5 0.041*

MCT Mean RT (s) 0.523± 0.113 0.463± 0.062 344.0 0.025*

Lapses 4.0± 5.9 1.2± 1.2 378.0 0.068

False Alarms 3.0± 3.4 1.9± 2.0 450.5 0.414

RLS restless legs syndrome, SD standard deviation, ESS Epworth Sleepiness Scale, SSS Stanford Sleepiness Scale, TSS tiredness symptom scale, PST pupillo-
graphic sleepiness test, PUI pupillary unrest index, PVT psychomotor vigilance task, RT reaction time,MCTMackworth Clock Test (version VIGIL S1, Schuh-
fried GmbH)
*significant at p< 0.05

clined to doze off due to the lack of sleep.
However, this state should still be consid-
ered as sleepiness given the definition of
excessive daytime sleepiness in the ICSD-3
[21], which includes the “inability to stay
(awake and) alert during themajor waking
episodes of the day.”

Thefindings of the current studyunder-
lined the importanceofdaytimesleepiness
in the clinical presentation of RLS. Day-
time sleepiness corresponds with reduced
quality of life and health status as well as
personal, social, and occupational func-
tioning. It may also affect driving skills
and road safety [19]. This is reflected by
lower performance on the MCT, which is
sensitive to a decreased fitness to drive
according to Schwarz et al. [14].

There are several limitations to the
present study. First, only 29 patients were
included, which may not be sufficient
to draw firm conclusions. However, di-
agnoses were carefully established via
clinical interviews, and concomitant or
confounding diagnoses were excluded.
Therefore, it is unlikely that RLS mimics
were included. In addition, the majority
of patients had severe RLS symptoms,
which adds weight to our findings.

Sex was not evenly distributed within
the sample, with only eight women par-
ticipating. Thus, the sample did not
adequately reflect the distribution of
RLS in the general population, showing
a higher prevalence in women than in
men [2]. Therefore, the results should be
interpreted with caution and not be used
to make definite recommendations for

treatment and diagnosis. Nevertheless,
this study highlights a neglected problem,
and future studies with larger numbers
of participants, including a higher pro-
portion of women, may provide further
crucial insight.

As all participants with RLS in the cur-
rentstudywerenewlydiagnosedandtreat-
mentnaïve, futureresearchcouldaddition-
ally evaluate daytime sleepiness as a pa-
tient-reported outcome measure of RLS
treatment. As suggested by Song et al.
[16], Kallweit et al. [10], and Kallweit
et al. [9], improvement in RLS symptoms
should, inmost cases, lead toa reduction in
daytime sleepiness, except in cases where
dopaminergic treatment causes sleepiness
as a side effect [9]. The ESS is an eas-
ily and quickly administered, widely used,
and accepted assessment tool for measur-
ing daytime sleepiness, and it would be
beneficial to incorporate it into diagnostic
routines for RLS when objective testing
of sustained attention is not feasible in
a clinical setting.

Conclusion

RLS is commonly associatedwith low sleep
quality, compromised mental and physi-
cal health, and decreased quality of life;
these effectswere confirmed in the current
study. Additionally, the increased preva-
lence of excessive daytime sleepiness in
patients with RLS was supported by new
empirical evidence. Patients with RLS re-
ported increased general daytime sleepi-
ness as well as higher current sleepiness

during the assessment in comparison to
controls. This was confirmed on a physi-
ological level by an increase in pupil size
variation in the pupillographic sleepiness
test. Moreover, patients performed worse
on sustained attention tasks sensitive to
increased sleepiness.

These findings demonstrate the po-
tential benefits of incorporating daytime
sleepiness as a potential symptom of RLS
into diagnostic processes and treatment.
Daytime sleepiness is closely associated
with lower quality of life and impaired
daily functioning. Further research is nec-
essary to determine the generalizability of
the findings to the wider patient popula-
tion and to establish whether treating RLS
also improves daytime sleepiness.

Practical conclusion

4 Excessive daytime sleepiness is a common
symptom of restless legs syndrome (RLS)
and associated with impaired quality of
life and daily functioning.

4 Patients diagnosed with RLS should al-
ways be evaluated for excessive daytime
sleepiness.

4 Managing RLS requires addressing sleep
disturbances to alleviate daytime sleepi-
ness and improve quality of life.

4 Treatment for RLS should target excessive
daytime sleepiness.
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Zusammenfassung

Tagesschläfrigkeit bei Patienten mit unbehandeltem Restless-Legs-
Syndrom

Hintergrund: Das Restless-Legs-Syndrom (RLS) ist eine Erkrankung, die durch einen
Bewegungsdrang in den Beinen während Schlaf- und Ruhephasen charakterisiert ist
und zu einer Verminderung der Schlafqualität führt. Obwohl über Tagesschläfrigkeit
von vielen Patienten berichtet wird, wurde dieses Symptom bisher selten in klinischen
Studien untersucht. Die vorliegende Studie untersuchte die Prävalenz und Schwere
von Tagesschläfrigkeit bei RLS mit empirischen Methoden.
Methode: Die prospektive Studie schloss 29 Patienten, bei welchen ein idiopathisches
RLS kürzlich festgestellt und noch nicht therapiert wurde, und 31 gesunde
Kontrollprobanden ein. Es wurden standardisierte subjektive (Tiredness Symptom
Scale [TSS], Stanford Sleepiness Scale [SSS], Epworth Sleepiness Scale [ESS]), kognitive
(Psychomotor Vigilance Task [PVT], Mackworth Clock Test [MCT]) und physiologische
Messmethoden (Pupillenunruheindex [PUI]) verwendet. Zusätzlich wurde die Schwere
der RLS-Symptome erfasst. Ebenso wurden die Auswirkungen von RLS auf den
allgemeinen Gesundheitszustand sowie die Daten zur subjektiven Schlafqualität
(Pittsburgh Sleep Quality Index) mit der Kontrollgruppe verglichen.
Ergebnisse: Die Patienten litten an moderatem bis schwerem RLS mit signifikanten
negativen Auswirkungen auf den allgemeinen Gesundheitszustand, die Lebens- und
Schlafqualität. Im Vergleich zu den Kontrollprobanden wiesen die RLS-Patienten
eine höhere subjektive Einschlafneigung in Alltagssituationen (ESS) und aktuelle
Müdigkeit (TSS, SSS) auf. Die objektive Leistung der Patienten war bei den Aufgaben
zur Daueraufmerksamkeit (PVT, MCT) signifikant schlechter als die der Kontrollgruppe.
Des Weiteren wiesen die Patienten einen höheren PUI auf.
Schlussfolgerung: In der vorliegenden Studie war RLS mit deutlich verringerter
Schlafqualität sowie mit subjektiv und objektiv erhöhter Tagesschläfrigkeit assoziiert.
Da Tagesschläfrigkeit ein wichtiger Faktor bezüglich verminderter Lebensqualität sein
kann, sollte die Erfassung sowie die Behandlung von Schläfrigkeit in die Diagnose- und
Therapiemaßnahmen bei RLS aufgenommen werden.
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