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ABSTRACT

 

Sleep complaints are very common in patients with end-stage
renal disease (ESRD) and contribute to their impaired quality
of life. Both obstructive and central sleep apnea syndromes are
reported more often in patients on dialysis than in the general
population. Impaired daytime functioning, sleepiness, and fatigue,
as well as cognitive problems, are well known in patients with
sleep apnea. Increasing evidence supports the pathophysiolo-
gical role of sleep apnea in cardiovascular disorders, which are
the leading cause of death in ESRD patients. Uremic factors
may be involved in the pathogenesis of sleep apnea in this
patient population and optimal dialysis may reduce disease
severity. Furthermore, treatment with continuous positive airway
pressure may improve quality of life and may help to manage
hypertension in these patients. Secondary restless legs syn-
drome is highly prevalent in patients on maintenance dialysis.

The pathophysiology of the disorder may also involve uremia-
related factors, iron deficiency, and anemia, but genetic and life-
style factors might also play a role. The treatment of restless
legs syndrome involves various pharmacologic approaches and
might be challenging in severe cases. In this article we review
the diagnosis and treatment of sleep apnea and restless legs
syndrome, with a focus on dialysis patients. We also briefly
review current data regarding sleep problems after transplanta-
tion, since these studies may indirectly shed light on the possi-
ble pathophysiological role of uremia or dialysis in the etiology
of sleep disorders. Considering the importance of sleep dis-
orders, more awareness among professionals involved in the
care of patients on dialysis is necessary. Appropriate manage-
ment of sleep disorders could improve the quality of life and
possibly even impact upon survival of renal patients.
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Sleep problems are common in medically ill popula-
tions (1), including those with end-stage renal disease
(ESRD). There is limited information regarding sleep
disorders and their impact in chronic kidney disease
(CKD) patients who are not yet on dialysis and after
renal transplantation. However, a number of studies sug-
gest that the majority of patients on dialysis suffer from
at least one sleep disorder (2–7). Sleep disorders have
profound effects on quality of life and also have signifi-
cant socioeconomic impacts (4,5,8,9).

In a previous article in this journal, we focused on the
diagnosis and treatment of insomnia in patients with
renal disease. Here we discuss issues related to two
additional clinically significant sleep disorders that are
particularly common in CKD patients: sleep apnea syn-
drome (SAS) and restless legs syndrome (RLS).

Sleep apnea syndrome has a special significance, as
it has been suggested to contribute to cardiovascular
morbidity and mortality in ESRD patients (10,11).

Neuropsychiatric symptoms of sleep apnea (fatigue and
cognitive impairment) may be mistakenly attributed to
uremia, and these symptoms might also overlap with the
symptoms of depression. RLS leads to severe initiation
insomnia and greatly impaired quality of life (4,5). In
one study, RLS was associated with premature discontin-
uation of dialysis and a significantly increased risk of
mortality after 2.5 years follow-up (12).

Despite the impact of sleep disorders, these conditions
often remain undiagnosed and untreated (13,14). Our
two articles (parts 1 and 2) aim to raise awareness among
professionals involved in the management of dialysis
patients and provide guidance concerning the detection
and treatment of these sleep disorders. We will also
briefly discuss whether kidney transplantation elimi-
nates or diminishes the frequency of sleep disorders in
ESRD patients.

 

Sleep Apnea Syndrome

 

Sleep apnea syndrome is characterized by disordered
breathing during sleep, resulting in heavy snoring in most
cases, repetitive apnea, restless sleep, fragmented sleep
structure, frequent arousals, morning headache, person-
ality and mood changes, and daytime sleepiness. Based
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on different criteria of disease severity and the age of the
studied population, the prevalence of the disorder in the
general population varies between 2% and 24% (15).

Central sleep apnea is characterized by unstable,
decreased, or even absent regulatory motor activity of
the respiratory centers in the central nervous system dur-
ing sleep, leading to apneic episodes (16). It is most
frequently associated with neurologic disorders or with
congestive heart failure. The condition is greatly under-
diagnosed, as it can only be recognized by polysomno-
graphy. Several authors have suggested that it may be
quite common in patients with renal disease (10,17,18).

Most central apneas occur at sleep onset, establishing
a cycle of decreased or absent respiratory effort termi-
nated by ongoing arousals. Snoring may or may not be
present, and often the clinician suspects obstructive apnea
prior to testing. Daytime sleepiness is the dominant
symptom due to the high-grade fragmentation of sleep.

Obstructive sleep apnea syndrome (OSAS), on the
other hand, is characterized by repetitive closure of the
upper airways during sleep, usually at the pharyngeal
level, which produces apnea. Increasing respiratory
effort against the collapsed airway with asphyxiation
induces repetitive arousals. The most obvious symptoms
are loud snoring interrupted with apneic episodes
(“malignant snoring”) and excessive daytime sleepiness
(EDS) (hypersomnolence). Apneic episodes lead to
microarousals, sleep fragmentation, and activation of the
sympathetic nervous system. Sleep fragmentation and
hypoxemia result in excessive daytime sleepiness, cogni-
tive impairment, and impaired quality of life. There is an
interesting, but not well-studied relationship between
apnea and depression. Symptoms of depression and sleep
apnea do overlap, and there is an increased prevalence of
depression in sleep apnea patients (19). The association
of insomnia with OSAS has also been emphasized, with
the suggestion that the presence of insomnia may lead to
an amplification of OSAS symptom severity. Patients
with both conditions may experience more symptoms
related to depression, anxiety, and stress (20) and poorer
quality of life (6). A recent study suggested that depres-
sion predicted sleep quality in patients with OSAS (21).
Sleep apnea is frequently associated with arterial hyper-
tension, and it is also a suggested risk factor for cardio-
vascular morbidity and mortality (10,11).

The pathogenesis of OSAS is not fully understood.
Anatomic changes caused by obesity or developmental
problems play an important role. Some authors also sug-
gest a role for pharyngeal neuropathy and myopathy
(22). The potential role of uremia or uremic toxins in the
pathogenesis of OSAS in CKD patients is supported by
the results of Hanly and Pierratos (23), who showed that
nocturnal hemodialysis significantly decreases the prev-
alence and severity of obstructive sleep apnea.

 

Diagnosis of SAS

 

Obstructive sleep apnea syndrome should be suspected
in middle-aged and obese patients with hypersomno-
lence and loud snoring, usually reported by the sleeping
partner of the patient. Importantly, neck size appears to
be a stronger predictor of sleep apnea than body mass

index. Additional clinical symptoms of OSAS are rest-
less sleep, profuse sweating, dry mouth or sore throat in
the morning, morning headaches and confusion, impo-
tence, and intellectual impairment. OSAS is frequently
associated with hypertension (Table 1). However, clini-
cal features do not reliably predict sleep apnea (24).

Several models have been developed to help the clini-
cian decide which patients need to be referred for more
definitive testing (25,26). The Berlin questionnaire, for
example, which has been validated against polysomno-
graphy, asks about risk factors for sleep apnea, namely
snoring behavior, wake-time sleepiness or fatigue, and
the presence of obesity or hypertension (27). Scoring
high risk on this instrument yielded a sensitivity of 0.86,
a specificity of 0.77, and a positive predictive value of
0.89 in attempting to detect OSAS in a primary care setting.

A definitive diagnosis of sleep apnea, however, requires
polysomnographic sleep studies, although the extent and
location of the examination are still the subjects of con-
siderable debate. There is still no clear consensus on the
following important issues: Is one full night of diagnostic
polysomnographic assessment in a sleep clinic necessary
to establish the diagnosis of OSAS? Given the night-to-
night variability, is a one-night assessment enough? Is
home monitoring acceptable for the diagnosis? Is oxim-
etry alone enough, or do we need electrophysiologic
recording and other measures during sleep? Home
monitoring may be appealing for dialysis patients who
already spend much of their week in the dialysis center.

Defining the presence and extent of excessive daytime
sleepiness is important in assessing patients with SAS,
but in some cases this task can be challenging. Both
clinicians and patients often confuse fatigue or tiredness
with sleepiness. Disorders such as chronic insomnia,
depression, fibromyalgia, and organic problems often
induce fatigue, but not necessarily sleepiness (28). Fur-
thermore, CKD patients may experience the above
symptoms, or even excessive sleepiness, for reasons
other than SAS. Sleepiness and alertness can be evalu-
ated objectively using the Multiple Sleep Latency Test

TABLE 1. Clinical Features Suggestive of Sleep apnea
 

 

Nighttime symptoms:
Loud snoring
Awakening from sleep feeling breathless or gasping for air or 

choking
Restless, nonrestorative sleep (grogginess, lack of energy)
Apneas witnessed by a bed partner
Frequent urination at night
Dry mouth or sore throat upon awakening

Daytime symptoms:
Morning headaches
Unintentional lapses into sleep, especially in boring situations
Excessive daytime sleepiness and tiredness
Difficulty maintaining daytime alertness
Difficulty concentrating and memorizing
Unrefreshing naps
Mood changes (depression, irritability)

Other clinical features:
Increased body mass index, increased neck size
Sexual dysfunction, impotence
Cardiovascular disorders, especially hypertension
Diabetes
Coexisting sleep disorders: insomnia, PLMS, RLS
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(MSLT) (29) and the Maintenance of Wakefulness Test
(MWT) (30) in the sleep laboratory, or using a subjective
sleepiness scale, such as the Epworth Sleepiness Scale,
Karolinska Sleepiness Scale, or Stanford Sleepiness
Scale (31–33).

 

SAS in Dialysis Patients

 

Except a recent study involving eight CKD patients,
no polysomnographic study has been reported in the
CKD population not yet on dialysis. Results obtained in
that work suggest that sleep problems of patients with
CKD and those receiving chronic intermittent daytime
hemodialysis might have different etiologies (34). The
authors suggest that functional and psychological factors
might play a greater role in the development of sleep dis-
ruption in CKD patients. In a recent survey we found that
29% of CKD patients scored “high risk” for SAS on the
Berlin questionnaire. These patients had a higher body
mass index and lower serum albumin than patients with
low risk (35).

The reported prevalence of SAS in the dialysis popu-
lation varies between 30% and 80%. Most of the early
studies used nonvalidated questions or scales in selected
populations to assess the symptoms of sleep apnea. In a
recent survey of unselected dialysis patients that used
both a questionnaire and objective measures to assess the
presence of OSAS, 16% of patients met the diagnostic
criteria for OSAS (36). More recently we used the Berlin
questionnaire in a group of nonselected hemodialysis
patients and found that 30% scored high risk (37). The
few studies that used polysomnography reported even
higher prevalences of OSAS (30–80%) (18,38,39). How-
ever, these studies are criticized because the relatively
few patients enrolled were usually preselected on the
basis of clinical suspicion for apnea. Several authors
have suggested that central apnea may be quite prevalent
in CKD patients, but no large epidemiologic studies
have been reported. The true prevalence of both central
and obstructive apnea in the CKD population is still
unknown. Although a few studies compared the preva-
lence of sleep apnea in patients on different dialysis
modalities, there are not enough data to assess any pos-
sible differences (40,41).

 

Treatment of SAS in CKD Patients

 

Treatment of OSAS includes nonsurgical and surgical
approaches. There is little evidence that treatment of
asymptomatic sleep apnea (generally those patients with
less than 15 apneic-hypopneic events per hour of sleep
and with no daytime sleepiness) is beneficial, although
the risk of cardiovascular disorders should be consid-
ered. Patients with mixed apnea, even when the predomi-
nant component appears to be central apnea, should be
treated as if they have OSAS. This may be particularly
important in CKD patients, where central or mixed
apnea may be more prevalent.

The first step in the specific management of docu-
mented OSAS is to look for, and treat if present, any
anatomic airway obstruction (enlarged tonsils, skeletal
abnormalities, nasal obstruction). In mild cases of sleep

apnea, weight loss, changing sleeping position (inserting
a tennis ball in a pocket sewn into the back of the paja-
mas, for example), or special oral devices can bring
some improvement. Lifestyle factors such as sleeping in
the supine position or avoiding alcohol or sedatives close
to bedtime should also be discussed with patients.

Although not a curative intervention, continuous positive
airway pressure (CPAP) is the treatment of choice for
moderate or severe cases of OSAS. With the help of a
mask, CPAP provides airway pressure to keep the upper
airways open during sleep. In mild cases, CPAP therapy
should be used if daytime sleepiness or neurocognitive
symptoms are present. It should also be considered in
patients with significant cardiovascular disorders.

Continuous positive airway pressure ameliorates
excessive daytime sleepiness and may also improve
hypertension associated with apnea (42,43). Recent stud-
ies have also confirmed the beneficial cardiovascular
effects of CPAP therapy (44).

It has been shown that CPAP improves the quality of
life of sleep apnea patients and even that of their bed
partners (45). CPAP also improves neuropsychiatric
symptoms and depression, which are typically present
in OSAS (46), as well as erectile dysfunction related to
OSAS (47). A recent study showed that patients who
benefit from CPAP are those who suffer from EDS (48).

Compliance with CPAP is far from optimal. It has
been suggested that approximately 20–40% of patients
will not use CPAP, and many others do not use it all night
or every night. Some strategies, including education, reg-
ular follow-up, and the use of equipment with heated
humidifiers have been shown to improve compliance
(49). Using CPAP may be particularly challenging in
dialysis patients, whose lives already depend on other
mechanical equipment.

Several different oral appliances have been proposed
to ameliorate OSAS. These devices protrude the
mandible or hold the tongue away from the pharyngeal
wall. There are very limited data available to support the
effectiveness of these appliances. These devices may be
acceptable treatments for some patients with mild OSAS
(50,51).

Medroxyprogesterone acetate (MPA) may be effective
in the few patients with obesity-hypoventilation syn-
drome (sleep apnea, obesity, and awake hypoventilation)
who are not controlled with CPAP. Some patients on
CPAP may still have residual sleepiness; these indi-
viduals may benefit from the use of modafinil, a wake-
promoting agent.

Surgery may be indicated only in selected cases.
Tracheostomy was the first uniformly successful treat-
ment for OSAS. With the advent of CPAP therapy, the
frequency of tracheostomy for OSAS has decreased to a
negligible number.

Uvulopalatopharyngoplasty, maxillofacial surgery, or
the less invasive radiofrequency tissue ablation (RFA)
have all been used to treat sleep-related breathing dis-
orders. The available evidence does not support the
clinical effectiveness of these procedures (52,53), therefore
they should be reserved for patients in whom CPAP is
not an option. In fact, prior uvulopalatopharyngoplasty
may compromise subsequent CPAP therapy.
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The very few studies that have examined the effectiveness
of CPAP in patients with renal failure found significant
improvement in the apnea/hypopnea index, nocturnal
oxygenation, and sleep quality (54). This may be par-
ticularly important in this population, as it has been
reported that nocturnal hypoxemia predicts cardiovascular
complications in dialysis patients (11). It is possible—
although not investigated—that treating OSAS may
reduce cardiovascular morbidity in the CKD population.

 

Restless Legs Syndrome

 

Restless legs syndrome is characterized by an urge to
move the legs that is often hard to resist and is usually,
but not always, associated with disagreeable leg sensa-
tions. The symptoms of RLS typically occur during inac-
tivity and frequently interfere with sleep. RLS is almost
invariably associated with another movement disorder,
periodic limb movements in sleep (PLMS). However, the
reverse does not apply, that is, many patients have PLMS
and fragmented sleep and sleepiness or fatigue without
having RLS.

Restless legs syndrome can occur in an idiopathic
form or secondary to other conditions such as pregnancy,
iron deficiency, rheumatoid arthritis, or ESRD. The
cause of primary, idiopathic RLS is unknown, but
genetic mechanisms are suggested by the fact that a
family history consistent with dominant inheritance is
present in more than 40% of these patients (55).

The pathogenesis of the disorder is still unclear, but it
is widely accepted that it involves disruption of dopam-
inergic functions in the central nervous system. Several
studies provide suggestive evidence pointing to dysfunc-
tion of subcortical brain areas in the condition (56).
Finally, there is some evidence supporting a proposed
relation between brain iron metabolism and RLS. Ure-
mia may be one important pathogenetic factor in patients
with ESRD, but there are other factors (neuropathy, ane-
mia, iron deficiency, comorbidity, immobilization during
therapy) involved in the pathogenesis of RLS in patients
with renal disease.

Restless legs syndrome leads to severe initiation
insomnia and greatly impaired quality of life (4,5,57). In
one study, RLS was associated with premature discontinu-
ation of dialysis and a significantly increased risk of
mortality after 2.5 years follow-up (12). Benz et al. (58)
found a similar association between PLMS and mortality.

 

Diagnosis of RLS

 

Restless legs syndrome is best diagnosed by an experi-
enced clinician. Diagnostic criteria have recently been
established (59). A specific questionnaire, based on the
diagnostic criteria of the International Restless Legs
Syndrome Study Group (IRLSSG), has also been devel-
oped and validated for screening in epidemiologic stud-
ies (3,12,60–62). There are four mandatory and some
additional clinical features that support the diagnosis
(Table 2). Additional clinical features that are typical but
do not contribute to the diagnosis include a chronic, and
in most cases progressive, clinical course and the pres-

ence of sleep disturbances, most frequently initiation
insomnia. Polysomnography may be helpful for the diag-
nosis of resistant RLS (63). In such cases, coexisting
PLMS may also be identified.

 

RLS in Dialysis Patients

 

There is an almost complete lack of information about
the prevalence of RLS in predialysis patients. In our sur-
vey involving CKD patients not yet requiring dialysis,
we found RLS in 6% of individuals (35), a prevalence
that is quite similar to that observed in the general popu-
lation (2–15%) (64). Previous studies have shown a
12–62% prevalence in ESRD patients (3,4,6,12,65,66).
These large variations may be attributed in part to the
heterogeneity of the study populations and to differences
in the definitions of RLS and the tools used to diagnose
the syndrome. In more recent studies that applied the
IRLSSG diagnostic criteria, the prevalence of the disor-
der in the ESRD population was 10–20%. However, the
definitions of the disorder used in those reports were still
quite variable (12,65). Based on the IRLSSG criteria, a
self-report questionnaire (RLS Questionnaire [RLSQ])
was developed and validated by Allen and Early (67).
The instrument may provide a relatively simple tool to
detect RLS in a uniform manner.

Using the RLSQ in 333 dialyzed patients, we found
that RLS was present in 14% of patients. RLS was asso-
ciated with impaired overall sleep quality and poorer
quality of life (5).

Recently a polysomnographic study involving 48
patients on dialysis showed that RLS was observed in
58% of the patients and PLMS was present in almost
90% of RLS patients. Patients with both disorders had
significantly poorer subjective and objective sleep qual-
ity than those with neither disorder or with PLMS alone.
Quality of life was also significantly worse in patients
with RLS and PLMS compared to those without the dis-
orders, and patients with PLMS alone also tended to
have worse quality of life (68).

 

Treatment of RLS in Dialysis Patients

 

Although pharmacologic therapy is the mainstay of
treatment efforts directed at RLS and PLMS, counseling

TABLE 2. Clinical Diagnosis of RLS (based on Allen et al. (59))
 

Essential diagnostic criteria for RLS, which are mandatory for clinical 
diagnosis:

An urge to move the legs, usually accompanied or caused by 
uncomfortable and unpleasant sensations in the legs

The urge to move or unpleasant sensations begin or worsen during 
periods of rest or inactivity such as lying or sitting

The urge to move or unpleasant sensations are partially or totally 
relieved by movement

The urge to move or unpleasant sensations are worse in the evening 
or at night than during the day or only occur in the evening or at 
night

Supportive clinical features:
Positive family history
Positive response to dopaminergic therapy
Presence of PLMS or periodic limb movements during wakefulness
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about sleep hygiene and lifestyle is also essential. There
is a wide range of self-help information available (e.g.,
from the support group of the Restless Legs Foundation
[NightWalkers Newsletter, http://www.rls.org/nwalkers]).

Not everybody with RLS requires treatment. The need
for pharmacologic therapy depends on the frequency and
severity of symptoms. Some patients need medication
only for certain events, for example, when attending the
theater or traveling, or when there are long periods of sit-
ting still. In patients with severe insomnia and impaired
quality of life, pharmacotherapy is necessary. Pharmaco-
logic trials typically address the therapy of RLS, but in
practice both RLS and PLMS are treated with the same
groups of medications.

The first step is to rule out RLS caused by medications
(e.g., tricyclic antidepressants, selective serotonin reup-
take inhibitors (SSRIs), lithium, dopamine antagonists).
Caffeine, nicotine, and alcohol may also aggravate the
symptoms of RLS.

Earlier studies frequently identified anemia as a risk
factor for RLS in the ESRD population. It has repeatedly
been shown that treatment of renal anemia with erythro-
poietin or intravenous iron reduces the prevalence or
severity of RLS (69–71).

Current recommendations suggest dopaminergic
therapy (levodopa or dopamine receptor agonists: prami-
pexol, ropinirole, pergolide, or caber goline) as first-line
treatment of RLS. This option has been the most fre-
quently studied, and these drugs are clearly effective in
reducing RLS symptoms. On the other hand, daytime
augmentation of RLS (i.e., worsening of daytime RLS
symptoms with higher doses and long-term medication
use), early morning rebound RLS, and insomnia are fre-
quent side effects of levodopa, especially with continu-
ous use. It appears from recent studies that the side
effects of pramipexole and ropinirole may be less signif-
icant, self-limited, and better controlled than the side
effects of levodopa (72) although properly designed
comparative trials are still needed to address this question.

Other dopamine agonists and dopaminergic agents
(e.g., amantadine and selegiline hydrochloride) and
some other classes of medications, including benzodiaz-
epines (especially clonazepam) and anticonvulsants
(e.g., carbamazepine and gabapentin) may be also effec-
tive, but there are fewer data supporting the use of these
agents. Several studies have reported a beneficial effect
with different opioids. In some cases benzodiazepines
are beneficial for the sleep disruption caused by RLS or
PLMS. Gabapentin might be useful for those with pain-
ful RLS. There are some data supporting the use of cloni-
dine in RLS, but the effectiveness of this medication is
not confirmed in all studies.

An expert panel suggested differentiation of three par-
ticular types of RLS. “Intermittent RLS” is troublesome
enough when present to require treatment, but it is not
sufficiently frequent to require regular daily medication
use. “Daily RLS” requires daily treatment, and RLS is
considered “refractory” when daily RLS does not
respond to a dopamine agonist or if intolerable adverse
effects are experienced (73). In our own practice we also
place an emphasis on the chief complaint of the patient.
If the main problem is daytime fatigue or sleepiness, we

are inclined to use selegiline hydrochloride, which has
an alerting effect (74). If the major complaint is sleep
disruption, we prefer clonazepam as a first step.

Levodopa with a decarboxylase inhibitor together with
nonpharmacologic approaches are suggested as first-
line therapy for intermittent RLS. Other options in the
therapy of intermittent RLS are dopaminergic agonists
(see below), low-potency opioids (propoxyphene,
codeine, or tramadol), and benzodiazepines (primarily
clonazepam) (72).

For daily RLS, the initial therapy should include a
dopaminergic agonist (pramipexole or ropinirole) along
with nonpharmacologic measures. Alternatives to these
medications include gabapentin (although there are very
little data supporting its effectiveness) or low-potency
opioids.

Referral to a specialist for RLS management should
be considered for patients suffering from refractory RLS.
It is useful to perform a full sleep study for these patients
to ensure that there is no other sleep disorder present.
Sleep apnea often coexists with RLS and PLMS, and the
symptoms of OSAS may be masked by RLS. The treat-
ment of OSAS, if present, may alleviate RLS/PLMS
symptoms. Changing treatment to a different dopamine
agonist or to gabapentin, or adding another drug (gaba-
pentin, benzodiazepine, or opioids) to the treatment may
also be helpful in such cases (72).

In renal patients, several drugs have been suggested to
be effective in treating RLS, however, most published
studies suffer from short treatment periods and insuffi-
cient statistical power due to small sample sizes. Similar
to the therapy of nonuremic RLS, dopaminergic drugs
play an important role in the management of RLS in
dialysis patients. Two small randomized studies as well
as one cohort study showed a positive effect of L-dopa in
renal patients (75–77). Based on the limited evidence
available, ropinirole (78) and gabapentin (79) are effec-
tive for the treatment of RLS in renal patients as well.

 

Do Sleep Disorders of Dialysis Patients Improve 
After Renal Transplantation?

 

Renal transplantation partially restores renal function
and alleviates many uremic symptoms and complica-
tions. As a consequence, sleep problems may be less
prevalent in transplanted patients than in patients treated
with maintenance dialysis. At the same time, the same
biological, psychological, and social factors that inter-
fere with sleep in the CKD and dialysis populations and
the utilization of immunosuppressive medications may
also contribute to the development of sleep disorders in
this particular patient group.

Sabbatini et al. (80) compared 301 kidney trans-
planted patients to a group of normal control subjects
and to patients on maintenance hemodialysis using the
Pittsburgh Sleep Quality Index. Transplanted patients
had significantly better overall sleep quality than did
patients on maintenance hemodialysis, but their sleep
was poorer than that reported by the healthy control
group. A surprisingly high proportion (52%) of the trans-
planted patients were classified as “poor sleepers.”

http://www.rls.org/nwalkers%5D
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We recently completed a large cross-sectional study
(TRANS-QOL study) enrolling 1067 transplanted and 214
wait-listed dialysis patients where validated question-
naires were used to assess sleep disorders. The preva-
lence of insomnia, assessed with the Athens Insomnia
Scale (AIS), was significantly lower in transplanted than
in dialyzed patients (8% versus 15%). In multivariate
analysis, psychological distress, the presence of RLS and
OSAS, comorbidity, and measures of social status were
independently associated with the AIS score (81).

Little is known about the prevalence and potential
consequences of sleep apnea in the kidney transplanted
population. In two case reports, the symptoms of sleep
apnea disappeared and the polysomnographic assess-
ment became normal after successful transplantation
(17,82). On the other hand, in a study by Unruh et al.
(83), the severity of sleep apnea did not change in seven
patients after successful kidney transplantation. Our yet
unpublished results from the “TRANS-QOL study” sug-
gest that the prevalence of SAS (assessed with the Berlin
questionnaire) is similar in transplanted versus wait-
listed patients: about 30% of the patients scored high risk
for SAS in both populations.

The first case report about the improvement of RLS
after renal transplantation was published in 1986 (84).
More recently, Winkelmann et al. (85) followed 11
patients with uremic RLS after kidney transplantation.
The symptoms of RLS disappeared in 1–21 days after
transplantation, but the symptoms of RLS reappeared as
the graft failed.

Recently our group published results obtained in the
“TRANS-QOL study” using the RLSQ (86). The preva-
lence of RLS was significantly lower in transplanted
patients than in wait-listed patients. RLS was associated
with declining renal function, lower serum hemoglobin,
higher comorbidity, and iron deficiency. Surprisingly the
symptoms of RLS were significantly less frequent in
patients taking steroids than in patients not taking this
medication.

 

Conclusion

 

Sleep problems and sleep disorders are common com-
plaints in renal patients, and evidence shows that this has
a significant impact on quality of life, morbidity, and
mortality. Surprisingly there is a lack of well-designed
studies assessing different therapies in CKD and dialysis
patients or in patients after renal transplantation. Most sleep
disorders are treatable. Our aim is to raise awareness
about the diagnosis and therapy of these important con-
ditions, which we suggest may lead to improvements in
the quality of life and rehabilitation of renal patients.
Finally, it is still speculative, but entirely possible, that
effective treatment of sleep disorders will improve survival.
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