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• Discuss indications for a sleep specialist consult or overnight sleep study 
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Accreditation does not imply endorsement by NP Alternatives or the American Nurses 
Credentialing Center’s Commission on Accreditation of any commercial products dis-
cussed in conjunction with an educational activity.  
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enhance patient outcomes and their own professional development. The information 
presented in this activity is not meant to serve as a guideline for patient management. 
Any medications, diagnostic procedures, or treatments discussed in this publication 
should not be used by clinicians or other health care professionals without first evalu-
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summer 20123

Dear Colleague,

It would be difficult to pick a topic more relevant to quality of life for people with 
multiple sclerosis (MS) than helping them to improve their sleep. Poor sleep quality is 
extremely common in the general public and is pervasive among people with MS. The 
etiology of sleep problems in MS is multifaceted, but many of these problems are read-
ily treatable. The key is a correct diagnosis of the underlying causes of sleep problems. 
Rather than prescribing yet another drug—which can compound rather than alleviate 
sleep problems—getting to the root of the issue addresses the problem more directly and 
serves the patient better in the long run.

How often do our patients with MS ask for advice about fatigue, when in fact the prob-
lem is related to sleepiness? While researching and discussing this issue, we learned that 
even sleep specialists might have difficulty discerning the difference between MS fatigue 
and sleep-related problems. Our MS nurse panel worked with a neurologist who spe-
cializes in both MS and sleep medicine to develop approaches that can be easily imple-
mented in the office setting to better detect and address sleep problems. This intervention 
can begin in the reception area or even at home, where patients and their partners can 
complete some simple screening questionnaires to guide the diagnosis. 

We hope that you gain as much insight from this issue on sleep quality as we did during 
our roundtable discussion.

Amy Perrin Ross, APN, MSN, CNRN, MSCN (series editor)
Neuroscience Program Coordinator
Loyola University Medical Center
Maywood, IL

welcome
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Helping People with MS  
to Improve Sleep Quality

W hether it’s tossing and turning during 
the night, staring awake at the bedroom 
ceiling, or multiple nighttime visits to 

the bathroom, sleep can become yet another chal-
lenge for a person with multiple sclerosis (MS) 
instead of the restful release it should be. Failure 
to get a good night’s sleep spills over into daytime 
issues, compounding existing problems such as 
cognitive difficulties, fatigue, depression, and pain. 
In some cases, the job of identifying and treating 
sleep problems may be best handled by a sleep 
specialist. However, there are many practical steps 
that can be taken by MS nursing professionals to 
help their patients understand the causes of sleep 
dysfunction and improve sleep quality. 

Causes of Sleep Problems in MS
It’s no secret that we are a sleep-deprived soci-
ety. Studies have shown that sleep disorders 
affect as many as 70 million Americans, or about 
20% of the population.1 Sleep disorders such as 
insomnia, sleep-disordered breathing or sleep 
apnea, and restless legs syndrome (RLS) have 
been reported among the MS population. Sleep 
disorders occur at a higher prevalence among 
people with MS, affecting between 25% and 
54%, and often remain unrecognized.2-5 In addi-
tion, fatigue is reported in 70% to 90% of people 
with MS and may be caused by or exacerbated 
by sleep-related problems.6

Depression and anxiety are conditions that can 
cause or exacerbate sleep problems among people 
with MS, or be worsened by sleep problems.7-10 

Approximately 40% of people with sleep disor-
ders have a coexisting psychiatric condition, with 

depression being the most common. The esti-
mated lifetime prevalence of depression among 
people with MS ranges from 50% to 59%.8,9 Even 
when the patient is not affected by clinical depres-
sion, worry and rumination about life stresses has 
the potential to disrupt sleep, especially for those 
trying to return to sleep after awakening. Eventu-
ally, the focus shifts to worries about lack of sleep 
and the potential daytime fallout caused by getting 
too little rest.10

Among women in the perimenopausal or 
menopausal stages—regardless of MS—hormonal 
changes can cause or compound sleep disrup-
tion. In the Study of Women’s Health Across 
the Nation (SWAN), a cross-sectional survey of 
more than 16,000 women between ages 40 and 
55, 38% reported having experienced difficulty 
sleeping in the previous 2 weeks.11 This study 
found an association between decreasing estra-
diol levels and difficulty falling asleep and staying 
asleep; in addition, increasing follicle-stimulating 
hormone (FSH) levels were associated with dif-
ficulty staying asleep.11 Not surprisingly, vasomo-
tor symptoms such as hot flashes and night sweats 
were among the main hormonal symptoms con-
tributing to sleep disruption.

Many MS symptoms as well as comorbid con-
ditions have the potential to interfere with sleep. 
Some of the most common factors are listed in 
Table 1. 

How to Conduct a Sleep History
Inadequate sleep can cause or exacerbate common 
MS symptoms such as fatigue, cognitive deficits, 
depression, anxiety, pain, and gait problems. Sleep 
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disorders also disrupt the ability to work, perform 
household responsibilities, spend time with family 
and friends, drive, and many other aspects of daily 
living.5,10,12,13 In many cases, the person is unaware 
of the role played by a sleep problem or related 
condition. Before initiating treatments such as 
stimulants for MS fatigue or sedatives or hypnot-
ics to treat insomnia, it is useful to conduct an 
in-office sleep evaluation, beginning with a sleep 
history. This information can easily be gathered by 
the MS nurse in an office setting. 

Basic components of a sleep history are summa-
rized in Table 2. Much information can be gath-
ered by making good use of time the patient may 
spend in the waiting area. Questionnaires such as 
URGE (for RLS) and STOP-BANG (for sleep 
apnea) are brief enough to be completed by the 
patient while waiting for an office visit. It can be 
beneficial to have a spouse or sleep partner present 
to provide additional input. These questionnaires 
are used as a basis for discussion during the sleep 
history and can be determinants for whether the 
person should be referred to a specialist for other 
studies. 

The physical examination can provide some 
information about the risk for sleep apnea, espe-

cially if the person has a high body mass index, 
neck size, or crowded oral pharynx area (e.g., 
large tongue or tonsils) that may be suggestive 
of sleep apnea. A cardiopulmonary examination 
can provide important clues, since sleep apnea 
is associated with hypertension, abnormal heart 
rhythms, pulmonary hypertension, and other car-
diopulmonary conditions.15 Screening for depres-
sion and/or anxiety should be included in the 
workup, as should a thorough record of medi-
cations used regularly or periodically (includ-
ing prescription and nonprescription drugs, and 
supplements).15

While a sleep history would not necessarily 
be included as part of every patient encounter, it 
can be valuable if the person complains of sleep 
problems or fatigue, and as a baseline evaluation 
for mental status and quality of life. If a patient 
changes medications or has a dosage change, this 
baseline can be useful in evaluating the effects of 
any adverse events. 

Is it MS-related Fatigue, a Sleep 
Problem, or Both?
Fatigue is one of the most common and disabling 
symptoms of MS.16,17 A basic definition of fatigue 
is a “sensation of tiredness that is not improved 
by bed rest and may be worsened by physical or 
mental activity.”16 A more precise definition of 
primary MS-related fatigue developed by the MS 
Council for Clinical Practice Guidelines is shown 
in Table 3.6 True MS-related fatigue is a feel-
ing of lethargy that persists even if a person gets 
a good night’s sleep, but in reality this condition 
is difficult to distinguish from sleepiness due to 
inadequate rest. In some cases, the person with 
MS may be unaware that a sleep disorder such as 
obstructive sleep apnea or RLS is leading to irreg-
ular sleep patterns and may be causing or contrib-
uting to daytime feelings of sluggishness and dif-
ficulty concentrating. The Fatigue Severity Scale 

Table 1. Causes of Sleep Problems in 
People With MS

• Poor sleep hygiene

• Irregular sleep patterns (e.g., shift work)

• Bladder/bowel dysfunction

• Spasticity and/or pain

• Restless legs syndrome

• Sleep apnea/sleep disordered breathing

• Depression/anxiety

• Hormonal changes (e.g., menopause, perimenopause)

• Polypharmacy (use of multiple medications)

MS=multiple sclerosis.
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(FSS; Table 4) and the Modified Fatigue Impact 

Scale (MFIS) are among the commonly used mea-

sures of MS fatigue.18,19

MS nurses may find that their patients are more 

aware of problems associated with daytime sleepi-

ness or an overall sensation of fatigue than they 

might be of their specific sleep-related problems. 

Even sleep specialists admit that the distinction 

between fatigue and sleepiness can be difficult 

to make, in part because people have many dif-

ferent ways of describing the same symptoms. 

In a study by University of Michigan research-

ers, 190 patients with sleep apnea (without MS) 

were more likely to use the term “lack of energy” 

to describe their primary complaint rather than 

describing themselves as sleep-deprived, even 

though their underlying problem was related to 

inadequate sleep.20

In a small study involving 66 patients with MS 

who were evaluated using polysomnography, 

96% of those testing positive for fatigue (based 

on the Modified Fatigue Impact Scale) were 

found to have a relevant sleep disorder, including 

sleep-related breathing disorders (27% of fatigued 

Table 2. Basic Components of a Sleep History

1. What is your main complaint?

• Trouble going to sleep, trouble staying asleep, abnormal movements during sleep, MS symptoms such as 
spasticity or pain affecting sleep

2. Sleep habits:

• What time do you go to bed? What time do you get up in the morning? How long does it take you to fall 
asleep? How many times do you wake up from sleep? How long are these awakenings? Has anyone observed or 
mentioned any sleep problems you might have? How does your sleep pattern change during the week versus the 
weekend? What wakes you up? What do you do in the last hour before sleep?

3. Daytime habits affecting sleep:

• Caffeine consumption
• Alcohol use
• Use of prescription or nonprescription drugs or supplements
• Shift work or other unusual sleep patterns
• Napping habits

4. Screening questionnaires:

• STOP-BANG (for sleep apnea)
• URGE (for RLS)
• Epworth Sleepiness Scale
• Fatigue Severity Scale
• Depression/anxiety questionnaire (Beck Depression Index or Hamilton Rating Scale for Depression/Hamilton 

Rating Scale for Anxiety14)

5. Physical exam

• Cardiopulmonary exam
• Throat exam (large tongue, tonsils, crowded oral pharynx)
• Neurologic exam

MS=multiple sclerosis; RLS=restless legs syndrome.
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patients with MS). Having a sleep disorder was 
associated with a significantly increased of risk of 
fatigue in MS.21

A common tactic among practitioners in both 
primary care and specialized MS care is to pre-
scribe a stimulant if a patient complains of day-
time fatigue, and to prescribe a hypnotic or other 
sleep aid if the person describes difficulty sleeping. 
Obviously, these data suggest it would be better 
to dig deeper into the possible underlying causes 
of the patient’s symptoms rather than simply pre-
scribing medications. 

RLS as a Comorbidity of MS
Multiple studies have established a greater preva-

lence of RLS in people with MS than in the gen-

Table 4. Fatigue Severity Scale (FSS)18

Circle the number between 1 and 7 that best fits the following statements. This refers to your usual way of life within 
the last week. 1 indicates “strongly disagree” and 7 indicates “strongly agree.”

1. My motivation is lower when I am fatigued. 1  2  3  4  5  6  7

2. Exercise brings on my fatigue. 1  2  3  4  5  6  7

3. I am easily fatigued. 1  2  3  4  5  6  7

4. Fatigue interferes with my physical functioning. 1  2  3  4  5  6  7

5. Fatigue causes frequent problems for me. 1  2  3  4  5  6  7

6. My fatigue prevents sustained physical functioning. 1  2  3  4  5  6  7

7. Fatigue interferes with carrying out certain duties and responsibilities. 1  2  3  4  5  6  7

8. Fatigue is among my most disabling symptoms. 1  2  3  4  5  6  7

9. Fatigue interferes with my work, family, or social life. 1  2  3  4  5  6  7

Scoring: Total score of ≥36 suggests fatigue should be evaluated by a health professional.
Copyright © Lauren B. Krupp, MD. Reproduced with permission. 

Table 3. MS Council for Clinical Practice 
Guidelines Definition of MS-related 
Fatigue6

Primary MS-related fatigue is defined as significant 
persistent fatigue despite:

• Management of all confounding medical problems

• Adjustment of medications as permitted

• Management of depression

• Management of sleep disruption

• Management of mobility issues in severely impaired 
individuals

MS=multiple sclerosis.
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eral population.22-26 In a survey of 251 consecutive 
patients in an MS clinic, Baylor College of Medi-
cine researchers found that 33.5% had symptoms 
consistent with RLS.26 Among those with MS 
who scored positive for RLS, symptoms were 
found to be mild in just 4%, but were moderate 
in 37%, severe in 42%, and very severe in 17%.26 
International studies have shown similar RLS 
prevalence among people with MS, with rates 
ranging from 19% in the Italian REMS study to 
37% in a French Canadian study.22,24 Reasons for 
the comorbidity of MS and RLS have not yet 
been elucidated.5 Dopamine deficiency and low 
iron levels in the brain are thought to be part of 
the underlying pathology of RLS, thus dopamine 
agonists are often used in treatment.

An important question for the MS care practi-
tioner is how to distinguish symptoms of spastic-
ity from those of RLS. While this is not always 
a clear distinction, the person with RLS typically 
does not describe pain, but more often has an 
itching or “crawling” sensation that is usually alle-
viated when he or she moves the legs. Spasticity, 
on the other hand, is usually described by patients 
as a sensation of sharp pains, cramps, or a “Char-
ley horse.” It is also possible that a person with 
MS may experience both spasticity and RLS. A 
screening questionnaire called “URGE” is used in 

the diagnosis of RLS, based on the National Insti-
tutes of Health’s criteria for diagnosis (Table 5).27 

Sleep Apnea and MS
Sleep apnea (usually categorized as “obstructive 
sleep apnea” or OSA) occurs commonly in the 
general population (affecting 2% to 4% of adults) 
and at a significantly greater prevalence among 
people with MS.5,28-30 In both groups, this condi-
tion frequently remains widely unrecognized and 
underdiagnosed.5 In a small prospective study of 
62 patients with MS evaluated using sleep ques-
tionnaires, 77% were found to have OSA (defined 
as apnea–hypopnea index greater than 15 events 
per hour).31 Another group evaluated 103 patients 
presenting to an MS clinic using sleep apnea, 
fatigue, and sleepiness scales, and found that 40% 
screened as being at high risk for OSA.32 A fol-
low-up study is underway to determine the rate 
of OSA as confirmed by polysomnography among 
this group. 

Sleep-disordered breathing is the hallmark of 
OSA. An “apnea” is defined as a suspension of 
external breathing. During sleep apnea episodes, 
the patient stops breathing due to airway obstruc-
tion for a period of time ranging from a few 
seconds to a minute or more. The person may 
cough, choke, or snort loudly to reinitiate respira-

Table 5. URGE Questionnaire for Restless Legs Syndrome27

Urge Do you have an urge to move your legs? __________________________

Rest Do the symptoms get worse with rest? __________________________

Get up Do symptoms improve when you get up and walk around? __________________________

Evening Is there an evening predominance to symptoms? __________________________
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tion. Signs of sleep apnea include daytime sleepi-
ness or fatigue, multiple nighttime awakenings, 
snoring, and choking episodes or obvious cessa-
tion of breathing during sleep. Polysomnographic 
evidence of five or more apneas or hypopneas per 
hour is diagnostic of OSA.20,28 Patients with OSA 
may experience fatigue, decreased concentration, 
mood changes, erectile or sexual dysfunction, 
nocturia, and mood changes, which may mir-
ror or mimic common symptoms associated with 
MS.33,34

A useful screening tool for OSA is the STOP-
BANG questionnaire (Table 6), which can be 
administered in the office or waiting area. Patients 
who answer “yes” to three or more questions are 
considered at high risk for OSA and should be 
referred to a sleep specialist or for an overnight 
sleep study (polysomnography).32

The STOP-BANG questionnaire has been 
validated in the general population as well as in 

people with MS as a highly sensitive screening for 
OSA.32 While the precise reasons for the comor-
bidity of MS and OSA are not known, some pos-
sible explanations include:

• symptomatic medications for pain or spasticity 

that may relax muscle tone in the pharynx;

• inactivity due to disability increasing the risk of 

obesity; and

• brainstem lesions in areas that regulate motor 

neuron control of the upper airway.35 

Because obesity is a significant and well-rec-
ognized risk factor for OSA, many clinicians are 
surprised to find this condition in patients who 
are normal weight or even underweight. This 
highlights the need for screening and appropriate 
diagnostic efforts, rather than relying on a physical 
assessment alone. Patients who are shown to be 
at high risk for OSA based on the STOP-BANG 
questionnaire should be referred for a sleep study, 

Table 6. STOP-BANG Questionnaire for Sleep Apnea32

1. Snoring: Do you snore loudly (louder than talking or loud enough to be heard
through closed doors)? __________________________

2. Tiredness: Do you often feel tired, fatigued, or sleepy during the daytime, 
even after a “good” night’s sleep?  __________________________

3. Observed apnea: Has anyone ever observed you stop breathing during your sleep?  __________________________

4. Pressure: Do you have (or are you being treated for) high blood pressure?  __________________________

5. Body mass index: BMI >35*  __________________________

6. Age: Older than 50 years  __________________________

7. Neck size: Neck circumference measure >15 inches (40 cm)  __________________________

8. Gender: Male gender  __________________________

*Refer to BMI chart.
BMI=body mass index.
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Criteria for Referral for a Sleep Study
An overnight sleep study, or polysomnography, 
is the gold standard for diagnosing sleep apnea. 
However, these studies can be costly and bur-
densome or scary for the patient.31 A sleep study 
may be unnecessary if the sleep problem can be 
clearly linked to another clinical condition like 
RLS, depression/anxiety, or bowel/bladder con-
trol. This is where screening tools can be espe-
cially useful. If a patient complains of being very 
tired, wakes frequently during the night, and has 
a history of snoring, a positive STOP-BANG 
questionnaire (“yes” to 3 or more items) would 
present a strong case for referral for a sleep study 
to evaluate for possible sleep apnea. Presence of 
cardiovascular disease is an additional factor that 
would increase suspicion. 

Some institutions may require that patients con-
sult with a sleep specialist before a sleep study can 
be ordered. A combination of the STOP-BANG 
questionnaire and the Epworth Sleepiness Scale 
(Table 7) can serve as useful documentation for 
these services.37,38

Bowel and Bladder Problems 
Affecting Sleep
Bladder dysfunction, especially nocturia, is one 
of the most common symptoms of MS, affecting 
between 50% and 75% of patients.39,40 Demyelin-
ation has several direct effects on bladder function, 
including: 1) loss of sensation of bladder fullness, 
2) loss of cortical inhibition of the micturition 
reflex, which results in frequency, urgency, and 
urge incontinence, 3) loss of bladder contractility, 
and 4) loss of coordination between the urinary 
sphincters and bladder contraction.41 Functionally, 
patients experience problems containing urine, 
problems emptying urine, or a combination of 
both. Women with MS experience bladder prob-
lems approximately twice as often as men.40 Blad-

either directly with documentation from the 
screening, or through a sleep specialist, depend-
ing upon institutional policies and practices. If 
the polysomnography indicates OSA, continuous 
positive airway pressure (CPAP) is the treatment 
of choice.15,28 CPAP has been shown to be highly 
effective in treating OSA and, if the patient is 
adherent to the therapy, will often greatly increase 
sleep quality and thus quality of life. Although 
patients may be resistant to a treatment that seems 
so intrusive (on top of all the other MS treatments 
they may be receiving), they can be reassured that 
CPAP has a high benefit-to-risk ratio with low 
or no side effects relative to other treatments they 
may be receiving. Many people with MS report 
improved functioning, more energy, less cognitive 
dysfunction, and less fatigue following treatment. 
Reduction of headaches can be another positive 
benefit to CPAP treatment. 

Alternative approaches to CPAP in sleep 
apnea (or for patients who refuse CPAP therapy) 
include:

• lifestyle changes (can be used along with 
CPAP), including minimizing alcohol use, 
supine sleep, encouraging healthy body weight,  
and designating 7 to 8 hours per day for sleep;

• reducing the use of sedating medications (includ-

ing benzodiazepines and narcotics);

• having dental appliances made by dental profes-

sionals specializing in sleep issues; and

• undergoing surgical treatments to increase airflow 

in the oral pharynx, when indicated.

While the literature shows an approximately 
70% rate of adherence for CPAP, nurses may know 
patients who have the equipment sitting unused in 
a closet.36 Educating patients about the potential 
benefits and the need for sleep apnea treatment may 
help to increase adherence and overcome resistance 
and misconceptions about CPAP.
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der problems have a direct impact on sleep, often 
leading to awakening in the middle of the night, 
or what is called “middle insomnia.”3

For some people with MS, addressing bladder 
symptoms can be key to improving sleep quality. 
Treatment of neurogenic bladder requires an indi-
vidualized approach that may involve adjusting 
medications or dosages used to ensure that patients 
have appropriate control for daytime while also 
providing for an adequate sleep interval at night.41 
Self-catheterization before bedtime may be a use-
ful strategy for patients who are already using self-
catheterization periodically during the daytime. 

Interestingly, research has suggested that OSA 
may actually be a potential cause of nocturia, 

independent of MS-related bladder problems. 

People with OSA often awaken and need to 

urinate during the night. This may be due to 

elevated levels of brain natriuretic peptide, a 

diuretic peptide, in people with OSA.42 Thus 

treatment of OSA with CPAP may help to alle-

viate nocturia in some people who were inclined 

to “blame the MS” for their nighttime bladder 

control difficulties.

Conclusion
Plentiful, restful sleep can certainly contribute to 

better quality of life and overall health, regardless 

of a person’s medical conditions. However, many 

factors associated with MS and with individual 

Table 7. Epworth Sleepiness Scale38

How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired? This refers to 
your usual way of life in recent times. 

0 = no chance of dozing
1 = slight chance of dozing
2 = moderate chance of dozing
3 = high chance of dozing

Sitting and reading _______________

Watching TV _______________

Sitting inactive in a public place (e.g., a theater or a meeting) _______________

As a passenger in a car for an hour without a break _______________

Lying down to rest in the afternoon when circumstances permit _______________

Sitting and talking to someone _______________

Sitting quietly after a lunch without alcohol _______________

In a car, while stopped for a few minutes in traffic _______________

Copyright © M.W. Johns, PhD. Reproduced with permission.
Scoring: 1-6=sufficient sleep; 7-8=normal range, 9+=consult a sleep specialist.
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lifestyle factors can interfere with a person’s abil-
ity to maintain regular patterns of sufficient sleep 
quantity and quality. By being aware of the factors 
that interfere with sleep, knowing the key ques-
tions and screening tools to use, and recognizing 
possible interventions, MS nurses can help their 
patients with MS to improve sleep quality on an 
ongoing basis.
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• Sleep problems affect between 25% and 54% of people with multiple sclerosis (MS) and often 

remain unrecognized. Higher rates of insomnia, obstructive sleep apnea (OSA), and restless legs 

syndrome (RLS) have been reported among people with MS than in the general population.

• MS symptoms and comorbid conditions such as fatigue, depression, and anxiety may be caused 

by or exacerbated by sleep dysfunction. Other conditions common in MS that may affect sleep 

include bladder and bowel dysfunction, spasticity and/or pain, and polypharmacy. 

• Basic components of a sleep history include the patient interview; physical, neurologic, and car-

diopulmonary examinations; and screening questionnaires including STOP-BANG, URGE, 

Epworth Sleepiness Scale, Fatigue Severity Scale, and depression/anxiety screening tools. 

• True MS fatigue is a feeling of lethargy persisting even after a good night’s sleep, but in reality 

this condition is difficult to distinguish from sleepiness due to inadequate rest. A person with MS 

may be unaware that a sleep disorder such as OSA or RLS is causing or contributing to fatigue.

• RLS is observed at high rates in MS and may be difficult to distinguish from spasticity. RLS is 

typically described as an itching or “crawling” sensation alleviated when the person moves the 

legs, while spasticity is described as a sensation of sharp pains, cramps, or a “Charley horse.” 

• OSA is highly prevalent in MS (an estimated 40% to 70% of patients) and may occur in the 

absence of obvious signs such as obesity. Patients with MS should be screened using the STOP-

BANG questionnaire and, if positive, should be referred for a sleep study or to a sleep specialist.

• Bladder dysfunction related to demyelination includes loss of sensation of bladder fullness, urge 

incontinence, and loss of bladder contractility. Bladder dysfunction has a direct impact on sleep, 

particularly problems with awakening in the middle of the night. OSA can contribute to bladder 

dysfunction. 

• People with MS should receive thorough exploration into the potential underlying causes and 

contributing factors of sleep disturbance before medications are prescribed that may mask rather 

than alleviate the condition.

Helping People with MS to Improve 
Sleep Quality

CPCounseling Points™
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1. Sleep disorders occur in approximately 20% of the 
general population and:
A. about the same rate in MS as in the general population
B. in 25% to 54% of people with MS
C. in 66% of people with MS
D. at similar rates in MS, but are made worse by MS 

symptoms

2. Common disorders shown to occur at a greater 
prevalence in people with MS than in the general 
population include all of the following EXCEPT:
A. restless legs syndrome (RLS)
B.  obstructive sleep apnea (OSA)
C.  sleep shift work disorder
D.  depression/anxiety

3. Among the screening questionnaires listed, which is 
useful for detecting high risk of OSA?
A.  STOP-BANG
B.  URGE
C.  MFIS
D.  Epworth Sleepiness Scale

4. An overnight sleep study should be ordered for all 
patients with MS who complain of sleep distur-
bance, to establish the underlying cause.
A.  True
B.  False

5. Physical examination during an evaluation for sleep 
quality would include neck circumference and oro-
pharynx exam mainly because:
A.  cervical demyelination can lead to difficulty supporting 

the neck
B.  obesity and crowded oropharnynx are risk factors for 

OSA
C.  the patient may be at risk for a respiratory infection
D.  none of the above

6. MS-related fatigue is defined as a significant, persis-
tent fatigue that is present despite:
A.  adequate time to nap during the day
B.  control of MS relapses through disease-modifying 

therapies

C.  use of psychostimulants such as modafinil
D.  management of confounding medical problems and 

adjustment of medications

7. Restless legs syndrome (RLS) has been observed in 
what percentage of patients with MS?
A.  6% to 12%
B.  13% to 22%
C.  19% to 37%
D.  more than 50%

8. Spasticity can usually be distinguished from RLS 
based on:
A.  patient description of symptoms
B.  polysomnography
C.  a trial of dopamine agonist therapy
D.  a trial of baclofen therapy

9. The URGE questionnaire is used to detect:
A.  urge incontinence
B.  neurogenic bladder in MS
C.  sleep apnea
D.  RLS

10. In people with MS, OSA is characterized by peri-
odic cessation of breathing during sleep caused by:
A.  airway obstruction related to various causes
B.  paralysis of the respiratory muscles during sleep
C.  spasticity of the respiratory muscles during sleep
D.  none of the above

11. Because sleep apnea is associated with overweight 
or obesity, an underweight person with MS is 
unlikely to be affected by OSA.
A.  True
B.  False

12. The treatment of choice for OSA in people with 
MS is:
A.  surgery to increase airflow in the oral pharnyx
B.  continuous positive airway pressure (CPAP) therapy
C.  increasing hypnotic medications to induce a sounder 

sleep
D.  switching MS disease-modifying therapy to a therapy 

with low risk of cardiopulmonary effects

Counseling Points™ 
Helping People with MS to Improve Sleep Quality 

Continuing Education Posttest
To receive contact hours, please read the program in its entirety, answer the following posttest questions, and complete the program 
evaluation. A certificate will be awarded for a score of 80% (9 correct) or better. A certificate will be mailed within 4 to 6 weeks. 
There is no charge for the CNE credit. 
By Mail: Delaware Media Group, 66 S. Maple Ave., Ridgewood, NJ 07450
By Fax: (201) 612-8282
Via the Web: Applicants can access this program at the International Organization of MS Nurses’ website, www.IOMSN.org. 
Click on Counseling Points and follow the instructions to complete the online posttest and application forms.

PLEASE SELECT THE BEST ANSWER
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Counseling Points™: Program Evaluation Form
Helping People with MS to Improve Sleep Quality 

Using the scale provided (Strongly Agree = 5 and Strongly Disagree = 1) please complete the program evaluation so that we may 
continue to provide you with high-quality educational programming. Please fax this form to (201) 612-8282 

 or complete it online as instructed below.

5 = Strongly Agree   4 = Agree   3 = Neutral   2 = Disagree   1 = Strongly Disagree

 At the end of this program, I was able to: (Please circle the appropriate number on the scale.)

1) Evaluate sources of sleep problems in patients with MS  .................................................................................................................. 5 4 3 2 1

2) Assess how MS symptoms and comorbidities influence sleep problems  ........................................................................................... 5 4 3 2 1

3) Address correctable causes of sleep dysfunction  ............................................................................................................................... 5 4 3 2 1

4) Discuss indications for a sleep specialist consult or overnight sleep study  ......................................................................................... 5 4 3 2 1

 To what extent was the content:

5) Well-organized and clearly presented ............................................................................................................................................... 5 4 3 2 1

6) Current and relevant to your area of professional interest ................................................................................................................. 5 4 3 2 1

7) Free of commercial bias .................................................................................................................................................................... 5 4 3 2 1

8) Clear in providing disclosure information ........................................................................................................................................ 5 4 3 2 1

 General Comments

9) As a result of this continuing education activity (check only one):

r I will modify my practice. (If you checked this box, how do you plan to modify your practice?) _____________________________

____________________________________________________________________________________________________________________________

r I will wait for more information before modifying my practice.

r The program reinforces my current practice.

Suggestions for future topics/additional comments: ________________________________________________________________________________

___________________________________________________________________________________________________________________________________

 Follow-up

As part of our continuous quality-improvement effort, we conduct postactivity follow-up surveys to assess the impact of our educa-
tional interventions on professional practice. Please check one:

r Yes, I would be interested in participating in a follow-up survey.

r No, I would not be interested in participating in a follow-up survey.

There is no fee for this educational activity. 

 

 Request for Credit (Please print clearly)

Name _________________________________________________________________  Degree   ________________________________________

Organization __________________________________________________________  Specialty  ________________________________________

Address ________________________________________________________________________________________________________________

City _____________________________________________________________________________ State ____________ ZIP _________________

Phone _____________________________ Fax ____________________________  E-mail ____________________________________________

Signature ________________________________________________________________  Date  _____________________________________

  Posttest Answer Key
 

1 2 3 4 5 6 7 8 9 10 11 12

By Mail: Delaware Media Group, 66 S. Maple Ave., Ridgewood, NJ 07450

By Fax: (201) 612-8282

Via the Web: Applicants can access this program at the International Organization of MS Nurses’ website, www.IOMSN.org. 
Click on Counseling Points and follow the instructions to complete the online posttest and application forms.
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