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Abstract: Over the last decade, research in restless legs syndrome (RLS; also known as Willis-Ekbom
disease) has increased dramatically. The International Parkinson and Movement Disorder Society
commissioned a task force to formally evaluate the available evidence on severity rating scales in RLS.
A literature search retrieved instruments specific to RLS. Each scale was evaluated by three criteria: (1) use in
RLS; (2) use by research or clinical groups other than the group that developed the scale; and (3) formal
validation and adequate clinimetric properties. Scales were then qualified as “recommended” when all three
criteria were met, “suggested” when used for RLS but only one of the other criteria was met, and “listed”
when only used in RLS. Details regarding the development, use, and psychometric properties of each
instrument and the recommendations of the committee are summarized. The scale of the International
Restless Legs Syndrome Study Group for rating the severity of RLS (International Restless Legs Scale or
IRLS) and the Augmentation Severity Rating Scale fulfilled criteria for “recommended” instruments to assess
severity. Future endeavors should include a validation of the Pediatric RLS Severity Scale, the only available
instrument for evaluation of the severity of pediatric RLS, and a validation of a patient version of the IRLS that
will not require the interface of a live interviewer.

Restless legs syndrome (RLS; also known as Willis-Ekbom
disease [WED]) is a common disorder affecting 7.2% of the
population, with at least one third of these severe enough to
warrant treatment. The impact on quality of life of these RLS
sufferers approaches that observed in type 2 diabetes mellitus,
depression, or hypertension with osteoarthritis.

A number of rating scales have also been developed to
address the overall severity of RLS. The purpose of the current
review is to evaluate the strengths and weaknesses of the cur-
rent available severity rating scales for RLS, educate the reader
as to the circumstances under which each scale is to be used,
and make an overall recommendation for use of each of the
scales. This critique does not focus on RLS diagnostic instru-

ments or on quality-of-life scales or sleep scales with items
assessing RLS. These are reviewed elsewhere (A.S. Walters,
B. Frauscher & R. Allen, Submitted-a; A.S. Walters,
B. Frauscher & R. Allen, Submitted-b).

Methods

Administrative Organization and Critique
Process

This project has been organized under the leadership and guid-
ance of the International Parkinson and Movement Disorder
Society (MDS). The senior author of the project (A.S.W.) was
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asked to head and form the working group on the current sub-
mission with the goal of evaluating severity rating scales specific
to RLS.

Literature Search and Selection of Scales

A PubMed literature search was conducted. The literature
search included all publications on the appropriate topics to
July 2013. When the terms “restless legs syndrome” or
“RLS” were crossed with the term “sleep scale,” 106 articles
were identified, of which two were pertinent. When the
terms “restless legs syndrome severity scale” or “RLS severity
scale” were employed, 246 articles were identified, of which
14 were judged to be pertinent. When the terms “pediatric
restless legs syndrome” or “pediatric RLS” were used, there
were 606 articles identified, of which two were pertinent.
When the terms “restless legs syndrome” or “RLS” were
crossed with the term “augmentation,” 123 articles were
identified, of which three were thought to be relevant. These
overlapping strategies identified five scales pertinent to sever-
ity in RLS.

Review Criteria

The following criteria were used to designate a scale as “recom-
mended,” “suggested,” or “listed” for use in RLS (Table 1). If
an RLS severity rating scale has been applied to RLS-related
populations, has been employed by investigators other than the
group that originally developed it, and has satistactory clinimet-
ric properties, that instrument is “recommended;” if it has been
applied to RLS, but meets only one of the other two require-
ments, it is “suggested;” and if it has only been applied to RLS,
but does not meet either of the other two criteria, it is “listed”.
It is cautioned that the tested clinimetric attributes of the scales
can only be applied in the circumstances and to the populations
in which they were validated.

For each scale, the determination as to whether the scale
(1) has been used in RLS populations, (2) has been employed
by investigators other than those that developed it, and (3) has
adequate clinimetric properties is summarized under the “key
criteria” section for each scale.

In general, the elements considered for proper evaluation of
the scales included sensitivity, specificity, positive predictive
value, negative predictive value, inter-rater reliability, Cron-
bach’s alpha, factor analysis, criterion validity, convergent
validity, divergent validity, known groups validity, and respon-
siveness to change. The group did not require a minimum
number of these variables. Rather, the group made an overall
decision about each validation study based upon an overview
of the number of the variables and the quality of the data.
Determination as to the strength of the statistical results
obtained from the studies, for example, whether correlation
coefficients were weak, moderate, or high and whether effect
sizes were small, moderate, or large, were done in consultation

with one of our coauthors (P.M.M.) and by standard methodol-
2
ogy.
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TABLE 1 Definition of the categories for evaluation of RLS Instru-
ments

Category Criteria

Recommended (1) Instrument has been applied to RLS
populations.

(2) Other groups beyond the original
developing group have published data
on the scale and its clinical utility.

(3) Psychometric studies are available,
which conclude that the scale is valid

and reliable.

Suggested Instrument has been applied to RLS
populations, but only one other criterion
(2 or 3) from the above recommended

category applies.

Listed Instrument has been applied to RLS
populations, but no further criterion is met.

Results

Based on this search strategy, five instruments pertinent to
severity in RLS/WED were identified. One scale, the Interna-
tional Restless Legs Scale (IRLS), has been used in almost all
treatment trials of RLS. The Johns Hopkins Restless Legs
Severity Scale (JHRLSS) and the RLS-6, as with the IRLS,
focus on the severity of adult RLS under normal baseline and
therapeutic conditions, but other scales focus on different
aspects of RLS severity. The Augmentation Severity Rating
Scale (ASRS) focuses on paradoxical worsening of RLS symp-
toms under dopaminergic treatment. The Pediatric RLS Sever-
ity Scale (P-RLS-SS) focuses on RLS severity in children
where verbal skills may not be adequate to complete the adult
severity rating scales. Each of these rating scales is discussed with
summary information found in Table 2 (determination of the
MDS Task Force criteria for each individual rating scale and
the final determination of the level of endorsement) and
Table 3 (summaries of the analyses for each individual instru-

ment).

RLS Severity in Adults

The International Restless Legs Syndrome
Study Group rating scale for the severity of
restless legs syndrome (IRLS)

The IRLS was developed by the International RLS Study
Group by soliciting questions from its membership. Several ver-
sions were created with multiple inputs from multiple members
of the group until a final version was established. It is reflective
of clinical practice where patients must have a known diagnosis
of RLS before administration of the scale. The IRLS consists of
10 questions rated from 0 to 4. The scale is validated under
conditions of a face-to-face interview with the patient where
clarifications regarding the questions can be made to the patient.
The scale takes approximately 10 minutes to complete. The
patients selected for the validation study had a diagnosis of RLS
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TABLE 2 Overall evaluation of different severity rating scales for RLS

Instruments Use in  Use by Other  Adequate Appropriate Conclusions

for RLS RLS Investigators Clinimetrics Population

IRLS Yes Yes Yes All RLS Recommended Baseline and Rx
JHRLSS Yes Yes Yes RLS Sx >5 days/week  Recommended Baseline

RLS-6 Yes Yes Abstract only  All RLS Suggested Baseline and Rx
RLS severity in children P-RLS-SS  Yes No No RLS ages 6-17 years Listed

Augmentation severity ASRS Yes Yes Yes All RLS Recommended Baseline and Rx

Baseline, scale may be used at a single point in time; Rx, scale may be used to determine responsiveness to change under treatment condi-
tions.

TABLE 3 Detailed analysis of different severity rating scales for RLS

Instruments SENS, SPEC IRR by Kappa or ICC CA, FA CRIT, CONV, DIV, KG Response ES
for RLS or Other, Test-Retest
RLS severity in adults
IRLS IRR ICC = 0.97 CA = 0.95 Crit = 0.73. Response Max r = 0.75;
Test-retest 2 factors Div P < 0.001. P < 0.0001
ICC = 0.87 with 64.3% Conv = 0.78.
of variance Item total all >0.4
JHRLSS IRR = 0.91 by Conv R = 0.60 with SE and
Spearman’s rank R = 0.45 with PLMS
and 0.87 by
Cramer’s V
RLS-6 Two factors Crit r = 0.69 max with IRLS. Response 95% Cl

Conv r = 0.23 max with PLMS
arousal index.

Mean inter correlation of items
r=0.37

max ES (—6.01; —1.80)

RLS severity in children
P-RLS-SS Strong face
and content
validity, but
scale not yet
validated

Augmentation severity
ASRS Sens = 82%
Spec = 92%

IRR = 0.94
Test-retest = 0.72

CA = 0.62
1 factor

Crit = 0.72. Div P < 0.0001 Measurement of
Augmentation before

and after levodopa

Sens, sensitivity; Spec, specificity; IRR, inter-rater reliability (as measured by Cohen’s kappa or ICC or other); CA, Cronbach’s alpha (which is
a measure of the internal consistency of the instrument); FA, factor analysis (which is a method applied to inform about the dimensionality of
the instrument [construct validity]); Crit, criterion validity (which means comparison of the instrument to a gold standard); Conv, convergent
validity (which refers to the correlation of the instrument with another measure of RLS or its comorbidities); Div, divergent or discriminant
validity (which refers to the correlation of the instrument with another measure not related to RLS); KG, known groups (discriminative) validity
(which refers to the ability of the instrument to detect differences between groups at a point in time); Response, responsiveness (which a
measure of change of an instrument over time with or without treatment); ES, effect size; CC, correlation coefficient; Cl, confidence interval;

SE, sleep efficiency; PLMS, periodic limb movements in sleep.

made in the clinic by an expert on RLS who was well aware of

the diagnostic criteria for RLS and its differential diagnosis.

Key Criteria. The IRLS was designed for use in RLS, has been
widely used by other investigators, and is the primary instru-
ment used to determine RLS severity in pharmaceutical and
nonpharmaceutical studies of therapeutic agents for RLS. In
regard to clinimetric properties, an initial factor analysis sug-
gested two factors, but, because several items loaded on both
factors, it was decided to use a single-factor solution.” However,
the scale was constructed with both Severity and Life Impact
factors in mind and a second factor analysis showed a more dis-
crete division into these categories, with a total of 64.3% of the

variance explained.® The scale shows good test-retest properties
[ICC] = 0.87;
P < 0.001), good inter-rater reliability performed under blinded
conditions (ICC = 0.93 for the first administration and 0.97 for

at 2 weeks (intraclass correlation coefficient

the second administration 2 weeks later; P < 0.001), good
internal consistency with a Cronbach’s alpha of 0.93 and 0.95
for the two administrations, satisfactory criterion validity when
tested against a Clinician’s Global Impression (CGI; r = 0.74 on
the first administration and 0.73 on the second administration;
P < 0.001), and good discriminant validity in that the scale
showed markedly more-severe IRLS scores, when compared to
those from either a normal control group or a sleep-disordered
control group (P < 0.001 for both).> The scale also showed
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high concurrent or convergent validity with a Patient Global
Impression (PGI; 0.82 on the first administration and 0.78 on
the second administration; P < 0.001 for both). Corrected
item-total correlations were always higher than 0.40.° In a
subsequent publication, a detailed item-response analysis showed
that each item of the IRLS was correctly scaled to assess the
overall range of RLS severity.” There was a floor effect that
was observed with item 3 (relief by activity), perhaps because
this is a diagnostic criterion for RLS. In yet another publication
employing two matching placebo-controlled studies of ropini-
role for treating RLS where patients were evaluated several
times during a 12-week period, there was excellent responsive-
ness.” There was high correlation between the overall change in
the IRLS total score and subscale scores with the overall change
in CGI (maximum r = 0.75). This responsiveness was further
documented by changes in total IRLS scores and subscale scores
that paralleled changes in the seven levels of CGI, ranging from
much worse to very much improved (P < 0.0001; effect size
range: —0.23 to —3.67).° Improvements in the total IRLS score
and subscale scores were larger in those patients who were more

improved on the CGI.

Strengths and Weaknesses. The IRLS has excellent clinimetric
properties and has been validated in cross-sectional studies as
well as pre-/post-treatment studies investigating responsiveness
to change. It is the most extensively used of the RLS severity
scales in research studies of all types. One criticism of the devel-
opment of the IRLS is that it did not use patient input or focus
groups as part of the development process. In addition, it does
not capture all the possible severity measurements of RLS, such
as time of day of usual onset of symptoms, latency of time to
symptom onset when sitting, or a determination of what body
parts other than arms or legs might be involved in RLS. Other
severity scales, such as the JHRLSS or the ASRS, have been
more successful in capturing these aspects.”® It is to be cau-
tioned that the IRLS can only be reliably predicted to give
excellent results in a clinical setting where the interviewer is
present to clarify any misunderstandings the patients may have
regarding the 10 items.> Based upon observed clinical experi-
ence, however, the IRLS is often given to the patient as a self-
rating scale. Whether the results can be reliably used in this way
has yet to be proven. Plans for the validation of the IRLS as a
self-rating scale, however, are now under way. Other studies
have indicated that the IRLS has a large placebo effect.” How-
ever, the placebo effect may, in addition, be a property intrinsic
to RLS itself rather than simply a scale property. For example,
the spontaneous fluctuations in symptoms commonly observed
in RLS may imply regression to the mean. In addition, RLS
symptoms are possibly more suggestible than symptoms from

other neurological conditions.

Conclusions. The IRLS was specifically developed for RLS, it is
the most extensively used RLS instrument, serving as the pri-
mary endpoint for virtually all therapeutic studies of RLS, and
it shows excellent clinimetric properties in a stable clinic popu-

lation. It also shows excellent response to change in a clinical
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trial setting. It has now been used as the gold-standard outcome
measure for treatment trials in RLS. The IRLS has been trans-
lated into multiple languages and has been used in multiple set-
tings by multiple groups. The majority of the translations have
been performed by MAPI Research Trust, which holds the
patent to the scale for the International RLS Study Group.
Back translations were performed in each case to assure accu-
racy of the information transmitted. There have been indepen-
dent published validations of the scale in both Japanese and

10,11 o .
Therefore, it is “recommended” for use in

Portuguese.
office setting or in research (e.g., clinical trials) for the evalua-
tion of severity and as a measure of therapeutic effect

(Table 2).

The Johns Hopkins Restless Legs Severity
Scale (JHRLSS)

This scale was the first validated severity scale for RLS and is
comprised of a single question that probes the usual time of
onset of RLS symptoms for at least 50% of days. Patients are
asked, “At what time of day do these feelings usually start?”
Symptoms are then rated as follows: 0 =no symptoms;
1 = bedtime symptoms after or within an hour of going to
bed; 2 = evening and bedtime symptoms starting at or after
6:00 pm; and 3 = day and night symptoms starting before 6:00
pm.” The rationale for using 6:00 M as an exact time of refer-
ence is not given in the publication, but is compatible with
the well-established circadian rhythmicity of the disorder codi-
fied in the obligatory diagnostic criteria for RLS, which
includes a requirement that the symptoms be worse later in
the day or at night. In later versions, an expanded scale was
sometimes used where onset before noon was given a score of
4 and less than almost daily RLS was assigned a score of 0.5.'2
Modified versions of the questions from the scale have also
been incorporated as part of a larger questionnaire whose pur-
pose is to diagnose RLS.'> The scale was validated by chart
reviews of patients who had been diagnosed in the clinic by
RLS experts fully aware of the diagnostic criteria and differen-
tial diagnosis of RLS. The scale takes approximately 3 minutes
to complete.

Key Criteria. The JHRLSS was developed for use in RLS and
has been used by groups other than the one that developed it.
In regard to clinimetric properties, inter-rater reliability of the
JHRLSS scores was 0.91 (P < 0.05; Spearman’s rank coeffi-
cient). Cramer’s V for inter-rater agreement was 0.87
(P < 0.05). Each patient had an all-night polysomnogram, and
the JHRLSS shows high correlation with sleep efficiency
(R =0.60; P<0.01) and moderate correlation with Periodic
Limb Movements of Sleep (PLMS) per hour of sleep
(R =0.45; P < 0.01).7

Strengths and Weaknesses. The clinimetric properties of this scale
are good and it has the advantage of being easy to administer
given that it consists of only one question. The validation was

done on patients who had symptoms at least 5 days a week
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(R.A., personal communication), and it is not at all clear that
this scale is valid for patients with less-frequent symptoms. It
has not yet been validated for treatment response.

Conclusions. The JHRLSS was developed for RLS, has been
used by groups other than the group that designed it, and it
shows good inter-rater reliability and correlation with other
known measures of RLS severity. It is therefore “recom-
mended” for use for baseline evaluation of RLS in a clinical
setting for patients with symptoms 5 days a week or more
(Table 2). However, the recommendation comes with limita-
tions because it has not been formally tested for responsiveness
to change under treatment conditions. Because it has not been
validated for responsiveness to treatment, the overall recom-
mendation for the JHRLSS is “suggested”.

The RLS-6

The RLS-6 has six items rated from 0 to 10 covering the
previous week that probe satisfaction with sleep, severity of
RLS (at falling asleep, during the night, during the day when
sitting or lying down, and during the day when active), and a
final item probing daytime sleepiness.'"> For the validation
study, 259 patients with idiopathic RLS (68% female and
mean age 57 years of age) were evaluated at baseline in a ca-
bergoline study. The cohort employed for the validation was
comprised of RLS subjects who had undergone an office-
based clinical diagnosis by a clinical expert in RLS with full
knowledge of the diagnostic criteria for RLS and its differen-
tial diagnosis. The scale takes approximately 5 to 10 minutes

to complete.

Key Criteria. The RLS-6 was developed for use in RLS and
has been employed by groups other than the one that validated
it. In regard to clinimetric properties, factor analysis yielded
two factors with two items of daytime severity in one factor
and the remaining items in the other factor. The mean inter-
item correlation was r = 0.37. Correlation between the IRLS
total score and the RLS-6 items was highest for severity at
night (r = 0.69). The correlation of the two daytime severity
items was r = 0.45 at rest and r = 0.41 when active. In a sec-
ond cabergoline trial® using polysomnography, the correlation
between the PLMS arousal index and the RLS items varied
between r = —0.11 (daytime sleepiness) and r = +0.23 (severity
at bedtime). The scale showed good responsiveness to treat-
ment after 5 days with either 2 mg of cabergoline or placebo
for four of the six questions, with the exception of severity at
bedtime and tiredness during the day. The maximum effect
size (95% confidence interval [CI]) was observed for “severity
during the night” (—6.01; —1.80), which are considered large

effect sizes.

Strengths and Weaknesses. Although the RLS-6 has been used
widely in other research publications, the results of the valida-
tion study cannot be fully evaluated because they have been

published only in abstract form.

Conclusions. The RLS-6 was developed for RLS and has been
used extensively in large- and small-scale pharmaceutical trials,
but the validation of the scale, to our knowledge, is only pub-
lished in abstract form. This scale is therefore “suggested”
(Table 2).

RLS severity in Children

The Pediatric RLS Severity Scale (P-RLS-SS)

Childhood RLS has a significant impact on functioning in up
to 0.5% of children and 1% of adolescents.'* For this reason, it
was important to develop the P-RLS-SS, which was carefully
constructed by a multistep iterative process between children
with RLS, their parents, and clinicians.’® The scale was devel-
oped by scale experts and clinicians with expertise in the diag-
nosis of pediatric RLS and its differential diagnosis in children.
This scale has strong face and content validity, but is not further
considered because it has not been validated. It is therefore
“listed”.

Augmentation Severity

The Augmentation Severity Rating Scale (ASRS)

Augmentation remains a significant problem arising from dopa-

16 Briefly put, augmentation is a para-

minergic treatment in RLS.
doxical worsening of RLS symptoms from dopaminergic therapy.
The significance of this problem and the importance of measur-
ing it in therapeutic trials led to the development of the ASRS.®
The ASRS can only be employed if it is administered before
starting dopaminergic therapy as well as after because baseline
data are needed in order to demonstrate worsening of symptoms
with dopaminergic treatment. It was developed by an interactive
process involving professional and patient input. The final scale
has three items and probes symptoms over the past week. The
first item asks the time at which symptoms began in the last
week. The second item probes how quickly symptoms begin
when sitting at various times of the day during the past week,
and the third item probes which body parts were involved in the
past week. Each item has a total of 8 points for a 24-point total
scale. The full validation was done on a cohort of patients diag-
nosed by RLS experts with full knowledge of the diagnostic cri-
teria for RLS and its differential diagnosis and with full
knowledge of the criteria for augmentation. The scale was vali-
dated in face-to-face interviews with the patients. The scale takes
around 10 minutes to complete with an additional 5 minutes to
calculate a score based upon the scoring algorithm.

Key Criteria. The ASRS has been developed for the evaluation
of augmentation in RLS and has been employed by groups
other than the one that validated it. In terms of clinimetric
properties, the validation process involved 63 mostly untreated
RLS patients from six centers across Europe. Translation plus
back-translation of the scale was done in each language to assure
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accuracy of the translation. The scale was administered before
and after treatment with levodopa up to 500 mg/day as clini-
cally needed. Thirty-six (60%) of the patients experienced aug-
mentation. As originally conceptualized, the scale had an
additional fourth item (““What was the usual severity of your
RLS symptoms?”) that was excluded after item analysis because
it did not correlate well with the other items. The final three-
item ASRS had a high correlation between test and retest of
0.72 off medication, as determined by a repeat assessment after
2 weeks. The ASRS total score inter-rater reliability analysis
showed a very high correlation coefficient for two independent
raters of 0.94. Construct validity was determined by a factor
analysis with sufficient loadings on a single factor. Internal con-
sistency of the scale, as measured by Cronbach’s alpha, was
0.62, which is considered slightly weak. Criterion validity or
external validation of the scale was demonstrated by a high
Spearman’s correlation of 0.72 between the worst augmentation
score under treatment and the independent rating of an expert
as well as by moderate correlations between Augmentation
Severity Scores and the CGI for Augmentation. The scale also
showed excellent discriminant validity given that the ASRS
scores were significantly different between subjects with (mean
score: 7.4) and without augmentation (mean score: 2.0;
P < 0.0001 for total score). A receiver operating characteristic
plot for different total scores of the ASRS suggests that a score
of 5 optimizes the balance between an acceptable sensitivity
(82%) and a satisfactory specificity (92%), and this is the cutoff
recommended for augmentation.®

Strengths and Weaknesses. The scale has good clinimetric proper-
ties and is useful in a research clinical trial setting to prove or
disprove the presence of augmentation during the administra-
tion of dopaminergic or nondopaminergic RLS medications.
Given that, to date, augmentation has been shown to primarily
occur with dopaminergic therapy, theoretically, the scale would
be useful in a clinical office setting when dopaminergic medica-
tions are administered. However, a baseline ASRS must be
administered before dopaminergic therapy is even started. Clini-
cians in a busy practice are not likely to administer this to their
patients before therapy for the purposes of evaluating a side
effect that may never happen. In addition, it must be pointed
out that the ASRS only measures the severity of augmentation
and cannot be substituted for a severity measure of RLS, such
as the TRLS. It is recommended that the IRLS or other mea-
sure of primary RLS severity be administered along with the
ASRS.

Conclusions. The scale was developed for RLS, it has been used
by groups other than the one that originally designed it, and it
has good clinimetric properties. It is therefore “recommended”
for the determination of the severity of augmentation in RLS
patients who have been treated with dopaminergic agents
(Table 2). It is to be cautioned that the scale can only be used
if a baseline value is also obtained before the institution of
dopaminergic therapy. For logistical reasons therefore, it may

more useful as a research tool than in clinical practice.
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Discussion

The MDS commissioned a task force to formally evaluate the
quality of RLS severity scales (summarized in Table 2). We
would caution that the reliability and validity of the instruments
cannot be guaranteed for use in circumstances and populations
other than those in which they were validated. The severity rat-
ing scales that have been validated under baseline and respon-
siveness to change conditions as well as employed widely by
other groups are the IRLS and the ASRS. A baseline value for
the ASRS must be obtained before treatment is started.

The IRLS and the ASRS are useful clinically and experimen-
tally and have adequate clinimetric properties for continued use.
The group is therefore not recommending the development of
new scales at this time. Future endeavors should include a vali-
dation of the P-RLS-SS, which is the only available tool for
the diagnosis of pediatric RLS. The validation of the IRLS as a
self~administered patient scale without the need for the inter-
vention of a clinician is also desirable. The minimal requirement
for use in clinical evaluation of RLS patients is a knowledge of
the four basic diagnostic criteria (urge to move the legs, worse
at rest, relief by activity, and worse later in the day or at night)
plus the new fifth criterion (exclusion of the conditions that
may mimic RLS)."” Although some of the validations presented
in these studies were done before formalization of the need to
do a differential diagnosis, all of the scales evaluated here did
employ RLS experts to make the diagnosis of RLS in the
cohorts studied with full knowledge of the diagnosis of RLS
and its differential diagnosis, as has always been true. A formal
evaluation of the severity of RLS as reviewed in this article can
be a useful clinical and research accompaniment.

Finally, it should be stated that the use of any of these scales
in populations with RLS secondary to peripheral neuropathy,
radiculopathy, renal failure, pregnancy, and so on, is limited,
although there is every reason to believe that they would per-
form similarly in these populations. Further studies, of course,
would be needed to determine this.
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