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Abstract: Sleep disorders are common in older individuals and are most prevalent in those who are
institutionalized. Sleep complaints are often comorbid with medical and neuro-psychiatric illness
and associated with polypharmacy. Various studies show an association between sleep disorders and
altered levels of inflammatory cytokines, especially IL-6. In this study, an objective sleep analysis
was performed using actigraphy, and IL-6 measurements in saliva in 61 older people residing in
long-term nursing homes (72.1% women). Almost half (49.2%) of the people had no or mild cognitive
impairment, and the rest suffered from moderate to severe dementia, mainly due to Alzheimer’s
disease (25 out of 31 individuals). A significant correlation was found between salivary IL6 and
sleep parameters; e.g., less salivary IL-6 had significantly (p < 0.05) worse sleep efficiency and more
night awakenings. In turn, actigraphy detected alterations in people with dementia in average
sleep time, daily bedtime, and average daily time out of bed. There was no significant correlation
between these sleep patterns and the total number of psychotropic drugs. No significant differences
were found in salivary IL-6 between individuals with or without dementia. These results should
be considered in future research with institutionalized people to detect sleep disturbances and to
establish interventions aimed to improve sleep quality.

Keywords: inflammatory markers; insomnia; dementia; psychotropic drugs; polypharmacy; sleep

1. Introduction

Sleep disturbances are common in older adults, and little is known about sleep patterns
of cognitively intact older adults and its relationship to subsequent cognitive impairment [1].
Sleep is essential to the brain as it supports learning and memory, regulates synaptic
plasticity, and enhances waste clearance from the brain [2]. Conversely, disturbed sleep
may harm the brain through increased neuro-inflammation [3], and sleep disturbances have
been associated with incident dementia [4]. Most recent studies of the brain’s glymphatic
system suggest that sleep may promote the elimination of beta-amyloid peptide, which
affects the pathophysiology of Alzheimer’s disease [5].

It has been estimated that up to 50% of elderly people report problems related to
sleep onset (difficulty falling asleep) and sleep development, such as frequent awakening
episodes [6]. Sleep disturbances are common in the elderly [7] and institutionalization
in nursing care homes may contribute to increasing the risk of sleep disorders in this
population [8]. Sleep disruption and fatigue have been found to predict cognitive im-
pairment [5] or worsen it [9]. In addition, insomnia may be a risk factor for accelerated
cognitive decline [10]. Insufficient hours of sleep due to insomnia or other disorders, such
as sleep apnea have also been shown to be linked to an increased risk of Alzheimer’s
disease, the most prevalent type of dementia [10]. Monitoring sleep in institutionalized
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older individuals is especially necessary for all these reasons. However, few studies have
focused on this population.

Neurocognitive and sleep disorders are frequently comorbid and underdiagnosed [5].
In addition, medical and psychiatric illnesses that are common in older adults often require
long-term drug therapy. Older individuals often take multiple medications, with one or
more causing disrupted sleep [11]. Neuropsychiatric side-effects of drugs are not rare
events among the elderly [12]. Cognitive behavioral therapy should always be the first-line
treatment [13], but, when pharmacological intervention is necessary for older people with
sleep disorders, careful and conservative use of drugs with sedative or hypnotic effects for
the shortest practical period and with the lowest effective doses is recommended [11].

In healthcare practice, nurses apply the scientific method to provide care for the patient,
family, and community in a structured, homogeneous, logical, and systematic way. One of
the stages in this procedure is the assessment of vital processes or health problems that can
be treated by nursing professionals, such as the patient’s sleep rest. The incorporation of
objective methods to assess sleep in patients with dementia in nursing care plans is of great
interest. The information provided by these methods is the basis for establishing nursing
interventions for sleep hygiene. For people with moderate to severe cognitive impairment,
this assessment is difficult because they have difficulty describing and interpreting their
sleep quality, and they do not verbalize their sleep disturbances in interviews or report the
consequences for their daily life. One of the most useful objective methods for measuring
sleep in people with dementia is wrist actigraphy, which has a sensitivity of over 90% [14]
and allows sleep to be assessed in the patient’s usual environment without having to subject
the patient to hospital admission, which would foster stress and disorientation.

Studies of sleep quality in institutionalized elderly people using objective methods,
such as actigraphy, have been limited to date. Hoyos et al. [15] conducted a case–control
study to assess circadian rhythms and their association with sleep measured using actigra-
phy in elderly patients diagnosed with depression and patients without depression. The
sleep–wake rhythms measured with actigraphy of elderly people with intellectual disabili-
ties have also been compared with those of healthy people, with the finding that although
elderly people with disabilities sleep longer, they have more fragmented and less stable
sleep–wake rhythms than healthy elderly people [16]. Hoekert et al. [17] compared the
use of a questionnaire (Circadian Sleep Inventory for Normal and Pathologic States) and
actigraphy to quantify circadian and sleep disturbances in 78 institutionalized demented
elderly people. The findings suggested a reasonable cross-validity of actigraphy and the
questionnaire. Despite multiple publications on the use of actigraphy in health sciences,
few studies to measure sleep using actigraphy have been conducted with institutionalized
elderly people with or without dementia.

Sleep disturbance is associated with inflammatory disease risk and all-cause mor-
tality [18]. The fact that some cytokines, such as IL-6, show a circadian pattern, with
the highest concentrations at night, suggests a potential role for these molecules in the
physiological regulation of sleep [19]. Various studies show an association between sleep
disorders and altered levels of inflammatory cytokines measured in saliva, and the lit-
erature shows a relationship between these salivary biomarkers and sleep quality, es-
pecially in the case of IL-6, in both healthy subjects and several pathologies associated
with sleep disorders [20]. Although IL-6 has been shown to be a key mediator of in-
flammation whose secretion can show daily fluctuations [21], there are differences in the
circadian rhythm of blood and saliva IL-6, as shown in the studies by Bauer et al. [19] and
Kanikowska et al. [22]. Bauer et al. [19] presented a circadian pattern of serum IL-6 concen-
tration. Serum interleukin-6 (IL-6) concentrations over a 48 h period showed a periodicity
with low values during the day and peaks in the last two-thirds of the night. Nevertheless,
in the study by Kanikowska et al. [22], salivary IL-6 concentration did not display daily
rhythmicity, and its concentrations did not differ significantly between the seasons (summer
and winter). This difference in the circadian rhythm of blood and saliva IL-6 should be
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considered in biomedical studies, which are increasingly using the diagnostic potential of
saliva in research.

The measurement of salivary inflammatory molecules as biomarkers of sleep alter-
ations is an easy-to-apply and non-invasive method that can be very useful as an objective
method of sleep assessment in people with cognitive impairment. However, the current
scientific literature related to the measurement of IL-6 in saliva to objectively assess sleep
is scarce, and only nine scientific articles that deal with this topic have been found [20].
Further studies are therefore required. This is the first study that has studied the relation-
ship between salivary IL-6 and sleep in institutionalized elderly people with or without
cognitive impairment.

The main objectives proposed in this research are as follows:

(1) To evaluate sleep with actigraphy in institutionalized older individuals, comparing
the results between individuals with or without dementia.

(2) To analyze the associations between salivary IL-6 concentration and sleep parameters.
(3) To determine the influence of psychotropic medications.

2. Materials and Methods
2.1. Study Design and Population

This research project is based on a cross-sectional study conducted between September
2018 and 2019. The study population consisted of individuals aged 60 years and older
residing in long-term nursing homes in the Valencia province (Spain).

This research met the requirements of the Declaration of Helsinki at all stages. The
complete study and its action protocols were approved by the Ethics Committee of the
University of Valencia (approval code: H1384175284261). All participants were informed
about the study and they signed a form giving explicit consent for their participation. All
the participants’ data were anonymized so that each participant was assigned a code X,
where X is a randomly generated number. The personal and medical data were linked to
the corresponding code in such a way that it was impossible for anyone with access to the
data to relate them to the participant concerned.

The inclusion criteria are institutionalization ≥ 6 months and age ≥ 60 years.
Inclusion criteria concerned outpatients with AD diagnosis, meeting the Dementia of

Alzheimer Type (DAT) criteria of the DSM-5 (Diagnostic and Statistical Manual for Mental
Disorders, 5th edition).

The exclusion criteria are uncontrolled psychiatric illness (schizophrenia, bipolar disor-
der, etc.), blindness, the presence of serious infections, diagnosed cancer, active participation
in a corticosteroid treatment, or inability to speak.

2.2. Data Collection

The information collected for each participant is summarized in Table 1. This table
includes the information collected from actigraphy, saliva/blood tests, and medical reports
on diseases, prescribed drugs, etc. Specifically, it includes demographic information, current
and past illnesses, medical conditions, prescription of drugs (including sleep medication),
and diagnosis of psychiatric and sleep disorders. Any daily activities that could affect sleep
behaviors were also recorded.

2.3. Objective Sleep Assessment with Actigraphy

All the participants wore a wGT3XBT® model actigraphy watch with firmware ver-
sion v.1.5 for a week. A specialist nurse oversaw the programming of the watches and
downloading the data collected, and informed the participants about how to wear the
watches. The data obtained by the watches were analyzed with the ActiLife© version 6.11.5
software using the following configuration:

• Sleep analysis algorithm: Cole–Kripke [23].
• Sleep period detection algorithm: Tudor–Locke [24].
• Sampling (period): 60 s.
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Table 1. Information collected for each participant (variables analyzed).

Demographics Actigraphy Drugs

Gender
Age

Marital status

Time in bed
Time out of bed

Efficiency
Total time in bed
Total sleep time

Waking after sleep onset
Number of awakenings
Avg. awakening time

Antipsychotics
Antidepressants

Hypnotics
Anxiolytics

Antiepileptics
Opioids

Analgesics

Comorbidities Cognitive assessment Saliva Test

Report Lobo’s Mini-Mental State
Examination (MEC) IL-6

ActiLife® processed each participant’s movement activity and produced a sleep analy-
sis. In order to extract more information and perform more analyses, ActiLife® sleep reports
were further processed (i) automatically, with software that we developed specifically for
that purpose; and (ii) manually. This process consisted of (1) deleting the last day of data
for all participants (due to being incomplete, since the actigraphs were removed at 11:00
in the morning); (2) deleting those days on which the participant did not use the watch
properly; and (3) computing the relevant derived data, such as average awakening time,
sleep < 4 h, etc.

The average value and standard deviation of the actigraphic variables can be seen in
Table 2, and an example of sleep detection carried out by ActiLife® with real data from our
sample of participants can be seen in Figure 1. The filled areas represent sleep periods, and
they show sleep that can be considered normal and stabilized. The graph shows how sleep
lasts approximately 8 h every day, with hardly any awakenings and with a stable schedule.

Table 2. Sleep variables measured with actigraphy.

Sleep Variable Mean and Standard Error of the Mean
(Min-Max Range)

Average Daily Time In Bed 497 ± 22.3 (202–882 min)

Average Daily Time Out of Bed 942 ± 22.3 (558–1238 min)

Efficiency 95.4 ± 0.33 (88–100)

Average Sleep Time Each Time Sleeping
(includes naps and split sleep) 373.9 ± 23.3 (135.848 min)

Number of Awakenings 5.6 ± 0.44 (1–15 times)

Total Awakening Time 14.7 ± 1.19 (1–51 times)

Average Awakening Time 2.49 ± 0.12 (0.29–5.57)

Average Time in Bed Each Time Sleeping
(includes naps and split sleep) 360 ± 17.3 (202–697 min)

2.4. Cognitive Assessment

Lobo’s Mini-Mental State Examination (MEC) is the version of Folstein’s MMSE (Mini-
Mental State Examination) adapted and validated in Spain. It is a dementia screening
test. The maximum total score is 35 points, with cut-off points depending on whether
the patients are geriatric or not. For geriatric patients (>65 years), presence of cognitive
deterioration is considered if the score is <23 points [25].
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Figure 1. Sleep activity registered with wGT3XBT® actigraph.

2.5. Polypharmacy

For each participant, we registered the number of administered drugs that may in-
fluence sleep duration and quality: opioids, antidepressants, antipsychotics, anxiolytics,
hypnotics, and antiepileptics. We also registered the total of psychotropic drugs (the sum
of the previous ones) and the total drugs of any type. The number of all drugs prescribed
on a daily basis was also recorded from medical data sheets.

2.6. Measurement of Salivary IL-6

To measure salivary IL-6 levels, saliva samples were obtained during the morning
between 9:00 am and 11:00 am without fasting conditions using the Salivette® system
(Sarstedt, Germany). The participants were asked to refrain from smoking, eating, drinking,
or oral hygiene procedures for at least 1 h prior to the sample collection. The saliva
samples were processed in the lab between 10 am and 4 pm within the same day of
collection. Each sample was centrifuged to remove mucins, insoluble material, and cellular
debris, and the supernatant was aliquoted into Eppendorf tubes and frozen (−80 ◦C)
until further analysis. The samples (100 uL) were brought to room temperature, and
immunoassay ELISA analysis was performed using the High Sensitivity Human Elisa
Kit for IL-6 (reference number Ab178013) according to the manufacturer’s instructions.
Changes in color intensity and absorbance at 450 nm and 490 nm were read using the ELISA
microplate reader, and a standard curve was prepared by plotting the absorbance readings
of the standards against their concentration. Since several common comorbidities in older
individuals are associated with an increase in inflammatory markers, including IL-6, such
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as arterial hypertension [26], chronic obstructive pulmonary disease [27], diabetes [28,29],
dyslipidemia [30], or osteoarthritis [31,32], we evaluated whether salivary IL-6 differ based
on the presence or absence of these comorbidities. Since anxiety and depression are
common psychiatric disorders in this population, we also analyzed whether there was a
significant association with these comorbidities, which have also been linked to altered
IL-6 level [33,34].

2.7. Statistical Analysis

Descriptive statistical analyses were performed. The frequency distribution was
calculated for the qualitative variables; for the quantitative variables, we obtained measures
of central tendency (arithmetic mean), standard error of the mean (SEM), and the range
of values. The normal distribution of each variable was estimated using the Kolmogorov–
Smirnov test. Since none of the variables presented a normal distribution, non-parametric
statistical analysis tools were used. The Mann–Whitney or Kruskall–Wallis test was used to
compare the differences between the independent groups when the dependent variable is
ordinal or continuous. Bivariate correlations between continuous variables were performed
using Spearman’s correlation. The statistical relationship between two categorical variables
was studied using Pearson’s Chi square test. All statistical tests were considered statistically
significant at the p < 0.05 level. Analyses were carried out with the IBM Statistical Package
for Social Sciences SPSS software package (version 26.0; SPSS, Inc., Chicago, IL, USA).

3. Results
3.1. Sociodemographic Data and Polypharmacy

The study included 61 people with a mean age of 82.2 ± 1.0 (SEM) (range 63–97 years),
of which 72.1% were women and 27.9% were men. A total of 49.2% of the participants did
not present cognitive impairment, while 18%, 23%, and 9.8% presented mild, moderate,
and severe cognitive impairment, respectively. Among the 31 participants enrolled in
the study with cognitive impairment, 26 had a diagnosis of Alzheimer’s disease, and
the other 6 participants were classified as unknown cause of dementia. In relation to
the participants with mild, moderate, and severe cognitive impairment, it was shown
that 76.9% took opioids, 42.3% antidepressant medication, 15% antipsychotic medication,
30.7% anxiolytics, 61.5% % hypnotics, and 11.5% antiepileptic medication. The mean
value of the comorbidities index was 6.8 ± 0.38 (SEM) (range 2–16). The prevalence of
common comorbidities and the intake of drugs that potentially influence sleep quality are
shown in Table 3.

3.2. Relationship between Sleep Parameters and Age and Gender

There were no significant correlations between mean time in bed and age
(Rho = −0.10, p = 0.45, Spearman’s test), between mean time out of bed and age
(Rho = 0.10, p = 0.45, Spearman’s test), between efficiency and age (Rho = −0.13,
p = 0.33, Spearman’s test), between total sleep time and age (Rho = −0.17, p = 0.20, Spear-
man’s test), between number of awakenings and age (Rho = −0.11, p = 0.40, Spearman’s
test), between total awakening time and age (Rho = −0.08, p = 0.55, Spearman’s test),
between mean awakening time and age (Rho = −0.01, p = 0.94, Spearman’s test) or between
mean time in bed when sleeping and age (Rho = −0.19, p = 0.14, Spearman’s test).

No significant differences were found between average daily time in bed and gender
(p = 0.64, Mann–Whitney U test) or between average daily time out of bed and gender
(p = 0.64, Mann–Whitney U test); on the other hand, there were significant differences
between genders with regards to sleep efficiency (p = 0.04, Mann–Whitney U test). No
significant differences were found for the other sleep parameters for gender; total sleep
time (p = 0.19, Mann–Whitney U test), number of awakenings (p = 0.71, Mann–Whitney
U test), total awakening time (p = 0.81, Mann–Whitney U test), average awakening time
(p = 0.05, Mann–Whitney U test) and average time spent in bed when sleeping (p = 0.89,
Mann–Whitney U test).
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Table 3. Comorbidities and drugs intake.

Variables
Frequency % (Categorical Variables) or Mean and

Standard Error of the Mean (Range Min-Max)
(Discrete Variables)

HTA
Yes 60.7%

No 39.3%

Chronic obstructive pulmonary disease
Yes 14.8%

No 85.2%

Diabetes
Yes 49.2%

No 50.8%

Dyslipidemia
Yes 41%

No 59%

Cognitive impairment:

Normal 49.2%
Mild 18%

Moderate 23%
Severe 9.8%

Depression
Yes 21.3%

No 78.7%

Anxiety
Yes 8.2%

No 91.8%

Charlson comorbidity index 6.87 ± 0.38 (2–16)

Polypharmacy

Opioids Yes 77%

No 23%

Antidepressants
Yes 45.9%

No 54.1%

Antipsychotics
Yes 27.9%

No 72.1%

Anxiolytics
Yes 41%

No 59%

Hypnotics
Yes 54.1%

No 45.9%

Antiepileptic
Yes 16.4%

No 83.6%

Number of daily psychotropic drugs 3.07 ± 0.23 (0–8)

Total number of drugs prescribed daily 11.1 ± 0.65 (3–24)

3.3. Relationship between Sleep and Polypharmacy

No significant correlations were found between the average daily time in bed for each
of the psychoactive drugs: opioids (Rho = −0.01, p = 0.90, Spearman’s test), antidepressants
(Rho = 0.07, p = 0.56, Spearman’s test), antipsychotics (Rho = −0.04,
p = 0.74, Spearman’s test), anxiolytics (Rho = 0.07, p = 0.59, Spearman’s test), hypnotics
(Rho = 0.07, p = 0.57, Spearman’s test) or antiepileptics (Rho = −0.10, p = 0.42, Spear-
man’s test). Likewise, there was no significant correlation between the average daily
time in bed and the total number of psychotropic drugs (Rho = 0.07, p = 0.58, Spear-
man’s test) or between the average daily time in bed and the total number of drugs
(Rho = −0.01, p = 0.93, Spearman’s test). No significant correlations were found be-
tween the average daily time out of bed and each of the psychotropic drugs: opioids
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(Rho = 0.01, p = 0.90, Spearman’s test), antidepressants (Rho = −0.7, p = 0.56, Spearman’s
test), antipsychotics (Rho = 0.04, p = 0.74, Spearman’s test), anxiolytics (Rho = −0.07,
p = 0.59, Spearman’s test), hypnotics (Rho = −0.07, p = 0.57, Spearman’s test) or antiepilep-
tics (Rho = 0.10, p= 0.42, Spearman’s test), or between the average daily time out of bed
and the total number of psychotropic drugs (Rho = −0.07, p = 0.58, Spearman’s test) or
between the average daily time out of bed and the total number of drugs (Rho = 0.01,
p = 0.93, Spearman’s test). No significant correlations were found between sleep efficiency
and each of the psychotropic drugs: opioids (Rho = 0.13, p = 0.32, Spearman’s test), an-
tidepressants (Rho = −0.03, p = 0.80, Spearman’s test), antipsychotics (Rho = 0.03, p = 0.81,
Spearman’s test), anxiolytics (Rho = 0.00, p = 0.94, Spearman’s test), hypnotics (Rho = 0.17,
p = 0.20, Spearman’s test) or antiepileptics (Rho = 0.17, p = 0.19, Spearman’s test). Likewise,
there were no significant correlations between sleep efficiency and the total number of
psychotropic drugs (Rho = 0.19, p = 0.15, Spearman’s test) or between sleep efficiency and
the total number of drugs (Rho = 0.14, p = 0.35, Spearman’s test). There were no significant
correlations between the average sleep time and each of the psychotropic drugs: opioids
(Rho = −0.16, p = 0.22, Spearman’s test), antidepressants (Rho = −0.10, p = 0.45, Spear-
man’s test), antipsychotics (Rho = −0.02, p = 0.85, Spearman’s test), anxiolytics (Rho = 0.12,
p = 0.35, Spearman’s test), hypnotics (Rho = 0.03, p = 0.77, Spearman’s test) or antiepileptics
(Rho = −0.13, p = 0.32, Spearman’s test), or between the average sleep time and the total
number of psychotropic drugs (Rho = −0.01, p = 0.90, Spearman’s test) or between the
average sleep time and the total number of drugs (Rho = −0.13, p = 0.39, Spearman’s test).
No significant correlations were found between the number of awakenings and each of
the psychotropic drugs: opioids (Rho = −0.15, p = 0.27, Spearman’s test), antidepressants
(Rho = 0.03, p = 0.78, Spearman’s test), antipsychotics (Rho= −0.04 p = 0.77, Spearman’s
test), anxiolytics (Rho = 0.06, p = 0.62, Spearman’s test), hypnotics (Rho = −0.08, p = 0.52,
Spearman’s test) or antiepileptics (Rho = −0.2, p = 0.11, Spearman’s test), or between the
number of awakenings and the total number of psychotropic drugs (Rho = −0.05, p = 0.68,
Spearman’s test) or between the number of awakenings and the total number of drugs
(Rho = −0.11, p = 0.44, Spearman’s test). There were no significant correlations between
the total awakening time and each of the psychotropic drugs: opioids (Rho = −0.08,
p = 0.55, Spearman’s test), antidepressants (Rho = 0.03, p = 0.77, Spearman’s test), an-
tipsychotics (Rho= −0.01 p = 0.89, Spearman’s test), anxiolytics (Rho = 0.09, p = 0.47,
Spearman’s test), hypnotics (Rho = −0.02, p = 0.84, Spearman’s test) or antiepileptics
(Rho = −0.15, p = 0.27, Spearman’s test). Likewise, no significant correlations were
found between the total awakening time and the total number of psychotropic drugs
(Rho = −0.03, p = 0.81, Spearman’s test) or between the total awakening time and the total
number of drugs (Rho = −0.13, p = 0.39, Spearman’s test). There were no significant corre-
lations between the average awakening time and each of the psychotropic drugs: opioids
(Rho = −0.11, p = 0.42, Spearman’s test), antidepressants (Rho = 0.02, p = 0.87, Spear-
man’s test), antipsychotics (Rho = 0.10 p = 0.43, Spearman’s test), anxiolytics (Rho = 0.07,
p = 0.61, Spearman’s test), hypnotics (Rho = 0.09, p = 0.51, Spearman’s test) or antiepileptics
(Rho = 0.07, p = 0.60, Spearman’s test), or between the average awakening time and the
total number of psychotropic drugs (Rho = 0.03, p = 0.78, Spearman’s test) or between the
average awakening time and the total number of drugs (Rho = −0.03, p = 0.80, Spearman’s
test). There were no significant correlations between the average time in bed when sleeping
and each of the psychotropic drugs: opioids (Rho = −0.14, p = 0.29, Spearman’s test),
antidepressants (Rho = −0.06, p = 0.63, Spearman’s test), antipsychotics (Rho = −0.01
p = 0.92, Spearman’s test), anxiolytics (Rho = 0.12, p = 0.36, Spearman’s test), hypnotics
(Rho = 0.05, p = 0.68, Spearman’s test) or antiepileptics (Rho = −0.10, p = 0.43, Spear-
man’s test), or between the average time in bed when sleeping and the total number
of psychotropic drugs (Rho = 0.03, p = 0.82, Spearman’s test) or between the average
time in bed when sleeping and the total number of drugs (Rho = −0.11, p = 0.46, Spear-
man’s test). None of the sleep parameters was significantly related to the number of
psychotropic drugs.
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3.4. Relationship between IL-6 in Saliva with Sleep Assessment

There were no significant correlations between the average daily time in bed and
the salivary concentration of IL6 (Rho = 0.13, p = 0.33, Spearman’s test). Likewise, there
were no significant correlation between the average daily time out of bed and the salivary
concentration of IL6 (Rho = −0.13, p = 0.33, Spearman’s test). There was a significant
correlation between sleep efficiency and the salivary concentration of IL6 (Rho = 0.28,
p = 0.03, Spearman’s test). There was no significant correlation between the average sleep
time and salivary IL6 concentration (Rho = 0.05, p = 0.71, Spearman’s test). On the other
hand, there was a significant correlation between the number of awakenings and the
salivary concentration of IL6 (Rho = −0.30, p = 0.02, Spearman’s test). No significant
correlations were found between the other sleep parameters and the salivary concentration
of IL6; total awakening time (Rho = −0.21, p = 0.12, Spearman’s test), average awakening
time (Rho = −0.05, p = 0.69, Spearman’s test) and average time in bed when sleeping
(Rho = 0.08, p = 0.54, Spearman’s test). There were no significant correlations between the
other sleep parameters and the salivary concentration of IL6.

3.5. Relationship between the Concentration of IL6 in Saliva with Age, Gender, and Comorbidities

There were no significant correlations between the concentration of IL6 in saliva and
age (Rho = 0.06, p = 0.96) nor between women and men (p = 0.94). There were no significant
correlations between the concentration of IL6 in saliva with comorbidities as expressed by
the Charlson comorbidity index (Rho = −0.04, p = 0.71, Spearman correlation). Similarly,
no significant differences were found between the concentration of IL6 in saliva with each
of the following common comorbidities: arterial hypertension (p = 0.51, Mann–Whitney
U test), diabetes (p = 0.76, Mann–Whitney U test), chronic obstructive pulmonary disease
(p = 0.97, Mann–Whitney U test), dyslipidemia (p = 0.96, Mann–Whitney U test), anxiety
(p = 0.13, Mann–Whitney U test) and depression (p = 0.10, Mann–Whitney U test).

3.6. Relationship between the Concentration of IL6 in Saliva and Cognitive Function

No significant correlations were found between the MMSE score and the concentration
of IL6 in saliva (Rho = −0.13, p = 0.31, Spearman’s test). There were no significant differences
between dementia and IL6 concentration (p = 0.38, Mann–Whitney U test).

There were no significant differences between dementia in three categories and the
concentration of IL6 in saliva (p = 0.45, Kruskal–Wallis test). Similarly, there were no
significant differences between dementia in two categories and the concentration of IL6 in
saliva (p = 0.21, Mann–Whitney U test) (Figure 2).
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3.7. Actigraphy Sleep Parameters in Individuals with or without Dementia

There were no significant differences between dementia (cut-off < 23 points) and
the average daily time in bed (p = 0.96, Mann–Whitney U test). Similarly, no significant
differences were found between dementia and the average daily time out of bed (p = 0.96,
Mann–Whitney U test), or between dementia and efficiency (p = 0.31, Mann–Whitney
U test). There were no significant differences between dementia and average sleep time
(p = 0.21, Mann–Whitney U test), between dementia and the number of awakenings
(p = 0.40, Mann–Whitney U test), between dementia and total awakening time (p = 0.37,
Mann–Whitney U test), between dementia and average awakening time (p = 0.79, Mann–
Whitney U test), or between dementia and average time in bed when sleeping (p = 0.40,
Mann–Whitney U test).

The dementia variable was categorized into three variables (0 = no cognitive impair-
ment, 1 = mild cognitive impairment, and 2 = moderate/severe cognitive impairment).
No significant differences were found between dementia and average daily time in bed
(p = 0.06, Kruskall–Wallis test). Likewise, there were no significant differences between
dementia and the average daily time out of bed (p = 0.06, Kruskall–Wallis test), or between
dementia and efficiency (p = 0.75, Kruskall–Wallis test). On the other hand, significant
differences were found between dementia and average sleep time (p = 0.04, Kruskall–Wallis
test) (Figure 3). No significant differences were found between dementia and the other
sleep parameters: number of awakenings (p = 0.77, Kruskall–Wallis test), total awakening
time (p = 0.70, Kruskall–Wallis test), average awakening time (p = 0.69, Kruskall–Wallis
test), and average time in bed when sleeping (p = 0.12, Kruskall–Wallis test).

Diseases 2023, 11, x FOR PEER REVIEW 10 of 17 
 

 

 

Figure 2. Relationship between the concentration of IL6 individuals with normal or mild dementia 

versus individuals with moderate to severe dementia. p-value (*) is indicated in the figure. 

3.7. Actigraphy Sleep Parameters in Individuals with or without Dementia 

There were no significant differences between dementia (cut-off < 23 points) and the 

average daily time in bed (p = 0.96, Mann–Whitney U test). Similarly, no significant differ-

ences were found between dementia and the average daily time out of bed (p = 0.96, 

Mann–Whitney U test), or between dementia and efficiency (p = 0.31, Mann–Whitney U 

test). There were no significant differences between dementia and average sleep time (p = 

0.21, Mann–Whitney U test), between dementia and the number of awakenings (p = 0.40, 

Mann–Whitney U test), between dementia and total awakening time (p = 0.37, Mann–

Whitney U test), between dementia and average awakening time (p = 0.79, Mann–Whitney 

U test), or between dementia and average time in bed when sleeping (p = 0.40, Mann–

Whitney U test). 

The dementia variable was categorized into three variables (0 = no cognitive impair-

ment, 1 = mild cognitive impairment, and 2 = moderate/severe cognitive impairment). No 

significant differences were found between dementia and average daily time in bed (p = 

0.06, Kruskall–Wallis test). Likewise, there were no significant differences between de-

mentia and the average daily time out of bed (p = 0.06, Kruskall–Wallis test), or between 

dementia and efficiency (p = 0.75, Kruskall–Wallis test). On the other hand, significant dif-

ferences were found between dementia and average sleep time (p = 0.04, Kruskall–Wallis 

test) (Figure 3). No significant differences were found between dementia and the other 

sleep parameters: number of awakenings (p = 0.77, Kruskall–Wallis test), total awakening 

time (p = 0.70, Kruskall–Wallis test), average awakening time (p = 0.69, Kruskall–Wallis 

test), and average time in bed when sleeping (p = 0.12, Kruskall–Wallis test). 

 

Figure 3. Average sleep time in individuals with or without dementia. p-value (*) is indicated in the 

figure. 

p = 0.04 * 

Figure 3. Average sleep time in individuals with or without dementia. p-value (*) is indicated in
the figure.

The dementia variable was, in turn, categorized into two variables (0 = normal/mild,
1 = moderate/severe). Since the number of participants with mild cognitive impairment
was small, participants without cognitive impairment were grouped with those with mild
cognitive impairment and participants with moderate and severe dementia were grouped
together. Significant differences were found between dementia and the average daily time
in bed (p = 0.01, Mann–Whitney U test), and between dementia and average daily time out
of bed (p = 0.01, Mann–Whitney U test) (Figure 4A,B). There were no significant differences
between dementia and efficiency (p = 0.45, Mann–Whitney U test), but there were significant
differences between dementia and average sleep time (p = 0.02, Mann–Whitney U test)
(Figure 4C). No significant differences were found between dementia and number of
awakenings (p = 0.57, Mann–Whitney U test), between dementia and total awakening
time (p = 0.45, Mann–Whitney U test), or between dementia and average awakening time
(p = 0.74, Mann–Whitney U test). In addition, there were significant differences between
dementia and the average time in bed when sleeping (p = 0.04 Mann–Whitney U test)
(Figure 4D).
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Figure 4. Actigraphy sleep parameters in individuals with or without dementia: (A) Relationship
between average daily time in bed (minutes) with or without dementia; (B) Relationship between
average daily out of time in bed (minutes) with or without dementia; (C) Relationship between
average sleep time with dementia and without dementia; (D) Relationship between the average
time in bed sleeping (minutes) with dementia and without dementia. p-values (*) are indicated
in the figure.

3.8. Dementia and Polypharmacy

No significant differences were found between dementia and antidepressants
(p = 0.51, Mann–Whitney U test). There were significant differences between dementia
and antipsychotics (p = 0.05, Mann–Whitney U test). There were no significant differences
between dementia and the other psychotropic drugs; anxiolytics (p = 0.22, Mann–Whitney
U test), hypnotics (p = 0.56, Mann–Whitney U test), or antiepileptics (p = 0.36, Mann–
Whitney U test). On the other hand, significant differences were found between dementia
and the total number of psychotropic drugs (p = 0.04, Mann–Whitney U test), but there
were no significant differences between dementia and the total number of drugs (p = 0.41,
Mann–Whitney U test).

No significant differences were found between dementia in three categories (0 = no cog-
nitive impairment, 1 = mild cognitive impairment, and 2 = moderate/severe impairment)
for each of the psychoactive drugs: opioids (p = 0.39, Pearson’s Chi square), antidepres-
sants (p = 0.73, Chi square test), antipsychotics (p = 0.58, Pearson’s Chi square), anxiolytics
(p = 0.15, Pearson’s Chi square) and between dementia and hypnotics (p = 0.15, Pearson’s
Chi square).

There were no significant differences between dementia in two categories
(0 = normal/mild, and 1 = moderate/severe) and opioids (p = 0.79, Pearson’s Chi square),
between dementia and antidepressants (p = 0.92, Pearson’s Chi square), between dementia
and antipsychotics (p = 0.33, Pearson’s Chi square), between dementia and anxiolytics
(p = 0.22, Pearson’s Chi square), between dementia and hypnotics (p = 0.51, Pearson’s Chi
square) and between dementia and antiepileptics (p = 0.83, Pearson’s Chi square).

4. Discussion

To date, this is the first study that has studied the relationship between salivary IL-6
and sleep in institutionalized elderly people with and without cognitive impairment. The
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main findings of our study include a significant correlation between IL6 in saliva with
some parameters of sleep objective assessment, e.g., sleep efficiency and the number of
awakenings. People with less salivary IL-6 had worse sleep efficiency and more awakenings.
Although some research has shown that sleep deprivation and sleep disorders increase
daytime plasma IL-6 levels in adults [35], most studies relating IL-6 to sleep have measured
IL-6 in blood and not in saliva. As shown in the recent review by Ibáñez del Valle et al. [20],
these studies are inconclusive, and further studies are required to determine the sensitivity
of salivary versus blood inflammatory markers in monitoring biological rhythms and acting
as biomarkers in the detection of sleep disorders. Approximately fifty percent of the studies
that analyzed IL-6 levels showed an increased elevation of IL-6 levels during the day in
people with sleep disorders. In the others, either no significant changes were found, or
results similar to our study were obtained, such as in a study carried out with children
and adolescents, and the levels of salivary cytokines were found to be higher in people
who had better sleep [36]. There are no studies that have been performed specifically in
healthy elderly people with which these results can be compared, and no studies of this
type been conducted in older people with dementia. As for studies that have assessed sleep
and measured plasma IL-6 in older people, Zhang et al. [37] measured the plasma levels
of biomarkers for predicting the risk of developing neurodegenerative diseases in healthy
controls and in iRBD (idiopathic REM sleep behavior disorder) patients aged over 50 years.
As in our study, IL-6 levels were lower in the people with IRBD than in the healthy controls.
Although in our study IL-6 measurements were taken from saliva and not plasma, a recent
study by Parkin et al. [38] performed in older individuals revealed significant serum–
saliva correlations for several cytokines, including IL-6. Future sleep studies performed
in institutionalized persons should test further the associations between salivary cytokine
concentrations, such as IL-6, and sleep quality and analyze if the concentration could help to
detect sleep disorders in those people unable to communicate properly about sleep quality.
In future studies, it would also be interesting to consider the relationship between IL-6 and
dementia. Some recent studies, such as the longitudinal study by Pedersen et al. [39] have
shown that IL-6 is involved in dementia. In this research, four inflammatory biomarkers
associated with Alzheimer’s disease were found, and among them was IL-6. However, as
our study is a cross-sectional research design, we cannot establish a cause–effect relationship
between IL-6 levels and the onset or progression of dementia.

Several studies have shown that sleep disorders may contribute to cognitive impair-
ment or dementia, and their early detection could prevent this. Various factors, such as
difficulty falling asleep, poor sleep quality, sleep loss, excessive daytime sleepiness, and
sleep-disordered breathing, have been found to increase the biomarkers of Alzheimer’s
disease in the elderly without dementia [40]. Sleep assessment of institutionalized persons
should be performed routinely for this reason. Among the methods of sleep assessment in
institutionalized persons, actigraphy is an objective assessment method that allows sleep to
be analyzed objectively in people with and without dementia. In cases in which cognitive
impairment does not allow the individual to complete questionnaires or sleep diaries to
reach an accurate diagnosis, actigraphy can be very useful since it provides longitudinal
sleep data over multiple nights, and it is a less expensive and a less cumbersome method
for measuring sleep than polysomnography [41]. On the other side, chronic pain is a major
issue affecting more than 50% of the older population and up to 80% of nursing home
residents [42]. It would have been interesting to assess the influence of the participants’
level of pain, the use of all analgesic drugs that could affect sleep, and the increase in IL-6
values of the participants in our study. In the case of opioids intake, we did not observe any
significant effect on IL-6 levels and sleep parameters; but obviously, larger study samples
are needed to elucidate this issue in detail. Regarding the role of comorbidities relevant to
the study’s outcomes, future studies should evaluate the presence of knee osteoarthritis [32]
and its effects on IL-6 levels and sleep quality in individuals with or without comorbid
dementia. According to the medical records, we were unable to measure whether the
variables studied differed between people with and without osteoarthritis. Because many
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of the patients enrolled in our study did not walk much, the diagnosis of knee osteoarthritis
was underdiagnosed in this population [43,44]. Another research limitation regarding the
role of comorbidities was the failure to include individuals with different weight groups
(for instance, only three individuals were classified as obese in the group of individuals
without dementia and one in the group of dementia). Obesity is characterized by chronic
low-grade inflammation with a moderate increase in circulating levels of IL-6 [45], which
can contribute to a rise in IL-6 and impairs sleep quality [46,47].

Sleep complaints are often comorbid with medical and psychiatric illnesses associated
with the medications used to treat those illnesses [11]. However, in our study, no significant
correlations were found between the average daily time in bed and each of the psychoactive
drugs. Likewise, there was no significant correlation between the average daily time in bed
and the total number of drugs, or the total number of psychotropic drugs.

In our study, actigraphy allowed us to objectively assess sleep in institutionalized
older individuals with dementia and different degrees of dementia (mild and moderate
or severe). After comparing the measurements of people without dementia to those with
some degree of dementia, actigraphy detected alterations in people with moderate and
severe dementia in the following sleep parameters: average sleep time, daily time in bed,
and average daily time out of bed. No significant differences were found between dementia
with the rest of the sleep parameters: number of awakenings, total awakening time, average
awakening time, and average time in bed when sleeping. It was found that people with
some degree of dementia spend more time in bed on average. These results are similar
to those of Lysen et al.’s group [48], in which a longer time in bed, also measured with
actigraphy, was associated with an increased risk of dementia.

The longitudinal associations of time in bed (TIB) with dementia and cognitive decline
in older adults are unclear [49]. Studies, such as Diem et al. [1] find that longer sleep
latency was related to a higher probability of developing cognitive impairment, but total
sleep time measured with actigraphy was not associated with the probability of cognitive
development. However, in our study, the average sleep time correlated with the degree of
dementia, so that people with some degree of dementia slept for more hours than people
without dementia or with mild dementia. There are recent studies that agree with our
results, and an association between the number of hours of sleep and the development
of dementia has been reported. This is true of the study by Lui et al. [50] which suggests
that the time people go to bed and the number of hours they sleep may affect their risk
of developing dementia. In this study, the risk of dementia was 69% higher in those who
slept more than 8 h (vs. 7–8 h) and two times higher in those who went to bed before 9 pm
(vs. 10 pm or later). In this study, sleep parameters were assessed via subjective methods,
such as standard questionnaires.

Cognitive impairment can worsen sleep hygiene. Sleep disorders are common in
dementia patients, and dementia medications affect sleep [5]. Nursing home residents
stay awake in bed for prolonged periods [51]. Some of the signs that are related to sleep
disorder in people with dementia may include a loss of physical function and reduced
participation in activities during daytime [52]. Similar results have been seen in our stud,
wherein people with moderate/severe dementia spend less daily time out of bed. This
constitutes inadequate sleep hygiene that needs to be addressed.

Alterations in sleep may be a fundamental substrate or major relative risk for some
neurodegenerative causes of dementia, and some of the involved conditions are treat-
able [5]. Sleep hygiene refers to several sleep habits that can be performed to enhance sleep.
These habits include increasing daytime activity and physical exercise [53,54]. Individu-
alized social activity intervention (ISAI), which includes increased social activities, such
as participation in an hour of play, has shown improvements in nighttime sleep in people
with dementia [55]. Sleep hygiene measures are first-line actions to improve sleep habits
and should be considered in future studies on sleep in people with dementia.
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5. Conclusions

Dementia exacerbates sleep/wake pattern disturbances [55], and thus, sleep assess-
ment is the cornerstone of identifying and developing any healthcare plan for these in-
dividuals. However, people with dementia are often unable to communicate their sleep
patterns, and assessment is very difficult and unreliable with interviews. In these cases,
sleep analysis with actigraphy is a very useful tool to measure sleep objectively. Our pilot
study has evaluated sleep in people institutionalized in nursing homes with different levels
of cognitive impairment. This research has the added value of having objectively assessing
sleep using two methods: actigraphy and a salivary inflammatory biomarker, IL-6, which
is associated with sleep efficiency and the number of awakenings. The main drawback
of the actigraphy assessment was the lack of cooperation of some of the patients with
dementia (as wearing a watch for seven days is not an easy task for these people). In this
context, we recommend the use of actigraphy to analyze sleep and to evaluate the effects
of interventions aimed to improve sleep quality in these individuals. Analysis of a panel
of other cytokines in saliva and probably in the blood may help to shed new light on the
pathophysiology of poor sleep quality in these individuals.
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differences in rhythmicity of salivary cortisol in healthy adults. J. Appl. Physiol. 2019, 126, 764–770. [CrossRef] [PubMed]

23. Cole, R.J.; Kripke, D.F.; Gruen, W.; Mullaney, D.J.; Gillin, J.C. Automatic sleep/wake identification from wrist activity. Sleep 1992,
15, 461–469. [CrossRef] [PubMed]

24. Tudor-Locke, C.; Barreira, T.V.; Schuna, J.M., Jr.; Mire, E.F.; Katzmarzyk, P.T. Fully automated waist-worn accelerometer algorithm
for detecting children’s sleep-period time separate from 24-h physical activity or sedentary behaviors. Appl. Physiol. Nutr. Metab.
2014, 39, 53–57. [CrossRef] [PubMed]

25. Lobo, A.; Saza, P.; Marcos, G.; Díaz, J.L.; De la Cámara, C.; Ventura, T. Revalidación y normalización del Mini-Examen Cognoscitivo
(primera versión en castellano del Mini-Mental Status Examination) en la población general geriátrica. Med. Clin. 1999,
112, 767–774.

26. Fernandez-Real, J.M.; Vayreda, M.; Richart, C.; Gutierrez, C.; Broch, M.; Vendrell, J.; Ricart, W. Circulating interleukin 6 levels,
blood pressure, and insulin sensitivity in apparently healthy men and women. J. Clin. Endocrinol. Metab. 2001, 86, 1154–1159.
[CrossRef]

27. Dal Negro, R.W.; Carone, M.; Cuttitta, G.; Gallelli, L.; Pistolesi, M.; Privitera, S.; Ceriana, P.; Pirina, P.; Balbi, B.; Vancheri, C.; et al.
Prevalence and clinical features of most frequent phenotypes in the Italian COPD population: The CLIMA Study. Multidiscip.
Respir. Med. 2021, 16, 790. [CrossRef]

28. Yelnik, C.M.; Lambert, M.; Drumez, E.; Martin, C.; Grolaux, G.; Launay, D.; Hachulla, E.; Rogeau, S.; Dubucquoi, S.;
Boulanger, E.; et al. Relevance of inflammatory and complement activation biomarkers profiling in antiphospholipid syndrome
patients outside acute thrombosis. Clin. Exp. Rheumatol. 2023. [CrossRef]

29. Zhang, Y.Y.; Wang, L.; Guo, H.; Han, T.T.; Chang, Y.H.; Cui, X.C. Levetiracetam attenuates diabetes-associated cognitive
impairment and microglia polarization by suppressing neuroinflammation. Front. Pharmacol. 2023, 14, 1145819. [CrossRef]

30. Chang, C.S.; Kuo, C.L.; Huang, C.S.; Cheng, Y.S.; Lin, S.S.; Liu, C.S. The relationship between pulse pressure with plasma PCSK9
and interleukin-6 among patients with acute ischemic stroke and dyslipidemia. Brain Res. 2022, 1795, 148080. [CrossRef]

31. Gallelli, L.; Galasso, O.; Falcone, D.; Southworth, S.; Greco, M.; Ventura, V.; Romualdi, P.; Corigliano, A.; Terracciano, R.;
Savino, R.; et al. The effects of nonsteroidal anti-inflammatory drugs on clinical outcomes, synovial fluid cytokine concentration
and signal transduction pathways in knee osteoarthritis. A randomized open label trial. Osteoarthr. Cartil. 2013, 21, 1400–1408.
[CrossRef]

32. Gupta, D.P.; Lee, Y.S.; Choe, Y.; Kim, K.T.; Song, G.J.; Hwang, S.C. Knee osteoarthritis accelerates amyloid beta deposition and
neurodegeneration in a mouse model of Alzheimer’s disease. Mol. Brain 2023, 16, 1. [CrossRef]

33. Choi, W.; Kang, H.J.; Kim, J.W.; Kim, H.K.; Kang, H.C.; Lee, J.Y.; Kim, S.W.; Stewart, R.; Kim, J.M. Interaction effect of the serum
interleukin-6 level and anxiety on the 12-week pharmacotherapeutic responses of patients with depressive disorders. J. Affect
Disord. 2022, 1, 166–171. [CrossRef]

34. Liu, X.; Huang, J.; Jiang, Y.; Cao, Z.; Wu, M.; Sun, R.; Chen, Z.; Yu, P.; Ma, J.; Chen, Y.; et al. IL-6 and IL-8 are likely associated with
psychological status in treatment naïve general population. J. Affect. Disord. 2022, 298 Pt A, 337–344. [CrossRef]

35. Vgontzas, A.N.; Papanicolaou, D.A.; Bixler, E.O.; Kales, A.; Tyson, K.; Chrousos, G.P. Elevation of plasma cytokines in disorders
of excessive daytime sleepiness: Role of sleep disturbance and obesity. J. Clin. Endocrinol. Metab. 1997, 82, 1313–1316. [CrossRef]
[PubMed]

36. LaVoy, E.C.; Palmer, C.A.; So, C.; Alfano, C.A. Bidirectional relationships between sleep and biomarkers of stress and immunity
in youth. Int. J. Psychophysiol. 2020, 158, 331–339. [CrossRef] [PubMed]

37. Zhang, L.; Zhang, R.; Shen, Y.; Qiao, S.; Hui, Z.; Chen, J. Shimian granules improve sleep, mood and performance of shift nurses
in association changes in melatonin and cytokine biomarkers: A randomized, double-blind, placebo-controlled pilot study.
Chronobiol. Int. 2020, 37, 592–605. [CrossRef] [PubMed]

https://doi.org/10.1186/s12888-020-02606-z
https://doi.org/10.1016/j.sleep.2020.10.019
https://doi.org/10.1097/01.JGP.0000192481.27931.c5
https://doi.org/10.1016/j.biopsych.2015.05.014
https://doi.org/10.1007/BF00180048
https://doi.org/10.3390/diagnostics11020278
https://doi.org/10.1097/CRD.0000000000000021
https://doi.org/10.1152/japplphysiol.00972.2018
https://www.ncbi.nlm.nih.gov/pubmed/30702977
https://doi.org/10.1093/sleep/15.5.461
https://www.ncbi.nlm.nih.gov/pubmed/1455130
https://doi.org/10.1139/apnm-2013-0173
https://www.ncbi.nlm.nih.gov/pubmed/24383507
https://doi.org/10.1210/jcem.86.3.7305
https://doi.org/10.4081/mrm.2021.790
https://doi.org/10.55563/clinexprheumatol/ric86c
https://doi.org/10.3389/fphar.2023.1145819
https://doi.org/10.1016/j.brainres.2022.148080
https://doi.org/10.1016/j.joca.2013.06.026
https://doi.org/10.1186/s13041-022-00986-9
https://doi.org/10.1016/j.jad.2022.04.048
https://doi.org/10.1016/j.jad.2021.10.042
https://doi.org/10.1210/jcem.82.5.3950
https://www.ncbi.nlm.nih.gov/pubmed/9141509
https://doi.org/10.1016/j.ijpsycho.2020.10.010
https://www.ncbi.nlm.nih.gov/pubmed/33130179
https://doi.org/10.1080/07420528.2020.1730880
https://www.ncbi.nlm.nih.gov/pubmed/32079428


Diseases 2023, 11, 93 16 of 16

38. Parkin, G.M.; Kim, S.; Mikhail, A.; Malhas, R.; McMillan, L.; Hollearn, M.; Granger, D.A.; Mapstone, M.; Yassa, M.A.; Thomas, E.A.
Associations between saliva and plasma cytokines in cognitively normal, older adults. Aging Clin. Exp. Res. 2023, 35, 117–126.
[CrossRef] [PubMed]

39. Pedersen, C.C.; Ushakova, A.; Skogseth, R.E.; Alves, G.; Tysnes, O.B.; Aarsland, D.; Lange, J.; Maple-Grødem, J. Inflamma-
tory Biomarkers in Newly Diagnosed Patients With Parkinson Disease and Related Neurodegenerative Disorders. Neurol.
Neuroimmunol. Neuroinflamm. 2023, 10, e200132. [CrossRef]

40. Xu, W.; Tan, C.C.; Zou, J.J.; Cao, X.P.; Tan, L. Sleep problems and risk of all-cause cognitive decline or dementia: An updated
systematic review and meta-analysis. J. Neurol. Neurosurg. Psychiatry 2020, 91, 236–244. [CrossRef]

41. Alakuijala, A.; Sarkanen, T.; Jokela, T.; Partinen, M. Accuracy of Actigraphy Compared to Concomitant Ambulatory Polysomnog-
raphy in Narcolepsy and Other Sleep Disorders. Front. Neurol. 2021, 12, 629709. [CrossRef] [PubMed]

42. Tinnirello, A.; Mazzoleni, S.; Santi, C. Chronic Pain in the Elderly: Mechanisms and Distinctive Features. Biomolecules 2021,
23, 1256. [CrossRef] [PubMed]

43. Abell, J.E.; Hootman, J.M.; Helmick, C.G. Prevalence and impact of arthritis among nursing home residents. Ann. Rheum. Dis.
2004, 63, 591–594. [CrossRef] [PubMed]

44. Postler, A.; Ramos, A.L.; Goronzy, J.; Günther, K.P.; Lange, T.; Schmitt, J.; Zink, A.; Hoffmann, F. Prevalence and treatment of hip
and knee osteoarthritis in people aged 60 years or older in Germany: An analysis based on health insurance claims data. Clin.
Interv. Aging 2018, 13, 2339–2349. [CrossRef] [PubMed]

45. Caroleo, M.; Carbone, E.A.; Greco, M.; Corigliano, D.M.; Arcidiacono, B.; Fazia, G.; Rania, M.; Aloi, M.; Gallelli, L.;
Segura-Garcia, C.; et al. Brain-Behavior-Immune Interaction: Serum Cytokines and Growth Factors in Patients with Eating
Disorders at Extremes of the Body Mass Index (BMI) Spectrum. Nutrients 2019, 11, 1995. [CrossRef]

46. Fábrega-Cuadros, R.; Cruz-Díaz, D.; Martínez-Amat, A.; Aibar-Almazán, A.; Redecillas-Peiró, M.T.; Hita-Contreras, F. As-
sociations of sleep and depression with obesity and sarcopenia in middle-aged and older adults. Maturitas 2020, 142, 1–7.
[CrossRef]

47. Moreno-Vecino, B.; Arija-Blázquez, A.; Pedrero-Chamizo, R.; Gómez-Cabello, A.; Alegre, L.M.; Pérez-López, F.R.;
González-Gross, M.; Casajús, J.A.; Ara, I.; EXERNET Group. Sleep disturbance, obesity, physical fitness and quality of
life in older women: EXERNET study group. Climacteric 2017, 20, 72–79. [CrossRef]

48. Lysen, T.S.; Luik, A.I.; Ikram, M.K.; Tiemeier, H.; Ikram, M.A. Actigraphy-estimated sleep and 24-hour activity rhythms and the
risk of dementia. Alzheimers Dement. 2020, 16, 1259–1267. [CrossRef]

49. Lin, Y.Y.; Lee, W.T.; Yang, H.L.; Weng, W.C.; Lee, C.C.; Jeng, S.F.; Tsai, S.Y. Screen Time Exposure and Altered Sleep in Young
Children With Epilepsy. J. Nurs. Scholarsh. 2020, 52, 352–359. [CrossRef]

50. Liu, R.; Ren, Y.; Hou, T.; Liang, X.; Dong, Y.; Wang, Y.; Cong, L.; Wang, X.; Qin, Y.; Ren, J.; et al. Associations of sleep timing
and time in bed with dementia and cognitive decline among Chinese older adults: A cohort study. J. Am. Geriatr. Soc. 2022,
70, 3138–3151. [CrossRef]

51. VanHaitsma, K.; Lawton, M.P.; Kleban, M.H.; Klapper, J.; Corn, J. Methodological aspects of the study of streams of behavior in
elders with dementing illness. Alzheimer Dis. Assoc. Disord. 1997, 11, 228–238. [PubMed]

52. Rose, K.M.; Lorenz, R. Sleep disturbances in dementia. J. Gerontol. Nurs. 2010, 36, 9–14. [CrossRef] [PubMed]
53. Neikrug, A.B.; Ancoli-Israel, S. Sleep disturbances in nursing homes. J. Nutr. Health Aging 2010, 14, 207–211. [CrossRef] [PubMed]
54. Baides Noriega, R.; Noriega Camporro, S.; Inclán Rodríguez, A.M. Nursing and no Drug for the Management of Insomnia

Treatment. Enfermería. Global. 2019, 54, 523–530. [CrossRef]
55. Richards, K.C.; Beck O’Sullivan, P.S.; Shue, V.M. Effect of individualized social activity on sleep in nursing home residents with

dementia. J. Am. Geriatr. Soc. 2005, 53, 1510–1517. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s40520-022-02292-9
https://www.ncbi.nlm.nih.gov/pubmed/36319939
https://doi.org/10.1212/NXI.0000000000200132
https://doi.org/10.1136/jnnp-2019-321896
https://doi.org/10.3389/fneur.2021.629709
https://www.ncbi.nlm.nih.gov/pubmed/33746882
https://doi.org/10.3390/biom11081256
https://www.ncbi.nlm.nih.gov/pubmed/34439922
https://doi.org/10.1136/ard.2003.015479
https://www.ncbi.nlm.nih.gov/pubmed/15082494
https://doi.org/10.2147/CIA.S174741
https://www.ncbi.nlm.nih.gov/pubmed/30532524
https://doi.org/10.3390/nu11091995
https://doi.org/10.1016/j.maturitas.2020.06.019
https://doi.org/10.1080/13697137.2016.1264934
https://doi.org/10.1002/alz.12122
https://doi.org/10.1111/jnu.12558
https://doi.org/10.1111/jgs.18042
https://www.ncbi.nlm.nih.gov/pubmed/9437440
https://doi.org/10.3928/00989134-20100330-05
https://www.ncbi.nlm.nih.gov/pubmed/20438013
https://doi.org/10.1007/s12603-010-0051-8
https://www.ncbi.nlm.nih.gov/pubmed/20191255
https://doi.org/10.6018/eglobal.18.2.322311
https://doi.org/10.1111/j.1532-5415.2005.53460.x

	Introduction 
	Materials and Methods 
	Study Design and Population 
	Data Collection 
	Objective Sleep Assessment with Actigraphy 
	Cognitive Assessment 
	Polypharmacy 
	Measurement of Salivary IL-6 
	Statistical Analysis 

	Results 
	Sociodemographic Data and Polypharmacy 
	Relationship between Sleep Parameters and Age and Gender 
	Relationship between Sleep and Polypharmacy 
	Relationship between IL-6 in Saliva with Sleep Assessment 
	Relationship between the Concentration of IL6 in Saliva with Age, Gender, and Comorbidities 
	Relationship between the Concentration of IL6 in Saliva and Cognitive Function 
	Actigraphy Sleep Parameters in Individuals with or without Dementia 
	Dementia and Polypharmacy 

	Discussion 
	Conclusions 
	References

