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INTRODUCTION

Sleep is a core pillar of human health, alongside nutrition and physical activity. Despite 
its role in physiologic, cognitive, emotional, and cardiometabolic regulation, it remains 
underrecognized in clinical practice. 1 While sleep disturbances are linked to chronic 
diseases, this knowledge is still insufficiently integrated into primary and preventive 
care. 1

General practitioners (GPs), who often first encounter and longitudinally follow pa-

tients, are well positioned to identify sleep disorders. 2 Yet, these conditions are
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KEY POINTS

• Sleep disorders are highly prevalent and underrecognized in primary care but can be

effectively screened and managed using structured tools.

• A multidisciplinary approach is essential for accurate diagnosis and long-term manage-

ment of sleep disturbances, especially in complex or comorbid cases.

• Behavioral interventions such as cognitive behavioral therapy-I and sleep hygiene educa-

tion are first-line treatments of insomnia and circadian disturbances and should be inte-

grated early.

• Primary care providers play a critical role in identifying, initiating management, and coor-

dinating care for common sleep disorders.

• Pediatric sleep issues require age-specific considerations and collaboration with families

to implement effective behavioral strategies.
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frequently overlooked, misattributed to lifestyle, or treated superficially, often due to 
time constraints, limited training in sleep medicine, and the nonspecific nature of sleep 
complaints. 2

Epidemiologic data show high prevalence and clinical complexity. Insomnia symp-

toms affect up to 43% of adults, with chronic insomnia present in around 14%. 3 

Obstructive sleep apnea (OSA) affects an estimated 9% to 38% of adults, with nearly 
a billion affected globally. 4 It is more common in males and increases with age, 
affecting up to 80% of those over 65. 5 Restless legs syndrome (RLS) impacts 2.5% 
to 15% of adults, with daily symptoms in 2% to 3%, particularly in older women. 6 Pe-

riodic limb movement disorder (PLMD) affects ∼4% of adults, 6 and circadian rhythm 
sleep–wake disorders (CRSWD) affect ∼3% of adults, with up to 10% prevalence 
among those with sleep complaints. 7

Sleep disorders often coexist. Insomnia and OSA, in particular, show high overlap: 
30% to 50% of OSA patients have significant insomnia symptoms, and 30% to 40% of 
insomnia patients meet OSA criteria on sleep studies. 8 These associations surpass 
chance, reflecting shared risks, overlapping pathophysiology, and bidirectional ef-

fects. In high-risk groups, greater than 50% of insomnia patients screen positive for 
OSA, and OSA patients show increased insomnia risk. 8,9

This overlapping condition, comorbid insomnia and sleep apnea (COMISA), repre-

sents a distinct clinical entity. It is linked to worse sleep quality, more daytime dysfunc-

tion, and greater health burden than either condition alone. Evidence suggests 
additive or synergistic effects on cardiometabolic risk. 10,11

This article offers a concise, practice-focused overview of sleep medicine for gen-

eral medical professionals.

CORE PHYSIOLOGY OF SLEEP

Sleep is a dynamic and highly regulated biological process rather than a passive state of 
rest. It is essential for synaptic plasticity, immune function, metabolic regulation, 
emotional processing, and cardiovascular stability. 12 Two primary mechanisms govern 
sleep regulation as represented in Fig. 1: the homeostatic sleep drive (Process S) and 
the circadian timing system (Process C).

Abbreviations

CBT-I cognitive behavioral therapy for insomnia 

COMISA comorbid insomnia and sleep apnea 

CPAP continuous positive airway pressure 

CRSWD circadian rhythm sleep–wake disorders 

ESS Epworth Sleepiness Scale

GP general practitioner

HSAT home sleep apnea testing

ISI Insomnia Severity Index

NREM nonrapid eye movement

ODI oxygen desaturation index

OSA obstructive sleep apnea

PLMD periodic limb movement disorder 

PSG polysomnography

REM rapid eye movement

RLS restless legs syndrome

RLS restless legs syndrome

SCN suprachiasmatic nucleus

SWS slow-wave sleep
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Process S reflects the accumulation of sleep pressure during wakefulness, primarily 
mediated by adenosine and other sleep promoting endogenous substances. This 
pressure dissipates during sleep, particularly during slow-wave sleep. Process C is 
controlled by the circadian clock, with the suprachiasmatic nucleus (SCN) acting as 
the master pacemaker while receiving inputs from multiple peripheral clocks. The 
SCN synchronizes physiologic rhythms to the external light–dark cycle via retinal 
input, coordinating hormone secretion, body temperature, appetite, alertness, and 
sleep propensity. 13

Sleep architecture is organized into cycles of non–rapid eye movement (NREM) 
sleep and rapid eye movement (REM) sleep, each cycle lasting approximately 90 to 
110 minutes. NREM sleep is divided into 3 stages: N1 (light sleep), N2 (intermediate 
sleep), and N3 (also known as slow-wave sleep [SWS]) (Fig. 2.). SWS is particularly 
important for physical restoration, immune modulation, and memory consolidation. 
REM sleep is characterized by vivid dreaming, muscle atonia (except the diaphragm),

Fig. 1. The 2-process model of sleep regulation (Borbé ly Model). Sleep regulation is gov-

erned by 2 primary processes: Process S (homeostatic), which reflects sleep pressure that 
builds during wakefulness and dissipates during sleep, and Process C (circadian), which reg-

ulates the timing of sleep and wakefulness based on the body’s internal biological clock. The 

interaction between these two processes determines optimal sleep–wake patterns. The ho-

meostatic curve (Process S) decreases during deep sleep, while the circadian rhythm (Process 

C) modulates sleep propensity over the 24-hour cycle.

Fig. 2. Hypnographic representation of the cyclical structure of sleep throughout the night. 

Normal nighttime sleep is divided into non-REM (N1, N2, N3) and REM sleep. Each cycle lasts 

roughly 90 minutes, in adults, repeating approximately 4 to 6 times. Deep sleep (N3) pre-

dominates early in the night, while REM sleep increases toward morning. Understanding 
this architecture helps identify patterns relevant to major sleep disorders.
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and heightened brain activity similar to wakefulness, and it plays a critical role in 
emotional regulation and learning. 14

Across the lifespan, sleep patterns change substantially. Infants spend a greater 
proportion of sleep in active sleep, adolescents experience a physiologic delay in 
circadian phase, and older adults often have lighter, more fragmented sleep with 
reduced slow-wave sleep. 15 While some of these changes are physiologic, they 
may also unmask or exacerbate pathologic sleep conditions.

Sleep also profoundly affects autonomic nervous system regulation. Parasympa-

thetic activity predominates during NREM sleep, particularly SWS, resulting in lower 
heart rate and blood pressure. In contrast, REM sleep is associated with bursts of 
sympathetic activity. Disruption of these patterns, as seen in sleep-disordered breath-

ing or chronic insomnia, contributes to cardiovascular instability and increased dis-

ease risk. 16

CLINICAL RECOGNITION

Sleep disorders rarely present as isolated complaints. Instead, patients often report 
nonspecific symptoms such as fatigue, low energy, impaired concentration, mood distur-

bances, headaches, or poor work performance. These symptoms are frequently attrib-

uted to stress, aging, or psychiatric conditions without a systematic evaluation of sleep. 17 

A brief and focused sleep history can uncover clinically significant information. Key 
screening questions include whether the patient feels refreshed upon waking (sleep 
satisfaction), 18,19 has trouble falling or staying asleep, snores loudly or has witnessed 
apneas (as per bed partner), or feels excessively sleepy during the day. Additional 
questions regarding sleep timing, variability across weekdays and weekends, 
nocturnal awakenings, and daytime consequences are invaluable. 17,19

Validated questionnaires support such initial clinical assessment. The Insomnia 
Severity Index (ISI) quantifies insomnia symptoms and related distress. 20 The Epworth 
Sleepiness Scale (ESS) assesses subjective daytime sleepiness. 21 The STOP-BANG 
questionnaire provides a practical estimate of OSA risk 22 and is particularly useful in 
primary care.

Certain features should prompt heightened clinical vigilance or referral. These include 
witnessed apneas with choking or gasping, excessive daytime sleepiness that compro-

mises driving or occupational safety, parasomnias involving violent behavior, and 
symptoms suggestive of narcolepsy, such as cataplexy or sleep paralysis.

Integrating sleep questions into routine clinical encounters, particularly in patients 
with cardiovascular disease, metabolic disorders, chronic pain, or psychiatric dis-

eases, can substantially improve diagnostic yield and patient outcomes.

MOST RELEVANT SLEEP DISORDERS IN PRIMARY CARE 
Insomnia

Chronic Insomnia is defined as persistent difficulty initiating or maintaining sleep, or 
early morning awakenings, occurring at least 3 times per week for at least 3 months 
and associated with daytime functional impairments. 3 It is the most prevalent sleep 
disorder encountered in primary care.

Chronic insomnia frequently coexists with anxiety, depression, chronic pain, and 
cardiometabolic disease. It may also coexist with other sleep disorders, particularly 
OSA. Chronic insomnia is increasingly recognized as an independent risk factor for hy-

pertension, depression, and impaired quality of life. 3

First-line treatment is cognitive behavioral therapy for insomnia (CBT-I), which includes 
stimulus control, sleep restriction, cognitive restructuring, relaxation techniques, and
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sleep hygiene education. 23 Pharmacologic treatments should be reserved for short-term 
use or specific clinical scenarios and should be avoided at all cost as long-term 
solutions. 3

Obstructive Sleep Apnea

OSA is characterized by recurrent upper airway collapse during sleep, resulting in 
intermittent hypoxia, sleep fragmentation, and sympathetic activation. Common 
symptoms include loud snoring, witnessed apneas, gasping or choking during sleep, 
nocturia, unrefreshing sleep, and excessive daytime sleepiness. 5

OSA is strongly associated with obesity, male sex (menopausal females are as 
affected as males), craniofacial anatomy, and advancing age. It is a significant risk fac-

tor for systemic hypertension, atrial fibrillation ischemic heart disease, stroke, heart 
failure, dyslipidemia, diabetes, depression, cognitive impairments, and erectile 
dysfunction in males. 5,24 Screening with STOP-BANG and ESS can guide referral 
for sleep testing either with PSG or home sleep apnea testing (HST). 21,22 More 
recently, use of GLP-1 receptor agonists has emerged as an approved treatment op-

tion in selected cases. 24 Beyond their role in glycemic control, these agents promote 
clinically meaningful weight loss, which may translate into reductions in upper airway 
collapsibility, systemic inflammation, and cardiometabolic burden. In patients with 
obesity-related OSA, weight reduction induced by GLP-1–based therapies can lead 
to improvements in apnea–hypopnea index, daytime symptoms, and overall meta-

bolic profile. Their use should be considered within a comprehensive management 
strategy that includes dietary counseling, physical activity, and behavioral interven-

tions, and requires careful monitoring for tolerability and long-term adherence.

Management, in adults, includes continuous positive airway pressure (CPAP), 
mandibular advancement devices for selected patients, upper airway stimulation de-

vices, and other surgical options in addition to positional therapy, weight reduction, 
and behavioral measures. 25

Comorbid Insomnia and Sleep Apnea

COMISA refers to the coexistence of insomnia and OSA, affecting up to 40% to 50% 
of patients with either condition. Patients with COMISA experience greater symptom 
burden, worse sleep quality, higher rates of anxiety and depression, and poorer adher-

ence to CPAP therapy. 8–11

Recognition of COMISA is crucial, as treating only one component often leads to 
suboptimal outcomes. Integrated management combining CBT-I with OSA therapy 
improves adherence, sleep quality, and overall functioning. 8

Restless Legs Syndrome and Periodic Limb Movement Disorder

Restless legs syndrome (RLS) is characterized by an imperious urge to move the legs, 
often accompanied by unpleasant sensations that worsen at rest and in the evening 
and are temporarily relieved by movement. It may be primary or secondary to iron defi-

ciency, pregnancy, renal disease, or medication use. 6

Evaluation should include assessment of ferritin levels, with supplementation rec-

ommended when ferritin is less than 75 ng/mL. 5 Pharmacologic options include 
alpha-2-delta ligands and low-dose opiates. 6

Circadian Rhythm Sleep-Wake Disorders

CRSWDs result from misalignment between endogenous circadian timing and 
external demands. Common forms include delayed sleep–wake phase disorder, shift 
work disorder, and travel jet lag disorder in addition to social jetlag lifestyle.
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Management focuses on behavioral interventions, light therapy, and appropriately 
timed low-dose melatonin. 26

Narcolepsy and Central Hypersomnias

Narcolepsy is characterized by excessive daytime sleepiness, often accompanied by 
cataplexy, hallucinations, sleep paralysis, and disrupted nocturnal sleep. Diagnosis 
requires polysomnography preceded by 2 weeks of sleep diaries and followed by a 
multiple sleep latency test. Treatment includes wake-promoting agents and, when 
indicated, sodium oxybate. 27 Idiopathic hypersomnia differs from narcolepsy and is 
characterized by excessive sleep duration and sleep propensity with none of the other 
lacking REM-related features of narcolepsy. 27,28

Table 1 summarizes the diagnostic criteria and relevant screening notes on the 
most common sleep disorders encountered in primary care, including insomnia, 
OSA, RLS, narcolepsy, and circadian rhythm sleep–wake disorders.

Sleep and Comorbidities

Sleep disorders have far-reaching implications for physical and mental health. Short 
sleep duration, sleep fragmentation, and circadian misalignment are associated with 
increased risk of hypertension, coronary artery disease, arrhythmias, stroke, diabetes, 
obesity, depression, and anxiety. 29,30–33 These often worsen the clinical scenario of 
OSA patients. 34,35

OSA contributes to sustained systemic low-grade sympathetic activation, oxidative 
stress, endothelial dysfunction, and inflammation. Insomnia, particularly when associ-

ated with objectively short sleep duration, independently increases cardiometabolic 
risk. 36 COMISA represents a particularly high-risk phenotype, combining the adverse 
effects of both disorders. 8

Sleep also plays a critical role in pain modulation. Poor sleep increases pain sensi-

tivity, while chronic pain disrupts sleep continuity, creating a self-perpetuating cycle. 37 

In mental health, insomnia is both a symptom and a risk factor for mood disorders with 
REM sleep instability has been pointed out as a critical factor for emotional dysregula-

tion. 38 Treating insomnia both prevents and improves psychiatric outcomes. 39

Table 1

Diagnostic criteria and screening notes for key sleep disorders

Disorder Diagnostic Criteria

Notes for General 

Practitioners

Chronic insomnia Difficulty initiating/maintaining sleep

≥3 nights/week for ≥3 mo with 

daytime impairment

Use ISI ≥15 to indicate 

moderate-severe cases

OSA AHI ≥5 events/hour with symptoms or 

AHI ≥15 regardless of symptoms

Screen using STOP-BANG ≥3

RLS Urge to move legs worse at rest, in 

evening, relieved by movement

Check ferritin <75 μg/L

CRSWD Mismatch between desired and actual 

sleep timing

Diagnose with sleep 

logs/actigraphy

Narcolepsy EDS + cataplexy or MSLT with mean 

sleep latency ≤8 min and ≥2 

SOREMPs

Refer for PSG + MSLT

Abbreviations: AHI, Apnea Hypopnea Index; EDS, Excessive Daytime Sleepiness; MSLT, Multiple 
Sleep Latency Test; SOREMP, Sleep Onset REM Period.
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Emerging evidence links sleep disruption to neurodegenerative processes, high-

lighting the importance of sleep in cognitive aging and dementia prevention. 40

Diagnostic Approach in Primary Care

Primary care clinicians can effectively screen for sleep disorders using brief, validated 
questionnaires, sleep diaries, wearable devices, and targeted laboratory tests, many 
of which are simple, low-cost, and feasible within the general practice setting.

Screening Questionnaires and Rating Scales

Several standardized instruments support triage and initial assessment: ISI (moderate– 
severe insomnia ≥15) 20 ; ESS(>10 suggests excessive daytime sleepiness, raising sus-

picion for OSA, narcolepsy, or insufficient sleep) 21 ; STOP-BANG (OSA risk ≥3) 22 ; PSQI 
(>5 indicates poor sleep quality and higher risk of comorbid psychiatric/metabolic 
burden) 41 ; Berlin Questionnaire (OSA risk stratification based on snoring, sleepiness, 
and comorbidities) 42 ; IRLSSG criteria (RLS diagnostic checklist) 43 ; and chronotype 
tools such as MEQ 44 or MCTQ 45 to assess circadian misalignment and guide chrono-

therapeutic interventions.

Sleep Diaries

Sleep diaries provide a subjective yet valuable longitudinal view of sleep patterns, 
especially in patients with insomnia, circadian rhythm disorders, or behavioral sleep 
issues. They capture data on sleep latency, duration, nighttime awakenings, and vari-

ability, typically over 1 to 2 weeks. 46

Actigraphy and Wearable Technologies

Actigraphy, using wrist-worn devices, offers objective estimates of rest–activity cycles 
and sleep–wake patterns over extended periods (7–14 days). It is invaluable in diag-

nosing delayed sleep phase syndrome, fragmented sleep, or paradoxic insomnia, 
especially when polysomnography (PSG) is not readily available. 47

With technological advances, a growing number of consumer-grade and medical-

grade wearables, including smartwatches, rings, and wristbands, have demonstrated 
moderate-to-high agreement with actigraphy and polysomnography for estimating 
sleep duration, timing, and, in some cases, oxygen saturation, and heart rate variability. 48

Some validated wearables are now capable of:

• Continuous oximetry (SpO 2 trends, desaturation events)

• Heart rate variability and electrocardiogram (ECG)

• Approximate sleep staging

• Detection of respiratory events (via surrogates like pulse oximetry or motion 
sensors)

These tools may support early screening for OSA, identify autonomic instability or 
confirm circadian misalignment, particularly when used in conjunction with sleep 
diaries or questionnaires. While they do not replace formal diagnostic testing, their 
convenience and accessibility make them valuable adjuncts in primary care and tele-

medicine contexts. 49,50

Overnight Pulse Oximetry

Nocturnal oximetry is a low-cost and widely available tool that can be used in patients 
with suspected moderate-to-severe OSA, especially when access to formal polysom-

nography is limited. 50,51 Clinically significant oxygen desaturation (eg, ≥3% drops, ox-

ygen desaturation index (ODI) ≥5 events/hour recording) or patterns of intermittent
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hypoxia and pulse variability can indicate a high likelihood of sleep-disordered breath-

ing and support referral for definitive testing. 49,51

Interpretation of oximetry should consider:

• ODI

• Cumulative hypoxic burden

• Correlation with reported symptoms

• Comorbidities (eg, chronic obstructive pulmonary disease [COPD], heart failure) 
that may confound readings

In selected populations (eg, patients with chronic pain, hypertension, or insomnia 
with daytime fatigue), oximetry or wearable screening may prompt earlier recognition 
of hidden OSA or COMISA phenotypes, reducing delays in appropriate referral.

Indications for Referral and Advanced Testing

Referral for PSG or HSAT should be considered in patients with:

• High STOP-BANG or Berlin score

• Loud snoring witnessed apneas or choking episodes

• Abnormal oximetry or wearable data suggestive of OSA

• Suspected parasomnias or nocturnal seizures

• Symptoms suggestive of narcolepsy or idiopathic hypersomnia

• Treatment-resistant insomnia

• Children with atypical behaviors during sleep or significant daytime 
consequences

Laboratory Evaluation

Routine bloodwork may be appropriate in selected cases 40 :

• Serum ferritin: Recommended in suspected RLS, especially if less than 75 μg/L 52

• Thyroid-stimulating hormone (TSH) and free thyroxine (T4): To rule out hypothy-

roidism in fatigue or hypersomnia

• Glicated hemoglobin (HbA1c), fasting glucose, and lipid panel: For metabolic risk 
assessment in suspected OSA, particularly if patient is overweight or obese

• Cortisol, iron panels, vitamin D: As needed based on comorbidities and systemic 
symptoms

First-Line Management

Many sleep disorders can be identified and managed in primary care using a stepped-

care approach, beginning with sleep hygiene, behavioral strategies, and lifestyle changes, 
and escalating to pharmacologic or device-based interventions when needed. 53

Sleep Hygiene is a low-cost, foundational tool that supports CBT-I. 54 Core 
elements:

• Regular sleep–wake times

• Limiting caffeine, alcohol, nicotine after midafternoon

• Avoiding screens/heavy meals before bed

• Relaxing bedtime routine

• Using the bedroom only for sleep/intimacy

• Enhancing daytime light exposure and reducing evening artificial light

Chronobiologic guidance (eg, morning light, avoiding late-night light) helps adoles-

cents and shift workers realign circadian rhythms.

CBT-I is first-line for chronic insomnia and adaptable to primary care. 55
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Key techniques include

• Stimulus control (bed only when sleepy, leave bed if awake)

• Sleep restriction (limit time in bed to actual sleep)

• Cognitive restructuring (eg, challenge sleep myths)

• Relaxation (breathing, mindfulness, among others)

Brief formats (2–4 sessions or apps) are effective, especially in COMISA, where 
insomnia treatment enhances CPAP adherence. 43,44 Digital CBT-I tools are valu-

able adjuncts to GP care.

CIRCADIAN RHYTHM DISORDERS: BEHAVIORAL AND LIGHT-BASED APPROACHES 
Circadian Misalignment (eg, Delayed Sleep-Wake Phase Disorder [DSWPD])

Circadian misalignment can be managed with morning light exposure, evening mela-

tonin (0.3–2 mg, 3–5 h before desired sleep), regular wake times, and reduced evening 
screen use or blue-light filters. 56 These are effective in adolescents, shift workers, and 
those with social jet lag.

Obstructive Sleep Apnea and Comorbid Insomnia and Sleep Apnea: Early Lifestyle 
Strategies

Before diagnosis or device use, OSA and COMISA management may begin with 
weight control and positional therapy. 8 Patients with body mass index (BMI)

≥25 kg/m 2 should receive guidance on caloric restriction, Mediterranean-style diets, 
referrals to dietitians, and use of digital tracking tools. A 5% to 10% weight loss can 
significantly lower AHI or ODI and improve symptoms. This is critical in COMISA 
due to overlapping metabolic risks.

Phisical activity improves both sleep and cardiometabolic health 48,57 with morning 
walks favoring circadian alignment and mood regulation.

Restless Legs Syndrome and Periodic limb movement disorder

Initial RLS management includes 52 :

• Iron supplementation if ferritin less than 75 μg/L

• Avoidance of medications that worsen symptoms (antihistamines, some antide-

pressants, dopamine antagonists)

• Encouraging regular moderate exercise, particularly in the morning or early 
afternoon

• Referral for pharmacologic treatment (eg, alpha-2-delta ligands) in moderate to 
severe cases 52

The Role of Wearables and Patient Feedback

Patients are increasingly using wearables to monitor sleep, physiologic variables (eg, 
SpO2, heart rate) and physical activity. Clinicians can leverage these tools to

• Track bedtime consistency

• Monitor response to treatment

• Monitor changes after lifestyle interventions

• Increase patient engagement and self-efficacy

Validation and Expectation Management

Recognizing and validating a patient’s sleep concerns build trust and enhances ther-

apeutic alliance. Patients with insomnia or COMISA often feel dismissed or misunder-

stood, especially when diagnostic tests are unremarkable.
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Clinicians should:

• Normalize some degree of sleep variability

• Emphasize function over perfection (eg, improved energy, mood, or alertness 
rather than total sleep duration)

• Set achievable goals collaboratively

• Reinforce progress using tools such as the ISI, PSQI, or patient-reported 
outcome diaries

Referral Pathways and Interdisciplinary Collaboration

Referral to sleep specialists is essential in complex or refractory cases, such as hypo-

ventilation, opioid-related sleep-disordered breathing, suspected narcolepsy, inju-

rious parasomnias, severe insomnia, or COMISA, to ensure accurate diagnosis and 
individualized treatment. 58

Interdisciplinary collaboration improves outcomes in both adults and children. Sleep 
physicians (neurologists, pulmonologists, and internists) lead diagnostics and manage 
complex cases. Clinical psychologists or behavioral sleep medicine specialists pro-

vide CBT-I and treat circadian and anxiety-related sleep issues.

Dentists trained in sleep medicine manage mild-to-moderate OSA with oral appli-

ances and assess bruxism, orofacial pain, and TMD. 59–63 In pediatrics, functional or-

thopedic and myofunctional strategies may be used. 60,61 ENT specialists evaluate/ 
surgically manage upper airway obstruction, especially in pediatric OSA. 64 Physio-

therapists and exercise professionals support weight loss and physical conditioning. 65 

Speech therapists assist in orofacial and upper airway rehabilitation in OSA, hypo-

tonia, or dysphagia, and deliver myofunctional therapy when indicated. 53 Sleep tech-

nologists conduct and interpret sleep studies. Nurses and sleep educators reinforce 
therapy adherence. Pharmacists optimize pharmacologic regimens, ensuring safety 
and tapering when needed.

General practitioners initiate screening and treatment, manage comorbidities, refer 
as needed, and provide long-term care, ensuring continuity and integration across the 
patient’s lifespan.

Special Considerations Across the Lifespan

Sleep disorders vary by age and are often underrecognized in children due to overlap 
with behavioral or developmental issues. Symptoms like irritability, inattention, or hy-

peractivity may reflect poor sleep rather than psychiatric conditions. 66

Sleep needs decrease with age: newborns (14–17h), toddlers (11–14h), school-aged 
children (9–11h), adolescents (8–10h). Yet many fail to meet these targets due to poor hy-

giene, screens, irregular schedules, academic demands, and circadian misalignment. 66 

Pediatric sleep disorders include behavioral insomnia (sleep-onset association or 
limit-setting types), OSA, periodic limb movements, delayed sleep–wake phase disor-

der, and parasomnias like night terrors or sleepwalking. In adolescents, circadian 
delay and sleep deprivation are linked to mood issues and body image concerns.

Insomnia, RLS, and OSA are more frequent during pregnancy, 67 while older adults are 
vulnerable to sleep disruption and medication effects. Shift workers face chronic circa-

dian misalignment with health risks and worsened sleep disorder outcomes. 8,34,68–70 

Tailoring assessment and management to life stage is essential.

FUTURE DIRECTIONS AND TAKE-HOME MESSAGES

Sleep medicine is rapidly evolving. Advances in wearable and nonwearable technology, 
remote monitoring, artificial intelligence-derived applications, and digital therapeutics
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are expanding access to diagnosis and behavioral interventions. Phenotyping tools 
may help tailor treatment in complex cases such as COMISA.

In summary, recognizing and addressing sleep disorders should not be viewed as 
an additional burden in general practice, but rather as an essential step toward holis-

tic, preventive care. As our understanding of sleep deepens, so too must our commit-

ment to translating that knowledge into practice, starting with the clinician who knows 
the patient best.

CLINICS CARE POINTS

• Sleep is a critical determinant of health yet remains underaddressed in general practice. 

General practitioners can play a transformative role by routinely assessing and managing 

sleep complaints.

• A brief sleep history, periodically supplemented with tools such as the Insomnia Severity 

Index, Epworth Sleepiness Scale, and STOP-BANG (eg, every 6–12 months), can effectively 

screen for common sleep disorders.

• Insomnia and obstructive sleep apnea are the most prevalent sleep problems, often 

coexisting (comorbid insomnia and sleep apnea), and require distinct yet integrated 

management strategies.

• Nonpharmacologic treatments such as cognitive behavioral therapy for insomnia, sleep 

hygiene guidance, and light therapy are effective and can be initiated in primary care.

• Referral to sleep specialists is essential in complex, high-risk, or treatment-resistant cases, and 

should be guided by clear clinical criteria.
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