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Sleep disorders are common in the United 
States, with the Institute of Medicine estimating 
that 50 million to 70 million adults report chron-
ically disturbed sleep.1 Current recommenda-
tions for adult sleep duration range from seven 
to nine hours;​ however, nearly 40% of Americans 
sleep six hours or less per night.2 Sleep distur-
bances have been associated with motor vehicle 
collisions, hypertension, decreased quality of life, 
and increased all-cause mortality, which may be 
linked to increased arousal burden (unconscious 
wakefulness) with daytime sequelae.3,4 Sleep dis-
orders have been connected to increased health 
care use and cost more than $94 billion per 
year.5 Family medicine physicians must regularly 

inquire about healthy sleep and should be able to 
diagnose and treat sleep disorders in the primary 
care setting.6

Sleep disorders are classified formally into 
seven categories by the International Classifica-
tion of Sleep Disorders, 3rd ed.7 Sleep disorders 
manifest as problems associated with falling 
asleep, disturbances occurring during sleep, and 
excessive daytime sleepiness.7 The most common 
sleep conditions encountered by family physi-
cians are discussed in this article. Insomnia, 
delayed sleep-wake phase disorder, and restless 
legs syndrome (RLS) are common examples of 
problems that occur while falling asleep. RLS 
also can interfere with sleep late into the night. 
Other problems during sleep include parasom-
nias, such as rapid eye movement (REM) sleep 
behavior disorder. Parasomnias are disruptive 
sleep-related disorders that include sleepwalk-
ing, nightmares, sleep-related eating disorder, 
and sleep paralysis. Sleep disorders causing 
excessive daytime sleepiness include obstructive 
sleep apnea (OSA) and narcolepsy. Table 1 sum-
marizes common sleep disorders.
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Diagnosis
Many sleep disorders can be diagnosed by history alone;​ 
however, overnight polysomnography (PSG) may help diag-
nose certain sleep disorders such as OSA.6 PSG monitors 
brain wave activity, eye movements, muscle activity, heart 
rate and rhythm, and respiration. Brain wave activity is used 

to assess sleep stages, sleep latency, and 
arousals. Eye movements are moni-
tored to assess REM sleep, and muscle 
activity is monitored to assess for para-
somnias and RLS. Vital signs are mon-
itored to assess for apneas that would 
indicate a diagnosis of OSA. PSG is 
commonly performed in a sleep labo-
ratory, but home sleep apnea tests are 
sometimes used for the diagnosis of 
sleep apnea in patients with less severe 
sleep problems.8 Table 2 lists the most 
common indications for PSG.6

Problems Falling Asleep
INSOMNIA

Insomnia is the most common sleep 
disorder, with approximately 33% of 
the adult population experiencing 
symptoms and 6% to 10% meeting 

diagnostic criteria for insomnia disorder.9 Chronic insom-
nia is classified as the report of difficulty initiating sleep 
(less than 30 minutes for people without insomnia [i.e., sleep 
latency]), maintaining sleep, or waking up too early with 
daytime consequences that occur at least three times per 
week for at least three months.7 Daytime consequences can 

TABLE 1

Summary of Common Sleep Disorders

Disorder Symptoms and signs Most effective treatment

Problems falling asleep

Delayed sleep-wake 
phase disorder

Delayed sleep onset and late wake-up time Melatonin before bed and bright light therapy at 
awakening for adolescents

Insomnia Difficulty initiating or maintaining sleep, daytime 
sleepiness with inability to nap, daytime impairment

Cognitive behavior therapy for insomnia, benzodi-
azepine receptor agonists

Behavior and movement disturbances during sleep

Rapid eye movement 
sleep behavior disorder

Motor activity during sleep, acting out of dreams, 
polysomnography showing increased muscle tone

Behavior modification, clonazepam (Klonopin), 
melatonin

Restless legs syndrome Uncomfortable sensation in both legs, symptoms 
are worse in the evening, improve with movement 
such as walking or stretching

Nonpharmacologic treatments, alpha-2-delta 
ligands, dopamine agonists

Excessive daytime sleepiness

Narcolepsy Excessive daytime sleepiness, cataplexy, hallucina-
tions when falling asleep or awakening

Modafinil (Provigil), armodafinil (Nuvigil), stimu-
lants, gamma hydroxybutyric acid (sodium oxybate 
[Xyrem]), pitolisant (Wakix), selective serotonin 
reuptake inhibitors (venlafaxine, fluoxetine [Prozac], 
clomipramine [Anafranil])

Obstructive sleep 
apnea

Snoring, witnessed apneas, gasping or choking, 
excessive daytime sleepiness

Positive airway pressure therapy

BEST PRACTICES IN SLEEP MEDICINE

Recommendations From the Choosing Wisely Campaign

Recommendation Sponsoring organization

Avoid polysomnography in patients with chronic insomnia 
unless symptoms suggest a comorbid sleep disorder.

American Academy of 
Sleep Medicine

Do not use polysomnography to diagnose restless legs 
syndrome, except rarely when the clinical history is 
ambiguous and documentation of periodic leg move-
ments is necessary.

American Academy of 
Sleep Medicine

Avoid use of hypnotics as primary therapy for chronic 
insomnia in adults;​ instead offer cognitive behavior 
therapy, and reserve medication for adjunctive treatment 
when necessary.

American Academy of 
Sleep Medicine

Source:​ For more information on the Choosing Wisely Campaign, see https://​www.choosing​
wisely.org. For supporting citations and to search Choosing Wisely recommendations relevant 
to primary care, see https://​www.aafp.org/afp/recommendations/search.htm.
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involve symptoms of fatigue;​ difficulty with memory and 
concentration;​ and disturbances in mood or irritability.9

Diagnosis is often determined by the patient’s history and 
should include an evaluation for medical or psychiatric con-
ditions that could be contributing. Approximately 40% to 
50% of individuals presenting with insomnia have a comor-
bid mental illness.10 If the diagnosis is not clear from the 
history, other tools such as a sleep diary or actigraphy may 
be helpful.11 Actigraphy is a procedure where the patient 
continuously wears a relatively unobtrusive device on the 
wrist or ankle for days to weeks. The device measures the 
occurrence and degree of limb movements over time to pro-
vide information on sleep phases, sleep duration, daily pat-
terns, and efficiency of sleep.11 PSG is not recommended for 
the diagnosis of chronic insomnia except to evaluate con-
current sleep disorders or look for other causes of the sleep 
disturbance when treatment has been ineffective.10

Treatments for insomnia include cognitive behavior ther-
apy (CBT) for insomnia and hypnotic medications. Table 3 
provides a summary of the treatment.1,10,12-14 CBT for insom-
nia is recommended as first-line therapy in adults with 
chronic insomnia.10,12,13,15 CBT for insomnia is preferred to 
hypnotic medications because it has better long-term effec-
tiveness, more improvement in daytime symptoms, and 
fewer adverse effects.10,13 CBT for insomnia can be delivered 
in weekly sessions for six to eight weeks.16 A primary care 
physician can effectively provide CBT for insomnia or focus 
on individual components (although less effective) to treat 
chronic insomnia.10,14,17 Web-based CBT for insomnia is 

equally effective as in-person or group therapy and requires 
fewer resources.10,15,18 Sleep hygiene education alone pro-
vides minimal improvements in patients and is significantly 
less effective as monotherapy than as part of another ther-
apy (e.g., CBT for insomnia).19

A shared decision-making approach should be used to 
decide if pharmacologic therapy should be initiated when 
CBT for insomnia is ineffective or when there is incom-
plete symptom resolution.12,15 Medications approved by the 
U.S. Food and Drug Administration for the treatment of 
insomnia are summarized in Table 4.6,20 Medication choice 
should include the patient’s predominant sleep problem 
and the risk of potential adverse effects.12,15,21 Although 
antihistamines such as diphenhydramine (Benadryl) are 
used, the American Academy of Sleep Medicine does not 

TABLE 2

Common Indications for Polysomnography

Diagnosis of a sleep disorder

Narcolepsy

Parasomnias

Periodic limb movement disorder

Rapid eye movement sleep behavior disorder

Sleep-related breathing disorders (e.g., obstructive, 
central sleep apnea)

Sleep-related seizure disorders

Evaluation of sleep-related symptoms

Sleep maintenance insomnia

Snoring

Unexplained daytime fatigue or sleepiness

Treatment of sleep-related breathing disorders (i.e., positive 
airway pressure titration)

Adapted with permission from Ramar K, Olson EJ. Management of 
common sleep disorders. Am Fam Physician. 2013;​88(4):​232.

TABLE 3

Summary of Cognitive Behavior Therapy 
for Insomnia

Cognitive behavior therapy

Focuses on changing false beliefs and attitudes about sleep 
(e.g., everyone needs at least 8 hours of sleep for good 
health)

Sleep hygiene education

Avoid alcohol for 4 to 6 hours before bed

Avoid caffeine or nicotine after 4 p.m.

Avoid exercise close to bedtime

Go to bed and wake up at the same time every day

Keep bedroom cool and conducive to sleep

No clock watching

No napping during the day

No watching television or other electronic devices in bed

Sleep restriction

After sleep efficiency (ratio of time sleeping to time in bed) 
reaches 90%, the time in bed can be increased by 15 minutes 
every week

Time in bed can be decreased by estimating the actual total 
time that the patient is sleeping (e.g., if the patient is in bed 
for 8 hours but sleeps for 5.5 hours, time in bed could be 
decreased to 5.5 hours);​ time in bed usually should not be 
decreased to less than 5 hours

Stimulus control

Go to another room if unable to fall asleep within 15 to 20 
minutes

Go to bed only when sleepy

Read or engage in other quiet activities and return to bed only 
when sleepy

Use the bedroom only for sleep and sex

Information from references 1, 10, and 12-14.
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TABLE 4

Medications for the Treatment of Insomnia

Medication

Onset of 
action 
(minutes)

Half-life 
(hours) Dose (mg) Main indications Common adverse effects

Representative 
fair price*

Benzodiazepines

Estazolam 120 10 to 24 0.5 to 2 Sleep onset and main-
tenance insomnia

Somnolence, dizziness, ataxia, 
asthenia, rebound insomnia†

$20 to $25

Flurazepam 15 to 45 40 to 114 15 to 30 Sleep onset and main-
tenance insomnia

Taste disorder, somnolence, 
ataxia, dizziness, hangover, 
blurred vision, rarely leukopenia

$15

Quazepam 
(Doral)

30 39 to 75 7.5 to 15 Sleep onset and main-
tenance insomnia

Dyspepsia, xerostomia, dizziness, 
hangover, headache, fatigue

$200 ($800)

Temazepam 
(Restoril)

30 to 60 8 to 15 7.5 to 30 Sleep onset and main-
tenance insomnia

Somnolence, blurred vision, 
hypotension, rebound insomnia†

$10 to $50 
($850 to $950)

Triazolam 
(Halcion)

15 to 30 2 to 5 0.125 to 
0.25

Sleep onset and main-
tenance insomnia

Somnolence, amnesia, ataxia, 
nausea and vomiting, dizzi-
ness, hepatotoxicity, rebound 
insomnia†

$35 ($175)

Benzodiazepine receptor agonists

Eszopiclone 
(Lunesta)

10 5 to 7 1 to 3 Sleep maintenance Metallic taste in the mouth, 
nausea and vomiting, dizziness, 
somnolence, rebound insomnia†

$10 ($450)

Zaleplon 
(Sonata)

30 1 5 to 20 Sleep onset insomnia;​ 
can be given upon 
awakening at night

Dizziness, headache, rebound 
insomnia†

$10 ($350)

Zolpidem 
(Ambien)

7 to 27 2 to 3 5 to 10 Sleep onset insomnia Somnolence, fatigue, drugged 
state, dizziness;​ occasionally 
sleep walking, talking, or eating;​ 
amnesia;​ increased fall risk in 
older people;​ rebound insomnia†

$10 ($600)

Zolpidem CR 
(Ambien CR)

30 3 to 4.5 6.25 to 
12.5

Sleep onset and main-
tenance insomnia

Similar to zolpidem $20 ($600)

Melatonin receptor agonist

Ramelteon 
(Rozerem)

45 2 to 5 8 Sleep onset insomnia Dizziness, somnolence, fatigue, 
nausea, exacerbation of insomnia, 
hallucinations

$60 ($400)

Orexin receptor agonist

Lemborexant 
(DayVigo)

15 to 20 17 to 19 5 to 10 Sleep onset and main-
tenance insomnia

Drowsiness, abnormal 
dreams, headache, hazardous 
sleep-related activities (sleep 
walking, sleep driving)

— ($300)

Suvorexant 
(Belsomra)

30 12 10 to 20 Sleep onset and main-
tenance insomnia

Diarrhea, dry mouth, headache, 
drowsiness, dizziness, abnormal 
dreams

— ($400)

Tricyclic antidepressant

Doxepin 
(Silenor)

30 15 3 to 6 Sleep maintenance Nausea, dizziness, dry mouth $125 ($550)

Note:​ These medications are approved by the U.S. Food and Drug Administration.

*—Estimated lowest GoodRx price for one month’s treatment. Actual cost will vary with insurance and by region. Generic price listed first;​ brand 
name price listed in parentheses. Information obtained at https://​www.goodrx.com (accessed April 17, 2021;​ zip code 66211).
†—If withdrawn suddenly after long-term use.

Adapted with permission from Ramar K, Olson EJ. Management of common sleep disorders. Am Fam Physician. 2013;​88(4):​234, with additional 
information from reference 20.  
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recommend them for the treatment of insomnia 
because the benefits of use are approximately 
equal to the potential harms (e.g., drowsiness, 
dizziness).21 Melatonin is not recommended for 
treating insomnia because there are no consistent 
benefits, and multiple formulations are found in 
over-the-counter preparations. The American 
Academy of Sleep Medicine recommends against 
using trazodone because the harms outweigh the 
benefits.21 The strength of evidence supporting 
approved pharmacologic interventions is weak.21 
Benzodiazepine receptor agonists (e.g., zolpidem 
[Ambien]) can be useful for treating sleep onset 
and sleep maintenance12,21;​ however, they should 
be used for short periods or only intermittently 
to avoid potential dependence. Orexin-receptor agonists 
(e.g., suvorexant [Belsomra], lemborexant [DayVigo]) may 
have some benefit in the treatment of chronic insomnia in 
adults.12,15,21

DELAYED SLEEP-WAKE PHASE DISORDER

Delayed sleep-wake phase disorder is a circadian rhythm 
disorder characterized by delayed sleep onset and a late 
wake-up time that results in excessive daytime sleepiness, 
difficulty falling asleep, and functional impairments that 
occur for at least three months.7 Delayed sleep-wake phase 
disorder may be genetic or socially reinforced. It most com-
monly occurs in adolescents and young adults.7,9 If a diag-
nosis is not evident from the patient’s history, a sleep diary 
and actigraphy can confirm.

Treatment of delayed sleep-wake phase disorder that 
includes melatonin (0.3 mg to 5 mg) administered before the 
desired bedtime may be effective in the setting of circadian 
misalignment;​ however, there are concerns about differ-
ences in product formulation.22 Melatonin should be com-
bined with behavior changes in sleep-wake scheduling.23 
Bright-light therapy at awakening is only recommended for 
children and adolescents, but it has shown improvement in 
shifting the circadian rhythm in adults.21,24

Behavior and Movement Disturbances 
During Sleep
REM SLEEP BEHAVIOR DISORDER

REM sleep behavior disorder is characterized by complex 
motor behaviors during REM sleep due to a loss of REM 
sleep atonia. This loss of atonia may result in the acting out 
of dreams and can involve harmful activities for the patient 
and bed partner, although this does not occur every night. 
Loss of atonia is additionally associated with neurologic 
and psychiatric conditions and most frequently presents 
between 40 and 60 years of age, with males being more 

commonly affected. REM sleep behavior disorder is linked 
to antidepressant use and may be an early indicator of Par-
kinson disease, Lewy body dementia, and multiple system 
atrophy because more than 90% of patients diagnosed 
with idiopathic REM sleep behavior disorder are eventu-
ally diagnosed with one of these disorders.25 If REM sleep 
behavior disorder is suspected based on the initial assess-
ment and a baseline neurologic evaluation, a referral should 
be made to a sleep medicine or neurology specialist. PSG 
and further testing, when indicated, should be obtained to 
establish the diagnosis.25

Treatment of REM sleep behavior disorder focuses on 
reducing the injury potential for the patient and bed part-
ner using behavior modification as a first-line intervention. 
Methods to decrease the potential for injury include creat-
ing a safe sleep environment by padding or removing fur-
niture, lowering the mattress to the floor, and using a bed 
alarm.25 If these methods are not successful, the use of phar-
macologic therapy with melatonin or clonazepam (Klono-
pin) may be necessary. Melatonin should be initiated at a 
dose of 3 mg at bedtime and titrated up by 3 mg every two 
weeks to the desired effect with a ceiling of 12 mg nightly.26 
There are more adverse events associated with benzodiaze-
pine use;​ however, if used, clonazepam can be administered 
at doses between 0.25 mg and 2.0 mg at bedtime.26

RESTLESS LEGS SYNDROME

RLS and periodic limb movement disorder are movement 
disorders, with RLS typically occurring in a wakeful state 
at rest and periodic limb movement disorder occurring less 
commonly and during sleep.27,28 RLS is characterized by 
an uneasy feeling and the urge to move the legs, which are 
described by the diagnostic mnemonic URGED (Table 5).29 
Symptoms often occur at bedtime and may be associated 
with repetitive leg movements in sleep.27 Approximately 5% 
to 10% of adults are affected by RLS, with 2% to 3% seeking 

TABLE 5

Diagnostic Criteria for Restless Legs Syndrome 
(URGED Mnemonic)

Urge to move the legs that is usually accompanied by, or felt to be caused 
by, an uncomfortable sensation in the legs

Resting, sitting, or lying down worsens or initiates an uncomfortable 
sensation in the legs, resulting in an urge to move the legs

Getting up or moving the legs relieves all or part of the urge to move the 
legs and the accompanying uncomfortable sensation

Evenings and nighttime are associated with worsening of the urge to 
move the legs and accompanying uncomfortable sensation

Differential diagnosis does not adequately explain symptoms

Note: All criteria must be met. 

Adapted with permission from Winkelman JW, Bottary RM. Restless legs syn-
drome:​ clinical implications for psychiatrists. Psychiatr Times. 2017;​34(7). July 
20, 2017. Accessed February 12, 2021. https://​www.psychiatrictimes.com/view/
restless-legs-syndrome-clinical-implications-psychiatrists
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treatment.30,31 RLS is poorly understood at a biochemical 
level;​ however, there appears to be an interplay between 
iron, dopamine, and certain genetic markers.32

A diagnosis of RLS is based on meeting the five 
self-reported diagnostic criteria listed in Table 5.29 Once 
RLS is diagnosed, an evaluation of a patient’s iron status 
(specifically the ferritin level) should be conducted. Cor-
recting an iron deficiency may yield symptomatic relief.27 
The patient’s medications should be reviewed for any that 
may exacerbate symptoms. These include dopamine antago-
nists, antipsychotics, serotonergic antidepressants, and cen-
trally acting antihistamines.33

A greater emphasis is placed on nonpharmacologic inter-
ventions to decrease symptom frequency, such as adjusting 
medications, counseling on daily exercise, and addressing 
caffeine and alcohol intake that may worsen symptoms.33 
If these measures are not effective and sleep is disturbed, 
alpha-2-delta ligands (i.e., gabapentin [Neurontin], prega-
balin [Lyrica]) should be used as the first-line treatment.31 
Typical effective dosages of gabapentin can be as high as 
1,200 mg to 1,800 mg per day, and pregabalin dosages range 
from 150 mg to 450 mg per day. If there is insufficient effect 
from alpha-2-delta ligands, dopamine agonists (e.g., ropin-
irole [Requip], pramipexole [Mirapex], rotigotine [Neupro]) 
can be considered with the caveat that these drugs may lose 
effectiveness or worsen the symptoms of RLS over time.31 
In refractory RLS, benzodiazepines and opioids have been 
used with good effect.34

The diagnosis of periodic limb movement disorder must 
be confirmed by PSG. If movements appear to cause sleep 
disturbances resulting in daytime symptoms, the disorder 
is often managed with anticonvulsants, opioids, benzodi-
azepines, and dopamine agonists;​ however, there is no evi-
dence to support the use of these therapies.27

Excessive Daytime Sleepiness
NARCOLEPSY

Narcolepsy affects less than 0.04% of the general popula-
tion.9 Symptoms often begin to manifest between 10 and 
20 years of age.35 The classic features of narcolepsy include 
excessive daytime sleepiness, cataplexy, sleep paralysis, and 
sleep hallucinations.9,36 Narcolepsy is divided into types 1 
and 2. The major clinical difference between the types is 
that patients with type 2 do not experience cataplexy.35 Cat-
aplexy is a sudden episode of complete or partial paralysis of 
voluntary muscles that is often triggered by strong positive 
and sometimes negative emotions. These episodes normally 
last from several seconds to one to two minutes.35,36 Sleep 
hallucinations associated with narcolepsy are characterized 
as hypnagogic (hallucinations upon falling asleep) and hyp-
nopompic (hallucinations upon awakening).

A diagnosis can be apparent from the clinical history, but 
confirmation should be obtained through PSG followed by 
a multiple sleep latency test the next day. The multiple sleep 
latency test consists of having the patient nap every two 
hours for 20 minutes over the course of a day while being 
monitored. People with narcolepsy generally fall asleep 
within eight minutes (compared with 15 minutes for the 
general population) and have REM sleep during at least two 
of the daytime naps (unaffected people usually experience 
REM sleep only at night).7

Treatment consists of behavior approaches and medi-
cations for the symptoms of daytime sleepiness and cata-
plexy.35,36 Scheduled naps, consistent sleep schedules with 
good sleep hygiene, and strategic use of caffeine are behav-
ior approaches that have been shown to improve daytime 
sleepiness.36 Modafinil (Provigil), armodafinil (Nuvigil), or 
stimulants such as methylphenidate (Ritalin), dextroam-
phetamine, or amphetamine-dextroamphetamine can treat 
excessive daytime sleepiness when behavior modifications 
alone are not adequate. Cataplexy is treated with medica-
tions including antidepressants, such as venlafaxine, flu-
oxetine (Prozac), and clomipramine (Anafranil). There are 
two medications to treat cataplexy and daytime sleepiness:​ 
gamma hydroxybutyrate acid (sodium oxybate [Xyrem]) 
and pitolisant (Wakix).37 Pitolisant was found to be as effec-
tive as sodium oxybate and had fewer adverse effects.37,38

OBSTRUCTIVE SLEEP APNEA

OSA is characterized by multiple episodes of hypopnea 
(slow or shallow breathing) or apnea (pauses in breath-
ing) throughout the night due to upper airway obstruc-
tion, often accompanied by snoring. These episodes lead 
to excessive daytime sleepiness, hypertension, dry mouth, 
and morning headaches.39 The incidence of OSA has con-
tinued to increase in the United States with nearly 18 mil-
lion estimated patients affected.40 It affects males more than 
females and is strongly associated with such downstream 
effects as hypertension, atrial fibrillation, heart failure, 
stroke, type 2 diabetes mellitus, and Alzheimer disease.39 A 
recent meta-analysis found that patients with severe OSA 
have a twofold increase of sudden death and cardiovascular 
mortality.41

The U.S. Preventive Services Task Force does not recom-
mend for or against screening asymptomatic adults for OSA 
due to a lack of evidence;​ however, this recommendation 
is being updated because of newer evidence for treatment 
benefits.42 Screening for OSA can be done during preventive 
care visits by including sleep as a part of a comprehensive 
review of systems and when assessing for predisposing risk 
factors. There are several commonly used OSA screening 
tools, with the STOP-Bang Questionnaire (https://​www.
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mdcalc.com/stop-bang-score-obstructive-sleep-apnea) and 
Sleep Apnea Clinical Score demonstrating the best utility in 
predicting diagnosis. The STOP-Bang Questionnaire yields 
a numerical result indicating a level of risk.43 Based on this 
level of risk, patients should be evaluated with home sleep 
apnea testing or PSG.44 Home sleep apnea testing is appro-
priate for patients at high risk of OSA with no other known 
comorbidities or for patients who cannot receive PSG.8

Long-term positive airway pressure therapy should be 
considered for all patients with OSA. Types of positive air-
way pressure include continuous, bilevel, autotitrating, and 
adaptive servo ventilation, with continuous being the most 
studied and used. Continuous positive airway pressure 
decreases the development of diabetes and cardiovascular 
disease and overall mortality with good aherence.45 Con-
tinuous positive airway pressure has also been shown to 
provide symptom relief, with benefits on quality of life and 
mood.46,47 A recent meta-analysis demonstrated that long-
term positive airway pressure therapy use in moderate to 
severe OSA decreases all-cause mortality.45

For mild to moderate cases of OSA, therapy can be ini-
tiated with nighttime use of positive airway pressure or 
mandibular advancement devices.48 Patients with severe 
OSA, should receive positive airway pressure as a first-line 
therapy.48 Follow-up care after initiation of positive airway 
pressure should address adverse effects with the goal of 
ensuring long-term adherence. Symptom resolution should 

be evaluated because persistent symptoms despite positive 
airway pressure warrant an in-laboratory sleep evaluation. 
In mild OSA or if the patient is intolerant to positive airway 
pressure, patients can be offered a mandibular advancement 
device, custom fitted by a dentist, or positional changes as 
an alternative therapy option.48

Nearly 70% of patients with OSA are obese, and weight 
loss continues to demonstrate significant improvement in 
the severity and symptoms of OSA49;​ therefore, weight loss 
is a mainstay of therapy in conjunction with positive airway 
pressure.50

This article updates a previous article on this topic by Ramar and 
Olson.6

Data Sources:​ A PubMed search was completed in Clinical 
Queries using the key terms sleep disorders, approach, and 
management. The search included meta-analyses, random-
ized controlled trials, clinical trials, guidelines, and reviews. 
Also searched were the Agency for Healthcare Research and 
Quality evidence reports, Clinical Evidence, the Cochrane data-
base, Essential Evidence Plus, the Institute for Clinical Systems 
Improvement, and the National Guideline Clearinghouse data-
base. Search dates:​ February to April 2021, and December 2021.
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SORT:​ KEY RECOMMENDATIONS FOR PRACTICE

Clinical recommendation
Evidence 

rating Comments

Cognitive behavior therapy for insomnia is the first-line treatment for 
chronic insomnia.10,12,13,15

A Clinical guidelines from multiple organizations 
and large systematic review and meta-analysis

Cognitive behavior therapy for insomnia can be administered effec-
tively in a primary care setting to treat chronic insomnia.14,17

B One randomized controlled trial and a system-
atic review of good-quality studies

A sleep-wake schedule and melatonin or a bright-light therapy 
regimen is recommended for treatment of delayed sleep phase 
syndrome.23,24

B American Academy of Sleep Medicine clinical 
practice guidelines and two randomized con-
trolled trials

Nonpharmacologic interventions are first-line treatment for restless 
legs syndrome, followed by the use of alpha-2-delta ligands. Dopa-
minergic agonists should be used if there is inadequate response.31

C Clinical review and expert opinion

Continuous positive airway pressure is the most effective treatment 
option for obstructive sleep apnea and is recommended in conjunc-
tion with weight loss.39,45,48

B Clinical practice guideline, clinical review, expert 
opinion, and original research (multicenter, 
prospective study)

A = consistent, good-quality patient-oriented evidence;​ B = inconsistent or limited-quality patient-oriented evidence;​ C = consensus, disease-
oriented evidence, usual practice, expert opinion, or case series. For information about the SORT evidence rating system, go to https://​www.aafp.
org/afpsort.



404  American Family Physician	 www.aafp.org/afp� Volume 105, Number 4 ◆ April 2022

COMMON SLEEP DISORDERS

NAVJOT S. NARULA, MD, MBS, is the associate program 
director of the Family Medicine Residency Program at Coo-
per University HealthCare in Camden, NJ. At the time this 
article was written, he was the associate program director at 
AtlantiCare Regional Medical Center.

Address correspondence to Sarah Holder, DO, FAAFP, 2015 
Pacific Ave., Atlantic City, NJ 08401 (email:​ Sarah.Holder@​
atlanticare.org). Reprints are not available from the authors.

References
	 1.	 Grandner MA, Malhotra A. Sleep as a vital sign:​ why medical practi-

tioners need to routinely ask their patients about sleep. Sleep Health. 
2015;​1(1):​11-12.

	 2.	 Watson NF, Badr MS, Belenky G, et al. Recommended amount of sleep 
for a healthy adult:​ a joint consensus statement of the American Acad-
emy of Sleep Medicine and Sleep Research Society. Sleep. 2015;​38(6):​
843-844.

	 3.	 Senthilvel E, Auckley D, Dasarathy J. Evaluation of sleep disorders in the 
primary care setting:​ history taking compared to questionnaires. J Clin 
Sleep Med. 2011;​7(1):​41-48.

	 4.	 Shahrbabaki SS, Linz D, Hartmann S, et al. Sleep arousal burden is asso-
ciated with long-term all-cause and cardiovascular mortality in 8,001 
community-dwelling older men and women. Eur Heart J. 2021;​42(21):​
2088-2099.

	 5.	 Huyett P, Bhattacharyya N. Incremental health care utilization and 
expenditures for sleep disorders in the United States. J Clin Sleep Med. 
2021;​17(10):​1981-1986.

	 6.	 Ramar K, Olson EJ. Management of common sleep disorders. Am Fam 
Physician. 2013;​88(4):​231-238. Accessed October 26, 2021. https://​
www.aafp.org/afp/2013/0815/p231.html

	 7.	 International Classification of Sleep Disorders. 3rd ed. American Acad-
emy of Sleep Medicine;​ 2014.

	 8.	 Kapur VK, Auckley DH, Chowdhuri S, et al. Clinical practice guideline for 
diagnostic testing for adult obstructive sleep apnea:​ an American Acad-
emy of Sleep Medicine clinical practice guideline. J Clin Sleep Med. 
2017;​13(3):​479-504.

	 9.	 Diagnostic and Statistical Manual of Mental Disorders, 5th ed. American 
Psychiatric Association, 2013.

	10.	Edinger JD, Arnedt JT, Bertisch SM, et al. Behavioral and psychological 
treatments for chronic insomnia disorder in adults:​ an American Acad-
emy of Sleep Medicine systematic review, meta-analysis, and GRADE 
assessment. J Clin Sleep Med. 2021;​17(2):​263-298.

	11.	 Smith MT, McCrae CS, Cheung J, et al. Use of actigraphy for the evalu-
ation of sleep disorders and circadian rhythm sleep-wake disorders:​ an 
American Academy of Sleep Medicine clinical practice guideline. J Clin 
Sleep Med. 2018;​14(7):​1231-1237.

	12.	 Qaseem A, Kansagara D, Forciea MA, et al.;​ Clinical Guidelines Com-
mittee of the American College of Physicians. Management of chronic 
insomnia disorder in adults:​ a clinical practice guideline from the Amer-
ican College of Physicians. Ann Intern Med. 2016;​165(2):​125-133.

	13.	 Trauer JM, Qian MY, Doyle JS, et al. Cognitive behavioral therapy for 
chronic insomnia:​ a systematic review and meta-analysis. Ann Intern 
Med. 2015;​163(3):​191-204.

	14.	 Sandlund C, Hetta J, Nilsson GH, et al. Improving insomnia in primary 
care patients:​ a randomized controlled trial of nurse-led group treat-
ment. Int J Nurs Stud. 2017;​72:​30-41.

	15.	 Wilson S, Anderson K, Baldwin D, et al. British Association for Psycho-
pharmacology consensus statement on evidence-based treatment 
of insomnia, parasomnias and circadian rhythm disorders:​ an update. 
J Psychopharmacol. 2019;​33(8):​923-947.

	16.	 Pigeon WR. Treatment of adult insomnia with cognitive-behavioral 
therapy. J Clin Psychol. 2010;​66(11):​1148-1160.

	17.	 Davidson JR, Dickson C, Han H. Cognitive behavioural treatment for 
insomnia in primary care:​ a systematic review of sleep outcomes. Br 
J Gen Pract. 2019;​69(686):​e657-e664.

	18.	Ritterband LM, Thorndike FP, Ingersoll KS, et al. Effect of a web-based 
cognitive behavior therapy for insomnia intervention with 1-year fol-
low-up:​ a randomized clinical trial. JAMA Psychiatry. 2017;​74(1):​68-75.

	19.	 Chung KF, Lee CT, Yeung WF, et al. Sleep hygiene education as a treat-
ment of insomnia:​ a systematic review and meta-analysis. Fam Pract. 
2018;​35(4):​365-375.

	20. 	Epocrates. Accessed December 14, 2021. https://​online.epocrates.com

	21.	 Sateia MJ, Buysse DJ, Krystal AD, et al. Clinical practice guideline for 
the pharmacologic treatment of chronic insomnia in adults:​ an Ameri-
can Academy of Sleep Medicine clinical practice guideline. J Clin Sleep 
Med. 2017;​13(2):​307-349.

	22.	Auger RR, Burgess HJ, Emens JS, et al. Clinical practice guideline for the 
treatment of intrinsic circadian rhythm sleep-wake disorders:​ advanced 
sleep-wake phase disorder (ASWPD), delayed sleep-wake phase dis-
order (DSWPD), non-24-hour sleep-wake rhythm disorder (N24SWD), 
and irregular sleep-wake rhythm disorder (ISWRD). An update for 2015:​ 
an American Academy of Sleep Medicine Clinical Practice Guideline. 
J Clin Sleep Med. 2015;​11(10):​1199-1236.

	23.	Sletten TL, Magee M, Murray JM, et al.;​ Delayed Sleep on Melatonin 
(DelSoM) Study Group. Efficacy of melatonin with behavioural sleep-
wake scheduling for delayed sleep-wake phase disorder:​ a dou-
ble-blind, randomised clinical trial. PLoS Med. 2018;​15(6):​e1002587.

	24.	Richardson C, Cain N, Bartel K, et al. A randomised controlled trial of 
bright light therapy and morning activity for adolescents and young 
adults with delayed sleep-wake phase disorder. Sleep Med. 2018;​45:​
114-123.

	25.	Roguski A, Rayment D, Whone AL, et al. A neurologist’s guide to REM 
sleep behavior disorder. Front Neurol. 2020;​11:​610.

	26.	St Louis EK, Boeve BF. REM Sleep behavior disorder:​ diagnosis, clini-
cal implications, and future directions. Mayo Clin Proc. 2017;​92(11):​
1723-1736.

	27.	 Aurora RN, Kristo DA, Bista SR, et al.;​ American Academy of Sleep Med-
icine. The treatment of restless legs syndrome and periodic limb move-
ment disorder in adults—an update for 2012:​ practice parameters with 
an evidence-based systematic review and meta-analyses:​ an American 
Academy of Sleep Medicine Clinical Practice Guideline. Sleep. 2012;​
35(8):​​1039-1062.

	28.	Sateia MJ. International classification of sleep disorders-third edition:​ 
highlights and modifications. Chest. 2014;​146(5):​1387-1394.

	29.	Winkelman JW, Bottary RM. Restless legs syndrome:​ clinical impli-
cations for psychiatrists. Psychiatr Times. 2017;​34(7). July 20, 2017. 
Accessed February 12, 2021. https://​www.psychiatric​times.com/view/
restless-legs-syndrome-clinical-implications-psychiatrists

	30.	Muth CC. Restless legs syndrome. JAMA. 2017;​317(7):​780.

	31.	 Garcia-Borreguero D, Cano-Pumarega I. New concepts in the manage-
ment of restless legs syndrome. BMJ. 2017;​356:​j104.

	32.	Allen RP, Picchietti DL, Garcia-Borreguero D, et al.;​ International Rest-
less Legs Syndrome Study Group. Restless legs syndrome/Willis-Ek-
bom disease diagnostic criteria:​ updated International Restless Legs 
Syndrome Study Group (IRLSSG) consensus criteria—history, rationale, 
description, and significance. Sleep Med. 2014;​15(8):​860-873.

	33.	Bertisch S. In the clinic. Restless legs syndrome. Ann Intern Med. 2015;​
163(9):​ITC1-ITC11.

	34.	Silber MH, Buchfuhrer MJ, Earley CJ, et al.;​ Scientific and Medical Advi-
sory Board of the Restless Legs Syndrome Foundation. The manage-
ment of restless legs syndrome:​ an updated algorithm. Mayo Clin Proc. 
2021;​96(7):​1921-1937.

	35.	Scammell TE. Narcolepsy. N Engl J Med. 2015;​373(27):​2654-2662.

	36.	Golden EC, Lipford MC. Narcolepsy:​ diagnosis and management. Cleve 
Clin J Med. 2018;​85(12):​959-969.



April 2022 ◆ Volume 105, Number 4	 www.aafp.org/afp� American Family Physician  405

COMMON SLEEP DISORDERS

	37.	 Lehert P, Falissard B. Multiple treatment comparison in narcolepsy:​ 
a network meta-analysis. Sleep. 2018;​41(12):​zsy185.

	38.	Xu XM, Wei YD, Liu Y, et al. Gamma-hydroxybutyrate (GHB) for narco-
lepsy in adults:​ an updated systematic review and meta-analysis. Sleep 
Med. 2019;​64:​62-70.

	39.	Patel SR. Obstructive sleep apnea. Ann Intern Med. 2019;​171(11):​ITC81-​ 
ITC96.

	40.	Peppard PE, Young T, Barnet JH, et al. Increased prevalence of sleep-
disordered breathing in adults. Am J Epidemiol. 2013;​177(9):​1006-1014.

	41.	 Heilbrunn ES, Ssentongo P, Chinchilli VM, et al. Sudden death in individ-
uals with obstructive sleep apnoea:​ a systematic review and meta-anal-
ysis. BMJ Open Respir Res. 2021;​8(1):​e000656.

	42.	Bibbins-Domingo K, Grossman DC, Curry SJ, et al.;​ US Preventive Ser-
vices Task Force. Screening for obstructive sleep apnea in adults:​ US Pre-
ventive Services Task Force recommendation statement. JAMA. 2017;​
317(4):​407-414.

	43.	Nagappa M, Wong J, Singh M, et al. An update on the various practical 
applications of the STOP-Bang questionnaire in anesthesia, surgery, and 
perioperative medicine. Curr Opin Anaesthesiol. 2017;​30(1):​118-125.

	44.	Acquavella J, Mehra R, Bron M, et al. Prevalence of narcolepsy and 
other sleep disorders and frequency of diagnostic tests from 2013-2016 

in insured patients actively seeking care. J Clin Sleep Med. 2020;​16(8):​
1255-1263.

	45.	Dodds S, Williams LJ, Roguski A, et al. Mortality and morbidity in 
obstructive sleep apnoea-hypopnoea syndrome:​ results from a 30-year 
prospective cohort study. ERJ Open Res. 2020;​6(3):​00057-2020.

	46.	McEvoy RD, Antic NA, Heeley E, et al.;​ SAVE Investigators and Coordina-
tors. CPAP for prevention of cardiovascular events in obstructive sleep 
apnea. N Engl J Med. 2016;​375(10):​919-931.

	47.	 Kelly J, Wimms A, Turnbull C, et al. The effect of CPAP on quality of life 
in patients with ‘very’ mild obstructive sleep apnoea (OSA):​ results from 
a subset of the MERGE randomised trial. Eur Respir J. 2020;​56(suppl 64):​
4736.

	48.	Mysliwiec V, Martin JL, Ulmer CS, et al. The management of chronic 
insomnia disorder and obstructive sleep apnea:​ synopsis of the 2019 
U.S. Department of Veterans Affairs and U.S. Department of Defense 
clinical practice guidelines [published correction appears in Ann Intern 
Med. 2021;​174(4):​584]. Ann Intern Med. 2020;​172(5):​325-336.

	49. 	Wolk R, Shamsuzzaman AS, Somers VK. Obesity, sleep apnea, and 
hypertension. Hypertension. 2003;​42(6):​1067-1074.

	50.	Balachandran JS, Patel SR. In the clinic. Obstructive sleep apnea. Ann 
Intern Med. 2014;​161(9):​ITC1-ITC16. 


