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How is Your Sleep: A Neglected Topic for Health
Care Screening
Adam J. Sorscher, MD

Purpose: Inadequate sleep, whether it is caused by voluntary sleep curtailment or specific sleep disor-
ders, is highly prevalent, has wide-ranging negative consequences for human health and well-being, and
is greatly under-diagnosed. The objective of this study was to determine the frequency of inquiry by
family medicine clinics about unhealthy sleep patterns and symptoms in their health history database
questionnaires.

Methods: This study surveyed health history database forms used by family medicine clinics in the
7-county Minneapolis/St. Paul metropolitan area for questions related to sleep disorders. Fourteen dis-
tinct database batteries that are used in 121 primary care clinics and employ 935 family medicine doc-
tors (roughly 75% of physicians practicing in this region) were analyzed.

Results: Direct questions about sleep health are often not included in health history questionnaires.
Eight of 14 (57%) database batteries reviewed in this study featured no sleep-related questions. Other
lifestyle issues were screened with much greater frequency. For example, questions about healthy eating
patterns and regular physical activity were present in 13 and 12 of the 14 batteries (93% and 86%),
respectively.

Conclusions: Despite the significant burden that sleep disorders place on human health, this study
found that family medicine clinics do not screen for them as frequently as they do for other lifestyle/
behavioral issues when they establish a health history database for new patients. (J Am Board Fam Med
2008;21:141–148.)

Preventive medicine counseling is a valued function
of primary care providers. The effort to change
unhealthy lifestyles through education and guid-
ance seems worthwhile empirically. Family medi-
cine providers frequently seize the opportunity
provided by a clinical encounter, even if it is for an
acute complaint, to provide preventive medicine
education and counseling.1 A national survey of
physicians found that such services were a compo-
nent of 42% of clinical encounters in 2004.2 For-
mal studies have confirmed the effectiveness of
counseling and education by physicians in changing
patient health habits in important areas such as

smoking,3 exercise,4 alcohol misuse,5 and un-
healthy eating.6–8

Although primary care providers embrace their
role as advocates for health promotion and disease
prevention, they also struggle with the demands of
providing comprehensive care. The list of issues
proposed for preventive medicine counseling has
expanded enormously over the years, reflecting
changing attitudes and information about the key
determinants of long-term health, changing expec-
tations on the part of patients, and the availability
of new tests. One generation ago, inquiry about
sexual history, domestic abuse, or even mental
health was rare. Now it is routine. Faced with a
surfeit of possible topics for health promotion/dis-
ease prevention dialogue and a very finite time
period for each patient encounter, primary care
physicians must, by necessity, be selective in their
approach to preventive medicine counseling.

Healthy sleep is an emerging subject worthy of
consideration for routine clinical preventive ser-
vices. The recent Institute of Medicine report, Sleep
Disorders: An Unmet Public Health Problem, revealed
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that 50 million to 70 million Americans experience
disorders of sleep and wakefulness9 and a signifi-
cant majority of these people are undiagnosed.10–12

Simple insufficient sleep and resultant daytime
sleepiness affects 30% to 40% of the population.13

Regarding common sleep disorders, it is estimated
that in the United States chronic insomnia affects
30 million individuals, obstructive sleep apnea syn-
drome affects 8 million; and restless legs syndrome
affects 6 million.9

There is abundant evidence that inadequate
sleep, whether it is by choice or because of specific
sleep disorders, greatly impacts multiple domains
of human health and well-being, including metab-
olism,14–18 immune function,19,20 mood,21,22 cog-
nitive performance,23,24 public safety,25,26 quality
of life,27–30 and mortality.31,32

The issue of healthy sleep practices is analo-
gous to other healthy behaviors such as getting
regular physical activity or a balanced diet. Like
these other lifestyle issues, good sleep is under
assault by current cultural inclinations. In our
hectic society, many tend to treat sleep as a ne-
gotiable factor when scheduling activities and
regard excessive daytime sleepiness as an inevita-
ble consequence of life’s duties.33 Although sleep
occupies roughly one third of our lives and is
highly conserved evolutionarily among animal
species (suggesting an important physiologic
function), Americans presently garner almost 2
hours less of it on an average day than before the
advent of the lightbulb.34

Despite its significant bearing on overall health
and its status as a lifestyle issue, healthy sleep does
not seem to be a common subject of preventive
medicine inquiry. Data from the National Ambu-
latory Medical Survey, a large annual survey of
physician offices nationwide conducted by the Cen-
ters for Disease Control, reveals that the 4 leading
topics of counseling and education services at fam-
ily medicine physician appointments are healthy
diet, exercise, weight reduction, and mental health/
stress management.35 Healthy sleep does not ap-
pear in the National Ambulatory Medical Survey
“top 10 list” for such services (Table 1) and, to date,
no study has measured the frequency of screening
for it. This study was conducted to see how fre-
quently and with which specific questions do pri-
mary care providers inquire about their patients’
healthy sleep practices.

Methods
This study analyzed health intake assessment bat-
teries from the 7-county Minneapolis/St. Paul,
Minnesota metropolitan area. Because this region
has a high proportion of hospital/clinic systems
that use standardized patient care forms, only 14
such batteries were found in use at 121 primary
care clinics. The Allina Medical Group, for exam-
ple, uses the same questionnaires at all 17 of its
primary care clinics in the region. This review
includes 5 large multisite primary care practices as
well as smaller networks of affiliated clinics and the
4 family medicine residency clinics in the Twin
Cities.

In aggregate, this data reflects health intake as-
sessment batteries used in 121 primary care clinics
that are staffed by 793 family medicine doctors and
142 family medicine residents (total doctors, 935)
along with 133 mid-level (physician’s assistants and
nurse practitioners) primary care providers. This
analysis thus represents the practices of roughly
75% of family medicine physicians in the Twin
Cities metro area; this estimate is derived from the
statistics that there are 1028 metro-area family
physicians who are members of the Minnesota
Academy of Family Physicians and the membership
rate for that academy is 79%, thus indicating that
approximately 1250 family doctors work in this
geographic region.

Each health history database was examined for
the presence of questions about sleep symptoms
drawn from 4 key areas of sleep disorders medicine:
(1) insomnia, (2) hypersomnolence, (3) sleep-disor-
dered breathing, and (4) parasomnias (Table 2). For

Table 1. Ten Leading Topics of Counseling by Family
Physicians in 2004

Topic Visits (n)*

Diet and nutrition 27,567
Exercise 26,267
Weight reduction 11,064
Mental health 11,058
Tobacco 5,860
Growth and development 4,301
Physiotherapy 3,872
Asthma education 3,252
Psychotherapy 2,163
Other counseling 37,626

*Total visits to family physicians offices was 207,000,000.
Source: National Ambulatory Medical Care Survey, 2004.
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comparison, the frequency with which questions
appear about other important habits/lifestyle issues
was also tabulated (Table 3). To place the findings
for Minneapolis/St. Paul in a national context, this
study reviewed the recommendations and opinions
from 6 expert groups (representing diverse constit-
uencies in health care) about healthy sleep as a
subject for routine clinical preventive screening.
These included 3 bodies representative of expert
medical opinion (the United States Preventive Ser-
vices Task Force [USPSTF], the American Acad-
emy of Family Practice, and the Institute for Clin-
ical Systems Improvement); 2 large health
maintenance organizations (Aetna and Kaiser-Per-
manente); and one public health program (the Cen-
ter for Disease Control’s Behavioral Risk factor
Surveillance Survey).

Results
The majority (8 of 14; 57%) of health intake as-
sessment batteries surveyed contained no content
about sleep health. The other 6 (43%) batteries
presented 1 or 2 sleep-related queries but were
somewhat arbitrary and not thorough in the ap-
proach of the topic. One included a set of questions
about obstructive sleep apnea in its respiratory sec-

tion, but no questions about other sleep disorders;
a second asked about “insomnia” and “nightmares”;
and a third and fourth each asked about only one
symptom, “insomnia” and “snoring,” respectively.
In the other 2 batteries that contained sleep con-
tent, no specific symptom was queried; instead, a
special section invited the patient to “make a check”
if they have a sleep concern. Although several of the
review of systems forms include “fatigue” in their
constitutional symptoms section, none list the
more specific sleep-related complaint of hypersom-
nolence/excessive daytime sleepiness. Caffeine use
is queried in 11 of the 14 batteries (79%). This
habit certainly can exacerbate insomnia in some or
mitigate hypersomnolence in others, but in the
overwhelming majority of users it is not associated
with disturbed sleep.

In contrast to the paucity of sleep-related con-
tent, these same health history database forms in-
vestigated other lifestyle issues much more consis-
tently. Questions about smoking and alcohol use
appear on all 14 (100%) batteries in this review.
Inquiries about the quintessential lifestyle issues of
regular exercise and healthy diet also appear with
high frequencies, on 13 (93%) and 12 (86%) of the

Table 2. Common Symptoms of Sleep Disorders*

Disorder Symptoms

Insomnia Difficulty falling asleep; difficulty
maintaining sleep; leg discomfort
interfering with sleep (restless legs
syndrome); insufficient sleep at night;
non-restorative sleep

Hypersomnolence Difficulty staying awake in the daytime
(insufficient sleep syndrome); excessive
daytime sleepiness and sudden loss of
muscle tone in moments of emotion
(narcolepsy/cataplexy)

Sleep-disordered
breathing

Loud snoring, witnessed pauses in
breathing, gasping to breathe when
asleep (obstructive or central sleep
apnea)

Parasomnia Trouble with dream content or
quantity (nightmares, epic dreaming);
eating in the middle of the night
(sleep-related eating disorder); excessive
movement in bed when asleep
(periodic limb movement disorder);
abnormal behaviors arising from
sleep (REM behavior disorder;
nocturnal seizure disorder); bruxism
(grinding)

*Related sleep disorders (per the International Classification of
Sleep Disorders) are included in italics.

Table 3. Presence of Screening Questions for Lifestyle
Issues on Health History Database Batteries in
Minneapolis/St. Paul, Minnesota

Lifestyle Issue n (%)*

Smoking 14 (100)
Alcohol use 14 (100)
Regular exercise 13 (93)
Illicit drug use 13 (93)
Caffeine use 11 (79)
Depressed mood 9 (64)
Seat belt use 9 (64)
Safe sex 9 (64)
Balanced diet 8 (57)
Domestic abuse 8 (57)
Contraception 8 (57)
Dairy/calcium intake 7 (50)
Bike helmet use 7 (50)
Stress problems 7 (50)
Gun safety 6 (43)
Sunscreen use 6 (43)
At least one inquiry about sleep health 6 (43)
Anxiety 5 (36)
Dental care 3 (21)
Home safety (e.g. fire alarm) 2 (14)

*n, number out of 14 primary care networks/clinics surveyed.
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forms, respectively. In addition, there are a host of
other health habits that appeared sporadically, but
usually with frequencies of �50% (Table 3).

It is largely in teaching settings that physicians
of the future develop their biases regarding what is
appropriate content for a medical encounter.
Therefore, the practice priorities in residency
training programs may be a good predictor of fu-
ture patterns in the community-based practices.
Taken as a group, the 4 family medicine residency
programs in this survey were more expansive in
their investigation of health habits when compared
with the community clinics. Questions about smok-
ing, drug use, alcohol abuse, depression, stress, and
domestic abuse all appeared with 100% frequency.
Regular exercise and healthy food choice questions
were included on 75% of the database batteries.
However, the extent of inquiry about healthy sleep
by these family medicine training programs is min-
imal. Two of the 4 residency sites feature no ques-
tioning about it at all, a third site has a single
question about “snoring,” and the fourth site (ref-
erenced previously) asks about both “insomnia” and
“nightmares” (Table 4).

Preventive Services for Healthy Sleep:
Recommendations of Expert Bodies
The analysis of recommendations for routine pre-
ventive services in sleep included 6 influential ex-
pert bodies. To date, none of these thought-leaders
have considered the topic of inadequate sleep (Ta-
ble 5). The United States Preventative Services
Task Force, perhaps the most influential expert
panel regarding preventive medicine, regularly re-
views and categorizes the evidence for and against
routine preventive services for a long list of com-
mon primary care issues. Conservative in their rec-
ommendations, the USPSTF has thus far only en-
dorsed routine physician screening and counseling
in 4 areas: alcohol misuse, depression, healthy eat-
ing in people with atherosclerotic cardiovascular
disease risk factors, and smoking. In the entire list
of issues that they have reviewed and rendered an
opinion on (53 to date) healthy sleep is entirely
absent.36

The American Academy of Family Physicians
draws its recommendations for routine preventive
medicine services directly from the USPSTF.
However, they have created an additional designa-
tion for lifestyle issues that are “healthy behaviors
but have an insufficient evidence base” to recom-

mend routine services by the provider. This cate-
gory includes, for example, counseling for regular
physical activity. Although “healthy sleep practices”
certainly would fit without controversy in the
“healthy behaviors but have an insufficient evi-
dence base” category, it is entirely absent from
consideration by the American Academy of Family
Physicians.37

Table 4. Presence of Screening Questions for Lifestyle
Issues on Health History Database Forms of Family
Medicine Residency Programs in Minneapolis/St. Paul,
Minnesota

Lifestyle Issue n (%)*

Smoking 4 (100)
Alcohol use 4 (100)
Illicit drug use 4 (100)
Depressed mood 4 (100)
Domestic abuse 4 (100)
Stress problems 4 (100)
Regular exercise 3 (75)
Contraception 3 (75)
Gun safety 3 (75)
Caffeine use 2 (50)
Seat belt use 2 (50)
Safe sex 2 (50)
Balanced diet 2 (50)
Dairy/calcium intake 2 (50)
Bike helmet use 2 (50)
At least one inquiry about sleep health 2 (50)
Sunscreen use 1 (25)
Anxiety 1 (25)
Dental care 1 (25)
Home safety (eg, fire alarm) 1 (25)

*n, number out of 4 residency clinics surveyed.

Table 5. Expert Recommendations/Positions Regarding
Routine Clinical Preventive Services for Insufficient
Sleep/Sleep Disorders

Panel/Institution Recommendation

United States Preventive Services Task
Force

None

American Academy of Family Physicians None
The Institute for Clinical Systems

Improvement
None

Aetna medical insurance plans None
CDC’s Behavioral Risk Factor Surveillance

System
None

Kaiser-Permanente Clinical Research
Group’s �Genes, Environment, and
Health� Survey

None
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The Institute for Clinical Systems Improve-
ment, an influential consortium of stakeholders in
clinical practice in Minnesota, has issued guidelines
for 12 preventive medicine service topics but has
thus far left sleep health unexamined.38

The Behavioral Risk Factor Surveillance System
is a nationwide annual telephone survey of core
lifestyle practices conducted by the Centers for
Disease Control. Questions may vary year to year
and are chosen by public health leaders at the state
and national level. There is also a mechanism for
input by individual citizens. Although the breadth
of the survey is extensive (29 topics were queried in
2006), thus far, the Behavioral Risk Factor Surveil-
lance Survey has not featured a single sleep health-
related question in its 35 years of operation.39

Aetna, with 6.2 million members, and Kaiser-
Permanente, with 8.3 million members, are 2 of the
largest health maintenance organizations in the
United States. Aetna has crafted a standard health
habits form for use by its participating physicians. It
contains no sleep-related content. Kaiser-Perma-
nente has recently launched a large scale survey of
2 million of its members.40 Titled the “Genes,
Environment, and Health Survey,” it is intended to
generate voluminous epidemiologic data to ad-
vance research about the key determinants of good
health. Although the links between insufficient
sleep and longevity and sleep apnea and mortality
are cutting edge topics of scientific investigation,
the Genes, Environment, and Health Survey does
not contain a question about either or about sleep
practices in general (although restless legs syn-
drome does appear in the survey in a checklist of
previous medical conditions).

Discussion
Inadequate sleep, whether it is caused by volun-
tary curtailment or specific sleep disorders, is a
logical new candidate for routine preventive
medicine services because of the significant bur-
den it places on individual and public health and
because it is often the result of modifiable behav-
ioral choices and attitudes. Two relevant ques-
tions are, (1) Do family medicine physicians
screen for inadequate sleep? and (2) What are the
barriers to screening for inadequate sleep in the
primary care setting?

Do Primary Care Providers Accomplish Screening for
Insufficient Sleep/Symptoms of Sleep Disorders?
This review of health database batteries in a large
metropolitan area revealed that screening for
symptoms of sleep disorders in review of systems
checklists and for sleep complaints in health ques-
tionnaires is largely ignored, especially in compar-
ison with other lifestyle issues. Granted, providers
may raise the topic of sleep in the midst of the
clinical encounter without reviewing written or
electronic databases. Nevertheless, the presence or
absence of sleep-related questions on health intake
assessment batteries is probably a valid indicator of
overall frequency of screening because they are
initially constructed to reflect the priorities and
preferences of the physician group. Furthermore, a
discrepancy in which screening questions do not
appear on medical databases but are addressed dur-
ing medical encounters would still not account for
why sleep-related questions are posed on the
screening questionnaires analyzed in this study
much less frequently than questions about other
lifestyle/preventive medicine issues.

What Are the Barriers to Screening for Insufficient
Sleep/Sleep Disorders in the Family Medicine
Setting?
Factors known to hinder provision of health pro-
motion/disease prevention services by primary care
providers are lack of time,1,41,42 competing de-
mands,43 lack of support,44and lack of reimburse-
ment.45 All of these bear on the question of ad-
dressing sleep health in the primary care setting.

Sometimes simple questions are the hardest
ones to ask. Consider for example, How is your
sleep? If a primary care provider poses this ques-
tion, there is roughly a 40% probability that the
answer will be “not good” and will necessitate
additional time-consuming exploration.46 The
process of taking a sleep history is often vexing
because of night-by-night variability in sleep and
because of one quality inherent to the sleep
state— unconsciousness. In this era of increased
pressure for productivity, the primary care pro-
vider may not have time to flesh out the subtleties
of sleep behavior.

Family physicians who look to specialists to eval-
uate and treat their patients with sleep complaints/
symptoms often encounter a lack of support ser-
vices in the community. In many regions of the
United States, there is presently an undersupply of
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diagnostic facilities that test for sleep-disordered
breathing and narcolepsy. There is also a marked
shortage of personnel qualified to provide cogni-
tive-behavioral therapies for insomnia, the gold
standard treatment for this extremely prevalent dis-
order.9

As described earlier, key expert panels and
groups that write guidelines have neglected the
issue of healthy sleep in preventive medicine pro-
tocols. These leaders have an influential role in
defining what is and is not valid content for
clinical encounters and preventive medicine ser-
vices. Medical education and training institutions
serve a similar purpose and there is evidence that
these sources also have not given sleep medicine
its proper due in medical school curricula or in
primary care residency training programs.47 Cur-
rent Accreditation Council for Graduate Medical
Education program requirements for family
medicine training do not mention chronic sleep
loss or sleep disorders.9 The cardinal rule, Don’t
ask the question if you are not prepared to deal
with the answer, may underlie some of the phy-
sician reticence toward raising the issue of sleep
because inadequate training leaves providers feel-
ing ill-prepared to respond to sleep complaints in
a cost-effective and efficient manner. In one clin-
ical study, residents who received didactic in-
struction about sleep disorders were found to ask
about sleep more regularly in subsequent clinical
encounters.48

Finally, reimbursement issues may loom large
among reasons why primary care providers do not
routinely investigate insufficient sleep and sleep
disorders. A sleep specialist can count on revenue
from diagnostic procedures in the sleep laboratory
to subsidize the time-intensive tasks of taking his-
tories, counseling, education, or cognitive/behav-
ioral therapy (for insomnia). In contrast, family
physicians, in their clinic-based practices, have no
such revenue stream and can bill only for “time”
when they provide counseling services about
healthy sleep. The recent decision of the American
Board of Family Practice to offer a certificate of
added qualification in sleep disorders medicine may
alleviate this somewhat by paving the way for more
family physicians to become board-certified in
sleep medicine and thereby be eligible to direct
accredited sleep laboratory diagnostic testing fa-
cilities.

Conclusion
As the clinical field of sleep medicine grows and
matures, there is increasing scientific evidence con-
firming the vital role that sleep plays in health and
well-being. A large number of people with sleep
disorders remain undiagnosed; perhaps an even
larger number face consequences from insufficient
sleep because of behavioral choices that undervalue
the importance of sleeping fully. Many patients are
clamoring for their providers to take notice. One in
20 patients cite a sleep complaint as the primary
reason for visit to a family doctor, that is, approx-
imately one such patient per day in a typical clinic.2

To recommend routine counseling and educa-
tion services for a lifestyle medicine issue, one
needs evidence not only documenting the disease
burden of the behavior but also demonstrating the
effectiveness of screening, counseling, and educa-
tion to change outcomes. Until there is a greater
body of clinical research on this topic, routine clin-
ical preventive services for healthy sleep should be
classified using American Academy of Family Med-
icine categorization as a healthy behavior with in-
sufficient evidence.

In 2007, the clinical field of sleep disorders med-
icine will join other medical and surgical subspe-
cialties and primary care fields in the American
Board of Medical Specialties. Review of systems
questionnaires are frequently keyed to subspecialty
categories (eg, urological symptoms, cardiac symp-
toms, etc) whereas health habits/social histories are
usually keyed to primary care concerns for healthy
lifestyles. Using this model, it may very well be
standard in the future to create a “sleep symptoms”
subsection on review of systems forms and “healthy
sleep hygiene” responses on the social history sec-
tion of screening forms.

The author wishes to thank Sam Kobielush for collecting many
of the health history database forms used in the study and Karen
Lipkind, of the National Center for Health Statistics, for pa-
tiently and repeatedly conducting family medicine-specific in-
quiries to the National Ambulatory Medical Care Survey data
bank.
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