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More than 50% of US children are crushed with debt–sleep debt. The 2014 National Sleep 

in America poll1 found that half of youth obtain less sleep than recommended on school 

nights, meaning approximately 29 million children in the United States are deprived of one 

of the most important basic needs for optimal health and well-being. This debt is especially 

salient because insufficient, irregular, and poor-quality sleep is a risk factor for common 

concerns that dominate pediatric practice, including obesity, mental health problems, and 

learning difficulties.2,3 However, sleep is rarely effectively addressed in primary care.

Recognition of this sleep debt crisis is not new. The Institute of Medicine, Healthy People 

2020 and 2030, and the sleep community4 have emphasized the critical need for healthy 

pediatric sleep. Recently, the recognition that early school start times contribute to chronic 

adolescent sleep curtailment resulted in the 2014 American Academy of Pediatrics (AAP) 

recommendation that middle and high schools begin no earlier than 8:30 AM. Although 

school start times can benefit adolescent sleep duration and health, the vast majority of 

schools still begin before 8 AM.5

While changing school start times is critical for sleep and health outcomes, waiting until 

adolescence to implement policies that increase sleep duration ignores the necessity of sleep 

for early child development and misses the opportunity for earlier intervention in primary 

care. Pediatricians and other primary care professionals (PCPs; physicians, nurse 

practitioners, and physician assistants) have the unique opportunity to support sleep health 

throughout development. By age 18 years, children should spend 40% of their lives sleeping; 

however, PCPs receive little education about pediatric sleep in medical school or residency, 

with even less education available posttraining. Resources to guide PCPs in addressing sleep 
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are limited to AAP recommendations on preventing sudden infant death (SIDS), regular 

screening for snoring, and basic sleep information in Bright Futures. This results in very low 

primary care rates of screening, identification, and treatment for sleep health problems (eg, 

sleep duration, regularity, electronics use) and disorders (eg, insomnia, obstructive sleep 

apnea).6

Sleep must be better integrated in primary care to address this gap and minimize insufficient, 

irregular, and poor-quality sleep. Given the burden on PCPs to address an array of important 

physical and mental health topics in brief visits, innovative methods to address sleep 

efficiently without disrupting routine practice are needed. We offer 3 suggestions.

First, sleep should be assessed as a vital sign, monitored at each preventive visit and tracked 

longitudinally to support anticipatory guidance, prevention, and intervention. Much like a 

growth chart provides a snapshot of physical development, a sleep-specific chart tracking 

duration, regularity, and any problematic symptoms across visits would provide equally 

actionable information. Although sleep lacks a comparable metric to body mass index, 

guidelines for healthy sleep could be applied to help PCPs identify problematic patterns 

while also providing normative child sleep data. Questions from the Sleep in America poll1 

on nighttime sleep duration, regularity, and electronics usage could be used to guide sleep 

assessments, while the 2014 data could generate initial normative information. Triggered by 

an abnormal vital sign, PCPs could use the recently validated and freely available Patient-

Reported Outcomes Measurement Information System (PROMIS) sleep measures to assess 

any reported sleep disturbances. Building these tools into the electronic health record (EHR) 

would facilitate implementation.

Second, the ubiquity of wearable devices, mobile applications to track sleep, and internet-

based resources should be leveraged for sleep health promotion and education in primary 

care. Available sleep apps should be used to support prevention, problem identification, and 

initial behavioral treatment. For example, the Customized Sleep Profile, which is part of the 

free Johnson & Johnson Bedtime App, provides evidence-based7 sleep recommendations for 

young children. Primary care professionals can recommend empirically supported apps as a 

first-line treatment for childhood sleep concerns and to promote healthy childhood sleep 

strategies for all families, even if sleep is not identified as being problematic. However, 

while there are a number of commercial apps for young children and older youth, few are 

evidence-based and most are not tailored for different populations, which neglects racial/

ethnic and socioeconomic sleep disparities.8 While wearable devices may have measurement 

limitations, data from children and families using these devices to monitor sleep and other 

health behaviors, such as physical activity, nonetheless could support clinicians in providing 

anticipatory guidance.

Finally, similar to the Back to Sleep Campaign (now the Safe to Sleep Campaign), 

pediatricians and sleep specialists could partner to lead a campaign to support sleep health 

and to stimulate community partnerships.3 Based on the 1992 AAP safe sleep 

recommendations, the National Institute of Child Health and Human Development provided 

widespread support to launch this messaging. Despite continued barriers to SIDS prevention 

across demographic groups, the Safe to Sleep Campaign has been one of the most successful 
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public health campaigns and continues to draw national attention. Primary care professionals 

are front-line clinicians in supporting SIDS prevention and reinforcing safe sleep messaging 

to families. A campaign with consistent messaging, sleep health education toolkits, and 

other materials that builds on or complements the Safe to Sleep Campaign could be 

systematically disseminated in primary care and other relevant contexts (eg, early 

intervention, schools, dental and specialty care, community centers, religious settings). As 

most adults obtain insufficient sleep, this campaign could target all family members, 

addressing known sleep-related morbidities, including mental health concerns, obesity, and 

related cardiometabolic risks that begin in childhood.

Several challenges will need to be overcome to achieve these goals. Time and resource 

constraints may limit additional sleep measurement in pediatric practices and affect clinician 

uptake.9 However, the benefits accrued to well-being by effectively managing sleep would 

motivate the effort needed, and electronic systems, including the EHR, could help streamline 

this approach. In introducing apps to monitor sleep, we must also ensure that these apps are 

based on evidence and that devices do not contribute to the growing problem of electronics 

interfering with healthy sleep. Benefits from the Safe to Sleep Campaign took years to 

accrue and involved partnerships with many groups. Building a similar campaign to address 

sleep more broadly would require concerted effort and resources. Partnerships between the 

AAP, National Institute of Child Health and Human Development, the Centers for Disease 

Control, American Academy of Sleep Medicine, National Sleep Foundation, Sleep Research 

Society, and other organizations promoting healthy pediatric sleep and free public education, 

such as the Pediatric Sleep Council (http://www.babysleep.com), could also support this 

effort. Given global concerns about pediatric sleep,10 partnerships with the World Health 

Organization and other international entities may be another avenue to support widespread 

sleep health messaging. Finally, some may continue to question the health benefits of 

improved sleep. A growing body of literature demonstrating the effects on some of the most 

salient challenges for families and in practice–school success, peer relationships, behavior, 

and others–will need to motivate continued action.

Healthy sleep is essential for child health. Conceptualizing sleep as a vital sign, 

implementing EHR-based screening and tracking of sleep, and encouraging families to 

adopt healthy sleep habits are behaviors that PCPs can implement with their patients now. 

Creating a sleep health campaign is an important future direction. Despite the many 

competing demands challenging PCPs, pediatric practice must change to more aggressively 

promote sleep health and, in turn, child and family well-being. Otherwise, our children will 

continue to accrue a sleep debt that rivals the national debt but may be even harder to pay 

down over time.
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