
W H Y  T H I S  R E P O R T

A sleep problem can look like a neurological symptom, worsen a
neurological disorder, or complicate the treatment used to manage it
Neurologists routinely work with symptoms that sleep can imitate, amplify, or obscure: fatigue, daytime sleepiness, nocturnal events,

cognitive change, morning headache, mood change, and altered motor function. The challenge is not simply recognizing poor sleep. It is

deciding when sleep is clinically relevant enough to change the neurological differential, testing strategy, treatment plan, or follow-up.

That distinction becomes especially important when seizure control appears to worsen, dream enactment raises concern for REM sleep behavior

disorder, daytime sleepiness could reflect medication or sleep-disordered breathing, or cognitive complaints risk being attributed too quickly to
the neurological diagnosis itself.

The MDForLives survey examines where neurologists see the greatest disease-control impact from sleep disruption, which sleep conditions

create the most diagnostic or management difficulty, how sleep is screened during neurological evaluation, what symptoms trigger deeper

investigation, how clinicians use testing and referral, where integrated care breaks down, and which system changes they believe would improve

the pathway.

Survey frame: 82 survey records across six countries with a 72% completion rate. Core single-select question bases range from 60 to 63 recorded responses.

Percentages and counts are reported directly from the supplied export. Administrative, required-text, after-question, and honeypot fields were excluded. Open-

ended responses were reviewed thematically without creating qualitative percentages.

C L I N I C A L  C O N T E X T

The neuro-sleep interface is clinically important, but the right test
and treatment still depend on the neurological context
External evidence provides the context for why neurologists may need to revisit sleep when disease control, daytime function, or

nocturnal symptoms change. It does not determine the survey findings below.

The Epilepsy Foundation describes inadequate sleep as a seizure trigger for some people with epilepsy, and the International League Against

Epilepsy notes that avoiding sleep deprivation and irregular sleep patterns may support seizure control. That relationship helps explain why sleep
disruption can become clinically important when nocturnal events or seizure frequency changes.

For suspected obstructive sleep apnea, the American Academy of Sleep Medicine positions home sleep apnea testing as an alternative to

polysomnography for appropriately selected uncomplicated adults at increased risk for moderate-to-severe OSA. The statement also emphasizes

that testing should follow a medical evaluation and be clinically interpreted rather than used as population screening. Neurological complexity

therefore matters when deciding whether home testing, laboratory polysomnography, or specialist assessment is the appropriate next step.

REM sleep behavior disorder adds a different kind of neurological relevance. AASM guidance addresses both symptom management and injury

prevention, and the condition can be associated with neurodegenerative disorders such as Parkinson disease, dementia with Lewy bodies, and

multiple system atrophy. In practice, sleep is therefore not one diagnostic category but a set of overlapping problems that may require different

histories, tests, and care pathways.

How to read the report: External sources describe current clinical context. MDForLives percentages are respondent selections from the supplied survey.
MDForLives interpretation is clearly separated from both and should not be read as a causal treatment claim.

E X E C U T I V E  S U M M A RY

Six signals define how sleep enters neurological decision-making -
and where the pathway slows down.

0 1

57.4%
Daytime sleepiness reopens the differential

Unexplained fatigue or daytime sleepiness is the leading trigger for

investigating an underlying sleep disorder.

0 2

52.5%
History comes before formal screening

Targeted sleep questions within the clinical history are the most

common first-line screening approach.

0 3

50.8%
Testing often follows suspicion directly
Half usually order home sleep apnea testing or polysomnography

when OSA or a complex sleep disorder is suspected.

0 4

46.7%
Access is the dominant operational barrier
Long waits for sleep consultation or polysomnography lead the

obstacles to integrated neuro-sleep care.

0 5

44.4%
Epilepsy shows the strongest sleep-disease-control signal

Respondents most often identify epilepsy or seizure disorders as the

neurological setting where unmanaged sleep disruption complicates

control.

0 6

38.3%
Faster access is the preferred integration lever

Testing and specialist access rank first, followed closely by

integrated neurology-sleep pathways at 33.3%.
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D I S E A S E - C O N T R O L  I N T E R FA C E

Unmanaged sleep disruption is most often linked to difficult disease
control in epilepsy and seizure disorders
44.4% select epilepsy or seizure disorders.

C O N T E X T

Sleep becomes clinically important in neurology when it changes disease

control, obscures nocturnal events, or alters confidence in the explanation for

a symptom. Epilepsy makes that intersection especially visible because sleep

deprivation, sleep fragmentation, and nocturnal events can all enter the clinical

conversation.

W H AT  T H E  D ATA S H O W S

Epilepsy or seizure disorders lead at 44.4%, followed by Parkinson’s or

movement disorders at 23.8%, dementia or cognitive disorders at 17.5%, and

chronic migraine or headache disorders at 14.3%.

T H E  I N S I G H T

The ranking is best read as a perception of where unmanaged sleep creates

the most difficult control problem for this respondent group. It does not mean

sleep is unimportant in the other conditions; rather, epilepsy places the

relationship between sleep, nocturnal events, and symptom control closest to

the center of neurological management.

W H Y I T  M AT T E R S

When seizure frequency, nocturnal events, fatigue, or sleep schedule

changes, sleep may need to be reviewed alongside adherence, medication

effects, comorbidity, and the neurological diagnosis itself. The decision is not

“sleep versus epilepsy” but whether sleep is one modifiable contributor within

a more complex picture.

Where unmanaged sleep disruption most complicates neurological
disease control

Epilepsy or seizure

disorders
44.4%

Parkinson's / movement

disorders
23.8%

Dementia / cognitive

disorders
17.5%

Chronic migraine /

headache disorders
14.3%
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D I A G N O S T I C  C H A L L E N G E

OSA and REM sleep behavior disorder sit at the top of the diagnostic
challenge list for different reasons
34.4% select OSA; 32.8% select RBD or parasomnias.

C O N T E X T

Neurologists encounter sleep disorders that overlap with neurological

symptoms in very different ways. OSA can contribute to daytime sleepiness,

fatigue, headache, and cognitive complaints. RBD can present through dream-

enactment behaviors and has specific relevance in neurodegenerative

disease.

W H AT  T H E  D ATA S H O W S

OSA is selected by 34.4%, RBD or parasomnias by 32.8%, central sleep

apnea or nocturnal hypoventilation by 19.7%, and RLS or sleep-related

movement symptoms by 13.1%.

T H E  I N S I G H T

The near tie is more informative than a simple winner. It suggests that the

challenge is split between common sleep-disordered breathing and a

parasomnia that may require careful neurological interpretation. Central

breathing disorders and movement symptoms add a further layer where

respiratory, motor, medication, and neurological history can intersect.

W H Y I T  M AT T E R S

A uniform sleep workflow is unlikely to fit every neurological presentation. The

clinical question should determine whether the next step is focused sleep

history, OSA evaluation, characterization of parasomnia or nocturnal behavior,

respiratory assessment, or specialist collaboration.

Sleep-related condition presenting the greatest diagnostic or
management challenge

34.4%

OSA

32.8%

RBD / parasomnias

19.7%

Central apnea /
hypoventilation

13.1%

RLS / sleep-related
movement
symptoms
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F I R S T- L I N E  S C R E E N I N G

Most neurologists begin with targeted sleep questions before reaching for
a formal screener
52.5% use targeted sleep questions within the clinical history.

C O N T E X T

A neurological consultation already contains a dense symptom history,

medication review, functional assessment, and examination. Sleep screening

has to fit inside that workflow without becoming a disconnected checklist.

W H AT  T H E  D ATA S H O W S

52.5% most commonly use targeted sleep questions within the clinical history.

32.8% use validated tools such as Epworth, STOP-Bang, or PSQI. 13.1%

screen only when patients or caregivers report symptoms, and 1.6% rarely

screen unless neurological treatment is unsuccessful.

T H E  I N S I G H T

The data favors a history-led model rather than a tool-led one. That can be

clinically sensible because the sleep question often depends on the

neurological presentation: snoring and apneas matter differently from dream

enactment, nocturnal movements, medication-related insomnia, or a changing

seizure pattern.

W H Y I T  M AT T E R S

The opportunity is to make targeted sleep history reliable enough that

important signals are not dependent on the patient volunteering them.

Structured prompts or validated tools can complement clinical history without

replacing neurological judgement.

How sleep is most commonly screened during an initial
neurological evaluation

Targeted sleep questions

in clinical history
52.5%

Validated screening tools 32.8%

Screen only when

symptoms are reported
13.1%

Rarely unless

neurological treatment is

unsuccessful

1.6%

04
AT T R I B U T I O N  A N D  M E D I C AT I O N  R I S K

The risk is not only missing a sleep disorder; it is also mistaking
medication effects or sleepiness for the neurological disease
39.3% prioritize sedatives increasing cognitive or fall risk.

C O N T E X T

Sleep management in neurology is inseparable from medication safety and

symptom attribution. Sedating medicines may worsen balance, cognition, or

daytime alertness, while some neurological medicines can disrupt sleep. OSA

or insufficient sleep can also coexist with fatigue that might otherwise be

attributed to the neurological condition.

W H AT  T H E  D ATA S H O W S

39.3% identify sedatives increasing cognitive or fall risk as the most important

clinical or medication-related risk. Neurological medications disrupting sleep

and overlooking OSA as a contributor to symptoms are each selected by

21.3%; 18.0% select misinterpreting daytime sleepiness as neurological

fatigue.

T H E  I N S I G H T

The four response options point to one connected problem: attribution. A

patient can appear more cognitively impaired, more fatigued, less steady, or

more symptomatic because of the disease, the treatment, a sleep disorder, or

an interaction among them.

W H Y I T  M AT T E R S

Sleep assessment can change neurological management even when it does

not change the diagnosis. Recognizing a medication or sleep contribution may

alter the questions asked, the monitoring plan, the need for testing, or the

interpretation of functional change.

Most important clinical or medication-related risk when managing
sleep

Sedatives increasing

cognitive or fall risk
39.3%

Neurological medications

disrupting sleep
21.3%

Overlooking OSA as a

symptom contributor
21.3%

Misinterpreting

sleepiness as

neurological fatigue

18.0%
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S Y M P T O M  T R I G G E R S

Unexplained fatigue and daytime sleepiness are the strongest prompts to
reopen the differential
57.4% investigate sleep most often when fatigue or daytime sleepiness is unexplained.

C O N T E X T

Excessive sleepiness and fatigue are common but nonspecific complaints. In

neurology they can reflect the disorder itself, medication effects, fragmented

sleep, sleep-disordered breathing, mood, circadian disruption, or more than

one factor at once.

W H AT  T H E  D ATA S H O W S

57.4% select unexplained fatigue or daytime sleepiness as the symptom most

likely to prompt sleep-disorder investigation. Worsening seizures or nocturnal

events and increased headache or migraine burden each account for 18.0%,

while cognitive, behavioral, or motor deterioration accounts for 6.6%.

T H E  I N S I G H T

The leading trigger is not a disease-specific neurological event. It is a broad

functional symptom that tells the clinician the existing explanation may be

incomplete. The smaller seizure, headache, and cognitive or motor groups

show that sleep investigation can also be prompted by changes closer to the

neurological disease itself.

W H Y I T  M AT T E R S

The practical value of sleep screening may be highest at the moment a

symptom stops fitting the expected neurological trajectory. That is when a

targeted sleep history can help decide whether additional testing or referral is

warranted.

Symptoms or outcomes most likely to trigger investigation of an
underlying sleep disorder

57.4%

Fatigue / daytime
sleepiness

18.0%

Worsening seizures
/ nocturnal events

18.0%

Headache /
migraine burden

6.6%

Cognitive /
behavioral / motor

deterioration
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T E S T I N G  A N D  R E F E R R A L

Once suspicion is high, neurologists tend to move toward formal testing
rather than watchful waiting
50.8% usually order HSAT or polysomnography directly.

C O N T E X T

Suspecting a sleep contribution does not complete the diagnostic pathway.

Neurologists still have to decide whether to test directly, refer, begin basic

sleep-focused management, or co-manage after formal testing. That choice is

especially important because not every sleep test fits every neurological

patient.

W H AT  T H E  D ATA S H O W S

50.8% usually order home sleep apnea testing or polysomnography directly,

23.0% refer directly to a sleep specialist, 19.7% begin basic sleep-focused

management first, and 6.6% co-manage after formal sleep testing.

T H E  I N S I G H T

Formal testing is the dominant next step, but the response option groups

HSAT and polysomnography together. The survey therefore shows the

importance of diagnostic testing without proving which modality is preferred in

each neurological scenario. Current AASM guidance limits HSAT to

appropriate clinical contexts and emphasizes medical evaluation and

interpretation.

W H Y I T  M AT T E R S

The practical question is not “test or do not test.” It is which test answers the

question safely and efficiently. Complex nocturnal events, comorbidity,

hypoventilation concerns, parasomnias, and neurological complexity may

change the threshold for laboratory testing or specialist involvement.

Usual next step when OSA or a complex sleep disorder is suspected

Order HSAT or

polysomnography

directly

50.8%

Refer directly to a sleep

specialist
23.0%

Begin basic sleep-

focused management

first

19.7%

Co-manage after formal

sleep testing
6.6%

07
A C C E S S  B O T T L E N E C K

The biggest neuro-sleep barrier appears after suspicion: getting patients
to testing and specialist care
46.7% cite long waits for sleep consultation or polysomnography.

C O N T E X T

Integrated care can fail even when the clinician recognizes the sleep problem.

Testing capacity, specialist availability, treatment adherence, EHR support,

and ownership all influence whether the concern becomes a completed

diagnostic and management pathway.

W H AT  T H E  D ATA S H O W S

Long waits for sleep consultation or PSG lead at 46.7%. Patient adherence to

PAP, CBT-I, or other interventions follows at 21.7%; lack of coordinated

neurology-sleep pathways accounts for 18.3%, and limited sleep-screening

tools within the EHR account for 13.3%.

T H E  I N S I G H T

The leading barrier sits outside the diagnostic reasoning itself. Access to

testing and consultation outweighs the lack of an EHR tool, and patient

adherence is important but not the top constraint. This suggests that better

screening alone would not solve the integration problem.

W H Y I T  M AT T E R S

A neurologist can identify a credible sleep concern yet still be unable to close

the loop quickly. Shorter diagnostic queues, clear referral routes, visible

results, and defined responsibility for follow-up may therefore matter as much

as the screening method used at the first visit.

Biggest operational barrier to integrated neuro-sleep care

Long waits for sleep

consultation or PSG
46.7%

Patient adherence to

PAP / CBT-I / other

interventions

21.7%

Lack of coordinated

neurology-sleep

pathways

18.3%

Limited sleep screening

tools in the EHR
13.3%
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A F T E R  S L E E P  T R E AT M E N T

Neurologists report perceived improvement across seizures, Parkinson-
related function, cognition, and migraine rather than one dominant
outcome
28.3% select seizure control; 28.3% select Parkinson-related alertness, motor function, or
sleepiness.

C O N T E X T

When a comorbid sleep disorder is identified and treated, the neurological

question becomes whether anything clinically meaningful changes. The survey

asks respondents to choose the domain where they see the greatest

improvement, capturing clinician perception rather than a controlled treatment

effect.

W H AT  T H E  D ATA S H O W S

Seizure control in epilepsy and alertness, motor function, or sleepiness in

Parkinson’s are tied at 28.3%. Mood or cognitive functioning follows at 23.3%,

and migraine frequency or severity at 20.0%.

T H E  I N S I G H T

The distribution is deliberately broad. No single domain dominates, which fits

the idea that sleep can influence different parts of neurological care through

different mechanisms. It also argues against interpreting sleep treatment as a

universal neurological therapy.

W H Y I T  M AT T E R S

Improvement after sleep treatment should be reassessed rather than

assumed. Changes in fatigue, cognition, seizures, movement symptoms, or

headache may help refine the neurological plan, while lack of improvement

may indicate that sleep was only one contributor or that another explanation

remains important.

Clinical domain perceived to show the greatest improvement after a
comorbid sleep disorder is treated

28.3%

Seizure control

28.3%

Parkinson-related
alertness / motor /

sleepiness

23.3%

Mood / cognitive
function

20.0%

Migraine frequency
/ severity
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I N T E G R AT I O N  P R I O R I T I E S

The preferred fix is faster access, followed closely by a coordinated
neurology-sleep pathway
38.3% choose faster access to sleep testing and specialists; 33.3% choose integrated
clinical pathways.

C O N T E X T

The final integration question asks respondents to choose one improvement

that would most help routine neurological care. The options span screening

protocols, access, clinical pathway design, and additional evidence.

W H AT  T H E  D ATA S H O W S

Faster access to sleep testing and specialists leads at 38.3%. Integrated

neurology-sleep clinical pathways follow at 33.3%, disease-specific sleep-

screening protocols at 21.7%, and better evidence on sleep treatment and

neurological outcomes at 6.7%.

T H E  I N S I G H T

Respondents prioritize service delivery over information alone. The combined

message from access and pathway selections is that neurologists often know

when sleep deserves attention, but the surrounding system does not always

move at the same pace as the clinical suspicion.

W H Y I T  M AT T E R S

A stronger neuro-sleep model would trigger sleep assessment at the right

neurological moments, route patients to appropriate testing quickly, return

results into the neurological record, clarify who owns treatment and follow-up,

and reassess whether the neurological picture changed after the sleep

problem was addressed.

Change most likely to improve integration of sleep assessment and
treatment

Faster access to sleep

testing and specialists
38.3%

Integrated neurology-

sleep clinical pathways
33.3%

Disease-specific sleep

screening protocols
21.7%

Better evidence on sleep

treatment and

neurological outcomes

6.7%

O P E N  R E S P O N S E  L E N S

When neurologists describe cases where sleep changed the clinical
picture, delayed recognition and delayed access appear repeatedly
The open-ended question asked respondents to recall a neurological patient in whom an underlying sleep disorder changed clinical assessment or

management. Responses were multilingual and varied in detail. They were reviewed qualitatively; no percentages were created for themes.

Sleep disorders can mimic or amplify neurological symptoms

Respondents described fatigue, cognition, headache, daytime sleepiness,

nocturnal symptoms, and memory complaints that became easier to interpret

after sleep was considered. These anecdotes show how sleep can alter

attribution, not that every such symptom is sleep-driven.

Epilepsy repeatedly brings the sleep relationship into focus

Several responses connected sleep deprivation, OSA, central apnea, nocturnal

events, or worsening sleep patterns with seizure management. Some

emphasized careful history and formal sleep assessment when the neurological

story remained incomplete.

Access to testing is part of the clinical problem

Faster sleep-laboratory access, polysomnography, quicker referral, and better

appointment availability recur in the comments. This mirrors the quantitative

finding that long waits for consultation or PSG are the leading operational barrier.

Qualitative signal: Several respondents described patients whose fatigue, cognition, seizures, headaches, or daytime function changed after a sleep disorder

was identified and managed. These are individual clinical experiences and should not be interpreted as proof of treatment effect.

P E O P L E  A L S O  A S K  ·  T O P I C  FA Q

Frequently asked questions about sleep
disorders in neurology
Concise answers to common clinical questions about sleep, seizures, OSA, REM sleep behavior disorder, neurological symptoms, and

diagnostic testing.

Can sleep deprivation worsen seizures?

Yes. Insufficient or disrupted sleep can be a seizure trigger for some people with epilepsy, although the effect varies by person. Persistent sleep problems or changes in
seizure pattern should be assessed in the context of the neurological condition, medicines, and other possible contributors.

How can obstructive sleep apnea affect neurological symptoms?

Obstructive sleep apnea can contribute to excessive daytime sleepiness, fatigue, morning headache, and cognitive complaints. Those symptoms may overlap with

neurological disease or medication effects, so clinicians often need to consider sleep as one part of the differential rather than assume a single cause.

When is polysomnography used in neurological patients?

Polysomnography is used when a sleep disorder or complex nocturnal event requires formal characterization. Home sleep apnea testing can be an option for appropriately
selected uncomplicated adults with suspected obstructive sleep apnea, while more complex clinical situations may require laboratory-based testing or specialist

assessment.

What is REM sleep behavior disorder?

REM sleep behavior disorder is a parasomnia in which the normal muscle relaxation of REM sleep is lost and dream-enactment behaviors can occur. It matters in neurology

because it can cause injury and may be associated with conditions such as Parkinson disease, dementia with Lewy bodies, or multiple system atrophy.

Can treating a sleep disorder improve neurological symptoms?

It can improve sleep-related symptoms and may help some patients function better, but the effect depends on the sleep disorder, neurological condition, and treatment
response. The MDForLives survey captures neurologists’ reported perceptions of improvement; it does not establish that sleep treatment caused a neurological outcome.

Which sleep symptoms should prompt further neurological evaluation?

Relevant signals can include excessive daytime sleepiness, snoring or witnessed apneas, dream enactment, restless legs symptoms, morning headache, unexplained

cognitive or behavioral change, and nocturnal events. The significance of each symptom depends on the broader neurological history and examination.

N E U R O - S L E E P  D E C I S I O N  L E N S

What this means at four points in a neurological evaluation.
The survey suggests a practical sequence: recognize when sleep may be altering the neurological picture, match testing to the clinical question, keep

attribution disciplined, and close the loop after treatment.

C L O S I N G  P E R S P E C T I V E

Integrated neuro-sleep care begins with attribution, but it succeeds
or fails on access and pathway design
The survey does not describe sleep as a separate problem sitting beside neurology. It describes sleep as something that can enter the

neurological picture at multiple points: disease control, medication safety, symptom attribution, nocturnal events, cognitive complaints, headache,

daytime function, and the interpretation of what changes after treatment.

That is why the dominant first step is so revealing. Most respondents begin with targeted sleep questions inside the neurological history. They are not waiting for sleep

to become a standalone complaint; they are looking for it within the presentation already in front of them. When suspicion becomes strong, formal testing is common,

particularly for suspected OSA or complex sleep disorders.

The gap is operational. Long waits for consultation or polysomnography lead the barriers, and faster access to testing and specialists is the most selected

improvement. Integrated neurology-sleep pathways follow closely. The open comments reinforce the same theme through patient stories in which delayed recognition,

delayed testing, or better access changed what clinicians could understand or do.

The practical implication is not to screen every patient in the same way or to assume that treating sleep will improve every neurological outcome. It is to make the

sleep question easier to recognize, the diagnostic pathway easier to complete, and the result easier to feed back into neurological care. Better neuro-sleep integration

is therefore as much a workflow and access problem as it is a diagnostic one.

Recognize the trigger

Use unexplained sleepiness, nocturnal events, changing disease control, headache, or
cognitive and motor changes as prompts to reconsider sleep when clinically appropriate.

Choose the right test

Match home testing, laboratory polysomnography, or specialist referral to the suspected
disorder, comorbidity, and complexity of the neurological presentation.

Make ownership explicit

Clarify who reviews results, manages the sleep disorder, monitors adherence, and
reassesses the neurological symptom that initiated the work-up.

Measure what changed

After treatment, reassess the relevant symptom or disease-control concern rather than
assuming that a treated sleep disorder automatically changes neurological outcomes.

R E F E R E N C E S  A N D  D ATA S O U R C E

Sources used for context and verification
1. MDForLives internal survey report. All Markets Report for SGID 8979779, Project: Engagement Campaign | Neuro Insight Survey_Sep | MDForLives. Survey records: 82; completion rate:

72%; countries represented: USA, UK, Canada, Italy, France, Germany.

2. American Academy of Sleep Medicine. Clinical Use of a Home Sleep Apnea Test: An Updated American Academy of Sleep Medicine Position Statement.

3. American Academy of Sleep Medicine. Clinical practice guidance for REM sleep behavior disorder.

4. Epilepsy Foundation. Lack of Sleep and Epilepsy.

5. International League Against Epilepsy. SUDEP and seizure-control information, including sleep-related lifestyle considerations.

6. Parkinson’s Foundation. Sleep Disorders and Parkinson’s Disease.

External sources provide clinical context. Survey percentages represent MDForLives respondent selections and are reported directly from the supplied source export. The open-response
analysis is qualitative and does not assign theme percentages.
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Ask before attribution

When fatigue, sleepiness, cognition, morning headache, dream enactment, or

nocturnal events do not fit the expected neurological trajectory, bring sleep into
the history before assigning the symptom to disease progression.

Match testing to complexity

HSAT, polysomnography, and specialist referral answer different questions. The
neurological context and suspected sleep disorder should determine the
pathway rather than a one-test-for-all rule.

Separate coexistence from causation

A sleep disorder may coexist with, amplify, or resemble part of a neurological

presentation. Identifying sleep does not automatically redefine the
underlying neurological diagnosis.

Close the loop after treatment

Reassess sleepiness, function, nocturnal events, adherence, safety, and the

neurological symptom that triggered the work-up. Improvement should be
observed and contextualized, not assumed.

T H E  G L O B A L  P U L S E  O F  H E A LT H C A R E  ·  N E U R O L O G Y  I N S I G H T  R E P O R T

Sleep Disorders in Neurology: When Sleep
Changes the Clinical Picture
Neurologist perspectives on sleep-related disease control, OSA and RBD, screening, symptom attribution, formal testing, referral

bottlenecks, and what integrated neuro-sleep care may need next.

NEUROLOGICAL PRESENTATION → SLEEP HISTORY → TESTING / REFERRAL → INTEGRATED MANAGEMENT

82
Survey records

6
Countries represented

USA · UK · Canada · Italy · France · Germany

72%
Completion rate

8979779
SGID

Help future neurology insights reflect how sleep changes real-world
neurological care.
Join MDForLives to share professional perspectives on sleep screening, epilepsy, movement disorders, cognition, diagnostic access,

treatment, and integrated neuro-sleep pathways.

Join the Panel

https://aasm.org/advocacy/position-statements/clinical-use-of-a-home-sleep-apnea-test-an-updated-american-academy-of-sleep-medicine-position-statement/
https://aasm.org/new-guideline-provides-treatment-recommendations-for-people-who-act-out-their-dreams-while-asleep/
https://www.epilepsy.com/what-is-epilepsy/seizure-triggers/sleep
https://www.ilae.org/patient-care/sudep
https://www.parkinson.org/understanding-parkinsons/non-movement-symptoms/sleep-disorders
https://www.mdforlives.com/

