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ABSTRACT 
Writing is an important tool in the process of learning and communication. Many universities across the United States recognize 
the importance of implementing writing into respective learning disciplines through a number of approaches. A respiratory 
therapy program at a large urban university recently assimilated a writing intensive course into their baccalaureate curriculum 
over a two-year period. A faculty member and a graduate teaching assistant planned as co-instructors various writing 
assignments that would incorporate writing as an activity to promote critical thinking and learning. The instructors made a 
dedicated effort to improve professional communication skills through various writing-to-learn strategies and observed the 
students appreciating an opportunity to be creative. 

 
INTRODUCTION 
Confidence in people’s self-reported sleep position is important in several settings. Allied health professionals rely on patients to 
supply accurate and reliable information about their ‘usual’ and ‘recent’ sleep positions, and reasons for changes to these, in 
order to construct appropriate health management strategies.1 For example patients who present to allied health practitioners 
with nocturnal and or waking musculoskeletal symptoms are often asked about their ‘usual’ and ‘recent’ sleep positions to 
determine if these could be stressing anatomical structures and contributing to the presenting problem..2  Moreover, a change in 
sleep position is reported as being beneficial to the health of people who suffer a range of medical conditions such as heartburn, 
chronic indigestion, 3 asthma or other respiratory illnesses, 4 and sleep apnoea.5  

Manufacturers are increasingly producing pillows that are claimed to be specifically designed for side or supine sleepers. Key 
assumptions are that purchasers are familiar with their ‘usual’ sleeping positions, and that ‘usual’ sleep positions are habitual.  

People first begin to develop a definite sleep position, at about three months of age, when infants begin to move freely and turn 
over by themselves, by the age of seven years a definitive sleep position is assumed (6). In adults the most common reported 
sleep position is the semi-foetal position, with other common positions being full-foetal, prone and supine.6,7,8 Although 
individuals have a pattern of constancy with regard to sleep position 9 as age increases this pattern changes with increased 
preference for the side sleep position, decreased preference for the prone sleep position, decreased position shifts and 
increased amounts of postural immobility 10 lasting between 45 and 110 minutes.11,12 
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Adult subjects are reported to change their position of sleep between three and 36 times per night. 6,7,11,13 Reports of position 
shifts vary considerably between studies due to the sensitivity of the recording or observation technique and the definition of 
position shift.14 A videotape study undertaken to observe only body position changes in adults reported that participants 
averaged 13 body position shifts per night.11 Good sleepers change sleep position during the night less often than poor 
sleepers.7,12,15 Subject self-estimates of body movement frequency during the night are reported to be significantly related to 
recorded gross body movements.16 Position shifts during the night have been related to stage of sleep,17,18 medication usage, 
19,20 level of comfort which may be related to temperature, hardness of the bed surface, 18 soft tissue compression21 
uncomfortable pillow,22 unfamiliar surroundings, noise, anxiety and stress,17 medical and musculo-skeletal condition,9, 23, 24, 25, 26 

and partner movement.27 

 This study does not concern itself with issues of sleep laterality but investigates the validity, consistency and reliability of self 
reported supine, prone and side sleep positions and specifically asks the questions:  

• Do people sleep in the position they report they sleep in? 
• Is there agreement over time with regard to self reports of sleep position? 
• Is there agreement over time between self reported sleep position and recorded sleep position? 

Ethics approval for this study was gained from the University of South Australia, the Queen Elizabeth Hospital, Woodville, South 
Australia and complied with the Helsinki Declaration. 

METHOD 
Location 
This study was conducted at the Centre for Sleep Research of the University of South Australia, which is housed at The Queen 
Elizabeth Hospital, Woodville, South Australia. The sleep laboratories are modern and comfortable with a bed, chair, desk and 
TV provided in each room. Subjects have access to a lounge room, bathroom and kitchen facilities to allow them to perform their 
usual bedtime rituals in privacy and comfort.  
 
Subjects 
Subjects were eligible for the study if at the time of the study they were not suffering from any sleep disorder or any current 
medical or emotional condition which altered their usual sleep behaviours. Twelve eligible male and female volunteers were 
recruited from individuals known to the Sleep Centre from other studies, and from colleagues of the researchers. Recruitment 
was in age strata of 18 to 39 years, 40 to 59 years and 60 years and over.  

All participants were mailed an information sheet two weeks prior to commencement of the study and written informed consent 
was obtained from each subject at the commencement of the study. 

Considering the ‘first night’ effect 
It is general practice in sleep research not to use data collected on the first night of sleep in the sleep laboratory. This is 
considered to be an adaptation night to take account of the effect of a different sleep environment which may influence usual 
sleeping patterns. It is known that during a subject’s first night of sleep in a laboratory they have an increased state of vigilance 
or arousal, which is considered to be a normal stress response to a novel or uncomfortable situation.28.29 The first night effect in 
normal subjects is characterised by a longer rapid eye movement (REM) sleep latency, increased wakefulness within total sleep 
time, and decreased sleep efficiency.30  
It has been shown that the first night effect is strongly associated with the experimental surroundings and the recording method 
itself (31). When the physical imposts of providing recordings in a sleep laboratory are reduced and a comfortable friendly 
environment is provided, the first night effect has been shown to diminish.29,30,32  To ameliorate any first night effect, subjects in 
this study were encouraged to follow their usual bed time rituals. They used their own pillow and were encouraged to undertake 
their usual routine prior to retiring (including time of retiring). This maintained subjects’ test environment as closely as possible to 
their usual sleep environment.    
 
Procedure 
Subjects slept at the Sleep Centre for one night, returned home to sleep for two nights and then spent a second night at the 
Sleep Centre. Two nights sleep at home between test nights were required to allow subjects who experience sleep deprivation 
(such as after sleeping in an unfamiliar environment such as a sleep laboratory) to recover.30  



Self-Reported versus Recorded Sleep Position: An Observational Study                                                                                                                            3 
 

 
© The Internet Journal of Allied Health Sciences and Practice, 2004 
 

Data collection 
Self-reports of sleep position were collected by questionnaire, administered twice, on each occasion of testing at the Sleep 
Centre (See Appendix). Prior to retiring, subjects recorded the position in which they believed they spent most time during a 
‘usual’ night’s sleep, and the following morning, they recorded the position in which they believed they had spent the most time 
during the previous night. They also reported whether this position differed from their ‘usual’ sleep position, and if so why this 
may have occurred. Actual sleep behaviours were captured on video tape.  

Each sleep laboratory was lit by an infra-red light source. A video camera was attached to the ceiling directly over the bed and 
connected to monitors and video recorders in the control area. Subjects were videotaped for the entire time spent in bed (going 
to sleep, asleep and waking up) on both nights spent in the sleep laboratory.  As no polysomnography was used in this study, it 
was not possible to determine the actual time of onset of sleep or waking, or the presence of physiological variations related to a 
first night effect. Thus ‘sleep’ was determined as a gross measure of the time spent by each subject in bed, with the intention of 
sleeping.  

The videotapes were viewed later by one of the research team (SG), who used the video counter, which measured time in hours, 
minutes and seconds, to determine how much time was spent in the side, supine and prone positions whilst in bed, and the 
number of times subjects changed position. As described in a previous study body position was defined as prone if the subject 
lay on the stomach, supine if the subject lay on their back with both shoulders on the bed and left or right side, if the subject was 
judged to be neither on the stomach or the back and was to some degree turned either to the right or left side, as judged by the 
position of the shoulders.11 

Statistical Analysis 
To test validity: From the video data, the amount of time spent by each subject in side, prone and supine positions throughout the 
night was summed, and expressed as a percentage of the total time spent in bed. Per subject, the most common sleep position 
from the video data was compared with questionnaire responses. Validity was reported as the sensitivity with which subjects’ 
reports of their ‘usual’ and ‘last night’ sleep position correlated with the video data. 

To determine consistency of sleep positions, the number of hours, and the percentage of total sleep time spent in each position 
(calculated from the video data) was compared across both nights using paired two tailed Student t-tests. Using the same data 
and the same approach to testing, the number of times subjects changed position during sleep was compared.    

To test reliability of self reports, the two sets of questionnaire responses were compared in three ways (nights 1 and 2 ‘usual’ 
sleep, mornings 1 and 2 ‘last night sleep’, and ‘usual’ and ‘last night’ sleep for both occasions of testing). Percent agreement was 
reported for each calculation. Kappa scores could not be calculated because of lack of numbers in some cells. The effect of age 
was assessed for all investigations, using Student t-tests, ANOVA models or chi squared tests as appropriate.   

RESULTS 
Subjects 
The twelve subjects consisted of one male and three females in each of three age groups (18-39 years, 40-59 years and 60 
years and over). All subjects reported that they experienced no usual sleep disturbance due to medical or emotional problems.  
 
Actual sleep behaviours 
Sleep positions  
Calculated from the video data, the number of hours spent in side, supine and prone positions, and the percentage that these 
values represented of the total amount of ‘sleep’ is shown in Table 1 for each subject on both occasions of testing. As reported in 
table 2 overall 73.2% of the total amount of sleep time over the two nights was spent in the side lying position. Supine sleeping 
reflected a considerably lower percentage of total sleeping time, 22.3%, with prone sleeping taking up the remainder of the time. 
Over the two nights of testing there were no statistically significant differences between the amounts of time subjects were 
observed (via video) to spend in each sleep position (Table 3). 
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Table 1. The amount of time (hours and minutes), and the percentage of the total amount of time, spent in sleep 
positions by each subject as recorded by video. 

Subject Night Age group Gender  Side  %  Supine % Prone  

  

% 

1 1 18-39 F 8.21  96.9 0.16   3.1     

  2     4.32  69.2 2.01   30.8     

2 1 18-39 F 2.26  37.4 2.52   44.1 1.12  18.5 

  2     4.06  57.7 2.03   28.9 0.57  13.4 

3 1 18-39 F 3.33  55.3 1.31  23.7 1.21   21 

  2     1.29  24.1 3.27   56.1 1.13  19.8 

4 1 18-39 M 4.23  60.5 2.52   39.5     

  2     5.21  79 1.26   21     

5 1 40-59 F 4.33  70.9 1.52   29.1     

  2     4.25  73 1.38   27     

6 1 40-59 F 5.45  72.3 2.12   27.7     

  2     4.41  73 0.56   14.5 0.48   12.5 

7 1 40-59 F 4.30  76.3 1.24   23.7     

  2     4.55  79.5 1.16   20.5     

8 1 40-59 M 4.56  72.2 1.54   27.8     

  2     3.29  84.6 0.38   15.4     

9 1 60+ F 7.43   93.5     0.32    6.5 

  2     5.27  100         

10 1 60+ F 5.55  85.1 0.28   6.7 0.34   8.2 

  2     4.12  58.6 1.17  17.9 1.41   23.5 

11 1 60+ F 5.18  70.8 1.34   20.9 0.37   8.3 

  2     5.29  87 0.46   12 0.03   1 

12 1 60+ M 7.20  87.6 0.01   0.2 1.01   12.2 

  2     7.07  91.8 0.03   0.6 0.35   7.5 
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Table 2 The amount of time spent in each position per night (mean & standard deviation)) and the percentage of total 
time spent in each position per night. 

Whole Sample Side Supine Prone 

 Night 1 

Mean 

(SD) 

5.2 hrs 
(1.7) 

73.2% (16.8) 1.3 hrs (0.3) 22.4% (14.1) 0.7 (0.4) 12.5% (6.0) 

Night2 

Mean 

(SD) 

4.4 hrs 
(1.4) 

73.1% (19.9) 1.2 hrs (0.2) 22.2% (14.1) 0.7 (0.5) 13.0% (8.1) 

 

Table 3. Between night differences for time spent in each sleep position. 

Position of sleep T-test  
Side  P=0.21 
Supine P=0.91 
Prone P=0.93 

 
Position change 
Subjects changed position between three and 17 times a night, with an average of 11 body position shifts per subject per night 
over the two nights (Table 4). Time spent in any one position ranged from 45 seconds to three hours and 46 minutes.  
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Table 4. Number of position shifts per night per person, per age group and per total sample (mean & (standard 
deviation)). 

Subject Number of position shifts 

Night one Night two 

Subject 1. 15 12 

Subject 2. 17 16 

Subject 3. 10 14 

Subject 4. 17 11 

Mean (SD) 18-39 age group 15 (3) 13 (2) 

     

Subject 5. 12 8 

Subject 6. 9 8 

Subject 7.Female 6 8 

Subject 8. 9 5 

Mean (SD) 40-59 age group 9 (2) 7 (2) 

      

Subject 9. 7 3 

Subject 10. 12 7 

Subject 11. 16 15 

Subject 12. 15 14 

Mean (SD) 60+ age group 13(4) 10 (6) 

Mean (SD) whole sample 12 (4) 10 (4) 

Average body position shifts per night 
over the two nights 

11   

 
Validity of recalled sleep position 
Table 5 reports subjects’ self reports of the position in which they believed most sleep occurred ‘usually’, and in which most sleep 
occurred ‘last night’, and compares these with the most common sleep position as determined by analysis of the video data. The 
sensitivity of patients’ self report of ‘usual’ side lying sleep position compared with the Gold Standard video data for Night 1 was 
90%, and for ‘last night’s’ side lying sleep position there was 92% sensitivity. There was zero sensitivity for subjects’ nominated 
supine and prone positions of ‘usual’ sleep, as the video data recorded these subjects as mostly sleeping on their sides. No 
subject nominated these positions for ‘last night’ sleep on Night 1.  
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Table 5. Self report of most common ‘usual’ and ‘last night’ sleep positions, and the position in which most sleep 
occurred (video record). S = side, B = supine and P = prone. 

Subject  Night one Night two 

  ‘Usual night’ ‘Last 
night’ 

Video 

  

‘Usual 
night’ 

‘Last 
night’ 

Video 

1. S S S S S S 

2 S S B B P S 

3  S S S S B B 

4  S S S S S S 

5 S S S S S S 

6 S S S S S S 

7 S S S S S S 

8 B S S B S S 

9 S S S S S S 

10 S S S S S S 

11 P S S P S S 

12 S S S S S S 

 

For Night 2, the sensitivity of subjects’ nominated ‘usual’ side lying sleep position compared with the video data was 89%, and 
the sensitivity of ‘last night’s’ nominated side lying sleep position was 100%. There was 0% sensitivity of the nominated ‘usual’ 
supine sleeping position, but 100% sensitivity for ‘last night’s’ nominated supine sleeping position. By combining the data from 
both occasions of testing, the sensitivity of ‘usual’ side lying sleep position was 89%, and ‘usual’ supine sleep position was zero. 
The sensitivity of ‘last night’s’ side lying sleep position was 95%, and ‘last night’s’ supine sleep position was 100%.  

Consistency  
There was no statistically significant difference between the two nights in the number of hours (or the percentage of total sleep 
time) spent by subjects in any sleep position, and there was no statistical evidence of an age effect.  There was however, a 
statistically significant difference between the number of position shifts on nights one and two over the whole group (p<0.05), 
with the greater number of position shifts occurring on the first night. This may suggest the occurrence of a first night effect. 
While post-hoc testing, using an ANOVA model in which age group was applied as a covariant detected that this difference was 
underpinned by the sleep behaviours of the oldest age group, the effect was observed for 83.3% of the sample.   
   
Reliability of self-reported sleep position 
Table 5 provides the raw data of repeated self reports of ‘usual’ and ‘last night’ sleep position. One subject (Subject 2) was 
unable to correctly report her true position of sleep on both occasions.  This subject reported having a very disturbed sleep on 
both nights of testing. However, there were high levels of agreement over the whole group between the self reports of sleep 
position on two occasions of testing, indicating high reliability of patients’ recall of their most common position of sleep:  

• Agreement between recall of ‘usual’ sleep position (92%)  
• Agreement between recall of ‘last night’ sleep position (83%) 

There was no influence of age on any of these calculations of agreement.  
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DISCUSSION 
The results of this study support side-lying position as the most common adult sleep position 6,7,8 and finding an average of 11 
body position shifts per night closely parallels previous reports of 13 body position shifts per night.11 

Details of ‘usual’ sleep position are regularly sought by allied health professionals to direct management of nocturnal and waking 
symptoms. This study provides evidence that sleep positions assumed by people without sleep disorders or medical or emotional 
reasons for sleep disturbance are consistent.  The findings also suggest that the position in which study subjects spent most time 
whilst asleep can be reliably recalled, both in a ‘usual’ sense, and relating to the previous night. These findings concur with those 
of Domino and Bohn, who found that subjects reliably nominated their position of ‘usual’ sleep over a six month period.33 

Age does not appear to exert an influence on the reliability of self reported sleep position. Unlike previous research which has 
reported decreased position shifts during the night with increased age10 this study found that age did not influence the frequency 
of position shift on any one night. It is recognised that the small sample of subjects in each age group may have introduced a 
Type 2 error into the interpretation of the data.  

Corroborating evidence regarding people’s ability to appropriately nominate their most common sleep position, was subjects’ 
perceptions of the effect on their usual sleep behaviour of the orientation of the furniture in the sleep laboratory rooms. A number 
of subjects reported that this caused them to sleep in a position different from their habitual position at home. Two subjects 
whose reports of usual sleep position were in total concordance with the video reported that they had slept on the side opposite 
to their usual side because of the test environment. They reported this was due to the position of the bed in relation to the 
window and door.  

These findings suggest that subjects are well aware of their usual sleep position, and can determine whether and why it differs 
from ‘usual’. Moreover, one subject (ID=2), who was unable to accurately report her position of sleep on either occasion, 
commented that she had “no idea” of the position in which she slept. On the second night she commented that her sleep was 
restless and disturbed by dreams. This subject also exhibited the largest number of position shifts over the two nights of the 
study, and on night one spent 37.4% of her sleep in the side position and 44.1% in the supine position. The restless nature of her 
sleep combined with similar amounts of time spent in each position may be connected to her inability to report the position in 
which she spent most of the night. Allied health professionals should therefore consider that patients who are unable to report 
their ‘usual’ position of sleep may indeed have no specific position of sleep, and may spend similar amounts of time in several 
positions. 

These results can not be extrapolated to subjects with known sleep disorders who have wide discrepancies between their 
subjective judgements of sleep and their laboratory monitored sleep.14,17 

CONCLUSIONS  
Questioning by allied health professionals regarding patients’ reported ‘usual’ and ‘recent’ sleep positions are a standard method 
of eliciting information that directs symptom and sleep environment management.  This study reports high validity, reliability and 
consistency in self reports of ‘usual’ and ‘recent’ sleep positions in subjects without sleep disorders or medical or emotional 
reasons for disturbed sleep. Confidence can thus be placed in these patients’ reports of ‘usual’ sleep behaviours, and also in 
their perceptions of why their usual sleep behaviours have changed.  Subjects who are unable to report their usual position of 
sleep may indeed have no specific position of sleep.  

 

REFERENCES 

1. Higgs J, Burn A, and Jones M. Integrating clinical reasoning and evidence-based practice. AACN Clinical Issues, Advanced 
Practice in Acute and Critical Care: Evidence-based Practice 2001:12(4):482-490. 

2. Bronfort G, Evans R, Nelson B, Aker P, Goldsmith C and Vernon H. A randomised controlled trial of exercise and spinal 
manipulation for patients with chronic neck pain. Spine 2001:26:788-799. 

3. Lansman R. Pillow Talking. Care in the Home 1992:1:15. 
4. Backon J, Kullok S. Why asthmatic patients should not sleep in the right lateral decubitus position. British Journal of Clinical 

Practice 1990:44:448-449.    
5. Cartwright RD. Effect of Sleep Position on Sleep Apnea Severity. Sleep 1984:7:110-114. 



Self-Reported versus Recorded Sleep Position: An Observational Study                                                                                                                            9 
 

 
© The Internet Journal of Allied Health Sciences and Practice, 2004 
 

6. Dunkell S. Sleep Positions: The Night Language of the Body. London: Heinemann, 1977. 
7. DeKoninck J, Gagnon P, Lallier S. Sleep Positions in the Young Adult and Their Relationship with the Subjective Quality of 

Sleep. Sleep 1983:6:52-59. 
8. Johnson HM, Swan TH, Wiegand AB. In what positions do healthy people sleep? J Am Med Assoc 1930:94:2058-2062. 
9. Johns MW, Gay TJA, Goodyear MDE, Masterton JP. Sleep Habits of healthy Young Adults: Use of a Sleep Questionnaire. 

British Journal of Preventive and Social Medicine 1971:25:236-241. 
10. De Koninck J, Lorrain D, Gagnon P. Sleep Positions and Position Shifts in Five Age Groups: An Ontogenetic Picture. Sleep 

1992:15:143-149. 
11. Dzvonik ML, Kripke DF, Klauber M & Ancoli-Israel S. Body Position Changes and Periodic Movements in Sleep. Sleep 

1986:9:484-491. 
12. Hobson JA, Spagna T, Malenka R. Ethology of Sleep Studied with Time-Lapse Photography: Postural Immobility and Sleep-

Cycle Phase in Humans. Science 1978:201:1251-1253.  
13. Aaronson ST, Rashed S, Biber MP, Hobson JA. Brain State and Body Position. Archives of General Psychiatry 

1982:39:330-335. 
14. Weitzman ED ed. Advances in sleep research. Volume 2. New York: Spectrum Publications, 1976. 
15. Monroe LJ. Psychological and Physiological Differences Between Good and Poor Sleepers. Journal of Abnormal 

Psychology 1967:72:255-264. 
16. Baekeland F, Hoy P. Reported versus Recorded Sleep Characteristics. Archives of General Psychiatry 1971:24:548-551. 
17. Kryger MH, Roth T, Dement WC. Principles and Practice of Sleep Medicine. Philadelphia: WB Saunders Company, 1989. 
18. Suckling EE, Koenig BF, Hoffman BF, Chandler McCB. The physiological Effect of Sleeping on a Hard or Soft Beds. Human 

Biology 1957:29:274-288. 
19. Barbenel JC, Ferguson-Pell MW, Beale AQ. Monitoring the Mobility of Patients in Bed. Medical and Biological Engineering 

and Computing 1985:29:466-468. 
20. Stein P. Tendency Toward Hypotension in the Left Lateral Recumbency, Archives of Internal Medicine 1952:9:234-242. 
21. Exton-Smith AN, Sherwin RW. The Prevention of Pressure Sores, Significance of Spontaneous Bodily Movements. The 

Lancet 1961: November 18:1124-1126. 
22. Akerstedt T, Hume K, Minors D, Waterhouse J. The Subjective Meaning of Good Sleep, an Intraindividual Approach using 

the Karolinska Sleep Diary. Perceptual and Motor Skills 1994:79:287-296. 
23. Lavigne GJ, Velly-Miguel AM, Montplaisir. Muscle pain, dyskinesia and sleep. Canadian Journal of Physiology and 

Pharmacology 1991:61:678-682. 
24. Gislason T, Almqvist M. Somatic Diseases and Sleep Complaints. Acta Med Scand 1987:221:475-481. 
25. Moffitt PF, Kalucy EC, Kalucy RS, Baum FE, Cooke RD. Sleep difficulties, pain and other correlates. Journal of Internal 

Medicine 1991:230: 245-249. 
26. Grieve GP. Common Vertebral Joint Problems (2nd ed). Edinburgh: Churchill Livingstone, 1988. 
27. Aaronson ST, Rashed S, Biber MP, Hobson JA. Sleeping Together: a video tape look at a couples sleep. Sleep Research 

1980:9:120. 
28. Coble P, McPartland RJ, Silva WJ, Kupfer DJ. Is There a First Night Effect? (A Revisit). Biological Psychiatry 1974:9:215-

219. 
29. Kronholm E, Alanen E, Hyyppa MT. Sleep Movements and Poor Sleep in Patients with Non-specific Somatic Complaints - I 

No First-Night Effect in Poor and Good Sleepers. Journal of Psychosomatic Research 1987:31:623-629. 
30. Toussaint M, Luthringer R, Schaltenbrand N, Carelli G, Lainey E, Jacqmin A, Muzet A, Macher J. First-night Effect in 

Normal Subjects and Psychiatric Inpatients. Sleep 1985:18:463-469.  
31. Lorrain D, DeKoninck J. Sleep Position and Sleep Stages: Evidence of their Independence. Sleep 1998:21:335-340. 
32. Kader GA, Griffin PT. Re-evaluation of the Phenomena of the First Night Effect. Sleep 1983:6:67-71. 
33. Domino G, Bohn SA. Hypnagogic Exploration: Sleep Positions and Personality. Journal of Clinical Psychology 1980:36:760-

762. 



Self-Reported versus Recorded Sleep Position: An Observational Study                                                                                                                            10 
 

 
© The Internet Journal of Allied Health Sciences and Practice, 2004 
 

Appendix 

Questionnaire Before Sleep 

1. In what position do you think you usually sleep most of the night? 

Questionnaire After Sleep 

1. In what position did you mostly sleep last night? 

2. Was this different from the position that you usually sleep in? If yes, why do think you slept in a different position last 
night? 

 


