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CHAPTER 14

Pediatric Sleep Disorders

JODI A. MINDELL
LISA J. MELTZER

Sleep problems are highly common, occurring in 25-40% of typi-
cally developing children (Meltzer & Mindell, 2009). When children
and adolescents do not obtain sufficient sleep, there are numerous con-
sequences, affecting growth, development, cognitive functioning, perfor-
mance, health, mood, and family functioning (Mindell & Owens, 2009).
Further, disrupted sleep can often be associated with concomitant physical
or psychiatric illness.

Psychologists play a primary role in the treatment of pediatric sleep
disorders, with many pediatric sleep centers including psychologists as part
of their teams. One study (Meltzer, Moore, & Mindell, 2008) of 265 con-
secutive patients evaluated in an interdisciplinary sleep center that included
attendings in pulmonary medicine, neurology, and psychology found that
over half of the patients seen had comorbid medical diagnoses and that 31%
had comorbid psychiatric diagnoses. Over one-third of patients received at
least one behavioral recommendation.

As with most areas of pediatric psychology, a thorough evaluation of
a wide array of underlying medical and psychiatric contributors to sleep
disturbances is essential, especially as the same symptom can be related to
physiological or behavioral causes. In an exemplary situation, the patient is
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CASE EXAMPLE 1: OSCAR

Oscar was an 8-month-old boy who presented with his mother with dif-

m

Assessment and Further Evaluation

Clinical Interview
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2-Week Sleep Diary

Oscar’s mother completed a daily sleep diary for 2 weeks prior to the
appointment (Figure 14.1). Highly fragmented sleep was indicated through-
out the night, with highly variable nap times.

I

Differential Diagnosis

Reflux is highly common in infants and often contributes to sleep diffi-
culties. Reflux could be contributing to Oscar’s nighttime awakenings but
would not account for his difficulties in falling asleep independently. Oscar
clearly met diagnostic criteria for behavioral insomnia of childhood—sleep
onset association type (American Academy of Sleep Medicine, 2005), given
his association of nursing with sleep onset at bedtime, following naturally
occurring night wakings, and at nap times.

[ntervention and Outcomes

Oscar was referred to a gastroenterologist for evaluation for reflux. His
symptoms had been progressively getting better, so no medical intervention
was implemented.

Behavioral interventions are highly successful in the treatment of
bedtime problems and night wakings in infants and toddlers (Mindell,
Kuhn, Lewin, Meltzer, & Sadeh, 2006). First, an earlier bedtime of 7:00
was established, as late bedtimes are noted to be associated with increased
difficulties falling asleep and maintaining sleep in young children (Mind-
ell, Meltzer, Carskadon, & Chervin, 2009). Second, nursing was moved
to the start of the bedtime routine and occurred in the living room rather
than in the bedroom. During the first week, his mother continued to rock
him to sleep at bedtime. Once nursing was no longer associated with
falling asleep at bedtime, a graduated extinction approach was recom-
mended, with Oscar to be put down awake at bedtime and his parents to
institute a checking method every 5-10 minutes until he fell asleep. It was
recommended that Oscar’s father manage the bedtime sleep training, as
his mother was unsure whether she could be consistent if Oscar became
upset. While helping Oscar to fall asleep independently, his mother was to
respond consistently to night wakings, nursing him back to sleep. After 5
days, Oscar was falling asleep easily on his own at bedtime, and he began
to sleep for significantly longer stretches at night. At week 3, his mother
stopped all nighttime nursing, and at 1-month follow-up Oscar was sleep-
ing well at night. His mother was starting to work on putting him down

awake at nap times,
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Issues and Challenges

Comments

Postpartum depression was a significant concern in this case, and it is known
(o be associated with sleep disruption (Dorheim, Bondevik, Eberhard-Gran,
& Bjorvatn, 2009). Oscar’s mother was encouraged to keep her upcom-
ing appointment with a therapist. A thorough evaluation at the sleep clinic
appointment was conducted to ensure that Oscar’s mother was not at risk
of harming herself or either of her children, and recommendations were
made as to what she should do if she began having such thoughts. A plan
was developed to have Oscar’s father manage more of the child care over

Comments
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CASE EXAMPLE 2: TONY
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Assessment and Further Evaluation

asleep (can have unshaded space between arrows, in bed not asleep)

Clinical Interview

Sleep History. Tony’s sleep routine inclu
between 8:00 and 8:30 P.M. on weekdays and 9:00 P.
ever, he would often “dawdle” at bedtime and not want to get ready for
hed. Once he was finally in bed it would take about 60 minutes for him
(o fall asleep. Most nights his mother would return to the room and rub
"Tony’s back until he was “pretty close to asleep.” His mother thought thai
on some nights he was asleep prior to her leaving the room,

While asleep, Tony had frequent congestion at night but no sy mptoms
of sleep-disordered breathing. He would wake once each night and come
into his parents’ room. Sometimes he would complain of itching o1 i fad
dream, but most often he would complain that he could not steep, Hs

ded a “bedtime goal™ ol
M. on weekends, How

FIGURE 14.1. Sleep diary for Oscar.
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Issues and Challenges
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“wn%\abno:m AdSm.mm & Stores, 1996). That said, a recent WNMMMHMMMM%M&
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CASE EXAMPLE 3: ALLISON

Allison was a 15- i
year-old girl who presented, with h
i . : i er moth
Em.:_a ofa E:_.:%mm_., history of difficulties falling asleep at b Mp.w
as infrequent night awakenings. pahedt
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Assessment and Further Evaluation

Clinical Interview

Sleep History. Allison’s slee ine i
. - p routine included takin
10:00 p.M., after doing homework, followed by texting WM_.m?MWMMMoM:mM

SYCHOLOGINT

shttime pass” cach night
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being on the computer while in bed. Between 11:00 and 11:30 .M. she
would turn out the lights and “toss and turn,” finally falling asleep between
1:00 and 2:00 A.M. If she felt frustrated that she was not asleep, she would
turn her computer back on or text. Most nights, Allison reported waking
between 3:00 and 4:00 A.M. and would not return to sleep for another
J0-45 minutes. Her wake time on school days was 6:00 A.M. On week-
ends, lights-out was usually between midnight and 1:00 A.M., and it would
also take her 1-3 hours to fall asleep. She would usually “sleep in” until
[1:00 A.M. on weekends. Allison reported having sleep problems for the
past few years, although it had gotten worse in the past year.

Allison had no symptoms of sleep-disordered breathing. She did not
report any uncomfortable sensations in her legs at bedtime, and she was not
described as a restless sleeper. Allison reported feeling tired during the day,
especially after a poor night’s sleep, but she did not report any significant
daytime sleepiness, and she did not take any planned or spontaneous naps.
Allison stated that she often worried throughout the day about how well
she was going to sleep that night and “dreaded” bedtime.

Other Relevant History. Allison reported that she thought that she
was more anxious than her peers. She excelled in school, although her poor
sleep had begun to interfere with her school performance over the past
year. Family history was significant for insomnia in her mother.

2-Week Sleep Diary

Prior to her appointment, Allison completed a daily sleep diary for 2 weeks
(Figure 14.3). Allison consistently reported a sleep onset latency of 1-3
hours, and night wakings were indicated on 10 of the 14 nights recorded.

Differential Diagnosis

Poor sleep hygiene is a common reason that adolescents have difficulty fall-
ing asleep. Although Allison did engage in electronic use prior to bed and
sometimes after lights-out, she did have a consistent bedtime and bedtime
routine, she did not take daily naps that interfered with sleep onset, and she
did not drink any caffeinated beverages. Other sleep disorders, primarily
restless legs syndrome (RLS) and delayed sleep phase disorder (DSPD), can
also result in difficulties falling asleep. RLS involves uncomfortable sensa-
tions in the legs, primarily at bedtime, and an uncontrollable urge to move
the legs, which relieves the sensations (American Academy of Sleep Medi-
cine, 2005). Allison denied symptoms of RLS. DSPD is highly common
during adolescence, with a prevalence rate of approximately 7% (Mindell
& Owens, 2009). However, in DSPD there is typically no difficulty fall-
ing asleep when lights-out is at the adolescent’s naturally occurring sleep
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onset time, and rarely are night awakenings present. Allison had a pro-
longed sleep onset latency regardless of bedtime, as well as frequent night

awakenings. Allison clearly met diagnostic criteria for psychophysiological
as indicated by
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FIGURE 14.3. Sleep diary for Allison.
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management with immediate results and can be frustrated by behavioral
nMnoEEmsammc:m that require significant effort and diligence. Ioémwmw
M:Q.o are no m.oom and Drug Administration-approved medications mOm

somnia in children and adolescents. Furthermore, research indicates that
behavioral interventions are as effective as medications in the short ﬁn_..w:

and have bett i i
vy Nwmmw. er outcomes long term (Morin, Colecchi, Stone, Sood, &

SUMMARY

As wxan%.:mmm by the preceding cases, the key to successful treatment j
.&6 5&:&0: of a thorough evaluation, as well as tailoring evidence-ba M
interventions to meet the needs of individual patients. Referral to a Bmm.mm l
sleep specialist should occur in situations in which a child or mao_amMMMn
has symptoms of other underlying sleep disrupters (e.g., obstructive sle
mw:.mmv or mxnmm.m?m daytime sleepiness despite sufficient banm duration mnb
patients who fail to respond to common behavioral interventions, a n&m?w__.

to a behavioral medicine specialist wi ise i
pecialist with expertise in treatin
may be warranted. B slecp problems
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