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Children:

Not just short adults!

Objectives

 Understand normal sleep patterns in 
children and adolescents

 Delineate specific sleep disorders in 
children 

 Discuss how school performance and 
daytime behavior is affected by sleep 
disorders and certain sleep patterns

 Discuss early identification, diagnosis,  
and treatment of common pediatric sleep 
disorders
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Pediatric Sleep Disorders

 25% of children between one and 
five years experience some type of 
sleep disturbance

 69% of children < 10 yrs. experience 
a sleep problem a few times/week

 Yet, >50% of parents polled said 
their child’s doctor did not ask about 
their child’s sleep patterns!

Wake up America: A National Sleep Alert, 1993

Pediatric Sleep Disorders (cont.)

 Sleep problems may be associated with different 
temperament in children. Instead of appearing 
sleepy, the overtired child may appear overactive 
and inattentive. The child may be referred to as a 
“problem child”, a label which might be difficult 
to shed.

 Poor sleep may cause a child to be more 
vulnerable to physical illness, may limit parent-
child bonding and later interaction, and may 
affect a child’s self-esteem.

Wake up America: A National Sleep Alert, 1993

Pediatric Sleep Disorders (cont.)

 Childhood sleep disturbances tend to 
persist if left untreated

 Children with sleep-waking disorders 
during the first year of life often 
experience multiple sleep problems 
in later years
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Changes in Total Hours of Daily 
Sleep with Age

0

5

10

15

20

1-
15

 day
s

3-
5 m

th

6-
23

 m
th

2-
3 y

rs

5-
9 y

rs

10
-1

3 y
rs

14
-1

8 y
rs

19
-3

0 y
rs

33
-4

5 y
rs

50
-7

0 y
rs

70
-8

5 y
rs

REM

non-
REM

H
O

U
R

S

Adolescent Sleep Patterns

 The early adolescent attains sleep 
patterns similar to those seen in 
the young adult

 REM sleep has attained adult levels

 The adolescent restricts their time 
in bed,  but the there is no
decrease in the physiologic need 
for sleep

Sleepiness in Adolescents

Early 
adolescents are
much less
sleepy than
older
adolescents
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Evaluation of Pediatric Sleep 
Disorders

 Sleep history
 Sleep diary and sleep logs
 Polysomnogram
 Multiple Sleep Latency Test* 

(MSLT)
 Actigraphy

*MSLT is not validated in children, but may 
be used if Narcolepsy is suspected

Sleep History

BEARS SLEEP SCREENING ALGORITHM
 Comprehensive screen for the major sleep 

disorders affecting children in the 2- to 18-year 
old range.  Each sleep domain has a set of age-
appropriate “trigger questions” for use in the 
clinical interview.

B = bedtime problems
E = excessive daytime sleepiness
A = awakenings during the night
R = regularity and duration of sleep
S = snoring

Classification of Common 
Pediatric Sleep Disorders *

 Behavioral Insomnia of Childhood – “Sleepless Child”
 Circadian Rhythm Sleep-wake Disorders
 Sleep-related Breathing Disorders
 Sleep-related Movement Disorders (RLS, PLMD etc.)
 Central Disorders of Hypersomnolence (Narcolepsy, 

Insufficient Sleep Syndrome)
 Parasomnias
 Other Sleep Disorders

* International Classification of Sleep Disorders – ver.3
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Psychological Impact of 
Sleep Disturbance

Sleep Fragmentation

Daytime Hypersomnolence/Fatigue

Alteration in
Personality

Accidents Performance
Decrements

Insomnia - The Sleepless Child

 Disorders of initiating sleep
 Disorders of maintaining sleep
 Disorders of initiating and 

maintaining sleep

Relation between Chronic Insomnia 
and School Performance

 Insomnia is a powerful 
predictor of school failure, 
more significant than 
parental education and 
profession

 The rate of failure among 
insomniacs was twice that of 
non-insomniacs

Blum et al. Sleep Research 1990; 19:194. 
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Sleepless Child: 
Difficulty Initiating Sleep

AGE DEPENDENT
Neonatal and early infancy
• Normal ultradian rhythm

 45-60 minutes cycles
 3-4 hour feeding
 Total sleep time about 16-17 hours

• COLIC
• PAIN and TEETHING

Sleepless Child: 9-12 mos

 Parental behavior at child’s bedtime
 Parental response to normal 

nocturnal awakenings

Disorder of Initiating and Maintaining 
Sleep

Sleepless Child: Toddlers
Sleep Onset Association Disorder

• Difficulty falling asleep 
• Cannot return to sleep w/o specific 

envir. cues
• Child’s daytime mood, attention suffers
• Parent-child relationship suffers
• Parents are losing sleep!
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Sleep Onset Association Disorder
Recommendations for Parents

 The idea is that the child should feel 
safe and comfortable when left alone

 Place the child in crib when awake and 
leave the room

 Return after a few minutes to comfort if 
crying

 Do not pick up the child; comfort verbally
 Stay in the room no more than a few 

minutes at a time
 Gradual withdrawal of a parent from the 

child’s room; reward child with progress!

Limit-Setting Sleep Disorder

Stalling behaviors or refusal 
to go to bed at the desired 
time, associated with 
inadequate limit-setting for a 
child’s behavior

Limit-Setting Sleep Disorder
Factors in Parental Failure to Set Limits

 Lack of understanding the 
importance of setting limits

 Inadequate knowledge of limit-
setting techniques

 Psychosocial factors
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Conditioned Insomnia in Teens

Circadian Rhythm Sleep Disorders

 Delayed Sleep Phase 
Syndrome

 Irregular Sleep-Wake 
Cycle

 Advanced Sleep Phase 
Syndrome

Delayed Sleep Phase Syndrome 
(DSPS)

 Seen in children of all ages, more common 
in adolescents

 Difficulty falling asleep at expected 
bedtime

 Late but consistent time of sleep onset

 Difficult to awaken at desired time

 Normal sleep on delayed schedule
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Environmental Factors 
Exacerbating DSPS

 Computer in bedroom

 TV in bedroom

 Use of electronic devices at 
night

 Light exposure in the late 
evening

 All these factors may 
additionally suppress the 
production of melatonin, 
which is necessary for 
promoting sleep

• 40% N. Americans 
affected

• Two-fold increase 
1972-2004

• Increases risk of 
ocular damage

• Myopia linked to 
DSPS in young 
adults

Chakraborty et al. Sleep 2021; Vol. 44:Issue 3
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Treatment for DSPS
Phototherapy

 Bright light in the morning phase 
advances sleep onset

 Light in the evening should be avoided
 The recommended light intensity is 2,000 

lux (blue light) for a period of 30 – 45 
minutes; ↑ intensity with broad spectrum light

 Typically sitting about 1-1.5 feet from 
light source

 Morning light should be administered 
immediately upon waking up

Phototherapy

Delayed Sleep Phase Syndrome
Phase advance (+ phototx)

 Bedtime is initially set at the time 
the child has been falling asleep

 Desired morning rise time is set and 
strictly adhered to and bright light 
therapy is implemented

 Subsequently, bedtime is gradually 
advanced

 Progress is recorded on a sleep log
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Melatonin for Sleep Disorders

 Secreted by the pineal gland at night; 
inhibited by light

 May phase advance the major sleep period
 Highest levels occur in children and fall during 

puberty and further during adulthood
 Can influence the onset of puberty and is not

usually recommended in children
 Quality of OTC melatonin is variable
 Timing of the dose must be individualized

Causes of Hypersomnolence

 Insufficient sleep syndrome
 Narcolepsy – dysregulation of REM     

sleep
 Idiopathic hyersomnia
 Hypersomnia due to:

• Medical disorder
• Medication or substance
• Psychiatric disorder
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Chronic Insufficient Sleep 
Syndrome

 Teenagers habitually deprive 
themselves of sleep

 Most teens require between 8.5–9.5 hrs 
of sleep/nt.

 40% of teens go to bed later than 11 
pm on school nights

 26% teens sleep <6.5 hrs/nt

Chronic Insufficient Sleep 
Syndrome (cont.)

 Teens often try to make up for lost 
sleep on weekends (may sleep till 
midday!)

 Late sleeping on weekends reinforces 
an irregular sleep pattern and creates a 
vicious cycle of poor-quality sleep

Consequences of Partial Sleep 
Deprivation

 Drowsy driving! (Drivers < 25 yrs old 
account for 55% of all fall-asleep 
accidents)

 Academic problems

 Behavioral issues/ mood disorders

 More likely to abuse stimulants (e.g., 
caffeine and nicotine), alcohol and other 
substances

 Lack of sleep heightens alcohol’s effect 
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Keeping Teens on Track

 Recognize the signs of sleep 
deprivation

 Incorporate exercise during the day
 Maintain a consistent sleep schedule
 Regulate “screen time”
 Model good sleep habits – sleep 

hygiene
 Encourage short naps, if needed, to 

get through evening activities

Narcolepsy
Symptom Tetrad:
 Excessive daytime sleepiness (EDS)
 Cataplexy
 Hypnagogic hallucinations
 Sleep paralysis

 M=F; 0.03-0.07% prevalence in U.S.
 Symptoms usually appear in teens or 

20’s

Pathophysiology

 Sleep-onset REM accounts for 
associated symptoms (intrusion of REM 
atonia)

 Impaired sleep/wake regulation is the 
primary problem

 Hypocretin deficiency

 Combination of genetic + autoimmune 
+ environmental factors
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Diagnosing Narcolepsy

 Compatible clinical/family history
 Rule out other causes (SDB, PLMD, 

sleep deprivation, drugs)
 Overnight polysomnogram is 

normal and includes > 6 hours 
sleep

 Daytime MSLT shows sleepiness 
(mean sleep latency < 8 minutes) 
plus 2 or more SOREM’s

Management of Narcolepsy

 Patient and family education

 Sleep hygiene

 Scheduled napping

 Safety issues

 Medications

Drug Treatment for Narcolepsy
 EDS – wake-promoting agents/ stimulants:

• Methylphenidate

• Dextroamphetamine sulfate

• Armodafinil or modafinil

• Amphetamine/dextroamphetamine

• Solriamfetol

• Pitolisant

 REM-associated  phenomena – SSRIs, GHB,   
TCAs
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Spectrum of conditions determined by 
relative amount of upper airway 
obstruction:
(Circles display increasing upper airway obstruction)

o PS - Primary snoring:
NOISY BREATHING

o UARS - Upper airway resistance syndrome:
NOISY BREATHING + DISTURBED SLEEP

o OH - Obstructive hypoventilation:
NOISY BREATHING ± DISTURBED SLEEP +  CO2 and/or  SaO2

o OSA - Obstructive sleep apnea:
NOISY BREATHING ± DISTURBED SLEEP +  CO2 and/or  SaO2 + 

ABSENCE OF AIRFLOW

Sleep-disordered Breathing

OSA Epidemiology

 Snoring in children:
– 7% - 10% Habitual snorers
– 20% Intermittent snorers

 OSA – 1% to 3% of preschool children
(Redline,AJRCCM 1999)

 Peaks between ages two and five years
 Gender distribution: M:F ratio approximately 

equal in children
 Prevalence is higher among African Americans 

and some Asian populations

Pathophysiology of Pediatric OSA:
Cross-section of Oropharynx

Tonsillar 
hypertrophy

Micrognathia 
or 

retrognathia

Nasal 
obstruction

Large 
tongue/ 
tongue-

tied

Pediatric Sleep: Sleep in Children.  
Westchester, IL. 

American Academy of Sleep Medicine, 2006
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Pathophysiology of Pediatric OSA

Neuromotor tone
• Cerebral palsy
• Neurological disorders
• Genetic diseases

Structural factors
• Adenotonsillar hypertrophy
• Craniofacial abnormality
• Obesity
• Short lingual frenulum

Other factors
• Genetic
• Hormonal
• Unknown

OSA

Pediatric Sleep: Sleep in Children.  
Westchester, IL. 

American Academy of Sleep Medicine, 2006

The degree of tonsillar hypertrophy may 
not correlate with the presence of OSAS

Tonsillar Hypertrophy

Pediatric Sleep: Sleep in Children.  
Westchester, IL. 

American Academy of Sleep Medicine, 2006

Pediatric OSA:  Clinical Features
Diurnal Symptoms

 Daytime somnolence – rarely
 Tiredness
 Mood changes, irritability
 Behavioral / school problems
 Difficulty awakening in AM
 Morning headaches
 Nasal congestion
 Mouth breathing
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Pediatric OSA:  Clinical Features

Nocturnal Symptoms
 Loud snoring
 Observed apneic pauses during sleep
 Snorting / gasping / choking
 Mouth breathing
 Restless sleep
 Sweating during sleep (diaphoresis)
 Paradoxical chest wall movement
 Abnormal sleeping position (e.g.,    

hyperextension of neck)
 Secondary enuresis

Pediatric Polysomnography

Role of Polysomnography

 Meet diagnostic criteria of pediatric 
OSAS according to ICSD 3

 Differentiate OSA from primary snoring
 Define severity of OSAS
 Differential diagnosis (e.g., narcolepsy)
 Evaluate success of treatment

Pediatric OSA

OBSTRUCTIVE APNEA OBSTRUCTIVE APNEA

HYPOXEMIA FOLLOWING APNEIC 
EPISODE

Pediatric Sleep: Sleep in Children.  Westchester, IL. 
American Academy of Sleep Medicine, 2006
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Obstructive Hypoventilation

PARADOXICAL RIB-CAGE 
MOTION

HYPERCAPNIA

Pediatric Sleep: Sleep in Children.  Westchester, IL. 
American Academy of Sleep Medicine, 2006

Pediatric OSA:  PSG Features

 Obstructive hypoventilation
 Fewer obstructive apneas
 Desaturation with shorter events

• Higher respiratory rate
• Lower functional residual capacity
• Smaller oxygen stores

 Fewer brain (cortical) arousals during sleep
 Preservation of sleep architecture
 Varied manifestations of sleepiness

• Inattentiveness, hyperactivity, etc.

Effects on Growth: Wt. Improvement 
After Tx

Pediatric Sleep: Sleep in Children.  
Westchester, IL. 

American Academy of Sleep Medicine, 2006

Girls Boys
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Pediatric OSA:  
Neurocognitive Morbidity

• Hyperactivity, inattention, 
aggression (bullying behavior), 
oppositional defiant behavior

• Impaired school performance

• Daytime sleepiness (rarely)

• Depression

Pediatric OSA: 
Cognitive/Behavioral Consequences

Beebe & Gozal. J Sleep Res 2002; 11(1):1-16 

Study in Pediatrics

 Babies with symptoms of sleep-disordered 
breathing (e.g., snoring, sleep apnea and 
mouth-breathing), may develop 
behavioral and emotional problems as 
early as age 4

 Children who fell in the “worst case” group 
(those with breathing symptoms that 
peaked at 2-3 yrs and persisted), showed 
scores consistent with clinical diagnoses of 
behavioral disorders (e.g., ADHD) at both 
age 4 and age 7

Bonuck et al. Pediatrics 2012; 129:1-9

55

56

57



5/3/2021

20

Study in Pediatrics (cont.)
 In the “worst case” group, by age 7, 18% of 

children had possible behavioral or emotional 
disorders

 Even children whose symptoms resolved 
after peaking at around 18 months faced a 
40% to 50% elevated risk of behavioral 
problems at age 7, compared with those who 
never had symptoms

Study in Pediatrics (cont.)

 Authors concluded that infants with 
symptoms of sleep-disordered 
breathing may receive  O2 and  CO2
than normal; leading to 
developmental changes in the brain 
with long-term consequences

Reduced Regional Gray Matter 
Volumes in Pediatric OSA

Philby et al. Nature (Scientific Reports) 2017; 7:44566
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Bullying, Conduct Disorders and 
Pediatric SDB

• 110/341 children rated by parent 
or teacher with conduct problem

• Children with conduct problems, 
bullying or discipline referrals 
(compared to non-aggressive 
peers), more often had sxs. of 
SDB (p<0.05)

O’Brien et al. Sleep Medicine 2011; 12:652-658

Bullying, Conduct Disorders and 
Pediatric SDB (cont.)

• 872/1400 children surveyed at general peds 
clinic (PSQ, Conners Parent Rating Scale, 
Conduct Problem Index used)

• Bullying and other aggressive behaviors 
were 2-3x more frequent among 114 kids at 
risk for SDB than remaining children

• Also association found for CPI and reported 
PLMS.

Chervin et al. JAACAP 2003; 42:201-208
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Pediatric OSA: 
Cardiovascular Consequences

 Pulmonary Hypertension

 Cor Pulmonale

 Systemic Hypertension

 Cardiac Arrhythmias

AAP Clinical Practice Guidelines

 All children/adolescents should be 
screened for snoring

 PSG performed in patients with snoring 
and sxs/signs of OSA

 T&A recommended as first line treatment 
for those with OSA and AT hypertrophy

 High risk patients monitored as in-patients 
post-op

 Pts re-evaluated post-op

Marcus et al. Pediatrics 2012; 130:576-584 

Pediatric OSA: Treatment

 Surgical
• Adenotonsillectomy
• Uvulopalatopharyngoplasty

(UPPP)
• Craniofacial surgery
• Tracheostomy

 Re-assessment of high risk groups with 
post-operative polysomnography is 
recommended
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Pediatric OSA: Treatment (cont.)

 Medical
• Continuous positive 

airway pressure 

• Weight loss, if obese

• Intranasal steroids (modest effect)

 Dental and Oral Interventions
• Rapid maxillary expansion

• Myofunctional therapy

Restless Legs Syndrome (RLS)

 RLS is a sensory and motor disorder 
characterized by an uncontrollable 
sensation in the legs, accompanied by 
an irresistible urge to move the legs

 Diagnosis is purely clinical and 
depends upon an accurate description 
of subjective complaint

 RLS pts. often have periodic limb 
movement disorder (PLMD) as well 
(80-90% of adults; less clear in 
children); source of sleep disruption

Restless Legs Syndrome (RLS)

 Problem in children is inability to 
obtain subjective report; thought to 
lead to under-diagnosis of condition

 Complaints of growing pains in 
children correlated with a higher risk 
of developing RLS-like symptoms as 
an adult

Brenning Acta Soc Med Ups 1960; 65:185-201

Rajaram et al. Sleep 2004; 27:767-773
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Primary vs. Secondary RLS in 
Children

 Primary RLS is believed to be 
inherited; need good family history!

 Evidence that it is an autosomal
dominant disorder

 Most common cause of secondary 
RLS in children appears to be iron 
deficiency; need to check serum 
ferritin (>50 ng/ml) (and CRP and CHr)

Secondary RLS in Children

 Other causes of secondary RLS:
• Peripheral neuropathy
• Uremia
• Antidepressants (e.g., tricyclic

antidepressants, SSRIs)
• Sedating antihistamines
• Dopamine receptor antagonists (e.g., 

antiemetics)

RLS in Children
Daytime symptoms include the following:
 Conduct problems
 Aggression
 Inattention
 Hyperactivity
 Daytime somnolence

Behavioral consequences:
 Unsatisfactory school performance
 Poor social development
 Abnormal social interactions
 Incorrect diagnosis of psychiatric disorder (e.g., 

ADD/ADHD)
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Overlap of RLS, PLMD, and 
ADHD

 All 3 disorders can present with irritability, 
mood changes, hyperactivity, inattention 
and motor restlessness

 RLS and PLMs frequently seen in children 
with ADHD
• 44% pts with ADHD + RLS
• 26% pts with RLS  + ADHD

 All 3 disorders respond to dopaminergic
agents (e.g., ropinerole, pramipexole)

Overlap of RLS, PLMD, and 
ADHD (cont.)

 Dopaminergic deficits have been 
suspected as an etiology for both 
RLS and ADHD (brain imaging 
studies)

 Children suspected of having ADHD 
should be evaluated for underlying 
RLS, PLMD, and possibly, OSA

Relationship b/t RLS and 
Autism

 Retrospective study of 103 children
 39% met criteria for RLS dx.
 About 50% had PSGs:

• 77%  + PLMs (0% in control group)
• + leg kicking, body rocking in RLS group

 89% of RLS pts. low ferritin
 Many responded to Fe tx. (+/-

gabapentin)

Kanney et al. J Clin Sleep Med 2020; 16(12):2029-35. 
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Diagnosis of RLS in Children

Four of the essential criteria for RLS diagnosis must 
be met, plus additional features need to be present 
to make the diagnosis in children:
1.   An urge to move the legs, usually accompanied 

or caused by uncomfortable and unpleasant 
sensations in the legs; 

2.   The urge to move or unpleasant sensations 
beginning or worsening during periods of rest 
or inactivity such as lying or sitting; 

3.   The urge to move or the unpleasant sensations 
are worse or only occur in the evening or night; 
and 

4.   The urge to move or unpleasant sensations are 
partially or totally relieved by movement, such 
as walking or stretching, at least as long as the 
activity continues.

Treatment of RLS in Children

 No FDA approved drug in children
 Treatment based on ↓ factors that may 

worsen/precipitate sxs:
• Rule-out iron deficiency (supplement if 

necessary)
• Implement good sleep hygiene
• Restrict caffeine usage
• Medication induced RLS: evaluate/adjust SSRIs, 

sedating antihistamines, and dopamine 
antagonists

Restless Sleep Disorder (RSD)

 Associated with attention 
impairment, mood and behavioral 
problems, and issues at home/school 
due to poor sleep quality

 Does not meet criteria for other 
sleep disorders

 Present for >3x week, at least 3 
mos.

 Iron supplementation can be helpful

DelRosso et al. Sleep 2018; 41:8
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MR  - 8 y.o. female

 Sleep Hx (10/13):  restless sleep; nighttime awakenings; 
sweaty; mouth breather; sleep terrors; sleep talking; 
enuresis; uptime 7:15 am (sleep worse at mother’s house)

 Note: Mother has confirmed Narcolepsy, but was never
queried at initial evaluation with PMD or ENT

 Physical Exam: Ht.  3’11”  Wt. 47 lbs. BMI = 15
HEENT – small, normal size tonsils 
No clear neurol. deficits; lungs clear; heart RRR; extrem. WNL
(prior ENT exam found pen cap in her nose; extracted and sleep 
became a bit better!)

 Neurological eval: inattentive; impulsive; left back in 1st

grade; poor focus; borderline ADHD

 HST ordered by orthodontist: no signif. findings

Differential diagnosis?

• Sleep-disordered breathing (SDB)

• RLS with PLMs

• Narcolepsy

• Sleep maintenance insomnia

• Parasomnias

• Sleep disturbance secondary to medical or 
psychological condition

Polysomnographic Findings
PSG Data (1/29/14 ):   L/O 22:00   L/On 05:40

TIB = 460.0 min. Stage W =  7.7 %  

TST = 362.5 min. Stage 1  =   0.3 %

SE = 78.8 % Stage 2  =   62.5 %

SLAT = 69.4 min. Stage 3  =   30.9 %

REM LAT = 290 min. Stage REM = 6.3%

Arousal Index = 25/hr - PLMs

AHI = 5/hr     RDI = 16.6/hr +Mild snoring; 
worse on Rt. lateral

EtCO2   only 4.14 min > 50 mmHg

SaO2   only 0.1 min < 90 %
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Second ENT Evaluation  (3/14)
• Hx: Allergic shiners; mouth breathing; allergies; 

low ferritin; poor focus and concentration

• PE: 4+ tongue position; 0 - 1+ tonsils, mild class 
3 malocclusion

• Laryngoscopic and nasal endoscopic 
findings:  hypertrophic turbinates; post. larynx 
edema and erythema

• Impression: OSA, diseases of nasal cavity and 
sinuses

• Plan: CPAP; Bioblock consult (expansion of 
jaw & airway);  continued OMT; avoid late 
eating; Flonase

Split-night Study (8/15)

L/O 21:01   L/On 05:54    (5.1 hr dx/ 3.7 hr CPAP)

PSG Data-Dx PSG Data-CPAP (only up to 4 cwp!)

SE = 98.5 % SE = 97.4 % 

Ar Index = 9.1/hr Ar Index = 8.3/hr

Stage 1  =     4.8 % Stage 1  =      2.4 %

Stage 2  =    43.5 % Stage 2  =    47.3 %

Stage 3  =    42.9 % Stage 3  =    20.3%

Stage REM = 8.8 % Stage REM = 30.0 %

AHI = 4.8/hr RDI = 6.8  AHI = 3.7/hr  RDI = 7.7/hr  

Lowest SaO2  94 % Lowest SaO2  96 %

Neuropsych. Evaluation  (9/15-1/16)
(now 10 yrs. 3 mos. – 4th grade)

• Hx: Delayed milestones – speech and language (no 
early intervention)

• Sxs: c/w ADHD; bedwetting till 1 yr. ago

• Findings: uncooperative and distracted during testing; 

 IQ  (moderate delays across auditory, attentional, 
organizational, working memory and motor domains); 
ADHD; Adjustment Disorder; Depressed Mood

• Recommendations: self-contained learning 
environment; 12-month program of educational support; 
individual and family counseling; continued 
speech/language tx; f/u psychoed. evaluation in 1 yr
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Conclusion
 Pediatric sleep disorders are prevalent in 

all age groups and may be associated with 
cognitive and behavioral issues

 Sleep history should be a routinely 
obtained during “well” checkups

 Anticipatory guidance, reassurance and 
psychological support is all that is needed 
in most cases

 Good sleep hygiene and sleep habits 
should start in early infancy

 Medications are used as the last resort

Questions?
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