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Who We Are – Maryland BHIPP

Offering support to pediatric primary care providers 
through free:

• Telephone consultation (855-MD-BHIPP)
• Resource & referral support 
• Training & education 
• Regionally specific social work co-location (Salisbury 

University and Morgan State University)
• Project ECHO®

Coming soon!
• Direct Telespsychiatry & Telecounseling Services
• Care coordination



Partners & Funding

 BHIPP is supported by funding from the Maryland Department of Health, Behavioral Health Administration and 
operates as a collaboration between the University of Maryland School of Medicine, the Johns Hopkins 
University School of Medicine, Salisbury University and Morgan State University.

 This program is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of 
Health and Human Services (HHS) as part of an award totaling $433,296  with approximately 20% financed by 
non-governmental sources. The contents of this presentation are those of the author(s) and do not necessarily 
represent the official views of, nor an endorsement, by HRSA, HHS or the U.S. Government. For more information, 
visit www.hrsa.gov. 
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https://nam02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.hrsa.gov%2F&data=02%7C01%7Cjwill218%40jhu.edu%7C61e8a63f8f2d4d3007d608d82e781ebc%7C9fa4f438b1e6473b803f86f8aedf0dec%7C0%7C0%7C637310441043761056&sdata=8wy%2B5rHqwU4ZsIebiR%2BqzT8Ro8XW9NbP0cBGLBQr0wQ%3D&reserved=0


BHIPP is Available to Provide Support to PCPs During Coronavirus

Ways to Connect:

 Visit our COVID-19 Resource Page:
www.mdbhipp.org

 Sign up for our newsletter:
https://mdbhipp.org/contact.html

 Follow us on Facebook: 
https://www.facebook.com/MDBHIPP/

 Follow us on Twitter:
https://twitter.com/MDBHIPP

http://www.mdbhipp.org/
https://mdbhipp.org/contact.html
https://www.facebook.com/MDBHIPP/
https://twitter.com/MDBHIPP


Learning Objectives

By the end of the presentation, learners will be able to:

 Discuss the importance of healthy sleep for child and family wellbeing. 

 Evaluate a pediatric patient for sleep concerns. 

 Select an appropriate treatment/prevention regimen for pediatric sleep concerns. 

 Educate parents and caregivers on sleep hygiene practices and behavioral treatments 
for sleep concerns. 



Sleep in America Poll, 2004

Sleep is the forgotten country and is not getting the 
attention it merits. It plays out in the home, in the 

pediatrician’s office, and in school. Sleep is an 
important factor in the lives of children.

Mary A. Carskadon, PhD



Why Should We Care About Sleep?

Higher risk for child abuse

 Family distress, maternal ill health, marital discord

Affects physical development, learning/memory, 
attention, activity level, aggression

Can be mistaken for other disorders and lead to 
unnecessary treatment

Most common reason for giving meds to children



Impact on Caregivers

Most parents/caregivers say they get less sleep than they need.

The sleep habits of children have a direct impact on the adults 
caring for them.

 Parents/caregivers whose children get the least amount of sleep 
are twice as likely to say they sleep less than six hours a night.*



2014 Sleep in America Poll









Sleep in America Poll 2006

 The National Sleep Foundation’s 2006 Sleep in America poll finds that 
America’s adolescents (6th-12th grade) are not getting the sleep they need.

 Just one in five adolescents get an optimal nine hours of sleep on school 
nights; nearly one-half (45%) sleep less than eight hours on school nights.

 The average 6th-grader sleeps an average of 8.4 hours on school nights, 
while a typical high school senior sleeps just 6.9 hours.



Sleep in America Poll Cont’d.

Mood:

 A strong association was found between negative moods and more pronounced sleep related issues.

 Among those adolescents say they’re unhappy or tense most often, 73% feel they don’t get enough sleep at night 
and 59% are too sleepy during the day.

 Teens who slept 9+ hours on school nights reported much more positive mood than their peers.

 Those adolescents who most often felt unhappy or sad than their peers were also more likely to fall asleep in 
school, have difficulty falling asleep at night and think they have a sleep problem. In addition, they have more 
trouble getting along with their family.

Drowsy Driving:

 Sleepiness in any driver – including teenage drivers – is extremely dangerous for themselves and others.

 More than one-half of adolescent drivers have driven drowsy during the past year. 

 In fact, 15% of drivers in 10th to 12th grades drive drowsy at least once a week.



Sleep in America Poll Cont’d.

Electronics:

Watching television is the most popular activity (76%) for adolescents in the 
hour before bedtime, while other popular activities include surfing the 
internet/instant-messaging (44%) and talking on the phone (40%).

On average, 6th-graders have more than two of these items in their 
bedroom, while 12th-graders have about four. 

Adolescents with four or more such items in their bedrooms are almost 
twice as likely to fall asleep in school and while doing homework.



National Sleep Foundation Poll (2004)

Age Recommended Actual

3-11 months 14-15 12.7

12-35 months 12-14 11.7

3-6 years 11-13 10.4

1st-5th Grade 10-11 9.5

Adolescent 8.5-9.5 7.2



Caffeine

Of those who consume caffeine, nearly three-quarters are school-aged 
children (73%) 

 27% are preschoolers.

According to the poll data, children who drink caffeinated beverages sleep 
less than those who don’t.



Evaluation – Child Factors

Rule Out Physical/Health Factors
 Apnea, snoring, ear infections, allergies, congestion, 

pain, colic, dietary info re: caffeine/medications

Detailed History
 Sleep diary (1-2wks) - sleep onset, waking, assistance 

given at transitions

 Compare with normative development

 Evaluate parental/family distress



Treatment/Prevention

Maintain a daily sleep schedule and consistent bedtime routine

 The environment should be the same every sleep time and throughout the 
night/nap

 Set limits

 Encourage use of a security object

Develop a regular daily sleep schedule



When Not to Start an Intervention

 Sick

 Teething

 Stressful event in family

Before addressing caregiver difficulties that might prevent success

When night-waking typically increases (before developmental milestones: 
crawling, standing, walking)



Sleep Hygiene - Infancy

Develop good sleep associations

One comfort object & pacifier

Masking noise (fan, radio static, not TV)

Keep attention during night waking to a minimum

Help child learn self-soothing skills
 Lay down awake but sleepy

 Don’t respond immediately when child is in between sleep cycles



Sleep Hygiene – Toddler/Child

 Limit setting 

Crib tent, baby gate, safety-proof room

Nightlight at age 3 or 4



Sleep Hygiene - Adolescents

 Set a regular bedtime and wake-up schedule (even on the weekends) so that 
an adolescent can achieve 9 or more hours of sleep every night

 Encourage a relaxing bedtime routine, such as reading for fun or taking a 
warm bath or shower

Keep the bedroom comfortable -- dark, cool, and quiet 

Remove TVs, computers and other distractions from the bedroom, and set 
limits on usage before bedtime

Avoid all caffeine after lunchtime



Treatment/Prevention: Sleep Hygiene

Parent education and support 

Regular bed/wake time (naps end before 3 pm)

Calm bedtime routine (<30m)

Quiet, cool, non-stimulating environment (circadian rhythm is light and
temp sensitive)

 Limit caffeine, exposure to tobacco

No screen time 60m before bed 



Treatment/Prevention: Sleep Hygiene during COVID 

 Follow a consistent daytime and evening routine 
 Including a school/work schedule for families working/learning at home 

 Consistent bedtime and wake time 
 Naptime 

 Stay active

 Get outside 

 Only use your bed for sleep 

 Provide opportunities to talk about worries throughout the day 

 Parents and caregivers need to prioritize their sleep, and other strategies to take care of their health! 



Behavioral Treatments: Relaxation & Reducing Anxiety

No scary movies/TV

Relaxation exercises at bedtime

To treat:
Nightmares

Delayed sleep onset



Overview of Psychopharmacological Treatment

American Academy of Pediatrics and National Sleep Foundation: “There 
is inadequate data to guide pharmacologic treatment of insomnia in 
children”

 Some help in short-term while starting behavioral interventions, effects 
not impressive in long-term, may help initially with parental acceptance 
of and compliance with behavioral interventions











Resources

American Academy of Sleep Medicine
 http://www.sleepeducation.com

 Journal of Clinical Sleep Medicine

 Sleep for Kids www.sleepforkids.org

Medline Plus
 http://www.nlm.nih.gov/medlineplus/

sleepdisorders.html (look under link to children)

http://www.sleepeducation.com/
http://www.sleepforkids.org/


National Sleep Foundation http://www.sleepfoundation.org

http://www.sleepfoundation.org/
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