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Foreword
A friend recommended this book to me when my first child, Presley, was seven months old. I was still nursing, but getting ready to stop, and definitely ready to stop the 4:00 A.M. feeding. Also, we had let Presley get into the bad habit of only wanting to nap on someone. This was great when I needed an excuse for a nap, but not so convenient on busy days.
I devoured the book in a matter of hours and put the principles into practice immediately—with instant results. I especially liked how Dr. Weissbluth taught me to watch out for my child's sleepy signs and then encouraged me to get him to bed before he's overtired. I was also very comforted by Dr. Weissbluth's explanation of sleep as one of your child's basic needs. You offer healthy food to your child when she's hungry. You must also offer healthy sleep when your child is tired—even if she doesn't know it or thinks she doesn't want it (just like my kids won't usually choose the vegetable!).
As a correspondent for Good Morning America, I was able to contact and interview Dr. Weissbluth as part of my series Baby's First Year. I feel tremendously lucky to have Dr. Weissbluth as a resource in my life (yes, there are some perks!). Dr. Weissbluth has become a trusted advisor not only on the topic of sleep, but also on potty training and discipline.
Dr. Weissbluth, thank you for being a mentor and friend. I wish I could say my kids never wake up at night or always go to sleep without a power struggle. We have our ups and downs—I guess that's parenthood. But what I do have is a structure for sleep, which we're always trying to get back to after traveling or a cold. It really helps to have that and to know it works—especially when you are bleary-eyed at 2:00 A.M. I love Dr. Weissbluth's philosophy that the most important thing to have is a well-rested family. And fortunately, thanks to Healthy Sleep Habits, Happy Child, most days (and nights) we do!
—Cindy Crawford








How to Use This Book
If you are still pregnant, it is important for both parents, not just the mother-to-be, to read the Introduction and Chapters 1, 2, 4, and 5. Try to read all of this before your baby is born because no matter how tired you may feel now, you will be even more tired once your baby has arrived. Trying to read anything then is difficult, to say the least. In these chapters you will gain an understanding as to why healthy sleep is valuable, how to satisfy your baby's need to sleep, how to cope with fussiness or crying in the evening, and how to prevent sleep problems.
If you have already delivered your baby, it is likely that you are exhausted, feeling a little lost, or both. Shortly after the birth, you may have “baby brain” and be unable to concentrate, focus, or develop a plan of action because you are so sleep-deprived. And if you are breast-feeding, it is possible that you feel physically drained. It is absolutely necessary for husbands, who never have “baby brain,” to read portions of this book and to act as a coach for their wives. First, even if your baby was not very fussy or crying much in the evenings, please read Chapter 4, because all babies have some fussiness. Then go to the sleep problems discussed in Chapter 3; first read about the problem and then consult the Action Plan for Exhausted Parents. Finally, read the Action Plan for Exhausted Parents in the chapters before and after the chapter for your child's age, because chronological age is only a rough guide both for sleep problems and their solutions. If your child has snoring or mouth breathing during sleep or has very dry and itchy skin, read the appropriate sections in Chapter 10 or 11.








Introduction
Why won't my child sleep better? Where does he get all his energy? He really never seems tired; he just goes and goes and goes until he crashes. I'm burned out and I know he must be exhausted. Of course, he never slept well, even when he was a baby. He was up at all hours during the night, every night. Naps’? Forget them. Sure, he took catnaps, but only in my arms or in the car. I just thought it was normal because no baby wants to sleep with so many interesting things going on around him. Anyway, I didn't want to hear all that crying when he didn't want to sleep. But now he's two, and I'm getting tired of those constant bedtime battles. There are times when I wish he would simply just settle down and be less wild.
Sound familiar?
All kids occasionally are firecrackers when things are not going their way. But why do some kids have much shorter fuses than others?
Healthy Sleep Habits, Happy Child
will explain how fatigue caused by poor-quality sleep makes some children pop off more often or explode with more force than others. It will also explain how chronic fatigue can reduce your child's ability to succeed in school. This book will show how you can nurture, enhance, and maintain calm and alert behavior in your child by instilling good sleep habits.
I will lead you on a tour through the shadows of your child's night and shine my flashlight on the most frustrating nocturnal problems that can disrupt sleep. The first leg of our journey covers terrain that may not be familiar even to experienced parents. Part I, “How Children Sleep,” describes healthy sleep, disturbed sleep, sleep problems, and common myths about sleeping. It also covers some sad territory that has not been explored previously: the harmful effects of disturbed sleep when everyone in the family suffers from fatigue. The second part of our journey, “How Parents Can Help Their Children Establish Healthy Sleep Habits,” is an age-specific guide to understanding sleep patterns and solving common sleep problems in your child. Finally, in Part III, we explore “Other Sleep Disturbances and Concerns.” When we finish our tour, you will be able to direct your own child toward healthy sleep habits.
SLEEP DEPRIVATION HARMS CHILDREN


Sleep deprivation can be prevented and treated.
What do I mean by healthy sleep?
Do you know how to get a good night's sleep and feel rested? I think I do. But sometimes I go to bed too early, sometimes too late—and I'm supposed to know a lot about sleeping! The truth is that no one really knows exactly how to program good sleep so that we always feel rested. In fact, we're really in the dark ages when it comes to understanding how sleep works. Interestingly enough, adult volunteers in early sleep studies were kept in deep, dark caves. This was done to eliminate day-and nighttime cues so that researchers could study how sleep affects our body and our feelings. Of course, sleep researchers now use specifically designed laboratories and trick clocks that run faster or slower than “real” time to figure out how our biological rhythms, or “internal clocks,” work when external time cues are removed. Studies also have been performed on shift workers and Air Force pilots who often cross time zones and suffer from jet-lag syndrome to observe how time differences affect sleep patterns.
But children's sleep habits have not been studied in such detail. Obviously, it's a bigger problem if a bomber crew carrying nuclear weapons is inattentive because of a lack of sleep or jet-lag syndrome than if a child has fatigue-driven temper tantrums. But if it's your child, you might not agree!
I have studied both healthy and disturbed sleep in thousands of children as founder of the original Sleep Disorders Center at Children's Memorial Hospital in Chicago. I have helped hundreds of families understand how their children's sleep habits are directly connected to how they behave and how they will do in school. Based on this research, my general pediatric practice spanning more than thirty years, and life with my own four sons and four grandchildren, I have discovered that there is hope for bleary-eyed parents. In fact, both you and your child can benefit from this knowledge. I personally benefited from my sleep research: I used to think naps were a waste of time. I wanted to spend time with my boys, and I had all those chores to do. The result? I was combative and irritable from accumulated sleeplessness. Now I think my whole family benefits when I take the naps I need.
Prevention and treatment of unhealthy sleep habits in infants and young children are important because if they are uncorrected, they will persist. There is no automatic correction. Children do not simply outgrow these problems. The good news is that the harmful effects of unhealthy sleep are reversible when parents provide treatment. The younger the child, the more successful you will be in reversing the ill effects of unhealthy sleep.
Preventing the development of unhealthy sleep patterns is something all parents can do. But it requires that they start early, paying attention to their baby's evolving natural sleep rhythms and to synchronize their soothing-to-sleep behavior with the time when the sleep process first begins. Perfect timing produces no crying. This book is designed to educate parents as to how they can accomplish perfect timing and prevent sleep problems in their child. But to achieve perfect timing requires practice, so it is possible, especially if this is your first child, that there may be a little crying when your baby becomes overtired.
Treatment of sleep problems is more difficult than prevention for the simple reason that both the child and the parents are stressed from being overtired. Overtired children are fatigued, and the body's natural response is to fight the fatigue by producing a stimulating chemical. This response was important for survival, as primitive man had to flee, fight, or continue hunting even when overtired. This “second wind” of stimulating energy causes a hyperalert or hypervigilant state, which prevents easy entry into sleep or sleeping for long periods. That's why overtired children appear “wired,” unable to fall asleep easily or stay asleep. But why the crying?
First, severe fatigue itself can be painful. Second, changing established habits is very disturbing. After the first few months of life children can protest changes in routine by crying; they would rather play with their parents than sleep.
No parent wants her child to cry. The truth is that encouraging healthy sleep habits will prevent a lot of crying in the long run. It is possible that the treatment of unhealthy sleep habits may initially increase crying around sleep times, but subsequently it will eliminate crying altogether. Some treatments will involve no crying.
How is a parent able to trust what they read in books, magazines, or on the Internet? When you compare advice on sleeping and crying from different writers, ask yourself on what are they basing their advice. Besides practicing general pediatrics since 1973, conducting and publishing original research, and lecturing on crying and sleeping problems in children since 1981,1 have helped my wife raise our four sons.
These experiences have led me to the conclusion that sleeping patterns, temperament, and infant fussing or crying are all connected. And in young babies, these features are mostly biologically determined. Other studies have confirmed these observations, so I am reasonably confident that children are born with a package of interrelated initial predispositions or tendencies.
In the same way that we know how much calcium your baby needs for his bones to grow stronger, we know how important healthy sleep is for the growing brain. Calcium deficiency in childhood harms bone development, but the problems of osteoporosis may not show up until much later in adult life. So if your child eats a calcium deficient diet, the problem is “hidden” because there are no immediately apparent ill effects. Likewise, sleep deficiency in childhood may harm neurological development; the problems remain “hidden,” not showing up until later. I think it is possible that unhealthy sleep habits contribute to school-related problems such as attention deficit hyperactivity disorder (ADHD) and learning disabilities. I also suspect chronically tired children become chronically tired adults who suffer in ways we can't measure: less resiliency, less ability to cope with life's stress, less curiosity, less empathy, less playfulness. The message here is simple: Sleep is a powerful modifier of mood, behavior, performance, and personality.
WARNING
If your child does not learn to sleep well, he may become an incurable adult insomniac, chronically disabled from sleepiness and dependent on sleeping pills.
One of the world's foremost researchers in sleep, William C. Dement, taught me at Stanford University Medical School in 1967 that we exist in three distinctly different biological domains: awake, REM sleep, and non-REM sleep. Although all three domains interact with one another, there are specific problems that can occur within each domain.
According to Dr. Dement, traditional medical science focused on only the first domain, wakefulness. His major point was that we are fundamentally different when we are asleep than when we are awake. The body's clock knows when we should be asleep and adjusts our brain, our temperature, and our hormone levels to the sleep mode. In sleep mode, we do not respond, think, or feel as we do when awake. If you do not believe this, ask any mother of a six-week-old infant how she is when she is up at night soothing her baby!
There has been much misunderstanding about “insecurity” and “crying to sleep” because of a failure to make the distinction between (1) the importance of sleeping well when we are in a biological sleep mode and (2) the importance of security of attachment when we are in a biological awake mode. This failure is understandable, because most child psychologists and child psychiatrists have not had the opportunity to do research or to receive training regarding the benefits of healthy sleep. They do not understand that the sleeping brain is different from the awake brain. Even today, very little teaching regarding sleep (only about five hours) takes place during the three-year pediatric residency program. Sadly, “expert” advice in popular magazines or books often reflects this lack of knowledge.
Because there is a basic difference between the sleeping brain and the awake brain, different types of problems can develop. When the brain enters the biologic domain of sleep, problems such as night terrors might appear. Night terrors and other sleep problems simply do not occur when the brain shifts to the awake domain.
Similarly, we are fundamentally different when we are awake.
When our children are awake, we worry about problems such as temper tantrums, fighting, not sharing, or not eating well. Also, we sometimes wonder if we are making the appropriate emotional connection. Are our children getting enough love? Are they happy? Are they securely attached, or do they feel insecure? How we interact with our children while we feed them, bathe them, dress them, and play with them is very important. Insecurity of attachment as a concept makes no sense when the brain shifts to the sleep domain.
BE PATIENT
It takes time for your child to develop strength, coordination, balance, and confidence to “learn” to walk.
It takes time for your baby to develop night sleep consolidation, regular and long naps, and self-soothing skills to “learn” to sleep well.
We know that the process of falling asleep and staying asleep is learned behavior, and that the learning will occur naturally, just like learning how to walk, if parents do not interfere. Difficulties in learning how to walk used to occur when walkers were popular, because they interfered with the natural evolution of a normal gait. Difficulties in learning how to sleep occur when parents do not respect and protect the child's natural, periodic need to sleep. With practice, all parents will clearly see that perfect timing produces no crying!
New parents need to practice before they achieve perfection, and they need to be patient. Because of new parents’ inexperience and the baby's shifting sleep rhythms, there will be incidents when the timing will be off and the baby will become painfully overtired. Then there may be some crying. This book will provide a guide to help coach you to catch the rising wave of sleepiness before the child crashes into an overtired state. Making children cry is not the way to help them learn to sleep.
Helping babies and children sleep well is not just mothers’ work; fathers also play an important role in helping to establish healthy sleeping. Traditionally, mothers have suffered the burden of sleep deprivation because they were doing night duty alone. They were on call day and night much more than the fathers were, and when there were problems occurring on the night shift, guess who was expected to handle it? When babies do not sleep well, guess who gets the blame? I have tried to correct this situation by discussing how important it is—for the sake of the child, the marriage, and the family—to get the father actively involved.
In this new edition of Healthy Sleep Habits, Happy Child, you will learn in detail how to prevent and treat sleeping problems. The discussion of prevention includes a detailed map to help you decide whether the path of breast-feeding or the family bed will be important on your journey to prevent sleep problems. The discussion of treatment has been expanded to include a comparison of different treatment strategies: extinction (ignoring), graduated extinction (controlled crying, check and console), scheduled awakenings, bedtime routines, day correction of bedtime problems, relaxation, and white noise. To make this book easier to use, Action Plans for Exhausted Parents have been included at the end of every chapter for handy reference and guidance.








New Introduction to
First Hardcover Edition
Imagine a family where both parents are actively involved in parenting and agree on how to care for their child. They have a strong marriage, there are no baby blues or postpartum depression, they have only one child, breast-feeding is easy, there are no medical problems in the family, they have extra bedrooms, relatives and friends are available and want to help, they can afford housekeeping and childcare help, and they are under no financial pressure to return to work soon. Of course, most of us are not so fortunate to have such an ideal soothing support system.
Still, the greater your resources to soothe your baby during the first few months, and the better attuned you become to your baby's changing sleep needs, the more likely that he will sleep well during the first four months. And if your baby is sleeping well, as the pages that follow will explain, it is more likely that you will prevent sleep problems from developing after four months. The emphasis is on the word prevent. If you don't have a good soothing support system in place, however, your baby might become irritable, fussy, and cry more during the first few months because, despite your best efforts, he becomes overtired.
In the long run, when infants do not learn self-soothing, they often develop sleep problems. Or, if you have a colicky infant who appears to have less ability to soothe himself, he is likely to be come a mostly parent-soothed baby. Simply stated, the more resources you have to soothe your baby, the likelier that your baby will sleep more and cry less and, after four months, begin to learn how to independently fall asleep and stay asleep. This acquired ability to self-soothe goes a long way in preventing sleep problems from emerging.
IMPORTANT POINT
The over-tired infant is less likely to soothe himself to sleep and becomes more dependent on parents to be soothed to sleep.
This book is full of tools for you to use to soothe your baby and help her sleep. Dig deep into this toolbox and get all the help you can get. Some of the tools will turn out to be more useful to some families than to others because of differences in family circumstances and the temperament of the child. You should recognize, however, that families differ in their ability to use these tools. I list these abilities on page 74 as resources for soothing. So, some tools are easier to use for some families because of different resources. Don't compare what's going on in your family with another family, because families are all different.
There is no instruction manual that applies to all families, and parenting is the hardest work there is. This is also true because once you figure out how to handle something, your child changes and you have to start the learning process all over again. When your baby sleeps well, you sleep well. When that happens, you can figure out a parenting plan that will be good for your family, and you are more adaptable to make changes in your plan as your baby changes. Let me help you get started.
A Simple Four-Step Plan to Prevent Sleep Problems
	Weeks one through four: Your baby becomes less portable and more sensitive to being stimulated. Attempt to put your child to sleep in a reasonably dark and quiet place within one to two hours of wakefulness. Do whatever works to maximize sleep and minimize crying. If possible, put your baby down when she is drowsy but awake. Both parents should be involved in soothing and putting the baby to sleep.

	Weeks four through eight: Focus on the one-to two-hour rule of wakefulness during the day, but plan to deal with increasing fussiness and wakefulness, especially in the evening at six weeks. Parents should anticipate peak fussiness and wakefulness in the evening; therefore, the working parent should plan to come home from work early or take a few days off when the baby is around six weeks. Get as much help in the evening as you can. Remember that putting your baby down when she's drowsy but awake might work during the day but not in the evening. That's okay. Again, do whatever works to maximize sleep and minimize crying.

	Weeks eight through twelve: Remember the one-to two-hour rule during the day. Watch for drowsy signs at night. Move the bedtime earlier, around 6:00 to 7:00 P.M.

	Weeks twelve through sixteen: First, organize your schedule to fit in a morning nap, around 9:00 A.M., for your baby. Second, organize your schedule to have your baby take a second midday nap around 1:00 P.M. A third nap in the afternoon is more variable.


PREVENTION
Realistically evaluate your resources for soothing your baby to help her sleep. Plan to maximize sleep and minimize crying during the first few months to prevent sleep problems from developing later.
In addition to preventing sleep problems, there is the issue of treatment of existing sleep problems. As parents, we are all different regarding how easy or difficult it is for us to change our behavior so that our child can sleep better. Naturally, the items listed on page 74 under “Resources for Parents' Ability to Soothe” are important when trying to change our parenting practices in order to correct our child's sleep problems. Some parents have difficulty executing a treatment tip or treatment plan because other things get in the way (see Chapter 12). This new edition addresses for the first time some additional reasons why parents have difficulty fixing their child's sleep problems. These barriers to treatment could include sensitive or highly personal issues that get in the way of your ability to do what is best for your child—and make the hard work of parenting even harder.
Barriers to Treatment
Child psychologists and child psychiatrists deal with barriers to treatment every day in their attempts to help struggling parents deal with older children. But these same barriers often interfere with executing a treatment plan to help a much younger child sleep well. Perhaps they are only speed bumps that slow down the process of helping your child. If, however, these barriers are major roadblocks preventing you from treating your child's sleep problem, then consider getting professional counseling to overcome them before working on your child's sleep problem.


1. Parents lack information or tools.
Your child does not come with a parenting manual. Starting in a child's infancy or early childhood, parents may have unrealistic expectations or misunderstandings regarding age-appropriate sleep needs and sleep schedules. Or parents may not appreciate the benefits of healthy sleep or recognize the harm from sleep deprivation in their children. Parents may be misguided or unaware regarding how to set limits, or how to discipline or socialize their children. They have the right attitude but they lack the techniques or tools, so they become paralyzed. Dr. John Lavigne, chief psychologist at Children's Memorial Hospital in Chicago, strongly believes that most of the parents he sees are psychologically healthy but simply misguided or lacking skills to solve some of the common parenting problems.


2. Working-parents’ guilt, exhaustion, or absence.
Parents feel guilty because they are not available or because they do not want to be available to their child. So they give in to whatever their child wants. Or, selfishly, the parents feel that their child has to adapt to their schedule and stay up late at night. Alternatively, as child psychologist Dr. Diane Rosenbaum explains, a parent might truly believe that the time a child spends late at night with Mother or Father is more important than sleep. This may be more common with a parent who works outside the home, because (s)he does not see the child's overtired behavior during the day. Or perhaps it is not guilt but sheer exhaustion from the demands of work that prevents the parent from being persistent and consistent. Too often, the parent simply surrenders whenever the child cries. Sometimes it is neither guilt nor exhaustion but absence. Many modern parents do not do a lot of parenting. Because they spend so much time at work, they rely heavily on daycare or nannies. This absence can render the parents powerless to resist the demands of their child. Dr. Vicki Lavigne, a child psychologist, commonly sees fathers who are absent from the home so much that they do not recognize or appreciate the seriousness of the problem and are often in denial. These fathers tend to say, “He'll outgrow it,” or “It's not a big deal, not to worry.”


3. Bad Marriage.
A bad marriage can lead to a variety of issues that affect a parent's effectiveness. One possible issue resulting from a troubled relationship is that one parent becomes overly permissive in order to keep the child allied with him or her for support and love. This alliance maintains the parent's self-esteem. In extreme cases, a parent becomes deliberately overly permissive in order to provoke the spouse. A second possible issue is that of control. A parent arrogantly asserts that (s)he is right no matter what; (s)he knows best, end of story. A third issue may be a lack of communication. The parents can't communicate effectively with each other to develop a practical plan that can be consistently implemented.


4. Parents have abandonment issues.
Because the parents had bad relationships with their own parents, some new parents might desperately want to be liked by their child. New parents might feel that their parents were not in tune with their feelings as children, so they want to be sensitive and always address their own child's feelings. They want to be their child's best friend. They do not want their child to feel hurt, as they had felt hurt as children. Or the parents do not want to break their child's spirit or damage his self-esteem. This might lead to giving in to their child's every demand. Another possibility is that parents who had bad relations with their parents might become inept in general at parenting their own children. For example, they may not recognize that overindulgence is harmful to their child.


5. Parents have authority issues.
Some parents do not feel comfortable with rules and authority. It goes against their grain because perhaps they were raised without rules or authority. They are not comfortable telling anyone what to do; they would rather ask for help. They might have a “live and let live” philosophy. Or they behave irresponsibly and cannot say no to themselves, so they cannot say no to their child. In extreme cases, a parent wants to but cannot be rebellious, and so the parent gets gratification from seeing the child rebel.


6. Family stress issues.
Because the parents are stressed out worrying about money, jobs, family issues such as the illness of a relative, or the frequent absence of a parent, they do not have the energy to establish routines, plan events, or create schedules such as sleep times. They live from crisis to crisis, and family life is chaotic. The parents are reactive instead of proactive: They react emotionally instead of thoughtfully. The parents are not necessarily overindulgent, but they are overly inconsistent. Dr. Robert Daniels, a child psychologist, points out that “You can still be an A parent if you are 90 percent consistent; nobody is 100 percent consistent.” Some of these parents, however, have Attention Deficit Hyperactivity Disorder (ADHD; see below).


7. Parents have undiagnosed depression, ADHD, bipolar disorder, or other mental health problem.
These are uncommon, but depression occurs in 5 percent of American adults, ADHD in 4 percent, and bipolar disorder in 1 percent. Education and coaching will often fail if the parent has significant untreated mental health issues. Many times the diagnoses are not recognized, especially with ADHD, which occurs equally in mothers and fathers. But problems regarding parenting are especially prominent if the mother is affected, because she is the one who is usually expected to organize schedules and routines such as regular bedtimes and naps.


8. Therapist failure.
Sometimes a therapist does not listen to or understand what has failed before, so the parents do not want to try again something similar. Perhaps a therapist fails to make it clear that the parents have to work every day to permanently prevent the problem from resurfacing. I see this time and time again. For example, after working hard to successfully correct a sleep problem caused by a bedtime that was too late, and everyone was sleeping better, the parent came and asked if he could start keeping his child up later at night!
Successful therapists such as Dr. Karen Pierce, a child psychiatrist, often start by asking a fundamental question: There are many barriers to change. Is it the child, the parent, the couple, the larger family, or outside stress issues? She emphasizes the importance of locating the barrier that prevents parents from changing in order to solve the problems. After all, the failure tolocate the barrier makes it difficult to concentrate energy on the solution to the problem.
Dr. Robert Daniels often starts with questions such as: What is the desired behavior you want from your child? What is the desired outcome? What is the endpoint of treatment? What would you like to see happen? Both parents need to agree on what the goal is and how to achieve it before beginning a treatment plan. The failure to agree on a goal makes it difficult for parents to cooperate with each other to achieve success. Dr. Daniels observes that most parents agree on the goal but not necessarily on the path to accomplish it.
BARRIERS TO TREATMENT
Consider and deal with issues that might interfere with successfully completing a permanent treatment plan for a sleep problem. Ignoring these issues might prevent having a well-rested child and a well-rested family.
Dr. Vicki Lavigne emphasizes that parents have to see the connection between what they do and the behavior of the child. Parents have to be more focused on their behavior than on worrying about whether their child has a problem or a peculiar trait. For example, they must try not to focus on a child's will, declaring “She has a strong will;” instead, they should pay attention to how their own behavior interferes with success.
Parents need to focus all their energy on soothing their baby and helping him sleep during the first few months. But, as discussed, issues such as bad marriage or family stress may affect their ability to soothe their infant during the first few months to prevent sleep problems and may also impact their ability to treat the resulting sleeping problems after a few months of age.
Therefore, it is important for parents to figure out a way to separate their marriage issues from bedtime issues, compartimentalize other barriers, restructure their priorities, or seek professional counseling in order to invest heavily in soothing their newborn during the first few months. By gathering up all their resources for soothing during the first few months, parents are more likely to prevent sleep problems in the future.
THE MOST IMPORTANT POINT
If you see in yourself or your family barriers to treatment, and therefore know that treatment of sleep problems will be difficult for you, then work extra hard with the resources available for soothing during the first four months to prevent sleep problems from ever arising in the first place.







Author's Note: Throughout the book, I use the terms husbands, wives, marriage, or marital problems merely for convenience, but I wish to embrace all partner and parent-child relationships.
—April 25, 2005








How Children Sleep








Why Healthy Sleep Is
So Important
Infants and children who are still offender age
[may be] attacked by … wakefulness at night.        
—AULUS CORNELIUS CELSUS, A.D. 130
Sleeplessness in children and worrying about sleeplessness have been around for a long time.
Healthy sleep appears to come so easily and naturally to newborn babies. Effortlessly, they fall asleep and stay asleep. Their sleep patterns, however, shift and evolve as the brain matures during the first few weeks and months. Such changes may result in “day/night confusion”—long sleep periods during the day and long wakeful periods at night. This is bothersome, but it is only a problem of timing. The young infant still does not have any difficulty falling asleep or staying asleep. After several weeks of age, though, parents can shape natural sleep rhythms and patterns into sleep habits.
It comes as a surprise to many parents that healthy sleep habits do not develop automatically. In fact, parents can and do help or hinder the development of healthy sleep habits. Of course, children will spontaneously fall asleep when totally exhausted—“crashing” is a biological necessity! But this is un healthy, because extreme fatigue (often identified by “wired” behavior immediately preceding the crash) interferes with normal social interactions and even learning. You should not assume that it is “natural” for all children to get peevish, irritable, or cranky at the end of the day. Well-rested children do not behave this way.
Before electricity, radio, television, computers, or commuting long distances to work, children went to sleep earlier than children do today. Our current popular late bedtimes may be no more “natural” than the outdated “natural” belief that fatter babies are healthier babies. Commonly held or popular beliefs about what is natural, normal, or healthy are not always true. In addition, when you think of child rearing, it may appear “natural” for you to consider parenting practices performed in traditional cultures. That is, breast-feed frequently day and night and sleep with your baby, wear your baby in a sling or soft carrier, always be close to your baby, and always respond to your baby. This is not always practical for some families, and even for those families who choose this “natural” style, their baby's extreme fussiness/crying/not sleeping or “unnatural” factors can interfere.
“NATURAL” VERSUS “UNNATURAL”


“Natural”
All babies have spells of fussing and crying.
These spells distress all parents.
All parents want to soothe their baby.
The more the baby fusses or cries, the less she sleeps.
The less the baby sleeps, the less the parents sleep.
The less the parents sleep, the harder it is for them to soothe their baby.
Relatives and friends want to help soothe the baby and are expected to assist parents.
Breast-feeding and sleeping with your baby are powerful ways to soothe your baby.
“Unnatural”
Urban stimulation (noises, voices, delivery trucks, shopping trips, errands) may interfere with baby's sleeping.
Day care (not being able to put your child to sleep when just starting to become tired, or too much stimulation) may interfere with baby's sleeping.
Social isolation forcing only the mother to be wholly responsible to take care of soothing and sleeping may cause intense stress for the mother.
Busy modern lifestyles means that parents have many things to do and little time to do them; sometimes they have to take their baby with them even at sleep times.
Mothers have to work outside the house, miss playing with their baby, and keep their baby up too late at night.
Fathers or mothers have a long commute and return home from work late, want to play with their baby, and keep their baby up too late at night.
Grandparents interfere with sleep routines.
Dr. Christian Guilleminault, who along with Dr. William C. Dement was the founding editor of the world's leading journal of sleep research, taught me to consider five fundamental principles of understanding sleep:
	The sleeping brain is not a resting brain.

	The sleeping brain functions in a different manner than the waking brain.

	The activity and work of the sleeping brain are purposeful.

	The process of falling asleep is learned.

	Providing the growing brain with sufficient sleep is necessary for developing the ability to concentrate and an easier temperament.


Sleep is the power source that keeps your mind alert and calm. Every night and at every nap, sleep recharges the brain's battery. Sleeping well increases brainpower just as lifting weights builds stronger muscles, because sleeping well increases your attention span and allows you to be physically relaxed and mentally alert at the same time. Then you are at your personal best.
As you will discover as you read this book, when children learn to sleep well, they also learn to maintain optimal wakeful-ness. The notion of optimal wakefulness, also called optimal alertness, is important, because we tend to think simplistically of being either awake or asleep. Just as our twenty-four-hour cycle consists of more than just the two states called daytime and nighttime, there are gradations—which we call dawn and dusk—in sleep and wakefulness.
In sleep, the levels vary from deep sleep to partial arousals; in wakefulness, the levels vary from being wide awake to being groggy.
The importance of optimal wakefulness cannot be overemphasized. If your child does not get all the sleep he needs, he may seem either drowsy or hyperalert. If either state lasts for a long time, the results are the same: a child with a difficult mood and hard-to-control behavior, certainly not one who is ready and able to enjoy himself or get the most out of the myriad of learning experiences placed before him.
With our busy lifestyles, how can we keep track of nap schedules and regular bedtime hours’? Is it really true that I can harm my baby by giving him love at night when he cries out for me? How can I be sure that sleep is really that important? Am I a bad parent if my child cries? If he cries at night, isn't he feeling insecure? These are questions many parents ask me. Parents will often mention that articles or books they have read seem to support different ideas, and so they conclude by saying that since this whole issue is “so controversial,” they would rather let matters stay as they are. If you think your child is not sleeping well and if you disagree with the suggestions in this book, then ask yourself how long you should wait for improvement to occur. Three months? Three years? If you are following the opinion of a professional who says you must spend more time with your child at night to make him feel more “secure,” ask that professional, “When will I know we are on the right track?” Don't wait forever. Consider what Dr. Charles E. Sundell, the physician in charge of the Children's Department in the Prince of Wales General Hospital in England, wrote in 1922: “Success in the treatment of sleeplessness in infants is a good standard by which to estimate the patience and skill of the practitioner.” He also wrote: “A sleepless baby is a reproach to his guardian, and convicts them of some failure in their guardianship.” So don't think that worrying about sleeplessness is just a contemporary issue.
The truth is, modern research regarding sleep/wake states only confirms what careful practitioners such as Dr. Sundell observed over eighty years ago. He wrote:
The temptation to postpone the time for a baby's sleep, so that he may be admired by some relative or friend who is late in arriving, or so that his nurse may finish some work on which she may be engaged, must be strongly resisted. A sleepy child who is kept awake exhausts his nervous energy very quickly in peevish restlessness, and when preparations are at last made for his sleep he may be too weary to settle down. …
Regularity of habits is one of the sheet-anchors by which the baroque of an infant's health is secured. The reestablishment of a regular routine, after even a short break, frequently calls for patient perseverance on the part of the nurse, but though the child may protest vigorously for several nights, absolute firmness seldom fails to procure the desired result.
Each baby is unique. They're like little snowflakes. Babies are born with individual traits that affect the amount of physical activity, the duration of sleep, and the length of periods of crying they will sustain. But babies also differ in more subtle ways. Some are easier to “read;” they seem to have predictable schedules for feeding and sleeping. These babies also tend to cry less and sleep more. Regular babies are more self-soothing; they fall asleep easier, and when they awaken at night they are more able to return to sleep unassisted. But don't blame yourself if you have an irregular baby who cries a lot and is less self-soothing. It's only luck, although social customs may affect how you feel about it.
In those societies where the mother holds the baby close all the time, and her breasts are always available for nursing and soothing, there are still great differences among babies in terms of fussiness and crying. The mother compensates by increasing the amount of rhythmic, rocking motions or nursing. She may not even expect the baby to sleep alone, away from her body. As she grows up, a child might share the bed with her parents for a long time. This is not necessarily good or bad; it's just different from the expectations of most middle-class Western families.
So not only do babies sleep differently, but every society's expectations condition parents’ feelings in different ways. Remember, there are no universally “right” or “wrong” ways, or “natural” versus “unnatural” styles, of raising children. Less-developed societies are not necessarily more “natural” and thus “healthier” in their child-rearing practices. After all, strychnine and cow's milk are equally “natural,” but they have altogether different effects when ingested.
How much we are bothered by infant crying or poor sleep habits might partially reflect our own expectations about how to be “good” parents. Do we want to carry the baby all the time, twenty-four hours a day, or do we want to put the baby down sometimes to sleep?
Here's a true story. A Saudi Arabian princess came to my office for a consultation, accompanied by her English-trained Saudi pediatrician, her English-trained Saudi nanny, and two other women, to discuss sleeping habits for the royal family's children. The pediatrician described child care arrangements that had been popular among British aristocrats in the nineteenth century. Like trained baby nurses in nineteenth-century England, the Saudi Arabian nanny was always able to hold the princess's baby while the child was sleeping for the simple reason that the Saudi nurse had her own servants! These subordinate nannies were not as well trained and were assigned the menial domestic chores associated with child rearing.
The majority of parents do not have child care staffs. They have to rely on their own skills. So if we are greatly bothered by our baby's crying or our guilt about not being “good” parents, this may interfere with our developing a sense of competence. We may feel that we cannot influence sleep patterns in our child. Unfortunately, this way of thinking can set the stage for future sleep disorders.
Sleep problems not only disrupt a child's nights, they disrupt his days, too, by making him less mentally alert, more inattentive, unable to concentrate, and easily distracted. They also make him more physically impulsive, hyperactive, or lazy. But when children sleep well, they are optimally awake and alert, able to learn and grow up with charm and humor. When parents are too irregular, inconsistent, or oversolicitous, or when there are unresolved problems between the parents, the resulting sleep problems converge, producing excessive nighttime wakefulness and crying.
Please do not simply assume that children must pass through different “stages” at different ages, and that these stages inevitably create sleep problems. The truth is that after three or four months of age, all children can begin to learn to sleep well. The learning process will occur as naturally as learning how to walk.
The bad news is that some parents create sleep problems. The good news is that parents can prevent sleep problems as well as correct any that develop.
Parents who favor a more gradual approach (controlled crying or graduated extinction) over an abrupt approach (ignoring or extinction) often complain of frequent “relapses.” The general reason why a gradual approach tends to be less successful in the long run is that it takes longer and there are always natural disruptions of sleep, such as illnesses or vacations. The subsequent reestablishment of healthy sleep routines using a gradual approach becomes very stressful to the parents. Several days or weeks of a gradual approach often wear down parents, so they give up and revert to their old inconsistencies. Parents who have successfully used extinction know that they might have one, and only one, night of crying after they return home from several days on vacation or from a visit to a relative's house.
The truth is that some parents swing back and forth between firmness and permissiveness so often, they cannot make any cure stick. They often confuse their wishful thinking with the child's actual behavior. This is why a sleep log, which I will describe later, can be an important tool to help you document what you are really doing and how your child is really responding. After all, short-term “successes” might only reflect brief periods when your child crashes at night from chronic exhaustion. Or the actual improvement in sleep habits may be so marginal that the normal disruptions of vacations, trips, illnesses, or other irregularities constantly buffet the still-tired child and cause repeated “relapses” in which he wakes often during the night or fights going to sleep.
In contrast, parents who successfully carry out an abrupt retraining program—the cold-turkey approach—to improve sleep habits see immediate and dramatic improvement without any lasting ill effects. These children have fewer relapses and recover faster and more completely from natural disruptions of sleep routines. Seeing a cure really “stick” for a while gives you the courage to keep tighter control over sleep patterns and to repeat the process again if needed.
I cannot emphasize enough how important it is for parents to start early to help their child learn to sleep well.
PRACTICAL POINT
If you start
early
with sleep training, you will be well along the path to
preventing
sleep problems.
When you start early, there are no long bouts of crying and no problems with sleeping. The process of falling asleep unassisted is a skill, and as with any other skill, it is easier to teach good habits first than it is to correct bad habits later. Also, as with any other skill, success comes only after a period of practice.
The many personal accounts in this book, contributed by a variety of caring, thoughtful parents, should add extra incentive to teach healthy sleep habits early or to make a change to correct your child's sleep problems right now, so that you can all get on with the best part of having children—enjoying them! Some parents may need professional help to establish reasonable, orderly home routines, to iron out conflicts between parents, or to help an older child with a well-established sleep problem. To maintain healthy sleep for your young child, you need the courage to be firm without feeling guilt or fear that she will resent you or love you less. In fact, the best prescription I can offer is to create a loving home with a well-rested child and well-rested parents.
There never was a
Child so lovely but his
Mother was glad to see him asleep.
—RALPH WALDO EMERSON
What a difference healthy sleep can make in our children!








Healthy Sleep and Sleep
Strategies
HEALTHY SLEEP
Are your child's sleep patterns healthy? There are five elements of healthy sleep for children:
	Sleep duration: night and day

	Naps

	Sleep consolidation

	Sleep schedule, timing of sleep

	Sleep regularity


When these five items are in proper balance, children get the rest they need. Let's first take a look at each one separately. Later, we will see how each element is not really independent from the others but simply part of a package called “healthy sleep.”
As we consider the biological development of these five factors, please remember that parenting practices such as feeding do not influence how the brain develops. There are five turning points in the sleep maturation process: six weeks (night sleep lengthens), twelve to sixteen weeks (daytime sleep regularizes), nine months (disappearance of night waking for 14 feeding and a third nap), twelve to twenty-one months (disappearance of the morning nap), and three to four years (afternoon nap becomes less common).
As your baby's brain matures, the patterns and rhythm of sleep change. If you always adapt your parenting practices to these changes, your child will sleep well. Those parents who do not see these changes or make these adjustments have babies who become overtired. The biological development causing all these changes is under the control of two regulatory mechanisms. Understanding these controlling mechanisms will help you organize your thoughts and plan your actions to ensure healthy sleep for your child.
The first regulatory system controls the body's need for sleep and has been called the “homeostatic control mechanism.” In a nutshell, this means that the longer you go without sleep, the longer you will subsequently sleep. If you lose sleep, the body tries to restore it. The body tries to make sure you are getting enough sleep. This automatic process reflects an internal biological mechanism that we do not control. It is similar to the body wanting to control its temperature; when we get hot, we automatically sweat. If we do not drink enough fluid, then we cannot sweat, and we suffer the ill effects of dehydration. However, if we drink too much caffeine and deprive the body of sleep, we also cause harm. Unfortunately, our baby's biological need for sleep is always changing, so we have to be on our toes in order not to miss shifts in sleeping requirements.
The secondary regulatory system has been called the “circadian timing system.” It is also called the “internal timing system” and can be thought of as a dedicated regulatory program that switches specific genes on and off in response to the light-dark cycle. This regulatory apparatus built to turn on and off is a molecular clock that is genetically specified and it is set to the proper time by sunlight. This mechanism automatically tries to ensure that the body is sleeping at the right time, and that when you are asleep, the timing and amounts of different stages and types of sleep are correct. Signals come from a specific area within the brain to make us feel sleepy or wakeful. The pattern of these signals changes over weeks, months, and years as the baby grows into an adult. The pace of these changes is especially quick during the first several months, so it is easy for a parent to get a little off tempo. Just when you think you have figured out when your baby needs to nap or be put to bed at night, the times change!
IMPORTANT POINT
The Internal Timing System is under genetic control so there is individual variation. It takes time for the Internal Timing System to express itself.
Sleep Duration: Night and Day
If you don't sleep long enough, you feel tired. This sounds very simple and obvious, but how much sleep is enough? And how can you tell if your child is getting enough sleep?
Under three or four months of age, infants’ sleep patterns seem mostly to reflect the development of the child's brain. During these first few weeks, in fact, sleep durations equal sleep needs, since infant behavior and sleep durations are mostly influenced by biological factors. But after about three or four months, and perhaps even at about six weeks (or six weeks after the due date, for babies born early), parenting practices can influence sleep duration and, consequently, behavior. As I will discuss later in more detail, I believe parents can promote more charming, calm, alert behaviors by becoming more sensitive to their growing child's need to sleep and by helping to maintain healthy sleep habits. The goal is to recognize and respect your child's need to sleep and not do things that interfere with the natural sleep process.
Newborns and Young Infants
During their first few days, newborns sleep about sixteen to seventeen hours total each day, although their longest single sleep period is only four to five hours. It makes no difference whether your baby is breast-fed or bottle-fed, or whether it's a boy or a girl.
PRACTICAL POINT
Nursing mothers often worry unnecessarily that long sleep periods deprive their baby of adequate breast milk. Weight checks with the doctor will reassure you that all is well.
Between one week and four months, the total daily sleep duration drifts down from sixteen and a half to fifteen hours, while the longest single sleep period—usually the night—increases from four to nine hours. We know from several studies that this development reflects neurological maturation and is not related to the start of feeding solid foods.
Some newborns and infants under the age of four months sleep much more and others much less. During the first few months, you can usually assume that your baby is getting sufficient sleep. But if your baby cries too much or has extreme fussiness/colic, you might assist Mother Nature by trying the helpful hints for “crybabies” described in Chapter 4.
PRACTICAL POINT
When they are one or two weeks old, many infants begin to have several hour periods of increasingly alert, wakeful, gassy, and fussy behavior. This continues until about six weeks of age, after which they start to calm down. This increasingly irritable and wakeful state is often misinterpreted as resulting from maternal anxiety or insufficient or “bad” breast milk. Nonsense! The culprit is a temporarily uninhibited nervous system that causes excessive arousal. Relax; this developmental phase will pass as the baby's brain matures. It's not your fault.
Young infants are very portable. You can take them anywhere you want, and when they need to sleep, they will. I remember when, as a medical student at Stanford University, I was playing tennis with my wife one day and my first child was sleeping in an infant seat near the fence. A huge dump truck came crashing down the narrow street, making an awful racket. We ran over to our son, only to be surprised that he remained sweetly asleep. After six weeks of age, he became more socially aware of people around him; after about four months of age, he, like all children, became interested in barking dogs, wind in the trees, clouds, and many other curious things, all of which could and did disturb his sleep.
For some infants, the time when the baby first makes a socially responsive smile (usually at six weeks of age, or six weeks after the due date, for babies born early) is when social curiosity or social learning begins. However, under about three or four months of age, most infants, like my son, are not much disturbed by their environment when it comes to sleeping. When their body says it's time to sleep, they sleep. When their body tells them to wake up, they wake up—even when it is not convenient for their parents! This is true whether they are fed on demand or according to a regular schedule. It is also true even when they are continuously fed intravenously because of birth defects of the stomach or intestines. Hunger, in fact, seems to have little to do with how babies sleep. A much more likely candidate for influencing a baby's sleeping patterns is the hormone melatonin, which is produced by the baby's brain beginning at about three to four months of age. This hormone surges at night and has the capability to both induce drowsiness and relax the smooth muscles encircling the gut. So around three or four months of age, so-called day/ night confusion and apparent abdominal cramps (colic) begin to disappear.
Furthermore, infants raised in an environment where the lights are constantly on evolve normal sleep patterns, just like babies brought up in homes where the lights are turned on and off routinely. Another bit of evidence to suggest that environment has little effect on sleep patterns in children under three or four months of age comes from infants born prematurely. A child born four weeks before his due date, for example, reaches the same level of sleep development as a full-term baby four weeks later than the child born on time. Biological sleep/wake development does not speed up in those preemies who are exposed to more social stimulation.
What we can conclude, therefore, is that, for infants under three or four months of age, you should try to flow with the child's need for sleep. Don't expect predictable sleep schedules, and don't try to enforce them rigidly. Still, some babies do develop regular sleep/wake rhythms quite early, say at about six to eight weeks. These babies tend to be very mild, cry very little, and sleep for long periods of time. Consider yourself blessed if you are one of these lucky parents.
Older Infants and Children
As children age, the amount of time they sleep tends to decrease. Figures 1 through 3 describe how much daytime sleep, night sleep, and total sleep occur at different ages for older children. The bottom curve in each graph means that 10 percent of children sleep less than the amount shown, while the top curve means that 90 percent of children sleep less than the amount shown for each age. These curves were generated by my own research using data collected from 2,019 children, mostly white, middle-class residents of northern Illinois and northern Indiana in 1980. These graphs can help you tell whether your child's sleep is above the ninetieth percentile or below the tenth percentile. (Other studies have used only the fiftieth percentile, or average values, and do not tell you whether your child's sleep duration is slightly below average or extremely below average.) Interestingly, the results of studies of similar social classes in 1911 in California and in 1927 in Minnesota, also involving thousands of children, were the same as those in my study. In addition, studies in England in 1910 and Japan in 1925 showed identical sleep curves.
So it seems that despite cultural and ethnic differences, social changes, and such modern inventions as television, DVDs, and computers that shape our contemporary lifestyles, the age-specific durations of sleep are firmly and universally rooted in our children's developing biology.
An exception to this generalization is that adolescents in the United States are now getting less sleep. During the second half of the twentieth century, a trend toward earlier start times for high school developed. This forced children to get up earlier during the school week and reduced the total number of hours available for sleeping. At the same time, it became more popular for teenagers to hold part-time jobs after school, so they were going to bed later. Also, the amount of homework has increased.
After about four months, I think parents can influence sleep durations, and as you will see, sleep durations for these older infants and toddlers are especially important.
I studied sixty healthy children in my pediatric practice at five months of age and then again at thirty-six months. At five months of age, the infants who were cooing, smiling, adaptable, and regular, and curiously approached unfamiliar things or people, slept longer than infants with opposite characteristics. These easy and calm infants slept about three and a half hours during the day and twelve hours at night, or a total of fifteen and a half hours. Infants who were fussy, crying, irritable, hard to handle, irregular, and more withdrawn slept almost three hours less overall, almost a 20 percent difference (three hours during the day and nine and a half hours at night, or twelve and a half hours total).
In addition, for all the five-month-olds studied, persistence or attention span was the trait most strongly associated with daytime sleep or nap duration. In other words, children who slept longer during the day had longer attention spans.



As I will discuss in a later chapter, infants who sleep more during the day are better able to learn from their environment; this is because they have a better-developed ability to maintain focused or sustained attention. Like a dry sponge in water, they soak up information about their surroundings. They learn simply from looking at the clouds and trees, touching, feeling, smelling, hearing, and watching their mothers’ and fathers’ faces. Infants who sleep less in the daytime appear more fitful and socially demanding, and they are less able to entertain or amuse themselves. Toys and objects are less interesting to these more tired children.
By three years of age, the easier to manage children in my study who were mild, positive in mood, adaptable, and approachable toward unfamiliar people slept twelve and a half hours total. The difficult to manage children—those who were intense, more negative, less adaptable, and withdrawing—slept about one and a half hours less, almost the equivalent of a daytime nap.
An important conclusion is that three-year-olds who nap are more adaptable than those who do not. But napping did not affect the length of sleep at night. Comparing nappers and non-nappers, night sleep duration was ten and a half hours in both groups. Those who napped, however, slept about two hours longer during the day, so their total sleep was twelve and a half hours. Therefore, it simply is not true that children who miss naps will “make up” for it by sleeping more at night. In fact, the sleep they miss is gone forever.
PRACTICAL POINT
Missing a nap here and there will probably cause no harm. But if this becomes a habit, you can expect your child to lag further and further behind in his sleep and to become increasingly difficult to handle in this over-fatigued state.

All in all, at age three, the children who slept more were more fun to be around, more sociable, and less demanding. The children who slept less not only tended to be more socially demanding, bratty, and fussy, but they also behaved somewhat like hyperactive children. Later, I will explain how these fatigued, fussy brats are also more likely to become fat kids.
One recent study examined the effects of a single night of sleep restriction in a group of children between ten and fourteen years old. The researchers noted that there were impairments in verbal creativity, abstract thinking/concept formation, and in complex problem solving. These higher cognitive abilities appear to be essential for academic performance and success. In contrast, there were no deficits on rote performance or less-complex memory and learning tasks. The ability to maintain routine performance despite being sleepy is familiar to every adult who sometimes gets very tired but nevertheless is able to perform the routine aspects of his or her job fairly well. My interpretation of this study is that chronic sleepiness in infants and young children impairs cognitive development, but this will not become apparent until the child is much older and challenged by more complex tasks. Of course, cognitive development starts in babies, not at ten to fourteen years of age, but the deficits from sleep deprivation remain hidden in young children. When younger, the challenges are at a much lower level, and these chronically sleep-deprived children may still do well with spelling, writing, reading, and simple arithmetic. Later, when older, the more demanding academic challenges unmask the cognitive deficits.
Looking at our sleep curves again, we see that throughout early and middle childhood, the duration of sleep declines until adolescence, when the curve shown in Figure 1 levels off and then slightly increases. This increase has been noted in other studies and suggests that teenagers need more sleep than preteens. Yet academic demands, social events, and school sports combine during adolescence to pressure teenagers to stay up later and later. Also, there are biological shifts in adolescents that seem to encourage more wakefulness in the evening. This is the time when chronic and cumulative sleep losses begin to take their toll, and can make a normally rough period in life unbearably rocky.
Naps
Having grown up in a highly achievement-oriented society, most American adults are likely to view naps as a waste of time. We tend to think that the adults who nap are lazy, under-motivated, ill, or elderly. In turn, we do not attach much positive benefit to daytime sleep in our infants and young children. Let me explain why naps are indeed very important for learning, or cognitive development, in children.
Naps are not little bits of night sleep randomly intruding upon children's awake hours. Actually, night sleep, daytime sleep, and daytime wakefulness have rhythms that are partially independent of one another. During the first three to four months of life, these rhythms develop at different rates, so they may not be in synchrony. Only later do these sleep/wake rhythms become linked with fluctuations in body temperature and activity levels.
For example, most of us have experienced drowsiness in the afternoon. This sensation is partially related—but only partially—to how long you have been up and how long you slept the night before. Our mental state fluctuates during the day between alert and drowsy, just as fluctuations occur during the night between light and deep sleep stages. As adults, an afternoon nap is most refreshing when we take it at the time when we are biologically most drowsy. Here is how to figure out your best nap time. Take the midpoint between the time when you most easily fall asleep at night (example: 10:00 P.M.) and most comfortably awaken naturally in the morning (example: 8:00 A.M.). Then, twelve hours from the midpoint is your best naptime (example: 3:00 P.M.). If you lived in the siesta belt, you might rest or take a nap, but in the United States, it's a coffee break.
There is an important reason, though, why some adults do not nap: sleep inertia.
Sleep Inertia
Sleep inertia is a feeling of disorientation, confusion, pain, discomfort, impaired mood, and the inability to concentrate or think well that occurs upon awakening, especially from naps. In children, sleep inertia appears to be more severe and more prolonged for those who are more overtired. It appears that sleep is intruding into wakefulness and this overlap state is painfully uncomfortable. One mother described it as a “fugue” state, another as a “demonic” state. The children are out of control, panicky, crying, or screaming hysterically. Parents would often call me after three-day holiday weekends, during which their children became severely overtired, and tell me that they were sure their child had a painful ear infection because their child awoke crying. They often added that they were sure their child was not overtired because the child had just completed an extra-long nap! The ears were perfect. The children had simply missed some naps or had been allowed to stay up too late during the holiday.
Understanding that the rhythms of night sleep, daytime sleep, and daytime wakefulness are somewhat independent from one another leads to two important ideas.
First, in a child under three or four months of age, these rhythms are not in synchrony with each other, and the baby may be getting opposing messages from different parts of the brain. The sleep rhythm says “deep sleep,” while the wake rhythm says “alert” instead of “drowsy.” Wakeful but tired, the confused child cries fitfully; we might call this behavior colic or fussiness. Opposing messages from different parts of the brain may cause ambiguous stages such as sleep inertia. In research with adults and animals, this has been called “dissociated states of wakefulness and sleep,” or “Status Dissociatus.” For example, some birds can swim or fly when they are completely asleep! Narcolepsy is the intrusion of REM sleep into wakefulness. Sleepwalking, night terrors, and crying out at night occur during the overlap state of wakefulness and non-REM sleep. Because adult wake/sleep states may overlap, be incomplete, or switch rapidly between states, it is entirely possible that during the first four months, when sleep states are developing, partial states express themselves out of phase and with other states, creating overlap problems that we refer to as fussiness, colic, or sleep inertia. For example, it is known that babies can suck, smile, and cry with their eyes open during REM sleep, so while they appear to be awake, they are actually asleep. We can call this “indeterminate sleep” or “ambiguous sleep,” which reflects the immaturity of the young brain. After about four months of age, these ambiguous states are less common.
Second, if these sleep/wake rhythms are somewhat independent, they may have different functions: learning for the wake cycle, physical and emotional restoration for the sleep cycle. Daytime sleep and nighttime sleep may be different in this regard. I believe that healthy naps lead to optimal daytime alertness for learning—that is, naps adjust the alert/drowsy control to just the right setting for optimal daytime arousal. Without naps, the child is too drowsy to learn well. Also, when chronically sleep-deprived, the fatigued child becomes fitfully fussy or hyperalert in order to fight sleep, and therefore cannot learn from his environment.
Not only are naps different from night sleep, but not every nap is created equal. There is more REM sleep in the morning nap compared to the afternoon nap. Research suggests that high amounts of REM sleep, under the influence of low melatonin levels, help direct the course of brain maturation in early life. Also, adult studies have suggested that REM sleep is especially important for restoring us emotionally or psychologically, while deep, non-REM sleep appears to be more important for physical restoration. Let's get all the REM sleep we can for our babies!
Because naps have their own function and do their job best when they occur at the right time, I suggest that if a nap has been missed, try to keep your child up until the next sleep period in order to maintain the timeliness of the sleep rhythm. This suggestion has to be balanced with the general theme of avoiding the overtired state, so the next sleep period (nap or night) might begin a little earlier.
My studies show that at four months of age, most children take either two or three naps. The third nap, if taken, tends to be brief and in the early evening. But by six months of age, the vast majority of children (84 percent) are taking only two naps; by nine months of age virtually all children are taking just one or two naps. About 17 percent of children have started taking only a single nap by their first birthday, and this percentage increases to 56 percent by the age of fifteen months. By twenty-one months, most children are down to just a single nap.
The morning nap develops before the afternoon nap, but it also disappears before the afternoon nap. The single nap that is present by twenty-one months and resurfaces in adolescence or adulthood is always the afternoon nap. Infants and young children have much more REM sleep at night than older children, and the morning nap has more REM sleep than the afternoon nap; this suggests that in some infants, the morning nap may be viewed as a sort of continuation of night sleep. Later I will discuss how we can help babies sleep better by keeping the interval of wakefulness between the wake-up time and the start of the first nap very short. This strategy may work because we are really allowing night sleep to continue longer.
Another thing that I've discovered is that up until about twenty-one months of age, some babies are born to be short nappers and some are inherently long nappers.
IMPORTANT POINT


Not all sleep periods are created equal!
Parents can interfere with a child's long naps by messing up the child's schedule, but they cannot make short nappers into long nappers. Here are some important facts about short nappers: At six months of age, 80 percent of babies nap between two and a half and four hours total each day. Napping more than four total hours each day occurs in 15 percent of babies. However, in 5 percent of babies, the total daytime sleep each day is less than two and a half hours. If you look at brief naps slightly differently and include babies who sleep a total of two and a half hours or less each day, then 18 percent of babies fall into this category. These short nappers tend to keep this pattern for the next twelve to eighteen months! This truth is especially frustrating to mothers whose first child was a long napper and they remember having long breaks during the day to do whatever they wanted. If their second child is a short napper, they may incorrectly think they are doing something wrong.
If parents can cause problems that interfere with good naps, why can't parents make their babies sleep longer? This question provides a good example of the asymmetry between sleep and wakefulness. Sleep is not the absence of wakefulness; rather, the brain automatically and actively turns on the sleep process and simultaneously turns off wakefulness. You, and your child, can force wakefulness upon sleep, but you cannot force sleep upon wakefulness. You, and your child, can motivate or force yourself and him into a more wakeful or alert state, but you cannot will anyone into a deeper sleep state. So sleep and wake states are different but not opposite. Parents have the opportunity to permit the maximum amount of sleep to occur; this amount reflects their child's actual need for sleep. As stated before, a baby's nap pattern is largely an individual trait that stays stable until about twenty-one months.
Evidence of the individuality of this trait comes from studies on twins and argues for a strong genetic component to the control of sleep in babies. An obvious example occurs when one twin is a short napper and the other twin is a long napper—more about that later. At twenty-one months, the average nap duration is a little less than two and a half hours, but the range is wide: between one and four hours. At this age, some of the children who initially took brief naps are now taking longer naps, and some who had been long nappers are now taking briefer naps. My interpretation is that by twenty-one months, biology is no longer the primary influence on napping; social factors begin to play a role. For example, events such as the birth of a sibling, an older sibling starting preschool, or the child herself now participating in organized and scheduled activities can cause children who have a biological need for longer naps to take shorter naps. Often, no problems occur if catch-up days are provided coupled with an extra-early bedtime.
The time of day when the nap occurs is also important. Some studies have suggested that an early nap, occurring in the midmorning hours, is different in quality from a later nap, which occurs in the afternoon. As mentioned before, there is more active REM sleep than quiet sleep in the first nap, and this pattern is reversed in the second nap. So naps occurring at different times are different! Even for adults, a nap earlier in the day is lighter and less restorative than an afternoon nap, which consists of deeper sleep.
Long naps occurring at the right time make the child feel rested. Levels of cortisol, a hormone that increases with stress, dramatically fall during a nap, indicating a reduction of stress in the body. Not taking a needed nap means that the body remains stressed. Brief naps or naps that are out of synchrony with other biological rhythms are less restful, less restorative. But a short nap is better than no nap. It still has a positive effect on alertness.
Children can be taught how to take naps. A nap does not begin and end the way an electric light can be turned off and on. In fact, a nap or night sleep involves three periods of time: the time required for the process called falling asleep, the sleep period itself, and the time required to wake up. One father complained to me, “I can't see the pre-Zs coming out of his head,” meaning he had difficulty seeing the lull in activity or quieting that precedes sleep. In later chapters I will show you how to recognize the “pre-Zs” and teach your children to fall asleep.
PRACTICAL POINT
Do not expect your baby to nap well outside his crib after four months of age. If you don't protect your baby's nap schedules, you can produce nap deprivation.
When children do not nap well, they pay a price. Infants between four and eight months who do not nap well have shorter attention spans or appear less persistent when engaged in activities. By three years of age, children who do not nap or who nap very little are often described as nonadaptable or even hyperactive. Adaptability is thought to be a very important trait for school success.
One mother of a nonadaptable child said with a laugh that every morning she prayed to the “nap god” to give her a break. In contrast, another mother described her son as a very easy child as long as she had a bed around. He was such a “rack-monster” that she decided he just liked his own company best. Another mother described her son, who napped well, as the “snooze king.”
Sometimes it appears that the older toddler needs exactly one and a half naps. While one nap is insufficient, two are impossible to achieve. These children are rough around the edges in the late afternoon or early evening, but parents can temporarily and partially compensate by putting the child to bed earlier on some nights.
An earlier bedtime may become a necessity when your child develops a single-nap pattern, between fifteen and twenty-one months. Earlier bedtimes help prevent bedtime battles, deter night waking, discourage extremely early morning awakenings, and regularize and prolong naps. Why, then, do many parents resist the notion of putting their children to sleep when they first appear tired at night, even though it is clear that the brain is sleep-sensitive? First, parents naturally want to be with their children and play with them. Second, there is a powerful inhibitory fear that if their child is put to bed very early when tired, she will get up extra early the next day. Third, because I recommend that, along with an earlier bedtime, the parents not go to the child at night, except for feeding, parents are naturally frightened about the possibility of prolonged crying when they put the child to bed or in the middle of the night. This fear of possible crying discourages parents from trying for an earlier bedtime.
Here is an example of how a family started early, at eight weeks of age, to focus on an earlier bedtime. The baby was not overtired and did not have extreme fussiness/colic, so the transition went smoothly. For 20 percent of babies with extreme fussiness/colic, this easy change to an earlier bedtime at eight weeks of age is not realistic.
JADEN'S STORY
When our daughter Jaden was born, we were anxious to start off on the right foot with her sleep habits. We immediately focused on no more than two hours of wakefulness with a bedtime around 10:00 or 11:00 P.M., which was very easy to accomplish. After a few weeks, though, we still weren't really seeing very long nighttime stretches. When Jaden was eight weeks old, we visited Dr. Weissbluth to discuss her sleeping pattern. Dr. Weissbluth told us that at six weeks, we should have incorporated an early bedtime in addition to keeping shorter periods of wakefulness. We left wondering whether an early bedtime would really work for someone so young. We really expected that Jaden would be up within an hour or two after we put her down. We started off with a 7:00 P.M. bedtime. She still woke up in the late evening to eat, but we put her promptly back to bed. There were a few bumps in the road for the first couple of nights—sometimes she would wake up a few times and cry—but we kept at it. After a few days, Jaden went from sleeping a four-to five-hour stretch in the evening, to seven, then eight, then nine or ten hours a night. In fact, she seemed happy to be sleeping so much! If she woke up to nurse, she would eat and immediately fall back asleep as soon as we put her back in her crib. We couldn't believe how easy it was. The earlier we got her to bed, the better she slept. Her daytime naps even seemed longer and more restful. She is now seven months old. We now try to get her down between 6:00 and 6:30 each night, and she is extremely happy about it. (So are we!)
Over and over again I have seen children who are put to bed too late. It becomes a vicious circle: The child's nap schedule is messed up, and the child is fussy in the late afternoon or early evening. This fatigue-driven fussiness ends in a wired state at bedtime, which interferes with the ability to go to sleep easily. As a result, the parent keeps the child up until he crashes. The next day the child is still tired, the naps are messed up, and so on. The circle never ends.
The solution is obvious in Meg's story.


MEG'S EARLY BEDTIME
Our daughter Meg has been a good sleeper from the very beginning. Since she was six weeks old she has gone weeks when she would sleep through the night (from 10:00 to 6:00), and weeks when she would wake up twice to nurse.
At seven months, she began waking once a night for a bottle. This was fine until she turned eight months old. We had been told by a doctor that she should no longer need to eat in the middle of the night, but we thought we would wait until Meg's nine-month appointment with Dr. Weissbluth to address the problem.
We had never been very consistent with Meg's bedtime. We would put her to bed when she appeared tired (rubbing eyes, yawning), anywhere from 7:00 to 7:45, but occasionally even later. It usually took her between fifteen and thirty minutes of crying to fall asleep. I thought this was normal. She had always gone to bed rather late and she had always taken a while to fall asleep.
At Meg's nine-month appointment we asked Dr. Weissbluth about her night waking. He made a very simple suggestion. He told us that we should put Meg to bed twenty minutes earlier at night. He said that her night waking would disappear and she would still wake up at a normal hour in the morning. I told him that we had been putting her to sleep when she appeared tired at around 7:30, give or take thirty minutes. He said that once she appears tired it is too late and she should already be in bed.
The first night we put her to bed at 6:45. We were very skeptical. We were sad to put her down so early when she seemed so wide awake and happy. She cried for about five minutes and then fell asleep, and with no night waking! The same thing happened the next night—about five minutes of crying and then asleep until morning. Sometimes she would wake up as early as 5:30, but we would give her a bottle and she would fall back to sleep, sometimes until almost 8:00!
It has been almost four weeks since our nine-month appointment. Bedtime is an absolute joy. Meg eats dinner, takes a bath, and is in bed about 6:30. Sometimes I hesitate to put her down so early when she seems to be in such good spirits, but she cuddles with her blanket and her doll, sucks her thumb, closes her eyes, and sleeps till morning. It's the sweetest thing I have ever seen.
As Meg's parents said about my recommendation for a much earlier bedtime, “He made a very simple suggestion.” Sometimes simple approaches work better than complex solutions. Here's another example.


JARED'S SLEEP STORY
When we met with Dr. Weissbluth, Jared, now nineteen months old, was waking up every hour and a half to two hours during the night. He would have to fall asleep while we were walking and carrying him on our shoulder. When placed in the crib, Jared would awaken and abruptly “pop up.” He would only sleep in the bed “nest” we created for him on the floor of our family room. We endured three months of the night waking before we consulted Dr. Weissbluth.
We were instructed to place Jared in bed in an awake state between 6:00 and 7:00 in the evening and that we should leave him there until 6:00 in the morning. Our initial reaction was that Jared would carry on relentlessly when placed in his crib so early, and that the recommended approach was too strict and would never work. Much to our shock and delight, the first night we tried the new routine, Jared was asleep after five minutes of crying, and remained asleep for eleven hours, not waking until 5:30 the next morning. During the next two nights, Jared went to sleep on his own, with no episodes of crying. On the fourth night, he lay down in the bed with his favorite stuffed animal under his arm, as he has done since. Our baby was clearly overtired from going to bed at 8:30 and not being allowed to relax and go to sleep without interference. We never expected it to be so simple and provide such an immediate result. Jared wakes up happy, energized, and ready for a day full of adventures. Now, several months later, Jared is most happy when going to bed at 6:30, and will go to his bed himself if he is tired.
Probably the most common worry is that the earlier bedtime will produce an earlier wake-up time, as expressed by Anna's story.
ANNA'S TRANSITION FROM TWO NAPS TO ONE
At eighteen months it became apparent that Anna was ready to make the transition from two naps to one, but would need some help because she fought the morning nap. We began, as Dr. Weissbluth suggested in his book, by gradually delaying the morning nap till 11:00 A.M. or so. Over a two-week window we were able to continue to push back the nap to sometime between noon and 1:00 P.M.
In his book, Dr. Weissbluth suggested an earlier bedtime to help prevent night waking or early-morning waking. Anna was going to bed at 6:30 P.M. and sleeping until 7:00 A.M., SO we really questioned this theory. My husband and I agreed that Dr. Weissbluth's advice has always been right on the money, so we decided to put her down an hour earlier. We feared that she would wake up at 5:30 or 6:00 A.M. after her usual twelve or thirteen hours of sleep. To our surprise, she awoke at 9:00 A.M., and she was in the most cheerful mood to date!
Family, friends, even strangers constantly tell us what a happy, cheerful child we have. The reality is that she is a very well-rested child.
Not napping means lost sleep. Over an extended period of time, children do not sleep longer at night when their naps are brief. Of course, once in a while—when relatives visit or when a painful ear infection keeps the child awake—a child will make up lost daytime sleep with longer night sleep. But day in and day out, you should not expect to satisfy your child's need to sleep by cutting corners on naps and then trying to compensate by putting your child to sleep for the night at an earlier hour. What you wind up with is a cranky or demanding brat in the late afternoon or early evening. Your child pays a price for nap deprivation, and so do you.
PRACTICAL POINT


When your child does not nap well and you keep him up in the evening, he suffers.
Spending hours holding your child in your arms or in a rocking chair while he is in a light, twilight sleep also is lost sleep because you have delayed the time when he will fall into a deep slumber. It is similar to having a bedtime that is too late. It's a waste of your time as well. Brief catnaps during the day, “motion” sleep in cars or baby swings, light sleep in the stroller at the pool, and naps at the wrong time are all poor-quality sleep.
Here is an example of how one family learned to appreciate napping.
HOW CHARLEY'S PARENTS BECAME NAP ZEALOTS
I am aware that the practice of toting your baby along with you on every occasion is the new social thing. No doubt it stems from the “me” generation's philosophy that a baby should not be allowed to interfere with your lifestyle. So parents everywhere are seen with their infants: in grocery stores, restaurants, the homes of friends… and for the unflappable, at cocktail parties, dinner affairs, even cross-country trips. Although some of these examples may appear to be extreme, be advised, new mothers, that the pressure is on to be a “nouvelle” mom.
As with anything in vogue, you need the appropriate raw material to make it work. And the fact is, my husband, Tom, and I simply do not have the baby to make this new “porta-kid” trend work for us. Oh, we tried. But it was, and continues to be, completely futile. So we gave it up when Charley was three months old.
Charley is now seven months into his life. From the beginning, there has been only one of life's necessities that he requires as much as milk and oxygen, and that is sleep. In fact, we used to shake him when we first brought him home to make sure he was alive. The baby slept… serious sleep.
In the beginning he would sleep anywhere. After his second month, he would sleep only in his crib. And that's another subject. I maintain that the person(s) who decreed that a child's bed should be “stimulating” and full of colored linens and mobiles did not have a child of his/her own! If I had to do it all over again, I would buy a solid, dark-colored comforter and pads. After Charley's second month, he would spend hours on end trying to pick the red, white, and blue flowers off the sheet. This is no lie. And he would scream unmercifully for us to remove this distraction, which was preventing him from needed slumber!
Since his second month, Charley has slept through the night and half of the day. If we disallowed him this necessity, he became a different baby. “Crabby” did not do justice to his fatigue condition. Without this sleep, our peaceful, alert, sweet, and cuddly baby turned into a raging beast. We did this to him when we denied him sleep—not according to our expectations but according to his own internal requirements.
Charley gave us his cues, simply and clearly. He doesn't cry at first. He mumbles, then grumbles, and finally, if his unaware parents or sitters persist, he wails.
At first we couldn't believe he was tired so often. We changed his diapers a thousand times and force-fed bottles. We took him on endless trips in the buggy and walked him incessantly in the Snugli, trying to calm our “miserable” baby with the rhythm of our heartbeats. Nothing worked. Nothing, that is, until we finally, out of sheer nervous exhaustion, laid him in his bed to sleep.
Charley still naps four to five times during the course of a day. He's also a very happy child. When Tom and I go anywhere, we go alone, leaving our contented, sleeping son in the hands of a competent baby-sitter. Our friends, especially our childless friends, think we're overprotective. Well, thank God, Charley is not their baby. We are no longer concerned about our parental image; uneducated criticism doesn't count. If we cannot find a baby-sitter, we don't go. We simply would have a better time watching television … anything, even doing the laundry, beats the hell out of making your baby and yourselves crazy. And our family is now harmonious, having discovered the secret of sleep.


PRACTICAL POINT
When you maintain a healthy nap schedule and your child sleeps well during the day, jealous friends will accuse you of being overprotective. They'll say, “It's not real life” or “Bring her along so she'll learn to play with other children” or “You're really spoiling her.” Suggestion: Change friends, or keep your baby's long naps a family secret.
Sleep Consolidation
Consolidated sleep means uninterrupted sleep, sleep that is continuous and not disrupted by awakenings. When awakenings or complete arousals break our slumber, we call it disrupted sleep or sleep fragmentation. Abnormal shifts of sleep rhythms toward lighter sleep, even if we do not awaken completely, also cause sleep fragmentation. Ten hours of consolidated sleep is not the same as ten hours of fragmented sleep. Doctors, firefighters, and mothers of newborns or sick children who have their sleep interrupted frequently know this very well.
The effects of sleep fragmentation are similar to the effects of reduced total sleep: daytime sleepiness increases and performance measurably decreases. Among healthy adults, even one night of sleep fragmentation will produce decreases in mental flexibility and sustained attention, as well as impairment of mood. Adults with fragmented sleep often fight the ill effects of fragmented sleep with extra caffeine. Alcohol unmasks or uncovers the hidden fatigue and makes them “feel tired.” However, well-rested pre teens who are given the same amount of alcohol, during research studies, do not “feel tired.”
PRACTICAL POINT


Let sleeping babies lie! Never awaken a sleeping baby. Destroying sleep continuity is unhealthy.
Protective Arousals
Sometimes our brains awaken us in order to prevent asphyxiation in our sleep. These awakenings, or protective arousals, occur when we have difficulty breathing during sleep, which can be caused by large tonsils or adenoids obstructing the air passage. (I will discuss this problem in detail in Chapter 10.)
Arousals may also prevent crib deaths, or sudden infant death syndrome (SIDS), which kills young infants. This tragedy might be caused by a failure to maintain breathing during sleep or a failure to awaken when breathing starts to become difficult.
MAJOR POINT
Some arousals from sleep are normal.
Sleep Fragmentation
After several months of age—beyond the age when crib death is most common—frequent arousals are usually harmful, because they destroy sleep continuity. Arousals are complete awakening from either a light, deep, or REM sleep. Arousals can also be thought of as a quick shift from deep sleep to light sleep without a complete awakening.

FIGURE 4: AROUSALS DURING SLEEP
Figure 4 is a simplified illustration of the cycling from deep sleep to light sleep that normally occurs after about four months of age. During partial arousals, we stay in a light sleep state and do not awaken. But during complete arousals, or awakenings, we might become aware that we are looking at the clock, rolling over, changing arm positions, or scratching a leg. This awareness is dim and brief, and we return to sleep promptly.
As we can see, arousals come in several forms, and depending on which types occur, how many times they happen, and how long they last, we pay a price: increased daytime sleepiness and decreased performance. Some arousals, however, always occur naturally during healthy sleep. The brain, not the stomach, makes arousals. Please don't confuse arousals from sleep with hunger.
It's not just night sleep that can be fragmented. I believe naps can also be fragmented when parents rely on “motion” sleep in a baby swing or car, or when they allow catnaps in the stroller. Holding your dozing child in your arms in a rocking chair during the day also probably prevents good-quality day sleep. These naps are too brief or too light to be restorative. Stationary sleep is best. If you use a swing for soothing, turn it off once your baby falls asleep.
PRACTICAL POINT
After four months, naps of less than one hour cannot count as “real” naps. Sometimes a nap of forty-five minutes may be all your child needs, but naps of less than thirty minutes don't help.
By four to eight months of age, infants should have at least a midmorning nap and one in the early afternoon, and the total nap duration should be two to four hours. Night sleep is ten to twelve hours, with one, two, or no interruptions for bottle-feeding. If you are breast-feeding and using a family bed, you might feed your baby at night many times. In this situation, both mother and baby are often more asleep than awake during the feeding and neither suffer from sleep fragmentation. When children do not get healthy, consolidated sleep, we call the problem “night waking.” As I will discuss later, night waking itself is usually due to normally occurring arousals. The real problem is the child's inability or difficulty returning to sleep unassisted.
PRACTICAL POINT
Some arousals from sleep are normal. Problems occur when children have difficulty returning to sleep by themselves. They have not learned the process of “Falling asleep.”


Sleep Schedule, Timing of Sleep
Figures 5 and 6 show the times when most children awaken or go to sleep. These graphs are based on data from the same 2,019 children referred to in Figures 1 through 3 (see pages 21-23). Looking at the graphs, you can see, for example, that 90 percent of preschool children (those under the age of six) fall asleep before 9:00 P.M., and 10 percent of children between the ages of two and six fall asleep before 7:00 P.M.
MAJOR POINT
Junk food is not healthy for our bodies. Neither is a “junk sleep” schedule. You try not to let your child become overly hungry, so don't let your child become overly tired.
When sleep/wake schedules are not in synchrony with other biological rhythms, attentiveness, vigilance, and task performance are measurably decreased and moods are altered. Jet-lag syndrome is one example of this. Another is the poor sleep quality some shift workers suffer due to abnormal sleep schedules. Shift workers complain mainly of headaches and stomachaches. These are the most common complaints of older children with unhealthy sleep schedules. So if your child doesn't appear to be very sick but has frequent headaches or episodes of vague abdominal pain, especially near the end of the day, ask yourself if he might be overtired. A clue would be that he no longer has the energy or drive that he once had.
When thinking about sleep schedules in babies and toddlers, consider sleep to be “food” for the brain, just as breast milk or formula is food for the body. You don't breast-feed on the run while doing errands; instead, you find a reasonably quiet space. Same for naps. You don't withhold feeding because it is socially inconvenient; you anticipate when your child might become hungry. Same for naps. You don't try to force-feed your baby when she's not hungry; you know a hungry period will naturally come. Same for naps. A parent coming home late from work would not starve his baby by withholding food until he arrived and could feed the child. Same for the bedtime hour; don't “sleep starve” your baby's brain by keeping her up too late.
Night Sleep Organization
Before six weeks of age, the longest single sleep period, unfortunately, is randomly distributed around the clock. In some babies, this longest sleep may actually be only two to three hours! But by six weeks of age (or six weeks after the due date, for babies born early), the longest single sleep period will predictably occur in the evening hours and last three to five hours.
PRACTICAL POINT
During these early weeks, you may find breast-feeding too demanding or too frequent, and think that you might want to quit so that you can get some rest. On the other hand, you also may want to continue nursing. Hang in there until your baby is past six weeks of age. Then you, too, will get more night sleep.
After six weeks of age, babies sleep longer at night. So do moms! Also, babies start social smiling at their parents, and they then become less fussy or irritable. Life in the family definitely changes after six weeks. One exception is the premature baby, whose parents might have to wait until about six weeks after the expected date of delivery. Another exception is the extremely fussy/colicky baby, whose parents might have to wait until their child is three or four months old.
Daytime Sleep Organization
At about three to four months of age, daytime sleep is organized into two or three long naps instead of many brief, irregular ones. Mothers, especially nursing mothers, should learn to nap when their baby naps. You never know what the night will bring; you might be up a lot holding, walking, or nursing.
Abnormal sleep schedules usually evolve in infants and young children when parents keep them up too late at night. Parents do this because they (1) enjoy playing with their baby, (2) cannot put the child to sleep, but wait for their child to crash from total exhaustion, or (3) both. Some parents leave work late, have a long commute to the day-care site to pick up their child, and then arrive home even later. This lifestyle is extremely difficult for the child if naps are not regular at the day-care center and he is put down too late to sleep at night. Unfortunately, if both parents are working outside the home, then naps may suffer on weekends because the parents do too many errands with the child or attempt to spend too much time playing with their child to make up for the minimal time together during the week. Sleeping well during the day may also suffer when parents skip naps in favor of organized, scheduled preschool activities. These baby classes are usually fun for both child and parent, but if they take up too much time, the child becomes overtired.
One common mistake is keeping bedtime at exactly the same hour every night. Usually this hour is too late and is based more on the parents’ wishes than the child's sleep needs. It is important to have a fairly regular routine of soothing events before putting your child to sleep, but it makes biological sense to vary the bedtime a little. The time when your child needs to go to sleep at night depends on his age, how long his previous nap lasted, and how long his wakeful period was just before the bedtime hour. The time when he wants to go to sleep may be altogether different! Obviously, the bedtime hour is not fixed or unchanging. If your child is unusually active in the afternoon or if she misses a good afternoon nap, then she should be put to sleep earlier.
This is true even if a parent, returning home late from work, does not get to see her child. If one parent is arriving home late, then she or he might walk in the house and immediately begin a twenty-to thirty-minute soothing-to-sleep routine without playtime. If the parent returns very late, the child should be put to bed as usual; keeping a tired child up to play with a tired parent does no one any good. At the cost to the parent of having less time with his child, the benefit is no bedtime battles, no night-waking habits, no early-morning arousals, good-quality naps, a well-rested child, a well-rested spouse, and relaxed private time for the parents in the evening. Usually under these circumstances there is morning time to spend together and relaxed weekends for the family because everyone is well rested.
The completely opposite scenario occurs when one parent, usually the father, demands that the other parent, usually the mother, keep their child up late so that he can play with him or her. Not only does the child suffer, but it is the mother who is the unappreciated victim, because she is trying to maintain marital harmony and trying to keep her child well rested—and she can't do both. Obviously this is not simply a child's sleep problem but a family problem.
PRACTICAL POINT
To establish healthy sleep schedules at four to eight months of age, become your infant's timekeeper. Set his clock on healthy time.
Allowing brief naps in the early evening or long late-afternoon naps in order to keep a child up late at night will eventually ruin healthy sleep schedules. If your child misses his early-afternoon nap, in order for him to be able to fall asleep close to his biological bedtime hour and avoid the overtired state, it is better to have no nap and an early bedtime than a late nap and a late bedtime. Similarly, you may occasionally need to wake your baby in the morning in order to establish an age-appropriate midmorning nap that is needed to set the sleep schedule for the rest of the day.
Sleep Regularity
The best time for your child to fall asleep at night is when she is just starting to become drowsy, before she becomes overtired. For young children in day care, dual-career families with long commutes, older children with scheduled activities, or teenagers with tremendous amounts of homework, it may be impossible to catch that magical drowsy state. These children will be better off if the bedtime is occurring at approximately the same time every night. For teenagers, this might mean consistent bedtimes throughout the week with later times on the weekends. In one study, regularity of the bedtime schedule was assessed in 3,119 high school students. They discovered that a more irregular sleep schedule was associated with more daytime sleepiness. These teenagers had lower grades, more injuries associated with alcohol or drugs, and more days missed from school. Going to bed around 11:00 P.M. compared to sometimes 10:00 P.M. or midnight might produce the same amount of sleep, but the more regular schedule is probably better.
Another report examined the sleep of 202 children between four and five years of age. Here, too, variability in bedtime was associated with daytime problems described as “less optimal” behavioral adjustments in preschool. For example, these children did not “comply with teacher's urging to join an activity,” “show enthusiasm for learning something,” and they argued and fought more than other children. The authors thought these children with chronically variable sleep schedules might experience states similar to jet-lag syndrome characterized as nagging fatigue and cognitive disorientation. This particular study examined the role of family functioning as well as school behavior and concluded that the link between sleep behavior and school adjustment was not a common by-product of family stress.
A bedtime that never varies, for example, always putting your preschool child to sleep at exactly 7:00 P.M., does not take into account the biologic variability, from day to day, of activity levels or lengths of naps. So it makes sense to vary the bedtime by thirty to sixty minutes based on how your child looks and behaves during the late afternoon. On the other hand, for older children who are not napping, having bedtimes that are hours earlier or later from day to day has been shown to be unhealthy.
PRACTICAL POINT
Even if the bedtime is too late, a regular bedtime is better than an irregular bedtime.
Biological Rhythms
To better understand the importance of maintaining sleep schedules, let's look at how four distinctive biological rhythms develop. First, immediately after birth, babies are wakeful, then fall asleep, awaken, and fall asleep a second time over a ten-hour period. These periods of wakefulness are predictable and not due to hunger, although what causes them is unknown. Thus a partial sleep/wake pattern or rhythm emerges immediately after birth. Second, body temperature rhythms appear and influence sleep/wake cycles. Body temperature typically rises during the day and drops to lower levels at night. At six weeks of age, temperature at bedtime is significantly higher than later in the night. After six weeks of age, as temperatures fall more with sleep, the sleep periods get longer. By twelve to sixteen weeks, all babies show consistent temperature rhythms. It is exactly at six weeks of age when evening fussiness or crying begins to decrease from peak levels and night sleep becomes organized, and it is at twelve to sixteen weeks when day sleep patterns become established.
A third pattern is added by three to six months of age, when the hormone cortisol also shows a similar characteristic rhythm, with peak concentrations in the early morning and lowest levels around midnight. (This hormone is related to both mood and performance and will be discussed further in Chapter 3.) Interestingly, a part of the cortisol secretion rhythm is related to the sleep/wake rhythm and another part is coupled to the body temperature rhythm. I wish Mother Nature were simpler!
Melatonin rhythmicity is a fourth pattern to consider. Initially, a newborn has high levels of circulating melatonin, which is secreted by the mother's pineal gland and crosses the placenta. Within about one week, the melatonin that came from the mother has disappeared. At about six weeks of age, melatonin begins to reappear as the baby's pineal gland matures. But the levels are extremely low until twelve to sixteen weeks of age. Then melatonin begins to surge at night, and the hormone appears to be associated with evolving sleep/wake rhythms by about six months of age. (Melatonin supplements should not be given to babies or young children to make them sleep better; there is no evidence that it is safe.)
Even at only a few months of age, then, interrelated, internal rhythms are already well developed: sleep/wake pattern, body temperature, and cortisol and melatonin levels. In adults, it appears that a long night's sleep is most dependent on going to sleep at or just after the peak of the temperature cycle. Bedtimes occurring near the lower portion of the temperature cycle result in shorter sleep durations.
Shift work or jet travel in adults, or parental mismanagement in children, might cause disorganized sleep. What is “disorganized sleep”? When you are awake but your body clock is in the sleep mode or when you crash from exhaustion when your body clock is in the awake mode, then your wakeful-ness or sleep is occurring out of phase with many biological rhythms. The result is poor-quality sleep or poor-quality wake-fulness. Imagine the sound from an orchestra if the violin section started to play their part after the woodwinds had already started!
Many studies have been conducted with shift workers and in sleep labs on the internal desynchronization of circadian rhythms, the uncoupling of rhythms that are normally closely linked, and shifting rhythms that are out of phase with one another. The most common complaints in these adults are headaches and abdominal pain. Such people appear healthy and can function reasonably well except for the fact that they have pain in their head and/or stomach.
REMINDER


Never wake a sleeping baby.
There is a large pediatric literature on headaches and recurrent abdominal pains; also, this is very familiar territory to parents of school-age children who have highly scheduled, busy lifestyles. Additional consequences of disorganized sleep include fatigue, stress, and perhaps chronically elevated cortisol levels. Once in place, a pattern of disorganized sleep sets in motion other specific sleep disturbances, such as night waking or an inability to fall asleep easily. Furthermore, recent research has shown that the hormones that are important to regulate sleep are also involved with the immune system, which helps us to fight infections. And research has shown that even modest sleep loss can impair cellular immune function. An article published in Science News in 2002, “Missed ZZZ's, More Disease: Skimping on sleep may be bad for your health” describes how “poor sleep habits are as important as poor nutrition and physical inactivity in the development of chronic illness.” They specifically cite obesity, diabetes, and cardiovascular disease. Although this article addressed adult health concerns, there is a growing concern that too many of our children are becoming more overweight or obese. So remember what our grandmothers used to say: “Early to bed, early to rise, makes you healthy …”
I often tell parents to become sensitive to their child's personal sleep signals. This means that you should capture that magic moment when the child is tired, ready to sleep, and easily falls asleep. The magic moment is a slight quieting, a lull in being busy, a slight staring off, and a hint of calmness. If you catch this wave of tiredness and put the child to sleep then, there will be no crying. I like the analogy of surfing, because timing is so important there, too—you have to catch the wave after it rises enough to be recognized but before it crashes. But if you allow a child to crash into an overtired state, it will be harder for him to fall asleep, because he is trying to fall asleep out of phase with other biological rhythms. His ride to sleep then will not be easy or pleasant. Timing is most important! Remember, not every sleep wave is the same, and not every child learns quickly how to ride his sleep wave. But as with everything else, after practice it occurs effortlessly.
Cumulative Sleepiness
It's been known for many years that the effect of lost sleep accumulates over time. When you constantly have insufficient sleep, the sensation of sleepiness when you should be awake increases progressively. Let me explain what this means by giving an example. When adult volunteers have their sleep shortened by a constant amount, impairments in their mood and performance can be measured during the day. If the sleep disruption is repeated night after night, the actual measured impairments do not remain constant. Instead, there is an escalating accumulation of sleepiness that produces in adults continuing increases in headaches, gastrointestinal complaints, forgetfulness, reduced concentration, fatigue, emotional ups and downs, difficulty in staying awake during the daytime, irritability, and difficulty awakening. Not only do the adults describe themselves as more sleepy and mentally exhausted, they also feel more stressed. The stress may be a direct consequence of partial sleep deprivation or it may result from the challenge of coping with increasing amounts of daytime sleepiness. Think how hard it would be to concentrate or be motivated if you were struggling every day to stay awake.
If children have constant amounts of sleep deficits, do they show these same escalating problems during the day? Yes! I believe the young child's brain is as sleep-sensitive as, if not more so than, an adult's. It is also possible that severe or chronic sleep deficits occurring early during the period of rapid brain growth might hard-wire circuits to produce permanent effects. This would be difficult to prove, because young children cannot report how they feel and we assume it is “natural” for them to have difficult temperaments, have tantrums, get frustrated, become easily angry, and so forth. In addition, in older children we have learned to accept as “normal” vague neurological differences—learning difficulties or attention deficit hyperactivity disorder (which, oddly enough, we treat with stimulant medications).
The problem with concluding that constant sleep deficits are associated with these problems is that early nighttime sleep deficits may be mild and masked by long naps. If the brain has been permanently changed due to severe or chronic sleep loss, then, when the naps disappear and school requires more mental vigilance and focused attention, preexisting problems may appear. It is not simply academics that might suffer. We do not know the contribution of healthy childhood sleep toward creativity, empathy, a sense of humor, or adult mental health. Part of the problem is, of course, that we don't have yardsticks to measure items such as creativity or empathy, so we do not yet have a way to measure the contribution that healthy sleep during childhood might make.
I do know that many parents keep their child up an extra twenty or thirty minutes at night to have fun, and notice no problems in the beginning. Later they call and ask why their “good sleeper” is now resisting bedtime or is cranky in the morning for “no obvious reason.” Because the change in routine was small and in the past, they don't even think about it. But during our conversation they will recall that because of the longer spring and summer days, or because “it didn't seem to cause any problems,” they pushed the child's bedtime back. The interval between allowing the too-late bedtime and the emergence of sleep-related problems was months in young children who had always in the past been well rested and were taking good naps, or weeks in children who were always on the edge of being overtired anyway. When such parents were asked if they thought their child appeared able to go to sleep twenty or thirty minutes earlier, the answer was almost always yes.
MAJOR POINT
Small but constant deficits in sleep over time tend to have escalating and perhaps long-term effects on brain function.
In older children who have outgrown naps, the interval before the effects of cumulative sleepiness show themselves may be very long because of high motivation in the child and many exciting parent-directed events such as classes, lessons, or excursions, which help mask impaired vigilance or performance. The right bedtime is based on your child's age (see previous graphs for age-appropriate norms) and your child's behavior, mood, and performance, especially in the late afternoon.
Twenty-five-Hour Cycles
Although harmonious biological rhythms promote healthy sleep, random bad days are bound to occur. One explanation for “off” days, when the child's sleep is irregular for no apparent reason, is that our basic biological clocks have about twenty-five hours in their cycle, not twenty-four. In other words, without time cues, our free-running sleep/wake rhythms appear to complete one full cycle every twenty-five hours. As long as we train our children to match sleep/wake rhythms to night and day, problems are usually avoided. Other babies appear to get off schedule every few weeks and parents then must work to keep them well rested. I suspect that babies, like adults, differ in their individual ability to adjust their twenty-five-hour biological rhythms to society's twenty-four-hour clocks. Most parents, however, find that the effort to reset a baby's clock is worth it, because otherwise the child becomes increasingly tired and crabby.
When parents make the effort to help the child get needed sleep, the child becomes better rested, and it becomes easier for her to accept sleep, to expect to sleep, to take long naps, and to go to sleep by herself. Some parents always have to endure days of disruption following trips, illnesses, or immunizations because any irregularity of schedule upsets sleep rhythms.
Here is one family's account.
SUSAN'S NIGHT WAKING
Last summer, Susan's night waking had become so frequent that she was basically awake more than she was asleep. We had been instructed by a pediatrician at the parenting class we attend to “meet our child's needs.” So we were getting up as frequently as she asked and rocking her back to sleep. This happened three or four times a night and often took thirty to sixty minutes. A part of me wanted to do this. Needless to say, however, after months of this nighttime routine, my husband and I became quite exhausted and began to resent our child. I knew I was in trouble when I would get up and go into the baby's room and yell at her and then begin crying myself. The point I'm trying to make is simple: When a problem like a child's sleep habit gets out of hand, the parents are partially responsible.
Finally, on our own, we decided to let her cry it out. By the way, my husband had a much easier time psychologically with letting her cry. He knew it was in her best interest and was able to remain unemotional about it. It took about a week, and she cried for about two hours for quite a few of those nights. Finally it seemed that she had gotten the idea.
Unfortunately, the next week we were scheduled to go on our summer vacation. We didn't want to cancel the trip, but we knew we were taking a chance on destroying the results of our hard work. We stayed at an inn, and there were no cribs, so we made a sleeping area for Susan in the corner of the room. She'd wake up in the middle of the night and think it was playtime.
When we got back from the trip we tried to get into the routine of letting her cry it out, but by that time we didn't have the energy to go through a week of crying again. So we fell back into a poor nighttime routine. Another month went by, and we knew we could not go on. We discussed it with the teacher at our parenting class, and she finally recommended the process of just letting Susan cry it out. This time it took about five days before she was back to sleeping through the night. The improvement lasted about a month.
Susan received a vaccination shortly after that. I went into her room for only a moment to check on her one night. Then she began waking each night, and we were into our old routine. We repeated the process yet one more time. I think it took about five nights to get her to sleep through the night again. After that, Susan slept through the night regularly for months. She eventually asked to be put down before she was asleep at night rather than being rocked to sleep. She began taking long naps this spring, which seemed slightly strange.
This summer when we went on vacation Susan slept in a crib in our room. She'd awaken in the night and again think it was playtime. It didn't take long for her to get back into her old bad habits. We had hoped we were beyond that, since she had been sleeping through the night for so many months … but since our trip she's been up at night practicing long dialogues, and it looks like we'll have to go through this one more time.
This sounds like the story of a child who is always on the edge of being overtired and in whom natural disruptions are not easily tolerated. Slightly overtired children are more easily thrown off balance and take longer to recover. Well-rested children tend to be more adaptable and take occasional changes of routine in stride.
PRACTICAL POINT
A well-rested baby with a healthy sleep habit awakens with a cheerful, happy attitude. A tired baby awakens grumpy.
Sleep Positions, SIDS
A common myth held by Western parents is that all children sleep better on their stomachs. Yet a Chinese mother whose baby preferred to sleep on her stomach said she knew something was very wrong with her infant, because all Chinese babies sleep on their backs! She truly worried that stomach sleeping was unhealthy.
The truth is that some babies seem to sleep better and fuss or cry less when asleep on their backs. Contrary to many parents’ fears, sleeping on the back does not cause a misshapen skull. In the past, tradition and social circumstances dictated which sleeping position most parents selected. Now it appears that sleeping on the back is healthier because it helps prevent sudden infant death syndrome. Fortunately, most babies sleep equally well on their backs as on their stomachs.
A variant of the myth that babies sleep better on their stomachs is that when the child at five months rolls over, away from the sleeping position selected by the parents, the parent has to intervene and roll the child back. Actually, leaving the child alone allows the child to learn to sleep in different positions. If you roll your child back and he instantaneously returns to sleep, obviously there is no problem. On the other hand, going to your child to roll him back can become a game for the infant by five months of age. Games should occur at playtime, not when it's time to sleep. Remember, not going to your baby allows him to learn to roll back alone, learn to sleep in the new position, and learn to remember the next night not to roll in the first place.
Likewise, when the older child pulls herself to a standing position in her crib, parents do not need to help her get down. A child might fall down in an awkward heap, but she will not hurt herself. Next time she will think twice about standing up and shaking the crib railings, or she'll be more careful when letting go.
Parents who rush in to roll the baby over or to help a child down run the risk of reinforcing this behavior, encouraging it to be repeated night after night. Children are very crafty and learn quickly how to get parents to give them extra attention. Don't deprive your child of the opportunity to learn how to roll over or sit down unassisted at night.
The Benefits of Healthy Sleep:
Sleep Patterns, Intelligence, Learning,
and School Performance
Do sleep patterns really affect learning in children? Yes! Different studies of children at different ages all agree on this point. Focusing on perfectly normal, healthy children, let's consider the data by age groups: infants, preschoolers, and school-age children.
Infants
A study at the University of Connecticut showed that there was a strong association between the amount of time infants were in REM sleep and the amount of time they spent when awake in the behavioral state called “quiet alert.” In the quiet alert state, babies have open, bright eyes, they appear alert, their eyes are scanning, their faces are relaxed, and they do not smile or frown. Their bodies are relatively quiet and inactive. One mother described her four-month-old, who was frequently in this quiet alert state, as “a looker and a thinker.” She's right! These infants don't miss a thing. A study of sleep development at Stanford University showed that environmental factors, not simply brain maturation, are responsible for the proportion of time infants spend in REM sleep. Unfortunately, the exact environmental factors were not identified, but presumably parental handling could influence all of these items: sleep patterns, the proportion of REM sleep, and the amount of time the child is in the quiet alert state.
Infants who are notoriously not quiet alert are those with colic or a difficult temperament. Their fussy behavior may be due to imbalances of internal chemicals such as progesterone or even cortisol. High cortisol concentrations in infants have been shown to be associated with decreased duration of non-REM sleep. So, even in infants, as in adults, there seem to be connections between internal chemicals, sleep patterns, and behavior when awake. Also, these fussy children tend to have irregular schedules and short attention spans. Among two-to three-month-old infants, one study showed that the more irregular and impersistent the child was, the slower the rates of learning. Looking ahead to Figure 9 (see page 395), you can see how colicky or difficult-temperament children, who sleep for brief durations and have irregular schedules and short attention spans, might not learn quickly to fall asleep unassisted. Thus they easily could become sleep-deprived, fatigued, and hyperactive older children. (This concept of increased alertness, wakefulness, and irritability due to chemical imbalances will be discussed in Chapter 3.)
I think naps are especially important for infants. In my own studies, I've found that how long the infant sleeps during the day is strongly associated with persistence or attention span. Infants who take long naps have longer attention spans. They spend more time in the quiet alert state and seem to learn faster. Infants who do not nap well are either drowsy or fitfully fussy, and in either case they do not learn well.
PRACTICAL POINT
Naps promote optimal alertness for children. Children who nap well spend relatively more time in the quiet alert state when awake.
It is a myth that long naps interfere with acquiring socialization skills or infant stimulation. While it's true that “rack-monsters” are less available for all the classes or activities that abound today—swim-gym, Mom-Tots, Pop-Tots, or infant-stimulating groups—is that so bad? Do infants suffer because they don't participate in so many activities? Are they less likely to get into the right preschool, which feeds to the right nursery school, which feeds to the right private school? No.
Please do not confuse the quantity of time spent in these organized activities with the high-quality social awareness that well-rested children exhibit. The truth is that these infant-stimulation groups are often not important for infants but instead serve legitimate parental needs by allowing mothers and fathers to meet other parents and escape from their isolation at home.
Preschool Children
Three-year-old children who nap well are more adaptable. (Adaptability means the ease with which children adjust to new circumstances.) Adaptability is the single most important trait for school success. The briefer the naps, the less adaptable the child. In fact, the major temperament feature of three-year-olds who do not nap at all is nonadaptability. It is exactly these non-napping, nonadaptable children who also have more night wakings!
My research has shown that when infants who are easy at five months of age develop into crabbier, more difficult three-year-olds, it is because they have developed a pattern of brief sleeps. In contrast, difficult infants who mellow into easier three-year-olds have developed a pattern of long sleeps. I think that parents’ helping or hindering regular sleep patterns caused these shifts to occur.
School-Age Children
In 1925, the father of the Stanford-Binet Intelligence Test, Dr. Lewis M. Terman, published his landmark book, Genetic Studies of Genius. He compared approximately 600 children with IQ scores over 140 to a group of almost 2,700 children with IQ scores below 140. For every age examined, the gifted children slept longer!
Two years later, about 5,500 Japanese schoolchildren were studied, and those with better grades slept longer!
Even seventy-nine years later, Dr. Terman's study stands apart in design, execution, and thoroughness. A 1983 scientific sleep laboratory study from Canada has provided objective evidence confirming Terman's result, that children of superior IQ had greater total sleep time. Both studies agreed that brighter children slept about thirty to forty minutes longer each night than average children of similar ages.
Another study from the University of Louisville School of Medicine examined a group of identical twins that were selected because one twin slept less than the other. At about ten years of age, the twin with the longer sleep pattern had higher total reading, vocabulary, and comprehension scores than the twin with the shorter sleep pattern.
PRACTICAL POINT
Please don't think that it has no lasting effect when you routinely keep your child up too late—for your own pleasure after work or because you want to avoid bedtime confrontations—or when you cut corners on naps in order to run errands or visit friends. Once in a while, for a special occasion or reason, it's okay. But day-in, day-out sleep deprivation at night or for naps, as a matter of habit, could be very damaging to your child.
Cumulative, chronic sleep losses, even of brief duration, may be harmful for learning.
Children diagnosed with attention deficit hyperactivity disorder or learning disabilities have been shown to have sleep-related difficulties, though we don't know which came first. Nevertheless, one careful intervention study showed that improvements in sleep dramatically improved peer relations and classroom performance.
Research on creative adults supports the concept that originality of ideas and the quality of experiences suffer when you cut back on sleep. What you lose in waking time is made up in terms of a richer life. Have you ever nodded off at an evening event that you really wanted to attend but were too tired to fully enjoy?
There are many other studies that show an association between sleeping and school performance, but these involve children with allergies or large adenoids. (These problems are discussed in Chapter 10.)
SLEEP STRATEGIES
Drowsy Signs
As your baby shows signs of becoming drowsy, you should begin a soothing-to-sleep routine. These signs usually start within one or two hours of wakefulness. About 20 percent of babies have colic and they may not show these drowsy signs, so you have to watch the clock more carefully. If your child often shows signs of fatigue, note how long she has been awake and next time begin the soothing process about twenty minutes earlier.
It is not necessary for your child to be drowsy and awake when you put him down or you lie down with him in your bed. Sometimes your baby goes from drowsy to sleepy very quickly, and there is no good reason why some books suggest that you should then wake up your baby before you put him down or lie down with him.
DROWSY SIGNS, SLEEPY CUES, SLEEP SIGNALS


Moving into the sleep zone


Becoming Drowsy
Decreased activity
Slower motions
Less vocal
Sucking is weaker or slower
Quieter
Calmer
Appears disinterested in surroundings
Eyes are less focused
Eyelids drooping
Yawning


FATIGUE SIGNS


Entering overtired zone


Becoming Overtired
Fussing
Rubbing eyes
Irritable
Cranky
Soothing to Sleep
What exactly is soothing? Soothing is restoring a peaceful state. To soothe your newborn is to render her calm or quiet, to bring her to a composed condition. You are attempting to establish a peaceful state of tranquillity by reducing the force or intensity of fussiness. Your goal is to soften, tone down, or render less harsh fussiness or crying. Soothing is pacifying or calming. You want to bring comfort to your baby and a cessation of agitation. Snuggling her close to your body, she feels your warmth and senses your affection and protection. Cuddling is the close embrace you do with someone you love. Sometimes you just want to nestle with her as you take a cozy position and press her close to you or lie down close to her. At best, when a child is tired, we hope to lull her into a relaxed sleepy state.
Bodily contact, sucking, and gentle rhythmic motions over long periods of time seem to work best. Sometimes loud mechanical sounds like the garbage disposal or hair dryer seem to help. Be careful, however, not to bombard your baby with stimuli. Initially, try to appeal to one sense at a time: tactile (massaging, rubbing, kissing, rocking, patting, changing from hip to shoulder), auditory (singing, humming, playing music, running the vacuum cleaner), sight (bright lights, mobiles, television), dim light or darkness when drowsy or rhythmic motion (swings, cradles, car rides, going for a walk). Sometimes, doing too many of these things simultaneously or with too much force has a stimulating rather than a relaxing effect. However, if your baby remains fussy, try combinations of these different modalities.
Try to synchronize your actions with your baby's rhythms. If he is tense, taut, with deep exhausted heaving sobs and little physical movement, try rubbing his back ever so gently or moving your cheek over his in a slow rhythm that coincides with his breathing pattern. If he is boxing with his fists, jerking his legs, and arching his back, maybe a ride on your shoulders will grab his attention and arrest the spell. You will find that after a while you become attuned to nuances within your baby's rhythms and respond accordingly.
Father Care: Our Secret Weapon for Soothing
Before your baby is born, fathers should make the decision to become involved in caring for the baby from the very beginning. Some fathers hold back initially, afraid they might “do the wrong thing” when holding, burping, bathing, changing, or feeding the baby. After mothers get their strength back, they should deliberately leave the house on a weekend for a few hours to visit a friend, hang out with the older kids, get their hair done, or go shopping at a time when they expect the baby to go through a cycle of feeding, changing, bathing, and putting to sleep. Guess who has to do the work then? Often a father will feel more comfortable doing these things when the “expert” is not looking over his shoulder. So the first point is for fathers to start early in practicing baby care.
Second, fathers should plan ahead for the six-week peak of fussing/crying that occurs in all babies. They should come home early or take a few days off from work if they are able. Make adjustments if your baby is born before or after the expected date of delivery, because the six-week peak is counted from this due date. At six weeks of age, babies fuss/cry more and sleep less. Less sleep for the baby means less sleep for the mother. All mothers need help in caring for their six-week-old and themselves. Fathers should give mothers a well-deserved break at this time by taking the baby out for long walks or car rides in the evening or night. The baby might not sleep well during these outings, but at least the mother gets a break.
The third point is that fathers can practice and learn how to help their baby fall asleep. For example, after nursing her baby, the mother could pass her son to the father, who then rocks his baby gently for a while and puts him down to sleep or lies down with him in their bed and they both snooze. (This may only occur on weekends when the father is around.) The participation of fathers in putting their babies to sleep will help them gain confidence in becoming a parent. If the mother is giving expressed breast milk in a bottle, fathers and babies may have an easier time accomplishing the feeding if the mother actually leaves the house. This is because the baby can smell the mother's presence and might resist taking the bottle if he knows his mother is home. So, maybe on weekends, when it's time for the baby's nap, mom leaves the house and has fun while dad gives the bottle and puts his baby down to sleep.
Fourth, fathers can learn how to soothe baby fussiness and crying and spend lots of time doing the soothing. For example, fathers can learn infant massage. Classes are offered everywhere; call your local maternity hospital or go on-line. Fathers can learn lullabies (your baby will not care how well you sing). A baby bath might be especially soothing, and fathers can spend time letting the warm water calm the baby. A father can learn to do everything a mother does to soothe the baby except breast-feed. For babies six months of age or older, fathers can attempt to help lengthen naps by responding immediately as a mininap nears its end (baby just begins to whimper or cry) by attempting to soothe the baby back to sleep for a nap extension. If mothers do this, it might be more stimulating than soothing.
Lastly, a father can request to help feed or soothe the baby in the middle of the night when the mother needs extra sleep. This is a little bit tricky because many mothers have the attitude that nobody can do the soothing as well as they can, and also that dads need their rest so they can go out to work well rested in the morning. With this attitude, the mother rejects or resists the idea that baby care in the middle of the night should be a shared experience. For some families, this might be the right course of action. But if the mother is distressed, exhausted, sleep-deprived, or going through baby blues, then extra help at night from the father is absolutely needed to give the mother a little more sleep. After all, no matter how stressful his job might be, the father at work always gets some breaks. A mother with a baby might not get any breaks during the day. In one study of children one to three years of age, sleep problems were solved when fathers took over the management of the bedtime routine and night awakenings. Dr. Klaus Minde observed that the fathers were “more forthright and authoritative” and the mothers felt tired in the evening and perceived their toddlers as particularly difficult at that time. In this study, the fathers used the “graduated extinction” or “controlled crying” method.
Fathers need to understand that when children are overtired and not sleeping well, it is sometimes useful to go to a temporarily ultra-early bedtime to repay the sleep debt. The child awakens better rested, then learns to nap better, and later is able to have a later bedtime. If fathers refuse to help prevent and solve sleep problems, then they have to accept responsibility for their overtired child's behavior—and not blame the mother!
Sucking Is Soothing
Anything you can do to encourage your baby to suck will help soothe her. Offering the breast, bottle, pacifier, finger, or wrist usually helps calm your baby. If you are breast-feeding, one way to help distinguish between sucking for soothing and sucking for hunger is that the sucking for soothing is often rapid, repeated sucks with very little swallowing. In addition, the fussy baby does not suck in a rhythmic steady fashion; instead, she starts and stops, twists and turns. If she is hungry, the pattern is usually a rhythmic suck-swallow, suck-swallow, and so forth. If you are bottle-feeding, do not assume that when your baby eagerly takes several ounces that this means she is hungry. Many babies with extreme fussiness/colic suck more than they need and spit up a lot.
Because sucking is such a powerful way to calm a baby and babies often fall asleep with sucking, I think it is unnatural and unhealthy for parents to deliberately do things that interfere with sucking. One popular book that promotes “no-cry sleep solutions” tells parents to remove the breast while he is sucking, before he falls asleep, and if the baby continues to want to suck after the removal, it tells parents to hold the baby's mouth closed to prevent the sucking. Another popular book describes sucking as one of the major ways that babies can calm themselves, but then goes on to recommend that you wake your baby up during sucking if he falls asleep at the breast. Furthermore, the author instructs you to begin this practice at one month of age! Both books make the assumption that if the baby falls asleep while sucking, you will be creating a sleeping problem. There is no good evidence to support this assumption. Mothers in my practice do not deliberately interfere with sucking at the time of soothing to sleep, and their babies sleep well. Both books also incorrectly assume that feeding and sleeping are tightly linked. So they both encourage you to force-feed your baby in order to help him sleep longer. Phrases like “cluster feed” or “top off the tank” to help him sleep or “He's awake when he's hungry and asleep when he's full” reveal a profound ignorance about how the developing brain, not the stomach, controls sleep/ wake rhythms. I believe it is much more natural to follow your baby's needs. If your baby is hungry, feed him. If your baby is fussy, soothe him. If your baby is tired, put him to sleep. If you're not sure what he needs, encourage sucking at the breast or bottle until he seems satisfied because he is full or calm or asleep.
Rhythmic Rocking Motions
Rhythmic motions are one of the most effective methods of soothing your infant. Use a cradle, rocking chair, baby swing, or Snugli; take the baby for automobile rides, dance with her, or simply walk with her. Rocking motions may be gentle movements or vigorous swinging, depending on what your child responds to. Gently jiggling or bouncing may calm your baby. Some parents claim that raising and lowering the baby like an elevator is effective. Perhaps these rhythmic movements are comforting because they are similar to what a baby feels in the womb.
Swaddling
Gentle pressure, such as that experienced when embraced or hugged, makes us feel good. Swaddling or gentle wrapping, sleeping in a car seat or being held in a soft baby carrier or sling are other ways to exert gentle pressure. Here, too, perhaps the sensation of gentle pressure resembles a state of comfort that the baby feels before he is born. Both rhythmic motions and gentle pressure may be effective because perhaps human babies are born too early. The theory is that human babies are born earlier compared to other primate babies because as the pelvic bones developed to support an upright posture, they became narrower. So human babies had to be smaller at the time of birth. If correct, then it is likely that rhythmic motions and gentle pressure exert their soothing effects because they partially re-create the sensations that the baby felt in the womb.
Massage
Massaging babies has been observed in many different cultures and has a long history. It is not just a new fad. One particular benefit from massaging your newborn is that the mother or father directly benefits from this activity. While lovingly stroking your baby, you smile at your baby, talk softly, or you might sing or hum. These efforts, while focused on your baby, also relax you! Since fathers cannot breast-feed their babies, I encourage them to develop an intimate bond with their newborn by practicing baby massage right away—even before any fussiness begins. Using a natural cold-pressed fruit or vegetable oil, gently stroke the skin and gently knead your baby's muscles. All the movements are performed gently—books with pictures and videos are available to assist you. Baby massage is not a gimmick or a cure for extreme fussiness. However, it does soothe babies. Equally important, it provides you with a singular opportunity to be completely focused on your baby—turn off the phones and pagers. You are doing something quite different from feeding, changing, and bathing. Comforting your baby this way will give you an inner calmness that will help you get through possible rough times when your baby is extremely fussy and not very soothable.
Respect Your Baby's Need to Sleep:
The One-to Two-Hour Window of Wakefulness
Immediately after the baby is born, you will see what people mean when they say “sleeping like a baby.” For a few days, babies sleep almost all the time. They barely suck and normally lose weight during this time. If your baby was born early, this very drowsy time might last longer; if your baby was born past the expected date of delivery, the drowsy period might be brief or nonexistent. A few days later, babies begin to wake up more. This increased wakefulness reflects the normal maturation of your baby's nervous system. I tell families that the brain wakes up after three or four days just in time to catch the breast milk that is just now available in ample amounts. He looks around more with wider eyes and is able to suck with more strength and for longer periods. Within days, the weight loss stops and a dramatic growth in weight, height, and head circumference begins. Also, longer periods of wakefulness begin to appear after a few days. Although your baby is intently interested in you and is quickly able to recognize your face and voice, he is not yet curious about objects such as toys or mobiles. He does not appear to care about the general buzz or noises, colors, or other activities surrounding him, and therefore, he falls asleep almost anywhere. The extremely fussy/ colicky baby is not like this and appears to have difficulty falling asleep and staying asleep even at only several days of age. All babies gradually seem to become more aware of action, motion, voices, noises, vibrations, lights, wind, and so forth as they become more curious. Now they often do not “sleep like a baby.”
During the day, within a one-to two-hour time “window” of wakefulness, your baby will become drowsy and want to go to sleep. I discovered this window during my research on naps. If you soothe a baby during the beginning of drowsiness, most will easily fall asleep. The exception is the extremely fussy/ colicky baby who might fall asleep but not easily; these babies need longer and more complex soothing efforts to help them fall asleep. The other exception is during the evening fussy periods and especially around six weeks of age.
Here are some ways to note that your baby is becoming drowsy. Watch for the drowsy signs—quieting of activity, less movement of the arms and legs, eyes that are not as sparkling, eyelids that droop a little, less-intense staring at you, and sucking that may be weaker or slower. If your baby is over six weeks old, you may notice less socially responsive smiling or your baby may be less engaging. This is the time to begin soothing to sleep. All babies become this way within one to two hours of wakefulness.
What happens if you miss this one-to two-hour window? Your baby will become overtired if she cannot fall asleep because of too much stimulation around her. When you or your baby becomes overtired, the body is stressed. There are chemical changes that then occur to fight the fatigue, and this interferes with the ability to easily fall asleep and stay asleep. Babies vary in their ability to self-soothe and deal with this stress, and parents vary in their ability to soothe their babies. So not all babies go bonkers if they are kept up a little too long. But you will have a more peaceful and better-sleeping baby if you respect his need to sleep within one to two hours of wakefulness. I consider this to be the beginning of sleep training for babies.
Sleep training begins with developing a sense of timing so that you are trying to soothe your baby at the time when your baby is naturally getting drowsy before falling asleep. Some young babies will need dark and quiet environments to sleep well and others will appear to be less sensitive to what is going on around them. Respect your baby's individuality and do not try to force him to meet your lifestyle. I like the analogy with feeding: We do not withhold food when our baby is hungry. We try to anticipate when he will be hungry, so he will be somewhere calm where we can feed him. We do not feed him on the run. The same applies for sleeping.
If your young baby does not sleep, continue trying to soothe. Do not let him cry or ignore him. You cannot spoil a baby. You cannot teach a baby a crying habit.
Other Soothing Methods
Be skeptical about the supposed miracles accomplished with crib vibrators, hot-water bottles, herbal teas, or recordings of heartbeat or womb sounds. There has been a great deal of nonsense written about burping techniques, nipple sizes and shapes, baby bottle straws, feeding and sleeping positions, lamb's wool pads, diets for nursing mothers, special formulas, pacifiers, and solid food. There is no good evidence that chiropractic spinal manipulation helps babies. These items have nothing to do with extreme fussiness, crying, temperament, or sleeping habits.
Many useless remedies can be purchased without a prescription. Antigas drops, such as simethicone, have not been shown to be more effective than a placebo in well-conducted studies. One popular pellet contains chamomile, calcium phosphate, caffeine, and a very small amount of active belladonna chemicals (0.0000095 percent). Another remedy contains natural blackberry flavor, Jamaica ginger, oil of anise, oil of nutmeg, and 2 percent alcohol. Maybe enough alcohol will sedate some infants! Please read labels carefully—any natural substance, flavoring agent, or herb can have pharmacological effects. Call a school of pharmacy or a medical school to find experts in pharmagnosy, the study of natural herbs and plants, to find out if a particular plant or herb is dangerous.
Beware of gimmicks. Newborns have been drowned in rocking waterbeds, strangulated by having their necks overhang a trampoline-like crib platform, and suffocated by burying their heads into pillows. Beware of prescribed drugs. The London Times headline of May 22, 1998, screamed, “Baby died after drop of medicine for wind.” A midwife had “diagnosed trapped wind” and prescribed what was thought to be peppermint water.
Also be cautious in using home remedies. One mother almost killed her baby by giving a mixture of Morton Salt Substitute with lactobacillus acidophilus culture, as prescribed in a popular book.
Everything Works … for a While
When you believe that something is going to calm your baby—herbal tea, womb recordings, lamb's wool blankets, you name it—often it appears to work, for a while. You are emotionally expecting relief because you trust the advice of an authority. Your fatigue may breed inflated hopes for a cure, and the day-by-day variability in infant crying creates the illusion that a particular remedy works. What is really happening is a placebo effect, the emotional equivalent of an optical illusion.
Mothers may fool themselves into believing their babies are better because of a new formula or special tea. Of course, reality sets in after a few days and shatters the illusion. Some mothers sincerely believe that their babies habituate to, or become accustomed to, the benefits from the new formula or tea much like a dope addict needs increased doses to produce the desired feeling. Some doctors believe the mothers’ reports and agree that the babies really did improve for a day or two because the babies received novel stimulation.
Novelty is unlikely to be important because parents report that upon reintroduction, weeks after the special tea or gimmick was discarded, they see no improvement. In other words, there was no placebo effect the second time around. Naturally, if the baby coincidentally outgrows extreme fussiness/colic when a useless remedy is introduced, the mother, the family, and even the doctor might become convinced that the useless remedy actually cured the extreme fussiness/colic!
Resources for Soothing
Some families have vast resources to invest in soothing their babies, but other families are not so fortunate. Twenty percent of babies have colic and require much more soothing, and families with a colicky baby and limited resources to soothe might easily become overwhelmed and frustrated. The other 80 percent of babies are more easily soothed and usually do not overly stress their parents. So you want to pay attention to whether your child has colic or not, and take some time to reflect on how able you will be to enlist help to soothe your baby. It is often more than a one-woman job! If you have a baby who fusses and cries a lot and is difficult to console, and your available resources for soothing are limited, you might modify some of the plans you made before your child was born regarding a family bed or crib.
Consider a balance between the baby's disposition to express distress and the parents’ capability to soothe their baby. Not only do babies vary in their expression but parents also vary in their capability to soothe. The resources for parents’ ability to soothe fussiness and crying and promote sleep in their baby include the following.
RESOURCES FOR PARENTS’ ABILITY TO SOOTHE
	Father involvement versus absent father

	Agreements or disagreements between parents regarding child-rearing such as breast-versus bottle-feeding or crib versus family bed

	Absence or presence of marital discord

	Absence or presence of intimacy between wife and husband

	Absence or presence of baby blues or postpartum depression

	Absence or presence of other children requiring attention

	Ease or difficulty in breast-feeding

	Absence or presence of medical problems in child, mother, father, or other children

	Number of bedrooms in the home

	Absence or presence of relatives, friends, or neighbors to help out

	Help or interference with sleep routines from grandparents

	Ability or inability to afford housekeeping help

	Ability or inability to afford child care help

	Absence or presence of financial pressures such as mother having to return to work soon


Bedtime Routines
Just as soothing helps your child feel safe and secure, bedtime routines help all children calm down before falling asleep, because both are associated with the natural state of relaxed drowsiness. As with soothing, bedtime routines should be started early, before sleepy signs change into overtired fussy signs. Older children and more regular babies will develop predictable sleep times, and these children might be “slept by the clock.” Pick and choose from the following list based on your child's age and your personal preference. Try to follow the same sequence at all sleep times.
BEDTIME ROUTINES

Before sleep times, reduce the amount of stimulation: less
  noise, dimmer lights, less handling, playing, and activity
Bedroom should be quiet, dark (use room-darkening shades),
  and warm, but not too warm
Bathe
Massage after bath with smooth, gentle motions
Dress for sleep
Swaddle if it comforts and relaxes your baby, use a warm
  blanket from the clothes dryer
Lullaby, quiet singing or humming—be consistent
Favorite words, sounds, or phrases—be consistent
Feed
May put down drowsy but awake, but do not deliberately
  awaken before sleeping. This often fails for colicky babies 
  and all six-week-olds in the evening
Do not rush in at the first sound your baby makes
In addition to being consistent in your bedtime routines, you must cultivate patience, because it may take time for your child to get the message that this is not the time to be playing. I would also add that, except for premature babies and trying to correct a sleep problem, you should never wake a sleeping baby.
Breast-feeding versus Bottle-feeding and Family Bed versus Crib
How you feed your baby and where you sleep with your baby might depend on many factors, including whether the baby is easy or difficult to soothe and whether you and your baby are well rested or not. Ask yourself these questions:
Do you spend a total of more than three hours per day soothing your baby to prevent crying? That is, when you add up the total amount of minutes spent walking, rocking, driving around in the car, swaddling, singing, humming, running water, offering the breast or bottle even when not hungry, using a pacifier, and so forth, does the total exceed three hours?
Do you behave this way more than three days per week?
Have you been doing this for more than three weeks?
If you answered “yes” to all three questions, then your baby has colic. There may be no crying because of your soothing effort, just endless fussing. Or, she might sometimes cry anyway despite your soothing efforts. If you answered “no” to some of the questions but your baby fusses often, especially in the evening and especially around six weeks of age, then your baby has common fussiness. If you answered “yes” to all three questions, please stop here and skip ahead to Chapter 4 to better understand the challenges you will be up against.
Breast-feeding versus Bottle-feeding
Breast-feeding is considered best for baby and mother. The decision on how to feed your baby may be influenced by the support or lack thereof from your husband, your mother, or other family members. However, many babies are bottle-fed because of adoption, prematurity, or medical problems with the baby or mother. Bottles can contain expressed breast milk or formula, so “bottle-feeding” may include feeding breast milk. Formula-fed babies grow up to be just as healthy as breast-fed babies. Many studies have shown that breast-feeding does not prevent extreme fussiness/colic, does not prevent sudden infant death syndrome, and does not prevent or cause sleeping problems. At night, breast-fed babies are often fed more frequently than formula-fed babies, but it is not known whether this is caused by the breast-feeding mother responding more promptly to her baby's quiet sounds or whether breast milk digestion causes the baby to wake up more often. In general, research has shown that sleep/wake rhythms evolve at the same pace whether the baby is breast-fed, formula-fed, demand-fed, schedule-fed, or whether cereal is given in the bottle or by spoon. Some babies with a birth defect of the digestive system are fed continuously by vein or tube in the stomach. Because of the constant feeding, they are never hungry. These babies develop the same sleep/wake rhythms as all other babies. This is why I tell parents that “Sleep comes from the brain, not the stomach.” Although there are rare medical exceptions, changing formulas will not reduce fussiness/crying or promote better sleeping.
Of course, if your baby is not being fed enough, then she might be too hungry and fuss/cry or not sleep well. In this situation, the child will not be gaining weight and some help will be needed to establish a better breast milk supply or evaluation for medical problems that are causing poor weight gain. In my practice, I encourage first-time mothers to give a bottle of expressed breast milk or formula once per twenty-four hours when their baby is two to three weeks old. This allows fathers and other family members to have the pleasure of feeding the baby, as well as giving the mother a mini-break once a day to rest and allow for the healing of cracked or painful nipples. It also gives the parents the chance to have a date to recharge their energy. Fathers can be more helpful during fussy/crying periods or middle of the night feedings to allow mothers a little more sleep. Some experienced mothers, who have previously breastfed successfully, give the single bottle sooner. They have confidence in their ability to breast-feed and either give formula in the hospital or start pumping sooner. They know that the single bottle does not confuse the child or interfere with breastfeeding. The reason the bottle is given every twenty-four hours is to keep the baby adapted to taking the bottle. Some babies do well with less frequent bottles, but others will reject all bottles if days go by without having had one.
Family Bed versus Crib
Our goal is a well-rested family, and a family bed—sometimes described as cosleeping or bed sharing—may be right for your family. The decision to sleep with your baby might be made before the child is born because this is what you want for your family. You might decide that unrestricted breast-feeding day and night, always caring for your baby, and sleeping with your baby at night or day and night will promote a tighter or more sensitive bond between you and your baby. Parents then begin the practice of cosleeping as soon as the baby is born. Researchers use the term early cosleepers to describe these children. Alternatively, you might not have thought about or not really wanted to have a family bed, but you discovered that because your baby was so fussy/colicky, or when your child was older and not sleeping well, that the only way anyone got any rest was to sleep with your baby in your bed. Researchers use the term reactive cosleepers to describe these children. Scientific studies have shown that cosleeping in infancy is often associated with the later development of sleep problems. I suspect that the majority of these problems occur among the formerly “reactive cosleepers.” In other words, some parents find that the family bed is a short-term and partial solution to sleeping problems, and that the sleeping problem continues long after the child has been moved to his own crib or bed.
About a third of white urban families frequently sleep together in a family bed for all or part of the night. By itself, this is neither good nor bad. Studies in the United States suggest that the family bed might encourage or lead to a variety of emotional stresses within the child; opposite results were found in studies conducted in Sweden. This probably reflects differences in social attitudes toward nudity, bathing, and sexuality. Think of it as a family style, one that does not necessarily reflect or cause emotional or psychological problems in parents and children.
But when someone is not getting enough sleep, either parent or child, the family bed can cause potential problems. I suspect this often develops in older toddlers because by the age of one to two years, sleeping together is often associated with night waking. Once there is a well-established habit, the child is unwilling to go to or return to his own bed.
So if you want to enjoy a family bed, fine. But understand that your cuddling in bed together may make any future changes in sleep arrangements difficult to execute. Remember, while it sounds like an easy solution to baby's sleep problems, you may wind up with a twenty-four-hour child even when he gets older.
In contrast, many families use a family bed overnight only during the first few months, and then shift baby to her own bed for overnight sleep. Then at 5:00 or 6:00 A.M., parents might bring their older infant or child into their bed for a limited period of warm cuddling.
Sleeping with your baby might include day and night or just night, all night or part of the night, in your bed or using a small crib attached to your bed, with other children in your bed or other children in your bedroom but not in your bed. All of these variations are collectively called “family bed.” In many cultures, families sleep together because of tradition or a limited number of bedrooms. It is rare in Japan or in traditional or tribal societies for children to sleep apart from their parents. There is a great appeal for sleeping together. A powerful word to describe soothing is “nestling,” and this easily brings forth the image of creating a nest for your baby in your bed.
Both the U.S. Consumer Product Safety Commission and the American Academy of Pediatrics actively discourage the family bed because of the risk of entrapment between the mattress and the structures of the bed (headboard, footboard, side rails, and frame), the wall, or adjacent furniture. There is the hazard of suffocation or overlying by an adult who is in an unusually deep sleep caused by alcohol or mind-altering drugs. Also, soft surfaces or loose covers can cause suffocation. They point out that there is no evidence that bed-sharing protects against sudden infant death syndrome. Also, there is no evidence that bed-sharing prevents extreme fussiness/colic.
So, if you want to use a family bed, try to make it a safe environment by not drinking or taking drugs at night and making sure your baby is always sleeping on his back. Also, fill in the spaces between the bed and any walls or furniture and eliminate loose bedding.
Different Decisions for Different Babies
Research—both my own and others’—has shown that about 80 percent of babies have common fussiness and 20 percent have extreme fussiness, also called “colic.” What happens to these babies over the first four months? At four months of age, some children are super-calm, regular, smiling all the time, and good sleepers, while other babies are the opposite. The good sleepers are described as having an “easy” temperament; the opposite have a “difficult” temperament. Some children are more in-between and are described as having an “intermediate” temperament. How you care for your baby influences the temperament at four months of age.
These temperaments are explained in detail in Chapter 4. For now, I will just lead you through a numerical exercise involving a hypothetical group of a hundred babies. The reason this exercise is useful is because it might:
	Help you set your expectations on what you will need to do with your baby, both during the first several weeks (for soothing) and the following several months (to prevent sleep problems)

	Help you decide whether you will breast-feed or bottle-feed

	Help you decide whether you will use a family bed or crib


Out of a group of one hundred babies, 80 percent (eighty babies) will have common fussiness, and 20 percent (twenty) will have extreme fussiness/colic. My research has shown that these two groups of babies differ in how their temperaments develop.
Consider the eighty common fussy babies at four months of age:
	49 percent, or thirty-nine babies, are temperamentally easy

	46 percent, or thirty-seven babies, are temperamentally intermediate

	5 percent, or four babies, are temperamentally difficult


Consider the twenty extremely fussy/colicky babies at four months of age:
	14 percent, or three babies, are temperamentally easy

	59 percent, or twelve babies, are temperamentally intermediate

	27 percent, or five babies, are temperamentally difficult


Of the original hundred babies, the largest temperament group is “intermediate.” Forty-nine babies (49 percent) are in the temperamental category of intermediate. Temperament measurements form a gradation and the temperament categories represent arbitrary cut-off points. So it is possible that the thirty-seven babies in group B, who had common fussiness, tend toward being temperamentally easier and the twelve babies in group E, who had extreme fussiness/colic, tend toward being more difficult. I suspect that the parents of the twelve babies in group E had to put forth much more soothing effort into this intermediate temperament group than the parents of the thirty-seven babies in group B.
Of the original hundred babies, the next largest temperament group is “easy.” Forty-two babies (42 percent) are in the temperamental category of easy. Of these, thirty-nine babies in group A were born mellow, self-soothing, and calm, and/or their parents were unusually skillful in soothing and/or their parents had vast resources to help them soothe their babies. Not so with the three babies in group D. These babies had extreme fussiness/colic at birth. They were not born mellow, self-soothing, or calm. I think these lucky three babies had super-hero parents who put forth enormous effort to soothe and probably also had lots of other resources to help them maintain this effort over four months.
The smallest temperament group is “difficult.” Only nine babies (9 percent) of the original hundred are in this temperament category. The four babies in group C had common fussiness, but they may have been almost, but not quite, extremely fussy/colicky. Remember, the measurements used to determine whether a baby has common fussiness or extreme fussiness/ colic are graded, and arbitrary cut-off points are used to make the determination. Alternatively, for these four common fussy babies, maybe something went wrong with the parents’ ability to soothe. Why might parents be unable to really soothe their baby? Some reasons may include maternal depression, an un-supportive husband, too many other children to care for, illness, financial problems, stress from the extended family, and marital problems between husband and wife. The five babies in group F may have overwhelmed all the resources that the parents could bring to bear on soothing their baby. This implies that factors within the baby were so powerful that no matter what the parents did, the baby's extreme fussiness/colic led to a difficult temperament at four months of age. It is also possible that the difficult temperament evolved because there was a combination of factors within the baby in addition to the problems within the parents or family that conspired to create an overtired child. Preexisting problems such as marital discord only get worse when parents are trying to cope with an extremely fussy/colicky baby. Parents’ inability to soothe may grow out of, or be a response to, the fatigue, frustration, and exhaustion of trying, without much success, to soothe an extremely fussy/colicky baby.
I believe that how babies sleep influences the development of temperament at four months of age. And how babies sleep during the first few months is a combination of both factors within the child and the parents’ ability and skill at soothing. It is also my belief that at four months of age, the difficult temperament represents an overtired baby and the easy temperament represents a well-rested baby. The temperament that your baby has at four months of age is not permanent. Temperament changes over time as babies develop and parents change how they soothe their children. Stability of individual temperament measures does appear to develop during the second year of life or shortly after the second birthday. If you are reading this book before you have had your baby, be prepared to invest enormous efforts in soothing and consider yourself unlucky if your child is among the 20 percent of extremely fussy/colicky babies. However, if you have already had your baby and you are in the midst of suffering through four months of extreme fussiness/colic, reevaluate some of your decisions, if necessary, regarding how you soothe your baby and what is best for your baby and family. Be optimistic because everything settles down at about four months. Everyone gets a second chance at about four months to help their child sleep better.
Common Fussiness
Eighty percent of babies have common fussiness, and the parents of these babies are lucky. These babies do not require a lot of parental soothing. They tend to be self-soothing, mild, and calm; they fall asleep easily and sleep for long periods.
Breast-feeding these babies is relatively easy because the mothers tend to be better rested and the babies tend to be more regular. The duration of a breast-feeding, how long you nurse, may be relatively short and infrequent because nursing is mainly for satisfying thirst and hunger. When these babies are fussy, methods of soothing other than breast-feeding often work. In fact, the popularity of many techniques or strategies for soothing babies is due to the fact that, for these babies, most everything works well!
Bottle-feeding these babies either formula or expressed breast milk with or without breast-feeding is a family decision that is usually easily made. Some considerations are to allow the father or other children the pleasure of feeding the baby, thus enabling the mother to get some needed extra sleep at night, to return to work by continuing to pump her breasts at work, or to make it easier for the parents to arrange an evening for an old-fashioned date.
Before your baby is born, you might decide that you want to sleep with your baby or that you want to use a crib or bassinet. For 80 percent of all babies, those with common fussiness, it doesn't matter, they are fairly adaptable and self-soothing. You can sleep with your baby at both naps and at night, or only at night. Or, you might sleep with your baby when she first falls asleep, put her down in her crib, and then at the first night feeding, bring her into bed with you. Or, you might have a cosleeper attached to your bed and use it for part or all of the night. You can put your baby to sleep within one to two hours of wakefulness. Watch for drowsy cues that are usually obvious in these babies, then any soothing-to-sleep method is likely to work and the baby and parents usually sleep well. Parents are at a low risk for feeling distressed, and I think maternal depression is not very likely. Some of these common fussy babies, however, will occasionally behave like the extremely fussy/ colicky baby and your plans might have to be altered. Only about 5 percent of these babies seem to develop into overtired four-month-olds.
During the first four weeks, your baby is really “sleeping like a baby.” Elliot, my first son, described his first son as having a look on his face like “I didn't do it,” or seeming almost intoxicated during this time. Sleeping with your baby in your bed or placing your baby in the crib is usually a piece of cake. During weeks four through eight, your baby will become more wakeful and alert and have more evening fussiness. Elliot said that his son now had a more quizzical look, like “Who are you?” and “Give me back my pacifier.”
Extreme Fussiness/Colic
Twenty percent of babies have extreme fussiness/colic, and the parents of these babies are unlucky. These babies require a lot of parental soothing. They tend not to be self-soothing and they often appear intense, agitated, and have difficulty falling asleep and staying asleep.
Breast-feeding these babies is often difficult because the mothers tend to be exhausted or fatigued from sleep deprivation and the babies tend to be irregular. The duration of the breast-feeding, how long you nurse, may be long and frequent because in addition to satisfying thirst and hunger, much of the nursing is for reducing fussiness. When these babies are extremely fussy, methods of soothing other than breast-feeding often do not work. Frustration or despair is common because many of the popular techniques or strategies for soothing babies fail, even though many other mothers (80 percent) swear by them.
Some considerations going through the mind of the mother are whether something is wrong with her breast milk, whether her breast milk is sufficient, or whether her diet or the current formula is causing the extreme fussiness/colic. Because soothing at the breast often seems to work when other soothing methods fail, the mother does not want to give it up. But painfully dry or cracked skin around the nipple may make breast-feeding an ordeal. The discomfort and pain associated with breast-feeding, plus unrelenting exhaustion from sleep deprivation, may conspire to cause so much stress that the breast milk supply becomes insufficient. Mothers who have enormous support—a dedicated husband who spends a lot of time soothing, housekeeping help, or baby care help—can get through this difficult time much easier than mothers who lack a support system. Mothers who have other children to care for, pressure to return to work, medical problems, baby blues, or postpartum depression may find the additional stresses associated with breast-feeding these extremely fussy/colicky babies to be overwhelming.
Bottle-feeding these babies either formula or expressed breast milk can be a benefit to some mothers or create more stress in others. The benefits of complete or partial bottle-feeding is that the mother might get more rest because others can feed her baby, and the parents are calmer because they know for certain that their baby is not hungry because they can see how much the baby is swallowing. In other mothers, giving bottles can create the feeling of having failed as a mother. Recognizing that bottles are not as soothing as the breast, these mothers feel guilty because they think they are causing their babies to fuss/cry more, and they worry that something in the formula is causing the fussiness/crying. If you want to breast-feed, a compromise position is to have someone else give a single bottle of expressed breast once per twenty-four hours. This will not cause “nipple confusion” or interfere with lactation. It will give the mother a mini-break, will allow her to get a little more sleep, and it will allow the parents a night out.
Before your baby is born, you might decide that you want to sleep with your baby or that you want to use a crib or bassinet. But for 20 percent of babies, those with extreme fussiness/colic, the plans that you made for sleeping with your baby might have to be altered because these babies tend to be difficult to soothe and have difficulty falling asleep and staying asleep. Watching for drowsy cues is usually frustrating in these babies because they are not obvious, and even if you keep the intervals of wakefulness less than one to two hours, it is still difficult to soothe them. When they finally do fall asleep, they do not stay asleep for long. As a result, parents are often sleep deprived. Parents are at a high risk of feeling distressed and I think that maternal depression is more likely to occur.
Because these babies are difficult to soothe, breast-feeding in the family bed may be the best or only strategy that works. Although the mother's sleep may be fragmented by frequent feeding for both nutrition and soothing, this is probably the most powerful soothing method for these babies. During the first four weeks, your baby is not really “sleeping like a baby.” Placing your baby in the crib is usually stressful. During weeks four through eight, your baby will become even more wakeful and alert and have more evening fussiness, causing the parents to be at an even greater risk for distress. About 27 percent of these infants are at risk for becoming overtired four-month-olds.
There is some research to suggest that parents who made the commitment to use the family bed from day one, and stick with it, will wind up with better-rested babies than those families who initially wanted to use the crib but later brought their baby into their bed because it was the only way the parents could get any sleep. In the former group, sleep problems are less likely to develop as the children get older. But in the group where it was used only in response to soothing or sleeping difficulties, the family bed appears to be a short-term solution, but in reality it creates a long-term sleep problem. What really is happening is that parents who are overwhelmed by the fussy/crying behavior and have limited resources for soothing their baby, reluctantly use the family bed to gain some relief, but the limited resources for soothing persist and may often cause sleeping problems in older children. (This will be discussed more in Chapter 5.)
Breast-feeding the Fussy Baby
by Nancy Nelson, RN, IBCLC
One of the most difficult things for many breast-feeding mothers is not knowing how much milk your baby is getting. When you are the mother of a “fussy baby” it can be even more of a concern. When a baby is crying, most well-meaning observers will comment that the baby must be hungry. As the mother, these comments may cause you to feel frustrated and guilty. After all, you are responsible for feeding the baby! To allay your fears, keep track of the baby's output of urine and stool. After the sixth day of life, your baby should be producing six or more wet diapers and one or more stools in a twenty-four-hour period as a sign of adequate intake of breast milk. Babies usually need to feed eight to twelve times in a twenty-four-hour period during the first few weeks of life. In the beginning they may cluster feed. This means they may want to feed very frequently for a few hours and then go into a sleep stretch of four or five hours. As they become more efficient, they decrease the number of feedings. The baby should be back to birth weight by two weeks of age and should gain a minimum of five ounces a week for the next two to three months.
If you are concerned that your baby is fussy because you have a low milk supply, it would be helpful to see a lactation consultant who will do a feeding observation. This includes a study of your baby's ability to transfer milk from your breast by a strong nutritive suck followed by audible swallows. A pre-and postfeeding weight should be included in order to get an idea of how much milk the baby is taking in during the feeding. The baby should be weighed both before and after the feeding with a diaper on so as not to lose the weight of urine or stool that may have been produced during the feeding. This can be reassuring if the baby gains between two and four ounces during the feeding. If the baby gains less, it might alert you to a problem with either the baby's method of transferring the milk or your milk supply. If the milk supply is low or the flow is too slow, a supplemental feeding system may help to improve the suck and give the baby the additional calories he needs. Use of a hospital-grade electric breast pump can augment the breast milk supply as well. Some mothers may decide to feed the baby additional pumped breast milk by bottle or feed formula if they are unable to pump enough milk to meet the baby's needs.
Occasionally breast engorgement may cause the baby to be fussy at the breast. To deal with engorgement, use warm compresses or take a warm shower prior to feeding the baby. Use breast massage as well. You may be able to express some milk by hand or with a good-quality breast pump to take out a little milk and make the breast softer and easier for the baby to latch on to. Do not pump too much milk because it could continue an oversupply problem and prolong the engorgement. In between feedings, use cold compresses on your breasts to decrease the swelling and give pain relief. Engorgement may occur within the first week after your baby is born or later when the baby begins to skip feedings as he gets older.
A baby can be fussy at the breast if the mother has flat or inverted nipples. Breast shells may be worn in between the feedings in order to evert the nipples. Using a breast pump for a few minutes prior to putting the baby to the breast will help to pull the nipples out and also start the flow of milk so the baby will get milk right away and be more likely to continue sucking instead of pulling off the breast and crying. Occasionally, nipple shields may help to keep the baby at the breast until the nipples are more everted. This should happen after about two to four weeks of breast-feeding. Seek the help of a lactation consultant as soon as possible if you are having difficulty with the feedings because of flat or inverted nipples.
A baby may be fussy at the breast because of poor positioning. Both mom and baby may be uncomfortable, which can lead to inadequate letdown and poor milk production. With a fussy baby, the football or the cross-cradle holds work best because you have more control over the baby's head. You can direct him to the breast and keep him there with these two positions. The baby's nose and chin should indent the breast. Babies usually nurse better when they are held more firmly by the mother. A firm pillow that supports the baby at the level of the breast is preferable to a soft pillow. A chair that gives good support is better than a soft couch. I cannot emphasize enough that a fussy baby will respond better to being held tightly and close in to the breast. Contact a lactation consultant if you are uncomfortable during breast-feeding. This may be the reason why your baby is fussy.
Almost all babies have some degree of gastroesophageal reflux. This is a medical term and simply means that the sphincter muscle, which leads to the stomach, is immature and may not close completely all the time. This allows some milk, along with stomach acid, to come back up into the esophagus, leading to a feeling we call “heartburn.” As anyone who has experienced this can attest, it is quite uncomfortable. Just as sitting upright can help an adult with heartburn feel better, holding the baby upright usually helps the baby feel better, too. Sometimes these episodes can occur during breast-feeding. Holding the baby more upright during the feeding or interrupting the feeding for a short time to comfort the baby by holding him in an upright position should help. Using a swing or a car seat may also help. As the baby matures, so does the muscle, and the episodes become less frequent. Sometimes a baby has a severe problem with reflux and is unable to feed well at all. This may be a case where prescription medication will be needed. Your health care provider should be consulted.
All new babies experience gassiness. When the baby begins to feed, it sets off a reflex that produces gas so that the baby will be able to pass whatever waste products are produced during the feeding more quickly. This avoids problems with constipation. Because breast milk needs little digestion it moves through the baby's system very quickly. You can often hear the sounds while the baby is still feeding. Although all babies are gassy, some babies are not as upset by it as others seem to be. The time of day may be a factor as well. It often seems as if this gas problem becomes worse at the end of the day. This is often called the traditional “fussy” time of the day. Babies seem to want to stay at the breast constantly and this may exacerbate the gas problem. The baby may need comforting or some cluster feeding. It is a good idea to pump a bottle of breast milk in the morning when the baby is calmer and not feeding so often. Have this milk available during this fussy time to allow another family member to feed the baby so you can get a break. As babies mature this problem resolves.
The milk at the beginning of the feeding from the breast is higher in lactose. This is called the “foremilk.” The milk that comes after ten to fifteen minutes of nursing from that same breast is called the “hindmilk.” It is higher in fat and balances out the lactose so as not to produce so much gas. If the baby takes in too much foremilk and no hindmilk, it may result in lactose overload and more gas production. Try to keep the baby on one breast for at least twelve to fifteen minutes in order to get the hindmilk. As the baby gets older and becomes more efficient at nursing, he will be able to get to the hindmilk in a shorter period of time. Hindmilk can have a sedating effect on the baby and help a fussy baby to fall asleep. Most new babies will naturally fall asleep at the end of a feeding because of the sedating effects of the hindmilk. Recently there has been advice given to awaken the baby at the end of the feeding in order to allow them to fall asleep in the crib on their own. I feel that as babies get to be three or four months old, they will remain more awake at the end of the feeding. This is the time for them to learn how to put themselves to sleep. This pattern should be allowed to develop naturally.
When the baby is just learning how to breast-feed, the letdown reflex may be overwhelming and lead to gagging and choking. This may cause the baby to pull off the breast and become fussy. Put firm pressure over the breast for a minute to stop the rapid flow and put the baby back to the breast. Try to pump a little milk prior to the feeding to see if you can elicit the letdown before the baby goes to the breast. This may not help too much because usually the baby will elicit a more forceful letdown, but it is worth a try. The football hold or holding the baby in a sitting position on your lap might help. The baby straddles your body with his legs and faces you directly. As the baby gets older, he will be able to handle the letdown reflex without a problem in any feeding position.
Allergic reactions to foods in the mother's diet are rare but sometimes occur. The most common cause of allergy is cow's milk. Besides extreme fussiness with feeding, there is frequent spitting up, blood in the stool, and poor weight gain. The baby's health care provider should be contacted if these symptoms occur. If you must go on an elimination diet, make sure that you get information about how to supplement your diet so that you remain in good health and can continue to produce enough breast milk for your baby. It usually takes at least two weeks to see results from an elimination diet.
Rarely will soaps or creams being used on the breast or nipples cause the baby to fuss and pull off the breast. If you have started using something new on your skin and the baby fusses, clean it off and start over.
Yeast infections can occur in the baby's mouth or on the mother's nipples. You might see white patches in the baby's mouth. The baby may also develop a diaper rash. Your nipples could be very red or itchy. There is a burning sensation of the nipples following the feeding. Your baby may be fussier during his feedings. See your health care provider. If a yeast infection is diagnosed, both you and the baby should be treated. If the baby is using bottle nipples or pacifiers, these should be replaced with new ones. They should be washed daily with hot soapy water and allowed to air dry. Change your diet by eating more yogurt or drinking acidophilus milk daily.
Some babies become fussy if they are overstimulated. They may have better breast-feeding sessions if the lights are dim and they are allowed to feed with only ambient sounds.
If you have implemented these suggested techniques and you still have a fussy baby, it may be that the baby is not hungry. She may be drawn to the breast for comfort, but once she starts to nurse does not really need to feed at that time. Remember, a baby under twelve weeks of age does not have much ability to self-soothe. As parents, we need to meet these needs just as much as we need to provide them with the other necessities of life. Many of the things that seem to help soothe them are measures that imitate the in utero environment. Make sure that the baby is comfortable—not too warm or too cold. A clean diaper should be provided. The baby may be comforted by being held tightly and cuddled or rocked. Besides cuddling and rocking, swaddling, or ongoing sounds like music, dryers, or fans may help. Perhaps a pacifier will give your baby some additional soothing. The use of a soft side or front carrier will give you the chance to get other things done while you are providing comfort for your baby. Another person—the father or a grandparent—may be enlisted to calm the baby without the baby being stimulated by the smell of the breast milk that envelops the mother. This also gives the mother a chance to get a little time for herself. Try to take a nap or get some exercise. These activities will help you feel refreshed. Later, after the baby has been calmed by other methods, the mother will be ready to breast-feed more calmly.
It takes time and the trying of different techniques to find out what your baby needs and how best to meet those needs. Feel free to experiment. The baby may respond to certain things at one time and to other things at another time. Remember, it is a learning process, so don't expect you or the baby to be perfect.
Take good care of yourself during this time. Eat well. Take your prenatal vitamins. Stay well hydrated and get some outdoor exercise, if not daily at least five days per week. Try to use relaxation techniques—yoga, meditation, massage, or a warm bath—to help you get through the difficult times. Share your feelings with the baby's father or other family members and let them take turns walking, rocking, and cuddling the baby. Set small goals for yourself—like reading one chapter in a book or taking a fifteen-minute walk.
New-mother support groups help a lot because you learn that other mothers and babies are going through the same adjustment period that you are. Most reasons for infant fussiness will be worked out within the first six weeks of life. A few may take a little longer, but by three months of age it is usually resolved. Remember, overall, this is a very short time in the life of you and your baby. Try to hug and cuddle your baby as much as you can in order to help him get through this rough time. Together you can do it.
As discussed by Nancy Nelson, lactation consultants can be very helpful and I would encourage you to seek one who has been certified by the International Board of Lactation Consultant Examiners (IBLCE) and is entitled to use the title International Board Certified Lactation Consultant (IBCLC). In general, successful breast-feeding will require the family to make adjustments to fit the needs of the baby, and breastfeeding may not work well if the parents attempt to force the baby to fit into the family's schedule, especially if the baby has extreme fussiness/colic.
Keep reminding yourself that extreme fussiness/colic is not indigestion. It is not caused by formula or breast milk. Switching from one formula to another will not stop the crying. Some manufacturers of infant formula try to sell their product by claiming that their product will reduce fussiness. The so-called research they cite to support their claims is weak, unconvincing, and has not been reproduced.
Do not let extreme fussiness make you give up breastfeeding if you want to continue. Your baby is still getting all the benefits of breast milk, even if she seems at times not to appreciate them. If you stick with it, you can look forward to many calm, pleasant months of nursing once the extreme fussiness has run its course.
Still, nursing an extremely fussy baby is undeniably a challenge. When nursing, infants with extreme fussiness/colic tend to be gulpers, twisters, and forceful suckers. Sometimes they seem to reject the breast entirely. The determined nursing mother is in a bind; it is difficult to nurse a tense, twisting infant, but nursing is one of the few maneuvers that appear to calm such a child (at least temporarily). Non-nutritive nursing, using your breasts as pacifiers, may calm baby, but it is no picnic for mother! Here is a description of the nursing predicament by the mother of one of my young patients.
The first three weeks of Michael's life led me to believe that having a baby would be a breeze. His behavior was almost identical from day to day. He was very calm, and so were my husband and I. Michael would eat—breast-feeding about eight to ten minutes on each side. He had no problems burping after each meal. Then I'd either hold him for a while, lay him on his back, and talk or play with him. The usual schedule, from the time he got up until he went to sleep, would be one to one and a half hours. He would usually sleep anywhere from two and a half to four hours. Everyone said to me, “Boy, are you ever lucky to have such a good baby.”
As the fourth week approached, Michael's behavior changed dramatically. He no longer wanted to sleep during the day. I felt like all he wanted was my breast. I concluded that he either was continually hungry or had strong sucking needs.
By the middle of each afternoon, I was exhausted. Almost every hour I found myself breast-feeding. Sometimes I could put him off for two hours, but he'd cry a lot. I'd change his diaper, walk him, hold him, tilt him, sing to him, change his position and so on. Nothing would please him except my breast, which was terribly tiring, to say the least. The thing that saved our lives is that he slept long hours through the night—probably from exhaustion after being up all day. The worst times were midafternoon, and again between 5:00 and 10:00 P.M., after which he would sleep for around five hours straight. He would fuss and cry and nothing would calm him except when he was nursing.
If your situation is similar to this mother's, give yourself some relief by trying the following suggestions:
	Space feedings a few hours apart. One mother said, “I must have Chinese breast milk; he gets hungry just one hour after nursing.” If you last nursed your baby well less than two hours ago (not a snack or a sip), there is no room in his stomach for more milk and your breasts contain little or no milk for him. Nursing too frequently is pointless, and if it causes you pain or exhaustion, it is destructive. See if the baby will accept a pacifier instead.

	Ask your doctor about hydrocortisone ointment. A famous pediatric dermatologist who nursed her own children suggests treating cracked nipples with 1 percent hydrocortisone ointment. It is safe for both mother and baby, and seems to work better than any other treatment. Many of my patients’ mothers have reported rapid healing of sore nipples by using this treatment. After nursing, allow your breasts to air dry. Then apply a thin film of the 1 percent hydrocortisone ointment to the dry or cracked areas. Make sure you use ointment, not cream; the cream might cause a painful burning sensation. When you are about to nurse again, do not wipe or wash off any of the ointment. Most of it will have been absorbed into your breast skin and the small amount the baby absorbs will cause no harm. Basically, the skin of the breast can become very dry, cracked, or fissured from being wet or damp for prolonged periods of time.

	Don't exhaust yourself. The mother of an extreme fussy infant stored breast milk so her husband could feed the baby once during the night and her mother could handle a similar daytime feeding. In this way, she was able to get some extra rest. When the baby was several weeks old, the baby's grandmother went home and the father returned to work. Now, all alone and very busy, the mother saw her previously ample supply of breast milk dwindle to almost nothing. We discussed how she had decreased her fluid intake, how she was worried about her mother's departure, and how she was generally under strain. I reassured her that while it was important to continue having the child suck at her breasts to stimulate milk production, a single bottle of formula for one or two days would not harm the baby or inhibit lactation. She increased her fluid intake, rested more, and after four to five days was again nursing with more than ample milk production. Throughout this period, the child continued to have extreme fussiness/colic spells with periods of inconsolable crying. But this mother now knew that the crying was not related to nursing.


Another mother of one of my patients felt especially bad when nursing failed to calm her baby.
It's early evening and my daughter is screaming and restless. Nothing seems to calm her, not even nursing. I didn't think Chelsea was colicky, but she sure was fussy. Although her fussiness wasn't an everyday occurrence, it persisted from her second or third week of life until about two months of age.
At first I thought something I was eating was giving her gas. Then I thought her behavior was due to my inexperience as a mother. As these episodes continued, I began to feel desperate, sad, and exhausted.
I felt inadequate as a parent. I didn't know how to comfort my child, or whether what I was doing was right. I especially felt inadequate when Chelsea rejected my breast. It seemed as if nothing could console and comfort her.
We had visions of a child who could be comforted at the touch of her mom or dad. Soon all the sleepless nights and exaggerated feelings of incompetency led to exhaustion. Would this cycle ever end? Well, it finally did. With the help of our pediatrician, we soon began to realize that this behavior was normal and would not last indefinitely. I also found that her fussiness was neither caused nor enhanced by my behavior. Along with this realization came the light at the end of the tunnel. I then knew her fussiness would not last forever.
I became aware of certain behavioral changes that manifested themselves either before or after each fussy period. She would startle easily, have difficulty falling asleep, and then sleep for shorter periods of time. Also, during her fussy periods, she exhibited different behavioral characteristics. She was restless and would scream with a quivering chin. She would become stiff or have rigid movements. She would not nurse, and when she did she would suck frantically. She would become overtired but would not sleep. Sometimes she would be wide awake one moment and sound asleep a second later.
Chelsea is now three months old. Her fussy periods have ceased and she wakes in the morning with a smile that lasts all day. We really love our “perfect” child.
Sometimes a nursing mother notices that the baby seems calmer in her husband's arms than in her own. She may feel that her husband does a better job of soothing the baby, that perhaps the baby “prefers” him to her. What is really happening is quite simple. The baby recognizes that his mother is the source of milk. When she holds him, he quite naturally squirms and twists, rooting around, looking to suck, even when he's not hungry.
I want to encourage every mother's desire to nurse her extreme fussy/colicky baby. It is an important accomplishment for both of them. One mother called me when her extremely fussy/colicky baby was exactly three months old. She was determined to continue nursing and to start working part-time. Her husband was a fireman and found it very difficult to be around a crying baby on his days off. She was under enormous stress. All her friends claimed that if she would feed her baby formula, the crying would disappear. She wanted to—and did—keep on nursing after the extreme fussiness/colic disappeared to show them, and herself, that nursing was not the cause of the crying. Here is a report from the mother of another one of my patients; persevering with nursing helped her maintain her confidence and self-esteem.
Both my husband and I questioned our best judgments and our ability to care for Lisa. At one point I questioned my ability to nurse and felt that I was literally poisoning my baby. Her screaming episodes came a predictable ten minutes after every feeding. At times I felt tortured. I consider myself a rational and caring person, yet often found myself crying in the shower or praying that my husband could somehow relieve the tension, anger, and helplessness that I felt.
At six weeks, Lisa seemed to be easing into patterns and appeared to be getting good, deep sleep. Her smiling times were numerous, but she still had hours of screaming. I overcame my fear of nursing and decided to continue weeks after I had planned to stop. Nursing became the one pleasurable experience the baby and I had together. When I finally did wean Lisa, it was a sad time; we were separate after being together for so long.
Six weeks of age or six weeks after the due date is truly a magic turning point for many babies.
Solid Foods and Feeding Habits
Do you remember how drowsy you feel after eating all that Thanksgiving food? Big meals make us sleepy, so shouldn't solids make babies sleep better? Wrong. Feeding rhythms do not alter the pattern of waking and sleeping.
Sleeping for long periods at night is not related to the method of feeding, whether it be breast or bottle. This is a fact; check out some of the studies cited at the end of this book (see page 458). The studies I think are the most convincing involve comparing the development of sleep/wake rhythms of infants fed on demand with those who are continuously fed intravenously because of birth defects involving their stomachs or intestines. The babies who were fed on demand cycled between being hungry and being full. The other babies were never allowed to become hungry. The objective recordings in sleep laboratories show that there were no sleep differences between these groups of infants. Other studies involve the introduction of solid foods; they all show that solid food, such as cereal, does not influence nighttime sleeping patterns. No published studies have ever shown that the method of feeding (breast milk versus formula, or scheduled feedings versus demand feedings) or the introduction of solids affects sleep.
Some studies, however, do indicate that formula-feeding is more popular than breast-feeding among mothers who are more restrictive. Mothers who feed their babies formula tend to be more interested in controlling their infant's behavior and like being able to see the number of ounces of formula given at each feeding. These parents are more likely to perceive night waking in a problem/solution framework and consider the social wants of the child instead of nutritional needs. In contrast, the nursing mother, perhaps more sensitive to the health benefits of nursing, might respond to night waking more often or more rapidly because she perceives herself as primarily responding to her infant's need for nourishment. After awhile, of course, the child learns to enjoy this nocturnal social contact. Over time, the baby learns to expect attention when he awakens.
This explains why there is no difference in night waking between breast-and formula-fed infants at four months, but by six to twelve months, night waking is more of an issue among breast-fed babies.
The bottom line is that cereal does not make babies sleep better. Formula may appear thicker than breast milk, but both contain the same twenty calories per ounce. Giving formula to breast-fed babies or weaning diem also will not directly cause longer sleeping at night, although it is possible that attitudes toward breast-feeding may indirectly foster a night-waking habit. Here is one family's account of how breast-feeding led to a night-waking habit.
MAREN'S WAKE-UP FOR BREAST-FEEDING
Maren was born July 18, 1984, after an uneventful pregnancy and an easy Lamaze delivery, three days past term.
We were committed to breast-feeding, with no preconceived expectations of its duration. Maren behaved as a normal infant for about two weeks, at which point persistent crying jags began to occur daily. Though we were assured real colic was worse, we came to refer to these spells as “Maren's colic.” We endured the inconsolable crying without much complaint. Although her crying mostly lasted one to two hours, the worst individual days would include unabated crying spells lasting for eight to ten hours. Various experiments were tried to ease the colic suffering, including having Maren sleep with us, having her sleep on a hot-water bottle, et cetera. Predictably, none worked. At two months, the colic ended relatively abruptly.
From two months on, a very happy, trusting relationship developed between Maren and me. For about seven months, Maren was fed virtually exclusively on breast milk. From seven to ten months, increasing amounts of solid food were introduced at breakfast and lunch. Maren has always been a happy, bubbly, joyful child. The breast-feeding seemed to contribute to this sunny disposition. Maren's nap patterns were completely normal. Generally, I would sleep with her in the morning. Part of the feeding ritual for these ten months included twice-nightly breast-feedings for Maren, interrupting my sleep.
Massive campaigns were mounted by both sets of grandparents to convince me that breast-feeding needed to end. These began at two months and reached fever pitch around seven months. We listened politely. Except for a brief experimental period at around eight months, I didn't attempt to pump my breasts to permit me extra sleep. This was a conscious decision; direct feeding was easier and more satisfying for both of us.
Breast-feeding, in addition to the satisfaction it provided, was an indispensable part of the sleeping ritual. From birth to eleven months, Maren expected to be held, fed, and gently rocked or lulled to sleep in the pleasant company of her mother. At around nine months, Maren's rapid growth was taking its toll. There was more solid food in the daytime now. After nearly a year without a full night's sleep, I was beginning to reach a whole new level of fatigue.
New attempts were begun to get Maren to sleep without my direct attention. Her father would give her a bottle, rock her, sing to her, et cetera. Female friends of the family, familiar to Maren, would do the same. Maren was a good sport about these experiments but preferred my attention. At eleven months, we agreed it was time to wean Maren to a bottle.
Maren didn't like the plan much. She obviously disliked formula as much as I disliked feeding it to her. For nearly a week she rejected cow's milk. I ended the morning nap breast-feeding ritual first. Juices (orange, apple, pear) in the morning or during car rides helped to improve Maren's familiarity with bottles. They also allowed my husband, Larry, to feed her while I rested later in the mornings. Putting cow's milk in a special bottle (formed and painted to look like a dog) allowed this unpleasant white stuff to become gradually more acceptable. After a few days, Maren started to respond more favorably to her “pooch juice” and the games I created and associated with it.
I experienced some depression with the cessation of breastfeeding. As that special link came to an end, my contribution to Maren's development suddenly seemed more mundane, repetitive, and less satisfying. This depression came on and off for two months. It was a strange feeling, since it was offset at all times by the joy that comes from having a developing child.
Maren was fully weaned at eleven months. The last feeding to change over was at bedtime. But even if she was given milk at bedtime, Maren continued to wake up once or twice per evening, crying to be fed. The next step was to get her to sleep through the night. We were repeatedly advised to let her cry herself to sleep. The phrase “even for five or six hours” was used, a reminder of colic days. We considered this proposition, but continued to feed Maren warm milk, sing lullabies, and rock her to sleep, once or twice per night. The big question: What was waking her up?
We decided it was mostly habit, and that she just wanted the comfort of our company. A new go-to-sleep ritual was introduced: After much playing and affection, Maren was put to bed with her favorite doll, not rocked to sleep. If she woke, warm milk was provided, but Maren was purposely not picked up. Maren cried ten minutes when left alone the first night, then rested her head on top of her favorite doll and drifted off to sleep. After expecting possibly an hour or more of crying, this was an unbelievable, almost anticlimactic relief to us. After two or three nights of feeding without picking her up, Maren began sleeping through the night.
At the end of month eleven, the go-to-sleep is routine. Maren rarely cries at all. Key elements: a big dinner, a bath, gentle play, eight ounces of warm milk, hugs, and her favorite doll. Even a baby-sitter can do it. At one year, Maren had finally learned to sleep eight hours straight.
We did a few things we are sure were right. For us, especially me, we sensed Maren's needs and delivered them unasked. This created an extraordinary self-assurance in her, and led to a happy household. Maren seemed to cry less than other children and to be a bright, curious, quick learner. Other things we are happy about: lots of new games all the time; plenty of visual stimulation; rough-housing motions and playing; exposure to music, texture, any stimulation we could dream up. It all seemed to add to her alertness, her trust in us, and the regularity of her sleeping.
There are also some things we may not have done so well. We may have gone too long before we tried to put her to sleep alone. Our parents continuously warned us we were being too indulgent. They may have been right. But then, first-time parents are like that.
Solutions to Help Your Child Sleep Better:
“No Cry,” “Maybe Cry,” or “Let Cry”
There are many ways to help your child sleep. You should choose the solution that works best for you and your child. Some do not work well for the extremely fussy or colicky baby, some will be difficult to use because of limited resources for soothing, and some are appropriate only for older children. Also, one method may be more powerful in the hands of some families than in others. Often I will refer to ignoring all crying or extinction as the preferred solution to help your child sleep better because I think this works best for the 20 percent of babies who have extreme fussiness/colic; after four months of age, I think they represent the largest group of children with sleep problems or have more severe sleep problems. However, I understand that this is probably the hardest sleep solution for parents and you should always first consider trying other sleep solutions that involve less crying. This is especially true if your child does not have extreme fussiness/colic.
“NO CRY” SLEEP SOLUTIONS

Start early, when you come home from the hospital, to
  avoid the overtired state by trying to soothe your baby
  to sleep within one to two hours of wakefulness
Always hold your baby, always respond and soothe your baby
  as long as needed to induce sleep, sleep with your baby
Always respect “drowsy signs” so your baby never be
  comes overtired
Always try to put your child to sleep drowsy but awake
Motionless sleep
Establish and consistently practice bedtime routines
Practice scheduled awakening, also known as focal feeding
Get fresh air in between naps, go for a walk Control the wake-up time
Slowly and gradually give your child less attention around
  falling asleep or during the night, a fade procedure
White noise
Room-darkening window shades
Relaxation
Stimulus control

“MAYBE CRY” SLEEP SOLUTIONS

Father puts baby to sleep
Make bedtime earlier
Focus on the morning nap
Sleep rules
Silent return to sleep
Day correction of bedtime problems

“LET CRY” SLEEP SOLUTIONS

Ignoring all crying or extinction
Ignoring some crying, also known as controlled crying, or
  graduated extinction
Check and console
Crib tent
MAJOR POINT


Babies need to sleep after one to two hours of wakefulness.
Parents have told me the first solution needs to be emphasized because it is not intuitively obvious that babies, who sleep so much, need to return to sleep after only one to two hours of wakefulness. In addition, this pattern of brief intervals of wake-fulness appears to help many babies avoid sleep problems throughout the first four months.
Prevention versus Treatment of Sleep Problems
There sometimes appears to be a contradiction between whether or not to let your child cry. For 80 percent of babies who have common fussiness, if the parents have ample resources for soothing, sleep solutions that involve no crying, such as the “one-to two-hour rule,” should work to prevent sleep problems. A few, about 5 percent, of common fussy babies do become very overtired four-month-olds. To treat or correct the sleep problem, some crying might occur. However, in this group, improvement in sleep patterns and improvement in the child is often dramatic and rapid.
For 20 percent of babies with extreme fussiness or colic, however, if the parents have enormous resources for soothing, sleep solutions that involve no crying, such as “Always hold your baby, always respond and soothe your baby as long as needed to induce sleep, sleep with your baby,” might work to prevent sleep problems. But about 27 percent of these extremely fussy/colicky babies do become very overtired four-month-olds. Treatment to correct the sleep problem might involve more crying, and improvement in sleep patterns and inprovement in the child is often slow and not dramatic. This is especially hard for parents because they have already endured four months of sleep deprivation associated with the child's constant fussiness, crying, and not sleeping.
Rarely, some parents want to let their child cry to help him sleep after the peak of fussiness and crying has passed at six weeks of age, but he is under four months of age. One example is the mother who has to return to work and desperately wants to see if her child will sleep better at night with less attention. Another example is the exhausted and overwhelmed mother who is becoming depressed or getting angry or resentful toward her baby. Under these and similar circumstances, I usually try to enlist the assistance of the father to help his wife put the baby to sleep, to feed and soothe the baby at night, and to try to give the mother a well-earned break by making her go somewhere for several hours or a night to get some uninterrupted sleep. Obviously, these suggestions are impractical for some families. Nevertheless, the instructions are to give the child less attention at night, perhaps feeding only twice at night, and ignoring crying for either brief or long periods of time and to do this for only four or five nights. Sometimes the crying quickly diminishes, especially in the child who had common fussiness. Sometimes the crying does not decrease, especially in the child who had extreme fussiness or colic, and the plan is abandoned. Parents then resort to whatever method maximizes sleep and minimizes crying until the child is older.
Action Plan for Exhausted Parents
Healthy Sleep
Think of “healthy” sleep as a collection or group of several related elements grouped together to form a “package.” All must be present to ensure good-quality or healthy sleep. The five elements of healthy sleep are:


1. Sleep Duration: Night and Day
Does your child sleep as long as she needs at night and for naps?
How long your child needs to sleep depends on her age and temperament. Restricted sleep impairs mood, performance, development, and cognitive ability.


2. Naps
Is your child taking naps or do you sometimes skip naps?
If a nap has been missed, try to keep your child up until the next sleep period in order to maintain the timeliness of the sleep rhythm. Move the next sleep period a little earlier before your child becomes extremely overtired. If the naps are too long because your child has become overtired; you might have to wake him from a nap in order to maintain the timeliness of the sleep rhythm at night. The morning nap develops before the afternoon nap and disappears before the afternoon nap. Not all naps are created equal. Babies are born to be short or long nappers. An earlier bedtime may be required when two naps are needed but you can get only one.
3. Sleep Consolidation
Is the sleep interrupted (fragmented) or uninterrupted (consolidated)?
Some arousals from sleep normally occur. Some arousals are protective. Too many arousals fragment sleep and this causes impairments in mood and performance.


4. Sleep Schedule, Timing of Sleep
Do naps start and bedtimes begin just when your child is becoming drowsy?
A bedtime that is too late will produce an abnormal daytime sleep schedule. Variability in activity and length of naps causes some variability in the bedtime. Watch your child more than the clock.


5. Sleep Regularity
Do naps or bedtimes occur at approximately the same times?
Even if the bedtime is a little too late, regular bedtimes are better than irregular bedtimes.


Back Sleeping Is Best to Prevent SIDS
Learn to recognize drowsy signs—study the box on page 63.
If your baby is colicky, begin the soothing to sleep after one to two hours ofwakefulness. Soothing to sleep involves:


Getting dad to help out
Encouraging sucking—do not worry if
  your baby falls asleep while sucking
Rhythmic rocking motions
Swaddling
Massage
HEALTHY SLEEP IMPROVES
Mood, temperament, cognitive development, and performance.
Resources for Soothing
Consider a balance between the baby's disposition to express distress and the parents’ capability to soothe their baby. Not only do babies vary in their expression of fussiness/crying, but parents also vary in their ability to soothe. The resources for parents’ ability to soothe fussiness and crying and promote sleep in their baby include those shown in the box on page 74.
Never wake a sleeping baby.
Bedtime Routines
Study the list on page 75.
Breast-feeding versus Bottle-feeding
and Family Bed versus Crib
	Breast-feed: All the time, part time (expressed breast milk versus formula), never.
For about 80 percent of babies, the common fussy babies, mothers are better rested and feeding is mostly for nutrition. Breast-feeding is usually easy.
For about 20 percent of babies, those with extreme fussiness/colic, mothers are fatigued from sleep deprivation. The stress from loss of sleep might inhibit lactation. Breast-feeding may be difficult because it is used for nutrition and soothing. Nursing more frequently and for longer durations might cause more discomfort or pain if the skin of the breast becomes cracked or dry. The mother might worry that not enough breast milk or her diet is causing the breast milk to upset the baby because of the extreme fussiness/crying. Consider a single bottle of expressed breast milk given once per twenty-four hours by someone else.

	Family Bed: All the time, part time, never, with or with out a cosleeper.
For about 80 percent of babies, those who have common fussiness, an early commitment to a family bed usually works well. Sleep problems later are unlikely.
For about 20 percent of babies, those with extreme fussiness/colic, an early commitment to a family bed may be associated with sleep-deprived parents for several weeks, but the strong soothing power of bodily warmth, close physical contact, sounds of breathing, or hearing a heartbeat when sucking at the breast, or the smell of breast milk may make the effort worth it. Sleep problems later might occur if the child is allowed to stay up too late when about four months old.
During the day some parents with extremely fussy/colicky or common fussy babies are overwhelmed because they may have limited resources for soothing. For parents who initially did not want to have a family bed but later made that decision because of its soothing power, sleep problems are more likely to occur. The sleep problems are more likely to occur and persist not because of the family bed but because of the limited resources for soothing to continue.


Solutions to Help Your Child Sleep Better: “No Cry,” “Maybe Cry,” or “Let Cry”
Start early, when you come home from the hospital, to put your child to sleep within one to two hours of wakefulness.
Study the list of sleep solutions on pages 103-104.
Different solutions are needed for different babies.
Does your baby require soothing more than three hours a day because he fusses or cries?
Does this occur more than three days a week?
Has this been going on for more than three weeks?
If you answered “yes” to all three questions, your child has extreme fussiness or colic. Enlist all the soothing resources you can to help soothe your baby. If you want to, or if you need to, consider sleeping with your baby day and night for several weeks or months. Always hold your baby and always respond to her. Drowsy signs may be absent, so try to soothe her to sleep after one to two hours of wakefulness. Soothe your baby as long as needed to induce sleep. Motion may be needed during sleep to help your baby sleep longer.
If you answered “no” to any of the questions, your child has common fussiness. Watch for drowsy signs developing within one to two hours of wakefulness. Soothe your baby and put her down or lie down with her when she is drowsy but awake. Motionless sleep may work well.








Sleep Problems and Solutions
Disturbed Sleep
We really do not know how young children feel because they cannot talk to us; all we can do is observe them and guess their feelings. When they do not sleep well, their behavior changes and presumably they feel worse. I think we should carefully consider how we feel and behave when our sleep is disturbed, so that we can better understand and sympathize with our children.
Daytime sleepiness resulting from disturbed sleep typically causes us to feel a mild itching or burning in the eyes. Our eyelids feel heavy. Our limbs feel heavy, too, and we tend to be lethargic. We are less motivated, lose interest easily, and have difficulty concentrating. Our speech slows; we yawn and rub our eyes. As we get sleepier, our eyes begin to close and we may even find our head nodding.
But this familiar picture of adult sleep is not usually seen in infants and young children who suffer from disturbed sleep. While it is true that infants who are usually well rested yawn on occasions when they are overtired, it seems that chronically tired infants do not yawn much or nod off. Instead, when most tired young kids get sleepy, they get grumpy and excitable. My first son at age three coined the perfect word to describe this turned-on state: upcited, a combination of upset and excited, as in “Don't make me upcited!” when we admonished him for behaving like a monster.
Mood and Performance
Before we look at common sleep problems, let's review how disturbed sleep affects mood and performance.
REMEMBER


When your infant or young child appears wired, he may be tired.
Two very interesting Australian studies on adults have helped to shed light on childhood “upcited” behavior. One study showed that the level of activation of the nervous system was associated with certain personality traits, sleep habits, and activity of the adrenal gland. Poor sleepers were more anxious and had higher levels of the hormone cortisol, which typically rises during stressful situations.
The second study was complex, but I think its results will better help you to understand your child's behaviors.
Adult volunteers report their moods on four scales:
	Tired to rested

	Sluggish to alert

	Irritable to calm

	Tense to relaxed


The first two scales reflect degrees of arousal, while the third and fourth scales reflect degrees of stress.
The researchers measured four different chemicals (cortisol, noradrenaline, adrenaline, and dopamine) that our bodies make naturally. These powerful chemicals affect our brain and how we feel, and they are related to the four scales in different ways.
For example, fatigue produces an increase in adrenaline concentrations. That is, when we are tired, our body chemically responds with a burst of adrenaline to give us more drive or energy. We become more aroused, alert, and excitable. Concentrations of cortisol, a stress-related hormone, also increase with increasing alertness. In children, cortisol concentrations remain high when they do not nap. Perhaps the nap allows the brain to be alert without needing the added boost cortisol would provide. Increasing irritability and tenseness—stress factors—are both associated with increasing concentrations of adrenaline, noradrenaline, and dopamine. Yet the specific chemical patterns or biochemical fingerprints for irritability and tenseness are not the same.
These studies support the notion that when an overtired child appears wired, wild, edgy, excitable, or unable to fall asleep easily or stay asleep, he is this way precisely because of his body's response to being overtired. Think of how you feel when you work hard and lose sleep in order to finish a major project. You are highly motivated and fight the daytime sleepiness. The impairments of performance and discomfort of sleepiness increase. After a while, you feel keyed up. This hyperalert state is a natural, protective, biologically adaptive response that enabled Neanderthal man to fight, flee, or hunt prey even when tired. Thankfully, modern man is able to get out of this state by taking vacations. But have you noticed how, at the start of a vacation, it takes a few days to unwind?
IMPORTANT POINT


Some chronically tired children are always keyed up and never unwind.
It's a vicious circle: sleep begets sleep, but sleeplessness also begets sleeplessness. When babies miss the sleep they need, the fatigue causes a physical or chemical change in their bodies. These chemical changes directly affect their behavior and interfere with maintaining either the quiet alert wakeful state or blissful sleep. The children are fractious because they are overtired.
Other studies also have proven that adults who sleep for only brief durations are more anxious. When we study adults who are irritable, feel tense, are poor sleepers, and have high concentrations of these hormones, we find the old chicken-or-egg dilemma: Which came first?
I think an experience familiar to all of us can help resolve the dilemma. As previously described, if we work hard to get an important job done, we can push our bodies with lots of caffeine-laden coffee and cola and very little sleep. At the end of the project, though, if we suddenly stop and take a vacation, it takes a few days to get rid of our accumulated nervous energy. We really cannot enjoy low-intensity pleasures, like walking barefoot on the grass or playing quietly with children, because we are all keyed up. After a few days, we eventually calm down, unwind, and relax, and then we can enjoy recreational reading and quiet activities. This tells me that our lifestyle and sleep habits can affect our internal chemical machinery, which in turn causes us to feel certain ways. In a study at Dartmouth College, coronary-prone type A students had more night wakings than type B students. A vicious circle could develop whereby the fragmented sleep causes increased arousal, the student feels more energized, and, sensing this greater level of energy, works even harder late into the night to achieve more, but at the same time loses more sleep.
IMPORTANT POINT


Loss of sleep produces central nervous system hyperarousal.
Babies only two or three days old also have elevated cortisol levels during the period of behavioral distress following circumcision. Infants over four months of age as well as older children can push themselves hard fighting sleep in order to enjoy the pleasure of their parents’ company and play. The resulting sleep disturbances might produce fatigue, and the body would naturally respond by turning up production of those chemicals, such as cortisol, responsible for maintaining alertness and arousal. Perhaps researchers may someday find that different patterns of sleep deprivation (total sleep loss, abnormal schedules, nap deprivation, or sleep fragmentation) produce different patterns of chemical imbalances.
Here are some terms used by professionals to describe the behavior of hyperalert, or “wired,” children with disturbed sleep:
	Physiological activation

	Neurological arousal

	Excessive wakefulness

	Emotional reactivity

	Heightened sensitivity


Obviously we all get slightly irritable, short-tempered, and grumpy when we do not get the sleep we need. Jokes and cartoons don't seem very funny when we're tired. But children might be even more sensitive to mild sleep loss, and yet simply appear to be wilder or more unmanageable. Perhaps off-the-wall behavior in children is due to sleep loss that is severe, chronic, and prolonged but not recognized as such by parents.
So often I have heard comments like “She's so tired, she's running around in circles.” This is not a new observation; a classic paper published in 1922 described the “increased reflex-irritability of a sleepy child.” In dramatic contrast, over and over again I have seen well-rested children in my practice who spend enormous amounts of time in a state of quiet alertness. They take in everything with wide-open eyes, never missing a thing. They find simple little toys amusing or curious. They never appear bored, although the toy they pick up is one they have played with many times. Parents of children four to twelve months of age can dramatically change their children's behavior depending on how much sleep they allow their kids to get.
In a study published in 2002 of four-to five-year-olds, author John E. Bates stated, “In clinical treatment of young, oppositional children, we have seen some spectacular improvements in manageability associated with the parents instituting a more adequate schedule of sleep for their children. Our clinical impression in these cases was that the changes were too rapid to be accounted for by other changes, such as parental discipline tactics.”
REMEMBER AGAIN
A sign of sleeping well is a calm and alert state. Upon awakening, well-rested children are in good cheer and are able to play by themselves.
I believe that in infants and young children, a cause-and-effect relationship exists between disturbed sleep and fitful, fussy behaviors. In addition, as described in Chapter 2, the harmful effects of excessive daytime sleepiness do not stay the same, but rather tend to accumulate. This means that there is a progressive worsening in a child's mood and performance even when the amount of lost sleep each day or night is constant. So a baby becomes increasingly crabby even if her nightly sleep is constantly just a little too brief.
PRACTICAL POINT
A constant small deficit in sleep produces a cumulative reduction in daytime alertness.
As the child develops, the relationship between disturbed sleep and problems of mood and performance becomes less clear because of the increasing complexity of psychological and intellectual function. It is even possible that chronically disturbed sleep causes children to grow up experiencing excessive daytime sleepiness, low self-esteem, or mild depression. In one study, about 13 percent of teenagers with disturbed sleep were reported to be like this. They usually took longer than forty-five minutes to fall asleep or woke frequently at night. Some of these teenagers may simply have never learned self-soothing skills to fall asleep easily when they were much younger. As adults, they are described as insomniacs.
One theory of adult insomnia is that it is characterized by an internalization of emotions associated with a heightened or constant state of emotional arousal plus physiological activation, which causes disturbed sleep. But distinct differences exist between adult insomniacs whose insomnia started in childhood and those whose insomnia started in adulthood. The childhood-onset insomniacs took longer to fall asleep and slept less than the adult-onset insomniacs. I think this kind of data tends to support the notion that the failure to establish good sleeping habits in infancy or early childhood may have long-term harmful effects, such as adult insomnia. And among psychologically unhealthy adults, the more severe the sleep difficulty, the more severe the degree of mental illness.
Let's now review some of the most common sleep problems that can disrupt our children's sleep and their solutions.
When you consider solutions for your child's sleep problems, it is important to think of healthy sleep as a collection or group of five related elements, described in Chapter 2, grouped together to form a “package.”
FIVE ELEMENTS OF HEALTHY SLEEP
	Sleep duration: night and day sleep

	Naps

	Sleep consolidation

	Sleep schedule

	Sleep regularity


All five elements must be present to ensure good-quality or healthy sleep. In the following discussions, I might emphasize one part of the “package” as being especially important for solving a problem, but keep in mind that the solution might fail if other elements of healthy sleep are absent. Also, some sleep problems occur at specific ages. Here, I will provide a brief outline of the solution and I will refer you to the chapter appropriate for your child's age for more detailed instructions. It is best to first read here and then read the appropriate chapter for your child based on his age. Reading the preceding and following age-appropriate chapters will also help.
For any particular problem, there may be more than one cause or solution. Your child's age and temperament might influence which solution you will want to try first. Also, not all solutions are practical for all families. So please read the entire section for any particular problem before trying to help your child. Also, because many of these problems are interrelated, it might be worthwhile to browse through this entire chapter; you might discover some additional solutions. One important principle for solving sleep problems is to execute a schedule or behavioral change for several days to determine whether the change helps before making another change in routine. Be patient and keep a sleep log.
Sleep Log
A sleep log is a series of bar graphs showing on each day when your child was awake, asleep, quiet in bed or crib, and crying in bed or crib. On the horizontal axis, show the day of the week and on the vertical axis, the time of day. Each bar represents a twenty-four-hour snapshot of a day and the graphic view of all the bars allows you to see trends in sleeping patterns. A detailed diary makes it hard to see the forest for the trees.
REMEMBER, SLEEP BEGETS SLEEP

The more rested you are, the easier it is to fall asleep and stay asleep. The more tired you are, the harder it is.
Excessive Daytime Sleepiness
Superficially, we tend to think of being either awake or asleep. But just as there are gradations between light sleep and deep sleep, there are gradations of wakefulness. Task performance, attentiveness, vigilance, and mood may be influenced by the degree of daytime wakefulness. When we do not feel very awake during the day, we say that we feel “sleepy.” Excessive daytime sleepiness or impaired daytime alertness is a result of disturbed sleep.
The Stanford Sleepiness Scale is a self-rating instrument developed at Stanford University to describe the different states or levels of daytime sleepiness. Obviously, children who are depressed or irritable due to sleep deprivation will have high numerical ratings.
LEVEL        DESCRIPTION
	Feeling active and vital; alert; wide awake

	Functioning at a high level, but not at peak; still able to concentrate

	Relaxed; awake; not at full alertness; responsive

	A little foggy; not at peak; let down

	Fogginess; beginning to lose interest in remaining awake; slowed down

	Sleepiness; preferring to be lying down; fighting sleep; woozy

	Almost in reverie; sleep onset soon; lost struggle to remain awake


Morning Wake-up Time Is Too Early
Make sure that the bedroom is dark and quiet in the morning. Window-darkening shades and a white noise machine or noise from a humidifier will help reduce the startling effect of street noises. Keep a sleep log to help find the best bedtime.
The most common cause for waking up too early before four months of age is extreme fussiness/colic (see Chapter 4). The most common cause, after four months, is a too-late bedtime.
If you suspect the bedtime is too late, slowly make the bedtime earlier. Try twenty minutes earlier for four nights to see whether your child will fall asleep at the earlier time and sleep in later. Do everything you currently are doing at bedtime but simply start the bedtime ritual at an earlier time. If this seems to help a little, repeat the process with an additional twenty-minute earlier bedtime for four more nights. You can again repeat this process until it is clear that you have reached a too-early bedtime because your child no longer easily and promptly falls asleep. Now you might want to return to the last step and let your child stay up an additional twenty minutes. This gradual shift in bedtime may produce no protest crying.
If you think the bedtime is too late because your child appears tired much earlier, then move the bedtime much earlier right away. The abrupt shift may or may not produce protest crying. For young children, at night, use Ignoring, discussed on page 211; Partial Ignoring, discussed on page 214; or Check and Console, discussed on page 215. For older children, use Sleep Rules, discussed on page 325 and 353, or Silent Return to Sleep, discussed on page 320. Ignoring your child until 6:00 to 7:00 A.M. will probably be needed. For younger children, the option of bringing them to your bed for soothing may produce extra ZZZs in the morning.
Sometimes, after four months, a child is already going to bed very early, around 5:30 or 6:00 P.M. The entire schedule becomes shifted: too early a wake-up time causes too-early or poorly timed naps and a very tired child in the late afternoon who goes to sleep easily very early in the evening. For young children, it should help to simultaneously move their bedtime a little later, maybe twenty to thirty minutes every four nights, and ignoring them until about 6:00 A.M. For older children, use the fifth Sleep Rule, discussed on page 353, with a clock radio to tell them when they can leave their room. If you move the bedtime too late, your child might become so overtired that the wake-up time does not become later, instead he simply wakes up more overtired. However, for some older, persistent children, I have temporarily pushed the bedtime to a very late hour and it caused them to sleep in later. They receive lavish praise and token rewards (such as a small treat, stickers, or stars) for sleeping in later. Then the bedtime is slowly and gradually moved to an earlier time but the later wake-up time is preserved because the child continues to receive the praise and rewards.
Finding the bedtime that is just right for your child might require some back-and-forth adjustments; make one change and then wait four days to see whether it helps. And be patient.
Morning Nap Is Absent, Too Short,
Too Long, or at the Wrong Time
The morning nap develops at three to four months of age in 80 percent of children and a few months later in 20 percent of children who had colic. Correcting a too-early wake-up time or a too-late bedtime might be needed.
Sometimes the morning nap is short because that is all the sleep your child can get at that time—that is, your child is a short napper. About 20 percent of children between about six and twenty-one months always have short naps in the morning and afternoon, no matter what parents do. Between six and nine months of age, they may appear to be too short because the child requires many short naps, or “snaps,” throughout the day and often appears tired. As long as the bedtime is early, by nine or twelve months, most of these children are taking fewer and longer naps and no longer appear tired. I think that most of these short nappers are those who had colic when younger.
The most common cause of an absent or a too-short morning nap is an interval of wakefulness that is too long between the wake-up time and the beginning of the nap. For the child under four months of age, sometimes starting the morning nap after only one hour of wakefulness allows the child to be soothed back to sleep before she becomes overtired. In an older child, starting the nap at the wrong biological time may either shorten the nap or make it less restorative; either too early or too late, it messes up the rest of the day. Use the morning nap rhythm that is well developed, 9:00 to 10:00 A.M., as an aid to help the child sleep. If needed, stretch the interval of wakefulness using 9:00 A.M. as your target time. You might only get to 8:30 or 8:45 A.M. because your child is becoming overtired. It's a balancing act: You want to start the nap when the biological nap time begins, but you also want to avoid the overtired state. You are willing to allow the child to become a little overtired but not become so wigged-out that he has great difficulty falling asleep.
Sometimes an older brother or sister has a scheduled activity that interferes with the morning nap. Some options are to try to get relatives or a neighbor to watch your younger child at home while you drive your older child to the activity, or try to carpool to reduce the number of days per week your younger child misses out on a good morning nap. Often the young child might fall asleep in the car seat during the drive and the parent allows the child to continue to nap in the car seat, either in the car or when the car seat is placed in the crib. It looks awkward to us, but many young children appear to sleep well in the cozy car seat.
Sometimes the wake-up time is too late because the bedtime is too late and the child cannot fall asleep at 9:00 or 10:00 A.M.
“Control the Wake-up Time” simply means waking your child around 7:00 A.M. in order to get a good-quality nap to begin around 9:00 A.M. TO avoid an overtired child, the bedtime will have to be moved earlier. Parents or a parent may not like this solution because they like to play with their child late at night and/or they like to sleep in later in the morning.
If the morning nap is too long or too late in the morning, it may interfere with your child's ability to fall asleep easily around 12:00 to 2:00 P.M. for the second nap, and the result is an overtired child by late afternoon. The reason the morning nap is too long or too late is usually because the bedtime is too late. Limiting the morning nap to one to two hours by waking your child is necessary because it is important to protect the second nap. At the same time, moving the bedtime earlier will cause your child to awaken in the morning better rested, and this will then automatically shorten the morning nap.
NAP HINTS
Before the morning or afternoon nap, go outside to, briefly but intensely, stimulate your child with physical activity at the park or in the sandbox; expose your child to light, wind, clouds, voices, music, traffic sounds; go for rides in the jogger or stroller. Then tone it down as you get near nap time. Now spend an extra long time soothing; include a bath if it is soothing in the nap time routine. Make the room dark and quiet.
Afternoon Nap Is Absent, Too Short, Too Long, or at the Wrong Time
The afternoon nap usually lasts until about three years of age and gradually disappears after the third birthday. If the afternoon nap disappears too soon, your child may become overtired in the late afternoon and have difficulty falling asleep at night. Either reestablishing the afternoon nap (if your child is substantially under age three) or moving the bedtime earlier (if your child is substantially over age three) should help. If the afternoon nap persists in much older children the bedtime might progressively get later and later, causing bedtime battles to develop. Eliminating the afternoon nap will permit an earlier bedtime and help erase bedtime battles.
Bad timing is a common cause of problems associated with the afternoon nap. If the afternoon nap is too early, way before noon, because of a too-short morning nap, it will not be as restorative and your child might be way overtired by late afternoon. One mother said her son was a “French fry” by the end of the day because he was crispy. Under nine months of age, this might lead to a late or long third nap that causes the bedtime to become too late. If the afternoon nap is too late, way after 2:00 P.M., it may interfere with an early bedtime.
Sometimes the afternoon nap conflicts with scheduled activities, such as preschool for the child or scheduled activities for the older brothers and sisters. Try to minimize these conflicts regarding the older children by using baby-sitters, car pools, or skipping some, but not all, of the classes for your infant. An earlier bedtime might be essential when the afternoon nap is shortened or skipped.
Day care may be associated with poor-quality naps because there is bad timing, too much noise, not enough help for long soothing, or crying from other children. The morning nap usually goes easier in day care because the child is already better rested in the morning from the previous night's sleep. Sometimes there are no alternatives available to the family in their choice of day care, and although it is especially hard on these families, an earlier bedtime will help these children.
IMPORTANT POINT
If the morning or afternoon nap is sometimes way too short or skipped, try to keep the child up and go to the next scheduled sleep time, but move it a little earlier. Protect the sleep schedule.
Third Nap Is Absent, Too Short,
Too Long, or at the Wrong Time
The third nap, around 3:00 to 5:00 P.M., is variable: It may be short, long, or absent. It usually disappears by nine months of age. If it is a long nap, your child might be able to go to bed later at night. But if it is too long, the very late bedtime might become associated with bedtime battles because your child is way past his biological time for evening sleep. So either shorten (if your child is way under nine months) or eliminate (if your child is nine months or older) the third nap. Even a brief, baby power nap lasting twenty to forty minutes late in the afternoon or early in the evening might interfere with an early bedtime. So if you are struggling with bedtimes, consider eliminating this third mininap and try for an earlier bedtime.
Sometimes, around nine to twelve months of age, a child falls asleep around 5:30 P.M. and is up around 7:30 or 8:00 P.M., then is up playing with parents for a few hours until 10:00 P.M., and finally goes back to sleep but does not sleep well at night. The parents think the child is taking a third nap at 5:30 P.M. But in reality the child needs a very early bedtime, maybe around 6:00 P.M., and no playing between 7:30 and 10:00 P.M.
REAL LIFE
Special events often result in skipped or shortened naps for children. Do not become a slave to your child's nap schedule. The more you protect the sleep routine for regular days, the less disruptive those special days will be.
Needs Two but Can Get Only One
The bedtime might be too late and/or the wake-up time too early, causing your child to be very tired in the morning. This morning fatigue causes him to take a meganap in the morning that interferes with his ability to take an afternoon nap. As a result, he is not well rested in the late afternoon or early evening. Or, scheduled morning activities might conflict with a nap around 9:00 to 10:00 A.M., resulting in a very late morning nap around 10:30 or 11:00 A.M. Even if this is a brief nap, it may recharge your child's battery and interfere with a long afternoon nap. During the transition between two naps and one nap, roughly twelve to twenty-one months, there may be some days when one nap works well and other days when your child takes two naps. This transition time, however, might be associated with an inability to get in two naps when he clearly needs them. The solution here is a twenty-or thirty-minute earlier bedtime.
Needs a Nap but Refuses to Nap
Holidays, trips, illnesses, or other changes in routine might cause your two-to three-year-old child to give up napping and be very tired during the day. Another common cause of no napping occurs when the child drops the morning nap but the parents do not make the bedtime a little earlier. Over many weeks or months, your child develops “cumulative sleepiness” until he hits a wall and becomes way overtired. In this state, it is difficult for him to nap because his body is geared up to fight the fatigue. When you try to reestablish the nap, he either just plays in his crib, or cries, or a combination of both.
If your child is substantially under three years old, try a temporarily super-early bedtime to help him wake up better rested. In other words, for four or five nights, put him to sleep when he is drowsy at 5:00 or 5:30 P.M. This might backfire and cause him to wake up too early. If this happens, for those four or five mornings, ignore him until 6:00 A.M. Often, the early bedtime will help erase his sleep debt so he is more able to relax and take a nap. To help reestablish the nap habit, you might want to have intense morning stimulation and an extra long and soothing nap time ritual. Leaving him alone in his crib for no more than one hour, even if he cries, often will allow the nap to occur because he is tired and not receiving any stimulation from his parents. Or, you might have to lie down with him in your bed to help induce sleep. If successful, then you would very slowly and gradually transition him back to his crib. (See page 177 for transitioning children from parent's bed to child's crib.) Once the nap has been reestablished, the bedtime can be made a little later. Children who slip in and out of good sleeping patterns are usually the ones who are always going to bed slightly too late. They don't usually have major problems, but they are always on the edge of becoming overtired and they easily and quickly become overtired whenever there is a disruption of sleep routines.
If your child is substantially past his third birthday, trying to reestablish the nap may not make sense, and trying to establish an earlier bedtime will help your child sleep better. Here is a report of how a temporarily super-early bedtime and the use of the “nap hints” on page 123 helped create long and regular naps.
A 5:30 P.M. BEDTIME UNTIL HENRIK'S NAPPING GOT BETTER
When our pastor asked us if our eight-month-old son, Henrik, was a “serious, sullen” boy, I knew we had a problem. Just one month before, my friend had sent us a note saying how Henrik was the happiest baby she'd ever seen. She could elicit a belly laugh from him with just a sideways glance. Now, our pastor, an experienced grandfather, was pulling out all the stops—goofy faces and exaggerated sneezing—and Henrik wouldn't crack a smile. But it wasn't because he was suddenly sullen or serious; he was exhausted.
What I had hoped was just a napless phase that he'd outgrow was catching up to him and choking his vibrant personality. We needed help.
I called our pediatrician's office and explained our predicament: While Henrik was sleeping better at night, his daytime naps were becoming history. Over the past two months, his decent, if erratic, nap schedule had faded into two brief naps and then disappeared altogether.
Getting my son to fall asleep was never a problem; nursing or rocking soothed him easily. It was getting him to stay asleep once I set him down where the trouble began. As soon as I'd set him in his crib, his back would arch and he'd be choked up before he touched the mattress. “Nap time” had come to mean Henrik crying in his crib until my nerves couldn't take it anymore, or him sleeping soundly on me.
I knew he needed to learn to soothe himself to sleep, but crying it out just didn't seem to work. The longer I'd let him cry, the more he would work himself up. I knew sleeping on me wasn't a good solution, but when I'd see the dark circles under his eyes and hear his voice husky from crying—and especially when he got his first cold—I just couldn't let him cry anymore. He needed sleep. So I'd get comfortable with him on the sofa and hope a good movie was on cable.
When the nurse at our pediatrician's office suggested Dr. Weissbluth's Healthy Sleep Habits, Happy Child (a book I had already devoured and loved), I decided to take it a step further and make an appointment to see Dr. Weissbluth himself, since his office was near our home.
Eight days later, with a copy of his book and a sleep journal in tow, we set off for our consultation with Dr. Weissbluth. As soon as he walked into the room, I knew we'd find help. Dr. Weissbluth listened to, empathized with, instructed, and encouraged us in a manner that assured us we would get back on track.
After studying our son's erratic sleep patterns, he recommended an earlier bedtime and regular wake-up times for my son. Dr. Weissbluth explained that Henrik was going to bed too late and wasn't getting enough sleep at night. (Henrik usually fell asleep between 8:00 and 9:00 P.M. and woke up around 7:00 A.M.) This lack of sleep and a consistent schedule—as odd as it may seem—is what was keeping him from being able to cry himself to sleep during the day. He was too overtired to sleep! Dr. Weissbluth suggested a 7:00 P.M. bedtime and a 7:00 A.M. wake-up for the long-term goal, but said that we'd probably be looking at a 5:30 P.M. bedtime until Henrik's napping got better.
Once Henrik was up in the morning, we were to stimulate him through walks, outings, and vigorous play. After that, a soothing period would precede his attempt at a 9:00 A.M. nap. I was to continue putting Henrik to sleep in my normal way (nursing and rocking) and then set him down in his crib. I was then to leave him alone for one hour either to sleep, cry, or a combination of the two.
Then, after his morning nap, we were to repeat the process for his attempt at a 1:00 P.M. nap (or earlier if no morning nap was taken). And then we'd go about our afternoon until it was time for the evening soothe. He asked us to chart our sleep data so we could clearly see Henrik's progress.
After a round of handshakes and encouraging words, we left the office equipped to help our son become the sleeper he needed to—and could—become. We were to report back to Dr. Weissbluth in a week. His confidence that we'd see improvement by then rubbed off on us. We couldn't wait to get going.
When we got home, we played and played, and then I soothed Henrik to sleep. When I set him down for his afternoon nap, he cried. I said a quick prayer, told him I loved him, walked out, and closed the door on my wailing son.
As I walked down the stairs, I breathed in slowly, reminded myself that I was doing this for my son's well-being, and hit the pause button on my emotions. I spent fifty-nine minutes e-mailing friends with one ear to the monitor to see if and when he'd stop crying. “Didn't work today,” I was telling myself on the way back up the stairs. But by the time I got to his door I realized he was quiet. He fell asleep after fifty-nine and a half minutes of crying. If I had gone up one minute sooner, I would've cheated him out of this accomplishment. We were on our way.
The afternoon nap was the first to get back on track. It took about a week for him to be able to go down at all without crying, and he was still only sleeping for a half hour at a time. But he was sleeping—and on a schedule! I used to think that because Henrik was an erratic sleeper, a sleep schedule wouldn't work for him. Now I know that Henrik was an erratic sleeper because he lacked that schedule. (While the idea of a schedule sounds limiting, establishing a schedule was the most freeing thing for our family. We are now able to make accurate plans instead of having to wait around and guess when our son would be ready to go.)
The morning nap was more of a challenge. For two weeks he cried through his entire morning nap. It was difficult to put him down each day knowing he would cry, but his success in the afternoons, along with the giant hug I'd receive when I came to get my teary son, gave me the strength to keep going. Then one day he cried himself to sleep after twenty minutes, and from then on he would stay sleeping after we put him down. It took two weeks for Henrik to get back to two naps a day, but he did it.
Despite sleeping for only thirty to forty-five minutes at a time, Dr. Weissbluth told us we should get him as soon as he woke up. He suggested we keep the 5:30 bedtime, which would naturally help lengthen his naps. Our days are now virtually tear-free.
My son is thriving on his new schedule. He's back to his giggly, healthy, and well-rested self. Instead of being the sullen boy in church, he's now the chipper angel who sings out loud with joy—with or without the rest of the congregation.
Bedtime Is Too Late:
Sometimes or Always a Battle
Past six weeks of age, biologically driven bedtimes tend to become earlier. If you are unable or unwilling to allow these early bedtimes, your child will become overtired. Common problems occur (1) in the postcolic child who is dependent on the family bed and breast-feeding to sleep but now wants to sleep much earlier than the parents do, (2) parents who have to use day care so extra time at night is required to bring the child home, or (3) dual-career families with long commute times from work. Solutions involve using others to help prepare the baby or child for bed (bathing, dressing for sleep, and feeding) and, as early as possible, the parents begin a brief bedtime routine. Although you will see your child less at night, you will have lovely morning time. To really enjoy the mornings, some parents will have to go to sleep earlier themselves! Other parents may be able to alter their work schedule to come home early on some days or do some of their work at home in the evenings after their child has gone to sleep. Obviously, not all parents can come up with a solution. Review the list of resources for soothing on page 74.
If circumstances cause your baby to go to bed too late, do the best you can but try for the earliest bedtime possible.
Night Waking, Difficulty Staying Asleep
Night waking occurs normally in all children, and the real problem is not developing the ability to return to sleep unassisted after the awakening. Night waking is the most common postcolic sleeping problem and is discussed in Chapter 4. All sleep problems eventually lead to night waking. The specific treatments depend on the child's age and are discussed in the appropriate chapter.
More Than One Child
Creates Bedtime Problems
An older child, about age three years, might not nap and need to go to sleep around 6:00 or 6:30 P.M., especially if he has a very active day. His younger sister, about age six months, might be taking three naps and be able to stay up later. A parent cannot ignore the baby and attend to the three-year-old's bedtime routine. A solution is to eliminate the third nap for the baby so she goes down earlier, around 6:00 or 6:15 P.M., while the three-year-old is playing by himself. Twins who have different sleeping schedules, causing different bedtimes, are challenging to parents and sometimes there is no solution except putting them down at about the same time and if there is any crying associated with falling asleep, then temporarily separate them.
Unable to Fall Asleep
Young babies or children may have difficulty falling asleep except when they are in bed with their parents or in their arms. Most of these are children who had colic (see Chapter 4) or whose parents had used the family bed from the beginning. Read the sections on the Family Bed in Chapter 6, and “Transition from Family Bed to Crib” on page 177. Older children and adolescents may have difficulty falling asleep and these are discussed in Chapter 9.
Afraid of the Dark or Being Alone
Fears are very common between the ages of two and four years. Thunder, lightning, barking dogs, shadows, and many other scary items over which we have no control can frighten children. A light on in the closet or even a conventional seven-watt night-light might keep a sensitive baby from sleeping well. A quarter-watt guide light that produces a faint yellow glow will usually be sufficient illumination. Extra long and soothing bedtimes will help. A new protecting teddy bear might help fight off fears and protect your child. A father might walk around the room and capture the “monsters” and put them into a bag or box to remove them from the room. Guardian angels, charms, or dream catchers may help make your child feel more secure. An older child might be given a bell to summon his mother or father with the understanding that he can use it only once. The parent will then come to soothe him, once, for a predetermined period of time, using a kitchen timer placed under a pillow or cushion to control the duration of the soothing time. Knowing that he can have some attention at night gives the child confidence and he will sleep better. The goal is to provide extra attention at night without it becoming open-ended and a ploy to fight sleep.
Will Not Stay in His Crib or Bed
One-or two-year-olds who climb out of their bed may receive too much social interaction from parents and therefore may continue the behavior because they are curious and social. To protect their sleep and prevent the development of sleep problems, buy a crib tent. You may have to use duct tape to keep the child from getting to the zipper. Parents are often reluctant to use a crib tent because they imagine their child will feel like a caged zoo animal, restricted, or abandoned. Of course, there might be some protest crying for a few days. However, many children quickly seem to enjoy the comfort zone like a teepee or fort; they do not appear sad or angry. Some parents do not want to use a crib tent but feel more comfortable putting a latch lock on the door. If you stand at the door preventing your child from leaving the room, your child will fight sleep all the more because he is getting attention from you.
“Sleep Rules” (page 325) and “silent return to sleep” (page 320) are used for the older child who will not stay in bed. Here, too, some parents know that they cannot be consistent at night, so they want to put a latch lock on the door. Whenever parents want to put a lock on the door, I ask that they have the child watch them put the lock on. One parent felt that the additional step of bringing her three-year-old child to the store where she purchased the lock for the door helped convince him that she was serious. The child is told that if he leaves the room, he will be put back in and the door will be locked. Almost all the time, the child picks up on her parents’ serious demeanor and does not even attempt to leave the room in the first place. If, however, the child tests the rules and leaves the room, and the parents place her back into the room and lock the door, although there may be loud and long protest crying, it is usually only for one night, because the child is now highly motivated to prevent the door being locked.
Will Not Sleep Anywhere Else
Maybe your baby sleeps well in your home but does not sleep well at grandma's. Try to play the same music only at sleep times at both homes. Buy something soft and safe for your baby to feel or clutch and use it only at sleep times at both homes. Spray some fragrance or perfume around the crib or bed only at sleep times at both homes. Use the same sleep schedules and nap time and bedtime routines at both homes.
Only One Bedroom
When your baby becomes more curious and aware of the sounds and movements of people around him and you are using a crib, it might be time to move your baby to his own room. What do you do if you do not have an additional bedroom? Some families have their baby sleep at night in their bedroom and they use a sofa bed and convert their living room into their bedroom at night. In this way, the baby can go to bed early in a dark and quiet room and the parents know that their nighttime sounds will not wake awaken him.
Transition from Family Bed to Crib
Moving your baby from a family bed to a crib will be easy or difficult depending on whether the family bed was unwanted but occurred in reaction to extreme fussiness/colic or was wanted from the beginning. This will be discussed in detail on page 177.
Action Plan for Exhausted Parents
Young children and infants cannot tell us how they feel, so parents need to watch their behaviors. Does your child behave as though he were active, alert, vital, and wide awake, or is he fighting sleep, woozy?
MAJOR POINT


Junk food is bad for the body. Junk sleep is bad for the brain.
This chapter and the two previous chapters describe the terms healthy sleep and disturbed sleep. Obviously, sleeping is not an automatically regulated process such as the control of body temperature. Sleeping is more like feeding. We do not expect children to grow well if all they eat is junk food. Children need a well-balanced diet in order to grow. If the food that is provided is insufficient or unbalanced, this unhealthy diet will interfere with the child's growth and development. The same is true for unhealthy sleep patterns.
REAL LIFE
If your child has a sleep problem that requires multiple changes but you are only able to make some of the changes, go ahead and do the best you can.
Be consistent. Anytime you make a change, allow at least four to five days before making another change to see whether you have helped your child. Be patient.
	Keep a sleep log as described on page 118

	Identify the main sleep problem as described in this chapter

	Read the brief solution outline and the age-appropriate section in later chapters or the action plan for that chapter

	Identify the elements of sleep that need improvement or correction for your child's sleep problem
Sleep duration: night and day sleep
Naps
There are good naps and bad naps. Occasional nap strikes may not be harmful, but nap-stubborn kids are usually overtired.
Sleep consolidation
Sleep schedule
Sleep regularity

	Determine what you can and cannot do
    Ignore morning crying that is too early versus bringing your baby to your bed 
    Control the wake-up time 
    Change the schedule for nap times
    Eliminate the third nap
    Change the schedule for bedtimes
    Change the nap time or bedtime routine
    Provide more soothing at sleep times
    Give less attention at night when your child is not hungry
    Use a crib tent or lock the door


IMPORTANT POINTS
Sleeping well is a 24/7 process. It's not just about how we get them to go to bed at night without crying.
Solving sleep problems may be a very tough prescription and demands a consistent approach.
There may be increased crying in the beginning, but the upside is that crying around sleep should be eliminated altogether.








Sleep,
Extreme Fussiness/Colic,
and Temperament
How to Use This Chapter
I believe about 5 to 10 percent of babies are at risk for developing 90 to 95 percent of the severe sleeping problems that drive parents crazy. If your baby already has sleeping problems and you think you may have come down this path, this chapter will tell you the necessary corrections you need to make to solve the sleeping problem. However, you may be too exhausted to make it through the whole chapter, so you might benefit more by reading the summary and action plan at the end of the chapter. If you have not yet had your child, this chapter will help you later identify whether your baby is just starting on this path. Reading the entire chapter will enable you to prevent future sleeping problems.
This chapter is divided into four main sections. First, a detailed description of what is known about extreme fussiness/ colic and its relation to difficulties in sleeping during the first three to four months; second, what is temperament; third, how the fussiness/crying during months three to four is connected to temperament at four months of age; and fourth, postcolic. I also present data that connects these two ages and tells you how likely it is that your baby will develop on one path or another. You can skip the data if your child already has or had colic and go directly to the management sections or the summary and action plan if you just want to figure out what to do.
The section on postcolic is crucial to help prevent or solve any sleep problems in 20 percent of children.
Introduction
If your child suffered from colic during infancy—and 20 percent of all babies suffer from this mysterious condition—then you'll be most interested in learning how your child's colicky first months could have set the stage for unhealthy sleep habits and turned him into a “crybaby.” This chapter will be of interest to you even if your baby never had colic, though, because all babies experience unexplained fussiness and crying in their first weeks of life, no matter what your ethnic group, no matter what birthing method brought your child into the world, no matter if your lifestyle is that of jet-setter or stay-at-home.
All parents, too, tend to use the same techniques and strategies to successfully weather those first few months of life with baby, whether it's fair sailing for the most part or they feel storm-tossed by colicky waves of crying. Sleep problems arise when some parents don't change their techniques for coping with crying and fussiness at bedtimes and nap times after about three to four months of age, after their babies have become more settled. That's when unhealthy sleep habits and their resulting problems begin.
Sleep and Extreme Fussiness/Colic
For 20 percent of babies, I actually prefer the term “extreme fussiness/colic” instead of colic because fussiness is a bigger problem than crying. All babies have some fussing and crying, and for 80 percent of babies, I call this behavior common fussiness/crying. My idea is that extreme fussiness/colic is a sleep disorder. I also suggest that postcolic sleep problems occur after three to four months of age because some parents experience difficulty in establishing age-appropriate sleep routines. Let us look at the facts.
What Is Extreme Fussiness/Colic?
Dr. Wessel defined a colicky infant as “one who, otherwise healthy and well fed, had paroxysms of irritability, fussing or crying lasting for a total of more than three hours a day and occurring on more than three days in any one week … and that the paroxysms continued to recur for more than three weeks.” He added the criterion “more than three weeks” because nannies left families after about three weeks of crying. He thought nannies knew that if babies cried for more than three weeks, then the crying would continue. Because the mothers were now alone at night caring for their babies, they came to his office after three weeks complaining that their children were always crying. About 26 percent of infants in his study had colic. Dr. Illingworth defined colic as “violent rhythmical, screaming attacks which did not stop when the infants were picked up, and for which no cause, such as underfeeding, could be found.” Together, they studied about 150 infants.
The age of onset of these behaviors is characteristic. Both Dr. Wessel and Dr. Illingworth found that the attacks were absent during the first few days but were present in 80 percent of affected infants by two weeks and in about 100 percent by three weeks. Premature babies also start their attacks shortly after the expected due date, independent of their gestational age at birth. The time of day when these behaviors occur is another characteristic. During the first month, crying appears at any time of the day or night, but later it occurs predominantly in the evening hours. In 80 percent of infants, the attacks start between 5:00 and 8:00 P.M. and end by midnight. For 12 percent of infants, the attacks start between 7:00 and 10:00 P.M. and end by 2:00 A.M. In only 8 percent, the attacks are distributed anytime throughout the day and night. The age of termination of these spells is also characteristic. The attacks disappear by two months of age in 50 percent of infants, by three months of age in 30 percent, and four months of age in 10 percent of infants. The infant's behavioral state is associated with colicky behavior. Among 84 percent of colicky infants, the crying spells begin when they are awake, 8 percent have spells start when asleep, and 8 percent under variable conditions. For 83 percent of infants, when the crying spells end, they fall asleep. It is now known that fussing as opposed to crying is the major feature of colicky behavior, and parental distress over colic may be the major factor in producing postcolic sleep problems.
What Causes Extreme Fussiness/Colic?
A recent study showed that colicky infants had higher levels of serotonin, a chemical found in the brain and in the gut. This supported Linda Weissbluth's theory that some features of colic might be caused by an imbalance between serotonin and melatonin, another chemical found in the brain and in the gut. Concentrations of serotonin are high and present in infants during the first month of life and decline after three months. Immediately after delivery, concentrations of serotonin are higher at night and lower during the day. Melatonin, flowing across the placenta from the mother, causes high concentrations immediately after birth, but they rapidly fall to extremely low levels within several days. Melatonin increases slightly between one and three months, and only after three months is there an abrupt increase in melatonin levels with higher levels at night and lower levels during the day.
Serotonin and melatonin have opposite effects on the muscle around the gut—serotonin causes contraction, melatonin causes relaxation. Linda Weissbluth's theory is that in some infants, high serotonin levels cause painful gastrointestinal cramps in the evening when serotonin concentrations are at the highest. The high nighttime melatonin levels opposes the intestinal smooth muscle contraction caused by serotonin. On the other hand, melatonin and serotonin might be directly affecting the developing brain. For example, high levels of melatonin at night might cause night sleep to become longer.
Other hormones might be involved. In one study, extremely fussy/colicky infants had a blunted rhythm in cortisol production while the control infants exhibited a clear and marked daily rhythm in cortisol that was not observed in the colicky infants. In addition, researchers in this study coded behavioral measures from videotapes and arrived at the same conclusion as have many other studies: The crying of these infants was not due to differences in handling by the mother; the colic was not simply a maternal perception.
Other studies have clearly shown that food hypersensitivity, gastroesophageal reflux, maternal anxiety, and so forth are not linked to infantile colic.
Crying
Some degree of irritability, fussing, or crying is universal—that is, crying for “unknown reasons” occurs in all babies. Dr. Brazelton reported that half of all babies cry for one and three quarter hours during the second week with a gradual increase to two and three quarter hours at six weeks, followed by a decrease in crying thereafter to one hour or less by twelve weeks of age. He called the fussiest infants “colicky.” They cried two to four hours per day every day, and their crying also increased between six and eight weeks of age.
The distress caused to parents because of their inability to deal with this crying cannot be overstated. Recent government data has shown infant homicides to increase after the second week and peak at the eighth week, and the researchers concluded that the “peak in risk in week eight might reflect the peak in the daily duration of crying among normal infants between weeks six and eight.”
There are no clear cut-off points in measurements of irritability, fussing, or crying, whether by direct observation in hospital nurseries, voice-activated tape recordings in homes, or parent diaries. Thus, extreme fussiness/colic appears to represent an extreme amount of normally occurring, unexplained fussing or crying that is present in all healthy babies.
Because the spells of irritability, fussing, or crying are universal, differing only in degree among infants; because the occurrence of spells peaks at forty-six weeks after conception and independent of parenting practices; and because the behaviors exhibit behavioral state specificity and a day-night rhythm, it is reasonable to believe that these behaviors reflect normal biological processes. One example is the normal biological process involving the development of wake/sleep control mechanisms. In all babies, the consolidation of night sleep develops during the second month (after the peak of crying occurs) and that periodic alternation of wake and sleep states is well developed by three to four months of age (when colic ends).
Fussing
Persistent low-intensity fussing, rather than intense crying, characterizes infants diagnosed as having colic. In fact, to emphasize fussiness instead of crying, the title of Dr. Wessel's paper was “Paroxysmal fussing in infants sometimes called ‘colic’” Fussing is not a well-defined behavior, and although not defined in Wessel's paper, it is usually described as an unsettled, agitated, wakeful state that would lead to crying if ignored by parents. Because sucking is soothing to infants, some parents misattribute the “fussing” state to hunger and vigorously attempt to feed their baby. These parents may misinterpret their infants as having a “growth spurt” at six weeks because they were “hungry” all the time, especially in the evening. They view their child as hungry, not fussy. Even if they spend more than three additional hours a day, more than three days a week, for more than three weeks “feeding” them at night to prevent crying, these parents do not think their baby is colicky because there is so little crying. Over a thirty-four-month period, at newborn visits, I routinely questioned every new parent who joins my general pediatric practice whether their child fulfilled Dr. Wessel's exact diagnostic criteria for colic. All families had been followed since the child's birth and received counseling regarding the normal development of crying or fussing. There were 118 extremely fussy/colicky infants out of 747 (16 percent). However, the vast majority of infants had little or no crying. Instead, they fulfilled Dr. Wessel's criteria because they had long and frequent bouts of fussing, which did not lead to crying because of‘intensive parental intervention.
Studies show that, between two to six weeks, there is an increase predominately in fussing, not crying. Furthermore, fussing and sleeping, but notably not crying, were found to be stable individual characteristics from six weeks to nine months of age. The amount of crying during the first three months did not predict crying behavior at nine months. Crying alone is not a prediction of sleep problems. Two separate and well-designed studies agree with Dr. St. James-Roberts that “high amounts of early crying do not make it highly probable that an infant will… have sleeping problems at nine months of age.”
Colic-Sleep
Dr. Kirjavainen asked parents to keep a daily diary and performed sleep recordings in the lab at night between 9:00 P.M. and 7:00 A.M. At about four and a half weeks, the total sleep time from the diary was significantly shorter in the colic group (12.7 versus 14.5 hours per day). The most dramatic decrease in sleep in the colicky babies occurred at night between 6:00 P.M. and 6:00 A.M. The diary data showed that by six months of age the extremely fussy/colicky infants slept slightly less than the noncolicky infants, but the group differences were small. The first sleep lab recording was performed when the infants were about nine weeks old. There were no differences in sleep characteristics between the groups in the night recordings. The second sleep lab recording was performed at about thirty weeks of age, and again, there were no differences in sleep characteristics between the infants formerly with and without extreme fussiness/colic.
Therefore, among infants with extreme fussiness/colic, parent diary data showed shorter total sleep times compared with the age-matched control group at four and a half weeks, but that by nine weeks there were no group differences in sleep lab data obtained during the night. Also, this report suggests that over time, between ages five and nine weeks, the sleep duration increased among extremely fussy/colicky infants. Based only on the sleep lab data, the authors concluded that infantile colic was not associated with a sleep disorder. However, Dr. Kirjavainen told me that the lab data was questionable because all children slept poorly in the lab setting.
Dr. St. James-Roberts used the term “persistent criers” to describe extremely fussy/colicky infants. At six weeks of age, the extremely fussy/colicky infants slept significantly less than non-colicky infants (12.5 versus 13.8 hours per day). There were no group differences regarding time spent awake or time spent feeding. Extremely fussy/colicky infants slept less throughout the twenty-four-hour diary record. The clearest group differences for sleep were during the day. In fact, there were no group differences regarding sleep at night. In addition, at night, there were no group differences for cry/fuss behavior. The clearest group differences for cry/fuss behavior were in the daytime. The groups were similar in the timing and duration of the infant's longest sleep period. This analysis of sleep cycle maturation led to the conclusion that the “chief difference between them lies in amounts of daytime fuss/crying and sleeping, rather than in the diurnal organization of sleep and waking behavior.” In addition, at six weeks of age, the less a baby slept, the more amounts of fuss/crying were observed. Because the authors observed no deficit in calm wakefulness, only sleeping, they felt that there was a specific trade-off between fuss/crying and sleep. In other words, more fuss/crying behavior reduced sleep time only, not calm wakeful time. The researchers concluded that persistent crying is associated with a sleeping deficit.
Another study of extremely fussy/colicky infants using sensors embedded within a mattress to continuously monitor body movements and respiratory patterns showed that at seven and thirteen weeks of age, they slept less than common fussy infants. The extremely fussy/colicky infants had more difficulty falling asleep, were more easily disturbed, and had less quiet, deep sleep.
At about eight weeks of age, it was noted that colicky infants slept significantly less (11.8 versus 14.0 hours per day). The colicky infants slept less during the day, evening, and night; however, the big difference in sleeping was during the nighttime. Again, crying more was associated with sleeping less. The authors concluded that extreme fussiness/colic might be associated with a disruption or delay in the establishment of the circadian rhythm of sleep/wake activity. At four months of age, my study showed that the average total sleep duration based on parental reports of forty-eight infants who had had extreme fussiness/colic, based on Dr. Wessel's exact definition, was 13.9 plus or minus 2.2 hours, much less than those with common fussiness/crying.
In my general pediatric practice, where all parents receive anticipatory advice regarding sleep hygiene at every visit, parents of extremely fussy/colicky infants describe a late development of early bedtimes, self-soothing to fall asleep at night, longer night sleep periods, fewer night wakings, and regular, longer naps compared to common fussy/crying infants. This suggests that while extreme fussiness/colic may be associated with a delay in maturation of sleep/wake control mechanisms, the data shows that by six, eight, and twelve months there are no differences in duration of night sleep between extreme fussiness/colic and common fussy/crying groups.
However, night waking has been reported to be more common following extreme fussiness/colic at four, eight, and twelve months. This might be interpreted as a persistent impairment of the learned ability to return to sleep unassisted during a naturally occurring nighttime arousal from sleep.
Colic-Wakefulness
Parents of extremely fussy/colicky infants often report that daytime sleep periods are extremely irregular and brief. Also, some parents of extremely fussy/colicky infants describe a dramatic increase in daytime wakefulness and sometimes a temporary but complete cessation of napping when their infants approach their peak fussiness at age six weeks. It has been suggested that, before three to four months of age, the period of inconsolability in the evening hours, when the infant cannot sleep and cries, may reflect periods of high arousal similar to the circadian “forbidden zone.” In adults, the forbidden zone is a time period during which sleep onset and prolonged, consolidated, and restorative sleep states do not easily occur. In this context, it might be more appropriate to describe colic not as a disorder of impaired sleep but as a disorder of excessive wakefulness in the evening. This view is supported by recent sleep lab investigations showing that, in infants, a circadian forbidden zone does exist between 5:00 and 8:00 P.M.
Extreme Fussiness/Colic-Temperament
Temperament characteristics of mood, intensity, adaptability, and approach/withdrawal are related to one another, and infants who were described as negative in mood, intense, slowly adaptable, and withdrawing were diagnosed as having difficult temperaments because they were difficult for parents to manage. These infants were also observed to be irregular in all bodily functions. When parents performed a temperament assessment at two weeks of age and a twenty-four-hour behavior diary at six weeks of age, it was observed that more difficult temperaments at two weeks predicted more crying and fussing at six weeks. At four weeks of age, infants who were more difficult in general, more intense and less distractible (less consolable) in particular, cried more during their second month of life than other infants.
Another prospective study performed temperament assessments at the ages of three and twelve months. At three months, the extremely fussy/colicky infants were more intense, more persistent, less distractible, and more negative in their mood. However, at twelve months, ratings on the temperament questionnaire showed no group differences between the extremely fussy/colicky infants and the control group, but the general impression of the mothers of the colicky group was that they were more difficult.
Infants who had extreme fussiness/colic, using Dr. Wessel's criteria, are more likely to have a difficult temperament than noncolicky babies when the temperament assessment is performed at four months of age. Furthermore, this progression occurs even when extreme fussiness/colic is successfully treated with the drug dicyclomine hydrochloride. This drug may act centrally in the nervous system or relieve smooth muscle spasms of the gastrointestinal tract. Similar results were observed in another study: While behavioral management significantly reduced evening fussing and crying, there were no effects of successful treatment on later temperament ratings; the infants were still described as difficult. These results originally suggested to me that biological factors cause increased cry/fuss behavior during the first three to four months of age and subsequently lead to difficult temperament assessments. I then thought that colic-induced parental distress or fatigue was a much less important factor. Now I have a slightly different view that I will share later.
Extreme fussiness/colic does not appear to be an expression of a permanently difficult temperament. In one study of extremely fussy/colicky infants, subsequent measurements of temperament at five and ten months did not show group differences between formerly extremely fussy/colicky and common fussy/ crying infants.
Sleep Temperament
Continuous recordings of sleep patterns during the second day of life were linked with temperament assessments at eight months. It was observed that infants with the most extreme values on all sleep variables were more likely to have difficult temperaments.
Temperament assessments performed at a mean age of 3.6 months showed an association between problems of sleep/ wake organization, difficult temperament, and extreme crying. Mothers of crying infants scored high on depression, anxiety, exhaustion, anger, adverse childhood memories, and marital distress. The authors concluded that factors related to parental care, while not causing persistent crying, did function to maintain or worsen the behavior. The persistence of parental factors may explain why at one year there is reported to be more difficulty in communication, more unresolved conflicts, more dissatisfaction, and greater lack of empathy in families with an extremely fussy/colicky infant, and after four years, formerly extremely fussy/colicky children have been reported to be more negative in mood on temperament assessments.
In my study of sixty five-month-old infants, the infants rated as difficult had average sleep times substantially less when compared to the infants rated as easy (12.3 versus 15.6 hours). Although nine infant-temperament characteristics were measured, only five are used to establish the temperament diagnosis of difficult. Four of these (mood, adaptability, rhythmicity, and approach/withdrawal) were highly associated with total sleep duration.
When my original study of sixty five-month-old infants was extended to include 105 infants, those with difficult temperaments slept 12.8 hours and those with easy temperaments slept 14.9 hours. This observation was subsequently confirmed in another ethnic group with different parenting practices. It thus appears that infants who have a difficult temperament have briefer total sleep durations when assessed at four to five months of age.
Support for a sleep-temperament association is also based on a study where objective measures of sleep/wake organization, derived from time-lapse video recordings, were compared with parental perceptions of infant temperament at six months of age. Dr. Keener stated that “Infants considered [temperamentally] easy have longer sleep periods and spend less time out of the crib for caretaking interventions during the night.” However, the authors’ analysis also led them to the conclusion that the night waking is also caused by environmental (parental) rather that biological factors. This increased time out of the crib for temperamentally more difficult children at six months is similar to the observation that increased night waking occurs in formerly extremely fussy/colicky infants at four, eight, and twelve months.
Utilizing a computerized movement detector, it was observed that for twelve-month-old children, those with the temperament trait of increased rhythmicity went to sleep earlier and had longer sleep durations, and by eighteen months of age there was again the observation that both subjective and objective improved sleep measures were associated with easier temperament assessments.
The exact same sixty infants that I examined at four months of age were restudied at three years. Again, temperamentally easy children had longer sleep durations compared to children with more difficult temperaments. However, there was no individual stability of temperament or sleep durations between the ages of four months and three years. Thus, temperament ratings and associated sleep patterns at age four months do not predict temperament or sleep patterns at three years.
Postcolic Sleep
I did another study of 141 infants between four to eight months of age from middle-class families and showed that the history of extreme fussiness/colic was associated with the parents’ judgment that night waking was a current problem. The frequency of awakening was a problem in 76 percent of infants, the duration of awakenings a problem in 8 percent, and both frequency and duration a problem in 16 percent. The more often a child woke up the longer were the durations of the night wakings. Other studies also reported more night waking at eight and twelve months and ages fourteen to eighteen months in postcolic children. Among those postcolic infants, the total sleep duration was less (13.5 versus 14.3 hours). These group differences decrease as children become older.
There are studies suggesting that both infant irritability and sleep deficits are moderately stable individual characteristics during the first year of life and beyond. One study showed that children with extreme fussiness/colic had more sleeping problems and the families exhibited more distress than a control group at age three years. The trend of decreasing group differences with age regarding sleep between colicky and non-colicky infants and the normal sleep lab recordings of colicky infants at nine weeks of age suggest that it is not biological factors that contribute to enduring sleep problems beyond nine weeks of age, it is parenting practices.
It may be difficult for parents of postcolicky infants after four months of age to eliminate frequent night wakings and lengthen sleep durations. Because of parental fatigue, parents may unintentionally become inconsistent and irregular in their responses to their infant.
It cannot be overemphasized that, as stated by Dr. Parmelee, “Parents are never truly prepared for the degree to which the babies' sleep/wake patterns will dominate and completely disrupt their daily activities.”
They may become overindulgent and oversolicitous regarding night wakings and not appreciate that they are inadvertently depriving their child of the opportunity to learn how to fall asleep unassisted. Some mothers have difficulty separating from their child especially at night, while other mothers have a tendency toward depression, which might be aggravated by the fatigue that results from struggling to cope with a colicky infant. In either case, simplistic suggestions to help the child sleep better often fail to motivate a change in parental behavior. If a child fails to learn to fall sleep unassisted, the result is sleep fragmentation or sleep deprivation driven by intermittent positive parental reinforcement. This causes fatigue-driven fussiness long after the colic has resolved, which ultimately creates an overtired family.
Support for this view has come from research on infants at five months of age who were followed to fifty-six months of age. Dr. WoIke showed that “Long crying duration and having felt distressed about crying during the first five months were significant predictors of night waking problems at twenty months” but not at fifty-six months. In other words, the combined factors of long infant crying or fussing plus parental distress at five months of age make it more likely that a night-waking problem will develop. Even more powerful, later sleep problems are mostly related to the comorbidity or linking of crying with sleep problems at five months rather than to crying problems alone. Sleep problems at five months remain the best predictor of sleep problems, especially night waking, at twenty months. Dr. Wolke concluded that postcolic “sleep problems are likely to be due to a failure of the parents to establish and maintain regular sleep schedules. … This conclusion does not blame parents for sleep difficulties. Rather, it recognizes why many parents adopt strategies to deal with night waking in the least conflictual manner by night feeding or cosleeping. This may be especially true of parents who are dealing with a temperamentally more difficult infant.” The authors also concluded that postcolic sleeping problems are not due simply to increased crying per se, but appear to be the consequence of associated infant sleeping problems and altered caretaking patterns for dealing with night waking in infancy.
Dr. Bates and associates recently directly evaluated the interaction between family stress, family management, disrupted child sleep patterns (variability in amounts of sleep, variability in bedtime, and lateness of bedtime), and adjustment in preschool in children about five years old. Children with disrupted sleep did not adjust well in preschool. In their analysis, disrupted sleep directly caused the behavior problems. They did not find any evidence that family stress or family management problems caused both disrupted sleep and behavior problems. Dr. Bates concluded that “sleep irregularity accounted for variation in [behavioral] adjustment independently of variation in family stress and family management.” Dr. Bates agrees with my hypothesis that sleep modulates temperament and told me that “parenting responses to [sleep] issues would be involved in the continuity/discontinuity of temperament…. If parents make the effort to manage their kids’ sleep schedules consistently, I would think that over the years they are going to see less difficult and unmanageable behavior.” Another recent study examined sixty-four children, aged eight to ten years, who had, as infants, “persistent crying” defined as fussing or crying more than three hours on three days in the week. The authors concluded that they were at risk for hyperactivity problems and academic difficulties. In addition, at eight to ten years of age, the previous persistent criers took a longer time to fall asleep, suggesting to Dr. Wolke that “they were less effective in controlling their own behavioral state to fall asleep.”
Therefore, it appears that the increased crying/fussing behavior in infancy is associated with less infant sleep, and the crying/fussing alone does not directly cause later sleep problems. Although the postcolicky child's family may be stressed, it appears that it is the failure to establish age appropriate sleep hygiene that specifically leads to later disrupted sleep and behavioral problems.
Summary
During the first four months, colicky infants, by definition, exhibit more cry/fuss behavior. Data from parent diaries obtained at four and a half, six, seven, and eight weeks of age show that extremely fussy/colicky infants sleep less than common fussy/crying infants (about 12-12.5 versus about 14-14.5 hours), but there is disagreement as to whether the decreased sleep occurs predominately during the day or night hours. By nine weeks of age, sleep lab data does not show group differences regarding sleeping between extremely fussy/colicky and common fussy/crying infants. Group differences in sleeping duration between these two groups of infants, while present even at four months of age, disappear by six to eight months. This raises the suggestion that parenting practices might be especially important in affecting sleep patterns after nine weeks, especially regarding the development of a night-waking habit. Also, by six months of age, researchers are more apt to describe parents contributing to sleeping problems, especially night waking.
There appears to be agreement that infant crying alone does not predict the development of sleep problems. Rather the comorbidity of crying plus parental distress at five months or crying plus sleep problems at five months predicts night waking at twenty months, but not at fifty-six months.
Temperament assessments at two and four weeks of age showed that infant difficultness predicted increased crying/ fussing at about six weeks of age. Infants with extreme fussiness/colic are more likely to have a difficult temperament when assessed at four months of age, but not at twelve months. A difficult temperament is associated, at many ages, with problems in sleeping, such as shorter sleep durations and night waking, but this association is not predictive of later sleep problems. At four to five months of age, infants with a difficult temperament have total sleep durations of about thirteen hours versus about fifteen hours for infants with an easy temperament.
The association of difficult temperament and sleeping problems during and shortly after four months occurs despite successful treatment of colic. My revised view is that it is exactly those parents who have the willingness and resources to invest heavily in soothing during periods of fussing, who are able to prevent some of the fussing escalating into crying and to prevent some postcolic sleep problems. On the other hand, some parents are unable to manage severe infant fussing and become overwhelmed by crying. They feel they cannot influence their child's behavior regarding crying and, later, sleeping.
It is important for parents to help postcolicky infants establish healthy sleep habits. Some of these children have difficulties falling asleep and staying asleep. At about four months they have not developed self-soothing skills, perhaps because parents had invested constant soothing to prevent fussiness developing into crying, or perhaps the inability to self-soothe is an integral component of colic. A successful intervention effort to help families cope with infant crying during colic will reduce parental distress. Continued age-appropriate sleep hygiene after colic ends is likely to prevent sleep problems persisting beyond four months. Unsuccessful intervention increases the likelihood that temperament issues, family stress, and sleeping problems will persist beyond four months.
Here is one vivid personal account of extreme fussiness/ colic.
A FATHER REMEMBERS COLIC; OR, Is THE FRENCH FOREIGN LEGION ACCEPTING APPLICATIONS?
Sleep? Hmmm … Oh, yes! I remember that! We used to do that frequently before Michelle was born.
Two years and another baby later, I still replay Michelle's birth in my mind at least daily. I joked in the delivery room that the newborn was “ugly,” but it was just a ruse to help me hold back the tears. A healthy, normal baby! The demons of the past nine months disappeared in a flash.
The first few days were spectacular. While my wife and baby recovered in the hospital from a long, tough, toxemic labor; I played the role of red-eyed, tired-but-ecstatic new father to the hilt. I showed up at work the next day, ostensibly to guard against using up a vacation day, but actually to show off the Polaroid pictures I had carried home with me in the wee hours of that postpartum morning to avoid waiting an ungodly twenty-four hours for the 35-millimeter prints to be developed.
Everything was perfect. I was getting the house in shape, making the phone calls, bringing goodies to the hospital. Nursing was starting off fine for my wife, Sharon, and our new baby was peaceful and thriving.
The false security even lasted through the first few days Sharon and Michelle were home. Michelle would wake up about every three or four hours and, with a tiny, delicate cry, let us know that it was time to nurse again. We marveled at the fact that no matter how soft the cry or what room it came from, we could always hear it. Isn't parenthood amazing? And as Michelle nursed, she would usually doze off again. When Sharon was finished, she'd put the baby back in her crib, and we would just stare down at her, enjoying the peaceful sight of our sleeping baby.
Just as Michelle crossed the boundary into her second week of life, the scene started to change. Same little cry. Same nursing routine. But then, when the nursing stopped, a new cry would start. This one was different. Louder. More agitated. More demanding. I rather enjoyed it at first, because it gave me a role—I could pick her up—and with a few minutes of rocking and patting, the crying would stop. It was my first fleeting sense of competence as a father.
But the crying grew worse and worse. Five minutes of rocking were replaced by hour-long midnight jaunts in the stroller. On rainy nights I'd carry her around the kitchen-to-dining-room-to-living-room-to-kitchen circuit so many times that I actually started to vary my route for fear of embedding a path in the carpet. The left shoulder of every T-shirt I owned had spit-up stains on it. I switched to the football carry: Holding Michelle facedown on her tummy with my fingers supporting her chin, I would swing from my hips, back and forth, back and forth, back and forth. At 3:00 A.M. I would strap on the Snugli and set off for another trek with my frantic daughter.
Each of these strategies worked for a short time. But Michelle had become a motion junkie. Absent motion, she would shriek and scream violently and tirelessly, literally for hours at a time. She would become hoarse, but even that failed to deter her.
Everyone we knew had a theory, even people we had only just met in the supermarket checkout line. All the advice was offered freely and generously, but never without the subliminal undercurrent that the real problem was our incompetence as parents. The baby was nursing too much. She wasn't getting enough food from nursing, so we should give her formula. Mix some cereal in with the formula. Wait four hours between feedings. Put her on a schedule. Relax, she senses your stress. And on and on and on. There was no end to the advice, all of it contradictory, much of it accusatory, and none of it helpful.
Michelle got worse and worse. And we got more and more tired, more and more frazzled, and more and more testy. Then we got the swing.
The swing was one of those windup numbers where you place the baby in the seat, turn the crank fifty times, and the seat swings back and forth with a mechanical click.
The swing was the true definition of a mixed blessing. While it was in action, clicking away, Michelle was quiet and often fell asleep. But within two minutes after the final click, Michelle would stir, stretch her arms, fill her lungs, and scream.
One good cranking would last about twenty minutes. So we organized our lives into neat, twenty-minute intervals, always trying to catch the sound of lessening momentum so we could crank up the swing again before Michelle got cranked up. And it worked.
It worked so well that Michelle would accept no substitute. Unless she was hungry, there was no longer any time that we could hold our child without her screaming. All of our fears, all of the subliminal messages we had received, were coming true. We were rotten parents. A mechanical swing could calm our child, but we could not. We hated the swing, but we dared not, could not, put it away.
Dr. Weissbluth gave us a copy of his book Crybabies. Sharon and I each devoured the book in one sitting. One section was particularly important and encouraging to us. It was a bell-shaped curve. Along the horizontal axis was the amount of what was laughingly called “unexplained fussiness.” “Unexplained fussiness” is medical jargon for unending, sharp, fierce shrieks that push parents to the edge of insanity.
The point is this: All newborn babies cry a lot. A portion of that crying is for no good reason, as far as we in the grown-up world can tell. If you normalize the daily variations in the amount of this crying, what you find is that it keeps going up for the first six weeks of life, then gradually falls off over the next six weeks. Then it's gone.
We weren't sure it was true, but we decided to delay our mutual suicide pact for twelve weeks to see if it was. As Michelle reached her eighth week of life, we started to notice a strange phenomenon: There were brief periods of time when she was awake and not crying! And those periods of calm were starting to increase! We were believers.
Of course, nothing kids do ever conforms entirely to what the books say. Getting Michelle settled down to sleep remained a long, drawn-out ritual well past her twelfth week. And getting her to sleep through the night was still an impossible dream. We were still tired (especially Sharon, who had gone back to work but still nursed her at night and expressed milk for Michelle to take during the day), but we were no longer frantic and frazzled. We had regained a sense of time, a sense of day and night. We no longer felt like miserable failures at the baby business.
We let it ride until Michelle reached five months. Then, after another series of consultations with our doctor, we decided to aggressively manage Michelle's sleep patterns so that both she and we could get some meaningful rest.
The theory was that Michelle was waking up at night at various times just as we all do. But instead of turning over and going back to sleep, she was demanding food and attention from us. She no longer needed the food, and the attention was robbing both her and us of a satisfying night's sleep.
The first rule was no more middle-of-the-night feedings. And because of that, we decided that Sharon should not go to the baby at all during the night, since the sight and smell of her would be too tempting for Michelle. When she cried, I would go in and rock, cuddle, sing, or swing … whatever it took to get her back to sleep.
The next phase was no more talking. Now when I was summoned to her room for a soiree, I would just lean over her crib and pat her on the back until she was fast asleep. In fact, anything short of a full five minutes would lead to a revival meeting shortly thereafter.
A few days later we held our final strategic planning session with our pediatrician. He suggested that we make the room as dark as possible, put Michelle in her bed, and not open the door until morning. He recommended that Sharon spend the night with a friend, and promised us that this final step would not take more than three nights of prolonged screaming. Very encouraging.
Sharon decided to gut it out with me. When the designated time approached, we started the bedtime ritual. Then we put Michelle in her crib, turned, marched out of the room, and shut the door. The crying started immediately. But it lasted only ten minutes. Ten minutes! That was it.
Neither of us slept well that night. We kept straining our ears to hear the cries. But there were none. When daylight came, we rushed into Michelle's room and, lo and behold, she was fine.
And that was it. Ten tough minutes, and the three of us were free from this five-month ordeal. As the days passed, we noticed some very positive side effects. Just like us, Michelle was becoming much more pleasant and fun now that she was well rested. She was thriving, and we were loving it. Life has resumed.
While this father's story may sound extreme, it is actually typical of die lengths parents will go to help their babies through their crying spells. I would like to emphasize that soothing a fussy or crying child is something both parents can do. Even if she is breast-feeding, it is not solely die mother's responsibility.
Fathers can, and in my opinion should, help with their children. If a father can be at home to help the mother for a time after she arrives home from the hospital and again for a period when the baby is about six weeks old, then the mother will be able to adjust to die changes in her baby. One father called this “tag-team parenting” because whenever one parent became exhausted, the other one took over for car rides, walks, or trips in the stroller to let the other get some much-needed rest. Two exhausted parents don't make a good couple!
Although many remedies have been suggested for extreme fussiness/colic, including catnip or herbal tea, papaya juice, peppermint drops, heartbeat or womb recordings, hot-water bottles, or trying new baby formulas, only three maneuvers have been found to calm fussiness and crying. Additional treatments such as simethicone drops and chiropractic spinal manipulation have been proven to be completely ineffective. Gastroesophageal reflux disease is the newest popular diagnosis in fussy and crying babies, but research has shown it to be a coincidental finding and not die cause of irritability in babies. The three manuevers are:
	Rhythmic motions: rocking chairs, swings, cribs with springs attached to the casters, cradles, carriages, and strollers; walking, taking ceiling tours, using your baby for curling exercises to strengthen biceps, and
taking car rides. Maybe all rhythmic rocking soothes babies by encouraging regular breathing, thus taking away the need for the baby to “make” colic in order to breathe well. However, avoid water beds, which are dangerous because they may cause suffocation. Other dangerous colic “treatments” include certain herbal remedies, which have caused poisoning; beanbag pillows, which have caused suffocation; and trampolinelike devices suspended in the crib, which have caused strangulation. Tryptophan was once used to help babies sleep well, but we now know that this is dangerous; similarly, melatonin should not be given to babies.

	Sucking: at breast, bottle, fist, wrist, thumb, or pacifier.

	Swaddling: wrapping the child in blankets; snuggling, cuddling, and nestling. After the first few weeks, however, this maneuver is often less effective.


You should avoid trying gimmick after gimmick; it will only make you feel more frustrated or helpless as the crying continues. You may also feel resentment or anger if your child, perhaps unlike your friend's child, doesn't seem to respond well to home remedies.
PRACTICAL POINT
Feelings of anger toward your crying child are frightening—and normal. You can love your baby and hate her crying spells. All parents sometimes have contradictory feelings about their baby.
Take breaks when your baby is crying. This will enable you to better nurture your child; it's a smart strategy for baby care, not a selfish idea for parent care.
You may feel, during the first few months, that you are not influencing your extremely fussy/colicky child's behavior very much. And you are right, but consider this period to be a rehearsal. Your hugs, kisses, and loving kindness are expressing the way you feel. Practice showering affection on your baby, even when he's crying. This loving attention is important for both of you.
However, unceasing attention showered on a fussing or crying baby, whether he is extremely fussy/colicky or just common fussy, during the first few months can have complications if you continue this strategy of intervention for the older, post-colic child at bedtime and nap times. Thus, after the extreme fussiness/colic passes, the older child is never left alone at sleep times and is deprived of the opportunity to develop self-soothing skills. These children never learn to fall asleep unassisted. The resultant sleep fragmentation or deprivation in the child, driven by intermittent positive parental reinforcement, leads to fatigue-driven fussiness long after the biological factors that caused the extreme fussiness/colic have been resolved.
Temperament at Four Months
When the excessive crying and fussiness of your baby's first few months have passed and the child seems more settled, what next? After about four months of age, most parents have learned to differentiate between their child's need for consolidated sleep and the child's preference for soothing, pleasurable company at night. Most parents can learn to appreciate that prolonged, uninterrupted sleep is a health habit they can influence; they can quickly learn to stop reinforcing night wakings and irregular nap schedules that rob kids of needed rest. A process of “social weaning” from the pleasure of a parent's company at nap times and bedtimes is underway. As one young mother said, “I see—I should now forget the company she [the baby] wants.”
But parents of postcolic children still have a few challenges to face. That's because children who have had extreme fussiness/colic appear more likely than other babies to develop a difficult temperament, shorter sleep durations, and more frequent night wakings between four and eight months of age. My research also has shown that parents of postcolic kids are more likely to view frequent (instead of prolonged) night wakings as a problem. Furthermore, boys are more likely than girls to be labeled by their parents as having a night-waking problem. Let's see how these patterns could have emerged.
Dr. Alexander Thomas, a pioneer in child development, described temperament differences among babies. In a study based on both his own careful observations and parent interviews, Dr. Thomas noted interrelations among four temperament characteristics: mood, intensity, adaptability, and approach/ withdrawal. Infants who were moody, intense, slow to adapt, and withdrawing in Dr. Thomas's study were also rated as irregular in all bodily functions. Thus they were diagnosed as having “difficult” temperaments because they were difficult for parents to manage! We don't know why these particular traits cluster together, but we do know that infants with “easy” temperaments had opposite characteristics. In Dr. Thomas's study, four additional temperament characteristics were described: persistence, activity, distractibility, and threshold. (Threshold means how sensitive or insensitive the child appears to be to noises or changes in lighting.) These four temperament characteristics were not part of either the easy or difficult temperament clusters.
The term “temperament” means behavioral style or the manner in which the child interacts with the environment. It does not describe the motivation of an action. All parents naturally make their own assessment of their babies’ temperaments. You may be surprised to know that there is a standardized system for evaluating infant temperament. It is not absolutely objective, and it has a number of limitations that I will point out later, but it has proved over the years to be very useful.
The researchers who developed this system did not have extreme fussiness/colic anywhere in their minds. There is not even a crying dimension in their system. No one connected temperament, as rated on this scale, with extreme fussiness/ colic until much later. However, as you will see, the connection proved to be striking.
Infant Temperament Characteristics
Activity (General Motion, Energy)
Does your baby squirm, bounce, or kick while lying awake in the crib? Does she move around when asleep? Does she kick or grab during diapering? Some infants always appear to be active, others only in specific circumstances, such as bathing. Activity levels in infants have nothing to do with “hyperactivity” in older children. I have examined a few babies who previously had been referred to a pediatric gastroenterologist because of extreme fussiness/colic. When he recognized that there were no gastrointestinal problems, he decided that the problem was “hyperactivity.” This diagnosis was made on the false motion that wakeful, reactive, or difficult infants are hyperactive. There is no proven association between high activity levels in infancy and hyperactivity when older.
Rhythmicity (Regularity of Bodily Functions)
Rhythmicity is a measure of how regular or predictable the infant appears. Is there a pattern in the time he is hungry, how much he eats at each feeding, how often bowel movements occur, when he gets sleepy, when he awakens, when he appears most active and when he gets fussy? As infants grow older, they tend to become more regular in their habits. Still, some babies are very predictable at age two months, while others seem to be irregular throughout the first year.
Approach/Withdrawal (First Reaction)
Approach/withdrawal is a temperament characteristic that defines the infant's initial reaction to something new. What does he do when meeting another child or a baby-sitter? Does he object to new procedures? Some infants reach out in new circumstances—accept, appear curious, approach—others object, reject, turn away, appear shy, or withdraw.
Adaptability (Flexibility)
Adaptability is measured by observing such activities as whether the infant accepts nail cutting without protest, accepts bathing without resistance, accepts changes in feeding schedule, accepts strangers within fifteen minutes, and accepts new foods. It is an attempt to measure the ease or difficulty with which a child can adjust to new circumstances or a change in routine.
Intensity
Intensity is the degree or amount of an infant's response, either pleasant or unpleasant. Think of it as the amount of emotional energy with which they express their likes and dislikes. Intense infants react loudly with much expression of likes and dislikes. During feeding they are vigorous in accepting or resisting food. They react strongly to abrupt exposure to bright lights; they greet a new toy with enthusiastic positive or negative expressions; they display much feeling during bathing, diapering, or dressing; and they react strongly to strangers or familiar people. One mother described her extremely fussy/colicky baby's intense all-or-nothing reactions: “Her mood changes quickly; she gives no warning—she can go from loud and happy to screaming.” Intensity is measured separately from mood. Infants who are not intense are described as “mild.”
Mood
If intensity is the degree of response, mood is the direction. It is measured in the same situation described above. Negative mood is the presence of fussy/crying behavior or the absence of smiles, laughs, or coos. Positive mood is the absence of fussy/ crying behavior or the presence of smiles, laughs, or coos. Most intense infants also tend to be more negative in mood, less adaptable, withdrawn. Most mild infants also tend to be more positive in mood, more adaptable, and approaching.
Persistence
Persistence level, or attention span, is a measure of how long the infant engages in activity. Parents may value this trait under some circumstances but not under others. For instance, persistence is desirable when the child is trying to learn something new, like reaching for a rattle, but it is undesirable when the infant persists in throwing food on the floor. Unfortunately, some babies persist in their prolonged crying spells and their prolonged wakeful periods. One father described his persistently crying baby as follows: “We have a copper-top, alkaline battery-powered baby and we're powered by regular carbon batteries. He outlasts us every time.”
Distractibility
Distractibility describes how easily the baby may be distracted by external events. Picking up the infant easily consoles a distractible infant's fatigue or hunger; soothing can stop fussing during a diaper change. New toys or unusual noises easily distract the infant. Distractibility and persistence are not related to each other, and neither trait is related to activity or threshold levels.
Threshold (Sensitivity)
Threshold levels measure how much stimulus is required to produce a response in the infant in specific circumstances, such as loud noises, bright lights, and other situations previously discussed. While some infants are very reactive or responsive to external or environmental changes, other infants barely react.
Difficult Temperament
As previously mentioned, while observing many children and analyzing many questionnaires, Dr. A. Thomas and Dr. S. Chess noticed that four, and only four, of these temperamental traits tended to cluster together. In particular, infants who were extreme or “intense” in their reactions also tended to be slowly adaptable, negative in mood, and withdrawn. This appeared to be a personality type.
According to their parents’ descriptions and direct observation by the researchers, these infants seemed more difficult to manage than other infants. Consequently, a child whose temperament scores fall into this pattern is said to have a difficult temperament. One mother referred to her infant as a “mother killer.” Infants with the opposite temperamental traits are said to have easy temperaments. These are sometimes called “dream” babies. One father described his “easy” infant as a “low-maintenance baby.” The difficult temperament and the easy temperament are only descriptions of a behavioral style. Temperament research usually does not ask why a child behaves in a particular way. There is no scientific basis for labeling a child with a difficult temperament as a “high needs” child. In fact, there is no scientific support for labeling a child a “high needs” child under any circumstances.
Later, I will explain why so many so-called “high-needs” children are really very overtired children/difficult temperament children.
Of the original group of infants Thomas and Chess studied, about 10 percent fell into the difficult temperament category. These infants also tended to be irregular in biological function such as sleep schedules and night awakenings. They were more likely to have behavioral problems—particularly sleep disturbances—when they grew older. One of the most interesting differences between difficult and easy babies is the way they cry when they are past the extreme fussiness period—that is, when they are three or four months old. Published research found that mothers listening to the taped cries of infants rated difficult (not their own babies), described the crying as more irritable, grating, and arousing than the crying of easy infants. They said that the first group sounded spoiled and were crying because of frustration rather than hunger or wet diapers. An audio analysis of cries helped explain why this should be. The crying of the difficult infants was found to have more silent pauses between crying noises than that of the easy babies. These silent pauses caused the listener to repeatedly think that the crying spell had ended. Also, at its most intense, the crying of difficult infants was actually pitched at a higher frequency. These two differences can make the crying seem much more frightening, piercing, and annoying.
What causes the difficult temperaments? Do they learn to be this way? Is it genetically prewired or are they overtired?
Here's how child development specialist Laya Frischer described a postcolicky baby.
JANE AT AGE FOUR MONTHS
Jane is difficult and unpredictable, with less than average sleep and cuddling and more than average crying. Observations over five weeks have revealed an extremely sensitive infant. For a period of time, she could not even tolerate touches on her abdomen. Swaddling helps a little, and the rhythmic swing movement gives her some relief. If these things fail, the parents walk her around. Sometimes these efforts quiet her fussiness, but at other times it escalates to panic crying. Jane seems to have no capacity to console herself, and very little capacity to be consoled by usual methods of touch. The pacifier has been helpful, but not always successful. Jane does not have good state regulation. She can be in a panic cry state when she seems to be asleep.
Jane goes from sleep to distress in seconds. She becomes overtired and cannot sleep, which contributes to her irritability. She does not habituate easily to sensory stimulation of light and touch. Jane requires a very protective environment, which puts great stress on her parents, particularly her mother. Her cries are very hard to read; her parents feel she is unpredictable, and often uncommunicative.
Connecting Sleep, Extreme Fussiness/Colic, and Temperament
Different Approaches for Different Babies
As you read earlier, for every hundred babies, about 80 percent will have common fussiness, and of these, 49 percent (thirty-nine babies) will have easy temperaments, 46 percent (thirty-seven babies) will have intermediate temperaments, and only 5 percent (four babies) will have a difficult temperament. However, for that 20 percent of babies who had extreme fussiness/ colic, the outcome at four months is quite different. In this group, only 14 percent (three babies) will have easy temperaments, 59 percent (twelve babies) will have intermediate temperaments, and 27 percent (five babies) will have difficult temperaments. It is important to recognize that the largest group is the intermediate temperament group comprising of forty-nine babies, or 49 percent of the total. Some of these babies will be closely but not quite resembling easy-temperament babies or difficult-temperament babies. So, for almost half of all babies, the advice regarding common fussiness leading to an easy temperament and extreme fussiness leading to a difficult temperament fits only approximately. So please read the entire section and take out of it only that which applies to your baby.
The risk of developing sleeping problems after four months of age probably looks something like this:
LOWEST RISK FOR SLEEP
PROBLEMS AFTER FOUR MONTHS
39 percent of common fussy babies who develop easy temperaments
3 percent of extremely fussy/colicky babies who develop easy temperaments
37 percent of common fussy babies who develop intermediate temperaments
12 percent of extremely fussy/colicky babies who develop intermediate temperaments
4 percent of common fussy babies who develop difficult temperaments
5 percent of extremely fussy/colicky babies who develop difficult temperaments
HIGHEST RISK FOR SLEEP
PROBLEMS AFTER FOUR MONTHS
Different temperaments and perhaps different paths to these temperaments will lead to different sleep strategies for each child. It appears to me that the difficult temperament at four months mostly represents an extremely overtired baby while the easy temperament represents an extremely rested baby. But keep in mind that biological factors within the baby, such as elevated serotonin levels or immature development of sleep/wake rhythms, may contribute to a baby's behavior during the first four months. It is equally important to remember that there is enormous variability regarding the resources with which parents are able to soothe their babies. These are factors within the mother (for example, baby blues or postpartum depression), the husband (forcing a too-late bedtime, not helping to soothe the baby), the marriage (disagreements regarding family bed or breast-feeding), and the family (too many conflicting time pressures regarding other children, career events, not enough bedrooms, ability to hire housekeeping or baby care help, and so forth). So it is important to look at the big picture, your baby and your total soothing support structure, and resources that you have available. What will work for one family may not work for you. The goal is to develop a caring environment for the family, not a cure for extreme fussiness/ colic.
“No Cry” versus “Let Cry”
Some parents are strong believers in only one approach to soothing to sleep. They believe there should never be any crying and that by always holding their baby, frequently nursing their baby, and sleeping with their baby, they can prevent extreme fussiness/colic from occurring and prevent sleep problems. They characterize their approach as “gently to sleep,” “attached parenting,” a gentle, warm, child-centered style that enhances a sense of security because the baby is taught that the mother is always there. They characterize other approaches as “cry it out,” “detached parenting,” a cold, rigid, parent-centered style that creates a sense of abandonment because the baby is taught that the mother is unresponsive. These parents say that when the baby stops crying and sleeps, he “has given up” trying to communicate with his mother. This stark contrast in parenting styles is supposed to produce differences in babies and differences in the bonding between the child and her parents. However, there are some major problems with this way of thinking. First, there is no evidence that one style or another produces a specific outcome. Second, babies themselves contribute a lot to what will easily work or not work. Third, fathers, siblings, and real-life family issues help shape your ability to soothe, comfort, and put your baby to sleep. Fourth, there are methods in between always attending to night crying and never attending to night crying such as “check and console” or “controlled crying,” whereby the child is allowed to cry for only short periods of time (see page 104).
“Attachment parenting” may or may not be your decision, but it may work well for 39 percent of babies who had common fussiness and developed an easy temperament. For these babies, everything you read in popular books about soothing and sleeping will likely “work.” This might even be true for the 40 percent (3 percent plus 37 percent) of babies in the next two groups of babies at a low risk for developing sleep problems. So, perhaps the majority of families (39 percent plus 37 percent) will have a fairly smooth course to easy soothing and sleeping, and an additional 3 percent will struggle to get to a place where sleeping becomes easy at four months of age. Perhaps, for the majority of parents, the path does not involve any crying. There is no reason to be judgmental and criticize other parents who are not so fortunate.
There is an unfortunate minority (9 percent) of families whom I believe become distressed or overwhelmed with the arrival of their baby because they lack sufficient resources to soothe the baby and/or the baby has extreme fussiness/colic so she develops into an overtired four-month-old with a difficult temperament. These parents may have started out with the crib and decided later to use the family bed for soothing and sleeping, and were still frustrated later because after four months the baby still did not sleep well. Flexibility and sensitivity to your own baby and your own family situation is key.
Common Fussiness: Low Risk for Sleep
Problems After Four Months
Breast-feeding becomes much easier around four months of age or sooner for these babies because everyone is better rested and life is more predictable. At three to four months, your baby will start to show drowsy signs earlier in the evening. Instead of becoming sleepy at 8:00 to 10:00 P.M., she will become sleepy at 6:00 to 8:00 P.M. Respect her need to sleep and begin the soothing process at night at the earlier hour. If you are using a crib, simply put her to sleep earlier; but if you are using a family bed, you have to make some choices. The first is to go to bed much earlier yourself, but this is not usually practical. The second would be to lie down with her in your bed and create a safe nest or use a cosleeper where she will sleep, and then leave her after she has fallen asleep. The danger in this is that she might roll off the bed and injure herself. The third is to transition her to a crib for the beginning of night sleep and until she awakens for her first night feeding, and then bring her to your bed for the remainder of the night. Because these are well-rested four-month-old babies, they are more adaptable and easy to transition to a crib. One strategy is to breast-feed at night, pass your baby to his father, who soothes him in his arms, and then puts the baby down in the crib. This breaks up the previous pattern of mother-breast-feeding-sleep in parents’ bed. If your baby cries, soothe him without picking him up. But if this fails, pick him up and, after soothing, try again.
If you are bottle-feeding (formula or expressed breast milk) or breast-feeding and using a crib around four months of age, expect to feed your baby about four to six hours after her last evening bottle and again early in the morning around 4:00 to 5:00 A.M. until about nine months of age. Some bottle-fed babies are fed only once, around 2:00 or 3:00 A.M. If you are breast-feeding and using a family bed, you might feed your baby many times throughout the night.
If you are using a crib, there is more social stimulation as you pick up the baby, more time required to prepare the bottle, and more handling as you put the baby down to sleep again. Under these circumstances, feeding your baby more than twice at night after four months is likely to create a night-waking habit. If you are breast-feeding, the obvious question is whether the awakenings at night, other than the two times mentioned, are due to hunger. If your breast milk supply has not kept pace with your baby's needs or has decreased, then your baby will awaken more at night because of thirst and/or hunger. Are you thirsty throughout the day? If so, you are not drinking enough fluid. Are there some unusual stresses in your life such as an important trip that you have to take, are you worried about balancing child care and working, or worried about returning to work and continuing to breast-feed? Is your baby producing less urine? Has the volume of your expressed breast milk decreased? When offered a bottle of expressed breast milk or formula, does your baby now take a much larger feeding? Does he sleep better or longer after taking a bottle? If you think your child is hungry and you want to continue breast-feeding, then contact a lactation consultant through your pediatrician or maternity hospital.
If you are using a family bed, feeding often throughout the night is not likely to create a night-waking habit. This is because your baby is partially asleep or barely awake when fed. Therefore, the risk of sleep fragmentation for both mother and baby from too much social stimulation is low. With early bedtimes in place, the family bed does not create any sleep problems, and in fact, the family bed may have been part of the soothing solution during the first few months.
After the development of an earlier bedtime, the next sleep change is the evolution of a regular nap around 9:00 to 10:00 A.M. This nap may initially be about forty minutes, but it will lengthen to one or two hours. The rest of the day may be snatches of brief and irregular sleep periods. After the morning nap develops, when the baby is a little older, the next regular nap occurs around noon to 2:00 P.M. This nap will also lengthen to become about one to two hours. There may be a third mininap that is irregular and brief in the late afternoon.
These sleep rhythms are maturing for night sleep and day sleep. A common mistake is to approach the timing of naps and night sleep by strictly enforcing a “by the clock” (BTC) routine. A temperamentally very regular baby might appear to be sleeping BTC, but watching your baby's behavior for sleepy signs is more important than watching the clock.
Consider our original group of one hundred babies. At four months, of the forty-nine babies with an intermediate temperament, thirty-seven babies (about 76 percent) had common fussiness when younger. Also, at four months, of the forty-two babies with an easy temperament, thirty-nine babies (about 93 percent) had common fussiness when younger. So, out of the original eighty babies with common fussiness, the vast majority, seventy-six (thirty-seven plus thirty-nine), or 95 percent, is at a low risk for developing sleep problems because:
Parents are not likely to be stressed
Infant is likely to be well rested
Infant is likely to be able to self-soothe
At night, consolidated sleeping (long sleep duration) develops early
During the day, regular and long naps naturally develop
  early, without parental scheduling
If sleep problems exist, “no cry” solutions usually work
Extreme Fussiness/Colic: High Risk for
Sleep Problems After Four Months
Consider our original group of one hundred babies. Out of the original twenty babies with extreme fussiness/colic, a minority of only five, or 20 percent, is at risk for developing sleep problems. However, at four months, of the nine babies with a difficult temperament, five babies, or a majority of 56 percent, had extreme fussiness/colic when younger. Another way to look at this is that only nine out of the original hundred babies, a tiny group, or 9 percent, develop a difficult temperament and subsequent sleep problems because:
Parents are likely to be stressed
Infant is likely to be overtired
Infant is likely to be only parent-soothed
At night, fragmented sleep (night waking) persists
During the day, irregular and brief naps persist
If sleep problems exist, “let cry” solutions might be
  necessary
I believe it is in this small percentage of babies that you have the most severe and hard-to-solve sleep problems. There are two reasons for this. The first is that the biological factors that led to extreme fussiness/colic in the first place in five of the nine babies might persist and frustrate parents’ best efforts to solve sleep problems. The second is that the social or family factors that led to parents’ distress and difficulty in soothing for four of the nine babies who had common fussiness might persist and interfere with establishing healthy sleep habits. These social or family issues of course might also be a factor for those babies with extreme fussiness/colic, either caused by the extreme fussiness or independent of the extreme fussiness/colic.
Breast-feeding these babies may be difficult because everyone is tired. As the biological need for an earlier bedtime develops, the best strategy is to temporarily try to do whatever it takes to maximize sleep and minimize crying. The plan is to keep your child as well rested as possible in order to buy time for the development of more mature sleep/wake rhythms. Once these rhythms are developed, they may be used as an aid to help your child sleep better. For example, the breast-feeding mother might have to take the baby into her bed and nurse her to sleep at the earlier bedtime. However, real life events, such as returning to work or caring for other family members, might not permit the luxury of always sleeping with our baby whenever he appears to be sleepy.
You may have wanted to practice “attachment parenting” and spend much of the first four months soothing your baby, but now, she is heavy when you carry her all day. More important, she is more alert and curious and able to resist and fight sleep for the pleasure of your company even when she needs to sleep. This “natural” desire for social contact may interfere with the “natural” development of healthy sleep habits. It is difficult to have clarity of thought and purpose when everyone is tired. As outlined in Chapter 1, it is not always clear what really is “natural” or “unnatural.”
It is “natural” for all babies to fuss or cry, for all mothers to want to soothe their babies and to be distressed by their babies’ fussiness or crying, that the more fussiness/crying for the baby means less sleep for the mother, that mother's distress increases with her own sleep loss, and that in some tribal cultures other people are available to help care for the baby. It is “natural” to breast-feed, to change when soiled, to feed when hungry, to soothe when fussy, to sleep when tired, to sleep with your baby, and to carry your baby everywhere in most, but not all, tribal cultures. In some tribal cultures, for example Yemen, mothers leave their baby totally alone all day while they work.
It is “unnatural” to have urban stimulation (noises, voices, shopping trips, errands), day care (naps not occurring when sleepy, too late a bedtime at night), mother working outside the home (returning late causing a late bedtime), or social isolation (mother is alone and becomes exhausted with too many things to do). It is “unnatural” to deliberately wake your baby and remove your breast before putting him down to sleep “awake.” It is “unnatural” to try to force-feed your baby at night to try to make him sleep better. Is all this brand new? Probably not. We know that during the Egyptian and Roman empires, wealthy women did not breast-feed their babies but instead hired wet nurses.
Can you change your lifestyle so that your child will receive the soothing to sleep at those times when she needs to sleep? Can you avoid too much social stimulation from interfering with sleep even if it means ignoring your child's crying only at those precise times when she needs to sleep? These are difficult questions that many families never have to confront. Many popular books on children's sleep give simple answers or easy solutions that often fail for this group of 9 percent of infants.
Recent research on an initial group of 1,019 families supports my idea that at four months of age there are two subgroups of overtired children who appear to have a difficult temperament. Many mothers dropped out of the study, but the 560 mothers who stayed were more likely to be married, have completed more formal education, have higher household incomes, be nonsmokers, breast-feed, and have “higher levels of social support.” They noted that at three months of age there were thirty-five children who were crying enough to be called colicky. Of these, eighteen (51 percent) had been this way at six weeks of age (typical colic) but seventeen (49 percent) had not (“latent colic”). They felt that these represented two subgroups of colicky infants and went on to describe a third subgroup (14 percent of colicky infants) that continued to cry substantially past three months of age. The authors considered this to represent a “persistent mother-infant distress syndrome.” Comparing this study to my analysis, I would say that at four months of age there are about 9 percent of overtired children with difficult temperaments representing two groups of whom five out of nine, 56 percent, were formerly extremely fussy/ colicky babies (similar to the “typical colic”) and four out of nine, 44 percent, had common fussiness/crying (similar to the “latent colic”). I believe that those families with limited resources for soothing their babies are at greater risk for the overtired/ fussy/crying state to persist. However, I do object to the term “mother-infant distress syndrome” because of the blame it directs to the mother. Obviously, fathers, grandparents, financial factors, and so forth can stress a family independent of the mother's capabilities to nurture her child.
Postcolic: Preventing Sleep Problems
After Four Months of Age
After extreme fussiness/colic winds down around four months of age or sooner, a child may be overtired, not sleeping well, and difficult to manage. But not all difficult to manage four-month-olds had colic. I suspect there are two groups of children at four months of age, both of whom have difficult temperaments.
The first group with a difficult temperament comes from the large group (80 percent) of infants with common fussiness/ crying. Only about 4.5 percent of these children, or four infants out of a hundred, fall into this category. I think they are less overtired than the second group. When parents put forth great effort to help them sleep better, there is relatively fast improvement. They are more adaptable and it is easier to change their sleep routines. “No cry” sleep strategies are likely to work well.
The second group with a difficult temperament comes from a small group (20 percent) of infants with extreme fussiness/ colic. About 27 percent of these children, or five infants out of a hundred, fall into this category. I think they are more overtired than the first group. When parents put forth great effort to help them to sleep better, there is relatively slow improvement. They are less adaptable and it is more difficult to change their sleep routines. “No cry” sleep strategies are not likely to work and parents have to consider “let cry” sleep strategies.
Here is a practical example of how different these babies are. Read the following advice on how to move your baby out of your bed. If you had decided that you wanted a family bed before your child was born, you might decide to continue the family bed for a long time, and when you move your baby out, the transition might be very easy if your baby had common fussiness/crying and now has an easy temperament. On the other hand, if your decision for a family bed was in reaction to extreme fussiness/colic and your child now has a difficult temperament, the transition might be very stressful for the entire family.
Transition from Family Bed to Crib
Q: I am breast-feeding and my child sleeps with us, but I want to move him out of our bed. How do I do this?
A: There is no one right way to do this, but however you do it, do it gradually and slowly over several weeks or a few months. Make the move when both parents agree that it is the right time. Always be mindful for your baby's safety. Initially, respond promptly when your baby calls for you. Later, you might delay your response. A baby might be placed in a crib secured to the side of your bed with the railing down. Later the railing is placed up and the crib is moved a few inches from your bed. Gradually, the crib is moved farther away until it is in baby's room. An older child might sleep on a mattress on the floor in your room, with or without the parent. Later, the mattress is moved to the child's room, with or without the parent. Sometimes you might just want your child to be in her crib or bed but in your room. If you are going to use a separate room and your child is older, announce the planned move in advance, make the room very attractive, or let her help decorate her room. Alternatively, move your baby into the room or bed where the siblings are sleeping. Some parents will begin the night together in the parents’ bed and then move the child to a crib after she has fallen asleep.


Q: Do I have to wean my baby from breast-feeding before I move him out of our bed?
A: I think the answer depends on your resources for soothing other than breast-feeding, especially the assistance of the father, plus your desire to continue or discontinue breast-feeding. I see no reason why weaning from breastfeeding has to precede or accompany your moving the baby.
The observation that brief and interrupted sleep often follows extreme fussiness/colic might suggest that some congenital, biological factors lead initially to extreme fussiness/colic, and that they are still present in the baby after the colicky period has passed. This is supported by the observation (mentioned earlier) that despite successful drug therapy that eliminated or reduced colicky crying, brief sleep periods were still the norm at four months of age. In addition, some, but not all, postcolic infants continue to behave as if they had heightened activity levels and excessive sensitivity to environmental stimuli.
Here is another example of sensitivity to environmental stimuli from my own experience. When my first son had colic, I had to keep the crib railing up and locked in place, because the clunk of the spring lock would always awaken him. This makes it awkward for me to place him in his crib, but fortunately I was limber from college gymnastics. For my wife, it was an impossible situation until we got a sturdy stool for her to stand on—but it still hurt our backs!
Interestingly, these two temperament characteristics (high activity and high sensitivity) are not part of the diagnostic criteria for babies who fall into the difficult temperament category. But some of these postcolic infants were exquisitely sensitive to irregularities in their nap or night sleep schedule. Disruptions of regular routines due to painful ear infections or holidays and trips subsequently caused extreme resistance to falling asleep and frequent night waking, lasting up to several days after the disruptive event. These prolonged recovery periods might reflect easily disorganized internal biological rhythms caused by enduring congenital imbalances in arousal/ inhibition or wake/sleep control mechanisms. Alternatively, parents who put their baby to sleep slightly too late, or who often cause their children to skip naps after four months of age, keep their postcolic infant close to the edge of overtiredness. What happens when some natural disruptive event occurs is that the child falls into the abyss of severe agitated wakefulness and irritability and the child is unable to easily get back into a regular sleep pattern.
Some postcolic kids have boundless energy. “She crawls like lightning” was how one mother described her baby. These babies are constantly on the move. They would rather crawl up mom's chest to perch on her shoulder than sit quietly in her lap. But once having reached the shoulder, they immediately want to get down and check out that dust ball or some equally exciting object off in the corner. They appear easily bored; they also seem very stimulus-sensitive, especially to mechanical noises such as those of a vacuum cleaner, hair dryer, or coffee grinder (which may have seemed to calm them down during colicky spells when they were younger). It's as if they have a heightened level of arousal, activity, and curiosity. When overtired, they are always crabby and socially demanding, needing mommy's presence and wanting to be held all the time. They also are quick to fuss when mom leaves the room for only a minute. But when they are well rested, it's a different story.
When they've had enough sleep, these same babies appear to have boundless curiosity, actively seeking opportunities to learn. Maybe these are very intelligent children who are so alert, curious, and bright that they have difficulty controlling their impulses to explore or investigate the world. No data support the conclusion that postcolic kids in general are more intelligent, but there may be a small number who are so exceptionally bright that they gave birth to this myth. One study of infants published in 1964 connected increased crying (induced by snapping a rubber band on the sole of the foot at age four to ten days) to increased intelligence at three years of age. Whether this artificially induced crying and its link with intelligence can be generalized to colicky crying is an open question.
When you become your child's timekeeper and program her sleep schedules, she will be able to sleep day and night on a regular schedule. For most parents, this is a relatively easy adjustment to make. But for postcolic infants, expect to put forth a greater effort to be regular and consistent. Your effort to keep the child well rested will be rewarded by a calmer, happier, more even-tempered child. One family that was finally able to permanently decrab their baby explained, “The ‘other’ baby is back!”
Here is a story of a child who probably had extreme fussiness/colic, even though the parents wanted to call him sleep-deprived. There was no quick sleep solution, but improvement did come slowly. Patience is always rewarded if you are reasonably consistent.
When Jackson was four months old, he had never been on any kind of sleep schedule. He seemed to cry all the time and would only sleep about four hours at a time (if we were lucky!). My husband and I would spend hours on end, holding, rocking, bounding, singing, playing, doing anything we could think to do to get him to stop crying. Our pediatrician said that he had colic and there was nothing we could do about it but to wait it out. Looking back on it all now, I am convinced that he didn't have colic at all, but was just plain sleep-deprived. At first we were hesitant to allow Jackson to cry without holding him. Given that we are both psychologists, we were scared that leaving him alone to cry would be emotionally scarring and would affect his attachment and self esteem. But we were both sleep-deprived ourselves, stressed out, and desperate to try anything. Dr. Weissbluth's belief that to not allow him to learn to soothe himself to sleep was damaging in and of itself was what allowed us to finally take the plunge. The first time I put him to sleep in his crib for a nap, I left the room and he screamed bloody murder. I sat at the top of the stairs and just cried and cried. I was convinced I was the worst mother in the world. After twenty minutes (which felt like an eternity), he finally fell asleep and slept for two hours. Unfortunately, later naps did not prove to be so easy. There were times in which he screamed for the whole hour (and I cried for the whole hour) and we would get him and try again later. Jackson was a bit resistant to the whole idea, and even though we were very consistent, he always put up a good fight. Even now, at nine months old, Jackson will still cry before most naps and bedtime. Sometimes it's thirty seconds, sometimes it's thirty minutes. He sleeps so much better and longer than he ever did. We calculated that before he was averaging ten hours of sleep per day, and after just a few weeks he was sleeping around seventeen hours a day. The best part of all was that he learned how to sleep through the night. Now, he goes to bed most nights between 6:00 and 7:00 P.M. and he wakes up usually between 6:00 and 7:00 A.M. He takes two naps per day, one around 9:00 A.M. and the other in the early afternoon. My husband and I finally got the sleep we needed and the stress level went down dramatically. We have our evenings together back, which we desperately needed. And Jackson's temperament is dramatically improved. I would still say he is a highly active baby, but would no longer say he is fussy. Before, I was certain we would never have another child because it was just too much on us emotionally. But now we are planning to conceive again within the next year.
Without your effort to maintain sleep schedules, a child will have a tendency to sleep irregularly and become unmanageably wild, screaming out of control with the slightest frustration, and spending most of the day engaged in crazy, demanding, impatient behaviors. The majority of postcolic infants do not fit this extreme picture, but they do require more parental control to establish healthy sleep schedules, compared to noncolicky infants. Thus it appears that after about four months of age, poor sleep habits are learned, not congenital.
PRACTICAL POINT
For all postcolic infants over four months of age, my clinical observations are that frequent night wakings may be eliminated and sleep durations lengthened if, and only if, parents establish and maintain regular sleep schedules for their child.
It appears that most postcolic sleep problems are not caused primarily by a biological disturbance of sleep/wake regulation; rather, the problem is parents’ failure to establish regular sleep patterns when the colic dissipates at about four months of age. Both obvious and subtle reasons can be cited as to why parents have difficulty in enforcing sleep schedules when colic ends.
Three months of crying sometimes adversely and permanently shapes parenting cycles. An inconsolable infant triggers in some parents a perception that their baby's behavior is out of their control. They observe no obvious benefit to their extremely fussy/colicky child when they try to be regular according to clock times or to be consistent in bedtime routines. Naturally, they then assume that this handling will not help their postcolic child, either. Unfortunately, they do not observe the transition, at around four months, from colicky crying to fatigue-driven crying.
Alternatively, some parents may unintentionally and permanently become inconsistent and irregular in their responses to their infant simply because of their own fatigue. The constant, complex, and prolonged efforts they use to soothe or calm their extremely fussy/colicky baby are continued. But these ultimately lead to an overindulgent, oversolicitous approach to sleep scheduling when the colic has passed. Their nurturing at night, for example, becomes stimulating overattentiveness. In responding to their child's every cry, the parents inadvertently deprive her of the opportunity to learn how to fall asleep unassisted. The child then fails to learn the important skill of self-soothing, which she will need her entire life.
In addition, my studies have shown that when daytime sleep is interrupted, the same consequences occur. The nap-deprived infant develops a short attention span. Remember, other studies have shown that the difficult child is irregular. It is exactly these two temperament traits, short attention span and irregularity, that have been shown to interfere with a child's ability to learn—beginning with learning how to fall asleep without his parents’ help.
Effective behavioral therapy to establish healthy postcolic sleep patterns by teaching the child how to fall asleep and stay asleep may or may not be acceptable to you, depending on your ability to perceive and respond to the sleep needs of your infant. (A variety of ways to achieve healthy sleep will be discussed in detail in the chapters that follow.)
Other parents, usually mothers, have extreme difficulty separating from their child, especially at night, as will be discussed in Chapter 12. They may have some difficulty themselves being alone at night because their husband's work requires frequent or prolonged absences, or because nights have always been lonely times for them. They perceive every cry as a need for nurturing. These women are wonderful mothers, but they may be too good. The infant's every need is anticipated and met before it is experienced; in doing so, the mother unintentionally thwarts the development of her child's capacity to be alone. For example, she may block her infant's attempts to provide himself with a substitute (such as thumb sucking or use of a pacifier) for her physical presence.
These parents perpetuate brief and fragmented sleep patterns in their children. Their infants become, according to Dr. Ogden, a child psychiatrist, “addicted to the actual physical presence of the mother and [can]not sleep unless they are being held. These infants are unable to provide themselves an internal environment for sleep.” Although the child has disturbed sleep, here the focus of the problem and the key to its solution lies with the parent.
WARNING
Persistent sleeping problems in children have been linked to psychiatric symptoms in adolescents, hyperactivity in children, and depression in their mothers.
Extreme fussiness/colic certainly does not cause the parents to have difficulty separating from their child! But it is more than a sufficient stimulus to cause them to regress toward the least adaptive level of adjustment. The result is severe, enduring sleep disturbance in the child. In this setting, simplistic suggestions to help the child sleep better often fail to motivate a change in how the parents approach the problem. Thus, while it is the wakeful child who may be brought for professional help, it is often the parent who has the unappreciated problem.
Extreme fussiness/colic is the most obvious example of extreme crying, but please remember that any painfully overtired infant or child might cry. In some nonindustrial societies, babies rarely cry, because they are always held close to the mother in a carrier. However, even in cultures where there is constant holding and unrestricted breast-feeding throughout the day and night, babies still cry and fuss. Here, too, the crying and fussing peak at about six weeks of age! Of course, these babies are less likely to have any congenital tendency toward fussiness exacerbated by overtiredness. These mothers do not drive cars, wear watches, or keep many daily appointments to which they must drag their infants. Also, there is less environmental stimulation, so the baby might sleep well outdoors when the mother is planting rice or cooking. Our lifestyles are different, and may cause our children to be overtired more often.
IMPORTANT POINT
Because all babies fuss and cry, some a little and some a lot, it's best to think of colic as something a baby
does, not something a baby has. It's a stage of life, not a medical problem.
Summary and Action
Plan for Exhausted Parents
Sleep and Extreme Fussiness/Colic
All babies fuss and cry for no apparent reason during the first several weeks.
Babies who require more than a total of three hours a day of soothing to prevent crying, for more than three days in a week, for more than three weeks have extreme fussiness/colic. Fussing occurs more than crying. Fussiness is a precry state that will often change into crying if parents are unable to soothe their baby; some fussing leads to crying despite parents’ soothing efforts.
Twenty percent of babies have extreme fussiness/colic.
	It starts around a few days of age

	It occurs in the evening

	It ends around three to four months of age

	They start to fuss/cry when awake and stop when asleep


Unfortunately, many extremely fussy/colicky infants do not show drowsy signs.
During the first few months, these babies not only fuss and cry more, they also sleep less. Soothing these babies might lead to less crying, but not necessarily more sleeping. Review “Drowsy Signs” on page 63.
Review “Soothing to Sleep” on page 63.
You cannot spoil your baby, so do whatever you can to maximize sleep and minimize fussing and crying.
Unfortunately, for extremely fussy/colicky babies, many simple soothing methods do not work. Constant holding, breast-feeding, and sleeping with your baby may be required for soothing.
Review “Resources for Soothing” on page 73.
Make plans to enlist extra help from family, neighbors, and relatives.
If sleeping with your baby is the only way to soothe him and get some sleep, then sleep with him, even if you did not want to do so, for four months.
It is far better to let your baby cry than it is to shake him, so if you are completely exhausted and in pain from sleep deprivation, take a break to recharge your battery … even if your baby is crying.
Maternal depression, anxiety, exhaustion, and marital stress are likely to develop.
Extremely fussy/colicky infants are more likely to develop a night-waking habit after four months.
Extremely fussy/colicky infants are more likely to develop a difficult temperament after four months.
RISK FACTORS FOR ENDURING SLEEP PROBLEMS
	Extreme fussiness/crying plus maternal distress about fussing and crying at five months of age.

	Extreme fussiness/crying plus sleep problems at five months of age.




Extreme fussiness/crying alone is not a risk factor for enduring sleep problems.
Temperament at Four Months
How does your child interact with the environment? If he is intense, slowly adaptable, negative in mood, withdrawn, and irregular, then he is difficult to manage. He has a difficult temperament. At four months of age, I think this represents an overtired child. Sleep modulates temperament, so helping your child sleep well will make him easier to manage.
Connecting Sleep, Extreme Fussiness/Colic, and
Temperament: Different Approaches for Different Babies
Plan for your baby's tendency to fuss/cry and your baby's
temperament
For a hundred babies:
	At birth, 80 percent of babies have common fussiness. Of these, 49 percent (thirty-nine babies) will become easy, 46 percent (thirty-seven babies) will become intermediate, and 5 percent (four babies) will become difficult.

	At birth, 20 percent of babies have extreme fussiness/ colic. Of these, only 14 percent (three babies) will become easy, 59 percent (twelve babies) will become intermediate, and 27 percent (five babies) will become difficult.


Match your parenting decisions to your baby's evolving temperament
	Family Bed: All the time, part-time, never, with or with out a cosleeper.


For about 80 percent of babies—those who have common fussiness—an early commitment to a family bed usually works well. Sleep problems later are unlikely.
For about 20 percent of babies—those with extreme fussiness—an early commitment to a family bed may be associated with sleep-deprived parents for several weeks, but the strong soothing power of bodily warmth, close physical contact, sounds of breathing, or hearing a parent's heartbeat when sucking at the breast, or the smell of breast milk may make the effort worth it. Sleep problems later might occur if the child is allowed to stay up too late when about four months old.
During the day, some parents with extremely fussy/colicky or common fussy/crying babies are overwhelmed because they may have limited resources for soothing. For babies whose parents initially did not want to have a family bed, but later made that decision because of its soothing power, sleep problems are more likely to occur. The sleep problems are more likely to occur not because of the family bed but because of limited resources for soothing to continue.
	Breast-feed: All the time, part-time (expressed breast milk versus formula), never.


For about 80 percent of babies—the common fussy/ crying babies—mothers are better rested and feeding is mostly for nutrition. Breast-feeding is usually easy.
For about 20 percent of babies—those with extreme fussiness/colic—mothers are fatigued from being sleep-deprived. The stress from loss of sleep might inhibit lactation. Breast-feeding may be difficult because breastfeeding is used for nutrition and soothing. Nursing more frequently and for longer durations might cause more discomfort or pain if the skin of the breast becomes cracked or dry. The mother might worry that she doesn't have enough breast milk or that her diet is causing the breast milk to upset the baby because of the extreme fussiness/crying. Consider a single bottle of expressed breast milk given once per twenty-four hours by someone else.
	Sleep Training: Start early, drowsy cues, one-to two-hour window, consistent soothing style for naps, quiet and dark place to sleep, earlier bedtimes, synchronize soothing with drowsiness, by the clock. “No-cry,” “maybe-cry,” or “let-cry” sleep solutions depend on your baby's tendency to fuss or cry, your baby's temperament, and your resources for soothing.


Postcolic: Preventing Sleep Problems After
Four Months of Age
	49 percent of babies have an intermediate temperament (thirty-seven had common fussiness; twelve had extreme fussiness/colic)

	42 percent of babies have an easy temperament (thirty-nine had common fussiness; three had extreme fussiness/ colic)


Parents are not likely to be stressed
Infant is likely to be well rested
Infant is likely to be able to self-soothe
At night, consolidated sleep (long sleep duration) develops early
During the day, regular and long naps naturally develop
early, without parental scheduling
If sleep problems exist, “no cry” solutions usually work
	9 percent of babies have a difficult temperament (four had common fussiness; five had extreme fussiness/colic)


Those four babies who had common fussiness/crying might have been kept up too late, missed naps, or received too much attention at night. Or perhaps die families had limited resources for soothing and/or were overwhelmed by the demands of parenting. Reflect on how you handled sleeping during the first four months and how you might be able to get more help in caring for your baby.
Parents are likely to be stressed
Infant is likely to be overtired
Infant is likely to be only parent-soothed
At night, fragmented sleep (night waking) persists
During the day, irregular and brief naps persist
If sleep problems exist, “let cry” solutions might be
  necessary
Different sleep styles work better for different temperaments.
What will work for one family may not work for you and your baby.
Concentrate on caring for your baby, not looking for a cure for extreme fussiness/colic.
	Watch for an earlier sleep time at night developing and soothe your baby to sleep earlier.
	For the family bed, lie down in your bed and use a safe nest in your bed, a cosleeper, or a crib only for sleep onset at the earlier bedtime.

	If you use a crib, fathers can help put their babies to sleep; at the first night feeding, return her to her crib or bring her to your bed for the remainder of the night.



	If you use a crib, try to feed your baby no more than two times at night; otherwise, you might create a night-waking habit.


	For the family bed, breast-feed as often as you wish.


	The morning nap develops first, around 9:00 to 10:00 AM. Use this nap rhythm as an aid to help your baby fall asleep.
	Extremely fussy/colicky infants might have to go down for their first nap after only one hour of wakefulness.



	The afternoon nap develops second, around noon to 2:00 P.M.
	Extreme fussy/colicky infants might have to still be put down to sleep after one to two hours of wakeful ness following their morning nap.

	Switching from “sleepy signs” to sleeping “by the clock” (BTC) may occur in common fussy babies who are temperamentally very regular at three to four months of age.



	For extreme fussy/colicy infants, the development of nap rhythms and long naps occurs when they are older.
	Try the “Fade procedure” described on page 295 and 346 at four months.

	Try to “focus on the morning nap,” described on page 251 at four months.

	Plan to switch from “sleepy signs” to “BTC” only when much older.




Different Postcolic Groups
After extreme fussiness/colic winds down—around four months of age or sooner—your child may be overtired and not sleeping well and difficult to manage. But not all difficult to manage four-month-olds have colic. I suspect that there are two groups of children at four months of age, both of whom have difficult temperaments (see page 175).
The first group with a difficult temperament came from the large group (80 percent) of infants with common fussiness/ crying. Only about 4.5 percent of these children, or four infants out of a hundred, fall into this category. I think they are less overtired than the second group. When parents put forth great effort to help them sleep better, there is relatively fast improvement. They are more adaptable and it is easier to change their sleep routines. “No cry” sleep strategies are likely to work well (see page 103).
The second group with a difficult temperament came from a small group (20 percent) of infants with extreme fussiness/ colic. About 27 percent of these children, or five infants out of a hundred, fall into this category. I think they are more overtired than the first group. When parents put forth great effort to help them sleep better, there is relatively slow improvement. They are less adaptable and it is more difficult to change their sleep routines. “No cry” sleep strategies are not likely to work and parents have to consider “let cry” sleep strategies.








How Parents Can Help
Their Children Establish
Healthy Sleep Habits
YOU CAN PREVENT SLEEP DISTURBANCES
FROM INFANCY TO ADOLESCENCE








Months One to Four
Every newborn baby is unique. And the closer we look, the more we can see differences. Some of these differences reflect inborn traits and are called genetic differences. Recent sleep research has focused on the gene that controls our biological clocks, and to mothers of fraternal twins, the finding that not all clocks run at exactly the same speed will not be surprising. But other congenital differences that are not inherited are due to whether the baby was born at thirty-seven or forty-two weeks of gestation, or whether the mother smoked or drank large amounts of alcohol during her pregnancy. A new area of research, based on animal studies, is how the mother's biological rhythms may help set or influence the rhythms of the fetus and the newborn baby. Based on the regularity or irregularity of the mother's sleep/wake patterns, activity/rest patterns, or eating patterns, there may be a kind of prenatal programming affecting the baby's own rhythms.
All of these differences—in smiling, sucking, sleeping, physical activity, and so on—combine to make a baby an individual. This chapter will describe the individual sleeping patterns in babies and how these patterns change as babies grow.
THE ONE-TO TWO-HOUR WINDOW
Think and plan how you want to soothe your baby, but know that when you soothe your baby is more important.
	Babies quickly become overtired after only one or two hours of wakefulness, and some cannot comfortably stay up for even one hour! During the day, note the time when your baby wakes up and try to help her nap by soothing within the next one or two hours before she becomes overtired. Try to keep the intervals of wakefulness brief.

	Babies less than six weeks old fall asleep at night very late and do not sleep very long during the day or night. Try to soothe your baby to sleep during the day before she becomes overtired. Always respond to your baby. Avoid the overtired state.

	Eighty percent of babies more than six weeks old become more settled at night, sleep a little longer at night, and begin to become drowsy for night sleep at an earlier hour. Try to soothe your baby to sleep at an earlier hour if she shows signs of drowsiness earlier. Do not let her cry.

	Twenty percent of babies more than six weeks old do not appear to become more settled at night, do not appear to sleep longer at night, and do not become drowsy at an earlier hour. Nevertheless, try to soothe your baby to sleep at an earlier hour even if she does not show signs of drowsiness earlier. Spend extra time soothing: prolonged swinging, long luxurious baths, and never-ending car rides. Fathers should put forth extra effort to help out. Do not let her cry.


Newborn: The First Week
While recovering from labor and delivery and perhaps the aftereffects of anesthesia, you may begin to experience new feelings of uncertainty, inadequacy, or anxiety. After all, Parenting 101 probably was not one of your high school or college courses. Unfortunately, hospital schedules can serve to underline these feelings. In hospitals without total rooming-in, an artificial schedule is imposed on baby care activities. This is determined by changes of nursing shifts, visiting hours, and the need to measure vital signs, and not by your baby's needs.
PRACTICAL POINT
Your baby has no circadian rhythms or internal biological clocks yet, so you can't set your baby to clock time.
As soon as you arrive home, you need to disregard the clock and feed your baby whenever she seems hungry, change her when she wets, and let her sleep when she needs to sleep. Full-term babies sleep a lot during the first several days. They also eat very little and often lose weight. This is all very natural and should not alarm you. If your baby sleeps a lot, don't confuse sweetness with weakness.
PRACTICAL POINTS
Unplug your phone when nursing.
Unplug your phone when napping.
Unplug your phone when your husband is with you.
Consider a relief bottle (one bottle a day of formula or expressed breast milk) if you are nursing.
Presumably this calm, quiet period during the first days is somehow synchronized with the few days it takes for the mother's breast milk to come in. Babies sleep a lot, fifteen to eighteen hours a day, but usually in short stretches of two to four hours. These sleep periods do not follow a pattern related to day and night, so get your own rest whenever you are able.
Q: I heard that I am supposed to put my baby to sleep when drowsy but awake. But every time I feed her, she quickly falls asleep. Am I then supposed to wake her up and then put her down to sleep?
A: Newborns usually fall asleep during a feeding and it does not make sense to wake her. It goes against Mother Nature! Older babies will often be almost asleep when they finish sucking. When the breast or bottle is removed, older babies momentarily look around in a dazed fashion, just to check out that everything is okay, and then go into a deep comfortable snooze with you in your bed or alone in their crib.
Why then have you heard that you should not let your child fall asleep during soothing or feeding? The theory is that your child is learning self-soothing skills, and that she would not learn these if you do not do this. Consider two scenarios. First, you keep the intervals of wakefulness brief, only one to two hours, and you watch for signs of drowsiness (see page 63). At the drowsy time, you soothe and/or feed your baby and she now may be more drowsy and entering the sleep zone, but she is not completely asleep at the end of the soothing and/or feeding. Now she is able to continue to self-soothe herself to deep slumber. This is easy because she was not overtired, and 80 percent of babies (common fussiness/crying) can handle this well.
Second, you allow your child to stay up too long and he becomes overtired. He has passed through the drowsy zone and is entering the fatigue zone. Now, when you soothe and/or feed your baby, you discover that he will not be easily placed in his crib or stay asleep unless he is already in a deep sleep at the end of the soothing and/or feeding. Soothing himself to sleep is difficult because he was overtired, and 20 percent of babies (extreme fussiness/colic) are often this way during the first few months anyway. The problem is not your failure to “put him to sleep when drowsy but awake,” rather, the problem is allowing your baby to become overtired or being unlucky and having an extremely fussy/colicky baby.
This translates into the observation that when parents are successful with the sleep strategy of “put your baby to sleep when drowsy but awake,” there are fewer sleep problems, and when parents do not (or cannot) do this, there are more sleep problems. The truth is, the success of this strategy is dependent on having a well-rested child to start with. If you innocently let your child get overtired or if you have an extremely fussy/colicky baby, this sleep strategy is not going to work well.
WARNING!
The first week of life is like a honeymoon. Newborns “sleep like a baby.”
For all babies: It will become more and more difficult to soothe and sleep the baby in the evening hours at six weeks of age, counting from the due date.
For 80 percent of babies: They settle down at night a few weeks later.
For 20 percent of babies: It will become more and more difficult to soothe and sleep the baby all the time starting at several days of age, counting from the due date. These babies settle down at night at three to four months of age.
When your baby becomes more and more difficult to soothe and sleep, he appears to be more completely out of your control and your life will not be easy.


SLEEP TRAINING DOES NOT EQUAL CRY IT OUT


	Sleep training involves several general principles to use the natural development of sleep/wake rhythms as an aid to help your child learn to sleep.

	Respect your baby's need to sleep.

	Start early to plan for or anticipate for when your baby will need to sleep, similar to anticipating when your baby will need to feed.

	Maintain brief intervals of wakefulness, this is the one-to two-hour window.

	Learn to recognize drowsy cues (see page 63), though they may be absent in 20 percent of extremely fussy/ colicky babies. Drowsy cues or sleepy signs signal that your baby is becoming sleepy; this is when you should begin your soothing efforts.

	When you put your baby down or lie down with him, he may be drowsy and awake or in a deep sleep. Either way works if you have good timing.

	Develop a bedtime routine.

	Matching the time when you soothe your baby to sleep to the time when he naturally needs to sleep is the key. For 80 percent of common fussy babies, perfect timing produces no crying.

	During the first several weeks, many babies fall asleep while feeding or sucking to soothe even if not hungry. This is natural. It is not necessary to deliberately wake your baby before you put him down to sleep or lie down with him in your bed. Later, your older baby may or may not momentarily and partially awaken as you remove your breast or bottle before falling asleep. Do not force him to a wakeful state before attempting to sleep him.


Weeks Two to Four: More Fussiness
All babies are a little hard to “read” during these first few weeks. Most activities such as feeding, changing diapers, and soothing to sleep occur at irregular times. Do not expect a scheduled baby, because the baby's needs for food, cuddling, and sleeping occur erratically and unpredictably. When your baby needs to be fed, feed him; when he needs to have his diaper changed, change him; and when he needs to sleep, allow him to sleep.
What do I mean by “allow him to sleep”? Try to provide a calm, quiet place for your baby if he sleeps better this way. Many babies are very portable at this age and seem to sleep well anywhere. You're lucky if your baby is like this, and you're even luckier if he is one of the few who have long night sleep periods. Most newborns don't sleep for long periods at night.
Studies have shown that for babies a few weeks old, the longest single sleep period may be only three to four hours, and it can occur at any time during the day or night. This is day/night confusion. Extremely fussy/colicky babies may not even have single sleep periods that are this long; premature babies may have longer sleep periods.
Parenting strategies such as changes in the amount of light or noise don't appear to greatly influence babies’ sleep patterns now. In fact, specific styles or methods of burping, changing, or feeding do not seem to really affect the baby. Try not to think of doing things to or for the baby. Instead, take time to enjoy doing things with your baby. Do the things that give you both pleasure: holding, cuddling, talking and listening, walking, bathing, and sleeping together. This active love is sufficient stimulation for now; you don't have to worry about buying the right toy to stimulate your baby.
A change will occur in all babies during these first few weeks, and you should prepare for it. When your baby is about to fall asleep or is just about to wake up, a sudden single jerk or massive twitch of his entire body may occur. As the drowsy baby drifts into a deeper sleep, the eyes sometimes appear to roll upward. This is normal behavior during sleep/wake transitions. Also, all babies become somewhat more alert, wakeful, and aroused as the brain develops. You may notice restless movements, such as shuddering, quivering, tremulousness, shaking or jerking, twisting or turning, and hiccoughs. There may be moments when your sweet little baby appears impatient, distressed, or agitated for no identifiable reason. This is normal newborn behavior.
During these spells of unexplainable restlessness, the baby may swallow air and become gassy. Often he appears to be in pain. Sometimes he cries and you can't figure out why. The crying baby may be hungry or just fussy. This is confusing to all parents.
All in all, now you may not have the baby you dreamed of having. She cries too much, sleeps too little, and spits up on you whenever you forget to cover your shoulder with a towel. Here are some concrete steps you can take to make it easier for everyone.
	Take naps during the day whenever your baby is sleeping

	Unplug all phones in the house

	Go out, without your baby, for breaks: a walk, a coffee date, a movie

	Plan or arrange for a few hours of private time to take care of yourself

	Do whatever comes naturally to soothe your baby; don't worry about spoiling her or creating bad habits

	Use swings, pacifiers, or anything else that provides rhythmic, rocking motions or sucking


If you find that your baby sleeps well everywhere and whenever she is tired, enjoy your freedom while you can. A time will come when you will be less able to visit friends, shop, or go to exercise classes, because your baby will need a consistent sleep environment.
Q: Why are breast-fed babies fed more often at night than formula-fed babies’?
A: It may be that the breast milk takes less time to digest so the breast-fed baby is hungrier sooner. It may be that the mother who has chosen to breast-feed is more sensitive or attuned to her baby and responds more frequently to the baby's sounds, both hungry sounds and sleep sounds. Maybe the breast-feeding mother is more committed to soothe or nurture her baby, using her breasts as a pacifier even when her baby is just fussy and not hungry. Perhaps the breast-feeding mother responds more often because her breasts feel uncomfortably full. Or, the mother who is breast-feeding is unsure whether her baby has gotten enough because, unlike the formula-fed baby, she cannot see how much her baby has taken.
Q: I've heard that my newborn should not sleep in the bassinet in my room or in my bed with me, that it will spoil him.
A: Nonsense. For feeding or nursing, it makes it easier for both of you if your newborn is close. When your baby is older, say three or four months, both of you may sleep better if he is not in your room. Anyway, by then the number of night feedings is usually smaller.
Brief awakenings in young infants under four months of age are acceptable to most parents because these usually are thought to be caused by hunger. For the older child, especially if he had been sleeping overnight previously, night wakings are often thought of as a behavioral problem. The truth is that awakening at night or complete arousals are normally occurring events, as discussed in Chapter 2. Problems in the older child may arise when he has difficulty or is unable or unwilling to return to sleep unassisted. The more often these events occur, the longer each separate awakening lasts.
Q: When will my child sleep through the night?
A: Many infants between six weeks and four months will naturally go to sleep late around 9:00 to 11:00 P.M., and sleep several hours without a need to be fed. Some call this “sleeping through the night.” After four months, infants tend to go to sleep earlier, around 6:00 to 8:00 P.M., and some now need to be fed once or twice before they wake up to start the day. After nine months, these night feedings are not needed. Except for breast-fed babies in a family bed, more than two night feedings will begin to create a night waking habit.
Weeks Five to Six: Fussiness/Crying Peaks
At about six weeks of age, or six weeks after the expected date of delivery for preemies, your baby will start to return your social smiles.
If you are lucky and have a calm baby who appears to have regular sleep periods, prepare yourself for changes resulting from your child's increased social maturation. The social smiles herald the onset of increased social awareness, and it may come to pass that your baby will now start to fight sleep in order to enjoy the pleasure of your company. This is natural!
PRACTICAL POINT


Try to meet your baby's needs. If he's hungry, feed him. If he's tired, sleep him.
When your baby appears slightly fidgety, ask yourself two questions. First, when did you last feed her? Second, how long has she been up? Sometimes you need to sleep her and not feed her.
Around the time your baby produces her first social smiles, at about six weeks of age, night sleep becomes more organized, and the longest single sleep period begins to occur with predictability and regularity in the evening hours. This sleep period is now about four to six hours long. (If your baby has extreme fussiness/colic, the longest sleep period might be less than this.) Your baby will also start to settle down more and more. She will become more interested in objects such as mobiles and toys, she'll have more interest in playing games, and her repertoire of emotional expressions will dramatically increase.
Yet many parents find this time particularly frustrating, since many babies reach a peak of fussiness and wakefulness at about six weeks. Even extremely fussy/colicky babies may be at their worst at six weeks of age.
THE SIX-WEEK PEAK
All babies are most fussy, cry the most, and are most wakeful at six weeks of age.
One mother told me, “He's a little excited about all the living going on.”
Here is a vivid description of the six-week peak.
ANTONIO'S SLEEP STORY
Like many couples today, my husband, Arturo, and I got married in our late twenties/early thirties, and waited several years before deciding the time was right for starting a family. We felt that although our spontaneous, independent lifestyle would change, we were ready for the challenge of having a baby. Our friends with kids all told us that our lives would change, but it was impossible for us to imagine just how different our lives would be after our baby was born!
Antonio was born two weeks early and without difficulty. I remember thinking several hours after his birth that he was going to be a very easy boy, since my pregnancy and delivery were both routine and relatively easy. Three days after we brought him home, however, I realized that my expectations might have been a little off. Looking back at the notes I took (I kept a spreadsheet with a sleeping/eating schedule and wrote many comments on it about Antonio's habits), Antonio started crying that day at about 8:00 P.M. and didn't stop until 5:30 A.M. After an extremely stressful night of walking Antonio up and down the hallway, rocking him, and doing everything we could think of to soothe him, he finally fell asleep, exhausted, at about 6:00 A.M. It was a terrible feeling for parents who love their baby so much not to be able to soothe or comfort him! My husband and I felt like failures, and we called the doctor the minute the office opened that morning and pleaded for help. Luckily, we found out that part of his crying that night was due to hunger, as my breast milk hadn't come in yet. That was an easy problem to fix!
We remedied his hunger quickly, but he still seemed to cry a lot. Over the next three weeks we started to notice a pattern of crying that started at about 5:00 P.M. and usually lasted for about six hours. In addition to that, Antonio awakened every two hours to be fed (as most babies do) during the night and didn't take daytime naps! During these early weeks the only way Antonio would sleep, night or day, was if either my husband or I held him. Needless to say, both my husband and I were as desperately in need of sleep, as Antonio was! At the time, my husband said that he couldn't understand why our baby cried so much and slept so little when every other baby he knew didn't seem to have these issues. In fact, of all the new parents we met through my prenatal exercise classes (there were fifteen to twenty couples we knew who had babies at the same time), only one other baby seemed to have the same type of behavior. In addition, couples with older babies and toddlers were no help whatsoever, as they all claimed to “forget” whether or not their babies were fussy. I could not believe anyone could ever forget what we were going through. My husband thought we must be doing something wrong, and I was afraid he might be right, although I didn't admit it at the time.
When Antonio was about three weeks old, I brought him to see Dr. Weissbluth. We discussed his sleep patterns (or lack thereof), and he advised me that Antonio's evening fussiness would get worse until he was six weeks old, and then it would start to improve slowly and hopefully end at about twelve weeks. I was quite dismayed to also learn that since Antonio was born two weeks early, I had to count Antonio's age from his original due date, not his birth date. So instead of having only three more rough weeks, we would probably have at least five! That's an eternity when you're sleep-deprived! I really didn't know how we were going to make it through that rough period! At one point I remember counting out the weeks until week six, as I did at least every other day, telling my husband, “We only have three and a half more weeks!” To which my husband replied, “And what if he doesn't get better after that?!” I think the biggest worry we had was that Antonio's fussiness would never end. This being our first child, we weren't 100 percent sure he would ever grow out of this! In the midst of this period, it seemed to us that this would be what our new lives would be like forever—endless nights of holding our crying baby followed by bleary days of holding him so he would sleep. We knew in our minds that he had to get better, but the big question was when.
Then, at about six weeks after Antonio's original due date, I couldn't believe it, but I actually started to notice that his evening fussiness was decreasing! It was almost six weeks to the day, and I was utterly amazed that Dr. Weissbluth's timetable was so accurate. In addition, at the same time, his nighttime sleep started becoming a little longer and he started falling asleep in his crib instead of having to sleep with me! The improvements were small, but at that point I was just ecstatic to have four solid hours of sleep at night! At about ten weeks I called the doctor and received encouraging advice. He suggested that I start putting Antonio to bed earlier at night, as this might help him feel less tired and make him fall asleep more easily. At the time, Antonio was going to bed between 10:00 and 11:00 P.M. SO I moved his bedtime to around 8:00 P.M. for a few nights, and I could not believe how well this worked! I then started putting him in his crib even earlier, as I noticed that he actually became tired at around 6:30 P.M. Antonio is now almost five months old, and he has been sleeping from 6:30 P.M. through the night to about 7:00 A.M. He has been doing this since he was twelve weeks old. He does wake up occasionally at 4:00 or 5:00 A.M. if he's hungry, but for the most part he sleeps extremely well at night, and is even starting to form regular daytime naps! Arturo and I still can't believe that our “colicky” baby is such a great sleeper now. If we had only known this back in week three, we would have been a little less stressed out! I hate to say it, but like most of my friends with older children, I'm forgetting the details of his fussy period, too! Antonio is such a joy to be with, I actually might want to have a second baby. Yikes!
Your baby may irritate and exhaust you. She may give up napping altogether and, to make matters worse, when awake may appear to be grumbling all day. You may feel battered at the end of each day; you may be at your wits’ end. This, too, is natural. Being annoyed with your baby does not make you a “bad” parent. Just understand why you're annoyed. Remember that your baby's immature nervous system lacks inhibitory control. The brain will develop inhibitory capabilities as it matures, but this takes time; things will settle down after six weeks of age.
Here is an account of one mother's first eight weeks.
“MY FIRST BATH IN EIGHT WEEKS”
Today my baby girl, Allyson, is eight weeks old. I celebrated by taking my first uninterrupted bath since her birth. Of course, she woke up just as I was toweling off, but I have learned to be grateful for small pleasures.
Allyson doesn't sleep much, and when she's awake she's usually either crying or nursing. It's been a little better the past week, but she still sleeps very little: six to eight hours at night and two to four hours during the day. And since I can't bear to hear her cry, that means she spends most of her time on my breast, where, mercifully, she can always be soothed. I feel as if I've merged with the brown corduroy chair where I nurse her.
Lately she's good for a couple often-to twenty-minute play periods (on the floor on her back, me leaning over her, or on the changing table while I change her diaper). I can't hold her and play with her; she's always squirming to get at my breast. So, anyway, she's on my breast ten to twelve hours a day.
Given Allyson's behavior (constant crying or fussiness, and a constant desire to nurse or at least hang out at my breast), I naturally concluded that my baby was starving, that I did not have enough milk for her. If I did have enough, surely she would fall asleep and stay asleep. Obviously, I thought, she was waking after a few minutes or half an hour because she was hungry. A weighing at the doctor's, where I learned that she was in the seventy-fifth percentile for growth (at three weeks) did not reassure me.
When I talked with the doctor, he said it did seem my baby was colicky, and I took his book home to read. Finally, I found descriptions by other mothers of babies like mine! I was not alone. I came to understand how sleeping problems, like those of my baby, appear to be hunger, but really aren't. I also learned that there's nothing I can do for my baby that I'm not already doing, and so I might as well turn some of my energy around and start taking care of myself. Truly, I believe that in the case of a colicky baby, who in most cases cannot be treated for her condition, it is the mother who needs “treatment” or help, and to this end I suggest:
	Get out of the house an hour or two a day, minimum

	When out of the house, try to get some physical exercise to burn off the tension

	Don't feel guilty about doing anything that makes you feel good

	Socialize as much as possible outside the home

	Keep a diary or log of your baby's sleeping/feeding habits

	When the baby is asleep, get some sleep yourself, unless you're doing something for your own peace of mind


And things are getting better. Last night Allyson woke up from a three-hour nap, nursed calmly, and wasn't fussy for several hours afterward. She didn't go back to sleep, but she didn't cry either. Later that evening she slipped back into her old ways, but I got to hold her and play with her for over an hour; then she stayed calm in the swing for a while.
And I got my bath this morning.
If you are lucky to have an easy baby, at five to six weeks you may have already noticed her sleep patterns becoming somewhat regular. You can try to help your baby become more regular by putting her down or lying down with her to sleep when she first appears tired, but, in any case, after no more than two hours of wakefulness. She may or may not drift into sleep easily. You do not need to let her cry at all, but some babies will fuss or cry in a mild fashion before falling asleep. If she cries for five, ten, or twenty minutes, it will do her no harm, and she may drift off to sleep. If not, console her and try again at other times. Try to become sensitive to her need to sleep. The novelty of external noises, voices, lights, and vibrations will disrupt her sleep more and more, so try to have her in her crib or your bed when she needs to sleep. Go slowly and be flexible.
Remember, sleep training means starting to respect your baby's need to sleep when he is a newborn by anticipating when he will need to sleep (within one to two hours of wakefulness), learning to recognize drowsy signs, and developing a bedtime routine. Then your baby will not become overtired.
Now you might want to try to help your baby sleep better at night. The ease with which you can accomplish this is related to whether your child is currently well rested or overtired. And this depends on whether he had common fussiness/crying or extreme fussiness/colic and whether you were able or unable to successfully soothe him during the first six weeks.
Alternatively, you might have no need or desire to try any of these three sleep training strategies. Your baby might be sleeping well at night, and there is no reason to rock the boat. Or, you are enjoying the family bed and do not wish to change or allow your baby to cry. This is fine for now, but after four months of age, you probably will want to consider some changes in sleep routines to accommodate your baby's need for an earlier bedtime. These changes do not necessarily mean that your baby will cry.
Always consider both your child's ability to self-soothe and your resources for prolonged daytime and nighttime soothing. Do what works best for you and your baby.
FOUR SLEEP-TRAINING STRATEGIES: WHEN TO TRY


	At six to eight weeks of age if you have to return to work and/or you are totally exhausted and unable to function. May work well for common fussiness/ crying babies, especially if they appear to have an easy temperament.

	At eight to sixteen weeks of age to help your baby sleep better at night for babies with common fussiness/ crying. Success may be quick and easy.

	After sixteen weeks of age to help your baby sleep better at night for babies who had extreme fussiness/ crying. Success may be slow and difficult.


1. “Let Cry,” Ignoring, Extinction
Not responding to your child at night is most difficult for parents. It is also not always clear if your baby is or is not hungry. Between six to eight weeks and four months, babies might be hungry and need to be bottle-fed two or three times a night, but after four months, only once or twice, and after nine months, not at all. The idea is to respond if you think your child is hungry but not at other times. This determination may be harder for a mother who is breast-feeding because of uncertainty regarding her breast milk supply. Fathers should give a bottle of expressed breast milk or formula to help clarify whether the baby is hungry or not.
In addition, there is almost always a temporary increase in crying at night when parents do this. While appearing harsh, it is my impression that the total amount of crying with “Extinction” is less than with “Graduated Extinction” because success occurs faster. Research comparing these two methods showed that parents using “Extinction” reported less stress in parenting. This supports my observation that parents are more willing to employ “Extinction” again following changes of sleep routines such as holiday trips, special events such as birthdays, or illnesses. In contrast, because “Graduated Extinction” often takes longer, parents are less willing to repeat the procedure when changes of sleep routines cause the child to become overtired. Another observation is that for older babies or children where there is less uncertainty regarding hunger at night, “Extinction” is simpler to execute and parents can therefore be more consistent. In contrast, “Graduated Extinction” requires a detailed plan of action to be modified gradually but consistently over several days or longer.
Here is one mother's account.
ARES
We brought Ares home from the hospital with only a ballpark notion of what it would it be like to care for a baby. As far as I knew, Ares would sleep when he needed to sleep. As the months progressed, I went to him whenever he cried and changed him and nursed him on demand. At night he woke often and slept in bed with me most of the time. Whenever Ares cried I would sort of panic. I seriously would have done anything to soothe him. All my adrenaline turned on and my heart raced. People would ask me if I had him on a sleeping or nursing schedule, and I didn't know what to say. He nursed on what seemed like a constant basis, and he hardly slept. I snuck two-minute showers listening to him cry, feeling guilty the whole time. When I asked people about babies and their sleeping habits, they would say vague things like “Babies sleep when they need to sleep, no less and no more” and “Every baby is different, like a snowflake. Some just need less sleep than others.” I found this less than helpful. I kept waiting for Ares to “sleep through the night,” but it never happened. At night he was up seven or eight times. During the day he didn't sleep much, just little short naps. Sometimes, when I nursed him to sleep and put him down for a nap, he would wake up and cry right when I put him down. I started holding him while he slept.
I read that you should always take your baby everywhere and “wear” your baby like the Native Americans did. I carried him around in a Bjorn baby carrier on walks and to do errands. By the time he was ten months old, his nighttime routine was established. I would nurse him to sleep at 8:00 P.M., put him in his crib, and he would wake up at 10:00 P.M. and cry. I would change him and nurse him back to sleep, and carefully, oh so carefully, put him back in his crib, and repeat this process all night every two or so hours. Sometimes he would wake up when I put him back in bed and I would have to start all over again. As the night progressed, and he became more and more exhausted, he was more likely to wake up when I put him down, and it took longer to soothe him back to sleep. By 6:00 A.M. he was up for the day, napping occasionally and only briefly. Sometimes I couldn't even put him down long enough to eat dinner. I held him while I ate. One night I went to him when he cried and nursing did not soothe him. He could not stop crying no matter what I did. I realized at that moment that he didn't need me so much as he needed to sleep. We were all exhausted.
We had heard about “crying it out” before, and I thought it sounded cruel. But my husband wanted to do it, and it was clear that we had to change our methods, because although I was perfectly willing to deprive myself of sleep on his behalf, Ares was clearly suffering from sleep deprivation. Ares had all the symptoms of an overtired child. He was easily startled, and cried uncontrollably at sudden or loud noises. He was unable to go to sleep on his own, and unable to stay asleep once he did. The book explained that in going to Ares every time he cried at night, I was stimulating him and keeping him awake, not soothing him and reassuring him as I had thought. All that stuff I had read about “nighttime parenting” and “attachment parenting” was not only not helping, it was hurting Ares. We decided to try Dr. Weissbluth's “Extinction” method.
The first night I put Ares to bed at 8:00 P.M. as usual, but when ten o'clock came and he cried, I didn't go to him. It was one of the hardest things I have ever done, but I wanted to give it a try for his sake. He cried for forty-five minutes. I thought I would die. My nervous system went haywire. I cried, my whole body got hot, I was shaking and sweating and my heart pounded. He's going to think I abandoned him, I thought. He will never trust me again. But once he stopped crying he slept all night long. Ares had never slept for more than four hours in a row. I thought for sure he had died. But he woke up the next morning happy and rested and then fell back to sleep a couple of hours later on his play rug, another first. Ares had never in his life fallen asleep without nursing. From then on we were convinced that Dr. Weissbluth knew what he was talking about. We worked to make sure Ares got the sleep he needed. At night we developed a sleep ritual of bathtime, reading to him and nursing him at 6:00 P.M., and putting him down sleepy but awake. He took two naps a day, following a slightly abbreviated sleep ritual, and slept for two hours in the morning and one hour in the early afternoon. For some reason he didn't cry at nap time, he just went quietly to sleep. At night, however, for several weeks he still cried for forty-five minutes when I put him down. This was extremely difficult, even painful. But once he fell asleep he stayed asleep for twelve hours, which was incredible to me, and he was so much happier during the day that we stuck with it. In the daytime, he was so much calmer; he even seemed sleepier for the first few weeks. He almost never cried anymore, and his attention span was longer. Eventually, Ares went to sleep without crying, and he still sleeps every night all night long, for at least twelve hours a night.
2. Controlled Crying, Partial Ignoring,
Graduated Extinction
This is a variation of “Extinction.” One method is to leave your baby for about five minutes, then return and soothe him back to the sleepy state or put him down after soothing. If loud crying recurs, leave your baby for ten minutes and then repeat the soothing process. If loud crying again starts, leave your baby for fifteen minutes before repeating the soothing process. This sequence repeats with an additional five minutes of ignoring his crying until he falls asleep during one of the crying spells or does not cry after your soothing effort.
Another method is to also increase the time of ignoring before checking on your baby, but increase the time by about five minutes every two days. Research has shown this method to work well over a period of four to nine nights. Again, your success depends on your child's tendency to fuss or cry, how well rested or overtired he is, and how consistent you are.
This method appears less harsh than “Extinction” and works well for many children. It is my impression that for extremely fussy/colicky babies, by four months of age, parents are worn down from sleep deprivation and the child is way overtired. In this situation trying “Graduated Extinction” often fails because the child's crying outlasts the parents resolve to be consistent and “Extinction” produces results sooner.
3. Check and Console
Responding to your child at night is least difficult for parents. You quietly enter whenever your baby cries to see that she is all right and gently soothe her in darkness but you try to not pick her up. Instead, you rub her tummy, stroke her hair, or gently rock the crib. You do the least amount of rocking, singing, and if necessary, nursing to soothe her back to a calm, sleepy state. This method appeals to those who practice attachment parenting because they believe that it provides emotional security, that their cries will not go unanswered so they can learn to trust their mothers, and they will not feel abandoned. However, there is no evidence that babies are harmed when they are allowed to cry. Furthermore, this method could teach some babies to cry more frequently and longer in order to receive more soothing. In addition, it is very hard to only partially soothe a crying baby at night. On the other hand, if your baby is well rested and did not have extreme fussiness/colic, this method might work well.
REMEMBER


Different children require different approaches.
4. Scheduled Awakenings
See page 298 in Chapter 6 for a discussion of this method.
Here is an account from one mother who needed to get her child's sleep on a firmer schedule before she went back to work. Trying her methods with a more irregular, extremely fussy/colicky child probably wouldn't have worked at this early age. But an easy, regular, common fussy baby often responds quickly to sleep-training strategies at around six weeks.
In this story, the mother incorrectly equated sleep training with letting her baby cry.
“MY MATERNITY LEAVE WOULD SOON BE OVER”
When Ron and I interviewed and selected our pediatrician before David was born, we left his office comfortable with the care we felt our child would receive. Although we knew the doctor had a special interest in sleep disorders, we never dreamed we would be faced with a baby whose internal clock thought day was night and night was day.
Oh, it didn't happen right away. In fact, the first few weeks were spent nursing and changing diapers in between David's naps. Looking back at those first weeks, Dr. Weissbluth must have really chuckled at some of the questions I asked him.
At the same time, I was beginning to relax and feel, yes, everything is going along normally, David became more alert; Ron and I knew it was a great step in his development. We looked forward to his periods of wakefulness as a time to interact with him. But a pattern began to develop: David didn't want to go to bed at night.
The doctor listened to what we were going through and assured us that, first of all, this was normal for some babies. David was really too young to go through sleep training at six weeks. So Ron and I resigned ourselves to some more of the same.
When David was two months old I began to panic. My maternity leave would soon be over. I could barely stand up most of the time, I was so tired. I also wanted to continue to nurse David whenever I was home. I knew we had to do something before I went back to work. So we called Dr. Weissbluth and made an appointment to see him.
First, the doctor checked David's physical condition. He was in perfect health. Then we talked. Dr. Weissbluth explained that we would have to make some changes in the way we handled David's sleep periods. David was to have a quiet, darkened room when sleeping. No more night-light, music, et cetera. Naps should last at least forty-five minutes to an hour. If David got up sooner, we were to leave him there until he got the rest he needed. Instead of letting David stay up late, we were to put him to bed between 7:00 and 9:00 P.M. NO rides in cars, strollers, or swings, where sleep occurred for a short time.
We decided to start that next Monday, since Sunday was Mother's Day. I nursed David at 9:00 P.M., and by 9:30 he was asleep in my arms. I tiptoed him into bed and crept back to the living room and turned on the intercom. It was quiet until 9:45, when I heard David sucking his fingers. I thought, Okay, he'll get back to sleep soon, but by 10:00 the crying began. David cried until 12:30—two and a half hours. For every cry I heard I shared his frustration, anger, and seeming pain. And I was angry—at David, the doctor, Ron, and myself. Finally, David fell asleep, and he slept until 6:45 the next morning, when I woke him to nurse.
The morning wake-up was planned and agreed to with Dr. Weissbluth. The idea was to get David to wake before I left for work so that I could nurse him. David seemed fine. I was exhausted.
Tuesday I let David wake himself up. That day he took naps ranging between two and three and a half hours, but his schedule was rather loose. At 8:30 that night, when he woke up, I fed, bathed, and played with him until he had one last nursing and I put him to bed, although he was not asleep, at 10:50. This time he cried from 10:50 until 11:15. Only twenty-five minutes? Could it be this easy? I was very encouraged. Weeks of David's inability to get to sleep at night seemed to be at an end. Even Dr. Weissbluth seemed surprised at David's progress. Once again he slept through the night.
Although we were still unsuccessful at getting David to bed early, the periods of crying himself to sleep were getting shorter. On day three he cried for twenty-one minutes and then didn't let out another peep until the next morning.
Just when Ron and I began to let out our breaths, David put us back in our places. On day four David cried for nearly an hour and a half. My spirits dropped. Was this just a temporary setback or had the last three days been a fluke? When I called the doctor the next morning, he told me to continue the training. David would have some off days, he explained.
We found that if we responded to him quickly, assuming he wanted to nurse, he became irritable and difficult to feed. Those were the nights the crying seemed to go on forever.
We continued to check in with Dr. Weissbluth, but less frequently. At the end of our third week of sleep training, David, Ron, and I really had our acts together. Ron and I could tell when David was ready to call it a day, and we didn't push him to stay up any later than he wanted.
When Ron and I started sleep training, we kept a log of David's wakings and sleeps. We still do—not because he's still in training, but with my return to work and Ron's busy schedule, we are better able to understand David's moods and hunger patterns when the sitter lets us know what's gone on during the day.
Weeks Seven to Eight: Earlier Bedtimes and Longer Night Sleep Periods Develop
The major biological changes starting now are a tendency to go to sleep earlier at night and for longer periods of uninterrupted night sleep. Do not try to force an earlier bedtime on your child; rather, watch for drowsy signs developing earlier in the evening.
As we have seen, every baby behaves differently during these first few weeks. Your own baby most likely will fall somewhere in between the common fussy or “easy” baby and the extremely fussy/colicky infant. And even if your baby has been “easy,” this may well be a period in which she “forgets” what she has learned.
Common Fussy or “Easy” Baby
“Easy” babies are placid and easy to manage, quiet angels most nights. Sure, they may have a fussy period in the evening, but it's not too long, intense, or hard to deal with. They appear to sleep well anywhere and anytime during the day and quite regularly at night. In fact, the early development of regular, long night sleep periods—starting well before the age of six weeks—is a characteristic feature of “easy” babies. These kids are very portable, and parents bask in their sunny dispositions.
But shortly … dark clouds may gather. The baby starts to have some new grumbling or crabbiness that does not occur only in the evening. In fact, the quiet evenings might now be punctured by new, “painful” cries suggesting an illness. Or, it might now take longer to put the baby to sleep. What has happened to your sound sleeper?
HINT


Be careful, but… No set schedules. No rigid rules.
Irregularities of sleep schedules, nap deprivation, and too late a bedtime are the chief culprits. Now is the time to become ever more sensitive to your child's need to sleep.
After about six weeks of age, the best strategy still is to try to synchronize your caretaking activities with your baby's own rhythms. You should try to reestablish healthy sleep habits by removing the disruptive effects of external noises, lights, or vibrations. Although it may be inconvenient for you, try to have your baby back in her crib after no more than two hours of wakefulness. Consider this two-hour interval to be a rough guide to help organize the day into naps and wakeful activities.
Q: How long can I keep my baby up ?
A: No more than two hours.
Two hours of wakefulness is about the maximum that most babies can endure without becoming overtired. Sometimes a baby may need to go to sleep after being up for only one hour. Often this brief wakeful period of only one hour occurs early in the morning. Try to soothe him to sleep before he becomes overtired—before he becomes slightly crabby, seems irritable, pulls his hair, or bats at his ears. Expect this type of behavior to develop within two hours of waking up if he is not put to sleep when he first shows signs of being tired. Look for drowsy signs (see page 63). Please do not mistake this two-hour guide to mean that he should be up for two hours and then down for two hours. Rather, two hours is the time interval during which you should expect to put him to sleep.
When you have been out for a walk or running an errand with your baby, watch the clock and try to have her asleep within two hours after she wakes up. If upon returning home during this time interval you notice that she is becoming overtired, say to yourself, “I blew it this time; next time I'll return home sooner.” By paying attention to clock time, you will discover how much wakefulness your baby can comfortably tolerate.
Expect your overtired child to protest when she is put down to sleep. This is natural, because she prefers the pleasure of your soothing comfort to being in a dark, quiet, boring room.
Keep in mind the distinction between a protest cry and a sad cry. You are leaving your baby alone to let her learn to soothe herself to sleep; you are not abandoning her.
Q: How long should I let him cry?
A: Not at all if you want to lie down with him in your bed and soothe him to sleep, or start with five, ten, or twenty minutes. Try to decide whether your child is tired, basing your judgment on (1) his behavior; (2) the time of day, and (3) the interval of wakefulness—how long he has been up.
When you have decided he is tired or overtired, put him down to sleep—even if he doesn't want to sleep. Sometimes he'll fall asleep and sometimes he won't. When he doesn't, pick him up and soothe and comfort him. You may try again after several minutes to allow him to go to sleep on his own, or you may decide not to try again for several days. But remember, if your baby cries hard for three minutes, quietly for three minutes, and then sleeps for an hour, he would have lost that good hour-long nap if you had not left him alone for six minutes.
Remember that this baby was once a good sleeper, and is now fighting sleep for the pleasure of your company. At those times when he needs to sleep but wants to play, your playing with him is robbing him of sleep.
Keep a log or diary as you go through these trials to see if any trend or improvement occurs. Here's an account from Allyson's mother, who helped her baby make a dramatic—and permanent—improvement in her sleep habits at this time.
ALLYSON'S SLEEP DIARY
Day 56: Allyson woke up from an afternoon nap, and I thought she was ill—she was so calm! No jerky movements or agitated behavior, which I guess I'd assumed was just “normal” for her. About this time, though, she still cried a lot when not nursing, and she still had trouble falling asleep.
Day 59: Let her fuss one hour—and she went to sleep for three and a quarter hours (5:45 to 9:00 P.M.).
Day 60: Allyson fussed all morning and wouldn't sleep, but I kept her in her crib from 10:15 A.M. to noon, staying with her most of the time. Got her up to nurse at noon. That night she woke up at 2:30 A.M.—for the first time in several weeks. I nursed her until 3:00 and then put her down. She fussed off and on until 4:00, when she went to sleep.
Day 63: Breakthrough! She went to sleep for forty-five minutes in the morning and took a really long nap in the afternoon (12:45 to 5:00). But she woke in the middle of the night again (3:20 A.M.). She went back to sleep at 4:30 and slept until 8:30. She was happy in her crib—no screaming as I changed her diaper, which was new behavior!
Careful records show that up to Day 59, the total sleep duration per twenty-four hours was about six to twelve hours. After Day 63, the total sleep duration was longer—twelve to seventeen hours. The four-day training really helped the child sleep longer.
Day 64: Two wonderful things happened. First, Allyson took a morning nap (10:45 A.M. to 1:30 P.M.), and when I put her down for the night, with her eyes wide open, she did not fuss at all. I quickly left the room and heard no crying. She slept from 8:35 P.M. to 5:05 A.M.
Days 87-96: Allyson is just about perfect. If she starts to fuss, I know she is hungry, wet, or tired. If she's tired, I simply put her in her crib and within two minutes she is asleep. It's a miracle!
Sleep Log
The sleep log is a tool to help you see how your baby is sleeping—or not sleeping. A diary like Allyson's, which lists the events of the day, is difficult to scan visually; you want to see the forest, not the trees. Here's how to make a sleep log. Each twenty-four-hour day is shown as a separate bar on a graph with the horizontal axis as the day of the week and the vertical axis the time of day. So what you see is a series of bar graphs. Each bar is color-coded for sleep times and wake times. Other times such as crying times, feedings, periods in crib awake, periods in crib asleep, or periods asleep in parent's arms may be included. What happens is that you begin to pay closer attention to the timing of these events. You have some baseline data with which to compare an intervention such as an earlier bedtime. Spotting trends such as less crying or longer naps is often easy. When some success is observed, you are motivated to persist despite some crying or inconvenience for you.
For twins and triplets, instead of a single bar for each day on separate graphs for each child, put two or three bars, one for each child, next to each other for a given day on the same graph so you can see for any period of days whether one sibling's schedule can be slightly modified to help synchronize the entire group.
Extremely Fussy/Colicky Infants
In contrast to babies who are common fussy or “easy,” there are extremely fussy or colicky infants. Colicky babies are difficult to manage for three to five months because they are intense, wakeful, stimulus sensitive, irregular when they do sleep, and sleep for brief periods. They have long periods of fussing and crying. And, unlike Allyson, often a portion of their crying is inconsolable. Because of their irregularity and alert/aroused state, it doesn't make sense to try to schedule their sleep at this time. They are hard to read. Most parents have difficulty telling whether they are hungry, fussy, or plain overtired. So leaving them alone is confusing to everyone. The following hints and the information in Chapter 4 will help you get through the rugged first few months.
Helpful Hints for Parents of Colicky Kids
Pamper yourself; remember, this is smart for the baby, not selfish for you. If you feel better, you will be better able to nurture your baby.
Forget errands, chores, housework
Unplug the phone
Ignore your baby's sleeping sounds
Nap when baby sleeps
Hire help for housework or breaks when baby is most
  bothersome
Plan pleasurable, brief outings without baby (swimming,
  shopping, movies)
Hints to Help Soothe Colicky and Noncolicky Babies
  DEFINITELY HELP SOOTHE
  Rhythmic rocking
  Sucking (A pacifier on a very short ribbon attached to a
    pillow cover or pajama top; ribbon must be short so
    that it cannot go around the child's neck)
  Swaddling
QUESTIONABLY HELP SOOTHE
Lambskin rug
Warm-water bottle placed on abdomen
Heartbeat sounds in teddy bear
Low-volume recording of vacuum cleaner or running
  water Removal of stimulating toys from crib or bright night
  light
Placing a soft blanket in baby's hand
Putting the child's head against a soft crib bumper or laying 
  a clean cloth diaper over the head like a scarf
PRACTICAL POINT


Don't save your smiles until colic ends.
Crying should not be thought of as a test for you. Don't feel that you are creating a crying habit because of your prolonged, complex efforts. Your first test to help your baby sleep will come later, at three to four months of age, when the colic subsides.
You can't treat colic with smiles, but there will be less crying in a home where there is a lot of social smiling. Practice smiling; smile broadly; open your eyes wide, regard your child as you nod, and say “Good boy” or “Good girl.” Do all these especially when your baby calms down or smiles at you.
Months Three to Four: Extreme Fussiness/
Colic Ends. Morning Nap Develops at
9:00 to 10:00 A.M.
Let's consider the ways in which your child has changed. More smiles, coos, giggles, laughs, and squeals light up your life. Your child is now a more social creature. She is sleeping better at night, but naps may still be brief and irregular.
Become sensitive to her need to sleep and try to distinguish this need from her desire to play with you. She would naturally prefer the pleasure of your company to being left alone in a dark, quiet bedroom. Therefore, she will fight off sleep to keep you around.
In addition to your presence, which provides pleasurable stimulation, your baby's curiosity about all the new and exciting parts of her expanding world will disrupt her sleep. How interesting it must be for an infant to observe the clouds in the sky, listen to the trees moving in the wind, hear the noise of barking dogs, or focus on the rhythms of adult chatter.
Become sensitive to the difference in quality between brief, interrupted sleep and prolonged, consolidated naps. Your child is becoming less portable. As her biological rhythms evolve for day sleep, your general goal is to synchronize your caretaking activities with her biological needs. This is no different from being sensitive to her need to be fed or changed.
When your baby needs to sleep, try to have her in an environment where she will sleep well. As she continues to grow, you will probably notice that she sleeps poorly outside of her crib.
I have examined many children who cry with such intensity and persistence that their mothers are sure they're sick. During their crying, they may swallow air and become very gassy. If this happens, it is tempting to assume that their formula doesn't agree with them or that they have an intestinal disease—but only at night? These children are healthy but overtired. Not only do they cry hard and long when awake, they also cry loud and often during sleep/wake transitions.
PRACTICAL POINT


The crying baby may be hungry or just fussy. Or the crying baby may be
overtired.
Most of these children are overtired from not napping well or from going to sleep too late. They are not napping well because they're getting too much outside stimulation, too much handling, or too much irregular handling.
A sleep problem that is easy to deal with is the baby of about three months of age who had been sleeping well but now wakes up crying at night and during the day. The parents also may note heightened activity with wild screaming spells. These are regular, adaptable, mild infants who matured early but, at three months, began to decide they would rather play with their parents than be placed in a dark, quiet, and boring room. Parents who have not had enough experience believe this new night waking represents hunger due to a “growth spurt” or insufficient breast milk.
When these parents begin to focus on establishing a regular daytime nap schedule, when they put these babies in their cribs when they need to sleep, and when they avoid overstimulation, the frequent night waking stops. If the children had developed irritability or fussiness, this disappears, too.
REMEMBER


The more rested a child is, the more she accepts sleep and expects to sleep.
What is a good sleep strategy for your child at this age? As with the easy six to eight-week-old, plan to put your three-or four-month-old child somewhere semiquiet or quiet to nap after she's been awake for no more than about two hours.
Q: When I put my child to sleep after no more than two hours of wakefulness, how long should he sleep?
A: At this point, the naps may be either short or long without any particular pattern. This variability occurs because the part of the brain that establishes regular naps has not yet fully developed. Watch for signs of tiredness to help you decide whether a particular nap was long enough.
The two-hour limit on wakefulness is an approximation. Often there is a magic moment of tiredness when the baby will go to sleep easily. She is tired then, but not overtired. After you go past two hours, expect fatigue to set in. When the baby is up too long, she will tend to become overstimulated, overaroused, irritable, or peevish. Please don't blame changes in weather—it's never too hot or too cold to sleep well.
Many parents misunderstand what overstimulation means. A child becomes overstimulated when the duration of wakeful intervals is too long. Overstimulation does not mean that you are too intense in your playfulness.
PRACTICAL POINT
Do not think of overstimulation as excessive intensity with which you play with your child, but rather too long a duration of baby's normal period of wakefulness. It's not too much of a good thing, it's just being up too long.
Become Your Child's Timekeeper:
The Morning Nap Develops at 9:00 to 10:00 A.M.
Watch the clock during the day and expect the baby to need to sleep within two hours of wakefulness. Use whatever soothing method or wind-down routine works best to comfort and calm your baby. This may include a scheduled feeding, non-nutritive (“recreational”) nursing, a session in a swing or a rocking chair, or a pacifier.
After a while you may notice a partial routine or a rough pattern of when your child's day sleep is best. Based on your child's behavior, the time of day, and how long she has been awake, you may reasonably conclude that she needs to sleep at any given time. However, she may want to play with you instead. Please try to distinguish between your child's needs and her wants. Have the confidence to be sensitive to her need to sleep and lie down with her or leave her alone a little to let her sleep. How long should you leave her alone? Maybe five, ten, or twenty minutes; there's no need for a rigid schedule. Simply test her once in a while to see whether she goes to sleep after five to twenty minutes of protest crying. If this approach fails, pick her up, soothe her, comfort her, and then either try once more to get her to go to sleep, or play with her for a while and try again later.
This lack of rigid scheduling is appropriate for children a few months old who are biologically immature. However, as the child gets older, extreme inconsistency will produce unhealthy sleep habits. Be flexible, but also become sensitive to your child's need to sleep.
When put down to sleep drowsy but awake, you are giving her the opportunity to develop self-soothing skills, to learn how to fall asleep unassisted. Some children learn this faster than others, so don't worry if your child seems always to cry up to your designated time. Perhaps she was too young; try the technique again another time.
Always going to your child when he needs to sleep robs him of sleep. Never letting your child cry might reflect confusion in your mind between the healthy notion of allowing him to be alone sometimes and your own fear that he will feel abandoned.
Here's an account from the mother of a three-month-old infant.
IT GOES AGAINST HUMAN NATURE
To leave a baby crying and not pick him up goes against human nature. However, after three days of teaching Katie to sleep and having to listen to her crying and being helpless, her hysteria was almost completely solved!
It started at just twelve weeks. Katie was so fatigued she would cry for hours, screaming completely out of control, scratching her head, pulling her ears. Holding her didn't help, so it wasn't hard not to pick her up—she screamed anyway.
Instituting a new day schedule was easy. As soon as she started getting cranky, I rushed her to her crib to sleep. She would watch her mobile, and then sleep for hours at a time. The first week, she was so tired that she only stayed up thirty to fifty minutes at a time and slept three to four hours in between. The key for me was to get her down before she got really upset.
The afternoon was when she was awake the longest, and then it was hard getting her to sleep at night. The first few nights under our new regime were the worst. Positive reinforcement from my doctor was important then. I had to hear several times that this “cure” was the best thing to do.
The first night under our new strategy, my husband lay on the floor in her room (I guess to make sure she didn't choke) while I sat crying in our living room. Finally after forty-five minutes Katie was quien Hurray! Each night she cried less and less, and I handled it better and better. After a week, her hysteria was gone! Sure, she cried a little sometimes, but now she was on a schedule. She napped two or three times a day, two to four hours at a time, and slept twelve to fifteen hours a night. Sleeping promotes more sleep, and makes it easier to fall asleep. It's a catch-22.
Writing down the sleep patterns helped, too. For one week I kept track of every time I put her down and every time I picked her up from her nap. At the end of the week I noticed a distinct pattern. She fell into it herself!


MAJOR POINTS
Letting your baby “cry it out” is not the only way your baby will learn to sleep.
Babies and children learn to sleep when parents focus on timing, motionless sleep, and consistency in soothing style.
As Katie's mother noticed, sleep begets sleep. This is a true statement. Even though it is not logical, it is biological!
Q: My three-month-old used to take very long morning naps, but now at four months, they are shorter. What happened”?
A: Between three and four months, your child went to sleep later at night, he now goes to sleep earlier, wakes up better rested in the morning, and no longer needs a very long morning nap.
Preventing and Solving Sleep Problems
Sleep periods develop as the brain matures. This means that there are times during the day and night when your baby's brain will become drowsy and less alert. These time “windows,” when the sleep process begins to overcome your baby, are the best times for him to be soothed to sleep, because it is easier to fall asleep at these times and because the restorative power of sleep is greatest when your baby's brain is in a drowsy state. Your child is able to sleep at other times, but going to sleep is more difficult and its restorative power is then much less. Unfortunately, your baby's brain may not be drowsy when you want him to sleep. You cannot control when he will become drowsy any more than you can control when he will become thirsty. As your infant's brain matures, these biologically determined periods of drowsiness will become more predictable and longer.
After your baby is born, there is a quiet and calm honeymoon during which he is very sleepy. This ends when he is a few days old, or a few days after his due date if he was born early. You may not have a honeymoon if your baby was born late! After a few days of life, the sleepy brain wakes up, and during the first six weeks of life infants display increasing amounts of fussiness, crying, or agitated wakefulness, during which they swallow air and become gassy. The duration of these periods peak and become more common in the evening hours at six weeks or six weeks after the due date. During these first six weeks, the longest single sleep period is not very long and can occur at any time; this is day/night confusion. At about six weeks of age, something dramatic occurs naturally. Your baby begins to produce social smiles, and the evening fussiness begins to decrease. One mother asked me if she could “fast-forward to six weeks” and skip the hard part. Sorry.
REMEMBER
Long night sleep periods will develop first, so you will notice longer sleeping periods at night before you will notice longer naps.
The onset of social smiles followed by a decrease in fussiness reflects maturational changes within your baby's brain. In addition, the brain becomes more able to inhibit the stimulating effects of the sights, smells, sounds, and other sensations around her. Your baby is more able to console herself—she is becoming more self-soothing. As a result of these biological changes, at six weeks of age your baby develops night sleep organization. This means that her longest single sleep period now occurs at night. This is the end of day/night confusion. This longest night-sleep period may be only four to six hours long, but it regularly occurs at night. You cannot control the exact time when this long sleep period will occur, but at least you now know that you will get a little more rest at night.
Night sleep usually develops without problems at six weeks of age because:
	Darkness serves as a time cue

	We slow down our activities and become quieter at night

	We behave as if we expect the baby to sleep


These three factors may be absent during the day, and so the major way to prevent sleep problems from developing is to focus your efforts on helping your baby nap during the day.
There are three factors that will help your baby sleep well during the day: timing, motionless sleep, and consistency in soothing style. If you have experience because you have more than one child, start early; if you have a colicky baby, start later.
Timing
Keep the intervals of wakefulness short. Look at the clock when your baby wakes up in the morning or after a nap. After about one hour, begin a soothing process before your child appears grumpy, crabby, or drowsy. Usually the total duration of wakefulness plus the time of soothing should be less than two hours. This does not mean that you keep your baby awake for about two hours before trying to soothe him to sleep. The point is that young infants cannot comfortably tolerate long periods of wakefulness. In fact, some babies go to sleep after being awake for only one hour.
MAJOR POINT
Perfect timing produces no crying.
Think of surfboarding. You want to catch the wave of drowsiness as it is rising to enable your baby to have a long smooth ride to deep slumber. If your timing is off and your wave crashes into an overtired state, then the ride is bumpy and brief. If your timing is off, you have accidentally allowed your child to become overtired, then there will be some crying, which you may ignore. Crying is the consequence of becoming overtired. Think of how your baby behaves when she becomes overly hungry. She twists, turns, and may dive-bomb at the breast for a few minutes before she settles down to suck well. Similarly, the overtired baby takes a few minutes to settle down to sleep. Crying is the consequence of becoming overtired. At this particular time your efforts to soothe—hugging, rocking, talking—may be stimulating and interfere with the natural surfacing of the sleep process. After all, your baby does not fall asleep immediately in the same way a light switch is turned off. Rather, the sleep process takes time. Remember, it is easier for her to fall asleep before she becomes grumpy, because when she becomes overtired—from nap deprivation or any other reason—her body produces stimulating hormones to fight the fatigue. This chemical stimulation interferes with sleeping well. This is why sleeping well during the day will improve night sleeping and why, conversely, nap deprivation causes night waking.
One mother told me that her child had been extremely fussy/colicky, but that at twelve weeks of age, he began to slip into a better sleeping routine at night and began taking longer naps during the day between twelve and sixteen weeks of age. She was breast-feeding and used the family bed; her child went to sleep at about 10:00 P.M. around twelve weeks of age. Her two-year-old son was not sleeping well at night either and he distracted her, and this allowed the baby to become overtired, and now the naps were a mess. The baby was “napping” between 5:00 and 6:00 P.M. By sixteen weeks of age, the baby was asleep for the night between 7:00 and 8:00 P.M. She recognized that the baby should be falling asleep for the night around 6:00 P.M., not napping then. Here was the solution that eventually corrected the overtired state.
Temporarily, her baby was put to sleep at a very early time, between 5:30 and 6:00 P.M. The plan was to help the child get more rested at night. The mother was to soothe her baby at night and then either lie down with him or put him in his crib. She wanted to use the crib because the hour was so early and she had a two-year-old to deal with. Because of his age, because he had been extremely fussy/colicky, and because he had become accustomed to sleeping with his mother in her bed at the breast, we knew he would protest our plan. We decided that we would ignore his protest crying at the onset of sleep and we would use the father to soothe him at night when he might cry but was not hungry. During the day, the mother would do whatever worked to maximize sleep and minimize crying to keep him as well rested as possible. The two-year-old made this part of the plan a little difficult. Within eight days, there was substantially less crying at night, and longer and fewer naps were occurring during the day. Now that he was better rested, he was able to stay up a little later at night. However, he still needed to go to sleep between 6:00 and 6:30 P.M.
EARLY BEDTIMES
A common complaint is “We don't get to eat dinner as a family.” Or, “How can we play outside as a family after dinner?” My answer is that what is most important is a well-rested family.
Motionless Sleep
How well do you nap in a car or on a plane compared to in your bed? I think babies have better-quality, more-restorative sleep when they are sleeping in a stationary crib, bed, or bassinet. Vibrations or motion during sleep appear to force the brain to a lighter sleep state and reduce the restorative power of the nap. I explained to the mother of one child that her baby would not sleep well while she was shopping, walking in the park, or doing something active with her friends. The mother discovered that this was true, that her baby napped best at home, but she also found it very difficult to spend more time at home during the day, as she and most of her friends were outdoorsy people. On the positive side, her child no longer cried before going down for a nap.
You may wish to use a moving swing or a calm ride in the stroller or car for a few minutes as part of the soothing process, but after your baby falls asleep, drive home, turn off the swing, or stop walking with the stroller. Although your baby may appear to be in an awkward position, don't disturb him if you notice that he always wakes as you try to move him to a crib. It doesn't hurt children to sleep in their swings or car seats. Your baby might also sleep well outdoors in a stationary stroller, especially if it's a quiet neighborhood. In general, however, as the brain matures, the child's increasing curiosity and social awareness make it more difficult to have good naps outside, so be careful.
Consistency in Soothing/Sleeping-Style Naps
Parents often assume that there is a right and wrong way to soothe a baby to sleep. This is not the case. Falling asleep is simply learned behavior, a habit. Your child will learn best if you are consistent in how you soothe him to sleep for naps. Below are two popular ways to soothe a baby to sleep. Either will work as long as you are consistent.
IMPORTANT POINT
One method is not better than another; both Method A and Method B can help your child sleep well. There is no reason to be judgmental about soothing styles or brand other parents as “bad” simply because they do not agree with you. Different methods will seem more natural or more acceptable to different parents, and different methods work better for different children.
Method A: At nap time your baby sometimes soothes himself to sleep unassisted. After soothing your baby for several minutes, you always put him down to sleep whether or not he is asleep. The soothing is a winding down, a transition from active to quiet, from alert to drowsy. Soothing may include breast-or bottle-feeding. Contrary to popular belief, your child will not develop night-sleeping problems if you include breast-feeding as part of the soothing process. Also, contrary to popular belief, it is not necessary that you always put him down fully awake. The key is that you consistently spend a relatively brief period of time soothing your baby to sleep for naps. Because he is not necessarily always asleep when you put him down, he eventually learns how to soothe himself to sleep without being held. Method A may be viewed positively (creating independence, learning self-soothing skills, acquiring the capacity to be alone) or negatively (creating insecurity, neglecting or abandoning your baby, selfishness in the mother).
Method B: Your baby always begins naps with your help. You always hold and soothe your baby until she is in a deep sleep state, no matter how long it takes. You may then lie down or sit down with your baby, nap with her, or perhaps put her down only after she is in a very deep sleep state. Your child learns to associate the process of falling asleep with the feel of your breast, your breathing and heart rhythm, and your body's scent. Method B may be viewed positively (providing more security, is more natural) or negatively (creating dependence, spoiling). Contrary to popular belief, this association, in and of itself, does not automatically lead to a night-waking problem. A night-waking problem sometimes occurs when the mother indiscriminately responds to normal arousals, misinterprets them to reflect hunger, and inadvertently fragments the child's sleep. Perhaps this situation occurs more often in those mothers who choose Method B for naps.
Be decisive; choose a soothing style and be consistent. Consistency helps your baby sleep better, because the process of falling asleep is a learned behavior. Review the “Resources for Soothing” on page 177. Grandparents and baby-sitters should handle your baby as you do. Sometimes grandparents are a major problem, interfering with the baby's sleep schedule. They want to come over to play with their grandchild when it is convenient for them. This is a difficult problem without a simple answer because, in addition to wanting your child to be well rested, you want to maintain family harmony. If the grandparents are the primary caregivers during the day, it may be difficult. Try to teach them how important sleep is for their grandchild.
Q: When should I start to try to establish regular naps’? When should I start to become consistent in how I soothe my baby before naps?
A: Day-sleep organization develops at twelve to sixteen weeks of age. A regularly occurring midmorning nap appears first, followed several weeks later by a regularly occurring early afternoon nap. The age when you start nap training depends on your experience and your baby's temperament.
Regardless of when you begin to start nap training, the sooner you develop a consistent approach, the easier it will be for the family. Please begin to be consistent around six weeks of age, when your child is clearly becoming more social and everyone is getting more rest at night. For babies born before their due date, these changes occur about six weeks after the due date, and that is when you start.
I encourage fathers to become as involved as possible—for example, on weekends—so that sometimes the mother breastfeeds the baby and then passes the baby to the father to be soothed to sleep. As I said, either soothing method works well, but my observation is that for well-rested babies whose parents have consistently used Method B and sometime later decide to switch to Method A, the transition is made with very little or no crying. However, the children of parents who use Method B inconsistently may never develop regular naps; they then become overtired, and when the parents switch to Method A, the overtired child cries a lot. For some parents, then, it is simply easier to be consistent using Method A.
If you have more than one child, it is very difficult to consistently use Method B, even with full-time help, as an older child's demands may make it impossible to devote so much time to getting the younger child into a deep sleep before putting him down. Therefore, it is more practical to use Method A. Because of your experience, you can begin helping your younger child sleep well as soon as you get home from the hospital. With two children, starting sleep training early for your newborn is especially important. Also, fathers need to help out more. As one basketball fan said, “Now I have to shift from one-on-one to zone defense!”
Here is an account from a mother who started early with her second child using Method B.
GOOD SLEEP HABITS
START WITH TWO. …
As patients of Dr. Weissbluth, we were ready to commit ourselves to promoting good sleep habits in our children. When our son, Hayden, was born, it was easier said than done, being a new mother and not knowing what the different cries meant, we would pick Hayden up at the slightest whimper. We were quick believers when at four months we were a bit more seasoned and we decided not to rush in at the first cry. The cry lasted fifteen minutes and then it was smooth sailing; he gradually went to bed earlier and earlier until we reached a 6:00 P.M. bedtime with a 6:30 A.M. wake-up, and then naps at 9:00 A.M. and 1:00 P.M. This pattern still holds true minus the first nap and bedtime is at 6:30 P.M. at almost three years old. He is social, happy, sweet, and most of all well rested.
With the birth of our second child, a girl, Lily, we were busy with Hayden, now a toddler, and were quite the experts on all the “signs” babies give out. We had a rule: If she was not crying (even at a few days old), she was to be put in her bassinet. We still played with her and enjoyed her, but we were not walking around the house with her twenty-four hours a day. We also provided Lily with the same nighttime routine we give Hayden, dim the lights, give a massage, bath, bottle, book, and bed. This prompted Lily to develop a quicker sleep schedule, and we found by two and a half months she was sleeping through the late-night feedings. By three months she was going to bed at 5:00 to 5:30 P.M. and sleeping until 6:30 A.M. Also at three months we began putting her down for her morning nap two hours after she woke up, and that began her nap schedule. Now Lily, almost one, wakes up at 6:30 A.M., takes her first nap at 8:15 A.M., takes her second nap at 12:30 P.M., and is in the bathtub by 5:00 P.M. and asleep by 5:30 P.M.
We are vigilant about not letting either child nap in the car, strollers, or for that matter miss naps or have delayed naps. Once our children are in their cribs for the night, we don't hear from them until the morning … no night waking or games! We greet them each morning with a smile on their faces.
We are committed to having well-rested children and will defend our decisions with any naysayer suggesting we don't get to be with our children at night or we are too strict with the daytime schedule. We find too often it is the parent who is putting the child on their schedule instead of vice versa.
Babies yearn for routines and respond unbelievably to them. Again, we feel that we have two of the happiest, sweetest children, and knowing that teaching them good sleep habits and, more importantly, the ability to fall asleep unassisted is the best gift you can ever give!
Your goal is to synchronize your caretaking with your baby's needs: feed her when she's hungry, change her when she's wet, play with her when she's awake, and help her sleep when she's tired. Because of the irregularity with which these events occur, it is hard for first-time parents to “read” their baby's needs, but experienced parents should trust their instincts and put the baby to sleep when she is tired.
If you have an extremely fussy/colicky baby, one who is more irritable, wakeful, harder to soothe, and harder to read, you may find that only with Method B will these babies sleep or rest without crying. Later I'll give more specific advice on making a transition from Method B to Method A in the colicky baby.
COMMON NAP MISTAKES
Keeping the intervals of wakefulness too long
Using swings, cars, or strollers during sleeping
Inconsistency in methods used to soothe your baby to sleep
Q: Do I have to become a slave to my baby's nap schedule?
A: Not at all. Simply respect his need to have good-quality naps. Try to distinguish between routine days and exceptional days. On routine days, try to partially organize your activities around the naps. On exceptional days, naps may be lost because of special events.
If you suffer the inconvenience of hanging around your house on routine days when you think your baby will need tonap, then between twelve and sixteen months (or somewhat later in colicky babies) you will notice that your child takes fewer and longer naps, longer periods of wakefulness will develop during the day, there will be no late afternoon fussiness, and your baby will have longer periods of night sleep.
REMEMBER
Sleep quality depends on:
	Timing of sleep periods

	Consolidation of sleep periods

	Duration of sleep periods


Action Plan for Exhausted Parents
All babies become fussy a few days after they are born, or a few days after the expected date of delivery if they are born early. Parents do not cause the fussy behavior. The exact cause is not known. About 20 percent of babies will develop extreme fussiness/colic and, again, parents are not the cause. When babies fuss or cry, they do not sleep. When they do not sleep, mothers do not sleep. Mind-numbing fatigue from lack of sleep is your main enemy!
HOW TO SOOTHE AND HELP YOUR BABY LEARN
TO SLEEP: BIRTH TO FOUR MONTHS OF AGE
Encourage sucking; do not worry if your baby falls asleep while sucking
Rhythmic rocking motions
Swaddling
Massage
Respect your baby's need to sleep: the one-to two-hour window. Think and plan how you will soothe your baby but when you soothe is more important.
	Babies quickly become overtired after only one or two hours of wakefulness. During the day, note the time when your baby wakes up and try to help him nap by soothing within the next one or two hours before he becomes overtired. Try to keep the intervals of wakefulness brief.

	Babies less than six weeks old fall asleep at night very late and do not sleep very long day or night. Try to soothe your baby to sleep during the day before he becomes overtired. Always respond to your baby. Avoid the overtired state.

	Eighty percent of babies more than six weeks old become more settled at night, sleep a little longer at night, and begin to become drowsy for night sleep at an earlier hour. Try to soothe your baby to sleep at an earlier hour if he shows signs of drowsiness earlier. Do not let him cry.

	Twenty percent of babies more than six weeks old do not appear to become more settled at night, do not appear to sleep longer at night, and do not become drowsy at an earlier hour. Nevertheless, try to soothe your baby to sleep at an earlier hour even if he does not show signs of drowsiness earlier. Spend extra time soothing: prolonged swinging, long luxurious baths, and never-ending car rides. Fathers should put forth extra effort to help out. Do not let him cry.

	Use consistent soothing styles for naps.

	After a few weeks, sleep in a quiet and dark place.

	At six weeks of age, watch for an earlier bedtime in common fussy babies. Extremely fussy/colicky babies may show an earlier bedtime when older.

	At four months of age, your baby will have longer periods of wakefulness, but you should still synchronize the beginning of your soothing efforts with the beginning of your baby's drowsiness. For common fussy babies, this may appear to be highly predictable or “by the clock.” Extremely fussy babies may appear to have predictable and regular sleep times when much older.

	After four months of age, “let cry,” controlled crying, or check and console might be needed for a formerly extremely fussy/colicky baby. Rarely, this might be done for a younger baby.


Review
	Drowsy signs, page 63

	Soothing strategies, page 63

	Resources for soothing, page 73

	Bedtime routines, page 75

	“Let cry” versus “no cry,” page 103
	“Let Cry” with no time limit (Extinction)

	“Let Cry” with time limit (Graduated Extinction)
Delayed response for soothing
Gradually increase the delay
Increase the delay on the same night versus subsequent nights
Soothe until drowsy versus soothe until deep sleep

	“Maybe Cry” (Check and console, sleep away from parent)
Prompt response for soothing; never delay
Repeat as often as needed
Soothe until drowsy versus soothe until deep sleep

	“No Cry” (Sleep with parent, family bed)
Prompt response for soothing
Repeat as often as needed
Soothe until deep sleep




WEEKS TWO TO FOUR
	Prepare for peak fussiness/crying to occur at six weeks of age. Try to get help then. If your baby is showing extreme fussiness/colic, read Chapter 4.

	Keep the intervals of wakefulness brief: one to two hours.


WEEKS FIVE TO SIX
	The worst is almost over for 80 percent of babies.

	Keep the intervals of wakefulness brief: one to two hours.


WEEKS SEVEN TO EIGHT
	Look for drowsy signs earlier and move the bedtime earlier.


MONTHS THREE TO FOUR
	Watch for drowsy signs around 9:00 A.M.

	The morning nap develops around 9:00 to 10:00 A.M.


Motionless sleep is best.
Consistency in soothing style for naps.
	Always lie down with your child or put him down only after several minutes of soothing.

	Always soothe your child until he is in a deep sleep, no matter how long the soothing takes, before lying down with him or putting him down to sleep.










Months Five to Twelve
Our goal is to establish sleep habits, so we don't want to get sidetracked by worrying too much about crying. When your two-year-old cries because he doesn't want his diaper changed or your one-year-old cries because he wants juice instead of milk, don't let the crying prevent you from doing what is best for him. Establishing healthy sleep habits does not mean that there will always be a lot of crying, but there may be some in protest. If you find this to be unacceptable when your child is four months old, then please reconsider this chapter when he is nine or ten months old.
Months Five to Eight: Early Afternoon Nap
Develops at 12:00 to 2:00 P.M. Variable Late
Afternoon Nap at 3:00 to 5:00 P.M.
As months three to four blend into months five to eight, behavior does not change sharply. Nonetheless, a distinct shift occurs at about the age of four to five months. Increased sociability permits more playfulness and gamelike interactions between you and your infant. Your child may roll over, sit, imitate your voice with babbling, or respond quickly to your quiet sounds. This increased social interaction certainly makes having a baby more fun.
Infants really do enjoy their parents’ company; they thrive in response to your laughter and smiles. However, your baby is not like an empty vessel you can fill with love, warmth, hugs, kisses, and soothing until it is full, thus leading to satisfaction, blissful contentment, or undemanding repose. The more you entertain her, the more she will want to be amused. So it is natural and reasonable to expect your baby to protest when you stop playing with her. In fact, the more you play with your child, the more she will come to expect that this is the natural order of things. Nothing is wrong with this, except that there are times when you have to dress your baby or leave her to amuse herself for a while, and she will probably resist the partial restraint or curtailment of fun and games. When this happens, please remember that leaving your baby alone protesting for more fun with you while you get dressed is not the same thing as abandonment. Similarly, leaving your baby alone protesting for more fun when she needs to sleep is not neglect. You have become sensitive to your child's need to sleep, and she is now old enough to set her clock at a healthy sleep. Our goal is to synchronize caretaking activities with her need to be fed, to be kept warm, to be played with, and to sleep.
After four months of age, an infant's sleep becomes more adultlike. Infants younger than this enter sleep with a REM sleep period, but around this age they begin to enter sleep with a non-REM sleep period, like adults. Sleep cycling, from deep to light non-REM sleep with interruptions of REM sleep, also matures into adultlike patterns around four months of age.
As discussed previously, the five elements of healthy sleep are (1) sleep duration (night and day), (2) naps, (3) sleep consolidation, (4) sleep schedule, and (5) sleep regularity. Now let's look at Figure 7. This circle graph is a navigational aid for parents to help them understand sleep/wake rhythms. Although I designed this graph, I did not create it any more than a mapmaker creates the shape or location of an island. As your child gets older, the times when he will become sleepy are becoming more predictable. Another way of saying this is that the biological sleep/wake rhythms mature. This allows you to change your strategy for keeping your child well rested. Previously, the focus was on brief intervals of wakefulness to avoid the overtired state; now you can begin to use clock time as an aid to help your child sleep well. Some parents call this sleeping “by the clock,” or BTC. Stated simply, you are using your child's natural sleep rhythms to help him fall asleep. Let's start in the morning and go around the clock.

FIGURE 7: HEALTHY SLEEP SCHEDULE FOR INFANTS FOUR TO EIGHT MONTHS OLD
How to Teach Your Baby to Sleep or to Protect His
Sleep Schedule
You are now about to learn how to help your child learn to sleep well and to protect a naturally developed, healthy sleep pattern.
The Wake-up Time
Some babies tend to wake up early, 5:00 or 6:00 A.M., and return to sleep after a brief feeding or diaper change. This is a true continuation of night sleep and not a nap. Other babies wake up later but start the day then. Most children will awaken to start the day about 7:00 A.M., but there is a wide range (between 6:00 and 8:00). In general, it is not a good idea to go to your child before 6:00 A.M., even if he is crying, because if you do, he will begin to force himself to wake up earlier and earlier in order to enjoy your company. The natural wake-up time seems to be an independent, neurological alarm clock in these young infants that is somewhat independent of the part of the brain that puts them to sleep or keeps them asleep. In fact, despite what is commonly believed, you cannot change the wake-up time by keeping your baby up later, feeding solids before bedtime, or awakening your baby for a feeding before you go to sleep. The last seems insensitive, anyway. How would you feel if someone woke you from a deep sleep and started to feed you when you weren't hungry? The sleep strategy called “Scheduled Awakenings” will be discussed later.
Morning Wakeful Time
Let's focus now on how brief intervals of wakefulness develop into “windows” of clock time. These are periods during which you will watch your baby and the clock to determine the time when it is easiest for your child to take an age-appropriate nap. These windows of “sleep propensity” open and close, and they represent times during which it is easiest to fall asleep and stay asleep. Morning wakeful time will last about two hours for four-to five-month-olds or about three hours for eight-month-olds. Some easy babies or babies born early may be able to stay up for only one hour at four months of age. Then, plan a wind-down or nap time ritual of up to thirty minutes. You decide what you want to do: bath, bottle, breast-feeding, lullaby, massage—but limit it, because hours of holding your baby produce only a light or twilight sleep state, which is poor-quality sleep. Begin this ritual about half an hour before the end of your baby's wakeful period, not after it's over. At the end of your predetermined nap time ritual, whether your baby is asleep or awake, lie down with her or put her in her crib. As one mother commented to me, “I cannot tell you what a liberating experience it was to be able to put my baby down in her crib before she fell asleep in my arms.” She may now cry a little, a lot, or not at all. The temperamentally easy child cries very little, and the routine is repeated for an early afternoon nap. The temperamentally more difficult child, who may have also been an extremely fussy/colicky infant, might now cry a lot. The preemie also may cry a lot, and the following approach might be de-laved until four months after the exnected date of delivery.
Nap #1: Midmorning
This nap develops first, usually between twelve and sixteen weeks of age or twelve to sixteen weeks after the due date for premature babies. It occurs about 9:00 A.M. and may last an hour or two. Sometimes you can stretch the child's morning wakeful period by a few minutes each day to get to this time, or you might wake him up at 7:00 A.M. in order for him to be able to take this nap. This violation of the rule “Never wake a sleeping baby” is to help maintain an age-appropriate sleep schedule for the benefit of the baby. The rule mainly applies to waking babies for our social convenience, to their detriment. Try to anticipate your child's best nap time. If he takes this nap too early or too late, then it will be difficult for him to take the second nap on time.
We consider a sleep period to be a restorative nap if it is about an hour or longer. Forty to forty-five minutes is sometimes enough, but most babies in this age range sleep at least a solid hour. Certainly sleep periods shorter than thirty minutes should not count as naps.
If you are using Method A for naps (see page 235) or have a temperamentally easy baby, after putting your baby down for this nap, leave him completely alone to allow him to (1) learn to fall asleep unassisted and (2) return to sleep unassisted until he has slept about an hour in an uninterrupted fashion. Easy babies may cry very little or not at all; the temperamentally more difficult child may cry a lot. Remember, you are responding sensitively to his need to sleep by not providing too much attention. You are decisive in establishing a routine because you are upholding his right to sleep. Be calm and firm and consistent, because consistency helps your baby learn rapidly.
He will pick up on your calm/firm attitude and will learn quickly not to expect the pleasure of your company at nap time. You are not abandoning your child in his moment of need; you are giving him all the attention he needs when he is awake. Now he needs to be alone to sleep.
Q: How long do I let my baby cry?
A: No more than one hour.
Q: What do I do if the nap is short? When I put my child down to sleep, she cries a long time, but for less than an hour, and then falls asleep, but she doesn't sleep very long. Do I let her cry again”? Sometimes, she doesn't cry when I put her down for a nap, but she still doesn't sleep very long. Do I let her cry after the brief nap to see if she will sleep longer?
A: If the nap is substantially less than thirty minutes, you might try to leave her alone for an additional thirty to sixty minutes, even if she cries, to see whether she will return to sleep unassisted. If the nap is substantially more than thirty minutes, it is less likely that she will return to sleep unassisted so you might want to leave her alone for an additional thirty minutes or go to her immediately and not let her cry anymore. In general, the shorter the nap and the less restorative it appears, the longer you should leave her alone. Alternatively, you might want to try to lengthen the nap by rushing to your child at the first sound of awakening from a brief nap (less than an hour) and attempting to soothe your child back to sleep for a continuation of the nap. For some babies, this might be counterproductive and simply stimulate them to fight sleep more for the pleasure of the parent's company.
Q: After one hour of crying, what do I do?
A: Go to your baby and soothe her. Now you have two choices. Your baby might be wakeful, and you might decide that this was so stressful for you or her that you want to go outside for a walk, relax, and try again the next day to get a morning nap. Or your baby might be falling asleep in your arms after all this crying; if you feel that she will now be able to fall asleep, put her back down to see if she will nap. But do not let her cry for another full hour.
Q: What's wrong if I quickly check my baby when she first cries and I give her a pacifier or roll her back over”? She always immediately stops crying and returns to sleep.
A: Checking on your baby like this when she should be napping may not interfere with naps or night sleep in some infants between four and six months. But please be careful, because eventually all babies learn to turn these brief visits into prolonged playtimes. This learning process may develop slower if it is the father who does the checking and provides minimal intervention.
Q: My child had extreme fussinesslcolic and she is now about five months old, how do I get her on a 9:00 A.M. and 1:00 P.M. nap schedule?
A: Make sure she is sleeping well at night.
Control the wake-up time; try to start the day around 6:00 to 7:00 A.M. by not going to her before 6:00 A.M. or waking her up at 7:00 A.M.
Try intense, but brief, stimulation outdoors. Expose her to wind, rustling leaves, moving clouds, street noises, voices, barking dogs, sand in the playground, motion in the jogger or soft sling on your chest, swings, “swimming” pool splashing, and so forth.
Try to stretch her wakeful period to about 9:00 A.M. but be mindful not to allow her to become so frantically overtired that she will not be able to subsequently sleep well. She will get a little geared up and might get close to but not make it to 9:00 A.M.
Tone it down a little as you get close to 9:00 A.M.
Plan for a much longer and relaxing soothing-to-sleep routine before her morning nap because she will be a little overtired. Consider including a bath for relaxation, not for hygiene. Bathing might be stimulating but more often it is calm fun for babies.
Around 9:00 A.M., lie down to sleep with her or put her down to sleep. Review the sleep training strategies on page 211.
If she has a decent nap of close to one hour, repeat the same steps for her 1:00 P.M. nap.
If she does not nap in the morning, get out of the house and try to not let her sleep until about 11:00 A.M. Try the same soothing-to-sleep routine around 11:00 A.M. This means no car rides at 10:00 A.M.
Parents of postcolic babies or babies with a more difficult temperament (babies who are not self-soothing or who are irregular) might want to begin to practice Method A at this time. Many of these parents have been using Method B (your baby always begins naps with your help), as discussed in the previous chapter. Ideally, you have been very consistent with Method B up until now; the better rested your baby is when you make the transition from Method B to Method A, the easier it will be.
WARNING
It may be very difficult to establish regular naps at four to five months of age in some babies because their biological nap rhythms are maturing very slowly. Some babies don't evolve into a schedule of regular long naps until five or six months of age, especially if they had extreme fussiness/ colic when younger or if their parents were inconsistent or irregular about naps during the first four months.
For the difficult-temperament or postcolic baby, establishing the morning nap may be the toughest parenting maneuver that you have attempted so far. By focusing on the morning nap we try to help a postcolic baby learn self-soothing skills. It's best to begin establishing an age-appropriate nap schedule with the morning nap because it is the first one to develop; it is the nap that should be the easiest to obtain, because your baby is most rested from die night sleep, and parents usually can be more consistent in the morning, when scheduling conflicts are less likely to develop, than in the afternoon.
After your child's day starts, look at the clock. Within one hour of wakefiilness, clean, feed, and soothe using Method A. This ultra-short period of wakefiilness is designed to prevent the overtired state from developing.
Another reason why it is important to establish the morning nap by keeping the interval of wakefiilness very short is that the morning nap might represent a continuation of night sleep. The morning nap contains more REM sleep than the afternoon nap, and large amounts of REM sleep are a characteristic feature of a baby's night sleep.
“HE DID BEST WITH
HIS FIRST MORNING NAP”
The hours between 5:00 P.M. and 3:00 A.M. were the most difficult. When Eric was awake, he fussed or cried. The only way he would sleep was in our arms. My husband would cut up my food so I could eat with one hand while holding Eric with the other. I would nap from 8:00 to 10:00 P.M. to recharge for the next five hours. While I slept, my husband would alternately rock, walk, and bounce Eric. The routine was nearly unbearable. Eventually we made a chart to show Eric's schedule to Dr. W We determined that we were holding Eric eighteen or nineteen hours a day. No wonder we were exhausted.
I'll never forget the night and early morning at about three months of age when Eric was so sleep-deprived he could not go to sleep. I tried everything—nursing, rocking, walking, bouncing, singing. Eventually he did fall asleep while I pushed him around the house in the stroller listening to his favorite CD, only to wake up the second I tried to move him into his crib. The hours stretched on and Eric became more and more tired, overstimulated, and agitated. He began trying to pick the flowers off my pajamas. Though he seemed to want to go to sleep, he appeared unable to get there. I felt I didn't have any choice but to put him in his crib—awake and crying. After about twenty minutes of crying, he fell asleep.
He did best with his first morning nap, crying only one or two minutes, if at all, before going to sleep. The evenings remained the most difficult. The longest crying episode was twenty-one minutes. My husband and I would sit in the den holding hands, listening to the baby monitor, and engaging in self-doubt. Does he need us? Are we bad parents for letting him cry? We kept reminding ourselves that Eric was learning a valuable skill that would serve him (and us!) well for life. After about three days, we felt he had achieved success. He has been a terrific sleeper ever since. Now, at age eleven months, he sleeps from 7:00 P.M. to 7:00 A.M. and naps twice for an hour or two. Everyone who meets him says he is happy, joyful, and alert.
If there is bright morning light during this hour, open up all your shades, because exposure to morning light might help establish sleep rhythms. If there is no bright natural light, make the room as bright as you can with room lights. Darken the room as you begin your soothing to sleep. After several minutes of soothing, which may include breast-or bottle-feeding, put your baby down. If there is crying, ignore the crying for between five and twenty minutes. You be the judge of how much crying you think is appropriate, but watch the clock, because three minutes of hard crying might feel to you like three hours. The reason we do not let difficult temperament or postcolic babies cry for an hour, as we can with easier babies, is that they have increased difficulty falling asleep unassisted. Their parents are usually extra stressed as well. I would, however, like to point out that some babies scream their brains out for two minutes, moan and whimper for three minutes, and then go to sleep for a great nap! You might lose the chance for a long nap if you do not let your child blow off steam for a minute or two. As before, when you feel there has been enough crying, rescue your child and try it again the next day—or maybe put him back down if you think he will now go to sleep. For the remainder of the day, try to keep each interval of wake-fulness to no more than two hours, do whatever works to maximize sleeping and minimize crying.
An alternative to putting children in their crib for naps is to sleep with them in your bed. This may work well for first-time mothers who do not have other children to care for. However, as your child becomes older, she becomes more aware of her environment while awake, drowsy, and asleep. So you might have to use a sidecar arrangement with her crib next to your bed so she is not stimulated by your body movements, coughing, or snoring.
As you read the following story, please try to notice features such as controlling the wake-up time, the ultra-short interval of wakefulness before the morning nap, making the bedtime earlier, and transitioning from Method B to Method A.
“HIS SLEEP SCHEDULE
WAS OFF KILTER”
Even when Patrick was only a few weeks old we noticed that he was becoming a night owl. He had what we called the “late-night fussies” in which Patrick would fuss and cry until he fell asleep. This would begin between 7:30 and 9:00 P.M. and last until around midnight. He was going to sleep at night much too late and would not fall asleep unless one of us was holding him.
Our main concern was his crankiness at night and his inability to fall asleep at a normal hour. Dr. Weissbluth asked me to keep a record of Patrick's schedule for ten days. I created a bar graph for each twenty-four-hour period and color-coded it to show when Patrick was awake, asleep, or crying.
Dr. Weissbluth's conclusion was that we needed to alter Patrick's sleep schedule. The goal was to get him to sleep earlier at night and to wake him up by 7:00 A.M. We began this by not letting him sleep past 7:00. If he awoke on his own between 6:00 and 7:00, great. If not, I had to get him up. I would then have one hour to change, feed, and play with him. During this hour I was to keep him in bright sunlight or well-lit rooms to establish morning wake time. After he had been up for fifty minutes I was to begin “quiet time” for ten minutes. This meant any soothing techniques I wanted to use to get him ready for his nap. I then had to put him in his crib awake and leave the room. If Patrick cried, my instructions were to leave him alone for five to twenty minutes to see if he would fall asleep on his own.
The first day I woke him at 7:00 on the dot. He was in a great mood as he ate, and we played in the light. At 7:50 I turned down the lights, read him a book in the rocking chair, and walked him around the room singing lullabies. At 8:00 I put him in the crib and closed his bedroom door. He began to cry lightly as soon as I left. Knowing that it would be hard for me to listen to the crying and not go in to pick him up, I took my shower. This was the only way to force myself to stay out of his room. After exactly fourteen minutes he stopped crying and fell asleep for an hour! I couldn't believe how easy it was.
The next step was to put him down for a nap after he had been awake for two hours. We again did the same soothing techniques for ten minutes and I put Patrick in his crib awake. Unfortunately, things didn't go as well this time. Patrick cried for fifteen minutes and kept crying after I picked him up. His crying in my arms became louder, which was unusual, and eventually I was crying with him. I finally got him calmed down but had to wait until he fell asleep in my arms before I could put him back in his crib. I decided that we had to conquer the morning sleep before we could continue with the other naps.
I made my graphs of Patrick's sleeping habits and gave them to Dr. Weissbluth. After reviewing them, he said that the progress was good, but now we needed to concentrate on getting him to sleep earlier at night. His ideal pattern should be to wake up at 7:00 A.M., with naps at 9:00 A.M., 1:00 P.M., and possibly 5:00 P.M., with bedtime around 7:30 P.M.
That night we began quiet time at 8:30. Although Patrick had been happily playing with us, he began to yawn. He eventually fell asleep in my arms without a fight and slept in his crib through the night. What a relief!
It was now time to start putting him down awake for his second nap. I began this by using the same soothing techniques for his second nap as I used for the first, only I did not have a time limit. I would walk while singing quietly until Patrick began to close his eyes. I then put him in his crib awake but tired. Patrick would fuss for a few minutes and then fall asleep.
As the days went by and we felt comfortable with his ability to fall asleep for the first two naps, we tried the same technique on his occasional third nap and his evening bedtime. The end result is that we have a happy baby who takes great naps, falls asleep on his own at night, and is an absolute joy. We still have some challenges. There are days when Patrick wants to take his nap after he has been up less than two hours and others when he wants to stay awake longer. If he fusses in his crib for more than fifteen minutes we pick him up and try again later. Bedtime at night is absolute. We put him in his crib for good around 7:30 P.M. Sometimes he fusses for a few minutes, but most nights we don't hear a peep until the next morning. It took a long time to get to this point and it was not easy, but it was definitely worth it.
Midday Wakeful Time
Expect your baby to be ready for another nap after two to three hours of wakefulness. In general, avoid long excursions, which might lead to mini-snoozes in the car or park. Although I've been emphasizing sleep rhythms, remember that there are also wake rhythms—times when the body clock automatically switches to a wakeful mode, just as it switches to sleep mode at night and at nap times. Wakefulness turns on as sleep turns off.
If your child did not take a morning nap, do not allow him to take a snooze in the car or stroller at a time when he should be awake. If your baby naps when he should be awake, it throws the remaining sleep/wake schedule off kilter.
The development of wakefulness is an active process; it is not just the turning off of sleep. During a wakeful mode, it is hard to fall asleep or stay asleep. If you do fall asleep during a wakeful mode, the ability of this sleep to restore alertness and a sense of well-being is less compared to the same amount of sleep occurring during a sleep mode.
For adults, there is a dramatic wakeful mode associated with a period of physical relaxation between about 6:00 and 9:00 P.M. Even if you are drowsy or sleep-deprived, it is hard to fall asleep during this time. This distinct zone of decreased sleepiness or increased arousal during the early evening hours has been called the “forbidden zone” for sleep. This wakeful period has been recognized by television people, who have labeled it “prime time.” This is the time when most adults do not and cannot sleep. Recent research also shows that there is a “forbidden zone” for sleep in infants.
MAJOR POINT
It is as important not to let children sleep when they are in biological wake mode as it is to help them sleep when they are in biological sleep mode.
Usually if a nap doesn't occur, it is best to keep your baby awake and go to the next sleep period, whether it is another nap or nighttime sleep. Probably this next sleep period will take place a little earlier because of the missed nap. Try to strike a balance between not letting your child become extremely overtired and preserving or protecting’ the age-appropriate sleep pattern.
Nap #2: Early Afternoon
The second nap usually occurs between noon and 2:00 P.M., most commonly around 1:00 P.M., but in any case it should usually begin before 3:00 P.M. The nap should last about an hour or two. Then go out afterward and enjoy this longer period of wakefulness.
Please remember, this is an outline of a reasonable, healthy sleep pattern, not a set of rigid rules. In order to describe sleep patterns, we have to use clock time and the number of hours of sleep, but it is more important to watch your baby than to watch the clock. There is nothing absolute about napping at 1:00 P.M. or any other time in this sleep schedule. You'll have to make some adjustments to fit your own lifestyle and family arrangements. There will be special occasions when your child does not get the sleep he needs. He will recover from these exceptions faster if you have a regular pattern on most days. The problem with some families is that they never have a regular day, so the child is always somewhat overtired.
The most common problem with this second nap is that the interval of wakefulness following the first nap is too long. This causes your baby to become overtired, and he has difficulty either falling asleep or staying asleep. If you are using Method A, please leave your baby completely alone for one hour after soothing to see if he will fall asleep. If the duration of crying and sleeping associated with the early afternoon nap puts you way past 2:00 or 3:00 P.M., forget this nap and try to get your child to sleep in the late afternoon or early evening. If it is early, say around 4:00 P.M., limit this nap to about one and a half hours to protect a reasonably early bedtime. If it is later, say around 5:00 P.M., let your child sleep, because this “nap” may simply continue into the night and it's important to maintain an early bedtime hour.
IMPORTANT POINT
This afternoon nap commonly continues until the third birthday, but after age three, it begins to drop out.
Nap #3: Late Afternoon: 16 Percent of Babies Have Three Naps
The third nap may or may not occur. If it does occur, the time when it starts may vary between 3:00 and 5:00 P.M. Also, the duration of this nap may vary, but it is usually very brief. This nap disappears by about nine months of age. A problem with allowing this third nap to continue much past this age is that the child is unable to fall asleep in the early evening, and bedtime battles may emerge around nine to twelve months of age because the bedtime is too late. In order to go to an earlier bedtime, eliminate the third nap. The earlier bedtime then abolishes the tiredness that had made the third nap necessary. Early bedtimes are especially difficult in families where both parents work outside the home, but, as will be discussed later, the entire family benefits.
PRACTICAL
POINT
Never wake a sleeping baby except when you are trying to protect a sleep schedule.
Afternoon Wakeful Time
If there is no third nap, this is the time to go on longer excursions, errands, or shopping trips. Exercise classes and outings to the park may be fun during this wakeful period. Many parents will give their baby solid foods in the late afternoon.
Nap Duration
Q: How long should my child nap?
A: Ask yourself this question: Does your child appear tired?
If your baby is tired in the late afternoon or early in the evening, this might indicate insufficient naps. A possible solution is simply to put your child to bed earlier at night. Keeping a baby up too late produces fatigue and sleep deprivation, and will ultimately lead the child to resist falling asleep or to wake at night. This may be a problem, especially when a working parent or parents arrive home late, feeling guilty about being away from the family so long. As I mentioned above, after about six to nine months of age it is not a good idea to encourage a third, brief nap in the early evening just so the child can stay up later. This leads to an abnormal sleep schedule, and the result is the equivalent of sleep deprivation.
Bedtime
Remember, you are establishing an orderly home routine and enforcing a bedtime hour. You are not forcing your child to sleep. When your child seems tired and needs to sleep, you will establish his bedtime routine, whether he likes it or not. The bedtime routine should be regular in terms of what you do: bathing, massage, story, lullaby, rocking, or other soothing efforts. Approximately the same sequence each night helps signal to the child that it is the time for night sleep at approximately the same time. But don't be rigidly regular in terms of when you do it; there is enough normal irregularity in napping to produce some variability in bedtime. In much older children, extreme variability in bedtimes has been shown to be unhealthy.
PRACTICAL POINT
A parent who keeps a baby up past his natural time to sleep may be using this play time with the child to avoid unpleasant private time with the other parent.
Some parents make the mistake of always putting their baby down to sleep at exactly 7:00 P.M. For a few months this may work well, but when naps are irregular or the child stops taking the third nap, parents should learn to be more flexible in the timing of soothing to sleep at night, especially in the direction of an earlier bedtime!
Method A and Method B apply only to naps. At night, adopt whatever style seems comfortable to you. For example, at nap time, you may wish to put your baby down awake after soothing, and at night you may prefer to sleep with your baby. No problem. It appears that different parts of the brain are responsible for day and night sleep, so simply be consistent both in how you soothe to sleep for daytime naps and how you soothe to sleep at night, even if the two routines are different. You are “training” different parts of the brain at different times.
If it is your desire to put your baby down for the night after soothing and he is overtired, then there will be some crying. During the day, limiting the amount of crying to one hour in the hope of getting a nap at a time that will not mess up the rest of the schedule is reasonable, but at night, the crying that occurs as you put your child down should not be time-limited. Otherwise you train him to cry to your predetermined time limit. If you do not check on your baby, he will eventually fall asleep. He may cry more the second night, but each subsequent night he will cry less. This assumes that the bedtime is early, naps are in place, and night sleep is not fragmented.
This may be the first time you will ignore your child's protests, but it certainly will not be the last time. At some future point you will teach other health habits such as hand washing or tooth brushing. As he becomes mobile you will protect his physical safety by not allowing unreasonable risks involving playground equipment. Later still, you're not going to risk brain damage by letting him ride his bike without a helmet. In each of these cases, you won't let protest crying discourage you from implementing healthy practices and safety rules. Starting early and being consistent are the keys to establishing good habits.
Now is the time to let him learn to fall asleep at night by himself, to return to sleep at night by himself, and to learn that being alone at night in slumber is not scary, dangerous, or something to avoid. Keep everything calm and not too complicated as you go through a bedtime ritual. Fathers should be involved, especially if the child is breast-fed, because babies know dads cannot nurse them and so any protest crying is likely to be less intense or shorter.
Once your child is in bed, he is there to stay, no matter how long he cries, if you are using the Extinction method. Please do not return until your baby falls asleep. Little peaks or replacing pacifiers may be harmless when he is four months old, but they will eventually sabotage your efforts to help your child sleep well because intermittent positive reinforcement has enormous teaching power. Remember:
	When the duration of protest crying at night is open-ended, not limited, learning to fall asleep unassisted takes place.

	When you put a time limit on how much protest crying at night you can tolerate or accept before going to the baby, you teach the baby to cry to that time limit.


HELPFUL SUGGESTION
When your child is crying and she is not hungry, say to yourself: “My baby is crying because she loves me so much she wants my company, but she needs to sleep. I know the value of good sleep, and I love my baby so much that I am going to let her sleep.”
Night Wakings for Feeding
Your child may wake to be fed four to six hours after his last feeding. Some children do not get up then. Others are actually hungry at this time, and you should promptly respond by feeding.
You may say, “But when my baby was younger, he slept through the night.” Remember, in a child under four months, the bedtime was much later and the last feeding at night was much later. Now your baby is going to bed earlier, is fed earlier in the evening, and may need a night feeding; this is normal. This night feeding, and a second night feeding, may be needed until the baby is about nine months of age.
As you may recall, partial awakenings or light sleep stages, called arousals, occur every one to two hours when your child is asleep. Sometimes your child will call out or cry during these arousals. If your child is not sleeping with you in your bed, going in to him at the time of these partial awakenings will eventually lead to a night-waking or night-feeding habit. This is because picking up, holding, and feeding your baby will eventually cause him to force himself to a more alert state during these arousals for the pleasure of your company. He will learn to expect to be fed or played with at every arousal.
However, if you are sleeping with your baby and breastfeeding, you might promptly nurse at all of these arousals while you and the baby are still in a somewhat deeper sleep state, and then there is no real sleep fragmentation. No night-waking habit might develop.
Parents should not project their own emotions or misinterpret these naturally occurring arousals as signifying loneliness, fear of the dark, or fear of abandonment.
If your baby wakes at night and behaves as if she is hungry, feed her. If your baby appears to want to play at night, stop going to her. At night, the question is “Does my baby need me or want me?”
A second waking for feeding may occur around 4:00 or 5:00 A.M. Some children do not get up at this time, but those children who do awaken are wet, soiled, or hungry, and a prompt response is appropriate. While you attend to your baby's needs, maintain silence and darkness so your child will return to sleep. A common mistake is to quietly play with your child, preventing the return to sleep. The return to sleep is important so your child will be able to comfortably stay up in the morning until the time of the first nap. Although many children do not need to be fed twice at night, others simply get up at 2:00 or 3:00 A.M. or not at all. A common mistake is to feed around midnight, 2:00 A.M., and again around 4:00 or 5:00 A.M. Please do not respond at the 2:00 A.M. time; the baby is not hungry then.
Summary: Your Baby at Five to Eight Months
In this age range, many babies accept naps without protest and fall asleep at night without difficulty. These easy babies may still awaken once or twice in the middle of the night. I consider this behavior normal, natural, and not changeworthy—if it's for a brief feeding and not prolonged playtime.
Choose the one or two times when you'll go to feed your baby and change diapers, and don't go at any other time. Please review the earlier discussion on arousals (Chapter 2) if you are puzzled as to why babies sometimes get up or call out frequently throughout the night. If you have an intercom or baby monitor that allows you to hear all the quiet cries or sounds that occur during the arousals, turn it off. All you are accomplishing by listening to your child's awakenings is messing up your own sleep. A mother's sleeping brain is so sensitive to her baby's crying that any loud, urgent call will awaken her. You do not need an amplification system to ruin your sleep over every little quiet sound your baby makes!
Most mothers will partially synchronize feedings to sleep patterns so that the child is fed around the time he gets up in the morning, around the time of (before or after) the two naps, around bedtime, and one or twice at night. In other words, bottle-feedings or breast-feedings now occur four to five times per twenty-four hours. Frequent sips, snacks, or little feedings throughout the day are not necessary.
Gradually your child will begin to associate certain behaviors on your part, certain times of the day, his crib, and his sensation of tiredness with the process of falling asleep. This learning process, when started at about three or four months of age, usually takes only about three days in a fairly well-rested baby, or a little longer in an older or overtired baby.
Stranger wariness or stranger anxiety may be present in some babies by about six to nine months of age, and with this new behavior, some mothers note some separation anxiety—that is, the child shows distress when the mother leaves. I do not think this type of separation anxiety directly makes it more difficult for a child to fall asleep unassisted. I have observed that babies with separation anxiety learn to sleep well as rapidly as any other babies when their mothers leave them alone at sleep times. The problem is that some mothers also suffer from the thought of separation and will not leave their children alone enough at sleep times to allow healthy sleep habits to develop. (This will be discussed further in Chapter 12.)
REMEMBER
Watch your baby more than your watch.
A major problem in implementing an age-appropriate sleep schedule is that it is inconvenient. Many parents resent the fact that their babies are now less portable. It is inconvenient to change their lifestyle to be at home twice a day so that the baby can nap. But when parents initially suffer through the process of establishing a good sleep schedule and their child is well rested, occasional irregularities and special occasions that disrupt sleep usually produce only minor and transient disturbed sleep. The recovery time is brief and the child responds to a prompt reestablishment of the routine.
Bluntly put, when parents are unwilling to alter their lifestyle so that regular naps are never well maintained or the bedtime is a little too late, then the child always pays a price. The child's mood and learning suffer, and recovery time following outings or illness takes much longer. These parents often try many “helpful hints” to help their child sleep better. I'm not sure any or all of these hints can ever substitute for maintaining regular sleep schedules. Parents in my practice who have utilized regular sleep schedules have rarely, if ever, found these hints to be useful.
BUREAU OF “HELPFUL” HINTS OF DUBIOUS
     VALUE TO SOOTHE BABY TO SLEEP
Lambskins
Heartbeat sounds
Womb sounds
Continuous background noises
Elevating head of crib
Maintaining motion sleep in swings
Changing formulas or eliminating iron supplement
Changing diet of nursing mother
Feeding solids only at bedtime
PRACTICAL POINT
You are harming your child when you allow unhealthy sleep patterns to evolve or persist—sleep deprivation is as unhealthy as feeding a nutritionally deficient diet.
Babies seem to respond quickly at this age to a somewhat scheduled, structured approach to sleep. If you can learn to detach yourself from your baby's protests and not respond reflexively by rushing in to her at the slightest whimper, she will learn to fall asleep by herself. As one mother said of her child, “She now goes down like warm butter on toast!”
Month Nine:
Late Afternoon Nap Disappears.
No More Bottle-feeding at Night
Strong-willed, willful, independent-minded, stubborn, headstrong, uncooperative. Sound familiar? These are the words parents often use to describe their toddlers. You may observe that your child is simply less cooperative. A psychologist might use the term noncompliance to describe this lack of cooperation, but the psychologist would also point out that these behaviors go hand in hand with the normal, healthy evolution of the child's autonomy or sense of independence. All infants can now express what they do and do not want with greater energy than previously. It is harder for you to distract your child. This increased ability to express intentional behavior may be described as persistence, drive, or determination. A child's expressing her own likes and dislikes may be called “self-agency,” which becomes stronger over time.
Usually, the experts tell us, the times when you should expect the most difficulties, or “oppositional behaviors,” are at dressing, during mealtimes, in public places, and at bedtime. Since this is the beginning of the “stage” of autonomy (and noncompliance), some experts claim that it is natural for this independence/stubbornness to cause either resistance in going to sleep or night waking. I will explain later why I think this “stage” theory is an incorrect interpretation.
Children in this age range also often develop behaviors described as social hesitation, shyness, or fear of strangers. A child also might cry or appear distressed when his mother leaves him alone in one room while she goes to another room or when she leaves the child with a baby-sitter. Psychologists call this behavior stranger wariness, stranger anxiety, or separation anxiety. So if a child developed increased resistance in going to sleep at night at this stage, some experts might say that separation anxiety, or fear of being apart or away from the mother, was the cause. I think this is an incorrect interpretation also.
The major sleep change that occurs around nine months is the disappearance of the third nap. If the late-afternoon nap persists, it often causes the bedtime to become too late. Also, children who are bottle-fed after nine months of age are likely to develop a night-waking or night-feeding habit. If your baby goes right back to sleep after a feeding, then do not stop the feedings. But if he decides to play with you and does not easily and quickly return to sleep after the feeding, then stop going to him at night. Again, if you are breast-feeding in the family bed, no night-waking habit might develop.
Months Ten to Twelve: Morning Nap Starts
to Disappear but Mostly Two Naps
A small percent (17 percent) of babies are now taking only one afternoon nap. Often the bedtime now has to be twenty or thirty minutes earlier because they tend to get more tired near the end of the day. Sometimes it is the afternoon nap that starts to disappear because the morning nap is too long. In this case, move the bedtime much earlier and/or wake your child after an hour or an hour and a half into the morning nap in order to protect the afternoon nap.
Nap Deprivation
When parents have invested the effort to create an age-appropriate sleep schedule and their child is well-rested, occasional disruptions due to illness, trips, parties, or holiday visits cause only minor disruptions of sleep. Such a kid requires only a brief recovery period before getting back on track. But when parents allow poor-quality sleep patterns to emerge and persist, then there is a gradual accumulation of significant sleep deficits. Now, even minor disturbances create long-lasting havoc.
In this age range, nap deprivation seems to be a major culprit in ruining healthy sleep patterns. It's only natural that you want to get out more and do more things with your child, who is now full of new social charms, is cheerful, and crawling or maybe even walking … why not hang out together and enjoy the good weather at the park or beach?
Your child is likely to feel the same way. Self-agency might lead him to protest naps because he would rather play than sleep. If you allow him to skip his nap, then he will become fatigued. The natural adaptive response to fatigue is to fight it with stimulating hormones, which allow him to maintain more wakefulness. However, this heightened state of alertness or arousal creates an inability to easily fall asleep or stay asleep for subsequent naps and night sleep. Not only does a vicious circle of sleep problems begin, but your child may also develop emotional ups and downs or a reduced attention span as a by-product.
As naps slip and slide, a trend of increasing fatigue clearly develops. First, the child becomes a little more crabby, irritable, or fussy, maybe only in the late afternoon or early evening. You might think it's normal for children this age to be easily frustrated or sometimes bored. Then he starts to get up at night for the first time ever, “for no reason.” Later, maybe following a cold or a daylong visit with his grandparents, he starts fighting going to sleep at night, and you wonder why night sleep is a suddenly a problem.
When you reestablish healthy, regular nap routines, the night-sleep problem corrects itself (although noncompliant behaviors still exist and separation anxiety is unchanged). I have seen this over and over again. That's why I think nap deprivation and not a particular “stage” is the culprit behind disturbed night sleep.
PRACTICAL POINT
Boredom may be masked tiredness. If your child's motor is idling and she's not going anywhere, maybe she's tired.
Normal Naps
You may think your baby needs only one nap now, but most babies in this age range still need two naps. One clue some parents have noticed is that their baby-sitter can have the child take two good naps, but they can only get her to take one, if that. The child is obviously more rested after the sitter leaves, and the parents wonder how the sitter does it. Well, children are very discriminating at this age. They know that the sitter, following parents’ instructions, has a no-nonsense approach and will put them to sleep on a fairly regular schedule. But they figure that with mom or dad, enough protesting may gain them more playtime together. After all, sometimes it works. And so long as your child retains the expectation that you will come to her and take her out of her boring, quiet room, she will fight naps.
Here are three dramatic turning points in sleep maturation for young children:
	At six weeks of age, night sleep becomes organized.

	At four months of age, day sleep is developing and night sleep is adultlike in terms of sleep cycles.

	At nine months of age, the third nap is eliminated, naps are longer (especially for postcolic babies), and there is no need to be fed at night.


These turning points are so highly predictable and independent of parenting practices that we know they reflect maturation of the brain. Anticipating these changes and allowing them to occur naturally will set the stage for preventing all common sleep disturbances.
Comforting Habits
Routines that comfort your baby include rocking, soft lullabies, stroking, patting, and cuddling. Maintain these routines so your child learns to associate certain behaviors occurring at certain times in a familiar place with the behavior called “falling asleep.”
HELPFUL HINTS FOR COMFORTING
Soft, silky, or furry-textured blankets, dolls, or stuffed animals in crib
A small soft blanket over the forehead, like a scarf
Dim night-light
Nursing to sleep
Nurse to Sleep?
There is nothing wrong with nursing your baby to sleep when there is no sleep problem. Most nursing mothers in my practice do this all the time. But if you have difficulty letting your child learn to fall asleep unassisted, your child always falls asleep at the breast, and your child has disturbed sleep, then nursing to sleep might be part of the sleep problem. It may reflect the kind of separation problems discussed in Chapter 12.
Most mothers nurse their babies for soothing and comfort, and their babies either fall asleep at the breast or they don't. In either case, they are put in their cribs when they need to sleep. I think that this intimacy between mother and infant is beautiful, and nursing to sleep, in itself, does not cause sleep problems.
Q: Do I roll my older child over to his favorite sleeping position when he wakes up during the night? Do I help him get down when he stands up and shakes the crib railings?
A: No. I doubt that you like playing these games with your child at night. Think, too, about what you teach him when you go to him at night to roll him over or help him down. If he rolls over only once at night or gets stuck in the railings of the crib, then help him go back to sleep.
Q: Won't he hurt himself if he falls down in his crib? He can't get down by himself.
A: No, he won't hurt himself. He may fall into an awkward heap … and sleep like a puppy.
Try to be reasonably regular by watching the intervals of wakefulness in babies four months of age or younger, and by watching your baby and the clock when he's over four months. However, try not to get locked into a fixed or traditional bedtime hour; vary the bedtime a little depending on duration of naps, when the second nap ended, and indoor versus outdoor activities. Often babies between nine and twelve months need to go to bed earlier because of increased physical activity in the afternoon and the absence of a third nap. Remember, too late a bedtime causes disturbed sleep just as nap deprivation does.
When you are somewhat organized regarding sleep schedules, sleep is accepted and expected. But don't feel you have to be this way for feeding or other infant care practices! When parents are creative, free-spirited, and permissive regarding wholesome foods, feeding goes well. So respect the biological basis for regular sleep, but accept or reject the social customs for feeding as you see fit.
Preventing and Solving Sleep Problems:
Months Five to Twelve
It cannot be emphasized enough: The major sleep problems in babies from five to twelve months old develop and persist because of the inability of parents to stop reinforcing bad sleep habits. Some parents don't see themselves as interfering with an important learning process in their child, namely, learning how to soothe themselves to sleep unassisted. The failure of children to fall asleep and stay asleep by themselves is the direct result of parents’ failure to give their child the opportunity to learn these self-soothing skills. In other words, some parents can't leave their kids alone long enough for them to fall asleep by themselves. Don't underestimate children's competence and ability to learn at these early months!
Helping Babies Sleep Also Helps Mothers
One recent study of 156 mothers of infants aged six to twelve months with severe sleep problems used controlled crying (Graduated Extinction) to help solve the problems. This intervention improved sleep problems in the children and reduced symptoms of depression in the mothers. Unfortunately, the benefits for the child and the mother lasted only about two months. Another study was comprised of 738 mothers of infants six to twelve months of whom 46 percent reported their infant's sleep as a problem. They described a strong association between the maternal report of infant sleep problems and depression symptoms in the mother. After looking at all the variables that might have contributed to maternal depression and the observation that the better the child slept, the less likely the mother was depressed, they concluded that teaching how infants sleep should decrease or help prevent maternal depression. A third study consisted of 114 mothers enrolled when their infants were eight to ten months old; the mothers were again studied when their children were three to four years old. They concluded that infant sleep problems tend to persist or recur in the preschool years and are associated with more child behavior problems and maternal depression. Analysis of their data led to the conclusion that the maternal depressive symptoms are a result, rather than the cause, of the children's sleep problems. It is uncommon for so many studies to be in agreement.
WARNING !
Sleep problems in children may cause maternal depression.
The Importance of Early
Experiences: Theory versus Facts
What does it mean to be a “good parent”? Parents feed and protect their young and provide comfort and guidance. When your baby cries, you go to him. On the surface, it certainly seems reasonable to say that the cry of your baby communicates messages: feed me, change me, pick me up, hold me, hug me, or rock me. The question is, Why is it that when a parent makes a complete response to these messages, some babies still cry? Alternatively, if crying is a form of necessary communication, why is it that many parents will deliver complete, loving, and sensitive care even when their babies do not cry? Perhaps crying as a signal system is not perfect: Some babies cry even when they don't need to cry because their needs are being cared for, and other babies don't cry but still receive the care they need. It may be an instinct: Birds fly, babies cry. In infants, it is possible that crying is no longer tightly linked to infant survival but still occurs as a behavioral remnant of some distant past. An important fact is that the meaning of crying changes with age.
The baby may cry because he is hungry and needs food to survive. The toddler may cry because he wants a second helping of dessert after dinner. The child may cry when afraid. The teenager may cry when feeling hopeless. The adult may cry from happiness at a wedding. Not all crying signifies pain. Unfortunately, when parents talk about crying, the assumption is that crying equals pain. This leads to the sometimes hidden thought: “If my baby cries, I am a bad parent.”
Thinking about how mothers relate to their babies during these early times and how they forge close relationships led to two popular concepts: infant bonding and attachment theory. Both focused almost exclusively on mothers and both claimed that future events would be strongly influenced by early experiences.
Infant bonding theories promoted the importance of early physical contact between baby and mother as a mechanism to a better adjustment later in life. The good news was that this concept caused the delivery of babies to become more comfortable even in a hotel-like environment. This was definitely an improvement for the family, compared to the cold, impersonal environment of a traditional delivery room. The bad news was that mothers who missed this experience because of complications around the delivery, and mothers who adopted older children, felt deprived and worried about their future relationship with their children. You see, infant bonding was thought to take place only during a critical period, very much like the imprinting of baby geese, who will follow any large, moving object they see at a specific time in their development. The fact is that there is no scientific evidence that a similar critical period exists for human babies, and there is no evidence that lack of “bonding” at a specific time right at birth effects subsequent behavior in either infant or mother.
Attachment theory not only considered the interaction between the mother and the child but claimed that if attachment doesn't develop well, the infant grows into an adult who has difficulty in peer relationships, romantic relationships, or parenthood. The good news was that mothers were encouraged to be affectionate, tactile, and warm without fear of spoiling their child. The bad news was that attention to children twenty-four hours a day was thought to be good.
The sad fact was that older theorists were unaware of the benefits of healthy sleep and how we are different in sleep and wake modes. Child psychologists, child psychiatrists, and pediatricians did not know the benefits of healthy sleep until recently.
The improvement in educating child health care professionals has been slow; a recent national survey of pediatric residency programs showed that only 4.8 hours of instruction on sleep and sleep disorders took place during their three years of training. This explains why pediatricians in practice so often incorrectly advise parents that their child is likely to “outgrow” the problem.
Popular distortions of attachment theory claimed that a twenty-four-hour parent—meaning one who attends to every cry day and night—would produce a more securely attached child than would a “selfish” parent who ignores a cry at night so she can get some sleep. Accumulated scientific data do not support these claims. In fact, published research on children between seven and twenty-seven months of age has shown that when parents are instructed not to attend to their children's protest crying (the technique called “extinction”), over time measurements of infant security significantly improved and all the mothers become less anxious. A similar study in sleep-disturbed infants also showed no evidence of detrimental effects on security. It's a simple but true statement that when the entire family gets more sleep, everyone feels better, even if the cries of one member of the family have to be ignored for a while to get there.
In discussing the myth of attachment theory, the famous child psychologist Michael Lewis emphasizes how the development of social skills and peer relation skills are encouraged and protected both by family members other than the mother and by people outside the family. Further, this development depends more on current, ongoing relationships than on past experiences.
Extremely violent or catastrophic events aside, for ordinary families the power of past events has been extremely exaggerated and the singular influence ascribed to the mother is unjustified. Strong proponents of the importance of early events have created in the minds of many mothers a false conclusion: “I am a bad mother if my child cries, because this may cause permanent emotional damage.”
Locus of Control
When your baby was younger, she slept when she needed to. She controlled your relationship with her, in the sense that you met her needs whether you wanted to or not. You didn't let her go hungry simply because you didn't feel like feeding her just then. You didn't let her stay wet because you didn't feel like changing her. Her needs determined your behavior.
But from now on, a shift should occur so that you are in charge. For example, when your child is older, you may decide not to give her junk food simply because she asks for it. You will not risk her physical safety by letting her climb too high on a tree simply because she wants to. And you will not let her stay up to play when she needs to sleep. What, then, are we to do when the child does not cooperate, crying because she does not want to go to sleep even though she needs to sleep?
“Let Them Cry”: A Division of Popular Opinions
There is disagreement among those who write for popular magazines about what happens when children cry after being left alone at night to sleep. In September 1984, McCall's said: “Letting a baby ‘cry it out’ will not teach him the basic trust of confidence he needs to feel secure in his new world.” While Parents magazine, in November 1983, said: “It may give him the feeling that there's nobody out there who cares. The child may become a passive, ineffective person, or he may become angry or hostile.”
On the other hand, the editor in chief of Parents wrote in the October 1985 issue, after the birth of her third child: “The trick was that after eight years of parenthood, my husband and I have discovered … [that] the first sound does not mean that the baby needs to be picked up immediately.”
Don't wait eight years to learn what experts discovered a long time ago!
“Let Them Cry”: An Agreement of Expert Opinions
While the popular press may give all types of conflicting advice from a variety of sources, expert opinion is solidly together. In fact, all evidence accumulated by a wide array of child health specialists concludes that “protest” crying at bedtime will not cause permanent emotional or psychological problems. In plain fact, the contrary is true. For example, Dr. D. W. Winnicott, a British pediatrician and child psychiatrist, emphasizes that the capacity to be alone is one of the most important signs of maturity in emotional development. In his view, parents can facilitate the development of the child's ability to soothe herself when left alone. Please don't confuse this with abandonment or, on the other hand, use this notion as an excuse for negligence.
Margaret S. Mahler, a prominent child psychoanalyst, has identified the beginning of the separation-individuation process whereby the infant begins to differentiate from the mother at four to five months of age. This is the age when children naturally begin to develop some independence.
Dr. Alexander Thomas and Dr. Stella Chess, two American child psychiatrists, followed over a hundred children from infancy through young adulthood. One item they examined was the regularity of irregular sleep and how parents responded. They wrote: “Removal of symptoms by a successful parent guidance procedure has had positive consequences for the child's functioning and has not resulted in the appearance of overt anxiety or new substitute symptoms. … The basic emphasis [of the] treatment technique is a change in the parents’ behavior.”
So please don't fear when your child cries in protest at night, because he is being allowed to “practice” falling asleep, that this crying will later cause emotional or psychological problems. By itself, it will not.
Let me be very clear about this. I am talking only about children over the age of four months and only during normal day and night sleep times. During these periods, emotional problems do not develop if parents ignore protest crying.
Drs. Thomas and Chess were sensitive to irregular sleep patterns in the infants in their study. Many of those infants also had frequent and prolonged bouts of loud crying. When I asked Dr. Thomas what advice he had given to the parents of those crying babies who did not sleep at night, he responded, “Close the door and walk away.” Did this create or produce any problems? He said, “No. None at all.”
Always going to your crying child at night interferes with this natural learning and growth. Such behavior produces sleep fragmentation, destroys sleep continuity, and creates insomnia in your child.
One study examined infant crying at one year of age. It compared children over six months of age whose parents indiscriminately responded to every cry, day or night, to those children whose parents were trained to respond promptly to every intense, stressed, or demanding cry but to delay their response to quiet vocalizations or weak cries. The children in the first group, whose parents indiscriminately responded, cried much more than children in the second group. This suggests that crying for attention can be learned or taught by at least six months.
Mothers who in general do not feel loving or empathetic toward their children, who are insensitive or emotionally unavailable to them, and who have a lack of warmth or affection later come to the attention of professionals. Consequently, some psychologists or psychiatrists take the attitude that parents should be encouraged never to let their child cry, for fear of encouraging a cold parent-child relationship. As a general-practice pediatrician, however, I don't share this view, because I see that the vast majority of parents are loving and sensitive to their child's needs. These parents should not fear letting their child cry at night to learn to sleep.
Q: How long do I let my baby cry ?
A: To establish regular naps, no more than one hour, but to establish consolidated sleep, there is no time limit at night if the child is not hungry or ill. If we place an arbitrary limit on the duration of crying at night, we train the child to cry to that predetermined time. When it is open-ended, the child learns to stop protesting and to fall asleep.
Q: Why is it good for my child to cry? Why not delay sleep training until he is older and more reasonable ?
A: Crying is not the real issue. We are leaving the child alone to learn to sleep. We are leaving him alone to forget the expectation to be picked up. We allow him to cry; we are not making him cry in the sense that we are hurting him. When he is older and still not sleeping, it will be harder for him to learn how to sleep well. Plus, losing sleep is physically unhealthy, just as is too little iron or too few vitamins in his diet.


Q: Isn't crying harmful?
A: Not necessarily. In fact, studies have proven that crying produces accelerated forgetting of a learned response. So when a child cries, she may more quickly unlearn to expect to be picked up. When trying to stop an unhealthy habit, crying may have some benefit, because crying acts as an amnesic agent.
Let's look at several of the most common unhealthy sleep habits at this age, and the proven, effective strategy to deal with each one.
Abnormal Sleep Schedule
When the bedtime hour and sleep periods are not in synchrony with other biological rhythms, we don't get the full restorative benefit of sleep. Please refer to Figures 5 and 6 (see pages 43 and 44) for age-appropriate times when children fall asleep or awaken.
At any age, abnormal sleep schedules often lead to night wakings and night terrors in older children. The schedule often gets shifted to a too-late bedtime hour because mom or dad (or both), returning late from work, wants to play with the baby, or because parents deliberately keep their baby up late to encourage a later awakening in the morning.
The strategy for bringing sleep schedules back to normal is based on developing an age-appropriate wake-up at 6:00 or 7:00 A.M.; a midmorning nap around 9:00 A.M.; an early afternoon nap, usually around 1:00 P.M., but always starting before 3:00 P.M.; an early bedtime, 6:00 to 8:00 P.M.; and unfragmented night sleep. This package of advice ensures good sleep quality, and it is quality, not always quantity, that really matters.
MAJOR POINT
The major fear that inhibits parents from establishing an earlier bedtime is that this will cause their child to get up earlier to start the day. In fact, the opposite will occur. An earlier bedtime will allow your child to sleep later, just as a too-late bedtime will eventually cause a too-early wake-up time. Remember, sleep begets sleep. This is not logical, but it is biological.
Q: Why do you recommend 6:00 to 8:00 P.M. as an appropriate bedtime ?
A: Survey data from my earlier research showed that the vast majority of children between the ages of four and twelve months went to sleep between 7:00 and 9:00 P.M., and so I used to recommend those hours. However, as I have helped families correct sleep problems over the past thirty years, it has become clearer that children who go to bed earlier tend not to develop sleep problems in the first place. In addition, children in this age range who did have sleep problems almost always benefited from an earlier bedtime. I think we have simply grown accustomed to having overtired children in the evening hours, and because it is so common, we have assumed that fussiness or irritability near the end of the day was normal. Imagine what was a “normal” bedtime before electric lights, radio, television, videos, commuting, or dual-income families traveling from work to day care to home.
When your nine-to twelve-month-old child does not promptly go to sleep at his nap times, you should leave him alone for one hour, maximum. If a nap develops and you are trying to establish a healthy sleep schedule, you would want to limit that nap to about one or one and a half hours in order to have the next nap or bedtime occur on time. If your child is overtired and you allow a two-or three-hour nap to occur, then it will be difficult, if not impossible, to establish a good twenty-four-hour schedule.
PRACTICAL POINT
You are enforcing an age-appropriate nap and bedtime schedule. Your child initially may not cooperate by falling asleep immediately. Don't give up.
Studies have shown that when sleep disturbances are associated with abnormal sleep schedules, control of the wake-up time may be sufficient to establish a healthy twenty-four-hour sleep rhythm. In other words, you set the clock in the morning!
Here's an account of one mother who left my office determined to set the clock that night and not wait until the morning.
“HE WAKES UP SMILING”
Our son did not like to sleep. In fact, if it can be said that babies are born with an aversion to any particular thing, for Ryan, sleep was it.
From the day we brought Ryan home from the hospital, he had shown himself to be a night owl. Through Letterman and 2:00 A.M. reruns of The Mary Tyler Moore Show, we would pace and nurse until sleep would overcome us sometime around Sunrise Semester. By the time he was four and a half months old, he was down to one nap a day. He didn't sleep through the night (and in my book, that's eight hours straight or better) until he was ten months old, and that lasted for only one night.
Not knowing any better, since Ryan was our first child, I thought this kind of behavior was perfectly normal for a majority of babies. When other moms would talk about their children sleeping through the night at three months of age and napping twice a day for two hours or better at a crack, I figured that it was either so much idle boasting or their children had some sort of neurological disorder. But when our pediatrician told me at Ryan's eight-month checkup that it was not normal for a child his age to go to bed at 1:00 A.M. and sleep until 10:00 A.M., I started to realize we had a problem. The thought of my husband and me looking like Dawn of the Dead rejects from years without sleep was not a pretty one.
We put Ryan to bed at 9:00 that evening and, as expected, he started to cry. We shut his door and went into the den, closing two more doors between the baby's room and the den in an attempt to muffle what were now becoming very loud screams. After a half hour had passed, the crying was more muffled but continued, so I headed for Ryan's room to “reassure him.” “Don't go in there now,” Tom suggested. “He'll just get worked up again if he sees you. Do something else for a while.” I could see the logic and agreed to hold off. A half hour later, I cracked the door open and again heard the crying. But now I could hear something else mixed in. Ryan was talking to himself. In a very hurt tone he was babbling and complaining between the sobs. My heart was breaking. “My God,” I said to Tom. “Now he's going to grow up hating us. I have to go to him.” For the second time that night, Tom talked me into leaving the baby alone.
The next fifteen minutes seemed like fifteen hours, but the next time I opened the door, there it was… silence. I could finally look in on Ryan without undoing all that we had just accomplished. So as not to awaken him with its squeaking, I turned the light on at its dimmest setting. In this low light and from across the room, I saw what appeared to be Ryan's blanket hanging over the side of his crib. As I moved closer to remove it, however, I discovered that it wasn't the quilt draped over the side—it was Ryan. Our son had fallen asleep standing up!
The next night we again put him to bed at 9:00 and again he fell asleep standing up. But this time he only cried for one hour. The third night, he cried for twenty-five minutes and fell asleep lying down.
These days, with few exceptions, he cries for only a few minutes before falling asleep. He also usually wakes up smiling, thus dispelling any fears I once might have had that he would grow up to hate us for letting him “cry it out.”
One mother solved the problem of her child waking up and always standing up in the crib immediately after being put down almost asleep by putting her drowsy child in the crib standing up. Now the child had only one way to go, down.
Nap Deprivation
Nap deprivation is a common occurrence between nine and twelve months of age. Children at this age are fearless, full of grace and self-confidence, and very explorative. Doing things with parents and siblings is simply a lot of fun. Unsure of when a child naturally shifts to needing only one nap, some parents try to get by with one nap before their child is ready. Afternoons full of activities help smooth over rocky moments of heightened emotionality or grumpiness. Anyway, mom or dad returns from work about then, so there is a loving play period early in the evening.
However, the fatigue from nap deprivation leads to increased levels of arousal and alertness, and this causes difficulties in falling asleep, staying asleep, or both. These changes in the direction of disturbed sleep and behavioral changes during the day may be very gradual, so initially it may appear that a single nap is all right. The effects of persistent sleep deficits are cumulative, though, and eventually the fatigued child starts to behave differently.
I was consulted about two children, five and six months of age, who had severe bobbing, turning, and jerking of the head and wincing or grimacing of the face. Both children had been hospitalized and evaluated for seizures or epilepsy, but all the test results were normal. Nap deprivation turned out to be the problem, and both children recovered completely when they were better rested, though the movements transiently returned to each child during a temporary period of overtiredness.
Here is one parent's account of how “the program”—that is, shortening the interval of wakefulness—helped her child sleep better.
“I WAS CERTAIN SHE WOULD
GROW OUT OF THIS BAD HABIT …
OUR OTHER TWO HAD”
On November 19, 1984, our third daughter, Rebecca, was born. Our other girls, Lauren, nine years old, and Karen, four years old, were busy with school activities, Hebrew lessons, and ballet. At that time I prided myself on how well I schlepped our new baby everywhere and how wonderfully she slept in and out of the car seat all day.
Our days were filled with errands and car pools, Rebecca nursing and napping on and off all day. What a cooperative baby, I used to think. But I was so exhausted by evening that I found the only way to survive was to sleep with the baby, waking up every hour or so to shift her so that she could nurse on the other side. I knew then that having her in bed with me wasn't such a terrific idea, but it was the only way for me to get any rest.
When Rebecca turned five months old, I placed her in her crib instead of going to sleep with her at my breast.
As I expected, every few hours she began to cry, expecting me to be by her side. I would quickly run into her room and rock and nurse her back to sleep … until the next time she woke up.
And so our next pattern began. She would wake up every few hours and I would faithfully run in and get her back to sleep. I was certain she would grow out of this bad habit … our other two had.
A few months passed. By now Rebecca was weaned to a bottle and I was sure things would change for the better. That didn't happen. In fact, things got worse. There were many nights when Rebecca would get up every hour on the hour. I tried letting her cry, fifteen minutes at a time, but it was much easier to just go in and give her a bottle.
When Rebecca was a year old, this pattern of frequent waking continued. It was difficult leaving her with a baby-sitter on the occasional evening we went out. I knew that within an hour or so of our leaving she would be up crying for me. I actually felt sick leaving her.
When Rebecca was almost thirteen months old we went to see Dr. Weissbluth. Rebecca was charming for him. Could this delightful child really be causing all this trouble? I wondered.
Our appointment went well. After our story was poured out, Dr. Weissbluth explained what steps we needed to take to change Rebecca's sleeping patterns. He cited studies, gave us graphs … this really was going to work! When we left his office I felt prepared for battle—armed with all the mental ammunition I needed to change Rebecca's nightly wakings. We started “the program” the next day.
In a week's time, the change in Rebecca was phenomenal! She was always a happy baby, but when she began to sleep better, she became even more relaxed, more affectionate, and more fun to be with.
The change in her sleeping pattern has had an effect on everyone in the family. I don't yell and lose my patience with my older children quite as much, for I am better rested. Ironically, for the first few nights of our “training program” I continued to get up every two hours, waiting for her to cry. I now also have learned how to sleep through the night once again, and I feel so much better physically and emotionally.
Throughout some of Rebecca's crying periods, especially in the beginning, there were moments when I was sorry that we started this whole thing. I just wanted to soothe my poor, crying baby! Both my husband and I kept reminding ourselves that we were trying to teach Rebecca how to sleep and that we had to stay with it without sabotaging the plan. (Maybe knowing that we would be checking in with Dr. Weissbluth every few days helped us to stick with it.)
This has been one of the most rewarding and positive experiences that we have shared as parents. We are so proud of Rebecca and also pat ourselves on the backs for a job well done.
Shhh! Rebecca's sleeping!
The treatment strategy involves (a) shortening the interval of wakefulness before the first nap and reestablishing the early afternoon nap by focusing on the midday interval and making sure this wakeful period is not too long, (b) making sure the afternoon nap does not start too late in the afternoon, in order to protect a reasonable evening bedtime, and (c) consistency in the nap time ritual.
If the afternoon nap is needed but that is when the child fights sleep the most, consider shortening the midday interval of wakefulness. Start the afternoon nap earlier. Perhaps you were allowing him to stay up too long and he became overtired and overaroused.
It's not uncommon for a child to sleep well at night but not nap well, especially in the afternoon. At night it is dark, everyone is more tired, and parents want to be regular with bedtimes because they themselves want to go to sleep. During the day, it is light, everyone is more alert, and parents are more irregular because they want to run errands or enjoy recreational activities.
So during a retraining period, it's easiest to establish good night sleep and easier to establish regular morning naps than afternoon naps. Don't expect improvement to occur equally at all times. Still, it's best to implement a twenty-four-hour sleep retraining program, because if you focus only on one feature, such as bedtime, and ignore naps, you will be less likely to succeed.
In general, I recommend a twenty-four-hour sleep package to help restore healthy sleep habits. Here is an example of an exception. The single mother has limited resources for soothing and is completely exhausted. The child does not sleep well day or night. The mother wants to continue breast-feeding but now wants to transition the baby from her bed to a crib. The first step might only be a temporarily ultra-early bedtime in the mother's bed to help the child get more sleep. Everything else stays the same. The advice is to do whatever is necessary to maximize sleep and minimize crying during the day. After the child is a little better rested, the second step might be to make the transition to the crib. This might involve crying, but because both child and mother are better rested, the crying may be very little and the mother is more able to cope. The third step is to work on naps. This will now be easier because everyone is better rested. If, instead, this mother had an enormous soothing support system to help her, she might try to do everything at the same time. Her child might become better rested faster and the greater stress in making all these changes abruptly would be shared by people other than the mother.
Some families have found it difficult to establish naps because their bedrooms are too bright or noisy during the day. One family I know was fortunate enough to have a large walk-in closet, which they furnished like a little bedroom and which was used only for naps. Other families have problems because they live in a one-bedroom apartment and it is difficult for anyone to sleep well when a child shares a bedroom with the parents. Such parents sometimes relocate to the living room and turn the bedroom over to the child so that the entire family can stay well rested. If you do not want to have a family bed, expect it to become difficult for your child to sleep well in your room. Plan ahead, before the family becomes overtired.
PRACTICAL POINT
As long as your child retains the expectation that she can convince you to play during nap time, she won't nap well. If she thinks she can outlast you, she won't give up her protesting.
Brief Sleep Durations
If your child is on an apparently normal sleep schedule and napping well, you might presume she is getting enough sleep. Overall, she doesn't look tired. But what if around ten, eleven, or twelve months she starts waking at night? What's happening? Many times, physical and mental activity increases around nine months. The child is now moving around more, exploring more, becoming more active and independent.
If the customary bedtime hour had been around 8:00 or 9:00 P.M. before the onset of night waking, the problem will often disappear when bedtime is shifted to an earlier hour. Most families find that if they gradually shift the bedtime earlier in twenty-minute increments, they reach a time when night wakings melt away. Usually this change is easy for the baby; sometimes it is hard for the parent who returns home late from work to accept. But small changes in sleep patterns often make big differences in sleep quality. Even a change as small as twenty minutes’ more sleep at the front end of the night can cause a big change in your child's behavior during the day.
Early Awakenings
Most children five to twelve months of age should go to bed between 6:00 and 8:00 P.M. and wake up between 6:00 and 7:00 A.M. Some also get up once around the midnight hour for a brief feeding. This pattern is very common, but many parents don't like the idea of starting the day so early! In this age range, though, it seems that the wake-up part of our brain is like a neurological alarm clock.
For well-rested children, this neurological alarm clock is fairly regular, and I don't think we can ignore crying around 6:00 A.M. simply because we don't want to get up so early. Because they are well rested, having slept overnight, it seems unreasonable to expect children to go back to sleep without any kind of response. Instead, I would suggest a prompt, brief, soothing response so that perhaps both child and parent can return to sleep. If responding before 6:00 A.M. turns out to be more stimulating than soothing, then I would suggest not going in until 6:00 A.M. The reason is that children who get too much attention too early in the morning fight sleep to get up earlier and earlier for the pleasure of their parents’ company. Increasingly, it makes it difficult to stay up to catch the first midmorning nap around 9:00 A.M., SO the whole day gets thrown off balance. Sometimes overtired children develop new patterns, such as waking up at 4:00 A.M. and not returning to sleep after a prompt, soothing parental response. These kids are really up and want to play, yet they are often not well rested. When the parents put these children to bed earlier, they get more sleep at the front end and they sleep later in the morning because they are more rested and are thus able to sleep better. Even though this is counterintuitive, it is true.
This means that when your child has disturbed sleep and an abnormally late wake-up time, you might decide to control his schedule by waking him up earlier so that the naps and bedtime hour all occur earlier. If your child has disturbed sleep and an abnormally early wake-up time, shorten the intervals of wakefulness before naps and make the bedtime hour earlier. When your child is well rested and has no disturbed sleep, an early wake-up hour may be inconvenient but not necessarily changeable.
METHODS THAT USUALLY FAIL TO PREVENT
     EARLY AWAKENINGS
Keeping your child up later at bedtime
Waking him for a feeding when you go to sleep
Giving solid foods late at night
If your child is near his first birthday, you might consider some of the items discussed in the section on older children.
Different Sleep Patterns: No Problem—Temporarily
Sleep patterns are as varied as children themselves, family sizes, and parental lifestyles. One five-month-old always awoke briefly at 6:00 A.M. and then promptly returned to sleep until 10:00 A.M. A long midday nap occurred from noon to 3:00 P.M. and a brief nap from 5:00 to 5:45 P.M. Between 7:30 and 8:00 P.M. the child went to sleep for the night, until about 6:00 the following morning. This child was well rested, and the midday nap coincided with his older brother's single nap. For the time being, this pattern met both children's sleep needs. By six or seven months, this child developed the more common pattern of a midmorning nap and an early afternoon nap.
However, other children begin to accumulate a sleep deficit that grows, often slowly, over time. Eventually, daytime mood or behavior problems develop, as do sleep disturbances at night.
PRACTICAL POINT
A temporary disturbance or mild variation in sleep schedules, nap patterns, amount of sleep, or early awakenings may not be changeworthy. But if chronic or severe problems cause your child to become tired, then try to help your baby become more rested. Watch your child's behavior, not some inflexible schedule.
Night Wakings
In this age range, night wakings are typically the complete arousals from sleep associated with disturbed sleep in postcolic babies (see Chapter 4), partial airway obstruction during sleep (see Chapter 10), general disorganization of sleep with chronic fatigue (see Chapter 2), or parent reinforcement of such wakings.
Two separate groups of infants between four and eight months of age seem especially prone to night waking.
The first and larger group—about 20 percent of infants—includes those infants who had colic when they were younger. These infants not only awaken more often, their total sleep time is less. Although boys and girls in this group awaken the same number of times, parents are more likely to state that it is their sons who have a night-waking problem. In fact, boys are handled in a more irregular way than girls when they awaken at night. This was shown in studies using videotapes in dim light in the children's own bedrooms at home. Even when the colic has been successfully treated with a drug during the first few months, by four months of age the children still were reported frequently awakening at night.
My conclusion is that some biological disturbances in infants can cause an overaroused, too wakeful, hyperalert, irregular state full of crying, especially in the late afternoon or early evening. This is commonly called “colic.” In the past, the crying part of colic has been thought to be the major problem. But while this evening crying diminished at about three to four months, the wakeful, not sleeping, state may continue and thus be more serious and harmful in the long run.
This is because the parents have the correct impression that regular and consistent parenting does not much affect the colic, and, unfortunately, they give up the effort permanently. They do not know that after four months of age, regular and consistent attention to bedtimes and nap times really does help the older infant sleep better. The parents’ failure to develop and maintain healthy sleep patterns in these older postcolic babies then leads to prolonged fussiness driven by chronic fatigue. (This is discussed in more detail in Chapter 4.)
The second group of frequent night wakers in the four-to eight-month-old age group includes the 10 percent of infants who snore or breathe through their mouths during sleep. This difficulty in breathing during sleep might be due to allergies (see page 382). These infants awaken as frequently as do those with postcolic night waking, but their parents do not label this night waking as a problem. Probably the parents had not worried about night waking because the infants had not suffered from colic. Those infants who snored also had shorter sleep durations than other infants. As in many sleep disturbances, when one element of healthy sleep is disrupted, other elements are disturbed. (I will discuss why snoring is more than an acoustical annoyance in Chapter 10.)
A third frequent cause of night waking in this age group is sometimes associated with abnormal sleep schedules. Going to bed too late and getting up too late seems to set the stage for frequent night waking. Sleeping out of phase with biological rhythms produces an overtired and hyperaroused child. One child I cared for took two to two and a half hours of soothing, rocking, or holding before she would go to sleep, and then would usually awaken three to four times each night, sometimes as often as ten times. This prolonged period to put a child to sleep is called “increased latency.” It's also called a waste of parents’ time because the off/on twilight sleep for the child during the rocking, walking, and hugging represents lost good-quality sleep.
PRACTICAL POINT
Fatigue causes increased arousal. Therefore, the more tired your child the harder it is for him to fall asleep, stay asleep, or both.
One consequence of increased arousal is that disturbed sleep produces more wakeful, irritable, and active behaviors in children. Also, these children often have increased physical activity when asleep. Although all babies can have gross movements involving the entire body or localized movements or twitches involving only one limb, these are brief motions lasting only a second or less. But chronically fatigued babies who are overly aroused move around more in a restless, squirmy, crawly fashion when sleeping. It seems that their motor is always running at a higher speed, awake or asleep. I will explain how you can reduce your child's idle speed by making sure he gets the sleep he needs.
What is disturbed sleep?
Abnormal sleep schedules (going to bed too late, sleeping too late in the morning, napping at the wrong times)
Brief sleep durations (not enough sleep overall)
Sleep fragmentation (waking up too often)
Nap deprivation (no naps or brief naps)
Prolonged latency to sleep (taking a long time to fall asleep)
Too active sleep (lots of tossing and turning)
Difficulty breathing during sleep
Night waking is not caused by:
Too much sugar in diet
Hypoglycemia at night
Zinc deficiencies
Pinworms
Gastroesophageal reflux
Teething, contrary to popular belief, does not cause night waking. If you ask parents what happens when teething occurs, the answer is: everything! All illnesses, fevers, and ear infections that happen to occur around the time a tooth erupts are blamed on teething. Throughout medical history, doctors used the diagnosis “teething problems” as a smokescreen to hide their ignorance. In fact, at the turn of the twentieth century, 5 percent of deaths in children in England were attributed to teething.
A proper study of problems caused by eruption of teeth was performed in Finland. Based on daily visits and the testing of 233 children between the ages of four and thirty months, it concluded that teething does not cause fevers, elevated white blood cell counts, or inflammation. And most important, teething did not cause night waking.
Night waking between the ages of six and eighteen months is more likely due to nap deprivation, overstimulation, or abnormal sleep schedules—not teething.
PRACTICAL POINT
Putting your baby to bed, allowing die child to hold a bottle of milk or juice, or resting the bottle on a pillow, will cause “baby-bottle cavities.” Protect your child's teeth. Hold your baby in your arms when you give a bottle.
Growing pains also do not cause night waking. One study examined 2,178 children between six and nineteen years of age and found that 16 percent complained of severe pain localized deep in the arms or legs. Usually the pain was deep in the thighs, behind the knees, or in the calves. The pain usually occurred late in the afternoon or in the evenings.
But when the growth rates of these affected children were compared to children without pain, there was no difference. In other words, growing pains do not occur during periods of rapid growth! Blaming night waking on growing pains is a handy excuse. But the rubbing, massaging, hot-water bottles, or other forms of parent soothing at night are really serving the emotional needs of the parent or child and not reducing organic pain.
Night waking may be caused by:
Fever
Painful ear infections
Atopic dermatitis, eczema
PRACTICAL POINT
Do not attempt to correct unhealthy sleep habits unless you see a clear period ahead when you will be in control. Don't trust most relatives or baby-sitters to do as good a job as you can to correct unhealthy sleep habits. Also, if your child's sleep improves during a retraining period but suddenly he becomes worse, appears ill, or seems to be in pain, let your pediatrician examine him for the possibility of an ear or throat infection.
Let's consider the child who naps well, has a reasonably normal sleep schedule, does not appear overly tired, but simply gets up too often and/or stays up too long in the middle of the night. We want to help this child learn how to soothe herself to sleep unassisted when she wakes up. This skill also will help her fall asleep at bedtime, so the two strategies outlined here can be used when a child fights going to bed, too. The first technique, called “fading,” is a more gradual approach, while the second, called “extinction,” is an abrupt, cold-turkey solution. Let's look at how each works, and their pluses and minuses.
Fading
A gradual approach to reduce the number of night wakings until the baby can return to sleep independently is called “fading.” Over a period of time you gradually reduce your efforts at night, so that your child takes over for himself and falls asleep or returns to sleep by himself. This is like teaching an older child how to ride a bike. You first provide balance and support and then gradually withdraw as the child gains confidence and skill. Here is an example of a fade sequence to eliminate night wakings.
Respond promptly, spend as much time as needed
Father gives bottle or mother doesn't nurse
Change from milk to juice
Dilute juice to only water
No bottle
No picking up
No singing, talking, verbal communication
Minimal contact, patting, or hand-holding
No eye contact; sober, unresponsive face
No physical contact; sit next to child
Move chair away from crib toward door, slowly over several days
Reduce time with child
Delay response
This has been called the “chair method” when done with an older child in a bed because you are basically slowly moving the chair farther from your child until you are just outside the door.
The apparent advantage of gradually weaning the child from prolonged, complex contact is its seeming gentleness. A disadvantage is that it takes several days or weeks, during which many brief crying spells may occur. The major reasons why this approach usually only partially succeeds, or fails completely, are (a) unpredictable, real-life events interfere with parents’ best plans and schedules, (b) parents do not appreciate the enormous power of intermittent positive reinforcement to maintain a behavior (“I'll just nurse him this one time”), and (c) parents’ resolve weakens from their own fatigue and sometimes from impatience. Here is an account of one mother's attempt to use a gradual approach.
EXHAUSTION WINS OUT OVER PATIENCE
Lauren was eight months old when I finally sought help from the doctor; her sleep schedule could only be described as unbearable.
When we brought her home from the hospital after her birth, she would have a very long, wakeful period in the evenings from about 8:00 P.M. to 1:00 A.M. We can't say that she was colicky, as she was really quite pleasant most of the time. Only about once a week did she have an extended crying spell during which she would be inconsolable.
At around seven months or so, we decided to try nursing Lauren and putting her back in her own bed consistently. That's when the trouble really began! Lauren would wake up every few hours, and it would take one and a half to two hours to get her back to sleep. By now she had learned how to stand up, and I think that made it even more difficult for her to settle down.
The other thing Lauren did was to fall asleep easily at about 9:00 P.M. and wake up a half hour later, inconsolable. Eventually (after nursing, rocking, and so on), she would perk up and become very pleasant and often stay up and play happily for anywhere from two to four hours. At the same time, naps were totally irregular and unpredictable. She would usually sleep twenty minutes, but sometimes it was two hours.
When I saw the doctor, I explained that I was one of those people who didn't think I could let my baby cry herself to sleep. The doctor recommended a plan of action that involved a gradual withdrawal process that would stretch out over seven to ten days. The response to Lauren's waking was supposed to be consistently prompt, but there was to be less handling of the baby at each step of the plan.
I put Lauren in her crib, kissed her good night, walked out, and closed the door. She screamed for forty-five minutes and finally went to sleep. They were the longest forty-five minutes of my life—longer than labor! But it worked!
A few nights after our first success, we decided to leave her alone when she woke up at 9:30. Well, that crying session lasted for about thirty-five minutes. The next night Lauren went to bed about 9:00 P.M. and got up at 7:30 A.M.! I kept thinking that it must be horribly frightening for a baby, who is unable to communicate except through crying, to be left alone in a room to cry. What helped to convince me, however (in addition to utter and complete exhaustion), was the realization that as long as I stayed in Lauren's room she screamed anyway. Walking, rocking, singing—none of these quieted her anymore. The only thing that calmed her was endless, nonstop nursing! I finally came to the conclusion that as long as Lauren was going to be miserable crying anyway, she might as well be learning something positive from it—learning to go to sleep. Even now, if I stay in her room after I put her in bed, she stands up and cries, but as soon as I kiss her good night, walk out, and close the door, she lies down and goes to sleep.
Extinction (Going “Cold Turkey”)
When parents, however well intentioned, stop reinforcing a child's night waking, the habit can be eliminated quickly. In fact, psychologists have shown that the more continuous or regular you are in reinforcing the night waking during the first few months, the more likely it will rapidly be reduced simply by stopping the reinforcing behavior. The advantages of ending the habit of going to your baby at night are that the instructions are simple and easily remembered, and the whole process usually takes only a few days. But the seeming disadvantage is that a few nights of very prolonged crying are unbearable for many parents. This procedure strikes many people as too harsh, too abrupt, or cruel. Those are personal value judgments, but bear in mind that this procedure is effective. It works.
The sleep strategy that I have emphasized is called “extinction,” and the alternatives are “graduated extinction” and “check and console” (discussed on pages 214-215). An additional sleep strategy that might be tried at this age is “scheduled awakenings.” Parents note the approximate times when their child wakes up at night and then they awaken him before those times. The child is changed, if needed, and soothed back to sleep. Research has shown that extinction works much faster than scheduled awakenings but scheduled awakenings does work.
Here is an account of one mother who decided to stop going to her child cold turkey in order to eliminate her child's night wakings.
“ONE OF THE HARDEST
THINGS I'VE EVER HAD TO DO”
At six months of age, Stephen was strong, happy, and healthy in every respect but one—he didn't sleep well. He did all his daytime napping in the car, the stroller, or our arms. If we put him in his crib, he awoke immediately and cried until we picked him up. His nighttime pattern was different but equally exhausting. He went to sleep in his crib promptly at 8:00 P.M., but usually awoke within the first hour for a brief comforting, and two or three times between 11:00 P.M. and 5:00 A.M. for a feeding.
This routine was taking its toll. I was almost as tired as when Stephen was a newborn and I had no emotional reserve for handling everyday problems. I was sharp with the rest of the family and got angry if my husband was even ten minutes late getting home from work. We needed to make a change.
The doctor gave us explicit instructions for instituting morning and afternoon naps and unbroken nighttime sleeping. At the end of the appointment, I was full of resolve. We had the weekend ahead of us, when my husband would be around for support, so we decided to start that night.
We put the baby to bed at 8:00 P.M., and he awoke for the first time around 9:30. We didn't go in to him, and he cried for twenty minutes before going back to sleep. He awoke again around 2:00 and 4:00 A.M. and cried about twenty minutes each time. When he cried at 6:00 A.M., I rushed into his room, anxious to hold him and be sure he was the same healthy, happy baby I had put down the night before.
Over the next few days it was amazing to see how quickly he fell into the schedule we had set up for him. He cried ten to fifteen minutes several times, but never again for an hour. Now he naps regularly and sleeps all night, occasionally crying for one or two minutes during the night as he puts himself back to sleep.
Letting my baby cry was one of the hardest things I've ever had to do. Now that the experience is behind us, however, I have no doubt at all that it was right. It gave me more confidence in my abilities to handle tough issues as a parent.


PRACTICAL POINT
Small, soothing efforts such as kissing the forehead, rearranging the blankets, comforting, and patting appear trivial to parents, but they interfere enormously with learning to fall asleep unassisted.
A father told me that “it was painful for him and his wife to admit that what they had been doing was wrong and not good for their child.” What were they doing? At several months of age, they were going in about every two hours, every time the child cried a little. He said that it would have been much easier to blame or get angry with someone like me who said that too much attention at night was not good for their baby, and accuse me of giving bad advice, than it was to recognize that they were the ones responsible for her continued night wakings and irritability during the day. Another mother said that the reason some mothers and fathers have such strong emotional rejection of my advice is quite simple: parental guilt. Since they spend so little time with their child because they are both working, they feel bad and try to spend more time after work in the evening playing with their child. They cannot consider that the bedtime is too late for the child's health, so they conclude that my advice regarding early bedtimes must be incorrect.
HELPFUL HINT
Use thick layers of zinc oxide paste in the diaper region so that no rash will develop when you do not go to your baby at night to change diapers. Ordinary mineral oil will make removal of the paste easier in the morning.
Here are some typical questions and answers for this age group.
Q: I've heard that if I nurse my baby to sleep, I'll create a night-waking problem.
A: The issue is not whether nursing to sleep is good or not, but rather whether nursing too frequently or nighttime nursing is part of a night-waking problem. Please include nursing, if you wish, in nap time or bedtime rituals, but after you finish nursing, whether the child's asleep or awake, put her down, kiss her cheek, say good night, walk away, turn the lights off, and close the door.
Q: I heard that because she learns to associate my breast with falling asleep, she will be unable to return to sleep later in the night if my breast is not present.
A: Nonsense! Almost all the mothers in my practice nurse their babies to sleep, and at night, when they are hungry, either the mother nurses or the father bottle-feeds the baby. I believe it is perfectly natural to nurse a baby to sleep, and by itself this act does not cause sleep disturbances. Older children can be very discriminating; they can learn to expect dessert after dinner, if that is the family custom, but not after breakfast. I think babies can also become very discriminating; they can learn to expect to be fed when they are hungry but not to be fed when they are not hungry.
Q: Once I let my child cry a long time and she vomited. Won't I be trading one problem for another?
A: Consider other sleep strategies that involve less crying. However, if the vomiting always occurs, I think you will want to always go in to clean her promptly and then leave her again. If the vomiting is irregular and occasional, you should try waiting until after you think she is deeply asleep before checking, and then quickly clean her if needed.
Q: Won't my baby simply outgrow this habit?
A: Believe it or not, eighteen-year-old college freshmen who don't sleep well had difficulties sleeping as infants, according to their mothers, as reported in one study. It seems that if the child doesn't have the early opportunity to practice falling asleep by herself, she'll never learn to fall asleep easily.
Q: Even if she won't outgrow this habit, what's really wrong with my still going to her at night?
A: Consider your feelings. Good studies at Yale University show that all mothers eventually become anxious, develop angry feelings toward their child, and feel guilt about maintaining poor sleep habits. These feelings may persist for years. True, you will also feel guilty letting your baby cry in protest, but this will last only several days. Here's one mother's account.
“I FELT CRUEL,
INSENSITIVE, AND GUILTY”
The moment my daughter, Amanda, arrived home from the hospital, she exploded with a very bad case of colic. I took her to the pediatrician's office several times, only to be told there was “not a thing wrong, relax.” I also received several suggestions about nursing and a pat on the back. All of these suggestions irritated me, and I felt as though I was being perceived as an anxious, first-time mother.
After twelve weeks of crying and screaming, Amanda was evaluated by two child development specialists. I decided we should work with one until my daughter's crying and screaming settled down. We also saw a psychiatrist, who recommended medication and also suggested that we continue to be followed by the development specialists. In the meantime, our lives had become a nightmare. Amanda cried most of the day and always screamed in the evening. To our horror, this behavior had worked itself into the night hours, too.
By five months, we were referred to Dr. Weissbluth for what we hoped was a sleep disorder. I say “hoped,” because we were at the point of seeing a pediatric neurologist and having an EEG done. I was very frightened for my daughter, and my husband and I were exhausted. I was eager for the consultation. My daughter had definitely been cursed with colic. Could this now be wired exhaustion from a sleep disorder caused by the treatment for colic—rocking, swinging, motion all the time? It was.
Amanda was old enough now to try “crying it out.” It was the most difficult thing I've had to do as a new mother.
The first night Amanda screamed, choked, and sobbed for thirty-two minutes. I remember feeling sick to my stomach.
The first two days weren't too terrible. However, the third and fourth were almost intolerable. Amanda would cry through her entire nap time. Then I would get her up to keep Dr. Weissbluth's time frame going. Her temperament after these episodes is known only to mothers who have been through the same ordeal! When she would scream for over an hour during nap time and in the evening, I felt cruel, insensitive, and guilty.
Three things kept me going: my husband's support; Dr. Weissbluth's concern, encouragement, and compassion; and the fact that I knew it had to be done—Amanda had to learn to sleep.
It took Amanda about a week to catch on to the idea. The bags under her eyes faded, her sporadic screaming attacks stopped, and her personality was that of a predictable baby—a sweetheart when rested and a bear when she's past a nap time or her bedtime.
I would offer these suggestions to other mothers and fathers who have to take this measure in order to teach their babies to sleep:
You, as parents, have to understand and believe intellectually that it is the right thing to do. Otherwise feelings of guilt will overpower you, and you will give in. You must have the support of your spouse, as it will be too much of a strain to bear alone.
You are doing what is best for your baby. It seems cruel and unacceptable as a loving new mother to let your baby cry. But it is a fact of parenting—many, many things will bring tears and protests in the years to come.
Enlist the support of a sympathetic friend as much as you feel the need to. I found close telephone contact a tremendous help. Some parents may not need this close interaction, but many of us do.
In your role as parents, teaching your child to sleep may be the very first difficult task you have to undertake. Those parents who do should feel a special sense of accomplishment, for it is a very difficult task! Those of us who have been through a baby with a sleep disorder know what misery is. But so does the baby, who is crabby and exhausted all the time. Once patterns and the practice of sleep are established, everyone benefits and finally life can be somewhat predictable again.
It will get better!
A few more typical questions and answers:
Q: I don't believe in this kind of unnatural programming.
A: Consider the “unnatural” effects of chronic sleep fragmentation on your child.
Q: I don't think I can do nothing when my baby cries for me at night.
A: Letting your baby cry is not doing nothing. You are actively encouraging the development of independence, providing opportunities for her to learn how to sleep alone, and showing respect for her ability to change her behavior.
If, after reading the preceding sections, you want to try allowing your child to learn to soothe herself to sleep but still feel you wouldn't be able to listen to her cry, consider the following:
WHY CAN'T I LET MY BABY CRY?
	Unpleasant childhood memories. These may surface and remind you of feelings of loneliness or being unwanted.

	Working mother's guilt. You may feel guilty about being away from your child so much.

	We already tried and it didn't work. Maybe the child was too young then; maybe you taught her, by your behavior, that if she cried for more than a certain amount of time, you would go to her; maybe you unknowingly provided partial reinforcement by going to her at some times but not at others.

	I enjoy my baby's company too much at night. This may be because you're not a good sleeper yourself.

	If I don't nurse my baby at night, she might lose weight. This is not true.

	We're under a lot of stress. In My Child Won't Sleep, Jo Douglas and Naomi Richman write:
If you are feeling stressed, your child may respond by not sleeping so well. If the stress is related to difficulties between you as parents, you may think that your young child will not notice, but the chances are that he will. His way of waking at night and coming into your bed can be a way of preventing you from talking to each other and sorting out your problems, and his presence can act as a useful contraceptive.
Although this quote applies to older children, it's possible that maintaining the baby's night waking or having the baby sleep with you when he or she is younger also serves the purpose of avoiding marital problems.

	I feel that I am a bad parent if my baby cries. You are not a bad parent if you are helping your baby learn healthy sleep habits.

	I am afraid that letting my baby cry will cause her permanent emotional harm. There is no evidence that protest crying while your child is learning how to sleep better will cause any kind of emotional problems later in life.


PRACTICAL POINT
When your overtired child first starts to sleep better during a retraining period, he may appear, in the beginning, to be more tired than before! You are unmasking the underlying fatigue that had previously been present but was hidden by the turned-on, hyperalert state.
Summary
Infants’ sleep patterns begin to resemble that of adults at around four months of age. It may help to think of sleep as having two related components. The first is sleep/wake organization, which means how long the sleep period lasts and when the sleep periods are occurring. The second is sleep quality, which here means whether the sleep is consolidated or fragmented and the duration of the different sleep stages.
Let's Walk Around the Clock
Here is the package of advice to prevent or correct sleep problems for children four to twelve months.
	Control the wake-up time

	Short interval of wakefulness (ultra-short for postcolic kids) before first nap

	Consistent soothe-to-sleep method (A or B) for mid-morning nap, around 9:00 A.M.

	Limited nap duration to protect next nap

	No snoozing during period of wakefulness if mid-morning nap is not taken

	Consistent soothe-to-sleep method (A or B) for early afternoon nap, around 1:00 P.M.

	Limited nap duration to protect bedtime

	Variable third nap; you be the judge (but no third nap after nine months of age)

	Early bedtime (time varies based on how your child appears, the quality of naps, and past performance) with regular soothing routine

	No more than two feedings at night up to nine months of age (exception: unrestricted if breast-feeding in family bed)


Action Plan for Exhausted Parents
Months Five to Eight: 16 percent have three naps, 84 percent have two naps
	If your child is postcolic or has a difficult temperament put him to sleep, after soothing, within only one hour of wakefulness for the morning nap.

	During the one hour of wakefulness, if possible, expose your child to bright natural light.

	If he cries, leave him alone for at least ten to twenty minutes. If the child has an easy temperament, prepare to leave him alone for one hour.

	Try to establish naps around 9:00 A.M., 1:00 P.M.; and if needed, a late-afternoon nap. Try to avoid naps at other times.
Month Nine: 5 percent have three naps, 91 percent have two naps, 4 percent have one nap

	Eliminate late-afternoon nap to protect early bedtime.
Months Ten to Twelve: 1 percent have 3 naps, 82 percent have two naps, 17 percent have one nap

	Morning nap starts to disappear.

	When morning nap starts to disappear, move bedtime twenty to thirty minutes earlier.

	If afternoon nap starts to disappear because morning nap is too long, move bedtime much earlier to shorten the morning nap. Protect and preserve the afternoon nap.

	If there is resistance for the afternoon nap, start the nap earlier.

	Consider your resources for soothing (see page 73).

	If resources are limited, go slowly and tackle one problem at a time—for example, bedtime battles.

	If resources are unlimited, go quickly and fix the twenty-four-hour schedule at once: bedtime battles, night waking, and fighting naps.

	If your baby cries hard and vomits, consider changing sleep strategies to one that involves less crying.










Months Thirteen to Thirty-six
When your child starts to walk, babble, and show more personality, you will naturally begin to treat him less as an infant and more like a person. Please try to avoid the trap of endlessly explaining, negotiating, or threatening when it comes to sleep times. Save your breath; let your behavior do the talking.
Months Thirteen to Fifteen: One or Two Naps
At twelve months of age, 82 percent of children have two naps and 17 percent take only a single afternoon nap. But by fifteen months of age, 43 percent of children are taking two naps and 56 percent take a single afternoon nap. This is a dramatic change occurring over a short time period.
This transition, however, may not be smooth. You might have a few rough months when one nap is not enough but two are impossible. Here are some ideas for making the transition easier.
Move the bedtime earlier. The morning nap is always the first nap to disappear naturally. We do not know why. If the bed time is moved up a little, most parents will notice that the morning nap becomes briefer or turns into a quiet playtime without sleep. Most of these children do not appear to become very tired.
Other children take longer and longer morning naps and then appear to actively resist or be unable to take the second afternoon nap. Because this second nap was short anyway, many parents forget it. The result is a child who is tired late in the afternoon or early evening and who quickly becomes overtired by bedtime. One solution is an earlier bedtime because your child will wake up rested and take a briefer morning nap. In addition, you might want to shorten the nap by waking your child after about one or one and a half hours so she will be more tired around the midday nap time. Also, try to get out of the house immediately following the morning nap to provide intense stimulation but tone it down as you get to the middle of the day. Provide extra long and relaxing soothing to sleep for the midday nap. Maybe consider moving the midday nap to a slightly later hour so your child is a bit more tired. Sometimes your child continues to take a morning nap but none of the above causes her to take a midday nap, so here's another plan. At the time of the morning nap, delay its onset by ten or twenty minutes. This might require more intense and prolonged soothing to sleep. Slowly, over many days or weeks, continue to delay the morning nap until it is occurring near the middle of the day. During this transition, the bedtime might have to be temporarily ultra-early because your child gets pooped every afternoon. Some of these children appear to hate their bedroom in the afternoon and scream as you approach it. One mother solved this by doing all the prenap soothing in the living room and then quickly went into his room.
The earlier bedtime means that a working parent coming home late does not see the child then. If that is the case, that parent can get up extra early to have a longer morning playtime with the child before going off to work. Another solution is to declare some days as two-nap days and other days as one-nap days, depending on when the baby awakens, how long the morning nap lasts, scheduled group activities, or the time you want your baby to go to sleep at night. Flow with your child and arrange naps and bedtimes to coincide with his need to sleep as best you can. Be sensitive to the growing need for earlier bedtimes.
Here is one mother's account of how an early bedtime helped her child.
Sophie has always been inconsistent when it comes to napping. Some days she would sleep for half an hour, others she wouldn't sleep at all. And if I was lucky, she would take an occasional hour nap. I decided it was time to get help before the situation became worse.
Sophie was thirteen months old when I met with Dr. Weissbluth. She was sleeping for thirty minutes in the morning; her afternoon naps were unpredictable. At night, getting her to sleep was even more frustrating. Sophie had always been a great nighttime sleeper. Then, all of a sudden, she was waking up several times throughout the night. Not only was her mental state unbearable, but physically she did not look well. As for me, I was becoming mommy the monster. There were days when I thought I was going to lose it. I blamed myself for her sleeping disorder, even though I was doing everything right—putting her to bed early, keeping a consistent nap time, and putting her down in her crib for her naps instead of allowing her to sleep on the go.
After looking over Sophie's sleep log, Dr. Weissbluth gave me several options: try an earlier bedtime (5:00 P.M.), lots of stimulation when awake, and soothing her longer at night. The goal was to allow her to catch up on her sleep.
My husband and I put the plan to work. He supported the decision of an earlier bedtime, even though his time with her was already limited. Unfortunately, Sophie's sleeping did not improve. She continued to take one nap for thirty or forty-five minutes and then skip her afternoon nap. She and I were both exhausted and my frustration level was sky high at this point.
During our follow-up conversation, Dr. Weissbluth asked if I would consider dropping her morning nap. He recommended the continuation of an earlier bedtime (5:00 P.M.), which, surprisingly, she welcomed. Although I was hesitant to drop her morning nap, I was determined to get my happy child back.
So, I put plan B to work. For the first several days, Sophie could barely keep her eyes open past 10:30 A.M. I was able to keep her up until 11:00 A.M. and then 11:30 A.M. for the next several days. She continued to take thirty-minute naps. I called Dr. Weissbluth and he reminded me that she was still trying to catch up on sleep, that it would take several days for her to feel rested. After day four, she was staying awake until 12:30 and sleeping for an hour. And she was sleeping through the night—no more nighttime waking. By the end of the week, she was starting her nap at 12:30 and waking up at 2:00 P.M. And Sophie and mommy were happy.
Sophie continues to have thirty-minute naps every once in a while, and she looks forward to her nap time. She no longer cries; instead, she falls asleep quickly. As for me, I am feeling more confident. Sophie is not the only one who is sleeping better. I am spending more time enjoying her and less time being tired and frustrated.
Obviously, any combination of parents’ scheduling for their convenience and the baby's need to sleep can determine nap patterns. If you are a napper yourself, you may protect your child's nap schedule differently from the parent who does not customarily take naps.
Q:
How long should my child nap ?
A: Does your child appear well rested? You be the judge. All of us have good days and bad days, but if you notice a progression toward more fussiness, brattiness, or tantrums, your child may need longer naps.
Months Sixteen to Twenty-one:
Morning Nap Disappears
The morning nap is on its way out. At eighteen months, 77 percent of children take a single afternoon nap; by twenty-one months, 88 percent sleep only in the afternoon. Sometimes the child is taking only the morning nap and the plan discussed above does not work because the general recommendation of an early bedtime backfires. You try an early bedtime and all you get is an earlier wake-up time, which makes your child more tired in the morning and makes him need the morning nap all the more. Under these circumstances, you might temporarily put your child to bed a little later at night with the hope that he will sleep in later. If you put him to bed much too late, he will have difficulty falling asleep and staying asleep, so this will require some patience and trial and error. Still, wake him, if he is asleep, at 7:00 A.M. and then proceed with one of the plans previously described to get an afternoon nap.
Q:
What do I do if my child is healthy but cries at night, and the crying stops as soon as I pick him up?
A: Ask yourself if there is anything you can do to regularize the total sleep pattern, such as timing naps better or making the bedtime earlier. Was there anything that recently disrupted his schedule to cause him to become overtired? Does he snore or mouth-breathe during sleep, or might he be starting to become ill? Look at the big picture, not just the night crying. In general, you will not want to attend to the night crying because you want to encourage consolidated sleep. If you go to your child, you will cause fragmented sleep, which is poor-quality sleep. If your head says that not going to your child is the right thing to do, but your heart won't let you do it, try some of these suggestions.
One parent tied a ribbon around her ankle and her husband's ankle so that she did not shift into autopilot mode at night and go to her child when he cried. Another mother waited for her husband to go away on business for a few days so she could ignore the crying without having her husband undercut the plan. Sleep temporarily farther away from your child; use earplugs, earphones, pillows over the head; take a shower. Do what is best for your child, but don't torture yourself.
Months Twenty-two to Thirty-six:
Only a Single Afternoon Nap
Naps
At twenty-four months of age, only 5 percent of children have two naps and 95 percent are taking a single afternoon nap. By thirty-six months of age, no children are taking two naps, 91 percent are taking a single nap in the afternoon, and 9 percent are not napping at all. A common problem occurs when the nap disappears but the child appears very tired during the day and really seems to need to nap. The closer the child is to his second birthday, the more likely you should try to reestablish the nap, because most probably it is biologically needed. But if he is almost three, you might not be as successful in reestablishing the nap because he might have outgrown the need for it.
Here are two plans to try to reestablish a nap. First, consider the situation where the bedtime is already quite early or you observe that when you moved the bedtime earlier it only caused your child to get up earlier in the morning. Try to slowly move the bedtime later by about twenty to thirty minutes each night with the hope that your child will sleep in later, wake up better rested, and be more able to take an afternoon nap. Second, if the bedtime is quite late, move the bedtime slowly earlier by about twenty to thirty minutes each night with the hope that your child will wake up better rested. In either case, try intensive stimulation in the morning, followed by a wind-down, then a prolonged prenap soothing routine, and try to nap him when he's tired but not too overtired. Consider lying down with your child in your bed temporarily, mother or father, to reestablish the nap routine. After five to seven days, reevaluate and make adjustments of bedtimes and nap times.
Between twenty-two and thirty-six months, most children still need to nap. The average amount of daytime sleep at thirty-six months is about two hours. But there is much individual variation; the range is from one to three and a half hours. If your child is at either extreme of this range, ask yourself if he appears well rested at all times.
The majority (80 percent) of children between the ages of two and three years have a nap length in a narrower band between one and a half to two and a half hours. Most children nap for about two hours. The model nap duration is two hours between the ages of two and six years. The stability of the two-hour nap over different ages is another argument for a strong biological influence over sleep, but it does not necessarily mean that your child needs a two-hour nap. Some children need less and some need more daytime sleep.
Q:
When do I transition my child from a crib to a bed”?
A: As he approaches his third birthday, let the child ask for a big bed. If you move him too soon, he will not stay in his bed because he is curious and wants to see what's going on elsewhere in the house.
Fears
Nightmares, monsters, fear of separation, fear of darkness, fear of death, fear of abandonment … don't fears cause disturbed sleep at this age? Many experts tell us that night fears are common among children between two and four years old. Thunderstorms, barking dogs, loud trucks, and many other events over which we have no control can frighten children. If your child has been a good sleeper up to now, you should expect any disturbed sleep triggered by these events to be shortlived.
Some child care experts believe severe sleep disturbances are caused by night fears. Usually, though, children with serious sleep problems did not sleep well at younger ages, and their current difficulty is simply misinterpreted as caused by an age-appropriate concern or “stage.”
Reassurance, frequent curtain calls, open doors, night-lights, or a longer bedtime routine will help your child get over his fears. My recommendation is to spend extra time soothing your child to sleep or go to him once for reassurance, but use a kitchen timer to control the duration of the extra time. The timer is set to the number of minutes you want to spend with your child and is then placed under a pillow or cushion to muffle the noise. Tell your child that when the buzzer or bell sounds, you will kiss him and leave. The child learns to associate the sound of the time with your departure and learns that this signals the end of your hugging, massage, or lullabies. This is called “stimulus control,” which is discussed further in Chapter 9. Just as when the final curtain call ends, you know the play is really over, or just as you know to slow down as the green light turns to yellow, your child learns to associate the sound with the end of your soothing effort. Because crying will not bring you back, the crying ends.
If your child has never been a good sleeper and now also appears during the day to be extremely frightened, withdrawn in new surroundings, shy, or fearful, then it is very difficult for parents to give less attention at night, even if the goal is to enhance consolidated sleep. If this is the case with your toddler, a child psychologist can give you good advice on where to draw the line between supporting the child and encouraging him to learn to overcome his fears.
Routines and Schedules
At about two to three years of age, although most children in my research survey go to sleep between 7:00 and 9:00 P.M. and awaken between 6:30 and 8:00 A.M., I think that an earlier bedtime is better. A single nap between one and three hours occurs in over 90 percent of children. Try to be reasonably regular about nap time and bedtime, and be consistent in your bedtime rituals. There are no absolute, rigid, or firm rules, because every day is somewhat different. Reasonable regularity and consistency implies reasonable flexibility. Be aware that your lifestyle helps or hinders your child's sleep patterns, and remember that there will be changes due to growth and rearrangements in relationships within the family.
How about scheduled, organized activities that take place when your child needs to take her afternoon nap? If she is unable to take her afternoon nap two or three times each week and you are able to get an extra-early bedtime on those days, then there may be no problem, as long as the child is sleeping well in general. For the child who is not sleeping well, for whatever reason, losing a few naps can be quite problematic. Also keep in mind that children are likely to pick up minor illnesses from each other in group settings, and not feeling well may disrupt your child's sleep and push her into an overtired state. In general, be cautious. Have fun with your child, but occasionally have what my wife called a “declared holiday.” Missing a swim class, gym class, or any other preschool event now and then because your child is tired and needs to nap, or leaving soon after you arrive because the other children look sick will notjeopardize your child's college plans!
A Regular Bed and the Arrival of a New Baby
One rearrangement is moving your child to a “big kid's” bed. There is no special age when you should make this change. As long as the crib is large enough, you should not feel that your child must be placed in a regular bed by a certain age. Many parents make the switch around the second or third birthday. Let your child ask for a big bed. One mother described how she felt that she had made the move too soon and the big bed must have seemed “oceanic” compared to the crib, because her son always slept curled up in one corner of the bed—that is, when he slept. He slept better when returned to his crib. Before she made the move back to the crib, his mother wondered whether this would cause a “regression” in her child. It did not. But it did result in a better-rested family.
If the move to a regular bed is needed because of a new baby brother or sister, consider making the move when the newborn is about four months old. By then, the newborn has regular sleeping habits. Before the baby reaches this age, there is a constant shifting of household routines due to the infant's naturally irregular sleep pattern. This may cause confusion or insecurity in the older child because he does not know when mom or dad will be available, or why he has to wait when he wants to go outside and has been used to doing just that. When the newborn is four months old and her sleep pattern is stable, events in the house are much more predictable. The older child now becomes adjusted to the new family arrangements. The baby goes to the crib and the older child graduates with pride to the big bed for big kids. He does not feel displaced. Before the newborn is actually moved from the bassinet to the crib, feel free to leave the crib up and empty for a while with the understanding that if the older child gets out of bed once, then it's back to the crib.
Moving to a big bed too early, before the birth of the new baby, often invites a problem: The commotion and excitement surrounding the arrival of a new baby creates confusion or insecurity in the older child, who may call out or cry at night. The more difficult situation is when the older child starts to get up every night to visit his parents.
If the move to a regular bed prompts frequent nocturnal visits, curtain calls, calls for help going to the bathroom, or calls for a drink of water, think before you act. A habit may slowly develop in which your child learns to expect you to spend more time with her, putting her to sleep or returning her to sleep. Imagine what would occur if a baby-sitter gave your two-year-old candy every day instead of a real lunch. Once you discovered this, you would immediately stop the candy for meals. Your child might protest and cry, but would you give in and let her have the candy? No. If you are spending too much time at night with your child when she should be sleeping, consider what you are doing to be “social candy”—not needed and not healthy for the child. Be firm in your resolve to ignore the expected protest from your child when you change your behavior.
Preventing and Solving Sleep Problems
In one study of children between one and two years of age, about 20 percent woke up five or more times a week, while in a study of three-year-old children, 26 percent woke up at least three times a week. Unfortunately, you simply cannot assume that difficulty returning to sleep unassisted will magically go away. Returning to sleep unassisted is a learned skill; you should expect problems to persist in your child until she learns how to soothe herself back to sleep without your help.
Also, in the study of one-and two-year-old children, those who woke up frequently were much more likely to have an injury such as a broken bone or a cut requiring medical attention than those who slept through—while only 17 percent of good sleepers had injuries, 40 percent of the night wakers were injured! (Chapter 11 will discuss further the connection between injuries and disturbed sleep.)
The majority of children between the ages of one and five have a bedtime routine less than thirty minutes long, go to sleep with the lights off, and fall asleep in about thirty minutes after lights out. Night waking occurs in the older children in this group once a week; only a few awaken more than once a night. If your child's pattern between the ages of one and five is substantially different, consider the possibility that your child is among the 20 percent of children in this group with disturbed sleep. If so, then you might also later notice the excessive daytime sleepiness that has been observed in about 5 to 10 percent of children between the ages of five and fourteen years.
Your child's developing personality and awareness of himself as an individual means that his second and third years will be a time of testing, noncooperation, resistance, and striving for independence. Your child has stronger self-agency. Sleep problems in twelve-to thirty-six-month-olds are related to this normally evolving stubbornness or willfulness in children, who now want to do their own thing. For example, they may want to get out of their bed or crib at night, not take naps, get up too early to play, and, of course, resist falling asleep and wake up at night. This last problem might have started during the first year and may now continue during the second year as an ingrained habit. Let's look at each of these major problems in turn.
PRACTICAL POINT
Don't confuse these issues:
	Needs versus wants

	A sad cry versus a protest cry

	Being abandoned versus beingalone


Getting Out of the Crib or Bed:
The Jack-in-the-Box Syndrome
It's quite natural for two-and three-year-olds to climb out of the crib or bed to check out the interesting things they think their parents are up to. Or maybe they just want to watch the late, late movie or have a bite to eat. Of course, what they like to do most is to come visit with their parents and/or get into their bed. This not only disrupts their parents’ sleep, but it also harms the child. Here's how.
When a child has a naturally occurring partial arousal during sleep, instead of soothing himself back to sleep, he learns to force himself completely awake to get out of his bed or crib. The result is sleep fragmentation—for him, and for his parents, too. Here's a five-step treatment plan to put your Jack back in his box at night.
Step 1: Keep a chart, log, or diary to record key sleep events: time asleep, time awake, number of times out of bed, and duration of protest calling, fussing, or crying. This will make you a better observer of both your child's behavior and your own. The chart or log enables you to determine whether the strategy is working, and helps remind you to be regular according to clock times and to be consistent in your responses.
Step 2: Ask yourself whether your child behaves as if he is tired in the late afternoon or early evening. If the answer is yes, then consider the possibility that naps are insufficient or that the bedtime hour is too late. Deal with these problems at the same time you are working on his getting out of the crib or bed. If needed, keep data in your sleep chart regarding naps, such as the time he falls asleep, how long he sleeps during the day, how long he cries in protest before napping, and the interval between the end of his nap and when he goes to sleep for the night.
Also, consider whether your child is snoring or mouth-breathing more and more at night. Please read the section on snoring in Chapter 10 if this is now a problem.
Step 3: Announce to your child that there is a new rule in the house: Down is down—no getting out of bed until morning. Tell him that you love him very much but that you need your sleep, and he needs to put himself back to sleep by himself; getting out of bed is not allowed. Tell him that when he gets out of bed, you are going to put him back to bed and you are not going to talk to him or look at his face while you are doing so. Let's call this “silent return to sleep.” Silence when you take your baby back to bed is important, because if you are sweet or stern while trying to explain why everyone needs sleep, the verbal attention will reinforce your child's desire to get out of bed to get more attention. Attending to a problem will cause the problem to occur more often. Many parents do not understand that negative attention—yelling or getting angry—is still attention, and it will encourage your child to continue the behavior.
Depending on your child's age, he may or may not understand what you are saying. But he will certainly sense that tonight something different is going to occur.
PRACTICAL POINT
Be silent and unemotional; appear disinterested or mechanical. No more night entertainment.
Step 4: Place yourself where you can easily hear him get out of his crib or bed. Place a bell on a rope on his door to signal when he leaves his room or enters your room, or use an intercom if you must be out of earshot. The signal makes him aware of what he's doing and it helps you to be consistent.
Every time you determine that he is out of his crib or bed, or discover him in your bed, gently place him back in his bed. Maintain silence. Plan not to sleep the first night, as he may try many, many times to get back to his old style. Parents might want to alternate nights so that at least someone gets some sleep. Do not take turns on the same night, because the child might think one parent would behave differently. Children learn quickly that there's no benefit in getting out of bed, so they stay in bed and sleep through the night.
Step 5: Every morning, shower the child with praise or affection for cooperating with the new rule. Perhaps offer a favorite food that was previously withheld or go on a special outing. Try small rewards for partial cooperation and larger rewards for more complete cooperation.
In addition to praising or rewarding your child when he cooperates, you might consider changing some of the routines when he doesn't cooperate. For example, past fifteen to eighteen months, you might close the door in a progressive fashion every time he gets out of bed. You can put three or four white tape marks on the floor, and for the first three or four times he gets out of bed, the door is closed a little more until it is barely open or completely closed. If he stays in the bed, the door is left open to the first tape mark. A similar progressive strategy could be used with brighter or dimmer night-lights.
Expect this plan to dramatically reduce or eliminate the get-ting-out-of-bed routine within a few days, usually three or four. All you had to do was remove the previous nighttime social interaction (whether pleasant or unpleasant) as a reinforcer to the habit of getting out of his crib.
In short, every time your child gets out of bed, he encounters a silent, unemotional parent who gently picks him up and returns him to bed.
Here are some typical questions and answers about this strategy.
Q:
Won't my child hurt himself when he climbs or falls out of his crib?
A: This is a common worry and often used as an excuse to go to your child or buy a “big kid's” bed. But the truth is that serious injuries rarely occur when the child bumps on the floor as he lets himself down.


Q:
Can the plan fail?
A: Yes, when both parents aren't committed, so that one partner passively or actively sabotages the program. One father in my practice loved to sneak a bottle of formula to his baby once or twice a night. This caused the baby to suffer excessive wetness and a severe, persistent, and painful diaper rash. Only in the course of trying to eradicate the rash did the father's behavior come to light. Failures also sometimes occur when the child is still chronically fatigued from too late a bedtime hour or nap deprivation.


Q:
What if he stays in his crib but cries’?
A: Letting your child cry when he protests going to sleep or staying in his crib is not the same as making your child cry as if you were hurting him. Leave him alone (extinction) or try controlled crying (graduated extinction).
One family instituted this five-step program when their daughter was twenty-six months old—after twenty-six months of poor sleeping. She had always had difficulty in falling asleep and difficulty in staying asleep. Nicole always wanted to, and did, get out of her bed and go into her parents’ bed. After the birth of Daniel, her brother, her parents decided this had to stop.
Their record showed the following results:
Night 1: Between 8:13 and 9:45 P.M.—69 return trips to bed. Slept until 8:30 A.M. with one brief awakening at 2:15 A.M.
Night 2: Between 8:20 and 10:30 P.M.—145 return trips to bed. Slept until 7:20 A.M. with one brief awakening at 2:15 A.M.
Night 3: After 9:14 P.M. (bedtime)—0 return trips to bed! Slept until 7:40 A.M., awakening once at 3:20 A.M.
PRACTICAL POINT
Do not underestimate the enormous power of partial reinforcement to ruin your efforts to overcome baby's habit of getting out of die crib. If you are not silent and you discuss getting out of bed when it is occurring, your social behavior reinforces getting out of the crib.
That's it!
An important point is that almost all of Nicole's getting out of bed occurred within the first hour or two of the night. Many children follow this pattern, so don't expect that you will necessarily lose a complete night of sleep during this training period.
After the third night of Nicole's program, the curtain calls at bedtime ceased. Furthermore, at naps her mother would now leave after fifteen or twenty minutes of reading, whereas before she stayed in the room until Nicole fell asleep. The parents described Nicole as easier in many ways: less resistant in dressing, less argumentative, more charming, and better able to be by herself.
Crib Tents and Locking the Door
Some families know that they are unable or unwilling to do the silent-return-to-sleep routine when their child climbs out of the crib. For a minority of children, moving them to a bed solves the problem; they want to sleep in a bed and they will stay put to enjoy it. In others, moving to a bed simply means it is now easier to go visit mom and dad.
A crib tent will prevent your child from getting out of the crib, and it allows you to remove yourself from his protest crying without fear that an injury might occur. Sometimes duct tape is needed to cover the zipper because your child otherwise figures out how to escape. Don't worry about some theoretical sense of failure if the child has to return to the crib with a crib tent. Some parents feel that the crib tent “locks their child in the crib like an animal caged in the zoo” and they would prefer to lock the door instead. Most families find the crib tent more acceptable and effective, but let's talk about locking the door.
To me, this is absolutely the last thing a desperate family might want to try, and because it sounds so extreme I want to share with you my observation in some detail. The reality is that not all marriages are made in heaven, not all jobs allow parents to spend much time with their children, not everyone can begin sleep training early and prevent sleep problems, and, to be perfectly honest, it is difficult and inconvenient to be consistent in handling sleep routines. Circumstances beyond your control, such as twins in a one-bedroom apartment, sick relatives who need your attention, or medical problems such as frequent ear infections conspire to rob children of healthy sleep. So what are we to do when all else fails and the entire family is stressed from sleep loss?
Locking the child's bedroom door to prevent social interaction at night, which interferes with sleep, is discussed further in the next chapter for older children, about three years old or more. But for younger children, around age two, some parents find that if they lock their bedroom door, while protecting the child's safety with gates if needed, everything begins to turn around. First, however, you'll need earplugs in order to ignore the banging, crying, or yelling. Second, place the child back in his crib or bed after he falls asleep. Third, praise him well when he eventually stays asleep in his own room.
Sleep Rules
A crib tent may be most appropriate for a child close to one year of age, and locking the parents’ door might be needed for a two-year-old. However, as the child gets closer to the age of three, consider sleep rules. Sleep rules should be implemented for both nap time and nighttime in order to be consistent. The family makes an elaborate, decorative, theatrical poster, which they put on the wall in the child's bedroom. Use stars and stickers; the more colorful and dramatic it is, the more motivational it will be. The poster looks like this:
SLEEP RULES
At bedtime we …
	Stay in bed.

	Close our eyes.

	Stay very quiet.

	Go to sleep.


Insert your child's first name before the title so that “John” will listen carefully when a parent recites “John's sleep rules” every time he is put to sleep. You simply say, “John, remember your sleep rules. One, stay in bed; two, close your eyes; three, stay very quiet; and four, go to sleep.”
Rewards and privileges are an important component of this plan.
One family placed next to the poster a calendar called a “bedtime star chart.” The mother read the rules at bedtime. If the child followed the rules, she got to put a star on the chart the next morning, which meant that she could choose a treat later that day. No star, no treat. She caught on very quickly to the relationship between following the rules and getting treats.
In general, even if there is no problem around naps, for the sake of consistency, also give the treat or star after the nap. Often a big glass bowl filled with treats on top of the refrigerator, where it is visible to the child, will enhance motivation. Either the treat or a token to be exchanged for the treat is given immediately upon awakening. Later, the treats can be placed in a “treat bowl” to delay gratification, and later the child will substitute heightened self-esteem for the treats. One caveat: This method is guaranteed to fail if the treats are insufficiently motivational.
Let's take a moment to look more closely at the difference between rewards and bribes. I am sensitive to the fact that some people will claim that it is wrong to give something to a child to make a behavior occur—that it is like a bribe. The simple answer is that we smile, hug, and praise our children when they perform in a socially desirable way. This is how a child learns to share toys and develop manners and desirable social habits. But our social rewards simply aren't powerful enough to change the behavior of a strong-willed two-or three-year-old who is dead set on fighting sleep for the pleasure of your company. Opponents to giving rewards come up with theoretical objections, but the fact remains that when rewards are used in the context in which I am describing them, they work.
Actually, rewards are only half the story here. Think of what your child loves to do around the house. Exclude creative activities such as reading, painting, or building things. Think of somewhat passive things, such as watching videotapes, DVDs, or television; playing with the computer; or perhaps playing with some favorite dolls or trucks. Choose one activity and call it the “privilege.” So, after you recite the sleep rules, you say “John, remember to follow the sleep rules so that when you wake up you can choose a treat and play with your trucks.” All the trucks are put in a box in the closet. If he follows the rules, after he wakes up you say, “Thank you for following the sleep rules. Here, choose a treat. And here are your trucks to play with.” Or, if he did not abide by the rules, say, “You did not follow the sleep rules, so no treat and no trucks to play with until you follow the rules.” If John decides he doesn't care about his trucks, then restrict some other privilege next time in addition to the trucks.
When a child refuses to comply with sleep rules during the day when a nap should be taking place, and anytime a problem behavior occurs at night, employ the silent-return-to-sleep strategy. Put a bell on his doorknob so you know when he is leaving his room. One very cute and bright girl ripped up three sleep rules posters before she got the message. Then she started to tell friends, with great pride, that she now sleeps by the rules!
What we are simply trying to accomplish is to encourage behaviors (described as sleep rules) that are compatible with allowing the sleep process to happen and to discourage behaviors (such as singing, calling, and running around) that are incompatible with sleeping.
When you employ sleep rules or the silent return to sleep, do not be surprised if your child's behavior gets worse for a short time. It's as if he is putting forth more effort to get back to the old way.
PRACTICAL
POINT
Problems may
get worse
before they get
better during a
retraining phrase.
Also, we know from many studies that when you think you have finally solved a problem, it will resurface sooner or later. This is called a “response burst,” either because your child is testing to see if the rules still apply or because you have slipped a little regarding consistency in enforcing the rules or maintaining a healthy sleep pattern. Don't be dismayed. Stick to what worked and usually the problem will subside for good.
Refusal to Take Naps
Playtime in the park or shopping together is so much fun; who wants to take a nap? Ask yourself whether napping is your child's problem or your problem. Some parents simply find it too inconvenient to hang around the house to enable their child to get his needed daytime sleep. But reflect on how inconvenient it is to drag a tired child around while shopping. Please review the first chapter of this book if you feel that naps are not that important.
Let's consider two common problems regarding naps: (a) resistance for one nap and (b) no naps.
Resistance for one nap: This often occurs after a special event, such as a holiday, party, or vacation. There was so much excitement the day before, the children don't want to miss anything again! Sometimes this becomes apparent because of unappreciated chronic fatigue due to an abnormal sleep schedule, brief night-sleep duration, or sleep fragmentation. If these problems are present, work on them as you work on day sleep.
The trick to solving the problem of resisting a nap is judging when your child is tired but not overly tired. This is usually after being up about three or four hours. If the interval is too short, the child may not be tired enough. If the interval is too long, she may be overpooped and not able to fall asleep easily.
Keep a sleep chart, log, or diary; pick a time interval that you think is right, and put your child down in the crib at that time. You are controlling the nap time. Spend however much time you want—ten, twenty, or thirty minutes—hugging, kissing, rocking, and nursing to soothe your child. Then down is down—leave him alone for one full hour.
If your child has been quite well rested up to now, the crying may be brief. But if your child has a history of chronic fatigue, prepare yourself for a full hour of crying. Here's one mother's account of how her fourteen-month-old daughter responded.
“SHE WOKE IN THE MORNING
SMILING … WE WERE
REASSURED THAT SHE LOVED US”
My daughter was fourteen months old, ate poorly, resisted naps, woke two or three times in the night, needed to be rocked to sleep, and was tired all the time. My husband and I were exhausted, angry, resentful, and blaming each other for the situation we were in.
We were ambivalent, scared, concerned, and skeptical about letting our daughter cry, as the treatment plan recommended. We thought she would feel unloved and worthless if no one responded to her.
After only one episode of crying, she learned how to lie down and fall asleep on her own! It was very difficult listening to her crying, but when she woke in the morning smiling and kissing us good morning, we were reassured that she loved us. Now she naps regularly, sleeps through the night, eats better, plays better, and is able to play in her crib before going off to sleep on her own.
The more rested the child is, the quicker you'll see improvement. A very tired child might require several days of training before he relearns how to nap.
Your goal is to establish an age-appropriate nap routine so the child comes to associate being left alone in a certain place and a familiar soothing routine with feelings of being tired and taking a nap. No more playtime, no more games, just sleep. If the child is young, then every day at about 9:00 A.M. and 1:00 P.M. the parents should put their child down to nap; older children may be put down only in the afternoon. I call this “nap structuring;” we are trying to use natural sleep rhythms to help the child sleep best. After one hour, if there is no nap, then we go to the next sleep period, but a little earlier.
Parents who would rather hold their child in a rocking chair or let her catnap in the stroller are robbing their child of healthy sleep. This lighter, briefer, less regular sleep is less restorative—it's not as effective in returning your child's energy and attentiveness to its best levels.
No naps: If your child is a young two-year-old, you might simply establish a pattern as described under “Resistance for one nap” and sticking with it, especially if the duration of not napping wasn't too long. But if you have an older two-year-old who hasn't napped for a long time or is very tired because of unhealthy sleep habits in general, try the methods described on page 313 for how to reestablish naps in the older child.
Q:
My problem is not that my child refuses to nap or resists naps, but that her nap schedule is very irregular. What's wrong?
A: If your child is well rested, it may be that you are in fact very sensitive to her need to sleep and place her in an environment conducive to sleep when she needs it. Differences in daily activities produce differences in wakeful intervals and differences in the duration and timing of naps. Perhaps you have unrealistic expectations regarding the regularity of naps according to clock times. If your child is very tired, however, she might be crashing at irregular times when she is totally exhausted. A common problem here is a slightly too-late bedtime. Early bedtimes appear to regularize and lengthen naps.


Q:
My problem is that my baby takes such long naps that we don't have much time to play together. Are long naps a problem?
A: There may be a problem if your child snores or mouth-breathes when asleep. These are symptoms of respiratory allergies or large adenoids or tonsils (see Chapter 10). Another possible problem is that the bedtime is too late and the long naps are attempts to compensate for the lost sleep. In the long run, this compensation will fail because the too-late bedtime causes cumulative sleep deficits.
Getting Up Too Early
Getting up too early is another major problem in toddlers. The first question to ask is: How early is too early? If your child gets up at 5:00 or 6:00 A.M. and is well rested, perhaps this pattern is not changeable. You may wish to try encouraging her to sleep later by making the room darker with opaque shades. Getting everyone together in a family bed at that hour may also allow all of you to get some more snooze time. Often families have established the habit of giving the baby a bottle at this early hour, after which she returns to sleep for a variable period of time.
While bottles given early in the morning may help the child return to sleep, be aware that if the baby is allowed to fall asleep with a bottle of milk, formula, or juice in her mouth, the result is decayed teeth. This will not occur if the bottle contains only water. Unfortunately, many parents go to their child at 4:00 or 5:00 A.M. with a bottle of milk and then let the baby feed herself.
Treatment for the well-rested child who has the early-morning-bottle habit is to first switch to juice, and then gradually, over about a week, dilute the juice more and more, until it is only water. Once the child is drinking only water, place a water bottle at either end of the crib and point them out to her at bedtime.
One mother used to allow her child to watch a videotape every morning as soon as she woke up. This allowed the mother to have some free time to take care of herself. Her child woke up earlier and earlier in order to enjoy the videotape. Stopping the routine of watching videotapes in the morning was part of the solution.
If your child wakes up too early and is not well rested, work hard to establish a healthy sleep pattern. In the morning, don't go to her until the wake-up hour.
REMEMBER
Getting up too early may be caused by going to sleep too late. Earlier bedtimes often prolong night sleep and prevent early wake-ups.
For a three-year-old child, we can try a variation of controlling the wake-up hour using stimulus control. We previously used a timer as a signaling device at bedtime. Now we are going to use a digital clock. Place a digital clock in her room and set the alarm for 6:00 or 7:00 A.M., which may be after the expected spontaneous wake-up time. Draw a picture of the clock face showing 6:00 or 7:00—the time that corresponds to when the alarm will go off. You do not respond to her cries before this wake-up time. Then, at the wake-up time you have picked, you bounce into her room, exclaim how the clock matches the picture, shower her with affection, open the curtains, turn on the lights, bring her into your bed, or give a bath. Be dramatic, wide-eyed, and happy to see her. Point out the numbers on the digital clock and on the picture of the clock and exclaim, “Oh, see, it's time to start the day!” The child learns that the day's activities start at this time. The pattern on the digital clock acts as a cue, just as a green traffic light tells you to start moving. Before the wake-up time, the child has her water bottles but no parental attention.
Resistance to Falling Asleep/Night Waking
The last major problem centers on enforcing the bedtime hour and on waking at night. Time cues can also be used as stimulus control to enforce the bedtime hour. Use a digital clock and say, “Oh, look, it's seven o'clock [say “seven, zero, zero”], time for your bath.” After the bath, hugs, stories, and kisses, say, “It's now seven-thirty [seven, three, zero], time to go to sleep.” Then turn out the lights and close the door. No returning or peeking. The child learns that after a certain hour, no one will come to play with him, so he falls asleep and stays asleep until the morning. He learns to amuse himself with crib toys or other toys in his room until the wake-up time.
If your child has had a long history of resistance to falling asleep or of night waking, then read the earlier chapters and work on establishing a healthy sleep pattern in general. Prepare yourself for some long or frequent bouts of crying as you extinguish the habit. A fade procedure probably won't work if your child is chronically tired and has long-standing disturbed sleep; he'll outlast you. The following published account of a cold-turkey strategy in a twenty-one-month-old boy shows that it is effective, that the improvement occurs over several days, and that the treatment has no ill effects. This account was published in a professional journal for psychologists, so please forgive the dry style of writing.
CASE REPORT: THE ELIMINATION
OF TANTRUM BEHAVIOR
by Carl D. Williams
This paper reports the successful treatment of tyrantlike tantrum behavior in a male child by the removal of reinforcement. The subject child was approximately twenty-one months old. He had been seriously ill much of the first eighteen months of his life. His health then improved considerably, and he gained weight and vigor. The child now demanded the special care and attention that had been given him over the many critical months. He enforced some of his wishes, especially at bedtime, by unleashing tantrum behavior to control the actions of his parents.
The parents and an aunt took turns in putting him to bed both at night and for the child's afternoon nap. If the parent left the bedroom after putting the child in his bed, the child would scream and fuss until the parent returned to the room. As a result, the parent was unable to leave the bedroom until after the child went to sleep. If the parent began to read while in the bedroom, the child would cry until the reading material was put down. The parents felt that the child enjoyed his control over them and that he fought off going to sleep as long as he could. In any event, a parent was spending from one half to two hours each bedtime just waiting in the bedroom until the child went to sleep.
Following medical reassurance regarding the child's physical condition, it was decided to remove the reinforcement of this tyrantlike tantrum behavior. Consistent with the learning principle that, in general, behavior that is not reinforced will be extinguished, a parent or the aunt put the child to bed in a leisurely and relaxed fashion. After bedtime pleasantries, the parent left the bedroom and closed the door. The child screamed and raged, but the parent did not re-enter the room. The duration of screaming and crying was measured from the time the door was closed.
The child continued screaming for forty-five minutes the first time he was put to bed. The child did not cry at all the second time he was put to bed. This is perhaps attributable to his fatigue from crying.
By the tenth occasion, the child no longer whimpered, fussed, or cried when the parent left the room. Rather, he smiled as they left. The parents felt that he made happy sounds until he dropped off to sleep.
About a week later, the child screamed and fussed after the aunt put him to bed, probably reflecting spontaneous recovery of the tantrum behavior by returning to the child's bedroom and remaining there until he went to sleep. It was necessary to extinguish this behavior a second time.
No further tantrums at bedtime were reported during the next two years.
It should be emphasized that the treatment in this case did not involve aversive punishment. All that was done was to remove the reinforcement. Extinction of the tyrantlike tantrum behavior then occurred.
No unfortunate side-or aftereffects of this treatment were observed. At three and three-quarters years of age, the child appears to be a friendly, expressive, outgoing child.
Q:
Does this mean that after my baby falls asleep I can never peek, never go in to soothe or comfort him?
A: No. Only during the period when you are establishing a new sleep pattern is it important to avoid reinforcement. After your child is sleeping better and becomes well rested, there is nothing wrong with going in to check on him at night.


Q: I took his older brothers out of their bedroom so his crying wouldn't disturb them. When can they go back into their old bedroom?
A: Allow several days or a couple of weeks to pass before making changes. The more rested the baby becomes, the more flexible and adaptable he will be. Changes then will be less disruptive.


Q:
My two-and-a-halfyear-old son understands what I'm saying; why can't I discuss these problems with him?
A: You want to avoid discussions or lectures at the time the problem is taking place because your reasoning calls attention to the problem and thus reinforces it. Instead, choose some low-key playtime to voice your concerns regarding his lack of cooperation. But when there is some cooperation, make sure to praise the specific behavior: “Thank you for staying in bed” or “Thank you for trying to sleep.” Praising the child (“Thank you for being a good boy”) does not tell him exactly what it is that you want him to do again.


Q:
My fifteen-month-old child shows separation anxiety during the day, and at night she wants me to hold her and sit with her on the sofa until she falls asleep. How can I leave her alone at bedtime, when she is most anxious?
A: Separation anxiety, stubbornness, or simply exhibiting a preference for parents’ company over a dark, boring room might separately or in combination cause your child to behave this way. Please understand that it is normal for children to feel some anxiety, and learning to deal with anxiety and not be overwhelmed by it is a healthy learning process. Let's not use separation anxiety as an excuse for our own problems in dealing with a child's natural disinclination to cooperate at bedtime.
If there has been long-standing ambivalence or inconsistency regarding putting your child to bed at night, then the naturally occurring separation anxiety will only aggravate or magnify the problem. The same could be said of the naturally occurring fears of darkness, death, or monsters that children often express around age four. In order to deal with separation anxiety or fears at night, we must understand that all children experience them, and that they can learn not to be overwhelmed by them at the bedtime hour with the help of the consistent, calm resolve of their parents. The routine of a set pattern in a bedtime ritual reassures the child that there is an orderly sequence: Sleep will come, night will end, the sun will shine again, and parents will still be there smiling.
Some children go to bed later than I recommend and get up later in the morning. This may fit the parents’ lifestyle and they might not appreciate that this is not healthy for their child. One recent study examined children at eighteen months and again at three years and noted that those children who went to bed at a late hour not only woke up late in the morning, but they also had longer naps compared to those children who went to bed earlier. However, neither the late wake-up time nor the longer nap compensated for the reduced sleep time caused by the late bedtime. In other words, late bedtimes cause less sleep. In addition, sleeping out of phase with your natural rhythms, like shift workers or when crossing time zones, is as unhealthy as jet-lag syndrome.
PRACTICAL POINT
Don't hide behind excuses; there will always be one handy! Some families use extreme fussiness/colic (birth to six months), teething (six to twelve months), separation anxiety (twelve to twenty-four months), “terrible twos” (twenty-four to thirty-six months), and fears (thirty-six to forty-eight months), one after another, to “explain” why their child wakes up at night and has trouble returning to sleep by himself.
Summary
Previously, the terms sleep/wake organization (duration and time of occurrence of the sleep period) and sleep quality (consolidated or fragmented sleep and the duration of different stages of sleep) were introduced. Now add two more terms to the vocabulary. Temporal control means establishing age-appropriate sleep/wake schedules. In other words, the time when you do your soothing to sleep coincides with the naturally occurring biological rhythms of sleep. Stimulus control means that you are trying to avoid behaviors that disrupt sleep or are incompatible with sleep and promote behaviors that allow the sleep process to surface both at sleep onset and throughout the night.
Action Plan for Exhausted Parents
Months Thirteen to Fifteen: 1 percent have three naps, 43 percent have two naps, 56 percent have one nap
	Earlier bedtimes usually help the child get through the transition to a single afternoon nap.
Months Sixteen to Twenty-one: 23 percent have two naps, 77 percent have one nap at eighteen months; 12 percent have two naps, 88 percent have one nap at twenty-one months

	If you have only a morning nap, try to delay its onset by shifting it slowly toward midday. Try a ten-to twenty-minute delay every few days.
Months Twenty-two to Thirty-six: 5 percent have two naps, and 95 percent have one nap at twenty-four months; 0 percent have two naps, 91 percent have one nap, and 9 percent have no naps at thirty-six months

	If your child refuses to nap but still needs to nap, experiment with earlier or later bedtimes to help him get more rest.

	If your child climbs out of his crib, practice a “silent return to sleep” (see page 320), whereby you always promptly return him to the crib without any talking. If this fails, consider buying a crib tent (see page 323).

	Around age three, consider sleep rules (see page 325) to help keep your child in his crib or bed.

	If your child gets up too early, use a digital clock to provide a visual cue that signals the start of the day.

	If your child has fears, spend extra time soothing to sleep and return once during the night for reassurance; use a timer to control the duration of the middle-of-the-night soothing.










Preschool Children
Most children between three and six years of age, according to my survey, still go to sleep between 7:00 and 9:00 P.M. and awaken between 6:30 and 8:00 A.M. AS previously discussed, I think these bedtimes are too late for many children. Going to bed too late may cause bedtime battles, night waking, or early morning wake-ups, or it may mess up the nap schedule. One mother described her son as turning into a “crank monster” at 4:00 P.M. every day because he was going to bed too late, waking up tired, and taking a morning nap, which prevented an afternoon nap and so caused cumulative sleepiness by late afternoon. Another mother described her child's new early bedtime as “a rescue maneuver to get back the old good pattern he fell out of.”
Years Three to Six:
Naps Disappear
On their third birthday, most children (91 percent) are still napping every day. At age four, about 50 percent of children nap five days each week, and by age five, about 25 percent of children are napping about four days each week. Naps are usually gone by age six unless it is the family custom to nap on weekends. In Japan, it is customary to have naps in nursery 338 school, and in one study of 441 children three to six years of age, the naps caused the children to go to sleep later at night. Between ages three and four, the length of the nap varies between one and three hours, and between ages five and six the length is one or two hours. Normally, naps gradually decrease in duration; some parents try to eliminate the nap in order to enable their children to participate in organized activities. This may or may not be a problem, depending on the child's sleep needs and the remainder of the sleep schedule. For example, some children might seem to need a nap but the nap makes it difficult for them to fall asleep even when tired in the evening. If the parents eliminate the nap and the child goes to bed extra early and/or sleeps extra late in the morning, then there might not be any problems. This flexibility is mainly apparent in children who have been good sleepers in the past; serious sleep problems and disturbed sleep usually do not develop in these children.
PRACTICAL
POINT
A missed nap is
sleep lost forever.
Major problems, however, occur when parents push their children too soon into too many preschool, nursery school, or other scheduled activities. The children are overprogrammed, and naps get scheduled out before the child is ready.
Some parents provide partial compensation for their children's increased mental and physical stimulation by shifting bedtime to an earlier hour. Working parents may not accept this solution, because it reduces their playtime with their children. When you sign your child up for courses, classes, or activities, another solution to prevent sleep deficits is to simply enforce a policy of “declared holidays”: Once or twice a week the child stays home and naps, or he engages in less-structured, low-intensity, quieter activities.
The Sleep-Temperament Connection
I studied a group of sixty children when they were about four months old and again when they were three years old. At both ages, children with easy to manage temperaments slept longer than children with difficult to manage temperaments. Easier children were more regular, approaching, adaptable, mild, and positive in mood than the more difficult children. Which came first, the temperament traits or the sleep?
I don't think sleep habits, temperament, and fussing or crying are independent; rather, I believe they are all interrelated. However, we name and measure items such as sleep duration, temperament traits, or fussiness in the same way we might describe different features of a rose: its color, its smell, or its texture. But the rose is still a rose and a baby is still a baby; even though we give names to different features, none of them could exist without the whole.
It seems to me that after about four months of age, parenting practices such as loving attention during wakeful periods and encouraging good-quality sleep during sleep times can modulate or influence those features we call temperament. For example, easy infants who stayed easy slept a total of 12.4 hours (day and night sleep combined), but those easy infants who became more difficult slept less, 11.8 hours. So to help keep easy infants easy when they arrive at toddlerhood, protect their sleep.
What about those difficult infants? Some of them remained difficult and slept only 11.4 hours, but others became easy and slept 12.0 hours. I think part of the reason why these difficult infants mellowed into easy three-year-olds is because they were handled in a more structured and regular fashion, learning more social rules and becoming better rested.
Adaptability, which is the ease with which children adjust to new circumstances, was the only trait that showed individual stability over the three-year study. But this does not mean that a fussy baby will always have a fussy personality. Temperament traits are not like fingerprints, which are completely biologically based, unchanging over time, and unique identifiers. Temperament traits are more like hair. Our hair has a biological basis, but it changes over time; texture, length, curliness, and color can change naturally or at our will. How we care for our hair affects its health and appearance. And how we care for our children, including how we care for their sleep, influences temperament.
You shouldn't be surprised if your colicky three-month-old has a difficult temperament at four months, but this doesn't predict anything for the future, not even for five months. A fussy nature may persist when colic and parental mismanagement cause enduring postcolic sleep deprivation, and it may improve when the child develops healthier sleep habits. You cannot change the fundamental personality of your child, but you can modulate it.
Evidence that social learning, temperament, and sleep habits go together comes from my nap study. Among the children I studied were three between the ages of two and three who stopped napping during a period of marital discord or problems with caretakers. And when they stopped napping, they underwent what looked like a personality transplant! Fatigue masked their sweet temperaments. But after resolution of the conflicts, all three resumed napping and continued to nap for years. The resumption of napping restored their original or “natural” temperament.
Reestablishing naps will be discussed later. But it is noteworthy that stressful events that tend to disorganize home routines, such as the death of a parent, divorce, a move to a new home, the birth of twin siblings, or the death of a sibling did not cause any napping problems in 90 percent of the children during the study. It appears that when parents and caretakers maintain nap routines, children continue to nap, despite disruptive and stressful events.
After the publications of my original discovery on the association between sleep patterns and temperament—in infants in 1981 and in toddlers in 1984—many other studies in preschool children confirmed my findings. In adults, sleep loss has been shown to affect mood more than cognitive or motor performance; we all get a bit testy or cranky when we are tired, but we can still learn and perform reasonably well. For children it may be a different story, because the developing brain may be more sensitive to sleep loss than the mature brain. Evidence to support this suggestion comes from animal studies, which have shown that less light was needed to affect the sleeping and behavior of young animals. In other words, the developing brain may suffer more, and in more ways, than the adult brain from the harmful effects of insufficient sleep.
Q:
Is it ever too late to see benefits from better sleep quality?
A: No. It is never too late to help healthy children sleep better. In addition, some neurologically impaired children can be helped to have fewer seizures by becoming better rested. Other children have neurological diseases or medicine requirements, which directly disrupt sleep. And finally, recent research suggests that children who have been so severely traumatized by abuse or neglect beginning in infancy might not respond to ordinary sleep training like healthy children.
The Sleep-Behavior Connection
Many research studies have shown more daytime behavioral problems in preschoolers who are poor sleepers. In particular, “externalizing” problems such as aggression, defiance, non-compliance, oppositional behavior, acting out, and hyper-activity were associated with less sleep. When parents listed the types of daytime behavior problems their children were expressing, it became apparent that the less sleep they had, the longer the list! (There was no association between sleep and “internalizing” problems such as anxiety or depression.)
So sleep duration is clearly a factor associated with behavior problems. Still, we do not have absolute scientific proof on whether (1) less sleep directly causes daytime behavior problems, (2) parenting or biological forces cause both the daytime behavior and nighttime sleep problems, or (3) daytime problems cause the nighttime problems. However, recent research by Dr. John Bates on 202 four-to five-year-olds shows that sleep does have a direct effect on daytime behavior in children, in support of the first theory. My impression is that parents who are somewhat regular, consistent, and structured—in terms of both meeting the child's need to sleep and helping the child learn social rules—enable the child to have fewer behavior problems. In contrast, circumstances such as a parent who works late and keeps the child up too late in order spend time with her produce an overtired child; then behavioral problems will be more frequent.
Another study of preschool children noted that the poor sleepers who had more behavioral problems did not get up more frequently than good sleepers, but that the poor sleepers were unable to soothe themselves back to sleep unassisted. They always disturbed their parents’ sleep. I think the ability to return to sleep unassisted to avoid fragmented sleep (and to avoid upsetting parents!) is learned behavior. So, in addition to longer sleep, consolidated sleep helps avoid behavior problems.
Regular bedtimes also seem to be important, maybe even when the total amount of sleep is not quite enough. There were fewer school adjustment problems in one study where a regular bedtime was maintained by the parents. Although it is possible that better parenting practices might have caused both a more regular bedtime and a better adjustment to school, the researchers studied the families and concluded that there was a more direct link between sleep patterns and school adjustment. Again, we have the same conclusion: Better sleep quality produces fewer daytime problems. (More about regularity of sleep times later.)
New research on five-and six-year-old children in Japan and Germany has shown a connection between short sleeping hours and obesity. In the Japanese study, the later the bedtime, the greater the risk for obesity. In both studies, the shorter the duration of sleep, the more likely the children were obese. The researchers controlled for many of the variables, such as parental obesity, physical inactivity, long hours watching TV, and so forth. Maybe these overtired children felt stressed and dealt with it by eating. We know that American society is becoming more overweight; maybe our modern lifestyle is causing us to become more overtired.
Preventing and Solving Sleep Problems
Three-year-olds may no longer have tantrum behaviors, but they may call parents back many times and clearly express their feelings of love for their parents or fears of the dark.
Here are some simple ways to help your child settle down for day or night sleep. Consider them to be a sleeping routine for preschool children. Choose from this list those items that work best for your child and do them at all sleep times.
Slow down activity
Close physical contact
Gentle massage or mild stretching
Cuddle up with die child in a chair
Nestle or snuggle in her bed
Quiet voices
Imagine a fun event
Tell a story, talk about your family
Read a book
Sing or hum a song
Chat about die day
Say good night to everyone and everything in the room
Play a favorite tape, maybe grandparents singing or
  saying good night, sounds of nature
Comfortable room
Photos of family and pets
Favorite stuffed animals or dolls
Night-light or flashlight
Dream catcher or guardian angel for protection
Four-year-olds might be helped to sleep better if you try the following:
Make a schedule and post it in his room: Time for bath, time for sleep routine, lights off. (Regularity helps but the times might include a range because not all days are the same.)
Try to engage or enlist cooperation by doing something together such as singing, reading out loud, or doing artwork.
During the day, you might only request a quiet time of one hour or so. Please don't think that it is all right to have a late bedtime, or late wake-up time, and a regular nap. In a recent study of 1,105 three-year-old Japanese children, it was observed that half fell asleep at 10:00 P.M. or later. For all children, the later they went to sleep, the later they woke up in the morning, and the longer they napped. However, the later bedtime was associated with less total sleep compared to those with an earlier bedtime. The later wake-up time and longer nap did not compensate for the later bedtime. Let's look at the problems that may occur with night-and daytime sleep habits and some of the strategies we can use to deal with them.
Night Sleep
Here's one mother's account of how hard it was to ignore her three-year-old at night.
“MOM, I NEED A HUG
AND KISS GOOD NIGHT”
My daughter Chelsea is almost three years old. Putting her to bed has always been an ordeal. At eighteen months of age she started to climb out of her crib anywhere from seventy-five to a hundred times a night. The problem seemed to be solved with the advent of a “big bed.” She now sleeps through the night. However, having her stay in bed and fall asleep is still an ordeal.
I have yelled and screamed. I have used gates and locks on her door to physically keep her in her room. I have used treats as an incentive for positive reinforcement of desired behavior. Unfortunately, the only consistent behavior has been my inconsistency.
If Chelsea knows that I will put a gate on her bedroom door if she leaves her room, even once, then she will gradually conform and stay in her room. But there is a catch! She eventually will start to challenge my inconsistent behavior. One night she will appear in the living room and say, “Mom, I need a hug and kiss good night.” As a parent, do you deny your child such a loving request and lock her in her room? So you give her a hug and kiss and send her off to bed again. Then the next night she wants water, and before long she's out of bed three or four times a night for hugs and kisses, water, Band-Aids, scary noises—you name it! Within a week, saying good night and falling asleep takes an hour or more. Then we have to start over.
Webster's dictionary defines the word consistent as “free from self-contradiction; in harmony with.” I long for the night when I'm in harmony with Chelsea.
As this mother said, “Unfortunately, the only consistent behavior has been my inconsistency.” In other words, when a behavioral approach fails with older children, it almost always is not a failure of the method, but rather a failure of the resolve of the parents to implement it.
In an English study of children about three years of age, psychiatrists examined children who displayed difficulty in going to bed, night waking, or both. Parents were counseled to keep a sleep diary for a week and establish goals for the child that included sleeping in his own bed, remaining in his bed throughout the night, and not disturbing his parents during the night. The treatment consisted of identifying the factors that reinforced the child's sleep problem and then gradually withdrawing them or temporarily substituting less potent rewards. It was a “fade” strategy, not a “cold-turkey” approach.
Here's an example of how subjects gradually reduced reinforcement: (1) father reads story to child in bed for fifteen minutes; (2) father reads newspaper in child's bedroom until child falls asleep; (3) child is placed back in bed with minimal interaction; and (4) father gradually withdraws from bedroom before child is asleep.
Another example: (1) parents alternate, but respond to child; (2) parent gives no drinks but provides holding and comforting until crying stops; (3) parent only sits by the bedside until child is asleep; and (4) parent provides less physical contact at bedtime.
PRACTICAL POINT
At every stage of reduction of parental attention, expect the problem to get worse before improvement begins. That's because the child will put forth extra effort to cling to the old style.
In the English study, 84 percent of the children improved. Not surprisingly, the two factors that most likely predicted success were both parental: the absence of marital discord and the attendance of both parents at the consultation sessions. Also, when one problem—such as resistance in going to sleep—was reduced or resolved, other problems—such as night waking—rapidly disappeared. And although half of the mothers in this study had current psychiatric problems requiring treatment, this did not make failure more likely.
I think this study points out the importance of working with professionals who can provide guidance that is directed toward changing the child's behavior without dwelling on current psychological/emotional problems within the mother or father. The exception, of course, is when these problems are directly related to marital discord or the parents’ ability to maintain a behavioral management program.
Another study from England included children who took at least an hour to go to bed, who woke at least three times a night or for more than twenty minutes at a time, or who went into their parents’ bed. Treatment started with the parents recording the present sleep pattern in a sleep diary. A therapist worked with the parents to develop a program of treatment based on gradually reducing or removing parental attention, adding positive reinforcement for the desired behavior, making bedtime earlier, and developing a bedtime ritual. Target behaviors were identified, and an individual treatment program was developed for each child. Also, mothers were evaluated for psychiatric problems. Mothers who showed psychiatric problems were more likely to terminate treatment, which again points out how stressful treatment can be. But for those families who completed four or five treatment sessions, 90 percent showed improvement. The authors concluded:
The evidence that children's nighttime behavior could thus change so radically, often within a surprisingly short time, suggests that parental responses were extremely important in maintaining waking behavior…. A rapid achievement of improved sleep pattern with reduced parental attention would be unlikely if anxiety in the child or lack of parental attention were causing the sleep difficulty. … Parents needed help in analyzing goal behavior into graded steps so they could achieve successes. Once some success was obtained, the morale and confidence of the parents rose and they were reinforced in their determination to persist by the more peaceful nights.
MAJOR POINT
The rapid improvement of sleep patterns produced by reduced parental attention tells us that neither lack of parental attention nor anxiety in the child was causing the sleep difficulty.
I have seen this over and over again; when you see even partial improvement, you gain confidence and you no longer feel guilty or rejecting when you are firm with your child.
Often it appears that the child is listening to the treatment plan in the office, because they often sleep better that very night, as if they knew something was going to be different. I think they are responding to the calm resolve and firm but gentle manner in their parents, which tells them that things are going to be different.
Another sleep strategy appropriate for three-year-old or older children is called “Day Correction of Bedtime Problems.” The idea here is that because everyone is tired and less able to cope with the stress of bedtime battles or night-waking problems at the end of the day, daytime behavior should be tackled first. The following instructions explain this strategy in detail. Under item number 3, “Relaxed,” the author says, “Perhaps the easiest way to teach self-quieting, during the day, is by allowing your child to self-quiet during naturally occurring times of frustration.” In my conversation with Dr. Edward Christophersen, a prominent child psychologist, he clarified this statement by explaining that you do not always rush to help a child struggling with a puzzle or accomplishing some task. When there is something that is slightly bothering him, it is sometimes better to leave him alone to learn to deal with it. Dr. Christophersen's observation is that some mothers need to be taught to disengage or ignore some of the child's low-level distress. He does not mean you should ignore your child when he comes home from school crying or has had a very frightening experience. In one study, when children learned how to cope with frustration during the day, they were observed to settle themselves better at bedtime and later at night when they awoke.
Day Correction of Bedtime Problems*
There are three important components to getting a child to go to sleep at night. The child must be:
	Tired

	Quiet

	Relaxed


When these three components are in place, children who have adequate “self-quieting skills” will be able to go to sleep rather easily.
1. Tired. The easiest way to make sure that your child will be tired when he or she goes to bed is by getting him or her up at the same time every day and by getting him or her an adequate amount of exercise during the day—vigorous exercise that requires a good deal of energy. For an infant include several long periods of time when he or she is on the floor and can see what you are doing, but the infant must hold his or her head up in order to really see much. For almost any child, twenty minutes of good exercise each day, after a nap, is usually adequate.
2. Quiet. You can elect to either quiet down the entire house or quiet down your child's room. Quieting down your child's room by closing the door and keeping it closed is probably the easiest. … You might need to turn on the furnace or air-conditioning fan as a masking noise for the first few nights.
3. Relaxed. Children can relax only if they have learned self-quieting skills. Self-quieting skills refer to a child's ability to calm himself or herself, with no help from an adult, when the child is unhappy, angry, or frustrated. Whereas older children (at least age six years) can be taught relaxation procedures, infants and toddlers need to practice self-quieting skills in order to know what works for them. Perhaps the easiest way to teach self-quieting during the day is by allowing your child to self-quiet during naturally occurring times of frustration.
Self-quieting behaviors. The baby who goes to sleep with help from one of his or her parents by nursing, rocking, or holding learns only adult transition skills and needs an adult present in order to fall asleep. The baby or toddler who goes to sleep alone cuddling a stuffed animal, holding his or her favorite blanket, or sucking his or her thumb learns valuable self-quieting skills that can be used for many years to come.
How they feel. Children who go to bed easily and sleep through the night uninterrupted get a good night's sleep. They will feel better during the day, just as the adults in their household will feel better during the day. It may take from several nights to one week to teach a child the skills he or she needs for going to sleep alone, but this is one behavior that the child will be able to use for the rest of his or her life.
These three components described here have the added advantage that they can be taught during the day, which removes many of the fears parents have about handling behavior problems at bedtime. Even parents who choose cosleeping can allow their infant or toddler the opportunity to fall asleep on their own, with the parent joining the child at the parents’ regular time for retiring. In this way, the infant or toddler gets the perceived advantages of cosleeping and the known advantages of learning self-quieting skills.
Q:
How important are regular bedtimes’?
A: In general, the bedtime should reflect your child's needs. With decreasing naps and increasing physical activity, your child's night-sleep needs may increase. Therefore, the bedtime often needs to be earlier not later simply because he is older. To maintain orderly home routines such as meals and baths, you might want to keep the bedtime within a narrow range.
Dr. John Bates's study on 204 four-to five-year-olds examined in great detail the home environment, behavior at preschool, and sleeping patterns. The researchers noted that the more variable bedtime, as well as the lateness of bedtime, predicted poor adjustment in preschool, even after considering the roles of family stress and family management/discipline practices. This study provides evidence that sleep problems directly cause behavioral problems in children at preschool. Other research suggests that when older children are overtired, they learn to no longer bother their parents, but instead, they bother their teachers.
Regularizing the sleep/wake schedule has also been shown to reduce daytime sleepiness and promote long-lasting improvements in alertness for well-rested young adults. It appears that regularity itself improves the ability of sleep to reverse daytime drowsiness. But some children are so excited at the end of the day, they have trouble unwinding whether they are overtired or not. Hot lavender bubble baths (described in the next chapter) may help make the transition to sleep easier.
Some previously well-rested children who slip into a night-waking mode need only gentle reminders to return to sleep. My wife used to teach the “dolphin game” to one of our sons. She would read a story about how the dolphin swims deep in the water but sometimes has to come up for air before returning to a deep swim. Then she told our son to pretend that he was a dolphin at night and that it was perfectly all right to come up from sleep, but that he had to go back by himself. It worked.
Some previously very overtired children are so unmanageable at night that the family resources are stretched to the limit. In such cases the idea of more extreme measures may come up.
Q:
Do I ever lock my child in her room?
A: Let's say that you've already tried other sleep strategies, patient reasoning, threats, and criticisms. Perhaps you've even tried spanking, which of course never works by itself, but all methods have failed. Also, let's assume that you are not working with a therapist to gradually reduce reinforcing behaviors. What's left to be done? Maybe the answer is a stiff door hook that, when locked, holds the door in a slightly open position but prevents opening or completely closing. The door is held locked in a slightly open position to protect the child's fingers from a crush injury. Completely closing and locking the door may be an overwhelming degree of separation for either you or the child.
By doing this you establish the unambiguous message that leaving the room after a certain time is unacceptable. The child learns that you mean business. The usual result is that after a night or two the child negotiates to stay in bed, and does, even if you do not lock the door. Also, you avoid the repeated prolonged stresses of your trying to physically separate from a child who is clinging to you, or of trying to pull the door closed while your child is in the room trying to pull the door open.
Take your child with you to the store when you purchase the lock, and make your child watch you install the lock on the door. Often this observation alone will cause a change in your child's behavior. In fact, for many families who once had a well-rested child, they never actually had to use the lock, because the child knew on the first night that this was the beginning of a new routine.
Simply locking the door solves nothing if your child is going to bed too late, getting up too late, not getting the nap he needs, taking a nap too late in the afternoon, having a very irregular bedtime, or talking to you through the closed door. You will still have an overtired child. No quick fix, whether a locked door, or, worse, drugs to make your child sleep, will make an overtired child less tired.
SLEEP RULE
#5
Do not leave your
room until you hear
the music (or the
birds, or the alarm).
Sleep rules, as described in the previous chapter, are often helpful. Rewards are frequently used to encourage the child to cooperate. They must be items the child really wants. One mother rewarded cooperation by placing a piece of candy under a special doll after her child had gone to sleep; part of the motivation was the excitement of discovery in the morning when the child looked for her treat. Paper stars on a chart may be used, but by themselves might not be sufficiently motivating. One strategy that often works is withholding a favorite wholesome food and giving it only as reward for cooperation. Other rewards might be small toys, surprise trips, or wholesome snack foods. By using a timer, you can give measured amounts of extra time for games, stories, TV, or free play as rewards. As the new behavior becomes a habit, the expectation of a specific reward is usually forgotten and the child's heightened self-esteem seems to substitute for the pleasure of the reward.
Now, let us consider the fifth sleep rule for the older children.
This rule is for older children who like to get up too early, leave their room, and bother their brother, sister, or parents. Set a clock radio, a CD player on a timer, or an alarm clock—placed under a pillow to muffle the loud noise—to the time it is okay for your child to leave her room. Some children who have never slept well and have just turned three might completely disregard all five sleep rules and trash their room or simply stay up late playing in their room with the lights on. These children might have to be placed in a crib with a crib tent for a while, or maybe the lightbulbs have to be removed to keep the room dark.
Q:
Why can't I just keep my child up later at night to see if he will sleep in later in the morning?
A: If your child has been well rested up to now, then slowly try a later bedtime. If you move it too late, he might just become more overtired and have difficulty falling asleep and staying asleep in the morning. If your child has always been a problem sleeper and overtired, a later bedtime will only make matters worse.


Q:
My child is scared at night and I don't want to leave her alone.
A: Try to spend extra time soothing her to sleep, buy a dream catcher or guardian angel to protect her, or go around the room catching all the monsters and put them in a bag that you take out of the room. Maybe give her a bell that she can ring once at night when she is scared, and you then respond promptly and use a timer for a measured amount of middle-of-the-night soothing. This could be a sixth sleep rule: If you are scared, ring the bell and I will come, but I will come only once. Tell her not to abuse ringing the bell. Ringing the bell many times would violate the sleep rule.
PRACTICAL POINT
Always reward even partial cooperation: small rewards for small efforts, bigger rewards for more cooperation. Rewards are best given in the morning after awakening or immediately following a nap.
Day Sleep
You may conclude that life is impossible if your child does not take a nap, but it is also impossible to get him to nap. You've worked at sleep schedules, night wakings, and resistance to sleep, and things are better, but he also really needs a nap. Not necessarily a long one, but no nap at all is no good.
Some parents have successfully reestablished naps as a routine even when the naps have been absent or sporadic for several months. The method involves taking a nap with your child (at least initially): Take her into your own bed, dress yourself for sleep, and nap together. The idea is to make this a very comforting, soothing event. Try to be fairly regular according to clock time. Use a digital clock as a cue, and be consistent with the routine of cookies and a glass of warm milk or reading from a favorite book. Try to fall asleep yourself.
Tell your child what is expected of him. If he sleeps with you, then A occurs; if he rests quietly next to you but doesn't fall asleep, then B occurs. You decide what kind of reward A and B will be. If he doesn't cooperate at all and jumps on the bed or runs around the room, then you might restrict or withdraw some pleasurable activity or privilege. If you are able to get him to nap with you, then eventually you'll want to try to shift him into his own room for a nap. This should be done in a graded or staged fashion. You might decide that the next step is for the child to be in his bed and you're in the room resting as long as needed. Rewards are now given only for this new behavior. This process of reinforcing successive approximations to the desired target behavior is called “shaping.”
Preschool children who slept well when they were younger might develop problems because too many activities interfere with napping or, as discussed in Chapter 10, because allergies interfere with sleep at night. Reorganizing daytime activities or managing allergies may provide a rapid solution. On the other hand, preschool children who have not previously slept well may have ingrained habits or expectations that are not easily changed. Parents should seriously consider working with a professional if they think their child is so tired that he might not do well in school.
One recent study of 499 children from ages four to fifteen showed that sleep problems at age four years predicted behavioral and emotional problems, such as depression and anxiety, in adolescence. So, although your older overtired child may not bother you as much as he did when he was younger, that does not mean that the problem has gone away.
No Apparent Solution
Parents with older children have more scheduled activities to attend and they are more likely to have more than one child requiring attention. What happens if the parent is a shift worker, or works in a bakery or restaurant, or travels a lot for her job, or has irregular hours built into the job like some physicians? It is hard to be with your children when they participate in an important scheduled school or sports event. I have met some mothers and fathers who are absolutely dedicated to their children and try very hard to strike a balance between the time requirements of child care and their work outside the home. Usually there is a sharing of responsibilities regarding putting the children to sleep at night. However, what do you do if both parents have work schedules that make it difficult to be home reasonably early at night for bedtimes? To further complicate matters, one parent alone cannot easily manage different bedtimes for two or more children. To make it even more of a problem, what if the parents are blinded by their love for their children and cannot see that the late afternoon tiredness, headaches, or developing academic problems are connected to unrelenting mild sleep deprivation in their child? For some parents, it appears impossible to change his or her lifestyle or work schedule in order for their children to have a reasonably early bedtime. When the children were much younger, as infants and preschoolers, morning times were available to enjoy being together as a family, but now mornings are a frantic blur trying to get ready for out-of-the-house activities. So the night is the only quiet and relaxed time the family has together. These factors converge into a too-late bedtime. The solution is apparent, but not easy.
Action Plan for Exhausted Parents
	Naps begin to disappear after the third birthday. Some children are so busy during the day they need a slightly earlier bedtime. Be careful to not overschedule activities.

	Day correction of bedtime behavior (page 349) For example: Your son is on the floor in the family room playing with blocks. He is a little frustrated with stacking and becomes agitated or upset. You are pretty certain that he can accomplish this by himself. You ignore his distress. You pick the easiest situations to ignore and ignore them first. The older your child is the harder this will be. Do not ignore your child if he is scared by a dog or returns home from school crying.

	Review sleep rule #5 (see page 353) to reward your child for staying in his room until a certain time in the morning.

	Review shaping (see page 355).

	Sleep will improve your child's mood, behavior, and performance, don't sell it short. If the bedtime is always too late, do the best you can to make it regular.

	It is far better to lock the door at night than it is to get angry at and possibly harm your child.


* From Beyond Discipline: Parenting that Lasts a Lifetime, 2nd ed., by E. R. Christophersen (Shawnee Mission, Kans.: Overland Press, 1998), pp. 127-128. Copyright 1998 by Edward R. Christophersen. Reprinted with permission.








Schoolchildren and Adolescence
The list of new concerns for older children is long: school assignments, organized after-school activities, individual lessons, parties, more homework, dating, driving cars, drugs, and alcohol. Health habits may appear to be less important to parents than the development of children's academic, social, athletic, or artistic skills. But as you will see, the contribution of healthy sleep habits to a child's well-being does not diminish with age.
Years Seven to Twelve:
Bedtime Becomes Later
School-age children are sleeping less and less as the bedtime hour gradually becomes later and later. Most twelve-year-olds go to sleep around 9:00 P.M.; the range is from about 7:30 to 10:00. The range for total sleep duration for most twelve-year-olds is about nine to twelve hours. These data, from a large survey I performed of middle-class families, are in close agreement with the data from an ongoing study at Stanford University. Researchers there have shown that the prepubertal teenager needs nine and a half to ten hours of sleep in order to maintain optimal alertness during the day.
If healthy sleep habits are not maintained, the result is in-358 creasingly severe daytime sleepiness.
Difficulty Falling Asleep
In one survey of about 1,000 children, where the average age was between seven and eight years, about 30 percent of the children resisted going to bed at least three nights per week. This was the most common sleep complaint of the parents. About 10 percent of the children had difficulty falling asleep once they were in their beds. Many took up to an hour to fall asleep on more than three nights per week. Some children both resisted going to bed and had difficulty falling asleep, and these children had a host of other problems: fears, anxiety, night wakings, need for reassurance, closeness of parents, complaints of fatigue, and a history of difficulties of not being able to successfully self-soothe.
PRACTICAL POINT
As your preteen grows older, he will need more sleep, not less, to maintain optimal alertness.
If your child resists bedtime and does not have difficulty falling asleep, then treatments such as an earlier or more regular bedtime and the other strategies described later in this chapter and in previous chapters are likely to help. But if your child also has difficulty falling asleep, has never slept well, and exhibits chronic mild anxiety-related symptoms, then consulting with a child psychologist or other mental health professional may be needed.
This study also confirmed other observations that night wakings in early childhood tend to persist. Persistence of sleeping problems is a theme in many reports, and it is only ignorance among some professionals that leads to the advice “Don't worry, he'll outgrow the problem.”
Two other sleep surveys of about 1,000 preadolescents, one each from Belgium and Taiwan, show additional findings. School achievement difficulties were encountered significantly more often among poor sleepers compared to good sleepers. For those children on a college path, the more academic pressure they felt, the fewer the hours slept. So it's a global concern: Young children who have difficulty sleeping become older children with more academic problems. But children who are academically successful risk not getting the sleep they need!
Recurrent Complaints
Many children in this age range complain of aches and pains for which no medical cause can be found: abdominal pains, limb pains, recurrent headaches, and chest pains. Children who suffer from these pains often have significant sleep disturbances. Stressful emotional situations thought to cause these complaints include real or imagined separation of or from parents; fear of expressing anger that might elicit punishment or rejection; social or academic pressures; or fear of failing to live up to parents’ expectations.
These are real pains in our children, just as real as the tension headaches adults get when they work too hard or sleep too little. All laboratory tests or studies during these episodes of tension headache will have normal results. All tests will also show normal results in children who have similar somatic complaints. Unless there is a strong clinical sign pointing toward organic disease, performing laboratory tests to rule out obscure diseases should be discouraged, because of the pain of drawing blood, the risks of irradiation, the expense, and, most important, because of the possible result of creating in the child's mind the notion that he is sick. Also, a slightly abnormal test result might lead to more and more tests, all of which, in the end, are likely to show basically normal results.
Adolescence: Not Enough Time
to Sleep, Especially in the Morning
Surveys of the sleep habits of teenagers show that the gradual decline in total hours of sleep flattens out around age thirteen or fourteen. In fact, many fourteen-to sixteen-year-olds now actually require more sleep! Research has shown that most teenagers would probably be much better rested if they were allowed to sleep longer in the morning. Starting school or sports early in the morning often causes teenagers to have to nap in the afternoon, which interferes with going to bed at a reasonable time.
In a study of about ten thousand Japanese junior high and high school students, 50 percent napped after school at least once a week. Because the late naps made the bedtime later, the result was shorter sleep at night. This probably caused less sleep overall. My impression is that it would be better not to nap, to go to bed earlier, and wake up much earlier to do the unfinished homework. I think doing homework late at night, after a brief nap, is much more inefficient than very early in the morning after many hours of sleep.
PRACTICAL POINT
Many teenagers over age fifteen require more sleep than in previous years to maintain optimal daytime alertness.
Excessive tiredness, daytime sleepiness, or decreased daytime alertness develops in many adolescents—there simply are not enough hours in the day to do everything. The time demands for academics, athletics, and social activities are enormous. Even without worrying about sex, drugs, alcohol, and loud music, parents worry that their teenagers may become burned out from lack of sleep.
PRACTICAL POINT
Social pressures and early start times for schools cause reduced sleep times and chronic sleep deficits.
Chronic sleep deficits were observed in 13 percent of teenagers in a Stanford University study that included over 600 high school students. These poor sleepers attributed their sleep problems to worry, tension, and personal, family, and social problems. The students appeared to be mildly depressed. Of course, we don't know which came first, disturbed sleep or the mood changes. Perhaps both the mood changes and the sleep disturbance develop from the same endocrine changes that occur naturally during adolescence. But healthy lifestyle habits, including sensible sleep patterns, might prevent or lighten the depression seen in so many adolescents. Here's how the Stanford sleep researchers defined chronic and severe sleep disturbances in adolescents:
	Forty-five or more minutes required to fall asleep on three or more nights a week


or
	One or more awakenings a night followed by thirty or more minutes of wakefulness occurring on three or more nights a week


or
	Three or more awakenings a night on three or more nights a week


So, if your teenager has this kind of sleep pattern, don't consider it a “normal” part of growing up.
In New Zealand, as in California, about 10 percent of teenagers had sleep problems. They appeared anxious, depressed, and inattentive, and they had conduct disorders more often than those without sleep problems. Anxiety and depression were also common symptoms of poorly sleeping teenagers in Italy, where about 17 percent of all teens met research criteria for sleep problems.
Solid research, published in 1991, has documented that students’ sleep time has decreased one hour over the past twenty years. The evidence is clear, whether it's from Belgium, Taiwan, China, South Africa, New Zealand, or Italy, that teenagers are increasingly at risk for becoming overtired.
In two separate studies of sleep restriction in children ten to fourteen years of age, the researchers either limited the night sleep to seven hours for three days or five hours for a single night. Although routine performance was maintained, higher cognitive functions such as verbal creativity and abstract thinking were impaired. This highlights an important point, that our children can and do perform quite well even when mildly sleep-deprived as long as they are not too challenged academically to write or be creative.
Thus, mild sleep deprivation is often trivialized or overlooked because more routine memorization tasks and athletic performances are successfully accomplished.
Another experimental sleep restriction study was performed on eleven-and twelve-year-olds. Comparisons were made between sleeping ten hours on six nights versus six and a half hours on six nights. The sleep restriction caused measured inattentiveness, irritability, noncompliance, and academic problems. A separate survey study of 3,136 children between ages eleven and seventeen showed that 17 percent were having nonrestorative sleep just as in the Italian study.
In Israel, starting times in school were examined in children ten to twelve years of age. One group started at 7:10 A.M. at least two times a week and the other group always started school at 8:00 A.M. The children in the early start time group had less total sleep, more daytime fatigue and sleepiness, and complained more about difficulties in attention and concentration compared to the later start time group. Dr. Mary Carskadon, a pioneer in adolescent sleep research, points out that earlier start times for school is a fairly recent development and its impact on sleep deprivation for older children is only now being appreciated.
Dr. Carskadon had also identified irregular sleep times at night to be a significant problem independent of short sleep duration. Her research showed that the more irregular the bedtime hour, the more impairment of grades, the more injuries associated with alcohol or drugs, and the more days missed from school. Previous research among preschool children also focused on the importance of bedtime regularity regarding school adjustment behaviors.
Teenage behavior can be stressful for parents; however, if you start early, as did the family in the following report, some of the sleep issues are more manageable.
WITH PRIVILEGE
COMES RESPONSIBILITY
As the parents of five children ranging in age from eight to fifteen, my husband and I still incorporate the wisdom of Dr. Weissbluth with the sleep routines established in our home many years ago.
We started learning the sleep process fifteen years ago with our oldest daughter, Trisha. Dr. Weissbluth taught us how to recognize her fatigue and get her to sleep before she became overtired. When her sister, Julia, was born, we thought she would show the same signals and enjoy the sleep routine we had set up for Trisha. Boy, were we wrong. Although her routine was different the method was the same. Identify fatigue and put to bed before she became overtired. By the time our fifth child was born we felt like pros.
My husband and I noticed each child, as toddlers, had a “cue” that would signal nap time or bedtime. One son would start to run his fingers through his hair, one would rub his eyes, and another would climb onto the nearest lap. Again, letting us know it was time to rest. At this age actions speak louder than words.
The learning has not stopped. As the children age, we adjust their sleep habits, yet remain cognizant of the fact that overtired children are not happy, productive people. This has proven especially true with teenagers. Sometimes the privilege of staying up late will have an adverse affect on their lifestyle. An overtired and crabby teen may not do so well in a sporting event or on an exam. Emotions run high during these years, and we find it is best to have the child well rested in order to face the daily challenges of a growing body. As parents we try to convey the idea that with privilege comes responsibility. Teens need to learn to act responsibly to themselves (this includes a healthy diet as well as a good sleep routine). Although we do allow flexibility in the bedtime routines on special occasions and during school breaks, we always just naturally slide back into a routine.
Dr. Weissbluth once told me that when a child says he is bored it is usually fatigue. If my children mention that they are bored, I suggest they take a nap.
Sleep in our home is as important as good eating habits, regular exercise, and good moral behavior.
In addition to difficulties falling asleep and staying asleep, there are other abnormal sleep patterns and problems that begin in preadolescence or adolescence.
Delayed Sleep Phase Syndrome
Do you notice that your teenager is going to bed later and later? Eventually she might consider herself to be a night person. You may have heard of “owls” and “larks,” and if you yourself are an owl, you might consider this tendency of your teenage daughter to delay going to sleep as normal. But what may be occurring is the development of an inability to fall asleep at a socially and biologically appropriate time. Alternatively, a biological process associated with the development of puberty might cause a shift to a later bedtime. If this is the case, then the late bedtime is not the problem; rather, it's the too early start of the school day that's causing problems.
In delayed sleep phase syndrome, the child has no difficulty falling asleep or staying asleep, but only when sleep onset is delayed, maybe to 1:00, 2:00, or 3:00 A.M. When she tries to go to sleep earlier, she can't. On weekends and vacations, she'll sleep later, so her total sleep time is about normal. But on school days it's always a struggle to get her up for those early classes.
As a consequence, schoolwork suffers and the child's moodswings widely—the long-term result of brief sleep on school days and a chronically abnormal sleep schedule. As I'll discuss in the “exercise” section of Chapter 11, some teenagers try to combat the fatigue with internal stimulation (anger or elation) or external stimulation (sports or exercise).
Kleine-Levin Syndrome
This is a rare condition, but it may be mistaken for other psychiatric or neurological illnesses. The major features include excessive sleepiness, overeating, and loss of sexual inhibitions. The exact cause of this problem is not known, but if you notice dramatic abnormalities in sleeping, eating, or other behaviors, do not simply assume this is a teenage “phase.” Other uncommon disorders involving abnormal sleeping might be associated with changes in temperature sensitivity, thirst, or mood.
Fibromyalgia Syndrome
Fibromyalgia syndrome is an uncommon sleep problem that occurs mostly in preteen and teenage girls, and sometimes in their mothers. Children with fibromyalgia syndrome feel fatigue and diffuse pain. They “feel tired all the time” or they “hurt all over.” The pain occurs on both the right and left sides of the body, and above and below the waist. In addition to this diffuse aching pain, they have specific tender points that, when pressed, cause much more intense localized pain.
All of these girls have disturbed sleep. For many years, their parents may have noticed these girls moving around a lot during sleep. This restlessness, or “motor agitation,” causes the sheets and blankets to be thrown all about and is a characteristic feature of fibromyalgia syndrome. Further, they usually awaken in the morning feeling tired or “unrefreshed,” as if they had not had a good night's sleep. The nonrestorative sleep is another characteristic feature of children with fibromyalgia. Some children also have night awakenings. Other symptoms include morning stiffness, morning fatigue, headaches, lack of energy, a sense of sleepiness during the day, negative mood, and depression. These children are disabled because of their chronic pain; they cannot comfortably participate in the activities most teenagers enjoy.
Interestingly, the pattern of restless sleep with the sheets and blankets strewn about or night waking is usually not recognized by the child as a problem because it is long-standing. Because she has always slept like this, the child or parents often think it is “normal” for her. These children do not complain of sleeping poorly; instead, they complain of fatigue and pain. The physician's evaluation usually reveals the sleep disturbance.
The fatigue and pain may cause the child to miss school, not participate in social activities, and avoid sports. This may lead to lower self-esteem and a “deconditioned” body, both of which superficially resemble the symptoms of depression. Remember, children with fibromyalgia syndrome are most often preteen or teenage girls, and many of the symptoms may be misattributed to changes associated with adolescence.
Because the cause of fibromyalgia syndrome is not known, there is no specific cure or treatment. But the good news is that improvement tends to occur over time in response to treatment. Rheumatologists in pediatric centers specialize in treatment with exercise programs, and sometimes they prescribe antidepressant medications. This can help these children get through difficulties that disturb their sleep, such as final exams. Most children improve after about two years of treatment.
Curiously, there is a predicable sequence of improvement. First, the sleep disruption improves. Second, weeks later, the skeletal muscle pain symptoms start to improve. When the sleep disturbance does not improve, it is much less likely that the other symptoms will decrease. This observation that sleeping better needs to precede improvement in fatigue and pain reduction suggests that poor-quality sleeping might cause the other symptoms. Furthermore, among adults who suffer with this disease, the poorer the sleep, the more extreme the pain. This again suggests that there is a causal link between disturbed sleep and the other symptoms of fibromyalgia.
Chronic Mononucleosis
Infectious mononucleosis is caused by a virus. Children as young as fourteen have been identified as having a chronic condition, following the acute infection, characterized by disabling daytime sleepiness. Because of the daytime sleepiness, the child's school performance deteriorates. Not surprisingly, misdiagnoses of depression are sometimes made among these children. The correct diagnosis is made only after blood tests confirm the viral infection.
Preventing and Solving Sleep Problems
Let's look at the two major areas of concern for children in this age group, namely, falling asleep and maintaining a healthy sleep schedule. In treating these sleep problems, we attempt to break the self-perpetuating sequence in which sleep disturbances cause hyperarousal, which further interferes with sleeping well.
Falling Asleep
Working with a therapist, older children can learn to sleep better through relaxation training techniques similar to those used by adults. The attempt is to reduce the level of arousal, therefore permitting the sleep process to surface. Here are a few techniques:
	Progressive relaxation is a method whereby you tense individual skeletal muscle groups, release the tension, and focus on the resulting feeling of relaxation.

	Biofeedback involves focusing on a visual or auditory stimulus that changes in proportion to the tension within skeletal muscles. Both progressive relaxation and biofeedback techniques can help reduce muscle tension and thus make it easier to fall asleep.

	Self-suggestion to produce relaxation involves repeating suggestions that your arms and legs feel heavy and warm.

	Paradoxical intention is based on the idea that trying hard to spontaneously fall asleep might create a vicious circle, which can be broken by focusing on staying awake.

	Meditative relaxation procedures vary, but simple instructions to focus on the physical sensation of breathing seem to help some people fall asleep.


Stimulus Control and Temporal Control
Stimulus-control treatment tries to make the bedroom environment function as a cue for sleep. Spending lots of time in bed watching television, reading, or eating directly competes with sleeping, and therefore these activities must be discontinued. Temporal control means establishing a regular and healthy sleep schedule.
Richard R. Bootzin, a psychologist specializing in insomnia, incorporates the elements of stimulus control in the following instructions he developed.
STIMULUS-CONTROL INSTRUCTIONS
	Lie down intending to go to sleep only when you are sleepy.

	Do not use your bed for anything except sleep—that is, do not do homework, read, watch television, eat, or worry in bed.

	If you find yourself unable to fall asleep, get up and go into another room. Stay up as long as you wish and then return to the bedroom to sleep. Although you should not watch the clock, you should get out of bed if you do not fall asleep immediately. Remember, the goal is to associate your bed with falling asleep quickly! If you are in bed for more than about ten minutes without falling asleep and have not gotten up, you are not following this instruction.

	If you still cannot fall asleep, repeat step three. Do this as often as necessary throughout the night.

	Set your alarm and get up at the same time every
morning, irrespective of how much sleep you got during the night. This will help your body acquire a consistent sleep rhythm.

	Do not nap during the day.


Dr. Rosalind Cartwright, a pioneer adult-sleep researcher, teaches a variation of Richard Bootzin's stimulus control that has helped some children fall asleep easier.
	Do something that is pleasurable for a limited amount of time, using a timer set for fifteen to twenty minutes. Do anything you want, but not in your bedroom.

	Take the hottest lavender bubble bath you can tolerate for fifteen to twenty minutes. This is for relaxation, so don't read a book or listen to music while you're in the tub. The bath helps prevent the storm of thoughts and worries that strike the brain like meteorites when the protective shield of activity, sports, or homework is down.

	After the bubble bath, immediately get into bed. Don't start any other activities—no books, no music, no telephone calls. Close your eyes and try to sleep.


If these instructions do not provide help, consider encouraging your child to get involved in sports programs, to increase the amount of physical exercise he gets. If this fails and your child still can't sleep well and appears exhausted, too tired, and not interested in outside activities, ask yourself whether the problem might not be depression.
Children do get depressed, and some crazy, risk-taking “accidents” in overtired teenagers are really deliberate suicide attempts. If this is a concern of yours, seek outside help immediately. Start with school social workers, your physician, or local suicide prevention centers.
Maintaining a Healthy Sleep Schedule
As already discussed, some teenagers suffer from what we call delayed sleep phase syndrome. This occurs when teenagers are unable to fall asleep at a desired conventional clock time but have no difficulty falling asleep long after midnight. On vacation, they sleep a normal duration, do not wake up at night, and feel refreshed in the late morning or midday, when they awaken. The problem lies in the disrupted sleep schedule that often develops during the school year, when sleeping late is not possible.
Treatment is called “chronotherapy,” or resetting the sleep clock. Let's say your child can easily fall asleep at 2:00 A.M. The therapy consists of forcing him to stay up until 5:00 A.M. and then letting a natural sleep period follow. (Obviously, we don't do this during the school year!) The next time sleep is allowed to start is at 8:00 A.M. the following day and at 11:00 A.M. the day after that. In other words, you are allowing sleep to occur about three hours later every cycle. Over the next few days, sleep begins at 2:00, 5:00, 8:00, and finally 11:00 P.M. Now, keeping careful watch over clock time, always try to have the child go to sleep at 11:00 P.M. YOU have shifted the sleep clock around to a more conventional time, and usually this can be maintained by sustaining a regular nighttime sleep schedule.
Drugs and Diet to Help Us Sleep
Drugs don't solve sleep problems. Diphenhydramine or other antihistamines are often used to induce sleep in children. The common situation is for these drugs, or others, to be thought of as a temporary, short-term measure, “just to give everyone a break.” It sounds great—get your strength back to muster up enough courage to try to correct problems caused by your own mismanagement—but I have observed many times that those parents who demand drugs most strongly are those who are least likely to change their behavior, so the basic sleep problems continue. No study has shown that sleep-inducing drugs are really useful and safe for children. Diphenhydramine has been shown not to be an effective hypnotic in adults. Hypnotic drugs such as phenobarbital can actually cause sleep disturbances, daytime fussiness, and irritability.
PRACTICAL
POINT
Don't depend on
drugs to solve
your child's
sleep problems.
Other drugs that can interfere with good sleeping include nonprescription decongestants, such as Sudafed and caffeine. So let's sleep better by not taking any drugs. An important exception might be drugs used by an allergist or pediatrician to help a child breathe easier at night if he is suffering from allergies.
Dietary changes that are known to make some people sleepy include high-carbohydrate meals and foods high in the amino acid tryptophan. It is possible that the contents of a nursing mother's diet affect the carbohydrate content of her breast milk, and this may indirectly influence the levels of tryptophan in the baby. In one study of infants, tryptophan caused the babies to begin quiet sleep twenty minutes earlier and active sleep fourteen minutes earlier. But the total amount of sleep time was not affected. So giving tryptophan to infants or other children will probably not make them sleep longer. Furthermore, tryptophan administration in adults has been associated with severe diseases, even though tryptophan is a naturally occurring amino acid. Melatonin is another naturally occurring chemical that has been popularized as a sleep aid. The safety and effectiveness of melatonin have not been established for infants or children.
The effects of high-carbohydrate or high-protein meals in adults show differences between the sexes and differences based on age. There is no scientific data on nutrition in children that could be translated into a sleep-promoting diet. Eliminating refined sugar, because of the commonly held belief that this makes children hyperactive, also does not appear to have any effect on sleep patterns.
Another report suggested that cow's milk allergy could cause insomnia. But the results of the study could have been caused by a placebo effect, because the parents knew when they were giving a cow's milk challenge and when they were eliminating cow's milk from the diet. Dietary challenges and elimination diets are best performed when both the parents and the researchers, at the time of the challenge, are ignorant of whether the child is or is not receiving the substance in question. Only then can bias or wishful thinking be reduced.
Many school-age children have difficulty falling asleep because they worry about their grades, test scores, appearance, or sports skills. Anxiety about not doing well academically or athletically might lead to impaired performance. This is called “performance anxiety.” Impaired sleeping likewise occurs when there is too much worrying or nagging about not getting enough sleep. Worrying too much about not sleeping well creates anxiety or stress, interfering with the relaxation needed to successfully perform the task, which is to fall asleep. Feel free to call any child psychologist for information about the solution, which is called “relaxation training.” If your child, at any age, appears to need more sleep, and he wants to sleep but cannot easily fall asleep, please consider working with a professional to help your child learn to relax and avoid performance anxiety.
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Special Sleep Problems
Specific sleep problems may occur at different ages, and it would be useful to read the earlier sections to determine whether your child's sleep pattern is appropriate for his age. Some specific sleep problems, such as sleepwalking, sleep talking, or night terrors, appear to occur more frequently when children have abnormal sleep schedules. Most of these common problems are bothersome to the family but are not harmful to the child.
However, one problem, severe and chronic snoring, may be hazardous to a child's health. Please read the section on poor-quality breathing even if your child has no specific sleep problems or you think he does not snore. Snoring is sometimes not appreciated as a problem because the child has always snored, or because allergies developed when the child was older—an older child is usually in his own bedroom and the parents are unaware of how much snoring is occurring every night because they do not go into his bedroom after he has fallen asleep.
Sleepwalking
Between the ages of six and sixteen, sleepwalking occurs about three to twelve times each year among 5 percent of children. An additional 5 to 10 percent of children walk in their sleep once or twice a year. When it starts under age ten and ends by age fifteen, sleepwalking is not associated with any emotional stress, negative personality types, or behavioral problems. Research has shown that there is a substantial genetic factor to sleepwalking, as it was found that the behavior is more common among identical twins than fraternal twins.
Sleepwalking episodes usually occur within the first two to three hours after falling asleep. The sleepwalk itself may last up to thirty minutes. Usually the sleepwalker appears to be little concerned about his environment. His gait is not fluid and his movement not purposeful. In addition to walking, other behaviors such as eating, dressing, and opening doors often occur.
Treatment consists only of safety measures to prevent sleepwalkers from falling down stairs or out of open windows. Try to remove toys or furniture from your child's path, but don't expect to be able to wake him. Rousing him won't hurt, but usually the child wakes spontaneously without any memory of the walk.
Sleep Talking
Sleep talkers do not make good conversationalists! They seem to talk to themselves and respond to questions with single-syllable answers. Adults appear annoyed or preoccupied. Children often repeat simple phrases like “get down” or “no more,” as if they were remembering important stressful events that had occurred that day.
Between the ages of three and ten years, about half of all children will talk in their sleep once a year. Older studies have suggested that sleepwalking and sleep talking tended to occur together and were more common in boys; however, newer studies do not support this association.
Night Terrors
Your child utters a piercing scream, and you rush into his room. He appears wild-eyed, anxious, frightened. His pupils are dilated, sweat is covering his forehead, and as you pick him up to hug him you notice his heart is pounding and his chest heaving. He is inconsolable. Your heart is full of dread, and it almost seems as if some evil spirit has gripped your child. After five to fifteen minutes, the agitation and confused state finally subside. This is night terror.
Night terrors, sleepwalking, and sleep talking all occur mainly during non-REM sleep and usually within two hours of going to sleep. They usually do not occur when we dream (during REM sleep); they are not bad dreams. In fact, children have no memory of them once they are awake.
Night terrors usually start between four and twelve years of age. When they start before puberty, they are not associated with any emotional or personality problems. Night terrors have nothing to do with seizures, convulsions, or epilepsy. Night terrors appear more often when a child has a fever or when sleep patterns are disrupted naturally, such as on long trips, during school vacations, during holidays, or when relatives come to visit. Recurrent night terrors are also often associated with chronically abnormal sleep schedules.
Enabling them to get more sleep is the way of treating overtired children who have frequent night terrors. I have observed that night terrors disappear when the parents moved the bedtime earlier by only thirty minutes.
Drug therapy is not warranted for most children with night terrors, sleepwalking, or sleep talking problems. Most children should be allowed to outgrow these problems without complex tests (such as CT scans), drug treatments, or psychotherapy.
Nightmares
In old English mythology, a nightmare was thought to be a female spirit or monster that beset people and animals at night, coming upon them when they are asleep and producing a feeling of suffocation.
I myself have had nightmares of suffocation, strangulation, breathlessness, choking, being crushed or trapped, drowning, entrapment, and being buried alive—but only when I sleep on my back or have an alcoholic drink before going to bed. My wife says that at these times my breathing sounds like a diesel truck with a bad motor. When she pokes me to get me up, the nightmare ends, and I breathe normally again. You see, my nightmares occur when my upper airway is partially blocked, and this obstruction happens only when I sleep on my back or drink alcohol before bedtime. Occasionally, I have less dramatic dreams of breathlessness while running, flying (without a plane, of course), or being chased. If my wife does not awaken me, I wake up to breathe, but I have no dream recall. Maybe some children have similar nightmares when they have bad colds or throat infections that partially obstruct their upper airway.
The child with a nightmare can be awakened and consoled, in contrast to the child with a night terror, which spontaneously subsides. About 30 percent of high school students have one nightmare a month. Adults who have more frequent nightmares (more than two per week) often have other sleep problems: frequent night awakenings, increased time required to fall asleep, and decreased sleep duration. They appear more anxious and distrustful, and experience fatigue in the morning.
But nightmares in most young children do not seem to be associated with any specific emotional or personality problems. However, two recent reports in children, one for five to eight years of age, and the other for six to ten years of age, concluded that anxiety issues or other psychological problems are associated with nightmares. Analysis—guesswork, really—of dream content in disturbed children who have been referred to psychologists or psychiatrists should not be generalized to normal populations of children with the assumption that normal anxieties or fears represent a mental or emotional problem. We really do not know the exact value or limitations of dream interpretation. If you think your child is having a nightmare, shower him with hugs and kisses and try to awaken him.
What do you do if the child comes into the parents’ room, sometimes several times a night, complaining of nightmares? If you strongly suspect that your child is not feigning nightmares just to get extra attention at night, consider consulting with a child psychologist or psychiatrist.
Head Banging and Body Rocking
My third son banged his head against the crib every night after we moved into a new house. Actually, he struck his shoulder blades more than his head against the headboard of his crib. My solution was to use soft cushions to pad both ends and both sides completely. Now when he banged away there was no racket, no pain, and no parental attention. After a few days he stopped. Other parents are not so lucky.
About 5 to 10 percent of children will bang or roll their heads before falling asleep during their first few years. This usually starts at about eight months of age. Boys behave this way more than girls. No behavioral or emotional problems are seen in these children as they develop, and they certainly have no neurological problems. Body rocking before falling asleep also occurs in normal children.
All this rhythmic behavior usually stops before the fourth year if there are no underlying neurological diseases. Your pediatrician can diagnose these uncommon conditions if they are present.
Bruxism
Teeth grinding, or bruxism, during sleep is common in children. At the Laboratory School at the University of Chicago, about 15 percent of the students were reported by their parents to have a history of bruxism. In the age range of three to seven years, the percentage of bruxists was about 11 percent; between eight and twelve years, it was 6 percent, and between thirteen and seventeen years, the percentage dropped to about 2 percent.
Teeth grinding does not occur during dreams or nightmares. Furthermore, there is no association between emotional or personality disturbances and teeth grinding. No treatment is needed for bruxism in children.
Narcolepsy
The major characteristic of narcolepsy is excessive abnormal sleepiness. It appears as if the child has a sudden sleep attack while engaged in ordinary activities such as reading or watching television. The child with a mild form of narcolepsy may drift into a state of excessive drowsiness; the child with a more severe form might fall stone asleep in the middle of a conversation.
Narcolepsy is less common under the age of ten. When it begins in older children it may be mistaken for lack of concentration or inattentiveness.
Other features of narcolepsy seen in older children are cataplexy, a muscular weakness triggered by emotional stress; sleep paralysis, a passing sensation of inability to move when drifting off to sleep; and hypnagogic hallucinations, visual or auditory experiences that occur as sleep begins.
Poor-Quality Breathing
(Allergies and Snoring)
If you've ever suffered through a head cold, I'm sure you'll agree that when you can't breathe easily during sleep, you can't sleep easily either. In turn, this makes you sleepy during the day, which can affect your mood and performance. When the cold finally disappears, you feel like your old self again, and your mood improves, as does your performance. Some children experience the same type of disrupted sleep every night because of allergies or snoring. Let's look at them both.
Allergies
Allergies frequently are suggested as a cause of the typical signs and symptoms characterizing snorers. Here's a list of symptoms from one study of children with difficulty breathing during sleep, conducted at the Children's Memorial Hospital in Chicago.
Snoring
Difficulty breathing during sleep
Stopping breathing during sleep
Restless sleep
Chronic runny nose
Breathing through mouth when awake
Frequent common colds
Frequent nausea/vomiting
Difficulty swallowing
Sweating when asleep
Hearing problem
Excessive daytime sleepiness
Poor appetite
Recurrent middle-ear disease
Perhaps the “chronic runny nose” and the “frequent common colds” are due to allergies.
Allergists have long associated food sensitivities or sensitivity to environmental allergens with behavioral problems, such as poor ability to concentrate, hyperactivity, tension, or irritability. Terms such as “tension-fatigue” syndrome or “allergic-irritability” syndrome are used by allergists to describe children who exhibit nasal or respiratory allergies, food allergies, and behavioral problems. It is possible that allergy causes behavioral problems in children by producing swollen respiratory membranes, large adenoids, or large tonsils, which partially obstruct breathing during sleep. The difficulty these children experience in breathing during sleep causes them to lose sleep and thus directly causes fatigue, irritability, and tension.
Also perhaps due to allergies, large adenoids or tonsils can partially or completely obstruct breathing during sleep as well as cause hearing problems or recurrent ear infections. So, either because of the actual enlargement of the tonsils or because of the underlying allergies that cause swelling of the membranes in the nose and throat, these children suffer from frequent “colds”—runny nose, sneezing, coughing, and ear problems.
Snoring
Two of the world's leading sleep researchers, Dr. Christian Guilleminault and Dr. William C. Dement, published a landmark paper in 1976 that was the first careful study of how impaired breathing during sleep destroys good-quality sleep in children. At Stanford University School of Medicine, they studied eight children (seven boys and one girl, ages five to fourteen years), all of whom snored. All eight children snored loudly every night, and snoring had been present for several years. Snoring started in one child at six months, and while the snoring in most children was originally intermittent, it eventually became continuous. Here's how their symptoms were described.
Daytime drowsiness: Five of the eight children experienced excessive daytime sleepiness. The report noted that “the children, particularly at school, tried desperately to fight it off, usually with success. To avoid falling asleep, the children tended to move about and gave the appearance of hyperactivity.”
Bed-wetting: All the children had been completely toilet trained, but seven started to wet their beds again.
Decreased school performance: Only five of the eight children had learning difficulties, but all the teachers reported lack of attention, hyperactivity, and a general decrease in intellectual performance, particularly in the older children.
Morning headaches: Five of the eight children had headaches only when they awoke in the morning; the headaches lessened or disappeared completely by late morning.
Mood and personality changes: Half the children had received professional counseling or family psychotherapy for “emotional” problems. The report noted that “three children were particularly disturbed at bedtime; they consistently avoided going to bed, fighting desperately against sleepiness. They refused to be left alone in their rooms while falling asleep and, if allowed, would go to sleep on the floor in the living room.”
Weight problems: Five of the children were underweight, and two were overweight.
Overall, we have a picture here of impaired mood and school performance, which deteriorated as the children grew older or as the snoring became more continuous or severe. Sleep is definitely not bliss for these children!
But was this a new discovery? Not really. As I will discuss further, most snoring children have enlarged adenoids, which medical texts written as early as 1914 acknowledged can disrupt sleep and cause behavior problems. As one early textbook noted:
Restlessness during the night is a prominent symptom; the patient often throws the covers off during the unconscious rolling and tossing which is so characteristic. … Daytime restlessness is also a characteristic sign. The child is fretful and peevish, or is inclined to turn from one amusement to another … the mental faculties are often much impaired … difficult attention is very often present. The child is listless and has difficulty in applying himself continuously to his play, studies, or other tasks, of which he soon tires. He has fits of abstraction.
Interestingly, increased motor activity or physical restlessness during sleep, distractibility, and reduced attention span are also characteristic features of children who have been diagnosed as “hyperactive.”
Another study, this one done in 1925, showed enlarged adenoids and tonsils as a physical cause of poor sleep. Even a major pediatric professional journal cited “difficulty in breathing, such as seen with extreme enlargement of the adenoids” as a common cause of “infantile insomnia” as far back as 1951. In truly severe cases of enlarged adenoids and tonsils, affected children appear to be mentally retarded, have impaired growth, and suffer from heart disease.
In one study of children who had documented difficulty breathing during sleep, the following problems were observed in addition to snoring:
“Breath holding,” “stopping breathing” during sleep
Frequent nighttime awakening
Breathing through an open mouth
Sleeping sitting up
Excessive daytime sleepiness
Difficulty concentrating
Bed-wetting
Decreased energy, poor eating, weight loss
Morning headaches
Hyperactivity
Some parents have also described to me their child's apparent “forgetting to breathe” during sleep. Their child's chest is heaving, but during those moments of complete airway obstruction airflow is stopped. These periods are called “apnea.” With only partial airway obstruction, though, excessively loud snoring throughout the night is the result. In either case, it's the poor-quality sleeping that's the culprit, causing daytime sleepiness, difficulties in concentration, school and behavioral problems, decreased energy, and hyperactivity … even though the total sleep time may be normal!
Why, then, has kids’ snoring particularly been ignored? Are there more snorers around today? Perhaps yes, because although surgical removal of tonsils and adenoids is much less common today, it was for years a very popular procedure for recurrent throat infections; it also happened to “cure” snoring in children. And perhaps yes, because the air we breathe is increasingly polluted and our processed foods increasingly allergenic; this may cause reactive enlargement of adenoids or tonsils in more children.
Whatever the causes of snoring, we've seen so far that children who snore aren't getting the best-quality sleep. Now we see that generally they aren't getting the best quantity either. One study of snorers at Children's Memorial Hospital in Chicago also showed that children with documented obstruction of breathing generally slept less than normal children. At about age four, average night-sleep duration was only eight and a half hours in affected children, compared to ten and a quarter hours in normal children.
In another study I performed, also at Children's Memorial, the affected snoring children were somewhat older, about six years of age, and their total sleep duration was about half an hour less than that of normal kids. They also had night wakings that lasted longer, went to bed later, and took longer to fall asleep after going to bed. These affected children exhibited snoring, difficult or labored breathing, or mouth-breathing when asleep. Parents described problems such as overactivity, hyperactivity, a short attention span, an inability to sit still, learning disabilities, or other academic difficulties in their snoring children. And as we have seen, a chronic sleep deficit of only half an hour per night might cause impaired intellectual development.
Even in infants, snoring might be a problem. I studied a group of 141 normal infants between four and eight months of age. In these infants, 12 percent exhibited snoring and 10 percent exhibited mouth-breathing when asleep. These snoring infants slept one and a half hours less and awoke twice as often as infants who did not snore.
In another study of infants about four months of age, cow's milk allergy was thought to be the cause of brief night-sleep durations and frequent awakenings. Other studies have suggested that an allergy to cow's milk protein can cause respiratory congestion.
PRACTICAL POINT
Although snoring reflects difficulty breathing during sleep, it is not related to sudden infant death syndrome (“crib death”).
The night waking in these snoring infants and the restless light sleep in older children probably represent protective arousals from sleep. As we learned earlier, these arousals mean that the child awakens or sleeps lightly in order to breathe better. When awake, the child breathes well, but the brain's control over breathing is blunted during sleep stages. So, to prevent asphyxiation, the child awakens frequently, cries out at night, and has trouble maintaining prolonged, consolidated deep-sleep states. Here, the crying and waking at night and resistance to falling asleep are caused by a valid medical problem, not a behavioral problem, not nightmares, not a parenting problem.
Not all children who snore a lot have all of the problems listed above. Differences among snorers can probably be explained by differences in severity and duration of the underlying problems. Also, I have encountered many monster snorers with minimal problems because they habitually take very long naps or have been able to go to bed much earlier than their peers. In other words, there are snorers and there are snorers! Some, like myself, have never been studied, and except for occasional nightmares—like the ones of asphyxiation, drowning, or strangulation I have when sleeping on my back—do not suffer adversely from snoring. Other snorers are not so fortunate because their snoring is more severe, a result of enlarged adenoids or tonsils.
PRACTICAL POINT
All children snore a little, and frequent colds or a bad hay fever season might cause more snoring, which usually does no harm. Consider snoring a problem when it gets progressively worse, is chronic or continuous, disrupts your child's sleep, and affects daytime mood or performance. About 10 to 20 percent of children snore frequently.
The reason attention has been focused on the problem of enlarged adenoids and tonsils is that sleep researchers have proven that breathing is actually disordered during sleep. This is an important point, because when the child opens his mouth, the tonsils do not necessarily look enlarged. In fact, the adenoids and tonsils may cause partial airway obstruction in some children during sleep only because the neck muscles naturally relax and the airway thus narrows. In other words, the real problem in some children might not be enlarged adenoids or tonsils, but rather too much relaxation in the neck region during sleep. This relaxation of the muscles in the neck may permit enlarged tonsils or adenoids to swing toward the midline, causing a partial or complete blockage of the flow of air. If snoring appears to be disrupting your child's sleep, consult with your physician. Your child's doctor may have to do some tests to determine how serious the problem really is.
The term “sleep-related breathing disorders,” or SRBDs, was coined to describe those children who had snoring or heavy or loud breathing while sleeping, or who appear to have trouble struggling to breathe while sleeping, or who make a snorting sound and wake up. One research study conducted in 1997 directly connected SRBDs to attention deficit hyperactivity disorder (ADHD). They calculated that about 25 percent of children with ADHD would have their symptoms eliminated by correcting their habitual snoring or SRBD. In 1998, two studies showed that SRBD was associated with extremely poor academic performance in first grade (improvement occurred upon removal of tonsils and adenoids) and also that SRBD was associated with difficulties with behavioral sleep disorders such as fighting sleep at night or bedtime battles. By 2002, the terminology had changed to “sleep-disordered breathing,” or SDB, but the message was the same. Inattention, hyperactivity, behavioral, and emotional difficulties are more common in children with SDB. Again, surgical intervention helped these children.
Locating the Problem
Try to suck through a wet paper soda straw. You can't; it collapses. When we inhale, active neuromuscular forces keep our neck from collapsing like a wet straw. Sometimes things don't work well during sleep and the neck muscles lose their tone. Sometimes the major problem involves the tongue, which may not stay in its proper position during sleep and flops backward, causing upper-airway obstruction.
Think of this as a neurological problem involving the brain's control over our muscles while we sleep. The result is that the airway is not kept open during sleep. If it's a neurological problem, then consider the possibility that there are other associated problems involving the brain: difficulty concentrating, poor school performance, excessive daytime sleepiness, or hyperactivity. If the major problem involves the tongue or neck muscles, removing the tonsils or adenoids might not help. So it is obviously important to determine the cause of the problem before considering surgery.
Children who snore and have many of those problems associated with poor breathing during sleep often have abnormal X-rays of the neck when viewed from the side. The most common abnormality is enlargement of the adenoids or tonsils. A simple X-ray might tell the entire story. But some children who snore might have normal X-rays and will require studies designed to document airway obstruction; it is important to pursue this before clinical problems develop.
Studies that have been used to document obstructive breathing problems during sleep include actual measurements of respiratory flow through the nose, skin oxygen levels, and the carbon dioxide concentration in the air exhaled during sleep. Another type of sleep study, using fluoroscopy, may visualize the level of obstruction. CT scans during sleep also have been used to measure the cross-sectional area at different levels of the airway to determine the anatomical location of the airway narrowing.
Electrocardiograms are useful because, in severe instances, the right side of the heart shows signs of strain. This strain can lead to pulmonary hypertension in long-standing cases.
Pulmonary hypertension also occurs with massive obesity, as in Pickwickian syndrome. This is named after Dickens's The Pickwick Papers, in which an extremely fat boy is pictured as standing motionless, barely awake, and feebly snoring. Massive obesity itself apparently causes difficulty breathing.
Finding the Answers
If the tonsils or adenoids are causing significant airway obstruction, they should be removed. Sometimes a surgical procedure to correct an abnormal nasal septum solves the airway problem. Tracheostomy, or creating a breathing hole in the neck, is occasionally needed when the obstruction is due to airway closure or narrowing not caused by enlarged adenoids or tonsils. During the day, the hole is closed and covered by a collar. Oral devices are now available that keep the tongue from flopping backward, when that's the major problem.
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FIGURE 8: POOR-QUALITY BREATHING CAUSES PROBLEMS
Weight reduction to correct obesity and management of allergies may be crucial nonsurgical treatments in some children. The management of allergies might include a trial of a diet without cow's milk, making the bedroom dust-free by using efficient air purifiers, reducing the level of mold spores in the air by using dehumidifiers, or getting rid of pets. Nightly administration of decongestants or antihistamines are sometimes needed to reduce the allergy symptoms. Often, intranasal steroid sprays are used to keep the nasal airway open; this treatment avoids the side effects of oral decongestants. A “snore ball,” which is a small glass marble or half of a small rubber ball sewn to the pajamas or attached with a Velcro strap in the midback region, will prevent a back snorer from sleeping on his back.
Enjoying the Cure
When treatment restores normal breathing during sleep, the loud snoring, daytime sleepiness, morning headaches, and other problems either disappear or are greatly reduced. Sleep patterns return to normal, and electrocardiogram abnormalities disappear. These changes are rapid and dramatic. For example, in one report, a thirteen-month-old boy was assessed as having the developmental level of an eleven-month-old baby before surgery, but five months after surgery, his developmental level had jumped past his real age, to the level of a twenty-month-old!
Remember, sleep deficits may directly cause behavioral, developmental, or academic problems. These problems are reversible when the sleep deficits are corrected (see Figure 8).
One word of caution: If the problem has been long-standing, then once children are cured of their snoring or their allergies are under control, bad social or academic habits or chronic stresses in the family or school will still require the continuous attention of professionals, such as psychologists, tutors, or family therapists. The treated child is now a more rested child, however, and is in a better position to respond to this extra effort.
Hyperactive Behavior
Educators and parents have used different terms to describe children with hyperactive behavior, but the current popular diagnosis is attention deficit hyperactivity disorder, commonly called “hyperactivity.” Hyperactivity in children is not usually thought to be related to snoring or severe allergies, although children suffering from ADHD, snoring problems, or allergies all have similar academic problems and characteristically poor sleep patterns.
Yet restless sleep, or increased amounts of movement during sleep, has been documented in hyperactive children. Could these turned-on school-age children be cranked up from chronically poor sleep habits that started in infancy?
I studied a group of boys whose ages were between four and eight months. Only boys were included, because most hyperactive school-age children are boys. The infant boys in my study also had active sleep patterns—they moved throughout the night in a restless fashion, with many small movements of the hands, feet, or eyes. They also had difficult to manage temperaments: They were irregular and withdrawing, had high intensity, were slow to adapt, and were moody. This temperamental cluster is thought to be common among hyperactive children as well. The results of my study showed that infant boys with more difficult temperaments and active sleep patterns also had briefer attention spans. Perhaps their motors were racing so fast, day and night, that they couldn't sleep quietly at night or concentrate for prolonged periods when awake during the day.
Another study I did involved preschool children at age three. It also showed that children who had increased motor activity when awake had a physically active sleep pattern. A child with active sleep patterns was more likely to be described in the following terms, taken from a questionnaire used to help diagnose hyperactivity:
Restless or overactive
Excitable, impulsive
Disturbs other children
Fails to finish things he starts—short attention span
Constantly fidgeting
Inattentive, easily distracted
Demands must be met immediately—easily frustrated
Cries often and easily
Mood changes quickly and drastically
Temper outbursts, explosive and unpredictable behavior
Figure 9 summarizes my research suggesting how a transformation could take place from an extremely fussy/colicky/difficult temperament baby with brief sleep durations to a hyperactive school-age child. The upward-pointing arrows before certain terms mean that high ratings for rhythmicity signify irregularity and high ratings for persistence signify short attention spans. These infant traits are replaced by hyperactivity and increased intensity as the child becomes more fatigued. As an infant, the child would have been negative in mood and less easily adaptable due to brief sleep durations, and would have remained so at three years.
Such children never learned how to fall asleep unassisted and had accumulated a chronic sleep loss, which caused chronic fatigue. As discussed in Chapter 3, this long-lasting fatigue turned such children “on,” making them more active night and day, and interfered with learning.
Learning may suffer, then, in kids who do not sleep well because they breathe poorly during sleep or sleep too little, and who in turn suffer from chronic fatigue that causes hyperactivity. Figure 10 summarizes this entire cycle. It shows how crying and sleeping problems present at birth can trigger parental mismanagement. Parental mismanagement or breathing problems during sleep can in turn cause disturbed sleep, elevated levels of neurotransmitters, and a more aroused, alert, wakeful, irritable child. This turned-on state directly causes even more disturbed sleep because of heightened arousal levels. It also may indirectly cause parents to misperceive their child as not needing much sleep: “Johnny just won't quit—he certainly doesn't seem to be running out of gas.”
All of these factors in combination—the fatigued child who is too alert to sleep well, plus irregular, inconsistent parents who also are tired and anxious—conspire to produce a child who may find it difficult to concentrate, may seem hyperactive, or may have behavioral problems that make him difficult to manage. These school and behavioral problems make the parents even more anxious, and the cycle continues on and on. Of course, there may be other causes for school problems or hyper activity, but disturbed sleep appears to be one that is both preventable and treatable.

FIGURE 9: TRANSFORMATION OF TEMPERAMENT CHARACTERISTICS ASSOCIATED WITH BRIEF SLEEP DURATIONS
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Seasonal Affective Disorder
Seasonal affective disorder (SAD) is commonly known as winter depression. Symptoms of depression include feeling blue or sad; decreased interest or pleasure in activities; dramatic weight gain or weight loss, or failure to gain weight normally; sleeping too little or too much; behaving very restlessly or in a very slowed-down manner; fatigue or loss of energy; feelings of worthlessness; indecisiveness or difficulty in concentrating; and recurrent thoughts of death or suicide. Not all of these symptoms need to be present, but when many occur daily for extended periods of time, the diagnosis of depression has to be considered. When these symptoms tend to occur only or mainly during the months of October and November, then seasonal affective disorder may be the problem.
The reduced amount of daylight during winter, with its short days and long nights, seems to cause the depressive symptoms, and treatment may include using a bank of special fluorescent lamps behind a plastic diffusing screen. The intensity of light needed, the duration of the light treatment, and the risks bright-light treatment may pose for the eyes are currently being investigated. Light therapy has been shown to be effective in children, but it's not like taking penicillin for a strep throat, so if you think your child might have SAD, your best bet is to contact a sleep disorders center for evaluation and treatment.
Survey studies have shown that between 2 and 5 percent of children between the ages of nine and nineteen fulfill diagnostic criteria for SAD. More symptoms appear in northern regions, where days are significantly shorter in winter, compared to southern regions. So if you have an older child who seems not to be doing well after the first few months of the school year, consider the possibility that it is not the teacher, the coach, or the increased homework load, but winter depression.
Bed-wetting
Bed-wetting during sleep occurs in about 20 percent of children at age four and 10 percent at age five. By the age often, it occurs in about 5 percent of children. The exact cause of bed-wetting is not known. It is not caused by emotional problems. It tends to occur more often in boys and has a tendency to be inherited. Pediatricians or pediatric urologists may offer bladder-training strategies or other treatments, but it is difficult to prove that one treatment works best, as most children outgrow the problem. Restricting fluids before bedtime does not work.
I find that moisture alarms are an effective treatment for bed-wetting. These alarms wake the child as he begins to urinate. This seems to disturb the sleeping brain, and so to prevent such an abrupt arousal from the alarm in the future, the brain controls the bladder better and prevents urination.
Sometimes the alarm does not rouse the child, so the parent has to be able to hear the alarm in order to wake the child. The reason the child might sleep through the alarm is that bed-wetters appear to have very deep sleep. Even though older research suggests that bed-wetters are not more difficult to awaken than children who are not bed-wetters, this deep sleep may be a major part of the problem for some children.
In my experience, some children with too-late bedtimes or severe allergies causing difficulty breathing through the nose appear to be overtired during the day and wet at night. When they are helped to sleep better, they often appear to be better rested during the day and drier at night. The most dramatic “cures” of bed-wetting sometimes occur when enlarged adenoids or tonsils are removed. Now the child breathes easier during sleep, sleeps better, and becomes drier.








Special Events and Concerns
As if growing up were not hard enough, there are inevitable events that might significantly disrupt your child's healthy sleep habits. Other special concerns, such as frequent injuries, may well be the result of unhealthy sleep habits. Here are some examples:
Changes with Daylight Savings Time
When you move the clock time an hour earlier or later, continue to sleep your child according to the new time. If her bedtime has been about 6:30 P.M., and you moved the clock forward an hour so her old 6:30 is now 7:30 P.M., still put her down to sleep at the new clock time of 6:30 P.M. The reason you can ignore the time change is because a lot of social cues in the family such as active or quiet times, meals, bathing, outdoor play time is adjusted with the time change, and these social cues help regulate your child's sleep schedule.
New Sibling
If you are expecting another child, it is best to maintain as much regularity as possible during the pregnancy and not move your young child to a bed until the new baby is about four months old, if then. Toward the end of the pregnancy, the mother is more tired and the older child becomes aware that her mother has less energy or patience. Receiving less attention or not as prompt a response is something that she will have to get used to. So don't kill yourself putting forth a heroic effort; it will only delay your older child's learning to adapt to the inevitable: a decrease in parental attention. When the newborn is about four months old, the developing biological rhythms in the baby permit a new and stable social rhythm in the household. The older child now knows that there are approximate times when her mother is feeding the baby or putting it to sleep. The stability of these events makes the older child feel more secure.
If you need to move the older child from a crib to a bed, consider leaving the crib up and empty for a while before the younger child is shifted to it. The parents’ understanding is that she is graduating to a “big kid's” bed, but the child might not have the same opinion. Prepare yourself for the possibility that, either because of fearfulness in the big bed or because the child now realizes she can easily get out of bed to explore the house, you might have to return her to the crib. Sometimes a crib tent is necessary because your child is curious about the new baby at night but you do not have the energy to repeatedly do the silent return to sleep (see Chapter 7). Don't be inhibited because of a fear that you are causing a “regression” or sense of failure in your child. Under these circumstances, the baby might have to go to a portable crib, another crib if the children are close together in age, or maybe some temporary larger substitute for the bassinet.
Twins, Triplets, and More
Let's face it: Having a baby is a blessing and a bother. With two or three babies at the same time, the blessings are two-or threefold, but the bother is about ten or twenty times as great! The reason why the bother is so much greater is that you can't clone yourself. When one child is awake and wants to play but the other needs to be put to bed, or when one baby needs to be fed at the same time as the other needs to be changed, you've got a problem. Not everyone has family members or hired help to give them a break, and even if you are lucky in this regard, there are still times when both the mother and father are exhausted from not getting enough sleep. However, if you plan ahead and if the father is actively involved, as described in the story of Caleb and Ezra, then the duration of your sleep-starved state will be shorter.
CALEB AND EZRA
As much as it gave us great joy, the news that we were having twins shocked us as well. We hadn't had children yet, so how our lives would work with one baby was a big question, but two seemed to raise to an unimaginable degree the level of responsibility and the sheer amount of labor we anticipated. Eventually the shock faded, giving way to excitement tempered by trepidation, and we began facing the many tasks we had to do.
We had our share of endless nights, during which someone was up every hour with one fussy fellow or another—or both didn't fall back to sleep without being walked back and forth. In a sleep-starved daze, we both covered many miles during those nights. To keep track of who fed whom, Jen and I drew two clock faces, one for each boy, on which we would record the time we retrieved either Ezra or Caleb, how many ounces of formula he consumed, and what time he went back down. To maintain our sanity—or as a record of its fragility during these sleep-drained hours—we would amuse each other with humorous notations on the clocks.
During the day the boys would sleep with regularity; up for an hour or so and down for several. One thing we experienced in full force, when the boys were around six weeks old, was heart-wrenching, inconsolable, nonstop crying at the end of the day, starting around 6:00 P.M. and sometimes lasting until as late as 10:00 P.M. before the exhausted babies would relent and drift off to sleep. During their fifth and sixth months, they began to sleep through the night. On the rare occasion when we did hear one of them cry or yell out during the night, we would resist the urge to react, and within a few minutes the baby would soothe himself back to sleep. We took advantage of their ability to soothe themselves to catch up on our sleep, too—even with the rest, two babies are a lot of work and we need all the energy we can muster.
One of our concerns, specific to having twins who sleep in the same room, has been about one baby waking the other. When our boys were about seven and a half months old, Ezra was waking Caleb up consistently. We consulted with Dr. Weissbluth, who instructed us to keep a twenty-four-hour chart for each baby over the course of a week. We recorded, in half-hour increments, whether the boys were asleep, awake and crying, or awake and happy. With this information, Dr. Weissbluth was able to tell us that we should put Ezra and Caleb down for naps at 9:00 A.M. and 1:00 P.M., and that it was time to eliminate their third nap of the day. This approach smoothed out their sleep pattern.
Overall, we have simply had to revise our expectations of how much time we have available and what we can accomplish. Adhering to a schedule that dictates the amount of time the children will be awake has circumscribed our activities. This would be true for anyone who chooses to abide by Dr. Weissbluth's approach to sleep. But with twins, it's even more pronounced: Since the multiplied tasks of child care place a greater demand on our time, there's even less time left for the extras. We had adjusted to this in various ways, but the sacrifices we've had to make during these months have very clearly been worthwhile. We never cease to hear people comment when we go out: “Oh, look, twins!” and “They're so cute” (which I, of course, can confirm). More than that, we constantly hear remarks to the effect that the boys are so well behaved and remarkably calm.
Raising “multiples” requires an extra degree of forethought, communication, planning, and sheer work. Two parents for whom sleep is an enchanting memory have to struggle to find the energy it takes to do all the work, mental and physical, necessary to take care of twins. Having had this experience, it's clear to me that training a child to sleep well is an extraordinarily crucial component to child rearing, especially when you're having more than one.
Here is an account from a family where the twins initially were overtired.
NIKOLAI AND ALEKSANDER
Nikolai and Aleksander, our identical twin boys, were born six weeks early. For the first few weeks, the boys slept soundly and cozily together in their crib. We had been instructed by the hospital to wake them at night for feedings, which we did happily. As they gained weight and their actual due date neared, they became more and more alert, much to our delight. Perhaps due to their early sleepiness, it didn't even occur to Mike and me to put the boys on any kind of schedule, or to protect the sleep. We both just assumed they would fall asleep when they were tired. When Nik or Aleks started to cry after two or three hours of wakefulness, we chalked it up to fussiness. When they took only a few very brief naps a day, we assumed they weren't sleepy children, and that most babies were like that. We told our friends and family that the boys could barely sleep an hour or two at a time at night, and they advised us to keep them up during the day so they would be tired at night. When that didn't work, we relied on reports that things would improve when they hit the three-month mark. We took the nights in shifts—I would sleep from 8:00 P.M. to 1:30 A.M., and then take over so Mike could get some rest—and gritted our teeth, waiting for the day they would be three months old, at which time they would embrace naps and bedtimes with sweet smiles and contented sighs.
Not only did that day never come, but the older Aleks and Nik got, the worse their sleep patterns became. They could manage to sleep a couple of hours if they were cuddled up on Mike or me, but they did not sleep in their crib for longer than twenty minutes at a time. When I asked their pediatrician about it at their four-month checkup, he told me it was normal for infants to have such short, erratic sleep. When I left his office, I knew he was wrong. I sought out Dr. Weissbluth and his book, and was amazed by what I read! I had been doing all the wrong things with my children—keeping them awake for several hours at a time, rushing in to rescue them from their beds at the slightest peep, allowing them to “snack” on poor-quality stroller, swing, or car seat sleep all day! Was it possible that my kids did need sleep, and I just hadn't been providing the right conditions for it? I felt horribly guilty for torturing my poor boys!
We began trying to help Nik and Aleks improve their sleep habits immediately. It seemed logical to attempt to get the boys on the same sleep schedule. We decided to temporarily have the boys sleep in separate rooms, which was a difficult decision for me to make. I had very strong feelings about keeping the boys together from the time they were born. I felt they would feel safer, more secure, and comfortable if they could sleep together. I think I wanted them to continue what I considered to be an idyllic, symbiotic existence inside the womb. I still feel strongly about sleeping twins together, and wish that our circumstances hadn't forced our hand in this matter.
Our boys were incredibly overtired when we began to employ Dr. Weissbluth's ideas and, as a result, they were overly sensitive to outside stimuli. The slightest floorboard creak would wake them from sleep with a jolt, and they would scream at the top of their lungs. As one can imagine, if small household sounds woke them so easily, the ear-piercing wails of their brother would do the same. Having two screaming babies was inordinately stressful, and made it virtually impossible for them to settle down and fall back asleep. We didn't have much room in our apartment, so we chose to let Nik, who slept more soundly, sleep in our room in his crib, while Aleks stayed in his own room.
Mike and I continued our nightly “shifts” as we instituted Dr. Weissbluth's plan and set out to improve our children's sleep habits. I spent many difficult nights questioning myself and feeling bad for “making” my children cry. Although we saw improvement immediately, it took several weeks before Aleks and Nik had completely adjusted to the new sleep routine. I believe it really took them months to get over those first months of so little sleep. The transformation was slow, but nearly miraculous. Our sweet, dear boys, who had probably been getting no more than eight to nine hours of irregular sleep a day, were now sleeping up to sixteen and eighteen hours a day! I often wonder if I ever would have figured out on my own that my sons, who initially seemed to need so little sleep, were actually in need of the absolute opposite.
As the months passed, I began to see that Nik and Aleks were way at one end of the sleep continuum—they needed, and continue to need, a lot more sleep than the average child. Around the time they were a year old, they were actually falling asleep at around 4:30 or 5:00 in the afternoon, and sleeping until about 6:30 in the morning! Then they would take a nap at around 8:30 for one to two hours, and a nap at noon for another one to two hours. They didn't give up their third nap until just before their first birthday. Our realization that they required so much sleep was a revelation—we had finally found the “key” to unlock their sunny, curious, exuberant personalities. Having kids with such high sleep needs, however, hasn't been easy. On the contrary, it's been a real pain in the neck to protect their sleep so vigilantly. Before they were about two and a half years old, missing one nap would send our family into a tailspin—three to four days of fragmented nighttime sleep, resistance to their regular naps, crabbiness, et cetera. I can count on my hands the number of times we allowed them to miss a nap or stay up late before they turned three. The cost of such a move was so great that few things were worth the price.
When Aleks and Nik were thirty months old, Michael and I were preparing for the birth of our youngest son. My in-laws purchased two beautiful “big boy” beds for the twins, and we excitedly set them up and let them loose. The twins had escaped from their cribs on a couple of occasions, but had responded well to reprimanding. They were capable of sleeping safely in the twin beds, but did not seem able to follow instructions to stay in them. Looking back, I realize that attempting to make the move so early was a mistake. Bedtime became a circus, complete with two wild monkeys, jumping and running around their rooms each night. After two months of little improvement, one night they fell silent almost immediately after their bedtime routine. I was hopeful that all the bribes, cajoling, and scolding had finally worked, but I went in to check on them anyway. I walked in to find Nik standing on his bed, snapping the wood blinds from his window in half, carefully sliding them out of their frames and handing them over to Aleks. Aleks was sitting quietly, stacking my broken blinds on his bed. We dismantled the beds and put their cribs back up the next day.
We set the twin beds up again soon after the boys turned three. The first few nights were successful, but things began to deteriorate soon after. Even in their pitch-dark room, Aleks and Nik would run around their room, empty their dressers, jump on their beds, and stay up one to two hours past their normal bedtime. Within a few weeks they were engaging in the same kind of behavior at nap time, and Mike and I knew we had to make a change. This time, it was easy for me to make the decision to separate them. The difficulty was where to put them! We settled on putting Aleks to bed in our room. After their bedtime stories, Nik stays in his room, and we take Aleks to our bed where he sleeps until we're ready to go to bed. At that time, we carry Aleks back into his room. While the situation is not ideal, it has been very successful for us. At three years of age, the boys fall asleep between 7:00 and 7:30, wake up around 7:00 A.M., and take one nap a day from 1:00 to 3:00 P.M. Aleks is incredibly cuddly and happy to return to his bed each night, and it doesn't seem to affect his overall sleep habits. After feeling so strongly about keeping the twins in the same bedroom, I would be the first to give them their own rooms now if our house provided it. At this stage in their lives, I think it would be healthy for them to have a few hours to themselves after playing together all day. In addition, the separation relieves them of the pressure to perform for each other.
Tomas arrived when the twins were thirty-two months old. I never realized how difficult it was to have twins until he arrived! It's such a relief not to panic at every cry, for fear of waking the “other” baby. Of course, I have to admit that Tomas has made it really easy on us. He is even-tempered, sweet, and happy. He was practically sleeping through the night within a week of coming home from the hospital. In the first few months, we could tell when he was sleepy, as it would be the only time he'd cry. Now that he's nearly six months old, he continues to be patient and calm. I'm careful to maintain his nap schedule and to put him to bed early at night, and he wakes up happy and content, cooing and smiling. His sweet, gentle demeanor makes me wonder what Nikolai and Aleksander would have been like at his age if I had incorporated Dr. Weissbluth's ideas immediately after they were born!
There is ample evidence that genetics contribute significantly to shaping our sleep patterns. Identical twins sleep more like each other than fraternal twins. So there are limits on what we can do to modify their schedules if we attempt to synchronize them. As discussed previously, the regularity of the mother's activity/rest cycles and her sleeping and eating patterns before the babies are born may substantially contribute to the regularity or irregularity of her babies.
With twins, triplets, or more, the major principle is to start sleep training early.
Early sleep training means starting around the time the babies are born, or around the time of their due date for children born early (many twins or triples arrive before their due date). The first principle is to avoid the overtired state. Try to put your babies down for a nap, using Method A (see page 235), after a wakeful period of one or two hours. If they get overtired, it is harder for them to fall asleep. The more rested they are, the more adaptable they become later, and the more successful you will be in synchronizing their sleep schedules when they are older. Because the clock machinery is not really well developed during these first few weeks, you can't set their clocks to the same “time.”
Counting from the due date, over the next six weeks, you will notice more and more fussiness and wakefulness; by six weeks of age, it is mostly concentrated in the evening hours, about 7:00 to 10:00 P.M. During these increasing spells of agitated or fussy wakefulness, do whatever you can to calm and comfort your babies. Remember, you can't spoil your babies, so during these spells do all the holding, hugging, nursing, or whatever works to keep your infants comfortable.
The next step in early sleep training, at about six weeks after the due date, means trying to control the wake-up time in the morning with the goal of partially synchronizing the babies’ sleep/wake cycles. The earlier we start the process and the more rested our children are, the more likely it is we will succeed.
So, around six weeks after the due date, when one baby awakes in the morning, you declare that the day is starting and night sleep has ended. This will usually occur between 5:00 and 8:00 A.M. At that time, awaken the other baby or babies. Remember, we are doing this at a few weeks of age to help synchronize their sleep schedules, but this maneuver of controlling the wake-up time may also be applied to older twins and triplets. If you are experienced parents, you might want to try to control the wake-up time when the children are much younger. If you are good at reading the babies’ cues and you have identical twins, then you might be able to synchronize their schedules when they are very young.
After both children are up in the morning, the next step is to keep the following interval of wakefulness ultra-short. We are going to try to put both children down for the first nap—together, in the same room or crib—after only one hour of wakefulness. Try as best you can to change, feed, and soothe them back to sleep within a total time of one hour. This means that you will probably have no time to play with them during this brief morning wakeful period. During this hour of wakefulness, if there is bright natural sunlight, open all your shades and expose them to this light, because exposure to bright morning light helps to set the sleep/wake clock.
Let's stop for a quick review: start early, avoid the overtired state, use Method A, control the wake-up time, allow a very brief interval (only one hour) of wakefulness, and exposure to bright light.
Now comes the hard part, especially if you are an inexperienced parent. Our hope is that your children will be able to learn some self-soothing skills even at this very young age. The most important point is to put your babies down to sleep after several minutes of soothing whether or not they are in a deep sleep state. This simply means that your children may be fully asleep, completely awake, or in a state between wakefulness and sleep at the time when you put them down.
If one or both babies cry as you walk away, leave them alone—but look at a clock so that you will know when they have been alone for five to ten minutes. Here are two common scenarios: Your babies cry very hard for a few minutes, then cry quietly for several minutes, and then fall asleep. Or possibly your babies cry hard for several minutes and do not appear to be able to fall asleep. Of course, one child may go one way and the other child another way. Your goal is to get and protect the morning nap for one or both children.
If your baby does fall asleep, don't be surprised if the duration of the nap is brief; naps tend to lengthen only at twelve to sixteen weeks of age, counting from the due date. Within any subsequent two-hour interval, try to put both children back down for a nap. This is because most young babies do not comfortably tolerate more than two hours of wakefulness.
If your baby does not fall asleep, rescue your baby or babies. You now have two choices. First, you may sense that after several minutes of hard crying your baby will now be able to fall asleep, so you repeat the process of soothing back to sleep. Or else the crying was so stressful for all of you that you will quickly go out for a walk, enjoy playing with and comforting your baby, and try this maneuver again another day. Remember, you want to give your babies the opportunity to learn how to soothe themselves to sleep. You are practicing consistency in how you soothe the baby to sleep and timing to avoid the overtired state.
If you had only one child, you might decide to always hold or nurse that child until he or she was in a deep sleep state and then either put the baby down alone or sleep with the baby in your bed or sofa (Method B, see page 236). The simple truth is that you cannot be consistent with Method B if you have twins or triplets. So stick with Method A. Because the process of falling asleep is learned behavior, your babies will learn faster if you are consistent in how you soothe them to sleep.
At night, an early bedtime is helpful because it regularizes and lengthens naps. Here, too, consistency in the style of soothing to sleep is helpful.
If you have older twins or triplets, between four and fifteen months of age, control the wake-up time, expose them to bright light in the period after they wake up, and practice consistency in how you soothe your babies to sleep. Now your goal is to put them down for naps at about 9:00 A.M. and 1:00 P.M., and not to let them sleep at other times during the day. Expect your babies at fifteen to twenty-one months of age to need a single nap between noon and 2:00 P.M.
Here is the story of one mother who started sleep training her twins at eleven months of age.
CAROLINE AND LAURA
As a new mom, I was very reluctant to let my babies cry when they reached the four-month mark. Although my rational side (smaller every day, due to sleep deprivation) believed that children would sleep better if they learned to soothe themselves to sleep, I was filled with anxiety that I might be doing the wrong thing … they would be emotionally scarred, feel abandoned, or at a minimum be in pain and need our care. My husband, convinced that life must get better, had to force me to stay in our bedroom while the girls learned to soothe themselves to sleep. They cried for only about fifteen minutes, but it seemed like days.
They cried less each day for three or four days and rarely cried at nap time after they learned to soothe themselves to sleep. I no longer spent hours every day rocking them to sleep. What a relief. We also found that sleep begets sleep … the better they napped, the better they slept at night.
I now have six-month-old Peter, who has been a joy in every way, starting with the fact that he was not part of a set. With two “guinea pigs” before him, I don't need to try all the tried-and-true sleep remedies. I now know what works and what doesn't. When he was fourteen weeks old, I started him on a 9:00 A.M. and 1:00 P.M. nap schedule with a 6:00 P.M. bedtime. Starting a predictable schedule at fourteen weeks was much better than waiting for eleven months for some organization in my chaotic household. When he was four months old, I let him learn to soothe himself to sleep. He cried on only four different occasions, for no more than ten minutes each time. Starting a schedule and self-soothing are proving much easier at such a young age.
The plan to have the babies asleep and awake at about the same time may initially fail, because there is a strong genetic component that influences how long babies sleep, how regular are the times when they need to sleep, and how self-soothing they are when put down to sleep. Therefore, you may be more successful in synchronizing sleep schedules with identical twins than with fraternal twins. But even identical twins can have their own personality! Prepare yourself for the possibility that one twin may be a good sleeper (self-soothing, long sleep durations, regular sleep patterns) and the other twin is the opposite.
As I mentioned, in the beginning, place your babies together in the same room, or even the same crib. Many of these babies seem to enjoy touching each other and sometimes appear to help the other one sleep by stroking, petting, or even putting a hand or finger in the mouth of the other. Later, if it becomes apparent that one twin or triplet is interfering with the sleep of another, then you have to try to separate the “bad sleeper” from the “good sleeper.” Sometimes this is easier said than done because of the number of rooms in your house. Be creative. You might temporarily put one child in your bedroom for naps, or perhaps you have a large walk-in closet, or maybe there is some attic or basement space where you can create a nest for naps. This temporary separation might be needed until the “bad sleeper” settles down to a regular nap pattern, which usually evolves between twelve and sixteen weeks after their due date. Also, please do not be surprised if the twins do a flip-flop and the one who had been a “good sleeper” becomes a “bad sleeper” and vice versa. The truth is that during the first few months, there is a lot of shifting around in daytime sleep patterns. All children sleep better during the day around three or four months of age, so be patient.
When I discussed the problem of trying to synchronize sleep schedules when one twin naps better than the other with mothers and fathers at a support group for parents of twins, some said they would wake up the good sleeper, go out to have fun, and then put them both down together for the next sleep period. The risk is that the good sleeper might become overtired because the child's needs are not met. Other parents let the good sleeper finish the nap and later put them down together. Here, the risk is that the bad sleeper becomes very overtired from being up too long. The mother of Ezra and Caleb, currently two excellent sleepers, really summed up the majority sentiment when she said, “You just have to compromise.” Sometimes letting the good sleeper snooze a little longer before waking him up is all it takes to produce some regularity in the sleep routines.
Here's the conflict: You want to avoid the overtired state and you want to synchronize their sleeping patterns. Sleep logs, as described on pages 118 and 221, are very helpful to get a handle on how to strike a good compromise.
Each family with twins and triplets has its own strengths, resources, and stresses; please consider reviewing your situation with other parents of twins and triplets or your pediatrician before sleep problems develop.
Moving
The only thing worse than moving is moving with children. You pack, they unpack. You clean up, they make a mess. Here is one account of how moving upset a child's routine.
“NICHOLAS KNEW THIS
WAS THE TIME TO
REALLY STICK IT TO ME”
Nicholas had an established sleep pattern before we moved, but after … !
Bill and I started packing up the apartment about two months before we moved; Nicholas's response to this preparation was to change his sleep pattern. But we weren't too worried, since we assumed it would change back once we were moved and settled. It didn't. We moved when he was about eight months old. Well, by the time Nicholas was nine months, I needed another chat with Dr. Weissbluth to discuss Nicholas's frequent night wakings.
My husband was with my father for the opening of trout season that weekend, and Nicholas knew this was the time to really stick it to me.
Nicholas had had a cold for weeks. Thursday night he cried from 7:00 until 11:00 P.M. I went in several times to try to calm him. I knew that what I should be doing was turning off, or down to a whisper, the intercom and letting him work it out, but I thought the cold had something to do with it. Dr. Weissbluth said the cold did have something to do with it—plain and simple. Nicholas needed more sleep to shake it, but just as important was the routine Nicholas had to learn (again). The doctor made me promise not to go in the room at all until between 5:00 and 7:00 A.M.: “Load him up with Desitin and hugs and kisses and close the door.” The first night the crying stopped after about an hour and a half, but by Saturday Nicholas cried for only five minutes. Now he will perhaps play for at least a few minutes, then before I know it, his head is down and we have a quiet, happy baby twelve hours later!
Your general goal is to maintain as regular and consistent a pattern as possible when preparing for and following a move. Resist the temptation to drag the baby to the home improvement store or garden shop when he should be sleeping. If your child is young, say less than a year old, quickly reestablish the bedtime rituals and sleep patterns that worked best before the move. Be firm, and after allowing a day or two for adjustment to the new surroundings, ignore any protest crying that may have evolved from the irregularity and inconsistency during the move. If your child is older, say a few years, go slower. Fears of newness, excitement over novelty, and uncertainty regarding further changes may cause new problems of resistance to naps, difficulty falling asleep at night, or night waking. Be gentle, firm, and decisive. Reassurance, extra time at night, night-lights, and open doors have a calming or soothing effect. Be somewhat consistent in controlling this extra comfort so that the child does not learn that it is completely open-ended. For the older child, consider using a kitchen timer to control the amount of extra time you are going to spend with her. The timer helps the child to learn to expect that mom or dad will leave for the night after a predictable time period. Place the timer under a pillow or cushion to muffle the sound.
Anxiety or fear in your child regarding a move is natural, normal, and not something that should unduly alarm you. After several days, start a deliberate process of “social weaning” to encourage a return to your old, healthy sleep habits by gradually reducing the duration on the timer. This should usually take no more than several days in most instances.
Vacations and Crossing Time Zones
Think of a vacation with your child as sort of a semiholiday. After all, you may spend a lot of time baby-sitting among the palms on sun-drenched beaches. I have spent many hours building simple sand castles, trying to keep one eye on the castle architecture and the other eye on a nonswimmer jumping over small waves. This intense concentration is not very relaxing!
Try to flow with your child; be flexible, forget schedules, try to have as much fun as possible, and don't worry much if your kids become tired. Irregularity and spontaneity are part of what makes vacations fun.
When you cross time zones, you might suffer the ill effects of jet lag. You are conditioned to sleep when it is dark, but activity/rest cycles and feeding habits also get messed up when you cross time zones. Children seem to be more sensitive to light, especially morning light, than adults are, so use this to help defeat the jet lag. The day after you arrive, or the next day for a very long trip—both at your destination, at the beginning of the trip, and home when the vacation is over—wake your child at the usual wake-up time.
Scenario one: You leave your home very early in the morning because of holiday traffic and the extra time required because of airport security. You arrive at your destination, and it is now very late at night. By the time you claim your luggage, rent a car, drive to your hotel and get settled, everyone is exhausted. It's been a long day! So everyone sleeps in late the next morning. If your child is napping, the late morning wake-up causes the nap(s) to be later. Therefore, wake up your child after a one-to two-hour nap in order to protect a reasonably early bedtime. The following morning, either wake up your child at his routine time to reestablish his regular sleeping schedule, or repeat the process of shortening the nap to more gradually get the bedtime to its regular early time. If your child is not napping, over the next day or days control the wake-up time by waking your child earlier either a lot or a little until you get to your normal wake-up time.
Scenario two: You arrive at your destination and get settled in by midafternoon or early evening. The day after you arrive, wake up your child at the usual time. That is, if you usually get up at 7:00, rouse your child at 7:00 local time, no matter what the time difference. Try to expose him to bright morning light. Continue with the schedule as if you had not taken a trip, using local time for naps and the night sleep. Naturally, there will be some irregularity, no matter how hard you try, so assume that when you return home, your child may be overtired.
Once you're home, it's boot camp again—back to the basics, with all the regular routines. Repeat the strategies described above. Within a few days, if you are firm, consistent, and regular, your child will learn quickly that the vacation is over. If your child was well rested prior to this vacation, expect only one rough, crazy recovery day of protest crying. Trying to gradually soothe your child back to her previous good sleep routine over several days often fails because the child fights sleep in order to enjoy your company.
You may avoid having a “reentry” problem by carefully planning ahead, as Claire's parents did.
CLAIR FIRST VACATION
Having spent our previous vacations as young marrieds, jaunting lightheartedly to Hawaii, the Canadian Rockies, England, Europe, and New England without an itinerary or reservations, it was with some trepidation that my husband, Tom, and I launched off on our first vacation as new parents with our eight-month-old daughter in tow. We chose a family-oriented beach resort (only one time zone away), which was conveniently located near a major city of historical interest that we had never visited. We decided to spend our money on above-average accommodations, knowing that with an eight-month-old we would be spending more time there and might as well make ourselves comfortable. We selected a two-bedroom/two-bath condo with a kitchen and large living/dining area, which ensured that Claire's naps and bedtimes wouldn't interfere with our activities and vice versa.
Our daily schedule certainly was not as hectic as when we were just a couple, but we did manage to relax more and have a great deal of fun. We tried to preserve Claire's two-nap-a-day schedule and approximate bedtime hour, but we wanted to be flexible, too. A typical day for us would begin with breakfast at the condo followed by a walk on the magnificent beach looking for shells and sand dollars. Because the sand is firmly packed there, we could push Claire's stroller right along on the beach, which allowed us to venture farther than if she'd been in the backpack. About midmorning we'd return to the condo for Claire's nap. One of us would lounge on the sundeck while Claire was sleeping, while the other would be free to go swimming, shopping, cycling, or whatever.
After lunch—either a picnic by the park/playground near the condo or a meal at the snack bar by the pool—we'd pack up the car and head to a nearby attraction. Claire would promptly fall asleep in her car seat for her afternoon nap, a habit we never practiced back home, and be ready to go again after we reached our various destinations about an hour or so later.
We ventured out to dinner with Claire on several occasions, picking one of the resort's family-oriented restaurants and arriving early (both before the larger crowds and to be closer to her typical suppertime). After another walk on the beach, we'd follow Claire's bedtime routine and put her to sleep at about her normal hour in the rented full-size crib in her own room. We then had time to enjoy some wine, read, catch up on our conversation, or plan the next day's activities.
Yes, it was quite a different style of holiday for us! But the new scenery was fascinating, and with some advance planning (like arranging the crib rental and packing a special box with Claire's walker, backpack carrier, and favorite toys), we all were able to enjoy our first vacation as a family.
Frequent Illnesses
Night wakings routinely follow frequent illnesses. First, let's have a clear understanding of what is happening. Videotapes of healthy young children in their homes at night show that many awakenings occur throughout the night, but the children usually return to sleep without any help. Fever can alter sleep patterns and can cause light sleep or more frequent awakenings. So it is not surprising that a painful illness with fever, such as an ear infection, causes an increased number of night wakings. These more frequent and prolonged arousals often require your intervention to soothe or calm the child back to sleep. Your child might now begin to associate your hugging, kissing, or holding at night with returning to sleep. This learning process might then produce an alteration in the child's behavior or expectations that continue long after the infection passes. Now we have a night-waking pattern.
Actually, awakening at night is not the problem. As we have seen, spontaneous awakenings are normal, as are increased awakenings with fever. Naturally, parents should go to their sick children at night. The real problem once the child is healthy again and not bothered by pain or fever is his learned difficulty in returning to sleep unassisted.
How can you reteach your child to develop her own resources to return to sleep after awakening? Remember, parents are teachers and we teach health habits, even if the child might not initially cooperate or appreciate our efforts. Here are three options:
Option one: You might decide that since children are frequently ill and you can't let your child down when he needs you, you will always respond, and you will simply wait for the child to “outgrow” this habit. The problem with this option is that the awakenings initially tend to become more frequent, because your child learns to enjoy your company at night. After all, who wants to be alone in a boring, dark, quiet room in the middle of the night? Eventually, months or years later, the child sleeps through the night and the parents can congratulate themselves for always having attended to their child's crying at night. You have, however, paid a price. Parents following this course of action often become sleep-deprived or chronically fatigued, and occasionally feel resentful toward the child for not appreciating their dedicated efforts. In addition, the sleep fragmentation and sleep deprivation often produce a child who is more irritable, aroused, agitated, and hyperexcitable because the child is always fighting chronic fatigue and drowsiness.
Option two: You might try to go to your child at night only when she is really sick and to leave the child alone at night when she is healthy. This is a strategy that often fails, because you may often be uncertain whether an illness is serious or just a minor concern. After all, at 7:00 P.M., you might decide that your child has only a minor common cold and that you are going to ignore her crying, but by 2:00 A.M. you begin to worry about the possibility of an ear infection. Is it still reasonable to ignore the crying? What usually occurs is intermittent reinforcement: You sometimes go to your child and sometimes do not. This behavior generally teaches your child to cry longer and louder when she awakens at night, because she learns that only loud and persistent crying will bring her parents. Quiet or brief crying often fails to get the parents’ attention.
Option three: Work closely with your pediatrician to devise a reasonable strategy whereby frequent visits or phone calls permit a clearer distinction between nonserious common colds and more distressing or disturbing illnesses. Generally speaking, the child's playfulness, sociability, activity, and appetite during the day are good clues; common colds do not cause much change in your child's behavior when awake. Then, in a planned and deliberate fashion, your child is left alone more and more at night, so that she learns to return to sleep without your help. When an acute illness develops that is associated with high fever or severe pain, of course, do whatever comforts the child best, both night and day. But when the acute phase of this illness is over, start again to give her less and less attention at night. Remember, most children sleep through most common colds; with your pediatrician's help, you can learn to distinguish between “habit crying” that occurs with a common cold and the more painful crying that is associated with a serious and painful acute infection.
Research has shown that sleep loss itself can cause impairments in our immune system, which is the body's defense mechanism to prevent infections. So it's a vicious circle: Illnesses might disturb sleep, and not sleeping well makes us more vulnerable to becoming sick.
Mother's Return to Work
Some adults develop sensitivity to children's needs and appreciate the benefits of regularity, consistency, and structure in child care activities. Some do not. The quality of the caretaker is what is important, not whether the person is or is not the biological parent.
PRACTICAL POINT
Write down specific instructions for sleep rituals so that the baby-sitter, the nanny, or the day-care provider knows what soothes your child best.
Do not assume that when the mother returns to work outside the home, your child's sleep habits will suffer. Keep data: track the schedule of naps when she is cared for by someone else, ask the nanny to keep a sleep log so you know exactly what is going on, watch for signs of tiredness in the early evening that might suggest nap deprivation.
Sometimes a nanny is a very nurturing person who wants to hold your baby all the time. But at some point you'll want to be able to use Method A, which means putting your child down for naps after soothing whether or not she is asleep. If the nanny refuses to do this, then your child will not be able to learn to soothe herself to sleep.
PRACTICAL POINT
To help your child sleep better during natural room changes such as vacations, moves, or bringing her to your workplace, try to build an environment of familiarity by using certain cues only for sleeping:
The same bumper pads
The same music box
The same stuffed animal or blanket
A spray of perfume, used only at sleep times
The child will then learn to associate these sensations with falling asleep, and this will help reduce the disruptive effect of the novelty of any new surroundings. None of these items, however, will work in the absence of regularity and consistency of parent care.
Please don't let your guilt about being away so much during the day cause you to keep the child up too late, to reinforce night wakings for sweet nocturnal private time with your baby, or to induce nap deprivation on weekends when you cram in too many activities. And don't let household errands, chores, or nonessential social events rob you and your child of unstructured, low-intensity playtime. The most common mistake is to keep your child up past the time of tiredness; your child needs sleep just like she needs food. Don't withhold sleep any more than you would withhold food.
Home Office
Parents who work at home are closer to their children throughout the day, and some parents have a similar situation when they are able to bring their baby to their workplace. The general problem is that some parents try to schedule their child's sleep around their work. In the beginning, with a newborn baby who naturally sleeps a lot, parents sometimes have the illusion that it will be smooth going. This is especially true if you have an easy-temperament baby. Unfortunately, the ebb and flow of the baby's developing sleep rhythms cannot be molded to fit a work schedule. An exception might be made if both parents are working together and there is always one available to attend to the baby.
Let's say that you have a home office and have hired someone to assist you with the care of your baby. Please do not expect to work, care for your baby, and breast-feed on any regular schedule. Your baby can smell you; she will know you are there! When she is hungry and wants to be fed, even though she might not see you, she senses your presence and expects you to feed her—now, not later. If you decided to feed formula instead of breast milk, then others will be able to help out more with the feedings. Expect to make lots of compromises between your needs, the baby's needs, and the expectations of the person helping you care for your child.
One thing you can do to make it easier is to start early to respect your child's need to sleep, and be very careful to avoid the overtired state. Starting as soon as you come home from the hospital is the best. The reason for starting early is that a well-rested baby is more adaptable to schedule changes that might occur when you try to coordinate baby care and working in your home office. Second, if you are breast-feeding, introduce a single bottle per day of expressed breast milk or formula at about two weeks of age. It does not have to be at the same time each day. If you do this, your baby will be able to take a bottle. If you wait a longer time to introduce a bottle, your baby may decide that he will take only the breast, and you lose some flexibility. The single bottle will not confuse your baby or cause weaning to occur.
Here is one mother's account of how starting a bottle early and establishing a schedule really helps.
“MOMMY WORKS AT HOME”
In some ways, working from home proved to be much more challenging that I had expected. The hardest part of being at home was hearing my new baby cry and realizing that my caregiver was unable to quiet her as quickly as I could. The urge to go to Katherine was incredibly strong, and many times I had to force myself to stay at my desk and allow the caregiver to find her own way of comforting the baby. While I knew intellectually that she needed to bond with Katherine, it was very hard to fight the maternal instinct.
I also found that the noise a two-year-old makes carries quite easily up two flights of stairs and through two closed doors! My oldest child, Caroline, became an unexpected participant this way on many phone calls with my clients and coworkers. I quickly learned to plan important phone calls around nap times, or go into the office on busy days to avoid the distraction.
It's not easy being a parent; it's harder when you have to work outside the home. The home office option is not available to everyone, but with planning and an attitude of flexibility and willingness to compromise, many mothers and fathers find the rewards are more than worth the effort.
Even when children outgrow naps, the home office is a possibility. Charlie's mother describes the lifestyle of a parent who works out of her home.
NEW ARRANGEMENT
I've had a home office for five years, ever since my son Charlie was born. Before Charlie entered our lives, I had a fast-paced job at a public relations agency, which I thoroughly enjoyed. But as my maternity leave progressed, I lost my appetite for going back to the grueling hours that were expected at the office. What kind of time or energy would be left for my son? Not surprisingly, the agency didn't have much sympathy for my point of view. I was lucky, however, because my biggest client suggested I work for them from home, and they were willing to accept a part-time arrangement. I know full well how fortunate I am; in fact, I wish I had a nickel for every person who has told me that I have the best of both worlds.
From my perspective as a home-office veteran, there are many, many benefits. For example, working from home allowed me to nurse my son for thirteen months. A home office setup also makes it much easier to establish good sleeping habits for your child. First, you have more opportunity to get tuned in to your baby's need for sleep, especially during that first year. When he gets tired, you're able to pick up signals—which can be subtle—and you can put him down before he gets overtired. It used to amaze me how much sleep my son needed once he got past that newborn, semi-colicky period; a couple of hours awake, and then it was back to bed. He took three naps a day until he was nine months old.
I sympathize with parents who don't get home from work until 6:00 P.M. and then, quite naturally, want to spend time with their children. Early bedtimes have to be tough. But if you're already home, you can give your child dinner at a reasonable hour and get him to bed when he's ready to sleep, not when it's convenient for you. When our son was going through the transition period from two naps to one, he needed to go to sleep by 6:30 P.M. at the latest. Instead of all of us gobbling down our food, I gave Charlie an early dinner, and when my husband got home, he would give him a bath. My husband and I would eat later in peace and quiet. This was only a temporary period, and in a few months, we were back to eating dinner as a family again, which we felt was important.
For most of the time that I've had a home office, I've had a baby-sitter come in two or three days a week. On the days that she's off, I'm on my own. I used to relish nap time because I could get so much accomplished. When Charlie was taking two naps, I would have uninterrupted blocks of one to two hours, both in the morning and in the afternoon. A friend of mine used to warn me darkly that this two-naps-a-day stuff wouldn't last, and, of course, it didn't. But I've also discovered a side benefit to working at home, which is that you tend to become very productive. No meetings, no interruptions from colleagues, no hanging out in the break room. When I am in my office, I work.
I routinely work at night, after Charlie goes to bed. He is asleep by 7:30 P.M., which pretty much leaves the whole evening. That's another benefit of early bedtimes! Sometimes I have to work very late to make a deadline, and then I'm tired the next day, but I'm willing to pay this price.
Home offices are not a perfect arrangement. You miss out on the office gossip, so you have to make an effort to stay connected. Another problem is that things come up unexpectedly, and I have to scramble if my baby-sitter isn't here. Yet the best thing about a home office is the flexibility. I used to think that I'd probably go back to work when Charlie got a little older, but now I'm not so sure. I like being able to participate in his school activities, and I like being here when he gets home. My home office represents freedom, and I can't imagine trading that in, even for a regular paycheck.
Some parents try to set up a mini-nursery or nest in their offices or stores for their babies to sleep. The truth is that it is difficult to answer phones or do business with clients at the same time your baby needs your attention. Perhaps for a few months, your child might seem to fit in, but it will become increasingly more difficult as he becomes more social, more alert, and more needy for your attention. Again, an exception might be when both parents are working together, so that one is always available for the baby.
Dual-Career Families
When both parents are working outside the home, the major problem is that the child tends to be put to sleep too late. Sometimes this occurs because, by the time the child is picked up from day care and brought home, it is already past the child's biological time for night sleep to start. Occasionally this is further complicated by the day-care facility not being able to maintain a routine and environment conducive to good-quality day sleep. At other times, both parents return home late from work and they naturally want to play with their child before feeding, bathing, and bedtime.
If the child goes to sleep past the time of biological sleep onset, then the child gradually becomes overtired. If the child is young, naps might be extra long in order to partially compensate for going to bed too late. Later, the older child begins to outgrow naps, and then the problems associated with the too-late bedtime begin to develop. But research has clearly shown that even with a fixed amount of sleep deficit, the child's irritability, fussiness, and short temper do not stay fixed; rather, they increase. Everything gets worse, but this process may develop very slowly. Eventually bedtime battles and night waking emerge, perhaps for the first time. Many parents assume that there is some other problem, such as teething pain, separation anxiety, insecurity from the mother returning to work, the “terrible twos,” nightmares, or the stress of a move or new sibling. Parents often do not see that the child has simply, slowly become overtired because several months before, the bedtime was allowed to become later.
MAJOR POINT
Constant sleep deficits cause increasing amounts of impaired functioning during wakefulness.


Q:
When should my child go to sleep at night?
A: Before she becomes overtired.
If you think your child might be overtired in the late afternoon or early in the evening, try putting her to sleep twenty minutes earlier than is your current custom. If she falls asleep at this earlier time, then you will know that you have been putting her to bed too late. After several days, consider moving her bedtime another twenty minutes earlier if she still looks overtired. Remember, the way your child behaves or appears to you is more important than any recommended sleep duration or bedtime for “average children.”
The most common inhibiting fear in putting your child to bed early are that he will start the day too early and he will love you less because you are spending less time with him. Not true! Because sleep begets sleep, if your child becomes better rested, he will be better able to fall asleep and stay asleep. He will not get up earlier and earlier because of an earlier bedtime. You will prevent or correct bedtime battles and night waking for attention. Naps will tend to become longer and more regular if your child goes to bed earlier. One common scenario is that because of a too-late bedtime, the child takes a too-long morning nap, which causes him to be extremely tired by 4:00 or 5:00 P.M. A temporarily very early bedtime will often shorten the morning nap so that the child is able to take a restorative afternoon nap between noon and 2:00 P.M. and subsequently be able to stay up a little later.
REMEMBER
Sleep begets sleep. It's not logical that earlier bedtimes allow children to sleep in later in the morning, it's biological.
Q:
I miss my baby so much during the day, why can't I spend more time with her at night? The only time I have to love my baby is late at night. Won't she miss me?
A: If she becomes overtired, her company will not be much fun. She will not enjoy or benefit as much from your social interaction because both of you will become increasingly fatigued. Her evolving bedtime battles and night waking will eventually produce an overtired family. At the price of seeing her less at night, she will stay better rested, more charming, more sweet, and you will mutually enjoy each other's company more in the morning and on the weekends.
Sometimes parents have to allow the sitter or the parent who comes home early to bathe, feed, and dress the child for bed; immediately after the arrival of the parent who comes home late, the child is quietly soothed to sleep. With our busy lifestyles, it may be difficult to coordinate a work schedule with a child's biological needs. If this is the case for you, your baby's needs must come first. You would not withhold food when the body needs it because it is inconvenient to feed your child, and you try to anticipate when your child will become hungry in order to feed her before she becomes overly hungry. Similarly, try not to withhold sleep when the brain needs it, and try to anticipate when your child will become tired before she becomes overtired.
Occasionally it happens that, during the week, a sitter or day-care center is protecting and maintaining naps, but on weekends everything falls apart. Dual-career families might try to do too much playing with their children on weekends to compensate for being with them less during the week, or they may simply not respect the child's need to nap because there are so many errands that have to be done. Either way, these children are often so overtired that they appear to be in pain. Every pediatrician gets some of these calls Sunday night or Monday morning because the parents often believe there is a painful ear infection. Severe sleep inertia can cause a child to awaken from a nap, which might be extra long, and scream as if in severe pain. Also, night terrors are often more common when children become severely overtired. On busy weekends, you should not feed your baby on the run; you need to find a quiet time to feed. Same thing for naps; don't nap on the run.
Adoption
Infants’ sleep patterns are influenced by powerful biological or genetic forces when they are very young, but as they become older, their sleep patterns begin to reflect more of the social circumstances of their family and their culture. The child's biological sleep needs may or may not be met by their experiences. The following story illustrates how experienced parents were able to help their new child learn to sleep better, even though she hadn't slept well for nine months.
“WITHIN ABOUT A WEEK OR SO, SHE
WAS ON A REASONABLE SCHEDULE”
With our son, we had followed Dr. Weissbluth's method since the get-go, and Charlie developed excellent sleep habits. As a kindergartner, he's no longer napping, but per Dr. Weissbluth, it's lights off by 7:30 P.M., and he's happy as a clam. As an infant and a toddler, Charlie very much needed consistent nap times and an early bedtime. Without that structure, he tended to fall apart. There was absolutely no question that Carina, our adopted daughter, would follow the “Weissbluth method,” too. She just didn't know it yet. As it turned out, there was plenty we didn't know yet either.
The big moment finally arrived, and we met Carina. (No, I didn't fall in love immediately.) At the time, she was nine and a half months—old enough to be wary of strangers, which is what Bill and I were. She clearly preferred her foster family, as we had anticipated and understood. They got to the hotel about an hour and a half later than originally planned, and I naively asked if they were late because she was napping. Well, no, that wasn't the reason; in fact, she hadn't had a nap that day.
We arrived back home late that night, and for the first time in her short life, Carina slept in a crib. She cried for a little while, but she managed to sleep pretty well, probably out of sheer exhaustion. The next day was a blur. We called Dr. Weissbluth, who arranged for Carina to have a battery of tests performed right away at Children's Hospital. Blood and stool tests are typically recommended for international adoptions, and we were concerned about the parasite issue. The good news is that she turned out to be perfectly healthy, and the lab could find no signs of parasites.
The next day we paid a visit to Dr. Weissbluth's office, and he advised us how to get Carina on schedule. Put her down at 9:00 A.M. for a morning nap, he said. Ideally, she should sleep an hour and a half. If she cries, pick her up after an hour. After lunch, try again. Put her down at 1:00 P.M., and if all goes well, she'll sleep until 2:30 P.M. If not, don't let her cry more than an hour. Bedtime should be between 6:00 and 7:00 P.M.
That sounds pretty simple. It wasn't. Carina didn't like her crib, she didn't like her room; she just didn't want to be alone. And she let us know it—vociferously. The trick was keeping her awake until bedtime. I'd learned from Charlie that those little catnaps can wreak havoc with sleep schedules.
Then, once Carina went to bed, there was no guarantee she would stay asleep. Bill and I were so tired and so tense, and we kept asking each other if one of us should go back into her room. But we honestly didn't think it would help, and besides, Dr. Weissbluth had said to leave her alone. She finally stopped crying at about 2:45 A.M.
The next night was much better, and believe it or not, within about a week or so, she was on a reasonable schedule. It wasn't perfect. Sometimes she would take a good morning nap, and then her afternoon nap would be restless. Sometimes she would wake up in the middle of the night. But as time went on, her sleep rhythms seemed to consolidate, and she became much more predictable.
We thought all our problems were solved until we went through a period where she was waking up in the middle of the night. I was convinced that she was missing her foster father and that she was grieving for everything she had left behind in Guatemala. I felt so tormented by this that I went into her room and snuggled with her. This did not help at all. In fact, one night after I had supposedly soothed her, she cried for two more hours. I gave up on sleep and went downstairs to cut out coupons from the Sunday paper.
I mentioned my “grieving” theory to Dr. Weissbluth, who politely discounted it. He said that when babies wake up in the middle of the night, they are in a twilight state between sleep and waking. They aren't likely to be grieving or doing much else. Obviously, if a baby has an ear infection, she might be in pain, but this wasn't the case here. He suggested putting her to bed fifteen minutes earlier—at 6:45 P.M. instead of 7:00 P.M. Even with all our good efforts, Carina might still be overtired. Well, no one ever said that it was easy being a parent.
Carina has been with us now for nearly four months. She takes good naps in the morning and in the afternoon, and she sleeps about twelve hours at night. She is very happy to get into her crib and snuggle into her special corner. Occasionally she will wake up in the middle of the night, but we have learned to leave her alone. We have also learned to recognize the noises she makes when she's settling back to sleep, and these are very different from cries of pain or hunger.
Have these healthy sleep habits produced a happy child? You bet. Carina is a joy to be around. As we've all gotten to know each other better, she has become much more affectionate. She is clearly crazy about Charlie, and he is very proud to be a big brother. As for me, I fell in love. And despite all my trepidation, it really didn't take that long.
Injuries
Injuries occur to children of all ages. Some can—or should—be prevented, but some cannot. Examples of preventable injuries include leaving a four-month-old infant alone on a changing table from which she falls, poisonings occurring when safety seals are not used or medicines are left lying around, or electrical shocks from uncovered wall sockets. A nonpreventable injury is truly an accident—for example, those resulting from an earthquake or a lightning bolt.
The truth is, though—and I realize this sounds harsh to many parents’ ears—that most so-called childhood accidents are really preventable injuries that occur because of parental neglect or the lack of parental forethought. These injuries can be one consequence of home routines that create tired children—and tired families.
But is there such a thing as an accident-prone child? To determine if traits within a child can cause him to suffer frequent injuries, various studies have examined babies before injuries start to occur. (After a child has had several injuries, a “halo” effect develops and adults are more likely to perceive traits in the child—clumsiness, lack of self-control, and so on—that “explain” why he has had so many injuries.)
One study included two hundred babies who were evaluated between four and eight months of age. Some of the infants were difficult to manage. As we saw earlier, these infants were called “difficult” because they were irregular, low in adaptability, initially withdrawing, and negative in mood. During the next two years, difficult babies were much more likely to have cuts requiring suture than were babies with the opposite or easy to manage temperaments. This study showed that during the first two years of life, about one third of the difficult children had cuts deep or severe enough to require stitches, while only 5 percent of easy babies had similar cuts.
Remember also my data: At four to eight months of age, difficult babies slept about three hours less than easy babies, and at age three, the difference was about one and a half hours. By age three, the briefer the sleep, the more active, excitable, impulsive, inattentive, and easily distracted the child appeared—the perfect description of an accident-prone child. Little wonder, then, that these tired children fell more often, sustaining deep cuts.
Obviously, for both the “difficult” kids and all other children, chronic fatigue can lead to more injuries, such as cuts and falls. More sleep is the remedy.
Another study that supports this fatigue-injury connection included more than 7,000 children who were one to two years old. Researchers compared children who frequently woke up at night with those who slept through the night. Among the night wakers, 40 percent had injuries requiring medical attention, compared to only 17 percent of the good sleepers. The parents of the children who were night wakers reported that they immediately went to their child when they heard a cry in order to prevent further crying. There was a tendency for the mothers of night wakers to feel more irritable in general and “out of control.” One sign of family tension was that these mothers felt unable to confide in their husbands; the association of marital difficulties with disturbed sleep has been mentioned in many studies.
Maybe the parents who don't supervise sleep patterns so that the child can have his sleep needs met are the same ones who don't supervise children at play in order to protect their physical safety. The message is clear: If your child is often injured, it's not necessarily because he is careless or clumsy—he may be exhausted instead.
I have seen many children who were so overtired that they fell down only a stair or two or fell from a very low height. But because they hit their head and were later noted to be sleepy or wobbly, the parents worried about a head injury or concussion. What these children needed was more sleep, not a CT scan!
Falls from bunk beds can be serious, but most can be prevented by always using side rails in the upper bed and removal of the bed ladder when not in use.
Overweight, Exercise, and Diet
Difficult to manage children fuss and cry a lot. One way to respond to their demands is to put food in their mouths. This certainly quiets them. Coincidentally, their fussiness might also have some evolutionary value, ensuring their survival in times when food is scarce. This was shown to be the case among the Masai of East Africa during drought conditions in 1974. But in a study conducted in a white, middle-class Pennsylvania pediatric practice, the more difficult babies tended to be fatter babies. Perhaps this connection between fussiness and being fed sets the stage for obesity in later years.
In my own pediatric practice, fat babies are almost always overtired babies. That's because their mothers have incorrectly attributed their babies’ crying to hunger instead of fatigue. These mothers are always feeding their babies, then telling me that their babies can't sleep because they're always hungry! The major point here? Overfeeding the crying child to keep him quiet could cause unhealthy obesity.
This overfeeding habit may actually begin innocently enough in some children at three to four months of age, when nutritional feedings in the middle of the night give way to recreational feedings. Later, the bottle or breast is used as a pacifier and the frequent sipping and snacking causes excessive weight gain. Please try to become sensitive to the difference between nutritive and non-nutritive feeding. Overdoing milk or juice bottles is a common way babies learn to not “like” eating solids. After all, they are getting calories, so they have no appetite to motivate them to eat solid foods when they are older. For children between five and seven years, we now have direct evidence that the more tired the child is, the more likely it is that he will be overweight or obese.
Q:
If I give my child a bottle at naps or at bedtime, will I make him fat? When should I not include a bottle in the bedtime ritual?
A: Sucking or sipping a bottle before falling asleep comforts most babies and even older children. There is no harm in doing this and there is no particular age when you should stop as long as (a) you prop the baby, not the bottle, so he drinks in your arms, (b) the rate of weight gain is not too fast, and (c) frequent or prolonged feedings are not part of a sleep problem.
The effects of exercise on sleep are hard to prove, even though most people assume that muscular fatigue induced by exercise will produce better sleep. Another possibility is that exercise reduces anxiety. However, strenuous exercise, especially common among teenagers, might mask an underlying problem of chronically insufficient sleep. The chronically or severely overtired adolescent is sometimes described as living in a “twilight zone”: frequent episodes of drowsiness, “micro-sleeps,” lethargy, depression, apathy, cognitive impairment, and proneness to accidents. Counteracting measures that fight the fatigued state are internal stimulation (heightened emotionality such as anger or elation) or external stimulation such as exercise. So, exercise may be helpful, but it will not solve an underlying sleep problem.
Diet should influence sleep, because food provides the chemical building blocks for the brain's neurotransmitters. But studies in infants and adults do not show support for any strong link between sleep and diet.
Child Abuse
Let's get one ugly fact out in the open: When we are very, very tired of hearing our baby cry to fight sleep at night, we would like to shut her up. We don't act on our feelings; we don't harm our baby. But at nighttime, the thought might have occurred to us: “What if I weren't in so much control, might I… ?”
The tired, difficult to manage infant whose howling at night will not stop can become a target for abuse or infanticide. Crying is the behavior that seems to trigger child abuse in some parents, and crying at night instead of sleeping is the historical setup for infanticide.
So when your baby gets all cranked up late at night, with desperate, angry, or relentless screaming when she should be asleep, and you feel like a tightly wound spring, don't be surprised if you feel you want to “get even” or “shut her up for good.” If you and your child don't get the sleep you need, you may have experienced these intense feelings of anger, resentment, or ill will toward your child.
Contact the following organizations, social workers at local hospitals, or your pediatrician if you feel the need for help.
National Committee to Prevent Child Abuse
1-800-244-5373

Parents Without Partners
1-800-637-7974

It's difficult to see how we can help solve sleep problems when we ourselves are extremely sleep-deprived. This is the time to call for help.
Atopic Dermatitis and Eczema
Atopic dermatitis is a chronic skin condition that causes severe itching. Itching of the skin can cause restlessness during sleep because a lot of the scratching goes on during light and REM sleep. As a result, children wake frequently throughout the night. Some studies have shown that these children have difficulty waking up for school, difficulty staying awake in the afternoon, and major discipline problems. However, one study that used sleep lab recordings and videotapes during sleep of atopic children showed that the sleep abnormalities of frequent arousals actually did not occur with the act of scratching. This study was performed when the skin condition was in remission, so it is possible that, during flare-ups, there might be more intense itching that interfered with sleep consolidation. If your child is often scratching his skin, the best idea is talk to your pediatrician or ask for a referral to a dermatologist.








Competent Parents, Competent Child
KAREN PIERCE, M.D.
The role of parent is the most rewarding job and also the most challenging one. A complex relationship develops when parents devote themselves to meeting a child's needs. Maturation does not proceed as effortlessly as one thinks. The hard work of rearing children gradually improves parents’ competence, which, in turn teaches that same competence to their child.
Why is a child psychiatrist writing a chapter in a book about sleep? When my first child was about five months old, I was in a specialty toy store. A distraught mother came to me, frantically asking, “Do you know a child psychiatrist? My pediatrician just told me to let my five-month-old cry to train him to sleep through the night. Will I damage his self-esteem if I let him cry?” We both had a good laugh when she found out that I was a child psychiatrist. I took the opportunity to commiserate but pointed out that my training was not needed for this task. Setting limits and teaching a child self-soothing are part of every parent's job. Doing this job does not cause psychological harm. Instead, setting limits promotes growth.
Loving our children includes introducing and teaching them to live with frustration. Saying no to a child becomes just as important as loving her unconditionally. There is a popular misunderstanding that loving parenting means unconditional acceptance, without rules. This is not the case. We must start training children in infancy. This is not easy! But early training will help later on, when you try to teach your child in other areas, such as bike riding, homework, and social skills.
Here is a story from a parent of one of Dr. Weissbluth's patients illustrating how difficult it is to set limits even though it is frustrating for both parents and children not to have them. As the mother writes, “We don't want to break her spirit.”
“ONE MORE STORY”
“One more story, Mama,” your two-year-old pleads. What parent doesn't feel conflicted when they hear those words? Books are good, you think; books are educational. And your child is on your lap, and she's warm from her bath and her hair smells sweet, and she's letting me hold her hand!
Can you love your child too much? Never, and yes. If there ever was a question with two answers, that would be it.
I think you can love your child so much that that love prevents you from setting clear limits and boundaries, from establishing effective structures and a sense of routine and order, which I believe children thrive on. The word discipline has harsh connotations for some parents, but in reality the word means “to teach.” And to teach is to love.
My daughter Esme is two years old. The first years of her life have whizzed by and I've learned a lot as a first-time parent, especially about sleeping. Dr. Weissbluth helped me get Esme sleeping through the night by five months or so. Lately, though, our pleasant, orderly, structured bedtime routine seems to be deteriorating. Her bedtime is creeping later and later, and sometimes she's not asleep until nine or ten at night, and then, because she always gets her twelve hours, she'll sleep the next morning until 10:00. My husband jokes that it's like having a two-year-old teenager. I'm lucky to have a sympathetic husband. In fact, maybe he's a little like me—too sympathetic. Lately we find ourselves echoing each other, saying, “We don't want to break her spirit,” even though we intended to set limits and provide healthy discipline.
Self-esteem
How does one's sense of self develop? True self-esteem stems from the experience of competence and appropriate functioning. Self-esteem is a genuine sense of one's self as worthy of nurturing and protection. This allows us the capability of growth and development. As one's self-esteem is reinforced, a sense of competence leads to further increases in self-esteem. This positive spiral starts slowly and reinforces itself. This is a universal process occurring in both parents and baby.
“When do I feed him?” “Is she getting enough milk?” “Do I pick her up?” “How do I stop this crying?” All of these questions are the beginning of creating a dance between parent and child. With the help of experience, innate abilities, and intuition, these questions become easier to answer and parents become more confident. Experience and knowledge often make parenting the second and third child easier. Therefore, as our children grow, our competence as parents increases.
Infants are born with the capacity to organize experience, progressing to higher levels as they mature. Babies’ brains are programmed to work toward competency and efficiency. This ability expands as the child experiences more situations and develops the capacity to tolerate a wide range of stimuli. All exploration must be done in the context of a loving caregiver. Through the regulation of physiological functioning, emotional understanding, and interest in the world, infants grow. A baby who sleeps well and is well fed is more available to explore the world around her.
Babies respond to cause and effect. As the mother or father coos and talks with their baby, he smiles and makes noises back. The parents’ continued responses to vocalization encourage more vocal production. Direct eye contact with your infant also encourages this dialogue.
A child psychiatrist described how each infant needs a care-giver who can “attune” to the infant. Emotional attunement is a three-step process done by the baby's caregiver. First, the caregiver matches, labels, or identifies the infant's internal feeling state: The baby is hungry, tired, or sad. Then there is a recognition that the internal feeling state is different from the overt behavior, crying. Last, the caregiver responds to convey emotional resonance: “You are upset because you are hungry.” Attunement is not like looking in a mirror, imitating the behavior (“You're crying”); rather, it is reading the cues of the internal feeling state: Yes, the infant is crying and this is what it means. A mother of a six-week-old hears her son's cry knowing it is a hunger cry. When her baby smells her and feels that his mother is about to start breast-feeding, he quickly settles down, knowing that his dinner is coming. This rhythm was created by a repetition of a sequence that mom and baby learned. A wet-diaper cry can be differentiated from a hunger cry. As the caregiver responds to the baby's signal, babies become more organized, learn cause and effect, and feel more competent.
Babies will respond differently to their fathers, mothers, siblings, and baby-sitters. Infants grow in the context of parents who try the best they can to be empathetic and to help develop their child's strengths and ideals. Early in life a child soaks up praise. “My child is the prettiest, smartest, cleverest, or strongest” can be choruses sung to our children. Tending to their needs with warm smiles is all part of this loving attitude.
Your baby brings much to this equation, for she is born with her own innate level of tolerance and range for stimulation and arousal. Babies vary in endowment and maturation rates. This variability creates differences in how they experience initial and subsequent events. A mother or father each comes with his or her own endowments. How the baby-caregiver unit is formed varies greatly and creates the social environment of the child. This powerful unit brings changes to all parties.
Let's return to Esme's request for one more story at night.
“ONE MORE STORY” (CONTINUED)
I needed to examine who was really having trouble sticking to our bedtime routine—daughter or mother. Could it be that I was having more trouble putting her down than she was having going down? Could it be that I was holding on, clinging to her at the very time when I most needed to encourage an easy transition from day to night, from play to rest, from being together to being alone, for both of us, for the purposes of healthy rest and healthy separation? It hit me with a jolt that I was the one who didn't want to put that warm cuddly bundle down into her crib, to let go, say good night, shut her door, and leave her; that / was the one suffering from separation anxiety. My mind raced. When had I made this leap from viewing bedtime as a useful, necessary, peaceful break in the time I spent with my daughter to a rockier separation?
Once I realized that much, everything tumbled out. There were a million reasons—some very simple, some more complex. Since she's been older, she's been so much fun to be with. Every day she understands a new concept; every second there's something new to learn, look at, point to, pronounce. She adores her books—she'll throw aside any toy if she can read instead, and I'm as excited and stimulated by all of this growth as she is. Because I'm proud of how much she's absorbing, “One more story, Mama” secretly pleases me.
Good-Enough Parenting
Parental confidence can make the parenting job much easier, even despite the inevitable problems and pitfalls of child rearing. We all make mistakes. This is why a prominent pediatrician called parenting “good enough,” meaning that there is no one style of parenting that is perfect. The first time the parent misses a messy diaper does not “damage” a child. However, repeated failures of misreading the child's signal will have an impact. The emotional microenvironment is growth-promoting or growth-inhibiting, depending on the caregiver's ability to read her child's affective state. It is the pattern of daily response, not the moment-to-moment response, that a baby internalizes and forms memories of. Missing one signal in an infant's life will not cause permanent damage as long as the parent learns and does not repeat the same mistakes. Good-enough parenting includes maintaining a child's arousal within a moderate range that is high enough to maintain interactions but not so intense as to cause avoidance or distress. Optimal stimulation produces a balance between positive feelings and awareness and internal tension. Too much stimulation, like tickling, can quickly become unpleasantly intense if not properly dosed. Lack of proper regulation by parents prevents the emergence of a system to cope with heightened levels of arousal and discomfort. Sleep is just one example where a child needs to develop internal regulation.
A child must have the conviction that her surroundings are secure, providing pleasure and satisfaction while preventing or balancing anxiety. This includes both bodily needs and emotional needs. With mother as a secure base, the baby is free to explore the world. Babies who are securely attached to their caregivers respond more positively to peers and teachers later in life. A baby's security manifests itself by a balance of interest, curiosity, pleasure, and exploration of the environment.
The protective response, innate to most caregivers, is sometimes interpreted as “Never frustrate your child.” This is virtually impossible. Babies need to learn to tolerate frustration and learn self-soothing techniques to calm themselves and prepare them for life's inevitable obstacles. Gentle limits are the way to do this. A dilemma occurs when a parent needs to step away to promote growth. When babies learn to walk, first they creep along the furniture, and then they hold on to a hand. Eventually both baby and caregiver must let go so that independent walking will occur. Both parent and child feel anxiety at this separation. Struggles appear as each development task, such as rolling over, sitting, standing, and talking, is mastered. This is normal and may consist of an increase in fussiness or frustration experienced by both baby and caregiver. As each new step occurs, challenges and tensions are introduced, resolved, and mastered.
When do caregivers step away? Sometimes adults have the tendency to infer adult meanings from the child's actions. It is important to remember that a baby may not be feeling or experiencing what the adult feels. We cannot “read” an infant's mind. Too often adults have a tendency to project their own feelings on to the baby and not really listen to or attune to their baby. The grandmother who is cold tells her granddaughter to put on a sweater. This assumption that we know what is going on in an infant's internal world can lead to conflicts in parenting if we project instead of attune. Try to understand your baby's needs and not confuse them with your own.
The wise mother of twenty-month-old Esme learned that she did not want to put her daughter down to say good night. She realized that her loving her child “too much” had gotten in the way of setting healthy limits.
Development of Internal Controls
Infants learn internal regulation, a balance between inhibitory and excitatory control, from the routines and regularity of their environment. Development and regulation of physiological needs such as hunger, thirst, sleep, elimination, and tactile stimulation happen almost intuitively. Each developmental milestone is subject to regulation from the environment, especially the family. Having a “night owl” baby does not lead to a normalized routine. This baby must be slowly synchronized to the world's sleep/wake cycle. Healthy emotional development occurs with appropriate regulation of developmental tasks by the family. As parents regulate infants, infants internalize this as self-regulation.
When adults provide the necessary skills to help an infant complete a task successfully there is an increase from the child's current knowledge to a higher level. Initially it may be as simple as picking up a crying infant. Later, we tie our child's shoes until she learns that skill herself. But we do not tie her shoes forever. Nor do we forever pick up a crying child. Gradually we must withdraw our support so the child can function independently. The capacity to use small amounts of anxiety, excitement, and curiosity as a signal allows babies to more fully explore the world.
Babies cry in order to communicate all of their needs. Calmingbabies leads to positive attachments and feelings of safety for the infant. Crying does not necessarily mean distress; rather, it can be a simple communication about a wet diaper or a signal to play. A mother of an eight-month-old relates that her baby cries to get her to come into her bedroom at night. The minute the baby sees her mom she smiles with delight. This mother had the wisdom to recognize her daughter's cries not as signaling distress but as asking her mother to come play.
There are many ways, short of holding or feeding a baby, to stop their crying. Helping them learn self-soothing can come in many forms. The key is creating a balance between frustration and comfort. The frustration element provides an opportunity for the child to grow and develop skills. Too much frustration is disorganizing, but having no frustration prevents a child from learning. To soothe crying babies who are preverbal (under fourteen or fifteen months), waiting several seconds before picking them up can be helpful. Alternatively, handing a child an object or a favorite blanket can be a soothing technique. If your baby is still distressed, patting her on the back gently or stroking her may work. As your child becomes older, soothing words can be quite useful. All these methods are the beginning of a journey in teaching your child self-regulation. These rudimentary steps to self-regulation bring about less fussiness and less crying. The result maximizes the baby's growing competence and self-control.
Saying No Helps Your Child
Many of us grew up believing that discipline means humiliation, shame, guilt, and an occasional swat on the bottom. Today we interpret discipline in a way that is true to its Latin root, which means “to teach.” Setting limits should be done with reason and firmness, in a positive, loving environment. Teaching self-soothing is as important as teaching language or social skills.
When do we start setting these limits for a child? We start this process very early. Waiting a few moments to pick up your crying child or talking slowly to her while preparing food are the beginnings of teaching an infant to wait and to learn expectations of routines. Even babies learn routines quickly. Most can settle themselves when hearing their caregiver's steps or the tone of a voice. The baby stops crying or fussing. Most limits should be simple rules spoken in advance so that children know what to expect. If your tendency is to always jump to do things for your child, to protect your child from feeling frustrated or from experiencing failure, you will not be teaching him techniques he will need for the future. The progress is gradual and is part of the challenge of parenting.
Families are not democracies. Parents are in charge and have ultimate authority. Unlike past generations, when child rearing was done in a more autocratic society in which the father had supreme rights, today limits are presented by both parents to create order. When limits were presented in an autocratic manner, fear and intimidation, not learning and understanding, ruled the family. Yes, family members should have mutual respect and principles of equality, but this does not imply that children have an equal say. A baby changes the family balance, creating a new equilibrium. Parents must take charge and make decisions in the best interest of the child even though it might cause distress. No one lets an infant or a child ride in a car without a safety seat. Even if the child protests, families usually stay firm on this rule. Other limits sometimes have to be invoked in the same way as the seat belt law—firmly and confidently.
Behavior can be modified. Our culture, family, and society influence the norms and values of behavior standards. One of the first steps in changing behavior is to first understand the behavior. Once a limit is set, you cannot expect children to simply accept it or consider it normal. We do not say to infants “Don't cry.” We show them soothing techniques: a pacifier, a thumb, a blanket.
When a child enters the toddler stage, the learning of no signals the beginning of the child's ability to do symbolic thinking. The toddler, becoming more adept at communicating his needs, begins to collide with his caregiver's wishes. This conflict leads to frustration and rage. This rage must be negotiated carefully, because it has the potential to disrupt the child's sense of well-being and safety. This does not mean that limits should not be dispensed. Parents have to be very clear and present limits in a calm, soothing voice and stand their ground despite pleas for them to waver. If you have already encouraged a positive and protective environment, the child looks at these limits as an extension of that protection.
It is never too late to say no to your child. A thirteen-year-old girl with long-standing nighttime difficulties came to my office for evaluation. Her history revealed that she had never been taught to sleep through the night. She had wandered from room to room, disrupting her parents’ sleep, since the age of fifteen months. Her parents felt she must be up for a “reason” and that she needed them at night. They thought that setting limits on this would be too frustrating for her, and so they waited for her to grow out of it. This child did not have anything psychologically wrong with her; she had just never been taught the skills of learning to sleep. Treatment consisted of education regarding sleep habits and then “forcing” her to stay in her room while her parents stayed by the door so she could not exit. After experiencing the anxiety and learning self-soothing techniques, she (and her parents) slept through the night for the first time in over ten years. Sleeping in their own beds for several nights created renewed energy and positive relationships. Taking pride in their accomplishment increased their feelings of competence.
My Child Has Sleep Problems.
What Do We Do Now?
So your child does not sleep. The beauty and the joy of seeing your child loses its luster when seen through weary eyes. Sleep deprivation creates difficulties for both the parent and the child. How does letting a child cry at night or keeping him in his room when he is obviously distressed help him develop self-esteem?
A child awakens for many reasons—illness, trauma, a disturbance in the nap schedule. A friend came to me when her child became afraid to sleep at night after they were robbed. My friend herself, however, was still frightened, traumatized, and afraid to sleep. I told her that when her fears relaxed, her son would sleep again. She called me up several weeks later to explain that all were sleeping better in their own beds because the thief had been captured. Babies who are ill or scared will awaken, but only temporarily. If more than several nights go by and your child is still waking, this behavior has become a habit and is no longer a cry for help. Listen to your intuition and experience; recognize that limits must be gently introduced.
It is common to want to avoid the unpleasant situation of teaching your child to sleep. None of us wants to hear our child cry. However, the longer you delay correcting the sleep problem, the more difficult it will be to remedy. Recall that all developmental steps proceed with some frustration and difficulty. The brain needs order and predictability to develop and form neuronal connections. As Dr. Weissbluth explains, a child's sleep disruption creates disorder at the highest level.
Parents need to support each other in training their children. In my own situation, our first child failed to learn on his own to sleep through the night. Being a child psychiatrist had taught me about nurturing and reducing frustration, but not about parenting. Thus, believing the standard theories learned during my training, I feared that I would “damage” my child. I was unable to let him cry initially, despite my glazed eyes and crabby disposition. When our son was thirteen months old, my husband recognized that he was up for the secondary gain of being with us. Together we decided that sleep needed to be encouraged for the health and welfare of the entire family. My husband and I held and comforted each other through that difficult night while we let him cry. He held me back when I wanted to go in to comfort the baby. We both stayed up and listened to the crying, reminding each other that this, too, was part of the “joy” of parenting. After a few nights, we slept peacefully, continuing our growth as a family.
It is a common misbelief that awakening is a signal that a child has unmet psychological needs. This leads to parental guilt and blame. Stop this line of thought immediately!
You may be uncertain whether letting your child cry will damage her permanently. Letting your child cry is neither punitive nor withholding if you think about it as training a physiological need. It is important to understand the context of your actions. You are not a “bad” parent if you let your child cry. Teaching a child to sleep is not ignoring his needs. Infants and young children do not appear to remember crying spells; however, they do begin to remember repeated behaviors from caretakers that form a pattern. If you have been protecting and doling out frustration in small doses during the day, the child internalizes this protection. In teaching a child to sleep, the parent's goal is to reward good behavior, in this case sleeping, without inadvertently rewarding poor behavior, that is, waking.
When Other Issues Get in the Way
Child's Issues
Some children are born with difficult temperaments. Raising a child who is challenging stresses the system. A difficult to care for infant erodes the reserve of parents by excessive crying and demanding. These children tend to have more problems sleeping and then to react more extremely to stimuli, leading parents to be more extreme in their own reactions. You may find yourself short-tempered, exhausted, and frustrated. A simple no becomes a tantrum. Giving your child a blue balloon instead of a yellow one could trigger a major meltdown, leading to a feeling of defeat. Remember, the trick to parenting these children is to become more flexible and leave more time to prepare or to plan transitions. It is always important to look for the positive aspects of each child. The stubborn infant may transform into a persistent or ambitious adult.
Setting limits and sticking to them is extremely important, especially with challenging children. These children may not respond immediately, so you must be flexible. If you say “no playing with your food,” the difficult infant may take an extra swipe before stopping. Avoid the power struggles and appreciate that she is obeying. Unfortunately, because many of these children learn slowly, directions and corrections must be repeated over and over until learning takes place.
Some children are not endowed with all their learning processes intact. For example, children with auditory processing deficits may not use the spoken word for comfort, requiring more physical contact. Children who have difficulty reading nonverbal cues will respond better to verbal commands. Parents usually find ways to compensate for their child's deficits. Frustration tolerance may be harder to measure in these children. Always, a gentle push toward competence must occur. Children endowed differently still need to be taught frustration tolerance despite the challenges it poses to parents.
Parents’ Issues
Having a child stirs up many personal issues that, if not understood, can interfere with parenting. If a parent cannot act in the infant's best interest, there will be specific disruptions that inhibit growth. Some parents lack the ability to read their baby's signals. When children do not have their signals read, they are at risk to develop “primitive strategies,” meaning that they tend to cry and become more unable to self-soothe. Once these strategies are in place, they are continuously repeated because the baby or young child learns to cry to get what he wants. These maladaptive strategies will need to be unlearned in a more supportive setting later in life. Fortunately, there are several books and tapes to help parents learn about normal development. Once parents learn, they can teach their baby.
Some parents bend over backward to appease their child: “I want to avoid the strict parenting that I received.” This may lead to the absence of limits. Parents who are too sensitive to their child's needs risk enabling their child to become too dependent on their caretaker. These children do not learn to read their own signals and require an adult to do it for them. Children crave order, and setting limits is one way to that end. Harsh commands, physical punishment, or power assertion produces children who have higher levels of guilt and exhibit parent-pleasing behavior. It is even worse when, after becoming too harsh, spanking too hard, or letting your child cry too long, you quickly rush to hug your child. This sends a very mixed message to your child. Your child starts to think that crying is what you need to do to be hugged.
Some parents like their children to remain in one developmental stage because they themselves have certain needs that were never adequately met. For example, keeping a child up at night may fulfill a parent's need for closeness. Here the child is forced to ignore her own need to sleep in order to accommodate her parent's misreading: “I know you are up because you missed me. I am here now.” Like the grandmother who is cold and asks her granddaughter to put on a sweater, the mother who is lonely imagines that her daughter is lonely, too, and so she keeps her baby up with her late at night and hinders the child's sleep. The baby gets conflicting information and may not know what to read—her own signal or her caregiver's. The child may then have difficulties integrating new information because skills to manage this situation have not been taught.
Let's continue with Esme's mother's story. Note where she writes, “I now miss having my mother as a grandmother to my daughter…. I also miss having her be a mother to me.”
“ONE MORE STORY” (CONTINUED)
Bedtime is a special time—sitting in the rocking chair, holding her in her jammies, the night tape playing softly, the whole house quiet, no phone, no distractions, no interruptions, no pressures or time constraints. It's a time of intense, focused interaction with my daughter. Not that I don't have plenty of time with her during the day—I'm a writer and I work at home two or three half-days a week. But only at bedtime does she really let me cuddle with her, hold her—during the day she's too busy running around playing and never wants to sit still. At night she strokes my hair, wiggles my nose, asks me to sing “Hokey Pokey,” reads Goodnight Moon or If You
Give a Moose a Muffin one more time. We have so much fun together! I love our quiet time as much as she does, and I'm very guilty of letting it go on and on, into five, six, seven songs or books, another minute, another cuddle, until we're both exhausted.
My husband and I discussed the complex reasons for my attachment to my daughter. I was very close to my own mother, although not so much physically, which is probably why I value that cuddle time in the rocking chair. My mother died seven years ago, when she was only fifty. I was on the cusp of my marriage and I went through a very difficult mourning period. I still miss her a lot, and having a child has made that loss even sharper. I now miss having my mother as a grandmother to my daughter. I miss sharing my baby with her. I also miss having her be a mother to me. I don't want to lay the burden of having to be everything for me on my child. My own mother, who had a difficult relationship with her mother, did that to me, which is maybe why I have separation anxiety to begin with. And, again, I don't want to love my child so much that I'm unable to effectively establish consistent, clear boundaries and rules.
Marriage Issues
Babies establish a new equilibrium in families. The couple is no longer alone, and the role of parent must be established. The importance of social and emotional support to the developing child must be emphasized. A positive emotional climate influences a baby's development. If the parents cannot create this support, development of the child may be hindered. Without support for both parents, caregivers are more likely to engage in dysfunctional parenting with their children.
If adult intimacy needs are not being met by a marriage or the relationship is not supportive or is stressful, parenting tasks become difficult. Either partner may turn to their child to meet those needs. Toddlers exposed to parental conflict develop a negative response to this tension and are at risk to become aggressive toward peers. Infants as young as one year can sense this distress and develop an emotional response to it. Mothers and fathers may demonstrate two different regulatory patterns. Often in conflict-filled marriages, mothers become overinvolved with their infants and fathers tend to withdraw and not be as affectively responsive to their children. Both responses may be damaging to a child's sense of security and competence in the future.
When both parents work together, as did Esme's parents, sleep problems are more easily solved. Note where Esme's mother writes, “And of course, when Esme goes to bed earlier, I have more time to enjoy a nice dinner with my husband.”
“ONE MORE STORY” (CONCLUSION)
As we cleaned the kitchen, my husband and I had a real heart to heart. He was proud that I saw my own part in our bedtime battles and acknowledged that it was not much easier for him when he put her down. We made an agreement that from now on the new bedtime would be 8:00 sharp, with a goal of moving to 7:30 to an even 7:00 in two weeks. That would be the final curtain call, no ifs, ands, or buts. But how to help mom stick to the rules?
Dr. Weissbluth suggested setting a kitchen timer for an allotted time at the beginning of the bedtime routine, say thirty minutes or one hour. My husband and I agreed to try one hour—which would include bath, brushing teeth, diaper, jammies, story, and cuddling. The timer, Dr. Weissbluth said, would act as a signal for the child (and mother!) to understand that the bedtime routine together was over.
The first night the ding of the timer seemed to come incredibly fast. Both my husband and I were enjoying singing an alphabet song to Esme, and we all three turned to look at the timer in a kind of dumb-faced shock. It seemed such an intrusive little fellow! Esme was curious and asked what the bell was for. “Time for bed,” we said, a little reluctantly. “Lights out.” But neither my husband nor I moved a muscle to put her in bed. We did hurry along our song, however, and limit our reading to two books instead of four or five. But the time had seemed to go so fast! We were both amazed at how poorly we'd organized that hour from bath to bed.
We resolved to do better the next night. Again that meddlesome little bell seemed to ring too soon, but this time not as much. Setting the timer had helped us make better use of the early time—in the bath, brushing teeth, and putting on jammies—so we'd have more time for stories. Again Esme was interested in the bell. “Time for bed. Lights out,” we said. Esme smiled. She actually smiled. My daughter thought this little strategy was a delightful game!
“Okay, Mommy. Crib,” she said. Dumbfounded, I stopped rocking. We still spent a minute having the animals call her, one by one, into her bed, but one minute was a whole lot less than before.
On subsequent nights, the timer became our friend. Without a doubt, it added a sense of structure to our bedtime routine and helped us organize our time.
There have been a few nights when that bell still seems intrusive, when I want to read “one more story” as much as my daughter does. I realize that another part of my separation anxiety is that I felt I was an intelligent child who didn't receive as much stimulation as I might have. Fortunately, my parents made books very available—I didn't have a lot of toys, though I always had books—but I had to learn from them on my own. I have trouble limiting Esme's “reading” simply because I don't want to give up an opportunity for a potential learning experience that I perceive myself not having had when I was a child.
So, with a little probing and the help of a plastic kitchen timer, we've turned our lives around. It's just amazing to see Esme respond to new limits with a kind of pride and resourcefulness.
And, of course, when Esme goes to bed earlier, I have more time to enjoy a nice dinner with my husband, talk about our work or our child, rent a movie, whatever. And in the daytime, her naps are more regular, her moods are sunnier, and her appetite improved. Another trick I've learned is to build in more focused playtime during the day. Instead of jumping up to answer the phone when Esme and I are playing with Mr. Potato Head, I let it ring. I also allow for more reading time during the day, so that one of our favorite activities is not saved up just for bedtime.
Now, when I hear those words “one more story,” I know that to respond with a “No. Tomorrow is another day” does not mean I don't love my child. Quite the contrary.
P. S. As the weeks have gone by, there have been a few nights when I have forgotten to turn the timer on. Esme runs to get it off the bookshelf and says, “Mama! Timert!” She has a special place on the second shelf where she likes to put it while it ticks away (I think it gives her a sense of control to place it within her reach). And when it rings, if we're in the middle of the story, she asks me to “please finish.” I find that to be a reasonable request, partly because I know I'm in control now, so I don't get all freaked-out about it being too late. And so we finish our story and then I remind her that the timer went off a minute ago. She studies me very seriously and says, “Okay, Mama. Time for nite-nite.”
Summary
Parenting is a process that reinforces itself: As confidence grows, so does a parent's feeling of competence. One of the most important concepts to remember is that there will be times when you will want to give less attention—even if this causes crying, even at night—in order for your child to develop skills of independence and self-soothing. Crying, in this context, does not damage self-esteem. Rather, the end result is heightened competence in your child and in you.








The Pros and Cons of Other
Approaches to Sleep Problems
Notions, theories, and opinions on how to prevent or solve sleep problems abound. Let's look at some published ideas and see how they stand up to the facts about children's sleep habits that we've just explored together in this book.
Proper Association with Falling Asleep
Richard Ferber's Theory
A child associates certain conditions with falling asleep, such as being held in a parent's arms, lying on a living room sofa, or rocking in a swing. When put to sleep in a crib or bed, those certain conditions are missing upon awakening, so the child has difficulty returning to sleep. The progressive approach is to not respond to the baby's cry at night for a brief period of time, say five minutes. After the child has cried for five minutes, the parents return and stay in the room two to three minutes but do not pick up or rock the child. This is thought to reassure the parents and the child that all is well. Parents then leave, whether the child is asleep or not, whether crying or not, and return in ten minutes for the same brief interaction, if needed. After leaving, parents would return again after fifteen minutes of crying for a brief curtain call. They would return every fifteen minutes for a brief encounter until the child fell asleep during one of their fifteen-minute absences. If there is no crying or mild whimpering, then there is no return. If the child awoke later that night with hard crying, parents would repeat the original progressive routine of five, ten, and then fifteen minutes of delay in response time. The second night would be a repeat performance, except the progression would be ten, fifteen, and twenty minutes. The third night would be fifteen, twenty, and twenty-five minutes, and so on. The child learns to associate her bed or crib with falling asleep and returning to sleep.
My Comment
Whether we call this method “developing proper association” or “learning self-soothing skills,” I'm sure it can work. The general problem is that it's very difficult to maintain any time schedule in the middle of the night for several nights in a consistent fashion—frustration and exhaustion often override planning and patience.
Unrestricted Breast-feeding
and the Family Bed
William Sears's Theory
Unrestricted breast-feeding and the family bed are how to get your baby or child to sleep.
My Comment
Beware of writers who have never had the opportunity to study sleeping and who have a strong personal opinion regarding parenting. You are a good parent if you practice “attachment parenting,” which by definition includes “natural mothering,” which is unrestricted breast-feeding and sharing sleep in a family bed. This is in contrast to “detachment parenting,” which involves “escape mothering,” which is the term used for mothers who wish to pursue a career outside the home. The use of these terms is not surprising when you realize that La Leche League International, a breast-feeding support group, published the original book. As a father whose four sons were breast-fed and as a pediatrician in practice with a full-time certified lactation consultant, I certainly support breast-feeding. But there is more to being a parent than just the method of feeding.
Overreliance on vague psychological terms and unsupported psychological mechanisms serves the sole purpose of advancing the author's cause. For example: “An unfulfilled need is never completely erased; it is only temporarily suppressed and will flare up again in a different way.” Advocating unrestricted breast-feeding and the family bed is the main message. To be fair, the author does have one sentence in the entire book where he states, “The sleeping arrangement whereby all three of you (mother, father, and baby) sleep best is the right one for your individual family.” But he basically ignores the enormous individuality of temperament differences, experience of the parents, and age-specific sleep patterns of children.
What does the author suggest you do if “natural methods of nighttime parenting” fail? Try another, presumably “unnatural” method? No! The author says to use the strong hypnotic prescription drug chloral hydrate to knock out your child. Yet there is not one good study that supports this practice.
Summary
The major problems with these other methods are that insufficient or no attention is given to the importance of prevention or treatment of sleep problems by focusing on naps and schedules. There is more to healthy sleep habits than not waking at night. Children who don't sleep well usually have developed this pattern as a result of parental mismanagement. Too much attention, irregularity, or inconsistency in bedtime “policy” and routines can interfere with the development of healthy sleep habits, and accepting this responsibility is the first step in developing a treatment plan.
You may be uncertain as to whether you want to try a gradual, “fading” approach or an abrupt, “cold turkey” extinguishing approach. If I were exclusively a specialist doing research on sleep problems and providing consultative services, I could devote a great deal of time to coaching parents and helping them maintain their resolve to carry through with a gradual approach. As a general-practice pediatrician, though, I find that the time demands of a busy office make it more difficult for me to be as available for this as I would like to be. So when you try to decide between the gradual approach versus an abrupt approach in putting to rights your child's sleep habits, consider not only your own resolve but also the external supports that you know you can count on.
Many parents start with a gradual approach, see partial success, but then get worn down and recognize their evolving inconsistency. Feeling a bit more confident and competent, many parents then shift directions to a more abrupt approach. But some parents cannot even start to correct their child's sleeping problems at all, because the same personal stresses that created the unhealthy sleep habits in the first place—revolving around the child's emerging independence, marital discord, and other problems with the parents—are still present. To maintain or develop healthy sleep habits for your child, have the courage to do what is best for the child. In less time than you think, you will wind up with a loving home, a happy, well-rested child, and well-rested parents.
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