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Sleep is vital for physical and mental health and can influence 
many aspects of childhood development, including 
memory, learning, executive functioning and adaptive 
behaviour(s).1 An estimated 30% of parents of children 

aged 1 to 5 years report that their child has problematic sleep.2,3 
Inadequate sleep duration and sleep quality are important to explore 
when a child presents with developmental concerns in primary care. 
Infant sleep requires separate consideration and is not the focus of 
this article.

Poor sleep in a child can also disturb sleep and daytime func-
tioning among caregivers and siblings.4 The timing of sleep and 
behaviours around settling to sleep are modifiable. Treatment options 
are therefore important to consider, as they can improve outcomes 
for the child and their family. 

When identifying sleep issues, taking a detailed history with a 
primary caregiver is important to define the primary problem and 
ascertain its impact on the child and their family. This information 
can guide the treatment approach, informing whether behavioural 
sleep modifications can be effective or whether further investigation 
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Sleep is a key building block for childhood development as 
it is essential for learning, wellbeing and school performance. 
Common disruptive but nonrespiratory sleep issues in 
children include parasomnias and insomnia. Effective 
sleep management strategies are available to improve 
outcomes in children and their families.
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or specialist referrals are required. 
This article discusses common sleep disorders experienced by 

children, including difficulty initiating and maintaining sleep 
(DIMS), sleepwalking (somnambulism), night terrors, sleep talking 
and sleep paralysis. These conditions are commonly grouped together 
and referred to as insomnia and parasomnia disorders.5,6 This article 
provides a framework to help clinicians evaluate, investigate and 
manage these sleep disorders in practice.

Insomnia
Insomnia can be defined as a complaint of sleep quantity or quality 
and can include difficulty initiating and maintaining sleep and/or 
early morning waking.6 The main complaint is inadequate sleep and 
resulting symptoms of sleep deprivation. To diagnose insomnia, 
sleep difficulties must occur at least three nights per week and be 
present for at least three months. Insomnia presentations may differ 
depending on age. 

Insomnia can be broken down into multiple sub-diagnoses, which 
can help direct management. The criteria for the Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition, Text Revision 
(DSM-5 TR), and International Classification of Sleep Disorders, Third 
Edition (ICSD-3), classifications of insomnia are outlined in Table 1.5,6

Insomnia can cause significant distress around sleep times or 
impairment in daytime functioning. Toddlers and preschool-aged 
children may present with bedtime stalling or resistance, frequent 
night waking or sleep-onset associations such as thumb sucking or 
rocking.7 For school-aged children, the daytime symptoms may 
appear as increasing difficulty at school, irritability, attention or 
concentration impairment and issues within social settings.5 In 
adolescents, insomnia may present as poor sleep quality (nonrestor-
ative), poor sleep maintenance, anxiety around falling asleep, exces-
sive napping and sleep phase delay.8 

In younger children, the most common type of insomnia is 
behavioural insomnia of childhood (BIC). The ICSD-3 subclassifies 
BIC into three types:
•	 sleep-onset association type 
•	 limit-setting type 
•	 mixed type. 

The sleep-onset association type is explained by a child’s depend-
ency on specific stimulation, objects or settings for sleep initiation 
or returning to sleep after waking.9 The most common example is 
when a child requires a pacifier or the presence of a parent to fall 
asleep. The BIC limit-setting type is characterised by bedtime 

Key points

•	Insomnia can include difficulty in initiating or maintaining 
sleep or early morning awakening. 

•	 Insomnia is often accompanied by mental health issues, 
such as anxiety and depression, that should be addressed 
within treatment planning and management. 

•	Parasomnias can present as involuntary movements, such 
as sleepwalking or periodic limb movement, or experiential 
episodes, such as lucid dreaming or night terrors. These 
episodes are usually brief but can last up to an hour.

•	The BEARS screening tool is a helpful mnemonic to aid 
sleep history-taking for major sleep disorders in children 
aged 2 to 18 years. Parental questionnaires can assist in 
further clarification in the identification and diagnosis of 
sleep disorders. 

•	Behavioural and other nonpharmaceutical strategies 
should be the first-line treatment for the management of 
both insomnias and parasomnias. If not resolved, 
pharmaceutical strategies can be used in conjunction with 
behavioural treatments. 

•	Practitioners should refer the child to a paediatric sleep 
specialist if the presentation is ambiguous or other medical 
or respiratory issues are suspected. A sleep specialist, 
psychiatrist or paediatrician should be consulted if 
medication is being recommended. 
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resistance, which usually results from limit- 
setting difficulties by caregivers.10 This may 
present as a refusal to go to bed or demands 
at bedtime, resulting in delays to sleep onset. 
The BIC mixed type involves the presence of 
both insomnia types. By comparison, the 
DSM-5 TR categorises insomnia into initial 
insomnia (difficulties with sleep onset), mid-
dle insomnia (difficulties with sleep mainte-
nance) and late insomnia (early-morning 
waking). The DSM-5 TR further specifies 

whether the symptoms are episodic, persis-
tent or recurrent.   

Sleep anxiety can present as excessive 
worrying during sleep onset, with these wor-
ries appearing differently through childhood. 
This is classified as psychophysiological 
insomnia, another subtype of insomnia, 
classified within the ICSD-3.  It is character-
ised by heightened arousal and learned 
sleep-preventing behaviours. Children may 
experience anxiety and worries around 

bedtime and falling asleep and may have 
difficulty sleeping in their own rooms. 
Preschool- and school-aged children may 
have fears around night-time and their envi-
ronment. Some examples include fears of the 
dark, of monsters, of break-ins or from their 
imagination (e.g. scary stories, or events that 
may have appeared in movies or television 
shows). For some children and adolescents, 
sleep anxiety can present within the family 
or the school setting. For example, excessive 

FEATURE  PARASOMNIAS AND INSOMNIA IN CHILDHOOD   CONTINUED

Table 1. DSM-5 TR and ICSD-3 diagnostic criteria for chronic insomnia5,6

DSM-5 TR ICSD-3

A.	 A predominant complaint of dissatisfaction with sleep quantity or 
	 quality, associated with one (or more) of the following symptoms: 

1.	Difficulty initiating sleep (in children, this may manifest as difficulty  
	 initiating sleep without caregiver intervention) 

2.	Difficulty maintaining sleep, characterised by frequent awakenings or  
	 problems returning to sleep after awakenings (in children, this may  
	 manifest as difficulty returning to sleep without caregiver intervention) 

3.	Early-morning awakening with an inability to return to sleep

A.	 The patient reports, or the patient’s parent or caregiver observes, 
	 one or more of the following:

1.	Difficulty initiating sleep
2.	Difficulty maintaining sleep
3.	Final awakening earlier than desired
4.	Resistance to going to bed on an appropriate schedule
5.	Difficulty sleeping without parent or caregiver presence or  

	 intervention

B.	 The sleep disturbance causes clinically significant distress or  
	 impairment in social, occupational, educational, academic, behavioural  
	 or other important areas of functioning

B.	 The patient reports, or the patient’s parent or caregiver observes, 
	 one or more of the following related to the night-time sleep difficulty: 

1.	Fatigue or malaise
2.	Impaired attention, concentration or memory
3.	Impaired social, family, occupational or academic performance
4.	Mood disturbance or irritability
5.	Subjective daytime sleepiness
6.	Behavioural problems (e.g. hyperactivity, impulsivity, aggression)
7.	Reduced motivation, energy or initiative
8.	Proneness for errors or accidents 
9.	Concerns about or dissatisfaction with sleep

C.	 The sleep difficulty occurs at least three nights per week C.	 The reported sleep or wake complaints cannot be explained purely  
	 by inadequate opportunity (i.e. time allotted for sleep) or inadequate  
	 circumstances (i.e. safety, darkness, quiet and comfort) for sleep

D.	 The sleep difficulty is present for at least three months D.	 The sleep disturbance and associated daytime symptoms occur at  
	 least three times per week

E.	 The sleep difficulty occurs despite adequate opportunity for sleep E.	 The sleep disturbance and associated daytime symptoms have been 
	 present for at least three months

F.	 The insomnia is not better explained by and does not occur exclusively  
	 during the course of another sleep/wake disorder (e.g. narcolepsy,  
	 breathing-related sleep disorder, circadian rhythm sleep-wake disorder,  
	 parasomnia)

F.	 The sleep disturbance and associated daytime symptoms are not  
	 solely due to another current sleep disorder, medical disorder,  
	 mental disorder or medication or substance use

G.	 The insomnia is not attributable to the physiological effects of a  
	 substance (e.g. a drug of abuse, a medication)

H.	 Coexisting mental disorders and medical conditions do not adequately  
	 explain the predominant complaint of insomnia

Abbreviations: DSM-5 TR = Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision; ICSD-3 = International Classification of Sleep Disorders, Third Edition.
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worries about their day (social events includ-
ing school, friendships or possible conflicts), 
upcoming events (exams, sporting or other 
performance-based events) or break-ins at 
their home.

Insomnia is often accompanied by mental 
health issues, such as anxiety and depression, 
that should be addressed within treatment 
planning and management.6 Persistent sleep 
disturbances are risk factors for further men-
tal illness and are linked to depression, anx-
iety, substance abuse and other mental health 
conditions.11 They can also represent early 
signs of mental illness episodes with early 
intervention allowing for the possibility to 
pre-empt or reduce the occurrence.6 Sleep 
and mental health issues are bidirectional; 
anxiety and depression symptoms are height-
ened by a lack of sleep, and these symptoms 
in turn lead to difficulty falling asleep.12,13 This 
is especially prominent among adolescents, 
and screening for comorbid mental health 
diagnosis and comanagement are needed.

Assessment and diagnosis
All types of insomnia are best identified 
through detailed history-taking in the initial 
consultation and parental observations and 
interviews.14 The BEARS screening tool is a 
helpful mnemonic to aid sleep history-taking 
for major sleep disorders in children aged 2 
to 18 years:15

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

The use of sleep diaries to record sleep 
patterns before consultations can help to 
quantify sleep-related complaints and assist 

in identifying specific issues. Sleep diaries 
are also useful in determining if sleep diffi-
culties are related to specific routine behav-
iours, such as inappropriate or inconsistent 
napping or sleep schedules. Validated sleep 
screening questionnaires are useful to gain 
further clarity of specific issues. 

Questionnaires such as the Children’s 
Sleep Habits Questionnaire (CSHQ) and Sleep 
Disturbance Scale for Children (SDSC) may 
be useful to assess for sleep disorders in children 
of different ages (e.g. school aged, adoles-
cents).16,17 It is important to rule out medical 
and respiratory issues such as restless leg 
syndrome or obstructive sleep apnoea as the 
cause for insomnia.14 Resources with further 
information on this topic are available 
through the Australasian Sleep Association.18 
The use of objective sleep assessment tools, 
such as actigraphy, in addition to sleep history- 
taking and parental observations, can assist 
with diagnosis.19 Actigraphs are small move-
ment detectors (accelerometers) generally 
placed on the wrist that can distinguish sleep 
from wake using algorithms to quantify the 
reduced movement associated with sleep. 
They have been shown to be a reliable method 
for determining sleep in children when com-
pared against polysomnography (PSG).20 
Referral to a paediatric sleep specialist for 
PSG may be required if the presentation is 
ambiguous or other medical or respiratory 
issues are suspected.21 

Sleep management
Insomnia can be managed using both phar-
macological and nonpharmacological 
approaches. Nonpharmacological behavioural 
interventions are recommended as first-line 
treatment and are usually required to support 

pharmacological therapies. Meta-analyses of 
behavioural interventions have demonstrated 
their efficacy in treating issues related to night 
waking, sleep-onset delay and sleep efficiency 
in children.22,23 Examples of different strategies 
that can be used include extinction principles, 
bedtime fading or cognitive behavioural ther-
apy for insomnia (CBT-I). The decision regard-
ing which method to adopt should be discussed 
with the family to determine the optimal 
strategy for their child. Medications should be 
considered a short-term solution and used in 
conjunction with behavioural sleep strategies. 
Medications such as melatonin and clonidine 
have shown to be effective in improving sleep 
onset, sleep latency, total sleep time and sleep 
efficiency in select populations, but should be 
reserved for cases that do not resolve with 
first-line behavioural strategies.24,25 It is rec-
ommended that a paediatrician, psychiatrist 
or sleep specialist is involved if medications, 
such as clonidine, are required. 

Sleep hygiene, sleep education and 
bedtime routines
Sleep hygiene refers to a set of practices that 
support optimal sleep health, with particular 
attention paid to regular scheduling of sleep 
times. Sleep education and information about 
sleep hygiene are important first steps in 
managing insomnia. The aim is to educate 
parents on the importance of sleep to support 
health, cognition and achievement in their 
child and to advise on recommended sleep 
parameters (Table 2), along with providing 
easy-to-implement strategies.26,27 This infor-
mation can be delivered by practitioners 
(including GPs, paediatricians or allied 
healthcare professionals) through education 
pamphlets and online information or in 
conjunction with further behavioural sleep 
interventions. Optimising sleep hygiene may 
also include addressing the sleep environ-
ment (dark, free of stimuli), controlling 
exposure to stimuli before bedtime and 
limiting caffeine consumption.28 Similarly, 
consistent and soothing routines before bed-
time allow the child to associate a predictable 
sequence with sleepiness and sleep onset.29 
General sleep hygiene principles can be found 
in the Box. An example bedtime routine can 
be found in Figure 1. 

Table 2. Recommended sleep parameters by age27

Age Recommended number of hours of sleep per 
24-hour period

Infants: 4 to 12 months 12 to 16 hours (including naps)

Toddlers: 1 to 2 years 11 to 14 hours (including naps)

Preschool-aged children: 3 to 5 years 10 to 13 hours (including naps)

School-aged children: 6 to 12 years 9 to 11 hours

Teenagers: 13 to 18 years 8 to 10 hours

FEATURE  PARASOMNIAS AND INSOMNIA IN CHILDHOOD   CONTINUED
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Extinction principles
Traditional extinction uses the idea that 
withdrawing parental attention, by ceasing 
to respond to a child’s cries or protests, will 
extinguish the child’s learned resistance to 
bedtime.29 By leaving the child alone, the 
child eventually learns to self-soothe and 
sleep on their own. Although this approach 
is abrupt, graduated extinction allows the 
methods behind these principles to provide 
more comfort to the child. Graduated extinc-
tion is a stepwise method that allows the 
parent to return to the room and provide 
unrewarding reassurance at set times, with 
the times between these parental attendances 
gradually extended. If the child attempts to 
leave their room, they are returned calmly 
with minimal interaction. Finally, extinction 
with parental presence allows the parent to 
remain in the room with the aim of gradually 
increasing the distance between the child 
and their parent. Requests for attention or 
physical contact are ignored by the parent 
until the child is sleeping without parental 
input. This technique may be tolerated better 
by children who are anxious around bedtime 
or who find change to routine or behaviours 
difficult or scary.29

Bedtime fading with and without 
response cost
Bedtime fading has been shown to be effective 
in addressing a variety of sleep issues including 
night waking, early waking, bedtime tantrums 
and delayed sleep onset.30 This technique 
involves shifting the bedtime to approximately 
when the child is most likely to fall asleep. 
Forexample, if the usual bedtime is 6 p.m., but 
the child does not fall asleep until 9 p.m., the 
child is put to bed at 9 p.m. The bedtime 
routine is then commenced 30 to 40 minutes 
before the new bedtime. If the child is not 
asleep within 20 minutes, they are engaged 
in a non-arousing activity and the bedtime is 
delayed by 15 minutes the following night. 
If the child successfully falls asleep within 
20 minutes, the bedtime is shifted 15 minutes 
earlier the following night.30,31 This is repeated 
at intervals of every few days up to a week until 
the bedtime is adjusted to the desired time 
(Figure 2). 

Bedtime fading without response cost 
follows the same procedure without remov-
ing the child from their bed or engaging in 

activities when sleep does not occur. Restric-
tion of sleep during waking hours (not inclu-
sive of scheduled naps) assists in establishing 
quick and sustained sleep onset. 

Cognitive behavioural therapy for 
insomnia
CBT-I has shown emerging efficacy in school-
aged children for the treatment of insomnia.32 
CBT-I combines behavioural skills and sleep 
restriction along with cognitive techniques 
of reframing negative thoughts around sleep 
to address any sleep-associated anxieties.24 
Sleep restriction involves reducing the time 
the child spends awake in bed attempting to 
fall asleep.33 The first step is delaying the bed-
time to a time they are likely to fall asleep 
quickly. For some children, it may involve 
setting and maintaining a consistent morning 
wake time. The goal is to reduce the time the 
child spends in bed and possibly worry, along 
with creating higher sleep drive. If the child’s 
sleep onset is within 30 to 45 minutes of going 
to bed, the bedtime fading strategy is 
employed to shift the bedtime back to the 

General sleep hygiene principles 
for children

•	 The child’s bedroom is somewhere  
they want to be each night. Encourage 
play and comfort in their rooms through 
the day if they are resistant to their 
rooms.

•	 The bedroom should be dark, quiet and 
free from electronic devices. 

•	 Consider limiting screentime an hour 
before bedtime.

•	 Avoid caffeine and high sugar 
consumption before bedtime. This can 
include the consumption of chocolate 
bars and drinks such as chocolate milk, 
tea and coffee. 

•	 Have a consistent wake-up time  
each day.

•	 Consider how daytime naps may be 
interfering with bedtime. A child who has 
a nap in the late afternoon may not be 
tired at their chosen bedtime.
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Figure 1. Example bedtime routine in which the child is in bed, lights out by 7:30 p.m.

Figure 2. Bedtime fading with response cost procedure.

Finish dinner and  
unwind time

5:30 p.m. 6:30 p.m. 6:45 p.m. 7:30 p.m.

Child is put to bed when 
they are most likely going 
to fall asleep

If they do fall asleep within 20 minutes, 
the bedtime is moved 15 minutes 
earlier the following night

Bath and brush 
teeth

Reading time  
in bed

If they do not fall asleep within 
20 minutes, the child is engaged 
in non-arousing activity

The bedtime is moved 
15 minutes later the 
following night

This process is repeated until 
the child is falling asleep at the 
desired time

Lights out
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desired time.33 Although this is the first-line 
treatment in adults, there is limited evidence 
of its efficacy in paediatric populations, and 
it may not be appropriate for preschool-aged 
and younger children because of the concepts 
and cognitive skills required for complex 
cognitive therapy to be effective. However, 
these skills evolve from 7 years of age, and 
CBT-I has been found to be effective in school-
aged children and adolescents.34,35 It is par-
ticularly effective in improving sleep anxieties 
and fears, sleep associations, sleep onset, sleep 
efficiency and waking after sleep in children 
and adolescents.34-36 Typically, four to six 
CBT-I sessions are needed to generate 
long-lasting change, and a referral to a psy-
chologist with an understanding of sleep may 
be recommended. An overview of sleep man-
agement strategies for insomnia is presented 
in Figure 3.37 

Parasomnias
Parasomnias are defined as undesirable 
events or experiences that occur during 
sleep.38 They can present as involuntary 
movement such as sleepwalking, periodic 
limb movement or experiential episodes, 
such as lucid dreaming or night terrors. These 

usually occur when the transitions between 
sleep stages are blurred, resulting in behav-
iours and experiences that lack awareness.5 

Parasomnias can affect children at any age, 
but most commonly occur between the ages of 
2 and 5 years, with some of the most common 
parasomnias affecting up to 50% of children 
before school age.5,39 Parasomnias are often 
hereditary, with children regularly ageing out 
of frequent episodes.40 The ICSD-3 divides 
parasomnias into six disorder groups emerging 
from either rapid eye movement (REM) or 
non-REM (NREM) sleep, with NREM disor-
ders being the most common.5,41 NREM, 
REM and other parasomnias and how they 
may present are summarised in Table 3.39 
NREM parasomnias are repeated occur-
rences of incomplete arousals, typically in 
the first part of the night. These are usually 
brief (lasting one to 10 minutes) but can last 
up to one hour in some cases.6 NREM 
parasomnias involve physical and verbal 
activity (sleepwalking or sleep terrors) with 
varying severities. In most cases, the child 
returns to sleep and is unaware of the occur-
rence in the morning, with the behaviour 
typically reported by those around them.40 
Night terrors and confusional arousals can 

be distressing for parents with children 
exhibiting agitated behaviours, such as 
crying, screaming, calling out or thrashing 
around, while being unresponsive to parents’ 
attempts to console.42 Once the episode has 
passed, children will calm down and return 
to restful sleep. Parents should be supported 
and educated around parasomnias to ease 
concern. 

Conversely, REM parasomnias are ver-
balisations and actions interpreted as dream 
enactment that usually wake the child. The 
child can often recall the details of the epi-
sode, including the dream and any actions.40

Diagnosis and assessment
Clinical history-taking remains an impor-
tant tool in the diagnosis of parasomnias 
(Table 4).5,6 Assessment should include 
enquiry about the frequency of episodes and 
the timing, expression and form of the 
behaviour in the everyday home environ-
ment. A sleep history should be taken, as 
insufficient amounts of sleep can contribute 
to parasomnia symptoms. The presence of 
illness and fever and other lifestyle factors 
(e.g. stress, sleeping in new surroundings, 
temperature [particularly overheating], diet 

Table 3. Parasomnias and their presentations39

Sleep state Diagnosis Presentation

Non-rapid eye movement Hypnogogic imagery (lucid dreaming) Vivid dreams while in sleep transition

Sleep starts Sudden involuntary ‘jumps’ at sleep onset

Confusional arousals Child appears to awaken, often distressed, but does not respond normally

Night terrors Out of slow-wave sleep; child appears to awaken in terror but remains 
unaware and often has no memory of the terror

Sleepwalking Child performs co-ordinated activity (walking, opening doors) but 
electroencephalography and behaviour retain characteristics of sleep

Rapid eye movement Dreams Semicoherent images and sensations recalled after sleep

Sleep paralysis Seconds to minutes of being unable to move at sleep onset or awakening

Nightmares Dreams with frightening content

Sleep-state independent Bruxism Sounds of grinding or evidence of tooth wear

Rhythmic movement disorder Body rocking or head banging at sleep onset and following night waking

Sleep talking Semicoherent speech while asleep

Periodic limb movement Repetitive, brief limb movements during sleep that cause sleep 
disturbance, daytime sleepiness and leg discomfort

FEATURE  PARASOMNIAS AND INSOMNIA IN CHILDHOOD   CONTINUED
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or other sleep disorders such as obstructive 
sleep apnoea and periodic limb movement 
disorder) can exacerbate and trigger epi-
sodes.41 A medication history should also be 
obtained to ensure that parasomnias are not 
being exacerbated by specific treatments, 
such as antidepressants, some cardiovascu-
lar medications and some sleep medications 
(such as zopiclone and zolpidem).43 

Sleep diaries or video recordings of the 
events can be helpful in determining the pat-
tern and nature of the episodes and exclude 
other differential diagnoses. It is important 
to distinguish parasomnias, especially night 
terrors and confusional arousals, from an 
underlying seizure disorder, such as benign 
focal epilepsies or frontal lobe complex partial 
seizures that can occur during sleep.44,45 PSG, 
EEG or video footage can be helpful for dis-
tinguishing between conditions.14 Validated 
scales, such as the Frontal Lobe Epilepsy and 
Parasomnia (FLEP) scale, can also be used.46 
The FLEP scale uses a series of specific ques-
tions based on the features of nocturnal fron-
tal lobe epilepsy and parasomnias to help 
distinguish between the two conditions.

Most children who experience parasom-
nias do not require referral to a specialist. 
Parents can be reassured and provided with 
simple advice to keep the child safe during 
the episode. Depending on the severity of 
parasomnia episodes, the events often 
decrease in frequency through childhood, 
with issues rectifying in one to two years.47 
Parental education should be provided and, 
for less severe cases, education and support 
may suffice. In all cases, management strat-
egies that ensure the safety of the child should 
be encouraged, such as moving the bed 
mattress onto the floor or adding locks onto 
doors to prevent the child from opening doors 
and latches while sleepwalking.47 Referral 
should be considered if diagnostic clarifica-
tion is required or, in severe cases, if the fre-
quency of events is leading to sleep disruption 
on a nightly basis and causing daytime dys-
function. Additional investigations are rarely 
required but may include PSG to exclude 
other differential diagnoses such as obstruc-
tive sleep apnoea or to diagnose REM para-
somnias through the demonstration of REM 
sleep without atonia.5 

Sleep management
The management strategies for parasomnias 
overlap with those for insomnia, including 
sleep hygiene, sleep education and bedtime 
routine principles. In more severe cases, 
strategies such as sleep extension, scheduled 
awakenings or psychotherapies and address-
ing bedtime anxiety can be effective in reduc-
ing the frequency of parasomnias.48 

Sleep extension
Insufficient sleep has shown to increase the 
frequency of parasomnia episodes. By 
extending the child’s sleep duration, even by 
30 minutes or more, can help to decrease 
these episodes. This can be achieved by using 
bedtime fading to shift the bedtime earlier 
in 10- to 15-minute increments or facilitating 
a later morning wake time.

Psychotherapies and reducing  
bedtime anxiety
If a child is in an aroused state at bedtime, 
this may exacerbate parasomnias. Avoidance 
of triggers, such as screentime, strenuous 
physical activity or loud stimuli before bed-
time, will help to reduce arousal. If bedtime 
anxiety is evident, techniques such as cog-
nitive behavioural therapy, mindfulness and 
relaxation can assist in promoting a gentle 
and calming pre-bedtime routine. This may 
require referral to a psychologist. 

Scheduled awakenings
Scheduled awakenings can be useful for chil-
dren who experience frequent and consistent 
parasomnias. It has been shown to be effective 
for children with chronic and severe sleep-
walking and sleep terrors.49 Scheduled 

Table 4. DSM-5 TR and ICSD-3 diagnostic criteria for parasomnias5,6 

DSM-5 TR ICSD-3

1.	 Non-rapid eye movement sleep  
	 arousal disorder

a.	Sleepwalking
b.	Sleep terrors
c.	 Sleep-related eating
d.	Sleep-related sexual behaviours  

	 (sexsomnia)

Amnesia of events required for all subtypes

1.	 Disorder of arousal from non-rapid eye movement
a.	Confusional arousal
b.	Sleepwalking
c.	 Sleep terrors

2.	 Nightmare disorder 2.	 Parasomnias usually associated with rapid eye  
	 movement

a.	Rapid eye movement sleep behaviour  
	 disorder

b.	Recurrent isolated sleep paralysis
c.	 Nightmare disorder

3.	 Rapid eye movement sleep behaviour 
	 disorder

a.	Vocalisation or complex motor  
	 behaviours

3.	 Other parasomnias
a.	Sleep-related dissociative disorder
b.	Sleep enuresis
c.	 Sleep-related groaning
d.	Exploding head syndrome
e.	Sleep-related hallucinations
f.	 Sleep-related eating disorder
g.	Parasomnias, unspecified
h.	Parasomnias due to drug or substance use
i.	 Parasomnias due to medical conditions

4. 	Restless legs syndrome	 4.	 Isolated symptoms
a.	Sleep talking

Abbreviations: DSM-5 TR = Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision;  
ICSD-3 = International Classification of Sleep Disorders, Third Edition.
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awakenings are thought to interrupt the cycle 
of spontaneous partial arousal in the child’s 
sleep to reduce the occurrence. Parents are 
asked to maintain a sleep diary over a two-week 
period and track the time of night the child’s 
parasomnia occurs, to help establish an awak-
ening time. Parents gently awaken the child 
15 minutes before the usual occurrence and 
ensure the child either opens their eyes, speaks 
to them or stirs. This is usually done until the 
frequency of episodes begins to reduce. An 
overview of sleep management strategies for 
parasomnia is presented in Figure 3.48 

Conclusion
Sleep disturbances impact 30 to 40% of chil-
dren before school age and can have profound 
impacts on emotional regulation and daytime 
functioning. Insomnia relates to issues with 
sleep initiation and maintenance with behav-
ioural insomnia, reflecting behaviours and 
associations that might inhibit sleep or return-
ing to sleep. Parasomnias are involuntary 
motor, autonomic or experiential episodes 
that occur during the transitioning of sleep 
stages. NREM and REM parasomnias repre-
sent differing presentations of behaviour 
within certain stages of sleep. 

Both insomnia and parasomnias can be 
assessed through consultations with practi-
tioners (including GPs, paediatricians and 
sleep specialists) with the use of history-taking 
and parental sleep diaries. Screening tools, 
such as the BEARS tool, can be used to guide 
sleep history-taking to gain specific knowl-
edge. Parent-reported sleep questionnaires, 
such as the CSHQ and SDSC, can be used to 
aid diagnosis in specific populations. 

Behavioural interventions have shown 
to be effective in the treatment of both para
somnias and insomnias and should be 
regarded as the first step in treatment. Effec-
tive pharmaceutical options are available, 
but these should be prescribed for use con-
currently with behaviour modifications. If 
provision of the advice herein does not prove 
to be successful, or further investigation or 
treatment (including medications) is 
required, the child should be referred to a 
specialist sleep physician.� RMT
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Figure 3. Overview of sleep management strategies for insomnia and parasomnia.

Sleep education and hygiene
Educate parents on the importance of sleep, 

recommendations and implementation strategies

Sleep extension
Shift the bedtime earlier in 10- to 15-minute increments or facilitate 
a later morning wake time to extend sleep by 30 minutes or more

Sleep  
management

Extinction principles
Extinguish bedtime resistance in children by 

removing parental attention, thus fostering 
independent sleep

Reduce bedtime anxiety
Address anxieties around sleep by using 
techniques such as cognitive behavioural 
therapy, mindfulness and relaxation

Bedtime fading
Move bedtime to child’s actual sleep time with 

bedtime routine starting 30–40 minutes prior. If 
the child does not sleep within 20 minutes, 

engage in non-arousal activity and attempt to 
initiate sleep once more after 15 minutes

Reduce arousal
Reduce arousal by avoiding screentime, 
strenuous physical activity and loud stimuli 
before bedtime

Cognitive behavioural therapy
Address anxieties around sleep by employing behavioural 

skills, sleep restriction and cognitive techniques to reframe 
negative thoughts about sleep

Scheduled awakening
Awaken the child 15 minutes before the usual parasomnia, 
ensure the child engages in activities such as opening their eyes, 
speaking or displaying stirred movement

Insomnia Parasomnia
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