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Abstract

Background: Insomnia in children is common and causes many mental health
problems. Nevertheless, only little is known about influencing factors for sleep help-
seeking behavior of parents with children with insomnia.
Objective: The aim of this study was to evaluate the duration and severity of insomnia
in children as well as to assess the influence of additional mental disorders on insomnia
duration and severity. The influence of a child’s insomnia duration and severity on
parental sleep help-seeking behavior was examined.
Materials and methods: Patients at three German outpatient sleep clinics were
evaluated. A self-developed parental sleep interview according to the third edition
of the International Classification of Sleep Disorders (ICSD-3) criteria was conducted
for each child. Additionally, information about insomnia severity and duration, the
number of sleep help-seeking efforts, and mental disorders were retrieved from the
family registration form.
Results: A total of 175 children (4–11 years) with a mean insomnia duration of
54 months were included. Insomnia severity was high, with no differences between
children with and without comorbid mental disorders. Most parents (88.6%) had made
efforts to seek sleep-related help for their child’s insomnia before contacting one of our
outpatient sleep clinics. Pediatricians are the most frequently consulted professionals
for child sleep problems. Insomnia severity ratings significantly correlated with the
number of times professional help had been sought, but not with the number of
self-help efforts. Insomnia duration was not correlated with any of the help-seeking
measures.
Conclusion: Insomnia severity, but not insomnia duration, is associated with help-
seeking behavior in parents. In the current sample, most parents sought professional
help from their pediatrician beside their own efforts to elicit change. In sum, there were
no differences between children with and without comorbid mental disorders, neither
in terms of insomnia duration nor for insomnia severity. It seems necessary to promote
awareness of the consequences of insomnia in children and therefore support earlier
parental help-seeking behavior.
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Background

Healthy sleep is essential for growing,
development, and mental and physical
health. However, insomnia and insom-
nia symptoms are not only observed in
adults, they are also common in children
and have various effects on wellbeing.
Prevalence varies widely depending on
the measure used for diagnosis. In young
children, rates have been reported be-
tween 2.5 and 16.6% [10, 46], in primary
school children between 8.3 and 21.2%
[7, 10, 46], and in adolescents between
7.9 and 36% [7, 10], demonstrating an
increase in the maximum range with
increasing age.

Insomnia duration and chronicity

The risk of chronicity of insomnia symp-
toms and disorder has already been re-
ported for adults [21, 22, 29]. Several
studies have shown that patients with an
insomnia diagnosis have a higher risk for
chronic insomnia as compared to patients
with insomnia symptoms only [21, 29].
Different theoretical models for insomnia
point toward cognitive activity, cognitive
arousal, distress, sleep perception, and cir-
cadian rhythms (among others) as poten-
tial factors maintaining and worsening in-
somnia symptoms, which may, in turn,
lead to chronic insomnia [5, 15].

Not much is known about insomnia
chronicity in children. Insomnia symp-
toms, such as problems initiating and
maintaining sleep or poor sleep quality,
tend to be stable over time [1, 8, 11,
28, 42]. However, only few studies used
criteria for insomnia diagnoses according
to the second or third edition of the Inter-
national Classification of Sleep Disorders
(ICSD-II/ICSD-3), the fourth or fifth edition
of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV/DSM-5), or the
10th revision of the International Statisti-
cal Classification of Diseases and Related
Health Problems (ICD-10) to examine in-
somnia chronification over several years in
children (e.g., [7, 10, 46]). Steinsbekk and
Wichstrøm [46] found untreated insomnia
to be stable in 43% of their study partic-
ipants (aged 4 years at first assessment)
over the course of 2 years. In a 7-year
longitudinal cohort study (194 children,

mean age at first assessment: 8.7 years),
7% of children had persistent insomnia
according to ICSD-II criteria after 7 years
[7]. A Norwegian longitudinal study (N=
1037) assessed insomnia (according to
DSM-IV and DSM-5) stability over the
course of 10 years [10]. They found ex-
isting insomnia to be stable from one
measurement to the following measure-
ment in 32 to 40% of children and a 5- to
15-times higher probability of continuing
insomnia as compared to children without
insomnia [10]. In a cross-sectional study
with 42 children aged 7 to 13 years, Paine
and Gradisar [28] found a mean age of
insomnia onset of 3.7 years and a mean
duration of the latest insomnia period of
5.7 years. This early onset was confirmed
by Schlarb and colleagues [34], with an
age for insomnia onset (N= 112, children
5 to 11.5 years) of 3.3 years.

These studies demonstrate that insom-
nia starts early, has a high likelihood to be-
comechronic, and is stableover timewhen
not treatedproperly. To conclude, children
with insomniaand insomnia symptomsare
at risk of chronic insomnia.

Insomnia and mental health

Insomnia and insomnia symptoms neg-
atively influence several aspects of daily
life and functioning in children, such as re-
duced psychosocial functioning and qual-
ity of life [13, 30, 31, 40], reduced emotion
processing and emotion regulation [3, 20,
45], and these children have an increased
probability of comorbid psychological dis-
orders [8, 12, 14].

Insomnia and insomnia symptoms dur-
ing childhood are related to increased anx-
iety [8, 9, 12, 39], significantly predict adult
anxiety and depression disorders [9, 12,
39, 43, 49], and are related to aggressive
behavior [41, 50]. With age, these psycho-
logical disorders also affect sleep behavior
and may cause insomnia [39].

Recognition and severity of sleep
impairment and help-seeking
behavior

Problem awareness is a necessary, but not
very present prerequisite for help-seeking
behavior [24], i.e., parents need to recog-
nize that their child has a sleep problem

[25] and that it affects the child’s health
[27, 33, 37]. One study even found that
parents of children with a sleep disorder
know less about sleep and sleep difficul-
ties in children than parents with children
without a sleep problem [18]. Parents do
not report sleep problems to their gen-
eral practitioner or pediatrician [4, 36, 44].
Not only parents but also professionals fail
to identify sleep problems in children and
adolescents [4, 26, 36]. However, recogniz-
ing the problem is mandatory for seeking
help [25], and parents become less con-
cerned and active with increasing age of
their children [6, 23, 47, 48]. Parents’ help-
seeking behavior is essential for treating
insomnia in children, but little is known
about its determinants.

Therefore, the present study assessed
(1) the duration and severity of insom-
nia in a clinical sample of children aged
4–11 years, (2) whether children with an
additional mental disorder have a longer
insomnia duration and more severe sleep
problems as compared to children with-
out comorbid mental disorders, (3) how
many self-help andprofessional help treat-
ment efforts had been undertaken by the
families, and (4) whether there is an as-
sociation between help-seeking behavior
and insomnia duration and severity.

Methods

Procedure

Families who presented at the authors’
outpatient clinics for insomnia in Bielefeld,
Tübingen, and Würzburg were included.
All families completed a broad sleep-re-
lated diagnostic process, including vari-
ous questionnaires about sleep and sleep
problems, generaldemographicdata, gen-
eral wellbeing, and a clinical interview as-
sessing the children’s sleep problems. All
participating familieswere informedabout
the goal, content, and procedure of the
study, and gave informed consent. They
were informed that they could quit the
study at any time without negative con-
sequences. Herein, data of the first as-
sessment only are reported (longitudinal
data are reported elsewhere). The study
was approved by the institutional ethical
review boards of the respective universi-
ties.
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Table 1 Overview of categories for self-help strategies andprofessional help
1. changes in daily rituals

2. changes in bedtime ritual

3. changes of bedtime

4. sleep hygiene improved (e.g., less light in child’s room, no TV before bedtime)

5. sleep hygiene declined (e.g., more light in child’s room, music during the
whole night in child’s room)

6. changes in sleeping place (e.g., changes inside child’s room, together with
siblings or without siblings)

7. internet (forums, etc.)

8. literature/books

9. naturopathic drugs (e.g., homeopathic globules)

10. introduced relaxation techniques

11. implemented reward or token system

12. changes in parenting behavior (e.g., implement penalties, show more strict
behavior, lying down in child’s bed, being in child’s room when child is falling
asleep, get child in parental bed)

13. get help/advice from other parents/relatives/etc.

Categories
for self-help
strategies

14. other help (e.g., role play with child, change of diet, reduced sugar intake)

1. pediatrician

2. general practitioner

3. psychiatrist

4. psychologist

5. child and adolescent psychotherapist

6. social pediatric center

7. counselling center

8. occupational therapy

Categories
for profes-
sional help

9. other assistance (osteopathy/homeopathy/kinesiology/nonmedicalpracti-
tioner/parenting courses)

Measurements

Family registration form
The patient registration form assessed
general information about the child (age,
sex, mental and other health issues),
socioeconomic information (parent edu-
cation, siblings), and information about
the child’s sleep and sleep-related behav-
ior (sleep initiation, sleep maintenance,
daytime functioning). Additionally, du-
ration and severity of the current sleep
problem of the child and the number
of past treatment efforts were assessed.
Sleep problem severity was determined
by parental rating on a 10-point Likert
scale with 1= completely normal to 10=
very problematic. Past treatment efforts
were quantified with two open questions
about possible self-help efforts and seek-
ing professional help. Parental answers
about the type of help were sorted into
categories (. Table 1). Multiple responses
were possible. When parents reported
more than one help effort which could

be assigned into one category, especially
for the other categories, the category was
counted only once.

Diagnostic interview for sleep
disturbances
A self-developed parental diagnostic in-
terview was conducted, assessing ICSD-3
criteria for chronic insomnia [34, 38]. Ex-
emplary questions were 1) “During the
past 4 weeks, did your child have prob-
lems initiating sleep? How many min-
utes did your child need to fall asleep?”;
2) “During thepast4weeks, did yourchild
wake up during the night and if so, how
often per week?” Answers were coded
as follows: ?= not enough information
provided by the parents to evaluate the
answer; 1= criterion not met; 2= crite-
rion not fully met; 3= criterion met. The
interview assessed insomnia criteria in
detail and included screening questions
for symptoms of other sleep disturbances,
e.g., narcolepsy (“Has your child been ex-
tremely tired during the day on a nearly

daily basis for at least 3 months? Is he
or she so tired, that he or she falls asleep
every now and then during the day?”),
sleep-related breathing disorders (“Does
your child snore during the night?”), and
parasomnias (“Does your child suffer from
nightmares? How often?”). Children pre-
senting with symptoms of organic sleep
disorders were referred to their pediatri-
cian for further examination.

Sample

A total of N= 175 children (4–11 years,
mean [M]= 7.62 years, standard deviation
[SD]= 1.79; 48.6% girls) were included.
With both parents lived n= 151 (86.3%)
children, with a single parentn= 3 (1.7%),
with one parent and new partner n= 16
(9.1%), and with adoptive or foster par-
entsn= 4 (2.3%). For one child, no specific
information about living conditions was
available; n= 41 (23.4%) childrenattended
kindergarten. The number of siblings var-
ied between 0 and 8, with n= 35 (20.0%)
children being the only child, most chil-
dren having one sibling (n= 99; 56.6%),
n= 36 (20.6%) children two siblings, and
n= 5 (4.0%) three or more siblings. The
meanageofmotherswas39.05 (SD= 4.82)
years andof fathers 40.98 (SD= 5.57) years.
For two fathers, no information about age
was available.

Analyses

All data were analyzed with IBM SPSS
Statistics 25 (IBM Corp., Armonk, NY, USA;
[17]). Normal distribution was tested with
Shapiro–Wilk test. Data were not normally
distributed for all variables. Mann–Whit-
ney U test was, thus, used for group com-
parisons, and Kendall’s tau as a correlation
coefficient. To maintain a sample size as
big as possible, children with missing data
on insomnia severity only (n= 28) were in-
cluded tomaintain ahigh sample size. This
led to different sample sizes throughout
the results section. Significance level was
set at α= 0.05.

Childrenwithoneormoremental disor-
der beside insomnia were categorized into
the insomniaplusmentaldisordergroup(I-
MD), whereas children with insomnia but
no other mental disorder were classified
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Table 2 Insomnia duration inmonths andproportion of lifetime
Min Max Mean SD % lifetime SD

All (N= 175) 3 130 53.95 35.14 57.64 35.10

Age groups
4/5 years (n= 29) 5 70 42.33 20.98 64.75 31.69

6 years (n= 25) 4 82 51.80 26.93 66.92 34.19

7 years (n= 27) 3 90 58.85 27.25 66.18 30.98

8 years (n= 34) 4 102 49.62 31.03 49.39 31.34

9 years (n= 28) 5 115 67.29 43.44 59.62 38.59

10/11 years (n= 32) 3 130 54.97 48.46 43.77 38.69

I-NOMD (n= 112) 3 130 52.88 34.36 57.92 35.43

I-MD (n= 63) 3 123 55.86 36.69 57.13 34.76

Minminimum insomnia duration in months,Maxmaximum insomnia duration in months,
SD standard deviation,% lifetime percentage proportion of the children’s lifetimes with insomnia,
I-NOMD insomnia plus no other mental disorder, I-MD insomnia plus another mental disorder

Table 3 Insomnia severity rated by parents
Min Max Mean SD

All (N= 147) 4 10 7.99 1.49

Age groups

4/5 years (n= 24) 5 10 7.71 1.55

6 years (n= 19) 5 10 7.79 1.69

7 years (n= 22) 6 10 8.14 1.25

8 years (n= 30) 4 10 8.27 1.41

9 years (n= 23) 4 10 7.91 1.76

10/11 years (n= 29) 4 10 8.00 1.39

I-NOMD (n= 93) 4 10 7.94 1.46

I-MD (n= 54) 4 10 8.07 1.55

Minminimum insomnia severity,Maxmaximum insomnia severity (scale: 1–10) , SD standard devia-
tion, I-NOMD insomnia plus no other mental disorder, I-MD insomnia plus another mental disorder

as insomniawithout othermental disorder
(I-NOMD).

Results

Insomnia duration and severity

Average childhood insomnia duration was
53.95 months (SD= 35.14 months), i.e.,
4 years and 6 months. Mean age of in-
somnia onset was 37.49 months. Children
younger than 11 years of age had spent
half ormore of their lifetimewith insomnia
or insomnia symptoms (. Table 2).

Insomnia severity was rated as high
(M= 7.99, SD= 1.49)byparents (. Table3).

Insomnia duration and severity in
childrenwith andwithout additional
mental disorders

Most of the children, n= 112 (64%), had
no other mental disorder; n= 48 (27.4%)

had one, n= 12 (6.9%) had two, and
n= 3 (1.7%) had three additional mental
disorders. Albeit descriptively, insomnia
severity (I-NOMD: mR (mean Rank of
Mann-Whitney U test for group com-
parisons)= 72.87; I-MD: mR= 75.95; U=
3,676.50, p= 0.644) was lower and du-
ration (I-NOMD: mR= 86.67; I-MD: mR=
90.36; U= 2,616.50, p= 0.663) shorter
in the I-NOMD group; neither of the
two ratings differed between the groups
(. Tables 1 and 2).

Sinceno significantbetween-groupdif-
ferences were found for insomnia duration
and severity, the following calculations
were conducted for the whole sample.

Help-seeking behavior—number
of self-help and professional help
treatment efforts

Most of the parents (88.6%) reported self-
help efforts and two thirds (66.9%) had

tried to receive professional help prior to
their contact with the insomnia outpatient
clinic. The number of self-help efforts var-
iedbetween0and11 (M= 2.88, SD= 2.29),
and that of seeking professional help be-
tween 0 and 8 (M= 1.25, SD= 1.40).

Parental answers showed a wide va-
riety in the self-help strategies tried out.
The main self-help strategy was changing
parenting behavior (n= 84), followed by
changing the bedtime ritual (n= 57), and
changes in sleeping place (n= 37). See
. Fig. 1 for an overview of the distribu-
tion of self-help strategy categories.

The reported parental professional
help-seeking showed less variability. The
main professional help-seeking strategy
reported byparentswas consulting a pedi-
atrician (n= 84), followedbyaclearmargin
by consulting a counseling center (n=
24) and a psychologist (n= 13). Almost
a quarter of parents also reported efforts
in the category “other assistance” (n= 41),
including osteopathy, homeopathy, and
others. See . Fig. 2 for an overview of the
distribution of professional help-seeking
strategy categories.

Relationship between self-help,
professional help, insomnia
duration, and insomnia severity

Insomnia severity rating was significantly
correlated with the number of efforts at
seeking professional help (τ= 0.199; p=
0.003) but not with the number of self-
help efforts (τ= 0.035; p= 0.591). Neither
the number of self-help efforts (τ= –0.034;
p= 0.533) nor the number of seeking pro-
fessional help efforts (τ= 0.083; p= 0.151)
were significantly correlated with insom-
nia duration. However, most importantly,
insomnia severity, but not insomnia dura-
tion, seems to be associated with seeking
professional help. The number of self-
help and professional help seeking efforts
were significantly correlated (τ= 0.124; p=
0.042).

Discussion

Thepresent studyassessed insomniadura-
tion and severity, differences in insomnia
duration and severity measures between
childrenwith andwithout additional men-
tal disorders, and parental help-seeking
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behavior related to children’s sleep prob-
lems in 175 children and their parents.

Insomnia duration and severity

The mean age of insomnia onset of
3.1 years in our sample and a duration
of around 58% of the children’s lifetime
is in line with the results of Paine &
Gradisar [28] and Schlarb and colleagues
[34]. With the extended lifetime duration

of insomnia or insomnia symptoms, our
study confirms the sparse literature about
insomnia chronicity [7, 10, 46] and adds
to the growing evidence that insomnia
is highly likely to become chronic if not
appropriately treated.

Beside insomniaduration, parental per-
ception of the severity of their child’s sleep
problem is important. Based on themodel
of parental attributional processes byMor-
rissey-Kane and Prinz [24], parental per-

ception of the severity of a problem in
child behavior can be seen as an indicator
for parental help-seeking. Thus, families
seek help if the child’s behavior impairs
the intra-familial interactions. The present
data support this assumption, as insomnia
severity but not duration was an indicator
of the amount and type of help-seeking
behavior of parents [25].

In contrast to several other studies,
herein, no differences in insomnia symp-
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toms between children with or without
comorbid psychological disorders were
found. Van Dyk and colleagues [49]
found attention deficit hyperactivity dis-
order (ADHD) and affective problems in
preschool children and conduct and anx-
iety symptoms in primary school children
to be associated with insomnia severity.
Another study [8] found the number and
duration of sleep problems (from infancy
to the age of 10 years) to be associated
with mental health measures (e.g., anx-
iety). A possible reason for our results
may be that the current study reports
cross-sectional but no longitudinal data.
Another possible reason may be the dif-
ferent “labels” for insomnia, ranging from
number of insomnia symptoms [8] up to
the full assessment of the ICSD insomnia
criteria ([49], current study), and likewise
for the “diagnosis” of a psychological
disorder. The use of different measures
for diagnosis renders a comparison be-
tween studies difficult and the authors
recommend using the ICSD and DSM-5
criteria.

Taking these results together, the im-
plementation of a stepped care model
(SCM), as introduced by Baglioni and
colleagues of the Steering Committee of
the European Academy of Cognitive Be-
havioural Therapy for Insomnia [2] seems
reasonable. The SCM is a process descrip-
tion of therapeutics based on cognitive
behavioral therapy for insomnia (CBT-I)
gradually increasing in clinical intensity
and clinical complexity (for a detailed
information, see [2]). However, to the
best of the authors’ knowledge, no stud-
ies have proved the SCM for insomnia in
children. Beside this lack of research, for
adolescents, one study examined inter-
net-delivered CBT-I as an addition to the
mental disorder treatment [51]. Promising
preliminary results (significant reduction
in insomnia symptoms and improvement
in mental disorder measures) were found.
Positive and stable effects of CBT-I on
insomnia measures and comorbid psy-
chological disorders were also found for
adult samples (for a review, see [16]).
Consequently, implementation of the
SCM and related promotion of knowledge
about insomnia should be forced and
further investigated.

Insomnia duration, insomnia
severity, and help-seeking behavior

As in the few previous studies, most par-
ents in the current study reported self-
help efforts and two thirds reported seek-
ing professional help, mainly consulting
their pediatrician or a counselling center
[6, 23, 25, 47, 48]. As the present results
show, most parents have good self-help
approaches to improve their child’s insom-
nia symptoms. It seems that professional
mentoring is necessary to successfully im-
plement these approaches and to adapt
them to each child. In the present study,
neither self-help nor professional help-
seeking behavior were associated with in-
somnia duration. However, and very im-
portantly, insomnia severity was signifi-
cantly associated with professional help-
seeking behavior of parents, confirming
the results of Chung, Kan, and Yeung [6]
in an adolescent sample, and of Newton
and colleagues [25] for a sample of tod-
dlers and children. In our study, searching
for help at their pediatrician was by far the
mostgivenanswer for searching forprofes-
sional help. This canbe seenas evidenceof
an outstanding need for specialized sleep
trainings (diagnostic and therapeutic) for
pediatricians, butalso forotherprofession-
als like psychotherapists, physicians, med-
ical health staff, and other medical health
providers, in order to reduce the impact of
sleep problems on children and their fam-
ilies. It was further found that the number
of self-help efforts and efforts at seeking
professional helpwere significantly associ-
ated, indicating the persistence of parents
in help-seeking, and also that those who
do not seek help likewise persist in their
behavior—a result that was also reported
by Kanis and colleagues [18].

Limitations

One major limitation is the cross-sectional
character of the study. Hence, no causality
assertion can be made regarding possible
causes and influencing factors of insomnia
development, duration, and differences in
severity over time. For causality state-
ments, longitudinal studies are necessary.
Another limitation is the use of subjec-
tive measurements and the retrospective
collection of insomnia duration measures.

However, sleep disorders such as insom-
niawere assessed and diagnosed based on
a multi-methodological diagnostic proce-
dure including a structured clinical inter-
view. The current study used medical con-
sultation results fromthechildren’sgeneral
practitioner or pediatrician to get informa-
tion about other medical and psychologi-
cal diseases. Given the lack of knowledge
about sleep and sleep disorders among
general practitioners and pediatricians [4,
26, 36], this source of information needs
to be handled with care.

Conclusion

Tofurtherelucidatethechronificationof in-
somniaand its effectsonchildren’spsycho-
logical development, longitudinal studies
(ideally a birth cohort) are necessary that
include the parents’ help-seeking behav-
ior. TheSCMcould considerably reduce the
psychological strain of insomnia patients
and improve the availability of insomnia
therapy for patients in need by providing
a patient-appropriate insomnia treatment
[2]. Thereareseveralhighlyeffective short-
term treatments for insomnia available for
all age groups from infancy to late ado-
lescence [19, 32, 34, 35, 38], which also
show that successfully treated sleep prob-
lems have a positive influence on general
wellbeing.

By establishment in practice and by
more research effort into a stepped care
treatment (SCM) [2] for adequate and age-
orientedhelpfor insomniadisorder, thefol-
lowing aspects could be included: a) how
to promote more awareness for healthy
sleep during the whole lifespan for fami-
lies and also for professionals, and b) how
to establish a sleep help network based
on profound research results.

Education of parents towards more
knowledge about sleep behavior and dis-
orders may be essential for families to be
able to seek an early intervention.
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Zusammenfassung

Schlafbezogenes Hilfesuchverhalten von Eltern mit Kindern mit
Insomnie – was zählt!

Hintergrund: Insomnie tritt bei Kindern häufig auf und verursacht viele psychische
Probleme. Trotzdem ist nur wenig über Einflussfaktoren auf das Hilfesuchverhalten von
Eltern mit Kindern mit Insomnie bekannt.
Fragestellung: Studienziel war die Evaluation von Dauer und Schwere der
Insomnieerkrankung bei Kindern und der Einfluss von komorbiden psychischen
Erkrankungen auf Insomniedauer und -schwere. Zudem wurde der Einfluss von
Dauer und Schwere der Insomnie bei Kindern auf das elterliche schlafbezogene
Hilfesuchverhalten für ihre Kinder untersucht.
Methoden: Patienten aus 3 deutschen Schlafambulanzenwurden untersucht. Ein selbst
konzipiertes Schlafinterview gemäß den ICSD-3-Kriterien (International Classification
of Sleep Disorders) wurde für jeden Patienten durchgeführt. Zusätzlich wurden
Informationen zu Schwere und Dauer der Insomnie, die Anzahl der schlafbezogenen
Hilfesuchanstrengungen und Angaben zu psychischen Erkrankungen aus dem
Anmeldeformular extrahiert.
Ergebnisse: In die Studie wurden 175 Kinder (4–11 Jahre) mit einer durchschnittlichen
Insomniedauer von 54 Monaten eingeschlossen. Die Insomnieschwere wurde als
hoch eingeschätzt, ohne signifikante Unterschiede zwischen Kindern mit und
ohne komorbide psychische Erkrankung. Die meisten Eltern (88,6%) versuchten,
Hilfe für die Schlafprobleme ihres Kindes zu erhalten, bevor sie sich in einer der
Schlafambulanzen der Autoren meldeten. Kinderärzt*innen wurden am häufigsten
als professionelle Anlaufstelle bezüglich kindlicher Schlafprobleme zur Rate gezogen.
Die Einschätzung der Insomnieschwere war signifikant mit der Anzahl der Versuche,
professionelle schlafbezogene Hilfe zu erhalten, korreliert, jedoch nicht der Anzahl
der Selbsthilfeversuche. Die Insomniedauer war mit keinem der Hilfesuchverhalten
korreliert.
Schlussfolgerung: Insomnieschwere, aber nicht Insomniedauer steht mit dem
schlafbezogenen Hilfesuchverhalten von Eltern in Verbindung. In der vorliegenden
Stichprobe zeigte sich, dass sich die meisten Eltern, neben eigenen Änderungsver-
suchen, beim Kinderarzt bzw. bei der Kinderärztin Hilfe für die Schlafprobleme der
Kinder suchten. Des Weiteren zeigten sich keine Unterschiede zwischen Kindern
mit und ohne komorbide psychische Erkrankung, weder bei Insomniedauer noch
bei der Schwere der Insomnie. Es erscheint notwendig, für die weitreichenden
Konsequenzen von Insomnien bei Kindern zu sensibilisieren und somit zu einem
früheren Hilfesuchverhalten der Eltern beizutragen.

Schlüsselwörter
Mentale Gesundheit · Ein- und Durchschlafstörungen · Chronische Erkrankung · Insomnie ·
Kindliche Gesundheit
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