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Abstract 

Svefn er nauðsynlegur þáttur til að viðhalda góðri heilsu (Dahl, 1996; Dewald, Meijer, Oort, 
Kerkhof og Bögels 2010).  Talið er að um 30% barna á aldrinum 0-5 ára eigi við svefnvanda 
að stríða (Richdale, 1999).  Auk þess er talið að allt að 80% barna með sérþarfir glími við 
svefnvanda (Richdale og Schreck, 2009; Richdale, 1999).  Markmið rannsóknarinnar var að 
afla gagna um tíðni svefnvanda barna með sérþarfir á Íslandi, sem og kanna hvaða úrræði eru 
algeng og standa foreldrum til boða vegna svefnvanda barna þeirra.  Spurningalisti var 
sendur til foreldra barna með sérþarfir á Íslandi árin 2016 og 2017 sem innihélt 
bakgrunnsspurningar auk matslista er varðar svefnvanda: Children’s Sleep Habits 
Questionnaire (CSHQ).  Niðurstöður sýndu að meirihluti foreldra töldu barn sitt hafa glímt 
við svefnvanda og að sá svefnvandi væri enn til staðar.  Alls fylltu 155 foreldrar út CSHQ 
listann og reyndust börn þeirra allra yfir viðmiðum fyrir hugsanlegan svefnvanda.  
Niðurstöður rannsóknarinnar er varða tíðni svefnvanda voru því í samræmi við erlendar 
rannsóknir þar sem stór hluti barna með sérþarfir á við svefnvanda að stríða.  Algengasta 
fagaðstoðin sem foreldrar höfðu sótt vegna svefnvanda barns var læknisaðstoð og var 
meirihluta foreldra ráðlagt að nota meðferð í formi lyfjagjafar.  Skortur er á íslenskum 
rannsóknum um svefnvanda barna með sérþarfir og þessi rannsókn veitir upplýsingar um 
stöðu mála á því sviði.  Mikilvægt er að rannsaka frekar gagnsemi lyfja við svefnvanda 
barna. 

Lykilorð: Svefn barna, svefnvandi, svefn, sérþarfir. 
 
Sleep is a necessary component for maintaining good health (Dahl, 1996; Dewald, Meijer, 
Oort, Kerkhof & Bögels 2010).  Around 30% of children at the age of 0-5 years are thought 
to have problems with sleep (Richdale, 1999).  Additionally, up to 80% of children with 
special needs have sleep problems (Richdale & Schreck, 2009; Richdale, 1999).  The 
purpose of this study was to examine statistical information of sleep problems in children 
with special needs in Iceland.  In addition, the purpose was to gain information on what 
treatments are suggested when parents seek help for their child’s sleep problem.   
A questionnaire was sent out to parents of children with special needs in Iceland in 2016 and 
2017.  The questionnaire consisted of background questions and a scale for measuring sleep 
problems: Children’s Sleep Habits Questionnaire (CSHQ).  Majority of parents said that 
their child had struggled with a sleep problem and that the sleep problem was still present.  A 
total of 155 parents completed the CSHQ and all their children scored above cut-off score for 
a possible sleep problem.  The frequency of sleep problems was consistent with previous 
literature where a large proportion of children with special needs have sleep problems.  In 
this study, parents mostly reached out to doctors who recommended medication as treatment.   
There is lack of research on the prevalence of sleep problems in children with special needs 
and the current study provides information about the situation in Iceland.  It is important to 
study further the usage of medicine for children’s sleep problems.   

Keywords: Children’s sleep, sleep problem, sleep, special needs. 
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Foreword and Acknowledgements 
 
This final research project was conducted from 2016-2017 at Reykjavík University.    

The main goal was to gather data on the prevalence of sleep problems for children with 

special needs in Iceland.  Also, the study was aimed at finding out where the parents of 

children with special needs had seeked professional assistance and what treatment they had 

been advised for their child’s sleep problem.  This project was conducted over three 

semesters as a part of a master’s program in clinical psychology at Reykjavík University.  In 

spring 2016, the student wrote and handed in a literature review on the subject and applied 

for consent at the The National Bioethics Committee of Iceland and The Data Protection 

Authority of Iceland for conducting a research through a questionnaire.  Two students 

applied for the consent together, seeing as they would be gathering data together but writing 

about different aspects of the results.  One, Þórarinn Freyr Grettisson wrote about behavior 

problems in children with special needs while the other, Hulda Jónsdóttir Tölgyes, wrote 

about sleep problems in children with special needs.  The consent was given in June 2016. In 

fall 2016, a questionnaire was made for parents of children with special needs in Iceland. 

The questionnaire was sent out by e-mail through several organized interest groups that had 

all given consent for forwarding them to their members who were parents of children with 

special needs.  At the end of the fall semester in 2016, the students also handed in a method 

chapter for the project.  The two students did this together but the final method chapters in 

their research projects were written independently.  In spring 2017, the student worked 

through the results of the questionnaire and finished writing the final project.  The results of 

the final research project were presented at Reykjavík University on the 29th of April, 2017.  

Should the research project be published as an article in a journal, Berglind 

Sveinbjörnsdóttir, Simon Dymond and Þórarinn Freyr Grettisson will be co-authors. 
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Prevalence and interventions of sleep problems in children with intellectual and/or 

developmental disorders or other disabilities in Iceland 

	
Besides being essential to survival, the purpose of sleep is for the body and brain to 

repair, grow, and restore through neurocognitive and physiological processes (Curcio, 

Ferrara & Gennaro, 2006; Spruyt, O’Brien, Cluydts, Verleye & Ferri, 2005).  In addition, 

sleep is extremely important for memory and performance for children and adolescents in 

school (Curcio, Ferrara & Gennaro, 2006; Stores, 1999).  The most commonly reported 

problems for sleep are difficulties with falling asleep, bedtime resistance, waking up 

frequently during the night, or waking up very early (Galland & Mitchell, 2010; Richdale & 

Wiggs, 2005).  Problems with sleep can adversely affect overall daytime function for those 

who suffer from it and their families (Wiggs & France, 2000).  There are several side effects 

from insufficient sleep.  Insufficient sleep can lead to impaired cognitive function and 

emotional regulation, factors that are constitutive for maintaining good health, in addition to 

other adverse affects such as irritability and low tolerance for frustration (Dahl, 1996; 

Dewald, Meijer, Oort, Kerkhof & Bögels 2010).   

Although sleep problems are common within the normal population of children and 

adolescents (around 20%-30%), the prevalence of sleep problems is higher for children with 

intellectual and developmental disabilities (Berkman, 2006; Didden, Korzilius, Aperlo, 

Overloop & Vries, 2002; Moss, Gordon & O’Connell, 2014; Richdale, Francis, Gavidia-

Payne & Cotton, 2000; Stores, 1999; Wiggs & France, 2000).  Children with autism 

spectrum disorders fall under the category of children with developmental disorders 

(Richdale & Schreck, 2009).  For children with autism spectrum disorders specifically, the 

prevalence for sleep problems is estimated to be between 44% - 89% (Richdale & Wiggs, 

2005).  In addition, around 25%-50% of children with Attention deficit-hyperactivity 

disorder (ADHD) are estimated to have problems with sleep (Spruyt & Gozal, 2011).  As 
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these numbers show, when disabilities of intellectual or developmental nature are present, 

the proportion of children that have sleep problems is large compared to the normal 

population (Richdale & Schreck, 2009).  This high prevalence of sleep problems for children 

with disabilities is of concern since these problems can affect various different aspects of the 

lives of children and their families.  Specifically, sleep problems can affect children and their 

family both during the day and night.  Didden and colleagues (2002) demonstrated that 

severe sleep problems for children with intellectual disabilities were connected to problem 

behavior in the daytime such as non-compliance, hyperactivity and aggression.  Also, sleep 

problems are specifically troublesome for children with autism as they have been linked to 

increased problem behavior during daytime (Vriend, Corkum, Moon & Smith, 2011).  

Similarly, other studies have indicated association between sleep problems and compromised 

functioning in the daytime and family stress (Richdale & Wiggs, 2005).  This is a concern, 

specifically as children with intellectual and/or developmental disabilities have problems in 

their daytime function, due to their disability, and poor sleep can exacerbate these problems 

(Polimeni, Richdale & Francis, 2007).  Sleep problems for children may often become a 

family problem seeing as parents and other members of the home might be affected by a 

disturbed sleep pattern of one member in need for their attendance.  As an example, 

caregivers of children with sleep problems experience a decrease in wellbeing and an 

increase in stress levels and psychological exhaustion (Hoffman, Sweeney, Gilliam, Lopez-

Wagner, Hodge, Nam & Botts, 2008; Mörelius & Hemmingsson, 2014; Polimeni, Richdale 

& Francis, 2007; Wiggs & France, 2000).  Since sleep problems can have such an impact on 

the quality of life for individuals and their significant others, it is important to find an 

appropriate treatment.  More importantly, it is critical to first find out the underlying cause.  

Only by identifying the underlying cause one can design an effective treatment.    
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Contributing factors to sleep problems 

Since children with disabilities can have complex and multifarious problems of 

physiological, psychological and psychosocial nature, it is difficult to pinpoint what mainly 

contributes to a sleep problem within each child.  The reasons behind sleep problems can be 

of physiological, behavioral or environmental origins.  For some children, there might be 

physical factors such as congenital narrowing of airways that interrupt breathing and low 

muscle tone or medical problems that might lead to problems with sleep (Richdale & Wiggs, 

2005).  For children with intellectual disabilities, the sleep problem might be based on 

learning a certain sleep routine behavior (Richdale & Wiggs, 2005).  Therefore, it would be 

understandable that intellectual disabilities can cause poor learning and maintenance of 

behavioral bedtime routines on behalf of the child.  Environmental factors such as lighting, 

room temperature, the presence of television or computer screens and tablets or phones are 

all important to consider while determining what contributes to sleep problems (Galland & 

Mitchell, 2010).  Furthermore, the way parents and caregivers view and act on the sleep 

problem of their child matters, seen as the problem can also be of a behavioral kind.  Without 

being aware of it, parents can maintain their child’s sleep problems by reinforcing 

inappropriate sleep behavior (Robinson & Richdale, 2004).  An example of this could be 

when a child is in bed but constantly calls out to a parent and the parent attends to the child 

immediately each time.  This way, the behavior of the child asking for a parent’s attention 

can be positively reinforced and therefore, is maintained.  It is important that an effective 

intervention for sleep problems is identified for each case to prevent further health problems.   

 Often, parents of children with special needs seem to think that treatment is not 

possible or available for severe and long-lasting sleep problems of their child or they assume 

the irregular sleep pattern of their child is to be expected for a child that is not developing in 

a typical way (Robinson & Richdale, 2004).  In addition, parents of children with sleep 



SLEEP PROBLEMS IN CHILDREN WITH SPECIAL NEEDS 
   
	

8 

problems often view the effects of sleep problems as behavior problems during the daytime 

and therefore do not attend to a sleep problem that might be playing a major role in the 

child’s behavior during awake hours (Moss, Gordon & O’Connell, 2014).  The literature of 

interventions for sleep problems for children with special needs is limited and more research 

is needed (Moss, Gordon & O’Connell, 2014; Richdale & Wiggs, 2005, Wiggs & France, 

2000).  The most common intervention has been of a medical kind.  However, researchers 

have found that behavioral interventions have proven effective when it comes to treating 

sleep problems for typically developing children as well as children with special needs 

(Vriend, Corkum, Moon & Smith, 2011).    

Medical interventions 

Although the empirical support, about the effectiveness of medical intervention for 

sleep problems is lacking, medication is the intervention most frequently used to treat sleep 

problems (Owens, Rosen & Mindell, 2003; Ramchandani, Wiggs, Webb & Stores, 2000; 

Richdale & Wiggs, 2005; Robinson & Richdale, 2004).  Several authors have mentioned that 

medical interventions lack empirical support (Dodge & Wilson, 2001; Kennaway, 2015) and 

have limited efficiency compared to interventions of behavioral kind (Ramchandani, Wiggs, 

Webb & Stores, 2000; Stores, 1999).  Some imply that medical interventions are needed 

when a behavioral intervention alone is not sufficient to treat sleep problems (Dodge & 

Wilson, 2001; Hollway & Aman, 2011).  Owens and colleagues addressed that medical 

interventions, both with prescription medicine and nonprescription medicine, was a fairly 

common treatment for children’s sleep problems in the United States (Owens, Rosen & 

Mindell, 2003).  There were two main kinds of medicine: (1) nonprescription short-term and 

situational use of medicine for stress, pain and travel and (2) prescription long-term usage for 

chronic sleep problems for children with disorders.  Pediatricians that were participants in 

the study described worries of excessive use of medications for children’s sleep problems 
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and possible negative side-effects.  Many of the pediatricians admitted that sleep problems in 

children often had evolved into a family problem which was often the rationale of 

prescribing such medication.  Owen and colleagues (2003) further reported that pediatricians 

seemed to be conservative about prescribing medication for sleep problems and more than 

half of them advised parents to use medication only in conjunction with behavior therapy.  In 

other studies, it has been mentioned that the use of Melatonin is an effective short-term 

intervention for children with developmental disabilities who have sleep problems (Dodge & 

Wilson, 2001; Wirojanan, Jacquemont, Diaz, Bacalman, Anders, Hagerman & Goodlin-

Jones, 2009).  In a recent review article from 2015 on potential safety issues, when using 

Melatonin as sleep medicine for children, it was mentioned that thorough research on safety 

for long-term use is not in place and that Melatonin is nowhere in the world registered for 

use by children (Kennaway, 2015).  Despite this information, Iceland’s Directorate of Health 

has published that the use of medicine, with the active ingredient Melatonin to treat sleep 

problems for children in Iceland, has increased in the last years.  Neither the efficacy of the 

drug nor the safety of using it for children has been researched thoroughly (Directorate of 

Health, 2016).  The same trend has also been seen in Australia and Norway where 

pediatricians frequently recommend or prescribe Melatonin or Circadin for children’s sleep 

problems (Hartz, Furu, Bratlid, Handal & Skurtveit, 2012; Heussler, Chan, Price, Waters, 

Davey & Hiscock, 2013).  Because of the lack of empirical support of medicine as treatment 

for children’s sleep problems it is important to acknowledge other evidence-based methods 

and examine the accessibility of information to parents about the choice of various 

treatments.  One evidence based method to be mentioned is of a behavioral kind.  

Behavioral interventions 

Behavioral interventions are based on the idea that sleep problems develop because 

either children have not learned an appropriate sleep routine or the contrary, they have 
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learned an inappropriate sleep routine (Robinson & Richdale, 2004).  These interventions 

have been the choice of treatment for various sleep problems and are especially appropriate 

when treating children with disabilities (Richdale & Wiggs, 2005).  Behavioral interventions 

based on functional analysis have been used successfully to treat sleep problems.  In those 

instances professionals find out the maintaining factors of the child’s behavior which can be: 

(1) escape from the situation (being alone in bed), (2) longing for attention (from a parent or 

sibling) or (2) access to tangible things (toys, books, computer) (Jin, Hanley & Beaulieu, 

2013).  After finding the maintaining factor the professionals can then set up a function 

based treatment.  For example, Jin and colleagues found that the interruptive sleep behavior 

of one of the children in their study was maintained by access to books and magazines that 

were in the child’s bed (Jin, Hanley & Beaulieu, 2013).  The treatment was based on 

allowing access to these items for 20 minutes before the bedtime routine started and to 

remove them when it was bedtime.  This resulted in the decrease of interruptive sleep 

behavior for the child.   

Stimulus fading and extinction have proven successful when it comes to treating 

sleep problems in children.  However, it should be mentioned that parents have described 

using extinction as being very difficult and stressful both for themselves and their children 

(Loutzenhiser, Hoffman & Beatch, 2014; Robinson & Richdale, 2004).  Wiggs and France 

(2000) found that a range of behavioral interventions have been effective when it comes to 

treating sleep problems in children with different types of disabilities and/or disorders. 

Similarly, Richdale and Wiggs (2005) later reviewed behavioral interventions for sleep 

problems for children with developmental disabilities and found that all of the 22 empirically 

based interventions being reviewed were effective in reducing most sleep problems.  The 

large majority of the 22 interventions examined consisted of bedime routine, extinction 

procedures, and sleep diaries filed by parents.  Behavior based interventions have also been 
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effective when implemented by parents or caregivers.  An example of a behavior based 

intervention is a parent-assisted group treatment that was used for twenty-six families of 

children and adolescents with developmental disabilities amongst 8-18 year old individuals 

(Moss, Gordon & O’Connell, 2014).  The intervention consisted of a workshop where 

education for the parents was provided, a sleep assessment was conducted and information 

such as medication was documented.  Based on this, an individualized program was 

developed for each child and followed through by professionals and parents working 

together.  Different questionnaires were used, amongst them the Children’s Sleep Habits 

Questionnaire (CSHQ).  There was a significant improvement in sleep for children and 

adolescents with developmental disabilities.  Behavioral treatment is effective when treating 

sleep problems, both for children with and without disabilities and/or disorders.  It is 

important that information regarding the effectiveness of different kinds of treatments for 

sleep problems is accessible both for parents and professionals in order to provide 

appropriate treatments for children with sleep problems and their families.  

This paper reviews statistical information of sleep problems in children with 

intellectual and/or developmental disabilities and other disabilities in Iceland.  Furthermore, 

this study sheds a light on the current situation in sleep problems concerning the parent’s 

choice of professional assistance, recommendation of treatment, and the use of medicine for 

sleep problems.  Currently, no data are in place in Iceland that show the overview of this 

valuable information.  Sometimes the term: children with special needs is used as 

simplification for children with intellectual/developmental disabilities and/or other 

disabilities/disorders.	
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Method 
 
Participants 

Participants consisted of 203 parents of children with special needs in Iceland.  The 

children of the participants were on the age range of 1 year old -18 year old (M = 8.9; SD = 

3.75. Gender ratio: 32% girls, N = 65 and 68% boys, N = 138).  The majority of the 

participants were located on the capital area of Iceland, or 68.7%, a total of 29.9% lived on 

the rural area of Iceland and 1.4% lived outside of Iceland. 	

Materials/instruments 

The questionnaire consisted of background questions regarding age, gender, 

diagnosis of disorder, information about sleep and behavior problems, the choice of 

assistance, and recommended treatments for sleep problems.  Also, the questionnaire 

included the Children’s Sleep Habits Questionnaire (CSHQ).  

Children’s Sleep Habits Questionnaire (CSHQ) 

The CSHQ is a 45-item parent-report sleep-screening instrument.  CSHQ has been 

useful as a screening tool to identify sleep problems of both behavioral and biological nature.   

Based on the research of Owens, Spirito and McGuinn (2000) the psychometric properties of 

the CSHQ are adequate with an alpha coefficient for a clinical sample at 0.78 and the 

coefficients for the subscales ranging from 0.36 to 0.93.  Test-retest reliability was on the 

range from 0.62 to 0.79.  Currently, Icelandic norms for CSHQ are not available. 

Procedure 
 

The study was based on a questionnaire filled out by parents of children with special 

needs in Iceland in 2016 and 2017.  The parents were accessed by sending an e-mail with a 

link to the questionnaire through several organized interest groups in Iceland: Umhyggja, an 

association for parents of children with long-term illnesses, the Autism association, the 

ADHD association and the parent group of Klettaskóli, a school for children with special 
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needs in Iceland.  A total of 243 answers were received but 203 were usable.  The 

questionnaire had a statement where the participants were informed of the study’s purpose 

and how the gathered information would be processed and stored.  The participants answered 

anonymously and no information was identifiable to specific participants.  The study was 

approved by The National Bioethics Committee of Iceland and The Data Protection 

Authority of Iceland. Consent number: 16-078-S1. 

Statistical analysis  

The website: www.surveymonkey.com was used to gather data through a 

questionnaire.  All data was then registered and analyzed with the software SPSS Statistics. 

Results 
 

Figure 1 shows the percentage of previous sleep problems as well as sleep problems 

that were still present for the children of the participants when they filled out the 

questionnaire.  A total of 83% of parents said their child had previous problems with sleep 

and 75% said that this problem was still present today.  

 

 
Figure 1. Percentages of parents who reported their children had sleep problems in the past 
and parents who reported their children were currently dealing with sleep problems.  
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A total of 155 parents completed the Children’s Sleep Habits Questionnaire and all of their 

children scored above cut-off score for a possible sleep problem.  The cut-off score for a 

possible sleep problem is 41 and the participant’s scores ranged from 43-79 (M = 58,3; SD = 

7.3).  Figure 2 shows that a majority (75%) of the children of parents who reported a sleep 

problem for their child also measured as having a sleep problem on CSHQ, and also that a 

quarter (25%) of the parents reported no sleep problem although their child scored above cut- 

off score on CSHQ.  

Figure 2. Percentages of parents who reported or did not report a sleep problem for the 
children who scored above cut-off score on CSHQ. 
 
Figure 3 depicts that the parents answered questions about how much impact they considered 

the sleep problem to have on their child.  A total of 43% said the sleep problem had a big 

impact on the child and 29% of them said it had some impact on the child.  When asked of 

how much impact the sleep problem had on the family as a whole, 52% said it had a big 

impact on the family and 38% said it had some impact on the family as a whole.  Very few 

parents said the sleep problem had little or no impact on the child and family.    
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Figure 3. The percentages of impact of sleep problem on the child and on the family. 
 
Table 1 shows that a majority of the participant’s children had Attention-deficit hyperactivity 

disorder (ADHD) or Autism spectrum disorder (ASD).  Around half of the children had 

more than one diagnosis of disorders.  

Table 1 
Number and proportion of answers from participants on their child’s diagnosis 
Diagnosis Count (N) Percentage (%) 

Attention-deficit hyperactivity disorder (ADHD) 69 34 

Autism spectrum disorder (ASD) 20 9.9 

ADHD + ASD 23 11.3 

ADHD + Oppositional defiant disorder (ODD) 23 11.3 

ADHD + ASD + Other developmental disability 20 9.9 

ADHD + ODD+ Other developmental disability 23 11.3 

Other diagnosis/other combinations of diagnosis 20 9.9 

No formal diagnosis 5 2.4 

 
Table 2 shows the answers from parents about where they received professional assistance 
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assistance from sleep consultants (3.9%) for their child’s sleep problem.  A total of 15.8% of 

the parents did not seek professional assistance for their child’s sleep problem. 

Table 2  
Number and proportion of answers from participants about if and where they got 
professional assistance for their child’s sleep problem  
Parent’s choice of professional assistance Count (N) Percentage (%) 

No professional assistance 32 15.8 

Behavior specialist 15 7.4 

Developmental therapist 9 4.4 

Doctor 115 56.7 

Nurse 22 10.8 

Psychiatrist 43 21.2 

Psychologist 35 17.2 

Sleep consultant 8 3.9 

Social worker 16 7.9 

Specialized teacher 9 4.4 

Note.  This was a multiple answer question and participants (N=203) could mark more than 
one choice. 
 
The most commonly recommended treatment for a child’s sleep problem was medication 

(Table 3).  Overall, 57.6% of the parents said they had been advised the use of medication, 

following with recommendation of change of the child’s bedtime routine (25.6%) and 

change of the child’s sleep environment (22.7%). 
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Table 3 
Number and proportion of answers from participants about the recommendation by 
professionals of treatment for their child’s sleep problem 
Professional’s recommendation of treatment Count (N) Percentage (%) 

Change of bedtime routine 52 25.6 

Change of dietary habits 12 5.9 

Change of sleep environment 46 22.7 

Increased exercise 21 10.3 

Medication 117 57.6 

Vitamins/herbs 12 5.9 

Note.  This was a multiple answer question and participants (N=203) could mark more than 
one choice. 
 
The most commonly prescribed medicine for the child’s sleep problem was 

Melatonin/Circadin (sleep medicine) (Figure 4).  The second most commonly prescribed 

medications were different combinations of Melatonin/Circadin and one/two of the following 

medicines: Phenergan (allergy medicine), Vallergan (allergy medicine), Nozinan 

(antipsychotic medicine) or Atarax (sedative medicine).  
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Figure 4. Percentages of different combinations of prescribed medicine for the children’s 
sleep problems. 
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children with sleep problems were more likely to complete the CSHQ and that the other 

parents did not see a reason to complete it, (2) cultural factors concerning sleep settings and 

sleep routines can vary greatly and this might affect the scoring.  A scale to measure 

children’s sleep problems and Icelandic norms to compare to is needed in Iceland.  

The results in the current study illustrate how much impact parents thought their child’s sleep 

problem had on both the child and the family as a whole.  This provides information about 

how sleep problems can truly affect and disturb the lives of families with children and 

further emphasizes the need for providing these families with appropriate evidence-based 

treatments.  Consistent with previous research (Owens, Rosen & Mindell, 2003; 

Ramchandani, Wiggs, Webb & Stores, 2000; Richdale & Wiggs, 2005; Robinson & 

Richdale, 2004), medical interventions are the most widely used methods for children’s sleep 

problems in Iceland.  Although behavioral interventions have been most effective (Vriend, 

Corkum, Moon & Smith, 2011), few parents had seeked assistance from sleep consultants, 

behavior specialists or psychologists for their child’s sleep problems.  However, many 

parents reported having had behavioral advice on how to treat their child’s sleep problem 

either to change the child’s sleep environment and/or to change the child’s bedtime routine.   

The questionnaire did not entail a question about who advised the parents a specific 

treatment.  Thus we cannot be sure which professionals suggested one method over the other.  

Even though some types of medicine are listed together in Figure 4, it is worth 

mentioning that it is not known whether these medication were taken simultaneously or at 

different points in time, individually.  Based on the participant’s answers in this study, the 

most commonly recommended/suggested medicine for children’s sleep problems was 

Circadin and Melatonin.  Although not available for sale in Iceland, parents were advised to 

administer Melatonin.  However, Circadin is sold in Iceland via prescription and its active 

ingredient is Melatonin.  It is possible that parents were advised to buy the medicine in other 
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countries.  Medicine with the active ingredient Melatonin has frequently been used as an 

over-the counter sleep medicine in the United States and is not regulated by the Food and 

Drug Administration (FDA), but in other countries like Australia, Norway and Iceland, it has 

to be prescribed by a doctor (Hartz, Furu, Bratlid, Handal & Skurtveit, 2012; Kennaway, 

2015).  Additionally, Circadin specifically is registered as a sleep medicine for the treatment 

of short-term insomnia in adults at the age of 55 and older and its safety of use has not been 

confirmed for children and adolescents (Hartz, Furu, Bratlid, Handal & Skurtveit, 2012; 

Kennaway, 2015).  This is worthy of further research on the efficacy of long-term use of 

medication for children’s sleep problems.   

The study’s results are thought provoking on the prevalence and how sleep problems 

for children with special needs are being treated in Iceland.  Further research is needed for 

several reasons: (1) to gather practical information for parents on where they can receive 

appropriate professional, evidence-based assistance for their child’s sleep problem, (2) to 

make sure that parents have accessible information on evidence based treatments and their 

long term efficiency, and (3) to make sure that safety is being met and medicine is being 

used appropriately if needed when it comes to treating sleep problems in children.  The study 

gives ground for further research on the matter of sleep problems for children with special 

needs in Iceland, especially concerning what treatments are available and effective.  Despite 

the limited number of participants in the study the gathered information showed how high 

the proportion of sleep problems was for the participant’s children and what treatments were 

being recommended for parents of children with sleep problems in Iceland.  Hopefully, the 

study will provoke interest in the important health issue of sleep problems, which seems to 

be a very common problem for children with special needs and their families.    
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