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Are You Awake? Why Sleep Matters 
in Marriage and What Couples Can
Do About It
Jeremy B. Yorgason, Ph.D., Associate Professor, School of Family Life, Brigham Young University, 
jeremy_yorgason@byu.edu; Amber Seidel, Ph.D., Assistant Professor, Department of Human 
Development and Family Studies, Pennsylvania State University–York; Amy Rauer, Ph.D., Associate 
Professor, Department of Child and Family Studies, University of Tennessee, Knoxville; and Courtney A. 
Polenick, Ph.D., Research Fellow, Department of Psychiatry, University of Michigan Medical School

In Brief
˜ Sleep is an important correlate of 

marital quality.
˜ The relationship between sleep and 

marital quality is bidirectional.
˜ Family professionals should help 

couples deal with both sleep 
disruptions and sleep disorders.

Sleep Affects Marriage Relationships
Among married couples, sleep is a 
particularly important correlate of marital 
quality. Multiple sleep indicators are linked 
with marital outcomes, including sleep 
quality, sleep disturbances, sleep disorders, 
and even congruence of spousal sleep 
patterns (Strawbridge, Shema, & Roberts, 
2004; Yorgason et al., 2016).

The significance of sleep for marital functioning 
does not appear to diminish over time. Some 
research points to links between sleep and 
marital quality even among older couples. For 
example, Strawbridge and colleagues (2004) 
found in 405 older adult couples that a 1-point 
increase in self-reported sleep problems was 
associated with a 12% and 15% increase in 
individual and spousal measures, respectively, 
of unhappiness in marriage. Other studies 
have indicated that sleep disturbances 
associated with formal sleep disorders (e.g., 

obstructive sleep apnea) also correlated 
negatively with marital quality. Likewise, 
variations in sleep time and sleep disruptions 
accompanying the transition to parenthood 
are linked with decreased marital satisfaction. 
Finally, sleep disturbances (decrease in quality, 
duration, and habitual sleep efficiency) have 
been shown to predict intimate partner 
violence (IPV), and IPV in turn predicts greater 
sleep disturbances (Rauer & El-Sheikh, 2012).
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Why would marriage and sleep be linked? 
Married couples not only share their 
lives together; they also often share an 
evening routine and normally a bed. 
So, sleep can affect daily interactions. 
Yorgason and colleagues (2016) found that 
sleep in older couples was linked to daily 
marital interactions through its influence 
on individual mood. Other research 
has suggested that conflict in romantic 
relationships may increase on days following 
a poor night’s sleep. In contrast, couples may 
be better able to resolve conflicts when they 
feel well rested. The work of Hasler and Troxel 
(2010) supports the bidirectional nature of 
these daily associations between sleep and 
marital quality. They collected measures daily 
over a week from 29 heterosexual couples 
and found that variations in objective 
and subjective sleep efficiency measures 
were linked with positive and negative 
partner interactions on the following day 
(sleep affecting marriage), and that those 
interactions predicted individual reports of 
sleep quality on the following day (marriage 
affecting sleep). For example, using wrist 
actigraphy (monitoring devices) and self-
reported sleep diaries, Hasler and Troxel 
found that, for men, higher sleep efficiency 
predicted less negative partner interaction 
during the following day, and for women, 
lower spousal concordance in sleep–wake 
timing predicted less positive and more 
negative partner interactions. 

Such evidence provides clear support 
for the model of dynamic association 
between relationship functioning and sleep 
developed by Troxel, Robles, Hall, and Buysse 

(2007). The dynamic association model 
posits a bidirectional connection between 
relationship functioning and sleep, through 
chronobiological, behavioral, psychological, 
and physiological pathways. The model also 
considers vulnerability or contextual factors 
that could influence associations, including 
psychopathology, personality, socioeconomic 
or occupational factors; stressful life events; 
and gender. We consider here how some 
of these factors might exacerbate the links 
between sleep and marriage and what 
couples might do to improve their sleep and, 
consequently, their relationship.

Why Couples Sometimes Don’t Get 
Good Sleep
Sleep is a key factor in maintaining optimal 
health and well-being throughout the 
lifespan (Centers for Disease Control and 
Prevention, CDC, 2015), yet many Americans 
experience poor sleep. Although research 
points to a clear connection between marital 
quality and sleep, it is important to consider 
some of the mechanisms that may affect 
husbands’ and wives’ sleep. Two key areas 
to consider are chronic sleep disorders and 
regular interruptions.

Roughly 50 million to 70 million adults in the 
U.S. have a chronic sleep disorder such as 
insomnia or obstructive sleep apnea (OSA; 
see Institute of Medicine, 2006). Given the 
dyadic nature of sleep, a sleep disorder in one 
spouse also may increase the partner’s risk 
for a sleep disorder. When one spouse has 
insomnia, for instance, his or her inability to 
sleep may disrupt healthy sleep patterns in 
the partner. Likewise, OSA typically involves 
loud snoring and sudden awakenings with 
gasping or choking. Along with concerns 
about the partner’s abnormal breathing, such 
disruptions may regularly prevent spouses 
from getting a good night’s sleep. On the 
positive side, spouses often play a key role in 
encouraging people with sleep disorders to 
seek and maintain treatment. Fortunately, the 
successful treatment of sleep disorders (e.g., 
continuous positive airway pressure [CPAP] 
machines to manage OSA) may have lasting 
benefits for marital quality and the well-being 
of both spouses.

Throughout marriage, intersecting family 
roles may interrupt couples’ sleep patterns. 
Parenting, for example, brings many factors 
that can interfere with sleep. With infants, 
there are nightly feedings and diaper 
changes. As parenting continues, children 

experience other nighttime disruptions such 
as illnesses and bad dreams. Once children 
become teenagers, they can engage in 
many activities that go late into the night 
and keep worried parents awake. Strikingly, 
even worries about grown children who 
have left the home can negatively affect 
parents’ sleep. Middle-aged adults are also 
commonly “sandwiched” between caring 
for dependent children and aging parents. 
These multigenerational caregiving roles 
may compete with sleep, particularly when 
combined with marital strain. Beyond these 
factors, couple activities such as going on 
dates or sexual intimacy may enhance the 
marital relationship but could further cut into 
limited sleep time. 

In addition to family factors, individual 
factors also may contribute to couples’ sleep 
disturbances. Daily stressors from work or 
other responsibilities outside of the home, 
for example, may lead to sleep problems, 
which can potentially extend to one’s spouse. 
Furthermore, spouses may have conflicting 
preferences that ultimately hinder the sleep 
patterns of one or both partners. Wives 
and husbands may disagree, for instance, 
about important aspects of sleep, including 
temperature of the bedroom, firmness of the 
mattress, whether they share a bed, or their 
preferred sleep and wake times. Although 
many circumstances that interfere with sleep 
cannot be avoided, there are things couples 
can do to achieve better sleep.

What Couples Can Do to Get Better Sleep
In light of the potential costs of not getting 
a good night’s sleep, one may ask, what 
can I do to get better sleep and benefit my 
marriage? And what is the role of family 
professionals in helping couples with their 
sleep? Luckily, in contrast to other less 
tractable predictors of marital outcomes (e.g., 
addiction, socioeconomic deprivation), sleep 
is comparatively amenable to intervention 
efforts. For couples who suspect that one 
or more of the partners has a serious sleep 
concern (e.g., sleep apnea), advances in both 
the diagnosis and treatment of a variety of 
sleep disorders can help minimize the effects 
of sleep problems on daily life. 

It is likely, however, that nearly all couples 
can benefit from enhanced sleep. 
Accordingly, researchers and practitioners 
have begun to highlight the importance 
of “sleep hygiene,” which refers to a variety 
of behavioral practices and environmental 
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Overview and Introduction

Sleep
Judith A. Myers-Walls, Ph.D., CFLE Emeritus, Professor Emerita, Department of Human Development and   
Family Studies, Purdue University, jmyerswa@purdue.edu

Judith A. Myers-Walls

“How did you sleep last night?,”  “Don’t lose any sleep over it,”  “Let 
me sleep on it,”  “Sleep well”—we talk about sleep a lot in day-to-
day conversation! But I wish we had a term in English equivalent 
to one I learned in German: ausschlafen. Directly translated, it is 
something like “Did you sleep out?” What it means is, did you sleep 
as long as you needed to and wake up when you were ready?

That question could be asked in all the articles in this issue of Family 
Focus. Clearly, getting enough sleep is a challenge in family life! We 
begin with an article by Jeremy Yorgason, Amber Seidel, Amy Rauer, 
and Courtney Polenic. They provide an overview of the interaction 
between sleep and marital quality. Paul Rosenblatt builds on that 
topic as he points out how couples need to continually revisit and 
renegotiate sleeping habits and arrangements throughout their 
relationship. Shelby Borowski, Jill Naar, and Anisa Zvonkovic then 
explore how sleep-related work demands—specifically, overnight 
travel—influence both work and family. 

In reviewing all of these discussions of sleep and families, I 
discovered a current hot-button issue that invites impassioned 
opinions from professionals and parents alike: co-sleeping with 
infants. We have several articles addressing different aspects of 
this topic. Douglas Teti offers a careful review of the research 
that looks at the reciprocal influences of family relationships and 
infant sleep arrangements and outcomes. Lindsay Wright and 

Alicia Deaver address the period of the 
initial transition to parenthood and its 
relationship with marital quality. Three 
articles take different perspectives on 
the controversies connected with co-sleeping versus solitary sleep 
for infants. Wendy Middlemiss and Kaylee Seddio use findings from 
physiological measures to assess the impact on mothers of trying 
to reconcile conflicting recommendations. Elaine Barry explores 
why the rates of co-sleeping have risen despite professionals’ 
official discouragement of the practice. Adrienne Riegle shares 
some recent qualitative research that has taken a fresh approach 
to the topic.

Finally, two articles present recommendations related to somewhat 
older children. Preschool bedtime routines are addressed by 
Caroline Wall and Jenell Kelly, and Nicola Rodriguez discusses 
ongoing sleep deprivation among parents of children in a number 
of age groups and cultures. 

Throughout the process of compiling this edition, Paul Rosenblatt 
has provided advice and perspective. His long history of work in 
this area was immensely helpful. I hope this particular collection of 
facts, insights, and suggestions helps you understand better what 
families face on a daily basis and provides tools to help both you 
and your target population get a little more shut-eye!  0

conditions that promote regular, high-quality 
sleep (CDC, 2014). With regard to behavioral 
practices, the National Sleep Foundation 
suggests establishing a regular, relaxing 
bedtime routine (e.g., consistent bedtime), 
engaging in regular exercise during the day, 
limiting daytime naps to 20–30 minutes, and 
avoiding stimulants (e.g., caffeine, nicotine) 
and indigestion-causing foods (e.g., heavy 
foods, carbonated drinks) close to bedtime. 
Couples also are encouraged to set up 
a sleep-conducive environment, which 
includes a cool, dark room (between 60 and 
67 degrees is optimal, with minimal lights 
from lamps and devices such as TVs and cell 
phones) and a comfortable mattress and 
pillows. Although maintaining sleep hygiene 
can seem challenging at times, it is clear 
that the rewards for one’s health and one’s 
relationship make it a worthwhile investment 
for both partners. In light of these benefits, 
Family Life Educators can take a lead in 

sharing this information and helping couples 
implement the recommendations.

In conclusion, research indicates consistent 
links between how well couples sleep and 
the quality of their marriage. Couples and 
professionals who work with them should 
be aware of the effects of typical sleep 
interruptions as well as sleep disorders 
on individual and marital health. Efforts 
to improve sleep may prove beneficial for 
couples seeking to improve their marriage. 0
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Beginners Again and Again at Couple   
Bedsharing
Paul C. Rosenblatt, Ph.D., Professor Emeritus, Department of Family Social Science, University of Minnesota,  
prosenbl@umn.edu

Paul C. Rosenblatt

In Brief
˜ Couples are again and again beginners 

at bedsharing.
˜ Beginners have considerable potential 

for frustration and beginner errors.
˜ Many things can make a couple 

beginners again and again at 
bedsharing, including body, 
relationship, and environmental 
changes. 

A key thing I learned from the couples I 
interviewed for Two in a Bed: The Social 
System of Couple Bed Sharing (Rosenblatt, 
2006) was that couples are beginners 
again and again when it comes to sharing 
a bed. Any change in either partner, their 
relationship, or their environment may 
disrupt their system of bedsharing, and 
then they are beginners, struggling to work 
things out, experiencing frustrations, and 
possibly making beginner errors—the kinds 
of mistakes people are more likely to make 
when facing something new. Working out 
a mutually satisfactory way to deal with 
whatever makes them beginners again at 
sharing a bed can be challenging. 

Realizing the Importance of What Goes 
On in the Couple’s Bed
Perhaps I am dense, but I think any topic 
that is neglected in a scholarly community 
cannot be tuned out and ignored when 
interviewees bring up the topic again and 
again as crucial in understanding their lives. 
Couple bedsharing was like that for me. 
It came up in some interviews in various 
qualitative research studies of couples and 
families that I and my assistants conducted. 
But for a long time I ignored what people 
said about bedsharing, because that was 
not what I was looking for, and the family 
literature didn’t make it an important topic.

Finally, in a study in the 1990s, what 
interviewees were saying about bedsharing 
got past the barrier in my brain. I finally 
understood that what went on in couple 
bedsharing was important. In fact, a key 
reason I became interested in doing research 
on couple bedsharing was that bedsharing 
often came up in interviews of couples who 
had a child die (Rosenblatt, 2000a, 2000b). 
One couple, for example, talked about the 
first night after their child died. Lying in bed 
and feeling their loss together they resolved 
to remain a couple: “I can remember that 
night . . . him and I laying there and just 
making a vow to each other that it would 
not tear us apart” (Rosenblatt, 2000b, p. 142).

For another couple, quite the opposite 
happened. Together in bed shortly after their 
son’s death, they were miles apart in being 
able to connect, empathize, support, and 
even touch each other. For them, what they 
did not do while bedsharing was central to 
their feeling distant from each other and 
feeling alone and frustrated.

She: I’d lay in bed and cry at night, and 
he’d lay over near me and be embarrassed 
and not know what to do (laughing).

He: Yeah, I didn’t know exactly how to 
handle it (Rosenblatt, 2000a, p. 47).

At the time of the interview, 7 years after the 
loss, they had made progress in some ways 
but still struggled. For them and for some 
other couples in the study of parent grief, the 
bed was a crucial meeting place where they 
were beginners at understanding each other, 
grieving, working out their relationship, 
dealing with their differences about the loss, 
and learning to sleep together again. These 
interviewees showed me that bedsharing 
could not be taken for granted, that it was 
very important and not always easy for some 
couples, and that what went on in bed could 
be exquisitely sensitive to what happened to 
the couple outside of bed.

Consistent with what I heard from some of 
the couples in the parent grief study, most 
interviewees in the study of bedsharing 
(Rosenblatt, 2006) talked about again and 
again being beginners together in bed. Two 
areas of couple life stood out for me in my 
2006 study: workplace injuries and changes 
related to aging. These are examples of what 
made some couples beginners again at 
bedsharing. 

Workplace Injury and Bedsharing
Bedsharing can be very difficult when 
a partner develops a serious physical 
problem—for example, a damaged hip, 
knee, shoulder, or back, or the effects of 
chemotherapy, or the onset of sleep apnea. 
Consider workplace injuries. I think everyone 
I interviewed for Two in a Bed who had a 
blue-collar job and was at least 30 years of 
age had experienced at least one serious 
injury on the job that affected couple 
bedsharing. A fall, a back injury while lifting 
or moving something, or a repetitive-motion 
injury could make it hard to sleep in certain 
positions or hard to sleep at all. 

For example, the wife of a man who was 
a mechanic said: “He’s got a bad shoulder 
right now, so it’s hard for him to turn for 
spooning. . . . Before he would spoon with 
his arm around me” (Rosenblatt, 2006, pp. 
110–111). They struggled to find ways to 
replace the snuggling in bed that they used 
to do every night, and what they had found 
to that point was less satisfying to them 
than the snuggling they had done for years. 
So they were beginners not only at finding 
ways to cuddle but also at dealing with 
their disappointment over what they had 
lost from their relationship, temporarily or 
possibly permanently.

Aging and Bedsharing
The body changes that come with aging 
can interfere with individual sleep and make 
couples beginners again at working out how 
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and even whether to share a bed. Examples 
from the interviews include prostate issues 
that require a man to get up often during 
the night to urinate and body changes that 
cause snoring. Body changes like these can 
disrupt both partners’ sleep and make them 
individually and collectively beginners at 
figuring out what to do about bedsharing. 

When a woman starts feeling symptoms of 
menopause such as hot flashes, night sweats, 
difficulty sleeping, and mood swings, the 
challenges the woman experiences can also 
present challenges to couple bedsharing. 
One woman, for example, talked about her 
decreased need to keep warm at night:

I turn on our ceiling fan now because I 
probably have that premenopausal sweat 
during the night. I seem to get hot, and I 
wake up hot. . . . I used to always have cold 
hands and feet. . . . [Now] my hands and 
feet are always warm. . . . I don’t wear socks 
to bed anymore (Rosenblatt, 2006, p. 71).

This is a bedsharing challenge if her partner 
wants more covers on the bed than she does 
or feels uncomfortable with the ceiling fan 
on. The partners might also end up having 
less physical contact, because the woman 

might not feel comfortable in contact with 
her partner’s warmth.

Some women experiencing menopausal 
symptoms described times of having great 
trouble falling asleep or staying asleep, 
and the sleeplessness usually came with 
tossing and turning that might disrupt their 
partner’s sleeping. At times some women 
wanted to talk during the night with their 
partner about what was happening to them, 
and that meant their partner had to be 
awake to be a conversation partner. Several 
women stopped sharing the bed with their 
partners during times of hot flashes and 
sleeplessness, because they wanted to be by 
themselves and they felt that if they stayed in 
the couple bed they were making it too hard 
for their partner to sleep. So menopause, 
with all the ways it can make a woman 
feel like a beginner at dealing with what is 
happening to her, is also a couple issue, with 
couples being beginners at working out how 
and whether to share a bed.

Beginners Together Again and Again
In a vast array of areas of couple life, couples 
are beginners again and again. According 
to the couples interviewed for Two in a Bed, 

that is certainly true in couple bedsharing. 
A couple may still feel they are a committed 
couple and may still carry out many 
coordinated routines; however, despite that 
continuity and all the accommodations 
they have worked out with each other over 
their time together, they are again and 
again beginners at sharing a bed because 
of changes in either of them as individuals, 
changes in their relationship, or changes in 
the environment. As beginners, they may 
struggle, be frustrated with each other, make 
serious beginner errors, and take quite a 
while to figure out a new bedsharing system 
that works well enough for both of them.

Family professionals need to be smart about 
recurrent beginnings in bedsharing and 
all the other beginnings that couples and 
families encounter. We may help couples and 
families by not assuming things are constant 
in their lives but instead asking about what 
struggles they are facing. For example, it is 
good to ask about bedsharing because it 
reflects all sorts of challenges in couple life, 
everything from body and environmental 
changes to struggles to find ways to resolve 
differences. What might help couples 
and families to be better at their shared 
beginnings and to get along better during 
the process? At the very least, it may help 
them to understand how normal it is to be 
beginners again and to be patient with their 
beginners’ processes.  0
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Effects of Work Travel on 
Sleep Patterns
Shelby Borowski, M.S., doctoral student; Jill Naar, M.S., doctoral   
student; and Anisa Zvonkovic, Ph.D., Professor, Department of Human 
Development, Virginia Tech, anisaz@vt.edu

In Brief
˜ Work often influences sleep and sleep 

is associated with health outcomes.
˜ Conservation-of-resources theory 

suggests that sleep can be an  
important resource that people bring 
to their work and family lives—a 
resource that may differ between men 
and women. 

˜ Advanced research methods, such 
as time diaries, allow for additional 
insight into the effects of work travel 
on individuals’ sleep. 

Work, Health, and Sleep
Sleep affects and is affected by health, 
personal relationships, and occupational 
factors (Åkerstedt, Kecklund, & Gillberg, 
2007; Doi, 2005). When people experience 
high work and family demands, their sleep 
is compromised (Knudsen, Ducharme, & 
Roman, 2007). These demands may include 
feeling overloaded at work, experiencing 
conflict between work and personal roles, 
and performing repetitive tasks at work. 
Women have more sleep deficits than men, 
as a result of many health and work factors 
as well as gendered family responsibilities, 
especially if children are present in the home 
(Maume, Sebastian, & Bardo, 2010). 

Sleep as a Resource
Work is a way to increase resources, but it also 
requires and sometimes depletes resources. 
Sleep can be viewed as one of those 
resources. The conservation-of-resources 
theory (COR) (Hobfoll, 1989) proposes that 
individuals seek to acquire and maintain 
resources. Stress arises when there is a lack, 

Shelby Borowski, Anisa Zvonkovic, Jill Naar

loss (or potential loss), or threat involving 
resources. If individuals have low-quality sleep, 
they may experience a cycle of resource loss 
over time. Investing in sleep may protect 
other resources and aid in the recovery and 
gaining of resources. Traveling for work is 
one example of a job demand that may 
compromise the resource of adequate sleep. 

In today’s fast-paced society, workers may 
be expected to maintain a high work pace. 
This environment may lead to psychological 
strain, which affects sleep quality, and so 
depletes an individual’s resources (Nixon, 
Mazzola, Bauer, Krueger, & Spector, 2011). 
Cumulative exposure to 
high job demands has 
been found to affect 
sleep for people who 
work in a variety of 
jobs across the globe 
(De Lange et al., 2009). 
Qualitatively, full-time 
workers in the U.S. 
reported poorer-quality 
sleep when they felt 
overloaded by their work 
tasks. Objective work 
factors also influence 
sleep duration (Knudsen 
et al., 2007), such as 
longer work hours, time 
spent commuting, and 
repetitive work tasks 
(Chatzitheochari & Arber, 
2009; Knudsen et al., 
2007). These findings 
demonstrate the impor-
tance of examining both 
objective and subjective 
work factors to under-
stand the relationship 
between sleep and work. 

Work, Sleep, and Gender
When studies reported that people 
experienced work–family conflict, such that 
they felt that their work and family roles were 
competing, they experienced poorer sleep 
quality (e.g., Sekine, Chandola, Martikainen, 
Marmot, & Kagamimori, 2005). However, 
these experiences may be different for 
men and women (Arber, Bote, & Meadows, 
2009). Gender is an important component 
to examine within sleep research. Women’s 
participation rates in the workforce are 
comparable to those of men; however, work 
and family roles remain gendered. Women 
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tend to contribute significantly more to 
housework than men do (Hook, 2010). From 
a COR perspective, women may be losing 
valuable resources (i.e., sleep) to participate 
fully in paid work and their families. Women 
also tend to report poorer sleep quality 
than men (Maume et al., 2010). Specifically, 
women’s sleep was disrupted by responding 
to the needs of their family members. Some 
men experienced disrupted sleep due to 
coparenting, but most husbands had longer 
and more continuous sleep than their wives. 
Home and family responsibilities might be 
responsible for these differences; men who 
reported spending more than 30 minutes a 
day in child care or housework had a greater 
risk of shorter sleep duration than did men 
who spent less time (Chatzitheorchari & 
Arber, 2009). However, in the same study, the 
amount of time women spent on child care 
and housework did not directly influence 
their sleep duration. Therefore, examining 
gender in the context of work and sleep is 
crucial. 

Daily Diaries of Families Experiencing 
Work Travel
Our work focuses on families involved in 
frequent, overnight work-related travel, a 
particular job demand that is becoming 
increasingly common. About one-third 
of workers travel overnight for work, yet 
this population is understudied in the 
work–family literature (Gustafson, 2006). 
Research—and personal experience—
suggests that travelers report more difficulty 
sleeping when they are on a trip than 
when they are at home. Noise in the hotel 
room, an unfamiliar environment, and the 
disruption to circadian rhythms—especially 
if the travel results in time-zone changes—
may contribute to travelers’ sleep problems 
(DeFrank, Konopaske, & Ivancevish, 2000; 
Geiger-Brown, Trinkoff, & Rogers, 2011; 
Rogers & Reilly, 2002). Therefore, scholarship 
on work-related travel suggests that travel 
may influence workers’ sleep duration and 
sleep quality, thereby demonstrating the 
importance of examining sleep among those 
who travel frequently for work. 

Our study also focused on daily work 
experiences, as work experiences can 
fluctuate from day to day, and these 
experiences have been shown to affect 
stress, which relates to sleep quality. DeFrank 
and colleagues (2000) discussed post-trip 
stressors in their review of work stress, 

concluding that, when returning from a trip, 
workers indicated that work had “piled up” 
(e.g., expense accounts, unanswered email, 
work missed while out of the office). Workers 
compromised sleep during the trip and also 
when they returned home. These findings 
highlight the importance of examining 
stressors and resources at different time 
points in relation to sleep. 

The methodological approach of examining 
daily experiences enables researchers to 
examine day-to-day variations in experiences 
(Robles, Reynolds, Repetti, & Chung, 2013). 
We utilized a daily diary methodology to 
assess daily fluctuations in work experiences 
and sleep quality, both on a trip and at 
home. We also considered traveler gender in 
the analyses. We examined 90 workers who 
were mostly male (64%), White (88.3%), and 
highly educated (86% held a 4-year degree 
or higher). 

In our study, looking only at people whose 
jobs required frequent travel, we found that 
being on a trip made a difference for sleep 
duration and sleep quality (which included 
a general rating of quality and feeling 
refreshed). When on a work trip, respondents 
reported a lower amount of sleep and a 
lower sleep quality than when they were 
home. For quality of sleep, having a more 
intensive workday mattered, regardless of 
whether one was on a trip. For amount of 
sleep, the daily experience of work while on 
a work trip mattered: On days when people 
reported being highly productive, needing 
to use a high level of skill to perform their 
work that day, and having an intensive 
workday, people reported less sleep. The 
effect of daily work experiences on sleep 
duration was found only during the times 
that workers were on trips. These findings 
are consistent with COR theory and previous 
literature on work and sleep. An additional 
sleep finding that contrasts with previous 
research concerned how refreshed people 
felt after their sleep: On days when travelers 
were away from home, the more support 
they reported, the less refreshed they were 
after sleep. It may be that when people 
who are away from their work reported 
receiving support, they were also interacting 
more with coworkers and supervisors, 
which reduced their sleep. There were no 
significant findings related to gender, which 
suggests that men and women might 
experience work trips similarly. 

Implications
Workplaces should be interested in helping 
workers get a good night’s sleep to guard 
against workplace accidents and to improve 
productivity (Rosekind et al., 2010; Uehli et 
al., 2014). Assisting workers to sleep better 
could include delivering psychoeducational 
programming such as Family Life Education, 
providing quiet meditation spaces, or 
modifying job demands. Health providers 
should also ask about sleep experiences and 
quality of sleep. Insufficient sleep is related 
to greater risk of chronic health problems 
(Buxton & Marcelli, 2010). To the extent that 
the performance of housework and child 
care interfere with sleep, especially among 
women, Family Life Educators should work 
with families to help them to protect their 
sleep time.  As we found, the quality of 
sleep and amount of sleep fluctuates when 
people are on work trips compared to 
when they are home. Other job situations, 
such as telecommuting, working flexible 
hours, and other variations of the standard 
9-to-5 schedule might be associated with 
other sleep problems. Using daily diaries to 
study daily variation within a person’s work 
and sleep experience has methodological 
implications and should be encouraged for 
the study of other flexible job arrangements. 
It may be helpful to use psychoeducational 
approaches that include diaries as well.  0
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Infant Sleep Arrangements and 
the Family System
Douglas M. Teti, Ph.D., Professor, Department of Human Development and Family Studies, Pennsylvania State University, 
dmt16@psu.edu

Douglas M. Teti

In Brief
˜ Infant sleep arrangements are highly 

controversial and confusing.
˜ Infant sleep arrangements are 

managed in the context of the family 
system.

˜ Studies show that mothers’ distress 
may influence infant sleep more than 
vice versa.

The topic of how parents should 
structure their infants’ sleep has been 
highly controversial and, for parents and 
professionals alike, very confusing. At any 
given point, a parent’s decision about 
an infant’s sleep arrangement is highly 
personal and may be based on information 
from pediatricians (American Academy of 
Pediatrics, 2016), on personal and pragmatic 
concerns (e.g., availability of sleeping spaces 
in the home; Ball, 2003), or on explicit or 
implied cultural prescriptions that “endorse” 
specific sleep arrangements because they 
are “good for the baby” (Worthman, 2011).

Acknowledging these influences, I’d like 
to call attention to another unstudied but 
potentially very important determinant 
of infant sleep arrangements: the health 
and well-being of the family system. This 
determinant may be particularly relevant to 
U.S. and Western world cultures that endorse 
infant solitary sleep. Data from our Study of 
Infants’ Emergent Sleep Trajectories (SIESTA) 
research program support the premise that 
the tendency to move one’s infant into 
solitary sleep by 6 months of age versus 
the tendency to engage in co-sleeping that 
persists beyond 6 months can be predicted 
by knowledge of quality of early postpartum 
coparenting and by mothers’ personal 
distress and worry about infant sleep.

Maternal Depression and Infant Sleep
My colleagues and I were first alerted to the 
importance of family system-level influences 
on sleep arrangement patterns in a recent 
study (Teti & Crosby, 2012) that examined the 
nature of linkages between elevated maternal 
depressive symptoms and high frequencies 
of infant night awakenings. This link is well 
established (Bayer, Hiscock, Hampton, & Wake, 
2007; O’Connor et al., 2007), but the direction 
of influence has been unclear.

The SIESTA program was well positioned 
to address this link because of its use of 
nighttime infrared video cameras that 
were strategically placed to record infant 
nighttime behavior, parental presence in the 
infants’ sleep quarters, and parents’ actions 
during interventions with their infants 
during the night. We (Teti & Crosby, 2012) 
developed two working hypotheses. The 
first articulated an infant-driven model of 
influence that chronic infant night waking 
would lead to high levels of maternal 
intervention at night (and, as a result, 
maternal sleep loss), which in turn would 
predispose mothers to become dysphoric. 
The second articulated a mother-driven 
model of influence that depressed mothers 
would be more likely than nondepressed 
mothers to spend more time with their 
infants at night, which in turn would 
disturb infant sleep and lead to increased 
infant night awakening. In a study of 45 
socioeconomically diverse families with 
infants evenly distributed across 1, 3, 
6, 12, and 24 months of age, we found 
that mothers’ depressive symptoms and 
mothers’ irrational fears about their infants’ 
night awakenings (e.g., “If I give up feeding 
at night, then my baby will never sleep”) 
predicted the amount of time mothers 
spent with their infants at night (from video 
recordings), and that in turn was predictive 
of increased infant nighttime awakenings, 
assessed from infant sleep diaries across 

seven consecutive days. These mother-
driven mediational paths were statistically 
significant, in contrast to the infant-driven 
mediational paths, which approached but 
did not reach statistical significance.

Hyperattentive Mothers and  
Infant Sleep
The mother-driven path was further 
supported by direct observations of what 
was transpiring in the video recordings. 
Distressed mothers appeared to be 
hyperattentive to their infants during the 
night, responding very quickly to infant 
vocalizations and nursing infants frequently 
throughout the night, despite the fact 
that infants did not show distress. Other 
distressed mothers awoke their sleeping 
infants during the night and brought their 
infants to bed with them. In addition, 
distressed mothers were less effective in 
setting bedtime limits with their infants. 
These sleep-perturbing behaviors were rarely 
observed in nondistressed mothers.

Although infant-driven paths of influence 
may nevertheless account in part for the link 
between maternal depressive symptoms 
and infant night waking, we identified, 
through direct observation, a clear mother-
driven, behaviorally based path of influence, 
which had theretofore been absent from the 
literature (Teti & Crosby, 2012). In addition, 
this study called attention to the importance 
of examining the extent to which maternal 
distress was rooted in the family system, 
which would have important implications 
for intervention.

Marital Adjustment, Coparenting,   
and Infant Sleep
This opportunity arose with the federal 
funding of SIESTA-II, a longitudinal study 
of parenting, infant sleep, and infant 
development, by the National Institute of 
Child Health and Human Development 
(R01 HD052809). This measurement-burst 
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longitudinal study examined individual- 
and family-level data, parent and infant 
sleep, and infant socioemotional outcomes 
beginning at 1 month postpartum and again 
at 3, 6, 9, 12, 18, and 24 months of infant 
age, again making use of video assessments 
of infant bedtimes and nighttimes and 
multiple assessments of infant and parent 
sleep (actigraphy and 7-day sleep diaries). 
One paper to emerge from this project, 
drawing from the Teti and Crosby (2012) 
work, was an examination of longitudinal 
linkages between infant sleep arrangements 
across the first 6 months postpartum 
and longitudinal linkages between sleep 
arrangement use and marital adjustment, 
coparenting quality, and maternal depressive 
symptoms (Teti, Crosby, McDaniel, Shimizu, 
& Whitesell, 2015). This study included 149 
infants—86% were Euro-American and the 
remaining 14% were evenly distributed 
across African American, Latino, Asian, 
and mixed race/ethnicity. Twenty-seven 
percent of infants were in solitary sleep at 
1 month, with the remaining 73% in sleep 
arrangements that involved room sharing, 
bedsharing, or a combination thereof. By 6 
months, the percentage of infants in solitary 
sleep increased to 67%, with the remaining 
in room, bed, or combination sleep 
arrangements. These data illustrate how fluid 
infant sleep arrangements were across the 
first 6 months postpartum, although there 
was a clear trend toward putting infants into 
solitary sleep across this period of time.

Analyses examining longitudinal associations 
between sleep arrangements and mothers’ 
coparenting and personal distress yielded 
findings that directly implicated quality of 
coparenting, a family-level construct, as a 
predictor of sleep arrangement patterns 
across the first 6 months. Sleep arrangement 
“change groups” were created by examining 

the patterns of continuity and change of 
sleep arrangements across age. Five change 
groups were created, which included stable 
solitary or move from nonsolitary to solitary 
sleep by 6 months (n = 99), stable room 
sharing (n = 13), stable bedsharing (n = 7), 
change from not bedsharing to bedsharing 
(n = 5), and change from noncombination to 
combination (n = 14). Analyses controlling 
for race revealed that mothers who were 
bedsharing at 1 month were likely to continue 
their use of bedsharing from 1 to 6 months 
when they reported low positive coparenting 
quality and high negative coparenting 
quality at 1 month (ps < .01). By contrast, 
when mothers in nonsolitary infant sleeping 
arrangements at 1 month reported good 
coparenting quality at this time, they were 
more likely to move their infants into solitary 
sleep arrangements by 6 months. Importantly, 
additional analyses designed to determine 
whether 1-month sleep arrangements bore 
any relation to changes over time in maternal 
coparenting or depressive symptoms revealed 
no associations whatsoever. Thus, 1-month 
coparenting distress predicted changes in 
sleep arrangement use across the first 6 
months, but 1-month sleep arrangements 
did not predict change in either maternal 
coparenting or personal distress.

Taken in context with the findings of the 
Teti and Crosby (2012) article, these findings 
suggest that distressed mothers’ increased 
tendencies to seek out and spend more 
time with their infants at night may begin 
with distress in the marital, and perhaps 
in particular the coparenting relationship, 
very early in the infant’s life. Indeed, Teti and 
colleagues article (2015) found elevated 
depressive symptoms in bedsharing mothers 
at 6 months of infant age, but not earlier, 
which suggests that maternal personal 

distress may emerge as a result of 
earlier stress in the coparenting 
relationship. These results beg the 
question of whether one reason 
(and by no means the sole reason) 
mothers choose to engage in 
persistent co-sleeping with their 
infants is that, if these mothers 
are experiencing marital distress, 
spending time with one’s infant at 
night may address these mothers’ 
needs for intimacy that are not 
being met satisfactorily in the 
marriage.

Implications
These conclusions are tentative, but what 
is clear is that child sleep, and parental 
decisions around child sleep, are multiply 
determined and may include influences that 
are complexly embedded within the family 
system. Family Science is only beginning to 
recognize that child sleep contexts present 
important windows into the functioning 
of the family system, raising questions that 
have import not just for children but also for 
overall family health. This is a fascinating new 
direction for Family Scientists and Family Life 
Educators and one that I hope gains traction 
in the field.  0
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The Impact of Sleep on Marital 
Satisfaction During the Transition  
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Lindsay E. Wright

In Brief
˜ Couples in the U.S. and other 

developed countries frequently 
experience increased fatigue and 
lowered marital satisfaction during 
the transition to parenthood.

˜ Sleep issues for parents and infants 
may contribute to many negative 
outcomes.

˜ More resources need to be developed 
and provided to parents during the 
transition to parenthood, particularly 
surrounding mediating stressors 
and enhancing interpersonal 
communication skills.

The transition to parenthood has been 
shown to affect all aspects of a parent’s life. 
Two major changes after the birth of a child 
that have been highlighted among married 
couples in the U.S. and other developed 
countries are increased fatigue and 
decreased marital satisfaction (Elek, Hudson, 
& Fleck, 2002). Although the effects are more 
prevalent with the firstborn child, they are 
present in subsequent births, as well (Lee, 
Zaffke, & McEnany, 2000). 

Research shows that sleep disruptions begin 
in the first trimester and often continue 
through infancy, which results in an overall 
change in sleep patterns (Lee et al., 2000). 
Typically, humans first enter a state of light 
sleep (rapid eye movement) and then move 
into a restorative deep sleep. When sleep 
interruptions occur, they keep a person from 
reaching and/or maintaining restorative 
deep sleep and increase the time in light 
sleep. Since we cannot function well without 

restorative deep sleep, first-time mothers 
have a transitional period during which they 
gradually begin to sleep harder, sacrificing 
light sleep for restorative deep sleep. 
Second-time mothers more easily give up 
light sleep and default to restorative deep 
sleep without this transitional period.

Sleep issues are extremely common in early 
childhood, with research showing that more 
than 25% of children have some type of 
sleep-related issue (Meltzer & Mindell, 2007). 
Although many parents expect their infant 
to begin sleeping through the night by 
the age of 6 months, frequent wakings still 
occur after this age for 17%–46% of families 
(Meltzer & Montgomery-Downs, 2011). In 
fact, a national survey of more than 600 
parents of school-aged children between 
the ages of 5 and 10 years found that 14% 
of children were still waking up at least once 
a night (Meltzer & Mindell, 2007). Among 
parents in that study, 49% reported losing an 
average of 30 minutes of sleep per night as a 
result of these wakings. 

The bidirectional relationship between 
mother and child can complicate matters, as 
an infant’s sleep pattern can be affected by 
the mother’s mood, stress level, and mental 
health; likewise, frequent infant wakings have 
been linked to maternal onset of postpartum 
depression, other depressive symptoms, 
and insensitive responses to crying infants 
(McMahon, Barnett, Kowalenko, Tennant, 
& Don, 2001). When fatigue occurs over 
long periods of time, a sleep debt develops, 
and the mother moves into a state of sleep 
deprivation (Meltzer & Montgomery-Downs, 
2011). Sleep deprivation is important to 
monitor, as the symptoms often mimic 
those of someone who has had too much 
alcohol, which includes slower reaction time, 
decreased ability to focus, and increased 
likelihood of depression (Elmore-Staton, 

2011). Sleep deprivation also is a risk factor 
for postpartum depression. Goyal, Gay, and 
Lee (2009) found that maternal depressive 
symptoms at 3 months postpartum could 
be predicted by the mother being awake for 
more than 2 hours between midnight and 
6:00 a.m. and by napping less than 1 hour 
during the day. Perceived sleep quality was 
associated with more daytime fatigue. At 
least one study suggests that these effects 
may be more pronounced for first-time 
parents (Medina, Lederhos, & Lillis, 2009). 

Marital Satisfaction in the Transition to 
Parenthood
There are many positive aspects to having 
a child, and the transition to parenthood is 
often met with excitement and anticipation 
(Medina et al., 2009). However, marital 
satisfaction has been found to be lower for 
parents than for nonparents (Messmer, Miller, 
& Yu, 2012). In fact, studies have reported 
that 67% of couples experience a decline 
in marital satisfaction over the transition to 
parenthood.

This decrease does not seem to be buffered 
by factors such as length of the relationship, 
age of the couple, or intent and decision 
to have a child. During the months before 
and after birth, marital conversations often 
become dominated by everyday tasks, 
child care, and newly assigned roles, which 
decreases the couple-centered conversations 
important for emotional intimacy (Favez, 
Frascarolo, & Fivas-Depeursinge, 2006). 
Fatigue also can play a role in decreasing 
marital satisfaction, as it affects emotional 
and physical well-being and hinders the 
ability to understand and attend and respond 
to a partner’s needs (Elek et al., 2002). 
Interestingly, though, these researchers found 
fatigue and marital satisfaction were never 
significantly related for fathers, although 
limitations in the study were noted. 

Alicia Deaver
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It is unclear how early in the transition to 
parenthood associations between marital 
satisfaction and child sleep issues begin 
(Mannering et al., 2011). Some studies have 
shown that it is the child’s sleep issues that 
create tension between parents and thus 
negatively affect the marital relationship 
(Germo, Chang, Kellar, & Goldberg, 2007; 
Mannering et al., 2011). Other studies have 
shown that it is existing parental tension 
that stresses the child and affects his or her 
sleep, which ultimately then adds to the 
parents’ existing tension and has a further 
negative impact on the marital relationship 
(Germo et al., 2007). 

Family sleep arrangements also may play a 
role in sleep quality and marital satisfaction. 
Fraiberg (1959) first suggested that marital 
intimacy would be interrupted by having a 
child in the bed with the couple. One recent 
study found bedsharing to be common 
practice for mothers, with 83% reporting 
sharing the bed with their infant at some 
point (Messmer et al., 2012). The research is 
inconclusive when it comes to bedsharing, 
with some believing it increases marital 
satisfaction, some believing it decreases 
marital satisfaction, and some believing 
it is up to the parents’ perception of 
bedsharing as to how much it affects their 
marital satisfaction. The latter explanation 
is reinforced by the ABC-X model of 
family stress. Although childbirth is a 
normative event, the parents’ interpersonal 
communication skills and preconceived 
ideas about the child’s sleep arrangements 
influence the marital relationship during the 
transition to parenthood (Messmer et al., 
2012). 

The marital relationship is affected 
by whether parents are intentional or 
reactive co-sleepers (Messmer et al., 2012). 

Intentional co-sleepers are parents who 
decide to co-sleep before the birth of the 
child, or at least are comfortable with the 
possibility, whereas reactive co-sleepers 
are parents who never planned to co-sleep 
but end up doing so as a reaction to child 
sleep issues. Parents who were intentional 
co-sleepers tended to avoid a crisis state, 
whereas reactive co-sleepers tended to 
enter a crisis state. Time spent co-sleeping 
predicted a decrease in marital satisfaction 
for reactive co-sleepers only. Looking at 
co-sleepers as a whole, time spent co-
sleeping did not significantly affect marital 
satisfaction.

Implications for Family Professionals
More resources need to be developed and 
provided to parents during the transition 
to parenthood, particularly addressing 
parenting beliefs, styles, and interpersonal 
communication skills. Parents also need 
Family Life Education addressing sleep 
arrangements, discipline, stressors, and the 
need for self-care, thus building resiliency in 
their marriage (Messimer et al., 2012). 

It is important to note, however, that not 
all couples report a decrease in marital 
satisfaction during the transition to 
parenthood, as the stressors mentioned 
here can be mediated by the sense of 
purpose gained from having a child and 
the excitement of watching their child learn 
and grow (Twenge, Campbell, & Foster, 
2003). The more couples communicate, 
plan, and recognize the value they get from 
having a child, the less likely they are to 
enter a crisis state that causes undue marital 
dissatisfaction. This again speaks to the need 
for information and resources for parents 
during this period of adjustment.

Although there is plentiful literature on 
marital satisfaction, 
the transition to 
parenthood, child 
sleep arrangements, 
and child sleep 
issues, there is a gap 
in the literature that 
looks specifically at 
the direct effect that 
child sleep issues 
have on marital 
satisfaction. Finally, 
more studies are 
needed that look at 
diverse populations, 

as participants in the studies reviewed were 
largely Caucasian, college educated, and of 
middle socioeconomic status.  0 
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Empowerment and Knowledge: 
Guiding Parents in Creating Healthy 
Infant Sleep Routines
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North Texas

Kaylee Seddio Wendy Middlemiss

In Brief
˜ A variety of different safe sleep 

routines are recommended for infants, 
and many of them identified as the 
only safe routine.

˜ The more that mothers feel that their 
nighttime care routines are criticized, 
the more they show high rates of 
stress hormones and low quality of 
care.

˜ Family Life Educators should teach 
parents how to balance research 
results with their own preferences.

Recommending Infant Sleep Practices
Research has explored how best to help 
parents create healthy and safe sleep 
routines for their infants. Experts present 
varying results from that research and then 
often emphasize risks of noncompliance 
and possible negative outcomes when 
parenting behaviors contradict what they 
recommend (Moon, Hauck, & Colson, 2016). 
The contradictions in recommendations 
can be confusing and distressing for 
new parents, who may decide to avoid 
recommendations altogether and rely 
instead on instinctual or hearsay advice to 
guide their parenting practices. 

Sources of infant sleep information can 
include health providers, such as nurses 
and pediatricians, as well as Family Life 
Educators who provide parenting classes or 
educational programs. Although much of 
the information from various professional 
sources has common themes, often the 
messages provided can be contradictory. This 
can create confusion, possibly placing the 
infant at risk. For example, most professional 

sources of information direct parents to avoid 
adult bedding or soft bedding or blankets in 
a crib or bassinette to protect infants from 
suffocation during sleep. However, parents 
may find themselves bombarded with 
commercial sources marketing attractive 
bedding and other hazardous products. Even 
parents who choose to limit their sources 
to professionals find that physicians, nurses, 
community educators, and associated 
persons of authority often disagree with 
one another and may speak out against the 
recommendations of other professionals (Lau 
& Hall, 2016). 

Among these myriad conflicting 
recommendations, many sources of 
information, particularly medical ones, 
often try to help parents wend their way 
through the diversity of recommendations 
by providing one rigid statement of “what to 
do” to care for an infant during sleep. Often 
this advice endorses separate sleep spaces 
for infants and encourages infants’ self-
settling without parents remaining present. 
Although there is not clear research that 
supports a single way as the best or only 
approach to healthy infant sleep routines, 
pediatricians often share this information as 
a direct instruction. This focus 
on a single approach to care is 
evident in nonmedical sources 
as well, such as those that 
parents find on the Internet. 
Many recommendations 
are provided without 
consideration of personal or 
cultural differences among 
parents. Of note, many of 
the definitive solitary-sleep 
recommendations conflict 
with studies that show 
that responsiveness to 
infants and presence during 
infants’ transitions to sleep 

is associated with healthy sleep outcomes 
(Miller & Commons, 2010). 

We suggest that offering supportive guidance 
that informs parents of sleep options and 
empowers them to adapt that information 
to their parenting preferences is likely to be 
a stronger approach to sharing infant sleep 
information. Providing parents with the tools 
necessary to engage in healthy sleep patterns 
and to make decisions that work for them 
leads to a sense of efficacy and ultimately to 
positive parent–child relations. This approach 
to sharing information is consistent with 
best practice in Family Life Education, which 
asserts that responsibility for the transfer of 
knowledge should be shared rather than led 
by practitioner (Weis, Zoffmann, & Egerod, 
2014). This person-centered approach is 
particularly helpful when parents are receiving 
information from many different sources, 
such as in post-natal hospital settings. When 
knowledge is conflicting or communicated 
with medical jargon and “what to do” 
language, a mother might lose confidence 
either in herself or in experts and may revert 
to seeking unreliable information from 
the Internet or peers. The following study 
investigated these assumptions.
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Mothers’ Reactions to Sleep 
Recommendations
As already described, when mothers must 
reconcile their preferences for care with 
one set approach that is inconsistent with 
their personal preferences, they might feel 
criticized and less certain of their choices as a 
parent (Middlemiss, Yaure, & Huey, 2014). This 
was evidenced in research with 48 mother–
infant dyads (infants aged 5–15 months, M 
= 8.7 months, SD = 2.93 months; 36 boys) 
who provided salivary samples (mothers 
and infants) and completed questionnaires 
(mothers). The results showed that mothers 
experienced higher physiological stress 
responses during their infants’ nighttime care 
routine if they felt criticized for their chosen 
practice. This was measured by correlational 
analyses computed to examine the levels 
of salivary alpha amylase (sAA; Middlemiss, 
2014), which was assessed as a measure 
of stress response. The analysis identified 
a significant positive association between 
ratings of felt criticism of sleep routines 
and increase in mothers’ sAA from daytime 
activities to the initiation of the sleep routine 
(r(37) = .401, p = .019). Thus, mothers who 
reported greater felt criticism for their 
sleep routine choice exhibited greater 
physiological reactivity at the initiation 
of the sleep routine, despite their reports 
of being satisfied with their chosen sleep 
routines. Regression analyses computed 
in this research indicated both mothers’ 
felt criticism of the chosen nighttime sleep 
routine and mothers’ perception of how 
separation at night affected their infants 
explained significant variance in infants’ or 
mothers’ levels of sAA (Middlemiss, 2014). 
These findings regarding mothers’ felt 
criticism suggest that mothers who did not 
feel supported in their sleep routine choice 
experienced greater physiological response 
to the sleep routine. This in turn seems to 
increase the distress levels of both mothers 
and infants and reduces the quality of care.

The Role of Family Professionals
For Certified Family Life Educators (CFLEs) 
and other practitioners, this highlights the 
importance of balancing education about 
empirical evidence for safe and healthy sleep 
practices with providing parents the skills and 
latitude to incorporate their preferences for 
care. This is reflected also in the latest report 
from the American Academy of Pediatrics’ 
Task Force on Sudden Infant Death Syndrome 

(AAP Task Force, 2016). In this revision of its 
policy statement, the AAP acknowledges 
that parents may engage in sleep routines 
other than those proposed as evidence-
based best practice. In the revised statement, 
recommendations are made encouraging 
parents to apply the guidelines to other 
potential sleep spaces. Providing information 
about alternative spaces increases protection 
of infants even outside formerly restricted 
proposed sleep locations. This is an important 
revision to the policy statement, given 
that some of the information had been 
underutilized by parents and placed some 
infants at high risk, partly because of the 
mismatch between parents’ preferences and 
the proposed steps to provide safety. 

Benefits of educating and empowering 
parents to make decisions that fit them 
and their lives were illustrated in a random-
control trial conducted in two urban settings 
in the Midwest (Parrish et al., 2016). In this 
project, mothers received information about 
safe sleep that focused on their infants’ 
breathing. Some mothers also received 
an in-bed sleeper that would provide an 
option for mothers to bedshare with infants 
while still protecting their breathing. As 
was hypothesized on the basis of research 
in New Zealand (Cowan, 2014), mothers 
who were given in-bed sleepers and could 
then create safe spaces for sleep across 
settings, maintained safe sleep spaces more 
often than mothers provided with only the 
sleep message (Parrish, et al., 2016). At 3 
months after infants’ births, mothers with 
sleepers engaged in safe sleep practices 
at a significantly higher rate than mothers 
without sleepers, and the practices were 
applied across situations, such as placing 
their infants on their backs to sleep and 
arranging for safe sleep arrangements during 
the day and night. 

The findings of these studies suggest that, 
when given proper and effective tools 
to make decisions about and engage in 
safe sleep behaviors, mothers can and will 
participate to protect their infants. In Parrish 
and colleague’s (2016) study, providers 
spoke to mothers and grandmothers at 
length regarding their participation with 
the sleepers. They utilized a family-centered 
model in which caregivers and providers 
worked together to familiarize mothers 
with the information important to continue 
risk-free sleep patterns. Providers visited 

mothers in their homes and established 
mutual respect for one another. At the same 
time that participants were provided with an 
evidence-based method to engage in safe 
sleep, mothers reported more confidence 
in their roles as caregivers, endorsing the 
benefits of community providers using a 
shared-knowledge approach.

Conclusion
Guiding families toward balancing infant 
health, safety, and family goals is an 
important task for CFLEs and other family 
professionals working with new parents. An 
essential piece of this guidance is the sharing 
of information in a manner that provides 
parents with tools to adapt the evidence-
informed information with how life exists at 
home. As noted in the revised AAP policy 
statement, engaging parents in discussions 
that provide space for the parents’ voice and 
sleep practice decisions is key (AAP, 2016). 
These discussions empower parents to play a 
role in deciding and implementing effective 
sleep practices and thus providing safe, 
healthy spaces for their infants.  0  

Selected References
American Academy of Pediatrics Task Force 

on Sudden Infant Death Syndrome. (2016). 
SIDS and other sleep-related infant deaths: 
Updated 2016 recommendations for a safe 
infant sleeping environment. Pediatrics, 
138, e20162938.

Cowan, S. (2014). The Pepi-Pod Programme, 
2013 report. Christchurch, New Zealand: 
Change for Our Children.

Middlemiss, W., Yaure, R., & Huey, E. (2014, 
August 1). Translating research-based 
knowledge about infant sleep into 
practice. Journal of the American Academy 
of Nurse Practitioners. doi:10.1002/2327-
6924.12159

Moon, R. Y., Hauck, F. R., & Colson, E. R. (2016). 
Safe infant sleep interventions: What is the 
evidence for successful behavior change? 
Current Pediatric Reviews, 12, 67–75.

Parrish, C., Welch, G., Viewins, Y., Edmond, P., 
Busby, K., Middlemiss, W., & Grzywacz, J. J. 
(2016, November). Reducing SUID in at-risk 
infants: What information will help? Paper 
presented at the National Council on 
Family Relations conference, Minneapolis.



F15Family Focus  |  Summer 2017

FAMILY FOCUS  Sleep

Why Rates of Bedsharing With Infants   
are Rising, While U.S. Health Policy Advocates 
Condemn it
Elaine S. Barry, Ph.D., Associate Professor, Department of Human Development and Family Studies, Penn State Fayette, 
esb12@psu.eduElaine S. Barry

In Brief
˜ Formal health agencies recommend 

against bedsharing with infants.
˜ Bedsharing rates are increasing 

despite the fact that it is discouraged.
˜ Some reasons parents choose 

bedsharing include breastfeeding, 
attachment concerns, and cultural 
pressures, and because it feels natural 
to them.

“Bedsharing” refers to a parent (usually the 
mother) and infant sharing the same adult 
bed for all or part of the night. Arguments 
against bedsharing include value-driven 
concerns about children’s independence, 
as well as medical concerns about sudden 
infant death syndrome (SIDS). For more 
than a decade the American Academy of 

Pediatrics (AAP, 2011) has recommended 
that safe infant sleep occurs alone, supine, 
and in a safety-approved crib, among other 
conditions. The U.S. Consumer Safety Products 
Commission (1999) warns parents about 
possible infant deaths when sleeping on adult 
beds. Yet bedsharing rates have risen over 
the past two decades (Colson et al., 2013), 
with most of the increase occurring since the 
publication of these recommendations. One 
study found rates as high as 88% in a sample 
from New Orleans (Weimer et al., 2002). Why 
are family practices and public health advice 
increasingly diverging on this topic?

Reasons Families Bedshare
Ease of breastfeeding. Breastfeeding 
and bedsharing (BNB) are closely related, 
as documented by a voluminous research 
literature. Infants of BNB mothers nurse 
more often at night and for a much longer 
duration than do solitary sleepers. Any 

bedsharing during the first year significantly 
increases the length of breastfeeding, which 
shows a dose–response relationship (Huang 
et al., 2013). Breastfeeding rates decline after 
solitary sleeping begins, and they increase 
when bedsharing starts later in infancy.

BNB mothers also benefit from more 
quantity and quality of sleep than non-BNB 
mothers. Even though BNB mothers nurse 
their infants more often, they don’t have to 
wake fully, and so they get more total sleep. 
This is partly because of the characteristic 
sleeping posture of BNB mothers in which 
the baby is supine (see McKenna & McDade, 
2005), a universal posture for sleeping with 
a breastfeeding infant adopted by women 
around the globe. In this position, the infant 
cannot slip too far below covers, is protected 
from adult pillows, and cannot be overlain 
by the mother, who can check on the infant 
any time. So ease of both breastfeeding 

and parent sleep 
contribute to parents’ 
decision to bedshare 
against professionals’ 
recommendations.

Attachment. Many 
mothers report 
bedsharing to 
facilitate attachment, 
and there is research 
to support that 
position. Mileva-
Seitz and colleagues 
(2016) found that 
bedsharing infants 
had a lower risk of 
insecure attachment 
than solitary sleepers; 
infants who had 
never bedshared 
were more likely 
to be resistantly 
attached at 14 
months. Thus, infants 
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left to self-soothe from birth and fall back 
asleep independently were actually more 
likely to exhibit “clingy” behavior a year later, 
which suggests that continuing physical 
contact into nighttime care may increase 
attachment between mother and infant. Or, 
parents who bedshare may exhibit more 
parental flexibility, being more sensitive and 
responsive to the infant’s needs, which is 
supported by the fact that circadian rhythms 
are undeveloped before 3–4 months of 
age; this means that infants likely cannot 
distinguish between daytime consistent 
responding (considered good practice) 
and nighttime consistent not responding 
(recommended as “sleep training”). Instead, 
infants may perceive the differences as 
inconsistent, undependable attention to 
their daytime and nighttime cries, thus 
making insecure attachment more likely 
(Blunden, Thompson, & Dawson, 2011). 

Culture and demographics. Infant sleep is 
a biopsychosocial phenomenon, influenced 
by cultural norms, expectations, and 
practices (Owens, 2005). While bedsharing 
rates are rising overall in the U.S., it is more 
common among Black, Hispanic, and Asian 
infants than for Non-Hispanic White infants. 
It is more common in families in which the 
mother is single and younger than 20, and 
for families with younger infants. In addition, 
bedsharing is more likely for mothers with 
low education, in low-income households, 
and in the U.S. West and South (Salm Ward & 
Ngui, 2015). Also, breastfeeding mothers and 
highly educated mothers who engage in 
“attachment parenting” are likely to bedshare. 

Culture also shapes sleep and wake practices, 
such as whether sleep for adults or infants 
occurs in a continuous uninterrupted period 
or is broken into shorter segments. Many U.S. 
parents are encouraged to “sleep train” infants 
to sleep through the night, consolidating all 
infant nighttime sleep into one long sleep 
bout like that of adults (Blunden, et al. 2011). 
This advice encourages infant “independence” 
as early as possible, an important cultural 
value. However, no evidence exists that 
solitary sleeping promotes independence, 
and it is an unfounded assumption that 
“independent” behaviors in infancy (e.g., 
solitary sleeping) lead to independent 
behaviors at later ages or in other areas of life 
(e.g., self-care) (McKenna & McDade, 2005). 
Many infants who bedshare also exhibit 

independent sleep behaviors like falling 
asleep alone, sleeping through the night, and 
falling back asleep unaided upon waking. 
Studies have found that preschool children 
who bedshared in infancy demonstrated 
more independent behavior in other areas of 
development, like dressing themselves and 
working out problems in social relationships 
with peers without adult intervention (Keller 
& Goldberg, 2004).

Mothers report that it feels “natural” to 
have the baby close. That mothers report it 
feels natural to have their baby close through 
the night is not surprising. Among primates, 
human infants are least neurologically mature 
at birth. Anthropologists note that BNB 
coevolved with human maternal and infant 
physiology, serving as a developmental bridge 
between the complete maternal regulation 
of the infant’s prenatal environment and the 
continuing maternal regulation of the infant’s 
postnatal environment and continuing 
development (McKenna & McDade, 2005). 
In fact, the newborn period and the first few 
months of life are now widely considered 
a “fourth trimester,” a period that shares 
more similarities to prenatal life than to later 
postnatal life (Montagu, 1961). For example, 
the newborn’s immature thermoregulatory 
system is aided by contact with the mother’s 
body to maintain a stable body temperature 
(its absence requires a warmed cot right 
after birth); infants warmed skin-to-skin 
with their mother’s body have more stable 
blood glucose levels (necessary for brain 
development and function; Winberg, 2005). 
Full-term infants who bedshared have shown 
more regulated breathing and a faster heart 
rate than solitary sleepers, which reflects 
more physiological reactivity (McKenna & 
McDade, 2005) and suggests that bedsharing 
provides continued, seamless opportunities 
for postnatal physiological regulation and 
neurological development in the infant.

What About SIDS?
In the U.S., the AAP discourages bedsharing 
because of a higher risk of SIDS, yet infant 
sleep is highly organized, clearly occurring 
worldwide in countless cultural and societal 
contexts. In most of the world’s cultures 
today (more than two-thirds, according to 
Schon, 2007), however, and throughout 
human evolutionary history, bedsharing has 
been an acceptable, normative practice. 
The countries today that have the highest 
rates of bedsharing (Japan, Hong Kong, and 

China) also have the lowest rates of SIDS 
(Blair et al., 2009).

Many researchers (e.g., Blair et al., 2009; 
Gessner & Porter, 2006) have argued that, in 
the absence of other risk factors (e.g., sofa 
sleeping, smoking, alcohol or drug use), 
bedsharing poses no additional risk of SIDS. 
Mileva-Seitz and colleagues (2017) recently 
reviewed 659 published bedsharing studies 
and called for more integrated research, 
concluding that strong recommendations 
against bedsharing are not evidence based. 

Policy Considerations
Recommendations for safe infant solitary 
sleep abound. According to the AAP, 
sleeping alone in an approved crib is 
just a first step to ensure infant safety; 
the infant must also lie supine, without 
pillows, comforters, or bumper guards, 
and must not be overdressed. The crib 
should be in the parent’s bedroom to 
allow for frequent checking, among other 
recommendations. As Family Science 
professionals, it is important for us to 
recognize that some families will choose 
bedsharing. It is important to continue 
to provide information about how to put 
the infant to sleep safely alone, but also 
about how to safely bedshare with infants 
when appropriate. Appropriate conditions 
might include, for example, breastfeeding, 
nonsmoking mothers who lay the infant 
supine on a firm mattress, with no pillows 
or comforters, taking measures to make 
sure the infant can’t fall off the bed or get 
caught in bed gaps. For effective, safe 
infant sleep, public health advocates would 
probably achieve greater success if they 
were to consider the personal and cultural 
considerations that influence families as 
they choose how to structure infant sleep. 
Ignoring the very real reasons families 
choose to bedshare discounts individual 
needs and experiences, devalues cultural 
practices, and fails to provide safe sleeping 
information for bedsharing families.  0
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Ambivalence: New Research on Co-Sleeping 
in the United States 
Adrienne Riegle, Ph.D., CFLE, Graduate of Sociology, Iowa State University, adrienne.riegle@gmail.com

Adrienne Riegle

In Brief:
•	Family Science overlooks the 

“forgotten third” of parenting: sleep.
•	U.S. families are ambivalent about 

co-sleeping.
•	Bringing co-sleeping into the open 

will reduce the stigma and improve 
education for families.

Anyone with children—especially young 
ones—will tell you that parenting is a round-
the-clock job. Yet most Family Science 
literature overlooks the “forgotten third” of 
parenting, that is, the approximately eight 

hours of  “sleep” needed per day. More 
specifically, while many parents and children 
experience sleeping together in the same 
room (co-sleeping) or in the same bed 
(bedsharing), most scientific knowledge 
on the topic has been limited to medical 
perspectives (e.g., Task Force on Sudden Infant 
Death Syndrome, 2016). Furthermore, while 
co-sleeping is widely practiced around the 
world (Dollberg, Shalev, & Chen, 2010; Tahhan, 
2008), families in the U.S. are ambivalent 
about it (Stewart, 2017), and those who 
engage in co-sleeping often are hesitant to 
discuss their sleep arrangements outside 
trusted family and friends (Breus, 2013). 

Reluctance to co-sleep (or to admit to co-
sleeping) in the U.S. is contextualized by 
cultural factors such as medicalized decision 
making and stigmatized perceptions of 
parenting practices. Modern U.S. parenting 
is intensive, competitive, and individualized 
(Glass & Tabatsky, 2014). Additionally, U.S. 
family life involves social changes such as 
the vast entry of mothers into the workforce 
within the past century and increased 
pressure on parents to be solely responsible 
for raising successful children; this is in 
contrast to the more communal and “laissez-
faire” parenting found in prior centuries and 
in some other cultures. 

Furthermore, parents today are bombarded 
with messages hotly debating parenting 
concerns that were largely a given in 
previous generations. This is particularly 
true for medical and health-related issues 
(e.g., vaccinations, nutrition, breastfeeding). 
In the case of co-sleeping, for decades 
the American Academy of Pediatrics had 
warned against co-sleeping and bedsharing 
in particular, mainly for the associated risk 
of sudden infant death syndrome (SIDS). 
While this recommendation has recently 
been revised (Task Force on SIDS, 2016) to 

recommend that infants (younger than a 
year old) sleep in the same room but not the 
same bed as their parents, the cautionary 
messages about co-sleeping remain the 
dominant narrative from the medical 
and public health spheres. Moreover, U.S. 
families stigmatize co-sleeping as practiced 
by “hippie types” who strictly adhere to 
tenets of attachment parenting, such as 
breastfeeding beyond the toddler years 
and babywearing (Stewart, 2017). As the 
following research suggests, the reality of 
co-sleeping is quite different from these 
common misconceptions. 

A New Study and Co-Sleeping Resource 
Medical advice and stigmatized perceptions 
notwithstanding, many U.S. families do 
practice co-sleeping, yet it remains largely 
unstudied. In her new book Co-Sleeping: 
Parents, Children, and Musical Beds (2017), 
Dr. Susan Stewart provides a balanced 
approach to the sociological study of co-
sleeping in the U.S. in response to this gap 
in the literature. I had the opportunity to 
assist with the interviews that became the 
basis for this book, and I learned firsthand 
that sleep within families quickly appeared 
to be as diverse as U.S. families themselves. 
Co-Sleeping addresses pertinent questions, 
such as why families in the U.S. are so 
different when it comes to co-sleeping, the 
logistics (who, what, where, and when) of 
co-sleeping among parents and children, 
parents’ perspectives and perceptions of 
co-sleeping in general and specifically within 
their own families, how they felt it affected 
their relationships, reactions from friends and 
family, and the future of co-sleeping. I share 
some of the findings here.

A reluctant co-sleeping mom summarized 
the feelings of many parents when she 
described this exchange with her husband 
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after sleeping on a crib mattress on the floor 
next to her one-year-old: 

[He] said, “Why don’t you just bring him 
into bed with us? He’ll be happier. We’ll be 
happier.” And I was like, “No, no! You know 
there’s a social stigma against it. Kids are 
supposed to sleep in their own room!”

All the parents in the book described at 
least some negative reactions from others 
about co-sleeping, but most were good 
natured about it, and the degree to which 
they felt they had to hide co-sleeping varied. 
For instance, one mother perceived social 
support from friends, which played into her 
attitude toward co-sleeping: 

[They’ll] say, “My kids didn’t sleep at all at 
night” or “My kids never sleep at night” 
or whatever. With babies or newborns I 
always think, just bring them in your bed. 
I mean you can’t expect her to just be 
happy in her own bed by herself.

Whereas other parents explained that family 
and friends had warned them not to co-sleep: 

I had a co-worker tell me, “Oh, I’d never let 
my child do that.” And it just kind of shut 
me up right there. You know the way she 
was saying it, it’s almost like it’s kind of 
judgmental—like, I’m going to look down 
on you.

Certainly, a family’s sleep experiences 
result from a combination of parent, child, 
and environmental factors, as the results 
indicated. In accord with the design of the 
study, we spoke with parents who co-slept 
with children ages 12 and under, expanding 
on prior work that focused on infants and 
young children. Data included interviews 
with 13 fathers, which is important because 
fathers are increasingly playing an active 
role in all aspects of parenting. The 51 total 
interviews for Co-Sleeping included parents 
from a variety of demographic categories. 
While most parents interviewed had children 
who were biological and resided in the home 
full-time, interviews also included parents of 
adopted or stepchildren and of children who 
lived elsewhere part of the time. 

Findings revealed a range of co-sleeping 
practices, motivations, and attitudes. 
Whether families engaged in intentional 
co-sleeping as part of a particular parenting 
ideology or reactively in response to 
children’s sleep problems, their stories help 
create nuanced pictures of the realities of 
dynamic family life around the clock. Those 

who engaged in co-sleeping encompassed 
a range of parents from those who “believed” 
in co-sleeping as an intended family practice 
to those who did so because it happened to 
“work” for their family life, and parents who 
had seemingly tried everything and ended 
up co-sleeping as a “last resort.”  

What to Do About Co-Sleeping: 
Implications for Family Science and 
Family Professionals
Ultimately, while most U.S. families are 
cautious about co-sleeping—or ambivalent 
at least—it happens in many families and 
is likely underreported. By giving voice to 
this apparently common experience of 
co-sleeping among parents and children, 
the stigma associated with co-sleeping 
can be lessened. Decreased stigma begets 
increased openness around the practice, 
which can bolster support and compassion 
for families regardless of how they sleep. The 
research and stories in Co-Sleeping and other 
emerging work positions professionals like 
Family Life Educators (FLEs) to have informed 
conversations with parents, physicians, and 
other health professionals about the realities 
of sleep in the family context. 

It is important to note that the majority 
of families in Co-Sleeping “slid” into it as 
opposed to intentionally setting out to 
co-sleep. The findings position family 
professionals to support parents in knowing 
that they are not alone in situations that they 
did not plan to experience. Furthermore, 
while many families had unplanned 
beginnings to their co-sleeping situations, 
many did not have clear plans about how 
exactly they would transition out of it. 
A few families had intentions to change 
their current situations, but most were 
uncertain about how best to attempt the 
transition. Clearly this is an area in which 
family professionals can accompany parents 
navigating dynamic family transitions.

In addition to the close look into the lives of 
co-sleeping parents and children, Co-Sleeping 
provides useful data for FLEs and other 
practitioners as they address relationship 
concerns of parents. Findings indicated that 
co-sleeping per se did not seem to negatively 
affect intimacy between partners but that the 
challenges of parenting in general extended 
to co-sleeping parents and their ability to 
maintain closeness. This research also adds 
to the Family Science literature in terms of 
social support available (or not) to families. 
Interviews revealed that parents were aware 

of the controversy surrounding co-sleeping 
in the U.S., and some parents felt added stress 
or anxiety of not being able to discuss their 
family lives fully with other family members, 
friends, or health professionals. However, 
consistent with previous research, it was 
more common in the present study for 
non-White and non-Native parents to feel 
supported in their co-sleeping. FLEs have 
a unique opportunity to bring culturally 
sensitive assistance to parents as they 
communicate with each other and with 
other professionals about what is happening 
within their family. All parents in the current 
study expressed drawbacks and benefits 
to engaging in co-sleeping. This book 
provides family professionals with necessary 
information to navigate yet another dynamic 
aspect of family life. Whether or not parents 
co-sleep, more frequent and scientifically 
informed discussions of the day-to-day and 
night-to-night realities of 24/7 parent–child 
relationships can position FLEs and other 
family professionals to better assist families 
with an often overlooked yet critically 
important aspect of intimate family life—
sweet sleep.  0 
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The Benefits of Bedtime Routines 
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In Brief:
•	Bedtime routines promote high-

quality sleep experiences for young 
children and help them fall asleep 
faster and sleep longer. 

•	Bedtime routines help manage sleep 
problems and bedtime struggles.

•	The benefits of bedtime routines for 
promoting preschoolers’ sleep make 
establishing and protecting them 
worthwhile. 

The Centers for Disease Control and 
Prevention (CDC) recommends that 
preschoolers sleep for 10 to 13 hours daily 
to maximize their health, well-being, and 
development. Research suggests that 
bedtime routines promote high-quality 
sleep experiences. In this article, we discuss 
the benefits of bedtime routines for 
preschool-aged children’s sleep and provide 
suggestions for implementing and sustaining 
young children’s bedtime routines.

Features of Bedtime Routines
Family routines around sleep, commonly 
known as bedtime routines, can benefit 
preschoolers and their families. Mindell, Li, 
Sadeh, Kwon, and Goh (2015) described 
bedtime routines as “parents engaging their 
child in the same activities in the same 
order on a nightly basis prior to turning out 
the lights” (p. 717). Families’ reports of their 
children’s bedtime routines typically include 
hygiene activities, physical displays of 
affection, talking, singing, prayer, and story 
time. Bedtime routines provide structure 
and offer consistency in the context of 
family life, and these parenting practices 
promote young children’s sleep. Sleep is 
critical for children’s overall development, 
children’s future well-being in adulthood, 

parent-child interactions, and family health 
(Bathory & Tomopoulos, 2016). 

Bedtime Routines Increase Number of 
Hours Children Sleep
Young children with bedtime routines tend 
to fall asleep faster and sleep longer. Research 
suggests that children with bedtime routines 
have shorter sleep-onset latency. Hunter 
(2004) conducted an experiment with a 
group of 20 children, aged 18 months to 
6 years. The children were selected for the 
study because they resisted going to sleep 
for at least 15 minutes or longer. There were 
12 children in the experimental group who 
participated in positive bedtime routines. 
Their parents chose four to six pleasant 
bedtime activities to be completed with 
them each night. The positive bedtime 
routines involved a parent helping the child 
use the bathroom, brush his or her teeth, and 
put on pajamas; this could be followed by the 
parent reading a story, saying prayers, and/
or giving goodnight kisses and hugs, and 
ended with the parent leaving the room and 
turning off the lights. Parents also were asked 
to positively reinforce their children after each 
bedtime activity. The research found that, 
compared to the control group of children 
who did not participate in this bedtime 
routine, children with routines took less time 
to fall asleep.

Multiple studies 
also suggest 
that children 
with bedtime 
routines have 
longer durations 
of nighttime 
sleep. Mindell and 
colleagues (2015) 
examined data 
from mothers of 
infants to 5-year-
olds. The mothers 

filled out sleep questionnaires about their 
child’s sleep patterns and behaviors. The 
participating families were predominantly 
middle income or affluent. The researchers’ 
analyses of the data suggested positive 
associations between bedtime routines and 
longer periods of nighttime sleep. Shorter 
sleep onset and awakenings during sleep also 
were found.

In another study, Mindell, Meltzer, Carskadon, 
and Chervin (2009) examined 1473 children’s 
sleep patterns and hygiene using data 
derived from a National Sleep Foundation 
poll. Children ranged in age from birth to 
11 years. Random telephone sampling was 
used, and the participants were primarily 
White (89%) and middle income (median 
household income was $57,500). Mindell 
and colleagues (2009) reported that having 
bedtime routines was associated with a 
30-minute increase in sleep duration.

Bedtime Routines Reduce Sleep Related 
Struggles
Bedtime routines help manage sleep 
problems and bedtime struggles. In one 
study, 25% of parents who had children 
younger than 5 years old found that sleep 
problems were very prevalent in their 
young children’s sleep patterns (Bathory & 
Tomopoulos, 2016). Sleep-related problems 
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such as sleepwalking, night terrors, and sleep 
awakenings all happen during non-rapid 
eye movement (NREM) sleep. According to 
Bathory and Tomopoulos, consistent bedtime 
routines and healthy sleep hygiene practices 
are techniques that can help manage NREM 
disruptions and other sleep-related struggles. 

In addition, several researchers have found 
that bedtime routines counteract bedtime 
behaviors that adversely affect sleep 
quality (Burke, Kuhn, & Peterson, 2004; 
Mindell, Li, Sadeh, Kwon, & Goh, 2015). 
In fact, studies have found that bedtime 
routines are associated with increased 
bedtime compliance and decreased 
behavior problems at bedtime. Burke and 
colleagues (2004) investigated whether 
reading a storybook with social themes 
before bedtime would help improve the 
negative bedtime behaviors of young 
children between the ages of 2 and 7 years. 
Some of those behaviors included tantrums, 
destruction of belongings, hitting, kicking, 
crying, screaming, fighting, not sleeping 
without parents present, and leaving 
the bedroom after being put to bed. The 
results indicated up to a 96% reduction 
rate of problematic bedtime behavior as a 
result of the treatment. Particularly, it was 
associated with a reduction of the number of 
destructive behaviors that occurred during 
bedtime routines. 

Hunter (2004) also found that having a 
positive bedtime routine helped reduce 
bedtime struggles. In this study, children 
often resisted and avoided going to bed. If 
the child started to throw a tantrum during 
the bedtime routine, the parents were 
instructed to leave him or her alone for 5-10 
minutes and then continue the routine 
where it left off. With positive activities and 
a consistent routine the researcher found 
a significant increase in young children’s 
bedtime compliance.

Helping Families Maintain Routines 
Most preschoolers have regular bedtime 
routines. However, families vary in how 
consistently they adhere to them. There 
are several variables that can interfere with 
keeping a consistent positive bedtime 
routine. Bedtime routines can be interrupted 
by work obligations, school schedules, 
pending transitions, and unexpected 
family crises. An exploratory research study 
conducted at Central Michigan University 
used in-depth interviewing to examine 

the bedtime routines of 10 
families with preschoolers. The 
study suggested that most 
parents struggled with keeping 
a consistent bedtime routine 
because of daily interferences. 
Sibling interruptions, 
extracurricular activities, and 
parental preoccupations were 
all found to be challenges that 
interfered with families having 
a consistent bedtime routine 
for their preschoolers. Because 
of these interferences, bedtime 
routines were rushed, shortened, 
and/or inconsistently followed.

Families may be able to 
counteract challenges with 
maintaining bedtime routines by protecting 
this special time and avoiding activities that 
might interfere with them. We recommend 
that families use the help of family members 
or other caregivers to maintain consistent 
bedtime routines. They can involve 
additional family members to help when 
time is short or energy levels are low. We also 
recommend that families plan for transitions, 
such as starting kindergarten, in advance 
and gradually adjust bedtime routines in 
preparation for those. Doing so limits abrupt 
interruptions to bedtime routines, which 
are difficult for young children to accept. 
We further suggest that families assess and 
revise bedtime routines as young children 
grow and in response to their development 
needs. For instance, preschoolers commonly 
experience nightmares and sleep terrors and 
may have trouble falling asleep. Families can 
make subtle changes to bedtime routines 
to address such developmental issues. Last, 
we recommend setting children up for 
restful sleep by making sure their bedtime 
routines are interesting, positive, calming, and 
interactive. A bedtime routine embedded in 
a close, warm family environment promotes 
a sense of security and, consequently, restful 
sleep among preschoolers.

Conclusion
Much of the research presented in this article 
focused on middle-income, White families’ 
practices and norms. So, these findings 
should be interpreted and applied with 
caution. Bedtime routines vary considerably 
across cultures and family settings. Children’s 
sleep behavior is influenced by cultural 
expectations, practices, and values; the time 

and attention given to bedtime routines 
spans a wide continuum. Family Science 
professionals should help generate and 
disseminate more knowledge of the bedtime 
routines of families with diverse lifestyles 
and cultural, racial, ethnic, religious, and 
social-class backgrounds to better support 
preschoolers’ sleep.  0
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Parents, Children, and Sleep Deprivation
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In Brief
˜ The younger the children, the more 

sleep parents lose.
˜ Sleep deprivation can damage a 

parent’s physical and psychological 
health, work productivity, and 
relationship quality with the child.

˜ Cultural context should be considered 
when addressing parent and child 
sleep arrangements.

As a mother of three growing boys—ages 
9, 5, and 3 years—I can honestly say 
that my husband and I have not had an 
uninterrupted night of sleep since 2007, 
when our first child was born. Sound 
familiar? Even as I write this article at 5:01 
a.m., our bed through the night has been 
crowded with four people—my husband, 
myself, and our two younger sons. I haven’t 
been able to get back to sleep since being 
awakened twice—at 2 a.m. and 3 a.m. to be 

precise—by our 5-year-old, first for a glass 
of water, and then because he was hot and 
could not sleep. So all around we seem to 
be having sleep issues as a family. While the 
other three in our bed have successfully 
gone back to sleep, I successfully remain 
awake and have decided to get up and 
get writing! Perhaps there is an upside to 
disrupted sleep after all, although a majority 
of research suggests otherwise.

Studies reveal that parents of young children 
have a shorter duration of sleep (less than 
the recommended duration) and high 
levels of sleep deprivation (Hagen, Mirer, 
Palta, & Peppard, 2013). Furthermore, the 
presence and absence—as well the age and 
number—of children in a family determines 
the amount of sleep parents will have. Hagen 
and colleagues (2013) reported that 41% of 
parents of young children, compared to 33% 
of adults with no children, slept less than 7 
hours. As children age into adulthood, the 
sleep duration of parents with more children 
comes within reach of those parents with 

fewer children. So how much sleep do 
adults need? According to Hirshkowitz and 
colleagues (2015), the appropriate sleep 
duration for an adult (age 18–64 years) is 
7–9 hours. Research reveals that parents of 
children younger than 2 years on an average 
received 13 fewer minutes of sleep, those 
with children between 2 and 5 years of age 
received 9 fewer minutes of sleep, and those 
with children aged 6–18 years received 4 
fewer minutes of sleep (Hagen et al., 2013). 
Even though the difference in minutes might 
seem small, it adds up: The researchers found 
that parents lost an approximate 645 hours of 
sleep in raising a child from infancy through 
the end of the child’s 18th year, relative to 
those with no children. Given this information, 
what are some implications of sleep 
deprivation for the health and well-being of 
parents, especially those with young children?

Effects of Sleep Deprivation on Parents
Sleep is essential, because it affects 
physical and mental health as well as daily 
productivity and longevity, among other 

things (Hagen et al., 2013; 
Plage, Perales, & Baxter, 
2016). A lack of sleep might 
therefore cause health 
challenges for parents, 
particularly those with 
toddlers, preschoolers, and 
school-aged children. Some 
studies have indicated that 
sleep deprivation causes 
psychological distress 
among mothers and overall 
poor health among fathers 
and mothers (e.g., Meltzer 
& Mindell, 2007). Meltzer 
and Mindell found that 
frequent sleep disruptions 
resulted in poorer sleep 
quality for mothers, which 
in turn increased the risk 
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for negative feelings toward the child as 
well as toward their own parenting role. 
Other studies indicated that a lack of sleep 
restricted parents’ ability to spend quality 
time with their children and interfered with 
the transfer of human, social, and cultural 
assets to them (Plage et al., 2016). Sleep 
deprivation has also been known to cause 
a reduction in productivity and a greater 
tendency to miss work, and it affects 
subsequent advancements in employment 
(Plage et al., 2016; Rakhonen et al., 2012).

When Less Sleep Could Have a Good 
Outcome
Although Hirshkowitz and colleagues (2015) 
recommended a range of sleep durations 
for varying age groups, the authors also 
indicated that minor variations within the 
suggested sleep range could be experienced 
without any adverse effects. A restricted 
sleep schedule in healthy young adults who 
are able to withstand sleep deprivation 
for extended periods of time even has the 
possibility of certain positive outcomes, 
such as productivity, creativity, and alertness 
(Patrick, 2005). To the best of my knowledge, 
however, there is no research to date that 
highlights positive outcomes of sleep 
deprivation in parents with young children. 
It might be interesting to study parents—
mothers and fathers—who have found ways 
to receive support, cope, and stay resilient 
despite a lack of sleep. 

Cultural Context and Sleep
All of these sleep outcomes and 
arrangements in families could be a 
reflection of cultural values and beliefs in 
addition to factors such as climate and space 
restrictions. And all the practices could affect 
the amount of sleep everyone receives. 
Co-sleeping or bedsharing is practiced in 
many countries around the world (Jenni & 
O’Connor, 2005). In Sweden, co-sleeping 
is perceived as a normal family activity 
(Welles-Nystrom, 2005). Murthy, Bharti, Malhi, 
and Khadwal (2015) found that, in India, 
85% of healthy preschoolers in their study 
co-slept despite the availability of additional 
bedrooms. Growing up in tiny apartments 
in India, my husband and I each shared a 
bed with our parents and siblings well into 
our school years. The lack of space and the 
presence of additional family members 
made it impossible to claim our beds or 
rooms. Sharing a bed with our parents 
and siblings gave us a sense of security 

and strengthened 
our emotional ties. 
Research has revealed 
that co-sleeping 
can be beneficial to 
increase breastfeeding 
and the development 
of a close attachment 
with parents (Brooks, 
2013). According to 
Levine and Levine 
(2016), some surveys 
found that children 
were taken into the 
parental bed because 
of sleep disturbances. 
This could perhaps 
suggest that bed 
sharing might 
decrease sleep 
deprivation for 
some parents. More 
research needs to 
done in the area 
of co-sleeping and 
sleep deprivation, 
particularly in a 
cultural context.

As we raise our own 
children here in the 
U.S., my husband 
and I attempt to 
foster values of both 
independence and 
interdependence. 
Our children shared a room with us for 
the first 6 months of their lives, but as they 
grew, they began sleeping in their own 
beds. They currently share a room with each 
other and occasionally get into bed with 
us. As I reported at the beginning of the 
article, those arrangements have not always 
prevented sleep deprivation in our family.

Recommendations to Reduce Sleep 
Deprivation in Parents and Children
Research studies (e.g., Mindell, Li, Sadeh, 
Kwon, & Goh, 2016) have highlighted the 
benefits of a consistent bedtime routine 
for infants, toddlers, and preschoolers, 
including increasing their amount of sleep. 
Similarly, bedtime routines also may benefit 
parent health and wellness. Mindell, Telofski, 
Wiegand, and Kurtz (2009) found that having 
a bedtime routine with children has been 
associated with decreased maternal tension, 
anger, and fatigue. In addition, bedtime 

routines can give parents an opportunity 
to spend time with their children (Konkes, 
2001). Reading a book with one’s child at 
bedtime allows parents to unwind and drift 
away with the stories. It is also advantageous 
for parents who might be too tired to play 
(Konkes, 2001).

Given the cultural differences in sleep 
practices, Family Life Educators (FLEs) and 
health-care professionals need to keep those 
variations in mind when recommending 
sleep practices and routines to parents. 
Families should be allowed to choose sleep 
arrangements that are (a) safe and beneficial 
to their family lifestyle and well-being and 
(b) based on information shared by FLEs and 
other professionals.

Meltzer and Montgomery-Downs (2011) 
encourage Family Science professionals to 
think about sleep in the context of a family 
and how parent behaviors and internal and 
external stressors (e.g., marital conflict, work 
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problems) might cause child sleep issues, 
which in turn affect parents’ sleep patterns 
and day-to-day functioning. (See also other 
articles in this publication.) It is important to 
attempt to reduce those stressors. Spouses 
and parents might consider talking through 
challenges and exploring alternative 
solutions; some families may benefit from 
therapy and behavioral treatments to achieve 
better sleep for both parents and children. 

Because the lack of sleep affects productivity 
at the workplace, employers might consider 
providing parents with flexible work hours, 
allowing them to work from home, or 
providing sleep areas at the work site for 
taking short, restorative naps. Napping 
during the day (replacement napping) 
to make up for sleep loss, whether for 
10 minutes or 30, has been found to be 
beneficial to one’s mood, alertness, and 
cognitive performance (Milner & Cote, 2009). 
Finally, parents can gain support by involving 
family members and close friends in caring 
for children from time to time to allow young 

parents to get some sleep 
and relieve some parenting 
stress.  0 
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