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ABSTRACT 

TERRYLENE ANN INGLE 

 

THE LIVED EXPERIENCES OF PARENTS, GUARDIANS, AND  

CAREGIVERS MANAGING SLEEP PREPARATIONS  

IN CHILDREN AGES SIX THROUGH 12 

 

MAY 2019 

Objective: The aim of this descriptive, phenomenological study was to explore, describe, 

and understand the lived experiences of the parents, guardians, and caregivers managing 

sleep preparation in children ages 6 through 12.  

Method: Data were collected anonymously and exclusively online following a snowball 

sampling strategy.  The survey consisted of separate child and caregiver demographic 

questionnaires and a descriptive questionnaire that included eight open-ended questions.  

Sixty-four participants accessed the survey between June 16, 2018 and November 12, 

2018.  The qualitative data analysis followed Collaizi’s steps to arrive at common themes 

and describe findings in rich detail.  Scientific rigor and trustworthiness were maintained.   

Results: Three main themes emerged that described the lived experiences of the 

caregivers.  

• Bedtime routine 

• Sleep environment  

• Effects of child’s poor sleep 
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The themes are reinforced by evidenced from the literature and describes the impact on 

the child’s sleep quantity and quality and subsequent effects on other members of the 

household.  

Conclusion: The findings of the study parallel the problems experienced by the 

caregivers, the child, and siblings reported in the literature.  The findings further elucidate 

the caregiver’s difficulties with the child’s sleep pattern, subsequent mood, and daytime 

dysregulation because of poor sleep.  The findings also highlight the importance of 

preparing and maintaining an environment conducive to sleep and the direct impact of 

sleep disturbance on parents and siblings.  The knowledge gained from the study supports 

the development of effective interventions for parents, guardians, and caregivers to help 

children achieve optimal sleep. 
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CHAPTER I 

 

INTRODUCTION 

Focus of Inquiry 

 The Centers for Disease Control and Prevention (CDC) (2016) stated that more 

than one-third of Americans is not getting sufficient sleep regularly.  On a global basis, 

sleep disorder affects up to 45% of the world's population and about 25% of the world's 

children (LaMotte, 2017).  It is the consensus of the American Academy of Sleep 

Medicine (AASM) (2016), and the American Academy of Pediatrics (AAP) (2016) that 

children and adolescents 6 to 12 years of age should sleep 9 to 12 hours per 24 hours on a 

regular basis to promote optimal health (Paruthi et al., 2016).   However, data from 2015, 

national and state, Youth Risk Behavior Survey (Kann et al., 2016) revealed that when 

students, ages 6 to 12, were asked how much sleep they usually got on school nights they 

reported sleeping less than 9 hours.  

 Sleep is nutrition for the brain, and it is essential to life.  The human body is not 

capable of functioning at its optimal level without adequate amounts of sleep.  Sleep is 

particularly important in children since individuals who suffer from insufficient sleep are 

at risk for cognitive and neurobehavioral changes (Taveras, Rifas-Shiman, Bub, Gillman, 

& Oken, 2017; Lo et al., 2016).  Chronic sleep deficiency or inadequate sleep may also 

be associated with physical and social issues.  
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 In 2016, Lo et al. conducted a parallel study with 57 male adolescents aged 15-19 

to characterize their neurobehavioral changes associated with sleep restriction and 

recovery.  Neurobehavioral deficits were associated with multiple nights of sleep 

restriction.  Afternoon naps were offered to some participants to assess their 

neurobehavioral changes in association with sleep recovery.  The participants that napped 

showed attenuation of their neurobehavioral changes; however, their performance was 

not improved.  These findings were in contrast with the stable performance of the 

adolescents that slept 9 hours each night. It was concluded that adolescents’ 

neurobehavioral functions might not adapt to successive cycles of sleep curtailment and 

recovery. 

 In their examination of the effects of insufficient sleep in children ages 3 to 7, 

Taveras et al. (2017) found that those who do not get enough sleep are more likely to 

have problems with attention, emotional control, and peer relationships in mid-childhood.  

In addition, it was found that the associations between insufficient sleep and poorer 

functioning persisted throughout childhood. 

 Tambalis, Panagiotakos, Psarra, and Sidossis (2018) conducted a study among 

more than 177,000 students to explore the relationship between insufficient sleep 

duration and an unhealthy lifestyle profile among children and adolescents.  The result 

was significant for the correlation between insufficient sleep duration and unhealthy 

dietary habits, such as skipping breakfast, fast-food consumption and consuming sweets 

regularly. Furthermore, insufficient sleep duration was associated with increased screen 

time and being overweight or obese.   
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 Sleep insufficiency in children is growing at an alarming rate.  Comparison data 

of the National Survey of Children’s Health from 2003 to 2011 and 2012 (Hawkins & 

Takeuchi, 2016) showed an increase in sleep inadequacy in children ages 6 through 9 

from 23-35 %, and 30-41 % among children 10 through 13.  Parental report of the 

number of nights in a week that the child got sufficient sleep ranged from 4 hours or less 

to 10 hours or more.  This data is strengthened by data from the 2015 national and state 

Youth Risk Behavior Surveys (YRBS) (Wheaton, Jones, Cooper, and Croft, 2018), which 

stated that students ages 6 to 12 years old who report sleeping less than 9 hours per night, 

and teenagers aged 13 to 18 who report sleeping less than 8 hours per night were 

considered sleep deficient. 

 In 2015, Grandner et al. conducted an extensive national study of U.S. counties of 

adults to determine geographic patterns and whether insufficient sleep was reported 

differently across counties.  To distinguish areas with low (‘cold spots’) and high (‘hot 

spots’) indices of insufficient sleep and county-level data were examined from the 48 

mainland U.S. states.  At the national level, the analysis showed 84 counties considered 

‘hot spots’, and 45 counties were found to be ‘cold spots.  The state of Texas had nine 

counties considered to be ‘hotspots and seven counties considered cold spots (Grandner 

et al., 2015) showing the magnitude of sleep insufficiency in this state.  These findings 

are significant and will support targeted interventions to at risk individuals in these 

counties.  Insufficient sleep is a known risk factor for the development of obesity, 

cardiovascular disease, diabetes, and many other significant health outcomes (CDC, 

2018). 
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 Hirshkowitz et al. (2015) estimated that 25% to 30% of children and adolescents 

with normal development are not getting consistent, adequate sleep.  School-aged 

children need at least 10 hours of sleep daily (AAP, 2016; AASM, 2016).  Adequate 

sleep is a key to maintaining physical and mental health (National Heart, Lung and Blood 

Institute, 2019).  Poor sleep quantity and quality impairs physical and emotional 

development as well as the academic progress of children (National Institutes of Health, 

2012).  Sleep-deprived children are also at risk for emotional lability and impaired coping 

skills (Hawkins &Takeuchi, 2016).  

 It is essential to develop encourage, and preserve positive sleep routines in 

school-aged children.  For example, older children may benefit from a brief snuggle time 

with their parents before bedtime.  Having a bath, reading a story while lying in their bed, 

or having a quiet conversation about their day may also be beneficial for younger 

children.  During the school year- and weekends, it is especially important to adhere to 

age-appropriate sleep hygiene that include regular bedtime hours a consistent bedtime 

routine, and an environment that is conducive to sleep. 

 Shonkoff (2010) stated that during the years of 6 through 12, children develop 

patterns of behaviors that promote health throughout their lifetime.  Coincidentally, 

during this period, children also become more interested in television, computers, media, 

and internet and caffeine products. These unhealthy behaviors are potential contributors 

to sleep dysregulation such as difficulty falling asleep, poor sleep maintenance, and 

restless sleep (Shochat, 2012).  Engaging in television watching within two hours of 

bedtime has been associated with bedtime resistance, difficulty with sleep initiation and 



  

5 

 

 

 

maintenance, anxiety at night, and sleeping fewer hours than is recommended (Vriend & 

Corkum, 2011).  It is during school age between the ages of 6 and 13, that adopting and 

adhering to a healthy lifestyle patterns are most important as children who embrace 

healthy habits during early through middle childhood have a much easier time 

maintaining a healthy lifestyle throughout adolescence and adulthood compared to 

individuals who try to make the shift later in life (Bonnie, Stroud, & Breiner, 2015). 

Statement of Purpose 

 The purpose of this descriptive, phenomenological study was to explore, describe, 

and understand the lived experiences of the parents, guardians, and caregivers managing 

sleep preparation in children ages 6 through 12.  The knowledge gained from the study 

supports the development of effective interventions for parents, guardians, and caregivers 

to help children achieve optimal sleep. 

Rationale for the Study 

 More than one-third of Americans is not getting sufficient sleep regularly (CDC 

2016).  The American Academy of Sleep Medicine (AASM, 2016), and the American 

Academy of Pediatrics (AAP, 2016) recommend 9 to 12 hours of sleep per 24 hours for 

children and adolescents 6 to 12 years of age, on a regular basis, to promote optimal 

health (Paruthi et al., 2016).   However, globally sleep disorder affects up to 45% of the 

world's population and about 25% of the world's children (LaMotte, 2017).  Data from 

2015, national and state, Youth Risk Behavior Survey (Kann et al., 2016) revealed that 

when students, ages 6 to 12, were asked how much sleep they usually got on school 

nights they reported sleeping less than 9 hours.  
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 The current study examined participants’ subjective feelings about their lived 

experiences managing the sleep preparations in children ages 6 through 12.  The goal was 

to identify barriers in achieving optimal sleep as well as the personal effects of sleep 

deprivation on the child and on other members of the household.  Patients with an 

undiagnosed neurological deficit are at increased risk of developing sleep disorders 

(Bianchi, 2014), and insufficient sleep has deleterious effects on the developing brain and 

consequently on neurological functioning.   

Philosophical Underpinnings and Theoretical Framework 

 Descriptive phenomenology analyzes the experiences towards a specific object in 

the world.  Descriptive phenomenology guides the study of such experiences and helps us 

understand the experiences through empathic immersion with subjects and their 

descriptions (Christensen, Welch, & Barr, 2017).  Descriptive phenomenology also 

guides the analyses of conditions of intentionality, such as conditions involving motor 

skills and habits, background social practices, and, often, language (Giorgi, 2009).  

Experience, in a phenomenological sense, includes not only the relatively passive 

experiences of sensory perception, but also imagination, thought, emotion, desire, 

volition, and action (Mastin, 2009).  In short, experience includes everything we live 

through or perform.  Thus, we may observe and engage with other things in the world, 

but we do not experience them on a firsthand basis.  What makes an experience conscious 

is the awareness one has of the experience, while living through or performing it (Mastin, 

2009).  
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 The philosophy of Edmund Husserl (1990) provides the philosophical 

underpinning for the current descriptive phenomenological study.  Husserl believed that 

personal information is necessary to understand human motivation because human action 

is directly influenced by what people perceive to be real (Lopez & Willis, 2004).  Husserl 

also believed that to know the world, peoples’ thoughts had to be known and that there is 

no real existence outside the mind (Husserl, 1990)   Husserl’s focus was on finding the 

essence or true meaning of a phenomenon and of the ideal essential structures of 

consciousness (Mastin, 2009).  To achieve this, he introduced the method of 

phenomenological reduction, specifically to eliminate any hypothesis on the existence of 

external objects (Mastin, 2009).  Husserl asserted that he could justifiably bracket data 

from consciousness by suspending all preconceptions about it, including (and especially) 

those drawn from what he called the naturalistic standpoint (Mastin, 2009).  It was also 

his belief that human consciousness has no life apart from the objects or phenomena it 

considers and calls this characteristic intentionality or object-directedness (Mastin, 2009).  

Intentionality embodies the idea that the human mind is the only thing in the whole 

universe that can direct itself toward other things outside of itself (Mastin, 2009).  He 

describes a concept called intentional content, which compares to an innate or built-in 

mental description of external reality, which allows us to perceive and remember aspects 

of objects in the real world outside (Mastin, 2009).    

 Descriptive phenomenology guided the current study to explore, describe, and 

understand the lived experiences of parents, guardians, and caregivers managing sleep 

preparations in children ages 6 through 12.  A collection of demographic data 
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supplemented the descriptive data and enriched the analysis to better understand the 

participants’ lived experiences and enhance the meaning of the findings (Palinkas et al., 

2010).  Both types of data validated each other and created a solid foundation for 

concluding the results (Mayoh & Onwuegbuzie, 2013). 

 In qualitative research, a conceptual framework anchors the study and provides a 

referral point for data interpretation (Astalin, 2013).  According to Bronfenbrenner 

(Griffen, Rigsby, & Zimmerman, 2018) the use of the ecological systems theory is used 

to understand the processes and results of the systems that frames human development.   

Sleep hygiene is a modifiable, behavioral problem and Bronfenbrenner's ecological 

theory (Bronfenbrenner & Ceci, 1994) framed the parental experiences related to 

managing the child’s sleep hygiene.  According to Bronfenbrenner, to best try to 

understand a child’s development they must first be examined in various settings, also 

known as ecological systems.  For this study, the ecological model was used to describe 

how a child’s sleep is impacted by the intersection of his natural qualities and his 

environment.  Because of the interactions between systems, Blunden, Benveniste and 

Thompson (2016) asserted the usefulness of this model to illustrates how one inclusive 

behavior change theory can significantly improve sleep education.  The ecological model 

guided the development of the questionnaires and was used to elicit information about the 

surrounding structure of the child's environment and its effects on their sleep.  While the 

immediate surroundings of a child are of crucial importance, the broader environment, 

such as their school, community, society, education, political, and cultural systems are 

also important.  The ecological model, as illustrated in Figure 1 emphasizes the 
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dimension of time-related to the child’s development, which is often overlooked in other 

theories of human development (Bronfenbrenner & Morris, 2006).  It is the claim of 

Bronfenbrenner and Morris (2006) that this model is applicable to both children and 

mature adults and is a lifespan approach to development as it emphasizes the importance 

of understanding bidirectional influences between an individual’s development and the 

surrounding environmental contexts.  The inclusion of time (chronosystem) is a critical 

component to evaluate the way people and the environments changes (Bronfenbrenner 

and Morris, 2006).   

  The ecological model is composed of five systems.  The child, his or her peers, 

family, school, religious institutions and, neighborhood, are the focus of the microsystem, 

while the mesosystem focuses on the interrelationship between these components.  These 

two systems are directly related to the child’s sleep patterns and subsequently their sleep 

health.  The other, broader, systems that influence children’s development, such as 

socioeconomic and educational systems are included in the exosystem.  The exosystem 

contains elements that affect the child indirectly.  An example of this interaction is if a 

parent were to lose his or her job or have changed to his or her work hours, these changes 

would affect the child indirectly in the form of financial strain or increased parental 

stress.  The macrosystem influences the overarching beliefs and values of a child, his or 

her family, and the surrounding community, particularly related to ethnicity, culture, and 

social norms.  The ecological model is beneficial for sleep education because it allows a 

broad viewpoint in which sleep education and awareness can be studied, and to which a 

preventative health model can be applied (Blunden et al., 2016). 
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 Bracketing in phenomenological studies supports the validity of the data 

collection and analysis processes (Chan, Fun, & Chien, 2013).  Bracketing requires a 

deliberate putting aside of one's own beliefs about the phenomena under investigation or 

what the researcher already knows about the subject before and throughout the research 

(Chan, Fun, & Chien, 2013).  A danger when using a framework for a descriptive 

phenomenological study is the risk for it to have an adverse influence on the researcher’s 

ability to bracket preconceived ideas.  Giorgi (1994) stated that bracketing involves a 

process whereby “one simply refrains from positing altogether; one looks at the data with 

the attitude of relative openness” (p. 212).  To support bracketing, for this study, the 

researcher reflected on her pre-conceived perceptions and approached the data with an 

open attitude in an effort to be unbiased. 

Summary 

 Sleep nourishes the brain, and without it, one would not survive.  To function at 

an optimal level, the human body needs adequate amounts of sleep.  In children, sleep 

insufficiency often results in attention deficit, poor academic performance, and often a 

misdiagnosis of poor focus and impulse control (Hiscock et al., 2015).   The philosophy 

of Husserl provided the philosophical underpinnings for this descriptive 

phenomenological study to explore, describe, and understand the lived experiences of 

parents, guardians, and caregivers managing sleep preparation in children ages 6 through 

12.  Bronfenbrenner's’ ecological framework guided the composition and organization of 

the study questionnaires (Bronfenbrenner & Ceci, 1994).  The resulting data was 

expected to provide a rich description of the lived experiences of parents, guardians, and 
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caregivers managing sleep preparations for children ages 6 through 12.  The knowledge 

gained from the study will support the development of effective interventions to 

encourage parents, guardians, and caregivers to help children achieve optimal sleep. 
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CHAPTER II 

REVIEW OF LITERATURE 

Sleep is a reversible behavioral state of perceptual disengagement and 

unresponsiveness to the environment involving a complex amalgam of physiological and 

behavioral processes (Carskadon & Dement, 2011).  Sleep is essential to all life, and 

sleep is especially vital to a child's wellbeing (Bruni, 2010).  Sleep plays a significant role 

in cognition by allowing or enhancing cognitive functions; including solidifying 

memories, organizing thoughts, identifying and reacting quickly to stimuli, processing 

ideas accurately and efficiently, and conducting abstract thinking and creativity (Mindell 

& Owens, 2015).  Although sleep insufficiency in children has been concerning for many 

years, over decades sleep times have become shorter (Cline, 2010). 

 According to Maslow’s Hierarchy of Needs (Maslow, 1943), our basic needs are 

vital to our survival.  The Hierarchy of Needs is conceptualized as a five-tier model of 

human needs depicted as hierarchal levels within a pyramid.  The physiological needs 

such as food, shelter, clothing, and sleep are the foundation of the pyramid and represent 

our most basic needs (McLeod, 2017).  An individual's basic physiological needs must 

first be met before higher order needs can be satisfied.  If the basic physiological needs 

are unmet, then efforts are focused on these needs, which become the motivating factor 

for the individual (McLeod, 2017).  Breathing, food, water, and sleep are elements of 

human’s basic needs.  Sleep problems that include sleep deprivation affect up to 45% of 
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the world's population (LaMotte, 2017) and reduced sleep affects about 25% of the 

world's children.  Children, as well as adults, report alarming rates of sleepiness and 

sleeplessness, and struggle to cope with the epidemic of sleep disorders (Howe, 2017).  

School-age children need at least 10 hours of sleep daily (Matricciani, Blunden, Rigney, 

Williams, & Olds, 2013).   

In 2001 Stein, Mendelsohn, Obermeyer, Amromin, and Benca conducted a 

seminal study to assess perceptions of sleep problems in school-age children ages 4 to 12 

years receiving routine pediatric care.  The study showed that less than half of the 

parents, who identified sleep problems (N = 20) in their children, reported discussing it 

with their child's pediatrician.  Nonetheless, 10.8% (n = 50) of the sample reported sleep 

problems during the previous six months (Stein et al., 2001).  The results support 

evidence that parents are cognizant of their children's sleep problems and should be 

queried about their child’s sleep during routine pediatric visits. 

Physical, Behavioral, Mental, and Academic Consequences 

 Insufficient sleep is a major public health issue that has the potential to develop or 

exacerbate underlying health issues.   A study by Sheldon, Kryger, Ferber, and Gozal 

(2014) demonstrated how insufficient sleep in human subjects negatively affected their 

sleepiness and fatigue.  Negative effects, such as a decline in perceptual, cognitive, and 

psychomotor capabilities, and increasing transient ego disruptive episodes were also 

noted.  Sheldon et al. (2014) also noted that as sleep deprivation continues, with up to 60 

hours of continuous wakefulness, reality testing and performance become impaired and 

regressive behavior develops.  Children’s reactions to acute sleep restriction, of less than 
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9 hours per night (Paruthi et al., 2016) are similar to reactions observed in adults, but 

with also some significant differences.  Insufficient sleep, poor sleep quality, and 

sleepiness are all common problems in children and adolescents and may adversely affect 

learning, memory, mood, thinking, and school performance.  The associations between 

sleep variables of sleep quality, sleep duration, and sleepiness with school performance 

were examined in three separate meta-analyses.  Influential factors such as gender and 

age were evaluated as moderators of sleep (Dewald, Meijer, Oort, Kerkhof, & Bögels, 

2010).  All sleep variables were significantly but modestly related to school performance.  

Sleepiness showed the most substantial relation to school performance, followed by sleep 

quality and sleep duration (Dewald et al., 2010).   

 Gruber et al. (2011) conducted a study on 43 children ages 7 to 11 to assess the 

cumulative impact of 1 hour of nightly sleep restriction over the course of 6 nights on the 

neurobehavioral functioning (NBF) of children with attention deficit hyperactivity 

disorder (ADHD) and healthy controls. Following 6 nights of actigraphy monitoring of 

sleep to determine baseline sleep duration, children were asked to restrict sleep duration 

by 1 hour for 6 consecutive nights. NBF was assessed at baseline (Day 6) and following 

sleep manipulation (Day 12). It was concluded that moderate sleep restriction leads to a 

detectable negative impact on the NBF of children with ADHD and healthy controls, 

leading to a clinical level of impairment in children with ADHD.  
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 Sleep insufficiency is a risk factor for the development and the exacerbation of 

psychopathology (Alfano & Gamble, 2009). The interaction between sleep and 

psychiatric disorders is complex with significant interrelationship in its development, 

severity, and prognosis.  Primary psychiatric disorders and comorbid sleep psychiatric 

disorders such as bipolar disorder, depression, anxiety disorder, obsessive-compulsive 

disorder, and schizophrenia are noted to worsen in the setting of sleep deprivation 

(Ramtekkar & Ivanenko, 2015).   

 The relationship between migraine and sleep is complex and poorly understood; 

however, anecdotally, sleep is reported to serve a therapeutic role in terminating 

headache (Vgontzas, & Pavlović, 2018).  A growing body of evidence suggests an 

underlying commonality for the etiology of both problems.  In exploring the relationship 

between sleep and migraines, Shugart (2012) identifies sleep as a comorbidity, and 

emphasized the importance of recognizing it as such, since treating this comorbid 

condition often results in improvement of the migraine headaches.  Vgontzas and 

Pavlović (2018) explained the pathophysiological link between these two conditions by 

implicating the effects of the neuro-transmitters serotonin and dopamine.  Brogaard 

(2017) further elucidates on the roles of these neurotransmitters and their common link to 

pain and sleep.   Serotonin helps control pain, sleep, mood, sexual behavior and dilation 

and constriction of the blood vessels. It is strongly suggested that when serotonin levels 

in the brain fluctuates, chronic tension, cluster, and migraine headaches develops.  The 

pain is mediated by neuronal hyperexcitation that stimulates the trigeminal nerve, thus 

releasing a cascade of chemical substances that triggers dilatation of the blood vessels, 
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which causes pain.  Dopamine is another neurotransmitter that plays a role in muscle 

contraction, motivation, energy levels, cognition, and memory. When the dopamine 

receptors are overstimulated, symptoms of migraine such as hyperactivity, irritability, 

nausea, vomiting, yawning, and hypotension develops.  Recent prospective, longitudinal, 

and time‐series analysis has begun to unravel the magnitude and patterns of sleep and 

migraine. Prospective evidence has shown that sleep variables can trigger acute migraine, 

but also precede and predict new onset headache by several years (Rains, 2018).  

 There is also a common link between sleep and epilepsy.  Jain and Kothare (2015) 

reported the bidirectional link between sleep and the frequency and occurrence of 

interictal spikes, timing, and threshold of seizures, as well as the worsening of sleep 

architecture and sleep disorders by epilepsy.  Poor sleep in epilepsy is multifactorial and 

is worsened by poorly controlled seizures. Conversely, poor sleep is associated with 

worsened quality of life, psychological function, and memory.  Seizure frequency and the 

overall well-being of patients with epilepsy have been noted to improve when sleep is 

improved (Jain & Kothare, 2015).  The Epilepsy Foundation (EF) (Schachter, Shafer, 

Sirven, 2013) strengthens this claim by stating that new onset seizures, in some people, 

occur after an "all-nighter" at college or after not sleeping well for long periods. The EF 

further note the importance of adhering to “good sleep” for the management of seizures, 

as poor sleep can increase the intensity and length of the convulsions.   

In two independent reviews by Miller, Lumeng, and LeBourgeois (2015) and 

Koren, O’Sulivan, and Mokhlesi (2015) explored the recent findings on sleep and obesity 

associations in children. Both reviews focused on sleep duration, sleep timing and 
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chronotype, and the description of the potential mechanisms underlying the sleep–obesity 

associations. Miller, Lumeng & LeBourgeois (2015) concluded that beyond sleep 

duration, sleep timing patterns might contribute to the obesity risk. Koren, O’Sulivan & 

Mokhlesi (2015) states that beyond sleep duration sleep timing patterns may contribute to 

obesity risk.  The categories of sleep disturbances that are implicated in the contribution 

to obesity and its glycemic co-morbidities include the following: (1) alterations of sleep 

duration, chronic sleep restriction, and excessive sleep; (2) alterations in sleep 

architecture; (3) sleep fragmentation; (4) circadian rhythm disorders and disruption and 

(5) obstructive sleep apnea.  Short sleep duration and sleep-disordered breathing before 

age 5 years independently increases the likelihood of being overweight at age 

15 (Bonuck, Chervin, and Howe, 2015).   

Buckhalt (2011) explored the connection between sleep duration, quality and 

daytime sleepiness in children.   Associations between sleep, cognition, and academic 

tasks were found in several groups of children: children who have sleep disorders, 

children with disorders involving cognitive impairment, and for typically developing 

children with no known disorders. The study showed a range of neuropsychological 

(cognition, attention, and memory), and behavioral (aggression, hyperactivity) 

impairments that were recorded in relation to poor sleep.  In a population-based study of 

11,000 children, (Bonuck, Rao, and Xu (2012) noted that sleep problems before 5 years 

of age increased the likelihood of requiring special education at 8 years. 

Sleep disorders affect the health of children through both intrinsic and extrinsic 

means (El Shakankiry, 2011).  Extrinsic sleep disorders predominantly occur during 
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childhood and include inadequate sleep hygiene, environmental causes for sleep 

disorders, adjustment sleep disorder, limit-setting sleep disorder, and sleep-onset 

association disorder.  The disorders are strongly associated with behavioral problem, such 

as hyperactivity or psychological symptoms.   

Sleep is necessary to preserve cognitive functions. Without adequate sleep, 

consolidation of memory, organization of thoughts, preservation of reaction times, 

performance of accurate and efficient tasks, abstract thinking and be creativity are 

affected (Mindell & Owens, 2015).   A good night's, or healthy sleep, is described as 

when a person falls asleep quickly (within 30 minutes of getting in bed), does not entirely 

wake up during the night, does not wake up too early, and feels refreshed in the mornings 

(Knott, 2017).   Sleep deficiency is characterized by too little sleep according to age due 

to short or fragmented sleep (Paruthi, et al. 2016).   The effects of chronic sleep 

deprivation on infants, children, and adolescents are multifactorial and complex.  

Repeated or persistent sleep disturbances in children affect their physical, mood, and 

cognitive well-being.  Exposure to ambient stressors that affect the sleep quantity and 

quality, together with autonomic reactions, results in alterations within the brain of the 

sleeping child.  The evidence is growing for the adverse effects of chronic noise exposure 

during sleep on children’s cognition (Hygge & Kim, 2011). 

Parental Consequences 

 Sleep difficulties in children also affect their caregiver (Moturi & Avis, 2010).  A 

national survey of sleep in American children by Mindell, Meltzer, Carskadon, & 

Chervin (2009) found that 50% of parents are losing an average of 30 minutes of sleep 



  

19 

 

 

 

per night due to their child’s night awakening.  Potential causes of parent sleep 

disruptions included nighttime caregiving, monitoring of their child’s illness, and stress 

related to the child’s illness. Consequences included poor sleep quality, depression, and 

anxiety. It was concluded that parents of youth with chronic illnesses experience sleep 

disruptions, providing a potential mechanism to explain elevated rates of negative 

daytime functioning (Meltzer & Montgomery-Downs, 2011).  Specifically, children’s 

sleep disruptions have an indirect relation with maternal daytime functioning (Mindell, 

Sadeh, Kwon, and Goh, 2015).  Children’s sleep disruptions predict maternal sleep 

quality while maternal sleep quality predicts maternal negative daytime functioning, such 

as depression and parenting. A 2015 study by Mindell, Sadeh, Kwon, and Goh was 

conducted to assess the relationship between child and maternal sleep.  Night awaking 

was the strongest determinant of maternal sleep, both sleep fragmentation and total 

nighttime sleep. Thus, the impact of chronic sleep fragmentation, as experienced by many 

parents, on psychological well-being and functioning should be considered as a major 

family risk factor. 

Economic Consequences 

 Sleep insufficiency has been declared as a ‘public health problem’ by the CDC 

(CDC, 2011).  It is estimated that more than 30 percent of American adults do not get 

enough sleep on a regular basis. Insufficient sleep is a global problem that equally 

concerns other countries.  The proportion of people sleeping less than the recommended 

hours is rising (CDC, 2011). This decline in sleep hours has been linked with lifestyle 

factors related to a modern 24/7 society. Factors such as psychosocial stress, alcohol 
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consumption, smoking, lack of physical activity and excessive electronic media use, 

amongst other contribute to this problem. Sleep is considered essential for health, 

productivity, and wellbeing. A lack of sleep has been found to be associated with a range 

of negative health and social outcomes, and it has an influence on health status as well as 

success in school and the labor market.  Because of the potential adverse effects of 

insufficient sleep on health, wellbeing, and productivity, the consequences of sleep 

deprivation have far-reaching and expensive economic consequences. However, efforts to 

quantify the economic effects of sleep deprivation have been limited thus far.  CDC 2016 

statistics show an estimated 37.9% of adults reported unintentionally falling asleep during 

the day, at least 1 day in the preceding 30 days.  Nodding off or falling asleep while 

driving in the preceding 30 days was reported by 4.7% of adults. Persons who reported 

sleeping less than 7 hours on average during a 24- hour period were more likely to report 

unintentionally falling asleep during the day at least 1 day in the preceding 30 days 

(46.2% versus 33.2%) and nodding off or falling asleep while driving in the preceding 30 

days (7.3% versus 3.0%) (CDC, 2011).  

 The US sustains by far the highest economic losses of up to $411 billion a year, 

(2.28 % of its GDP) due to the size of its economy (Hafner, Stepanek, Taylor, Troxel, 

and Van Stolk, 2016).   On an annual basis, the US loses an equivalent of around 1.2 

million working days due to insufficient sleep. An individual that sleeps on average less 

than six hours per night has a 13 % higher mortality risk than someone sleeping between 

seven and nine hours. An individual sleeping between 6 to 7 hours per day has a 7% 

higher mortality risk as compared to those sleeping 8 hours per day (Hafner et al. 2016).  
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However, the full economic impact of sleep loss and sleep disorders on individuals and 

society is still unknown.  Daytime sleepiness, inadequate sleep time, insomnia, and other 

sleep disorders place a significant burden on the health-care system through the increased 

use of the health care system.  Because of the potential adverse effects of insufficient 

sleep on health, wellbeing, and productivity, the consequences of sleep loss disorders 

have a far-reaching economic impact.  

 Hui and Grandner (2015) examined health-care dollars spent because of poor 

sleep. They found that poor sleep quality was associated with approximately $3400 to 

$5200 additional dollars spent per person on health care. When participants were 

followed up after a year, if sleep quality worsened, health-care expenditures increased.    

Shahly et al. (2012) determined that insomnia was associated with 7.2% of all costly 

workplace accidents and errors, and the cost thereof for the U.S. population had a 

combined value of $31.1 billion. 

Summary 

Sleep deficiency is characterized by too little sleep according to age due to short 

or fragmented sleep (Paruthi et al. 2016). Sleep disorders during childhood represent a 

vital child health issue.  Children are more vulnerable than adults are to the effects of 

disturbed sleep because they are in a critical period of brain development (Zitting et al., 

2018).  Children’s sleep disturbances may affect cognitive development and learning 

during a crucial brain growth period.  Children with disturbed sleep present with 

cognitive dysfunction and behavioral disturbances related to sleep fragmentation.  A 

significant issue is that children who have experienced prolonged sleep disruption during 
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a period traditionally associated with significant brain growth and substantial acquisition 

of cognitive and intellectual capabilities may suffer from a partially irreversible 

compromise in their potential for academic achievement. 

Empirical data directly addressing the effects of repeated sleep loss on children's 

disposition or cognitive function are sparse.  A range of clinical and observational data 

supports a general picture that inadequate sleep results in tiredness, difficulties with 

focused attention, low thresholds to express adverse effects (irritability and easy 

frustration) as well as difficulty in modulating impulses and emotions.  Although the data 

are limited, the effect of sleep disorders, chronic sleep loss, and sleepiness on accident 

rates, performance deficits, and health care use on the American economy is significant.  

The high estimated costs to society of leaving the most prevalent sleep disorders 

untreated are far more than the costs incurred by delivering adequate treatment.  

Hundreds of billions of dollars are spent and lost annually as a result of poor or limited 

sleep.  However, higher surveillance and analysis is necessary to estimate the full 

economic implications of these problems (Hui & Grandner, 2015).   

Clinicians should query children’s’ sleep concerns during routine pediatric care.  

Less than half of the parents, who identified sleep problems in their children, in a survey 

reported that they had discussed sleep with their child's pediatrician despite 10.8% of the 

sample reporting sleep problems during the previous six months (Stein et al., 2001).  The 

results support the evidence that parents are cognizant of their children's global sleep 

problems and that it should be addressed during routine pediatric visits.  
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A thorough review of the literature revealed limited research describing parents' 

experiences of managing school-age children's bedtime routines.  Further research is 

needed to develop knowledge of those experiences.  An understanding of parents' 

experiences managing school-age children's activities prior to bedtime will support the 

development of interventions to help close the knowledge gap and empower other parents 

to effectively manage their children’s sleep preparations.  
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CHAPTER III 

METHODS 

A descriptive, phenomenological (Husserl, 1990), single phase, embedded design 

(Flynn & Korcuska, 2018) was used to develop a rich and in-depth description of the 

lived experiences of parents, guardians, and caregivers managing sleep preparations in 

children ages 6 through 12.  A descriptive, phenomenological research design supported a 

rigorous, critical, and systematic exploration of the phenomenon of sleep preparations 

(Matua, & Van Der Wal, 2015).  

The instruments for data collection included both qualitative and demographic 

questionnaires.  After an extensive literature review of sleep difficulties, the demographic 

questionnaires were developed to reflect factors found to directly impact sleep 

preparation.  The semi-structured interview guide was designed to elicit in-depth 

descriptions of managing sleep preparations in children.  The analysis of the demographic 

data supplemented the reports of the participants’ lived experiences and enhanced the 

meaning of the qualitative findings (Palinkas et al., 2010).  Descriptive statistics 

quantified the demographic data and summarized the sleep-related data.  The qualitative 

data analysis followed Colaizzi’s (1978) steps to arrive at common themes and describe 

the findings in rich detail. 

Polit and Beck (2012) described a flow of activities necessary for a qualitative 

study: (a) planning the study, (b) developing the data collection strategies, (c) gathering
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and analyzing the data, and (d) disseminating the findings.  The decisions involved in 

the planning and organization for this study followed this scheme.  The goal of the study 

was to understand the lived experiences of the parents, guardians, and caregivers who 

manage the sleep preparations in children ages 6 through 12, and to identify potential 

areas for intervention to improve the children's sleep quality. 

Setting 

The survey data for the study was collected exclusively online.  Only residents of 

the United States were recruited.  Access to the internet was necessary to access the 

interview questions; however, the participants were otherwise free to determine the 

setting in which they chose to respond.  The primary investigator (PI) sent an initial 

recruitment email message (see Appendix B) to family members, friends and 

acquaintances, who were known to meet the inclusion criteria for the study.  Following a 

snowball sampling strategy, the contacts were asked to forward the recruitment email to 

others, who also met the inclusion criteria for participation in the study.  Each subsequent 

participant was asked to continue to forward the invitation to other individuals with the 

goal of collecting data that reflected a rich cultural diversity.  The PI’s and faculty 

advisor’s contact information was listed on the recruitment email in case the potential 

participants had questions about the study. 

Participants 

The population for the study consisted of adults (parents, guardians, and 

caregivers) who manage sleep preparations, or steps in the process of readying for sleep 
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in children ages 6 through 12.  All study participants had to meet the following inclusion 

criteria to participate: 

• be at least 18 years of age; 

• be the parent, guardian, or caregiver of a child of ages six through 12; 

• manage the sleep preparations for the same child at least five days per week; 

• be able to identify and select one child for the study; 

• have access to the Internet; 

• be able to read, write, and understand the English language; 

• live in the United States. 

The plan included enrolling participants until data saturation was obtained.  Saturation 

was determined when at least four new informants did not provide any additional new 

information.  Saturation ensured the collection of adequate quality data to support the 

research.   

Protection of Human Subjects 

The study was reviewed and approved by The Texas Woman's University 

Institutional Review Board, Houston campus as listed in Appendix A.  A waiver of 

written (signed) informed consent under 45 CFR 46.117 (c) was granted because the 

signed consent form would be the only record linking the participants' names with the 

research and the research presented no more than minimal risk.  Instead, the following 

statement was placed at the heading of the survey, “The return of your completed 

questionnaire constitutes your informed consent to act as a participant in this research.” 
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Data Collection 

The data was collected exclusively online.  The recruitment email/letter and 

consent included all pertinent information about the study, such as the inclusion criteria, 

time commitment, data collection method, and contact information of the PI (see 

Appendix B).  Potential participants had the option to contact the PI via email or 

telephone before starting or during the survey if they had questions or concerns.  The PI 

was available, by telephone or e-mail, to answer participants' questions any time before, 

during, or after enrollment in the study.  After completion of the study, participants who 

expressed an interest in receiving the results by email were sent an electronic summary of 

the results.   

The data were collected using an online PsychData survey.  A 39-point survey 

was created consisting of 31 child (see Appendix C) and caregiver demographic 

questions (see Appendix D) and eight qualitative, open-ended, descriptive questions (see 

Appendix E). 

Three questionnaires covered three distinct areas: The first was designed to 

collect the child's demographic information using close-ended questions, such as gender, 

education, age, etc.  The second collected the qualitative data by using an opened-ended 

approach to explore and encourage a rich detail of the child’s sleep preparations as well 

as the parent, guardian, or caregiver experiences.  Ample space was provided in this 

section to encourage rich and detailed descriptive responses from the participants.  The 

third collected the parent, guardian, or caregiver’s demographic information, such as age, 
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gender, education, marital status, etc. using a closed-ended approach.  The questions were 

written at an average reading level of 4.8 grade (Graber, Roller, & Kaeble, 1999).   

No identifying information was asked of the participants during data collection, 

and their anonymity was preserved by omitting the collection of their IP addresses.  The 

purpose of the study, inclusion criteria, time commitment, and the data collection method 

was readily visible on the recruitment email and upon accessing the survey site.  The 

recruitment email included the PI’s contact information, such as telephone number and 

email address, to facilitate communication should the potential participant have 

additional questions.  

The objectives of including closed-ended demographic questions were: 

• to determine factors that could influence a respondent’s choice of answers; 

• to allow for the separation of the respondents into specific groups, and to learn 

how the groups vary with their answers; 

• to allow for transferability. 

The goals of including open-ended or descriptive questions included the   

 following: 

• to enable an infinite number of possible answers without placing any limits on 

the responses; 

• to allow respondents the freedom to relay any information they felt was 

relevant and anything they thought the researcher may want to know; 

• to allow respondents the freedom and space to answer in great detail; 
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• the details help to qualify and clarify their responses, yield accurate 

information, and provide actionable insight for the investigator; 

• to sometimes discover something unique and unexpected among the survey 

responses; 

• to obtain adequate answers to complex issues; 

• to encourage creative responses and self-expression from the respondents in 

their own voices; 

• to reveal how respondents, think from the essential logic of their reasoning and 

the steps in their thinking process to their language choice and frame of 

reference; and 

• to allow the investigator to explore topics that are not well known to form a 

hypothesis (Wisdom & Creswell, 2013).  

 According to Bronfenbrenner's ecological model, human development is 

influenced by different environments or systems in which the individual interacts (see 

Figure 1). 
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Figure 1. Bronfenbrenner’s Ecological Model.   (From Bronfenbrenner’s Ecological 

Model by Nielsen, J. N., 2011).  (Public image) 

The model served as a guide in the development of the qualitative.  The systems 

in the ecological model are not absolute but are fluid in their interactions.  An 

organizational approach (see Table 1), using Bronfenbrenner’s ecological model allowed 

the development of the questions according to its systems.  The integration of both 

demographic and qualitative data strengthened the rigor of the study, enriched the data 

analysis, and enhanced the credibility of the study. 
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Table 1.  

Bronfenbrenner’s organizational approach to questionnaires development 

Systems Microsystem Mesosystem Exosystem Macrosystem 

Question 

Number 

4, 6, 7, 9, 10, 11, 12, 13, 

14, 15, 16, 17, 18, 19, 21, 

22, 23, 24, 25, 26, 27, 28 

2 3, 32, 34 3, 4, 31 

 

 The questionnaire design focused on the biological, environmental and social 

impact on children’s sleep.  

Data Analysis 

The length of time to complete the survey was up to 30 minutes.  Identifying 

information of the participants was not collected.  If the participants included identifying 

information, it was deleted from the downloaded data.  Each completed survey was 

randomly assigned a respondent ID by PsychData used to organize and analyze the data 

without linkage information to the participant.  Encryption of the electronic data occurred 

at the instant a user submitted the survey and could only be decoded by the target server.  

PsychData utilizes Secure Socket Layer (SSL) 256-bit encryption technology to ensure 

the protection of all data transactions on their website.  PsychData maintains an SSL 

certificate from VeriSign, the industry leader in SSL technology.  The hard copies, or 

printed data, remained in possession of the researcher and was stored under double lock 

and key in her home.  The survey data was coded with close attention to the purpose of 

the study.  Two weeks after the survey’s expiration, accounts were purged by PsychData, 

meaning that all survey, data, and any remaining questions or participants were deleted.  

Only the researcher and faculty advisor read the questionnaires.  The hard copies will be 
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shredded after five years following the completion of the study.  The results of the survey 

will be reported in scientific magazines or journals, but participants’ name or any other 

identifying information will not be included. 

The analysis followed Colaizzi’s (1978) process for phenomenological data 

analysis.  

• The responses were read and reread multiple times 

• Significant statements were extracted from the data 

• Detailed meanings were formulated from the meaningful comments extracted 

• Meanings were stored into themes 

• Validation of themes and research question were noted with notations 

• The findings were integrated into an exhaustive description of the phenomenon 

under study 

• An exhaustive description of the phenomenon under study was formulated 

• Validation of the findings was sought from the committee chair 

Scientific Rigor 

Scientific rigor was maintained throughout the study (Lincoln & Guba, 1985).  

Triangulation involved integrating quantitative methods with qualitative methods in the 

study to enhance and reinforce the findings.  Investigator triangulation means involving 

other researchers from the same discipline during the analytic phase.  If the other 

researchers come up with similar results, then the certainty and credibility of conclusions 

are high.  In this study, an expert in the concept of sleep provided a review of the findings 
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for fit.  Dependability was maintained via an audit trail.  Adequate documentation of how 

decisions were made in the course of the study relating to the purpose of the research, 

sampling, and data collection, analysis, and interpretation was kept.  Transferability was 

achieved by gathering demographic data of both the parents and the children in their care.  

This data provided a comprehensive description of the setting and sample used in the 

study for generalizability (Lincoln & Guba, 1985) 
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CHAPTER IV 

ANALYSIS OF DATA 

This chapter presents the findings of the data collected from the questionnaires 

completed by parents, guardians, and caregivers who manage sleep preparations in 

children ages 6 through 12.  The findings are presented in relation to the study objective, 

which is to explore, describe, and understand the lived experiences of the parents, 

guardians, and caregivers managing sleep preparation in children ages 6 through 12.  This 

chapter describes the sample and presents the findings of the study. 

Description of Sample 

Sixty-four participants accessed the survey between June 16, 2018 and November 

12, 2018.  The response rate varied per questionnaire.  Forty-five (70%) of the 

participants completed the caregiver demographic questionnaire (see Table 2), 64 (100%) 

completed the child demographic questionnaire (see Table 3), and 46 (71.8%) completed 

portions of the qualitative questionnaires (see Appendix E).  
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Table 2.   

Caregiver demographics 

Characteristics Frequency Percentage 

Age 

   28-37 

   38-47 

   48-57 

   58-67 

 

 

13 

23 

8 

1 

 

28.9 

51.1 

17.8 

2.2 

 

Gender 

   Male 

   Female 

 

3 

42 

 

6.7 

93.3 

 

Relationship to child 

   Parent 

   Guardian 

   Other 

 

40 

3 

2 

 

 

88.9 

6.7 

4.4 

Ethnicity 

   Hawaiian or other Pacific Islander 

   Asian or Asian American 

   Black or African American 

   Hispanic or Latino 

   Non-Hispanic White 

    

 

1 

2 

8 

12 

11 

 

2.2 

4.4 

17.8 

26.7 

48.9 

Head of Household 

   Yes 

   No 

 

18 

27 

 

40.0 

60.0 

 

Marital Status 

   Single 

   Married 

   Divorced 

   Separated 

   Widowed 

   A member of an unmarried couple 

   Other 

 

1 

35 

4 

1 

1 

2 

1 

 

2.2 

77.8 

8.9 

2.2 

2.2 

4.4 

2.2 
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Table 2.   

Caregiver demographics (continued) 

Characteristics Frequency Percentage 

 

Employment status 

   Full-time 

   Part-time 

   Homemaker 

   Unemployed 

 

 

33 

3 

8 

1 

 

 

73.3 

6.7 

17.8 

2.2 

 

Education 

   Grades 1-8 (elementary) 

   Grades 9-11 (some high school) 

   Grade 12 or GED (high school graduate) 

   College 1-3 years (some college or technical        

school       

   College 4 years (college graduate) 

   Graduate school (advanced degree) 

 

1 

2 

5 

6 

 

11 

20 

 

2.2 

4.4 

11.1 

13.3 

 

24.4 

44.4 

 

Number of children (all ages) in household 

   1 child 

   2 children 

   3 children 

   4 children 

 

13 

21 

8 

3 

 

28.8 

46.6 

17.7 

6.6 
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Table 3.   

Child demographics 

Characteristics Frequency Percentage 

 

Age 

   6-8 

   9-10 

   11-12 

   Other (<6 and/or >12) 

 

 

31 

19 

10 

4 

 

 

 

48.4 

29.68 

15.6 

6.25 

Gender 

   Male 

   Female 

 

32 

32 

 

50.0 

50.0 

 

Ethnicity 

   Black or African American 

   Hispanic or Latino 

   Non-Hispanic White 

 

11 

20 

33 

 

17.2 

31.3 

51.6 

 

Grade enrolled in 

   PK – 1st 

   2nd – 4th 

   5th – 7th 

   8th and higher 

 

17 

27 

16 

4 

 

 

26.5 

42.1 

25.0 

6.25 

Type of class child is enrolled in 

   Regular 

   Regular with modifications 

   Gifted and talented 

   Life skill 

   Home schooled 

 

42 

5 

14 

1 

2 

 

65.6 

7.8 

21.9 

1.6 

3.1 

 

Repeated grades 

   Yes   

   No 

 

2 

62 

 

3.1 

96.9 

 

Missed school days in past year 

   None 

   1 – 5 

   5-10 
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Table 3.   

Child demographics (continued) 

Characteristics Frequency Percentage 

 

Diagnoses 

   ADHD 

   Learning Disability 

   Depression 

   Asthma 

   Developmental delays 

   None of the above 

 

 

6 

3 

1 

5 

1 

48 

 

 

9.4 

4.7 

1.5 

7.8 

1.6 

75.0 

 

Bedtime on weekdays 

   7-8 p.m. 

   8-9 p.m. 

   9-10 p.m. 

   10-11 p.m. 

  

 

14 

33 

14 

3 

 

21.9 

51.6 

21.9 

4.7 

Bedtime on weekends 

   7-8 p.m. 

   8-9 p.m. 

   9-10 p.m. 

   10-11 p.m. 

 

     

 

6 

16 

23 

19 

 

9.4 

25.0 

35.9 

29.7 

Does the child follow a consistent bedtime routine? 

   Yes 

   No 

 

54 

10 

 

84.4 

15.6 

 

Within 2 hours of bedtime, does the child- 

 

Eat a heavy meal or drink caffeinated products? 

   Yes 

   No 

 

Take part in high energy or stimulating activities? 

   Yes 

   No 

 

 

 

17 

47 

 

 

39 

25 

 

 

 

26.6 

73.4 

 

 

60.9 

39.1 
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Table 3.   

Child demographics (continued) 

Characteristics Frequency Percentage 

 

During the daytime, does the child 

Exercise? 

   Yes 

   No 

 

Take long naps? 

   Yes 

   No 

 

 

 

62 

2 

 

 

7 

57 

 

 

 

96.9 

3.1 

 

 

10.9 

89.1 

 

In the child difficult to awaken in the mornings? 

   Yes 

   No 

 

17 

47 

 

26.6 

73.4 

 

Does the child complain of daytime sleepiness? 

   During school 

   After school (takes a nap) 

   Other 

 

4 

12 

48 

 

6.3 

18.7 

75.0 

 

With whom do you talk to about the child’s sleep? 

   Family 

   Friend 

   Nurse 

   Doctor 

   School teacher 

   Other 

 

24 

5 

0 

18 

2 

15 

 

37.5 

7.8 

0 

28.1 

3.1 

23.5 
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Of the 46 participants who responded to the qualitative questions, only 32 

(76.1%) addressed all eight questions.  Of the 45 respondents who accessed the caregiver 

demographic questionnaire, 42 were females while three were males.  Thirty-five of those 

respondents described their marital status as married, and all 40 respondents reported a 

parental relationship to the child in their care.  Thirty-three respondents reported full-time 

employment, and 20 respondents professed a four-year college degree.  Sixty-four 

respondents completed the child’s demographics questionnaire.  Thirty-one children were 

reported to be 6 through 8 years of age, and 19 children were reported to be between 9 

and 10 years of age.  The children were equally represented with 32 males and 32 

females.  Twenty-seven children were enrolled in second through fourth grades, and 42 

children were in regular classes.  Forty-eight children did not have diagnoses of mental 

illnesses, learning disabilities, developmental delays, or other illnesses.  Thirty-three 

reported a weekday bedtime between eight and nine o’clock, and 23 reported a weekend 

bedtime between nine and 10 o’clock.  Fifty-four children were reported to follow a 

consistent bedtime routine without mention of a specific bedtime. 

Findings 

Three groups emerged based on the respondents’ description of their lived 

experiences in managing sleep preparations for the children in their care. 

1. Those who reported good experiences as a result of appropriate sleep 

preparation and the child attaining adequate sleep. 

2. Those who reported bad experiences as a result of inadequate sleep 

preparation and the child having poor sleep. 
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3. Those who felt the sleep preparation was irrelevant to the child’s sleep and 

reported no impact on their experiences. 

Definitions of Experiences 

1. Those who reported good experiences of adequate sleep in the child reported a 

good night's sleep, ease of awakening, no need for daytime naps, no mood or 

behavior deterioration, and no undue stress to the affected child or other family 

members.  

2. Those who reported bad experiences of inadequate sleep in the child reported a 

 bad night's sleep, difficulties awakening, need for daytime naps, mood or 

 behavior deterioration in the child, and stress to the affected child or other family 

 members. 

3. Those who reported no impact of the child’s sleep on their experiences did not 

 associate inadequacies of the child’s sleep preparations to their poor sleep.  The 

 link to the child’s poor sleep efficiency, difficulties awakening in the mornings, 

 daytime fatigue, need for naps, mood and behavior dysregulation, and stress to the 

 affected child and other family members was not recognized. 

The coding process evolved by identifying the most often repeated phrases of 

each response in the data.  The most often repeated phrases evolved and were linked to 

develop categories.  Themes slowly emerged from the categories of associated concepts.  

Three main themes emerged that described the lived experiences of the caregivers who 

manage sleep preparations in children ages 6 through 12 (see Figure 2). 
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Figure 2. Lived experiences of caregivers. 

Theme 1:  Bedtime Routine  

For this study, a bedtime routine consisted of sleeping rituals that help the child 

get the best age-appropriate quality of sleep that results in good daytime behaviors 

(Mindell et al. 2009).  Children should go to bed and wake up approximately the same 

time each day, including on weekends and holidays.  The routine should include calm 

activities with avoidance of strenuous exercise or exposure to electronics about two hours 

before the targeted bedtime (Ianelli, 2017).  

This finding appears to be consistent with previous evidence in the literature that 

list the deleterious effects of engaging in stimulating activities close to bedtime, such as 

watching television, difficulties with sleep initiation, anxiety at night, and sleeping fewer 

hours than recommended for age (Fuller, Lehman, Hicks, & Novick, 2017).  Children 

who had established bedtimes and maintained consistent bedtime routines enjoyed more 
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efficient sleep and wake up feeling rested and refreshed.  The adherence to bedtime 

routines may also prevent future sleep problems.  In describing a good night’s sleep, the 

following parents remarked on the perceived positive association with adherence to an 

age-appropriate sleep routine with avoidance of behaviors that would otherwise 

compromise their sleep quality: “She followed her sleep routine.  Did not go to sleep 

overstimulated.  She was not hungry or too full.  She was relaxed and able to fall asleep 

quickly.  She stayed asleep throughout the night” (mother of a 9-year-old female child). 

The mother of another 7-year-old female child stated: 

Dinner by 6:00, she's a slow eater.  Bath immediately after dinner.  She plays by 

herself for about 15 minutes, then I go in and wash her.  After getting dressed in a 

school shirt and pajama pants, I brush her teeth.  If it is before 7:15, then we hang 

out around the house and talk.  She's in bed in her own room with the lights out 

and the door open between 7:15-7:30 p.m.  The lights are turned out with a night 

light on in the next room, which is the bathroom.  We play a CD with lullabies, 

which she's had since infancy.  

 Conversely, caregivers who perceived the child’s sleep as bad reference poor or 

non-adherence to an age appropriate sleep or bedtime routine with subsequent poor sleep, 

dysregulated mood, and daytime behavioral consequences.  A female guardian of 6-year-

old male shared her experience of a bad night’s sleep:   

He went to bed late.  He did not have his typical length of sleep.  He may have 

awakened during the night with nightmares or had an accident because he drank 
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fluids in excess before bedtime.  He is tired and grumpy and is not easy to 

awaken.  Lots of crying and fussing.  May be defiant.  

Theme 2:  Sleep Environment 

The child's sleep environment must be comfortable, dark, cool, and quiet.  The 

use of television, computer, and Internet should be avoided to decrease stimulation 

(Vriend & Corkum, 2011; AASM, 2016; AAP, 2016).  A noisy sleep environment affects 

a person’s ability to have a restful sleep.  When exposed to noise, a person had difficulty 

remaining in the deeper stages of sleep; thus, compromising sleep quality.  A consistent, 

cool environmental temperature helps decrease restless sleep and conserve energy.  

Comforting sleep aids, such as a favorite blanket or pillow or a stuffed toy helps with the 

child’s comfort and relaxation during sleep (Van Kamp, Persson Waye, & Gidlöf-

Gunnarsson, 2013).  Environmental factors may directly affect the amount and quality of 

nocturnal sleep that children experience.  The literature supported the importance of 

maintaining a sleep environment conducive to sleep.  The sleep/wake pattern of the child 

may be influenced by uncomfortable temperatures, bright lights, and distractions such as 

televisions, video games or DVDs, the Internet and cell phones, which may control the 

child’s attention for long periods of time resulting in a decrease in their sleep time and 

quality (Dimitriou, Le Cornu Knight, & Milton, 2015). 

The following parent described a sleep environment favorable to sleep and stated 

the importance of creating a supportive milieu.  The mother of a 12-year old male stated, 

“Sleeps alone.  No electronics allowed (including radio).  His dog is in the kennel and 

sometimes allowed to sleep with him on weekends.  Sleeps with ceiling fan on.”  
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The mother of a 7-year-old female child stated: 

She has her own bed.  She shares a room with her sister.  Her bed is soft, with 

multiple comforters and about 10 stuffed animals and two pillows.  She has 

whatever stuffed animal she wants right there to cuddle with and feels 

comfortable.  

Theme 3: Effects of Child’s Poor Sleep 

Excessive daytime sleepiness that affects functioning, mood disturbances, 

daytime behavior problems, cognitive impairments, and an increase in risk-taking 

behaviors are a result of insufficient sleep (Medic, Willie & Hemels, 2017).  Insufficient 

sleep negatively impacts parents by increasing their fatigue and stress, altering the mood 

and behaviors of the siblings, and of the child affected by insufficient sleep (Meltzer & 

Montgomery-Downs, 2011).  Sleep deprivation slows or inhibits the parent’s mental 

processes, reduces their ability to stay calm when confronted with negative stimuli, and 

interferes with their ability to manage their emotions.  Besides daytime sleepiness, both 

the siblings and the affected child can display signs of hyperactivity, crankiness, 

impulsiveness, and a short attention span.  Sleep deprivation also has effects on their 

health, emotions, and academic success (Anderson & Platten, 2011).  In addition to the 

direct effect of sleep insufficiency on the affected child, parents remarked on the direct 

impact on their own physical, mental, and overall well-being as well as of other members 

of the household. 

Evidence was present in the literature that documented the damaging effects of 

sleep deprivation in children; however, a scant literature exists documenting the effects of 
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the child’s sleep deprivation of other household members.  An individual who is sleep-

deprived experiences increased activity in their sympathetic nervous system and 

hypothalamic-pituitary-adrenal axis; they experience altered metabolism, changes in their 

circadian rhythms, and heightened proinflammatory responses (Medic, et al. 2017).  In 

sleep deprived children, behavioral problems and cognitive functioning are seen; while 

for adolescents, the manifestations of sleep deprivation are in their psychosocial health, 

school performance, and risk-taking behaviors (Medic, et al. 2017).  An example of the 

effects of poor sleep in the child and its effects on the household is succinctly stated in 

the following quotes.  The female parent of 11-year-old female stated: 

When she sleeps well, it does not affect my sleep.  If she does not sleep well, she 

comes to my bedroom.  If she comes to my bedroom, she awakens me, and I don't 

sleep well.  If I don't sleep well, I am tired and in a grumpy mood with my 

husband and my other children.  I have headaches that I get when I don't sleep 

well.  

A female guardian of 6-year-old male reiterated: 

When he sleeps well, things are easier in the home.  There is no screaming or 

stress.  If he does not sleep well, I am awakened then have to go to the kid’s 

bedroom to get him back to sleep and settled.  I do not get the sleep or rest that I 

need, which usually leads to a headache.  My other son’s behavior becomes 

disruptive and his mood angry from lack of sleep.  There is chaos in the home 

until we all can make up out sleep.  
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Summary of the Findings 

 The overall findings of the study support the importance of sleep in children as 

gleaned from well-documented studies in the literature.  The participants elucidated the 

importance of children adhering to a consistent bedtime routine and good sleep hygiene 

measures.  They also emphasized the impact of sleep dysregulation on the affected 

child’s behavior as well as on the parent and siblings.  Insufficient sleep is a readily 

modifiable and preventable problem in children.  Inadequate or poor-quality sleep in 

early childhood impairs social-emotional and cognitive function, while healthy sleep 

habits increase sleep duration and may prevent behavioral problems (Bonuck, Blank, 

True-Felt, & Chervin, 2016).  Good sleep hygiene serves as a foundation to establish 

circadian rhythms, condition behaviors, and reduce stimulation.  For young children, this 

means having a regular bedtime and bedtime routine, falling asleep without stimulating 

activities in an environment that is conducive to sleep.  Poor sleep hygiene contributes to 

high rates of insufficient sleep and consequently daytime behavioral deterioration.   

Perry, Patil, & Presley-Cantrell (2013) state that despite the importance of adequate 

sleep, public health promotion of sleep as a health-related behavior is minimal.  The 

dissemination of the problem of sleep insufficiency and its symptoms will raise 

awareness, highlight the public health implications of sleep loss, foster sleep research and 

allow timely, primary sleep interventions to promote good sleep habits to households 

with young children.  Children learn lifelong health habits early in life; however, healthy 

sleep is a critical but a neglected need.  During early childhood, sleep interventions are 

often more feasible and practical than corrective measures undertaken later in life. During 
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this developmental stage, parents play a vital role in modeling healthy behaviors 

(Bastable, 2017). 
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CHAPTER V 

SUMMARY OF THE STUDY 

Without adequate amounts of sleep, the human body is not capable of functioning 

at its optimal level.  Sleep is particularly important in children who are developing 

rapidly and since individuals who suffer from insufficient sleep are at increased risk for 

decreased concentration, decreased academic performance, and behavior and mood 

disorders.  Insufficient sleep in children does not only affect the sleep-deprived child but 

also other household members.  The goal of this study was to understand more explicitly 

the lived experiences of parents, guardians, and caregivers managing sleep preparation in 

children ages 6 through 12 and to identify potential areas for intervention to improve 

children's sleep quality.  Chapter V reports on parallels between the results of the current 

study and reports in the literature.  The chapter reexamines the philosophical 

underpinnings of the study and its usefulness in understanding the lived experiences of 

parents, guardians, and caregivers.  This chapter further identifies the limitations of the 

study and recommends further study and research on the topic with the intention of 

identifying the most effective interventions. This is most important in an age where cyber 

and social media dominates the public attention including the nation’s children. 

The results of the study further illuminated understandings into various aspects of 

sleep insufficiency in children and confirmed what is already known.  Most importantly 

the meanings of insufficient sleep that emerged in the study are linked not only to the 
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quantity of sleep the child gets, but also to the quality.  The concept of insufficient sleep 

can be teased out and examined as an entity in its own right.  Also, the results of the 

study highlight the importance of establishing and maintaining sleep hygiene measures 

consistent with effective routines reported in the literature.  The study results, however, 

suggest that the sleep environment and comfort measures together are significant 

components of sleep hygiene in addition to actual sleep time.   

Another unique finding that emerged from the data was the caregivers' perception 

of the long-term impact of insufficient sleep on the child and on their own functioning.  

This notion was rarely found in the literature; yet, emerged often as a topic in response to 

the question, “How has the child’s sleep affected your sleep?” Responses focused on the 

direct burden that sleep insufficiency played on the members of the household in addition 

to the affected child.  Caregivers reported the impact on their physical being, mental 

health, and daily productivity such as difficulties concentrating learning and maintain 

alertness. 

 Additionally, the analysis of the data identified caregivers' perceptions that sleep 

insufficiency is more of a behavioral issue versus a medical issue.  The potential for the 

development of chronic physical and mental disturbances was not voiced but perhaps 

underestimated on the part of the caregivers, who were most affected by immediate 

concerns.  The topics that emerged in the data provided several insights into the 

phenomena of the lived experience of individuals, who managed sleep in children.  The 

results of the study generated timely, informative, and helpful understandings into a topic 



 

51 

that affects the lives of many.  As this study and the literature demonstrated, sleep 

insufficiency is an issue that continues to grow and continues to create a problem that 

affects learning, behavior, physical health, and mental well-being in children and their 

families.   

 The philosophy of Husserl (1990) provided the philosophical underpinning for the 

study by guiding the analysis of the caregivers’ experience and facilitating the 

understanding of said experiences through immersion of their descriptions (Christensen et 

al., 2017).  Experience, in a phenomenological sense, includes everything that we live 

through or perform, not only the relatively passive experiences of sensory perception but 

also imagination, thought, emotion, desire, volition, and action.  What makes an 

experience conscious is the awareness one has of the experience, while living through or 

performing it (Mastin, 2009).  

 In keeping with Husserl’s philosophy, personal information was gathered to 

understand the caregiver’s motivation, as human actions are directly influenced by what 

they perceive to be real (Lopez & Willis, 2004).  Phenomenological reduction or 

bracketing was utilized to avoid contamination of the data analysis by preconceived 

knowledge or judgment of the phenomena.  Descriptive phenomenology underpinned the 

study with the aim to explore, describe, and understand the lived experiences of 

caregivers.  Demographic data and descriptive data supplemented each other and 

enriched the analysis to understand better participants’ lived experiences and enhance the 
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meaning of the findings (Palinkas et al., 2010).  Both types of data validated each other 

and created a solid foundation for concluding the results (Mayoh & Onwuegbuzie, 2013). 

 A conceptual framework that provided a referral for data interpretation anchored 

the study.  Bronfenbrenner's ecological model (Bronfenbrenner, & Ceci, 1994) focused 

on the context of the child’s environment and framed the parental experiences related to 

managing the child's sleep hygiene.  The model illustrated how sleep behavior could 

significantly improve or deteriorate the process of sleep and how education about sleep 

hygiene could promote healthy developmental outcomes for children and positive 

familial interactions. The model also guided and served as a reference in the development 

of the questionnaires (Blunden et al., 2016).  The framework emphasized the 

bidirectional influences between an individual’s development and surrounding 

environmental contexts.  

Discussion of the Findings 

This qualitative study suggests a multidimensional impact on the physical, mental, 

and behavioral health of children, who do not get sufficient sleep for their age and who 

do not adhere to a consistent bedtime routine.  The study participants related a good 

night’s sleep and a bad night’s sleep to adherence, or not and to sleep hygiene measures.  

Caregivers who reported nonadherence to a consistent bedtime routine also reported 

dysregulated daytime mood and negative or disruptive child behaviors.  

 Despite the impact that sleep has on the children’s functioning and by extension 

the family's functioning, most respondents stated they discussed the child's sleep issues 
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with their spouse or friend instead of a medical provider.  This omission to communicate 

their concerns to their healthcare provider may be indicative of their perception that sleep 

problems are behavioral versus medical.  Speculation to that perception is that if it is 

viewed as a medical problem, then pharmacological versus behavioral management 

would be necessary. 

 Traditionally, nurse’s education does not emphasize sleep as a major contributor 

to physical health; therefore, nurses may lack the appreciation to apply the nursing 

process to sleep related issues creating a gap in their assessment (Nesbitt & Goode, 2014; 

Gellerstedt, Medin, Kumlin, & Rydell Karlsson, 2015).   It is important that nurses 

become involved in the field of sleep health to increase their awareness, exhibit at 

regional and national nursing meetings, coordinate educational efforts at local hospitals, 

and provide a sleep curriculum to nursing schools (Woidtke, 2017). 

 Throughout the analysis, it became evident that some respondents did not endorse 

adherence to a bedtime routine and did not appear to identify the relationship of the 

child's sleep with their daytime behaviors.  Participants that subscribed to a bedtime 

routine saw value in the routine as well as the benefits of doing so.  These respondents 

equated a good nights' sleep to implementing an organized and consistent sleep 

preparation ritual.  Conversely, respondents who described a bad night's sleep equated it 

with a disruption in the child's sleep rituals.  Of the participants who denied an impact of 

the child's sleep on their functioning, reported a disruption or impact on their own health, 

mood, and behavior.  They also reported adverse effects on the sibling’s mood and 
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behavior as a result of being in a household with a child, who required more and better 

sleep. 

 Findings from the study suggest various factors that can influence sleep 

preparation adherence.  Although only a few respondents mentioned the issue to their 

medical provider, the opportunity exists to raise awareness to discuss these concerns with 

their entire health team, including their pediatric nurse during routine visits, their school 

nurse or their nurse practitioner.  By communicating sleep concerns, the nurse can 

provide education of good sleep hygiene and identify sleep problems before they impact 

the child’s physical, mental, and academic well-being. Inadequate recognition of 

insufficient sleep in children and the lack of the caregivers’ knowledge to appropriately 

implement measures to improve this condition are significant barriers to adequate sleep 

hygiene.  

 A limitation of the study was the purposeful sampling of only residents of the 

United States.  A broader global sample would increase the potential of exploring the 

sleep preparation practices of other cultures and the impact of these preparations on the 

child and family unit; thus, adding to the generalizability of the findings.  Often 

qualitative studies are influenced by the researcher's personal biases. Reflexive journaling 

and bracketing throughout the analytic process mitigated this problem.  A strength of this 

study is that it is representative of the study population thus increasing its 

generalizability.  The study also served as a venue for the parents, guardians, and 
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caregivers to voice their impressions and concerns about sleep hygiene measures and the 

effects of poor sleep in their children and other members of the household.  

Conclusions and Implications 

The exploration of the lived experiences of parents, guardians, and caregivers 

who manage sleep preparations in children 6 through 12 yielded greater depth and a more 

intimate understanding of this phenomenon than previously described in the literature.  

The findings provided insight into the burden that children and families experience, when 

a child’s sleep is compromised.  The categorization of sleep experiences into good, bad, 

and none provided a framework for the analysis and understanding of the burdens 

experienced by caregivers.  The participants’ descriptions of the impact of insufficient 

sleep on the individual and other members of the household reinforced previously 

suggested outcomes of sleep insufficiency in children as reported in the literature 

(Meltzer & Montgomery-Downs, 2011).  The described negative effects of a child’s 

insufficient sleep on caregivers added depth and credibility to the findings and supported 

the similar but scant documentation in the literature.  The replication of the findings 

strengthens the validity and understanding of the burden related to the problem of sleep 

insufficiency in children and the impact on their physical health, wellbeing, and of their 

parents.   Because of the prevalence of sleep problems in children, it is critical to obtain a 

sleep history that includes bedtime rituals, adherence to sleep schedules, inquiry into 

nighttime awakenings, academic decline, and daytime concerns during routine health 

visits.   



 

56 

Clinical Implications 

 Nurses are in the unique position to obtain the necessary information from the 

parents or caregivers of young child and directly from adolescents with the use of a 

simple questionnaire during routine, nonthreatening procedures, such as vital signs or 

school screenings. If a sleep problem is identified, early intervention by the nurse, nurse 

practitioner, or health-care provider could be initiated including a referral to a sleep 

expert if necessary.  School nurses and nurse practitioners are also in ideal positions for 

early identification and intervention at school.  Academic decline and behavioral changes 

in the child are often signs of sleep problems.  A collaborative effort between the teacher 

and the school nurse could be most beneficial to identify at risk students and provide 

early intervention through parental education.   

Research Implications 

 The data obtained would be a foundation for in-depth research into the risk factors 

for the development of poor sleep habits and for identifying children that are at risk for 

sleep dysregulation before the onset of long-term consequence.  An annual, 

comprehensive history should also be obtained as part of the well-child assessment.  Such 

as comprehensive assessment would provide a foundation for research and provide a 

basis for comparison of the patient's sleep habits.  The collection of this data would aid in 

the development of nursing theory and advance nursing knowledge beneficial to the 

community and profession.  
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The findings of the study parallel the problems experienced by the child, their 

parents, and siblings as gleaned in the review of the literature.  The study elucidated 

parents, guardians, and caregiver’s difficulties with the child’s sleep, subsequent mood, 

and daytime dysregulation caused by the sleep insufficiency.  Findings also highlight the 

importance of maintaining a quiet, cool and comfortable environment that is conducive to 

sleep and emphasizes the direct impact of sleep disturbance on the parents and siblings.   

Of concern was that some parents did not see the importance of adhering to age-

appropriate sleep times and the avoidance of stimulating activities and behaviors that 

could negatively impact the child’s sleep.  Parents/caregivers who did not subscribe to 

regular sleep hygiene failed to see the immediate and long-term consequences of their 

child’s sleep dysregulation and were unable to understand the potential long-term health 

consequences.  The knowledge gained from this study supports the development of 

effective interventions for parents, guardians, and caregivers to help their children 

achieve optimal sleep. 

Recommendations for Further Studies 

Further research studies related to insufficient sleep should emphasize specific 

daytime dysregulations in behavior and mood, such as hyperactivity, anxiety, depression, 

academic decline, and risk-taking behaviors.  Additionally, the topic of insufficient sleep 

is fertile for the exploration of physical and long-term consequences, such as obesity, 

hypertension, and diabetes. There are indications that sleep impacts migraine 

management and possibly epilepsy control (Vgontzas, & Pavlović (2018); Shugart 
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(2012); Brogaard (2017); Rains (2018); Jain & Kothare (2015); Schachter, Shafer & 

Sirven (2013). 

 The overall findings of the study elucidate the importance of adhering to a 

consistent bedtime routine and sleep hygiene.  Inadequate or poor-quality sleep in early 

childhood contributes to impaired cognition, emotional, and social functions.  Healthy 

sleep habits safeguard against behavioral sleep problems and moreover are likely to 

prolong sleep time. 

 In children, the most preventable and modifiable sleep problem is insufficient 

sleep.  Good sleep hygiene establishes circadian rhythms, cements positive behaviors, 

and reduces stimulation that contributes to inadequate sleep.  For young children, this 

means having a regular bedtime and bedtime routine, falling asleep without stimulating 

activities in an environment conducive to sleep.  

 In adolescents, social media use is increasing rapidly, and little is known 

regarding its association with sleep disturbance (Levenson, Shensa, Sidani, Colditz, & 

Primack, 2016). The strong association between social media use and sleep disturbance 

has important clinical implications for the health and well-being of young adults; 

therefore, should be limited.  Its curtailment should be incorporated as part of the sleep 

hygiene measures; but really should begin in early childhood when healthy habits are 

modeled (Bastable, 2017). 

  High rates of insufficient sleep and consequently negative daytime behaviors are 

often the unrecognized result of poor sleep hygiene.  Awareness of insufficient sleep and 
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its symptoms leads to its timely intervention.  Sleep insufficiency is harmful to our 

physical and mental well-being.  Sleep is nutrition for the brain and without adequate 

sleep, the human body is not capable of functioning at its optimal level. 
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May 7, 2018

Nursing - Houston

Notification of Approval for Modification for The lived experiences of parents, guardians and 
caregivers managing sleep preparations in children 
ages six through twelve. (Protocol #: 19168)

Re:

Ms. Terrylene A. Ingle

Institutional Review Board
Office of Research
6700 Fannin, Houston, TX 77030
713-794-2480
irb-houston@twu.edu
http://www.twu.edu/irb.html

Institutional Review Board - Houston

DATE:

TO:

FROM:

cc.  Dr. Sandra Cesario, Nursing - Houston

1. Title of study-
The lived experiences of parents, guardians and caregivers managing sleep preparations in children 
ages six through twelve.
2. Questionnaires-
Will be separated into three individual questionnaires: 1) Child's demographics 2) Descriptive 
questions 3) Parent's demographics
3. Inclusion criteria- The participants must:
•    Be at least 18 years of age
•   Be the parent, guardian, or caregiver of a child of ages six through 12
•   Manage the sleep preparations for the same child at least 5 days per week
•    Able to identify and select one child for the study
•    Have access to the internet
•   Be able to read, write, and understand the English language
4. Committee chair change from Lene Symes, PhD to Sandra Cesario, PhD
5. Adding Pinky Shani, PhD as committee member

The following modification(s) have been approved by the IRB:
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October 7, 2018

Nursing - Houston

Notification of Approval for Modification for The lived experiences of parents, guardians and 
caregivers managing sleep preparations in children ages six through twelve. (Protocol #: 19168)

Re:

Ms. Terrylene A. Ingle

Institutional Review Board
Office of Research
6700 Fannin, Houston, TX 77030
713-794-2480
irb-houston@twu.edu
https://www.twu.edu/institutional-review-board-irb/

Institutional Review Board - Houston

DATE:

TO:

FROM:

cc.  Dr. Sandra Cesario, Nursing - Houston

1. Increase the target number of participants from 30 to 50

The following modification(s) have been approved by the IRB:
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If applicable, agency approval letters must be submitted to the IRB upon receipt prior to any data 
collection at that agency.  A request to close this study must be filed with the Institutional Review 
Board at the completion of the study. Because you do not utilize a signed consent form for your 
study, the filing of signatures of subjects with the IRB is not required. 

This extension is valid one year from October 19, 2018. Any modifications to this study must be 
submitted for review to the IRB using the Modification Request Form. Additionally, the IRB must be 
notified immediately of any unanticipated incidents. All forms are located on the IRB website. If you 
have any questions, please contact the TWU IRB.

The request for an extension of your IRB approval for the above referenced study has been reviewed 
by the TWU IRB (operating under FWA00000178) and appears to meet our requirements for the 
protection of individuals' rights.

Dr. Sandra Cesario, Nursing - Houston

Dr. Ainslie Nibert, Nursing - Houston

Graduate School

cc.

October 9, 2018

Nursing - Houston

Extension for The lived experiences of parents, guardians and caregivers managing sleep 
preparations in children ages six through twelve. (Protocol #: 19168)

Re:

Ms. Terrylene A. Ingle

Institutional Review Board
Office of Research
6700 Fannin, Houston, TX 77030
713-794-2480
irb-houston@twu.edu
https://www.twu.edu/institutional-review-board-irb/

Institutional Review Board (IRB) - Houston

DATE:

TO:

FROM:
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The lived experiences of parents, guardians, and caregivers managing sleep preparations 

in children ages six through 12. 

  

THE RETURN OF YOUR COMPLETED QUESTIONNAIRE CONSTITUTES YOUR 

INFORMED CONSENT TO ACT AS A PARTICIPANT IN THIS RESEARCH. 

 

Principal Investigator:    Terrylene Ingle, MSN       tingle@twu.edu           713-417-5855 

Faculty advisor:             Sandra Cesario, PhD          SCesario@twu.edu     713-794-2110 

  

If you are the parent, guardian, or caregiver of a child, ages six through12 years, manage 

their sleep preparations, at least 5 days per week, and can identify one child for the study; 

I invite you to participate in a research study for my dissertation at Texas Woman’s 

University. 

 

Purpose: To know about sleep arrangement for six to 12-year-old children. 

 

You are being asked to:  Spend up to 30 minutes.  Answer online questions about your 

practices with sleep preparations for the child that you have selected who is in your care. 

 

To join the study volunteers must: 

Be at least 18 years of age 

• Be the parent, guardian, or caregiver of a child of ages six through 12 

• Manage the sleep preparations for the same child at least 5 days per week 

• Able to identify and select one child for the study 

• Have access to the internet  

• Be able to read, write, and understand the English language 

• Must live in the United States of America 

Privacy and Other Possible Risks: 

• No labeling information will be gathered 

• You may become upset or tired while answering the questions.  

• You may stop at any time.  You may continue later, or end the survey  

• You may lose your privacy, but it will be protected to the extent that the law 

allows 

 

How will the information be used?  

The study results will be reported in scientific magazines or journals.   

 

YOUR PARTICIPATION IN THIS STUDY IS COMPLETELY VOLUNTARY.  

If you want to know the results of this study, they will be e-mailed to you.  Please send 

your e-mail address to the researcher.  If you have questions about the study, please 

contact the researcher or her Faculty Advisor.  Their contact information is at the top of 

this form.  
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If you have questions about your rights as a participant, or the way this study has been 

conducted, please contact the Texas Woman’s University Office of Research at 713-794-

2480 or via email at IRB@twu.edu. 

  

___ Please send a copy of the survey results to (Please provide your e-mail address): 
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Child Demographic Questionnaire 
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1. What is the age of the child?  __________ 

2. What is the gender of the child? 

o Male     

o Female    

 

3. How do you describe the child? (please check the options that best describes the 

child)- You may select more than one. 

o American Indian or Alaska Native   

o Hawaiian or Other Pacific Islander  

o Asian or Asian American   

o Black or African American   

o Hispanic or Latino  

o Non-Hispanic White  

o Other (please specify) _______ 

 

4. In what grade is the child enrolled? ___________ 

5. In what type of class is the child enrolled? 

o Regular classes  

o Regular classes with modifications  

o Gifted and talented  

o Special education classes  

o Life skills classes  

o Home schooled   

o Other (please specify) ________ 

 

6. Has the child ever repeated a grade? 

o Yes   

o No  

 

7. How many school days has the child missed, so far, this school year? 

o None   

o 1 - 5   

o 5 - 10   

o More than 10   
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8. Has the child been diagnosed with (may choose more than one answer, if 

necessary) 

o ADHD   

o Learning disability  

o Depression  

o Behavioral disorder  

o Asthma  

o Developmental delays  

o None of the above   

o Other (please specify) _________ 

 

9. What time does the child go to bed on WEEKDAYS? 

o 7-8 p.m.  

o 8-9 p.m. 

o 9-10 p.m.   

o 10-11 p.m. 

o  11 p.m. or later  

 

10. What time does the child go to bed on WEEKENDS? 

o 7-8 p.m.   

o 8-9 p.m. 

o 9-10 p.m. 

o 10-11 p.m.   

 

Please state if the child NEARLY ALWAYS? 

11. Follow a consistent bedtime schedule and bedtime routine 

o Yes   

o No   

 

12. Sleep in an environment that helps him or her get to sleep 

o Yes   

o No   

 

13. Eat heavy meals or drink caffeinated products, such as sodas, ice tea or coffee, 

before bedtime 

o Yes  

o No  

 

14. Take part in high energy, or stimulating activities such as exercise or exposure to 

media before bedtime 

o Yes  
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o No   

15. Take part in exercise activities during the day 

o Yes   

o No   

 

16. Take long naps during the day 

o Yes   

o No   

 

17. How soon before bed-time are the electronics in your home turned off? 

o 2 hours   

o 1 hour   

o 0 minutes   

o Goes to sleep with electronics on   

o Other (please specify) ________ 

 

18. Is the child difficult to awaken in the mornings? 

o Yes  

o No   

 

19. Does the child complain of daytime sleepiness? 

o During school   

o After school (take naps)   

o Other (please specify) ________ 

 

20. Whom do you talk to about the child's sleep concerns? 

o Family   

o Friends   

o Nurse   

o Doctor  

o School teacher  

o Other (please specify) ________ 
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Caregiver Demographic Questionnaire 
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1. What is your age? 

o 18 - 27  

o 28 - 37  

o 38 - 47  

o 48 - 57 

o 58 - 67  

o 68 or greater  

 

2. What is your gender? 

o Male 

o Female 

 

3. How do you describe yourself? (Please check the options that best describes you) You 

may choose more than one. 

o American Indian or Alaska Native  

o Hawaiian or Other Pacific Islander 

o Asian or Asian American   

o Black or African American  

o Hispanic or Latino  

o Non-Hispanic White  

o Other (please specify) ________ 

 

4. Please describe your marital status 

o Single (never married)   

o Married   

o Divorced  

o Separated  

o Widowed  

o A member of an unmarried couple  

o Other (please specify) ________ 

 

5. Please describe your employment status 

o Employed full-time  

o Employed part-time 

o Homemaker 

o Student  

o Retired  

o Unemployed 

o Other (please specify) ________ 
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6. What is the highest grade, or year of school, you completed? 

o Never attended school or only attended kindergarten  

o Grades 1 through 8 (Elementary)  

o Grades 9 through 11 (Some high school)  

o Grade 12 or GED (High school graduate)  

o College 1 year to 3 years (Some college of technical school)  

o College 4 years (College graduate)   

o Graduate school (Advanced degree) 

o Other (please specify) 

 

7. Are you the head of your household?  

o Yes 

o No 

 

8. How many people are in your household? ________ 

 

9. How many children (all ages) are in your household? ________ 

 

10. How many children in your household are between the ages of 6 and 12? _______ 

 

11. Where do you reside? 

o United States of America  

o International  

o Please indicate your state or country __________ 
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Question 1. Think of a weekday during the past week and describe the steps you  took to 

          help the child get ready for sleep on a weekday. 

 

Question 2. Think of a weekend day during the past week and describe the steps  you           

took to help the child get ready for sleep on the weekend. 

 

Question 3. Describe, as detailed as possible, the sleep preparations for a night when the 

           child had a good nights’ sleep. 

 

Question 4. What made it a good night’s sleep? 

 

Question 5. Describe, as detailed as possible, the sleep preparations for a night when the   

child had a bad nights’ sleep. 

 

Question 6. What made it a bad nights’ sleep? 

 

Question 7. Describe the child’s sleep environment in detail (the bed, the number  of 

people that sleep in the bedroom and in the bed with the child). 

 

Question 8. Has the child’s sleep affected your sleep? (Please be as detailed as possible). 
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