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Praise for The Gentle Sleep Book

‘Sleep is so crucial to our wellbeing, and so precious when our children are young. This is why it has become such a contentious issue among parenting writers and experts. In The Gentle Sleep Book, Sarah Ockwell-Smith starts by looking at scientific, cultural and historical perspectives and so allows us to put sleep in context. Her central message is that children don’t have sleep problems, we as a society have created expectations and demands of parenting that are not in harmony with a child’s biological or psychological needs and then struggle when children don’t sleep as we “need” them to.

I like the perspective Sarah takes, the position of trying to make parents feel informed and supported rather than criticised. Sleep is not a battle, it’s a balance and in this reassuring book Sarah helps parents find that balance. Often Sarah’s advice is not to fight your child’s sleep pattern but to try to find help for yourself so that you are better able to cope. This, I think, is a wonderful gentle message that would benefit many aspects of family life.’

Saffia Farr, Editor, JUNO magazine

‘This book is a wonderful blend of science and wisdom. Using the latest scientific research as a foundation, Sarah teaches families how to use a responsive and nurturing hand to guide babies and toddlers into age-appropriate sleep. It will help parents develop realistic expectations about the course of their infant’s sleep development, giving them reassurance and the confidence to use the specific strategies provided in a way that it is just right for their child.’

Sara Pearce RN CNM IBCLC, CEO, Director of Education, Amma Parenting Center

‘This book should be called The Sleep Bible and needs to be in every parent’s bedside drawer. As always, Sarah Ockwell-Smith has written a book that is easy to read and jam-packed with refreshing new ideas to help little ones relax and sleep, and to help parents reduce their dark circles and eye bags!’

Marneta Viegas, founder of Relax Kids – classes, books and CDs to help children relax, manage anxiety and stress, and sleep
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Foreword

‘How is your baby sleeping?’ It is the question all new parents face from family and strangers alike, and if the answer is anything less than ‘It’s wonderful! She’s sleeping 12 hours a night’, parents are treated to countless suggestions as to how they can ‘improve’ the situation.

We are a society obsessed with sleep. The amount your child sleeps is the yardstick by which other parents judge not only your parenting skills but also your child’s development. In the eyes of many, failing to sleep ‘well’ within the appropriate time frame will ensure your child faces a bleak future from which he will never recover – and it will all be your fault. Or so they say.

In my own work, sleep issues make up approximately 90 per cent of the concerns or questions parents have. Even parents who admit that their sleep situation works well for them can reach the point where they start to wonder if they are doing something ‘wrong’ because their child isn’t sleeping like they are ‘supposed’ to. In fact, the vast majority of questions about sleep focus on behaviours that the parents worry is ‘bad’ or will lead their child down the dreaded path towards never sleeping well. For me, as someone who is trying to help these families, what is perhaps most frustrating is that, from a biological point of view, their child’s behaviour is entirely normal.

Yes, normal. We may not realise it, but so much of what we have been led to believe is ‘bad’ or will damage our child’s chances of sleeping – such as nursing to sleep, co-sleeping, or not having a set schedule for sleep – are not new inventions. Historically, children, particularly babies, did not have regimented sleep. They slept when they were tired, were often nursed to sleep, and slept close to their mother (facilitating breastfeeding at night and during the day). They ‘learned’ to sleep as adults did, which, contrary to what today’s ideals dictate, was not throughout the night. As Sarah points out in the chapter on the history of sleep, adults sleeping through the night is a relatively new development that was partly brought about by the demands of the industrial revolution. It begs the question: are our expectations of children’s sleep based more on cultural norms than their natural sleep patterns?

Much of what has been circulated in the parenting world on child sleep seems to be founded on parental convenience, rather than biology or science, and it’s about time that changed. For example, if we think of the twelve-hour stretch at night as being a ‘good’ sleep or the ‘right’ amount of sleep, infant sleep is often rife with ‘mistakes’. Their night wakings alone would have them failing the sleeping ‘test’, and the crying that often accompanies it would put them at the bottom of the class. However, if we think of that twelve-hour stretch as being a culturally dictated ideal, then we can start to look more sympathetically at what we might previously have considered ‘failings’ in our infants’ sleep. In this book, Sarah Ockwell-Smith does a fantastic job of clarifying the research, pointing out the myths we have taken as fact, and the biological realities for our little ones.

For some of you, understanding what is happening with your child and her sleep will provide comfort and reassurance when things seem hard. For others, however, this won’t be enough because the sleep deprivation you feel is so visceral that something has to be done. As Sarah rightfully points out, we have hit a false dichotomy in how we speak of infant sleep: in an effort to move away from the harsher forms of sleep training, we often see the only alternative as waiting it out when, in fact, is it not the only avenue open to us. There are gentle alternatives, yet we must beware the wolf in sheep’s clothing. Many methods that claim to be gentle are anything but.

You need not fear the appearance of any wolf in the recommendations herein. You won’t find one-size-fits-all solutions – and nor should you, given they don’t acknowledge the unique needs of different children – but you will find advice and tips to help you reach a place of biologically normal, good enough sleep for everyone.

This book could not come at a better time. A recent survey in a popular parents’ magazine found that 50 per cent of parents reported using the cry-it-out method with their babies. That’s half of our children growing up with the expectation that nighttime is a time when their needs, fears and feelings are not valid or worthy of a response. That’s half of parents believing that they don’t have an alternative or that they have to do this to maintain sanity or keep their child from a worse fate. It’s unfair to everyone involved.

As with her previous books, Sarah tackles the subjects of parental sleep deprivation, sleep guidance and the parent–child relationship with empathy, clarity and kindness. You won’t find anything that tries to shame you or make you feel bad for steps already taken. Instead, you will feel heard and understood and given hope that your child’s sleep need not cause the unravelling of your mind or your relationship with your child. I believe this book can bring you the peace and rest you need, while respecting the needs and feelings of your child, therefore helping you build a better and stronger relationship. After all, isn’t that what all parenting advice should offer?

Sweet dreams,

Tracy Cassels, M.A., Ph.D. Founder,

EvolutionaryParenting.com
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Introduction

Sleeping through the night

These four small words have an enormous impact on any parent of young children, especially when phrased in a question beginning with ‘Are they . . . ’, and ending in ‘yet?’. It’s even worse when they are uttered by friends whose perfect child sleeps for twelve hours straight every night and has done since he was six weeks old. There’s no doubt about it, child sleep – or the lack of – can leave even the most confident of parents feeling like a failure.

The first five years of parenting are filled with worries and preoccupations, but, for the vast majority, none of them is as pressing as the lack of sleep. Research shows that almost onethird of all parents of babies and small children consider their child’s sleep ‘problematic’.1 I think that figure is rather conservative: my experience of working with parents would suggest it is as high as two-thirds, if not more.

I can’t say I remember those early sleep-deprived years with my own four children well, even though it wasn’t that long ago. Nature has a funny way of erasing the exhaustion and trauma from our memories. My memories are almost all happy ones imbued with feelings of pride, peace, contentment and happiness. When I look back now, I remember the sweet scent of baby breath being softly exhaled as I sat watching them sleep soundly; my husband carrying sleeping toddlers in from the car, hair damp on one side of their head, while they still clutched a beloved soft toy; and trying to change them into their pyjamas before they woke. I remember my pre-schoolers falling asleep on the sofa while waiting for me to prepare their lunch, tired from the excitement of their morning’s activities.

One day I am sure your memories will be positive too, and the exhaustion and desperation of your non-sleeping child will be replaced with something altogether happier. Right now though, I know that is not the case and no matter how many of your friends tell you ‘it won’t last for ever’, such comments don’t help. When I was a sleep-deprived parent what I really needed was a combination of reassurance, reliable information and easy-to-follow advice. This is exactly what I hope to provide in this book.

As a sleep-deprived parent, I remember searching for the Holy Grail of sleep advice – evidence-based and gentle, but effective. Some advice suggested I should just ‘wait it out’ and one day my child would claim their ‘I slept through the night’ medal. Understandably, for most parents, this is neither practical nor feasible. We live in a world where parents are expected to do more than just parent; many need to go out to work, often for long hours. They often have to parent without a close support network around them. There is no denying that parenting today is incredibly stressful; in some ways perhaps more so than for any generation before. Often the demands of modern-day parenting mean that just ‘waiting it out’ can be to the detriment of the child as well as the adult. Having exhausted, wrung-out, angry, desperate and depressed parents cannot be in the best interests of any child.

Somewhere there must be a happy medium. You need reliable information and advice that empowers you to make the right decisions for your family’s unique situation while considering everybody’s needs. This is exactly the gap I hope to fill with this book, because your child isn’t the only one whose feelings matter; yours do too. The real goal of parenting is to tread a carefully balanced line where everybody’s needs are considered equally. Throughout this book I endeavour to treat parents and their children as a team. Some child sleep experts focus on pitting parent against child, portraying sleep as a battle that is won by one or the other. Yet if a parent ‘wins’ the sleep battle, that leaves the child the ‘loser’, with the battle scars to show for it; something no parent wants for their child.

One of the best ways to empower parents struggling with their child’s sleep is to provide information that helps them to understand their child’s behaviour. Some sleep experts might suggest that there is a ‘secret’ to sleep success, but I believe that there is no such thing. If there was it surely wouldn’t be a secret, would it? Parents around the world would be shouting it from the rooftops. The trouble is, when you are sleep deprived and unable to think straight, these claims can seem incredibly appealing.

The vast majority of parents turn to the internet for help with their child’s sleep. As it becomes more and more easy to publish online, it follows that the chance of reading incorrect and sometimes even dangerous information increases. It is really important to read sleep-related articles on the internet (and in magazines for that matter) with a hefty degree of scepticism. As paediatrician and SIDS (sudden infant death syndrome) expert Dr Rachel Moon said in her research, conducted in 2012: ‘It is important for health care providers to realize the extent to which parents may turn to the internet for information about infant sleep safety and then act on that advice, regardless of the reliability of the source.’ Dr Moon found that 72 per cent of parents believed that information regarding health issues on the internet was trustworthy, with 70 per cent saying they had used information found on the internet in an attempt to help their child’s sleep. Dr Moon’s study, of 1,300 websites offering child sleep information, found that 28 per cent contained inaccurate information.2 More alarmingly, even government websites contained many errors, with 20 per cent of the sleep information presented being inaccurate.

Inaccurate sleep advice is not just found on the internet and in books and magazines. Some health professionals, including GPs and health visitors, give inaccurate advice, particularly on sleep training, bedsharing, weaning and breastfeeding. You would be forgiven for thinking that information from health professionals must be factually correct and in your child’s best interests, but what many parents don’t realise is how little training professionals receive on the subject of paediatric sleep and related psychology. Moreover, this information is rarely updated with the latest research findings and is often centred on the health professional’s personal opinions and own parenting experiences, which are very often anything but evidence-based.

While writing this book I asked hundreds of parents for their answers to the question, ‘What is the most important thing that you have learnt about child sleep?’ Interestingly, many commented on the reliability or otherwise of common sleep advice. Here are a few of their comments:


Ninety-five per cent of what new parents are told about the subject is false. All children are different, and parents are better off when they don’t worry about anything concerning the phrase ‘sleeping through the night’.

Throw out the rulebook and guidelines!

Waking during the night is biologically normal and healthy.

Understand that your child doesn’t understand the rules and just desperately needs your love.

Trust your intuition at all times, even when you’re a first-time mum: you know your child best, so do what feels right.



In this book I hope to treat you with the respect that you and your child deserve. I do not endorse any methods that will leave you or your child feeling alone or distressed. Perhaps most importantly, I have backed up as much information as possible with scientific research findings. If you are interested in learning more about these you will find the references at the back of the book.

I never fail to be surprised at the powerful effect of giving parents the facts about ‘normal’ baby and child sleep. Some simple science and statistics can transform a parent’s opinion of their child’s sleep. It can help to normalise their child’s behaviour, which can allay any concerns and guilt parents may be feeling for perhaps ‘not being good enough’ or worrying that they did something wrong. For this reason I devote the whole of the first chapter of this book to the science of child sleep, as it seems an obvious place to start. Reading this chapter will help you to feel more positive straight away. It certainly had a profound impact on these mothers:


Learning that they are not all sleeping through the night until well after two years old. What a relief that was!

Remember your child is not broken; you are not doing it wrong, it’s just ‘normal’.

It’s perfectly normal not to sleep through the night until the toddler years or beyond. I would have been so stressed out by now if I hadn’t discovered this.

Definitely the best thing I learnt about child sleep was knowing about brain development!

Knowing that frequent waking during the night is totally normal for a baby/toddler really helped. It is still hard at times, but just that knowledge makes a big difference.



Also, bear in mind that when it comes to child sleep ‘normal’ is a very wide category. I’m sure you’ve seen charts listing the number of hours a day that a baby, toddler or pre-schooler should sleep. It may surprise you to learn that until the end of 2013 these were based almost entirely on opinion and guesswork. It is only very recently that scientists have begun to study the sleep patterns of childhood in any great detail. I will outline the most up-to-date scientific research findings in Chapter 1, but it is important to remember that these numbers are a guide and an average. There will always be children who need more or less sleep, longer or shorter naps. Just because your child isn’t ‘average’ doesn’t mean anything is wrong. This is why it is so important to take an individualised approach to child sleep, because what works for one family may not work for another.

In Chapter 2 I look at the history of sleep, how our sleeping patterns have changed through the centuries and, crucially, how modern life has impacted on our sleep. One concept that I will examine is that of the primitive infant in a modern world. Babies don’t know that they have been born in the twenty-first century. They don’t know that they should behave differently to babies born in the sixteenth century, yet as adults our lives couldn’t be more different. The primal needs of babies and young children are very often at odds with the modern needs of today’s parents, which makes parenting harder for all. As ever, the answer lies in providing information and in trying to balance the needs of everyone involved.

On a similar theme, in Chapter 3 I look at the anthropology of sleep – the study of sleep around the world. I look at how parents from different cultures handle bedtime and naps, how their expectations and sleep arrangements may differ and if they share the same problems with their children’s sleep as parents in the West. I will go on to consider what can be learnt from the parenting practices of other cultures.

Another hot topic at the moment is the impact of diet on child sleep. Do breastfed and formula-fed babies sleep differently? Does introducing a bottle or a ‘dream-feed’ help a baby to sleep through the night? Does weaning onto solids encourage longer stretches of sleep? Does your toddler’s tiny appetite impact on his sleep? Could what your four-year-old eats during the day have an impact on how she sleeps at night? Are there any foods that aid sleep? Are there any that should be avoided? I examine these issues and more in Chapter 4. Chapter 5 looks at the problems associated with using modern sleep-training techniques.

I am well aware that while knowledge is hugely empowering, you haven’t bought this book simply for background information. You are looking for practical suggestions to help your family have more peaceful days and quieter nights. This is the purpose of ‘BEDTIME’, which I introduce in Chapter 6. This acronym covers what I believe to be the seven most important general points to think about and implement when trying to encourage your child to sleep more easily. They can be applied to all families and to children of all ages, from newborn to age five and beyond.

In chapters 7 to 12 I take you through sleep information that is specific to your child’s age, from birth to the age of five. Sleep needs and biology change dramatically over the first five years of life and the approach with a tiny baby is very different to one you may take with a four-year-old.

Chapter 13 takes a specific look at naps. How long should babies and children nap for? When should these naps be? How long should they last? Does the location of a nap matter? Are long naps always better and are short ones problematic? How do you know when your baby or toddler needs to drop a nap – and how do you do it? Finally, how can you help a nap ‘resister’ to take a break (and thus give you a break!)? While we’re on the subject of taking a break yourself, Chapter 14 focuses on you: your emotions and your own sleep. While frequent waking in babies and young children is normal, there is no denying that this is exhausting for parents. In this chapter we look at ways you can take the edge off your tiredness and maximise your own rest, because your feelings and health matter too.

The final chapter provides the understanding and tools you need to create your own unique sleep plan for your child, and bring peace back to your family.

A note on how to use this book

I have written the first six chapters of this book to apply to all parents, no matter how old your child is or what their sleep problem may be. Chapters 7 to 12 give specific advice, based upon the age of the child. Chapters 13 and 14 apply to all ages. In Chapter 15 I sum up the issues covered in the rest of the book and help you to formulate a plan for your own family. Ideally, you should read chapters 1 to 6 first, before moving on to the age-specific advice: if read in this way, the tips contained in chapters 7 to 12 make a lot more sense. I appreciate, however, that some people may be desperate for practical tips that they can use immediately. Chapters 7 to 12 are relatively free-standing, if you need something to try right now. Please do go back and read chapters 1 to 6, though, when you have time. Obviously, as your child grows, you can dip back into the chapter that is specific to your child’s age without having to re-read the whole book.


Chapter 1
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Understanding normal sleep physiology

How much do you know about the normal physiology of child sleep? I didn’t know very much when I was a new parent, and I didn’t even think to research it. I spent hours researching ways in which to encourage my child to sleep for longer, go to bed earlier and wake later, but I never once thought to pick up one of the dusty old psychobiology books I had on my shelf and learn more about the basics of sleep. None of the parenting magazines I read or websites I visited looked at sleep in this way either; they all jumped straight into ‘fixing problems’. How, though, do you know if your child has a problem if you don’t know what is normal? It strikes me that many sleep-related articles start at ‘point 2’ (fixing the problem) and completely bypass ‘point 1’ (is there actually a problem?).

I firmly believe that the biology of sleep should be taught to all parents. We spend so long learning about labour and childbirth but very little time learning about what happens after the baby is born. If we do, usually all our efforts are focused on nappy changing, feeding and bathing, but isn’t sleep as important? It would be useful if all parents also took a class covering the basics of sleep for the first few years of life: it would be invaluable if they were taught what to expect realistically at each age and given an explanation of why their child behaved in a certain way related to sleep. I have worked with numerous families who see an astounding difference once they have a good grasp of some basic sleep biology. That is why this chapter is devoted to exactly that.

Sleep is as vital to our survival as food and water, but most people know far more about the latter two topics. The more you can educate yourself on the science of sleep the more able you are to help yourself and your children in your own unique family situation.

So, what happens when we close our eyes and drift off to sleep? Sleep is essentially a chemically controlled process. That is not to say it isn’t affected by external influences, it is, and I’ll talk about those throughout this book, but the basic building blocks of sleep are chemical ones. At the base of your brain is a section called the brainstem, which connects your brain and spinal cord. The brainstem is often referred to as the ‘primitive’ or ‘reptilian’ part of the brain as it resembles the unsophisticated, primitive brain of a reptile. The brainstem, along with a section of the brain called the hypothalamus, is responsible for what is known as ‘homoeostasis’, or basic life support functions, such as breathing, temperature regulation, eating and, importantly here, sleeping.

Circadian rhythms and melatonin

The brainstem and hypothalamus contain neurons, special cells that transmit nerve impulses. Neurons produce neurotransmitters, chemical messengers that carry the impulses between cells. These neurons and chemicals can make us feel sleepy or awake and do so over a period of twenty-four hours. This recurring twenty-four-hour sleep/wake cycle is more commonly referred to as a circadian rhythm. The word ‘circadian’ derives from the Latin phrase ‘circa diem’, which means ‘around a day’.
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Our circadian rhythms are controlled by the hypothalamus, or, more specifically, a snappily named, pinhead-sized part of the hypothalamus called the suprachiasmatic nucleus (or SCN for short). The SCN is full of thousands of neurons and is situated at the back of the eyes close to the optic nerves. There is a special reason it is situated in this area: when light hits the back of our eyes (a part known as the retina) the light-sensitive photoreceptors transmit a signal down the optic nerves to the SCN. The SCN then transmits signals to other parts of our brain, the most significant being the pineal gland, which looks like a mini pine cone, hence the name.

The pineal gland is one of the most important areas to look at when it comes to sleep, as it responds to the presence of light by inhibiting the production of melatonin. Melatonin is known to many as ‘the hormone of sleep’ and levels naturally rise after darkness (due to the process described above), making us feel sleepy. As well as affecting the secretion of melatonin, the SCN also regulates other functions linked to our circadian rhythms, such as body temperature and the production of urine, both of which are lowered at night. When the sun rises in the morning, the light exposure causes the SCN to transmit signals to raise body temperature and secrete the hormone cortisol (and inhibit melatonin), which helps us to feel alert.

The development of circadian rhythms

The most pertinent point to understand with regard to circadian rhythms and child sleep is that they take time to develop. Babies are not born with circadian rhythms, although, while in utero, melatonin does pass into the body via the umbilical cord and the mother’s body and babies exhibit similar sleep/wake patterns to their mother.1 Obviously this transfusion of sleep hormones ceases after birth and babies are left without any circadian rhythms of their own. This explains why newborns sleep sporadically throughout the day and night. A newborn baby has no concept of night and day; their bodies are as incapable of telling the difference between night and day as they are of telling the time from a clock. The development of circadian rhythms is purely biological and, like many developmental milestones that happen throughout childhood, it cannot be rushed. A baby’s circadian rhythms will mature when the neurobiological processes in the baby’s brain are complete, so there is little parents can do but wait for this to happen. Some baby experts advocate the use of blackout blinds, getting babies changed at night and keeping communication to a minimum at night-time in the hope of ‘teaching baby night from day’. This only serves to give parents something to do so that they feel they are helping.

In the last twenty years many scientists have researched the development of circadian rhythms and have concluded that sleep-related circadian rhythms do not begin to emerge until the eighth week after birth.2 Further research indicates that circadian rhythms are not well established until babies are around four months of age.3 It is therefore around this age that you can expect a baby’s sleep patterns to show some response to the difference between night and day.

What happens during sleep?

The phrase ‘sleep through the night’ is very misleading. In reality, nobody sleeps through the night: we all move through different levels of sleep and wake often, sometimes so briefly we have no memory of it the next morning; at other times our nocturnal wakings are obvious and we have trouble returning to sleep. Understanding that nobody simply goes to sleep at night and wakes in the morning is vital when it comes to understanding child sleep.

So what does a night’s sleep look like? Sleep is predominantly divided into two types, rapid eye movement (REM) and nonrapid eye movement (NREM), but the length of these cycles and the order in which they occur varies hugely with age.
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REM (active) sleep

In REM (or active) sleep our muscles are effectively paralysed, but our eyes move rapidly underneath our closed eyelids, hence the name. In contrast to this muscle paralysis, the neurons in our brain are incredibly active; indeed scientists sometimes refer to REM as ‘paradoxical sleep’ because of this strange contrast. REM is also the stage of sleep where vivid dreams occur. REM sleep is said to be especially important to the developing brain in babies and young children, with researchers hypothesising that the increased neural stimulation that happens during this stage is necessary in order to create new neural connections in the developing brain.4

NREM (quiet) sleep

NREM (or quiet) sleep is further sub-divided. These stages are:


N1: A very light sleep or a deep level of drowsiness and relaxation. During this stage the eyes are usually closed, but it is very easy to wake fully.

N2: This is the early stage of sleep. Muscles start to relax, the heart rate begins to slow and body temperature begins to drop.

N3: A deeper level of sleep, it is much harder to awaken during this phase. The body relaxes more, with further reductions in body temperature and heart rate. The earlier part of this phase of sleep is where sleepwalking and sleeptalking most commonly occur. The latter end of this phase of sleep is where dreaming, nightmares, night terrors and bed-wetting are most likely to occur.



Introducing ‘the danger zone’

By ‘danger zone’ I simply mean the main reason why babies and children wake so often. At the end of each sleep cycle, one of three things can happen:


1. A new sleep cycle starts immediately, without waking in-between.

2. Waking occurs, but everything is optimal for further sleep and nothing alerts us, therefore we go back to sleep again. Often, we don’t remember these small waking occurrences in the morning.

3. Waking occurs and something alerts us, meaning it is incredibly difficult to start a new sleep cycle without fixing the problem.



If you think about the last time you woke in the night, which wasn’t baby or child related, it may have been because you were too hot or too cold, perhaps you were anxious or fearful about something, perhaps you were in pain, or discomfort, perhaps you had a dry mouth and needed a drink, or maybe you needed to go to the toilet, perhaps it was too bright, or perhaps your partner’s snoring had woken you. As adults, we are able to identify and fix any problem preventing us from starting a new sleep cycle. You could call this ‘self-soothing’ behaviour. Now, what out of this list can a baby resolve alone? What about a toddler? Can they adjust blinds or curtains, turn up the heating, or open a window? Can they get themselves a glass of water and some analgesic medicine? Can they do some deep breathing and reassure themselves that monsters don’t really exist? In fact, children do ‘self-soothe’ a little: they do the only thing they can do – cry for us to fix the problem. They are certainly not capable of fixing anything else alone. They simply don’t have the physical or psychological skills that we have. In fact, if you look at the development of these physical skills and the development of emotion regulation, we learn that most children need adult input each time they fully wake from a sleep cycle until they reach school starting age.

So, does this mean you should resign yourself to getting up every hour for the next four or five years? Thankfully, there is something you can do. While you shouldn’t expect a young child to be able to connect sleep cycles independently if there is a problem, you can work to remove as many of those problems as possible, pre-empting any waking caused by them. You can’t make babies and toddlers learn to self-soothe to sleep through the night, but you can make it as easy as possible for them to connect together as many sleep cycles as they can. As we move through this book, we will come back again and again to the idea of this ‘danger zone’: that space between sleep cycles that can cause so much waking (and so much exhaustion for parents), and learn how to reduce its impact.

The difference in sleep cycles by age

[image: Illustration]

Newborns to age three months

In the first few months of life, a baby’s sleep looks very different to that of an adult. At this age a baby not only lacks the hormonal regulators of sleep provided by circadian rhythms but their sleep cycles are also roughly half the length of an adult’s, at around forty to forty-five minutes long. In contrast to an adult, whose sleep comprises around 20 per cent REM, young babies spend a huge 50 per cent of their sleep in the REM phase.

Babies begin their sleep cycle with REM, or active, sleep, where they stay for around twenty minutes. During this time they can be easily awoken. The final twenty minutes of a young baby’s sleep cycle is spent in NREM, or quiet, sleep. This stage of sleep is deeper and the baby is less likely to wake in response to stimulation. At the end of this cycle the baby may wake entirely, or, if nothing alerts them in the danger zone, they may begin a new forty-minute cycle. You can see here that, effectively, young babies may wake every twenty minutes if something alerts them, which could be anything from a wet nappy, feeling cold or feeling hungry to feeling insecure when not in your arms (which isn’t surprising considering he has just spent nine months being held inside a uterus). This makes perfect sense in evolutionary terms, as it keeps newborns alert to any potential predators or harm and is believed to help protect a baby from SIDS (sudden infant death syndrome), but for parents it can be exhausting. The best thing to keep in mind is that things will change, and fairly quickly, as your baby’s sleep physiology matures.


A NOTE ON SIDS PREVENTION

The following points have all been scientifically proven to reduce a baby’s risk of sudden infant death syndrome:

• Always place your baby to sleep on their back, never on their front.

• Do not smoke during pregnancy and do not let anyone smoke around your baby.

• Keep your baby in the same room as you for all sleep, day and night, for at least the first six months.

• Always place your baby to sleep on a firm surface and make sure you never fall asleep with them in an unplanned situation, such as on a sofa.

• If you share a bed with your baby, make sure you follow safer bedsharing guidelines (see page 107).

• Do not allow your baby to overheat.

• Do not use cot or crib bumpers or any other sleep inserts in the cot or crib.

• If you swaddle your baby, make sure you follow safer swaddling guidelines (see page 140).

• Breastfeed your baby exclusively for as long as you can, preferably until they are at least six months old.



Age three to six months

This period is a busy one for babies sleep-wise, as big changes happen. The first is the development of a circadian rhythm, which goes from almost non-existent at the beginning of this period to relatively sophisticated by the end. This means that at some point between three and six months your baby’s body develops the ability to tell the difference between night and day, and hopefully they will begin to sleep more at night and less in the day.

In addition to the development of a body clock, the amount of REM sleep a baby experiences between three and six months drops to around 40 per cent. This means that they spend more time in the ‘quiet’ sleep state of NREM and, theoretically, awaken less to external stimuli, although their sleep cycle is still only around forty-five minutes long, which means that the average baby in this age range still passes through the ‘danger zone’ around fifteen times every night. That’s a lot of possible wakings!

Age six to twelve months

By this stage, a baby’s circadian rhythm is almost comparable to that of an adult and their sleep timings and body clock should be very much in line with that of their parents, albeit with more awakenings at night and naps during the day. REM sleep drops to around 35 per cent by this stage, meaning that ‘quiet’ NREM sleep makes up around two-thirds of your baby’s sleep cycle. Although their sleep cycle is still only around fifty minutes long, still much shorter than that of an adult, the increased amount of NREM sleep means that, theoretically, they should wake less than they did before six months of age. Sadly this is usually not the case, though, due predominantly to an increased intake of solids (and thus a reduction in milk intake) in the daytime, increased mobility, teething and separation anxiety, which often coincides with a mother returning to work (see Chapter 9 for more on this).

Age one to two years

By this stage the proportion of REM sleep has dropped to around 30 per cent and NREM (quiet) sleep stages are well established. The average sleep cycle lasts around sixty minutes, meaning that most toddlers pass through the ‘danger zone’ around ten to twelve times each night. Naps in the day are still common, although less so than in the first year. Biologically speaking, this means that a toddler’s night-time sleep should be fairly comparable to that of an adult. Psychologically speaking, however, other issues come into play, such as separation anxiety, fear of the dark, a need for more one-to-one time with their parents, and growing physical and cognitive skills, which can mean that a toddler’s sleep is anything but comparable to that of an adult’s, and many parents report a regression in their child’s sleep at this age.

Age two to three years

REM sleep now consists of around 27 per cent of the night’s sleep. Daytime naps are still common at the earlier end of this time frame; however, most children drop their naps by three years of age. Sleep cycles are lengthening and this, combined with almost three-quarters of sleep being ‘quiet’ with welldefined NREM stages, means that, biologically, sleep is in line with that of an adult. Other issues have an effect, however, from the arrival of a new sibling, to starting pre-school and potty training. This means that although, biologically, a full night’s sleep is possible, practical or psychological reasons, particularly the child’s inability to ‘self-soothe’, often prevent it.

Age three to five years

REM now accounts for only 20–25 per cent of the sleep cycle, similar to that of an adult’s sleep. The sleep cycle itself also lengthens and towards the end of this period is fairly comparable to that of an adult, at around seventy to ninety minutes. Daytime naps are rare at this age, unless a child has a late, adultlike, bedtime. Despite sleep being biologically comparable to that of an adult at this age, many factors still prevent children from sleeping in the way parents would like them to. This is the peak age for the onset of night terrors, nightmares, sleepwalking and sleeptalking. Bed-wetting is also still common, affecting around 80 per cent of children at the younger end of this category and 20 per cent at the older end. Add to this the effects of starting school and it’s hardly surprising that sleep problems are still common in this age range. Some research has indicated that 50 per cent of pre-schoolers wake regularly at night.5 See Chapter 12 for more on this.

Genetics versus environment

No parenting book would be complete without a ‘nature versus nurture’ argument. It’s not quite as simple as either/or when it comes to sleep, however. While we know that for the first five years of life a very large proportion of sleep behaviour is due entirely to the child’s biology and genetic make-up, there is no denying that external influences come into play too.

Research looking at the sleeping behaviour of twins has found that night-time sleep had at least a 50 per cent genetic basis; however, nap times in the day are influenced far more by environmental factors. The researchers commented that ‘early childhood daytime sleep duration could be influenced by environmental settings, while the variance in consolidated night-time sleep duration is impacted mostly by genetic factors’.6 The environmental effect on naps seems to peak at around the age of two, where it has been found to have as much as a 79 per cent influence on the length of daytime naps taken by children. The environmental influence on naps, however, is far less when a child is younger: for instance, an eighteen-month-old is far more affected by biology, with the environment having only a 33 per cent influence upon the length of daytime naps. These findings are in line with the general thinking that babies and young toddlers are primarily governed by biological and developmental processes when it comes to sleep, while older toddlers’ and pre-schoolers’ sleep is much more affected by environmental and psychological factors.


CHRONOTYPES

Do you have a friend or relative who always goes to bed really late and rises naturally in the late morning? Or perhaps one who prefers to go to bed around 9 or 10pm and wakes at the crack of dawn? Our genes don’t just impact on our predisposition to wake in the night or suffer from parasomnias (sleep disturbances such as night terrors and sleep walking); they also impact heavily on the time we naturally prefer to go to bed and wake in the morning. This innate sleeppreference clock is known as a chronotype. If you are a natural lark (early to bed, early to rise) it is quite likely your child will inherit your chronotype and wake early in the morning too (as well as settling to sleep early). However, if you are a natural owl (late to bed and late to rise), and your child’s other parent is a natural lark, your child could inherit the other parent’s chronotype. This would create a genetic mismatch: a parent who struggles with early mornings and a child who struggles to stay asleep past dawn. Sadly, you cannot change your child’s chronotype (just as you can’t change your own). However, you can learn to tweak them so that there is less of a gaping gap between your sleep needs and those of your child.



How much sleep should children have?

I’m sure that you will have seen several tables indicating how many hours of daytime and night-time sleep your child should have at any given age. These tables are often presented as fact and can be the cause of great concern if you have a child who is sleeping significantly less (or more) than the average time for their age. Infuriatingly though, these guidelines are just that, guidelines, not rules, and for many children they simply do not apply. Perhaps more alarming, until very recently, these timings were not evidence-based but simply estimates of what professionals thought children should be doing. And of course that’s often very different to what children actually do!

Another inconsistency prevalent in the field of paediatric sleep is the notion that our children are grossly sleep deprived and that this could spell doom and gloom for their future health and intelligence. Again, in most cases, this is simply not true. It is true that over the last century the amount our children sleep has declined, but more pertinent is the fact that for at least one hundred years our babies and children have not been getting the amount of sleep recommended. In other words, this ‘new’, well-publicised phenomenon of a gross lack of sleep in children is not new at all. I would argue that the recommendations are wrong, not our children’s sleep patterns.

In 2012, a team of researchers from Australia surveyed over two hundred parents and carried out analysis of sleep recommendations dating from 1897 to 2009. Their aim was to compare the recommendations with the amount of time children actually slept. Professor of Health Sciences at the University of South Australia, Dr Tim Olds, commented, ‘Never trust sleep experts. One child may function best on 7 hours, another on 11 hours.’7 Dr Olds points out that there is no such thing as a norm for the amount of sleep a child needs as all children are different. He believes it is more important that our children get the amount of sleep required to meet their individual needs. This is something I strongly agree with, as do these mothers I spoke to during the course of writing this book.


Sleep is only a problem when it’s a problem for me and my family, not when others tell me it’s a problem.

Each child is an individual and what works for one may not work for another. My little boy needed lots of sleep, but my little girl seems to be allergic to it. Follow their cues and you won’t go far wrong.

No matter what you do, he will sleep when he is ready, for the amount of time he needs, and that’s OK.

Putting pressure on yourself or your child to do ‘what is expected’ only adds stress and makes you more tired emotionally.

It changes all the time! Just go with the flow. You’ll drive yourself crazy trying to force a pattern that isn’t there!

It’s much easier to deal with if you just accept what is, rather than worrying about what you think should be.



In 2012, research conducted in England confirmed that the amount of sleep needed at various ages varies wildly. Analysing data from over 11,000 children, the researchers found that even for babies, sleep duration ranged widely from eleven to seventeen hours in a twenty-four-hour period. This variation narrowed as the children got older but there was still a variation of two and a half hours per day for the older children.8

Research published in 2014 attempted, for the first time ever, to provide accurate norms for child sleep needs and expectations from birth to age nine years, based upon evidence not opinion. A team of researchers from Australia studied reports of the sleep patterns of 10,000 children, including both naps and night-time sleep. A huge variability in sleep patterns was found at all ages, from bedtime, to wake time, nap time and overall sleep duration. The study’s lead researcher, Dr Anna Price, said, ‘Whether a child is getting enough sleep or how much sleep a child needs is a major concern to many parents. In this study we found there is a wide range in “normal” child sleep from four months to nine years old.’9

The main findings of this research are summarised in the table below:



	Age of child

	Total duration of night sleep (in hours)

	Total nap duration (in hours)

	Total night wakings (in minutes)

	Average wake time

	Average time of sleep onset




	4–6 months

	11

	3

	26.9

	7:30

	20:00




	7–9 months

	10.9

	2.7

	20.3

	7:15

	20:00




	10–12 months

	10.9

	2.5

	14.3

	7:00

	20:00




	13–15 months

	11

	2.4

	11.7

	7:00

	20:00




	2 years

	10.9

	1

	4.4

	7:15

	20:15




	3 years

	10.9

	0.8

	3.8

	7:15

	20:15




	4 years

	10.9

	0.3

	2.8

	7:15

	20:30




	5 years

	10.3

	0.2

	2.1

	7:15

	20:30





Two findings of this research stand out for me. First, how most current child sleep guidelines vastly overestimate the amount of sleep needed for each age group. For instance, the NHS website recommends that two-year-olds should have a total of thirteen hours’ sleep in twenty-four hours. The findings of the Australian study, however, indicate that the two-year-olds in their research were only sleeping for a total of eleven hours and fifty-four minutes. Almost every recommendation on the NHS website, for both total sleep duration and nap duration, is higher than the Australian research found. If you are a parent whose child is sleeping less than the recommendations on the NHS website I can appreciate how stressful and worrying this may be, yet it is highly likely that your child’s sleep is normal. Many scientists and sleep specialists now highlight how much sleep duration varies and how important it is to recognise a child’s sleep needs as individual. Clearly this message has not filtered through to the media.

The second point that really stands out for me in the Australian research is the relatively late average bedtimes, particularly for toddlers. I am quite often contacted by parents wanting help to get their toddler or pre-schooler to bed at night. When I ask what time they are putting their child to bed they often reply 7pm. Looking at the table you can see that this is an hour earlier than the average toddler or pre-schooler sleeps. I will examine this idea of a later bedtime, and how it may actually help everyone to get more sleep, in more depth later in the book.

Common sleep disorders in early childhood

Sleep apnoea, mouth breathing and snoring

Sleep apnoea and snoring both fall under the label of ‘sleep disordered breathing’, but they are very different. Sleep apnoea occurs when a child stops breathing for a short amount of time, say for ten seconds or more. Sleep apnoea affects between 0.7 and 1.8 per cent of all children under sixteen. An article in the British Medical Journal (BMJ) describes sleep apnoea as ‘a disorder of breathing during sleep that is characterised by prolonged partial upper airway obstruction and/or intermittent complete obstruction that adversely affects ventilation during sleep and disrupts normal sleep patterns’.10 This means that when air is inhaled during sleep, a time when muscles are naturally relaxed, a child’s airway occasionally falls in on itself, making it harder to breathe. The body senses that there is a problem and the child will then often struggle to breathe, which may temporarily exacerbate the issue. Ultimately, the child will reach a level of arousal that allows them to clear their airway and go back to sleep. It is unlikely that the child will remember this when they wake in the morning. Understandably, this pattern can not only negatively impact the child’s sleep patterns, but it can also be incredibly stressful for parents to witness.

Sleep apnoea in children is commonly caused by an obstruction in the child’s airways, such as enlarged tonsils or adenoids (or both), or a structural abnormality in the child’s palate or shape of the head or neck. Allergies can play a role, too. Sleep apnoea can have complications so it is important that you speak to your GP if you think your child may be affected and ask for a referral to a paediatric ear, nose and throat (ENT) specialist.

The list below covers the most common signs to look for of enlarged adenoids and/or sleep apnoea in children:


• Mouth breathing in the daytime

• Sleeping with the mouth open at night

• Snoring

• Intermittent gasping for breath, particularly after a short time of no breathing, during sleep

• Excessive daytime sleepiness

• Headaches in the morning, upon waking

• Sore throat, particularly in the morning upon waking

• Increased need to drink in the night (due to a dry mouth caused by mouth breathing)

• Almost constant blocked and stuffy, or snotty, nose

• Ear problems (including ‘glue ear’ and recurrent ear infections)

• Frequent coughs and colds



The BMJ article mentioned opposite also describes snoring as ‘noisy breathing caused by turbulent airflow’, which simply refers to noise made during breathing while asleep. Snoring occurs in approximately 12 per cent of all children under sixteen on any given night, but most children snore at some point, particularly during the deepest phase of NREM sleep. Persistent snoring in children could be a sign of enlarged tonsils or adenoids, as with sleep apnoea. Again, if you are concerned, visit your GP.

Nightmares

Nightmares are incredibly common during childhood, with most children suffering at some point, although they are more common in girls than boys. Nightmares are a form of vivid dream and, as such, they occur in REM sleep. They often start at around two years of age and reach a peak between the ages of three and six. Children experiencing a nightmare are very likely to wake up and need your help to calm them and help them return to sleep. Children will often remember the theme of their nightmares and can describe them in great detail. Nightmares commonly occur towards the end of a night’s sleep, as morning approaches, and are linked to anxiety, witnessing traumatic events and, most commonly, watching scary television programmes or reading scary books.

The most obvious course of action is to try to work out the cause and, if possible, remove it from the child’s life, as well as comforting them when they wake. I have always allowed my children into my bed after they have woken from a nightmare, as I feel it’s a time when they need my reassurance and constant physical presence the most. You could also read them stories that talk about their fears, in the hope of lessening them through the safe medium of storytelling (see page 291 for some suggestions). However you respond, it is important to realise that the child’s fears are very real to them, so you must respect this. Don’t be tempted to say something like ‘Don’t be silly, there’s no such thing as monsters’, as this dismisses your child’s fears and will do little to help him. Instead, respond with something along the lines of ‘Oh, monsters can be scary can’t they? What does your one look like? What do you think we can do to frighten it away?’

Research conducted at the University of Tel Aviv in 2012 found that children who experienced nightmares had difficulty separating fantasy from reality, something that is heightened the younger the child is. The lead researcher, Professor Sadeh, said, ‘We send children mixed signals by telling them that monsters aren’t real while we tell them stories about the tooth fairy . . . Simply telling a child that their fear isn’t realistic doesn’t solve the problem.’ Instead, he suggests using the imagination of the child in order to reduce their fears: for example, help the child to write a letter to the monster asking for a truce and read them bedtime stories about monsters and nightmares that turn out not to be so scary after all. Professor Sadeh found that allowing the child to transfer their fear and worry onto a stuffed toy, which they then care for and help not to be so afraid, can help significantly, too.11

When my own children were suffering from nightmares I took a more creative approach by choosing a Native American dream catcher with them, and explained how they ‘catch’ bad dreams but let the good ones through, before hanging it in their room. I also made ‘monster spray’ (which was nothing more than water, food dye and edible glitter in a clear plastic spray bottle) and in the evenings we made a big fuss of going on an elaborate ‘monster hunt’ in their room, with the child in charge of spraying all of the dark corners and under the bed with the magic spray, which repels monsters. I left the monster spray on their bedside table for them to use in the night if they ever felt like they needed it. It certainly seemed to work.

Night terrors

Night terrors are very different to nightmares and are relatively rare, affecting around 3 per cent of children.12 They occur during the last stages of NREM sleep, which means that affected children are very difficult to arouse during an episode and they will have no memory of the night terror when they wake. During a night terror a child can appear to be awake, often with their eyes open, thrashing around, hitting out and even talking, but they are very much asleep. Night terrors can last anything from a minute or two up to fifteen minutes and most commonly appear in the earlier part of the night, before midnight. However, despite the name, they can also occur during daytime naps. The most common time of onset is around three years of age, although they can start earlier and, in contrast to nightmares, tend to affect more boys than girls.

Night terrors can be incredibly distressing for parents, but take heart from the fact that your child will have no memory of the events. The most important response is to ensure that your child is safe and cannot hurt himself, then try to calm him – but don’t be surprised if this has little effect, as often it is a case of letting the terror run its course. Research by consultant psychiatrist Professor Bryan Lask, carried out at Great Ormond Street Hospital in London, may provide hope for parents of children suffering from night terrors. Professor Lask suggests that parents make a note of the time that their child’s night terrors occur for five nights in a row. If there is a pattern to the child’s night terrors, he suggests waking the child around ten to fifteen minutes before the night terror usually starts and keeping them awake for five minutes, before allowing them to return to sleep. The process should be repeated each evening until the terrors are extinguished, which in his research was less than a week for all cases.13

There is no single known cause of night terrors, but there does appear to be a genetic link, as they seem to run in families. Some suggest that night terrors are more common if children are experiencing a period of stress or are overtired, whereas others say this is not the case. Most children simply grow out of night terrors.

Sleepwalking

Sleepwalking (also known as somnambulism) is fairly common, and it is thought that up to a third of all children will sleepwalk at some point, with the most common age of onset being between three and seven. Nobody is really sure what the cause of sleepwalking is, but there seems to be a genetic link and if you sleepwalk then your child is more likely to do so.

Despite the name, some children don’t actually walk around when sleepwalking; some may just sit up in their bed. In most cases, the child’s eyes will be open, although it tends to be obvious that they are not awake as they will appear to look straight through you. Episodes of sleepwalking occur during the deepest phase of NREM sleep and tend to last for between one and ten minutes. At the end of the episode most children will return to bed and seem to fall back to sleep, although they have never really been awake in the first place. They are unlikely to remember their sleepwalking in the morning.

Most children will grow out of sleepwalking naturally and there isn’t any specific treatment beyond making sure that your child is safe. If your child is a sleepwalker it is better not to use a mid-sleeper (a bed with drawers or a play area underneath), bunk or cabin bed, and you might consider fitting a stair-gate at the top of the stairs to make sure they do not fall down them when on their travels. As alarming as it may be to witness your child sleepwalking, it is very common and nothing to worry about once you have ensured your child’s safety.

Sleeptalking

Sleeptalking (also known as somniloquy) is similar to sleepwalking in that it is fairly common and nothing to be alarmed by. Up to 50 per cent of children talk in their sleep at some point: onset is usually between three and seven years. Each episode can last anything from just a few seconds up to around a minute or more and, as with sleepwalking, it occurs in the deepest phase of NREM sleep. Sometimes the child will appear to talk complete nonsense; other times they can be very eloquent and may appear to be holding a conversation with you. Sleeptalking appears to run in families and affects boys and girls equally.

There is no treatment for sleeptalking so the aim is to keep the disruption to the rest of the family to a minimum, for instance avoid siblings sharing the same room if one is a sleeptalker. Children usually grow out of sleeptalking, although 10 per cent of adults still talk in their sleep.

Bed-wetting

Bed-wetting (or enuresis) is incredibly common and a natural part of childhood in most cases. It is perfectly normal for children to sleep in nappies at night until they are at school, sometimes right up to seven years of age, although in our society there does seem to be a bit of a fixation on children being ‘dry at night’ very early on. Estimates of the incidence of bedwetting indicate that around 10 per cent of two-year-olds will be reliably dry at night, rising to 20 per cent at age three, 55 per cent at age four and around 80 per cent at age five.14 This means that around a quarter of all reception children will still wet the bed with some regularity. Bed-wetting is slightly more common in boys than girls. Most medical professionals do not consider bed-wetting a problem until seven years of age.

In most cases, bed-wetting is due to an immature bladder that is not yet large enough to accommodate the amount of urine produced. It can also affect children who sleep very deeply and therefore do not wake up in response to the body’s urge to urinate. Sometimes bed-wetting can be in response to an overactive bladder or constipation. It can also be due to anxiety and other emotional causes, though this tends to affect older children more. Like sleepwalking and talking and night terrors, bed-wetting most commonly occurs in the deepest phase of NREM sleep.

Most importantly, do not make bed-wetting a big issue so that it upsets or embarrasses your child. Reassure them that ‘it’s OK; it’s really common to wet the bed when you’re little as your body is still learning to control itself’. Never punish a child for wetting the bed, however tired or angry you are at having to deal with yet another change of sheets at 2am.

A useful trick is to make up the child’s bed twice, with a waterproof protector on top of the mattress, a sheet on top of that, then another waterproof protector on top of that before a final, second sheet on top. This means that all you need to do is whip off the top wet sheet and protector and the bed is clean and dry again, with no need to hunt out and fit clean sheets in the middle of the night. Other standard advice is to limit the amount your child has to drink in the evening and to make sure that they go to the toilet before bed. Some people find some success with waking their children just enough to take them to the toilet when they go to bed. My biggest tip is not to rush nighttime dryness; it’s much easier to put a child in nappies at night than it is to have to get up and change sheets and pyjamas.

As mentioned previously, bed-wetting is totally normal for children under the age of seven, and it is absolutely not a problem if your child still needs to wear nappies at night at this age.


Chapter 2
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Sleep throughout history and the impact of modern life

I’ve often wondered if parents in other cultures – and at different points in history – struggle as much with their children’s sleep as we do. Is night waking, early rising and refusing to nap common in other cultures, and more prevalent now than it was in the past? Or have they always been universal problems? I’ve always found learning how parents from other countries take care of their families fascinating and, increasingly, I have become interested in the history of parenting. We can learn a lot from both.

Sleep throughout history

Segmented sleep

One element of historical sleep behaviour that I find fascinating is the practice of segmented sleep. One of the foremost experts on this is Professor Roger Ekirch, a historian at Virginia University in the US. Over the last twenty years, Professor Ekirch has studied the historical practice of sleeping in two distinct segments, with a period of time awake in between. His research tells us that it is only in the last couple of hundred years or so that people have ‘slept through the night’ in one single block. Indeed, the practice of first and second sleeps can be traced back to ancient Greek civilisations, with many further references occurring throughout history. Professor Ekirch suggests that it is only since the dawn of industrialised civilisations, and the introduction of artificial light, that our sleep has been focused on one long, uninterrupted block.

Professor Ekirch’s research into segmented sleep has found that for most the ‘first sleep’ began roughly two hours after sunset. This period of sleep would last around four hours, followed by around two hours of being awake and active. This was followed by the ‘second sleep’, with waking occurring with the rising of the sun. Professor Ekirch’s research has unearthed over five hundred mentions of segmented sleep throughout history, but as he says, ‘It’s not just the number of references – it is the way they refer to it, as if it was common knowledge.’ He suggests that many of today’s ‘sleep problems’ are not problems at all, but a response to the relatively modern practice of taking one single block of sleep per night. In an online article in BBC News magazine in 2012, psychologist Gregg Jacobs commented on Professor Ekirch’s research saying, ‘For most of evolution we slept a certain way; waking up during the night is part of normal human physiology. The idea that we must sleep in a consolidated block could be damaging if it makes people who wake up at night anxious, as this anxiety can itself prohibit sleep and is likely to seep into waking life, too.’ In the same piece, Professor Russell Foster, a neuroscientist at Oxford University, states, ‘Many people wake up at night and panic. I tell them that what they are experiencing is a throwback to the bi-modal sleep pattern.’

Nobody knows why people chose to sleep in two distinct chunks in the past. There are some suggestions that the waking period between the two sleeps was used for prayer and creative thought, and sex was common in these periods of awakening. Whatever the reason, it appears that for most of our history sleeping in two separate phases was normal and it is our new practice of taking one long sleep at night that is abnormal.

With this in mind I can’t help but think about the times my own children woke in the night, usually between 1 and 3am (the time that would usually have been the period between first and second sleeps), seemingly wide awake and not in the least bit interested in going back to sleep. For most of the last two thousand years it seems this nocturnal behaviour would have been completely normal. This doesn’t necessarily make it any easier to cope when you are exhausted and desperate for your children to calm down, but it may help to make some sense of their behaviour.

Modern inhibitors of sleep

There have been a number of other changes in our lives in the past few centuries that could be having an impact on our sleep and that of our children. There are five main culprits: the use of artificial lighting, our ever-growing use of screens, central heating and air conditioning, daycare and pre-school and the process of putting our clocks forward and back. Let’s look at these in a little more detail.

Artificial light

Electric lighting is such a commonplace part of our lives today that it is hard to imagine what life was like without it. In my opinion, no modern invention has changed the way we sleep today as much as the light bulb. For thousands of years our circadian rhythms were governed by the rising and setting of the sun, with melatonin release increasing from dusk and cortisol increasing with the breaking of dawn. This is how we are supposed to function. The delicate and finely tuned process of our body’s response to light is amazing; is it any wonder then that things go awry after we introduce artificial light sources? Now it can be as light as day for twenty-four hours a day. Even if we sleep without a light on we still have artificially lit evenings and many children sleep with the glow of a night light. Scientists call external time cues, such as the use of electric light, zeitgebers (German for ‘time givers’), because of their effects on our body clocks.

According to Charles Czeisler, Professor of Sleep Medicine at Harvard Medical School, ‘There are many reasons why people get insufficient sleep in our 24/7 society. But the precipitating factor is an often unappreciated, technological breakthrough: the electric light . . . light affects our circadian rhythms more powerfully than any drug.’ In his research, Professor Czeisler found that between the years 1950 and 2000 the use of artificial light increased fourfold and, as you might imagine, sleeping problems have increased correspondingly. On average, children are now getting 1.2 hours less sleep at night than they did one hundred years ago. He comments, ‘Technology has effectively decoupled us from the natural 24-hour day to which our bodies evolved, driving us to go to bed later. And we use caffeine in the morning to rise as early as we ever did, putting the squeeze on sleep.’1

Interestingly, a study at the University of Colorado into the effects of camping in nature found that even one week without the interruption of electric lighting can be enough to improve sleep. The researchers found that seven days of camping, with exposure only to the natural light of the sun and moon, and campfires in the evening, is enough to reset our circadian rhythms to be more in line with the natural sunrise and sunset. After studying the melatonin levels of the participants, the researchers found that levels began to rise around two hours earlier when camping, compared to when they were at home surrounded by artificial light.2 We are keen campers in our family and I always feel rested after a week sleeping under canvas, despite the discomfort.

Red light, blue light

You could argue that we have used artificial lighting for hundreds of years, in the form of candles and fire, but there is one important difference – the colour and intensity of the light. Modern lighting is incredibly bright and, importantly, focused on the blue and white colour spectrum. The colour of natural sources of light, such as fire and candlelight, is always orange–red. Why is this important? Research into the impact of different colours of light has found our body’s natural clock system responds differently to artificial light sources, depending on the colour.3 Speaking about her research into the effect of colour wavelengths of light and their impact on melatonin, Debra Skene, a scientist from the University of Surrey, says, ‘We observed peak light sensitivity at a wavelength of around 460 to 480 nanometres – a nice deep blue.’ She goes on, ‘Red light, by contrast, has only a weak impact on melanopsin receptors and is less prone to stimulate wakefulness. So adjusting the relative levels of blue and red light that people are exposed to throughout the day could preserve normal circadian timing even during prolonged exposure to artificial light.’4

The impact of red and blue light on circadian rhythms has recently been tested by a team of researchers from Boston and Pennsylvania, using astronauts based at the International Space Station. The light and dark cycle experienced by astronauts in orbit lasts for only around ninety minutes, which is too short for the circadian rhythms to function correctly. Understandably, this causes all sorts of problems for the astronauts. The research tested the effects of using artificial blue and red light sources over a twenty-four-hour period, in order to attempt to simulate a circadian rhythm similar to what the astronauts would experience on Earth. This research is not just restricted to space though. An ever-growing body of research, here on planet earth, is showing that the wavelength of light used in the evening and overnight has an impact on our sleep patterns. The only wavelength that does not have an inhibitory impact on melatonin (the hormone of sleep) is that of over 600 nanometres – or red light. A quick internet search for the term ‘baby night light’ produces many beautifully designed, attractive lamps and light shows. Sadly, most of these inhibit sleep, with parents unaware that the item they thought would help their child’s sleep is likely to have completely the opposite effect. Science is consistently showing us that light on the blue colour spectrum inhibits melatonin and tricks the body into thinking it is daytime and thus time to be awake. It isn’t just obviously blue light that is an issue though. Most white light sits on, or close to, the blue colour spectrum, especially energy-saving light bulbs and halogen spotlights, as well as the light emitted from screens such as televisions, phones and tablets. Light that looks green, purple or pink is also problematic, as it sits close to the blue colour spectrum on a low wavelength. Ironically blues, purples and pinks tend to be the colours used in most child night lights – presumably because they are deemed ‘calming’ colours and manufacturers are unaware of the chemical impact they have on the human body.

It is also interesting to note the difference in colour spectrum of the older-style incandescent bulbs in comparison to the new, blue-based, energy-saving light bulbs. Could these modern light bulbs potentially cause more sleep problems than their less efficient predecessors? The answer is very possibly ‘yes’. With this in mind, the obvious answer to improve sleep, for both our children and ourselves, is to get as much natural light in the daytime as possible. In the morning, open the curtains as early as you can and expose your baby or child to the natural daylight when the day is at its brightest. In the evening, observe the natural light changes and when dusk begins to fall, dim the lights in your living area and close blinds and curtains early in the summer. Try to change to more red-based light sources in the nursery, bedroom and bathroom (the room that most children go into directly before bedtime). If your child needs a night light, try to find one on the red colour spectrum. A good alternative to buying a child’s night light, if you are unable to find one that uses only red light, is to use an ordinary lamp fitted with a low-watt, red incandescent (not energy saving) light bulb, or a colour-changing light bulb. These tend to come with a little remote control, allowing you to select not only the light colour but the intensity and light level too, turning the brightness right down for overnight.

As well as considering your nursery lighting, think about the lighting used in your bathroom. Most babies and young children spend several minutes in a very brightly lit bathroom immediately before bedtime every night, often taking a ‘relaxing’ bath – ironically in a light that is known to stimulate their bodies. With this in mind, I use orange- and yellow-coloured, battery-powered, rechargeable candles, or red battery-powered fairy light strings in a jar, in my bathroom in the evening. Taking a bath with dim, or red, lightning is a very relaxing experience, not just for my children but for me too.

Screen time

Another facet of modern life that is playing havoc with our sleep and that of our children is electronic screen time. We spend hours each week looking at the television, tablets, computers and smart phones. There seems to be a trend at the moment for designing tablets and other electronic devices for children and even babies, not to mention the vast array of apps designed to entertain children and, ironically, even to promote sleep. Moreover, the advent of satellite, cable and free-to-view TV means that children’s television programmes are broadcast almost twenty-four hours per day, in contrast to the two hours per day shown when we were children. There is no denying the fact that our children spend many more hours per day in front of an electronic screen than any other generation and this is only likely to grow. What effect, if any, does this have upon our children’s sleep? The answer is ‘a lot’ and it isn’t just sleep that suffers.

Research conducted in New Zealand in 2013 found that in the last hour and a half before bedtime almost 50 per cent of children watch as much as half an hour of television. Unsurprisingly, those children who watched television in the last hour or two before bedtime went to sleep later than those who watched none.5 Similar effects have been found when children play computer games in the run-up to bedtime. Louise Foley, lead researcher, commented that ‘Reducing screen time in this pre-sleep window could be a good strategy for helping kids go to sleep earlier.’ Speaking about this research, Professor Christakis, a paediatrician at the University of Washington, said, ‘There is growing evidence that media use around sleep time is bad for sleep initiation: it’s not so much having a bedtime for your children. You have to have a bedtime for their devices.’ In my house all ‘screen time’ ends at 7pm and my children have to check-in their electronic devices with me for the night. We also have a total ban on any electronic screens in bedrooms.

Regarding television viewing, many parents comment that they find it good for their child to ‘wind down’ and say that they only allow their children to watch special bedtime-related programmes. I know when you have more than one child that television makes your evenings easier, as the ‘electronic babysitter’ entertains them while you cook dinner or bathe the baby, but it’s important to be aware that television can have a negative effect, irrespective of how age-appropriate the programme is. Programmes aimed at children are still screen time and that in itself makes the child’s mind too active, while the harsh blue screen lighting inhibits their circadian rhythms.

Other forms of screen time, including computers, tablets and laptops, can have an equally damaging effect on sleep. The effects are similar to that of television viewing; namely that the light emitted from the devices promotes brain activity. Research carried out in 2013 found that the more children used electronic media the less sleep they got. The lead researcher, Teija Nuutinen, commented that ‘Media viewing habits should be considered for kids who are tired and struggling to concentrate, or who have behaviour problems caused by lack of sleep.’6

The most sensible advice is therefore to keep the last two hours before bedtime completely screen-free, so no smart phones, tablets and computers, but also no television viewing, irrespective of the programme. If you have trouble sleeping, this advice applies to you just as much as your child. If you must use screens, make sure you turn down the screen brightness and set the device to night mode, or use an app that reduces the blue light emitted. This same advice applies for using your phone in the night, during night feeds.

Central heating and air conditioning

Electric lighting is not the only modern invention that can play havoc with sleep. The invention of central heating and air conditioning systems create sleep spaces that are unnaturally warm, or cool, and also cause a change to the humidity levels of the room.

The best temperature for sleep is one that mimics the sleeping environments of the past – a cold cave where we kept warm with animal skins, or a fire. Now, we make our rooms artificially warm and reduce our bedding and nightclothes when we should be doing the opposite. The best environment for sleep is a cool room, with extra warmth coming from nightclothes and covers. Ideally the bedroom will be somewhere between 15 and 18°C (or 60 and 65°F). I appreciate this sounds cold; however, remember our aim is to have a warm body in a cool room. In other words, turn down the room temperature and consider opening the window, even in the colder months, but add another layer and increase the tog weighting of any sleep sack. For those in hot countries where air conditioning in necessary, obviously this is too cool a temperature to aim for. Instead I would aim to turn the controls down to around 21°C (70°F).

It isn’t just temperature that matters, though. The humidity levels in a room can impact sleep too. The ideal humidity level for sleep is around 30–50 per cent. Central heating and air conditioning can dramatically decrease this, though, drying out the air. If your child sleeps with their mouth open at night, this can cause them to wake more as they experience more dryness and need to drink in order to resolve any discomfort in their throat. Even for those who do not mouth breathe, sleeping in an environment that is too dry can impact sleep negatively. If your child sleeps in an air conditioned or centrally heated room, you may consider adding a humidifier. I favour using little portable plug-in aromatherapy diffusers that utilise water vapour. Many of these also light up (with multiple colour options). Set on red light only, these also double as great red night lights, as well as helping the humidity levels in the room.

Daycare and pre-school

Electronic screens and artificial light aside, there is one very important difference in our modern lifestyles that has a profound impact on a child’s sleep: daycare. Being looked after outside the home is a very recent development in our society and one that is increasingly common, as parents both return to work, single parent families increase and we parent away from our extended families. With many more free pre-school places becoming available for younger children, more and more children under the age of five are spending a significant part of their day away from home. Ninety-six per cent of parents of three- and four-year-olds take advantage of funded pre-school places; figures that have steadily risen in the last ten years. Two-thirds of these children attend pre-school for the maximum of thirteen hours per week.

The impact of daycare on circadian rhythms

Daycare and pre-school can have a significant impact on a child’s cortisol levels and circadian rhythms. An analysis of nine different studies, looking at the effects of daycare upon cortisol levels of young children, found that children in daycare have higher cortisol levels than children looked after in a home setting. Not only was the level higher for children in daycare, their levels also rose over the course of the day and were higher in the afternoon, an effect that was not seen in those children at home. This effect was the most noticeable for under-three-year-olds.

The researchers commented, ‘We speculate that children in daycare show elevated cortisol levels because of their stressful interactions in a group setting.’7 I’m not sure this is true, however. I suspect cortisol levels were elevated more because of the combination of general busyness, stimulation and brightly lit rooms most children experience in these settings, rather than suggesting all children are stressed at daycare.

Whatever the cause of the raised cortisol levels, this research is useful for parents who work and use daycare, or for those whose children attend pre-school. Knowing that your child’s hormone levels will stimulate them to be awake and active when you collect them at the end of the day should help you to tailor the evening routine. It is commonly thought that young children need at least two to three hours at home in a calming environment for their cortisol levels to fall sufficiently for their bodies to realise it is time for sleep. It is vital that these hours at home in the evening are as sleep friendly as possible, with light and electronic screens kept to a minimum and plenty of time allowed for reconnecting play at home. Often parents, quite understandably, finish a busy and stressful day at work, collect their child at around 6pm on the way home and are eager to get their child to bed so they can have some semblance of an evening left to relax. This can often mean that children are put to bed long before their cortisol levels reach a low enough level to sleep. It’s no wonder that bedtimes can be protracted and exhausting for all involved. For a child in daycare, delaying bedtime until two to three hours after they arrive home can often result in a longer and calmer night’s sleep and easier bedtime. Ultimately this gives the parent more ‘me-time’, just perhaps not at the time they might want it. We will look at this more in Chapter 11.

Daylight saving and foreign travel

Two more facets of modern life, namely daylight saving and long-haul travel, also have negative effects on normal baby and child sleep.

Daylight saving was first proposed at the end of the nineteenth century in order to give us lighter afternoons and evenings. The aim was to enable farmers to work later in the day; promote more outdoor leisure time; save coal during the First World War; and reduce the usage of incandescent light bulbs, and thus electricity. The practice was established in the UK in 1916, with clocks being put forward one hour on the last Sunday of March and put back on the last Sunday in October.

Although daylight-saving changes are usually fairly well tolerated by most adults, things are less positive for parents of small children. Research published in 2008 indicated that the daylight-saving time ‘enhanced night-time restlessness’ and ‘compromised the quality of sleep.’8 Although this research was conducted on adults, it indicates how daylight saving affects human biology. Sadly, to date, no research of this kind has been conducted on children.

How to help your child cope with clock changes

Babies and young toddlers understandably have no concept of daylight saving or the fact they are now expected to go to sleep one hour early or wake one hour later. The only way that you can help your child to adjust to the new time setting is to introduce it very gradually. Starting a few weeks before the clocks change, move your child’s bedtime forward or backwards (depending on which way the clocks are changing) by five minutes each day, with the aim of building up to the full hour’s difference by the end of the fortnight. This can work fairly well, but often it doesn’t make any difference to the child’s wake time in the morning.

Jet lag and crossing time zones

The last of the modern practices that cause sleep problems is that of long-haul travel. The invention of commercial aeroplanes has created so many opportunities for long-distance travel in the last eighty years, but we pay a price for this in the form of jet lag. International travel plays havoc with our circadian rhythms, but as adults we can rationalise what is happening and try to stay awake or sleep earlier in order to try to compensate. Babies and young children simply do not have the ability to do this, making it harder to cope with them during long-haul travel.

Jet lag: top tips for under-fives

• If possible, try to avoid travelling to countries with large time differences, sticking to those with up to a three-hour difference when your children are young.

• Consider delaying the trip if possible until your child is old enough to understand the concept of different time zones and you can encourage them to adjust their behaviour to the new time.

• Keep at least three days either side of the journey as clear as possible; this means not planning very much for the first three days of your holiday, or when returning home.

• Consider trying to shift your child’s sleep times in advance of the trip, in a similar way to the method I have suggested for daylight-saving changes (see page 48).

• Consider flying overnight, in the hope that your child will sleep, making the flight as easy as possible, and arriving in daylight, making the following day easier.

• Keep the nights as dark as possible and get outside as soon as you can in the mornings, to allow your child’s circadian rhythms the best chance to adjust to the new time zone.

• Be understanding of what your child is going through and realise that during this unsettling period they are likely to need your comfort more than usual, both in the night and in the day.

Ending this chapter by looking at international travel is fitting, as the next chapter examines how infant and child sleep is handled by different cultures.


Chapter 3
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Sleep around the world – and how other parents cope

I am fascinated by anthropology, or the study of humankind, particularly the parenting practices of other cultures. I often wonder what we can learn from them and incorporate into Western life to make parenting easier for us. When it comes to sleep, I think we can learn a lot.

There are four parenting practices from other cultures that I believe could help our children sleep better. These are:


• the practice of siestas and later bedtimes

• the carrying of babies and young toddlers and allowing them to nap while in physical contact with us

• sharing a bed or room with our children

• a respect for motherhood and the support given to parents of young children.



Let’s look at each of these in turn.

Siestas and later bedtimes

Have you ever been on holiday to a warm country and decided to go shopping after lunch, only to be faced with row upon row of closed shops? The practice of taking an afternoon siesta is common in countries with a high average temperature, where the afternoon heat makes it difficult to do much else. Research in 2006 suggested that the practice of taking an afternoon siesta might be due, in part, to the glucose contained in our lunch, which inhibits neurons in the brain that are responsible for keeping us alert and active. The researchers said: ‘It has been known for a while that people and animals can become sleepy and less active after a meal, but brain signals responsible for this were poorly understood. We have pinpointed how glucose – the sugar in food – can stop brain cells from producing signals that keep us awake . . . This may well provide an explanation for aftermeal tiredness and why it is difficult to sleep when hungry . . . This research perhaps sheds light on why our European friends are so fond of their siestas.’1

When it comes to feelings of alertness, scientists at the Loughborough University Sleep Research Centre have found that taking an afternoon nap is more effective than drinking caffeine or sleeping in for an extra hour and a half in the morning. Further benefits may include protection against heart disease, as indicated by a study from Athens University in 2007. Speaking about this research, Dr Michael Twery, director of the National Heart Lung and Blood Institute’s National Centre on Sleep Disorders Research, said: ‘Napping may help deal with the stress of daily living. Another possibility is that it is part of the normal biological rhythm of daily living. The biological clock that drives sleep and wakefulness has two cycles each day, and one of them dips usually in the early afternoon. It’s possible that not engaging in napping for some people might disrupt these processes.’2

Could it be that siestas are not only beneficial for us, but a normal part of our biology? Afternoon naps may not just be important for children, making sure that their sleep needs are met, but they could be important for adults too, particularly as a way of consolidating our own sleep when we have a baby or toddler waking at night.

The practice of taking a siesta goes hand in hand with a much later bedtime for children, because sleep in the afternoon means that the body does not build up a sleep deficit (a need for more sleep) until late into the evening. Again, this is common in countries with a warmer climate. Research conducted in 2013 found that pre-school-aged children from Asian countries tend to have a much later bedtime than those from Europe, the USA and Australasia. The earliest bedtimes were found in Australia and New Zealand, with an average bedtime of 7.43pm. In stark contrast, bedtimes in India averaged 10.26pm, almost three hours later! Daytime naps, however, were more common in the Asian countries studied, but the total time asleep per twentyfour hours was roughly the same for all children, no matter where they lived. It appears that the children from Asian countries were spreading their sleeps throughout the day and night, whereas in the predominantly Caucasian countries daytime naps were significantly rarer and more sleep was being taken at night.3 The problem comes when we try to encourage afternoon naps and also want our children to go to bed early. Sadly, we can’t have long naps and an early bedtime – we need to choose one or the other.

Later bedtimes are prevalent in many other cultures around the world, particularly among African tribes. Anthropologists Carol Worthman and Melissa Melby described the different bedtime habits of two such tribes, the !Kung and the Efe, in a 2002 article, saying: ‘neither !Kung nor Efe have bedtimes, so time of falling asleep varies widely with individuals. People stay up as long as something interesting – a conversation, music, dance – is happening and participate; then they go to sleep when they feel like it . . . Additionally no one, including children, is told to go to bed, and individuals of any age may nod off amid ongoing social intercourse and fade in and out of sleep during night-time social activities.’4 This social night-time behaviour is not just limited to African tribes. In many parts of South America, and in Indonesia, children are included in social interactions just as much as adults and often have no set bedtime or have one that is significantly later than much of Europe, North America, Canada and Australasia. Worthman and Melby also looked at the practices of families in Bali, Indonesia, observing: ‘Balinese, who engage in extensive night-time ritual activity, bring children along with them to all rituals, where they may fall asleep at will, although in this case they must learn to stay awake as adults. In other words, bedtimes are not fixed and sleep–wake boundaries are rather fluid.’

These later, more fluid, bedtimes may be more in line with the normal biological needs of children than the earlier rigid bedtimes enforced by many societies. Research in 2013 studied toddler bedtimes in comparison to melatonin levels and found that, for many toddlers, their sleep problems could be caused by parents putting them to bed too early. They found that some toddlers had later melatonin rises than others and if those toddlers were put to bed before their melatonin levels had risen appropriately then sleep problems were likely. Conversely, the study found that toddlers who experienced a longer interval between the onset of their melatonin release and their bedtime fell asleep more quickly and protested at bedtime far less. The research found that the average timing of melatonin rises in toddlers occurred at around 7.40pm. Researcher Monique LeBourgeois commented on the results of the study: ‘Sleeping at the wrong “biological clock” time leads to sleep difficulties, like insomnia, in adults. This study is the first to show that a poor fit between bedtimes selected by the parents of toddlers and the rise in their evening melatonin production increases their likelihood of nighttime settling difficulties.’ She added, ‘We believe that arming parents with knowledge about the biological clock can help them make optimal choices about their child’s activities before bedtime, at bedtime, and his or her sleeping environment.’5

I wonder if, in part, some of our difficulties with our children’s sleeping behaviour arise because we expect them to go to bed earlier than they are ready to, especially if they also nap in the afternoon. I know evenings are precious, particularly when you have been at work all day, but I can’t help thinking that we may be creating more problems for ourselves by trying to get our children to sleep too early.

Carrying infants throughout the day

Have you ever seen a photograph of an African mother carrying her baby on her back in a brightly coloured piece of fabric? Or perhaps a Mexican mother carrying a sleeping toddler in a woven rebozo? For many cultures, carrying young children is a way of life and most daytime naps are taken in whatever is used to carry the child. Barbara Wishingrad describes her observations of mothers in Mexico in her article on ‘In arms parenting’: ‘Every time I got on a bus to go anywhere, women with babies tied on surrounded me. They wore them in a wrap called a rebozo. They climbed on, sat down or remained standing, stuffed bags into overhead racks, talked to their neighbours or older children and climbed off. The babies nursed, slept, looked around, and moved with their mothers.’ This idea is echoed in the book Bless the Baby by Melanie Waxman: ‘In many cultures, women have carried babies on their backs . . . Babies are comforted by being close to their mother and are rocked as she moves. The confined space in the carrier creates a feeling of safety.’

In Childhood: A Multicultural View (see Bibliography), Melvin Konner describes the normality of almost constant physical contact between mother and child and speculates about how it protected the child in times past. ‘In hunting and gathering societies like the Baka and the !Kung, infants are carried by the mother most of the time, and are nursed several times an hour . . . these seemingly strange things are also true of our closest monkey and ape relatives . . . During our evolution, the constant closeness served several functions; mothers stood between babies and creatures that might eat them; they kept the babies warm with the warmth of their own bodies.’ In A World of Babies: Imagined Childcare Guides for Seven Societies, anthropologist Dr Alma Gottlieb discusses how the Beng in the Ivory Coast, in the south-west of Africa, handle their infants’ naps. ‘Among the Beng, village farmers living in the Cote d’Ivoire, babies spend their days on someone’s back; either the mother or a designated baby carrier. Carrying a baby in this way is considered a good way to get babies to fall asleep.’

Research by Urs Hunziker and Ronald Barr found that babies who were carried during the daytime for one hour more than those in the control group cried 43 per cent less. Between the hours of 4pm to midnight the babies who were carried more cried 51 per cent less, compared to a control group.6 From a baby’s point of view, being carried makes them feel safe and secure; being close to the wearer’s heart provides a reassuring noise, similar to that heard in utero; the scent is familiar and reassuring and they are kept warm. Add to this the constant, subtle movements caused by the wearer’s breathing and the large, rocking and bouncing-type movements when the wearer is walking and it’s no wonder that they are significantly calmer. For all of these reasons, using a good baby sling or carrier, with the baby facing inwards only, to reduce stimulation and hold the back and hips in a physiologically correct and comfortable position, can provide much needed nap-time relief for both baby and parent.

Another added benefit of carrying your baby during naps is that you can still play with their older brother or sister, if they have one, and you can get on with things if you want to. Carrying during daytime naps isn’t just for small babies: if you buy a good, supportive carrier (from a specialist retailer) you can carry your child right into the toddler years and beyond; older children usually prefer being carried on the wearer’s back, like the African babies mentioned at the start of this section. The benefits don’t end there though. Scientists from the Baby Sleep Information Source (BASIS, see Bibliography) suggest that taking naps in slings can help to keep babies safe and at less risk of SIDS: ‘The advice for new parents is that your baby should sleep in the same room as you, day and night, until they are at least six months old. Studies have shown this to reduce the risk of SIDS. An English study, comparing 325 SIDS babies with 1300 control babies, found that 75 per cent of the day-time SIDS deaths occurred while babies were alone in a room. Using a sling or baby carrier may make it easier for you to keep your baby close during the day.’

If you share the common concern of many parents, that this may create bad habits that will be difficult to break at a later stage, one conclusion of the team at BASIS may offer some reassurance: ‘Studies show that babies need to have positive sleep associations and that babies whose sleep environment is calm, and for whom going to sleep is pleasant, will develop better long-term sleeping habits. For some babies a calm and pleasant sleep environment involves being in contact with their mother or other caregiver – a typical practice in many countries. Some babies therefore prefer to settle by being soothed by their parents, and not by being left alone, so these babies fall asleep happily in a sling.’ So if your child is small enough for you to carry them easily in a sling for their naps, they sleep well and you are happy with the arrangement, then keep doing it. We waste so much time worrying about the future that we cause ourselves all sorts of heartache in the present. The irony is that half the things we worry about that ‘might happen’ never do and, while hindsight is wonderful, it would be much better to use a tool to help you with your child’s sleep now, than reminisce a few months or years down the line that it would have worked quite well.

Bedsharing and co-sleeping

‘The more touch a child gets in childhood, the calmer he is likely to be as an adult.’ These wise words are from Professor Margot Sunderland, director of the Centre for Child Mental Health in the UK. Like many psychologists, Professor Sunderland supports both bedsharing and co-sleeping (the former being sharing a bed with your child and the latter being sharing a room with your child, although confusingly bedsharing is also commonly referred to as co-sleeping by many). In her book What Every Parent Needs to Know, she says, ‘Extensive scientific research shows that safe co-sleeping can be a real investment for your child’s future physical and emotional health.’ Commenting on the safety of sharing a bed with your child, she says: ‘In China, where co-sleeping is taken for granted, SIDS is so rare it doesn’t even have a name . . . SIDS is also uncommon among the populations of South East Asia, such as those of Vietnam, Cambodia and Thailand, where nearly all babies sleep with their parents. In Hong Kong, where high-density living makes co-sleeping the norm, rates of SIDS are among the lowest in the world.’ The science and practicalities of co-sleeping and bedsharing are examined in Chapter 6, but for now I would like to concentrate on the cultural aspects of sharing a bed or a room with your child.

In 1992, researchers studied the different sleeping patterns of middle-class Caucasian, American mothers and Guatemalan, Mayan mothers.7 Their findings revealed that all of the Mayan mothers in their research shared a bed with their babies, while the Mayan fathers shared a bed with their toddlers. The American sample was unsurprisingly very different, with none of the sample sleeping with their children; however most were sharing a bedroom with their baby in its own crib, until the age of six months, in order to ‘make sure that they were still breathing’. After six months, however, the American mothers felt that the babies needed to learn to be independent and moved them to their own bedrooms. The Mayan mothers, on the other hand, felt that sleeping in close proximity to their children was the ‘reasonable way’ for the family to sleep. Researchers found that Mayan babies may breastfeed during the night until they are two to three years old.

Dr T. Berry Brazelton found similar results in 1990. Commenting on Japanese culture and the frequency of bedsharing in Japan he said, ‘the Japanese think the US culture rather merciless in pushing small children toward such independence at night’.8 These culturally based trends have continued to echo through scientific and anthropological research for the last twenty years. Another study of Japanese culture in 2005, noted the tendency to both bedshare and co-sleep: ‘In Japan, family members have traditionally slept in the same room, and many babies sleep in with their parents. The traditional Japanese arrangement of co-sleeping represents an environment in which parents are readily accessible to children during waking episodes.’9

Interestingly, research conducted in 2011, which looked at the sleep of Japanese children from birth to three years of age in comparison with the sleep of children of the same age from other Asian countries, found that ‘Young children in Japan exhibited significantly fewer nocturnal wakings’ and that ‘sleep problems were reported by significantly fewer parents in Japan compared with those in other Asian countries/regions.’10 The research in this case focused only on night wakings and durations of sleep, but I wonder if the cultural trend of bedsharing and co-sleeping was significantly higher among the Japanese children than those from the other countries studied. Similar findings were produced by a 2013 study comparing the sleep of Asian and Caucasian families. The researchers reported that ‘Mothers in predominantly Asian countries/regions had . . . decreased number and duration of night wakings, more night-time sleep, and more total sleep than mothers from predominantly Caucasian countries.’11 Again, I can’t help but speculate about the effects of bedsharing and co-sleeping, knowing how it is considered normal and is widely practised throughout Asia. As research conducted in 2010 found, ‘For predominantly Caucasian, the most common behaviour occurring at bedtime is falling asleep independently in own crib/bed (57%), compared to just 4% of those children living in predominantly Asian regions.’12 Is the practice of bedsharing and co-sleeping the biggest variable in terms of the Asian families sleeping better at night?

In his book Childhood: A Multicultural View, Melvin Konner comments, ‘From Africa to the Arctic to the Americas, modernday hunter-gatherers keep their babies in close, physical contact throughout the day, and mothers typically sleep with them at night. Babies frequently fall asleep while breastfeeding and experiencing skin-to-skin contact.’ In her article ‘Never Leave your Little One Alone: Raising an Ifaluk child’ (from A World of Babies), Professor of Psychology Huynh-Nhu Le looks at the sleeping practices of the inhabitants of the Ifaluk islands in Micronesia. She comments: ‘Among the Ifaluk of the South Pacific, babies sleep alongside their parents each night. This continues until they are about three years old. During the day, babies may be rocked to sleep.’

The practice of sharing a family bed or a room is seen all around the world. Research published in 2013 focused on family sleeping patterns in Egypt, concentrating on children aged three and older. The researchers concluded that ‘co-sleeping was prevalent’ and provided ‘more regular, and less disrupted sleep’.13 These findings echoed earlier research into Egyptian sleeping patterns, which found that ‘Of recorded sleep events, 69% involved co-sleeping, 24% included more than one cosleeper, and only 21% were solitary.’ Once again the researchers found that ‘Co-sleepers had fewer night arousals.’14

Given the prevalence in other countries of sharing a bed or room with children, you have to wonder why it is so frowned upon in many parts of Western society, particularly when it helps everyone to get more sleep. It may be that our preference for sleeping apart from our children when they are still very young is a major cause of many sleep problems.

Supporting young families

Perhaps the most important difference between parenting in our society and in other cultures is our view of young families, mothers in particular, and the lack of support provided for them. Only a century ago it was the norm to be a stay-athome mother; it was rightly seen as an important job. This is no longer the case – a fact that is all too evident in the actions of politicians, who are keen to get as many mothers back into the workforce and children into daycare as quickly as possible, in order to increase domestic productivity and bolster the economy. This is exacerbated by the immense pressure on the modern, nuclear family to ‘have it all’ – a pressure largely contributable to the media, who expect new mothers to lose their baby weight and become a ‘yummy mummy’, with a perfect figure, a perfect house, perfect clothes and a perfect job. It is, however, not possible to live up to this ideal while responding to the normal and natural needs of our infants. Add to this the fact that we now parent miles away from our extended families, with no support network, and it’s clear that something has to give. Sadly, very often, it is the needs of our children, or our own sanity. We sleep-train our children in order that they fit into our modern lives more easily; we fool ourselves into believing that it is our offspring that have ‘sleep problems’, rather than opening our eyes to the real problem – the disharmony between the primal needs of our young and the expectations of the modern world. Who really has the problem?

Sometimes it is the mental and physical health of the parents that suffers when they try to balance the constant needs of their children with the demands of modern life. Many mothers in particular feel guilty for having negative thoughts about their children, especially at times when they are not sleeping. This is summed up so well by this mother in psychotherapist Dana Breen’s book Talking with Mothers: ‘It was a pinnacle of depression that I reached. I have a feeling that was what started it. Leo would just not go to bed at night any more and I’ve been used to having no problems putting him to bed at seven o’clock and then for over a week it was half past ten, eleven o’clock, half past eleven and up at five, and there was no way I could carry on; and I thought “Oh my God”, I thought things got better as they went on – but he went backwards. I’m saying “I don’t even have my evenings now, I’ve got nothing left”.’ Like many mothers today, this mother desperately needed more support, from her family, friends or paid for. For most, this help is either not available (in the case of family and friends) or simply just not affordable (in the case of paid-for help).

Even when help is available, parents often feel either too embarrassed or too guilty to ask for it, feeling that it may demonstrate their inability to be a good mother or father. Remember that your child’s sleep has nothing to do with your parenting abilities and you should never be afraid to ask for help. We are simply not meant to parent in the way we do today – alone, unsupported and juggling different roles and the demands of modern life. I love Professor Margot Sunderland’s take on this, when she says, ‘Babies are awful sleepers. When we accept this, maybe we will stop seeing a wakeful baby as some kind of parental failure.’ I agree wholeheartedly with her sentiment, but I would include young children as well as babies.

Returning to Leo’s mother, she found a way to cope with her child’s wakefulness. As in most cases the answer didn’t lie in changing her child, it lay in changing her lifestyle and support network, by returning to work part-time and hiring a nanny. In short, she was better able to cope with her son’s needs by first taking care of her own. After her return to work and with the nanny firmly settled in, she says: ‘I appreciate him so much more . . . I’m much more relaxed, much happier. Life’s more hectic but I prefer it that way . . . I can’t really lose my temper with him, which I was quite capable of doing before. I find it difficult to get cross with him, I tend to laugh at situations now whereas before it took very little and I’d get it all out of proportion. I’m just not made to stay at home all day, I’ve decided.’ I think in many cases this is true, but with the addition of the word ‘alone’ – ‘I’m just not made to stay at home all day alone’. We are not meant to shoulder all of the responsibility of parenting alone so, when we do, it is almost impossible to cope unless we are blessed with an abnormally ‘good’ sleeper.

In her book Mother and Child, Deborah Jackson comments on the concept of the popular phrase, ‘It takes a village to raise a child’, saying, ‘Throughout history, human beings have been interdependent, forming intimate networks of trust; asking for assistance when they need it and knowing that help, without judgement, is on hand . . . Generations of multi-tasking mothers have managed to combine childcare and other work without gadgets, supermarkets and automobiles. Instead, they rely on each other. Babies are raised not by one mother alone, but by a team of mothers and helpers.’ This lack of a supportive ‘village’ in our society often adds to feelings of helplessness about our situation, with parents wondering what they did wrong to create a child with such poor sleeping habits. In reality, though, it is often shortcomings in our own lives and greater society that are more to blame.

In her book What Mothers Do, fittingly in a chapter entitled ‘So tired I could die’, psychotherapist Naomi Stadlen says, ‘Modern society is not organised to facilitate the transition women have to make when they become mothers. It’s a momentous change. New mothers often cope by telling themselves to expect motherhood to be challenging at first, but then it will get easier. It certainly does get easier. But not automatically. It becomes easier when mothers take leave of their old lives, and adjust to the new.’ Stadlen contrasts the role of motherhood in Western society to that of societies where mothers are more supported and respected, saying, ‘In traditional societies, mothers’ responsibilities are usually shared, and a mother’s female relatives are expected to help her. But in modern societies these relatives are usually not available. They are more likely to be in full-time employment . . . Mothers who still live with traditional families report that the responsibilities are spread among their female relatives. Someone takes the baby while they sleep and they get plenty of practical help.’

Speaking of the support received in other cultures, Deborah Jackson writes in her book Three in a Bed, ‘In her family village, the Pakistani woman can count on the support of her in-laws and cousins when bringing up her children. Following the birth of a baby, she is exempted from all household duties – other than feeding and caring for her child – for forty days . . . In urban society, where many people live alone, drive to work alone and eat alone, people have to fend for themselves.’ Professor Huynh-Nhu Le echoes the same sentiments when discussing the value of children and parenthood among the Ifaluk islanders of the South Pacific, who take a similarly supportive view to family life. ‘Children are precious to the Ifaluk people, and everyone shares the responsibility for their upbringing – socialisation is not the exclusive domain of a child’s parents.’

There is no doubt that we are parenting dramatically differently today than we were just half a century ago, and in a way that is at odds with practices in other cultures. This style of isolated, unsupported parenting is taking its toll on us. Quite simply, we’re not meant to do it this way. We invent all manner of techniques, products and medications to help get our children to sleep, in order that our modern lives are less tiring and less stressful, when in fact the real key lies in challenging the way we live our lives.

The truth is our children probably sleep no differently to those in traditional Asian or African villages, or those who lived in our own country two hundred years ago, but for those parents the vital difference lies in the support network around them. The real problem is the disharmony between the primal needs of our young and the expectations and demands of parenting in the modern world, hand in hand with our relatively recent manipulation of light and dark, heat and cold, and the ever increasing use of technology. Perhaps the real question to ask is not ‘How do we fix our child’s sleep problem?’ but ‘How can we help our children to fit into a modern world which is not in harmony with their biology or psychological needs?’ In Chapter 14 I examine ways that we as parents can ease the burden somewhat and nurture ourselves more so that these new, unrealistic demands are a little easier to cope with.


Chapter 4

[image: Illustration]

The effect of diet on sleep

Have you ever noticed the effect upon your sleep of what you eat and drink, from the drowsy feeling brought about by eating a large Sunday lunch, to the buzz caused by caffeine? Most parents are aware of the stimulating effects of artificial colours and flavourings upon their toddlers, while the ‘milk drunk’ look of a baby full from a feed is one of the most wonderful sights of babyhood. For some reason though, the effects of diet on sleep are rarely discussed in child sleep books or in advice given by experts. The only times food is generally mentioned in relation to sleep is when dream-feeding, weaning onto solids and topping up with formula milk for babies are discussed.

This chapter looks at how our children’s diet can affect their sleep. I start by examining how sleep differs between breastfed and formula-fed babies and consider if dream-feeding and weaning onto solids have a positive impact on sleep. I then examine the foods that may encourage sleep, and those that may hinder it, before ending on the issue of food allergies and vitamin and mineral deficiencies that can negatively impact sleep. If your child is well out of babyhood already, then skip straight to the section on foods that may help and hinder sleep.

Do breastfed and formula-fed babies sleep differently?

I would like to start by saying I am supportive of all parenting choices, including how you choose to feed your baby. When I talk about the differences between the sleep of formula-fed and breastfed infants I am doing so only because how you feed your child undoubtedly affects their sleep and I think it is important to know what is ‘normal’ for the way in which you feed your child.

Breast milk is incredibly easy to digest and babies have small stomachs, meaning that the human infant is meant to feed regularly. Breast milk takes around 1½ hours for a baby to digest. Formula milk takes around 3½ hours for a baby to digest. That’s a pretty big difference! Why is this? Human breast milk provides just the right balance of nutrients for a baby, comprising well over 200 different ingredients, and the composition continually changes, depending upon the baby’s needs. Breast milk is higher in carbohydrate (lactose), but lower in protein than formula milk. The protein in breast milk is also different to that found in formula milk and is more easily digested, as well as providing immune-boosting properties. Breast milk contains approximately 4 per cent fat, 1 per cent protein and 7 per cent carbohydrate (mostly lactose), and contains around 70 calories per 100ml.1 In comparison, formula milk contains around 3.5 per cent fat, 3.5 per cent protein and 5 per cent carbohydrate, and around 80 calories per 100ml. It is this different balance of nutrients that makes it harder for a baby to digest formula milk.

Another important difference between formula milk and breast milk is the composition of the protein found in the milk. The protein in milk is comprised of casein (what some people call ‘curds’, as they form into rubbery curds in the stomach) and whey (which remains in a liquid form in the stomach). Breast milk is comprised of around 30 per cent curds and 70 per cent whey, meaning that the large majority of it passes quickly through the digestive system, as it doesn’t curdle into the component that is harder to digest. Cow’s milk, however, contains around 80 per cent curds and 20 per cent whey. Baby calves have very different needs and are much more independent than baby humans, who are meant to stay close to their mothers and feed regularly, hence the biological difference in the two milks. Most formula manufacturers artificially manipulate the whey and curd ratio to try to mimic that of breast milk and science is finding more sophisticated ways of doing so. It is important to understand, however, that formula manufacturers are trying to create this ratio from a milk intended for a different species, therefore its natural composition is vastly different to that of human breast milk. The effects of an artificially manipulated product will never quite be the same as the natural version and, despite the advances of science, it is reasonable to expect a difference in the way in which breast milk and formula milk are digested. This difference obviously has an impact on the frequency of feeds needed by the baby, and it is reasonable to expect a breastfed baby to need to feed more regularly, both during the daytime and night. This frequent feeding enhances the protective effect of breastfeeding, both on the baby’s developing immune system and in their susceptibility to cot death (SIDS). Formula-fed babies are at an increased risk of SIDS compared to those who are breastfed. Research in 2009 found that, at one month of age, babies who were not exclusively breastfed had double the risk of dying from SIDS, compared to babies who were exclusively breastfed, and this significant protective effect was not seen in babies who were mixed- or combination-fed.2

Will giving a bottle of formula at night help a baby to sleep through the night?

I have heard this advice many times, not just from well-meaning friends and relatives, but also from medical professionals too, including GPs and health visitors, which makes it even more worrying when you find out that it is completely false. When you think about the differences in the make-up of breast milk and formula milk it appears logical that babies who are formulafed will wake less at night, as their tummies stay fuller for longer because of the harder-to-digest milk. However, this is a naïve assumption, as it presumes that babies only wake at night because of hunger, which we know from earlier chapters is not true. It is normal for babies to wake at night for any number of reasons, including their underdeveloped circadian rhythms, shorter sleep cycles, more time spent in REM sleep, their natural segmented sleep pattern, the protective effect of spending more time in lighter sleep states, the need to be in close proximity to their parents, discomfort, being too cold or too hot . . . or almost any other reason. I get so frustrated by the current trend of assuming that babies only wake at night because they are hungry, and that filling them up will ensure they sleep all night: they don’t and they won’t.

Research in 2010 set out to discover whether formula-fed babies and their mothers slept for longer than those who were breastfed. The results may surprise those who believe that formula-feeding is the secret to a good night’s sleep, as the researchers found no such association. Measuring the sleep of three different groups of mothers – those who were exclusively breastfeeding, those who were formula-feeding and those who were combination-feeding – they found absolutely no difference in terms of the amount or quality of sleep experienced. They concluded that ‘women should be told that choosing to formula feed does not equate with improved sleep’.3

Another point to bear in mind is the relatively unknown fact that night-time breastfeeding ‘ingredients’ actually aid sleep. Research in 2012 found that breast milk produced at night contains significant levels of melatonin, the sleep hormone.4 This makes biological sense, as the mother’s melatonin levels will naturally rise in the evenings in harmony with her circadian rhythms, and this melatonin is then passed through her breast milk to her baby; much like her baby sharing her melatonin in utero. If we remember that babies under three months old have no established circadian rhythms we realise how important this clever trick of nature is. As the researchers commented, ‘We speculate that melatonin which is supplied to the infant via breast milk plays a role in improving sleep . . . in breast-fed infants compared to formula-fed ones.’ For babies who are well on their way to establishing their own circadian rhythms, the extra sleep hormones in night-time breast milk are an added benefit.

Melatonin isn’t the only sleep hormone contained in breast milk at night; it also contains more tryptophan, another chemical that aids sleep (see page 73).

Night-time breastfeeding also differs from daytime feeding in the quantity produced. As night falls, a mother will produce more prolactin, the hormone which governs the production of breast milk. This means that she will produce more milk at night, which in turn helps to ensure that babies receive all they need throughout the night. It’s no surprise then that babies may want to feed more frequently at night when their mother is producing more breast milk.

Do dream-feeds encourage better sleep?

This myth also relies on the assumption that babies only wake at night because they are hungry. We know this isn’t true: yes, babies do wake at night because they are hungry, but we mustn’t forget how different their sleep is to that of an adult and how normal it is for them to wake frequently at night for all the reasons mentioned previously. The downside of dream-feeding is the risk of unintentionally waking a baby fully while they are mid-way through a sleep cycle, which may create an unhappy, overtired baby who finds it hard to begin a new sleep cycle. What worries me more about dream-feeding, however, is that it may negatively impact on a baby’s developing circadian rhythm, causing artificial waking patterns; the chance of overfeeding an otherwise demand-fed baby; and, lastly, creating a reliance on a late-night feed. If your baby naturally stirs at 10 or 11pm for a feed you can pre-empt their crying and catch them as they begin to rouse, which may make it easier to help them settle into another sleep cycle, but if they don’t naturally wake at this time I feel that dream-feeds should be avoided, as the potential risks outweigh any potential benefits.

Does weaning a baby onto solids help their sleep?

What is this obsession with feeding babies to make them sleep? No sooner have we grown out of the dream-feeding and givinga-night-time-bottle-of-formula-milk recommendations than we are hit with another – that of weaning a baby onto solids to make them sleep through the night. Again, this is a myth that ignores the norms of infant sleep and the reasons behind frequent night wakings. In many cases a baby’s sleep regresses after they are weaned onto solids, particularly if this is done too early. This can cause digestive reactions to the new solid food, the most common of these being constipation. Another thing to bear in mind about the introduction of solids is that sometimes a baby’s daytime milk intake tails off dramatically due to eating solids during the daytime and they may want to catch up on milk feeds during the night.

Scientific research doesn’t support the idea that weaning a baby onto solid foods will help them sleep through the night. Research has consistently found no difference in the sleeping habits of babies who had been weaned onto solids or were given baby rice prior to bedtime.5 Weaning before six months of age carries several risks for babies, including an increased risk of asthma, eczema, allergies and digestive problems.6 Bear these risks in mind and don’t be tempted to try to wean your baby early in an attempt to get more sleep, particularly given the evidence showing it makes no difference.

Does night weaning improve sleep?

This is a tricky question to answer, as the answer is really ‘it depends’. Trying to cease night feeds prematurely for a baby who still really needs them almost never ends well, especially if there are reasons for the night waking that have not been addressed. Sometimes it makes night waking worse and causes much more sleep deprivation for the whole family. Lots of people try to stop breastfeeding at night too early, under the mistaken assumption that others (aside from mum) will be able to get the baby back to sleep in the night. This rarely happens. Instead, what usually happens is that it becomes incredibly difficult for mum to get the baby back to sleep as well as being just as impossible for everybody else. The same is true of trying to remove the bedtime breastfeed too soon. Similarly, too many parents presume prematurely that removing bottles at night will make the baby eat more in the day, and thus sleep better at night. However, this makes the incorrect assumption that all waking is due to hunger – it isn’t.

Night weaning if the child is over twelve months old and you have first addressed any potential causes of persistent night waking is usually much more successful, as well as much easier for both child and parent. We will cover night weaning, and how to do it, in detail in Chapter 10.

Does eating a banana before bedtime help a child to sleep through the night?

Have you heard this one? It seems to have become popular in the last few years, but, like most other sleep advice, there is no evidence that it works. There are, however, certain foods that can encourage a better night’s sleep, particularly those foods that are high in a chemical known as tryptophan. Tryptophan is an amino acid and an essential part of the human diet because our bodies are unable to make it, and the only way we can get enough is through our diet – although, as I mentioned earlier, it is a constituent of breast milk. Tryptophan is an important component in the manufacture of serotonin and melatonin, the hormone of sleep, and for this reason many suggest that foods containing high levels of tryptophan may help us to sleep. Research, however, has found that although increased tryptophan intake augmented feelings of sleepiness it doesn’t decrease the number of night wakings.7 Tryptophan is a component of most protein-based foods such as meat, cheese, eggs, fish and poultry. Of commonly eaten food items, the highest levels of tryptophan can be found in Parmesan and Cheddar cheese, chicken and turkey, sunflower and sesame seeds, lamb, beef and salmon, all of which contain over 0.2 grams of tryptophan per 100 grams of food. Bananas, on the other hand, contain only 0.01 grams of tryptophan per 100 grams, so are a relatively poor source in comparison to most other commonly eaten food items. If bananas do anything to help sleep, it is probably due to nothing more than the child being hungry or a simple placebo effect.

Are there any foods that can cause sleep problems?

There are a few substances that are consistently linked to sleep problems in children, namely artificial colourings, artificial flavourings and caffeine.

Artificial additives and sleep

Removing artificial colourings, especially tartrazine, from a child’s diet has repeatedly been shown to reduce sleep disturbances. Tartrazine, also known as E102, is a very common food colouring, used mainly to colour foods yellow. It can often be found in ice cream, ice lollies, jelly, crisps, breakfast cereals, biscuits, fruit cordials and many different sweets; alarmingly, it is also commonly found in children’s medications. Research conducted in 1994 at a children’s hospital in Australia found that ‘restlessness, and sleep disturbance are associated with the ingestion of tartrazine in some children’.8 This echoed findings of earlier research, which found an increase in time taken to go to sleep at night, as well as night awakenings.9

Caffeine and sleep

While it is unlikely that your baby or toddler is drinking coffee, they may well ingest caffeine from chocolate. Caffeine is a stimulant that can negatively impact sleep, therefore if you do give your child chocolate, consider giving it well before bedtime – perhaps in the mornings or early afternoons only. If you do give your child weak or milky tea, apply the same rules. The good news, however, is that you can still consume caffeine if you’re breastfeeding: drinking it in moderation doesn’t seem to have a negative impact on a baby’s sleep.

Does sugar cause hyperactivity and sleep problems?

Many parents report that too much sugar makes their children hyperactive and has a negative impact on their sleep. This belief, however, is largely a self-fulfilling prophecy. Research has repeatedly shown that sugar intake does not negatively impact sleep and also does not make children hyperactive.10 One study looked at the impact of telling parents that their children had consumed lots of sugar, finding that parents who thought their children had eaten lots of sugar (when they actually hadn’t) consistently described their children’s behaviour as hyperactive. If anything is making children hyperactive after eating sugar, it is most probably the expectation of tricky behaviour, or – potentially – the artificial additives that commonly accompany sugary foods. If you think about the effect of eating lots of sugary food has upon yourself, it’s likely you’ll recognise a bit of a sugar crash or slump. If anything, it can make you feel more tired. I’m not, however, suggesting that giving lots of sugar to make children sleepy is a good idea. It isn’t!

Cow’s milk protein allergy and sleep problems

Cow’s milk protein allergy (CMPA for short) is an allergic response to the protein contained within cow’s milk. It affects between 2 and 6 per cent of babies and can have a very negative impact on sleep. It predominantly affects babies in their first year of life, with around a 50 per cent reduction in symptoms by the second year, and 80–90 per cent of cases resolving themselves by the time the child is five years old. Babies with CMPA will react to formula milk made from cow’s milk, but CMPA can also affect breastfed babies, too, because of a reaction to any dairy proteins consumed by the mother.

Symptoms of CMPA include:


• Diarrhoea or constipation

• Vomiting

• Reflux and colic

• Eczema and rashes

• Wheezing, chronic coughs, runny nose and sneezing

• Failure to thrive (not gaining weight well)

• Refusing to feed

• Inconsolable crying

• Very disturbed sleep



If you suspect that your child may be affected by CMPA, then your first step should be to speak with your family GP. Research looking at babies aged between two and ten months found that after diagnosis of CMPA and subsequent removal of milk protein from their diets, sleep normalised in the participants, with all babies sleeping for longer at night.11 After reintroducing milk protein into their diets for a week, sleep deteriorated again in all cases. Further research studied the effects of switching the milk intake of infants diagnosed with cow’s milk intolerance. For those babies that were breastfed, the mothers adopted a dairy-free diet and for those that were bottle-fed, formula milk was changed to a special hydrolysed prescription. After four weeks, three-quarters of the babies ‘achieved a stable sleep pattern within the study period’, indicating a correlation between milk intolerance and sleep patterns.12

Dietary deficiencies that can negatively impact sleep

In their first six months of life, babies get everything they need from milk – whether that is breastmilk or formula milk. Beyond this age, milk is still the main element in a baby’s diet, with the majority of their nutrients coming from it. As they get older and their intake of milk decreases, they will need to consume more and more nutrients from solid foods. In older babyhood, toddlerhood and the pre-school years, there is a chance that children may be deficient in certain nutrients, and some of these deficiencies can and do have a negative impact on their sleep. Let’s look at the main ones.

Omega-3 fatty acids

Omega-3 fatty acids are an important type of fat that our body needs to function well. The two most important are the long-chain fatty acids EPA and DHA, which are found in oily fish (such as mackerel, herring, tuna, salmon and sardines). A deficiency of omega-3 has been linked to poorer sleep. Recent research has suggested that supplementing a child’s diet with omega-3 DHA can improve their sleep. In 2014, a team of researchers from the University of Oxford studied the effects of giving a group of children 600mg per day of omega-3 oil over a period of four months. The researchers also measured the levels of omega-3 fatty acids in the children’s blood.

The results indicated that those children with low blood levels of omega-3 experienced significantly more sleep problems than children with normal levels. In addition, they discovered that taking the daily supplement of 600mg over a period of four months led to the children having almost an hour’s more sleep per night than the children in the control group (those not taking omega-3). The children who received the omega-3 supplement also demonstrated less bedtime resistance and fewer parasomnias (such as night terrors) and night wakings than those in the control group.13

There are many omega-3 supplements aimed at babies and children, including liquid-based ones rather than capsules. When selecting a supplement be mindful of the additives included, as many contain artificial colourants and flavourings which could negate the positive effects.

Iron

Iron deficiency is well known for causing anaemia, where the blood is lacking in healthy red blood cells, affecting the body’s ability to transport oxygen. It is less known for causing sleep problems. However, iron deficiency is strongly implicated in something known as periodic limb movement symptom (PLMS), or what you and I may refer to as ‘restless legs’ or a lot of fidgeting in sleep.14 Iron levels also have a long-lasting impact on the development of neurological sleep processes in babies, such as sleep cycle patterns.15 Research has found that iron supplementation successfully treats these neurological issues, with particular success in PLMS.16

What does this mean for parents? Babies are born with iron stores to last them for at least their first six months of life. Breastmilk is relatively low in iron, although what is in it is incredibly well absorbed, whereas formula milk has iron added to it (although this is not as well absorbed as the iron in breastmilk). However a baby is fed, as they reach the end of their first year they require other sources of iron in their diet, as well as that contained in milk, due to the depletion of their body’s iron stores. Parents should be mindful of the amount of iron their children require each day; as a quick guide, the British Dietetic Association recommends:17


• 7–12-month-olds require 7.8mg of iron each day

• 1–3-year-olds require 6.9mg of iron each day

• 4–6-year-olds require 6.1mg of iron each day



Good sources of dietary iron include:


• Sesame seeds (10.4mg per 100g)

• Dried apricots (3.4mg per 100g)

• Beef mince (2.7mg per 100g)

• Fried eggs (2.2mg per 100g)

• Peanut butter (2.1mg per 100g)

• Spinach (1.6mg per 100g)

• Baked beans (1.4mg per 100g)

• Tofu (1.2mg per 100g)

• Sausages (1.1mg per 100g)

• Broccoli (1mg per 100g)

• Roast chicken (0.7mg per 100g)



If you struggle to encourage your child to eat enough iron in their diet and you suspect that this may be affecting their sleep, or their health in general, then you should speak with your family doctor about the possibility of testing their iron levels and potentially prescribing them an iron supplement.

Magnesium

Magnesium is an important mineral, particularly when it comes to regulating nerve and muscle function. Some research has found that magnesium levels can have an impact on sleep in adults;18 however, this effect has not yet been studied in children. I don’t think it is too far a leap, however, to wonder if magnesium deficiency may affect sleep in childhood, and I would always aim to include some magnesium-rich sources of food in a child’s diet.

Good foods for magnesium include:


• Nuts (particularly almonds, cashews and peanuts)

• Brown rice

• Brown fortified bread

• Seeds (particularly pumpkin, sunflower and flax)

• Porridge oats

• Avocados



Many people choose to supplement magnesium using an oil spray (on the skin). Although it is considered safe to use on children, the efficacy of this method is widely disputed. Ensuring children consume enough magnesium in their diet is really the best way forwards.

Zinc

Zinc is another important mineral involved in many of our bodily processes. After iron, it is the second most common trace mineral used by our bodies and has an important role in our immune systems, as well as our nervous systems. Research has shown the importance of zinc when it comes to restful sleep,19 and that correcting a zinc deficiency, alongside an iron deficiency, improves sleep in infants.20

Good sources of dietary zinc are very similar to those of iron, and include:


• Red meat

• Shellfish

• Legumes (e.g. lentils, beans and chickpeas)

• Nuts

• Seeds

• Eggs



Once again, it is much better to increase the zinc in your child’s diet, rather than trying to supplement it.

Sleep and the microbiome

Our guts are alive with numerous different bacteria that are beneficial to our health. This collection of organisms is known as our gut microbiome. The way we are born and our experiences in the first few years of life can impact on the health of our microbiome; for instance, babies born by Caesarean section have a different microbiome to babies born vaginally. This is largely because a baby born vaginally is colonised by bacteria from the mother’s vagina, whereas a C-section is a comparatively sterile mode of birth. Similarly, babies who are formula-fed show a different microbiome to those who are breastfed, due to the vast array of different (beneficial) bacteria contained in breastmilk. Finally, the use of antibiotics is often lifesaving, as they destroy harmful bacteria; however, antibiotics can also negatively impact on the levels of beneficial bacteria when they are given directly to babies and children, for example, received via the placenta during pregnancy, or via breastmilk after the birth.

Research is increasingly linking the health of our gut microbiome to the quality of our sleep, due to the role the microbiome plays in regulating melatonin production and release. In my work with thousands of parents who are seeking to get a little more sleep for their family, I have noticed a much higher incidence of parents seeking help for babies born via C-section than those born vaginally. Similarly, I’ve noticed a very high percentage of the children have received antibiotics at some point in their lives. Anecdotally I do strongly feel that there is a link between the microbiome of babies and children and their sleep. On a more scientific note, one study has shown that adding probiotics (a supplement of so-called ‘good bacteria’) to the diet aided sleep quality in adults,21 while another has shown that probiotics can significantly improve the symptoms of colic in babies.22 If your child was born via C-section, has been predominantly formula-fed, or has received antibiotics at any point (including via the placenta in pregnancy, or via breastmilk), then you may want to consider giving them a baby or child probiotic supplement. These are available in most pharmacies and can be administered either in powder form (often mixed into yoghurt or similar) or via drops that can be dropped directly into the mouth, or placed on the nipple if you are breastfeeding.

Introducing a bedtime snack

For older babies who are well established on solids (eating three meals per day), and for toddlers and older children, I always recommend introducing a snack into the bedtime routine. This snack offers the opportunity to mop up any residual hunger before bedtime, helps to keep blood-sugar levels stable overnight and also offers the chance to catch up on what I call ‘sleep friendly’ foods (ones containing good levels of magnesium, zinc, omega-3 and iron) at the end of the day. I recommend giving this snack right at the very start of the bedtime routine, just before bath or wash time, in your main living area or kitchen. I usually allow 15 minutes or so for snack time; if it lasts longer then I think it’s safe to presume that your child isn’t really hungry. This snack is not intended to replace any bedtime milk feeds, especially for babies, but rather to complement them.

My top tips for sleep-friendly bedtime snacks include:


• Wholemeal/brown toast fingers, topped with smooth almond or peanut butter (note: go for a good quality nut butter, the type you would find in a health-food store)

• Oatcakes topped with mashed avocado

• Porridge, made with whole oats, sprinkled with flax seeds and diced dried apricots

• Almond butter and banana slices (banana sliced and topped with a spoonful of nut butter)



If your child isn’t used to having a bedtime snack it’s likely they will refuse it initially. It’s quite common for the snack to be refused for a week or two until it begins to be accepted, so don’t be disheartened and give up too quickly if your child isn’t interested at first!

While I believe that diet can and does play a big role in the sleep of children under five, I think it is also important to remember that babies and young children naturally sleep ‘badly’ and we shouldn’t rush to pathologise it. Similarly, it is common for toddlers and pre-schoolers to be fussy eaters, so while it is good to be mindful of dietary deficiencies and to aim to ensure that your child is eating a broad and healthy diet, please don’t get too worried about every little mouthful that they do, or don’t, eat. If you have any serious concerns then do always speak to your family doctor.


Chapter 5

[image: Illustration]

The problems with modern sleep-training techniques


You just need to leave him to cry a bit; if you keep going to him he’ll never learn to self-settle.

Make her a sticker chart and, each morning, if she’s been good and slept well, give her a sticker. When the chart is full up she can have a special reward for being such a good girl.

Don’t make eye contact, don’t have a conversation, just take him straight back to his room and firmly say ‘It’s bedtime now’, he’ll soon learn.

Make sure you give her lots of praise for staying in her own bed all night, tell her what a ‘good girl she is’ and make a big fuss of ‘how grown up she is now’.

Never let a baby fall asleep on the breast or in your arms, they must always be put down awake. They might protest a bit, but it’s for the best. You don’t want to make a rod for your own back.

Pick up your baby if they cry, the minute they calm down put them back down again, if they cry pick them up again, but put them straight back down again when they stop. They need to learn to fall asleep alone.

Put your child in bed, then leave the room and close the door; if they cry go back in and tell them ‘it’s bedtime’ and leave again, do this as often as you need, but don’t cuddle them or say anything else.

Put him in his cot and walk out, if he cries in distress or pain go to him; if he’s just protesting then leave him, even if he vomits – actually especially if he vomits as he’ll only be doing that for attention. He can’t learn that if he vomits you’ll pick him up!

Sit at the side of your baby’s cot and hold their hand, but don’t pick them up. Try to move further away from them each night until there is some distance between you and the cot until finally you’re outside the room.

Put her to bed and sit next to her but completely ignore her. This is gentle because you’re not leaving her alone. Eventually she will fall asleep.

Buy a special sleep trainer clock that provides a visual clue for your child to know what is an acceptable time to get up. That way he’ll know whether he’s allowed to get up or not just by looking at the clock. If the clock says no he knows he has to stay in bed for longer.



I could go on almost indefinitely. How many of these gems have you heard? Quite a few I would imagine. As far as I’m concerned, not one of these tips is gentle. I believe that every single one of these sleep-training methods is disrespectful to the child and, in most cases, even if it gets the desired result initially, the effect is often short-lived.

As a parent, what are your long-term goals for your relationship with your child? What sort of person would you like them to become? What sort of qualities would you like them to have? The following are really important to me; perhaps they are to you, too?


• I want to have a close relationship with my child, not just now, but in the future, when they’re adults.

• I want my child to trust me, to know that they can tell me anything and come to me with any problem and know that I’ll always be there for them.

• I want my child to know that I love them unconditionally – and always will.

• I want my child to know that I respect them, that their needs – both physical and emotional – matter to me.

• I want my child to know that their well-being is paramount to me. I will do everything I can to help them to grow up healthy and happy.

• I want my child to be confident and independent.

• I want my child to grow to have empathy; to value others’ feelings as much as their own.

• I want my child to be kind to themself and to others. I want them to be thoughtful.

• I want my child to be trusting of others, and to be trustworthy.

• I want my child to be secure and happy and be able to form a good relationship with their future partner.



Now I want to look at some of those sleep-training suggestions I listed at the beginning of the chapter and how they fit with your parenting goals, and I don’t just mean the short-term goal of ‘getting a good night’s sleep for the first time in ages’.

The downsides of typical sleep-training techniques

Controlled crying

Let’s start with controlled crying and ‘cry it out’. Does this teach our child that we will always be there for them? Does it teach them that they can rely on us to meet their emotional, as well as physical, needs? Does it teach them that we respect them and their feelings? Does it teach them empathy? Are we being empathic? Does it teach them to be happy and secure and independent by leaving them alone? I don’t think so.

I think all we are teaching them is that ‘Mummy and Daddy care about your needs between 7am and 7pm, but not between 7pm and 7am’. I know that’s simplistic and that wouldn’t be your intention, but think of it from your child’s point of view: how will they perceive your actions and the intention behind them, especially given their immature brain and inability to think rationally, like an adult? Imagine how confusing it would be for your child. As an analogy, imagine if your partner was only kind, empathic and respectful towards you for 50 per cent of your time together. Would you feel that you could really trust them and rely on them? Of course not. Is this really the message you want to give to your child?

Pick up/put down, rapid return, the disappearing chair, ssh-pat and gradual withdrawal

How about picking them up and putting them down, returning to their room rapidly when they cry but not giving them what they really want (your full presence – physically and emotionally), or moving a chair further away from their cot or bed each night. These are all methods commonly touted as ‘gentle alternatives to controlled crying and cry it out’ – supposedly gentle because they don’t involve leaving the child alone in the bedroom for very long, or at all in the case of the ‘disappearing chair’ (or ssh-pat). They aren’t really gentle though, because they don’t fully consider the child’s needs or seek to help them resolve any problems prohibiting sleep. Do these methods meet your long-term parenting goals? If you use these methods are you respecting your child’s needs? Are you giving them the message that you will always be there for them? Are you forging a strong, trustworthy relationship with them? Are you helping them to understand that the feelings of others are important? Again, I don’t think so. This behaviour is that of an unwitting Jekyll and Hyde parent – loving, empathic and responsive in the daytime but distant and non-responsive at night. How must that make a child feel? How confusing and distressing.

Sleep trainer clocks

With cute animal faces that open their eyes in the morning, glowing clocks that light up and change colour to signify morning and night, and sweet cartoons showing animals sleeping or playing, these might seem like a gentle solution. But what messages are we subconsciously giving to our children when we use them? ‘I will only be there for you at a time that I choose is right’; ‘If the clock is asleep it doesn’t matter what your needs are, they will have to wait’; or perhaps ‘I will decide how much sleep you need, regardless of what your body instinctively knows, I know better about your body than you do’. Again, I’m sure most parents don’t intend to give these messages to their child and buy one of these clocks with incredibly good intentions. Think like a child though: as excited as they are to have their own clock, the excitement will soon wear off when they realise that it dictates when they can and cannot have contact with their parents. It doesn’t seem so cute when you think of it like that. There is another problem with these clocks, though. Many of them utilise blue light to signal it is night-time (and thus not time to get up): the very same blue light that we know causes huge sleep issues because it makes the child’s brain think it is daytime and thus inhibits melatonin, the hormone of sleep.

Self-soothing – chasing the myth

The biggest problem with these common sleep-training techniques is that they all work on the mistaken assumption that you can teach babies and young children to self-soothe. That leaving a child to cry, or not picking them up and cuddling them to sleep will somehow teach them all of the physical and psychological skills that they need to be able to calm themselves and peacefully drift off to sleep independently. Sadly, this assumption couldn’t be more naïve.

Let’s pick up on the idea of the ‘danger zone’ again, that time in between sleep cycles when one of three things can happen:


1. A new sleep cycle starts immediately after the end of the previous one.

2. Waking at the end of a sleep cycle, but nothing is wrong, so a new sleep cycle can begin quite easily.

3. Waking at the end of a sleep cycle to a problem that requires resolving before a new cycle begins.



The idea of teaching a baby or child to ‘self-soothe’ presumes that they can resolve any problems that may exist in example 3 so that they are calm enough in body and in mind for a new sleep cycle to begin. The table below lists a few examples of problems that may occur, and how adults ‘self-soothe’, or resolve, these problems:




	Problem

	How adults ‘self-soothe’




	Too cold

	Pull up the duvet, close the window, turn up the heating, put on warmer pyjamas




	Too hot

	Take off bed covers, open the window, turn on a fan




	Too bright

	Turn off lights, use an eye mask




	Pain or illness

	Take pain relief medication




	Discomfort

	Adjust pillows/position, apply cream to itching skin, change to more comfortable sleepwear, go to the toilet




	Thirst or dry mouth

	Go to the kitchen and get a drink




	Anxiety

	Meditation, mindfulness, counting down from 100, deep breathing, rationalising problems




	Fear

	Turn on light, get reassurance from partner, remind self that monsters aren’t real, take your mind off things with a distraction




	Excitement or not feeling tired

	Distraction, relaxation techniques







Now if we look at this list it becomes clear that those skills in the ‘self-soothing’ section require a degree of manual dexterity and cognitive ability that young children don’t possess. The one (and only) way that they self-soothe is to call for help, i.e. cry for their parents. There is little to nothing that they can do independently. What happens if we teach them we don’t respond to their tears? They don’t magically learn to self-soothe, but they do learn that it is pointless communicating these problems to us at night. I genuinely don’t believe any parent wants this for their child if they really think about it; however, so many are duped into believing that ‘teaching self-soothing’ is a vital life skill and that somehow they are letting their child down if they don’t participate in some form of sleep training. In fact, this could not be further from the truth.

When should you expect your child to be able to self-soothe at night? I am asked this question by parents so often. My stock reply is ‘usually somewhere around four or five years of age’. This doesn’t mean their skills will be as mature and well developed as an adult’s, but it does usually mean that they can resolve a few problems by themselves at night. Can you speed this process up? Sadly, not really. However, you can increase the likelihood that your child will develop good self-soothing skills in the future. The very best way to ensure your child grows up with the ability to self-soothe is to respond to their needs early in life – quite the opposite to almost all sleep-training advice. Responding to their needs allows the brain growth necessary to develop the areas responsible for emotional self-regulation. Ironically, leaving a baby or child to ‘self-soothe’ can reduce the likelihood that they will be able to do this when their brain is mature enough. If you want to help your child to have good ‘self-soothing’ skills when they are older, the very best way is to respond to their needs now. It really is as simple as that.

What about the babies who do self-soothe?

Whenever I talk about self-soothing, and how young children are unable to do it, I always come across somebody who says, ‘but my baby can self-soothe’, or ‘my friend taught her baby to self-soothe and now he sleeps through the night’. I think it’s important here to understand that these babies are not selfsoothing. One of two things is happening. The first possibility is that the baby is already calm, the environment is perfect and they have no physical or emotional needs that need soothing. Therefore, they just drift off to sleep peacefully independently. They haven’t soothed anything though, especially not on their own. These babies are rare but do exist. Usually it’s just sheer luck when parents have one! The second possibility is that the parents have done some form of sleep training with their baby, either consciously or subconsciously (i.e. by not immediately soothing the baby when they cry). Their baby has therefore learnt not to signal their needs to their parents or carers. This does not mean that they are ‘soothed’ though. Similarly, it certainly doesn’t indicate that they have miraculously got themselves into a calm state.

The battle of bedtime – winners versus losers

Imagine there are winners and losers in the ‘bedtime battle’. Go through the sleep-training scenarios listed previously and imagine that they have all worked. They have all resulted in the desired outcome of the child giving up and going to sleep. Who won? The parent(s)? Hurrah, what a victory; finally a sleeping child, a full night’s sleep, an end in sight to this terrible exhaustion, a semblance of normality returning to life. Who lost though? If the parent won, then that surely must mean that the child lost? The child needed something from their parents that wasn’t given in every single scenario. They lost. When we win the bedtime battles we always relegate our child into the position of loser. Is that really what you want for your child? Is victory really so sweet when we think of it from our child’s perspective? Of course some experts would have you believe this is all for the child’s own good; that sleep is the most vital thing and if they don’t have enough they will be ill; that you are giving them a gift by helping them to sleep independently.

The trouble is, as a sleep-deprived parent, you are vulnerable and, in this vulnerable and exhausted state, you start to second-guess yourself and wonder if you are somehow letting your child down by not sleep training. Know this – responding to your child’s needs at night is never wrong! You need to be your child’s advocate and protector; to protect them at night – indeed, you are all that they have in the dark, scary nights. The key is finding a solution that meets your needs, emotional and physical, and the needs of your child. It shouldn’t be an ‘either/or’ solution, as offered by the sleep-training methods with which I began this chapter. You have needs, your child has needs, and there are no miracle solutions that meet the needs of both, but there are gentler ways that are considerate to everybody. This is what the remaining chapters of this book are about.

The downsides of using rewards and praise to encourage better sleep

What about praising and rewarding your child for sleeping all night, going to bed nicely or staying in their room? They get stickers, lots of praise and perhaps even a present if they’ve done it enough, surely they’re a winner then, right? Surely that doesn’t dent their developing personality? Surely that doesn’t go against your long-term parenting goals? Think again.

What are you really doing when you reward or praise your child for sleeping as you would like them to? Sure, they get a pretty sticker, or a new teddy bear, but is that what they really need? Are you being responsive to their night-time needs? Are you being respectful of their fear, need to feed or need to be closer to you for reassurance? Are you being empathic and trying to understand how they feel, validating their very real worries? Or are they being trained to suppress their needs, to hide their real feelings from you? How might this affect their relationship with you in the future?

When stickers don’t work any more will you have to resort to having to bribe them with endless toys or even cash? Is this really the way to foster an authentic relationship of trust and respect? I don’t think it is.

How about the idea of loving your child unconditionally – how does praising and rewarding sleep fit in there? What are you really saying? ‘I only really love you when you stay quietly in your room all night and leave me alone’ perhaps, or ‘I do love you, but I love getting a full night’s sleep and not seeing you until morning more’? Conditional love, or at least the perception of it, because I’m sure you don’t really love your child conditionally, is the start of a slippery slope of teaching your child that the affections of others can be bargained with and manipulated. It won’t be long until they start saying, ‘If I do this, then what will you do?’ or ‘What will you give me if I do it?’ What about their future; what are you teaching them about close relationships? To love and accept their future partner for all that they are, or that love comes with demands and certain provisos? What are you teaching them about themselves? This is the most important point to me. Despite their initial appeal, with rewards and praise masquerading as ‘gentle’, ‘fun’ and ‘effective’ methods, think about their long-term message.

The risks of sleep training

Are there any other risks with the common sleep-training methods I have mentioned? The simple answer is ‘We don’t know’. The long answer is more along the lines of: ‘Maybe, however, the existing evidence base is not large or conclusive enough to either support the long-term safety of sleep training or refute it.’ The studies we do have (including those often quoted by medical professionals and infant sleep trainers) all contain large flaws, and in order to find the evidence we need, we need a huge, costly study that lasts many years and probably wouldn’t receive approval from an ethics committee, which is deeply frustrating. Obviously if someone is leaving a child to vomit, we don’t need scientific research to prove the dangers. The psychological effects are harder to prove and there is a growing sense of unease among many professionals, as well as parents, about the way babies and young children are treated at nighttime. Currently, all we do know is that there is no conclusive evidence proving that sleep training is safe in the long term, and anything that professes otherwise should be treated with extreme caution; ‘no evidence of harm’ is categorically not the same as saying ‘we have evidence of no harm’.

The Australian Association of Infant Mental Health (AAIMH) has famously issued a ‘position’ paper on controlled crying, in which it states: ‘AAIMH is concerned that the widely practiced technique of controlled crying is not consistent with what infants need for their optimal emotional and psychological health, and may have unintended negative consequences . . . Crying is a signal of distress or discomfort from an infant or young child. Although controlled crying can stop children from crying, it may teach children not to seek or expect support when distressed.’ They follow this up with, ‘The demands of Western lifestyles and some “expert” advice has led to an expectation that all infants and young children should sleep through the night from the early months or even weeks . . . Many parents become distressed and exhausted when their infants and young children cry at night, in part because of the physical strain of getting up and going to their babies to re-settle them, and sometimes in part because of the unrealistic expectation that babies “should” sleep through the night.’

Here, I would also add that there is a moral argument surrounding the use of infant sleep training that isn’t given enough attention. I believe we should be asking, ‘Why do we feel the need to sleep-train?’ and ‘What can we do to make things a little easier for ourselves, while being respectful of our children?’. We must ask the question: if babies and young children are sleeping ‘normally’ (by that I mean waking often and seeking adult help to connect sleep cycles), is it really morally right to try to encourage them to do something they are neither biologically nor psychologically equipped for?

Is sleep training effective in the long term?

Considering how many people recommend sleep training, particularly those who are medically qualified (such as GPs, health visitors and paediatricians), you’d expect there to be a pile of scientific evidence attesting to its long-term effectiveness. Not so. Alarmingly, although there is a convincing amount of evidence showing that sleep training is effective in the short term, that is a few weeks or a handful of months, this isn’t the case in the long term. In fact, most of the research undertaken to prove the efficacy of sleep training clearly shows that, in the long term, sleep training is not effective. In many cases those children who are sleep-trained regress in their sleep and have more problems than those who were not sleep-trained. A systematic review published in 2013 agrees, with the authors stating, ‘Despite substantial investment in recent years in implementation and evaluation of behavioural interventions for infant sleep in the first 6 months, these strategies have not been shown to decrease infant crying, prevent sleep and behavioural problems in later childhood, or protect against postnatal depression.’1 This review comprised an extensive search of all studies related to infant sleep training published between 1993 and 2013, leading the authors to conclude that sleep training does ‘not decrease infant crying, prevent sleep and behavioural problems in later childhood, or protect against postnatal depression’.

Research published in 2012 came to the same conclusion regarding the long-term effectiveness (or rather, lack of) of sleep training, with the researchers commenting, ‘There was no evidence that . . . effectively reduced parent-reported sleep problems and maternal depression during infancy had long-lasting harmful or beneficial effects on child, child–parent, or maternal outcomes by 6 years of age.’2 In other words, for those who were sleep-trained in the first year of life no long-lasting positive result was seen by the time the child was six years old.

Now, I don’t know about you but if I was putting my child – and myself – through the stress of sleep training, I would at least want to see lasting results several months, if not years, down the line in exchange for any potential risks and difficulty for us both to achieve the results. The idea that in only a few months the child’s sleep would be right back where it started would certainly put me off. This is precisely why I looked for another way with my own children. The remainder of this book is devoted to the method I used, which I’ve summarised using the acronym BEDTIME – the truly gentle, holistic, long-lasting and evidencebased way to encourage more sleep.


Chapter 6
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BEDTIME: practical sleep tips

Based on my experience as a mother of four, and having worked with thousands of parents of children under five, I have come up with seven points that help young children sleep. That’s not to say that all seven will appeal to you and work for your family, but there will be something that will. The key is finding what works best for you. Working with baby and child sleep is like doing a jigsaw puzzle that has some missing pieces, some placed in the wrong position and a handful of confusing extra pieces from another puzzle that don’t belong thrown in for good measure. Some children need all seven steps to be implemented consistently for them to sleep as soundly as possible, while others require only one or two smaller changes. Irrespective of how many you use, it is important that you give each one time to work. I always ask parents I work with to allow at least six, preferably eight, weeks of doing something consistently before they try to assess progress. When you start to work with sleep it’s common for it to regress initially; all that change often means it gets worse temporarily, sometimes quite considerably so. Add to this life happens: babies teethe, toddlers catch colds, you move to a new house, go on holiday, new babies arrive, and so on. Every time something changes in a child’s life their sleep inevitably nosedives. Then you can have a long slog with no results and too many parents give up too soon, thinking that their efforts aren’t working, and rush to the next option. It is so important to be consistent, stick at what you’re doing and try to think of progress as a long-term thing.

If I could draw you a chart showing what to expect when you start to work with sleep, it would look a little like this:
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Please don’t try something once or twice (or in isolation) and think ‘Oh, that doesn’t work’, before giving up on it. If you want to make changes in your child’s sleep that last you have to be prepared to give the techniques time to work. If you are committed enough there will be something here that helps you. I promise.

Introducing my BEDTIME acronym

Bedsharing and co-sleeping

Expectations

Diet

Transitional objects

Imitating you

Methodical sleep timings

Environment

Bedsharing and co-sleeping

In Chapter 3 we looked at the incidence and normality of bedsharing and co-sleeping around the world. Remember that bedsharing is sharing a sleeping surface with your child and co-sleeping is sharing a room with your child. Both of these practices tend to be frowned upon in Western society, where it is believed that children should be independent as soon as possible and allowing them to sleep in the same bed or room as us, particularly after babyhood, will create clingy, damaged children. This is not true.

The emergence of independence is a developmental milestone. It is the very nature of every baby and child to be dependent upon us. In short, they need us to survive and to stay healthy in body and in mind. As a child grows, their brain matures and they become capable of more sophisticated behaviour, including that of being independent, but while they are still tiny – and children under five years old are still tiny – they need us. Time and again researchers and psychologists have shown us that the key to developing a good level of independence in children is to first allow them to be dependent on us. The very word ‘independent’ implies that one first needs to have been ‘dependent’ in order to become less so. A child who is allowed to be dependent on his parents has much more chance of growing up to be independent, secure and confident in his own skin. If we force a child to become independent, for fear of him being ‘clingy’ and laughed at when he ‘should be a big boy by now’, we risk the very thing we are so keen on him developing and are more likely to create a needy adult. I can’t stress this enough: we should never be scared of creating clingy children by allowing them to be dependent on us and fulfilling their needs, for fulfilling these needs is the very best way to create confident, independent individuals.

Don’t just take my word for it though. Science has proven that sharing a room or a bed with a child throughout the first five years of life is psychologically risk-free and most likely beneficial. Research in Switzerland in 2005 found that at the age of four almost 40 per cent of the five hundred children studied were sleeping in their parents’ bed at least once a week.1 Interestingly, they also found that those who slept separately from their parents as a baby were no less likely to share a bed with their parents by the time they reached school age. This highlights the fact that you cannot teach, or ‘train’, independence by putting a baby to sleep in a separate room from their parents; their need for close contact with their parents remains throughout their childhood.

Science also provides us with proof that sharing a bed with babies, toddlers and pre-schoolers does not cause any psychological damage when they are older. This point is important, since many health professionals and the media frequently warn of the ‘clingy and damaged’ children that will be created by sharing their parents’ beds. In 2002, researchers very clearly found that ‘At age 6 years, bedsharing in infancy and early childhood was not associated with sleep problems, sexual pathology, or any other problematic consequences. At age 18 years, bedsharing in infancy and childhood was unrelated to pathology or problematic consequences.’2 This same research also found that, far from creating problems, bedsharing has a positive effect on the intelligence of children. Researchers commented that ‘Bedsharing in early childhood was found to be significantly associated with increased cognitive competence measured at age 6 years.’ This isn’t the only research that parents who bedshare with their babies, toddlers and pre-schoolers can take comfort from. Research from the USA studied almost one thousand families over a five-year period, collecting data on their sleeping practices. Once the child was five years old their cognitive and behavioural functioning were tested, focusing on their hyperactivity levels and social skills. Unsurprisingly, those children who had regularly bedshared with their parents did not display any more problems than those who had not. Commenting on these results, Dr Lauren Hale, from the University of New York, said ‘very little research has investigated the potential developmental consequences of bedsharing during toddlerhood. We found that, after adjusting for mother and child characteristics, there were no observed cognitive or behavioural differences between children who bedshare and those who don’t. Parents should make decisions about sleeping arrangements based on their specific family circumstances, with the goal of facilitating the best possible sleep for their children.’3

If the research proving that bedsharing does not psychologically damage children or make them clingy is not enough to convince the sceptics then perhaps looking at the science that tells us of the benefits of bedsharing into early childhood might? Research in Denmark in 2012 found that bedsharing may decrease a child’s risk of obesity in later life. Studying data from over six hundred children, the researchers discovered that those children who had never shared their parents’ bed were three times more likely to be overweight compared to those that shared a bed with their parents. Commenting on these results, the lead researcher, Dr Nanna Olsen, said: ‘The results may suggest that elements of parental social support or other types of positive psychosocial responses of being allowed to enter parents’ bed during the night may protect against overweight, whereas types of negative psychosocial responses such as feelings of rejection when not being allowed to enter the parents’ bed may lead to overweight.’4

In many countries around the world it is completely normal for children to share a bed or a room with their parents, particularly in Asia, where research has found that 40 per cent of children in China routinely co-sleep or bedshare with their parents until they are six years old. Scientists found that the prevalence of routine bedsharing and room sharing in Chinese children aged between three and six years old was 21 per cent and 19 per cent respectively.5 Why in the West are we so scared of allowing our children to be dependent upon us, particularly given the research that proves not only the lack of harm, but the potential benefits and how normal it is around the world? Could sharing a bed or a room help your family perhaps?

How to bedshare with your child

Although it can be an absolute life-saver for some families, bedsharing isn’t for everyone and it is important that you are comfortable with it if you give it a try. If you like the idea of giving your child a little more reassurance at night, without actually sharing a bed with them, then skip to the co-sleeping section which comes after this.

You may be aware of the media propaganda surrounding the safety of bedsharing. What you may not realise is that most of what you read in newspapers or see in television news reports is a journalist’s interpretation of a press release and they are unlikely to have looked at the research or checked the study methodology for flaws or the results for bias and opinions. This means that the general public is presented with inaccurate and possibly scaremongering information. In truth, what we know from the large amount of research into bedsharing is that, if the safety guidelines are followed, it is no more risky than a baby sleeping in a cot.

The first variable to consider when thinking about bedsharing with a child under one, is whether or not the mother is breastfeeding. Bedsharing and breastfeeding work together wonderfully: research indicates that sharing a bed with a baby supports breastfeeding and can help it to continue for longer.6 We know from research that formula-fed and breastfed babies sleep differently, particularly at two to three months, which is the peak risk period for SIDS.7 At this stage, formula-fed babies are significantly less arousable than breastfed babies, which could spell disaster for a formula-fed baby who accidentally slips under the covers while sleeping next to their mother. The lowered arousability levels mean they are less likely to wake, and alert their parent that they are in danger, than a breastfed counterpart.

A lesser-known phenomenon is that formula-feeding and breastfeeding mothers also sleep differently. Breastfeeding mothers appear to be more biologically in tune with their babies during the night compared to mothers who formula-feed. This means they may also be more easily aroused and therefore more likely to awaken if their baby stops breathing, or slips under a blanket. To add to this, breastfeeding mother and baby dyads tend to sleep in a different position to formula-feeding mothers and their babies. Research observing the sleep of mothers and babies sharing a bed at the University of Durham’s Parent–Infant Sleep Lab highlights how different these sleeping positions are. Professor Helen Ball, head of the sleep lab, comments on this, saying, ‘Current and ex-breastfeeders positioned their babies and themselves in different ways from and were oriented towards their babies for much more of the night than mothers who had never breastfed. The physical relationship between mum and baby in the bed was different. Never-breastfeeders had a face-toface relationship, positioning their babies at face height in the bed. Breastfeeders, whether currently breastfeeding or not, had a baby-to-breast relationship, positioning their baby at breast height, curling up around them for sleep, and creating a space with their bodies for the baby to sleep in. Never-breastfeeders slept side by side, and spent much more time facing away from one another, sometimes even turning their backs.’ For all of these reasons it is important that you only share a bed with your baby if you are breastfeeding. If your baby is formula-fed they should always have their own sleep surface. For toddlers and pre-schoolers, who are much more robust and find it easier to alert parents to any problems, this is less important, although all other safety guidelines are just as pertinent.

If you want to try bedsharing you must follow these safety guidelines.


BEDSHARING SAFETY GUIDELINES

• Only share a bed with your baby if the baby is breastfed. Babies who are formula-fed should have their own sleep space.

• Both parents should be non-smokers and, importantly, the mother also should not have smoked during pregnancy.

• Both parents should not have consumed any alcohol.

• Both parents should not have taken any recreational or prescription drugs.

• Parents should not be ‘excessively tired’, based on their own instinct, although some suggest they should not have had less than five hours’ sleep in the last twenty-four hours.

• The mother should always sleep between her partner and the baby; the baby should never be in the middle of the bed. This is also true for any older siblings.

• The sleeping surface should be firm (no memory foam) and designed for sleep: this means a bed only; never sleep with a baby on a sofa, hammock or beanbag.

• Prevent the baby from rolling onto the floor; many parents decide to sleep on a mattress on the floor to prevent this from happening.

• Keep pillows well away from the baby. The baby should sleep at the same level as the mother’s breasts, not her head.

• The mother should lie on her side and form a protective frame around her baby (see illustration below).

• Keep duvets and blankets away from the baby to prevent risk of smothering and to ensure the baby does not overheat. (Some mothers wear onesies and thick dressing gowns to bed to keep themselves warm.)

• Tie long hair back and do not wear nightclothes with loose ties in order to prevent accidental strangulation.
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Using a side-car crib

Many parents love the idea of sleeping next to their baby but are sometimes worried about sticking to the safety guidelines. Some are not keen on sharing their bed space, perhaps if their bed is not big enough, and others should not sleep in the same bed as their baby for safety reasons (these include if the baby is formula-fed, is very small for their age or premature and if the mother is significantly overweight). Sometimes parents already have an older child in their bed when a new baby arrives and decide to continue sharing with their older child and put the baby in a side-car crib.

There are many specially designed side-car cribs available (see page 291). These special cribs fix to the bed in the most secure and safe way possible and allow for instant access and close proximity to the baby, while providing parents with extra security and peace of mind.

Ending bedsharing

Many parents are concerned that if they allow their baby into their bed they will be creating a rod for their own back and will never get their child to leave. Rest assured, your child will soon be independent enough to move of their own accord, often at around three to four years of age, but many babies happily move to their own bed much earlier than this. We will look at how to stop bedsharing as gently as possible in Chapter 11.

How to co-sleep with your child

Co-sleeping with your child means ‘rooming in’ with them, but with them in their own bed. For some families this isn’t viable due to a lack of space in the bedroom, but for others it works really well, particularly with toddlers and pre-schoolers, especially those feeling insecure due to the arrival of a new sibling, starting daycare or experiencing nightmares. Rooming in offers the best of both worlds: parents have their bed to themselves and the child gets the comfort of sleeping in close proximity to their parents. Some families move a single mattress into the room for the child, while others prefer to buy specially made toddler beds that take up far less space. The added benefit of this is that when the time comes for your child to move to their own room, their bed will already be familiar and comforting to them, making the move far less of a transition.

Co-sleeping can also work especially well for children who have recently become a new big brother or sister. Toddlers and pre-schoolers’ sleep can regress after the arrival of a new baby, often because they feel pushed out and unsure of their place in their parents’ affections. This can be worsened by the presence of the baby in the parents’ bedroom. Inviting the child to share a ‘family bedroom’ can help them to feel included and more secure, which not only has a positive impact on their sleep, but can also help with their daytime behaviour.

Moving your child out of your room

My preference, when it comes to moving a child to their own bedroom, is to wait until the child is ready. If the transition is child led then it will almost always go more smoothly. Don’t be tempted to move your child out of your room shortly before or after the arrival of a new baby, as this is a time when they need to feel close to you and be reassured of your presence and love. In this scenario, aim to begin the transition to their own bedroom either early in the pregnancy (before the sixth month) or at least three months after the baby has arrived, when everything has settled down. Also, don’t be tempted to encourage your child to move ‘because you’re a big girl now’. Most young children who have become a big brother or sister struggle with conflicting feelings of wanting to be big and wanting to be little. The ‘wanting to be little’ feelings can often win out with a new baby in the house, so encouraging them to ‘be a big girl’ can be counterproductive. Why would they want to be big when it seems like only little children get all the cuddles and attention? Chapter 11 discusses gentle ways to end co-sleeping in more detail.

But what about sex?

If bedsharing or co-sleeping is mentioned in the media I can almost guarantee that the journalist or presenter will raise the question ‘but how do you stay intimate with your partner with a child in the room?’, quickly followed by an expert adding that ‘co-sleeping kills relationships’.

Do you know what really kills relationships? Not communicating, taking each other for granted and being exhausted. The simple fact of the matter is that, for the vast majority, having children means a dramatic change to your sex life. Post-birth, mothers not only have to deal with the massive hormonal changes occurring in their body, but they have to adjust to their new postnatal bodies, including swollen and tender breasts, stretch marks and saggy tummies, and some have to also deal with scars to their perineum or bikini lines. All of this can lead mothers to lose interest in sex, at least for a while. Furthermore, adjusting to the new role of parenting and what a huge life change it is, for men as well as women, and libidos tend to take a nosedive wherever the child is sleeping.

Most parents of young children suffer from exhaustion, not just from the sleepless nights, but also from the constant physical demands of changing nappies, feeding, bathing, dressing and tidying up after their child. Again, this often impacts on their sex drive, understandably so. I think acknowledging that sex isn’t high on the agenda for most new parents is an important starting point. After this my response is always, if cosleeping means parents get more sleep and are less exhausted that has to be good for their sex life surely? Less exhausted parents must surely mean more sex? Lastly, is it really true that sex only takes place at night in bed? There are other times and places. It doesn’t seem to stop the co-sharing parents in other parts of the world from conceiving a second, third, fourth or fifth child, so they must be doing something, perhaps just not in the bedroom.

Expectations

The second of my seven BEDTIME tips comprises two elements. The first is having realistic expectations of your child’s sleep and the second is adjusting your own expectations when it comes to what success looks like when you work with sleep.

Let’s start with forming realistic expectations about your child’s sleep. Babies and children under five sleep ‘badly’, or at least that’s how our society interprets it. They don’t really sleep badly, they sleep normally for them.

It infuriates me when people ask ‘Is he good?’, when what they really mean is ‘Does he sleep all night?’ Babies and young children aren’t ‘bad’ and to think they are, particularly for waking at night, is ridiculous. Is a child bad because they get hungry every two or three hours through the night? Is a child bad because when they wake at the end of a sleep cycle they feel insecure and want a cuddle from their parents? Is a child really so bad because when they wake after a nightmare, scared, they want our reassurance? Of course not. Adults need to reset their expectations of baby and child sleep and what is normal. Babies and children wake regularly at night, they wake early in the morning, they often don’t like to go to bed as early as we want them to, and they take short naps and tend to not take them when we want them to either. These problems are our expectation problems, not our child’s.

In chapters 7–11 I look at normal sleeping patterns at specific ages, to give you some idea of what to expect from your child’s sleep. I explain the reason for these sleeping patterns, as sometimes they are biological and other times they are more psychological in origin. Understanding what your child is experiencing at a certain age means you will be able to empathise with their feelings and the resulting sleep patterns. When you understand what your child is going through, it becomes far easier to make small changes that can have quite a big impact on their night-time sleep and daytime naps.

We have already covered what to expect in terms of the success of gentle sleep methods earlier in this chapter, but as a quick reminder, expect your efforts to take a minimum of six to eight weeks to see good results. Expect it to get worse (or at least no better) initially and expect to feel like giving up when you don’t see quick results. You are working for a long-term positive change to your child’s sleep, not just to improve it in the short term but to set them up with good sleep habits for life. That all takes time and a lot of consistency on your part. In Chapter 14 we will look at ways to cope with the sleeplessness while you begin to put your sleep plan in place and await results.

Diet

I have already covered diet at some length in Chapter 5, but there are three important points to bear in mind here. First, it is important to recognise that babies and toddlers don’t just wake at night because they are hungry. They have many different physical and emotional needs, and aiming to wean them onto solids early, switching to formula-feeding (from breastfeeding), changing to hungry baby formula or adding in a dream-feed are ineffective ways to attempt to improve sleep.

Second, it is important to understand that babies do need night feeds, usually long after most baby ‘experts’ say that they do. I am not of the opinion that babies should not need feeding in the night after six months, as many experts insist. Some babies need feeding in the night long into their second year of life and, really, the only person who can tell if this is necessary is your baby. There is nothing wrong with your baby if they still need a feed at night. And feeding to sleep definitely isn’t a ‘bad habit’ – rather, it is the norm for human infants.

The last consideration is what your child is eating and how it may be affecting their sleep, from allergies and deficiencies through to foods that can inhibit – and foods that may potentially help – sleep. It is always worth considering the impact of your child’s diet on their sleep, particularly if they are older than six months of age.

Transitional objects

This is just a posh psychological term for comfort objects, comforters or loveys. The term ‘transitional object’ was coined by the English psychotherapist Donald Winnicott in 1951, at the same time as he introduced the concept of the ‘good enough mother’ and the two concepts are linked. Put simply, the ‘good enough mother’ is one who allows her child to attach, or be dependent on her, when he needs to and then to become independent, or detach from her, when he needs to. This process of independence occurs often through accidental moments of separation where the child must learn to be away from the mother. Or as Winnicott says, ‘the good enough mother is one who makes active adaptation to the infant’s needs, an active adaptation that gradually lessens according to the infant’s growing ability to account for failure of adaptation and to tolerate the results of frustration’. This wonderful concept takes much of the guilt out of parenting. A mother doesn’t have to be perfect; in fact Winnicott says it is her imperfections that allow the child to become independent. She just has to be ‘good enough’.

A transitional object is simply an object that allows the child to make the transition to independence from the mother. In a way it is like a metaphorical bridge between dependence and independence that allows the child to separate from his mother while still retaining a piece of her in his grasp. This ‘piece of the mother’ takes the form of a teddy, muslin, blanket or similar that he associates with his mother. Of course, in order for the child to associate an object with his mother, it must first be conditioned so that there is a strong association between the object and the mother (see overleaf). A natural transitional object would be a piece of clothing a mother wears often, such as a dressing gown or even a bra. Children will associate this with their mother as it will have her scent.

It is vital that the transitional object is chosen by the child. This is tough, as invariably they ignore the beautiful teddies and blankets bought by close friends or knitted by Grandma and plump for a grotty old muslin or something similar. If your child has already chosen their transitional object do not take it away from them or try to change it. As Winnicott says, ‘It must never change, unless changed by the infant.’ Bear in mind, too, that Winnicott believed that only around 60 per cent of babies and young children will take to a transitional object. I have often found that those who are breastfeeding and bedsharing are the ones least likely to want a transitional object, because they simply prefer your physical presence.

How to condition a transitional (comfort) object


• If your child already has an object that comforts them don’t try to persuade them to use something else.

• If they don’t yet have one it is important that you let your child choose what they want to use, irrespective of how you feel about it!

• Begin to condition the transitional object by including it in any activities you do with your child. Snuggle it between you during feeding and cuddling. Tuck it into bed with the two of you, involve it in play and so on.

• Allow at least one month of continuous daily conditioning of the comfort object before deciding if it is having an effect.

• When the comfort object is conditioned don’t immediately try to replace yourself with it, but do it gradually.

• Avoid washing the comfort object, as part of the point is that it retains your scent. If you do wash it, expect your child to be unhappy and to spend time re-conditioning it.

• This point probably should have come first, but consider having two comfort objects, exactly the same (equally conditioned), because I speak from first-hand experience when I say how traumatic it is if your child loses theirs.



Another crucial point is that comforters must be easily accessible to the child, at any time of day or night, and they should not need your help to find and hold it. Research carried out in 2004 looked at the ease of access of comforters and concluded, ‘Of the children using the comforters classified as “easy access” (i.e. comforters they were more likely to find and hold), 71% were sleeping through the night at 6 months old. The associations were incremental in that of those children who used both “easy access” comforters and comforters requiring parental input, 48% were sleeping through the night at 6 months, and of those children using only parental input comforters only 38% were sleeping through the night.’8 I think 71 per cent of children sleeping through at six months is highly ambitious. The trial was small, with just over one hundred families studied, and the researchers also do not define what they mean by ‘sleeping through’ (most medical experts define it as sleeping for a period of five hours), but the difference in ease of access to the comforter still remains despite these limitations.

It is perfectly normal, and very common, for a child to use their comfort object well beyond their fifth year. I know adults who still have one. Is there ever a time when children should stop using one? When it becomes ‘too babyish’? I don’t think so; as long as your child is deriving comfort from it, who are we to say it is time for them to give it up?

Imitating you

This follows on from the previous point regarding transitional objects. If babies, toddlers and even older children feel safest when you are with them at night, it is understandable that they feel stressed or scared to sleep when you are no longer with them. This would be a big red flag in our ‘danger zone’ between sleep cycles. Of course, if you bedshare and remain with your child all night, then there is no need to introduce anything to imitate you. If, however, you hope to have an evening away from your baby, or hope to stop bedsharing or co-sleeping, then it is important to try to make your child feel your presence as much as possible when you are not there. What do I mean by this? I mean almost tricking them (in a way) into believing you are present just as they reach the end of a sleep cycle, before a new one begins. You have a small window of opportunity after a sleep cycle ends when a baby or child is likely to start a new cycle if they feel all is well. Here you want them to think that you are still with them, even if you are not. How do you do this? There are a few important points:


1. Any sound that is present as the child is going to sleep should remain for the whole of the sleep duration (i.e. all night, or all nap time). This means that singing or talking to your child as they fall asleep could be an alerting factor in the danger zone if you aren’t doing exactly the same thing every hour or so. Similarly, cot mobiles, cuddly toys or similar that play music while the baby or toddler is going to sleep can also cause them to wake fully in the danger zone, when the music they went to sleep to is no longer playing. To avoid this, I advocate introducing some gentle sleep music, played at the start of the bedtime routine (so they associate it with you) until the next morning (or the end of the nap). Play this at background-music volume (think about music in an elevator) and ensure that whatever track you play is played on repeat. Many parents play playlists or albums with different tracks; however, this is also problematic if the child goes to sleep to one track and wakes to another. You should only play one track on repeat. I favour a certain type of music known as alpha music; this is music that is sixty beats per minute (resting pulse rate), very simple and repetitive in pattern, with few instruments and no vocals. You can find details in the recommended products section at the end of this book.

2. Scent is incredibly important when it comes to sleep. Your child knows your unique smell and this likely settles them above any other. When they go to sleep snuggled close to you they breathe this scent in deeply, but when they reach the end of a sleep cycle, your scent is no longer present. To imitate your scent as much as possible I recommend choosing an aromatherapy oil that you like (and that is safe for use around babies and children) and wearing a little of it as perfume each day for at least two to three months. Lavender oil is commonly recommended as it is clinically proven to aid sleep, however it is more important to choose an oil you like (since you will be wearing it daily). Hopefully, in time, your child will start to associate this smell with you. This means that, when it is added to the bedroom, there is a chance they may feel reassured that you are still present towards the end of a sleep cycle, even when you aren’t. To achieve this, I recommend using an aromatherapy diffuser at bedtime. This works much better than using a spray in the bedroom as the diffusing is slow and constant, rather than an instant ‘hit’ of scent that fades quickly. Pop a couple of drops of your chosen oil into the diffuser and turn it on during the bedtime routine. This should mean that your child will start to really associate this smell with you and bedtime and take comfort from it during the night. (This is also a good tip to use for settling your child into daycare, especially for naps taken there.)

3. Try to avoid putting your baby down into a cot or crib after they have fallen asleep. This can be incredibly alerting to them for two reasons. First, this downwards motion can trigger a falling reflex, which spells danger to the baby and thus alerts them and makes them cry to be held again. Secondly, if a baby goes to sleep snuggled up to you in a different location, when they wake at the end of a sleep cycle it is no surprise that this spells trouble. Can you imagine how unsettling it must be to go to sleep somewhere and wake somewhere else? One of the keys of improving sleep is to make the initial sleep onset location the same as the waking location, which means not putting them down asleep. You have two options to achieve this. One is the common sleep-training advice to put them down ‘drowsy but awake’. I find a very small percentage of babies are happy with this. However, most become very unsettled with the constant attempts to put them down awake. If you do want to use a regular (solo) cot or crib, then you do really need to persist with attempts to get your baby into the cot awake. If this sounds too stressful, or you have already tried many times, your second option is to choose a sleep location that doesn’t ever require putting your baby down; namely bedsharing, using a co-sleeper cot (with you lying right alongside the baby on the edge of your bed, feeding and cuddling them to sleep while they lie in their own sleep space), or utilising what’s known as a Montessori floor bed. This is a fancy name for using a mattress on the floor, with a few safety considerations. I will discuss this idea much more in Chapter 8.



The more your child feels that you are still present with them overnight, the more likely they are to begin connecting sleep cycles independently.

Methodical sleep timings

This section focuses on the amount of sleep children need, ideal sleep and wake times and the importance of keeping them consistent, as well as the importance of a good bedtime routine.

I’m frequently questioned by parents who worry that their baby or child isn’t getting enough sleep and ask me, ‘How much should they be getting?’ The simplest response to this question would be ‘however much they need’, for sleep needs differ for each individual. Any recommendations given are simply that – recommendations – and any trustworthy sources provide a rough guide rather than a fixed figure of hours or time. Most recommendations are not evidence-based. Most stem from personal opinion with some being more educated than others. Recent guidelines by the National Sleep Foundation provide a broad range in terms of sleep recommended at each age. During the first three months they indicate that anywhere between 11 and 19 hours of total sleep per 24-hour period may be acceptable. Between three and eleven months these figures change to a range between 10 to 18 hours in a 24-hour period. At twelve months the range of acceptability falls to between 9 and 16 hours’ total sleep in a 24-hour period. What is not made explicitly clear is that these figures incorporate both night-time and daytime sleep combined.

Recent research has questioned the importance of paediatric sleep guidelines. Researchers from the Murdoch Children’s Research Institute in Australia studied the sleep patterns of four thousand children, and believe that associations between mental and physical health and well-being and sleep are overrated. The study found inconsistency between the amount of sleep a child received and their well-being levels and those of their parents, concluding that guidelines for specific amounts of sleep at each age may not be necessary or useful.

One of the best ways to ascertain the best sleep timings for your baby or child is to observe them for early tiredness signals. Here are some typical ones:


• Rubbing eyes and yawning

• Red-rimmed, watery eyes

• A glazed look, eyes not focusing

• Ear pulling

• Touching the head repeatedly

• Gaze aversion (not making eye contact with you)

• Increased tantrums

• Increased crying

• Child losing patience/interest in things

• Falling over/being clumsy



The importance of a good bedtime routine

Young children like to know what to expect; predictability reassures them in an otherwise unpredictable world. For this reason, having a good bedtime routine is essential. I don’t mean a routine that is set by the clock with rigid sleep and wake times (commonly referred to as a schedule), but a routine that helps the child to know that bedtime is approaching. If you think about your daily routine there are likely to be external triggers that help you to know that bedtime is approaching – perhaps the theme tune to a regular television programme, the streetlights turning off outside your window, or curling up on the sofa after dinner. Similarly, there are often familiar triggers in the morning that signal it’s time to get up: birds singing in the garden, or the sound of pipes coming to life as the central heating system comes on. Of course we don’t need these triggers to know whether it is time for us to sleep or wake as we can tell the time. We know when it’s getting late and we should be considering going to sleep, or we know when we have half an hour until we must get out of bed. Babies and young children don’t, and this lack of routine in their lives can be unsettling as they literally don’t know if they are coming or going.

A good bedtime routine can have a profound effect on a child’s sleep. Research conducted in 2009 looked at the sleep patterns of over four hundred children between the ages of seven months and three years. Half the parents were instructed to implement a simple bedtime routine for their child, consisting of bathing, followed by applying a lotion to the child’s skin and then up to 20 minutes of quiet time (which could take the form of a lullaby, bedtime story or cuddles and a quiet chat before bed). The other half were told to follow their usual bedtime patterns. After three weeks, parents were asked about their child’s sleeping patterns. Those who had consistently followed the bedtime routine every night reported significantly fewer night wakings and found it easier to get their child to sleep. An added benefit was that the mothers in the bedtime-routine group also felt that there had been a positive effect on their own mood. This led the researchers to conclude that: ‘These results suggest that instituting a consistent nightly bedtime routine, in and of itself, is beneficial in improving multiple aspects of infant and toddler sleep, especially wakefulness after sleep onset and sleep continuity, as well as maternal mood.’9

A good bedtime routine should last somewhere between 45 minutes and an hour before you expect the child to go to sleep. This routine not only helps a child to recognise that bedtime is approaching, it also provides valuable one-to-one time for parent and child to connect each evening. This is really important if the child is in daycare or pre-school and you work away from them, or if the child has recently become a big brother or sister. In the last case, if possible, bedtime routines should always be done one child at a time, not in tandem.

As we move through each of the age-related chapters in this book, I will highlight my recommended bedtime routines (including some example timings). As with any other gentle sleep method, don’t expect miracles when you introduce a bedtime routine. It will take time to produce a positive result. The research into bedtime routines studied the effects after three weeks of consistently implementing the routine every night. Try implementing the routines for at least one month before assessing progress. Don’t be disheartened if you don’t notice any changes after a couple of weeks: stick with it!

The benefits of story time before bed

As I’ve already mentioned, one of the benefits of a consistent bedtime routine is the opportunity to connect with your child, one to one. It also helps both parent and child to calm down and unwind after a busy day. Storytelling forms a vital part of sleep-time routines in my opinion, yet this has been ousted by TV ‘bedtime hour’ shows and electronic storytellers, which is a shame. Hearing stories is a wonderful way to trigger a child’s imagination and to leave them with fantastical happy thoughts as they drift off to sleep. Parents, on the other hand, get to relive childhood favourites and reminisce about the stories they loved as a child. There are other benefits of story time too, not least a proven link between listening to bedtime stories and better sleep.

Research in 2011, looking at over four thousand families with children up to age five, found that regular bedtime stories help not only to increase the total duration of a child’s sleep but also help them to develop intellectually and reduce bad behaviour. The researchers commented that ‘This research suggests regular use of language-based bedtime routines including singing, reading, and storytelling at bedtime may have a lasting positive benefit for children’s sleep duration and cognitive development.’10 Bedtime stories needn’t be long – there are plenty of books featuring stories that are just a page or two in length.

Have you ever wondered why your child insists on you reading the same book over and over again? Isn’t it infuriating? To a child, though, hearing the same story every day is reassuring; they like to know what happens in the story and they like to be able to tell you what comes next. This goes back to how children need a predictable routine in order to feel safe and secure, especially when it comes to sleep. So, despite the annoyance of reading the same book for the hundredth time, you can smile in the knowledge that, however boring it is for you, it is helping your child to sleep. In fact, I recommend that you read the same book each night to your child at bedtime (but read lots of different books with them at different times of the day). My one final recommendation when it comes to bedtime stories is to avoid books that are too stimulating, particularly ones that have ‘lift the flap’ sections, buttons to press that make a sound or light up and ones with different-textured fabrics. At the end of this book you will find some suggestions for books that I think really help children to relax and sleep.

Weekend lie-ins and staying up later

When it comes to methodical sleep timings, the key is consistency: keeping each and every day the same wherever possible – and that means weekends, too. I know there’s a huge temptation to try to encourage a later morning start by having a later bedtime on a Friday or Saturday night, but this is normally counterproductive. Most children won’t wake up later if they go to bed later. They usually still wake at the same time, just significantly grumpier. Moreover, research conducted in 2012 highlights the importance of keeping waking and sleep times consistent across weekdays and weekends. After studying the sleep habits of almost two hundred children, the researchers concluded that ‘To encourage earlier bedtimes in children, it is important to take the mother’s sleeping and living habits into account and to maintain a regular wake-up and bedtime schedule across weekdays and weekends.’11 I think the same is true of holidays, too: as ever, consistency is key. My ideal waking time would be around 7am each morning, so, if your child has a rogue lie-in, don’t be tempted to embrace it. Gently wake them and start the day with lots of daylight exposure. Of course, many children wake naturally much earlier. Unfortunately, early morning waking is the norm for our species. As adults, the fact we sleep long past dawn is much more unusual than our child waking at 5am. The best solution to early morning waking is to roll with it, and perhaps even embrace it, until your child develops your unnatural late morning waking habit. Alternatively, by making sure that you aren’t aiming for your child to have too much sleep, embracing a later bedtime can help to nudge waking times a little later in the morning. Finally, make sure you have great blackout blinds or curtains in the room your child sleeps in.

Environment

A calming environment, conducive to good sleep, is vital in your goal of helping your child sleep more independently. Here we must consider four distinct elements:

• Lighting

• Temperature

• Humidity

• Bedding and sleepwear



Lighting

We now know how light influences the production of melatonin (the sleep hormone). Our circadian rhythms are governed by our body’s response to the light our eyes perceive. In order to not interrupt your child’s body clock with artificial lighting, follow these top tips:


• Make sure your child has at least twenty minutes exposure to natural daylight every day. Research has found that for babies in particular, being exposed to natural light in the early afternoon leads to significantly better sleep at night.12

• Try to avoid artificial light sources (particularly energy-saving LED bulbs), and, once the sun sets and it begins to get dark, keep lighting as dim as possible in your main living area in the evening. In the summer consider closing your livingroom blinds or curtains an hour before bedtime.

• If you need to use artificial light sources in the bathroom, avoid using your bathroom lights and instead use batteryoperated candles or fairy lights.

• Use only red-light sources in the bedroom during your child’s bedtime routine.

• If your child has a night light on overnight, make sure it is on the red wavelength only. Do not use white, blue, green, purple or pink night lights and try to avoid baby monitors or other equipment, such as diffusers, that use these colours. If you do have a monitor with an alerting colour light, consider covering it with some thick tape (if that does not impact its functioning).

• Don’t leave regular hallway or en-suite lights on overnight as a way of allowing a little light to seep into your child’s room, or to be able to see your baby to feed in the night. If you need light in your hallway, use a red plug-in night light.

• Keep the last two hours before bedtime ‘screen free’, with no television, computer games or the like. If you must use screens make sure you turn down the brightness as much as possible and utilise any sleep mode, or a low blue light app, setting.

• Daytime naps should be taken in a light room, ideally with the curtains open and blinds up. If this is not possible, then do not completely darken the room. This is discussed more in Chapter 13.




A QUICK NOTE ON HIMALAYAN SALT LAMPS

I often see Himalayan salt lamps being recommended for sleep, based on claims about their ionising and airpurifying capabilities. The truth is that while they are undeniably pretty, they don’t have any special magical properties. They make nice lamps to use in your main living area in the evening, giving off a pretty pale pinkyyellow glow, however they are not appropriate light sources to use in the bedroom unless you use them with a red light bulb. Used with a regular white light bulb, they filter out a small amount of blue light. However, they are not especially effective filters, and, while dimmed, the light they emit could still be problematic for sleep.



Temperature

We have previously covered the idea of ‘cool room, warm body’ in Chapter 2. In our society today we tend to aim for the opposite – a warm room, with less bedding or sleepwear. For the best sleep, however, the bedroom will ideally not be hotter than 18°C (65°F). Unless your house is very cold and it is the middle of winter, I would recommend turning off any heating source in the bedroom and consider leaving a window open for some fresh air. In the summer, utilise electric fans or portable air conditioning units to cool the room to an appropriate temperature.

Humidity

As previously covered in Chapter 2, the ideal humidity level for good sleep is between 30 and 50 per cent. Anything above this can cause dampness and irritation from the growth of moulds, however in most modern homes the humidity levels are much lower (particularly in those homes with central heating and/ or air conditioning). If a baby or child sleeps with their mouth open, they are likely to wake with a sore, dry mouth and will need to drink more overnight as a result. Adding a small humidifier unit, or an aromatherapy diffuser that operates with water vapour, can really help the humidity levels, as can turning off central heating and air conditioning in the bedroom.

Bedding and sleepwear

An awful lot of bedding and sleepwear sold for babies and children can be problematic for sleep. My top two recommendations of what to avoid are duvets for under-five-year-olds and regular sleeping bags (sometimes known as sleep sacks) for babies aged six months and older.

In order to use a duvet (or thick blanket), children need to have quite sophisticated manual dexterity. They also need to move minimally in the night, not something young children are known for. A toddler or pre-schooler and a duvet is usually a recipe for disaster, as the duvet gets kicked off, or knocked onto the floor, or they wrap themselves up in it. All of which usually require parental input to resolve. For this reason, they are best avoided.

Similarly, for babies six months and older, using baby sleeping bags often results in a mobile baby rolling themselves into what I call a ‘baby burrito’. They often get caught up in their sleep sack and need parental input to resolve their predicament. Finally, the inability of an older baby or toddler to move their legs independently and have their feet uncovered if they wish in a sleeping bag can also be a problem. For those who prefer to sleep with their feet uncovered, covering the feet in a sleeping bag can induce a feeling of claustrophobia.

My solution for both the duvet and sleeping-bag problem is to use a sleep sack that has individual leg sections (like strange baggy, wadded, dungarees) and allows the possibility to have uncovered feet. You can see some suggestions at the end of this book. These footless, legged, sleep sacks really can revolutionise sleep for older babies and toddlers, particularly those who are walking who would really struggle to walk in a regular sleeping bag. I would not rush to put socks on either, unless the room was very cold and it was the middle of winter, or your child requests them. Many children sleep better with exposed feet, just as many adults need to have their feet sticking out from the covers in order to sleep well at night.

If the bedroom is cooler, then babies and children will usually need an extra layer, or a slightly warmer tog sleep sack. Remember to aim for ‘cool room, warm body’, rather than ‘cool body, warm room’. Usually extra warmth is achieved by adding a long sleeve cotton vest to a long sleeve cotton pyjama top and some footless cotton pyjama bottoms, or by increasing the tog of the sleep sack to 2.5 or 3 togs. On particularly cold nights, both may be necessary.

A note on my BEDTIME solution

Many parents, desperate for a quick fix for their sleep deprivation, try the techniques in this chapter for a few days or a week before abandoning them, claiming that they don’t work. They won’t work in a week or two; you need to use them all for at least a month, often longer, in order to condition your child. You also need to make sure that you use them every night. Remember, too, often things will get worse before getting better, because change can be unsettling to babies and young children.

Gentle approaches to sleep take time to work; if they didn’t, it would be clear that we are forcing the child to behave in a way that is unnatural to them. Our goal is to work with our children, not against them, and because of this we need to invest a little more time and energy than others would with traditional, behavioural sleep-training methods. Remember, we do not want to turn our child into the ‘loser’, as desperate as we are to sleep more. We also want any results to be long-lasting, to have a positive effect for years to come, and for this reason we must expect our initial time investment to be greater, too.

You don’t need to use all of my BEDTIME solutions; pick and choose which ones work best for you and your family. My recommendation, however, would be to incorporate as much as possible. You never know when you are omitting that vital missing jigsaw piece, even if it’s one that you don’t feel particularly keen about!

I have devoted the remainder of this book to the specific sleep issues common to children at various ages. It includes what is normal for a child as they develop and how to gently apply my BEDTIME solution to the unique issues experienced at each stage of development, because the ideas contained in it are absolutely key to getting better sleep, gently, no matter how old your child is.


Chapter 7

[image: Illustration]

Sleep from birth to three months

I could probably summarise this whole chapter by stating: ‘Don’t expect much sleep!’ When I was pregnant with my first baby I truly believed that all newborns did was cry and eat and sleep very little. I was pleasantly surprised then when my son was born that I did get some sleep and there were several hours every day that he didn’t cry. I think it’s safe to say early parenting exceeded my expectations, though I know it isn’t like that for many people whose expectations are more optimistic than mine.

If you think about the changes a baby goes through in their first three months of life ‘earth side’, it’s hardly surprising that their sleep is so erratic! They have gone from being inside the womb, borrowing the circadian rhythm of their mother, enclosed always in the safety and security of her womb, to being on their own, without the hormonal regulators of sleep. The missing circadian rhythms and lack of close physical contact with their mother is not the only thing that has changed though: here’s a quick summary of the differences of the womb world and the world as we know it.


A BABY’S ENVIRONMENT PRE- AND POST-BIRTH



	In utero

	After birth




	Constantly held by the mother. Never alone

	Estimates suggest babies spend only 40 per cent of their time in physical contact with their parents




	In warm water

	In cold air




	Curled in a foetal position

	Laid flat on their back




	Almost constant movement

	A large proportion of the day spent still




	Never hungry, all nutritional demands met via the umbilical cord

	Thirst and hunger experienced for the first time and, in many cases, it is necessary to cry to have these needs fulfilled




	Very dark

	At least half of the day is very bright




	Naked

	Clothed




	Hears mother’s heartbeat, blood flow and digestive noises constantly

	Lots of different noises, many loud, or complete silence in contrast, especially at night




	Sleep/wake cycle shared with mother

	No concept of night and day




	Impaired ability to smell

	Many different smells, some strong, most new







We know that it takes at least twelve weeks for a newborn’s circadian rhythms to mature enough for them to be able to distinguish night from day. This is a normal developmental milestone that cannot be hurried so there is little we can do but accept that newborns will wake regularly. We also know that newborns have a very short sleep cycle and experience more REM sleep than any other age group, which means that when they are sleeping they are liable to wake easily.

We can, however, use what we know about a baby’s in-utero experience to help us replicate this environment, in order to help them sleep for a little longer and to stay calmer in between sleeps. This concept is known as the ‘fourth trimester’. If pregnancy is divided into three trimesters, each lasting for three months, then the first three months of life form another trimester, one in which the baby makes a huge transition between worlds. Simply put, if we treat a newborn baby as if they were still in our womb then life becomes a lot easier and a lot calmer for all.


SUGGESTED SLEEP ENVIRONMENT FOR A NEWBORN TO THREE-MONTH-OLD

At this age the sleeping environment is all about replicating the womb and keeping the baby safe. Therefore my suggestions for a good sleep environment at this age are as follows:

• Keep stimulation to a minimum, so no mobiles over cots or toys on cot bars.

• The snugger the sleep space the better: consider a Moses basket or bassinet.

• Follow the SIDS guidelines on page 18.

• A clear sleep space is the only safe sleep space. Do not use pillows, sleep positioners/surrounds or cot bumpers.

• Put baby to sleep in a sleeping bag or swaddle wrap (see page 139-40) with no loose blankets in the cot.

• Keep lighting to a minimum at night and rooms naturally lit in the daytime to help establish circadian rhythms.

• Try playing some gentle white or pink noise on low volume throughout the night. This can work better than alpha music for newborns.

• Consider using a good baby sling or carrier for baby’s naps.

All of your baby’s sleep should happen in the same room as you at this age, to reduce the risk of SIDS. This includes naps as well as night sleep.



The fourth trimester – the key to better sleep with a newborn

How can we replicate the world the baby experienced in the womb? The key is to take each of the differences in their environment before and after birth and try to recreate the same environment as much as possible.

Recreating an environment of constant physical contact

Imagine how unsettling it must be for a baby who is curled tightly in his mother’s womb, every part of his body touching hers, suddenly to be born and within minutes to be placed alone in a set of scales or a crib. Most babies experience this within their first hour of life and from their perspective it’s all downhill from there. I have lost track of the amount of times I have heard a new parent say, ‘My baby won’t ever let me put her down – help, what am I doing wrong?’ The simple answer is that you are doing nothing wrong. Babies have come from an environment where every second of their existence has been spent being held by their mother, so of course they are going to protest when we try to put them down. We are so consumed with the guilt and fear of creating a clingy baby, making a rod for our own back and not creating bad habits that we rarely hold babies as much as they need to be held. It is completely impossible to spoil a baby, particularly with too much love and too many cuddles. In fact, the more physical contact and nurturing a baby receives from his parents in the critical first few months of life, the more his brain will grow and mature and the more chance he has of being truly independent when he is older. Quite simply, hugging grows brains.

Replicating a constant holding environment

Understandably, most parents wonder how they can fulfil their baby’s needs while also fulfilling their own. As lovely as it is to hold a baby all day, it is pretty difficult to go to the toilet, eat, wash and get dressed. Here you have a few options, from asking for help so that somebody can hold your baby while you do what you need to do, to bedsharing if you both want to get some sleep. Babywearing and swaddling can also help.

Babywearing

When I am asked which one baby product is an essential for all parents, my answer is always a good baby carrier or sling. Look for a carrier or sling that supports your baby’s hips in a naturally flexed position; in this position a baby looks a little like a frog, with their knees brought up level with their hips. The illustrations below show the correct ‘m’ position of the baby’s hips and legs, and the ‘c’ shape you are looking for when the sling is in the final position.
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The sling should be supportive for both the baby and for you. At this stage, I recommend using a stretchy wrap sling rather than a more conventional structured baby carrier, as they are softer and hold newborns in a much more natural position (see page 290 for some good slings to look out for). Research has shown that babies who are carried regularly cry significantly less than those who are not.1 In my experience, they also sleep significantly more and for longer. Perhaps the main benefit of babywearing, however, is having two free hands, enabling you to go to the toilet, eat some food and get on with your normal day . . . while your baby is getting all of his needs met.

Swaddling

Wrapping a baby in soft fabric can replicate the womb to some extent and help them to feel more secure. Swaddling is highly controversial at the moment, however, as many believe that it carries risks. This is true – like most things in life, it is not riskfree and if you want to swaddle your baby it is really important that you follow the safety guidelines outlined below. However, if you are mindful of the risks of swaddling and reduce them as much as possible, you and your baby can still benefit from it.

If you are bedsharing and babywearing then the chances are you won’t need to swaddle your baby: indeed you should never swaddle a baby who is bedsharing, as this can put them at risk of overheating. If you are not bedsharing, swaddling can be invaluable. It is vital to remember that the goal is not to wrap really tightly from head to foot, in the manner seen in old photographs of tribal cradle boards and the like: modern-day swaddling is much looser, with only a small amount of tightness over the baby’s stomach. You’re really just trying to create the snug feel of being enveloped in a warm uterus, not trying to create a straitjacket effect. You can buy many different swaddling blankets and wraps today, most of which have been designed with safety in mind. The illustrations on pages 141–2 show a simple way of swaddling that is mindful of any potential risks to the hips or breathing. The guidelines for safer swaddling are as follows.


GUIDELINES FOR SAFER SWADDLING

• If you are breastfeeding it is important that you do not miss your baby’s feeding cues, which may be more likely when they are swaddled. Swaddling can also interfere with the initiation of breastfeeding so do not start until you are confident that breastfeeding is going well.

• Select a swaddle wrap or blanket that is thin and made from natural materials, such as 100 per cent cotton or bamboo fibre.

• Begin swaddling before your baby is ten weeks old. Research shows that swaddling after this may negatively affect a baby’s arousability, which could put them at greater risk of SIDS.2

• Stop swaddling immediately that your baby can roll; you should only swaddle your baby until they are four months old.

• Make sure that the fabric is not pulled tightly over the baby’s chest in such a way that it inhibits their breathing.

• Make sure that the fabric is loose over the baby’s hips. They should be able to bring their legs up in their natural frog position easily.

• Never cover your baby’s head with the swaddling blanket.

• Do not swaddle your baby if they are ill or have a fever.
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Replicating a warm aquatic environment

Do deep hot baths relax you, especially before bedtime? If you’re a ‘bath person’ you won’t need me to convince you of the relaxing properties of being submerged in warm water. This is the environment a newborn is used to, then all of a sudden they find themselves in cold air. Imagine how strange that must feel. The good news is that it is fairly easy to replicate this environment by giving your baby a deep bath in warm water (around 37°C). I find the easiest way of doing this is to get into the main bath with your baby, as this also has the added benefit of physical touch. Sharing a bath with your baby enables them to relax in a foetal position, rather than the rather unnatural position of laying them supported, stretched out on their backs in a conventional baby bath. When my babies were tiny, either myself or my husband would bathe with them every evening (without any product added, to preserve their delicate new skin) as part of their bedtime routine. I also resorted to ‘emergency baths’ on several occasions – when I knew my babies were overtired but they weren’t calm enough to sleep – and it worked like magic.

Replicating the curled foetal position

Have you ever noticed how a newborn will lie naturally with their legs pulled up and their arms pulled in? Many mistake this for the baby being in pain, but in most cases this position is the normal way for new babies to lie when they have yet to uncurl. When you hold your baby tummy to tummy on your chest you’ll notice they naturally bring up their legs and adopt this position, just as they do when you carry them in a wrap sling. Imagine how strange it must be for babies to be put down to sleep flat on their backs. There is no denying that placing babies on their back is vital for reducing SIDS risks, however, it’s obvious they don’t like it very much.

There are two ways to get around this, one of which I have already mentioned, namely carrying your baby on your chest in a sling for naps. The second is sharing a bed with your baby or using a co-sleeper crib at night. In both cases, this allows the baby to adopt a much more natural foetal position. If you are not babywearing or bedsharing it is absolutely essential that you put your baby to sleep on their back and that you are never tempted to put them on their stomach to sleep. SIDS research has found a huge correlation between sleeping a baby prone (on their stomach) and cot death,3 which researchers attribute to a restriction in the baby’s airway and a reduction of swallowing when they sleep on their stomachs.4

Replicating the constant movement in the womb

Have you ever lain in a hammock and been lulled to sleep by the gentle swaying? This is what it must feel like for a baby inside the womb. Imagine the gentle rocking the baby experiences when the mother walks. It must be like spending most of your life cocooned inside a blissful, swaying hammock. After they are born, however, we try to keep babies as still as possible, fearful that they may develop bad habits if the rocking that comes to us so instinctively continues. The fact is, rocking a baby is one of the best ways to lull them to sleep, so too is dancing and going for a brisk walk. There is no harm in any of these, whatever others may say. Just because a young baby needs the security of the movement he felt in the womb, it does not mean he will form bad habits if you give it to him. In time, as he grows, his brain will mature and his time in the womb will become more distant and he will need the reassurance less.

If your arms are tired from all of the rocking or you wish there was another way to help your baby to sleep, try dancing around the house with the baby in a sling, or take them outside for a brisk walk. Some parents like to use battery-operated swings and others exercise or birthing balls to bounce on while holding their babies.

One trick I have learned is to make sure that you don’t immediately stop rocking, dancing or walking as soon as you think your baby is asleep. At this stage they are probably in a light sleep state and may wake easily when they realise that they are now still; so continuing to gently rock, walk or dance for ten more minutes will ensure that they stay asleep after you stop moving.

Replicating the constant feeding in the womb

In the womb, your baby didn’t know what it meant to be hungry or thirsty, so these feelings are entirely new to him. Everything a baby needs is provided on tap (or rather ‘on umbilical cord’) in the womb. They have never needed to cry to indicate their distress at having an empty stomach. Imagine how hard it must be to be born and to suddenly experience these unpleasant feelings. Moreover, think how horrible it must be for a baby whose parents are ‘trying to stretch out feeds’, even by just five or ten minutes. That’s five or ten minutes of the baby trying to tell you ‘I need help, my tummy feels funny’ and you not responding. Whether you are breastfeeding or formula-feeding, it is so important that you are led by your baby’s demands for food.

I don’t like the phrase ‘demand feeding’. I think it adds to the bizarre notion that babies are manipulative and fighting for control by demanding food, now! It is much better to think of it as ‘cue feeding’, which reflects the fact that parents are watching their baby for their hunger cues so that they know when to feed them.

Many sleep experts advocate setting a feeding routine early on, in order to get a baby sleeping through the night by four months. This is just not realistic. It does not stop the baby from feeling hungry or uncomfortable, it simply makes them give up trying to communicate their needs. Feeding a baby on demand does usually mean more awakenings than a baby fed to a schedule, but research shows that those fed on demand cry significantly less than those who are not,5 which I think is a very worthwhile trade-off.

Replicating the constant darkness of the womb

I think this one is pretty obvious. What is perhaps less obvious is your baby’s perspective on the world. Imagine lying in a Moses basket looking up at the ceiling and being unable to look away from the bright electric light directly overhead. Or lying in a buggy looking up at the bright sun, unable to shield your eyes. What about a camera flash pointed in your face? If we think of a baby’s perspective on the world, we suddenly see how light can adversely affect them in ways we might not have imagined. In the evenings, when the sun sets, we should honour that natural darkness wherever possible, especially in the room where we want our baby to sleep. If you need to use light, make sure it is on the red wavelength.

Replicating the nakedness experienced in the womb

How strange it must feel for a baby, who is used to nothing more than warm water touching his skin, to suddenly be wearing a scratchy nappy or have a press stud against his skin. How odd it must feel to wear socks or shoes and a hat. I don’t know if what a baby wears impacts on their sleep, but common sense tells me that if they are uncomfortable it’s quite possible that it does. For this reason I prefer to dress my babies only in soft cotton sleep suits, particularly for the first twelve weeks, when they are transitioning to the feel of wearing clothing. If a baby is comfortable in soft natural fabric, without any restrictions such as waistbands, collars or the like, it must be easier for them to sleep.

Replicating the constant noise heard in the womb

The sound of waves crashing on a beach is one of the most wonderful things about going on holiday. The same sort of sound also calms young babies, reminding them of their mother’s heartbeat and the whooshes and flowing noises her body makes from the inside. There are many ways of reassuring babies via sound, from holding them close to our chests where they can hear our heartbeat, to using specially composed ‘white noise’ and ‘pink noise’ recordings and apps to soothe them. Remember that this noise needs to be present for as long as you would like the baby to sleep for, in order to be effective. The noise should be present when the baby wakes between sleep cycles, almost as if you are saying, ‘It’s OK, I’m still here, you’re safe to go back to sleep.’

Replicating the lack of smell in the womb

In utero, surrounded by water, it is natural to assume that a baby cannot smell. Once they are born, however, they encounter smells for the first time. In utero, they taste: they practise swallowing amniotic fluid and the smell of this same fluid has been shown to have a calming effect on them. Research has shown that babies who are exposed to their amniotic fluid after birth cry significantly less than those who are not, with scientists concluding that ‘the foetus may become familiar with chemical cues present in the intrauterine environment’.6 It is said that amniotic fluid has a faintly sweet taste, similar to that of breast milk. It follows that, to babies, the smell of their mother, and especially her milk, will be especially calming. It’s not surprising then that they show a strong preference for their mother’s scent.7 One obvious way to help calm a baby to sleep therefore is to hold him skin to skin to the mother’s chest, enabling him to not only feel her warmth and hear her heartbeat, but also to smell her.


A NOTE ABOUT DUMMIES

Many parents ask me if they should offer their newborn a dummy and whether there are any drawbacks if they do use one. This is an area in parenting where there really is no cut-and-dried answer. For many babies, particularly those who are bottle-fed, a dummy can dramatically calm them and help them to sleep, while others may not take to one and, for some, particularly those who are breastfed, the risks certainly outweigh the benefits.

Pros of dummy use

• Can help to calm a fractious baby.

• Can help a baby to begin a new sleep cycle.

• Limited research shows dummy usage may reduce SIDS, but it is commonly critiqued by professionals who question its validity, especially the fact that some of the research was sponsored by a dummy manufacturer.

• Can give parents of bottle-fed babies a good way to calm their baby if the baby only wants to suck rather than feed.

Cons of dummy use

• Can inhibit the establishment of breastfeeding.

• Can cause orthodontic problems.

• Can cause ear infections.

• Can become addictive – and hard to get rid of – and cause sleep problems once the baby is older.

• If the dummy falls out during sleep it can cause a problem in the ‘danger zone’ between sleep cycles and the baby may need parental help to reinsert it.

If you decide you would like to use a dummy with your baby here are my suggestions for how to do so:

• Wait until breastfeeding is well established. Don’t use a dummy for the first month if you are breastfeeding.

• Only give your baby a dummy when they really need it (for instance, if they are crying) and take it away as soon as your baby is calm, to prevent dummy use becoming habitual.

• Try to get rid of the dummy by the time your baby is six months old. Any longer than this and it’s likely to be tricky to wean your baby off it.

• Some babies really don’t take to dummies. If your baby is one of them, don’t persevere with trying to get them to take it.



What to expect of your baby’s sleep from birth to three months

Nobody really knows how much sleep a newborn needs and, at best, the guidelines are estimates based on educated guesswork and do not account for individual differences.

What to expect at birth

After birth, babies take what is known as a ‘recovery sleep’, meaning that they can often sleep for several hours, which frequently lulls new parents into a false sense of security. In the first few weeks, babies sleep an awful lot, both day and night. In the first month, babies spend around 80 per cent of their day asleep.8 Most newborns get between sixteen and seventeen hours’ sleep in any given twenty-four-hour period.

What to expect at one month

At the age of one month, babies take an average of three to four naps per day, totalling around seven hours.9 Total twenty-fourhour sleep is around fifteen to sixteen hours, which is divided between 45 per cent in the daytime and 55 per cent at night.10 At one month, most babies wake between three and four times a night.11

What to expect at two months

At two months, total sleep per twenty-four-hour period averages around fifteen hours.12 Daytime sleep is around five hours, with around nine to ten hours taken at night, meaning that daytime sleep has now reduced to 35 per cent of the total sleep taken in a twenty-four-hour period, with 65 per cent of sleep happening at night.13

What to expect at three months

Research indicates that, by the age of three months, 58 per cent of babies are capable of sleeping for stretches of up to five hours. However, this means that 42 per cent are still not sleeping for longer than four hours straight.14 Other research indicates that 46 per cent of all three-month-olds still wake regularly every night.15 Daytime naps begin to decrease in frequency and length at this age, although just over 10 per cent of three-month-olds do not take daytime naps every day.16 Average sleep per twentyfour-hour period is now around fourteen hours, with around 75 per cent of this now taking place at night,17 indicating the development of a circadian rhythm.

Making sure feeding is going well

Of particular relevance in the first three months is how feeding is going, particularly if you are breastfeeding. Many sleep problems have their roots in feeding difficulties, the main culprits being a bad latch, and tongue and lip tie. In all cases it is likely that feeding will be painful and the baby unsettled, both on the breast and off. They are likely to be hungry and find it difficult to settle, and their sleep is likely to be adversely affected, both day and night. It is particularly important that you consult a lactation consultant if you are breastfeeding, to check that there is nothing wrong with your latch and that your baby doesn’t have a tongue or lip tie, causing feeding difficulties. Tongue tie can affect babies who are formula-fed and, in such cases, a visit to a lactation consultant is important.


WHAT IS TONGUE TIE?

Tongue tie occurs when the baby’s tongue is held too tightly to the base of their mouth. This occurs because the frenulum, the piece of skin connecting the tongue and mouth, is too short. Often babies with tongue tie will have a heart-shaped tongue and may find it hard to poke their tongue out; however, the tie can also be posterior, or at the back of the mouth, which is harder to spot.



The lasting effects of the birth experience

One possible effect on infant sleep that is not considered nearly enough, by parents or professionals, is the impact of the birth itself. Birth can have very real and lasting physical and psychological implications for the baby and the mother, and the well-being of each can, understandably, affect the other, especially when it comes to sleep.

Babies can often suffer from lasting physical effects from their birth if it has been via Caesarean section or was an assisted delivery, such as ventouse or forceps, as well as when the labour has been either especially long or the baby has malpresented (is lying in a difficult position, or stuck). The impact of their head being constantly pushed down into a pelvis at an awkward angle for the duration of the labour can leave babies in quite some discomfort. They can also suffer from torticollis (severe stiff neck) and are left unable to turn their head. Aside from the discomfort caused, this can also have an effect on feeding, meaning that a baby will not feed from one breast or cannot move their head in such a way as to get a good latch. In addition, they may sleep with their head to one side only, which can put them at risk of plagiocephaly (flat-head syndrome). Understandably, this discomfort can have a detrimental effect on sleep.

Cranial osteopaths also talk about the movement of the baby’s cranial bones during labour. As the baby’s head moulds, to enable him to fit through the birth canal, the cranial bones move and overlap. The bones usually return to their normal position over a period of a few days following the birth, mostly via the process of the baby sucking, which moves their upper and lower jaw, and this in turn stimulates the base of their skull via their palate. Sometimes, however, things don’t return to normal and an abnormal skull compression becomes noticeable as a result of the baby’s feeding habits and need to suck much more than usual. If the baby’s vagus nerve (the cranial nerve directly linked to digestion) is compressed this can also have noticeable effects on a baby’s digestive system, causing pain. All of this is more likely to happen if the labour is long, the baby is malpresented or is born via emergency C-section, forceps or ventouse. For babies who have had a difficult birth and are fractious, a visit to a good paediatric physiotherapist or cranial osteopath can make a profound difference, especially to the baby’s sleep.

If your baby was born via C-section, or you or they had antibiotics during or after the birth, you may want to consider investigating giving your baby a probiotic supplement, to recolonise their gut with good bacteria, particularly if they seem to be colicky or very unsettled.

Birth doesn’t just affect the baby, of course; it also affects the mother, often profoundly. So many facets of the pregnancy and birth experience can be perceived to be traumatic, indeed the birth doesn’t have to be ‘traumatic’ or dramatic in order for it to negatively affect the mother. It seems that the greatest impact on the mother’s perception of her birth experience is not the actual mode of birth itself; it is how she was treated during the whole experience. The most important factor is the amount of control she felt during the birth. Birth can be a scary, lonely and undignified experience and whatever others say about the birth, how the mother feels can be quite different, and rightly so. Experiencing a traumatic birth can impact profoundly on the experience of parenting. As we know already, babies pick up on their mother’s stress and a baby’s distress affects the mother, leading to a vicious circle of stress and anxiety. I often find that babies who sleep particularly fractiously have had a traumatic birth in some way and the mother has some unresolved trauma.

I cannot emphasise enough how important it is for parents to look after themselves. Too many parents sacrifice their own emotional well-being in a quest to look after their baby, but this self-neglect can often make the early days much harder for everyone. It is paramount that if you have any residual trauma from the birth you talk about it with someone (see Resources, page 289 for details). It might seem bizarre to suggest that talking about your birth experience will help your baby’s sleep to improve, but the link is there and in my opinion it is a very strong one.


A NOTE ON COLIC

Colic is said to affect around 20 per cent of all babies. It peaks at around six weeks of age and rapidly subsides by twelve weeks. Often babies seem to suffer more in the evenings between the hours of 5pm and 10pm, with many constantly crying and being incredibly difficult to settle. The official definition of colic, according to the Wessel criteria (named after the doctor who invented it), is a baby that ‘cries for more than three hours a day, for more than three days a week, for over three weeks’. This definition is commonly used in medical circles for diagnosing infantile colic, but it is important to note that colic is not a disease or even a medically recognised disorder. It is simply a label given to unhappy babies, where the cause of their crying is unknown. In essence, therefore, there is no such thing as colic.

This is something I strongly agree with. I am not saying that there aren’t babies between six and twelve weeks who are very unhappy and cry an awful lot. There are. But I do not believe that there is one cause, nor do I believe that they are crying because of some mysterious gastrointestinal problem or pain. I believe that colic, as we know it, is a label given to far too many babies who are suffering with many different problems, such as:

• tongue tie

• breastfeeding latch problems and oversupply issues

• cow’s milk protein allergy

• a less than optimal microbiome

• cranial compression or neck pain from the birth

• difficulty adjusting to life outside of the uterus, particularly the lack of holding and separation from their parents

• parental anxiety and stress

• overstimulation and overtiredness.

To cope with colic I suggest following the fourth trimester ‘womb to world’ points earlier in this chapter (see pages 136–47), coupled with a visit to a lactation consultant or breastfeeding counsellor. Colic is incredibly common and not something you have caused. Perhaps the most important thing to remind yourself is that it will not last for long!



Applying BEDTIME at 0–3 months

The first three months is all about getting to know your baby and helping them to make the transition from ‘womb world’ to earth side as gently as possible. Let’s look at how BEDTIME applies to newborns.

Bedsharing/Co-sleeping

Keeping your baby in close physical contact with you, in the daytime and at night, is important for bonding (skin-to-skin contact not only helps to soothe your baby, but helps you to release lots of oxytocin, the hormone of love and connection). Keeping your baby close by, in the same room, is also important to help protect them against SIDS. All of their sleep should be in the same room as you at this age, including naps, so it is recommended that all new families co-sleep (remember co-sleeping just means to share a room). Some will choose to co-sleep but use a separate sleep space for the baby, such as a Moses basket, bassinet or co-sleeper crib. Others will choose to bedshare following safe sleep guidelines. Bedsharing in the early days can really help to establish breastfeeding and can enable it to last for as long as possible. Many newborns only really settle well at night when they are in their mother’s arms, having been previously ‘held’ by her constantly during pregnancy.

Expectations

Newborns wake lots and their sleep is often erratic. While you may expect to see sleep patterns emerging naturally towards the end of this period, don’t forget that your baby won’t have a fully functioning circadian rhythm for most of this time. They simply don’t know the difference between night and day. Keeping your expectations to the minimum is wise with newborns. Similarly, this is not the time to even begin to think about changing their sleep with any form of training. What you can do is to focus on setting up things for the future, such as the ‘Imitating you’ and ‘Environment’ sections of BEDTIME. Don’t expect these to have a positive impact at this age though.

Diet

At this age night waking is important as it protects against SIDS, and frequent night feeds are important to keep your baby well hydrated and to ensure that they grow well. If you are breastfeeding these frequent feeds, and what is known as ‘cluster feeding’ (lots of shorter feeds close together, particularly in the evening), are working to build your milk supply. It may feel like you are not making enough milk and that your baby is therefore not settled; however, this somewhat erratic feeding behaviour is actually how your baby makes sure that you do have enough milk in the future as they get bigger. If you are feeling discomfort during or after feeding, or your baby seems more unsettled than most, do arrange an appointment with a breastfeeding counsellor or lactation consultant to check that you have a good latch and that there is no tongue tie causing problems with feeding.

While your baby won’t be eating solids at this age, it is possible that your diet can affect your baby. Be mindful of the signs of CMPA (for both breastfed and formula-fed babies) and speak with your GP if you suspect your baby may be affected. Finally, if you had a C-section, or antibiotics (for either yourself or your baby), or you are exclusively formula-feeding, you may want to research the microbiome and the use of probiotics, particularly if your baby seems colicky and unsettled.

Transition objects

At this age your baby should not be left with any loose items in their cot or crib, however, it is a perfect age to think about conditioning a comfort object. This could just be a muslin that you pop over your shoulder while you feed, or a specific soft toy. Every time you hold or feed your baby, try to put the object close to your baby, gently stroking it on their face and putting their hands on it. Hopefully, in time, your baby may begin to form an attachment to it, which can really help their sleep in the future.

Imitating you

For newborns, think about the idea of the fourth trimester and replicating the womb world. So, consider swaddling (following safety guidelines), babywearing in a stretchy wrap sling, using white or pink noise (to replicate the swoosh of the digestive system and heartbeat) and co-bathing. This is not the age to introduce any other scents apart from you. It’s important that your baby smells just your natural smell, in order to aid bonding. This also applies to any toiletries you use to wash your baby: unscented is best at this age. Finally, don’t be afraid to hold your baby too much. It just isn’t possible! Hugging literally grows brains, especially the parts of the brain that are responsible for emotion regulation (i.e. self-soothing). The more you hug your baby, the more confident and brainy they will grow to be!

Methodical sleep timings

This is not the age to think about timings and setting your baby’s day to the clock. At this stage, the best thing you can do is ‘go with the flow’ and watch and learn your baby’s natural patterns. While I am not at all a fan of schedules (doing things at specific times every day), routines (doing the same things in the same order), on the other hand, are something different. Babies are not robots. I know that is a ridiculous thing to say, but I sometimes wonder if we forget that they are tiny, thinking, feeling beings with needs. Think about the last twenty-four hours of your life. When did you decide to eat, drink, rest, look at social media, talk to your friend/partner/relative and go to sleep? Did you do all of these activities based on the clock? Or did you do them in response to physical and emotional internal drives? In other words, did you eat because you were hungry, drink because you were thirsty and sleep because you were tired? Or did you do these things because the clock struck twelve, or ten? Can you imagine how frustrating it would be to have somebody override all of these innate drives and tell you exactly when you could – or, more importantly, couldn’t – eat, drink, play, sleep and rest? Why do we impose this on babies? Why do we think we know their levels of hunger, thirst, tiredness and need for human interaction better than them?

In the first few months of life, when a baby is tiny, responsive feeding is even more important, especially if you’re breastfeeding. Setting the clock on breastfeeding is a sure-fire way to make it stop prematurely. Schedules and breastfeeding just don’t work. Babies fail to thrive, the milk supply dwindles and, inevitably, breastfeeding stops before mum and baby are ready to cease. It’s not just eating that is impacted negatively by schedules. To set sleep to a strict schedule for young babies without a fully functioning circadian rhythm is naïve and unhelpful. The healthiest approach to sleep for a baby? Be responsive and mindful of the baby’s ever-changing needs and cues.

Does this mean routines are bad too? No, it doesn’t. Everything I have discussed so far relates to schedules – artificially imposing rigid timings. A routine can be – and is – different. We all incorporate routine into our lives, even if we don’t think we do. At night, I go to the bathroom, wash, brush my teeth, go to the toilet and then get a glass of water to take to bed. That’s a bedtime routine. It’s one I repeat wherever I am. The timings vary though – often by hours, because I go to sleep when I’m tired, not because of setting an arbitrary bedtime. Babies and children thrive on routine. Doing the same things in the same order, in the same way, helps them to make sense of the world and to feel safe by giving them a sense of predictability. Research agrees that the best way to encourage sleep is to have a great bedtime routine. What the research doesn’t say, though, is that this routine must be kept to a strict schedule. Timing doesn’t matter; order and content do.

In the early days I would never set a routine to the clock. Learning your baby’s cues and needs is vital. I wouldn’t dream of imposing any timings, no matter how loose, on a baby under twelve weeks of age. In a sense, you start routines from birth, you just don’t know it. Singing a certain song, using wipes, then cream, then putting on a new nappy – this is a routine! As is bath, moisturise, cuddles, feed and sleep. These routines tend to appear entirely naturally. Until then, just try to enjoy the unpredictable beautiful chaos of the newborn period and resist any urges to try to control anything. Flexibility is key. Some babies will naturally settle into their own patterns and be very predictable from a very young age. Most will take longer; but trying to find your own groove – together – is so much better than any prescribed schedule you may come across.

Environment

It is never too early to think about good sleep hygiene – creating a sleep-friendly environment. The most important element for newborns is lighting: keeping things dark (or lit with redwavelength light only) at night and bright in the daytime. Aim to expose your baby to natural daylight each day. A walk outside on a sunny day is a great way to help their circadian rhythms mature, for instance. Also, be aware of humidity levels and temperatures, as newborns have immature circulatory systems. I would always advise using sleep sacks that contain their feet. As they are not yet rolling over you don’t need to worry about the burrito effect just yet!

The first three months is a time of immense change, for both you and your baby. The best advice I can give you at this stage is to try not to worry about sleep – and definitely don’t worry about creating ‘bad habits’. Just try to enjoy your baby, approach the days and nights with flexibility and be kind to yourself. Your baby isn’t the only one going through a life-changing transition.


Chapter 8
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Sleep at age three to six months

You’ve survived the fourth trimester and your little frog-legged newborn is really showing her personality and rewarding you with smiles and laughs. This period can be a magical time, when your baby is so much more fun to be around. On the sleep front, her circadian rhythms have kicked in and she probably has some sort of discernible pattern to her sleeping and eating. Your baby may now be sleeping for the occasional stretch of four hours during the night, if you are lucky. The days of cluster feeding and colic are almost all in the past and you are finally beginning to feel confident in your parenting abilities. You may be regaining some semblance of normality in your life and feeling a bit more in control than you did in the early weeks.

Mother Nature, however, has a funny way of making sure that we don’t become too complacent with our parenting. Just when you think things are on the up and ‘sleeping through the night’ may not be such a distant dream, your baby turns four months old and everything begins to deteriorate. You notice that your baby is beginning to sleep like a newborn again, perhaps worse. On top of that your baby can be grouchy and unsettled, but when you pick her up to soothe her it doesn’t seem to have the magical effect it did in the early weeks. All of a sudden you begin to doubt your parenting abilities, just as you dared to think you were doing a good job. What on earth went wrong? Or, more precisely, what did you do wrong?

Perhaps your baby is teething? Her clothes are constantly wet and covered in dribble. She also puts everything into her mouth. Or perhaps she needs weaning (that’s what people tell you); perhaps that’s why everything is going into her mouth, perhaps milk alone isn’t enough any more and the constant night waking is because of hunger? If you’re breastfeeding you may be beginning to doubt if you have enough milk.

Getting back to normal is a double-edged sword, too. While it’s nice to regain some semblance of a routine, the early days of becoming a new parent are quite special, with all of the congratulations and visits. Now you don’t have a newborn any more you may feel you’re no longer considered, or treated, as if you or your baby are special. People no longer coo over your baby at the shops; the midwives and health visitors have stopped visiting. The congratulations cards have long since been taken down, the presents have stopped and the visitors have ceased to come. The latter may be a blessing in disguise, of course, since all your relatives have no doubt been asking how your baby is sleeping, before giving you their particular solution. It appears that parents of four- and fivemonth-olds are expected to know what they are doing and get on with it, without the help that was offered in the early months.

What to expect of your baby’s sleep at three to six months

An average three-month-old still wakes 2.7 times each night, and this increases slightly to waking on average 3.1 times each night by the time they are six months old.1 By the time they reach six months old, babies sleep for an average of fourteen hours in any twenty-four-hour period. The average four- to sixmonth-old goes to bed at 8pm and has three hours of daytime naps,2 giving them a ratio of around a quarter of their total sleep taken during the daytime and three-quarters taken at night.

Research looking at the sleep of six-month-olds found that only 16 per cent regularly sleep through the night, meaning that 84 per cent do not. Further research found that by three months of age, although 71 per cent of babies have slept through the night at least once, many relapse into more frequent waking after they turn four months old.3 In addition to this, 16 per cent of six-month-olds have no regular sleeping pattern at all.4 In short, between three to six months of age it is normal for babies to wake lots at night. In fact, it is more normal for them not to sleep through the night than it is for them to sleep through, which is shocking considering how many endorse sleep training from twelve weeks of age.

Why do three- to six-month-olds sleep so poorly, given that they now have a functioning circadian rhythm? Here are some of the commonly espoused reasons, some myth, some real.

Teething

Most babies cut their first tooth between six and ten months of age. While most parents tend to report that their babies suffer from pain and sleep disturbance during teething, this is not actually backed by research.5 Often parents mistakenly think teething is the cause of their baby’s sleep and behavioural changes.

Most babies begin to really dribble between three and four months old. Many attribute this to teething, but it is actually due to their new-found developmental obsession with putting everything in their mouths, and the maturation of their salivary glands. Babies are hard-wired to explore objects with their mouths, from their hands to toys, which is rarely related to teething. Dribble also contains digestive enzymes and due to the rapid development of the baby’s salivary glands at four months of age, this is secreted more prolifically, indicating a baby’s growing potential to digest solids within the next few months.

Weaning

How many times has somebody told you that your milk isn’t enough to satisfy your baby, that you should top up breastfeeding with a bottle of formula at bedtime, or how you need to give them more than just formula milk? We seem obsessed with filling babies up in order to get them to sleep through the night. This is naïve on so many levels, from the mistaken belief that babies only wake due to hunger (they don’t), to believing that weaning onto a few spoonfuls of rice or vegetables will provide a baby with more nutrients than milk (it doesn’t).

The World Health Organization suggests that babies are ready to be weaned onto solid foods at around six months old. In the UK, the NHS website says that ‘Research shows that babies need nothing but breast milk or infant formula for the first six months of life.’ A baby’s digestive system is not mature enough to cope with anything but milk until they are around six months old and early weaning carries numerous risks. Even after a baby is weaned onto solids, their nutritional needs should be met mostly by milk, which remains an important part of their diet. The early days of weaning are all about introducing taste and texture to babies, not about the amount of food they consume. Some even find that a baby’s sleep regresses after the introduction of solids, commonly due to constipation and other digestive discomfort experienced by the baby.

Many people mistakenly believe that when a baby wakes more at night, especially if they take extra milk feeds, they are showing signs of needing to be weaned, but experts agree that this is a normal developmental milestone and not a sign of readiness for weaning at all. The same is true for babies who put everything in their mouths, as discussed above.

True signs of a readiness to wean include:


• being around six months of age

• the ability to sit upright (with support if necessary)

• the ability to pick up food themselves with their hands and put the food in their mouth

• loss of the tongue thrust reflex, and being able to swallow food. Younger babies who are not ready to be weaned will push everything back out of their mouth with their tongue.



Developmental spurts

This is the real reason why three- to six-month-old babies tend to sleep so erratically. Developmentally, so much is happening at this age. Just think about all of the new skills your baby now has and how quickly they have developed them. This is a time of enormous change and development, not just the obvious physical growth, but, more importantly perhaps, in the brain.

I vividly remember what it is like to parent four- and fivemonth-old babies. This age was perhaps the hardest with all four of my children; not just because of the broken night-time sleep, but during the day, too. Although I felt sorry for myself, because of the sleep deprivation and frustration I felt while trying to calm my babies, I realised that I felt far more sorry for my babies. At four or five months, babies are much more alert and they seem to understand so much more, but their bodies are still effectively pretty useless: they can’t sit unaided, can’t crawl and can’t stand. Although they can now pick objects up, they won’t be able to let them go again for a couple of months. Can you imagine how frustrating that must be? It may be hard parenting a four- or five-month-old, but imagine how hard it is to be a four- or five-month-old!

So much happens developmentally between the ages of three and six months. Physical strength develops rapidly and babies become much stronger and more able to do things, such as grasp and move their body with purpose. Their vision continues to improve and, with it, their hand–eye coordination. Sensory processing matures dramatically at this stage too, which is why everything gets put into their mouths, perhaps the most sensory area of the body because it is capable of touch and taste.

As they near the end of their first six months of life, babies become much more aware of their surroundings. With this new awareness comes the ability to recognise people. Do you remember when your baby was a newborn and would happily be cuddled by anybody? Now they want you, and only you, because they recognise you and, perhaps more importantly, they realise when you are not holding them. Further leaps in brain development kick-start language acquisition, with the emergence of babbling at around this age. All this happens in just twelve short weeks, so imagine how exhausting and confusing that must be for your baby. It’s like you learning to speak Russian, acquiring a black belt in karate and becoming fluent in sign language in only three months: pretty amazing and a bit mind-blowing all at once!

As well as being amazing, this dramatic development can also be quite scary and unsettling for babies, leading them to need your presence and comfort perhaps a little more than they needed you previously. I imagine it’s a bit like you’ve emigrated to somewhere with an entirely different climate, a different language and different food. You would probably feel pretty unsettled, not to mention confused. How might you react to such an upheaval? Would it be fair to say that you might want to cling to those you love or those things that remind you of home? Would it be fair to say that you might be a little cranky in your new overwhelming world of change? Would it be fair to expect that due to all of this upheaval you may find it a little hard to sleep? With all of the new experiences running through your mind it would be pretty hard to switch off, especially when you do finally get to sleep and then wake up in strange surroundings only two hours later. Perhaps you might crave the comforts of home as reassurance? To your baby you are their home; indeed you were their home for nine months, so it’s only natural that they want to be with you more.

I think this is how life is for a three- to six-month-old, especially when things come to a head at four to five months, the peak developmental-spurt age. Try to imagine how overwhelmed your baby is feeling. In many ways, as exhausting as it is, he is giving you the ultimate compliment by telling you that he needs you, and you are the one thing in the world that helps him to feel safe and secure. Can you imagine though, amidst this upheaval, introducing solid foods? Moving a baby into their own room or starting sleep training? These things would surely add to your baby’s stress. I strongly believe that the key to surviving the four- to five-month developmental spurt is to change as little as possible.

In fact, if anything needs changing at this stage, it may be in the way you treat yourself. This stage will pass, but you must be kind to yourself, as well as your baby, while you are going through it. What support do you have? Can you ask anyone to help you? What might you be able to put on hold for the next few months while you help your baby navigate this critical period of their development? It is vital that you take care of yourself now and keep reminding yourself that this stage will pass.

A note on crying it out and crying in arms

For many parents this can be a really difficult time, particularly when their best efforts to soothe their baby fail. Many worry that they can no longer soothe their baby’s cries and wonder what they have done wrong and why their previous fail-safe methods no longer work. I have come to the conclusion that sometimes babies need to cry and sometimes, as parents, the best thing we can do is to be with them and to allow them to cry while we are there for them. I do not mean that you should leave a baby to cry alone in their cot, or in a different room, even if you are periodically returning to check on them: this is something I do not agree with. What I mean is that sometimes babies seem to need to cry and we need to accept this and not worry about stopping the crying all of the time. Crying in your arms is totally different to leaving a baby to cry alone, however briefly.

The difference between crying it out and crying in arms

The easiest way to explain this is by asking you to imagine yourself very upset, and that whatever is causing the upset is so great you cannot stop crying. Imagine sobbing uncontrollably, unable to stop your tears and soothe yourself. Imagine those big heaving sobs that wrench your whole body upwards and shake you to your core.

Now, pick one of these two scenarios:


1. Your partner sees you crying and asks if you are OK. You are too upset to respond. He or she tells you, ‘It’s OK, you’re OK, you’re going to be fine,’ puts an arm around you, gives you a big hug and walks out of the room closing the door. Or perhaps he or she doesn’t leave the room, but goes to sit on a chair nearby, not touching, talking to or looking at you. You continue to cry uncontrollably, feeling so alone, isolated, confused. In pain.

2. Your partner sees you crying and asks if you are OK. You are too upset to respond. He or she comes over to you and asks if you would like a hug. You nod. You feel their arms embrace you and you melt into them. They say, ‘I’m right here for you, I’m not going anywhere.’ Their arms tell you that they care enough and are strong enough to remain present through your tears. They don’t belittle you or try to tell you it’s OK. You still cry. The pain (whether emotional or physical) is so all-consuming you can’t stop. Knowing that somebody who loves you is strong enough to contain your tears makes you feel loved and, although you cannot stop crying, that knowledge helps. The oxytocin you release from the hug adds to the feeling of comfort and reassurance.



Which one did you pick? Can you tell the difference between the two responses above? So long as you are calm and your baby is in your arms, held lovingly, I believe that allowing them to cry is fine. In fact, sometimes it is better than fine because occasionally babies simply seem to need to release their frustrations through their tears. Effectively, when you hold them and allow them to cry, what you are saying is, ‘It’s OK, I hear you, I’m here for you, you’re safe and you are loved, I can be strong enough for you to express your emotions.’

As parents we need to realise that our aim is not to always stop the crying. Our aim is to be present and empathic with our babies during the tearful moments. Our purpose is to act as an external regulator at a time when the child is too immature to regulate their own emotions (to ‘self-soothe’). Our worth as a parent should not be measured by our ability to ‘stop the crying’. Our role as a parent is to be big enough, mature enough and calm enough to contain our child’s tears and remain present to comfort them when they do eventually stop. Many parents feel that they have somehow failed if they are unable to stop their baby’s tears, but I think being able to just ‘be’ with a crying baby is helpful to them, and definitely not a failure.

When your baby won’t settle for anybody but mum

Every time I give a presentation or run a workshop about sleep with parents, I can almost guarantee a dad will come up to me at the end and, sheepishly, say, ‘Can I ask you a question? Why does our child not settle for me?’ They describe hours of trying to soothe a crying baby, trying to get a toddler to sleep, or trying to comfort a hurt or sick pre-schooler. The scenarios, whatever they are, almost always end the same way: ‘He will only settle for my partner, I don’t know what I’m doing wrong. Does he just love me less?’ This is understandably upsetting, to both parents. The ‘shunned’ parent often feels as if their attachment to their child, or rather the child’s attachment to them, is somehow poorer than that between the child and the favoured mother. They worry that things will always be this way. They feel left out and somewhat hopeless, unable to give the mother a true break as they cannot settle the child as she can. My response is always the same. This is normal. In fact it’s common, and it will pass. Dad has done nothing wrong. The primary attachment in the first three years of life is almost always with Mum. This isn’t a sexist stereotype. The baby has known her for nine months longer than anybody else. That’s quite some head start on attachment! To add to this, if the baby is breastfed they will see mum as their world, the provider of food, drink, warmth, safety and security. She is literally their everything. As wonderful and loving as Dad is, it is totally understandable that the initial relationship won’t be the same.

This strong preference for mum won’t last for ever though. As the child grows and the reliance on ‘the boob’ lessens, so their attachment will grow with other people, especially Dad. In the years to come it is highly likely that father and child will be ‘as thick as thieves’ and it is Mum who will be on the outside looking in. This initial super-strong attachment with Mum, though, is totally normal and very healthy. It is normal for children to be incredibly upset if the bond is temporarily broken. It is healthy to have separation anxiety. It is healthy for them to be distressed if they are with anybody who isn’t Mum, even if that’s Dad. What happens if she needs to go out and Dad needs to do nap or bedtime duties? I think changing the goalposts here is important. Dad’s goal shouldn’t be to stop the crying; it should be to support the child while they cry. It’s OK that your child cries; it’s not OK that they cry alone. It’s a big deal for dads to hold a crying baby or sobbing toddler who needs their mum. His hold tells them: ‘It’s OK, you’re not alone, I’m here and I love you too. I know you miss your mum, but I am strong enough to cope with your tears and support you until she is back again.’ We know that this has a very different physiological effect on the child than crying alone.

Until the attachments naturally change, think of ways for father and child to have their special time and activities. Things that work well, are:


• Shared baths

• Shared breakfasts (especially to give Mum a few more minutes in bed)

• ‘Rough and tumble’ play (dads tend to be more natural at this!)

• An evening walk together

• Saturday morning trips to the park, library or a friend’s house

• After-dinner play, or story time



This ‘special time’ can help both to bond and, in time, will aid in the shift in attachment in Dad’s favour.

Applying BEDTIME at 3–6 months

This stage is all about transitioning out of the fourth trimester and your baby gaining more confidence in the world alone. That doesn’t mean they are ready to sleep independently – far from it. They still need your help with that. What it does mean is that they don’t need you to mimic life in utero, but rather to help them to feel safe and settled by responding to their needs. Let’s look at how BEDTIME applies to three- to six-month-olds.

Bedsharing/Co-sleeping

At this age it is still important to keep your baby close to you for all of their sleep, both day and night. This means that naps and night sleep should still be in the same room as you, i.e. cosleeping, although your baby may now be happy to sleep in their own space in your room. Many believe that using a baby monitor, or a breathing sensor, is protective against SIDS, and that babies are safe to be in their own room for naps or night sleep. Unfortunately, this is not true. These monitors and alarms do not prevent SIDS and do not keep babies safe; the only thing they can do is to alert you once your baby has already stopped breathing. This is why they are not recommended by SIDS organisations.

At some point between three and six months old, most babies grow out of their Moses baskets or newborn-sized bassinets. If your baby is not happy to sleep alone in their cot and you don’t want to bedshare, then a co-sleeper crib can be a good compromise. Bedsharing, following safety guidelines, still provides the most realistic opportunity for the best sleep for most families at this stage, however.

Expectations

Your baby’s circadian rhythm is functioning pretty well at this stage, so they should know the difference between night and day, or, in other words, you should see some distinct sleep patterns starting to emerge, with significantly more sleep happening at night than in the day. Sadly, this doesn’t mean that their sleep will necessarily be ‘good’ at night. This is a particularly tricky age for sleep, with the ‘four-month sleep regression’ affecting most babies. It’s quite common for sleep to take a nosedive at this age, and babies who previously slept ‘well’ at ten, eleven, or twelve weeks, to start waking much more frequently and becoming more unsettled. This will pass and it isn’t because of anything you have done wrong.

Diet

Night feeds are still very important between three and six months, as babies of this age ideally should not be weaned on to solid food yet. This means that they need to feed regularly throughout the daytime and at night. Some babies may feed more in the daytime and sleep for long periods at night, without a feed; however, most will be feeding just as much at night as they do during the day – often more so. Usually when babies start to develop more physical skills, such as rolling or sitting up, and become more interested in the world around them (for instance, taking an interest in toys), they become a little preoccupied during the daytime, which means they follow a pattern known as ‘reverse cycling’ at night. This means that they take most of their milk intake at night, when the world is boring and quiet and there is nothing to distract them. This is a very common and normal pattern of feeding at this age. It will naturally pass as your baby grows and it is definitely not an indication of them needing to start on solids or switch to formula milk in order to ‘fill them up’.

Transition objects

At this age your baby should still not have any loose items in their cot; however, it is still a good idea to continue conditioning a comfort object during the daytime. As with the newborn period, this could just be a muslin that you pop over your shoulder while you feed, or a specific cuddly toy. Every time you hold or feed your baby, try to put the object close to your baby, gently stroking it on their face and putting their hands on it. Hopefully, in time, your baby may begin to form an attachment to it, which can really help their sleep in the future.

Imitating you

This is a good age period to introduce a special scent that your baby can link with you. Make sure you choose an aromatherapy oil that is safe for use around babies and start by wearing a couple of drops of the oil as perfume every day. Your baby should begin to associate the smell with you, which means that, eventually, they may feel you are still with them even when you are not. Popping a couple of drops of the conditioned oil into a vaporising diffuser at nap time and at bedtime can help to gently scent the room and remind your baby of you. This is also a good age to switch to using alpha music, instead of white or pink noise. Make sure you use only one track, played on repeat (don’t play a whole album or playlist), and choose music that is sixty beats per minute with a very repetitive melody, minimal instruments and no vocals. Play this recording during the bedtime routine, or just before a nap, and leave it playing for the duration of sleep at a low volume (think background music in a restaurant).

Finally, try to avoid putting your baby down once they are asleep. This can trigger a falling reflex, which can wake them, and it can also really unsettle them when they wake in a different location to the one in which they went to sleep. It is absolutely fine to feed and cuddle to sleep, just make sure that you are the one that does the moving when your baby is asleep, not your baby. What does this look like in reality? Bedsharing, or using a co-sleeper crib with you lying right at the edge of your bed and feeding and, or, cuddling your baby to sleep lying in their crib. When they are asleep gently move yourself away, but don’t move them.

You can also use a mat on the floor for sleep, or investigate the idea of a floor bed, something I cover in detail in the next chapter. If you currently rock your baby to sleep, try to stop rocking just before they fall asleep, so that they don’t need movement every time they enter the ‘danger zone’ at the end of a sleep cycle. Each day aim to slow the rocking down a little and stop a little sooner, until you end up standing or sitting still just holding your baby while they drift off to sleep. Aim to ‘rock to calm’, not ‘rock to sleep’. This can be quite a long process, but if you are very consistent you can usually wean them off rocking within a couple of weeks. Just remember, it is OK if your baby cries as long as you are holding them and offering comfort in other ways. It’s very unlikely you will be able to wean rocking without any tears, but you can do it as kindly and as gently as possible by holding and comforting your baby in your arms.

Methodical sleep timings

This is a good age to start thinking a little about sleep timings, and it is a particularly appropriate age to start implementing a bedtime routine. When it comes to sleep timings, I always advocate flexibility. It can be highly depressing for you to live your life according to the clock, especially with a baby who can’t tell the time! At this age, aim for a window of around 30 to 60 minutes either side of a suggested time. So, for instance, with a bedtime (sleep onset) aim time of 8pm, that would mean it could realistically happen anytime between 7pm and 9pm.

Most babies at this age have between four (at the younger end) and two (at the older end) naps per day, with these naps usually lasting anywhere between 30 minutes and 2 hours per individual nap. For more specific information on nap timing, see Chapter 13.

What would a good bedtime routine look like at this age? My suggested routine is as follows (but please remember that these timings are a guide, they are flexible and not fixed):


• 6pm – Be aware of the lighting in your living area: dim ceiling lights or, better still, turn on lamps. In the summer, consider closing blinds and curtains. Turn off all screens.

• 6.30pm – Start to calm down any play. This is a nice time to share some books or play with a quiet toy, such as a shape sorter.

• 7pm – Bedtime routine starts. Prepare the room your baby will sleep in, with sleep-friendly lighting, their aromatherapy diffuser and alpha music. A bath is a lovely way to start the bedtime routine, but remember to be very careful about lighting in the bathroom and try not to make bathtime too playful or stimulating. If your baby doesn’t like a bath at this time, then skip straight to the next step.

• 7.15pm – Go into the bedroom your baby will sleep in, give them a massage (this doesn’t have to be anything elaborate, just focus on the skin-to-skin contact, rubbing lotion into them), put on a fresh nappy and get them changed into their night clothes and sleep sack.

• 7.30pm – Breast or bottlefeed and give lots of cuddles until your baby is asleep. Remember to try to get them to sleep in the place they will wake up, rather than put them down asleep into a cot. All sleep should happen in the same room as you at this age. If you want to use screens after your baby is asleep make sure you turn down the brightness levels and also try to remove some of the blue light emitted, for instance by using a ‘night mode’ setting, or an app that helps to filter blue light.



Environment

A good sleep environment is the same at any age, so this is largely the same as the advice for newborns. You are still aiming to keep things dark (or lit with red-wavelength light only) at night and bright in the daytime. Try to expose your baby to natural daylight each day. A walk outside on a sunny day is a great way to help their circadian rhythms mature, for instance. Also, be aware of the humidity level and temperature in the bedroom, particularly in the winter with central heating systems drying out the air and potentially making the room too warm for the best sleep. I would still advise using sleep sacks that contain the baby’s feet until your baby is around six months old, due to their immature circulation.

Three to six months of age is a wonderful time. Your baby starts to really show their personality, so you are rewarded with plenty of smiles and belly laughs and hopefully you will start to feel a little more settled into your new role as a parent. However, it is often an age where parents can have unrealistic expectations of their baby’s sleep, resulting in a lot of anxiety. It is common for sleep to get a little worse than it was at the end of the fourth trimester. Many parents mistakenly think they have done something wrong and blame themselves for this sleep regression. It isn’t your fault! It is normal, common, and it will pass. Keep doing what you’re doing. Stay responsive to your baby and try to take care of yourself too. This tricky phase will pass.


Chapter 9
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Sleep at age six to twelve months

The second half of a baby’s first year of life is a lovely time, when their personalities really shine through and the frustration tends to lessen as they gain the skills of sitting upright unaided, crawling, cruising and sometimes walking. I loved introducing my children to solid foods and watching their wonder and amazement as they squished strawberries, chomped on pasta and pulled the funniest faces when they ate something sour or bitter. Many parents have become more confident in their parenting skills by now, and their baby is usually in a natural nap-time routine of sorts during the daytime and, with the baby’s circadian rhythm firmly establishing, nights are usually a little easier.

On the other hand, this is commonly the time that maternity leave ends for those who are returning to work and a baby has to cope with the transition to daycare, with whomever and wherever that may be. Combine this with the emergence of the dreaded separation anxiety and parents can often find themselves exhausted and frustrated, wondering if their child will ever sleep through the night and nap reliably in the daytime. This is made ten times worse by the incorrect general assumption that, by the age of six months, babies are capable of self-soothing, should no longer require night feeds and therefore should be sleeping through the night.

What to expect of your baby’s sleep at six to nine months

At the start of this period, only 16 per cent of babies are reliably sleeping through the night every night.1 Around 60 per cent of babies are sleeping for periods of five hours or more with some regularity and 13 per cent still wake at least three times every night.2 At six months, babies are sleeping on average around 10½ hours at night and 3 hours in the daytime. At this age, babies will be taking around 30 per cent of their sleep during the daytime and 70 per cent at night.

What to expect of your baby’s sleep at nine to twelve months

At this stage, babies sleep for around thirteen hours in every twenty-four-hour period: 10½ of these hours are taken at night with 2½ hours composed of daytime naps. Remember that these are just the norms of sleep and some babies will sleep for longer, while some will sleep less. Sleep is split between 80 per cent at night and 20 per cent in the day. This is, however, a very common time for sleep to regress, with night-waking becoming more frequent than it was between six and nine months. Research indicates that now only 40 per cent of babies are sleeping for stretches of five or more hours at night and that the majority are still waking at least once at night and usually needing parental input to get back to sleep.3

Why does sleep regress between eight and ten months?

It seems so cruel doesn’t it? Just as you have recovered from the four- and five-month sleep regression and think you can see light at the end of the tunnel, everything goes pear-shaped again. If you are lucky you might have had a few nights of uninterrupted sleep between the six- and eight-month period, but this luxury can spoil you, as it leaves you unprepared for the nasty shock when your baby begins to wake more than they have done for months. To add to this, nap times can reduce in length and often in frequency and your baby may not be so happy to be put down for a nap without you any more. Baby sleep often feels like it is two steps forward and one step back, but during this phase it can be more like one step forward and two steps back.

Why is it so common for sleep to be interrupted at this age? The answer usually hinges on two words: ‘separation anxiety’.

What is separation anxiety?

Some people would have us believe that this very normal phase of development is the ‘fault of the parent’; more specifically, the fault of parents who have made rods for their own backs, mollycoddled and created clingy children. They are wrong. Separation anxiety is an indication that the parents have done a great job. It’s a good sign. It shows that the parents have raised a psychologically healthy and completely normal child.

When babies are born, they have no idea that they are a separate entity to their mother. As far as the baby is concerned you may as well be his arm or leg, he sees you as such an integral part of his being. It takes a while for babies to realise that they are separate, but, more importantly, to begin to comprehend that their parents, in particular their mother, can leave them and, potentially, not come back. This knowledge heightens between six and eighteen months, usually peaking somewhere around nine or ten months.

Separation anxiety shows that your baby has formed a secure attachment with you, which is a strong indicator of a normal, healthy personality in later life. In the last century many prominent psychologists spent a long time researching attachment theory. This important work has led them to believe that true independence and confidence in children stem from a secure attachment to their mother (in particular) during their babyhood.

One of the best indicators of ‘secure attachment’ (the most desirable, and indeed normal, style of attachment) is a baby or young child who is comfortable exploring their surroundings when in the presence of their mother (or father), but who gets very upset when their mother leaves and will only calm when she returns. Society, however, tends to label this child as ‘clingy’ and sees this as a sign that the parents have not done enough to foster independence: in other words, they have failed their child. This couldn’t be further from the truth. Another incorrect assumption made by society is that in order to create a confident, independent child we must encourage them to be independent by leaving them alone for increasing lengths of time. True independence, however, is not learnt through rewards, punishments and sleep training. If you want your baby to be confident and independent, the magic answer is to allow them to form a trusting and secure relationship with you now.

An eight- to ten-month-old baby whose sleep regresses, who cries for his parents during the night and is reluctant to leave them for a nap during the day is not a cause for concern or an indicator of your inadequate parenting abilities. This behaviour is totally normal and a way of your baby congratulating you on your responsive and empathic parenting. It’s a great sign, however exhausting and infuriating it might be.

During this stage it is so important to empathise with your baby and to try to understand that this is a normal phase of development, albeit a scary one, for them to pass through. Keep reminding yourself that your baby is not trying to manipulate you, no matter what anyone else (especially of the older generation) says. Sadly, despite the research into attachment theory in the 1950s and 1960s telling parents that this is a natural and positive step in a child’s development, the findings didn’t really filter down into mainstream parenting advice. In fact, more babies of that time were probably raised by the advice of Truby King and his contemporaries, which focused heavily on parentled routines and ‘tough love’. Babies were fed strictly by the clock, at three- or four-hour intervals during the day and not at all at night, whether they cried to be fed or not. Babies were put into their own room straight from birth and parents were advised not to cuddle them too much or else they risked spoiling them. Most experts in this era believed that babies needed to be taught to be independent through periods of being left alone. This is the advice that many of our parents very likely grew up with and it is still perpetuated by many today. It’s no wonder that so many see ‘clingy’ nine-, ten- and eleven-month-olds as problematic and a reflection of parenting that has been ‘too soft’.


ATTACHMENT THEORY

Many people mistake attachment theory for attachment parenting. Although attachment parenting is based on the psychological attachment theory, it is not the same. Attachment theory hinges on the work of psychologists John Bowlby and Mary Ainsworth, whose work in the 1950s, 60s and 70s explored the importance of the relationship and bond between parent and child.

Mary Ainsworth’s famous ‘Strange Situation’ experiment studied the response of infants to being separated from their mothers and concluded that a child who had a healthy attachment with their mother would show great distress when separated from her and left with a stranger.

One important part of attachment theory is the idea of allowing a child to be attached (not necessarily physically) to their parent when they need to be and then to begin to detach (or what we would call ‘independence’) when they are ready. A child who is ‘attached’ to their parent at a young age is more likely to become independent than a child who has independence forced upon them by their parents, perhaps in the form of teaching them to self-settle. This letting go is as important as allowing a child to attach in the beginning, but is misunderstood by so many.

Psychologists have found that the attachment a child has with their caregiver during infancy is a strong predictor of their personality in later life, particularly in regard to the relationships they form with others in adulthood.



How to reduce the impact of separation anxiety

• Consider postponing moving your baby into their own sleep space. Most people are aware that it is safer for babies to sleep in the same bedroom as their parents for the first six months of life. After this, however, many are keen to move their baby into their own bedroom, often in the hope that it will improve their sleep. Keeping your baby in with you for just a few more months can often help your baby to feel more secure, which can actually improve their sleep.

• Consider your return to work. It is very common for mothers to return to work when their child is between six and twelve months. If possible, consider timing your return to work such that your baby is settled in childcare and has formed a close bond with their caregiver before separation anxiety hits, meaning when they are six or seven months old. Alternatively, could you postpone your return until separation anxiety has eased a little, post twelve months? Whenever you return, make sure that your baby has a close bond with their caregiver: for this reason many babies are better with a childminder or nanny than in a nursery environment. If your baby is at nursery, however, it is really important to make sure that they form a strong attachment with their keyworker.

• Help your baby to feel as close to you as possible when you are not there, whether during nap times and night times or if they are being cared for by somebody else. You can do this through the use of tactile objects, sounds and smells. You could give your baby an item of your clothing to hug, a muslin lightly spritzed with your perfume or even a photograph of yourself for them to look at. You could even record your voice, talking to your baby or singing a lullaby.

• Try to keep the rest of your life as constant as possible during this difficult phase – nine months is not the greatest time to go on holiday, for instance, or to start a trial session at nursery or the gym crèche.

• Be kind on yourself while your baby is experiencing separation anxiety. The real key to surviving this period is you. You can’t do much to speed your baby through this stage, nor can you stop them from feeling totally normal feelings, but you can change how you respond. In order to respond with compassion you need to nurture yourself. Sleep when you can; enlist help from people your baby already has a secure attachment with, even if it is just for them to sit cuddling your baby for an hour while you soak in the bath; ask people to prepare meals for you; and consider temporarily employing a cleaner or somebody to do your washing and ironing for you (using our local laundrette’s service wash was a godsend for me during this phase with my children). Find something that helps you to mentally relax – yoga, relaxation or mindfulness CDs or downloads, running, reading a good book and long bubble baths are all good.

• Keep reminding yourself that ‘this too will pass’. One day in the not so distant future you will look back fondly on the days that your baby needed you so much and smile, I promise.

• The easiest way to survive separation anxiety is with help from family and friends. This was summed up so well by the father of attachment theory, John Bowlby, who said, after his in-depth study of the effects of attachment and separation in the 1950s, ‘Just as children are absolutely dependent on their parents for sustenance, so in all but the most primitive communities, are parents, especially their mothers, dependent on a greater society for economic provision. If a community values its children it must cherish their parents.’

Avoiding putting down asleep – one key to better sleep with older babies

You may have heard the advice ‘put your baby down drowsy, but awake’ a lot. It is sensible advice in theory; however, in practice, it is usually much harder.

I agree very much with advice to avoid putting babies into cots once they are asleep. Can you imagine how unsettling it must be for a baby to fall asleep in the arms of a parent and wake up all alone in a cot? Even more unsettling if they have been placed in a different room to the one they went to sleep in. The actual motion of putting the baby down can be unsettling in itself, setting off a falling reflex that makes the baby release ‘alerting’ hormones they would usually release during times of danger. Certainly, going to sleep in one place (including in the arms of a parent) and waking in another can be very problematic when it comes to our waking ‘danger zone’ and for this reason I strongly suggest you avoid it. The problem with most of the mainstream sleep advice – that of always putting the baby down awake in their cot – is that most babies aren’t very keen on this approach. Usually parents will be met with lots of tears and a very unsettled baby who won’t go to sleep until they are picked up again. The simplest solution, therefore, is not to sleep-train and ignore the baby’s cries, but rather to avoid the source of the problem – the cot.

While Western society may consider baby cots and cribs the mainstay of infant sleep, they are fairly unusual in other parts of the world, such as Asia. Here, many parents will sleep on low beds, such as futons, with their babies. Replicating this approach and choosing to use a floor bed with your baby allows you to lie alongside them and cuddle and feed to sleep on their mattress and then move away when they are asleep. Importantly, this avoids the seemingly impossible task of having to put them down awake. The key here is that the parent should be the one moving once the baby is asleep, not the baby.

So, how do you create a floor bed? It really is very simple; you just take away the cot and use the mattress on the floor in its place. Some parents prefer to use a single, or twin, mattress, and some use a double, or queen size, to allow them a little space and comfort while getting their baby to sleep and feeding and comforting them in the night. There are two important aspects you need to be especially careful of when creating a floor bed, though: air flow and safety. If your home tends to be quite damp, then you may want to use some bed slats, or a specially made floor-bed frame, underneath the mattress, to raise it up off the floor a little. And with regards to safety, make sure that your baby cannot get trapped between the mattress and a wall, and also that the bedroom is fully baby-proofed. Ensure that any freestanding furniture is fixed to the wall, that blind cords are removed and that electrical cables are out of reach. It’s a good idea to crawl around the room and view it from your baby’s point of view, looking for anything that may be a safety hazard.

Parents are often concerned that their baby may not stay on the floor bed, either because they might fall off, or because they can get up and crawl around in the night. Both of these fears tend to be unfounded. The beauty of a mattress on the floor is that there is very little distance for a baby to fall from, just a few inches, thus removing concern over harm from a fall. While some babies do like to explore their new-found freedom for a few nights, by crawling off the bed, this rarely lasts long and they quickly learn to stay put. In fact, floor beds can often eliminate many of the problems that parents face later when they try to move their toddler to a bed from a cot. A toddler is usually much keener to get out of bed than a baby, but if they have had that freedom from early on, they tend not to go through the middle-of-the-night exploration phase in toddlerhood.

Floor beds really can revolutionise sleep with older babies. Avoiding putting them down in their cot asleep, and thus eliminating many of the problems that can occur in the sleep– waking ‘danger zone’, really can have a very positive impact on their sleep.

How to wean from rocking to sleep

I’m often contacted by parents of older babies who are very keen to find a way to stop rocking their baby to sleep. Weaning rocking at this age isn’t only helpful for your back and shoulders as babies get heavier, it can also aid their sleep too, as they learn to go to sleep in the place and position where they will wake. My weaning plan follows three main steps:


1. Introduce other calming methods alongside the rocking so that the baby associates them with rocking. If you haven’t already employed my ideas of using alpha music, diffusing an aromatherapy oil that you wear as perfume and trying to condition a comfort object, now is the time. I also recommend that you softly speak key words repeatedly while rocking (e.g. ‘close your eyes little sleepyhead, it’s time for bed’), or you could read a short rhythmical story book (if you can do so one-handed). These additional calming methods should be used for a minimum of two weeks, while rocking as usual.

2. Keep a log of roughly how long you rock your baby for over the two weeks when you are introducing new calming methods. Make a note of how many minutes you rock each night and calculate an average over the two weeks.

3. After the two weeks begin trying to reduce the rocking. On the first night, aim to rock your baby for 2 minutes less than the average you calculated in Step 2. Each subsequent night, aim to reduce the rocking by another 2 minutes. For instance, if you calculated your average rocking time to be 10 minutes you would rock your baby for 8 minutes on the first night, 6 minutes on the second, 4 minutes on the third and so on. At the end of the rocking time, if your baby is still awake then continue to hold them but don’t rock (or move in any other way). If your baby cries, which they probably will, continue to hold them and comfort them in any way other than rocking once the rocking time is up. This part is really hard, but remind yourself that crying ‘in arms’ does not have the same negative effect on a baby as crying alone.



After a week of Step 3 (which is three weeks since you first started) you are aiming to reach a stage of just holding your baby to sleep with no movement. At this point your aim would be either to lie down with them and cuddle to sleep on the floor bed, or cuddle them until they are very calm, but not asleep, before popping them into their cot.

A quick note on feeding to sleep

Feeding your baby to sleep, whether that’s breastfeeding or with a bottle, is the most natural – and usually easiest – way there is. When your baby feeds their body secretes sleepy hormones that encourage the onset of sleep. Trying to wake them up at the end of a feed in an attempt to play with them or carry out another activity, goes against everything we know about sleep physiology.

When your baby gets a little older, usually at the six-monthsplus mark, you start to get lots of unsolicited advice suggesting that their wakefulness at night is because you feed them to sleep. This is categorically untrue. Babies do not plot to wake up so that they can be fed. They wake at the end of a sleep cycle because of an almost infinite number of reasons, both physical and emotional, that occur in the ‘danger zone’. They do not have the brain development necessary to plot and scheme and set some sort of internal alarm clock to wake them frequently in order to feed more. Simply, they do not wake because they are fed to sleep – and feeding to sleep is not a problem or cause of so-called poor sleep. If anything, feeding to sleep is the solution to sleep problems, since it is usually so effective at encouraging more sleep.

Please don’t feel pressured to try to stop feeding your baby to sleep if it works for you and it works for them. Similarly, don’t be under the impression that, if you’re breastfeeding and stop feeding to sleep somebody else will be able to do bedtime, because, sadly, this is rarely the case. Bedtime still remains ‘mother-centric’, but now, without feeding to sleep, mum struggles to get the baby to sleep just as much as everybody else. In the next chapter we will look at the concept of night weaning, i.e. removing feeds between bedtime and morning waking. However, even when you night wean I still advise that you keep the bedtime feed for as long as possible. So, keep feeding your baby to sleep safe in the knowledge that you are not causing a problem, but rather providing your baby with the most physiologically perfect sleep cue.

Applying BEDTIME at 6–12 months

Your baby is now well and truly adjusted to life ‘earth side’, and so the external environment and routines have a big impact on their sleep at this age. This is also the first age bracket where your baby will be eating solids, which can (and usually does) affect their sleep. Let’s look at how BEDTIME applies to six- to twelve-month-olds.

Bedsharing/Co-sleeping

This is the very earliest age you should consider moving your baby out of your bedroom, due to SIDS-prevention considerations. However, if you are happy with your baby in your room there really is no need to rush to move them out. Some babies do sleep better in their own room; sometimes the sound of their parents moving or snoring can disturb them and so the lack of disruption in their own room can mean a better night’s sleep. Most, however, don’t sleep any differently in their own room, although moving them means more effort for you, since you now have to get up and go to another room to settle them in the night.

If bedsharing isn’t for you and your baby is not happy going to sleep in their cot (having been put in awake), you may consider setting up a floor bed for them, in either your bedroom or your child’s own room. Avoiding the putting-down motion once they are asleep can have a very positive impact on sleep.

Expectations

Your baby’s sleep cycles are lengthening and their circadian rhythm is well established by now. They may also be enjoying some solid foods with gusto. However, this does not necessarily mean that they will be sleeping through the night, or even close to it. Sadly, this age range is often one of the trickiest to traverse and many babies may exhibit their worst-ever sleep during it, particularly between the ages of eight and ten months. Separation anxiety is the most common culprit for frequent night waking, and although it can be incredibly hard to deal with, you should try to see the positives too. Separation anxiety means you’ve done a great job as a parent: your baby’s ‘clinginess’ is a perfect reaction, showing they have a secure attachment with you and that in the future they are likely to be calm, confident and independent. Just not yet. It’s best to have low expectations at this point; not just when it comes to your baby’s sleep but also of yourself. Don’t try to be a superhero. What can you let go of in your life to take some of the pressure off during this tricky stage?

Diet

Night feeds are still very common at this age, which takes many by surprise. There is a myth in our society that babies who wake lots at night need more solid food in the daytime. Unfortunately, all this usually achieves is a lowered daytime intake of milk and an increased intake of low-calorie foods, such as fruit and vegetables, that are not particularly filling. This often means that babies get hungry at night and need to feed more. Similarly, your baby is probably busy in the daytime learning how to sit up, how to crawl, how to babble and even, at the end of this stage, how to walk. All of these new skills take time to learn and master and that often distracts them from feeding in the daytime. The result? They need to feed more at night to make up for the feeds they didn’t have during the day.

This is the first stage when you really need to consider the nutrients that your child is eating. Up until this point all your baby’s needs have been met by milk. Now, particularly towards the end of this stage, you need to be aware of the amount of iron they are consuming, and mindful of their magnesium, zinc and omega-3 intake too. If you are concerned about your baby’s diet then speak with your GP, health visitor or nurse.

Transition objects

At this age your baby should still not have any loose items with them during accompanied sleep. If they haven’t yet taken to a transitional object – despite your best efforts – it’s quite unlikely they will now. All is not lost, however, because there is a second window, during toddlerhood, and another in the pre-school years, when you will have a chance to reintroduce a transitional object in a slightly different way. (Something I will cover in the next two chapters.)

Imitating you

If you haven’t yet introduced a special scent that your baby can link with you then this is a good time to start. Make sure you choose an aromatherapy oil that is safe for use around babies and begin by wearing a couple of drops of the oil as perfume every day. Your baby should start to associate the smell with you, which means that, eventually, they may feel that you are still with them even when you are not. Popping a couple of drops of the conditioned oil into a vaporising diffuser at nap time and at bedtime can help to gently scent the room and remind your baby of you.

If you are still using white or pink noise, now is definitely the time to switch to alpha music for sleep. Make sure you use only one track, played on repeat (don’t play a whole album or playlist), and choose music that is sixty beats per minute with a very repetitive melody, minimal instruments and no vocals. Play this recording during the bedtime routine, or just before a nap, and leave it playing for the duration of sleep at a low background volume.

Methodical sleep timings

If you haven’t yet got a good bedtime routine for your baby, this is a really important age to start implementing one. Consistent bedtime routines are a good way to improve sleep. As your baby gets older you may need to be a little less flexible on timings, because their maturing circadian rhythm becomes more predictable. At this age I find allowing a 30-minute window either side of a regular bedtime, or nap time, works well.

For most of this age range, babies will usually be taking two naps per day. If your six- to twelve-month-old baby is currently on three naps per day and you are struggling with their sleep, whether at night or in the day, it is likely that they would do better with only two naps during the day. Around their first birthday, or shortly after, most babies drop to one nap per day, and this is something I will look at in more detail in the next chapter. (For more on nap-timing specifics, see Chapter 13.)

The following is a good bedtime routine for a six- to twelvemonth-old. Remember, I suggest a 30-minute window of flexibility, allowing the routine to start 30 minutes earlier or later (and anything in between) than the times I have stated. If you have read the previous chapter, you may be aware that this is the same routine I suggest for three- to six-month-olds, albeit with a smaller window of flexibility time-wise. In fact, this routine works well for most of infancy (the first three years of life); the only thing that really changes is the introduction of a bedtime snack when the baby is well established on solids (something I will cover in the next chapter).


• 6pm – Be aware of the lighting in your living area, dim ceiling lights or, better still, turn on lamps. In the summer, consider closing blinds and curtains. Turn off all screens.

• 6.30pm – Start to calm down any play. This is a nice time to share some books, or play with a quiet toy, such as a shape sorter.

• 7pm – Bedtime routine starts. Prepare the room your baby will sleep in, with sleep-friendly lighting, their aromatherapy diffuser and alpha music. A bath is a lovely way to start the bedtime routine, but remember to be very careful about lighting in the bathroom and try not to make bathtime too playful or stimulating. If your baby doesn’t like a bath at this hour, then skip straight to the next step.

• 7.15pm – Go into the bedroom your baby will sleep in, give them a massage (this doesn’t have to be anything elaborate, just focus on the skin-to-skin contact, rubbing lotion into them), put on a fresh nappy and get them changed into their night clothes and sleep sack.

• 7.30pm – Breast or bottle-feed and give lots of cuddles until your baby is asleep. Remember to try to get them to sleep in the place they will wake up, rather than put them down asleep into a cot. If you want to use screens after your baby is asleep make sure you turn down the brightness levels, and try to reduce the blue light emitted by using a ‘night mode’ setting or an app that helps to filter blue light.



Environment

A good sleep environment is the same at any age. You are still aiming to keep things dark (or lit with red-wavelength light only) at night and bright in the daytime. Aim to expose your baby to natural daylight each day. Also, be aware of humidity levels and temperatures, particularly in the winter with central heating systems drying out the air and potentially making the room too warm for the best sleep. The only real difference at this age is that I would suggest switching to a sleep sack that has individual leg sections and allows your baby to sleep barefooted. This allows them to roll over without turning themselves into a ‘baby burrito’, keeps them safe when they are pulling themselves up or even walking, and allows them the chance to better regulate their own body temperature.

*

Although six to twelve months can be one of the most challenging age ranges for sleep it is also a time of huge development. By the time they reach one year old, the number of new skills your baby has learnt is simply amazing. Their personality really shines, which helps to make up for the times of intense separation anxiety when you wonder if you will ever be able to go to the toilet alone again. Rest assured, almost anything that happens in this age range regarding sleep is normal. Most babies aren’t sleeping through the night (even if it feels like it!) and you have definitely not created bad habits or unwanted sleep props if you still feed or cuddle your baby to sleep. In fact, you are creating the very opposite: a great sense of trust and of being nurtured that you will reap the rewards of in the future.


Chapter 10
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Sleep at age one to two years

Can you remember the days before you had children? When you could go to bed whenever you felt like it, sleep all night and wake late at weekends after an unbroken night’s sleep. Doesn’t this seem luxurious now? I remember at the height of my parental sleep exhaustion thinking that I would give anything (and I mean literally anything) to be able to get a full night’s sleep and a lie-in again. Before I had my children I didn’t even begin to think that the disrupted nights and early mornings would persist into the toddler years. Babies wake at night, everybody knows that, but there is an unwritten rule that once they are out of the baby years then everything goes back to normal. Only it doesn’t. Health professionals and parenting experts may suggest that if your one-year-old is not sleeping through the night then either they, or you, or both, have a problem. This only perpetuates the myth that if you survive the first year of parenthood your sleep woes will be firmly behind you. Sadly that just isn’t the case for most.

If I asked you to guess the average age that most children are able to sleep through the night, what would you say it was? Six months? Nine maybe? Surely by their first birthday? Research indicates this is not a reality for most children until they reach their second birthday,1 and in their second year of life 55 per cent are still waking regularly during the night.2 This information comes as a shock to many of the parents I work with.

Another expectation is that, once children turn one, they should be able to self-soothe themselves to sleep if they do wake at night. Again this is not correct. Research shows that at least 50 per cent of all one-year-olds need parental input in order to help them to settle to sleep.3 What is perhaps more surprising is that research has shown that, once children reach the age of 18 months, they need more parental help in order to get them to sleep than they did previously.4 In essence, their sleep regresses, yet we expect so much more from them.

So, what is happening during this time frame that causes at least half of all one-year-olds to have such problems sleeping independently? The answer is evident when we consider the daily lives and developments of what I call ‘boddlers’ (babytoddlers or new toddlers). A boddler is crossing two worlds. They need us just as much as they did in their first year of life: they are still tiny and relatively helpless and rely on us to fulfil pretty much all of their physical needs – such as hunger, thirst, bathing, changing soiled nappies and dressing appropriately for the temperature. On an emotional level, however, their increasing physical independence – through their new-found abilities to walk, climb and talk – leaves them with a thirst for exploration. I call it the ‘me-do-it’ phase. It is the job of a boddler to explore the world and learn their own limits. It is our job to keep them safe and provide a secure base for them to return to when the world gets too much. We need to let go just enough: too little or too much can negatively affect their feelings of security. This increasing autonomy is empowering and exciting for boddlers, but it can also be quite terrifying. This is heightened by parents’ new expectations for boddlers and utterances such as ‘You’re a big girl now’. But the fact is they aren’t big – far from it, as they constantly battle with conflicting emotions of wanting to be big and wanting to be little. This paradox is a source of great angst for boddlers and their parents, particularly at night-time and at times of separation, such as daytime naps, when our boddler really needs the security of ‘being little’, through the close proximity of their parents.

The boddlers’ new explorations and limit-testing mean that parents inevitably begin to use discipline. Nobody really tends to view a baby as ‘naughty’, but it is a phrase that is commonly used in reference to a one-year-old, particularly in the latter half of this year. Sadly, a lot of the discipline employed by parents at this time is misguided and involves punishing the child for what is only a natural tendency to explore and have some control over their lives. Traditional discipline techniques, such as time-out and the naughty step, can cause a rift between parent and child that can impact long after the punishment is over, especially if these punishments are conducted in the child’s bedroom. One of the keys for easier sleep at this age revolves around what happens during the day. Rather than traditional types of punishment, such as time-out and naughty steps, if we try to respond in a compassionate, empathic way to our children we will preserve our relationship with them and lessen the likelihood of sleep problems as a result. Resetting expectations is vital here: in my books ToddlerCalm and The Gentle Discipline Book, I discuss what you can realistically expect of a child’s behaviour at this age and ways in which to respond that are both fair and firm. You’ll find a short summary in the box overleaf.


THE COMMON-SENSE WAY OF RESPONDING TO YOUR CHILD’S UNWANTED BEHAVIOUR

Safety: first make sure your child is not in any danger.

Empathy: try to understand the issue from your child’s point of view. How are they feeling? How would you like to be treated in a similar scenario? Their brains aren’t sophisticated enough at this stage to manipulate.

Naming emotions: helping your child to cope with their big emotions hinges on your child understanding them. A good place to start is by naming the emotion they are feeling, but don’t do this until they are calm: ‘I see you are sad that we can’t go to the park right now’; ‘You are very angry that James wouldn’t share his toy with you’ and so on.

Support: support your child to cope with the resulting feelings. ‘I can see you are very sad. If you like, I’m here for a hug when you need me’; ‘Let me know if you would like to go home so you can play with your own toys’ and so on.

Explain and exchange: only try to explain what your child did wrong, and what you want them to do instead, when your child is calm. There is no point trying to rationalise with a toddler mid-tantrum. They just won’t be able to listen to you. Once they are calm, take time to teach and guide them and offer your child a safe and acceptable alternative. This shows them that what they are doing is unacceptable, but recognises that they have a need that is unfulfilled: ‘I can see you are enjoying making patterns, but it is ruining mummy’s lipstick and might stain the wall. Shall we get your paints out instead?’; ‘I see you are angry and kicking the cupboard is helping, but that might damage the cupboard, so shall we go into the garden and kick a ball around instead?’



It is important to consider the sheer amount of new physical skills being acquired by the boddler: learning to walk, learning to run, learning to climb, an ever-expanding vocabulary. These new developmental stages are thrilling and exciting for everyone involved, but their acquisition can prove very unsettling for the child. Imagine how much information is passing through their brains at any one point. It must be like attending a week’s training that is exhilarating to learn but leaves your head buzzing and feeling like it is going to explode. Understandably, all these new skills can cause boddlers to have unsettled sleep, if only because their brains are constantly buzzing.

What to expect of sleep at one to two years

A one-year-old tends to sleep for an average of thirteen hours in any twenty-four-hour period. Around two of these are taken as daytime naps and eleven hours at night. This gives them a split of approximately 85 per cent of their sleep taken at night and now only 15 per cent taken during the day, continuing the trend of moving all of their sleep needs to the night-times. REM sleep drops to around 30 per cent at this age and NREM (quiet) sleep stages are well established. The average sleep cycle lasts around sixty minutes. Over half of all children at this age wake at night and, of those that wake, half will need their parents to go to them to help them settle back to sleep again. They often need parental help with daytime naps too, in order to calm them enough for them to sleep.

At eighteen months it is common for sleep to regress. This does not necessarily mean that the child wakes any more than they did previously; they just need more parental input in order to settle back to sleep, whereas before they may have been more likely to begin a new sleep cycle without alerting their parents that they had woken.

Despite public perception, night feeds remain fairly common, particularly in those children who are still breastfed. This is the earliest age that I would advise considering night weaning, although there is really no need to stop night feeds if you are happy with them, regardless of what anybody may tell you.

How to night wean as gently as possible

Night weaning is not the magic sleep solution that it is often made out to be in our society. That said, if you have realistic expectations, if you have worked to make sure everything else is optimal for your child sleep-wise and if they are over twelve months old, then it may really help to reduce night wakings and enable the whole family to get a little more sleep. Waiting until twelve months (or older) is important, as before this age it is very likely that your baby needs night feeds from a nutritional perspective. This doesn’t mean that night feeds after twelve months serve no nutritional purpose, rather that they tend to be a little more comfort, rather than hunger, related. The final thing to consider before night weaning is to pick a time in your child’s life when everything else is very calm and stable. You don’t want to night wean just before or after you return to work, a new baby arrives, you move to a new house, go on holiday or move your baby into their own bedroom. Give them time to adjust to all other changes first.

I should also add here that while it is possible to night wean in an empathic and gentle way, it is not possible to do so without tears. Your baby will cry – probably quite a lot – and the experience will be stressful for you as well as them. The gentleness here is in how you respond to their tears, not in avoiding them. Remember that crying in arms has a very different impact on your baby’s brain than crying alone. Similarly, you should aim to stay calm and supportive throughout the whole process. If you feel yourself losing your temper then stop. For this reason, you should pick a time that is as easy as possible for you too. Night weaning during periods of stress, or when you are feeling unwell, is not likely to go well.

I always recommend continuing to feed ‘on demand’ during the daytime and keeping the bedtime feed if you plan to night wean. If you wean from milk feeds during the day first, you often find that the night feeds really ramp up, because your child will try to make up for the feeds they haven’t received in the daytime. Trying to wean the bedtime feed before the night feeds is also problematic as it can make the child more desperate for a milk feed at night. For this reason, I recommend that the bedtime feed is the very last one you try to remove.

Many people suggest that you go ‘cold turkey’ on night feeds and, instead of feeding, just to offer your child lots of hugs, cuddles and reassurance when they wake. However, in my experience this is usually very stressful for both you and the child. Instead, I recommend a slightly slower approach, where you delay feeding at each wake a little more each night. Instead of feeding you offer as much comfort as you can for an increasing amount of time, before finally offering the breast or bottle.

My process for night weaning is the same, whether you breast or bottle-feed and looks like this:


• Night 1 – breast or bottle-feed to sleep at bedtime as usual, but every single time your child wakes after the initial going to sleep, try to comfort them for 5 minutes without breastfeeding or offering a bottle. Comfort looks different for every baby, but I would pick them up and cuddle, rock, pat, stroke, sing, offer water and so on. Here you can forget about trying to get them to sleep in the same place as they will wake; instead focus solely on stopping the feeds and consoling in any way that works. After 5 minutes of offering alternative comfort, breastfeed, or offer a bottle, if it is obvious they are not going to settle without a feed.

• Night 2 – exactly as above, but this time you aim to comfort in arms for 10 minutes without offering a feed. If they are not calming after 10 minutes, feed (breast or bottle) back to sleep.

• Night 3 – as above, but now for all wakes aim to comfort for 15 minutes without feeding, then breastfeed or offer a bottle if it is obvious they are not going to settle without one.

• Night 4 – as before, but now aim for a 20-minute delay at each wake before offering a milk feed.

• Night 5 – as before, but now moving up to a 25-minute delay.

• Night 6 onwards – as before, but now with a 30-minute delay at each wake. Keep the delay before breastfeeding or offering a bottle at 30 minutes for all subsequent nights. I would not recommend increasing the delay any further, it is too stressful for both you and your child.



When you start the night-weaning process, you must be consistent and delay every time the child wakes. The worst thing you could do is not delay at one wake once you start. Delays can be from either parent; if there are two of you, it’s great to take turns so that the onus is not only on one parent. It is totally possible to night wean as a single parent, it just means that all settling needs to be from you.

The aim of this process is to help the child to realise that they can take comfort from something that isn’t a breast or bottle at night. It’s important that they are never left to cry alone, they should always be cuddled and comforted. Usually you will see a big difference in night wakes by around day seven to ten when following this process. It doesn’t mean the child will ‘sleep through’, but hopefully it will be easier and quicker to settle them back to sleep when they do wake, and they won’t be reliant on feeding to settle back to sleep – meaning that either parent (if there are two of you) and others can help at night.

Introducing boundaries at bedtime

One issue parents of toddlers often struggle with at bedtime is that of boundaries. This coincides with the mindful introduction of discipline I mentioned earlier in the chapter. It is a boddler’s and toddler’s job to test boundaries and they do it incredibly well. Resisting bedtime, refusing to lie down, constantly getting up and trying to play with toys are all very common behaviours at this age. It isn’t ungentle to set boundaries and uphold them though. Being permissive is very different to disciplining gently and mindfully. If your child keeps getting out of bed or trying to play with their toys at bedtime, it is OK and not ungentle to say ‘Stop! It’s time to sleep now’ while picking them up and taking them back to their bed. The proviso here is that you must stay calm and empathic. Remind yourself that they are not being deliberately ‘naughty’; they are simply learning about the world and testing what they are and are not allowed to do. This is normal and very common. The key to asserting boundaries is to do so in a calm and consistent way. Your child is unlikely to appreciate your boundary initially and they will often cry. Again, it is not ungentle to uphold the boundary. Being gentle doesn’t mean aiming for the total avoidance of crying, it means staying calm and supportive while a child cries.

Applying BEDTIME at 1–2 years

The boddler and toddler years can often bring a wonderful chaos to a previously settled home. They introduce new wonders and new challenges, including in the area of discipline and its impact on sleep. Let’s look at how BEDTIME applies to one- to two-year-olds.

Bedsharing/Co-sleeping

At this age most children are usually in their own bedroom in Western societies, although elsewhere co-sleeping and bedsharing remain the norm. If you are happy with your child in your room, or your bed, don’t feel pressured to move them out, regardless of what others may tell you. You are not creating future problems or a rod for your own back. Avoiding putting your child down while asleep is still important, and for the best sleep they should go to sleep in the same place that they wake. Floor beds remain a popular and effective choice at this age if bedsharing is not for you.

Expectations

At this age your child is technically capable of sleeping a whole night; however, in practice, many still wake regularly. While your child’s physical needs for your presence at night may be rapidly decreasing, this is counterbalanced by an increasing need for you emotionally. They may still be experiencing some separation anxiety; indeed, it is common for it to make another appearance at around eighteen months. Children of this age will almost definitely need their parents to stay with them until they fall asleep at bedtime. As tempting as it is to pop your child down, give them a kiss and say ‘goodnight’, reality tells us that this is an unrealistic goal for another couple of years.

Diet

The boddler and toddler years are usually the period when night feeds cease; however, some children – particularly those who are breastfed – will not self-wean from night feeds until the third, fourth or even fifth year of life. This often surprises parents, who presume that night feeds will stop naturally around the child’s first birthday. Sometimes this happens, often it doesn’t. I do believe that parent-led weaning is sometimes necessary, namely if you feel that you are really not coping with the lack of sleep and night feeds, and I don’t believe it is ungentle to meet your own needs as well as your child’s. I would simply aim to wean as gently as possible.

Dietary deficiencies can play a big role in sleep at this age, particularly a lack of iron, magnesium, zinc and omega-3. Keeping a diary of your child’s food intake over a week and considering whether they may be lacking in any of these nutrients can be very revealing, and ultimately aid sleep if a deficiency is identified and then rectified.

Finally, this is the age that I really recommend introducing a bedtime snack. This can ‘mop up’ any residual hunger from the day, help to keep blood-sugar levels stable and, if chosen wisely, can produce nutrients that are helpful for sleep. My ideal bedtime snack is either wholemeal/brown toast spread with almond or peanut butter (but the sort you would find in a health-food shop rather than a mass-produced commercial brand), or porridge made with whole oats and sprinkled with flax or chia seeds and chopped banana or apricot. Aim to give this snack just before the bedtime routine begins, in your main living area or kitchen. When you first introduce a bedtime snack it can take several weeks, or even months, for your child to take to the idea. Just keep offering and, hopefully, one day they will take it.

Transition objects

If your child didn’t take to a comfort object in their babyhood, the boddler and toddler years provide a second opportunity. At this stage, I recommend purchasing a baby cot-sized blanket. Look for one that is as multi-sensory as possible, for instance one side fake fur, the other velvet and edged in satin ribbon. The softer and more tactile, the more likely the child is to attach to it. Every time you feed and snuggle with your child, get the blanket and drape it around them. Stroke it, commenting on how soft and soothing it feels. Take their hand and stroke it across the fabric and encourage them to do this every time you snuggle. Hopefully, after a month or so, they may start to reach for the blanket naturally. At this point you can place it next to them at night and encourage them to stroke it as they fall asleep. The blanket is not to be used to cover them, rather it should be something beside them at night to take comfort from.

Imitating you

If you haven’t yet introduced a special scent that your child can associate with you then aim to do so as soon as possible. Choose an aromatherapy oil that is safe for use around young children and start by wearing a couple of drops of the oil as perfume every day. This means that your child should start to associate the smell with you, which means that eventually they may feel you are still with them even when you are not. Popping a couple of drops of the conditioned oil into a vaporising diffuser at nap time and at bedtime can help to gently scent the room and remind your child of you.

Again, if you haven’t already started to use it, I recommend playing some alpha music for sleep. Make sure you use only one track, played on repeat (rather than a whole album or playlist), and choose music that is sixty beats per minute with a very repetitive melody, minimal instruments and no vocals. Play this recording during the bedtime routine, or just before a nap, and leave it playing for the duration of sleep at a low background volume.

Methodical sleep timings

Consistent bedtime routines are incredibly important in the toddler years. It may be tempting to be completely child led and allow your child to go to sleep when they are tired. Toddlers, however, are not very good at recognising their own tiredness signs and choosing to stop playing and rest. The world is much more fun! What often happens is that their body will be ready for sleep but they will push on through the tiredness, causing their bodies to secrete cortisol to wake them up, which in turn inhibits the secretion of the sleep hormone melatonin. This leaves you with a hyper-awake child who is in fact grossly overtired. Sticking to a parent-led bedtime routine is perhaps the best way to encourage sleep at this age. Aim to keep a little flexibility with timing, but keep the window no larger than 30 minutes when possible.

Most children of this age will be dropping to one nap per day, which can bring new challenges. For more on nap-timing specifics, and how to drop a nap, see Chapter 13.

The following is a good bedtime routine for a one- to twoyear-old. As a bedtime snack is important, I have started this routine at my recommended dinner time. This is a lot earlier than many adults would eat dinner; however, I believe that aiming for your toddler to eat dinner at an adult time, in pursuit of all the family eating together at the same time, can be very problematic for their sleep. It is much better for your toddler to eat at a natural time for them to allow the smooth onset of sleep, and eat dinner yourself at a later time. There is plenty of time for family mealtimes in the coming years.


• 5.30pm – Suggested dinner time (if your child has been in daycare and has already eaten their main meal there, then I would offer a small snack at this time instead).

• 6pm – Be aware of the lighting in your living area, dim ceiling lights or, better still, turn on lamps. In the summer, consider closing blinds and curtains. Turn off all screens. One hour of playtime. This can be very active and loud initially – in fact, the louder and more active the better!

• 6.50pm – Start to calm down any play. This is a nice time to share some books or play with a quiet toy.

• 7pm – Bedtime snack. This should be in your kitchen or main living area, not in the bathroom or bedroom. Allow 15 minutes for this.

• 7.15pm – Bedtime routine starts. Prepare the room your child will sleep in, with sleep-friendly lighting, their aromatherapy diffuser and alpha music. A bath is a lovely way to start the bedtime routine but remember to be very careful about lighting in the bathroom and try not to make bathtime too playful. The bath should be no longer than 10 minutes; any longer can be too stimulating.

• 7.30pm – Go into the bedroom your child will sleep in, put them in a fresh nappy and get them changed into their night clothes and sleep sack (with separate leg sections and exposed feet).

• 7.40pm – Story time. Aim to read only one book and the same book each night. Remember to avoid books that have noisy or light-up buttons, ‘lift the flap’ or any other interactive features that may be too stimulating.

• 7.45pm – Breast or bottle-feed and give lots of cuddles until your child is asleep. Remember to try to get them to sleep in the place they will wake up, rather than put them down asleep into a cot. Leave the sleep music playing all night and snuggle their comfort blanket up to them if they use one.



Environment

A good sleep environment is the same at any age. You are still aiming to keep things dark (or lit with red-wavelength light only) at night and bright in the daytime. Try to expose your child to natural daylight each day. Also, be aware of humidity levels and room temperatures, particularly in the winter when central heating systems dry out the air and potentially make the bedroom too warm for the best sleep. At this age your child is too young for a duvet; they will really struggle to stay uniformly covered and will often wake tangled up, too hot or too cold. Instead, I suggest using a sleep sack that has individual leg sections and allows them to sleep with bare feet. This enables them to roll over without turning themselves into a ‘baby burrito’, keeps them safe when they are walking and allows them the chance to regulate their body temperature better with uncovered feet. If they don’t like having exposed feet, then pop on a pair of socks.

*

Sleep in the boddler and toddler years can be challenging, but the sheer cuteness and humour of your child at this age more than make up for it. There is also very real light at the end of the tunnel at this age: while fully independent sleep may be a few years off, there is an end in sight to the night waking. I always find that parents can cope with the lack of independent bedtimes if they are not waking every hour at night. There are compromises to be made, but by the end of this period, you should (hopefully) be getting a lot more sleep than you did at the beginning of it.


Chapter 11
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Sleep at age two to three years

By the time a child reaches their third year of life the biological differences between their sleep and adult sleep are less noticeable. Children are capable of lasting the night without milk feeds, their circadian rhythms are fairly well established and their levels of REM and NREM sleep are fairly comparable to that of an adult. In theory, this should mean that parents can finally rejoice in a full night’s sleep and an easier bedtime. Unfortunately, for many, this is not the case. While physically a child is capable of sleep comparable to that of an adult, psychologically things are very different. From here on in, sleep concerns have a largely emotional cause. And if you have parented a two-year-old you will know quite how emotional they can be!

Many two-year-olds struggle with their autonomy and the insecurities their growing levels of independence and freedom bring. They are definitely caught in the ‘wanting to be big and wanting to be little’ conundrum on an almost daily basis. Perhaps more pertinent is the constant need for some control over their lives. Most two-year-olds have little or no control over their own lives. Adults decide when toddlers should get up, what they should eat, when they should eat it, where they should go, what they should do (and importantly what they should not do), what they should play with and where and when they should sleep. Toddlers don’t like this, understandably. Can you imagine how frustrating it must be to have somebody else controlling every aspect of your life? It’s hardly surprising that they rebel against this constant control in the only way that they can – through their behaviour. Refusing to sleep is a great way to try and assert some control. Ultimately, whatever parents do, or don’t do, only the toddler can get themselves to sleep. For many toddlers with sleep issues, the underlying problem is not sleep at all, but a toddler desperately crying out for more control over their life.

Toddler control

How can you give a toddler more control? I like to use empathy here: imagine what parts of your life you would be most upset about if somebody else controlled them; for me it would be what I eat and drink and what happened to me on a daily basis. I expect the same would be true for everyone. Perhaps, therefore, your toddler might appreciate you allowing them to have more control over what, how and when they eat. Perhaps they would like more say over their daily routine and where they go, especially if they are tired or under the weather and would rather stay at home. The most important area in which to give your toddler more control, however, is their play. Play is the one part of their lives where toddlers should have full control. They should be allowed to choose what they play with and when they play with it. Too often as parents we direct a child’s play: ‘Oh, darling, you don’t want to play with that old thing, play with your new one’ or ‘Don’t be silly, you don’t have dinosaurs in a police station, go and get your police figures instead.’ We mean well when we do this, seeing it as an educational opportunity, but to a toddler we are encroaching on the one part of their world where they can choose what happens. Allowing our toddlers to have truly toddler-led, free play can have remarkable knock-on effects on all other aspects of their lives, especially sleep. Even better if your toddler invites you to play with them and you allow them to control what you play, too.

The arrival of a new sibling

If the power struggle woes aren’t enough, two to three years old is also the most common time for children to have to cope with the arrival of a sibling. Although this can be a wonderful and exciting time for new big brothers and sisters, it can also be incredibly unsettling and can have knock-on effects on every aspect of their behaviour, but particularly sleep.

The unsettling effects of a new baby start early in the pregnancy. If the mother has morning sickness, her behaviour towards her toddler naturally changes as she struggles to cope with the nausea and vomiting and the constant demands of her toddler. As the bump grows and mobility declines, toddlers can be frustrated that they can no longer hug their mother in the same way, and they can be upset and confused when they are told off for climbing over their unborn brother or sister. Moreover, toddlers may be scared of the impact of the new baby, in particular when it comes to their mother’s love and attention. Is it any wonder that their sleep can regress at the time when we need ours the most?

The unsettled feelings tend to grow as the birth approaches and toddlers sense the forthcoming change, particularly if we are encouraging them to ‘be a big boy’ or telling them ‘you’re a big girl now; there’s a new baby coming’. They often don’t want to be big, for that means that they are not your baby any more – they are relinquishing that position to a new baby who will get more of your attention and, in your toddler’s opinion, your love. They need to be reassured that they are still your baby and reassured that your love for them will not change. Now really is not the time to move to a ‘big girl’ bed or a ‘big boy’s’ room. These changes should happen very early in the pregnancy or several months after the arrival of the baby, when your toddler feels more confident of their position again.

When the new baby arrives, everything changes and your toddler feels unsure of their place and your affection. They receive far less attention than they did and, when they do receive it, it is often to be told off for waking the baby, touching the baby or accidentally hurting the baby. Some toddlers take this transition in their stride, but for others it can be the most unsettling, scary and upsetting part of their short lives to date. These feelings inevitably lead to sleep problems, particularly at night, when it is dark and scary and your toddler misses your presence. This is heightened if the baby is in your bed or your room and the toddler is alone. For this reason I’m saddened when parenting experts advise parents to shut toddlers in their room, or constantly return them to their room with no eye contact when they wake at night after recently welcoming a new younger sibling. These actions completely ignore the root of the problem and treat the toddler with little respect at a time when they need it most. Empathising with your toddler’s feelings and helping them to understand that your love for them has not changed is the key to solving these sleep problems.

There are three points you should always be mindful of in parenting, but these are even more important when trying to help a toddler to cope with the arrival of a new sibling.

The three Cs

Connection

Most unwanted toddler behaviour, especially sleep related, is due to the toddler feeling disconnected from their parent. If you do one thing regarding your toddler’s sleeping and behaviour issues it should be to make sure you work on your connection with them. They need to feel unconditionally loved by you, at all times, but especially when a new sibling has arrived. In my opinion many sleep problems in toddlers, pre-schoolers and older children stem from a connection problem between parent and child. Rebuild that connection and you no longer have a sleep problem. This is why I always recommend parents spend as much one-to-one time with their older child as possible each day, away from the new baby.

Containment

Containment refers to an adult’s ability to ‘hold’ their child’s overwhelming emotions. For instance, if the child is scared, the parent is able to help diffuse these fears for the child; if the child is angry, then the parent is calm enough to take these feelings on board from the child and give them back calm feelings in return. If a parent is for some reason unable to take on their child’s unwanted emotions, usually because they are too ‘full up’ themselves, then the child’s emotions begin to overrun and erratic, unpleasant behaviour usually follows. The key here is for the parent to nurture themselves enough that they have space to take on their child’s feelings. We often get so bogged down in the demands of everyday life – mortgages, bills, work, health concerns, family issues and our own issues and stresses – that we snap at our children because we have no ‘space’ in our heads for anything else. If our child cannot offload their emotions, they are likely to behave in a negative way, externalising their issues through violent or disruptive behaviour. Sometimes, usually when they are a little older, they can internalise their worries, leading them to become anxious and depressed. Either way, these feelings can lead to huge problems. This is why I continually highlight the importance of adults taking care of their own needs and nurturing themselves, in order that they have space to nurture their children.

Communication

How we communicate with our toddlers is vital. We have to understand that their brains are immature: they don’t think like us and they don’t behave like us. They are not naughty, they are simply toddlers and we should not punish them for their immature brain development. Instead we need to tailor our communication with them and understand that a lengthy telling-off or explanation of why they must go to sleep are inevitably going to fail. Think about your body language too, and what this is conveying, particularly at night when your toddler is crying for you and you don’t look them in the eye or hug them. How do they know that you still love them? Especially when they are waking and crying out for you at night because they don’t feel sufficiently connected to you. This is why I always advise parents to respond to their children calmly and lovingly at night, even if it’s the last thing you feel like doing. Reconsidering the way you communicate to your toddler, in the daytime and at night, can have a very positive effect on their sleep.

The importance of a pre-bedtime play hour

Bedtime resistance is common in the toddler and pre-schooler years and what was once an easy bedtime can often stretch out to hours. Similarly, night waking may resurface (or not improve as expected). There are many reasons for disturbed bedtimes and waking at this age; however, the bedtime routine and what happens immediately before it is key in my opinion.

Toddlerhood and the pre-school years often mean that children are more likely to be separated from their parents in the daytime. Even if one or both parents stay home from work, children often attend nursery or kindergarten. Similarly, the arrival of a new sibling often means that older children don’t get to spend the one-to-one time with their parents that they need during the daytime. This separation, lack of one-to-one contact and the need to reconnect in the evenings, can – and often does – play havoc with bedtime. It’s not just bedtime that can be negatively affected though, night waking may increase (because the child needs the parent more in the night when they wake).

So, what can you do to help? My answer is to schedule in reconnection playtime every evening, between dinner and bedtime. I know many working parents will read that sentence and say, ‘But I don’t have time for that, it’s too late – and I need adult time!’ The thing is, if what you’re doing now isn’t working, then you need to make a change. A delayed bedtime allows time for reconnection, which means an easier, quicker bedtime and often less night waking – a trade-off you may consider worth it. Ideally this reconnection time lasts for an hour and that hour is spent fully engaged playing with the child. For the first 45 minutes of the reconnection time, make play as loud, crazy and busy as possible – lots of running around, horseplay and being really silly. In the summer, this is great done outside in the garden, yard or park. Think of it as having a puppy who needs to get their energy out ready to be settled for the night. A toddler or pre-schooler is no different, except that to them play spells connection too. The only proviso here is that the child needs to lead the play as much as possible and that screens shouldn’t feature at all (so no TV, tablets or smart phones).

After 45 minutes, slow down the play and come inside, into your main living area. Now it’s time for 15 minutes of quiet time. Reading books, drawing, puzzles and so on – once again, no screens. This is time that ideally needs to be spent sitting and being as still as possible, because it’s preparing the child for bedtime. Once the final 15 minutes of calm play is up, it signals that bedtime is about to begin. Just before bedtime begins, though, I recommend a quick bedtime snack, as discussed in the previous chapter. Once snack time is over, it’s time for bedtime to begin. Here, my only stipulation is that once bedtime starts, you don’t go back to the main living area again; only to the bathroom and the room your child sleeps in. Nowhere else. This is a firm boundary.

The combination of reconnection time, a physiologically appropriate bedtime, bedtime snack and consistent bedtime routine can really help sleep, not just in terms of taking the stress out of bedtime but also in reducing night waking too.

What to expect of your child’s sleep at two to three years

At this age, children are sleeping for a total of around twelve hours in any twenty-four-hour period. Eleven hours is taken at night with daytime naps reduced to only one hour in total, which is commonly taken in one block. This means that almost 92 per cent of a toddler’s total sleep is taken at night, edging them ever closer to an adult pattern of sleep. Night waking is still common, but toddlers usually settle to sleep fairly quickly after waking.

How to stop bedsharing and co-sleeping

One of the questions I’m most commonly asked by parents of older toddlers is, ‘When do children grow out of the need to sleep with somebody?’ In other words, when do children naturally outgrow bedsharing? They all do, of course. I have never heard of a teenager who still sleeps in the same bed as their parents. The answer, however, is one that is not usually very popular. Most children will naturally want to stop bedsharing at some point between three and seven years of age. My own daughter stopped bedsharing, entirely of her own accord, when she was four. I can understand why some people may not want to wait that long though, but if you are not totally child led is there a way to stop bedsharing that is gentle? I think there is, and this is how I would do it:


1. Night wean first If you are still feeding your child at night (particularly if you breastfeed) I would not consider stopping bedsharing until they are night weaned. If you do, you are likely to experience lots of disturbance at night and your child has two big things to handle at once, which I don’t believe is fair. I also believe it is gentler to night wean while you are still in close proximity, as this gives your child reassurance. For advice on night weaning, see the previous chapter.

2. Introduce other comfort cues Your child will need things in their own room to help them feel secure in your absence. Think about conditioning a certain smell, light, blanket, a story book, or music (if you have not already done so) for at least six weeks while you are still bedsharing or co-sleeping. The aim here is that these all make the child feel secure and remind them of you, even when you’re not there.

3. Get the child used to their own bedroom You can do this at the same time as you introduce other comfort cues. You should set your child’s bedroom up at least two months before you plan to stop bedsharing or cosleeping. Ideally they will have a big say in the decor. You should play in their bedroom with them as much as possible every single day, ideally for at least half an hour. They need to view their bedroom as a really happy and positive place to be.

4. Ditch the idea of a cot or crib In my experience, toddlers who have previously bedshared will very rarely be happy to sleep in a cot or a crib. I would go so far as to say most dislike cots and cribs, but those who have bedshared seem to have a special hatred of them. Save your time and your energy and don’t try to get them to sleep in one. Instead my top tip is to go straight for a floor bed, or a low toddler bed. I would suggest you buy a single-mattress size, because the extra space of something larger can be a little overwhelming for young children and make them feel less cosy and secure. It also highlights that you’re not with them if there is a big empty space next to them on the mattress. You may want to use something underneath the mattress for air flow, such as a truckle bed base or bed slats. Of course, you need to make sure the bedroom is as ‘child friendly’ as possible and poses no threat to safety. The beauty of a floor bed is that it allows you to still cuddle the child to sleep and then gently roll away, without trying to put them down (which invariably wakes them). It is possible to do this on a toddler bed; however, it is trickier due to the height off the floor and the limited space on the bed.

5. Room in This builds on point 4. For the first two weeks of your child being in their own bedroom you should aim to ‘room in’ with them. By this I mean sleeping with them in their bed for the whole night for a fortnight. (If they are in a toddler bed, you may want to use a bed roll or air mattress on the floor next to them.) After two weeks, when your child is now used to sleeping in their own room, you can slowly roll away from them once they are asleep and leave the room. If they wake in the night, then simply return to the room and lie alongside them, cuddling them until they are asleep again.



The whole process, from the initial decision to your child sleeping alone in their own room, usually takes around six to eight weeks. It’s not quick, but it works and, most importantly, it doesn’t distress your child (or you!).

One last little point to consider: think about the timing of ending bedsharing. Don’t be tempted to move your child shortly before returning to work. The extra closeness to you at night will most probably help them with the transition of missing you during the day. Similarly, don’t move them during a period of separation anxiety; you’re likely to make it worse. Finally, don’t move them just before or after a new baby arrives. You don’t want them to feel that they have been moved out to make space for their new sibling. Becoming a new big brother or sister is hard enough as it is, without your firstborn feeling like they have been evicted to make way for the newcomer.

Even when you have made the move and your child sleeps successfully in their own room, there will always be times when they need to be close to you again, particularly when they are ill or in pain. Don’t be scared to let them back into your bed again temporarily when this happens.

Applying BEDTIME at 2–3 years

The older toddler years are all about increasing independence. While there is no need to rush this – indeed, true independence only happens once a child’s needs for dependence have been met – there are ways to gently nudge your child towards more independent sleep, even before they are old enough to self-soothe. Let’s look at how BEDTIME applies to two- to three-year-olds.

Bedsharing/Co-sleeping

If your child is currently in your bed, or your bedroom, and you are happy with this set-up, then there is absolutely no need to change anything. They will naturally outgrow the need to be close to you at night over the coming years. Meeting their need for closeness now will not make them clingy, or reliant on you for ever. Far from it! However, if you feel that you would like your bed, or your room, back, this is a good age to gently encourage the end of bedsharing, following the instructions earlier in this chapter.

Expectations

While your two- or three-year-old may start to sleep for longer periods at night, they are still very reliant on you to help solve any problems, both physical and emotional, that may appear in their between sleep cycle ‘danger zone’. While these years contain their first big steps towards sleep independence, their general reliance on you shows in their need for you to stay with them at bedtime, and to reassure and settle them when they wake in the night.

Diet

Dietary deficiencies can play a big role in sleep at this age, particularly a lack of iron, magnesium, zinc and omega-3. Most two- and three-year-olds are picky eaters, often avoiding anything that isn’t beige or yellow in colour. This is common and normal and will pass naturally with time. However, it does mean that they can be deficient in important nutrients, which can and often does negatively impact their sleep. Keeping a diary of your child’s food intake over a week and considering whether they may be lacking in any of these nutrients can be very revealing and, ultimately, aid sleep if a deficiency is identified and then rectified.

If your child is not already having a bedtime snack I recommend you introduce one now. This can ‘mop up’ any residual hunger from the day, help to keep blood-sugar levels stable and, if chosen wisely, can introduce nutrients that are helpful for sleep. My ideal bedtime snack is either wholemeal/brown toast spread with almond or peanut butter (the sort found in a healthfood shop rather than a mass-produced brand), or porridge made with whole oats and sprinkled with flax or chia seeds and chopped banana or apricot. Aim to give this snack just before the bedtime routine begins, in your main living area or kitchen. When you first introduce a bedtime snack it can take several weeks, or even months, for your child to take to the idea. Just keep offering and, hopefully, one day they will take to it.

Transition objects

If your child didn’t take to a comfort object in their babyhood, the toddler years provide a second opportunity. At this stage, I recommend purchasing a baby cot-sized blanket. Opt for one that is as multi-sensory as possible, for instance one side fake fur, the other velvet and edged in satin ribbon. The softer and more tactile, the more likely the child is to attach to it. Every time you snuggle with your child, get the blanket and drape it around them. Stroke it, commenting on how soft and soothing it feels. Take their hand and stroke it across the fabric and encourage them to do this every time you snuggle. Hopefully, after a month or so, they may start to reach for the blanket naturally. At this point you can place it next to them at night and encourage them to stroke it as they fall asleep. The blanket is not to cover them with, rather as something next to them at night to take comfort from.

Imitating you

If you haven’t yet introduced a special scent that your child can link with you, then aim to do so as soon as possible. Choose an aromatherapy oil that is safe for use around young children and start by wearing a couple of drops of the oil as perfume every day. This means that your child should start to associate the smell with you, which means that eventually they may feel you are still with them even when you are not. Popping a couple of drops of the conditioned oil into a vaporising diffuser at nap time and at bedtime can help to gently scent the room and remind your child of you.

Again, if you haven’t already started to use this, I recommend playing some alpha music for sleep. Make sure you use only one track, played on repeat (rather than a whole album or playlist), and choose music that is sixty beats per minute with a very repetitive melody, minimal instruments and no vocals. Play this recording during the bedtime routine, or just before a nap, and leave it playing for the duration of sleep at a low background volume.

Methodical sleep timings

Consistent bedtime routines remain important at this age, as do consistent wake times. If your child sleeps in later at a weekend it can be tempting to leave them and enjoy the extra peace and sleep yourself! However, you will usually pay for this later, with a more difficult bedtime, or night waking. Keeping wake time consistent across the week is important for the best sleep.

Most children will drop their daytime nap during this time period, which is something that can really help to improve night sleep, but it can make behaviour in the daytime and bedtime very difficult for several weeks. So much so that many parents often think dropping the nap is the wrong thing to do. It rarely is. It just takes a lot longer for children to acclimatise than you might think. For more on how and when to drop a nap, see Chapter 13.

The following is a good bedtime routine for a two- to three-year-old:


• 5.30pm – Suggested dinner time (if your child has been in daycare and has already eaten their main meal there, then I would offer a small snack at this time instead).

• 6pm – Be aware of the lighting in your living area, dim ceiling lights or, better still, turn on lamps. In the summer, consider closing blinds and curtains. Turn off all screens. One hour of playtime. This can be very active and loud initially – in fact the louder and more active the better! This time is especially important if your child has been in daycare during the day.

• 6.50pm – Start to calm down any play. This is a nice time to share some books or play with a quiet toy.

• 7pm – Bedtime snack. This should be in your kitchen or main living area, not in the bathroom or bedroom. Allow 15 minutes for this.

• 7.15pm – Bedtime routine starts. Prepare the room your child will sleep in, with sleep-friendly lighting, their aromatherapy diffuser and alpha music. A bath is a lovely way to start the bedtime routine but remember to be very careful about lighting in the bathroom, and try not to make bathtime too playful. The bath should be no longer than 10 minutes; any longer can be too stimulating.

• 7.30pm – Go into the bedroom your child will sleep in, put them in a fresh nappy and get them changed into their night clothes and sleep sack (with separate leg sections and exposed feet).

• 7.40pm – Story time. Aim to read only one book and the same book each night. Remember to avoid books that have noisy or light-up buttons, ‘lift the flap’ or any other interactive features that may be too stimulating.

• 7.45pm – Milk feed and/or lots of cuddles until your child is asleep. Leave the sleep music playing all night and snuggle their comfort blanket up to them if they use one.



Environment

A good sleep environment is the same at any age. You are still aiming to keep things dark (or lit with red-wavelength light only) at night and bright in the daytime. Aim to expose your child to natural daylight each day. Also, be aware of humidity levels and room temperatures, particularly in the winter when central heating systems dry out the air and potentially make the room too warm for the best sleep. At this age your child is still too young for a duvet; they will really struggle to stay uniformly covered and will often wake tangled up, too hot or too cold. Instead, I suggest using a sleep sack that has individual leg sections and which allows them to sleep with uncovered feet. This enables them to roll over without turning themselves into a ‘baby burrito’, keeps them safe when they are walking and allows them the chance to regulate their body temperature. If they don’t like having bare feet, then pop on a pair of socks.

This age usually involves a lot of change for children. It often sees the arrival of a new baby brother or sister, the start of preschool or nursery, potty training, dropping daytime naps and increasing independence in the daytime as well as at night. All this change can, and often does, play havoc with their sleep. The best way to survive this is with patience and understanding. It will pass! The more you can provide reassurance and consistency to your child while their world is ever-changing, the quicker any sleep upheaval will pass and the sooner you can look forward to a more peaceful night’s sleep.


Chapter 12
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Sleep at age three to five years

The sleep of pre-schoolers is fairly comparable to that of an adult, especially when considering the percentage of daytime and night-time sleep and REM and NREM phases. By the time a child reaches the age of four, their circadian rhythms are well established and also comparable to those of an adult. Children of this age should not need feeds at night and a growing number have a bladder capacity large enough to see them through the night dry. However, bed-wetting is still very common, affecting around a third of all three- to five-year-olds and many still require nappies at night.

In terms of their physical development and how it affects their sleep, we should be able to expect great things of preschoolers. Emotionally, it’s a whole other story. This is perhaps one of the most difficult stages for children when it comes to sleeping. Such a lot happens at this age that it is no wonder that a pre-schooler’s sleeping patterns can be comparable to that of a young baby. So, what is happening?

Starting pre-school/school

Most children will experience a temporary separation from their parents at this age. This could be starting pre-school at the earlier end of the scale and starting reception at the older end. Many children will take this transition in their stride and positively blossom with their new-found independence, but others may struggle a little.

For those children who struggle with beginning pre-school and infant school, it is understandable that their sleep may suffer as a result and it is often easy for parents to see the link. What is perhaps more difficult to understand is the child who appears to take the transition in their stride and cope well at school, yet still has sleeping problems. Many parents don’t see the connection in these cases, although it can definitely exist. Such children may be feeling a disconnect with their parents and need to reconnect with them at night-time after being separated from them all day, or they may have high levels of cortisol during the daytime, due to the stimulating effects of school, and may find it harder to get to sleep at night because of this. Similarly, some children may not cope so well with not being able to take a daytime nap, which leaves them overtired at the end of the day and makes it harder for them to get to sleep.

One of the first things I ask about when I’m contacted by a parent of a three-, four- or five-year-old with sleep problems is how the child is getting on at pre-school or school. Removing as much stress as possible in the daytime can often lead to dramatic improvements in sleep. I sent my first-born son to school part-time (mornings only) until almost the end of his reception year, as he still needed a nap in the afternoon and was too tired to stay at school all day. If he did, he would come home grouchy and overtired and find it very hard to sleep at night. Children do not have to attend full-time schooling until after they are five years old, so if you think it is in your child’s best interest to attend part-time then you have a right to request this.

How to stay connected when your child starts school

It is incredibly common for sleep to regress once a child starts school and I often feel this is due to a child needing to feel more connected to their parent. This is often at odds with parents trying to get their children to bed early, desperate that they get enough sleep before another busy day of school, and in an attempt to have an evening to themselves. This can often backfire and I think one of the best and easiest ways to combat sleep issues with school-aged children is to work on your connection with them and to spend more time together in the evenings. One way to do this is to forget the desire to put them to bed ‘nice and early because it’s a school night’ and push bedtime back a little, in order that the child has more time to connect with you. This may feel like a step backwards, but in almost all cases it will result in the child going to sleep earlier than if you impose a strict early bedtime. For new school starters, I would aim for a bedtime of around 8 to 9pm, beginning the wind-down and bedtime routine no later than 7pm. I have a strict ‘no screen time’ rule after 7pm and no electrical devices are allowed in bedrooms. I encourage reading and baths after this time.

It is really important to put your child to bed every night, by this I mean going into their bedroom, tucking them in and sitting on the side of their bed for a while. Most children still enjoy a bedtime story, but more important than the story is using this time to really talk with your child. Allowing fifteen minutes every night while your child is in bed and you are sitting or lying next to them is so good for maintaining a connection with them. This is often the time that the child will open up about problems at school or difficulties with friendships and is the best time to discuss these and help them to offload in order to sleep more easily. Making this a part of your family ritual and routine not only at reception age, but in the years that follow, right into the teen years, will help to foster a close connection with your child and help them to feel that you really listen to their worries, fears and anxieties, which, in turn, will make them more likely to talk to you. All of this is also likely to make drifting off to sleep easier for your child.

Nightmares and night terrors

Nightmares and night terrors really come to the fore between the ages of three and five, although some children are affected earlier. Nightmares can be very distressing for both child and parent, since children will often have memories of the nightmare, and for this reason many nightmares can be recurring. I have already suggested some tips that may help nightmares on page 30. Thankfully night terrors are far less common and we can take comfort in the fact that children have no memory of them when they wake. You’ll find tips that may help night terrors on page 32.

It is so important to nurture yourself if you have a child suffering from recurrent nightmares and night terrors. In both cases there is not a great deal that can be done to stop the incidences, other than waiting for the child to grow out of them, which they will do. What you can do in the meantime is to look after yourself so that you are less distressed and are more able to look after your child during this difficult period.

Night dryness

Night dryness, or the lack of it, can often be the cause of much conflict between parent and child. It can be incredibly distressing for the child, particularly if they are still wetting the bed with some regularity by the time they start school. I have listed some suggestions to help you to cope with bed-wetting on page 34.

Again, the key to surviving bed-wetting is to take care of your own needs well so that you can be present and, importantly, calm and reassuring for your child. For so many parents, bed-wetting can descend into a battle with their child, with many taking their child’s behaviour personally. This is a time when parent and child need to be as united as possible, not least because bed-wetting can and does have an emotional connection.

The three Cs (and a fourth)

As in the previous chapter, it is really important to foster the ‘three Cs’ at this age, namely connection, containment and communication. See page 219 for a reminder. I would also add in a fourth C here; one which is important with relation to all child sleep, and parenting in general, but that I feel is extra important in this age range – consistency. It is so important that we are consistent in our approach to our child, being as emotionally available and supportive to them as possible, particularly when five-year-olds go through what I call their ‘mini-teenager phase’. It is vital that you stick to whatever BEDTIME plan you implement. Consistency is key and for many parents who have reached this point with ongoing sleep issues with their child, it is often their lack of consistency in approach and actions that has led to their downfall. Stick with a plan and you will eventually notice positive change. You are unlikely to find a magic ‘quick fix’, and you may have already spent three, four or five years looking for one unsuccessfully, so now may be the time to admit that no such quick fix exists.

What to expect of your child’s sleep at three to five years

Total sleep duration in a twenty-four-hour period is now around eleven hours. At the start of this age period, three-year-olds tend to nap for around half an hour per day in the daytime. Almost all five-year-olds have dropped their daytime nap, taking the total percentage of sleep taken at night to almost 100 per cent by the end of this time frame. Night waking is still fairly common, although an increasing percentage are able to get back to sleep without much parental help and the total duration of night waking is now less than five minutes. Sadly, however, almost a third of children in this age range have been on the receiving end of punishment for their sleeping patterns, with over a quarter left to cry themselves to sleep.1

Nightmares and night terrors are fairly common for this age bracket, with night terrors affecting around 3 per cent of all three- to five-year-olds and most suffering from nightmares at some point. Bed-wetting is also very common, affecting around 30 per cent of children this age.

Getting to ‘goodnight and go’

One of the things I am asked most by parents of three- to fiveyear-olds is, ‘How do I get them to go to sleep independently?’ What they mean by this is, how do they reach a point where they can tuck the child in, read them a story, give them a goodnight kiss and leave the bedroom shortly after, with the child still awake. Watch any film, soap or drama on TV and any child’s bedtime will look exactly like this. The child sweetly replies with their ‘goodnight’, yawns, turns their head over on the pillow, their eyes close and not a peep is heard from them until the next morning. This goal is sadly unrealistic, for almost any age. Even as adults we struggle to fall asleep in such a peaceful and easy way. In fact, just over half of us struggle to do the very thing we would like our children to do. In terms of when children may be happy with an independent bedtime, I usually suggest somewhere between four and seven years of age, the age at which they can genuinely self-soothe. Your starting point when aiming for ‘goodnight and go’ should always be to assess your expectations and whether they are age-appropriate. While there is only a slim chance of achieving totally independent bedtimes in under fiveyear-olds, there are definitely some gentle steps you can make towards this goal now. Let’s look at the three main ones.

Introducing a bedtime friend to care for

Have you ever noticed that if you’re scared of something but are simultaneously caring for someone else (particularly if they are anxious) that your own fear lessens? This is the case with me and flying. I hate it and am terrified every time I fly. The only thing that calms my nerves is taking care of my children. The more scared they are, the calmer I get as I focus on them. In calming them, I also calm myself to an extent that I could never do to myself alone.

Using this transference of fear really helps children at bedtime. My first step towards independent bedtimes is to take your child on a special shopping trip to buy a ‘bedtime buddy’. Allow them free choice and, if possible, go to a ‘Build A Bear’ (or similar) type of bear-making shop. This is because they can have more input in making the bear and also because you can kiss the ‘wishing heart’ (a small fabric heart) that is inserted into the bear during the stuffing stage. When you insert the heart, tell your child, ‘I’ve put some of my love in the heart so that it will always be with you when you have the bear.’ Encourage your child to name the bear.

When you return home, tell your child, ‘Your bear might be a bit scared and a bit lonely tonight, because all his friends and family are in the shop still. Do you think you could look after him if he gets worried or sad?’ Then say, ‘If he wakes and he’s scared or lonely, can you give him a big hug and tell him that it’s OK to go back to sleep?’ Remind your child of this responsibility again as you tuck them into bed with the bear. The hope is that they will comfort the bear if they themselves are feeling anxious or lonely. This is far more likely to help than telling them to hug the bear if they themselves feel scared or sad.

Pop in and pop out

One of the keys to surviving separation anxiety in early childhood, for both parents and children, is to separate in small, well-timed doses. Using this concept at bedtime can be really helpful. Once your child is tucked up in bed and their bedtime routine is complete, say, ‘Oh, I need to go to the toilet, I’ll be back in a minute.’ Leave their room and stay out for as long as they don’t cry or call for you. If they cry or call for you, go straight back to their room and say: ‘It’s OK, I’m here, don’t worry, I’m always here if you need me.’ Once they are calm say, ‘Oh no, I didn’t turn off the tap, back in a minute,’ and repeat the process. If they are calm, wait outside their room. If they cry or call for you, go straight back in.

Initially your ‘pop outs’ may only be a minute or two long. Your aim initially is not for the child to go to sleep while you are out of the room but just to be comfortable in your absence. Ultimately they may fall asleep while you are out, but don’t expect that to happen for at least the first few weeks.

Guided relaxation recordings and audiobooks

My final tip for encouraging independent sleep is to use guided relaxation recordings. These work to take the child’s mind off ‘going to sleep’, and help them to relax and feel calm in your absence. When choosing a recording, look for one that isn’t exhilarating in any way (no flying, or chasing after things) and, ideally, one that teaches them new coping strategies for sleep, so that the effect builds the more times they listen to the recording. (You can find details of my own recording at the end of this book.)

Start the relaxation recording once you have tucked your child into bed and said your goodnights. I recommend that for the first week or two, you lie beside them until they are asleep. Then, in the following weeks, you can try to leave just before you put the recording on, or part way into it. If your child does not like relaxation recordings, audiobooks can also work very well. Try to avoid stories that are too exciting or stimulating though. Audiobooks can work very well if you have a younger sibling you need to get to sleep, as you can leave your firstborn happily listening to a story until you can return to them once the baby is asleep.

Hopefully these tips, combined with age-appropriate expectations, can help you to look forward to kissing your children goodnight and leaving them to drift off to sleep independently and, most importantly, happily for many years to come.

A quick note on the importance of bedtime boundaries

Boundaries are really important at bedtime, especially as children get older. A good boundary to have at this age is that once your child is in their bedroom at the start of the bedtime routine, there is no more playing, no more running and no more food until the morning. This may sound harsh, but actually setting boundaries here – and consistently reinforcing them – is not only kind to you, but kind to your child too. They know what to expect and you are helping them to get the sleep that they need. It’s OK to say ‘no, it’s time to sleep now’, it’s OK for them to cry and it’s OK for you to comfort them when they cry. What isn’t OK is shouting at them, getting angry or leaving them alone in their bedroom with their tears. There is nothing inherently ungentle about discipline, it is how you implement it that matters.

Bedtime boundaries are usually tough going when you first enforce them; you can expect a good two weeks of tears and tantrums while your child acclimatises to them. On the first few nights of using them, bedtime may take two or even three hours. Expect this. It is normal, and it will pass. The most important thing you can do is to stay consistent and stay calm. Uphold your boundary, but do it with kindness, empathy and patience.

Applying BEDTIME at 3–5 years

Your child is rapidly growing up, but they still have unique sleep needs that differentiate them from adults. A lot of needs at this age focus on helping your child to navigate their emotions and their increasing independence in the world. Let’s look at how BEDTIME applies to three- to five-year-olds.

Bedsharing/Co-sleeping

Most children in this age bracket will be in their own beds and bedrooms. However, if your child is still in your bed, or your room, and you are all happy with this set-up, don’t let anybody try to convince you that you have a problem. In many parts of the world children of this age are still sleeping with their parents, and it is us who would be considered strange for enforcing separation at such a young age.

Expectations

Three- to five-year-olds may closely resemble adults when it comes to sleep physiology. Their circadian rhythms are well established, their sleep cycles are almost the same length as ours and most tend to take all of their sleep at night, rather than splitting some into daytime naps. This doesn’t mean that we should expect them to go to sleep independently, or sleep through the night, and it certainly doesn’t mean we should expect them to be able to settle themselves after a nightmare or during periods of illness. Parental help is still very much needed for sleep onset and for getting back to sleep after waking in the night.

Diet

Dietary deficiencies can play a big role in sleep at this age, particularly a lack of iron, magnesium, zinc and omega-3. Most young children are picky eaters, often avoiding anything that isn’t beige or yellow in colour. This is common and normal and will pass naturally with time; however, it does mean that they can be deficient in important nutrients, which can and often does impact their sleep negatively. Keeping a diary of your child’s food intake over a week and considering whether they may be lacking in any of these nutrients can be very revealing – and ultimately aid sleep if a deficiency is identified and then rectified.

If your child is not already having a bedtime snack, I recommend you introduce one. This can ‘mop up’ any residual hunger from the day, help to keep blood-sugar levels stable and, if chosen wisely, can introduce nutrients that are helpful for sleep. My ideal bedtime snack is either wholemeal/brown toast spread with almond or peanut butter (the sort you would find in a health-food shop rather than a mass-produced brand), or porridge made with whole oats and sprinkled with flax or chia seeds and chopped banana or apricot. Aim to give this snack just before the bedtime routine begins, in your main living area or kitchen. When you first introduce a bedtime snack it can take several weeks, or even months, for your child to accept the idea. Just keep offering and hopefully one day they will take to it.

Transition objects

If your child doesn’t already have a comfort object, now is a great time to introduce them to a ‘bedtime buddy’. These can really help to work towards independent sleep onset at bedtime, and can also help with night waking due to anxiety, too.

Imitating you

If you haven’t yet introduced a special scent that your child can link with you, then aim to do so as soon as possible. Choose an aromatherapy oil that is safe for use around young children and start by wearing a couple of drops of the oil as perfume every day. This means that your child should start to associate the smell with you, which means that eventually they may feel you are still with them even when you are not. Popping a couple of drops of the conditioned oil into a vaporising diffuser at bedtime can help to gently scent the room and remind your child of you.

Again, if you haven’t already started to use it, I recommend playing some alpha music for sleep. Make sure you use only one track, played on repeat (don’t play a whole album or playlist), and choose music with sixty beats a minute, a very repetitive melody, minimal instruments and no vocals. Play this recording during the bedtime routine and leave it playing overnight at a low background volume.

Methodical sleep timings

We all need bedtime routines, whatever age we are. Children need time to wind down and to have clear markers and boundaries at bedtime. Keeping the routine the same every day is key. Families are often so busy now that bedtime routines get overlooked, but they’re really important. In fact, according to research, they are the most important predictor of child sleep. The actual timing of bedtime matters too. We have freakishly early bedtimes in the UK, USA, Canada and Australia: in most parts of Asia and southern Europe, children don’t go to bed until 10pm. Interestingly, research shows that Asian parents have far fewer problems with sleep than UK parents do. A study from the University of Colorado in the USA found that most children are not ready to sleep physiologically until around 8pm. Before 8pm their bodies had not secreted sufficient melatonin to enable a peaceful sleep onset. This is even worse in the spring and summer, when we’re trying to make children go to sleep when it’s still light outside, because light exposure has a huge effect on melatonin.

The following is a good bedtime routine for a three- to five-year-old:


• 5.30pm – Suggested dinner time.

• 6pm – Be aware of the lighting in your living area, dim ceiling lights or, better still, turn on lamps. In the summer, consider closing blinds and curtains. Turn off all screens. One hour of playtime. This can be very active and loud initially, in fact the louder and more active the better! This time is especially important if your child has been at nursery or school during the day.

• 6.50pm – Start to calm down any play. This is a nice time to share some books.

• 7pm – Bedtime snack. This should be in your kitchen or main living area, not in the bathroom or bedroom. Allow 15 minutes for this.

• 7.15pm – Bedtime routine starts. Prepare the room your child will sleep in, with sleep-friendly lighting, their aromatherapy diffuser and alpha music. A bath is a lovely way to start the bedtime routine but remember to be very careful about lighting in the bathroom, and try not to make bathtime too playful. The bath should be no longer than 10 minutes, any longer can be too stimulating.

• 7.30pm – Go into the bedroom your child will sleep in and get them changed into their night clothes and sleep sack (with separate leg sections and exposed feet). I still don’t recommend duvets at this age, although some older four- and five-year-olds are able to manage them.

• 7.40pm – Story time. Aim to read only one book and the same book each night. Remember to avoid books that have noisy or light-up buttons, ‘lift the flap’ or any other interactive features that may be too stimulating.

• 7.45pm – Lots of cuddles until your child is asleep. If you are aiming to work towards an independent sleep onset, remember ‘pop in pop out’, the bedtime buddy and relaxation recording or audiobook.



Environment

A good sleep environment is the same at any age. You are still aiming to keep things dark at night and bright in the daytime. Research has shown that being exposed to screens two hours before bed has a very negative impact on sleep – even if it’s CBeebies bedtime hour! The programmes stimulate the brain too much and the screens release blue light, which causes the brain to inhibit the release of melatonin, the sleep hormone. Turning off TVs, iPads and smart phones at least two hours before bedtime is vitally important and children should never have screens of any sort in their bedroom.

Similarly, lighting matters at bedtime too. Most lights in children’s rooms are terrible for sleep. You should never use the main overhead light, or even a lamp with a regular bulb as these also secrete blue light which halts melatonin release – especially if you use energy-saving bulbs. Night lights are usually bad news too. If your child has a night light that is white, blue, pink, green, purple or even some shades of yellow (in terms of the light colour emitted), then get them out of the bedroom ASAP. These light sources all inhibit melatonin release and are like adding a giant sun to the child’s bedroom. Instead, look for a low blue-light lamp, or red light. Also, be aware of humidity levels and room temperatures, particularly in the winter when central heating systems dry out the air and potentially make the room too warm for the best sleep. At this age most children are still too young for a duvet, so I still recommend a footless, legged, sleep sack. Some four- or five-year-olds can manage a duvet well, and if your child can then there is no reason to delay the swap if they would prefer a duvet to their sleep sack.

When you work with your child’s sleep, your main aim is to make things a little calmer and easier for everybody in the foreseeable future. What you do now can – and will – have lasting results. Teaching good sleep hygiene and habits at this stage can help your child to grow to have a positive relationship with sleep that will last the rest of their childhood and beyond.


Chapter 13
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All about naps

Naps, or a lack of them, are a frequent source of stress and worry for parents. Some worry that their child is not napping enough, some worry that they nap too much. Some worry that their child’s naps are too short, some that they’re too long. Others worry that their baby is only happy to nap while being held, or that their baby won’t nap anywhere else but at home in their cot or crib.

Parents are often surprised when I tell them that, scientifically speaking, we know very little about naps in early childhood. Most of the information available on naps is based on nothing more than guesswork, or opinion. Having worked with thousands of parents worried about their child’s sleep at night and in the daytime, I can say categorically that there is nothing certain about naps! All needs and patterns are individual, whatever age your child. If you took just one piece of advice from me about your child’s naps, it should be that you shouldn’t waste time worrying and comparing your child’s naps with those of other children of a similar age. Moreover, you definitely should not spend hours agonising over so-called ideal nap spacing or durations. For years I took a very relaxed approach to naps with my work, indeed so much so that I decided to put very little nap information in the first edition of this book. Since then, I have realised that parents do want some guidance, which is exactly what I hope to provide in this chapter – information and guidance, but absolutely not a strict schedule. I still believe a relaxed approach to naps is best, but I also understand that in the depths of ‘nap despair’, having some reliable and reassuring information can save your sanity.

How many naps should your child have?

There really is no ‘should’. Your child simply needs the amount of naps that they need, which can be very different to other children their age. What I do find helpful to discuss, however, is some data looking at average nap patterns by age. I recently asked a group of almost 250 parents to describe their child’s naps: specifically, how many they had at different ages. These are the results:

0–3 months: Most newborns have non-discernible nap-time patterns, with no two days being the same and a highly variable amount of naps per day. This is because their circadian rhythm is not properly functioning yet, and the baby does not biologically know the difference between day and night.

3–6 months: During this age bracket, just over two-thirds of babies are having three naps per day, with the remaining third being split fairly evenly between four naps or two naps per day.

6–12 months: Almost three-quarters of six- to twelve-month-old babies are napping twice per day; however, around a fifth have dropped to one nap per day by the end of this time frame.

1–2 years: Almost 95 per cent of children have dropped to one nap per day by the age of eighteen months, with only a tiny handful still having two naps as their second birthday approaches. The most common time to drop to one nap per day is between twelve and sixteen months. Just over a third of toddlers have already dropped their nap completely before their second birthday.

2–3 years: Just over 70 per cent of toddlers completely stop napping before they are two and a half years old. Only 11 per cent are still taking daytime naps by their third birthday.

Suggested nap timings

One question I am frequently asked by parents is: ‘Is there such a thing as “ideal nap spacing”?’ My answer is always ‘No’. Of course, you don’t want your child to become overtired and overstimulated, which can make it much harder for them to fall asleep as their body secretes cortisol to try to keep them awake (which in turn inhibits melatonin release, the hormone of sleep). You also don’t want to try to force a nap if the child is not ready to sleep. In my experience, most difficulty with naps happens because of the latter. The former is, in fact, very rare. Indeed, there is absolutely no benefit of working to a daytime nap schedule following so-called ‘ideal spacing timings’ (‘socalled’, because there is no research to support this idea).

As a very rough guide, I usually suggest aiming for the following times, but stay flexible. This is not a strict time frame; it is merely a guide. It really doesn’t matter if your child does not follow this pattern, it is far better to watch for their tiredness signs and observe and respect their unique needs. Similarly, too many parents run their lives by their child’s nap times, which really can be incredibly stressful and quite depressing. Flexibility is key not only for good sleep for your child, but for your sanity too!


• 3 naps per day: Aim for the naps to be around 9am, 12 and 3pm, with each nap lasting anything from 30 to 90 minutes per nap.

• 2 naps per day: Aim for the naps to be around 10am and 2pm, with each nap lasting for anywhere between 30 and 90 minutes per nap.

• 1 nap per day: Aim for the nap to be around 12 noon, shortly after an early lunch, with the nap lasting between 40 minutes and 2 hours (anywhere in this time frame is fine).



How to drop a nap – and signs to look for

Dropping a nap can be very confusing for parents, as a child’s signs can be muddled. Similarly, it can take a quite significant period of time for a child to drop a nap if it is allowed to happen completely naturally. The following are signs that it may be time to either reduce the amount of naps, or drop them completely:


• More frequent night waking (particularly in the first two hours of sleep in the evening)

• Earlier morning waking

• Bedtime resistance

• Resisting a nap, or taking a long time to achieve one

• Waking earlier from a nap



It is possible to just allow the nap drop to happen naturally. However, be aware that it can take several months for the new sleep pattern to emerge and during that time sleep may be incredibly tricky. Personally, I favour a more parent-led approach to nap drops, as I feel it is kinder to the whole family, including the child. Nap drops can be, and often are, very difficult, however you approach them. Many parents will say ‘but I don’t think he’s ready to drop his second nap, because he’s very tired with only one’, or ‘if she doesn’t nap, her behaviour is terrible and she falls asleep very early, so she can’t be ready to drop her nap’. These reactions are very common and absolutely not signs that a nap drop is the wrong thing to do.

I like to compare nap drops to jet lag. Essentially, you are causing the same effect on the body, shifting it from one time zone to another. Just like jet lag, sleep and behaviour can get worse initially, until the body gets used to the new timings. It’s very common for sleep to worsen and behaviour to become difficult during a nap drop. Unfortunately, this can take several weeks to improve. I suggest parents allow between four and six weeks of consistently dropping a nap before ascertaining if it is the right thing to do. Many give up after only a couple of days when the child’s behaviour and sleep worsen, but this is common and normal. It’s highly likely that night waking may increase, early morning waking may happen even earlier, and exhaustion in the evening makes bedtimes even more difficult. I can’t highlight strongly enough: these are all signs of a shifting body clock and not reasons to avoid dropping a nap. Stick with it, things will improve!

What do you do during the nap drop, especially if your child accidentally falls asleep? Try your best. Distract lots. I always advise lots of loud music, dancing, time playing outside and anything that involves lots of noise and movement to stimulate. Avoid anything that may cause an accidental nap; for instance, a car ride when your child is looking particularly sleepy. Finally, if a nap does happen accidently, don’t worry too much. Wake your child when you can and try again the next day.

Creating a nap routine

If your child is a nap ‘resister’ and you are certain you are not trying to get them to nap when they’re not ready to, then a naptime routine can be very helpful. A nap routine should just be a shortened version of the bedtime routine. You could consider including the following:


• Calm down any play 10–15 minutes before the nap time

• Pop your child’s sleep sack (with separate leg sections if they are over six months) on over their clothes, unless it’s a hot day

• Play their alpha music (on repeat throughout the whole nap duration)

• Use the conditioned scent in an aromatherapy diffuser

• Choose a nap time story book to read; aim for the same book for all nap times

• Choose a phrase to say at each nap time, e.g. ‘it’s time to nap sleepyhead’

• Snuggle your child’s comfort object up to them as they fall asleep, removing it once they are asleep if under 12 months.



A good nap-time routine lasts around 10 to 15 minutes and can be replicated wherever you are. For instance, if you are out and your child is in a buggy, or a sling, you can still recite their nap phrase, play their nap music on your phone and use some of the conditioned aromatherapy oil on a muslin. The more sleep cues you incorporate in the nap routine, the easier it will be for others to help your child to nap, especially in your absence.

I’m often asked when I would give up on trying to get my child to nap. I would suggest you try for no more than 15 minutes. If your child is not showing signs of getting sleepy, then give up and do something else for half an hour, preferably something active and playful. Then try again to get them to nap, for another 15 minutes. If they are still not looking tired then abandon that nap and try again at the next suggested time – or indeed the next day, if your child only has one nap per day.

Does it matter where they nap?

There is a common myth that naps are somehow better quality if the baby or toddler has them in a cot, crib or bed. This is totally incorrect. Sleep is sleep wherever it happens. There is no such thing as ‘junk sleep’ (the term often used to describe naps that happen outside a cot or bed) and sleep is not superior if it happens in a bedroom. I’m not sure where the myth of naps only being ‘good quality’ if they are in a cot or crib came from – it’s so obscure it’s almost laughable, except that millions of parents have been scared by it so it is no laughing matter. Sleep is sleep; it really doesn’t matter where it happens. However, I would say that sleep is better when the child is calm and secure, and for many that means sleep in arms, in a buggy or stroller, or in a sling or baby carrier. This is far preferable to unhappiness in a cot. If your baby does nap well in their cot, please don’t think I am saying this is problematic. It isn’t. I would, however, want to make sure that you have some flexibility for naps. It’s no fun being stuck inside with a baby or toddler because they can only nap in their cot.

Are blackout blinds and buggy shades a good idea for naps?

Although I have no preference for nap location, the one environmental element that can really impact sleep, and not just at nap time but at night too, is that of light. Many experts advocate the use of blackout blinds and buggy shades at nap time. It is true that these can lengthen naps and prolong a nap that would otherwise be dropped, but this is usually at the expense of night sleep. The darker the daytimes, the more confused the child’s circadian rhythms become, which can negatively affect their night sleep. If you are desperate for your child to nap and are not so worried about night sleep, then making the sleep environment dark during the daytime can help. If you don’t want to sacrifice night sleep in order to improve naps, then my suggestion is to try to keep the nap environment as naturally lit as possible. Don’t close curtains or blinds, and avoid buggy shades unless it is a bright sunny day and the glare from the sun prevents your baby sleeping.

Contact naps

Often parents worry if their baby will only nap on them. Sadly, many sleep trainers view this as problematic, but this really couldn’t be further from the truth. The gift of being able to get your child to sleep easily, calmly and relatively quickly is a huge one. So many parents struggle with trying to encourage independent naps, I often wonder why the message to embrace non-independent ones is not louder. Put simply, there are no negatives to ‘in contact’ naps for children, and they will outgrow the need for them.

Allowing ‘in contact’ naps is perhaps the least stressful option for the whole family. Accepting and, dare I say, enjoying them is often the best option. Being pinned down under a snoozing child for an hour or so can quickly lose its appeal, though. Perhaps my best advice, therefore, is to think about what to do when it happens, rather than to try to prevent it from happening. Take some time to prepare and plan your time.


• Be prepared – make a flask of tea or coffee, have a glass of water and a snack ready and keep it at arm’s length. Keep your phone easily accessible, not trapped in a pocket, and the same goes for the TV remote, a book or magazine.

• Make nap time ‘box set’ time. Often TV episodes last for around 40 minutes, a perfect length for a nap. Watch an episode per nap and quickly catch up on your favourite series – or find a new one. Netflix is your friend. Consider headphones if your child is bothered by the sound.

• Make nap time reading time. Discover new books or read those you bought ages ago and haven’t got round to yet. Kindles can be easier to read one-handed than a paper book.

• Take time out to meditate. Nap time can be a wonderful time for calmness and mindfulness.

• Listen to some music. Catch up on your favourite artist, or new recordings that aren’t baby or child music! Headphones are probably a must though.

• Take a snooze yourself. Daytime naps can be a great time to catch up on lost night sleep.

• Just be. We don’t spend much time being still in our busy lives, especially when we’re parents. Take nap time to really look at your child, watch their chest softly rise and fall as they breathe, smell the baby scent on their breath, look at the tiny curls in their hair, stroke their forehead and cheeks, hold their little podgy hands in yours and feel the reassuring weight of their body moulding into yours. These are the memories that will stay with you for ever.



Naps in daycare

For many mothers, their return to work can be fraught with worry. Concerns about how the baby will settle and sleep for the new caregivers usually top the list. But before I look at how to encourage easier daycare naps, I think it’s really important to start at a slightly earlier point – that is, choosing childcare.

Choosing the correct childcare for your baby is the most important step you can take to ease their transition towards independence and to aid sleep without you. There is no one universally correct choice, because all care differs between providers. The most important thing to consider concerning childcare selection is how willing the provider is to meet the needs of your individual child. I have worked with so many parents who say to me, ‘My baby naps at 9am and 3pm, but at nursery they have to nap at 11am and 2pm. How do I change my baby’s routine to fit this?’, or ‘My baby only sleeps when she’s held and rocked, but at daycare they have to fall asleep in a cot. Help!’ My answer is always the same: ‘You are paying for this service, they should be providing the service that you and your baby require. If that means following individual nap times or carrying your baby in a sling for the duration of their nap, then that’s what you should demand. If they are unwilling to meet your needs then this is not the right setting for you or your child.’

When selecting childcare, some important questions to ask are:


1. Do you expect my baby to sleep at a certain time? Or are you happy for them to sleep according to their own needs?

2. If my baby cannot fall asleep in the cot or crib will you carry them in a sling?

3. My baby needs movement to sleep – will you take them for a walk in the buggy or pram as necessary every day?

4. What will you do if my baby doesn’t want to nap when others in your care are napping?

5. My baby needs music/scent/certain objects/certain lighting, etc. to sleep, are you happy with this?

6. Are you prepared to have a lot of settling-in sessions, both with and without me present, before my baby starts with you? Or do you have a restriction on how many such sessions we can have?



Remember, you are paying a lot of money and trusting the love of your life to somebody else’s care; there should be nothing you are unhappy about. If there is, and the provider is not happy to change their views, then I cannot emphasise enough – this is not the right care provider for you!

I know it may seem completely impossible to comprehend, but once you have found the right care provider you will be amazed at how differently your baby will sleep for them. Many parents tell me, ‘She’ll only fall asleep at the breast for me and I have to stay with her for the duration of the nap’ or ‘He’ll only sleep with constant rocking’, but, ‘at daycare it’s amazing, it’s so different!’ Babies who won’t fall asleep for mum without breastfeeding, or those who take 30 minutes of rocking from dad, will often be happy to be placed in a cot and be patted to sleep by your childcare provider. For some parents it’s so unbelievably different that they are not convinced until they see it happen for themselves. The chances of the parents replicating this at home are precisely nil. Why? Babies seem to know that they will need to settle in a different way for their caregiver than for their parents. The comforting they get from their parents is what I call ‘the ultimate’, but they seem willing to sacrifice it a little in the daytime for other carers (until they’re back with their parents that is). I cannot overemphasise how common this is. Almost all babies will sleep in a different and very unexpected way for their carer than for their parents. The carer will also probably find their own way to get your baby to sleep, again most likely in a way you’ll never be able to replicate. It may take a week or so for the two of them to find their own groove, but they almost certainly will.

It’s quite common that parents feel the need to get their baby napping ‘out of arms’, or settling without a breastfeed, in preparation for starting daycare. I don’t actually think either of these are necessary. It won’t confuse your baby if you always feed them to sleep but their carer pushes them in a buggy or stroller. What I would suggest you focus on, however, are steps that the carer can follow that are the same that you use at home. Things like:


• Always changing your baby into a certain sleeping bag before nap times and sending a duplicate with them to daycare.

• Sending a special sling or carrier that you use for nap times with your baby to daycare.

• Playing a specific piece of alpha music for nap time at home for the duration of your baby’s nap, and then sending the music with your child to daycare for naps there.

• Wearing an aromatherapy oil as perfume during the day yourself and then asking your carer to wear the same, or at least to carry a muslin scented with it.

• Reading a special story book at the start of nap times and sending another copy of that book with your child to daycare.

• Keeping the lighting levels the same for naps at home and at daycare.

• Snuggling your baby with a special comforter at home during every nap or feed and sending a duplicate to their daycare with them.



All these things will help your baby to feel they have a little piece of you with them, and the continuity should encourage easier naps in your absence.

Are catnaps really a problem?

Many parents contact me to ask for my help to extend their child’s naps. Often they write and tell me that their child only naps for 30 or 40 minutes and that they would really like to extend this to one and a half or two hours. Unfortunately, short naps (or what many refer to as ‘catnaps’) are totally normal and very common. They are usually not a problem for the child, although I can understand that they are for the parents, who are desperate to have some time to themselves in the day. The biggest problem, however, is that it is very hard to change (i.e. lengthen) this totally normal sleeping pattern. For some unknown reason, our society seems to think that naps should be one or two hours long (or even longer). There is no evidence to support this, though. It is not more beneficial for a child to nap for an hour or two if their body gets all they need out of 40 minutes’ sleep. That’s not to say that those who do nap for a long time are abnormal. They’re not; they are just as normal as their catnapping counterparts. All children are different – and so are their sleep needs!

As I mentioned at the start of this chapter, infant and child naps are very under-researched. For some reason researchers are obsessed with night sleep and the location of it but are rarely concerned with daytime sleep. So, I am writing this from a very limited evidence base and mostly from experience. What we do know is that the cognitive benefits found from a baby napping occur if the nap is 30 minutes’ duration, or longer. Indeed, if we consider adult naps, we know that catnaps can actually be more efficient and beneficial than long naps.

Is there anything at all you can do to lengthen naps? Ultimately this is all about choosing the right time, following your child’s tiredness cues, not too late and not too early. Consider whether you may be trying to get your child to nap too often. Sometimes dropping a nap can lengthen the remaining ones. You may also want to consider taking a nap yourself, alongside your child – co-sleeping often results in longer naps. Using a sling to carry your baby can also result in a longer nap; the close contact and movement often really help to increase nap lengths. Again, though, just because your baby sleeps for longer in contact with you, it doesn’t necessarily mean it is problematic if they sleep for less time when away from you. Lots of people say to me, ‘If I breastfeed and hold my baby they sleep for an hour and a half, but only 45 minutes without me, so they must need an hour and a half.’ Not necessarily! I liken this to swaying in a hammock listening to birdsong, or the sound of ocean waves, the sun on you and a gentle breeze. Even if you weren’t tired, you are likely to drop off to sleep because of the wonderful, comforting environment. I think sometimes breastfeeding and cuddling lengthens naps for this reason, not because the baby needs more sleep. It’s likely that the 45 minutes is really what they need; they’re just lulled into having more with the wonderfully comforting environment you provide.

If you have a catnapper, rest assured that you’re not alone. In all likelihood there is nothing wrong with your child’s sleep, even though other books and sleep trainers warn otherwise. The next time you doubt yourself and your child, remind yourself that there is no evidence behind their claims.

Confusional arousals, or why children wake in tears after a nap

I often hear from parents who are worried that their children (usually toddlers) wake seemingly inconsolable after sleep, usually naps. They describe children who won’t settle, can’t be reasoned with and seem in great discomfort. This crying lasts for anything from a couple of minutes to 10 or 20 minutes, or more.

This pattern is characteristic of a condition known as confusional arousal disorder. In adults, this parasomnia (a disorder that commonly affects falling asleep, waking up, or the period during sleep) usually manifests as slurred or slow speech, forgetfulness and generalised confusion (or what some may term as being ‘sleep drunk’) and affects around 3 per cent of people. In young children, however, the incidence is much higher, at over 17 per cent, manifesting almost always as intense crying (although sometimes it can be continued subdued sobbing or whining). Confusional arousal is more common if the individual is woken from sleep (i.e. if parents wake the child from a nap), rather than the sleep cycle naturally concluding, but this is not always the case. The best way to view episodes is like an electrical blip in the brain, where the individual is jolted out of sleep too quickly and therefore becomes severely disorientated, with their body and mind taking a while to catch on to the fact they are now awake.

Although these episodes can be incredibly scary (and hard to handle as parents), the good news is they are not harmful to the child and are usually outgrown naturally by around the age of five years. As with other parasomnias (such as sleepwalking or night terrors), there is often a genetic link and children who are affected will often have a parent who used to experience the same, or another parasomnia, as a child.

What can you do to help a child who suffers from confusional arousal? Ultimately it is a case of waiting for the child to outgrow the disorder, and keeping them as comfortable and safe as possible during an episode. Until then, the following may be helpful:


• Make sure the bedroom (or room they nap in) is not too hot, or too cold. In general, the ideal temperature to keep a bedroom at night is around 16–18 centigrade.

• Keep artificial light out of the bedroom at night (if you use a night light, make sure you only use one that utilises light on the red colour spectrum).

• Try to avoid waking your child from naps if they suffer from confusional arousal.

• Try to avoid your child becoming overtired.

• Consider their intake of omega-3 fatty acids (a limited amount of research has shown a link between deficiency in omega-3 and parasomnias in children).



Ultimately, though, be ready to reassure them and offer as much physical contact as the child wants to help them to calm down when they wake properly.

I hope you have found this chapter helpful. I am aware that many parents would like strict daytime routines to follow, but in my experience these aren’t helpful and trying to get a baby (who hasn’t read the routine and can’t tell the time!) to stick to them tends to prove far more stressful than being more baby led. The most important ‘takeaway point’ concerning naps is that all children are different and no two will need to sleep at exactly the same time, for exactly the same duration. Learning your child’s unique sleep needs and preferences is always the best approach to naps.


Chapter 14
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Coping with sleep deprivation and exhaustion as a parent

There is no denying that parenting is exhausting, particularly in the first few years. It is indeed true that sleep deprivation is a form of torture, albeit with torture you don’t get the lovely oxytocin highs that come from snuggly hugs, and parents do at least get some sleep, however fractured. The first thing I want to say is that at some point all parents have felt, or will feel, how you do right now. I definitely have, more than once. There have been times where I felt at the end of my tether, wondering why I ever thought having children would be a good idea, and I’ve definitely resented my children during particularly wakeful stretches.

There is absolutely nothing wrong in feeling that you ‘just can’t do this any more’ or in feeling resentment towards your partner, your friends whose babies sleep through and even your own child. And there is certainly nothing wrong in having a good old moan about how exhausted you feel. Parenting is tough, really tough. Although each age brings its own challenges, the first three years are definitely the hardest on you physically. It’s ironic that the hardest physical work comes at a point when your body is still trying to recover from carrying and birthing your baby; the time when you need rest the most.

I know too well how tempting it is to follow the magic sleep plan your friend with the ‘perfect’ sleeping baby has followed. I know what it feels like to second-, third- and fourth-guess your choices. By meeting your child’s needs, you thought you were meant to make your child more confident, but she’s only becoming clingier. What did you do wrong to create such a needy and anxious little boy? The answer is – absolutely nothing. Nothing you have done has created a ‘bad sleeper’. In fact, I would wager that your baby actually isn’t ‘a bad sleeper’ (but rather an entirely normal sleeper), even though it sure does feel like it. Hundreds of thousands of babies around the world have been trained to sleep abnormally; these are the unusual ones – not yours. One day your hard work will pay dividends, but, frustratingly, that day isn’t here yet.

To make matters worse, every time you mention your tiredness, you are bombarded with unsolicited advice. When you’re sleep deprived and questioning your parenting, I think it is so much more helpful to be told ‘you’re doing a great job, this is normal, it will pass – keep doing what you’re doing!’ than be given constant advice to change things, which implies that what you’re doing is somehow wrong. Imagine how wonderful it would be if we supported parents with words of encouragement and support, rather than deluging them with advice that makes them feel inadequate or anxious, or like they (or their child) have some sort of problem that needs to be ‘fixed’.

So, what can you do if you’re feeling at rock bottom with exhaustion? Let’s look at a few steps that can help to ease the pressure a little.

Emergency help

If you are feeling completely exhausted and that you can’t go on, you first need to find some way to rest. If you are at rock bottom, it is better for your baby to spend some time with somebody who cares for them (even though they may not settle well for them) while you recuperate, than to have a drained and barely functioning mother. Tanking up on a night’s sleep, or sleeping in the day, while your partner, parents, sibling, friend, babysitter or other childcare worker takes care of your baby is so important. When you have had some sleep, even just for one night, everything will seem different and it will be easier to make some longer-term plans.

Check your mental health

Many new mothers have high levels of anxiety, especially first-timers. Birth trauma, difficulty transitioning to motherhood and the road to get there (for some this could include an unplanned pregnancy, a long wait or fertility issues, giving up a job where you were in control, even temporarily while on maternity leave) and relationship issues can all play havoc with our emotions. Research shows that maternal anxiety plays a big role in infant sleep and can make babies wake more.1 Ironically, sleepless nights also impact negatively on our anxiety levels and mental health. It’s a cruel cycle. In addition, anxiety can make you second-guess your choices and decisions and make you feel less sure of them; this in turn can lead to a lack of continuity and consistency – something else that affects sleep negatively. If you are feeling overwhelmed, anxious or depressed, please seek medical advice. You don’t have to feel like this. Speaking with your family doctor, a postpartum mental health helpline, a counsellor (including a birth afterthoughts specialist at your local hospital if your birth was traumatic) or a local postnatal depression support group can really help.

Check your diet

Make sure you are not adding to your exhaustion due to postnatal depletion; deficiencies in important nutrients can have a significant impact on emotional well-being and energy levels. Many new mothers are lacking in vitamin D, zinc, magnesium, vitamin B12 and iron. If you’re lacking in these you’re going to feel even more run-down and even more tired. I’m firmly of the opinion that all new mothers should supplement B12, magnesium and vitamin D if they are not certain they are consuming enough in their diet. These can all impact on your wellbeing and many of us do not consume enough. If you have previously had issues with anaemia, or you lost a lot of blood while giving birth, do speak with your GP; you may need a blood test to check your iron levels and a subsequent prescribed iron supplement.

Find your support network

For most of human existence we have parented in company. It is normal for our species to parent in groups, or tribes. Just as with other mammals, for millennia we have learnt from each other. Mammals observe others raising their children around them; females, in particular, tend to form social circles where they raise their young with the support and guidance from other mothers, often more experienced than themselves. This is the way it is for almost all mammals on our planet, and the way it has been for almost all human history. Until now. Our new trend of parenting in isolation, away from our own family or the watchful eye and welcoming wing of those more experienced than us, is at odds with our needs as humans. We are social beings; we are not meant to do this alone.

Psychologist Daniel Stern spoke about the importance of creating a tribe in his book The Motherhood Constellation. Stern believed that throughout pregnancy and early parenthood mothers were focused heavily on their baby in terms of their well-being and their connection with them. This primary fixation on their child, and as a result all things parenting, helps to provide the mother with a new sense of self, which hinges heavily on her child. While this is an important part of parenthood, Stern felt that this new world could be overwhelming for the new mother and that she needed support, understanding and advice from others in order to complete this transition. This support network he termed ‘the maternal matrix’. Stern explained that the maternal matrix is formed almost unconsciously by the new mother and mother-to-be.

Stern may have focused his work solely on mothers and a ‘maternal matrix’, however I strongly feel that this applies to fathers too, and a ‘paternal matrix’ is equally as important. How might a maternal or paternal matrix look? In the twentyfirst century these matrices are becoming increasingly virtual, formed via social media groups and parenting website discussion forums. If you find the right groups and websites these can certainly be very helpful; however, if you find yourself in the wrong ones, at odds with your parenting philosophy, it can be quite damaging. Don’t be afraid to unfollow groups or accounts that make you question yourself, or make you feel anxious.

Never underestimate the importance of a real, physical matrix, or what many refer to as a ‘parenting tribe’, or ‘a village’, no matter how much support you have online. If you do not have family or friends with children close by then one of the easiest ways to create a tribe or matrix around you is by attending postnatal classes, baby or toddler groups, but once again, make sure that the ethos of the group is in line with your own parenting beliefs. Joining a new class can be daunting enough without the pressure of needing to make friends and staying in touch afterwards. If nobody asks you for your contact details, don’t think that this means they don’t want to stay in touch. It’s highly likely that they are feeling like you and are just too shy to ask. You could suggest meeting up at the end of the course, or even ask the course leader if they wouldn’t mind either organising a meet-up or sharing everybody’s contact details via a handout or email. This new group could contain some of the most important friends that you have in your life; if not for ever, for at least a few years. If you don’t manage to find your matrix in real life, then creating a virtual tribe is a good alternative. What you are ultimately looking for is a safe space where you can offload and vent without fear of feeling judged or inundated with unsolicited advice.

Self-care

Self-care is absolutely vital for parents. It is impossible to take care of your child if you are running on empty. It is a common modern-day cliché, too often referred to in patronising memes shared on social media, but self-care really is the key to surviving the early years. Self-care can often feel like an onerous task, but I think that’s mostly because we misunderstand it. There are three prevalent myths I hear again and again about self-care that I’d like to dispel:


1. It takes too much time
Self-care probably feels like something else added to your ever-increasing ‘to do’ list. I know you probably don’t feel like you have the time or energy for it, but the beauty of self-care is that it really doesn’t have to take much time. It can be slotted into your daily routine because, on the simplest of levels, it simply means being more mindful of your own needs and feelings. You can do that while feeding your baby or changing a nappy. Awareness isn’t time intensive.

2. It costs too much money
Too many people think self-care means paying for a massage or joining a yoga class. It really doesn’t. Yes, some people may incorporate these things into their ‘self-care routine’, but these things aren’t necessary. Selfcare is a mindset; the big work goes on in your own head and that doesn’t cost anything. Neither does sitting on your sofa and focusing on nothing but your breath for 2 minutes, or telling yourself that ‘I matter too’. Financial pressures are absolutely not a reason to not be kind to yourself.

3. It means you have to be away from your child
No. It really doesn’t. For some parents, it’s vital they get some time away from their child. They need the breathing space (if this is you – I can’t recommend more strongly that you try to find a way to make it work, even for an hour a week). For others, they can’t bear the thought of being away from their child and doing so would actually make them more stressed. The beauty is – this is all about you, nobody else. How you feel is the only important aspect in self-care. It’s perfectly possible to be more mindful of your own needs with a baby at your breast and a toddler on your knee, if that’s what you want.



So, how do you implement self-care?

Start with accepting that your thoughts and feelings have a huge impact on your parenting. That, actually, you are the key. You can’t necessarily change your child but you can change yourself – your view and approach. Realising this is the most important step. Next, you need to accept that it is not selfish to have your own needs, and it is definitely not selfish to fulfil them. You are the backbone of your family. You are in constant use. You get your car regularly serviced, or your hot water boiler checked each year. Why not give yourself the same courtesy? If your car broke down after years of neglect you wouldn’t blame the car, you would understand it was your oversight for not taking care of the car. The same goes for you too. Take some time to think about what it is you need most. Time away from home? Some peace and quiet to think? A way to offload? Some more sleep for a night or two while somebody else is with your child? Better food? More socialising with friends? Fewer playgroups (or more)? Simplifying your life a little? Consider writing a little list of what you need in your diary. I always feel that once something is written in ink, it becomes more serious.

Next, think about the simplest and easiest ways you can meet your needs and start with those. Maybe a bath to yourself with the door closed? Reading a new fiction book instead of a parenting book? Calling an old friend and talking about the past – not your child? Watching a cheesy romance film instead of doing the washing? Then work up to the big stuff. Be nice to yourself on a daily basis and, most importantly, be forgiving. Start trying to be as nice to yourself as you are to everyone else. Finally, keep it going. While you may need an ‘emergency self-care top-up’ every now and again, this new way of thinking needs to be a permanent fixture in your life. You can’t dabble in self-care for a few days or weeks and then go back to neglecting your needs. It’s about having a new awareness that is constantly present in your life.

What to do when somebody criticises your parenting


You really shouldn’t hold her so much you know.

He should be sleeping in his own room by now.

She’s too old to be having milk at night now.

He should be sleeping through the night by now, it’s not good for him to wake so much.



So many parents are inundated with criticism of their parenting, as well as unwelcome advice, particularly surrounding sleep. All too quickly this can undermine your confidence and leave you questioning your parenting. So what should you do the next time somebody offers you one of these pearls of wisdom?

Try to see the motivation

A lot of what we view as criticism can really be classified as well-meant concern. This is particularly true if it comes from those close to us, e.g. relatives. Perhaps they are worried about how tired you look, or they are genuinely concerned about your child and, rather than meaning to attack what you are doing, their comments are actually aimed at (what they believe will be) something far healthier for your child, and you. The comments may come out wrong and it can be easy to perceive them as just being an attack on you, but I think most criticism is just poorly phrased concern. Of course, this isn’t always the case, sometimes people are just negative interfering busy bodies, but I find trying to look for the motivation really helpful.

Understand people speak from their own knowledge and experience

When my firstborn was a baby, early weaning (by sixteen weeks) and cry-based sleep training were the in thing. This advice was given in all the baby books, by health visitors, childcare workers, official healthcare publications and television experts. Things have changed a lot in the last eighteen years; imagine how much they have changed over the last thirty or forty! I have kept up to date with current research and recommendations because that’s my job. If it wasn’t, I’d have no reason to know how much things have changed, and I would probably believe that the same recommendations still applied. People give advice and criticise based upon what they know and believe to be true. Similarly, they criticise and advise based upon their own experiences of being a child and (sometimes) raising one.

Taking on board new ways of doing things involves a lot of cognitive dissonance, because accommodating new, updated advice means admitting that how they were raised, or how they raised their children, may have been damaging. Instead of admitting this – and working through the unsettling emotions it brings – many people will attack the new information, sometimes consciously, other times subconsciously. In a sense the fact you are doing things differently may be seen as an attack on what they did or are doing. Hence, their criticism of you is a self-protective mechanism. Basically, their negative words are not saying anything about you, but everything about them.

Ask questions and talk about emotions

If you want to respond to the advice and criticisms, my strongest suggestion is to hold back on piling the evidence on them. I see so many posts on social media saying things like ‘Can anyone provide me with some research showing sleep training is bad?’ Providing evidence here is totally ineffective. Why? Because it simply won’t get through the cognitive dissonance barrier. They probably won’t even read it. If they do read it they will almost certainly dismiss it. As much as you may think listing evidence is the way forward to convince them that you are in the right, it really isn’t. What works better? Two things: asking ‘why?’, and appealing to their emotions.

The next time somebody says, ‘He needs to sleep in his own room,’ ask them why? Keep drilling down and drilling down. When they say, ‘Because he needs to be independent,’ ask ‘Why?’ When they say, ‘Because he won’t ever learn to be alone otherwise,’ ask ‘Why?’ At some point they will reach a dead end and simply not be able to answer, or there is a slim chance they may realise that their criticism has no substance and what they read/saw is incorrect (though don’t hold your breath!). Another tactic is to appeal to their emotions. Here, I like to ask them to put themselves into the child’s place or imagine how they felt/what they needed as a child. ‘How do you think she feels when she’s left crying in her cot?’, or ‘Do you remember a time when you really needed your parents but they didn’t come for you?’ Asking ‘why?’ and appealing to emotions is infinitely more successful than providing evidence, in my experience.

Smile and thank them

Or, in other words, ignore them. Ignoring in a way that makes them feel like they’ve been listened to is key though. Instead of saying, ‘Please keep your opinions to yourself’, or ‘No, I’m not doing that’, responding with ‘Thanks for your advice, I’ll take it on board’, or ‘OK, that’s definitely something to think about’, quietens people a lot quicker. Of course, you have not done anything to attempt to change their mind, but I think sometimes for our sanity it’s best to smile, nod, ignore and move on. We’re not here to change the world for everybody, just our children. It’s OK if somebody holds a conflicting view.

Think about why you’re doing things this way

This point and the one overleaf are about keeping your confidence up. Criticism and unwanted advice can really erode it. If you’ve been on the receiving end from several people, or over a sustained length of time (I’m thinking of time spent on a family holiday and so on), it can be all too easy to start questioning your decisions. Take a breather to remind yourself why you’re doing this your way, re-read the books and the articles, watch a video, listen to a podcast. Revisit whatever source convinced you in the first place. If that source was your intuition and heart, then try to switch off from all things parenting and go for a long walk, watch a movie, read a (non-parenting) book, meditate and do whatever it is that you enjoy doing to take away some of the toxicity.

Get support from like-minded parents

It can be hard parenting in a way that is not the norm. A day or two surrounded by people doing things differently to you is hard going, especially if they criticise you. The best solution I’ve found for this is to surround yourself with like-minded people. People who agree with you. Post on the internet (in a group that mirrors your parenting beliefs) about your experience; the replies agreeing with you and telling you to ignore the criticisms can be incredibly validating.

Remind yourself why you’re doing this

The best piece of advice I can give you when you’re feeling wrung out and at the end of your tether is to remind yourself why you are parenting in this way. Why does being responsive and nurturing towards your child matter to you? What messages do you want to send your baby or your toddler? What are your long-term hopes for them and your relationship with them as they grow? Although exhaustion and sleep deprivation can feel desperate in the moment, when put in the context of our long-term goals as a parent, things can seem a little easier. For me, taking a look at my sleeping baby curled in my arms, or my toddler’s little face as they slept, bolstered me enough to keep going. These difficult days (and nights) won’t last for ever; neither will the baby or toddler hugs. Try to drink them in when things are a little easier and keep these special moments for the times when you’re at rock bottom. Remind yourself who you’re doing this for. Try to practise gratitude and know that as terrible as you feel right now, somebody else would be desperate to be in your position. Above all, be kind to yourself, as well as kind to your child.

I hope this chapter has helped a little. You will look back on these times with fondness one day. The memories of sleeplessness will fade and be replaced with something altogether more positive. Nobody ever regrets holding their baby or toddler too much. I promise.


Chapter 15
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Summary and sleep action plan

In this final section of the book, I summarise all the points I have covered in previous chapters, to enable you to formulate your own plan of action for your family, based on my BEDTIME solution. I have come to realise over the years that many parents would very much like me to tell them exactly what to do to solve their child’s sleep problems. However, I have issues with this on many levels. First, if I told you exactly what to do this would be disempowering for you, and my aim with all my work is to empower parents to understand their children and to be able to formulate their own solutions by being their own best experts. Second, I am at a significant disadvantage to you, having never met your child or had insight into your family dynamics, so if I gave you a rigid step-by-step sleep plan for your child it would be naïve at best and useless, if not damaging, at worst. Lastly, children change quickly and parents need to adapt their approaches, therefore by empowering you to formulate your own plan of action you will easily be able to do this a few months down the line, or even in a couple of years with a different child.

If you turn to pages 284–7 of this book, you will find some blank pages featuring the headings from my BEDTIME points. The purpose of these pages is for you to work through your unique scenario, and write down your own seven-point action plan, by carefully considering each BEDTIME point in turn. This will give you a comprehensive sleep plan that is unique to your family.

The last point I would like to emphasise here is the issue of consistency and patience. I know how tempting the idea of a ‘quick fix’ is when you are desperate for sleep. Quick fixes rarely work in the long term though, or at least not without a significant price. As the saying goes, ‘there are no short cuts to any place worth going’. Many of my suggestions involve conditioning sleep cues and it takes time to build up the associations. In all cases, I advise giving your plan a minimum of six weeks of consistent, daily action before assessing results. I cannot emphasise enough how important this point is.

While it may seem daunting to spend the next six weeks dramatically reassessing your daily life and home environment, it will bring untold benefits to your child and to you – some of which may never have occurred to you when you sought out a gentle sleep solution. I hope you will be pleasantly surprised at all of the positive side effects.

Here is a brief summary of the points to consider.

Bedsharing/Co-sleeping

• How do you feel about sharing a bed with your child if it is safe for your situation?

• If you are considering bedsharing now, make sure you are aware of all of the safety guidelines. See page 107.

• How do you feel about co-sleeping or ‘rooming in’? Is this possible? How might you make this work in your room?

• Can your partner ‘room in’ with your child in their room for a while?

• If you are hoping to move your child out of your bed or your room see the information in Chapter 11.

Expectations

• Are your expectations of your child’s sleep realistic? How do they compare with the norms of sleep of a child the same age?

• Is your child’s bedtime appropriate for their age? Is it possible you may need to delay it?

• Are you giving your child at least two hours at home after daycare before beginning the bedtime routine, to allow time for their cortisol levels to fall sufficiently?

• Have you considered the impact of your child’s daily activities on their sleep?

• Does your child have a wind-down and bedtime routine (lasting a minimum of half an hour) that is followed consistently each and every day?

• How can you add to your child’s wind-down and bedtime routine to help them form appropriate expectations?

• Does your child have a nap-time routine? Is this followed consistently every day and by everybody who cares for your child?

Diet

• If you are breastfeeding your baby, have you visited a lactation consultant or breastfeeding counsellor to check their latch and for tongue/lip tie?

• If your baby is formula-fed, have they been checked for tongue/lip tie?

• Is it possible that your child may have an allergy that is affecting their sleep?

• Does your child eat too many food colourings and additives?

• Can you give your child more food that is high in iron, magnesium, zinc, omega-3 and tryptophan (see page 77–8)?

• Have you tried giving your child a bedtime snack an hour before bedtime?

• Consider giving your child a probiotic supplement if their microbiome could be less than optimal because of a C-section birth, antibiotics given during pregnancy, the birth, breastfeeding or directly to the child, or if your baby is, or was solely, formula-fed.

• If your child is older than twelve months, consider night weaning as part of a holistic plan to improve their sleep.

Transitional objects

• Does your child have a comfort object already? If not, can you let them choose one (or select one for them if they are too young) and begin to condition a link with you, in order that in time they associate the object with you and take comfort from it?

• If your child has a particularly loved comforter, try to get hold of a second identical one in case the original is lost.

• Ensure that your child can easily access the comforter, particularly at night-time.

• If your child is older, try my idea of a bedtime sensory blanket, or a bedtime buddy.

Imitating you

• Avoid putting your child down into a cot asleep; either put them down awake, or consider bedsharing, using a co-sleeper crib, or a floor bed.

• Introduce elements to the bedroom that remind your child of you in your absence, such as a conditioned scent, or alpha music.

• Try to avoid singing or talking your child to sleep. Remember, any noise that they go to sleep to should be present all night.

Methodical sleep timings

• Aim to introduce a bedtime routine, by that I mean doing the same things in the same order rather than being fixed to specific times, as early as possible.

• Flexibility is key, but aiming for consistent times for both sleep onset and wake time can have a huge positive impact on sleep.

• Make sure you are not trying to get your child to sleep at a time that is biologically too early for good sleep.

• Be mindful of naps, both the amount and timing of them, and how this will impact on your child’s sleep at night.

Environment

• Aim to expose your child to natural light in the daytime as much as possible.

• Try to keep lighting dim in the evening when night falls, closing blinds and curtains in your main living area.

• Do you have energy-saving light bulbs that could be replaced with red light bulbs in rooms where your child spends the most time in the evening?

• Consider changing the light source in your child’s bedroom to a red bulb.

• Do you spend time together playing in your child’s room in the daytime, helping them to view it as a happy place? (Remember, never send your child to their room or shut them in in an attempt to discipline them.)

• Is the bedroom too warm? Aim for 16-18°C (or 21°C if using air conditioning).

• Consider using a legged/footless sleep sack from age 6 months to 5 years. Remember, ‘cool room/warm body’. You may need to add an extra layer of clothing or increase the tog of the sleep sack, depending on room temperature.

• Check the room’s humidity, especially if you have central heating or air conditioning, or your child is a ‘mouth breather’. Try using an electric aromatherapy vapouriser that uses water to replace lost moisture in the air.

• Can your older child wind down with a relaxation recording or audiobook at bedtime?

• Do you have story time every night? Remember to avoid stories that are too stimulating and aim to read the same book, once, every night.

• For older children, have you let them have some control over what is in their bedroom?

• If your child is experiencing nightmares have you considered making some ‘monster spray’ (see page 31), using a dream catcher or giving them a toy to take care of at night?
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Resources

Sarah Ockwell-Smith’s website www.sarahockwell-smith.com

Sarah Ockwell-Smith’s Twitter
www.twitter.com/thebabyexpert.com

Sarah Ockwell-Smith’s Instagram
www.instagram.com/sarahockwellsmith

Sarah Ockwell-Smith on Facebook
www.facebook.com/sarahockwellsmithauthor

The Gentle Sleep Book on Facebook
www.facebook.com/sleepcalm

Doula UK Postnatal Doulas www.doula.org.uk

Homestart Family Support www.home-start.org.uk

Lactation Consultants of Great Britain www.lcgb.org

General Osteopathic Council www.osteopathy.org.uk

Baby Sleep Information Source www.basisonline.org.uk

Evolutionary Parenting www.evolutionaryparenting.com

Mother–Baby Behavioural Sleep Laboratory
www.cosleeping.nd.edu

Lullaby Trust www.lullabytrust.org.uk

Babywearing UK www.babywearing.co.uk


Recommended products

Slings for younger babies

Boba www.boba.com

Close Baby Carrier www.closefamily.com

Je Porte Mon Bebe www.jeportemonbebe.com

KariMe www.kari-me.com

Moby Wrap www.mobywrap.com

Carriers for older babies and toddlers

Beco www.becobabycarrier.com

Boba www.boba.com

Connecta www.connectacarrier.co.uk

Ergo www.ergobaby.co.uk

Manduca www.manduca-baby-carrier.eu

Tula www.babytula.com

Co-sleeper cribs

Snuzpod www.snuz.co.uk

Chicco Next to Me www.chicco.co.uk

Sleep cues

Gentle Sleep Music for Babies by Ian Ockwell-Smith – to play on repeat from bedtime until morning, to decrease night waking for any age, available at iTunes, Apple Music, Google Play and Amazon Music.

Gentle Sleep Relaxation for Children by Sarah Ockwell-Smith – to play at bedtime to encourage an independent bedtime for older children, available at iTunes, Apple Music, Google Play and Amazon Music.

Footless, legged sleep sacks

Slumbersac ‘sleeping bag with feet’ www.slumbersac.com

Gro Suit www.gro.co.uk

Ergo pouch winter onesie www.ergopouch.co.uk

Bedtime books to share with your child

Margaret Wise Brown, Goodnight Moon, Two Hoots (2017)

Paul Czajak, Monster Needs his Sleep, Scarletta Press (2014)

Katherine Havener, Nursies When the Sun Shines, Elea Press (2013)

Jill Tomlinson, The Owl who was Afraid of the Dark, Egmont (2014)

Martin Waddell and Barbara Firth, Can’t you Sleep Little Bear?, Walker (2013)
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On the web

Colour wavelengths and melatonin, Debra Skene, University of Surrey: http://www.nature.com/nature/journal/v497/n7450_upp/full/497S10a.html?WT.ec_id=NATURE-20130523
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the way around your baby, using his are looking for tightness over the
own weight to keep the wrap secure arms and tummy only
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SARAH OCKWELL-SMITH

Bestselling author of The Gentle Discipline
Book and The Gentle Parenting Book
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Revised and updated
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Gentle, No-Tears Sleep Solutions for
Parents of Newborns to Five-Year-Olds

“This book should be called The Sleep Bible and needs to be in every
parent's bedside drawer' Mameta Viegas, founder of Relax Kids
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EASY 5-STEP SWADDLING TECHNIQUE

Fold over the top of the swaddle Place your baby with the top of
sheet to make a triangle the fold level with his neck





OEBPS/images/f0141-02.png
Tuck your baby’s right arm at his side,
take hold of the top left-hand corner
and bring it down and over your baby.
Tuck the sheet under his left-hand side.

Bring the bottom of the sheet up to
the baby’s left-hand shoulder, hold
the baby’s arm to his side and tuck
the fabric underneath his arm,
torso and bottom





