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forewarD

It is rare that I have the opportunity to recommend a book

as wonderful as DreamChild Adventures in Relaxation and Sleep, the companion guide to the DreamChild
Adventures audio programs. Dr. Tom Jackson’s work is a gift. Combining his 30 years’ experience as a
practicing psychiatrist and his skills as an audio engineer, he has created a combination with his book and
audio programs that will help your child, and you, sleep beter.
Over the last 27 years of my career in sleep disorders medicine, and as one of many professionals involved in
starting and growing a sleep disorders center dedicated to the evaluation and treatment of infant and chidren’s
sleep disorders at the Loma Linda University Children’s Hospital in California, I have seen hundreds, if not
thousands, of children who sufer from sleep disorders. I have found that few sleep disorders are more diicult
to efectively treat than childhood insomnia.
Childhood insomnia is so diicult to treat because few remedies exist that are safe and efective, and which
are, importantly, easy to use for both the child sufering from insomnia and the child’s parent. Medications
have side efects, may not be efective, and cannot be used long-term; cognitive behavioral treatment programs
are safe and often efective, but are not always practical, requiring several weekly visits to the doctor, and
may be costly to the parent, especially when not covered by the patient’s insurance plan. Therefore, having a
safe, efective, and easy-to-use treatment for childhood insomnia is important for patients and their doctors.
Dr. Jackson’s DreamChild book and 3D Living Sound™ CD programs meet these criteria. They can be used as
the sole treatment for childhood insomnia or in combination with medication and behavioral treatments, if
needed. My clinical experience suggests they are quickly efective in treating primary childhood insomnia so
that your child can again experience the wonders of a good night’s sleep.
Dr. Jackson’s book is expertly writen, informative, and easy to read. The book’s content is based on solid
scientiic research and his more than 30 years as a psychiatrist treating children who sufer from insomnia.
Dr. Jackson correctly emphasizes that a thorough evaluation is important. Understanding your child’s
sleeplessness and the treatments available is essential for parents who want to improve their child’s sleep.
The possible causes of and treatments of childhood insomnia are succinctly listed and accurately described.
Parents and doctors will ind this section very helpful.
Dr. Jackson shares real stories from patient encounters and you will probably identify with one or more of the
cases in the book. Recognizing that others face similar challenges and that treatment can be efective may give
you hope and encouragement.
When you experience the 3D Living Sound technology used to record these programs, your ears will not believe
what they are hearing. The programs will immerse you in a sense of virtual reality with sounds emanating
from all around. I am quite sure you will ind the experience so unique and engaging that, like me, you will
be at a loss for words to describe it. Listening to the children’s programs will engage your child in journeys
that are both entertaining and relaxing. And through an array of comforting suggestions and visualizations,
brought to life by 3D sound, anxiety and racing thoughts melt away, allowing your child to quickly fall asleep.
xvii

The DreamChild audio programs are best used in conjunction with this DreamChild Adventures book, and
although they can be used alone, I recommend both. Understanding why your child may have insomnia
combined with using traditional interventions presented in the book are most likely to provide excellent
results in the short run and may help you prevent future insomnia episodes.
I believe that Dr. Jackson’s DreamChild Adventures in Relaxation and Sleep and his DreamChild audio programs
represent a major contribution to the sleep medical ield. I expect they will be within arm’s reach of pediatricians
and sleep specialists everywhere and that it will become commonplace to recommend them for patients who
sufer from childhood insomnia.
I think this book will be of great value to anyone who reads it. I hope it inds its way into your library of selfhelp books, while the 3D children’s CDs rest on your child’s nightstand to help him or her sleep well at night.
Ralph Downey III, Ph.D., FAASM
Board Certiied Sleep Specialist
CEO, Dr. Downey Sleep Consultants
Associate Clinical Professor of Medicine
Loma Linda University School of Medicine
Loma Linda, California
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DreamchilD aDventures
chilDren’s Programs

DreamChild Adventures is a series of entertaining and

therapeutic audio programs designed to promote relaxation and sleep in children between the ages of four and
twelve.
who createD it?

I’m Tom Jackson, M.D., and I have been a practicing psychiatrist for the past 30 years. My irst involvement
with audio recording began in 1978 with the production of popular music. Through this process I developed a
love for audio recording and engineering. There followed a 25-year exploration of therapeutic uses of sound.
Since the mid-1980s I have utilized an innovative recording technology, 3D Living Sound™, in the production
of my programs. This breakthrough in recording technology creates a multi-dimensional listening experience
in which the listener hears sounds as emanating from all around.
how DreamchilD aDventures came about

I developed my irst therapeutic audio programs for the treatment of anxiety and insomnia to treat adults
in my clinical practice. A number of these patients who had experienced personal success used the adult
programs with their children, and the results they achieved inspired a new series of programs—DreamChild
Adventures—designed speciically for children. As it turned out, these new programs seem to speak to the
“child in all of us” and, though designed for ages 4-12, they have been enjoyed by people of all ages. The
DreamChild Adventures incorporate a number of elements including guided imagery, breathing techniques,
Neuro-Linguistic Programming (NLP), nature sounds, sound efects, music, poetry, and story telling.
why a comPanion book?

Throughout my years of clinical practice, I have witnessed the central roles that stress and anxiety play in a
wide variety of problems both children and adults experience. By providing people with the means to atain
deep states of relaxation, I have enjoyed a unique vantage point from which to view the remarkable beneits
many achieve. I invite you to join me and share my intimate perspective as I conduct clinical interviews with
caretakers (or therapists) of children who struggled with sleep diiculties and other anxiety-related problems.
These people, perhaps like you, often felt confused, frustrated, and desperate for solutions to pressing issues.
And yet, as you will discover, the most dramatic beneits frequently extended far beyond the initial problems
that motivated program use with these children. I traveled far and wide to record the various sound efects
that make up the 3D backgrounds for the programs.
the link between sleeP anD other issues

Throughout the process of working with these caretakers, a compelling (if none too surprising) phenomenon
became apparent: the programs beneited these children not only in regards to their sleep-related issues but
also appeared to impact a whole constellation of anxiety-related emotional and behavioral issues that these
children faced.
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Some of these issues are obviously directly related to sleep, such as:
• bedweting
• nightmares/night terrors
• fear of the dark
But others seemed, at least on the surface, incidental to sleep, such as:
•
•
•
•
•

childhood obesity
resistance to reading/poor academic performance
television habits
deiance
self-esteem
an inextricable web

What these caretakers and I found was that their children’s troubles sleeping and the other related problems
they encountered were woven inextricably together in a web of cause and efect. Each child faced a diferent
set of problems, many of which the caretakers had not even associated with the child’s sleep problems until
after they experienced a near-simultaneous improvement in both sets of problems as they used the programs.
every chilD is Different
As you proceed through this book, you may ind that some case studies call out to you more than others. You
may recognize your own child in some of the children we examine, while inding litle correlation between
your child and some of the others studied herein.
Therefore, you may decide not to read this book all the way through, from cover to cover—though I certainly
recommend it. You may instead choose to scan the list of “complaints” which precede each case for the speciic
issues most pertinent to those your own child currently faces to ind how others have successfully dealt with
the same concerns.
Afterwards, you may put this book aside as you explore the solutions it ofers (not least of which are the audio
programs), picking it up again at some point in the future should any of the other issues broached in the book
come up for your child.
With this in mind, let me introduce you to the layout of this book so that you may get the most value out of
reading it, whatever your goals.
how to use this book
DreamChild Adventures in Relaxation and Sleep is most useful as a companion to the DreamChild Adventures 3D
audio programs I refer to frequently throughout the book.
Part I is the section you’re reading now. It is the Introduction to this book and to the intertwining problems of
sleep and anxiety in children, as well to the DreamChild Adventures programs as a powerful solution to many
of these problems.
Part II presents a series of cases, each of which follows one or more children who sufered sleep problems
but who subsequently beneited from using the audio programs. Each interview with the children’s parent,
guardian, or therapist (hereafter referred to, for simplicity’s sake, as “caretakers”) is broken up into two basic
sections:
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• a “Before ” section describing problems the children experienced prior to using the programs
• an “After ” section relaying one or more follow-up interviews conducted several days, weeks,
or months (and in one case, years) later, detailing the improvements the caretakers noticed
after use of the programs
In addition, following each of the interviews, I include a commentary providing further information and
insights into a particular problem associated with the case.
Part III broadens the scope of the conversation to explore traditional strategies and solutions to the problems
of sleep and anxiety in children that can work hand-in-hand with the DreamChild Adventures children’s audio
programs to produce maximum results. This section, by no means comprehensive, presents a sweeping
overview of some of the ways most commonly recommended by experts to help children relax and sleep well.
The Appendices includes topics speciic to the DreamChild Adventures 3D audio programs and the related
3D Living Sound technology. It includes extensive details about the research conducted on the AudioMagic™
programs and 3D Living Sound technology, as well as
• a discussion on potential hearing risks associated with some audio listening devices and
practices
• a bibliography and research notes for this book
• the scripts for the three DreamChild Adventures 3D audio programs
• a catalogue of all of the AudioMagic programs currently available
If you have a speciic topic of interest or pressing issue with a child in your life you wish to investigate, rather
than reading the book sequentially, you can look for it in the Table of Contents and go directly to that section
• If it regards a speciic sleep problem—like bedweting, nightmares, or fear of the dark—or
an aspect of childhood development only tangentially related (or seemingly unrelated) to
sleep—such as academic performance, childhood obesity or sibling rivalry—then you may
ind it in one of the Interviews or subsequent Commentaries in Part II
• If it regards some aspect of sleep, anxiety, or relaxation in general, you will most likely ind
it in Part III
• If it regards the DreamChild Adventures children’s audio programs or any element of 3D
Living Sound technology, or research on the AudioMagic programs, you will most likely ind
it in the Appendices
In presenting the material in this way, I hope to provide you with a deep understanding of the kinds of
problems these audio programs can be used to treat, as well as related beneits that may be achieved. By
showing you the speciic and often sweeping changes these children underwent through their experiences
with the programs, my aim is to give you conidence in their potential usefulness and to inspire you to use
them with any child in your life who you believe may beneit.
.
There is no right or wrong way to use this book. There is only your way—what works best for you and the
children in your life. I propose through this book to help you and the children you love and care for ind your
own individual pathway to greater health and happiness.

chilDren anD anxiety

the effects of stress in contemPorary society
How can we explain why one in eight children develops a diagnosable anxiety disorder1,2 and approximately
25% of children, and upwards of 40% of adolescents, struggle with signiicant sleep problems?3,4 The increasing
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stress of contemporary society, I believe, plays a major role:
• disrupted homes
• blended families
• both parents working outside the home
• school pressures (including state testing)
• peer pressure to “it in”
• exposure to violence (virtual and real)
• pressure to perform
• excessive stimulation
• information overload (TV, radio, video games, the Internet)
It has been estimated that a single weekday edition of The New York Times contains more information than the
average person living in the seventeenth century would have been exposed to in an entire lifetime.5 Think
about it. Our brains haven’t evolved over the last 300 years, but we now absorb thousands of times more
information, and into which our children are immersed at earlier and earlier ages.
But sleep problems don’t solely result from the increased stress of contemporary society. A number of other
important factors afect sleep, like bedtime routines and situational issues. Likewise, not all anxiety can be
blamed on life’s stresses. Two children exposed to the same stress will not necessarily react in the same manner.
And clearly, some children are predisposed to anxiety, as evidenced by the strong genetic link that research
has shown.
what is anxiety?

“We have nothing to fear but fear itself.” Never a truer statement was spoken than those famous words utered by
Franklin D. Roosevelt (albeit in a completely unrelated context).
Anxiety is literally the fear of fear—being afraid of being afraid. All the thoughts, feelings, and sensations
associated with being afraid—they are the essence of anxiety.
As the books The Anxiety Cure (2003) and The Anxiety Cure for Kids (2003) explain, anxiety is the perception
of danger where, in reality, no danger is present. While fear is a valuable internal alarm signaling real and
immediate danger, as authors Robert L. DuPont, M.D., Founding President of the Anxiety Disorders Association
of America, and his daughters Elizabeth DuPont Spencer, M.S.W. and Caroline M. DuPont, M.D. succinctly
describe it, anxiety is a “false alarm” responding to imagined danger, that which isn’t present except in the
mind of the person experiencing the anxiety.
When that false alarm sounds repeatedly, incessantly, it causes a predictable surge of disturbing thoughts and
feelings, including: irrational fear, discomfort, self-doubt, and panic.
a vicious cycle: fear of the imaginary
All of these negative by-products of anxiety only serve to escalate anxiety by fueling a vicious cycle of selfdefeating avoidance of life. In fact, anxiety may even cause deeper and more lasting anguish than the actual
experience of the feared situation would likely produce. That is because, as the DuPonts point out, “Anxiety
is a disorder of anticipation.” Almost all of the resulting discomfort comes before the situation or experience
that provoked the anxiety. Anxiety arises from the question, “What if?” Anxiety exacerbates, intensiies, and
perpetuates those “what ifs” to the point that they become a hindrance to a person’s proper functioning. The
remedy for this spiraling cascade of “what ifs” is contained in the realization of “what is.”

Introduction

7

Because anxiety is a fear of what might be, and more, a fear of the physical and emotional experience of fear
itself, it is irrational and inappropriate to the situation provoking it. Fear is useful, whereas anxiety is not. Fear
alerts us to something which really does require our undivided, alert atention. Anxiety simply causes us to
worry that the object of our fear might materialize. Fear alerts us to the immediate need to jump out of the way
of an oncoming car; anxiety keeps us from going for a walk in the irst place because we fear we may be struck
by a car. Importantly, in terms of our mental health—and this is a crucial point—fear does not usually lead to
the doubt, insecurity, and low self-esteem that anxiety typically does.
age-aPProPriate fears
Anxiety, then, is any fear that is out of proportion to the given circumstances, and that places unreasonable
restrictions on a person’s daily experience of life. Applying this to children, that means any fear that is not ageappropriate. In a Web MD ® feature article, Annie Stuart outlines age-appropriate fears as follows:6
Infants/Toddlers
•
•
•
•
•
•

Loud noises
Sudden movements
Large and looming objects
Strangers
Separation from parents/guardians
Changes in environment

Preschool-age children
•
•
•
•
•

Darkness
Noises during the night
Masks
Ghosts, monsters, etc.
Dogs and other such animals

School-age children
•
•
•
•
•
•
•
•
•

Spiders
Snakes
Storms (thunder, lightning)
Being left alone at home
The anger of a trusted authority igure (such as a teacher)
Illness and injury
Doctors, shots, hospitals
Rejection
Failure

Any of these fears only become problematic when they continue beyond a certain age; that’s when they cross
over from fear into anxiety. Children with anxiety problems worry about things that simply don’t worry most
other children of their age.
For example, young children normally fear separation from mommy and daddy when they’re taken of to
school, and that’s appropriate for a very young child, but if a child still experiences that same separation
anxiety after several years of school, it ceases to be a reasonable fear and becomes an unreasonable anxiety,
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as it is no longer appropriate. Anxiety may manifest in young children as excessive clinginess to the trusted
adults in their lives.
the fear of sleePing alone
As you’ll see in many of the children’s case studies that follow, another common anxiety children experience
with varying degrees of intensity and age-appropriateness is sleeping alone at night. According to a chart in
Help For Worried Kids (2005) similar to the list above, author Cynthia G. Last, Ph.D. says that six years of age is
when the fear of sleeping alone commonly begins in children. I explore this anxiety in great detail, as well as
the ongoing debate on how parents can best handle it, in a section on co-sleeping found in Part III of this book.
anxiety in teens
Similarly, in adolescence it is appropriate for teenagers to harbor social insecurities, but as those teens grow
into young adults, those social anxieties are no longer appropriate. Older children may deal with anxiety more
subversively, such as by simply asserting their unwillingness to do something demanded of them. A lot of
disruptive and oppositional behavior, as a mater of fact, has its roots in anxiety.
signs of an anxious chilD
Anxious children typically avoid speaking up in the classroom and, in extreme cases, try to avoid going to
school altogether, devising any excuses they can to get their parents to let them stay home. Anxious children
are often homebodies, typical “mama’s boys” and “daddy’s girls,” rarely venturing outside of their comfort
zone to take social risks. Anxious children have diiculties socializing with other children and “iting in” with
their peers. Anxiety can cause a child to avoid many of the joyous activities and pleasures of being a child.
They often miss out on sleepovers, ield trips, and extracurricular activities involving separation from their
parents and home.
Children experiencing persistent anxiety feel alienated from their peers and their family alike. Seeing that
other people, especially their peers, don’t feel the same anxiety they do about things causes anxious children
to distrust their own thoughts, feelings, and bodily messages. This naturally leads anxious children to believe
there is something wrong with them, fostering shame, self-doubt, and low self esteem. It also leads to the
anxious child feeling terribly alone and trapped by their problem, helpless in the face of endless triggers of
their anxiety all around them.
consequences of unresolveD chilDhooD anxiety
Chronic anxiety can stunt a child’s developmental growth, preventing him from maturing into an emotionally
healthy young adult. Untreated, anxious children grow into insecure, anxious adults with deep-rooted
problems that are increasingly harder to correct the longer they persist.
At the end of this book, I will review some core strategies and solutions for the problem of anxiety, including
an in-depth discussion on relaxation. But for the time being, let’s look at some of the ways anxiety interferes
with mental and physical development through sleep disturbance.

chilDren, anxiety, anD sleeP
anxiety anD sleeP

Anxiety can make it hard for a child to study, to sleep, to eat, or even to play, for his mind is consumed by the
object of his anxiety. Anxiety consumes an abundance of mental energy, exhausting the person sufering from
it, eventually leading to fatigue and, potentially, even depression. Anxiety, in fact, is frequently found to be
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the precursor to depression, and an anxious child can easily grow into a depressed adult. Incidentally, changes
in sleep paterns are another symptom of depression Dr. Last points out, noting that anxious children tend to
sleep less and depressed children tend to sleep more.
I could not present a thorough exploration of sleep and relaxation without giving due coverage to anxiety. As
Tamar E. Chansky, Ph.D. says in her book, Freeing Your Child From Anxiety (2004), “Anyone who has spent a
sleepless night watching the numbers lip one by one, hour after hour, on their digital clock knows that sleep
and anxiety are diametrically opposed and, for that reason, inextricably linked.”
a nightly struggle
Perhaps geting your child to bed is a nightly struggle, not to mention geting him to remain in bed and asleep
throughout the night. Maybe you have lost sleep yourself from atending to your child’s sleep problems during
the night. Is it an all too familiar experience to awaken in the morning to a child who is tired and cranky? You,
too, may start the day irritable from a lack of deep, restful, uninterrupted sleep. If so, you no doubt spend
much of your waking hours concerned that the following night will only bring more of the same.
You certainly don’t want to let this concern progress to the point that it blocks your own efectiveness in
helping your child. Many caretakers ind themselves at their wit’s end trying to deal with sleepless children,
so you’re not alone in this struggle. And, rest assured, you are not only about to gain greater understanding of
the problems you face; you will also ind answers and solutions that may have eluded you.
common chilDhooD sleeP Problems
You may be dealing with any number of common sleep problems that can be present to diferent degrees and
in various combinations. In the personal stories to follow, we will encounter a range of sleep problems (and we
will share in these patients’ struggles and subsequent achievements):
•
•
•
•
•
•
•
•

bedtime resistance
anxiety about sleep
sleep onset delay
nightime wakings
inadequate sleep duration
diiculty waking in the morning
morning moodiness
daytime sleepiness

Other related childhood sleep problems we’ll explore in the interviews include bedweting, nightmares, night
terrors, and obstructive sleep apnea.
Throughout the clinical interviews you’ll encounter children facing sleep problems, each in their own unique
way. Reading through the stories, you’ll likely gain insights as you recognize elements that also apply to your
own experiences with the child you’re trying to help.
the untolD effects of sleeP
Indeed, sleep inluences all bodily functions—for good and for bad. Inadequate sleep has been found to
contribute to many medical problems and presents an array of deleterious efects on all aspects of daily living.
The following are just some of the problems associated with poor sleeping paterns:
• obesity
• diabetes
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• anxiety and depression
• impeded physical development
• weakened immune system
• allergies
• infections
• accident proneness
• diminished atention span
a turning Point
But whatever sleeping problems afect your household, deinitely do not despair. All of the DreamChildAdventures
have proven extremely valuable tools for relaxation and sleep. If your child’s sleep problems have perplexed
and frustrated you, I’m sure an enjoyable, efective solution to those issues will come as a welcome gift for both
you and your child.
This book will likely mark a turning point in your struggles. You now have in your hands the information and
tools you need to chart a new course to restful sleep for both you and the children you love.

the Programs

The DreamChild Adventures include one relaxation program, Country Friends, and two sleep programs, Magic
Carpet and Playhouse on the Beach. Both Country Friends and Magic Carpet are brought to life through a variety
of entertaining 3D sound efects that engage the imagination of even the most restless children. Although
Playhouse on the Beach incorporates only waves in the background, children who don’t have the need for more
engaging 3D sounds to draw their atention inward may ind it ideal for falling asleep. And, best of all, most
children really enjoy the programs, which minimizes resistance to listening or going to bed.
Once your child has become familiar with these programs, you might enjoy reading the scripts together as
bedtime stories.
Country Friends
Country Friends is a unique relaxation program that ofers beneits to children struggling with problems
exacerbated by stress or anxiety, such as nervousness, worry, sadness, fear, insecurity, anger, pain, bedtime
resistance, and sleep problems. The program can be used any time of day to create greater relaxation, and may
be used as a wind-down before bedtime as well, or in conjunction with Magic Carpet and Playhouse on the Beach.
I also encourage you to listen to Country Friends yourself, because your understanding of the experience may
help you guide your child to receive the greatest possible beneits. I narrate the story, which starts with a
car trip to the countryside. After suggesting that your child close his eyes, the narration guides him through
daydreams, his imagination stirred by a medley of sounds: bike riding, skating, swings, slides, horses, cars,
airplanes, a train, a circus, and so on. With your child’s atention thus drawn inward, the program enters the
relaxation phase, as we begin walking down an imaginary pathway through an enchanted forest.
Soon, we come upon a meadow with a farmhouse where we stop for directions to the river that will lead us
down to the ocean. We are invited to sit on the porch and are treated to some country hospitality. A bluegrass
group named Harmony Grits (www.harmonygrits.com) plays a traditional country tune and then two of their
original songs, sending us on our way to the soothing lilt of “Down by the River.” After a short walk, we sit
down beside the river and slip into a relaxing meditation with the peaceful sounds of water, wind, and birds.
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Continuing our walk down the pathway, we discover a pond where we watch images appear upon its surface
in relection; we contemplate poetic words of inspiration and comfort. We then walk further along the path and
emerge on a magical beach where the child inds time for imaginary play. Country Friends concludes with the
suggestion that the child take some of the wonderful feelings he is experiencing with him as he returns home.
MagiC Carpet
Next, I’d like to introduce Magic Carpet, a program designed to make bedtime pleasant for both children and
those who care for them. It is a whimsical story-poem brought to life by enthralling 3D Living Sound efects.
Although most children have litle problem with sleep, they may still display varying degrees of resistance to
going to bed or make extra requests for atention when it’s time to go to sleep. For these children, Magic Carpet
can make the bedtime ritual much easier and more enjoyable. If your child is accustomed to having you read
him a bedtime story, perhaps Magic Carpet can stand in when you don’t have time to read, or it is inconvenient.
As noted earlier, if your child struggles with a signiicant sleep problem, you’re probably losing sleep, too.
You may ind yourself trying to help your child work through any number of sleep-related problems, such
as a high degree of resistance to going to bed, trouble falling asleep, restless sleep, nightmares, or nightime
wakings from which your child cannot fall back to sleep. The results that others have achieved with the audio
programs, and which you will shortly read about, should give you hope that you may solve your child’s
sleep problems more easily than you imagined. Many children, especially those with severe or habitual sleep
problems, may also beneit from additional techniques we’ll cover later.
You might enjoy listening to Magic Carpet yourself, and your understanding of the program may help you
in guiding your child’s use. The program begins with a musical introduction, after which I narrate a story
told in the form of a poem. Your child goes on a magic carpet ride through various scenes, his imagination
stirred by a variety of sounds: city sounds, a parade, a playground, a zoo, farm animals, and so on. After
drawing your child’s atention inward, the program becomes even more relaxing as it invites your child down
a pathway through an enchanted forest. Mother Nature comes to life through various elements (trees, a bird,
a stream, and the ocean) and shares words of care and comfort. The pathway emerges on an enchanted beach
where your child will build sand castles and watch seagulls ly overhead. The suggestions for relaxation and
sleepiness continue as your child is led to discover a playhouse containing a special bed where he may drift to
sleep as the background of gently rolling waves gradually fades away.
playhouse on the BeaCh
The inal program in this series, Playhouse on the Beach, is a sequel to Magic Carpet (which I generally recommend
for initial use). But if your child has a calmer disposition and doesn’t require the livelier format of Magic Carpet
to hold his atention, you’ll certainly ind Playhouse on the Beach appropriate; some children ind it even more
relaxing than Magic Carpet. Like Magic Carpet, however, this program ofers an enjoyable bedtime activity that
helps children fall asleep.
Playhouse on the Beach takes place on an inviting beach amidst the calls of seabirds and the pleasant roll of ocean
waves. The narrator (male or female voice) guides your child to play along the water’s edge where he is then
invited to loat over the surf on a raft and observe the ish below, to ride upon the waves, to gather seashells,
to play with the sand. Eventually, he discovers a playhouse containing a chest of toys and games, along with
a welcoming bed. The program becomes gradually more restful, drawing your child into sleep with subtle
suggestions and the slowly fading sound of waves.
benefits of the DreamchilD aDventures chilDren’s Programs
Children who use the programs usually experience rapid improvement in a variety of sleep problems. And
for this, users have been very grateful, since a search for resolution to a child’s sleep problems is the primary
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reason that most people are drawn to the programs. But as you will discover in the following case reports,
additional beneits, which are often reported, are frequently the most exciting rewards of the programs.
Extraordinary improvements should not be completely surprising, considering that research on relaxation
therapies with children has been so promising. Children also do as well as, or beter than, adults when it
comes to learning relaxation techniques. My own work with children has certainly been consistent with this
conclusion. In addition, studies show that relaxation therapies can improve not only sleep7 but academic
performance8 and self-esteem,9 and can also reduce headache frequency and intensity,10 gastrointestinal
complaints11 and hyperactivity, impulsivity, and disruptive behavior.12
simPle measures yielD extraorDinary results
Many of the following cases show such dramatic results that I would expect some people, especially
professionals, to wonder how “simple” audio programs could possibly have such profound efects. But please
hold of judgment regarding what is or isn’t possible until after you have experienced the 3D Living Sound
technology for yourself and have had a chance to discover the depth of relaxation that the audio programs can
induce.
Despite the supportive research on relaxation therapies and children, the extensive degree of improvement
you’ll see in the following case studies still remains somewhat diicult to explain.
Possible exPlanations
In seeking explanations for the results, one could postulate the timing of program use is a major contributor.
Perhaps, by creating a deeply relaxed state in a child as he falls asleep, we are able to “reset” the autonomic
nervous system. And this deeply relaxed state, being relatively unperturbed through the night, may take hold
to a degree that has not been fully appreciated. Subsequently, this new level of relaxation (both physiological
and psychological) may stick with a child for much longer, and to a much greater degree than would normally
be expected. And, because anxiety is such a powerful driving force behind so many problems, its resolution
may result in a cascading efect which in some cases appears transformative.
Such a theory seems plausible in children, especially considering that their emotional and behavioral problems
have not been present so long that they have crystallized into the more resistant, deep-seated paterns often
encountered in adults. The extraordinary beneits some children experience may be explained, at least partially,
by their improvement in sleep alone. Just like anxiety, sleep can have a profound efect on mood, behavior, and
performance. And when we consider the possible resulting beneits from dramatically improved sleep and
reduced anxiety simultaneously, the results reported may become easier to comprehend.
a caveat: every chilD is Different—revisiteD
In addition to the degree of improvement reported, there is the issue of the percentage of children who
can expect to experience such beneits. The results that are reported here are not unusual in the least, but I
cannot claim that they represent a precise cross section of users. Interestingly though, those cases that had
disappointing results often involved children who were resistant to listening or who “didn’t like the programs.”
It’s impossible to know what kind of outcomes these children might have achieved if there had been a way to
enlist their cooperation. (Even reliable medications are inefective if patients won’t take them.) Furthermore,
there is no treatment approach that can be expected to work under all circumstances and these audio programs
are not an exception.
the fast track to success
Up until now, most solutions to children’s sleep problems have involved fairly rigorous adherence to bedtime
schedules and routines, along with behavioral interventions, all of which can be quite challenging and demand
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consistent application. Although most children beneit from the traditional approaches, for many the audio
programs ofer a relatively easy “short cut” to success.
Still, I do not want to minimize the importance, eicacy, or even necessity of these other valuable techniques,
which we will review following the case presentations. You’ll also ind discussions of certain sleep disorders
caused by medical problems which require very speciic medical interventions.
research
Although no formal research has yet been done with program use in children, initial testing at Children’s
Hospital of Orange County was very encouraging, with reported success involving separation anxiety (when
parents leave their children in the hospital) and decreased anxiety associated with medical procedures. The
children’s programs will soon be introduced to children’s hospitals across the country, along with an efort to
encourage academic research, in order to quantify the degree of improvement in a number of areas.
The adult audio programs, on the other hand, have undergone extensive formal evaluation. The original
relaxation program (Natural Relaxation I) was tested in four separate psychiatric and chemical dependency
hospital units and produced an average decrease in anxiety of 52% (comparing anxiety levels immediately
before and after program use). On the chemical dependency units, where medications were seldom used,
it was possible to measure the efect of this relaxation program over time by measuring daily anxiety levels
(before program use), which decreased an average of 32% over three weeks compared to patients who did
not use the program. The advantage of statistics is that they are objective and allow for comparisons to other
treatment modalities. The numbers, of course, helpful as they are, do not begin to communicate what the
results meant to the individuals experiencing decreased anxiety.
Other research conducted on the adult sleep programs includes a successful sleep-training and fatigue reduction
program that I developed, along with Dr. Christopher Alsten, for jet-lagged U.S. Air Force pilots, air crews,
and shiftworkers, and funded by the USAF. Another study on a locked inpatient psychiatric unit, showed
a 98% reduction in sleeping pill usage. A study at the University of California Irvine Medical Center sleep
lab, utilizing all-night EEGs, demonstrated improvement in both sleep and emotional states. And in a study
funded by the National Institutes of Health (NIH) conducted at the University of California San Francisco,
irst-time mothers were able to sleep an average of 55 additional minutes per night following childbirth.
These and other related research, a total of ten studies, are laid out in greater depth in Appendix H—Research
on the AudioMagic Programs and 3D Living Sound.
aDverse reactions anD siDe effects
Now I need to don my doctor’s hat and address an issue that I have not found problematic, but one we must
discuss. In the same manner that I caution my psychiatric patients about the possibility of adverse reactions
or side efects to medications, it is my professional duty to take the same approach with relaxation techniques.
Researchers have determined that some patients, when undergoing relaxation training, may experience
relaxation-induced anxiety, including panic atacks, and what is termed “autogenic discharges,” which can
include pain, anxiety, palpitations, muscle twitches, and crying. Although users of my programs have reported
very mild adverse reactions, such reports have been rare and have never involved children.
If, while using any of these programs, anyone experiences an increase in anxiety or any of the above symptoms,
it is advisable to stop listening immediately. Under these circumstances one may wish to try again another
time. But if unpleasant experiences recur, program use should be discontinued permanently. There are also
reports of adverse reactions to relaxation techniques in people who sufer from psychotic disorders, such
as schizophrenia, in which “lights of the imagination” may not be therapeutic and could even exacerbate
preexisting hallucinations or delusions. I have, however, used my programs with such patients and have not
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encountered problems. Nevertheless, it is logical that there may be an increased risk under these circumstances,
in which case the programs should only be used under professional supervision and with caution.
ParticiPants in the case stuDies
I would like to express my deep appreciation to the people who so generously opened their lives in such
intimate and honest ways in order to share their personal experiences. Some of the interviews I conducted
were with caretakers of children who were treated and others were with therapists who used the programs to
treat children. With permission from these people, I made audio recordings of the interviews, although at the
time I had no idea I would eventually include the interviews in a book. The recordings have assured accuracy,
though I have changed names and certain details to protect conidentiality.
I present 22 clinical cases in the 14 interviews included this book to help you to understand the potential
beneits the programs ofer your child. You’ll likely recognize some of your own struggles in these narratives;
this recognition may provide valuable insights regarding your own solutions. And importantly as well, the
successes you read about in these cases may also ofer you needed encouragement along the way. At the
beginning of each interview, I have provided a summary of the problems each child was experiencing to help
you identify those problems most appropriate to your particular situation. Following each interview, I develop
additional perspectives on a topic of importance that came up during the interview.
backgrounD on the case stuDies
Before we begin the interviews, I’ll take a moment to explain my original motivation for conducting the
interviews. The initial feedback I received regarding children who were using the programs was clearly going
to be hard to explain to others. My hope from the beginning was that, someday, more formal clinical research
would be conducted with children to provide an accurate analysis of program eicacy. But knowing this
might not be done for some time, I wanted to at least obtain in-depth case studies to help illustrate the results
that were being reported. I am now very grateful that I made this efort because I believe these stories provide
insights that mere statistics cannot begin to convey.
The cases in this book represent the irst ones for which I was able to obtain feedback, with the exception of two
additional recent interviews I selected because they brought up issues that I felt were important to address.
a brief technical note
Lastly, a note on manuscript mechanics: since reading “he or she” and “him or her” seems cumbersome, I
simply alternate between the masculine and the feminine gender from section to section.
let the aDventures begin!
Quite a few years have passed since I conducted these interviews. In fact, until recently the transcripts were
literally gathering dust in the atic of my mountain home in “mile high” Idyllwild, California. I feel fortunate
to live in a small town, tucked in a protected alpine valley with towering pines, and surrounded by the majesty
of 10,000-foot rocky peaks which, at this moment, are covered with four feet of snow.
“For all things there is a time,” and the time has inally arrived for me to share these stories with you.

Part II

Clinical Interviews
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chaPter 1

leonarD / DaviD
Interviewed: Leonard
Child:

David, age 7

Complaints:

Fear of the dark
Diiculty unwinding at night
Diiculty geting him into and staying in bed
Excessive time to fall asleep
Many requests to sleep with his parents
“Impossible” in the morning
Oppositional behavior
School problems:
Excessively sleepy, long naps
Acting out—ights
Short atention span
e•f

Maybe you can share a litle about David and the problems
he is having around going to sleep.

David is seven years old and he’s having a lot of problems sleeping in the dark at night with
the lights out. I’ll have to turn the main light in his room on, because he’s afraid there are
monsters in there. Nightlights are not enough for him; he’ll use a lashlight and I’ll ind him in
the morning with the lashlight on. We also have a lot of trouble with him not being able to wind
down at night.
What is the average time it takes him to go to sleep at night?
From ifteen minutes to three hours.
How many nights a week is it a really diicult task to get him into bed and to sleep?
Every night we have a problem, but I would say three or four nights a week we really have a
problem with it where we’ll be struggling with him for two to three hours. Then, once he’s in
bed, he’ll still get up, maybe ten times, and have a million excuses why he needed to get out of
bed.
How long has that been going on?
Ever since I can remember—I would say maybe three years.
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When you have trouble geting him to go to sleep, what are the typical kinds of things you do to try to solve
the problem?
He always wants to fall asleep with me there, in addition to having the lights on. And if I lie
down with him, it will take about an hour for him to fall asleep. Sometimes I tell him to get in
bed with me, because it seems like the easiest thing to do, although not the best, and then at
some point I switch beds after he’s asleep.
What kinds of things do you do to get him to go to sleep?
We read books, but it seems like he enjoys the books and then he’s just ready for another activity.
He doesn’t really see it as unwinding or relaxing. The things I do to try to get him to relax don’t
seem to help in terms of him going to sleep.
Once you get him to sleep, does he sleep okay?
Yes, he sleeps throughout the night, he doesn’t wake up.
On bad nights, what is he like in the morning?
He is impossible in the morning. Nothing is right for him; everything is wrong. He doesn’t
want to eat, he doesn’t want to get up, and he doesn’t want to get dressed—very oppositional.
He even wants me to quit my job so he can stay home and sleep in. I have to physically get him
up and march him into the bathroom and splash water on his face and try to get him going. On
days like that, he has real problems in school.
What kind of school problems?
Many times, he falls asleep at nap time and sleeps for hours, right through the recess, and partly
through class; they have to wake him up.
Why do they let him sleep so long?
His behavior is really a problem and probably that’s one of the reasons they let him sleep.
What are the behavior problems?
He acts out, he has ighting issues, he doesn’t get along very good with the other kids. Sometimes
he’ll hit them. Also he has a very short atention span, which his teachers have told me a lot.
e•f
After Leonard and I spoke a bit more, I gave him the Magic Carpet CD and instructed him on its use. One month
later, I asked if Leonard would come see me again to discuss his observations of the program’s efect, if any,
on David.
e•f

Now, David has been using Magic Carpet for how long?
About a month.
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So, can you tell me what happened?
Immediately I noticed, probably the second day, that there were no more questions about, “Can
we turn the lights on?” He’s never asked me that again.
You mean he no longer wants a night light or the main lights on?
No, I just turn the program on and he goes to sleep.
Do you have to prompt him to use the program?
I ask him, sometimes, if he would like to use it, but usually he automatically turns it on, on his
own. It’s his CD player, so he knows how to operate it without a problem.
Does he usually do it himself?
Yes.
What other changes have you seen in him? What about geting him into bed? And how long does it take to get
him to sleep?
It takes no time at all now. I would say about 10 or 15 minutes and I can hear him snoring.
Is there less resistance to geting him into bed?
There is no resistance to geting him into bed now. He gets ready for bed and he goes to bed and
turns on the program. Before, it was tooth and nail trying to get him into bed.
So it seems like he has something to look forward to now?
He enjoys listening; he enjoys the music, the sounds of the animals and the water, and those are
the words he uses.
Is he always asleep quickly?
It works for him always; within 10 to 15 minutes, and he’s asleep, and this has been consistent.
Is he diferent now when he wakes up in the morning?
He’s not nearly as diicult as he used to be. He seems to just get up and go into his routine. He
knows he needs to wash up and get dressed. Before, I would have to tell him do everything.
Now he just does it.
Grouchiness?
Not nearly like he used to be. Sometimes if he has a late night, he might have a problem, but
nothing like before.
How are the reports from school?
His teacher says his behavior has done a 180-degree turn. They don’t have any problems in
terms of behavior anymore. No more ighting; he can complete the activities from beginning
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to end right along with the other kids; no problems with concentration. And no more excessive
sleepiness.
Is he still napping?
No. He doesn’t even need a nap. He must be geting much more restful sleep at night compared
to before.
Was he napping before, even on good days?
Yes, he’s always been a napper, but the two or three hour naps were new.
For you, what is the biggest diference in puting him to bed?
In terms of my own hassle and frustration level, now when he goes to bed, he stays in bed and
sleeps.
Thank you very much.

fear of the Dark

In this interview, Leonard spoke of seven-year-old David’s fear of the dark, a problem quite common in
children.
symPtoms of a fear of the Dark
A variety of symptoms commonly associated with this fear include rapid heartbeat, sweating, rapid breathing
or shortness of breath, nausea, and a generalized feeling of dread. In cases of extreme or prolonged fear of the
dark, more pronounced symptoms can also be encountered, including temper tantrums, insistence that bright
lights, television, or the radio be left on, insistence that a caretaker remain in the room with the child until
she falls asleep, or the inability to sleep anywhere outside of the home (such as at a grandparent’s or other
relative’s house, at a friend’s sleepover, or on a camping trip).
Left to its own devices, a fear of the dark can fester and build into more severe disruptions in a child’s bedtime
routines, sleeping habits, and even daytime demeanor. A child whose fear of the dark is not adequately
addressed can easily carry this fear into adulthood.
causes of a fear of the Dark
Fear of the dark can be caused by any number of factors, often a single event linking the darkness with some
sort of emotional trauma. This catalyst could be as simple as a movie, book, or television program, or as dire
as being locked in a closet or darkened room by a peer, sibling, or babysiter, or even as complex as witnessing
another person, such as a loved one, experiencing a similar fear. All sorts of stressful scenarios can trigger fear
of the dark, from a hospital stay to a sudden injury to a divorce, a death in the family, or any other form of
parental separation.
Some children are simply more fearful in general than others, whether more genetically susceptible or
conditioned through experience, tending towards a heightened sensitivity and more emotional temperament.
Other children with this problem are merely mimicking behavior they witness in anxious parental igures,
siblings, or other role models in their lives. Similarly, this sort of fearful behavior can be unwitingly encouraged
in a more dependent sort of child by a parent’s over-protectiveness.
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the commonality: Protection
In all of these cases, there is a common element, namely that the child has a sense—whether consciously or
not—that something catastrophic may happen to her in the dark of night.
Whatever the catalyst, the unconscious mind, in atempting to protect the child, can create a profoundly
negative association between a particular experience and the environment in which it took place, in this case
the dark. When viewed this way, it becomes clear how fear of the dark is actually a protective mechanism of
the unconscious mind atempting to keep the child safe.
fear of the unknown
One obvious factor in being afraid of the dark is the simple fact that you cannot see well around you when
there’s no light. As human beings we are all genetically predisposed to fear the unknown, and what is that
which we cannot see if not a vivid actualization of the unknown?
When you can’t see what is going on around you, the imagination can conjure up all sorts of foreboding and
sinister things happening all around, within arm’s reach, waiting for just the right moment of vulnerability to
strike, especially when you have the heightened imagination of a young child, often barely able (if able at all)
to distinguish between fantasy and reality.
the absence of light
In the dark, all other senses are heightened as well, so that “things that go bump in the night” could reasonably
become any number of insidious threats, and sound, in the mind’s ear, far more imposing than they otherwise
would, were the sense of sight not impaired by darkness.
The child at this point inds herself alone in bed in a dark room, without the reassuring element of sight.
Her predicament is now only ampliied by the additional absence of the child’s primary source of safety and
reassurance, namely her trusted caretakers.
getting to the DeePer unDerlying issue
This fear of the dark, however, may on the surface seem just that. But parents need to remain alert to the
possibility this fear actually masks a deeper emotional issue, such as a fear of death (that if they fall asleep,
they may not wake up), a fear of abandonment (that the parent may not be there when the child awakens),
separation anxiety, or a craving for the loving, afectionate sort of atention that a parent often shows when
coming back into the room to comfort a child in the throes of this kind of anxiety. If you ind any of these the
case with your child, discuss these larger issues with her openly.
Reasoning with a child can only go so far, though. While it is certainly worthwhile to explain to the child that
there is nothing in the room to fear, don’t expect this sort of logic and rationality to completely eradicate an
experience that, by its very nature, is founded on the ever-irrational and illogical realm of emotions.
That doesn’t mean, however, that you have nothing to gain by talking openly with your child about her
feelings. Simply asking your child to discuss her fears with you can go a long way towards assuaging those
fears. Your child will usually welcome the opportunity to discuss her perception of reality with you—her
protector—who provides acceptance and understanding.
common Pitfall: Playing along with their fantasies
For this to happen, though, it is crucial that in discussing your child’s fears, you avoid giving her the impression
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that you share those fears. Checking under the bed or looking in the closet for monsters, for example, may
suggest that you genuinely think there is a possibility that something terrifying may be lurking nearby.
The child already believes you’re invincible; otherwise the monsters would also be under your bed or in your
closet. The child needs to believe you understand her fears, not to see you buy into the reality of the fears. If
she is convinced that there is something under the bed or in the closet, and your assurance that there can’t be
anything there is to no avail, you might allow her to look, with you present, in order to convince herself of this
truth. Invite her, in other words, to share your invincibility.
a security tour
You might also show your child the security systems you’ve employed in the house, such as deadbolt locks
on the doors to the outside (though don’t actually lock them at night as it could be a ire hazard) or any alarm
systems you may have installed.
And it doesn’t hurt to ask your child if there are any measures she can think of for handling the fear. A solution
could be as simple as permission to bring a comforting toy or other belonging to bed with her (so long as it isn’t
physically dangerous to do so, of course).
a little comPassion goes a long way
In broaching the subject of your child’s fear, take extreme care to remain sensitive to the child’s experience of
the dark and to avoid ridiculing her or impassively dismissing her feelings. Belitling a child for being afraid
or showing frustration with repeated outbursts of fear will only exacerbate the negative associations the child
already has with the experience.
fear of the Dark—case stuDy
In a 1984 University of Mississippi study on children’s fear of the dark, the nightime experiences of six children
prone to fearing the dark were followed incrementally over a period of one year as the parents exposed their
children to various fear-reducing techniques, including a fear-reducing game they played with the child each
night.13
The gist of the fear-reducing game was simple—see if the child could remain alone in a dark (or dimly lit)
room for increasing periods of time without undue anxiety. But do practice this great experiment with a child
at times of the day or night other than bedtimes, so that there is time to discuss any emotions that arise without
infringing on sleep.
Besides the fear-reducing game, the experiment included several other successful techniques. One was the
use of positive reinforcement by means of having the parent and child repeat together each night certain
airmations such as: “I am brave and I can take care of myself when I’m alone or when I’m in the dark.”
In another approach the child received a reward each morning when, without any diiculties, she went to bed,
fell asleep, and stayed in bed throughout the night in a progressively dimmer room. Rewards included verbal
praise, physical afection (hugs), treats, toys, or tokens.
a system of rewarDs
Following this example, you can implement a similar program of rewarding your child for taking even small
steps towards confronting her fears, for example, rewarding her for simply remaining quietly in bed and not
jumping out (or acting out) the moment you’re done tucking her in.
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As for the participants of the University of Mississippi study, within two weeks after beginning treatment, all
six were able to sleep straight through the night with the lighting in the room set at standard illumination for
sleeping or lower.
other fear- of-the-Dark solutions to try
Other steps to try out in helping free your child from fear of the dark include the following:
• establishing a predictable and reliable bedtime routine
• installing a nightlight in the room or in a visible part of the hallway outside the door
• giving your child a sense of control over her environment by placing a lamp on a bedside
table that she may turn on or of on her own
• monitoring television viewing behavior and ensuring that reading material your child is
exposed to is appropriate for her age group
• studying the room from the child’s perspective to identify any objects that may appear
threatening in the dark and then making the necessary adjustments accordingly
remember , comPassion
Just remember, whatever ways you deal with your child’s fear of the dark, an atitude of gentle understanding
and sympathy is paramount. Frustration and anger coming from you will likely only aggravate the child’s
anxiety. A solution to your child’s fear of the dark begins with your acceptance that her feelings are genuine
and quite real. From that vantage point, all sorts of healing is possible.
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chaPter 2

kenneth / alicia anD Pamela
Interviewed: Kenneth
Child:

Alicia, age 5

Complaints:

Child:

Diiculty unwinding at bedtime
Bedtime resistance and refusal to stay in bed
Diiculty falling asleep
Nightime wakings and diiculty returning to sleep
Insistence on sleeping with parents
Hard to awaken in the morning
Drowsy in the morning after geting up
Oppositional behavior
Overactive
Reckless playing
Short atention span
Excessive worrying
Pamela, age 8

Complaints:

Diiculty geting into bed
Refusal to stay in bed
Nightmares
Diiculty waking in the morning
Meanness to brothers and sisters
Excessive television watching
Oppositional behavior
Anger
Avoidance of reading
Reading skills below average
e•f

Would you please explain a litle about the kinds of

problems your girls are having?

Alicia has trouble going to bed at night and geting to sleep.
How long does it take to get her into bed?
Usually about an hour. She is very resistant. She will constantly be coming out and requesting
water or something.
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How long does it take on average to get her to go to sleep?
I would say, when all the activities are over in the house and things are really quiet and she
knows everyone else is in bed then she will mellow out and go to sleep. On the average, I would
say it takes her about two hours each night to go to sleep.
How long has that patern been present?
For about two years.
Any other problems with her sleep, like waking up in the middle of the night?
Yes, she does have some nightime wakings and then she wants to come in and get in bed with
us.
Any other problems at night, like nightmares?
Not really. She doesn’t have nightmares. She’ll wake up and wander around the house and this
happens about two to three times a week.
In those instances, how long does it take on average to get her back to sleep?
A lot of times, if she’s not able to get in bed with us, she’ll be up and wandering around, and if
you don’t do anything about it, she’ll just stay up for hours making noise and no one gets any
sleep.
What is she like in the morning?
In the morning she’s sluggish and drowsy. She’s hard to wake up.
Is that just when she’s had litle sleep, or most mornings?
It’s her usual patern. She’s prety much always hard to wake up, until about mid-morning.
Any signiicant behavior problems, in addition to her sleep problem?
At times she can be very oppositional. She’ll have to have things her way; more than usual for
a child her age. When her mom wants her to do something, it can take forever to convince her
to do it.
Is that about it for her behavior problems? Nothing particularly signiicant?
Well, as the day goes on, she does tend to become overactive. She’s a tomboy, very rough;
always has scratches. She plays with the litle boys, and she’s always really rough. I’ve also
noticed that she has a real short atention span. She’ll start playing with her coloring books and
just won’t stay with it for long. If you give her something to do, she’ll forget to do it—things like
picking up her toys and puting them away.
Does she have more of a problem with concentration or being hyperactive?
The thing is she’s easily distractable. I wouldn’t say she’s hyperactive, just has a lot of energy.
Any other behavior issues?
Well, yes. Now that you mention it, she’s a worrywart. She worries about everything and that
makes me worry.
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Now how about her stepsister? What’s her name?
Pamela, and she is eight years old.
Has she been having any problems?
She started having problems when her mother and father divorced. She is a very angry child.
She started having problems learning—poor reading, poor grades. And she started having
problems geting along with other kids; she became mean toward her other brothers and sisters.
She also sufers from nightmares and it’s really hard to get her up in the morning. She wants to
watch television all night. And we can’t get her to read.
Is it hard to get her into bed?
Yes. It takes a lot of pushing and threatening to get her into bed.
Once in bed, how long does it take her to fall asleep, on average?
She likes to pretend she’s asleep; that’s her game. She’ll turn of the light and everything, but
later I’ll hear her up and about. I would say it takes one, two, or even three hours most of the
time. This is a constant thing, almost every night.
That she’ll be up for hours longer than you wanted?
Yes, way past her alloted bedtime. We’ve thought about taking her to a therapist to see if we
can get some help, because her school grades are dropping and they are thinking of puting her
into special education classes. This had her mother really upset, to say the least. So we explored
the idea that it might have something to do with the separation from her real father because she
was very close to him—she was about three or four years old when he left.
Now, regarding her nightmares, about how often would you say they’ve been happening?
About once a week. She watches those crazy shows on Saturday night and then she’ll have
nightmares.
And what problem behaviors have you noticed during the day?
She never wants to read, even though I keep telling her that to do anything she’s going to have
to know how to read, but that never really fazes her. She doesn’t even care about bedtime
stories. And then there’s the problem with her younger siblings. It’s like she doesn’t even want
to be bothered with them. She has no patience with them. Sometimes she’ll even strike out at
them.
e•f

After Kenneth and I talked a while longer, I gave him the Magic Carpet CD to try with Alicia and Pamela. About
a month later he returned to tell me how it went.
e•f
So Alicia began using Magic Carpet how long ago?
About a month and a half.
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What has happened during that time, irst with her sleep problem?
It has helped, especially with her sleep problem and going to bed. She is able to retire with
litle prompting and that is a great improvement. She is less argumentative and she will follow
instructions and obey without a lot of fuss or prodding. She’s not oppositional anymore. And
although she continues to have a high level of energy, she doesn’t come in with all the cuts and
scrapes. I think she’s beginning to think her activities out; she started to be more aware of what
she’s doing. She still does everything, but she’s more in touch with what she’s doing and she’s
more careful. Not as reckless.
How has her sleep problem changed?
She is able, now, to go to sleep without it being a big ordeal. She likes the program because it
entertains her and it makes her sleepy. She cuddles up, and when it’s on her eyes close and she
starts to drift. I’m really shocked at how easy this has been.
How long does it take her on average to get to sleep now?
Her bedtime right now is 9:00, and within 30 minutes she’s asleep.
Does she still wake up in the middle of the night?
Yes, but if she does, it’s a legitimate reason. It’s not like she used to do, continually.
When she gets up to go the bathroom, does she wake you up and want to get into bed with you?
No. That has stopped.
Does she go back to bed by herself?
Yes, she does. The bathroom is right around the corner from her room and it used to be that
somebody would have to get up with her because she was afraid to go back to bed. Now she
gets up, goes to the bathroom, and then goes back to her room and gets into bed by herself. That
is all new. Maybe it’s partly related to just geting older, I don’t know, but her behavior has been
like this since age three. It was a consistent problem and now it’s suddenly gone.
So in terms of when these new behaviors started, when did you think they really began? She started using the
program about six weeks ago?
Yes, approximately six weeks.
And how long was it before you noticed these changes?
Well, after she started listening to Magic Carpet her sleep was beter right away. Maybe it wasn’t
as good as it is now, but it was beter from the start. There were some subtle changes in her
behavior right away, too, but that has also just kept improving. When we irst started using
the program it was a big family event. Everybody got together in a room and put it on and I
would tell her to listen to it and see how it made her feel. She did, and she eased of to sleep
and it didn’t take long. The next night we tried it with her and her sister. Pamela put it on and
started listing and before it was over, they were both asleep. By the second week, her behavioral
changes were starting to become obvious. I’m a skeptic. You have to prove things to me, and at
that point I knew for sure something was happening.
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So that’s the point when it became apparent that real changes were happening.
Right. There were some deinite changes; you couldn’t miss them. And after the second week,
the changes accelerated. Everybody was taking notice, and I was deinitely on top of it. I was
geting reports about her behavior during the day. She goes to the siter. The siter said, “I don’t
know what is going on with this child, but she has deinitely changed.” I asked how she had
changed and she said, “She used to be reckless and was always accidentally hurting herself,
but that’s not happening now.” This is the kind of feedback I’ve been geting, so something is
happening. I’m assuming that her concentration has improved and she’s paying more atention
to what she’s doing And in the morning, she looks so much more alert now, so much more with
it.
In terms of behavior during the day, are there any other changes you noticed?
Well, remember when I told you about her constant worrying?
I do.
I’ve noticed a change in that. She is much more relaxed now, even though she still has a high
energy level. She’s mellower, more controlled and balanced. I’m totally in awe of this.
Have you used the program with Pamela, too?
I have.
Has it made a diference for her?
Since listening to the program I think she has done almost a 180-degree turnaround. She’s
started going to bed when it’s her bedtime. Before it was one to three hours after, but now, at
the most, it is 30 minutes. But let me tell you about her reading, which is what surprises me
most. I can’t get over the fact that she is reading so much. Now she has started reading before
going to sleep, or she asks someone to read to her, which is new behavior. Another thing, she
is atempting to read to her litle brother and sister. As you can imagine, this is very unusual
because she used to ignore them. Now she is more loving, she shares with them. She even tries
to help her litle brother when he gets into mischief. She’s growing up. This program is helping
her grow up; she’s starting to act like a normal eight-year-old. Before, her behavior was worse
than a two-year-old.
Have you noticed any other changes?
This is a child who never wanted to read and she is now picking up books and is reading on
her own. She is not reading up to her age level yet, but she is geting beter. And now she’s
looking forward to going back to school. Last year, she didn’t want to go; she hated it. Now she
is excited about going to school. My real clue to the school thing is that she is playing school
with the other kids. She usually would rather go roller skating, or ride her bike, but now she’s
able to sit down in a circle with the other kids and play like she’s the teacher and she’s helping
them read and write. She never did that before.
And how has her mood been?
She has seemed happier with herself, more content. She is starting to realize she has a lot of
ability. She’s a prety girl, too. She used to think she was ugly, a litle chubby. She’s starting to
feel a lot beter about herself.

29

30

DreamChild.Adventures.in.Relaxation.and.Sleep

Has there been any lessening of her nightmares?
There sure has.
What percent change has there been in them?
I would say about 75% beter.
You mentioned that you felt the television was related to her nightmares. Is there any change in her television
watching?
Now she turns it of when you tell her to without puting up a ight. We used to ight with her
practically every night.
Are you saying there is no resistance to turning of the TV now?
None whatsoever. Unless she’s sneaking and watching a show and I don’t know it. I think
some of her sneaking habits have changed. This was part of the problem. I censored what she
watched. I do maintain that control—I don’t want her watching scary movies. Her choice of
programs has improved. She’s more into the family shows now.
To your knowledge, she’s not sneaking TV at night now?
She has a TV in her room. In the past I threatened to take it away, but I haven’t done it. Every
once in a while, I will get up and look to see if she has turned it on when she’s not supposed to,
but she hasn’t been doing it.
You’re saying she’s watching less TV. What percentage less, would you estimate?
I would say 70%. There are some nights when she doesn’t watch it at all. She might watch
cartoons, early in the afternoon, but after that, I would say from seven to nine there is almost
no TV.
What is she doing during that time now that she didn’t do before?
She is reading and playing with her brothers and her sisters. She’s taking more time with them;
she’s more patient. I think that is great, because she knows they are not her real brothers and
sisters, so to speak, but she’s starting to treat them as such. They’re geting closer. She’s keeping
her brother out of trouble because she’s giving him more atention. She has her reading and
she’s into coloring. She has some artistic ability but she wasn’t using it before. We knew it was
there. I think she wanted to express it, but she couldn’t concentrate long enough to do it.
So you’re saying you feel her artistic talent is now being expressed?
I think the mood she was usually in kept her from expressing it, because she was always so
angry at everything and everybody. Now she has begun to draw and I believe, with some
training, she could become a very good artist. It’s really exciting to see her blossoming.
Thank you very much for sharing your story.
You’re welcome.
e•f

television
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Kenneth spoke of his stepdaughter Pamela’s excessive television viewing. He also made reference to her
reading skills (and thus her grades) having fallen behind those of her peers, and pointed to a profusion of
misbehavior occurring to the point where Pamela even had diiculty interacting appropriately with her own
family. And of course she was experiencing an exhausting patern of sleeping diiculties, with the sleep she
was able to achieve interrupted by nightmares, and mornings marred by resistance to geting out of bed,
followed by morning moodiness. Whether any of these circumstances are related is pure speculation, but
beyond speculation, this very combination of circumstances often occurs in children of Pamela’s age group.
the common Picture
Alas, this is an all-too-common picture (and problem) for many families. I’ve therefore grouped this and the
subsequent two interviews together, as the commentaries following each of them are, respectively, Television,
Resistance to Reading, and Academic Performance. In the interview that follows, for example, you’ll meet
young Bobby, whose near-obsessive television viewing habit was associated with (whether or not the actual
cause of) the havoc of his familial relationships, not to mention his academic performance and reading behavior.
Incidentally, as the divorce of Pamela’s parents also keyed into her developmental struggles, it seems
appropriate that my interview with Brenda and subsequent commentary on Children of Divorce follows. Later
in the book I will also discuss nightmares, another prevalent problem from which Pamela and many children,
teens, and even adults sufer.
Many of the child subjects of these interviews seemed to have their sleep direly inluenced by their television
habits. This is an important consideration, particularly because more than 75% of all American children watch
television as part of their regular pre-bedtime routine.14
television anD other issues
Studies have documented that too much TV, especially when associated with poor choice of programs, causes
a whole host of problems, including poor academic performance and learning diiculties in general,15 as well
as aggression16 and even childhood obesity.17
Understandably enough, these problems also tie in with too litle sleep.
television anD sleeP
After years of extensive, worldwide studies, researchers have deinitively connected television viewing to the
full range of sleep disturbances, starting primarily with bedtime resistance, anxiety around sleep, and sleep
onset delay (how long after lying down it takes to actually fall asleep), followed closely by sleep duration, and,
inally, by nightime wakings, parasomnias (i.e., sleepwalking, night terrors, restless leg syndrome, talking in
one’s sleep), and daytime sleepiness.18
How can one habit do all this?
Obviously, excessive TV watching can afect good sleeping habits by delaying bedtimes. Imposing and
enforcing some sort of regularity in your child’s bedtime schedule seems to play a large role in facilitating
healthy sleep paterns. Watching television tends to get in the way of sleep-inducing routines. And as most
children already get insuicient amounts of sleep to begin with, geting to bed later and later, all because they
want to watch just one more program, only aggravates any sleep-related problems already present.
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common Pitfall: aPPeasement
Parents ind it very hard to say “no” in the face of a simple request for just an extra half-hour, especially when
so many parents feel guilty for not spending enough quality time with their children, as it is. But appeasing a
child with such leniency certainly doesn’t do either the child or the parents any favors.
Daytime television viewing

As it turns out, not only nightime television viewing impairs sleep. According to a study done in 1975, excessive
daytime television viewing was found to cause insomnia and other sleep-related diiculties in children, too
(including trouble falling asleep and remaining asleep, as well as trouble returning to sleep after waking up
during the night).19
Duration of television viewing

The diiculties were most pronounced in kids who watched TV at least three hours a day. As it happens, that’s
about the average amount of TV that today’s children watch. In a given week, the average American child
watches around 25 hours of television,20 about the same amount of time (or more!) that he spends each week
in school.21 What’s more, one-third of households containing at least one child under the age of 6 have the
television on all or most of the time.22
nighttime television viewing

As for the efects of the content of nightime TV viewed by kids, especially those with televisions in their
bedrooms, I defer to this poem by esteemed sleep researcher Florence Cardinal:

anD so to Dream

Midnight! Bats ly. Howl of werewolf
Echoes through a crumbling castle.
Ghostly laughter
Haunts deserted hallways.
Mist in clammy tendrils
Rises damply from the swamp.
Grave yards, weeds and molding moss,
Silence shatered by an eerie moan.
Nightmare seeds planted in entranced
And fertile minds—
Children’s’ bedtime TV horror drama.
the Problem of content

Today’s television programming—especially during late-night—is rife with over-stimulating action such as
violence and gore. No wonder children have a rough time falling asleep; their litle brains are buzzing with all
sorts of thoughts, images, and emotions—none of which are very much help to a body and brain atempting
to relax.
And even when these children inally do fall asleep, the input from all they’ve just seen on TV often leaks into
their dreams and ills their slumbering minds with nightmares.
the Problem of technology

It’s not only the content of the television viewed that causes sleep disturbances, however. It is also the very act
of watching television itself, or more explicitly, watching the bright and lashing television screen. Regardless
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of the quality or content of television programming viewed, the light from the TV screen seems to impede the
body’s drop in core temperature necessary for properly regulating the circadian rhythms (in this case, 24-hour
cycles repeated over and over) involved in both the onset of sleep and paterns of sleep, including the initiation
of vital REM-sleep. This phenomenon, incidentally, also explains why people tend to sleep beter in cooler
rooms.
Further, the brightness of the television screen has another biochemical efect that impedes healthy sleep
paterns. A study in Florence, Italy, revealed that watching television actually prohibits the body’s production
of melatonin, a hormone that promotes sleep.23
a television in their beDroom
To make maters worse, all of these adverse efects of television on sleep escalate when children have a bedroom
television. The latest data shows that 71% of American children ages 8-18 have a television in their bedroom,24
and over 60% of those children fall asleep with it on at least two nights each week (Rideout, et al., 2006).
We unfortunately ind parents too often use television in an atempt to help their children fall asleep, although
as we now see, TV turns out to stimulate far more than sedate. Many parents also use television—especially
when it’s in their child’s bedroom—as a way to avoid having to deal with struggles over bedtime. The end
result, however, is quite the opposite of what was intended. Children who fall asleep in front of the television
tend to have more sleep disturbances and greater long-term bedtime resistance than those who do not. Such a
child may grow up dependent on the television to help him fall asleep, a frightening fate when you consider
that pre-sleep TV does not promote restful sleep at all. In fact, I frequently treat adults with sleep problems
who claim they cannot fall asleep without the TV on—a habit that goes back to childhood.
Studies have even shown that children with a bedroom TV are more prone to smoking, drinking, obesity,
trouble in school, both mental/emotional and physical health problems, and—of course—greater risk of sleep
disturbances than children without a TV in their rooms (AAP, 2001).
It’s also simply harder for a parent to monitor what and how much a child watches when there’s a television
in the child’s bedroom. One study found kids four to seven years old with TVs in their bedrooms watched an
average of nine hours more television per week than peers who had no TV in their rooms.25
what the meDical exPerts say
In August 1999, the American Academy of Pediatrics (AAP) recommended that children younger than age two
watch absolutely no television at all, explaining that it may interfere with the extensive one-on-one interaction
with parents and others that is critical to early brain development.26
reaDing: the television Cure
Reading, instead of watching television, goes a long way toward remedying all the sleep problems discussed
above. The commentary on Resistance to Reading, following the next interview with Alan about eight-year-old
Bobby, has much to ofer on this subject.
gooD television viewing habits
Television, of course, is a fact of contemporary life. For most of us it’s not practical to isolate our children from
TV, but we can help them develop a healthy relationship with it. After all, there are also healthful, inspiring,
and artistic programs that enrich our lives and lift up our spirits. Consider the following:
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• Monitor the types of shows your child watches. Cable TV, along with select videos and
DVDs, aford a wealth of educational material. Do your best to avoid violent and frightening
programming.
• Whenever possible, watch shows with your child and be available to discuss openly the
things he sees (i.e., smoking, drinking, sexuality, social/interpersonal relations, peer pressure,
ethics and morals, advertising, etc.).
• Limit how much TV your child watches, aiming for two hours or less per day.
• Shut of the TV during mealtimes, and forbid any eating in front of the television.
• Prohibit your child from having the TV on while doing homework.
• Don’t allow the TV to be used as background noise. Only permit it to be on when someone
in the household is actually watching a speciic program.
• Don’t use the TV as a babysiter, but rather plan with your child the shows he will watch,
scheduling his TV viewing time around these shows (or if you have Tivo, On Demand, or
other such time-shifting technology, then around you and your child’s schedules). Keep the
TV of the rest of the time.
• Take the television out of your child’s bedroom (as well as the computer and video game
console).
• Encourage alternatives to watching television at any time of day, including reading,
socializing, exercise, and play.
• Enforce a bedtime routine for your child designed around a regular schedule and made up
of relaxing activities and loving interactions, rather than allow the TV be the last thing your
child sees before going to bed.
Teach by example; follow all these guidelines yourself—you’ll sleep beter for it, too!

chaPter 3

alan / bobby
Interviewed: Alan
Child:

Bobby, age 8

Complaints:

Bedtime resistance
Excessive time to fall asleep
Nightime wakings
Outbursts of anger
Excessive television watching
Resistance to reading
Restlessness
Irritability
Fearful of physical injury
e•f

Hi, Alan! Please start by telling me

a litle about Bobby.

Bobby is eight and the son of a woman I’ve been living with for the past three years. He has a
number of problems. He is generally idgety, restless and troublesome. Always wants everyone’s
atention. Not really abnormal, but to the point of geting on your nerves.
Do you have any diiculty geting him to go to bed at night?
That’s an understatement. He generally stays up as long as you do, if you don’t insist that he
go to bed.
What time would you say you usually get him into bed by?
He’ll usually stay up until 10:00 to 10:30.
How long has that been his patern?
At least since I have known him, which is three years. Even on school nights he won’t go to
bed. He’ll go in his room and raise hell. He’ll bang things, make twenty trips to the bathroom or
refrigerator, come back in to see what we’re watching on TV or ask questions. He’ll do anything
to stay up.
Does he watch a lot of television?
Oh, does he ever.
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What percent of the time would you say he watches TV when he’s home?
Almost all the time.
Does he ever read?
No, he isn’t reading at all. He’ll just stare at the TV blankly, even when there’s nothing in
particular on, just to watch it, you know. He’ll just lip through the channels mindlessly. And
God forbid I should tell him to turn it of. He won’t listen. He just throws a it until I give up
trying. He doesn’t cry; just gets real restless and then angry if I tell him to turn of the TV or that
he has to go to bed. About three nights of the week I have to ight with him over this.
How often does he wake up during the night?
Maybe two or three times a week, even after everyone else is asleep he’ll just wake us up.
So, two to three times a week, you get awakened and have to put him back to bed?
Yes, sit with him a while.
Are there times when you can’t get back to sleep?
No. When I want to sleep, nothing can keep me awake.
What is his mood like during the day?
Honestly? He can be really irritable. His mom says he had that problem when he was a litle kid,
even when he irst started walking. He would get mad and stay mad for hours. Still does. He’s
not a very friendly kid at all, really. Not a real turn-of kid, but if there isn’t something in it for
him, just forget it. He’s rather selish, actually.
Does Bobby have any friends?
Funny you should mention it. I was just thinking of this one friend of his, a real holy terror,
irritates everybody. The kid even makes Bobby feel so crazy he’ll come running to me or his
mother to control the kid because he just doesn’t know what else to do. It’s exasperating. The
kid’s got no boundaries and Bobby, well, he doesn’t have the skills to set them. Does any kid?
Some do.
Well, not Bobby. Like this kid, Steven, will come over to our house whenever he feels like it and
Bobby will just let him in, whether he wants to play or not. It’s like he can’t say, “No!” to the
kid. I don’t know if it’s because he’s afraid the kid won’t be his friend anymore or if he’s just
apathetic or what. But it’s horrible, because the kid will come in, Bobby won’t even be paying
atention to him half the time, and the kid ends up tearing everything apart, creating a real mess.
Do you or Bobby’s mother ever get involved?
It’s hard. I mean, I like Steven, too, but he is really hard to deal with. I don’t mind telling you,
I’m truly afraid to take them places, because Steven will cut up so bad. I get afraid that I’m
going to lose my temper with him. You can lose your temper with your own kid, but you’d
beter not do it with someone else’s. You know what I mean?
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Tell me a litle about this boy. You’ve known him how long now?
A couple of years.
And he goes in and out of your place?
Constantly, on the weekends and in the afternoons when school is out.
So you see him almost every day?
Five days out of the week, I see him.
And what is this child’s activity level like?
Very high-pitched. He is in a family where everybody is deaf. His brother’s deaf, his mother’s
deaf, I forgot whether his father is deaf or not. So in order to get people’s atention, he screeches,
yells and hollers, because nobody hears him at home anyway. He’s real idgety. Two minutes
with one thing, three minutes with another. He’s also very demanding and manipulative. He
gets on your nerves in about two minutes.
So back to Bobby. Would you call him a fearful child?
I would. I mean, he is kind of afraid to take even normal chances; afraid he might fall and get
hurt.
Is he also shy?
Not shy, just not willing to take any chances, afraid to get hurt, afraid to do anything rough.
e•f
After Alan and I spoke a bit more, I gave him the Magic Carpet CD to try with Bobby. He returned about a
month later to share his observations.
e•f
How did it go the irst time you used Magic Carpet with Bobby?
The irst time he tried it he took it in the family room, put on the headphones and listened to it
for 20 minutes or so. Then he was out; he fell asleep.
Was this one of the times he had been acting up?
Yes, it was about 8:30 in the evening and we were hoping he might wind down some because
he had been going from one activity to the next—driving everyone crazy. I said, “Bobby, why
don’t you listen to this CD? It’s a very special program that a friend of mine made.” So he
listened to it for about 15 to 20 minutes lying on the couch and he was asleep. In fact, he slept
the rest of the night.
And that’s quite early for him to fall asleep, isn’t it?
The earliest since I’ve known him, which is three years. After using the program a few times,
he’s started going to bed anywhere between 8:00 and 9:30.
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Commonly, now that he’s using the program?
Oh yes, he’s started going to bed a lot earlier in general. Sure, he’ll check the TV Guide to see
what’s on and he’ll ask how long he can stay up. But now if I say he can watch one more
program, and then he must go to bed at nine o’clock, then when that time comes he’ll actually
get up, say goodnight, do his thing in the bathroom and of to bed he goes.
Has he done that before? Has he ever gone to bed on his own?
I never saw him do it and his mother said he never did. And he’s been doing this consistently
now. I’ve also had him listen to the program when he was playing in his room and I felt like he
needed to calm down. The irst time I did it, I turned it down low so he could just barely hear
it. I don’t think he was paying any atention to it, the same way you would listen to background
music.
He had been really active, but his playing mellowed out and he went to sleep early that night,
around 8:15. A couple other times he has goten the CD on his own to listen to on the couch,
maybe when he wasn’t feeling very good—agitated or upset about something. He igured it out
after using it just a couple times that it made him feel beter.
Does he also enjoy using it at night?
Yes, he will come look for it.
At this point, how would you rate the improvement in his sleep problem?
Well, 99% of the time he will go to bed on his own. When you absolutely have to ask Bobby to
go to bed now, it’s when he’s not aware of what his schedule is the next day.
So it’s a whole new atitude about going to bed?
He goes to bed very easily now; it’s no problem any longer. He’s so good about it; I just can’t
believe the diference. He’s geting older, too, so normally I would’ve thought that as time went
on he’d want to stay up even later. So this is more than I even could’ve hoped for.
And that whole patern changed over what period of time? How much time are we talking about?
Less than a week. It worked just like that. Prety amazing. The other thing is he’s not only going
to bed, but staying in bed and falling asleep. Before, when he would go to bed, he’d always play
for a while. Now he goes right to sleep.
Have you noticed any changes in his behavior during the day?
He’s mellowed a lot these days. And now, when he does get mad, he doesn’t stay mad as long
as he used to.
And that patern changed along with everything else?
Yes. And I also noticed that he’s suddenly braver. He’s now coming to me and asking if it’s okay
to go riding in the dirt ield, where before he was only brave enough to go to the corner. Now
he watches the traic, walks his bike across the street and then rides like crazy.
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So he seems more self-conident now?
Yeah, he even went out for soccer. At irst he didn’t like it and it seemed like his mind wouldn’t
stay on the game. But as he has continued using the CD and has goten more relaxed, he seems
to be geting a lot beter at soccer. He was running all over the place and the coach said Bobby
has really improved as a soccer player.
You think that happened at the same time as the other changes?
Yeah, when he got more relaxed, less irritable, more self-conident. It seemed to afect a lot of
things. His grades even improved and now he’s reading like crazy.
Really? Tell me about the reading.
Well, he decided to join a reading club, which is very competitive. Out of the 30 kids, he’s now
number four on the list; he reads a lot of books. That requires a lot of concentration and, as I
think I mentioned last time, before he didn’t want to be bothered with it. But now he loves to
read.
You’re saying that after he used the CD then all of a sudden he started reading all those books?
Well, it’s not like it happened overnight. He kind of gradually got into it, but then it seemed to
accelerate and he started gobbling up the books.
But for whatever reason, it happened shortly after he began listening to Magic Carpet?
Yeah, right after, he started concentrating beter and being more relaxed in the evenings. Before,
when he was irritable and anxious he wouldn’t sit and read. He still likes TV, don’t get me
wrong, but he likes to read now, too.
What percent of his time is spent reading now?
As much time as people will allow him. Some books he wants you to read with him. So he’ll go
get you and sit you down and have you read with him. You read a page, he reads a page, until
he gets through it. We’ve both spent time reading with him, but he also likes to read by himself.
He’s really into reading now and he’ll tell you, “I read three books this week.” You know he has
to be relaxed to be able to read. You can’t read or remember if you’re all keyed up, and that’s
another extension of his mind being calmer now.
So, what percent of the time would you say he’s reading versus watching TV?
Before he was looking at television about 90% of his free time and playing with toys about
10%. Now it’s maybe 20% TV, 20% toys, and the other 60% reading. And when he does watch
TV, he’s watching particular TV programs rather than just siting there turning channels and
watching whatever is on. He’ll look at choice things. He’ll even turn the television of at night
which, if you remember, before I couldn’t get him to do. He’s a very bright litle boy. He just
needed somebody to hang in there with him. I think somewhere in his litle head there’s been a
storm going on, and I think the CD helped mellow it out. He doesn’t feel the rage that used to
be there. And he’s more able to do a lot of things. He’s got a heck of a memory.
So, do you think his memory has improved?
Yes. I think his memory has improved along with his concentration. He doesn’t seem to forget
anything now. Before when I asked him to do something, he was always saying “Oh I forgot,”
but now he remembers and just does it.
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And that’s a big change in him?
He’s remarkably improved. And I don’t think he is at a standstill. I think he’s geting even
beter. He’s much friendlier now, too.
And how about his selishness? Any change in that?
Yeah, he seems less selish. That and much more. You remember that friend of his I was telling
you about last time?
The diicult one?
That’s puting it nicely. Yes, him. Let me tell you about the way Bobby is with Steven now. Well,
since you and I talked last, Bobby is now actually able to set rules so that Steven doesn’t bug
him so much. For instance, if Bobby is over at Steven’s house playing and Steven gets bonkers,
Bobby says “Now, when you calm down in a while I’ll play with you. I’m going to leave now.”
And then Bobby will come home. He’ll do something around the house for awhile and then he’ll
get on the phone and call Steven up and say, “Hi, Steven, how are you doing? Are you feeling
beter now? Okay, then we can go out and play a litle bit more.” He won’t just let this litle
kid steamroll him anymore. He won’t let Steven come in our house anytime he wants to either.
Now when Steven shows up, sometimes Bobby stops him at the door and says, “Wait a minute,
we’ll play outside.” And nobody’s telling him to do this.
Are you kind of amazed at all this?
Yes, probably even more so than his mother, because I am an observer. His mom is usually busy
doing stuf and doesn’t notice the subtle things as much as I do, but she’s also been stunned.
Now Bobby and Steven go outside and play for a while, and then Bobby will bring him in. He’ll
organize the game and tell Steven they are going to play in one room and not play all over the
house. He keeps Steven relatively quiet.
And how is Steven responding to all this?
You know something? It’s so strange, but he’s been changing, too. I don’t know whether Bobby
is rubbing of on him, but I did bring him in recently and I played Magic Carpet while they were
in the back room playing. This was about three weeks after Bobby started using it.
So Bobby was controlling him a bit beter but Steven was still very hyper?
Yes.
So, the day you tried playing the CD, what was going on?
They were having an argument back in Bobby’s room. Steven wanted all the toys, he wanted
this and he wanted that. They were really going at it, so I put the CD on in the background. And
he said, “What’s that weird stuf and who’s that talking?” I said, “That’s a sleep CD.” He said,
“What’s a sleep CD?” I said, “I don’t want to explain it to you, Steven, just listen to it.”
After a while, Steven got into playing with Bobby, and they were interacting in a more social and
creative way, which was very diferent for Steven. I ended up going in the room and turning of
the CD about two thirds of the way through. Steven started asking questions about what it was.
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They kept playing peacefully. There was no screaming or batering each other like usual. They
played for another hour or so and then Bobby said, “I’m going to go do some reading, Steven,
you have to go home now.” When Steven visits now, you don’t hear him screaming anymore.
It really is quite amazing.
Did that happen all of a sudden, after he listened to the CD, or was it over a period of time as a result of your
son taking beter control the situation?
Probably a combination of the two. But it’s interesting, Steven doesn’t scream anymore, even
outdoors. I also haven’t seen Steven in a bad mood anymore.
When you played the CD for him, what was that playtime like compared to others you had witnessed?
There was a 100% turnaround. He was civil.
Okay, but have there been any other occasions when they played that well together?
Never before. Honestly. They had never been that calm or cooperative. Before, there would
always be a ight with Bobby eventually stepping out of it to go get somebody to do something.
They could never resolve it on their own. Five minutes of play and 20 minutes of ighting. But
now they’re geting along really good.
You have seen some nice changes with the children. It seems that in some way the CD has at least been a
catalyst.
It really wasn’t going on before we played the CD though. We’ve played it for both of them
several times now and it really does relax them.
Thank you so much for sharing this information with me.
You’re welcome.

e•f

resistance to reaDing
Like Pamela in the previous interview, young Bobby was an avid TV watcher before listening to Magic Carpet.
And as with Pamela, Bobby’s TV habit probably fostered poor social skills and oppositional behavior. Bobby’s
oppositional behavior, however, was more severe, to the point of throwing temper tantrums. Reading was not
only absent from his life, but it seemed anathema to him.
Fortunately, his use of the CD program appeared to turn him around. Many of the adults I interviewed after
using the programs with their child reported either a spontaneously renewed or newly emergent interest in
reading as a common thread.
hearing stories versus reaDing them

Although almost all children love stories, that passion doesn’t always translate to reading. Many children
grow up resisting reading. And the problem doesn’t go away by itself.
the later rePercussions of resisting reaDing

Resistance to reading breeds poor reading skills, and poor reading skills leads to further and deeper resistance
to reading. Of signiicant long-term consequence, children rarely outgrow resistance to reading by themselves.
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In fact, as many studies have shown, left to their own devices, children who don’t read grow into teens who
don’t read (a prevalent problem in today’s world), who, in turn, grow into adults who don’t read. Not only
does this bode poorly for an individual’s ability to ind decent employment, but it vastly impedes one’s ability
to function adequately in everyday society.
what’s a Parent to Do (anD not to Do)?
A child might resist reading for any one reason or a combination of reasons; parents will consequently ind
it helpful to know what exactly it is about reading their child struggles with, for that knowledge may shine a
bright light on the best solutions to the problem of resistance.
Before we get into that, however, let’s take a moment to go over some methods to unequivocally avoid when
trying to alleviate a child’s resistance to reading. The following techniques will almost certainly not work in
geting your child to read more (and enjoy it), and in fact may only lead to further and deeper resistance:
•
•
•
•
•

bribery
nagging
judgment
criticism
unrealistic goal-seting

With this in mind, we can now proactively explore the predominant types of resistance to reading and identify
appropriate ways of dealing with them.
aPProaches to the common reasons chilDren resist reaDing
Typical reasons kids give for avoiding reading, along with practical suggestions on how you, as a caretaker,
can handle them, include the following:
• They ind it boring. This could be a response to the type of reading material they’re facing,
especially that which they’re exposed to in school. Negate this complaint by making sure
a child has enjoyable reading material at home, material that difers noticeably from the
types of reading material she faces at school. Find out what types of stories, or information,
your child likes, or inds interesting, and provide her with ample reading material of that
kind.
• They don’t have the time for it. Kids have busy lives, too. They may not have the kinds of
responsibilities that you have, but that doesn’t mean their lives aren’t already illed with
other demands on their time—school, friends, after-school activities, homework, chores,
meals, shopping with mom or dad, and more. In these instances, help your child develop
some time management skills, including scheduling in times for reading.
• They ind it too diicult. Every child is diferent, and no two children develop at quite
the same rate. Yet in our schools a child is typically expected to develop at the same pace
as the rest of the class. If your child has trouble reading, perhaps you should discuss
with your child’s teacher some ways that she can be taught to read at her own level, even
if that means supplementing her academic coursework with at-home reading materials
more suitable for her actual reading level. In extreme cases, a child may be dealing with a
learning disability, such as dyslexia. Or, alternatively, a child could have vision problems
in need of correction. In any of these instances, identify the source condition as the irst
step in identifying the appropriate course of action. Early testing for problems like these
can spare your child years of unnecessary anguish and frustration. And once you provide
the type of special atention your child needs, you might ind blossoming within her a
love of reading, not to mention learning in general.
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• They don’t see the point. Understandably, children don’t realize how crucial reading is
to their education, to their development, and to everyday living. They simply don’t see
it as important or relevant to their lives. A powerful approach to this problem is through
reading material on subjects that mater to your child. Find out what interests her—
animals, sports, astronomy, history, art, natural phenomena, etc.—and furnish her with
material that excites those interests. Likewise, ind reading material that broaches subjects
your child may be confronting in life—moving, a new sibling, dog training, and so forth.
Next time you and your child go to a bookstore or the library, let her pick out her own
books to read.
• They don’t like it. Finally, whether a child reads well or not, the pressure exerted by
parents, teachers, and others to read (and like it!) may be too much for her to handle.
As such, children may resist reading purely in defense against the pressure put upon
them to read. To alleviate this problem, ind ways to take the pressure of. Help your
child feel good about herself as she already is, and then ind more subtle ways to make
reading fun. For example, read comic books or the funny pages together. Get your child
a subscription to a young person’s magazine, or next time you’re at the market pick up a
fan magazine she’ll enjoy. Read the TV listings with her to ind the show times for favorite
programs. Read the instructions to her video games with her. Exchange leters together
with loved ones living far away. Cook together from writen recipes. Read riddles, jokes,
Mad Libs, anything that may delight your child and make her momentarily forget she’s
even reading.
teaching by examPle: Do you resist reaDing?
Best of all, teach by example. Make the enjoyment of reading an ever-present part of your household. Let your
child see you and any other adults in the household reading and enjoying it. You don’t have to make an issue
of it or even point it out to them or in any way discuss it. Just make the pleasure you take in reading apparent
to your child in a natural and unimposing way.
And if you yourself have a resistance to reading for enjoyment, then you have just hit on one possible inluence
in your child’s own resistance. Remember, children always model their perspectives and behavior on what
they see in their environment. And the number-one source for the perspectives and behavior they model is
their caretakers.
how to reaD to (or with) your chilD to encourage reaDing
When you read to (or with) your child, be sure not to rush through the material. With bedtime stories, for
example, a parent may wish to get to the end of the story so as to put the child to bed and move on with the
evening. But this type of haste backires in a combination of ways. First, it doesn’t allow the child time to
fully hear and absorb the material being read and, as a result, will likely lead to the child losing interest. And
second, a child is sensitive to a parent’s sense of hurriedness and is likely to interpret this as a disinterest in
reading, one which the child is sure to model.
Take time to discuss what you read with your child. Ask your child questions about the material, such as
what she thinks might happen next, why she thinks the character reacted the way he did, what she might do
diferently if put in the same situation, or what her favorite part of the story was and why. Another valuable
purpose behind discussing what you read with your child is to identify any confusions or trouble spots your
child may have had with the material. Many times a child won’t voice her inability to understand something
she read, for fear of derision or simple embarrassment, or for any number of other reasons. By opening up
the subject for discussion, you make it safe for your child to bring up a part of the story she had a problem
understanding.
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By the same token, when you read to your child don’t be blasé about it, even if you’ve read the same story 100
times. In fact, a young child commonly asks to hear the same story over and over again. When this happens,
parents must essentially show patience with such seemingly outlandish taste for repetition, as a child’s
atraction to a particular story could have much to do with what the child is going through emotionally and
developmentally at the time. Or the child might simply enjoy a sense of emotion the parent shows in their tone
of voice.
When you read to your child, read with enthusiasm, with passion and verve, and your child is likely to ind the
same sort of excitement for the stories you read and, subsequently, with reading in general.
a little encouragement goes a long way
As with any child development issue, positive reinforcement is paramount. Rather than scold or show
disappointment with your child when she refuses to read, show enthusiasm and encouragement for even the
slightest demonstration of interest in reading. A litle praise goes a long way.
the DreamchilD aDventures Programs anD reaDing
It would appear from the experiences of Alan and Bobby, Kenneth and Alicia and Pamela, and other families
you’ll meet in the interviews in this book, that children need to relax in order to concentrate and enjoy reading.
But in terms of the DreamChild Adventures programs and their continued ability to somehow ignite children’s
interest in reading, I wonder if it’s that simple—that the kids using these programs are reading more because
they’re more relaxed. Or perhaps there’s more to it.
Might it be possible that the DreamChild Adventures programs actually stimulate these children’s imaginations
and “wake up” the visualization centers of their brains?
In cooperation with the University of Arizona, we did some very sophisticated EEG brain imagery studies
with mono, stereo, and 3D sound, and sure enough, with the 3D Living Sound, the visualization area of the
brain showed greatly increased activity. Perhaps this forms the basis for an ongoing and lasting efect of these
programs that makes reading more fun for kids.
A saving grace for you as a parent is that reading is a self-perpetuating, self-feeding activity. In other words,
the more a child reads, the beter the child is able to read, the more pleasure the child gets from reading, and
the more the child wants to read.

chaPter 4

iris / beatrice anD melissa
Interviewed: Iris
Child:

Beatrice, age 6
Diiculty falling asleep
Yelling and whining in the morning

Complaints:
Child:

Melissa, age 8

Complaints:

Diiculty falling asleep
Poor school performance
Anger

Iris, do your children sleep

e•f
in the same room?

Yes. They share a room.
And what kind of problems are you having around bedtime?
The problem has been that they are up and down every night when it’s bedtime, which is 9:00,
playing, being silly, up for a drink, back down, up again. Kid stuf that usually goes on for
about an hour and a half, every night.
It gets a litle tiring?
Yeah.
Do you ever lose your temper when you’re trying to get them to setle down?
Yes.
That’s prety typical for parents.
Uh huh.
Let’s talk about morning moods.
That’s deinitely been a problem with my daughter. Usually, the problem has been that she and
her stepsister have been messing around so much at night that they didn’t get that much sleep.
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So when my husband tries to get my daughter up at 6:00 am, she just lays there and yells and I
can hear her whining.
What about with your other child?
My stepdaughter, I think, has some adjustment problems.
Like what?
Well, she was abandoned by her mother when she was two-and-a-half. My husband has raised
her since then. She had contact with her mother and spent last school year with her, and then
she came back this summer and now she’s back here to stay. I think that’s been kind of tough
on her.
Kind of a tough adjustment?
Yes. And she has quite a bit of diiculty in school. In fact, she failed, so she’s going back and
having to repeat the second grade.
So, is she sad in the morning?
Yes, sad, and very angry.

e•f

After Iris and I spoke a bit more, I gave her the Magic Carpet CD and a couple weeks later I provided Playhouse
on the Beach to try with her two girls. She returned three weeks after our irst session to share her observations.
e•f
Last time you were here I gave you some programs to work with.
Yes, you gave me Magic Carpet and Playhouse on the Beach.
How long ago?
Magic Carpet, I got three weeks ago, and Playhouse on the Beach, I got about a week ago.
And what were your children’s reactions?
They have their own [CD] player, and they’re really proud of it. So we let them play it themselves.
With or without headphones?
Without. The irst night I walked in and I was really surprised because I went to see if they were
really listening and they were already asleep.
How long had it been?
About 30 minutes and it had been quiet the whole time, and they didn’t get up once.
Had it been rare that they would go to sleep that quickly?
Very rare. Close to never.
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What happened after that?
They kept doing it. We did it three more times that week with the same efect.
And what about in the mornings? Have you noticed any change in their moods?
Well, now that you mention it, I realize I haven’t heard my daughter whining in the mornings
lately.
How about that!
I didn’t even think of that!
So, that seems to be diferent. What about your stepdaughter? Is she still waking up sad in the morning?
No, lately she’s always prety happy when she gets up.
What about the nights that you didn’t do it?
Those were nights that we got home really late and they fell asleep in the car. And about a
week ago we got Playhouse on the Beach. And they really liked it, too. They ask to listen to one
of them every night when they go to bed, and they get into bed on their own now; it’s become
a ritual. They get the comforter, and then they lay down with their dolls and I let them put the
program on by themselves and they’re asleep within 20 to 30 minutes without geting up. It’s
very unusual for them and I don’t see any other reason than the programs.
Thank you for your feedback.
Absolutely! And if you have any more children’s programs we’d love to hear them.
I plan on having more, sometime in the future.
Great!

e•f

acaDemic Performance
In my irst conversation with Iris, we learned that her stepdaughter, Melissa, had failed the second grade and
would have to repeat it, a harrowing experience for any child. Her trouble sleeping undoubtedly contributed
to Melissa’s poor academic performance. In this particular case, we don’t know if her grades subsequently
improved, but we can assume that there is an improved probability. Thanks to signiicant atention given
the subject by the medical and scientiic communities, there is no longer any doubt that—for beter and for
worse—duration and quality of sleep do afect academic performance.
the connection between sleeP anD acaDemic Performance
It has been documented time and time again that improved academic performance ties in directly with suicient
sleep and good sleep habits, and by the same token, that impaired and deicient academic performance can
result from sleep deprivation and poor sleep habits.27,28
More speciically, medical research has found a deinitive correlation between sleep deprivation and impaired
alertness and performance, memory deicits, and delayed response times.29 A deiciency in REM (dream)
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sleep has been found to lead to increased irritability, anxiety, and even depression, not to mention impaired
concentration and socialization skills, and the ability to execute complex and creative tasks.30 Sleep deprivation
persistent throughout a child’s young life and into adolescence has been explicitly associated with increased
vulnerability to accidental self-harm and harm to others, and has signiicant potential for alcohol and drug use
and abuse.31
How did researchers igure all this out? In part, these discoveries were atributed to MRI scans that revealed a
great deal about the diferences between the way the brain processes information during the day and during
the night. During the daytime, information is temporarily stored in particular areas of the brain until nightime,
and while we are asleep that information is then processed and transferred to the various parts of the brain
where the information will be stored permanently; the more that children learn during the day, and the more
complex the information, the more sleep they need at night.
What’s more, brain scans revealed that each stage of sleep has a distinct role to play in the process; therefore,
a problem with any one stage of sleep almost invariably triggers a cascading problem for the entire process of
absorbing, sorting, and storing information.
the effects of sleeP DePrivation on learning
The loss of plasticity of neurons in the brain caused by sleep deprivation leads to diiculties encoding memories.
Translated, this is the biological explanation of how deicient sleep detrimentally afects a child’s ability to
remember what he’s learned. The impaired ability of the body to extract glucose from the bloodstream, also
caused by impaired sleep, explains how a child’s alertness and atentiveness can be impaired. In addition, this
deiciency of the energy necessary to fuel certain parts of the brain is directly related to detrimental efects on
a child’s ability to orchestrate thoughts in pursuit of a goal, predict outcomes, and perceive the consequences
of their actions.
the harm of sleeP DePrivation to social DeveloPment
Tired students, moreover, have weakened impulse control and ind it diicult to interact appropriately with
their peers and teachers. Further, sleep-deprived children have trouble studying because they get distracted by
more entertaining pursuits, and they have trouble taking tests because they tend to get stuck on an incorrect
answer, failing to come up with creative alternative solutions to a given problem.
the effect of sleeP DePrivation on the brain
Children’s brains continue to grow all the way up to age 21. Most of this growth occurs during sleep time. A
reduction in or disruption of this imperative sleeping period, then, detrimentally afects vital brain growth,
and naturally, a child’s academic performance as well.
why chilDren neeD more sleeP, not less
Furthermore, a child experiencing a particularly challenging and exhausting day requires additional sleep in
order to adequately process and store the same quantity of information that he could otherwise handle had
the day been less taxing. It sounds like common sense (and probably is) and, yet, far too rarely do children
compensate for those particularly tougher days with extra sleep.
Parental PercePtions on their chilDren’s sleeP
Interestingly, according to the National Sleep Foundation, while 90% of parents believe that their children
are geting enough sleep, 60% of adolescents believe that they are not (NSF, 2004), and 25% of adolescents
surveyed believe that their grades have sufered as a result (NSF, 2006).
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statistics on sleeP anD acaDemic Performance
It is now generally accepted that sleep-related diiculties are a key factor in poor academic performance.
In one study that surveyed 1,000 students in grades 9 through 12, 90% of the students said they felt groggy
during the school day from lack of suicient sleep, and 25% of students reported having fallen asleep during
class time at least once each week.32 Put that together with another frightening statistic from a related study,
revealing that one hour of lost sleep can cause a child to function as though he had lost two full years of
cognitive development,33 and you’ll begin to realize the full scope of sleep deprivation.
Another of the studies, examining the sleep paterns of children in grades 3 through 5, found that 43% of the
children experienced some sort of sleep diiculties lasting six months or longer.34 The same 43% were also
more likely than their well-rested peers to fail at least one year of school (Kahn, et al., 1989).
Still another study compared 150 students with varying GPAs and found that the higher-ranking students
went to bed earlier on school nights, woke up less frequently during the night, got out of bed later on school
days, and displayed other indications of beter sleep habits than did their poorer-performing peers.35 On
standardized tests, students with a full night’s sleep scored an average of seven points out of 100 higher than
those of students who experienced deicient or disrupted sleep.36 Alarmingly, just 60 minutes less sleep than
needed can make a sixth-grader perform like a fourth-grader (Sadeh, et al., 2003).
acaDemic subjects most aDversely affecteD by Poor sleeP Patterns

On an interesting and related side note, the academic subjects which seem most adversely afected by poor
sleep paterns are math, reading, and writing.
how much sleeP Does a school-age chilD require?

According to the National Sleep Foundation, to perform well in school, and in life in general, school-age
children (5-10 years) require 10 to 11 hours of sleep each night, while adolescents and teens (10 to 17 years)
require 8.5 to 9.25 hours per night.37 Compare that to the actual data revealing that, on school nights, one-half
of all school-age children sleep less than seven hours per night (NSF, 2004). And just a meager 5% of highschool seniors said they averaged as much as eight hours of sleep each school night (NSF, 2006).
common Pitfall: “when i was your age . . .”
Now, parents might ind it tempting to compare their children to themselves when they were young: “I got less
sleep than that and did just ine in school. Quit complaining, we’re all tired.” But the biter truth is today’s kids get,
on average, a full hour’s less sleep than the kids of 30 years prior.38 Even children in kindergarten are geting
an average of 30 minutes less sleep per night than kindergarteners of 30 years ago (Bronson, et al., 2009).
common misconcePtion: making uP for lost sleeP
One cannot “make up” for lost sleep either. The harm caused by sleep deiciencies, including the actual damage
to a child’s cognitive development, cannot be reversed or compensated for by the child geting extra sleep at
more convenient times. A more appropriate and healthier bedtime routine that includes the necessary time for
adequate duration of sleep on a regular basis is clearly essential.
Does snoring affect a chilD’s graDes?
It also appears that children who snore at night, particularly those with sleep apnea (discussed in a later
section), experience poorer grades and demonstrate lower functioning on psychology evaluations, as well as
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shorter atention spans, than their peers. Nearly 20% of children in the botom tenth percentile of their class,
according to one study, had breathing problems signiicant enough to disrupt their sleep.39
The same study found that, of the children alicted with sleep apnea and/or snoring, those who had their
adenoids or tonsils removed tended to improve academically afterwards (Gozal, 1998). Could it be because of
improved breathing and a subsequent improvement in sleeping paterns? Many experts think so.
beDtime resistance anD Poor acaDemic Performance
Bedtime resistance causes sleep problems signiicant enough to negatively impact academic performance. This
makes sense when we consider that bedtime resistance invariably leads to delayed onset of sleep, cuting down
on the overall duration of sleep each night. And it doesn’t help that, for whatever reason—guilt, laziness,
resignation—today’s parents tend toward being lax about enforcing bedtime schedules.
On the lip side, from now on when your children stay in bed until all hours on weekends and holidays, you
can take heart that they are probably doing exactly what they need to take care of themselves and their stilldeveloping brains. No longer, on such occasions, will you feel you should struggle to get them up and out of
bed. That’ll no doubt be at least one portion of your parenting plate. Geting your children to get to sleep at a
decent time, however, is another story.
the total Picture
This book explores in great depth many causes for sleeping diiculties, including both the schedules of the
children and of the parents, interrupted sleep caused by obstructive sleep apnea or nightmares, and early school
start times. Television and cell phones in children’s bedrooms have also proven adverse to sleep paterns. Any
of these alone can precipitate problems with academic achievement; taken in total, they can be devastating.

chaPter 5

angela / corey, Zoe, anD molly
Interviewed: Angela
Child:

Corey, age 4

Complaints:

Child:

Diiculty unwinding at bedtime
Bedtime resistance and not staying in bed
Frequent nightime wakings
Nightmares
Bouts of crying and screaming
Bad moods
Oppositional disposition
Uncooperative behavior
“A terror” in the morning
Zoe, age 10

Complaints:

Child:

Sleep-talking
Restlessness
Wake-up diiculty
Lack of cooperation in the morning
Molly, age 2

Complaints:

Restless sleep
Sleep-talking
Nightime wakings
Crying spells in the morning
e•f

First of all, what is your children’s sleeping arrangement?

Do they

each have separate rooms or do some of them sleep in the same room?
All three of my children sleep in the same room.
I see. And which of them have been having sleeping diiculties?

The oldest and the baby have had no major problems, but Corey has had a lot of problems

52

DreamChild.Adventures.in.Relaxation.and.Sleep

setling down at night. Bedtime starts at 8:00 and they have to actually be in bed by 8:30. But
then for half an hour to 45 minutes, it’s back out for Corey, to see what Mom’s doing, get a
drink of water, on and on. Once in a while the baby will follow him, but it’s basically Corey.
Sometimes it will take an hour for him to go to sleep.
How long has he had this problem?
Since birth he had trouble falling asleep and couldn’t sleep for long periods of time.
What is his behavior like at bedtime?
Basically, I say, “It’s 8:30, your bedtime, let’s go,” and he’ll ight at every step and ask if he can
stay up and watch this or that on TV. Or he’ll get to bed and I’ll say, “Goodnight, it’s time to
go to sleep” and I’ll go out and sit on the couch and two minutes later he’s back up. “Mom, I
have to talk to you about something,” or, “I need a drink,” or, “I have to go poty,” or, “I can’t
sleep,” and so on. Sometimes I actually have to lie down with him to get him to stay there and
go to sleep, and half of the time I will fall asleep myself in his bed and wake up at 2:00 and then
move into my bed.
Are nightime wakings a problem?
Yeah, there’s always been a problem with that. When he was a baby they were every hour or
two. Until the age of 13 months, he was up and down all night. I would wonder if he was sick.
It’s been three years since his dad and I divorced, but Corey was quite close to him and one day
Daddy said he was moving out and leaving. There was no warning for me, let alone the kids.
He never explained anything to the kids and I think it’s afected Corey the most. At bedtime
and during the night there are bouts of crying, “I want my daddy,” [or] “Why isn’t my daddy
here?”—especially when his dad irst left. Often I’ll hear him talking to his daddy in his sleep,
and arguing with people, and then he wakes up.
Does he have nightmares?
About two or three times a week. Sometimes he won’t wake up, so I’ll have to wake him up
before he works himself up, which bothers me and scares me a lot. Sometimes he will get up
and walk out into the living room, if I’m siting in the living room reading a book or watching
TV. He’ll walk down the hall, and I’ll see him peeking around the corner. He’ll say, “I can’t
sleep. Can I stay out here with you?” Sometimes he won’t get to sleep until 11:30, sometimes
1:00 in the morning.
How often is he waking up, on average each night?
At least once, sometimes twice.
Will he get you up each time?
Yeah. I’ll either have to go in his room and lie down with him in his bed or talk to him until he
goes to sleep, or I’ll have to let him get in bed with me. If I’m siting up, he’ll come out and lie
down with me and eventually he’ll go to sleep.
What is Corey like in the morning?
Corey is a terror in the morning. When I work day shift and have to get him up at 6:00 to get him
dressed and fed, he ights me every step of the way while I’m atempting to get him dressed.
He’ll cry, scream and kick, and refuse to eat.
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How often does that happen?
Every morning is like that. It’s very hard on me and I know it’s hard on him, and I always feel
really bad after I drop him of at school. I can never leave him at school with a good feeling,
knowing he is okay. He’ll be in a bad mood because we’ve fought all morning and then I’ll have
to resort to, “Corey, I’m going to have to spank you; you can’t kick and yell at Mommy.” And,
“Corey would you please sit down and eat? You need to eat so we can go.” He’ll crawl of the
chair and lie on the loor and say, “I’m tired, I’m too tired to eat—I don’t want to eat.” There is
a lot of rebellion.
What about the other children? How have their sleep paterns been?
My oldest daughter is 10 and she never really had a sleep problem, but she talks in her sleep and
turns over a lot. And in the morning her bed is a mess. You can tell she’s had a restless night.
Tell me more about how she acts in the mornings?
There are days when she gets up and every movement is hard. I tell her to get ready because it’s
almost time for school and she yells back saying, “I know that!”
Do you have any idea what the source of this trouble may be?
When the kids’ father left it afected all of them in diferent ways. I think it afected the baby
the least, but it did afect Zoe in that her schoolwork sufered and she doesn’t sleep as soundly
at night.
Even though it’s been a few years, you feel it’s still a major issue?
When he irst left, he was back and forth for a while. Slowly he just checked out of the situation.
When he started checking out, it was harder for them to adjust, so it was kind of a prolonged
thing because he kept things going.
How about your youngest? Any sleep troubles there?
Molly is more prone to lie there and talk and sing to herself. Bedtime is never really a problem,
and she hasn’t had a problem falling asleep, but she does toss and turn in her sleep a lot.
How old is she exactly?
She will be three in two months.
Is Molly kept awake by Corey?
Yeah. That’s deinitely part of it. They’re both kept awake because Corey is still awake and
doing things. She is a very restless sleeper and her bed, just like her sister’s, is always torn up
in the morning. There are times when I can hear her talking in her sleep, but not as much as the
other kids.
Does she have trouble sleeping through the night?
She does, yes. She usually gets up at least once and goes to the bathroom in the middle of the
night.
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How are the mornings for her?
Oh, it’s awful. When she gets up, she’ll immediately come into my room and sit on the edge of
my bed and just cry.
And how often does she do that?
At least a couple times a week.

e•f

After we spoke a bit more, I gave Angela the Magic Carpet CD to try with Corey, primarily. She came back
several weeks later to report on the progress of all three kids.
e•f
You started using Magic Carpet with one of your children—Corey?
Yeah, but since all three of my children sleep in the same room, the CD plays for all of them.
What happened in the irst week of using the program?
The irst night I told him that Dr. Jackson had made the program especially for him. I told him
we were going to use it because he was having so many problems sleeping. The irst night I set
it up for him, but since then, he does it by himself and he wants to do it every night.
What happened the irst night you used it?
He fell asleep in about a half hour. The next night he also fell asleep in about a half hour. He has
requested it every night since then. He would say, “You know, I can’t go to sleep without Magic
Carpet.” There have been times, very rare, when he has been someplace where the program was
not available and it’s been a problem. When we stay at my mother’s house, if I forget it, we’ll
have a problem that night. The last time he hadn’t gone to sleep by 10:30, and I had to go to
work in the morning, so my mother stayed up with him until about midnight, trying to get him
to go to sleep. He has started telling people, “I have a problem sleeping and Dr. Jackson made
a CD for me and it helps me go to sleep.” He doesn’t take the program to his dad’s house and I
can tell the diference in his behavior the next day when he comes home because he hasn’t used
it that night. He didn’t use it last night. He was at his father’s house and we’re having a harder
time today.
Why didn’t you send the program with him?
Because Daddy can’t be counted on to send it back. That might sound selish, but sometimes he
won’t return things and we just can’t be without that program.
It sounds like you need a second program.
That would be great!
How hard is it to get him into bed now?
Not hard at all.
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You mean he doesn’t resist going to bed at all now?
He looks at the clock, and he’s at the age where he can tell time now and he knows if its 8:30,
and he’ll say, “It’s 8:30, Mom,” and I’ll tell him to turn of the TV.
Almost as though he’s looking forward to bed?
Yep. He watches the clock.
How much has his resistance to going to bed improved?
Most of it—probably 90%. Every once in a while, depending on what’s going on, there may be
a problem. I go back to his father leaving because they were really close. He sees his father on
a regular basis and I think Daddy is really indulgent with him. When he returns home and the
rules are diferent, it’s harder for him. So, I would say about 90% of the problem has ceased.
What’s the average amount of time it takes him to go to sleep now?
Half an hour.
What about nightime wakings?
Nightime wakings—currently about twice a month. He rarely wakes up at night anymore.
In the last month, I can remember two occasions. I work the night shift and he stays with my
mother at night and he never gets my mother up now. On my nights of, Corey has had me up
twice. I think it’s just been a “Mommy check” to make sure I’m around.
Does he have a hard time going back to sleep?
No. I tell him I love him and it’s okay, and he goes back to bed.
You haven’t had to go to his room with him?
No. I just tell him it’s okay and to go back to bed, and he goes and crawls into bed and that’s
the end of it. When I irst started using the program and he would wake up in the middle of
the night, I would restart it and use it to get him to go back to sleep and I don’t have to do that
anymore.
That worked?
Yeah. It would take him a while, but I wouldn’t have to stay in the room.
So that was efective right from the beginning?
Yeah. I was able to go back to bed and not worry about it. I didn’t have to stay in his room and
lay down with him.
What’s going on with his bad dreams?
He still has bad dreams, but only every once in a while, so that’s a big improvement.
Has there been any change in his behavior in the mornings?
Yes, a very dramatic change. He wakes up in the morning and, if I’m up, he comes to ind me.
If I’m not up, he’ll come into my room and stand next to the bed and say, “Good morning,
Mommy,” and come and give me a hug. And when I tell him it’s time to eat breakfast he’ll say,
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“Okay, what can I have?” It’s a very dramatic change—he doesn’t ight me at all. Every once in
a while, which I think is normal for a four-year-old, I’ll tell him he can watch cartoons after he is
dressed and he wants to know why he can’t watch cartoons now. But no acting out, screaming
or crying or saying he’s too tired for school.
How long was it before you saw that change?
It was a slow change. Slowly the mornings got easier. I can’t say exactly when. I probably
noticed it about ive days after he started using the program.
Mornings are fairly easy now?
Yeah, mornings are real easy. Sometimes he has something he doesn’t want to do, but it’s not
like it was before. It’s not that he doesn’t speak up for himself and let you know what his needs
are. It’s just that there’s not the diiculty that there was before.
What about the rest of the day? What are the reports from school?
He’s been in the same school for almost a year now. Shortly after I started using the program his
teacher asked me what I was doing; if I was doing anything diferent with Corey at home. He’s
calmer at school; he sits for longer periods of time. His atention span is longer and they could
see a change in his ability to memorize things and recognize leters and numbers. Atitude-wise,
he has been calmer. He never had a problem with ighting, but it was kind of, “Let me show you
how tough I am,” and that is beter. He’s a lot calmer and his teacher did notice it. At nap time
he used to tell the teacher he wasn’t tired and didn’t want to take a nap. At irst, he was less
resistant and would at least lie down and rest. But, gradually, he was relaxed enough to actually
take naps, which he never did before.
And the other children? Has the program had any efect on them?
I can see some changes. Now, when I stand in the doorway and watch, all three of them are
asleep. It’s a lot calmer. All three of them are sleeping more soundly.
Has your oldest daughter mentioned any diference in how she feels when she gets up? Have you noticed
anything in the morning?
She acts a lot more refreshed. She’s now easier to get along with. Now when I say it’s almost
time for school, she’ll say, “Okay, Mom.” She’s a lot less cranky.
Is she more refreshed?
She looks a lot more refreshed. There’s more color in her cheeks and she looks beter.
And how about her schoolwork? Has that improved any?
Actually, her schoolwork has improved, as a mater of fact. I went in and talked with her teacher
a few times and slowly, after listening to the program, her schoolwork began improving and
she came back up to the level where she was before. I think it helped relieve the shock of Daddy
leaving.
Okay. Now Molly, your youngest, was there any change in her?
Yeah, she goes to sleep faster. And she sleeps a lot sounder now.
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Is she still talking in her sleep?
Not at all, honestly.
Is she still geting up in the middle of the night to go to the bathroom?
No, I haven’t heard her doing that at all now.
Does she seem diferent when she gets up in the morning?
Yes. Instead of coming into my room crying, now she comes in my room with a smile and says,
“Mommy, it’s time to get up and have some cereal.”
Is she ever coming into your room crying in the mornings?
No, now she never does that.
Okay, are there any other changes with Molly?
We’ve been using the program now for almost three months. She talks about it. She’ll tell me
about certain parts, “I like the part where you can hear the birds, Mom.” She’ll listen, and
when your voice says something, she’ll say the same thing. It’s like she’s got it memorized and
sleepily she’ll talk along with you.
It sounds like she’s claimed it for her own.
Yes. She’ll close her eyes and be talking along with the program and prety soon she’ll say things
like, “No, kity, you can’t go down there, because there’s water down there.” She’s imagining
she’s taking her kity with her, because she loves cats, and it’s like she’s talking to her cat
while she’s reciting the script. Yeah, it’s helped her, though I’ve never seen any real behavior
problems with her. Because she is so litle, she hasn’t had time to really develop many behavior
problems. So the changes with her have been small. But she really likes it and it makes her
bedtime more enjoyable.
Do the other children enjoy it too?
All three of them do. It’s kind of funny to listen in on them. If Zoe starts talking, Corey will say
“You’re talking too loud, I can’t hear the CD.” And it’s cute how Zoe always makes sure that
Corey has his CD. She’s real good about reminding me to take it if we’re going to Grandma’s
house to sleep. “Do we have Corey’s CD?” It’s been labeled Corey’s CD. He’ll rant and rave at
me, if we forget it. “You know I can’t sleep without my CD. You know I have problems sleeping,
Mom.” So I have to remember or I’m in deep trouble. So, it has actually helped all three of them,
but I’ve seen the most changes with Corey.
Thank you very much.

e•f

chilDren of Divorce
In Angela’s interview, we learned that her middle child, Corey, had great trouble dealing with the sudden
departure of his father from his life, even three years after the divorce. And while this is certainly understandable,
understanding doesn’t do much to help the boy sleep at night. Meanwhile, Angela’s divorce from her husband
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also seemed to have negative efects on her oldest child’s academic performance. Almost any adult who grew
up a child of divorce will tell you that their parents’ breakup presented a real challenge.
the crisis of Divorce
Divorce has become a prevalent part of our culture, so much so that now 50% of marriages in the United
States end in divorce.40,41 Over one million children each year experience a family divorce irsthand.42 And
although long-term diiculties are not a certainty for children of divorce, they are twice as likely as their peers
from intact families to sufer mental and emotional struggles as a result of their parents’ divorce that, if left
unatended, could very well persist into and throughout adulthood.43
On the surface, divorce changes much about a child’s life: where she lives and goes to school, the family
dynamics in the household, the family’s inancial situation. But even more changes occur beneath the surface,
internally.
how Divorce affects chilDren

Divorce afects a child’s whole world view. It forces reexamination of the concepts of safety, stability, trust,
and love. Common themes for children of divorce surface as problems in school and trouble relating with
peers and authority igures. We commonly see aggression, regression, and other behavioral diiculties, as well
as negative self-concepts.
Young children may not consciously process what they experience surrounding their parents’ divorce; yet they
often manifest their conlicted emotions as physical symptoms. One common category of these symptoms is
sleep disturbance.
common chilDhooD sleeP Disturbances relateD to Divorce
Without much, if any, conscious awareness of what is happening around her, a child whose parents are
considering, preparing for, or going through a divorce may experience bedtime resistance, bedweting,
nightmares, and night terrors (to name just a few)—even if no such symptoms have ever occurred before.
Some other possible symptoms, not directly related to sleep, include thumb-sucking, headaches, tummy aches,
tearfulness, and oppositional behavior.
aPProaching the challenge of Divorce with your chilD
There is litle doubt that divorce often has traumatic efects on children, and that trauma of any sort can lead
ultimately to anxiety and depression. How you and your children navigate this diicult period, however, will
help determine whether these efects are short-lived or long-lasting.
The shock brought on by divorce often triggers a child’s ight-or-light response. And if the child doesn’t have
adequate means of appropriately expressing her feelings about these changes—such as a common feeling of
powerlessness—she may very well withdraw, freezing up and closing down from you and the outside world.
If, however, you ind ways to proactively confront the challenges of divorce with your child, you create
opportunities for you both to build greater inner strength, improve relational skills, and develop a beter
overall ability to cope with change and adversity. For it is not the act of divorce itself that has the potential
to cause trauma, but the child’s experience of the act of divorce as molded and modeled by the divorcing
parents’ words and deeds. Every challenge, including the divorce of one’s parents, introduces an opportunity
to develop new and beter mechanisms for managing all of life’s challenges.
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how to have oPen, honest, anD clear communication
with your chilD arounD your Divorce
Most importantly as a parent, be open and honest with your children about the divorce and all that it brings
up for them. Keep the lines of communication open between you and your children to minimize the trauma
that all of you go through around the experience.
encourage your chilD to exPress her feelings
Make it okay for your child to openly and honestly express her feelings of fear, anger, sadness, and any other
emotions, positive as well as negative; you will automatically pave the way for your child to resume feeling
safe, secure, and cared for again. Do not assume that your child feels the same about the relationship and its
dissolution as you. Rather, ask. And be prepared to accept and allow whatever emotions come up, however
surprising, or even threatening, they may feel to you. Judging your child for her reactions to your divorce, and
challenging or invalidating those feelings is quite counterproductive at this point; your child needs acceptance
and patience.
And, for your own peace of mind, don’t fear your child’s negative emotions. Sadness and disappointment
are natural, healthy responses to trauma. If unexpressed and invalidated, however, they may join with more
harmful emotions like hopelessness and despair in a downward spiral, which can then lead to more serious
problems like the aforementioned anxiety and depression.
give them time to aDjust on the insiDe
before life changes on the outsiDe
Don’t wait until the last minute to broach with your children the subject of your impending divorce. And,
consequently, don’t wait until actual lifestyle changes occur before you begin discussing the situation with
them. If at all possible, plan a time to sit down with your children and your spouse all together, so that you
are both present to convey to your children that what is happening is a relection on the two of you and not
on them. It may seem obvious to you that your divorce is not their fault, but it isn’t so obvious to them. In
actuality, children often ind all sorts of ways to put the onus for the divorce upon themselves.
Be clear and up front with them about the changes to come, and make space for them to ask whatever questions
they may have; then follow through with the answers to the best of your ability. Ask them about their fears
concerning the divorce, and address those fears. Your children need to know you understand how big an
impact this divorce will have on their lives; you may not even know yourself until you try to put into words
your answers to their questions. And you can best demonstrate this by listening to everything they have to say
on the subject and by providing answers instead of rebutals.
aDDressing your chilD’s neeDs
Assure your children that you and your spouse will still meet all of their needs. The format will change, yes,
but their being taken care of will absolutely not. Most of all, remind your children that both you and your
spouse love them dearly, even though the bond between you and your spouse may be irreparably damaged.
exPect many conversations
One conversation will probably not suice, either. Helping your children cope with your divorce will be an
ongoing process, one in which you will probably have to repeat yourself frequently, reminding them as often
as needed that the divorce is not their fault and that both you and your spouse will always love them.
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be gentle but honest . . .
Tailor the language you use to the age of your child, but don’t sugar-coat the situation. Don’t speak down to
the child. And don’t lie to her. If you and your future ex-spouse do not plan to remain friends after the divorce,
for example, then don’t pretend that you will. Likewise, don’t give your children false hopes that you and your
spouse may someday get back together. They must understand your decision to divorce is inal, or they will
never ind the kind of closure they need to begin the process of healing.
. . . anD keeP your marital troubles out of your chilD’s life
Equally imperative, don’t expose your children to your marital strife. Some studies have found, in fact,
exposure to the parents’ discord impacts children more than the actual divorce itself.44, 45 Therefore, do your
best to shield your children from your arguments. Worse, don’t involve your children in any sort of power
struggle between you and your spouse or ex. When you use your children as bartering or negotiation tools,
that’s exactly how they feel—like helpless pawns held hostage to the vicious batle between the two people
they love most.
After the separation is inal, try your best to maintain some modicum of civility between you and your exspouse in front of the children. And when your ex-spouse isn’t around, keep the gloves of. Badmouthing your
ex-spouse to your child is in no way the same as being open and honest with your child. At all costs, avoid
telling your children how they should feel about the other parent.
Refrain, as well, from quizzing your children or pumping them for information about your ex. Don’t use your
child to send messages to your ex. And certainly don’t ask your children to take sides. Instead, ind alternative
venues for dealing with your feelings rather than dumping them onto your children’s already laden shoulders.
In the plainest terms—just don’t put them in the middle.
Full disClosure-For your Child’s sake
Be sure also to inform the adults instrumental in your child’s daily life—teachers, doctors, babysiters, etc.—of
the divorce to help foster the network of support your child needs (not to mention to help prevent awkward
moments).
taking care of your chilD means taking care of yourself
And speaking of inding other venues of support, you shouldn’t, and don’t have to, go through any of this alone
any m-ore than do your children. Importantly, in fact, set a good example for your children by drawing on
your existing support network. That’s what it’s there for. This includes relatives, friends, teachers, counselors,
civic and religious leaders, mental health experts, and trained professionals. Seeking support from outside
sources—and encouraging your child to do the same—will help restore the community and family foundation
the divorce may very well have crumbled.
In particular, seek out avenues for expressing and processing the more negative emotions about your divorce
so you can beter guide your child through the experience in a positive, healthy, and proactive manner, so
that, in other words, you don’t project your guidance for your child through a veil of biterness. For you
will not be much good at caring for your child’s needs during this trying time if you aren’t taking care of
yourself. Children are extremely sensitive to the emotions of their parents, and if you feel guilt, blame, shame,
or resentment about the rift in the relationship, your child will model those feelings herself.
Now more than ever you need to stay on top of your mental, emotional, physical, and spiritual health. Eat
right, sleep well, socialize, exercise, pray or meditate—maintain a healthy lifestyle in every way possible as
you go through a divorce and throughout its aftermath so that you are best poised to help your child go
through it in as healthy a manner as she can, too.
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Furthermore, if you were a child of divorce yourself, your own divorce may bring up unresolved issues you
must be careful not to project onto your children. Just as everyone handles death diferently, you cannot
assume your children will manage the divorce and navigate its aftermath the same as you did the divorce of
your parents.
you’re still the Parent, she’s still the chilD
Beware, too, of leting your child parent you while you go through your divorce. It may sound absurd, but in
truth many children, upon witnessing one or both of their parents going through severe distress, may try a bit
of role reversal, taking on the position of parent as their actual parent heals. While this is admirable (and even
adorable), it is not healthy—not for you and not for your child. Likewise, avoid telling the child, “Now you are
the man/woman of the house.”
The experience of a divorce is diicult enough for a child without the added burden of the role of a grownup
and the consequent burden of grownup responsibilities. That’s your job, not hers—no mater how hard you
may ind it at the time. Further, such role transference sets a precedent for dysfunctional paterns of future
parent-child interactions you’ll ind diicult to break.
niP the matchmaker synDrome in the buD
It is also not a child’s job to ix their parents’ relationship or get them back together. And while this may seem
obvious to you, you very well may need to spell it out for your children. Again, you may need to make it
perfectly clear to your child that your decision to divorce is inal. You couldn’t ix your relationship and neither
can they, no mater how hard they try, no mater how often they watch movies like Parent Trap (1961). And
they need to understand this implicitly so they don’t put themselves through unnecessary heartache.
comPensate for choices lost with choices gaineD
Children of divorce naturally (and justiiably) feel like victims of their parents’ breakup, especially when
issues like custody, visitation rights, and child support come into play. Sadly but simply, your child has litle
say in what happens between you and your ex- (or soon to be ex-) spouse. But you can help establish a sense
of empowerment within your child by allowing her as much choice as possible in areas where such freedom
of choice is appropriate. For example, give your child the freedom to choose what clothes she’s going to wear
or what food she’s going to eat; control over such basic choices help her feel she hasn’t lost all control over her
environment, but that there are indeed many areas of her life where her will is still honored.
comPensate for structure lost with structure gaineD
Divorce also threatens to destroy children’s vital sense of continuity. To a child, continuity equals stability
and security, and they need it from you to build necessary feelings of safety and trust in you, in themselves, in
others, in their environment, and in life itself. A loss of this sense of continuity introduces chaos and fosters a
breakdown in your child’s feelings of safety and trust.
To help nurture those feelings of safety and trust, then, establish or maintain structure in your child’s life
wherever you can. Mealtimes, bedtimes, rituals like church or afterschool activities—all of these ofer valuable
opportunities for children to understand that just because one element of their lives has changed drastically,
doesn’t mean that the rest of their lives will follow suit.
A child of divorce must also understand that the impending changes will be no excuse for unacceptable
behavior. Household rules must still stand. And if new living conditions demand new rules, responsibilities,
and limitations, then so be it. Rules, responsibilities, and limits promote structure in a child’s life as much as
routines and rituals do, and structure is integral to a healthy upbringing.
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common Pitfall: comPensating with gifts anD liberties
Along the same lines, showering a child with gifts or giving her added liberties does nothing to help her
recover from the pain of her parents’ divorce. It only assuages your own guilt in the short term and, in the long
term, promotes a dangerous sense of self-righteous entitlement in the child that grows increasingly diicult to
break. Santa Claus needs only come once a year; but a child needs proper parenting 365 days a year, divorce
or no divorce.
just because they’re no longer your family . . .
For kids of divorce of any age (and quite likely for you as well), weekends, birthdays, and holidays can be
especially tenuous times, and require particularly conscientious atention. Likewise, a child must be allowed
to maintain her relationship with both sides of her extended family. All of this will no doubt take some careful
coordinating on your part but it is, after all, your duty as a responsible and loving parent to do so.
signs of more serious trauma to watch for
Finally, be alert to the following warning signs of more serious trauma associated with divorce that may
require more intensive, and possibly professional, atention:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

sudden absence of spontaneity
decreased self-esteem
apathy
deep sadness
irascible moodiness
irrational fearfulness
excessive clinginess
inappropriate displays of anger
poor hygiene and self-care
sleep disturbances
diiculty concentrating
alcohol or drug abuse
sexual promiscuity
self-abuse
allusions to suicidal thoughts
the golDen Promise: i’ll never Divorce you

Helping your kids deal with your divorce takes a careful combination of sensitivity and self-control. Let your
behavior show you’re there for them in whatever ways they need you to be. And most importantly, show them
you may divorce your spouse, but you can never, nor would you ever wish to, divorce your children.

chaPter 6

janice / timothy
Interviewed: Janice
Child:

Timothy, age 7

Complaints:

Aggression toward his sisters
Fear about moving
Fear around separation from his biological father
Mouthiness
Disrespect
e•f

Hi, Janice! Please tell me a litle bit

about your children.

I have three wonderful children. The oldest one is 13 and she’s a gem in her own way, and
Timothy, he is seven, and Gina, a litle girl, is ive. About a month ago we made a decision to
leave the state. We are going to move to Oregon where the kids will have woods to play in; they
can go ishing and things like that. And it seemed like a good decision to everyone, except that
my son is really atached to his dad. He lives here in Seal Beach and, even though he’s close by,
his daddy has been really distant and not wanting to spend a lot of time doing things with him.
So I think we’ve made a good decision, because he’s going to have a good father igure there
who will do a lot with him and I think it will be good. But because of this decision, he developed
some anxiety about leaving his dad.
Have you been having any behavior problems with him?
They’re all real good kids. They all go to private Christian schools. They’re all real intelligent
kids and Timothy has been at the top of his class the last two years. And he wasn’t having
any behavior problems, but recently, Timothy has become real mouthy, real hard to deal with.
He acts like, “Well, you don’t love me; you don’t like me,” and picking on his sisters; that sort of
thing. He hasn’t had any sleep problems and he hasn’t been doing bad things except for being
mouthy. And I’m geting real concerned. He’s geting more and more disrespectful towards me
and towards his teachers and picking on his sisters. In quiet moments he’ll tell me, “Mama, I
don’t like to be mean.” And at other times he’ll just be hell on wheels. So I’m geting worried. I
don’t want my son to grow up being a disrespectful litle guy that nobody likes. I’m concerned,
and I decided I needed to do something.
So he isn’t very good at expressing his feelings?
It seems like he isn’t able to put into words how he’s really feeling. Instead he’ll just rant and
rave and get mean and say “You don’t like me,” and so on.
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e•f
After we spoke a bit more, I gave Janice the Magic Carpet and Playhouse on the Beach CDs. Several weeks later
she returned to tell me how it went.
e•f

Have the programs had any efect on Timothy’s behavior?
Magic Carpet and Playhouse on the Beach have been real efective for Timothy. He likes the
programs a lot.
Tell me what happened.
Okay. He listened to them. All three of the kids listened to them when I irst received them. We
were in the kitchen geting dinner and cleaning up and so forth. And Timothy stood in front
of the player listening and he said, “I really like how Dr. Jackson’s voice sounds,” and they all
enjoyed the music and the sound efects, and they had lots of questions about where the sound
efects came from. Your voice, and the others on the CD, seemed very real to them and made
them feel that somebody loved and cared about them.
So it doesn’t require any efort on your part to get them to listen?
They want to use them all the time. “Mama, where’s my CD so I can go to bed?” type of thing.
So it’s actually entertaining?
Very. They like the imagery and all the interesting things they can see happening in their mind.
When they’re on the Magic Carpet, they’re lying and they get to visit all those places and then
they get to shrink down into tiny people, and all the other things that happen. The irst time we
listened to it we were all together and it was interesting to watch them; they got really quiet and
then I could see them imagining what they were hearing.
So Timothy has been listening regularly. Have you noticed any change in his behavior?
He’s calmer. He’s easier to deal with. Now, when we’re siting and watching TV, he won’t say,
“Well, you like her beter than me.” He’ll come and crawl up on my lap and say, “Can I come
and sit with you, Mama?” It’s much easier to hug him and play with him when he acts loving
and I’m not feeling hateful toward him.
So when he’s acting nicer it’s easier to be nice to him?
Yes. And he’s not picking on his sisters nearly as much. He’s a litle boy, so I guess he’ll always
be picking on his sisters, but he’s not doing it anything like he was. Yesterday he was picking
on them, and I talked to him and told him to go get the program and listen to it and when he
inished I said, “Now do you feel beter?” And he said, “Yes. I feel beter.” I said, “Do you feel
nicer?” And he said, “Yes. I feel like I love my sisters more.” And at times he has said, “Mama, I
feel mean towards my family sometimes and I don’t want to feel mean.” So this is helping him
express that; he’s puting more words to how he feels about things.
There is a signiicant change in the area of him actually expressing his feelings?
Yes. He never said things before, like, “Sometimes I get these feelings in my head, and they
make me hate people, and I don’t want to hate people.” He just couldn’t tell me that before.
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So it was a sudden change?
Over the last week or so.
How long has he been listening to Magic Carpet?
For about a week.
Thank you so much for sharing. That was an interesting story. So you’ll be moving soon?
Yes, it will be about a month before we move because there’s a court thing going on. I think
Timothy feels the pressure of that, plus the stress. He’s going to leave all his friends and
everybody’s uprooting. He hasn’t actually talked about leaving his friends, but he does talk
about not being able to see his daddy. And he’s also voicing his concerns about where he’s
going to be and where he will be going to school. Before he would just say, “Yeah, I want to go,”
but he wouldn’t talk about any of the parts that might scare him.
So he’s giving you the opportunity to discuss these issues.
Yeah. We’re able to talk about it and say, “Yes, you’re going to have your toys and new friends,
and it’s going to be a big change. And some of the changes will probably hurt for a litle while,
but it’s going to get beter.” So we can talk about things a litle bit easier. And Gina wants to go
because she’s going to get a kity.
Hey, that’s a good enough reason. Well, thank you very much for talking to me.
You’re welcome.

sibling rivalry

In my interview with Janice, she explained how, after her divorce from her husband, her son, Timothy, started
acting out, in particular by lashing out at his sisters and competing with them jealously for Janice’s atention.
Child experts commonly hold that some degree of animosity and an element of competition between siblings
are inevitable. And whether that is true or not, sibling rivalry is certainly a prevalent issue faced by children
growing up in the same household.
influences affecting sibling relationshiPs
A number of inluences, including the following, afect the relationship between siblings:
• birth order—who was born irst, second, third . . .
• age—sibling dynamics tend to change as siblings age
• age diference—how far apart in age the siblings are
• gender—relationships between brothers, sisters, and brothers and sisters are all considerably
diferent from one another
• individual personalities—such as when one child is particularly shy or particularly aggressive
• number of siblings—rivalry increases when there are more children than one per adult in the
home
• parental treatment—including inluencing factors like favoritism
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how age affects sibling relationshiPs
One child psychologist, Dr. Sylvia Rimm, suggests sibling rivalry is strongest in siblings of the same gender
who are close to one another in age.46 When children are close in age (and especially when they’re of the same
gender) they feel a deeper need to establish their own individual identities and a strong delineation of the
diferences between them and their sibling. They, in essence, compete to deine themselves—to ind their own
unique talents, skills, interests, and abilities as distinct from those of their sibling(s).
On the other hand, siblings more divergent in age develop rivalries, too, though for altogether diferent
reasons. It’s a positional type of conlict that arises between siblings of diferent ages. The younger child wants
to be treated as an equal; the older child wants to be recognized for being older. Thus we see the common
behavior in which a younger sibling mimics everything the older sibling does (much to the older sibling’s
vexation). Age divergence also helps explain why older siblings tease and bully their younger siblings in order
to demonstrate supremacy.
Both, of course, occupy diicult positions, and neither one holds the ideal position. First, the older sibling has
to share the parent. Then as the younger sibling ages, the older one has to share his play space, toys, and so
on. And later still, when the younger one is inally old enough to be allowed to go outside to play, the older
one feels his turf is being infringed upon once again. On the other hand, the younger sibling has to watch as
the older one continually gets all the privileges irst, including those which the older sibling perceives as a
chore (such as taking out the trash). And when the older sibling is asked to take care of the younger one (as in
feeding, bathing, or babysiting), neither child is happy with the arrangement.
It is also between siblings of divergent ages that this positional rivalry has a greater potential of turning
dangerous. An older sibling typically knows how to manipulate and bully more efectively than does a younger
sibling. And a younger sibling may have fewer developed skills for behaving appropriately under stress than
does an older one.
a new baby’s arrival

Even the arrival (or impending arrival) of a new baby in and of itself can initiate sibling rivalry, as most children
feel threatened by the baby’s demands on the parents’ atention. Often, in fact, this sense of threat begins as
anticipation before the new baby is even born. Include the child in the process of welcoming the newborn into
the household to help defuse these fears, but don’t expect to allay the fears altogether. The anticipatory fear is
natural; you simply want to keep the lines of communication open and prevent the fear from developing into
anxiety.
how inDiviDuality creates sibling rivalry

Positional rivalry aside, the personal characteristics of each individual sibling, regardless of diferences in age
and gender, also play a huge role in the nature of their relationship with one another. Sibling rivalry is therefore
also common, in families where one of the children is particularly gifted, or anxious, or temperamental, or
easily bored or lustered, and so on. Likewise, a child with learning disabilities or developmental diiculties
(such as with atention span, language, and socialization), may also be more prone to engage in contentious
behavior with his siblings.
how to hanDle sibling rivalry

So what is a parent to do? Surprisingly, in many cases, nothing.
In the best-selling book she co-authored, Siblings Without Rivalry (2004), Adele Faber explains, “Our
relationships with our siblings prepare us to interact with people in the larger world.” Many of life’s lessons
we irst learn in our relationship with our siblings. Children learn valuable skills like sharing and compromise,
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assertiveness, self-control over aggressive impulses, acceptance of people’s diferences, and valuing of other
people’s perspectives.
common Pitfall: refereeing your chilDren’s relationshiPs
Furthermore, playing referee to your children’s inighting often has the opposite of the desired efect. Rather
than dissipating the animosity, it often gives the siblings more to ight about. More signiicantly, though, it also
subverts children’s development of vital life skills, like the ability to negotiate peaceful solutions on their own.
Verbal arguments between your children may get on your nerves, but they are not necessarily harmful, and
in fact can help both children develop useful problem-solving skills. So conlict between siblings is actually a
valuable tool for them, a training ground where they establish their individual identities, practice their skills
of self-reliance, and vent negative emotions in a safe and familiar arena.
You can inadvertently exacerbate problems between siblings by taking sides, including trying to igure out
“who started it.” It doesn’t mater who started it; what maters is that the children both ind a positive way to
inish it peacefully. The less you get involved in minor disputes, the sooner your children will develop the
skills to manage those conlicts themselves, and the beter they will become at conlict resolution. These skills
they take with them throughout their lives to help them navigate all kinds of adversity.
the critical caveat: violence
If physical or emotional violence of any sort comes into play, however, a parent has no choice but to intervene.
And while staying out of your children’s conlicts as much as possible, it is also incumbent upon you as a
parent to monitor those contentious interactions to make sure that neither child’s safety is threatened.
If a verbal argument between siblings becomes physical the parent must help the siblings understand that
they may have whatever feelings they have, but also understand the limits between acceptable behaviors and
unacceptable behaviors as a means of expressing their feelings. You can honor your child’s right to his feelings,
in other words, while still teaching him to be responsible in his actions. Validate your child’s emotions, and even
help him understand the root causes of those emotions, but at the same time train him in appropriate ways to
deal with and express them. As you monitor sibling rivalry, by the way, be sure siblings know the boundaries of
personal space and that the destruction of each other’s personal property is completely unacceptable behavior.
Most times, however, violence will not be a part of your children’s contentious interactions. And of course,
besides stepping back from it all to let them work it out between themselves, you’ll see ways to help transform
these conlicts into mutual opportunities for growth.
common Pitfall: who starteD it?
First, hold both children accountable for the conlict. Again, it doesn’t mater “who started it.” It only maters
that both of them engaged each other in “it.” For all intents and purposes, both of them started it. If children
know it takes two people to make an argument but only one to keep it from happening, then they may feel
empowered to walk away if an interaction with their sibling becomes too uncomfortable. Gradually, they can
learn to ignore their sibling’s atempts to draw them into a conlict.
equally accountable but not equal accountability
Second, be aware that holding both children accountable for the conlict does not mean that both children have
equal accountability for their behavior in the conlict. In other words, while both children are responsible for
ighting with one another, each child is uniquely responsible for his speciic conduct. Clarifying this will beter
help children recognize their responsibility for the mater and begin to examine alternative ways of responding
to the same types of stimuli.

68

DreamChild.Adventures.in.Relaxation.and.Sleep

the one excePtion: “seParate corners !”
Third, while mediating your children’s arguments is a bad idea, separating them from one another can be a
splendid idea. Instruct them to use their “alone” time to think about what happened, about their responsibility
for it, and about how they might be able to resolve their dispute peacefully. Even if one or both of them fails to
come up with a suggestion for a positive resolution of their diferences, the time spent alone will, at the very
least, help each child calm down some and regain his composure.
you can’t force love, but you can enforce civility
You can’t force siblings to love each other or express love for one another. That must come from within
themselves, lest your eforts have the opposite efect and breed biterness and resentment. Keep in mind the
big diference between being friends with one another and being civil to one another. You cannot insist that
your children be friends with each other—and in fact you may want to inform your children they do not even
have to be friends—but, regardless, your children must be aware that you insist on their being civil to each
other.
give them nothing to Prove

Equally important, express praise for who your children are inside, as people, and not just for how they behave
on the outside. When a child feels appreciated simply for being who he is, that child is less likely to feel the
need to prove himself through negative actions. Let your children know what you love about each of them and
you’ll thereby promote the growth, development, and enhancement of those qualities to the point where they
begin to infuse all of your children’s behaviors and actions.
common Pitfall: showing favoritism
Beware especially of any favoritism, coming from you or other caretakers. You can unwitingly provoke
rivalry between your children by treating one of them beter than the other(s). “Why can’t you be more like your
brother/sister?” Eliminate that criticism from your own behavior, for it only breeds jealousy, biterness, and
resentment—a guarantee of further sibling rivalry. Such comparisons not only weaken sibling relationships,
but also hinder their growth and personal development as individuals.
what’s fair?
“It’s not fair!!” How many families with siblings haven’t heard that accusation? But fairness is a doubleedged sword when it comes to raising children. Consider the following:
A teenaged child thinks that because he’s older he should have special privileges not granted
to his younger sibling. And if he doesn’t get what he believes he has coming then it’s not fair.
The younger sibling, however, thinks that both children should be treated equally or it’s not fair.
Who’s right?
In a sense, both of them are. That wedges you squarely between the proverbial rock and a hard place. But
treating people equally is only one quality of fairness; treating each appropriately according to his unique
personality and needs is another aspect of fairness. Fairness honors both commonality and individuality; that
leaves parents at a total disadvantage in any rational argument of fairness. Many parents therefore, when stuck
in this messy quagmire, will often resort in frustration to irrational outbursts like, “Life isn’t fair,” or “Just do
what I tell you!”
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Find ways to give each child the time and atention that each needs, separately and independently from one
another. Parenting siblings is not so much about giving of yourself equally to each child but rather giving each
child what he needs as an individual. Diferent kids have diferent needs, and when a child feels his needs are
met, he is much less prone to feel the time and atention you give his sibling “is not fair.” More on the concept
of fairness shortly.
But for now, let’s remember each child needs to know the time and energy you expend showing love and
afection for his sibling doesn’t take away from the time and energy you expend showing love and afection
for him; your love for your children must not be a zero-sum game. In other words, one child does not have
to “lose” in order for the other to “win.” It’s up to you to get this message across, through your words and
through your actions, not just now and then, but every single day of their lives.
get to know them as inDiviDuals . . .
When you spend alone time with each child, inquire as to what each one likes best and least about his sibling.
This information will be extremely useful in helping you keep a keener eye on their interactions as they develop.
This time alone with each child individually reminds them they are special—even simply seeing it in your eyes
makes them special. And all children need to feel special; secure in that feeling, a child may be less inclined
to compete with his sibling. Plus, you’ll ind celebrating the positive uniqueness of each child quite easy, and
you’ll ind that in turn an uter joy for you, for whom most other parenting tasks might not be so simple.
In addition to spending quality time individually with each sibling, separate from the other, further
opportunities to support your children in having independent identities may include promoting:
•
•
•
•
•
•

separate social circles
separate toys
separate spaces in which to be alone
separate extra-curricular activities
separate goals
separate schools

. . . while facilitating Positive siblinghooD scenarios

On the lip side, joint activities the siblings (as well as the whole family unit) can enjoy participating in together
help strengthen the bond between them and in turn, help counter the tendencies toward friction between
siblings. This in turn homes in on another signiicant point about sibling rivalry: such rivalry often acts as a
mirror or gauge of the general level of harmony or discord in the household as a whole. Working together on
your overall family dynamics, then, carries powerful potential to reduce the propensity among your children
to squabble.
Don’t take the bait!
Do your best to avoid being drawn into no-win arguments over fairness, and instead express genuine empathy
for what your child is going through. “I understand that this doesn’t feel fair to you. That must be terribly frustrating
for you.” Your child will very likely reply, “Yeah, it is.” But feeling understood goes a long way toward helping
a child overcome frustration. It’s okay to validate your child’s negative emotions. In fact, it’s more than okay;
it’s healthy. And honoring your children’s emotions helps them to ind ways to reconcile how things are with
how they want things to be.
Positive reinforcement is your frienD

Remember, too, good behavior must be praised at least as diligently as poor behavior is pointed out.
Children learn a great deal from positive reinforcement—more in fact, many experts believe, than they do
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from punishment.47,48 All children crave atention, and prefer even negative atention to no atention at all.
To combat this potential for adversity, then, be sure to outwardly express your appreciation for appropriate
behavior. Don’t ignore good behavior under the premise you don’t need to reward your child for behaving as
he’s supposed to. A child needs to experience how good behavior produces desirable responses just as much
as (if not more than) he needs to experience how bad behavior produces undesirable responses.
helP them to helP you helP them
And you can help, additionally, by educating your children in ways to solicit positive atention from you, from
each other, and from the outside world. For example, teach your children how to appropriately invite siblings
to play, and by the same token, teach them how to handle rejection in a positive and productive manner when
the other child does not respond as they had anticipated.
teaching by examPle: how Do you anD your siblings relate?
Do you yourself have siblings? What is your relationship with them like? Are your children aware of this?
How do they see you behave in relation to your own siblings? Remember, children model what they see from
the adults who are close to them, especially from their parents. If you have a contentious relationship with
your siblings, your children will probably imitate this. Teach, then, by example. Let your children see you
interacting appropriately with your siblings and they’ll start modeling those behaviors instead.
Examine all the dynamics in your household, as your children will tend to model all of them. If angry screaming
and yelling occurs frequently, for example, then you can only expect your children to model that behavior. It’s
in their nature to model after you. If a heavy blanket of stress overshadows the joy in your home on a regular
basis, then it would be only natural for your children to emulate that stressfulness in their relationships.
Working on developing beter ways of dealing with anger and stress yourself, therefore, you’ll give your
children beter examples to model. You can actually help your children learn to work out their diferences,
then, by working on your own personal challenges. A household that’s illed with fun and lightheartedness,
mutual respect and appreciation, and calm, peaceful communication will promote all those same energies in
the dynamics amongst your children.
inDications that Professional helP may be calleD for
Finally, in certain circumstances, you may want to consider seeking professional help for handling your
children’s sibling rivalry, particularly if you observe any of the following:
• their conlict starts to take a toll on your relationship with your spouse or partner
• you perceive a serious and present danger of one causing physical harm to the other
• the mental/emotional well-being of one or more of the children (or other family members)
seems severely afected by the conlict
• you suspect more serious psychiatric conditions may be at play in the conlict (such as
depression or substance abuse)
If you’re wondering whether professional assistance is appropriate for your particular situation, discuss
your concerns with your child’s doctor and get his opinion on the mater. If he does agree that some sort of
professional aid is in order, he will probably be able to recommend a qualiied expert with a practice near you.

chaPter 7

Priscilla / harry anD chloe
Interviewed: Priscilla
Child:

Harry, age 6

Complaints:

Child:

Nightime wakings
Nightmares
Exhaustion in the morning
Waking parents at night
Whining in the morning
Bedtime resistance
Lack of conidence
Chloe, age 9

Complaints:

Nightmares
Whining
Feelings easily hurt
e•f

Please tell me a litle about your children’s

sleep problems.

My son continually has trouble sleeping through the night. He’ll come into our room. “What’s
the mater, why are you here?” “I had a bad dream.” So he’ll come and sleep with us.
How often?
Very frequently for the past six to eight months and then last night he fell out of his bunk
bed while he was sleeping, and he was traumatized by that. He had a lot of trouble last night
relaxing and going back to sleep. It was very frightening and it took me almost three hours to
calm him down.
Tell me about his mood during the day. What is his mood like, generally?
Well, he drags. It’s like he’s exhausted. His dreams either keep him up or keep him from relaxing
or sleeping. He doesn’t want to get up in the mornings. He’s always whining and I have to go to
his room three or four times to tell him he has to get up because we have to go. I tried giving him
some responsibilities to do in the morning, and I would give him a quarter, but it still wasn’t
geting him out of bed.
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Have you ever had problems geting him to go to bed?
Nothing out of the ordinary. But yes, he’ll want to stay up and watch a movie or he’ll want to
play a game.
So there’s a litle bit of resistance going to bed.
Yeah, I wouldn’t say out of the norm, though.
How about his older sister? Does she have a sleep problem?
She’s has nightmares.
How consistent have her nightmares been?
Well, last Friday, she had a nightmare. She spent the night with the babysiter and she woke
up about two or three in the morning and then could not sleep for the rest of the night. She
dreamed she was out in the front of the house and her father was siting on the porch where he
could see her and someone was trying to take her away and her father wasn’t doing anything
about it. She got anxious and didn’t want to go to sleep because she was afraid she would have
the same nightmare.
How often has she had bad dreams?
Not as often as my son, but two or three times a month.
Does she have any problems with daytime behavior or atitudes?
When she has a nightmare she tends to be much whinier, much more lighty. And at the drop
of a hat, she can get her feelings hurt by something you said and she’ll cry, where normally she
doesn’t do that.
e•f
After Priscilla and I spoke a bit more, I gave her the Magic Carpet and Playhouse on the Beach CDs to try with
both of her children. She returned several weeks later to tell me how it went.
e•f

So you irst started using the programs with your son?
Yes I did. It was the day after he fell out of his bunk bed that I decided some sort of action
needed to be taken. Then I met with you and got the program for him and started to use it with
him.
And which program did you use?
First I tried the Magic Carpet, and he really enjoyed it but it seemed almost too animated for him
because he got so involved in the story that he wasn’t falling asleep. So I then played Playhouse
on the Beach for him. The irst night, I had to play Playhouse twice before he actually fell asleep.
Again, I think he was enjoying the story so much that he wanted to stay up and listen; he was
concentrating on the program. The second night, I played Magic Carpet and then Playhouse in
that order. The third and fourth times I probably played them the same. Then the ifth night, he
said, “I like Playhouse beter.” Now, he consistently wants to hear Playhouse on the Beach.
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I gave you both the male and female voice versions of Playhouse. Does he have a preference for either?
He enjoys the male voice of it because he can relate beter to the male voice. The female voice
seems a litle more animated. So I think he relaxes beter to the male voice.
Is there any change in his willingness to go to bed at night?
Actually, there is. He’s not resisting at all. When I ask him to get ready to go to bed, he’ll take
10 minutes to get his teeth brushed and get washed up, but he doesn’t ight or argue. He will go
ahead and get ready to go to sleep.
So going to bed is a more pleasant experience for him if he knows he has the program to listen to?
It seems to be. There are nights that I have not goten ready to put the program on, and he’ll say,
“Mom, aren’t you going to put the CD on?” So I’ll put it on. He seems to enjoy the program and
wants to hear it. Once, he wanted me to turn it up, and I said, “If I put it any louder it’s going to
keep you awake,” and he said, “No, I want to do that.” So I turned it up so loud that the whole
house could hear it, but he still fell asleep.
Okay. So what has happened in terms of him coming into your room?
He has not been coming in. Since the start of the program he hasn’t done it.
How long has he been using it now?
Approximately two weeks.
And he hasn’t come in one time?
Not once.
And the quality of his sleep is beter?
Yeah. It’s like he’s geting that non-interrupted sleep, where he’s feeling more relaxed when he
wakes up.
Has he talked at all about his bad dreams?
He hasn’t had any bad dreams. Absolutely none. And he wakes up in a diferent mood. Since
he started using the program, he’s been geting a beter night’s sleep and he wakes up ready to
do some chores. I think it’s because he’s geting more sleep and beter sleep.
How much more sleep has he been geting?
Actually, most of the time he’s sleeping more, but not always. The last two weekends he stayed
up longer than usual, but yet, he still woke up in a much beter mood. He’s not dragging, he’s
not sluggish, and he’s not moody when he wakes up now.
So he just seems to be generally in a beter mood in the morning?
Yes.
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Have you noticed any changes in how he seems during the day and evening?
During the day, I don’t know, because I work. But in the evening there has been a change.
Whereas before he would tend to stay close to me, want to play things with me, or want me to
sit and watch TV with him. Now he will go on his own and play, or even with his sister or with
kids in the neighborhood.
A litle more conident in his interaction with others?
Yes. He’s separating a litle more and feeling more conident.
That seemed to come about right when he started listening?
Yeah. It all started to happen right at that time. He was starting to get to know other kids in the
neighborhood, but he still wanted me to be outside with him. He’s more conident now. He can
go out and play without me being there.
Any other changes that you can identify?
I don’t think so, but it’s still early. I’ll be looking.
Now, his older sister. Did she listen to the programs?
Yes, I didn’t have headphones so both of them would listen at the same time. She seems to like
Magic Carpet. She liked it because of the music in it, so she wants to hear that one, but she can fall
asleep to either one. She really likes the song. Both of them will run around the house singing
“Magic Carpet, loating up, up, and away.” They like the things that happen in Magic Carpet.
How many nightmares has she had since she started listening to the programs?
Just one that I know of.
Being so infrequent to begin with, though, it would be hard to say if they’ve improved, since she’s only listened
a short time.
That’s right, but she really enjoys them.
Okay, so it would be hard at this point to know if there’s been a change in that.
Well, before she had the programs, she’d play a litle game before bed and she’d say, “Give me
good thoughts, give me gum drops,” hoping she could ward of the nightmares, and recently
she hasn’t been doing that, so maybe that’s a good sign.
Does she seem diferent in the morning?
Not too diferent, but she was able to verbalize her feeling about her bad dream and that was
diferent. She actually talked about it and then seemed to feel okay.
Thank you very much for sharing this with me.
You’re welcome.

e•f

nightmares
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Both of Priscilla’s children were losing considerable sleep because of nightmares. In addition, both the lost
sleep and the nightmares themselves had enduring efects on their days, too.
what causes nightmares?
Nightmares—deeply upseting or terrifying dreams—are often caused by the ordinary conlicts and struggles
that are all part of normal development. The emotional anxieties that create nightmares vary and can originate
in fears of many diferent kinds. Almost anything a child inds frightening during the day can set the stage for
nightmares. But they can also originate in a wide range of psychological, developmental, organic, and genetic
factors.
For example, nightmares can be spurred by a particularly traumatic event or a physical/medical condition like
a fever. Nightmares triggered by a stressful mental, emotional, or physical event can persist up to six months
after the inciting event took place.49 In some extreme cases, regular nightmares can result from some sort of
severe trauma and may be an indication of post-traumatic stress disorder (PTSD), in which case they may
persist for much longer than six months (ASDA, 1997).
Nightmares can also arise from nothing more than the typically active imagination most children have and, in
fact, some nightmares can occur for no apparent reason at all; they do occur in almost all children at one time
or another. They do not discriminate according to gender, race, or cultural upbringing.
statistics on nightmares in chilDren
Scary dreams have been known to occur in children as young as two years old. Though variations in diagnostic
criteria make it diicult to calculate an exact igure, several studies report that more than 50% of children
between ages 3 and 6 experience nightmares disturbing enough to cause disruptions in both their sleeping
paterns and those of their parents.50,51,52 In their book Take Charge of Your Child’s Sleep: The All-in-One Resource
for Solving Sleep Problems in Kids and Teens (2005), Judy Owens, M.D. and Jodi Mindell, Ph.D. note, “One study
of chronic nightmares, deined as frequent nightmares for at least three months, found that 24 percent of children
ages two to ive and 41 percent of six- to ten-year olds experienced this as an ongoing issue.”
when are nightmares age-aPProPriate?
Young children have a hard time understanding that dreams aren’t real. As such, nightmares tend to be most
problematic in children between ages 4 and 6. By age 7, nightmares usually become less of a problem, as most
children of that age inally understand that dreams, although frightening, are not real.
effects of nightmares on waking life
A Canadian study published in the journal Sleep revealed that children prone to nightmares tend also to be
more anxious and restless during the day and develop a more diicult temperament as well.53 Whether the
nightmares are the efect of such personality traits or their cause is still subject to much debate.
the time nightmares are Prone to occur
It does appear clear, though, that nightmares typically occur in the middle of the night and in the early morning,
the two periods of time when dreaming (REM sleep) is most prevalent.
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what Distinguishes a nightmare DisorDer?
A nightmare disorder occurs when frequent and repeated nightmares continually disrupt a child’s sleep. If
your child experiences frequent nightmares (several a month), you may want to work with her during the day
to try to determine what underlying fears may be causing them and then to try to resolve the trouble on that
level. If the nightmares continue, I suggest you discuss your concern with your child’s doctor.
the stuff of chilDren’s nightmares
Generally, a child’s nightmare involves some sort of clear and present danger, whether a physical threat such
as being chased or a psychological threat such as being taunted. Children’s nightmares might involve monsters
or ghosts, dangerous animals, or threatening people. But commonly in most children’s nightmare scenarios,
the child experiences a lack of control over the scene taking place and fears imminent injury.
uPon waking from a nightmare
When a child awakens from a nightmare, she usually reorients to her surroundings quickly and is usually
quite receptive to eforts of calming and consolation as well. Also, a child upon waking from a nightmare
ordinarily recalls much of the content of the dream.
Now although a child waking from a nightmare typically becomes quickly aware of her familiar surroundings,
the efects of the sleep disturbance leak into her day, and may cause impairment and distress in daily
functioning. In addition, quite often a child who experiences a nightmare will awaken one or both parents,
causing a disruption in their sleep paterns which can, in turn, lead to the parents’ experiencing impairment
and distress in their daily functioning.
the best cure is Prevention
Prevention is the challenge, but also the best solution. Make bedtime a comfortable and safe experience for the
child. Spend time with the child at bedtime, reading and otherwise helping her to relax. A soothing bedtime
ritual might also include a relaxing bath, a gentle massage, a warm mug of herbal (cafeine-free) tea, or even
something as simple as being tucked in with regular hugs and kisses.
Or, if your child seems to need a sense of company at bedtime, instead of remaining in the room until she
falls asleep, you might have her listen to Magic Carpet, Playhouse on the Beach, or Country Friends. You could
also use these programs directly after a nightmare occurs as a way to help her get back to sleep and to prevent
recurrence of nightmares that night. This change in mental focus draws atention away from the upseting
event and leads her into a state of feeling safe. And keep in mind that listening to the DreamChild Adventures
programs has been helpful in eliminating nightmares for many children.
other ways to helP Prevent your chilD from having nightmares
Although it is unrealistic to expect to stop your child from having nightmares altogether, there are a number
of other ways to try to decrease their frequency.
monitor television anD viDeo games
For one, be sure to monitor the television programs and movies your child watches, and the video games your
child plays, in order to avoid those that might be too scary, violent, or otherwise disturbing.
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Discuss Daily stressors
In addition to discussing the content of your child’s bad dreams in an efort to uncover their cause, it may also
be worthwhile to examine your child’s daily routine. Might there be something happening at home or school
or elsewhere in your child’s daily life that could be causing enough distress to possibly lead to bad dreams?
For example, might another child be bullying your child at school? Could a close friend be moving? Is there
any current strife in the home that could be upseting her, such as an impending separation or divorce?
encourage exPression
By age 3, your child can begin to talk directly with you about any concerns and worries that could be triggering
nightmares; then you can ofer reassurance and guidance for dealing with those causes. Allow your child, at
any age, to express feelings in appropriate ways. Try to assure your child that her feelings are understandable
and normal. It is important to maintain open communication with your child by expressing your willingness
to discuss any concerns she may have, no mater how diicult or touchy the issue may be.
If your child has diiculty expressing either the content of the nightmares or the concerns in waking life that
could be causing them, consider exploring these issues in more creative and less explicit ways, for example by
drawing or playacting.
how to Deal with a chilD’s nightmare in the moment of crisis
At this point, let’s say you’re on the back side of prevention and are trying to cope with the crisis of the
moment—a nightmare. You need to take an appropriate action to help your child move beyond the fright of
the dream. Whatever you do to help your child deal with nightmares, do not ignore her cries in the middle of
the night and try not to get angry, frustrated, or impatient with her (such as for waking you up). Let’s look,
then, at proactive courses of action.
You can employ any number of additional other strategies for dealing with your child’s nightmares as they
occur. Most importantly, simply stay alert to frightened wakings in the middle of the night (easiest to do if
your bedroom is close to your child’s, but if not, consider installing a baby monitor). As soon as you hear your
child waking up frightened (screaming, crying, whimpering, etc.), go to her immediately and reassure her
with comforting words, soothing her just as you would if she became frightened by an event during the day.
Remember, however, as you sleepily grope for the right thing to say, telling a very young child, “It’s only a
dream,” is unlikely to help, since young children don’t yet understand that dreams aren’t real. With children
who are at least three or four years old, though, it may be helpful to remind them that they were dreaming,
although they, too, may still have diiculty understanding the nature of dreams.
Cuddle with your child. Gently stroke her head or back. And listen to your child’s fears with empathy,
understanding that her fears are perfectly real, and should not be discounted under any circumstances. If
your child wishes to discuss the nightmare, by all means encourage it. Then ofer reassurance and comfort
until your child has calmed down suiciently to return to sleep. Keep in mind that if your child is afraid to go
back to sleep, this may require your staying in the room until that time comes. If she is very frightened, you
will need to do whatever is required to help her calm down, possibly by reading a story or enjoying a simple,
distracting, and—above all—relaxing activity together. Or perhaps lie down with your child or even let her
join you in your bed. You may ind it helpful to provide a nightlight in your child’s room, but make sure it isn’t
casting scary shadows or you’ll defeat the purpose of its being there.
Remind your child that she can think comforting thoughts to soothe herself as well. Suggest, for example, that
she imagine the nightmare scenario ending in a happy manner. Don’t underestimate this method, for it helps
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teach your child to conquer her nightmares by actively imagining taking charge of the scene. This activity may
also help her develop conidence, self-esteem, and a sense of proactive control over her responses to issues
in daily life. As in waking conlict, unpleasant dreamtime scenarios typically include stages of threat and
struggle. Whatever methods you follow, look at the nightmares as an opportunity to help your child learn to
use the innate tools she has for achieving resolution of her fears and to gain conidence in her ability to face up
to the frightening events of her life—both sleeping and waking.
what Distinguishes night terrors from nightmares?
Night terrors, sometimes called “sleep terrors,” difer from nightmares in signiicant ways. For starters, night
terrors occur during deep sleep, as opposed to REM sleep, and are not remembered. When a child awakens
from a night terror, she does not have any recollection of having experienced a particularly disturbing dream
or, for that mater, of having any of the symptoms of night terrors so apparent to anyone observing the event.
Night terrors are most common in children from age 3 to 6. They can be associated with stress, changes in
routine, sleep deprivation, or a new environment. Fortunately, as a child gets older, night terrors tend to go
away on their own. When they do happen, however, just let the episode pass naturally, without intervening.
Don’t try to awaken the child because they will just be confused and disoriented.
how to hanDle a chilD’s night terror while it’s haPPening
Although night terrors don’t appear to consciously disturb the child, they quite often alarm the parents, as
they are generally characterized by the child uncontrollably screaming, crying, and thrashing around in bed.
A child experiencing a night terror may also be sweating and breathing rapidly.
If you try to talk to your child during one of these episodes, she will not respond because she is asleep. It is, in
fact, quite diicult to awaken a child in the midst of experiencing a night terror, this characteristic alone can be
extremely disconcerting to parents. Some children will even open their eyes, appearing to have awoken from
the night terror, but in actuality turn out to still be asleep.
are night terrors Dangerous to a chilD?
A night terror poses no danger unless the child is thrashing around in a manner that may cause harm, in which
case it is advisable to clear the surrounding area but not to restrain her. If your child’s night terrors are also
marked by incidents of sleepwalking, then it is doubly important to create an environment that would protect
your child from injuring herself in such instances.
hanDling nightmares anD night terrors —in a nutshell
Most children generally outgrow nightmares and night terrors eventually. Until that time comes, your role as
a parent is simply to make sleep as safe, comforting, and relaxing for your child as it can possibly be. If your
child experiences recurring nightmares, if the nightmares end up causing your child diiculty in everyday
living, or if they persist even as your child ages, then consider talking to your child’s doctor or consulting a
therapist.

chaPter 8

kevin / kelly
Interviewed: Kevin
Child:

Kelly, age 10

Complaints:

Trouble falling asleep
Insecurity
Death of her grandfather
Nervousness
Over-sensitivity to feelings of rejection
Fear of separation from parents
Worry about everything”

e•f

Please begin by telling me about the problems

Kelly’s been having.

She’s been going through tough times and is having problems with sleep, and feeling fearful
and worrying a lot. She’s been more nervous than usual and acting really insecure. She has
really wanted to be the focus of our atention. And that’s okay up to a point, but she has been
clingy and seems to need to be right there with my wife and me, but we just can’t be there all
the time for her.
So when did this all start?
Actually, the sleep problem irst showed up at the beginning of summer. My wife and I are both
working, so we arranged to have Kelly’s aunt watch her over the summer while she was out
of school. But her aunt is only 20 and my daughter doesn’t view her as a “real” adult. She was
freting so much she started having problems falling asleep. That eventually eased of once she
got used to her aunt, but then her sleep got a lot worse in October, ive weeks ago.
What was going on at the time?
Both Kelly and her sister, who is 6, were out one evening at Shakey’s Pizza with their mom and
their grandfather. You need to understand that Kelly has been very close to her grandfather,
who we call Grampi. He’s been a super grandfather. Really loving toward the kids and just a
great guy. He owns a roller skating rink across town and they’ve spent a lot of time with him
there. It’s been really fun for them, especially with him being the head honcho and all.
So, they’re out with him the night before, and then the next day my wife gets a telephone call,
and Kelly is standing there watching while her mom starts screaming and crying, and then
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Kelly starts crying and she’s begging her mom to tell her what has happened, and mom inally
says, “Grampi is dead.” He was only 59, and he died of a massive heart atack.
This has been a hard time for my wife, too. Her dad seemed young and healthy and we had
never really thought about the possibility of him dying. So it was a shock. I’m afraid that my
wife still hasn’t had time to really deal with her own loss. She’s been so busy taking care of
everyone else, handling paperwork as executor of the will, and selling the rink. So she’s been
trying to hold it together emotionally, but as soon as she slows down I think it’s going to hit her
harder. Anyway, we’re all handling it in our own way.
And how has Kelly been handling it?
Not very well. But it’s her irst experience with death and this whole thing has been hard.
To start with they didn’t even have the funeral for ten days. There were so many things that
needed to be arranged. It was just pandemonium and tears. We let Kelly go to a viewing of the
body. She wanted to, and she even touched Grampi. She said he felt stif. I know some people
might think you should shelter a litle girl from death, but that’s not how we feel, so we let
her do what she wanted. The hardest part of the viewing was probably seeing Grandma break
down over the casket; it was heart-wrenching.
I couldn’t tell you, for sure, what efect all of this has had on Kelly, but her sleep has goten
a lot worse and she is a lot more nervous than usual. Kelly has been with my wife the past
four weeks, and my wife needed to be with Grandma, so the girls spent most of the past four
weeks at her house, around all of the things that remind them of Grampi. They’ve been helping
Grandma with all the company, and there’s been a lot—almost a constant low—of family and
close friends coming through. People lying in from all over the country to stay for a few days,
and each time someone would leave, someone else would come.
And each time someone new arrived, everything would get emotional again and there’d be
lots of crying. And then they’d leave and more company would come, and everyone would go
through it again. Over and over, and Kelly has been in the middle of it.
So how has Kelly been afected by losing her grandpa?
Well, she started having problems falling asleep again, even worse than before, and she’s having
problems staying asleep, too. And it seems she’s geting more and more insecure. She started
wanting to be with us all the time. She wants to know exactly what we are doing at all times.
She’s been much more fearful. I got a cold and she got really worried about it—like I might get
really sick and die. She also started feeling overly sensitive and was geting her feelings hurt
very easily. Like, “So-and-so didn’t want to play with me today. No one likes me.” Kelly has
always been a litle nervous but, right after Grampi died, you could just see the anxiety all over
her, especially when she lew with Grandma to Colorado. She was just panicked. She couldn’t
think about anything else. The questions were endless. I think she convinced herself she was
going to die before she got on the airplane. Anyway, when she got back that’s when I decided
she needed some help, something to help her relax. So that’s when I called you. I have to say
she’s a bit more nervous than the average child. That’s just her personality. She’s just wound
tight. At the beginning of summer, she had been having stomach aches, frequently. We took her
to the pediatrician and he ran a bunch of tests and couldn’t ind anything physical. Her anxiety
was just afecting her stomach.
And how are you doing through all of this?
Well, I’ve been going through my own grief. You know we all have our own way of going
through something like this. That became really clear to me when I went to grief groups after
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my mom died a couple years ago. The groups help you to see that everyone feels the same sense
of pain and loss, but we all handle it in diferent ways. Some people are very emotional and
others may hold it in, but we’re all feeling prety much the same thing. Everybody’s so unique
and at the same time we’re all the same. It’s become easier to just accept that, “Oh, this is how I
handle these feelings.” How you do it doesn’t seem as important; there’s no right or wrong way
to handle your pain. Grandma has been going to a grief group and I think it’s really helped her.
Anyway, I’m doing ine, but it really seems to be taking a toll on Kelly.
e•f
After we spoke a while longer, I gave Kevin the Country Friends and Magic Carpet CDs to try with Kelly. Several
weeks later, he came back to report on her progress.
e•f
What did Kelly think of the programs?
She had already heard the adult one and liked how it made her feel, so she was quite happy
to have others to listen to. But she’s really only using Country Friends. She listened to Magic
Carpet once, but she really likes Country Friends. In fact, the irst day she got it she listened to it
for about ive hours straight. She just loved it. The 3D sound was such a new experience. The
program allowed her to go of into this other world where she felt safe and comfortable. I think
it reassured her that she could feel good and not have to depend on us to feel that way. It was
her irst experience listening with headphones. Until then, she had only used the ear buds that
came with her iPod.
How did she react to using headphones?
She liked them. I think they kind of gave her a feeling of being able to go into her own world;
a place where she could get away, without really going anywhere. It allowed her to be close
to us and far away at the same time. She knew she could just open her eyes and we’d be close
by, but the story took her far away and gave her an experience that was independent of us, but
enjoyable. I think it helped her feel like she could do something on her own and still be okay.
Before using the program she was geting really anxious every time she thought about leaving
us. But when she started listening, you could see her begin to unwind. The anxiety and fear
just started melting away, and her sleep suddenly got beter. Now she’s really not having any
problems sleeping at all.
How often has she been listening lately? Does she listen at bedtime?
She has listened to it at various times; sometimes in the evening, but not really right before bed.
At the beginning she listened daily, and then every second day, or so, and now maybe every
three days. Sometimes she does it on her own and sometimes I see that she needs to relax, so
I’ll suggest that she listen and she always does. And it makes her feel beter. At this point, she’s
prety much back to her normal self.
How is she doing in general?
She’s no longer questioning where we’re going and what we’re doing and how long we’re going
to be. She’s much more relaxed—not so worried about everything. I’m really glad that she is
doing so much beter. And I think she’s even been a litle more sensitive to others’ feelings.
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What do you mean?
Let me give you an example. She has always been prety self-centered. I think that’s normal
for kids her age. My wife works as a nurse, and she does private duty, so she may be with a
particular patient for four or ive years. Well, one of her long-term patients just died, and when
Kelly found out, her irst reaction was, “Oh, that’s the guy who used to give us chocolate chip
cookies, isn’t it?”
But then she starting saying, “Oh, his wife is going to miss him, isn’t she?” And then she said,
“He probably has grandchildren, too, and they’re also going to miss him.” So her initial thought
was, “No more chocolate chip cookies,” but then she prety quickly got around to the feelings of all
the people involved. I guess that’s what going through it yourself helps to give you—empathy
for others.
Gaining empathy is a process for children. It doesn’t happen overnight and it doesn’t happen
without real life experience. I guess that’s part of why I don’t think kids should be sheltered
from death. If we pretend that it doesn’t exist and kids don’t experience it, they are cut of from
an important part of human experience. And how else are they to develop real empathy for
others who are experiencing it?
Well, I really appreciate the feedback on Country Friends and everything you have shared.
You are very welcome.
e•f

Death anD Dying
In this interview, Kevin described the terrible impact Kelly’s grandfather’s death had on her. This experience
illustrates a common issue that all of us face at some point or another in our lives, and that most of us feel
totally unprepared to deal with: the death of a loved one.
Then again, how can anyone actually be “prepared” for such an event. There’s not much that can be done
beforehand. It’s something that you simply have to go “through” when it happens.
how a chilD Perceives Death
Death is one of the most diicult concepts for children to understand. Think of it this way: we learn about the
concept, for example, of “hot” irst, in reality, when we touch something someone has told us is hot; once we
experience “hot,” we form the concept of “hotness,” the degrees, so to speak, by which we expand on as our
experience with “hot” grows. But the irst time a child experiences the death of a loved one, there is no previous
experience on which to base the concept.
So when Kelly touched her grandfather, her senses told her he was “stif.” Probably much more traumatic,
she witnessed irsthand her mother’s “screaming and crying” and her grandmother’s “breakdown over the
casket.” Kelly’s senses gave her some tactile and emotional information. Do those add up to the same concept
of death we form in our own adulthood? Probably not. But Kelly, at the time of her grandfather’s death, didn’t
have much more to go on. So she formed a concept of death limited to her own experiences including her
observations of the adults close to her, which resulted in some unrealistic fears.
And this isn’t particularly surprising since most adults have trouble coming to terms with death. Our irst
childhood experience of death is often the loss of someone old, like a grandparent. According to Mark Hundley,
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Founder of Journey of Hope Grief Support Center in Plano, Texas, one out of every seven children experiences
the death of a loved one (grandparent, parent, sibling, other relative or friend) by the age of 10.54
Preschoolers usually view death as temporary; after all, they play games in which someone is “dead” and then
gets back up again. By age 5, however, children generally view death as permanent, inal, and universal. Even
so, children age 10 and older may resist talking about their feelings about death. Being young, they tend to
believe that death is a long way of and rarely think about it as something that will happen to them.
exPlaining the Death of a loveD one to a chilD
Explaining the death of a grandparent, or anyone for that mater, presents quite a challenge. And while in
all likelihood the death of a grandparent will deeply afect your child, you and your spouse will also be
mourning, and you will have your own feelings to deal with. How you explain the death of a grandparent
depends somewhat on the age of the child and the closeness of the relationship.
If your child is a preschooler, you must be sure you use language that can be understood. Provide short and
simple answers to questions and put the concept into real terms they can understand. For example, if the
grandparent used to take the toddler to the park, you can explain that the grandparent won’t be taking him to
the park anymore, but he’ll still be able to go there with you. If your child is older, you still don’t want to make
your answers too complex, but you can present more detail.
Even if a child wasn’t especially close with a particular grandparent, it can still be a struggle to explain the
death to the child. But it is less likely that the child will be as deeply afected if he didn’t see the grandparent
very often. If the grandparent saw the child on a regular basis, you can expect the child to take it a lot harder.
When you explain the death of a grandparent, you may wish to communicate your religious or spiritual beliefs
to your child as well. You won’t want to get into a long theological discussion, but you might just say that you
know that he misses his grandparent, and that the grandparent is okay and is in heaven.
common Pitfall: sheltering them from the truth
While parents naturally want to “protect” their children from loss and pain, even the youngest child knows
that something is very wrong and wants to know why everyone is crying. Atempts to shelter them from the
truth only serve to rob the child of the opportunity to develop coping skills that will be necessary later on in
life. And at some point there will be no parent around to protect him from grief because it is the parent who
has died.
how to have oPen, honest, anD clear communication
with your chilD on the subject of Death
To help a child deal with a death, try to stay open to his questions and answer them as truthfully and as
completely as possible, given the age of the child. Don’t go into more detail than is necessary and if you don’t
know the answer to something, just say so.
When talking about the deceased, avoid euphemisms. Don’t say that the person “passed away” . . . he died.
Don’t equate death with a journey because the child may become fearful when a parent goes away on a trip,
thinking they may never return. Don’t equate death with sleep. You shouldn’t say, “He just went to sleep and
now he’s with God.” Your child may fear falling asleep and be angry with God for taking someone he loves
away. And, as the preceding interview illustrates, you might want to explain the diference between a minor
illness and a fatal one. The child may think someone will die the next time that person catches a cold.
Try to accept all forms of emotional expression without criticism. Some children may try to use humor to help
them deal with the situation. At times, we all react to stressful situations with laughter. Even if their atempt
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at humor feels inappropriate, let it pass. This is a time when your child needs to feel cared for and accepted,
whatever his reaction.
everyone grieves in their own way . . . chilDren incluDeD

It is advisable to let children decide what they will take part in. If they want to atend the funeral, then let
them. If they want to view the body with the rest of the family, let them, but explain beforehand what will
happen and what they will see. It’s important for them to feel they are part of the family, but don’t force them
to participate in things if they don’t want to.
Every person, including children, must grieve in their own way. The grieving process is long and doesn’t
follow a ixed patern. When we refer to the pain of grief, that pain is very real. In fact we may experience it
very much like physical pain. When someone says he feels “heart broken” his chest may actually hurt. And
“gut-wrenching sorrow” describes well the physical sensation that may accompany grief. And just as one must
heal from a physical wound, a healing process must take place for emotional and psychological wounds as
well. We all heal in our own way and in our own time.
emotions haPPen: let them
Death precipitates a huge range of emotions—panic, guilt, anger, sorrow—all of which are normal. Try to
accept your own emotions and the emotions of those around you. There is no “right” or “wrong” way to feel.
Generally, the best way to get “through” this process is by allowing emotions to be expressed. It’s okay to cry,
scream or beat on a pillow.
As time passes, the waves of emotions will come less frequently and less intensely. But don’t be surprised if
just when you or your child seems to be “geting over it,” suddenly another wave of emotion washes over
you. It’s just the nature of the process and it may go on for some time. Grief can last for one to two years or
even longer. Don’t get down on yourself, or your child, because someone else thinks the grief should end in
six months.
taking care of your chilD means taking care of yourself

Adults who ind themselves having a very diicult time dealing with a death might want to seek out others
by joining a support group. Grief groups can help, as the above case also illustrated. Such groups are also
available for those sufering a particular type of loss such as the death of a child or death by suicide. No one
can know exactly how you feel, but others who are going through similar experiences can be of great comfort
and support. In the case of children, if a child’s mood doesn’t improve at least some after several months, or if
their grief is interfering with their ability to function, I suggest seeking the assistance of a therapist.

chaPter 9

vivian / georgia
Interviewed: Vivian
Child:

Georgia, age 4

Complaints:

Fear of abandonment
Diiculty falling asleep
Regressive behavior
Fear of monsters in her bedroom—crying and screaming
Behavioral reactions to marital discord and separation
Oppositional behavior
Anger
e•f

Vivian, you mentioned on the phone that Georgia is
having some problems.

She’s a wonderful girl but she has been having some really bad issues. The big one is going
to bed at night. She’s always saying, “I don’t want to go to sleep, I’m afraid that you’ll leave
me.” And she’ll stay up late, she’ll get up and say she has to go to the bathroom, she whines—
mounds and mounds of excuses to get up, and won’t go to sleep at night.
How long has this been going on?
I’d say it’s slowly evolved over the last six months that her behavior has really started to change.
And it’s goten to a crisis in the last month or so.
You say it’s changed. What were her sleeping paterns like before?
Georgia was always hard to get to sleep as a baby; we took a lot of time with her. We would hold
her and walk with her until she nodded of. We read to her. We spent lots and lots of time with
her as a baby. I rocked her in a rocking chair until she was two.
And did all that work?
Oh yes. It used to work great. She’d be sound asleep in 20 minutes or less.
But that doesn’t work anymore?
I wouldn’t know. We just don’t have the time or energy for it anymore. What with Willow being
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born and . . . oh, it’s a mess. And, now, when she gets up in the morning, she’s really whiny and
irritable.
What was Georgia like when she got up in the morning before the problems started?
Before she had a sister, she was real bright and happy. She used to get up, when she was really
litle, and come into our bedroom and say, “The sun is up,” which meant, “Mom and Dad, get out
of bed, it’s time to start life again.”
How long does it usually take you to get her into bed now?
Her bedtime is 8:30, and sometimes she’s still awake at 10:00.
What’s the average amount of time after you put her down to get her to go to sleep?
About an hour.
What are her behaviors like at bedtime?
She’ll get up and say she has to go to the bathroom. She’ll get up and say there are monsters
in her room. She’ll start crying and screaming. We’ll run in, frantic, saying, “What’s going on?
What’s happening?” and she’ll say, “I’m afraid you’re going to leave me.” And so we talk to her
and explain to her that we’d never leave her and ask her if there was some reason she thought
we were going to leave her. We really can’t igure out if there was one particular instance that
may have caused her to feel this way.
Were you having any other problems with her before then?
No. She was always prety compliant, but she was always the center of atention before.
And now?
Georgia is the irst grandchild on both sides, and she’s been everybody’s litle darling since
birth. Now, suddenly, this strange litle person comes into her life—her sister.
So you think her problems seem to be closely associated with the birth of her sister?
Oh, yes, her sister is at a stage now, she just started walking and talking a litle, so everyone’s
saying, “Oh, what a cute baby, isn’t she a darling?” This is a rough period for Georgia. Her
sister’s a very happy child, and she’s geting a lot of atention. But Georgia is used to being the
center of our atention. She used to act like she was on stage a lot—we’d call her our “ham bone”
because she loved to perform so much.
Great entertainment?
Oh, yes! No bateries required. And we’ve always been an atentive audience. At least we used to
be. But since Willow was born, we’ve had our hands full. We haven’t been able to give Georgia
the same sort of undivided atention we used to.
How has her behavior changed as a result?
Georgia has regressed, like mimicking the baby’s behavior. Whatever the baby does that gets
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her atention, Georgia will mimic that. So it’s been prety clear that she feels left out. Before
Willow was born, when Jim and I were talking at dinner and Georgia would interrupt, we
would stop talking just to hear what she had to say. Now she’s almost four and she needs to
know that it’s important not to interrupt. Plus Dad and I have a lot of things we need to talk
about, so she has to be silenced sometimes. And she’s not very happy about that. She seems to
feel like, “Maybe I’m not so cute anymore since everyone around me is not paying much atention to
me.” A lot of things changed in our home since we had another baby.
What else has changed?
Since I’ve been on day shift, back from maternity leave, Georgia is with the babysiter more than
she has been, and now she has a sister to compete with. Plus my husband and I started having
some problems, too. He was actually out of the home for a while. Georgia is very atached to her
dad, and it was very hard for her. She just sobbed when her daddy was gone. When he came
back, he and I had to work on a lot of issues. We’ve always been prety good about not talking
about things in front of her, but I’m sure she felt our distress. It was certainly in the air.
Have you talked with her about how all this is afecting her?
I try, but she won’t tell me anything. That’s part of why I’m here. It’s so frustrating being a
therapist and feeling like you can’t help your own child. I feel like there are things going on
with her but when I try to get her to tell me about them, she clams up. So her dad and I are left
having to try and guess what’s going on with her.
And what guesses have you come up with?
The abandonment issue is really big with her where she is just terriied that we are going to
leave her. In her own way, it seems like she is telling us that we have emotionally abandoned
her already. We brought in a sister, we’re having problems of our own, we’re spending less time
talking to her, I’m working more, she’s at the babysiter more, and she’s not geting the quality
time and atention that she used to. I think her fear that we would leave her is based on the fact
that, in a way, we have already left her during the day.
One day I was angry, and she came up to me and said, “Mom, you’re not mad at me, are you?”
I said, “No, I’m not mad at you,” and I explained to her what had me angry. She seems to feel
like she has a responsibility for everything that’s going on in the world, including Dad being
out of the house.
Kids crave atention, good or bad, which can cause “emotional snowballs” to build and go of in all sorts of
directions.
Yeah, she is doing a lot of aggressive things, litle things, you know, when she’s angry. Like
when I get home and play with her she plays rough, and “accidentally” kicks me. It’s kind of
obvious that she’s angry with me. And she won’t talk about what’s bothering her. She is just
really angry.
Does she get mad at the baby at all?
She doesn’t express much anger at the baby. It’s more towards Mom and Dad.
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Besides not paying as much atention to her are there other reasons that you think she might be angry with
you?
Occasionally, we spank her for not going to bed at night. I think that’s just making her angry
and not helping at all.
Do you spank her for anything else?
You know, we don’t spank her a lot. Occasionally, we spank, and whenever we do, we always
feel afterwards that it was not something that was a useful tool with her. It just causes her to
have angry feelings. It doesn’t work. She responds a lot beter to positive reinforcement than to
spanking.
What other methods have you tried using to get Georgia to sleep so far?
We started using stickers with her. We gave her a calendar and we bought some cute litle
stickers and we called it a bedtime calendar. We explained to her what she needed to do to earn
a sticker.
And what did she earn with her stickers?
Initially, it was just stickers. And that was great. We were a litle weak with it though. We found
ourselves giving in to her. She’s got us prety well manipulated. And we would give her a
sticker anyway, and then we realized we weren’t doing her any favors with that.
It’s natural to want to make your child feel good, but that’s not always what’s best for them.
Yeah. So we inally made it a litle more stringent, and made it clear what she needed to do for
her stickers. And then we added in that if she got 12 out of 14 stickers in two weeks she would
get an outing with her dad.
Something special.
Yes, a one-to-one thing without her litle sister.
Did the stickers help?
They seemed to help with her compliance; not so much with her atitude and feelings.
Was it helpful for geting her to sleep?
Not really.
Well, it was a good idea to try the stickers, which can be efective for some children, but they just weren’t
particularly efective for her.
She was in bed, she was compliant, but she wasn’t happy.
Let’s talk a litle more about spanking.
It bothers us to spank her and we do it out of frustration. And you do see that it does great
harm. You’re angry, you’ve hurt them; it violates a trust between parent and child. Kids just
don’t buy the line, “We’re doing this for your own good.” They interpret it as angry feelings. It puts
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space between parent and child. In essence you’re saying, “I’m going to force you to do something
you don’t want to do,” instead of a loving approach saying, “This is something you need to do; it’s
important for you to do it.” That kind of atitude, instead of, “I’m your parent and I’m a lot bigger
than you are, and I’m going to force you to do this whether you like it or not, and I don’t care about your
feelings.”
And that, to me, is what spanking says to a child and what forceful kinds of actions do. You take
choice away from them. You humiliate them and take away the option of them complying on
their own. We were at a point with her that we were so frustrated with what was going on that
we just wanted to beat this kid and throw her in bed. It was a feeling of total frustration. We’ve
got this kid that doesn’t want to do what we want her to do. She’s obviously manipulative; she’s
obviously doing things on purpose. We know something is going on with her, but we can’t
igure out what the hell it is. She, by her behavior, is obviously telling us something, but we
can’t really put our inger on what has triggered what is going on.
So you know there are some obvious issues, like Dad being out of the house, but you don’t know for sure what
is causing her behavior?
We never know whether we’re reading something more into it or if it’s maybe something
so small we aren’t aware of it. Our feeling is that it isn’t something small, but something is
genuinely going on with her. She has a lot of issues to deal with for a three-and-a-half-year-old;
she has to go to the baby siter, Dad was out of the house, Mom and Dad are both working. And
we aren’t focusing the majority of our atention on her during the week. So there is a lot for her
to deal with and feel angry about. What’ll we do with this kid? She won’t go to bed, she won’t
do what we ask her to do, and she’s got a smart mouth. And you end up smacking them. But it
just doesn’t work.
It’s important to keep the perspective that you can be unhappy with her behavior, but still love her.
Love her to death! We say, “We love you very much and we will always love you,” but that’s
a hard one for her to understand. And that’s such a big issue. We tried to explain to her, “You
didn’t get a sticker because of your behavior, not because you are a bad person.” It’s really a
hard concept for children, but a really important one for them to learn. If she doesn’t get it she
might go on thinking her behavior makes her a bad person.
She might think that if she doesn’t live up to others’ expectations or, for that mater, her own, she’s bad.
When you feel like your kid is out of control, the parent is out of control, too, because the parent
is feeling like, “What the heck am I going to do now? I’ve tried sweet-talking her, I’ve tried manipulating
her, I’ve tried tricking her, I’ve tried bribing her, I’ve tried beating her . . . and nothing is working.”
You start to feel like you’re failing as a parent. 7
Yeah. Feeling like, “This problem is uncontrollable and what am I going to do?” The kid has nothing
to count on when they don’t have that security of “If I do this, I can expect that to happen.”
Well, thank you for sharing what’s going on. I’m sure a lot of parents could relate to your frustrations.
We’re leting her manipulate the heck out of us, on the one hand, and then being unrealistic
with our demands, on the other. We’re trying to force things. “You’re going to do it, like it or
not.” I’m not saying that there’ll never be times that I don’t have to put my foot down because
she’s kicking and screaming.
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Yeah, dealing efectively with the overlow of emotion is an important parenting skill. It’s really unhealthy
when you require kids to cut themselves of from their feelings and their emotions; and their expression needs
to be allowed, up to a point.
Yeah, and we do. We tell her we understand how she is feeling, but we ask her to go into the
other room to kick and scream. “We know you’re upset although we’d rather not listen to that
right now, but you’re free to do it. You’re welcome to go kick and scream down the hall.”
e•f
After Vivian and I spoke some more, I gave her the Magic Carpet and Playhouse on the Beach CDs to try with
Georgia. Several weeks later, she returned and reported on her indings.
e•f
How long has Georgia been using the Magic Carpet program?
For about two weeks now. That and Playhouse on the Beach.
And have you noticed any efects?
She’s started sleeping beter.
That’s wonderful. I’m so happy to hear it. Has it had any efect on her behavior?
Her behavior has changed a lot; she’s much happier.
What’s going to bed like now?
It’s much smoother now. She happily goes to bed. There is not the resistance, there’s not the
angry feelings coming up, there’s not the emotionality, that’s all gone now. It’s much more
like the way she used to go to bed, very happily, “Goodnight, I love you.” I guess she’s feeling
much more secure. She’s into a routine of saying, “Good night. Can I listen to the program?”
She listens to it every night. Initially she could stay awake when she listened. When the talking
stopped she’d be up and say, “It’s over now, you can have it back.” More recently she’s begun
to fall asleep with it on. One night, I went in to speak to her and in taking the headphones of
she started crying and said, “No, it’s not over, don’t take it Mom.” So I reassured her and gave
it back and moments later she was out.
How long does she average before going to sleep?
She’s usually falling asleep within 20 minutes or so.
If she does take the headphones of before it’s over, does she go to sleep right afterwards?
Yeah, she’s not staying awake. She’s falling asleep right away. If she brings us the player she’s
tired, she’s droopy eyed, she’s going right back to bed and going to sleep.
What is she like when she gets up in the morning now?
When she wakes up in the morning, she’s delighted. She comes up and says, “Do I get my
sticker?” And she’s smiling and she’s happy. Now it’s that same kind of joyful atitude as before
the problems started.
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What about during the day?
Yeah, yeah. Much more compliant and much happier. And I think we are more willing to give
out positive strokes to her, so it’s just been a more positive atitude all the way around.
How about her manipulative behavior? Has that changed at all?
It sure has. She no longer tries to manipulate us like she was doing before. That has all stopped.
We’ve done a lot of talking with her about what manipulation is, what tricking people is, and
that it’s beter just to tell us what she wants. We’d say, “Don’t try to manipulate us out of
something, because that’s kind of like lying.” So she’ll occasionally ask, “Is this manipulation?”
How has her anger been lately?
The last week or so she’s been less angry.
And has she been talking about her feelings?
Yeah. She’s inally telling me about what’s going on at the babysiter. She hasn’t been happy
there, and she’d say, “Mom, I didn’t like it there today. I wish all those kids would stop beating
on me.” And I felt so bad. “What’s happening?” “Well, so-and-so hit me because of this, and
this other kid was mean to me.” Suddenly she seems to feel that it’s okay to tell me what’s
happening with her.
Do you feel, generally, that she’s verbalizing her feelings beter?
Yeah, she is. She’s talking about things more than she used to. In the past, she wouldn’t even
tell me what happened at the babysiter that day. She’d be angry, but she wouldn’t talk about
it. But she’s inally starting to talk about things now. And she’s made it clear that she’s just not
happy at the siter’s. She’s not geting along with some of the kids there and she normally gets
along with children, so it’s not working well, and she’s talking about that more now, so we’re
working on geting some kind of resolution there.
We’ve been trying to explain to her that if somebody hits her, she doesn’t have to take it. She
shouldn’t hit anybody else, but it’s good to talk about it. It’s okay to say, “Hey, I don’t like it
when you treat me that way.” And so we’re talking about it, and we may eventually end up
taking her out from the siter, if it doesn’t get beter soon. But, we’re going to give her a chance
to work things out with our help.
Have you seen any change regarding her abandonment fears?
Yes. Generally, she’s much less fearful. So we’ve been trying to talk with her, give her more
individual, quality time, and reassure her that we love her and will always take care of her. And
she’s geting more positive. We’re really trying to get away from the negative stuf with her,
because that just seems to snowball in a direction we don’t want to go. The CD has been really
helpful—it’s part of our more positive approach, and she’s feeling much beter about herself.
And what has happened with the spanking lately?
Well, when you put in the positive stuf, we’ve seen with Georgia that she really wants to work
to get that special outing with Dad. She really wants to do it, not just to get something, but
because she wants to please us. She wants to be compliant, and she wants to make us happy.
She’s at an age where she’s very susceptible to guilt and shame about all sorts of things. She
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truly feels bad when she doesn’t please us, and by spanking her we cause her to feel guilty. So
we’re much happier when we can get her to do what we want in a positive way.
There’s just such a diference in her and the way she feels about herself. It’s been extremely
dramatic. She’s delighted that we’re pleased with her and we’re now responding to her beter.
I think her feeling abandoned really heightened everything. And of course she felt abandoned
when her parents were doing something hostile to her. How else is a child supposed to interpret
an assault like spanking? But sometimes you get so frustrated you don’t act rationally.
It’s all part of being a parent, isn’t it?
Right.
Can we continue this later?
Sure.

e•f

two weeks later
e•f

Well it’s been a couple weeks now since we last talked about Georgia.
Yeah. And she is still doing well. She’s still my wonderful kid again. Behaviorally, she’s a lot
nicer to deal with. We’ve set more limits with her, but the limits are more loving.
When you say the limits you are seting are more loving, are you saying that your reaction to her is diferent
now?
Oh, sure.
So things are still moving in a more positive direction?
Yes. Now she’s expressing her feelings, but they’re not so hostile. Even if she gets a litle mad
she’s beter at following directions and we’re more loving, because we’re not so frustrated. And
we, as parents, are saying, “This is not a monster, this is a three-and-a-half-year-old, and though we
are bigger than her, that doesn’t mean we have a right to push her around.” The whole atmosphere is
changing. It’s turned into a much more positive situation.
She’s had two special outings, since we started her sticker thing around going to bed. She’s had
some days when she didn’t get a sticker and she really took that well. We’ve been working on
trying to separate her behavior from who she is. Like many children, it’s hard for her to see the
diference between her behavior and who she is. It’s easy for children to feel like, “I’m a bad girl
because I did something bad,” not, “I did something wrong, but that doesn’t mean I’m a bad person.”
That same concept is a real challenge for parents, too.
Yeah, and that’s our focus right now with her and I think she’s starting to understand. But if
she’s feeling bad about herself, listening to the program seems to help. She listens to it every
night. She asks for it and she loves it. And then she’s just easier to deal with. She’s easier to
reason with, just nicer and much more pleasant. I’m really enjoying her a lot more.
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If you were to put your enjoyment on a scale of 1 to 10, where were you before she used the programs and where
are you now?
I was probably rating a 3, and now I’m a 9 or 10. I think a parent, as well as a kid, often doesn’t
separate the child from the behavior that you don’t like. And it’s easy to forget how much
you really love your child. You always love your kid, whether they’re going to bed at night or
not. It’s easy to label a kid as bad, and make black-and-white judgments when you’re really
frustrated. It’s much easier for me to diferentiate now instead of feeling like, “I’m just going to
write this kid of because she’s such a pain in the ass.”
Easier to keep your whole child in mind?
Oh yeah, and to remember she’s just three and a half, and it’s really hard for her verbalize
what’s going on. But she’s a heck of a lot more open now. She’s more grounded. That’s the best
way to describe it.
So you’re saying you have continued to see more positive changes?
She has made progress in other areas, but more subtle than what we saw initially. The immediate
response we noticed was that she was more cooperative. The power struggle was eased between
us and she was more willing and happier to go along with things and she has maintained her
cooperativeness. But now, as far as working with feelings, a litle something will come up here
or there, and she’ll reveal something that’s important. She talked last week about how she felt
at the babysiter when this child wouldn’t play with her.
So, she seems to be expressing her feelings more openly?
Oh yeah, she’s much more able talk about them.
Is this something new for her? Of course, she’s so young, just developmentally she may be hiting that point.
She seems to be geting in touch with what her feelings are. And we’ve always encouraged that,
but being able to verbalize it is a irst for her.
That’s interesting in a sense because the programs talk about feelings quite a bit, but really only positive
feelings.
And she’s now able to share her negative feelings, too.
What about her expression of positive feelings?
Oh, yeah. Earlier we had talked about how she’s rough with her play. And now she’s been
much gentler and saying things like, “Mom, I need a hug, can I sit on your lap for a while?”
which is what she was like before all this started happening. She’s more open and loving.
A litle clearer about what she needs in terms of how she’s feeling and asking for it?
Absolutely.
And you said she’s happier, too?
Sure, she’s happier. And so am I. The litle girl I love is back again.

94

DreamChild.Adventures.in.Relaxation.and.Sleep

Thank you for sharing your story.
You’re welcome.

e•f

sPanking
At their wit’s end with their unruly daughter, Georgia, and her mounting problems, Vivian and her husband,
Jim, resorted to spanking Georgia in an atempt to gain some compliance. Each time afterward, they would feel
guilty and wonder if their actions might have any negative efects on their daughter. It appears the answer is,
almost certainly, “Yes.”
teaching by examPle: you’re the moDel
Few people would deny that parents are their children’s primary models for acceptable behavior. Everything
gets modeled: “This is how you hold a baby.” “This is how you hold a football.” “This is how you wash your hands.”
“This is how you wash a car.” “This is how you hit a baseball.” “This is how you hit your sister.”
“What’s that?” you ask. “How you hit your sister? I would never say that!”
No doubt you wouldn’t. Not in words, at least. But if you spank litle sister, that is exactly what you are
modeling. You can say, “Do as I say, not as I do,” until you’re blue in the face, but that’s hardly ever how it
works out. Children will almost always do as their parents do, not as their parents say.
what sPanking teaches
By spanking, parents unintentionally teach a number of problematic behaviors at once. They teach that it is
okay to control another person’s unwanted behavior by using force and inlicting pain. They also teach that it
is okay to strike out when you are frustrated. And they teach that it is okay to accomplish what you want with
violence toward others.
a brief history of sPanking
In earlier generations, spanking a child was commonplace, and considered a natural part of responsible
parenting with many subscribing to the belief, “Spare the rod and spoil the child.” This phrase is often incorrectly
atributed to the Christian Bible, but it irst appeared in a poem by Samuel Butler in 1664.55 In more recent times
we’ve seen a widespread shift in atitude, primarily because of our more informed awareness of the long-term
consequences of our actions towards children.
a caveat on sPanking anD chilD abuse
Before we go too much farther, just to dispel any myths or alleviate any misgivings about the material to
follow, I need to emphasize that by no means is all spanking child abuse. That is simply absurd! Each incidence
of spanking varies in frequency, intensity, and circumstance. Nonetheless, one cannot ignore the deinitive,
and largely concordant, conclusions reached in the abundant research on the subject of spanking.
is sPanking effective?
In his book, Beating the Devil Out of Them: Corporal Punishment in American Families and Its Efect on Children
(2001), University of New Hampshire sociology professor Murray A. Straus writes that corporal punishment
is not as efective a form of punishment or behavior modiication as the alternative methods—like time-outs,
verbal corrections, and logical consequences; in fact, he writes, corporal punishment produces dangerous side
efects that may include depression, domestic abuse, and juvenile delinquency. One of Straus’s contemporaries,
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psychologist H. Stephen Glenn, takes it even further, asserting that corporal punishment is the least efective
of all forms of discipline in that it “reinforces a failure identity.”56 What’s more, he points out, compliance
resulting from spanking is typically short-lived.
hitting versus DisciPline
Dawn Walker, of Canada’s Institute of Child Health, draws a distinction between discipline and hiting,
asserting that while hiting may be detrimental, discipline is a necessary part of responsible, proactive, and
efective child-rearing.57 This can be incredibly helpful to parents worried that, without spanking, their child
might get “out of control” or who believe that the sole alternative to spanking a child is imposing no discipline
whatsoever.
Potential consequences in aDulthooD
In his book, Straus cites a study which found that people who were spanked as children have greater diiculty
with interpersonal relationships and a greater likelihood of antisocial behavior than those who weren’t spanked
as children. And one among many consequences of these two traits, he notes, is diiculty obtaining and
maintaining decent employment. In the shorter term, these efects might show up as problems with academic
performance. According to Straus, “Not all children who are spanked will develop negative social behaviors,
just as not all heavy smokers will develop lung cancer (Straus, 2001).”
But that in no way discounts the exhaustive evidence that there are indeed signiicant potential long-term
negative consequences of spanking children, not least of which is that spanking can teach children, especially
boys, to rely on physical aggression to solve the problems they face, promote lower self-esteem, poorer
interpersonal skills, and depression, and condition them, especially girls, toward immediate, unquestioning
obedience to any domineering force.
Ms. Walker also comments, “We know that children who are under the threat of violence or aggression
develop a ight-or-light response system that has an impact on creativity and imagination, both of which
could inluence their IQ.”58
Anti-spanking advocate John Benjamin Guthrow found that the ten states listed as having the greatest
incidence of corporal punishment in their schools also had disproportionately higher murder, incarceration,
and poverty rates, as well as poorer overall physical and mental health of their citizenry and fewer of their
students acquiring high school diplomas than did students in the rest of the country.59
sPanking’s sexual comPonent
A 2001 survey of developmental experts that revealed spanking in childhood leads to problems in adult life
also revealed that women, in particular, who were spanked as girls tended to continue to experience violence
in their adult lives.60 An increasing number of experts agree that boys spanked as children are more likely to
depend on violence as a means to certain ends, whereas girls who were spanked as children have a propensity
to accept and submit to violence.
This brings up the question of a possible sexual component of spanking. Anatomically, the nerve endings that
travel to the genitalia also travel to the butocks, giving any action done to one area deinite implications for the
other. Striking the butocks with the intention to cause pain—especially when done by a male authority igure,
parent or otherwise—can lead girls to form negative associations about their genitalia.
Potential Physical Damage
Perhaps even more frightening, and too infrequently discussed, spanking can potentially cause unexpected
long-term physical harm as well. Boxing the ears can burst an eardrum. Shaking can cause concussions,
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whiplash, brain damage, blindness, and even death. Smacking the butocks can injure the tailbone, pelvis,
sciatic nerve, and spine. Even smacking a child’s hands can cause physical damage (sometimes irreparable),
including burst blood vessels, broken bones, torn joints and ligaments, and early onset of osteoarthritis. Not to
mention that when a child is hit, he could accidentally fall down and sufer all sorts of injuries.
is it too late to change?
Now, all this may convince some parents who’ve already spanked their children that it’s too late, the damage
is done and there is nothing they can do now to “ix it.” Nothing, however, could be further from the truth.
When you change your behavior and the relational dynamics between you and your child, you change his
view of the world—plain and simple. It’s never too late to give a child a new and improved perspective on the
world. Ceasing to spank your child now and shifting towards more proactive disciplinary methods will go
leaps and bounds towards healing any wounds you feel you may have caused, and conditioning your child to
have a more positive and healthy atitude about life.
what the u.n. convention on the rights of the chilD says
Article 19 of the United Nations Convention on the Rights of the Child (signed by every federal government
belonging to the UN . . . except the United States), states:
Parties shall take all appropriate legislative, administrative, social and education measures
to protect the child from all forms of physical or mental violence, injury or abuse, neglect or
negligent treatment, maltreatment or exploitation, including sexual abuse, while in the care of
parent(s), legal guardian(s) or any other person who has the care of the child.61
a better way?
Quite possibly the best conclusion parents can reach from all this evidence is that, when they think, “There’s
got to be a beter way than this”—”this” being spanking as a means of modifying their child’s behavior—and they
are absolutely right.

chaPter 10
lia /ana

Interviewed: Lia
Child:

Ana, age 10

Complaints:

Diiculty falling asleep
Overexcitement
Oppositional behavior
Bedweting
Low self-esteem
Anger
Unhappiness
Crankiness, especially in the morning
Restless sleep
Temper tantrums, often lasting hours
Demanding behavior
Obesity
Frequent stealing

e•f

Lia, please tell me, what are Ana’s

sleep problems?

Going to sleep, she’s overexcited, wants to stay awake, lots of requests, you know, those kinds
of things.
Okay. What’s the average time it takes for her to fall asleep?
Between 30 minutes and an hour-and-a-half.
From the time you get her in bed until she falls asleep?
From her bedtime—her bedtime is 8:30. Until about six months ago she would usually be asleep
in 30 minutes. But lately it’s been around an hour-and-a-half.
What are bedtimes like?
I have at least been able to get her into bed on time, but she plays around, dawdles, and then
tries to sneak in some television watching. She plays, you know, and just does all kinds of
things to keep from going to sleep.
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How is she sleeping at night once she gets to sleep?
She is sleeping very restlessly. She’s all over the bed, starting at one end at night, and in the
morning she’s at the other end. The covers are all messed up. I have to remake the bed every
day. She also has a bedweting problem.
Have you been doing anything for that?
We have her on Tofranil, 25 mg, at bedtime for her bedweting.
What’s the longest time she’s gone in the past without medicine that she didn’t wet?
Only one night.
One night is all she’s ever gone?
Yeah. Maybe once in a while it’s been two nights, but that would be the maximum. I don’t
remember for sure if there was ever two nights, but I don’t think so.
Does she usually wet her bed once at night or more often than that?
Well, we change her and change the sheets, but if it happens more than once, we often get lazy
and put a towel under her and move her to the other side of the bed.
Does she frequently wet more than once?
Yes, often. In the hospital they were keeping records of how many times she would wet during
the night, and it was usually ive, six, or seven times.
Really?
She would go minimal amounts, but they were keeping exact records. That’s how I know. My
husband has told me that he changes her, puts her back to bed, wakes up a litle later and gets
her to the bathroom, and she is already wet again. That happens prety often.
After she wets herself and is uncomfortable, does she wake you up to change her?
No. She doesn’t wake us up. She never wakes us up. We go in there and ind out, but sometimes
she’ll pull the sheets of the bed herself.
Do you set an alarm? I mean, how do you deal with that?
Whenever we wake up in the middle of the night, we check on her. We have it down to a
routine where we are waking up every morning at 2:00 just to get her up. We set alarms in the
beginning, but we’ve been doing it so long, it’s just become second nature. Now, I always wake
up around 2:00 in the morning.
What is she like in the morning?
Well, our home is by the beach, so it’s very cold in the morning. She wakes up ice cold. I guess
that’s probably how our litle morning routine got started.
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And what is that?
Every morning she comes into my room and we cuddle together before we start the day. But
then, as soon as she gets out of bed she becomes a litle terror. She’s usually very oppositional,
especially in the morning. She is cranky, nasty—you’d have to be a saint not to ight with her.
So in addition to her sleep problems, she has some behavior problems as well?
Where do I start? There’s so much. At the school she is in, she is classiied as an SED kid,
seriously emotionally disturbed. And she is in the most structured school environment they have.
I think it all stems from the fact that she has excessively low self-esteem; she’s a very angry,
unhappy litle girl. Ana was hospitalized recently for approximately two and a half months. She
was hospitalized for self-destructive kinds of behavior . . . temper tantrums so out of control
that they could not be stopped for hours at a time. When she was released from the hospital,
her out-of-control behavior was much beter but still not what I’d consider normal or healthy.
Has she been going to any follow-up therapy since then?
Oh yes, every week.
Does she mind having to go?
She doesn’t have any control over that. She does much beter in therapy when Frank and I are
not there.
Does she mind going to those sessions?
When we’re there, she doesn’t like it because we’re talking about the things she’s done wrong
and she doesn’t want to hear it. When she’s going alone she’s more willing. The therapy is
prety unstructured, so she gets to do play therapy and they do artwork. Ana just loves to be
involved in anything that she can do herself.
She likes doing things independently. She doesn’t want me to choose what she’s going to wear.
She doesn’t want me dressing her. She doesn’t want me making her breakfast; she wants to
make it herself, which is a problem because of how she eats.
Oh, and how does she eat?
Non-stop.
Is she overweight?
She would be considered obese. She is about 30 pounds overweight. She’s nine years old and
weighs about 100 pounds.
That must be tough for her.
Oh yes, children pick on her, say things that make her cry, call her fat. Things like that have
been very, very hurtful to her.
Have you ever tried to encourage her to limit her eating?
We’ve been doing that since Day One, since she started geting overweight. She started having a
problem about the time she was a year-and-a-half old, when she was able to get into things and
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get food for herself. We tried to stop it. Our kitchen is now to the point where there is no food in
it. It is bought on a daily basis, so there’s nothing extra for Ana to get into. She has never been
motivated and never wanted to comply with a diet. She is always sneaking food, going of with
a friend, buying candy, or even stealing it.
Really?
Oh, let me tell you about her “shopping trip” to the mall.
Please do.
She came home from Galleria North with two shopping bags full of merchandise. We totaled up
the tags and it was over $500. I mean two huge bags!
So how long has she been stealing?
She has been “light ingered” forever—even as a small child in preschool. When she saw
something she wanted, she picked it up and walked of with it.
Other children’s things?
It doesn’t mater. And she always tears them apart to see how they work.
So this is a problem in her daycare?
She’s had this problem in every environment she’s ever been in.
e•f

After Lia and I talked a while more, I gave her the Magic Carpet CD to try using with Ana. We met again in two
weeks to discuss their experiences.
e•f

You received a children’s program recently.
Yes, Magic Carpet, two weeks ago. I started my daughter on it the irst night. She was very
excited that she would get to listen to the program and go to sleep with her headphones on.
Special treat?
Yeah, very special. She stayed awake through the irst listening. But by the middle of the second
listening, she was asleep, so it was still earlier than normal for her. I didn’t notice any major
diference in her daytime behavior the irst two or three days. What I did notice was she’d ask
me every night, “Can I have the CD to go to sleep, Mommy?” Over the weekend she shared it
with every litle friend she could drag into the house.
How long would it take her to go to sleep?
By the second night, she never made it through the irst listening. In fact, last night she didn’t
make it through ive minutes.
Have you noticed anything else?
We are having other changes as well.
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Okay. Please describe them.
We stopped the Tofranil four nights ago and she hasn’t wet yet. This has not been the patern in
the past. We’ve gone through about six trials of medication, and within two days of stopping
the medication she has always wet again. She has done that and it’s been four days, now, that
she’s been dry.
That’s excellent. I’m so happy to hear it. Anything else?
Oh, yes! A big change is that her oppositional behavior, in particular, has improved. For the last
nine days she has not awakened cranky. She has been more pleasant; we’ve got a decrease in
intensity and duration of outbursts, of oppositional kinds of behaviors. She’s just a nicer kid.
She’s calmer. She’s happier. She’s not a normal child altogether, but we do see a very signiicant
decrease in this type of behavior. She’s just a nicer kid to be with.
I mean, she’s not—she hasn’t completely reversed. I mean, it’s not a major, major change, but
it’s certainly enough for me to notice, and it’s enough for me to note because I do a behavior
chart on her every day for her therapist. I’ve shared Magic Carpet with her therapist, and she
thinks it’s the greatest thing since peanut buter. She would also like to use it. I advised her to
get in touch with you because it’s your stuf. Anyway, her therapist really likes it.
Very interesting.
And I’m overjoyed. Absolutely overjoyed!
And what does this mean for you?
I wake up happy in the morning.
Have you been listening to the program?
Not since that irst time. I listened to it with her the irst night. You know, last night was the irst
time I had to remind her listen to it so it might be losing some of its novelty now.
Well, I’m giving you Playhouse on the Beach today so she’ll have a litle variety.
Great, I’ll start Playhouse tonight. But, like I said, it’s not a miracle, it’s not a huge change, but it
certainly is a signiicant one. We intend to continue using it.
How about the restlessness in bed? Have you noticed any diference in how the bedding appears in the morning?
It’s no longer all messed up.
So she’s sleeping diferently?
She’s less restless and sleeping more deeply, which is why I think she’s being friendlier in the
morning.
So is her daytime mood diferent now?
Yes. For example, when she came out of that two-and-a-half-month stint in the hospital I told
you about, she was somewhat beter, but not nearly as happy and calm as she is now. And she
still needs to get calmer, but she didn’t return from the hospital as contented as she appears to
be now, after listening to Magic Carpet for two weeks.
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I would like some continuing progress reports.
No problem. I’ll be happy to give them to you.
Thank you.
e•f
one week later
e•f
Okay, another week has passed.
Yes, I’ve had Magic Carpet for two weeks, and Playhouse on the Beach for one week, so we’ve got
a total time of three weeks.
Tell me what has changed.
We’re basically seeing the same changes, but to a greater degree. They’re geting more positive.
There was an incident this week which, a short time ago, would have destroyed her. Her one
and only friend in the neighborhood is moving away and Ana responded appropriately. She
was very tearful, very upset, feeling like she was being rejected. What normally would have
happened is it would have turned into anger, and that would have been taken out on every
person in her life for an extended period of time.
How long would that kind of incident have triggered behavioral problems before?
Sometimes it went on for days, sometimes it went on for weeks before we igured out what it
was that she was angry about and we intervened. And sometimes with Ana, it was very subtle,
those things she’d be angry about, and sometimes it would take us a long time to igure out
what they were.
And this time you felt it was diferent?
Yeah. To give you an example, Ana thought this same friend was moving three months ago.
She became inconsolable. There was no talking to her for a week and a half. She would cry,
she would yell, she wouldn’t respond appropriately. You couldn’t engage her in a normal
conversation. She was very oppositional, very angry, and very sad. That went on for 11 days.
So she didn’t think her friend was going to move, but then she found out her friend really was moving after
all. And then what happened?
Ana was told that she was going to move. Then the family decided to move out of state. Before
she was just moving to a diferent city, which was close by. Now they’re moving to a diferent
state, so she’ll deinitely be gone and Ana won’t even be able to visit her. Ana came home very
tearful, tears running down her face, crying so hard she was hiccupping, telling me that her
best friend was moving away and she was never coming back and she would never have a best
friend again, and she’d be all alone.
We did a lot of comforting and soothing, and I spent about 45 minutes with her just talking to
her calmly, which she listened to this time. And after consoling her and telling her I understood
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why she felt so bad, I was able to take her mind of of it and engage her in a game that we got
involved in playing. Last time, that would never have worked. Not only did she have a shorter
duration of hysteria, it was much less intense. Maybe a maximum of an hour and a half, and no
tantrums since. There’s been some sadness. “I’m sorry Deanne’s going away, I feel sad because
she’s going.” But that’s the extent of it. It didn’t go beyond that into all the anger and acting out.
And for me, that’s like a diferent child.
How many days has it been since she found out?
It’s happened on Sunday morning and this is now Thursday, and I’ve spoken about it with her
every night. She would be looking sad and I would say something like, “You’re sad because
Deanne is moving away now, aren’t you?” And she’d say, “Yes, Mommy, I am,” and that would
prety much take care of it.
Are you and she still sharing the morning cuddling ritual together?
Yes, and I’m glad you asked, because that’s changed signiicantly, too. Now, when we’re done
cuddling, she gets out of bed, smiling, and ofers to make toast for me or something. She’s very
nice now, most of the time. This nice litle girl is who we see the majority of the time, as opposed
to rarely, which was before.
Last week you said you weren’t willing to call the changes major.
Now I am. That’s what I was just going to tell you. I would qualify this as a major change in
behavior for her. I have acquainted her therapist with the programs; she is just as excited as can
be. Because all the work we have been doing with therapy, trying to do behavior modiication
and all of that, had some efect, but not as dramatic as this has had. Now I don’t know if it will
hold, but it certainly is there. Time will tell.
But it did withstand the irst challenge.
It certainly did. Brilliantly! I mean, my stomach didn’t hurt all day. I usually get an atack of
ulcers when Ana goes through something like that. Now, I mean, we’re all feeling a lot beter.
As I told you about the programs, she really likes them; one day will be Magic Carpet, and one
day will be Playhouse on the Beach.
She seems to stay awake longer when listening to Playhouse than she does with Magic Carpet.
She may get through most of the CD before she goes to sleep. At least, when I monitored her
the last couple nights that’s what happened. Last night was not fair because we have broken
headphones and she couldn’t listen to it. She was quite upset. We’re geting a new headset
tonight.
How long did it take her go to sleep without being able listen?
I put her to bed at 8:30. I went to sleep about 9:15. About 9:10, I could still hear her in there
playing. The last time I yelled at her to go to sleep was at 9:10. So she didn’t go to sleep as
quickly without the program.
What’s it like at bedtime now? Do you still have to struggle with her to get her to go to bed?
Nope. Since she started listening, we don’t see that happening anymore. She goes right to bed,
puts on her headphones, iddles around until she gets everything just right and then I can kiss
her goodnight. She really likes the fact that she’s in charge of listening to the program.
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Okay. What about the bedweting? What has happened with that?
She’s not weting. She’s been of medication for 18 days now. And we’ve had no occurrence of
bedweting, and that’s the irst time this has ever happened.
Indeed. Until now you’d said she could only go one day without the medication before weting the bed.
Exactly.
Has she said anything about it?
She hasn’t talked about it speciically. She’s more self-conident now. Perhaps she’s feeling more
in control of herself and that’s translating into beter self-esteem. She’s just so much happier
now and it’s so much easier not having to deal with the bedweting.
She probably feels beter not having to sleep in a wet bed.
Exactly. She’s not waking up all yucky and cold, you know, and smelling bad, and being all
chilly.
That’s probably about it for this week. Can we continue this later?
Yes.
Thank you very much.
e•f

three weeks later
e•f

It’s now been about three weeks since we last talked. How is Ana doing?
Ana is remaining stable. We’ve had a couple of incidents. Last night she had an episode of
bedweting after some severe anxiety over the welfare of her brother.
What happened?
He was supposed to come back to us by plane from South Carolina. We waited all day long and
all night long. He never showed up. She was aware that he was supposed to come, so she had
a rough night.
Was that the irst time she had bed wet recently?
Since she started listing to the programs six weeks ago. A new change in Ana is she is now selfmotivated to start a diet, which she started two days ago. She is being very methodical about it,
incorporating all of her friends into it—a double support system.
Has she ever been on a diet before?
No, never wanted to. Never was interested in it. The stimulus for dieting isn’t new. It’s been
there forever, but it never motivated her to do anything about it.
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It sounds like she’s inally developing some internal control.
Yeah. She’s still a disturbed child, but she’s coming along well.
Have there been any changes in her stealing?
As a mater of fact, I’m geting reports from her daycare that she’s much easier to manage,
including the fact that the incidence of stealing is down.
Down? What does that mean exactly?
She’s not doing it anymore. We used to check all of her belongings before she left home in
the morning to make sure she didn’t take something to school that she wasn’t supposed to.
And we’d check her belongings before we brought her home to make sure she wasn’t bringing
something home.
When did that change? Since she’s been listening to the programs?
We had one incident, the irst week. The big stealing thing happened about a week and a
half before we started the programs. And we had one after that, about a week into it. We had
instituted some behavioral consequences for that. She had to write a leter of apology, take it to
the person she stole from, and apologize to the person.
Did she ever have to do that in the past?
Not all of that. We increased that consequence, because she had to write a leter to the individual
and at the same time go and apologize to the person.
So that may have had some bearing on it, too, but she’s also not taking things in the house?
Not taking things from me anymore. She was “light-ingered Louie” for my makeup and things
like that. She doesn’t even do that anymore. She asks now.
Any other changes reported at her daycare?
They are reporting that she’s a happier litle girl, easier to manage. They feel that they can
control her beter than they ever could before. They don’t know about the programs so they
are atributing it all to what wonderful therapy she is geting. I doubt they’d even believe it if
I told them it’s your programs, so I haven’t. And we’re thinking about pulling her out of there
because she’s doing so much beter. She’s leaps and bounds above the other kids now. I think
her teacher is only hanging on to her because she likes her now.
Has this change happened over a long period of time or just recently?
Some of these changes have been happening for a while, but they were prety subtle. We didn’t
see the rapid movement in them, the dramatic diferences, until she started listening to the CDs.
Her therapist can verify that.
Okay. Thank you very much for the update. Can we continue this later?
Anytime you want. No problem.
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e•f
one week later
e•f
It’s been another week now since we discussed Ana. How is she doing?
Okay. The irst thing I want to share with you is that this morning, before I left for work, Ana
asked me, “Are you going to see Dr. Tom?” And I told her yes, I was going to see you, and she
wanted me to give you a message: “Thank you for making me a good girl.” She really said that.
Wow!
It made me tear up, too. Of course, I gave her all the credit. I gave it back to her. You know, “The
CDs have helped you Ana, but you are the one who has done it. They only helped.” I, of course,
want to build her self-esteem.
She’s seeing herself in a diferent light.
She’s giving you credit for it right now, but I’m trying to get it so that she takes at least some of
the credit.
She’s now viewing herself as a good girl. I imagine that’s quite diferent for her.
Yes, she’s always been “a bad girl” and now she’s “a good girl.” Even when she’s angry or
hollers she knows she’s a good girl.
That’s wonderful.
Yes it is. And here’s something that’s interesting. Her CD player broke about ive days ago.
She has not been able to listen, and we have seen the same good behavior. There’s been no
regression to past behavior. And the bedweting is still stable with no medication at all. She’s
bitching, of course; she wants her CD player back, and we’ll have it back for her probably
tonight or tomorrow.
Is she still going to sleep okay?
She’s still going to sleep ine. No mood problems. I’ve learned with Ana—I’m able to understand
her beter now—when she gets upset about something. For example, she came last night and
told me she didn’t want to take a bath at her regular time. She argued with me; that wasn’t what
she was upset about though. She was upset because I had tripped outside the house and I’d
fallen and skinned my knee, and that’s what I guessed she was really upset about. So I was able
to talk to her about it. I said, “Ana, I know you’re not upset about your bath, and I know you’re
not angry with me, and I know you’re not angry with Daddy. I think you’re upset because
Mommy got hurt.” And she looked at me, and tears welled up and she said, “Yes, Mommy,
that’s it.” I was able to talk to her about it, and she went in and took her bath ive minutes later.
On her own?
On her own.
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So, you’re gaining in your insights?
She’s a litle less complicated to understand now, because there’s less going on. It’s now easier
to have a clear picture of what’s happening with her.
You have a chance to keep up with her.
Absolutely.
So it was just too overwhelming in the past to understand her behaviors?
We were dealing with problem behaviors all the time. They weren’t speciic to a time frame.
Now, when she’s upset, it is in reaction to something that just happened, so it gives us a chance
to igure out what it is that is bothering her. She’s still not able to identify exactly what she’s
upset about, we have to help her with that, but it’s not so chaotic that we can’t see what’s going
on. So it’s now much easier to help her. I would consider her much more like a normal 9-yearold now.
Have the changes you have seen simply held or do you feel there have been any further improvements?
They’ve not only held; they’ve increased further. Now they’re holding even when she doesn’t
listen to the programs, which I think is a big step.
Well, this is truly exciting.
I want to thank you for not only making Ana a good girl, but a much happier girl.
You are more than welcome, and thank you for all of the wonderful feedback.
It’s been my pleasure.

e•f

chilDhooD obesity
Ana experienced many unexpected beneits from her program use, but I thought the weight issue was of
particular interest, especially in the light of the current epidemic of obesity in children. This issue, perhaps
more than any other, may negatively impact the future health of a whole generation. Being an overweight child
can create a number of health problems, including ones that were once conined to adults, such as diabetes,
high blood pressure, and high cholesterol.
statistics on chilDhooD obesity toDay
In just the last two decades, the incidence of being overweight doubled for children ages six to eleven, and
tripled for American teenagers. A recent National Health and Nutrition Examination Survey conducted by the
Centers for Disease Control and Prevention found that about one-third of the children in the U.S. are overweight
or at risk of becoming overweight; in total, about 25 million children and adolescents are overweight or nearly
overweight (Crespo, et al., 2001). This epidemic is not conined to the U.S., but is seen in all industrialized
societies, where many people live sedentary lives and eat lots of convenience foods. In a 2007 Scientiic American
article, nutrition epidemiologist Barry Popkin reported that, for the irst time in history there are more obese
people in the world than there are undernourished people.62
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is my chilD at risk? signs anD symPtoms of chilDhooD obesity
You may not know if your child is at risk by just looking at her. Children carry diferent amounts of body fat at
diferent stages of development, and some children have larger-than-average body frames. If you’re worried
that your child is becoming overweight, talk with her doctor or other health care provider. A complete weight
assessment will take into account your child’s history of growth and development, family history, and your
child’s position on growth charts. A thorough evaluation will help determine if your child’s weight is in an
unhealthy range.
causes of chilDhooD obesity
Although there are certainly some genetic and hormonal causes of childhood obesity, most excess weight is
caused by poor eating habits and lack of exercise. If children consume more calories than they burn, they gain
weight.
Other factors that can inluence a child’s likelihood of becoming overweight include the following:
• Diet—Regular consumption of high-calorie, low nutrition foods, such as fast foods, baked
goods and vending-machine snacks, contribute to weight gain. Soft drinks, candy and
desserts, which are high in sugar and calories, can also cause weight gain.
• Inactivity—Studies have shown a direct correlation between the number of hours that
children watch television or play video games and obesity (Crespo, et al., 2001). In addition
to being sedentary and not burning calories, children tend to consume large amounts of
high-calorie snacks during these activities, so it’s double jeopardy.
• Genetics—In a family of overweight people, children may be genetically predisposed to put
on excess weight, especially if high-calorie food is always available and physical activity isn’t
encouraged.
• Psychological factors—Some children overeat to comfort themselves when they experience
stress or anxiety, which, in some cases, is a behavior modeled by parents.
• Family/social factors—Children imitate their parents, who have the most inluence on
their lives. If parents are headed down the road to obesity, their children will follow them.
Ultimately, parents are responsible for providing healthy food and encouraging an active
lifestyle. Further, obesity can cause or exacerbate many social and emotional issues.
• Low self-esteem—Children can be very insensitive to the feelings of others and often tease
or bully their overweight peers, resulting in low self-esteem and sometimes depression.
• Behavior problems—Overweight children tend to experience more anxiety and to have
poorer social skills than normal-weight children; this anxiety may lead to social withdrawal
or to increased interpersonal conlict and disruptive school behavior. Children who have
behavior problems are nearly three times as likely to be overweight. And children who have
behavior problems are as much as ive times more likely to become overweight as they grow
up.
• Academic problems—Overweight children experience increased levels of stress and anxiety
which often have a tremendous negative impact on academic performance.
• Unhappiness—Overweight children often feel socially isolated and have low self-esteem
and subsequent feelings of unhappiness, leading to a signiicantly higher incidence of
depression in this population. If your child loses interest in normal activities, appears sad,
emotionally distant, cries a lot, or perhaps experiences a change in sleep habits, and you
suspect depression, take action! Talk to her about her struggles and feelings and try to
determine the extent of the problems, and share your concerns with her doctor.
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the effects of sleeP on chilDhooD obesity
Many factors increase a child’s risk of becoming overweight, including lack of sleep, as more and more research
demonstrates a link between sleep and obesity. A 2007 study in the journal Pediatrics demonstrated that every
additional hour per night that a third-grader spends sleeping reduces the child’s chances of being obese when
they get to the sixth grade by 40%.63 In this study, of the children who slept 10 to 12 hours a night, about 12%
were obese by sixth grade. In the group of children who slept fewer than nine hours a day, 22% were obese in
sixth grade.
A number of possible reasons underlie this correlation. Sleep-deprived people, for example, produce greater
amounts of a hormone called ghrelin, which promotes hunger, and less of a hormone called leptin, which
signals fullness. And children who receive adequate sleep are more energetic and more likely to get involved
in the kind of activities that burn more calories.
how to Deal with an obese chilD
Never isolate a child from the rest of the family. One of the best strategies to combat excess weight in your child
is to improve the diet and exercise levels of your entire family. If a child is identiied as having a “problem”
and is treated diferently from other members of the family, her anxiety levels may simply increase which
can, in turn, cause an increase in emotionally-based eating. Health is a family afair — every member should
participate.
But try to be patient if you are atempting to introduce a variety of new foods or activities. Children need to
encounter a new food an average of ten times before they readily accept it, and it may take nearly as long for
children to start enjoying new sports and activities, especially if they aren’t very athletic.
weight loss versus weight maintenance
For children under age seven, the goal will often be weight maintenance rather than weight loss. This strategy
allows the child to add height and “grow into” a more appropriate weight. But keep in mind that for an obese
child, such a strategy may be as diicult as losing weight for adults.
For children over age seven, or for younger children who have pressing weight-related health concerns,
weight loss may be the goal, which should be slow and steady, in the range of one pound a week to one pound
a month, depending on factors like the existence of any health conditions that might either require urgent
weight loss or preclude certain weight loss methods (i.e., speciic exercises or dietary changes).
If the goal is maintaining weight or losing weight, the methods are the same: increased activity and a healthier
diet. And any success achieved will be primarily a result of your determination to help your child with these
changes.
common Pitfalls: over fixing
But try to avoid focusing too intently on your child’s eating habits and weight. This can easily backire, and
sometimes cause a child to overeat even more, or possibly make her more prone to developing an eating
disorder. In addition, avoid geting into food-related power struggles with your child, such as providing or
withholding foods such as sweets as rewards or punishment. This sets up food as a potential weapon for
control, another proven link to the development of eating disorders.
Ideally, avoid criticism or judgment. Emphasize the positives—the fun of the activities, the healthfulness of the
food, the beneits of exercise (apart from controlling weight) like stronger muscles or improved endurance. If
you can make exercise enjoyable, and establish healthier eating, the weight issue will tend to take care of itself.
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healthy eating basics
Keep in mind, parents control what food is purchased, how it’s cooked, and where and when it’s eaten:
• Purchase more fruits and vegetables and less convenience foods, which are high in sugar and
fat. And make healthy snacks available all the time.
• Limit sweetened beverages, including those that contain fruit juice, because they provide
litle nutritional value and are high in calories.
• Avoid artiicially sweetened sodas, which recent research has shown to cause sugar cravings,
and increase cholesterol and blood sugar levels.
• Cook meals in healthier ways, using methods lower in fat. Avoid fried foods whenever
possible.
• Colorful foods are generally more nutritious. Eat more green and yellow vegetables, and
fruits. Substitute whole-wheat bread for white bread, and brown rice for white rice. Avoid
sugar and high-calorie desserts as much as possible.
• Avoid eating in front of the TV or computer. When the mind focuses elsewhere, people tend
to eat fast and enjoy it less, not realizing how much they eat.
• Limit eating out, especially fast-foods. Eating away from home has been linked to higher
caloric intake and weight gain. In the year 2004, Americans spent 39% of their food budget on
foods consumed away from home, and this percentage continues to grow.64 When consumers
eat out, they are ofered a large variety of low-cost, energy-dense foods in large portions. In
fact, portion size has been increasing for the past 25 years, and people do tend to eat what is
put in front of them.65
exercise anD activity basics

A critical component of any weight loss program, and one that’s particularly important for children, is physical
activity. Such activity not only burns calories, but is healthful for growing bodies and improves sleep and
daytime alertness.
To encourage greater activity levels, consider the following:
• Limit sedentary activities—Children who watch more than three hours of TV per day are
50% more likely to be obese than those who watch fewer than two hours (Crespo, et al., 2001).
Make it a priority, therefore, to limit the time your child sits in front of a screen (computer
or TV) or talks on the phone to fewer than two hours a day. In one notable exception, some
video games such as Nintendo Wii Sports, the Dance Dance Revolution and the EyeToy actually
require physical exercise. Recently I played Wii Tennis and was surprised when I broke a
sweat in about ten minutes. In addition, the Wii Fit game, introduced in 2008, uses a balance
board that measures players’ weight and body mass index, and has a controller with a suite of
games that focus on aerobics, yoga, balance and muscle conditioning. Although playing real
sports burns more calories than these video games, they certainly rank higher than playing
regular video games and can also help improve kids’ conidence and hand-eye coordination.
• Emphasize activities that involve body movement—Children often resist structured
exercise programs, and really, you simply want to get them moving. Outdoor activities such
as basketball, jump rope, hide-and-seek, or roller skating burn lots of calories and improve
itness. And of course encourage your child to get involved in team sports like soccer.
• Incorporate activities that your child enjoys—If your child likes being in nature, drive to the
countryside and hike together. If she likes to ly kites, walk or bicycle to the park for such an
activity. If she enjoys your family dog, why not ofer the job of walking the dog as a way of
earning an allowance? If your child goes to the movies regularly for entertainment, alternate
this with activities like bowling or miniature golf.
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• Create an active lifestyle for the whole family—Identify healthful activities that everyone
in the family enjoys, and engage in them together as part of your normal routine.
• Make small, gradual changes
slow anD steaDy wins the race: making small, graDual changes
We’ve been discussing lifestyle change, not just a new diet. Time and again, diets merely help people lose
weight in the short term, only to gain the weight back, and usually more, in the long run. Thus, well over
90% of weight lost by traditional dieting comes right back;66 only by fundamental lifestyle change does one
lose weight permanently. So be realistic. Introduce changes gradually, one at a time. Establish each change as
routine before moving on to new ones. You’ll more likely ind success this way rather than by trying to make
many large changes that last only a short time. Set achievable goals and stick with them.
teaChing By exaMple: WatCh your oWn Weight
Whether or not your child is currently overweight, the suggestions in this discussion of obesity will help to
protect you and your child from becoming overweight and will contribute to your overall health. You will
have a much easier time helping your children to live a healthy lifestyle if you set a good example. Remember,
children often translate “Do what I say, not what I do” into action as “Do what I do, not what I say.” Invite your
children to join you in diet and activity levels consistent with good health. Make this your formula for longterm success.
the best suPPort you can give
One of the most critical roles a parent plays in helping an obese child is to aid in the process of building selfesteem and making her feel accepted and loved. Our society places far too much emphasis on slimness as
opposed to health and itness. Talk instead about health and itness, but be sensitive that a child may view your
concern as personal criticism and rejection. Do your best to accept your child as she is without being critical or
judgmental. Express your appreciation for her, and praise her whenever possible. And as always, encourage
your child to talk about feelings; listen with patience and understanding, so you create an emotionally
supportive atmosphere that will sustain her through the inevitable trials and tribulations of growing up.
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chaPter 11

anDrew / Darren
Interviewed: Andrew
Child:

Darren, age 14, maturational age 9

Complaints:

Hyperactivity
Learning disability
Poor atention span
Emotional problems
Anxiety
Oppositional behavior
Behavior problems—violent threats, violence toward others
Destruction of property
Insomnia
Bedweting
Poor self-esteem
No regard for rules and limits
e•f

Tell me a litle about Darren

and his diiculties.

His main problem is that he is hyperactive—he has diiculty keeping his mind on one thing.
How long has this been a problem?
Since he was four or ive, so about 10 years.
Was he ever diagnosed as having Atention Deicit Hyperactivity Disorder?
He was never oicially diagnosed as having ADHD, but he has some other learning disability—I
don’t know the name ohand.
Did they ever use medication?
They’ve been using antipsychotic medication to modify his behavior because he is so
oppositional. He’s on Seroquel, 150mg twice a day.
Has he ever been psychotic?
No.
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So, they are using the medication just to tranquilize him?
Right. In school, his atention is zero. He was in special education classes and even in those
classes he wouldn’t pay atention or sit still. He wouldn’t pay atention long enough to igure
out a basic math problem. He’s 14, but he only functions at about fourth-grade level.
So he probably has a lot of emotional problems?
I’ll say. I’ll give you another example. He goes out with friends at night and stays out ‘til all
hours with no regard whatsoever for how it afects those around him.
Does he ask for permission before leaving the house?
No, he’ll just tell you what he’s going to do and that’s that.
Does he experience a lot of anxiety?
Yes, a lot of anxiety. By watching him you can tell that he struggles with it. He has told me that
he feels inadequate and embarrassed that he can’t measure up to other people. And he really
wants to try to please people, but he can’t. He doesn’t know why, he just can’t.
Has he had therapy?
He’s been in therapy at a county mental health clinic for the past four years.
How has he responded to that?
He’s very oppositional in the area of treatment for himself. He doesn’t want to feel like there is
anything wrong with him. Up until the last six months, the therapy has done nothing positive
for him. In fact the last few months there has been talk about placing him in a locked residential
treatment facility.
Have his behavior problems been so severe that the family doesn’t feel like they can handle him?
Right. He has a lot of emotional outbursts; he’s threatening, and sometimes violent.
Oh, he’s actually been violent?
He’s been threatening at school and violent at home and there have been occasions when he has
assaulted kids at school.
Has he hurt people at home?
No. He broke out a window a couple of times, but he hasn’t atacked anyone. But he has been
threatened with residential placement and he knows that we are actively pursuing that. He’s
been trying to keep it together because he doesn’t want to be taken out of the home and placed
in a facility. It’s the only thing that has worked so far—that has made a dent in his behavior—
the threat of placing him in a residential facility. But that hasn’t changed anything with regard
to school or his outlook about himself or his sleeping at night. It’s just stopped him from acting
out physically. The only thing that has changed in the past six months is the fact that he has
been less violent.
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You alluded to trouble sleeping at night. Let’s talk about that for a moment. Has he had problems both geting
to sleep and waking up at night?
He has a lot of diiculty falling asleep and waking up in the middle of the night. And when
he wakes up in the morning he’s in a really bad mood. He’ll have nightmares prety often, and
when he does it will take him a whole day just to get in a beter mood.
Does he have any other sleep-related troubles that you know of?
He has a history of chronic bedweting.
And I’d imagine that has a considerable efect on his self-esteem.
Absolutely. He already has a really poor body image. He draws a lot and often draws a picture
of a person. If you ask him what the pictures are, he will say, “Me.” They usually show a real
distorted body with an extremely large abdomen and small head. He is overweight for his age,
but he is not obese. He draws those pictures constantly throughout the day.
Do you see him on a daily basis?
Almost.
e•f
After speaking with Andrew, I gave him the Magic Carpet CD to try with Darren. Five days later, we met again
to discuss the efects.
e•f
What was his reaction when you irst gave him the Magic Carpet program to listen to?
He didn’t like the idea. Again, he was oppositional about it. He felt like it was another form of
treatment. Another person telling him, especially his uncle who works in mental health, that
he needs this. I made a contract with him that he would listen to it at night, just for me, and he
agreed to do that.
And how long has he been using it now?
Let’s see . . . wow, it’s only been ive days. It’s hard to believe because the changes are so drastic.
Really? What feedback have you received at this point?
He called and said that he is geting to sleep much earlier. He just called me right up, with no
prompting on my part or by his parents, and told me that he’s been able to sleep without geting
up at night.
Have you heard of any changes in his bedweting behavior?
In the ive-day period he hasn’t had any diiculty with that at all.
Did he report that as a diference?
Yes, that’s what he told me, and he is sleeping like he’s never slept before.
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How are his mornings now?
In the past ive days, he’s waking up all smiles, in a good mood, right when he gets up. I think
he’s starting to feel beter about himself. He’s even showing a diferent atitude about how he
looks.
So what is going on with the pictures?
He’s still drawing, but he hasn’t been drawing those distorted pictures of himself. Basically, he
seems to have a beter body image now.
Has he mentioned anything that might be relevant to his level of anxiety?
I didn’t get a chance to question him. He’s not very in touch with his feelings. The only thing he
said is that he feels rested. But his mom mentioned that he is calmer.
Did she know he was using the program?
Yeah, I told her I wanted to try it with him.
Did she notice other diferences since the program has been used?
Yep, she conirms all the same observations I have. This is just after using the program for ive
days.
So you’re saying, this is the irst thing that has really made a big diference?
Yes, more diference than all of the therapy and medications combined. He’s a good candidate
because he has a lot of underlying emotional problems and if we can get him to be able to sleep
at night and to develop a beter perspective of himself, the other modes of therapy that they are
using may start having more efect. Up to now, the therapy hasn’t done a thing for him though.
But as you mentioned, he’s been very oppositional.
Right, and that is beginning to change—he’s been more cooperative.
In terms of what?
In terms of staying out, doing what he wants with his friends and not coming home when he
should. He’s been coming home and asking for permission to go out, which is given to him as
long as he’s back by a certain time, and now he’s back by that time.
Thank you for sharing your experience.
You’re welcome.

e•f

beDwetting
According to Andrew, the program had a profound efect on young Darren, not the least of which was the
cessation of his bedweting. As you’ve no doubt noticed while reading this book, many of the children discussed
in these interviews wet their bed.
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the Problem of beDwetting
That should come as no surprise. “Nocturnal enuresis,” as it’s oicially called, afects approximately ive to
seven million American children age 6 and older and, if left unchecked, can very easily persist well into a
child’s teens or, sometimes, even beyond, into adulthood.67 According to researchers at Canada’s University of
Quebec, in line with the slow maturation of the bedweting child’s nervous system is the concurrent possibility
of delays in his achievement of certain motor skills, language skills and behavioral development.68
causes of beDwetting
The medical community remains uncertain as to the exact causes of bedweting. It was once thought that it
was an intentional behavior that children used to get atention, but that is no longer considered true. It is, in
fact, widely considered untrue that bedweting has its root causes in emotional dysfunctions, and currently no
scientiic or medical evidence supports this belief. Nevertheless, emotional upset does seem to exacerbate the
problem.
More recent research on the subject of bedweting suggests that the major cause is rooted in a delay in nervoussystem maturation and an imbalance between nightime production of urine and the bladder’s capacity to
hold it (Ramakrishnan, 2008). The brain of the bedweting child has diiculty in recognizing the messages sent
by a full bladder to the sleep arousal centers that would normally awaken the child to appropriately take care
of the need to urinate. Also, bedweting children commonly have smaller bladders as well as smaller stature
than their non-bedweting peers.
Some evidence supports the theory that heredity plays at least a part in bedweting, for often one or both
parents of many children who sufer from the condition wet the bed as children themselves.69 In fact, a parent
who wet the bed as a child has a 45% chance of producing a child who wets the bed, too.70 The odds increase
to 80% if both parents were bedweters as children (Friz, et al., 2004).
Other proposed causes of, or contributors to, bedweting include:
•
•
•
•
•
•
•
•
•
•

anxiety and stress (as previously mentioned, not considered causative but often play a role)
urinary tract infection
allergies
constipation
metabolic disorders
hormone deiciencies
neurological disorders involving the spinal cord
diabetes
kidney failure
side efects of medications the child may be taking

In stark reality, however, rarely does just one single cause lie behind a child’s regularly weting the bed. Keep
in mind, incidentally, that only about 2% to 3% of bedweting cases result from medical conditions.71
statistics on beDwetting
Bedweting is a prevalent behavior among children up to age 3, the typical age at which most children are
completely toilet trained, because the functions of nightime urine production and bladder control take time
to develop. But bedweting remains a relatively common problem in children even up to age 8. Statistically,
bedweting is far more common in boys than girls (while daytime “accidents,” incidentally, are more
common in girls).72 About 20% of 5-year-olds wet the bed; by age 6, this number decreases to only 10% (again,
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predominantly among boys). For this reason, medical treatment for bedweting rarely commences before a
child reaches age 6.73 The percentage of bedweting continues to decrease at a rate of about 15% per year from
age 6 onward, with just 2% to 3% of adolescents and young adults continuing to wet the bed.74
signs anD symPtoms associateD with beDwetting
Although psychological causes of bedweting remain in debate, there is litle question that several prevalent
psychological symptoms typically accompany bedweting. Any child who wets the bed likely feels ashamed
about the behavior. He may also feel “dirty.” Complicating maters, parents of a child who wets the bed often
feel at fault for the condition, as though they did something wrong in raising the child.
effects of beDwetting
Bedweting can lead to a host of other emotional and environmental concerns for the whole household, for
bedweting disturbs more than just the child’s sleep: it leads, for example, to a constant excess of laundry and
places pressure on both the parents and the child to identify the source of the problem and resolve it. The
situation often results in signiicant frustration and guilt for parents who feel at a loss for a solution and, in
turn, lash out at the child.
long-term Psychological consequences of beDwetting
Long-term psychological consequences of childhood bedweting may include diiculty forming and maintaining
healthy relationships, obtaining and holding down employment, taking trips away from home and, most
typically, low self-esteem and even depression. In fact, as most cases of nocturnal enuresis dissipate naturally
in time, a parent’s concern for their bedweting child should really focus on managing these psychological
symptoms.
won’t chilDren outgrow beDwetting?

The consolation for most parents is that their children usually outgrow bedweting. Sadly, however, this is not
always the case. And even when a child does eventually outgrow nocturnal enuresis, much of the psychological
damage from the problem until that point has already occurred.
common Pitfall: anger anD frustration
By all means, don’t get angry with him, blame him, put him down, embarrass him, punish him, or—heaven
forbid—spank him.
what to Do if your chilD wets the beD

If bedweting seems a chronic problem for your child, consult your child’s pediatrician in order to rule out
any underlying medical causes that can be appropriately treated. If a child’s bedweting is accompanied by
poor daytime bladder control more serious medical concerns are more likely involved. So, too, may be the
case if your child’s bedweting is accompanied by pain in the urinary tract while urinating, or by back pain,
abdominal pain, or fever. If the urine has a strong, unpleasant odor or if the child awakens regularly in the
middle of the night intensely thirsty, a pediatrician’s counsel is also wise.
If your child wets the bed, irst and foremost reassure him that the problem is common and not his fault.
Assure him you know he’s not weting the bed on purpose. And above all emphasize the behavior doesn’t
make him a bad person. Encourage your child to communicate openly with you about his bedweting, while
at the same time supporting discretion and protecting his privacy regarding the mater. Remain watchful that
siblings don’t tease, embarrass, or humiliate him for having the problem. A convenient side beneit of giving
your child compassionate support is that doing so tends to decrease recurrences of bedweting.
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In establishing the steps to employ to curb and, ultimately, prevent, bedweting, allow the child an element of
choice in which of these methods, if any, he will atempt, as it helps diminish the negative efects of bedweting
on his self-esteem and may even help improve his self-conidence. Likewise, having choices helps support the
child in taking responsibility for dealing with a wet bed when nightime enuresis does happen.
Prevention is the best cure
For starters, consider these proactive measures:
• Remove cafeinated beverages (and foods, like chocolate) from the child’s diet, especially at
nightime
• Encourage the child to drink more luids (especially plain water) during the day so that they
are less inclined to feel thirsty and drink more at night
• Have the child urinate twice immediately prior to going to bed, the second time just ive or
ten minutes after the irst
• Enforce scheduled bedtimes and even consider earlier bedtimes; sticking to a routine, and
longer, regular durations of sleep have been reported to help control bedweting
• Make it easy for your child to get up in the middle of the night to go to the bathroom, such as
by puting a nightlight in your child’s bedroom or giving him a lashlight by his bed should
he need it
• Encourage calmness and relaxation immediately preceding bedtimes, avoiding roughhousing and other activities that may produce excessive excitement (such as playing video
games) before bed
As a practical stopgap, try a waterproof sheet on the child’s bed to help alleviate some of the secondary
stressors associated with bedweting. Other similar strategies include PODS (Poty On Discreet Strips),
absorbent underpants, protective diapers, and pull-ups. Just remember these stopgap measures are just that:
they’ll relieve some of the stress you and the child feel over bedweting while you and the child home in on
permanent solutions.
how better hyDration helPs Prevent beDwetting
Proper hydration, ironically, actually plays a major role in preventing bedweting. Many children avoid
drinking luids all day, only to guzzle down large quantities at night. Additionally, many children wait to
drink anything until they’re parched, at which point they drink sugary, cafeinated beverages to squelch their
thirst, only making the problem worse, for cafeine and sugar act as diuretics; rather than increase the body’s
luid levels, they actually inhibit luid retention and conversely promote increased urination rather than less.
Aggravating the problem, when a body sufers from an imbalance of luid intake, it demands replenishment
of luids at the most inconvenient time of day possible, namely in the early evenings. Proper hydration,
supportive of the ability to sleep through the night without weting the bed, is best achieved by consuming
smaller quantities of water at a time, consistently and frequently throughout the day. Think ahead. Encourage
proper hydration, for example, by including a botle of water in your child’s backpack before he leaves for
school each day.
exercises to Prevent beDwetting
A physician may also recommend certain exercises for stretching the bladder and developing muscle strength
in the bladder area, thereby making the bladder capable of containing larger quantities of urine before
requiring elimination, as well as increasing a child’s control over where and when that elimination occurs. In
one such exercise, the child, when he feels the need to urinate, holds of for as long as possible before going
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to the bathroom. In another, he intentionally interrupts the stream of urine when he does urinate, thereby
developing beter strength and control over the sphincter of the bladder.
meDications to treat beDwetting
Occasionally, a pediatrician might also prescribe certain medications, including desmopressin, the currently
preferred agent, and, in the past, tricyclic antidepressants, to temporarily eliminate nocturnal enuresis, but
these medications do not “cure” the problem, and therefore must not be used with that intention in mind.75,76
Children have died from overdoses of tricyclic antidepressants and most authorities agree that they now have
no place in the management of childhood enuresis. Medication may be indicated if a child is going through
cognitive behavioral therapy, or other types of therapy, at the same time as he is experiencing bedweting.
Additionally, physicians may prescribe medication to a child who will not be sleeping at home for a period
of time, such as at a friend’s sleepover or at sleepaway camp. Treatment with desmopressin ofers a number of
advantages including rapid onset, lack of side efects, and safety, but after treatment is stopped only about 30%
of children experience lasting improvement.
the latest worD on beDwetting: alarms
The current consensus is that enuresis alarms are the preferred method of treating childhood enuresis, according
to the results of an evidence-based review of research in the Cochrane Library.77 Such alarms are triggered by
urination, waking the child up during these events, and this treatment eventually results in successful control
of bedweting 80% to 90% of the time. Several months after these alarms are removed from an afected child’s
bed, two out of three are able to maintain the beneits they have achieved.
being realistic about timelines for results
Keep in mind that while chronic bedweting typically goes away by itself in time, it doesn’t go away all at once.
Generally, the process starts with the child having fewer instances of bedweting each night, followed by a
decrease in the number of nights that it occurs each week until the problem ultimately goes away altogether.
There may, however, be considerable luctuation in the progression of this process before the problem
completely disappears, taking perhaps even several years.
seconDary enuresis
All of the material in this commentary so far regards what is known as “primary enuresis”—or enuresis that
has persisted regularly since infancy—but there is another type of bedweting parents should also be aware
of called “secondary enuresis.” This is bedweting that occurs after a period of at least six months in which no
instances of bedweting occur at all.
The reason why this distinction is so important is that primary enuresis is developmental—or, to put it another
way, completely natural. Secondary enuresis, however, might merit more concern. If your child is 5 years old
before he starts weting the bed, then it could be due to a medical reason and should be brought to the atention
of the child’s doctor as soon as possible.
if beDwetting Persists
In the inal analysis, if your child’s chronic bedweting persists, especially if the concern is secondary enuresis,
seek guidance from a pediatrician who has given your child a complete exam, including a full urinalysis.
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susan / heather anD tamara
Interviewed: Susan
Child:

Heather, age 5

Complaints:

Child:

Malignant brain tumor
Brain surgery
Insomnia
Pain
Anxiety
Fear
Stress of radiation therapy
Morning crankiness
Nightmares
Tamara, age 13

Complaints:

Anxiety
Over activity
Short atention span
Insomnia
Bleeding ulcers
Diarrhea
Stomach cramps
Nightmares
Headaches
e•f

Susan, would you please tell me

about Heather?

Yes. She seems to have a lot of fear at night. We still don’t know why it’s going on, if it’s
something she’s going through or someone has scared her.
How do you know she’s frightened?
The screaming. We’ll put her to bed and everything is ine, but in no less than ive minutes she’ll
scream at the top of her lungs. Everything in the room bothers her. We had a hanging lamp that
we had to take down. We took pictures down. We moved rugs away. We moved her bed, we left
the lights on. So far, nothing has helped.
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How long does it usually take her to calm down and fall asleep?
Sometimes three or four hours.
Frequently that long?
Oh, yeah. Or she’ll fall asleep and wake up a half hour later and be up for three or four hours
screaming and crying.
Does she complain of nightmares?
Yes. She says she has nightmares.
How many times does she usually wake up during the night?
Sometimes three or four times a night and it’s always very hard to get her to go back to sleep.
I’ll have to sit in the hallway or in her room every night.
Have you asked her what’s scaring her so much?
She actually doesn’t know what’s scaring her. Her pediatrician doesn’t know what’s wrong.
There’s no explanation as to why. This happens during the day, too. During the day she won’t
even go in her room and play. There doesn’t seem to be anything that will help her.
Shifting gears a litle, you have another child, Tamara, who is 13. Please tell me a litle about her.
Poor girl, she’s just so overactive. She can’t relax. Everything will be going through her mind.
What is her atention span currently?
About three minutes.
Are you serious?
Deinitely. You can ask the school. Even in school, maybe ive minutes and then she’ll be bored.
She just can’t stay focused on anything. She has had this trouble in school ever since kindergarten.
Even so, her doctor doesn’t think she has atention deicit disorder and only suggested that she
get involved in some sort of activity.
How long is she able stay focused on something that interests her, though? Like television, for example?
It depends on what’s on. If there is something on that she really likes, maybe 15 minutes. But
that’s not really what’s had me worried lately.
What has?
Well, recently she’s started having really severe diarrhea, before going to school. And sometimes
it will happen in school.
How long has that been going on?
She’s had it of and on for three or four months, and then it got worse so we took her to the
doctors and they said they couldn’t ind anything wrong except that she’s very nervous.
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Has Tamara had any other problems?
Yes, she has headaches, too.
How often is she having headaches?
Almost every day. And often at the same time that she’s having diarrhea. She was taking Tylenol
with codeine for it, and it would take some of it away, but it made her sleepier than I would
want. I still have the prescription, but she’s no longer taking it.
Does she have problems with nightmares or crabbiness in the morning?
Terrible. The nightmares are on and of. And, yeah, crabbiness is also a problem, because she
knows what will happen in the morning, so she wakes up in a bad mood because she doesn’t
want to go to school.
e•f
After speaking with Susan, I gave her the adult Natural Sleep and Natural Relaxation I programs to try with her
daughters, since I had not created the children’s programs yet. She returned two months later to tell me how
it went.
e•f
So let’s start with Heather. How has she been doing with the sleep program?
When we started using it, it was like she had a companion in the room. It took efect almost
immediately. Right now, she does not get up at all. This has been for a while now.
What about toward the beginning, say after a month’s use?
After a week she slept through the whole night with the exception of one time when she woke
up screaming and wanted to know if we were there. As soon as I said, “Yes,” everything was
ine, she turned on the CD again and she went right back to sleep. After a week, she wasn’t
geting up in the middle of the night at all.
Was she having any kind of sleep problem after one week?
Maybe once every nine or ten days she’d wake up, but she doesn’t wake up screaming anymore.
At this point does she have any anxiety around being in her room by herself?
No. Many times I have to go upstairs to ind her, because not only will she play upstairs now,
but she’ll play with the door shut. She never had the door shut before.
And what about going to sleep at night?
Before, she insisted on having all the lights on in her room. She does have a night light in her
room now, but it’s mainly so she doesn’t fall when she goes to the bathroom. She actually
doesn’t care if it’s dark now and she sleeps with the door closed.
Did you notice any change in her behavior upon arising in the morning?
Oh, yes. When she was scared during the night she would wake up cranky, and she felt like she
never had enough rest. After using the sleep program, she’s waking happy, more contented.
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She seems more relaxed?
Much more relaxed. It’s like a diferent child; we are really amazed. We’re surprised that the
change had come so quickly for her.
Have you ever had to push her to use the programs?
No, deinitely not.
What’s her atitude about the sleep program?
She’s fascinated. She’s fascinated by the voice. It makes her relax and sleep. It stimulates her
imagination. It’s also made it so she isn’t alone. She has developed an amazing imagination. She
adds things to the program.
Really?
Oh, yeah. I know she does. It’s like she makes it her own story book. She takes various toys with
her and will bring a friend along. She is very creative. Really, the programs have had such an
unbelievable efect on both of my children.
So Tamara has been using the CDs, too?
Tamara has used the relaxation program a couple times, and she says it helps her calm down
a litle. She wanted to hear the sleep CD, because she was curious. So I let her listen to it one
afternoon. She got halfway through, took the headphones of, and fell asleep for about an hour.
Was she trying to fall asleep?
No, she just wanted to hear the CD. While she listened to it, it seemed like I could see her body
go limp, because just before she listened, she was very hyper. She is fairly hyper in general, and
I saw her whole body just go limp as though she was really relaxing. Then she turned over and
went to sleep. She said she likes it and wants to use it more.
So has she started using the CDs at night, too?
I was going to suggest using the sleep program, but she suggested it irst. She said she wanted
to try something on her own. So she used the program and she fantasized not having stomach
cramps and not being afraid of school and not having the frequent bathroom atacks. I saw her
whole body relaxing and she drifted of in a daze. After that, she started using it of and on.
So she hasn’t been listening on a regular basis?
No, not like Heather, at least not at irst.
Not at irst? Has she since started listening to the sleep program more regularly?
Yes, now she’s using it nightly.
And what brought that about?
Her diarrhea stopped.
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How quickly?
Within a week. The doctor was amazed when we told him what had happened. And as quickly
as the diarrhea stopped, her atitude of being afraid to go to school stopped. She would tell me,
“I’m not going to have diarrhea today and I’m not going to have stomach cramps. I’m not going
to call you because I’m going to have a good day,” and it worked.
She had some other gastrointestinal problems in the past, didn’t she?
She had three bleeding ulcers.
Any problems with that now?
No. And if she gets uptight, she just retreats into her room and listens to a relaxation CD.
Have there been any other beneits?
She’s no longer vomiting either. She used to have problems with vomiting; I don’t think I told
you about that.
No, you didn’t.
She hasn’t even complained of severe stomach cramps. I think she went back to listening to the
CDs because there were so many stresses going on. The move, the new school, the diarrhea,
stomach cramps, and headaches. She hasn’t even been having headaches now.
So she listens to the sleep program every night now?
Yes. And now she’ll even listen to the relaxation program in the morning.
What about her nightmares? Has she still been having them?
Oh, no. They’ve prety much stopped now. And she wakes up feeling much beter in the
morning.
And her oppositional behavior? Did you notice any diference in how well she minds you?
Only a litle bit, but it has certainly made a big diference in how she feels about school, which
was a sudden change when she started using the programs. She’s now looking forward to going
to school in September, which was never the case because she hated school before.
So you think the program use improved her atitude about school?
Well, now she looks at herself, thinking, “Maybe I am prety and I can get along with those other
kids, and I have nothing to fear from them.” I think it’s helped her self-conidence and self-esteem. I
think she has a ways to go, but she’s made a good start. She did a tremendous job with herself,
by using the CDs this summer.
What about her general activity level? You said she’s a very active girl, to the point where you were wondering
if she might have Atention Deicit Hyperactivity Disorder?
Yes.
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Have you noticed any change in her level of activity or behavior during the day?
She is calmer. She can sit down and watch TV. That’s been one of the biggest changes I’ve seen
in Tamara, even though she’s going through a hard stage at 13. Her biggest change now is she
can sit down at the table and write for about an hour or two or watch TV. And she’s even started
reading . . . and she hated reading.
When did that start?
Guessing, I would say about a month and a half ago, right after she started using the CDs
regularly. Now she uses them every night. They both have their own CD players and their own
headphones. I also noticed that Tamara is learning to eat slower, which was another problem.
She is learning that it’s okay to sit there and relax. You don’t have to be running or doing
something every minute. It’s okay just to be with yourself. I think that was an important lesson
Tamara had to learn, and she did that by listening to the CDs and relaxing.
You said that her atention span is longer?
Absolutely.
Can you give me an example?
Well, now she’ll sit and watch TV for an hour or two, if she really likes the programs. With
reading she could do it for about a minute before, and now, I noticed last week she was reading
downstairs and she read for a good 45 minutes without puting the book down. I don’t know if
she realizes this, but she’s geting interested in reading diferent types of things, too.
Has her reading time increased more than her television time?
Yeah. She’s reading more. She’s spending more time in her room than in the den. There are
certain things she likes to watch, but she’ll give it up and go to her room and read and she’s
never done that before. To me, this is a miracle.
So you’d say you’ve noticed some very deinite changes as a result of using the programs?
We’ve had very good luck with them. And besides using the programs with my children, I’ve
used them myself; the relaxation program for my headaches, which are much beter now, and
the sleep program, too.
And how long does it take you to fall asleep?
I get to the stream. I’ve never inished the CD.
You’ve listened to it for a couple months and you have never heard the end?
I’ve never even heard the middle of it.
Do you think you’ll ever sit up and listen to it all the way through?
I tried. A couple nights ago I had a bad night and I thought I would listen to the whole program.
I was siting with the night light on, and I got to where the stream is and I thought, “I’ll just lie
down now because I knew I would be able to hear the whole CD,” but I only got to the point where
I was leaving the stream and I drifted of to sleep. I’m dying to know what’s on the end of it.
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Thank you very much for sharing your experiences with me. Perhaps we can continue this at a future time?
I’d be happy to.
e•f
two years later
e•f

It’s been two years since we last sat down to talk about your children, and since then, you have been through
a very challenging time.
Deinitely.
It wasn’t long ago that your younger daughter was diagnosed as having a brain tumor and had to undergo
surgery. Would you tell me a litle about that?
Yes. My seven-year-old daughter, Heather, wasn’t doing very well and was in the hospital for a
work-up. They called me from the hospital and told me that she was quickly geting worse and
they needed me to get down there right away. I ran out of the house and got there as fast as I
could. I was really scared about what I was going to hear. When I got there I was told she had
a very malignant brain tumor and that they were going to have to do surgery right away. I was
devastated. I was hysterical at times, and I knew I needed something to relax me. I just couldn’t
go into her room falling apart like that because I needed to try to help her to relax.
So what did you do?
I went home quickly and got the relaxation program for me and the Magic Carpet program you
had just given me for her. When I got back to the hospital I played the relaxation program, and
it was enough to help me relax some. I then took it into her room and played it for both of us.
Now, whether she heard it or not, I really don’t know because she was prety out of it, but I
think she heard at least some of it because she started relaxing.
You felt you could see her relax?
Yes. And then immediately after her surgery, while she was in intensive care, I played Magic
Carpet for her. The irst few days after surgery, they couldn’t give her anything for pain so she
needed something to relax her.
Intensive care units are not very restful places.
Oh, it’s very noisy. Plus they had a litle boy next to her with all kinds of equipment and doctors
in and out all day and all night. And they were waking Heather up every hour to take vital
signs, and she would just be crying and she had no medication for pain. So in a situation like
that, you really don’t know what to do. You feel helpless. I thought it couldn’t hurt to play
Magic Carpet for her. I asked permission, and they said okay. It was such a relief, because I
would see her relax and then fall asleep. We were using it six or seven times every day and also
during the night.
Would it consistently relax her?
Yes, every time. It wouldn’t put her to sleep, but it would relax her and the crying and the
whimpering would stop and she might drift of for a moment, or at least rest for a litle bit.
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And at night, were you able to help her sleep?
When she was moved to Station 6B, she was having problems sleeping. She would wake
up with a headache or she would just wake up from irritation of the incision, which itched.
That was when I brought in a beter CD player that allowed her to listen to Magic Carpet with
headphones. I couldn’t believe it because she became much more relaxed and she could go to
sleep with it, almost every time she listened. When she was awake she was in quite a bit of pain
and she was irritable and nervous.
What happened with that?
Finally, they were able to begin some pain medication. They started with Tylenol and that
didn’t do much. So they switched her to Tylenol with codeine, and that didn’t work very well
either. So that’s when she started using Magic Carpet whenever she was in pain. They were
able to stop the Tylenol with codeine, and just give her regular Tylenol which, along with the
program, was enough. Then in a short while they stopped the Tylenol. She hardly took any pain
medication. Maybe some Tylenol once a day, where she had been taking Tylenol with codeine
every four hours.
Did her physicians think this was out of the ordinary?
Well, everything was extraordinary with Heather right from the beginning. They said she was
going to come out of surgery in a coma, and she didn’t. They said she was deinitely going to
have a problem walking and she would need physical therapy and she didn’t. And yes, they
didn’t understand how she got of all the pain medication so fast. They weren’t saying that it
was the CD that did it, but they were wondering to the point that they said they’d like to try it
with other patients.
When you say, “they,” who do you mean?
At Huntington Memorial Hospital, Dr. Hobart, her surgeon, said she thought it was probably
the CD. She said it was unbelievable how many amazing things happened with her and that she
would like to try the program with some other children. And then several of the nurses on the
loor were very surprised by how well she responded. What I think was that it relaxed her and
once she was relaxed the pain improved.
So now you’re going to City of Hope for radiation? Do they know about Heather’s program use?
From the irst day we started going to City of Hope, I suggested that we use a CD in the radiation
and simulation room. That’s where they prepare the children with markings of the body and
pictures, and they said okay. Heather had to go in the simulation room for extensive x-rays and
marking of her body to get her ready for radiation therapy and we tried everything to calm her
down.
They gave me permission to use the CD over the intercom; they were ready to try anything to
calm her down. So we took advantage of it because she was one nervous child. She was in the
body cast for two hours and we had to get her calmed down so they could take an x-ray. She
had to be perfectly still. They had wires and things all over her.
Did you feel the Magic Carpet was efective under those circumstances?
Yes. In fact, it put her to sleep on the table, which surprised everyone. Nancy, Heather’s nurse,
had tried several CDs and said she would like to try yours with her other patients, too.
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And has it continued to be efective through Heather’s treatments?
Well, as a mater of fact, she did some prety amazing things at City of Hope when they were
giving her radiation treatments. They use medication to sedate children when they’re geting
radiation therapy. They told me I would have to stay at the hospital until it wore of. We used
the medication once and it really didn’t do much for her; it just seemed to make her dopey. We
got into the practice of using Magic Carpet right before we’d go to the hospital so she wouldn’t
be so nervous.
She became very familiar with the program and was able take herself into her own imagination
without actually listening to it. Nancy and the technicians were amazed at what she could do.
She would slide into her body cast, which was the hardest part for her, and then she would
become so relaxed that she wouldn’t move. In fact she’d fall asleep. It would only take her a
couple minutes and she’d be totally asleep.
The preparation was longer, but the actual radiation only took a few minutes and she would be
perfectly still. If I didn’t wake her up, I think she would’ve slept on that hard table, in the cast,
for quite some time. Radiation therapy went on every day for eight weeks.
Did she actually sleep through most of her treatments?
Oh, yes. It got to the point where as soon as she hit the table she would be out. The hospital staf
said they had never seen anything like it. They always have to medicate kids when they put
them through that, but not Heather. And it made it nice for us because we didn’t have to wait
around for medication to wear of after her treatments. We could just go home.
Has Heather been waking up during the night at home at all?
She used to have problems waking up, but now she doesn’t. If she does wake up, I just use the
sleep program to put her right back to sleep. She hasn’t awakened now for about a week. Just
maybe, real quickly to go to the bathroom and she goes right back to sleep.
How long does it take her to fall asleep now?
She’s out in about ive minutes.
What does she say about her dreams now?
She has pleasant dreams now. Everything is fun. She’s playing on the beach or in a pool; just
pleasant things. And she says her dreams are all in color.
And during the day, has she been using the adult relaxation CD?
Well, during the day she uses it when she starts feeling worried. She takes the CD player with
her up into her room and relaxes. I’ve noticed that she’s not so uptight; she’s not so scared about
her health. She now seems much calmer. I think it has a lot to do with the program because I’ve
really seen a diference. And with the headphones it makes it seem so real. It’s like you’re really
on the beach. It’s like, you can shut everything out; you don’t hear anything but the voice and
the background sounds of the stream, the birds, and the beach. She loves it so much she uses it
for many things.
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Like what else?
Well, the radiation made all her hair fall out, which is hard and kids make fun of you. It’s hard
to handle when you’re only seven years old. When she was feeling bad about that she would go
to her room and listen to the relaxation program, and it would seem to give her self-conidence.
And then she didn’t care what she looked like because she knew who she was and she didn’t
care about what other people thought.
You could see a clear diference after she used the programs?
Not only me, other people, too. She’s a totally diferent child now and other people have also
noticed the same thing. After radiation, she would use Magic Carpet and take a nap. When she
was ready to play she could confront those other children who would tease her. It also seemed
to help her cope with school where children would make fun of her because she couldn’t learn
as fast as them.
So she has been using the CDs for how long now?
Two years and two months.
Do you feel the programs have become more efective, less efective, or are about the same?
I think they’re much more efective. It seems like a skill that she just keeps geting beter at with
practice. Now she knows that if she has a hard time, she can use the CDs, and if the CDs are not
there, she can remember what’s on them and she can do it herself.
She’s learned to do it by herself?
Yes, she’s goten really good at it, too. Sometimes she doesn’t feel like using a CD, so she
visualizes herself on the beach with her toys. She just imagines she is on the beach and she goes
right to sleep. So she is starting to be able to do it by herself. I can’t believe it, but she’s able to.
So you think it’s even more efective now than when you irst started using it with her a couple of years ago?
Oh, most deinitely. Both of my children have changed dramatically, and all for the beter. In
fact, we all have changed through our use of the programs. All of us have beneited.
I’m so happy to hear it. Thank you very much for all of your feedback.
You’re welcome.
e•f

Pain anD meDical illness
As Heather and Tamara remind us, one of the most diicult challenges for parents to face is injury or illness in
their children. Pain and disease were both signiicant factors in young Heather’s experience, for one, and as her
mother, Susan, explained, the devastation impacted her other daughter, Tamara, as well. And Heather, to this
day, is alive and well. She overcame tremendous odds and earned the name “miracle child” at City of Hope.
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the minD-boDy connection
Relaxation and visualization techniques, like those employed in all of my AudioMagic 3D audio programs,
have been found to alleviate pain associated with various childhood illnesses and medical issues. Mainstream
science and medicine increasingly acknowledge the mind-body connection, as evidenced in the correlation
doctors now typically ind between anxiety and stress in many, if not most, medical illness. In the past, the
term “psychosomatic” minimized and invalidated a person’s experience of various physical symptoms, but
more and more we recognize that, in a very real and pronounced way, both the cause and cure of most physical
alictions directly involve the mind.
the stress resPonse versus the relaxation resPonse
We now, in fact, recognize stress and anxiety as one common aggravator of pain from any cause. Simply put,
anxiety and stress trigger the body’s “stress response,” otherwise known as the “ight or light” syndrome, a
contracted physical state that typically heightens the senses, including the sense of pain. It only makes sense,
then, that conscious, intentional relaxation can signiicantly restore one’s ability to overcome painful sensations.
Think of a child about to receive an injection from her doctor. The parent or guardian present (or the doctor
himself, or a member of his staf) will typically try to distract the child’s atention from the injection site as the
needle is inserted in order to minimize the experience of pain, for muscles tensed in anticipation increase the
pain resulting from insertion of the needle. If you’ve tried this diversion yourself, you know it usually works
quite well as the mind allows the muscles to relax with the focus diverted from the injection site. This common
experience provides a prime example of the psychosomatic (mind-body) principle in action, showing how the
mind and body are inextricably linked.
Virtually all parents have also experienced this link through the efectiveness of reading a child a bedtime story.
As the tale absorbs the imagination, and as the imagination displaces the tensions of the day, deep relaxation
follows and helps the child fall asleep. As it turns out, this same story-induced relaxation also helps strengthen
the immune system and reduce sensations of pain. The act of daydreaming, incidentally, has a similar efect.
visualiZing freeDom from Pain
This psychosomatic phenomenon has undergone considerable research in recent years (though not nearly as
much as is called for), such as that described in a University of Arizona study on the use of guided imagery and
relaxation techniques in the alleviation of Recurrent Abdominal Pain (RAP).78 A study of 94 cancer patients,
published in 1995, revealed that those who were given visualization training as part of their healing reported
experiencing less pain than those who weren’t given the training.79 One year later, another study revealed the
beneits of guided imagery in alleviating postoperative pain among children.80
It is widely believed that children are, in fact, beter than adults at employing visualization and relaxation
techniques to alleviate pain and other physical problems, probably because children, more comfortably than
adults, employ their imaginations and have yet to cement certain suppositions and preconceived notions in
their minds about “reality.” As good fortune would have it, a child’s characteristically “wild” imagination and
penchant for make-believe play can be one of the greatest assets in combating various physical ailments.
what else visualiZation may helP
Patients have experienced many therapeutic beneits using these techniques to deal with all sorts of medical
conditions, including:
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

headaches (including migraines)
nausea and vomiting
high blood pressure
muscle pain (neck, shoulders, lower back)
dental pain
ear, nose, and throat pain
asthma
phantom limb pain
HIV-related neuropathy
heart-related chest pain
digestive diiculties (including acid relux and irritable bowel syndrome)
cancer (and the symptoms associated with chemotherapy treatment)
diabetes
infections
postoperative recovery

Research now shows us that positive imagery has quantiiable efects on the physical body, namely in the
release of immune-system-enhancing endorphins in the brain, as well as a marked rise in T-cells (“ighter
cells”) also involved in combating disease and infection. Deep relaxation also tends to make the mind more
open to suggestion, this susceptibility forming the very foundation of more deined relaxation and visualization
techniques such as hypnosis.81, 82
Pain anD sleeP
Another obvious, though often overlooked, correlation between pain, the mind, and healing is that pain often
impedes restful sleep, a signiicant aid in the body’s healing process; with pain disturbing a patient’s restful
sleep, the healing process is naturally interrupted, too.
how to helP your chilD relax anD visualiZe the Pain away
Parents can facilitate this healing relaxation for their children in a number of ways:
• Encourage, for example, deep abdominal breathing
• Consider another technique for reducing discomfort and bodily tension called Progressive
Muscle Relaxation, which essentially involves imagining each muscle in the body, one by
one, relaxing
• Don’t overlook gentle massage, proven to promote deep, healing relaxation
Parents can also facilitate pain relief through visualization as well by encouraging the child to imagine the pain
or disease as a tangible object that can then be eradicated by a benevolent force (such as a roten apple eaten
away to nothing by an army of friendly bug helpers, or a black blob consumed by white light), or by encouraging
the child to imagine herself in a soothing environment and pleasurable circumstances (such as loating on a
raft on a calm, blue lake or engaging in a favorite sporting activity). Bubbles popping, stormy nights giving
way to clear and sunny days, re-experiencing a funny moment encountered on TV, in a storybook, a movie, or
real life, and stuing one’s pain or illness inside a magic box are all common and useful visualizations. Engage
all the senses in the visualization—sight, sound, taste, touch, smell—to enhance the beneicial efects.
Meditation, hypnosis, and biofeedback are a few commonly practiced methods of relaxation and visualization,
and doctors worldwide are increasingly incorporating these tools into their patients’ pain management
programs. But there are no hard and fast rules for practicing relaxation and visualization on one’s own. There
is no right or wrong way to do it, so long as you perceive the techniques as beneicial. Positive thinking is also
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a component of consciously harnessing the mind-body connection.
In simple and wonderful truth, relaxation and visualization can be used to great efect as both analgesic
(for relief from pain) and anesthetic (for prevention of pain). In most cases, the mind–body connection is
only partially efective for ameliorating the physical ailments and symptoms people experience, but it is
nevertheless a signiicant part. Parents can indeed help their children accomplish a great deal in the healing
process—including overcoming sleep troubles—by incorporating relaxation and visualization techniques in
their children’s program of recovery.
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chaPter 13

howarD / maya
Interviewed: Howard
Child:

Maya, age 24, maturational age 12

Complaints:

Anxiety
Insomnia
Guilt
Agitation

Please introduce yourself.

e•f

I’m Howard. I’m a psychiatric social worker.
Please tell me a litle about the client you’re here to discuss?
I have a 24-year-old Indian woman named Maya who is mentally retarded and has a very
severe case of anxiety and diiculty sleeping.
And if you were to estimate her maturational age, what would you guess it to be?
Intellectually, I’d say she is around age 12, or early teens in her thinking.
What sort of treatment has she been receiving for her anxiety so far?
She was put on Thorazine for extreme agitation.
How long has she been on Thorazine?
She’s been on 150 milligrams of Thorazine at night for about a year.
And had she shown any psychotic symptoms?
At irst, some staf thought that there was probably some psychosis involved, but I don’t think
so.
Why do you think she ended up on antipsychotic medication then?
She’s extremely anxious and feels tremendously guilty about things and has real catastrophic
thinking about the future.
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I wonder why somebody chose Thorazine over an anti-anxiety agent, though.
I’d have to go back and check her chart at this point, but I think her high degree of agitation made
her appear psychotic. She acts out in very agitated, childish ways. She used to throw things. She
would break windows. I don’t think her doctors even tried anti-anxiety agents with her. They
must have suspected a psychotic process, but we haven’t really observed any in over a year and
a half. But the Thorazine prety much immobilized her. In fact, she was overmedicated.
How long has she been here in the United States?
About ive years, but she’s been back and forth between India and here. When she was in
India, she could not obtain the Thorazine. They would put her on an alternative medication by
injection.
Do you know what she was on in India?
Well, when she went over there this last time, she took a two months’ supply of Thorazine with
her but she ran out. And they put her on another medication that just agitated her more. She just
came back to the United States and she has lost some ground.
So she tolerated the Thorazine, even though she’s apparently not psychotic?
She had been of the Thorazine for a while but she is very agitated and not sleeping well. We
have the choice of puting her back on Thorazine or trying something diferent.
What is her sleep problem?
She ruminates. She stays up and ruminates about everything. Worries about the future, feels guilty
about the past.
How long is she taking to get to sleep?
She says she takes hours to fall asleep. And then it’s not restful sleep because she tosses and
turns all night. Often she gets back up and walks around at night. She’ll just be agitated, up
wandering. Sometimes she says she even comes in the middle of the night to wake up her
brother at 3:00 in the morning to talk about things that are upseting her.
You said she is only geting how many hours each night?
Maybe six at the most. She does not sleep easily at all. It’s toss-and-turn sleep—very anxious.
e•f
After speaking with Howard, I gave him the Magic Carpet and Playhouse on the Beach CDs to try with Maya. I
chose children’s programs even though she was 24-years-old because Howard judged her maturational age as
only about 12. He stopped by soon thereafter to report on her progress.
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e•f

three weeks later
e•f

So you tried using the Magic Carpet program with Maya?
Right. But irst I listened to it myself so I would know what I was giving to her.
And you thought that it might be more appropriate to try a children’s program rather than an adult program?
Yes, because Maya has borderline intellectual functioning. She has an IQ of between 67 and
80 on the various indices. So it seemed more appropriate to start her out with a children’s
program. I thought it was something she could relate to.
So you reviewed it irst. What was your experience with it? How many times have you listened to it?
I listened to it once, and the one time I listened I had a very emotional experience. I started
crying during it, which was totally unexpected, because I’m not the type of person who usually
cries. It just triggered all sorts of childhood emotions and feelings, body feelings that I hadn’t
felt since childhood.
Why do you think you cried?
It was sort of a joyful feeling and a sad feeling at the same time. Sad because it represented
feelings that I hadn’t experienced for a long time. They had been buried.
So, you realized that you had kind of lost part of yourself?
Yes, sad because I realized I had lost part of myself, but happy at the same time because I was
illed with a joyful feeling.
Has that experience afected you since then in any way?
I think it’s still afecting me.
How long ago was that?
That was about three weeks ago.
How has it afected you?
All the animism in the CD kind of put me back in touch with nature, and I’m sort of reaching to
more sensitively integrate myself with nature now, and I’m enjoying the pleasures of life more,
maybe the subtler things that I had lost awareness of before.
Do you ind yourself feeling more joyful?
Yeah, as a mater of fact, I have. Even my wife and I are becoming more childlike together,
which is a lot more fun. It’s very subtle. This is after only one listening. It was a very profound
experience.
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So you went on to give this program to Maya.
After my experience with the Magic Carpet program, which really validated it for me, I was
looking forward to trying it with her.
So what happened?
At irst she had poor concentration and gave up trying, and I just encouraged her to keep
listening in order to try to relax a litle more and get into it to the extent that she could. And
litle by litle, she started falling asleep before the CD was inished. And this has only been after
a week and a half of listening.
What does she say about her sleep now? How many hours is she able to sleep?
She’s sleeping very well, about eight hours continuously. And she’s not geting up during the
night and she’s falling asleep before the CD is over. And this is very impressive because here is
a 24-year-old woman who had to wake people up to talk about what she was ruminating about.
She’s not doing that anymore.
Is she any diferent during the day?
I can’t really tell yet. She was in India for six months this time, and she is still working through
returning this last time. She’s readjusting to America, readjusting to living with her two brothers,
who have had a hard time dealing with her symptoms, so this is just the beginning again of
readjustment. We’re going to have to follow her a litle more.
That’ll be interesting. Thank you for sharing your experiences with her and I’d like to check with you in the
future.
Let’s do that.

e•f

one week later
e•f

It’s one week later now, and you’re still using Magic Carpet with this patient?
Yes.
OK. And you found Magic Carpet to be efective in terms of her sleep problem?
Yes, after a few days of program use she was able to go to sleep before the CD inished, which
was quite quick. Now that another week has gone by, she’s reporting that she’s sleeping very
well every night, listening to the CD, and drifting of very quickly.
So this new sleep patern has been maintained. Any reports of improvement in her daytime behavior?
It’s a litle early to tell yet. I need to get objective feedback from her brothers. She feels she is
still having a lot of communication problems, but her behavior, she reports, has been a lot more
under control.
Well, thank you very much. I’d like to continue to follow up on this case.
My pleasure.
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e•f

another week later
e•f

It’s now been another week since we talked.
Right. Maya reported that she discontinued using Magic Carpet last week and she says she’s had
no problem sleeping anymore.
Despite the fact she is not using the CD now, she goes to sleep quickly?
She reports that she goes right to sleep and doesn’t have any problems.
How is her therapy coming along? What’s going on in general with her?
She’s struggling with some issues. She’s thinking about moving out on her own, away from her
family, which is very signiicant, because they’ve been living together for a long period of time.
But she wants to move out on her own now.
Has she brought up those kinds of issues before?
Actually, she hasn’t. Her plan was to live with her brothers forever, and now, even though
she’s a litle anxious about it, she’s now planning on geting her own apartment. That’s a real
signiicant change for her.
Anything else to report?
No, that’s about it. But I have to say she has made some rather remarkable and unexpected
improvement and all without medications.
Thank you very much for discussing this case.
You’re very welcome.
One more thing. You mentioned on the phone this morning that last night you used the adult sleep program
yourself. Would you mind telling me more about that?
I had a particularly disturbing series of events happen last night and felt like it was going to
be real hard to relax and fall asleep. And I put on the adult sleep CD, and even though I was
still thinking about the problems, listening to the CD in the background, it still worked. I felt
my muscles turn into buter, and just drifted of and caught myself in that half-in-and-half-out
dream state and reached over and clicked of the machine and went right to sleep. And that was
after a particularly diicult night.
Did you feel any diferently when you woke up? Anything unusual?
Yes, I did. I felt more centered, and not upset about the events of the previous night. I felt beter
able to handle them.
Beter than you expected?
Much beter than I expected.
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Really?
Much beter. I anticipated waking up very intensely upset over what had occurred. And the
events were the same, but the way I was handling it was quite diferent.
Thank you.
My pleasure. Really.
e•f

aDult use of chilDren’s Programs
This interview reveals about the programs an interesting and unexpected application quite diferent from
those we’ve explored to this point, namely, their efectiveness in use for adults as well as for children. Many of
the adults interviewed in this book had reviewed the children’s programs, either prior to or along with their
children’s irst listening, primarily in order to monitor and understand what their children would be hearing.
But in this most recent of cases, we ind the practitioner actually having used the programs for his own beneit,
with results certainly as compelling as some of the children we’ve studied.
stirring uP emotions
Howard, an experienced psychiatric social worker, had a profoundly moving and deeply personal experience
listening to Magic Carpet himself prior to recommending it to Maya. In fact, you’ll recall, he literally started
to cry and reported feeling both sad and joyful at the same time, which, for him, I consider a very positive
response to the program. I am conident that this visceral reaction of Howard’s occurred because some aspect
of the children’s programs touched a core part of his being that was hidden by all the obstructive and inhibiting
constructs of age and maturity.
In his own description of the experience, he even referred to childhood emotions that had been “buried.” This
burying of emotions recurs as a common theme in human experience. And the very unburying, experiencing,
and—in the best of cases—resolving of these emotions form the basis of certain traditional adult psychiatric
therapies.
loss of self
The “losing” of oneself occurring at some early point in life is the very source of many mental and emotional
disorders persisting throughout one’s adult life. And it is often the “inding” and embracing of those lost parts
of us that facilitates the greatest resolution of such problems. This pervasive phenomenon helps us begin to
understand how and why a program directed towards children can have such potent beneits for adults as
well—beneits as lasting as they are profound.
reconnecting: with the chilD within anD with mother nature
Let me mention a couple of other points Howard made before I move on to Maya’s experiences.
First, Magic Carpet helped Howard and his wife to be more “childlike” in their interactions together. Presumably
he’s referring here to a greater sense of lightheartedness, playfulness, and receptivity to the wondrousness of
life and the world in which we live. Second, this development leads us to Howard’s other pertinent observation:
the powerful efects of reconnecting with nature through use of the programs.
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Much of our adult stress comes not from the natural world but from civilization, a collection of human-devised
constructs. Therefore, by evoking the simple beauty and bounty of our natural environment, we are beter able
to reconnect with our essential source, our “soul” or “spirit” if you will, devoid of those previously mentioned
obstructive and inhibiting constructs of man-made society.
emotional intelligence
Let’s move on, now, to Maya. You’ll recall, although 24 years old, she had an estimated maturational age of
half that. This is more common than one might think (if not as dramatic a divide). Many adults have what’s
termed an “emotional intelligence” moderately to excessively lower than that which would be considered
“appropriate” for their chronological age. I believe it’s safe to assume that most people reading this have at least
some understanding of, and experience with, people walking around in bodies older than their “personalities,”
or maturational levels.
Even those of us whose emotional intelligence lines up in more appropriate and balanced accord with our
chronological age can still relate to the feeling of that “inner child” always being with us, of carrying the child
we once were around with us throughout the whole of our lives. To this child within, these programs speak.
And because of this inner child, programs like these, although designed speciically for children, nonetheless
often appeal to us “grown-ups” too.
breaking Down ego barriers
As adults, when stressed, we typically revert back to fundamental reactions and coping mechanisms developed
early in life, in a sense temporarily “regressing” to our younger selves. It is this part of us that can be so helpful
for wounded adults to reach in order to heal their deepest pain. And it is, therefore, to this part of us that eforts
such as psychodynamic or insight-oriented psychotherapy are often directed.
I believe the simplicity of tone and the vividness of the imagery in these programs can help break through
many of the barriers our armored and world-weary egos build up against our own healing, beterment, and
positive change. As I wrote in the Introduction, children are superior to adults at receiving and integrating
the beneits of relaxation programs like these, precisely because they have yet to build up obstacles, such as
cynicism and doubt.
But that doesn’t mean adults cannot reap the rewards of these programs (as it likewise does not mean that
children can’t be hindered by their own budding cynicism and doubt—especially when observing the adults
around them).
Receiving and integrating as an adult the beneits of a children’s relaxation program (or any such system
designed to improve the lives of children) merely takes a willingness to let down one’s guard and open up
to the possibility of positive change. And this receptivity anyone of any age can permit at will. Samuel Taylor
Coleridge, late in the 18th century, in discussing the relationship between the reader and the writen art, wrote
of such a “willing suspension of disbelief.”83
These programs, designed speciically to beneit children, can help adults willingly suspend disbelief to
overcome and reprogram negative paterning that has been dragging them down and holding them back for
the beter part of their lives, and in some cases even more efectively than programs geared toward adults.
In the inal interview that follows, we meet another adult who used the programs herself, right along with her
children, and who received healing beneits at least as profound as those her children received.
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chaPter 14

frances / clarissa, Danielle, anD tanya
Interviewed: Frances, age 36
Complaints:

Child:

Mood swings
General anxiety
Depression
Anger/Rage
Migraine headaches
High blood pressure
Insomnia
Nightmares
Clarissa, age 13

Complaints:

Child:

Worry/Nervousness
Resistance to reading
Bedtime resistance
Separation anxiety
Low self-esteem
Trouble falling asleep
Danielle, age 15

Complaints:

Child:

Negativity
Trouble expressing feelings
Poor academic performance
Tanya, age 17

Complaints:

Low self-esteem
e•f

How old are your children?

Tanya is 17, Danielle is 15, and my baby, Clarissa, just turned 13.
And your youngest is the one having diiculties?
Clarissa is a constant worrier. She worries about all sorts of things that most 13-year-olds
wouldn’t be concerned about. She came home from school saying, “Mom, I’m so worried about
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my friend, Tasha. She’s Buddhist and I’m afraid when she dies she’s going to go to hell, and I
really like her.” And I said to her, “Don’t worry, just pray for her.”
Is she also having problems falling asleep?
All the time, since she was around 6 years old. She goes to bed about 10:00 and she’s often still
awake at midnight. So it takes her at least one to two hours. In fact she’s usually still awake
when I go to bed, so she’s always begging me to let her get in bed with me to sleep. And I end
up saying, “Now look, you’ve got to go to sleep now. If you don’t go to sleep . . . .” I have to
threaten her with taking something away. She needs an incentive to go to sleep.
How has her behavior been during the day?
She has always been the kind of kid where if any litle thing happens to her, it just knocks her
on her back. The smallest disappointment just causes her to well up with tears, and she feels
destroyed. So she avoids trying new things.
And how is she doing in school?
Well, she’s always been a good student, but she doesn’t like to read. She has a high reading
level—actually, she reads at a high school level—she just doesn’t want to read. She has no
interest in reading. Like I keep geting notes from school saying she isn’t completing her reading
logs. Students are supposed to read and then comment on what they read.
How about the rest of your girls?
Well, Danielle’s always been a prety negative person, always closed-of emotionally. I think a
lot of it may have to do with how explosive I’ve been. I think she’s sort of been conditioned to
keep everything inside for fear of how I’m going to react. It’s made her real sneaky.
Sneaky?
Like she won’t tell me anything. She doesn’t clue me in to anything about her life or her problems
or how she’s doing. Even when she’s feeling good about something, she doesn’t bother to ill
me in about it.
This seems like a good time to move on to talking about you some. You’ve been experiencing some diiculties
of your own.
That’s right. You’ve read my ile. I’m a wreck.
Explain a litle about the speciic symptoms you’re experiencing, both on and of medications.
Sometimes I feel so sick inside that I won’t even leave the house, won’t take a shower, won’t
brush my teeth, and won’t comb my hair. It can get really bad.
How about your sleep paterns? How much sleep do you normally get?
Well, out of 24 hours I probably sleep about 18 and this is because of the medication I’ve been
taking. But when I’m awake, I’m anxious all of the time and have to deal with feeling angry a
lot.

Chapter.14...Frances./.Clarissa,.Danielle,.and.Tanya

145

And when you aren’t taking medication how long do you sleep?
When I don’t take the medication, my anxiety is out of control and I can go days without sleeping.
Sometimes I can’t even keep a sentence together and then my anger will come up again. I
overreact to everything. I’m just over the top, all of the time. When I do take the medication it
helps me to sleep and to organize my thoughts, but I’m too tired to do anything, and I’m still
anxious and angry a lot. I struggled with this dilemma when they tried to send me back to
work. I just couldn’t function, on or of the medication, and that was going on when I was just
being re-trained. I wasn’t even answering phones yet, and I needed to be ready to give a lot of
information to people. So there was no way I could do my job, and that’s when they inally put
me on disability.
How long had you been struggling with intense anger?
About six years, maybe even longer.
Were there things in your life that brought that on?
Yeah. I was being abused both physically and mentally. I was a single mom and I was stressing.
I couldn’t handle what life was bringing to me. I was trying to raise three girls by myself. I
was going through a divorce, and I was trying to ind work but I didn’t have a car. Everybody
has it tough, I know that, but it was more than I could handle. And as my anger built up I got
really scared for my kids. I felt the potential for me to become an abusive mom, like what I
went through with my own mother, and I wasn’t going to let that happen. I was determined to
protect my children, even if I had to protect them from me. That’s what I was thinking. And that
was right before I was diagnosed as having bipolar disorder.
What happened then?
I ended up in a new relationship, but we broke up soon after because he just couldn’t deal
with me. You know, when I’m okay, I’m really okay, but when I’d get suicidal, he just couldn’t
handle it. I turned to the left, as they call it in my neighborhood, and there was no bringing me
back.
So, that was the state you were in when I irst started treating you, and you were taking a number of
medications?
Yes, I had been taking Risperdal, Lamictal, Wellbutrin, and Celexa for three years, except during
times I couldn’t aford them, and even though I’m functioning very well, they aren’t helping
with everything.
Like what?
I’m still not geting the kind of rest I need. I still have nightmares. I still can’t get restful sleep,
even though I’m taking the medications. My body inally got kind of used to them so I’m not as
sleepy as I had been in the past. Instead of sleeping 18 hours I’m now sleeping maybe 10.
And you have said it’s not a very restful 10 hours either. Is that right?
No, not restful at all. I’ll usually be up at least a couple times a night walking around the house
all groggy, checking on the kids, checking the doors, going back to bed, geting up to see if I left
a light on.
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Are there any other problems you are struggling with?
Yeah, I’m also taking Inderal for high blood pressure. I weigh 300 pounds, so I’m obese and I
have high blood pressure. I also get migraines a lot.
How often are you having migraines?
At least once a month, usually more. They usually happen around my menstrual period. When
I was working, I used to get them so bad that I couldn’t even see my computer screen. The light
made my eyes ache to the point that I couldn’t stand it. I would get nauseated and throw up. I
had to take of from work prety often when I had them. And I’ve continued to have them. It’s
depressing.
Has depression been something you have struggled with often?
Depression has been almost constant with me in the past. I have tried to kill myself ive times.
My irst suicide atempt was when I was just a teenager.
e•f
After speaking with Frances some more, I gave her the Magic Carpet and Country Friends CDs to try with
Clarissa, as well as a couple of my adult CDs, Natural Relaxation and Natural Sleep, to try herself. She returned
four months thereafter to tell me how it all went.
e•f
So, I gave you Magic Carpet and Country Friends for your youngest at the same time that you started using
the adult programs.
I came home that day with this bag that you gave me with the CD player and the CDs and also
the Magic Massager you gave me.
Oh, the Magic Massager! We love the Massager! My girls have had such a great time with it. It’s
so cute how they massage each other, and are always bargaining for more. “I’ll do this or that
for you if you’ll massage me for another 15 minutes.” Usually they work it out, but sometimes
I’ve heard them say, “Oh, you are asking for too much, I’ll just massage myself.” It’s such a nice
way for them to get closer to each other. I think it’s brought them closer in a number of ways.
When they start using it I can hardly get it away from them.
Anyway, so when I brought the CDs home I tried to make it as positive as possible and said,
“I’m going to start listening to these special CDs to help me relax and sleep and you get to listen
to your own special CDs.” And she was like, “Really?” Anything that I do, Clarissa wants to do,
so she was happy. She started by listening to Magic Carpet and she really liked it. She started
sleeping beter right away. Now, the other girls are a litle older but they all sleep in the same
room, so when Clarissa plays it on her boom box, they all hear it. Before long the older ones
were saying, “We’ve heard Magic Carpet too much, it’s for kids.” But whenever I check on them,
they’re all asleep before it’s over. I don’t check on them nearly as often as I used to because
they’re asleep so fast—just knocked out.
How has Clarissa speciically responded to the program?
Her nightimes are diferent. She actually likes going to bed now. She hasn’t asked to sleep with
me since she started the programs. She may get up in the morning and come in and cuddle
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with me, but that’s all. And it’s a lot more than just the sleep issue, too. She doesn’t need me so
much in general. She’s much more self-suicient now. She used to be kind of clingy. She was
never an independent spirit; always needed to have someone with her everywhere she went
and everything she did. I’m not going to say it’s gone completely, but it’s greatly improved.
Before, I couldn’t leave her at home by herself. Not that she wasn’t trustworthy; she just got too
anxious being alone. If I was going somewhere, she always asked if she could come along. Now
she’s happy staying home by herself. It’s just not a problem any more.
Anything else?
The other day, I took Clarissa with me to college and she sat there doing her homework while
she listened to Country Friends with her headphones on. She says it helps her to concentrate. I
wouldn’t have thought that would work.
So have you noticed any other changes with Clarissa since she started listening?
Conidence. She recently got up the nerve to try out for cheer squad and she made it. And not
only did she make it, she has been making up routines, and the last couple weeks they put her
in charge.
Are you saying that before using the programs she wouldn’t have had the conidence to do that?
She would have been just dreaming about doing something like that. She wouldn’t have even
considered trying. Now, she doesn’t care what others think so much. Even with the coach, she
keeps geting more and more conident. Like Clarissa started showing up with new routines
she had worked out and her atitude was kind of, “Hey coach, let me show you something I’ve been
working on.” Just very conident, as if it didn’t mater if the coach liked it or not. And now the
coach has been approaching her, asking if she’d be willing to work out new routines when they
need them.
With her increased conidence, they’ve moved her out in the front line and everything. Before
her moves were unsure, but now you should see her, she’s ierce and vigorous and hiting
all her moves exactly. And her facial expressions have even changed. She has this big smile,
she sticks out her tongue, she winks, she just shines. And this is all really new. She just didn’t
have that kind of self-conidence and poise before. And honestly, this all started right after she
started listening to the programs.
Has her program use seemed to have any efect academically?
She reads now. Within the past four months this has happened. She’s very focused when she
reads now. She’s even geting her reading logs done without any prompting. Before, she never
read for fun. Now she’s always asking me to take her to the library for more books. Around
Christmas vacation, she started reading Nancy Drew mystery novels. She’s started to realize that
she has missed out on a lot because she wasn’t reading.
Have the programs had any efect on your other children?
Well, Danielle seems like she may be geting some beneits. She’s never had a problem going
to sleep, but she has also been listening to Magic Carpet because Clarissa plays it on speakers.
Well, right after she started listening, she suddenly began to enjoy school. Suddenly, I didn’t
have to prompt her anymore. She organized her notebook and began keeping everything really
neat. Whereas before, she was scoring 20s out of 50, now she’s geting 38 on up. Before she was

147

148

DreamChild.Adventures.in.Relaxation.and.Sleep

just, “Whatever . . . I’m going to be a photographer, I don’t really care.” But now it’s like she wants to
work, and that’s new.
Also, she’s becoming much more positive. It’s a prety remarkable change. She’s not being
sneaky anymore either. She’s been more open. She’s been telling me everything. She doesn’t
seem to worry about how I’m going to react. This may have something to do with the fact
that I have calmed down. She doesn’t mind sharing her feelings with me. It feels like the bond
between us has strengthened.
And what about your 17-year-old? She’s been in the bedroom listening to the programs, too?
She has no problem sleeping. So there’s been no change there. But she’s always been very unsure
of herself and that has changed. An example is her Tahitian Island dancing. Before, she would
only dance if it was some kind of performance that was set up. Even if we begged her to dance
for us, she wouldn’t do it. Now she’ll dance in front of anyone, anytime. She’s very relaxed
about it now. And when she dances—what a diference! Now she’s completely into it. You
know, it’s kind of a sensual dance, and before she was reserved. She’s not just going through
the motions now, she’s feeling it. It makes it much more exciting to watch.
She’s goten a whole lot more conident in general. I’ve seen it in the way she interacts with her
friends and also with me. You know how I was in the past. Well, she’s always been very careful
not to invoke my rage. But lately, we joke around, and she doesn’t act afraid of me anymore.
And we’ve goten a lot closer. She’s more willing to tell me how she feels. But that goes both
ways. I’m able to talk to her about how I’m feeling. Before I used the programs it was a lot
harder for me when I felt so anxious about everything. Now that I’m calmer, I can tell her how
I feel, too.
In fact, I was just talking to her about my concerns about her going of to college. I told her that
I worry about the decisions she’s going to be making about pledging and drinking alcohol and
all the other temptations. I tell her, “I worry that you won’t remember what you’re there for.”
And I can tell her this now because I’m calm, and I know I won’t get upset and overwhelmed.
Before, all I could do was try to not do anything that would make me feel more anxious. And
she reassured me. She said, “Mom, you have taught me well. And I’m not going to drink and
I’m not going to have sex. And I know why I’m going there, and it’s to get an education and
become a social worker.” Anyway, she has been sharing stuf that she normally wouldn’t. She’s
a very private person, and she’s been opening up, and that’s new for her.
Has there been any change in the way your daughters act toward each other?
Yes. They don’t argue as much. You know sisters bicker, but it’s been really mild lately. The
biggest change has been that they seem happy for one another, when something good happens
to one of them. They’ve never been happy for each other like that. And they have goten closer.
Now it’s possible that the oldest going away to college has something to do with this. They
realize they’re not going to be the Three Musketeers anymore, but still, it seemed to happen
right after they started listening to the programs.
And everybody is more into a routine now. They all go to bed and get up without me having to
boss them around. Everybody enjoys going to bed now.
Even you?
Yes, even me. When I irst started listening to the programs I listened to one and then another,
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and I was relaxed but still awake, but prety soon I couldn’t even get through one of them.
And right around then, I quit taking Risperdal and Wellbutrin and Lexapro, because I couldn’t
aford my co-pays. Sorry, I didn’t let you know, but there really wasn’t anything that could be
done about it. I only continued the Lamictal, but I was able to sleep—no problem. I was amazed.
Oh, I wanted to tell you about something I did that has been really helpful. Right around the
time you gave me the audio programs, I made my bedroom into a place where I really wanted
to be. I rearranged the whole room and made it feel nice and romantic. I got rid of a bunch
of junk. I put lowers around my bed and set up some soft lights. And when I started using
the programs, my feelings and the feeling of my room began to match. It made it all more
believable. Before it was like, “Oh, I really don’t feel like taking a bath.” And it was the programs
that made me feel diferent. I started looking forward to going to bed.
I take me a nice relaxing bath every night now with all my litle bath salts. I brush my teeth
and loss, and comb my hair and put on my nice, warm, lufy pajamas. And every night I look
forward to this ritual that I do for myself. And then, to top it all of, I get in my nice soft sheets
under my two comforters and I put my headphones on, and I’m in heaven, because I know I’m
going to go drift to sleep in paradise and I’m going to stay asleep—like I don’t have a care in the
world. It’s like I have a date with myself every night, and with God.
When I wake up in the morning, I feel like I’ve been on a spiritual journey. I really look forward
to it. Kind of like, “I’ve been out in the rain all day, and it’s cold, and I’ve been dealing with traic and
grouchy people, and I get home and I can’t wait to take a nice warm bath and then sink into my cozy bed.”
That’s how I feel now. I never used to look forward to going to bed. Now I can’t wait.
How long did it take before you felt you were sleeping normally?
My sleep was beter right away, but in about two weeks I was falling asleep within 15 or 20
minutes, sleeping through the night and waking up in the morning feeling completely rested
and refreshed.
So, have the programs had any efect on your anxiety? Have you felt a shift?
Major shift. Like back then, I was experiencing serious road rage. One of the worst cases of road
rage you’ve ever seen. If someone tried to cut me of, or whatever, I’d follow them to their home.
It got to the point where I couldn’t be in the car alone. People had to drive for me. It was that
serious. That’s just not happening anymore. I have no more road rage. I’m not the same person.
Now, my kids say, “Mommy, why didn’t you honk at that guy? Why don’t you use the horn
anymore?” And that’s not what they used to say. Before it was, “You’re not going to follow that
car are you?”
But that’s what I was doing and that’s dangerous. You don’t know what’s going to happen
because people are crazy! Now if someone cuts me of, I feel like, “He saw me, he didn’t care, it’s
not personal. It’s not like he knows me. Oh well, what am I going to do? Follow him and try to strike up
a conversation? Like there’s going to be some real communication between us? I don’t think so.”
I was having road rage even when I was taking Risperdal, which is a prety powerful tranquilizer.
We’re learning about psychopharmacology in my psychology class, and we’re talking about
medications I’ve taken. I don’t even need most of them now. There’s no need for them, because
I’m just not doing that anymore and that’s just one of the changes that I’ve gone through.
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What’s been happening with all the medications you were on?
For the past three months I have only been taking Lamictal. In fact I haven’t even needed to take
the Inderal. My blood pressure has been normal. I have been taking my blood pressure weekly,
because I give blood, and it’s been normal the whole time. And another thing, I’m not having
migraines since I started your programs.
None at all?
Nope, not one. Not since I started your programs.
And what’s been happening with your depression?
Gone.
It’s gone?
That’s right.
Could you tell me more about that, please?
I can say that my depression was gone by Christmas, so it took about two months. Christmas is
usually a really hard time for me. And this was one of our poorest Christmases. Usually, it’s so
hard for me because I can’t buy the things that my children really need, but this Christmas was
a breeze. It was like, “Okay, no problem kids. We don’t have a big tree, but we can use this litle one.
And let’s go on the Internet and ind ways that we can make our decorations. And let’s make presents for
everybody.”
And instead of me worrying about what I didn’t have for people for Christmas, I wrote poems
and baked pies. We made ornaments from paper. We learned how to make 3D snowlakes and
decorated the tree with them. On Christmas day I cooked a wonderful meal, and I hadn’t done
that for ages. I had a guest over. I hadn’t done that in forever. It was one of the best Christmases
we’ve ever had. And usually around Christmas I’m so stressed that I feel awful. It was awesome.
It sounds like there’s a lot that’s new.
In the last four months there have been so many wonderful changes, and it’s all been from the
inside out. I keep a journal, so I’ve kept prety good track of the changes I’m talking about. And
I know when they happened, which was right after we all started listening to the programs.
You know, I can talk about all these changes that we’ve gone through, but I don’t think you can
really understand how dramatic it has been. I wish you could have seen what it was like around
our house four months ago and you could then see what it’s like now. I think that’s the only
way you could really understand what I’m trying to explain to you.
It’s just amazing. Uterly amazing. And the idea that it all goes back to being able to relax—just
being able to calm down. It’s that easy. There’s something to be said for being able to relax.
There’s also something to be said for geting a good night’s sleep.
That’s for sure. I think it’s the most valuable resource our bodies have for rejuvenation. A litle
mini-vacation of sorts. I’ve never been on a vacation my whole life. I’ve never goten away from
it all. Never taken my kids on a vacation. And I think it does something to you when you never
get away, when you’re always under the gun, pressure on you all the time. And, in fact, your
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body gets programmed to always be on alert, and you kind of get frozen in that state and feel
helpless.
I started college right around the time that you gave me the programs, right? And one of the
classes I’m taking is Psych 101. People have been sharing really openly in there and I’ve told
them quite a bit about me. I was so excited last week to give a report as to how far I have come.
Starting in October, when I irst saw you, and now it’s February and so many things have
changed.
But anyway, what I was going to say was, in psychology class we studied how circus elephants
are trained. When they’re young, they atach them with heavy chains to a large stake in the
ground. They struggle and pull at it but they can’t break free, so they just give up trying. And
from then on, even when they grow up to be these huge, strong animals, even a tiny thin rope
will keep them there. As soon as they feel the slightest resistance, they just give up, even though
they are now strong enough to pull the whole circus tent down. They no longer believe in their
own strength.
It’s learned helplessness and I can see how it has kept me stuck where I am. But it doesn’t have
to be that way. I’m poor, I’m a black woman, I live in the gheto . . . . And without a break from
all the emotions that weigh us down, it’s easy to believe in limitations that aren’t really there.
When you go on vacation and get away from your usual way of thinking you have a chance to
relax and see yourself diferently. When you never go on vacation, when you never relax, you
tend to keep thinking in the same old ways. You tend to just focus on survival and remain stuck.
And this is a way the programs have helped you?
Exactly. The sleep I get now is so diferent than before. The sleep I got before just wasn’t restful.
I used to have the craziest dreams—nightmares all the time. I’d wake up and the dreams
seemed so real that I’d just be crying and it was hard to pull myself out of it. And I don’t have
nightmares now.
When I enter your 3D world of sound, it’s so real that I actually feel like I’m there on that
tropical island. And when I’m on the hillside overlooking the ocean, on the trail, or by the
stream, or down on the beach I’m not that single, poor, black woman in the gheto; I’m a child
of God with as much potential as anyone else to create the life I want. It’s up to me if I reach
my goals or what I let stop me. No mater what’s going on during my day, I know what awaits
me. Each night I have a mini-vacation to look forward to. Each night I feel like I’m the richest
person on earth. I do.
I never really enjoyed sleep before. It was just something I did because my body just had to.
Now it’s something I do because I love doing it. And there’s a lot to be said for being able to step
back and take stock. Yes, I live in the gheto. And yes, I’m poor, and yes, there’s no gas in my car,
and there’s no money in my bank account. But you know what? That’s just how it is right now.
It’s not how it’s going to be forever. And I’m not that elephant tied to the stake. If that elephant
knew how powerful he was, he could just break loose and run out of that tent and be free. And
that’s how I feel right now; like nothing can stop me.
And I feel that way because I’m able to take stock of my life every night. It excited me when I
learned about the autonomic nervous system, and that it could be reset. It’s almost like praying
for forgiveness, and having your slate wiped clean and being able to start all over, fresh. So it’s
almost like when I go to bed it wipes my slate, my day, clean. All the trash and all of the gunk,
all that stuf, I don’t absorb it anymore, it’s all wiped clean. Before, I slept but I wasn’t rested. I
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was still carrying around a bunch of crap. Before, when the medicine used to put me to sleep,
I slept, but I wasn’t rested, the crap was still there. I wish I had beter words to describe this.
You’re doing ine.
It’s just . . . I don’t wake up with all the stress that I woke up with before, the pressure of the
world just weighing me down. I don’t have that anymore. It all goes into the recycle bin, and
when I wake up I’m ready for the day.
I used to go for as long as three days without taking a shower. Now when I get up I always take
a shower. I want to do my hair, and I put my makeup on and I like to look prety. I don’t just put
an outit on, I want it to coordinate. I don’t want it to just match; I want it to be fashionable. And
my art teacher gave me a compliment, she said, “You’re really a sharp dresser,” and I hadn’t
heard that in years.
You’re expressing your beauty.
I am feeling beautiful. I’m feeling like I’m an expression of the Most High. And I’m not ixing
myself up to impress anyone. I’m doing it because I want to feel beautiful, because I’m tuning
into my real nature, and it’s beautiful.
You know, I’m originally from the country, and whenever I’m in a natural seting I feel close
to God. So every night when I’m walking through nature or I’m on that beach, I’m with God.
And the 3D sound makes it so real that I actually feel like I’m there. I don’t get very far in the
programs at night before I fall asleep, so sometimes I listen during the day, so I can be awake
and enjoy being there in nature.
And you ind that helps you, too?
It sure does. You know, I’ve had a hard time trying to explain what happened to me when I
used your programs. I guess they’re kind of like hypnosis, not exactly, but kind of, and you
know what happens if you tell someone you are doing hypnosis? The image that comes to mind
is of someone swinging a watch and saying, “Your eyelids are geting heavy,” and they imagine
someone acting like a fool and clucking like a chicken every time a certain word is said. You
know that’s what people think because of the entertainment industry. So if you say you are
doing hypnosis, people just tune you out. I’ve kind of given up trying to explain what I’ve been
doing to people. And when I tell people I’m not the same person, they don’t know what I was
like before anyway.
So you ind that these positive changes have been showing up in all diferent areas of your life?
And especially at school. I tried going back to school a couple times in the past, but I got so
anxious that I just couldn’t do it. The irst time I couldn’t even get through orientation and the
second time I only atended one biology class and I never went back. I was so anxious about the
idea of taking tests, which has always been such a problem for me in the past, that I just couldn’t
see how I was going to do it. Well, I just inished my irst quarter and I made the President’s List.
What does the President’s List mean?
I had a 4.0 grade average—straight A’s. I’ve never done anything like that before. The last time
I had good grades was in junior high school when I got mainly B’s. Sometimes I’d get an A.
But I haven’t been in school since dinosaurs walked the earth, so geting straight A’s was really
something. It’s a small Christian college with really nice teachers and I’m sure that kind of
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support helped. Besides being less anxious, I think the fact that I can sleep now is a big factor.
I’m able to organize my day, and I’m alert. I can focus. I’m deinitely more relaxed, too. Now I
go into tests with a whole new atitude. I say to myself, “I know this material, and I can do this.”
Before, no mater how hard I studied or how well I knew the material, I’d just panic.
So would you say there has been a major shift in your conidence level?
Has there ever—a huge shift! I used to always worry about what other people thought about
me. Now, I don’t really care so much. I feel like I’ve been freed up from worrying about that.
Another big shift has been my motivation. I remember in the past, when I was reevaluated for
my disability, the examiner asked about my daily activities and almost all of my answers were,
“I’m not motivated to do that.” I felt that way about everything.
Now, I’m a diferent person. I just went to a community newspaper and asked them if I could
write an article. Would you believe that I was invited to write a regular column? Here’s the
newspaper with my irst one. I don’t want to toot my own horn, but it’s good. I already have
my next six planned. I’m completely excited and motivated. You can’t imagine how diferent
this is for me.
I’m not saying that your programs are a miracle drug, but you have to wonder with all the
things that have happened to me since I started using them. It’s prety amazing. My blood
pressure returned to normal, my migraines are gone, I can sleep, my anxiety and depression are
gone. I’m just so thankful—it’s been an answer to my prayers.
Just learning how to relax is so important. I can’t help but wonder how diferent my life might
have been if I’d been able to use the programs years ago. Maybe I never would have been on
disability. But “if” is the biggest word in the dictionary.
Indeed.
My next stop on this journey is making my body healthier. I weigh 300 pounds. I can say that
now, but before I used to cry about it. I don’t want to weigh so much. I want to be active, and
I want to feel beter. And that’s my next challenge. The fact that I’ve goten this far makes me
know I can do it.
Even though now I don’t care so much about what other people think of me, I want to lose
weight. You know before, I kind of liked having the weight on me because I wasn’t so atractive
to men. There was a time when if a man approached me it was like, “Okay, I’m cute? Well, why
not?” I really wanted to be around someone who thought I was cute and then I’d be stuck with
some jerk.
I’ve made some poor decisions when it comes to men. It got to the point that I didn’t want to
feel cute, so I wouldn’t have to deal with them. At least that was my excuse for gaining weight.
So it seems like there’s a man issue mixed in there somewhere. It’s probably important that I
deal with that. So I need to lose this weight for me. I want to feel healthy. I don’t want to use any
issues I have with men as an excuse any longer.
Good for you.
You know, I stopped buying all that crappy food I used to buy, and I’m now geting healthy
snacks. I’m making a lot of changes. I’m avoiding fried foods now and I’m eating a lot more
vegetables. And I’m also trying to get to where I enjoy exercising. I know that’s an important
part of this and I’m determined to do it now.
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Is there anything else you’d like to share in this interview?
You know, I just wish I could take others on a tour of the dreams I have at night. It’s hard to
describe. I enter a world that’s so wonderful. The programs take me into a world of nature
that comes to life in a magical way. And from there I go on my own personal adventures. I
have writen about this in my journal, trying to describe what it’s been like, but it’s hard to do
because it’s so diferent from a normal experience in this world.
When I put on a CD it’s like my body just lips a switch. Like I said, at irst I could listen to two
CDs. But now, in 10 minutes, I’m not in this world any longer. These programs are awesome.
I’m not sure you realize the implications of what you have created here. I’m sure you had
an idea of what you expected them to do when you created them, but I doubt you could’ve
imagined the efect they would end up having on people.
Look at me. When you consider all the medications I was taking and all the problems I was
having, and now how diferent my life is, it’s like a miracle. Most doctors would have looked at
my diagnosis and my thick chart and just reilled my prescriptions and told me to go home and
keep taking them. What else could they do? When I quit taking them in the past, I just fell apart.
But you gave me your programs and you encouraged me to see what I could do to help myself.
And when I couldn’t aford my medications I ended up taking a leap of faith, and the depression
and anxiety didn’t come back—unbelievable. I know that with bipolar disorder the only thing
predictable is it’s unpredictable, but so far so good.
I’m not sure you can really understand what all of this means to me. You gave me tools that I
can use any time I need them, and they really work. You have empowered me. It’s a skill I’ll
always have. I no longer feel like I have to depend on all those medications to just keep me calm
enough to get through the day. Now I only take one medication, and I can’t ever remember
feeling this good. I’m not just functioning; I’m beginning to live the life I want to live. I start my
days with enthusiasm, I’m productive and calm, and I’m enjoying what I’m doing most of the
time. And when night comes, I look forward to going to sleep and geting the kind of rest that
I’ve always needed.
When you look at my chart, you see someone with bipolar disorder, post-traumatic stress
disorder, and generalized anxiety disorder, and you think, “What a messed up girl.” But I don’t
match my chart anymore. And that’s an accomplishment that I can hand back to you. You know,
the way you have put these programs together, with the 3D sound and all, is pure genius. At
least I haven’t seen anybody else doing anything like this.
It’s a prety novel approach, no doubt, and I really do love working with the 3D sound, which is so perfect
for my purposes. The soundtrack just sort of carries you along and your mind starts to ill in the pictures and
prety soon it turns into a kind of waking dream—sort of like virtual reality. And because it feels so real,
it may have a lot greater impact on your subconscious mind, which probably reacts as though these litle
adventures in relaxation are real—part of your life story. And because the subconscious doesn’t deal with
time in a linear fashion, perhaps it allows you to kind of re-write your personal history. In the same way
that you return to times past or visit the future in your dreams, your subconscious mind may place these
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experiences of relaxation in the present, past, or future, so in a way it may be an opportunity to re-write the
story of your life.
Sure feels like it’s helped me re-write my entire story. It’s so wonderful to be able to say I’m a
changed person and that I’m free from my past and inally creating the life I want for myself.
And it’s so reassuring to know that the programs will be available for me and my children the
rest of our lives. I just know that I’ll be able to handle whatever comes my way. Hallelujah!
Thank you so much for sharing your experiences.
Thank you for making it possible.
It’s been my pleasure.
e•f

low self-esteem
In this interview, both Frances and her daughters experienced problems of low self-esteem. It probably won’t
surprise you that this is a common issue that many people, young and old, face. What may surprise you,
however, is how much sleep plays a role in these mental/emotional states.
sleeP anD self-esteem

A 2004 study of over 2,000 Illinois students found that as children get increasingly fewer hours of sleep per
night—as is typical with children advancing through their middle school years—they become increasingly
prone to feelings of low self-esteem and depression.84 While acknowledging that emotional issues such as these
are common in adolescents, researchers still concluded that decreased sleep was at least partially responsible
and, conversely, that increased sleep could help mitigate feelings of depression and increase self-esteem.
the role anD benefits of self-esteem

Self-esteem has been found a critical part of a person’s success in life, whatever paths they may pursue,
whatever their goals may be. Self-esteem helps people form healthy relationships and it helps them feel a sense
of purpose and motivation to contribute to their world.
threats to self-esteem

I’ve already discussed the issue of self-esteem from a number of angles including the profound efect bedweting
and obesity can have on it, from shame and guilt. Furthermore, as you saw in the commentary on academic
performance, reduced and disrupted sleep can hamper the development of a child’s cognitive abilities. And
when a child falls behind his classmates, self-esteem sufers, too.
seven Pillars of high self-esteem

Nathaniel Branden, Ph.D., author of The Psychology of Self-Esteem (2001) and The Six Pillars of Self-Esteem (1995),
outlines six speciic practices, the commitment to which can help increase a person’s self-esteem:
•
•
•
•
•
•

conscious living
self-acceptance
self-responsibility
self-assertiveness
purposeful living
integrity
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To Dr. Branden’s list, I would add a seventh pillar: adequate restful sleep.
In addition to improved quality of sleep and increased sleep duration, other factors that can help raise one’s
self-esteem include regular exercise and a balanced diet. As luck would have it, these factors also help increase
sleep duration and improve quality of sleep.
The botom line on self-esteem and sleep is that taking care of oneself is a key element of self-esteem and, in
turn, adequate amounts of restful, healing sleep are key to taking care of oneself.

Part iii

Other consiDerations
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chaPter 15

strategies anD solutions
for chilDhooD insomnia:
sleeP hygiene anD beyonD

So far, I’ve concentrated on DreamChild Adventures

and on interviews
with some of the people who used the programs to signiicant beneit. In this section, I’ll present some additional
views on sleep dysfunction and traditional strategies that are taught in one form or another by most experts in
the ield of childhood sleep disorders for resolving or preventing these problems. You can, of course, use the
audio programs along with these suggestions in order to create the most efective treatment possible to meet
your individual needs.
The information that follows will simply introduce and summarize a number of strategies for you. You will
then be in a much beter position to determine what other resources may be of interest as you further reine
your child’s overall sleep program. You’ll learn how to establish new paterns, habits, and routines that may
help both your child and you to sleep beter at night.
SleeP Hygiene

If there were a single concept that most closely encompassed all of these healthy sleep paterns, habits, and
routines, it would be “sleep hygiene.” Common, in fact, among all of the strategies and solutions outlined in
this chapter—and more, in this entire book—is this pervasive concept of sleep hygiene, and an active awareness
of it.
Sleep hygiene refers to the set of habits and guidelines that promote consistently restful and suicient sleep at
night and complete alertness during the day. It’s what you can do, and in some cases should not do, to help your
child sleep easily and well. However, like dental hygiene, sleep hygiene isn’t just for children; it’s for everyone,
regardless of age. And like dental hygiene, instilling good sleep hygiene habits early on in life will promote the
retention and sustaining of those good habits throughout one’s lifetime.
Sleep hygiene can even help people avoid a bevy of the sleep-related disorders discussed throughout these
pages. The clearest sign that someone has poor sleep hygiene (or could at least use some improvements in the
area) is if they experience trouble sleeping at night and/or sluggishness during the day.
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chilDhooD sleeP Problems that can be
sourceD back to Poor sleeP hygiene
This would be a good spot to bring back to mind that list of childhood sleep problems I outlined in the
introduction to this book:
• bedtime resistance
• anxiety about sleep
• sleep onset delay
• nightime wakings
• inadequate sleep duration
• diiculty waking in the morning
• morning moodiness
• daytime sleepiness
Every one of these issues can be traced, at least in part, to a lapse or gap in some aspect of proper sleep
hygiene—and by the same token, every one of these problems can be alleviated, again at least in part, by
making the appropriate adjustments in sleep hygiene.
benefits of imProving a chilD’s sleeP hygiene
Even anxious children can experience transformative improvements in their sleep through adjustments in
their bedtime habits and routines—so much so that it can leave them beter prepared on mental, emotional,
and physical levels to handle their anxieties in a more positive and healthy manner.
guiDelines to gooD sleeP hygiene
As I go through the various guidelines and practices incumbent in good sleep hygiene, many items may be
familiar to you from other parts of the book. That makes the following list a quick and handy reference for
good sleep hygiene for children. Note that while many of these items are applicable to adults as much as
children, the focus in this list is speciically on good sleep hygiene for children.
beDtime scheDule
The irst rule of good sleep hygiene is to create a bedtime routine that works for your child and you, and
then stick to it. Inconsistency in a child’s bedtime routine is most often at fault for any sleeping troubles
that she experiences. Conversely, instituting regularity in bedtime practices has the most profound efect on
reducing, or eliminating altogether, sleeping diiculties.
the boDy clock anD circaDian rhythms
Why is consistency so important? Because sleep and waking cycles need to act in harmony with all other
body cycles, such as body temperature, metabolism, dietary schedule, and hormonal activity—what are
collectively known as the “circadian rhythms.” Our bodies are designed to naturally seek out what’s known as
a state of “homeostasis”—that is, the condition wherein all body systems ind balance. In order to achieve that
homeostasis, all these circadian rhythms must sync smoothly with one another.
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Think of a bedtime schedule like seting your child’s “biological clock;” set it right and your child’s bodily
rhythms begin to naturally run like clockwork.
how to establish a beDtime scheDule for your chilD that works
To best establish a comfortable and efective sleeping/waking framework for your child, it helps to atend
to her other daily circadian rhythms with as much vigilance as you do her sleeping/waking rhythms. Find
consistency in the low of your child’s entire day, including schedules of eating, playing, napping, bathing,
exposure to light and dark, and so on. Start with the events that already typically occur at the same time
each day, and work from there. Perceiving your child’s sleeping schedule as part and parcel of this larger set
of circadian rhythms empowers you to create synergy in these rhythms and promote that optimum state of
homeostasis in every waking and sleeping moment.
What follows next are some practical suggestions on how to establish a bedtime schedule that works. First of
all, as implied above, to be complete, a bedtime schedule must include both a regular bedtime and a regular
waking time. And integral in determining these times, of course, is making sure they are practical and realistic
for both your and your child’s other life schedules.
What’s more—and what many parents fail to realize or, if they do realize it, fail to enforce—is that this bedtime
schedule should be consistent seven days a week. If you must adjust it for weekends, then don’t adjust it by
more than an hour in either direction, or else you’ll defeat the whole purpose of trying to instill a natural
circadian rhythm in your child. Her physiology simply will not know when it is time to sleep or be awake. And
this goes double for teenagers.
common Pitfall: your own scheDule’s irregularity
Adults, of course, ind this framework a challenge because their own schedules usually difer from weekdays
to weekends—and in many cases from weeknight to weeknight. This irregularity in their own schedules makes
it particularly diicult for parents to enforce a regular bedtime schedule for their child each and every night
of the week, but it makes it no less necessary. Children need to be coached into a successful adulthood (again,
this might go double for teens.)
oPtimal sleeP Duration for chilDren
At the same time, in order to be efective, the sleeping and waking times you set must not merely be consistent
and practical, they must also enable your child to get just the right amount of sleep needed—not too litle and
not too much—which is critical. The ideal amount of sleep at any given age varies widely between individuals,
and adequacy of sleep should be determined by a careful evaluation of symptoms, but some general sleep
guidelines are as follows:
Ages 3-5:

11-13 hours per day

Ages 5-12:

9-11 hours per day

Ages 12-18:

9-10 hours per day

Sleeping soundly at night and living an active, alert waking life can become second-nature, a healthy habit that
may be carried throughout one’s lifetime.
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beDtime routine
The second rule of good sleep hygiene, and just as important as the irst, is seting up a regular bedtime routine
for your child, about a half-hour long, leading up to bedtime itself, which involves comforting and familiar
activities that are also relaxing.
why a beDtime routine is so imPortant
One signiicant reason children function best with a certain amount of structure is that uncertainty, not
surprisingly, has been shown to foster anxiety in children . . . and anxiety is the greatest enemy of sleep. But
children only experience this sense of structure, once it’s established, if you consistently enforce it. When you
make an exception, even a rare one, you encourage resistance to the very rules you want followed; then both
you and your child will feel frustrated.
It deinitely takes efort to set, enforce, and adhere to a consistent bedtime routine, but it takes considerably
more efort to deal with a child who doesn’t have such structure and consistency in her life. So while your child
may not particularly welcome the idea of a clear and consistent bedtime routine or schedule, especially at irst,
you can take heart that the beneits for all concerned will quickly become apparent and, in time, she may even
grow to enjoy it and look forward to it.
what not to Do 30 minutes before beDtime
Thirty minutes before bed is the time for her to start winding down, not up. To be avoided during this critical
time period are:
• heavy emotional conversations
• TV
• video games
• active, rough-and-tumble play or cardiovascular/aerobic exercise
• cafeine (chocolate, cafeinated teas, and some sodas)
• lots of liquids (water, juice, milk)*
• big meals and sugary snacks*
[* A note on these last two items: It turns out certain light snacks can actually help a child, once she falls asleep,
to stay asleep. Foods with predominantly carbohydrates and proteins (such as milk and cookies), and foods with
tryptophan (milk, turkey) both fall into this category. Just remember to keep bedtime snacks light. ]

Good bedtime routine activities include:
• taking a warm bath
• reading a story together
• quiet, relaxing family time
• listening to tranquil music, nature sounds, or a relaxation CD
• stretching
As children grow older you can be more lexible with bedtime routines, which may grow to include a walk
outside, a chat on the back porch about the day’s events or future plans, or perhaps playing a board game or
card game, or doing a puzzle together. Older children may want to retire to their room to read, listen to music,
or work on a favorite hobby before retiring for the night, and possibly listening to a sleep program.
Whatever activities you and your child decide upon, the cornerstone of your child’s bedtime routine is that she
knows what time she is to slip into her pajamas and brush her teeth, what time to be in bed, and how much
time she can spend on in-bed activities such as reading or listening to a sleep program.
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the founDation of gooD sleeP hygiene
These two “rules” then—a regular bedtime schedule and a regular bedtime routine—comprise the foundation
of good sleep hygiene. From there it’s only a mater of reining various habits, behaviors, circumstances, and
beliefs. For your convenience, I’ve divided those reinements into two categories: Environmental Sleep Hygiene
and Daytime Sleep Hygiene.
environmental sleeP hygiene
Certain qualities of the seting in which you put your child down to sleep can play a signiicant role in the
quality of her sleep:
• set a bedroom temperature that’s comfortable and will remain consistent throughout the
night, erring on the cooler side as it’s more supportive of healthful sleep than an excessively
warm room (that being anything over 75 degrees); and keeping that temperature consistent
throughout the night can help avert nightime wakings
• make the room suiciently dark; a small nightlight is okay, if needed, but too much
brightness interferes with restful sleep
• ensure suicient ventilation/air circulation, such as by cracking the door open or using a
ceiling fan set on low; refrain, however, from leaving a window wide open all night for both
safety and health reasons (additional air quality solutions follow at the end of this list)
• provide your child a quiet sleeping environment, for reasons that should be obvious
• shut of the television and, what’s more, take the television out of your child’s bedroom;
recall from Bedtime Routines above that all television-viewing should cease at least 30 minutes
before bedtime anyway
• keep the bed for sleeping, in other words refrain from geting your child in the habit of
associating her bed with anything other than sleeping, such as playing, reading, eating, or
watching TV; for this reason, the value of children’s custom theme beds and playhouse beds
that have become somewhat popular of late is questionable
• dress your child in comfortable pajamas/nightclothes, as the more comfortable she is the
easier time she’ll have falling asleep and staying asleep
• provide your child with a comfortable matress and pillows, bedsheets, and blankets for
the same reason
• keep alert for dust, dust mites, and other allergens commonly found in beds and bedrooms;
helpful air quality solutions include:
– keeping pets out of children’s bedrooms
– replacing old carpets and pillows/bedding/matresses
– cleaning out ducts and furnace ilters
– employing an air conditioner or HEPA air ilter
Daytime sleeP hygiene
Many of the factors that inluence your child’s sleep the most don’t even occur at night. On the contrary, a
variety of habits and behaviors that have a major impact on her sleep occur in broad daylight.
The following are suggested daytime behaviors supportive of good sleep hygiene:
• expose your child to sunlight irst thing in the morning, as soon as possible after waking, as
it helps to set her circadian rhythms for the rest of the day (and long-term for the rest of her
life); additionally, ensure your child gets suicient exposure to natural sunlight on a daily
basis
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• avoid naps (with the exception of very young children), as it can both lead a child to be less
sleepy at bedtime and disrupt her natural circadian rhythms, or sleeping/waking paterns
• discuss your child’s medicines with her pediatrician, as some children’s medications
(including prescription drugs, over-the-counter medicines, and all-natural/herbal remedies)
could have side efects that interfere with your child’s restful sleep; if your child is using such
a medication, your doctor can usually help you ind adequate alternatives devoid of these
side efects
• don’t use your child’s bedroom for punishments or time-outs, as a child must feel comfortable,
safe, and happy to be in her bedroom in order to fall asleep easily and sleep soundly—all of
which are prevented when she starts associating her bedroom with punishment
• monitor the content of your child’s television viewing, Internet suring, and video game
playing, as exposure to excessively violent, disturbing, or confusing images could be
responsible for many sleep disturbances, such as nightmares
• confront bullying or other prevalent emotional issues in your child’s daily life, as any
number of daily stressors—from being subjected to bullying on a daily basis, to experiencing
trouble in school, to facing emotional troubles at home like a divorce, a death in the family, a
move, or sibling rivalry—could directly impact your child’s sleep; exploring the suggestions
given in Chapter 17: Strategies and Solutions for the Problem of Anxiety would also fall into this
category of good sleep hygiene
e•f
Consider these the Four Cornerstones of Good Sleep Hygiene:
•
•
•
•

Bedtime Schedule
Bedtime Routine
Environmental Conditions of the Bedroom
Daytime Behaviors and Habits

Improvements in your child’s sleep paterns likely won’t happen overnight, but once you begin implementing
good sleep hygiene practices in your child’s life, you’re bound to notice positive results in their due course.
If you do implement these suggestions and your child isn’t eventually geting a complete and restful night of
sleep on a regular basis, then it’s time to reevaluate your practices and make any necessary adjustments where
it seems appropriate until your child is geting that complete and restful night of sleep every night.
beyonD sleeP hygiene
As you undergo this process of reevaluating and reining, you may start by examining the Four Cornerstones of
Sleep Hygiene as they relate to your child’s life. But do keep in mind that these aren’t the only factors that could
afect your child’s sleep for beter or for worse. The remainder of this chapter is devoted to those additional
factors beyond sleep hygiene that could help you help your child get the regular good night’s sleep she needs.
seParation anxiety: necessity or not?
For most babies and many children, the separation anxiety of being left alone to sleep at night is so strong as to
lead to the baby or child crying, sometimes ceaselessly, until one of two things happens: the baby cries herself
to sleep or the parents come in to comfort her.
The notion of this separation anxiety and whether it is a necessary stage in a child’s healthy development or an
unnecessary trauma detrimental to that development is at the crux of much of the debate between advocates
of difering approaches to helping children sleep. As we proceed with this discussion, irst we’ll examine
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approaches that confront that separation anxiety, albeit gently and gradually, followed by a quite diferent
approach, called co-sleeping, that aims to prevent such separation anxiety altogether.
sleeP associations
To get this discussion started there’s hardly a more appropriate expert to turn to than Richard Ferber, M.D.,
one of the foremost authorities on children and sleeping. His seminal work on the subject, Solve Your Child’s
Sleep Problems (2006), outlines a philosophy on helping children develop healthy sleeping habits that is still
widely taught and practiced today.
According to Ferber, creating and stridently adhering to rituals and routines regarding bedtimes, pleasant
practices that make a child look forward to bedtimes—and more, the right bedtime routines and rituals for their
long-term well-being—is essential not only to helping a child develop good sleeping habits but in preventing
a slurry of developmental problems and further sleeping diiculties in the future.
Ferber asserts that consistency is critical to ingraining positive sleep paterns and associations, and avoiding
the adoption of negative ones. This concept of “associations” is at the core of Ferber’s philosophy on the
importance of establishing consistent bedtime routines. “We all learn to fall asleep under a certain set of
conditions,” he notes. What for adults entails the right pillow, a particular side of the bed, a certain position,
and reading, watching TV, or other bedtime ritual, begins in infancy with the particularity of conditions and
circumstances under which a child learns to fall asleep and sleep soundly.
All childhood sleep experts address the importance of sleep associations. Note the cardinal rule:
All children should fall asleep under the same circumstances they will experience when they
awaken during the night.
nighttime wakings
Notice that I said when they awaken, not if they awaken. We all experience about ive brief wakings during
the night. We change body position, check our environment, straighten our blanket, or reposition our pillow.
If all is well we return to sleep quickly, usually without remembering we were awake. But if you awaken to
ind things not as they were when you fell asleep, such as a missing pillow or a light on, you’ll suddenly ind
yourself wide awake assessing the situation.
In order to fall back to sleep after nightime wakings, children quickly develop the habit of needing the same
circumstances around them as when they irst fell asleep. If you allow a child to fall asleep on the couch in the
den with the TV on, for example, and then you carry her to bed, she will awaken to a changed environment
and may be unable to fall back to sleep on her own. She may begin to cry instead or come to your bedroom
complaining that she can’t sleep and want you to do something about it. And, of course, this isn’t a time when
you particularly want to be up with her because you also need your sleep.
rocking young chilDren to sleeP
A disrupted sleep association, for example, often becomes a problem for very young children who are regularly
rocked to sleep and then laid to bed after they are asleep. They awaken to a new circumstance and react to
the parent’s absence and the absence of rocking. Although a young child will enjoy the relaxing comfort of
rocking, or of a litle back rub, take care not to establish a habit of her falling asleep while you are doing it. Be
sure to stop and leave the room before she actually falls asleep. And don’t lie down in bed with your child until
she goes to sleep, because you will not be there when she awakens.
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Leaving the Light On
If you leave the child’s bedroom light on while she falls asleep and then turn the light of after she falls
asleep, she awakens to a disrupted association that demands assessment and, consequently, alertness because
someone (or something) has clearly altered—been in control of—the environment while she was asleep; the
assessment may thus short circuit to anxiety over loss of control and further disruption of sleep.
what about security objects . . . blankets, teDDy bears?
Ferber suggests that a security object—a “special toy or favorite blanket” may be used to help comfort her
during the separation from her parents, giving her a sense of some measure of control over her world when
she is unable to efectively exert her control on the parents.
Opponents of this technique argue that there’s a dangerous contradiction in teaching children to value and
depend on things more than people for comfort from life’s stresses.
relaxation aiDs anD sleeP associations
In order for your child to sleep well at night, she must learn to fall asleep alone under the same conditions she
will experience upon waking during the night. Disruption of sleep association, however, does not appear to
apply to the use of audio programs as relaxation aids.
But audio recordings in the natural world have a beginning and an end; a child quickly learns that the audio
program will end (unless you’ve set the machine to repeat—an inadvisable action). Relaxation and receptivity
to sleep are the goals of the program, not prevention of the natural occurrences of brief wakings. The relaxed
child, secure in her environment, returns to sleep even when not listening to a program because things are as
they should be. Thus, even restless children tend to experience deeper sleep after using the programs, with a
reduction in the number of anxious nightime wakings that lead to disruption of sleep.
Further, if your child has developed the habit of needing you present in order to fall asleep, you may ind the
sleep programs particularly helpful. The programs become a transitional experience that keeps her company,
entertains her, and then, naturally, puts her to sleep. With time, she learns to fall asleep on her own without
endless episodes of crying or begging for “one more story.”
teaching your chilD to fall asleeP alone
If your child continues to insist that you be present when she falls asleep, you may wish to institute a behavioral
program designed to eliminate this habit. As mentioned above, you must establish conditions for falling asleep
that will be present when she awakens during the night. You will need to make a concerted efort to establish
reproducible sleep associations, and it must be done consistently or it is likely to fail.
Begin by asking yourself how long you can listen to your child cry before feeling that you have to do something.
It is best to start slowly and can be as short as a minute, but you will achieve your goal more quickly if you
begin with ive minutes. Each night at bedtime, and after nightime wakings, your child must fall asleep alone,
without your presence in the room. Gradually, you will need to let your child cry for longer periods of time,
before returning for a few minutes to check on her. When you return you can pat her on the back, reassuring
her that everything is all right, that you care about her, but always leave the room while your child is still
awake.
You will need to continue this until she inally falls asleep while you are out of the room. If the child has not
goten back to sleep, but the crying has stopped or has eased to mild whimpering, don’t go back in. On the irst
night, you might want to make ifteen minutes the longest time that you wait before returning, if your child is
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still crying. On subsequent nights, progressively increase the time that you wait before returning. If your child
awakens crying during the night, begin the same procedure again, waiting for ive minutes and working up to
ifteen. The same procedure can also be used during naptime.
Use a gradual approach such as this. Your child needs to learn that you are nearby and taking care of her;
she can only learn this through experience. She will eventually conclude that it isn’t worth ifteen or twenty
minutes of crying just to have you return briely, and in the process she will learn to fall asleep alone and in
bed.
By the end of the irst week, your child should be sleeping beter, and by the end of the second week, she will
likely have fallen into normal sleep paterns. For older children who have been sleeping poorly for many years,
the changes may take a litle longer, but this procedure should nevertheless work. If the child is old enough,
you can explain that you will do your pleasant bedtime routine together and then you will leave the room with
the door open.
if your chilD leaves the beD During the night
If your child gets out of bed during the night, take her back into the bedroom, put her into bed, and tell her
that she must stay in bed or you will close the door for a while. If she gets out of bed again, put her back to bed
and close the door for about a minute. Don’t lock the door, but if she tries to open it, hold it closed (locking
the door can be very scary and counterproductive to this new learning process). You want her to learn that the
door being open is under her control, but that you cannot be manipulated. Keep in mind that you are trying to
help her learn to calm down and fall asleep on her own. If you lose your temper, threaten her, or spank her, the
situation will only deteriorate. You want an atmosphere of support and caring, not one of fear and punishment.
If your child continues to get out of bed, increase the door closure time to three, and then ive, minutes, which
should be the maximum time on the irst night. If she stays in bed, open the door after the time is up and give
her a word of encouragement. And if your child gets out of bed later, after a nightime waking, follow the same
patern you used at bedtime, beginning with one minute.
Don’t be surprised if the irst few nights aren’t easy, but be assured things should get much beter after one or
two weeks. Practice consistency, since your child needs to learn exactly what to expect. Don’t make the mistake
of thinking that it won’t hurt if you ease up for just one night. Such a lapse could easily delay your success
for an additional week or longer. Research has shown that “intermitent rewards” occurring only one out of
ten times can sustain undesirable behavior. So you won’t be doing your child any favors by making such an
exception. In fact, quite the opposite; you will simply extend a surely frustrating process for both of you.
Throughout this process both parents should alternate, although you don’t need to adhere strictly to an everyother-night schedule; this alternation simply shows the child her parents are of one mind in this bedtime issue.
Your child should expect both of you to respond the same way to any of her actions. During this process, if
at all possible, avoid the use of a siter, but if you must use a siter, let your siter put your child to bed in the
easiest way possible. Thus, the exception falls on the siter and consistency remains the bastion of the parents—
the normal nightly family routine.
crying
Geting back now to the question of separation anxiety that opened this discussion, many opponents of even
the most graduated, tempered approach to teaching children to sleep alone decry such methods (no pun
intended) as “Let them cry it out!” techniques. The inaccuracies of that appellation aside, the latest evidence
seems to suggest that crying is not healthy for children and, in fact, can be harmful.
Contemporary research on crying has started to indicate, despite popular assumptions, that:
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•
•
•
•
•

it could be dangerous for a baby
it could be extremely traumatizing for the baby with possible long-term consequences
it does not beneit the strength of their developing lungs
it does not always tire all babies out until they ultimately fall asleep
it should not be ignored under the common misperception that parents might “spoil” their children
if they are too atentive

This lends support to, and leads in to our discussion of, an “alternative” approach to children’s sleep that,
among other goals, aims to eliminate (or severely reduce) this apparent detriment of nightime crying.
I place the word “alternative” in quotes because, in truth, co-sleeping is a far older and more widespread
practice for children’s sleep than that described above.
co-sleePing
So far in this chapter we’ve covered a traditional sleeping arrangement wherein the child sleeps alone. Our
discussion regarding bedtime routine assumes the desired outcome leads to the child’s learning to successfully
fall asleep and remain asleep in her own private space. In this section on co-sleeping, however, we’ll take a
look at a rather diferent sleeping arrangement, one in which the child sleeps in the same bed as her parents,
and we’ll also examine some of the adjustments parents must make if this strategy is to work for all concerned.
I take no stand on the subject in these pages, but rather atempt to present you with an evenhanded view of
both sides of the debate as the tide continues to ebb and low, with many childhood sleep experts saying that
most American parents today engage in co-sleeping with their babies at least sometime in their children’s lives,
although most parents won’t admit it.
cultural oPinions on co-sleePing over time
Consider cultural shifts of opinion. Before the 20th century started taking form, even our own culture accepted
co-sleeping as the norm. But, swiftly, opinion began to turn the other way, disfavoring it. As recently as 1999,
in fact, a U.S. Consumer Product Safety Commission (CPSC) Report recommended all children younger than
two years old never be permited to sleep in bed with their parents.85 The report cited, among other horrifying
statistics, that over three-fourths of infant deaths occurring under three months old are caused by a sleeping
adult inadvertently rolling on top of the infant and sufocating it. Interestingly enough, however, that same
CPSC report implies approval of co-sleeping for children over two years old.
Experts still vociferously debate the wisdom of having a child with sleep diiculties sleep in the parents’ bed
with them. Harm or beneit? It depends on which expert you ask.
the two holDouts: u.s. anD euroPe
As it happens, the United States and Western Europe, for the most part, are currently the only places in the
world with a great aversion to co-sleeping. One study found that out of 186 non-industrial cultures, not a
single one encouraged children under age 1 to sleep alone.86 In fact, in Central America, Asia, and Africa the
common perception holds that in countries shunning co-sleeping, parents actually neglect their children.
the family beD
At the forefront of the co-sleeping debate are pediatrician Jay Gordon, M.D. and sleep-researcher Maria
Goodavage. In their book. Good Nights: The Happy Parents’ Guide to the Family Bed (And a Peaceful Night’s Sleep!)
(2002), they advocate the “Family Bed” paradigm, in which parents tuck a child into the parents’ own bed
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every night, except they now call it the “family bed” rather than deining it as the parents’ own separate
personal property. Gordon and Goodavage argue that such a practice helps the child develop a much-needed
sense of safety, security, and comfort at nightime. They cite evidence showing that children who sleep in a
family bed grow up to be more well-adjusted adults than their peers who sleep alone.87
ferber weighs in on co-sleePing
In his book, Ferber makes a strong argument for leaving the choice to co-sleep up to the parents, based in part
on the child’s needs but also on their own. As far as the child’s welfare is concerned, as long as she is sleeping
well, to paraphrase Ferber, there is no reason to question the method by which this is atained. Co-sleeping, he
goes on to argue, should be considered if a child is having sleeping diiculties, but only if both parents agree
to the idea and executing it is practical.
If one parent is put of by the idea, then forcing a family bed situation could harm the relationship of all parties
in the family. Similarly, if parents have to sleep separately in order for one to sleep with the child, this could
also be detrimental to all three relationships. Parents should not feel forced into a family situation by anyone,
be it a doctor, a teacher, a book, or a TV program . . . or one of your own parents. And parents certainly should
not feel forced into co-sleeping by the child herself.
The botom line: in order to work, both parents must be on board because they believe it’s the right thing to try.
The key word here being “try”, because as Ferber points out, you can always try something else if this doesn’t
work. The important thing is that it works for you and the child: co-sleeping or sleeping alone.
Parent-chilD sleeP synchroniZation
A study conducted at the University of Notre Dame Mother-Baby Behavioral Sleep Laboratory made the
startling discovery that a baby sleeping between its two parents at night entered the same sleeping and
dreaming stages at almost the same times as her parents throughout the night.88 Researchers concluded that
this “synchronization” could be instrumental in helping the baby form healthy sleeping habits.
This synchronization may take place in other areas of the parent-child dynamic as well. For example, whether
during sleeping or waking, when a parent and a child make skin-to-skin contact, the parent’s heart-rate and
body temperature seems to adjust to appropriately stabilize the baby’s heart-rate and body temperature.
co-sleePing anD breast-feeDing
Other studies have shown that mothers who breast-feed sleep beter when their baby is in the bed with them at
night.89 As more and more mothers practice breast-feeding their babies rather than botle-feeding, the incidence
of co-sleeping has risen at about the same pace, with current statistics showing that approximately 80% of
babies who are breast-fed at least periodically sleep in the family bed.90 This practice makes even more sense
in that breast-fed babies typically require more frequent feedings than their botle-fed peers.
other benefits of co-sleePing
Other discoveries Gordon and Goodavage report that support the practice of co-sleeping cover a wide range:
• from the most predictable—that babies sleep beter in their parents’ bed
• to the most unusual—that babies who sleep in a family bed don’t practice the dangerous
“head-banging” behavior seen in many of their solitary-sleeping peers
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• to the uterly astonishing—that young children who sleep beside their parents grow up to
be more independent individuals. As this argument goes, rather than forcing independence
on a child by discouraging a sense of dependence, independence is fostered by satisfying the
child’s natural need for dependence.
Family and sleep experts, like University of California psychiatry professor Thomas Anders, M.D., assert that
the practice of co-sleeping also promotes greater closeness amongst family members.91 Among the co-sleeping
advantages Ferber lists in his book are closeness between parent and child whenever the child awakens, the
ability to provide immediate support for any nightime disturbances and more time in general spent with the
child, all of which support Anders’ assertion. Study of this co-sleeping phenomenon in premature and fragile
babies in particular has revealed that such a practice helps those children “sleep more deeply, cry less, breathe
beter, grow faster” and be sent home from the birthing hospital sooner than they otherwise would have been.92
Gordon and Goodavage point out that science now has evidence that babies are in fact supposed to sleep close
to their parents (2002). And despite continuing skepticism regarding repercussions on the restfulness of the
parents’ sleep, a survey of parents who have already engaged in the practice of co-sleeping found 98% of them
proclaiming they would do it again should another infant come into their lives.93
how DeeP is their sleeP (is your sleeP)?
Does a child actually sleep deeper when in her parents’ (or “family”) bed, or may she sleep lighter? Or is there
no correlation at all; will each child sleep as lightly or as deeply as she sleeps, regardless of whose bed she
sleeps in? Alas, not enough research has been done to answer these questions conclusively, though Ferber does
list beter sleep for child and parent(s) as possible beneits of co-sleeping, providing the child wasn’t sleeping
well previously. This points to what may be the most logical conclusion from the current evidence (or lack
thereof): that a number of factors may combine to inluence how well (or poorly) co-sleeping inluences a
parent or child’s sleep.
co-sleePing anD suDDen infant Death synDrome (siDs)
In Gordon and Goodavage’s book, they outline several points that studies have revealed about the beneits
of co-sleeping, including potential protection from Sudden Infant Death Syndrome (SIDS). Others, however,
have suggested that this consequence of co-sleeping—protection from SIDS—occurs because the baby spends
more time in light sleep than in deep sleep, as she is constantly stirred by her parents’ frequent movements
throughout the night, and is therefore more able to rouse herself awake when her breathing pauses or her body
temperature drops.
According to Ferber, one of the potential drawbacks to co-sleeping is that it may present a “slight increase”
in the risk of SIDS. In fact he notes that despite a prevalence of claims that co-sleeping protects children from
SIDS, the scientiic evidence is much to the contrary, with the predominant risk being sufocation. Later in this
chapter we’ll discuss how to co-sleep safely and efectively, including ways to avoid such risks.
the anti-co-sleePing siDe of the Debate
Other potential disadvantages to co-sleeping that Ferber warns about include diiculties with conlicting sleep
schedules, problems that cause the parents to sleep separately and subsequent risks to parent-child and parentparent relationships, and the possibility of generally poor sleep for one or more of the parties.
According to the U.S. Consumer Product Safety Commission (CPSC), parents should not place infants in adult
beds to sleep, as it presents risk of sufocation or strangulation.
In 2011, the Milwaukee Department of Health released a controversial ad campaign with photos of babies
sleeping in adult beds beside sharp kitchen knives with the tag line: “Your baby sleeping with you can be just
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as dangerous.”94 In defending the campaign, the Department explained that 20% of infant mortality in the city
was atributed to SIDS and Sudden Unexplained Death in Infancy (SUDI), and that their position on the issue
was based on an American Academy of Pediatrics 2011 Policy Statement stating that risk of SIDS decreased if
an adult slept in the same room as the child but increased if an adult slept in the same bed as the child.95 The
Department also pointed out that in 51.7% of infant deaths (46 of 89) from SIDS, SUDI, or accidental sufocation
in the city between 2006 and 2009, the infant was sleeping in an adult bed at the time.
ultimately, a choice
We’ll give Ferber, the tempered voice between the two opposing sides of the co-sleeping debate, the inal word
on the subject:
As long as the children are sleeping well, there is litle evidence that any of these ways are
inherently beter for them psychologically than the others. Children do not grow up insecure
just because they sleep alone or with other siblings, away from their parents; and they are
not prevented from learning to separate, or from developing their own sense of individuality,
simply because they sleep with their parents (2006).
He goes on to warn, however, “Few child care specialists recommend co-sleeping much past the age of three.”
So there you have it—a general picture of both sides of the ongoing co-sleeping debate. With all this in mind,
if you are in a situation in which you are realistically considering co-sleeping with your infant, you’ll want
to do it properly, healthfully for you and your child both. That is why the next part of this section is directed
speciically at you.
making the family beD safe

For starters, one caveat most co-sleeping advocates are careful to make is that any parents considering
implementing the family bed dynamic in their household irst ensure that their bed is made safe for a baby to
sleep in. In Good Nights, Gordon and Goodavage lay out a very clear set of safety guidelines for creating “The
Safest Sleep” (2002).
Among the suggestions for creating a safe family bed are:
• using only a irm matress or futon (nothing too soft)
• using as big a bed as you can aford (a king-size if possible)
• keeping the bed away from walls (as babies can become trapped between the matress and
wall, and then sufocate)
• making sure any headboards or footboards are secure and snug against the bed, with no gaps
in which the baby could potentially get trapped (or just don’t use a headboard or footboard
at all)
• making certain any gaps in a slated headboard or footboard don’t exceed 2⅜” (to keep the
baby’s head from slipping through)
• using only light blankets, layered if necessary, for adequate warmth (but avoiding at all costs
thick, downy comforters and duvets)
• keeping long hair tied back securely
• always positioning the baby on her back
• not leting your baby sleep or take naps alone in your bed or the family bed (though if you
must, being sure to install guardrails and possibly bolsters, too—an alternative to this being
to wear a sling for your baby to nap in)
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An alternative style of family bed is a three-sided crib that ataches to the bed, keeping the baby in her own space
but well within close reach at all times. Another option, called a “snuggle nest,” prevents parental rollover. The
most extreme method of creating a family bed, yet also considered the safest, is to place the matress on the
loor and make sure all pillows and blankets are nowhere near the baby’s head. If the matress is not placed on
the loor, just keep in mind that the lower the bed to the loor, the safer for the child.
when not to co-sleeP
Beyond the safety of the bed itself, proponents of co-sleeping also advise that if one of the parents in the
family bed has their sleep detrimentally afected by the practice, it should be discontinued immediately, as the
negative impact on that parent could most assuredly impact the child as well. Gordon and Goodavage also
warn that if a parent sleeping in the family bed has been drinking alcohol, using drugs, or taking prescription
medications, the baby should not sleep there. Note as well that obese parents ought not share their bed with
their children under any circumstances because of an increased risk of sufocation.
co-sleePing anD nighttime wakings
Remember, of course, that nightime wakings are as common for babies as they are for you, and any literature
to the contrary is usually based on outdated data, mostly coming from the 1950s when babies were formulafed and left to sleep alone.
co-sleePing anD sex

Regarding another common (but litle-discussed) concern, parents considering implementing a family bed in
their household might worry that co-sleeping could impact their sex life. And while this is a completely valid
and justiied concern, the solution to it is not to forego having a family bed at all, but rather to come up with
new, more creative ways to ind intimate alone time. Removing sex from the bedroom could actually turn out
to add some spice and playfulness to a couple’s sex life.
where to Place the baby in the family beD
There is some debate among co-sleeping proponents about where to place the baby in the family bed, some
arguing that the baby should be placed next to the mother only, as the mother is typically more conscious of
the baby’s presence, even while asleep, others arguing that the baby be placed between the two parents so that
there is no concern about the baby rolling of the bed or matress. Both sides of this debate agree, however,
that if siblings share the family bed, they should not be placed side by side but rather have at least one parent
lying between them.
transitioning a chilD from the family beD

“When you begin co-sleeping,” Ferber warns, “you should have a plan in mind of how and when you will
stop” (2006). This brings us to a inal few words on how best to help a child as she grows up to make a healthy
transition from sleeping in the family bed to sleeping alone in her own bed. Sometimes this is easy, such as
when the child herself requests the change be made. And many co-sleeping proponents suggest that parents
simply not worry about it until the child herself brings it up. (This, by the way, often happens spontaneously
around age 6 or when a new baby enters the household.)
Other times, however, more deft and graceful handling of the situation is in order, lest you promote undesirable
behaviors like clinginess and severe separation anxiety. Gordon and Goodavage ofer several suggestions on
making that transition as smooth as possible:
• wean the baby from breast-feeding irst before trying to wean her from co-sleeping
• start the conversation with your child well before the time when the transition is actually to
take place, giving her something to look forward to
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• build or redecorate your child’s “new” bedroom and, if it hasn’t already been done, furnish
it with the bed in advance of making the transition in order to start geting your child excited
about having her very own space
• start of by placing your child’s new bed (or a separate futon or loor matress) pressed
alongside the family bed for a while
• ofer to move her into her sibling’s bedroom
• break the night up in half, either starting with your child in the family bed, then moving
her to her own bed once she’s asleep. But this should only be done if no sleep issues arise—
remember the sleep associations rule—or starting your child in her own bed and giving her
permission to crawl into bed with you when she wakes during the night
• provide a subdued nightlight in the child’s bedroom
• practice for nightime with daytime naps
One other possible method of helping your child make such a transition—and one of some controversy—
involves rocking or nursing a child to sleep and then laying her down in her own bed, the arguable problem
with this being that the child may come to depend on this ritual for geting to sleep. In addition, and as
mentioned previously, if that child has trouble sleeping, then waking up in a diferent seting from where she
fell asleep could upset her and make it harder for her to get back to sleep.
a two-week Plan for weaning your chilD off the family beD
A inal alternative Gordon and Goodavage ofer to all of these suggestions is a modiied version of the letthem-cry-it-out-alone method described at the beginning of this section. Note that it should only be atempted
by desperate parents with children in perfect health over the age of 12 months. It goes like this:
• Nights 1-3, let the child sleep in the family bed, or alternatively, in a crib placed in the same
room as the family bed. At any time throughout the night when the child wakes, give her
some TLC and a feeding, then lay her back down while she’s still awake to fall back asleep
on her own, being careful not to let her fall asleep in your arms
• Nights 4-6 are the same as the irst 3 nights except without the feeding
• Nights 7-10 are the same as nights 4-6 except now you’re not even to pick up the child at all
when she awakens during the night. Just talk to her, touch her gently, rub her back, but do
not pick her up
• For up to one week more feel free to rock, cuddle, and feed your child to sleep if she insists,
but do not feed her or pick her up during the night once she is down
• After this inal week put the child down to sleep while she’s still awake
Children can usually be weaned out of a family bed situation once they reach 2 or 3 years of age, around the
time that children actively seek out independence from their parents naturally. Babies who are consistently
deep sleepers, however, could make a smooth transition as young as just a few months old.
meDication for sleeP Problems
When a child continues to sufer from sleep problems and a family thinks they have tried every avenue, they
may end up asking their pediatrician or family physician to evaluate their child for sleep medication. So, are
there times when this is an appropriate course to consider? If you have no interest in exploring the use of sleep
medications with children, you may wish to skip this section. But if you would like to know more about the
use of medication, let’s consider some important facts.
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reasons for anD against using meDications
We’re now going to examine the two sides of the ledger: reasons that support medication use for pediatric
insomnia and reasons that argue against it. As a caveat, however, medication should only be considered if a
child demonstrates signiicant diicultly in initiating and maintaining sleep.
There are a number of sedatives or hypnotics that are currently prescribed by pediatricians and child psychiatrists.
In determining their appropriateness for your child, your doctor would take a number of personal variables
into account, things like your child’s age, and the presence of psychiatric or developmental problems (ADHD,
autism, mental retardation, blindness, pain).
And then there is the question of related stress for everyone in the household. Is Dad about to lose his job
because his son’s sleep problem is keeping him awake? Is the family likely to face eviction a short while later if
this continues? You may laugh, but in clinical practice these kinds of dilemmas constantly arise. So there may
be times when a child’s sleep diiculties can present an emergency that predicates a quick solution, like that
which medication ofers.
sleeP meDications foor kiDs when there’s no emergency?
But should medications be considered in the absence of an emergency simply because nothing else is helping?
This is where it gets a bit trickier, especially because the research necessary to evaluate the efectiveness and
safety of sleep medications for childhood insomnia hasn’t been done. In fact, there is less research on this than
on any other area of pediatric medication use.96 Additionally, it’s not helpful that the eicacy, tolerability, and
safety of these drugs in children are largely unknown. So doctors are forced to make a number of assumptions
and extrapolate from adult use of the same medications, adjusting dosages based on age, size, and so forth.
rebounD insomnia
A signiicant drawback of many prescription sleep medications is that they set the stage for “rebound insomnia.”
Thus, if you use the medication regularly, when you discontinue use, sleep for one or two nights will probably
not be as good as it would have been if medication had not been used. Rebound insomnia reinforces the belief
that medications are needed on an ongoing basis, when, in fact, that may not be true.
stuDies on sleeP meDications in chilDren
The few studies on sleep medication in children have led to mixed results, though on the positive side, most
studies have not reported signiicant adverse reactions. Ultimately, therefore, doctors must base their decisions
on their own clinical experience with the medications.
DeciDing whether or not to meDicate
Other considerations regarding childhood sleep problems will also enter the picture:
•
•
•
•
•

type and severity of the problem
duration of the problem
frequency of the problem
occurrence of previous failed atempts at conventional behavioral therapy
other speciic therapeutic strategies
managing a chilD on sleeP meDication

When a physician makes the decision to prescribe a sleep medication to a child, a number of factors need
weighing in determining how best to manage the case. A careful history should be taken to try to verify the
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cause of the sleep problem and contributing factors leading to it, along with an evaluation of how the sleep
disturbance is afecting the health and daily functioning of the child. And, as mentioned above, the impact on
the family, including parental exhaustion, must also be considered.
You might ind the following topics of interest, although some of the terms are fairly technical. This list has
been reprinted, with permission, from A Clinical Guide to Pediatric Sleep: Diagnosis and Management of Sleep
Problems (Mindell, 2009), a textbook for primary care physicians. Once the decision to include pharmacologic
management has been made, additional speciic issues to consider include the following:
• Potential beneits of pharmacologic intervention must substantially outweigh the risks.
Although no drug currently available is “perfect,” agents should be selected to maximize the
beneit/risk ratio
• Pharmacotherapy combined with behavior therapy should be used, as this strategy is far
more likely to yield long-term success
• Adequate sleep hygiene, including suicient sleep, a regular sleep schedule, and appropriate
bedtime routines, should be part of every management plan
• Selection of a speciic pharmacologic agent should be made according to the type of sleep
problem. For example, primary diiculties with initiating sleep require use of a medication
that has rapid onset of action and a very short half-life, whereas sleep maintenance problems
may require a somewhat longer acting agent. [The term “half-life” is a measurement of how
long a medication remains in the body.]
• Selection of medications should also consider speciic patient variables, such as age,
presence of comorbid medical and psychiatric conditions, and use of concomitant medications
that may interact with sedative/hypnotics
• Treatment goals should be clearly outlined and measurable (sleep onset consistently less
than 30 minutes, improvement in mood and atentiveness)
• Duration of therapy should be the shortest possible time interval to achieve results. The
duration of therapy should be discussed and clariied with the family before initiating
medication
• Dosing should be initiated at the lowest level likely to be efective and titrated up as
necessary
• Timing of medication should minimize “morning hangover” or persistent grogginess. In
general, this means choosing an agent with the shortest possible half life
• Side efects should be reviewed with the family as well as the child or adolescent as
appropriate
• Monitoring of eicacy and side efects should take place frequently and systematically
• Particularly in adolescents, both the possibility of interaction with other substances (alcohol,
marijuana) and the potential for abuse of medication should be considered
• Abrupt discontinuation of pharmacotherapy should be avoided, as this is likely to result in
rebound symptoms and changes in sleep architecture. In some cases, as with antihypertensive
alpha-agonist clonidine, abrupt discontinuation may be dangerous (rebound hypertension)
So as you can see, a physician who decides to treat your child with a sleep medication takes on quite a burden
of responsibility. And keep in mind that some childhood sleep experts, like Dr. Richard Ferber, are outspokenly
cautionary regarding the use of sleep medications in kids:
In my practice, I see far too many young children who have been given powerful medications
in an atempt to relieve sleep disorders that could have been corrected by other means. In many
cases, whatever the child’s problem, the medication only makes maters worse. Also, the child’s
daytime behavior and ability to concentrate and learn may well be compromised (2006).
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sPecific meDications useD in PeDiatric insomnia
There are currently no sleep medications that have been approved by the U.S. Food and Drug Administration
(FDA) for use in children, and manufacturers do not provide suggested doses for use in children. All this is to
say that, while in some cases medications can be useful, parents should irst understand that there are certain
risks involved, in part because there are no clear guidelines for dosages for children. Anyone considering
giving their child medications for these problems should do so only as a last resort, and only under the proper
supervision of an appropriate physician specialist.
Having said that, I’ll describe the following medications you’d most likely encounter should you start looking
into this option for your child.
Antihistamines
This group of medications are sold over-the-counter and include Sominex, Nytol and Unisom, which
contain diphenhydramine (Benadryl) or doxylamine. There has been litle research on the sedative efects of
antihistamines, even in adults, and though sleep is often improved initially, after several days the efect wears
of for many people.97 In addition, daytime sedation is a common side efect which can impair concentration
and coordination. Other common side efects include dry mouth and constipation. Certain children, however,
may experience the opposite efect of the desired reaction, possibly resulting in greater alertness, restless
behavior, and worsened sleep.
Benzodiazepines
This group includes a large variety of agents commonly prescribed to adults for the treatment of anxiety
and insomnia. Examples include Valium (diazepam), Klonopin (clonazepam), Ativan (lorazepam), Xanax
(alprazolam), Halcion (triazolam), and Restoril (temazepam). The primary diference between various
benzodiazepines is the length of time that they remain in the body (and exert their efect). Primary side efects
include daytime sedation (if a longer acting agent is utilized), cognitive impairment, and rebound insomnia.
Major drawbacks include suppression of “slow-wave sleep” (the deep, more restorative sleep) and their abuse
potential.
Chloral Hydrate
Many years ago this was a popular sleep agent, but it is rarely used now except in a single dose for medical or
dental procedures. Studies have shown that it tends to lose its sleep-inducing efect after several nights and its
safety in long term use is questionable.98
Clonidine
This medication is used primarily to treat daytime hyperactivity in children with Atention Deicit Hyperactivity
Disorder (ADHD) and to treat hypertension (high blood pressure) in adults, although some physicians still
use it to induce sleep in children. Potential side efects include dry mouth, low blood pressure, irritability, and
irregular heart beat.
Melatonin and Melatonin-Like Agents
Melatonin is a hormone that is naturally secreted in the body during nightime hours and is instrumental
in maintaining the normal 24-hour sleep/wake cycle. As people age, there is a tendency to secrete less of
this hormone, which makes older people more susceptible to sleep phase (sleep cycle or circadian rhythm)
problems, which are also caused by jet lag. Melatonin may be helpful in these circumstances and perhaps in
adolescents with delayed sleep phase (late to bed, late to rise), but use in children has been poorly studied.
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This over-the-counter agent is not regulated by the FDA. And just because melatonin is a “natural hormone,”
that’s no assurance of its safety for children. Potential side efects include low blood pressure, headache, lightheadedness, and possibly seizures.
A rather new addition to this category is Rozerem (ramelteon), which afects the same receptor sites in the
brain as melatonin, but ive times more powerfully. This mechanism of action allows it to be advertised as “not
habit forming.” Side efects, although rare, include daytime sedation, dizziness, nausea, headache, fatigue and
insomnia.
Desyrel (trazodone)
This is one of the more commonly used medications to treat insomnia in adults. Originally developed as an
antidepressant, and used decades ago for that purpose, it is popular with many physicians because of its low
abuse potential. Its primary side efect is daytime sedation, which has a high incidence of occurrence.
Second-Generation Sleep Medications (Ambien, Sonata, Lunesta)
Several medications have been developed speciically for the treatment of sleep disorders with the goal of
providing agents that might be more efective, and have fewer side efects and abuse potential, than the
older benzodiazepines. These medications have minimal efects on “sleep architecture,” meaning they do not
suppress deeper, more restorative sleep. On the negative side, some people engage in activities such as eating,
driving, or making phone calls while on these medications, and later have no memory of the events (amnesia).
Other potential side efects include daytime drowsiness, headache, dizziness, tolerance (requiring higher
doses), confusion, and sleep walking.
Ambien (zolpidem) was the original member of this group and continues to be widely used. Sonata (zaleplon)
is unique because of its extremely short duration of action, which means that it has litle tendency to cause
morning sedation. This makes it ideal for people who have trouble falling asleep, but unhelpful for those who
tend to awaken during the second half of the night. Lunesta (eszopiclone) is the newest member of this group.
Advantages include the virtual absence of rebound insomnia (though it is minimally present with Ambien and
Sonata), long action, and infrequent daytime sedation.
Valerian Root
This is another over-the-counter agent and is considered a dietary supplement as opposed to an actual
medication. Preparations made from this plant may reduce the amount of time it takes to fall asleep and improve
sleep quality, but it’s not clear what the active ingredient is and the potencies may vary from preparation to
preparation. Research on its use in children is limited, but one study did show it to be safe and efective in
children ages 6 to 12 using an average dose of 600 mg.99
Medications, or even food supplements, for sleep in children should always be used under the supervision of a
physician. Occasionally, giving a child short-term (one to two week) drug treatment may serve to break a cycle
of poor sleep and allow a more normal patern to emerge after the medication is stopped. But medications
should never be used as a substitute for the appropriate alternative interventions that have already been
discussed. It is much beter, and in the long run will be much more successful, to take the time to help your
child learn how to sleep without drugs. In addition, developing efective strategies and new habits will allow
you and your child to develop more conidence in dealing with problems that may emerge in the future
without feeling that you need to immediately “head for the medicine cabinet.”
If your child has been prescribed medication for the treatment of a medical condition such as epilepsy, asthma,
or ADHD, and it seems that the prescribed medication itself may be causing sleep problems, discuss your
concern with your doctor. There are several approaches that may be helpful, such as altering the dose or
timing of the drugs, and the use of alternative medications.
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meDical causes of sleeP Problems

The following are some of the chronic medical conditions

that

frequently cause sleep disturbances:
•
•
•
•
•

diabetes
asthma
headaches
skin irritations
any condition that causes pain

Colic, incidentally, is probably the most common cause of sleep problems in the youngest of children (Ferber,
2006), but since it occurs exclusively in the irst few months of life, it is out of the age range for which I am
ofering advice.
When chronic conditions are present, parents usually know of them; if efective treatment occurs at this stage,
sleep problems can be minimized.
chronic miDDle ear Diseases anD sleeP
Chronic middle-ear disease often goes unrecognized, yet is easy to treat. It is caused by the buildup of luid in
the middle-ear cavity behind the ear drum, when the luid does not drain satisfactorily. This luid can become
infected, and the infection can, in turn, cause extreme pain; but even when not infected, middle-ear luid can
cause sleep disturbances. Fluid buildup can cause temporary hearing loss and, if present for an extended
period, the hearing loss can become permanent. Any evidence of sudden hearing impairment or unexplained
ear pain is good reason for a doctor’s visit to determine if there is a middle-ear drainage problem.
heartburn anD sleeP
One inal source of nightime pain that can cause insomnia is gastroesophageal relux, commonly called
heartburn. The valve that holds food in the stomach and prevents it from coming back into the esophagus may
not function well, which can result in pain. But pain caused by relux is more likely to be present when a child
is active than during sleep. So if a child is not also complaining of stomach/chest pain during the day, nightime
pain is unlikely. However, when this condition is present it can be easily treated, resulting in improved sleep.
aDhD (aDD) anD sleeP
Atention Deicit Hyperactivity Disorder (ADHD), sometimes referred to as Atention Deicit Disorder (ADD),
is a neurological condition characterized by inatention and impulsivity, which may or may not be associated
with hyperactivity.

180

DreamChild.Adventures.in.Relaxation.and.Sleep

In recent years, researchers have noticed that the symptoms of chronic sleep disturbances overlap indicators
used in diagnosing ADHD,100 namely:
• daytime sleepiness
• short atention span
• irritability and low frustration threshold
• trouble modulating emotions and impulses
These observations led to a wider investigation into the link between ADHD and sleep, and in those
investigations many correlations were indeed found.101
Children with ADHD have trouble “winding down” enough to get to sleep. Their minds are still racing, even
though their bodies may be tired. Truly, it’s a thin line between sleep-related symptoms and the symptoms of
ADHD.
which came first: the aDhD or the sleeP Disturbances?
Because these two issues—sleep and ADHD—are so intermeshed, it often becomes quite diicult to discern
whether ADHD is the cause or efect of a sleep problem. And while it may seem obvious that treating ADHD
could lead to beter sleep paterns, it is also equally true (albeit, perhaps, less obvious) that treating sleep
diiculties and sleep disorders can also help reduce the symptoms of ADHD and improve one’s ability to
function well despite the diagnosis.
if your chilD has symPtoms or a Diagnosis of aDhD
If your child has been diagnosed with ADHD or you have observed your child displaying symptoms of the
condition, be sure also to have your child checked out for any diagnosable sleep disorders, as efectively
correcting one of these problems may be necessary to correct the other.
the genetic comPonent of aDhD
ADHD has a very strong genetic component and, in fact, is usually an inherited disorder. And yet this etiology
does not satisfactorily explain what appears to be a dramatic increase in children who seem to sufer from
this disorder. The number of school-age children who now meet the criteria is rather extraordinary and is
estimated at between ive and ten percent. Recently published research reported an increased incidence of
ADHD when a child’s mother smoked and/or used alcohol during pregnancy and with early exposure to lead.
the Dietary comPonent of aDhD
Lastly, it is worth noting that some people also believe diet is a factor in ADHD. The irst solid evidence to
support this view was provided by research done at the University of Southampton in England in which 300
children from the general population were studied.102 The results were reported in the medical journal The Lancet
in 2007, and the researchers concluded that artiicial colors in the diet resulted in increased hyperactivity in
children. The issue of diet and children’s behavior remains hotly debated and will require additional research
to clarify the relationship.
obstructive sleeP aPnea

In the past, snoring in children was usually dismissed as nothing more than an annoyance to those who had
to endure listening to it, but now we know snoring can actually indicate sleep apnea, a signiicant breathing
problem which occurs, of course, during sleep. This is a condition that requires medical atention.
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what is obstructive sleeP aPnea?
Obstructive sleep apnea (OSA) is characterized by repeated and prolonged obstruction of air through the
throat during sleep. The most common cause is enlargement of the tonsils and adenoids in the sides and back
of the throat. There is also a strong correlation with obesity, although OSA can occur without either of these
factors present. The intermitent obstruction can be partial or complete and may occur for varying lengths of
time.
signs anD symPtoms of chilDhooD sleeP aPnea

When it is happening, the child will likely be snoring, struggling to breathe, and at times gasping for air.
“Apnea” actually means the absence of breathing, and in adults with this disorder their breathing often stops
completely. Children are more likely to have only a partial obstruction, yet just the struggle to breathe can
cause partial wakings and lack of deep, restorative sleep.
Airway obstruction leads to multiple brief arousals from sleep, resulting in daytime sleepiness. Abnormal
breathing during sleep disturbs restful sleep, and could explain why the afected person doesn’t feel rested in
the mornings upon waking or during the day and can afect a child’s daytime behavior and ability to learn.
In children, sleepiness often manifests itself diferently than how it appears in adults. Instead of yawning and
appearing sleepy, children may develop any number of behavior problems such as diiculty concentrating,
forgetfulness, diiculty learning, irritability, and hyperactivity.
when is sleeP aPnea most likely to occur?
Episodes of sleep apnea happen most commonly during REM (rapid eye movement) sleep, when dreaming is
taking place. And because most REM sleep occurs during the second half of the night, parents may be unaware
of their child’s apnea episodes, unless they observe them closely in the early morning hours. Episodes are also
most likely occur when children sleep on their backs.
Diagnosing chilDhooD sleeP aPnea
Sleep apnea is now routinely diagnosed in adults, although many doctors still fail to recognize it in children
despite its common occurrence. Sleep apnea is present in approximately 2% of children of preschool age, but
there is scant data on its prevalence among other age groups.103 (Snoring occurs nightly in approximately 10%
of all children )
If you suspect OSA, ask your pediatrician for a referral to a pediatric sleep specialist, or at least a pulmonary
specialist who is familiar with childhood sleep apnea. An evaluation should include a visit to a pediatric ear,
nose, and throat (ENT) specialist and probably an all-night evaluation in a sleep center, preferably a pediatric
sleep center, in order to make the inal diagnosis. Some childhood sleep experts recommend that all extremely
obese children receive an all-night sleep study because of the high incidence of OSA in this group.
Does effective treatment exist for sleeP aPnea?
Fortunately, treatment for obstructive sleep apnea usually succeeds. If enlarged tonsils or adenoids are
responsible, surgical removal is usually very helpful. If OSA is being caused by facial or oral abnormalities,
surgery, again, is often the solution. If obesity is the primary cause for the obstruction, an efective diet and
exercise program is the clear solution, although it can be a diicult one to implement, as I observed in Chapter
10. This may require well-coordinated medical management with a nutritionist and counselor, and perhaps a
support group.
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If such interventions cannot be implemented or, for any number of possible reasons, they fail, then use of a
continuous positive airway pressure (CPAP) device may be indicated. This treatment is provided by a machine
that blows air through a tube connected to a mask the child wears while sleeping. Some children ind a mask
that covers the nose uncomfortable, but this therapy can be extremely efective. As children grow and their
airway enlarges, some will outgrow their OSA. For others, if they can eventually lose the necessary weight or
undergo the necessary surgery, the device may no longer be needed.
brain Damage anD sleeP
A child who sufers from neurological impairments may present somewhat of a special challenge because of
potential preexisting damage to the mechanism that controls the act of falling asleep or staying asleep. Such
a disorder is usually quite obvious and occurs in children with mental retardation, seizures, blindness, or
deafness. Although sleep medication may be appropriate for neurologically-impaired children, non-medication
interventions have also proven efective and should be among the irst strategies employed with them.
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strategies anD solutions
for the Problem of anxiety

Sleep-related anxiety symptoms, bedtime resistance,

trouble
sleeping through the night, and frequent and recurring nightmares all indicate the possibility of anxiety.
Fortunately, some of the same methods that are most powerful in reducing anxiety are equally potent in
eliminating sleep-related diiculties, and vice-versa.
the sleeP-anxiety link
Back in the Anxiety section in the introduction to this book, I quoted Tamar E. Chansky, Ph.D., author of
Freeing Your Child From Anxiety (2004), describing the at-once “diametrically opposed” and “inextricablylinked” relationship between sleep and anxiety. In that passage, Chansky goes on to say, “Sleep is about
leting go, and anxiety is about holding on. Working out a peaceful resolution between the two is an essential
life-management skill.” That is the ground we will now tread.
fear versus anxiety revisiteD
To begin, I refer back to another statement I made in the Anxiety introduction regarding the distinction between
anxiety and fear. I explained that fear is grounded in reality—some threat or danger triggers the fear. Anxiety,
however, is formed in the imagination—based on an unfounded fear of some perceived threat or danger that
doesn’t really exist. But that’s only part of the full picture. The other part involves the purpose of anxiety.
a PurPose for anxiety
Regardless of how bad it feels and all the pains we go through to avoid it, not all anxiety is bad. And despite
how purposeless it feels, anxiety does indeed have a purpose. This is because not all perceptions of threat or
danger are unfounded.
The purpose of anxiety is to protect us. If a child using scissors to cut a shape out of construction paper feels
anxiety about sticking himself with the sharp point, the child is going to be extra careful to avoid that injury.
Anxiety in small and reasonable amounts helps prevent the dangers it predicts.
The problems come in when the appropriate action is taken in response to anxiety’s signals or the perceived
threat is no longer present—and the anxiety persists.
the stress resPonse: how anxiety works

So far in our discussion, we have gone over what anxiety is and what anxiety does. But in order to help our
children deal with their anxiety, we must understand a bit more about how anxiety works.
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As sharp a distinction between fear and anxiety as I’ve drawn, they have an equally distinct similarity as well.
Anxiety, like fear, triggers the “ight or light” response (also called the stress response).
I also mentioned earlier that anxiety produces very real and signiicant physical symptoms. Among the most
pronounced of those symptoms are the ones directly associated with the ight or light response:
•
•
•
•
•

sweating palms
dry mouth
shallow breathing
“buterlies in the stomach”
rapid heartbeat

These and all of the other symptoms anxiety produces share a certain commonality—discomfort. Sometimes
that discomfort can be so intense it crosses the threshold into pain. Children, in particular, often experience
anxiety in just this way.
how chilDren exPerience anxiety

Children may not be aware that they are feeling anxious, but they will know if they have a headache, a tummy
ache, muscle tightness, sleeplessness, or any combination of the above. An anxious child may experience
dizziness, shortness of breath, or nausea. In fact, because more often than not an anxious child’s response to his
anxiety is light, or withdrawing inward, clinging to the known and avoiding the unfamiliar, anxious children
often perpetuate their physical symptoms when they realize that such things can be used as legitimate excuses
to get out of subjecting themselves to the very situations that produce the anxiety within them in the irst place.
The imagined dangers that anxiety portends range from embarrassment and humiliation to physical harm
and even death. And now we see that the heightened and exaggerated sense of danger that anxiety produces
causes enough physical reactions in the body to make it seem as though the perceived danger had actually
occurred. And well after the perception of danger is gone, the reaction may remain. Anxiety can, in fact, keep
a child locked in that danger zone perpetually.
When a real danger is present, and fear kicks in, the physical symptoms that are triggered have a purpose.
They prime the individual to take action—ight or light—that will resolve the crisis, dispel the fear, and thereby
relieve those symptoms. But in the case of anxiety, when there is no real threat upon which to act—to either
defend against or evade—the child is left with these unresolved ight or light impulses and all of their associated
symptoms stuck inside him.
With no appropriate action he can take to dissipate his body’s stress response, the child is left with no way
to escape from these feelings, and a state of persistent, ongoing stress sets in. As we all know, the range of
symptoms and diseases associated with stress are extensive.
the true root of a chilD’s fears
Helping your child break this cycle and puting an end to their torment requires, as you might expect, geting
to the root of his fears. And here’s where things get really interesting. Because it turns out that the triggers for
a child’s anxiety—school, socializing, separation from parents—are actually not at all what the child is truly
afraid of. Rather it’s the physical sensations of fear, the symptoms that anxiety produces—the stress response—
that the child fears.
It is the anxiety itself that the child fears. Nothing to fear but fear itself, indeed. Therefore, the more a child
avoids these anxiety-producing situations, the more anxiety those situations, and thoughts of them, produce.
But the less a child avoids the situations that provoke anxiety—in other words, the more he engages in the
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very situations that trigger the anxiety within him—the less anxiety those situations (and thoughts of them)
will produce, because the child learns over time that there is litle to actually fear—and more, that he is bigger
than his fears. In the book Keys to Parenting Your Anxious Child (1996), part of the Barron’s Parenting Keys series,
Katharina Manassis, M.D., F.R.C.P. calls this process desensitization.
This is not to say that helping your child to overcome his anxieties is as simple as forcing him into the situations
that trigger it. There is more to it than that.
why reassurance Doesn’t work
Regardless of a child’s speciic anxiety or its trigger, almost all anxieties children may experience convey
a deep-rooted need to escape from their circumstances and feel reassured and protected. But atempts to
reassure the child that the object of his anxiety is nothing to fear generally backire, precisely because they
focus atention on the object of the anxiety (the “trigger”) rather than the anxiety itself.
It is next-to-impossible to convince a child that the danger doesn’t exist when he perceives it to exist so clearly.
Furthermore, coaxing a child to see that his fear is unfounded only serves to make him feel as though you don’t
understand what he’s going through or that you see him as weak and incapable.
common Pitfall: DownPlaying it
Since anxiety is something everyone experiences in some measure, parents often mistakenly downplay their
child’s worries, comparing them to the parents’ own experiences of anxiety (currently or as a child), but a
signiicant diference exists between the low-level anxiety that everyone experiences now and again, and
chronic, pathological anxiety that interferes with one’s life.
When an anxious child becomes aware that the people around him, especially those closest to him—parents,
teachers, counselors—don’t understand or relate to his experiences, he will not only end up feeling isolated but,
ultimately, may feel hopeless regarding any possible recovery or experience of “normalcy.” This, obviously,
will undermine any eforts to help him.
how to helP a chilD with anxiety
Parents of an anxious child can take comfort, however, that they are in the best position of anyone to help their
child. It has been proven that a parent’s involvement in helping a child deal with anxiety is more efective
than when that child is solely treated professionally (through a therapist or psychiatrist).104 As Dr. Manassis
says in her book, “most therapists will spend one or two hours per week with your child. A teacher will spend
perhaps 30 hours per week. That leaves 136 hours for you, the parents (1996)!”
So if a parent isn’t able to reassure the child, what then? The answer is to validate the realness of the child’s
feelings, whatever the perceived object or trigger. A child’s feelings of anxiety are very real, even if the object of
their fear is not. Before you can help a child cope with anxiety, he needs you to irst acknowledge and validate
the reality of his fears—not as being justiiable but as being real. Fear is an emotion; emotions aren’t rational,
but they are valid and real. And your child needs to hear you airm that.
So instead of trying to convince a child that there is nothing to fear, acknowledge your child’s fears (“That must
be very frightening” or, “That sounds like it feels awful”) and then see if, together, you might come up with ways to
face down those fears. Don’t ever underestimate the therapeutic value for your child of your mere acceptance
of his problem and recognition of his feelings without judgment.
Besides showing the child that he has an ally in you, this also helps him take the irst crucial step in freeing
himself from anxiety, which is to recognize and accept that he has an anxiety problem. Once he owns the
problem as his, he can then begin the work of confronting it.
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talking with your chilD about anxiety
The best thing you can do as a parent to help a child with anxiety is to get him to talk about it. Since your child
will undoubtedly be less able to rationally broach the subject of his anxiety while he’s in its throes, it’s beter
if you start taking the time to discuss his anxiety with him when he’s not experiencing it. Even so, there’s still
the inherent challenge that since anxious children are keenly aware of the abnormality of their experience, and
fear criticism and embarrassment should word of it get out, they tend to avoid discussing their anxiety.
But without the child’s own self-description of his anxiety, it’s all guesswork on your part. Hearing about the
child’s own experiences, thoughts, and feelings in his own words reveals a great deal about the nature and
causes of the anxiety. Plus, the very act of talking about his anxiety helps a child to diminish it.
the first, biggest, anD most Powerful steP in Dealing with anxiety
Fortunately, accepting one’s anxiety is not only the irst step in dealing with it, but is also the biggest and most
powerful step. For just as with any bully, turning and facing an adversary instead of running away changes
its behavior. Facing an anxiety problem means accepting its existence and commiting oneself to conquering
it; this cognition automatically and by its very nature diminishes the intensity, duration, and frequency of the
problem.
Confronting one’s anxieties may seem like a painful process, but it’s actually quite the opposite. The water in
the pool may look cold, but once you jump in, it’s not bad at all. Likewise, the anxiety about the problem causes
emotional pain. Facing the anxiety dissipates that pain—in large part—in and of itself; the water in the pool is
not so bad after all. Confronting one’s anxiety results in an immediate sense of accomplishment and improved
self-conidence—an excellent launching pad for real healing and transformation.
a suPPort system
As we’ve seen, irst and foremost in that healing, an anxious child must be taught that he is not alone—that
he has the understanding and support of loved ones around him. Dealing with a child’s anxiety together as
a family issue and not just the child’s problem is a powerful way to positively transform every one of the
family’s members individually and the entire family as a whole. What comes next is to teach the anxious child
that he is never trapped—that he always has choices, always has ways out of the fear, that there will always be
steps he can take to feel more safe and calm.
seParating the chilD from his anxiety
Among the most beneicial of those steps is learning to separate himself from his anxiety—that he is not his
anxiety and his anxiety is not him. As the DuPonts explain in their books, it is quite diicult to observe an
emotion and experience it at the same time, because observation creates an immediate separation between
the observer and that which is being observed. So help your child to observe his anxiety. Discuss the varying
intensities of diferent anxieties as they occur; discuss the circumstances which increase the anxiety and those
which decrease it. In this way, together you objectify the anxiety and thereby help the child disassociate from
it or, put another way, help him disentangle that knot of negative emotions from his self-identity.
The more a child can experience the distinction between himself and his anxiety, the more prepared he can
become to face it efectively, proactively, when it does occur. He’ll develop increasing control over his mental,
emotional, and behavioral responses not only to the anxiety at hand but also to any future anxiety when it
does occur
emPowering chilDren

He will begin to understand that anxiety is not a black-and-white condition that he can turn “on” or “of” like a
light switch, but that it exists on a continuum, sometimes small, sometimes great. He will begin to understand
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that there are certain times, places, people, and situations that tend to trigger his anxiety, thereby empowering
him to prepare and behave accordingly. He will learn that, while fear chases you when you run from it, when
you turn and face it, it dissipates—all by itself. None of this necessarily rids the child of his anxiety, but it at
least helps him claim that vital seat of control over his responses and behaviors. This alone goes a long way
towards restoring (or establishing) a child’s conidence and self-esteem.
Only the person experiencing the anxiety—only the child himself—can recognize and tackle the problem. This
is a diicult lesson for both parent and child to absorb. You can help, certainly, and your child will no doubt be
glad to accept all the help you have to ofer. Help the child recognize the problem and accept his responsibility,
and give him permission to go for it. But you cannot face down the anxiety for your child—no mater how
much you may wish you could, and no mater how much your child would like you to. It is the child’s issue
to deal with, and ultimately only the child holds the key to the relief desired. And your child must understand
this as clearly as you do, for true lasting relief.
Children need to understand that their anxiety feeds on their fear. If they refuse to give in to their anxiety and
the uncomfortable feelings it presents, then the anxiety has nothing to feed on and either retreats or it withers
away and dies. Notice, again, that it is not the object of the fear that the child must learn to overcome but the
feelings of fear themselves that the anxiety produces. In this way, a child (or adult, for that mater) can confront
any object of fear by addressing the fear itself and not the object.
mission accomPlisheD?
Perhaps an even harder lesson that children also need to understand is that, while anxiety may go away for
good, that isn’t usually the case. While the child can beat back the anxiety, the victory is likely temporary.
The anxiety will probably ebb and low throughout his lifetime. So while it is possible on the one hand to be
permanently rid of a given anxiety, it is more likely that anxiety will periodically return. The victory lies not
in having vanquished the foe, but in having the conidence that you can face it down if it shows up again. And
this knowledge helps foster that conidence.
We don’t solve anxiety problems by making big, bold changes, but rather by small, reasonable, and realistic
ones, consistently over time. “Curing” anxiety is an ongoing process that requires gradual steps towards the
greater goal of complete freedom from anxiety which, alas, we may never totally achieve. In a sense, then, this
is a journey with a nebulous terminus: we see we’ve rounded what we thought the last bend, the station is just
ahead; we chug along until, all of a sudden, we realize we’ve overshot the station—oops, no problem just back up
a litle, now forward a litle. Ah, there we are. Importantly, we realize we are the engineer. We are in control of this
journey which we now see has more than one terminal. We can go on boldly from here. Thus the journey of life
continues far of into the future, and we’re in control. All aboard that’s comin’ aboard!
So even though anxious feelings likely will reappear, the more a child practices not giving in and not feeding
fear with fear, the less uncomfortable the discomfort and painful the pain, the shorter its duration, the less
paralyzing efect the anxiety produces. The beter a child gets at practicing not feeding anxiety with his fear,
the less able anxiety is to take hold of that child and cause him to do its bidding.
As Dr. Manassis says, by acknowledging the reality of the child’s fears and empowering him to manage them
proactively, “the result is a child who feels understood but also ready to face a challenge.”
relaxation
Instrumental to those ends, and bringing us back full circle to the DreamChild Adventures programs, is learning
to relax.
The range of tools and techniques popularly used to help children overcome anxiety is vast and varied,
including goal seting and goal completion, incentives and dis-incentives, role-playing, parties and other social
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events, extracurricular activities, itness and exercise, diet and nutrition, and anti-anxiety medication (under a
physician’s proper supervision, of course). But no single tool or technique is more ubiquitous in anxiety texts,
both those writen for children and for adults, than relaxation.
the relaxation resPonse
The “relaxation response” is the opposite of, and the solution to, the “stress response.” As Dr. Manassis deines
it, the relaxation response is “the body’s automatic physical response when sensing no danger. It is designed
to reduce a person’s level of stress when in safe situations.”
A moment ago, I mentioned that action can be taken in response to genuine, legitimate fears in order to avert
the danger and decrease the symptoms associated with the stress response, but that with anxiety because
there is no actual danger to avert no such action can be taken. Action can be taken, however, to dissipate the
perceived threat of imminent danger, which would also help assuage the symptoms of the stress response.
That action, of course, is relaxation, and it is something that can be induced and even self-induced.
That is because relaxation is a function of the parasympathetic, or voluntary, nervous system, whereas the stress
response—ight or light—is a function of the sympathetic, or involuntary, nervous system. That means the
stress response is something that “happens to us,” that is “beyond our control,” while relaxation is something
that we can make happen, that is within (some measure of) our control.
benefits of relaxation for chilDren
When so much of handling anxiety involves talk and self-talk, a child might appreciate some lessons in honestto-goodness action he can take to combat his anxiety. That is, besides just confronting the feared situations
head-on, of course—a task made much easier by approaching it from a relaxed state of mind and body.
Relaxation promotes improvements on a mental, emotional, and physical level; a powerful combination when
you consider that anxiety is a problem with mental, emotional, and physical components.
Relaxation also helps a child to distract himself mentally from his anxieties, which by itself alleviates much of
the emotional discomfort associated with them. Another way, more intentional perhaps, of “distracting” the
mind is giving it something positive and proactive to focus on. Similar to the DuPonts’ assertion about it not
being humanly possible to observe your pain and feel it at the same time, Dr. Manassis points out that when
the mind is focused on one thing, it can’t worry about another; it’s just not humanly possible.
That is one reason why sleeplessness and anxiety go hand-in-hand. Because all during the day an anxious
child has plenty of stimulus around him to distract him from his fears. But at night, when it’s just him and his
thoughts alone in the dark, all those suppressed fears from throughout the day can now resurface. Relaxation
can provide that distraction.
Beyond that, however, since the true source of an anxious child’s fears, as we now know, are the physical
symptoms of stress and anxiety, not the actual life circumstance that seems to provoke it, the physical beneits
of relaxation techniques can have a profound impact on a child’s experience of fear and, thus, his anxiety.
common relaxation techniques
Common techniques for achieving relaxation that are outlined in many books about anxiety, and for that
mater, most books about relaxation as well, include:
• deep abdominal breathing—consciously breathing down into the belly (activating the
parasympathetic nervous system) rather than the chest (activating the sympathetic nervous
system)
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• progressive muscle relaxation—focusing on relaxing each individual muscle or muscle
group in the body, one at a time (sometimes tensing the muscle irst before relaxing it, in
order to beter isolate it and distinguish the way it feels relaxed from the way it feels tensed)
• visualization—conjuring up pleasant and relaxing images in the mind (sometimes ampliied
by then imagining the sounds, smells, and tactile sensations of the pleasant visualization as
well)
Since parents can only make themselves so available to help guide their child through these processes, and
since it may take a while, depending on his age, for the child to develop these skills himself, a relaxation CD is
a solution many parents may turn to for empowering their child to get guided support for relaxation on their
own, on demand. All of the above-named techniques, by design, are woven into the DreamChild Adventures
programs.
a caveat: the chilD’s volition

The one caveat about all of these relaxation techniques, however, is that the child has to want to do it. As you
may already know too well, you cannot force a child to relax. You can only guide, facilitate, and encourage.
the sleeP-relaxation link
Sleep—and more speciically, a deep, restful, and uninterrupted sleep—is a fundamental aspect of relaxation,
a key component in achieving and maintaining a relaxed state of body and mind. Without a regular good
night’s sleep it is inordinately more diicult to relax oneself and therefore inordinately harder to manage one’s
anxiety. Securing those deep, restful, and uninterrupted nights of sleep consistently, then, can become your
child’s irst line of defense against anxiety.
Dietary relaxation aiDs

Diet and exercise may also play a signiicant role in helping your child relax and combat anxiety. As Dr.
Chansky explains, “Anxiety tends to creep in when our defenses are down, when we’re sick, stressed, or
sleepy” (2004).
In terms of diet, the key factor is avoiding cafeine, which for children means avoiding chocolate, black tea, and
many types of soda. Cafeine is a stimulant that activates the sympathetic nervous system (ight or light, the
stress response), and because of that may facilitate a state of anxiety and hamper eforts at relaxation. Other
than avoiding cafeine, simply maintaining a generally balanced diet has three powerful beneits. It helps the
body become:
• beter able to defend itself from illness
• more easily able to manage stress and anxiety
• more receptive to those eforts
exercise for relaxation
In terms of exercise, the beneit to anxiety-suferers is that physical exercise causes the body to bump up
production of the body’s feel-good neurotransmiters called endorphins, which modulate the stress response
and decrease anxiety. What’s more, exercise helps tire children out, making it easier for them to get to sleep
and sleep well at night.
anxiety DisorDers

As we’ve seen, when anxiety rises above what is considered “normal” or appropriate for one’s age group, to the
extent that it pervades day-to-day living, seting up seemingly insurmountable limitations, then that anxiety
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surpasses the mere problem stage and rises to the level of a full-ledged Anxiety Disorder. No exploration
of anxiety would be complete without a discussion of these disorders and the current knowledge on their
relationships with sleep and relaxation.
Anxiety disorders are the most common of all mental disorders in children, alicting about one in every eight
children, with a current total estimated at about 19 million in America. Anxiety disorders fall into six diferent
types:
• Generalized Anxiety Disorder—one common symptom is feeling extremely tense and
having trouble relaxing; adequate restful sleep is essential for helping children with this
disorder, and intentional physical relaxation is particularly beneicial
• Social Anxiety Disorder—teaching a child with this disorder relaxation techniques for
calming himself before entering social situations can be extremely helpful
• Obsessive-Compulsive Disorder (OCD)—keeping a child’s stress level low is paramount
with this disorder; a common symptom of stress, as you know, is inadequate restful sleep
• Speciic Phobic Disorder—again, deep relaxation is extremely beneicial in helping kids
combat the symptoms of fear caused by this disorder (the most common, incidentally, of
all anxiety disorders in children); visualization also proves highly beneicial in combating
phobias
• Panic Disorder
• Post-Traumatic Stress Disorder (PTSD)
In Dr. Cynthia G. Last’s book, Help For Worried Kids (2005), she describes the irst four of these as common
“anxiety disorders of childhood,” with panic disorders and PTSD less commonly seen in children. She does,
however, add one other common childhood anxiety disorder to the list: Separation Anxiety Disorder. Most
interestingly, as it afects our conversation on sleep, common symptoms of this disorder include trouble
sleeping alone and trouble sleeping away from home.
These disorders all share in common a sense of worry. Further, many people with anxiety disorders sufer
symptoms from several of the above-named diagnoses. Regardless of diagnoses, however, there are essentially
two types of anxiety associated with every anxiety disorder:
• anxiety felt leading up to the situation
• anxiety felt during the situation
The former, the anxiety felt leading up to the situation, is almost always the more drawn out and paralyzing
form of the two.
Digging for the root cause of a chilD’s anxiety
With all our talk about the stress response, it is important as you try to sort out the root causes of any child’s
anxiety to keep in mind that anxiety disorders are not necessarily always directly related to a particular
stressor. Sometimes the disorder is the stressor, caused by a combination of biological factors (genetics) and
psychological factors (upbringing/environment)—more on these in a moment. A speciic stress could simply
trigger an existing anxiety disorder, while not being its actual cause. In fact, studies have found that children
and others with anxiety disorders commonly share an increased sensitivity and subsequent reactivity to
stress.105
meDical assistance for anxiety DisorDers
Whatever your suspicions about a particular child’s condition, a thorough examination by a trained professional
is the only way to know for sure if he is sufering from an anxiety disorder, as there are many other conditions
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that present the same symptoms as anxiety. As far as that goes, a child can simply be “anxious” (prone to
anxiety) without necessarily having a particular anxiety disorder—and it is, in fact, the more common situation.
Regardless, diligent and proactive atention is essential.
And, in either case as well, broaching the subject with a trained medical professional can help direct you
to the proper treatment options and self-help literature most appropriate and beneicial to your child. Such
an awareness of the speciic nature of your child’s anxiety will also enable you to proactively discuss your
child’s condition with the teachers, mental health professionals, and other signiicant adults in your child’s
life. Fortunately, as Dr. Chansky points out, “Anxiety disorders are the most treatable psychiatric condition”
(2004).
hereDitary anxiety: the role of genetics in chilDhooD anxiety

Before closing with the silver lining in the dark cloud of anxiety, a word on genetics and heredity. Insofar as
the Nature-Nurture paradigm is concerned, anxiety is a product of both.
Some people are genetically-predisposed to anxiety. Researchers from Harvard and Brown Universities
described a trait he called behavioral inhibition that can be observed in children beginning as early as 21 months
of age.106 As Dr. Manassis explains in her book, behavioral inhibition occurs when “the usual tendency for young
children to explore their surroundings appears inhibited (1996).”
If one of the parents has anxiety, it’s more likely that their children will have anxiety than if neither parent
did. Some people innately react to even the smallest things with intense responses, while others are genetically
programmed to be relatively unafected by adversity, able instead to “go with the low,” or to “roll with it”—
whatever happens happens. Do not let this revelation discourage you.
Despite a child’s genetic predisposition for anxiety, the way he is raised is of paramount importance in
determining how that child will respond to the world in the face of it.
Only with great diiculty can one rid oneself of anxious feelings, especially when it is part of one’s genetic
predisposition. But every person—including a young child—has the potential to take charge of his responses
to anxiety by changing his thoughts and choosing his behaviors.
the silver lining on anxiety’s Dark clouD
The silver lining in the dark cloud of anxiety is that it is considered to be, and rightly so, a disorder of “quality
people.” This is because an anxious person is simply more prone to consider other people’s feelings. People
with anxiety also think more than non-anxious people do about the consequences of their actions, and even
though that thinking is riddled with uncomfortable emotions, anxious people usually wind up acting in ways
that protect other people’s feelings.
A bully, for example, doesn’t have problems of anxiety, and therefore does not care about hurting other
children, while a child with anxiety is very unlikely to brazenly and intentionally hurt another person. Also,
while incessant worry about geting into trouble may cause a child pain and discomfort, it keeps that child
from geting into trouble.
better PeoPle

As such, an anxious person’s anxiety actually makes him a beter person, a beter friend, son or daughter, sibling,
and schoolmate. People with anxiety are typically some of the nicest people around. Properly channeled,
anxiety can promote appropriate behavior as much as it can promote inappropriate behavior when improperly
channeled. Bestowing on a child this understanding of the positive side, the brighter side, of anxiety and the
goodness that comes from it, can help an anxious child tremendously in overcoming the guilt, shame, and selfdeprecation that typically comes bundled together with his anxiety.
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As mentioned earlier, a child with anxiety is prone to believe that there is something wrong with him. But
these previously mentioned positive qualities that anxiety can foster may reveal to that same child that there
is also something especially “right” with him, too, and in a way, something “beter” about him than his nonanxious peers. This can help a child to feel beter about himself—a major step on the road to recovery from
chronic anxiety.
Showing consistent appreciation for these qualities that make your anxious child more respectful, courteous,
thoughtful, introspective, caring, compassionate, obedient, honest, and more, helps your child to see himself
with new, more forgiving and self-loving eyes.
a self-feeDing cycle: for worse or for better
As you’ve seen repeatedly, anxiety and sleep disruption are tied together inextricably, each one contributing to
the other. Fortunately just as anxiety feeds on itself, so does relaxation. A state of relaxation literally alters the
brain’s responses to various stimuli. Dr. Chansky (2004) refers to the work of Jefrey Schwarz, M.D. and Sharon
Begley, who, in their book The Mind and the Brain (2002), discuss how the brain is constantly reprogramming
itself to supply the greatest amount of neurons to the pathways and regions of the brain we most frequently
use.
So if (hypothetically speaking, of course) you’ve lived in a state of anxiety and sleeplessness most of your life,
your brain becomes programmed to support what it perceives as a chronically heightened state of stress and
threat of danger. In other words, it becomes ever-easier and faster for the brain to make the connections and
associations that trigger the stress response and maintain it. But if you start practicing relaxation, over time
and through frequent repetition, your brain will start to reprogram itself to support a more relaxed state of
being, making the relaxation response ever-easier to achieve and maintain.
You literally can reverse the brain’s tendency to react anxiously to various situations simply by practicing
relaxation. Truly, the relaxation response is the antidote to the stress response. Relaxation helps diminish
anxiety and it helps reduce impediments to healthful sleep. We, therefore, have come full circle to the DreamChild
Adventures audio programs, powerful tools for undoing the strands of that self-tightening knot of anxiety.
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summary: nature-Deficit DisorDer
I went to the woods because I wished to live deliberately,
to front only the essential facts of life,
and see if I could not learn what it had to teach,
and not, when I came to die, discover that I had not lived.
Henry.David.Thoreau,.Walden,.1846

We’ve explored many subjects together

in the span of this book, from
fear of the dark, to television and resistance to reading, to divorce, death and dying, to self-esteem, along with
many medical issues, all of it with the united objective of helping your child to have a good night’s sleep.
a web of interrelationshiPs
As we’ve roamed through these subjects, we’ve discovered that many of them—like fear of the
dark, and death and dying—are inextricably interwoven in a dual cause-and-efect relationship.
Let me ofer a simple (perhaps even simplistic) illustration:
• Issues around sleep can interrelate with issues of fear of the dark.
• Issues around sleep can interrelate with issues of death and dying.
• Issues around fear of the dark can interrelate with issues of death and dying.
For children, and even some adults, all three may interconnect—each one . . . sleep, fear of the dark, death and
dying . . . with either or both of the others. So it goes with all of the inluences—internal and external—in a
child’s life (and for that mater, yours and mine as well).
I by no means wish to imply any sort of unsubstantiated causation between any of these issues and any other. I
do however wish to shed light on the viewpoint that no problem, issue, behavior, or circumstance stands alone.
Rather, each meshes with all of the other inluences underlying all of the given problems, issues, behaviors,
circumstances, and whatnot—namely, the person. The individual person resides in the core of it all and, as it
applies here and now, within the child.
nature-Deficit DisorDer (nDD)
To illustrate further, consider another condition in a child’s life that may have a pronounced efect on her
sleep and, vice versa, one on which her sleep may have a profound efect. Moreover, this condition afects and
is afected by every other condition we’ve discussed in these pages—fear of the dark, television, resistance to
reading, divorce, death and dying, self-esteem—and all the rest. This condition is the experience of nature—
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the forest, meadows, streams, lakes and oceans—the great outdoors. And if anything illustrates a seamless
web of interconnected relationships, nature does.
Over eons of human evolution, lifetime after lifetime transpired in deep rapport with nature. Our everyday
world drenched us in sensory richness and enlivened our every moment, which we human beings are—in a
very real sense—physically “hardwired” to experience, by which I mean explore, relate to, learn from, and care
for. Research conducted using my AudioMagic Nature Sound programs lends support to this theory (for more
on this research, see Appendix H).
A fascinating book, published in 2008, makes a bold assertion about the efect of nature on our children . . . or
rather, the efect of the lack of nature, these days: nature’s absence, or, to put it another way—a nature-deicit
disorder. Journalist Richard Louv, founding chairman of the Children & Nature Network, and recipient of the
2008 Audubon Medal, has published eight books and has writen for some of our nation’s—and the world’s—
most prestigious periodicals such as The New York Times, The Christian Science Monitor, and others. The seventh
and eighth of Louv’s books are a related pair: Last Child in the Woods (2008) and The Nature Principle (2011). The
former introduces his concept of Nature-Deicit Disorder as it afects children, while the later expands the
discussion to include adults.
I ind mention of the book’s success relevant to this discussion of its contents because it relects a prevailing
interest in Louv’s message, perhaps because it speaks so profoundly to our own experience. Louv asserts that
civilization today in America deprives a whole generation of children of a relationship with nature that is vital
if they’re to grow into healthy and well-adjusted adults. And he warns that if we don’t start taking conscious
actions as a community of parents, educators, leaders, and guardians, we may, by standing aside, tacitly initiate
countless generations of children growing up dysfunctionally, with no idea of the basis of their problems,
much less of the knowledge necessary to remedy them. So, too, may our children grow up dysfunctional if we
don’t help them get their proper sleep and learn the intrinsic value of it.
Louv draws many strikingly similar correlations between the many issues a parent may face and this naturedeicit disorder he describes—its relationships with fears, anxieties, emotional intelligence, self-esteem, academic
performance, childhood obesity, and, yes, with sleep.
For me, then, because of my own bent toward the healing eicacy of nature’s beauty, I ind an easy
companionship between Louv’s assertion and my interest in the sights, smells, movements, touch, and
especially in the sounds of nature. It consequently seems only natural to me to weave 3D sound through the
warp and woof of nature to create a comforter which helps children overcome sleep deicit dysfunction by
experiencing the calming efects of nature. I hope this comforter promotes restful and restorative sleep and in
turn helps children grow into healthy adults, who along the way will avoid the terrible void of nature-deicit.
Let’s expand a bit, therefore, some of the parallels between the web of inluences surrounding nature and
sleep—or more speciically, between nature-deicit disorder and problems sleeping.
television, nDD, anD sleeP
Just a few generations ago, children grew up in a much diferent world. There was no television, for one.
And most children grew up helping around the house and yard or, in many cases, the farm. They spent
their regimented time in productive engagements, often directly involving nature—collecting wood, feeding
livestock, weeding, and other chores. Their play time then was unregimented—that is, “unstructured,
imaginative, exploratory”—and much more likely to involve the natural surroundings with which they already
had such intimate rapport (playing ball, swimming in the river, riding bicycles). The kind of rapport that could
help a child sleep beter at night, fully wound-down from active, exuberant play, unafraid of the dark or things
that go bump in the night, and eager to face the new day and the adventures it brings.
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In my interview with Kenneth, his stepdaughter, Pamela, was having problems with anger which manifested
in her relationship with her siblings (sibling rivalry) and no doubt had some of its roots in her parents’ divorce
(children of divorce). She wasn’t reading (resistance to reading) and was doing poorly in school (academic
performance). And she had trouble sleeping. Pamela sufered from nightmares, and wanted “to watch
television all night,” as Kenneth put it.
In Last Child in the Woods, Louv laments that kids lock to the TV partly because, despite our best eforts
and intentions, we’ve actually conditioned them to avoid the outside, and how else are they going to get the
healthy escape and fantasy they need?
Permit me to summarize several of the points Louv makes:
• We close down parks and develop over what was once public land, leaving children
nowhere to go when we tell them to go outside and play. So kids ill the sidewalks and
streets, and loiter around convenience stores and in parking lots.
• By enforcing ever stricter regulations—building, community, environmental— children
are hearing, in no uncertain terms, that their free-play is not welcome here, there, or
anywhere. No words need be exchanged for them to get this message. It’s being told to
them loud and clear through unacceptably repressive conditions. So again, they retreat
inside and turn on the television. Or they lie around and play video games. Or both.
• Likewise, children lee the structure many of their caretakers keep trying to impose on
them. Not only does it run counter to the very nature of childhood and the purpose of
play to regulate how a child plays (or doesn’t play)—safety, etiquete, and good sense
naturally aside—but it implants in children a terrible fear that can hold them back for
the rest of their lives. The structures and strictures often placed on childhood play, and
outdoor play especially, often come from a place of fear, usually, Louv says, of danger
and litigation. This teaches children that it’s not safe to be themselves, that it’s not safe to
go outside, nor to be on their own, separated from their parents, or to learn to trust their
judgment when facing the unknown. We inadvertently accelerate this process in response
to shrinking reserves of buildable space, as developers press city councils for more building
lots per acre. Then, as houses are built closer to one another, buyers demand more private
space, and builders happily respond with larger houses, until we have subdivisions of
4000 square-foot houses crowded onto 5000 square-foot lots. Where else do children—and
adults, for that mater—have to go but inside?
Thus, we set the stage for nature-deicit disorder.
Looking through the eyes of the child, do you ind it any wonder that so many children retreat to the television?
The TV provides them a sense of safety and solace, relaxation and imaginative, if artiicial, stimulation, and
autonomy that a relationship with nature would have done a beter job at. Or as Louv himself might say, it is
a poor substitute for the relationship with nature which every child requires to grow up healthy, happy, and
prosperous.
Television, as babysiter and companion, in fact isn’t a phenomenon relegated to just the home. We now
commonly see a small TV installed in the back seats of automobiles to keep children entertained—read: quiet
and complacent—not only on long car trips, but those as short as to the mall and back. Meanwhile a whole world
zooms by, unnoticed, just outside the window.
TV does more than just lull us to sleep at times, and stave sleep of at others. It also keeps us sheltered from
the real world, outside of the illusory one on the screen. A world that becomes increasingly threatening and
intimidating the longer the separation lasts. We even now assume necessary the ubiquitous home alarm system
to insure ourselves against unauthorized entry into our reclusive pavement palaces.
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Louv cites University of North Carolina professor Robin Moore in pointing out that the sensory stimulation
prevalent in our ambient natural environment is the predominant sensory stimulation each of us personally
experience.107 Therefore, allowing children the freedom to explore the natural world, each in her own way, is
instrumental in helping them to develop a clear sense of self and a healthy relationship to the world at large.
As with a lack of adequate sleep, although in diferent ways, a deiciency in a child’s exposure to nature puts
at risk her development of self-esteem, self-reliance, imagination and creativity, motivation, and ability to
relate with others.
Which brings us to the subject of school.
acaDemic Performance, nDD, anD sleeP
A 1998 report from the State Education and Environmental Roundtable, entitled “Closing the Achievement Gap,”
detailing a ten-year, nationwide study of 150 environment-based models of education, showed that schools
that taught environmental awareness produced students more adept in math, language arts, science, and
social studies.108 Decision-making, critical-thinking, and problem-solving skills were enhanced. And behavior
and atendance rates excelled.
A similar study in 2005, this time of 255 at-risk sixth graders, revealed that the students whose educational
program involved outdoor activities and environmental studies displayed:109
• a 27% increase in measured mastery of science concepts
• enhanced cooperation and conlict resolution skills
and the students also displayed gains in:
•
•
•
•

self-esteem
problem-solving
motivation to learn
classroom behavior

Exposure to nature and restful sleep seem to have similar efects on a child’s academic performance, as do they
on a child’s weight (just as a child’s weight afects her interactions with nature and her sleep).
chilDhooD obesity, nDD, anD sleeP
It isn’t hard to see the correlation between a child’s exposure to the outdoors and childhood obesity. Besides
the obvious health beneits of fresh air and sunshine, most of a child’s activity held outdoors is active, aerobic
activity. It’s no secret that exercise is a key component in healthy weight management. And if most of a child’s
vigorous cardiovascular, muscle-building, coordination-developing exercise occurs out of doors, then it stands
to reason that more and beter out-of-doors environments for doing so is a key component in combating
childhood obesity.
It also has the added beneit of giving a child what she needs to tucker herself out so that she can setle down
for a deep and reinvigorating sleep without argument, without interruption. Here sleep and nature work
together in a self-feeding, self-perpetuating cycle to help a child, among other ways, to achieve and maintain a
healthy weight. And of course, what arrives fast on its heels might likely include improved mood and ability
to relate with others, greater academic performance, and increased self-esteem.
Of course, with 80% of Americans living in cities, according to the 2010 U.S. Census, children face a diicult
challenge in simply inding the space to have this need met. But the cost of not having it met is far more than
cosmetic.110 Childhood obesity often leads to larger health problems. When we view childhood obesity as a
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life-or-death problem and not just a lifestyle problem, we see how vital it is that we do something about it.
Earlier in this book we saw how improving a child’s sleep habits is one action we can take to help protect them
from these dangers. Spending time in nature is another one.
Fortunately, while many children may resist forced, intentional exercise, if given the space to run about and
roam free, many will do a more than adequate job of exerting the energy bubbling inside them. Case in point,
Lia’s daughter, Ana, was a restless child, doing anything to avoid going to sleep, and when she slept, sleeping
restlessly, tossing and turning and entangling herself in the bedsheets. Ana was also overweight.
Clearly, if Ana was lacking in physical exercise it wasn’t from the lack of energy to do so. She had more than
enough energy, more than she knew what to do with. It made her unruly and disruptive in school, to the point
of forcing her parents’ hand, with acts of stealing and violence, to place her into an even more structured and
potentially stiling environment. The audio CDs might very well have provided Ana with a much needed
reprieve from the outer world and given her a chance to feel more at peace in her own inner environment.
With that peace she became more able to function appropriately in the world she shared with other people.
Eventually she even became motivated to start a diet, with no prodding from the outside.
By following the progress she describes her daughter making, Lia is in an excellent position to give a newly
inspired, self-motivated, and self-aware child like Ana more outlets for free, expressive, explorative play in
her outer world, in nature, without so many boundaries, or rules, or structures. Along with the DreamChild
Adventures programs introducing deep and restful sleep, increased exposure to nature could help a child like
Ana develop greater harmony between her inner and outer worlds so that exercising and slimming down to a
healthier weight might come more naturally.
This leads me to make a brief comment on self-esteem.
self-esteem, nDD, anD sleeP
In the case of Bobby, the son of the woman Alan was dating, the boy’s poor sleep was associated with heavy
television viewing, poor reading habits, academic diiculty, and poor self-esteem. Alan witnessed a turning
point in Bobby’s life, after using the audio CDs, when Bobby overcame his fears of nature, of all things, and
the big, bad world outside, and started dirt bike riding and trying out for soccer. Alongside those beneits
of restful sleep and exposure to nature, not the least of which is self-esteem, came improvement in Bobby’s
reading skills and interest, a decrease in his television viewing, a more appropriate demeanor when relating to
others, both authority igures and peers, and a greater passion for experiencing what the world and life have
to ofer.
Recent studies have shown that children’s camps and programs based in adventure therapy and direct outdoor
education have pronounced therapeutic value for troubled youths, by imparting leadership skills, academic
prowess, conidence and self-esteem, strength of character, and ability to relate to others.111, 112, 113
meDical issues
Louv’s discussion of nature’s beneicial efects on children with ADHD is strikingly similar to our earlier
discussion of the efects of sleep on ADHD. He reports that some researchers recommend parents provide
their children more access to “green space” because it may improve their “atentional functioning”—their
atention span. Louv then goes on to discuss, as we have already, the over-prescribing of stimulants like Ritalin
(methylphenidate) and Dexedrine (dextroamphetamine) to solve the problem, rather than the restoration
of a more healthful sleeping and waking environment, one more conducive to the child’s development of
atentional functioning and all the other skills needed to live a fulilling life.
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Divorce, nDD, anD sleeP
“Divorce afects a child’s whole world view,” I wrote in the commentary on “Children of Divorce.” In that
discussion, we learned how children of divorce may struggle not only with sleep troubles but with reading
abilities, academic performance, and interpersonal relationships with peers and authority igures. “It forces
reexamination of the concepts of safety, stability, trust, and love,” I wrote. These are some of the same qualities
that a nature-deicit disorder seems to afect.
Throughout all of these examples—these issues—one message remains clear: nature is not a luxury. It’s not
leisure time. It’s a necessity. It’s vital for proper developmental growth and critical for maintaining a healthy
life.
The same applies to sleep. It is not a luxury, and should never be treated as such. To say, “I have no time for sleep”
or “I have no time for nature” is to fool only yourself. And worse, Louv suggests, doing yourself a disservice, and
maybe even harm.
Louv atributes to a parent’s “acutely tuned responsibility” the atitude that children taking time for relaxation
and leisure is self-indulgent. That seems thoroughly counterintuitive, yes, but nevertheless it is a commonly
held myth among today’s “grown-ups” that work must always come before play. That our obligations are
paramount, and only after those obligations are met can we permit ourselves the luxury of some down-time—
some fun and relaxation. Of course, our children are going to model—to perpetuate—this myth in their own
lives. After all, who else is there for the children as a model? As Louv describes it, a family hike may be more
of a priority than many parents realize. Certainly such an activity is more of an instrumental factor in a child’s
overall health and wellness than it is a frivolous and self-indulgent luxury.
the unseen Perils of moDern city life
In his January 2, 2009, feature for The Boston Globe, “How the City Hurts your Brain,” journalist Jonah Lehrer
proposes that it is now, more than ever, imperative to bring nature back into our lives.114 He describes recent
scientiic research revealing that exposure to today’s urban environments impairs some of our basic mental
processes, and writes, “After spending a few minutes on a crowded city street, the brain is less able to hold
things in memory, and sufers from reduced self-control.”
Long-term migrational trends have, for the irst time in human history, resulted in more people living in
cities than anywhere else, and the nature-deicit impairment Lehrer describes may not be a mere coincidence.
As I proposed earlier, we could be starving an entire generation of a much needed form of essential human
nourishment. One could almost wonder if Lehrer were talking about nature here, or sleep. As Lehrer writes,
the overstimulation of urban environments forces one of the human brain’s weakest spots to work itself into
overdrive. This is the part of our brain that ilters out irrelevant stimuli in order to help us pay atention to
what maters. Excessive stimulation, like that which we ind in modern cities, impairs the part of our brain
involved in paying atention.
What’s more, Lehrer goes on to explain, such “cognitive overload” also impairs our self-control, which is itself
controlled by the same part of our brain responsible for paying atention; the same part of our brain, in other
words, that’s just been depleted by iltering out all the irrelevant stimuli in order to pay atention to what’s
most relevant in the moment. And when we think of self-control, we must also be reminded that this includes
control over our emotions.
Put simply, our ability—or inability—to pay atention, and our self-control—or lack thereof—coexist in a selffeeding cycle either impaired or aided by certain qualities of our external environment.
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urban versus natural environments Put to the test
University of Michigan psychologist Marc Berman validated this impairment in an experiment wherein students
were split into two groups—one sent to an arboretum, the other to busy city streets—and then put through
a batery of psychological tests.115 Test results showed that those subjects exposed to the city streets sufered
impairments not found in those subjects exposed to the more natural environment, including impairments in
the areas of mood, memory, and atention.
We can now say with relative certainty that in contrast to urban environments, natural environments do not
demand so much brain power—and, speciically, the powers of “controlled perception” to resist temptations—
leaving both our ability to pay atention and to control our impulses intact, and more—rejuvenated and
refreshed.
This is not to say that city-dwelling is inherently bad and rural life is inherently good. It is not to suggest that
people abandon their city apartments and move to farmhouses in the middle of nowhere. On the contrary, it’s
much easier to bring nature to you.
theraPeutic ProPerties of nature
For example, we also know now that nature has therapeutic properties. Scientiic research on the efects of
nature on sick hospital patients has already made this evident. According to an article by Stephen Mitrione,
M.D., M.L.A., Therapeutic Responses to Natural Environments,116 studies have found that the design of a health
care facility can inluence many elements of patient care, including the rate of infection, the rate of errors made
by health care providers, and the costs involved in treating a particular condition.
One of the most famous of these studies was conducted by Dr. Roger S. Ulrich, Ph.D., of the Center for Health
Systems and Design at Texas A&M University’s Colleges of Architecture and Medicine. In Ulrich’s 1999 paper,
entitled Efects of Gardens On Health Outcomes: Theory and Research,117 he revealed that patients in hospital rooms
with garden views used less pain medication, recovered from surgery faster, and were discharged sooner than
patients in rooms with no view. Nature exposure also proved to reduce these patients’ levels of stress and
anxiety—and those of their family and the hospital staf.
Lehrer cites a similar University of Illinois Landscape and Human Health Laboratory study in which director
Frances Kuo found that residents in public housing complexes could focus beter when their apartment had a
view of a courtyard illed with lawn, trees, and lowers.118
This is not a new concept either. As Mitrione observes, therapeutic gardens in health care setings are as
ancient as the Middle Ages. One theory behind this age-old phenomenon (the “biophilia hypothesis”) says
that our bodies respond to natural setings because our genes have been encoded by evolution to do so. In
other words, areas with lots of vegetation and a steady, healthy water supply were the most advantageous for
our species’ survival.
Whatever the reason, thankfully, hospitals today are recognizing this nature-wellness connection and are
starting to invest heavily in therapeutic landscaping and architecture.
a heartening realiZation
Meanwhile, we individual caretakers can take heart that all research on this subject suggests that even a limited
sense of nature (like that from looking through a window) can have a powerful impact on one’s psyche and—
thanks to what we already know of the mind/body connection—one’s biology. As Lehrer notes, “Even these
leeting glimpses of nature improve brain performance, it seems, because they provide a mental break from
the urban roll.”
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back to the core question: how to helP a chilD sleeP?
So we revisit now the core question that brought me to research and write this book and brought you to read
it: How do we help the children in our lives sleep beter at night?
As we witness the soothing nightime sounds of nature supplanted by the jarring shrieks and growls and roars
of the city or the eerie moans and groans of the suburbs, we’re left to wonder, how a child—or anyone for
that mater—is expected to sleep under these conditions? And who in her right mind wants to awaken in the
morning, only to leave the safety and security of home to venture out into all that?
the DreamchilD aDventures 3D auDio series
Thankfully—and predictably—it turns out many of the remedies for nature-deicit disorder are the same as
those for sleep diiculties. And, once again, this brings us back to the DreamChild Adventures 3D Audio Series. In
all of the cases discussed in this book, the 3D Living Sound audio programs served to help those children sleep
beter at night, and seemed instrumental in the myriad improvements reported in a host of other issues they
were facing. These programs have been carefully crafted to provide sleep and relaxation-enhancing beneits
through a synergy of structural, cognitive, and suggestive elements. One of those elements—one which is
prevalent throughout each of the CDs in the series—is the presence of nature.
Country Friends
•
•
•
•
•
•

a car trip to the countryside
a walk down an imaginary pathway through an enchanted forest
a meadow with a farmhouse
an interlude by the river for a meditation to the sounds of water, wind and birds
relected images on the surface of a pond
a pathway to the ocean beach

Magic Carpet
•
•
•
•
•
•
•

a playground
a zoo
farm animals
a pathway through an enchanted forest
Mother Nature’s words of care and comfort
a sandy ocean beach
gently rolling waves

Playhouse on the Beach
•
•
•
•
•

a beach
seabirds
ish
seashells
an interlude of loating on the gently rolling waves

Admitedly, an audio experience of nature, no mater how immersive, does not perfectly substitute for nature,
but we can at least start with the simple observation that these and other nature-illed audio CDs make proactive
use of what we are now discovering is a critical aspect of healthy childhood development.
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The DreamChildAdventures 3D Audio Series in particular, recorded as it is in 3D Living Sound, augments and
enhances these beneits of audio exposure to nature measurably. As I briely mentioned in the commentary
on Resistance to Reading, University of Arizona Professor of Psychology, Neurology, and Psychiatry Gary E.
Schwarz, Ph.D., studied the diference in efects on the brain from 2D audio and 3D Living Sound by analyzing
the EEG topographic brain–mapping data produced when subjects listened to recordings of the same sounds
in 3D Living Sound, stereo sound, and mono (or monaural audio). (See Appendix H: Study II)
As for the various subjects’ direct experiences, not only was the 3D Living Sound environment perceived as
“more real” than the other two, but the diference reported between how the subject experienced the 3D Living
Sound was as vast a diference from the stereo sound experience as listening to stereo sound was from mono.
Granted, we’re not providing certain senses (like smell and touch) but that didn’t seem to detract from the
subjective experience of full immersion in a “real” nature experience which, it turns out, allows listeners to
imagine the other senses, most particularly sight (as visualization).
Further, examination of the brain maps produced during these experiments revealed that the visualization
area of the brain “lit up” considerably more when the subjects listened to the 3D Living Sound recordings
than when they listened to either of the others. These results show, again, that 3D Living Sound has an even
more pronounced efect on the brain (and dare I say the brain–body connection?) than do standard 2D sound
recordings.
Commenting on his indings, Schwarz says:
These data further support the hypothesis that the 3D tapes were more atention-geting, novel,
and interesting compared to the stereo tapes. The fact that they show up on the left side and
posterior (rear) regions (occipital) is consistent with the idea that both verbal imagery and
visual imagery were activated by the 3D tapes. [Note: at the time of Schwarz’s studies, the 3D Living

Sound audio recordings were produced on tape rather than CD; the relevant efects, however, remain identical.]

It appears that the “virtual audio environments” of the DreamChild Adventures 3D Audio Series ofer an added
dimension of reality that efectively enhances the nature experience and, therefore, its many medical beneits.
conclusion
What I hope to have conveyed in this book is that the DreamChild Adventures 3D audio programs are a proven
efective tool for helping children achieve a deep state of relaxation and sleep, and with this change, they show
marked improvement in many other areas of their lives, afecting their health and well-being on every level—
mental, emotional, physical, and, perhaps, even spiritual.
I also hope this book has begun to make clear that everything a child experiences afects the whole of her being.
And what’s more—and this may come as a surprise to you—caretakers of children can interpret this revelation
as liberating and empowering.
How?
By realizing that everything and anything you do to help your child in one area of her life will almost assuredly
beneit her in all the other areas.
Every positive, proactive step you take makes a diference. It all helps, and more, it seems, than any of us will
ever know. A plant brings life into a lifeless corner. A window brings sunlight into an otherwise dark room.
A vegetable garden replaces a patch of dirt. A walk together, caretaker(s) and child, hand-in-hand, through
the park brings together nature and people. And if there’s no park, a walk around the block. Sit together on a
porch, snuggled in a comfy chair, reading a book together aloud.
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Or listen to the sweet 3D Living Sound of nature and the soothing voice of a caring and trusted guide. This
liberating revelation, this empowering awareness, allows you at any given moment to work with your child
on those challenges and issues you feel most focused on at that time. There is no right or wrong way. There is
only your way. Yours and your child’s.
Remember: everything you and your child face is interconnected, interwoven—like a tapestry.
Follow the threads and you trace the fabric of a child’s life. I encourage you now to allow your awareness of
this fabric to drape over you like a warm, soft comforter that tucks you in for a good night’s sleep. Because
when you can see your children as they are, you have everything you need to help them sleep well, too.
a Personal invitation
I hope that you have found inspiration in the stories of the many wonderful people who reported their results
from using DreamChild Adventures, and I would like to invite you to participate in a similar manner. You will
have the opportunity to write a Customer Review on the 3DAudioMagic.com website and, if you wish, share
your own story and insights with others.
I hope my book doesn’t really end here so much as it begins something even more dynamic. I envision people
actively taking part in helping one another, creating a support network of sorts, to welcome those new to
this unique therapeutic ofering and to advance each other’s practice of these techniques. I also look forward
to contributing to this growing community of individuals, as we learn, share, and celebrate each other’s
achievements on the road to lasting peace of mind for ourselves and our loved ones.

aPPenDices
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aPPenDix a

a brief Disclaimer

I wish I could tell you that all children

who use the DreamChild Adventures
programs will have results that are as dramatic as those reported in this book, but I can’t. The cases cited
were quite extraordinary in terms of both the scope and degree of improvements, and I can’t claim they are a
representative sample nor can I guarantee your child will experience similar results. Nonetheless, even with
this unscientiic sampling, the promising beneits are clear. Further, of all the patients who tried the DreamChild
programs, not one has reported any signiicant adverse reactions.
In my clinical practice as a psychiatrist, I have enjoyed the opportunity to observe the efectiveness of the audio
programs over many years. After comparing the results to traditional interventions, such as medications, to
treat anxiety and sleep disorders, I ind this novel approach ofers tremendous advantages: safety, efectiveness,
range of beneits, lack of side efects, and personal empowerment. Please understand, I’m not, by any stretch of
the imagination, a purist when it comes to practicing alternative medicine. In fact, in my day-to-day practice,
I rely on medications for the treatment of many disorders, but the 3D audio programs are one of my primary
therapeutic interventions and have provided my patients success I could not have dreamed of without them.
And keep in mind that medications and audio therapy are not mutually exclusive. In many cases, in order to
achieve the best results with a particular patient, I utilize both.
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aPPenDix b

auDio equiPment

These programs have been professionally recorded

using state-

of-the-art digital technology which ofers exceptional sound quality. But in order to reproduce high-quality
sound and achieve maximum efectiveness, the programs should be listened to with headphones of suicient
quality. Please keep in mind that the headphones provided with the average CD player or MP3 or MP4 player
provide very poor sound quality. A modest investme-nt in quality, lightweight, open-air headphones will add
appreciably to the therapeutic experience.
If you would like to truly maximize the listening experience, I strongly encourage you to purchase the
Sennheiser PX 100 headphone, which is what I used during studio mixing of the programs. This headphone is
no longer being produced, but at the time of this writing could still be found online through various vendors (I
cannot highly recommend purchasing its replacement, the PX 100-II). By listening with the Sennheiser PX 100,
your child will experience remarkable sound quality with a very comfortable it, and although no headphones
are “childproof,” this one is of very sturdy construction and likely to last a long time. Although ear cushions
eventually deteriorate on any open-air headphone, they are easy to replace at low cost. A less expensive and
excellent alternative is the Koss PortaPro headphone. While not quite as comfortable, the sound quality is
nearly indistinguishable from that of the PX 100.
Lastly, as I mentioned earlier, in the interest of safety, parents should remove the child’s headphones
immediately after program use.
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aPPenDix c

hearing risk

Speaking of safety now I want to cover
,

an issue germane to any discussion of

audio-based therapy, and likely to be a concern on any parent or caretaker’s mind, and that is the atendant
potential hearing risks.
noise-inDuceD hearing loss in chilDren
Our children’s hearing is quite sensitive (as is our own). Noise at extreme levels lasting for long periods of
time can permanently damage the ears and cause irreversible hearing loss. Medically, this is known as “NoiseInduced Hearing Loss” (NIHL). And in the case of a child, not only does it afect his hearing, but it can also
afect his language development, social development, and learning abilities.
what causes hearing loss?
While it is true that hearing damage can potentially be caused by short-term exposure to extremely loud
sounds (an explosion), it is far more often the result of long-term exposure to moderately loud sounds for long
durations at a time and/or over recurring periods of time. This slower, more common, and insidious method of
harming one’s hearing occurs through the gradual wearing out of the inner ear hair cells and the progressive
weakening over time of their capacity for recovery.
But even in the case of the rarer, former cause of NIHL, it is still a measure of both loudness and persistence
of the sound in question that determines the risk for permanent damage; NIHL is a cumulative problem. But
how big a problem is it?
statistics on chilDren’s hearing

Based on a review of the U.S.C.D.C.’s The Third National Health and Nutrition Examination Survey, around 5.2
million children in the U.S. between 6 and 19 years of age (that’s 12.5%, or one in eight) have permanent ear
damage and NIHL.119 And since 1971 the number of Americans from age 3 and up who have some form or
other of hearing loss or damage has doubled, and then some.120 The American Speech-Language-Hearing
Association (ASHA) conducted a study in 2006 that showed over half the participating high school students
reported having at least one symptom of hearing loss.121 “We’ll be seeing many more instances of people
having to use hearing assistance devices and at a younger age. Much like obesity, we may get to a point where
there is a norm of poor hearing.”122
Statistics from the European Union are just as dire. According to a recent study, 5%—10% of people in the EU
who listen to personal entertainment players are at risk of developing symptoms of noise-induced hearing loss
after ive years.123

210

DreamChild.Adventures.in.Relaxation.and.Sleep

safe-listening stanDarDs
Unfortunately, although these statistics are quite conclusive, there are no agreed-upon standards for safe
listening levels for anyone, no less for children: OSHA has determined the maximum decibel level for safe
listening is 90 db;124 the National Institute for Occupational Safety and Health and the Centers for Disease
Control and Prevention say 85 db;125 certain scientiic studies set the bar still lower, at a more conservative 79
db; and the Environmental Protection Agency recommends keeping exposure for any 24-hour period below
70 db.126
To provide a reference point for understanding these numbers, here are a few comparisons:
• 120—150 db: loud music, irearms, ireworks, jet engines, ambulance sirens, jackhammers
• 80—96 db: MP3 and MP4 players through earbuds at maximum volume, night clubs, hair
dryers, lawnmowers, snowmobiles, chainsaws, pneumatic drills, helicopters, the subway,
busy restaurants
• 70—80 db: normal urban street traic, alarm clocks, vacuum cleaners
• 60 db: normal conversational tones
• 40 db: raindrops
• 35 db: voices whispering
OSHA’s safe-listening standards, which are recognized by numerous qualiied organizations, follow at the
close of this section. Before I present it to you, however, I must address their limitations.
variables: the crux of the formula
The problem, in a nutshell, is there are too many variables that can inluence any individual’s personal
“safety zone”; therefore any singular deinitive benchmark is doomed to have too-wide a margin of error. For
example, one less frequently considered but highly inluential variable is the variation in the “toughness” or
“tenderness” of the listener’s ears.
common Pitfall: DesensitiZation

The danger for many young people in particular is that, as they continue to listen to their portable entertainment
devices at loud setings, they become desensitized and raise the volume still further in order to restore what
they perceive to be the level of loudness to which they are accustomed. This creates a vicious and never-ending
cycle of increasing the risk and accelerating the advance of NIHL.
how safe are Portable music Players?
Many people are very worried about today’s breed of portable music players (or PMPs) which, like its
predecessors, is eminently portable and has an extremely long batery life, but with the alleged potential for
much greater and, therefore, more dangerous sound output. Some say this could pose a serious threat to the
hearing of a whole generation; others say this is total panic and exaggeration.
So, to get a more scientiic vantage point on the subject, we turn to a paper presented by Cory D. Portnuf,
Au.D., Ph.D. and Brian J. Fligor, Sc.D. at the 2006 NIHL in Children Conference entitled, “Sound Output Levels
of the iPod and Other MP3 Players: Is There Potential Risk to Hearing?”127 Their presentation was based on indings
from a study the two conducted to evaluate output levels of several popular PMPs to determine their risks to
hearing.
In the study, Portnuf and Fligor examined ive MP3 players from three diferent manufacturers, using with
each player in turn each of ive diferent models of earphones (including stock earphones). They then measured
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the full range of output levels, from lowest to highest, of each pairing (25 in all: 5 MP3 players x 5 models of
earphones) while playing, in turn, each of ive diferent genres of music as well as a set of pure tones.
What they found, across all MP3 player-headphone combinations, was the measured potential to produce
sound levels high enough to cause hearing loss—“if used at high enough volumes for extended durations.”
That means the onus still rests on the listener (or in our case, the parent or guardian) to monitor volume levels
and listening durations. Technology will undoubtedly continue to both help and hinder that process.
the hanD that giveth . . . how technology helPs anD hinDers

Technology has already hindered that process by producing devices with greater music storage capacities
and longer batery lives, increasing the potential duration of uninterrupted exposure to excessive sound levels
available to us. On the other hand, technology has also innovated several ways to help parents to protect their
children’s hearing (many of which follow later in this section).
Before we leave the Portnuf/Fligor debate behind altogether, let me point out one additional, and unexpected,
inding of the study: that the output levels across all player-headphone combinations consistently remained
relatively comparable across the full spectrum of sound levels, with the greatest similarities at the highest
volume setings. This tells us that, barring feature-enhanced devices and those specially-made for kids, there
is litle to no diference in sound output from one MP3 player to another, nor from one set of headphones to
another.
myths anD facts about Personal music Players

In a May, 2009 article titled, “Safe-Listening Myths for Personal Music Players,”128 Brian Fligor and Deanna Meinke
debunk some of the pervasive myths which have arisen out of the NIHL debate. Among those debunked:
• that listening to music through earphones is a predominant cause of NIHL in children—in
truth, statistics suggest that the main culprit is more likely ireworks or irearms 129
• that insert earphones (or earbuds) are more harmful than the kind that sit on top of your
ears—in truth, evidence exists that whether they sit on your ear or in your ear or even have
so-called “noise-canceling” capabilities, the output level of a pair of earphones or earbuds has
no bearing on a user’s preferred listening level, which remains a relative constant regardless
of device, inluenced in any given moment more by background noise than much else130
• that the volume is set too loud if residual sounds can be heard coming from the earphones
by other people in the environment—in truth, even sound levels that are measured directly
at the eardrum cannot be used as an accurate or deinitive indicator of risk
• that MP3 and MP4 players are more dangerous than portable CD players or cassete
players—in truth, the maximum sound output levels produced by MP3 and MP4 players are
set to be equal to or less than that of portable CD and cassete players
how to set the volume on a listening Device
Still, as a general rule of thumb, the volume on these listening devices should be set low enough that one can
hear surrounding sounds and carry on a conversation at normal vocal levels. Keep the volume at around 65
db, the level of normal conversation, and you probably won’t ever have to worry about your listening devices
causing you noise-induced hearing loss. Also, if listening outdoors is planned, the volume should be set in a
quiet seting indoors irst, and left at that level when going outdoors, resisting the urge to raise volume levels
in response to background noise in the environment.
Boston Children’s Hospital researchers recommend keeping the volume levels on all listening devices to be
used by children below 60% of their maximum seting.131 Other recommendations suggest seting the volume
no higher than 20% below the highest seting.
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a couPle of caveats
Having said that, you’ll get no argument from me that lockable volume controls are no panacea for parents to
childhood NIHL. As we know, duration of listening is also a primary factor in NIHL, always, regardless of any
decibel maximum. But that doesn’t diminish the lockable volume control technology’s viability in reducing
risk—one small, but valuable component in a larger, preventative solution to NIHL.
I also will not deny that 85 decibels is not low enough to eliminate altogether the possibility of permanent
hearing loss—especially in children. This number, 85 db, was derived by OSHA’s studies of adults in workplace
environments). Unfortunately, there is no deinitive scientiic word yet on whether children are more sensitive
to noise and more sensitive to noise damage than adults, or if they are less so. As such, and in the face of
vociferous debate, no one can say with certainty that any benchmark set for adult hearing would or would not
apply for children’s hearing as well.
However, as a doctor beholden irst and foremost to the precept, “Do no harm,” I do not get to pick a side on
this issue, as it is inherently incumbent upon me, regardless of who is right, to take every possible precaution
to produce these therapeutic programs in such a way as to ensure that the hearing risks they pose remain at
an absolute minimum.
more on setting the volume on a listening Device
Also I ofer the following advice for best seting optimal volume levels for safe, efective, and enjoyable listening
to the DreamChild Adventures Programs: set the volume to what seems like the most realistic sound level for the
actual real-life sounds being heard. In other words—if you hear a bird chirping, set it at the volume at which
you’d expect to hear an actual bird chirping.
In seting the volume level as close to that of real life experience as possible, even if the recording plays the
sound of a jet airplane soaring overhead or a motorcycle whizzing by, just as it is in the real world, that
excessively loud sound won’t last long enough to pose any real danger. Since the majority of our content is
nature sounds, there is nary a sound loud enough or lasting enough to be concerned with. And more to the
point, listening to nature sounds and soft vocal tones at a high volume isn’t necessary to enjoy and beneit from
the programs.
a Partial list of recommenDeD “kiD-safe” auDio listening ProDucts
For further support, I direct you to the innovation of several audio-listening products designed speciically
with child-safety in mind (listed alphabetically):
• cBlue Headband Headphones for Kids—designed to it growing kids, with a lockable
volume control for seting maximum levels
• Hamilton’s “The Guardian”—wired headphones which have a visible display on the
exterior of the headphones that monitors listening levels and shows parents whether volume
levels are dangerously high at any given moment
• iHearSafe Safe Volume Earbuds and Headphones—compliant with the 85 decibel maximum
level set by NIOSH and the CDC
• Lorex/Sylvania SAF-7006 Volume Safe Headphones for Kids—contains no hazardous
materials, automatically keeps sound at child-safe levels, and never goes above 82 db; (Lorex
and Sylvania are related companies ofering the same products, like this one, simply branded
by one or the other)
• Maxell Kids Safe Headphones and Kids Safe Ear Clips—ASHA-OSHA and NIOSH
compliant, and never goes above 90 db

Appendix.C...Hearing.Risk

213

• Phillips SHK 1030/27 Headband Headphones for Kids—like the cBlue, it’s designed to
continue iting kids as they grow and has a lockable volume control
Another breed of headphones, often called noise-canceling headphones, is available that reduces ambient noise
from the surroundings. This allows the user to block out noise in the environment. According to the Society
of Automotive Engineers, active noise cancellation works “by generating a cancelling anti-noise signal that is
equal to, but 180 degrees out of phase with, the noise. This anti-noise is then introduced into the environment
such that it matches the noise in the region of interest. The two signals then cancel each other out, efectively
removing a signiicant portion of the noise energy from the environment.”132
Also on the market now are volume modiiers that keep the volume below dangerous levels, and Apple
released an iPod software update in March 2006 that enables parents to set a maximum decibel level on
their children’s devices using a combination lock-type system. Information on this feature and other NIHLprevention strategies can be found online at www.apple.com/sound. Further therapeutic technologies and
improvements are on the way. Apple itself recently iled a patent application for a new program that monitors
the listener’s exposure to loud sounds through their headphones and automatically reduces the volume as
needed.
where technology leaves off

Having described so many of these kid-safe listening devices, I would be remiss if I did not once again remind
you that even at these so-called “safe” maximum levels, hearing damage can still occur with overuse over time.
As Dr. Robert Harrison of the Toronto, Canada Hospital for Sick Children noted on the subject, young people
“tend to really push their limits,”133 and if there is a way to abuse even a device with all conceivable protections
in place, an unsupervised kid will ind a way to abuse it. Which is to say that no technology replaces direct
parental supervision.
auDio settings anD the DreamchilD aDventures Programs

Fortunately, for our purposes, the DreamChild Adventures programs are not used long enough or often enough
to pose much of a threat to children’s hearing. They’re typically only used once or twice a day, and each
listening only lasts a short time. Even on a “repeat play” seting, a child will usually fall asleep well-before any
risk threshold is passed. As long as you continue to monitor and supervise program use, even if a rebellious
child does turn the volume up too high for a short time while you are out of the room, you presumably won’t
be gone long enough for these levels to pose signiicant risk.
osha’s stanDarDs for safe listening
Now for those OSHA safe-listening standards I promised you. The times listed represent the maximum
durations one can listen to sound at a given decibel level before risking permanent hearing damage:134
•
•
•
•
•
•
•
•
•
•

90 db: 8 hours
92 db: 6 hours
95 db: 4 hours
100 db: 2 hours
105 db: 1 hour
110 db: 30 minutes
115 db: 15 minutes
123 db: less than 5 minutes
127 db: less than 3 minutes
130 db: less than 2 minutes

214

DreamChild.Adventures.in.Relaxation.and.Sleep

Note that for any sound over 85 decibels, the acceptable duration exposure before risk of damage arises is cut
in half for every additional 3 decibels. No doubt you have noticed some similarities in these two competing
tables.
other guiDelines for Protecting your chilD’s hearing (anD your own)

Beyond these guidelines, I ofer a handful of other suggestions for protecting your child’s hearing (and your
own):
• Whenever buying children’s toys, recreational equipment, power tools, and household
appliances look for the ASHA noise rating; if there is none, call the manufacturer and request
it
• Don’t buy children’s toys that produce loud sounds—remember, kids place their toys
extremely close to their ears
• At sporting events, concerts, shows, and festivals, avoid siting too close to the loudspeakers
• Carry around foam ear plugs or other disposable ear protectors with you anytime you go out
with the kids—you’ll never know when they may come in handy (noisy fast food restaurants,
malls, excessively loud movie theaters, amusement parks, fairs, arcades, and the like)
Most importantly, if you ever suspect that you or your child is experiencing hearing loss, consult your doctor
or an audiologist, and have your hearing tested. As with many medical concerns, early detection can make the
diference between reversing the damage and discovering that the damage is irreversible. In this instance it
means avoiding not only permanent hearing loss but resultant speech, learning, and developmental diiculties
as well.

aPPenDix D

auDio Program scriPts

The scripts for the programs are presented below

in case you would

like to read them to your child as bedtime stories.

Country Friends
Hello, I’m Tom, your imaginary friend and guide on this Adventure in Relaxation.
Have you ever wondered what it would be like to leave the hustle and bustle of the city behind and spend
some time in the countryside? Well, you’re welcome to join me, if you’d like, on a trip to the north coast,
where there are beautiful rolling hills as far as your eyes can see, covered by farms and forests. In the city,
everybody’s always running around like there’s not enough time. But up there, time seems to move a litle
slower and people aren’t in such a big hurry. Well, I’m ready to enjoy some of the simple pleasures in life, what
about you? Let’s get in our car and go!
Buckle up your safety belt! And here are some pillows you can use to make yourself really comfy. I love taking
of on a trip to somewhere that’s bound to be fun. If you want to, you can get the map out and keep track
of where we’re going. Well, we’re on our way now, on an imaginary journey that’s going to seem very real,
especially if you close your eyes so you can enter the magic theater inside your mind.
Can you remember a time when you were riding in a car, calm and relaxed and your eyelids started feeling
kind of heavy and you just couldn’t resist leting them close? And then you laid your head back on the seat,
listening to the sounds, rolling down the highway, just loating along, feeling relaxed and drifting even further
into your imagination.
And thinking to yourself:
The world outside slipping gently by
Allowing me to go inside
Where pictures shine behind my eyes
And stories seem to come alive.
I’m coming in to have some fun
To gallop like the horses run
I’ll make a dash and break a sweat
Run through a stream, get cool and wet.
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So many things I like to do
Among the best, diving in pools
Hot summer days, swimming like seals
I love the way the water feels.
Geting dizzy, on swings and slides
Rolling on skates and bikes that glide,
Roller coasters, rolling up and down
Making me laugh, while making me frown.
The circus comes but once a year
With painted clowns and dogs so dear,
And I can hardly wait to see
The girl on the lying trapeze.
I like how race cars seem to sail
And trains ly by on metal rails,
How airplanes soar above the clouds
And cars cruise by with the music up loud.
Now I return to my own car
To travel on to places far,
And now it feels like I have dreamed
Of all these things, so real they seemed.
According to the map, soon we should see a trail up here that will lead us through a forest to a river and
eventually down to the ocean. I think that may be the path up there. Let’s park the car and check it out.
What a magical feeling here. And this pathway sure looks inviting. Let’s go . . . and I’ll bet if we just keep
walking, sooner or later, we’ll ind the river.
This forest seems to be home to lots of birds and squirrels, and I think I hear a frog. Did you hear it? Listen to
the wind. It’s really starting to blow now.
Look, up ahead, the pathway opens into that meadow, where there’s a farmhouse. Maybe we can ind someone
who can tell us if we’re going the right way.
What an interesting place. Look at that old barn in back with all the animals out here in this yard... and, hey, I
think I see someone over there at the house on that big covered porch. Let’s go talk to them.
Hi, we’re trying to ind the river and the pathway that leads down to the ocean. We were hoping you might
tell us which way to go.
You’re already headed in the right direction. But before you head along, perhaps you’d like to come up
on the porch and enjoy a litle country hospitality. It’s a great view of our lovely valley from up here.
Would you care for a glass of lemonade? In these parts we treat strangers like friends and friends like
family. And if you’d like to hear some country music, just make yourselves comfortable in any of these
chairs.
We’d love to. We have time for a few songs.
We have a band called Harmony Grits and we’ve been rehearsing inside for a party we’re playing at
tonight. Come on out everyone and introduce yourselves to some new friends.
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I’m Mike, the mandolin player . . .
And I’m Fannie, the iddler . . .
And I’m Bugs, the bass player . . .
I’m Daniel, the Dobro player . . .
I’m Gus, and I play guitar . . .
Glad to meet ya. Let’s hear some country music!
The fun thing about country music is you get to do anything you wish.
You can clap your hands, you can tap your feet,
you can imagine that you are singing right along,
you can be any of the instruments,
you can hear them all together as a song.

EIO
Oh, ei, ei, eio, eio, eio, eio, eio, eio, eio,
Eio, eio, eio, eio, ei, ei, eio, ei, eio.
Oh, ei, ei, eio, eio, eio, eio, eio, eio, eio,
Eio, eio, eio, eio, ei, ei, eio, ei, eio.
Oh, ei, ei, eio, eio, eio, eio, eio, eio, eio,
Eio, eio, eio, eio, ei, ei, eio.
Ei, eio.
Oh, ei, ei, eio, eio, eio, eio, eio, eio, eio,
Eio, eio, eio, eio, ei, ei, eio.
Ei, eio.
Oh, ei, ei, eio, ei, eio.
Thank you, you’re really good. Do you have any songs you wrote yourselves?
Yes, we have quite a few of our own tunes.
We’d love to hear a couple.

Farmer Brown
Well sometimes the lightning storms come up
And all the rain comes down.
Well, lightning hit our neighbor’s barn
And burned it to the ground.
He got all his livestock out,
But he lost all his feed,
Lucky he just plowed the ield
And planted all his seeds.
And we’re going to raise a barn for Farmer Brown.
We’re using every pair of hands around.
Everybody’s pitching in for the best barn that’s ever been
Built by everybody in our town.
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Well, the Johnson boys are coming out,
And so are the Mc Crees.
Sawmill has been helping out
By sawing up some trees.
Preacher came to say a prayer
To see that all goes well,
And Silas gets to help us out
And leave his jail cell.
And the picnic that the ladies will prepare
It’s going to be enough to feed a bear.
And we’re going to raise a barn for Farmer Brown.
We’re using every pair of hands around.
Everybody’s pitching in for the best barn that’s ever been
Built by everybody in our town.
Well, we’re not very fancy,
Just folks living on the land,
And when there’s an emergency,
We all do what we can.
We’ve got to help each other out,
It’s the way it’s meant to be,
I’m always there for Farmer Brown,
He’s always there for me.
Sometimes the only way you can get by
Is just pitch in together and try.
And we’re going to raise a barn for Farmer Brown.
We’re using every pair of hands around.
Everybody’s pitching in for the best barn that’s ever been
Built by everybody in our town.
We’re going to raise a barn for Farmer Brown.
[Farmer Brown, ©1987 Mike McKinley (BMI)]

That was great fun . . . thank you.
You’re very welcome. Are you about ready to be on your way now?
Yeah, we’re ready to head along.
Well, just stay on this path that goes down by the barn over there.
Oh, yeah.
You can grab a couple of those ishin’ poles leaned against it if you like. Then head on over between
those two big oak trees and you’ll be walkin’ beside the stream before you know it. You’ll ind some
spots that are so peaceful you’ll want to sit for a spell.
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We just might do that.
We’ll sing you one more song to send you on your way.
Thank you so much. You’ve made us feel like friends.

Just Biding Time
Down by the river, just biding my time,
Fishing, down by the water near the shore.
Been a long time thinking, now I’ve come back home
To rest right here beside the shore.
Down by the river, just biding my time,
Fishing, down by the water near the shore.
I heard you singing, lady in the night
Singing a river lullaby
Singing to the ocean
Wandering with the stream
Singing to a time that’s gone by.
Down by the river, just biding my time,
Fishing, down by the water near the shore.
Make no mistake, because we’ve met here times before
Down by the water near the shore.
Down by the river, just biding my time,
Fishing, down by the water near the shore.
Down by the river, just biding my time,
Fishing, down by the water near the shore.
[Just Biding Time, ©1987 Jef Baldwin (BMI)]

Those country folks sure are nice. I think we have some new friends that we can visit with anytime we wish.
This is such a prety scene, ields of lowers swaying in the breeze. The oak trees waving their limbs like they’re
greeting us as we walk back into the forest. Birds chiming in, calling us down to the river, which we can now
hear up ahead . . .
This is a great spot to sit for a while and experience the peacefulness of Mother Nature all around us. Here’s
some soft grass where we can get comfortable and maybe do a litle ishing.
The sky high above is so blue and so clear
And nature is whispering, if I wish to hear.
Air drifts through the trees, caressing the leaves,
And tickles my face as it dips and it weaves.
Now illing my lungs as I breathe in the air,
Then releasing my breath, releasing all cares.
My heart is opening and love will be seen,
A magical garden where all is serene.
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My mind is at peace, my thoughts drifting away,
I’m light as a feather and happy today.
My breathing is now so relaxed and at ease,
It’s almost as though I am one with the breeze.
Let’s walk on down the pathway and see what surprises might await us. Up ahead, over there, I see a shallow
pond. Let’s go and take a look.
When the wind blows across the water it creates litle ripples, but when the wind calms down, the ripples
disappear and the pond becomes like a great big mirror.
So let’s stand beside it and see what we see,
Relections appearing of both you and me.
As pictures dance by us the water will show
There’s more to a mirror than I might now know.
I see that my nature is being revealed
And the hurts of the past are all being healed.
I’m more than I dreamed; I can see that it’s true,
From visions within me, I’m learning anew.
An image is forming in which I perceive,
A friend who is with me, in this I believe.
To guide my steps when the path is unknown
Whatever may happen, my way will be shown.
Moving on now, further down the path, and enjoying every step along the way.
Can you hear the sound now of waves from up ahead? You can start to see the beach peeking through the trees.
Such a beautiful scene.
Let’s walk across the sparkling white sand, warm under our feet. Seagulls loating overhead, like litle kites,
held aloft by the afternoon breeze. Feeling happier and more relaxed with each gentle wave. On down now, to
where the waves roll up onto the beach.
What a perfect place to play for a while. Maybe you could ind some sea shells or drift wood, or perhaps you’d
like to make a sand castle, or just sit and relax. You’re free to do anything you’d like. We’ll meet back here in
just a minute.
Now, let’s walk along the beach for a moment before you return to where you were before we started this
adventure. I’ve really enjoyed being your imaginary friend, and I’m looking forward to doing this again with
you sometime soon.
Walking on, feeling energized by the fresh ocean breeze, stretching your arms and legs as you open your eyes,
and taking some of these wonderful feelings with you as you return.
Goodbye for now, my dear friend. Until we meet again.
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Magic Carpet
Now we are starting a wondrous journey
Into a realm of adventures in sound
A dream in which we will ind ourselves lying
Upon a carpet of magic we’ve found.
Closing our eyes we are free to explore,
A world where we are not stuck on the ground
Like best of friends we’re in this together
Safe and secure we are mystery bound.
This Magic Carpet was made for lying
To loat around like a bird in the skies
Lifting of, as the front door swings open
Light as a feather and starting to rise.
The sounds of the road are now before me
Motorcycles and cars zooming on by
It feels as though I’m actually seeing
With visions revealed inside my mind’s eye.
Slowly up, over houses and highways
The cars beneath us, like toys on the street
This carpet steers so well by just leaning
I could do it if I wish in my sleep.
What a feeling to be free like the birds
To ly high, loat in circles and dip
With room galore, on the wind I will soar
I’m the master of my own ship.
The view from up here is so crystal clear
I see a hometown parade over there
Down to the crowd that is lining the street
The Grand Marshal up front is the Mayor.
Let’s ride our Magic Carpet now
Up and into the sky
Adventures are awaiting us
So onward we will ly.
Now to a playground up ahead,
So many games to play,
My heart is illed with happiness
On such a special day.
Ping Pong, basketball, and baseball
Times I’ve played, I can recall
Skating, bicycles, swimming pools
So much fun and very cool.
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A model airplane in the sky
Controlled by levers I can try
Above my head it zooms around
Until I land it on the ground.
And now again I wish to ly
Onward, upward, to the sky
Soaring o’er the clouds so high
Flying like a bird am I.
Below it looks like Africa
That far we haven’t gone
It’s got to be a zoo I see
Elephants, apes, a swan.
Now moving up ahead I see
Arcades and games below
Let’s lose our sense of time for now
Surrender to the low.
And now I’m moving up and on
The city left behind
To countryside with farms below
And animals to ind.
And now let’s ride our carpet up
And onward through the sky
This journey leads to paradise
As on the wind we ly.
The trees and streams and sea below
So beautiful today
Inviting me to glide on down
To walk a path and play.
Where nature she is all around
To cast her magic spell
She speaks to me in nature’s sounds
Her secrets she will tell.
My Magic Carpet follows me
Though I am walking now
And any time I wish to ly
I know that I know how.
Rays of sunlight streaming down
Warming every thing around
And watching branches as they sway
It’s no surprise the trees would say:
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“How beautifully we reach up toward the sky
Leaves of green held so high
The shade we make on you below
Our gift we give as on you go.”
Walking on this winding path
And down toward the beach
It seems that if I listen close
That nature’s here to teach.
And as I’m drifting on along
And listening to this bird’s sweet song
I wonder what she wants to say
Each note she sings for me today.
“Oh how I love to fly,
feeling so free am I.
And any place that I should choose,
I can sit on a twig and have a snooze.
But for now I’ll just float on by.
I’m your friend, come along, I’m your guide.”
And now I hear a stream so clear
And walk until my toes draw near
She winds her way along so slow
The easy way she always lows.
And from her water
Comes the sound
Of Nature’s voice,
A treasure found:
“I am the streambed pebble song
of peaceful lullabies.
I love you like I love the rain
that fills me from the sky.
And as I drift along upon
my way to meet the sea,
I’m happy you have come along
to play and float on me.”
Now I am wondering how I might loat
If I were small, there’d be this and that boat
Imagining now that I’m shrinking in size
Smaller and smaller, yet more and more wise.
And now a sturdy stick I see
Is big enough and meant for me
I’ll climb aboard and sail this stream
The perfect place to loat it seems.
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And now my boat returns to shore
To let me of to walk some more
Feeling that I am growing tall
My normal size, no longer small.
Drawn down the pathway I’m starting to see
Colorful lowers swaying in the breeze
This one now seems to be waving at me
In fact she’s now tapping upon my knee.
“And how I love you when
You pick me by my willing stem.
And into a pocket I can tuck
To bring you the very best of luck.”
Now hearing sounds of waves from the ocean
The liquid chorus of water in motion
Leaving the forest and into the sun
On to the seashore my feet want to run.
Gazing upon the water before me
Wave after wave rolling in from the sea
Nature’s soft voice I can now understand
In the breeze, in the foam, in the sand:
“I’ve always been here, yes, I am your friend
You are my beloved, so love I will send
I’ll always be with you where ever you go
Through voices of nature, your way I will show.”
And now moving on across the white sand
Feeling the joy of this mystical land
Gliding sea gulls drifting on and on
Fresh ocean air and singing their song.
And as this one lands, geting snug in the sand
And closing his sleepy bird eyes
I wonder what dreams, so real to him seem
Of sailing around in the skies.
And if I want to, I can ly with such ease
If I want to, I can drift on the breeze
I’ve learned how to ly, I know I know how
Up, up and away, if I wish to now.
Coming to rest on this part of the shore
Where I will soon ind new things to explore
Back on the sand feeling soft on my feet
I see there’s a playhouse in which I can sleep.
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Feeling invited to walk in the door
Welcome inscribed on an old weathered loor
Finding a bed, so cozy it seems
Waiting for me to drift into my dreams.
And out on the porch where a hammock is tied
I can swing in the breeze like birds in nests ride
I’ll come back again when I’m ready for bed
Either place that I choose will feel soft on my head.
Of in the corner, a big wooden chest
Inside it, I wonder what I might ind
And lifting the lid wide open I see
There are games and toys of every kind.
Now drawn outside and across the wide beach
To walk on down to where sound and sight merge
Where water and sand both swirl as they dance
To the restful rhythm of the ocean surge.
So many games to be thought of and played
While splashing around in the waves
Digging holes which the tide turns into pools
Making castles of sand with hands my tools.
Having so much fun as the sun sets down
Feeling sleepier with each ocean sound
Till I say to myself, it’s time for bed
Return to my playhouse, lay down my head.
Feeling peaceful and calm, drifting to sleep
With beautiful dreams, so pleasant and sweet
This is a place that awaits me within
Where I can return, again and again.

Sweet dreams within dreams are here within.
Sweet dreams within dreams are here.
Sweet dreams within dreams.
Sweet dreams within.
Sweet dreams.
Dreams.
Dream.
Dream.
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Playhouse on the Beach
What a wonderful day to play on the beach!
I’m so glad to ind you here my dear friend.
Can you imagine how many things we can do?
How many games we can play?
How much fun we can have?
Oh how I love the waves, which roll in to the sand,
Wave after wave inviting us to splash and play.
Watching the birds sailing above, playing tag in the sky.
What fun it must be to ly.
And feeling the wind that blows onto shore,
Caressing my cheeks, I’ve felt this before.
I’m so happy to be here with you,
There must be hundreds of things we can do.
Let’s run and skip on the warm wet sand,
See the water splash as our footprints land.
And wading out into the waves,
They splash against me as I play.
The foam is white and soft and light,
Tickling my skin as bubbles disappear from sight.
And here is a surf raft, I can use
For many things that I might choose.
I can paddle out beyond the waves
And lie there drifting on.
I can watch the clouds as they drift by
And sing a sailor’s song.
I can look straight down into the sea
And see some ish looking back at me.
Some are gold and some are green,
They look like litle submarines.
It must be peaceful and quiet below
In an underwater world where beauty shows.
They seem so happy loating by
As on their way they go.
And as I’m loating upon the sea,
I’m warm beneath the sun.
I can’t imagine anything
Being this much fun.
My raft can be a surf board, too,
As on the waves I ride.
And as the surf comes rolling in
I swoosh and then I glide.
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And bringing my raft up to the shore,
So many things to be explored.
Walking along the shoreline now
And feeling strong and well.
I see that there are treasures here
Of sparkling rocks and shells.
The prety ones I pick them up
And save them for my shelf.
The ocean is a treasure hunt,
Full of nature’s wealth.
And siting now upon the beach,
Where litle waves my toes can reach.
Digging holes which ill into pools
Finding my hands are perfect tools,
Building castles in the sand
Making here a magic land.
Where boys and girls can actually see
Anything they wish to be.
And now I see my Playhouse
Filled with fun for me.
I’ll turn the lock and enter now
I’ve got the magic key.
And feeling invited to pass through the door
Walking across the wooden loor.
Here’s a magic chest of toys
With games of every kind,
I wonder if I look inside
What treasures I will ind.
Kites and dolls and TinkerToys®
Crayons and Legos®—oh, such joy!
Plastic boats and beads to string,
It seems that there is everything.
Frisbees®, baseballs, and Hula Hoops®,
Checkers, jacks, and shovels that scoop.
Paddleball, puzzles, and bubbles are stored,
And a hundred games I can play on the loor.
I’ll take my choice as the sun sets down,
Feeling delighted in what I have found.
And as the night begins to come,
I’ll play with toys, which are so much fun.
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And inding a bed, like my own, it seems
A cozy place where I can dream.
Feeling relaxed, it calls to me,
This is where I want to be.
I love to come here every night
It feels so good, it must be right.
And feeling good is just a start
Knowing I’m loved, deep in my heart.
Gentle waves greeting the shore
Singing their song to bring me more
Love and peace and happiness,
A precious place where I can rest.
And with each wave I’m sleepier.
As everything begins to blur
Into a dream that feels so real
Of joy and pleasure I can feel.
And now that I’m drifting slowly to sleep
With beautiful feelings I can keep,
I know that I am good inside,
I can hold my head high and walk with pride.
Drifting on and drifting down,
Like peaceful lullabies,
I ind that as I go to sleep
I’m really very wise.
And with each wave, the ocean sounds
Are calling me to sleep.
I’m loating in the air, it seems,
A matress, soft and deep.
With every breath I’m sleepier,
Floating and drifting away.
Feeling good about myself
And loving every day.
Dreams are a place where my heart can feel
The beauty inside that is real
For I am a child of spirit, indeed
Finding myself, I am surely freed.
So sleepy I feel
With my muscles relaxed,
Feeling so good
Since my cares have all passed.
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Drifting along like a bird in the sky,
Easily loating without having to try.
Breezes blowing across the sea,
Softly and gently caressing me.
I love to feel the wind on my skin
And think of all the places it’s been.
And watching a sailboat upon the sea
Moving along so quietly.
Oh, how I love this feeling inside.
My heart feels so good, opening wide.
The peace I have found is always here,
What I feel now will always be near.
And drifting deeper into sleep
Such beautiful feelings, I can keep.
Sleepier and sleepier with each ocean sound,
The treasure of love is what I found.
Drifting into a land made of dreams
Finding I am much more than it seems.
Feeling so drowsy, I now wish to go
To sleep in a place where good feelings grow.
Geting beter and beter with each passing day,
Knowing my feelings are all okay.
The people I meet will come to know
My beauty inside which I can show.
With smiles and laughter and a twinkle in my eye
There’s really no reason for me to be shy.
And soon those around me will start to see
What a beautiful person I’ve come to be.
Sleepier and sleepier, drifting on and on,
So sleepy now that I might even yawn.
Leting go with ease as I drift away
To dreams within dreams, in which I can play
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aPPenDix f

3D auDiomagic Programs catalogue

The following

programs are currently

available on CDs.

For information on downloading as MP3 iles or ordering CDs, please visit www.3DAudioMagic.com .
3D Living Sound Demonstration
Natural Sleep—Male Voice
Natural Sleep—Female Voice
Natural Relaxation I—Male Voice
Natural Relaxation I—Female Voice
Natural Relaxation II—Male Voice
Natural Relaxation II—Female Voice
Relaxation and Massage—Male Voice
Country Friends—Male Voice
Magic Carpet—Male Voice
Playhouse on the Beach—Male Voice
Playhouse on the Beach—Female Voice
Nature Walk
Nature Odyssey
Stream Walk
Rain and Thunder
Ocean
Relections on the California Coast (DVD)
3D auDiomagic Program DescriPtions
3D Living Sound Demonstration
(9 minutes)
All of the recordings in this series employ 3D Living Sound, a remarkable breakthrough in audio technology.
This free, downloadable demonstration program ofers an astounding multi-dimensional listening experience
in which sound seems to come from every direction—near and far, above, below, on all sides, and even in
motion—an efect more lifelike than anything heard in a conventional audio recording.
The amazing realism of this sound technology will open the doors of your imagination in ways you never
thought possible, and you will quickly come to appreciate one of the essential reasons that this series of
therapeutic programs is so enjoyable and efective.
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Rather than ofer great technical detail describing how 3D Living Sound surpasses ordinary stereo or surround
sound, I urge you to listen to a brief sample. I believe you’ll truly ind it worth a thousand words. The only
requirements are that you listen with headphones or ear buds, and that you don’t listen to this or any of the
other programs in the 3D Living Sound series while driving or operating heavy machinery.
So, download the 3D Living Sound Demonstration, sit back in a comfortable chair, allow your eyes to close,
and prepare for your journey into the amazing world of 3D Living Sound.
Natural Sleep
(60 minutes)
This state-of-the-art sleep-enhancement program for adults has been clinically proven through many years of
use by doctors, hospitals, and sleep experts. Employing a number of advanced psychological and therapeutic
techniques, this audio recording can help anyone fall asleep gently and easily, no mater what an individual’s
sleep problem may be.
Because Natural Sleep is recorded in 3D Living Sound, the sounds of nature will seem to come from all around
you.
As you setle comfortably down, headphones or ear buds in place, this program will transport you to an
enchanting tropical island where you will ind yourself surrounded by the restful sounds of birdsongs, a light
breeze, and the distant surf. A soothing voice will bring you to a deep state of relaxation and then guide you
along an imaginary pathway to a beautiful, secluded beach where you will be lulled to sleep by the gentle
murmur of waves.
This program has been proven to help listeners achieve deep, refreshing sleep, resulting in increased vitality
and mental alertness, as well as greater happiness and overall enjoyment of both sleeping and waking life.
Natural Relaxation I
(31 minutes)
This adult program has consistently proven an efective treatment for stress and anxiety. The noise, demands,
and rapid pace of our urban world often deprive us of the peace we desire and deserve. We may experience
muscle tension, fatigue, or poor concentration to the point it’s a challenge just to unwind and fall asleep at
night.
If you sufer any of these problems, or if you would simply like to enjoy a deeper sense of inner tranquility and
harmony, this program may well be the answer. In four separate clinical studies, users of Natural Relaxation I
have reported an average reduction in daily anxiety of 52% and a one-third decrease in baseline anxiety over
several weeks.
The program begins on a tropical island, high on a hill, with the far-of rolling surf below. Surrounded by
the restful sounds of nature, you listen as a gentle voice guides you through muscle relaxation and breathing
techniques. Then you embark on a leisurely walk along a winding pathway down toward the beach. Nature
comes to life through the gentle sound of wind in the trees, textures of lowing water beside you, and birds
serenading you along the way.
The path emerges on an enchanted beach where you ind a comfortable place to sit and listen to the gentle
waves. Here you bask in feelings of relaxation and allow positive suggestions to wash through you.
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Next, you are given the opportunity to imagine a situation that usually causes you to feel anxious, but you
are guided instead to see yourself handling it in a relaxed manner, which helps to reprogram subconscious
paterns and expectations to beter deal with the situation when it arises again.
Finally, you walk along the beach, feeling more energetic and alert with each step as you return to full waking
consciousness, feeling fully relaxed and refreshed, the cares of the day simply melted away.
Natural Relaxation II
(27 minutes)
This program is designed for adults but is more whimsical and entertaining than Natural Relaxation I and may
be especially helpful for people who have diiculty concentrating. Natural Relaxation II begins with engaging
3D sound efects—such as encountered in a walk around the zoo and a county fair—in order to draw the
listener into the experience.
Gradually, more relaxing elements are introduced, beginning with an inviting cabin in the woods—ire in the
ireplace, rain on the roof, and a few distant claps of thunder. You luxuriate for a while in a warm, soothing
bath, and then, after the rain subsides, go outdoors to enjoy a walk through a pleasant natural environment
that seems to come alive all around you with amazing realism. Once you complete your relaxing journey,
therapeutic suggestions help you return feeling fully refreshed and relaxed.
This program, like Natural Relaxation I, can be of special beneit for anyone who experiences anxiety or muscle
tension, fatigue or irritability, or perhaps inds it diicult to unwind and fall asleep at night. But really anyone
who would simply like to take a 30-minute “imagination vacation” from the hustle and bustle of daily life is
more than welcome to come along.
Relaxation and Massage
(30 minutes)
This program, like Natural Relaxation I and Relaxation II, takes full advantage of 3D Living Sound technology.
In addition, this particular program utilizes a breakthrough in massage therapy—the Magic Massager®—
which you can purchase at www.massagewarehouse.com or www.amazon.com.
The irst product of its kind, the Magic Massager® is an advanced, patented device composed of multiple
layers of a special, silky fabric; it allows your hands to glide over your body friction-free, in a way you’ve
never experienced before, and it even works through clothing! It’s like receiving an oil massage without the
messiness and other drawbacks of using massage oil.
This program will help you achieve a deep state of both physical and mental relaxation through the combined
elements of a simple but efective guided self-massage treatment, visualizations, and relaxation techniques.
With this particular program it is best to wear your headphones with the right and left channels worn properly
over your right and left ears. And if you wish to remain dressed, it is best to wear light, comfy clothing.
A soothing voice will set the scene—an enchanting tropical island, high on a hill, overlooking a sandy beach
and tranquil sea. You will be immersed in a symphony of 3D nature sounds—bird songs, rustling wind in
the trees, and waves rolling onto the beach below—as you are guided, step by step, through a relaxing selfmassage. You will then walk down an imaginary pathway, serenaded by passing birds and the sounds of
lowing water—from tiny trickles to a swiftly running stream. Finally, you will emerge on a secluded beach
where gentle waves caress the shore. Here you will have some time to simply relax and enjoy the peacefulness
of this scene.
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This state-of-the-art program is completely unique and extremely enjoyable and efective for achieving deep
mental and physical relaxation. Requiring only 30 minutes, your relaxing massage combined with the other
therapeutic techniques contained in this “imagination vacation” will completely dissolve the stress of your
daily life, leaving you feeling relaxed and rejuvenated.
Country Friends
(32 minutes)
Country Friends engages the imagination of even restless children through the use of 3D Living Sound. This
program ofers unique beneits to children ages 4–12 struggling with nervousness, worry, sadness, fear,
insecurity, anger, pain, bedtime resistance, or sleep problems. The program can be used any time of day
to induce a deep sense of relaxation, and can also be used as a wind-down before bedtime. This children’s
relaxation program can also be used in conjunction with my other children’s sleep programs, Magic Carpet
and Playhouse on the Beach.
The narrator of Country Friends begins the story with a car trip to the countryside. After suggesting that your
child close his eyes, the narrator guides him through a series of daydreams, with the imagination stirred by a
medley of sounds: bike riding, skating, swings, slides, horses, cars, airplanes, a train, a circus, and so on. With
your child’s atention thus drawn inward, the program enters the relaxation phase as we begin walking down
an imaginary pathway through an enchanted forest.
Soon, we come upon a meadow with a farmhouse where we stop for directions to the river that will lead us
down to the ocean, and we are treated to some country hospitality by a bluegrass group named Harmony
Grits. They play a traditional country tune and then two of their original songs, sending us on our way to the
soothing sounds of “Down by the River.” After a short walk, we sit beside the river and relax to the sounds of
the water, wind, and birds.
Continuing our walk down the pathway we discover a pond where we watch images appear in its mirror-like
relection and contemplate poetic words of inspiration and comfort. We then walk further along the path,
which emerges on a magical beach where your child enjoys time for imaginary play of his choice. The story
concludes with the suggestion that, as he returns home, the child take with him some of the wonderful feelings
he has experienced throughout the program.
Even adults have found this program enjoyable, and often quite useful for achieving deep states of relaxation
themselves.
Magic Carpet
(60 minutes)
Does your child dislike going to bed? Does he experience disturbing dreams or simply feel too restless to easily
fall asleep? This state-of-the-art, clinically-tested program ofers a unique solution to these and other such
problems.
Magic Carpet provides an enjoyable bedtime activity that also helps children ages 4–12 drift gently to sleep.
The program engages the imagination of even restless children through the use of 3D Living Sound. This
technology is best appreciated when listening with headphones or ear buds, which need to be removed once
your child has drifted of to sleep. In order to avoid the danger of strangulation by becoming tangled in the
cord while sleeping, parents should implement some sort of system to remind them to slip the headphones or
earbuds of shortly after the program has ended, such as by seting an alarm. If this is not practical, you can
also have your child enjoy the recording with a stereo pillow speaker or via small speakers placed on either
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side of the bed, both of which will reporducehe 3D sound. You may enjoy listening to this program yourself
and adults have even found it useful for inducing sleep.
Magic Carpet begins with calming music, after which the narrator tells a story in the form of a poem. Your child
is taken on a magic-carpet ride through various scenes, her imagination stirred by a medley of sounds: cars and
airplanes, a train, a carnival fun zone, and so on. With your child’s atention thus drawn inward, the program
becomes more relaxing as it invites her down a pathway through an enchanted forest. Various elements of
nature come to life, accompanied throughout by caring and comforting words. The pathway emerges on a
magical beach where your child will build sand castles and watch seagulls ly overhead. The suggestions for
relaxation and sleepiness continue as your child is led to discover a playhouse containing a special bed where
she may drift to sleep as the background of gently rolling waves gradually fades away.
Playhouse on the Beach
(60 minutes)
Playhouse on the Beach is a sequel to Magic Carpet, which I generally recommend for initial use. But if your
child has a calmer disposition and doesn’t require the livelier format of Magic Carpet to hold his atention,
Playhouse on the Beach will certainly be appropriate. Like Magic Carpet, this program is designed for children
ages 4–12, and it ofers an enjoyable bedtime activity that also helps them easily fall asleep.
Playhouse on the Beach, like all programs in this series, makes use of 3D Living Sound and is designed for
listening with headphones or ear buds, which need to be removed once your child has drifted of to sleep. In
order to avoid the danger of strangulation by becoming tangled in the cord while sleeping, parents should
have a system (like seting an alarm) to remind them to slip the headphones or earbuds of shortly after the
program has ended. If this is not practical, you can also have your child enjoy the recording via a stereo pillow
speaker or small speakers placed on either side of the bed, both of which will reproduct the 3D sound.
Playhouse on the Beach takes place on a magical beach amidst the call of seabirds and the pleasant roll of the
ocean. The narrator guides your child to play along the water’s edge where he is invited to loat over the surf
on a raft and observe the ish below, to ride upon the waves, to gather seashells, and play in the sand. The
program becomes gradually more restful, ofering subtle suggestions for sleep. After a time your child comes
upon a playhouse containing a chest of toys and a welcoming bed. Your child is then drawn into sleep by the
slowly fading sound of waves.
Nature Walk
(45 minutes)
Nature Walk ofers a symphony of beautiful nature sounds, creating an atmosphere of serenity in which the
day’s cares and concerns just seem to melt away.
Nature Walk begins high on a hill of an enchanting tropical island, overlooking a sandy beach. Pleasant
birdsongs and the call of the distant surf set the scene. You will feel as though you are taking a leisurely stroll
down a winding path through the rainforest, serenaded by the breeze and melodious textures of lowing
water. In time you will emerge upon an open expanse of shoreline, where you can rest on a pristine beach and
drift into an ever-deeper state of relaxation, to the tranquil sounds of gently rolling waves.
Nature Walk provides the nature sounds from the Sleep and Natural Relaxation I programs without the
guiding voice. It can be of particular beneit if combined with the relaxation or sleep-inducing techniques
explored on these other programs.
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Nature Odyssey
(60 minutes)
Nature Odyssey ofers a full range of beautiful nature sounds, creating an atmosphere of relaxation and
serenity. This program begins in a cozy cabin where you are seated beside a crackling ire. Outside, the sounds
of wind and light rain announce the start of a thunderstorm which, upon passing, leaves you feeling refreshed
and ready to begin your walk through an enchanted rainforest. You will stroll along a pathway that winds
under a canopy of rustling leaves, passing by the pleasant songs of birds nestled in the trees. Further along,
you will meander alongside a lilting stream, inally emerging on an expanse of open beach where you can relax
and drift away to the sounds of gently rolling waves.
Nature Odyssey is useful anytime you wish to create a serene atmosphere; you’ll ind it of particular beneit
when combined with the relaxation or sleep-inducing techniques that you can learn from my other programs.
Stream Walk
(60 minutes)
Stream Walk takes you on a relaxing stroll along an enchanted stream, immersing you in subtle textures of
lowing water accompanied by the bird songs and rustling wind in the trees overhead. As with the previously
described Nature Odyssey program, Stream Walk is useful anytime you wish to create a serene atmosphere; it
can be of particular beneit when combined with the relaxation or sleep-inducing techniques available on the
Sleep or Natural Relaxation I programs.
Rain and Thunder
(45 minutes)
Rain and Thunder is one of my personal favorites. I’ve loved thunderstorms ever since I was a small child,
siting indoors by a warm ire with a mug of cocoa, listening to the pater of rain on the roof and the deep,
rumbling roll of thunder in the distance. I recorded the storm you’ll hear in Pecos, New Mexico, and later wove
in subtle textures of wind and rain in a 24-track production.
Sit back comfortably with your eyes closed as the storm begins with gentle rain and wind. The thunder enters
at irst as only a distant rumble, building quite gradually, with no sudden jolting claps. The storm grows to
a crescendo midway and then very slowly subsides, returning to the gentle sounds of rain, wind, and a few
calling birds. As the program ends, as with the others in the series, you are left feeling deeply relaxed and
refreshed.
Ocean
(60 minutes)
Ocean takes place on an expanse of open beach where the distant sound of sea birds and the gentle wash of
ocean waves invites you to sit and relax, and let the cares of the day simply wash away. The program will
transport you to the tropical beach where I recorded it, creating the feeling that you are actually right there in
that lush, colorful, and above all tranquil natural seting.
Ocean can be of particular beneit to people who learn the techniques provided in my relaxation or sleep
programs and wish to self-apply them using the background sound of waves, which many people ind to be
the most relaxing of all.
Although this program can be used at any time, it is ideal for use when trying to fall asleep in a noisy
environment, as the soothing murmur of waves masks any disturbing sounds that might interfere with sleep.
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Relections on the California Coast (DVD)
(40 minutes)
This program is the irst one completed in an upcoming series of nature DVDs with soundtracks in 3D Living
Sound. This 40-minute journey encompasses beautiful sights and sounds from Santa Barbara to Monterrey
Bay. You will ind yourself drawn into nature in a manner you have never experienced before, without actually
being there.
On this DVD you will experience over one hundred of California’s uniquely spectacular coastal vistas, including
ocean views, forests, meadows, streams, wildlife, and spring lowers. And this gorgeous canvas is brought to
life through the magic of 3D Living Sound.
This DVD is best experienced if you make yourself comfortable by lying down on a couch or bed and
positioning your computer screen as close to your eyes as possible (preferably within two feet). With this
particular program, headphones should be worn with the right and left speakers over the appropriate ears
so that the sound direction has the proper spatial orientation. As you relax into this experience, the boundary
between reality and imagination will soon blur, and you will feel as though you are looking through a window,
viewing scenes of virtual reality. A sense of relaxation will wash over you as you efortlessly escape from the
cares and worries of everyday life.
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aPPenDix g

aDDitional resources

For an additional tool to assist you in helping your child

relax or sleep, I suggest the purchase of a Magic Massager®, also available at www.3DAudioMagic.com. It is
an extremely valuable parenting tool. Its four layers of silky fabric provide a frictionless surface that allows
you to administer soothing Swedish massage without the fuss and muss of massage oil, and it even works
through clothing. The Magic Massager ofers a way to “connect” with your child in a caring manner that he will
love. Many parents have found it helpful with their children for winding down at bedtime, but it can be used
anytime you wish to help them relax. The sensations created by the Magic Massager are much more pleasant
than normal touch and communicate a feeling of caring that allows children to open up and discuss their
concerns more easily. With even a quick back or foot rub you will sense your child’s tensions melting away,
replaced with a greatly enhanced sense of relaxation and contentment.
You may also purchase a Magic Massager at www.massagewarehouse.com or www.amazon.com (keyword:
Magic Massager). In the interest of full disclosure, this is a product that I developed and patented.
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aPPenDix h

research on the auDiomagic Programs
anD 3D living sounD

In DreamChild Adventures in Relaxation and Sleep

, you read 14
case studies that provided anecdotal evidence of the eicacy of my DreamChild Adventures 3D audio programs
in helping children (and their parents, guardians, or caretakers) handle a broad spectrum of sleep problems,
anxiety, and other emotional and behavioral problems. But there are other forms of evidence, besides anecdotal,
that support the efectiveness of this technology.
While studies on the children’s series have yet to be undertaken, scientiic research has been conducted on
several of the other AudioMagic programs.
A number of studies were briely covered in the Introduction to this book and an additional study was
mentioned in the commentary of Chapter 3 on Resistance to Reading. Below, I’ve included a brief overview of
some of the research conducted on the eicacy of certain AudioMagic programs and the therapeutic value of
3D Living Sound technology in general.

These data and my clinical experience strongly suggest that individuals may be provided therapy more quickly
and efectively with 3D Living Sound technology than ordinary audio. In addition, the novelty and entertaining
nature of the AudioMagic programs seems to enhance enjoyment and encourage repeated use, reinforcing the
therapeutic efect.
Previous research has shown that non-threatening images of nature have reduced stress and even shortened
post-operative recovery and length of hospitalization. It is therefore reasonable, I believe, to suggest that the
3D Living Sound of nature in the AudioMagic recordings are inherently “therapeutic” and relaxing.
I
Conducted by:
Studied:

Thomas Jackson, M.D. and Christopher Alsten, Ph.D.
Natural Relaxation I program with psychiatric and chemical dependency in-patients

Studies were conducted on the Natural Relaxation I program on a number of units at both the Glendale
Adventist Medical Center and New Beginnings Chemical Dependency Hospital. Each unit incorporated use
of the Natural Relaxation I program into their daily schedule by designating a daily 30 minute listening period
for all patients who complained of signiicant anxiety. Each patient was provided with the Natural Relaxation I
program along with a player and headphones with which to listen.
Patients kept daily logs on which they charted anxiety/stress levels, using a subjective scale of 1–10, immediately
before and after using the Natural Relaxation I program. The program demonstrated efectiveness in a number
of setings, with average decreases in daily before and after anxiety/stress scores reported as follows: Adult
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Psychiatric Unit—61%, Adolescent Psychiatric Unit—52%, Geriatric Psychiatric/Chemical Dependency Unit—
54%, and Adult Chemical Dependency Unit—52%.
Although improvements in baseline anxiety/stress levels were noted, these changes would have been
inluenced by a number of variables and can not be atributed solely to use of the Natural Relaxation I program.
Yet it is interesting to note that anxiety/stress levels decreased an average of 25%–43% (for the various units)
over the course of hospitalization. On the two units where it was reviewed, another interesting phenomenon
was observed, which was a statistically signiicant decrease in patients who left the hospital “a-m-a” (against
medical advice) among those who used the Natural Relaxation I program.
II
Conducted by:
Studied:

Gary Schwarz, Ph.D., Professor of Psychology, Neurology, and Psychiatry
University of Arizona
Comparison of mono, stereo, and 3D Living Sound using topographic EEG brain
mapping

In this study, 15 subjects listened to recordings of the ocean and various sound efects recorded in mono,
stereo and 3D Living Sound. Electroencephalographic (EEG) recordings of brain wave activity were made while
subjects listened to the recordings and subjects rated each audio recording for interest and realism.
The following includes excerpts from the analysis that was performed.
• Subjects rated each tape (during the EEG session) for interest and realism. The line graph
shows the results, averaged over ocean and sound efects. A three-way repeated measures
analysis of variance was performed: (1) ocean/sound efects, (2) mono/stereo/3D, and (3)
interest/realism. The main efect for mono/stereo/3D was highly signiicant (p < 0.0006).
Subjects rated mono as lowest, stereo as moderate, and 3D as highest. There was a signiicant
main efect for ocean/sound efects (p < 0.039) indicating that the sound efects tapes were
rated overall as stronger (7.74). I repeated the analysis of variance for just stereo/3D (removing
mono). The main efect for stereo/3D was signiicant (p < 0.037), as was the main efect for
ocean/sound efects (p < 0.012). In a word, the tapes ‘worked’ with these subjects. On the
whole, the subjects perceived the mono, stereo and 3D tapes diferently. As expected, 3D
tapes were rated as most interesting and realistic.
• Subjects rated each tape (during the EEG session) for interest and realism. The line graph
shows the results, averaged over ocean and sound efects. A three-way repeated measures
analysis of variance was performed: (1) ocean/sound efects, (2) mono/stereo/3D, and (3)
interest/realism. The main efect for mono/stereo/3D was highly signiicant (p < 0.0006).
Subjects rated mono as lowest, stereo as moderate, and 3D as highest. There was a signiicant
main efect for ocean/sound efects (p < 0.039) indicating that the sound efects tapes were
rated overall as stronger (7.74). I repeated the analysis of variance for just stereo/3D (removing
mono). The main efect for stereo/3D was signiicant (p < 0.037), as was the main efect for
ocean/sound efects (p < 0.012). In a word, the tapes ‘worked’ with these subjects. On the
whole, the subjects perceived the mono, stereo and 3D tapes diferently. As expected, 3D
tapes were rated as most interesting and realistic.
• The EEG data were spectral analyzed, saved as ASCII iles, imported to Quatro Pro 4.0,
transposed and imported to CSS 3.0, and statistically analyzed. Separate analyses of variance
were performed on theta, alpha, beta 1 and beta 2, using a four-way repeated measure design:
(1) ocean/sound efects, (2) stereo/3D, (3) right side/left side, and (4) site (eight sites each
side).
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• There were no signiicant efects for theta or beta 2. However, there were signiicant efects
for alpha and beta 1:
First, for alpha, there was a borderline signiicant ocean/sound efects by right/left
interaction (p < 0.059). Alpha was generally greater for the ocean tapes compared to the
sound efects tapes (across both stereo and 3D tapes), and the ocean alpha enhancement
was stronger on the left side.
Second, for alpha, there was a signiicant stereo/3D by right/left interaction (p < 0.039)
and a signiicant stereo/3D by right/left by site interaction (p < 0.018). Alpha decreased
in 3D compared to stereo, especially on the left, posterior side of the brain. I have
ploted the alpha data subtracting the alpha for the mono data. Again, yellows, reds
and whites mean alpha increased, blues and blacks mean alpha decreased. You can see
that for stereo, alpha increased in the left and right temporal regions compared to mono,
whereas for 3D, alpha increased in the right temporal regions but decreased in the left
temporal and posterior regions compared to mono. These data suggest that the 3D tapes
were more atention geting, novel and interesting compared to the stereo tapes. Note
that these efects are independent of ocean and sound efects.
Third, for beta 1, there was a trend for a stereo/3D by right/left interaction (p < 0.068) and
a signiicant stereo/3D by site interaction (p < 0.022). Beta 1 increased in 3D compared
to stereo, especially on the left, posterior side of the brain. I have again ploted the
data subtracting the beta 1 for the mono data. Here yellows, reds and whites mean
beta 1 increased in the left, posterior regions. These data further support the hypothesis
that the 3D tapes were more atention geting, novel and interesting compared to the
stereo tapes. The fact that they show up on the left side and the posterior, (rear) regions
(occipital) are consistent with the idea that both verbal imagery and visual imagery
were activated by the 3D tapes.
Although these results would, perhaps, be more interesting if you were able to view the referenced graph and
topographic EEG maps (which will be provided upon request), the most striking feature of the graph is the fact
that subjects rated the interest/realism of 3D so much higher than stereo. In fact, the diference between stereo
and 3D was greater than the diference between mono and stereo.
The fact that 3D sound is much more engaging, relaxing and vivid than normal stereo may have particular
signiicance because a correlation has been demonstrated between vividness of imagery and eicacy of
therapeutic imagery techniques. It has been hypothesized that because it is more ”vivid” the 3D Living Sound
enhances the psycho-physiological efects of the other techniques without being sleep inducing in and of itself.
III
Conducted by:
Studied:

Jon Sassin, M.D., Chairman, Department of Neurology
UCI Orange County Medical Center
Natural Sleep program

The following study was conducted at the UCI Medical Center’s Sleep Disorders Clinic in 1983. It should be
noted that the study was never completed and the following data was from an interim report with only 15
subjects, and, although quite interesting, should be considered in this context.
The patients in the study had been referred to the Sleep Disorders Clinic by their primary care physicians
because of the severity of their sleep problems. Patients reported sufering from insomnia for an average of
14 years, had been taking sleeping pills an average of six years and reported an average of approximately 70
minutes to fall asleep (even with use of prescription sleep medications).
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Patients were initially evaluated, at which time general information was collected and psychological testing
was performed using the Proile of Mood States (POMS). The Natural Sleep program was then provided to
the patients to assist them in the process of withdrawing from sleep medications. They were then asked to
listen to the program while falling asleep at home as they gradually withdrew from their sleep medications
over a two-week period. At the end of this withdrawal period they returned to the Sleep Clinic where they
were evaluated to determine if they were still using any medication, psychological testing was repeated, and
overnight electroencephalograph sleep lab studies (polysomnographs) were performed for two consecutive
nights to determine the quality and quantity of their sleep.
The irst night patients were tested without using the Natural Sleep program and the second night testing
was done while using the program. This protocol was used in order to test the hypothesis that there would
be a residual efect from listening to the program the previous two weeks because patients could learn the
sleep inducing techniques, at least to some degree. (Previous clinical work had revealed that many patients
“internalized” or learned the sleep inducing techniques after several weeks and afterwards could use the
programs only as a “refresher” or on especially diicult nights.)
Although the number of patients was limited, the results were fairly dramatic. The average time to fall asleep
decreased from a reported 70 minutes, with the use of sleep medications, to a measured time of 17 minutes
after withdrawal from medications. Patients were asked to rate the efectiveness of the Natural Sleep program
on a scale of 1–10 on how efective it was at puting them to sleep and the average score was 8, indicating very
high patient satisfaction. A number of other elements were evaluated on the all-night polysomnographs, in
addition to how long it took patients to fall asleep. However, a direct comparison could not be made between
recordings of patient’s condition while dependent on sleeping pills and after withdrawal because sleep
medications distort brain waves, making polysomnograph readings unreliable.
We can, however, compare the two all-night recordings after two weeks’ use of the Natural Sleep program
and drug withdrawal. The irst night’s recording can be considered the “internalized” or learned condition
(after two weeks of program use) because the program was not listened to that night, while the second night’s
polysomnograph recording can be considered an internalized plus a reinforced condition, because the program
was listened to that night. Comparing these two nights, we can make several observations. During the second
night, the amount of time awake after irst falling asleep decreased as did the number of nightime wakings.
Total time asleep increased, percentage of time asleep increased, and the percentage of REM sleep (dreaming)
increased. The only measure that did not seem to improve between the two nights was the average time to fall
asleep, which increased from 12 to 17 minutes. Although these averages are both within the normal range, the
increase is the result of just one patient taking signiicantly longer to fall asleep on the second night. It should
be noted, however, that this patient rated the Natural Sleep program as a 10 on a scale of 1–10 and claimed that
he could not have “kicked the drugs” without it. When this aberration is removed, all patients improved in
this category as well.
The psychological data taken from the Proile of Mood States (POMS) was also quite revealing. It indicated
notable improvement in the Depression/Dejection and Anger/ Hostility scales with somewhat less improvement
on the Tension/Anxiety and Confusion/Bewilderment scales after only two weeks use of the Natural Sleep
program. A control group of patients, not using the program, showed no change in any POMS scale. The
average change on the Depression/Dejection scale for those using the programs was 17 points while a change
of only four points is considered to be clinically signiicant improvement.
The Natural Sleep program has demonstrated great promise in the treatment of some of the most diicult cases
of insomnia and, as the Proile of Mood States testing suggests, may also ofer treatment for the large number
of patients sufering from mood disorders.
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IV
Conducted by:
Funded by:
Studied:

Christopher Alsten, Ph.D.
U.S. Air Force
Natural Sleep program as part of the Sleep Enhancement Fatigue Reduction Training
(SEFRT) with U.S. Air Force pilots and shiftworkers

The Air Force contracted with Inner Health, Inc., to evaluate the efectiveness of the Natural Sleep program for
improving sleep and reducing the fatigue experienced by jet-lagged Air Force pilots and air crews, along with
the efect on shiftworker fatigue. The result was the Sleep Enhancement Fatigue Reduction Training (SEFRT)
program, which incorporated the most recent versions of the Natural Sleep programs, and included a separate
instruction booklet further detailing sleep enhancement and fatigue reduction techniques.
For Dr. Alsten and the research team’s evaluation of the SEFRT, a group of 69 participants (45 pilots and 24
shift workers) underwent a batery of tests and wore small actigraphs around their wrists in order to measure
their sleep objectively as they charted their sleep, mood levels, and fatigue levels. The pilots and aircrew
members did this during a multi-day light over several time zones and, following a three-week “training
period” of listening to the various SEFRT programs every night in bed, they repeated the light taking the same
measurements.
The USAF light crew evaluation involved a baseline trip before the SEFRT program and another identical
trip after the training. Then a comparison was done between the two trips (repeated measures study). A third
element, a “washout” period with white noise, was atempted as part of a subsequent active placebo trip
evaluation. However, only a few aircrew members were able to schedule this third trip during the study
period due to time constraints. (We believe this was exacerbated by the fact that it spread throughout the
squadron that we were going to take away the “sleep training,” something that worked, and replace it with
“white noise” instead. Those who had used the white noise did not like it and knew it “did not work.”)
In the second study, conducted this time with shiftworkers, an active placebo (a choice of white noise and
several pieces of relaxing music) was provided as training material irst in the repeated measures protocol. The
results of this placebo "training" were evaluated and then the SEFRT Training was provided and the results of
the actual training were evaluated. Although many liked the music to go to sleep this active placebo control
did not have any efect while the SEFRT training had a very signiicant efect. Neither group was provided any
additional sleep hygiene information, cognitive behavioral therapy instructions or similar information.
Among the indings:
• Numerous participants (and their spouses) provided comments to evaluators regarding the
impact of the program on the quality of their sleep
• Many shiftworking program users were able to distinguish fellow program users from the
control (placebo) group by their mood and energy levels
• Both aircrew members and shiftworkers reduced cafeine intake by an average of 35%
• By training’s end, total stress levels were cut nearly in half in both groups
• Those participants who were hospital staf working graveyard shift and sleeping during the
day showed an objective increase in hours slept per day from 5 hours and 15 minutes to 6
hours and 10 minutes
• Participants reported a 29% increase in how deeply they felt they slept, and a 78% improvement
in how rested they felt after waking
• On Proile of Mood States* testing, program users showed a statistically signiicant
improvement in nearly all of the subscales whereas the placebo group did not

258

DreamChild.Adventures.in.Relaxation.and.Sleep

• Participants showed an 18% improvement in job satisfaction and a 56% improvement in allaround self-perceived health
• Digestive complaints lessened noticeably and cardiovascular problems decreased measurably
• Participants showed an increased adaptability to and recovery from circadian disruption
• Self-reported quality-of-life measures improved
• It is likely that the program users’ overall reduction in chronic fatigue resulted primarily from
decreased circadian rhythm disruption and reduction in “sleep debt” due to improvements
in sleep quantity and quality along with the program’s enhanced relaxation component.
What follows are some sample quotes from the study:
Air Crew
I feel beter and less fatigued during the entire mission and it was easier to readjust to home time
when I returned.
C-5A Pilot
I’m glad I used it. It was easy, didn’t take much time and has made a real diference.

C-5A Pilot

Normally I don’t have a problem geting to sleep when the mission schedule or responsibilities in the
cockpit permit a nap. When I have a shift in my rest cycle (night sleep to day sleep) I automatically
use the [programs] to help put me to sleep. They are very efective.
C-5A Pilot
Now when I have an early morning departure, I’m able to go to sleep at times that I wouldn’t
normally be able to, in preparation for the mission.
C-141 Pilot
I am still using the [programs] and have found them to help me calm down and get to sleep much
faster, no mater how tired or alert I am.
KC-135 Pilot
With the training, I can get to sleep easier and sleep deeper and longer than before.
KC-10 Flight Engineer
I get more sleep during layovers and feel less stressed since going through the sleep training.
C-5A Pilot
I have memory of the irst ive minutes or so of the voice . . . then I’m usually asleep.
KC-10 Pilot
Only a few times in the past 8 years have I ever gone into a deep sleep in the aircraft. On the irst
use of the tapes I went into a deep sleep with dreams and was awakened only due to increased
temperature in the aircraft cabin.
KC-10 Boom Operator
I’m never tired in the afternoon, but knowing that I was leaving on a very demanding trip at 10 pm
I decided to try to get a nap. With the help of the tapes I had no trouble falling asleep.
KC-10 Boom Operator
Overall, in comparing this to previous relaxation/visualization tapes I have worked with in the past,
I found this type to be quite efective.
USAF Flight Surgeon
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Shiftworkers
I can sleep an extra hour after my irst midshift and feel much beter after my second consecutive
midshift.
Air Traic Controller
I now sleep two hours longer when I irst change over to nightshifts and I don’t feel as wiped out
during the second night.
Air Traic Controller
Now when I’m working nights, I get more and beter sleep during the day and I don’t feel as tired
at work.
Air Traic Controller
Not only am I sleeping and feeling beter, especially when I change shifts, but I’ve noticed that
everyone else on my shift that is also using the sleep program, seems to be more alert and in a beter
mood on the job making it easier to interact and communicate with each other.
Supervisor, Air Traic Controller
I could really imagine the place and feel myself relax because of the 3D sound and descriptive
phrases.
Air Traic Controller
The views and conclusions above are those of the author and neither represent the oicial policy of nor do they
constitute an endorsement by the U.S. Air Force.
V
Conducted by:
Studied:

Thomas Jackson, M.D.
Natural Sleep Programs

Hospitalized psychiatric patients frequently experience signiicant sleep problems associated with both their
illness and the stress of sleeping in an unfamiliar environment, and are often prescribed sleeping pills on an
as-needed (“PRN”) basis. A study to evaluate the efectiveness of the Natural Sleep Program to replace the use
of sleeping pills was initiated at the Therapeutic Residential Center, in Downey, California—a 39-bed locked
psychiatric facility. Primary diagnoses were schizophrenia, bipolar disorder, and major depression.
Staf psychiatrists continued to prescribe sedative-hypnotics, as usual, during the entire study. After an initial
baseline period of 18 days the Natural Sleep program, along with bedside players, was made available to all
patients. When patients wanted, or were instructed, to go to sleep, they were required to listen to the Natural
Sleep program before they could request sleep medication, which would then be dispensed at the nursing
station. The study period lasted ten weeks (70 days), during which time there were 130 patients admited and
136 discharged (24/30 during the baseline period).
During the baseline period an average of 7.61 (+/- 1.46) sleeping pills were dispensed per night. The total
number of patients during the baseline was 64 (greater than the capacity of 39 patients because of admissions
and discharges). During the irst two weeks of Natural Sleep program usage the rate of sleeping pill consumption
dropped to an average of 1.21 (+/- 1.01) per night, representing an 84% decrease. This “transition period”
represented a span of time when patients were being weaned from their customary use of sleep medications.
During the remainder of the study, sleeping pill usage averaged .15 per night (+/- .41; a total of eight sleeping
pills consumed over 54 days; total number of patients = 145), representing a 98% decrease in sleeping pill usage
in spite of the large number of discharges and admissions. One-way ANOVA indicated high signiicance with
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a p value of < 0.0001. No compensating increase in other potentially sedative medications was noted or any
change in the percentage of diagnostic categories of admited and discharged patients.
Patients reported that the Natural Sleep program was efective for both sleep onset and sleep maintenance.
It was believed that compliance was high due to the desire of many patients to take an active part in their
own treatment and the pleasantness of the Natural Sleep program experience. Staf reported additional patient
beneits including decreased morning drowsiness and improved mood.
VI
Conducted by:
Studied:

Christopher Alsten, Ph.D.
Nature sound programs

Quoted from Dr. Alsten’s presentation at the 2002 International Society for Ecosystem Health Conference in
Washington, D.C.:
In response to numerous anecdotal reports of the increase in appreciation and “love” of and for nature
by individuals who have been exposed to the 3D Living Sound Nature sound programs, we conducted a
unidimensional retrospective analysis of this psychological change. We asked subjects if they noticed a shift
in their appreciation of, or relationship to, nature after listening to recordings composed of 3D Living Sound
Nature sound programs. We then asked them to atempt to quantify their appreciation on a zero to 10 scale,
after repeated exposure to the 3D Living Sound Nature sound programs and retrospectively, prior to exposure.
While retrospective analyses of this type are subject to numerous psychological inluences afecting the results,
several individuals commented on the fact that they didn’t realize that their appreciation of nature could
improve so much in so litle time and that if they had scored it before listening they probably would have
scored themselves much higher initially and “run out of room” to show the magnitude and signiicance of the
change.
Here are some sample quotes from participants in the study:
The 3D Sounds [of Nature] really make me want to go back out into nature. It reminds me of how
much I miss it. If you would have asked me how much I appreciated nature before listening to the
programs, I would have given a higher score than a “two,” but I would have run out of room to
indicate how much this has afected me.
Gerald F.
I noticed that I am more in tune to the smells, sights and sounds of nature than I was in the past. I
notice the birds chirping more often. I am enjoying the fragrance of lowering plants more. I seem to
be able to see “islands of nature” even in the midst of residential or commercial areas.
Jan W.
I like nature but I didn’t get as much out of it as when I was listening to the tapes. I was able to
visualize nature in the city! It was deinitely more relaxing and I appreciate nature a lot more. I’m
glad you asked the questions in this order or I would have had to change my starting point to get in
a big enough change.
Ellen C.
I love how it focused my appreciation of nature.

Trudy R.

I’ve always liked nature. I found the 3D or “virtual reality” sounds of nature really calms me down
and makes me feel like I’m in another place.
Norma N.
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I have always been sensitive to noise, but noticed recently that I am becoming more and more
appreciative of quiet, and more tuned in to birds. I am not a “birder,” but I have noticed that my
appreciation of birds singing has increased lately. I am tolerating the mess to have a feeder and a
small birdbath outside a living room window, near the chimney where I notice they hang out in the
morning. Their songs ill the living room when they sit up on the chimney!
Jane M.
I don’t know if it improved my appreciation of nature, but I noticed that I hear nature sounds
diferently than I once did. Now I “hear” nature “in color.” And when I close my eyes and listen to
the recordings, it’s like I’m seeing it!
Lee D.
VII
Conducted by:
Studied:

A. Bystritsky, MD, Professor of Psychiatry
University of California at Los Angeles (UCLA)
3D Living Sound Technology with anxious patients

In a 1999 double-blind study conducted at UCLA, Dr. Bystritsky demonstrated that the 3D Living Sound
technology, listened to over ordinary stereo headphones, enhanced several psycho-physiological responses
compared to ordinary stereo in anxious patients.
VIII
Conducted by:
Studied:

Peggy Lachine, RN
Head Nurse in a Chemical Dependency Unit
Relaxation I & II programs

In a 1993 single-blind pilot study, chemical dependency patients were assigned to use either the 3D Relaxation
programs or traditional progressive muscle relaxation and imagery audiocassete programs. Those using the
3D Relaxation programs showed a statistically signiicant cumulative decrease in anxiety within one week. And
while patients assigned to traditional progressive muscle relaxation and imagery audiocassete programs also
showed daily reductions in anxiety pre-usage to post-usage, this did not amount to a statistically signiicant
cumulative improvement over this same period of time.
IX
Conducted by:
Funded by:
Studied:

Dr. Bruce Rybarczyk, Virginia Commonwealth University
National Institutes of Health (NIH)
Natural Sleep programs

In this study, two diferent forms of home-based, self-help therapy for insomnia were compared in a group of
older adults with diferent comorbidities, arthritis and coronary artery disease.
• A purely text-based (book) home version of Mimeault and Morin’s Cognitive Behavioral
Therapy for the treatment of Insomnia (CBT-I)
• A multimedia approach that included a guidebook with traditional CBT-I instructions,
weekly videos of classroom instruction, and audio (in the form of a progressive series of 3D
Natural Sleep programs)This followed from a review of research in multiple domains of selfhelp behavioral interventions which indicated that multimedia strategies are more efective
an reading materials alone (Mains & Scogin, 2003) by demonstrating that using multi-modal
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instructional methods increases the likelihood that the material will be thoroughly reviewed
and facilitates learning and subsequent enactment of behavioral changes.
Morin (2003) has argued that since insomnia has been associated with signiicant morbidity and quality of life
efects, efective treatments should not only produce changes in sleep parameters but also other measures of
daytime functioning. As such, this study measured not only a variety of sleep factors but an array of daytime
mood and general health measures as well. That way, this study could also test the hypothesis that CBT-I
would lead to beneits in daytime functioning as a consequence of improved sleep.
In an intention-to-treat analysis that included all participants, the 3D Living Sound approach demonstrated
statistically signiicant superiority in three global sleep measures–Pitsburgh Sleep Quality Index, Sleep
Impairment Index, and Dysfunctional Beliefs and Atitudes about Sleep–immediately after the intervention
training was completed. In contrast, there were no signiicant diferences between the two treatment groups
or the primary and comorbid insomnia groups on any baseline sleep measure, however there were notable
diferences in the clinical signiicance outcomes at post-treatment.
The book group had:
•
•
•
•

14 clinically signiicant improvements
10 moderately clinically signiicant improvements
2 substantial improvements
32 no improvements

The multimedia group had:
• 16 clinically signiicant improvements
• 13 moderately clinically signiicant improvements
• 19 no improvements
When combining the three clinical improvement categories together, the multimedia group had an overall rate
of 60.4% clinically signiicant change compared to 44.8% for book group.
The indings from the present study indicate that home treatment CBT-I is an efective treatment for both
primary insomnia and comorbid insomnia in older adults, with the combined rate of clinically signiicant
change at 52%. This suggests only a moderate decrease in treatment response compared to in-person classroom
treatment, which showed a 78% clinically signiicant response rate using the same criteria in a comparable
study. But even that small diference diminishes when one considers how much more laborious the six-week
in-classroom program was over the at-home program, listening to headphones in bed at night, and using the
guidebook and video classes.
Furthermore, there were no diferences in treatment response between primary and comorbid insomnia groups
in the present study, further supporting the recent consensus among researchers that comorbid insomnia
is undergirded by the same cognitive and behavioral factors as primary insomnia and therefore equally
responsive to treatment. These overall indings add to the recently published studies showing high levels of
eicacy for behavioral treatments that target secondary and comorbid insomnias (Currie, et al., 2000; Lichstein,
et al., 2000; Quesnel, et al., 2003; Rybarczyk, et al., 2002).
What’s more, in a one-year follow-up the CBT-I approach augmented with 3D Living Sound sleep programs
continued to demonstrate signiicant superiority on these major sleep measures. In addition, more subjects
using the 3D Living Sound approach showed clinical improvement one year post than subjects using Mimeault
and Morin’s home CBT-I.
These results were presented at the 2009 meeting of the Society of Behavioral Medicine in Montreal.
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X
Conducted by:
Studied:
Funded by:

Kathy Lee, R.N., Ph.D.
University of California at San Francisco
Natural Sleep program during and after pregnancy
National Institute of Health (NIH)

This study conducted on pregnant women found that after the birth of their babies, those women who used
a speciic series of Natural Sleep programs in combination with Cognitive Behavioral Training for Insomnia
(CBT-I) materials slept nearly one hour longer than the control group.
I would be remiss, however, in leaving out that during their third trimester of pregnancy, the women using the
adult sleep programs with CBT-I slept no beter than those who did not.
It would appear that sleeping late in pregnancy is a challenge for many women, for which there is still not a
good solution. However, given that the Natural Sleep programs and CBT-I materials performed so splendidly
at improving sleep during the critical postpartum period (when many women are inclined to experience a
degree of depression) the apparent failing of the programs to help improve sleep in the third trimester is
assumed to be the result of two factors:
• The women not yet having enough experience using the programs
• A general trend among pregnant women of less sleep disturbance in the third trimester than
postpartum
There is evidence of both of these factors (particularly well-documented in the case of the later—Lee, et al.,
1992, Goyal, et al., 2002). The evidence of the former comes from the above-mentioned Air Force study, in
which the subjects reported that it had taken them approximately four to six weeks to feel they had learned or
been adequately “trained” in the program (Alsten, et al., 1999).
Based on the recommendations of childbirth class instructors and other pregnancy sleep experts we reduced
the length of program use in the study to four weeks in order to make it more acceptable to irst-time pregnant
mothers who are generally already overwhelmed with things to do. Based on the postpartum results this
condensed period of program use seems efective, but perhaps an extended period of program use during the
pregnancy would provide more adequate results during the pre-delivery time period.
In addition, the efect of program use may become more evident if those women who are at highest risk for
prenatal sleep disturbance can irst be identiied.
The most signiicant objective improvement noted from the study was the previously mentioned additional 55
minutes in total sleep at night (postpartum). But that wasn’t the only noted result or beneit. The quality of that
sleep was improved as well, with fewer awakenings, lower Wake After Sleep Onset (WASO) percentage, and
less time to get to sleep initially and after awakening for nursing. This last factor, the time it takes to fall asleep,
is known as Sleep Onset Latency (SOL) and it is a noteworthy inding in this study as it is considered the most
relevant screening question in relation to the risk for postpartum depression (Goyal et al., 2007).
One additional objective improvement found was beter napping during the day, which increased the
overall sleep quantity in a 24-hour period to 81 minutes. And several other subjective measures improved
as well, notably decreases both in reported levels of fatigue and perceived stress in the morning, as well as
improvements in adjustment.
The report on this study states: “We consider an extra hour of consolidated sleep during the postpartum period
with this population to be a signiicant clinical success and worthy of pursuing to develop a commercially viable
product to assist postpartum and potentially pregnant women in obtaining the sleep they need and deserve.”
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31, 58, 78
nightime wakings 9, 11, 25-26, 31, 35, 51-52,
55, 71, 158, 161, 164-165, 171, 256
NIHL (see Noise Induced Hearing Loss)
NIHL in Children Conference 210
National Institutes of Occupational Safety and
Health (NIOSH) 212
nocturnal enuresis (see bedweting, enuresis)
noise-canceling headphones 213
Noise-Induced Hearing Loss (NIHL) 209-212,
233, 241
nutrition 107-108, 188, 209, 235, 241
-Oobedience 95
obesity 4-5, 9, 31, 33, 97, 107-109, 111, 153,
181, 194, 196-197, 209, 233-235, 238
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Obstructive Sleep Apnea (OSA) (see sleep
apnea)
Obsessive Compulsive Disorder (OCD) 190
oppositional behavior 8, 17, 25, 41, 58, 85, 97,
101, 113, 125
Occupational Safety and Health
Administration (OSHA) 210, 213, 241242
outbursts 22, 35, 68, 101, 114
overweight 99, 107-109, 111, 115, 197, 237
-Ppain

10, 13, 61, 81, 83-84, 93-95, 118, 121, 127128, 130-132, 139, 173, 179, 184, 186-188,
191, 199, 232, 234, 238, 246
panic atacks 13
Panic Disorder 190
parasomnias 31
parasympathetic nervous system 188
pediatrician 80, 118, 120, 122, 162, 168, 173,
181
peers 8, 31, 33, 48-50, 58, 108, 117, 168-169,
192, 197-198; peer pressure 6, 34
perception 6, 21, 168, 184, 199
phantom limb pain 132
phobias 190, 231
physical development 8, 10
physician 119, 173-176, 178, 238
pillows 161-162, 171, 215
Playhouse on the Beach 10-11, 46-47, 64, 72, 76,
90, 101-103, 134, 200, 226, 243, 246-247
PODS (Poty on Discreet Strips) 119
polysomnograph 256
poor academic performance 4, 31, 47, 49-50, 141
poor reading skills 41
Portnuf, C(olin) 233, 241
positive reinforcement 22, 44, 69, 88, 237
postoperative recovery 132
Post-Traumatic Stress Disorder (PTSD) 75,
152, 190
praise 22, 44, 68, 111
preschool 100, 181
prescription 123, 162, 171, 174, 255
primary enuresis (see bedweting, enuresis)
Prochnik, G(eorge) 241
programming 3, 32-34
progressive muscle relaxation 132, 189, 261
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psychiatrist 3, 185, 205
psychological factors 108, 190
psychologist 66, 95, 199, 238
psychosomatic 131
psychotic disorders 14
punishment 70, 94-95, 109, 162, 166, 234, 237
-RRain and Thunder 243, 248
rapid breathing 20
rapid heartbeat 20, 184
reading 4-5, 9-10, 14, 23, 25, 27, 29-31, 3336, 39, 41-44, 49, 52, 76-77, 89, 116, 126,
131, 139, 141-142, 145, 160-161, 163, 193,
195, 197-198, 201, 253, 262; resistance to
reading 4, 31, 33, 35, 41-43, 141, 193, 195,
201, 253
reality 6, 21-22, 82, 117, 131, 152, 183, 185,
187, 201, 249, 260
reassurance 21, 77, 185
receptivity 138-139, 165
reckless playing 25
recurrent abdominal pain 131, 232, 238
Relections on the California Coast 243, 248
regression 58, 106
rejection 7, 70, 79, 111
relaxation 3-5, 8-14, 119, 123-127, 129-132,
139, 144, 152-153, 160, 165, 187-190, 192,
195, 198, 201, 215, 234-235, 238-239, 243249, 251, 253-254, 258, 261; relaxation
response 131, 188, 192; relaxation
therapies 12
Relaxation and Massage 243, 245
REM sleep 75, 78, 181, 256
research 5-6, 12-14, 47, 94, 109-110, 117, 120,
131-132, 166-167, 169, 174, 176, 178, 180,
194, 198-200, 234-237, 239-241, 253, 257, 262
resentment 60, 68
responsibility 67-68, 87, 119, 175, 187, 198
restful sleep 10, 20, 33, 132, 134, 143, 154, 161162, 181, 190, 196-197
restless leg syndrome 31
restlessness 35, 51, 101
restorative sleep 176-177, 181, 194
retardation 173, 182
reward 22, 70
rhythm 159, 177, 225, 258

Rimm, Sylvia 66, 237
risks 5, 8, 170, 175-176, 209-210, 212
Ritalin 197
rocking 85, 164, 173
Rozerem 177
-Ssadness 10, 59, 62, 103, 246
safety 21, 58, 61, 67, 120, 161, 167-168, 170171, 174, 176-177, 195, 198, 200, 205, 207,
209-210, 212, 215, 241-242
school 6-8, 17-19, 27, 29, 32-33, 35, 37, 42, 4546, 49-50, 53, 56, 58, 65, 77, 79, 95, 99, 105,
108, 114, 119, 122-125, 130, 141-142, 145,
150-151, 153, 162, 184, 195-197, 209, 234237, 239; schoolwork 53, 56
Schwarz, Gary E.
201
Schwarz, Jefrey 192, 233
Scientiic American 107, 237
screaming 41, 51, 56, 70, 77-79, 82, 85-86, 89,
121-123
secondary enuresis (see bedweting, enuresis)
secondary school civil rights 237
security 22, 61, 89, 164, 168, 200
sedative 175-176, 239, 259
SEFRT 257
seizures 177, 182
self-conidence 119, 125, 130, 145, 186
self-esteem 4, 7, 12, 62, 78, 95, 97, 99, 104, 106,
108, 111, 113, 115, 118-119, 125, 141, 153154, 187, 193-194, 196-197, 231
Sennheiser 207
sensitivity 20, 62, 190
separation anxiety (see anxiety)
Separation Anxiety Disorder 190
shame 8, 60, 92, 153, 191
shock 56, 58, 80, 236
short atention span 17-18, 25-26, 121, 180
shortness of breath 20, 184
siblinghood 69; sibling rivalry 5, 65-70, 162,
195
side efects 13, 94, 117, 120, 162, 175-177, 205
SIDS (see Sudden Infant Death Syndrome)
sleep apnea 9, 49-50, 180-181, 182, 269
sleep associations 163-165, 172
sleep deprivation 47-49, 78
sleep disturbance 8, 58, 76, 174, 235, 263
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sleep duration 9, 31, 154, 158-159, 237
Sleep Enhancement Fatigue Reduction
Training (SEFRT) 257
sleep environment 239
sleep experts 164, 167, 169, 175, 181, 244, 263
sleep hygiene 157-158, 160-163, 175, 233, 257;
daytime 161-162
sleepiness 9, 11, 20, 31, 158, 180-181, 247
sleeplessness 184, 188, 192
sleep medication 173-175, 182, 259
sleep onset delay 9, 31, 158
sleepover 20, 120
sleep paterns 9, 31, 33, 49-50, 53, 76, 142, 157,
162-163, 166, 180
sleep training 257-258
sleepwalking 31, 78
snoring 19, 49-50, 180-181, 240
socialization 48, 66
sound efects 3, 10-11, 64, 245, 254-255
spanking 88-89, 91-92, 94-96, 237
speakers 145, 246-247, 249
State Education and Environmental
Roundtable 196
Statistics 13-14, 49, 75, 107, 117, 167, 169, 209211, 233, 236, 241
stimulation 6, 195-196, 198
stomach cramps 121, 124-125
Stream Walk 243, 248
stress 3, 5-6, 10, 65-66, 70, 75, 78, 108, 117,
119, 121, 131, 139, 150, 152, 174, 183-184,
188-190, 192, 199, 240, 244-245, 253-254,
257, 259, 263
stress response 131, 183-184, 188-190, 192
students 48-49, 95, 142, 153, 196, 199, 209, 234
Sudden Infant Death Syndrome (SIDS)
169170, 233, 239
sugar 108, 110, 119
sunlight 162, 201, 222
surgery 121, 127-128, 181-182, 199
sweating 20, 78, 184
sympathetic nervous system 188-189

technology 3, 5, 12, 32, 34, 207, 211, 213, 235,
242-243, 245-246, 253, 261
television 4, 20, 23, 25, 27, 30-35, 39, 50, 76,
97, 108, 122, 126, 161-162, 177, 193-195, 197,
234-235; TV 6, 30-36, 38-39, 41, 43, 52, 55,
64, 74, 110, 126, 132, 160-161, 163-164, 168,
172, 195
therapeutic audio 3
therapist 4, 27, 78, 84, 87, 101, 103, 105, 185
Thorazine 133-134
3D Living Sound 3, 5, 11-13, 44, 200-202, 243249, 253-255, 260-262
Tofranil 98, 101
touch 28, 82, 93, 101, 116, 132, 135, 173, 194,
201, 251
toys 11, 22, 26, 39-40, 65-66, 69, 124, 130, 214,
221, 225, 227, 247
trauma 20, 58-59, 62, 75, 163
triggers 8, 48, 58, 183-184
trust 58, 61, 88, 195, 198
tryptophan 160
Tylenol 123, 128

-T-

-V-

teacher 7, 19, 29, 42, 56, 105, 150, 168, 185
techniques 3, 11-14, 22, 42, 130-132, 166, 187190, 202, 232, 234, 244-245, 247-248, 255257

-UUlrich, Roger S. 199, 234, 241
understanding 5, 9-11, 21, 23, 43, 57, 75, 77,
111, 139, 186, 191, 210, 233
unhappiness 97, 108
United Nations Convention on the Rights of
the Child 96
University of California Irvine Medical Center
(UCI) 13
University of Michigan 199
University of North Carolina 196
urban environments 198-199
U.S. Air Force 13, 257, 259, 263
U.S. Consumer Product Safety Commission
(CPSC) 167, 170
U.S. Environmental Protection Agency (EPA)
241

video games 6, 43, 76, 108, 110, 119, 160, 195
violence 6, 32, 67, 94-96, 113, 197
virtual reality 152, 249, 260
visualization 44, 130-132, 189-190, 201, 258
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-W-

waking 9, 25-26, 32, 47, 52, 71, 75-78, 98, 104,
115-116, 120, 124, 127, 129, 138, 147, 152,
158-160, 162, 165-166, 168, 173, 181, 197,
244, 257
Walden 193
whimpering 77, 127, 165
whining 45-47, 71
worry 7, 10, 26, 55, 79, 141-142, 146, 151, 172,
188, 190-191, 211, 232, 246
-Yyelling 45, 70
yoga 110
-ZZogby, J(ohn)
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