lowing terms: sleep architecture and the pro-
portion of time spent in the different stages
of sleep, sleep latency, Epworth Sleepiness
Scale, Multiple Sleep Latency Test, Main-
tenance of Wakefulness Test, and periodic
limb movements in sleep. A section orga-
nized in that manner would serve as a ref-
erence for primary care physicians interpret-
ing polysomnogram reports. In addition,
even though there is a lack of consensus
among sleep specialists as to what apnea-
hypopnea index parameters define mild,
moderate, and severe OSA, it is nonetheless
necessary that generalist physicians have
some guidelines to clarify what it means
when the respiratory disturbance index is,
say, 4, 17, 32, or 55.

All in all, Primary Care Sleep Medi-
cine is a useful introductory textbook that
will serve as a handy reference for gener-
alist physicians, and it will assist physicians
in the recognition, evaluation, and manage-
ment of patients who have sleep abnormal-
ities.

Robert P Blankfield MD MSc
Department of Family Medicine
Case Western Reserve University
School of Medicine

Cleveland, Ohio

The author of this review reports no conflict of
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Clinician’s Guide to Pediatric Sleep Dis-
orders. Mark A Richardson and Norman R
Friedman, editors. New York: Informa
Healthcare. 2007. Hard cover, illustrated,
348 pages, $169.95,

Sleep problems are extremely common
during childhood, from infancy to adoles-
cence. Unfortunately, despite the prevalence
of sleep problems, childhood sleep disor-
ders are often under-recognized and undi-
agnosed, despite being either preventable or
treatable. According to information gathered
from the National Sleep Foundation’s Sleep
in America polls, two thirds of young chil-
dren experience at least one sleep problem
at least a few nights per week, and greater
than half of all adolescents report feeling
sleepy during the day.

Children experience the same broad range
of sleep disorders encountered in adults, in-
cluding sleep apnea, insomnia, parasomnias,
delayed sleep phase disorder, narcolepsy,
and restless leg syndrome, but the clinical
presentation, evaluation, and management
may differ. Although snoring and sleep ap-
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nea are common indications for referral to a
sleep specialist, many children also have be-
havioral or nonrespiratory sleep disorders,
either as a second comorbid diagnosis or as
a primary sleep disorder.

The editors state in the preface that the
primary aim of a Clinician’s Guide to Pe-
diatric Sleep Disorders is to “educate pri-
mary care practitioners so that they may
accurately diagnose and treat pediatric sleep
disorders.” This is a laudable goal. And in
an attempt to do that they have recruited a
wide variety of pediatric sleep specialists—
pulmonologists, otolaryngologists, neurolo-
gists, psychiatrists, anesthesiologists—to
share their knowledge. Unfortunately, the
overall result is an inconsistent book with
overemphasis on obstructive sleep apnea
(OSA), illogical arrangement of chapters,
and numerous typographical and other
editing errors. Having said that, however,
there are a few chapters that deserve to be
highlighted.

Eleven of the 20 chapters deal with the
evaluation, management, and consequences
of OSA, because the editors believe that the
most common pediatric sleep disorder is
OSA. Though that is not necessarily correct
(ie, only 1-2% of children have OSA, ver-
sus up to one third of children having be-
havioral insomnia of childhood, and 35% of
people reporting onset of restless leg syn-
drome before age 20 years), several of the
chapters are interesting and on subjects that
are often not given as much prominence in
general pediatric texts. Specifically, Chap-
ter 6 provides information on diagnostic test-
ingforchildrenwithOS A includingacompre-
hensive summary of 2 newer diagnostic
techniques, peripheral arterial tonometry
and pulse transit time, which are being in-
vestigated to determine their usefulness in
detecting sleep disruption as it pertains to
obstructive breathing. The chapter also ad-
dresses the conflicts or points of discrep-
ancy with polysomnography criteria of
OSA and the relation to clinical outcomes.
Chapters 8 and 9 provide a surgeon’s per-
spective on the available surgical inter-
ventions to treat children with OSA. The
authors provide a detailed description of
the various types of adenotonsillectomy,
including electrocautery, coblation, har-
monic scalpel, intracapsular tonsillectomy/
tonsillotomy, and radiofrequency volume
reduction.

Rarely heard from are the anesthesiolo-
gists, and Chapter 14 provides insight into
the anesthetic considerations that pertain to

children with OSA, both in the periopera-
tive and postoperative periods.

Chapters 12 and 15 are well written and
provide up-to-date references on the neu-
robehavioral and cardiovascular complica-
tions of OSA. Chapter 13 takes an evidence-
based approach to therapy. The authors
identify 3 subjects of interest, including ef-
ficacy of adenotonsillectomy for the treat-
ment of OSA, impact of adenotonsillectomy
on neurobehavioral outcomes, and impact
of adenotonsillectomy on quality of life,
and they summarize the results of over 40
studies into 3 large tables, which list the
study design, number of subjects, instru-
ments used, outcomes measured, and level
of evidence, per the criteria of the Centre
for Evidence-Based Medicine in Oxford
(http: // www.cebm.net/levels_of_evidence.
asp).

Chapter 3 is supposed to cover nonob-
structive sleep patterns in children. The
chapter covers periodic breathing and cen-
tral apnea, but does not mention hypo-
ventilation as it relates to obesity, neuro-
muscular weakness, or scoliosis or other
restrictive lung diseases. The use of bi-level
ventilation for management of hypoventila-
tion is not discussed. Considerable space is
devoted to the presenting symptoms and sur-
gical management of children with Chiari
malformations, but does not include how
sleep physicians can be involved with the
use of noninvasive ventilation and does not
include 3 key references from Robert Brouil-
lette and the Montreal group, who looked at
this issue within their own clinic population
and conducted a multi-site review.

Also included in the book are chapters
on infants with apparent life-threatening
events or sudden infant death syndrome, as
well as children with congenital central
hypoventilation syndrome. Though these
children are usually managed by pediatric
pulmonologists rather than sleep physi-
cians, the authors are well-respected experts,
and it is a pleasure to read their compre-
hensive reviews, with up-to-date references.
Chapter 16, on congenital central hypoven-
tilation syndrome, describes in detail the lat-
est information regarding genetic testing,
with the polymerase-chain-reaction-based
PHOX2B gene testing.

Finally, there are 5 chapters devoted to
the nonrespiratory or behavioral sleep dis-
orders, including behavioral insomnia of
childhood, adolescent sleepiness, restless leg
syndrome and periodic limb movement dis-
orders, and narcolepsy. Chapter 4, on be-
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havioral insomnia of childhood, was an ab-
solute delight to read and should be required
reading for anyone who sees children with
this disorder. It includes the International
Classification of Sleep Disorders (ICSD-2)
criteria for diagnosis of the sleep-onset-as-
sociation type of insomnia and the limit-
setting type of insomnia. Also included is a
comprehensive list of questions to assess a
child’s sleeping patterns over a 24-hour
cycle.

The section on treatment of behavioral
insomnia of childhood is also comprehen-
sive, but written in a straightforward and
logical progression of the various cognitive-
behavioral techniques as they apply to chil-
dren. Chapter 11 reviews the issues of psy-
chiatric illnesses and sleep in children. It
explains how children with a variety of men-
tal health issues have higher rates of sleep
problems. Included in the chapter are tables
from the Diagnostic and Statistical Manual
of Mental Disorders (DSM-IV-TR) that
show the criteria for separation anxiety dis-
order, generalized anxiety disorder, post-
traumatic stress disorder, and depressive and
manic episodes.

Chapter 18 deals with adolescent sleep-
iness. The authors review the common
causes of daytime sleepiness, including in-
adequate sleep hygiene and delayed sleep
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phase syndrome. Also included are some of
the more controversial issues, including the
influence of early school start time on ado-
lescents’ performance and the effects of
sleepy adolescents while driving or at work.

Chapter 19 reviews pediatric restless leg
syndrome and periodic limb movement dis-
orders. Included in the chapter is a one-page
table with criteria for the diagnosis of rest-
less leg syndrome in children: definite, prob-
able, and possible.

Chapter 20, on narcolepsy, includes a
comprehensive review of clinical manifes-
tations (and how children’s symptoms may
be similar to or quite different than those of
adults), and pathophysiology, with discus-
sion of the hypocretin deficiency and auto-
immunity. The references, including those
related to medications for treatment, are up
to date.

This book is meant to be a review of all
pediatric sleep disorders, but there is a pre-
dominance of chapters on OSA. The infor-
mation and references are up to date in most
of the chapters. Perhaps what was most frus-
trating in reading this book was the incon-
sistency of the editing. For example, the
chapters seemed to have a not-so-logical ar-
rangement; the chapters on behavioral in-
somnia of childhood or psychiatric sleep dis-
orders were randomly inserted among the
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chapters on OSA. Second, some of the ta-
bles and figures acknowledged the refer-
ence or source from which they were
adapted, but many did not. Some chapters
had excellent illustrations or photographs
(eg, tracings from polysomnography stud-
ies in the diagnostics chapter, or photographs
of the children with congenital central hy-
poventilation syndrome), whereas other
chapters included only text. There was in-
consistency in the listing of investigators
within the text (eg, John Jones, Jones, or
Dr Jones), which at times was distracting
and seemed to depend on the author’s rela-
tionship to the investigator whose work they
were describing. Finally, there were many
typographical errors. In summary, Clini-
cian’s Guide to Pediatric Sleep Disorders
provides up-to-date information for practi-
tioners caring for children.

Lynn A D’Andrea MD
Department of Pediatrics
Division of Pulmonary and
Sleep Medicine

Children’s Hospital of Wisconsin
Medical College of Wisconsin
Milwaukee, Wisconsin
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