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KEY POINTS

� Sleep problems are common and often increase when initiating pharmacotherapy.

� Delayed sleep onset/insomnia is associated with stimulants although daytime sleepiness
is associated with nonstimulants.

� Younger children and adolescents are most vulnerable to adverse sleep effects, but sleep
problems occur in all age groups.

� Wide variability in severity and duration of sleep effects, but most effects are mild and
improve over time.

� Interventions include changing dose schedules, formulations, behavioral interventions,
and adding a sleep-promoting agent.
INTRODUCTION

After Charles Bradley’s serendipitous discovery of the therapeutic benefit of an
amphetamine (AMP), Benzedrine, in children with behavioral problems, he also
described the adverse and variable initial impact on sleep in a subset of children,
noting “6 of the 30 children’s nocturnal sleep was mildly disturbed, as evidenced by
a delay in the time of falling asleep for the first night or two. One patient remained
awake to a late hour for four nights”.1 Although Benzedrine is no longer used, there
are now numerous AMP, methylphenidate (MPH), and nonstimulant medications
approved for the treatment of Attention Deficit Hyperactivity Disorder (ADHD).
In the past few years, research on the intersection of ADHD medications and sleep

problems has intensified.2 Moreover, the prevalence of sleep problems in individuals
with ADHD appears to be on the rise.3 This may reflect more attention to or accuracy in
measuring sleep, as well as the tendency to treat ADHD with longer-acting agents or
dosing schedules for longer periods.
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This article is focused on describing the literature on ADHD medications and sleep.
We will first define common sleep problems, discuss the importance of screening for
sleep disorders in ADHD, and review methodological issues related to measuring
sleep. We then summarize what has been learned about ADHDmedications and sleep
effects across the lifespan, before discussing clinical management and several new
directions.
PREVALENCE OF SLEEP PROBLEMS IN ADHD

Commonly, children with ADHD and comorbid behavioral problems have increased
activity levels throughout the day and evening, are easily distracted from task perfor-
mance, and have difficulty “shutting down” their brain, hence are more likely to have
worse sleep hygiene and a higher prevalence of sleep disorders. Sleep problems in
youth with ADHD are reported to be in the range of 25% to 55%.4–7 Moderate-to-
severe sleep problems occur at least once a week in 19.3% of the clinic-referred chil-
dren with ADHD, 13.3% of the psychiatric controls, and 6.2% of the pediatric controls
according to parents.8 Overall when sleep is assessed using rating scales,
sleep diaries, or questionnaires, children with ADHD display higher rates of bedtime
resistance, sleep onset difficulties, night awakenings, morning awakenings, sleep-
disordered breathing, and daytime sleepiness relative to youth without ADHD.9

In addition to these commonly recognized sleep problems, restless legs syndrome
(RLS) can be found in up to 44%of children with ADHD10,11 and restless sleep disorder
in up to 10%.12 In an ADHD population referred for sleep evaluations, 80% of parents
of children with ADHD were concerned that their children’s sleep was restless. In the
majority of these children, an underlying sleep diagnosis (such as obstructive sleep
apnea, periodic leg movement disorder, restless sleep disorder, or RLS) was found af-
ter polysomnography (PSG).13

It is very important to accurately evaluate sleep patterns and problems before medi-
cation initiation to rule out primary sleep disorders that mimic or exacerbate ADHD
symptoms and to serve as a baseline. Sleep logs and diaries are often used to identify
sleep patterns and can be used before and after treatment. The clinical interview is
crucial to diagnose specific sleep disorders such as RLS, insomnia, and parasom-
nias.14 Standardized questionnaires can be used to screen for sleep disorders, such
as the BEARS, which screens for Bedtime, Excessive sleepiness, Awakenings during
the night, Regularity of sleep, and Snoring.15 Other commonly used questionnaires
include the Pediatric Sleep Questionnaire, which screens for sleep-disordered,
breathing, sleepiness and behavior,16 and the Children’s Sleep Habits Questionnaire
(CSHQ).17 The CSHQ has eight subscales including circadian delay, parasomnias,
breathing, bedtime resistance, daytime sleepiness, and nocturnal awakenings.
In terms of objective evaluations, PSG is considered the “gold standard” to diagnose

sleep disorders such as obstructive sleep apnea. PSG has a great utility in research
because it can reliably document brain activity patterns, body movements, arousals,
and homeostatic indicators. The American Academy of Sleep Medicine has published
guidelines on indications of PSG. PSG is indicated any time that sleep-disordered
breathing is suspected, in cases of refractory insomnia, and when there is suspicion
of periodic leg movement disorder or atypical parasomnias. Another test, the multiple
sleep latency test (MSLT) is used to assess for daytime sleepiness18 and consists of
five daytime nap opportunities. Studies using MSLT have demonstrated that children
with ADHD are sleepier during the day and have slower reaction times.19

Actigraphy is less invasive than PSG and a more ecologically valid method for
recording motor activity by means of small, computerized, watch-like devices worn
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on the wrist. Actigraphy provides an objective measure of body movements that pro-
vide a reliable estimate of several sleep parameters, including sleep duration and
sleep onset latency (SOL). Actigraphy is particularly indicated when insufficient sleep
or circadian disorders are suspected and allows monitoring for several days or even
weeks in the home setting. Actigraphy can also provide information on night-to-
night variability, a significant characteristic of ADHD youth who are taking stimulants.
Fig. 1 is an example of an actigraphy download from a teenager with ADHD. We can

appreciate an inconsistent bedtime, with sleep occurring past midnight on some eve-
nings. Such a pattern can lead to difficulty getting up the next morning and a delayed
sleep phase disorder. The parents of children with ADHD could benefit from education
on the importance of a bedtime routine including how to time medication to allow for a
Fig. 1. Actigraphy findings on a teen with ADHD on stimulant medication. Findings show an
inconsistent bedtime. Most night bedtime is past midnight consistent with a delayed sleep–
wake circadian phase. There is also nocturnal awakening consistent with sleep maintenance
insomnia.
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bedtime of approximately 9 to 10 PM Adolescents need to sleep approximately 9 hours
a night, and school-age children (7–12 year old) need approximately 10 hours of sleep
at night. The morning awakening time, school schedule, and social demands (eg,
sports, homework, peer interactions) need to be included in the planning for adequate
sleep opportunities. Insufficient sleep has also been associated with worsening of
ADHD; therefore, actigraphy and sleep diaries can be useful tools to assess sleep la-
tency and calculate total sleep time.20 Although commercial wearable devices are
widely available, they should be used cautiously as most are not validated against
the gold standard for sleep and sleep stage detection.21

The interrelationships between ADHD and sleep disorders, mutually exacerbating
conditions, are further complicated by the use of medications to treat ADHD, which
also impact sleep.22 Research results often vary from study to study based on how
and when sleep is measured,23–25 with subjective and objective measures providing
valuable, but different information (see references 9,26–28). For instance, subjective
evaluations based on self-, parent-, or observer-report can provide information about
sleep initiation and maintenance, insomnia, sleep quantity and quality, and perceived
time of awakening. Subjective reports, such as clinical interviews, sleep question-
naires, and diaries, can also capture summary observations over an extended time
period in a naturalistic context and can reveal important aspects of clinically meaning-
ful perceptions of sleep that may differ from objective assessments (such as those us-
ing PSG and actigraphy).
METHODOLOGICAL ISSUES IN CLINICAL TRIALS

Much of what is known about ADHD medications and their effects on sleep is based
on reports of adverse events from short-term efficacy studies.3,24,29 Most medication
studies are relatively short term (ie, <7 weeks) and thus primarily measure acute ef-
fects. Due to a paucity of longitudinal data, less is known about intermediate and
long-term effects on sleep.30 There are also few comparative efficacy studies, as
the majority of studies compare an active medication with a placebo (ie, basic effi-
cacy). A recent meta-analysis of 35 studies of MPH formulations found that a wide
range of study designs and sample features predicted the relative risk of insomnia,
including the type of formulation, number of doses per day, age, sex, percentage of
stimulant responders enrolled, year of study, number of sites, and type-of-rater.3

Indeed, methodological differences between studies and samples present a signifi-
cant challenge in evaluating the clinical implications of these studies.
One methodological factor that may influence results is ascertainment bias, which

can occur when studies only include patients who complete long-term follow-up or
if they exclude patients with negative prior medication history, resulting in samples
enriched for positive responders. Studies that include stimulant naı̈ve patients are use-
ful for evaluating the impact of medication that is not confounded by prior medication
history. On the other hand, these studies are less generalizable to older youth or those
with complex medication histories. A second factor is the adequacy of the medication
trial and how and when it is delivered. Titration, dose, and dosing strategies also
impact findings. Fixed-dose or dose-response studies may provide more distinct in-
formation on the effects of medication, for example,31 although flexible dosing may
be more similar to usual care.
In one of the few longer-term studies of stimulant naive youth with ADHD, children

on a waiting list were randomly assigned to immediate-release MPH or placebo for
16 weeks.25 In contrast to findings from many short-term studies, MPH did not nega-
tively affect sleep parameters measured at 8 weeks of treatment relative to placebo.
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When sleep was measured a week after medication was discontinued (after 16 weeks
of treatment), sleep efficiency was improved in the MPH group. This provocative
finding requires replication but suggests that sleep problems are much more prevalent
when first initiating treatment compared with after 8 weeks of treatment or after medi-
cation is discontinued.
STIMULANTS AND SLEEP PROBLEMS

Methylphenidate. Delayed sleep onset, typically defined as greater than 30 minutes, or
insomnia are frequent adverse events associated with MPH,22,32,33 the most common
medication used to treat ADHD in children. In a recent meta-analysis of nine random-
ized stimulant trials that used objective measures of sleep in 246 children with
ADHD,34 stimulant treatment was associated with longer sleep latencies, worse sleep
efficiency, and shorter sleep duration. The authors highlighted the importance of
weighing the cognitive and behavioral benefits of stimulant treatment to the adverse
impact on sleep. Similarly, Faraone and colleagues3 found that children receiving
MPH were at a 60% greater risk for sleep problems compared with children receiving
placebo. The greatest relative risks were seen with longer-acting preparations, such
as osmotic-release oral system, transdermal system, and MPH hydrochloride
controlled-release.
There are also several studies that have used PSG in children with ADHD who were

receiving MPH. For example,35 compared 53 children taking stimulants, 34 children
with ADHD who were not taking stimulants, and 53 controls and found no differences
in sleep architecture. However, the rates of insomnia were not reported, children were
not randomized to treatment, and children who may have discontinued medication
may not have been identified, effecting the results that can be drawn from this study.
MPH has been found to reduce total sleep time and reduce sleep efficiency but not
alter sleep architecture in children diagnosed with ADHD.36

Amphetamine. Relative to MPH, there are far fewer studies of AMP effect on sleep.
AMP is associated with longer and more variable pharmacokinetic profiles (eg,.37

compared with MPH).38 conducted a double-blind, forced dose, parallel-group study
in which 290 children received either Lisdexamfetamine (LDX), an AMP prodrug, or a
placebo for 4 weeks. More than half of the sample was stimulant naı̈ve. Insomnia was
the second most common, spontaneously reported adverse event after decreased
appetite, and it occurred in approximately 15% of those prescribed LDX compared
with only 2% of those taking the placebo. In another study comparing LDX and mixed
AMP salts,39 reports of insomnia were most common during the first week of treat-
ment for both stimulants.
Examining sleep outcomes in more detail,40 used parent ratings, actigraphy, and

PSG to evaluate the sleep effects of LDX in 24 children with ADHD (6–12 years of
age). Other than fewer nighttime awakenings in the LDX group, there were no signifi-
cant differences between LDX and placebo. Although not statistically significant, la-
tency to persistent sleep during PSG, was approximately 10 minutes longer for the
LDX group compared with placebo controls. The small sample size, flexible dosing
titration period, time to habituation to medication before assessment of sleep effects,
and exclusion of subjects with a history of adverse or nonresponse to AMP may have
led to a bias toward failing to find an effect on sleep.41

In one of the few comparative effectiveness studies of frequently used AMP and
MPH stimulants, Stein and colleagues31 used a placebo, controlled, crossover design
to compare three dose levels of ER-mixed AMP salts with ER dexmethylphenidate and
a placebo in 56 youth (30% stimulant naı̈ve). Parent ratings of severe insomnia were
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significantly higher for Mixed amphetamine salts extended release (ER-MAS) at the
10 mg dose level. However, at the higher dose levels, there was no drug-related dif-
ference in the percentage of youth with severe insomnia. Using actigraphy, higher
doses were associated with later sleep start time and shorter actual sleep duration
for both stimulants.42

Nonstimulants. Atomoxetine (ATX) was the first nonstimulant approved by the Food
and Drug Administration (FDA) for ADHD. Somnolence, or the state of feeling drowsy,
has been found to bean adverse eventwith ATX for children,43 especially during the early
stagesofa trial periodor if titration isdone too rapidly.44Whereas, foradults, insomnia isa
more common side effect of nonstimulants. In another comparative efficacy study, a
study45 found that ATX was associated with more frequent night awakenings, although
MPH was associated with a greater incidence of insomnia and increased SOL in adults.
Residualdaytimesomnolenceseen inchildrencanbeminimizedbydividingdosesor tak-
ing ATX in the evening although daytime efficacy may be decreased.44

The alpha 2 agonists, clonidine and guanfacine, are other nonstimulants approved
to treat ADHD asmonotherapy or in combination with a stimulant. They have also been
used off-label to treat insomnia. Few studies46,47 conducted a chart review and found
that low-dose clonidine had a beneficial effect on sleep disturbance in youth with
ADHD at baseline.
The extended-release formulations of alpha-2 agonists have been found to be asso-

ciated with somnolence, sedation, and fatigue in 20% to 40% of youth with ADHD
when used as monotherapy.48 Guanfacine has also been associated with increased
wakefulness after sleep onset.49 Although somnolence, sedation, and fatigue are
significantly improved when coadministered with a stimulant, they still occur in 15%
to 20% of children, especially at the beginning of a trial or during dose titration.50,51
SELECT POPULATIONS

Preschoolers. The preschool period is a time of marked changes in sleep routines and
expectations as attending school for the first time encourages families to develop a
more consistent sleep schedule. What is known about ADHD and sleep in school-
age children cannot necessarily be applied to preschoolers (eg,52 due to unique devel-
opmental and environmental factors during this time). Difficulty initiating sleep is the
most common reported sleep problem in preschoolers with ADHD. Parents often
struggle with their preschool children over bedtime, and in the past, this has been
largely interpreted as bedtime resistance or behavioral insomnia. However, bedtime
resistance in preschoolers with ADHD may be a behavioral manifestation of difficulty
with circadian rhythm.53–55 A recent medical records study of 497 children with ADHD
under the age of 6 compared those being treated with stimulants to alpha agonists.56

Although difficulty sleeping was more common in the stimulant treated group (21% vs
11%), daytime sleepiness was more common in those treated with alpha 2 agonists
(38%) compared with only 3% for those treated with stimulants.
Stimulant medication trials in preschool children with ADHD have consistently found

a relatively attenuated benefit to risk ratio compared with school-aged children.57–59 In
general, stimulant usage at a younger age is associated with more frequent side ef-
fects, including irritability, decreased appetite, and sleep problems. Moreover, find-
ings of adverse effects, such as sleep disturbances, are complicated by families
discontinuing clinical trials. For instance, in a recent study of 90 preschool-age chil-
dren with ADHD,60 287 treatment-related side effects were reported in 65 children
but only 10 (all of which discontinued) were reported as severe (eg, insomnia, aggres-
sion, decreased appetite). During the 1-year follow-up, 40% of the children treated
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with stimulants dropped out for reasons other than adverse effects. However, this is
not an unusual number of drop-outs in a long-term study.
A recent pilot study using both objective and subjective measures found increased

motor activity during sleep and more night-to-night variability in sleep duration among
preschoolers with ADHD.61 Other sleep disorders that affect this age group, such as
behavioral insomnia of childhood, combined with difficulty initiating sleep, and
bedtime resistance can further complicate ADHD and its treatment.22

Adolescents. The adolescent period is marked by significant biological, physiologic,
and social changes.62,63 During adolescence, dopamine levels peak in various brain
regions although serotonin decreases to adult levels by the age of 14. Norepinephrine
levels reach the lowest at the onset of puberty, after which they tend to increase until
the age of 40 to 60 years.64 Similarly adrenergic receptors decline during the young
adult years. There are also important sleep-related changes during the adolescence
period as evidenced by electroencephalography. Slow-wave sleep (N3) decreases
by more than 60% between the ages of 10 and 20 years.65,66 This decline in N3 par-
allels a decline in sleep homeostatic pressure, which has important implications when
evaluating adolescents for sleep delay. Furthermore, during adolescence, neuronal
connections reorganize, unused synapses are eliminated, and maturation of cognitive
functions occur, although asynchronously in different brain areas, therefore not all ad-
olescents of the same age will have the same level of development in attention or ex-
ecutive function.5 Although adolescents are faced with substantial increases in
academic and social demands,67 the ability to undertake new challenges is highly
impacted by neurocognitive functioning and ADHD symptoms, which are also closely
associated with sleep quality.68

Eighth-grade adolescents with ADHD who used stimulant medication reported
more sleep–wake problems and longer SOL on school nights using a diary compared
with peers without ADHD (N 5 140).2 As in children, initiation of a stimulant or dose
changes was associated with delayed sleep onset. For example, a study69 found
that 4% of 171 adolescents (13–18 years of age) treated with once-daily Osmotic-
release oral system (OROS) MPH-reported insomnia as an adverse effect. It is unclear
how many youth were previously treated with MPH, but subjects with an adverse
response were excluded from participation.
In addition to insomnia, inadequate sleep duration, and poor sleep efficiency, ado-

lescents with ADHD are at high risk for a delayed sleep–wake phase, which involve a
shift in the sleep–wake cycle such that the adolescent going to bed late and sleeping in
late (see Fig. 1), sometimes to the point of day/night reversal. For example, as re-
ported by 2 adolescents with ADHD were more likely than adolescents without
ADHD to obtain insufficient sleep on school days (per diary) and weekends (per diary
and actigraphy). Moreover, adolescents with ADHDwere also more likely to report fall-
ing asleep in class and having stayed up all night at least twice in the previous 2 weeks
(14% and 5% reported all-nighters for ADHD and comparison, respectively). Disrup-
tions in circadian rhythm can have a devastating effect on school performance.
Delayed sleep–wake phase disorder is of particular importance in that it has become
a cultural norm to stay out late on the weekends, sleep late into the afternoon on Sat-
urday and Sunday, and then try to shift back to a normal school schedule by Monday.
Should a delayed sleep phase be present, treatment should center on rigorous main-
tenance of routine sleep and wake times, including no more than an hour difference on
nonschool days.
Adults. Although sleep is far less studied in adults with ADHD compared with chil-

dren, comorbidity of ADHD and sleep disorders is common in adults. In a sample of
adults with ADHD, 44.4% of patients met the criteria for insomnia disorder according
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to the Diagnostic and Statistical Manual of Mental Disorders, Fifth edition (DSM-5) and
63.9% had insomnia symptoms.70 Higher ADHD severity, psychiatric comorbidity,
and fewer months of stable ADHD treatment were independently related to a higher
prevalence of insomnia although longer periods of stable treatment were associated
with lower rates of insomnia. Regardless of the presence or absence of insomnia,
adults with ADHD have been found to have delayed sleep time and wake up time
with a late onset of dim light melatonin secretion.71

In contrast to studies of stimulants in children, in adults, there is a mixed picture. In
several clinical trials, AMP formulations (the typical duration of action of 12–16 hours)
have been shown to not affect sleep based on subjective sleep measures in adults
with ADHD.72,73 For example, a study72 analyzed two large randomized, double-
blind placebo-controlled trials of LDX and extended-release mixed AMP salts for shifts
from good sleep at baseline to poor sleep and found no significant difference between
drug and placebo. In another adult ADHD trial, one-third of stimulant-treated patients
showed improvements in sleep efficiency.74 Similarly, Sobanski and colleagues75–77

reported improvement in sleep onset and sleep maintenance according to subjective
and objective measures although total sleep time decreased.
As of yet, we do not have dose–response or fixed–dose studies of medication effects

on sleep in representative samples of adults with ADHD. Nonetheless, these early re-
ports suggest that the effects of stimulants on sleep in adults and children may differ
significantly, and that children’s sleep may be more sensitive to stimulant effects.41
MANAGEMENT OF CO-OCCURRING SLEEP AND ADHD

According to Sengal and colleagues45 (2006), “Avoiding adverse effects on sleep may
represent a considerable advantage for the clinician in developing effective ADHD
treatment strategies”. Dose adjustments to minimize total daily medication burden,
plus environmental or sleep hygiene interventions are recommended as first-line treat-
ment in the child with stimulant-induced or exacerbated insomnia that persists beyond
a few days (Fig. 2). Often, adverse sleep effects from medications for ADHD decrease
by adjusting the dose and/or timing, as well as other strategies aimed at optimizing
sleep before initiation of and throughout treatment (see reference78).
Improving sleep hygiene and establishing a consistent bedtime schedule with struc-

tured routines, avoidance of electronics and caffeine, and keeping a sleep-promoting
bedroom environment with respect to temperature, light, and noise can reduce SOL.
Short-term behavioral interventions, such as the Sleeping Sound with ADHD pro-
gram,79 have demonstrated efficacy in reducing moderate to severe sleep problems
in a sample where approximately 80% of children were receiving stimulants.80 None-
theless, 28%–35% in the treatment group still displayed sleep problems highlighting
the need for multimodal interventions targeting sleep and ADHD symptoms.
Environmental and behavioral interventions remain the foundation for most suc-

cessful sleep interventions. Focus on the maintenance of routine sleep onset and
wake times even on nonschool days should also be included. Optimizing the sleep
environment not just in the child’s bedroom, but for the whole household/family, is crit-
ical. Other recommendations include having positive and consistent bedtime routines.
In fact, using sticker charts, sleep fairies, and other reward methods can help to estab-
lish a positive bedtime environment and have been shown to be effective in the treat-
ment of behavioral sleep problems in children.81,82 Incidentally, the use of weighted
blankets has also been reported to be beneficial in some children with ADHD.83

Melatonin. Melatonin, a commercially available supplement, is often used to treat
insomnia.84 More commonly, melatonin is used as a hypnotic, with doses of 1–6 mg.
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Fig. 2. Conceptual model for sleep problems in children with ADHD.
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administered 30–60 minutes before desired sleep onset time. In cases of stimulant-
induced or exacerbated insomnia that neither improves after several weeks nor is
responsive to environmental and behavioral interventions, adding melatonin for the
short term can be helpful. Melatonin is commonly used in children, for example, in
the 80 trial of behavioral treatment conducted in Australia, 32.8% of children in the inter-
vention group and 36.9% of children in the control group were receiving melatonin.80

There are now several well-controlled melatonin studies. Van der Heijden and col-
leagues85 (2007) found that 3 to 6 mg. of melatonin was superior to placebo in reducing
SOL and that subsequently sleep hygiene improved. Similarly, a study86 found that the
mean sleep latency and total sleep disturbance scores were reduced in the melatonin
group while the scores increased in the placebo group.
Weiss and colleagues87 (2006) evaluated the impact of sleep hygiene procedures

(eg, keeping a consistent sleep schedule, turning electronics off, discontinuing
naps, and caffeinated beverage) andmelatonin in a sample of children taking stimulant
medication who also had a sleep latency of greater than 60 minutes. After sleep hy-
giene procedures, 15% of patients were sleep hygiene “responders,” although the
average SOL after sleep hygiene training was still quite long (73 minutes), as deter-
mined by actigraphy. The remaining patients who did not respond to sleep hygiene
training were then randomized to receive either 5 mg of melatonin or placebo. Mela-
tonin was well tolerated and statistically superior to placebo. The most effective treat-
ment was a combination melatonin/sleep hygiene. Subjects were followed over time
and eventually had complete normalization of sleep.



Box 1

Recommended strategies for sleep problems in children with ADHD and medication

1. Obtain thorough sleep history and rule out a primary sleep disorder

2. Treat primary sleep disorder if present (restless legs syndrome, obstructive sleep apnea)

3. Monitor sleep with sleep diaries or actigraphy at baseline and throughout medication trial

4. Encourage sleep hygiene

5. If sleep-onset latency or insomnia persists, consider reducing the dose of stimulants and
observe

6. Consider adding melatonin, switching formulations, or combining with a nonstimulant
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Typically, melatonin is well tolerated. Reported side effects include diarrhea, head-
ache, enuresis, dizziness, nausea, and sleepiness. However, there are only a few long-
term studies (up to 10 years) of melatonin at this time.88 Given the evidence
for melatonin and the benign side effect profile with widespread usage, melatonin
may be recommended along with re-evaluation of ADHD medication dose and formu-
lation and sleep hygiene strategies for ADHD medication-induced sleep problems
(Box 1). However, despite the potential benefits, challenges exist to the effective
use of melatonin, including wide variation in the potency and time course of melatonin
formulation as the FDA does not regulate over-the-counter melatonin content,89 allow-
ing for the potential presence of contaminants.90 Therefore, clinicians should be ready
to speak to their patients about how to safely identify and use melatonin.
Other medications. Other medications for insomnia in children with ADHD have not

been thoroughly studied. Limited evidence basedon observational case series or retro-
spective chart reviews support the use of clonidine for sleep onset symptoms.47,91 A
single randomized controlled trial on Eszopiclone low dose (1 mg) versus high dose
(3 mg) did not show improvement in sleep latency and demonstrated an 11% discon-
tinuation rate due to side effects (eg, headache, dysgeusia, and dizziness).92 Several
potential areas of future research in children with ADHD and sleep disruption include
orexin agonists (currently under development) and iron supplementation.
Several studies suggest a link between iron deficiency and ADHD.93 Iron supple-

mentation has been very successful in the treatment of RLS and restless sleep disor-
der in children.94 The pathophysiology involves iron in the production of dopamine in
areas of the brain involved in motor control (substantia nigra).
In summary, there is little evidence for sleep medications in children with ADHD.

Although stimulants can decrease sleep latency, the opposite is usually true for non-
stimulants (eg, ATX has been shown to increase somnolence). Although the effects of
nonstimulants on fatigue and somnolence may be minimized with evening administra-
tion, although daytime efficacy for ADHD may be decreased, combined use of a stim-
ulant and nonstimulant (eg, alpha2s, ATX) treatment may be helpful and optimal.

SUMMARY

Sleep disorders are common in individuals with ADHD both during and before phar-
macologic intervention. If symptoms of a primary sleep disorder, such as obstructive
sleep apnea, are present, it is important to further evaluate or refer to a sleep center.
Insomnia and delays in latency to sleep onset greater than 30 minutes, either new
onset or an exacerbation of prior sleep difficulties, are one of the most common
adverse effects of stimulant medications and have been most studied in school-
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age-children with ADHD. With the advent of more long-acting stimulant medications
and the awareness that ADHD impacts afternoon and evening behavior, more children
are being treated for longer periods and with higher total daily doses compared with
treatment with immediate-release formulations. Effects on sleep latency are most pro-
nounced during initiation of a new medication and after dose changes. Although
higher and later doses are associated with a greater impact on sleep, only a minority
of children with ADHD (<20%) display persistent or severe sleep effects. First-line
treatments for sleep concerns are behavioral and environmental treatments focused
on improving sleep hygiene. If problems persist, melatonin may be added under the
guidance of a professional.
Variable dosing schedules can also contribute to circadian rhythm disturbances,

such as administration on school days only or markedly different weekend and
week-day schedules, which are common in adolescents. Adolescents are also at
the highest risk for medication nonadherence, further contributing to night-to-night
variability. Consequently, they are at heightened risk for delayed sleep–wake phase
disorder and resultant daytime sleepiness when having to wake up earlier than their
circadian schedule.
Children who take stimulants may experience fewer nighttime waking and may be

more difficult to arouse in the morning. However, nonstimulants can affect sleep in
different ways than stimulants, with somnolence seen as a common side effect. Clin-
ical evaluation related to the start of medication and the timing of titration, in addition
to counseling related to the timing of daily use, may lessen the negative effects of
ADHD medication on sleep.

CLINICS CARE POINTS

1. Screen for sleep disorders that canmimic and coexist in children with ADHD before initiating
pharmacotherapy and monitor throughout the medication trial.

2. Stimulant medications can adversely affect sleep latency, duration, and efficiency but also
may decrease night awakenings although nonstimulants can increase daytime sleepiness.

3. Nonstimulants can contribute to daytime sleepiness despite being important for this
population.

4. For the majority of ADHD youth, effects of ADHD medications on sleep tend to occur when
initiating medication trial, during escalating dose titration, or with multiple doses used to
extend the stimulant duration of action on ADHD symptoms

5. Chronic sleep deprivation can also occur, and night-to-night variability (eg, medication on
school days) can adversely affect circadian rhythms, especially in adolescents.
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