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Abstract 

Infant sleep problems have been found to be related to child, parent, and family 

difficulties in both the short and long term.  Behavioural interventions have been shown 

to be important for reducing and preventing these associated problems.  As the primary 

caregivers of infants, parents are key figures in providing information about their children 

to clinicians and researchers.  They also determine whether and when to seek treatment 

for infant sleep problems, and how interventions are implemented.  However, little is 

known about how parents perceive infant sleep problems, a factor that is important in 

parental decisions for seeking infant sleep interventions. Thus, it is vital to gain further 

insight into parents’ understanding of infant sleep problems.  Guided by the transactional 

model of infant sleep developed by Sadeh, Tikotzky, and Scher (2010), this study 

explores the relationship between child age, mothers’ perception of infant sleep problems 

for their own children, mothers’ sleep-based attribution, and mothers’ assessment of 

infant sleep problems for children in a scenario. Results from a sample of 878 mothers of 

children 6 to 23 months of age showed that child age, mothers’ perception of a sleep 

problem for their own children, and sleep-based attributions were significant predictors of 

mothers’ assessment of infant sleep problem for scenario children. With regard to child 

age, mothers were more likely to give more responsibility for sleep behaviours to and to 

assess an infant sleep problem for older infants than younger infants. When mothers 

thought their own children had a sleep problem, this seemed to be related to their global 

perceptions of infant sleep behaviours, as they were also more likely to identify an infant 

sleep problem for a scenario child. Lastly, mothers attributed greater child responsibility 

(higher child-centered locus, controllability, and intentionality) and parent-centered locus 
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for good sleep and less so for negative sleep. The implications of these findings and 

future directions are discussed. 
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1.0 INTRODUCTION 

Problematic child sleep (i.e., problems with settling to sleep and waking in the 

night) is one of the most commonly cited concerns of parents of infants (Thiedke, 2001), 

and is associated with child-related, parent-related, and family-related impairments over 

time (Wolke, Meyer, Ohrt, & Riegal, 1995; Lam, Hisock & Wake, 2003; Richman, 

Douglas, Hunt, Lansdown, & Levere, 1985, respectively).  Therefore, timely 

interventions for infant settling and night-waking problems are important as they help to 

reduce the risk for such developments.  As the primary caregivers, parents are responsible 

for initiating treatment for infants with sleep problems.  However, in the majority of 

cases, it is only when parents actually perceive an infant sleep problem that they will seek 

treatment.  Despite its potential impact on the lives of parents and infants, research on 

how parents perceive infant sleep problems is direly lacking. Most of the literature that 

has examined parents’ cognitions about infant sleep has focused on their beliefs about 

their own sleep-related parenting and their affective responses to their children’s sleep 

(Morrell, 1999; Morrell & Steele, 2003; Sadeh, Flint-Ofir, Tirosh, & Tikotzky, 2007). 

While these types of cognitions are helpful for understanding parents’ sleep-directed 

responses at night, they do not illuminate the issue of parental definitions of problematic 

infant sleep. The present thesis thus proposes several factors which may be influential in 

whether parents regard infant sleep as problematic. Such factors include parental and 

infant characteristics, as well as the cognitive factor of parental sleep-based attributions, 

or the causes that parents attribute infant sleep behaviours to. Due to the important role 

that mothers often play as children’s primary caregivers (McHale, Kuersten-Hogan, & 

Rao, 2004), this thesis focuses on maternal perceptions of infant sleep problems. 

1.1 Normal and Problematic Infant Sleep 
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Sleep is a vital part of human life, and it encompasses both behavioural and 

physiological components. Common behaviours such as a reclined, idle posture, a 

behavioural rest-state, and closed eyes are often associated with sleep (Carskadon & 

Dement, 2005). Sleep is also governed physiologically by a homeostatic and circadian 

process (Borb & Achermann, 1999). When sleep is deprived, sleep-wake homeostasis is 

responsible for the subsequent compensation which occurs. Often, this period of sleep 

rebound is more intense than typical sleep, and tends to remain more in the particular 

stages of sleep which have been lost (Rechtschaffen, 1998). Circadian rhythms operate in 

an approximately 24-hour cycle to impact secretion of melatonin and body temperature, 

both of which are influential towards the onset and cessation of sleep (McGraw, 

Hoffmann, Harker, & Herman, 1999).  

Despite the large body of research on the mechanisms of sleep in humans, little is 

known about its exact nature and purpose (Cirelli & Tononi, 2008; Eidelman, 2002; 

Rechtschaffen, 1998; Siegel, 2005).  There have been a number of theories regarding the 

function of sleep which have been proposed over the past decades. The strongest evidence 

indicates that sleep acts as a form of physical restoration for the brain and body.  

Metabolic rates decrease during sleep, allowing the replenishment of stores of protein, 

important growth hormones to be released, and energy to be conserved. It has been 

suggested that sleep is important for learning and memory as well, allowing certain 

neuronal connections to be made, aiding in the development of cognitive function 

(Shapiro & Flanigan, 1993). Sleep has also been said to be essential during the neonatal 

and infancy period (from birth to 2 years of age) in setting up future functioning, through 

its impact on brain development. Deprivation with sleep corresponds to decreases in brain 

plasticity, which result in smaller brains, decreased learning, and negative long-term 
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effects on behaviour (Maquet, Smith & Stickgold, 2003). Rapid-eye-movement (REM) 

sleep deprivation is associated with diminished axonal growth, which impacts neuronal 

connections between sensory organs and critical brain structures, resulting in 

underdeveloped senses. (Frank & Stryker, 2003; Graven, 2006).  

With the important ongoing physical and neuronal changes part of young 

children’s growth, it is no wonder that sleep is a major and constantly altering part of 

their development.  From birth to three years of age, children spend over 50 percent of a 

24-hour day in sleep (Ferber, 1985; 2006).  In early infancy, about half of total sleep time 

is spent in an active rapid-eye-movement (REM) state, resulting in shorter, but more 

frequent periods of sleep that are distributed evenly between daytime and night-time.  

This is contrasted with adults whose sleep is concentrated into one undisturbed period of 

night-time sleep, with about 20 percent of total sleep spent in REM.  As infants mature, 

their sleep patterns begin to resemble those of adults (i.e., decreases in the amount of 

REM and daytime sleep, increases in duration of night-time sleep) (Thiedke, 2001). 

Due to the constant need for infants to feed and obtain nutrition in the first few 

months of life, infant night-wakings are a regular occurrence (Thiedke, 2001).  However, 

by the end of the first year of life, the frequency of wakeful periods at night decrease for 

many infants, and the task of “sleeping through the night” can be accomplished (Anders, 

Halpem, & Hua, 1992).  Despite this, a significant number of children continue to wake 

during the night.  The prevalence of frequent and prolonged night-wakings ranges from 

10 to 30 percent amongst children aged 1 to 3 years (Johnson, 1991; Richman, 1981; 

Thunstrom, 1999; Zuckerman, Stevenson, & Bailey, 1987).  Amongst these, 6 to 10 

percent are considered to have a severe sleep problem (Richman, 1981).  Problems 

settling to sleep during bedtime are also experienced by a number of young children, 
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ranging from 5 to 12.5 percent (Richman, 1981; Thunstrom, 1999).  Together, these sleep 

difficulties are the most commonly occurring during early childhood (Thiedke, 2001).  

Although difficulties with settling and night-waking amongst infants can be transient and 

do decline with age for some individuals, there is also a significant minority for whom 

these problems become persistent (Morrell & Steele, 2003).   

1.2 Sleep Problems and Functioning 

Researchers have only begun to skim the surface when it comes to our 

understanding of sleep and the long-term implications of infant sleep problems, as the 

majority of studies which have examined sleep and development have focused primarily 

on animals, adults, or older children (Ednick et al., 2009).  

Pre-existing sleep concerns is one of the strongest predictors of sleeping problems 

later on in life (Wolke, Meyer, Ohrt, & Riegal, 1995).  A greater number of emotional 

and behavioural problems have been reported for children with continual sleep problems.  

At age 3, sleep problems are associated with more tantrums and behaviour management 

problems (Zuckerman et al., 1987), and with more eating and stomach problems, 

headaches, and temper tantrums at age 5 (Pollock, 1994).   

Persistent problematic infant sleep is associated with poorer parental psychological 

and physiological functioning.  Compared to parents of infants with undisturbed sleep, 

parents whose infants suffer from disturbed sleep experience more stress and frustration 

(Loutzenhiser & Sevigny, 2008; Owens-Stively et al., 1997; Riter & Wills, 2004).  

Maternal depression and sleep disturbances have also been linked to existing infant sleep 

problems (Chavin & Tinson, 1980; Lam, Hisock & Wake, 2003).  With regards to 

maternal postpartum depression, Armstrong, O’Donnell, McCallum, and Dadds (1998) 

reported clinical levels of depressive symptoms in 60% of mothers of children with an 
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infant sleep problem (as determined by healthcare providers), compared to 24% of 

mothers of children without an infant sleep problem.  

When infants have difficulty settling to sleep or staying asleep during the night, 

they often require parental assistance.  Thus, parents’ own abilities to attain sufficient 

sleep become hindered. This is supported by the finding that 58.2% of mothers of 

children with an infant sleep problem reported sleep quality that was very/fairly bad, 

compared to 8.2% of mothers of children with no infant sleep problem (Bayer, Hiscock, 

Hampton, & Wake, 2007). Adult sleep deprivation is associated with a number of areas of 

impairments, including increased daytime fatigue (Thunstrom, 1999), decreased work 

productivity (Morris et al., 2001), as well as dysfunctions in mood, performance, and 

cognition (Bates, Viken, Alexander, Beyers, & Stockton, 2002; Lam, Hiscock, & Wake, 

2003; Randazzo, Lushington, & Kennedy, 2001; Sadeh, Gruber, & Raviv, 2002; 2003).  

Difficulties with sleep may precede future problems with anxiety, depression, and 

substance use.  They also have potential negative effects on physical health, such as 

impairments in the cardiovascular, immune, and metabolic systems (Dahl, 1996; Gregory 

& O’Connor, 2002; Lam, Hiscock, & Wake, 2003; Thunstrom, 2002).  Prolonged periods 

of disturbed sleep amongst adults is associated with increases in mortality rates from 

other causes (Kripte, Garfinkel, Wingard, Klauber, & Marler, 2002). 

The quality of parent-child and family interactions is also associated with the 

quality of infant sleep.  Parents whose infants sleep for shorter periods perceive more 

negativity in their infants’ temperament (Louzenhiser & Sevigny, 2008; Kenner, Zeanah, 

& Anders, 1988; Scher, Tirosh, & Lavie, 1998), which in turn has been linked with 

decreased parental responsiveness towards infants (Campbell, 1979; Milliones, 1978; van 

den Bloom & Hoeksma, 1994).  More instances of shouting and hitting of young children 
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(Quine, 2001) and child abuse (Chavin & Tinson, 1980; Kerr & Jowell, 1994) have been 

reported for parents of children with sleep problems.  Family life is also more likely to be 

disrupted amongst these parents (Morrell & Steele, 2003c; Richman, Douglas, Hunt, 

Lansdown, & Levere, 1985).   

Due to its many associations with poor child, parent, and family functioning, efforts 

aimed towards preventing and treating infant sleep problems are crucial.  However, 

before interventions can be implemented, it is necessary to determine the definition of a 

sleep problem.  In other words, when do an infant’s disruptive night-time behaviours 

meet the criteria to be considered a sleep problem? Attempts at answering this question 

are fraught with difficulty as varying criteria exist for quantifying and classifying sleep 

problems.   

1.3 Criteria for Infant Sleep Problems 

Infant sleep problems are one of the most prevalent complaints from parents during 

the first 2 years of their child’s life (Sadeh & Anders, 1993).  During this period, young 

children under the age of 12 months fall into the category of infants and then are 

considered toddlers until the age of 23 months. For infants younger than 6 months of age, 

certain sleep behaviours that may be considered problematic for older infants (i.e., 

sleeping shorter periods and waking in the night) are considered developmentally 

appropriate due to the nature of their sleep cycles (i.e., more time spent in rapid-eye-

movement (REM) sleep resulting in shorter periods of sleep) (Thiedke, 2001).  Thus it is 

during the age of 6 to 23 months that parents are most likely to first seek professional 

help from sleep experts (Ferber, 1987). 

 Certain criteria must be met in order to classify infants’ behaviours as indicative of 

an underlying sleep problem.  However, the specific criteria that are used in this 
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endeavour seem to differ depending on whether health professionals, researchers, or 

parents are trying to classify an infant sleep problem. 

 1.3.1 Clinical criteria. When parents suspect that their children are experiencing 

problems in development, the expertise of health professionals are often sought, and 

assessments are conducted to determine whether a child meets the criteria for a clinically 

diagnosable disorder.  When diagnosing infant sleep problems, health professionals have 

several sets of diagnostic criteria that they may rely on.   

 The Diagnostic and Statistical Manual of Mental Disorders, Four Edition – Text 

Revision (DSM-IV-TR; American Psychiatric Association, 2000) describes dyssomnias 

as “primary disorders of initiating or maintaining sleep or of excessive sleepiness and are 

characterized by a disturbance in the amount, quality, or timing of sleep”.  Specifically, 

Primary Insomnia is a dyssomnia that pertains to troubles with initiation or maintenance 

of sleep.  When using the DSM-IV-TR to diagnose dyssomnias, the same set of criteria 

that is applied to adults is also applied to infants.  This is often inappropriate, as it is rare 

for infants to have difficulties initiating and/or maintaining sleep that are severe enough 

(i.e., lasting at least 1 month) and impairing enough (i.e., impairing an important area of 

functioning) to meet the diagnostic criteria for a dyssomnia (Gaylor, Goodlin-Jones, & 

Anders, 2001).   

 Recognizing the significance of disturbed sleep for young children, other age-

appropriate criteria have been developed.  The Diagnostic Classification of Mental Health 

and Developmental Disorders of Infancy and Early Childhood (DC 0-3) (Zero to Three, 

1994) considers the behaviours of children from birth to the age of 3 years.  However, its 

criteria are not empirically-derived and do not allow specific behaviours to be quantified.  

The International Classification of Sleep Disorders, Second Edition (ICSD-2; American 
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Academy of Sleep Medicine, 2005) is another developmentally-determined nosology.  It 

modified the definition of Primary Insomnia to encompass two types of childhood 

behavioural insomnia that are related to sleep-initiation: sleep-onset association type and 

limit-setting type.  The former is a condition presenting with sleeplessness when certain 

conditions are absent (i.e., parental presence), and normal sleep quantity and quality when 

the conditions are present.  The latter is a condition where children stall or refuse to go to 

sleep at bedtime, but once asleep, sleep quantity and quality are normal. 

 Although these criteria are extensively used by clinicians (Buysse, Young, Edinger, 

Carroll, & Kotagal, 2003) and widely available to researchers, they are rarely used in 

their entirety to define infant sleep problems in empirical studies (Mindell, Kuhn, Lewin, 

Meltzer, & Sadeh, 2006).  Instead, a number of other research criteria have been 

developed for this task, and they tend to vary across different studies.   

 1.3.2 Research criteria.  While researchers have developed different criteria for 

evaluating infant sleep, the criteria are not complete departures from those used by 

clinicians.  Rather, researchers have tended to make modifications to the existing clinical 

criteria.   

 Gaylor and colleagues (2001) proposed a child sleep disorder nosology that is based 

on an age-appropriate modification of the DSM-IV (1994) criteria for dyssomnia.  The 

dyssomnia classification typically used for older age groups was changed to 

protodyssomnias, separated into night-waking protodyssomnia (or problems with 

maintaining sleep) and sleep-onset protodyssomnia (or problems initiating sleep).  The 

protodyssomnias can be further categorized as perturbation (normal), disturbance (at 

risk), or disorder (serious).  Moreover, only children between the ages of 12 and 48 

months would be considered for a diagnosis of protodyssomnia, as infants’ sleep patterns, 
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parental response towards infant sleep, and environment are constantly changing in the 

first year of life (Anders et al., 1992). 

 Richman (1981) made changes to an earlier version of the ICSD and developed 

criteria for a general infant waking disorder.  It is used to characterize infants who, for 

three months or longer, wake five or more nights a week and either: (a) wake three or 

more times per night, (b) are awake for 20 minutes or more during the night, or (c) co-

sleep with a parent.  This set of criteria (with slight modifications in some cases) has been 

used across several research studies (Atkinson, Vetere, & Grayson, 1995; Karraker & 

Young, 2007; Morrell, 1999). 

 Much of the data on infant sleep behaviour that researchers study are reported by 

parents.  Acknowledging the importance of parents’ roles in infant sleep research, 

researchers have also attempted to classify infant sleep problems based on criteria used by 

parents.   

 1.3.3 Parent criteria.  Typically more subjective in nature, parental criteria is 

established through parents’ reports about their infants’ sleep.  In some studies, parents 

have been asked to determine whether their infant’s sleep is a problem through the use of 

categorical questions.  For example, parents either affirm or negate that their infant has a 

sleep problem, or indicate whether their infant is sleeping well or if their infant’s sleep is 

a significant problem at that time (Atkinson, Vetere, & Grayson, 1995; Hiscock & Wake, 

2002; 2001; Lam, Hiscock, & Wake, 2003).  In other studies, parents have rated the 

severity of their infant’s sleep problem through the use of Likert scales (Armstrong 

O’Donnell, McCallum, & Dadds, 1998; Armstrong, Quinn, Dadds, 1994; Hiscock & 

Wake, 2002; 2001; Lam, Hiscock, & Wake, 2003).    
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 Although researchers have begun to take parental criteria into account when 

assessing infant sleep problems, only a limited number of studies do this.  It is 

understandable why researchers may prefer the objective and quantifiable 

clinical/research criteria over parental criteria for classifying infant sleep problems.  

Parents’ evaluations of their children can be influenced by a number of factors, some of 

which include depression (Fergusson, Lynskey, & Horwood, 1993; Najman et al., 2000), 

anxiety (Chilcoat & Breslau, 1997), unemployment, low income, marital distress, 

isolation, negative life events, and daily hassles (Webster-Stratton, 1990).  Such factors 

vary widely across individuals, and introduce bias into research which utilizes parents’ 

reports.  Despite the fact that parents’ perceptions about their children may be inaccurate 

and biased at times, their perceptions of what constitutes problematic infant sleep is 

particularly important.  Their role as primary caregiver makes them responsible for 

seeking help upon recognizing an infant sleep problem.  Therefore, it is critical to have a 

better understanding of their perceptions of problematic infant sleep and the ways in 

which they may vary.   

1.4 Parental Perception of Infant Sleep Problems 

 While clinicians/researchers use a standard set of criteria to classify infant sleep 

problems, the basis for parents’ classification of problematic infant sleep is less clear.  

What is evident from the literature is that parents’ perception of problematic infant sleep 

is at times discrepant with what clinicians/researchers consider to be problematic.  Some 

parents have infants who do not exhibit sleep behaviours which would be considered 

problematic by clinicians/researchers, but are considered problematic by the parents.  

Studies that have examined prevalence rates of infant sleep problems have found a 

significantly greater prevalence of parent-reported infant sleep problems, ranging from 25 
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to 35 percent.  Research-criteria-based findings place the prevalence of infant sleep 

problems from 11 to 17 percent (Atkinson, Vetere, & Grayson, 1995; Karraker & Young, 

2007; Morrell, 1999).  These results suggest that it may be typical for parents to perceive 

more problematic infant sleep than clinicians/researchers do.  This may stem from the fact 

that infant sleep behaviours are a chief source of concern for parents (Johnson, 1991).  

Also, parents vary in their ability to tolerate disrupted infant sleep (Thiedke, 2001), and it 

is possible for them to still be distressed by their infants’ sleep behaviours even if the 

clinical/research criteria for a sleep problem is not met.  It is conceivable that the more 

distressed parents are by their infants’ sleep, the more likely they may be to consider the 

sleep to be problematic. 

 Some parents have infants who exhibit sleep behaviours which would be considered 

problematic by clinicians/researchers, but are not considered problematic by the parents.  

This may result from a lack of agreement between the behaviours that parents consider to 

be problematic and the behaviours that clinicians/researchers deem as problematic.  For 

example, Richman’s criteria include co-sleeping as a criterion for classifying an infant 

sleep problem.  However, the practice of co-sleeping varies across cultures, and many 

parents would not consider co-sleeping to be problematic (Latz, Wolf, & Lozoff, 1999; 

Lozoff & Brittenham, 1979; McKenna, Thoman, Anders, Sadeh, Achechtman, & 

Glotzbach, 1993).   

 In sum, a significant minority of infants experience persistent sleep problems, 

which are associated with poorer child, parent, and family functioning. Before infant 

sleep treatments are offered, it is important to determine whether the sleep behaviours in 

question are problematic in nature. The criteria used by clinicians and researchers do not 

map neatly onto the criteria used by parents. While some possibilities have been 
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suggested, it is unclear why parents may classify problematic infant sleep differently from 

clinicians/researchers. While infant sleep has traditionally been examined from the 

perspectives of clinicians/researchers, given the major roles that parents play in the 

management of infant sleep and seeking of treatment for infant sleep problems, it is 

undeniable that parents’ perception of problematic infant sleep represents another key 

perspective to examine. In studying this construct, it is crucial to increase our 

understanding of what parents regard as an infant sleep problem, and to better understand 

the factors that may influence this perception. One way to do this is to explore parents’ 

cognitions as related to infant sleep. 

1.5 Parental Cognitions of Infant Sleep 

 Exploring different types of parental cognitions related to infant sleep may help us 

to increase our understanding of parents’ definition of infant sleep problems. For 

example, parental cognitions such as their thoughts about their infants’ health and 

temperament, their own abilities to manage their infants’ sleep, and their expectations 

about the nature of infant sleep may all conceivably impact parents’ evaluation of infant 

sleep behaviour and whether it constitutes a problem. However, the research which has 

examined parental cognitions about infant sleep has not examined cognitions which may 

illuminate parents’ definitions of problematic infant sleep, but rather focused on 

cognitions which impact sleep-related parenting behaviours and infant sleep.  

 The transactional model of infant sleep (see Figure 1) developed by Sadeh, 

Tikotzky, and Scher (2010) provides a theoretically-driven method for understanding 

parental sleep-related cognitions and behaviours. This model stipulates that infant  
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Figure 1.  The Transactional Model of Infant Sleep. Adapted from “Parenting and Infant 

Sleep,” by A. Sadeh, L. Tikotzky, and A. Scher, 2010, Sleep Medicine, 14, p. 90. 

 

developmental characteristics (i.e., age) and infant sleep (i.e., quality, duration) influence 

parenting factors such as sleep-related cognitions. It further suggests that sleep-related 

cognitions have a bi-directional relationship with sleep-related parenting behaviours, 

which in turn has a bi-directional relationship with infant sleep. 

Multiple findings in the literature support the link between sleep-based parenting 

behaviours and infant sleep. Specifically, increased parental physical presence and 

assistance (i.e., rocking, holding) has been associated with infant night-wakings of longer 

duration.  However, the direction of causality is uncertain.  Some studies suggest the 

possibility of poor infant sleep as the cause for increased parental night-time involvement 

(DeLeon & Karraker, 2007; Touchette et al., 2005); others suggest that excessive parental 

presence brings about problematic infant sleep (Burnham, Goodlin-Jones, Gaylor, & 

Anders, 2002; Morrell & Cortina-Borja, 2002; Sadeh, Mindell, Luedtke, & Wiegand, 
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2009; Tikotzky & Sadeh, 2009; Touchette et al., 2005; Anuntaseree, Mo-Suwan, 

Vasiknanonte, Kuasirkul, Ma-a-Lee, & Chorapawan, 2008).  In addition to increased 

parental involvement at night-time, the lack of encouragement of infant self-soothing has 

also been found to be related to infant sleep problems.  Morrell and Cortina-Borja (2002) 

reported that delayed encouragement of self-soothing amongst 13-month-olds was 

associated with more problematic sleep behaviours.  This finding persisted upon follow-

up one year later, when the infants were around two years of age.   

The notion that the relationship between parenting behaviours and infant sleep 

problems may be explained in part by cognitions has also found support in the literature. 

In the context of infant sleep, parental limit-setting is a cognitive construct which 

represents parents’ beliefs about difficulty setting limits on their children during bedtime. 

Using the Maternal Cognitions about Infant Sleep Questionnaire (MCISQ), Morrell 

(1999) found that parental difficulty with limit-setting, doubt about parenting 

competence, and anger at the infant’s demands were positively correlated with infant 

sleep problems.  When assessed after one year, the relationship between parental 

difficulty with limit-setting and infant sleep problems was maintained (Morrell & Steele, 

2003).  Sadeh and colleagues (2007) adapted the MCISQ for use with fathers, and found 

that parental abilities of limit-setting distinguished between parents of sleep-disturbed and 

non-sleep-disturbed infants.  Morrell and Steele (2003) demonstrated a behavioural link 

between parental limit-setting and infant sleep problems. Their study found that mothers’ 

cognitions about difficulty with limit-setting directly influenced whether they used 

physical comforting to soothe their children to sleep.  Physical comforting, in turn, 

predicted the maintenance of sleep problems amongst children between one- and two-

years of age. 
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While such findings suggest that parents’ sleep-based cognitions may help us to 

gain insight about sleep-related parenting behaviours and infant sleep problems, only a 

handful have examined such cognitions (Morrell, 1999; Morrell & Steele, 2003; Sadeh, 

Flint-Ofir, Tirosh, & Tikotzky, 2007). Moreover, what little existing research there is on 

parental cognitions about infant sleep has focused on parents’ affective response to their 

children (i.e., infant-directed anger) and their beliefs about their sleep-related parenting 

(i.e., doubt about parental competence, difficulty with limit-setting). Although these types 

of parental cognitions are helpful for understanding parents’ night-time responses to their 

children and their impact on infant sleep quality, they do little to increase our 

understanding of how parents come to define problematic sleep.  To achieve this aim, it is 

important to explore other types of parental cognitions (i.e., attributions) that will help 

increase our understanding of parents’ perceptions about infant sleep problems. 

1.6 Parental Attributions 

 When parents first begin to wonder whether their infants’ sleep is problematic, it is 

likely because the sleep behaviours are disruptive to a certain degree. How parents 

determine whether the sleep behaviours are indicative of a sleep problem may be a 

function of what parents think are the causes for their infants’ disruptive sleep behaviours. 

For example, if parents believe that the source of their infant’s disruptive behaviour is 

more changeable and temporary (i.e., the family has visitors for a week, creating more 

noise disturbance around bedtime), they may be more likely to deem the behaviour 

problems to be transitional in nature. However, if parents believe that the cause of the 

disruptive behaviour is more difficult to change and stable (i.e., infant has a fussy 

temperament which impacts his/her sleep), they may be more like to regard the pattern as 

being indicative of a larger sleep problem. Through exploring parental sleep-based 
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attributions, or the causes that parents believe are responsible for their children’s sleep 

behaviours, we may gain a better understanding of the thought process that leads parents 

to judge infant sleep to be problematic.  

 Parental attributions have been investigated thoroughly in the literature, but never in 

the context of infant sleep. Rather, many researchers have studied parental attributions in 

the context of older children’s socio-emotional behaviours (i.e., prosocial, antisocial), and 

have focused on examining the effect that parental attributions have on parenting 

behaviours (Bugental, Blue, and Lewis, 1990; Dix, Ruble, Grusec, & Nixon, 1986; Nix et 

al., 1999; Slep and O’Leary, 1998). If parents’ sleep-based attributions are to be 

investigated, it is important to clarify the method with which they will be assessed. While 

it is common in the attribution literature to discuss different dimensions together in terms 

of a general attributional pattern, they are assessed separately rather than grouped to form 

a composite attributional construct. Studies which have examined parents’ attributions 

about children’s socio-emotional behaviours have typically used four primary 

attributional dimensions: locus of control, controllability, intentionality, and stability.  

 1.6.1 Locus of control. Locus of control refers to the extent to which an individual 

attributes the cause of an event to him/herself or to other people or circumstances.  In the 

context of parents’ child-based attributions, parents who believe that the cause of their 

children’s behaviour is related to parental influences are said to have an internal (or 

parent-centered) locus.  Parents who believe the cause of their children’s behaviour is 

related to something about the child are said to have an external (or child-centered) locus.   

 In the context of infant sleep, children’s sleep behaviour is highly intertwined with 

sleep parenting. For example, for an infant to sleep at night, parents usually create an 

atmosphere of calmness to help facilitate sleep. Alternatively, parents may also 
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experience times when their infant will not settle to sleep or wakes repeatedly through the 

night despite the parents having followed their usual routine. Given how close parents and 

infants are and the influence they have on each other’s behaviours, it is very possible that 

parents do not view only the child or parent as being largely responsible for infant sleep 

behaviour. If parents see locus of control as being multidimensional, it may be best to 

assess child-centered locus and parent-centered locus separately. For example, high 

endorsement of child-centered locus but low endorsement of parent-centered locus would 

indicate a belief that child influences are largely responsible for sleep behaviour. A high 

rating of parent-centered locus but low rating of parent-centered locus would indicate a 

belief that sleep behaviour is influenced mostly by parents. High endorsements of both 

child-centered locus and parent-centered locus would suggest that both child and parental 

factors are seen as equally influential on sleep. Low ratings of both child-centered locus 

and parent-centered locus may imply that parents view neither child nor parental factors 

as influential of sleep, and factors external to the child and parent may be responsible 

instead. By examining parents’ ratings along the dimensions of child-centered locus and 

parent-centered locus separately, we can better understand situations when parents 

perceive negative infant sleep to be problematic or not if they perceive the cause of the 

sleep behaviours to be more parent-related or child-related. Given that parents are more 

likely to deem children’s socio-emotional disruptive behaviour as problematic when they 

perceive the behaviours as outside of parental control (Campis et al., 1986), it is possible 

that in the case of infant sleep, when parents perceive negative sleep to be child-related 

and outside of parental control, they may be more likely to perceive the negative sleep 

behavior to be indicative of a sleep problem. Conversely, they may be less likely to 
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perceive sleep to be problematic if they perceive negative sleep to be less child-related 

and within parental control.  

 1.6.2 Controllability. The extent to which an individual’s behaviour is under 

his/her control is referred to as controllability.  Parents may attribute high levels of 

controllability if they perceive their child’s behaviour as being mostly within his/her 

command.  Low levels of controllability may be attributed if the child is perceived as not 

being in command of his/her behaviour.  If parents perceive negative sleep behaviour as 

being more under the child’s control, they may be more likely to perceive the behaviour 

as outside parental control, and thus may also be more likely to perceive the sleep 

behaviour as problematic. Alternately, seeing negative sleep as being less under the 

child’s control may be associated with the perception that it is more within parental 

control, and thus parents may be less likely to perceive the sleep as problematic. 

 While locus of control (child-centered locus, in particular) and controllability seem 

like similar constructs, there are important differences between them. The extent to which 

sleep behaviours are due to child-related causes (child-centered locus) is not necessarily 

related to the degree of control a child has over his/her sleep (controllability). For 

example, if Sally wakes due to pain from teething, she may be viewed has having a high 

degree of influence over her sleep behaviours (high child-centered locus), as her physical 

development is the cause of her teething. However, she may also be seen as having no 

control over the waking (low controllability). Alternatively, if Bobby does not want to go 

to sleep out of excitement for the family’s new puppy, he may be seen as being in control 

of his lack of sleep (high controllability) since he is actively refusing sleep in order to 

spend time with the pet. However, his parents may be seen more as being responsible for 

the cause of his excitement (i.e., they could have not brought home a pet, and Bobby may 
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not have been too stimulated to sleep prior to bedtime) (low child-centered locus, high 

parent-centered locus). 

 1.6.3 Intentionality. Intentionality refers to the extent to which an individual’s 

behaviour is purposeful or intentional.  Parents may attribute high intentionality when 

they think that their child’s behaviour is deliberate in nature, but may attribute low 

intentionality if they do not think of their child’s behaviour as purposeful. When parents 

think a child’s negative sleep behaviour is purposeful, they may be more likely to 

perceive the behaviour as outside of parent control and also that the behaviour is 

indicative of a sleep problem. On the other hand, parents who do not regard a child’s 

negative sleep as being brought about intentionally may be more likely to perceive the 

behaviour as being within parental control, and thus less likely to be indicative of a sleep 

problem. 

 1.6.4 Stability. The extent to which an individual’s behaviour is likely to persist 

over time is referred to as stability.  Parents who perceive their child’s behaviour as 

happening over and over again into the future will likely attribute high stability; parents 

who believe their child’s behaviour is temporary in nature will attribute low stability. It is 

very likely that the more parents believe negative sleep will continue in the future, the 

more likely they will label the behaviour as being part of a sleep problem. While parents 

who regard negative sleep behaviour as being more transitional in nature would probably 

be less likely to consider it problematic.  

 By examining parents’ sleep-based attributions along these dimensions, we will be 

able to learn whether parents attribute infant sleep behaviours to parental factors or child 

factors, how controllable parents believe children are of their sleep behaviours, and how 

purposeful and persistent they think children’s sleep behaviours are when they perceive 
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an infant sleep problem. Based on the above discussion, it is possible to imagine that 

parents who perceive disruptive infant sleep behaviours as being due more to child factors 

and less to parent factors, as more controllable and intentional on the child’s part, and 

more persistent would be more likely to identify the behaviours as a problem. In assessing 

each attributional dimension separately, we will be able to determine the unique 

contribution that each has towards parents’ perceptions of infant sleep problems. 

Differences in problem perception in turn may differentially impact parents’ decision to 

seek interventions for problematic sleep. However, before examining the relationship 

between parents’ sleep-based attributions and help-seeking behaviours, it is important to 

first clarify our understanding of the relationship between parents’ sleep-based 

attributions and perception of problematic sleep. 

1.7 Factors Which Impact Parental Attributions 

Several child characteristics have been identified as factors which potentially 

influence the attributions that parents make: Child age, valence of child behaviour, and 

diagnosis of a child mental health problem.   

1.7.1 Child age. When considering parental child-based attributions, the age of the 

child whose behaviour is evaluated has been recognized as an important factor.  Across 

different ages, parents perceive the causes of children’s behaviours differently.  As 

children develop, parents begin to see their behaviour as increasingly controllable and 

intentional.  For example, the parents of a toddler who takes a toy from a store would 

likely deduce that the child did not understand the need to pay for the item.  On the other 

hand, the parents of a 10-year-old who takes a toy from a store would likely deduce that 

the child intentionally shoplifted the item.  As a child’s behaviour is seen as more 

controllable and intentional (e.g., shoplifting), it will also be seen as reflective of the 
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child’s disposition (e.g., rebelliousness, antisocial attitude).  In support of this idea, 

several studies have found that parents of older children were more likely than parents of 

younger children to judge child behaviours as controllable, intentional, and representative 

of the child’s disposition (Dix et al., 1986; Dix, Ruble, & Zambarano, 1989).  

 In the context of infant sleep, parents may hold expectations about the age at which 

infant sleep patterns should be less disruptive and when infants should sleep through the 

night. These expectations may influence attributions that parents make about the negative 

and positive sleep behaviours of infants.  For example, if a younger infant is regularly 

fussing and refusing sleep, parents may be less likely to describe that behaviour as being 

controlled, intentional, and stable because they may expect the infant’s sleep to be 

disruptive at a younger age. However, if an older infant displayed the same sleep 

behaviours, parents may be more likely to consider it to be controlled, intentional, and 

stable due to an expectation perhaps that the infant should have grown out of that stage by 

a certain age. Particularly with regards to infant sleep, it seems to be that a certain level of 

stabilization and maturation is expected from infants once they reach one year of age 

(Anders, Halpem, & Hua, 1992). This may result in qualitative differences when parents 

are making attributions about infants who are younger than one year of age and infants 

who are older, which in turn may impact parents’ perception of whether there is a sleep 

problem. Thus, as child age has been shown to have an impact on parents’ attributions for 

children’s positive and negative socio-emotional behaviour, it is also possible that child 

age may impact parents’ attributions for the positive and negative sleep behaviour of 

infants. 

1.7.2 Interaction of valence of child behaviour and diagnosis of a child mental 

health problem. Valence of child behaviour refers to whether children’s behaviours are 
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positive or negative in nature.  Research examining the link between valence of child 

behaviour and parental child-based attributions has shown that parents think about child 

behaviours differently depending on whether the outcomes of the behaviour are positive 

or negative.  In general, mothers’ attributions seem to be influenced by a positive bias that 

is more child-serving in nature (Dix, Ruble, Grusec, & Nixon, 1986; Gretarsson & 

Gelfand, 1988).When judging positive behaviours and characteristics, mothers tend to 

endorse a child-centered locus, and attribute greater controllability, intentionality, and 

stability.  In other words, when children behave well (e.g., bringing a parent a cold drink 

on a hot day), mothers perceive their good behaviour as being due to something about the 

child (e.g., “she is generally a nice and helpful child”).  They also perceive it as being 

under the child’s control, and that the child meant to behave well.  Lastly, they tend to 

perceive the good behaviour as something that will likely continue in the future.  When 

making attributions about negative behaviours (e.g., child has a temper tantrum) and 

characteristics, mothers tend to endorse a parent- or situation-centered locus, and attribute 

less controllability, intentionality, and stability.  Alternately speaking, mothers perceive 

children’s negative behaviour as being caused by parental or situational factors (e.g., “I 

stressed him out”, “the sun was too hot and it made him tired”).  They do not perceive it 

as being under the child’s control or that the child acted intentionally.  Also, mothers tend 

to perceive the poor behaviour as being temporary in nature and something that will not 

likely continue in the future.  This positive attributional pattern or positive bias is child-

serving in nature due to its tendency to help mothers perceive children in a more positive 

light. It is associated with positive patterns of parent-child interactions (i.e., parents 

giving more praise and credit to the child for positive behaviours, and more leniency for 

negative behaviours) (Johnston & Leung, 2001). 
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Another important moderator of parental attributions is the presence of a diagnosed 

mental health problem for a child.  It has been shown specifically to interact with valence 

of child behaviour to impact parental attributions. While parents typically tend to hold a 

positive bias when making attributions about children’s behaviours, the presence of a 

diagnosis such as Oppositional Defiant Disorder and Conduct Disorder has been 

associated with having a negative bias when making parental attributions.  Compared to 

parents of normally developing children, parents of children with mental health problems 

are more likely to make more negative and less positive attributions about their children 

(Baden & Howe, 1992; Dix & Lochman, 1990; Himelstein et al., 1991; Reinhold & 

Lochman, 1991; Rubin & Mills, 1990; Sobol, Ashbourne, Earn, & Cunningham, 1989).  

When judging positive behaviours and characteristics, mothers of children with mental 

health problems tend to endorse a parent- or situation-centered locus, and attribute less 

controllability, intentionality, and stability.  In other words, when children with mental 

health problems behave well (e.g., bringing a drink), mothers perceive their good 

behaviour as being caused by parental or situational factors (e.g., “I asked her to bring me 

a drink”, “she was pouring herself a drink anyways”).  They do not perceive it as being 

under the child’s control, and they do not believe that the child means to behave well.  

They also tend to perceive the good behaviour as being transient and as something that 

will likely dissipate in the future.  When making attributions about negative behaviours 

and characteristics, mothers of children with mental health problems tend to endorse a 

child-centered locus, and attribute more controllability, intentionality, and stability.  

Basically, mothers tend to perceive the negative behaviour (e.g., temper tantrum) of 

children with mental health problems as being due to something about the child (e.g., “he 

is always so difficult”).  They perceive the poor behaviour as being under the child’s 
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control, and believe that the child means to misbehave.  Also, mothers tend to perceive 

the misbehaviour as being persistent in nature and something that will likely continue in 

the future.  This negative attributional pattern or negative bias place children with mental 

health problems in a more negative light, and tend to take credit from the child or be 

child-blaming in nature. This effect may be parent-influenced, where parents of children 

with ODD or CD have a harsher attributional style than that of other parents. It could also 

be child-influenced, where repeated negative interactions with such children serve as 

evidence of their proclivity for misbehavior, which may result in parents developing 

increasingly subjective and negatively distorted perceptions of the children. This negative 

attributional bias is further associated with negative patterns of parent-child interactions 

(i.e., parents giving less praise and credit to the child for positive behaviours, and 

assigning more blame to and directing harsher responses at the child for negative 

behaviours) (Johnston & Ohan, 2005). 

While parents seem to generally have a positive attributional bias when it comes to 

evaluating children’s behaviour, parents who have children with behaviour problems 

seem to have a more hostile attributional pattern, which may stem from repeated 

detrimental interactions when trying to manage their children’s problematic behaviours. 

In the case of infant sleep, parents of non-disruptive sleepers may have more positive 

experiences with managing infant sleep, and may adhere to a more positive attributional 

bias when thinking about infant sleep behaviour. As such, they would be more likely to 

make attributions about sleep that helps them to see their infants in a more-positive, less-

negative light.  For example, if a child is sleeping well, parents  may perceive this 

positive sleep as being due to something about the child (i.e., “she was born a good 

sleeper”), more controlled by the child and purposeful in nature (i.e., “she sure likes her 
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sleep”), and more likely to continue in the future. On the other hand, if a child sleeps 

poorly, parents may perceive this negative sleep as being due to parental factors (i.e., “I 

kept him up too late”), less controlled by the child and purposeful in nature (i.e., “he 

doesn’t mean to be a bother”), and less likely to continue in the future.  This style of 

attribution may reflect a general parental goal of being protective of children. 

On the other hand, parents of problematic sleepers who constantly deal with 

disruptive sleep behaviours may be more likely to develop a negative attributional pattern 

when evaluating their children’s sleep behaviours. Such parents will make attributions 

that place children in a less-positive, more-negative light. For example, even when a child 

sleeps soundly, parents of children with sleep problems may not credit this behaviour to 

the child, but rather to themselves (i.e., “it was only because I worked so hard to get her 

to sleep”). They may perceive this sleep as being less controlled by the child and less 

purposeful in nature (i.e., “it’s not like she’s trying to be helpful”), and less likely to 

continue in the future (i.e., “this was a lucky night”). Yet if a child sleeps poorly, parents 

of children with sleep problems may be more likely to blame the child, attributing the 

negative sleep to child-related factors (i.e., “he’s just a bad sleeper”). They may also 

perceive this sleep as being more controlled by the child and purposeful in nature (i.e., 

“he’s trying to be difficult”), and more likely to continue in the future (i.e., “he’s never 

going to change”). This pattern of attribution may reflect the increased parenting demands 

associated with caring for infants with sleep problems, as these parents also likely 

encounter more sleep deprivation and greater stress in their everyday lives. Together, this 

may serve to negatively impact parents’ perceptions of children’s behaviours. 

Since attributions have not been examined in the context of infant sleep, it is 

unclear whether predictable patterns of sleep-based attributions exist, or whether parental 
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sleep-based attributions are associated with parents’ behaviours as related to infant sleep 

(i.e., parent-child night-time interactions, parents’ help-seeking behaviour). As such, it 

may be premature to suggest that parents’ sleep-based attributions reflect a positive or 

negative bias.  As an initial approach to studying parents’ sleep-based attributions, it may 

be more prudent to first determine whether or not predictable patterns emerge. Also, I 

have only speculated about the impact that child age, valence of child behaviour, and 

diagnosis of a child problem may have on parents’ attributions about infant sleep. 

However, due to their important moderating influence on parental attributions of 

children’s socio-emotional behaviours, these three factors are crucial to examine in 

conjunction with parental attributions about infant sleep. 

1.8 Mothers Versus Fathers 

While an increasing number of fathers are being offered the opportunity to take 

parental leave with the birth of a child, the duration of leave that fathers are afforded is 

significantly less than what mothers are allowed (Marshall, 2008), and many men often 

do not take the full parental leave (Beaupré & Cloutier, 2007).  Amongst Canadian 

parents, the number of women who take parental leave is considerably higher than the 

number of men who do, resulting in a female-to-male ratio of 13:1 (Pérusse, 2003).  With 

more working fathers than mothers, fathers become less available than mothers for 

childcare activities, which include the management of infant sleep.  When the working 

father is at his daytime job, the mother on maternity leave is responsible for managing the 

infant’s naps during the day.  At night, because the working father needs a sufficient 

amount of sleep to maintain his daytime functioning, the mother is often the individual 

responsible for taking care of the infant’s night-time behaviours (i.e., responding to infant 

night-wakings, coaxing infants back to sleep).  Since mothers are often the primary 
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caregivers in the first year of their children’s lives, it is particularly important to focus on 

their perceptions of infant sleep problems. 

1.9 Hypothetical Scenarios 

Attributional research in the past has elicited attributions using scenarios depicting 

hypothetical socio-emotional behaviours of children, and parents are often asked to 

imagine their own children within the scenarios (Johnston & Ohan, 2005). Given that 

older children are more likely to exhibit a range of socio-emotional behaviours, it may be 

easier for a parent to imagine their child displaying the hypothetical behaviours used in 

research studies. In the case of infant sleep, however, when the range of possible 

behaviours are limited, parents may have more difficulty thinking of their own children in 

hypothetical scenarios (i.e., imagining their child sleeping very poorly when he/she is 

usually a peaceful sleeper or imagining their child sleeping soundly when he/she is a 

typically disruptive sleeper). As such, it was determined that this study would make use 

of a generic child for the hypothetical scenarios, which could help us gain a better 

understanding of parents’ global perceptions of infant sleep behaviour. 

1.10 Summary and Aims of the Study 

To summarize, infant sleep problems are a major concern for parents and 

clinicians/researchers and are associated with a number of negative consequences for 

children, parents, and families.  Infant sleep problems have mostly been examined from 

the perspective of clinicians/researchers, who have developed specific criteria for 

classifying infant sleep problems. However, parents’ perceptions of what constitutes an 

infant sleep problem do not always coincide with these criteria. Such discrepancies have 

important implications due to parents’ role as primary caregivers and individuals 

responsible for seeking interventions in the case of problematic infant sleep. Yet, little is 
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known about parents’ perceptions of infant sleep problems. What little research that has 

examined parental cognitions about infant sleep has focused on parents’ affective 

response towards infants’ sleep behaviours and parents’ beliefs about their sleep-related 

parenting, which does not help us to understand how parents’ come to define infant sleep 

as problematic.  

One type of parental cognition which shows promise in clarifying parents’ 

perception of infant sleep problems is parental attributions, or the explanations that 

parents give for their children’s behaviour. Examined in the context of sleep, parents may 

come to view sleep as more or less problematic depending on the attributions they make 

regarding the causes of infant sleep behaviours (i.e., negative sleep that is viewed as 

stable and outside of parental influences may also be viewed as more problematic, but 

negative sleep that is viewed as temporary and within parental influences may be viewed 

as less problematic). Factors such as child age, valence of child behaviour, and diagnosis 

of child problems have been identified as important moderators of parental attributions, 

and should be taken into account when studying parents’ sleep-based attributions. 

Additionally, the perspectives of mothers are particularly important to explore because of 

their unique infant care-giving experiences. 

This research aims to address the limitations to the literature on parents’ perceptions 

of infant sleep problems by exploring mothers’ sleep-based attributions and perception of 

infant sleep problems. There are two main research objectives: First, as an initial 

approach to studying maternal perceptions about infant sleep problems, this study aims to 

examine the relationship between mother and child variables and mothers’ perception of 

infant sleep problems.  Second, I will extend previous research examining parental 
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attributions of children’s socio-emotional behaviour to maternal attributions of infant 

sleep behaviour.   

Specifically, this study tests the prediction that child age and mothers’ perception of 

a sleep problem in their own children directly affects maternal sleep-based attributions, 

such that higher child age and perceiving one’s own child to have a sleep problem will be 

associated with attributions which place more responsibility on children for sleep. In turn 

all three of these factors directly affects mothers’ assessments of sleep problems for 

children within scenarios, such that higher child age, perceiving one’s own child to have a 

sleep problem, and attributing greater child responsibility for sleep will be associated with 

a greater likelihood of assessing a sleep problem for a scenario child (see Figure 2).  

Negative and positive sleep scenarios are presented to mothers in order to elicit sleep-

based attributions and perceptions of an infant sleep problem. A sample of Canadian 

mothers of infants aged 6-23 months was used for this investigation.  
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Figure 2. Proposed relationship between scenario child age, mothers’ perception of an 

infant sleep problem for their own child, sleep-based attributions, and assessment of an 

infant sleep problem for a scenario child. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

31 

2.0 RESEARCH QUESTIONS 

2.1 Research Question 1: What factors are associated with mothers’ assessments of 

an infant sleep problem for a scenario child? 

This question is further broken down into two questions: 

1 (a) Is the scenario child’s age associated with mothers’ assessments of an 

infant sleep problem for a scenario child? 

1 (a) It was hypothesized that the scenario child’s age would be associated with 

mothers’ assessment of an infant sleep problem such that  mothers would be more likely 

to  rate negative sleep behaviours as problematic for older infants (those one year of age 

and older)  than for younger infants (those less than one year of age).    

1 (b) Are mothers’ assessments of infant sleep problems for a scenario child 

associated with whether mothers perceive a sleep problem in their own children?  

1 (b) It was hypothesized that mothers who perceive a sleep problem in their own 

child would be more likely to rate negative sleep behaviours as problematic compared to 

mothers who do not perceive a sleep problem in their own child.  

2.2 Research Question 2: Is the scenario child’s age associated with maternal sleep-

based attributions?  

2 (a) It was hypothesized that mothers would make different attributions for 

positive and negative sleep behaviours depending on the age of the scenario child.  More 

specifically, for both positive and negative sleep behaviours, mothers would score higher 

on parent-centered locus, and lower on child-centered locus, controllability, 

intentionality, and stability when rating younger children than older children. 
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2.3 Research Question 3: Are maternal sleep-based attributions associated with 

mothers’ assessments of an infant sleep problem for a scenario child’s negative 

sleep? 

3 (a) It was hypothesized that mothers who make attributions that are lower in 

parent-centered locus and higher in child-centered locus, controllabiility, intentionality, 

and stability would be more likely to rate an infant’s negative sleep behaviours as 

problematic. 

2.4 Research Question 4: What factors predict mothers’ assessments of an infant 

sleep problem for a scenario child’s negative sleep?  

4 (a) It was hypothesized that maternal sleep-based attributions will account for a 

unique proportion of variance in mothers’ assessment of problematic sleep for a scenario 

child, beyond the contributions of mothers’ perception of sleep problems in their own 

children and scenario child’s age. It was also hypothesized that amongst these predictor 

variables, maternal sleep-based attributions will account for the most variance in mothers` 

assessments of problematic sleep for a scenario child, followed by mothers` perception of 

sleep problems in their own child, and then scenario child’s age. 

2.5 Research Question 5: Do mothers who perceive their own children as having a 

sleep problem make different attributions than mothers who do not perceive their 

own children as having a sleep problem?  

5 (a) An interaction was hypothesized, such that mothers who perceive a sleep 

problem in their own infants will make attributions that are lower  in child-centered locus, 

controllability, intentionality and stability and higher in parent-centered locus for positive 

sleep behaviours than for negative sleep behaviours than mothers who do not perceive a 

sleep problem in their own infants. 
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3.0 METHODS 

3.1 Research Ethics  

This study received ethics approval from the University of Regina Ethics Board. 

The participants involved in this study were recruited as part of a larger study – The 

Infant and Toddler Night-waking Study (N = 902). This larger study examined parents’ 

cognitions and experiences related to infant and toddler sleep, and involved questions 

about sleeping arrangements, sleep behaviours, sleep problems, and sleep management 

strategies. A portion of the survey questions are used as data for this thesis project.  

3.2 Recruitment Strategy 

Participant recruitment was carried out through the collaboration of the Child and 

Family Research Group at the University of Regina and Today’s Parent magazine – a 

popular Canadian parenting magazine.  Today’s Parent magazine sent out an electronic 

newsletter to parents on their mailing list, and also posted recruitment notices in their 

magazine and on their website.  Advertisements for the study were placed with the local 

media (newspaper, radio, television), as well as on internet parenting discussion groups - 

Canadianparents, Facebook, Mommyspage, Twittermoms.  

3.3 Procedures 

Parents interested in participating were directed to the website of the Child and 

Family Research Group, which contained the link to the internet survey.  The internet 

survey was posted on Survey Monkey (http://www.surveymonkey.com), an online survey 

administration service.  Informed consent was sought online, where parents were 

provided with the information regarding the purpose of the study, the time required to 

complete the study, methods to protect parents’ confidentiality, limits to confidentiality 

(i.e., for the protection of the child).  A statement was also included which indicated that 
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consent was considered to be provided if the survey was completed (see Appendix A).  

No names or contact information were obtained from the participants. 

Participants were instructed to complete the survey about their own children.  

Parents with more than one child in the target age range of 6 to 23 months were asked to 

select only one child as the reference child for their responses. The total time for 

completion of the internet survey was approximately 30 minutes. 

3.4 Participants 

Parents of infants aged 6 to 23 months living in Canada were invited to participate 

in the study. In total, 1335 individuals began the survey, and of those, 941 completed the 

survey. Amongst those who had completed the survey, 15 individuals indicated that they 

lived outside of Canada, and 32 individuals selected a reference child that was outside of 

the 6 to 23 month age range, and thus these individuals were excluded from this study. 

Only data from the mothers were included for this study, thus the data of 16 fathers were 

excluded. After these exclusion criteria were applied, the final sample size of 878 mothers 

was used for this study.  

A variety of demographic information was obtained from the participants (see Table 

1). On average, mothers had an age of 32.1 years (SD = 4.4), and the reference children 

had an age of 13.7 months (SD = 5.5). The majority of the participants were Caucasian 

(90.9%), with 75.1% having obtained a post-secondary certificate, diploma, or degree. 

Most mothers were married (84.2%) or in a common-law relationship (12.1%). This 

sample reported moderate to high income levels, with 36.3% reporting a yearly household 

income of $40, 000 to $80, 000, and 52.3% reporting over $80, 000. The majority of 

mothers reported having 1 to 2 children (86.3%). 

3.5 Measures 
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Table 1 

Participant Demographic Information 

 M (SD) 

Age 

            Mother (in years) 

            Child (in months) 

                        

 

32.1 (4.4) 

 

13.7 (5.5) 

 N (%) 

Maternal ethnicity 

  Caucasian 

             Asian 

  Mixed 

             Aboriginal 

  Hispanic 

             African 

             Middle Eastern 

 

799 (91.0) 

35 (4.0) 

24 (2.7) 

11 (1.3) 

6 (0.7) 

2 (0.2) 

1 (0.1) 

Maternal education 

 High school or less 

 Some post-secondary education 

            Technical school certificate/diploma 

            Bachelor’s degree 

            Graduate degree 

 

61 (6.9) 

158 (18.0) 

178 (20.3) 

364 (41.5) 

117 (13.3) 

Marital status  

 Married 

 Common-law 

 Single 

 Separated 

 

739 (84.2) 

106 (12.1) 

24 (2.7) 

8 (0.9) 
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Table 1, continued 

 

Widowed 

 

 

1 (0.1) 

Family income 

            < $20,000 

 $20, 000 – 40, 000  

 $40, 000 – 60, 000 

 $60, 000 – 80, 000 

 > $80,000 

 

28 (3.2) 

72 (8.2) 

140 (15.9) 

179 (20.4) 

459 (52.3) 

Number of children 

            1 

            2 

            3 

            4 or over 

 

424 (48.3) 

334 (38.0) 

93 (10.6) 

27 (3.1) 

 

 

 

 

 

 

 

 

 



 

 

37 

3.5.1 Maternal demographic information. Demographic data was gathered on the 

age, education, and household income of each mother.  Mothers also reported the number 

of children that they had (see Appendix B). 

3.5.2 Mothers’ perception of an infant sleep problem for their own child 

(MPISP-Own Child).  Mothers responded “yes” or “no” to whether they considered their 

child to have a sleep problem (See Appendix C).  As the primary goal of this study was to 

obtain knowledge about mothers’ perceptions about infant sleep problems, the definition 

of an infant sleep problem was based on parental criteria.  Mothers were categorized into 

the Perceived Sleep Problem (PSP) group if they responded “yes”, and the No Perceived 

Sleep Problem (NPSP) group if they responded “no”.  

3.5.3 Maternal sleep-based attributions.  In order to tap general maternal 

attributions about child sleep, a measure was adapted from the Written Analogue 

Questionnaire (WAQ; Johnston & Freeman, 1997).  The WAQ assesses multiple 

dimensions of attributions (i.e., locus, controllability, intentionality, stability).  This 

measure has adequate psychometric properties.  Internal consistency estimates 

(Chronbach’s alpha, α) range from .49 to .83 (Johnston & Freeman, 1997).  Test-retest 

reliability estimates (r) range from .60 to .73 (Provencher & Fincham, 2000).   

Attributions made on this measure correlate significantly with parental responses to 

child behaviour, and are also sensitive to group status (e.g., clinical versus non-clinical 

samples) and behaviour type differences (i.e., inattentive-overactive, oppositional-defiant, 

and prosocial behaviours).   

According to Miller (1995), very few studies have employed the use of real child 

behaviours (i.e., through observation), but rather employed vignettes that describe 

hypothetical target child behaviours.  Many studies would ask participants to base their 
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attributions on a hypothetical child, or to imagine their own child displaying the 

hypothetical behaviours.  Mothers in this study were randomly assigned to receive a 

hypothetical scenario describing infant sleep, which varied by age (6 months, 12 months, 

and 23 months) and sleep (negative, positive).  For example, one participant may have 

received a negative sleep scenario involving a 6-month-old infant, while another 

participant may have received a positive sleep scenario involving a 23-month-old infant. 

Of the 878 mothers who received a positive sleep scenario, 277 were given the 6-month 

scenario, 283 were given the 12-month scenario, and 318 were given the 23-month 

scenario. The same group of mothers also received a negative sleep scenario, of whom 

310 were given the 6-month scenario, 274 were given the 12-month scenario, and 294 

were given the 23-month scenario. Previous studies examining parental attributions used 

varied methods to depict child behaviours in order to elicit attributions.  Mothers provided 

attributions for the behaviours in the present scenarios by ranking their level of agreement 

with several statements based on five dimensions of attributions (child-centered locus, 

parent-centered locus, controllability, intentionality, and stability).  Agreement was 

assessed with a four-point likert scale, ranging from “Strongly Agree”, “Agree”, 

“Disagree”, and “Strongly Disagree” (See Appendix D).   Those who selected “Strongly 

Agree” or “Agree” were considered to be in agreement with the statement. Those who 

selected “Strongly Disagree” or “Disagree” were seen as disagreeing with the statement. 

Child-centered locus was assessed using the statement “It is something about this child 

that brings about these night-time behaviours.”  Mothers who showed higher levels of 

agreement on the dimension of child-centered locus believed more strongly that the sleep 

behaviours depicted in the scenarios were due to child-related factors.  Parent-centered 

locus was assessed using the statement “It is something about this parent that brings about 
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these night-time behaviours.”  Those who showed higher levels of agreement on the 

dimension of parent-centered locus believed more strongly that the sleep behaviours 

depicted in the scenarios were due to parent-related factors.  Controllability was assessed 

using the statement “These night-time behaviours are under this child’s control.”  Higher 

levels of agreement on the dimension of controllability indicated a stronger belief that the 

sleep behaviours in the scenario were under the control of the child.  Intentionality was 

assessed using the statement “This child is purposely behaving this way.”  Mothers who 

agreed more on the dimension of intentionality indicated a stronger belief that the sleep 

behaviours depicted in the scenario were purposeful.  Stability was assessed using the 

statement “These night-time behaviours will happen again in the future.”  Higher levels of 

agreement on the dimension of stability suggested a greater belief that the sleep 

behaviours in the scenario were likely to continue in the future.  

3.5.4 Maternal assessment of an infant sleep problem for a scenario child.  

Using the same sleep scenarios that the attributions were based on, participants were 

asked to rate their agreement with the statement “this infant has a sleep problem” for each 

negative and positive sleep scenario.  Agreement was assessed with a four-point likert 

scale, ranging from “Strongly Agree” to “Strongly Disagree” (Appendix E).  

 

 

 

 

 

 

 



 

 

40 

4.0 RESULTS 

4.1 Descriptive Analyses 

The descriptive data for the variables of interest in this study are displayed in Table 

2. With regards to mothers’ perception of sleep problems for their own children, out of 

638 mothers, approximately 25% (n = 161) perceived a sleep problem for their own 

children, while 75% (n = 477) did not.   

For mothers’ sleep-based attributions for positive sleep, the majority of mothers 

who received the 6-month-old scenario agreed that the causes for the sleep behaviours 

were parent- and child-related (67.9% and 78.0 %, respectively) and that the behaviours 

would like continue in the future (90.2%). The majority disagreed that the sleep 

behaviours were under the child’s control (51.2%) or that they were purposeful (74.4%). 

Similarly, most mothers who received the 12-month-old scenario agreed that both 

parental and child influences were responsible for the sleep behaviours depicted (68.5% 

and 79.2%, respectively) and that the behaviours would persist (93.3%), but disagreed 

that the child’s sleep was intentional in nature (67.5%). However, just over half of 

mothers agreed that the sleep behaviours of 12-month-old children were controllable 

(51.6%). With 23-month-olds, again the majority of mothers rated their sleep behaviours 

as being impacted by parent- and child-related factors (72.3% and 75.8%, respectively), 

as controllable by the child (67.3%), and as being stable over time (93.7%). Most mothers 

also disagreed that the sleep behaviours were purposeful (56.6%).  

With regards to the negative sleep scenarios, most mothers disagreed that the sleep 

behaviours of the 6-month-old were parent-influenced (56.6%), but agreed that they were 

child-influenced (61.6%). Also, most disagreed that the behaviours were controllable 

(79.0%) and intentional (89.4), but agreed that they would be stable over 
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Table 2  

Descriptive Statistics for Study Variables 

 n (%) 

 MPISP-Own Child (n = 638) 

          PSP 

          NPSP 

 

161 (25.2) 

477 (74.8) 

 Positive Negative 

 6m (n = 277) 12m (n = 283) 23m (n = 318) 6m (n = 310) 12m (n = 274) 23m (n = 294) 

 M (SD) M (SD) M (SD) M (SD) M (SD) M (SD) 

Sleep-based attributions* 

         Parent-centered locus 

         Child-centered locus 

         Controllability 

         Intentionality 

         Stability  

 

Mothers’ assessment of  an infant 

sleep problem for a scenario 

child* 

 

2.73 (.71) 

2.92 (.71) 

2.50 (.77) 

2.10 (.76) 

3.06 (.54) 

 

1.35 (.49) 

 

2.77 (.71) 

2.90 (.66) 

2.56 (.76) 

2.22 (.79) 

3.15 (.54) 

 

1.30 (.50) 

 

2.86 (.72) 

2.88 (.69) 

2.76 (.74) 

2.43 (.78) 

3.19 (.58) 

 

1.27 (.50) 

 

2.39 (.74) 

2.65 (.74) 

2.05 (.70) 

1.69 (.69) 

2.97 (.59) 

 

2.23 (.77) 

 

2.61 (.74) 

2.67 (.69) 

2.31 (.75) 

2.02 (.72) 

3.07 (.60) 

 

2.53 (.83) 

 

2.62 (.72) 

2.69 (.67) 

2.29 (.70) 

2.07 (.74) 

3.04 (.55) 

 

2.58 (.81) 

 Strongly disagree Disagree Agree Strongly agree  

 n (%) n (%) n (%) n (%) 

Positive, 6m (n = 277) 

 

     Sleep-based attributions 

         Parent-centered locus 

         Child-centered locus 

         Controllability 

         Intentionality 

 

 

 

14 (5.1) 

10 (3.6) 

22 (7.9) 

56 (20.2) 

 

 

 

75 (27.1) 

51 (18.4) 

120 (43.3) 

150 (54.2) 

 

 

 

160 (57.8) 

166 (59.9) 

109 (39.4) 

59 (21.3) 

 

 

 

28 (10.1) 

50 (18.1) 

26 (9.4) 

12 (4.3) 
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Table 2, continued 

 

 Strongly disagree Disagree Agree Strongly agree  

 n (%) n (%) n (%) n (%) 

Positive, 6m (n = 277) 

 

      Sleep-based attributions 

         Stability  

 

      Mothers’ assessment of an     

      infant sleep problem for a  

      scenario child 

 

 

 

 

3 (1.1) 

 

182 (65.7) 

 

 

 

 

24 (8.7) 

 

93 (33.6) 

 

 

 

204 (73.6) 

 

2 (.7) 

 

 

 

46 (16.6) 

 

NR 

Positive, 12m (n = 283) 

 

     Sleep-based attributions 

         Parent-centered locus 

         Child-centered locus 

         Controllability 

         Intentionality 

         Stability  

 

     Mothers’ assessment of an     

     infant sleep problem for a  

     scenario child 

 

 

 

 

11 (3.9) 

9 (3.2) 

17 (6.0) 

47 (16.6) 

2 (.7) 

 

203 (71.7) 

 

 

 

 

78 (27.6) 

50 (17.7) 

120 (42.4) 

144 (50.9) 

17 (6.0) 

 

78 (27.6) 

 

 

 

158 (55.8) 

185 (65.4) 

116 (41.0) 

76 (26.9) 

201 (71.0) 

 

N/A 

 

 

 

36 (12.7) 

39 (13.8) 

30 (10.6) 

16 (5.7) 

63 (22.3) 

 

2 (.7) 

Positive, 23m (n = 318) 

 

     Sleep-based attributions 

         Parent-centered locus 

         Child-centered locus 

 

 

 

10 (3.1) 

10 (3.1) 

 

 

 

78 (24.5) 

67 (21.1) 

 

 

 

176 (55.3) 

193 (60.7) 

 

 

 

54 (17.0) 

48 (15.1) 
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Table 2, continued 

 

 

 

  

 

 

 Strongly disagree 

n (%) 

Disagree 

n (%) 

Agree 

n (%) 

Strongly agree 

n (%) 

Positive, 23m (n = 318) 

       

     Sleep-based attributions 

         Controllability     

         Intentionality 

         Stability  

 

     Mothers’ assessment of an     

     infant sleep problem for a  

     scenario child 

 

 

 

15 (4.7) 

29 (9.1) 

2 (.6) 

 

237 (74.5) 

 

 

 

89 (28.0) 

151 (47.5) 

22 (6.9) 

 

77 (24.2) 

 

 

 

 

172 (54.1) 

109 (34.3) 

207 (65.1) 

 

2 (.6) 

 

 

 

 

42 (13.2) 

29 (9.1) 

87 (27.4) 

 

2 (.6) 

 

Negative, 6m (n = 310) 

 

     Sleep-based attributions 

         Parent-centered locus 

         Child-centered locus 

         Controllability 

         Intentionality 

         Stability  

 

     Mothers’ assessment of an     

     infant sleep problem for a  

     scenario child 

 

 

 

 

32 (10.3) 

19 (6.1) 

59 (19.0) 

133 (42.9) 

3 (1.0) 

 

49 (15.8) 

 

 

 

139 (44.8) 

100 (32.3) 

186 (60.0) 

144 (46.5) 

49 (15.8) 

 

157 (50.6) 

 

 

 

124 (40.0) 

160 (51.6) 

56 (18.1) 

29 (9.4) 

213 (68.7) 

 

89 (28.7) 

 

 

 

15 (4.8) 

31 (10.0) 

9 (2.9) 

4 (1.3) 

45 (14.5) 

 

15 (4.8) 
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Table 2, continued  

 Strongly disagree 

n (%) 

Disagree 

n (%) 

Agree 

n (%) 

Strongly agree 

n (%) 

 Negative, 12m (n = 274) 

 

     Sleep-based attributions 

         Parent-centered locus 

         Child-centered locus 

         Controllability 

         Intentionality 

         Stability 

 

     Mothers’ assessment of an     

     infant sleep problem for a  

     scenario child 

 

 

 

 

17 (6.2) 

13 (4.7) 

31 (11.3) 

61 (22.3) 

3 (1.1) 

 

27 (9.9) 

 

 

 

99 (36.1) 

85 (31.0) 

145 (52.9) 

152 (55.5) 

31 (11.3) 

 

107 (39.1) 

 

 

 

133 (48.5) 

155 (56.6) 

81 (29.6) 

55 (20.1) 

185 (67.5) 

 

108 (39.4) 

 

 

 

25 (9.1) 

21 (7.7) 

17 (6.2) 

6 (2.2) 

55 (20.1) 

 

32 (11.7) 

Negative, 23m (n = 294) 

 

     Sleep-Based Attributions 

         Parent-centered locus 

         Child-centered locus 

         Controllability 

         Intentionality 

         Stability  

 

     Mothers’ assessment of an     

     infant sleep problem for a  

     scenario child 

 

 

 

14 (4.8) 

13 (4.4) 

29 (9.9) 

60 (20.4) 

3 (1.0) 

 

27 (9.2) 

 

 

 

111 (37.8) 

87 (29.6) 

163 (55.4) 

161 (54.8) 

30 (10.2) 

 

103 (35.0) 

 

 

 

142 (48.3) 

172 (58.5) 

90 (30.6) 

64 (21.8) 

213 (72.4) 

 

130 (44.2) 

 

 

 

27 (9.2) 

22 (7.5) 

12 (4.1) 

9 (3.1) 

48 (16.3) 

 

34 (11.6) 
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Table 2, continued  

Note: MPISP-Own Child: Mothers’ perception of an infant sleep problem for their own child; PSP = Mothers who perceive a sleep 

problem in their children; NPSP = Mothers who do not perceive a sleep problem in their children; 6m = 6-month-old scenario; 12m = 

12-month-old scenario; 23m = 23-month-old scenario; Positive = positive sleep scenario; Negative = negative sleep scenario; NR = no 

responses 

*1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree
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time (83.2%). With the 12-month-old scenario, while the majority of mothers again 

perceived the sleep behaviours to be caused by child factors (64.3%), most also viewed 

them as being caused by parental factors (57.6%).  They again mostly disagreed that the 

sleep behaviours were controllable (64.2%) or intentional (77.8%), but agreed that they 

would persist in the future (87.6%). The negative sleep behaviours of the 23-month-old 

were perceived by the majority of mothers as being brought about by both the parent 

(57.5%) and the child (66.0%), and as being uncontrollable (65.3%), unintentional 

(75.2%), and stable (88.7%). 

With regards to mothers’ assessment of problematic infant sleep, as expected, the 

majority of mothers disagreed that children in the positive sleep scenarios had sleep 

problems (6-month: 99.3%; 12-month: 99.3%; 23-month: 98.7%). In terms of whether 

children in the negative sleep scenarios had sleep problems, mothers mostly disagreed for 

the 6-month-old (66.4%), and agreed for the 12-month-old (51.1%) and 23-month-old 

(55.8%).  

4.2 Research Question 1: What factors are associated with mothers’ assessments of 

an infant sleep problem for a scenario child? 

1 (a) Is the scenario child’s age associated with mothers’ assessments of an 

infant sleep problem for a scenario child? 

This question was explored using a One-Way Analysis of Variance (ANOVA) test 

with age of scenario child as the grouping factor.  The variances for this analysis were 

examined and not found to differ substantially. A significant age effect was found for 

mothers’ assessment of an infant sleep problem for a scenario child, F(2, 875) = 17.36, p 

< .001, ηp
2
 = .04. Using the Tukey’s Honestly Significant Difference (Tukey HSD) test, 

post-hoc analyses indicated that mothers’ ratings of problematic infant sleep were not 
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significantly different between 12- and 23-month olds. However, as hypothesized, the 

ratings of problematic sleep for these older groups were significantly higher than for 6-

month-olds (see Table 2 for descriptives).   

1 (b) Are mothers’ assessments of infant sleep problems for a scenario child 

associated with whether mothers perceive a sleep problem in their own children?  

This question was examined using an independent samples t-test to compare 

assessments of an infant sleep problem of a scenario child between mothers who did and 

did not perceive a sleep problem for their own child and mothers did not perceive a sleep 

problem. As expected, mothers who perceived a sleep problem in their own child rated a 

scenario child’s negative sleep as more indicative of a sleep problem compared to 

mothers who did not perceive a sleep problem in their own child, t(636) = 9.68, p < .001, 

d = .89 (see Table 3 for descriptives).  

4.3 Research Question 2: Is the scenario child’s age associated with maternal sleep-

based attributions?  

This research question was explored using One-Way ANOVA (see Table 4 for 

descriptives).  No considerable differences were found for the variances upon 

examination.  For the positive sleep scenario, significant differences between age groups 

were found for the attributional dimensions of controllability, F(2, 875) = 9.46, p < .001, 

ηp
2 

= .02, intentionality, F(2, 875) = 14.49, p < .001, ηp
2 

= .03, and stability, F(2, 875) = 

4.45, p = .01, ηp
2 
= .01.  As predicted, post-hoc analyses (using Tukey HSD) revealed that 

significantly more control, intent, and stability were attributed to the positive sleep 

behaviours as age increased. Specifically, 23-month-olds were seen as having more 

control and intent than the two younger age groups, and 12-month-olds were attributed 

with more control and intent than 6-month-olds. The positive sleep of 23-month-olds was  
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Table 3 

 

Maternal Assessments of an Infant Sleep Problem for a Scenario Child Across MPISP-

Own Child  

 

 PSP 

(n = 161) 

NPSP 

(n = 477) 

 M (SD) M (SD) 

Mothers’ assessment of an infant 

sleep problem for a scenario 

child* 

 

    Negative Sleep 

 

 

 

 

2.93 (.72) 

 

 

 

 

2.26 (.78) 

Note: MPISP-Own Child: Mothers’ perception of an infant sleep problem for their own 

child; PSP = Mothers who perceive a sleep problem in their children; NPSP = Mothers 

who do not perceive a sleep problem in their children; Negative = negative sleep scenario 

*1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree 
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Table 4 

Maternal Sleep-Based Attribution Ratings Across Scenario Child Age 

 

 6m  

(n = 587) 

12m  

(n = 557) 

23m  

(n = 612) 

 M (SD) M (SD) M (SD) 

Sleep-Based Attributions*    

Positive        

    Parent-centered locus 2.73 (.71) 2.77 (.71) 2.86 (.72) 

    Child-centered locus 2.92 (.71) 2.90 (.66) 2.88 (.69) 

    Controllability 2.50 (.77) 2.56 (.76) 2.76 (.74) 

    Intentionality 2.10 (.76) 2.22 (.79) 2.43 (.78) 

    Stability 3.06 (.54) 3.15 (.54) 3.19 (.58) 

Negative    

    Parent-centered locus 2.39 (.74) 2.61 (.74) 2.62 (.72) 

    Child-centered locus 2.65 (.74) 2.67 (.69) 2.69 (.67) 

    Controllability 2.05 (.70) 2.31 (.75) 2.29 (.70) 

    Intentionality 1.69 (.69) 2.02 (.72) 2.07 (.74) 

    Stability 2.97 (.59) 3.07 (.60) 3.04 (.55) 

Overall    

    Parent-centered locus 2.55 (.74) 2.69 (.73) 2.75 (.73) 

    Child-centered locus 2.78 (.74) 2.79 (.68) 2.79 (.69) 

    Controllability 2.26 (.77) 2.44 (.77) 2.53 (.76) 

    Intentionality 1.88 (.75) 2.12 (.76) 2.26 (.78) 

    Stability 3.01 (.57) 3.11 (.57) 3.12 (.57) 

Note: 6m = 6-month-old scenario; 12m = 12-month-old scenario; 23m = 23-month-old 

scenario; Positive = positive sleep scenario; Negative = negative sleep scenario; Overall = 

positive and negative sleep scenario combined 

*1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree 
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seen as significantly more stable than that of 6-month-olds.  Contrary to the previously 

stated hypothesis, no age differences were found on the dimensions of parent-centered 

and child-centered locus.  

For the negative sleep scenario, significant differences between age groups were 

found for the attributional dimensions of parent-centered locus, F(2, 875) = 9.01, p < 

.001,  ηp
2 

= .02, controllability, F(2, 875) = 12.23, p < .001, ηp
2 
= .03, and intentionality, 

F(2, 875) = 25.71, p < .001, ηp
2 

= .06. Post-hoc analyses (using Tukey HSD) showed that 

ratings of parent-centered locus, controllability, and intentionality were higher as age 

increased. In particular, when infants one year and older slept poorly, mothers attributed 

greater control and intent to this sleep behaviour, and it was seen as being due more to 

parent-related factors than when 6-month-olds slept poorly. 

4.4 Research Question 3: Are maternal sleep-based attributions associated with 

mothers’ assessments of an infant sleep problem for a scenario child’s negative 

sleep? 

One-tailed bivariate correlations were used to test the relationship between maternal 

sleep-based attributions and mothers’ assessment of an infant sleep problem for a scenario 

child’s negative sleep (see Table 5). As predicted, child-centered locus, controllability, 

intentionality, and stability were significantly positively associated with mothers’ 

assessments of an infant sleep problem for a scenario child in the negative sleep scenario. 

In contrast to the stated hypotheses, parent-centered locus was also positively associated 

with mothers’ assessments of an infant sleep problem for a scenario child in the negative 

sleep scenario.  

4.5 Research Question 4: What factors predict mothers’ assessments of an infant 

sleep problem for a scenario child’s negative sleep?  
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Table 5 

One-Tailed Correlations Between Maternal Sleep-Based Attributions and Maternal 

Assessment of an Infant Sleep Problem for a Negative Scenario Child (n = 878) 

 Mothers’ assessment 

of an infant sleep 

problem for a scenario 

child 

  

 r r
2
 p 

1. Parent-Centered Locus 

 

.25 .06 ns 

2. Child-Centered Locus 

 

.15** .02 .01 

3. Controllability 

 

.18** .03 .01 

4. Intentionality 

 

.24** .06 .01 

5. Stability 

 

.28** .08 .01 
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A hierarchical multiple regression was used for this analysis, which focused on the 

negative sleep scenario. Age of scenario child was dummy-coded and entered into the 

first step of the regression model. MPISP-Own Child was entered into the second step of 

the regression model.  Maternal sleep-based attributional dimensions (parent-centered 

locus, child-centered locus, controllability, intentionality, stability) were entered into the 

last step of the regression model. Multicollinearity was not a problem for this study (see 

Table 6), as intercorrelations between predictor variables were below .80, tolerance 

values were below .2, and Variance Inflation Factor (VIF) values were above 10 (Field, 

2005).  

The results of the regression analysis are presented in Table 7.  As predicted, the 

overall model was statistically significant, F(8, 629) = 23.12, p < .001, R
2
 = .23, 

accounting for 23% of the variance in mothers’ assessments of an infant sleep problem 

for a scenario child.  Age of scenario child predicted 4% of variance in the dependent 

variable, F(2, 635) = 11.52, p < .001, R
2
 = .04. Within this step, both the scenario age 

dummy variables were statistically significant upon entry. MPISP-Own Child was added 

at step 2, which predicted an additional 12% of unique variance, F(3, 634) = 39.28, p < 

.001, R
2
 = .16. In the last step of the model, the five sleep-based attributional dimensions 

were entered, which as hypothesized, explained an additional 7% of unique variance 

beyond the contributions of scenario child age and MPISP-Own Child. Within this step, 

parent-centered locus, intentionality, and stability were the attribution variables which 

were statistically significant upon entry, while age of scenario child and MPISP-Own 

Child remained as significant predictors also. In line with the hypothesis, maternal sleep-

based attributions accounted for unique variance beyond the contributions of MPISP-Own 

Child and scenario age. However, while maternal sleep-based attributions accounted for a 



 

 

53 

Table 6 

Correlation Matrix for the Predictor Variables of the Regression for Maternal Assessments of an Infant Sleep Problem for a Negative 

Scenario Child 

  

 

 

1. 

 

2. 

 

3. 

 

4. 

 

5. 

 

6. 

 

7. 

 

  8. 

 

1. Scenario Age (12 months)  1 -.48** .06 .06 .00 .09** .09** .05 

2. Scenario Age (23 months)   1 .00 .08* .02 .08* .15** .02 

3. MPISP-Own Child    1 -.05 .12** .04 .04 .14** 

4. Parent-Centered Locus     1 .06 .28** .38** .35** 

5. Child-Centered Locus 

 

     1 .17** .12** .07* 

6. Controllability 

 

      1 .56** .19** 

7. Intentionality 

 

       1 .21** 

8. Stability 

 

        1 

 

Note: MPISP-Own Child: Mothers’ perception of an infant sleep problem for their own child 

*p <.05, **p < .01, two-tailed
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Table 7 

Regression Coefficients for Maternal Assessments of an Infant Sleep Problem for a  

Negative Scenario Child 

 B SE B β p Part 

Cor. 

Toler. VIF 

Step 1  

Scenario Age (12 months) 

 

Scenario Age (23 months) 

 

.29 

.35 

 

.08 

.08 

 

.16 

.20 

 

< .001 

< .001 

 

.14 

.18 

 

.77 

.77 

 

1.30 

1.30 

Step  2 

Scenario Age (12 months) 

 

Scenario Age (23 months) 

MPISP-Own Child  

 

.23 

.32 

.66 

 

.07 

.07 

.07 

 

.13 

.19 

.35 

 

.001 

< .001 

< .001 

 

.12 

.16 

.35 

 

.76 

.77 

1.00 

 

1.31 

1.30 

1.01 

Step  3 

Scenario Age (12 months) 

 

Scenario Age (23 months) 

MPISP-Own Child  

Parent-Centered Locus 

 

Child-Centered Locus 

 

Controllability 

Intentionality 

Stability 

 

.17 

.25 

.63 

.16 

.07 

-.02 

.10 

.19 

 

.07 

.07 

.07 

.04 

.04 

.05 

.05 

.06 

 

.09 

.14 

.33 

.14 

.06 

-.02 

.09 

.13 

 

.02 

.001 

< .001 

< .001 

.12 

.73 

.05 

.001 

 

.08 

.12 

.32 

.13 

.06 

-.01 

.07 

.12 

 

.73 

.73 

.96 

.80 

.95 

.66 

.62 

.88 

 

1.36 

1.37 

1.05 

1.24 

1.06 

1.51 

1.63 

1.14 

Note: R
2 
= .04 for Step 1; ΔR

2 
= .12 for Step 2; ΔR

2 
= .07 for Step 3 (ps < .001).  

MPISP-Own Child: Mothers’ perception of an infant sleep problem for their own child; 

Part corr. = Part correlation; Toler. = Tolerance; VIF = Variance Inflation Factor 
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greater proportion of variance in mothers’ assessments of an infant sleep problem for a 

scenario child than scenario age did, it did not account for a greater proportion of variance 

than MPISP-Own Child did in mothers’ assessments of an infant sleep problem for a 

scenario child, which is contrary to the hypothesis. 

4.6 Research Question 5: Do mothers who perceive their own children as having a 

sleep problem make different attributions than mothers who do not perceive their 

own children as having a sleep problem?  

Two-way between-subjects ANOVAs were used to examine this research question, 

with the between-subjects factors being mothers’ perception of problematic infant sleep 

for their own children (perceived problem vs. no perceived problem), and quality of 

scenario child sleep (negative vs. positive sleep). While no interaction effects were found, 

several main effects emerged. Significant main effects of sleep were found for ratings of 

parent-centered locus, F(1, 1272) = 30.00, p < .001, ηp
2 

= .02, child-centered locus, F(1, 

1272) = 25.25, p < .001, ηp
2 

= .02, controllability, F(1, 1272) = 71.53, p < .001, ηp
2 

= .05, 

and intentionality, F(1, 1272) = 46.21, p < .001, ηp
2 
= .04. This indicates that mothers 

were more likely to rate positive sleep as being due to parental and child influences, and 

as being more controllable, and intentional on the child’s part than they were to rate poor 

sleep. Significant main effects of problem were also found for child-centered locus, F(1, 

1272) = 10.57, p = .001, ηp
2 

= .01, controllability, F(1, 1272) = 3.84, p = .05, ηp
2 

= .003, 

and stability, F(1, 1272) = 10.18, p = .001, ηp
2 

= .01, such that mothers who perceived a 

sleep problem in their children were more likely to say that sleep behaviours in general 

were due to child influences, were more controllable by the child, and more likely to 

reflect a persistent pattern than mothers who did not perceive a sleep problem in their 

child (for descriptives see Table 8). 
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Table 8 

Maternal Sleep-Based Attribution Ratings Across Quality of Scenario Child Sleep and 

MPISP-Own Child 

 

 PSP  

(n = 161) 

NPSP  

(n = 477) 

All 

(n = 638) 

 M (SD) M (SD) M (SD) 

Sleep-Based Attributions*  

Positive Sleep  

    Parent-centered locus 2.66 (.71) 2.71 (.73) 2.70 (.73) 

    Child-centered locus 3.01 (.69) 2.91 (.68) 2.93 (.69) 

    Controllability 2.66 (.81) 2.55 (.76) 2.58 (.77) 

    Intentionality 2.22 (.80) 2.19 (.77) 2.20 (.78) 

    Stability 3.14 (.53) 3.08 (.56) 3.10 (.55) 

Negative Sleep  

    Parent-centered locus 2.39 (.71) 2.46 (.74) 2.44 (.73) 

    Child-centered locus 2.83 (.71) 2.64 (.70) 2.68 (.71) 

    Controllability 2.23 (.74) 2.16 (.73) 2.18 (.73) 

    Intentionality 1.91 (.71) 1.84 (.71) 1.86 (.71) 

    Stability 3.14 (.54) 2.97 (.56) 3.01 (.56) 

All Sleep    

    Parent-centered locus 2.52 (.72) 2.59 (.75)  

    Child-centered locus 2.92 (.71) 2.77 (.71)  

    Controllability 2.45 (.80) 2.35 (.77)  

    Intentionality 2.07 (.77) 2.02 (.76)  

    Stability 3.14 (.53) 3.03 (.56)  

Note: MPISP-Own Child: Mothers’ perception of an infant sleep problem for their own 

child; PSP = Mothers who perceive a sleep problem in their children; NPSP = Mothers  

who do not perceive a sleep problem in their children; All = all mothers who responded 
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 to the question “Do you think your child has a sleep problem?” 

*1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree 
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5.0 DISCUSSION 

The findings from this study extend our understanding of maternal perceptions of 

infant sleep problems in a number of ways.  This study explores the child-related 

perceptions of mothers whose ability to spend extended periods of time with their infants 

provides them with a unique perspective on infant sleep.  It is also a first attempt to 

extend the maternal sleep-related cognitions literature to clarify mothers’ causal 

understanding of problematic infant sleep.  By determining how mothers assess 

problematic infant sleep, we increase our understanding of the factors which impact 

mothers’ help-seeking behaviours for infant sleep problems.  In addition, this study 

explores a type of maternal cognition – attributions – that has been studied extensively in 

relation to children’s social and emotional behaviours, but has never been examined in the 

context of infant sleep.   

5.1 When are mothers more likely to identify infant sleep as problematic? 

The primary goal of this study was to better understand the conditions under which 

mothers would consider infant sleep to be problematic. Child age, mothers’ perception of 

an infant sleep problem for their own children, and mothers’ sleep-based attributions were 

examined in relation to mothers’ assessments of infant sleep problems. As expected, the 

results of this study showed that mothers are more likely to find sleep problematic when 

they perceive a sleep problem in their own children, and when the child who is being 

evaluated is older and viewed as being more responsible (greater child-centered locus, 

controllability, and intentionality) for the negative sleep behaviour.  

5.1.1 Mothers’ perception of infant sleep problems in their own children. It 

may be that on the whole, mothers who perceive a sleep problem for their own children 

have children who actually experience more severe sleep problems than mothers who do 
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not perceive a sleep problem for their own children.  Such real experiences may shape 

their perceptions about infant sleep problems. Mothers who have had more experience 

with disturbed sleep and thus become more likely to assess an infant sleep problem would 

be considered accurate in situations where the child being evaluated indeed has 

problematic sleep. However, these mothers’ increasingly automatic evaluations about 

infant sleep behaviours may also be less objective (i.e., “my child has a problem, this 

child probably has a problem too”). There is potential for concern about the possible 

inaccuracy of these mothers’ reports about infant sleep. However, considering that the 

negative sleep scenario in this study was depicted as displaying fairly problematic sleep, 

those who agreed that a sleep problem was present were correct in saying so. It would 

seem then that for this study mothers whose own children have a perceived sleep problem 

were also more likely to be accurate judges of problematic sleep. However, more research 

is needed showing such mothers scenarios with variations in disturbed sleep to determine 

whether this accuracy would maintain. 

Mothers’ tolerance for problematic infant sleep, which varies from parent to parent 

(Thiedke, 2001) and may be influenced by parental factors such as mood, fatigue, or 

parental daytime functioning, may also influence their perceptions of infant sleep 

problems. A lowered tolerance for problematic sleep could influence mothers towards 

perceiving more infant sleep problems. In the case of having a child with severely 

negative sleep, having a decreased tolerance towards problem sleep may increase 

mothers’ stresses significantly, and likely result in mothers identifying that the child has a 

sleep problem. With children with only mildly negative sleep, highly sensitive mothers 

may still be overwhelmed and consider there to be a sleep problem.  On the other hand, a 

higher tolerance for problematic sleep may influence mothers towards perceiving fewer 
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infant sleep problems. While high-tolerance mothers with children with only mildly 

negative sleep will probably identify the child as having no sleep problem, as long as 

those with children with severely negative sleep do not feel overly stressed, it would still 

be less likely for such mothers to perceive their child as having a sleep problem.  

5.1.2. Child age. An interesting finding was that mothers were more likely to assess 

an infant sleep problem when infants were one year of age and older, with no differences 

found between 12- and 23-month-olds. This suggests that a major shift in mothers’ 

perception of infant sleep problems occurs somewhere between 6 and 12 months of age.  

Several factors may contribute to this apparent change in perception.  Problems with 

falling asleep can happen with infants of different ages. However, with older infants, any 

problems they may naturally have with falling asleep could be compounded with 

problems with learned bedtime behaviours. For example, older infants may resist going to 

bed if their parents try to change bedtime interaction patterns that they had previously 

used before (i.e., feeding, rocking, being held).  Also, as infants become older, they tend 

to want to engage their environments more. Thus, they may increasingly protest bedtime 

or demand to be with parents when falling asleep.  This could result in creating the 

perception that older infants may have more sleep problems than younger infants. In 

addition, sleep patterns of younger infants are constantly shifting compared to infants 1 

year of age or older, whose night sleep tends to consolidate to one period of uninterrupted 

sleep (Anders, Halpem, & Hua, 1992; Thiedke, 2001).  Mothers may be less willing to 

label the negative sleep of younger infants as problematic due to an expectation about the 

transient nature of their sleep patterns, but more willing to do so for infants 1 year and 

older because they expect their sleep patterns to be more stable.  Lastly, the majority of 

infants (60-70%) are able to soothe themselves back to sleep by the age of 1 (Anders, 
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Halpem, & Hua, 1992). So even though older infants may wake in the night, they may 

require little to no soothing to return to sleep. Thus, an older infant who requires a lot of 

help to get back to sleep (as depicted in the sleep scenarios in this study) may be regarded 

by mothers as more likely to have a sleep problem compared to a younger infant. It is 

interesting that differences in mothers’ perceptions about infant sleep problems as related 

to child age seem to reflect the differences in sleep behaviours and patterns between 

younger and older infants that have been documented in the literature.   

5.1.3. Maternal sleep-based attributions. As hypothesized, this study found that 

the more problematic mothers perceived negative sleep to be, the more likely mothers are 

to believe that the negative sleep behaviour has something to do with the child, is 

controllable and intentional on the child’s part, and will continue in the future.  This maps 

onto the attributional pattern of mothers of children diagnosed with opposition and 

conduct problems, who also tend to perceive their children’s problem behaviours as 

internal to the child, controllable, intentional, and stable (Baden & Howe, 1992; Dix & 

Lochman, 1990; Himelstein et al., 1991; Reinhold & Lochman, 1991; Rubin & Mills, 

1990; Sobol, Ashbourne, Earn, & Cunningham, 1989).  Despite having a diagnosed 

disorder, mothers of children with ODD and CD view their children’s misbehavior as 

being a stable part of their disposition that is brought about intentionally.  This is in 

contrast to the pattern found amongst mothers of children diagnosed with ADHD. In 

accordance with a disease or disability model of the behaviour of children with ADHD, 

mothers of children with ADHD tend to attribute inattentive/impulsive child behaviours 

to internal and stable causes, but view those behaviours as being uncontrollable by the 

child or parent (Johnston & Ohan, 2005).  Perhaps in this study, it was when mothers 

regarded disruptive sleep not as being suggestive of a disorder which cannot be controlled 
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by the child, but being indicative of a problem in disposition that is brought about 

intentionally that they were more likely to identify a sleep problem.  

Contrary to what was expected, mothers had higher endorsements of parent-

centered locus when they thought sleep was problematic, thus giving responsibility to the 

parents also for undesired infant sleep behaviours. Attributions along this dimension do 

not seem to match those of mothers of children with socio-emotional behaviour problems.  

The misbehaviours of such children are typically thought to be internal to the child and 

outside of parental influences, and thus their mothers tend to have higher endorsements 

on the dimension of child-centered locus and lower endorsements on the dimension of 

parent-centered locus (Baden & Howe, 1992; Johnston & Patenaude, 1994; Mouton & 

Tuma, 1988; Roberts et al., 1992).  It is interesting that in the context of problematic 

infant sleep behaviour, mothers who believe that a child has a sleep problem tend to 

perceive the negative infant sleep as being due to child and parent influences. This may 

be a function of age, where during infancy and toddlerhood, mothers perceive the parent 

and child as being a cohesive unit where the child’s behaviours are highly influenced by 

parents’ actions, thus explaining why mothers are more likely hold parents responsible for 

infants’ problem behaviours. It may be that when children get older and develop more 

cognitively and behaviourally that mothers begin to give children more sole responsibility 

over their own actions.  It may also be a function of type of behaviour, where sleep 

behaviours in particular are perceived by mothers to be more susceptible to parental 

influences than socio-emotional behaviours. As a result, problematic sleep behaviours are 

seen as being due to both child and parent factors, whereas problematic socio-emotional 

behaviours as seen as being due more to child factors and less to parent factors.  
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5.2 How useful are child age, mothers’ perception of problematic sleep for their own 

children, and sleep-based attributions for predicting assessments of problematic 

infant sleep? 

Based on the Transactional Model of Infant Sleep, different child and maternal 

characteristics (child age, maternal sleep-based attributions, and MPISP-Own Child) were 

tested to determine their ability to predict mothers’ assessment of problematic infant 

sleep. Although this model had not been used to examine mothers’ assessment of 

problematic infant sleep, this type of parental sleep-based cognition fits within the model, 

and also represents an important parenting construct which needs to be better understood. 

While the overall model was statistically significant, the amount of variance accounted 

for is quite low. Also, not all the variables included were significant predictors of 

mothers’ assessment of problematic infant sleep.  

5.2.1. Maternal factors. Maternal cognitions came out as stronger predictors of 

mothers’ assessment of problematic infant sleep than child age. Amongst the maternal 

cognitive variables, mothers’ perception of a sleep problem for their own children better 

predicted whether they would assess problematic infant sleep in a scenario than did their 

attributions. 

As previously discussed, perceiving a sleep problem in one’s own child may be a 

product of mothers’ real experiences of repeated frustration when managing negative 

infant sleep. It may also be a function of mothers’ tolerance for problematic infant sleep, 

such that mothers with less tolerance may perceive mildly negative sleep as suggestive of 

a sleep problem, when it would not be considered to be problematic by clinical standards. 

On the flip side, mothers who do not perceive a sleep problem in their children may not 

have been had many experiences managing negative infant sleep. However, they may also 
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have a higher tolerance of negative sleep, and may not perceive a sleep problem even 

with sleep that is severely negative. Together, these factors may impact mothers’ 

cognitions about and perceptions of negative infant sleep in general, and impact the way 

they evaluate all negative infant sleep behaviours. This may explain why their perception 

of problematic sleep in their own children seemed to better predict their global perception 

of problematic sleep in infants.  

As for mothers’ sleep-based attributions, parent-centered locus, intentionality, and 

stability significantly predicted whether mothers identified an infant sleep problem, while 

child-centered locus and controllability did not. Given that parent-centered locus was the 

strongest attributional predictor of mothers’ assessments of problematic infant sleep, it is 

interesting that child-centered locus did not reach significance.  It seems that mothers are 

more willing label an infant sleep problem when they believe that a parent rather than a 

child is responsible for the negative sleep. Perhaps mothers find it hard to ignore that 

internal, child factors have a certain impact on infant sleep (explaining why the majority 

agreed that negative sleep was caused by child-related factors), but do not necessarily 

think that such child factors are indicative of problematic sleep. Parents however, may be 

seen as being instrumental in affecting the sleep of infants and toddlers, and thus the brunt 

of the responsibility may fall on the parents when sleep is perceived to be problematic.  

With regards to intentionality, although the majority of mothers disagreed that 

negative sleep was intentional, those who agreed that negative sleep was purposeful were 

more likely to perceive an infant sleep problem. Perhaps when children are seen as 

willfully working against the parents to disrupt their sleep, poor sleep is regarded as more 

resistant to change, and thus that much more likely to be problematic. Given that 

intentionality and controllability attributions often go hand in hand (Weiner, 1985), it 
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seems surprising that controllability was not a significant predictor. It may be that even 

when infants are viewed as being in control of their poor sleep behaviours (i.e., fussing), 

this behaviour may be considered less resistant to change as compared to intentional 

disruption, and thus mothers do not seem to associate control with a sleep problem. 

Lastly, the finding that the more stable mothers thought disruptive sleep was the 

more likely they were to say that a sleep problem was present is consistent with the fact 

that a defining feature of a sleep problem is the persistence of disruptive sleep over time.  

5.2.2. Child factors. Mothers were significantly more likely to perceive an infant 

sleep problem for older infants than younger infants. This effect was found to be 

incremental, with the effect found between 6- and 23-month-olds being stronger than the 

effect found between 6- and 12-month-olds. However, mothers were no more likely to 

identify a sleep problem for a 23-month-old than for 12-month-olds. One possibility for 

this is that sleep development is viewed as occurring in stages, with each stage signifying 

a shift in stabilization and changes in behaviour. As indicated by the finding that 12-

month-olds were seen as being more likely to have problematic sleep than 6-month-olds, 

perhaps one of the first developmental shifts in sleeping is seen to occur between these 

two ages. The lack of perceived difference between 12- and 23-month-olds suggests that 

another stage of change in relation to problem perception may not be seen until perhaps 

children are older than 23 months of age. For example, active bedtime refusal (i.e., 

preferring to stay up to play) may occur more frequently when children are older than 23 

months of age and demonstrating more intentional behaviours (Flavell, 1999; Shultz, 

1980). Thus, such increased bedtime difficulties may be regarded as more indicative of a 

sleep problem for older children who display them. 
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Although child age was a significant positive predictor of mothers’ assessments of 

problematic infant sleep, it is surprising how little variance it accounted for, given how 

important age is to the development of sleeping patterns (Anders, Halpem, & Hua, 1992; 

Thiedke, 2001). This is a reflection of the overall weakness of the link between child age 

and mothers’ assessments of an infant sleep problem for a scenario child. It seems that 

when mothers were assessing whether sleep is problematic, they did not find child age to 

be compelling enough of a reason for that effect to be stronger.  

5.2.3. Predictive utility of model. Considering that the overall model accounted for 

only 23% of the variance in mothers’ assessments of an infant sleep problem, this 

suggests that factors other than those examined in this study may better explain how 

mothers perceive infant sleep problems. This study took the first step in examining 

mothers’ perceptions of infant sleep problems in the context of mothers’ causal inferences 

for infant sleep, mothers’ perception of a problem for their own children, and child age, 

but there are a variety of maternal, child, and external/situational factors which could 

better explain how mothers identify problematic infant sleep. As outlined by the 

Transactional Model of Infant Sleep (Sadeh, Tikotsky, & Anders, 2010), mothers’ 

cognitions may be impacted by their sleep-related interactions with infants, by their 

infants’ sleep behaviours, by intrinsic infant factors such as health and temperament, and 

by contextual/situational factors such as their culture, physical environment, and family 

(i.e., stress and support). It is difficult to determine the importance of different maternal, 

infant, and contextual factors without directly examining their contributions to mothers’ 

assessment of infant sleep problems. However, one can speculate about the impact that 

certain factors may have on assessment of problematic infant sleep. Previous research has 

suggested that parents’ perception of child behaviour is affected by parental mood 
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(Chilcoat & Breslau, 1997; Najman et al., 2000), which in turn can be affected by 

parental sleep quality. As previously discussed, such factors may impact mothers’ 

tolerance for disruptive sleep, and affect the likelihood that mothers would perceive sleep 

as problematic. Cultural norms regarding infant sleep practices may also impact whether 

parents perceive infant sleep to be problematic. For example, as compared to parents who 

co-sleep in reaction to sleep problems, parents who choose to co-sleep may be less 

bothered by their infants’ night-time behaviours (i.e., night-wakings), and thus less likely 

to say that the behaviour is indicative of a problem. Future studies could take these 

additional factors into account to gain a more comprehensive view of mothers’ perception 

of infant sleep problems. 

5.3 Do mothers make similar attributions for infant sleep as they do for children’s 

socio-emotional behaviours? 

The second objective for this study was to determine whether attributions for infant 

sleep map onto the attributional patterns for children’s socio-emotional behaviours found 

in the literature. To do this, important moderators of attributions of children’s socio-

emotional behaviours were assessed for their impact on attributions for infant sleep. 

5.3.1 Do mothers make similar attributions for younger and older infants? In 

line with the literature on children’s socio-emotional behaviours (Dix et al., 1986), 

mothers perceived the sleep behaviours of older infants as being more controlled, 

purposeful, and stable than those of younger infants. These findings suggest that as 

infants develop and age, parents correspondingly alter their perception of infant sleep 

behaviours; specifically, in a manner that holds older children more responsible for their 

sleep behaviours than younger children. These changes in perception may be influenced 
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by the various developmental changes that they observe during infancy, where infants 

increasingly gain mastery of various tasks (Flavell, 1999).  

While the literature reports parental attributions about children’s socio-emotional 

behaviours which are increasingly internal as children develop, no age differences were 

found on the dimension of child-centered locus for infant sleep behaviours.  Instead, 

parents are seen to have more influence over the sleep behaviours of older infants than of 

younger infants. It may be that mothers perceive the internal or child-related factors 

which influence infant sleep patterns as mostly physiological qualities (i.e., being a light 

or heavy sleeper, sensitivity to noise and light), which may not change with age.  For 

example, mothers may expect a light-sleeping child at 6 months of age to continue to be a 

light-sleeping child at 12 and 23 months of age. However, children’s cognitive 

developments have growing influence over their socio-emotional behaviours as they age 

(i.e., by increasing their awareness of the meaning and consequences of their actions) 

(Flavell, 1999), which helps to explain why parents perceive children’s socio-emotional 

behaviours as being due to increasingly internal causes with age. Parents, on the other 

hand, have more opportunities to shape their children’s sleep over time through routine, 

explaining why parental influences may be perceived as stronger for older infants than for 

younger infants.  

 5.3.2. Do mothers make similar attributions for positive and negative sleep? 

For children’s socio-emotional behaviours, parents typically attribute more child 

responsibility (higher child-centered locus, control, and intent) for positive behaviours 

and less child responsibility (lower child-centered locus, control, and intent) for negative 

behaviours. When making attributions about infant sleep, mothers also seem to adopt this 

general attributional pattern, which credits children for desired behaviours (i.e., peaceful 
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sleep) and places less blame on children for undesired behaviours (i.e., disruptive sleep). 

This pattern of attribution places children in the most positive light (Dix, Ruble, Grusec, 

& Nixon, 1986; Gretarsson & Gelfand, 1988; Johnston & Leung, 2001).  

Mothers also seem to be making attributions that favour parents, in that they credit 

parental influences for desired sleep behaviours more than they blame parental influences 

for undesired sleep behaviours. With mothers endorsing both a “parent-protecting” and 

“child protecting” stance, it seems that both parent and child are recognized for good 

sleep behaviour, but neither are viewed as contributing to poor sleep. Thus, it appears that 

perhaps external or situational factors are seen as being responsible for poor sleep.  

The general attributional pattern endorsed by parents suggests that when children 

behave well, parents are more likely to say that the good behaviour is stable. Bad 

behaviour on the other hand is regarded as being more temporary. For infant sleep 

however, mothers did not differ in their stability attributions, regarding positive and 

negative infant sleep to be equally stable. The discrepancy in stability attributions for 

children’s socio-emotional behaviours and for infant sleep behaviours may be accounted 

for by differences in the meaning of making stability attributions for the two types of 

behaviour. When parents attribute more stability to prosocial child behaviours but less 

stability to child misbehaviours, these attributions contribute to an image of a well-

behaved child as opposed to a poorly-behaved child. On the other hand parents who 

attribute more stability for good sleep but less stability for poor sleep paint the image of a 

good sleeper as opposed to a bad sleeper. Although there is a considerable difference 

between a well-behaved and poorly behaved child and between a good and bad sleeper, it 

may be considered much more “child-blaming” to say that a child is poorly-behaved than 

to say that a child is a bad sleeper. Poorly-behaved children may have more control and 
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intent attributed to their misbehaviours. Bad sleepers on the other hand may not have a 

strong sense of control or intent over their sleep behaviours. Thus in a “child-protecting” 

fashion, parents may be more inclined to highlight good child behaviours as being more 

permanent and poor child behaviours as being more temporary, which would account for 

the difference in stability attributions for positive and negative child behaviours.  If 

labeling a child as a bad sleeper seems less “child-blaming” to mothers, they may be less 

invested in maintaining the image of a good sleeper and downplaying the image of a bad 

sleeper. This may explain why no differences were found in stability attributions for good 

and bad sleep. 

5.3.3. Does having a child with a perceived sleep problem impact mothers’ 

attributions about infant sleep? Clinical research on children’s socio-emotional 

behaviours reports an interaction between valence of child behaviour and diagnosis of 

child mental health problem. Compared to parents of normally developing children, 

parents of children with opposition or conduct problems see the child as being less 

responsible for positive behaviour and more responsible for negative behaviours. They 

also see the positive behaviours as being more transient and the negative behaviours as 

being more persistent. For infant sleep behaviours, no interaction was found between 

quality of sleep and mothers’ perception of an infant sleep problem for their child. 

Despite this, mothers who thought their child had a sleep problem made attributions 

which were different from mothers who did not think that. Specifically, mothers in the 

former group attributed more child influences, controllability, and stability to infant sleep 

behaviours than mothers in the latter group. One could speculate that having a child with 

perceived sleep problems may impact mothers’ sense of Parental Self-Efficacy (PSE), or 

one’s appraisal of his/her competence in the parental role (Coleman & Karraker, 2003; 
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Jones & Prinz, 2005; Teti & Gelfand, 1991). Children with perceived sleep problems 

likely experience more instances of disruptive sleep and their mothers are likely 

responsible for implementing the various interventions that are available to help manage 

sleep (i.e., extinction, graduated extinction, positive routines) (Mindell et al., 2006). 

These mothers may encounter more difficulties and frustrations when applying these 

methods than mothers of children who typically sleep well (and are thus less likely to 

have a perceived sleep problem).  In protecting their sense of PSE, when trying to 

understand why the infant sleeps the way he/she does, mothers of children with perceived 

sleep problems may come to believe that the major factors influencing sleep behaviours 

are more child-related than parent-related. In line with this theory, mothers perceiving a 

sleep problem for their children attributed more child control to sleep behaviours than 

mothers who did not perceive a problem.  

Compared to the mothers who do not perceive a sleep problem for their children, 

mothers who do perceive a problem seem to regard sleep behaviours as being generally 

more stable. This perception of the permanent nature of sleep may be reflective of the 

experience of mothers who perceive a sleep problem in their children. Perhaps after some 

failed attempts to correct their children’s disruptive sleep, these mothers concede to the 

idea that sleep cannot be changed and is likely to maintain its course over time. On the 

other hand, mothers who do not perceive a sleep problem in their children may not have 

experienced as much disruptive infant sleep and remain cautious thinking that “the worst 

may still come”. Or some of these mothers may have had more experiences in 

successfully correcting their children’s disruptive sleep, and thus believe that sleep 

patterns are not absolute.  
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5.4 How might attributional dimensions like controllability and intentionality differ 

for infant sleep as compared to the sleep behaviours of adults? 

Although controllability and intentionality are attributional dimensions which are 

often considered together for child behaviours, the findings from this study suggest that in 

the case of young children it may be more prudent to evaluate their contributions 

separately. There are subtle differences between controllability and intentionality which 

may not be evident when applied to certain age groups or types of behaviour. It has been 

said that controllability and intentionality typically have high covariances, with 

correlations around r = .90 (Anderson, 1983). This makes sense since people generally 

intend to do things they can control, and can control what they intend to do. However, in 

the case of infants and toddlers, what they can control may not necessarily be intentional, 

as their concepts of intent do not begin to fully form until they are older (Flavell, 1999; 

Shultz, 1980). Young children also might not be able to control what they intend to do, 

since they may not have the motor and expressive skills required to carry the task out.  

Different behavioural examples may help to illustrate this point. Night-waking in 

adults may be seen as unintentional but controllable since adults are typically in full 

control of their environment and have the knowledge and foresight to be able to prevent 

disruptive sleep (i.e., drinking coffee or becoming too excitable before bedtime). For 

infants however, night-waking is likely seen as both uncontrollable and unintentional 

since parents control children’s environment and infants lack the understanding of the 

relationship between their behaviours and their sleep. When delaying bedtime, adults are 

likely in control and fully intent on not going to sleep (i.e., staying up late to do work or 

to go out). But with infants, fussing behaviours may be seen as controllable but not 

intentional, since infants may physically be in control when fussing, but may not be doing 
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so on with a purpose in mind. And refusing bedtime may be seen as both controllable and 

intentional on the child’s part, as he/she may be in physical control, and have a goal in 

mind (i.e., staying up late to play). 

Thus it seems that different attributions could be made for the same behaviours 

across different age groups, due to varying capacities for control and intent. Hence, when 

considering sleep-based attribution research involving controllability and intentionality, it 

is very important to consider the specific sleep behaviours as well as the age group being 

evaluated. 

5.5 Clinical Implications 

The findings from this study provide a number of ways to inform clinical 

interventions. With mothers being more likely to perceive sleep problems for older 

infants, preventative measures may be taken to provide infant sleep education to mothers 

before their infants reach the age where mothers are more likely to perceive a problem. 

This would serve as a source of confirmation for mothers with accurate age-related 

expectations about infant sleep, and as a method for improving accuracy amongst mothers 

with inaccurate age-related expectations about infant sleep.  

Health professionals may wish to ask mothers routinely whether they think their 

children have sleep problems. The severity of problematic infant sleep may be further 

assessed for mothers who do perceive a sleep problem. As the ability to tolerate 

problematic sleep is not equal across mothers, sleep interventions may be offered to all 

mothers who perceive a sleep problem, regardless of severity of negative infant sleep. 

Sleep education could also be offered to mothers of children with mild problems. It is 

possible that mothers who perceive a problem with children with mildly negative sleep 

are uncertain as to what constitutes a sleep problem, in which case receiving more 
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accurate information about infant sleep could help reduce stress that comes with thinking 

that one’s child has a disorder. Given the tendency for inflation on the attributional 

dimension of parent-centered locus amongst mothers who perceive a sleep problem for 

their child, healthcare workers may wish to assess for it. Mothers who take more 

responsibility for negative infant sleep may exhibit a diminished sense of PSE. As such, 

interventions may be designed to include a PSE-building component, particularly as 

related to infant sleep. Also, given the relationship between more hostile attributions and 

harsher parenting responses, healthcare professionals may wish to determine whether 

mothers who perceive their child’s sleep to be problematic also believe that his/her 

disruptive sleep is dispositional, controllable, and intentional in nature. It is possible that 

these types of sleep-based attributions may be associated with greater hostility towards 

the child, and more sleep education and parenting support in managing infant sleep could 

be provided for parents who highly endorse such beliefs. Lastly, given that MPISP-Own 

Child seems to impact the way one perceives infant sleep problems, it is possible that it 

may also impact mothers’ ability to objectively perceive infant sleep behaviours. Both 

clinicians and researchers may wish to take this into account when collecting and 

interpreting maternal reports about infant sleep. 

5.6 Limitations 

There are several limitations in this research that are important to acknowledge.  

The mothers in the sample for this study represent a fairly homogenous group, in which 

the majority was highly-educated, married, and Caucasian, and had a moderate to high 

level family income. The use of a self-selected internet sample may have limited my 

ability to obtain more demographical variability, as individuals who are White, have 

higher household incomes and education are also more likely to have access to the 
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internet (National Telecommunications & Information Administration, 2000).  However, 

it should be noted that this sampling approach is comparable to that of past studies on 

parental attributions and sleep-based cognition, which also tended to use self-selected 

samples. 

While having less demographic variability makes it unlikely that the differences 

found for this study are due to group differences in demographic factors, it is also 

possible that these findings may not look the same in groups with a different demographic 

make-up. To gain a better understanding of the maternal perception of infant sleep, it 

would be helpful to consider cross-cultural applications of the findings of this study. 

Specifically, it might be wise to compare the infant sleep problem perceptions of parents 

in western and eastern cultures, considering the differences in infant sleep parenting 

practices which have been previously documented (Latz, Wolf, & Lozoff, 1999; Morelli, 

Rogoff, Oppenheim, & Goldsmith, 1992; Weisner, 2009). Also, considering that parents 

with higher socioeconomic status may be afforded more avenues and leisure to seek out 

information on infant sleep development and experience less day-to-day stress than 

parents from with lower socioeconomic status, it would be worthwhile to explore 

potential differences in infant sleep problem perception between groups with differing 

socioeconomic status. 

The use of categorical assessments in research is fraught with controversy in the 

social sciences (Haslam, 2003; Kessler, 2002), and the decision to use a categorical 

measure (“Yes/No”) to assess mothers’ perception of infant sleep problems in their own 

children may be viewed by some as a limitation of this study. Opponents argue that using 

categorical variables result in a loss of statistical power, and suggest that dimensional 

variables should be favoured because they provide more information (Cohen, 1983; 
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Kraemer, Noda, & O’Hara, 2004).  With regards to the issue of power, a large sample 

was anticipated and obtained for this study, and thus the loss of statistical power should 

not be considered to be problematic. Also, the key information that I wanted to capture 

for this study was whether mothers perceived a sleep problem in their own child 

(categorical), rather than the degree of perceived severity of their child’s disruptive sleep 

(dimensional). While dimensional responses represent a more sensitive method of 

measurement, it would not have yielded the group information which was required.   

To determine the problematic sleep status of infants, I assessed mothers` 

perception of whether their own child had a sleep problem, instead of assessing for 

diagnosed child sleep disorders.  As such, these findings may differ in a sample of 

mothers with children with sleep problems at a clinical level. However, given that the 

goal of this research was to better understand mothers’ perception of infant sleep 

problems, I felt it would be more important to understand potential group differences on 

the constructs of interest based on whether mothers believed that their children had sleep 

problems.  

Previous research examining mothers’ perception about child behaviour which used 

hypothetical vignettes tended to use a number of scenarios which depicted the same type 

of behaviour (i.e., prosocial, inattentive, impulsive, oppositional).  In eliciting mothers’ 

sleep-based attributions and assessments of problematic infant sleep, mothers were 

presented with two hypothetical scenarios depicting an infant experiencing completely 

positive and severely negative sleep.  Although this approach is helpful for an initial 

examination of these specific maternal sleep-related cognitive constructs, the lack of 

variety in scenarios makes it difficult to determine how mothers would react across 

various situations.  It has been said that child behavior and parental attributions are most 
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similar across clinical and non-problem groups when the exemplars of child behavior are 

clearly positive or negative, and that group differences are most likely to emerge when 

the child behavior stimuli are ambiguous (Strassberg, 1995). Considering this, it would be 

worthwhile to see whether mothers would react similarly to a variety of scenarios 

depicting differing degrees of sleep disturbance (i.e., severely negative, moderately 

negative, mildly negative, positive), creating scenarios which are more and less 

ambiguous to maximize group differences which may emerge for parental attributions. 

5.7 Future Directions 

This study has contributed to our understanding of maternal perceptions of infant 

sleep problems in a number of ways. First, several factors which predict mothers’ 

perception of infant sleep problems have been identified, including mothers’ perception 

of a sleep problem for their own child, maternal sleep-based attributions (specifically, the 

dimensions of parent-centered locus, intentionality, and stability), and child age.  There 

are also a number of ways in which maternal sleep-based attributions map onto maternal 

attributions for children’s socio-emotional behaviours. Child characteristics such as child 

age, valence of behaviour, and diagnosis of child problem, which have been found to be 

important for understanding maternal attributions for children’s socio-emotional 

behaviours, have also been found to be important for understanding mother’s sleep-based 

attributions. These findings also suggest that mothers demonstrate a “child-protecting” 

pattern of sleep-based attributions, such that more responsibility is given to the child for 

desired sleep behaviours than undesired behaviours. Additionally, while undesired 

behaviours are attributed to child-related and stable factors, they are also perceived as less 

controllable by the child, thereby excusing the child. This pattern parallels the one found 
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amongst mothers with children with ADHD, in accordance with a disease or disability 

model of child behaviour.  

A number of research questions and opportunities for future directions have also 

been generated by the results of this study. Of primary interest is whether these findings 

extend to fathers. Although it was decided that using a large sample comprised of mothers 

would be an adequate first step to examining parental sleep-based attributions and 

assessments of problematic infant sleep, the larger self-selected sample from which this 

sample was derived included too few fathers to consider a gender comparison amongst 

parents. Since both mothers and fathers often share in the responsibility of child care as 

related to infant sleep, and considering the well-documented mother-father differences 

that have been reported for various parenting-related phenomena, it is crucial to gain a 

better understanding of fathers’ perceptions of infant sleep problems as well.   

With regards to child age, it would be interesting to establish what expectations 

mothers have about infant sleep development, and whether these expectations change 

across different age groups.  Considering that mothers seem to excuse infants for poor 

sleep and hold themselves more responsible, is there an age when they instead begin to 

hold children more responsible for poor sleep? It may also be informative to understand 

how mothers come to develop these expectations. For example, are their expectations 

based on their experiences with their own children, on socio-cultural norms (i.e., as 

depicted in media), or on anecdotes that they have heard from other parents? 

Mothers’ experiences with and tolerance for negative sleep were suggested as 

factors which may predict mothers’ perception of problematic infant sleep. Future 

research could test this hypothesis by assessing mothers’ problem sleep tolerance and 

experiences to determine whether differing levels across these two factors correspond to 
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different perceptions of infant sleep problems. Aside from these factors, other parent, 

child, interactive, and contextual characteristics identified by Sadeh, Tikotzsky, and 

Anders (2010) may further account for variance in mothers’ perception of infant sleep 

problems, which future research on this topic should take into consideration. 

Although interaction effects have been documented between valence of behaviour 

and diagnosed child problem for maternal attributions for children’s socio-emotional 

behaviours, the lack of interaction in the context of infant sleep behaviour begs the 

question of whether mothers’ perceptions about infants (versus older children) or sleep 

behaviours (versus socio-emotional behaviours) were responsible for this effect. Future 

studies may wish to directly compare mothers’ attributions for children’s sleep and socio-

emotional behaviours across infancy and later childhood to determine the consistency of 

this effect. A variety of infant sleep scenarios may also be used to assess whether 

mothers’ responses would remain reliable, and behaviours could range from clearly 

problematic to something more ambiguous to help maximize group differences. 

Finally, with one of the most important reasons for studying maternal sleep-based 

attributions and perception of infant sleep problems being the potential influence these 

factors may have on parents’ behaviours, a crucial next step is to investigate the 

relationship between these sleep-based cognitions and parenting and help-seeking 

behaviours as related to sleep. 
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Appendix A: Ethics approval from University of Regina ethics board 
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Appendix B: Consent form 

 

You are being asked to take part in a research project. This project is being conducted by 

Dr. Lynn Loutzenhiser, Assistant Professor, University of Regina and John Hoffman, 

contributing editor, Today's Parent Magazine. All research projects carried out by the 

Department of Psychology are covered by the rules of the Research Ethics Board at the 

University of Regina.  

 

Below is an explanation of the research study. Please read through it carefully and if you 

agree to participate, please check the YES box at the end of this form.  

 

1. Purpose of the Study. The purpose of this project is to increase our understanding of 

night-waking in infants and toddlers from 6 to 23 months of age. You will be asked about 

night-waking, your expectations and attitudes in regards to sleep behaviors, the impact of 

night-waking on you and your child’s daytime and night-time functioning, ways in which 

you manage infant and toddler night-time sleep, sleep training methods you use and how 

effective you find these, as well as child characteristics associated with parent 

management of sleep behaviors. 

 

2. Explanation and Procedures. You will be asked to complete questionnaires and answer 

some open-ended questions on-line that should take about 10 to 20 minutes.  

 

3. Benefits, Discomforts and Risks. You will not receive any direct benefits for 

participating in this study, however, we very much appreciate your willingness to take 

part in this study. No discomfort or risks are anticipated with your participation in this 

study.  

 

4. Confidentiality. All of the information collected during this study will be confidential. 

While the results of the research study will likely be shared with other people and may be 

published in scientific reports, your name and the fact that you participated in the study 

will be kept confidential.  

 

All information collected as part of this study will be kept in the strictest confidence. 

While the data collection is done online, it will be protected using 128 bit SSL security 

protocols (the same as used by banking institutions). The data, while being compiled on-

line, are only accessible through a user name and password. Your files will be 

electronically deleted after 5 years upon completion of the study. Access to this 

information will be limited to the primary researchers.  

 

5. Refusal/Withdrawal. The decision whether to participate in this study is entirely up to 

you. If you do not submit the completed questionnaires and answers to questions, your 

data will be deleted.  

 

6. Rights and Complaints. This project was approved by the Research Ethics Board, 

University of Regina. If research participants have questions or concerns about their 

rights as participants, they may contact the Chair of the Research Ethics Board at 

(306)585-4775 or by email at research.ethics@uregina.ca . 
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I acknowledge that I have read the above explanation of this research project, and I 

choose to participate in this research.  

 Yes 

 No 
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Appendix C: Maternal demographic information 

 

Before you begin the survey questions, we are interested in knowing a bit about you. 

Please complete the following information about yourself: 

 

 Do you currently reside in Canada?  

Yes     No 

 

Are you:  

 Female 

 Male 

 

 How old are you (in YEARS)? ___________ 

 

What is your current marital status? 

 

 Married 

 Common-law 

 Single 

Divorced 

 Separated 

 Widowed 

 

How many children do you have?  

1      2       3          4          5  6 and over   

 

Which of the following ethnicities would you say best applies to you? 

Aboriginal  African  Asian  Caucasian   

Hispanic  Middle Eastern Mixed   

Other (please specify) 

 

What is the highest level of education you have obtained?  

 Less than high school    Bachelor’s Degree  

 Doctoral Degree 

 High School     Technical school certificate/diploma 

 Some post-secondary education  Master’s Degree 

 

What is your total gross family income?  

< $20,000 $20,000-40,000 $40,000- 60,000     $60,000- 80,000      

>$ 80,000 

 

Most of the following questions will ask about your experiences with ONE child who is 

CURRENTLY in the age range of 6 to 23 months. If you have more than one child within 

this age group, please pick one child and answer the following questions about this child 

only. Please tell us a bit about this child. 

 

How old, in months, is this child? ___________ 
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Appendix D: Mothers’ perception of sleep problems in their own children (MPISP-

Own Child) 

 

Do you think your child has a sleep problem?  

 Yes  

 No  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

102 

Appendix E: Maternal sleep-based attributions 

 

We would like you to read a couple of scenarios describing infant/toddler night-time 

behaviours and to answer questions about why the child in the scenario acts as he/she 

does. We realize that three can be many things that influence a child’s behaviour at the 

same time, and it can be difficult to judge what causes a child’s behaviour. There are no 

right or wrong answers, and if you have difficulty judging, just go with your first 

impression. After reading each scenario, please select the answer for each question that 

best reflects your thoughts. 

 

A 6-month old easily settled himself/herself to sleep without needing help from a 

parent. The child slept through the night without waking. 

 

A 6-month-old child fussed while being put down to bed, and it took an hour for the 

parent to get him/her to sleep. During the night, the child woke up three times, and 

the parent had difficulty settling the child back to sleep each time. 

 

A 12-month old easily settled himself/herself to sleep without needing help from a 

parent. The child slept through the night without waking. 

 

A 12-month-old child fussed while being put down to bed, and it took an hour for 

the parent to get him/her to sleep. During the night, the child woke up three times, 

and the parent had difficulty settling the child back to sleep each time. 

 

A 23-month old easily settled himself/herself to sleep without needing help from a 

parent. The child slept through the night without waking. 

 

A 23-month-old child fussed while being put down to bed, and it took an hour for 

the parent to get him/her to sleep. During the night, the child woke up three times, 

and the parent had difficulty settling the child back to sleep each time. 

 

 Strongly 

Agree 

Agree Disagree Strongly 

Disagree 

It is something about this child that brings 

about these nighttime behaviours. 

 

    

These nighttime behaviours are under this 

child’s control. 

 

    

This child is purposely behaving this way. 

 
    

It is something about this parent that 

brings about these nighttime behaviours. 

 

    

These nighttime behaviours will happen 

again in the future. 
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Appendix F: Maternal assessment of an infant sleep problem for a scenario child 

 

We would like you to read a couple of scenarios describing infant/toddler night-time 

behaviours and to answer questions about why the child in the scenario acts as he/she 

does. We realize that three can be many things that influence a child’s behaviour at the 

same time, and it can be difficult to judge what causes a child’s behaviour. There are no 

right or wrong answers, and if you have difficulty judging, just go with your first 

impression. After reading each scenario, please select the answer for each question that 

best reflects your thoughts. 

 

A 6-month old easily settled himself/herself to sleep without needing help from a 

parent. The child slept through the night without waking. 

 

A 6-month-old child fussed while being put down to bed, and it took an hour for the 

parent to get him/her to sleep. During the night, the child woke up three times, and 

the parent had difficulty settling the child back to sleep each time. 

 

 

A 12-month old easily settled himself/herself to sleep without needing help from a 

parent. The child slept through the night without waking. 

 

A 12-month-old child fussed while being put down to bed, and it took an hour for 

the parent to get him/her to sleep. During the night, the child woke up three times, 

and the parent had difficulty settling the child back to sleep each time. 

 

 

A 23-month old easily settled himself/herself to sleep without needing help from a 

parent. The child slept through the night without waking. 

 

A 23-month-old child fussed while being put down to bed, and it took an hour for 

the parent to get him/her to sleep. During the night, the child woke up three times, 

and the parent had difficulty settling the child back to sleep each time. 

 

 Strongly 

Agree 

Agree Disagree Strongly 

Disagree 

This infant has a sleep problem. 

 
    

 

 

 


