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Abstract
Background: Up to 25% of 1- to 10-year-old children experience insomnia (ie, resisting bedtime, trouble falling asleep, night
awakenings, and waking too early in the morning). Insomnia can be associated with excessive daytime sleepiness and negative
effects on daytime functioning across multiple domains (eg, behavior, mood, attention, and learning). Despite robust evidence
supporting the effectiveness of behavioral treatments for insomnia in children, very few children with insomnia receive these
treatments, primarily due to a shortage of available treatment resources.
Objective: The Better Nights, Better Days (BNBD) internet-based program provides a readily accessible electronic health
(eHealth) intervention to support parents in providing evidence-based care for insomnia in typically developing children. The
purpose of the randomized controlled trial (RCT) is to evaluate the effectiveness of BNBD in treating insomnia in children aged
between 1 and 10 years.
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Methods: BNBD is a fully automated program, developed based on evidence-based interventions previously tested by the
investigators, as well as on the extant literature on this topic. We describe the 2-arm RCT in which participants (500 primary
caregivers of children with insomnia residing in Canada) are assigned to intervention or usual care.
Results: The effects of this behavioral sleep eHealth intervention will be assessed at 4 and 8 months postrandomization.
Assessment includes both sleep (actigraphy, sleep diary) and daytime functioning of the children and daytime functioning of their
parents. Results will be reported using the standards set out in the Consolidated Standards of Reporting Trials statement.
Conclusions: If the intervention is supported by the results of the RCT, we plan to commercialize this program so that it is
sustainable and available at a low cost to all families with internet access.
Trial Registration: ClinicalTrials.gov NCT02243501; https://clinicaltrials.gov/show/NCT02243501 (Archived by WebCite at
http://www.webcitation.org/6x8Z5pBui)
(JMIR Res Protoc 2018;7(3):e76) doi: 10.2196/resprot.8348
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Introduction

the need for further experimental research to evaluate the impact
of children’s sleep problems and available treatment [18].

Pediatric Sleep Problems and Daytime Consequences

Treatment of Pediatric Insomnia

Sleep problems are highly prevalent among children [1,2].
Although there is a range of physiological causes for inadequate
sleep (eg, sleep apnea, restless legs syndrome, and narcolepsy),
by far the most common problem is insomnia. This condition
is defined as “repeated difficulty with sleep initiation, duration,
consolidation, or quality that occurs despite age appropriate
time and opportunity for sleep, which results in some form of
daytime functional impairment for the child and/or family” [3].
Insomnia affects approximately 10% to 25% of typically
developing children in the general population. The higher
estimates include children showing bedtime resistance; this is
probably the most relevant rate, because this symptom is
independently associated with functional impairment for the
child and primary caregiver, henceforth referred to as parent.
Sleep habits developed in childhood shape sleep habits in
adulthood [4]; therefore, children with sleep problems often
grow into adolescents and adults with sleep problems [5]. Early
intervention therefore holds the promise of interrupting the cycle
of insomnia that plagues many individuals throughout their
lives.

The most common treatment for insomnia in children (and
adults) is medication. A chart review in outpatient health centers
found that 81% of children presenting with a sleep disorder
were prescribed medications [19]. This pattern of care is
troubling because there are no approved medications for
insomnia in children, and there are concerns about the safety
and side effects of these medications [20,21]. Moreover, these
medications are not effective in the long term, and their use
remains unjustified in most children [22]. In contrast, behavioral
interventions were recommended in only 22% of cases [19],
despite overwhelming evidence of their safety, short- and
long-term effectiveness [3,9,23-27], and acceptance by parents
[28,29]. A systematic literature review of behavioral intervention
studies reported that 94% of included studies (49/52) found that
these interventions were effective in treating insomnia, and 80%
of children treated demonstrated significantly improved sleep
[3]. Behavioral interventions not only have a direct impact on
children but also improve parents’ sleep, and increase their sense
of competence and control and ability to cope [30,31], as well
as change their knowledge and perceptions about sleep problems
[6]. The available evidence convincingly demonstrates that
behavioral interventions should be the first line of treatment,
but this is typically not the case.

Although there is less research on the effects of sleep problems
in children than adults, there is evidence that poor sleep in
children is associated with deficits in cognitive functioning (eg,
attention) as well as with poor emotional regulation, lower
academic achievement, and increases in negative mood and
behavioral problems [6-11]. There is also preliminary evidence
that short sleep in young children may be related to poorer
physical health, such as increased obesity [12]. There is further
evidence that sleep problems in children are associated with
impaired parental sleep and daytime functioning, including
increased parental stress, punitive parenting, and poorer
psychological functioning in parents [13-17]. Most studies of
the impact of children’s poor sleep have been correlational in
nature, rather than based on experimental manipulations. A
national survey of 1273 members of the American Academy
of Child and Adolescent Psychiatry outlining the prevalence of
insomnia in pediatric populations in clinical practice speaks to
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Treatment Barriers
The primary reasons for the low rate of treatment are due to a
shortage of available treatment resources and lack of knowledge
among health professionals about sleep disorders and treatment
[32]. Together, these issues result in sleep problems in children
often being minimized or ignored [33,34], and being
inadequately addressed even when acknowledged.
Evidence-based behavioral intervention protocols are not readily
available for clinical use, which is a classic case of a failure in
knowledge translation. Even when effective treatments are
available, they are usually provided in a traditional service
delivery framework, involving weekly parent training sessions
[35-38] or multiple clinic visits with health care professionals
[39,40]. These traditional approaches may be difficult for parents
because of scheduling conflicts, incidental costs, and travel
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difficulties. Thus, a major challenge to the delivery of behavioral
treatments is the inability of many families (especially those in
rural or remote areas or those who are economically
disadvantaged and lack insurance coverage for psychological
services) to access the services they require [41].

Internet-Based Treatment Programs
A growing body of research supports the effectiveness of
interventions delivered via the internet (eHealth, electronic
health), with a number of randomized controlled trials (RCTs)
demonstrating effectiveness for a range of chronic health and
mental health disorders in adults and children [42-44]. There
have been several studies evaluating internet-based treatment
programs for adult insomnia [45-50]. A systematic review and
meta-analysis published in 2016 on the effectiveness of
internet-delivered treatment for insomnia in adults, which
included 11 RCTs, reported that there was significant
improvement in sleep parameters among the participants who
received eHealth interventions [51]. A second systematic and
meta-analysis published in 2016, which included 15 RCTs, also
reported improved sleep in adults who received internet-based
behavioral interventions [52]. Most recently, a systematic review
examining mobile phone interventions for sleep disorders and
quality published in 2017 identified 12 RCTs that determined
that mobile interventions support the capability of attenuating
sleep disorders and enhancing sleep quality [53]. Although
internet-delivered interventions have proven effective for adults,
to date, the effectiveness of eHealth interventions has not been
established for typically developing children. To our knowledge,
there are no published reports evaluating internet-based
interventions for insomnia in preschool- and school-aged
children. A recent study described the development of a mobile
phone app to deliver cognitive behavioral therapy for insomnia
in adolescents [54]. There are 2 studies that have reported on
an internet-delivered intervention for infants and toddlers
[55,56], both of which found significant improvement in
children’s sleep including decreased sleep onset latency,
decreased frequency and duration of night awakening, and
significant improvement in parental sleep and mood as well as
increased parental confidence to manage children’s sleep. Given
that a survey of parents of young children found that all parents
indicated an interest in internet-based treatment programs for
sleep problems [57] and that 82% of North American parents
with children ages 6 to 16 years old have internet access [58],
the internet has the potential to be a powerful tool to overcome
barriers to the delivery of treatment for pediatric insomnia.

Rationale
The Better Nights, Better Days (BNBD) program, which is an
eHealth intervention for primary caregivers of children ages 1
to 10 years who present with insomnia, can bridge this
knowledge to practice gap by providing a potential solution to
one of the most common treatment barriers—access to care.
BNBD is an innovative, bilingual (English and French) eHealth
program for parents, which aims to provide accessible and
evidence-informed care for insomnia in typically developing
children.
This paper presents the protocol for a planned RCT to evaluate
the effectiveness of the BNBD intervention for the treatment
http://www.researchprotocols.org/2018/3/e76/

XSL• FO
RenderX

Corkum et al
of insomnia in children. This is a 2-arm design, using an equal
allocation ratio of 1:1, comparing participants assigned to the
intervention group who receive the BNBD intervention
(treatment) and those assigned to the usual care group who do
not receive the BNBD intervention and are able to access other
treatment resources (control). Assessments are conducted at 3
periods: baseline (pretreatment), 4 months postrandomization
(end of treatment), and 8 months postrandomization (follow-up).
To assess the impact of the intervention, the primary outcome
measure of sleep efficiency is evaluated using data collected
from actigraphs worn by children and sleep diaries completed
by parents. Sleep efficiency is the ratio of total time spent asleep
to the total amount of time spent in bed. In addition, secondary
outcomes are captured by questionnaires that are collected to
evaluate children’s sleep and psychosocial health, as well as
parental daytime functioning and psychosocial health outcomes.

Study Objectives
The purpose of the trial is to evaluate the effectiveness of
BNBD, an eHealth intervention for insomnia in children 1 to
10 years of age.

Primary Objective and Hypothesis
The primary objective is to assess the immediate impact
(baseline vs 4 months) of the intervention on children’s sleep.
We hypothesize that at the end of the 4-month assessment
period, children randomized to the intervention group will
evidence improvement in their symptoms of insomnia compared
with children in the usual care group. The outcome variables
are sleep efficiency collected by both an objective measure
(actigraphy) and a parent report measure (sleep diary).
There are 2 hypotheses for the primary outcome:
1.

2.

We hypothesize that children in the intervention group will
show improvements in sleep efficiency calculated using
actigraphy data compared with the usual care group.
We hypothesize that children in the intervention group will
show improvements in sleep efficiency calculated using
sleep diary data compared with the usual care group.

Note that sleep efficiency is a measure that captures both sleep
quantity and quality and is defined as the amount of total sleep
time divided by the amount of time spent in bed with the goal
to be sleeping. For example, if a child went to bed at 8 PM and
woke at 8 AM, but took 1 hour to fall asleep and was awake for
30 min throughout the night, the child’s sleep efficiency would
be 87.5% (ie, (630 min/720 min) × 100).

Secondary Objectives and Hypothesis
The secondary objectives are to (1) evaluate the longer-term
impact (baseline vs 8 months) on children’s sleep and
psychosocial health and (2) examine the impact on parent
daytime fatigue and psychosocial health outcomes.
1.

We hypothesize that children in the intervention group will
show improvement compared with children in the usual
care group at the 8-month follow-up in their symptoms of
insomnia, based on improvements in sleep efficiency
calculated using actigraphy and sleep diary.
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2.

3.

4.

We hypothesize that children in the intervention group will
show improvement compared with children in the usual
care group at the 8-month follow-up in their symptoms of
insomnia based on questionnaires that capture symptoms
of insomnia.
We hypothesize that children in the intervention group will
show improvement compared with children in the usual
care group, in their psychosocial health at the 8-month
follow-up, evaluated using a questionnaire that identifies
internalizing and externalizing behaviors and quality of life
of children.
We hypothesize that parents randomized to the intervention
group, when compared with parents randomized to the usual
care group, will show (1) decreased daytime fatigue, (2)
increased psychosocial health, and (3) improved parenting
strategies at the 8-month follow-up based on questionnaires.

Corkum et al
•

•

Exclusion Criteria
Potential participants who meet any of the following criteria
are not eligible to participate in the study:
•
•

•

Methods
Study Design
The study is a 2-arm RCT, using 1-to-1 allocation, comparing
participants assigned to receive either the BNBD intervention
(intervention group) or the control group (usual care group).
The usual care group will receive the intervention at the end of
the 8-month follow-up assessment. The Consolidated Standards
of Reporting Trials (CONSORT) 2010 [59,60] guidelines and
CONSORT eHealth guidelines [61] were used to design the
trial and will be adhered to when reporting the results of the
trial. The intervention is being delivered across Canada. The
study is coordinated through Dr Corkum’s research laboratory
(Corkum LABS; Learning, Attention, Behaviour and Sleep) at
Dalhousie University. Both the intervention group and usual
care group are able to access any resources or programs and
services while enrolled in the study, if they so choose.

Subject Population
We plan to enroll a total of 500 participants in the study.
Participants are being recruited from across all Canadian
provinces and territories.

Inclusion Criteria
Potential participants must meet the following criteria to be
eligible to participate in the study:
•

•
•

Primary caregiver of a child aged 1 to 10 years. (Note that
children younger than 12 months are not targeted because
sleep patterns are still being established; youth over 10
years of age may be entering puberty, during which time
other sleep problems can arise. Moreover, children over 10
years of age may have more control over their own sleep
patterns and as such should be included in an intervention.
This intervention is only delivered to parents.)
Live in any province or territory in Canada.
Have regular access to high-speed internet connection and
an email account.
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Comfortable communicating in English or French for
day-to-day tasks (eg, listening to the news on the radio,
watching TV, and reading books, magazines).
Child has insomnia, defined as having sleep onset
disturbance based on the criteria established by Anders and
Dahl [62].

•

•

Parent wishes to “bed-share” with their child [63].
Child has a probable intrinsic sleep disorder (eg, sleep
apnea) as assessed based on a questionnaire that screens
for pediatric sleep-related breathing disorders [64].
Child has a significant medical disorder that interferes with
sleep (eg, asthma attacks during night, tube feeding,
nonambulatory, and severe developmental disability
affecting sensory systems such as vision), as determined
by parent report and expert clinical review based on an
author-made health-related questionnaire.
Child has a mental health disorder that has required
hospitalization or residential care or current use of
psychotropic medications that are known to interfere with
sleep (eg, stimulant medication for attention-deficit/
hyperactivity disorder), as determined by parent report and
expert clinical review based on an author-made
health-related questionnaire.
Parent does not have appropriate level of English or French
language skill to engage in this intervention, assessed based
on a questionnaire that captures proficiency in
communication [65].

Recruitment
The recruitment strategy is a multiprong approach across Canada
targeting 3 groups: (1) parents, (2) external stakeholders and
organizations (ie, our partners including health care provider
associations), and (3) the media.
The target audience of the BNBD intervention is parents with
regular access to the internet; therefore, the recruitment strategy
is primarily grounded on internet-based tools, notably the study
website [66] and social media, including Facebook, Twitter,
Instagram, and Pinterest. However, traditional recruitment
methods are also employed, including media interviews and
printed posters and conference presentations, to reach both
potential participants and the health care community.
We plan to enroll 500 eligible participants in this study, with
80.0% (400/500) of the sample English speaking and 20.0%
(100/500) of the sample French speaking, consistent with the
Canadian demographics. The study sample is also stratified on
the age group of the participant’s child (toddler: 1-2 years;
preschool: 3-5 years; and school-aged: 6-10 years), with equal
numbers of participants enrolled from each of the 3 categories
(target n=167).
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Textbox 1. Biopsychosocial model of sleep.
Bio
•

Opponent process model

•

Physiological arousal

Psycho
•

Classical conditioning

•

Operant conditioning

•

Psychological arousal

•

Emotional regulation

Social
•

Dyadic processes

•

Family processes

•

Environmental, cultural, socioeconomic influences

Recruitment is targeted to ensure that the study population
includes representation from across Canada. Canada is divided
into 4 geographical regions: Atlantic (New Brunswick,
Newfoundland and Labrador, Nova Scotia, Prince Edward
Island,), Central (Ontario, Quebec), Prairies and Northern
Territories (Alberta, Manitoba, Saskatchewan, Northwest
Territories, Nunavut, Yukon), and the West Coast (British
Columbia).

Behavioral Change Model
The overarching model is based on Ritterband’s eHealth
behavioral change model [67]. This model states that an
effective internet-based intervention produces and maintains
behavior change and symptom improvement through the context
(including user characteristics, environment, and website
characteristics), which in turn impacts behavior change
mechanisms, and ultimately impacts outcomes. In this situation,
the behavior change mechanism is focused on changing the
parents’ cognitions, affective responses, and behavior responses,
to change the child’s insomnia symptoms. We used a
biopsychosocial model to conceptualize the multiple
predisposing, precipitating, and perpetuating factors related to
the development and maintenance of, and the treatment of,
insomnia in children. See Textbox 1 for further details.

Electronic Health (eHealth) Intervention
Participants randomized to the intervention group receive access
to the BNBD intervention immediately, whereas participants
randomized to the usual care condition receive access after they
complete the 8-month follow-up assessment.
The BNBD intervention is fully self-guided (ie, there is no
contact with coaches or clinicians), empowering parents to
implement strategies independently. The program introduces
evidence-based interventions, tailored content (ie, participants
create personalized sleep routines, set individualized goals, and
receive custom feedback on progress), and age-specific
information delivered primarily through videos, supported by

http://www.researchprotocols.org/2018/3/e76/

XSL• FO
RenderX

graphics, animations, and interactive elements to engage and
encourage parents. Access to built-in tools and supports, such
as sleep diaries and goal setting and tracking, provides feedback
on participants’ progress.
The intervention includes 5 sessions made available sequentially
to participants. Table 1 summarizes the content of the
intervention. The recommended completion time of the
intervention ranges from 5 to 10 weeks. Participants receive an
automated email reminder when a session becomes available,
a prompt to complete each session, and 7 notices that the
recommended completion time is approaching. The core content
is delivered primarily via videos and interactive activities to
support the parents’ learning of these new skills.
Each session provides evidence-based information to parents,
strategies for implementation of best practices to address sleep
problems, and access to additional help and advice through a
“Roadblock” question-and-answer style support detailing
common obstacles to implementing the recommended
interventional strategies and evidence-based methods to navigate
these obstacles. There is also a “Reward Center” where parents
can develop reward programs (eg, sticker charts) to help support
the implementation of these sleep intervention strategies.
The program can be used at a time that is convenient for the
participants, removing barriers to care and providing services
in the comfort and privacy of their own homes. The intervention
is hosted on the BeHealth Solution, LLC’s proprietary
technology platform [68] and can be accessed through
participants’ desktops, laptops, tablets, and mobile phones.
Before beginning each session, starting with Session 2,
participants are asked whether they wish to continue the
intervention program. If participants indicate they are not
interested in participating further, they are asked to complete a
questionnaire and provide the reason, in an open-ended question,
regarding why they no longer wish to continue the program.

JMIR Res Protoc 2018 | vol. 7 | iss. 3 | e76 | p. 5
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Corkum et al

Table 1. Intervention sessions.
Session

Topic overview

Sleep information

Characteristics of sleep; types of sleep problems, sleep need; how sleep problems develop; impact and treatment
of sleep problems

Healthy sleep practices

Daytime and bedtime routines; sleep hygiene/healthy sleep practices; sleep scheduling (including napping) and
sleep routines

Independent settling at bedtime

Settling at bedtime; parents choose a sleep intervention that best fits their needs from 3 intervention strategies:
controlled comforting, camping out, and bedtime fading

Night waking, napping, and early
morning awakenings

Applying strategies to night waking; applying strategies to early morning awakenings; applying strategies to
napping

Looking back and ahead

Relapse prevention; looking back at goals and progress; common pitfalls/roadblocks; what to expect at new
developmental milestones; dealing with other sleep problems; making a plan

This allows participants the freedom to discontinue the program
at any time and allows us to assess any issues that contributed
to discontinuation. To allow for a process-level analysis, before
starting each session, participants are also asked to complete
the Insomnia Severity Index [69] scale and rate the sleep quality
of their child to evaluate pediatric insomnia symptoms.
In addition, 2 measures are used to assess treatment fidelity.
First, parents’ implementation of the intervention is assessed
using process measures administered at the beginning of each
session of the program. In advance of each subsequent module,
participants are asked to record how carefully they reviewed
the material, what percentage of the recommended strategies
they implemented, and how successful they were in
implementing these strategies, as well as to provide an estimate
of the overall percentage improvement of their child’s sleep
problems. Second, computer-generated user statistics captured
by the intervention platform software are used to assess
adherence, such as the number of times the site was accessed
and the period of time taken to complete each module.

Usability and Quality Assurance
A usability study took place from September 2013 to January
2014 to evaluate user performance and satisfaction with the
BNBD intervention. The study [70] was conducted with a
prototype of the BNBD intervention, and both qualitative and
quantitative data were collected. Qualitative data were analyzed
using Ritterband’s eHealth model [67] to better understand how
any potential barriers to intervention use (eg, level of ease of
accessing the internet) could be corrected and addressed (eg,
increased social presence, increased interactivity and
personalization). The results of this usability study were used
to revise the BNBD intervention.
Quality assurance was also undertaken to evaluate the
functionality of the intervention platform in the spring of 2016.
Internal reviewers, including program developers with BeHealth
Solutions, LLC, and research staff at Corkum LABS reviewed
the intervention to identify technical problems. In addition to
this, 6 parents of children aged 1 to 10 years old served as
external reviewers for the program and completed 5
questionnaires to provide structured feedback on the technical
operation of each session of the intervention. The goal of this
step was to identify functional problems with the program (eg,
broken links, incorrect routing) before conducting the RCT.
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Measures
Primary Outcome Measures
The primary outcome variable is sleep efficiency based on both
actigraphy and parent report sleep diary data. Actigraphs are
couriered to the participants and sleep diary entries are
completed on the internet by the parents. Participants are asked
to fill out a sleep diary for 7 consecutive days, and the child is
asked to wear an actigraph during the same time period. The
dates of collection of actigraphy data should correspond to the
sleep diary data collection dates. Sleep diary and actigraphy
data are collected at each assessment point.
Actigraphy
An actigraph is a battery-operated device utilizing an
accelerometer to detect motor activity. We use the Philips
Respironics Actiwatch 2 (Koninklijke Philips N.V., Amsterdam,
NL). When an actigraph is worn, a computer chip located inside
the device records movement, which is used to determine a
number of sleep variables, including but not limited to sleep
efficiency (captured from lights out to awakening), sleep onset,
total sleep time, and night waking [9,18].
Participants are asked to have their child wear the actigraph on
their child’s wrist of their less dominate hand. Children 1 to 2
years of age wear the actigraph on their ankle. Participants are
instructed to record any instances in which the actigraph is
removed from their child’s body for any length of time.
Participants are instructed to have their child wear the actigraph
for 7 days, with a minimum requirement of 5 days.
Sleep Diary
An internet-based sleep diary was developed based on
systematic reviews by Meltzer and Mindell [24] and Wu and
colleagues [71]. Sleep diaries have been validated against
actigraphy and polysomnography and have demonstrated good
face validity and high internal consistency when used with child
participants [72]. The sleep diary requires approximately 10
min to complete. The internet-based sleep diary is housed in
the Research Electronic Data Capture (REDCap) platform
(Vanderbilt University, Nashville, US), a secure, electronic,
data capture system [73]. The internet-based sleep diary
underwent technical and usability testing by research staff and
external reviewers, as well as 6 parents of children aged 1 to 10
years, to ensure the proper functionality of the measure. Parents
can either complete the sleep diary directly online or print a
JMIR Res Protoc 2018 | vol. 7 | iss. 3 | e76 | p. 6
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copy and enter the information at a later point (within a 3-day
time window). Data entered by participants into the
internet-based sleep diary entry form are automatically populated
into the REDCap database.
The sleep diary contains 25 items measuring the following
variables: sleep duration, nighttime sleep duration, daytime
sleep duration, sleep onset latency, bedtime, wake time, presence
and frequency of night awakening, and the presence and
frequency of bedtime resistance. The sleep diary also provides
a measure of time spent in bed extracted from the time the light
was turned off (“Down for the night”) to the time light was
turned on (“Up for the day”). Sleep efficiency is calculated from
these variables.

Secondary Outcome Measures and Measures for
Exploratory Analyses
Secondary outcomes and exploratory outcomes are assessed
through the administration of internet-based questionnaires to
assess children’s sleep and psychosocial health, parental
function, treatment barriers, and predictors to successful
intervention adherence. Each participant answers 13 to 15
questionnaires based on the group assignment (intervention or
usual care) and age of the child.
All measures are available in both English and French, based
on whether the participant has enrolled in the English or French
language trial. All secondary and exploratory outcome measures
are administered on the internet via REDCap. All electronic
questionnaires underwent technical and usability testing by
research staff and external reviewers, as well as by 6 parents of
children ages 1-10 years. All questionnaires are displayed in a
sequential manner. Certain measures are age-dependent, and
REDCap automatically delivers them accordingly. All measures,
and the time points that each is administered, are indicated in
Table 2.

Corkum et al

Screening and Consent
After completing the screening information and consent form,
participants complete the screening questionnaire to assess
whether they meet inclusion criteria [63]. Participant responses
to the screening questionnaire are automatically assessed in
REDCap using predefined eligibility criteria, and participants
immediately receive an onscreen message stating whether they
are eligible or ineligible to continue. Individuals who are eligible
at screening are invited to consent to participate in the full study
by completing the information and consent form. The
information and consent form and study data are housed in
different databases. Individuals who are ineligible are informed
that they do not meet the study requirements. Participants are
given an opportunity to contact research staff by email to have
any questions answered and concerns addressed.

Eligibility
After completing the information and consent form, participants
complete 4 eligibility questionnaires: behavioral insomnia
questionnaire [62], pediatric sleep questionnaire [64],
health-related questionnaire (HRQ; author made), and single
item literacy scale [65]. REDCap automatically scores these
questionnaires and determines if the participant is eligible or if
further review is required. Further review is required if the
participant responds “yes” to any of the questions on the HRQ.
The HRQ is reviewed within 72 hours post completion by a
subcommittee comprised of 3 coinvestigators including at least
1 psychologist and 1 physician (also trained in sleep medicine)
to evaluate if the child has any significant physical health
disorders, mental health disorders, or sleep disorders that would
make them ineligible to participate.

Please see Multimedia Appendix 1 for a detailed description of
all measures used throughout the study.

Participants are provided with the email address of the research
staff whom they may contact in the event that they have
concerns or questions about the decisions related to eligibility.
Participants may also request a phone call to speak with research
staff about these decisions.

Study Procedures

Posteligibility

Figure 1 displays the schematic overview of the study and each
step is described below.

Eligible participants provide their mailing address and telephone
number on the identifying information questionnaire, collected
in a separate REDCap database (to ensure the privacy of
participants' personal information). Research staff members
contact participants by telephone to confirm their mailing
address and answer questions regarding study procedures. Once
contact with the participant is made, the study package,
including the actigraph and sleep diary, is couriered to the
participant’s preferred address.

Prescreening
During the prescreening process, potential participants conduct
a self-screening on the BNBD website [66]. Here, interested
individuals read the inclusion and exclusion criteria in lay terms
and self-assess to determine if they may be eligible. If parents
feel they may meet eligibility criteria and are interested in the
study, they click a link directing them to the REDCap database
to continue with screening. A screening information and consent
form to participate in the screening process is presented, and
potential participants must consent to proceed. Participants are
given an opportunity to contact research staff by email to have
any questions answered and concerns addressed, if they so
choose.
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Baseline
Once participants receive their study package, an automated
invitation email from REDCap is delivered to the participant
to commence baseline measures. Participants complete 7 days
of sleep diary entries and collect 7 days of actigraphy data.
Participants also complete a series of questionnaires on REDCap
before the end of the 7-day actigraphy and sleep diary data
collection.
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Table 2. Measures and collection schedule throughout the study period. The X symbol denotes at which assessment period(s) participants complete
each measure.
Measures

Screening Eligibility

Posteligibility Baseline

Follow-up at Follow-up at
4 months
8 months

Screening measures
Screening questionnaire [63]

X

Eligibility measures
Behavioral insomnia questionnaire [62,74]

X

Pediatric sleep questionnaire [64,74]

X

Health-related questionnaire

X

Single item literacy screen [65]

X

Xa

X

X

Posteligibility measures
Identifying information questionnaire

X

Outcome measures
Demographic questionnaire [75]

X

Child sleep/insomnia
Actigraphy

X

X

X

Sleep diary

X

X

X

Tayside children’s sleep questionnaire/sleep disturbance
scale for children [74,76,77]

X

X

X

Pediatric quality of life [78,79]

X

X

X

Child behavior checklist for ages 1½ to 5 years/child behavior checklist [80,81,82,83]

X

X

X

Caregiver-teacher report form/teacher report form
[80,82,83]

X

X

X

Single item fatigue impact scale [84,85]

X

X

X

Depression, anxiety and stress scales [86-89]

X

X

X

Parenting scale [90,91]

X

X

X

Child daytime functioning—psychosocial/physical health

Parent functioning/psychosocial health

Measures for exploratory analyses

a

Children’s physical activity index [92]

X

X

Body mass index [93-95]

X

X

Parent’s rating of clinically significant improvement [96]

X

X

X

Treatment utilization questionnaire [97]

X

X

X

Willingness to pay

X

Xb

Barriers to treatment participation scale [98,99]

Xb

Client satisfaction questionnaire [100,101]

Xb

Readiness for change [102-104]

X

Bedtime routines questionnaire [105]

X

X

If baseline assessment is >30 days from eligibility assessment, the behavioral insomnia questionnaire is repeated at baseline.

b

Intervention arm only.
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Figure 1. Schematic overview of the study.

Randomization
After completion of baseline measures, participants are
randomized. A blocked stratified randomization is used with
1-to-1 allocation for parents to either the intervention group or
the usual care group. Participants are not blinded to their
assignment group. Participants are stratified by age groups:
toddler (1-2 years of age); preschool-aged (3-5 years of age);
and school-aged (6-10 years of age). Blocks of 4 are used to
randomize the participants for each stratum (ie, each age group).
The randomization table was created using the block random
function in the R statistical software [106] and inputted into
REDCap by a research staff member who is not associated with
the management of participants. The only individuals who have
access to the randomization table are not associated with
participant management and include the research associate
(EAB) who created the random allocation table based on the
study design and a coinvestigator with extensive RCT design
experience (RS) and the study statistician (PA), who reviewed
the randomization table. The statistician conducting the primary
analysis will be blinded to participant allocation to intervention
or usual care groups (ie, the statistician will not be given the
code for this variable).
Research staff members randomize participants using an
automated REDCap procedure. The randomization table, created
http://www.researchprotocols.org/2018/3/e76/
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in Microsoft Excel, is uploaded into the REDCap database,
where it cannot be modified or accessed. Only the research
associate is able to view the randomization table. Once a
participant completes baseline assessment, research staff
members confirm all criteria are met and “trigger” the automated
randomization by clicking a button within the program. An
automated email is sent to participants to notify them of the
randomization result.

Follow-Up at 4 Months and 8 Months
Primary outcome measures (sleep diary and actigraphy),
secondary outcome measures (questionnaires), and measures
to address exploratory questions are administered to all
participants at baseline and at 4 and 8 months
postrandomization. Participants receive an automated invitation
email from REDCap to start their 4-month follow-up after 16
weeks postrandomization, and to start their 8-month follow-up
32 weeks postrandomization.
If participants do not begin follow-up assessment, research staff
members make 12 attempts to contact participants by email and
telephone at different times of day (eg, afternoon, evening) and
various days of the week (eg, weekday, weekend), over the
course 6 weeks (from 14 weeks postrandomization to 20 weeks
postrandomization at 4-month follow-up, and 30 weeks to 36
weeks postrandomization at 8-month follow-up). This procedure
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is designed to maintain communication with participants and
ensure that outcome data are collected. Participants are deemed
lost to follow-up for that assessment period if 4-month and
8-month assessments are incomplete by 20 weeks or 36 weeks
postrandomization, respectively.

Compensation
To compensate participants for their time and to maximize
adherence rates, participants receive an honorarium of $25 CAD
for the completion of all measures at each of the 3 collection
time points, as well as a completion stipend of $25 CAD at the
end of the 8-month follow-up, if they completed all 3
assessments. Therefore, a maximum of $100 CAD per
participant is given as an honorarium for study participation.
At study completion, participants are entered into a draw to win
a tablet; one entry is generated for each day that the participant
completed the sleep diary and has corresponding actigraphy
data.

Statistical Analysis
Sample Size Analysis
A total goal of 500 consented participants is expected. Using
the assumption that 50.0% (250/500) of participants will be lost
to follow-up, the target sample size at the end of the study is
n=250 [107-109]. This gives us power of .80 to detect a
significant group-by-time interaction with the effect size
(d)=0.45 and alpha set to .025, for primary outcome measures
calculated from actigraphy and sleep diary from baseline to
4-month follow-up. Given that 2 primary outcome variables are
being used (sleep efficiency from actigraphy and sleep efficiency
from sleep diaries), alpha was divided by 2 so that P=.025,
rather than P=.05 would be accepted as indication of statistical
significance. This is based on the assumption that an effect size
of d=0.45 is clinically significant for sleep efficiency as
measured by actigraphy and sleep diary [45].

Data Analysis
The primary outcome variables that will be used to evaluate the
impact of the intervention program on insomnia symptoms are
sleep efficiency from actigraphy and sleep efficiency from sleep
diary data. Overall, 2 primary outcome measures are included
to capture these variables of interest using both an objective
measure of sleep (ie, actigraphy) and a parent report/subjective
measure of sleep (ie, sleep diary), thus allowing us to compare
our results with existing research in the field. In unblinded RCTs
(ie, in which participants know their group assignment such as
this study), there is evidence of bias toward significance of the
active treatment; thus, an objective measure (eg, actigraphy) is
used to mitigate this bias [110]. However, as parents are the
primary decision makers with respect to seeking treatment for
their child’s health problems, it is also critical to obtain their
perspective. Further, inclusion of patient-reported outcomes is
recommended when testing interventions [111].
Secondary outcomes for this study examine the maintenance
of changes in sleep, as well as the impact on the child’s
psychosocial health (behavioral, attentional, and emotional
functioning) and on parents’ psychosocial health (ie,
psychological adjustment). Data analyses are overseen by the
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research team, including the statistician, using an intent-to-treat
data analytic approach [112].
Conditional growth model methodology, also known as
hierarchical models, a generalization of the standard linear
model, which permits data to exhibit correlation and nonconstant
variability, will be used to fit each outcome at baseline, 4
months, and 8 months [113] using PROC MIXED in the
Statistical Analysis System. Model formulation is at 2 levels,
with participants as level 1, and treatment group as level 2. The
level 1 model is a linear individual growth model, and the level
2 model expresses variation in parameters from the growth
model as random effects unrelated to any person-level
covariates. For each parent, the actual time (in days) from
baseline to when each follow-up assessment is completed is
also entered, to account for variation in when parents actually
complete assessments.
Primary Outcome
For the primary outcome (sleep efficiency based on actigraphy
and sleep diary data), we will test for a significant interaction
effect between time and group, which would indicate differential
rate of change over time between groups. Differences in the
estimated means between the intervention group and usual care
group will also be compared at the 4-month post treatment time
point (primary end point) to determine the magnitude of
differences between groups [114].
Secondary Outcome
For the secondary outcomes, we will test differences between
the 2 groups modeling changes in the outcome variables across
the 3 points of measurement (baseline, 4 months, and 8 months
postrandomization) to determine treatment effects at 8 months
postrandomization. Again, a significant time × group interaction
would indicate differential rate of change over time between
groups. Differences in the estimated means at the 4-month and
8-month posttreatment time points will also be examined.
To examine the possibility of differential response to treatment
across the 3 age groups, we will use a growth curve modeling
of the 2 primary outcomes (sleep diary and actigraphy). Analysis
is based on the methodology of the extension of the generalized
linear model for longitudinal data, namely marginal and random
effects modeling, which allows for varying intercepts and slopes
across subjects, “G-side” random effects, and different
within-person error variance covariance structure, “R-side”
random effects [115,116]. An interaction of age group (toddler,
preschool-aged, and school-aged) × time (3 assessments) ×
randomization group (intervention and usual care) would
indicate differential response to treatment.
An intent-to-treat analysis will be conducted. Multiple
imputation techniques will be used to deal with missing data.
This method works well on longitudinal data and is robust to
violations of non-normality of the variables used in the analysis.

Clinical Significance
The clinical significance of an improvement in outcomes in
response to treatment for pediatric sleep problems has not been
defined. Various methods have been used to examine clinical
significance [117,118]. Minimal important difference (MID) is
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an important metric of clinical significance. The MID refers to
“the smallest difference in score in the domain of interest which
patients perceive as beneficial and which would mandate, in
the absence of troublesome side effects and excessive cost, a
change in the patient’s (health care) management” [119]. The
MID has not been determined for most pediatric health issues
utilizing parent-reported outcomes [120]. We will examine
clinical significance in 2 ways for both of the primary outcomes.
First, the reliable change index (RCI) will be computed and the
percentage of cases that exceeded RCI>1.96 will be determined
[121]. The RCI is a distribution-based metric that informs the
extent to which an observed change is reliable; it is often used
in mental-health treatment studies [122,123]. Second, at
baseline, all participants are asked to rate the “smallest amount
of improvement” on their child’s sleep problems that they would
be satisfied with, using a 10 cm visual analog scale (not at all
improved, 0%; completely improved, 100%). The average is
used as a method of estimating the MID [124] and has been
used in other pediatric sleep intervention trials [125]. The
percentage of cases that achieve at least this level of
improvement between baseline and either 4 months or 8 months
postrandomization will be computed.

Results
The RCT for the English language population was launched in
September 2016 and the expected date of completion is February
2018. The RCT of the French language population was launched
in May 2017 and is expected to be completed in February 2018.
Data analysis will be completed by 2019.

Discussion
Main Goals
Our primary purpose for this study is to provide a readily
accessible, evidence-based eHealth intervention to increase
access to care for insomnia in typically developing children
aged 1 to 10 years. With the significant percentage of the
Canadian population with internet access [126], eHealth delivery
has the capacity to be a powerful tool to overcome traditional
systemic barriers to treatment access. The internet-based BNBD
program similarly has the potential to (1) be integrated within
a stepped-care model of pediatric services, (2) improve parents’
knowledge about behavioral treatments for insomnia, (3)
improve accessibility of treatment interventions for children
and their families, and (4) reduce service demands at the
frontline of clinical practice.

Ethical Considerations
Informed Consent
Ethics approval was granted by IWK Health Centre Research
Ethics Board. To ensure informed consent, participants must
sign the internet-based screening information and consent form
and the information and consent form after the nature of the
study has been fully explained. Participants are not able to
proceed to any study-related activity before electronically
signing consent. These consent forms inform participants that
participation is voluntary and that they may withdraw consent
to participate at any time, and they are informed of the aims,
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methods, benefits, and risks of the study. All participants are
given an opportunity to contact research staff by email or to
request a phone call to have any questions answered and
concerns addressed. A series of true and false questions to test
participants’ knowledge of their research rights are used to
ensure informed consent. A copy of both the screening
information and consent form and the information and consent
form are available to be downloaded and saved by participants.
Participants provide an electronic signature and date and click
an “I Agree” button.

Privacy, Personal Health Information, and Study Data
The study is conducted in accordance with all applicable
standards and procedures of the IWK Health Centre, as well as
the Personal Health Information Act, Personal Information
International Disclosure Protection Act, and the Tri-Council
Policy Statement: Ethical Conduct for Research Involving
Humans.
Personal health information and study data that are collected,
used, or disclosed are limited to those data that are necessary
to fulfill the objectives of the study explained in this protocol,
and all data are handled in a confidential manner. Study data
are identified using a unique identifier code. A key file is used
to link this identifier to participants’ email addresses. Data are
not affiliated with any personal health information, and all data
are collected and stored on the Canadian-based secure servers,
the REDCap electronic data capture system and the Dalhousie
University server. Identifying information is accessible only to
the study investigators, postdoctoral fellow, and data
management and research staff. All study data will be kept in
a secure and confidential location for at least 5 years post data
publication and then destroyed according to IWK Health
Centre’s policy.

Safety Monitoring
This behavioral intervention involves minimal risk to the
participants. Participants are provided with the email address
of research staff whom they may contact in the event that they
have concerns or questions related to the study. The study
safety-monitoring plan involves communication between the
research staff, who are in contact with participants, and the
principal investigator (PVC), a registered psychologist. Any
difficulties experienced by the participants that cannot be dealt
with adequately by research staff are immediately communicated
to the principal investigator or her delegate (coinvestigator) and
follow-up with the participant is made to ensure their well-being.
Data monitoring for adverse events or trends in outcome has
not been undertaken given that this is a low-risk study. An
adverse events committee, composed of the 3 members from
Dalhousie University, not associated with the BNBD study, and
having medical, psychology, and sleep expertise, will review
adverse events if one becomes known during the course of the
study.

Commercialization
If the BNBD intervention is found to be effective, to ensure its
sustainability, the investigators anticipate commercialization
of the BNBD intervention. The investigators will work to
commercialize this program for a reasonable rate, so that all
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parents of children with insomnia can have access to this
intervention.
The BNBD intervention is protected by a trademark registered
under the Canadian Intellectual Property Office. The Industry
Liaison and Innovation Office with Research Services at
Dalhousie University has executed an interinstitutional
agreement for the BNBD study, which outlines and governs
intellectual property (IP) rights, commercialization, and
confidentiality and publication agreements between Dalhousie
University and the partnering institutions: the Hôpital
Rivière-des-Prairies, the Hospital for Sick Children, McGill
University, University of Alberta, University of British
Columbia, Université de Montreal, University of Toronto, and
Western University. The IP relating to the session content
remain with Dalhousie University and are licensed for use to

Corkum et al
the industry partner. The IP relating to the proprietary platform
used to host the internet-based BNBD Intervention remains the
property of the industry partner. Any IP that is jointly developed
throughout the commercialization process has shared ownership.

Conclusions and Significance
This research addresses significant public health issues through
knowledge creation and translation to achieve direct benefits
for the health and well-being of Canadian children and parents.
This study aligns with the recognized need to more rapidly
transfer new scientific knowledge to improve patient care and
population health and targets the validation of new treatment
delivery models to increase availability of effective treatment
resources. This research is novel for Canadian and international
pediatric health services and has the potential to have a direct
and significant impact both in Canada and abroad.

Acknowledgments
This study was supported by the Canadian Institutes of Health Research Team Grant FRN-TGS 109221. PVC and SKW are
supported by the Kids Brain Health Network, a Canadian Network of Centres of Excellence. CTC holds a Canada Research Chair
(Tier 1). GJR was supported by the Children’s Health Foundation. The funders had no role in the design of the study and have
no role in the management, analysis, or interpretation of data.
The authors would like to thank Sydney Dale-McGrath for her significant role in the preparation of the manuscript. We would
also like to thank the following research staff for their contributions to the development of this protocol and paper: Aimee
Coulombe, Ana Jemcov, Becky Petrie, Katy Schurman, and Meredith Bessey.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Description of Measures.
[PDF File (Adobe PDF File), 78KB-Multimedia Appendix 1]

Multimedia Appendix 2
CONSORT-EHEALTH checklist (V 1.6.1).
[PDF File (Adobe PDF File), 694KB-Multimedia Appendix 2]

References
1.
2.
3.
4.
5.

6.

7.

Owens J. Classification and epidemiology of childhood sleep disorders. Prim Care 2008;35(3):533-546. [doi:
10.1016/j.pop.2008.06.003] [Medline: 18710669]
Byars KC, Yolton K, Rausch J, Lanphear B, Beebe DW. Prevalence, patterns, and persistence of sleep problems in the first
3 years of life. Pediatrics 2012 Feb;129(2):e276-e284 [FREE Full text] [doi: 10.1542/peds.2011-0372] [Medline: 22218837]
Mindell JA, Kuhn B, Lewin DS, Meltzer LJ, Sadeh A, American Academy of Sleep Medicine. Behavioral treatment of
bedtime problems and night wakings in infants and young children. Sleep 2006 Oct;29(10):1263-1276. [Medline: 17068979]
Fricke-Oerkermann L, Plück J, Schredl M, Heinz K, Mitschke A, Wiater A, et al. Prevalence and course of sleep problems
in childhood. Sleep 2007 Oct;30(10):1371-1377 [FREE Full text] [Medline: 17969471]
Sivertsen B, Hysing M, Elgen I, Stormark KM, Lundervold AJ. Chronicity of sleep problems in children with chronic
illness: a longitudinal population-based study. Child Adolesc Psychiatry Ment Health 2009 Aug 27;3(1):22 [FREE Full
text] [doi: 10.1186/1753-2000-3-22] [Medline: 19712458]
Hall WA, Saunders RA, Clauson M, Carty EM, Janssen PA. Effects of an intervention aimed at reducing night waking and
signaling in 6- to 12-month-old infants. Behav Sleep Med 2006 Nov;4(4):242-261. [doi: 10.1207/s15402010bsm0404_4]
[Medline: 17083304]
Coulombe JA, Reid GJ, Boyle MH, Racine Y. Concurrent associations among sleep problems, indicators of inadequate
sleep, psychopathology, and shared risk factors in a population-based sample of healthy Ontario children. J Pediatr Psychol
2010 Aug;35(7):790-799. [doi: 10.1093/jpepsy/jsp097] [Medline: 19923203]

http://www.researchprotocols.org/2018/3/e76/

XSL• FO
RenderX

JMIR Res Protoc 2018 | vol. 7 | iss. 3 | e76 | p. 12
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
8.

9.

10.
11.
12.
13.

14.
15.

16.
17.
18.
19.
20.
21.

22.
23.
24.
25.

26.
27.
28.
29.
30.
31.
32.
33.

Morgenthaler TI, Owens J, Alessi C, Boehlecke B, Brown TM, Coleman J, American Academy of Sleep Medicine. Practice
parameters for behavioral treatment of bedtime problems and night wakings in infants and young children. Sleep 2006
Oct;29(10):1277-1281. [Medline: 17068980]
Reid GJ, Hong RY, Wade TJ. The relation between common sleep problems and emotional and behavioral problems among
2- and 3-year-olds in the context of known risk factors for psychopathology. J Sleep Res 2009 Mar;18(1):49-59 [FREE
Full text] [doi: 10.1111/j.1365-2869.2008.00692.x] [Medline: 19250175]
Sadeh A. Consequences of sleep loss or sleep disruption in children. Sleep Med Clin 2007 Sep;2(3):513-520. [doi:
10.1016/j.jsmc.2007.05.012]
Sadeh A, Gruber R, Raviv A. Sleep, neurobehavioral functioning, and behavior problems in school-age children. Child
Dev 2002 Mar;73(2):405-417. [doi: 10.1111/1467-8624.00414]
Taveras EM, Rifas-Shiman SL, Oken E, Gunderson EP, Gillman MW. Short sleep duration in infancy and risk of childhood
overweight. Arch Pediatr Adolesc Med 2008 Apr 01;162(4):305-311. [doi: 10.1001/archpedi.162.4.305]
Byars KC, Yeomans-Maldonado G, Noll JG. Parental functioning and pediatric sleep disturbance: an examination of factors
associated with parenting stress in children clinically referred for evaluation of insomnia. Sleep Med 2011 Oct;12(9):898-905.
[doi: 10.1016/j.sleep.2011.05.002] [Medline: 21940206]
Dahl RE. The regulation of sleep and arousal: development and psychopathology. Develop Psychopathol 2009 Mar
4;8(1):3-27. [doi: 10.1017/S0954579400006945]
Martin J, Hiscock H, Hardy P, Davey B, Wake M. Adverse associations of infant and child sleep problems and parent
health: an Australian population study. Pediatrics 2007 May;119(5):947-955. [doi: 10.1542/peds.2006-2569] [Medline:
17473096]
Richman N. Sleep problems in young children. Arch Dis Child 1981 Jul;56(7):491-493. [doi: 10.1136/adc.56.7.491]
[Medline: 721283]
Sadeh A, Raviv A, Gruber R. Sleep patterns and sleep disruptions in school-age children. Dev Psychol 2000
May;36(3):291-301. [Medline: 10830974]
Owens JA, Rosen CL, Mindell JA, Kirchner HL. Use of pharmacotherapy for insomnia in child psychiatry practice: a
national survey. Sleep Med 2010 Aug;11(7):692-700. [doi: 10.1016/j.sleep.2009.11.015] [Medline: 20621556]
Stojanovski SD, Rasu RS, Balkrishnan R, Nahata MC. Trends in medication prescribing for pediatric sleep difficulties in
US outpatient settings. Sleep 2007 Aug;30(8):1013-1017 [FREE Full text] [Medline: 17702271]
Owens JA, Rosen CL, Mindell JA. Medication use in the treatment of pediatric insomnia: results of a survey of
community-based pediatricians. Pediatrics 2003 May;111(5 Pt 1):e628-e635. [Medline: 12728122]
Owens EB, Hinshaw SP, Kraemer HC, Arnold LE, Abikoff HB, Cantwell DP, et al. Which treatment for whom for ADHD?
Moderators of treatment response in the MTA. J Consult Clin Psychol 2003;71(3):540-552. [doi:
10.1037/0022-006X.71.3.540]
Ramchandani P, Wiggs L, Webb V, Stores G. A systematic review of treatments for settling problems and night waking
in young children. Br Med J 2000 Jan 22;320(7229):209-213 [FREE Full text] [Medline: 10642226]
Jan JE, Owens JA, Weiss MD, Johnson KP, Wasdell MB, Freeman RD, et al. Sleep hygiene for children with
neurodevelopmental disabilities. Pediatrics 2008 Dec;122(6):1343-1350. [doi: 10.1542/peds.2007-3308] [Medline: 19047255]
Meltzer LJ, Mindell JA. Behavioral sleep disorders in children and adolescents. Sleep Med Clin 2008 Jun;3(2):269-279.
[doi: 10.1016/j.jsmc.2008.01.004]
Mullane J, Corkum P. Case series: evaluation of a behavioral sleep intervention for three children with
attention-deficit/hyperactivity disorder and dyssomnia. J Atten Disord 2006 Nov;10(2):217-227. [doi:
10.1177/1087054706288107] [Medline: 17085633]
Sadeh A. Cognitive-behavioral treatment for childhood sleep disorders. Clin Psychol Rev 2005 Jul;25(5):612-628. [doi:
10.1016/j.cpr.2005.04.006] [Medline: 15979219]
Stremler R, Hodnett E, Lee K, MacMillan S, Mill C, Ongcangco L, et al. A behavioral-educational intervention to promote
maternal and infant sleep: a pilot randomized, controlled trial. Sleep 2006 Dec;29(12):1609-1615. [Medline: 17252892]
Richdale AL. Sleep problems in autism: prevalence, cause, and intervention. Dev Med Child Neurol 1999 Jan;41(1):60-66
[FREE Full text] [Medline: 10068053]
Goodday RH, Percious DS, Morrison AD, Robertson CG. Obstructive sleep apnea syndrome: diagnosis and management.
J Can Dent Assoc 2001 Dec;67(11):652-658 [FREE Full text] [Medline: 11841746]
Tikotzky L, Sadeh A. The role of cognitive-behavioral therapy in behavioral childhood insomnia. Sleep Med 2010
Aug;11(7):686-691. [doi: 10.1016/j.sleep.2009.11.017] [Medline: 20620108]
Wolfson A, Lacks P, Futterman A. Effects of parent training on infant sleeping patterns, parents' stress, and perceived
parental competence. J Consult Clin Psychol 1992;60(1):41-48. [doi: 10.1037/0022-006X.60.1.41]
Rosen RC, Zozula R, Jahn EG, Carson JL. Low rates of recognition of sleep disorders in primary care: comparison of a
community-based versus clinical academic setting. Sleep Med 2001 Jan;2(1):47-55. [Medline: 11152982]
Owens JA, Palermo TM, Rosen CL. Overview of current management of sleep disturbances in children: II—behavioral
interventions. Curr Ther Res 2002 Jan;63(Suppl B):B38-B52. [doi: 10.1016/S0011-393X(02)80102-3]

http://www.researchprotocols.org/2018/3/e76/

XSL• FO
RenderX

Corkum et al

JMIR Res Protoc 2018 | vol. 7 | iss. 3 | e76 | p. 13
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
34.
35.

36.
37.
38.
39.
40.
41.
42.

43.

44.

45.
46.
47.

48.

49.

50.

51.

52.

53.
54.

55.
56.

Blunden S, Lushington K, Lorenzen B, Ooi T, Fung F, Kennedy D. Are sleep problems under-recognised in general practice?
Arch Dis Child 2004 Aug;89(8):708-712 [FREE Full text] [doi: 10.1136/adc.2003.027011] [Medline: 15269066]
Burke RV, Kuhn BR, Peterson JL. Brief report: a “storybook” ending to children's bedtime problems--the use of a rewarding
social story to reduce bedtime resistance and frequent night waking. J Pediatr Psychol 2004 Jun 08;29(5):389-396. [doi:
10.1093/jpepsy/jsh042]
Brophy G. Social Work Treatment of Sleep Disturbance in a 5-Year-Old Boy: A Single-Case Evaluation. Research on
Social Work Practice 2017 Sep 29;10(6):748-758. [doi: 10.1177/104973150001000605]
Thackeray EJ, Richdale AL. The behavioural treatment of sleep difficulties in children with an intellectual disability. Behav.
Intervent 2002 Oct;17(4):211-231. [doi: 10.1002/bin.123]
Weiskop S, Matthews J, Richdale A. Treatment of sleep problems in a 5-year-old boy with autism using behavioural
principles. Autism 2001 Jun;5(2):209-221. [doi: 10.1177/1362361301005002009] [Medline: 11706867]
Frank NC, Spirito A, Stark L, Owens-Stively J. The use of scheduled awakenings to eliminate childhood sleepwalking. J
Pediatr Psychol 1997;22(3):345-353. [doi: 10.1093/jpepsy/22.3.345]
Rapoff MA, Christophersen ER, Rapoff KE. The management of common childhood bedtime problems by pediatric nurse
practitioners. J Pediatr Psychol 1982;7(2):179-196. [doi: 10.1093/jpepsy/7.2.179]
Jerome LW, DeLeon PH, James LC, Folen R, Earles J, Gedney JJ. The coming age of telecommunications in psychological
research and practice. Am Psychol 2000;55(4):407-421. [doi: 10.1037/0003-066X.55.4.407]
Webb TL, Joseph J, Yardley L, Michie S. Using the internet to promote health behavior change: a systematic review and
meta-analysis of the impact of theoretical basis, use of behavior change techniques, and mode of delivery on efficacy. J
Med Internet Res 2010;12(1):e4 [FREE Full text] [doi: 10.2196/jmir.1376] [Medline: 20164043]
Siegenthaler E, Munder T, Egger M. Effect of preventive interventions in mentally ill parents on the mental health of the
offspring: systematic review and meta-analysis. J Am Acad Child Adolesc Psychiatry 2012 Jan;51(1):8-17.e8. [doi:
10.1016/j.jaac.2011.10.018] [Medline: 22176935]
Bannink R, Broeren S, Joosten-van Zwanenburg E, van As E, van de Looij-Jansen P, Raat H. Effectiveness of a Web-based
tailored intervention (E-health4Uth) and consultation to promote adolescents' health: randomized controlled trial. J Med
Internet Res 2014 May 30;16(5):e143 [FREE Full text] [doi: 10.2196/jmir.3163] [Medline: 24878521]
Ström L, Pettersson R, Andersson G. Internet-based treatment for insomnia: a controlled evaluation. J Consult Clin Psychol
2004 Feb;72(1):113-120. [doi: 10.1037/0022-006X.72.1.113] [Medline: 14756620]
Vincent N, Lewycky S. Logging on for better sleep: RCT of the effectiveness of online treatment for insomnia. Sleep 2009
Jun;32(6):807-815 [FREE Full text] [Medline: 19544758]
Ritterband LM, Thorndike FP, Gonder-Frederick LA, Magee JC, Bailey ET, Saylor DK, et al. Efficacy of an Internet-based
behavioral intervention for adults with insomnia. Arch Gen Psychiatry 2009 Jul;66(7):692-698 [FREE Full text] [doi:
10.1001/archgenpsychiatry.2009.66] [Medline: 19581560]
Horsch CH, Lancee J, Griffioen-Both F, Spruit S, Fitrianie S, Neerincx MA, et al. Mobile phone-delivered cognitive
behavioral therapy for insomnia: a randomized waitlist controlled trial. J Med Internet Res 2017 Apr 11;19(4):e70 [FREE
Full text] [doi: 10.2196/jmir.6524] [Medline: 28400355]
Lancee J, van Straten A, Morina N, Kaldo V, Kamphuis JH. Guided online or face-to-face cognitive behavioral treatment
for insomnia: a randomized wait-list controlled trial. Sleep 2016 Jan 01;39(1):183-191 [FREE Full text] [doi:
10.5665/sleep.5344] [Medline: 26414893]
Blom K, Jernelöv S, Rück C, Lindefors N, Kaldo V. Three-year follow-up of insomnia and hypnotics after controlled
internet treatment for insomnia. Sleep 2016 Jun 01;39(6):1267-1274 [FREE Full text] [doi: 10.5665/sleep.5850] [Medline:
27091535]
Zachariae R, Lyby MS, Ritterband LM, O'Toole MS. Efficacy of internet-delivered cognitive-behavioral therapy for
insomnia - a systematic review and meta-analysis of randomized controlled trials. Sleep Med Rev 2016 Dec;30:1-10. [doi:
10.1016/j.smrv.2015.10.004] [Medline: 26615572]
Ye Y, Chen N, Chen J, Liu J, Lin L, Liu YZ, et al. Internet-based cognitive-behavioural therapy for insomnia (ICBT-i): a
meta-analysis of randomised controlled trials. Br Med J Open 2016 Dec 30;6(11):e010707 [FREE Full text] [doi:
10.1136/bmjopen-2015-010707] [Medline: 27903557]
Shin JC, Kim J, Grigsby-Toussaint D. Mobile phone interventions for sleep disorders and sleep quality: systematic review.
JMIR Mhealth Uhealth 2017 Sep 07;5(9):e131 [FREE Full text] [doi: 10.2196/mhealth.7244] [Medline: 28882808]
Werner-Seidler A, O'Dea B, Shand F, Johnston L, Frayne A, Fogarty AS, et al. A smartphone app for adolescents with
sleep disturbance: development of the Sleep Ninja. JMIR Ment Health 2017 Jul 28;4(3):e28 [FREE Full text] [doi:
10.2196/mental.7614] [Medline: 28754651]
Mindell J, Du MC, Sadeh A, Telofski L, Kulkarni N, Gunn E. Efficacy of an internet-based intervention for infant and
toddler sleep disturbances. Sleep 2011 Apr 01;34(4):451-458 [FREE Full text] [Medline: 21461323]
Schlarb AA, Brandhorst I. Mini-KiSS Online: an Internet-based intervention program for parents of young children with
sleep problems – influence on parental behavior and children's sleep. Nat Sci Sleep 2012 Mar;4:41-52. [doi:
10.2147/NSS.S28337] [Medline: 23620677]

http://www.researchprotocols.org/2018/3/e76/

XSL• FO
RenderX

Corkum et al

JMIR Res Protoc 2018 | vol. 7 | iss. 3 | e76 | p. 14
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
57.
58.
59.

60.

61.

62.

63.
64.

65.

66.
67.

68.
69.
70.

71.

72.
73.

74.
75.
76.

77.

78.
79.

80.

Thorndike FP. Commentary: interest in internet interventions--an infant sleep program as illustration. J Pediatr Psychol
2009 Jun;34(5):470-473. [doi: 10.1093/jpepsy/jsp026] [Medline: 19451170]
Government of Canada. 2007. Canada's Children in a Wired World: The Parent View URL:https://www.ic.gc.ca/eic/site/
smt-gst.nsf/eng/sf05376.html [accessed 2018-02-23] [WebCite Cache ID 6xRJ238Gv]
Schulz KF, Altman DG, Moher D. CONSORT 2010 statement: updated guidelines for reporting parallel group randomized
trials. Ann Intern Med 2010 Jun 1;152(11):726-732. [doi: 10.7326/0003-4819-152-11-201006010-00232] [Medline:
20335313]
Moher D, Hopewell S, Schulz KF, Montori V, Gotzsche P, Devereaux PJ, et al. CONSORT 2010 Explanation and Elaboration:
updated guidelines for reporting parallel group randomised trials. BMJ 2010 Mar 23;340:c869 [FREE Full text] [doi:
10.1136/bmj.c869] [Medline: 20332509]
Eysenbach G, CONSORT-EHEALTH Group. CONSORT-EHEALTH: improving and standardizing evaluation reports of
Web-based and mobile health interventions. J Med Internet Res 2011;13(4):e126 [FREE Full text] [doi: 10.2196/jmir.1923]
[Medline: 22209829]
Anders TE, Dahl R. Classifying sleep disorders in infants and toddlers. In: Narrow WE, First MB, Sirovatka PJ, Regier
DA, editors. Age and Gender Considerations in Psychiatric Diagnosis: A Research Agenda for DSM-V. Arlington, VA:
American Psychiatric Publishing, Inc; 2007:215-226.
Ramos KD, Youngclarke D, Anderson JE. Parental perceptions of sleep problems among co-sleeping and solitary sleeping
children. Inf Child Develop 2007 Aug;16(4):417-431. [doi: 10.1002/icd.526]
Chervin RD, Hedger K, Dillon JE, Pituch KJ. Pediatric sleep questionnaire (PSQ): validity and reliability of scales for
sleep-disordered breathing, snoring, sleepiness, and behavioral problems. Sleep Med 2000 Feb;1(1):21-32. [doi:
10.1016/S1389-9457(99)00009-X]
Morris NS, MacLean CD, Chew LD, Littenberg B. The Single Item Literacy Screener: evaluation of a brief instrument to
identify limited reading ability. BMC Fam Pract 2006 Mar 24;7:21 [FREE Full text] [doi: 10.1186/1471-2296-7-21]
[Medline: 16563164]
Corkum P. Better Nights, Better Days: a program for parents with children who have sleeping problems. 2017. URL:http:/
/betternightsbetterdays.ca/ [accessed 2017-11-29] [WebCite Cache ID 6vL1xpSCx]
Ritterband LM, Thorndike FP, Cox DJ, Kovatchev BP, Gonder-Frederick LA. A behavior change model for internet
interventions. Ann Behav Med 2009 Aug;38(1):18-27 [FREE Full text] [doi: 10.1007/s12160-009-9133-4] [Medline:
19802647]
Behealth Solutions, LLC. URL:http://www.behealthsolutions.com/ [accessed 2018-03-06] [WebCite Cache ID 6xipDXbSB]
Shahid A, Wilkinson K, Marcu S, Shapiro CM. Insomnia severity index (ISI). In: Shahid A, Wilkinson K, Marcu S, Shapiro
CM, editors. STOP, THAT and One Hundred Other Sleep Scales. New York: Springer-Verlag New York; 2012:191-193.
Speth TA, Coulombe JA, Markovich AN, Chambers CT, Godbout R, Gruber R, et al. Barriers, facilitators, and usability
of an Internet intervention for children aged 1 to 10 years with insomnia. Transl Issues Psychol Sci 2015;1(1):16-31. [doi:
10.1037/tps0000016]
Wu JQ, Appleman ER, Salazar RD, Ong JC. Cognitive behavioral therapy for insomnia comorbid with psychiatric and
medical conditions: a meta-analysis. JAMA Intern Med 2015 Sep;175(9):1461-1472. [doi: 10.1001/jamainternmed.2015.3006]
[Medline: 26147487]
Wiggs L, Stores G. Children's Sleep: how should it be assessed? Assoc Child Psychol Psychiatry Rev Newsl 1995;17:153-157.
Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic data capture (REDCap)--a
metadata-driven methodology and workflow process for providing translational research informatics support. J Biomed
Inform 2009 Apr;42(2):377-381 [FREE Full text] [doi: 10.1016/j.jbi.2008.08.010] [Medline: 18929686]
Lewandowski AS, Toliver-Sokol M, Palermo TM. Evidence-based review of subjective pediatric sleep measures. J Pediatr
Psychol 2011 Aug;36(7):780-793 [FREE Full text] [doi: 10.1093/jpepsy/jsq119] [Medline: 21227912]
Statistics Canada. 2011. Canadian National Longitudinal Survey of Children and Youth URL:http://www23.statcan.gc.ca/
imdb-bmdi/instrument/3901_Q1_V4-eng.pdf [accessed 2018-02-13] [WebCite Cache ID 6xCtS5DzU]
McGreavey JA, Donnan PT, Pagliari HC, Sullivan FM. The Tayside children's sleep questionnaire: a simple tool to evaluate
sleep problems in young children. Child Care Health Dev 2005 Sep;31(5):539-544. [doi: 10.1111/j.1365-2214.2005.00548.x]
[Medline: 16101649]
Bruni O, Ottaviano S, Guidetti V, Romoli M, Innocenzi M, Cortesi F, et al. The Sleep Disturbance Scale for Children
(SDSC): construction and validation of an instrument to evaluate sleep disturbances in childhood and adolescence. J Sleep
Res 1996 Dec;5(4):251-261 [FREE Full text] [Medline: 9065877]
Varni JW, Seid M, Rode CA. The PedsQL: measurement model for the pediatric quality of life inventory. Med Care 1999
Feb;37(2):126-139. [Medline: 10024117]
Varni JW, Burwinkle TM, Seid M. The PedsQL as a pediatric patient-reported outcome: reliability and validity of the
PedsQL Measurement Model in 25,000 children. Expert Rev Pharmacoecon Outcomes Res 2005 Dec;5(6):705-719. [doi:
10.1586/14737167.5.6.705] [Medline: 19807613]
Achenbach TM, Ruffle TM. The child behavior checklist and related forms for assessing behavioral/emotional problems
and competencies. Pediatr Rev 2000 Aug 01;21(8):265-271. [doi: 10.1542/pir.21-8-265]

http://www.researchprotocols.org/2018/3/e76/

XSL• FO
RenderX

Corkum et al

JMIR Res Protoc 2018 | vol. 7 | iss. 3 | e76 | p. 15
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
81.
82.
83.
84.
85.
86.
87.

88.

89.
90.
91.
92.
93.
94.

95.
96.

97.

98.
99.
100.
101.

102.

103.
104.
105.

Nakamura BJ, Ebesutani C, Bernstein A, Chorpita BF. A psychometric analysis of the child behavior checklist DSM-oriented
scales. J Psychopathol Behav Assess 2008 Dec 9;31(3):178-189. [doi: 10.1007/s10862-008-9119-8]
Achenbach TM, Rescorla LA. Manual for the ASEBA Preschool Forms and Profiles: An Integrated System of Multi-informant
Assessment. Burlington, VT: ASEBA; 2000.
Achenbach TM, Rescorla LA. Manual for the ASEBA School-Age Forms & Profiles. Burlington, VT: ASEBA :The
Achenbach System of Empirically Based Assessment; 2001.
Chan AD, Reid GJ, Farvolden P, Deane ML, Bisaillon S. Learning needs of patients with congestive heart failure. Can J
Cardiol 2003 Mar 31;19(4):413-417. [Medline: 12704489]
Fisk JD, Doble SE. Construction and validation of a fatigue impact scale for daily administration (D-FIS). Qual Life Res
2002 May;11(3):263-272. [Medline: 12074263]
Lovibond S, Lovibond P. Manual for the Depression Anxiety Stress Scales. 2nd edition. Sydney: Psychological Foundation
of Australia; 1995.
Henry JD, Crawford JR. The short-form version of the Depression Anxiety Stress Scales (DASS-21): construct validity
and normative data in a large non-clinical sample. Br J Clin Psychol 2005 Jun;44(Pt 2):227-239. [doi:
10.1348/014466505X29657] [Medline: 16004657]
Antony MM, Bieling PJ, Cox BJ, Enns MW, Swinson RP. Psychometric properties of the 42-item and 21-item versions of
the Depression Anxiety Stress Scales in clinical groups and a community sample. Psychol Assess 1998;10(2):176-181.
[doi: 10.1037/1040-3590.10.2.176]
Morawska A, Sanders MR. Self-administered behavioral family intervention for parents of toddlers: part I. Efficacy. J
Consult Clin Psychol 2006 Feb;74(1):10-19. [doi: 10.1037/0022-006X.74.1.10] [Medline: 16551139]
Arnold DS, O'Leary SG, Wolff LS, Acker MM. The Parenting Scale: a measure of dysfunctional parenting in discipline
situations. Psychol Assess 1993 Jun;5(2):137-144. [doi: 10.1037/1040-3590.5.2.137]
Collet BR, Gimpel GA, Greenson JN, Gunderson TL. Assessment of discipline styles among parents of preschool through
school-age children. J Psychopathol Behav Assess 2001 Sep;23(3):163-170. [doi: 10.1023/A:1010965220517]
Statistics Canada. 2007. The Canadian Health Measures Survey: The Children's Physical Activity Questionnaire URL:http:/
/www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=5071&Item_Id=44303
Dieticians of Canada. 2015. BMI for Children/Teens URL:https://www.dietitians.ca/Your-Health/Assess-Yourself/
Assess-Your-BMI/BMI-Children.aspx [accessed 2018-02-13] [WebCite Cache ID 6xCpor0Jb]
Government of Canada. 2011. Canadian Guidelines for Body Weight Classification in Adults URL:https://www.canada.ca/
en/health-canada/services/food-nutrition/healthy-eating/healthy-weights/
canadian-guidelines-body-weight-classification-adults/questions-answers-public.html[WebCite Cache ID 6xCwMg7Yn]
Dietitians of Canada. 2017. WHO Growth Charts Set 2 URL:https://www.dietitians.ca/Dietitians-Views/Prenatal-and-Infant/
WHO-Growth-Charts/WHO-Growth-Charts-Set-2.aspx [accessed 2018-02-13] [WebCite Cache ID 6xCwXR84o]
Montgomery P, Stores G, Wiggs L. The relative efficacy of two brief treatments for sleep problems in young learning
disabled (mentally retarded) children: a randomised controlled trial. Arch Dis Child 2004 Feb;89(2):125-130 [FREE Full
text] [Medline: 14736626]
Reid GJ. Schulich Medicine and Dentistry. 2005. Good Nights: Helping your 2-to-5 year old get to sleep and stay asleep.
Parent self-help treatment manual for Parenting Matters program URL:https://www.schulich.uwo.ca/familymedicine/
research/csfm/publications/non_peer_reviewed_publications/reid_graham.html [accessed 2018-02-23] [WebCite Cache
ID 6xRNSgzTl]
Cunningham MJ, Wuthrich V. Examination of barriers to treatment and user preferences with computer-based therapy
using The Cool Teens CD for adolescent anxiety. E J Appl Psychol 2008 Dec 23;4(2). [doi: 10.7790/ejap.v4i2.115]
Kazdin AE, Holland L, Crowley M, Breton S. Barriers to Treatment Participation Scale: evaluation and validation in the
context of child outpatient treatment. J Child Psychol Psychiatry 1997 Nov;38(8):1051-1062. [Medline: 9413802]
Larsen DL, Attkisson CC, Hargreaves WA, Nguyen TD. Assessment of client/patient satisfaction: development of a general
scale. Eval Program Plann 1979;2(3):197-207. [Medline: 10245370]
Atkison CC, Greenfield TK. The Client Satisfaction Questionnaire-8. In: Maruish ME, editor. The Use of Psychological
Testing for Treatment Planning and Outcomes Assessment: Volume 1: General Considerations, 3rd Edition. Mahwah, NJ:
Lawrence Erlbaum Associates; 2004:779-811.
Reid GJ, Stewart M, Vingilis E, Dozois DJ, Wetmore S, Jordan J, et al. Randomized trial of distance-based treatment for
young children with discipline problems seen in primary health care. Fam Pract 2013 Feb;30(1):14-24 [FREE Full text]
[doi: 10.1093/fampra/cms051] [Medline: 22948337]
Vyver E. Pretreatment stage of readiness for change in mothers of high-risk infants as a predictor of adherence to and
outcome of parent intervention. McMaster University 1999.
Niccols A, Vyver E. Readiness for change in mothers of high-risk infants as a predictor of participation and outcome of
intervention. 2000 Presented at: World Association for Infant Mental Health Congress; July; Montreal.
Henderson JA, Jordan SS. Development and preliminary evaluation of the Bedtime Routines Questionnaire. J Psychopathol
Behav Assess 2010 Jun 25;32(2):271-280. [doi: 10.1007/s10862-009-9143-3]

http://www.researchprotocols.org/2018/3/e76/

XSL• FO
RenderX

Corkum et al

JMIR Res Protoc 2018 | vol. 7 | iss. 3 | e76 | p. 16
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Corkum et al

106. Revelle W. Personality Project. 2017. Procedures for Psychological, Psychometric, and Personality Research URL:http:/
/personality-project.org/r/psych [accessed 2017-11-29] [WebCite Cache ID 6vLAS09CP]
107. Reid GJ, Stewart M, Vingilis E, Dozois D, Wetmore S, Jordan J, et al. Parenting matters: randomized clinical trial of a
distance-based treatment for preschool-age children with sleep and discipline problems seen in primary care. 2012 Presented
at: Trillium Primary Care Research Forum; June 26, 2009; Hamilton, ON.
108. Reid GJ, Stewart M, Vingilis E, Dozois D, Wetmore S, Jordan J, et al. Parenting matters: randomized clinical trial of a
brief, minimal-contact treatment for preschool-age children with sleep problems. 2009 Presented at: SLEEP 2009: 23rd
Annual Meeting of the Associated Professional Sleep Societies; June 6-11, 2009; Seattle, WA.
109. Corkum P, Lingley-Pottie P, Davidson F, McGrath P, Chambers CT, Mullane J, et al. Better Nights/Better Days - Distance
intervention for insomnia in school-aged children: a randomized controlled trial. J Pediatr Psychol 2016 Dec;41(6):701-713.
[doi: 10.1093/jpepsy/jsw031] [Medline: 27189687]
110. Zwarenstein M, Treweek S, Gagnier JJ, Altman DG, Tunis S, Haynes B, CONSORT group, Pragmatic Trials in Healthcare
(Practihc) group. Improving the reporting of pragmatic trials: an extension of the CONSORT statement. Br Med J 2008
Nov 11;337:a2390 [FREE Full text] [Medline: 19001484]
111. US Food and Drug Administration. 2009. Guidance for industry: patient-reported outcome measures: use in medical product
development to support labeling claims URL:https://www.fda.gov/downloads/drugs/guidances/ucm193282.pdf[WebCite
Cache ID 6vLECvdS8]
112. Fogg L, Gross D. Threats to validity in randomized clinical trials. Res Nurs Health 2000 Feb;23(1):79-87. [Medline:
10686575]
113. Ahn C, Tonidandel S, Overall JE. Issues in use of SAS PROC.MIXED to test the significance of treatment effects in
controlled clinical trials. J Biopharm Stat 2000 May;10(2):265-286. [doi: 10.1081/BIP-100101026] [Medline: 10803729]
114. Sheeber LB, Sorensen ED, Howe SR. Data analytic techniques for treatment outcome studies with pretest/posttest
measurements: an extensive primer. J Psychiatr Res 1996 May;30(3):185-199. [doi: 10.1016/0022-3956(96)00012-X]
[Medline: 8884657]
115. Diggle P, Heagerty P, Liang K, Zeger S. Analysis of Longitudinal Data. 2nd edition. Oxford: Oxford University Press;
2002.
116. Singer JD. Using SAS PROC MIXED to fit multilevel models, hierarchical models, and individual growth models. J Educ
Behav Stat 1998;23(4):323-355. [doi: 10.3102/10769986023004323]
117. Jacobson NS, Roberts LJ, Berns SB, McGlinchey JB. Methods for defining and determining the clinical significance of
treatment effects: description, application, and alternatives. J Consult Clin Psychol 1999 Jun;67(3):300-307. [Medline:
10369050]
118. Copay AG, Subach BR, Glassman SD, Polly DW, Schuler TC. Understanding the minimum clinically important difference:
a review of concepts and methods. Spine J 2007;7(5):541-546. [doi: 10.1016/j.spinee.2007.01.008] [Medline: 17448732]
119. Jaeschke R, Singer J, Guyatt GH. Measurement of health status. Ascertaining the minimal clinically important difference.
Control Clin Trials 1989 Dec;10(4):407-415. [Medline: 2691207]
120. Ebrahim S, Vercammen K, Sivanand A, Guyatt GH, Carrasco-Labra A, Fernandes RM, et al. Minimally important differences
in patient or proxy-reported outcome studies relevant to children: a systematic review. Pediatrics 2017 Mar;139(3). [doi:
10.1542/peds.2016-0833] [Medline: 28196931]
121. Jacobson NS, Truax P. Clinical significance: a statistical approach to defining meaningful change in psychotherapy research.
J Consult Clin Psychol 1991 Feb;59(1):12-19. [Medline: 2002127]
122. Sanders MR, Markie-Dadds C, Tully LA, Bor W. The triple P-positive parenting program: a comparison of enhanced,
standard, and self-directed behavioral family intervention for parents of children with early onset conduct problems. J
Consult Clin Psychol 2000 Aug;68(4):624-640. [Medline: 10965638]
123. Eisen SV, Ranganathan G, Seal P, Spiro A. Measuring clinically meaningful change following mental health treatment. J
Behav Health Serv Res 2007 Jul;34(3):272-289. [doi: 10.1007/s11414-007-9066-2] [Medline: 17534718]
124. Brozek JL, Guyatt GH, Schünemann HJ. How a well-grounded minimal important difference can enhance transparency of
labelling claims and improve interpretation of a patient reported outcome measure. Health Qual Life Outcomes 2006 Sep
27;4:69 [FREE Full text] [doi: 10.1186/1477-7525-4-69] [Medline: 17005037]
125. Reid GJ, Stewart M, Vingilis E, Dozois DJ, Wetmore S, Jordan J, et al. Randomized trial of distance-based treatment for
young children with discipline problems seen in primary health care. Fam Pract 2013 Feb;30(1):14-24 [FREE Full text]
[doi: 10.1093/fampra/cms051] [Medline: 22948337]
126. Statistics Canada. Government of Canada. 2010 Jun 7. Internet use by individuals, by location, by province URL:https:/
/open.canada.ca/data/en/dataset/7cf2cd1e-f469-4fc6-8a29-1a91b0407c97 [accessed 2018-03-07] [WebCite Cache ID
6xk1ZkmSt]

Abbreviations
BNBD: Better Nights, Better Days
CONSORT: Consolidated Standards of Reporting Trials
http://www.researchprotocols.org/2018/3/e76/

XSL• FO
RenderX

JMIR Res Protoc 2018 | vol. 7 | iss. 3 | e76 | p. 17
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Corkum et al

eHealth: electronic health
HRQ: health-related questionnaire
IP: intellectual property
MID: minimal important difference
RCI: reliable change index
RCT: randomized controlled trial

Edited by G Eysenbach; submitted 05.07.17; peer-reviewed by H Thabrew, C Stepnowsky; comments to author 06.09.17; revised
version received 01.12.17; accepted 01.12.17; published 26.03.18
Please cite as:
Corkum PV, Reid GJ, Hall WA, Godbout R, Stremler R, Weiss SK, Gruber R, Witmans M, Chambers CT, Begum EA, Andreou P,
Rigney G
Evaluation of an Internet-Based Behavioral Intervention to Improve Psychosocial Health Outcomes in Children With Insomnia (Better
Nights, Better Days): Protocol for a Randomized Controlled Trial
JMIR Res Protoc 2018;7(3):e76
URL: http://www.researchprotocols.org/2018/3/e76/
doi: 10.2196/resprot.8348
PMID: 29581089

©Penny V Corkum, Graham J Reid, Wendy A Hall, Roger Godbout, Robyn Stremler, Shelly K Weiss, Reut Gruber, Manisha
Witmans, Christine T Chambers, Esmot Ara Begum, Pantelis Andreou, Gabrielle Rigney. Originally published in JMIR Research
Protocols (http://www.researchprotocols.org), 26.03.2018. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in JMIR Research Protocols, is properly cited. The
complete bibliographic information, a link to the original publication on http://www.researchprotocols.org, as well as this copyright
and license information must be included.

http://www.researchprotocols.org/2018/3/e76/

XSL• FO
RenderX

JMIR Res Protoc 2018 | vol. 7 | iss. 3 | e76 | p. 18
(page number not for citation purposes)

