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Abstract
Objective-To determine the effect ofnocturnal hypoglycaemia on sleep architecture in adolescents with insulin dependent
diabetes mellitus (IDDM).
Design-20 adolescents with IDDM (mean
age 12.8 years, mean glycated haemoglobin (HbA1) 8.9%) were studied on one
night. Plasma glucose was measured
every 30 minutes and cortisol and growth
hormone levels every 60 minutes. Sleep
was recorded using standard polysomnographic montages, and sleep architecture
was analysed for total sleep time, stages
1-4, rapid eye movement, fragmentation,
and arousals.
Results-Six subjects (30%) became hypoglycaemic (five subjects < 2.5 mmolIl),
with one being symptomatic. There were
no differences in age, HbAlc, duration of
diabetes, or insulin regimen between
hypoglycaemic and non-hypoglycaemic
subjects. Hypoglycaemia was not predicted by glucose measurements before
bed. There was no detectable rise in
plasma cortisol or growth hormone concentrations during hypoglycaemia. Sleep
architecture was not disturbed by nocturnal hypoglycaemia with no differences
found in sleep stages, fragmentation, or
arousals.
Conclusions-Nocturnal hypoglycaemia
is a common and usually asymptomatic
complication of treatment in adolescents
with IDDM. Moderate hypoglycaemia has
not been shown to affect sleep architecture
adversely. These findings are consistent
with, and may explain, the observation
that severe hypoglycaemia, with consequent seizure activity, is more common at
night than during the day. Counterregulatory hormone responses to nocturnal hypoglycaemia may be less marked
than with similar degrees of diurnal
hypoglycaemia.
(Arch Dis Child 1996;75:120-123)
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Hypoglycaemia, the most frequent complication of insulin dependent diabetes mellitus
(IDDM) in children, is associated with both
short and long term sequelae and often limits
attempts to improve glycaemic control.lA
Severe hypoglycaemia, as evidenced by seizure
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activity, is more common at night. In addition,
nocturnal hypoglycaemia has been shown to be
frequently asymptomatic in adults, while in
children biochemically significant nocturnal
hypoglycaemia is estimated to occur in between 14 and 35 per cent of children per

year.5-10
Hypoglycaemia during sleep in adults has
been reported both to increase and decrease
counterhormonal responsiveness, suggesting
physiological differences dependent upon sleep
state." 12 Sleep architecture has been examined
in adults with IDDM, with prolongation of
rapid eye movement cycles and EEG changes
(increased 8 and 6 activity) being found during
hypoglycaemia. 1"15
The technology for accurately monitoring
sleep architecture (sleep stages, fragmentation,
arousals) in children is now well established. It
has been shown that sleep fragmentation is
associated with daytime somnolence in children and can cause behavioural disturbances.617 Despite this there are few data on the
effect of diabetes, alterations in nocturnal
glycaemic levels, or hypoglycaemia on either
sleep patterns or the electroencephalogram
(EEG) in children.
In view of the move towards improved
glycaemic control in childhood diabetes following the recommendations of the diabetic
control and complications trial (DCCT), it is
likely that both the incidence and severity of
hypoglycaemia during childhood will increase.'8 The purpose of this study therefore
was to examine sleep architecture in children
with IDDM during hypoglycaemia at night
and to characterise any sleep disturbance that
such hypoglycaemia may cause.
Methods
SUBJECTS

We studied 20 adolescents, 11 girls and nine
boys, between the ages of 11.5 and 14.5 years,
mean 12.8 (SD 1) year, attending the diabetes
clinic at Princess Margaret Hospital for Children, Perth. Each subject was recruited following informed consent and individual agreement to participate in the study. Ethics
approval was obtained from the ethics advisory
committee of Princess Margaret Hospital.
The mean duration of diabetes was 4.4 years
(range 1 to 10), the mean insulin dose was 0.96
units/kg (range 0.6 to 1.3), and the mean
glycated haemoglobin (HbA1C) was 8.9(1)%,
with a range of 6.5 to 10.2. Nineteen of the
subject group completed the whole pro-
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Table 1 Clinical characteristics of the children who became hypoglycaemic (plasma
glucose < 3.5 mmolll) and those who did not. Values are mean (SD)

Table 2 Nocturnal plasma glucose profiles (mmolll) in
children experiencing nocturnal hypoglycaemia

Age (years)

Weight (kg)
Height (cm)
HbA,c (%)

Duration of diabetes (years)
Insulin dose (U/kg)

< 3.5 mmol/l

> 3.5 mmolll

12.9 (1.1)
45.8 (4.1)
151.8 (4.2)
8.8 (1.2)
4.4 (1.5)
0.98 (0.15)

12.8
49.03
153.7
8.9
4.5
0.93

Subject 1
Subject 2
Subject 3
Subject 4
Subject 5
Subject 6

(1.0)
(3.2)
(7.8)
(1.1)
(3.2)
(0.2)

Nadir of

2200

0200

0700

plasma glucose
(time)

4.6
12.8
9.7
3.7
5.6
13

3.3
4.7
2.7
8.1
3.3
4.2

7.3
3.4
3.1
9.5
4.5
4.1

2.3 (0100)
3.3 (0530)
2.3 (0230)
2.1 (2230)
2.5 (0300)
2.5 (0330)

No statistical differences between groups.

gramme, with one subject withdrawing because of a painful intravenous catheter site.
PROCEDURE

Each subject was admitted on the evening of
the study after having had a normal day's activity, dietary intake (including the evening meal),
and insulin dose. On arrival in the sleep unit,
EMLA cream (topical anaesthetic) was applied
to allow the painless insertion of an intravenous catheter used to take blood specimens
during the study. Blood was collected at the
time of catheterisation for measurement of glycosylated haemoglobin, every 30 minutes overnight for measurement of glucose, and hourly
for cortisol and growth hormone levels.
DET1ERMINATIONS

Plasma glucose was measured using a Kodak
Ektachem 500 analyser, plasma cortisol and
growth hormone concentrations were measured with a Cirrus Immulite analyser, and the
HbAlc with a DCA 2000 analyser from Beyer
Diagnostics (non-diabetic reference range
<

6.2%).

SLEEP ANALYSIS

Sleep variables were recorded by a polysomnograph using standard electroencephalographic,
electro-oculographic, electromyelographic, electrocardiographic, oximetry, and respiratory
channels. Sleep was scored according to standard criteria as wakefulness, sleep stages 1 - 4,
and rapid eye movement (REM) sleep.'9 The
percentage of total sleep that was
fragmented-defined as having two or more
changes in sleep stage per 10 minute intervalwas calculated, as were the number of arousals,
defined according to American Sleep Disorders Association guidelines.20 Heart rates were
monitored continuously and averaged over 30
seconds.
STATISTICAL ANALYSIS

Analysis of the sleep patterns was performed
off line by an observer (SS) blinded to the subjects' glycaemia level. Other variables reported
Table 3 Comparison in overnight cortisol and growth hormone levels between the children
who became hypoglycaemic and those who did not
Hypoglycaemic

Non-hypoglycaemic

Maximum increment from baseline

464

413

Mean value
Maximum increment from baseline

213
40.5

151
41

19

21

children

Cortisol

(nmol/l)
Growth hormone
(mU/l)

Mean value
No statistical differences between groups.

children

were compared by Student's t tests and the
Mann-Whitney test.

Results
GLUCOSE PROFILES

Hypoglycaemia was defined as a plasma
glucose concentration below 3.5 mmol/l based
on studies reporting adrenaline responses and
increased hypoglycaemic symptom scores at
this level of hypoglycaemia in non-diabetic
adolescents.2 22 Six children (30%)-three
boys and three girls-developed hypoglycaemia during the study and of these five had
plasma glucose values below 2.5 mmol/l. There
were no differences in age, sex, duration of diabetes, insulin dose, or HbAic concentrations
between those children who were hypoglycaemic and those who were not (table 1). The glycaemic profiles of the children who were
hypoglycaemic are shown in table 2.
Hypoglycaemia was often prolonged, with
mean duration of 3.96 hours (range 1 to 7
hours). Plasma glucose concentrations taken
before sleep were not reliable predictors of
subsequent hypoglycaemia; however, the prebreakfast plasma glucose concentrations were
significantly lower in the group who had
become hypoglycaemic than in the group who
did not (mean plasma glucose 5.3 v 11.3
mmolIl, p < 0.002). Mean rise from the nadir
plasma glucose concentration to the prebreakfast level was 2.9 mmol/l.
There were no significant differences in total
output (as measured hourly), peak level, or
maximum increment of increase of plasma
cortisol or growth hormone between the two
groups (table 3). The expected early morning
rise in plasma cortisol was observed in all
patients. Growth hormone concentrations varied markedly, both between individuals and in
the same individual, and were unrelated to glycaemic levels.
SYMPTOMS AND CLINICAL MEASUREMENTS

One child reported subjective symptoms of
hypoglycaemia (hunger) at a plasma glucose
concentration of 2.1 mmolIl.
Heart rates were recorded continuously during the study and expressed in 30 second averages. There were no rises in heart rate during
hypoglycaemia in any child. In four of the children who became hypoglycaemic, the heart
rates were lower at the nadir of the plasma glucose concentrations than during preceding
euglycaemia (mean fall 9.25 beats/min). The
remaining two hypoglycaemic children's heart
rates remained stable.
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Table 4 Sleep outcome in hypoglycaemic children (plasma glucose < 3.5 mmol/l)
compared to non-hypoglycaemic subjects. Values are mean (with 95% confidence intervals)

Wakefulness (%)
Stage (%)
Stage 2 (%)
Stage3(%)
Stage4(%)

REM(%)
Percentage total
sleep fragmented
Arousals (total)
Arousals/min

< 3.5 mmolll

> 3.5 mmolll

12.7 (7.8 to 17.6)
10 (5.6 to 14.4)
43.6 (44.6 to 52.6)
7.6 (6.1 to 9.1)
9.7 (7.3 to 12.1)
15.6 (11.1 to20.1)
33.8 (29.5 to 38.1)

9.6 (6.7 to 12.5)
9.5 (5.9 to 13.1)
48 (44.1 to 51.7)
7 (4.9 to 9.1)
9.1 (4.5 to 13.7)
16.1 (12.2to20.0)
37.3 (34.4 to 41.2)

25.8 (23.1 to 28.5)
0.051

29.8 (26.5 to 33.2)
0.059

No statistical differences between groups.

Table S Comparison ofsleep values during hypoglycaemia and euglycaemia. Values are
mean (with 95% confidence intervals)
Plasma glucose
< 3.5

Percentage total sleep
fragmented
Arousals (total)
Arousals/min

mmolll

> 3.5 mmol/l

33.8 (29.5 to 38.1)

40.6 (35.4 to 45.8)

11.6 (9.2 to 14.0)
0.05

14.2 (12.1 to 16.3)
0.05

No statistical differences between groups.
SLEEP ANALYSIS

Sleep analysis performed to compare the
hypoglycaemic group to the non-hypoglycaemic group is shown in table 4. No
significant differences were found in total sleep
time, stages 1-4, REM, percentage of total
sleep fragmented, or the number of arousals. A
difference was found in the amount of
wakefulness, with the hypoglycaemic group
being awake longer than the non-hypoglycaemic group; however, this difference is
explained by the child who felt hungry while
hypoglycaemic and was subsequently awake
for 90 minutes. If this child is excluded from
the analysis there were no statistically significant differences between the two groups in
sleep outcome variables. Further analysis of
the hypoglycaemic group as a whole revealed
no difference in the percentage of sleep
fragmentation or the number of arousals experienced during the periods of hypoglycaemia
and the rest of the night (table 5). To exclude
the possibility that blood sampling may have
disturbed the children, sleep was analysed and
compared for the 10 minutes directly before
sampling and for the 10 minutes directly after
sampling. There were no differences in either
the total percentage of sleep fragmentation or
the number of arousals during these times.
Discussion
In this study we have shown a high frequency
of asymptomatic nocturnal hypoglycaemia
occurring in adolescents with IDDM. This
group was representative of our young adolescent diabetic population in that the
HbA,cconcentrations in the subjects studied
are similar to the clinic average for this age. In
view of the finding that hypoglycaemia was

mostly asymptomatic, even at plasma glucose
levels of < 2.5 mmol/l, the frequency of
hypoglycaemia determined by recording symptomatology alone may an underestimate of the
true incidence, reports of hypoglycaemia in

Arch Dis Child: first published as 10.1136/adc.75.2.120 on 1 August 1996. Downloaded from http://adc.bmj.com/ on February 25, 2021 by guest. Protected by copyright.

Plasma glucose

children that rely on subjective information
provided by parents or on the incidence of
coma being unreliable.6
Shalwitz et ar reported a high frequency of
nocturnal hypoglycaemia occurring at 0200 h,
with 14.4% of the values being below 3.3
mmol/l, while Whincup and Milner reported
34% below 3.0 mmolIl.9 Our findings confirm
this incidence. Although it is possible that hospital admission may increase the incidence of
hypoglycaemia, we endeavoured to minimise
this possibility by admitting the subjects as late
as possible and ensuring a normal day's activity
and exercise. In studies where children were
admitted for 48 hours, adjustment cannot be
made for differences in dietary intake or
exercise and as such do not increase the validity of the study.
We were unable to find any reliable predictive measures for subsequent nocturnal hypoglycaemia. Shalwitz et al showed that subsequent hypoglycaemia may be predicted by a
2200 h plasma glucose concentration of less
than 5.6 mmol/l, a finding supported by Whincup and Milner, who determined that a plasma
glucose of 7 mmol/l was the best predictor.79
We found no reliable predictive value in plasma
glucose concentrations at any stage preceding
hypoglycaemia. Hypoglycaemia was not predictable by age, duration of diabetes, insulin
dose, or HbAlc. Hypoglycaemia was more
likely to be present at 0100 to 0330 h than at
any other time of the night, and as no reliable
predictive value could be ascertained, incorporation of early morning (2400-0200 h) blood
glucose testing into the monitoring regime is
recommended to decrease the incidence of
unheralded nocturnal hypoglycaemic sequelae,
including convulsions.
The plasma glucose concentrations at breakfast were lower in the children who had been
hypoglycaemic during the night than in those
who had not. The mean rise in glucose of 2.9
mmol/l from the nadir and the persistence of
the lower levels at breakfast is consistent with
recent reports that the 'Somogyi' effect does
not commonly occur in this group.23 24
In view of the frequency with which
hypoglycaemia is asymptomatic at night we
tried to determine whether alterations in
plasma glucose concentrations have any detectable effect on sleep patterns. Bendtson et al
have shown that at plasma glucose levels of
< 2.0 mmol/l there are recordable changes in
EEG patterns with increased 0 and 8 activity.'4
The same investigators have shown that there
was a tendency towards a prolongation of the
first two rapid eye movement cycles during
hypoglycaemic nights.' These observations
suggest a tendency to deeper sleep with more
profound hypoglycaemia than observed in our
study. We have been unable to show any
changes in sleep stages during moderate
hypoglycaemia, nor any evidence that hypoglycaemia predisposes to increased wakefulness,
the number of arousals, or the degree of
fragmentation during sleep. By analysing the
percentage sleep fragmentation and the
number of arousals during hypoglycaemic and
non-hypoglycaemic sleep it is possible to
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examine more subtle changes such as restlessness. The lack of any adverse effect on sleep
during hypoglycaemia is reassuring in that
such episodes would not be expected to result
in daytime somnolence. On the other hand the
lack of symptomatology with moderate hypoglycaemia might result in the patient failing to
arouse and intervene appropriately to prevent
more severe nocturnal hypoglycaemia.
To examine the counter-regulatory hormonal response to hypoglycaemia we measured
plasma cortisol, growth hormone, and heart
rates (as an indirect measure of adrenergic
stimulation). The lack of a measurable hormonal counter-regulatory response to blood glucose concentrations of less than 3 mmol/l is
surprising. Jones et al studied adolescents with
and without diabetes and found increases in
adrenaline and cortisol at this level in diabetic
and non-diabetic subjects.2"22 Similarly, hypoglycaemic symptom scores rose in the
diabetic subjects at blood glucose concentrations below 4.2 mmol/l.22 Whether these differences are due to methodology (that is, hyperinsulinaemic clamp induced versus 'spontaneous' hypoglycaemia) or to differences in
responses to diurnal and nocturnal hypoglycaemia is open to speculation. Alternatively the
lack of a hormonal response may be explained
by recent work showing that hypoglycaemia
per se will decrease the response to subsequent
hypoglycaemia.'0 It is conceivable that those
children who became hypoglycaemic during
the study had been hypoglycaemic in the 24
hours before the start and may have been relatively unresponsive to further stress.
In summary, nocturnal hypoglycaemia is a
common and usually asymptomatic complication of treatment in adolescents with IDDM.
Moderate hypoglycaemia has not been shown
to affect sleep architecture adversely. This may
explain why severe hypoglycaemia and subsequent seizures are more common at night than
during the day. Finally, questions have been
raised as to possible differences in hormonal
counter-regulation to diurnal and nocturnal
hypoglycaemia in this group.

