
 

Later Start Times Help Teens  
Obtain Adequate Sleep
Teenagers in schools that have 
moved their start times to 
8:30 a.m. or later show fewer 
depressive symptoms and better 
academic performance than 
more sleep-deprived peers.

By Lynne LaMBerG

S tarting high school classes 
at 8:30 a.m. boosts students’ 
grades, mood, and driving per-
formance, a new multisite study 
shows.

The three-year study assessed the 
impact of later high school start times 
on about 9,000 students in grades 9 to 
12, and 500 in grades 6 to 8, in five pub-
lic school districts in three states. kyla 
wahlstrom, Ph.D., director of the Uni-
versity of Minnesota’s Center for applied 
research and educational improvement, 
led the study, which was funded by the 
Centers for Disease Control and Preven-
tion (CDC).

Decades of research show that teen-
agers need 9 to 9.25 hours of sleep for 
optimal alertness. Most teenagers find 
it hard to fall asleep before 11 p.m., 
wahlstrom said, because pubertal 
changes in the biological clock delay 
the evening onset of melatonin secre-
tion. the start of sleep occurs about an 
hour later in adolescents than in pre-
pubertal children.

Starting classes at 8:30 a.m. aligns the 
school day with the adolescent biological 
clock, wahlstrom told Psychiatric News. 
This start time, she said, allows most 
teenagers to sleep about eight hours and 
still have time to eat breakfast and get 
to school. 

eight hours are a practical com-
promise, she noted, between teenag-
ers’ sleep need, parents’ work hours, 
and typical school hours. it also allows 
students to obtain enough rapid eye 
movement (reM) sleep to process 
information from the previous day and 
consolidate memory.

in wahlstrom’s study, about 60 per-
cent of students in schools that started 
at 8:35 a.m. slept eight or more hours 
on school nights. in the latest-starting 
school, which opened at 8:55 a.m., about 
66 percent of students averaged eight or 
more hours of sleep. in schools starting 
at 7:30 a.m., only 34 percent of students 
did so.

Most U.S. public high schools start 
classes at 8 a.m.; many start before 7:30 
a.m. in large metropolitan areas, school 
bus pickups start before 6 a.m., requir-

ing a wake-up time of 5 a.m. or earlier. 
Some schools offer extra-credit classes 
or hold sports practice before the school 
day starts. Schools and sports organi-
zations, wahlstrom asserted, need to 
avoid scheduling early-morning activi-
ties that cut into teenagers’ sleep.

eight hours of sleep represents a tip-
ping point that separates greater or lesser 
amounts of at-risk behaviors, wahl-
strom’s group and others have found.

The CDC’s most recent youth risk 
Behavior Survey, conducted in 2007, 
found, for example, that nearly 70 per-
cent of U.S. high school students aver-
aged less than eight hours’ sleep on 
school nights, and 40 percent averaged 
six hours or less. Sleep-deprived students 

reported more symptoms of depression, 
thoughts of suicide, substance use, and 
other at-risk behaviors than those who 
slept eight hours or longer. 

wahlstrom’s group replicated and 
extended those findings. when schools 
in their study started later, academic 
performance improved. after the Jack-
son hole, wyo., high school delayed its 
start time from 7:35 a.m. to 8:55 a.m., 
for example, students earned better 
grades in their first-period core subjects 
of english, math, science, and social 
studies. attendance rose, and tardiness 
declined. 

Car crashes caused by Jackson hole 
drivers aged 16 to 18 also fell, from 23 
crashes in the year prior to the change 

to seven afterward, a 70 percent decline. 
That’s a significant drop, wahlstrom 
said, resulting in greater safety of both 
teens and the general public. 

in addition, students who averaged 
eight hours of sleep or more reported 
fewer symptoms of depression than those 
who slept less than eight hours. when 
asked to describe their mental state in the 
prior two weeks, she said, the longer the 
students slept, the less often they reported 
that they felt sad, unhappy or depressed, 
hopeless about the future, nervous or 
tense, or worried. 

teens sleeping eight hours or more 
also reported lower use of caffeine, alco-
hol, and illicit substances than their 
shorter-sleeping peers. a report on the 
study findings is in preparation. PN  

 More information about adolescent 
sleep is posted at http://www.cehd.umn.
edu/care. Also posted there are videos from 
the nation’s first conference on this topic. 
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ioral health within the medical home. 
The group has also developed screening 
tools to help practices identify potential 
Medicare reimbursements and a list of 
resources on behavioral health inte-
gration including information about 
reimbursement for depression screen-
ing, reimbursement for screening and 
brief counseling interventions for alco-
hol misuse, and a comprehensive list of 
partner resources on behavioral health. 

nace says participation in the collab-
orative is free for individual clinicians, 
and he urges aPa members to join. 
The Behavioral health task Force has 
monthly conference calls open to the 
public at noon eSt on the third wednes-
day of each month. 

when asked how psychiatrists can 
catch the fast-moving train of integrated 
care, nace repeats what other leaders in 
the field have said: get educated and get 
engaged. “Clinicians need to learn about 
collaborative care models and reach out 
to primary care practices wherever they 
are,” he said. “when i meet with primary 
care physician practices, i hear time and 
time again that they are frustrated with 
patients who present with depression, 
anxiety, and substance abuse, and they 
don’t know what to do. They frequently 
can’t find someone to refer them to, so 
they prescribe the meds the drug com-
panies provide, because they only have 
seven minutes to spend with the patient.

“we are in a remarkable period of 
transformation in american health care, 
and there will be winners and losers,” nace 
said. “The winners will be people who step 

up and work with others. The transforma-
tion will happen locally and will be based 
on building relationships.” PN  

 The website of the Patient-Centered 
Primary Care Collaborative is http://www.

pcpcc.org/. Clinicians who would like to get 
involved with the Behavioral Health Group 
can subscribe to receive agendas, news, 
and announcements at http://pcpcc.us2.list-
manage.com/subscribe/post?u=dcfdd33cd
d540f634734cf274&id=56f71f22aa.
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Care Is Coordinated in the Medical Home

These are the principles of the patient-centered medical home, adopted by the American 
Academy of Pediatrics, American Academy of Family Physicians, American Osteopathic 
Association, and American College of Physicians. The four groups have representatives 
who are permanent members of the board of directors of the Patient-Centered Primary 
Care Collaborative; APA is an executive level member.

 • Personal physician: Each patient has an ongoing relationship with a personal physician 
trained to provide first contact and continuous and comprehensive care.

 • Physician-directed medical practice: The personal physician leads a team of individuals 
at the practice level who collectively take responsibility for the ongoing care of patients.

 • Whole-person orientation: The personal physician is responsible for providing for all 
the patient’s health care needs or taking responsibility for appropriately arranging care 
with other qualified professionals. This includes care for all stages of life, as well as acute 
care, chronic care, and preventive services.

 • Coordinated and/or integrated care: Care is coordinated or integrated across all 
elements of the complex health care system (for example, subspecialty care, hospitals, 
home health agencies, nursing homes) and the patient’s community (for example., 
family, public and private community-based services). Care is facilitated by registries, 
information technology, health information exchange, and other means to assure that 
patients get the indicated care when and where they need and want it in a culturally 
and linguistically appropriate manner.

 • Quality and safety: Practices advocate for their patients to support the attainment 
of optimal, patient-centered outcomes that are defined by a care-planning process 
driven by a compassionate, robust partnership between physicians, patients, and 
their families. Evidence-based medicine and clinical decision-support tools guide 
decision making. Physicians in the practice accept accountability for continuous quality 
improvement through voluntary engagement in performance measurement and 
improvement. Patients actively participate in decision making, and feedback is sought 
to ensure patients’ expectations are being met. Information technology is utilized 
appropriately to support optimal patient care, performance measurement, patient 
education, and enhanced communication.
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