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Abstract 

The objective of this study was to evaluate sleep disturbances, review treatment methods, and 

develop a plan of treatment options utilizing sleep hygiene methods. A review of literature 

included sleep disturbances and interventions to alleviate such problems. Hospital staff was 

queried regarding sleep disturbance and solutions to patients’ difficulty with sleep. Patient 

satisfaction surveys were collected and analyzed and the data were used to develop educational 

workshops for inpatient mental health nursing staff to enhance their awareness of sleep hygiene 

as a recovery focused self-care strategy for patients with mental illness. 

 Through an action plan created from feedback by the nursing staff, utilization of sleep 

hygiene methods resulted in higher reported patient satisfaction with sleep. These results suggest 

the educational workshops may provide an opportunity to empower patients to care for 

themselves and to promote continued self-care guidelines after discharge. 
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Introduction 

Sleep disturbance affects an estimated 70 million Americans (American Academy of 

Sleep Medicine [AASM], 2010), making it a significant public health issue necessitating 

definitive diagnosis and treatment. An inability to sleep may affect daytime functioning in areas 

such as driving, thought processes, and work performance (Broch, Buysse, Dorsey, Sateia, & 

Schutte-Rodin, 2008).  

The Centers for Disease Control and Prevention (CDC) recognize sleep disturbance as 

difficulty falling asleep or remaining asleep and awakening with an inability to return to sleep 

(2012). Individuals struggling with psychological issues such as depression or with physical 

ailments such as pain may be impacted by loss of sleep. Those who are hospitalized for mental or 

physical illness may also experience increased sleep disturbances, resulting in an exacerbation of 

co-morbidities and an increased length of hospital stay (Hirschfeld & Weissman, 2002).  

Both internal and external factors can influence a person’s ability to achieve a full night’s 

sleep. Individuals admitted for inpatient psychiatric services might experience increased levels of 

sleep disturbance due to anxiety related to unfamiliar surroundings, loss of control, and 

uncertainty related to the length of stay. Environmental factors such as lighting or room 

temperature may also affect one’s ability to sleep (Redeker &Hedges, 2002).  

To promote adequate sleep in the inpatient setting, the sleep needs of patients with 

psychiatric mental health issues may need to be evaluated for factors contributing to sleep 

disturbance. Factors influencing sleep include age, gender, and the presence of a sleep disorder. 

Patients diagnosed with psychiatric disorders may experience difficulty sleeping due to 

symptoms of their psychiatric illness or medical co-morbidities (Fong & Wing, 2007); mood, 

anxiety, and substance abuse disorders contribute to sleep disturbance, hindering patients’ return 
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to typical functioning. Interestingly, co-morbid medical conditions such as sleep apnea and 

restless leg syndrome may also contribute to psychiatric disorders and symptoms (Epstein & 

Harvard, 2013). For some patients, recovery can be complicated by sleep disturbance, especially 

if other co-morbid issues such as pain and chronic disease are also present, hampering treatment 

(Hirschfeld & Weissman, 2002). 

Purpose Statement 

According to the CDC, sleep hygiene is the promotion of habitual sleep (2013). The 

National Sleep Foundation noted that Sleep Hygiene is an assortment of distinctive practices that 

are important to have quality sleep and full daytime sharpness (Thorpy & Yager, 2003).  The 

purpose of this project was to develop an educational sleep hygiene program that teaches nurses 

to identify the factors that contribute to sleep disturbance and utilize non-pharmacological 

interventions to assist patients with sleep during hospitalization.  

Literature Review 

Utilizing an evidence-based approach, a literature review was initially conducted by two 

Point Loma Nazarene University (PLNU) students during a project to explore the relationship 

between sleep disturbance and design potential interventions to improve the likelihood of 

sustained, restful sleep.  

Sharp Mesa Vista (SMV) is a psychiatric hospital in San Diego, California, that provides 

inpatient and outpatient services for patients of all ages. Seven inpatient units comprise this 

psychiatric facility. Because SMV was the location chosen to conduct the educational program 

evaluated in this project, the literature was also searched for research on sleep disturbances 

among children, adolescents, adults, and older adults with psychiatric diagnoses, as these patient 

populations are served at the healthcare facility.   
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The CINAHL, PubMed, Medline Plus, PsychINFO, and PsychARTICLES databases 

were searched for research related to sleep disturbance and sleep hygiene in the psychiatric 

setting. The search included the following keywords and phrases: sleep hygiene, sleep 

disturbance in the psychiatric setting, psychiatric disorders, and sleep, sleep in child/adolescent 

populations, adults and sleep disturbance, the elderly and sleep disturbance, children and 

adolescents with psychiatric disorders, correlations between sleep disturbance and mental 

illness, and mental illness in children and adolescents.  

Sleep Disturbance in Children 

 The National Sleep Foundation (NSF, 2005) suggests children ages 5-10 should have 

approximately 10-11 hours of sleep each night. Sleep disorders in children may be difficult to 

diagnose and may escape detection until adolescence or adulthood. Factors affecting difficulty 

sleeping in this patient population include environmental factors such as lighting, room 

temperature, lack of a sleep routine, and exposure to electronic devices. The effects of sleep 

disturbance in children may be exhibited by daytime drowsiness, decrease in academic ability, 

and impulsive behavior. Children with anxiety may exhibit nightmares, inability to sleep by 

themselves, and a marked difficulty in falling asleep (Alfano & Gamble, 2009).   

Sleep Disturbance in Adolescents 

 The NSF (2005) recommends adolescents ages 11-18 obtain 8.5 to 9.25 hours of sleep 

per night. Adolescents with a psychiatric diagnosis such as depression are vulnerable to 

increased symptomology related to sleep disturbance.   

A comparative study of adolescents ranging from 12-18 years of age evaluated the sleep 

quality of 56 youths with no health complications and 59 youths with complaints of chronic pain 

and collected data measuring sleep hygiene, depression, and insomnia symptoms. Adolescents 
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with chronic pain reported a lower quality of sleep and a sleep disturbance rate of 54.2% in 

contrast to healthy adolescents, who reported a sleep disturbance rate of 19.6% (p<.001; 

Lewandowski et al., 2011).  

A form of sleep disturbance exhibited by adolescents is excessive sleeping or 

hypersomnia. In hypersomnia an individual may sleep more than the recommended hours for the 

age group and have difficulty waking. Difficulty sleeping increases the risk for decreased levels 

of function in academics, as well as lower social and familial participation (Alfano & Gamble, 

2009).  

Sleep Disturbance in Adults  

 By the time individuals reach adulthood, that is, age 18 years and older, the 

recommended amount of sleep drops to 7-9 hours (National Sleep Foundation, 2005). Sleep 

disturbance in this population may trigger current symptoms or cause the onset of new 

psychiatric illnesses, placing patients at risk for a relapse of anxiety, mood, and substance abuse 

disorders. Sleep disorders are common for some older adults, which may affect their quality of 

life. For this paper, older adults (age 65 and older) are identified as those eligible for full 

retirement according to the Social Security Administration (2012).   

A year-long study conducted by the National Institute of Mental Health Epidemiologic 

Catchment Area queried a sample of 7,954 people in the general population. On initial survey, 

10.2% of participants met the criteria for sleep disturbance and 3.2% for hypersomnia. Upon 

conclusion of the survey, 46.5% of those reporting sleep disturbances met the criteria for a 

psychiatric disorder (Ford & Kamerow, 1989).   

For older adults who suffer from a psychiatric illness along with nighttime sleep 

disturbance, the combination may produce daytime symptoms such as drowsiness and decreased 
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energy and alertness. Patients suffering sleep disturbance are at risk for decreased cognitive 

awareness of their surroundings, inability to attend programs or therapies, and increased risk of 

falling (Lewandowski et al., 2011).  

Sleep Disturbance Assessment 

According to the Journal of Clinical Sleep Medicine, the evaluation of sleep disturbance 

should be completed upon patient admittance to each unit. A thorough history of the factors that 

may add to the patient’s sleep disturbance—including bio-psychosocial factors, predisposing 

influences, list of current medications, and perpetuating circumstances such as habits—must be 

compiled. In addition, co-morbid medical issues, substance abuse, psychiatric conditions, learned 

negative sleep behaviors, and cognitive distortions that may interfere with sleep should be 

assessed. Identifying negative sleep behaviors and cognitive processes such as negative thought 

patterns reveals information to assist with appropriate diagnosis and treatment of patients with 

sleep disturbance related to psychiatric disorders (Broch et al., 2008).  

Initial assessment of sleep disturbance can be obtained through self-administered 

questionnaires, symptoms checklists, and psychological screening tests. A psychiatric interview 

and medical examination may facilitate the identification of co-morbid disorders. A list of 

medications currently taken by the patient can also be a helpful tool when ruling out sources of 

sleep disturbance (Broch et al., 2008).  

Side Effects of Medications 

Patients with psychiatric diagnoses may also experience sleep disturbances due to the 

side effects of their medications. Mood and anxiety disorders are sometimes treated with 

antidepressants, anxiolytics, and mood stabilizers (National Institute of Mental Health, 2008), 

but antidepressants such as selective serotonin reuptake inhibitors can contribute to sleep 
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disturbances. Medications recognized to treat bipolar disorder (mood stabilizers, anticonvulsants, 

and antipsychotics) are noted to have side effects such as dizziness, weight gain, drowsiness, and 

toxicity (Lehne, 2009), and some include sleep disturbance as a side effect. Additionally, 

stimulants such as caffeine, decongestants such as pseudoephedrine, narcotic analgesics such as 

Oxycodone, cardiovascular medications such as beta blockers, asthma medications such as 

Albuterol, and some sleep medications can all influence an individual’s ability to sleep 

(Bjorvaten & Fetveit, 2009; Lehne, 2009).  

Interventions 

It is important to identify and modify behaviors, medications or other substances that 

have a significant impact on sleep. Sleep disturbance can not only worsen medical co-morbid 

problems but can also deteriorate or worsen psychiatric issues, increasing the risk for suicide and 

substance abuse (Epstein & Harvard, 2013).  

A combination of behavioral and psychological strategies in conjunction with 

pharmacological treatment may be a more inclusive approach to managing sleep disturbance. 

Pharmacological treatment should be accompanied by patient education on goal expectations, 

safety concerns, potential side effects, drug/food interactions, and other treatment modalities 

(Broch et al., 2008). 

Theoretical Framework 

 The recovery model developed by Mary Ellen Copeland is the theoretic framework 

chosen for this project. Patients with new onset and chronic psychiatric illness must adapt to 

changes within themselves, their lifestyle, and their environment. Recovery allows patients to 

continually progress toward goals and regaining independence (Copeland, 2013). The five 

components of the recovery model are hope, empowerment, self-responsibility, connection, and 
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building a meaningful life (Substance Abuse and Mental Health Services Administration 

[SAMHSA], 2003). Hope is about the patient reaching for goals and believing recovery is 

possible (Copeland, 2001). Empowerment is described as the process through which the patient 

learns to self-advocate or manage aspects of his or her care. In self-responsibility the patient 

continues to move toward independence by setting individualized treatment goals that ultimately 

place the patient at the center of his/her own recovery effort (SAMHSA, 2003). Connection 

involves leaving isolation behind and choosing involvement with others. Finally, in building a 

meaningful life patients find the importance of continuing to live a healthy life through an inner 

analysis of their newfound happiness and the drawbacks of slipping into past habits. 

 Copeland’s Wellness Recovery Action Plan (WRAP; Copeland, 2013) utilizes several 

methods to help patients develop their own plan of recovery. An important part of the plan is that 

patients become able to identify negative thoughts or events (triggers) that produce negative 

emotions and behaviors. Once patients are able to recognize their triggers and responses, the plan 

offers a shift in perspective, encouraging patients to choose a positive response when confronted 

with a trigger. Utilizing this approach allows patients to gain a measure of control over negative 

triggers. With these initial steps in place, patients are assisted to recognize symptoms that 

indicate their level of functioning has decreased and to consider symptoms that others may have 

noticed. Early discovery of decreased functioning allows patients to either halt the decline or 

recognize the worsening of symptoms and seek resources to assist them (SAMHSA, 2003).  

Methods 

The purpose of this sleep hygiene project was to develop an educational sleep hygiene 

program focused on teaching nurses to recognize the factors that contribute to sleep disturbance 

and utilize non-pharmacological interventions to assist patients with sleep during hospitalization. 
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The project was selected by nurse mangers at Sharp Mesa Vista (SMV) who questioned the 

potential benefits of decreasing sleep disturbance in the inpatient psychiatric setting. After a 

needs assessment identified current sleep hygiene practices, an educational program with 

learning outcomes was developed and participants engaged in visual, auditory and tactile 

learning experiences.  

Program Development 

 Sleep disturbance was presented as the main subject of conversation among nurse 

managers during the Nursing Council Meeting held at SMV on March 5, 2013. A sleep hygiene 

program was proposed as an avenue to discover connections and solutions to sleep disturbance 

concerns. The sleep hygiene project was given to PLNU graduate students under the guidance of 

a clinical nurse specialist. The project plan included a literature review, a needs assessment, data 

collection for all units, and recommendations for possible implementation at SMV. 

Needs Assessment 

A needs assessment was carried out to determine current sleep hygiene promotion practices 

of SMV inpatient units on each shift. The nursing staff was queried (Appendix A) to investigate 

observed behaviors and existing interventions to assist patients with sleep disturbance. The units 

that participated in this project were: 

 Comprehensive Adult Program (CAPII) - a locked adult inpatient unit serving adults with 

chronic, persistent mental illness. 

 Child Adolescent Program (CAPIII) - a locked inpatient unit serving children and 

adolescents with new onset, chronic mental illness and developmental needs. 

 Intensive Treatment Program (ITP) – a locked adult inpatient unit serving adults with 

chronic persistent mental illness who are able to take a greater role in their recovery. 
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 Intensive Care Unit (ICU) - a locked inpatient unit serving adults newly diagnosed or 

exhibiting signs and symptoms of acute mental illness.  

 East Wing Two (EWII) - an open unit serving adults with chronic or persistent mental 

illnesses who are able to take a proactive role in the recovery process. 

 Chemical Dependency Recovery Program (CDRP) - an open unit serving adults 

participating actively in recovery from alcohol and substance abuse (detox/rehab). 

 Older Adult Program (OAP) - a locked unit serving the needs of the older adult 

population with both chronic mental illness and diseases related to aging. 

Information obtained revealed a diversity of staff feedback related to sleep disturbance. A 

summary of comments encompassed patients’ complaints regarding an inability to stay asleep, 

difficulty falling asleep, and a prolonged feeling of drowsiness. Several staff members suggested 

patients had difficulty sleeping because they slept too long during the daytime. Others indicated 

sleep disturbance was related to patients detoxifying from substances or patients experiencing 

acute episodes of mania or anxiety. Another perspective was that environmental factors such as 

nighttime noise, uncomfortable mattresses, snoring patients, or ineffective earplugs contributed 

to sleep disturbance. An area of concern that surfaced multiple times was inconsistency in the 

unit’s “lights out” and medication administration times.  

 Observation of staff and of medication administration records revealed that some patients 

were receiving medications such as Trazodone, Lunesta, and Ambien to assist with sleep. When 

sleep medications were administered between the hours of 2100 and 0300, the efficacy of the 

medication was compromised due to the patients’ inability to sleep for the recommended time 

period after medication administration. Patients who woke up during the night requested a 

second dose of sleep medication and complained of drowsiness and sleepiness the following 



SLEEP HYGIENE 

 

10 

morning when their daily schedule resumed. Morning shift staff nurses noticed daytime 

sleepiness in several patients, which interfered with their ability to attend groups. Some patients 

consistently slept long hours during the day as a result, which would continue the cycle of sleep 

disturbance at night (Epstein & Harvard, 2013).  

Nurses suggested using alternative sleep hygiene interventions as one solution to patient 

sleep disturbances. Currently, there are no standardized policies and procedures related to sleep 

hygiene practices at Sharp Mesa Vista. Each unit has its own version of an evening routine that 

includes an evening WRAP group. Some units leave the lights on or turn off the lights. Bedside 

nurses who worked the night shift reported when they arrived for their shift, most patients were 

already in bed. One unit initiated a Serenity Hour that utilizes aromatherapy (Namni, Kim, & 

Lao, 2005) and offers snacks. Chamomile tea is also available for patients in all units to aid in 

the promotion of sleep (Zick, Wright, & Arnedt, 2011). 

Sharp Mesa Vista utilizes various electronic medical records (EMRs) to capture patient 

data that includes patient assessments. Patient assessment data was selected to look for data 

regarding sleep. Evaluation of the data contained in the EMRs revealed a variation with data 

collected on patients’ sleep patterns. The Behavioral Health Reassessment Screen is one way of 

capturing sleep data, but it is inconsistent. To capture sleep data on the initial assessment 

requires selecting various screens and tabs on the screen to locate the area where sleep data may 

be captured. This is accomplished on the Behavioral Health Initial Assessment by first selecting 

the Suicide Risk Screen and the Variable Factors tab. To assist with the collection of data 

regarding sleep, existing data collection methods on SMV EMRs should be modified.  
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Educational Program Description and Delivery 

 The sleep hygiene educational program was based on the needs assessment, data 

collection, and research gleaned from the literature review. To facilitate learning about sleep 

hygiene, an educational workshop (described in Appendix B) was provided and condensed to 

meet the needs of the staff members. Educational strategies for the sleep hygiene program were 

verbal instruction, a posture presentation, return demonstration of aromatherapy, individual 

testimonies, handouts, and a sleep assessment questionnaire. Participants discussed the benefits 

of a light snack and/or tea, prayer or meditation, aromatherapy, music therapy, and progressive 

relaxation.  

The educational program strategies engaged the different learning styles (auditory, visual 

and tactile) of the participants. Verbal instruction consisted of an informal question and answer 

session to gauge participants’ knowledge and comfort levels. This strategy was aimed at auditory 

learners and encouraged feedback from the participants. Participants were asked to review 

clinical indications that a patient is experiencing sleep disturbance or share stories of previous 

encounters with a patient exhibiting sleep disturbance. Peer sharing and storytelling allowed 

participants to link real-world application of the principles discussed in the presentation to future 

practice (Billings & Halstead, 2012).   

The discussion was paired with learning activities including a PowerPoint presentation, 

colorful flip cards, and a poster on sleep hygiene to engage visual learners (Appendix C, D, E). 

These tools helped participants identify non-pharmacologic interventions available to assist 

patients admitted to the inpatient setting with a sleep disturbance. Visual and tactile learning 

activities included a demonstration utilizing sleep hygiene items such as lavender and chamomile 

tea. Paired learning experiences occurred through visual and kinetic representation of applying 
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non-pharmacologic sleep hygiene products to a volunteer. Hands-on manipulation of the sleep 

masks, aromatherapy, tea and other learning aids allowed tactile learners to explore. Handouts 

were given to participants to allow them to record notes while listening to the lecture. Return 

demonstrations were utilized to assist tactile learners in simulating their approach to proper sleep 

hygiene (Billings & Halstead, 2012). Teaching and learning strategies that appealed to multiple 

learning types provided a layered learning approach.     

Learning Outcomes 

 Student learning outcomes were developed to meet the knowledge deficit identified by 

the needs assessment, and they were designed to be measurable to gauge attainment of the 

expected outcome (Emerson, 2007). The focuses of this instruction was improved awareness of 

sleep hygiene and identification of methods for utilizing interventions to decrease sleep 

disturbance. At the end of the class, students were able to: 

1. Utilize a questionnaire about patient sleep patterns to assist patient identification of 

current sleep practices. 

2. Evaluate factors that cause sleep disturbance. 

3. Verbalize alternative interventions to utilize to assist patients with sleep hygiene.  

4. Provide a return demonstration of aromatherapy.  

5.  List three activities to engage the patient in the self-management sleep hygiene. 

Sample Population 

A convenience sample of employees at SMV was selected for this project. Sharp Mesa 

Vista is a teaching hospital that employs registered nurses, licensed practical nurses, licensed 

psychiatric technicians, and mental health aides from diverse backgrounds. The sample 

population reflected a wide range of cognitive abilities, nursing experience, life experience, and 
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learning abilities. The inclusion criterion for the study was nurses that provide direct patient care 

at SMV.   

Setting 

The setting for the sleep hygiene program was a quiet room in the nursing units of the 

seven inpatient units at SMV. Some of the units were locked and some were open, depending on 

patients’ diagnoses and current acuity level of the unit. The rooms were well lit, with adequate 

seating and space for hands-on learning activities. To meet the instructional needs, a laptop 

computer for PowerPoint slides, a copy machine, and hand-held sleep hygiene items such as 

lavender, healthy snacks, a sleep mask, and chamomile tea were available.   

Instruments 

This educational workshop was given to inpatient mental health nursing staff to enhance 

their awareness of sleep hygiene as a recovery-focused self-care strategy for patients. The 

workshop design included opportunities for participants to learn sleep hygiene practices to utilize 

with their patients in an inpatient mental health setting. Participants were given a five-question 

pre- and post-test (Appendix F) to assess their knowledge of sleep hygiene. At the conclusion of 

the educational training, participants were asked to complete a modified Likert scale evaluation 

of the usefulness of the workshop (Appendix K). 

Evaluation 

 The sleep hygiene project was intended to supplement Serenity Hour—a program 

initiated by SMV nurses to assist their patients with sleep—and to establish a standardized unit 

practice. Project planning included working with bedside nurses to establish sleep hygiene 

practices specific to each population served by SMV. The project included shift-based 
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recommendations for each unit, non-pharmacological recommendations based on research, a 

sleep hygiene tool kit, and a patient tips and tools hand out to assist with sleep.   

 One goal of this project was to change the nursing perception of sleep hygiene. For a 

sleep hygiene program to be effective, sleep hygiene must be viewed as a part of a twenty-four 

hour cycle of care. Each shift, nursing staff had an opportunity to positively impact patient care 

by assisting with sleep hygiene. Night shift nurses encouraged patients to utilize non-

pharmacological methods of sleep hygiene such as aromatherapy, chamomile tea and meditation. 

Day shift nurses were encouraged to review sleep diaries, monitor daytime napping and 

encourage participation in groups. Evening shift nurses provided classical music, eye masks, 

earplugs, and progressive relaxation to promote sleep.  

 Educational workshops, the PowerPoint presentation, and a poster were given to inpatient 

mental health nursing staff to enhance awareness of sleep hygiene as a recovery-focused self-

care strategy for patients with mental illness and to teach non-pharmacological nursing 

interventions to assist patients with sleep hygiene. Utilizing the WRAP recovery model 

principles, nursing staff encouraged patients to adopt self-care practices to promote sleep. The 

selected setting was appropriate and adequate for the learning activities. Student learning 

outcomes were based on the needs assessment and literature review. Teaching strategies were 

selected to appeal to auditory, visual, and kinetic learning styles that promote student 

understanding. Nursing administration was receptive to the presentation, “Using the Recovery 

Model in the Development of a Sleep Hygiene Program for Individuals in a Psychiatric Inpatient 

Setting.” They showed interest in the staff comments regarding patient care challenges identified 

during the needs assessment. The nurses were also receptive, although some were skeptical, 

specifically regarding which items would be allowed on the inpatient wards due to the potential 
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for harm to the patients. In addition, there was a lack of buy-in by nurses on other shifts, 

resulting in lack of consistent administration of the Sleep Hygiene program. 

 Another goal of the project was to develop better tools in the electronic medical record to 

improve data collection regarding sleep disturbance. To enhance current data collection 

practices, a recommendation was made to SMV informatics to include sleep hygiene questions 

on the behavioral health initial assessment. In addition to the electronic record, a sleep hygiene 

questionnaire (Appendix I) was established to gather more detailed information regarding sleep 

disturbance in addition to a daily sleep diary (Appendix J). The participants of the workshop had 

some concerns regarding distributing multiple handouts to patients, believing patients might lose 

the handouts. 

A final principle of the project was to promote the WRAP recovery model concept of 

patient self-management. A recommendation was made to change the patient admissions packet, 

which contained a list of suggestions for activities to promote sleep during their hospital stay, a 

sleep diary, and sleep questionnaire.  

Discussion 

 This sleep hygiene project utilized PowerPoint presentations, a poster, and workshops to 

augment the Serenity Hour program initiated by the nursing staff at SMV. The criteria included a 

cultural shift by nursing staff to develop standardization between the shifts and promote twenty-

four hours a day support of sleep hygiene practices utilizing the WRAP recovery model. At the 

conclusion of the PowerPoint presentation, nursing administration feedback was positive and 

interest was expressed about staff perception. Following the educational workshop, participants 

voiced concerns regarding the safety of items such as sleep masks and the potential for 
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overwhelming patients with additional handouts. Participants did agree the poster was helpful 

and they should continue to utilize some of the items for sleep hygiene.    

To promote the sleep hygiene program and decrease problems, additional training to 

more participants could have assisted with supporting sleep hygiene practices. Presentation of 

sleep hygiene practices given at an offsite location with other annual training would have given a 

greater opportunity for staff members to voice their concerns and introduce additional concepts 

to enhance the program. The unit practice counsel is another forum where the sleep hygiene 

program could have been implemented and evaluated. 

Evaluation of the inconsistent results of the sleep hygiene program indicates more 

research and teaching are needed to promote dissemination and sustainment. Ongoing education, 

data collection, and resources are needed in addition to a program champion. Ultimately, sleep 

hygiene may benefit patients who are hospitalized for an extended stay, but it may be less 

successful with patients who are admitted for a brief period of time. 

Limitations 

One limitation of the project was the short length of stay for patients. Patients were 

typically admitted for a brief period of time because psychiatric hospitals utilize a treatment 

model of acute inpatient stabilization with follow up in an outpatient setting. Another limitation 

was that one psychiatric hospital with seven units was chosen for this project. Future studies 

should include a larger sample population at multiple settings. Variables that influenced 

participation in the project were a) the length of time participants had to attend the workshops, b) 

the current acuity on unit, c) the time of day the workshop was given, and d) lack of buy-in from 

nursing staff. The project sessions for the sleep hygiene workshop were completed in a room just 

outside the ward or on the ward. Workshops were given during each of the shifts (day, evening, 
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and night shifts), and there were multiple distractions, including that participants often had to 

leave the sessions to return to work. Another limitation was exclusion from use of some items 

utilized for sleep hygiene due to patient acuity and continued safety on the unit. One item in 

particular (sleep mask) was unable to be supplied due to the potential danger to patients. 

Additionally, the project was presented to management who identified nurses who worked on the 

development of the sleepy hygiene program.   

Finally, the project is limited by the patient population selection. Only data regarding 

mental health patients was selected for inclusion in this study. The subjective nature of the 

methods used may not accurately reflect the collected data. Future studies may include 

completion of a similar project across multiple areas within a hospital. 

Conclusion 

A sleep hygiene program represents an additional aspect of care nurses can provide to 

patients in the inpatient psychiatric setting. It is an opportunity to empower patients to care for 

themselves and to promote continued self-care guidelines after discharge. 
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Appendix A 

Needs Assessment Questions for Bedside Nurses  

Day Shift 

1. Is daytime drowsiness a problem for patients at SMV? 

2. Do the patients have a designated time for rest? 

3. Are patients encouraged to attend groups and meetings? 

4. Is physical activity offered and is the amount adequate for this population? 

5. What makes the problem (i.e.daytime drowsiness, increased  risk of falls) worse? 

6. How would you improve the patient’s ability to sleep? 

Evening Shift 

1. Are patients provided access to the television at night? 

2. What types of drinks are provided  in the evening? Caffeinated beverages? 

3. What is the cut off time for the last sleep medication? 

4. Do patients have access to snacks prior to lights out?  

5. What makes the problem (i.e. lack of sleep,  increased  risk of falls) worse? 

6. How would you improve the patient’s ability to sleep? 

Night Shift 

1. Are patients provided access to the television at night? 

2. What is the cut off time for the last sleep medication? 

3. Are patients allowed access to snacks or tea at night? 

4. What do you do if a patient can’t sleep? 

5. What makes the problem (i.e. lack of sleep, drowsiness, increased  risk of falls) worse? 

6. How would you improve the patient’s ability to sleep? 
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Appendix B 

Lesson Plan 

Course:  Sleep Hygiene 

Unit: N/A 

Date: Summer Semester, 2013 

Faculty: Lisa Hill 

Time: 10:00 to 10:45 

Academic Goal:  

Minimizing the use of pharmacologic interventions to address sleep disturbance. 

Short-Term Objectives:  

At the end of this class which involves utilizing hands on sleep hygiene items, return  

demonstration and class discussion, the participants will be able to:  

1. Utilize a questionnaire about patient sleep patterns to assist patient identification of 

current sleep practices. 

2. Evaluate factors that reinforce sleep disturbance. 

3. Verbalize alternative interventions to utilize to assist patients with sleep hygiene. 

4. Provide a return demonstration of aromatherapy.  

5. List three activities to engage the patient in the self- management sleep hygiene. 

Content: 

1. Introduce students to the definition of  sleep hygiene. 

2. Analysis the various factors which contribute to sleep disturbance 

3. Explain the importance of the team approach when working with patients struggling with 

sleep disturbance. 
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4. Discuss the benefits of a recovery based approach to sleep hygiene. 

5. Differentiate between non-pharmacological and pharmacological methods of assisting 

patients to sleep 

Instructional Strategies: 

1. PowerPoint and colorful handouts presented in a clear organized format for visual 

learners. 

2. Providing a speaker who recalls lessons learned from experiences on the locked unit 

for auditory learners. 

3. Demonstration of utilization of progressive relaxation for tactile and auditory 

learners.  

4. Hands on application of sleep hygiene products for tactile learners.  

5. Questions to probe knowledge of sleep hygiene and using interactive lecturing.  

6. Class discussion to increase understanding of sleep hygiene.  

Anticipatory Set: 

None 

Assessment (How will the instructor and student identify the learning occurred?): 

1. Return demonstration.  

2. The student's ability to list 3 examples of non-pharmacologic interventions to use for 

sleep hygiene.  

3. Muddiest point (McKeachie 2011). Also, not sure what this means. Please explain. 
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Appendix C 

PowerPoint Presentation Notes  
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Appendix D 

Flip Cards 
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Appendix E 

Sleep Hygiene Poster 
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Appendix F 

Pre- and Post-Sleep Hygiene Questions 

1. What is sleep hygiene? 

2. What shift is responsible for promoting sleep hygiene? 

3. What are the effects of sleep disturbance? 

4. Are there factors which affect a person’s ability to fall asleep? 

5. Are medications the sole or only solution for helping patients sleep?   
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Appendix G 

Non-Pharmacological Interventions  

During the Day Shift 

1. Discourage day time napping.  

2. Limit daytime nap to 30 minutes only.  

3. No napping after 1pm.  

4. Have the same time for sleeping and rising each day.  

5. Establish a healthy sleep group.  

6. Review sleep diary during one to one interaction with patients.  

During the Evening Shift 

1. Cessation of caffeine 4-6 hours prior to bedtime.  

2. Recommend cessation of nicotine 1.5 hours before bedtime.  

3. Decrease lighting an hour prior to lights out to encourage quiet time.  

4. Encourage Healthy Sleep group attendance or add sleep questions to the Wrap Up.  

5. Stretching/ progressive relaxation.  

6. Warm shower to assist with relaxation.   

7. Light snack that is low in sugar prior to bedtime.  

8. Herbal teas. 

9. Aroma therapy.  

10. Offer medication if it is ordered. 

During the Night Shift 

1. Herbal tea.  

2. Aroma therapy.  

3. Snack.  

4. Ear plugs.  

5. Warm blanket.  

6. Waffle mattress.  

7. Discussion if the patient needs to talk.  

8. Reading or activity until patients feel like they can go back to sleep.  
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Appendix H 

Tools and Tips to Assist with Sleep 

1. Sleep hygiene recommendations to be given out with admissions packet 

2. Daytime sleep hygiene activities 

3. Limit daytime napping to 30 minutes only and no napping after 1pm  

4. Encourage activities, arts, crafts, groups, physical activity 

5. Have the same time for sleeping and rising each day  

6. Attend healthy sleep group 

7. Review sleep diaries 

8. Ask questions: when do you remember sleeping well? 

9. What has helped you to sleep in the past? 

10. Cessation of caffeine 4-6 hours prior to bedtime  

11. Recommend cessation of nicotine 1.5 hours before bedtime 

12. Evening sleep hygiene activities 

13. Cessation of caffeine 4-6 hours prior to bedtime 

14. Recommend cessation of nicotine 1.5 hours before bedtime 

15. Attend healthy sleep group 

a. Review sleep diaries 

b. Ask questions: when do you remember sleeping well? 

c. What has helped you to sleep in the past? 

16. Stretching/ progressive relaxation 

17. Decreasing lighting an hour prior to lights out to encourage quiet time 

18. Warm shower to assist with relaxation  

19. Light snack, healthy carbohydrate snack such as fruit prior to bed 

20. Something to read 

21. Herbal teas  

22. Aroma therapy 
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Appendix I 

Sleep Hygiene Questionnaire 

1. How many hours do you sleep each night? 

2. How would you describe your quality of sleep? 

3. Do you have difficulty dropping off to sleep?  

4. Do you have difficulty remaining asleep? 

5. What makes aids in the decrease of your sleep disturbance? 

6. Do you feel rested when you awaken the next morning? 

7. Do you have a sleep routine? How long does it take to wind down?  

8. Do you take daytime naps? 

9. Do you use alcohol or tobacco 4 hours before going to sleep? 

10. Are you mentally preoccupied before bed with activities such as worrying, thinking, or 

planning? 

11. Is your sleeping environment uncomfortable (i.e., too hot, too cold, uncomfortable 

mattress)?  
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Appendix J 

Sleep Diary 

Complete in the Morning 

 Mon Tues Wed Thur Fri Sat Sun 

I went to bed last night at        

I got up this morning at        

I slept for a total of 

(hours) 
       

I woke up during the night 

(#of times) 
       

        

Complete in the Evening 

 Mon Tues Wed Thur Fri Sat Sun 

Number of caffeinated 

drinks today 
       

Time of last caffeinated 

drink 
       

Exercise completed today 

(minutes) 
       

What I did in the hour 

before I fell asleep 

 

       

Mood today?90=awful, 

10=great) 
       

Retrieved from PSYCHOLOGYT LS http://psychology.tools 
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Appendix K 

Likert-Type Scale Evaluation of Sleep Hygiene Instruction 

 

 

 

Question 5= 
Strongly 
Agree 

4= 
Agree 

3= 
Neither 
Agree 
Nor 

Disagree 

2= 
Disagree 

1= 
Strongly 
Disagree 

1.  Was the instruction easy to 
understand? 

     

2.  Were the objectives met by the 
instructor? 

     

3. Will you be able to apply Sleep 
Hygiene principles to your work 
setting?  

     

4. How likely are you to use Sleep 
Hygiene in your work setting? 

     

5. Was the environment conducive to 
learning sleep hygiene principles? 

     

 


