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Abstract
Aim: To explore and describe how patients’ sleep is addressed at acute‐care hospitals 
in Sweden with regard to nursing care, management and the development of knowl‐
edge in this area.
Background: Sleep is a basic human need and thus important for health and health 
maintenance. Patients describe sleeping in hospital as a stressor, and research shows 
that nurses tend to underestimate patients’ perceived problems with sleep during 
hospitalisation. How do nursing staff at acute hospitals address patients’ sleep and 
the development of knowledge in this area?
Design/Method: A cross‐sectional descriptive study was conducted based on data col‐
lected through a web survey. Head nurses, registered nurses, nursing care developers and 
local training supervisors at 36 randomised acute‐care hospitals in Sweden were invited 
to participate. This study was executed and reported in accordance with SQUIRE 2.0.
Results: The results of the survey (53 responses from 19 wards at 15 acute‐care 
hospitals) showed that no policy documents exist and no current training addresses 
sleep during hospital stay. All participants agreed that sleep should be considered a 
nursing topic and that it is important for hospitalised patients.
Conclusion: Patients’ sleep during hospitalisation is undermanaged at acute‐care 
hospitals. Nurses, health care managers and organisations face challenges if they are 
to achieve better outcomes.
Relevance to clinical practice: This study shows that nurses do consider patients’ 
sleep important and addressing sleep as part of nursing care. Future studies in the area 
should focus on what kinds of support and education are needed in the clinical context.
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1  | INTRODUC TION

Sleep is a basic human need and thus important for health and main‐
taining health. Sleep loss and sleep deprivation have a negative impact 
on learning and memory (Rasch & Born, 2013), affect immune and in‐
flammatory processes (Lange, Dimitrov, & Born, 2010; Meier‐Ewert et 
al., 2004) and can affect the ability to retain and process information 

(Mograss, Guillem, Brazzini‐Poisson, & Godbout, 2009). Carskadon 
and Dement (Carskadon & Dement, 2011) define sleep as “a reversible 
behavioural state of perceptual disengagement from, and unrespon‐
siveness to the environment.”

Many patients describe sleeping in hospital as a stressor, and 
nurses tend to underestimate patients’ perceived problems with 
sleep during hospitalisation (Kamdar et al., 2012; Ritmala‐Castren, 

mailto:﻿
https://orcid.org/0000-0002-1372-7757
mailto:linda.gellerstedt@shh.se


     |  3401GELLERSTEDT et al.

Axelin, Kiljunen, Sainio, & Leino‐Kilpi, 2017; Ritmala‐Castren et 
al., 2016). Despite this, patients’ sleep appears not to be priori‐
tised in nursing (Gellerstedt, Medin, Kumlin, & Rydell Karlsson, 
2015; Ye, Keane, Hutton Johnson, & Dykes, 2013). Several stud‐
ies show that patients’ sleep is disturbed during hospitalisa‐
tion and that most patients experience impaired sleep quality. 
Patients’ sleep is considered to be disturbed in terms of duration, 
quality and fragmentation (Gellerstedt, Medin, & Rydell Karlsson, 
2014; Lane & East, 2008; Lee, Low, & Twinn, 2007; Wesselius  
et al., 2018).

2  | BACKGROUND

Florence Nightingale (Nightingale, 1992) promoted the idea 
that rest and sleep are important for the maintenance of pa‐
tients’ health. In her Nursing Need Theory, Virginia Henderson 
(Henderson, 2006) proposed 14 components of nursing based 
on patients’ basic needs, including rest and sleep. Reduced sleep 
quality and disturbed sleep can contribute to an increased risk 
of falls, adverse effects on immune systems and worsened car‐
diometabolic outcomes (Pilkington, 2013; Stewart & Arora, 2018). 
Impaired sleep quality also has a negative effect on learning, cog‐
nitive ability and stress management (Orzel‐Gryglewska, 2010). 
Nursing managers are responsible for developing nursing meth‐
ods and ensuring that nursing is pursued with the aim of deliv‐
ering excellent care (McSherry, Pearce, Grimwood, & McSherry, 
2012). Studies indicate that healthcare professionals do not have 
sufficient knowledge to actively work to promote patients’ sleep 
(Hopper, Fried, & Pisani, 2015; Radtke, Obermann, & Teymer, 
2014) and show that patients’ sleep is not explicitly incorporated 
as a subject in nursing education (Huang, Liao, Chang, & Lai, 2018; 
McIntosh & MacMillan, 2009). Ye et al. (2013) found that health‐
care staff do not discuss sleep with patients enough and do not 
use assessment tools to identify and initiate nursing interventions 
to promote better sleep.

Who is responsible for patients’ sleep during hospitalisation 
and how do acute‐care hospitals address nursing and the devel‐
opment of methods to manage patient sleep? To the best of our 
knowledge, no previous study has explored and described how 
nurses and nursing staff at acute hospitals addresses and develop 
nursing practices for patients’ sleep during hospitalisation. The re‐
sults of the present study may contribute to extended knowledge 
about managing patients’ sleep and draw attention to potential 
gaps of knowledge.

3  | METHODS

3.1 | Aim

To explore and describe how patient's sleep is addressed at acute‐
care hospitals in Sweden in terms of nursing care, management and 
the development of knowledge in this area.

3.2 | Design

A cross‐sectional descriptive study based on a web survey. This study 
was executed and reported in accordance with Standards for Quality 
Improvement Reporting Excellence (Ogrinc et al., 2016) (File S1).

3.3 | Survey

The survey used in the present study was developed and designed 
by the research group. Based on the stated aim of the study and 
previous findings (Gellerstedt et al., 2015, 2014), operationalisation 
was achieved by formulating four domains: 1. policy documents (e.g., 
guidelines), 2. care development and education, 3. nursing process 
and 4. experiences and reflections about sleep and patients’ sleep. 
Twenty‐two questions and statements were formulated that covered 
the four domains, and some were followed with the opportunity to 
comment further on the answers. The first two questions in the sur‐
vey aimed to gather demographic data. The survey was tested for 
face and content validity in two steps (Polit & Beck, 2017). During 
the first step, a group of 20 registered nurses was invited to com‐
ment on any vagueness in the questions due to phrasing and word 
selection and on their perceptions of the response options. This test 
group also estimated the time required to conduct the survey and 
decided upon 5–10  min. After the first step, two questions were 
revised based on the need for clarification by specifying examples. 
After the revision, the survey was tested again in the same way by 
10 registered specialist nurses with a master's degree. No further 
revisions to the survey, response options or layout were made after 
this. During steps 1 and 2, there was no internal loss from the survey. 
The questionnaire was constructed as a web survey by a professional 
web survey company.

3.4 | Setting

The Swedish government (SOU, 2002:31) defines an acute‐care 
hospital as “a hospital with a 24‐hr open emergency room, access 
to a 24‐hr operation unit, and access to X‐ray and intensive care.” 
In March 2018, 59 of 71 hospitals in Sweden met these criteria. In 
Sweden, all hospitals belong to one of six healthcare regions. Each 
region has one or two regional hospitals (hospitals that conduct 
highly specialised care and research), two to five county hospitals 

What does this paper contribute to the wide global 
clinical community?
•	 Patients’ sleep seems to be undermanaged by nursing 

staff and nursing managers at acute‐care hospitals.
•	 Patients’ sleep in hospital needs to be recognised and 

addressed more seriously than it is currently.
•	 Nurses do consider patients’ sleep important and ad‐

dressing sleep a part of nursing care.
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(similar to regional hospitals, but on a smaller scale) and three to 
nine small county hospitals (hospitals that provides basic health 
care).

3.5 | Sampling

We used stratified sampling from the six regions to achieve geo‐
graphical breadth and to include a range of hospitals of different 
sizes. In those regions with more than one regional hospital, more 
than two county hospitals and/or more than three small county hos‐
pitals, blind randomisation was used. The hospitals in each region 
were assigned a numerical label such as regional hospital 1 or county 
hospital 2, and a person outside the research group was invited to 
perform the blind randomisation by choosing a number between one 
and the highest number of hospitals in the particular category. The 
process resulted in a sample of the six regions, each represented by 
one regional hospital, two county hospitals and three small county 
hospitals, (n  =  36 hospitals). General orthopaedic, surgical and 
medical wards were included at each hospital. Names and e‐mail ad‐
dresses of head nurses at 108 wards at the 36 hospitals were manu‐
ally retrieved through the hospitals’ telephone exchange operators.

3.6 | Participants

Those eligible for participation were head nurses, clinically active reg‐
istered nurses on orthopaedic, surgical and medical wards, nursing 
care developers and local training supervisors. Nursing care develop‐
ers are responsible for quality assurance and the development of nurs‐
ing care at the department/ward level, and local training supervisors 
are responsible for educational efforts at the department/ward. Every 

head nurse was asked to enrol three registered nurses on their ward 
and to send their information, together with the names and e‐mail ad‐
dresses of their ward's nursing care developer and local training super‐
visor, to the study's first author.

3.7 | Data collection

Information about the study, an invitation to participate in the sur‐
vey and a request for names and e‐mail addresses of was sent to 108 
head nurses via e‐mail. Nineteen provided names/e‐mail addresses, 
15 declined participation, and 74 did not respond to the invitation and 
request after two reminders (Figure 1). In total, 105 names and e‐mail 
addresses of potential participants were collected.

3.8 | Data analysis

Data from the survey were analysed using descriptive statistics. 
Categorical variables are presented as numbers (n) and percentages 
(%). Free‐text answers from the questions that gave participants 
an opportunity to comment or expand upon on their answers were 
read, sorted and grouped according to their similarities and differ‐
ences as a thematic text analysis. For each group, categories were 
formulated, and the results are presented with an example of a writ‐
ten free‐text response for each category (Patton, 2015).

3.9 | Ethical considerations

The study was conducted according to ethical principles ("World 
Medical Association Declaration of Helsinki: ethical princi‐
ples for medical research involving human subjects," 2000). The 

F I G U R E  1   Flow chart for 
randomisation, sampling and inclusion
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complementary letter with information about the study and its pur‐
pose was sent together with the survey by e‐mail to the 105 par‐
ticipants. It emphasised that participation was voluntary and that 
returning a completed survey was considered informed consent to 
participate. The results are presented at the group level, although 
quotes from the free‐text answers are also presented. All data were 
treated with confidentiality. The study was granted permission 
from the regional ethical review board in Stockholm, Sweden (Dnr: 
2017/873‐31/4).

4  | RESULTS

Surveys were completed at 19 wards at 15 acute‐care hospitals rep‐
resenting all six healthcare regions (Figure 2). A total of 53 response 
were collected from orthopaedic wards (n = 4), medical wards (n = 7) 
and surgical wards (n = 8). These wards were distributed across three 
regional, five county and seven small county hospitals (n = 15). The 
results are presented question by question as numbers and percent‐
ages in Table 1 and as numbers and text in Table 1. The results are 
based upon answers from 53 participants (5 nursing care develop‐
ers and local training supervisors, 10 head nurses and 38 registered 
nurses).
The results from the four domains in the questionnaire are shown 
in Table 1. The first domain, policy documents, aimed to explore 
whether the departments and wards had established guidelines 
for managing patients’ sleep. The results show that 72% to 79% (of 
n = 53) responded “does not exist” and 21% to 24%, “do not know.” 
Guidelines on patient sleep are thus not common in the Swedish clin‐
ical context. In domain 2, care development and education, none of 
the responding departments had a designated person responsible 
for the area of sleep, and 70% of participants stated that patient 
sleep is not discussed on training days for the nursing staff, for ex‐
ample. The results also show that contact with an on‐call physician is 
commonly used as a sleep‐promoting intervention when patients are 
unable to sleep. Two‐thirds of the respondents reported contacting 
the on‐call physician for prescriptions of sleep medicine.

Domain 3, nursing process, aimed to explore and describe prac‐
tices in the area of patients’ sleep. Seventy‐one per cent declared 
that they documented patients’ sleep in medical records and 96% 
of these based their documentation on the nurse's observations. 
However, very few wards developed care plans for patients’ sleep. 
This shows that sleep is discussed during handovers but rarely ad‐
dressed during rounds and also that assessment instruments are 
very rarely used.

In the fourth domain, we allowed the participants to answer 
questions about whether they considered sleep a nursing topic and 
important for patients who are hospitalised. The participants’ an‐
swers clearly show that this is the case. Eighty‐seven per cent be‐
lieved that impaired sleep quality and sleep deprivation affected the 
health of patients and led to negative consequences for recovery 
(Table 1).

The free‐text answers and/or comments on answers were cat‐
egorised as described in the Data analysis section. To enhance the 
authenticity of the results, a quote is presented to illustrate each 
category (Table 2).

5  | DISCUSSION

This study aimed to describe how patients’ sleep is addressed at 
acute‐care hospitals in Sweden with regard to nursing care, man‐
agement and development of methods. The results indicate that pa‐
tients’ sleep is an underprioritised and overlooked topic. Numerous 
studies have shown that disturbed and insufficient sleep during hos‐
pitalisation is a stressor for many patients, who consider the issue a 
challenge affecting their well‐being (Dogan, Ertekin, & Dogan, 2005; 
Gellerstedt et al., 2014; Hultman, Coakley, Annese, & Bouvier, 2012; 
Lane & East, 2008).

F I G U R E  2   Geographical spread of responses to the survey 
in Sweden; n = 19 wards. Blue = regional hospital, red = county 
hospital, yellow = smaller county hospital [Colour figure can be 
viewed at wileyonlinelibrary.com]

www.wileyonlinelibrary.com
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Developing nursing care methods is part of the head nurse's job 
description, and nursing should be conducted according to evidence‐
based methods. Some of the results of the present study might be 
considered remarkable; for example, on most wards, there are no 
policy guidelines on managing patients’ sleep. Only two of 53 partic‐
ipants reported having any kind of policy documents and/or clinical 
guidelines on patients’ sleep. Furthermore, no ward or department 
in the study had a designated person with responsibility for, and ex‐
tended knowledge of, the topic. It is unrealistic to expect individual 
nurses to seek information about evidence‐based sleep‐promoting 
interventions while working their shifts. It would be appropriate 
and effective to assign one nurse on each ward to the role of “sleep 
manager” with responsibility for spreading knowledge among the 

nurses. The responses in this survey indicate that the wards need to 
include discussion about patients’ sleep on supplementary training 
days and make relevant literature readily available to staff. These 
findings confirm our previous report in which nurses claimed that 
they used their own experience instead of evidenced‐based inter‐
ventions due to lack of knowledge, time and support from manage‐
ment (Gellerstedt et al., 2015).

Wesselius et al (Wesselius et al., 2018) found that patients’ 
sleep during hospitalisation is an average of 83  min per night 
shorter than sleep at home, patients wake up more often in the 
night during hospitalisation, and most wake up nearly 45 min ear‐
lier than at home. The results of that study are in accordance with 
previous research about the negative outcomes and consequences 

TA B L E  1   a‐d. Results from the four domains in the questionnaire presented as numbers (n) and percentages (%).

(a) Domain 1: Policy documents n (%)

Statements Yes No Don´t know

Our clinic has guidelines regarding patients’ sleep. 0 (0.0) 42 (79.8) 11 (20.2)

Our ward has local guidelines regarding patients’ sleep. 2 (3.8) 39 (73.6) 12 (22.6)

Our clinic has policy documents providing guidance for nightshift regarding patients’ 
sleep.

2 (3.8) 38 (71.7) 13 (24.5)

(b) Domain 2: Care development and education n (%)

Questions Yes No Don´t know

Is sleep and patients’ sleep a topic highlighted on further training days? 10 (18.9) 37 (69.8) 6 (11.3)

Does the clinic have any literature about sleep available? 10 (18.9) 27 (50.9) 16 (30.2)

Does your clinic conduct training focus on patients’ sleep? 0 (0.0) 45 (84.9) 8 (15.1)

Is there a designated person at your clinic responsible for the topic of sleep and pa‐
tients’ sleep?

0 (0.0) 41 (77.4) 12 (22.6)

Is there a designated person at your ward responsible for the topic of sleep and pa‐
tients’ sleep?

0 (0.0) 49 (92.5) 4 (7.5)

Have there been any incident reports regarding patient sleep at your department in the 
last year?

6 (11.3) 20 (37.8) 27 (50.9)

Is an on‐call physician at your clinic contacted regarding patients’ sleep?a 35 (66.0) 12 (22.7) 6 (11.3)

(c) Domain 3: Nursing process n (%)

Statements Always Often Seldom Never

Patients’ sleep is documented at my clinic. 6 (11.3) 32 (60.4) 14 (26.4) 1 (1.9)

Documentation regarding the patients’ sleep is based on the nurse's 
observations.

10 (18.9) 41 (77.3) 2 (3.8) 0 (0.0)

At my clinic, some form of assessment tool is used to assess patients’ sleep. 0 (0.0) 0 (0.0) 8 (15.1) 45 (84.9)

At my clinic, conventional sleep promotion is applied (e.g., earplugs, eye mask, 
massage).

3 (5.7) 16 (30.2) 29 (54.7) 5 (9.4)

Patients’ sleep is a topic discussed on the medical round. 1 (1.9) 15 (28.3) 34 (64.2) 3 (5.7)

Patients’ sleep is a topic that is addressed when reporting/hand over. 4 (7.5) 30 (56.6) 17 (32.1) 2 (3.8)

(d) Domain 4: Sleep as a nursing topic n (%)

Questions Yes No Don´t know

Do you think sleep is important for patients being treated at an acute‐care hospital?a 53 (100.0) 0 (0.0) 0 (0.0)

Do you think that sleep is a nursing topic?a 50 (94.3) 0 (0.0) 3 (5.7)

Have you experienced that impaired sleep affects patients’ recovery?a 46 (86.8) 2 (3.8) 5 (9.4)
aTable 2 (results with categorisation and examples of quotes from written answers in the survey). 
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of disturbed sleep and showing clear connections between sleep 
deprivation and negative consequences. Sleep deprivation and 
disturbed sleep may lead to such effects as increased confusion, 
decreased appetite, mood changes and reduced immune re‐
sponses among hospitalised patients (Orzel‐Gryglewska, 2010; 
Pilkington, 2013; Stewart & Arora, 2018). These findings seem to 
be confirmed by the present study, in which nursing staff reported 
delayed or lack of postoperative mobilisation, decreased appetite 
and cognitive confusion as examples of situations or areas where 
patients’ sleep deprivation was noticeable.

The results of this study show that sleep‐promoting interven‐
tions such as earplugs, eye masks and massage are sometimes used. 
Documentation of patients’ sleep was mainly based on observations 
by individual nurses. However, none reported using any form of as‐
sessment tool. Radtke et al (Radtke et al., 2014) found that registered 
nurses were aware of the risks and consequences of impaired sleep 
on patients, but admitted that they lacked knowledge about sleep 
assessment tools such as Richards‐Campbell's Sleep Questionnaire 
(Richards, O'Sullivan, & Phillips, 2000). Furthermore, the topics of 
sleep and patients’ sleep are currently not addressed to any great 

extent in nursing education, and this may explain the absence of 
nursing interventions (Huang et al., 2018; McIntosh & MacMillan, 
2009). In addition, nurses and other healthcare professionals gener‐
ally do not discuss sleep with their patients very often and rarely ask 
patients about their sleep during rounds. Does this mean that the 
information about patients’ sleep stays within the group of nurses? 
This is obviously not the case given the response to the question “Are 
on‐call physicians at your clinic contacted regarding patients’ sleep?” 
The responses show that nurses frequently contact the on‐call phy‐
sician to discuss patients’ sleeping problems and to get advice and 
prescriptions for medication. This further suggests that prescribing 
and administering sleep medication is a very common intervention 
for sleep promotion, supported by our previous study in which 
nurses reported that sleeping pills were the first‐choice interven‐
tion due to a lack of nonpharmacological interventions and limited 
knowledge about sleep (Gellerstedt et al., 2015). If patients’ sleep 
were prioritised in assessment agendas, nursing documentation and 
discussions on the round with staff who have established patient 
contact, care for patients’ sleep could be more person‐centred and 
possible interventions could be better planned. In this way, planning 

TA B L E  2   Description of tematic text analysis for free‐text answers.

Are on‐call physicians are contacted regarding patients’ sleep?

Please provide the reason(s) for contact

Categorised reason(s) for contact Numbers of written answers (n = 33) Example of written answer

Prescription of sleep medicine 17 “To obtain a prescription for some form of sleep medicine 
and that the prescription is documented in the patient's 
journal.”

Prescription in addition to general 9 “Prescriptions for sedatives and/or sleep medicine that we 
do not have on the ward's general prescription list.”

Consulting/advice 7 “Worried patients who cannot sleep or patients who sleep 
poorly several nights in a row, and you need advice.”

Do you consider sleep important for hospitalised patients, and do you consider patients’ sleep to be a nursing topic?

Please provide one or more examples

Categorised areas Numbers of written answers (n = 24) Example of written answers

Patients’ sleep is a nursing topic 8 “Lack of sleep affects the patients´ energy for mobilization 
and learning. Tired patients often lose their appetite, which 
in turn leads to pressure ulcers and fall injuries.”

Recovery and health promotion 12 “Sleep is very important, both for recovery and well‐being, 
both psychological and physical.”

Overlooked area 4 “A very important area, but I feel, unfortunately, that many 
people who do not work nightshifts do not think it is 
important.”

Do you believe that impaired sleep affects patients’ recovery?

Please provide one or more examples

Categorised areas Numbers of written answers (n = 37) Example of written answers

Disturbed sleep and affected 9 “Patients who cannot sleep are awake during the night 
and sleep instead during the day and the whole circadian 
rhythm is affected.”

Emotional and cognitive effects 7 “Patients who sleep poorly show changes in mood, such as 
becoming irritable and sad, the risk for confusion increases 
with poor sleep, at worst, the risk of psychosis.”

Impact on recovery and rehabilitation 21 “Sleep deficiency causes difficulties and delays related to 
mobilization after surgery for example.”
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and interventions could be based on the patient's perspective and 
quick fixes and general solutions avoided. As a positive side effect, 
this approach could also reduce the pressure on on‐call physicians.

One positive outcome of this study is the participants’ unani‐
mous view that sleep is indeed a nursing topic and very important 
to hospitalised patients. The present study confirms our previous 
results showing that registered nurses were in favour of working 
actively with patients’ sleep but felt they lacked support from man‐
agement and their organisation (Gellerstedt et al., 2015). Castledine 
(Castledine, 2010) requested that all nurses take the subject of pa‐
tients’ sleep more seriously and our results confirm this call for ac‐
tion. Perhaps sleep is so obvious an area of importance that it has 
been forgotten; it is now time, however, to prioritise patients’ sleep.

6  | METHODOLOGIC AL CONSIDER ATIONS

This study has both strengths and limitations. One strength was in‐
clusion of hospitals of different sizes in a wide variety of locations at 
all three levels of service (regional, county and smaller county hos‐
pitals). Despite reminders and checking that e‐mail addresses were 
correct, only 19 of 108 head nurses agreed to participate. Based on 
the difficulty of recruiting participants and the responses from the 
head nurses of 15 wards who explained why they had declined our 
invitation, we conclude that many acute‐care hospitals are under 
pressure. Hospital staff have difficulty finding time to participate in, 
or carry out their own, research. The response rate in the group of 
wards included, however, was over 50%, representing all six regions 
and all targeted staff categories; this may be considered a strength. 
There was no internal loss of face or content validity in the com‐
pleted questionnaires, which we interpret as another strength. This 
study was conducted and reported by in accordance with Standards 
for Quality Improvement Reporting Excellence [SQUIRE 2.0] (Ogrinc 
et al., 2016).

7  | CONCLUSIONS

Although nursing care staff consider patients’ sleep during hospitali‐
sation an important area, it is undermanaged and there are several 
challenges for nurses, nursing managers and organisations at acute‐
care hospitals if better outcomes are to be achieved.

7.1 | Relevance to Clinical Practice

This study indicates that patients’ sleep during hospitalisation is a 
low‐priority topic at acute‐care hospitals, but that nurses do believe 
sleep is a nursing topic and that patients’ sleep is an important area 
of nursing care. Based on the belief of most nurses in the study that 
reduced sleep affects patients’ recovery, it is important that future 
studies focus on exploring the kinds of support nurses need to take 
actions in the area. Furthermore, most observations and assess‐
ments of patients’ sleep were based on nurse's observations. More 

use of self‐reported assessments could be a step in the direction of 
person‐centred care.
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