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Ik zou me vredig moeten voelen

Ik heb het begrepen

Hadden sommigen niet gezegd dat de redding nabij is
als men volledig tot inzicht is gekomen?

Ik heb het begrepen

Ik zou me vredig moeten voelen

Wie zei er dat de vrede ontspringt aan het contempleren van de orde,
van de doorgronde, genoten, zonder vreugde, triomf en inspanning
ten volle verwezenlijkte orde?

Alles is duidelijk, helder,
en het oog rust op het geheel en op de delen,
en ziet hoe de delen bijdragen tot het geheel,
omvat het centrum waar de lymfe, de adem,

de wortel van de twijfels stroomt...

Umberto Eco. De slinger van Foucault
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Chapter 1

Proem

Many patients in mental healthcare suffer from sleep problems. These problems
can have a considerable negative effect on treatment outcome, on the risk of the
psychiatric disorder recurring and on general well-being. As a nurse in mental
healthcare, | am often confronted with these problems and their consequences.
However, | have the impression that mental healthcare nurses are equipped with
too few tools to manage these problems. This observation fuelled my ambition to
enlarge the nurses’ ‘toolbox’ with effective interventions. This thesis is a reflection
of this project and a report of the scientific research that | employed during its
various stages.

In an initial exploration, | found two studies about the subject of nurses and
sleep problems in Dutch general hospitals. | instantly recognised the practice
described by Cox (1992) and Broos (1993). In my personal experience, all the
interventions they described, such as providing hypnotics ‘as needed’, discussing
worries and stress, reducing stimuli, and providing hot milk, are still applied today.
This observation raised questions: Has there really been so little change in nursing
care for sleep problems over the past 18 years? If so, then why? Is the care
provided two decades ago still the most appropriate? That is something |
doubted.

This introductory chapter describes the current situation and then explores the
role of guidelines in the nursing care for sleep problems. This leads to a definition
of the problem and provides a basis for the research questions that provide the
framework for this thesis.



General introduction

Background
b Sleep problems and mental health

It is estimated that one-third of the Dutch population regularly suffers from sleep
problems (Swinkels 1990). According to Ancoli-Israel (2006) about 10% to 15% of
the US population experiences chronic sleep complaints. It is reasonable to
assume that the prevalence among the Dutch population is about the same. In the
specific population of psychiatric patients, the prevalence rates vary from 60%
among new referrals (Okuji et al. 2002), to 91% of hospitalised psychiatric patients
(Prieto-Rincon et al. 2006).

Sleep is a sensitive process that is easily disturbed by arousals caused by anxiety
and worrying, for instance. Therefore sleep problems, and especially insomnia,
commonly occur during the course of many psychiatric disorders. Suffering from
transient or chronic problems with sleep-onset, sleep continuation, early
awakenings and experiencing an unsatisfactory sleep, are associated with a
decrease in health-related quality of life (Katz & McHorney 2002). Insomnia is not
simply a typical symptom of a psychiatric disorder. It can also be a prodrome or a
predictor for the development of such a condition (Riemann 2007) or a residual of
such a condition (Carney et al. 2007). It can therefore be concluded that the
relationship between sleep problems and psychiatric disorders is complex.

¢ Therole of pharmacotherapy in current care

In current inpatient mental healthcare, sleep problems are often treated by
means of a multidisciplinary approach. However, in practice they are often
immediately ‘medicalised’ (Moloney 2008). That is, they are predominantly
treated with hypnotics. Benzodiazepines are mostly prescribed. This is a group of
medicines with sedative, hypnotic, anxiolytic and muscle relaxant properties.
Benzodiazepines therefore exert a positive influence on pre-sleep conditions, but
they do not resolve the frequently perpetuating causes of sleep problems.
Moreover, the chronic use of benzodiazepines has serious disadvantages like
daytime residual sedation, tolerance, rebound insomnia and dependency (Glass et
al. 2005). Rebound insomnia is the return of sleep complaints for which the
patient was treated, but then worse than before. Dependency becomes apparent
when benzodiazepines are stopped suddenly and withdrawal symptoms occur.
Despite these disadvantages, until recently as many as 11.2 million prescriptions
for benzodiazepines were issued annually in the Netherlands (SFK 2008).
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b Why should this practice change?

Long-lasting sleep problems are often the result of perpetuating adverse
behaviours (Means et al. 2008). These behaviours (e.g. detrain, naps during the
day, worrying before bedtime) often develop as a consequence of the sleep
problem and/or to compensate sleep loss. Hypnotics cannot resolve sleep
problems that are the result of perpetuating factors and underlying causes like
adverse behaviour and undermining thoughts. Moreover, hypnotics introduce an
external attribute: The patient is depending on an external solution for his or her
sleep problem. This can lead to the ignorance of possible perpetuating factors.
Therefore prolonged treatment of sleep problems with hypnotics is not an
adequate answer for patients with chronic sleep problems.

Can other, more adequate care be considered? In the closing decades of the
twentieth century, many non-pharmacological interventions were developed.
Unlike the treatment with hypnotics, these interventions are directed at the
underlying factors that are leading to sleep problems. Moreover, these
interventions appeal to the patients’ own capacities to solve their problem. Thus,
non-pharmacological interventions for sleep problems might offer a safe and
effective alternative for pharmacological treatment, without undermining the
patient’s own control. Although this needs to be confirmed by research, my
observations indicate that these interventions are not applied by nurses in
practice. Mental healthcare nurses could contribute to the treatment of sleep
problems by applying these non-pharmacological interventions. Many of these
interventions are based on influencing unfavourable ideas, behaviours and habits
and include education, advising and training. These are tasks that fall within the
competences of mental healthcare nurses, as described by the Dutch mental
health nurses association (STIP/NVPV 2002).

¢ The current nursing care for sleep problems

Very few studies provide insight into the nursing care for sleep problems. After
searching relevant databases, | had to conclude that no research has been
conducted regarding the tools or interventions that mental healthcare nurses
actually use for sleep problems in practice, the effectiveness of these
interventions, and the knowledge sources these interventions are based on. The
knowledge about the current state of nursing care for sleep problems is based on
research restricted to general hospitals, which sometimes includes their
psychiatric wards. Back in 1995, Southwell and Wistow (1995, p. 570) stated:
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‘...even such a basic aspect of in-patient experience as their care at night has
received relatively little study in its own right’. After a brief survey of literature on
sleep in hospitals they concluded: “...the importance of sleep appears to have been
underestimated in nursing theory and practice’.

As so little is known about the nursing care for sleep problems in mental
healthcare then the knowledge sources used in clinical decision making can only
be speculated about. Research among nurses (i.e. Estabrooks 2005, Pravikoff et al.
2005) showed that in general nursing practice, knowledge from the initial nursing
training, personal experience and advice from colleagues are the most frequently
used sources. However the use of these knowledge sources entails the risk of
using outdated and unreliable knowledge in clinical decision making.

If nurses do indeed base their practice on these sources then the most
adequate care is possibly not provided yet. In fact, using these sources could even
perpetuate ‘bad practice’. A better understanding of the care currently provided
in mental health is needed to assess whether any developments are taking place
and if not then the likely reasons for this.

The guidance of clinical guidelines
b Multidisciplinary guidelines

Since 2004, professionals in Dutch mental healthcare have had multidisciplinary
guidelines at their disposal. Guidelines are ‘systematically developed statements
to assist practitioner and patient decisions about appropriate health care for
specific circumstances’ (Field & Lohr 1990). They provide recommendations for
the diagnosis and treatment of a population with a specific disorder.

Multidisciplinary guidelines use the (psychiatric) disorder as starting point and
provide ready-to-use sequences of recommended diagnostic procedures and
interventions. These recommendations and directions are readily available for all
categories of clinicians (e.g. psychiatrists, psychologists, and nurses) and are
based on the integrated knowledge of science, professional expertise and
patients’ opinions. However, the dominant criterion for the care recommended in
guidelines, is empirical support for its’ effectiveness. An intervention that has
proven to be effective in clinical trials is termed an evidence-based treatment
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(EBT) or empirically-supported treatment (Chambless et al. 2001). EBTs are the
core of clinical guidelines.

Empirical support is considered to be a major advantage of modern clinical
guidelines compared to traditional guidelines. The latter were often based on
monodisciplinary expert consensus or preferences (Eddy 1990). Another
advantage of this approach is its ability to standardise care: guidelines and
protocols prevent large individual differences in treatment procedures between
professionals. Multidisciplinary clinical guidelines are nowadays considered the
primary source of information for the professional in clinical decision making. But
are these guidelines able to guide mental healthcare nurses in their care for sleep
problems?

¢ What do the current guidelines offer?

Studying the current Dutch multidisciplinary mental healthcare guidelines for
schizophrenia (Trimbos 2005a), anxiety disorders (Trimbos 2005b) and depression
(Trimbos 2009c) revealed that they do not provide specific recommendations for
the nursing care for sleep problems. Actually, hardly any specific recommendation
for nursing care can be found in these guidelines. Instead, nurses are encouraged
to perform a careful nursing diagnosis and to base their interventions on the
recommendations that can be found in the Nursing Intervention Classification
(NIC: McCloskey & Bulechek 1997) or in standard care plans as described in
‘Effectief verplegen’ [Effective nursing] (van Achterberg et al. 2002). The first
source, in particular, is scarcely based on high level scientific evidence.

The Dutch monodisciplinary guideline for nursing care for a disturbed sleep-
wake rhythm (CBO 2004) does provide specific recommendations. However, this
guideline has several limitations. First, it is directed at the care provided in nursing
homes, rest homes and home care. Second, the large majority of
recommendations are based on low level evidence (evidence from non-
comparative research and professional opinions). Last, the guideline is rather
conservative and cautious in its recommendations: Nurses are not encouraged to
scout evidence-based treatments without the supervision of other disciplines like
physicians or psychologists.

It can be concluded that the current Dutch guidelines do not provide
practicable, readily applicable and/or evidence-based support for the nursing
management of sleep problems by mental healthcare nurses. Is this the final
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conclusion? Is there really no solid evidence available to enhance and improve the
nursing care for sleep problems or did the guideline development groups fail to
find the evidence? This clearly merits further exploration.

Evidence-based practice
¢ Evidence-based practice

Another approach in which the clinician uses valid knowledge (like the results of
scientific research) in his clinical decision making is the method according to
Sackett (Sackett et al. 1997). This method is known as evidence-based medicine
(EBM) or evidence-based practice (EBP). An important difference between EBP
and working with clinical guidelines is the difference in starting point. Guidelines
use the disorder as starting point and recommend care that is directed to a
population with a specific disorder. EBP is initiated by uncertainties and questions
of (individual) professionals during care delivery. It is developed along a sequence
of principles. Table 1.1 provides an overview of these. Unlike working with
guidelines, the EBP approach implicitly appeals to the professionals’ urge to
explore and to improve.

According to the definition of EBP, the best available knowledge is drawn from
three sources: ‘Evidence-based medicine is the integration of best research
evidence with clinical expertise and patient values’ (Sackett et al. 2000). However,
the role of science is rather dominant in EBP. The result is an approach in which
considerable emphasis is put on the effectiveness of interventions. Randomised
controlled trials (RCTs) and meta-analyses of RCTs are trusted to provide the best
evidence for the effectiveness of interventions.

EBP counteracts traditional practice that is believed to be mostly grounded on
non-explicit knowledge like personal experiences, beliefs and intuition. The
incorporation of scientific results promises the improvement of care - by providing
effective interventions - and the enlargement of treatment options. EBP is
therefore an approach to care that is founded ‘... on the belief in the capability of
science, and the rational and systematic application of science, to bring about
effective, efficient and accountable practice’ (Trinder in: Trinder & Reynolds 2000,
p. 215). The proliferation of EBP since the early 1990s can be explained by the fact
that patients and society are increasingly asking for professionals to provide
powerful, safe and effective interventions.
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A three-phase project will therefore be performed. The principles presented in
Table 1.1 will guide this process: in each phase one or two principles will be
deployed and investigated. The following questions provide the framework for
this thesis:

®  Does applying the principles of EBP lead to improved nursing care for sleep
problems?

® [fthis development is being impeded, then what are these barriers and
how can these be overcome?

F Phase 1

In the first phase, we aimed to explore the current nursing care for sleep
problems in mental healthcare and the nurses’ views on this care. However, first
of all the context was investigated. We surveyed patients to investigate the
magnitude of sleep problems in mental healthcare. They were asked to assess
their sleep quality and the present nursing care for their sleep problem. Next, the
content and knowledge base of the nursing care for sleep problems was studied.
Mental healthcare nurses were asked to describe elements of their care and to
identify foreseen barriers for implementing alternative care. Moreover, it was
investigated to what extent nurses are satisfied about their care and thus whether
they experience an urge to change (improve) this (Principle 1, Table 1.1).

In the first phase, the following questions were leading:

o Whatis the magnitude of sleep problems in psychiatric care?

o What aspects of sleep can be identified as predictors of perceiving a
sleep problem?

o What does the current nursing care for sleep problems consist of?

® Do nurses perceive a problem with the current care?

Chapters 2 and 3 of this thesis present the studies that were performed to answer
these questions. Chapter 2 is a study on the quality of sleep of adult and elderly
psychiatric patients who receive clinical or outpatient nursing care. Chapter 3 is a
study that provides insight into the current state of nursing care for sleep
problems.
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F Phase 2

The aims of the second phase were to itemise and investigate the available
evidence about non-pharmacological interventions for sleep problems. A
literature review was undertaken, assessing the availability (Principle 2, Table 1.1)
and quality of scientific evidence (Principle 3, Table 1.1). In this phase, these
questions were answered:

® s there evidence for the effectiveness of non-pharmacological
interventions for sleep problems?
e Whatis the quality of this evidence?

Chapters 4 and 5 present the results of this phase. Chapter 4 is a meta-analysis
about music-assisted relaxation and Chapter 5 is a review of systematic reviews
about non-pharmacological interventions.

F Phase 3

The planning of phase 3 assumes that evidence for effective non-pharmacological
interventions for sleep problems was indeed found. It also assumes that this care
is not applied in practice. Ascertaining the reason for this was the key factor in this
phase. Therefore two interventions were implemented in practice.

The feasibility of these interventions (this is in fact the result of principle 4, Table
1.1) was the main subject in the studies presented in Chapter 6 (the effect of the
implemented interventions) and Chapter 7 (the applicability of the implemented
interventions). In phase 3, the following questions were leading:

®  Can the two interventions introduced be applied effectively by mental
healthcare nurses? Is there a difference between the two interventions?

® Are these interventions applicable in an inpatient setting for psychiatric
patients? Is there a difference between both interventions?

b Concluding this thesis
Finally, all the findings of this project are summarised and discussed in Chapter 8.

Conclusions are drawn and implications are discussed. Although the primary focus
of this thesis is the development of evidence-based nursing care for sleep

10
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problems, | shall argue that issues related to this development are examples of a
broader problem concerning valid knowledge not being used into practice.
Investigating the development of nursing care for sleep problems is used as a
‘case’ to illustrate this problem. Broad recommendations for improving the use of

valid knowledge are presented.

11



Chapter 1

12



())C& E-D > EB)



Chapter 2

ABSTRACT

This study aims at acquiring knowledge about the quality of sleep of adult and
elderly psychiatric patients who receive clinical or outpatient nursing care, and
identifying key factors in perceiving a sleep problem. To do so, a sample of 1699
psychiatric patients was asked whether they perceived a sleep problem and were
invited to fill in the Pittsburgh Sleep Quality Index (PSQI) and additional questions.

Five hundred and sixty (33%) questionnaires were returned. As a result, we
found that 36% of the patients perceived a sleep problem, while the PSQl
assessed 66% of the sample as being ‘bad sleepers’. Forty-nine per cent of the
respondents used sleep medication one or more times a week. Five items of the
PSQIl were shown to be predictors of a perceived sleep problem. Four of these are
insomnia symptoms, while the fifth is the use of sleep medication. Moreover, the
patients who used sleep medication most scored significantly worse on all PSQI
components than patients who used sleep medication less than once a week.

In conclusion, many psychiatric patients perceive a sleep problem and all
nurses could be confronted not only with the night-time consequences of this, but
also with daytime consequences. Therefore, sleep problems must not be viewed
as an isolated problem but must be seen in relation with social functioning.

14



Perceived sleep quality of psychiatric patients

INTRODUCTION

Sleep problems, especially insomnia, are common complaints among psychiatric
patients. Benca et al. (1992) described a reduction of sleep efficiency and total
sleep time in most psychiatric study groups. The prevalence rates vary from 60%
among new referrals to a psychiatric general hospital (Okuji et al. 2002), to 91% of
hospitalized psychiatric patients (Prieto-Rincon et al. 2006). But hard figures are
scarce.

Although nurses working in psychiatric care are frequently confronted with
these problems, the current guidelines for mental health care do not provide
sufficient guidance for nurses to manage these sleep problems. These guidelines
are mostly directed toward DSM-defined disorders and aimed at reducing
symptoms of the primary disorder. However, such a classification is not
appropriate for a patient-centred orientation since psychiatric nursing from this
perspective is focused on the patient’s experience of illness (Crowe 2006).
Additionally, the patients’ wishes and perspective are often missing in these
guidelines. Furthermore, these guidelines do not offer insight into the
interdisciplinary tuning of discipline-specific interventions, despite the fact that
clinical nurses especially have to collaborate with clinicians from various
disciplines. Finally, sleep problems are not always symptoms of a primary
psychiatric disorder. They may appear as co-morbid conditions, or as a residue of
a previous disorder.

As a first step towards developing a best practice guideline for sleep problems,
we need to gain insight into the nature and magnitude of the problem. The focal
point of this development has to be the patients’ needs. We therefore chose to
ask the patient about his/her problem. But what is the best way to gain this
insight? The problem with measuring sleep problems is embedded in the
definition: who assesses that there is a sleep problem? Reid (2001) concluded that
sleep is a subjective experience. Hardly any study has addressed subjective views
of psychiatric patients. Collier et al. (2003) suggested a more structured approach
after their qualitative study among seven psychiatric in-patients, including the use
of questionnaires. In practice, nurses are confronted with the patients’ subjective
complaints of insufficient or non-restorative sleep. Is it sufficient to conceptualize
sleep problems just as a subjective complaint, i.e. being dissatisfied about the
sleep quantity or quality? Is simply asking about sleep problems enough,
therefore, or do we need a more structured approach using a validated self-rating

15
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questionnaire? Moreover, what is the relation between sleep problems assessed
by ‘simply asking’ and through the use of a scientifically developed instrument?

Sleep quality is a complex, multidimensional phenomenon (Buysse et al. 1989).
Sleep duration, for instance, is not the only decisive measure. Determining the key
factors that cause psychiatric patients to make a negative judgment about their
sleep quality may provide essential information to enable a practical assessment
of sleep problems by nurses.

This study has two aims: first, to assess the subjective experience of the quality
of sleep of adult and elderly psychiatric patients who are receiving clinical or
outpatient nursing care. And second, to determine which aspects of sleep can be
identified as predictors of perceiving a sleep problem.

METHODS
b Study design

In a cross-sectional design, a sample of psychiatric patients from six different
psychiatric institutions in the Netherlands was approached to fill in two
questionnaires. The inclusion criteria were: 18 years or older and receiving clinical
or outpatient nursing care.

F Data collection

Between October 2005 and June 2006, 1699 psychiatric patients received the two
questionnaires. We offered clinical patients assistance in filling these in by making
available a research assistant. Of these 1699 forms, 560 were returned (33%).

To determine if the group of non-responders was different from the responding
group, a short survey was performed among 63 (29 male, 34 female) of the non-
responders (mean age 54 years). They were asked to answer three questions.
Their answers to the questions ‘Do you think you have a sleep problem?’ and ‘Do
you think, in general, you are receiving help for your sleep problem?’ did not differ
from the responding group. To the last question, ‘What is the reason for not filling
in a questionnaire?, a wide array of reasons was given. ‘l don’t feel like it’, ‘'l have
already filled in questionnaires’ and ‘Too difficult’ were the most frequently cited
answers.

16
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F Ethical considerations

The research proposal was submitted to the local research ethics committee. This
committee concluded that this study did not fall within the scope of the Dutch law
for medical scientific research and therefore did not need further ethical
assessment.

The questionnaires were accompanied by a letter, and a brochure containing
information about the study. Patients could contact the researcher with any
questions they had and to request additional information. Confidentiality and
anonymity were maintained throughout the study. The right to refuse
participation without affecting future treatment was made clear.

F The instruments

To assess the relation between ‘simply asking’ and data gained through using a
scientifically developed instrument, we asked patients whether they perceived a
sleep problem by means of a single question: ‘Do you think you have a sleep
problem, or have you had a sleep problem in the past six months?' . Patients could
choose an answer from three categories: ‘Yes’, ‘I’'m not sure’ and ‘No’. At the
same time we asked patients for their age and sex.

We used the Pittsburgh Sleep Quality Index (PSQI) to assess the self-rated sleep
quality. This 19-item questionnaire was developed by Buysse et al. (1989) and is
specially designed to assess sleep quality and disturbances in a clinical psychiatric
population over a one-month period. The instrument is commonly used in
international research. It distinguishes seven components of sleep quality:
subjective sleep quality, sleep latency, sleep duration, habitual sleep efficiency,
sleep disturbances, use of sleep medication, and daytime functioning. Each
component can attain a score between 0 and 3. A global score can be calculated
by summing the scores of 10 items. The higher the score, the lower the sleep
quality. The cut-off value of five divides the respondents into ‘good’ and ‘bad’
sleepers.

The instrument shows a good test-retest reliability (Buysse et al. 1989; Gentili et
al. 1995; Backhaus et al. 2002) and internal consistency (Doi et al. 2000). Several
studies (Doi et al. 2000; Wittchen et al. 2001; Fictenberg et al. 2001) showed a
good diagnostic validity. The sensitivity of the instrument was always above 80%

17
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in several categories of patients, and specificity always above 84% (Doi et al. 2000;
Fictenberg et al. 2001; Beckhaus et al. 2002).

The PSQI was translated from English into Dutch by two researchers of the
research group. A native-speaking professional translator performed a back
translation. We compared this translation with the original English version.
Discrepancies were identified and discussed with the translator, bearing in mind
differences due to culture. The Dutch version was adapted where needed. The
questionnaire was pre-tested on 10 patients and/or ex-patients.

b Analyses

Data were analyzed using SPSS 14.0. We computed the total PSQI score and the
subscores in accordance with the algorithms of the authors. Pearson’s or
Spearman’s correlation coefficients were calculated. Depending on the nature of
the data and the number of groups, we used t-tests, chi-square tests, Mann-
Whitney tests, Kruskall-Wallis tests or analysis of variances to compare groups.
When relevant, we explored differences between subgroups, like between sexes;
clinical patients and outpatients; adults and elderly; patients using sleep
medication and patients not.

To determine which aspects of sleep are most decisive in patients’ judgment
about perceiving a sleep problem, a logistic regression was performed. We used
the ‘stepwise forward’ method based on likelihood ratios with a p value of 0.01
for entry, and 0.05 for removal.

RESULTS
b Sample properties
The mean age of the patients in the sample was 56.1 years (sd = 17.9). 53.5% of
the patients were female. The sample included the following categories of

patients: adult inpatients (37.7%), elderly inpatients (21.3%), adult outpatients
(19.7%) and elderly outpatients (21.3%).

18
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t Main findings

Table 2.1 shows the main findings of the PSQI assessment, and the answers to the
question ‘Do you think you have a sleep problem or have had a sleep problem in
the past six months?'.

The mean PSQI score was 8.0 (sd = 4.5). A cut-off value of 5 divides the patients
into ‘good sleepers’ and ‘bad sleepers’. According to Buysse et al. {1989), being a
‘bad sleeper’ means that ‘a subject is having severe difficulties in at least two
areas, or moderate difficulties in more than three areas’.

The presented percentage ‘time spent in bed sleeping’ is called the sleep
efficiency and is calculated by dividing the amount of time sleeping by the total
amount of time in bed. The finding shows that these patients spend almost a fifth
of their time in bed not sleeping. The reported sleep latency is the time between
going to bed and falling asleep. Fifteen minutes is generally considered as normal
and 30 min or more as problematic.

¢ Relation between perceiving having a sleep problem and the PSQI scores

Table 2.2 shows the relation between the outcome of the question about
perceiving having a sleep problem and the PSQI assessment. There is a significant
relation between the PSQJ assessment and the respondents’ perception (x° =
115.6, df = 2, p < 0.001). Nevertheless, 40.1% of the patients who perceived no
sleep problem were ‘bad sleepers’ according to the PSQJ.
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