Figure 1a. Survey, questionnaire portion


Many patients notice that they do not sleep as well in the hospital as they do at home.

In order to help us serve you better, we would like to know more about your sleep experience while you are here. We will not share your name or personal information with anyone outside the study investigators. 

1) Has a doctor ever told you that you have a sleep disorder, such as sleep apnea or restless legs syndrome? 

(Yes      
(No

2) Compared to how you sleep at home, how well did you sleep in the hospital last night?

( About the same as at home    

( Not as well as at home


( I don’t sleep well, anywhere. 
( I slept well because I got a sleeping pill.

3) Does anything keep you awake here last night? (Check up to 3)

( Nothing keeps me awake here—I sleep fine.

( discomfort from my illness


( noise


( I was woken up by hospital staff 

(such as to check my blood pressure or give me medicine) 


( tubes or other equipment attached to me that made me uncomfortable
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( worries, chronic trouble sleeping, or just being away from home


( other (please indicate)____________________________

4) What noises bothered you the most at night? (Check all that apply)

( The noises don’t bother me.

( noises made by hospital equipment (such as beeping noises on equipment)


( voices in the hallway or outside my room


( noises made by other patients (such as coughing, yelling, talking)


( televisions


( other (please indicate)___________________________

5) What awoke you this morning?

( Nothing woke me up: I woke up by myself

( Noise



( Hospital staff



( My tubes or equipment. 
 

( Pain/discomfort/illness 



( Other ______________________________


6) Was your door mostly open or closed last night?  

(Open


(Closed

7) Do you have problems with your hearing? 


(Yes 


(No

8) Do you have any other comments you’d like to share?
Figure 1b. VSH sleep scale, as administered


Write an “X” on a point on the line that best describes your experience:





1) On a scale of 0-100, how good was your sleep overall?


_____________________________________________________


0					      		            100


bad night					                     good night





2) On a scale of 0-100, how often did you wake in the night last night?


_____________________________________________________


0					      		             100


awake off and						     didn’t wake


on all night





3) On a scale of 0-100, how rested did you feel when you woke up this morning?


_____________________________________________________


0					      		             100


awoke  							            awoke


exhausted						         refreshed





4) How many hours did you sleep last night?


_____________________________________________________


0					      		             100


0 hours							    ten hours of sleep








5) On a scale of 0-100, how much did you toss and turn during sleep last night?


_____________________________________________________


0					      		             100


tossed							             didn’t 


all night						             move





6) On a scale of 0-100, how long did it take you to fall asleep?


_____________________________________________________


0					      		             100


didn’t sleep						        fell asleep


at all							      immediately





7) On a scale of 0-100, how deeply did you sleep last night?


_____________________________________________________


0					      		             100


slept							        slept deeply


lightly





8) How did you wake up this morning?


_____________________________________________________


0					      		            100


awoke							           awoke 


abruptly						spontaneously						        











