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AbstrACt
Objective The aim of this study was to assess the impact 
of auditory noise tolerance on non-restorative sleep using 
an objective audiometric test in a representative sample.
Design A total of 202 Chinese individuals aged 15 
years and above were recruited from a population-based 
household survey. Their non-restorative sleep was 
assessed by a single item, the degree of feeling refreshed 
on waking up, on a 0–10 scale, while noise tolerance was 
measured by the most comfortable level expressed in 
A-weighted decibels.
results The 202 individuals (106 women) had a mean 
degree of feeling refreshed on waking up of 6.5 on the 
0–10 scale and a mean maximum comfortable sound level 
of 69.2 dB. A multivariable analysis showed that a 1 dB 
increase in noise tolerance was associated with a 0.1-unit 
increase in the degree of feeling refreshed after adjusting 
for age, education, marital status, occupation, exercise, 
smoking, alcohol consumption, household noise level, 
stress, anxiety and depression. Moreover, housewives, 
non-smokers and individuals who were less anxious or 
stressed felt significantly more refreshed on waking up.
Conclusion People with higher levels of noise tolerance 
experienced more refreshing sleep. Additional clinical 
consideration of enhancing noise tolerance in patients with 
sleep complaints is needed.

IntrODuCtIOn 
Non-restorative sleep (NRS) is defined as 
feeling unrefreshed on waking up, and it has 
been found to affect approximately 4.7%–
44% of the general adult population.1–6 NRS 
has been listed in the International Classifi-
cation of Sleep Disorders, third edition, as a 
defining symptom of insomnia, obstructive 
sleep apnea, fibromyalgia and some other 
sleep disorders.7 However, it may not neces-
sarily coexpress with other insomnia symp-
toms such as difficulty falling and staying 
asleep.8 NRS may cause feelings of fatigue 
during the day; hinder work performance; 
reduce physical capacity; and cause other 
chronic illnesses, occupational injuries, 
impaired psychological well-being and even 
suicidal ideation.3 8–11 NRS is a manifestation 
of sleep problems or disorders that may be 
caused by intrinsic factors, including age, 

obesity, smoking, a lack of regular exercise, 
stress, anxiety and depression, and extrinsic 
factors, such as long working hours and envi-
ronmental noise.4 5 12–14 Hence, there has 
been an increase in attention on NRS as a 
target for treatment.8 

Noise tolerance refers to the vulnerability of 
an individual to noise.15 People with reduced 
noise tolerance may not tolerate sounds at 
intensity levels considered comfortable by 
most other people. Reduced noise tolerance 
may be caused by ageing, injury or prolonged 
exposure to loud sounds and is frequently 
observed in patients suffering from tinnitus. 
Functional MRI studies have shown that 
reduced noise tolerance is associated with 
elevated auditory activity in the midbrain.15 
Therefore, such central auditory gain has 
been a physiological target of sound-enrich-
ment therapies for improving noise toler-
ance and tinnitus.16 17 Hence, noise tolerance 
can be a modifiable factor in the disorders it 
causes.

Reduced noise tolerance, measured as a 
personality trait, has been previously shown 
to be associated with health problems.18 In 
particular, people who are less noise tolerant 
have been shown to experience various sleep 
disturbances, including NRS and poor sleep 
quality.19 20 One may hypothesise the adverse 
influence of noise tolerance on health by the 

strengths and limitations of this study

 ► The main strength of this study is the assessment of 
the association between noise tolerance and non-
restorative sleep in the largest study to date with 
the additional adjustment of potential confounding 
effects of anxiety and depression.

 ► Our study is limited to the lack of nocturnal noise 
assessment which may have moderated the 
identified association.

 ► We use maximum comfortable level which is 
preferred to assess the impact of auditory tolerance 
to noise on non-restorative sleep.

 on 22 N
ovem

ber 2018 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2017-020518 on 12 M
arch 2018. D

ow
nloaded from

 

http://bmjopen.bmj.com/
http://dx.doi.org/10.1136/bmjopen-2017-020518
http://dx.doi.org/10.1136/bmjopen-2017-020518
http://dx.doi.org/10.1136/bmjopen-2017-020518
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2017-020518&domain=pdf&date_stamp=2018-03-12
http://bmjopen.bmj.com/


2 Fong DYT, et al. BMJ Open 2018;8:e020518. doi:10.1136/bmjopen-2017-020518

Open Access 

general stress model.21 Under the model, people who 
are less noise tolerant are more easily annoyed by noise 
that induces stress-related cortisol, leading to different 
health problems. However, a study of 1495 Finnish adults 
showed that noise tolerance, measured as a personality 
trait, was not significantly associated with annoyance to 
noise during daytime or night-time.22 Hence, there has 
been a conjecture of a direct influence of noise tolerance 
on subjective evaluation of sleep quality without having 
the noise-induced annoying feeling at night.19 However, 
most previous studies used small sample sizes (fewer 
than 100 subjects), and the observed associations may be 
confounded by known prognostic factors such as anxiety 
and stress. In addition, while noise tolerance was assessed 
using well-validated self-report questionnaires, physiolog-
ical measures, such as the maximum comfortable level, 
are preferred to assess the impact of auditory tolerance 
to noise on NRS.

Therefore, this study aimed to assess the impact of 
reduced noise tolerance on NRS using an objective 
audiometric test in a larger representative sample from a 
household survey.

MethODs
Design
This was a population-based household study performed 
in Hong Kong. The study protocol and informed consent 
form were approved by the Institutional Review Board of 
the University of Hong Kong/Hospital Authority Hong 
Kong West Cluster.

Participants and sampling
We planned to recruit 200 individuals aged 15 years and 
older in Hong Kong. Those who were deaf or unable to 
read and communicate in Chinese were excluded. The 
sample size was large enough to examine 20 factors in a 
regression analysis using the usual rule of thumb of 10 
participants per factor.23

Recruitment was performed in households by trained 
research assistants. Based on a representative sampling 
frame of residential addresses obtained from the Hong 
Kong Census & Statistics Department, a random sample 
of addresses was drawn after stratifying by geographical 
districts and types of dwellings. Before household visits 
took place, notification letters were mailed that described 
the study details, planned visit times and identities of the 
interviewers. During each household visit, the eligibility 
criteria were assessed and written informed consent was 
obtained before the study measures were taken.

Measures
Non-restorative sleep
NRS was assessed using a single item, ‘How refreshed did 
you feel on walking up over the past month?’ Responses 
were made on a 0–10 scale, where 0=not at all and 
10=fully refreshed. The same item was adopted in a 

large cross-sectional survey, except that we used a 0–10 
measurement scale rather than a yes/no answer.5

Anxiety and depression
The 14-item Hospital Anxiety and Depression Scale 
(HADS), made up of anxiety (HADS-A) and depression 
(HADS-D) scales, was used to assess anxiety and depres-
sion. The Chinese version has been validated with good 
psychometric properties found for it.24 All items were 
rated on a 4-point Likert scale with the total score of 
each scale ranging between 0 and 21 after reverse coding. 
A higher score indicated a higher level of anxiety or 
depression.

Stress
Perceived stress was assessed using the 14-item Perceived 
Stress Scale (PSS).25 It has been translated and validated 
in the Chinese population.26 Each item was rated on a 
5-point Likert scale. The total score, after reverse coding 
some items, ranged from 14 to 40, with a higher score 
indicating a higher perceived stress level.

Noise tolerance
Noise tolerance was assessed by obtaining the subject’s 
most comfortable level (MCL) of hearing. Specifically, 
each participant was asked to listen to a highly repeti-
tive locomotive soundtrack in earphones connected to a 
portable digital sound player (Creative MuVo T200) with 
25-vol levels. The soundtrack was played at the lowest 
volume level for 5 s and was increased by one level at a 
time until the subject indicated that it was too loud. The 
volume level before which the participant indicated that 
it was too loud was considered to be the MCL.

Each volume level was mapped into A-weighted decibel 
(dBA) units using an IEC651 Type 2 and ANSI S1.4 Type 
2 compliant digital sound level meter (SL-5868P) with a 
resolution of 0.1 dBA. Specifically, for each volume level, 
three 30 s A-weighted equivalent sound pressure levels 
were measured and their average was taken as the sound 
level of the volume level in dBA. The mapped volume 
levels ranged from 48.9 to 82.3 dBA. The three repeated 
measurements had SDs ranging from 0.06 to 0.6 dBA 
and an intraclass correlation of 1.0 based on a one-way 
random effects model.

Household noise level
The noise level at the interview area was assessed by using 
the sound level meter (SL-5868P) with the microphone 
placed at least 1 m from any surface. A 1 min A-weighted 
equivalent sound pressure level was measured.

Statistical analysis
We performed univariable and multivariable linear mixed 
effects regressions of the degree of feeling refreshed after 
sleep on demographics, hours of aerobic exercise per 
week, smoking habits, alcohol consumption, household 
noise level, HADS-A, HADS-D, PSS and noise tolerance. 
Potential bias was minimised by considering more poten-
tial confounding variables than previous studies. The 
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linear mixed effects approach was adopted to account for 
the possibility of extra covariance among individuals in 
the same household. To alleviate the potential influence 
of deteriorated hearing ability among older people, the 
moderating effect of age was assessed. In addition, the 
analysis was repeated in individuals at most 40 years old.

The model’s adequacy was assessed by examining the 
residuals. The presence of multicollinearity was also 
checked by obtaining the tolerance. Missing values were 
discarded as there were only a few. The nominal level of 
significance was taken as 5% and all statistical tests were 
two tailed. The analysis was performed using SAS V.9.2 
software.

results
A total of 202 Chinese individuals from 80 households 
were recruited in August and September of 2013. Their 
characteristics are summarised in table 1. The mean age 
was 32 years (range: 15–95 years). Most participants were 
married (64%) and had at least a secondary education 
level (82%). Only 14% were retired or seeking employ-
ment. Most individuals (54%) did not exercise regularly, 
14% were current smokers and 23% were consumers of 
alcohol. The mean noise tolerance level was 69.2 dBA 
(SD=4.2 dBA, range=53.1–82.3 dBA) with a 95% CI of 
(68.6 to 69.8). Only seven participants (3.5%) toler-
ated the noise at the maximum volume level. The mean 
degree of feeling refreshed after sleep was 6.5 (range=0–
10; 95% CI 6.2 to 6.8), with 1 (0.5%) participant stating 
that they did not feel at all refreshed after sleep and 8 
(4%) participants stating that they felt fully refreshed 
after sleeping.

Table 2 displays the effects of factors on feeling refreshed 
after sleep in the univariable and multivariable analyses. 
Factors found to be significantly associated (P<0.05) with 
lower degrees of feeling refreshed after sleep included not 
being a housewife, being a current smoker, being more 
anxious, having a higher level of perceived stress and 
being more tolerant to noise. These results were observed 
regardless of whether adjustments for other factors were 
made. The moderating effect of age on the effect of noise 
tolerance on the degree of feeling refreshed after sleep 
was insignificant (P=0.30). In addition, among the 131 
individuals of age at most 40 years, the estimated effect of 
noise tolerance on the degree of feeling refreshed after 
sleep was 0.14 (95% CI 0.08 to 0.21, P<0.01).

In all of the models, residuals did not show severe 
departures from the normal distribution assumption. 
The tolerance ranged 0.51–0.93, indicating the absence 
of multicollinearity.

DIsCussIOn
This was the first study to assess to what extent feeling 
refreshed after sleep would be associated with noise toler-
ance using MCL measurements. After accounting for the 
potential confounding effects of demographics, exercise 

habits, smoking, alcohol consumption, household noise 
level, anxiety, depression and stress, the ability to tolerate 
a noise level of 1 dBA higher was significantly associated 

Table 1 Sample characteristics of 202 individuals

Mean (SD) or n (%)

Age (years) 32.0 (13.1)

Gender

  Female 106 (52.5%)

  Male 96 (47.5%)

Marital status (1 missing)

  Single 68 (33.8%)

  Married 128 (63.7%)

  Cohabitating 2 (1.0%)

  Widowed 3 (1.5%)

Education level (1 missing)

  Primary or below 36 (17.9%)

  Secondary/associate degree 119 (59.2%)

  Tertiary degree or above 46 (22.9%)

Occupation (1 missing)

  Employed 120 (59.7%)

  Self-employed 7 (3.5%)

  Employer 4 (2.0%)

  Housewife 24 (11.9%)

  Seeking employment 9 (4.5%)

  Student 15 (7.5%)

  Retired 22 (10.9%)

Hours of aerobic exercise per week

  0 109 (54.0%)

  1 23 (11.4%)

  2 31 (15.3%)

  3 6 (3.0%)

  4 10 (5.0%)

  ≥5 23 (11.4%)

Smoking

  No 161 (79.7%)

  Former smoker 13 (6.4%)

  Yes 28 (13.9%)

Alcohol consumption

  No 140 (69.3%)

  Former drinker 16 (7.9%)

  Yes 46 (22.8%)

Household noise level (dBA) 64.0 (4.9)

HADS-A 6.2 (3.6)

HADS-D 7.9 (3.1)

Perceived Stress Scale (1 missing) 27.2 (4.6)

Noise tolerance (dBA) 69.2 (4.2)

Feeling refreshed after sleep (6 missing) 6.5 (1.8)

HADS-A, Hospital Anxiety and Depression Scale—Anxiety; 
HADS-D, Hospital Anxiety and Depression Scale—Depression.
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with a 0.1-unit increase in feeling more refreshed after 
sleep on a 0–10 scale.

The noise tolerance in our sample, as measured by the 
MCL with earphones, ranged from 53 to 82 dBA, corre-
sponding to the sound level of a quiet office up to that of 
city traffic.27 Its mean level of 69 dBA corresponds to the 
sound intensity of a vacuum cleaner or hair dryer. This is 
slightly higher but comparable to a previously reported 
average MCL of 63 dBA in normal listeners in the United 
States, which was measured by levelling the loudness of 
taped speech noise in a cafeteria via earphones.28 Noise 
tolerance in the Chinese population has received little 
attention. The observed difference could be due to the 
difference in measurement methods or ethnic differ-
ences. Caucasians, who generally have larger bodies than 
Chinese people, have been previously shown to have 
lower wideband energy reflectance at the lower sound 

frequencies, where locomotive and speech noise occur. 
With lower wideband energy reflectance, more sound 
energy is absorbed by the middle ear and transferred to 
the cochlea; thus, less tolerance for noise is observed.29 
However, the role of wideband energy reflectance on 
ethnic differences in noise tolerance requires further 
investigation.

The mean degree of feeling refreshed on awakening 
in the Chinese population in Hong Kong was 6.2 out of 
a maximum of 10 points, which corresponds to feeling 
only 62% refreshed on waking up. This is very similar 
to results reported in Germany.19 The degree of feeling 
refreshed has not often been reported in the literature. 
Rather, dichotomous responses of yes or no have gener-
ally been used, which is how prevalence estimates were 
obtained. While a dichotomous response choice is easier 
to obtain and interpret, a Likert scale with more response 

Table 2 Factors associated with feeling refreshed after sleep

Factor (unit/plausible range)

Univariable analysis Multivariable analysis

Coefficient 95% CI P value Coefficient 95% CI P value

Age (years) 0.01 −0.004 to 0.03 0.136 0.0003 −0.02 to 0.02 0.980

Gender

  Female 0.26 −0.19 to 0.72 0.247 −0.06 −0.54 to 0.41 0.791

  Male 0 – 0 – 

Marital status

  Married/cohabitating 0.47 −0.04 to 0.98 0.073 0.12 −0.49 to 0.73 0.697

  Single/widowed 0 – 0 – 

Education level −0.36 −0.73 to 0.003 0.052 −0.10 −0.57 to 0.38 0.704

Occupation 0.002 0.049

  Housewife 1.52 0.79 to 2.24 <0.001 1.15 0.36 to 1.93 0.005

  Seeking employment 0.53 −0.60 to 1.65 0.353 0.46 −0.60 to 1.53 0.388

  Retired 0.58 −0.19 to 1.36 0.139 0.43 −0.51 to 1.36 0.367

  Student 0.04 −0.89 to 0.96 0.937 0.42 −0.59 to 1.43 0.413

  Employed/self-employed/employer 0 – 0 – 

Hours of aerobic exercise per week −0.10 −0.24 to 0.05 0.196 0.01 −0.13 to 0.15 0.904

Smoking 0.008 0.008

  Yes −1.01 −1.67 to -0.36 0.003 −1.23 −2.00 to -0.46 0.002

  Former smoker 0.28 −0.67 to 1.22 0.564 −0.15 −1.18 to 0.89 0.780

  No 0 – 0 – 

Alcohol drinking 0.268 0.574

  Yes −0.49 −1.08 to 0.10 0.105 0.23 −0.39 to 0.84 0.463

  Former drinker −0.15 −1.07 to 0.77 0.742 0.47 −0.54 to 1.48 0.363

  No 0 – 0 – 

Household noise level (dBA) 0.02 −0.05 to 0.08 0.573 0.0001 −0.06 to 0.06 0.997

HADS-A (0–21) −0.18 −0.25 to -0.11 <0.001 −0.18 −0.26 to -0.10 <0.001

HADS-D (0–21) 0.004 −0.08 to 0.09 0.931 0.08 −0.01 to 0.17 0.070

Perceived Stress Scale14–40 −0.09 −0.14 to -0.04 0.001 −0.07 −0.12 to -0.01 0.024

Noise tolerance (dBA) 0.07 0.004 to 0.13 0.037 0.10 0.04 to 0.16 0.001

HADS-A, Hospital Anxiety and Depression Scale—Anxiety; HADS-D, Hospital Anxiety and Depression Scale—Depression. 
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choices or a continuous response scale will have a higher 
measurement hierarchy with a lower sample size require-
ment. They also allow for the assessment of improve-
ments after treatment. Nevertheless, a threshold above 
which the degree the feeling refreshed on waking would 
be considered to be not refreshing can be determined 
for estimating the prevalence of individuals not feeling 
refreshed, by concurrently administering the dichoto-
mous and Likert scales.

A 1 dBA increase in MCL was associated with feeling 
1% more refreshed after a night of sleep independent of 
other known prognostic factors of NRS. An association 
between psychological noise tolerance and sleep quality 
has been previously reported.19 30 However, in this study, 
auditory noise tolerance was assessed and expressed 
in dBA for the first time, which is more interpretable 
than a self-reported scale, and more factors prognostic 
to NRS were considered. Although, psychological noise 
tolerance, being a stable personality trait, may not neces-
sarily correlate with auditory noise tolerance which may 
be also influenced by hearing loss, their associations 
with NRS have been observed. Noise-tolerant individ-
uals are less reactive to noise. Their sleep quality would 
be less impaired by surrounding noise and, as a result, 
they would likely have higher quality sleep and feel more 
refreshed afterwards. People with reduced noise toler-
ance may suffer from hyperacusis and need to wear high-
decibel noise-reduction ear plugs in order to reduce the 
adverse effects of environmental noise.

Our study shows that housewives report having more 
refreshing sleep than the working group, even after 
accounting for effects due to common prognostic 
factors of sleep quality, such as exercise, stress, anxiety 
and depression. A large national face-to-face household 
survey in the United States reported that non-working 
people had longer sleep durations than a group of people 
who worked.31 Shorter sleep durations have been found 
to be associated with a higher risk of experiencing non-re-
freshing sleep.32 Housewives could have more flexible 
hours in which they can obtain adequate sleep; thus, they 
feel more refreshed after sleep. Interestingly, that associa-
tion is contrary to other studies that found that housewives 
were more prone to experiencing insomnia, chronic pain 
and fatigue.33 34 However, these studies did not adjust for 
the effect of stress in addition to the influence of noise 
tolerance. Given that stress is known to be associated with 
disturbed sleep, it might have confounded the previously 
observed association between being a housewife and 
sleep quality.35 Moreover, these were telephonic surveys 
through landline phones, which may have a limited reach 
of target individuals due to the increasing trend of exclu-
sively using mobile phones.

The observed adverse influences of smoking, anxiety 
and stress in this study have also been previously 
reported.35–37 However, we did not observe an association 
between depression and the degree of feeling refreshed 
on waking up despite the fact that depression has been 
known to be associated with insomnia.38 Indeed, our study 

showed that people with depression tended to feel more 
refreshed on wake up, although this trend was statistically 
insignificant. Depressed people would experience dysreg-
ulation of their hormonal systems; specifically, they would 
experience an increase in the production of corticotro-
pin-releasing factor, enhancing the release of cortisol.39 
Therefore, depressed people may have heightened alert-
ness, preventing them from falling and staying asleep. 
Hence, they may feel more refreshed when waking up, 
not because of adequate sleep but because of their level 
of alertness. However, there were few severely depressed 
individuals included in our sample, so a study with a larger 
cohort will be needed to assess the association between 
depression and NRS.

This study used a repetitive locomotive soundtrack 
to assess the MCL. The soundtrack was chosen to have 
a relatively stable acoustic characteristic throughout the 
play. However, other studies had used other soundtracks, 
such as normal speech, when assessing MCL.28 Sounds of 
different acoustic characteristics at even the same loud-
ness level may be reacted with different neural activities 
in humans that induces different emotional responses.40 
Although the use of different sound stimuli may not have 
profound impact on the association of MCL with other 
measures, it is desirable to standardise the assessment of 
MCL. The soundtrack used in this study would be avail-
able from the authors.

Although we carefully designed and conducted this 
study, several limitations worth noting remain. First, we 
assessed NRS using a single self-reported item, the degree 
of feeling refreshed on awakening. This may not fully 
capture all NRS symptoms experienced, for example, the 
night-time aspects of NRS. A systematic review found no 
well-validated self-reported scales for evaluating NRS8; 
until recently, the Non-restorative Sleep Scale (NRSS) was 
developed and validated for clinicians to use to identify 
and monitor the severity of NRS symptoms.41 However, it 
is not available in Chinese, and further development of 
the tool for the Chinese population is necessary. Second, 
NRS was self-reported which may subject to recall bias 
or concern of low reliability. Objective measures of NRS 
have been proposed including electroencephalography 
(EEG) during sleep.42 However, there had not been 
any objective measures with demonstrated diagnostic 
accuracy for NRS.42 Third, we did not assess the partici-
pants’ hearing ability. Older people are more prone to 
hearing problems which may confound or moderate the 
observed association of noise tolerance on NRS. However, 
our results showed no evidence that age moderated the 
association and the subgroup analysis of individuals of 
at most 40 years old resulted in similar results. Hence, 
our observed association may not have been substan-
tially influenced by hearing ability despite further study 
would be desirable. Fourth, to ensure better study partic-
ipation, the MCL assessment was conducted at subjects’ 
households rather than in a laboratory setting where we 
can have more control of the surrounding sound level. 
With the use of the standard earphones supplied with 
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the digital sound player that may not be well protecting 
from external noise, the MCL may have been inflated 
in noisy households. This may increase the variation of 
MCL and reduce the power of identifying an association. 
However, given that we observed a highly significant asso-
ciation between noise tolerance and NRS, we should not 
have suffered from an inadequate power. Fifth, we did 
not assess the subjects’ night-time indoor noise exposure, 
which is also a factor associated with NRS. The assessment 
of that would require setting up a reliable noise meter 
with continual recording of data throughout the night 
in each household. Such a set-up would be inconvenient 
for the households and would reduce their willingness to 
participate in our study, resulting in a limitation to the 
study’s generalisability.

In conclusion, a 1 dBA increase in MCL was associated 
with feeling 1% more refreshed after sleep. This suggests 
a need for additional clinical consideration to clinicians 
of increasing the noise tolerance of patients with sleep 
complaints.

Contributors All authors were involved in the conception and design of research, 
edited and revised the manuscript and approved the final version of the manuscript. 
DYTF and JYHW conducted data collection and analysis. DYTF drafted the 
manuscript.

Funding This research received no specific grant from any funding agency in the 
public, commercial or not-for-profit sectors.

Competing interests None declared.

Patient consent Obtained.

ethics approval Institutional Review Board of the University of Hong Kong/Hospital 
Authority Hong Kong West Cluster.

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement No additional data are available.

Open Access This is an Open Access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited and the use is non-commercial. See: http:// creativecommons. org/ 
licenses/ by- nc/ 4. 0/

© Article author(s) (or their employer(s) unless otherwise stated in the text of the 
article) 2018. All rights reserved. No commercial use is permitted unless otherwise 
expressly granted.

reFerenCes
 1. Lindberg E, Janson C, Gislason T, et al. Sleep disturbances in a 

young adult population: can gender differences be explained by 
differences in psychological status? Sleep 1997;20:381–7.

 2. Tamura Y, Chiba S. [Association of Japanese doctors' sleep habits 
with working environments and lifestyle]. Seishin Shinkeigaku Zasshi 
2011;113:853–62.

 3. Joo S, Baik I, Yi H, et al. Prevalence of excessive daytime sleepiness 
and associated factors in the adult population of Korea. Sleep Med 
2009;10:182–8.

 4. Roth T, Jaeger S, Jin R, et al. Sleep problems, comorbid mental 
disorders, and role functioning in the national comorbidity survey 
replication. Biol Psychiatry 2006;60:1364–71.

 5. Wakasugi M, Kazama JJ, Narita I, et al. Association between 
combined lifestyle factors and non-restorative sleep in Japan: a 
cross-sectional study based on a Japanese health database. PLoS 
One 2014;9:e108718.

 6. Stone KC, Taylor DJ, McCrae CS, et al. Nonrestorative sleep. Sleep 
Med Rev 2008;12:275–88.

 7. American Academy of Sleep Medicine. International Classification 
of Sleep Disorders - ICSD-3. 3rd edn: American Academy of Sleep 
Medicine, 2014.

 8. Vernon MK, Dugar A, Revicki D, et al. Measurement of non-
restorative sleep in insomnia: A review of the literature. Sleep Med 
Rev 2010;14:205–12.

 9. Park JH, Yoo JH, Kim SH. Associations between non-restorative 
sleep, short sleep duration and suicidality: findings from a 
representative sample of Korean adolescents. Psychiatry Clin 
Neurosci 2013;67:28–34.

 10. Kawada T. Feeling refreshed by sleep can predict psychological 
wellbeing assessed using the general health questionnaire in male 
workers: a 3-year follow-up study. Psychiatry Investig 2012;9:418–21.

 11. Blank M, Zhang J, Lamers F, et al. Health correlates of insomnia 
symptoms and comorbid mental disorders in a nationally 
representative sample of US adolescents. Sleep 2014.

 12. Béphage G. Promoting quality sleep in older people: the nursing care 
role. Br J Nurs 2005;14:205–10.

 13. Virtanen M, Ferrie JE, Gimeno D, et al. Long working hours and 
sleep disturbances: the Whitehall II prospective cohort study. Sleep 
2009;32:737–45.

 14. WHO. Hurtley C, ed. Night noise guidelines for Europe. Copenhagen: 
World Health Organization Region Office for Europe, 2009.

 15. Gu JW, Halpin CF, Nam EC, et al. Tinnitus, diminished sound-level 
tolerance, and elevated auditory activity in humans with clinically 
normal hearing sensitivity. J Neurophysiol 2010;104:3361–70.

 16. Jastreboff PJ, Jastreboff MM. Tinnitus retraining therapy for patients 
with tinnitus and decreased sound tolerance. Otolaryngol Clin North 
Am 2003;36:321–36.

 17. Noreña AJ, Chery-Croze S. Enriched acoustic environment rescales 
auditory sensitivity. Neuroreport 2007;18:1251–5.

 18. Fyhri A, Klaeboe R. Road traffic noise, sensitivity, annoyance and 
self-reported health--a structural equation model exercise. Environ 
Int 2009;35:91–7.

 19. Marks A, Griefahn B. Associations between noise sensitivity 
and sleep, subjectively evaluated sleep quality, annoyance, and 
performance after exposure to nocturnal traffic noise. Noise Health 
2007;9:1–7.

 20. Nivison ME, Endresen IM. An analysis of relationships among 
environmental noise, annoyance and sensitivity to noise, and the 
consequences for health and sleep. J Behav Med  
1993;16:257–76.

 21. Lercher P. Environmental noise and health: An integrated research 
perspective. Environ Int 1996;22:117–29.

 22. Heinonen-Guzejev M, Vuorinen HS, Kaprio J, et al. Self-report of 
transportation noise exposure, annoyance and noise sensitivity in 
relation to noise map information. J Sound Vib  
2000;234:191–206.

 23. Harrell FE. Regression modeling strategies : with applications to 
linear models, logistic regression, and survival analysis. New York: 
Springer, 2001:568.

 24. Leung CM, Ho S, Kan CS, et al. Evaluation of the Chinese version 
of the Hospital Anxiety and Depression Scale. A cross-cultural 
perspective. Int J Psychosom 1993;40:29–34.

 25. Cohen S, Kamarck T, Mermelstein R. A global measure of perceived 
stress. J Health Soc Behav 1983;24:385–96.

 26. Leung DY, Lam TH, Chan SS. Three versions of Perceived Stress 
Scale: validation in a sample of Chinese cardiac patients who smoke. 
BMC Public Health 2010;10:513.

 27. NIDCD. Sound ruler: national institute on deafness and other 
communication disorders. 2009 http://www. nidcd. nih. gov/ health/ 
education/ decibel/ pages/ decibel_ text. aspx

 28. Keith RW. Loudness and the acoustic reflex: normal-hearing 
listeners. J Am Audiol Soc 1979;4:152–6.

 29. Shahnaz N, Bork K. Wideband reflectance norms for Caucasian and 
Chinese young adults. Ear Hear 2006;27:774–88.

 30. Hébert S, Carrier J. Sleep complaints in elderly tinnitus patients: a 
controlled study. Ear Hear 2007;28:649–55.

 31. Luckhaupt SE, Tak S, Calvert GM. The prevalence of short sleep 
duration by industry and occupation in the National Health Interview 
Survey. Sleep 2010;33:149–59.

 32. Kawada T. Predictive ability of sleep duration for the feeling of being 
refreshed by sleep. J Occup Environ Med 2012;54:1321–2.

 33. Wong WS, Fielding R. Prevalence of insomnia among Chinese 
adults in Hong Kong: a population-based study. J Sleep Res 
2011;20:117–26.

 34. Wong WS, Fielding R. The co-morbidity of chronic pain, insomnia, 
and fatigue in the general adult population of Hong Kong: Prevalence 
and associated factors. J Psychosom Res 2012;73:28–34.

 35. Kashani M, Eliasson A, Vernalis M. Perceived stress correlates with 
disturbed sleep: a link connecting stress and cardiovascular disease. 
Stress 2012;15:45–51.

 36. Mak KK, Ho SY, Thomas GN, et al. Smoking and sleep disorders in 
Chinese adolescents. Sleep Med 2010;11:268–73.

 on 22 N
ovem

ber 2018 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2017-020518 on 12 M
arch 2018. D

ow
nloaded from

 

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://dx.doi.org/10.1093/sleep/20.6.381
http://www.ncbi.nlm.nih.gov/pubmed/22117389
http://dx.doi.org/10.1016/j.sleep.2008.03.017
http://dx.doi.org/10.1016/j.biopsych.2006.05.039
http://dx.doi.org/10.1371/journal.pone.0108718
http://dx.doi.org/10.1371/journal.pone.0108718
http://dx.doi.org/10.1016/j.smrv.2007.12.002
http://dx.doi.org/10.1016/j.smrv.2007.12.002
http://dx.doi.org/10.1016/j.smrv.2009.10.002
http://dx.doi.org/10.1016/j.smrv.2009.10.002
http://dx.doi.org/10.1111/j.1440-1819.2012.02394.x
http://dx.doi.org/10.1111/j.1440-1819.2012.02394.x
http://dx.doi.org/10.4306/pi.2012.9.4.418
http://dx.doi.org/10.12968/bjon.2005.14.4.17604
http://dx.doi.org/10.1093/sleep/32.6.737
http://dx.doi.org/10.1152/jn.00226.2010
http://dx.doi.org/10.1016/S0030-6665(02)00172-X
http://dx.doi.org/10.1016/S0030-6665(02)00172-X
http://dx.doi.org/10.1097/WNR.0b013e3282202c35
http://dx.doi.org/10.1016/j.envint.2008.08.006
http://dx.doi.org/10.1016/j.envint.2008.08.006
http://www.ncbi.nlm.nih.gov/pubmed/17851221
http://dx.doi.org/10.1007/BF00844759
http://dx.doi.org/10.1016/0160-4120(95)00109-3
http://dx.doi.org/10.1006/jsvi.1999.2885
http://www.ncbi.nlm.nih.gov/pubmed/8070982
http://dx.doi.org/10.2307/2136404
http://dx.doi.org/10.1186/1471-2458-10-513
http://www.nidcd.nih.gov/health/education/decibel/pages/decibel_text.aspx
http://www.nidcd.nih.gov/health/education/decibel/pages/decibel_text.aspx
http://www.ncbi.nlm.nih.gov/pubmed/422427
http://dx.doi.org/10.1097/01.aud.0000240568.00816.4a
http://dx.doi.org/10.1097/AUD.0b013e31812f71cc
http://dx.doi.org/10.1093/sleep/33.2.149
http://dx.doi.org/10.1097/JOM.0b013e3182728ddb
http://dx.doi.org/10.1111/j.1365-2869.2010.00822.x
http://dx.doi.org/10.1016/j.jpsychores.2012.04.011
http://dx.doi.org/10.3109/10253890.2011.578266
http://dx.doi.org/10.1016/j.sleep.2009.07.017
http://bmjopen.bmj.com/


7Fong DYT, et al. BMJ Open 2018;8:e020518. doi:10.1136/bmjopen-2017-020518

Open Access

 37. Samaranayake CB, Arroll B, Fernando AT. Sleep disorders, 
depression, anxiety and satisfaction with life among young adults: a 
survey of university students in Auckland, New Zealand. N Z Med J 
2014;127:13–22.

 38. Ellis JG, Perlis ML, Bastien CH, et al. The natural history of insomnia: 
acute insomnia and first-onset depression. Sleep 2014;37:97–106.

 39. Nemeroff CB. The neurobiology of depression. Sci Am 
1998;278:42–9.

 40. Masuda F, Sumi Y, Takahashi M, et al. Association of different neural 
processes during different emotional perceptions of white noise and 
pure tone auditory stimuli. Neurosci Lett 2018;665:99–103.

 41. Wilkinson K, Shapiro C. Development and validation of the 
Nonrestorative Sleep Scale (NRSS). J Clin Sleep Med 2013;9:929–37.

 42. Drake CL, Hays RD, Morlock R, et al. Development and evaluation 
of a measure to assess restorative sleep. J Clin Sleep Med 
2014;10:733–41.

 on 22 N
ovem

ber 2018 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2017-020518 on 12 M
arch 2018. D

ow
nloaded from

 

http://www.ncbi.nlm.nih.gov/pubmed/25145302
http://dx.doi.org/10.5665/sleep.3316
http://dx.doi.org/10.1038/scientificamerican0698-42
http://dx.doi.org/10.1016/j.neulet.2017.11.046
http://dx.doi.org/10.5664/jcsm.2996
http://dx.doi.org/10.5664/jcsm.3860
http://bmjopen.bmj.com/

	Effect of noise tolerance on non-restorative sleep: a population-based study in Hong Kong
	Abstract
	Methods
	Design
	Participants and sampling
	Measures
	Non-restorative sleep
	Anxiety and depression
	Stress
	Noise tolerance
	Household noise level
	Statistical analysis


	Results
	Discussion
	References


