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Development and Evaluation of the Sleep
Treatment and Education Program for

Students (STEPS)

Franklin C. Brown, PhD; Walter C. Buboltz, Jr., PhD; Barlow Soper, PhD

Abstract. University students report significantly worse sleep
quality than the general population. Sleep problems are related to
increased health concerns, irritability, depression, fatigue, and
attention and concentration difficulties, along with poor academic
performance. Clinical research indicates that psychoeducational
interventions are among the most effective methods for improving
sleep quality in the general population. Similar studies for univer-
sity students are lacking. In this study, the authors describe the
development of the Sleep Treatment and Education Program for
Students (STEPS) and evaluate its effectiveness with a double
blind, experimental design. Students in the treatment group report-
ed significantly improved sleep quality and sleep hygiene behav-
iors at 6 weeks posttreatment.

Key Words: difficulties, insomnia, prevention, sleep, students,
treatment, university

ollege students are notorious for sacrificing sleep
to study and socialize during the week and then
sleeping long hours on the weekend.1,2 If left

unchecked, such habits can lead to progressively later sleep
and wake times, missed classes, poor academic perfor-
mance, and chronic sleep difficulties.3 In recent studies,
researchers found that only 11% of students met the criteria
for good sleep quality,4 more than 30% reported chronic
severe sleep difficulties,1,5,6 and at least 11% met the crite-
ria for Delayed Sleep Phase Syndrome, which is indicated
by progressively delayed sleep and wake times that interfere
with sleep quality and daily functioning. In 1 study,
researchers found a 13.3% reduction in the average sleep
length among college students from 1969 (7.5 hours per

night) to 1989 (6.5 hours per night),7 suggesting insufficient
sleep has become more common in recent years.

Sleep difficulties can contribute to physical, emotional,
social, academic, and vocational problems. Among the
general population, excessive sleepiness is associated with
occupational accidents, job dismissal,8 and almost 7 times
more automobile accidents than individuals without
known sleep disorders or subjective fatigue.9,10 Insuffi-
cient sleep of less than 6 hours per night can contribute to
a 50% reduction in T cells,11 which can compromise the
immune system. Among university students, poor sleep
quality is related to emotional imbalance; feelings of ten-
sion, anger, depression, fatigue, and confusion; concentra-
tion and memory difficulties; and generally lower life sat-
isfaction.12 Although the cause is uncertain, daytime
sleepiness is associated with increased marijuana and
alcohol use.13 Even students who get 8 hours of sleep but
shift their sleep schedules by as little as 2 hours report
greater depressive symptoms, lowered sociability, and
more frequent attention and concentration difficulties.14–16

Variable sleep schedules accounted for the greatest
amount of variance in grades when compared with mood,
stress level, social support, hours worked, gender, and
age.17 Furthermore, many students who experience acade-
mic difficulties do not realize that poor sleep habits may
be contributing to their problems.18

Students with fewer than 8 hours of sleep per night may
also miss sleep cycles that play a key role in the ability to
store newly learned information.19–21 Research results sug-
gest that memory consolidation, or storing recent experi-
ences, takes place during the rapid eye movement (REM)
stage of sleep, when most dreaming occurs. In one study,
students with increased REM sleep following intensive
learning periods performed better on exams than those with-
out such increases.19 Students deprived of REM sleep in
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another study were less able to recall newly learned infor-
mation than those with intact sleep, but interruption of the
other sleep stages did not influence their performance.20 The
connection between REM sleep and learning is of particular
importance for students who consistently receive fewer than
8 hours of sleep because the last 2 hours of sleep tend to be
the most important for integrating new information.21

Although the poor sleep habits of some students may be
related to a lifestyle of alcohol and drug abuse,13 this is cer-
tainly not the case with all students. Many may not under-
stand the impact of poor sleep quality and what constitutes
good sleep habits. Some may mistakenly believe that sleep
missed during the week can be recovered on weekends or
that 8 hours of sleep is equally healthy, regardless of when
it occurs. Such misconceptions clearly run counter to results
of sleep research.2,16,22–28 As a testimony to this, most stu-
dents with unhealthy sleep habits also have poor awareness
of behaviors that promote sleep.3 This suggests that lack of
knowledge and misinformation about proper sleep habits
may contribute to poor sleep habits.

The effect that lack of information has upon the sleep of
students is relatively good news. This suggests that dissem-
inating proper information to students may improve their
sleep habits. Results of meta-analytic studies indicate that
psychoeducational sleep interventions, which are compara-
ble to in-depth cognitive behavioral psychotherapy, are
among the most effective techniques.29–33 Sleep hygiene
guidelines and stimulus control instructions are 2 psychoe-
ducational sleep interventions that may prove to be particu-
larly effective with university students.

Sleep hygiene guidelines list activities that can either
help or hinder sleep. These include recommendations to
completely eliminate caffeine intake or reduce it within 6
hours of bedtime, to reduce or eliminate alcohol consump-
tion close to bedtime, to maintain a consistent sleep–wake
schedule, to exercise daily, to eliminate late afternoon and
evening naps, and to restrict early afternoon naps to less
than 1 hour.34 These instructions may also recommend
morning exposure to bright light by going outside or expo-
sure to an artificial bright lighting of at least 250 lumens,
with brighter light producing quicker results.35,36

Stimulus control instructions focus on increasing the
association between the bedroom and sleepiness. People
with insomnia are instructed to use the bed only for sleep
and sex; lie down only when sleepy; to get up, go to anoth-
er room, and do something else (not work or school related)
until they become sleepy, if they are unable to sleep within
10 minutes; to get up at the same time every day, regardless
of the amount of sleep; and to avoid napping during the
day.37 These instructions are based on observations that
insomniacs typically associate the bedroom with anxiety
about falling asleep and other nonsleep activities.

Although researchers have suggested means to improve
sleep habits among university students,38 published arti-
cles in which authors evaluate such interventions with col-
lege students do not exist. Our purposes in this study are
(1) to develop a manageable sleep education program,

based on suggestions in the literature,38 to prevent and
treat sleep difficulties among students; (2) to evaluate the
impact that such a program has on students’ knowledge
about healthy sleep habits and the importance of such
habits; (3) to examine the extent to which students’ sleep
quality and habits improve after taking part in the psy-
choeducational program; and (4) to determine whether
such a program can prevent students from developing
sleep difficulties as the academic term progresses.

We used a double-blind, repeated-measures experimental
design to examine the degree of within-subject change
according to randomly assigned treatment and control condi-
tions. We chose the double-blind design to reduce experi-
menter and participant expectation bias, and we used repeat-
ed-measures to control for preexisting group differences by
measuring the degree of change among participants rather
than simply using posttreatment group comparisons. We
hypothesized that students in the treatment condition would
report significantly greater improvement in their sleep
hygiene knowledge, sleep habits, and sleep quality over a 6-
week period compared with students in the control condition.

METHODS

Participants

We solicited participants from 2 introductory psychology
classes during the early part of the fall term for several rea-
sons. First, introductory psychology classes primarily con-
sist of 1st-year students and therefore are somewhat com-
parable to university orientation classes, a potential venue
for this intervention. Administering the treatment early dur-
ing the academic term provides information about treatment
and prevention efficacy because sleep habits tend to deteri-
orate as the academic term progresses.39 The 2 chosen class-
es took place early during the day and therefore would
ensure the probability that participants would be of tradi-
tional college age. Finally, introductory psychology is
required by all majors and provides a representative sample
of major areas of study.

The control condition initially consisted of 95 partici-
pants. At 6 weeks posttreatment, 66 (69%) of the original
participants (22 men, 44 women) remained. Most of the
attrition was due to students forgetting their chosen identi-
fication numbers, whereas 5 students were absent and 6
incorrectly completed the survey. The mean age was 19.52
years (SD = 2.96 years). Seventy-eight percent were fresh-
men, 10% sophomores, 7% juniors, and 5% seniors. The
ethnicity makeup was 82% Caucasian, 14% African Amer-
ican, and 3% Hispanic.

The treatment condition initially consisted of 82 partici-
pants. At 6 weeks posttreatment, 56 (71%) of the original
participants (28 men, 28 women) remained. As with the
control group, most of the students who failed to complete
the study did not provide a correct identification number, 7
students were absent, and 3 incorrectly completed the sur-
vey. The mean age was 19.39 years (SD = 2.45 years).
Eighty-four percent were freshmen, 11% sophomores, 5%
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juniors, and 5% seniors. The ethnicity makeup was 91%
Caucasian, 6% African American, 2% Hispanic, and 2%
Native American.

Materials

The Pittsburgh Sleep Quality Index (PSQI)40 is a 19-item
self-report questionnaire designed to measure sleep quality
over a 1-month period. The items yield a Global Sleep
Quality Score, ranging from 0 to 21, with higher scores
indicating worse sleep quality. Scores greater than 5 are
considered to meet the criteria for poor sleep quality. The
global score is the sum of the 7 component scores: subjec-
tive sleep quality, sleep latency, sleep duration, habitual
sleep efficiency, sleep disturbances, use of sleeping medica-
tions, and daytime dysfunction. The PSQI has a high degree
of internal constancy (Cronbach’s α = .83) and equally high
global test-retest reliability (r = .85). Buysse and col-
leagues40 reported that a cutoff score of 5 correctly identi-
fied 88.5% of all patients and controls (κ = .75, p < .001),
indicating a sensitivity of 89.6% and specificity of 86.5%.
This same cutoff score correctly identified 84.4% of
patients with disorders of initiating and maintaining sleep,
88% of disorders of excessive sleepiness, and 97% of
depressives in the standardization sample.40 Widespread use
of the PSQI12,41–43 facilitates comparison of the results of
the present study with those of previous and future studies.

The Sleep Hygiene Awareness and Practices Scale
(SHAPS)44 has 3 sections. The Sleep Hygiene Awareness sec-
tion has 13 items that measure the respondent’s knowledge
about whether certain activities (such as taking a nap or hav-
ing a regularly scheduled bedtime) are helpful, disruptive, or
neutral to sleep. Items are rated on a 7-point Likert-type scale,
with 1 indicating very beneficial to sleep, 4 indicating neutral
to sleep, and 7 indicating very disruptive to sleep. Converted
scores (some are reverse scored) range from 13 to 39, with
higher scores indicating lower sleep awareness. The Caffeine
Awareness section measures awareness of whether 18 com-
mon foods, beverages, and nonprescription drugs contain caf-
feine. Scores can range from 0 to 100, based on the percent-
age of items the person answered correctly.44 The Hygiene
Practice section contains 19 items asking how many nights
per week (0–7) respondents engage in certain activities
known to promote or inhibit sleep. Total Hygiene Practice
scores can range from 0 to 133, with higher scores indicating
more practices that interfere with sleep.44 Although Lacks and
Rotert44 did not supply reliability information for the SHAPS,
researchers found in a recent study that the Sleep Hygiene
Awareness section demonstrated acceptable internal reliabili-
ty (Cronbach’s α = .78), the Caffeine Knowledge section had
poor internal reliability (Cronbach’s α = .47), and the Sleep
Hygiene Practices section had poor internal reliability (Cron-
bach’s α = .55).45 The Sleep Hygiene Awareness section had
acceptable test–retest reliability (r = .76, p < .001), the
Caffeine Knowledge section had poor test–retest reliability
(r = .50, p < .001), and the Sleep Hygiene Practices section
had acceptable test–retest reliability (r = .74, p < .001).45

Because of the poor psychometric properties of the caffeine

awareness section, we did not use it in this study. The sleep
hygiene practices section had poor internal consistency; this
was likely due to the diverse nature of the questions. Howev-
er, its stability over time suggested it was useful for this study.

The Sleep Habits Survey (SHS)1 consists of 10 fill-in-
the-blank items that ask for estimates of respondents’ sleep
habits, such as their sleep time during the week and the
weekend. The SHS is descriptive in nature and does not
have internal reliability statistics because each item is for a
separate behavior (wake time, bedtime, time to fall asleep)
and has not been converted to a standardized scale.

We developed the Sleep Treatment and Education Pro-
gram for Students (STEPS) for this study based on recom-
mendations in the literature.38 It includes a 30-minute oral
presentation (approximately) and handouts that include
sleep hygiene guidelines, stimulus control instructions, and
information about substances with caffeine. The oral pre-
sentation is a script that is read verbatim to groups of col-
lege students. It begins by explaining the purpose of
STEPS, followed by a brief summary describing the impact
sleep difficulties can have on mood and academic perfor-
mance. The script then reviews the Sleep Hygiene Guide-
lines, Substances with Caffeine, and Stimulus Control
Instructions handouts. The basic premise for the Sleep
Hygiene Guidelines and Stimulus Control Instructions
handouts were discussed in the preceding literature review.
The Substances with Caffeine handout lists the caffeine
content of 17 commonly used substances, including bever-
ages such as coffee and colas, foods such as chocolate cake,
and medications such as diet pills.

Procedure

We recruited participants from 2 large introductory psy-
chology classes at a mid-sized university in the southern
United States, with the prior approval of the university
human subjects committee. We assigned the 2 classes,
which started within 30 minutes of each other but on differ-
ent days, to treatment and control conditions. We informed
participants orally and in writing that participation was vol-
untary and that results would be treated anonymously. Both
groups completed a packet containing a demographics
questionnaire, the PSQI,40 SHAPS,44 and the SHS1 prior to
the treatment condition and at 6 weeks posttreatment.

A graduate student volunteer, unaware of the hypotheses
of the study, announced the project to the classes, reviewed
the informed consent information and instructions for
completing the measurement packet, passed out the mea-
surement instruments, and collected the packets when the
students finished. In addition to administering the standard
completion instructions, the graduate student asked partic-
ipants to create an identification number that they would
remember and to write it in the appropriate space on the
measurement instruments. The first graduate student left
the room and was replaced by another, also unaware of the
hypotheses, who had been trained in the administration of
the control and experimental conditions. The control
condition consisted of a 30-minute presentation about the
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importance of the scientific method. The treatment condi-
tion consisted of the 30-minute Sleep Treatment and Edu-
cation Program for Students.

Six weeks after treatment, the first graduate student
returned to the classes, reviewed the completion instruc-
tions, and distributed the posttest measurement packet. The
data collector asked the participants to write their identifi-
cation numbers on the surveys. To reduce potential data
contamination, the collector asked students who had read
about sleep treatments or talked with students from the
other group to write an “x” next to their number. The instru-
ment packets with an “x” next to the identification number
were not included with the analysis.

RESULTS

We used independent samples t tests to compare the
demographic composition and baseline sleep measures of
the 2 groups. The groups did not differ significantly accord-
ing to age, ethnicity, or housing status (off- vs on-campus).
They also did not differ on baseline measures of the overall
or subtest PSQI scores, the sleep hygiene awareness subtest
of the SHAPS, nor the SHS items. There were significantly
more women, t(121) = 1.94, p = .008, in the control group
(n = 44) than there were in the treatment condition (n = 28).
Students in the treatment group (M = 29.04, SD = 8.99) had
significantly lower baseline scores of sleep hygiene prac-
tices, t(121) = 3.65, p ≤ .001, than had the control group (M
= 35.72, SD = 10.02).

We used repeated-measures analysis of variance
(ANOVA) to compare the within-subject changes for the
dependent variables according to the treatment and control
conditions. The within-subject factor was time and had 2
levels: pretest and 6 weeks posttest. The between-subjects
factor was the treatment condition and had 2 levels: the con-
trol condition and experimental condition. The dependent
variables were the PSQI Total Sleep Quality Score and sub-
scale scores, the SHAPS sleep hygiene awareness and sleep
hygiene practices scores, SHS variables, which include the
difference between week and weekend sleep latency, sleep
times, and wake times.

Over a 6-week period, participants in the treatment con-
dition demonstrated significantly better overall sleep quali-
ty on the PSQI; F(1, 120) = 5.83, p = .017, η2 = .05, 1 – β
= .67; when compared with the control group. Among PSQI
subtest scores, the treatment group had significantly lower
sleep disturbance scores, F(1, 120) = 11.59, p = .001, η2 =
.09, 1 – β = .92; sleep latency, F(1, 120) = 13.63, p > .0001,
η2 = .10, 1 – β = .96; and sleep medication use, F(1, 120) =
4.81, p = .030, η2 = .04, 1 – β = .59. Table 1 contains the
means and standard deviations of PSQI scores.

Students in the treatment group had significantly better
changes in sleep hygiene practices, F(1, 120) = 21.51, p =
.0001, η2 = .15, 1 – β = .99, over the 6-week period than did
students in the control group. As for specific sleep practice
changes over time, those in the treatment group had signif-
icant decreases in the number of naps, F(1, 120) = 6.60, p =
.01, η2 = .05, 1 – β = .72; hunger before bedtime, F(1, 120)

= 6.43, p = .01, η2 = .05, 1 – β = .71; and medications with
caffeine, F(1, 120) = 3.87, p = .05, η2 = .03, 1 – β = .50.
Both groups demonstrated reductions in relaxation time
before bed, but the control group displayed a significantly
smaller decrease, F(1, 120) = 5.35, p = .02, η2 = .04, 1 – β
= .63. The control group had significant reductions in the
amount of disturbances caused by noise during sleep, F(1,
120) = 6.0, p = .02, η2 = .05, 1 – β = .68. There were no sig-
nificant differences between groups on sleep hygiene
knowledge measures. The treatment group (M = 1.21, SE =
.13) had significant, F(1, 120) = 4.43, p = .037, η2 = .04,
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TABLE 1. Pittsburgh Sleep Quality (SQ) Index
Scores at the Initial Assessment and 6-Week Fol-
low-up

Initial 6 weeks

Condition M SD M SD

Overall*

Control 7.28 3.20 7.25 2.97
Treatment 6.60 3.10 5.50 2.23

Subjective SQ

Control 1.28 .75 1.13 .60
Treatment 1.21 .56 1.13 .60

Duration

Control .87 .90 .99 .99
Treatment 1.00 1.10 .70 .81

Daytime dysfunction

Control 1.05 .64 1.10 .74
Treatment 1.11 .68 1.20 .70

Sleep meds*

Control .52 .88 .39 .70
Treatment .27 .67 .13 .38

Sleep latency***

Control 1.72 .98 1.58 .94
Treatment 1.21 .91 .96 .81

Efficiency

Control .46 .80 .69 1.02
Treatment .64 1.03 .38 .75

Disturbance***

Control 1.39 .58 1.37 .55
Treatment 1.14 .48 1.02 .49

*p ≤ .05. **p ≤ .01. ***p ≤ .001; changes over time, between con-
ditions.



1 – β = .55, improvements in their sleep latency over the
6-week period when compared with the control group
(M = 1.72, SE = .12). There were no other significant
differences between pretest or posttest items on the SHS.

DISCUSSION

In this study, we used an empirically based psychoeduca-
tional sleep intervention program to combat increasingly
common sleep complaints expressed among university stu-
dents. The results are promising. The greatest impact of the
program, when looking at effect sizes (η2), was on sleep
hygiene practices. Students in the treatment group took
fewer naps, went to bed hungry less frequently, and took
fewer medications with caffeine 6 weeks after the interven-
tion. Although both groups showed decreases in the amount
of presleep relaxation time, students in the treatment group
had a lesser reduction. This suggests there is a tendency for
students to relax less as the academic semester progresses.
Thus, STEPS not only helps reduce some problem behav-
iors, but can prevent an increase in poor sleep habits as the
academic semester progresses. This finding is consistent
with results of prior research indicating that student sleep
length declined as the academic quarter progressed.39

Overall sleep quality in the treatment group also
improved over time. Students in the treatment condition
demonstrated significantly shorter sleep onset time and
fewer sleep disturbances. However, the effect size of treat-
ment on sleep quality was much lower than that of treat-
ment on sleep practices. This likely indicates that the inter-
vention influenced sleep practices more immediately, which
in turn, influenced overall sleep quality.

The results of this study also support the need to imple-
ment sleep awareness programs, such as STEPS, to prevent
the deterioration of sleep quality as the academic term pro-
gresses. Using the previously established cutoff score of
≤ 5 as good sleep quality and > 6 as poor sleep quality,40

70% of students in the control group reported poor sleep
quality at the beginning of the term, and 82% reported poor
sleep quality 8 weeks into the term, suggesting that without
interventions, sleep quality deteriorates as the term pro-
gresses. This is especially noteworthy when considering that
84% of those who met the criteria for poor sleep quality in
the original PSQI standardization sample also met the crite-
ria for some form of diagnosable primary sleep disorder.40

Although these results generally support STEPS as an
important intervention, there are several strengths and limi-
tations to consider when reviewing the results. We designed
this study to examine the efficacy of STEPS as both a treat-
ment and preventative measure and did not limit it to stu-
dents with sleep difficulties. Unfortunately, inclusion of all
students may have contributed to moderately low effect
sizes and power (1 – β) of the study. Increasing sample size
typically increases power. However, it is not only the sam-
ple size but also the variability of the sample that influences
the level of power and effect sizes. In many treatment effi-
cacy studies, participants have significant complaints for
which they are seeking treatment. In this study, 37% of the

participants did not initially fall into the range of poor sleep
quality. Comprising a study of only those in need of treat-
ment would likely increase the power and effect sizes, but it
would also reduce the relevance of STEPS as a preventative
measure. Researchers interested in testing the efficacy of
STEPS primarily as a treatment intervention can limit their
samples to individuals with significant sleep complaints,
which is likely to result in larger effect sizes.

We administered the STEPS program to an entire class of
students without attempting to ensure equal numbers of men
and women. In previous studies, researchers have demon-
strated that women tend to have more sleep complaints than
do men.1,4 There were more women in the control group, and
they reported worse sleep hygiene practices at the onset,
although there were no significant differences between men
and women regarding sleep quality. The use of a repeated-
measures design controls for preexisting individual and group
differences by comparing the amount of change within par-
ticipants to their baseline measures. Nonetheless, it is possi-
ble that preexisting group differences in sleep hygiene prac-
tices may have contributed to the progressive decline of sleep
quality among students in the control group. Although ran-
dom sampling of participants tends to further reduce preex-
isting group differences, random sampling of the classes was
not used in the current study.  There was therefore a chance
that students in the treatment group might discuss the inter-
vention with students in the control group, thus contaminat-
ing the results. If researchers consider random sampling in
future studies, it is recommended that they recruit volunteers
from throughout the undergraduate student body to decrease
the likelihood of intervention contamination in the control
group, and then use stratified random selection and assign-
ment to improve group comparison.

There are also both positive and negative aspects to limit-
ing the outcome measures to 6-weeks posttreatment. On the
one hand, this time period tends to reduce the chance students
will learn about good sleep hygiene from outside sources and
also provides comparison with a prior sleep hygiene study
using elderly adults.46 However, as mentioned above, it
appears that sleep hygiene practices change first, followed by
overall sleep quality. With this in mind, it is possible that larg-
er changes in overall sleep quality may occur over longer
periods of time. Data collected 6 months after the treatment
may be a better indicator of the intervention effect than data
collected after 6 weeks. In addition, such delayed outcome
measures may also show whether the intervention has long-
term effects on student sleep habits and related sleep quality
or whether improvements are short lived.

We used a double-blind format to reduce experimenter-
and participant-expectation bias. The use of a control condi-
tion in which participants received the pretest measures also
helped control for the influence that pretest measures can
have on participants. Nonetheless, the use of a pretest may
have alerted participants to the expectations of the researcher
and must be acknowledged as a potential source of influence
for the results. One manner of controlling for this in the future
would be to administer the surveys to students several weeks
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before the treatment condition so the relationship between the
pretest measures and treatment is less clear. Extending the
posttest measure to 6 months, as discussed earlier, may fur-
ther reduce the influence of demand characteristics and exper-
imenter bias on participants.

In summary, these results suggest that the inclusion of a
psychoeducational program, such as STEPS, in university
orientation classes may significantly reduce student sleep dif-
ficulties and improve sleep habits. Despite the significant
findings, however, many students in the treatment condition
continued to have poor sleep habits and sleep quality. For
example, week and weekend wake times differed by more
than 3 hours at baseline and did not improve in either condi-
tion. Therefore, in addition to providing sleep education pro-
grams, universities may wish to consider scheduling classes
later in the day to reduce the variability between week and
weekend wake times. The prevalence of variable sleep sched-
ules among students;1,4 the research finding that students with
more consistent week and weekend wake times have better
sleep quality and academic performance;2 and the results of
this study, which indicate that student sleep habits and quali-
ty have a propensity to worsen as the term progresses, all sup-
port such scheduling changes. In addition, college counseling
center personnel should learn cognitive and behavioral sleep
interventions and advertise these services to students who
likely do not realize such interventions are superior to med-
ications for improving sleep quality.29–31,46

NOTE

For comments and further information, please address corre-
spondence to Franklin C. Brown, PhD, Department of Psycholo-
gy, Eastern Connecticut State University, 83 Windham Street,
Willimantic, CT 06066 (e-mail: brownf@easternct.edu).
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Binge drinking, campus violence, eating disorders, sexual harassment: today’s college students
face challenges their parents never imagined. The Journal of American College Health, the only
scholarly publication devoted entirely to college students’ health, focuses on those issues and
others such as use of tobacco and other drugs, students’ sexual habits, psychological problems,
and guns on campus. Published in cooperation with the American College Health Association, the Journal of American College
Health is a must read for physicians, nurses, health educators, and administrators who are involved with students every day.
Parents and secondary school educators also find the journal a useful resource in preparing students for future campus life. The
journal includes major research articles, clinical and program notes, practical accounts of developing prevention strategies and
streamlining administrative procedures, and lively viewpoint articles on controversial issues. Articles on alcohol abuse, disordered
eating, ethnic diversity, social norming programs, and conjunctivitis and gastrointestinal disease outbreaks have recently attracted
widespread media attention.

BIMONTHLY; ISSN 0744-8481
Individual Rate $82 • Institutional Rate $170 • Add $16 for postage outside the U.S.

Heldref Publications
1319 Eighteenth Street, NW, Washington, DC 20036-1802 • Phone: (800) 365-9753 • Fax: (202) 293-6130 

www.heldref.org

Libraries may order through subscription agents.

HELDREF PUBLICATIONS

Subscribe Today
and get 6 issues for only $82



View publication stats

https://www.researchgate.net/publication/7322927



