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Sleep duration is associated with cardiovascular disease and diabetes risk factors, depression, automobile and
workplace accidents, and prospective mortality. Little is known, however, about sleep patterns in the US popula-
tion. The 2004–2007 National Health Interview Survey-Sample Adult Files provide nationally representative data
for 110,441 noninstitutionalized US adults aged 18 years or older, and multinomial logistic regression examines
whether variables in 5 domains—demographic, family structure, socioeconomic, health behavior, and health
status—are associated with long or short sleep duration. Being older, non-Hispanic black, or a current or former
smoker; having low levels of education, income, or few income sources; consuming few or numerous drinks in
a week; or reporting cardiovascular disease, diabetes, depression, underweight, or activity limitations is associated
with increased odds of both long and short sleep duration. Other variables are associated with shorter (e.g., living
with young children, being unmarried, working long hours, more frequent binge drinking) or longer (e.g., being
younger, Mexican American, pregnant, or having low levels of physical activity) sleep hours. The authors identify
numerous risk factors for long and short sleep; many of those variables are potential confounders of the relation
between sleep hours and other health outcomes.

family; health behavior; health status disparities; life style; sleep; social class

Abbreviations: BMI, body mass index; NHIS-SAF, National Health Interview Survey-Sample Adult Files.

Sleep durations that are longer or shorter than 7–8 hours
in a 24-hour period are associated with cardiovascular dis-
ease and diabetes risk factors (1–5), depression (6, 7), au-
tomobile and workplace accidents (8–11), learning and
memory problems (12), and excess mortality (13–19). Be-
cause we know little about the contours of sleep duration in
the US population, our primary aim is to examine the re-
lation between sleep duration and demographic, family
structure, socioeconomic, health behavior, and health status
variables in a nationally representative sample of US adults.

Short sleep duration is associated with demographic fac-
tors including being older (7, 20, 21) or female (22); being
black is associated with both long and short sleep (23).
Nativity has not been linked to sleep, but immigrants often
have prosocial ties and cultural practices that promote health
and reduce mortality (24, 25). Supportive marriages foster
healthy behaviors and adequate sleep (19, 26–28). Preg-
nancy and parenting promote healthier lifestyles (29, 30),

but caring for young children can disrupt sleep, and hor-
monal changes increase sleep among pregnant women
(31). Low socioeconomic status limits the resources that
foster health (25, 32) and is associated with long and short
sleep (1, 7, 19, 33–35), but unemployment is associated with
long sleep (28), and long work hours can limit the time
available for sleep.

Smoking and alcohol consumption lead to reduced sleep,
and physical inactivity is associated with both short and long
sleep (19, 36–39). Health behaviors can increase (i.e., exer-
cise, smoking) or depress (i.e., drinking) physiologic arousal
or indicate lifestyles that interfere with good sleep hygiene.
Subjective and objective measures of poor health and obe-
sity are associated with reduced sleep (3–5, 13, 14, 16, 20,
37, 38), and cardiovascular disease and diabetes risk factors,
as well as depression, are associated with both long and
short sleep (1–7). Poor health can disturb sleep by increas-
ing pain or discomfort (40), creating breathing problems
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(e.g., obesity, respiratory conditions) (5, 41), or increasing
stress or impacting physiologic arousal (e.g., anxiety,
depression) (6, 7, 23).

We extend prior research in 2 ways. First, we use a large,
current, nationally representative sample of noninstitution-
alized US adults with numerous covariates. Prior community-
based studies are often limited by small, regional, or
non-nationally representative data or by few social, behavioral,
and health variables (1, 6, 7, 20, 22, 26–28, 33, 37, 42–49).
Second, we allow our covariates to have different relations
with long and short sleep. Many studies model sleep du-
ration as a continuous variable (43, 44, 50), although both
long and short sleep are associated with worse health (1–7,
13–17), and the determinants of long and short sleep may
differ.

MATERIALS AND METHODS

We pooled the 2004–2007 waves of the National Health
Interview Survey-Sample Adult Files (NHIS-SAF) to exam-
ine sleep duration in a large (N ¼ 110,441), nationally rep-
resentative survey of noninstitutionalized adults aged 18
years or older in the United States (51). These data come
from annual, cross-sectional surveys that conducted in-
person interviews in English or Spanish; asked detailed
questions on sociodemographic, socioeconomic, and behav-
ioral characteristics; and were designed to track the health of
the US population. The response rate was 81%.

Variables

Self-reported sleep duration was ascertained with the
question, ‘‘On average, how many hours of sleep do you
get in a 24-hour period?’’ Respondents could report in only
1-hour increments; thus, they could report 7 hours or 8 hours
but not 7 hours and 20 minutes. The item ranged from 0 to
23, with 99% of the cases falling between 4 and 12 hours.
The variable was categorized as 5 or fewer hours, 6 hours,
7 hours, 8 hours, or 9 or more hours. We separated those
who slept 7 and 8 hours, because those who sleep 7 hours
have lower risks of death than those who sleep 8 hours (14,
16–18). We also examined whether different factors were
associated with very short (5 or fewer hours) or moderately
short (6 hours) sleep. Self-reported sleep duration is widely
used in epidemiologic studies and is the basis of research on
the relation between sleep duration and mortality (13–19).

Cubic splines adjust for age (range, 18–85 years or older).
We compared models with 1, 2, 3, and 4 knots, with 3 knots
at ages 35, 50, and 65 years best fitting the data. Sex was
coded as ‘‘1’’ for males and ‘‘0’’ for females. Race/ethnicity
was coded categorically as non-Hispanic white, non-
Hispanic black, other non-Hispanic, Mexican American,
and other Hispanic. A dichotomous variable contrasted
foreign-born and US-born respondents.

A categorical variable indicated respondents who live
with 1 or more children aged from birth to less than 2 years,
from 2 to less than 6 years, from 6 to less than 13 years, and
from 13 to less than 18 years, or who were not living with
children. Pregnancy status was coded as ‘‘1’’ if women aged

18–49 years reported that they were pregnant and as ‘‘0’’
otherwise. Marital status was coded as ‘‘1’’ if respondents
were currently married and as ‘‘0’’ otherwise. Cohabiting
individuals were assigned their legal marital status.

A categorical variable indicated whether respondents
usually worked more than full-time (41 or more) hours,
full-time (35–40) hours, or less than full-time (1–34) hours
per week, or if they were not employed. Education was
coded categorically as less than a high school degree, a high
school degree, some college but less than a 4-year degree,
and a 4-year degree or more. Family income was reported in
1 of 11 categories, ranging from $0–$4,500 to $75,000 or
more. We took the midpoint of each interval that was less
than $75,000 and estimated a median value for the open-
ended interval to approximate a continuous variable (52),
converted all values to 2007 dollars (53), adjusted for the
purchasing power of differently sized families (54), divided
the variable by 10,000, and took the log to account for the
diminishing returns to health as income increases (25). The
income portfolio ranged from 0 to 6 and measured the num-
ber of income sources, per family member, received from
jobs, self-employment, Social Security retirement (not due
to disability), interest-bearing accounts, dividends, and
other income. The income portfolio is a proxy for wealth
and captures the family’s income diversification (55).

The physical activity index was calculated as the sum of
3 items (a ¼ 0.61) that indicated the number of times per
week that individuals undertook leisure-time activity that
caused heavy sweating or large increases in breathing or
heart rate (item 1), caused light sweating or slight-to-
moderate increases in breathing or heart rate (item 2), or
was undertaken to improve strength (item 3). Each item was
standardized to have a mean of 0 and a standard deviation of
1 to give it equal weight in the index, and we standardized
the resulting index so we could interpret our results in stan-
dard deviation units. Current smokers were coded as the
number of packs smoked per day (range, 0.05–4.5) and
coded as ‘‘0’’ for former or never smokers. A dichotomous
variable indicated former smokers, and never smokers were
the referent when the variables for current packs smoked
and former smoker were equal to 0.

Weekly alcohol consumption (range, 0–84 drinks) was
calculated by multiplying the number of days that respon-
dents drank in the last 7 days by the number of drinks typi-
cally consumed on the days that they drank. We tested for
a nonmonotonic relation with sleep by raising the drinking
variable to all combinations of 2 of the following powers: 0.5,
1, 2, 3, and 4. The powers of 0.5 and 1 provided the best
model fit. A variable for binge drinking indicated the number
of days in the last year that respondents drank 5 or more
drinks at a sitting (range, 0–365 days); adding 1 and taking
the logarithm fit the data better than did linear or squared
terms.

A dichotomous variable for cardiovascular disease indi-
cated respondents who were ever told by a doctor that they
had coronary heart disease, angina pectoris, hypertension,
a heart attack, a stroke, or any other heart disease. Acute
respiratory conditions were coded dichotomously and indi-
cated whether respondents were diagnosed with bronchitis
in the last 12 months or had a head or chest cold in the last
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2 weeks. Chronic respiratory conditions were coded dichot-
omously and indicated whether respondents were ever
diagnosed with emphysema or asthma. A dichotomous vari-
able indicated respondents who were ever diagnosed with
diabetes. A dichotomous variable indicated whether re-
spondents had pain in their joints, back, head, or neck in
the last 3 months.

Mental health was ascertained with the question, ‘‘During
the past 30 days, how often did you feel [symptom]?’’ where
the symptoms included ‘‘so sad that nothing could cheer
you up,’’ ‘‘nervous,’’ ‘‘restless or fidgety,’’ ‘‘hopeless,’’ ‘‘that

everything was an effort,’’ and ‘‘worthless.’’ Responses ranged
from 0 (none of the time) to 4 (all of the time). Depression
was measured as the sum of the symptoms of sadness, hope-
lessness, effort, and worthlessness (a ¼ 0.84). Anxiety was
measured as the sum of the symptoms of nervousness and
restlessness (a ¼ 0.77). Each index was standardized to have
a mean of 0 and a standard deviation of 1. The mental health
measures were validated with a 2-stage clinical reappraisal
survey and strongly discriminate between community cases
and noncases with Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-IV), disorders (56).

Table 1. Weighted Means and Percentages of Covariates by Self-reported Sleep Hours in a Usual 24-Hour Period,

US Adults Aged 18 Years or Older, 2004–2007a

Self-reported Sleep Hours
P Valueb

£5 6 7 8 ‡9

Total, % 7.8 20.5 30.8 32.5 8.5

Demographic status

Age, mean years 46.8 45.4 45.2 46.2 49.7 <0.001

Sex, % <0.001

Female 7.9 19.9 29.8 33.3 9.2

Male 7.6 21.1 31.9 31.6 7.8

Race/ethnicity, % <0.001

Non-Hispanic white 7.4 20.1 32.1 32.1 8.3

Non-Hispanic black 11.0 23.8 25.0 30.2 10.1

Other non-Hispanic 7.9 22.1 31.3 31.5 7.2

Mexican American 5.4 17.1 27.9 40.1 9.5

Other Hispanic 9.0 21.2 31.0 32.3 6.6

Foreign born, % <0.001

No 8.0 20.7 30.7 31.9 8.7

Yes 6.6 19.2 31.3 35.8 7.2

Family structure

Any children, % <0.001

No children 7.4 19.2 29.7 34.0 9.8

>0–<2 years 9.2 25.1 31.2 28.3 6.2

2–<6 years 8.2 22.9 32.5 30.2 6.2

6–<13 years 8.5 22.7 33.8 29.3 5.8

13–<18 years 9.2 23.3 33.8 28.8 4.9

Currently pregnant, % <0.001

No 7.8 20.6 30.9 32.4 8.4

Yes 4.1 11.4 21.4 42.6 20.6

Currently married, % <0.001

No 8.8 20.8 28.2 32.1 10.2

Yes 7.0 20.2 32.8 32.8 7.2

Socioeconomic status

Hours worked per week, % <0.001

�41 9.7 27.0 35.6 24.4 3.3

35–40 6.3 21.2 35.2 32.6 4.7

1–34 6.9 18.9 30.4 35.0 8.9

Not working 8.5 16.7 23.9 35.9 15.0

Table continues
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Table 1. Continued

Self-reported Sleep Hours
P Valueb

£5 6 7 8 ‡9

Education, % <0.001

Less than high school degree 10.1 19.0 23.8 34.2 12.9

High school degree 7.7 20.1 28.5 34.2 9.6

Some college 8.6 22.0 31.0 30.8 7.6

College degree or higher 5.1 20.2 38.2 31.4 5.1

Family income, mean $ 36,819 43,869 48,065 42,907 34,883 <0.001

Family income portfolio,
mean score

1.01 1.11 1.20 1.15 1.15 <0.001

Health behaviors

Physical activity index, mean �0.01 0.05 0.12 0.02 �0.15 <0.001

Smoking status <0.001

Current smoker, mean packs
smoked/day

0.25 0.17 0.12 0.12 0.16

Former smoker, % 7.2 20.5 30.5 32.0 9.9

Never smoker, % 6.6 19.5 32.3 34.0 7.6

Drinks consumed last week,
mean

2.72 2.53 2.38 2.27 2.37 0.042

Days binge drank last year,
mean

10.6 8.5 6.9 7.0 8.5 0.005

Health status

Cardiovascular disease, % <0.001

No 6.6 20.1 32.7 33.5 7.2

Yes 10.4 21.2 26.8 30.4 11.3

Acute respiratory condition, % <0.001

No 7.1 20.0 31.4 33.2 8.3

Yes 11.7 22.9 27.2 28.7 9.6

Chronic respiratory condition, % <0.001

No 7.2 20.2 31.4 33.1 8.2

Yes 12.3 22.2 26.8 28.1 10.6

Diabetes, % <0.001

No 7.4 20.5 31.5 32.6 8.0

Yes 11.4 20.5 23.5 31.2 13.4

Pain, % <0.001

No 5.2 18.5 32.5 35.7 8.0

Yes 11.9 23.7 28.0 27.2 9.3

Depression index, mean 0.5 0.0 �0.2 �0.2 0.3 <0.001

Anxiety index, mean 0.5 0.1 �0.1 �0.2 0.1 <0.001

Body mass, % <0.001

Obese 10.6 23.5 28.1 29.0 8.9

Overweight 7.6 20.2 31.9 32.7 7.8

Normal weight 6.1 18.8 32.1 34.5 8.6

Underweight 7.7 17.7 23.5 36.7 14.5

Activity limitations, % <0.001

No 6.6 20.8 32.9 33.2 6.6

Yes 14.2 18.8 19.2 28.8 19.1

a Unweighted N ¼ 110,441.
b Significant P values indicate that the distribution of a given covariate differs across sleep duration. The authors

used Wald tests that account for the complex sampling frame used by the National Health Interview Survey.
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Table 2. Odds Ratios and 95% Confidence Intervals From Multinomial Logistic Regression for the Relation Between the Covariates and Self-reported Sleep Hours in a Usual 24-Hour

Period, US Adults Aged 18 Years or Older, 2004–2007a

Self-reported Sleep Hours

P Valueb
£5 vs. 7 6 vs. 7 8 vs. 7 ‡9 vs. 7

Odds
Ratio

95%
Confidence
Interval

Odds
Ratio

95%
Confidence
Interval

Odds
Ratio

95%
Confidence
Interval

Odds
Ratio

95%
Confidence
Interval

Model 1: demographic status variablesc

Demographic status

Male 0.93** 0.88, 0.98 1.00 0.96, 1.04 0.90*** 0.86, 0.93 0.84*** 0.79, 0.89 <0.001

Race/ethnicity <0.001

Non-Hispanic white 1.00 1.00 1.00 1.00

Non-Hispanic black 2.00*** 1.84, 2.17 1.54*** 1.44, 1.65 1.23*** 1.16, 1.31 1.72*** 1.59, 1.87

Other non-Hispanic 1.39*** 1.19, 1.63 1.27*** 1.15, 1.42 1.03 0.92, 1.15 1.15 0.97, 1.37

Mexican American 1.09 0.97, 1.23 1.10* 1.00, 1.20 1.48*** 1.38, 1.58 1.70*** 1.52, 1.89

Other Hispanic 1.63*** 1.42, 1.87 1.24*** 1.12, 1.38 1.06 0.97, 1.16 1.07 0.92, 1.24

Foreign born 0.70*** 0.63, 0.78 0.82*** 0.77, 0.89 1.02 0.96, 1.09 0.78*** 0.70, 0.87 <0.001

Model 2: family structure and socioeconomic status, adjusted for demographic status variablesc

Family structure

Any children <0.001

No children 1.00 1.00 1.00 1.00

>0–<2 years 1.34*** 1.18, 1.51 1.28*** 1.18, 1.39 0.80*** 0.73, 0.87 0.72*** 0.63, 0.82

2–<6 years 1.06 0.96, 1.18 1.07 0.99, 1.15 0.87*** 0.82, 0.93 0.76*** 0.68, 0.85

6–<13 years 0.95 0.87, 1.03 0.97 0.91, 1.03 0.86*** 0.81, 0.90 0.85** 0.77, 0.94

13–<18 years 1.00 0.91, 1.10 1.00 0.93, 1.06 0.90*** 0.84, 0.95 0.78*** 0.70, 0.88

Currently pregnant 0.94 0.66, 1.34 0.88 0.69, 1.11 1.77*** 1.49, 2.10 3.65*** 2.96, 4.49 <0.001

Currently married 0.76*** 0.71, 0.81 0.86*** 0.82, 0.90 1.07** 1.02, 1.11 0.94 0.88, 1.00 <0.001

Socioeconomic status

Hours worked per week <0.001

�41 1.40*** 1.24, 1.58 1.31*** 1.20, 1.42 0.66*** 0.61, 0.71 0.41*** 0.36, 0.47

35–40 0.81*** 0.72, 0.90 0.97 0.90, 1.05 0.83*** 0.78, 0.89 0.53*** 0.47, 0.59

1–34 1.00 1.00 1.00 1.00

Not working 1.33*** 1.19, 1.48 1.02 0.94, 1.11 1.19*** 1.10, 1.27 1.74*** 1.58, 1.93

Education <0.001

Less than high school degree 1.00 1.00 1.00 1.00

High school degree 0.71*** 0.65, 0.77 0.90** 0.84, 0.96 0.95 0.89, 1.01 0.79*** 0.73, 0.86

Some college 0.78*** 0.71, 0.85 0.92* 0.86, 0.99 0.81*** 0.76, 0.86 0.62*** 0.56, 0.68

College degree or higher 0.43*** 0.38, 0.48 0.72*** 0.66, 0.77 0.76*** 0.71, 0.81 0.46*** 0.41, 0.51

Ln(family income/10,000) 0.77*** 0.73, 0.80 0.91*** 0.88, 0.95 0.97 0.94, 1.00 0.90*** 0.86, 0.94 <0.001

Family income portfolio 0.88*** 0.85, 0.92 0.93*** 0.90, 0.96 0.94*** 0.92, 0.97 0.96* 0.92, 0.99 <0.001

Model 3: health behaviors, adjusted for demographic status, family structure, and socioeconomic status variablesc,d

Health behaviors

Physical activity index 1.01 0.98, 1.05 0.98 0.96, 1.00 0.96*** 0.94, 0.98 0.86*** 0.83, 0.89 <0.001

Smoking status <0.001

Current packs smoked 1.74*** 1.60, 1.89 1.34*** 1.26, 1.43 0.99 0.94, 1.06 1.45*** 1.32, 1.59

Former smoker 1.09* 1.01, 1.18 1.12*** 1.06, 1.18 0.99 0.94, 1.04 1.26*** 1.17, 1.35

Never smoker 1.00 1.00 1.00 1.00

Ln(�1 days that binge drank) 1.09*** 1.05, 1.14 1.04** 1.02, 1.07 0.97 0.94, 1.00 1.02 0.98, 1.06 0.003
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Body mass index (BMI), based on self-reported heights
and weights, was calculated as weight (kg)/height (m)2.
Respondents were coded as underweight (BMI, <18.5),
normal weight (BMI, 18.5–<25.0), overweight (BMI,
25.0–<30.0), or obese (BMI, �30.0) (57). Despite some
misreporting in self-reported height and weight, the result-
ing body masses are associated with overall and cause-
specific mortality in similar ways as objectively measured
body mass (58). A dichotomous variable for functional lim-
itations indicated respondents who were limited in their
basic mobility or social activities.

Statistical analysis

Twenty-nine percent of the respondents had missing in-
formation on at least 1 of our variables. Multiple imputation
preserved our sample size and relied on more plausible as-
sumptions than other commonly used methods of dealing
with missing data (59). Each of our 10 complete data sets
drew different imputed values from the posterior predictive
distribution that was estimated with over 75 variables from
our data (60, 61). The variation across the data sets reflects
our uncertainty about the imputed values and increases our
standard errors accordingly (59, 60, 62).

Multinomial logistic regression models used 7 hours of
sleep as the comparison group, because that sleep duration is
associated with the lowest mortality risk (14, 16–18); this
model allows the covariates to have different relations with
short and long sleep. Four nested models explored the rela-
tions between our covariates and sleep duration; each model
included additional variables that we considered increas-
ingly proximate determinants of sleep. Model 1 examined
baseline demographic differences in sleep before adjusting
for additional variables. Model 2 further included the family
structure and socioeconomic variables to establish their re-
lations with sleep, regardless of whether they shaped sleep
through health behaviors or health status. Model 3 further
included the health behavior variables to examine their
relations with sleep duration, regardless of whether they
worked through health status. Model 4 further included
the health status variables. The results were presented as
odds ratios, and the ‘‘svy’’ commands in STATA, version 10,
software (StataCorp LP, College Station, Texas) weighted
our data to the US population and estimated Taylor linear-
ized standard errors that accounted for the multistage
sampling frame used by the NHIS-SAF (51, 63). We used
the method described by Korn and Graubard (64) to adjust
for changes in the survey design as recommended by the
NHIS-SAF documentation (51).

RESULTS

The descriptive statistics in Table 1 show that short or
long sleep is common: 28.3% of adults sleep 6 or fewer
hours, 8.5% sleep 9 or more hours, and only 63.3% sleep
7 or 8 hours. Males and non-Hispanic whites were more
likely to report 7 hours of sleep than were females or other
race/ethnic groups. The presence of children aged 18 years
or younger is associated with short sleep, and being preg-
nant is associated with long sleep.
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Working 41 or more hours is associated with short sleep,
and not working is associated with long sleep. Higher levels
of education, family income, and the family income portfo-
lio are associated with midrange sleep hours. Respondents
who sleep 7 hours per night have high levels of physical
activity and low levels of current smoking, consumed
2.4 drinks in the prior week, and binge drank on 6.9 days
in the last year. Those who report any of the medical con-

ditions, higher levels of depression or anxiety, being obese
or underweight, or activity limitations are more likely to
report long or short sleep.

Model 1 (Table 2) presents odds ratios for the demo-
graphic variables and shows that males have reduced odds
of sleeping 5 or fewer hours or 8 or more hours. Relative to
non-Hispanic whites, non-Hispanic blacks are more likely
to report both short and long sleep hours, but Mexican

Figure 2. Logged odds and 95% confidence intervals for the relation between the number of drinks consumed and sleep hours, from model 3,
Table 2, holding all other covariates at their means, US adults aged 18 years or older, 2004–2007.

Figure 1. Logged odds and 95% confidence intervals for the relation between age and sleep hours, from model 1, Table 2, holding all other
covariates at their means, US adults aged 18 years or older, 2004–2007.
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Americans have similar odds of sleeping 5 or fewer hours
and higher odds of sleeping 8 or more hours. Foreign-born
individuals have reduced odds of sleeping 6 or fewer hours
or 9 or more hours.

Figure 1 shows the relation between age and sleep dura-
tion from model 1 while holding the other covariates at their
means; 7 hours of sleep is the baseline category with the
logged odds of 0. The logged odds of sleeping 6 or fewer
hours increase in early adulthood, level off in midlife, and
then increase at the older ages. However, the logged odds of
sleeping 8 or more hours are highest among the youngest
and oldest individuals and lowest among those aged
45 years.

Model 2 (Table 2) shows odds ratios for the family struc-
ture and socioeconomic variables, after adjustment for de-
mographic status. Compared with those not living with
children, parents of children aged from birth to less than
2 years have 34% higher odds of sleeping 5 or fewer hours
and 28% lower odds of sleeping 9 or more hours. Living
with children aged from 2 to less than 18 years is also
associated with lower odds of long sleep. Because women
are coded as ‘‘0’’ on the variable for sex, the odds ratio for
pregnancy status contrasts pregnant women with nonpreg-
nant women. Compared with nonpregnant women, pregnant
women are 77% more likely to sleep 8 hours and 3.7 times
as likely to sleep 9 or more hours. Married individuals have
lower odds of short sleep.

Compared with those who work 1–34 hours, those who
work 41 or more hours are 40% more likely to sleep 5 or
fewer hours and 59% less likely to sleep 9 or more hours.
Yet, those who are not working have increased odds of both
short and long sleep. High levels of education or income or
additional sources of income per family member are asso-
ciated with lower odds of short or long sleep.

Model 3 shows odds ratios for the health behaviors, after
adjustment for demographic, family structure, and socioeco-
nomic variables. A 1-standard-deviation increase in the
physical activity index is associated with 14% lower odds
of sleeping 9 or more hours. Compared with never smokers,
current smokers had, for each additional pack smoked, 74%
higher odds of sleeping 5 or fewer hours and 45% higher
odds of sleeping 9 or more hours. Former smokers also have
increased odds of short and long sleep. Binge drinking more
days per year is associated with higher odds of sleeping 6 or
fewer hours.

Figure 2 graphs the logged odds for the number of
drinks consumed in the last week, from model 2, holding
all other covariates at their means. The wide confidence
intervals at high levels of alcohol consumption result from
the relatively few respondents who drink that much. Al-
cohol consumption has a J-shaped relation with the
logged odds of sleeping 6 or fewer hours, or 9 or more
hours, with the lowest logged odds among those who
consume 6–12 drinks per week. The logged odds of sleep-
ing 8 hours increase fairly linearly with increasing alcohol
consumption.

Model 4 shows that cardiovascular disease, acute or
chronic respiratory conditions, diabetes, pain, anxiety, depres-
sion, obesity, overweight, underweight, and activity limita-
tions are associated with increased odds of short sleep, after

adjustment for demographic, family structure, socioeco-
nomic, and health behavior variables. Cardiovascular dis-
ease, diabetes, depression, underweight, and activity
limitations are positively associated with long sleep, but
high levels of anxiety are associated with lower odds of long
sleep.

Table 3 presents the full results from model 4 (Table 2). In
the fully adjusted model, race/ethnic differences remain
substantial, but sex differences are no longer significant
and foreign-born respondents no longer have reduced odds
of sleeping 5 or fewer hours (compare with Table 2). Con-
sistent with the notion that family structure and socioeco-
nomic variables may shape sleep through health behaviors
and health status, nonworking individuals no longer have
increased odds of short sleep, and the odds ratios for edu-
cation, family income, and the family income portfolio are
closer to 0 after adjustment for health behaviors and health
status. Further, after adjustment for health status, low levels
of exercise are positively associated with short sleep, the
odds ratios for current or former smoking are closer to 0,
and binge drinking is no longer jointly significant across the
sleep hours at the P � 0.05 level.

DISCUSSION

Long or short sleep is common: 28.3% of adults sleep 6 or
fewer hours, and 8.5% sleep 9 or more hours. Table 2 shows
strong and persistent relations between sleep duration and
demographic, family structure, socioeconomic, health be-
havior, and health status variables. The physical and mental
health variables are associated with sleep duration in a sam-
ple of noninstitutionalized (and thus relatively healthy)
adults, but Table 3 demonstrates that poor health does not
account for the relation between sleep and the other
variables.

We find important differences in the predictors of short
and long sleep, a finding that could not have emerged from
research that models sleep duration as a continuous variable
(43, 44, 50) or that combines those with short and long sleep
(17, 20). Consistent with prior research findings, our results
show that non-Hispanic black race/ethnicity (23), low levels
of socioeconomic status (7, 35), depression (6, 7), and car-
diovascular disease and diabetes (1, 2) are associated with
both long and short sleep duration. Older ages (7, 20, 21),
current smoking and former smoking, and alcohol consump-
tion (19, 36, 38, 39) are associated with short sleep in prior
work, but they are also associated with long sleep in our
data, as are US-born status, underweight, and activity lim-
itations. Young children, being unmarried (19, 26), working
long hours (11, 27, 28), overweight and obesity (3–5), and
measures of poor health (13, 14, 16, 20, 37, 38, 40) includ-
ing acute and chronic respiratory conditions, pain, and anx-
iety increase the odds of short sleep and have a null or
inverse association with long sleep. Conversely, some vari-
ables are associated with increased odds of long sleep and
have null or inverse relations with short sleep, including
being younger, Mexican American (23), or pregnant (31).
Contrary to prior research, our research did not find that
women report shorter sleep than men do (22) after adjust-
ment for other variables.
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Many of our covariates have established relations with the
risk of death (25, 65) and might account for the relation
between sleep duration and mortality (13–18). Prior studies
have shown that those who sleep 8 hours have 12%–35%
increased risks of death compared with those who sleep
7 hours (14, 16–18), findings that might result from differ-
ences in race/ethnicity, the presence of children, pregnancy
status, work hours, education, physical activity, alcohol con-
sumption, or health status variables that differ among those
sleeping 7 or 8 hours in our data but that prior research has
not been able to include. Working 35–40 hours, chronic
respiratory conditions, or being overweight or underweight
is associated with the odds of sleeping 5 or fewer hours but
not of sleeping 6 hours. Thus, the possible confounders of

the sleep-mortality relation may differ across very short,
short, and long sleep.

Our analyses have 3 major strengths. First, we use
a large, current, nationally representative, population-based
sample of noninstitutionalized US adults. Second, we
extend the findings from prior community-based studies
(1, 6, 7, 20, 22, 23, 26–28, 33, 37, 42–49), by examining
a detailed measure of sleep duration, presenting results
from a richer array of social, economic, and behavioral
variables, and allowing our covariates to have different
relations with long and short sleep hours. Third, we use
multiple imputation methods that rely on more plausible
assumptions than do other methods of dealing with missing
data (59, 62).

Table 3. Odds Ratios and 95% Confidence Intervals From Multinomial Logistic Regression for the Relation Between the Covariates and

Self-reported Sleep Hours in a Usual 24-Hour Period, US Adults Aged 18 Years or Older, 2004–2007a,b

Self-reported Sleep Hours

P Valuec
£5 vs. 7 6 vs. 7 8 vs. 7 ‡9 vs. 7

Odds
Ratio

95%
Confidence
Interval

Odds
Ratio

95%
Confidence
Interval

Odds
Ratio

95%
Confidence
Interval

Odds
Ratio

95%
Confidence
Interval

Demographic status

Male 1.03 0.96, 1.10 1.00 0.95, 1.04 0.96 0.92, 1.01 1.00 0.94, 1.07 0.357

Race/ethnicity <0.001

Non-Hispanic white 1.00 1.00 1.00 1.00

Non-Hispanic black 1.78*** 1.62, 1.96 1.47*** 1.37, 1.59 1.12** 1.05, 1.19 1.46*** 1.33, 1.59

Other non-Hispanic 1.54*** 1.30, 1.82 1.37*** 1.23, 1.52 0.99 0.88, 1.10 1.13 0.95, 1.34

Mexican American 0.86* 0.76, 0.98 1.00 0.91, 1.11 1.31*** 1.22, 1.41 1.42*** 1.27, 1.60

Other Hispanic 1.31*** 1.13, 1.52 1.15* 1.03, 1.29 0.98 0.90, 1.08 0.91 0.78, 1.07

Foreign born 0.91 0.82, 1.01 0.92* 0.85, 0.99 0.98 0.91, 1.05 0.85** 0.76, 0.95 0.023

Family structure

Any children <0.001

No children 1.00 1.00 1.00 1.00

>0–<2 years 1.41*** 1.24, 1.60 1.29*** 1.18, 1.40 0.79*** 0.73, 0.86 0.73*** 0.64, 0.84

2–<6 years 1.12* 1.01, 1.23 1.08 1.00, 1.16 0.87*** 0.82, 0.93 0.80*** 0.72, 0.89

6–<13 years 1.00 0.92, 1.09 0.98 0.92, 1.04 0.86*** 0.82, 0.91 0.90 0.82, 1.00

13–<18 years 1.06 0.96, 1.16 1.01 0.94, 1.08 0.90** 0.85, 0.96 0.83** 0.74, 0.93

Currently pregnant 0.95 0.66, 1.36 0.85 0.68, 1.08 1.76*** 1.48, 2.09 3.48*** 2.83, 4.28 <0.001

Currently married 0.84*** 0.79, 0.90 0.89*** 0.85, 0.93 1.07** 1.02, 1.12 1.03 0.97, 1.10 <0.001

Socioeconomic status

Hours worked per week <0.001

�41 1.52*** 1.34, 1.72 1.32*** 1.21, 1.43 0.66*** 0.61, 0.71 0.45*** 0.39, 0.51

35–40 0.93 0.83, 1.04 1.01 0.94, 1.09 0.82*** 0.77, 0.88 0.57*** 0.51, 0.63

1–34 1.00 1.00 1.00 1.00

Not working 1.02 0.91, 1.14 0.94 0.87, 1.03 1.17*** 1.09, 1.26 1.49*** 1.34, 1.65

Education <0.001

Less than high school degree

High school degree 0.87** 0.79, 0.95 0.97 0.91, 1.04 0.95 0.89, 1.01 0.88** 0.81, 0.96

Some college 0.93 0.84, 1.02 1.00 0.93, 1.07 0.82*** 0.77, 0.87 0.71*** 0.65, 0.78

College degree or higher 0.60*** 0.53, 0.68 0.84*** 0.77, 0.91 0.76*** 0.71, 0.82 0.58*** 0.52, 0.65

Table continues
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Three limitations warrant mention. First, our data ask
only about self-reported sleep duration and provide no in-
formation on daytime sleepiness or difficulty with falling or
staying asleep. Some surveys collect objective sleep data
(43), but those measures are unavailable for large, nationally
representative samples. Further, self-reported sleep duration
reliably predicts prospective mortality and other health out-
comes (1–7, 13–18). Second, our data do not provide clin-
ical measures of mental health or medical conditions or
information on shift work, caffeine consumption, or medi-
cation usage, although our measures of mental health were
validated previously (56), and we include conditions that
may prompt respondents to visit their doctors and that are
easily assessed in clinical settings. Given the numerous
medications used by US adults and their myriad effects on
sleep (66, 67), it is difficult to speculate about how our lack
of information on medication usage might bias our results.
Third, although there are sound theoretical reasons for treat-

ing our covariates as potential determinants of sleep duration
and, thus, as potential confounders of the sleep-mortality
relation, our cross-sectional data preclude the identification
of causal relations.

Despite the high prevalence of long and short sleep du-
rations and the established relation between sleep hours and
adverse health outcomes, prior research has offered little
insight into sleep patterns in the US population. There is
substantial research on pharmaceutical treatments for short
or disturbed sleep, but our findings suggest that numerous
demographic, family structure, socioeconomic, and health
behavior factors might also shape sleep duration, even in the
noninstitutionalized and relatively healthy US population,
and after adjustment for physical and mental health. Our
results suggest the need for research that more completely
adjusts for social, economic, and behavioral factors when
modeling the relation between sleep and other health or
mortality outcomes.

Table 3. Continued

Self-reported Sleep Hours

P Valuec
£5 vs. 7 6 vs. 7 8 vs. 7 ‡9 vs. 7

Odds
Ratio

95%
Confidence
Interval

Odds
Ratio

95%
Confidence
Interval

Odds
Ratio

95%
Confidence
Interval

Odds
Ratio

95%
Confidence
Interval

Ln(family income/10,000) 0.89*** 0.85, 0.93 0.97 0.93, 1.00 0.98 0.95, 1.01 0.99 0.94, 1.03 <0.001

Family income portfolio 0.91*** 0.87, 0.95 0.93*** 0.90, 0.96 0.96** 0.93, 0.98 1.01 0.97, 1.05 <0.001

Health behaviors

Physical activity index 1.05** 1.02, 1.09 0.99 0.97, 1.02 0.96*** 0.94, 0.98 0.90*** 0.87, 0.93 <0.001

Smoking status <0.001

Current packs smoked 1.46*** 1.34, 1.59 1.25*** 1.17, 1.34 1.02 0.96, 1.08 1.32*** 1.20, 1.45

Former smoker 0.93 0.85, 1.00 1.05 0.99, 1.11 1.01 0.96, 1.06 1.17*** 1.09, 1.25

Never smoker 1.00 1.00 1.00 1.00

Ln(�1 days that binge drank) 1.05* 1.01, 1.09 1.02 1.00, 1.05 0.98 0.95, 1.01 1.01 0.97, 1.05 0.052

Health status

Cardiovascular disease 1.24*** 1.16, 1.33 1.11*** 1.05, 1.17 0.98 0.94, 1.03 1.11* 1.03, 1.19 <0.001

Acute respiratory condition 1.21*** 1.12, 1.30 1.11** 1.05, 1.18 1.02 0.97, 1.08 1.05 0.97, 1.14 <0.001

Chronic respiratory condition 1.25*** 1.14, 1.36 1.08 1.00, 1.16 0.98 0.92, 1.04 1.05 0.96, 1.15 <0.001

Diabetes 1.19** 1.07, 1.33 1.09* 1.01, 1.19 1.12** 1.03, 1.20 1.25*** 1.13, 1.38 0.002

Pain 1.69*** 1.57, 1.81 1.29*** 1.22, 1.35 0.89*** 0.85, 0.93 0.97 0.90, 1.04 <0.001

Depression index 1.23*** 1.18, 1.27 1.09*** 1.06, 1.13 1.03 1.00, 1.06 1.30*** 1.25, 1.35 <0.001

Anxiety index 1.22*** 1.18, 1.27 1.10*** 1.07, 1.13 0.89*** 0.87, 0.92 0.93** 0.89, 0.97 <0.001

Body mass <0.001

Obese 1.39*** 1.29, 1.51 1.23*** 1.16, 1.30 0.96 0.91, 1.02 1.07 0.99, 1.16

Overweight 1.18*** 1.10, 1.27 1.04 0.99, 1.10 0.99 0.95, 1.03 1.00 0.93, 1.08

Normal weight 1.00 1.00 1.00 1.00

Underweight 1.37* 1.03, 1.84 1.19 0.98, 1.45 1.29** 1.11, 1.50 1.51*** 1.24, 1.84

Activity limitations 1.59*** 1.46, 1.73 1.13** 1.05, 1.21 1.21*** 1.13, 1.29 2.22*** 2.04, 2.42 <0.001

* P < 0.05; **P < 0.01; ***P < 0.001 (2-tailed tests).
a Unweighted N ¼ 110,441.
b This model used cubic splines to adjust for age in years, with knots at ages 35, 50, and 65. This model also adjusts for the number of drinks

consumed in the last week, raised to the powers of 0.5 and 1.
c P values come from Wald tests of the joint significance of the coefficients across all categories of the dependent variable.
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