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Poor sleep quality is reported by 38% of adults (Kang, Lee, Jang, Kim, & 
Sunwoo, 2013). Despite recommendations that adults need 7-8 hours of 
sleep per day, almost 30% report sleeping ≤6 per day (Schoenborn & 
Adams, 2010). Depending on the diagnostic criteria applied, the 
prevalence of insomnia is estimated between 6 and 37% (Hayward, 
Jordan, & Croft, 2012). Poor sleep in adults is related to decreased 
quality of life, work productivity and physical activity, as well increased 
risk of accidents, health care utilization and costs, physical distress, 
mental distress, number of days spent in bed, and restricted activity 
(Daley et al., 2009; Roth, 2007; Strine & Chapman, 2005).  
  
Adults with chronic illness (CI) experience insomnia at an even higher 
rate than the general population (Taylor et al., 2007). Moreover, within this 
population sleep problems tend to be more severe and persistent (Ancoli-
Israel, 2006). Poor sleep among patients with CIs is often associated with 
decreases in daytime functionality and adverse medical and 
psychological outcomes including depression, fatigue, and lower overall 
and health-related quality of life (White & White, 2011; Katz & McHorney, 
2002). Patients who receive interventions specifically targeting sleep 
show improved symptoms, less healthcare utilization, and reduced 
healthcare spending (McCrae, Bramoweth, Williams, Roth, & Mosti, 
2014). 
  
The purpose of this study was to examine factors related to psychological 
flexibility, functional outcomes and self-reported sleep patterns and 
subjective ratings of sleep quality in an online CI support group sample. 
More specifically, subjective ratings of sleep quality (i.e., sleep 
interpretation) were examined relative to measures of mindfulness, 
acceptance and perceived disability.  

INTRODUCTION RESULTS & DISCUSSION 

METHOD  

There were significant overall differences by group. In general, those with 
higher SSQ ratings endorsed higher levels of CI Acceptance (both Activity 
Engagement and Willingness subscales) and Mindfulness. Conversely, those 
with higher levels of SSQ endorsed lower levels of Experiential Avoidance. 
See Figures 2-4. Additionally, those with higher SSQ ratings had higher 
ratings of  satisfaction in valued areas of living [F (3, 364) = 6.19, p <. 01] 
and lower levels of illness-related perceived disability [F(3,377)=15.96,p<.
01].  
 
Interestingly, 61% of participants in the study sample rated their SSQ as 
“fairly good” or “very good”. However, nearly 80% actually had total objective 
PSQI scores indicating “poor” sleep with many reporting reduced levels of 
daytime function.  
 
Results highlight how aspects of psychological flexibility may be associated 
with perceptions of sleep quality and hence, vitality. 

•  Cognitive behavioral methods have been helpful, but the effects are not 
optimal (Harvey & Tang, 2003). Recent research findings illustrate that 
mindfulness approaches are often associated with less pre-sleep arousal, 
sleep effort, and daytime sleepiness and with better sleep hygiene and sleep 
quality (Howell, Digdon, & Buro, 2010). ACT-based treatments focused on 
acceptance, mindfulness, and values may enhance the process of patients’ 
acceptance of beliefs and interpretations about sleep and sleeplessness. 
ACT-based treatments, therefore, may help to alter sleep quality perceptions, 
increase functionality, and improve medical outcomes (Dalrymple, Fiorentino, 
Politi, & Posner, 2010; Lundh, 2005). 
 
• Future research should consider both subjective and objective aspects of 
sleep quality in individuals with myriad and co-morbid chronic illnesses.  

• Future directions might also include comparisons of ACT-based insomnia 
treatment and CBTi in addition to examining the role of psychological 
flexibility. 
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NOTE: CI Acceptance – Activity engagement F (3,362) = 16.12, p < .01;  
CI Acceptance – Willingness F (3, 367) = 5.93, p < .01 

NOTE: F (3, 381) = 13.65, p < .01  

NOTE: F (3, 382) = 12.59, p < .01 

Figure 2. Acceptance scores  (CIAQ; Activity Engagement and Willingness 
subscales) by subjective sleep quality ratings 

Figure 3. Experiential Avoidance (AAQ-II) scores by subjective sleep quality 
ratings 

Figure 4. Mindfulness (MAAS) scores by subjective sleep quality ratings 

Figure 1. Sample sleep descriptives. 
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