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Abstract

Objective—The interpersonal environment is strongly linked to sleep. However, little is known

about interpersonal distress and its association with sleep. We examined the associations among

interpersonal distress, objective and subjective sleep in people with and without insomnia.

Methods—Participants in this cross-sectional observational study included men and women with

insomnia (n = 28) and good sleeper controls (n = 38). Interpersonal distress was measured with the

Inventory of Interpersonal Problems. Sleep parameters included insomnia severity, self-reported

presleep arousal, and sleep quality; and polysomnographically-assessed sleep latency (SL), total

sleep time (TST), wake after sleep onset (WASO), percent delta (stage 3+4 NREM), percent

REM, and EEG beta power. Hierarchical Linear Regression was used to assess the relationship

between distress from interpersonal problems and sleep and the extent to which relationships

differed among insomnia patients and controls.

Results—More interpersonal distress was associated with more self-reported arousal and higher

percentage of REM. More interpersonal distress was associated with greater insomnia severity and

more cognitive presleep arousal for individuals with insomnia, but not for controls. Contrary to

expectations, interpersonal distress was associated with shorter sleep latency in the insomnia

group. Results were attenuated, but still significant, after adjusting for depression symptoms.

Conclusion—Distress from interpersonal problems is associated with greater self-reported

arousal and higher percent REM. Individuals with insomnia who report more distress from

interpersonal problems have greater insomnia severity and cognitive presleep arousal, perhaps due

to rumination. These findings extend our knowledge of the association between interpersonal
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stressors and sleep. Assessment and consideration of interpersonal distress could provide a novel

target for insomnia treatment.
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The sense of safety and security that is necessary for good sleep originates from the

interpersonal environment [1;2]. Distress within the interpersonal environment, therefore,

may signal that it is not “safe” to sleep [1;2] via increased psychological and physiological

arousal at bedtime and throughout the night. That is, rumination and somatic arousal at

bedtime can interfere with sleep onset, whereas underlying arousal can interfere with sleep

quality. Indeed, a lack of interpersonal security is associated with worse sleep. For example,

individuals who are more anxious about the emotional availability of their partner or are

fearful that the relationship is not enduring also have less stage 3+4 NREM sleep [3] and

worse subjective sleep quality than individuals who feel secure in their relationship with

others [4–6]. On the other hand, individuals who are satisfied in their romantic relationship

[7] or trust that others are available if needed have better sleep [8], perhaps due to feelings

of interpersonal safety and security.

Other interpersonal circumstances and behaviors may be more distressing because they

impede connectedness with others, which also can influence sleep. For instance, people who

tend to overvalue autonomy (i.e., separateness from others) at the expense of close

relationships have more subjective sleep disturbances following a conflict with a romantic

partner [6]. Moreover, whereas social support is linked to better self-reported sleep quality

[9], social isolation and loneliness are associated with greater sleep fragmentation, an index

of sleep-related arousal [10]. Despite emerging evidence that the general interpersonal

environment is associated with sleep, less is known about interpersonal behaviors

themselves and how they relate to sleep.

Insomnia, the most common sleep disorder, affects 10–15% of the population and is

associated with increased risk of adverse physical [11] and mental health outcomes [12;13].

Given that insomnia is often considered a disorder of arousal [14], poor sleepers may have

more interpersonal distress than good sleepers. Evidence also suggests that women are more

sensitive to both negative and positive aspects of the interpersonal environment than men

[15]. Further, women have higher rates of insomnia than men [16]. Therefore, a more

detailed understanding about the types of interpersonal distress that are associated with poor

sleep quality and how this differs between men and women, may inform targeted

interventions that address interpersonal distress and sleep simultaneously.

An important next step in understanding the interpersonal environment and its association

with insomnia is to identify specific and modifiable interpersonal behaviors that are

associated with sleep disturbances. To date, most of the literature is focused on general

constructs (i.e., social support, relationship styles) of the interpersonal environment and their

association with sleep quality. Further, with the exception of one study on social support in

insomnia [9], little is known about how the interpersonal environment is associated with

insomnia. Specific interpersonal behaviors may interfere with the development and

Gunn et al. Page 2

J Psychosom Res. Author manuscript; available in PMC 2015 March 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



maintenance of interpersonal security relevant to sleep disturbances in insomnia. The lack of

interpersonal security may be a signal that it is not safe to sleep, which increases

psychological and physiological arousal. Arousal is counterproductive for sleep [17], and

could interfere with sleep onset and/or sleep duration (i.e., increased sleep onset latency and

shorter/fragmented sleep times). Indeed, arousal is also one of the defining factors of

insomnia [14]. However, we know very little about specific interpersonal behaviors and

their relation to sleep-related arousal.

The purpose of the current study was to examine an index of interpersonal distress that

includes specific interpersonal behaviors and its association with sleep in individuals with

and without insomnia. Specifically, we examined distress from problematic interpersonal

behaviors and its association with self-reported and polysomnographically-measured sleep.

Conceptually, we propose that distress arising from problematic interpersonal behavior

heightens presleep arousal and interferes with sleep. As such, we expected interpersonal

distress to be associated with greater self-reported arousal and we expected this association

to be stronger for individuals with insomnia. We also examined objective sleep measures

(PSG) that have been previously linked to psychosocial stressors, [3;18] [19;20] and are

indicators of hyperarousal. We expected that more distress would be associated with less

stage 3+4 sleep and more REM, longer sleep latency (SL), more wake after sleep onset

(WASO) and less time spent asleep (TST). We also tested whether interpersonal distress

was associated with greater EEG beta power during NREM sleep, which has been linked to

psychological stress, hyperarousal and insomnia [21–23]. Lastly, given that women are more

likely to have insomnia than men and are more sensitive to the interpersonal environment

than men, we examined whether the effects of interpersonal distress on sleep parameters

were stronger in women than men.

Methods

Study design and participants

The current study is a secondary analysis of data collected as part of a larger study testing a

neurobiological model of insomnia. The University of Pittsburgh Biomedical Institutional

Review Board approved this study. After written informed consent, participants completed

an in-person Structured Clinical Interview for Diagnostic and Statistical Manual of Mental

Disorders, 4th Edition [DSM-IV; [24]] with a study clinician to assess for psychiatric and

medical conditions. Insomnia participants met criteria for insomnia disorder according the

DSM-IV, with duration of insomnia greater than six months. Average WASO had to be

greater than or equal to 30 minutes and sleep efficiency (SE) had to be less than 85% based

on a two-week sleep diary. Control participants were screened for sleep problems and

excluded if they met criteria for an insomnia disorder. Other exclusion criteria for both

groups included: significant or unstable acute or chronic medical conditions, current major

psychiatric disorders, substance use disorders, and personality disorders; concurrent sleep

disorders such as delayed sleep phase syndrome, narcolepsy, restless legs syndrome,

clinically significant obstructive sleep apnea (as defined by apnea hypopnea index > 15

during an overnight in-lab PSG study), substance or medication use that is known to affect

sleep or wake function (e.g., hypnotics, benzodiazepines, antidepressants, anxiolytics,
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consumption of more than four cups of coffee per day). As part of the parent study,

participants underwent positron emission tomography (PET) scans; therefore, individuals

were excluded if they had an implanted device (e.g., pacemaker) or significant radiation

exposure within the last year.

Sixty-six participants completed baseline subjective sleep measures and were scheduled for

the in-laboratory portion of the study. Ten participants withdrew or were withdrawn prior to

in-laboratory PSG due to schedule conflicts (n = 8) or previous exposure to radiation (n = 3).

Therefore, a total of 55 participants have PSG data.

Measures

Interpersonal distress and demographic information were collected at screening, prior to the

baseline clinical assessment and PSG. Other self-report measures were collected at the initial

baseline assessment. PSG sleep measures were derived from the second and third nights in

the sleep lab, to reduce well-documented “first-night” effects [25] and effects of screening

for sleep apnea and periodic limb movements.

Interpersonal Distress—Interpersonal distress was assessed with the 25-item Inventory

of Interpersonal Problems [26] [27]. This measure assesses different types of problematic

interpersonal behaviors individuals may engage in, and the degree of distress associated with

the behavior. It includes items that may be problematic when relating to others (e.g., “It is

hard for me to be assertive without worrying about hurting the other person's feelings”) and

interpersonal behaviors that are excessive (e.g., “I am too sensitive to criticism”).

Participants rate how distressing each statement is on a 5 point Likert scale from “not at all”

to “extremely.” Five subscales are derived from the measure: Interpersonal Aggression;

Interpersonal Ambivalence; Interpersonal Sensitivity; Lack of Sociability; and Need for

Social Approval.

The 25-item scale and scoring have been documented as a reliable and valid screening tool

for personality disorders because personality disorders are frequently characterized by

problematic interpersonal behaviors [26]. For the current study, internal reliability was

excellent (α = .93) in the whole measure and was acceptable in the subscales (all α's > .76).

Given the high internal validity of the measure, and to reduce multiple comparisons, we

created a summary score that approximated a global measure of interpersonal distress in

which higher scores represent more interpersonal distress as a result of problematic

interpersonal behavior. Scores ranged from 0 to 29 (possible range: 0 – 125). Thus, the

participants had a mild overall level of problematic interpersonal behavior. When we

observed significant effects for the global score, we then explored the five subscales.

Consistent with previous research, Interpersonal Sensitivity and Need for Social Approval

had a higher base rate [26] and were normally distributed. Aggression, Lack of Sociability,

and Interpersonal Ambivalence were not normally distributed (i.e., 43 – 48% of participants

endorsed no distress from these behaviors) and were transformed as dichotomous predictors

indicating presence or absence. Scores for all subscales ranged between 0 –13 (possible

range: 0 – 25).
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Hyperarousal—The general tendency towards hyperarousal was measured by the

Hyperarousal scale, a 26-item measure that describes behaviors that are found in primary

insomnia patients [28;29]. Items assess a range of behaviors including: reactivity (“I get

rattled when a lot happens at once”), rumination (“I think a lot about feelings,”), general

arousal (“I cannot take naps, even if I try”), and one item that assesses interpersonal

sensitivity (“I take things personally”). The interpersonal item was removed for the current

analyses. Participants rate how true each item is for them on a 4-point Likert scale. Scores

range from 0 – 78; higher scores indicate more hyperarousal. This measure yielded good

internal consistency (α = .85).

Sleep Outcomes—The Insomnia Severity Index [ISI;[30]] is a brief, self-report

instrument that assesses one's symptoms, consequences of, and distress from insomnia. It

has seven items that are rated on a 0–4 scale. Scores range from 0 – 28; higher scores

suggests more severe insomnia. Because items are rated on a 0–4 scale, scores above 10

reflect insomnia complaints that are above a clinical threshold [30], which is the equivalent

to a cut-off score of 15 in previous studies. Reliability for this scale was excellent (α = .96).

The Pittsburgh Sleep Quality Index [31] was used as a measure of subjective global sleep

quality. The scale comprises 18 items, which are used to derive seven component scores that

are summed to produce a global sleep quality score, ranging from 0 – 21. Higher scores

indicate worse sleep quality. The PSQI is a valid assessment of sleep quality, reliably

discriminates between good and poor sleepers, and has good internal and test-retest

reliability [31;32]. The scale demonstrated good internal consistency in the current sample

(α = .81).

Participants completed the Pre-Sleep Arousal Scale [PSAS; [33]] which contains 16 items

that assess cognitive (e.g., racing thoughts, worries) and somatic (e.g., heart racing, muscle

tension) states of arousal at bedtime. Scores for both the cognitive and somatic subscales

range from 8 – 40, with higher scores indicating more arousal. This measure is reliable over

time [33] and was included in the current study because of the strong links between

cognitive arousal and poor sleep quality [34]. Internal consistency for the entire measure in

the current study was adequate (α = .76). Alphas for the somatic (.68) and cognitive (.67)

subscales were adequate. The cognitive subscale alpha is similar to alpha values reported in

the validation study; internal consistency of the somatic subscale is somewhat lower [33].

Polysomnography (PSG) values for the current study are averages derived from two

consecutive nights in the laboratory in which participants had no other research procedures

that would interfere with sleep. The PSG montage included electrooculogram (EOG),

submental electromyogram (EMG), and bilateral frontal, central, and occipital EEG, each

referenced to A1–A2. PSG data were collected (Model 78 amplifiers, Grass Technologies,

West Warwick, RI) with filter settings of 100 Hz and 0.3 Hz for EEG and EOG, and 90 Hz

and 10 Hz for EMG. Sleep studies were visually scored in 20-second epochs by technicians

who maintain a high-level of scoring reliability across sleep stages (Kappa = .81).

Rechtschaffen and Kales scoring criteria was utilized [35], as the current study was

conducted before current American Academy of Sleep Medicine criteria were introduced.

EEG signals were digitized and band-limited to 64 Hz using a low pass finite impulse
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response and then decimated to 128 Hz for quantitative analyses. Epochs scored as

wakefulness or movement were excluded to remove low frequency artifact. High frequency

artifacts were removed by excluding 4-second bins with power in the frequency range that is

4 Hz greater than adjacent bins. Quantitative EEG (QEEG) beta power from C4-A1/A2

derivation was calculated using fast Fourier transformation analysis for consecutive 4-

second epochs. Average absolute power density in the 16–32Hz frequency bin was

calculated for non-REM sleep, and used in the analyses. PSG visually-scored measures

included: sleep latency, wake sleep onset, total sleep time, percent delta (stage 3+4 NREM)

and percent REM. Spectral measures included QEEG beta power.

Covariates—Age, gender, and marital status were included as covariates, as increasing age

and gender, are both associated with sleep quality, [36] and having a partner has the

potential to buffer or amplify relational problems which impact sleep [37]. The modest

sample size precluded testing all covariates and interactions in one model. Therefore, in

follow-up analyses, the interaction of sex by interpersonal distress was examined.

Additionally, in a separate model, severity of depression symptoms, as measured by the

Inventory of Depressive Symptomatology, Self-Report Version [IDS-SR; [38]] was also

included as a covariate because of the strong overall association between depression and

insomnia. The IDS assesses depression symptoms as consistent with major depression

criteria in DSM-IV. However, no participants met DSM-IV criteria for current major

depression, and mean scores on the IDS-SR were below usual thresholds for mild

depression. The scale ranges from 0–90 with higher scores indicating more depression

severity and lower scores (≤15) indicating no depression. For the current analyses, IDS-SR

summary scores excluded sleep items. Internal reliability for the current study was

acceptable (α = .87).

Statistical Approach

The data were first examined for normality and transformed when necessary. T-tests and

chi-squares were used to test for group differences in interpersonal problems, age and sex,

and sleep outcomes. For primary analyses, Hierarchical Linear Regression was used to

determine the association between interpersonal distress and the group*interpersonal distress

interaction and sleep, after adjusting for age, sex, marital status, and group status. For

significant associations between interpersonal distress and any sleep measure, we conducted

sensitivity analyses controlling for depression. We then tested the moderating effect of

gender and interpersonal distress. Lastly, in exploratory analyses, we examined the five

subscales of the IIP to specify the association between interpersonal distress and sleep.

These analyses were exploratory because of the low base rate of some behaviors. To reduce

the risk of Type I error due to multiple comparisons, subscales were examined only for sleep

outcomes that demonstrated significant relationships with interpersonal distress or

group*interpersonal distress.
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Results

Sample Characteristics

(Table 1). By study design, the groups did not differ in age or in the percentage of women

and men. The insomnia group had higher depressive symptoms, but scores were lower than

the range typically associated with major depression. The insomnia group reported more

interpersonal distress, greater insomnia severity, poorer sleep quality, more hyperarousal,

and greater cognitive and somatic presleep arousal than the control group. The groups did

not differ on any of the PSG-assessed sleep variables except sleep latency; the insomnia

group took longer to fall asleep than the control group.

Self-Report Sleep Outcomes

Associations among group, interpersonal distress, and group*interpersonal distress

interactions on self-reported sleep outcomes are reported in Table 2. After adjusting for age,

sex, and marital status, participants in the insomnia group had greater insomnia severity,

worse sleep quality on the PSQI, more somatic and cognitive presleep arousal, and more

hyperarousal as measured by the Hyperarousal Scale, in comparison to good sleepers.

Interpersonal distress was associated with higher scores on the Hyperarousal Scale and

greater cognitive presleep arousal. The group*interpersonal distress interaction for cognitive

presleep arousal was also significant. As depicted in Figure 2, more interpersonal distress

was associated with greater cognitive presleep arousal for the insomnia group, but not the

control group. The group*interpersonal distress interaction for Insomnia Severity Index was

also significant; interpersonal distress was associated with greater insomnia severity for the

insomnia group, but not the control group. Interpersonal distress and the group*interpersonal

distress interaction were not significantly associated with PSQI or somatic presleep arousal

after controlling for other covariates.

Visually scored PSG and QEEG-assessed outcomes

The associations among group, interpersonal distress, and group*interpersonal distress

interactions on visually-scored PSG and QEEG-assessed outcomes are reported in Table 3.

After covarying for age, sex, and marital status, group status was not associated with PSG or

QEEG beta power. Interpersonal distress was independently associated with higher percent

REM. Interpersonal distress was not associated with PSG sleep latency, but the

group*interpersonal distress interaction was significant. Contrary to expectations, more

interpersonal distress was associated with shorter sleep onset in the insomnia group (Figure

3).Interpersonal distress, and group*interpersonal distress were not significantly related to

any other PSG sleep outcomes.

Follow-up analyses

Given the overlap between depression and interpersonal distress, we conducted sensitivity

analyses controlling for depression. When depression symptoms were included in the

models, with the exception of cognitive presleep arousal, the main effects and interactions

were in the same direction and still significant at the .05 level (analyses not shown). The
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group*interpersonal problem interaction for cognitive presleep arousal was in the same

direction but was no longer significant.

We also assessed whether gender moderated associations between interpersonal distress and

sleep. The interpersonal distress*gender interaction for percent REM was significant (Figure

4). Women who reported more interpersonal distress had higher percent REM. Gender did

not moderate the effects of interpersonal distress on any other sleep measures.

Exploratory subscale analyses

Because interpersonal distress and group*interpersonal distress interactions were

significantly associated with cognitive presleep arousal, insomnia severity, hyperarousal,

sleep latency, and percent REM, we repeated the primary analyses (interpersonal distress

and interpersonal distress*group) with the subscales of the IIP for each sleep outcome while

controlling for age, sex, marital status, and group status. Results are presented in Table 4.

Interpersonal Sensitivity was associated with greater insomnia severity, more hyperarousal

and more percent REM. The Interpersonal Sensitivity*group interaction was significant:

individuals in the the insomnia group had shorter sleep latency. Lack of sociability (i.e.,

distress due to discomfort socializing with others) was associated with more hyperarousal

and was associated with more cognitive presleep arousal and worse insomnia severity for

participants in the insomnia group. Aggression was associated with shorter sleep latency in

the insomnia group. Need for Social Approval was associated with more hyperarousal for

both groups.

Discussion

We examined the extent to which interpersonal distress is associated with self-reported

arousal, insomnia severity, and PSG-assessed asleep, in men and women with insomnia

versus good sleepers. We found that more interpersonal distress was associated with

increased arousal in both insomnia and control groups. In addition, more interpersonal

distress was associated with higher cognitive presleep arousal, but only in individuals with

insomnia. We did not find an interpersonal problem*group interaction for either self-report

measure of arousal, although both were higher in the insomnia group.

Cognitive presleep arousal has been linked to stress in individuals with insomnia and to

more worries throughout the day [34;39], but to our knowledge this is the first time

cognitive presleep arousal has been specifically linked to interpersonal distress in

individuals with insomnia. Specifically, individuals with insomnia endorsed more distress

related to socializing with others also endorsed higher cognitive presleep arousal.

Rumination at bedtime could plausibly mediate the relationship between interpersonal

distress and presleep arousal [40] and has been associated with PSG-indices of arousal

during NREM sleep [19;23;41]. Moreover, individuals with insomnia who are

uncomfortable with others may be especially prone to cognitive arousal, perhaps because

they lack the safety and security associated with an affiliative social group. Assessment of

problems relating to others may be useful for interventions targeting bedtime arousal [42].
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We also found that interpersonal distress was associated with higher percent REM sleep in

both insomnia and control groups, particularly for women. Increased REM has also been

observed among individuals with depression [43]. Both REM and insomnia have been

linked to difficulties with emotion processing [43;44]. We did not assess emotion processing

in this study; however, it has been demonstrated that individuals who are in the midst of

significant interpersonal stressor, i.e., divorce, also had higher percent REM [18] than those

for whom the divorce was complete. Importantly, follow-up analyses demonstrated

increased REM associated with greater interpersonal problems even after adjusting for

depressive symptoms. Thus, it seems plausible that interpersonal distress in women and

interpersonal sensitivity in particular, may play a role in sleep, perhaps via emotion

processing.

More interpersonal distress due to interpersonal sensitivity and aggression was associated

with shorter PSG-assessed sleep latency in the insomnia group, which was unexpected given

the association between interpersonal distress and cognitive presleep arousal. One potential

explanation is that individuals with insomnia who are more sensitive or have more

aggression may have less difficulty falling asleep when they are removed from their

interpersonal context (i.e., due to being in the laboratory setting overnight). Indeed, Edinger

and colleagues demonstrated that insomnia sufferers had shorter sleep latencies in laboratory

PSG compared to home PSG, regardless of home bed partner status [45].

More interpersonal distress was associated with increased insomnia severity, but only in the

insomnia group. It is possible that the restricted range of insomnia severity in the control

group contributed to the observed interaction effect. Further, it is possible that the consistent

findings among the self-report measures reflect a general negative affect bias. Nevertheless,

it is worth noting that individuals with distressing problematic interpersonal behavior and

sleep problems may have worse insomnia severity due to the bidirectional association

between the interpersonal environment and sleep quality. For instance, Hasler and Troxel

found that for women, negative interactions predicted poorer sleep efficiency the following

night and that for men, poor sleep efficiency predicted negative ratings of interactions the

follow day [46]. However, to further delineate the relationship between the interpersonal

environment and sleep, future studies might include objective ratings of interpersonal

behavior in addition to objective sleep parameters. For instance, it would be useful to

observe interpersonal interactions between individuals to further link interpersonal behaviors

to sleep. Given that the association between sleep and interpersonal distress is bidirectional,

a useful next step in this area would be to assess degree of improvement in interpersonal

distress ratings following standard insomnia treatment.

The main strength of the current study was the ability to examine interpersonal distress and

its association with sleep in good sleeper controls and in individuals with insomnia, and the

use of objective and subjective measures of sleep. However, we recognize several

limitations. The interpersonal measure in the current study was included as a screening tool

for personality disorders. Although no participants were excluded on the basis of their score

in the current analyses, the use of this measure, together with the extensive protocol of the

parent study, may have limited participation to individuals with low levels of problematic

behavior. The modest sample size limited our ability to test for potentially relevant three-
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way interactions (e.g., bed partner status, participant sex). The cross-sectional nature of the

study and exclusion of individuals with clinically significant depression also precludes

determination of the directionality among interpersonal problems, sleep, and depressive

symptoms. The observed effects were stronger for self-report, which may indicate a negative

affective bias across self-report sleep measures. Although we included PSG-assessed sleep

measures and beta activity, it is possible that removal from the usual (i.e., home)

interpersonal environment masks some of the relationships between interpersonal distress

and sleep (e.g., sleep latency). It is not uncommon for subjective and objective sleep

measure to diverge [47]; however, home PSG studies would prove helpful in identifying

more specifically the links between interpersonal distress and sleep. Alternatively, state

measures of interpersonal distress could be administered before conducting laboratory PSG.

Finally, an important next step would be to test whether presleep arousal or hyperarousal

mediates the association between interpersonal distress and sleep. Tests that are able to

evaluate the temporal association among interpersonal distress, presleep arousal, and sleep

quality would be especially useful.

The current findings add specificity to the general observation that stress is associated with

sleep, and suggest the importance of considering interpersonal behaviors and distress in

addressing sleep complaints. Assessment of interpersonal problems and brief interpersonal

skills training, neither of which are standard to insomnia treatment, could help minimize

arousal and insomnia symptom severity associated with interpersonal distress. In sum, given

that sleep may be especially sensitive to interpersonal distress, individuals with interpersonal

problematic interpersonal behavior may have a greater likelihood of sleep disruption,

perhaps due to more arousal.
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Figure 1.
Bivariate associations of group and interpersonal problems in relation to cognitive presleep

arousal.
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Figure 2.
Bivariate associations of group and interpersonal problems in relation to insomnia severity.
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Figure 3.
Bivariate associations of gender and interpersonal problems in relation to percent REM.
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Table 1

Unadjusted descriptive statistics for good sleeper controls and for insomnia participants.

Controls (n = 38) Insomnia (n = 28)

% Female (n) 63% (24) 57% (16)

Age in years 39.4 (8.2) 38.2 (1.8)

Inventory of Depressive Symptoms** 1.53 (2.66) 10.96 (7.7)

Interpersonal Problems* 10.42 (10.7) 16.42 (10.7)

Subjective Ratings

 Pittsburgh Sleep Quality Index** 1.9 (1.4) 12.5 (2.8)

 Cognitive Presleep Arousal** 12.5 (1.3) 17.3 (4.1)

 Somatic Presleep Arousal* 8.5 (1.4) 10.2 (2.1)

 Hyperarousal Scale** 22.47 (8.1) 34.7 (8.4)

 Insomnia Severity Index** .79 (1.1) 15.8 (4.1)

PSG Sleep Measures Controls (n = 30) Insomnia (n = 25)

 Sleep Latency (minutes)
†** 15.7 (9.5) 21.6 (24.3)

 Wakefulness after Sleep Onset (minutes)
† 36.8 (29.8) 39.7 (25.1)

 Total Sleep Time (minutes) 406.9 (41.8) 394.8 (49.5)

 Percent REM 25.0 (4.9) 24.5 (3.8)

 Percent Delta
† 8.1 (6.9) 8.6 (6.2)

 Beta Power (μ V2/Hz)
† .06 (.02) .07 (.03)

Note.

†
Transformation used in analyses. Values in descriptive table are un-transformed to facilitate interpretation.

*
p < .05;

**
p < .001
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Table 2

Hierarchical Linear Regression analyses examining the association between group status, interpersonal

distress, and the interaction of group status*interpersonal distress on self-report sleep, presleep arousal,

hyperarousal, and insomnia severity.

PSQI Cognitive PSA Somatic PSA Hyperarousal Insomnia Severity

β (t) β (t) β (t) β (t) β (t)

Group 0.94 (20.13)*** 0.64 (6.58)*** 0.409 (3.50)** 0.612 (5.96)*** 0.94 (21.43)***

IIP 0.072 (1.48) 0.204 (2.03)* 0.2 (1.68) 0.509 (5.82)*** 0.112 (2.50)**

IIP*Group 0.059 (1.25) 0.245 (2.66)** 0.033 (0.28) −0.08 (−0.96) 0.124 (3.06)**

Note. All models include age, gender, marital status, and group as covariates.

*
p < .05;

**
p < .01;

***
p < .001
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Table 3

Hierarchical Linear Regression analyses examining the association between group status, interpersonal

distress, and the interaction of group status*interpersonal distress on PSG-assessed sleep and beta power.

Sleep Latency* WASO Total Sleep Time Percent Delta Percent REM* Beta power

β (t) β (t) β (t) β (t) β (t) β (t)

Group .02 (.16) .09 (.73) −.17 (−1.39) .04 (0.28) −.08 (−0.58) 0.12 (.934)

IIP −.21 (−1.49) −.21 (−1.62) .11 (0.84) −.13 (−0.97) .36 (2.61) ** −.05 (−.38)

IIP*Group −.339 (−2.60) * −.21 (−1.68) .03 (0.25) .14 (1.09) .09 (0.65) −.15 (−1.15)

Note. All models include age, gender, marital status, and group as covariates.

*
p < .05;

**
p < .01;

***
p < .001
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Table 4

Hierarchical Linear Regression Analyses examining the association between IIP subscales and the interaction

of group status*IIP subscales.

IIP Subscale Sleep Outcome IIP subscale Group*IIP subscale

β (t) β (t)

Cognitive Presleep Arousal

Interpersonal Sensitivity 0.12 (1.16) 0.10 (0.99)

Need for Social Approval 0.13 (1.22) 0.18 (1.82)

Ambivalence −0.06 (−0.56) −0.11 (−1.07)

Aggression 0.17 (1.55) 0.13 (1.26)

Lack of Sociability 0.14 (1.42) 0.24 (2.48)**

Insomnia Severity

Interpersonal Sensitivity 0.111 (2.57)** 0.12 (2.95)**

Need for Social Approval 0.04 (0.93) 0.05 (1.05)

Ambivalence 0.04 (0.89) 0.06 (1.40)

Aggression 0.05 (1.05) 0.05 (1.11)

Lack of Sociability 0.08 (1.84) 0.09 (2.09)*

Hyperarousal

Interpersonal Sensitivity 0.59 (5.87)*** −0.01 (−1.13)

Need for Social Approval 0.44 (4.65)*** −0.12 (−1.27)

Ambivalence 0.19 (1.84) −0.15 (−1.47)

Aggression 0.163 (1.42) −0.16 (−1.46)

Lack of Sociability 0.32 (3.32)** −0.15 (−1.56)

Sleep Latency

Interpersonal Sensitivity −0.22 (−1.59) −0.35 (−2.70)*

Need for Social Approval −0.21 (−1.53) −0.21 (−1.45)

Ambivalence −0.03 (−0.23) −0.07 (−0.52)

Aggression −0.19 (−1.27) −0.35 (−2.62)*

Lack of Sociability 0.05 (0.39) −0.06 (−0.44)*

Percent REM

Interpersonal Sensitivity 0.32 (2.35)* 0.12 (0.88)

Need for Social Approval 0.24 (1.68) 0.03 (0.22)

Ambivalence 0.04 (0.26) 0.08 (0.59)

Aggression 0.03 (0.20) 0.14 (0.92)

Lack of Sociability 0.22 (1.57) 0.02 (0.14)

Note. Subscale are entered in separate models. All models include age, gender, marital status, and group as covariates.

*
p < .05;

**
p < .01;

***
p < .001
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