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Abstract

OBJECTIVES—To examine whether sleep disturbance is associated with poor physical function 

in older veterans in an adult day health care (ADHC) program.

DESIGN—Cross-sectional study.

SETTING—One ADHC program in a Veterans Affairs Ambulatory Care Center.

PARTICIPANTS—Older veterans (N = 50) who were enrolled in a randomized controlled trial of 

a sleep intervention program and provided complete baseline data.

MEASUREMENTS—Participant characteristics (e.g., age, depression, relationship to caregiver, 

pain, comorbidity) were collected using appropriate questionnaires. Physical function was 

measured using the total score of activities of daily living (ADLs) and instrumental ADLs 

(IADLs) from the Older Americans Resources and Services Multidimensional Functional 

Assessment Questionnaire. Sleep was assessed subjectively (by the Pittsburgh Sleep Quality Index 

and the Insomnia Severity Index) and objectively (by wrist actigraphy).

RESULTS—As expected, participants required substantial assistance with ADLs and IADLs. A 

regression model showed that participant characteristics (i.e., marital status, use of sleep 
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medication, comorbidity, and posttraumatic stress disorder) and living arrangement (i.e., living 

with a spouse and/or others) were significantly associated with poor physical function. Poorer 

objective sleep (i.e., total sleep time, total numbers of awakenings, and total wake time) was 

significantly associated with poor physical function, accounting for a significant proportion of the 

variance above and beyond participant characteristics.

CONCLUSION—Objective measures of nighttime sleep disturbance were associated with poor 

physical function among older veterans in an ADHC program. Further research is needed to 

determine whether interventions to improve sleep will delay functional decline in this vulnerable 

population.
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INTRODUCTION

More than 4,600 adult day health care (ADHC) programs in the United States provide 

service to over 260,000 adults.1 These programs are community-based day health programs 

that provide services such as supervision, daytime activities, nutrition, and assistance with 

activities of daily living (ADLs).2 Patients who receive ADHC support are often frail older 

adults with cognitive impairment, behavioral problems, and limited physical function.3 The 

primary goal of an ADHC program is to maintain or improve its patients’ physical function 

so that they can stay in their home and delay or avoid admission to an institution. ADHC 

programs are also provided at some Veterans Administration (VA) medical centers for 

veterans at risk of nursing home placement.3 These outpatient day programs provide health 

maintenance, rehabilitative services, socialization, and caregiver support in a congregate 

setting.3 The need for ADHC in both non-VA and VA settings is expected to increase as the 

numbers of older adults, particularly those with disability, continues to rapidly grow.

Previous studies of ADHC programs have evaluated the effect of their services on their 

participants’ health-related outcomes. Results have shown significant improvement in 

physical and psychosocial health among ADHC participants2, 4 as well as their caregivers’ 

well-being5, 6 both in non-VA and VA settings. Although ADHC participants have more 

functional limitations than older adults using other health services in the community (e.g., 

home health care),7 research on factors related to functional decline in ADHC participants is 

sparse.

Research in other populations suggests that poor sleep is associated with decline in physical 

function among older adults in assisted living facilities,8 in community-dwelling older men9 

and older women,10 and persons with comorbidities such as stroke11 and rheumatoid 

arthritis.12 In particular, having shorter or longer reported sleep duration, greater 

wakefulness after sleep onset, and lower sleep efficiency have all been shown to be risk 

factors for poor physical function in both cross-sectional9, 10 and longitudinal studies.8, 13 

However, evidence of the relationship is scarce in older adults who have more physical 

limitation and are in need of more attention such as those in ADHC programs.
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Although our previous work14 suggests that poor sleep is common among veterans in 

ADHC programs, research on the relationship between sleep and physical function among 

older adults in ADHC programs is limited. If disturbed sleep is associated with worse 

physical function in this setting, managing sleep difficulties might effectively prevent or 

delay admission to institutional long-term care. The purpose of this study, therefore, was to 

test whether sleep disturbances are independently associated with poor physical function in 

ADHC participants after adjusting for other participant characteristics (e.g., age, 

comorbidity, depression), which may contribute to functional limitation in older adults.

METHODS

Participants

We performed secondary analysis of data collected during the baseline phase of a 

randomized controlled trial of a nonpharmacological sleep intervention at one VA ADHC at 

a VA ambulatory care center. To be included in the study, participants had to be aged 60 or 

older, able to speak English and must have attended ADHC for at least 1 day per week for 

the prior month. Research staff collected data from participants in face-to-face interviews at 

the ADHC site. Data collection occurred between November 2010 and June 2012. In total, 

123 individuals were considered for enrollment into the larger study. Of that number, 16 

were discharged from the ADHC prior to completing baseline assessment, 15 had significant 

dementia (Mini-Mental State Examination [MMSE]15 score ≤ 15), 14 refused to complete 

the screening, 2 died, and 4 were found to be inappropriate (e.g., participating in another 

research study, socially inappropriate) or unable to communicate verbally. The remaining 72 

participants consented to participate in the larger trial, of which 50 individuals had complete 

(non-missing) data on all variables (as described below). This study was approved by the 

Institutional Review Board of the VA Greater Los Angeles Healthcare System. Written 

informed consent was obtained from all enrolled participants.

Dependent Variable

Physical Function Assessment—Physical function was measured by using 

components of the Older Americans Resources and Services (OARS) Multidimensional 

Functional Assessment Questionnaire.16 The instrument consists of 14 items and assesses 

one’s level of independence in ADLs (i.e., eating, dressing, grooming, walking, getting in 

and out of bed, taking a bath or shower, and continence) and instrumental ADLs (IADLs: 

i.e., telephone use, going places beyond walking distance, shopping, preparing meals, doing 

housework, handling money, and taking medications). The total score for ADL/IADLs 

ranged from 0 to 28; higher scores indicated greater independence. Subscores for ADLs and 

IADLs and the total number of ADLs and IADLs for which participants needed assistance 

were also used in our analyses.

Independent Variables

Sleep Measures—Participants wore an actigraph (Actiwatch Spectrum, Philips 

Respironics) on their dominant wrist for a minimum of 3 consecutive days (i.e., 72 hours) 

regardless of whether the days occurred during the week or on a weekend. Using actigraphy 

for a minimum of 3 consecutive days is recommended by the Standards of Practice 
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Committee of the American Academy of Sleep Medicine.17 The actigraph is a small, watch-

sized device commonly used to measure sleep-wake patterns.9, 18 Participants recorded 

bedtime and rise time for each night in a simple sleep diary. Total sleep time, total number 

of awakenings, and total wake time were calculated for the time between bedtime and rise 

time noted on the diary by the participant. Total nap time was also calculated as the total 

minutes of sleep after rise time and before bedtime on the days of recording.

The Pittsburgh Sleep Quality Index (PSQI)19 was used as a subjective measure of sleep 

quality. This instrument is an 18-item questionnaire that assesses sleep quality and 

disturbances over the past month. A total score greater than 5 indicates poor quality sleep.19 

In addition, the Insomnia Severity Index (ISI) was used to measure severity of insomnia 

symptoms.20, 21 Total scores range from 0 to 28 and are interpreted as follows: no insomnia 

(0–7), subthreshold insomnia (8–14), moderate insomnia (15–21), and severe insomnia (22–

28).

Covariates

Demographic characteristics were collected at baseline, including age, gender, race/

ethnicity, marital status, years of education, employment status, current residence status, and 

living arrangement. Duration of ADHC attendance was determined by a review of their 

medical records and calculated from the date of official enrollment into the program. Self-

rated health data was obtained from the single item of the Short Form-12 Health Survey, 

scored as excellent/very good, good/fair, or poor.22 Depression was measured by the Patient 

Health Questionnaire (PHQ)-9.23 Pain was assessed by using the pain intensity subscale of 

the Geriatric Pain Measure.24 Comorbidity was determined by the number of medical 

conditions in the participants’ medical records that were defined by the International 

Classification of Diseases, Ninth Revision. Evidence of post-traumatic stress disorder 

(PTSD) was collected using the four-item Primary Care PTSD Screen.25 Self-reported use 

of sleeping medication was collected from a single item on the PSQI. Cognitive function 

was measured with the MMSE15 where a score below 24 suggests cognitive impairment. 

Caregiver characteristics were also collected and included the relationship with a primary 

caregiver and number of caregivers per individual participant.

Data Analysis

Descriptive statistics were calculated for all variables. Pearson correlations were calculated 

to test the association between physical function variables and sleep measures as well as the 

following participant characteristics: age, years of education, comorbidity, duration of 

ADHC attendance, depression, pain, and cognitive function, while Student t-tests and 

ANOVA were used to test the differences in physical function by the following participants’ 

characteristics: race, marital status, employment status, living arrangement, health status, 

relationship to caregiver, sleep medication use, and PTSD. The significance level for each of 

the prior tests was assessed and tests yielding p-values significant at the 10% level of 

significance were used to select independent variables for inclusion in the nested regression 

model. A nested regression model was formed in which physical function was the dependent 

variable and the significant (P< .10) variables from the prior analyses were entered in three 

blocks. Block 1 included marital status, reported use of sleep medication, comorbidity, and 
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PTSD. Block 2 included living arrangement of the participant. Block 3 included sleep 

variables, specifically, total sleep time, numbers of nocturnal awakenings, and total 

nighttime wake time from actigraphy. For these statistical tests, P< .05 was considered 

statistically significant. Analyses were conducted using Stata statistical software (version 13, 

Stata Corporation, College Station, TX).

RESULTS

Participant Characteristics

Table 1 shows summary statistics for the participants’ demographic and sleep 

characteristics. Table 2 shows summary statistics for the participants’ physical function. 

Only 2 of 50 participants did not need assistance with any ADLs or IADLs. Participants had 

an average of two caregivers, and a spouse was typically the primary caregiver. Of the 

ADLs assessed, participants most frequently needed help with bathing (70%) and walking 

(56%). Of the IADLs, they relied most on others for assistance with housework (80%) and 

preparing meals (68%).

Relationships Among Sleep, Physical Function, and Covariates

In bivariate analyses, lower ADL/IADL total score was associated with objective (i.e., by 

actigraphy) evidence of more nighttime awakenings (r= −0.31, P= .026) and more daytime 

sleeping (r= −0.32, P= .026). Total sleep time at night was also significantly associated with 

the total number of ADL limitations (r= 0.30, P= .036). In addition, longer time spent in bed 

at night was associated with greater ADL impairment (r= −0.41, P< .05). Neither PSQI nor 

ISI scores were significantly associated with ADL/IADL scores. Married participants had 

significantly lower (a) total ADL/IADL scores (17.5±5.2 vs. 20.4±3.4), (b) ADL scores 

(8.9±2.6 vs. 10.0±1.3), and (c) IADL scores (8.6 ±3.3 vs. 10.3±2.4) and a higher total 

number of IADL limitations (4.3±2.1 vs. 3.2 ±1.9) than those who were unmarried (all P-

values < .05). Participants with PTSD had higher numbers of ADL limitations than those 

without the disorder (4.2±1.3 vs. 2.3±1.8, P= .018). Participants living alone also had higher 

ADL/IADL scores (22.0±1.2, P= .003), IADL scores (11.6 ±0.7, P= .002), and lower 

number of IADL limitations (2.1±0.5, P< .001) than those living with spouses (16.8 ±0.9; 

8.1±0.6; 4.7±0.4, respectively) or others (19.3±1.0; 9.6±0.7; 3.9±0.4, respectively).

Association between Sleep and Physical Function

The results of the nested regression models that tested associations between objective sleep 

and physical function are summarized in Table 3. The variables entered in Block 1 (marital 

status, sleep medication use, PTSD, and comorbidity) were, as a group, significantly related 

to physical function (P=.026, R2= 0.214). Living arrangement (i.e., living alone vs. living 

with a spouse or others) in Block 2 explained an additional 12.2% of the variance in physical 

function after accounting for the variables in Block 1 (P= .027). The contribution of 

objective sleep variables (total sleep time, total numbers of awakenings, and total wake time; 

Block 3) accounted for a significant proportion of the variance (R2
change= 12.8%, P= .034) 

in physical function above and beyond the Block 1 and 2 variables. In total, all 10 variables 

in Blocks 1, 2, and 3 were jointly associated with physical function (R2= 46.4%, adjusted 

R2= .344).
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DISCUSSION

As expected, the participants in the ADHC program had physical limitations and most 

needed assistance with ADLs and IADLs. We found that objectively measured “poor” sleep 

was significantly associated with poor physical function in this population, even after 

controlling for health problems such as PTSD, use of sleep medication, and demographic 

characteristics (i.e., marital status and living arrangement). Of note, objective sleep 

measures including prolonged nighttime sleep, increased total wake time, and higher 

numbers of nocturnal awakenings were associated with poor function in ADLs and IADLs.

Prior research in other settings has reported significant associations between total sleep time 

and physical function. For example, a large cohort study of older women10 (N=2,889) found 

that participants with shorter (<6 hours) and longer (≥7.5 hours/night) sleep time measured 

by actigraphy had higher odds of having a functional limitation (i.e., self-reported difficulty 

with at least one of the IADLs) than those who slept 6.8–7.5 hours/night. This association 

remained significant for those who slept longer, even after adjusting for covariates (e.g., age, 

depression, comorbidity, cognitive function). Additionally, women who experienced ≥1.6 

hours of wakefulness after sleep onset had higher odds of a functional limitation than those 

with < .7 hours. In other work, a cross-sectional telephone survey of older adults (N=1,026) 

found that decreased function in performing IADLs was associated with both early (≤9 pm) 

and late bedtime (≥1 am) and early (≤5 am) and late (≥9 am) wake-up time, based on self-

reported sleep.26 Our study builds upon these findings by including objectively monitored 

sleep in addition to self-report measures. Most of the participants in previous studies were 

living actively (e.g., working) in the community; those with significant disabilities were 

excluded from participation in the studies. Our findings provide increasingly strong 

evidence of the relationships between sleep and physical function in older adults with poor 

functional limitations.

Our findings have important clinical implications. Sleep assessment might be a useful 

adjunct in evaluating the functional outcomes of ADHC participants. The mechanism 

underlying the relationships between sleep and physical function is not well-known. 

Although research has yet to show whether nonpharmacological sleep interventions can 

delay or prevent limitations in physical function, studies have reported that sleep 

intervention programs could improve health-related quality of life in older adults.27 This 

raises the possibility that such interventions might help delay or prevent limitations of 

physical function in ADHC patients who are typically at high risk for decline. We adjusted 

for participant characteristics in our models, which may explain the relationship. However, 

the association between sleep and physical function was significant after adjusting for 

marital status, sleep medication use, comorbidity, and PTSD. Other factors such as 

inflammation or neuroendocrine dysfunction might explain the associations.9 For example, 

sleep loss has been related to inflammation28, which is associated with functional decline.29

To our knowledge, this is the first study to investigate whether a significant association 

exists between sleep and physical function in vulnerable older adults in an ADHC program. 

Further, by using objective and subjective sleep variables, we were able to explore both 
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patient perceived sleep quality and actual measured sleep variables. This is a key strength of 

our analysis.

Nonetheless, this study has several limitations. First, our sample size was small and 

primarily male, which may limit generalizability to older women or nonveterans in 

community-based ADHC programs. Second, the participants’ reported sleep quality was 

fairly good (average actigraphy measured sleep efficiency >80%), although they had long 

spells of nocturnal wake time and daytime sleeping. Perhaps participation in an ADHC 

program led to improvements in sleep quality or to underreporting of sleep-related 

symptoms as participants focused on other areas of well-being. Finally, because of the larger 

study’s enrollment criteria, our participants had higher cognitive function; those with 

moderate or severe cognitive difficulties were excluded.

In conclusion, long sleep time and fragmented sleep (i.e., longer wake time, higher numbers 

of nocturnal awakenings) was significantly associated with poor physical function among 

older veterans in an ADHC program. Strategies to address poor sleep may enable ADHC 

participants to remain maximally independent in performing ADLs and IADLs, thereby 

reducing caregiver burden and enhancing quality of life.

Acknowledgments

Sponsor’s Role:

The funding agencies had no direct role in the conduct of the study; the collection, management, analyses and 
interpretation of the data; or preparation or approval of the manuscript.

This study is supported by the Veterans Affairs Rehabilitation Research and Development Service Merit Review 
Project 1RX000135-01 (PI: Martin), VA Advanced Geriatrics Fellowship Program, and the VA Greater Los 
Angeles Healthcare System Geriatric Research, Education and Clinical Center. Research reported in this 
publication was also supported by UCLA Claude Pepper Older Americans Independence Center (5P30AG028748, 
PI: Dzierzewski), National Center for Advancing Translational Sciences UCLA CTSI (UL1TR000124, PI: 
Dzierzewski), and the National Institute on Aging of the National Institutes of Health (K23AG045937, PI: Fung).

References

1. The MetLife Mature Market Institute. The MetLife National Study of Adult Day Services: providing 
support to individualz and their family caregivers. New York, NY: MetLife Mature Market 
Institute; 2010. 

2. Schmitt EM, Sands LP, Weiss S, Dowling G, Covinsky K. Adult day health center participation and 
health-related quality of life. The Gerontologist. 2010; 50:531–540. [PubMed: 20106933] 

3. Department of Veterans Affairs. VHA Handbook: Adult day health care. Washington, DC: 
Department of Veterans Affairs, Veterans Health Administration; 2009. 

4. Rothman ML, Hedrick SC, Bulcroft KA, Erdly WW, Nickinovich DG. Effects of VA adult day 
health care on health outcomes and satisfaction with care. Medical care. 1993; 31:SS38–49. 
[PubMed: 8361247] 

5. Droes RM, Breebaart E, Meiland FJ, Van Tilburg W, Mellenbergh GJ. Effect of Meeting Centres 
Support Program on feelings of competence of family carers and delay of institutionalization of 
people with dementia. Aging & mental health. 2004; 8:201–211. [PubMed: 15203401] 

6. Gaugler JE, Jarrott SE, Zarit SH, Stephens MA, Townsend A, Greene R. Adult day service use and 
reductions in caregiving hours: effects on stress and psychological well-being for dementia 
caregivers. International journal of geriatric psychiatry. 2003; 18:55–62. [PubMed: 12497556] 

7. Dabelko HI, Balaswamy S. Use of adult day services and home health care services by older adults: 
a comparative analysis. Home health care services quarterly. 2000; 18:65–79. [PubMed: 11211321] 

Song et al. Page 7

J Am Geriatr Soc. Author manuscript; available in PMC 2016 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



8. Martin JL, Fiorentino L, Jouldjian S, Josephson KR, Alessi CA. Sleep quality in residents of 
assisted living facilities: effect on quality of life, functional status, and depression. J Am Geriatr 
Soc. 2010; 58:829–836. [PubMed: 20722819] 

9. Dam TT, Ewing S, Ancoli-Israel S, Ensrud K, Redline S, Stone K. Association between sleep and 
physical function in older men: the osteoporotic fractures in men sleep study. Journal of the 
American Geriatrics Society. 2008; 56:1665–1673. [PubMed: 18759758] 

10. Goldman SE, Stone KL, Ancoli-Israel S, et al. Poor sleep is associated with poorer physical 
performance and greater functional limitations in older women. Sleep. 2007; 30:1317–1324. 
[PubMed: 17969465] 

11. Bakken LN, Kim HS, Finset A, Lerdal A. Stroke patients’ functions in personal activities of daily 
living in relation to sleep and socio-demographic and clinical variables in the acute phase after 
first-time stroke and at six months of follow-up. J Clin Nurs. 2012; 21:1886–1895. [PubMed: 
22486783] 

12. Luyster FS, Chasens ER, Wasko MC, Dunbar-Jacob J. Sleep quality and functional disability in 
patients with rheumatoid arthritis. J Clin Sleep Med. 2011; 7:49–55. [PubMed: 21344040] 

13. Spira AP, Covinsky K, Rebok GW, et al. Poor sleep quality and functional decline in older women. 
Journal of the American Geriatrics Society. 2012; 60:1092–1098. [PubMed: 22690985] 

14. Hughes JM, Martin JL. Sleep Characteristics of Veterans Affairs Adult Day Health Care 
Participants. Behavioral sleep medicine. 2014

15. Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”. A practical method for grading the 
cognitive state of patients for the clinician. Journal of psychiatric research. 1975; 12:189–198. 
[PubMed: 1202204] 

16. Fillenbaum, G. Multidimensional Funcional Assessment of Older Adults: The Duke Older 
Americans Resources and Services Procedures. Hillsdale, New Jersey: Lawrence Erlbaum 
Associates; 1988. 

17. Littner M, Kushida CA, Anderson WM, et al. Practice parameters for the role of actigraphy in the 
study of sleep and circadian rhythms: an update for 2002. Sleep. 2003; 26:337–341. [PubMed: 
12749556] 

18. Fung CH, Martin JL, Chung C, et al. Sleep disturbance among older adults in assisted living 
facilities. The American journal of geriatric psychiatry : official journal of the American 
Association for Geriatric Psychiatry. 2012; 20:485–493. [PubMed: 22531104] 

19. Buysse DJ, Reynolds CF 3rd, Monk TH, Berman SR, Kupfer DJ. The Pittsburgh Sleep Quality 
Index: a new instrument for psychiatric practice and research. Psychiatry research. 1989; 28:193–
213. [PubMed: 2748771] 

20. Bastien CH, Vallieres A, Morin CM. Validation of the Insomnia Severity Index as an outcome 
measure for insomnia research. Sleep medicine. 2001; 2:297–307. [PubMed: 11438246] 

21. Morin, CM. Insomnia: Psychological assessment and management. New York: Guilford Press; 
1993. 

22. Jenkinson C, Layte R, Jenkinson D, et al. A shorter form health survey: can the SF-12 replicate 
results from the SF-36 in longitudinal studies? J Public Health Med. 1997; 19:179–186. [PubMed: 
9243433] 

23. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity measure. 
Journal of general internal medicine. 2001; 16:606–613. [PubMed: 11556941] 

24. Ferrell BA, Stein WM, Beck JC. The Geriatric Pain Measure: validity, reliability and factor 
analysis. J Am Geriatr Soc. 2000; 48:1669–1673. [PubMed: 11129760] 

25. Prins A, Ouimette P, Kimerling R, et al. The primary care PTSD screen (PC-PTSD): development 
and operating characteristics. Primary Care Psychiatry. 2003; 9:9–14.

26. Ohayon MM, Vecchierini MF. Normative sleep data, cognitive function and daily living activities 
in older adults in the community. Sleep. 2005; 28:981–989. [PubMed: 16218081] 

27. Johansson A, Adamson A, Ejdeback J, Edell-Gustafsson U. Evaluation of an individualised 
programme to promote self-care in sleep-activity in patients with coronary artery disease -- a 
randomised intervention study. Journal of clinical nursing. 2014; 23:2822–2834. [PubMed: 
24479893] 

Song et al. Page 8

J Am Geriatr Soc. Author manuscript; available in PMC 2016 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



28. Irwin MR, Wang M, Campomayor CO, Collado-Hidalgo A, Cole S. Sleep deprivation and 
activation of morning levels of cellular and genomic markers of inflammation. Archives of internal 
medicine. 2006; 166:1756–1762. [PubMed: 16983055] 

29. Cohen HJ, Harris T, Pieper CF. Coagulation and activation of inflammatory pathways in the 
development of functional decline and mortality in the elderly. The American journal of medicine. 
2003; 114:180–187. [PubMed: 12637131] 

Conflicts of Interest

Song et al. Page 9

J Am Geriatr Soc. Author manuscript; available in PMC 2016 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



E
le

m
en

ts
 o

f
F

in
an

ci
al

/P
er

so
na

l
C

on
fl

ic
ts

Y
eo

ns
u 

So
ng

C
at

hy
 A

. A
le

ss
i

M
ic

ha
el

 M
it

ch
el

l
St

el
la

 J
ou

ld
ji

an
K

ar
en

 R
.

Jo
se

ph
so

n
Jo

se
ph

D
zi

er
ze

w
sk

i
C

on
st

an
ce

 H
.

F
un

g
Ju

an
 C

.
R

od
ri

gu
ez

Je
nn

if
er

 L
. M

ar
ti

n

Y
es

N
o

Y
es

N
o

Y
es

N
o

Y
es

N
o

Y
es

N
o

Y
es

N
o

Y
es

N
o

Y
es

N
o

Y
es

N
o

E
m

pl
oy

m
en

t 
or

 A
ff

ili
at

io
n

X
X

X
X

X
X

X
X

X

G
ra

nt
s/

F
un

ds
X

X
X

X
X

X
X

X
X

H
on

or
ar

ia
X

X
X

X
X

X
X

X
X

Sp
ea

ke
r 

F
or

um
X

X
X

X
X

X
X

X
X

C
on

su
lt

an
t

X
X

X
X

X
X

X
X

X

St
oc

ks
X

X
X

X
X

X
X

X
X

R
oy

al
ti

es
X

X
X

X
X

X
X

X
X

E
xp

er
t 

T
es

ti
m

on
y

X
X

X
X

X
X

X
X

X

B
oa

rd
 M

em
be

r
X

X
X

X
X

X
X

X
X

P
at

en
ts

X
X

X
X

X
X

X
X

X

P
er

so
na

l R
el

at
io

ns
hi

p
X

X
X

X
X

X
X

X
X

Fo
r 

“y
es

”,
 p

ro
vi

de
 a

 b
ri

ef
 e

xp
la

na
tio

n:

JL
M

: H
on

or
ar

ia
 f

or
 s

pe
ak

in
g:

 E
qu

in
ox

 F
itn

es
s.

 M
em

be
r 

of
 th

e 
B

oa
rd

 o
f 

D
ir

ec
to

rs
 o

f 
th

e 
Sl

ee
p 

R
es

ea
rc

h 
So

ce
ity

.

Song et al. Page 10

J Am Geriatr Soc. Author manuscript; available in PMC 2016 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Song et al. Page 11

Table 1

Characteristics of Participants (N = 50) in a VA Adult Day Health Care Program

Characteristics Value

Age, mean ± SD (range) 77.4 ± 9.8 (60–97)

Male, n (%) 47 (94)

White, n (%) 34 (68)

Married, n (%) 25 (50)

Education, years, mean ± SD (range) 14.4 ± 2.3 (8–20)

Current employment status, n (%)

 Unable to work 8 (16)

 Volunteer 1 (2)

 Retired 41 (82)

Months of participation in ADHCa, mean ± SD (range) 12.9 ± 24.0 (0.05–120)

Current residence a, n (%)

 Own home 29 (59.2)

 Relative or friend’s home 8 (16.3)

 Institution (e.g., assisted living facility, board and care home) 12 (24.5)

Living arrangement, n (%)

 Alone 13 (26)

 Spouse/spouse and others 21 (42)

 Others 16 (32)

Comorbidity, mean ± SD (range) 24.1 ± 14.9 (4–68)

Self-rated health, n (%)

 Excellent/very good 20 (40)

 Good/fair 29 (58)

 Poor 1 (2)

Caregiver b, n (%)

 Spouse 15 (30.6)

 Adult child 10 (20.4)

 Other relative/neighbor 5 (10.2)

 Paid caregiver 12 (24.5)

Total no. of caregivers per person b, mean ± SD 2.2 ±1.0 (1–5)

Reported use of sleep medication, n (%) 10 (20)

Posttraumatic stress disorder, n (%) 6 (12)

Depression, mean ± SD (range) 5.5 ± 5.1 (0–20)

Pain, mean ± SD (range) 15.3 ± 12.3 (0–39)

Mini-Mental State Examination, mean ± SD (range) 25.1 ± 3.2 (16–30)

a
n=49;

b
n = 43
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Table 2

Characteristics of Participants’ (N = 50) Sleep and Physical Function

Sleep and Physical Function Value

Sleep

 Subjective Sleep

  Pittsburgh Sleep Quality Index score, mean± SD (range) 6.0±4.2 (1–15)

  Insomnia Severity Index score, mean± SD (range) 7.8±6.4 (0–22)

  Total time in bed a, min, mean± SD (range) 8.8±1.8 (6–14)

 Objective sleep

  Total sleep time, min, mean ± SD (range) 464.8 ± 86.9 (294.3–719.6)

  Sleep efficiency, %, mean ± SD (range) 83.7 ± 7.5 (56.3–96.4)

  Total wake time, min, mean ± SD (range) 89.2 ± 41.5 (25.8–229)

  Total numbers of awakenings, mean ± SD (range) 25.2 ± 8.8 (6.6–45.7)

  Total nap time b, min, mean ± SD (range) 272.8 ± 144.3 (68–598)

Physical Function

 ADLs/IADLs

  Total score of ADLs/IADLs, mean ± SD (range) 18.9 ± 4.6 (7–26)

  Subtotal score of ADLs, mean ± SD (range) 9.5 ± 2.1 (3–12)

  Subtotal score of IADLs, mean ± SD (range) 9.5 ± 2.9 (2–14)

  Total no. of ADLs limitation, mean ± SD (range) 2.5 ± 1.8 (0–6)

  Total no. of IADLs limitation, mean ± SD (range) 3.8 ± 2.0 (0–7)

 Subitems of ADLs

  Eating, n (%) 11 (22)

  Dressing, n (%) 17 (34)

  Grooming (e.g., combing hair, shaving), n (%) 8 (16)

  Walking, n (%) 28 (56)

  Getting in and out of bed, n (%) 12 (24)

  Taking a bath or shower, n (%) 35 (70)

  Trouble getting to bathroom on time, n (%) 16 (32)

 Subitems of IADLs

  Using telephone, n (%) 13 (26)

  Getting to places beyond walking distance, n (%) 23 (46)

  Shopping for groceries or clothes b, n (%) 20 (41)

  Preparing own meals, n (%) 34 (68)

  Doing housework, n (%) 40 (80)

  Taking own medication, n (%) 30 (60)

  Managing own money, n (%) 28 (56)

ADLs = activities of daily living; IADLs = instrumental activities of daily living

a
n=36;

b
n=49
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