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One reason for the lack of UK social scientifi c research on 
sleep is that few British national datasets have hitherto 
collected data on sleep. An exception is the British 
Psychiatric Morbidity Survey (PMS) (Singleton, Bumpstead, 
O’Brien, Lee & Meltzer, 2001). In analyses of this dataset, 
sleep problems were associated with disadvantaged socio-
economic circumstances, even when adjusting for socio-
demographic characteristics, smoking, poor health and 
depression (Arber, Bote & Meadows, 2009). However, the 
PMS contains relatively few questions on the social and 
work aspects of respondents’ lives. In contrast, studies of 
sleep in other countries have analysed the associations of 
sleep problems with a broader range of social variables. For 
example, researchers have shown how subjective fi nancial 
well-being in childhood and adulthood have adverse effects 
on sleep in midlife, net of income and other socio-economic 
variables (Lallukka, Rahkonen, Lahelma & Arber, 2010); 
and how sleep complaints are associated with physically 
strenuous working conditions, psychosocial job strain 
and work-family confl icts (Sekine, Chandola, Martikainen, 
Marmot & Kagamimori, 2006; Lallukka, Arber, Rahkonen & 
Lahelma, 2010). Comparable analyses could be undertaken 
using Understanding Society.

At present there are no UK datasets which: 
•  Provide a range of questions pertaining to sleep duration 

and quality; 
•  Allow estimation of the effects of a diversity of social 

characteristics, including health, health behaviours, 
socio-economic circumstances, working conditions, 
neighbourhood characteristics and family circumstances 
on sleep problems; and 

•  Collect sleep items on repeated occasions using a 
longitudinal design. 

Understanding Society fulfi ls all three criteria, allowing 
such analyses based on a large nationally representative 
UK sample.

This chapter will summarise the age and gender profi le 
of responses to the 7 sleep items in Understanding Society 
(Wave 1), and illustrate the patterning of these sleep 
measures with health and socio-economic circumstances. 

MEASUREMENT
When considering the measurement of Sleep duration, 
it is important to recognise that sleep is a complex and 
multifaceted phenomenon, which has both a physiological 
and a rich social, cultural, moral and metaphorical heritage 
(Williams, Meadows & Arber, 2010). Because of its very 
nature, sleep is a liminal/non-conscious activity and 
individuals may not ‘know’ much about it. Individuals may 
also have their own defi nitions and normative expectations 
regarding ‘ideal’, ‘adequate’ or ‘enough’ sleep, which may be 
context dependent.

Understanding Society (Wave 1) included seven questions 
about sleep in the self-completion component. These 
questions, and the response categories, mirror some 
aspects of the 17-item Pittsburgh Sleep Quality Index 
(Buysse, Reynolds, Monk, Buman & Kupfer, 1989). They 
also have similarities to the Jenkins Sleep Questionnaire 
(Jenkins, Stanton, Niemcryk & Rose, 1988), which asks 
whether individuals have experienced trouble falling asleep, 
trouble staying awake, waking up at night, and waking up 
feeling tired.  

Sleep Duration was self-recorded in actual hours and 
minutes based on the question ‘How many hours of actual 
sleep did you usually get at night during the last month?’ 

Social scientists have paid scant attention to sleep quality or duration. This 
is surprising given the importance of sleep problems to society in terms 

of health, well-being, safety, productivity and performance. Poor sleep is implicated in increased sickness absence and 
accidents, as well as the high costs of sleeping medication. Sleep is therefore a relevant issue for public health and public 
policy (Williams, Meadows & Arber, 2010). 

The links between poor sleep and both physical and psychological ill-health are well-known. Chronic ill-health and 
disability often cause pain and discomfort at night, resulting in sleep complaints and disorders (Vitiello, Moe & Prinz, 2002). 
Research has consistently found strong associations between depression and poor sleep quality. Recent evidence suggests 
that sleep problems often predate the onset of ill-health, rather than solely being a consequence of ill-health. A recent 
systematic review of prospective studies concluded that both short sleep (under 7 hours) and long sleep (9 or more hours 
per night) were associated with higher mortality (Cappuccio, Lanfranco, Strazzvillo & Miller, 2010). Longitudinal studies 
from a range of countries show that disrupted sleep and short sleep duration are implicated in higher levels of obesity, 
diabetes, hypertension and other health conditions (Gangwisch et al., 2007; Ferrie et al., 2007; Ikehara et al., 2009).

INTRODUCTION
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Three questions asked about the frequency of different 
reasons for trouble sleeping during the past month, each 
with fi ve response categories from ‘Not during the past 
month’ to ‘More than once most nights’. The fi rst asked 
about Sleep latency, whether the respondent ‘cannot get 
to sleep within 30 minutes?’ The second addressed Sleep 
maintenance in terms of how often the respondent reported 
they ‘wake up in the middle of the night or early in the 
morning?’ and the third how frequently the respondent 
had trouble sleeping because they ‘Cough or snore loudly?’ 
The latter item had high levels of non-response with 18% 
of women and 15% of men recorded as ‘don’t know’, which 
increased markedly with age, from 8% of men and women 
younger than age 45 to 38% of women and 30% of men 
over 65 years of age. Since a person may not be aware 
whether they snore at night, except through reports from 
a co-sleeping partner, it is perhaps unsurprising that non-
response increased with age, given increases in widowhood 
and relaxation of norms about partners sharing a bedroom 
above age 60 (Hislop, 2007).  

Two questions addressed possible responses to perceived 
sleep problems. The fi rst was taking Sleep medication – 
‘During the past month, how often have you taken medicine 
(prescribed or ‘over the counter’) to help you sleep?’ with 
four response categories from ‘Not during the past month’ 
to ‘Three or more times a week’. The second asked about 
Daytime sleepiness, which relates to whether an individual 
falls asleep while they are engaged in everyday activities. 
Respondents were asked ‘During the past month, how 
often have you had trouble staying awake while driving, 
eating meals, or engaging in social activity?’ Such daytime 
sleepiness could be potentially dangerous if a person has 
trouble staying awake while driving. This sleep item does not 
measure falling asleep while watching television or reading 
the newspaper, which is much more prevalent, especially 
in later life, and often referred to as ‘dozing’ (Venn & Arber, 
forthcoming).

The fi nal sleep item measured self-reported Sleep quality 
– ‘During the past month, how would you rate your sleep 
quality overall?’ with four response categories ‘very good’, 
‘fairly good’, ‘fairly bad’, ‘very bad’. This could be seen as 
providing a summary of a person’s self-perception of the 
various aspects of their sleep.  

The analyses reported in this chapter are based on 
unweighted data from the self-completion component 
of Understanding Society for respondents aged 16 and 
over. The number of valid responses varied between the 
seven sleep items mainly due to ‘don’t know’ responses, 
varying from 14,506 for ‘cough or snore’ to 17,326 for 
‘Sleep quality’. 

AGE AND GENDER PATTERNING OF 
SLEEP IN UNDERSTANDING SOCIETY
This section examines the gender and age patterning of 
responses to the seven sleep items. We pay particular 
attention to those who report problematic sleep, namely 
short duration (under 6 hours), sleep problems which 
trouble them at least 3 nights a week, taking sleeping 
medication and reporting ‘bad’ sleep quality.

SLEEP DURATION 

Twelve percent of respondents report very short sleep of 
under 6 hours per night and an additional 16% report short 
sleep of under 6 1/2 hours (Table 1a). These levels of short 
sleep duration would usually be considered to have adverse 
effects on health if maintained for lengthy periods. Twelve 
percent self-report long sleep of 8.5 hours or longer, while 
only 3% report sleeping for at least 9.5 hours. 

Women are slightly more likely to report both short and 
long sleep durations. Age has a much greater effect on sleep 
duration than gender. Figure 1a shows an approximately 
linear gradient of short sleep (under 6 hours) increasing 
with age for women, whereas for men the peak age is 
45-54. Women over age 85 are particularly likely to report 
short sleep.  

SLEEP LATENCY 

Women are more likely to report problems getting to 
sleep within 30 minutes, 24% on 3 or more nights a week, 
compared to 18% of men (Table 1b). Women’s greater 
problems with sleep latency occur particularly from midlife 
onwards (Figure 1b). Problems getting to sleep on 3 or 
more nights per week are high under age 25. For women, 
problems getting to sleep increase to age 64, are stable to 
age 84 and are highest among those 85 or older. For men, 
problems getting to sleep slightly decrease to age 55 and 
are then stable.

SLEEP MAINTENANCE 

Women are more likely than men to report problems waking 
up during the night or early in the morning (Table 1c). There 
is a clear age effect, with problems reported on 3 or more 
nights per week increasing with age (Figure 1c), especially 
for men. Half of men and women over age 65 report sleep 
maintenance problems on 3 or more nights per week, 
compared to under a fi fth of men and a third of women 
under 25. Thus, both age and gender affect the likelihood 
of waking during the night or problems of early morning 
wakening.  
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Figure 1 Sleep Items by gender and age group
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(b)  Sleep latency - cannot get to sleep within 30 minutes on 3 or more 
nights per week
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(c)  Sleep maintenance - Wake in the middle of the night or early morning 
on 3 or more nights per week
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(e) Sleeping medication – Taken on 3 or more nights per week
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(f)  Daytime sleepiness – Trouble staying awake during activities 
on 3 or more days per week

 16-24 25-34 35-44 45-54 55-64 65-74 75-84 85+

% 14

12

10

8

6

4

2

0

(g)  Sleep quality - Percentage reporting ‘fairly bad’ or ‘very bad’ sleep
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COUGHING OR SNORING 

More men than women report that snoring or coughing 
disturbs their sleep, 30% of men and 20% of women more 
than once per week (Table 1d). Men’s sleep is more likely to 
be adversely affected by coughing or snoring than women, 
particularly from ages 44-74 (Figure 1d). The peak age 
for sleep disturbance for this reason for women is 55-64, 
but it is important to note the high levels of non-response, 
especially among older women, which may alter the age 
pattern. 

SLEEPING MEDICATION 

A tenth of people report taking sleeping medication on 3 or 
more nights a week (9% of men and 10% of women), while 
84% of men and 82% of women say that they have not taken 
sleeping medication in the past month (Table 1e). A strong 
and linear age gradient is found, especially for women 
(Figure 1e), with 25% of women and 15% of men over 85 
taking sleeping medication on three or more nights a week. 

DAYTIME SLEEPINESS 

Under 2% of people report diffi culty staying awake during 
the day while engaged in other activities 3 or more times 
a week (Table 1f). While 83% of men and 86% of women 
report that this has not happened in the past month. 
Frequent daytime sleepiness (3 or more times a week) is 
most common among those over 85. The age pattern for 
daytime sleepiness at least weekly shows higher levels 
among young women (16-24), men in midlife (45-54) and 
among women and men over 85 (Figure 1f).  

SLEEP QUALITY  

As expected from responses to the other sleep items, 
women are more likely to negatively rate their sleep quality, 
26% compared to 20% of men (Table 1g). However, given 
the higher prevalence of self-reported sleep problems with 
increasing age, e.g. waking in the night, use of sleeping 
medication, and short sleep duration, it could be considered 
surprising that there is no age gradient in reports of bad 
sleep quality (Figure 1g). The proportions reporting ‘fairly 
or very bad’ sleep are slightly higher in the middle years, 
especially for women (30% of women aged 45-54), and 
lower at age 75-84 (at 18%). One reason for this seeming 
age anomaly in self-assessed sleep quality may relate 
to social comparisons. Using sleep measures from the 
Pittsburgh Sleep Quality Index (PSQI), several psychosocial 
measures, and in-depth interviews with 18 older women, 
both ‘good’ and ‘poor’ sleepers reported signifi cant sleep 
disruption (Davis, Moore & Bruck, 2007).The authors 
suggest that the key factor in distinguishing good and poor 
sleep quality was ‘the way that they thought about their own 
sleep quality, in the wider context of their construction of 
normal sleep, which was often based on their engagement 
with comparison strategies’ (Davis et al. 2007, para.5.11).

Table 1 Sleep items by sex (Column Percentages)   

Not in last month 

< Once a week

Once/twice a week

3+ times a week

More than once most nights

N

Not in last month 

< Once a week

Once/twice a week

3+ times a week

N

Not in last month 

< Once a week

Once/twice a week

3+ times a week

N

Very good

Fairly good

Fairly bad

Very bad

N

d) Cough or snore loudly at night

e) Take sleeping medication 

f) Trouble staying awake in day 

g) Sleep quality

56.9

13.5

10.7

 7.9

11.0

6,444

84.3

  4.3

  2.2 

  9.2

7,475

83.3

10.5

  4.6

  1.7

7,478

26.7

53.8

15.8

  3.8

7,535

68.0

11.4

 7.7

 5.3

 7.5

8,042

81.8

  5.0

  3.1

10.1

9,648

86.0

  8.1

  4.2

  1.8

9,625

23.3

51.1

20.6

  5.1

9,791

63.1

12.4

  9.1

  6.4

  9.1

14,486

82.9

  4.7

  2.7

  9.7

17,123

84.8

  9.1

  4.3

  1.7

17,103

24.8

52.3

18.5

  4.5

17,326

Male Female Total

Not in last month 

< Once a week

Once/twice a week

3+ times a week

More than once most nights

N

Not in last month 

< Once a week

Once/twice a week

3+ times a week

More than once most nights

N

< 6 hours

6 < 6.5 hours

6.5 < 7.5 hours

7.5 < 8.5 hours

8.5 < 9.5 hours

≥ 9.5 hours

N

b) Sleep latency – can’t get to sleep in 30 mins

c) Sleep maintenance – waking in night

a) Usual sleep duration

45.1

22.3

15.1

  8.2

  9.3

6,974

24.5

18.0

21.3

18.4

17.7

7,056

11.1

15.5

32.6

30.8

  7.1

  3.0

7,212

37.1

21.3

17.5

11.6

12.5

8,887

19.3

16.1

20.8

19.8

24.0

9,196

13.1

15.6

27.2

31.3

  9.3

  3.6

9,215

40.6

21.7

16.4

10.1

11.1

15,861

21.5

16.9

21.0

19.2

21.3

16,252

12.2

15.5

29.6

31.1

 8.3

 3.4

16,427



SOCIAL AND HEALTH PATTERNING OF 
SLEEP QUALITY AND DURATION

6 

SUMMARY  

The seven sleep items vary in their relationship with age 
and gender. Short sleep duration and waking during the 
night both increase strongly with age, as does taking 
sleeping medication. Diffi culty trying to get to sleep (sleep 
latency) is highest for the youngest age group, then shows 
a modest positive association with age for women and a 
modest inverse association for men. 

Present fi ndings suggest that self-assessed sleep quality 
is poorest in mid-life (45-54) for both men and women, 
with ratings of bad sleep less frequent among those over 
75. This seems anomalous given the higher prevalence of 
waking in the night, use of sleeping medication, and short 
sleep duration with age. However, as previously noted, 
self-assessed sleep quality may be bound up within social 
comparison strategies and the idea that ‘no matter how 
bad my sleep is, it is not as bad as his/hers’. There is also 
some debate within clinical circles as to how to interpret 
this apparent anomaly. It has long been argued that, as we 
age, the amount of time spent in deep, slow wave sleep 
diminishes, while the time spent in lighter, stage 1 and 
stage 2 sleep increases. Therefore, older people often have 
more fragmented sleep and wake up earlier (Bliwise, 2005). 
What is less clear is whether this is a problem or a sign 
of a reduced capacity/need for sleep as we age (Klerman 
& Dijk, 2008). If the latter, the linear increase in sleeping 
medication use with age suggests an inappropriate response 
to older people’s sleep profi le.

The seven sleep items tap into diverse aspects of sleep, and 
as expected show varying levels of inter-correlations with 
each other (Table 2). Sleep duration is negatively correlated 
with all other sleep items, since short sleep duration is 
likely to be a consequence of many of the sleep problems 
identifi ed. The lowest correlation is with sleeping medication 
(-.09), suggesting that taking sleeping medication has little 
association with reported sleep duration. There is a strong 
correlation between sleep latency and sleep maintenance 
(.47). Overall, the strongest inter-correlations are between 

sleep quality and the other six items. However, as already 
noted, sleep quality is unrelated to age, unlike most of the 
other sleep items.  

SOCIAL AND HEALTH PATTERNING 
OF SLEEP DURATION AND QUALITY
Sleep problems are closely associated with ill-health, 
although the direction of causation is not always clear. 
Debates about inequalities in health have been ongoing for 
the last 30 years, with research and policy concerns focused 
on the strong link between disadvantaged socio-economic 
circumstances and ill-health/mortality. It is therefore 
important to consider the ways in which sleep problems are 
associated with both socio-economic circumstances and ill-
health, since sleep problems may be one of the intermediary 
mechanisms through which disadvantaged socio-economic 
circumstances are linked to ill-health.  

This section provides preliminary analyses related to 
this topic by examining how demographic characteristics 
(gender, age, marital status), socio-economic characteristics 
(education, employment status, social class) and two health 
measures are associated with fi ve of the sleep items. These 
sleep items are each dichotomised as in Figure 1 to indicate 
more problematic sleep: Sleep duration as under 6 hours 
sleep per night; Sleep latency as not being able to get to 
sleep within 30 minutes on 3 or more nights per week; 
Sleep maintenance as waking up in the middle of the night 
or early in the morning on 3 or more nights per week; 
taking Sleeping medication on one or more nights per week; 
and self-rated Sleep quality as ‘fairly bad’ or ‘very bad’. 
We present age and sex adjusted odds ratios from logistic 
regression analyses (Figure 2), and briefl y contrast the 
similarities and differences of the social patterning across 
the fi ve different sleep items. The odds ratio is a measure 
of the strength of association. A value of 1.0 shows no 
association, while positive associations have odds ratios 
above 1.0 and negative associations are below 1.0. 

Table 2 Pearson correlations between sleep items

Minimum n= 14,254

 Sleep duration

 Sleep latency

 Sleep maintenance

 Snore or cough

 Sleeping medication

 Daytime sleepiness

 Sleep quality

Sleep 
duration

–

Sleep 
maintenance 

-.35

  .47

 –

Sleep 
medication

-.09 

  .19

  .17

  .16

  –

Sleep 
quality

-.46

  .54

  .53

  .20

  .23

  .26

–

Sleep 
latency

-.29

–

Snore or
cough 

-.12

 .21

 .27

–

Daytime 
sleepiness

-.13

  .16

  .14

  .13

  .14
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  Figure 2 Adjusted odds ratios of 5 sleep variables* with socio-demographic, socio-economic and health variables

* Sleep duration: Under 6 hours; Sleep latency: Unable to get to sleep in 30 minutes on 3 or more nights per week; Sleep maintenance: Wake up in the middle of the night or 
early in the morning on 3 or more nights per week; Sleeping medication: Take medicine to help sleep on 1 or more nights per week; Sleep quality: Self-assessed sleep as ‘fairly 
bad’ or ‘very bad’

(b)  Age (sex-adjusted) (e) Social class (NS-SEC) (age-sex adjusted)
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Duration

Sleep
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Sleep
Latency

Sleep
Maintenance

Sleep
Maintenance

Sleeping
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■ INTERMEDIATE  ■ OWN ACCOUNT  ■ LOWER SUPERVISORY  ■ SEMI-ROUTINE   
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(c) Marital status (age-sex adjusted)
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Sleeping
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Sleep
Quality
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(f) Employment status (age-sex adjusted)
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Duration

(a) Gender (age-adjusted)

(d) Educational qualifi cations (age-sex adjusted)

Sleep
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Sleeping
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Duration
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Sleeping
Medication

Sleep
Quality
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Odds Ratios

  0 0.5 1 1.5 2 2.5 3.0 3.5
Odds Ratios

■ MEN  ■ WOMEN ■ DEGREE OR ABOVE  ■ TEACHING/NURSING/PROF  ■ A LEVEL
■ GCSE OR BELOW  ■ NO QUALIFICATIONS



SOCIAL AND HEALTH PATTERNING OF 
SLEEP QUALITY AND DURATION

8 

GENDER, AGE AND MARITAL STATUS 

Women have higher odds of ‘less desirable’ sleep in each case, 
with age-adjusted odds ratios varying from 1.20 for taking 
sleeping medication to 1.49 for problems getting to sleep 
(Figure 2a). These odds are similar to the gender difference in 
sleep problems (OR=1.40) reported by Arber et al. (2009).  

There are contrasting age profi les across the fi ve sleep items 
as shown in the odds ratios by age (adjusted for sex), Figure 
2b. The strongest and most linear age gradients are for 
short sleep duration and taking sleeping medication, where 
the odds increase from 1.00 (age 16-24, the reference 
category) to 4.56 for short sleep duration and 4.9 for taking 
sleeping medication among those aged 85 or older. The 
gradient is shallower but also linear for sleep maintenance, 
whereas the associations of age with sleep latency and sleep 
quality are non-linear.

All other socio-demographic, socio-economic and health 
variables in Figure 2 are adjusted for age and sex. For 
marital status, the pattern of associations across the fi ve 
sleep items is similar (Figure 2c). In each case the married 
(reference category) report the best sleep while the divorced/
separated are most likely to report more problematic sleep, 
varying from an odds ratio of 1.93 for short sleep duration 
to 1.34 for problems with sleep maintenance. The widowed 
also report signifi cantly poorer sleep on each measure, 
which is worse than that of the never married, except in the 
case of taking sleeping medication.

SOCIO-ECONOMIC 
PATTERNING OF SLEEP 

Three illustrative 
measures of socio-
economic circumstances 
are considered in Figure 
2: highest educational 
qualifi cations, social class 
and employment status. 
For each sleep item there is 

a linear (or almost linear) gradient with highest educational 
qualifi cations (Figure 2c). Those with no qualifi cations report 
the poorest sleep, which varies from an odds ratio of 2.9 
(compared to OR=1.0, with a degree) for sleep latency 
to 1.66 for problems with sleep maintenance, with sleep 
quality occupying an intermediate position (OR=1.91).  

Social class, measured by the respondent’s current or last 
occupation according to National Statistics-Socio-economic 
Classifi cation (NS-SEC), has a linear (or almost linear) 
gradient with all fi ve sleep items (Figure 2d). Those in 
routine occupations (compared to the reference category 
of higher professional occupations) report the poorest sleep, 
varying from an odds ratio of 3.22 for sleep latency to 1.48 
for problems with sleep maintenance.

The pattern of associations with current employment status 
is consistent across all fi ve sleep items (Figure 2e). In each 
case the best sleep is reported by those who are employed 
or self-employed (the reference category, OR=1) (Figure 2f). 

  Figure 2 Continued

(g) Self-assessed general health (age-sex adjusted) 

Sleep
duration

Sleep
latency

Sleep
maintenance

Sleeping
medication

Sleep
quality

  0 2 4 6 8 10 12 14 16
Odds Ratios

■ EXCELLENT  ■ VERY GOOD  ■ GOOD  ■ FAIR  ■ POOR

(h) Health limits typical activities (age-sex adjusted) 

Sleep
duration

Sleep
latency

Sleep
maintenance

Sleeping
medication

Sleep
quality

  0 1 2 3 4 5 6
Odds Ratios

■ NOT LIMITING  ■ LIMITS A LITTLE  ■ LIMITS A LOT

Those with 
no educational 

qualifi cations 
report the 

poorest sleep 
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The unemployed report signifi cantly poorer sleep than 
those employed, with an odds ratio of 2.26 for sleep latency 
and 2.24 for sleep medication, reducing to 1.44 for sleep 
maintenance. The retired and those looking after a family 
and home occupy an intermediary position between the 
poor sleep of the unemployed and the good sleep of the 
employed, with the retired reporting consistently better 
sleep than those looking after a family/home apart from in 
relation to taking sleeping medication. Those not working 
because of disability or for other ill-health reasons have 
by far the poorest sleep with odds ratios varying from 
7.43 for sleeping medication to 4.42 for problems of sleep 
maintenance. 

HEALTH

Two measures of self-reported health are considered. 
Self-rated (or self-assessed) health was measured by asking: 
‘How is your health in general? Would you say your health 
is excellent, very good, good, fair or poor?’ There is an 
exceptionally strong age-sex adjusted linear gradient for 
all the sleep items, varying from an odds ratio of 13.56 
for ‘poor’ health (compared to the reference category of 
‘excellent’ health) for sleep quality and 12.74 for taking 
sleeping medication, to 6.24 for short sleep duration and 
6.3 for problems of sleep maintenance (Figure 2g). Similarly 
there is a strong gradient of sleep problems with Limiting 
ill-health varying from an odds ratio of 5.15 for limits typical 
activities ‘a lot’ (compared to OR=1.0, ‘no limiting illness’) 
for taking sleeping medication and 5.08 for sleep quality, to 
3.41 for problems of sleep maintenance.  

SUMMARY 

This section has shown that the 5 sleep items are strongly 
related to marital status, health, and socio-economic 
variables in remarkably similar ways. The married 
consistently report the best sleep and the divorced/separated 
the poorest sleep. For each sleep measure those in more 
disadvantageous socio-economic circumstances are more 
likely to report problematic sleep. The associations between 
all the sleep items and both poor self-assessed health and 
limiting ill-health are very stark. Because of the inter-
correlations between socio-economic and health variables, 
a key goal for future work will be to disentangle the 
independent effects of each of these with sleep items while 
adjusting for other variables.  

For each sleep item, women are more likely to report 
problematic sleep with the greatest gender difference 
for sleep latency and the smallest for taking sleeping 
medication. These gender differences are comparable to 
Zhang and Wing’s (2006) fi ndings from their meta-analysis 
of gender differences in insomnia and Arber et al.’s (2009) 
fi ndings. There has been substantial attention within sleep 

research to gender differences in sleep (Zhang & Wing, 
2006), but surprisingly little research on socio-economic 
differences in sleep, which Figure 2 shows are much more 
pronounced than those for gender. In contrast to the 
consistency of the patterning of socio-economic and health 
variables with these fi ve sleep items, the associations of the 
various sleep measures with age are diverse and warrant 
further investigation.

DISCUSSION AND CONCLUSIONS  
The seven sleep items in Understanding Society provide a 
rich resource for secondary analysis. We have documented 
the age and gender pattern of these sleep items, and 

demonstrated strong 
linkages between 
disadvantaged socio-
economic (SES) 
circumstances and sleep 
problems, as well as short 
sleep duration.  

The fi ndings that people 
with more disadvantaged 
SES report greater 

sleep problems need further consideration by health 
researchers. First, to undertake research to identify what 
factors associated with low SES are causally implicated 
in sleep problems in order to identify the underlying 
causal mechanisms, e.g. what part is played by the 
different intermediary mechanisms of work characteristics, 
environmental circumstances, psychosocial stress, worries, 
and poor health? Second, longitudinal studies are needed to 
examine a wide range of SES variables, measures of health 
status, and quality of sleep in order to better assess the 
causal ordering between SES, health and sleep quality.

Understanding Society offers the possibilities for both of 
these lines of analysis. A more complete analysis of Wave 
1, for example, could (i) simultaneously consider the 
independent effects of a wide range of socio-economic 
variables (e.g. education, social class, income, employment 
status, housing tenure), as well as work and neighbourhood 
characteristics; (ii) assess to what extent the higher 
prevalence of sleep problems among individuals with low 
education, not working and in lower social classes may 
be due to their poor physical and mental health, by 
examining models including physical and psychological 
health measures; and (iii) consider the relative associations 
between different sets of factors and sleep problems. For 
example, lifestyle behaviours (smoking, obesity) and worries 
may be confounded with socio-economic characteristics; and 
the relationships between sleep problems and living on a 

People with 
greater health 

limitations 
have poorer 

sleep
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low income or being unemployed may be partially mediated 
through worries or smoking. That is, as mediators, worries 
or smoking may be intervening variables which partially 
or wholly explain the association between the socio-
economic characteristic and sleep problems. Arber et al. 
(2009) suggested that lack of employment may be linked to 
sleep problems in two ways; for the unemployed, primarily 
through its intrinsic relationship with worries, while for the 
economically inactive, primarily because of their poorer 
health status. Retaining the sleep items in future waves 
will allow analysis of the direction of causation between 
employment status, ill-health and sleep quality, and an 
examination of whether part of the mechanism which links 
low socio-economic status to poor health may be through 
the intermediary pathway of poor sleep.
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Sample Size
The sample is respondents aged 16 or older who 
completed the self-completion component of 
Understanding Society. The number of valid responses 
varied between the seven sleep items mainly due to ‘don’t 
know’ responses, varying from 14,506 for ‘Cough or snore’ 
to 17,326 for ‘Sleep quality’. 

Findings
This chapter highlights the utility of seven questions about 
sleep: duration; latency or getting to sleep; staying asleep; 
coughing and snoring; sleepiness in the daytime; taking 
sleep medications; and perceived quality of sleep. The 
questions assess diverse aspects of sleep, with varying 
levels of inter-correlations with each other. Sleep duration 
is negatively correlated with all other items, since short 
sleep duration is likely to be a consequence of many of the 
sleep problems identifi ed. There are strong correlations 
between sleep latency and sleep maintenance and 
between sleep quality and the other items. 

Women consistently are more likely to have sleep 
problems than men. Several sleep problems increase 
with age, particularly short duration, taking sleeping 
medication, and waking up in the night. When adjusting for 
age and gender, married people have better sleep patterns 
than divorced and separated persons and the widowed. 

For each sleep measure, those in more disadvantageous 
socio-economic circumstances are more likely to report 
problematic sleep. There are also very strong associations 
between poor sleep and negative health perceptions and 
having health conditions that have limiting effects. 
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