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RESEARCH

Bedtime regularity predicts positive affect 
among veterans with posttraumatic stress 
disorder: an ecological momentary assessment 
study
Jiyoung Song1*, Aaron J. Fisher1 and Steven H. Woodward2 

Abstract 

Background  Regularizing bedtime and out-of-bed times is a core component of behavioral treatments for sleep dis-
turbances common among patients with posttraumatic stress disorder (PTSD). Although improvements in subjective 
sleep complaints often accompany improvements in PTSD symptoms, the underlying mechanism for this relationship 
remains unclear. Given that night-to-night sleep variability is a predictor of physical and mental well-being, the pre-
sent study sought to evaluate the effects of bedtime and out-of-bed time variability on daytime affect and explore 
the optimal window lengths of over which variability is calculated.

Methods  For about 30 days, male U.S. military veterans with PTSD (N = 64) in a residential treatment program pro-
vided ecological momentary assessment data on their affect and slept on beds equipped with mattress actigraphy. 
We computed bedtime and out-of-bed time variability indices with varying windows of days. We then constructed 
multilevel models to account for the nested structure of our data and evaluate the impact of bedtime and out-of-bed 
time variability on daytime affect.

Results  More regular bedtime across 6–9 days was associated with greater subsequent positive affect. No similar 
effects were observed between out-of-bed time variability and affect.

Conclusions  Multiple facets of sleep have been shown to differently predict daily affect, and bedtime regularity 
might represent one of such indices associated with positive, but not negative, affect. A better understanding of such 
differential effects of facets of sleep on affect will help further elucidate the complex and intertwined relationship 
between sleep and psychopathology.

Trial registration  The trial retrospectively was registered on the Defense Technical Information Center website: 
Award # W81XWH-15–2-0005.

Keywords  Sleep, PTSD, Affect, Experience sampling, Actigraphy

Background
Sleep disturbances and consequent daytime impairment 
are common among individuals with posttraumatic stress 
disorder (PTSD) [1]. Up to 70% and 90% of patients with 
PTSD report experiencing nightmares and insomnia 
symptoms, respectively [2, 3], and the two sleep problems 
are reflected in the diagnostic criteria of PTSD in the 
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Diagnostic and Statistical Manual of Mental Disorders, 
5th Edition (DSM-5) [4]. Some studies have suggested 
that the severity of such sleep disturbances is associated 
with that of daytime dysfunction and that their presence 
in patients with PTSD can interfere with improvements 
in psychological symptoms in psychotherapy [5, 6]. Still, 
improvements in subjective sleep complaints have been 
shown to accompany improvements in PTSD symptoms 
[7], though it is important to note that sleep disturbances 
are among the most likely symptoms to remain at clini-
cally significant levels after PTSD treatment [8].

Psychotherapeutic treatments have been shown to 
effectively treat trauma-related nightmares [9], reduce 
insomnia severity, and improve overall sleep quality 
among many patients with PTSD [10–12]. Among these 
treatments, cognitive behavioral therapy for insomnia 
(CBT-I) [13] is considered the first line treatment for 
insomnia and consists of cognitive restructuring, stimu-
lus control, sleep restriction and compression, relaxa-
tion training, and psychoeducation in sleep hygiene [14]. 
Grounded on psychological and neurobehavioral findings 
demonstrating that irregular bedtime is associated with 
the development of insomnia [15, 16], CBT-I involves 
improving regularity in sleep–wake schedules, especially 
waketimes. Regular bedtimes can promote the synchrony 
between sleep drive and circadian rhythms to produce 
optimal sleep at night, whereas irregular bedtimes can 
lead to misalignment between said processes and poor 
sleep [17]. Qualitative research also supports this frame-
work as individuals struggling with chronic insomnia 
cite variability in their night-to-night sleep as a source of 
frustration [18].

Regularizing sleep–wake schedules has been shown 
to optimize both subjective and objective sleep metrics. 
Irregular bedtimes have been shown to predict worse 
subjective sleep quality [19] as well as more severe day-
time sleepiness [20]. In an experimental study, regular-
izing bedtimes resulted in lower sleep onset latency and 
increased sleep efficiency [21]. There are other physical 
health consequences of regularizing sleep behaviors [22]. 
Irregular sleep–wake schedules were found to predict 
worse self-reported health and higher rates of heart con-
ditions and diabetes [23]. Mazzotti et  al. [24] suggested 
that sleep patterns might even be linked to lipid metabo-
lism and longevity in humans.

Bedtime regularity might be a sleep variable of par-
ticular interest for individuals with both mental health 
problems and sleep disturbances. Sleep–wake intraindi-
vidual variability has also been shown to predict greater 
depression severity among patients with bipolar disor-
der [25] as well as higher risk for bipolar disorder [26] 
and suicidality [27] among university students. In a 
study by Sánchez-Ortuño et al. [28], participants with a 

psychiatric diagnosis and comorbid insomnia exhibited 
greater sleep–wake variability than those with insom-
nia alone, suggesting the potential interaction between 
psychological symptoms and sleep disturbances. Simi-
lar observations were made for patients with PTSD and 
comorbid insomnia. In a study comparing patients with 
PTSD and sleep disturbances and those with insomnia 
alone, the two groups did not differ in their mean levels 
of total sleep time, sleep latency, and subjective insomnia 
ratings [29]. However, patients with both PTSD and sleep 
disturbances exhibited greater intraindividual variability 
than those with insomnia alone. Taken together, these 
findings reinforce the potential usefulness of evaluating 
night-to-night variability in sleep behaviors in patients 
with PTSD.

Longitudinal studies examining the impact of sleep 
among patients with PTSD in naturalistic settings have 
largely focused on the lag-one effects of sleep [30]. That 
is, mean levels of daytime affect and PTSD symptoms 
are compared to measures of previous night’s sleep, 
mostly self-reported duration and quality. For example, 
using ecological momentary assessment (EMA) surveys, 
DeViva et al. [31] found in a veteran sample that previous 
night’s shorter sleep duration predicted greater daytime 
PTSD symptom severity. Similarly, Short et al. [32] found 
that previous night’s poorer sleep quality and efficiency 
were associated with greater PTSD symptoms, less posi-
tive affect, and more negative affect the next day. The 
relationship between sleep quality and PTSD symptoms 
was found to be mediated by negative affect, indicating 
the importance of evaluating daytime affect as an out-
come variable.

Calculating within-person variability for psychophysi-
ological variables like sleep indices requires careful con-
sideration of the window lengths over which variability is 
calculated [33]. For example, in a sample of older adults, a 
minimum of 7 days were found to be necessary to deter-
mine within-person variability of total sleep time, wake 
after sleep onset, sleep efficiency, and sleep fragmenta-
tion [34, 35]. Although within-person means over 3 days 
were comparable to those over 7 and 14 days, 3 days were 
not long enough to provide stable enough variability 
indices.

Although previous studies have demonstrated that 
bedtime regularity is associated with physical and men-
tal health outcomes, no study to date, to our knowl-
edge, has examined its impact on daytime affect in a 
sample of patients with PTSD. Given that regularizing 
bedtime is a core component of treating sleep distur-
bances that are common among patients with PTSD, 
it is important to evaluate the effects of bedtime reg-
ularity in addition to the well-studied effects of mean 
levels of sleep duration and quality. The present study 
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using naturalistic longitudinal data had two primary 
aims. First, we sought to test whether bedtime and out-
of-bed time regularity are significantly associated with 
daytime affect. We hypothesized that smaller bedtime 
and out-of-bed time variability in the past 7 days would 
be associated with greater daily positive affect and 
lower daily negative affect. We chose to examine the 
variability across 7 days based on Rowe et al.’s [34] find-
ing that 7 days of measurement are sufficient to derive 
sleep variability indices. Second, we sought to explore 
the optimal number of days for the effects of bedtime 
and out-of-bed time regularity variability on daytime 
affect. That is, we were interested to find the number of 
days for which bedtimes and out-of-bed times needed 
to be regularized to have the biggest impact on daytime 
affect. The second aim was exploratory given the sparse 
literature related to the topic.

Method
Participants
The present study represents a secondary analysis of 
Woodward et al. [36]. The parent study compared affec-
tive experiences within subjects across weeks when par-
ticipants were or were not accompanied by their service 
dog in a sample of veterans with PTSD in a residential 
treatment program. Results from the parent study indi-
cated the association between the presence of a service 
dog and increased positive and reduced negative affect.

To be included in the parent study, participants 
(N = 64) needed to pass three levels of inclusion and 
exclusion criteria. First, they needed to obtain staff 
approval from a Veterans Affairs (VA) men’s residential 
trauma recovery program at the Menlo Park Division 
of the VA Palo Alto Health Care System. Staff members 
at the residential program assessed the participants for 
their engagement in residential PTSD treatment and fall 
risk. Psychotherapeutic components of the residential 
program included psychoeducation, treatment readiness, 
evidence-based treatments for PTSD, such as Cognitive 
Processing Therapy [37] and Prolonged Exposure [38]. 
Second, staff members at the service dog provider (Paws 
for Purple Hearts, Penngrove, CA) observed prospective 
participants over several 1-h sessions to ensure that they 
interact with the service dogs appropriately. Finally, the 
study team screened to exclude the participants for acute 
somatic disease, psychosis or mania, greater than mild 
traumatic brain injury, or medication with a β-adrenergic 
antagonist which could constrain heart rate, a variable 
of interest in the parent study. All participants provided 
written informed consent in accordance with the proce-
dures of the Stanford/VA Palo Alto Health Care System 
Human Research Protection Program.

Measures
Psychiatric assessment
Study team members used the Structured Clinical Inter-
view for the DSM-5 (SCID-5) [39], the Clinician Admin-
istered PTSD Scale for DSM-5 (CAPS-5) [40] and the 
Brief Traumatic Brain Injury Screen (BTBIS) [41] to 
determine psychiatric diagnoses of the participants. The 
SCID-5 is considered the gold standard structured psy-
chiatric interviewed designed to assess psychiatric diag-
noses corresponding to diagnostic criteria outlined in 
DSM-5 [4]. The CAPS-5 is a structured clinical inter-
view that expands upon the DSM-5 diagnostic criteria 
of PTSD with additional questions about the onset and 
duration of symptoms, distress, social and occupational 
functioning, recent improvement, and response validity. 
The BTBIS consists of three items screening for originat-
ing injury, acute alterations of consciousness, and per-
sisting sequelae and has been judged “overly inclusive” in 
identifying traumatic brain injury [42]. We determined 
such bias to be appropriate for its use as an exclusion-
ary screener in the parent study. In addition to the cli-
nician-administered interviews and questionnaires, we 
employed the PTSD Checklist-5 (PCL-5) [43], the Com-
bat Exposure Scale (CES) [44], and the Beck Depression 
Inventory II (BDI-II) [45]; as self-report psychometrics 
for purposes of sample comparison. Sound psychomet-
ric properties of the PCL-5 [46], the BDI-II [47], and the 
CES [48], including reliability, internal consistency, and 
convergent and divergent validity, have been established 
in the literature. Not all the measures collected in the 
parent study were examined in the present study.

Ecological momentary assessment
Participants received seven EMA survey notifications a 
day on their iPod Touch devices provided by the study 
team. At 7:00 am in the morning, they completed the 
postsleep report, and at 9:30  pm in the evening, they 
completed the presleep report. Between 7:00 am and 
11:30  pm, they completed five surveys at quasirandom 
times within five 2.8-h windows. Within these windows, 
notification timing approximated a normal curve cen-
tered on the midpoint of the window such that partici-
pants rarely received two notifications in a short period. 
From the time participants received a survey notifica-
tion, they had 1-h to complete the survey. This “interval-
contingent” mode of EMA notifications was designed to 
capture the full signal of affect variation within the day, 
given the pragmatic consideration for participant burden 
of completing the surveys. Any missed surveys, includ-
ing presleep and postsleep reports, were treated as miss-
ing data. The EMA surveys consisted of items based on 
the Positive and Negative Affect Schedule (PANAS) 
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[49]. For example, the item assessing guilt read as fol-
lows: “To what extent have you felt guilty since your last 
report?” To reduce routinized responses, five positive 
affect and five negative affect items were randomly cho-
sen from the parent set and presented in each EMA sur-
vey. Participants provided their responses on a 5-point 
Likert scale (1 = not at all to 5 = extremely) by mov-
ing a slider between the anchors. Each affect rating was 
time-stamped with 1-s accuracy. Participants who had 
a within-day survey completion rate of 80% or greater 
received five-dollar incentive payments.

Mattress actigraphy
The study team equipped participants’ beds in the resi-
dential treatment facility with mattress actigraphy. Mat-
tress actigraphy is a nonintrusive, reliable, and valid way 
of capturing participants’ sleep behaviors via a mattress 
topper embedded with accelerometers that can be added 
to their regular mattresses [50]. Actigraphy data were 
obtained every night by a 1-inch cotton-covered latex 
foam mattress topper, which contained low-noise accel-
erometers (Silicon Designs, Issaquah, WA, Model 2210 
2 g, bandwidth: 0–300 Hz) under the thorax. A bedside 
computer hosting a data acquisition circuit (Measure-
ment Computing model 1408-FS, sampling rate, 600 Hz, 
amplitude resolution, 14-bits) recorded accelerometer 
signals, and custom software processed incoming accel-
erometer data into per 30-s time-series of heart rate, 
respiratory sinus arrhythmia, snoring, and body move-
ment [50]. Bedtimes and out-of-bed times were deter-
mined using these accelerometer signals and recorded 
on the unit interval, where 0 indicated 12:00 am, and 1 
11:59 pm. More detailed mattress actigraphy data acqui-
sition processes are described in Woodward et al. [50].

Procedure
Within the 2 weeks after admission, participants under-
went psychiatric diagnostic assessments. They then 
waited about 6  weeks before they were matched with 
their service dog. The study team members oriented the 
participants to an iPod Touch (Apple, Inc., Cupertino, 
CA) and to the EMA app (esmi, Senti, Inc., San Fran-
cisco, CA). Once a week, participants participated in a 
laboratory session at the lab located near the residential 
program (cf. Woodward et al. [51]). During these weekly 
visits, study team members and participants reviewed 
together service dog contact, arousing events, and medi-
cation. Study staff also reminded participants to contact 
the study team between these laboratory sessions if they 
had any difficulties using their study device or app. More 
detailed study participants and procedure information 
can be found in Woodward et al. [36].

Analytic plan
All analyses were conducted in R (Version 4.1.1) [52].

Daily affect
Within each EMA response, we averaged five positive 
and five negative affect items to estimate positive and 
negative affect for that observation, respectively. We 
then averaged all available positive and negative affect 
ratings in each day to compute daily positive and nega-
tive affect. Computing daily levels of positive and nega-
tive affect by averaging the respective affective items is 
a common practice in ecological studies examining the 
relationship between sleep and affect [53–55].

Bedtime and out‑of‑bed time variability
We used moving window approaches to compute a 
series of bedtime and out-of-bed time variability indi-
ces. For example, to calculate a bedtime regularity over 
7  days, we calculated the standard deviation of bed-
times from the past seven days, which were expressed 
on the unit interval. Using this approach, we created 
bedtime and out-of-bed time variability indices based 
on previous 3–14 days from each participant’s longitu-
dinal data.

Multilevel modeling
To account for the nested structure of our dataset, days 
within participants, we constructed and evaluated mul-
tilevel models using the nlme [56] and lmerTest [57] 
packages in R. Addressing both of our aims, we cre-
ated a series of separate multilevel models where daily 
positive and negative affect were dependent variables, 
and a range of bedtime and out-of-bed time variability 
indices were the main predictors of interest. In every 
model, we covaried PTSD symptom severity at study 
start (CAPS-5 score), number of days since admission 
to the trauma residential program, and previous night’s 
actigraphic sleep efficiency (quiescent time divided by 
sleep period length). Covarying the number of days in 
the residential program was necessary to account for 
the effects of residential treatment and service dog on 
participants’ daily affective experiences. Because the 
participants were accompanied by their service dogs 
throughout the EMA portion of the study, the service 
dogs’ presence did not vary at the within-person level 
and thus was not included as a covariate in our models. 
From each model output, we calculated an effect size in 
Cohen’s d for the regression coefficient of bedtime or 
out-of-bed time variability index and compared them 
to determine the optimal number of days of which vari-
ability has the strongest association with daily affect. 
All our models included random intercepts and random 



Page 5 of 12Song et al. BMC Psychiatry          (2023) 23:869 	

slopes of time and variability indices. The nlme package 
defaults to maximum likelihood estimation to handle 
missingness in data.

Results
Sample characteristics and EMA engagement
Participants (N = 64) were all male (100%) due to the 
study design and majority White (56%). The group 
reported high PTSD symptom severity (M = 40.75, 
SD = 7.79). Participants usually went to bed at 10:50 pm 
(SD = 57.03  min) and got out of bed at 6:15 am 
(SD = 22.70 min). Average 7-day bedtime and out-of-bed 
time variabilities were 53.33  min (SD = 21.48  min) and 
22.45  min (SD = 11.29  min), respectively. Participants’ 
out-of-bed times were likely constrained by residential 
treatment programming (i.e., breakfast). Average sleep 
efficiency was 0.85 (SD = 0.07). Participants’ average level 
of apnea–hypopnea index (AHI) fell in the mild range 
(M = 8.75, SD = 11.16). Participants responded to the 
EMA surveys for 30.19  days (SD = 13.79) and provided 
210 observations (SD = 97.10). The mean response rate 
was 68% (SD = 20%). Following the recommendations by 
Jacobson [58], we did not set a strict compliance thresh-
old and instead used all available observations in our 
models. Sample characteristics are presented in Table 1.

Bedtime variability on affect
Lower bedtime variability in the past 7  days was sig-
nificantly associated with greater daily positive affect 
(B = -3.55, SE = 1.32, p = 0.007, d = -0.20). Similarly, lower 
bedtime variabilities in the past 6 (B = -3.17, SE = 1.16, 
p = 0.007, d = -0.20), 8 (B = -3.46, SE = 1.50, p = 0.022, 
d = -0.17), and 9 (B = -3.53, SE = 1.73, p = 0.042, d = -0.15) 
days also significantly predicted greater daily positive 
affect. Bedtime variabilities over the other aggregate peri-
ods were not significantly associated with daily positive 
affect (all ps > 0.117).

Bedtime variability in the past 7  days was not sig-
nificantly associated with daily negative affect (B = 0.28, 
SE = 1.32, p = 0.831, d = 0.02). There was also no sig-
nificant association between bedtime variability and 
daily negative affect over the other aggregate periods 
(all ps > 0.270). Fixed effects of bedtime variability over 
3–14 days on affect are presented in Table 2 and depicted 
in Figs. 1 and 2.

Out‑of‑bed time variability on affect
Out-of-bed time variability in the past 7 days was not sig-
nificantly associated with daily positive affect (B = -0.66, 
SE = 2.46, p = 0.788, d = -0.02). There was also no signifi-
cant association between out-of-bed time variability and 
daily negative affect over the other aggregate periods (all 
ps > 0.505).

Out-of-bed time variability in the past 7  days was 
not significantly associated with daily negative affect 
(B = 4.75, SE = 2.79, p = 0.088, d = 0.13). There was also 
no significant association between bedtime variability 
and daily negative affect over the other aggregate periods 
(all ps > 0.117). Fixed effects of out-of-bed time variabil-
ity over 3–14 days on affect are presented in Table 3 and 
depicted in Figs. 3 and 4.

Discussion
The present study evaluated the hypothesized effects of 
bedtime and out-of-bed time variability calculated over 
7-night windows on daytime affect. Furthermore, we 
explored the optimal aggregate period for which bed-
time and out-of-bed time variability has the largest effect 
on daytime affect. Male veterans diagnosed with PTSD 
undergoing a VA’s residential trauma recovery program 
completed PANAS-based EMA surveys seven times 
per day for about 30 days. Participants rated their posi-
tive and negative emotions in each EMA survey, and we 
averaged them at the day level to estimate daily positive 
and negative affect. Additionally, we extracted bedtime 

Table 1  Sample characteristics

The first four sleep variables are on the unit scale. For bedtime and out-of-bed 
time, 0 indicated 12:00 am, and 1 12:00 am the next day. For bedtime and out-
of-bed time variability, 0 indicated 0 h, and 1 24 h

CAPS-5 Clinician Administered PTSD Scale for DSM-5, AHI Apnea–hypopnea 
index

Variable M (SD) / n (%)

Age 37.31 (11.99)

Sex

  Female 0 (0)

  Male 64 (100)

Ethnorace

  American Indian/Alaska Native 4 (6)

  Asian 4 (6)

  Black 4 (6)

  Hawaiian/Pacific Islander 12 (19)

  Non-White Hispanic or Latino 4 (6)

  White 36 (56)

Sleep

  Bedtime 0.95 (0.04)

  Out-of-bed time 1.25 (0.02)

  7-day bedtime variability 0.04 (0.01)

  7-day out-of-bed time variability 0.02 (0.01)

  Sleep efficiency 0.85 (0.07)

Affect

  Positive 2.34 (0.59)

  Negative 2.00 (0.64)

  CAPS-5 40.75 (7.79)

  AHI 8.75 (11.16)
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Table 2  Fixed effects of bedtime variability over 3–14 days on affect

d = Cohen’s d

Aggregate 
period

Positive affect Negative affect

B SE t p d B SE t p d

3 -0.32 1.04 -0.31 .757 -0.02 0.47 0.92 0.51 .612 0.04

4 -0.92 1.08 -0.85 .396 -0.06 -0.69 1.02 -0.67 .500 -0.05

5 -0.59 1.21 -0.49 .624 -0.04 -0.32 1.06 -0.30 .764 -0.02

6 -3.17 1.16 -2.73 .007 -0.20 -0.35 1.22 -0.29 .776 -0.02

7 -3.55 1.32 -2.69 .007 -0.20 0.28 1.32 0.21 .831 0.02

8 -3.46 1.50 -2.31 .022 -0.17 1.65 1.50 1.10 .270 0.08

9 -3.53 1.73 -2.04 .042 -0.15 1.44 1.71 0.85 .398 0.06

10 -2.96 1.89 -1.57 .117 -0.12 1.67 1.82 0.92 .359 0.07

11 -2.40 2.08 -1.15 .249 -0.09 1.66 1.93 0.86 .340 0.07

12 -2.53 2.22 -1.14 .255 -0.10 0.60 2.03 0.29 .768 0.02

13 -2.25 2.45 -0.92 .360 -0.08 -1.14 2.28 -0.50 .619 -0.04

14 -1.99 2.83 -0.70 .482 -0.06 -0.39 2.21 -0.18 .861 -0.01

Fig. 1  Effect Sizes of bedtime variability over 3–14 days on positive affect. Note. d = Cohen’s d. *p < .05. **p < .01
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Fig. 2  Effect sizes of bedtime variability over 3–14 days on negative affect. Note. d = Cohen’s d 

Table 3  Fixed effects of out-of-bed time variability over 3–14 days on affect

d = Cohen’s d

Aggregate 
period

Positive affect Negative affect

B SE t p d B SE t p d

3 1.06 1.58 0.67 .505 0.05 1.45 1.62 0.89 .372 0.07

4 0.18 1.74 0.10 .919 0.01 0.44 1.83 0.24 .809 0.02

5 1.14 1.94 0.59 .558 0.04 1.53 2.14 0.72 .474 0.05

6 -0.11 2.27 -0.05 .961 0.00 3.66 2.36 1.55 .121 0.11

7 -0.66 2.46 -0.27 .788 -0.02 3.97 2.52 1.57 .117 0.12

8 -0.78 2.80 -0.28 .782 -0.02 4.75 2.79 1.71 .088 0.13

9 0.31 3.15 0.10 .922 0.01 3.21 3.17 1.01 .312 0.08

10 2.21 3.40 0.65 .515 0.05 1.09 3.25 0.33 .738 0.03

11 -1.40 3.53 -0.69 .691 -0.03 1.40 3.62 0.39 .699 0.03

12 2.54 3.91 0.65 .517 0.05 -0.52 3.57 -0.15 .884 -0.01

13 0.20 3.98 0.05 .960 0.00 0.92 4.58 0.20 .840 0.02

14 -1.66 4.25 -0.39 .697 -0.03 -1.01 5.05 -0.20 .841 -0.02
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and out-of-bed time from mattress actigraphy embed-
ded in participants’ beds. Using these longitudinal EMA 
and actigraphy data, we constructed multilevel mod-
els that accounted for the nested structure of our data 
(days within participants) to help answer our research 
questions.

Partially supporting our first hypothesis, when par-
ticipants had a less variable bedtime in the past 7  days, 
they experienced greater positive affect on the subse-
quent day. Although bedtime variabilities over the 6, 8, 
and 9 days also had similar effects on positive affect, the 
aggregate periods of 6 and 7 days had the largest compa-
rable effects. Interestingly, there was a jump in the effect 
of bedtime variability on positive affect between the 
aggregate periods of 5 and 6 days. One possible explana-
tion is that irregular bedtimes in the past 5 days of fewer 
are not long enough to disrupt positive affect. Rather, the 
effect of regular bedtimes might need to build up for at 
least 6  days before enhancing positive affect, much like 
the harmful neuropsychological effect of sleep loss that 
builds over time [59–61]. The optimal aggregate periods 

of 6 and 7  days are also in line with previous findings 
that at least 6  days of actigraphy data are necessary for 
stable and meaningful sleep variability indices [34, 35]. 
On the other hand, the effect of regular bedtimes might 
diminish past the 9 days because the portion of the vari-
ance accounted by each night of sleep becomes too small. 
There likely exist individual differences in the optimal 
aggregate periods between 6 and 9 days, and the largest 
effect sizes of bedtime variability on positive affect over 6 
and 7 days are reflective of the average fixed effect in our 
multilevel models.

In contrast to our hypothesis, participants’ variabil-
ity in their bedtime over any aggregate periods did not 
significantly predict their subsequent daytime negative 
affect. This finding is especially interesting given the sig-
nificant effects of bedtime variability on positive affect 
over the same aggregate periods. It is easy to assume pos-
itive and negative affect as simple mirror images of each 
other because they are reported to be highly negatively 
correlated in many self-report studies. However, the two 
can cooccur depending on situational stimuli [62] and are 

Fig. 3  Effect sizes of out-of-bed time variability over 3–14 days on positive affect. Note. d = Cohen’s d 



Page 9 of 12Song et al. BMC Psychiatry          (2023) 23:869 	

even said to be orthogonal [63, 64]. Indeed, the respective 
appetitive and defensive biobehavioral systems for posi-
tive and negative affect are not simple mirror images of 
each other in the brain [65, 66]. In the basolateral amyg-
dala, for example, neurons have been shown to prefer-
entially respond to appetitive and aversive stimuli [67]. 
There are also brain regions like the ventral hippocampus 
and nucleus accumbens exclusively dedicated for coding 
either appetitive and aversive behaviors that can influ-
ence positive and negative affective experiences [68]. 
Given that sleep indices have been shown to differently 
predict daily affect [69], bedtime regularity might repre-
sent one of such indices associated with positive, but not 
negative, affect.

Also, in contrast to our hypothesis, we did not observe 
any significant effects of out-of-bed time variability on 
affect. The differential association between sleep–wake 
schedule and affect is consistent with a previous find-
ing that more regular bedtime, but not out-of-bed time, 
predicted lower daytime sleepiness [21], which can 
negatively influence mood at an extreme degree [70]. 

Similarly, lower bedtime variability, but not out-of-bed 
time variability, was associated with healthy lifestyle 
behaviors [71]. Another explanation for the absence of 
association is that night-to-night out-of-bed time vari-
ability was much smaller than bedtime variability. That is, 
participants stuck to their out-of-bed times about twice 
as regularly than their bedtimes, and such small variabil-
ity in out-of-bed times was not enough to account for 
daily affect. Smaller out-of-bed time variability might 
also reflect more constraining factors for wake times, 
such as leaving for work in the general population [71] 
and participating in the residential treatment program in 
the study sample.

Although sleep treatments have been shown to 
improve not only sleep disturbances but also non-sleep 
PTSD symptoms [11], the exact underlying mechanisms 
remain unclear. Interestingly, our findings suggest that 
lowering night-to-night bedtime variability can promote 
greater daily positive affect. Positive affect might be of 
special interest in studying PTSD as it has been linked 
to the etiology of the disorder. Diminished positive affect 

Fig. 4  Effect sizes of out-of-bed time variability over 3–14 days on negative affect. Note. d = Cohen’s d 
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in patients with PTSD might signal dysfunctional neu-
ral circuitry for reward processing activation, which in 
turn is thought to promote PTSD symptoms following a 
traumatic experience [72]. At the molecular genetic level, 
telomere shortening, which is present in several psychi-
atric disorders, has been shown to be associated with 
reduced positive, but not negative, affect [73]. Reduced 
positive affect was also found to be commonly present 
in individuals who had adverse childhood experiences, 
which are significant risk factors for PTSD [74]. Further-
more, positive affect constitutes a critical component in 
the resilience framework for conceptualizing and treat-
ing PTSD [75–77]. Taken together, these findings suggest 
that sleep treatments might target psychological symp-
toms in patients with PTSD by regularizing bedtimes and 
promoting positive affect.

Limitations
Although the present study is the first to link bed-
time regularity and daily affective experiences in a 
within-person design, some limitations need to be 
acknowledged. First, the study was conducted in a resi-
dential treatment program where participants might 
have experienced less pressure to fulfill work and fam-
ily roles and thus less daily stress. Given that affect, 
stress, and sleep can influence one another [78], it is 
important to replicate our findings in a less controlled 
environment. Second, the routine schedule of the resi-
dential treatment program might have influenced the 
participants’ sleep–wake schedule. Though no strict 
constraints were imposed on the participants’ bedtimes 
and out-of-bedtimes, weak constraints could have 
arisen from bedtimes later than midnight attracting 
night staff ’s clinical attention, roommates desiring ear-
lier or later bedtimes, and breakfast being provided at 
the patient cafeteria. Still, the program did not sched-
ule early morning or nighttime activities, and the sam-
ple exhibited considerable variability in their bedtime 
both at the between-person and within-person levels. 
Third, though the present study covaried for the num-
ber of days participants had been in treatment in all 
multilevel models, the session count was not included 
as a covariate. Given that the participants were receiv-
ing treatments for PTSD in a residential program, the 
number of sessions they had attended likely influenced 
their daily affective experiences. Similarly, the present 
study did not covary daily fluctuations in non-sleep 
and non-affect PTSD symptoms and their potential 
effects on sleep and affect. Future EMA studies should 
consider collecting PTSD severity for a better under-
standing of the daily dynamics between sleep behav-
iors, affective experiences, and PTSD symptoms, ideally 
in a sample where participants are not simultaneously 

receiving psychotherapy. Fourth, the sample exclusively 
consisted of male U.S. military veterans diagnosed with 
PTSD. It remains unclear whether the observed effects 
of bedtime variability on positive affect are generaliz-
able to other populations. Since sleep disturbances are 
not exclusive to PTSD, it might be worth examining 
whether other populations will also experience added 
benefits of increased daily positive affect from regular-
izing their sleep–wake schedules.

Conclusions
The present study provides novel evidence linking bed-
time regularity to daily positive affect. It also offers a 
potential mechanism for mental health benefits of treat-
ments for sleep disturbances in patients with PTSD. 
More precise understanding of the differential dynamics 
of multiple facets of sleep and affect will help further elu-
cidate the intertwined nature of sleep and psychopathol-
ogy beyond PTSD.

Abbreviations
PTSD	� Posttraumatic stress disorder
CBT-I	� Cognitive Behavioral Therapy for Insomnia
EMA	� Ecological momentary assessment
VA	� Veterans Affairs
SCID-5	� Structured Clinical Interview for the Diagnostic and Statistical Man-

ual of Mental Disorders, 5th Edition
DSM-5	� Diagnostic and Statistical Manual of Mental Disorders, 5th Edition
BTBIS	� Brief Traumatic Brain Injury Screen
CAPS-5	� Clinician Administered PTSD Scale for DSM-5
PCL-5	� PTSD Checklist-5
CES	� Combat Exposure Scale
BDI-II	� Beck Depression Inventory II
PANAS	� Positive and Negative Affect Schedule

Acknowledgements
The authors are grateful for the support of Sandra Brooner and Paws for Purple 
Hearts, the Trauma Recovery Programs of the VAPAHCS, Ned J. Arsenault, Sarah 
Righi, Chloe Bhowmick, Meghan Goulet, Derek Boothroyd, and Hui Xie.

Authors’ contributions
JS conceptualized the study, curated and analyzed the data, conducted formal 
analyses, visualized the results, and wrote the original draft of the manuscript. 
AJF conducted and validated formal analyses and reviewed and edited the 
manuscript. SHW conceptualized and acquired funding for the original study, 
conducted the study, curated the data, and reviewed and edited the manu-
script. All authors read and approved the final manuscript.

Funding
This work was supported by the Military Operational Medical Research 
Program, U.S. Army Medical Research and Materiel Command, and the 
Congressionally Directed Military Research Program [grant number 
W81XWH-15–2-0005] awarded to Steven H. Woodward. This work was also 
supported with resources and the use of facilities at the Veterans Affairs Palo 
Alto Health Care System where the senior author is employed, by the National 
Center for Posttraumatic Stress Disorder and by the Palo Alto Veterans Institute 
for Research. The funding bodies had no role in the design of the study and 
collection, analysis, and interpretation of data and in writing the manuscript.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.



Page 11 of 12Song et al. BMC Psychiatry          (2023) 23:869 	

Declarations

Ethics approval and consent to participate
The present study was approved by the institutional review board of the Stan-
ford/VA Palo Alto Health Care System Human Research Protection Program. 
All study procedures adhere to the guidance listed in the latest version of the 
Declaration of Helsinki. All participants provided written informed consent to 
participate in the study.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 27 March 2023   Accepted: 11 November 2023

References
	1.	 Koffel E, Khawaja IS, Germain A. Sleep disturbances in posttraumatic 

stress disorder: updated review and implications for treatment. Psychiatr 
Ann. 2016;46:173–6.

	2.	 Leskin GA, Woodward SH, Young HE, Sheikh JI. Effects of comorbid diag-
noses on sleep disturbance in PTSD. J Psychiatr Res. 2002;36:449–52.

	3.	 Neylan TC, Marmar CR, Metzler TJ, Weiss DS, Zatzick DF, Delucchi KL, et al. 
Sleep disturbances in the Vietnam generation: findings from a nation-
ally representative sample of male Vietnam veterans. Am J Psychiatry. 
1998;155:929–33.

	4.	 American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders: DSM-5-TR. Fifth edition, text revision. Washington, DC: 
American Psychiatric Association Publishing; 2013.

	5.	 Giosan C, Malta LS, Wyka K, Jayasinghe N, Evans S, Difede J, et al. Sleep 
disturbance, disability, and posttraumatic stress disorder in utility workers. 
J Clin Psychol. 2015;71:72–84.

	6.	 Smith MT, Huang MI, Manber R. Cognitive behavior therapy for chronic 
insomnia occurring within the context of medical and psychiatric disor-
ders. Clin Psychol Rev. 2005;25:559–92.

	7.	 Galovski TE, Monson C, Bruce SE, Resick PA. Does cognitive–behavioral 
therapy for PTSD improve perceived health and sleep impairment? J 
Trauma Stress. 2009;22(3):197–204.

	8.	 Miller KE, Brownlow JA, Gehrman PR. Sleep in PTSD: treatment 
approaches and outcomes. Curr Opin Psychol. 2020;34:12–7.

	9.	 Albanese M, Liotti M, Cornacchia L, Mancini F. Nightmare rescripting: 
using imagery techniques to treat sleep disturbances in post-traumatic 
stress disorder. Front Psychiatry. 2022;13:866144.

	10.	 Maker MJ, Rego SA, Asnis GM. Sleep disturbances in patients with post-
traumatic stress disorder. CNS Drugs. 2006;20:567–90.

	11.	 Talbot LS, Neylan TC, Metzler TJ, Cohen BE. The mediating effect of sleep 
quality on the relationship between PTSD and physical activity. J Clin 
Sleep Med. 2014;10:795–801.

	12.	 Taylor DJ, Peterson AL, Pruiksma KE, Hale WJ, Young-McCaughan S, Wilker-
son A, et al. Impact of cognitive behavioral therapy for insomnia disorder 
on sleep and comorbid symptoms in military personnel: a randomized 
clinical trial. Sleep. 2018;41:zsy069.

	13.	 Morin CM, Bootzin RR, Buysse DJ, Edinger JD, Espie CA, Lichstein KL. Psy-
chological and behavioral treatment of insomnia: update of the recent 
evidence (1998–2004). Sleep. 2006;29:1398–414.

	14.	 Taylor DJ, Pruiksma KE. Cognitive and behavioural therapy for insomnia 
(CBT-I) in psychiatric populations: a systematic review. Int Rev Psychiatry. 
2014;26:205–13.

	15.	 Buysse DJ, Cheng Y, Germain A, Moul DE, Franzen PL, Fletcher M, et al. 
Night-to-night sleep variability in older adults with and without chronic 
insomnia. Sleep Med. 2010;11:56–64.

	16.	 Harvey AG. A cognitive model of insomnia. Behav Res Ther. 
2002;40:869–93.

	17.	 Stepanski EJ, Wyatt JK. Use of sleep hygiene in the treatment of insomnia. 
Sleep Med Rev. 2003;7:215–25.

	18.	 Carey TJ, Moul DE, Pilkonis P, Germain A, Buysse DJ. Focusing on the 
experience of insomnia. Behav Sleep Med. 2005;3:73–86.

	19.	 Monk TH, Buysse DJ, Billy BD, Fletcher ME, Kennedy KS, Schlarb JE, et al. 
Circadian type and bed-timing regularity in 654 retired seniors: correla-
tions with subjective sleep measures. Sleep. 2011;34:235–9.

	20.	 Billiard M, Alperovitch A, Perot C, Jammes A. Excessive daytime som-
nolence in young men: prevalence and contributing factors. Sleep. 
1987;10:297–305.

	21.	 Manber R, Bootzin RR, Acebo C, Carskadon MA. The effects of regularizing 
sleep-wake schedules on daytime sleepiness. Sleep. 1996;19:432–41.

	22.	 Bei B, Wiley JF, Trinder J, Manber R. Beyond the mean: a systematic review 
on the correlates of daily intraindividual variability of sleep/wake pat-
terns. Sleep Med Rev. 2016;28:108–24.

	23.	 Patel SR, Hayes AL, Blackwell T, Evans DS, Ancoli-Israel S, Wing YK, et al. 
The association between sleep patterns and obesity in older adults. Int J 
Obes. 2014;38:1159–64.

	24.	 Mazzotti DR, Guindalini C, Moraes WA, Andersen ML, Cendoroglo MS, 
Ramos LR, et al. Human longevity is associated with regular sleep pat-
terns, maintenance of slow wave sleep, and favorable lipid profile. Front 
Aging Neurosci. 2014;6:134.

	25.	 Eidelman P, Talbot L, Gruber J, Hairston I, Harvey A. Sleep architecture as 
correlate and predictor of symptoms and impairment in inter-episode 
bipolar disorder: Taking on the challenge of medication effects. J Sleep 
Res. 2010;19:516–24.

	26.	 Ankers D, Jones SH. Objective assessment of circadian activity and sleep 
patterns in individuals at behavioral risk of hypomania. J Clin Psychol. 
2009;65:1071–86.

	27.	 Bernert RA, Hom MA, Iwata NG, Joiner TE. Objectively assessed sleep 
variability as an acute warning sign of suicidal ideation in a longitu-
dinal evaluation of young adults at high suicide risk. J Clin Psychiatry. 
2017;78:19738.

	28.	 Sánchez-Ortuño MM, Carney CE, Edinger JD, Wyatt JK, Harris A. Moving 
beyond average values: assessing the night-to-night instability of sleep 
and arousal in DSM-IV-TR insomnia subtypes. Sleep. 2011;34:531–9.

	29.	 Straus LD, Drummond SPA, Nappi CM, Jenkins MM, Norman SB. Sleep 
variability in military-related PTSD: a comparison to primary insomnia and 
healthy controls. J Trauma Stress. 2015;28:8–16.

	30.	 Gromatsky M, Sullivan SR, Spears AP, Mitchell E, Walsh S, Kimbrel NA, et al. 
Ecological momentary assessment (EMA) of mental health outcomes 
in veterans and servicemembers: A scoping review. Psychiatry Res. 
2020;292:113359.

	31.	 DeViva JC, Rosen MI, Cooney NL, Black AC. Ecological momentary assess-
ment of sleep and PTSD symptoms in a veteran sample. Psychol Trauma. 
2020;12:186–92.

	32.	 Short N, Allan N, Schmidt N. Sleep disturbance as a predictor of affective 
functioning and symptom severity among individuals with PTSD: an eco-
logical momentary assessment study. Behav Res Ther. 2017;97:146–53.

	33.	 Kristensen KS, Høegholm A, Bang LE, Gustavsen PH, Poulsen CB. No 
impact of blood pressure variability on microalbuminuria and left 
ventricular geometry: analysis of daytime variation, diurnal variation and 
‘white coat’ effect. Blood Press Monit. 2001;6:125–31.

	34.	 Rowe M, McCrae C, Campbell J, Horne C, Tiegs T, Lehman B, et al. Actigra-
phy in older adults: comparison of means and variability of three different 
aggregates of measurement. Behav Sleep Med. 2008;6:127–45.

	35.	 van Hilten JJ, Braat EAM, van der Velde EA, Middelkoop HAM, Kerkhof 
GA, Kamphuisen HAC. Ambulatory activity monitoring during sleep: an 
evaluation of internight and intrasubject variability in healthy persons 
aged 50–98 years. Sleep. 1993;16:146–50.

	36.	 Woodward SH, Jamison AL, Gala S, Lawlor C, Villasenor D, Tamayo G, et al. 
Tracking positive and negative affect in PTSD inpatients during a service 
dog intervention. J Consult Clin Psychol. 2021;89:551–62.

	37.	 Resick PA, Monson CM, Chard KM. Cognitive processing therapy for PTSD: 
A comprehensive manual. New York: Guilford Press; 2017.

	38.	 Foa E, Hembree EA, Rothbaum BO, Rauch S. Prolonged Exposure Therapy 
for PTSD: Emotional processing of traumatic experiences - Therapist 
guide. 2nd ed. Oxford: Oxford University Press; 2019.

	39.	 First MB, Williams JBW, Karg RS, Spitzer RL. SCID-5-CV: Structured Clinical 
Interview for DSM-5 Disorders: Clinician version. Arlington, VA: American 
Psychiatric Association Publishing; 2016.

	40.	 Weathers FW, Bovin MJ, Lee DJ, Sloan DM, Schnurr PP, Kaloupek DG, 
et al. The Clinician-Administered PTSD Scale for DSM–5 (CAPS-5): 



Page 12 of 12Song et al. BMC Psychiatry          (2023) 23:869 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Development and initial psychometric evaluation in military veterans. 
Psychol Assess. 2018;30:383–95.

	41.	 Schwab KA, Ivins B, Cramer G, Johnson W, Sluss-Tiller M, Kiley K, et al. 
Screening for traumatic brain injury in troops returning from deploy-
ment in Afghanistan and Iraq: Initial investigation of the usefulness of a 
short screening tool for traumatic brain injury. J Head Trauma Rehabil. 
2007;22:377–89.

	42.	 National Academies of Sciences, Engineering, and Medicine; Health and 
Medicine Division; Board on Health Care Services; Committee on the 
Review of the Department of Veterans Affairs Examinations for Traumatic 
Brain Injury. Evaluation of the Disability Determination Process for 
Traumatic Brain Injury in Veterans. Washington (DC): National Academies 
Press (US); 2019.

	43.	 Blevins CA, Weathers FW, Davis MT, Witte TK, Domino JL. The posttrau-
matic stress disorder checklist for DSM-5 (PCL-5): development and initial 
psychometric evaluation. J Trauma Stress. 2015;28:489–98.

	44.	 Keane TM, Fairbank JA, Caddell JM, Zimering RT, Taylor KL, Mora CA. Clini-
cal evaluation of a measure to assess combat exposure. Psychol Assess. 
1989;1:53–5.

	45.	 Beck AT, Steer RA, Ball R, Ranieri W. Comparison of beck depres-
sion inventories -IA and -II in psychiatric outpatients. J Pers Assess. 
1996;67(3):588–97.

	46.	 Bovin MJ, Marx BP, Weathers FW, Gallagher MW, Rodriguez P, Schnurr PP, 
et al. Psychometric properties of the PTSD checklist for diagnostic and 
statistical manual of mental disorders-fifth edition (PCL-5) in veterans. 
Psychol Assess. 2016;28:1379–91.

	47.	 Wang YP, Gorenstein C. Psychometric properties of the beck depression 
inventory-II: a comprehensive review. Braz J Psychiatry. 2013;35:416–31.

	48.	 Roemer L, Litz BT, Orsillo SM, Ehlich PJ, Friedman MJ. Increases in ret-
rospective accounts of war-zone exposure over time: the role of PTSD 
symptom severity. J Trauma Stress. 1998;11:597–605.

	49.	 Watson D, Clark LA, Tellegen A. Development and validation of brief 
measures of positive and negative affect: The PANAS scales. J Pers Soc 
Psychol. 1988;54:1063–70.

	50.	 Woodward SH, Arsenault NJ, Voelker K, Nguyen T, Lynch J, Leskin G, et al. 
Estimating heart rate and RSA from the mattress-recorded kinetocardio-
gram. Psychophysiology. 2007;44:635–8.

	51.	 Woodward SH, Jamison AL, Gala S, Holmes TH. Canine companionship is 
associated with modification of attentional bias in posttraumatic stress 
disorder. PLoS ONE. 2017;12:e0179912.

	52.	 R Core Team. R: A Language and Environment for Statistical Computing. 
Vienna, Austria: R Foundation for Statistical Computing; 2021. Available 
from: https://​www.R-​proje​ct.​org/.

	53.	 de Wild-Hartmann JA, Wichers M, van Bemmel AL, et al. Day-to-day 
associations between subjective sleep and affect in regard to future 
depression in a female population-based sample. Br J Psychiatry. 
2013;202:407–12.

	54.	 Doane LD, Thurston EC. Associations among sleep, daily experiences, 
and loneliness in adolescence: evidence of moderating and bidirectional 
pathways. J Adolesc. 2014;37(2):145–54.

	55.	 Narmandakh A, Oldehinkel AJ, Masselink M, de Jonge P, Roest AM. Affect, 
worry, and sleep: Between-and within-subject associations in a diary 
study. J Affect Disord Rep. 2021;1(4):100134.

	56.	 Pinheiro J, Bates D, R Core Team. nlme: Linear and nonlinear mixed effects 
models. 2022. Available from: https://​CRAN.R-​proje​ct.​org/​packa​ge=​nlme.

	57.	 Kuznetsova A, Brockhoff PB, Christensen RHB. lmerTest Package: tests in 
linear mixed effects models. J Stat Softw. 2017;82:1–26.

	58.	 Jacobson NC. Compliance thresholds in intensive longitudinal data: 
Worse than listwise deletion: Call for Action. Melbourne: Conference 
Proceedings of the Annual Meeting of the Society for Ambulatory Assess-
ment; 2020.

	59.	 Banks S, Dinges DF. Behavioral and physiological consequences of sleep 
restriction. J Clin Sleep Med. 2007;03:519–28.

	60.	 Ben Simon E, Vallat R, Barnes CM, Walker MP. Sleep loss and the socio-
emotional brain. Trends Cogn Sci. 2020;24:435–50.

	61.	 Lo JC, Ong JL, Leong RLF, Gooley JJ, Chee MWL. Cognitive performance, 
sleepiness, and mood in partially sleep deprived adolescents: the need 
for sleep study. Sleep. 2016;39:687–98.

	62.	 Larsen JT, Hershfield HE, Stastny BJ, Hester N. On the relationship 
between positive and negative affect: Their correlation and their co-
occurrence. Emotion. 2017;17:323–36.

	63.	 Kercher K. Assessing subjective well-being in the old-old: the PANAS as 
a measure of orthogonal dimensions of positive and negative affect. Res 
Aging. 1992;14:131–68.

	64.	 Watson D. Mood and temperament. New York, NY, US: Guilford Press; 
2000.

	65.	 Damasio A, Carvalho GB. The nature of feelings: evolutionary and neuro-
biological origins. Nat Rev Neurosci. 2013;14:143–52.

	66.	 Lang PJ, Bradley MM. Emotion and the motivational brain. Biol Psychol. 
2010;84:437–50.

	67.	 O’Neill PK, Gore F, Salzman CD. Basolateral amygdala circuitry in positive 
and negative valence. Curr Opin Neurobiol. 2018;49:175–83.

	68.	 Namburi P, Beyeler A, Yorozu S, Calhoon GG, Halbert SA, Wichmann R, 
et al. A circuit mechanism for differentiating positive and negative asso-
ciations. Nature. 2015;520:675–8.

	69.	 Wieman ST, Arditte Hall KA, MacDonald HZ, Gallagher MW, Suvak 
MK, Rando AA, et al. Relationships among sleep disturbance, reward 
system functioning, anhedonia, and depressive symptoms. Behav Ther. 
2022;53:105–18.

	70.	 Smith S, Rossdale J, Serry Y, Sekaran A, Drakatos P, Steier J. Multiple 
dimensions of excessive daytime sleepiness. J Thorac Dis. 2018;10(Suppl 
1):S170–6.

	71.	 Duncan MJ, Kline CE, Rebar AL, Vandelanotte C, Short CE. Greater bed- 
and wake-time variability is associated with less healthy lifestyle behav-
iors: a cross-sectional study. Z Gesundh Wiss. 2016;24:31–40.

	72.	 Fonzo GA. Diminished positive affect and traumatic stress: a biobehavio-
ral review and commentary on trauma affective neuroscience. Neurobiol 
Stress. 2018;9:214–30.

	73.	 Bersani FS, Lindqvist D, Mellon SH, Epel ES, Yehuda R, Flory J, et al. 
Association of dimensional psychological health measures with telomere 
length in male war veterans. J Affect Disord. 2016;190:537–42.

	74.	 Etter DW, Gauthier JR, McDade-Montez E, Cloitre M, Carlson EB. Positive 
affect, childhood adversity, and psychopathology in psychiatric inpa-
tients. Eur J Psychotraumatol. 2013;4:20771.

	75.	 Alarcón R, Cerezo MV, Hevilla S, Blanca MJ. Psychometric properties of the 
Connor-Davidson Resilience Scale in women with breast cancer. Int J Clin 
Health Psychol. 2020;20:81–9.

	76.	 Rakesh G, Morey RA, Zannas AS, Malik Z, Marx CE, Clausen AN, et al. Resil-
ience as a translational endpoint in the treatment of PTSD. Mol Psychiatry. 
2019;24:1268–83.

	77.	 Robinson JS, Larson CL, Cahill SP. Relations between resilience, positive 
and negative emotionality, and symptoms of anxiety and depression. 
Psychol Trauma. 2014;6(Suppl 1):S92–8.

	78.	 Lo Martire V, Caruso D, Palagini L, Zoccoli G, Bastianini S. Stress & sleep: a 
relationship lasting a lifetime. Neurosci Beobehav Rev. 2020;117:65–77.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.R-project.org/
https://CRAN.R-project.org/package=nlme

	Bedtime regularity predicts positive affect among veterans with posttraumatic stress disorder: an ecological momentary assessment study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 
	Trial registration 

	Background
	Method
	Participants
	Measures
	Psychiatric assessment
	Ecological momentary assessment
	Mattress actigraphy

	Procedure
	Analytic plan
	Daily affect
	Bedtime and out-of-bed time variability
	Multilevel modeling


	Results
	Sample characteristics and EMA engagement
	Bedtime variability on affect
	Out-of-bed time variability on affect

	Discussion
	Limitations

	Conclusions
	Acknowledgements
	References




