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THE AFFECTIVE PERSONALITY: ITS RELATION TO
QUALITY OF SLEEP, WELL-BEING AND STRESS

TORSTEN NORLANDER, Asa JOHANSSON, AND SVEN AkE Boob
Karlstad University, Sweden

The aim in this study was to assess whether or not there is an association between different
types of affective personality and sleep quality. Ninety-one individuals, of whom 50 were
healthy and 41 were patients with stress-related problems, responded to the Positive and Negative
Affect Scales (PANAS; Watson, Clark, & Tellegen, 1988), Sleep Quality (SQ; Gillberg, 2004)
scale, Diurnal Type Scale (DTS; Thorsvall, Akerstedt, 1980), Hospital Anxiety Depression Scale
(HAD; Hermann, 1997), Life Orientation Test (LOT; Scheier, & Carver, 1985), Stress and
Energy (SE; Kjellberg, & Iwanowski, 1989) scale, and sleep-related questions. Results
indicated that self-actualizing individuals (high PA and low NA) reported the best sleep
quality particularly in comparison to self-destructive individuals (low PA and high NA).
Individuals with a low level of NA (self-actualizing and low affective individuals) reported less
stress. The high affective individuals (high PA and high NA) reported high levels of stress,
high anxiety, as well as the second best quality of sleep and a high degree of optimism and
energy. The results suggests that individuals who display high positive affectivity, optimism,
and a high level of energy achieve a better sleep quality, and that this phenomenon may be true
even when these individuals experience high levels of stress.
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Sleep, a state of altered consciousness in which the impact of external stimuli

is significantly reduced, is important to the mental and physical health of all
individuals (Akerstedt, 2001; Morin, Rodrigue, & Ivers, 2003; Wheatley, 1997).
The state of sleep creates a perceptual wall between consciousness and the external
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world (Dement & Vaughan, 2000). It is fair to assume that sleep involves an anabolic
recovery (Akerstedt, 2001; Akerstedt & Kecklund, 2002; Dement &Vaughan, 2000;
Theorell,2003; Wheatley, 1997) as opposed to catabolic wakefulness, which is
destructive (Akerstedt, 2001). Recovery is achieved through the activation of the
immune system, blood sugar levels are maintained at relatively high levels, and —
for example — growth hormones and testosterone are released (Theorell; Akerstedt,
& Kecklund). Sleep functions as the opposite and antagonist of stress (Akerstedt,
2001). A reduced quality of sleep, including difficulties falling asleep, several
instances of waking during the night, early awakening, fatigue, and dysphoria in
the morning (Wheatley) are often associated with stress and a reduced quality of life
(Morin, Rodrigue, & lvers) and also are often the first indications of a burnout
syndrome and stress (Akerstedt, 2003), as well as anxiety and depression
(Akerstedt & Kecklund; Wheatley), and may precipitate chronic sleep
difficulties (Akerstedt, 2001; Akerstedt & Kecklund, 2002; Drake, Roehrs, &
Roth, 2003). Stress involves an activation of the body’s defense system in response
to the individual’s own demands or those of the environment (Akerstedt, 2001;
Aldwin, 1994; Dotevall & Dotevall, 1988; Levi, 2000; Ursil, 1986). An
individual can tolerate a significant amount of stress if s/he gets sufficient rest
(Akerstedt, 2003), whereas lack of sleep leads to increased stress (Akerstedt &
Kecklund, 2002; Partinen, 1994; Theorell, 2003; Wheatley, 1997). Individuals who
do not experience stress enjoy a better quality of sleep (Theorell). Thus, there exist
strong and significant associations between stressful situations and sleep difficulties
(Morin, Rodrigue, & lvers, 2003; Wheatley, 1997). Breaking the vicious cycle of
stress — sleep difficulties — psychological problems would then imply an increased
quality of life (Wheatley).

Dreams can be of a problem-solving and compensatory nature. The purpose of
dreams is also to improve memory and to handle and process stress. Stress and
strain often lead to increased dreaming in order to compensate for the destructive
stress and wakefulness (Akerstedt, 2001). Nightmares — anxiety-ridden dreams — are
related to poor sleep quality (Akerstedt, 2001).

Many attempts have been made to develop a questionnaire for the measure-
ment of the circadian rhythm (Thorsvall & Akerstedt, 1980). There are individuals
who prefer to rise early in the morning and go to bed early (morning routines), and
there are others who prefer to sleep late and retire late (evening routines)
(Akerstedt, 2001). The Diurnal Type Scale (DTS) is a new measurement
instrument with good reliability and stability. Morning versus evening routines are
associated with sleep quality such that individuals who retire early and rise early
obtain better sleep quality as a result of people’s biological clock which is tuned to
sleeping early in the night (Akerstedt, 2001; Thorsvall & Akerstedt, 1980).
Individuals with depression and other psychological disturbances often demon-
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strate a disturbed circadian rhythm. To some extent, this fact can explain the
disturbed sleep quality (Drake, Roehrs, & Roth, 2003; Ursil, 1986). Regularity is an
intimate factor in the association between the circadian rhythm and sleep quality
(Akerstedt, 2001; Partinen, 1994).

Circadian rhythms and personality types have been examined in a number of
studies (Thorsvall & Akerstedt, 1980). Watson and Clark (1984) argued that
positive affectivity is positively related to different social and biological rhythms
including the circadian rhythm. Affect can be used as a term denoting both
emotional states and emotions. A positive affectivity (PA) is characterized by
high self-reported energy, satisfaction, and enjoyment (Melvin & Molloy, 2000),
by happiness over a long time period and across different situations, enthusiasm,
activity, and involvement (Agho, Price, & Mueller, 1992; Watson, Pennebaker, &
Folger, 1987). Individuals with a high level of PA typically experience greater life
satisfaction, self-esteem, and control (Costa & McRae, 1980; Varg, 1997; Watson
& Clark, 1984) compared to those with a low level of PA.

Negative affectivity (NA) is characterized by dissatisfaction, apathy over a long
time period and across different situations, and is significantly related to — and
correlated with — stress (Brief, Burke, George, Robinson, & Webster, 1988; Spector
& O’Connell, 1994; Watson & Clark, 1984; Watson, Pennebaker, & Folger,
1987), depression (Chen & Spector, 1991; Norlander et al., 2002) and anxiety (Chen
& Spector; Spector & O’Connell) and, therefore, may be associated with sleep
disturbances.

Wilson, Gullone, and Moss (1998) demonstrated that usually there is no
significant correlation between positive and negative affectivity. Therefore,
Norlanderet al. (2002) concluded that it was possible, at the level of the individual, to
have different combinations of high or low PA and NA values. Norlander et al.
combined the scales into a model with four affective personality types: self-actualizing
with a high PA and low NA, high affective with a high PA and high NA; low affective
with a low PA and low NA; and self-destructive with a low PA and high NA.

Both NA and PA affect a person’s experience of stress (Aldwin, 1994; Melvin
& Molloy, 2000). Individuals with a self-actualizing affective personality
experience the least stress and those with a self-destructive personality the most
stress (Bood, Archer, & Norlander, 2004; Norlander, von Schedvin, & Archer,
2005) whereas the low affective personality type experiences the second lowest
and the high affective type the second highest level of stress of the four affective
personality types. With regard to the ability to recover from a traumatic event,
in one study (Norlander et al., 2005) in which picket police and employees at
grocery stores responded to the Posttraumatic Growth Inventory (Tedeschi &
Calhoun, 1996), it wassuggested that the high affective individuals not only
recovered the best but that they also improved their levels of functioning. The self-
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actualizers, too, showed good recovery, whereas the low affective types reported
a poorer quality of life and the self-destructive individuals did the most poorly.
The relationship between anxiety and depression has been shown to be strongly
associated with NA (Ahrens & Haaga, 1993) but less so with PA (Chang &
Sanna, 2001). Depressed individuals tend to have a low PA (Ahrens & Haaga).
Individuals with a low negative affectivity and a high positive affectivity (self-
actualizing) tend to report greater psychological well-being, especially in
comparison with individuals with a combination of high negative affectivity and
low positive affectivity (self-destructive; Bood, Archer, & Norlander, 2004;
Norlander et al., 2002).

Optimistic individuals handle stress, psychological, and physical illness better
than do pessimistic people (Andersson, 1996; Scheier & Carver, 1985).
Optimism is also positively related to high self-esteem (Chang & Sanna, 2001) and
negatively related to depression and anxiety (Ahrens & Haaga, 1993). In earlier
studies, individuals with a combination of low NA and high PA (self-actualizing)
have been shown to exhibit a higher level of optimism in comparison with the other
personality types, whereas individuals with high NA and low PA (self-destructive)
show a low level of optimism (Bood, Archer, & Norlander, 2004).

Previous researchers have shown that high PA individuals exhibit greater energy
(Costa & McCrae, 1980). In their research, Norlanderet al. Archer (2002) showed
that individuals with a high level of energy perform better than do those with a low
level.

Since no researchers have examined the associations between affective
personality types and different levels of sleep quality, one purpose in the current
study was to explore the association between affective personality types and sleep
quality. An additional purpose was to explore the representation of the
different personality types among healthy individuals and patients with stress-
related problems and possible interactions between affective personality types
and stress-related problems.

METHOD

PARTICIPANTS

Of the 91 individuals in the study, 50 were healthy and 41 were patients with
stress-related problems. The age distribution was such that 10% were younger than
30 years of age, 61.5% were between 31 and 50, and 28.5% were 51 years old or
above. There were 74 women and 17 men. A chi-square analysis (goodness-
of-fit, 5% level) revealed that the two sexes were proportionately distributed with
regard to the two independent variables in the study group and affective personality
type (see “Design” below). Additional analyses (chi-square goodness-of-fit, 5%
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level) showed no significant differences between healthy individuals and patients
in the four affective personality groups. In addition, there were no significant
differences (ps > .05) with regard to education and age concerning their affective
personality (Kruskal-Wallis) and Group (Mann-Whitney).

DESIGN

The study had two independent variables; affective personality (consisting of the
four personality types: self-actualizing, high affective, low affective, and self-
destructive) and group (healthy individuals and patients). The four personality
types were derived from the PANAS (Watson, Clark, & Tellegen, 1988) through a
procedure developed by Norlander et al. (2002). Through this procedure one group
of 27 individuals was formed (14 healthy and 13 patients) with a self-destructive
personality type, another group of 19 (12 healthy and 7 patients) with a low affective
personality type, one group of 21 (11 healthy and 10 patients) with a high affective
personality type, and finally one group of 24 participants (13 healthy and 11
patients) with a self-actualizing personality type. A number of dependent variables
were present and were derived from several personality tests and sleep-related
questions based on empirical findings reviewed in the introduction section of this
study.

INSTRUMENTS

PANAS — Positive Affect and Negative Affect Scale The PANAS (Kercher, 1992;
Varg, 1997; Watson, Clark & Tellegen, 1988) yields information on degree of
positive and negative affectivity. The instrument consists of 10 adjectives for
positive affectivity (PA), and 10 adjectives for negative affectivity (NA). The
adjectives in the test describe feelings and emotional states (Melvin & Molloy, 2000;
Watson et al., 1988). The participants rate on a 5-point scale, from 1 = not at all, to
5 = very much, how they have felt lately. The scores on the positive and negative
adjectives are summed separately to yield one PA and one NA value. The scales have
been validated against several other scales frequently used in the area of psycho-
pathology (Huebner & Dew, 1995). It has been shown that there is no significant
correlation between positive and negative affectivity which is interpreted as an
indication of divergent validity (Wilson et al., 1998).

Norlander et al. (2002) improved on the PANAS instrument by deriving four
different personality types. This was achieved by dividing the results on the PA
scale into two identical halves, one with high PA and one with low PA. The same
procedure was used regarding the NA scale, yielding four different groups: low
PA and high NA = self-destructive, low PA and low NA = low affective, high PA
and high NA = high affective and finally high PA and low NA = self-actualizing. In the



714 QUALITY OF SLEEP AND AFFECTIVITY

current study the distribution was based on the Swedish norm group for the PANAS
instrument (N = 1010). Cut-off points for low PA = 35 or less, for high PA = 36 or
above, for low NA =17 or less, and finally for high NA = 18 or above.

SE — Stress and Energy The SE is a self-report rating scale concerning perceived
stress and energy (Kjellberg & lwanowski, 1989). It consists of two scales,
yielding data on an individual’s perceived stress level and perceived energy level.
The response alternatives are 5-point scales where 0 = not at all, and 5 = very
much. Mean values are calculated. The perceived neutral point of the stress scale
is 2.4 on the average and of the energy scale 2.7 (Kjellberg & lwanowski, 1989).
The instruments have been validated against studies of different types of strain in
the work environment and have test-retest scores of 0.73 to 0.78 (lwanowski,
1989; Kjellberg & Bolin, 1974; Kjellberg & Iwanowski, 1989).

HAD — Hospital Anxiety Depression Scale The HAD is a rating scale
concerning degree of anxiety and depression, used in various published articles. It
was constructed by Zigmond and Snaith (cited in Hermann, 1997), for use with
physically ill people. It has since been revised to be used as a rating scale for
anxiety and depression. The HAD yields data on a person’s quality of life. Its
validity and reliability were examined by Hermann. The instrument consists of 14
statements with four response alternatives, ranging from positive to negative or vice
versa. There are seven statements regarding anxiety and seven regarding depression.
LOT - Life Orientation Test The LOT is used to measure degree of optimism
(Scheier & Carver, 1985).The LOT contains 12 statements, half positive and half
negative. Four are filler items which are deleted from the coding. The response
alternatives consist of a 5-point scale where 0 = not at all true and 4 = absolutely
true. The scale has been used in a large number of studies concerned with health
and personality psychology (Andersson, 1996). It has also been used in a study of
psychological and physical well-being in the area of sports (Norlander & Archer,
2002). Parallel test reliability is reported to 0.76 and internal consistency to 0.76
(Scheier & Carver) and test-retest reliability to 0.75 (Norlander & Archer). The LOT
is also regarded as having an adequate level of convergent and discriminant validity
(Scheier & Carver), as demonstrated by correlation statistics and by using LISREL
version 6 (» = 0.64).

DTS — Diurnal Type Scale The DTS (Thorsvall & Akerstedt, 1980) is used to
measure an individual’s circadian rhythm, that is, “morning person”, “evening
person”, or “neither morning nor evening person” on a 1-4 scale. Of its seven items,
three concern the morning, three concern the evening, and one concerns both. The
average response on the items is computed (Thorsvall & Akerstedt). Morning people
are those at 3 or above, evening people at 2 or below. Those whose scores are
between these values are considered “neither, nor” (Akerstedt et al.). In the current
study, the mean for the patient group was M = 2.47, SD = 0.59 and the healthy group
M =244, SD = 0.57. The DTS has shown high internal reliability (Cronbach’s a =
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0.75). The correlation coefficient for the norm group was r = 0.79 (p < .001)
(Thorsvall & Akerstedt, 1980). The DTS has been developed through a procedure
where two dimensions may be studied (Gillberg, 2004), one index for the
morning questions and one for the evening questions and these two were used in
the current study.

SQ — Sleep Quality The sleep questions were first constructed for high school
students (Gilloerg, 2004). The 11 questions tap the sleeping habits of the
participants, such as “At what time do you usually wake up on week days?”,
“How often do you feel tired on week days?”, “How often do you feel tired/alert
on week days?”, “How often do you feel tired in the morning/before lunch/after
work on week days?” “What is usually your emotional state in the morning?”,
“How often do you feel you did not get enough sleep?”, “How do you feel you
usually sleep?”. Responses to nine of the questions are given on 0-4 scales, to one
question on a 0-5 scale, and lastly to one question on a 0-8 scale. A few changes
were made for the current study, such as statements concerning school were
changed to work since the participants were working. In order to examine
whether the 11 questions concerning quality of sleep could be summed, an
inter-item correlation was computed (standardized item alpha = 0.88) which then
allowed for summation. Thus, when the scores were summed, they ranged from 0 to
49,

Dream questions Two questions concerned with the participants’ dream habits were
also in the questionnaire. They tapped nightmares and the number of nights the
individual remembered dreaming.

PROCEDURE

Two groups of participants were recruited. The participants in the patient group
were randomly chosen among 150 patients with stress-related problems who
volunteered and indicated an interest in Float-Rest at the Human Performance
Laboratory in the Department of Psychology at the university. The questionnaire
was mailed to the patient group and returned after two weeks in the envelope
provided. The healthy group received the questionnaire at a conference at the
Public Health Department. The participants in the healthy group were randomly
selected among the approximately 130 people present at the conference and
returned the questionnaire after two weeks to a designated person in the
department. In order to ensure anonymity, the questionnaires were returned in
sealed envelopes. It is worth noting that no person high in the hierarchy of the
department could discern who returned an envelope.

Of the 100 questionnaires distributed, the response rate was 91%. All healthy
individuals returned the questionnaire and 41 in the patient group. After one and
one half weeks, a reminder was sent to the healthy group by email which reduced
the attrition. A comparison of the questionnaires from individuals responding
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without a reminder and from individuals responding after the reminder was sent
out (18 participants) did not indicate different characteristics in the responses.
The patient group received no reminder since the response rate was considered
good. A few questionnaires were returned after the deadline and were omitted
from the analyses.

RESULTS

DEPENDENT VARIABLES

A Pillai’s multivariate analysis of variance (MANOVA; 4 x 2 factorial design)
was conducted with affective personality and group as independent variables and
with sleep quality (SQ), morning routines (DTS), evening routines (DTS),
nightmares, dream memories, anxiety (HAD), depression (HAD), positive
affectivity (PANAS), negative affectivity (PANAS), stress (SE), energy (SE), and
optimism (LOT) as dependent variables. The analysis yielded significant effects
for affective personality (p < .001, Eta® = 0.50, power = 0.99) and for group (p =
029, Eta*= 0.29, power = 0.90), but not the interaction (p = .229, Eta? = 0.16, power
= 0.95). The results from the univariate F tests concerning affective personality and
group are given below.
Sleep quality There was a significant difference with regard to group [F(1, 83)
= 10.92, p = .001] where a descriptive analysis indicated that the patient group
experienced poorer sleep quality (M = 22.77, SD = 8.79) compared to the healthy
group (M = 27.88, SD = 6.52). There was also a significant effect for affective
personality [F(3, 83) = 7.10, p < .001] and a post hoc test (Tukey’s highly
significant differences, 5% level) showed that the self-actualizing individuals
experienced a better sleep quality (M = 30.42, SD = 6.63) than did the self-
destructive (M = 21.53, SD = 7.06). The remaining groups fell in between, (high
affective: M = 25.91, SD = 9.43; low affective, M = 24.84, SD = 6.06). In order to
explore whether or not the order of the means, self-actualizing—high affective—low
affective—self-destructive, could be considered a statistically significant trend
regarding sleep quality, a test of trends was performed (Joncheere Test for Ordered
Alternatives; Siegel & Castellan, 1988). The result indicated that there was such a
trend (J* = 3.51, p <.001).
Morning routines There was no significant difference for group (p = .925). There
was, however, a significant effect for affective personality [F (3, 83) = 3.07, p =
0.032], and a post hoc test (Tukey’s HSD, 5% level) showed that the self-
actualizing individuals displayed more morning routines (M = 3.02, SD = 0.58) than
did the self-destructive (M = 2.40, SD = 0.82). The remaining groups fell in between,
(high affective: M = 2.63, SD = 0.91: low affective: M = 2.45, SD = 0.74).
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Evening routines There was no significant difference with regard to group
(p = .239) nor with regard to affective personality (p = .695).

Nightmares There was no significant difference with regard to group
(p = .142). There was, however, a significant effect for affective personality
[F (3, 83) = 3.44, p = 0.021] and a post hoc test (Tukey’s HSD, 5% level) indicated
that the high affective reported a higher frequency of nightmares (M = 2.29, SD =
0.78) than did the self-actualizing (M = 1.67, SD = 0.56). The remaining groups fell in
between (low affective: M = 2.16, SD = 0.83; self-destructive: M = 2.07, SD = 0.68).
Dream memories There was no significant difference with regard to either
group (p = .776) or affective personality (» = .301).

Anxiety There was a significant difference with regard to group [F(1, 83) = 5.73,
p = .019] where a descriptive analysis showed that the patient group
experienced more (M = 7.10, SD = 3.73) compared to the healthy group (M =
5.50, SD = 3.05). There was also a significant effect for affective personality [F(3, 83)
= 14.79, p < .001] and a post hoc test (Tukey’s HSD, 5% level) showed that the
self-actualizing experienced less anxiety (M = 3.46, SD = 2.19) compared to the
self-destructive (M = 8.59, SD = 2.87) and the high affective (M = 7.01, SD = 3.21),
whereas the low affective (A = 5.48, SD = 3.15) fell in between.

Depression There was no significant difference with regard to group (p = .077).
There was, however, a significant effect for affective personality [F(3, 83) = 12.92,
p < .001] and a post hoc test (Tukey’s HSD, 5% level) showed that the self-
destructive reported more depression (M = 5.85, SD = 2.76) compared to the other
groups (low affective: M = 3.19, SD = 2.69; high affective: M = 2.84, SD = 1.84; self-
actualizing: M =2.04, SD = 1.88).

Positive and Negative Affectivity As expected, there were significant results with
regard to affective personality (» < .001). With regard to group there was no such
effect for negative affectivity (p = .273) but for positive affectivity [F(1, 83) = 4.35,
p = .040], where a descriptive analysis showed that the healthy group exhibited
greater positive affectivity (M = 35.31, SD = 5.94) compared to the patient group (M
=33.60, SD = 8.18).

Stress There was no significant difference with regard to group (p = .620). There
was, however, a significant effect for affective personality [F(3, 83) = 13.16,
p < .001] and a post hoc test (Tukey’s HSD, 5% level) showed that the self-
actualizing individuals (M = 1.49, SD = 0.83) and the low affective (M = 1.80,
SD = 0.80) reported that they experienced less stress than did those who were high
affective (M = 2.72, SD = 1.05) and self-destructive (M = 2.81, SD = 0.79).

Energy There was no significant difference with regard to group (p = .413). There
was, however, a significant effect for affective personality [F(3, 83) = 16.21,
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p < .001] where a post hoc test (Tukey’s HSD, 5% level) indicated that the high
affective (M = 3.81, SD = 0.64) and the self-destructive (M = 3.76, SD = 0.64) were
more energetic than the low affective (M = 3.22, SD = 0.52) and the self-destructive
(M =2.65, SD = 0.85).

Optimism There was a significant difference with regard to group [F(1, 83) =
10.41, p = .002], where a descriptive analysis indicated that the healthy group
experienced greater optimism (M = 22.93, SD = 4.21) compared to the patient
group (M = 20.43, SD = 4.30). There was a significant effect for affective
personality [F(3, 83) = 7.70, p < .001], and a post hoc test (Tukey’s HSD, 5%
level) indicated that the self-actualizing (M = 24.38, SD = 3.88) and the high
affective (M = 22.61, SD = 4.71) were more optimistic compared to the low
affective (M = 21.18, SD = 3.69) and the self-destructive (M = 19.32, SD = 3.78).

FACTOR ANALYSIS

In order to further examine the associations among personality variables and
sleep variables, an exploratory factor analysis (principal components analysis)
with affective personality and the dependent variables was conducted. The Scree
plot test indicated three factors (explained variance: 69.76 %) presented in Table 1.

TABLE 1
FACTOR ANALYSIS (PCA) WITH THE DEPENDENT VARIABLES OF THE STUDY. METHOD OF
ROTATION: VARIMAX (KAISER NORMALIZATION). VALUES LESS THAN 0.30 ARE SUPPRESSED

PA/Energy NA/Stress Dreams
Sleep quality 0.37 -0.40 -0.33
Morning routines -0.33
Evening routines
Nightmares 0.80
Dream memories 0.81
Anxiety -0.47 0.71
Depression -0.71 0.41
Positive affectivity 0.91
Negative affectivity 0.79
Stress 0.91
Energy 0.88
Optimism 0.61 -0.39

Note: Kaiser normalization = Brace, Kemp, and Sneglar (2001)
DISCUSSION

The current study was exploratory and no specific hypotheses were formulated.
It was not surprising, however, that — compared to the healthy group — the patient
group exhibited poorer health and sleep quality, greater anxiety, lower positive
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affectivity, and less optimism. It was more surprising, however, that the
distribution of affective personality types was even between the two groups and
that there were no interactions between personality and group. In other words, in
the healthy group and the patient group the same relationships existed between
personality types and the dependent variables, although the patients had poorer
health. In addition, affective personality was shown to be of great importance to
perceived health. It is possible to conclude that affective personality appears to
be a basic and relatively stable personality trait not easily affected by diminished
health, but with a strong influence on a series of health-related variables such as
sleep quality, circadian rhythm, depression, stress, energy, and dispositional
optimism.

The first of the three factors of the factor analysis represented positive
affectivity, energy, optimism, and good sleep quality. This result is consistent with
previous studies suggesting that sleep quality, energy, and optimism are positively
intercorrelated (Thorsvall & Akerstedt, 1980), as are positive affectivity, energy,
and optimism (Bood et al., 2004). The current study showed that self-actualizing
individuals (high PA and low NA) reported the best sleep quality, particularly in
comparison to self-destructive individuals (low PA and high NA). A test of trends
yielded a continuum regarding affective personality and sleep quality (self-
actualizing-high affective—low affective—self-destructive). It appears that high
positive affectivity is a more important component than either high or low negative
affectivity when it comes to good sleep and its related good-health affects. This
notion is underscored by the fact that the patients had lower positive affectivity than
the healthy group did, whereas the groups did not differ in terms of negative
affectivity.

The second factor of the factor analysis was characterized by negative
affectivity, stress, depression, anxiety, late morning routines, and poor sleep
quality, in line with several studies showing associations among stress,
psychological problems, and reduced sleep quality (Morin, Rodrigue, & Ivers,
2003; Wheatley, 1997). The self-actualizing and low affective individuals
reported less stress compared to the high affective and the self-destructive
individuals, a finding which is consistent with earlier studies (Bood et al., 2004;
Norlander et al., 2005). The fact that individuals with a low level of NA (the self-
actualizing and low affective individuals) reported less stress suggests that low NA is
a more important component compared to both high and low PA when it comes to
the experience of lower stress levels. It has been shown that poorer sleep quality
leads to increased stress (Akerstedt & Kecklund, 2002; Partinen, 1994; Wheatley,
1997). This study indicated, however, that the reverse is not self-evident: high
affective individuals reported high levels of stress, high anxiety, and the highest
frequency of nightmares as well as the second best quality of sleep, and a high
degree of optimism and energy!
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The third factor of the factor analysis indicated that nightmares and dream
memories are connected to poor sleep quality which is consistent with earlier
studies (Akerstedt, 2001) and was an expected result.

The notion of the participants with both high affectivity and a good sleep
quality may be an example of how individuals with high stress levels who also
exhibit high positive affectivity, optimism and energy, under favorable
circumstances may develop coping strategies for mastering stressful situations
thereby achieving a good quality of life and good sleep. Future researchers will have
to determine whether all high affective individuals have the ability to transform
stress into something beneficial and what mechanisms are involved in successful
or less successful coping. In conclusion, our results in the current study
suggest that individuals who display a positive attitude toward life (as assessed by
positive affectivity and optimism) and a high level of energy achieve a better
sleep quality, and that this phenomenon is true even when these individuals
experience high levels of stress.
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