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Abstract: Objective: This study aimed to quantify the discrepancy between perceived
and ideal sleep duration among primary care patients and identify demographic, lifestyle,
and psychological factors associated with this expectation—reality gap. Methods: A cross-
sectional study was conducted with 300 adult primary care patients, who completed a
survey assessing demographics, sleep perceptions, and insomnia severity (Insomnia Sever-
ity Index, ISI). Sleep discrepancy was defined as the difference between perceived and
ideal sleep duration. Statistical analyses included Wilcoxon signed-rank tests, Spearman’s
correlations, and multiple linear regression to examine predictors of sleep discrepancy.
Results: Participants reported a mean perceived sleep duration of 6.39 & 1.36 h, signifi-
cantly lower than their ideal sleep duration of 8.07 & 0.75 h (p < 0.001). A significant sleep
discrepancy was found in 81.3% of participants, while only 2.0% exceeded their perceived
sleep needs. Higher ISI scores were strongly associated with greater sleep discrepancy
(r=—0.476, p < 0.001). The regression model explained 27.7% of the variance (p < 0.001),
with insomnia severity (3 = —0.425, p < 0.001), higher BMI (3 = —0.192, p < 0.001), cola
drink consumption (3 = 0.142, p = 0.009), and older age (3 = 0.163, p = 0.002) as significant
predictors. Gender, hypnotic medication use, and alcohol intake were non-significant.
Conclusions: A substantial expectation-reality gap in sleep duration exists, linked to in-
somnia severity, older age, and lifestyle factors. Addressing maladaptive sleep expectations
through cognitive-behavioral interventions in primary care may improve sleep satisfaction
and reduce insomnia-related distress.

Keywords: sleep discrepancy; perceived sleep; ideal sleep; insomnia; sleep expectations;
primary care; sleep health

1. Introduction

Sleep is a fundamental component of cognitive, emotional, and physical health, yet
dissatisfaction with sleep duration and quality is a prevalent issue among primary care
patients [1,2]. Sleep complaints are often evaluated through objective measures such as
polysomnography or actigraphy, but growing evidence suggests that subjective sleep
perception plays a crucial role in sleep-related distress and health outcomes [3,4].

A well-established area of research has focused on sleep misperception—the discrep-
ancy between subjective sleep reports and objective sleep measures [5]. Studies have
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shown that individuals with insomnia frequently underestimate their actual sleep duration,
which is associated with heightened distress, cognitive hyperarousal, and increased risk for
psychiatric comorbidities [3,6]. This subjective—objective sleep discrepancy is associated
with poorer mental health outcomes and greater functional impairment [7,8]. However,
while the relationship between perceived and objective sleep duration has been extensively
studied, a critical yet underexplored issue is the expectation-reality gap in sleep—the
discrepancy between perceived sleep duration and ideal sleep duration.

1.1. The Expectation—Reality Gap in Sleep: A Novel Framework

Expectations play a central role in subjective well-being and health perceptions. Re-
search in pain management, mental health, and chronic disease outcomes has demonstrated
that mismatched expectations can amplify psychological distress, symptom severity, and
treatment dissatisfaction [9,10]. In the context of sleep, individuals often establish subjec-
tive sleep goals based on personal beliefs, societal norms, and public health recommen-
dations [11,12]. This mismatch may be associated with sleep dissatisfaction, anxiety, and
insomnia-like symptoms, even in the absence of objective sleep disturbances [13,14].

While previous studies have examined how sleep misperception affects distress and
mental health, research has not adequately addressed how the gap between perceived and
ideal sleep duration contributes to sleep-related dissatisfaction. This expectation—reality
gap is likely involved in a reciprocal relationship with negative cognitive appraisals of
sleep, sleep-related anxiety, behavioral maladaptation, and sleep disturbances—a pattern
frequently observed in insomnia and psychophysiological sleep disorders [15,16].

1.2. Unmet Sleep Expectations in Primary Care

Primary care is a critical setting for addressing sleep dissatisfaction, as sleep com-
plaints are among the most common concerns raised in general medical practice [17-19].
However, current approaches often focus on treating objective sleep deficits rather than
addressing perceptual and psychological contributors to sleep dissatisfaction. Recognizing
the expectation-reality gap as a unique contributor to sleep distress could shift clinical
approaches toward cognitive and behavioral interventions that target sleep expectations
rather than just sleep duration [20,21].

1.3. Study Objectives

To address this gap, this study aimed to quantify the discrepancy between perceived
and ideal sleep duration in primary care patients and explored its associations with demo-
graphic and lifestyle factors. Specifically, we hypothesized:

e  HI: There was a significant discrepancy between perceived sleep duration and the
hours of sleep considered ideal by patients.

e  H2: Demographic factors (e.g., age, sex) were associated with the magnitude of the
expectation—reality gap in sleep.

e  HB3: Lifestyle habits (e.g., caffeine intake, alcohol consumption, medication use) were
associated with sleep discrepancy severity.

By examining how individual characteristics and lifestyle factors contribute to sleep
discrepancy, this study provided a novel psychological perspective on sleep dissatisfaction
and offers potential avenues for behavioral interventions in primary care settings.

2. Material and Methods
2.1. Study Design and Participants

This was a cross-sectional observational study conducted among adults attending
routine consultations in primary care centers.
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e Inclusion Criteria: Adults aged >18 years, able to provide informed consent, and
without diagnosed severe sleep disorders (e.g., obstructive sleep apnea, narcolepsy).

e  Exclusion Criteria: Patients with severe cognitive impairments or those unable to
complete the survey independently.

2.2. Data Collection

Participants completed a structured self-report, paper-and-pencil survey administered
in person at the clinic during their routine primary care visits. The survey included the
following sections:

e  Demographics: Age, sex, weight, and height.

e Perceived Sleep Duration: “How many hours do you believe you sleep on an
average night?”

e  Ideal Sleep Duration: “How many hours do you think you should sleep each night to
feel well-rested?”

e  Sleep-Related Habits: Use of caffeine, alcohol, and medications.

e Insomnia Symptoms: Assessed using the Insomnia Severity Index (ISI).

2.3. Insomnia Severity Index (ISI)

Insomnia symptoms were assessed using the Insomnia Severity Index (ISI), a widely
used self-report instrument designed to measure the severity of insomnia symptoms over
the past two weeks. The ISI consists of 7 items that assess the severity of insomnia, including
difficulties falling asleep, staying asleep, waking up too early, and the impact of insomnia on
daily functioning. Each item is rated on a scale from 0 to 4, with a total score ranging from
0 to 28. The total score is categorized as follows: 0-7: No clinically significant insomnia;
8-14: Subthreshold (mild) insomnia; 15-21: Moderate insomnia; 22-28: Severe insomnia.
These categories are used to classify the severity of insomnia and guide clinical assessment
and treatment decisions.

2.4. Sleep Discrepancy Classification

Sleep discrepancy was assessed as the difference between actual sleep duration and
self-reported ideal sleep duration. Participants were classified into three categories:

1. Sleep Deficit: Participants whose actual sleep duration was less than their perceived
sleep need.

2. Adequate Sleep: Participants whose actual sleep duration-matched their perceived
sleep needs.

3.  Sleep Excess: Participants whose actual sleep duration exceeded their perceived
sleep need.

This classification framework was used to analyze variations in sleep patterns and
their potential impact on sleep health.

2.5. Statistical Analysis

All statistical analyses were conducted using SPSS (version 29) [22], with statistical
significance set at p < 0.05. Data were first examined for normality (Shapiro-Wilk test) and
homogeneity of variance (Levene’s test) to determine the appropriate statistical methods.

2.5.1. Descriptive and Comparative Analyses

Descriptive statistics (means, standard deviations, and frequency distributions) were
computed for demographic variables, lifestyle factors, perceived sleep duration, and ideal
sleep duration. Differences between perceived and ideal sleep duration were assessed
using the Wilcoxon signed-rank test, as data violated normality assumptions.
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2.5.2. Correlation and Predictive Modeling

Spearman’s rank correlation was used to examine associations between sleep discrep-
ancy scores and variables such as stress levels (PSS), caffeine intake, alcohol consumption,
and insomnia severity (ISI). Multiple linear regression models were conducted to iden-
tify predictors of sleep discrepancy, including age, sex, BMI, caffeine intake, alcohol use,
medication use frequency, and ISI score.

3. Results

Table 1 presents the demographic, clinical, and sleep-related characteristics of the
study sample, including age, sex distribution, body mass index categories, sleep patterns,
insomnia severity, medication use, lifestyle habits, and comorbid conditions. Figure 1
illustrates key sleep parameters of the study population, including sleep onset latency
distribution, total sleep duration, bedtime and wake-up time frequencies, and a circular
representation of average sleep duration.

Table 1. Demographic, clinical, and sleep characteristics of the study sample.

Variable Mean =+ SD (or %)
Demographic Data
Age (years) 49.7 £17.6
Young adults (18-29 years) 15.7% (47 /300)
Early middle age (3044 years) 23.3% (70/300)
Late middle age (45-59 years) 29.0% (87/300)
Older adults (60-74 years) 24.3% (73/300)
Elderly (>75 years) 7.7% (23/300)
Sex
Male 38.7% (116/300)
Female 61.3% (184 /300)
Weight (kg) 74 £ 17
Height (cm) 168 + 10
Body mass index
Underweight (<18.5) 2.3% (7/300)
Normal weight (18.5-24.9) 37.7% (113/300)
Overweight (25.0-29.9) 43.7% (131/300)
Obese class I (30.0-34.9) 10.0% (30/300)
Obese class II (35.0-39.9) 3.7% (11/300)
Obese class III (>40.0) 2.3% (7/300)
Sleep Patterns
Bedtime (median time) 23.00
Sleep onset latency
<15 min 27.0% (81/300)
16-30 min 35.0% (105/300)
31-60 min 22.7% (68/300)
>60 min 15.3% (46/300)
Wake-up time (median time) 7.00
Actual sleep hours per night 6.4+14

Perceived optimal sleep hours 81+0.8




Healthcare 2025, 13, 650

50f13

Table 1. Cont.

Variable

Mean + SD (or %)

Insomnia

No clinically significant insomnia

Subthreshold (mild) insomnia
Moderate insomnia
Severe insomnia

33% (99/300)

38% (114/300)
24% (72,/300)
5% (15/300)

Medication use

Never

73.7% (221/300)

Less than once a week 5.3% (16/300)
Once or twice a week 5.7% (17 /300)
Three or more times a week 15.3% (46/300)
Lifestyle Habits
Coffee (Yes) 73.3% (220/300)
Tea (Yes) 19% (57/300)
Cola drinks (Yes) 21.3% (64/300)
Energy drinks (Yes) 5.3% (16/300)
Cigarettes (Yes) 25.3% (76 /300)

Alcohol (Yes) 46.7% (140/300)
Current Treatments
Hypertension 37.7% (113/300)
Diabetes 13.0% (39/300)
Dyslipidemia 24.7% (74/300)
Asthma 6.3% (19/300)
COPD 6.7% (20/300)
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Figure 1. Median bedtime, wake-up time, and total sleep duration among primary care patients
represented on a 24 h clock diagram, alongside bar graphs illustrating the distribution of sleep onset
latency, total sleep duration, and going to bed and waking up hours.
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3.1. Sample Characteristics

A total of 300 participants were included in the study, of whom 38.7% (n = 116) were
male and 61.3% (n = 184) were female. The mean age of the sample was 49.73 years
(SD =17.61), ranging from 18 to 92 years. As shown in Table 1, the age distribution of
the 300 primary care patients reveals a predominance of middle-aged and older adults,
with over half of the sample (53.3%) aged 45 years or older. The largest group was late
middle age (45-59 years, 29.0%), followed by older adults (60-74 years, 24.3%). The early
middle age group (30—44 years) accounted for 23.3% of the sample, while young adults
(18-29 years) represented 15.7%. The elderly population (>75 years) comprised the smallest
group (7.7%).

The reasons for consultation among the 300 primary care patients in the study were
highly diverse, reflecting a wide range of somatic, psychological, chronic, and preventive
health concerns. The most common consultations were for chronic conditions and follow-up
visits, particularly hypertension (113 patients, 37.7%), diabetes (39 patients, 13.0%), dyslipi-
demia (74 patients, 24.7%), and respiratory diseases such as asthma and chronic obstructive
pulmonary disease (COPD) (39 patients, 13.0%). Acute conditions were also frequently
reported, with respiratory infections such as influenza (6.0%) and the common cold (1.7%),
along with fever, sore throat, and cough. Musculoskeletal complaints—including back
pain, joint pain, and lumbago—were another significant reason for consultation, as were
gastrointestinal issues like acid reflux, abdominal pain, and constipation. Psychological and
psychiatric concerns were present in a subset of patients, with anxiety-related complaints
(4 patients, 1.3%), depression (3 patients, 1.0%), and panic attacks (1 patient, 0.3%) among
the reasons for consultation. Additionally, lifestyle and behavioral health concerns, such as
smoking cessation and weight-related issues, were reported in some cases.

3.2. Sleep Patterns

Participants’ reported bedtimes predominantly followed a late-night sleep schedule,
with 35.7% going to bed at 23:00 and 25.7% at 24:00. Additionally, 14.3% of the sample
reported going to bed between 24:00 and 2:00.

Regarding sleep onset latency, 35.0% of participants reported falling asleep within
16-30 min, while 27.0% fell asleep in less than 15 min. However, 15.3% of participants
experienced prolonged sleep latency exceeding 60 min.

Wake-up time distribution exhibited a bimodal pattern, with 31.3% of participants
waking up at 07:00 and 22.0% at 08:00. Only 6.3% reported waking up before 06:00, whereas
7.3% woke up after 09:00.

3.3. Sleep Duration and Perceived Optimal Sleep

The mean actual sleep duration reported was 6.39 h (SD = 1.36), with a minimum of
2 h and a maximum of 11 h. In contrast, the mean perceived optimal sleep duration was
8.07 h (SD = 0.75), with a median of 8 h.

3.4. Sleep Discrepancy Analysis

The Wilcoxon signed-rank test was conducted to compare participants” perceived
sleep duration and their ideal sleep duration. The results indicated a statistically significant
difference (Z = —13.424, p < 0.001), suggesting that participants reported sleeping signifi-
cantly fewer hours than they considered ideal. Descriptive statistics revealed that the mean
actual sleep duration was 6.39 & 1.36 h, while the mean perceived optimal sleep duration
was 8.07 = 0.75 h.

Further analysis of rank distributions showed that 244 out of 300 participants (81.3%)
believed they should sleep more than they actually do, while only 6 participants (2.0%)
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reported sleeping more than their perceived need. The remaining 50 participants (16.7%)
reported no discrepancy between actual and ideal sleep.

3.5. Use of Sleep Medication

Regarding the use of sleep medication, 73.7% of participants reported no use of sleep-
inducing drugs in the past two weeks. However, 15.3% indicated taking sleep medication
three or more times per week, while 5.7% reported using it once or twice per week.

3.6. Gender Differences in Sleep Latency, Duration, and Perceived Sleep Need

A chi-square test indicated no significant association between the time to fall asleep
and gender (x>(3) = 4.911, p = 0.178), suggesting that sleep latency distributions did not
differ meaningfully between males and females.

The Kruskal-Wallis test performed to examine differences in actual sleep duration and
perceived ideal sleep duration between males and females revealed a significant difference
in actual sleep duration (H = 8.228, p = 0.004), indicating that females (mean rank = 161.57)
reported sleeping significantly longer than males (mean rank = 132.94). Similarly, a highly
significant difference was observed in perceived ideal sleep duration (H =12.123, p < 0.001),
where females (mean rank = 161.85) perceived their optimal sleep need to be significantly
higher than males (mean rank = 132.50).

3.7. Age Differences in Sleep Latency, Duration, and Perceived Sleep Need

A Kruskal-Wallis test was conducted to assess whether age differs across sleep la-
tency groups (<15 min, 16-30 min, 31-60 min, >60 min). The test revealed no significant
differences in age between these groups (H = 1.291, df = 3, p = 0.731), suggesting that age
does not significantly influence the time to fall asleep. Mean ranks were 143.56 for those
falling asleep in less than 15 min, 156.48 for those taking 16-30 min, 153.39 for those taking
31-60 min, and 144.80 for those taking more than 60 min.

Spearman’s rank correlation was used to assess the relationship between age, actual
sleep duration, and perceived ideal sleep duration due to the non-normal distribution of
the data. The results indicated that age was not significantly correlated with actual sleep
duration (p = 0.095, p = 0.101) or with perceived ideal sleep duration (p = —0.070, p = 0.224).

3.8. Insomnia Severity Index (ISI) Scores

The mean ISI total score in the sample was 11.12 (SD = 6.11), with scores ranging
from 0 to 27. Based on established cutoff values, participants were classified into four
insomnia severity categories: 33.0% (n = 99) reported no clinically significant insomnia
(ISI = 0-7); 38.0% (n = 114) fell into the subthreshold (mild) insomnia category (ISI = 8-14);
24.0% (n = 72) were classified as having moderate insomnia (ISI = 15-21); and, 5.0% (n = 15)
met criteria for severe insomnia (ISI = 22-28). Overall, 67.0% of participants reported
some degree of insomnia symptoms (ISI > 8), with 29.0% classified as moderate to severe
insomnia (ISI > 15).

3.9. Inferential Statistics

Relationship Between ISI Score and Sleep Discrepancy

A moderate negative correlation was found between ISI total score and sleep discrep-
ancy (r = —0.476, p < 0.001), indicating that higher insomnia severity is associated with
greater sleep deficit. Given the statistical significance and strength of this relationship, a
linear regression analysis is recommended to further quantify the predictive value of ISI on
sleep discrepancy. Additionally, a multiple regression model adjusting for age, BMI, gender,
and medication use could help determine whether this relationship remains significant after
controlling for potential confounders (Table 2). To assess the independence of predictors
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in the regression model, we conducted a multicollinearity check using variance inflation
factors (VIFs). All predictors had VIF values well below 10, indicating no significant multi-
collinearity. Therefore, the predictors in the regression model were considered independent
from each other, ensuring the validity of the results.

Table 2. Multiple linear regression results predicting sleep discrepancy.

Model 95% CI p Value
B Std. Error Beta

(Constant) 0.013 0.467 [—0.91, 0.94] 0.978
Gender —0.022 0.149 —0.008 [—0.34, 0.30] 0.885
Age 0.013 0.004 0.163 [0.005, 0.021] 0.002
ISI total —0.096 0.013 —0.425 [—0.12, —0.07] <0.001

1 Body mass index —0.053 0.015 —0.192 [—0.08, —0.02] <0.001
Hypnotics —0.054 0.171 —0.017 [—0.39, 0.28] 0.755
Coffee 0.046 0.158 0.015 [—0.27,0.36] 0.769
Tea 0.103 0.181 0.029 [—0.25, 0.46] 0.569
Cola drinks 0.478 0.182 0.142 [0.12, 0.84] 0.009
Energy drinks 0.068 0.321 0.011 [—0.56, 0.70] 0.831
Tobacco —0.247 0.169 —0.078 [—0.58, 0.08] 0.145
Alcohol 0.111 0.146 0.040 [—0.18, 0.40] 0.449

Model Summary: Model 1: R = 0.526, R? =0.277, adjusted R? = 0.249, standard error of the estimate = 1.19483;
F(11, 288) = 9.543, p < 0.001; effect sizes: Cohen’s 2 = 0.38 (moderate effect); Durbin-Watson = 1.944. Pre-
dictors: (constant), alcohol, coffee, cola drinks, hypnotics, tea, age, gender, energy drinks, body mass index,
tobacco, ISI total. Dependent variable: discrepancy. B represents unstandardized coefficients; Beta represents
standardized coefficients.

The regression analysis results indicate that the model explains 27.7% of the variance
in sleep discrepancy (R? = 0.277, adjusted R? = 0.249), suggesting that insomnia severity
and lifestyle factors contribute to the expectation-reality gap in sleep perception. The
model is statistically significant (p < 0.001).

Among the individual predictors, insomnia severity (ISI Total; 3 = —0.425, p < 0.001)
was the strongest factor, with higher ISI scores associated with greater sleep discrepancy.
Additionally, higher BMI (f = —0.192, p < 0.001) and cola drink consumption (3 = 0.142,
p = 0.009) significantly predicted greater sleep discrepancy, indicating potential physiologi-
cal or behavioral influences on sleep perception.

Age (f = 0.163, p = 0.002) was also a significant predictor, suggesting that older
individuals tend to report a greater expectation—reality gap in sleep perception rather than
a smaller one. This finding may reflect age-related changes in sleep expectations or sleep
satisfaction, warranting further investigation.

Conversely, gender, hypnotic medication use, caffeine (coffee, tea, energy drinks),
tobacco, and alcohol consumption were not significant predictors, indicating that these
factors do not substantially contribute to subjective sleep misperception.

These findings underscore the complex psychological and lifestyle factors influencing
sleep perception, emphasizing the need for targeted interventions in primary care to address
cognitive distortions surrounding sleep expectations and improve sleep satisfaction.
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4. Discussion
4.1. Sleep Discrepancy and Psychological Distress

Our study provides compelling evidence of a significant expectation-reality gap in
sleep perception among primary care patients. Our results confirm that the majority of
participants perceive their actual sleep duration as insufficient compared to their ideal
sleep duration, with a statistically significant discrepancy of approximately 1.68 h. This
mismatch aligns with prior research on sleep dissatisfaction and misperception [3,12] and
underscores the psychological and behavioral implications of unmet sleep expectations.

One of the most notable findings is the strong association between sleep discrepancy
and insomnia severity. Our regression analysis revealed that higher Insomnia Severity
Index (ISI) scores were significantly associated with greater sleep discrepancy (f = —0.425,
p < 0.001). This supports the cognitive hyperarousal model of insomnia, in which individ-
uals with insomnia-like symptoms are more likely to perceive their sleep as inadequate,
reinforcing psychological distress [6,7]. These findings suggest that interventions targeting
cognitive distortions about sleep may be essential in mitigating sleep dissatisfaction and
distress. Recent systematic reviews further support our results, highlighting cognitive fac-
tors, particularly maladaptive sleep beliefs, as critical mechanisms sustaining insomnia and
potential therapeutic targets in cognitive-behavioral therapy for insomnia (CBT-I) [23,24].

Our results align with prior research demonstrating that greater subjective sleep
discrepancy is associated with lower perceived restoration and well-being [25]. Their
findings indicate that both shorter and longer subjective sleep durations are linked to
increased sleep dissatisfaction, emphasizing the importance of individual perceptions in
sleep-related distress. This further supports the need for interventions that address not
only objective sleep duration but also subjective sleep expectations and misperceptions.

4.2. Cultural and Individual Variability in Sleep Perception

The concept of “enough sleep” is subjective and shaped by cultural norms, personal
experiences, and biological factors. Some cultures emphasize productivity over rest, leading
to an undervaluation of sleep duration [26]. Conversely, societies that prioritize well-being
may promote longer sleep expectations.

Genetic and psychological factors also influence sleep perception. Chronotypes play
a role, with evening types more likely to experience social jet lag, further distorting their
subjective sleep estimates [27]. Additionally, stress and anxiety contribute to perceived
sleep inadequacy, even when individuals achieve recommended sleep durations [26]. Busa
et al. (2023) [28] recently demonstrated that lifestyle behaviors such as excessive smart
device use and insufficient physical activity significantly contribute to poorer sleep quality
and higher perceived stress, reinforcing our findings regarding behavioral impacts on
sleep discrepancy.

4.3. Gender and Age Differences in Sleep Expectations

Our regression model found that age was significantly associated with greater sleep
discrepancy (3 = 0.163, p = 0.002), suggesting that older individuals tend to report a larger
expectation—reality gap in sleep. This may reflect age-related changes in sleep quality,
efficiency, and expectations, as older adults experience increased sleep fragmentation and
shifts in circadian rhythms. Additionally, rigid sleep beliefs influenced by past patterns
and societal norms could contribute to greater dissatisfaction with actual sleep duration.
Future studies should explore age-stratified analyses and age-specific cognitive-behavioral
interventions to address maladaptive sleep expectations in older adults.

In contrast, gender was not a significant predictor of sleep discrepancy (p = 0.885),
despite prior research suggesting hormonal and social influences on sleep perception [29].
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This finding implies that psychological and lifestyle factors may play a more dominant
role in sleep misperception. While some studies suggest women report higher sleep
dissatisfaction due to hormonal changes and stress sensitivity, our results indicate that
these factors do not significantly impact the expectation-reality gap.

Overall, these findings highlight the importance of addressing sleep expectations in
clinical practice, particularly in older adults, where perceived sleep deficits may be more
distressing. Targeted interventions focusing on realistic sleep goals could help improve
sleep satisfaction and reduce unnecessary sleep-related anxiety.

4.4. The Role of Lifestyle Factors in Sleep Perception

Among lifestyle variables, cola drink consumption emerged as a significant predictor
of sleep discrepancy (p = 0.142, p = 0.009). This finding aligns with research indicating that
caffeinated soft drinks may exacerbate sleep misperception and sleep dissatisfaction [30].

Conversely, coffee, tea, alcohol, hypnotic medication use, and tobacco consumption
were not significant predictors in our model (p > 0.05). This suggests that while caffeine
from cola beverages may influence sleep perceptions, other common lifestyle factors do not
play a major role in shaping the expectation—reality gap in sleep.

Additionally, higher BMI was significantly associated with greater sleep discrepancy
(B =—0.192, p < 0.001), reinforcing previous findings that obesity-related sleep disturbances,
such as obstructive sleep apnea, may contribute to distorted sleep perceptions [30].

4.5. Clinical and Public Health Implications

The results of this study highlight the clinical relevance of sleep expectations in
primary care settings. Physicians frequently encounter sleep complaints, yet interventions
often focus on increasing sleep quantity rather than addressing maladaptive sleep beliefs.
Given the strong association between insomnia severity and sleep discrepancy, targeted
cognitive-behavioral interventions addressing sleep expectations and cognitive distortions
may be crucial in reducing sleep dissatisfaction [15]. Recent meta-analyses emphasize the
effectiveness of CBT-I in significantly improving sleep quality in younger populations,
suggesting similar benefits could be achieved in primary care patients [31].

Additionally, public health campaigns should emphasize individual variability in
sleep needs, rather than rigid recommendations such as the “8 h rule” [11]. Educating
individuals to assess sleep quality and daytime functioning rather than focusing solely
on sleep duration may reduce unnecessary sleep-related anxiety and improve overall
sleep satisfaction.

5. Limitations

Despite the strengths of this study, several limitations should be acknowledged. First,
the reliance on self-reported sleep data introduces the potential for recall bias and mises-
timation of actual sleep duration. Subjective sleep assessments are known to differ from
objective measures, such as actigraphy or polysomnography, which may lead to discrep-
ancies in reported sleep patterns [5]. Future research should incorporate objective sleep
monitoring to validate these findings.

Second, the cross-sectional design of this study limits causal interpretations. While
significant associations were observed between sleep discrepancy, insomnia severity, and
demographic factors, the temporal direction of these relationships remains unclear. Lon-
gitudinal studies would help clarify whether sleep discrepancy contributes to increased
insomnia severity over time or vice versa.
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Third, the study sample consisted of primary care patients, which may not be fully rep-
resentative of the general population. Individuals seeking medical care may have a higher
prevalence of sleep disturbances or health conditions that influence sleep perceptions.
Future studies should examine sleep discrepancy in broader community-based samples to
enhance generalizability.

Lastly, while we explored lifestyle factors such as caffeine and alcohol use, additional
psychosocial variables, including stress levels, occupational demands, and mental health
status, were not extensively analyzed. These factors may play a crucial role in shaping
sleep perceptions and should be considered in future investigations.

6. Conclusions

This study contributes to the growing body of literature on subjective sleep perception
by identifying a significant expectation-reality gap in sleep among primary care patients.
Our findings emphasize that the perceived mismatch between actual and ideal sleep
duration plays a crucial role in shaping sleep-related well-being, expanding prior research
that primarily focused on the discrepancy between subjective and objective sleep duration.
This highlights the psychological and behavioral implications of unmet sleep expectations,
reinforcing the need for targeted cognitive interventions to address sleep dissatisfaction.

The strong association between sleep discrepancy and insomnia severity underscores
the importance of psychological approaches that focus not only on sleep quantity but
also on cognitive appraisals of sleep adequacy. Furthermore, gender differences and BMI-
related sleep perceptions highlight the complexity of sleep misperception and its broader
implications for health. These insights provide a novel framework for addressing sleep
dissatisfaction in primary care settings, advocating for interventions that shift the focus
from rigid sleep duration goals toward individualized and realistic sleep expectations.

Future research should explore the mechanisms underlying these discrepancies and
evaluate intervention strategies that can effectively align sleep perceptions with actual sleep
patterns, ultimately improving sleep health and overall well-being. By addressing both
the physiological and cognitive aspects of sleep perception, clinicians and researchers can
develop more comprehensive strategies to mitigate sleep dissatisfaction and its associated
health risks.
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