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ABSTRACT
INTRODUCTION Cigarette smoking is suggested to be associated with sleep problems. 
This study evaluated the quantitative association between urinary cotinine-verified 
smoking intensity and sleep quality assessed by the Pittsburgh Sleep Quality Index 
(PSQI).
METHODS This was a cross-sectional study of 189970 participants from the Kangbuk 
Samsung Health Study recruited between 2016 and 2018. Logistic regression 
analysis adjusted for covariates was performed to estimate the association between 
urinary cotinine levels assessed by quartiles and poor sleep quality, defined as 
global PSQI score >5.
RESULTS The odds ratios (OR) and 95% confidence intervals (CI) for poor sleep 
quality comparing the highest urinary cotinine quartile to non-smokers were: 1.23 
(95% CI: 1.16–1.30) for overall, 1.19 (95% CI: 1.12–1.26) for males, and 1.55 
(95% CI: 1.29–1.87) for females. Among self-reported never smokers, cotinine-
verified smokers had higher odds for decreased sleep quality compared to cotinine-
verified never smokers with OR of 1.26 (95% CI: 1.08–1.46).
CONCLUSIONS Elevated urinary cotinine levels were associated with poor sleep quality 
in relatively young and middle-aged South Korean adults. Higher odds for poor 
sleep quality among cotinine-verified smokers who self-reported as never smokers 
also demonstrate the value of quantitative measurement of urinary cotinine. 
Prospective studies are warranted to clarify the cause-effect relationship between 
smoking and sleep quality.
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INTRODUCTION
Cigarette smoking is a serious public health problem. In spite of anti-smoking 
campaigns and public policies to discourage smoking, 1.1 billion smokers globally 
consumed 7.4 trillion cigarette-equivalents of tobacco in 20191. In the same year, 
the smoking prevalence in men in Korea was 28.5%, which was the 4th highest 
rate among OECD countries2. 

While the detrimental impacts of cigarette smoking on physical health have 
been well established, evidence supporting the effect of sleep quality on physical 
health is increasing. Poor sleep quality is associated with cardiovascular diseases3 

and depression4. Hence, both abstinence from smoking and sleep quality are 
important for improving health outcomes.

Recently, a meta-analysis showed that smokers have a higher risk of developing 
sleep-related problems than non-smokers5. In a study using national survey data, 
patients with insomnia were more likely to smoke than those without insomnia6. 
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However, previous studies mostly relied on self-
reported smoking status. Only a few studies used 
biomarkers for differentiating smoking exposure, 
and those using biomarkers for evaluating smoking 
intensity reported inconsistent results. A Canadian 
national survey reported that increasing urinary 
cotinine levels were associated with higher odds of 
disturbed sleep quality7. In contrast, a German study 
using the Pittsburgh Sleep Quality Index (PSQI) 
showed no significant associations between smoking 
intensity measured by biological indicators (i.e. 
exhaled carbon dioxide, plasma cotinine) and sleep 
quality8. 

Considering the underestimation of smoking in 
self-reports9, cotinine verification can provide more 
accurate information on smoking. Nicotine’s main 
metabolite, cotinine, is a widely used biomarker for 
smoking since it has a long half-life of 16 hours10. 
Urinary cotinine is non-invasive and highly correlated 
with serum cotinine11, and is suitable for assessing 
smoking status and intensity. Urinary cotinine is 
an objective measurement of smoking status with 
high sensitivity and specificity comparable to serum 
cotinine levels12. 

Furthermore, most studies assessed only overall 
sleep quality or used self-developed questionnaires. 
By using a validated instrument, such as the PSQI13, 
overall poor sleep quality and a variety of sleep 
dimensions can be evaluated.

Therefore, this research aimed to analyze the 
quantitative association between cigarette smoking 
and sleep quality, by using urinary cotinine levels and 
a validated instrument for assessing sleep quality in 
a large population.

METHODS
Study design and population
Study subjects were participants of the Kangbuk 
Samsung Health Study, a cohort study of men and 
women aged ≥18 years who underwent comprehensive 
health screening examinations at Kangbuk Samsung 
Hospital Total Healthcare Centers in Seoul and 
Suwon, South Korea14. The Industrial Safety and 
Health Law in South Korea mandates annual or 
biennial health examinations for all employees; over 
80% of the study participants were employees of 
companies or governmental organizations or their 
spouses, while the remaining received voluntary 

health checkups. The analysis included participants 
with visits between 2016 and 2018, and results for 
urinary cotinine and PSQI (n=202552). This study 
was approved by the Institutional Review Board of the 
Kangbuk Samsung Hospital (IRB No. KBSMC 2021-
06-029), which waived the requirement for informed 
consent because we used pre-existing de-identified 
data obtained during regular health screening exams.

The exclusion criteria were as follows: pregnant 
women, due to accelerated metabolism of nicotine 
during pregnancy (n=1332)15; estimated glomerular 
filtration rate <60 mL/min/1.73m2, calculated 
using The Chronic Kidney Disease-Epidemiology 
Collaboration equation due to decreased metabolism 
of nicotine (n=307)16; and missing data on self-
reported smoking status (n=971) and alcohol intake 
(n=10,487). Some individuals met more than one 
criterion for exclusion; as a result, 12582 were 
excluded and the remaining 189970 participants were 
included in the final analysis (Figure 1).

Definition and variables
Data on sociodemographic characteristics, health status, 
and health behaviors were collected by standardized 
self-administered questionnaires and anthropometric 
measurements. The education level referred to 
the highest diploma received. Working status was 
categorized into daytime employment (working hours 
between 6 a.m. and 6 p.m.), non-daytime employment 
(working other hours), and unemployed. For history 
of chronic disease, participants were asked whether 
they had been diagnosed with one of the following 
conditions: hypertension, diabetes, dyslipidemia, 
asthma, chronic obstructive pulmonary disease, sleep 

Figure 1. Flow chart of study participants 
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apnea, heart disease, stroke, or cancer. For history 
of psychiatric disease, the following conditions 
were assessed: depressive disorder, narcolepsy, and 
insomnia. The use of psychiatric medications included 
antidepressants and other psychiatric medications, but 
did not include hypnotics, because it is a component 
of the PSQI. Depressive symptoms were assessed 
using the validated Korean version of the Center for 
Epidemiologic Studies Depression scale and a score of 
≥16 was considered as clinically significant depressive 
symptoms17. Physical activity was assessed using 
the validated Korean version18 of the International 
Physical Activity Questionnaire short form. Alcohol 
intake was computed by the frequency and amount 
consumed per drinking session. Coffee consumption 
was assessed using the food frequency questionnaire 
for Koreans19.

Anthropometric parameters were measured by 
trained nurses. Obesity status was defined by body 
mass index (BMI, kg/m2) according to the criteria for 
obesity in Asians20.

Self-reported smoking questionnaires included 
information on current smoking status, smoking 
duration, and the number of cigarettes per day. 
Participants who smoked <100 cigarettes during their 
lifetime were classified as never smokers. Participants 
who smoked ≥100 cigarettes in their lifetime were 
categorized as: 1) current smokers or 2) former 
smokers, according to their current smoking status.

Measurements
Urinary cotinine
Urinary cotinine was measured using the DRI 
Cotinine Assay (Microgenics Corp., Fremont, CA, 
USA) with a modular P800 (Roche Diagnostics, 
Tokyo, Japan). The participants were asked to refrain 
from eating or smoking for at least 10 hours before 
the comprehensive health screening examinations, at 
which the urine samples were collected. The cut-off 
used to distinguish cotinine-verified smokers from 
non-smokers was 50 ng/mL10. Cotinine-verified 
smokers were subdivided into quartiles, as in previous 
studies7,11,21. 

Pittsburgh Sleep Quality Index (PSQI)
The PSQI is a validated self-reported questionnaire 
that evaluates sleep quality during the past month. 
This instrument consists of 19 items, grouped into 

seven components: subjective sleep quality, sleep 
latency, sleep duration, habitual sleep efficiency, 
sleep disturbance, use of sleep medication, and 
daytime dysfunction. Each component’s score ranges 
from 0 to 3; the seven component scores are summed 
for a global PSQI score, which ranges from 0 to 21. 
Higher scores indicate poor sleep quality; a global 
score >5 is considered as the range for identifying 
poor sleep quality13. The validated PSQI Korean 
version was used with a cut-off value of 522. For 
each individual component, a score of ≥2 was used 
to identify clinically impaired domains, such as bad 
subjective sleep quality, sleep latency >30 minutes, 
sleep duration <6 hours, and sleep efficiency <75%8,13.

Statistical analysis
To examine the quantitative relationship between 
cotinine-measured smoking intensity and sleep 
quality, urinary cotinine levels were categorized into 
five groups: the non-smoker group (<50 ng/mL), and 
smokers divided into quartiles distinctly for males and 
females (for males, Q1: 50–499 ng/mL; Q2: 500–1011 
ng/mL; Q3: 1012–1598 ng/mL; and Q4: ≥1599 ng/
mL; for females, Q1: 50–321 ng/mL; Q2: 322–685 
ng/mL; Q3: 686–1211 ng/mL; and Q4 ≥1212 ng/
mL).

The characteristics of the study population were 
summarized using descriptive statistics.  To compare 
the participants’ characteristics according to urinary 
cotinine levels, the one-way ANOVA was used for 
continuous variables with a normal distribution. For 
continuous variables without a normal distribution 
such as alcohol consumption, the Kruskal-Wallis H 
test was performed. The chi-squared test was used 
for categorical variables.

Descriptive statistics were used to analyze smoking 
status according to self-report and urinary cotinine 
measurements. Kappa statistics were applied to 
calculate the degree of agreement between the two 
methods.

Multivariate logistic regression analyses were 
performed to evaluate the ORs and 95% CIs for poor 
sleep quality according to urinary cotinine level 
categories and self-reported smoking status. Models 
were initially adjusted for age and sex, and the 
multivariate model was further adjusted for education 
level, employment status, marital status, BMI, history 
of chronic disease, perceived health status, history 
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of psychiatric disease, psychiatric medication use, 
depressive symptoms, physical activity, and alcohol 
consumption. The association between urinary 
cotinine level categories and sleep quality was also 
analyzed according to coffee consumption among 
participants with available data.

Sensitivity analyses were conducted with different 
cut-off points for PSQI and cotinine levels. For urinary 
cotinine, a higher cut-off of 100 ng/mL23 was used to 
distinguish smokers and non-smokers. For the PSQI 
score, a higher range  >7 was used to distinguish poor 
sleep quality24. 

All analyses were carried out using STATA version 
16.1 (StataCorp LP, College station TX, USA). All 
reported p values were two-sided, and p<0.05 was 
considered statistically significant.

RESULTS
The characteristics of the 189970 participants 
(108643 males and 81327 females) are presented 
in Supplementary file Table S1, according to urinary 
cotinine categories. The mean (standard deviation) 
age of the overall population was 33.83 (SD=6.02) 
years. Participant categories with higher cotinine 
levels were older, had higher unemployment levels, 
perceived self-health status poorly, reported more 
depressive symptoms, practiced higher levels of 
physical activity, and consumed more alcohol and 
coffee compared to the cotinine-verified non-smoker 
category. Cotinine-verified smokers showed higher 
levels of obesity than non-smokers, although obesity 

was lowest in the highest quartile among cotinine-
verified smokers. Characteristics according to sex are 
described in Supplementary file Tables S2 and S3.

Smoking status according to both urinary cotinine 
measurement and self-report are described in Table 1. 
The prevalence of smoking based on self-report and 
cotinine levels were 14.93% and 14.68%, respectively. 
The reliability between self-reported and cotinine-
verified smoking status was strong overall (κ=0.896, 
standard error=0.003), and the reliability for males 
and females were κ=0.879 and κ=0.703, respectively. 
The percentage of misclassification, identified as 
cotinine-verified smokers who self-reported as never 
smokers, were 0.78%, 0.48%, and 0.92% among 
overall, male, and female participants, respectively.

Overall, age and sex-adjusted ORs for poor sleep 
quality for increasing urinary cotinine quartiles were 
1.26 (95% CI: 1.19–1.33), 1.31 (95% CI: 1.25–1.39), 
1.42 (95% CI: 1.35–1.50), and 1.53 (95% CI: 1.45–
1.61), respectively, compared to cotinine-verified 
non-smokers (p for trend <0.001) (Table 2). After 
further adjustment for covariates, increasing urinary 
cotinine quartiles were associated with increasing 
odds for poor sleep quality among overall, male, 
and female participants, with a stronger association 
among female participants (p for interaction=0.009). 
The multivariable-adjusted OR for poor sleep quality 
among overall participants was 1.011 (95% CI: 1.008–
1.013) per 100 unit increase in urinary cotinine level.

Similar associations were observed between self-
reported smoking and poor sleep quality (Table 3). 

Table 1. Smoking status by self-report and urinary cotinine verification

Cotinine-verified 
smoking status

Self-reported smoking status Total

n (%)
Never smoker

n (%)
Former smoker

n (%)
Current smoker

n (%)

Overall

Non-smoker 108813 (99.22) 49594 (95.49) 3679 (12.97) 162086 (85.32)

Smokera 851 (0.78) 2343 (4.51) 24690 (87.03) 27884 (14.68)

Male

Non-smoker 35096 (99.52) 44292 (95.74) 3487 (12.86) 82875 (76.28)

Smokera 168 (0.48) 1973 (4.26) 23627 (87.14) 25768 (23.72)

Female

Non-smoker 73717 (99.08) 5302 (93.48) 192 (15.30) 79211 (97.40)

Smokera 683 (0.92) 370 (6.52) 1063 (84.70) 2116 (2.60)

The kappa values for agreement between self-reported and cotinine-verified smoking status among overall, male, and female subjects were 0.896, 0.879, and 0.703, respectively. 
a Cotinine-verified smoker was defined by urinary cotinine level ≥50 ng/mL vs <50 ng/mL for non-smoker. 
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For self-reported smoking status, the OR for current 
smokers was 1.21 (95% CI: 1.16–1.25) compared 
to never smokers after adjustment for covariates. 
Increasing smoking intensity showed a dose-response 
association with poor sleep quality, with OR of 1.10 
(95% CI: 1.07–1.14), 1.20 (95% CI: 1.15–1.25), and 

1.38 (95% CI: 1.22–1.56) for 1–10, 11–20, and >20 
cigarettes per day, respectively.

Analysis of the association between misclassified 
self-reported smoking exposure identified through 
urinary cotinine levels and poor sleep quality is 
shown in Table 4. Overall, compared to cotinine-

Table 3. Odds ratios (95% confidence intervals) for poor sleep quality (global PSQI score >5) by self-reported 
smoking status

Smoking 
intensity

Age (years)/sex adjusted ORa (95% CI) Multivariable-adjusted ORb (95% CI)

Male Female Overall Male Female Overall

Smoking status

Never smoker 
(Ref.)

1 1 1 1 1 1 

Former smoker 1.05 (1.02–1.09) 1.21 (1.15–1.28) 1.10 (1.07–1.14) 1.06 (1.03–1.10) 1.06 (0.99–1.12) 1.06 (1.03–1.09)

Current smoker 1.39 (1.34–1.44) 2.10 (1.88–2.35) 1.48 (1.43–1.53) 1.20 (1.15–1.25) 1.37 (1.21–1.55) 1.21 (1.16–1.25)

p for trend <0.001 <0.001 <0.001 <0.001 <0.001 <0.001

Smoking 
amount 
(cigarettes/day)

0 (Ref.) 1 1 1 1 1 1 

1–10 1.14 (1.10–1.17) 1.75 (1.63–1.88) 1.22 (1.19–1.26) 1.08 (1.04–1.12) 1.28 (1.18–1.38) 1.10 (1.07–1.14)

11–20 1.41 (1.36–1.46) 1.68 (1.32–2.15) 1.46 (1.41–1.52) 1.19 (1.14–1.24) 1.03 (0.79–1.35) 1.20 (1.15–1.25)

>20 1.92 (1.71–2.14) 2.26 (0.56–9.03) 1.99 (1.78–2.23) 1.37 (1.21–1.55) 1.18 (0.25–5.71) 1.38 (1.22–1.56)

p for trend <0.001 <0.001 <0.001 <0.001 <0.001 <0.001

PSQI: Pittsburgh Sleep Quality Index. a Sex was adjusted only for overall. b Further adjusted for sex (only for overall), education level, employment status, marital status, body 
mass index, history of chronic disease, perceived health status, history of psychiatric disease, psychiatric medication use, depressive symptoms, physical activity, and alcohol 
consumption. 

Table 2. Odds ratios (95% confidence intervals) for poor sleep quality (global PSQI score >5) by cotinine-verified 
smoking status

Smoking 
intensity

Age/sex adjusted ORa (95% CI) Multivariable-adjusted ORb (95% CI)

Male Female Overall Male Female Overall

Urinary 
cotinine 
levelc

<50 (Ref.) 1 1 1 1 1 1 

Quartile 1 1.23 (1.17–1.31) 1.39 (1.17–1.66) 1.26 (1.19–1.33) 1.11 (1.05–1.18) 1.09 (0.90–1.32) 1.11 (1.05–1.17)

Quartile 2 1.26 (1.19–1.34) 1.76 (1.48–2.09) 1.31 (1.25–1.39) 1.12 (1.05–1.19) 1.37 (1.13–1.65) 1.14 (1.08–1.21)

Quartile 3 1.37 (1.29–1.44) 1.88 (1.59–2.23) 1.42 (1.35–1.50) 1.17 (1.10–1.24) 1.38 (1.15–1.67) 1.19 (1.13–1.26)

Quartile 4 1.46 (1.38–1.54) 2.16 (1.82–2.57) 1.53 (1.45–1.61) 1.19 (1.12–1.26) 1.55 (1.29–1.87) 1.23 (1.16–1.30)

p for trend <0.001 <0.001 <0.001 <0.001 <0.001 <0.001

Per 100 unit 
increase

1.019 (1.017–1.021) 1.049 (1.040–1.057) 1.021 (1.019–1.024) 1.009 (1.007–1.011) 1.026 (1.017–1.035) 1.011 (1.008–1.013)

PSQI: Pittsburgh Sleep Quality Index. p=0.009 for the overall interaction of sex in the multivariable-adjusted model for urinary cotinine levels. a Sex was adjusted only for 
overall. b Further adjusted for sex (only for overall), education level, employment status, marital status, body mass index, history of chronic disease, perceived health status, 
history of psychiatric disease, psychiatric medication use, depressive symptoms, physical activity, and alcohol consumption. c Urinary cotinine levels ≥50 ng/mL were divided 
into quartiles, according to sex: Q1: 50–499 ng/mL; Q2: 500–1011 ng/mL; Q3: 1012–1598 ng/mL; Q4: ≥1599 ng/mL for male; and Q1: 50–321 ng/mL; Q2: 322–685 ng/mL; Q3: 
686–1211 ng/mL; Q4: ≥1212 ng/mL for female. 
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verified non-smokers, the OR for poor sleep quality 
among cotinine-verified smokers was 1.17 (95% CI: 
1.13–1.21) after adjustment for covariates. Among 
self-reported never smokers, the OR for poor sleep 
quality in cotinine-verified smokers, or assumedly 
misclassified as never smokers in self-report, was 1.26 
(95% CI: 1.08–1.46) compared to cotinine-verified 
non-smokers, after adjustment for covariates.

The percentage for impairment of each PSQI 
component tended to increase with increasing urinary 
cotinine quartile across all components, except for 
sleep disturbances among males (Supplementary 
file Table S4). For both males and females, the 
percentages with poor sleep quality and global PSQI 
scores both increased with increasing cotinine levels, 
with the lowest percentages and scores for non-
smokers (p for trend <0.001). Among female smokers, 
50% in the highest quartile of urinary cotinine level 
showed poor sleep quality, and mean global PSQI 
scores were >5 across all quartiles. The mean scores 
of each PSQI component are shown in Supplementary 
file Table S5.

In subgroup analysis of participants with available 
data on coffee consumption (n=114333), there was 
no significant difference in the association between 
urinary cotinine levels and sleep quality by amount 
of daily coffee intake (p for interaction=0.268) 
(Supplementary file Table S6).

In sensitivity analysis using urinary cotinine cut-

off of 100 ng/mL, the percentage of cotinine-verified 
smokers slightly decreased (84.41% compared 
to 87.03% with cut-off of 50 ng/ml); the overall 
kappa value for agreement between self-reported 
and cotinine verified smoking status was 0.880 
(Supplementary file Table S7). A similar dose-
response relationship between urinary cotinine 
quartiles and poor sleep quality was observed overall 
among combinations of different cut-off values for 
urinary cotinine levels (50 or 100 ng/mL) and PSQI 
scores (5 or 7) (Supplementary file Table S8). 

DISCUSSION
In this cross-sectional study including apparently 
healthy and young Korean adults, increasing urinary 
cotinine levels were associated with poor sleep quality 
in a dose-dependent trend. The association remained 
significant after adjustment for covariates including 
employment status and alcohol intake. The association 
was also consistent according to self-reported smoking 
status and increasing smoking intensity assessed by 
cigarettes per day.

Our study was the first to find a positive association 
between urinary cotinine levels and sleep quality 
using a validated questionnaire. A Canadian study 
reporting a positive association between increasing 
urinary cotinine levels and poor sleep quality used 
a self-reported questionnaire evaluating the total 
number of sleep problems, which was not a validated 

Table 4. Analysis of misclassified participants by self-report identified through urinary cotinine levels and poor 
sleep quality (global PSQI score >5)

Smoking status Age (years)/sex adjusted ORa (95% CI) Multivariable-adjusted ORb (95% CI)

Male Female Overall Male Female Overall

Cotinine-verified 
smoking statusc

Cotinine-verified non-
smoker (Ref.)

1 1 1 1 1 1 

Cotinine-verified smoker 1.33 (1.29–1.37) 1.78 (1.63–1.94) 1.37 (1.34–1.42) 1.15 (1.11–1.19) 1.34 (1.22–1.47) 1.17 (1.13–1.21)

Among self-reported 
never smokers

　 　 　

Cotinine-verified non-
smoker (Ref.)

1 1 1 1 1 1 

Cotinine-verified smoker 1.24 (0.88–1.75) 1.46 (1.25–1.70) 1.42 (1.23–1.63) 1.05 (0.72–1.53) 1.28 (1.09–1.52) 1.26 (1.08–1.46)

PSQI: Pittsburgh Sleep Quality Index. a Sex was adjusted only for overall. b Further adjusted for sex (only for overall), education level, employment status, marital status, body 
mass index, history of chronic disease, perceived health status, history of psychiatric disease, psychiatric medication use, depressive symptoms, physical activity, and alcohol 
consumption. c Cotinine-verified smoker was defined by urinary cotinine level ≥50 ng/mL vs <50 ng/mL for non-smoker.
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measure of sleep quality7. A German study, which 
used the PSQI, did not find a significant association 
between urinary cotinine levels and global PSQI 
scores; the only association found was for the PSQI 
component of sleep duration8. 

The difference between self-reported and urinary 
cotinine-verified smoking prevalence observed in 
this study (14.94% vs 14.68%) was small compared 
to previous studies. In one systematic review, the 
average difference between self-reported and 
urinary cotinine measured smoking prevalence was 
9.4%. In the Korea National Health and Nutritional 
Examination Survey (KNHANES) performed in 2016, 
the difference was 2.1%25.  Moreover, the percentage 
of misclassified individuals (non-smokers based on 
self-reported data, but verified as active or passive 
smokers through urinary cotinine level ≥50 ng/mL) 
of 0.78% was lower than the 4.2% observed in the 
KNHANES data. This difference can be attributed 
to the characteristics of this study’s population. The 
majority of the participants were current employees 
of large companies. A strict non-smoking policy in 
the workplace, and incentives for smoking cessation 
provided by companies26 could reduce secondhand 
smoking, lowering the misclassification rate.

Nonetheless, misclassified never smokers (cotinine-
verified smokers who self-reported as never smokers) 
showed higher odds for poor sleep quality compared 
to cotinine-verified self-reported never smokers. False 
reporting due to social pressure, secondhand exposure 
to smoking, or inappropriate cut-off levels for cotinine 
may cause misclassification. The association was 
stronger in females than males, possibly due to the 
higher impact of social desirability factor in Korean 
females than males27. The dose-response association 
between smoking intensity and poor sleep quality 
among females was also strong when examined 
by urinary cotinine quartiles, but less clear when 
examined by self-report of cigarettes/day, supporting 
the use of urinary cotinine measurements. Higher 
odds for poor sleep quality among cotinine-verified 
smokers, albeit self-reported never smokers, suggest 
the utility of quantitative measurement of urinary 
cotinine in alleged never smokers, who may be 
exposed to secondhand smoking or have provided 
a false report of smoking status. Our study was the 
first to show an association between urinary cotinine 
and sleep quality among misclassified never smokers, 

which were underrepresented in previous studies and 
may require evaluation and improvement of sleep 
health.

The dose-response association between urinary 
cotinine quartiles and poor sleep quality was stronger 
in females compared to males, which is consistent 
with previous studies7,28. In addition, a Korean study 
using a nationwide sample showed worse sleep quality 
for self-reported smokers versus non-smokers, with 
adjusted OR of 1.17 for males and 2.07 for females29. 
This discrepancy may be partially attributed to the 
difference in nicotine metabolism according to 
sex30. While the cytochrome P450 (CYP) 2A6 is a 
key enzyme for the metabolism of nicotine, female 
livers have more CYP2A6 protein and higher mRNA 
expression compared to male livers31. Furthermore, 
females could be influenced by nicotine-mediated 
reinforcement that contributes to nicotine addiction 
through estrogen modulation of dopamine receptors 
during menstrual cycles32. Estrogen can modulate the 
activity of enzymes that metabolize nicotine33 and 
accelerate glucuronide conjugation, an important 
pathway of nicotine metabolism34.

When examining individual PSQI components, the 
percentage of participants with impaired components 
increased with increasing urinary cotinine quartiles, 
except for sleep disturbances among males. The PSQI 
component of sleep disturbances includes questions 
on breathing difficulty, cough, or snoring, during 
sleep. Chronic diseases including sleep apnea could 
explain the discrepancy for sleep disturbances by 
urinary cotinine levels shown in males versus females. 
The percentage of sleep apnea was higher in males 
(1.88%) than in females (0.13%), while poor sleep 
quality rates and mean PSQI global scores were 
higher in females than in males, for both cotinine-
verified non-smokers and smokers. These results are 
consistent with previous studies where females tend 
to report poor sleep quality more often than males29. 
However, the mechanisms for the differences by sex 
may encompass biological, psychological, and social 
factors35, and remain to be clarified.

The mechanisms for the association between urinary 
nicotine levels and poor sleep quality are yet unclear. 
Nicotine is reported to be associated with detrimental 
effects on sleep architecture. As nicotine activates the 
nicotinic receptor, the release of neurotransmitters 
such as acetylcholine, serotonin, and gamma-amino 
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butyric acid, can affect the sleep–wake cycle36. In 
addition, nocturnal nicotine withdrawal during sleep 
is observed among smokers37. Conversely, poor 
sleep could lead to heavier smoking and interrupted 
smoking cessation, which is supported by a genetic 
study38. Sleep deprivation may also increase the desire 
to smoke for the purpose of reducing drowsiness39.

We performed subgroup analysis including 
information on coffee consumption because the 
data were available for only 60% of the participants, 
instead of adjusting for coffee consumption in our 
main analyses. Although participant categories 
with higher cotinine levels consumed more coffee 
compared to the cotinine-verified non-smoker 
category, which is consistent with previous studies40, 
the association between urinary cotinine quartiles 
and poor sleep quality remained consistent, with 
no significant interaction of coffee consumption. 
Few studies have investigated the effect of coffee 
consumption on the association between smoking 
and sleep disturbances, with conflicting results. 
Caffeine was not associated with polysomnography 
sleep variables among smokers in one study41; while 
in another study, coffee consumption confounded the 
association between smoking and insomnia42. While 
our study results suggest that the association between 
urinary cotinine and sleep quality are independent 
from coffee consumption, further studies are indicated 
to elucidate the simultaneous effect of cotinine and 
caffeine.

In our sensitivity analysis, different cut-off values 
for urinary cotinine level and PSQI score did not 
substantially affect the association between urinary 
cotinine and poor sleep quality. However, the overall 
kappa values for agreement between self-reported 
and cotinine verified smoking status decreased when 
the urinary cotinine cut-off was set to 100 ng/mL, 
indicating that the cut-off of 50 ng/mL has better 
reliability. Moreover, the higher cut-off of PSQI score 
of  7 was used in previous studies including transplant 
and breast cancer patients24 or primary insomnia and 
narcolepsy patients43. The high severity of symptoms 
in these patients could require higher cut-off values 
for PSQI scores, while our study included a relatively 
healthier population.

Limitations
Our study has several limitations. First, some factors 

which may influence urinary cotinine levels were 
not considered. Information on the timing of the 
last cigarette smoked was unavailable, and changing 
values of cotinine levels during night may affect sleep 
quality. The Hawthorne effect might also influence 
the cotinine measurements as it was possible for 
the participants to modify their smoking habits 
several days ahead of their planned health screening 
examinations. However, considering that tobacco 
exposure patterns are relatively consistent over time, 
a single measurement of urinary cotinine may be a 
representative biomarker of average daily smoking 
exposure44. In addition, simultaneous analysis of 
self-reported smoking status and amount showed 
consistent associations between smoking and sleep 
quality found in our study.  Second, urinary cotinine 
levels were analyzed without creatinine correction 
because data on urinary creatinine were unavailable. 
However, corrections can be counterproductive, 
as suggested in a study where urine cotinine-to-
creatinine ratios were poorly correlated with serum 
cotinine in comparison to urine cotinine alone45, 
and many previous studies have used uncorrected 
urinary cotinine values10. Third, information on the 
use of nicotine replacement therapy or e-cigarettes 
was not collected, which could result in variations 
in cotinine levels. Fourth, although a validated 
instrument was used for assessing sleep quality, 
objective methods of measuring sleep quality such 
as actigraphy and polysomnography may strengthen 
the results. Additionally, due to the cross-sectional 
design of this study, the direction of causality 
between urinary cotinine and sleep quality could not 
be assessed. Finally, the study participants mainly 
consisted of young and middle-aged, relatively healthy 
Koreans. Hence, we cannot generalize our results 
to other ethnicities or populations with different 
characteristics.

Despite these limitations, to the best of our 
knowledge, this is the first study to demonstrate a 
dose-response association between smoking intensity 
confirmed by a quantitative nicotine metabolite and 
sleep quality using a validated questionnaire. Our 
findings support the use of urinary cotinine among 
participants with poor sleep quality for not only self-
reported smokers, but also self-reported non-smokers 
for assessing smoke exposure. Clinicians involved in 
smoking cessation programs may also be encouraged 
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to implement urinary cotinine measurements and the 
evaluation of sleep quality for improving both sleep 
and physical health.

CONCLUSIONS
In this large cross-sectional study including young 
and middle-aged Korean adults, urinary cotinine-
verified smoking intensity was associated with 
higher odds of poor sleep quality in a dose-response 
relationship, even after adjustment for covariates. The 
evaluation of sleep quality combined with smoking 
intensity may help identify individuals requiring 
interventions for not only improved physical health 
but also better sleep. Further research is needed to 
elucidate the underlying mechanisms and investigate 
the longitudinal association between cotinine levels 
and sleep quality to assess causal effects.

REFERENCES
1. GBD 2019 Tobacco Collaborators. Spatial, temporal, and 

demographic patterns in prevalence of smoking tobacco use 
and attributable disease burden in 204 countries and territories, 
1990-2019: a systematic analysis from the Global Burden of 
Disease Study 2019. Lancet. 2021;397(10292):2337-2360. 
doi:10.1016/S0140-6736(21)01169-7

2. Organisation for Economic Co-operation and 
Development. Non-medical determinants of health. OECD 
Health Statistics; 2016. doi:10.1787/data-00546-en

3. Kwok CS, Kontopantelis E, Kuligowski G, et al. Self-
Reported Sleep Duration and Quality and Cardiovascular 
Disease and Mortality: A Dose-Response Meta-
Analysis. J Am Heart Assoc. 2018;7(15):e008552.  
doi:10.1161/JAHA.118.008552

4. Becker NB, Jesus SN, João KADR, Viseu JN, Martins 
RIS. Depression and sleep quality in older adults: a meta-
analysis. Psychol Health Med. 2017;22(8):889-895. doi:1
0.1080/13548506.2016.1274042

5. Amiri S, Behnezhad S. Smoking and risk of sleep-related 
issues: a systematic review and meta-analysis of prospective 
studies. Can J Public Health. 2020;111(5):775-786. 
doi:10.17269/s41997-020-00308-3

6. Mishima K, DiBonaventura Md, Gross H. The burden 
of insomnia in Japan. Nat Sci Sleep. 2015;7:1-11. 
doi:10.2147/NSS.S73437

7. Zandy M, Chang V, Rao DP, Do MT. Tobacco smoke 
exposure and sleep: estimating the association of urinary 
cotinine with sleep quality. Health Promot Chronic Dis 
Prev Can. 2020;40(3):70-80. doi:10.24095/hpcdp.40.3.02

8. Cohrs S, Rodenbeck A, Riemann D, et al. Impaired sleep 
quality and sleep duration in smokers-results from the German 
Multicenter Study on Nicotine Dependence. Addict Biol. 
2014;19(3):486-496. doi:10.1111/j.1369-1600.2012.00487.x

9. Connor Gorber S, Schofield-Hurwitz S, Hardt J, Levasseur 
G, Tremblay M. The accuracy of self-reported smoking: 
a systematic review of the relationship between self-
reported and cotinine-assessed smoking status. Nicotine 
Tob Res. 2009;11(1):12-24. doi:10.1093/ntr/ntn010

10. Benowitz NL, Bernert JT, Foulds J, et al. Biochemical 
Verification of Tobacco Use and Abstinence: 2019 
Update. Nicotine Tob Res. 2020;22(7):1086-1097.  
doi:10.1093/ntr/ntz132

11. Thomas CE, Wang R, Adams-Haduch J, et al. Urinary 
Cotinine Is as Good a Biomarker as Serum Cotinine 
for Cigarette Smoking Exposure and Lung Cancer 
Risk Prediction. Cancer Epidemiol Biomarkers Prev. 
2020;29(1):127-132. doi:10.1158/1055-9965.EPI-19-0653

12. Jarvis MJ, Tunstall-Pedoe H, Feyerabend C, Vesey C, 
Saloojee Y. Comparison of tests used to distinguish 
smokers from nonsmokers. Am J Public Health. 
1987;77(11):1435-1438. doi:10.2105/AJPH.77.11.1435

13. Buysse DJ, Reynolds CF 3rd, Monk TH, Berman 
SR, Kupfer DJ. The Pittsburgh Sleep Quality 
Index: a new instrument for psychiatric practice 
and research. Psychiatry Res. 1989;28(2):193-213.  
doi:10.1016/0165-1781(89)90047-4

14. Chang Y, Jung HS, Cho J, et al. Metabolically Healthy 
Obesity and the Development of Nonalcoholic Fatty Liver 
Disease. Am J Gastroenterol. 2016;111(8):1133-1140. 
doi:10.1038/ajg.2016.178

15. Hukkanen J, Jacob P 3rd, Benowitz NL. Metabolism 
and disposition kinetics of nicotine. Pharmacol Rev. 
2005;57(1):79-115. doi:10.1124/pr.57.1.3

16. Yu HJ, Lim S, Kim MK, et al. Urine Cotinine level 
with smoking history predicts a risk of coronary artery 
calcification. Environ Toxicol Pharmacol. 2018;59:146-
151. doi:10.1016/j.etap.2018.03.015

17. Cho MJ, Nam JJ, Suh GH. Prevalence of symptoms 
of depression in a nationwide sample of Korean 
adults .  Psychiatry Res.  1998;81(3):341-352.  
doi:10.1016/S0165-1781(98)00122-X

18. Oh JY, Yang YJ, Kim BS, Kang JH. Validity and reliability 
of Korean version of International Physical Activity 
Questionnaire (IPAQ) short form. J Korean Acad Fam 
Med. 2007;28(7):532-541. Accessed May 29, 2022. 
https://www.kjfm.or.kr/upload/pdf/Jkafm028-07-06.pdf

19. Ahn Y, Kwon E, Shim JE, et al. Validation and 
reproducibility of food frequency questionnaire for 
Korean genome epidemiologic study. Eur J Clin Nutr. 
2007;61(12):1435-1441. doi:10.1038/sj.ejcn.1602657

20. World Health Organization. The Asia-Pacific perspective: 
Redefining obesity and its treatment. Health Communications 
Australia; 2000. Accessed May 29, 2022. https://apps.who.
int/iris/bitstream/handle/10665/206936/0957708211_
eng.pdf?sequence=1&isAllowed=y

21. Choi WJ, Lee JW, Cho AR, Lee YJ. Dose-Dependent 
Toxic Effect of Cotinine-Verified Tobacco Smoking 
on Systemic Inflammation in Apparently Healthy Men 



Research Paper
Tobacco Induced Diseases 

Tob. Induc. Dis. 2022;20(September):77
https://doi.org/10.18332/tid/152221

10

and Women: A Nationwide Population-Based Study. 
Int J Environ Res Public Health. 2019;16(3):503.  
doi:10.3390/ijerph16030503

22. Choi H, Kim S, Kim B, Kim I. Psychometric Properties 
of the Korean Versions of Three Sleep Evaluation 
Questionnaires. Clin Nurs Res. 2015;24(5):526-538. 
doi:10.1177/1054773814549827

23. Haufroid V, Lison D. Urinary cotinine as a tobacco-smoke 
exposure index: a minireview. Int Arch Occup Environ 
Health. 1998;71(3):162-168. doi:10.1007/s004200050266

24. Carpenter JS, Andrykowski MA. Psychometric evaluation 
of the Pittsburgh Sleep Quality Index. J Psychosom Res. 
1998;45(1):5-13. doi:10.1016/S0022-3999(97)00298-5

25. Kim MN, Kim JM, Lee C, Kim NY, Shin E. Analysis of accuracy 
of self-reported smoking status and related characteristics. 
In Korean. The Journal of Health Technology Assessment. 
2019;7(1):56-61. doi:10.34161/johta.2019.7.1.006

26. Volpp KG, Troxel AB, Pauly MV, et al. A randomized, 
controlled trial of financial incentives for smoking 
cessation. N Engl J Med. 2009;360(7):699-709. 
doi:10.1056/NEJMsa0806819

27. Park MB, Kim CB, Nam EW, Hong KS. Does South 
Korea have hidden female smokers: discrepancies 
in smoking rates between self-reports and urinary 
cotinine level. BMC Womens Health. 2014;14:156.  
doi:10.1186/s12905-014-0156-z

28. Hu L, Sekine M, Gaina A, Kagamimori S. Association 
between sleep quality and smoking in Japanese civil 
servants. Sleep and Biological Rhythms. 2007;5(3):196-
203. doi:10.1111/j.1479-8425.2007.00277.x

29. Lee SY, Ju YJ, Lee JE, et al. Factors associated with poor 
sleep quality in the Korean general population: Providing 
information from the Korean version of the Pittsburgh 
Sleep Quality Index. J Affect Disord. 2020;271:49-58. 
doi:10.1016/j.jad.2020.03.069

30. Johnstone E, Benowitz N, Cargill A, et al. Determinants 
of the rate of nicotine metabolism and effects on smoking 
behavior. Clin Pharmacol Ther. 2006;80(4):319-330. 
doi:10.1016/j.clpt.2006.06.011

31. Al Koudsi N, Hoffmann EB, Assadzadeh A, Tyndale RF. 
Hepatic CYP2A6 levels and nicotine metabolism: impact 
of genetic, physiological, environmental, and epigenetic 
factors. Eur J Clin Pharmacol. 2010;66(3):239-251. 
doi:10.1007/s00228-009-0762-0

32. Benowitz NL, Hatsukami D. Gender differences in 
the pharmacology of nicotine addiction. Addict Biol. 
1998;3(4):383-404. doi:10.1080/13556219871930

33. Benowitz NL, Lessov-Schlaggar CN, Swan GE, 
Jacob P 3rd. Female sex and oral contraceptive use 
accelerate nicotine metabolism. Clin Pharmacol Ther. 
2006;79(5):480-488. doi:10.1016/j.clpt.2006.01.008

34. Dempsey D, Jacob P 3rd, Benowitz NL. Accelerated 
metabolism of nicotine and cotinine in pregnant 
smokers. J Pharmacol Exp Ther. 2002;301(2):594-598. 
doi:10.1124/jpet.301.2.594

35. Suh S, Cho N, Zhang J. Sex Differences in Insomnia: from 
Epidemiology and Etiology to Intervention. Curr Psychiatry 
Rep. 2018;20(9):69. doi:10.1007/s11920-018-0940-9

36. Siegel JM. The neurotransmitters of sleep. J Clin 
Psychiatry. 2004;65 Suppl 16(Suppl 16):4-7.

37. Wetter DW, Fiore MC, Baker TB, Young TB. Tobacco 
withdrawal and nicotine replacement influence 
objective measures of sleep. J Consult Clin Psychol. 
1995;63(4):658-667. doi:10.1037/0022-006X.63.4.658

38. Gibson M, Munafo MR, Taylor AE, Treur JL. Evidence 
for genetic correlations and bidirectional, causal effects 
between smoking and sleep behaviors. Nicotine Tob Res. 
2019;21(6):731-738. doi:10.1093/ntr/nty230

39. Hamidovic A, de Wit H. Sleep deprivation increases 
cigarette smoking. Pharmacol Biochem Behav. 
2009;93(3):263-269. doi:10.1016/j.pbb.2008.12.005

40. Riedel BW, Durrence HH, Lichstein KL, Taylor DJ, Bush 
AJ. The Relation Between Smoking and Sleep: The 
Influence of Smoking Level, Health, and Psychological 
Variables. Behav Sleep Med. 2004;2(1):63-78. 
doi:10.1207/s15402010bsm0201_6

41. Soldatos CR, Kales JD, Scharf MB, Bixler EO, Kales A. 
Cigarette Smoking Associated with Sleep Difficulty. Science. 
1980;207(4430):551-553. doi:10.1126/science.7352268

42. Skarupke C, Schlack R, Lange K, et al. Insomnia complaints 
and substance use in German adolescents: did we 
underestimate the role of coffee consumption? Results of the 
KiGGS study. J Neural Transm (Vienna). 2017;124(Suppl 
1):69-78. doi:10.1007/s00702-015-1448-7

43. Sohn SI, Kim DH, Lee MY, Cho YW. The reliability and 
validity of the Korean version of the Pittsburgh Sleep 
Quality Index. Sleep Breath. 2012;16(3):803-812. 
doi:10.1007/s11325-011-0579-9

44. Benowitz NL, Dains KM, Dempsey D, Herrera B, Yu L, 
Jacob P 3rd. Urine nicotine metabolite concentrations 
in relation to plasma cotinine during low-level nicotine 
exposure. Nicotine Tob Res. 2009;11(8):954-960. 
doi:10.1093/ntr/ntp092

45. Jatlow P, McKee S, O’Malley SS. Correction of Urine 
Cotinine Concentrations for Creatinine Excretion: 
Is It Useful? Clin Chem. 2003;49(11):1932-1934. 
doi:10.1373/clinchem.2003.023374



Research Paper
Tobacco Induced Diseases 

Tob. Induc. Dis. 2022;20(September):77
https://doi.org/10.18332/tid/152221

11

ACKNOWLEDGEMENTS
The authors appreciate the staff members working in the Kangbuk 
Samsung Cohort Study and Total Healthcare center of Kangbuk 
Samsung Hospital for their dedicated support.

CONFLICTS OF INTEREST 
The authors have completed and submitted the ICMJE Form for 
Disclosure of Potential Conflicts of Interest and none was reported.

FUNDING
There was no source of funding for this research.  

ETHICAL APPROVAL AND INFORMED CONSENT
The study was approved by the Institutional Review Board of the 
Kangbuk Samsung Hospital (IRB No. KBSMC 2021-06-029), which 
waived the requirement for informed consent as pre-existing de-
identified data obtained during regular health screening exams were 
used.

DATA AVAILABILITY
The data supporting this research are available from the authors on 
reasonable request.

PROVENANCE AND PEER REVIEW
Not commissioned; externally peer reviewed.


