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Light‑based methods for predicting
circadian phase in delayed
sleep–wake phase disorder
Jade M. Murray1,2,3, Michelle Magee1,2,3,4, Tracey L. Sletten1,2,3, Christopher Gordon2,3,5,6,
Nicole Lovato2,7, Krutika Ambani1, Delwyn J. Bartlett2,3,5, David J. Kennaway8,
Leon C. Lack2,7, Ronald R. Grunstein2,3,5, Steven W. Lockley1,2,3,9,10,
Shantha M. W. Rajaratnam1,2,3,9,10 & Andrew J. K. Phillips1,2*
Methods for predicting circadian phase have been developed for healthy individuals. It is unknown
whether these methods generalize to clinical populations, such as delayed sleep–wake phase disorder
(DSWPD), where circadian timing is associated with functional outcomes. This study evaluated two
methods for predicting dim light melatonin onset (DLMO) in 154 DSWPD patients using ~ 7 days of
sleep–wake and light data: a dynamic model and a statistical model. The dynamic model has been
validated in healthy individuals under both laboratory and field conditions. The statistical model was
developed for this dataset and used a multiple linear regression of light exposure during phase delay/
advance portions of the phase response curve, as well as sleep timing and demographic variables.
Both models performed comparably well in predicting DLMO. The dynamic model predicted DLMO
with root mean square error of 68 min, with predictions accurate to within ± 1 h in 58% of participants
and ± 2 h in 95%. The statistical model predicted DLMO with root mean square error of 57 min, with
predictions accurate to within ± 1 h in 75% of participants and ± 2 h in 96%. We conclude that circadian
phase prediction from light data is a viable technique for improving screening, diagnosis, and
treatment of DSWPD.
Humans possess an endogenous circadian clock that is responsible for synchronization of many physiological and behavioral processes1. Quantitative techniques, such as mathematical models and machine-learning
approaches, have been developed to predict the timing of circadian rhythms from non-invasive ambulatory
signals2. Commonly used ambulatory signals include activity and light3–6, skin temperature7,8, and heart rate or
heart rate variability9. Mathematical models, such as the Jewett-Kronauer model3, quantify the characteristics of
the circadian clock and its response to light, in particular the phase-dependent sensitivity of the clock to light.
These models have been developed and tested in healthy individuals under laboratory and field conditions to
predict circadian phase markers such as core body temperature minimum (CBTmin)3,10 and dim light melatonin
onset (DLMO)4. It is currently unknown, however, whether these models can accurately predict circadian phase
in clinical populations, such as those with circadian rhythm sleep disorders.
One such disorder, delayed sleep–wake phase disorder (DSWPD), is thought to be driven by an underlying
delay in the timing of the circadian clock relative to the required sleep–wake schedule11,12. Despite this etiology,
current diagnostic criteria do not mandate an objective measure of circadian phase. Rather, diagnosis is based
on measures of sleep t iming13 with delayed timing of sleep onset and wake times considered indicative of a delay
in the biological c lock12,13. This is problematic, as sleep and/or wake times can be delayed despite no underlying
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N

Overall data set

Training set

Test set

154

77

77

p

Sex n (%)

70 M (45.5), 84 F (54.5)

31 M (40.3), 46 F (59.7)

39 M (50.6), 38 F (49.4)

0.20

Age (y) M ± SD

30.1 ± 10.7

29.6 ± 11.4

30.5 ± 10.1

0.61

BMI (kg/m2) M ± SD

24.5 ± 4.0

23.8 ± 3.6

25.3 ± 4.2

0.02

DLMO time (hh:mm), M ± SD

22:07 ± 1:26

22:11 ± 1:22

22:04 ± 1:31

0.61

DBT-DLMO PAD (h), M ± SD

− 0:19 ± 1:17

− 0:11 ± 1:15

− 0:25 ± 1:18

0.28

Bedtime (hh:mm), M ± SD*

0:41 ± 1:19

0:41 ± 1:13

0:40 ± 1:24

0.94

Wake time (h:mm), M ± SD*

8:46 ± 1:21

8:49 ± 1:17

8:42 ± 1:26

0.71
0.05

CGI˄
Mildly ill

74 (48.7)

31 (40.8)

43 (56.6)

Moderately-severely ill

78 (51.3)

45 (59.2)

33 (43.4)

cMEQ
Moderately evening

23 (14.9)

8 (10.4)

15 (19.5)

Definitely evening

131 (85.1)

69 (89.6)

62 (80.5)

0.11

Table 1.  Participant characteristics of the overall, training and test datasets. BMI = Body Mass Index,
DLMO = Dim Light Melatonin Onset, DBT-DLMO PAD = Desired Bedtime –Dim Light Melatonin Onset
Phase Angle Difference, CGI = Clinical Global Impressions scale, cMEQ = Composite MorningnessEveningness Questionnaire; Data is represented as mean ± SD. *Average objective bed and wake times over 5–7
days. ˄ Reduced n.

circadian delay14. For example, we have shown previously that 43% of DSWPD patients, using current diagnostic
criteria, do not have a circadian phase delay relative to the desired sleep–wake schedule14, with others reporting
similar findings15. This apparent discrepancy can occur because the relationship between the onset of the evening
rise in melatonin (a gold-standard circadian phase marker16) and sleep is highly variable, with an inter-individual
range of up to 5 h between melatonin onset and sleep onset in healthy p
 opulations17–19. This range can be even
greater in sleep disordered populations, with a difference of up to 8 h seen in patients with i nsomnia20.
Currently, circadian phase assessments using salivary DLMO are not widely applied in clinical practice due to
the cost, lack of insurance reimbursement, perceived inconvenience of the procedures, and complicated analytical
interpretation of results21. While simpler biochemical measures are being developed22–24, this clinical gap could
be addressed by less invasive techniques that attempt to predict circadian timing using ambulatory monitoring
of activity and light, given that light is the primary synchronizing agent for the circadian c lock25.
Here we evaluated the utility of a statistical regression model for predicting circadian phase in a sample
of patients clinically diagnosed with DSWPD. To evaluate the performance of the model, we compared its
performance against a dynamic model3 that has been shown to accurately predict circadian phase in healthy
individuals4,10.

Results

Participant characteristics. Participants (N = 154) were 30.1 ± 10.7 years of age (range 16–64 years) with
body mass index (BMI) of 24.6 ± 4.0 kg/m2. Average DLMO time was 22:07 (range 18:42–2:24), average bedtime
was 0:40, and average wake time was 8:44 (see Table 1). There were no significant differences between the test
and training datasets for sex, age, DLMO time, desired bedtime-DLMO phase angle, bed and wake times, composite morningness–eveningness questionnaire (cMEQ), or clinical global impression (CGI) scale. BMI differed
modestly between the training and test datasets (23.8 vs. 25.3 kg/m2), although both groups were still within the
healthy range.
Phase predictions. Previously, others have used a cutoff of ± 1.5 h error between actual and predicted
DLMO (3 h range) to determine accuracy of phase p
 redictions26. Permitting such a wide range to be considered
as a successful prediction (3 h from a total population range of 7.7 h, N = 154) may not be optimal for practical
use. We therefore based our assessment of prediction accuracy on a 2 h range, i.e., within ± 1 h of actual DLMO.
Performance of the default dynamic model (i.e., the model previously validated against healthy participants)
had root mean square error (RMSE) of 83 min using the default 60-min epochs for light data. Performance of the
dynamic model was improved by training on the DSWPD dataset, which resulted in selection of the following
optimal parameters: τ = 24.4 h for intrinsic circadian period; k = 0.45 to determine shape of the PRC; G = 37 to
determine amplitude of the PRC; maximum allowed missing data interval of 2 h, using mean of previous 2 h for
filling missing intervals; and binning light in 60-min windows to the maximum value within the bin.
Performances of the statistical and dynamic models on training and test datasets, respectively, are summarized
in Table 2. On the test dataset, the mean absolute errors for the statistical model and dynamic model were 44 and
57 min, respectively. The RMSE for the statistical model and dynamic model were 57 and 68 min, respectively.
The statistical model predicted 39% within ± 30 min, 75% within ± 1 h, and 96% within ± 2 h of actual DLMO,
while the dynamic model predicted 25% within ± 30 min, 58% within ± 1 h, and 94% within ± 2 h. Actual DLMO
was significantly correlated with both the statistical model test predictions (R2 = 0.61, p < 0.001) and the dynamic
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Statistical model
Training dataset (n = 77)

Test dataset (n = 77)

Mean error ± SD (min)

0.02 ± 52.51

− 4.39 ± 56.87

Mean absolute error ± SD (min)

39.62 ± 34.15

44.58 ± 35.21

Root mean square error (min)

52.17

56.67

R

0.766

0.778

R2

0.587

0.605

n

n Cumulative

%

%Cumulative

n

n Cumulative

%

%Cumulative

Predictions within ± 0.5 h

37

37

48.05

48.05

30

30

38.96

38.96

Predictions within ± 1 h

25

62

32.47

80.52

28

58

36.36

75.33

9

71

11.69

92.21

12

70

15.58

90.91

Predictions within ± 1.5 h
Predictions within ± 2 h

4

75

5.2

97.4

4

74

5.2

96.1

Predictions > 2 h

2

77

2.6

100

3

77

3.9

100

Dynamic model
Training Dataset (n = 76)

Test Dataset (n = 77)

Mean Error ± SD (min)

− 1.22 ± 63.15

− 4.11 ± 67.91

Mean Absolute Error ± SD (min)

47.53 ± 40.20

48.40 ± 40.20

Root Mean Square Error (min)

62.74

67.60

R

0.655

0.692

R2

0.430

Predictions within ± 0.5 h

0.479

n

n Cumulative

%

%Cumulative

n

n Cumulative

%

%Cumulative

29

29

38.16

38.16

19

19

24.68

24.68

Predictions within ± 1 h

24

53

31.58

69.74

26

45

33.76

58.44

Predictions within ± 1.5 h

13

66

17.11

86.84

18

63

23.38

81.82

10

73

12.99

4

77

5.19

Predictions within ± 2 h

5

71

6.58

93.42

Predictions > 2 h

5

76

6.58

100

94.81
100

Table 2.  Model summary with count and percent of predictions within ± 0.5 h, 1 h, 1.5 h, 2 h and greater than
2 h for the statistical and dynamic model training and tests datasets.

model test predictions (R2 = 0.48, p < 0.001). The addition of advance and delay light regions, based on average
DLMO timing, significantly increased the amount of variance explained compared to when only habitual bed
or wake time were included in the regression model ( R2 = 0.49 vs. R2 = 0.61).
Examination of the correlations between actual and predicted DLMO between the training and test datasets
within each approach showed that the training and test predictions did not differ significantly from one another
for either approach (statistical model, Z = 0.18, p = 0.86; dynamic model, Z = 0.41, p = 0.68). A comparison of the
correlations between the two models for test predictions also showed no significant difference (statistical model
vs. dynamic model, Z =  − 1.15. p = 0.25). Similarly, the slopes of the regression lines for the two models did not
significantly differ (slope for statistical model = 0.60 vs. slope for dynamic model = 0.62, p = 0.85).
As a comparative method, DLMO was also predicted by subtracting 2 h from actigraphically derived bedtime
(averaged over 5–7 days) for each participant, which is reported to be the average phase angle between DLMO
and habitual bedtime in a healthy population18–20,27. DLMO predicted in this way significantly correlated with
actual DLMO (R2 = 0.40, p < 0.001), with RMSE of 129 min. When this correlation was compared with the final
models, there was a significant difference to the statistical model (Z =  − 0.02, p < 0.05), but not the dynamic
model (Z =  − 0.64, p = 0.52).
Figure 1 shows predicted and actual DLMO for each participant for each method, with actual DLMO ranked
from earliest to latest onset time. Both methods illustrate a tendency to underestimate population variability,
regressing very early or very late individuals towards the population mean.
A comparison was made to determine whether the same participants were being predicted within ± 1 h
between the two models (Table 3). Combining the training and test datasets, there were 93 (60%) participants
who were predicted within ± 1 h in both models, 32 (21%) participants whose predictions fell in different categories between the dynamic and statistical models, and 28 (18%) participants who were inaccurately predicted
(> 1 h error) by both models. There were no significant differences in functional outcomes (mood and daytime
function, illness severity) or circadian phase (DLMO time, DBT-DLMO phase angle) between the 28 participants
who were inaccurately predicted by both models and the 93 participants who were accurately predicted by both
models within ± 1 h.
As a test of the potential clinical utility of these methods, predicted DLMO was used to classify participants
as circadian or non-circadian DSWPD using criteria previously d
 escribed14. Briefly, a circadian classification was
given if DLMO occurred 30 min before, or any time after, desired bedtime, while a non-circadian classification
was given if DLMO occurred more than 30 min prior to desired bedtime. Performance of the two models in
the test dataset was comparable, with similar numbers of true positives, true negatives, false positives, and false
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Dynamic model
Within ± 0.5 h

>  ± 0.5 h

Within ± 0.5 h

32

35

>  ± 0.5 h

16

68

Within ± 1 h

>  ± 1 h

Within ± 1 h

93

27

>  ± 1 h

5

28

Statistical model

Within ± 1.5 h

>  ± 1.5 h

Within ± 1.5 h

126

14

>  ± 1.5 h

3

10

Within ± 2 h

>  ± 2 h

Within ± 2 h

141

7

>  ± 2 h

3

2

Table 3.  Number of participants (N = 153) accurately predicted in both approaches (grey highlight).

Statistical model

Dynamic model

Sensitivity

74.4%

64.1%

Specificity

63.2%

65.8%

F1 Score

0.71

0.65

Accuracy

0.69

0.65

Table 4.  Sensitivity, specificity, F1 scores and accuracy of the final (test) models for group classification
(circadian/non-circadian) using predicted DLMOs (true positives = circadian, true negatives = non-circadian).

negatives (see Table 4). The sensitivity for predicting group classification was 74% for the statistical model and
64% for the dynamic model; specificity was 63% for the statistical model and 66% for the dynamic model. The
F1 scores were 0.71 and 0.65 for the statistical and dynamic models, respectively.

Discussion

State-of-the-art methods for predicting circadian timing have yet to be tested in clinical populations. We evaluated and compared a novel statistical regression model and a previously validated dynamic model for predicting DLMO time in a clinically diagnosed DSWPD patient population. Both methods for performed similarly.
The statistical model accounted for a slightly greater proportion of the variance in actual DLMO time than the
dynamic model (60% vs. 48%), but the statistical model also required knowledge of the average DLMO time
for the sample to define its PRC regions. The two models were similarly accurate for classifying circadian vs.
non-circadian DSWPD (69% vs. 65%). Both models were moderately reliable in predicting circadian phase to
within ± 1 h (75% and 58%).
Our study showed that a regression model using mean light exposure during the delay and advance portions
of the human PRC, in combination with sex, age, bed/wake times, and chronotype, could predict DLMO significantly more accurately than using bed/wake times alone. Self-reported sleep timing information has previously
been used in regression analyses to predict circadian phase in DSWPD, whereby the combination of variables
accounted for 77% of the variance in DLMO26. The previous study, however, achieved only 79% of predictions
within ± 1.5 h, whereas 91% of our regression model estimates were within ± 1.5 h. Additionally, a recent study
in which the temporal stability of the melatonin profile over time was examined in 8 DSWPD patients and 5
healthy controls found that DLMO time could be accurately predicted using wake time and the time of morning
light onset28 Specifically, average actigraphically derived wake time and light onset (averaged across the 3 days
prior to DLMO) explained 89% of the variance in DLMO timing. Similar findings were reported by Crowley and
colleagues29, who estimated DLMO in an adolescent population with healthy sleep. Three separate regression
analyses were conducted in which the independent variables were either bed, wake, or mid-sleep times. DLMOs
were predicted to within ± 1 h for 78–82% of participants using bedtime, 82–86% using mid-sleep time, and
80–81% using wake time. Our application of a similar statistical model for estimating DLMO in an adult, patient
population with a larger sample extends these previous studies, demonstrating the generalizability of such an
approach to a clinical setting. Additionally, the current study supports the potential use of objective measures
of light exposure, in addition to bed and wake times, for estimating circadian phase timing. The combination of
these findings indicates not only that simpler, less invasive methods for estimating circadian phase are a viable
alternative, but also that the addition of light is valuable for improving prediction accuracy.
While the statistical model we present here appears promising, it requires further validation before it is to be
generalized to clinical settings. The current implementation of the statistical model requires knowledge of the
group average DLMO time, which may not be known. Furthermore, the average DLMO time in our sample of
DSWPD patients was relatively early compared with other published studies in DSWPD patients. Applying this
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average DLMO time to other samples could therefore lead to less accurate predictions with the statistical model.
In future work, the statistical model should be tested in other DSWPD samples to determine its accuracy, and
to determine whether the new sample’s average DLMO time must first be determined. In practice, this DLMO
testing could be performed in a subsample to obtain an estimate of the average timing, rather than needing to
test the entire sample.
The dynamic model of the circadian pacemaker was originally developed and validated under lab conditions
in healthy p
 articipants3,4. It has since been demonstrated to also perform accurately in healthy participants in
the field under a range of c onditions30,31, making it the best validated model of the human circadian c lock2. To
date, however, it has not been tested in any patient populations. Individuals with DSWPD appear, on average, to
have physiological predispositions to phase delay, including a longer intrinsic circadian p
 eriod32 and increased
33
sensitivity to phase-delaying l ight . Consistent with this, we found that the default model (i.e., using parameters
fit against healthy individuals) predicted DLMO time systematically too early. When we allowed parameters to
be refit against the Training dataset, we found that a significantly better fit was obtained for DSWPD patients
by lengthening the intrinsic circadian period and by slightly increasing the size of the phase-delay region of the
phase response curve. With these modifications, the accuracy of the model (RMSE = 68 min) was similar to that
reported in the field in healthy populations2.
There are many proponents for circadian phase assessments to occur in a clinical setting for diagnosis of circadian rhythm sleep disorders16,34–36. It is acknowledged, however, that there are practical barriers to this occurring, including the costs and logistical difficulties involved in conducting DLMO a ssessments21. The results of
the current study show that, in addition to predicting actual DLMO timing for the majority of patients within ± 1
h, both models perform equally well at classifying patients with circadian D
 SWPD14. Currently there is no simple method for clinicians to determine if and when a DLMO assessment should be conducted for diagnosis of
DSWPD. The models presented here could be valuable clinical screening tools to classify patients as high or low
risk for circadian misalignment, enabling efficient identification of those who need further formal phase assessment. Moreover, they could be used to help optimize the timing of interventions, such as light37 or melatonin38.
For both of the models that we tested, we observed that accuracy tended to be highest for individuals with
DLMO times close to the group average, and less accurate for individuals with more extreme DLMO times.
This same phenomenon has been reported in other applications of phase prediction models2. This tendency for
models to regress towards the mean and underestimate population variability is a natural consequence of them
being fit at the group, rather than the individual, level. Using an average DLMO time for the entire sample to
calculate an average CBTmin time (for the statistical model), as well as the assumption that this population has
normal phase relationships between DLMO and sleep or CBTmin (for both models), would both tend to increase
accuracy for individuals who are closer to the average. In defining the light bins relative to average DLMO, participants whose actual DLMO occurred closer to the average likely had the most accurately defined lights bins.
Similarly, the dynamic model has physiological parameters (e.g., tau) that are fit at the group level. Individuals
whose physiology is closer to the average would therefore be likely to have their circadian timing predicted more
accurately than for individuals with more extreme physiological parameters. Individuals who are more extreme
in their physiological parameters may also experience great intra-individual differences in circadian timing39,
which could contribute to less accurate predictions. Improved individual-level estimates of model parameters
are likely to yield more accurate predictions for individuals who deviate further from the population mean.
There are a number of ways to potentially improve the prediction accuracy of the dynamic and statistical
models. These include consideration of inter-individual differences in light sensitivity40,41, which have been
theoretically demonstrated as a means of capturing inter-individual differences in DLMO t ime42. In defining
the light inputs for the statistical regression model, we assumed that the DSWPD population has a similar
light phase response curve to the healthy population. There is evidence that patients with DSWPD may have a
hypersensitivity to evening light33,41. Establishing the light phase response curve in a DSWPD population could
therefore help to improve the models. Using an average DLMO time for the entire sample to calculate an average
CBTmin time (for the statistical model) and the assumption that this population has normal phase relationships
between DLMO and sleep or CBTmin (for both models) are also potential areas of improvement. Although
there is some suggestion that phase angle is not altered between sleep and circadian phase markers in DSWPD
patients when allowed to sleep at their habitual times compared to healthy individuals11, it has not been well
characterized, particularly when bed and wake times are shifted to an earlier desired time. Finally, both models
were based on photopic illuminance measured at wrist level, which is known not to accurately represent the
effect of light on the circadian pacemaker under all conditions43,44. Presently, wrist-based actigraphy remains the
standard method for collecting patterns of light exposure, but an alternative method that measures light closer
to the eye and measure impacts on all photoreceptors in the circadian phototransduction pathway could help
improve prediction accuracy45.
A measure of circadian timing is important for the diagnosis and appropriate treatment of DSWPD in a clinical setting. Here we have shown that modeling approaches that rely on light–dark and sleep–wake information
produce reasonably accurate estimates of circadian phase in up to 75% of participants. Both the dynamic and
statistical models show good utility as screening tools in DSWPD and use information that is already routinely
collected in diagnostic approaches for DSWPD and other circadian rhythm sleep disorders.

Methods

This study was conducted as part of the delayed sleep on melatonin (DelSoM) Study (ACTRN12612000425897)14,46,
a randomized controlled trial testing the efficacy of exogenous melatonin for DSWPD. As the study was a multicenter trial, approval was given by the following human research ethics committees: Monash University Human
Research Ethics Committee, The University of Sydney Human Research Ethics Committee, Southern Adelaide
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Clinical Human Research Ethics Committee, and The University of Adelaide Human Research Ethics Committee.
All research was performed in accordance with the ethical regulations and practices stipulated by each ethics
committee. Written informed consent was provided by participants prior to study engagement and they were
reimbursed for study-related e xpenses14,46.

Participants. Data from this study have previously been reported14,46,47. Briefly, data were included from
182 (89 M, 93 F) participants with clinically diagnosed DSWPD. Participants were recruited at three study sites
(Melbourne, Sydney, Adelaide) from the community via radio, newspaper, and poster advertising, and from
clinics through referrals from sleep physicians and psychologists.
Participants were aged 16–65 years, with a body mass index > 18 and < 35 kg/m2. Additionally, participants
were required to work or study ≥ 5 consecutive days each week. Participants who reported any of the following
were excluded: comorbid sleep disorder (except insomnia); drugs of abuse or concurrent medication likely to
affect sleep; history of psychiatric disorder in the past 12 months, other than depression; caffeine consumption > 300 mg per day; alcohol consumption > 14 standard drinks per week; history of substance abuse in past
12 months; investigational drug use in past 60 days; pregnancy or lactation; night shift work in past 6 months;
transmeridian travel in the past 2 months; allergies to any medicines, foods, preservatives, or dyes; and liver,
kidney, or autoimmune disease. More detailed inclusion and exclusion criteria have been reported e lsewhere14.
Screening. Potential participants completed a preliminary online eligibility questionnaire to assess risk of
DSWPD. Those deemed as high risk completed further screening after providing consent. Participants were
assessed by a sleep physician to confirm a diagnosis of DSWPD, according to current International Classification
of Sleep Disorders diagnostic criteria at the time of s tudy48, and also completed questionnaires relating to health
and lifestyle, sleep habits, mood, and daytime function. Participants also completed the Composite Morningness-Eveningness Questionnaire (cMEQ)49,50, a 13-item questionnaire measuring an individual’s preferences for
the timing of mental and physical activity.
Sleep/wake and light assessment. Participants recorded sleep and wake times at home for 7 days using
a sleep diary and wrist actigraphy (Actiwatch-L, Actiwatch-2, or Actiwatch Spectrum; Philips Respironics, Bend,
OR, USA). Participants were instructed to maintain their normal sleep–wake schedules and record bed and
wake times, time to fall asleep, and any awakenings after sleep onset each morning upon waking in the sleep
diary provided.
Actigraphy devices, worn on the non-dominant wrist, were used to obtain light (white light, lux) and activity
measures in 1-min epochs. Software sensitivity was set to medium (40 activity counts/minute) to determine each
1-min epoch as sleep or wake (Actiware 5 software, Philips Respironics Inc, Bend, OR, USA). To limit loss of light
data, participants were instructed to keep the device uncovered (e.g., by sleeves) at all times. Bed and wake times
in actigraphy were identified using the times reported in sleep diaries. In the case of discrepancies between sleep
diaries and actigraphy, the following process was applied: if subjective bedtime was reported as ≥ 60 min before
a substantial reduction in activity and light levels, bedtime was adjusted to the time of decrease in activity and
light. If reported wake time was ≥ 60 min after a substantial increase in activity and light, wake time was shifted
to the start of the sustained activity and light increase. These timings were determined via visual inspection by
an independent researcher and then reviewed by two study researchers for consensus (JM and MM). From these
data, bedtime and wake time were computed for main sleep e pisodes14,46.
For both the dynamic and statistical models, white light (photopic illuminance) was u
 sed51. Light data were
extracted from the adjusted actigraphy data files in 1-min epochs for each participant. Light data were further
cleaned, with removal of data with values < 1 lux during wake, as it was assumed that this was likely due to the
device being c overed52. Additionally, light levels during sleep were set to zero, as the eyelids are closed during
sleep, minimizing retinal light e xposure53.
Circadian phase assessment. Immediately following the 7 days of at-home sleep/wake and light assessment, participants attended a laboratory session to undertake a circadian phase assessment measuring salivary
dim light melatonin onset (DLMO). Participants arrived at the laboratory 6 h prior to their subjectively reported
habitual bedtime and following admission, were seated in dim lighting (< 3 lux). From 5 h prior to habitual bedtime until 2 h after habitual bedtime, saliva samples were taken every hour. DLMO was calculated as the time
that melatonin concentrations crossed and remained above a threshold of 2.3 pg/mL, calculated from linear
interpolation between the samples immediately before and after the threshold54. Details of this procedure have
been reported previously14,46.
Dynamic model.

The dynamic model used a mathematical model that has been previously tested and
validated against data from carefully screened healthy humans in laboratory conditions4, as well as in field
conditions10,30. The model includes light processing in the retina by photoreceptors, the effects of light (photic
drive) and the effects of sleep/wake patterns (non-photic drive) on the circadian clock, and a limit-cycle oscillator model of the central circadian clock. For the full model equations and parameter values, see the original
publication4.
The model includes the following equation for the photic drive to the circadian pacemaker


B = Gα(1 − n)(1 − bx) 1 − by ,
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Figure 1.  Distribution of actual DLMO time with corresponding predicted DLMO time. Left: Actual DLMO
(black squares), ranked from earliest to latest, with corresponding predicted DLMO (open circles) and; Right:
error of predictions (0 represents actual DLMO) ranked in the same order, for the statistical model training
(panel a), and test (panel b) datasets, and the dynamic model training (panel c) and test (panel d) datasets.
Prediction error indicated by shaded areas:
=  ± 30 min,
=  ± 1 h,
=  ± 1.5 h.
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Figure 2.  Phase response curve for light. A reference phase response curve (based o
 n50) was used for
determining phase in the regression model. Phase shifts are plotted (solid black line) against the circadian
timing of light exposure. Positive values on the y-axis indicate a phase advance and negative values indicate a
phase delay. Zero on the x-axis represents core body temperature minimum. For the current study, the dark grey
bar indicates the “delay zone”, which encompasses the circadian time at which light will induce a maximal phase
delay. The light grey bar represents the “advance zone”, and encompasses the time at which light will induce a
maximal phase advance.

where G is a constant of proportionality determining amplitude of the light PRC, α(1 − n) is the rate at which
retinal photoreceptors are being activated, b is a constant determining the overall shape of the light PRC, and x
and y are the variables of the circadian pacemaker. All parameters of the model have been previously fit against
healthy participant data. The model generates predicted times of minima in the endogenous core body temperature rhythm. DLMO is estimated to occur 7 h before these minima, which is based on the average phase angle
difference between DLMO and C
 BTmin55.
Here, the model was first used in its default form to predict DLMO times for all participants to determine
whether the model fit against healthy participants could generalize to this patient population. In other papers
that have used versions of the Jewett-Kronauer model, light data have either been input in 1-min e pochs10 or
set to the maximum value in 60-min epochs40. A range of epoch choices were therefore used here, with 60-min
epochs for testing default parameters.
Subsequently, the model was trained against the DSWPD dataset to determine if model performance could
be improved. The dataset was split into training (50%) and test (50%) sets, split evenly within each of the three
test sites. For training, the following modifications were permitted: (1) changes in the intrinsic circadian period
in steps of 0.05 h, allowing values equal to or above the default 24.15 h, given empirical evidence for longer tau
in this population32; (2) changes in the parameter b, in steps of 0.05, allowing values equal to or above the default
0.40, given empirical evidence for greater phase delays in this p
 opulation33; (3) changes in the parameter G,in
steps of 5%, allowing values equal to or greater than the default 37, given empirical evidence for greater light sensitivity in this p
 opulation33,41; (4) binning of light data in 1, 2, 5, 10, 15, 30, 60, or 120 min bins, to either the mean
value or maximum value in the bin; (5) since the model requires continuous light data with no missing values,
we allowed missing intervals to be filled with either a value of 0 lux or with the average value for the previous 2
h. The maximum allowed gap length was allowed to be in the range 1–6 h, in steps of 1 h. The longest continuous
portion of the light time series with no missing values was then used as input to the model. No other changes to
model parameters or equations were made. The non-photic component of the model was driven by sleep/wake
state. For each participant, light data were input repeatedly for 60 days, allowing the model to approach a steady
cycle, as in previous papers using the model10,31. Predicted DLMO time was the average predicted DLMO time
across the final input cycle.

Statistical model. A statistical model for predicting circadian phase was developed based on a multiple linear regression analysis, with DLMO as the dependent variable. The following predictors were included: (1) light
data from the advance and delay portions of the PRC (Figure 2); (2) demographic information (age, sex); (3)
actigraphically derived bedtime and wake time and; (4) composite morningness-eveningness score (cMEQ)50.
Variables (2)–(4) were included in the model as covariates based on previous reports that these variables are
associated with circadian p
 hase56–59. All variables, with the exception of sex and cMEQ, were continuous variables. cMEQ was treated as a categorical variable with two levels: extreme evening type (scores between 16–30)
and moderately evening type (scores between 31–41). The statistical model was applied to the same training and
test datasets as those described for the dynamic model above.
To quantify the time points at which light would have maximal circadian effects, we used a PRC for light55
(Fig. 1) and classified the 6 h prior to core body temperature minimum (CBTmin) as the interval corresponding
to the delay zone and the 6 h after CBTmin as the advance zone. Light data were l og10-transformed, as has been
done by others previously, to account for brief periods of high light exposure that may have skewed the d
 ata52
and zero values were assigned a value of 0.001 lux to allow transformation. As we did not have an actual measure
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of CBTmin in this study, to determine CBTmin we assumed a phase angle between DLMO and CBTmin of 7 h,
as reported in other s tudies55,60,61. CBTmin was thus estimated by adding 7 h to the average DLMO time for the
total sample (N = 154); average DLMO time for the sample was 22:10 h, and average estimated CBTmin time
was 5:10 h. This CBTmin time was then applied to all participants to determine the delay and advance zones.
Average light exposure in the delay and advance zones was then calculated for each individual on each day with
valid data (minimum 5 consecutive days, maximum 7 consecutive days; 6.83 ± 0.47 days). The average delay and
advance light zones from each day were then averaged across the days of recording, with each participant having
one measure of delay light and one measure of advance light.

Data analysis and statistical methods. Matlab R2018a (Natick, Massachusetts) was used for the
dynamic model simulations, using ode15s for solving differential equations and using a custom grid search
method for finding optimal parameter values. SPSS Statistics Version 20.0 (IBM, Armonk, New York) was used
for the statistical model and all other data analysis. Data are expressed as mean ± standard deviation (SD) unless
otherwise stated. Significance level was set at 0.05. Variables were compared between training and test datasets
using a chi-squared (goodness of fit) test or independent samples t-test. To evaluate the predictive performance
of each method, the mean error, mean absolute error, and root mean square error of the difference between
actual DLMO and predicted DLMO were calculated. Pearson’s correlation coefficients were computed between
actual DLMO and predicted DLMO for the dynamic and statistical models and regression lines were fit for
each correlation. To determine whether there were significant differences between Pearson’s correlation coefficients for the dynamic and statistical models, a Fisher’s r to z transformation was used. The regression slopes
were also compared to determine whether there were significant differences between models. We additionally
calculated the percentage of participants for whom predicted DLMO was within ± 30, ± 60, ± 90, ± 120, or > 120
min of actual DLMO.
The predictive value of each model was also assessed by classifying participants as “circadian” or “non-circadian” DWSPD, based on a previously published classification scheme14. Circadian DSPWD participants were
defined as individuals whose DLMO time was within half an hour before, or any time after, desired bedtime,
while non-circadian DSPWD participants were defined as those whose DLMO occurred more than half an
hour before desired bedtime14. Sensitivity, specificity, F1, and accuracy scores were calculated for both models.
Data retention. Out of 182 participants, 28 participants (15%) were excluded. Participants were excluded

from the dynamic modeling approach, due to (1) irregular actigraphy data (n = 3) in which the pattern of light
exposure and/or activity was highly irregular with no discernable diurnal rhythm, or (2) actigraphy recordings
that did not occur in the 7 days immediately prior to the circadian phase assessment (n = 25).
To ensure comparability between the dynamic and statistical models, the same participants were excluded
from the statistical model. As such, the total number of participants included was 154. One participant was
excluded from the dynamic model test dataset due to inability to construct at least 1 day of consecutive valid
light data due to gaps in the dataset.

Data availability

Materials and data in this publication can be requested via the CRC for Alertness, Safety and Productivity (Alertness CRC) by emailing inquiries@alertnesscrc.com.
Received: 4 February 2020; Accepted: 13 April 2021

References

1. Golombek, D. A. & Rosenstein, R. E. Physiology of circadian entrainment. Physiol. Rev. 90, 1063–1102 (2010).
2. Stone, J. E. et al. Computational approaches for individual circadian phase prediction in field settings. Curr. Opin. Syst. Biol. 22,
39–51 (2020).
3. Jewett, M. E., Forger, D. B. & Kronauer, R. E. Revised limit cycle oscillator model of human circadian pacemaker. J. Biol. Rhythms
14, 493–499 (1999).
4. St. Hilaire, M. A. et al. Addition of a non-photic component to a light-based mathematical model of the human circadian pacemaker. J. Theor. Biol. 247, 583–599 (2007).
5. Kronauer, R. E., Forger, D. B. & Jewett, M. E. Quantifying human circadian pacemaker response to brief, extended, and repeated
light stimuli over the phototopic range. J. Biol. Rhythms 14, 500–515 (1999).
6. Mott, C., Dumont, G., Boivin, D. B. & Mollicone, D. Model-based human circadian phase estimation using a particle filter. IEEE
Trans. Biomed. Eng. 58, 1325–1336 (2011).
7. Kolodyazhniy, V. et al. Estimation of human circadian phase via a multi-channel ambulatory monitoring system and a multiple
regression model. J. Biol. Rhythms 26, 55–67 (2011).
8. Kolodyazhniy, V. et al. An improved method for estimating human circadian phase derived from multichannel ambulatory monitoring and artificial neural networks. Chronobiol. Int. 29, 1078–1097 (2012).
9. Gil, E. A., Aubert, X. L., Møst, E. I. & Beersma, D. G. Human circadian phase estimation from signals collected in ambulatory
conditions using an autoregressive model. J. Biol. Rhythms 28, 152–163 (2013).
10. Woelders, T., Beersma, D. G. M., Gordijn, M. C. M., Hut, R. A. & Wams, E. J. Daily light exposure patterns reveal phase and period
of the human circadian clock. J. Biol. Rhythms, 748730417696787 (2017).
11. Chang, A. M., Reid, K. J., Gourineni, R. & Zee, P. C. Sleep timing and circadian phase in delayed sleep phase syndrome. J. Biol.
Rhythms 24, 313–321 (2009).
12. American Academy of Sleep Medicine. The International Classification of Sleep Disorders, Third Edition. 3rd edn, (AASM, 2014).
13. Morgenthaler, T. et al. Practice parameters for the use of actigraphy in the assessment of sleep and sleep disorders: An update for
2007. Sleep 30, 519–529 (2007).
14. Murray, J. M. et al. Prevalence of circadian misalignment and its association with depressive symptoms in delayed sleep phase
disorder. Sleep 40, zsw002 (2017).

Scientific Reports |

(2021) 11:10878 |

https://doi.org/10.1038/s41598-021-89924-8

9
Vol.:(0123456789)

www.nature.com/scientificreports/
15. Micic, G., Lovato, N., Gradisar, M. & Lack, L. C. Personality differences in patients with delayed sleep–wake phase disorder and
non-24-h sleep–wake rhythm disorder relative to healthy sleepers. Sleep Med. 30, 128–135 (2017).
16. Pandi-Perumal, S. R. et al. Dim light melatonin onset (DLMO): A tool for the analysis of circadian phase in human sleep and
chronobiological disorders. Prog. Neuropsychopharmacol. Biol. Psychiatry 31, 1–11 (2007).
17. Burgess, H. J. et al. The relationship between the dim light melatonin onset and sleep on a regular schedule in young healthy adults.
Behav. Sleep Med. 1, 102–114 (2003).
18. Wright, K. P. Jr., Gronfier, C., Duffy, J. F. & Czeisler, C. A. Intrinsic period and light intensity determine the phase relationship
between melatonin and sleep in humans. J. Biol. Rhythms 20, 168–177 (2005).
19. Sletten, T. L., Vincenzi, S., Redman, J. R., Lockley, S. W. & Rajaratnam, S. M. Timing of sleep and its relationship with the endogenous melatonin rhythm. Front. Neurol. 1, 137 (2010).
20. Flynn-Evans, E. E. et al. Circadian phase and phase angle disorders in primary insomnia. Sleep 40(12), zsx163 (2017).
21. Wyatt, J. K. Delayed sleep phase syndrome: Pathophysiology and treatment options. Sleep 27, 1195–1203 (2004).
22. von Schantz, M. & Skene, D. J. Telling biological time from a blood sample: Current capabilities and future potential. Ann. Clin.
Biochem. 52, 699–701 (2015).
23. Kasukawa, T. et al. Human blood metabolite timetable indicates internal body time. Proc. Natl. Acad. Sci. USA 109, 15036–15041
(2012).
24. Laing, E. E. et al. Blood transcriptome based biomarkers for human circadian phase. Elife 6, e20214 (2017).
25. Dijk, D. J. & Lockley, S. W. Integration of human sleep-wake regulation and circadian rhythmicity. J. Appl. Physiol. 92, 852–862
(2002).
26. Lovato, N. et al. Can the circadian phase be estimated from self-reported sleep timing in patients with delayed sleep wake phase
disorder to guide timing of chronobiologic treatment?. Chronobiol. Int. 33, 1376–1390 (2016).
27. Duffy, J. F. et al. Peak of circadian melatonin rhythm occurs later within the sleep of older subjects. Am. J. Physiol. Endocrinol.
Metab. 282, E297-303 (2002).
28. Wyatt, J. K., Stepanski, E. J. & Kirkby, J. Circadian phase in delayed sleep phase syndrome: Predictors and temporal stability across
multiple assessments. Sleep 29, 1075–1080 (2006).
29. Crowley, S. J., Acebo, C., Fallone, G. & Carskadon, M. A. Estimating dim light melatonin onset (DLMO) phase in adolescents
using summer or school-year sleep/wake schedules. Sleep 29, 1632–1641 (2006).
30. Stone, J. E. et al. Application of a limit-cycle oscillator model for prediction of circadian phase in rotating night shift workers. Sci.
Rep. 9, 1–2 (2019).
31. Phillips, A. J. K. et al. Irregular sleep/wake patterns are associated with poorer academic performance and delayed circadian and
sleep/wake timing. Sci. Rep. 7, 1–13 (2017).
32. Micic, G. et al. The endogenous circadian temperature period length (tau) in delayed sleep phase disorder compared to good
sleepers. J. Sleep Res. 22, 617–624 (2013).
33. Watson, L. A. et al. Increased sensitivity of the circadian system to light in delayed sleep-wake phase disorder. J. Physiol. 596,
6249–6261 (2018).
34. Keijzer, H., Smits, M. G., Duffy, J. F. & Curfs, L. M. Why the dim light melatonin onset (DLMO) should be measured before treatment of patients with circadian rhythm sleep disorders. Sleep Med. Rev. 18, 333–339 (2014).
35. Lockley, S. W. Timed melatonin treatment for delayed sleep phase syndrome: The importance of knowing circadian phase. Sleep
28, 1214–1216 (2005).
36. Duffy, J. F. et al. Workshop report. Circadian rhythm sleep–wake disorders: gaps and opportunities. Sleep. https://doi.org/10.1093/
sleep/zsaa281 (2021).
37. Asgari-Targhi, A. & Klerman, E. B. Mathematical modeling of circadian rhythms. Wiley Interdiscip. Rev. Syst. Biol. Med. 11(2),
e1439. https://doi.org/10.1002/wsbm.1439 (2019).
38. Breslow, E. R., Phillips, A. J. K., Huang, J. M., Hilaire, M. A. St. & Klerman, E. B. A mathematical model of the circadian phaseshifting effects of exogenous melatonin. J. Biol. Rhythms 28(1), 79–89. https://doi.org/10.1177/0748730412468081 (2013).
39. Watson, L. A. et al. Sleep and circadian instability in delayed sleep-wake phase disorder. J. Clin. Sleep Med. 16, 1431–1436 (2020).
40. Phillips, A. J. K. et al. High sensitivity and interindividual variability in the response of the human circadian system to evening
light. Proc. Natl. Acad. Sci. (USA) 116, 12019–12024 (2019).
41. Aoki, H., Ozeki, Y. & Yamada, N. Hypersensitivity of melatonin suppression in response to light in patients with delayed sleep
phase syndrome. Chronobiol. Int. 18, 263–271 (2001).
42. Stone, J. E. et al. The role of light sensitivity and intrinsic circadian period in predicting individual circadian timing. J. Biol. Rhythms
35, 628–640 (2020).
43. Lucas, R. J. et al. Measuring and using light in the melanopsin age. Trends Neurosci. 37, 1–9 (2014).
44. Lockley, S. W., Brainard, G. C. & Czeisler, C. A. High sensitivity of the human circadian melatonin rhythm to resetting by short
wavelength light. J. Clin. Endocrinol. Metab. 88, 4502–4505 (2003).
45. Cain, S. W. et al. Evening home lighting adversely impacts the circadian system and sleep. Sci. Rep. 10(1). https://doi.org/10.1038/
s41598-020-75622-4 (2020).
46. Sletten, T. L. et al. Efficacy of melatonin with behavioural sleep-wake scheduling for delayed sleep-wake phase disorder: A doubleblind, randomized clinical trial. PLoS Med. 15, e1002587 (2018).
47. Murray, J. M. et al. Sleep regularity is associated with sleep-wake and circadian timing and mediates daytime function in Delayed
Sleep-Wake Phase Disorder. Sleep Med. 58, 93–101. https://doi.org/10.1016/j.sleep.2019.03.009 (2019).
48. American Academy of Sleep Medicine. International Classification of Sleep Disorders, Revised: Diagnostic and Coding Manual. 2nd
edn, (AASM, 2005).
49. Horne, J. & Ostberg, O. A self assessment questionnaire to determine morningness eveningness in human circadian rhythms. Int.
J. Chronobiol. 4, 97–110 (1976).
50. Smith, C. S., Reilly, C. & Midkiff, K. Evaluation of three circadian rhythm questionnaires with suggestions for an improved measure
of morningness. J. Appl. Psychol. 74, 728–738 (1989).
51. Price, L., Khazova, M. & O’Hagan, J. Performance assessment of commercial circadian personal exposure devices. Light Res.
Technol. 44, 17–26 (2012).
52. Scheuermaier, K., Laffan, A. M. & Duffy, J. F. Light exposure patterns in healthy older and young adults. J. Biol. Rhythms 25, 113–122
(2010).
53. Hatonen, T., Alila-Johansson, A., Mustanoja, S. & Laakso, M. L. Suppression of melatonin by 2000-lux light in humans with closed
eyelids. Biol. Psychiatry 46, 827–831 (1999).
54. Klerman, E. B., Gershengorn, H. B., Duffy, J. F. & Kronauer, R. E. Comparisons of the variability of three markers of the human
circadian pacemaker. J. Biol. Rhythms 17, 181–193 (2002).
55. Khalsa, S. B., Jewett, M. E., Cajochen, C. & Czeisler, C. A. A phase response curve to single bright light pulses in human subjects.
J. Physiol. 549, 945–952 (2003).
56. Yoon, I.-Y. et al. Age-related changes of circadian rhythms and sleep-wake cycles. J. Am. Geriatr. Soc. 51, 1085–1091 (2003).
57. Duffy, J. F. et al. Sex difference in the near-24-hour intrinsic period of the human circadian timing system. Proc. Natl. Acad. Sci.
USA 108(Suppl 3), 15602–15608 (2011).

Scientific Reports |
Vol:.(1234567890)

(2021) 11:10878 |

https://doi.org/10.1038/s41598-021-89924-8

10

www.nature.com/scientificreports/
58. Burgess, H. J. & Eastman, C. I. A late wake time phase delays the human dim light melatonin rhythm. Neurosci. Lett. 395, 191–195
(2006).
59. Baehr, E. K., Revelle, W. & Eastman, C. I. Individual differences in the phase and amplitude of the human circadian temperature
rhythm: With an emphasis on morningness-eveningness. J. Sleep Res. 9, 117–127 (2000).
60. Benloucif, S. et al. Stability of melatonin and temperature as circadian phase markers and their relation to sleep times in humans.
J. Biol. Rhythms 20, 178–188 (2005).
61. Brown, E. N., Choe, Y., Shanahan, T. L. & Czeisler, C. A. A mathematical model of diurnal variations in human plasma melatonin
levels. Am. J. Physiol. Endocrinol. Metab. 272, E506–E516 (1997).

Acknowledgements

In addition to the authors, members of the Delayed Sleep on Melatonin (DelSOM) study group to be acknowledged for their contribution are as follows: E. Armstrong, Melbourne, VIC.; K. Chohan, Sydney, NSW; Y. Djavadkhani, Sydney, NSW; K. Dodds, Sydney, NSW; S. Gunaratnam, Melbourne, VIC; M. Hardy, Sydney, NSW; S.
Joosten, Melbourne, VIC; J. Lee, Melbourne, VIC; G. Micic, Adelaide, SA; B. Raman, Melbourne, VIC; E. Roese,
Sydney, NSW; M. Salkeld, Adelaide, SA; E. Verberne, Melbourne, VIC; K. Wong, Sydney, NSW; B. Yee, Sydney,
NSW; A. Yeo, Adelaide, SA; K. Yu, Melbourne, VIC. The study was funded by a research grant from the National
Health and Medical Research Council (NHMRC) to SMWR, SWL, RRG, LCL, DJK, and research support from
Philips Respironics and the NHMRC Australasian Sleep Trials Network. The study was also supported by the
Cooperative Research Centre for Alertness, Safety and Productivity. JMM was supported by an Australian Postgraduate Award from Monash University and PhD top-up scholarship from the Cooperative Research Centre
for Alertness, Safety and Productivity. RRG is supported by a NHMRC Practitioner Fellowship.

Author contributions

J.M.M., M.M., T.L.S., C.G., N.L., D.J.B., D.J.K., L.C.L., R.R.G., S.W.L., S.M.W.R., and A.J.K.P. were all responsible
for study concept and design. Data were acquired by J.M.M., M.M., C.G., N.L., D.J.K., L.C.L., R.R.G., S.W.L.,
T.L.S., and S.M.W.R. Data were analyzed and interpreted by J.M.M., M.M., K.A., S.M.W.R., and A.J.K.P. All
authors reviewed the manuscript.

Competing interests

Dr. Murray served as a Project Leader in the Cooperative Research Centre for Alertness, Safety and Productivity.
Dr Magee served as a Project Leader in the Cooperative Research Centre for Alertness, Safety and Productivity. Dr Sletten reports her institution has received equipment donations or other support from Philips Lighting, Philips Respironics, Optalert and Compumedics. Dr Sletten serves as a Project Leader in the Cooperative
Research Centre for Alertness, Safety and Productivity. Dr Gordon serves as a Project Leader in the Cooperative
Research Centre for Alertness, Safety and Productivity. Dr Lovato reports no conflicts of interest. Dr Bartlett
reports no conflicts of interest. Ms Ambani reports no conflicts of interest. Dr Kennaway reports no conflicts
of interest. Dr Lack is shareholder in Re-Time Pty Ltd. Dr Grunstein serves as a consultant to, and is a Program
Leader for, the Cooperative Research Centre for Alertness, Safety and Productivity. He has provided non-remunerated advice to Merck and has been a medico-legal expert witness for Queensland Health, NSW Nurses Federation, NSW Health and NSW Director of Public Prosecutions. Dr Lockley holds current consulting contracts with
Delos Living LLC; Environmental Light Sciences LLC; Headwaters Inc.; Hintsa Performance AG; Pegasus Capital
Advisors LP; PlanLED; Focal Point LLC; and Wyle Integrated Science and Engineering. In the past 5 years, he
has received consulting fees from Carbon Limiting Technologies Ltd for work conducted with PhotonStar LED.
He has also received consulting fees from Naturebright; Thomas Jefferson University; and minor consulting fees
from 15 financial companies related to non-24-h sleep–wake disorder in the blind and the publicly-available
clinical trial results. He has received unrestricted equipment gifts from Biological Illuminations LLC; Bionetics
Corporation; Philips Lighting; an unrestricted monetary gift to support research from Swinburne University of
Technology, Australia; a fellowship gift from Optalert, Pty, Melbourne, Australia; and holds equity in iSLEEP,
Pty, Melbourne, Australia. SWL receives royalties from Oxford University Press; and received honoraria for
editing a textbook section from Elsevier and for drafting website text for the National Sleep Foundation; and for
an article in the Wall Street Journal. Dr Lockley has received honoraria plus support for travel, accommodation
or meals for invited seminars, conference presentations or teaching from American Society for Photobiology;
Bassett Research Institute; Brookline Adult Education; Brown University; Emergency Social Services Association Conference; Estee Lauder; Harvard University (CME); MediCom Worldwide, Inc (CME); North East Sleep
Society; and Portland General Electric. He has received support for travel, accommodation and/or meals only
(no honoraria) for invited seminars, conference presentations or teaching from 8th International Conference
on Managing Fatigue; 14th Annual Tennessee Perfusion Conference; American Academy of Sleep Medicine;
Bar Harbor Chamber of Commerce; Cantifix; Connecticut Business & Industry Association Health and Safety
Conference; Emergency Services Steering Committee; Ferrari; Harvard University; Hintsa Performance AG;
Illinois Coalition for Responsible Outdoor Lighting; Illuminating Engineering Society; Lighting Science Group
Corp; Massachusetts General Hospital; Midwest Lighting Institute; National Research Council Canada; New
England College of Occupational and Environmental Medicine; Ontario Association of Fire Chiefs; Rio Tinto;
Sleep HealthCenters; University of Connecticut Health Center; UMass Memorial; University of Manchester;
University of Texas Medical Branch; Vanda Pharmaceuticals Inc.; Warwick Medical School; Woolcock Institute of
Medical Research; Wyle Integrated Science and Engineering (NASA). SWL has completed investigator-initiated
research grants from Alcon Inc. and Vanda Pharmaceuticals Inc., and has ongoing investigator-initiated research
grants from Biological Illumination LLC, Philips Lighting, and Philips Respironics Inc. He has completed service
agreements with Rio Tinto Iron Ore and Vanda Pharmaceuticals Inc., and has completed three sponsor-initiated
clinical research contracts with Vanda Pharmaceuticals Inc. Dr Lockley holds a process patent for the use of
short-wavelength light for resetting the human circadian pacemaker and improving alertness and performance
Scientific Reports |

(2021) 11:10878 |

https://doi.org/10.1038/s41598-021-89924-8

11
Vol.:(0123456789)

www.nature.com/scientificreports/
which is assigned to the Brigham and Women’s Hospital per Hospital policy. He has also received minor revenue
from a patent on the use of short-wavelength light which is assigned to the University of Surrey. Dr. Lockley
has served as a paid expert on behalf of seven public bodies and one union in arbitrations in relation to sleep,
circadian rhythms and work hours. Dr Rajaratnam is a Program Leader for the CRC for Alertness, Safety and
Productivity, Australia, which funded this work. SMWR reports grants from Vanda Pharmaceuticals, Philips
Respironics, Cephalon, Rio Tinto and Shell, and has received equipment support and consultancy fees through
his institution from Optalert, Tyco Healthcare, Compumedics, Mental Health Professionals Network, and Teva
Pharmaceuticals, which are not related to this paper. Dr Phillips is an investigator in projects for the CRC for
Alertness, Safety and Productivity, Australia, which funded this work, and he has received research funding
from Versalux and Delos.

Additional information

Correspondence and requests for materials should be addressed to A.J.K.P.
Reprints and permissions information is available at www.nature.com/reprints.
Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and
institutional affiliations.
Open Access This article is licensed under a Creative Commons Attribution 4.0 International
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or
format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the
Creative Commons licence, and indicate if changes were made. The images or other third party material in this
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the
material. If material is not included in the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from
the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
© The Author(s) 2021

Scientific Reports |
Vol:.(1234567890)

(2021) 11:10878 |

https://doi.org/10.1038/s41598-021-89924-8

12

Minerva Access is the Institutional Repository of The University of Melbourne
Author/s:
Murray, JM;Magee, M;Sletten, TL;Gordon, C;Lovato, N;Ambani, K;Bartlett, DJ;Kennaway,
DJ;Lack, LC;Grunstein, RR;Lockley, SW;Rajaratnam, SMW;Phillips, AJK
Title:
Light-based methods for predicting circadian phase in delayed sleep-wake phase disorder
Date:
2021-05-25
Citation:
Murray, J. M., Magee, M., Sletten, T. L., Gordon, C., Lovato, N., Ambani, K., Bartlett,
D. J., Kennaway, D. J., Lack, L. C., Grunstein, R. R., Lockley, S. W., Rajaratnam, S. M.
W. & Phillips, A. J. K. (2021). Light-based methods for predicting circadian phase in
delayed sleep-wake phase disorder. SCIENTIFIC REPORTS, 11 (1), https://doi.org/10.1038/
s41598-021-89924-8.
Persistent Link:
http://hdl.handle.net/11343/274948
License:
CC BY

