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Abstract: As the primary environmental cue for the body’s master biological clock, light–dark
patterns are key for circadian alignment and are ultimately fundamental to multiple dimensions
of health including sleep and mental health. Although daylight provides the proper qualities of
light for promoting circadian alignment, our modern indoor lifestyles offer fewer opportunities
for adequate daylight exposure. This field study explores how increasing circadian-effective light
in residences affects circadian phase, sleep, vitality, and mental health. In this crossover study,
20 residents spent one week in their apartments with electrochromic glass windows and another
week with functionally standard windows with blinds. Calibrated light sensors revealed higher
daytime circadian-effective light levels with the electrochromic glass windows, and participants
exhibited consistent melatonin onset, a 22-min earlier sleep onset, and higher sleep regularity. In
the blinds condition, participants exhibited a 15-min delay in dim light melatonin onset, a delay in
subjective vitality throughout the day, and an overall lower positive affect. This study demonstrates
the impact of daytime lighting on the physiological, behavioral, and subjective measures of circadian
health in a real-world environment and stresses the importance of designing buildings that optimize
daylight for human health and wellbeing.

Keywords: daylight; circadian light; lighting for indoor environments; electrochromic glass; blinds;
sleep; melatonin; healthy building; circadian alignment; residential lighting

1. Introduction

Circadian rhythms are the platform for all biology and are observed in several physio-
logical, psychological and behavioral processes, in particular the sleep–wake patterns [1].
In humans, endogenous circadian rhythms are generated and regulated by the body’s mas-
ter biological clock, operating within the hypothalamic suprachiasmatic nuclei (SCN) [2]. In
the absence of any zeitgebers (i.e., external time cues), this master biological clock free-runs
with an average period of approximately 24.2 h. The 24 h pattern of light and dark reaching
the retina entrains (or synchronizes) the timing of the biological clock to the 24 h solar day.

The master clock promotes alertness during the day and sleepiness at night in all
diurnal species, predominantly through the regulation of hormones. The rise of melatonin
in the hours preceding sleep triggers sleep onset. Conversely, cortisol increases in the hours
prior to waking and informs the body of the night–day transition (or between inactivity and
activity). These endogenous signals generated by the master clock oppose the homeostatic
sleep drive to promote daytime alertness and nighttime sleepiness [3]. Specifically, stable
and high daytime levels of alertness and consolidated nighttime sleep are maintained when
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the phase relationship between the internal circadian timing system and the sleep-wake
cycle is aligned.

As the primary environmental cue for the body’s master biological clock, light has been
shown to impact sleep, mood, performance, alertness, quality of life, and overall health in
various populations [4,5]. Optimizing light for the promotion of circadian alignment in
architectural settings involves ensuring the proper levels, timing, duration, and spectra of
light that occupants are exposed to throughout the day while minimizing their exposure
during the evening, prior to bedtime. Daylight is an ideal light source for promoting
circadian alignment due to its natural 24 h cycle, high light levels, and spectral power
distribution which provides the proper circadian stimulus at all times of day.

Previous research monitoring 109 participants across seven consecutive days demon-
strated that high levels of circadian-effective light during the entire day were associated
with better alignment between light–dark and rest–activity patterns [6], better sleep quality,
and lower depression scores. In a 2014 study involving 49 office workers, Boubekri et al. [7]
reported superior sleep quality, increased sleep duration, and increased physical activity in
participants working in windowed environments with more daylight access. In a recent
survey involving 593 middle-aged adults, an increase in daily outdoor time and brighter
indoor environments was associated with significantly reduced feelings of anxiety and
depression and fewer sleep disturbances [8]. A recent study across 12 European countries
also found that daylighting conditions affect schoolchildren’s performance [9].

Although these and other studies clearly demonstrate the benefits of daylight, modern
lifestyles (largely spent indoors) afford fewer opportunities for receiving adequate day-
light exposure. Enabling daylight effectively in indoor environments therefore presents
a powerful opportunity for promoting improved nighttime sleep and better mood in hu-
mans, while also reducing energy use from electric lighting. While abundant daylight
access is the design intention for most modern buildings, in practice windows are often
covered by blinds to control for unwanted heat and glare, effectively limiting daylight
access and impeding proper exposure to daytime circadian-effective light [10]. This issue
is compounded by behavioral tendencies, wherein an occupant is unlikely to change the
position of the blinds, even on cloudy days, once they have been adjusted to block direct
sunlight, tendencies that have been demonstrated in both office and residential settings [11].
Electric lighting is a modest substitute for daylight, as it is unable to match the light levels
of sunlight in commercial applications and has a fixed correlated color temperature, while
daylight varies in light level and spectral power distribution throughout the day [12].

One modern technology which facilitates daylight in indoor environments, while also
addressing the challenges described above, is electrochromic (EC) glass. EC glass works
by applying a low-voltage electric current to a thin electrochromic coating embedded
within windows layers, which changes the window from clear to tinted. EC glass can
also automatically tint in response to the presence and timing of direct solar radiation,
effectively eliminating the need for occlusion by blinds or shades since it mitigates dynamic
glare and heat conditions. EC glass also allows for more penetration of short-wavelength
light, which is optimal for affecting the circadian system. Due to its contributions to-
ward designing smarter, more sustainable, and healthier buildings, EC glass has become
adopted at scale in a variety of markets including offices, healthcare facilities, residential
buildings, and airports, with projects greater than one million square feet and totaling
approximately 100 million square feet of adoption worldwide. This technology has recently
demonstrated improvements to occupant sleep duration, cognitive performance, and envi-
ronmental satisfaction while mitigating physical discomfort symptoms such as eyestrain
and headaches [13]. The current study is intended to build upon this research by focusing
on the non-visual effects of indoor daylight levels as delivered by EC glass technology
relative to the use of conventional windows and blinds. Our theoretical construct was
that daylight, if enabled effectively in indoor environments, will promote the circadian
alignment of the endogenous rhythms (e.g., melatonin rhythm characterized by consistency
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of dim-light melatonin onset) with the local day–night cycle, leading to improved nighttime
sleep and daytime feelings of vitality.

The aim of this four-week, within-subjects, crossover design field study was to investi-
gate the effectiveness of EC glass designed to reduce glare and increase circadian-effective
light indoors on measures of circadian phase, sleep, vitality, and mental health in a residen-
tial environment. Due to the COVID-19 pandemic, participants spent the great majority of
the study period in their own apartment units and experienced two experimental condi-
tions in randomized order: (1) one eight-day intervention period with functionally standard
(i.e., clear) windows with blinds partially drawn and (2) one eight-day intervention period
with functioning EC glass windows. A six-day baseline period preceded the participants’
first intervention period, and a six-day washout period separated the two interventions.
We hypothesized that the EC glass condition would increase participants’ daylight access
and thereby lead to both stronger alignment of rest-activity patterns with the day–night
cycle and improved objective and subjective sleep and mental health outcomes.

2. Materials and Methods
2.1. Study Population

Twenty residents were recruited from an approximately 400-unit luxury apartment
complex (composed of two towers) in Reston, Virginia, via informational flyers posted
in the apartment buildings and emails sent to building residents. Study eligibility was
restricted to individuals over the age of 21 who were staying or working at home full-time
during the study period, and who did not have an active diagnosis of insomnia, sleep
apnea, seasonal or chronic depression, claustrophobia, or schizophrenia. Participants
were required to maintain a regular sleep–wake schedule and not use oral melatonin
or sleep medication. Participants were not informed of the nature of the experimen-
tal conditions, nor of the study’s hypotheses, in any of the informational materials or
study correspondence.

Upon enrollment, the participants completed a baseline survey (administered via
Qualtrics [Provo, UT, USA]) which collected their basic demographic data, general health
status (adapted from the Medical Outcomes Study [MOS] 36-Item Short-Form Health
Survey [SF-36] [14]), and chronotype as assessed via the Munich ChronoType Questionnaire
(MCTQ) [15] (Table 1). The study protocol was reviewed and approved by the Icahn School
of Medicine at Mount Sinai (IRB approval #20-01654) and Rensselaer Polytechnic Institute
(IRB approval #1943) institutional review boards. The investigations were carried out
following the rules of the Declaration of Helsinki of 1975 and subsequently established
ethical standards [16,17]. All participants signed informed consent documents and received
a nominal stipend for participation in the study.

2.2. Experimental Conditions

The experimental conditions were delivered via the windows of the participants’ apart-
ments, which ranged in size from one to two-bedroom units and ranged in elevation from
ground-level to the 14th floor. Among the 20 participants, eight were cohabitants; therefore,
the experimental conditions comprised of a total of 16 unique apartment units. Twelve
units had southeast-facing façades and four had northwest-facing façades. During the
active intervention periods, participants were asked to predominantly remain inside their
apartments during the daytime hours, and their compliance was tracked via daily surveys.

All participants were exposed to the two experimental conditions over the course of
the study’s two intervention periods. In one of these, the EC Glass condition, the EC glazing
of participants’ windows automatically tinted or cleared based on the presence and timing
of direct solar radiation on the building’s façade or based on participant’s own control via
a proprietary mobile app. The four tint states ranged from a visible transmittance of 58%
down to 0.5%, becoming increasingly dark and filtering out longer wavelengths of light
while admitting shorter wavelengths of light at higher tint states. The spectral distributions
of the four tint states are described further in Supplementary Figure S1. For the second
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Blinds condition, the EC windows were set to their clearest state, effectively functioning as
standard windows, and participants were free to adjust their blinds so long as they were at
least pulled halfway down.

Table 1. Demographic and chronotype data collected for the 20 study participants.

Attribute Variable n

Sex
Female 11 (55%)
Male 8 (40%)

Non-binary 1 (5%)

Age Mean (SD) 35 (13)
Median (Min, Max) 33 (21, 77)

Race

Asian 2 (10%)
Black 3 (15%)

Hispanic/Latino/Spanish 3 (15%)
Multiracial 3 (15%)

White 9 (45%)

Education

High school graduate 2 (10%)
Some college 1 (5%)

College degree 9 (45%)
Graduate degree 8 (40%)

Income

$25 K–$75 K 2 (10%)
$75–$100 K 4 (20%)

$100–$125 K 4 (20%)
$125–$150 K 2 (10%)

>$150 K 5 (25%)
Prefer not to answer 3 (15%)

Employment No 5 (25%)
Yes 15 (75%)

General health

Poor —
Fair 1 (5%)

Good 4 (20%)
Very good 11 (55%)
Excellent 4 (20%)

Medication use

Allergy 4 (20%)
Anxiety —

Melatonin —
Sleep —

MCTQ a sleep duration
(workday)

Mean hours (SD) 8.2 (0.9)
Median hours (Min, Max) 8.3 (5.8, 9.5)

MCTQ a sleep duration
(non-workday)

Mean hours (SD) 8.1 (1.3)
Median hours (Min, Max) 8.2 h (6.0, 12)

MCTQ score b

Mean (SD) 4.1 (1.0)
Median (Min, Max) 4.0 (2.0, 5.0)

Slightly early 2 (10%)
Normal 3 (15%)

Slightly late 7 (35%)
Moderately late 8 (40%)

Notes: a MCTQ = Munich ChronoType Questionnaire, b Chronotype score ranges from zero (extremely early) to 6
(extremely late).

The order of conditions was randomly assigned between two participant groups (see
Section 2.4) and each intervention period was preceded by a baseline/washout period,
during which participants were free to use their EC glass windows and blinds as they
would typically have done prior to commencement of the study. Representative images of
the two conditions are shown in Figure 1.
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2.3. Study Outcomes
2.3.1. Environmental Conditions

Environmental conditions were monitored throughout the study using commercially
available Awair Omni (San Francisco, CA, USA) environmental sensors installed on each
apartment’s living room wall adjacent to the window. These devices measured illumi-
nance (lux), temperature (degrees Fahrenheit), relative humidity (percent), air quality
(CO2 in ppm, PM2.5 in µg/m3), and noise levels (decibels) with a 5-min resolution, and
data were digitally obtained from the Awair web dashboard in real-time. Mean daytime
illuminance (lux) was calculated for each condition using data collected from sunrise
to sunset (approximately 7 AM to 5 PM) (Figure S2; further details are provided in the
Supplementary Material).

2.3.2. Objective Sleep and Rest-Activity Patterns

Participants’ sleep patterns were recorded using wrist-worn actigraphs (Actiwatch
Spectrum Plus, Philips North America Corporation, Cambridge, MA, USA) throughout the
entire study. They also wore a personal circadian light monitor called a Daysimeter [18]
as a pendant (i.e., approximately at chest level) from waketime to bedtime to record their
rest-activity patterns and personal light exposures during the intervention periods only.

Actigraph data were post-processed using the device’s proprietary software (Actiware
6.0, Philips North America Corporation, Cambridge, MA, USA) to obtain activity data
throughout the day and objective sleep measures for each sleep period: sleep onset, sleep
duration, sleep onset latency, and sleep efficiency. Compliance was tracked by the wear sen-
sor on the back of the actigraph and observations marked as non-compliant were excluded.
Actigraph data were obtained for 89% of the total number of participant observation-days
across the entire study period and 85% across the two intervention periods. Sleep duration,
latency, efficiency, and sleep onset analyses were restricted to weekday, non-sampling
nights (nights when biospecimens were not collected [see below]) across intervention
periods. Weekend nights (i.e., Friday and Saturday nights) were excluded due to greater
variability in social activity schedules, and sampling nights were excluded as the biospeci-
men collection necessitated participants to stay up 1.5 h beyond their typical bedtime and,
therefore, artificially alter their sleep schedules. Within-subjects comparisons of mean sleep
metrics across these weekday, non-sampling nights followed the procedures described in
Section 2.5.

To assess the impact of time spent in each intervention, the sleep outcome means at
the start (i.e., the first two non-sampling weekday nights) and end (i.e., the last two non-
sampling weekday nights) of each intervention period were plotted. Sleep regularity, as
measured using the Sleep Regularity Index (SRI) [19], was derived from the actigraph data.
Briefly, SRI ranges from zero to 100 and is a measure of the minute-by-minute likelihood
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that any two timepoints 24 h apart are in the same sleep or wake state. As circadian
disturbances may manifest in oversleeping or shifted sleep timing on the weekends, SRI
was calculated as the mean across all non-sampling nights within the intervention (that is,
both weekend and weekday nights). Additionally, SRI was calculated for the start (first
two non-sampling weekday nights) and end (last two non-sampling weekday nights) of
the intervention periods to evaluate any association with duration in intervention.

Daysimeter data, collected for the rest-activity and personal light exposure analyses
(sampling time of 180 s), were processed using MatLab (Version R2020b, The MathWorks,
Inc., Natick, MA, USA) to perform phasor analysis as specified in Miller et al. [20]. Mean
daytime (approximately 7 AM to 5 PM) circadian stimulus (CS) [21,22] in each experimental
condition was derived using data collected on all days within each intervention period.
Calculations of mean daytime melanopic lux were derived from the Daysimeter data by
spectral weighting of the calibrated RGB sensor data. Circadian light (CLA) [23] calculations
from the Daysimeter data were merged with activity profiles from the actigraph to derive
the 24 h phasor profiles necessary for quantifying circadian alignment of activity to light.
Five participants failed to meet the threshold compliance criteria for three full days of
Daysimeter data and thus were excluded from the phasor analyses.

Briefly, phasor analysis is based upon circular correlations between the periodic
changes in light and activity time series to gauge how the correlation changes as a function
of the phase difference between the two series. The circular correlation function was
then decomposed into its temporal frequencies and phase angles using Fourier analysis
techniques to generate circadian phase attributes of phasor magnitude and phasor angle.
Phasor magnitude is a metric for behavioral circadian alignment/disruption, wherein the
greater the magnitude (range: 0–0.7), the greater the level of behavioral circadian alignment
of activity to light. The phasor angle (range: +12 to −12 h) reflects the phase relationship
between the periodic light–dark exposure pattern and the periodic activity–rest pattern in
the correlations. (A more detailed description of phasor magnitude, phasor angle, and the
Daysimeter are provided in the Supplementary Material).

2.3.3. Biospecimen Collection for Dim Light Melatonin Onset (DLMO) Analysis

On the first and last days of each intervention period, participants collected 10 saliva
samples during the evening hours for DLMO analysis, under a researcher’s supervision,
either in person or remotely via video conferencing. At minimum, one researcher at a
time was actively supervising samples collected via video conferencing at all times. This
involved instructing, timing, and watching participants during each step of the sampling
procedure including ensuring that each sample was placed into their freezer immediately
after collection. Samples (1 mL) were collected using the Salivette system (Sarstedt, Newton,
NC, USA), wherein participants chew on a plain (not citric-impregnated) cotton cylinder
for approximately 1 min. Sample collection began 3 h before the participant’s customary
bedtime and continued every 30 min thereafter until 1.5 h past their customary bedtime.
(For example, for someone who typically goes to bed at 11 PM sample collection would
occur from 8 PM to 12:30 AM). Sampling times were scheduled at the start of the study
based on each participant’s MCTQ score obtained upon enrollment in the study (see
Section 2.1, Table 1), and compliance with these times was ensured by distributing email
calendar invites and scheduled SMS text reminders 5 min prior to each sample with the
links to the supervision video call. Additional reminder SMS messages were sent to
participants who were 10 min late or more to the scheduled sampling session. To maintain
dim light during data collection, participants were asked to lower the ambient light levels
in their apartments and wear orange glasses to control the amount of light they were
receiving. Participants were asked to rinse their mouths and brush their teeth (without
toothpaste) before any samples that occurred following meals or snacks.

Following collection, each sample was immediately frozen and the day’s batch was
shipped to the Mount Sinai Light and Health Research Center, where they were centrifuged
(for 5 min at 1000× g) and radioimmunoassayed (Catalog number 79-MEHLU-R100, Di-
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rect Melatonin RIA, ALPCO, Salem, NH, USA). Masked quality control samples (10%)
were included. The sensitivity of the saliva assay for melatonin radioimmunoassay was
0.7 pg/mL and the intra and inter-assay coefficients of variability (CVs) were 12.1% and
13.2%, respectively. None of the study participants reported any issue with providing the
saliva samples and 100% of samples were collected and analyzed.

DLMO thresholds were calculated using a technique published in the literature, which
takes the average of the five continuous lowest melatonin levels plus 15% of the five
continuous highest melatonin levels (“5 H/5 L”) [24]. The time after which melatonin
levels of at least three samples remain above this threshold value is determined to be the
DLMO time.

2.3.4. Surveys

The participants responded to three separate series of surveys that were administered
at varying intervals over the course of the study. First, on the first (Days 7 and 21) and
last (Days 14 and 28) days of each intervention period, participants completed a survey as-
sessing their sleep-related impairments, mental health, and mood via six Patient-Reported
Outcomes Measurement Information System (PROMIS) instruments [25,26]:

1. Sleep disturbance 4a (SD4a), which measures perceptions of sleep quality, depth,
and restoration (i.e., Sleep quality rating, with higher score as poorer quality) using
four items;

2. Sleep-related impairment 8a (SRI8a), which measures perceptions of alertness, sleepi-
ness during waking hours, and associated functional impairments (e.g., “I had a hard
time getting things done today because I was sleepy”) using eight items;

3. Anxiety 4a (A4a), which measures self-reported fear, panic, anxious misery, and
tension (e.g., “My worries overwhelmed me”) using four items;

4. Psychological stress 4a (PS4a), which measures feelings of being overwhelmed or
lacking control (e.g., “I felt stressed”) using four items;

5. Depression 4a (D4a), which measures negative mood and views of self-worth (e.g., ”I
felt depressed”) using four items; and

6. Positive affect 15a (PA15a), which measures momentary experiences such as pleasure,
joy, pride and engagement (e.g., “I felt attentive”) using 15 items.

PROMIS instruments have demonstrated high internal consistency in several popula-
tions (Chronbach’s alpha values above 0.80) [26,27] and high content validity, indicating
that the domain names represent the item bank content [28,29].

All PROMIS instruments were scored according to each instrument’s manual to
produce composite T-scores [30], where a higher score indicates a greater degree of the
concept being measured (e.g., higher scores indicate greater sleep disturbance for SD4a and
greater positive affect for PA15a). T-scores have a mean of 50 and standard deviation of 10
in the referent general population, and cutoffs vary slightly depending on the instrument.
For sleep disturbance and sleep related impairment, scores below 55 indicate normal and
scores of approximately 55, 59 and 65 are lower thresholds for mild, moderate, and severe,
respectively. For the anxiety and depression scales, scores below 55 indicate normal and
scores of approximately 55, 60 and 70 are the lower thresholds for mild, moderate and
severe, respectively [30]. Thus, except for positive affect (PA15a), lower PROMIS T-scores
represent improved outcomes. The weekly survey also collected participants’ subjective
assessments of indoor environmental satisfaction over the week for temperature, air quality,
humidity, noise, glare, and daylight. Overall compliance with the weekly survey was 100%.

For the second survey, administered during the active intervention weeks only, par-
ticipants completed a survey every evening at approximately 6:00–8:00 PM that collected
information on the following lifestyle factors: (1) amount and timing of caffeine and alcohol
consumption; (2) amount of time spent watching TV or using a computer in the evening;
and (3) over-the-counter or prescription medication use. One question from each PROMIS
instrument was also included in the daily survey, with its selection being based on the
dimension of interest: sleep quality (SD4a); sleep-related impairment (SRI8a); anxiety
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(A4a); stress (PS4a); depression (D4a); and positive affect (PA15a). These questions were
analyzed as the percent difference in raw scores between conditions (reported on a scale
of 1–5 points, again with higher scores indicating greater a degree of the concept being
measured). Data from all intervention days, including weekends and sampling days, were
included. Overall compliance with the daily survey was 100%.

For the third survey, administered on the first (Days 7 and 21) and last (Days 14 and
28) days of each intervention period, participants also completed a Subjective Vitality Scale
(SVS) [31] instrument every 4 h on a schedule aligned with their MCTQ score (e.g., 7 AM,
11 AM, 3 PM, 7 PM, 11 PM and 7 AM the following morning for someone with a MCTQ
score of 3 [normal]). The SVS prompts respondents to rate their level of agreement with
six positive statements of vitality (e.g., “feeling alive”, “awake”, “bursting with energy”)
and one negative statement (“not feeling energetic“) each on a seven-point Likert scale. A
composite vitality score was derived by taking the mean of the scales for the six positive
statements, as done in previous studies [32,33]. Overall compliance with the SVS survey
was 99%.

2.4. Study Protocol

The two experimental conditions employed in this within-subjects, crossover-design
field study used EC glass windows present in the study site’s two buildings. The four-
week protocol was conducted in November through December 2020. The participants were
divided into two groups. Group 1 (10 participants, mean age = 28 years [SD 4.9]) underwent
the EC Glass condition first and the Blinds condition second. Group 2 (10 participants,
mean age = 42 years [SD 15.2]) underwent the Blinds condition first and the EC Glass
condition second.

Participants maintained their daily routines in their own apartments throughout the
course of the study, which was composed of two six-day baseline/washout periods, each
followed by an eight-day period exposing participants to one of the two experimental
conditions (see Section 2.2). During the intervention periods, participants were asked to
spend the great majority of the daytime hours (i.e., approximately 7 AM to 5 PM) inside
their apartments, and their compliance was tracked via daily surveys. The study protocol
is shown in Figure 2.
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Figure 2. The study protocol, showing the schedule for delivery of the two experimental conditions and data collection for
environmental conditions, objective sleep (actigraph), rest-activity and personal light exposures (Daysimeter), biospecimen
collection for DLMO, and the three surveys. DLMO and subjective vitality (SVS data) were collected every 4 h on the first
and last days of the intervention periods (shown in bold).

2.5. Statistical Analyses

All statistical analyses were performed using R (version 4.0.2, R Project for Statis-
tical Computing, Vienna, Austria), and results with a p-value less than or equal to 0.05
were considered statistically significant. For all analyses, the within-subjects fixed factor
condition comprised of two levels (EC Glass, Blinds). DLMO and actigraph-based sleep
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metrics were analyzed using generalized linear mixed effects models, controlling for the
lifestyle factors identified a priori that were collected in the daily surveys: caffeine intake
after 12 PM, evening exercise duration, evening screen time, evening alcohol intake, and
evening medication use (Equation (1)). Results of the environmental measurements, phasor
analysis, vitality scales, and PROMIS scores were analyzed using t-test comparisons of
means. Finally, to assess the relationship between daytime illuminance and study out-
comes, daytime illuminance measures were categorized into an ordinal measure (<100 lx,
100–300 lx, >300 lx) and DLMO, sleep onset latency, sleep duration, sleep efficiency, and
sleep latency were evaluated across this ordinal variable using Kendall’s coefficiency of
rank correlation.

Outcome~β0 + β1·Condition + β2·Caffeine after noon + β3·Exercise + β4·Screen + β5·Alcohol + β6·Medication + ei j + ui (1)

Distributions for each outcome measure were assessed for outliers and normality.
No statistically significant far outliers (Criterion: y > Q3 + 3.0 × IQR, or, y < Q1 − 3.0 ×
IQR—where y is the data point, Q1 is the lower quartile, Q3 is the upper quartile, IQR is
the inter-quartile range or Q3–Q1) were detected. Data were not found to be highly skewed
(skewness less than −1 or greater than 1) for any of the outcome measures.

3. Results
3.1. Study Population

In total, 63 individuals completed the eligibility survey distributed throughout the
apartment complex. Of those, 55 fit all eligibility criteria (age, no diagnosis of sleep condi-
tions, working from home or otherwise home most of the day) and these 55 individuals
attended remote information sessions with the researchers to discuss study participation.
Of the 55, 26 maintained an interest in participating and filled out consent forms. The final
20 participants were selected based on a first-come, first-serve basis. Three participants
dropped out after the first week (baseline) and were replaced immediately, maintaining 20
total participants who underwent both intervention weeks.

3.2. Environmental Conditions

Environmental conditions across the two intervention periods were largely similar
except for daytime light levels (Table 2). Daytime illuminance measurements measured
adjacent to the window and by participants’ Daysimeters revealed subtle but significant dif-
ferences across the two intervention periods. A two-tailed t-test revealed that illuminance
levels adjacent to the window were significantly higher in the EC Glass condition than the
Blinds condition, with a mean daytime illuminance of 185 lx for the EC Glass condition and
148 lx for the Blinds condition (t = −7.76, p < 0.001). Various measures of circadian-effective
lighting indicated higher levels the EC Glass condition compared to the Blinds condition,
as reported as daytime circadian stimulus (CS) [22] (CSEC = 0.156, CSBlinds = 0.138); and
daytime melanopic lux (Melanopic LuxEC = 202.4 lux, Melanopic LuxBlinds = 177.2 lux).
Hourly light conditions over the course of the day and α-opic irradiance values of the two
conditions are described further in Supplementary Tables S1 and S2.

3.3. Sleep Timing

Participants exhibited later sleep onset during the blinds condition compared to the EC
glass condition on weekday nights (Figure 3). Adjusting for lifestyle sleep predictors such as
caffeine consumption and exercise in a within-subjects model, the participants’ mean sleep
onset was 22 min later in the blinds condition compared to the EC glass condition (p = 0.05,
Table 3). On the weekends (cross-hatched area in Figure 3), there was no difference in sleep
onset timing between the two conditions. (Additional details concerning the mediating or
moderating effect of caffeine are provided in the Supplementary Material; Table S3 and
Figure S3.)
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Table 2. Mean and median daytime environmental conditions across study conditions. All values reflect daytime means or
medians, as defined by sunrise (6:56 AM) to sunset (4:52 PM). Air quality, thermal conditions, noise levels, and illuminance
were collected by the Awair Omni devices located on the wall of the living room. Daytime circadian stimulus was collected
at participant chest-level using Daysimeter devices and spectrally weighted melanopic lux was derived from calibrated
Daysimeter RGB sensor data.

Condition Parameter (Unit)
Daytime Mean (7 AM to 5 PM) Daytime Median (7 AM to 5 PM)

Blinds EC Glass Blinds EC Glass

Light
Illuminance (lx) 148.7 185.3 66.2 115.7

Circadian stimulus 0.138 0.156 0.105 0.127
Melanopic lux 177.2 202.4 129.8 253.1

Air Quality CO2 (ppm) 795.1 776.4 695.2 670.4
PM2.5 (ug/m3) 18.4 17.5 2.9 3.3

Thermal
Temperature (◦F) 70.6 71.1 70.2 71.0

Relative humidity (%) 37.9 39.3 37. 38.6
Noise Noise (dB) 55.6 55.3 54.6 54.1
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Figure 3. Actigraph-recorded mean sleep timing during intervention weeks, by day of week. The start
of the bar (left) represents mean sleep onset time across the 20 participants, while the end of the bar
(right) represents the mean wake time. The cross-hatched area represents weekend night sleep periods.

Table 3. Results of the linear mixed effects model of intervention and weekday sleep onset timing.

Predictor
Difference in Sleep Onset Time (Minutes)

Estimate p

Intercept 12:33 AM 0.215
Condition (EC Glass) −22.2 0.050

Caffeine after 12 PM (yes) −4.8 0.790
Exercise after 5 PM (hours) −7.2 0.788
Alcoholic drinks (number) 6.0 0.344
Medication after 5 PM (yes) 6.6 0.774

Screen duration after 5 PM (hours) 1.8 0.718

3.4. Objective Sleep Quality and Sleep Regularity

Linear mixed-effects models controlling for lifestyle sleep predictors reveal that partic-
ipants exhibited significantly higher sleep regularity in the EC glass condition compared
to the blinds condition (0.88-point difference, p = 0.001) (Table 4). No statistically signifi-
cant differences in sleep duration, sleep onset latency, and sleep efficiency were revealed
between the two conditions (Table 4).
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Table 4. Results of the linear mixed effects models for actigraph-measured sleep quality metrics between the two experi-
mental conditions, controlling for lifestyle factors.

Predictor
Duration (min) Efficiency (%) Latency (min) Regularity (SRI)

Estimate p-Value Estimate p-Value Estimate p-Value Estimate p-Value

Intercept 318.18 <0.001 72.47 <0.001 18.86 0.003 81.63 <0.001
Condition (EC Glass) 16.11 0.169 0.42 0.821 −5.12 0.319 0.88 0.001

Caffeine after 12 PM (yes) −12.50 0.450 −0.44 0.868 −1.48 0.806 1.54 <0.001
Exercise after 5 PM (hours) 42.71 0.113 −0.36 0.933 13.25 0.239 −6.09 <0.001

Alcoholic drinks (n) −5.57 0.324 0.47 0.606 −1.70 0.402 −0.04 0.722
Medication after 5 PM (yes) −4.20 0.823 −1.12 0.717 1.65 0.792 −4.23 <0.001

Screen duration after 5 PM (hours) −0.40 0.934 0.52 0.499 0.51 0.745 −0.59 <0.001

The differences between the start (first two non-sampling weeknights (i.e., Days 2 and 3))
and end (last two non-sampling weeknights (i.e., Days 5 and 6)) of the intervention weeks
suggest a divergence in sleep onset latency, sleep efficiency and sleep regularity between the
conditions with greater duration of intervention exposure (Figure 4b–d).
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3.5. Phase Relationship between Light-Dark and Activity-Rest (Phasor Analyses)

Paired sample, one-tailed t-tests revealed that phasor magnitude for the EC glass
condition were significantly greater than phasor magnitude for the blinds condition
(t = 1.91, p = 0.04), but no statistically significant differences were revealed for phasor
angle (Figure 5). (Additional details concerning the phasor analyses results are provided
in the Supplementary Material. A sample Daysimeter profile is provided in Figure S4.)
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3.6. Dim Light Melatonin Onset (DLMO)

While the DLMO time over the course of the EC Glass intervention period remained
stable, the linear mixed-effects model revealed a delay in DLMO time over the course of
the blinds intervention period. The mean DLMO Time at the start (Day 1) and end (Day 8)
of the EC glass intervention period was 9:49 PM. During the blinds intervention period,
however, the mean DLMO time was 9:53 PM on the first day (Day 1) and shifted to 10:06
PM on the last day (Day 8) (Figure 6). The mixed-effects model, controlling for lifestyle
factors known to affect sleep and melatonin onset (i.e., caffeine intake after noon, evening
exercise duration, evening screen time, evening medication use, and number of alcoholic
drinks), indicated a statistically significant delay of 15 min for DLMO time in the blinds
condition compared to the EC glass condition (p = 0.027, Table 5).
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3.7. Subjective Mental Health and Vitality

Positive affect (PROMIS Positive Affect 15a) T-scores were 3.37 points higher in
the EC Glass condition compared to the Blinds condition (linear mixed effects model,
+3.37 or 7% higher, p = 0.035) (Figure 7a). Sleep disturbance, sleep-related impairment,
anxiety, stress and depression as measured weekly by the full PROMIS instruments did
not yield statistically significant t-test results across intervention periods, likely due to the
small number of observations (as it was administered only at the start and end of each
period). However, mean scores for the one statement per PROMIS instrument that was
administered daily demonstrated significant differences between the conditions. Within-
subjects analyses for these daily statements, sleep disturbance, sleep-related impairment
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and anxiety as assessed by the statement subscores (on a scale of 1–5), revealed scores that
were approximately 10% lower in the EC glass condition compared to the blinds condition
(Figure 7b).

Table 5. Results of the linear mixed-effects model of condition and dim light melatonin onset.

DLMO Onset Shift (Minutes)
Predictor Estimate (95% CI) p

Intercept −16.63 <0.001
Condition (EC Glass) −15.07 0.027

Caffeine after 12 PM (yes) −3.95 0.317
Exercise after 5 PM (hours) 2.27 0.860

Alcoholic drinks (n) 2.13 0.675
Medication after 5 PM (yes) 4.04 0.614

Screen duration after 5 PM (hours) 1.43 0.486
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Self-reported vitality upon first waking (which ranged from approximately 5 AM to 
8 AM across participants) as quantified by the SVS scale was significantly higher in the 
EC glass condition compared to the blinds condition (t = −2.10, p = 0.04). Illustrating the 
composite vitality (SVS) score across the intervention week demonstrates that in the EC 
glass condition, the timing of peak vitality did not change from the start (Day 1) to the end 
(Day 8) of the intervention period. In the blinds condition, on the other hand, participants 
exhibited high vitality immediately before bedtime, low vitality upon waking the morning 
after, and an overall delay in peak vitality timing over the course of the week (Figure 8). 

Figure 7. (a) PROMIS Positive Affect I5a instrument score (T-score) over the course of the week
(start = Day 1 to end = Day 8) in the EC Glass versus Blinds conditions. (b) Normalized results
of the linear mixed effects model comparing the PROMIS statement subscore (scale of 1–5) across
interventions for sleep disturbance (p = 0.036), sleep-related impairment (p = 0.049), anxiety (p = 0.023),
stress (p = 0.075), and depression (p = 0.30). Lower normalized PROMIS T-scores represent improved
values in these outcomes. p-values indicate results of the within-subjects linear mixed effects model,
x-axis describes scale statements assessed for each PROMIS instrument. (Statistical significance:
* represents p ≤ 0.05.)

Self-reported vitality upon first waking (which ranged from approximately 5 AM to
8 AM across participants) as quantified by the SVS scale was significantly higher in the
EC glass condition compared to the blinds condition (t = −2.10, p = 0.04). Illustrating the
composite vitality (SVS) score across the intervention week demonstrates that in the EC
glass condition, the timing of peak vitality did not change from the start (Day 1) to the end
(Day 8) of the intervention period. In the blinds condition, on the other hand, participants
exhibited high vitality immediately before bedtime, low vitality upon waking the morning
after, and an overall delay in peak vitality timing over the course of the week (Figure 8).
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(Day 8) of the intervention weeks.

3.8. Daylight and Study Outcomes

The relationship between indoor light conditions and study outcomes, independent
of condition, are presented in Figure 9. Daytime illuminance levels measured continuously
over the course of the study were categorized into low (<100 lx), medium (100–300 lx),
and high (>300 lx) categories. Higher indoor light levels appear to be associated with
improved circadian outcomes of earlier melatonin onset, earlier sleep times, lower sleep
onset latency, longer duration, higher efficiency, and higher regularity (Figure 9). Only
the correlation between melatonin onset and daytime illuminance levels was found to be
statistically significant (Kendall’s Rank Correlation, τ = 0.34, p = 0.009).
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ations: SRI, Sleep Regularity Index; DLMO, dim light melatonin onset; statistical significance:
* represents p ≤ 0.05.)
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4. Discussion

Over the course of this four-week, within-subjects, crossover design residential field
study, all participants experienced two six-day baseline periods and two eight-day in-
tervention periods: (1) functionally standard (i.e., clear) windows with blinds partially
drawn and (2) functioning EC glass windows. It was hypothesized that the EC glass
condition, designed to reduce glare and increase circadian-effective light indoors, would
promote stronger alignment of endogenous rhythms (melatonin rhythm characterized by
consistency in DLMO) and rest–activity patterns (characterized by phasor magnitude and
sleep regularity index) with the external solar cycle, leading to improved objective and
subjective sleep and mental health outcomes.

Participants exhibited a 15-min melatonin onset delay (p = 0.03) over the course of
the intervention period when their apartments had untinted glass and blinds (i.e., the
blinds condition), but a maintained consistent melatonin onset over the course of the
week when the EC glass’s tinting was activated (i.e., the EC glass condition). They also
demonstrated improved circadian alignment (phasor magnitude, p = 0.04), went to sleep
22 min earlier (p = 0.05), and had higher sleep regularity (p = 0.001) while in the EC glass
condition. These impacts were likely driven by the improved daytime circadian-effective
light levels imparted by the EC glass condition, supporting well-established mechanistic
models demonstrating the benefits of short wavelength light characteristic of daylight on
human circadian rhythm alignment and sleep quality [34]). However, in the current study,
CS levels were found to be relatively low regardless of condition, an observation that could
be attributed to the chest-level pendant measurements which have been previously shown
to underestimate light levels reaching the eyes [35]. It is also important to note that the
dynamic tuning of daylight toward shorter wavelengths by the EC glass enabled positive
circadian and sleep effects of daylight at lower indoor light levels and shorter intervention
length (8 days) than those reported previously [36]. Regardless, the results are in line with
previous field studies investigating the impact of access to circadian-effective lighting or to
daylighting indoors on sleep, mood, and alertness [6,7,37,38].

The observed DLMO and sleep delays in the Blinds condition over the course of just
eight days demonstrate the sensitivity with which the human body responds to the external
cues of light or daylight. These delays observed in the study, if accumulated, could lead to
further curtailed total sleep given social and work lives that necessitates waking up at a
fixed time. In fact, these data support the work by Roenneberg and Merrow, who showed
that one needs to be exposed to at least 2 h of daylight per day to avoid experiencing social
jet lag [39]. In addition, the fact that longer rapid eye movement (REM) periods occur in
the later part of the sleep cycle [40] suggests that curtailing sleep in the fashion observed in
the current study may lead to less REM sleep. REM sleep has been shown to be crucial for
learning, cognitive and social processing, and higher-level thinking implicated in creative
problem solving [41]. Previous research has found that greater daylight exposure in an
office setting increases sleep duration at night and, in turn, improves decision-making
performance, with test scores on 1.5 h cognitive simulations increasing by 79% on average
after five days of exposure [42].

Providing the optimal light conditions indoors not only impacts circadian phase and
sleep but also impacts daytime energy levels and mental health by promoting an acute
alerting effect, wakefulness, and vitality [43]. In the current study, while in the EC glass
condition, participants exhibited higher positive affect (p = 0.035) and demonstrated a
distinct cycle of high vitality throughout the day, low energy at night, and high vitality
again after waking the next morning, a cycle that remained relatively consistent from the
start to end of the week. Meanwhile, in the blinds condition, they exhibited a delay in peak
vitality, higher nighttime energy levels, and lower morning vitality at the end of the week
compared to the start. These results are consistent with those from Figueiro and colleagues,
showing that subjective vitality increased after exposure to circadian-effective light during
the day [32].
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Implementing proper circadian-effective lighting indoors is particularly important
given the downstream chronic health consequences of sustained circadian and sleep disrup-
tion. Circadian misalignment has been implicated in cardiovascular disease by increasing
blood pressure and inflammatory mediators and reducing heart rate recovery [44,45];
metabolic diseases such as diabetes, obesity, and insulin resistance [46–48]; Alzheimer’s
disease [46]; and impaired cognitive performance [49]. Furthermore, evidence from studies
focused on jet lag, night-shift work, and seasonal affective disorder suggest strong associa-
tions between chronic circadian misalignment and increased precipitation or exacerbation
of mood disorders such as depression, anxiety, and bipolar disorder [50–52]. More recently,
day-to-day regularity of the sleep schedule has received particular attention for its associa-
tion with poor mood and depression, irrespective of total time spent asleep [53]. Moreover,
older adults with irregular sleep patterns have been found nearly twice as likely to develop
cardiovascular disease and metabolic abnormalities [54,55], and college students with
irregular sleep were found to have poorer academic performance [19]. Chronic circadian
misalignment has also been implicated in cancers of the breast, prostate, and colon [56].
In fact, the International Agency for Research on Cancer (IARC) recently categorized
nighttime shift work as a probable human carcinogen [57]. The mechanisms behind these
health conditions have been extensively studied in model organisms bred with and without
proper circadian function or exposed to circadian-disrupting cues [58–60].

The weeklong interventions investigated in the current study limits the ability to
extrapolate the results to longer exposures. However, previous research suggests that phase
shifts may be additive in the continued absence of sufficient circadian-effective daytime
light exposure [61,62]. In addition, most of the study population was healthy and young,
limiting the generalizability of these findings and implications to other populations. For
example, those who suffer from sleep impairments or Alzheimer’s disease have been shown
to benefit from exposure to daytime circadian-effective light [63], and may benefit to an
even greater degree than healthy young adults due to the amount of room for improvement.
The study was also limited in that the participants were not given any instruction as to the
use of electric lighting during the study (except during DLMO collection). However, this
was a random factor that was common to both conditions and reflects the realistic nature
of the experimental design. Lastly, the current study focused only on two experimental
conditions, one with functionally standard glass and blinds and one with dynamically
tinting EC glass; other window façade configurations were not studied.

The within-subjects, balanced crossover study design with washout periods conferred
many strengths to the study. The balanced crossover design ensured that the results
were not an artifact of temporal factors or learning effects, and the within-subjects design
allowed each participant to serve as their own control. Furthermore, the study utilized
objective measures (the Daysimeter, salivary melatonin, and actigraphy) to reproduce
the mechanistic pathway from daylight exposures to hormone levels, sleep behaviors,
and daytime vitality. The greatest strength of the study, however, was the face validity
of the study setting and interventions. This field study was conducted in a real-world
environment, with participants living in their own homes experiencing a realistic set of
daylight exposures for one week at a time without intervening in their lifestyle or behaviors.

5. Conclusions

This study found that residents (healthy adults from the general population) demon-
strated greater circadian alignment, earlier and more regular sleep, and improved vitality
and mental health when living in an apartment with EC glass than one with traditional
glass and blinds. Given the critical role of light on the human circadian system, the down-
stream consequences of circadian misalignment on mental and physical health, and the
fact that humans spend nearly 90% of their time indoors [64], it is critical to incorporate
daylighting solutions in buildings that go beyond meeting visual task requirements and
promote circadian alignment and health more broadly. This study demonstrates one suc-
cessful method of implementing more daylight in the built environment and presents
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the opportunity that EC glass technology has for optimizing indoor daylight access and
optimizing occupant health without the drawbacks of visual and thermal discomfort, en-
ergy consumption, and reliance on occupant behaviors that come with traditional façade
solutions. The study also demonstrated that designing for daylight is not only beneficial
for buildings that house the sick, but also imparts substantial health benefits for the general
population. These benefits of daylight should be considered by developers and architects
when designing buildings intended to be human-centered.

Supplementary Materials: The following are available online at https://www.mdpi.com/article/10
.3390/ijerph18199980/s1, Figure S1: Relative spectral power distributions (SPDs) for a daylight D65
source depicting changes in spectral profile post attenuation by four pre-programmed tint states as
experienced by the occupants, Figure S2: (a) Daily illuminance over the course of the day in each of
the two intervention weeks, as measured by Awair Omni devices mounted on participant’s living
room wall; (b) Circadian stimulus over the course of the day collected at participant chest-level, as
measured by Daysimeter devices using calibrated RGB sensors; (c) Spectrally weighted melanopic
illuminance (melanopic lux) values over the course of the day collected at participant chest-level,
as measured by Daysimeter devices using calibrated RGB sensors, Table S1: The α-opic irradiances
for both experimental conditions calculated using the CIE S 026 α-opic Toolbox (v1.049) [1] (based
upon means), Table S2: The α-opic irradiances for both experimental conditions calculated using the
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timing (b) between the two conditions, Table S3: Causal mediation analysis for the role of caffeine
timing on the pathway of intervention and circadian outcomes, Figure S4: Daysigram depicting the
circadian light exposure and activity profile over the course of the 1-week data collection period for a
representative participant experiencing the EC Glass condition.

Author Contributions: Conceptualization, M.F., B.T., P.M. and M.W.; methodology, M.F., B.T., P.M.,
M.W. and B.P.; fieldwork, P.M., M.W. and B.P.; data analysis, R.N., P.M., M.W. and B.P.; writing—
original draft preparation, R.N., M.W. and P.M.; writing—review and editing, M.F., R.N., B.T., P.M.
and M.W. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by View Inc. through a sponsored research grant to the Icahn
School of Medicine, Mount Sinai.

Institutional Review Board Statement: The study protocol was reviewed and approved by the Icahn
School of Medicine at Mount Sinai and Rensselaer Polytechnic Institute institutional review boards.

Informed Consent Statement: All participants signed informed consent documents and received a
nominal stipend for participation in the study.

Data Availability Statement: The data that support the findings of this study are available from the
authors upon reasonable request.

Acknowledgments: The authors would like the thank the following individuals for their contri-
butions: Sagan Leggett, Sharon Lesage, David Pedler and Andrew Bierman from Icahn School of
Medicine at Mount Sinai and Rensselaer Polytechnic Institute for laboratory, editorial, and analytical
support; and Becky Ohlin and Elena Alschuler from View, Inc. for logistical support throughout the
field study.

Conflicts of Interest: May Woo, Piers MacNaughton, and Brandon Tinianov are employed by View
Inc., the sponsor of the research study. Their roles in the study conceptualization, fieldwork, data
analysis, and writing are listed in the author contributions section. View Inc. manufactures the
electrochromic glazing system that was installed in the EC Glass condition.

References
1. Potter, G.D.; Skene, D.J.; Arendt, J.; Cade, J.E.; Grant, P.J.; Hardie, L.J. Circadian rhythm and sleep disruption: Causes, metabolic

consequences, and countermeasures. Endocr. Rev. 2016, 37, 584–608. [CrossRef]
2. Gillette, M.U.; Tischkau, S.A. Suprachiasmatic nucleus: The brain’s circadian clock. Recent Prog. Horm. Res. 1999, 54, 33–59.
3. Deboer, T. Sleep homeostasis and the circadian clock: Do the circadian pacemaker and the sleep homeostat influence each other’ s

functioning? Neurobiol. Sleep Circadian Rhythm. 2018, 5, 68–77. [CrossRef]
4. Gharaveis, A.; Yekita, H.; Shamloo, G. The perceptions of nurses about the behavioral needs for daylighting and view to the

outside in inpatient facilities. HERD 2020, 13, 191–205. [CrossRef]

https://www.mdpi.com/article/10.3390/ijerph18199980/s1
https://www.mdpi.com/article/10.3390/ijerph18199980/s1
http://doi.org/10.1210/er.2016-1083
http://doi.org/10.1016/j.nbscr.2018.02.003
http://doi.org/10.1177/1937586719851271


Int. J. Environ. Res. Public Health 2021, 18, 9980 18 of 20

5. Gharaveis, A.; Shepley, M.M.; Gaines, K. The role of daylighting in skilled nursing short-term rehabilitation facilities. HERD 2016,
9, 105–118. [CrossRef]

6. Figueiro, M.G.; Steverson, B.; Heerwagen, J.; Kampschroer, K.; Hunter, C.M.; Gonzales, K.; Plitnick, B.; Rea, M.S. The impact of
daytime light exposures on sleep and mood in office workers. Sleep Health 2017, 3, 204–215. [CrossRef] [PubMed]

7. Boubekri, M.; Cheung, I.N.; Reid, K.J.; Wang, C.H.; Zee, P.C. Impact of windows and daylight exposure on overall health and
sleep quality of office workers: A case-control pilot study. J. Clin. Sleep Med. 2014, 10, 603–611. [CrossRef] [PubMed]

8. Jarboe, C.; Figueiro, M. More Daytime Light = Better Nighttime Sleep. Available online: https://issuu.com/designinglighting/
docs/designing_lighting_inaugural_edition/s/10913761 (accessed on 6 July 2021).

9. Baloch, R.M.M.; Maesano, C.N.; Christoffersen, J.; Mandin, C.; Csobod, E.; Fernandes, E.d.O.; Annesi-Maesano, I.; Consortium,
O.B.O.T.S. Daylight and School Performance in European Schoolchildren. Int. J. Environ. Res. Public Health 2020, 18, 258.
[CrossRef]

10. Van Den Wymelenberg, K. Patterns of occupant interaction with window blinds: A literature review. Energ. Build. 2012,
51, 165–176. [CrossRef]

11. Rea, M.S. Window blind occlusion: A pilot study. Build. Environ. 1984, 19, 133–137. [CrossRef]
12. Spitschan, M.; Aguirre, G.K.; Brainard, D.H.; Sweeney, A.M. Variation of outdoor illumination as a function of solar elevation and

light pollution. Sci. Rep. 2016, 6, 26756. [CrossRef] [PubMed]
13. Jamrozik, A.; Clements, N.; Hasan, S.S.; Zhao, J.; Zhang, R.; Campanella, C.; Loftness, V.; Porter, P.; Ly, S.; Wang, S.; et al. Access

to daylight and view in an office improves cognitive performance and satisfaction and reduces eyestrain: A controlled crossover
study. Build. Environ. 2019, 165, 106379. [CrossRef]

14. Ware, J.E., Jr.; Sherbourne, C.D. The MOS 36-item short-form health survey (SF-36). I. Conceptual framework and item selection.
Med. Care 1992, 30, 473–483. [CrossRef] [PubMed]

15. Roenneberg, T.; Wirz-Justice, A.; Merrow, M. Life between clocks: Daily temporal patterns of human chronotypes. J. Biol. Rhythm.
2003, 18, 80–90. [CrossRef] [PubMed]

16. World Medical Association. World Medical Association Declaration of Helsinki: Ethical principles for medical research involving
human subjects. JAMA 2000, 284, 3043–3045. [CrossRef]

17. Portaluppi, F.; Touitou, Y.; Smolensky, M.H. Ethical and methodological standards for laboratory and medical biological rhythm
research. Chronobiol. Int. 2008, 25, 999–1016. [CrossRef]

18. Bierman, A.; Klein, T.R.; Rea, M.S. The Daysimeter: A device for measuring optical radiation as a stimulus for the human
circadian system. Meas. Sci. Technol. 2005, 16, 2292–2299. [CrossRef]

19. Phillips, A.J.K.; Clerx, W.M.; O’Brien, C.S.; Sano, A.; Barger, L.K.; Picard, R.W.; Lockley, S.W.; Klerman, E.B.; Czeisler, C.A.
Irregular sleep/wake patterns are associated with poorer academic performance and delayed circadian and sleep/wake timing.
Sci. Rep. 2017, 7, 3216. [CrossRef]

20. Miller, D.; Figueiro, M.G.; Bierman, A.; Schernhammer, E.; Rea, M.S. Ecological measurements of light exposure, activity and
circadian disruption. Lighting Res. Technol. 2010, 42, 271–284. [CrossRef]

21. Rea, M.S.; Figueiro, M.G.; Bullough, J.D.; Bierman, A. A model of phototransduction by the human circadian system. Brain Res.
Rev. 2005, 50, 213–228. [CrossRef]

22. Rea, M.S.; Figueiro, M.G.; Bierman, A.; Hamner, R. Modelling the spectral sensitivity of the human circadian system. Lighting Res.
Technol. 2012, 44, 386–396. [CrossRef]

23. Rea, M.S.; Figueiro, M.G.; Bierman, A.; Bullough, J.D. Circadian light. J. Circadian Rhythm. 2010, 8, 2. [CrossRef]
24. Smith, M.R.; Revell, V.L.; Eastman, C.I. Phase advancing the human circadian clock with blue-enriched polychromatic light. Sleep

Med. 2009, 10, 287–294. [CrossRef] [PubMed]
25. Cella, D.; Riley, W.; Stone, A.; Rothrock, N.; Reeve, B.; Yount, S.; Amtmann, D.; Bode, R.; Buysse, D.; Choi, S. The Patient-Reported

Outcomes Measurement Information System (PROMIS) developed and tested its first wave of adult self-reported health outcome
item banks: 2005–2008. J. Clin. Epidemiol. 2010, 63, 1179–1194. [CrossRef]

26. Quach, C.W.; Langer, M.M.; Chen, R.C.; Thissen, D.; Usinger, D.S.; Emerson, M.A.; Reeve, B.B. Reliability and validity of
PROMIS measures administered by telephone interview in a longitudinal localized prostate cancer study. Qual. Life. Res. 2016,
25, 2811–2823. [CrossRef] [PubMed]

27. Bartlett, S.J.; Orbai, A.; Duncan, T.; DeLeon, E.; Ruffing, V.; Clegg-Smith, K.; Bingham, C.O. Reliability and validity of selected
PROMIS measures in people with rheumatoid arthritis. PLoS ONE. 2015, 10, e0138543. [CrossRef] [PubMed]

28. Riley, W.T.; Rothrock, N.; Bruce, B.; Christodolou, C.; Cook, K.; Hahn, E.A.; Cella, D. Patient-reported outcomes measurement
information system (PROMIS) domain names and definition revisions: Further evaluation of content validity in IRT-derived item
banks. Qual. Life. Res. 2010, 19, 1311–1321. [CrossRef]

29. DeWalt, D.A.; Rothrock, N.; Yount, S.; Stone, A.A. Evaluation of item candidates: The PROMIS Qualitative Item Review. Med.
Care. 2007, 45, S12–S21. [CrossRef]

30. Northwestern University. PROMIS. Available online: https://www.healthmeasures.net/explore-measurement-systems/promis
(accessed on 1 April 2021).

31. Ryan, R.M.; Frederick, C. On energy, personality, and health: Subjective vitality as a dynamic reflection of well-being. J. Pers.
1997, 65, 529–565. [CrossRef]

http://doi.org/10.1177/1937586715607835
http://doi.org/10.1016/j.sleh.2017.03.005
http://www.ncbi.nlm.nih.gov/pubmed/28526259
http://doi.org/10.5664/jcsm.3780
http://www.ncbi.nlm.nih.gov/pubmed/24932139
https://issuu.com/designinglighting/docs/designing_lighting_inaugural_edition/s/10913761
https://issuu.com/designinglighting/docs/designing_lighting_inaugural_edition/s/10913761
http://doi.org/10.3390/ijerph18010258
http://doi.org/10.1016/j.enbuild.2012.05.008
http://doi.org/10.1016/0360-1323(84)90038-6
http://doi.org/10.1038/srep26756
http://www.ncbi.nlm.nih.gov/pubmed/27272736
http://doi.org/10.1016/j.buildenv.2019.106379
http://doi.org/10.1097/00005650-199206000-00002
http://www.ncbi.nlm.nih.gov/pubmed/1593914
http://doi.org/10.1177/0748730402239679
http://www.ncbi.nlm.nih.gov/pubmed/12568247
http://doi.org/10.1001/jama.284.23.3043
http://doi.org/10.1080/07420520802544530
http://doi.org/10.1088/0957-0233/16/11/023
http://doi.org/10.1038/s41598-017-03171-4
http://doi.org/10.1177/1477153510367977
http://doi.org/10.1016/j.brainresrev.2005.07.002
http://doi.org/10.1177/1477153511430474
http://doi.org/10.1186/1740-3391-8-2
http://doi.org/10.1016/j.sleep.2008.05.005
http://www.ncbi.nlm.nih.gov/pubmed/18805055
http://doi.org/10.1016/j.jclinepi.2010.04.011
http://doi.org/10.1007/s11136-016-1325-3
http://www.ncbi.nlm.nih.gov/pubmed/27240448
http://doi.org/10.1371/journal.pone.0138543
http://www.ncbi.nlm.nih.gov/pubmed/26379233
http://doi.org/10.1007/s11136-010-9694-5
http://doi.org/10.1097/01.mlr.0000254567.79743.e2
https://www.healthmeasures.net/explore-measurement-systems/promis
http://doi.org/10.1111/j.1467-6494.1997.tb00326.x


Int. J. Environ. Res. Public Health 2021, 18, 9980 19 of 20

32. Figueiro, M.G.; Kalsher, M.; Steverson, B.C.; Heerwagen, J.; Kampschroer, K.; Rea, M.S. Circadian-effective light and its impact on
alertness in office workers. Lighting Res. Technol. 2019, 51, 171–183. [CrossRef]

33. Bostic, T.J.; Rubio, D.M.; Hood, M. A validation of the Subjective Vitality Scale using structural equation modeling. Soc. Indic. Res.
2000, 52, 313–324. [CrossRef]

34. Blume, C.; Garbazza, C.; Spitschan, M. Effects of light on human circadian rhythms, sleep and mood. Somnologie 2019, 23, 147–156.
[CrossRef]

35. Figueiro, M.G.; Nagare, R.; Price, L.L.A. Non-visual effects of light: How to use light to promote circadian entrainment and elicit
alertness. Lighting Res. Technol. 2018, 50, 38–62. [CrossRef] [PubMed]

36. Mishima, K.; Okawa, M.; Shimizu, T.; Hishikawa, Y. Diminished melatonin secretion in the elderly caused by insufficient
environmental illumination. J. Clin. Endocrinol. Metab. 2001, 86, 129–134. [CrossRef]

37. Viola, A.U.; James, L.M.; Schlangen, L.J.; Dijk, D.J. Blue-enriched white light in the workplace improves self-reported alertness,
performance and sleep quality. Scand. J. Work Environ. Health 2008, 34, 297–306. [CrossRef] [PubMed]

38. Figueiro, M.G.; Rea, M.S. Office lighting and personal light exposures in two seasons: Impact on sleep and mood. Lighting Res.
Technol. 2016, 48, 352–364. [CrossRef]

39. Roenneberg, T.; Merrow, M. Entrainment of the human circadian clock. Cold Spring Harb. Symp. Quant. Biol. 2007, 72, 293–299.
[CrossRef] [PubMed]

40. National Institute of Neurological Disorders and Stroke. Brain Basics: Understanding Sleep. Available online: https://www.
ninds.nih.gov/Disorders/Patient-Caregiver-Education/Understanding-Sleep (accessed on 26 May 2021).

41. Cai, D.J.; Mednick, S.A.; Harrison, E.M.; Kanady, J.C.; Mednick, S.C. REM, not incubation, improves creativity by priming
associative networks. Proc. Natl. Acad. Sci. USA 2009, 106, 10130–10134. [CrossRef] [PubMed]

42. Boubekri, M.; Lee, J.; MacNaughton, P.; Woo, M.; Schuyler, L.; Tinianov, B.; Satish, U. The Impact of Optimized Daylight and
Views on the Sleep Duration and Cognitive Performance of Office Workers. Int. J. Env. Res. Public Health 2020, 17, 3219. [CrossRef]
[PubMed]

43. Rahman, S.A.; Flynn-Evans, E.E.; Aeschbach, D.; Brainard, G.C.; Czeisler, C.A.; Lockley, S.W. Diurnal spectral sensitivity of the
acute alerting effects of light. Sleep 2014, 37, 271–281. [CrossRef]

44. Mullington, J.M.; Haack, M.; Toth, M.; Serrador, J.M.; Meier-Ewert, H.K. Cardiovascular, inflammatory, and metabolic conse-
quences of sleep deprivation. Prog. Cardiovasc. Dis. 2009, 51, 294–302. [CrossRef]

45. Cincin, A.; Sari, I.; Sunbul, M.; Kepez, A.; Oguz, M.; Sert, S.; Sahin, A.; Ozben, B.; Tigen, K.; Basaran, Y. Effect of acute sleep
deprivation on left atrial mechanics assessed by three-dimensional echocardiography. Sleep Breath. 2016, 20, 227–235. [CrossRef]

46. Qian, J.; Dalla Man, C.; Morris, C.J.; Cobelli, C.; Scheer, F. Differential effects of the circadian system and circadian misalignment
on insulin sensitivity and insulin secretion in humans. Diabetes Obes. Metab. 2018, 20, 2481–2485. [CrossRef] [PubMed]

47. Davies, S.K.; Ang, J.E.; Revell, V.L.; Holmes, B.; Mann, A.; Robertson, F.P.; Cui, N.; Middleton, B.; Ackermann, K.; Kayser, M.; et al.
Effect of sleep deprivation on the human metabolome. Proc. Natl. Acad. Sci. USA 2014, 111, 10761–10766. [CrossRef]

48. Arble, D.M.; Bass, J.; Behn, C.D.; Butler, M.P.; Challet, E.; Czeisler, C.; Depner, C.M.; Elmquist, J.; Franken, P.; Grandner, M.A.;
et al. Impact of Sleep and Circadian Disruption on Energy Balance and Diabetes: A summary of workshop discussions. Sleep
2015, 38, 1849–1860. [CrossRef]

49. Alhola, P.; Polo-Kantola, P. Sleep deprivation: Impact on cognitive performance. Neuropsychiatr. Dis. Treat. 2007, 3, 553–567.
50. Walker, W.H.; Walton, J.C.; DeVries, A.C.; Nelson, R.J. Circadian rhythm disruption and mental health. Transl. Psychiatry 2020,

10, 28. [CrossRef]
51. Bedrosian, T.A.; Nelson, R.J. Timing of light exposure affects mood and brain circuits. Transl. Psychiatry 2017, 7, e1017. [CrossRef]
52. Frank, E.; Sidor, M.M.; Gamble, K.L.; Cirelli, C.; Sharkey, K.M.; Hoyle, N.; Tikotzky, L.; Talbot, L.S.; McCarthy, M.J.; Hasler, B.P.

Circadian clocks, brain function, and development. Ann. N. Y. Acad. Sci. 2013, 1306, 43–67. [CrossRef]
53. Fang, Y.; Forger, D.B.; Frank, E.; Sen, S.; Goldstein, C. Day-to-day variability in sleep parameters and depression risk: A

prospective cohort study of training physicians. NPJ Digit. Med. 2021, 4, 28. [CrossRef]
54. Huang, T.; Redline, S. Cross-sectional and prospective associations of actigraphy-assessed sleep regularity with metabolic

abnormalities: The multi-ethnic study of atherosclerosis. Diabetes Care 2019, 42, 1422–1429. [CrossRef]
55. Huang, T.; Mariani, S.; Redline, S. Sleep irregularity and risk of cardiovascular events. J. Am. Coll. Cardiol. 2020, 75, 991–999.

[CrossRef] [PubMed]
56. Savvidis, C.; Koutsilieris, M. Circadian rhythm disruption in cancer biology. Mol. Med. 2012, 18, 1249–1260. [CrossRef] [PubMed]
57. World Health Organization (WHO). International Agency for Research on Cancer (IARC). Preamble. IARC Monogr. Identif.

Carcinog. Hazards Hum. 2019, 7, 1–41.
58. Figueiro, M.G. Disruption of circadian rhythms by light during day and night. Curr. Sleep Med. Rep. 2017, 3, 76–84. [CrossRef]

[PubMed]
59. Lee, S.; Donehower, L.A.; Herron, A.J.; Moore, D.D.; Fu, L. Disrupting circadian homeostasis of sympathetic signaling promotes

tumor development in mice. PLoS ONE 2010, 5, e10995. [CrossRef]
60. De Bundel, D.; Gangarossa, G.; Biever, A.; Bonnefont, X.; Valjent, E. Cognitive dysfunction, elevated anxiety, and reduced cocaine

response in circadian clock-deficient cryptochrome knockout mice. Front. Behav. Neurosci. 2013, 7, 152. [CrossRef] [PubMed]
61. Aschoff, J. Circadian rhythms in man. Science 1965, 148, 1427–1432. [CrossRef]
62. Aschoff, J. Human circadian rhythms in activity, body temperature and other functions. Life Sci. Space Res. 1967, 5, 159–173.

http://doi.org/10.1177/1477153517750006
http://doi.org/10.1023/A:1007136110218
http://doi.org/10.1007/s11818-019-00215-x
http://doi.org/10.1177/1477153517721598
http://www.ncbi.nlm.nih.gov/pubmed/30416392
http://doi.org/10.1210/jc.86.1.129
http://doi.org/10.5271/sjweh.1268
http://www.ncbi.nlm.nih.gov/pubmed/18815716
http://doi.org/10.1177/1477153514564098
http://doi.org/10.1101/sqb.2007.72.043
http://www.ncbi.nlm.nih.gov/pubmed/18419286
https://www.ninds.nih.gov/Disorders/Patient-Caregiver-Education/Understanding-Sleep
https://www.ninds.nih.gov/Disorders/Patient-Caregiver-Education/Understanding-Sleep
http://doi.org/10.1073/pnas.0900271106
http://www.ncbi.nlm.nih.gov/pubmed/19506253
http://doi.org/10.3390/ijerph17093219
http://www.ncbi.nlm.nih.gov/pubmed/32384634
http://doi.org/10.5665/sleep.3396
http://doi.org/10.1016/j.pcad.2008.10.003
http://doi.org/10.1007/s11325-015-1211-1
http://doi.org/10.1111/dom.13391
http://www.ncbi.nlm.nih.gov/pubmed/29862620
http://doi.org/10.1073/pnas.1402663111
http://doi.org/10.5665/sleep.5226
http://doi.org/10.1038/s41398-020-0694-0
http://doi.org/10.1038/tp.2016.262
http://doi.org/10.1111/nyas.12335
http://doi.org/10.1038/s41746-021-00400-z
http://doi.org/10.2337/dc19-0596
http://doi.org/10.1016/j.jacc.2019.12.054
http://www.ncbi.nlm.nih.gov/pubmed/32138974
http://doi.org/10.2119/molmed.2012.00077
http://www.ncbi.nlm.nih.gov/pubmed/22811066
http://doi.org/10.1007/s40675-017-0069-0
http://www.ncbi.nlm.nih.gov/pubmed/28845384
http://doi.org/10.1371/journal.pone.0010995
http://doi.org/10.3389/fnbeh.2013.00152
http://www.ncbi.nlm.nih.gov/pubmed/24187535
http://doi.org/10.1126/science.148.3676.1427


Int. J. Environ. Res. Public Health 2021, 18, 9980 20 of 20

63. Figueiro, M.G.; Plitnick, B.; Roohan, C.; Sahin, L.; Kalsher, M.; Rea, M.S. Effects of a tailored lighting intervention on sleep quality,
rest–activity, mood, and behavior in older adults with Alzheimer’s disease and related dementias: A randomized clinical trial.
J. Clin. Sleep Med. 2019, 15, 1757–1767. [CrossRef]

64. Klepeis, N.E.; Nelson, W.C.; Ott, W.R.; Robinson, J.P.; Tsang, A.M.; Switzer, P.; Behar, J.V.; Hern, S.C.; Engelmann, W.H. The
National Human Activity Pattern Survey (NHAPS): A resource for assessing exposure to environmental pollutants. J. Expo. Sci.
Environ. Epidemiol. 2001, 11, 231–252. [CrossRef] [PubMed]

http://doi.org/10.5664/jcsm.8078
http://doi.org/10.1038/sj.jea.7500165
http://www.ncbi.nlm.nih.gov/pubmed/11477521

	Introduction 
	Materials and Methods 
	Study Population 
	Experimental Conditions 
	Study Outcomes 
	Environmental Conditions 
	Objective Sleep and Rest-Activity Patterns 
	Biospecimen Collection for Dim Light Melatonin Onset (DLMO) Analysis 
	Surveys 

	Study Protocol 
	Statistical Analyses 

	Results 
	Study Population 
	Environmental Conditions 
	Sleep Timing 
	Objective Sleep Quality and Sleep Regularity 
	Phase Relationship between Light-Dark and Activity-Rest (Phasor Analyses) 
	Dim Light Melatonin Onset (DLMO) 
	Subjective Mental Health and Vitality 
	Daylight and Study Outcomes 

	Discussion 
	Conclusions 
	References

