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Human physiological systems have a major role in maintenance of internal stability. Previous studies have found that these systems are regulated by various types of interactions associated with physiological homeostasis. However, whether there is any interaction between these systems in different individuals is not well-understood. The aim of this research was to determine whether or not there is any interaction between the physiological systems of independent individuals in an environment where they are connected with one another. We investigated the heart rhythms of co-sleeping individuals and found evidence that in co-sleepers, not only do independent heart rhythms appear in the same relative phase for prolonged periods, but also that their occurrence has a bidirectional causal relationship. Under controlled experimental conditions, this finding may be attributed to weak cardiac vibration delivered from one individual to the other via a mechanical bed connection. Our experimental approach could help in understanding how sharing behaviors or social relationships between individuals are associated with interactions of physiological systems.
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INTRODUCTION

The structure and function of the cardiac system have traditionally been studied as an independent entity. Recent advances in analytics of non-linear dynamics (Rosenblum et al., 1996; Pikovsky et al., 2003) have identified that the cardiac system interacts with physiological systems under neural regulation (Brandenberger et al., 2001; Rosenblum et al., 2002; Jurysta et al., 2003; Bashan et al., 2012). Synchronization is a phenomenon of adjustment of rhythms due to interaction between periodic or weakly chaotic systems (Pikovsky et al., 2003). The heart rhythm is one of the representative quasiperiodic rhythms generated by the intrinsic cardiac system. Many studies have identified phase synchronization, i.e., emergence of certain relations between the phases and frequencies of interacting systems (Pikovsky et al., 2003), between the cardiac and respiratory rhythms (Schäfer et al., 1998; Bartsch et al., 2007, 2012; Kabir et al., 2010) and between the cardiac and locomotor rhythms (Nomura et al., 2001; Novak et al., 2007). Analysis of the interacting characteristics has led to an understanding of how the cardiac system cooperates with other physiological systems and how this interaction could contribute to physiological homeostasis (Jerath et al., 2014). The concept of synchronization implies that the physiological system of one individual can interact with that of another individual or with an external rhythmic system. One study reported the possibility of phase synchronization between maternal and fetal heart rhythms (Van Leeuwen et al., 2003) and another revealed that the phase synchronization occurs under maternal paced breathing (Van Leeuwen et al., 2009). It has been suggested that the synchronization between maternal and fetal heart rhythms may involve vessel pulsation determined by the maternal heartbeat that is perceived by the auditory system of the fetus (Ivanov et al., 2009; Van Leeuwen et al., 2009). Furthermore, a study that assessed phase synchronization between an internal physiological system and external forces showed that the intrinsic rhythm of the heart can be entrained with periodic visual and auditory stimuli (Anishchenko et al., 2000), but the strength of the stimuli must be strong enough to be recognized. These approaches can provide information on how the physiological system interacts with environmental conditions and changes. The available evidence on adjustment of intrinsic rhythms suggests that interactions between physiological systems could result from neural, mechanical, or behavioral connections.

Sleep is a natural process that plays a major role in restoration (Tononi and Cirelli, 2006; Jerath et al., 2014). There has been much research on the mechanisms of sleep. However, most of the studies have focused on these mechanisms at the level of the individual. In real life, many people sleep beside a partner. Sleep is directly associated with daytime functioning (Bonnet, 1985; Banks and Dinges, 2007) and the risk of chronic diseases (Wolk et al., 2005; Gottlieb et al., 2006; Cappuccio et al., 2008; Tasali et al., 2008). Moreover, there is a possibility that a person's sleep may be influenced by a partner's sleeping behavior (Monroe, 1969; Pankhurst and Home, 1994; Beninati et al., 1999; Edinger et al., 2001; McArdle et al., 2001; Blumen et al., 2012; Drews et al., 2017). Therefore, it is important to be able to understand human sleep in the context of a dyad. A recent study demonstrated significantly more synchronization of sleep stages when couples slept together than when they slept in separate rooms (Drews et al., 2017). Although several studies have investigated co-sleeping patterns (Larson et al., 1991; Meadows et al., 2009; Hasler and Troxel, 2010; Gunn et al., 2015; Richter et al., 2016), there is still limited information available on the level of interaction between the physiological systems of different individuals. During co-sleeping, a mechanical connection is made between individuals via a bed. Ballistocardiography is a measure of the recoil forces of the body caused by ejection of blood from the heart (Starr et al., 1939). This method uses a non-invasive sensor that records the propagation of mechanical vibration through the bed and is widely used for cardiovascular monitoring.

In this study, we investigated the possibility of an interaction between the heart rhythms of co-sleeping individuals. We hypothesized that the degree of phase synchronization of heart rhythms would be greater in co-sleeping individuals than in those who sleep separately and would be attributable to the mechanical connection made between these individuals via the bed. The aim of this research was to determine whether or not there is any interaction between the physiological systems of independent individuals in an environment where they are closely connected with one another.

MATERIALS AND METHODS

Subjects

We analyzed the heart rhythm data for 16 healthy subjects (8 paired individuals) of mean age 27.0 ± 4.3 (range 20–35) years. The subjects consisted of 4 heterosexual married couples and cohabitants and 4 pairs of same-sex friends and co-workers to identify the universality of the interaction between independent physiological systems (Table 1). None of the study participants reported symptoms of a cardiovascular, physical, or mental disorder. The study exclusion criteria were an irregular time schedule within at least 1 week before the experiments, including shift work or international travel that could influence autonomic nervous activity and circadian rhythm, and a self-rated sleep score ≤ 1. The study protocol was approved by the Institutional Review Board of Seoul National University Hospital and conducted in accordance with the relevant guidelines and regulations. All subjects provided written informed consent before participation in the study.


Table 1. Demographic characteristics of the study population.
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Procedure and Measurements

Each pair of individuals performed the experiments at the Center for Sleep and Chronobiology of Seoul National University Hospital. The experiment consisted of two trials, i.e., sleeping together in the same bed and sleeping separately in different beds in the same room. The order of the experiments was randomized. The environmental conditions were controlled for humidity (30–40%) and temperature (24–26°C). The bed in which the paired individuals slept together had a spring-type mattress with dimensions of 200 cm (length) × 150 cm (width) × 25 cm (height). Each pair of individuals visited at ~1 pm on two occasions separated by an interval of 1 week. The experimental protocol and methodology used for data acquisition were explained to all study subjects. An electrocardiogram (ECG) was recorded at the lead II position for each pair of individuals using a wireless device (BN-RSPEC; Biopac Systems, Inc., Goleta, CA, USA). ECG data from paired individuals were synchronously measured using a single analog-to-digital converting system (MP150; Biopac Systems) at a sampling rate of 250 Hz. The subjects were then asked to remain awake for ~20 min of adaptation time, and were allowed to talk to each other during this time. In each trial, the paired individuals slept for 2 h; the average amount of recording time was 122.3 (range, 116.8–128.1) min when the subjects were co-sleeping and 122.9 (range, 111.5–132.5) min when they were sleeping separately (Table 2). We did not perform standard polysomnography; therefore, each subject scored his/her subjective sleep satisfaction from 0 to 5 (0, no sleep at all; 5, very good sleep). The average score reported was 4.1 (range, 2.5–5) during co-sleeping and 3.3 (range, 1.5–4.5) during separate sleeping (Table 2). The ECG was processed with a zero-phase band-pass filter between 0.5 Hz and 35 Hz. R-peak locations were found using an automatic algorithm (Choi et al., 2009) and corrected manually. The heartbeat interval was recorded as the duration between two successive R-peak locations.


Table 2. Total recording time and subjective sleep score for experimental trials.
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Interindividual Heart Rhythm Phase Synchronization

Oscillatory systems adjust their rhythm characteristics when they are linked to interact with each other (Pikovsky et al., 2003). Phase synchronization analysis is used to confirm that the intrinsic frequencies and phases of both systems are locked at a particular ratio of n:m as a result of their interaction (Bartsch et al., 2012). Therefore, a key feature of interindividual heart rhythm phase synchronization (IHPS) is the consistent occurrence of a series of heartbeats in one individual that are in the same phases of heart rhythm as those in another individual. Phase synchronization can be assessed using a synchrogram (Schäfer et al., 1998) that plots the phase of a first signal (e.g., the phase of one individual's heart rhythm in our study; Figure 1A) at event locations of a second signal (e.g., R-peak locations from other's ECG in our study; Figure 1B) represented by a point process (Bartsch et al., 2012). A synchrogram φH(tk) was plotted for the cyclic phase of the heart rhythm in one individual in the pair [φH(t)] at R-peak locations from the ECG of the other individual in the pair, where tk denotes the other individual's k-th R-peak location (Figure 1C). The cyclic phase was calculated as φH(t) = Φ H (t) mod 2πm, where Φ H (t) is the instantaneous phase of heart rhythm defined as follows:
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where ti denotes the i-th R-peak location.
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FIGURE 1. Interindividual heart rhythm phase synchronization (IHPS) and the synchrogram method. (A) A subject's electrocardiogram (ECG; black line) with the cyclic phase (blue dashed line) φH (t) expressed from 0 to 2π for consecutive R-peak locations. (B) An ECG (black line) and its R-peak locations (red dots) for a co-sleeping individual. (C) The synchrogram for heart rhythms in a pair of co-sleepers; each R-peak location of the ECG in (B) is placed at the corresponding location of the cyclic phase φH(t) on the ECG in (A). One parallel horizontal line (red line) indicates 1:1 phase synchronization between the heart rhythms. IHPS is determined for different n:m ratios, where n is the number of heartbeats from one individual synchronized with m heartbeats from the co-sleeper.



Many studies have used automated methods to detect phase synchronization (Kuhnhold et al., 2017). We adapted the method developed by Toledo et al. (2002), which is based on synchrogram analysis. This method has been applied in studies of phase synchronization between fetal-maternal heart rhythms (Van Leeuwen et al., 2003, 2009, 2014). The synchrogram φH(tk) determined with the heart rhythms of paired individuals (Figures 2A,B,E,F) was divided into n subgroups alternately (see the color dots in Figures 2C,G). For example, the first subgroup includes φH(t1), φH(tn+1), φH(t2n+1), ···, the second subgroup includes φH(t2), φH(tn+2), φH(t2n+2), ···, and the k-th subgroup contains φH(tn), φH(tn+k), φH(t2n+k), ···. In phase synchronization, φH(tk) represents n parallel horizontal lines (Figures 2C,G). For the next step, φH(tk) was divided by m, after which each subgroup of φH(tk) was subtracted by each of 2πρ / n, where ρ = 1, 2, ···, n, and finally wrapped modulo 2π to eliminate vertical distances between each subgroup of φH(tk) (Figures 2D,H). Phase synchronization epochs were found where the variation was maintained lower than τ = 2π /(nΔ) within T = [tk-τ/2, tk + τ/2]. Here, τ was set to 30 s, which was the corresponding window size of sleep analysis, and the Δ value varied from 3 to 6. In the previously reported synchronization analysis of fetal and maternal heart rhythms, the maximum n and m values were limited to 9 and 4, respectively, because of the difference in basal heart rhythms between the fetus and adult, and the duration of synchronization was set to 10 s (Van Leeuwen et al., 2003). However, the range of heart rhythm in adults is not very different, although the major frequency of heart rhythm could differ because its generation is determined by the intrinsic cardiac system. Therefore, we set m to 1 ≤ m ≤ 10 and n to m ≤ n ≤ m+2; instead, the minimum duration to detect synchronization was 30 s, indicating that ~3 cycles of the n:m ratio were observed in the case of the maximum ratio (e.g., 11:10), as in the previous fetal-maternal studies. The fluctuation of each heart rhythm could cross over during 2 h of recording. Therefore, the synchronization epochs could not be found in the case of n < m. To overcome this problem, we also identified the synchronization epochs based on the synchrogram, which was plotted with the use of opposite data (i.e., the cyclic phase in Figure 1B and the R-peaks in Figure 1A). Finally, the degree of IHPS was converted to a percentage of the total duration of synchronization during the time recorded.
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FIGURE 2. Interindividual heart rhythm phase synchronization (IHPS). (A) Heartbeat intervals (HBI) of a subject over 350 s. (B) The HBI of a co-sleeper during the same time interval as in (A). (C) The corresponding synchrogram φH (tk) with a 1:1 ratio; each colored dot indicates n subgrouped heartbeats for the subject over m heartbeat cycles for the co-sleeper. (D) The synchrogram φH (tk) divided by m is then subtracted by each of 2 πρ / n where ρ = 1, 2, ···, n, and finally wrapped into 0, 2π interval. IHPS (between the vertical dashed lines) is determined for the segment in which variation between the points is lower than the threshold level (δ = 2 π /nΔ) maintaining a sufficient time duration (T). (E) The HBI of another over 350 s. (F) The HBI of a co-sleeping individual within the same time interval as that in (E). (G) The corresponding synchrogram. (H) The synchrogram φH (tk) is expressed using the procedure explained in (D) and the IHPS for a 5:4 ratio (between vertical dashed lines). Note that the segments in (A,B) and in (E,F) were chosen as examples from the entire recordings of co-sleeping individuals to explain the presence of IHPS with different ratios. (I) IHPS in different sleep conditions according to the threshold determinant factor (Δ). The degree of IHPS obtained by averaging the percentage of synchronization for each pair of individuals in different sleep conditions. The n:m ratios are set m to 1 ≤ m ≤ 10 and n to m ≤ n ≤ m + 2. A significantly higher IHPS is observed in co-sleeping individuals (blue bars) than in individuals sleeping separately (red bars), especially at Δ values of 5, 4, and 3. The error bars indicate the standard error. Comparison of the IHPS between co-sleeping individuals and individuals sleeping separately revealed *p < 0.03 at a Δ of 5 and **p < 0.02 at Δ of 4 and 3 (Wilcoxon signed-rank test), indicating that IHPS is significant in co-sleeping individuals when compared with individuals sleeping separately.



Interindividual Heart Rhythm Causal Relation

The causal relation is a different aspect of the interaction between oscillatory systems. The basic aim of causality analysis is to demonstrate whether or not changes in properties are attributable to other influences (Chen et al., 2004). Causal interaction is often assessed by the direction and strength of an interaction; therefore, the influence of one system on another can be quantified. Granger causality is a measure that evaluates causal relations between systems and is calculated using two sets of output time series (Granger, 1969). In our study, these two sets of time series were the heartbeat intervals of paired individuals. Granger causality analysis examines predictive errors to estimate the current value for one system using past measurements for that system as well as the past measurements of both systems (Chen et al., 2004). The other system is deemed to have a causal influence on one system if the prediction error decreases when previous measurements from the other system are included (Figure 3). The interindividual heart rhythm causal relation (IHCR) was evaluated by Granger causality analysis. The heartbeat intervals of the paired individuals were resampled at 1 Hz to have a corresponding time resolution of 1 s. Prediction was performed using resampled heartbeat intervals within 30 s and repeated for heartbeat intervals within the same time window that were shifted by 1 s based on the following equations (Figures 3C,D):
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where H1 and H2 are heartbeat intervals within 30 s, α, β, and γ denote weighting coefficients, and p is the delay factor. The weighting coefficients are determined by autoregressive modeling with the least squares method. The delay factor, p, is empirically set to 2, indicating that the current prediction is performed using the data for the previous 2 s. εH1 and εH2|H1 are the prediction errors when using only the past values of H1 and when using the past values for both H1 and H2, respectively. IHCR from H2 to H1 is calculated by the natural logarithm of var(εH1)/var(εH2|H1), where var(.) denotes the variance. IHCR from H1 to H2 is obtained using the same procedure. IHCR was measured using an open source code (Seth, 2010) that was modified for our purpose.
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FIGURE 3. Interindividual heart rhythm causal relation (IHCR). (A) and (B) Heartbeat intervals (HBI) for a pair of co-sleeping individuals over 30 s that were resampled at 1 Hz to have a corresponding time resolution of 1 s. HBI were chosen as examples to explain the IHCR from the entire recordings of co-sleeping individuals. (C) The HBI in (A) predicted only using the past HBI in (A) (blue dashed line); the corresponding values predicted using both past HBI in (A) and (B) (red line), but the prediction did not improve. Therefore, the HBI in (B) does not have a causal influence on HBI in (A). (D) The corresponding procedure described in (C) is applied to HBI in (B). In this case, the prediction improves; therefore, the HBI in (A) has a causal influence on HBI in (B). (E) The mean IHCR obtained by averaging Granger causality for each directional influence of paired individuals' heart rhythms during the entire recordings in different sleep conditions. The error bars indicate the standard error. A significantly higher IHCR in both directions is shown in co-sleeping individuals (blue bars) than in individuals sleeping separately (red bars). Statistical significance is also observed when both directional influences are integrated (**p < 0.02 in all three cases, Wilcoxon signed-rank test). (F) The bidirectional IHCR is defined as the percentage of IHCR that is over the threshold (= 0.28) in both directions; this threshold was determined to be twice the average IHCR. The error bars show the standard error. The mean bidirectional IHCR is significantly higher in co-sleeping individuals than in those sleeping separately (*p < 0.03, Wilcoxon signed-rank test), demonstrating that one individual's present heart rhythm is influenced by the other individual's past heart rhythm in both directions during co-sleeping, i.e., the heart rhythms interact with each other.



Analysis of Heart Rate Variability

Heart rate variability (HRV) was measured to evaluate the association between interaction of heart rhythms and autonomic nervous system activity. We observed two time domain HRV parameters, i.e., the standard deviation of heartbeat intervals that were affected by changes in sympathovagal balance and the square root of the mean squared differences of heartbeat intervals associated with parasympathetic activity (Task Force of the European Society of Cardiology the North American Society of Pacing Electrophysiology, 1996; Schmitt et al., 2009). The parameters were calculated using heartbeat intervals during each IHPS and non-IHPS segmented by a non-overlapping window of 30 s in co-sleeping individuals. We obtained the average HRV values (± standard error) for each situation in all subjects.

Sleep status may cause significant differences in the degree of IHPS between co-sleeping and separately sleeping individuals, i.e., low IHPS may occur when a person cannot sleep well or awakens frequently, causing movement. Both situations are characterized by fluctuation in heart rhythm or an increased heart rate (Penzel et al., 2003; Yoon et al., 2018). In this context, the mean heart rate and fluctuation in heart rhythm were measured for each individual and compared between the conditions of co-sleeping and sleeping separately. The mean heart rate was calculated using heartbeat intervals within 30 s of a non-overlapping sliding window in each sleep condition. Fluctuation in heart rhythm was defined as the percentage of the total number of sleep epochs in which the standard deviation of heartbeat intervals was higher than the threshold. In this study, the threshold was decided by twice the average standard deviation of heartbeat intervals during each individual's sleep. We compared the mean (± standard error) heart rate and fluctuations in heart rhythm for each individual during the different sleep conditions.

Statistical Analysis

The statistical significance of the results for the interaction between heart rhythms in co-sleeping individuals was evaluated by comparing with the results for the interaction between heart rhythms in individuals sleeping separately. A surrogate data test was also performed using the original heartbeat intervals of one individual and a surrogate of the heartbeat intervals of the other individual determined with an amplitude-adjusted Fourier transform algorithm (Theiler et al., 1992). This method provides a surrogate time series with the same distribution of amplitude as the original time series by rescaling the original data and randomizing its Fourier phases to be uniformly distributed between 0 and 2π (Theiler et al., 1992). We analyzed the IHPS and IHCR using same procedure as that described above between the original heartbeat intervals of one individual and 30 surrogates of the other individual's heartbeat intervals in each pair of co-sleepers and separately sleeping individuals.

RESULTS

Interindividual Heart Rhythm Phase Synchronization

Threshold determination was a key factor in the analysis. Therefore, we quantified the IHPS by altering the threshold determinant factor (Δ). Our analysis (group mean ± standard error) showed that the degree of IHPS was higher if Δ was from 3 to 6 when a pair of individuals slept in the same bed than when the pair slept in different beds (Figure 2I; Table 3). We found a statistically significant result at Δ values of 3 and 4 and at a Δ of 5 (p < 0.02 and p < 0.03, respectively, Wilcoxon signed-rank test). Even though the degree of IHPS differed between the different thresholds (Δ), the IHPS value was always at least twice as higher in the co-sleeping condition than in the separate sleeping condition. The longest IHPS durations in the co-sleeping condition were 39.8, 70.2, 182.0, and 344.0 s at Δ values of 6, 5, 4, and 3, respectively.


Table 3. Results of interindividual heart rhythm phase synchronization (IHPS) according to Δ variation.
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The statistical significance of the results for IHPS was demonstrated by comparing them with the results for IHPS obtained by surrogate data analysis. The original IHPS result for each group of paired individuals was compared with the results for IHPS calculated using 30 sets of surrogate data from the same group of paired individuals (Table 4). In most co-sleeping individuals, the original IHPS results were significantly higher than those of the surrogate IHPS at different levels of Δ (one-sample t-test; see Table 4), except for when the original IHPS was 0%.


Table 4. Results of IHPS with surrogate data analysis.
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Interindividual Heart Rhythm Causal Relation

IHCR was evaluated based on Granger causality using the heartbeat intervals within 30 s. We found significant influences in both directions between the heart rhythms of individuals co-sleeping in the same bed and the individuals sleeping separately (Figure 3E; Table 5). We obtained p < 0.02 (Wilcoxon signed-rank test) for the IHCR in both directions as well as for the summation of both IHCR. Bidirectional IHCR was defined as the time duration in which the Granger causality values were higher than the threshold in both heart rhythm directions during the total sleep time. The threshold was set to 0.28 which was determined as twice the average IHCR. We found that the bidirectional IHCR was approximately twice as high (p < 0.03, Wilcoxon signed-rank test) in co-sleeping individuals than in individuals sleeping separately (Figure 3F, Table 6).


Table 5. Results of the average interindividual heart rhythm causal relation (IHCR).
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Table 6. Results for bidirectional IHCR.
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The significance of the IHCR results was evaluated by comparison with the results for IHCR measured using surrogate data analysis. The results for IHCR from each group of paired individuals were compared with the results for IHCR from 30 sets of surrogate data in the same group of paired individuals (Table 7). In all co-sleeping individuals, the IHCR values were higher in both directions than those from the surrogate data sets (independent-samples t-test; see Table 7). Furthermore, the result of bidirectional IHCR was also higher than the results obtained by surrogate data analysis in every pair of co-sleeping individuals (one-sample t-test; see Table 8).


Table 7. Results for IHCR with surrogate data analysis.
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Table 8. Results of bidirectional IHCR with surrogate data analysis.
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DISCUSSION

In this study, our phase synchronization (IHPS) and causal relation (IHCR) analyses demonstrated a possible interaction between the heart rhythms of co-sleeping individuals. Phase synchronization was used to quantify whether the frequencies and phases of the independent heart rhythms were adjusted to be maintained at a n:m ratio under a weak interaction. We found that the degree of IHPS was at least twice as high in co-sleeping individuals as that in in individuals sleeping separately at specific thresholds. In most cases, the IHPS was also significantly higher than that obtained by surrogate data analysis, except for the degree of IHPS from the original data representing 0% in each pair of co-sleeping individuals.

The rhythm of oscillatory systems is known to change even when their interaction is weak (Pikovsky et al., 2003). In this study, changes in the distribution of heartbeat intervals were different in IHPS from those in non-IHPS (Figure 4A). In IHPS, the heartbeat interval of one co-sleeper approached the dominant heartbeat interval of the other co-sleeper and was distributed where the n:m ratio could be established more easily. Moreover, both distributions were more center-concentrated in IHPS than in non-IHPS. The center-concentrated distribution was identified with the standard deviation of heartbeat intervals; this revealed values of 69.3 and 71.6 ms for each individual (blue and red dashed lines, respectively, in Figure 4A) in non-IHPS and of 28.6 and 45.7 ms (blue and red solid lines, respectively, in Figure 4A) in IHPS. These data indicate that the heart rhythms of co-sleeping individuals gradually change in frequency as a result of the interaction and are further synchronized by phase tuning. The difference between heart rhythms in adults is not very large; therefore, a ratio of 1:1 is expected to be the most prevalent ratio of synchronization between heart rhythms in co-sleeping individuals. According to our observations, the synchronization ratio between heart rhythms is close to but not exactly 1:1 (Figure 4B). The heart rhythm is inherently determined by a cardiac system that has complex behaviors with non-linear, non-stationary, and intermittent characteristics (Bashan et al., 2012) causing quasiperiodic oscillations. The frequency of the heart rhythm in one individual can be modulated by interaction with that of another individual, i.e., the heart rhythm of one co-sleeper can act as an external stimulus that affects the heart rhythm of the other co-sleeper. However, the strength of the heart rhythm as a stimulus is not large enough to change the frequency of heart rhythms to meet at exact ratio of 1:1, but it is possible to modulate the frequencies such that they can be maintained at ratios close to 1:1. In these circumstances, phase synchronization of heart rhythms is thought to occur in co-sleeping individuals by fine tuning of their phases at a particular n:m ratio near the ratio of 1:1. In summary, our experimental results indicate that the heart rhythms of co-sleeping individuals tend to synchronize with ratios closely approaching 1:1 but are not perfectly locked at this ratio. A previous study investigated the synchronization of heart rhythm and periodic visual and auditory stimuli. In that study, the stimulus intervals were determined using own and another individual's average heartbeat intervals in the resting state (Anishchenko et al., 2000). The heart rhythm became synchronized with the external stimuli in both cases, showing 1:1 synchronization when the stimuli interval was generated by own average heartbeat intervals. However, other synchronization ratios, e.g., 7:6, were observed when the stimuli interval was determined from another individual's average heartbeat intervals. Our finding is consistent with the results of a previous study in which intrinsic physiological rhythm became synchronized with another oscillatory rhythm at various ratios close to 1:1. In our study, the heart rhythm of one co-sleeper served as a stimulus for the other co-sleeper, but was relatively small in comparison with the stimuli used in the previous study. The findings of the present research indicate that weak but continuous oscillatory rhythms of independent systems can act as a stimulus for interaction between individuals.
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FIGURE 4. Different n:m ratios of IHPS at a Δ of 4 and characteristics of heart rhythms in IHPS and non-IHPS in co-sleepers. (A) Distributions of heartbeat intervals in IHPS and non-IHPS for a pair of co-sleepers. Narrow and center-concentrated distributions, which are also characterized by a decreased standard deviation of heartbeat intervals, are observed for both heartbeat intervals in IHPS (solid lines) when compared with those in non-IHPS (dashed lines). The distribution of one individual's heartbeat intervals in IHPS (solid red line) shifts in the direction of the co-sleeper's dominant heartbeat interval (solid blue line). In this pair of individuals, the most prevalent n:m ratio is 10:9. Therefore, one individual's heartbeat intervals are distributed in a particular range where the n:m ratios are satisfied (around 0.9 s). This indicates that the frequency of the intrinsic rhythm is adjusted because of the interaction, which corresponds to the fundamental characteristics of synchronization. The distributions of heartbeat intervals are determined with a time resolution of 4 ms, which matched the sampling rate (250 Hz) of the recording. The integration of the area in each distribution is 1. (B) Various ratios of IHPS close to 1:1 are observed in co-sleeping individuals. The IHPS does not always meet a 1:1 ratio, but different frequency ratios could exist near a 1:1 ratio when their phases are modulated to satisfy the synchronization condition. The histogram is determined with time duration of each n:m IHPS divided by the total time duration of IHPS observed in all pairs of co-sleeping individuals. (C) Standard deviation of heartbeat intervals in IHPS and non-IHPS for co-sleeping individuals. The error bars indicate the standard error. The values are 28.90 ± 0.68 ms and 43.04 ± 0.43 ms in IHPS and non-IHPS, respectively (**p < 0.001, independent-samples t-test). (D) Square root of the mean squared differences of heartbeat intervals in IHPS and non-IHPS for co-sleeping individuals. The error bars indicate the standard error. The values are 31.32 ± 0.87 ms and 36.09 ± 0.33 ms in IHPS and non-IHPS, respectively (**p < 0.001, independent-samples t-test).



IHCR analysis revealed that the influence of heart rhythms increased in both directions in co-sleeping individuals. Moreover, bidirectional IHCR was significantly higher in co-sleeping individuals than in individuals sleeping separately. In all cases, the IHCR values were significantly higher in both directions than those from the surrogate data sets in co-sleeping individuals. These findings indicate that the heart rhythms of co-sleepers interact with each other. The IHCR was also evaluated when the IHPS had a Δ of 4 (Figure 5). The results shown in Figure 5F indicate that the IHCR was significantly higher in both directions in IHPS than in non-IHPS (p < 0.001, independent-samples t-test). Therefore, it appears that the heart rhythms of co-sleepers interact, producing a change in frequency, and that they tend to synchronize by fine tuning of each phase as a result of increasing bidirectional coupling. Briefly, synchronization between heart rhythms is characterized by a bidirectional interaction rather than a one-sided influence of one co-sleeping individual on the other co-sleeping individual.
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FIGURE 5. Comparison between IHPS at a Δ of 4 and IHCR. (A) The heartbeat intervals (HBI) from one subject for ~250 s. (B) The HBI from a co-sleeper for the corresponding time duration. (C) The synchrogram determined by heartbeats in (A) and (B) (gray dots) and IHPS with a ratio of 5:4 (black dots between vertical lines). (D) The synchrogram determined by the corresponding heartbeats (gray dots) and IHPS with a ratio of 6:5 (black dots between vertical lines). (E) The IHCR directions from HBI in (A) to HBI in (B) (blue line) and from HBI in (B) to HBI in (A) (red line). The periods of IHPS with ratios of 5:4 and 6:5 are marked with vertical dashed lines, indicating that IHCR increases in both directions in the IHPS condition. (F) Comparison of IHCR between IHPS (blue bars) and non-IHPS (red bars) observed in all co-sleeping individuals during the entire recording. IHCR shows a significant increase in both directions during IHPS. The summation of both directional influences is also significant. The error bars indicate the standard error. The independent samples t-test revealed **p < 0.001 for all three cases. IHPS was associated with an increased level of bidirectional influences that provide fine tuning of each frequency and phase.



The analysis in this study was based on heartbeat intervals measured on ECGs recorded in sleeping individuals. HRV provides information about the association with autonomic nervous activity on the basis of sympathetic and parasympathetic tone (Task Force of the European Society of Cardiology the North American Society of Pacing Electrophysiology, 1996). For instance, increased sympathetic tone and parasympathetic withdrawal was reported to lead to increased non-stationary of heartbeat intervals characterized by higher values of standard deviation of heartbeat intervals (Schmitt et al., 2009; Bartsch et al., 2012). We found significantly lower values of the standard deviation of heartbeat intervals in IHPS (28.90 ± 0.68 ms; mean ± standard error) than in non-IHPS (43.04 ± 0.43 ms) for co-sleeping individuals (Figure 4C; p < 0.001, independent samples t-test). This finding indicates that the synchronization between heart rhythms is associated with autonomic nervous control, particularly sympathovagal balance. The square root of the mean squared differences of heartbeat intervals was smaller in IHPS (31.32 ± 0.87 ms; mean ± standard error) than in non-IHPS (36.09 ± 0.33 ms) for co-sleeping individuals (Figure 4D; p < 0.001, independent samples t-test). Similar results have been reported for synchronization between maternal and fetal heart rhythms. The square root of the mean squared differences of maternal and fetal heartbeat intervals became smaller with increasing synchronization of maternal and fetal heart rhythms (Van Leeuwen et al., 2009, 2014). Researchers have hypothesized that a more regular maternal heartbeat generates a more stable acoustic stimulus, which allows the fetal heartbeat to become better synchronized (Ivanov et al., 2009; Van Leeuwen et al., 2009).

IHPS is considered to occur during fluctuations in both heart rhythms triggered by movements or sleep-related events in one of the co-sleepers, such as snoring or sleep apnea. However, such events and movements are associated with increased sympathetic nervous activity (Somers et al., 1995; Lanfranchi and Somers, 2011), which is represented by an increased standard deviation of heartbeat intervals (Penzel et al., 2003; Schmitt et al., 2009). We observed that the standard deviation of heartbeat intervals during IHPS in co-sleeping was low. Therefore, IHPS is unlikely to occur in such situations, but could occur when both heart rhythms are stable. These characteristics have been found in phase synchronization between physiological systems, such as the cardiorespiratory system in the same individual during sleep, i.e., the degree of synchronization is lower in the awake state than during light or deep sleep (Bartsch et al., 2007, 2012). Moreover, the degree of cardiorespiratory synchronization is lower in patients with obstructive sleep apnea than in healthy subjects during sleep (Kabir et al., 2010).

Aside from the sleeping conditions (co-sleeping vs. separate sleeping), the degree of IHPS can be influenced by sleep status, such as frequent awakening because of movement and remaining awake, which is characterized with an increased heart rate and fluctuation in heart rhythm. In our study, the degree of fluctuation in heart rhythm was determined by the percentage of segments for which the standard deviation of heartbeat intervals was higher than that of threshold (i.e., twice the average value) during the entire sleep recording. We found that the degree of fluctuation in heart rhythm was not significantly different between co-sleeping individuals (4.09% ± 0.60%; mean ± standard error) and individuals sleeping separately (3.28 ± 0.61%; p > 0.05, Wilcoxon signed-rank test; Table 9). Furthermore, the mean heart rate was not significantly different between co-sleeping individuals (67.32 ± 1.90 beats per minute) and individuals who slept separately (67.82 ± 2.43 beats per minute; p > 0.05, Wilcoxon signed-rank test; Table 10). Therefore, the sleep status in co-sleeping and separately sleeping individuals is not significantly different, at least in heart rhythm variation which may be associated with the degree of IHPS.


Table 9. Results of fluctuation in heart rhythm in different sleep conditions.
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Table 10. Mean heart rate according to sleep conditions.
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Our results demonstrate that co-sleeping in the same bed provides environmental conditions for interaction between heart rhythms. We attribute this interaction to ballistocardiographic vibration (Starr et al., 1939) through the bed. In contrast with a previous study (Anishchenko et al., 2000), this level of stimulus is so weak that most people do not recognize its existence. The bed acts as a medium to connect both co-sleepers' cardiac systems and delivers their small mechanical vibrations that allow the systems to interact (Supplementary Video 1). Therefore, characteristics of the bed that are associated with delivering vibrations, such as elasticity and hardness, can influence the occurrence of IHPS in co-sleeping individuals, which were controlled for in this study (all participants slept in the same beds for different sleeping conditions). Our study provides objective information on how independent cardiac systems interact with each other when individuals co-sleep. This phenomenon is under the control of the autonomic nervous system. Further studies are needed to investigate whether or not the interaction influences on sleep architecture which is a well-defined condition of autonomic nervous activity (Penzel et al., 2003; Schmitt et al., 2009; Bartsch et al., 2012). Our observations indicate that synchronization of heart rhythms varies widely between co-sleeping individuals and may be influenced by various factors. Exactly how different physiological conditions and states (Schmitt et al., 2009; Bartsch et al., 2012) are associated with the degree of interaction warrants further investigation. In several groups of individuals who slept separately, the original IHPS and IHCR showed higher values than the results for surrogate IHPS and IHCR, even though the results from the original data were expected to show no significant differences or to be lower than those from the surrogate data set. More studies are needed to identify other factors that may influence the interaction between heart rhythms of sleeping individuals, such as the sleep stage-dependent heart rhythm pattern.

Co-sleeping is a shared behavior that takes up one third of the time a couple spend together. Therefore, various studies have investigated concordance in wake-sleep patterns between couples and its association with attachment style, marital satisfaction, and the functioning of the relationship during the day time (Larson et al., 1991; Meadows et al., 2009; Hasler and Troxel, 2010; Gunn et al., 2015; Richter et al., 2016). Analysis of the interaction between physiological systems could provide more information on the relationship between sleep concordance and marital satisfaction.

Our findings highlight an unconscious manner in which individuals communicate with each other. Individuals might have communicated and interacted with each other by weak coupling that they do not recognize. Whether or not one individual's cardiac rhythm, which is normally under intrinsic control, can be controlled by an another individual's physiological rhythm or an external non-physiological rhythm even under weak coupling needs further study. We believe such research will provide a new paradigm that affects, improves, and controls the autonomic rhythm of others by induced coupling even in unrecognizable intensity.

DATA AVAILABILITY

The raw data supporting the conclusions of this manuscript will be made available by the corresponding author, without undue reservation, to any qualified researcher upon reasonable request.

ETHICS STATEMENT

The study protocol was approved by the Institutional Review Board of Seoul National University Hospital (No. 1607-094-776) and conducted in accordance with the tenets of the Declaration of Helsinki. All subjects provided written informed consent.

AUTHOR CONTRIBUTIONS

HY, SHC, SKK, and KSP designed the research. HY, SHC, and HBK performed the research. HY and SKK contributed analytic tools. HY, SHC, HBK, SMO, J-WC, YJL, D-UJ, and KSP analyzed the data. HY and KSP wrote the paper

FUNDING

This work was supported by the National Research Foundation of Korea (NRF) grant funded by the Korea government (Ministry of Science, ICT& Future Planning) (No. 2017R1A2B2004061) and the Technology Innovation Program (Grant No. 10069126) funded by the Ministry of Trade, Industry & Energy (MOTIE, Korea).

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fphys.2019.00190/full#supplementary-material

Supplementary Video 1. Synchronization of metronomes on a bed.

REFERENCES

 Anishchenko, V. S., Balanov, A. G., Janson, N. B., Igosheva, N. B., Bordyugov, G. V., et al. (2000). Entrainment between heart rate and weak noninvasive forcing. Int. J. Bifurcat. Chaos 10, 2339–2348. doi: 10.1142/S0218127400001468

 Banks, S., and Dinges, D. F. (2007). Behavioral and physiological consequences of sleep restriction. J. Clin. Sleep Med. 3:519.

 Bartsch, R., Kantelhardt, J. W., Penzel, T., and Havlin, S. (2007). Experimental evidence for phase synchronization transitions in the human cardiorespiratory system. Phys. Rev. Lett. 98:054102. doi: 10.1103/PhysRevLett.98.054102

 Bartsch, R. P., Schumann, A. Y., Kantelhardt, J. W., Penzel, T., and Ivanov, P. C. H. (2012). Phase transitions in physiologic coupling. Proc. Natl. Acad. Sci. U.S.A. 109, 10181–10186. doi: 10.1073/pnas.1204568109

 Bashan, A., Bartsch, R. P., Kantelhardt, J. W., Havlin, S., and Ivanov, P. C., h. (2012). Network physiology reveals relations between network topology and physiological function. Nat. Commun. 3:702. doi: 10.1038/ncomms1705

 Beninati, W., Harris, C. D., Herold, D. L., and Shepard, J. W. (1999). The effect of snoring and obstructive sleep apnea on the sleep quality of bed partners. Mayo Clin. Proc. 74, 955–958. doi: 10.1016/S0025-6196(11)63991-8

 Blumen, M. B., Quera Salva, M. A., Vaugier, I., Leroux, K., d'Ortho, M. P., Barbot, F., et al. (2012). Is snoring intensity responsible for the sleep partner's poor quality of sleep? Sleep Breath. 16, 903–907. doi: 10.1007/s11325-011-0554-5

 Bonnet, M. H. (1985). Effect of sleep disruption on sleep, performance, and mood. Sleep 8, 11–19. doi: 10.1093/sleep/8.1.11

 Brandenberger, G., Ehrhart, J., Piquard, F., and Simon, C. (2001). Inverse coupling between ultradian oscillations in delta wave activity and heart rate variability during sleep. Clin. Neurophysiol. 112, 992–996. doi: 10.1016/S1388-2457(01)00507-7

 Cappuccio, F. P., Taggart, F. M., Kandala, N. B., Currie, A., Peile, E., Stranges, S., et al. (2008). Meta-analysis of short sleep duration and obesity in children and adults. Sleep 31, 619–626. doi: 10.1093/sleep/31.5.619

 Chen, Y., Rangarajan, G., Feng, J., and Ding, M. (2004). Analyzing multiple nonlinear time series with extended Granger causality. Phys. Lett. A 324, 26–35. doi: 10.1016/j.physleta.2004.02.032

 Choi, B. H., Chung, G. S., Lee, J. S., Jeong, D. U., and Park, K. S. (2009). Slow-wave sleep estimation on a load-cell-installed bed: a non-constrained method. Physiol. Meas. 30, 1163–1170. doi: 10.1088/0967-3334/30/11/002

 Drews, H. J., Wallot, S., Weinhold, S. L., Mitkidis, P., Baier, P. C., Roepstorff, A., et al. (2017). “Are we in sync with each other?” exploring the effects of cosleeping on heterosexual couples' sleep using simultaneous polysomnography: a pilot study. Sleep Disord. 2017:8140672. doi: 10.1155/2017/8140672

 Edinger, J. D., Glenn, D. M., Bastian, L. A., Marsh, G. R., Daile, D., Hope, T. V., et al. Edinger, J. D., et al. (2001). Sleep in the laboratory and sleep at home II: comparisons of middle-aged insomnia sufferers and normal sleepers. Sleep 24, 761–770. doi: 10.1093/sleep/24.7.761

 Gottlieb, D. J., Redline, S., Nieto, F. J., Baldwin, C. M., Newman, A. B., Resnick, H. E., et al. (2006). Association of usual sleep duration with hypertension: the sleep heart health study. Sleep 29, 1009–1014. doi: 10.1093/sleep/29.8.1009

 Granger, C. W. (1969). Investigating causal relations by econometric models and cross-spectral methods. Econometrica 424–438. doi: 10.2307/1912791

 Gunn, H. E., Buysse, D. J., Hasler, B. P., Begley, A., and Troxel, W. M. (2015). Sleep concordance in couples is associated with relationship characteristics. Sleep 38, 933–939. doi: 10.5665/sleep.4744

 Hasler, B. P., and Troxel, W. M. (2010). Couples' nighttime sleep efficiency and concordance: Evidence for bidirectional associations with daytime relationship functioning. Psychosom. Med. 72, 794–7801. doi: 10.1097/PSY.0b013e3181ecd08a

 Ivanov, P. C., h., Ma, Q. D., and Bartsch, R. P. (2009). Maternal–fetal heartbeat phase synchronization. Proc. Nat. Acad. Sci. U.S.A. 106, 13641–13642. doi: 10.1073/pnas.0906987106.

 Jerath, R., Harden, K., Crawford, M., Barnes, V. A., and Jensen, M. (2014). Role of cardiorespiratory synchronization and sleep physiology: effects on membrane potential in the restorative functions of sleep. Sleep Med. 15, 279–288. doi: 10.1016/j.sleep.2013.10.017

 Jurysta, F., van de Borne, P., Migeotte, P. F., Dumont, M., Lanquart, J. P., Degaute, J. P., et al. (2003). A study of the dynamic interactions between sleep EEG and heart rate variability in healthy young men. Clin. Neurophysiol. 114, 2146–2155. doi: 10.1016/S1388-2457(03)00215-3

 Kabir, M. M., Dimitri, H., Sanders, P., Antic, R., Nalivaiko, E., Abbott, D., et al. (2010). Cardiorespiratory phase-coupling is reduced in patients with obstructive sleep apnea. PLoS ONE 5:e10602. doi: 10.1371/journal.pone.0010602

 Kuhnhold, A., Schumann, A. Y., Bartsch, R. P., Ubrich, R., Barthel, P., Schmidt, G., et al. (2017). Quantifying cardio-respiratory phase synchronization—a comparison of five methods using ECGs of post-infarction patients. Physiol Meas. 38, 925–939. doi: 10.1088/1361-6579/aa5dd3

 Lanfranchi, P. A., and Somers, V. K. (2011). “Cardiovascular physiology: autonomic control in health and in sleep disorders,” in Principles and Practice of Sleep Medicine, 5 Edn., eds M. H. Kryger, T. Roth, and W. C. Dement (St. Louis, MO: Elsevier).

 Larson, J. H., Russell Crane, D., Smith, CW., et al. (1991). Morning and night couples: the effect of wake and sleep patterns on marital adjustment. J. Marital. Fam. Ther. 17, 53–65. doi: 10.1111/j.1752-0606.1991.tb00864.x

 McArdle, N., Kingshott, R., Engleman, H. M., Mackay, T. W., and Douglas, N. J. (2001). Partners of patients with sleep apnoea/hypopnoea syndrome: effect of CPAP treatment on sleep quality and quality of life. Thorax 56, 513–518. doi: 10.1136/thorax.56.7.513

 Meadows, R., Arber, S., Venn, S., Hislop, J., and Stanley, N. (2009). Exploring the interdependence of couples' rest-wake cycles: an actigraphic study. Chronobiol. Int. 26, 80–92. doi: 10.1080/07420520802678452

 Monroe, L. J. (1969). Transient changes in EEG sleep patterns of married good sleepers: the effects of altering sleeping arrangement. Psychophysiology 6, 330–337. doi: 10.1111/j.1469-8986.1969.tb02910.x

 Nomura, K., Takei, Y., and Yanagida, Y. (2001). Analysing entrainment of cardiac and locomotor rhythms in humans using the surrogate data technique. Eur. J. Appl. Physiol. 84, 373–378. doi: 10.1007/s004210100382

 Novak, V., Hu, K., Vyas, M., and Lipsitz, L. A. (2007). Cardiolocomotor coupling in young and elderly people. J. Gerontol. A. Biol. Sci. Med. Sci. 62, 86–92. doi: 10.1093/gerona/62.1.86

 Pankhurst, F. P., and Home, J. A. (1994). The influence of bed partners on movement during sleep. Sleep 17, 308–315. doi: 10.1093/sleep/17.4.308

 Penzel, T., Kantelhardt, J. W., Grote, L., Peter, J. H., and Bunde, A. (2003). Comparison of detrended fluctuation analysis and spectral analysis for heart rate variability in sleep and sleep apnea. IEEE Trans. Biomed. Eng. 50, 1143–1151. doi: 10.1109/TBME.2003.817636

 Pikovsky, A., Rosenblum, M., and Kurths, J. (2003). Synchronization: A Universal Concept in Nonlinear Sciences. New York, NY: Cambridge University Press.

 Richter, K., Adam, S., Geiss, L., Peter, L., and Niklewski, G. (2016). Two in a bed: The influence of couple sleeping and chronotypes on relationship and sleep. An overview. Chronobiol. Int. 33, 1464–1472. doi: 10.1080/07420528.2016.1220388

 Rosenblum, M. G., Cimponeriu, L., Bezerianos, A., Patzak, A., and Mrowka, R., (2002). Identification of coupling direction: application to cardiorespiratory interaction. Phys. Rev. E 65:041909. doi: 10.1103/PhysRevE.65.041909

 Rosenblum, M. G., Pikovsky, A. S., and Kurths, J. (1996). Phase synchronization of chaotic oscillators. Phys. Rev. Lett. 76, 1804. doi: 10.1103/PhysRevLett.76.1804

 Schäfer, C., Rosenblum, M. G., Kurths, J., and Abel, H. H. (1998). Heartbeat synchronized with ventilation. Nature 392, 239–240.

 Schmitt, D. T., Stein, P. K., and Ivanov, P. C. h. (2009). Stratification pattern of static and scale-invariant dynamic measures of heartbeat fluctuations across sleep stages in young and elderly. IEEE Trans. Biomed. Eng. 56, 1564–1573. doi: 10.1109/TBME.2009.2014819

 Seth, A. K. (2010). A MATLAB toolbox for Granger causal connectivity analysis. J. Neurosci. Methods 186, 262–273. doi: 10.1016/j.jneumeth.2009.11.020

 Somers, V. K., Dyken, M. E., Clary, M. P., and Abboud, F. M. (1995). Sympathetic neural mechanisms in obstructive sleep apnea. J. Clin. Invest. 96, 1897–1904. doi: 10.1172/JCI118235

 Starr, I., Rawson, A. J., Schroeder, H. A., Joseph, N. R., et al. (1939). Studies on the estimation of cardiac output in man, and of abnormalities in cardiac function from the heart's recoil and the blood's impact; the ballistocardiogram. Am. J. Physiol. 127, 1–28.

 Tasali, E., Leproult, R., Ehrmann, D. A., and Van Cauter, E. (2008). Slow-wave sleep and the risk of type 2 diabetes in humans. Proc. Natl. Acad. Sci. U.S.A. 105, 1044–1049. doi: 10.1073/pnas.0706446105

 Task Force of the European Society of Cardiology the North American Society of Pacing Electrophysiology (1996). Heart rate variability: standards of measurement, physiological interpretation, and clinical Use. Circulation 93, 1043–1065. doi: 10.1161/01.CIR.93.5.1043

 Theiler, J., EuDan,K, S., Longtin, A., Galdrikian, B., and Doyne Farmer, J. (1992). Testing for nonlinearity in time series: the method of surrogate data. Physica D Nonlinear Phenomena 58, 77–94. doi: 10.1016/0167-2789(92)90102-S

 Toledo, E., Akselrod, S., Pinhas, I., and Aravot, D. (2002). Does synchronization reflect a true interaction in the cardiorespiratory system? Med. Eng. Phys. 24, 45–52. doi: 10.1016/S1350-4533(01)00114-X

 Tononi, G., and Cirelli, C. (2006). Sleep function and synaptic homeostasis. Sleep Med. Rev. 10, 49–62. doi: 10.1016/j.smrv.2005.05.002

 Van Leeuwen, P., Geue, D., Lange, S., Hatzmann, W., and Grönemeyer, D. (2003). Is there evidence of fetal-maternal heart rate synchronization? BMC Physiol. 3:2. doi: 10.1186/1472-6793-3-2

 Van Leeuwen, P., Geue, D., Thiel, M., Cysarz, D., Lange, S., Romano, M. C., et al. (2009). Influence of paced maternal breathing on fetal–maternal heart rate coordination. Proc. Natl. Acad. Sci. U.S.A. 106, 13661–13666. doi: 10.1073/pnas.0901049106

 Van Leeuwen, P., Gustafson, K. M., Cysarz, D., Geue, D., May, L. E., and Grönemeyer, D. (2014). Aerobic exercise during pregnancy and presence of fetal-maternal heart rate synchronization. PLoS ONE 9:e106036. doi: 10.1371/journal.pone.0106036

 Wolk, R., Gami, A. S., Garcia-Touchard, A., and Somers, V. K. (2005). Sleep and cardiovascular disease. Curr. Probl. Cardiol. 30, 625–662. doi: 10.1016/j.cpcardiol.2005.07.002

 Yoon, H., Hwang, S. H., Choi, S. H., Choi, J. W., Lee, Y. J., Jeong, D. U., et al. (2018). Wakefulness evaluation during sleep for healthy subjects and OSA patients using a patch-type device. Comput. Methods Programs Biomed. 155, 127–138. doi: 10.1016/j.cmpb.2017.12.010

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Yoon, Choi, Kim, Kwon, Oh, Choi, Lee, Jeong and Park. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fphys-10-00190-t008.jpg
Group

Bidirectional IHCR (%)

Sleeping separately Co-sleeping
Original Surrogate Original Surrogate
Value Average 95% CI Value Average 95% Cl
1 054 0.73° 0.62-084 0.99% 079 0.69-0.89
2 2.02 1.91 1.74-2.08 3.28% 2.06 1.88-2.25
3 4647 232 2.15-2.49 5722 335 3.08-3.61
4 2.46° 1.67 1.48-186 8532 5.60 5.30-5.80
Sub-Avg 2.41+085 166+ 034 462+ 1.62 2954103
5 1.532 1.08 097-1.18 1532 1.13 1.00-1.26
6 0.72 0.962 0.84-1.09 8.412 3.50 3.26-3.74
7 5887 535 5.06-5.63 565 421 3.80-4.54
8 2212 1.47 1.33-1.62 4192 2.63 2.47-2.79
Sub-Avg 258+ 1.14 222105 495+ 143 2.87 +0.66
Total-Avg 250+ 0.66 194 +052 - 478+ 1.00 291057 -

Bidectional IHCR, percentage of IHCR higher than 0.28 in both directions over total recording time. A one-sample t-test was performedin each group between the resuts for bidirectional
IHCR obtained with the original data and 30 surrogate data sets. Values that were significantly different in the comperison of resuts between the original dta and surrogate data sets
are shown in bold: 3p < 0.001; ®p < 0.01. Sub-Avg and Total-Avg are shown as the group mean and standard error. Avg, average; Cl, confidence interval.





OPS/images/fphys-10-00190-t007.jpg
Group IHCR

Sleeping separately Co-sleeping
Hy =+ Hy Hy <Hy (Hy = Ha)+ (Hy < Hyp) Hy = Hy Hy < Hy (Hy — Ha)+ (Hy < Hp)
Original Surrogate Original Surrogate Original Surrogate Original Surrogate Original Surrogate Original Surrogate
1 01030001  0.407° £0000 00930001  0095£0000 019640002 0201 +0000 012320001 0.110£0000 00972 £0001 00920000 0.2202+0.002 0201 %0.000
2 01160001 011940000 0413 £0001 010940000 02200002 022840000  0425P£0002 0121£0000 04202£0002 0.111£0000 02452 £0.002 0231 0.000
3 01487 £0002 013740000 0446320002 01270000 02030008 02640000 04662£0002 014440000 04452 £0.002 01310000 03112£0008 0276 4 0.000
4 0113+0001  0416°£0.000  0.113£0001  0.1182£0000 022640002 02342£0000 0.4612£0.002 0.150£0000 01642 £0.002 01500000 03257 £0.003  0.299 & 0.000
Su-Avg 012040010  0120£0006  0116£0011  0.112£0007  0236+0020 02820013  0143£0011  0.131£0010 01320015 01210012 0275+0025 02520022
5 0408°£0001 010640000 010640001 010640000 021440002 021240000 041870001 010940000 01162£0001 01060000 02342+0002 02150000
6 010140001 0408240000 00990001  04042£0000 02000002 0212240000 046820002 01330000 0477240002 014240000 03452 £0.004 0275+ 0.000
7 014640002 014640000  0156£0002 015240000 030240008 029840000 0512:£0002 0136£0000 01652 £0002 014440000 0.3162:£0.003 0280 0,000
8 01212£0001 011520000 01200001  0105:£0000 024220002 02200000 0449340002 0.133+0000 04353 £0.002 01140000 02843 £0008 0247 0.000

Sub-Avyg 01190010 01180009 01200013 011720012 028940023 02350021  0.147 0010 012830006  0.14830014  0.127 +0010 029530024  0.254 0015
Tola-Ayg  0.120+£0006  0.119+0005  0118+0008  0.114+0006  0238+0014  0233+0011  0.145£0007 0.120£0005 0.140£0010 0.124+0007  0285:0017 02530012

The data are shown in each group as the mean and standard eror. An independent-samples t-test was performed for each group for resuits of IHCR obtained with the original data and 30 surrogate data sets. Values that were
significantly different in the comparison of results between the original data and surrogate data sets are shown in bold; #p < 0.001; °p < 0.01; °p < 0.05. The Sub-Avg and Total-Avg are shown as the group mean and standard error.
Avg, average; H, one individual’s heart rhythm; Ha, the other individual’s heart rhythm.





OPS/images/fphys-10-00190-t010.jpg
Group

Mean heart rate (bpm)

Sleeping separately

1 66.41£035  64.32+027
2 63.88+0.35  86.50 +0.26
3 7176052  71.05+0.37
4 68.64+028  83.22 +0.54
Sub-Avg 67.42£1.76  76.27 £5.19
5 6277 £028  60.99 +0.38
6 7961+£035  77.64+0.28
7 66.77 £0.27  56.63 +0.20
8 61.41£039  56.53+0.26
Sub-Avg 64894514  62.70 £5.12
Total-Avg  66.16+£256  69.49 + 4.24
67.82 £2.43

Co-sleeping
65124020  62.810.29
67.13+053  7255+0.28
7471£087 7059 +031
7428026 8617 +0.38
70312245 7303 %486
6836+£042 56214028
6097 £019 7276 +0.36
58524030  62.000.22
6299+028  61.90%0.23
6271200  63.22+8.46
66.51 +2.07 68.12 £3.33
6732+ 1.90

The déta are shown in each group s the mean and stenderd error. The Sub-Avg and
Total-Avg are shown as the group mean and standard error. There was no statisticaly
significant difference in the mean heart rate between co-skeepers and individuals sleeping
separately (p > 0.05, Wilcoxon signed-rank tes).

Avg, average.





OPS/images/fphys-10-00190-t009.jpg
Group Fluctuation in heart rhythm (%)

Sleeping separately Co-sleeping

1 2.44 1.63 258 1.29

2 2.64 226 5.47 1.56

3 359 404 928 5.49

4 1.20 280 290 207
Sub-Avg  247+£049  268+051  506:155 260098

5 273 234 1.48 353

6 672 336 6.67 292

7 10.43 4.78 672 672

8 117 0.39 277 435

Sub-Avg 526 +208 2.68+£0.92 4.34 £1.40 2.60 £ 0.83

Total-Avg 387 +£1.12 2.70 £0.49 470 £0.98 3.49+0.68
328 +0.61 4.09 £ 0.60

Sub-Avg and Total-Avg are shown as the group mean and standard error. There was o
statistically significant difference in the fluctuation in heart rhythm between co-sleepers
and individuals sleeping separately (o > 0.05, Wilcoxon signed-ran test)

Avg, average.
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Group Bidirectional IHCR (%)

Sleeping separately Co-sleeping
1 054 099
2 202 323
3 464 572
4 2.46 853
Sub-Avg 2.42+085 462162
5 153 1.53
6 072 8.41
7 588 565
8 221 419
Sub-Avg 259+1.14 495+ 1.44
Total-Avg 250+ 0.66 4782 1,00

The data are shown as the group mean and standard error. Bidirectional IHCR is the
percentage of IHCR higher than 0.28 in both directions over the total recording time; Avg,
average. Values for co-sleepers that are significantly different from those of individuals
sleeping separately are shown in bold; 3p < 0.03 (Wilcoxon signed-rank test).
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Group IHCR
Sleeping separately Co-sleeping
Hy = Hy Hy <Hp (Hy — Ho)+ (Hy < Hy) Hy — Hp Hy «Hp (Hy = Ha)+ (Hy < Hp)

1 0.103 + 0.001 0.093 0,001 0.196  0.002 0.123 +0.001 0.097 +0.001 0.220 0,002
2 0.116 0,001 0113 0,001 0229 0,002 0.125 0,002 0.120 0,002 0.245 % 0,002
3 0.148 £ 0,002 0.146 0,002 0293+ 0,003 0.166 0,002 0.145 0,002 0311 0,003
4 0113 £0.001 0,113 £0.001 0226 + 0002 0.161 £ 0002 0.164 0,002 0325 4 0,003
Sub-Avg 0.120 £ 0,010 0.116£0.011 0236 0,020 0.144 £0.011 0.132 0,015 0275 +0.025
5 0.108 % 0.001 0.106 £ 0.001 0.214 £ 0.002 0.118 + 0.001 0.116 + 0.001 0.234 £ 0.002
6 0.101 +0.001 0.099 0,001 0.200  0.002 0.168 + 0.002 0477 +0.002 0345 + 0,004
7 0.146 0,002 0.156 % 0,002 0.302 + 0,003 0.151 0,002 0.165 0,002 0316 0,003
8 0.121 +0.001 0.120 0,001 0242 + 0,002 0.149 0,002 0.135 + 0,002 0284 0.003
Sub-Avg 0.119 0,010 0120 0,013 0240 £ 0,023 0.147 £ 0010 0.148 %0014 0205 + 0024
Total-Avg 0.120 + 0,006 0.118 0,008 0238+ 0,014 0.145% £ 0.007 0.140%  0.010 0.285% + 0.017

The IHCR in each group is shown as the mean and standard error. The Sub-Avg and Total-Avg are shown as the group mean and standard error. Avg, average; Hi, one indlvicual's
heart hythm; Hp, the other indivicual's heart rhythm.

Values for co-sleepers that are significantly different from those of individuals sleeping separately are shown in bold; 2p < 0.02 (Wilcoxon signed-rank test).
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Group Relationship Duration (y) Sex Age (y) BMI (kg/m?)

1 Co-workers 15 M M 2 28 21.0 226
2 Friends 5 F F 23 24 224 18.7
3 Friends 1 3 F 25 23 19.7 213
4 Friends 25 F F 20 20 232 196
Sub-Avg NA 25 NA NA 235 238 216 206
5 Cohabitants 25 M F 30 29 25.7 193
6 Married 1 M F 31 28 239 224
7 Married 4 M F 35 33 22.4 200
8 Married 1 M F 29 28 260 179
Sub-Avg N/A 2.4 NA NA 313 295 245 198
Total-Avg NA 23 NA NA 274 236 230 202

M, male; F, femal

years; BMI, body mass index; Avg, average; N/A, not available.
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Group IHPS (%)
A=6 A=5
Sleeping separately Co-sleeping Sleeping separately Co-sleeping
Original Surrogate Original Surrogate Original Surrogate Original Surrogate
Value Average 95% CI Value Average 95% CI Value Average 95% CI Value Average 95% CI
1 0.00 0.05° 0.00-0.11 000 0.00 0.00-0.00 000 0.41° 0.02-0.19 0.89° 022 0.10-0.34
2 0.00 0.00 0.00-0.00 0.39° 0.13 0.04-0.21 000 0.09° 0.00-0.18 2.00° 053 037-0.70
3 0.52° 032 0.16-0.47 0.90° 0.59 041-0.77 057 077 0.56-0.98 2.49° 1.48 121-1.74
4 0.00 000 0.00-0.00 0.00 0.06° 001-0.11 000 0.00 0.00-0.00 0.00 0.41° 0.02-0.21
S.Avg.  0.18+013 009008 - 0824021 020013 - 0140144  024+018 - 135+£056  0.59 £031 -
5 0.00 0.05¢ 0.00-0.10 0.00 0.06° 0.00-0.11 0.00 0.232 0.13-0.33 1.30% 037 0.19-0.54
6 0.00 0.10° 0.08-0.17 1.79% 1.11 091-1.31 0.48 0.49 0.34-0.65 5.63° 308 269-3.48
7 4.67 264 2.21-3.08 8.22° 2.91 245-3.36 7.02 530 4.65-5.94 13722 640 5.76-7.03
8 0.00 0,00 0.00-0.00 000 0.00 0.00-0.00 000 0.11¢ 0.02-0.20 000 000 0.00-0.00
S. Avg. 117 £1.17 0.70 £ 0.65 - 2.50£2.00 1.02 £ 0.68 - 1.88+£1.72 1.63+1.26 - 516 £ 3.10 246 £1.48 -
T. Avg. 065+058 0.40£032 : 1.41£100  061+036 : 1.01£086  0.89+0.64 = 325+1.63 152079 =
Group IHPS (%)
A=4 A=3
Sleeping separately Co-sleeping Sleeping separately Co-sleeping
Original Surrogate Surrogate Original Surrogate Original Surrogate
Value Average 95% CI Value Average 95% CI Value Average 95% Cl Value Average 95% Cl
1 0.00 0.422 0.25-0.59 0.92° 067 043-0.91 6.03 4.00 3.52-4.48 581 593 5.28-6.50
2 1.872 0.37 0.22-0.51 5.572 2.09 1.66-2.53 4.02° 228 1.86-2.71 15.57% 8.86 7.92-9.79
3 230 218 1.83-2.52 379 400 353-4.48 9772 7.63 6.77-8.49 1054 12.00° 11.27-12.91
4 0.00 0.23% 0.10-0.36 2307 1.28 1.00-1.56 4.562 3.09 2.74-3.44 15.742 732 6.75-7.90
S.Avg.  1.04:061 080%0.46 - 3154100 201 +072 - 610+130  425%1.18 - 11922387 855+1.32 -
5 1.26 1.67 1.25-1.89 6.28% 200 1.65-2.35 7.01 8522 7.76-0.28 18.432 10.13 9.58-10.69
6 3.47° 228 1.82-2.74 17.08° 865 803-9.26 7.54° 653 5.77-7.30 39.43% 2361 22.47-24.74
7 13.922 11.33 10.45-12.21 2550 1492 13.86-15.98 20.86° 2424 2324-2525 37.00° 29.48 28.56-30.41
8 0.00 0.36% 0.22-0.50 000 047> 0.08-0.28 5.44° 486 435-5.37 7.63% 298 259-3.36
S.Avg.  466+317 389251 - 1223568 6444336 - 12.46£582  11.18:£4.40 25624761  1655+6.07 -
T. Avg. 285+ 164 2.34£132 - 760817  422+1.80 - 928+801  7.72+248 - 1877451  12.56+£325 -

A one-sample t-test was performed in each group between the resuits for IHPS obtained with the original data and 30 surrogate data sets. S. Avg and T. Avg are shown as the group mean and standard error. Values that were significantly
different in the comparison of results between the original data and surrogate data sets are shown in bold: 3p < 0.001; bp < 0.01; °p < 0.05. Cl, confidence interval: S. Avg, sub-average; T. Avg, total-average.





OPS/images/fphys-10-00190-t002.jpg
Group

Bw N =

Sub-Avg
5
6
7
8
Sub-Avg

Total-Avg

min, minute; Avg, average.
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Subjective sleep score (0-5)

Sleeping separately

3.0
40
20
3.0
3.0
3.0
3.0
45
3
34

32
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4.0
5.0
4.5
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5.0
3.0
45
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40
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40
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45
40
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40
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36
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Group IHPS (%)
A=6 A=5 A=14 A=3
Spt Co Spt Co Spt Co Spt Co
1 0.00 0.00 0.00 0.89 0.00 092 603 581
2 0.00 039 0.00 2,00 1.87 557 402 15.57
3 052 090 057 249 230 379 977 10.54
4 0.00 0.00 0.00 0.00 000 230 456 15.74
Sub-Avg 013013 032021 014014 1,35+ 056 1.04 £ 061 3.15 % 1.00 6.1+ 130 1192 £2.37
5 0.00 0.00 0.00 1.30 1.26 628 7.01 18.43
6 000 179 048 563 347 17.08 7.54 30.43
7 467 822 7.02 1372 13.92 25,59 29.86 37.00
8 0.00 000 000 000 000 000 5.44 7.63
Sub-Avg 1.47 £1.18 25+195 1.88+1.72 516+ 3.10 466+ 8.17 1223+ 5.68 12.46 £ 5.82 2562 +£7.61
TotaAvg  0.65+0.58 1.41£1.00 101+£086 326168 285164 7.69% £3.147 928+ 3.01 18772 £ 451

The data are shown as the group mean and the standard error. Avg, average; o, co-sleeping; Spt, sleeping separately. Values for co-sleepers that are significantly different from those
for individuals sleeping separately at different levels of A are shown in bold. %p < 0.02; ®p < 0.03 (Wilcoxon signed-rank test)
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