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Biometric verification by cross-correlation analysis of 12-lead ECG
patterns: Ranking of the most reliable peripheral and chest leads
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Abstract Background: Electrocardiogram (ECG)-based biometrics relies on the most stable and unique beat
patterns, i.e. those with maximal intra-subject and minimal inter-subject waveform differences seen
from different leads. We investigated methodology to evaluate those differences, aiming to rank the
most prominent single and multi-lead ECG sets for biometric verification across a large population.
Methods: A clinical standard 12-lead resting ECG database, including 460 pairs of remote
recordings (distanced 1 year apart) was used. Inter-subject beat waveform differences were studied
by cross-correlation and amplitude relations of average PQRST (500 ms) and QRS (100 ms)
patterns, using 8 features/lead in 12-leads. Biometric verification models based on stepwise linear
discriminant classifier were trained on the first half of records. True verification rate (TVR) on the
remaining test data was further reported as a common mean of the correctly verified equal subjects
(true acceptance rate) and correctly rejected different subjects (true rejection rate).

Results and conclusions: In single-lead ECG human identity applications, we found maximal TVR
(87—89%) for the frontal plane leads (I, —aVR, II) within (0—60°) sector. Other leads were ranked:
inferior (85%), lateral to septal (82—81%), with intermittent V3 drop (77.6%), suggesting anatomical
landmark displacements. ECG pattern view from multi-lead sets improved TVR: chest (91.3%), limb
(94.6%), 12-leads (96.3%).

© 2017 Elsevier Inc. All rights reserved.
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Introduction acceptable physiological measurement, is considered to exhibit
personalized beat patterns of electrical activity in respect of timing
and geometry that could be, however, affected by a number of
physiological factors, including age, body weight, stress, activity
and cardiac abnormalities [1,12,13]. State-of-the-art research
reveals the validity of single and multi-lead ECG for human
biometrics in both verification [2,4,6—15] and identification
[3,10,13,14,16—19] scenarios when persons with known and
unknown identity are recognized, respectively.

The ECG biometric features are either morphological or
waveform based. The former include temporal, amplitude, area
and angle features of fiducial points over the PQRST pattern
[2,10], whose correct measurement could be ensured by
certified commercial ECG analysis software [11] and device
[16]. Waveform-based features are calculated over the whole
PQRST pattern by Euclidean distance [15], autocorrelation [9],
cross-correlation [4,12,13,18,19], wavelet decomposition [3],

In the last decade the electrocardiogram (ECG) based
biometrics is a field of active research, focused on numerous
applications in remote healthcare monitoring [ 1] with biosensors
integrated into mobile devices [2,3], wearable smart watch-type
devices [4], secure wireless body area sensor networks [5,6], and
continuous authentication applications with adaptive strategies
to follow individual beat variations in 24 h ECG recordings [7].
Other applications utilize the unique beat behavioral in short
duration ECG recordings over 15—120 s in one-lead configu-
ration for finger-based ECG biometrics [8—10] and merely
10s in 12-lead configuration for patient validation support and
error screening of digital ‘in-hospital” ECG databases [11]. The
ECG, being continuously available, low-cost and routine
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short-time Fourier transform and log-likelihood ratio [8], or are
fully independent from the fiducial point detection, using an
autocorrelation over long parts of the signal, followed by a
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Minimizing the impact of artifacts prior to the start of the ECG recording is an approach for providing
a diagnostically reliable data. A solution to this problem is a continuous feedback of the ECG quality
and prompt start of the recording at potentially the best quality. The real-time lead quality monitoring
library (LQMLib) is introduced to trigger the recording of 10 s resting 12-lead ECG at the optimal snapshot
moment (the earliest in time, the best in quality). The triggering condition considers the Snapshot quality
(signal-to-noise ratio of the most noisy 4 s segment within 10 s) exceeding an adaptive quality threshold
(AQT). The optimal AQT (descending from 85% down to 60% over 1 min) is validated on two independent
clinical datasets from an emergency department, including 267/385 standard 12-lead ECGs. The test-
validation LQMLib performance is: (84.7-87.2)% of ECGs would be triggered at their maximal Snapshot
quality; (31.2-33.1)% at the optimal snapshot time (+2.5s); (25.7-29.3)% would be started earlier, typi-
cal for high quality ECGs with progressively increasing supra-threshold Snapshot quality; (37.2-43.1)%
would be recorded with a delay >2.5 s, typical for low quality ECGs with sub-threshold maximal Snapshot
quality that is not validated as potentially the best quality until AQT criterion declines later within 1 min.
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1. Introduction

The routine use of the standard 12-lead electrocardiogram
(ECG) for noninvasive clinical investigation of acute and chronic
cardiovascular diseases sets the important issue for ensuring diag-
nostically interpretable high-quality signals in all ECG leads [1,2].
The acquisition of 12 ECG leads, all of high quality, is a challeng-
ing task, considering the susceptibility of each lead to different
permanent or transient noises, caused by patient movement, elec-
tromyogram artifacts, electromagnetic interferences, etc., which
have unpredictable onset and duration and could occur separately
or simultaneously, thus compromising the correct ECG interpre-
tation. According to the current clinical guidelines for recording of
standard 12-lead ECG, the medical staffis responsible for the proper
electrodes placement, patient’s body positioning, skin preparation,
as well as for the approval of the ECG quality in terms of clearly vis-
ible P, QRS, T waveforms, stable and free of interference isoelectric
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line [3]. The high rate of unusable data due to insufficient quality
(5% of 20 million ECGs worldwide) [4] suggests that the human
factor is susceptible to shortcomings. There is a significant room
for improvement of the recording conditions control by automated
ECG quality assessment algorithms, which is one that has become
a topic of intensive research during the last few years.

The PhysioNet/Computing in Cardiology (CinC) Challenge 2011
has essentially contributed to the development of different
solutions for identifying common distorting factors during ECG
acquisition and classification of 12-lead ECG quality as acceptable
or unacceptable for diagnostic purposes [5]. Various ECG distur-
bance detection techniques have been applied for the derivation of
analytical ECG quality metrics for the presence of:

- missing leads with constant voltage [6-15] and/or low amplitude
[6,10-12,16];

- baseline wander and high-frequency noises [6,7,9,12,13,15-18];

- steep slope and/or high amplitude artifacts [6,8-10,12,15];

- failure in QRS detection [7,8,13];

- disturbances in template and signal morphology features [19];
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Abstract
False intensive care unit (ICU) alarms induce stress in both patients and
clinical staff and decrease the quality of care, thus significantly increasing
both the hospital recovery time and rehospitalization rates. In the PhysioNet/
CinC Challenge 2015 for reducing false arrhythmia alarms in ICU bedside
monitor data, this paper validates the application of a real-time arrhythmia
detection library (ADLib, Schiller AG) for the robust detection of five types of
life-threatening arrhythmia alarms. The strength of the application is to give
immediate feedback on the arrhythmia event within a scan interval of 3 s-7.5's,
and to increase the noise immunity of electrocardiogram (ECG) arrhythmia
analysis by fusing its decision with supplementary ECG quality interpretation
and real-time pulse wave monitoring (quality and hemodynamics) using
arterial blood pressure or photoplethysmographic signals. We achieved the
third-ranked real-time score (79.41) in the challenge (Event 1), however, the
rank was not officially recognized due to the ‘closed-source’ entry. This study
shows the optimization of the alarm decision module, using tunable parameters
such as the scan interval, lead quality threshold, and pulse wave features, with
a follow-up improvement of the real-time score (80.07). The performance
(true positive rate, true negative rate) is reported in the blinded challenge
test set for different arrhythmias: asystole (83%, 96%), extreme bradycardia
(100%, 90%), extreme tachycardia (98%, 80%), ventricular tachycardia (84 %,
82%), and ventricular fibrillation (78%, 84%). Another part of this study
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considers the validation of ADLib with four reference ECG databases (AHA,
EDB, SVDB, MIT-BIH) according to the international recommendations for
performance reports in ECG monitors (ANSI/AAMI EC57). The sensitivity
(Se) and positive predictivity (4P) are: QRS detector QRS (Se, +P) > 99.7%,
ventricular ectopic beat (VEB) classifier VEB (Se, +P) = 95%, and ventricular
fibrillation detector VFIB (P 4+ = 94.8%) > VFIB (Se = 86.4%), adjusted
to the clinical setting requirements, giving preference to low false positive
alarms.

Keywords: ECG monitoring, QRS detection, heartbeat classification, ECG
quality, pulse wave analysis, life-threatening arrhythmia, false ICU alarms

(Some figures may appear in colour only in the online journal)

1. Introduction

According to the European Committee for Standardization (CEN: Comité Européen de
Normalisation 1995), medical device alarms are classified into three categories: high prior-
ity (accompanied by a flashing red light), indicating an urgent life-threatening situation that
requires immediate action; medium priority (flashing yellow light) for dangerous conditions,
demanding a quick response; and low priority (constant yellow indicator), for alerts that
should be brought to the attention of the medical staff. The ‘yellow’ alarms are typically not
very loud and last for 5s or 6s, however, the critical ‘red’ alarms, which are usually config-
ured for life-threatening arrhythmia (Drew er al 2014), are much more intense and distinctive
and remain switched on until they are acknowledged by the person responsible (Aboukhalil
et al 2008). The average number of different alarm sounds in the intensive care unit (ICU)
has increased from 6 in 1983 (Kerr et al 1983) to more than 40 in 2011 (Borowski et al
2011), which together with the intentional setting of cardiac monitors to high sensitivity at
the expense of specificity (Drew et al 2004) and the influence of motion artifacts on their
accuracy, expose the medical staff and the patients to a high number of different alarms.
There are studies reporting that only 2%—9% of ICU alarms are important for patient man-
agement (Tsien and Fackler 1997), 6%—40% are true but clinically insignificant, while ICU
false alarms are prevalent with rates as high as 89% (Drew et al 2014). False alarms mainly
induce stress in both patients and medical staff (Baker 1992, Cropp et al 1994, Novaes et al
1997, Topf and Thompson 2001, Morrison et al 2003), causing fatigue and desensitization to
emergency signals and slower response times for the personnel (Chambrin 2001, Donchin and
Seagull 2002, Imhoff and Kuhls 2006), as well as sleep disruption and depressed immune sys-
tems for the patients (Hagerman et al 2005, Parthasarathy and Tobin 2004). This is reported to
significantly increase both the hospital recovery time (Cropp et al 1994, Donchin and Seagull
2002) and rehospitalization rates (Hagerman ez al 2005).

These high rates of false arrhythmia alarms suggest significant room for improvement in
this field, which is one that has become a topic of intensive research during the last few dec-
ades. The first attempts to cope with the problem were based only on the processing of the
the electrocardiogram (ECQG) via filtering techniques, applied to smooth the heart rate trends
(Mikivirta et al 1991) or identify artifacts (Sittig and Factor 1990), and a knowledge-based
system (Koski et al 1994) to reduce false alarms. These measures achieved alarm rejection
rates of 37%—-54%, however, they were evaluated using restricted databases.

Considering that false arrhythmia alarms are commonly due to single-channel ECG arti-
facts and/or low-voltage signals, it is likely that they may be reduced by using all available
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Abstract Background: Electrocardiogram (ECG) biometrics is an advanced technology, not yet covered by
guidelines on criteria, features and leads for maximal authentication accuracy.

Objective: This study aims to define the minimal set of morphological metrics in 12-lead ECG by
optimization towards high reliability and security, and validation in a person verification model
across a large population.

Methods: A standard 12-lead resting ECG database from 574 non-cardiac patients with two remote
recordings (>1 year apart) was used. A commercial ECG analysis module (Schiller AG) measured
202 morphological features, including lead-specific amplitudes, durations, ST-metrics, and axes.
Coefficient of variation (CV, intersubject variability) and percent-mean-absolute-difference (PMAD,
intrasubject reproducibility) defined the optimization (PMAD/CV — min) and restriction
(CV < 30%) criteria for selection of the most stable and distinctive features. Linear discriminant
analysis (LDA) validated the non-redundant feature set for person verification.

Results and conclusions: Maximal LDA verification sensitivity (85.3%) and specificity (86.4%)
were validated for 11 optimal features: R-amplitude (LII,V1,V2,V3,V5), S-amplitude (V1,V2),
Tnegative-amplitude (aVR), and R-duration (aVF,V1).

© 2016 Elsevier Inc. All rights reserved.

Keywords: ECG biometrics; Person authentication; ECG diagnostic morphological features; Optimization criteria; Linear
discriminant analysis

Introduction tion. The application of such a person identity approach can
be easily extended to automated management of in-hospital
databases.

Published studies use different types of fiducial based
ECG metrics: temporal features [2—5] (hypothized to be
invariant to the sensor placement [2]), amplitudes and slopes
[4-9] (reported to be more informative than the temporal
features [5]), Q, R, S angles [5,7] and frequency character-
tistics [10]. The classification techniques employed for
identity recognition use linear discriminant analysis (LDA)
[2—4], Euclidean distance criteria [7,9], principal component
analysis score plots [6], correlation analysis [8], neural
networks [5], threshold based approaches [10], etc.

A limitation in the field for person authentication via ECG
is the lack of standardized public databases containing
multiple ECG recordings per subject with sufficient temporal
separation. For that reason, some studies use proprietary

The biometric authentication via ECG, interacting
entirely with physiological characteristics, is robust to
hacker attacks and falsification, and it is therefore considered
as an advanced technology when high-level automated
security is demanded [1]. Two identity recognition scenarios
are administered — person verification (one-to-one scenario)
and person identification (one-to-many scenario). Existing
ECG identity recognition techniques are either fiducial or
non-fiducial based. The former are the primary considered in
the field as they employ morphological features, typically
measured for diagnostic purposes by ECG devices. Thus, the
crucial task for precise localization of specific anchor points
on the P-QRS-T segment can be managed by certified
commercial ECG analysis modules with minimal interven-
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databases from limited population [2,3,6,9], single lead
[2,3,7,9] or limited time distance between intrasubject ECGs,
acquired within a few days [6], in a single day at different
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ARTICLE INFO ABSTRACT

Article history: Background and objective: A crucial factor for proper electrocardiogram (ECG) interpretation
Received 18 December 2015 is the correct electrode placement in standard 12-lead ECG and extended 16-lead ECG for
Received in revised form accurate diagnosis of acute myocardial infarctions. In the context of optimal patient care,
12 May 2016 we present and evaluate a new method for automated detection of reversals in peripheral
Accepted 21 June 2016 and precordial (standard, right and posterior) leads, based on simple rules with inter-lead

correlation dependencies.

Keywords: Methods: The algorithm for analysis of cable reversals relies on scoring of inter-lead corre-
ECG electrode interchange lations estimated over 4s snapshots with time-coherent data from multiple ECG leads. Peripheral
Lead swap cable reversals are detected by assessment of nine correlation coefficients, comparing V6 to
ECG pattern progression limb leads: (I, IL, I11, I, -II, -III, -aVR, -aVL, —aVF). Precordial lead reversals are detected by analy-
Cross-correlation analysis sis of the ECG pattern cross-correlation progression within lead sets (V1-V6), (V4R, V3R, V3,
Limb leads V4), and (V4, V5, V6, V8, V9). Disturbed progression identifies the swapped leads.

Precordial leads Results: A test-set, including 2239 ECGs from three independent sources—public 12-lead (PTB,

CSE) and proprietary 16-lead (Basel University Hospital) databases—is used for algorithm
validation, reporting specificity (Sp) and sensitivity (Se) as true negative and true positive
detection of simulated lead swaps. Reversals of limb leads are detected with Se = 95.5-
96.9% and 100% when right leg is involved in the reversal. Among all 15 possible pairwise
reversals in standard precordial leads, adjacent lead reversals are detected with Se = 93.8%
(V5-V6), 95.6% (V2-V3), 95.9% (V3-V4), 97.1% (V1-V2), and 97.8% (V4-V5), increasing to 97.8-
99.8% for reversals of anatomically more distant electrodes. The pairwise reversals in the
four extra precordial leads are detected with Se = 74.7% (right-sided V4R-V3R), 91.4% (pos-
terior V8-V9), 93.7% (V4R-V9), and 97.7% (V4R-V8, V3R-V9, V3R-V8). Higher true negative rate
is achieved with Sp > 99% (standard 12-lead ECG), 81.9% (V4R-V3R), 91.4% (V8-V9), and 100%
(V4R-V9, V4R-V8, V3R-V9, V3R-V8), which is reasonable considering the low prevalence of
lead swaps in clinical environment.
Conclusions: Inter-lead correlation analysis is able to provide robust detection of cable re-
versals in standard 12-lead ECG, effectively extended to 16-lead ECG applications that have
not previously been addressed.

© 2016 Elsevier Ireland Ltd. All rights reserved.
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Abstract

This study presents a 2-stage heartbeat classifier of supraventricular (SVB) and ventricular
(VB) beats. Stage 1 makes computationally-efficient classification of SVB-beats, using sim-
ple correlation threshold criterion for finding close match with a predominant normal (refer-
ence) beat template. The non-matched beats are next subjected to measurement of 20
basic features, tracking the beat and reference template morphology and RR-variability for
subsequent refined classification in SVB or VB-class by Stage 2. Four linear classifiers are
compared: cluster, fuzzy, linear discriminant analysis (LDA) and classification tree (CT), all
subjected to iterative training for selection of the optimal feature space among extended
210-sized set, embodying interactive second-order effects between 20 independent fea-
tures. The optimization process minimizes at equal weight the false positives in SVB-class
and false negatives in VB-class. The training with European ST-T, AHA, MIT-BIH Supra-
ventricular Arrhythmia databases found the best performance settings of all classification
models: Cluster (30 features), Fuzzy (72 features), LDA (142 coefficients), CT (221 decision
nodes) with top-3 best scored features: normalized current RR-interval, higher/lower fre-
quency content ratio, beat-to-template correlation. Unbiased test-validation with MIT-BIH
Arrhythmia database rates the classifiers in descending order of their specificity for SVB-
class: CT (99.9%), LDA (99.6%), Cluster (99.5%), Fuzzy (99.4%); sensitivity for ventricular
ectopic beats as part from VB-class (commonly reported in published beat-classification
studies): CT (96.7%), Fuzzy (94.4%), LDA (94.2%), Cluster (92.4%); positive predictivity:
CT (99.2%), Cluster (93.6%), LDA (93.0%), Fuzzy (92.4%). CT has superior accuracy by
0.3-6.8% points, with the advantage for easy model complexity configuration by pruning
the tree consisted of easy interpretable ‘if-then’ rules.

PLOS ONE | DOI:10.1371/journal.pone.0140123 October 13,2015
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Abstract

In the present work an attempt is made to evaluate objectively the ven-
tilated patients’ condition from the monitored parameters (standard physio-
logical parameters, parameters of the ventilation and respiratory mechanics,
parameters of the gas exchange and energy expenditure) in order to determine
their readiness for weaning from mechanical ventilation support. This research
is a step in improving the care for ventilated patients in order to decrease the
period of ventilation support. In the Central Intensive Care Unit, University
Emergency Hospital “N. I. Pirogov” an investigation is conducted, with stages
described in detail in the paper. A generalized model represents these phases.
The decision criteria and the results of their application are evaluated by the
so-constructed generalized net and a validity score is updated for each rule to
be used in further considerations. The accuracy of the predictive rules has been
estimated by calculating the sensitivity, specificity, the positive- and negative
predictive value. Due to the relatively small number of patients, the developed
GN-model will be refined in the course of the continuing investigation at the
Central Intensive Care Unit, University Emergency Hospital “N. I. Pirogov”.

Key words: generalized nets, weaning from mechanical ventilation, de-
cision criteria

1. Introduction. The mechanical ventilation support is life-saving for the
critically ill. The per cent of patients who undergo breathing support in inten-
sive care units is significant — up to 90% of all entering patients. At the same
time they account for 37% of the cost of the intensive care treatment. With the
fading of the causes leading to ventilation support, it can be ended relatively

This work is partially supported by the National Science Fund of Bulgaria under grants No
DTK 02/48 — “System for Computer Aid of the Decisions for Weaning Critically Ill Ventilator
Dependent from Mechanical Ventilation”.
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Shock advisory system with minimal delay triggering after end of chest
compressions: Accuracy and gained hands-off time
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ARTICLE INFO ABSTRACT

Keywords:

Automated external defibrillator
Out-of-hospital cardiopulmonary resuscita-
tion

Shortened pre-shock pause

ECG

rhythm analysis

Aims: Shortening hands-off intervals can improve benefits from defibrillation. This study presents the per-
formance of a shock advisory system (SAS), which aims to decrease the pre-shock pauses by triggering fast
rhythm analysis at minimal delay after end of chest compressions (CC).

Methods: The SAS is evaluated on a database of 1301 samples from 311 out-of-hospital cardiac arrests (OHCA)
from automated external defibrillators (AEDs). The following rhythms are identified: 788 asystoles (ASYS), 20
normal sinus rhythms (NSR), 394 other non-shockable rythms (ONS), 81 ventricular fibrillations (VF), 18 rapid
ventricular tachycardias (VThi). SAS is launched in two-stages: first stage for accurate detection of actual end
of CC (ReEoCC); second stage for early “Shock”/“No-Shock” decision by using all available artifact-free ECG
signals after REoCC during 3,5,7 s.

Results: Performance of the presented SAS versus AEDs is compared. The median hands-off time gained from
earlier starting of ECG analysis is 5.8 s and for earlier shock advice is 12.5 s to 8.5 s when SAS rhythm analysis
lasts 3 s to 7 s. The SAS accuracy at 3-7 s is: specificity 97.7-98.9% (ASYS), 100-100% (NSR), 98.5-99.2% (ONS);
sensitivity 91.4-98.8% (VF), 88.9-96.7% (VThi).

Conclusion: This study indicates that shortening the pre-shock hands-off pause by more efficient management
of the SAS process in AEDs is possible. For analysis duration of 5 s (7 s), the delay between the end of chest
compressions and the shock advice can be reduced by 10.5 s (8.5 s) median, while AHA requirements for
rhythm detection accuracy are met. The use of this solution in AEDs could provide more reliable rhythm
analysis than methods applying filtering techniques during CC.

© 2011 Elsevier Ireland Ltd. All rights reserved.

1. Introduction

Current use of automated external defibrillators (AEDs) is not
only dedicated to deliver electrical shocks to victims of sudden
cardiac arrest due to ventricular fibrillation (VF), but also to sup-
port the rescuer team during the intervention. AED instructions
follow a standard basic life support (BLS) protocol, including car-
diopulmonary resuscitation (CPR) as a series of chest compressions
(CC) interrupted by insufflations. On a regular basis, however,
CPR is stopped to allow the AED shock advisory system (SAS) to
analyze the patient rhythm on an artifact free electrocardiogram
(ECG) aiming at accurate indication for shock or immediate CPR
resumption.

The importance of early CPR jointly with defibrillation within
3 to 5 min of collapse has been highlighted in ERC Guidelines for
Resuscitation. In addition to 2005 Guidelines,' 2010 Guidelines>3

* Address for correspondence: Jean-Philippe Didon, PhD, Schiller Médical SAS, 4
rue L. Pasteur, ZAE Sud BP 90050, F-67160 Wissembourg, France Cedex. Tel.: +33
(0)3 88 63 36 28; fax: +33 (0)3 88 63 36 49.

E-mail address: jean-philippe.didon@schiller.fr (J.-P. Didon et al.).
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recommend to minimize interruptions in CC during the entire
resuscitation attempt. These hands-off intervals with no blood flow
and significant drop of the coronary perfusion pressure have been
reported to reduce the likelihood of successful defibrillation in
animal and human studies.*?

Pre-shock pauses required for ECG analysis in the AED are one
important cause of CC interruption. Decreasing the duration of
pre-shock analysis would help to minimize interruptions of chest
compressions. A relationship has been found between improved
defibrillation success and shorter pre-shock pauses. In a multicenter
observational clinical study,® shock efficacy increased from 38% to
94% when pre-shock pause decreases from more than 30 s to less
than 10 s. Another study reports increased likelihood of return of
spontaneous circulation (ROSC) with pre-shock pauses of less than
3 sin OHCA.”

Pre-shock pauses can be decreased by changing the scheduling
the tasks performed during CPR. In DEFI 2005, Jost et al. used
a standard SAS slipped into the CPR series of CC 30 s before
the intended shock delivery. These 30 s are used to charge the
capacitor. When delivered, the shock benefits from a reduced delay
after the actual end of CC from 19 to 9 s. The shock efficacy in
both of these groups is not known. Although the control arm of the
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Abstract

This study aims to contribute to the scarce data available about the abilities of
untrained lay persons to perform hands-only cardio-pulmonary resuscitation
(CPR) on a manikin and the improvement of their skills during training with
an autonomous CPR feedback device. The study focuses on the following
questions: (i) Is there a need for such a CPR training device? (ii) How
adequate are the embedded visual feedback and audio guidance for training of
lay persons who learn and correct themselves in real time without instructor
guidance? (iii) What is the achieved effect of only 3 min of training? This is
a prospective study in which 63 lay persons (volunteers) received a debriefing
to basic life support and then performed two consecutive 3 min trials of
hands-only CPR on a manikin. The pre-training skills of the lay persons
were tested in trial 1. The training process with audio guidance and visual
feedback from a cardio compression control device (CC-Device) was recorded
in trial 2. After initial debriefing for correct chest compressions (CC) with rate
85-115 min~!, depth 3.8-5.4 cm and complete recoil, in trial 1 the lay persons
were able to perform CC without feedback at mean rate 95.9 £+ 18.9 min—!,
mean depth 4.13 £+ 1.5 cm, with low proportions of ‘correct depth’, ‘correct
rate’ and ‘correct recoil’ at 33%, 43%, 87%, resulting in the scarce proportion
of 14% for compressions, which simultaneously fulfill the three quality criteria
(‘correct all’). In trial 2, the training process by the CC-Device was established
by the significant improvement of the CC skills until the 60th second of training,
when ‘correct depth’, ‘correct rate’ and ‘correct recoil’ attained the plateau of
the highest quality at 82%, 90%, 96%, respectively, resulting in 73% ‘correct

3 Author to whom any correspondence should be addressed.
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all’ compressions within 3 min of training. The training was associated
with reduced variance of the mean rate 102.4 & 4.7 min~—! and mean depth
4.3 £ 0.4 cm, indicating a steady CC performance achieved among all trained
participants. Multivariable linear regression showed that the compression
depth, rate and complete chest recoil did not strongly depend on lay person
age, gender, height, weight in pre-training and training stage (correlation
coefficient below 0.54). The study confirmed the need for developing CPR
abilities in untrained lay persons via training by real-time feedback from the
instructor or CC-Device. The CC-Device embedded feedback was shown to be
comprehensible and easy to be followed and interpreted. The high quality of
the CC-Device-assisted training process of lay persons was confirmed. Thus
learning or refresher courses in basic life support could be organized for more
people trained at the same time with fewer instructors needed only for the initial
debriefing and presentation of the CC-Device.

Keywords: cardio-pulmonary resuscitation (CPR), CPR quality, depth, rate,
recoil of chest compressions, basic life support, training

1. Introduction

Since the early 1960s, cardio-pulmonary resuscitation (CPR) has been introduced as a life-
saving first aid in case of sudden cardiac death (Ad Hoc Committee on Cardiopulmonary
Resuscitation 1966). Many conditions have been documented to provide survival benefits
from CPR.

A crucial factor is the quality of chest compressions (CC) for which the American Heart
Association (AHA 2005) Guidelines for CPR states (i) optimal CC depth of 1.5-2 inches; (ii)
optimal CC rate of about 100 compressions min™'; (iii) complete chest recoil by relieving all
pressure from the chest after each compression. All these CC variables assist the proper CPR
hemodynamics that maintains the optimal coronary artery perfusion pressure (Wesley 2006).

Another benefit for improved outcome in out-of-hospital cardiac arrest (OHCA) victims is
the early bystander CPR not delaying the treatment until the arrival of the emergency medical
services (EMS) and the defibrillator (Bossaert and Van Hoeyweghen 1989). Although the
long-term survival (to hospital discharge or up to 1 month after OHCA) is reported to be
limited (Van Hoeyweghen et al 1993, Wik et al 1994, Gallagher et al 1995, Herlitz et al
2005)—0.8-7% for no bystander CPR, 1-6.2% for inadequate bystander CPR, 4.6-23% for
high-quality bystander CPR—the odds ratios of survival reported between 1.7 and 23 prove
significant benefit of high-quality bystander CPR from trained lay persons or professionals
compared to bad quality CPR from untrained lay persons. In Van Hoeyweghen et al (1993), a
significant effect on survival was not found when comparing incorrect CPR and no bystander
CPR.

The review of the results reported for the quality of prehospital CPR (Bossaert and Van
Hoeyweghen 1989, Van Hoeyweghen et al 1993, Wik et al 1994, Gallagher et al 1995, Ko et al
2005) reveals 16-71% bad quality of bystander CPR by both EMS providers and lay people.
Also, in-hospital studies of healthcare professionals (hospital nurses and doctors) indicate
poor CPR quality, including too slow CC rates in 28—-69% (Abella et al 2005a, 2005b) and too
shallow CC in 37% (Abella et al 2005a), both resulting in low coronary perfusion pressures
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Abstract—Minimum ‘“‘hands-off” intervals during cardiopul-
monary resuscitation (CPR) are required to improve the
success rate of defibrillation. In support of such life-saving
practice, a shock advisory system (SAS) for automatic
analysis of the electrocardiogram (ECG) contaminated by
chest compression (CC) artefacts is presented. Ease of use for
the automated external defibrillators (AEDs) is aimed and
therefore only processing of ECG from usual defibrillation
pads is required. The proposed SAS relies on assessment of
outstanding components of ECG rhythms and CC artefacts in
the time and frequency domain. For this purpose, three
criteria are introduced to derive quantitative measures of
band-pass filtered CC-contaminated ECGs, combined with
three more criteria for frequency-band evaluation of recon-
structed ECGs (rECG). The rECGs are derived by specific
techniques for CC waves similarity assessment and are
reproducing to some extent the underlying ECG rhythms.
The rhythm classifier embedded in SAS takes a probabilistic
decision designed by statistics on the training dataset. Both
training and testing are fully performed on real CC-contam-
inated strips of 10 s extracted from human ECGs of out-of-
hospital cardiac arrest interventions. The testing is done on
172 shockable strips (ventricular fibrillations VF), 371 non-
shockable strips (NR) and 330 asystoles (ASYS). The
achieved sensitivity of 90.1% meets the AHA performance
goal for noise-free VF (>90%). The specificity of 88.5% for
NR and 83.3% for ASYS are comparable or even better than
accuracy reported in literature. It is important to note that,
the aim of this SAS is not to recommend shock delivery but to
advice the rescuers to “Continue CPR” or to “Stop CPR and
Prepare for Shock” thus minimizing ‘‘hands-off”” intervals.

Keywords—Early defibrillation, Out-of-hospital cardiac
arrest (OHCA), Chest compression artefacts, Shockable
and non-shockable rhythms, Time and frequency ECG
analysis, AED, CPR.
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INTRODUCTION

Slightly less than half of the sudden cardiac arrests
begin with ventricular fibrillation (VF).>>3*? In such
cases, an immediate defibrillation is recommended
since each minute delay reduces the probability of
patient survival by 10%.>*3? Cardiopulmonary resus-
citation (CPR) has been advised as the best treatment
for out-of-hospital cardiac arrests (OHCA) until the
arrival of an automated external defibrillator (AED).'®
The CPR contributes to the sustained cerebro-vascular
function by preserving a level of oxygen supply to the
brain, vital organs and importantly the heart. The
latter prevents myocardial ischemia, and VF from
deteriorating to asystole, and thus increases the prob-
ability of a successful defibrillation.*® Longer com-
pression periods with minimal ‘“‘“hands-off”” time may
even increase the rate of restoring the spontaneous
circulation.'®'*?® This fact is supported by the recent
American Heart Association (AHA) Guidelines 2008
2% promoting “hands-only” CPR.

The mechanical activity of chest compressions (CC)
during CPR induces large artefact components into
the electrocardiogram (ECG) acquired via the defi-
brillation pads.'” The superposition of ECG and CC
artefacts often resembles ventricular fibrillation/
tachycardia (VF/VT),' resulting in both specificity (Sp)
and sensitivity (Se) reduction of AED shock advisory
systems (SASs).>*!"!? Therefore, the current practice
recommends CPR interruption when it is necessary to
assess the rhythm’ thus providing noise-free ECGs as
required for a reliable shock/no-shock decision in
AEDs.?! The adverse effects of the “hands-off” inter-
vals during the regular AED analyses are associated
with intermittent lack of cerebral and myocardial
blood flow that was reported to be deleterious to the
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Abstract

This paper presents a bench study on a commercial automated external
defibrillator (AED). The objective was to evaluate the performance of the
defibrillation advisory system and its robustness against electromagnetic
interferences (EMI) with central frequencies of 16.7, 50 and 60 Hz. The
shock advisory system uses two 50 and 60 Hz band-pass filters, an adaptive
filter to identify and suppress 16.7 Hz interference, and a software technique
for arrhythmia analysis based on morphology and frequency ECG parameters.
The testing process includes noise-free ECG strips from the internationally
recognized MIT-VFDB ECG database that were superimposed with simulated
EMI artifacts and supplied to the shock advisory system embedded in a real
AED. Measurements under special consideration of the allowed variation of
EMI frequency (15.7-17.4, 47-52, 58-62 Hz) and amplitude (1 and 8 mV)
were performed to optimize external validity. The accuracy was reported
using the American Heart Association (AHA) recommendations for arrhythmia
analysis performance. In the case of artifact-free signals, the AHA performance
goals were exceeded for both sensitivity and specificity: 99% for ventricular
fibrillation (VF), 98% for rapid ventricular tachycardia (VT), 90% for slow
VT, 100% for normal sinus rhythm, 100% for asystole and 99% for other
non-shockable rhythms. In the presence of EMI, the specificity for some
non-shockable rhythms (NSR, N) may be affected in some specific cases of
a low signal-to-noise ratio and extreme frequencies, leading to a drop in the
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specificity with no more than 7% point. The specificity for asystole and
the sensitivity for VF and rapid VT in the presence of any kind of 16.7,
50 or 60 Hz EMI simulated artifact were shown to reach the equivalence of
sensitivity required for non-noisy signals. In conclusion, we proved that the
shock advisory system working in a real AED operates accurately according to
the AHA recommendations without artifacts and in the presence of EMI. The
results may be affected for specificity in the case of a low signal-to-noise ratio
or in some extreme frequency setting.

Keywords: ECG signals, recognition of shockable and non-shockable
rhythms, VF detection, robustness against EMI, automated external
defibrillators

Introduction

Automated external defibrillators (AEDs) are designed to provide life-saving shocks within the
first decisive minutes after cardiac arrest. The possible absence of any medical professionals
in an out-of-hospital setting requires not only the best ease-of-use (Eames et al 2003), but also
a high accuracy for arrhythmia recognition for the underlying shock decision of the device
(Kerber et al 1997).

Artifacts caused by electromagnetic interference (EMI) are known to reduce the ECG-
signal quality and impair proper analysis. The identified possible sources of EMI in the
out-of-hospital setting are (i) high-voltage power lines and transformers, operating with the
mains frequencies of 50 or 60 Hz, and (ii) power lines and generators for the railway networks
in several countries with a frequency of 16.7 Hz (Commission decision 2002/733/EC, Kanz
et al 2004). Strong EMI may overlap with the ECG (Schlimp et al 2004, 2007), and probable
errors in the rhythm analysis may lead to inappropriate shock decisions.

Although the study of Stolzenberg et al (2002) did not encounter any significant errors in
the ECG analysis of AEDs, some authors have reported a reduced performance of commercial
AEDs, which caused false positive shock decisions in the presence of sinus rhythms in humans
(Fleischhackl et al 2006) or false negative decisions that prevented the delivery of a necessary
shock on shockable rhythms in simulators (Kanz er al 2004). A complete validation of the
arrhythmia recognition (AR) algorithm for robustness against the influence of environmental
EMI is needed, since the systematic measurements of AR accuracy with a variety of ECG
recordings that reproduce real-life conditions in the presence of EMI artifacts are missing.

In light of this, the objective of our study was to evaluate the performance of a defibrillation
advisory system working in a real AED and its robustness against EMI with central frequencies
of 16.7, 50 and 60 Hz. The tests followed the American Heart Association (AHA)
recommendations for reporting the AR performance (Kerber et al 1997) by using noise-free
ECG strips from the internationally recognized MIT-VFDB ECG database. Additionally, they
were superimposed with simulated EMI artifacts. Measurements under special consideration
of the allowed variation of frequency (Commission decision 2002/733/EC) were performed to
optimize external validity.

Material and methods

This observational prospective simulation study took place in the Schiller Laboratories,
Wissembourg, France.
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Abstract—The present work describes fast computation
methods for real-time digital filtration and QRS detection,
both applicable in autonomous personal ECG systems for
long-term monitoring. Since such devices work under con-
siderable artifacts of intensive body and electrode move-
ments, the input filtering should provide high-quality ECG
signals supporting the accurate ECG interpretation. In this
respect, we propose a combined high-pass and power-line
interference rejection filter, introducing the simple principle
of averaging of samples with a predefined distance
between them. In our implementation (sampling frequency
of 250 Hz), we applied averaging over 17 samples distanced
by 10 samples (Filter10x17), thus realizing a comb filter with
a zero at 50 Hz and high-pass cut-off at 1.1 Hz. Filteri0x17
affords very fast filtering procedure at the price of minimal
computing resources. Another benefit concerns the small
ECG distortions introduced by the filter, providing its
powerful application in the preprocessing module of diag-
nostic systems analyzing the ECG morphology. FilteriOx17
does not attenuate the QRS amplitude, or introduce signif-
icant ST-segment elevation/depression. The filter output
produces a constant error, leading to uniform shifting of
the entire P-QRS-T segment toward about 5% of the R-peak
amplitude. Tests with standardized ECG signals proved
that Filterl0x17 is capable to remove very strong baseline
wanderings, and to fully suppress 50 Hz interferences. By
changing the number of the averaged samples and the
distance between them, a filter design with different cut-off
and zero frequency could be easily achieved. The real-time
QRS detector is designed with simplified computations over
single channel, low-resolution ECGs. It relies on simple
evaluations of amplitudes and slopes, including history of
their mean values estimated over the preceding beats, smart
adjustable thresholds, as well as linear logical rules for
identification of the R-peaks in real-time. The performance
of the QRS detector was tested with internationally recog-
nized ECG databases (AHA, MIT-BIH, European ST-T
database), showing mean sensitivity of 99.65% and positive
predictive value of 99.57%. The performance of the pre-
sented QRS detector can be highly rated, comparable and
even better than other published real-time QRS detectors.

Address correspondence to Vessela Krasteva, Centre of Bio-
medical Engineering ‘Prof. Ivan Daskalov’, Bulgarian Academy of
Sciences, Acad. G. Bonchev str., BL105, 1113 Sofia, Bulgaria.
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Examples representing some typical unfavorable conditions
in real ECGes, illustrate the common operation of Filter10x17
and the QRS detector.

Keywords—Real-time ECG analysis, ECG preprocessing,
High-pass filtering, Baseline wander, Power-line interference
filtering, QRS detection, ECG monitoring of high-risk
cardiac patients.

INTRODUCTION

The long-term electrocardiogram (ECG) monitor-
ing of high-risk cardiac patients by computer-assisted
bedside or ambulatory systems, demands for fast and
real-time ECG analysis methods, providing high-
fidelity of the automated cardiac diagnosis. The scope
of the present article is focused on the two basic pre-
processing steps—filtering and the QRS detection,
both defining the quality of the input of the ECG
interpretation module.'*

The adequate preprocessor filter design must pro-
vide maximal artifact rejection with minimal ECG
distortions. However, the spectra of ECG and artifacts
in their variety often overlap,’® implying that there
would be a compromise depending on the specific
application. For example, the baseline wander (BW),
frequently induced by motion and respiratory artifacts
in long-term ECG recordings, is insufficiently sup-
pressed by the 0.05 Hz low-frequency cutoff for diag-
nostic electrocardiography,” recommended mainly to
preserve the fidelity of the low-frequency ECG com-
ponents during repolarization (ST-segment). Better
BW reduction is achieved in the ECG rhythm monitors,
for which the recommendations are less severe, allow-
ing (0.67-1 Hz) low-frequency cutoff at the price of
markedly distortion of the repolarization and even the
QRS complex amplitude.'" The latter compromise is
acceptable for the systems, working under considerable
artifacts of intensive body and electrode movements,

0090-6964/08/1100-1805/0 © 2008 Biomedical Engineering Society
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Abstract—We propose a quasi real-time method for discrim-
ination of ventricular ectopic beats from both supraventric-
ular and paced beats in the electrocardiogram (ECG). The
heartbeat waveforms were evaluated within a fixed-length
window around the fiducial points (100 ms before, 450 ms
after). Our algorithm was designed to operate with minimal
expert intervention and we define that the operator is
required only to initially select up to three ‘normal’ heart-
beats (the most frequently seen supraventricular or paced
complexes). These were named original QRS templates and
their copies were substituted continuously throughout the
ECG analysis to capture slight variations in the heartbeat
waveforms of the patient’s sustained rhythm. The method is
based on matching of the evaluated heartbeat with the QRS
templates by a complex set of ECG descriptors, including
maximal cross-correlation, area difference and frequency
spectrum difference. Temporal features were added by
analyzing the R-R intervals. The classification criteria were
trained by statistical assessment of the ECG descriptors
calculated for all heartbeats in MIT-BIH Supraventricular
Arrhythmia Database. The performance of the classifiers was
tested on the independent MIT-BIH Arrhythmia Database.
The achieved unbiased accuracy is represented by sensitivity
of 98.4% and specificity of 98.86%, both being competitive
to other published studies. The provided computationally
efficient techniques enable the fast post-recording analysis of
lengthy Holter-monitor ECG recordings, as well as they can
serve as a quasi real-time detection method embedded into
surface ECG monitors.

Keywords—Beat classification, Premature ventricular
contractions PVC, Time-frequency ECG analysis, Cross-
correlation, QRS morphology, ECG Holters, ECG diagnos-
tic systems.

INTRODUCTION

The appearance of ventricular ectopic beats in the
electrocardiogram (ECG) is a sign for disturbance in
the depolarization process, disorganizing the blood
pumping function of the ventricles and preceding in
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many cases malignant cardiac arrhythmias.'® Long-
term (24 h) ECG recordings, usually collected by
Holter devices, are needed for identification of
abnormal heartbeats and their manual editing is very
time consuming. In the last decades, the application of
mathematical models and statistical analyses for better
interpretation of the physiologic cardiac events has
offered many advantageous solutions for fast auto-
matic recognition of ventricular ectopic beats. In
respect to this, some of the most popular methods are
based on assessment of the QRS complex as the most
characteristic wave in ECG. Classical techniques
extract heuristic ECG descriptors, such as the QRS
morphology®*'* and interbeat R-R intervals.*'” Other
ECG descriptors rely on QRS frequency components
calculated either by Fourier transform'® or by com-
putationally efficient algorithms with filter banks."
More sophisticated methods apply QRS template-
matching procedures, based on different transforms,
e.g., Karhunen-Lo¢ve transform,>!'®> Hermite func-
tions,”® wavelet transform'® and Matching Pursuits,”
to approximate the variety of temporal and frequency
characteristics of the QRS complex waveforms. Other
techniques for computerized arrhythmia detection
employ cross-correlation with predefined ECG tem-
plates to identify markers for the individual wave
components in one cardiac cycle,” and for extrasystole
rejection and location of fiducial points intended for
signal averaging applications.! Although, some of the
cited studies have proved the individual advantage of
using ECG templates based mainly on sophisticated
mathematical transforms, while other studies have
emphasized the particular benefit of a number of
heuristic QRS features, we still miss a complex study
for fast and reliable heartbeat classification which
integrates a simplified QRS template-matching tech-
nique with some informative heuristic QRS features.
It is the aim of the current study to investigate the
potential of the QRS template matching for recognition
of ventricular ectopic beats by extraction of a complex
set of ECG descriptors, including cross-correlation,
morphological, frequency, and temporal characteristics

0090-6964/07/1200-2065/0 © 2007 Biomedical Engineering Society
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Abstract

The development of accurate and fast methods for real-time electrocardiogram
(ECG) analysis is mandatory in handheld fully automated monitoring devices
for high-risk cardiac patients. The present work describes a simple software
method for fast detection of pathological cardiac events. It implements real-
time procedures for QRS detection, interbeat RR-intervals analysis, QRS
waveform evaluation and a decision-tree beat classifier. Two QRS descriptors
are defined to assess (i) the RR interval deviation from the mean RR interval
and (ii) the QRS waveform deviation from the QRS pattern of the sustained
rhythm. The calculation of the second parameter requires a specific technique,
in order to satisfy the demand for straight signal processing with minimum
iterations and small memory size. This technique includes fast and resource
efficient estimation of a histogram matrix, which accumulates dynamically
the amplitude-temporal distribution of the successive QRS pattern waveforms.
The pilot version of the method is developed in Matlab and it is tested with
internationally recognized ECG databases. The assessment of the online
single lead QRS detector showed sensitivity and positive predictivity of above
99%. The classification rules for detection of pathological ventricular beats
were defined empirically by statistical analysis. The attained specificity and
sensitivity are about 99.5% and 95.7% for all databases and about 99.81%
and 98.87% for the noise free dataset. The method is applicable in low
computational cost systems for long-term ECG monitoring, such as intelligent
holters, automatic event/alarm recorders or personal devices with intermittent
wireless data transfer to a central terminal.

Keywords:  electrocardiography, monitoring of high-risk cardiac patients,
real-time ECG analysis
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Abstract

The external defibrillation requires the application of high voltage electrical
impulses via large external electrodes, placed on selected locations on the thorax
surface. The position of the electrodes is one of the major determinants of the
transthoracic impedance (TTI) which influences the intracardiac current flow
during electric shock and the defibrillation success. The variety of factors which
influence the TTI measurements raised our interest to investigate the range of
TTI values and the temporal TTI variance during long-term application of
the defibrillation self-adhesive electrodes in two conventional positions on the
patients’ chest—position 1 (sub-clavicular/sub-axillar position) and position
2 (antero-posterior position). The prospective study included 86 randomly
selected volunteers (39 male and 49 female, 67 patients with normal skin,
13 patients with dry skin and 6 patients with greasy skin, 16 patients with
chest pilosity and 70 patients without chest pilosity). The TTI was measured
according to the interelectrode voltage drop obtained by passage of a low-
amplitude high-frequency current (32 kHz) between the two self-adhesive
electrodes (active area about 92 cm?). For each patient, the TTI values were
measured within 10 s, 1 min and 5 min after sticking the electrodes to the skin
surface, independently for the two tested electrode positions. We found that the
expected TTI range is between 58 2 and 152 2 for position 1 and between 55 Q2
and 149  for position 2. Although the two TTI ranges are comparable, we
measured significantly higher TTI mean of about (107.2 4 22.3) 2 for position 1
compared to (96.6 + 19.2) Q for position 2 (p = 0.001). This fact suggested that
the antero-posterior position of the electrodes is favourable for defibrillation.
Within the investigated time interval of 5 min, we observed a significant TTI
reduction with about 6.9% (7.4 ©/107.2 Q) for position 1 and about 5.3%
(5.1 2/96.6 Q2) for position 2. We suppose that the long-term application
of the self-adhesive electrodes would lead to improvement of the physical
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conditions for the conduction of the defibrillation current and to diminution of
the energy loss in the electrode—skin contact impedance. We found that gender
is important when the position 1 is used because women have significantly
higher TTI (111 £ 20.3) 2 compared to the TTI of men (102.6 £ 24) Q
(p = 0.0442). Although we found some specifics of the electrode—skin contact
layer, we can conclude that because of the insignificant differences in TTI, the
operator of the defibrillator paddles does not need to take into consideration the
skin type and pilosity of the patients. The analysis of the correlations between
TTI and the individual patient characteristics (chest size, weight, height, age)
showed that these patient characteristics are unreliable factors for prediction of
the TTI values and optimal defibrillation pulse parameters and energy.

Keywords: transthoracic electrical impedance, defibrillation, PAD electrodes,
low-amplitude high-frequency current, pre-shock measurement

1. Introduction

The electrical therapy of the heart, including pacing and defibrillation, is a widespread and
well-established procedure for resuscitation of cardiac arrest victims (International Liaison
Committee 2000). The therapy can be conducted by either direct contact or indirectly through
the thorax surface. The first method requires an invasive intervention aiming at implantation
and permanent monitoring. The latter technique is also referred to as external approach. Its
noninvasive nature makes it easily accessible and suitable for emergency cases. An example
of such a technique is the public access defibrillation. The external electrical therapy requires
the application of high voltage electrical impulses via external electrodes, placed on selected
locations on the thorax surface. The electrodes have a large contact area (70-120 cm?)
(Geddes et al 1976) and provide high and supposedly a uniform current density distribution
in the heart. It is needed for excitation of sufficient mass of myocardial cells to force them to
return to normal rhythm.

Obviously, higher energies are required for successful intervention when pulses are
delivered from a more remote site. Higher energy also implies chest muscle contraction,
pain and risk of thermal injuries in the vicinity of the electrodes. Therefore, the design of
special paddles, e.g. preference for circular edge electrodes rather than square ones, use of
contact gel or an interface layer of intermediate resistivity, or addition of a high-resistivity
perimeter ring (Krasteva and Papazov 2002), may be required in order to limit harmful side-
effects from the nonuniform current density distribution.

The defibrillator load impedance, which includes the electrode—skin and the patient
transthoracic impedance (TTI), determines the current amplitude, the energy delivered
and consequently the defibrillation success (Dalzell et al 1989, KenKnight et al 1995,
Kerber et al 1996, Savino et al 1983). Lower energy requirement for defibrillation was
observed in patients with low TTI (Kerber et al 1984). Different techniques for the prediction
of the TTI before or during defibrillation were used in the design of current-based defibrillators
(Monzoén and Guillén 1985, Dalzell et al 1989, Kerber et al 1996), ‘impedance-compensating’
defibrillators with automatic control of the output energy (Kerber et al 1988) and defibrillators
with adaptive modulation of the high-frequency chopping pulses (Krasteva et al 2003).
Prediction equations were developed based on the statistical comparison between the
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On the Optimal Defibrillation Waveform—How to
Reconcile Theory and Experiment?

Vessela Tz. Krasteva and Peter L. M. Kerkhof

Abstract—Medical intervention by electrical current as applied to
humans or animals may have tremendous therapeutic impact if delivered
while being carefully controlled. Otherwise, the situation can be harmful
in terms of injury or even become lethal. These consequences demand
close inspection of all relevant biological and technical factors. Regarding
methods to counter fibrillation of the heart substantial progress has been
made, but defining a gold standard for the waveshape and energy delivery
remains a serious challenge. The anticipated answer is not simply a range
somewhere between a maximum and a minimum, but most likely an
“intelligently” selected case-specific optimum, delicately positioned be-
tween effective and unsafe. Combining insight from theory with pertinent
experimental findings may offer a clearer view on an unresolved issue that
often points to a cross-road of life and death.

Index Terms—Defibrillation waveform, emergency intervention, optimal
design.

I. MODELING STUDIES REGARDING EXTERNAL DEFIBRILLATION

The theoretical design of the optimal defibrillation waveform would
not pose a problem if the mechanisms involved in cardiac defibrillation
were a priori clear. Unfortunately, like many other complex systems,
the response of the heart to an electrical shock is an intricate combina-
tion of several unpredictable factors, including halting of fibrillation
activation fronts, excitation or prolongation of refractoriness within a
critical mass of myocardium, initiation of new activation fronts, and
refibrillation, besides other factors. Modeling is not feasible before
collecting basic information by means of appropriate experiments.
Such an approach has already been pursued for a simple cell-response
model in conjunction with the “charge-burping” hypothesis [1]-[4],
which was founded on the empirical results derived from internal de-
fibrillation studies. Later, Fishler [5] extended this lumped-component
model to external defibrillation, supported by adequate mathematical
formulations which transfer some theoretical predictions regarding
the cardiac cell-response to various monophasic and biphasic wave-
shapes. Considering defibrillation as a threshold phenomenon, the
basic idea for monophasic waveshape optimization is to search for
the most energy efficient waveform that delivers a minimal amount
of energy when a preset amount of charge is deposited to the cell
membrane. Optimization for biphasic waveforms concerns two cri-
teria: the optimal first phase, which is equivalent to the optimized
monophasic shock, and the optimal second phase waveform, which
again with minimal energy forces the transmembrane potential to
return back to its resting state within a preset time interval. Other-
wise, the theory indicates that any charge left on the cell membrane
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after the end of the defibrillation pulse would be proarrhythmic,
i.e. predisposes to reinitiation of fibrillation. However, the reported
modeling study [5] investigated only four types of waveshapes, i.h.c.
ascending exponential, ascending ramp, rectangular and descending
exponential (listed here in decreasing order of energy efficiency).
With small adjustments, the underlying mathematical formulations
could be applied as a powerful generic tool for designing alternative
waveshapes, or predicting the performance of existing ones. The
essential weak point, however, remains the experimental verification
of the constituting theory. Although at the time of publication the
absence of contradictions with available experimental studies was
considered as important support, there could be added more direct
confirmation by investigating the possible reconciliation of theory and
practice.

II. EXPERIMENTAL VERIFICATION

The study by Malkin et al. [6] was designed to fill this gap and to
experimentally test Fishler’s theoretical concept as discussed above,
by conducting an extensive number of animal experiments concerning
defibrillation. Two factors make their study unique and distinguishable
compared to other published experimental research concerning defib-
rillation. First, the specific design of the tested defibrillation pulses,
which have exactly the same waveshapes as those considered by Fishler
from a theoretical point. Second, the pulses were selected to comprise
a broad range of durations in order to cover a wide spectrum of energy
efficacies, similar to predicted by the theory. The comparison between
theory and experiment, however, needs a specific assumption, in order
to fit the experimental success rate measured at fixed energy to the the-
oretical pseudo-threshold defined at several energy levels. This specific
point was well established in the paper, although one general limitation
can be perceived, namely the inevitable fact related to the unknown
value of the myocardial cell membrane time constant. This constant is
reported to amount up to 4 ms, presumably depending on the specific
defibrillation conditions. This unknown quantity in the formulas pro-
vided by Fishler, who employs normalized time units by defining the
duration-to-time-constant ratio, was interpreted in the work of Malkin
et al. by choosing a particular value for the time constant that ultimately
appears not to match closely enough the underlying tissue value. It re-
mains obscure what the precise reasons were for assuming just one par-
ticular value for monophasic pulses, and assuming three other values
for biphasic pulses. The latter considerably extended the number of
experiments, thus reaching the reasonable maximum of trials that each
animal can tolerate, but leaving untested some interesting options. For
example, for biphasic pulses with constant first phase, the paper re-
ports only about 10% improvement for the long duration second phase
versus a short duration second phase. This finding partially supports
the theoretical benefit of biphasic pulses, but does not answer several
questions of paramount interest: 1) Is the superiority of a long second
phase versus short second phase more preferably due to the delivery of
more energy? 2) Is a second phase longer than the one previously de-
fined likely to lead to a decline in efficacy, because the transmembrane
potential underdamping is expected to be proarrhythmic? 3) Can the
envisioned comparison of a waveshape with constant first phase and
different second phases be considered as a solid proof of the theory,
which was derived by scoring the efficacy of different waveshapes with
fixed second phases to drive the transmembrane voltage back to zero?
4) What is the influence of the second phase over the efficacy of the

0018-9294/$20.00 © 2006 IEEE
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Abstract. This study investigates the potential of a set of ECG morphological features for person
verification\identification. The measurements are done over 145 pairs of ECG recordings from healthy
subjects, acquired 5 years apart (T1, T2 = T1+5 years). Time, amplitude, area and slope descriptors of the
QRS-T pattern are analysed in 4 ECG leads, forming quasi-orthogonal lead system (II&III, V1, V5). The
correspondence between feature values in T1 and T2 is verified via factor analysis by principal components
extraction method; correlation analysis applied over the measurements in T1 and T2; synthesis of regression
equations for prediction of features’ values in T2 based on T1 measurements; and cluster analysis for
assessment of the correspondence between measured and predicted feature values. Thus, 11 amplitude
descriptors of the QRS complex are highlighted as stable, i.e. keeping their strong correlation (>0.7) within
a certain factor, weak correlation (<0.3) with the features from the remaining factors and presenting high
correlation in the two measurement periods that is a sign for their person verification\identification
potential. The observed coincidence between feature values measured in T2 and predicted via the designed
regression models (r=0.93) suggests about the confidence of person identification via the proposed

morphological features.

1 Introduction

Nowadays, research on automatic person identification is
a rapidly developing area, considering not only the
security requirements for the cases of financial
transactions, access control, travelling, but also the
remote health monitoring scenarios in the clinical and
emergency medicine, as well as the organization and
processing of hospital databases. The efforts of many
researchers are focused on the application of internal
body physiological biometric characteristics, which
provide robustness to hacker attacks and falsification and
are available in most of the health monitoring scenarios.
The analysis of the electrocardiogram (ECG) in this
respect started about a decade ago, applying either
methods that use measurements after detection of
fiducial points or analysis of the ECG morphology.

The fiducial-based approaches are the primary
considered in the field as they employ morphological
features, typically measured for diagnostic purposes by
ECG devices. Thus, the crucial task for precise
localization of specific anchor points on the P-QRS-T
segment can be managed by certified commercial ECG
analysis modules with minimal intervention. The
application of such a person identity approach can be
easily extended to automated management of in-hospital
databases. According to the data cited in literature, the
identification accuracy could reach values between 97%

sk
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and 100%, based on the following analysis approaches:
12 uncorrelated diagnostic features of P-QRS-T
amplitudes and durations, processed by Principle
Component analysis score plots applied over a database
with 20 subjects [1]; 15 P-QRS-T temporal features, fed
to discriminant functions over 29 subjects under various
stress conditions [2]; fiducial based temporal and
amplitude measurements combined with features that
capture the heartbeat patterns, tested over 31 healthy
subjects: 18 with a single ECG record and 13 with more
than one ECG record [3].

The fiducial independent approaches for person
identification are based on assessment of the P, QRS, T
waveforms similarity in the analysed ECG recordings by
calculation of correlation coefficients, which are
subsequently processed with different techniques. The
achieved identification accuracy is: 100% via discrete
cosine transform over a database with 14 subjects [4];
96.2% provided by discriminant analysis over 61
subjects [5]; 91.4% [6] and 85.7% [7] via assessment of
the maximal correlation coefficient of a single-lead ECG
for 11 and 14 subjects, respectively, improved to 100%
while 12-lead ECG is analysed for the database with 11
subjects [6].

Majority of the cited methods are tested with small-
sized ECG databases [1,2,4,7] or track intra-subject
changes of ECG characteristics measured in very short
distanced time intervals or even in the same session

© The Authors, published by EDP Sciences. This is an open access article distributed under the terms of the Creative Commons Attribution
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Abstract

The objective of biometrics is to identify subjects based
on physiological or behavioral characteristics. This
paper considers the spatial P-QRS-T loops of the vector-
cardiogram (VCG), aiming to identify the most reliable
VCG-hased features for human verification. We analyze
clinical standard 12-lead resting electrocardiograms
(ECGs) from 460 non-cardiac patients with 2 recordings
(>1 year apart). We build human verification models for
nine ECG to VCG transformations. This study gives clear
justification that VCG is applicable for human biometrics
with true verification rate TVR=83.5-91.4%. The ‘Uijen’
transformation has the best TVR for all VCG features
(91.4%) and individual features for P-loop (70.9%), T-
loop (77.1%), QRS-loop (89.6%), Frontal plane (84.5%),
Sagittal plane (84.1%), 3D (91.1%), while ‘Dower’ and
‘Kors’ are the best for the Horizontal plane (84.5%).

1. Introduction

The objective of biometrics is to identify subjects
based on physiological or behavioural characteristics,
such as fingerprint, iris, face, voice, which however could
easily be mimicked via fake finger, iris, face photos,
playback, do not provide liveness detection [1] and are a
topic for discussion on privacy protection [2]. The
electrocardiogram (ECG) has been investigated as an
advanced signal for human biometrics, presenting vital
signs. The human verification or identification solutions
employ a single ECG lead [3, 4], limb leads [5] or
standard 12-lead ECG [6, 7], based on temporal and
amplitude ECG features [6], cross-correlation analysis [5,
7], PQRST pattern matching [3, 4].

The spatial features of the cardiac vector represented
by the vectorcardiogram (VCG) are expected to be useful
for biometric applications, considering the inter-subject
differences of the VCG loop orientation and shape, and
its independence from the heart rate [8]. However, we
could find a few studies based on VCG biometrics, all of
them solving the human identification task, using:

Page 1

- Support vector machine classifier, applied over QRS-
and T-loop features derived via inverse Dower
transform [9] or pseudo-inverse transform, including
only the limb leads [10];

- Neural networks classifier, applied over equal distance
descriptor  coefficients or  Fourier  descriptor
coefficients of the QRS-loop constructed by plotting
the QRS in lead | (x-axis) against lead aVF (y-axis),
i.e. the QRS-loop projection in the vertical plane [8].
This paper considers the spatial P-QRS-T loops of the

VCG, aiming to identify the most reliable VCG-based

features for human verification. Presuming that different

techniques for transformation of 12-lead ECG to VCG

[11-13] and P-QRS-T loops projections in the Frontal,

Horizontal and Sagittal planes [14] have specific

diagnostic significance, we aim to compare their effect on

human verification.

2. ECG database

The study is using a proprietary clinical ECG database
(Schiller AG, Switzerland), which contains two 10s-
sessions of standard 12-lead resting ECGs from 460 non-
cardiac patients (235/225 male/female, 18-106 years old),
admitted in the emergency department of the University
Hospital Basel during the period (2004-2009). The ECGs
are recorded via the commercial ECG device SCHILLER
(500Hz, 2.5uV/LSB, bandwidth 0.05-150Hz) at distant
time sessions S1 and S2>Sl+lyear. The person
verification scheme for comparison of subjects between
S1 and S2 gives N=460 pairs with equal identity (ID) and
N*(N-1)=211140 pairs with different ID. Our approach to
handle the imbalance ratio (459:1) of different-to-equal
ID pairs considers two independent datasets:

- Training dataset: 230/230 ECG pairs of equal/
different 1Ds, presuming that the verification classifier
should be trained on the first half of subjects using
balanced data, not over fitted to any of the classes.

- Test dataset: 230/210910 ECG pairs of equal/ different
IDs, ensuring that unbiased classifier performance is
further reported on a big dataset, including all available
cases fully independent from the training.

ISSN: 2325-887X DOI:10.22489/CinC.2017.297-134



Computing in Cardiology 2017; VOL 44

Multi-parametric Analysis for Atrial Fibrillation Classification in ECG

Ivaylo Christovl,Vessela Krasteval*, Iana Simovaz, Tatiana Neycheval, Ramun Schmid®

'Institute of Biophysics and Biomedical Engineering, Bulgarian Academy of Sciences, Sofia, Bulgaria
* Acibadem City Clinic Cardiovascular Center, Sofia, Bulgaria
3 Signal Processing, Schiller AG, Baar, Switzerland

Abstract

This study participates in the PhysioNet/CinC
Challenge 2017 dedicated to the discrimination of atrial
fibrillation (AF) from Normal sinus rhythm (Normal),
other arrhythmia (Other) and strong noise using single
short ECG lead recordings. Our Matlab entry applies
multi-parametric AF classification based on: noise
detection; heart rate variability analysis (HRV); beat
morphology analysis after robust synthesis of an average
beat and delineation of P, QRS, T waves; detection of
atrial activity by the presence of a P-wave in the average
beat and f-waves during TQ intervals. A Linear
discriminant classifier is optimized by maximization of
the Challenge F1 score, adjusting the prior probabilities
of 4 classes and stepwise selection of a non-redundant
feature set. Top-5 features, which contribute to >90% of
F1 score are 3 HRV features, P-wave presence and mean
correlation of all beats against the average beat. On the
blinded test set, our entry has F1 score: 0.89 (Normal),
0.85 (AF), 0.67 (Other), 0.80 (Overall).

1. Introduction

Atrial fibrillation (AF) is the most common cardiac
arrhythmia, and is the major risk factor for death, stroke,
hospitalization, heart failure and coronary artery disease
[1,2]. It affects about 2-3% of the population in Europe
[3]. The prevalence of AF increases with age (from about
0.14% of younger <49 years old, to about 14% of older
>80 years old) and gender (male to female ratio is 1.2:1).

AF appears as a result of reentry within multiple
circuits in the atria and reflects the electrocardiogram
(ECG) with the occurrence of irregular multiform
fibrillatory f-waves. Those f-waves are present in overall
ECG, but are masked by the high amplitude QRS and T
waves, thus could be observed only in TQ intervals,
predominantly in V1, and occasionally in the peripheral
leads. The extremely low, reaching to zero amplitudes of
f-waves, makes the AF detection very difficult.

Page 1

The AF detection is based on a single or multiple
analyses for the presence of arrhythmia [4,5], rapid heart
rate (HR), presence of f-waves in the isoelectric TQ
interval [4,6,7] and absence of P-waves [8,9].

Some authors are paying attention to the noise that
accompanies the ECG and its impact on the AF detection
algorithms. Oster and Clifford [5] are analyzing the
performance of the AF detection algorithms as a function
of the QRS detection performance, RR interval
irregularity, P-wave absence, f-waves existence, and in
presence of noise. They are showing a linear decrease of
the AF detection accuracy with reduction of the signal-to-
noise ratio. Christov et al. [4] are reporting a false
positive detection of their ‘wave rectification method’ in
the presence of electromyographic (EMG) noise, and a
false negative detection after EMG filtering.

The 2017 PhysioNet/CinC Challenge [10] provides the
ground for competitive improvement of AF detection
algorithms with extensive application: easily accessible
single lead ECG; short analysis interval (10-60s); reliable
AF discrimination from a broad range of sinus rhythms
and non-AF arrhythmias; rejection of potentially
unreliable classification in the presence of strong noises.
This study participates in the Challenge, aiming to
explore the feasibility of multi-parametric AF
classification based on: noise detection; heart rate
variability (HRV) analysis; beat morphology analysis
after robust synthesis of an average beat and delineation
of P, QRS, T waves; detection of atrial activity by the
presence of a P-wave in the average beat and f-waves
during the TQ intervals.

2. Challenge database

The Challenge provides a dataset with short single lead
ECG recordings [10], including 8528 ECGs (training) and
3658 ECGs (hidden test) for scoring of 4 classes:

1) Normal sinus rthythm (Normal) — 5050 cases (59%)

2) Atrial fibrillation (AF) — 738 cases (9%)

3) Other arrhythmia (Other) — 2456 cases (29%)

4) Too noisy to be classified (Noise) — 284 cases (3%).

ISSN: 2325-887X DOI:10.22489/CinC.2017.175-021
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Abstract

False Intensive Care Unit (ICU) alarms induce stress
in both patients and clinical staff and decrease the quality
of care, thus significantly increasing both the hospital
recovery time and re-hospitalization rates. Therefore,
PhysioNet/CinC  Challenge 2015 encourages the
development of algorithms for the analysis of bedside
monitor data for robust detection of life-threatening
arrhythmias. We participated in the Challenge with: (i) a
closed source implementation of Arrhythmia Detection
Library (ADLib, Schiller AG), including modules for lead
quality monitoring, heartbeat detection, heartbeat
classification and ventricular fibrillation detection; (ii)
an open source Pulse Wave Analysis Module for
verification of the hemodynamic status based on arterial
blood pressure and photoplethysmogram signals; (iii) an
open source Alarm Decision Module for final alarm
rejection/validation.

Our best scored entry in the real-time event is: score
79.41%, with 93%/83% true positive/negative rates. The
average/max running time is 12.5/29.5% of quota.

1. Introduction

There are studies reporting that only 2% to 9% of
alarms in the Intensive Care Unit (ICU) are important for
patient management [1], 6% to 40% are true but clinically
insignificant, while ICU false alarms are prevalent with
rates as high as 86% [2]. False alarms mainly induce
stress in both patients and clinical staff [3,4] and decrease
the quality of care [5] that is reported to significantly
increase both the hospital recovery time [3] and re-
hospitalization rates [6].

The bedside monitoring systems rely on real-time
automated ECG analysis for triggering ICU alarms at the
time of occurrence of critical arrhythmias. Our team had
defined real-time processing techniques for basic ECG
analysis modules: QRS detection [7], heartbeat
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classification [8], ventricular fibrillation/tachycardia
detection [9], lead quality monitoring for the recognition
of diagnostically useful ECG [10, 11]. Our experience for
real-time pulse wave (PW) detection using arterial blood
pressure (ABP) [12] would support online monitoring
systems with improved ICU false alarms rate that is
reported in cases of supplementary ABP analysis [13, 14].

This study aims to validate the Arrhythmia Detection
Library (ADL.ib, Schiller AG) for robust detection of life-
threatening cardiac arrhythmias, participating in the 2015
PhysioNet/CinC Challenge [15] with a closed source
entry in Eventl (real-time).

2. Challenge database

Two bedside monitor datasets are used [15]: training set
(750 recordings with alarm annotations shown in Tablel);
a blinded test set (500 recordings, publicly unavailable for
the purpose of scoring), including 2 ECG leads and up to 2
pulsatile waveforms (photoplethysmogram (PLETH),
ABP), sampled at 12-bit, 250Hz, passed through FIR
band pass filter [0.05-40Hz] and mains notch filter. The
alarm is annotated at 5:00 of each record, triggered by an
event appearing up to 10s before that might be present in
any signal channel. All signals can be contaminated by
artifacts, noise and disconnection failure.

Table 1. Definition of five ICU alarms: asystole (ASYS),
extreme bradycardia (BRADY), extreme tachycardia
(TACH), ventricular tachycardia (VTACH), ventricular
flutter/fibrillation (VFIB), and the distribution of true and
false alarm annotations in the training database.

Alarm Alarm True  False
type definition alarms alarms
ASYS 0 beats in 4s 22 100
BRADY  >5 beats, HR<40bpm 46 43
TACH >17 beats, HR>140bpm 131 9
VTACH  >5 ventr. beats, HR>100bpm 89 252
VFIB Fibrillation waves in 4s 6 52

Computing in Cardiolog y 2015; 42:737-740.
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Abstract

This study presents a method for automated detection
of misplaced supplementary precordial leads, including
the right-sided V3R, V4R and the posterior V8, V9 leads.
Considering their uncommon use in clinical routine, a
lead reversal is quite probable and could result in
erroneous diagnosis and treatment. The method allows
real-time implementation by scoring inter-lead cross-
correlations over continuous 4s episodes, scanning the
normal progression of PQRST waveforms within leads
[V4AR, V3R, V3, V4] and [V4, V5, V6, V8, V9]. A large
16-lead ECG database with 1333 chest pain patients is
used to test the performance of the method for all possible
23 swaps between the supplementary leads V4R, V3R, V8,
V9, assuming correct positions of the standard V1-V6.
The sensitivity (Se) for lead reversals is Se=94.1+4.6%,
ranged between 78.5% and 97.8%, with the most difficult
detection of V3R/V4R swap (Se=78.5%), VAR/V9 swap
(Se=83.7%), V8/V9 swap (Se=91.8%). The achieved
specificity for the correct lead positions is Sp=83.4%.

1. Introduction

Lead reversal has been reported to occur in 0.4-4% of
all standard 12-lead ECGs [1]. This proportion might be
much higher for 16-lead ECGs, including the uncommon
used right-sided precordial and posterior leads.

The automated detection of ECG electrode interchange
is a challenging task that has been extensively studied for
limb leads, e.g. recognition of left arm (LA) and left leg
(LL) reversal by analysis of P wave amplitude [2] and
QRS, P wave axes [3]; right arm (RA) and right leg (RL)
swap alarm by search for flat line ECG in lead II [4];
detection of different LA/LL/RA reversals by direction of
inscription of the P loop and/or the frontal P axis [5],
analysis of the frontal QRS axis [6], comparison between
a composite lead aVF/I and V6 [7], reconstruction of a
lead using redundancy of information in the eight
independent leads [8], application of morphology
measurements, including QRS and P wave amplitudes,
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frontal axis and clockwise vector loop rotation combined
with redundancy features [9], gathering the features in [3]
and [8] for a more robust and accurate performance [10].

The detection of precordial lead reversals is elaborated
in fewer studies. Among above referred methods for limb
electrode interchange, only three analyse precordial leads:
[3] address reversals of 5 adjacent leads (V1/V2, V2/V3,
V3/V4, V4/V5, V5/V6), [8] evaluates reversals of 9 leads
(5 adjacent leads, V1/V3, V4/V6, V4/V5/V6/V1/V2/V3,
V6/V5/V4/V3/V2/V1), [9] handles reversals of 7 leads (5
adjacent leads, V1/V3, V4/V6). Twenty three reversals of
precordial leads (V1-V6) are tested in a previous study of
our team [11], showing that a method based on inter-lead
correlation analysis and time-alignment of R and S peaks
could provide a mean accuracy of up to 95.7%/93.5% on
77 healthy subjects with swapped/correct lead set.

Considering that supplementary precordial electrodes
are placed for specific diagnostic purposes (improved
study of right ventricle pathologies, scanning for presence
of posterior myocardial infarction, etc.) and therefore are
infrequently acquired, no methods regarding the correct
placement of right precordial (V3R, V4R) and posterior
(V8, V9) leads are found in the literature. However, their
incorrect placement can simulate or mask ECG
abnormalities and might lead to wrong therapy decisions.

The aim of this study is to present a method for
automated detection of misplaced right precordial and
posterior leads, based on the assessment of the cross-
correlation between lead pairs.

2. ECG database

The database used in this study contains resting 16-
lead ECG recordings (standard 12 leads, 2 right-sided
precordial leads (V3R, V4R), 2 posterior leads (V8, V9)),
collected from 1333 chest pain patients at the Emergency
Department of the Basel University Hospital. The signals
are acquired via a Schiller CS-200 Excellence device,
with 1kHz sampling rate, 1pV resolution, in a bandwidth
of 0.05 to 300Hz. The device does not give any feedback
to the user with respect to any lead reversal. The
precordial electrode positions are shown in figure 1.

Computing in Cardiology 2015; 42:1149-1152.
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Abstract

This study investigates the potential of ECG
morphological feature set for person identification. The
measurements are done over 145 pairs of ECG
recordings from healthy subjects, acquired 5 years apart.
Time, amplitude, area and slope descriptors of the QRS-T
pattern are analyzed in 4 ECG leads, forming quasi-
orthogonal lead system (I1&lI11, V1, V5). The inter-subject
variation, the difference of means in 1% vs. 2" recording
measurements, as well as the cross-correlation between
features are estimated. Thus, 2 area and 4 amplitude
descriptors of the QRS complex are highlighted. The
population heterogeneity in the space of the selected
features is verified via Factor analysis by Principal
components  extraction method. It confirms the
orthogonality of the 6 features (each of them has
significant factor loading for a particular factor). The
analysis shows that the first 3 factors have eigenvalues
higher than 1, both for the measurements in the 1% and
the 2" ECG recording and they accumulate respectively
68% and 64 % of the total data variation, which is a sign
for their person identification potential.

1. Introduction

Nowadays, research on automatic person identification
is focused on internal body physiological biometric
characteristics, robust to hacker attacks and falsification.
The analysis of the electrocardiogram (ECG) in this
respect started about a decade ago, applying either
methods that use measurements after detection of fiducial
points or analysis of the overall ECG morphology.

The methods relying on fiducial based approach report:
identification based on 12 uncorrelated diagnostic
features of P-QRS-T amplitudes and durations, processed
by Principle Component analysis score plots, achieved
100% identification accuracy (IDA) over a database with
20 subjects [1]; identification employing 15 P-QRS-T
temporal features, fed to discriminant functions,
providing IDA between 97% and 100% over 29 subjects
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under various stress conditions [2]; identification via
fiducial based temporal and amplitude measurements
combined with features that capture the heartbeat patterns
[3]. The latter combined approach provides 100% IDA
when tested over 31 healthy subjects: 18 with a single
ECG record and 13 with more than one ECG record.

Great part of the fiducial independent approaches for
identification is based on autocorrelation (AC). The
subsequent processing with discrete cosine transform
results in 100% IDA over a database with 14 subjects [4];
application of discriminant analysis [5] provides 96.2%
IDA for 48 patients with single ECG recording and 13
healthy subjects with more than one ECG record,;
assessment of the maximal correlation coefficient of a
single-lead assures 91.4% [6] and 85.7% [7] over
databases with 11 subjects and 14 subjects, respectively,
while 12-lead ECG assures 100% IDA over the database
with 11 subjects [6]. Another method calculates the two-
dimensional heart vector formed by the limb ECG leads
and its first and second derivatives achieves 98.1% IDA
by a distance based approach over 74 subjects [8].
Processing of a normalized QRS complex via Multilyer
perceptron provides 96.1% IDA over a database with 30
healthy subjects [9]. ECG decomposition in a number of
intrinsic mode functions combined with Welch spectral
analysis for heartbeat features extraction, followed by a
K-Nearest Neighbors classifier leads to 95.6% IDA over
108 subjects having one ECG record with ST-segment
changes and 12 healthy subjects with more than one ECG
record [10].

Majority of the cited methods are tested with small-
sized ECG databases [1,2,4,7,9] or track intra-subject
changes of ECG characteristics measured in very short
distanced time intervals [2,3,5,9,10]. This might bias the
reported high identification/verification accuracy from the
real case scenario.

The aim of this study is to investigate ECG inter-
individual differences observed in a set of morphological
features in order to assess their potential for person
identification. The study is conducted on a large ECG
dataset, containing two different ECG recordings per
subject acquired 5 years apart.

Computing in Cardiology 2015; 42:921-924.
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Abstract

This study presents a two-stage heartbeat classifier.
The first stage makes initial assignment of beats towards
continuously updated beat templates of the predominant
rhythm, and calculates a set of features, tracking the
morphology and RR-interval variation, and correlation to
noise robust average beat templates. The second stage
implements a decision tree for classification of
supraventricular (SVB) and ventricular beats (VB). The
training process on 3 large ECG databases (AHA, EDB,
SVDB) applies splitting and pruning of the tree to
different levels. A solution with 150 decision nodes and
error cost <0.01 is selected for unbiased test-validation
with MIT-BIH database, showing: specificity=99.7% for
SVBs, sensitivity=95.9%, positive predictivity=95.1% for
VBs. Decision trees combine high performance, rapid
interpretation and easy configuration of the complexity.

1. Introduction

Automatic detection and classification of heartbeats is
an important computerized diagnostic tool applied in
monitoring applications and for assisting cardiologists in
the task of long-term ECG inspection by marking the
presence of sustained, transient or casual arrhythmias.
The analysis of RR-intervals regularity and P-QRS-T
waveform complexity by time-domain morphology
delineation [1-5] and template matching [1,6] is
commonly used for extraction of features which are then
subjected to optimization in different decision support
systems, aiming at the most reliable classification of
normal or abnormal beats. The resource efficient
classification methods are based on linear programming,
including the K nearest neighbour clustering [2], linear
discriminants [3], fuzzy analysis [1,7] and decision trees
[4,5,7]. More complex classifiers implement support
vector machines [6,8] and artificial neural networks
[9,10], the last masking the features which are useful or
worthless and how the net is making the decision.

The dimension of redundant feature vectors affects the
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performance of the classifier if not appropriately
optimized. Reduction of the feature space dimension by
excluding irrelevant features which carry conflicting,
duplicating or little information to the classifier has been
applied by means of higher order statistics [11],
perturbation method [8], fuzzy c-means clustering [9] or
Hermite function decomposition [10].

This study aims at a reliable beat classification method
based on correlation with noise robust average beat
templates, morphology delineation features and a decision
tree with easy configuration of the model complexity.

2. ECG databases

The study involves all full-length recordings in 4 ECG
databases with reference heartbeat annotations:

o AHA — AHA database [12]: 80 ECG recordings, 2 leads
with duration of 30 min per record ;

e EDB - European ST-T database [13]: 90 ECG
recordings, 2 leads with duration of 2 hours;

e SVDB - MIT-BIH Supraventricular Arrhythmia
Database [14]: 78 ECG recordings, 2 leads, 30 min;

e MIT-BIH — MIT-BIH Arrhythmia Database [15]: 48
ECG recordings, 2 leads with duration of 30 min.

All ECGs are processed with a common sampling rate
of 250 Hz. EDB and AHA keep their original sampling
frequency (250 Hz), while MIT-BIH (360 Hz) and SVDB
(125 Hz) are linearly interpolated to 250 Hz. Filtering in a
bandwidth 0.05-75 Hz is applied, although, signals could
be already more band-limited within the databases. Two
composite leads are next analysed:

e Magnitude: Ma9 = lead1” +lead2”

e Velocity: vel =/(Alead1)’ + (Alead2)’

A QRS detector is run and any beat annotation label
that can be paired with a valid QRS detection within a
window of 150 ms is included in the study. The original
beat annotation labels are interpreted according to the
ANSI/AAMI EC57 standard [16], and two general
heartbeat classes are defined:

e SVB-class: the class of beats with supraventricular
origin, including sinus node beats (normal beat, left and

Computing in Cardiology 2014; 41:349-352.



Lead Quality Monitoring for Detection of the Optimal Snapshot Time
to Record Resting ECG

Irena Jekova!, Remo Leber?, Vessela Krasteva!, Ramun Schmid?, Roger Abécherli?

"nstitute of Biophysics and Biomedical Engineering, Bulgarian Academy of Sciences, Sofia, Bulgaria
2Schiller AG, Baar, Switzerland

Abstract

This study presents a multichannel ECG quality
monitoring system, which continuously scans the leads’
status (valid/lead-off) and quality (0-100%), according to
the ECG components in the low, medium and high
frequency bands. The system aims to detect the optimal
moment to start the record of a 10s resting ECG within
the I’ minute of signal acquisition — the earliest in time,
the best in all leads’ quality, named ‘Optimal Snapshot
Time’ (OST) and ‘Best Snapshot Quality’ (BestSQ). The
system compares the current leads’ quality to an adaptive
quality threshold (AQT) whose decreasing trend is
trained on 375 ECGs. The validation over 267 ECGs in
the test database shows that: 87.2% of the ECGs would
be recorded with a quality > 95%BestSQ; 33.1% at the
optimal moment OST=2.5s; 29.3% would be started
earlier due to their sufficient quality >AQT; 37.2% would
be recorded with a delay >2.5s due to their compromised
BestSQ, not reaching the AQT level in the vicinity of OST.

1. Introduction

The standard 12-lead resting electrocardiogram (ECQG)
recorded for 10s on a patient at rest in the supine position
is one of the most widely used diagnostic tests in clinical
routines of all kinds and for a wide range of diseases. The
early starting of the ECG recording with sufficient ECG
quality is essential for the patient’s comfort and a prompt
reliable diagnosis. However, the ECG signals are often
contaminated by noise and artifacts that can manifest with
similar morphologies as the ECG itself and affect the
usability of the signals. Quantifying the noise in the ECG
is not straightforward, partially due to the fact that there
are many different types of noises and artifacts that can
occur simultaneously, and partially because these noises
and artifacts are often transient, and largely unpredictable
in terms of their onset and duration.

The PhysioNet/Computing in Cardiology Challenge
2011 has addressed the development of methods for ECG
quality assessment [1]. Most of the presented solutions
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apply simple procedures for: (1) detection of leads with
constant voltage [2-12] and/or low amplitude [2,6-9,13];
(2) assessment of baseline wander and high-frequency
noises by ECG filtering [2,8-10,12-14] or spectrum
calculation [3,5,15]; (3) identification of steep and/or high
amplitude artifacts [2,4-6,8,9,12] and assessment of the
quality of QRS detection [3,4,10]. Some of the presented
methods involve more complicated procedures, such as
ECG reconstruction using QRS templates [14]; prediction
of each ECG lead using other leads [13]; and cross
correlation between leads and/or lead segments [7,16].
The algorithms for recognition of diagnostically useful
ECGs combine the set of ECG measures in
computationally efficient rule-based methods [2,4-15] or
feed them in more sophisticated classifiers, such as: a
quasi-linear combination between the K™ nearest
neighbour rule and an ensemble of decision trees [16],
linear discriminant analysis, Naive Bayes, support vector
machine and multi-layer Perceptron artificial neural
network [3].

This study aims to introduce an ECG quality
monitoring system, which continuously scans the multi-
lead ECG signal and automatically detects the optimal
moment (the earliest in time, the best in ECG quality) to
start the recording of a 10s resting ECG.

2. Methods

This study presents a real-time monitoring system of
the quality of multichannel resting ECG that estimates the
‘Global Quality” (0-100%) and the ‘Global Status’ (0/1)

according to the state of all leads over the last 4s:
Nb Leads

(1) Global Quality = mc(}lian(Lead Quality;)

Nb Leads

(2) Global Status = nli]n (Lead Status;)

, where
Signal Level
Signal Level + Z Noise Levels
0 if theleadis'off
1 if theleadis'valid'

(3) Lead Quality = 100, (%)

(4) Lead Status = {

Computing in Cardiology 2014; 41:573-576.



Cardiac Autonomic Innervation Following Coronary Artery Bypass Grafting
Evaluated by High Resolution Heart Rate Variability

D Simov!, M Matveev?, M Milanova®, V Krasteva?, I Christov?

ICity Clinic, Sofia, Bulgaria
’Institute of Biophysics and Biomedical Engineering, Bulg. Acad. of Sci, Sofia, Bulgaria
3Emergency Hospital, Sofia, Bulgaria

Abstract

Obijective of this preliminary study is to propose a
method to assess the status of autonomic nervous
regulation and adaptation reserves of the body in patients
with multivessel coronary artery disease (MCAD) in the
preoperative and early postoperative period after CABG.
A modified Indicator of the Activity of Regulatory Systems
(IARS) has been used, whose value is determined by the
estimated 5 HRV indices: heart rate (HR), standard
deviation of examined normal RR interval (SDNN),
geometrical HRV index, low frequency (LF) and very low
frequency (VLF) bands of total HRV spectrum.

The results show: i. Significantly higher sympathetic
tone towards the parasympathetic contour preoperative
(p <0.001) and postoperative (p <0.0001), and this
prevalence increases postoperative; ii. Parasympathetic
tone is moderately suppressed preoperative and to a
greater extend postoperative (p <0.05); iii. Compared to
the moderate stress of the regulatory systems
preoperative (IASR = 4.07), in the early postoperative
period, they are in a state of high tone (IASR = 5.36; p
<0.05), with increased activity of renin-angiotensin-
aldosterone system to provide a higher adaptability of the
organism.

1. Introduction

Surgical revascularization is the most commonly
performed cardiac intervention. An important point in
patients with coronary artery disease (CAD) is the
decision about the type of revascularization - coronary
artery bypass grafting (CABG) or percutaneous coronary
intervention (PCI). Publications in literature are showing
the benefits of CABG versus the PCI in terms of late
mortality [1]. Surgical treatment is recommended most
often when two or more branches (vascular systems) are
affected and there are no contraindications for surgery
[2]. Usually in patients with FC III-IV of NYHA
conservative treatment is insufficient. The decision for
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surgical revascularization determines the currently
growing interest in methods for finding informative
features for cardiac surgery indication, prognosis and
follow-up of the intervention. The ability of the
vegetative nervous system (VNS) to respond to
myocardial ischemia by increased activity of the efferent
and afferent contours, is bringing it out to a forefront
research in this aspect. Current goals are: to form a
diagnosis of violations in the regulation of the sinoatrial
node in patients with CAD for surgical treatment,
tracking the dynamics of the condition of the patients
postoperative, and to determine the risk of complications
in cardiac surgery intervention. An opinion has been
formed that the assessment of cardiac autonomic
regulation may be an independent marker of success of
the cardiac surgery [3-5]

Indicators of heart rate variability (HRV) are used to
assess the state of the mechanisms regulating the
physiological functions of the body, including: the total
activity of the regulatory contours; the neuro-humoral
cardiac regulation; and the autonomic balance - the ratio
between the sympathetic and parasympathetic part of the
autonomic nervous system (ANS). According to many
authors, HRV is an integral indicator of the functional
state of the cardiovascular system and the body as a
whole [4,6,7].

Statistical (time) and spectral (frequency) indices are
used in the analysis of HRV. More rarely complex
quantitative indicators for an overall assessment of the
variability are applied.

The index of total variability in the time domain
(standard deviation of normal-to-normal RR intervals —
SDNN) and the total spectral power (TP) have their
independent significance for the overall assessment of
HRYV. Sets of indices or a complex indicator for the tone
of the VNS contours are needed to assess their
individual regulatory activity.

The evaluation of the activity of the parasympathetic
part of the VNS is of great importance to the analysis of
the functional status of patients with CAD. The
parasympathetic activity defines the functional reserve of
the body with coronary disease; it characterizes changes

Computing in Cardiology 2014; 41:1013-1016.
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Abstract

This study aims to validate a shock advisory system in
automated external defibrillators (AEDs) dedicated for
ECG analysis during chest compressions (CC), guiding
the rescuer to stop CC for rhythms which should be
terminated by a defibrillation shock and to continue CC
for non-shockable rhythms. The test-validation on a large
database of out-of-hospital cardiac arrest interventions
shows that the performance can be improved by
increasing the duration of analysis. The combination of 3
successive analyses (delaying the decision to 14s after
start of analysis) achieves sensitivity of 89.4% (135/151)
— ventricular fibrillations, specificity of 98.7% (73/74) —
normal sinus rhythms, 81.2% (1357/1671) — asystoles,
89.6% (566/632) — other non-shockable rhythms. Several
examples are shown to illustrate the reconstructed ECG
during CC that can be visually interpreted with certainty.

Improving specificity of ECG analysis during CC is of
tremendous importance preventing against frequent false
positive interrupting the rescuer and the patient CC-
treatment.

1. Introduction

Interrupting chest compressions (CC) by automated
external defibrillators (AEDs) for a reliable rhythm
analysis on an artifact free ECG can adversely affect
hemodynamics during cardiopulmonary resuscitation
(CPR) and can decrease resuscitation success rates in out-
of-hospital cardiac arrest (OHCA) patients [1].

The amount of CPR interruptions could be decreased
by running the AED rhythm analysis during CC in order
to advise CPR stop only in case a shock is recommended.
Chest compressions induce artifacts in ECG, which
considerably affect the accuracy of conventional AED
rhythm analysis algorithms, therefore new approaches for
rhythm analysis during CPR have been recently
developed. Major part of them relies on suppression of
CC-artifacts by adaptive filtering (AF) before applying
the conventional AED shock advice algorithms. AF uses
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one or more reference channels correlated to the artifact
interfering with ECG — multichannel recursive adaptive
matching pursuit using compression acceleration,
compression depth signal, thoracic impedance, ECG [2];
Least Mean-Square filter using the compression depth
signal [3,4] and thoracic impedance [5]; motion artifact
reduction system using the CPR force signal [6];
independent component analysis using additional ECG
channels [7]. AF techniques using as a reference the CC
spectral frequency estimated in a single ECG channel
have also been proposed [8,9]. The specificity of such
solutions is usually between 80-90%, which leads to
unwanted CPR interruptions in OHCA.

This study aims to validate a rhythm analysis system
based on assessment of time and frequency components
of band-pass filtered raw and reconstructed ECG [10]
with a large set of OHCA recordings during CC. The
accuracy of the system is evaluated in terms of sensitivity
and specificity respectively for stopping CC for rhythms
which should be treated by a defibrillation shock and
continuing CC for non-shockable rhythms.

2. ECG Database

The ECG database is collected with Fred Easy AEDs
(Schiller Médical, France) used by the fire brigade of
Paris in OHCA interventions in 2011. A subset of 2528
ECG strips from 596 patients is identified, including
episodes during CC which are followed by noise-free
AED analysis periods. Reviewers have annotated CC-
episode boundaries (beginning of CC, end of CC) using
observations of both ECG and impedance channel (IMP)
artifacts. Then the rhythm during AED analysis is
identified, including: 74 normal sinus rhythms (NSR),
1671 asystoles (ASYS), 632 other non-shockable rhythms
(ONS), 151 ventricular fibrillations (VF). Assuming
consistence of the ECG rhythm till 20s before the AED
analysis period, these annotations are also considered for
the preceding CC episode. All signals are recorded at
sampling rate of 500 Hz. The ECGs are band-pass filtered
(1 to 30 Hz) as supported by the AED input hardware
circuits to remove offset and high-frequency noise.

Computing in Cardiology 2013; 40:1091-1094.
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Abstract

This study presents methods for automated detection of
interchanged precordial and orthogonal ECG leads that
may prevent from incorrect diagnosis and treatment. For
precordial leads V1-V6, correlation coefficients of QRS-T
patterns and time-alignment of R and S-peaks are
assessed. For orthogonal leads (X,Y,Z), analysis of QRS
loops in the frontal plane, a set of correlation coefficients
and a time-alignment of leads are implemented. The
methods are elaborated using 15-lead ECG databases -
77 healthy control recordings from PTB database
(training), and the total set of 1220 ECGs in CSE
database with various arrhythmias (test). The specificity
(Sp) for detection of the correct precordial leads
configuration (V1 to V6) is 93.5% (training) and 91%
(test) and the mean sensitivity (Se) for 23 simulated most
common chest electrode swaps is 95.7% (training) and
95% (test). Sp for detection of the correct orthogonal
leads X,Y,Z is 98.7% (training) and 93.3% (test), while
mean Se for 47 reversals of electrode couples A/l, F/H,
M/E is 98.5%, equal for both training and test databases.

1. Introduction

Misplacement  of electrodes in  multichannel
electrocardiogram (ECG) is reported in 0.4-4% of all
clinical recordings — a severe cause of erroneous
diagnosis due to simulated false or concealed true ECG
abnormalities [1]. The mobile e-health, which is advert as
the biggest breakthrough in health systems improvement
[2] raises the need for automated detection of electrodes
interchange, considering the potential use of portable
ECG devices by non-specialists.

Batchvarov et al. [3] review the most common cases
for interchange of peripheral and chest leads and their
effect on P-QRS-T patterns alteration, together with basic
principles for detection of different leads reversals. Most
of the published studies elaborate methods for limb leads
analysis — recognition of left arm (LA) and left leg (LL)
reversal by assessment of P wave amplitude [4] and
analysis of QRS and P wave axes [5]; right arm (RA) —
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right leg (RL) swap alarm by search for flat line ECG in
lead II [6]; detection of different LA/LL/RA reversals by
direction of inscription of the P loop and/or the frontal P
axis [7], analysis of the frontal QRS axis [8], comparison
between a composed lead aVF/I and V6 [9],
reconstruction of a lead using redundancy of information
in the 8 independent leads [10]. Xia et al. [11] propose a
combination of features from [5] and [10] to yield a more
robust and accurate performance.

Much less studies are found to detect precordial leads
reversals. Among above referred methods for limb leads
interchange, only two analyse precordial leads — Hedén et
al. [5] address 5 adjacent leads reversals (V1/V2, V2/V3,
V3/V4, V4/V5, V5/V6), Kors and van Herpen [10]
evaluate 9 leads reversals (5 adjacent leads and V1/V3,
V4/V6, V4/V5/V6/V1/V2/V3, V6/VS5/V4/V3/IV2/V1).
Recently, Dotsinsky [12] reports preliminary results for
detection of 5 chest leads swaps (V1/V3/V2, V2/V1/V3,
V4/V6/V5, V5/V4/V6, V1/V2/V4/V3/V5/V6) based on 2
criteria — absolute error of the middle lead vs. averaged
sum of the surrounding leads; QRS amplitude evolution
(increase from V1 to V3, decrease from V4 to V6).

Possibly because orthogonal ECG leads are seldom
recorded in the clinical routine [13], no methods
regarding the correct placement of the Frank orthogonal
ECG leads (X,Y,Z) are found in the literature.

This study aims to present methods that may prevent
from incorrect diagnosis and treatment by automated
detection of precodrial and orthogonal leads interchanges.

2. ECG databases

This study uses ECG signals from two independent
ECG databases — the publicly-available Physikalisch-
Technische Bundesanstalt (PTB) diagnostic ECG
database [14] and the Common Standards for
Electrocardiography (CSE) database [15]. Both databases
provide 15 simultaneously measured ECG leads (the
conventional 12 leads together with the 3 Frank leads),
sampled at 1000 Hz, 0.5 pV/LSB.

The developed methods for electrode interchange
detection are trained with 77 ECG recordings from
healthy controls in PTB and are tested with 1220 ECGs
from CSE, containing various arrhythmias.

Computing in Cardiology 2013; 40:519-522.
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Abstract: Three waveforms for transthoracic defibrillation are assessed and compared: the
Pulsed Biphasic Waveform (PBW), the Rectilinear Biphasic Waveform (RBW), and the
“lossless” constant current (LLCC) pulses. Two indices are introduced: 1) ky= W/W, — the
ratio between the delivered energy W and the energy W, of a rectangular pulse with the
same duration and electric charge; 2) nc= W/W¢y — the level of utilizing the initially loaded
capacitor energy Wey. The envisioned comparative study shows that 1nc index is favorable for
both PBW and LLCC, while ky of both RBW and LLCC demonstrates advantage over the
PBW in the range of small inter-electrode thoracic impedances below 80 Q. Some design
considerations are also discussed. The attractive LLCC concept needs large and heavy
inductive coil to support the constant current amplitude, besides it is capable to induce
strong electromagnetic influences due to the complex current control. The RBW technology
controls the delivery of current through a series of internal resistors which are, however, a
source of high heat losses. The PBW implements controlled duty cycle of high-frequency
chopped pulses to adapt the energy delivery in respect of the patient impedance measured at
the beginning of the shock. PBW technology makes use of small capacitors which allows the
construction of light weight and small-size portable devices for transthoracic defibrillation.

Obviously, there is no outstanding optimal defibrillation waveform, however, the PBW
technology reveals some advantages.

Keywords: Defibrillation, Pulsed biphasic waveform (PBW), Rectilinear biphasic waveform
(RBW), Lossless constant current pulses, Energy, Current.

Introduction

Most of the sudden cardiac arrests begin with ventricular fibrillation [1-2]. In such cases an
immediate defibrillation is recommended since each delay reduces the probability of patient
survival [3].

About two decades ago, the public access defibrillation has been introduced as the only
effective technique for immediate treatment of out-of-hospital cardiac arrest (OHCA)
incidents [4]. Death from sudden cardiac arrest is preventable if bystander quickly retrieves
and applies an automated external defibrillator (AED) before the arrival of the emergency
medical services. Early defibrillation via AEDs can significantly improve the patient
outcomes, including the rate of successful defibrillation, return of spontaneous circulation,
survival to hospital discharge and the neurological recovery. The easy access and the use of
AEDs by nonmedical first responders or lay bystanders, the portability of AEDs, as well as
the AED’s efficacy and safety are the major considerations in the International Resuscitation
Guidelines [5-7].
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Abstract: This study aims to test the usability of the transthoracic impedance cardiogram
(ICG) for assessment of the quality of myocardial contractions in atrial fibrillation (AFIB)
vs. sinus rhythm (SR), using signals recorded via defibrillation pads during external
cardioversion (ECV). Data from 88 patients with persistent AFIB who received planned ECV
are processed. AFIB is treated with cardioverter/defibrillator DG4000 (Schiller Médical,
France) using a non-escalating protocol 200J/200J/200J. Successful ECV is defined as
restoration of SR for >1min. The electrocardiogram (ECG), thoracic baseline impedance (Z)
and dynamic impedance components dZ, dZ/dt captured via self-adhesive pads in antero-
apical position are processed. Heartbeat contractions are evaluated by several measures
extracted from the mean ICG patterns during systole: from dZ pattern — ICG (peak
amplitude, range, area); from dZ/dt pattern — ICG velocity (peak, range, area) and left
ventricular ejection time (LVET). The hemodynamical indices measured before and after
ECV are: mean heart rate over 2 minutes (HR), standard deviation of HR (HRYV), systolic
(SysBP) and diastolic (DiaBP) blood pressure.

When the rhythm converts from AFIB to SR (74 patients), all measures on dZ, dZ/dt patterns
significantly increase: dZ (64-102%), dZ/dt (31-67%), LVET (18%), p < 0.05. Significant
decrease of HR (-36%), HRV (-53%), SysBP (-11%) and DiaBP (-19%) are also observed.
Unsuccessful ECVs without conversion to SR (14 patients) are, however, associated with
non-significant increase of dZ (10-21%), dZ/dt (0.3-29%), LVET (9%), p > 0.05 when
comparing pre-shock AFIB vs. post-shock AFIB. No clear change in HR (-9%) and HRV
(6%), and slight decrease of SysBP (-10%) and DiaBP (-8%) are observed.

The level of improvement of cardiac output quality in post-shock SR vs. pre-shock AFIB as
estimated by ICG is related to a set of more than 60 clinical and hemodynamical parameters.
Significant correlation coefficients are found to: Beta-Blocker (-0.25), Number of anti-
arrhythmic drugs (-0.29), AST (0.37), pre-shock HR (0.43), AHR (-0.40), pre-shock HRV
(0.30), ALT (0.46), ACK-MB (-0.32), AHR (-0.26), pre-shock DiaBP (0.24).

Keywords: Impedance cardiography, ICG patterns, Hemodynamical status, Arrhythmia,
Automated external defibrillators.
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Abstract

This study presents a simple algorithm for pulse wave
PW detection dedicated to real-time pulse sensing devices
in an emergency. Two basic principles are implemented —
identification of extrema by time-amplitude criteria, and
validation of the most prominent rising edges preceding
the systolic peak according to criteria for slope and
similarity to neighbors within 4 s. The pilot version of the
algorithm (Matlab implementation) is developed and
tested over independent subsets of arterial pressure PW
signals from MGH/MF waveform PhysioNet database.
Referring to ECG-synchronized beat annotations, the
following performance is reported for the test set:
positive predictivity PPV=96.4 %, sensitivity Se=98.9 %
(443116/447983) for normal beats, Se=92 % (5522/6004)
for supraventricular beats, Se=78.7 % (2834/3603) for
premature ventricular beats, Se=97 % (27691/28547) for
paced beats. The algorithm is also implemented in a
prototype with photoplethysmographic (PPG) sensor for
detection of carotid pulse from the neck region. It has
been validated on 10 volunteers for whom ECG and PPG
signals with duration of 10 s are superimposed to confirm
100 % coincidence between QRS and detected PWs. The
results prove that the presented method is a reliable tool
for non-invasive pulse sensing in an emergency.

1. Introduction
The pulse wave (PW), induced on each artery or vena
by blood circulation, provokes three coherent events:
blood flow (flow pulse), blood pressure change (pressure
pulse) and extension of transverse profile (volume pulse)
[1]. The PW typical morphology has a steep rising edge
during systole and a falling edge with a dicrotic notch,
followed by a dicrotic peak, concerned with diastole and
wave reflections from the periphery. The PW contour is
influenced by physiological conditions and diseases [2].
Studies with different levels of PW contour analysis
are published, including detection of systolic peak [3-6],
PW onset [7] and additionally dicrotic notch/peak [8, 9].
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The systolic peaks are identified by detection of all PW
extrema and consecutive validation of candidates by
filtering adapted to the heart rate and rank-based features
estimation [3] or analysis of the refractory period between
detected local maxima [4]. Studies suggest improvement
of the PW signal quality by pre-processing techniques
based on wavelet cascaded adaptive filtration for baseline
wander correction [5], moving averaging and template
matching for smoothing of high-frequency fluctuation [6].

Considering that the strategy of only peak detection is
inappropriate for studying PW velocity and delay after
QRS, Zong et al [7] propose an algorithm to determine
the PW onset by conversion of arterial blood pressure in a
slope sum function and subsequent adaptive thresholding.

PW morphological analysis is used as a technique for
assessing different vascular diseases. Detection of all
fiducial points (onset, systolic peak, dicrotic notch/peak)
is provided by more detailed evaluation of PW contours
[8, 9]. The offline algorithm [8] incorporates information
about the heart rate, amplitude and interbeat intervals to
identify the locations of the different components on the
intracranial pressure. The method in [9] calculates the
derivative of arterial blood pressure to detect pairs of
maximal inflection and zero-line crossing points which
are then backwards validated as systolic peak and pulse
onset according to combinatorial amplitude and interval
criteria. The dicrotic notch is then detected right away.

Palpation of the carotid pulse is the traditional method
for assessment of circulation in unresponsive cardiac
arrest victim and any single determination of carotid
pulselessness is the diagnostic step that immediately leads
to the initiation of cardiopulmonary resuscitation. As
advocated in resuscitation guidelines, the time for a single
pulse check is limited to <10 s for healthcare providers
and not recommended for lay rescuers [10]. The main
consideration is the limited reliability of pulse palpation
for confirming presence or absence of circulation.

This study aims at providing a tool for fast detection
of carotid pulse in an emergency, including a simple
algorithm for PW analysis embedded in a prototype with
photoplethysmographic sensor. The algorithm is tested on
annotated database with large excerpt of arrhythmias.

Computing in Cardiology 2012; 39:777-780.
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Abstract

This study tracks the global tendency of the heart rate
variability (HRV) profile over five ventilation modes,
aiming to find evidences on the hypothesis that patients
who failed during the weaning process manifest
important differences in the autonomic nervous system
activity. This preliminary study enrols 17 patients (7
successful (S), 10 failure (F)) who underwent weaning
with AVEA ventilator. Time- and frequency- domain HRV
analysis is applied over 5-min ECG episodes recorded at
the beginning of 5 ventilation modes: (1) controlled
mechanical ventilation (CMV) on a sedated patient; (2)
CMV on a sedated and paralyzed patient; (3) Pressure
support ventilation with zero back-up pressure PSV(0);
(4) PSV at 12-25 cmH,0; (5) Spontaneous breathing trial
(SBT) at 8 cmH,0. Our results support the finding of
other authors that during SBT, the patients who succeed
in weaning show a prevalently sympathetic modulation,
while relatively increased vagal activity is typical for the
F-group. PSV(0) is however an outstanding test for which
F-patients manifest about 3 to 20 fold increased
sympathetic and vagal activity compared to the S-group.

1. Introduction

The weaning from controlled mechanical ventilation
(CMV) requires an expert decision based on a complex
knowledge of a large number of clinical and respiratory
parameters, and analysis of their evolution over time
[1,2]. CMV discontinuation is a cardiovascular stress so
that patients who failed at weaning manifest cardio-
vascular insufficiency during the weaning attempt [3].
Analysis of cardiac autonomic control during weaning
has been shown to derive valuable information about the
presence or absence of pathologic autonomic balance.
The associated changes in the autonomic nervous system
activity are investigated in a number of studies which use
time-frequency heart rate variability (HRV) analysis [4]

ISSN 0276-6574

625

to unmask any existing abnormalities in one or several
control mechanisms of the autonomic regulation response
at different phases of the weaning [5-9].

Despite the introduction of several new ventilation
modes, assist-control volume-cycled ventilation continues
to be the most commonly applicable. However, regional
differences are reported in the utilization of ventilation
modes [10]. This preliminary investigation applies time
and frequency domain HRV analysis during a weaning
study with five different modes of mechanical ventilation,
aiming to provide a global overview of the profile of the
cardiac autonomic control and thus to observe the most
outstanding changes which could predict whether the
patient is ready or not to maintain spontaneous breathing
trial (SBT).

2. Materials and methods

2.1.  Study population

This study enrols patients undergoing weaning with
AVEA ventilator system (Cardinal Health, USA) in the
Central Intensive Care Unit of the University Emergency
Hospital “‘N. Pirogov’, Sofia, Bulgaria from August 2011
to July 2012. The study population consists of 13 men
and 4 women, mean age of 62.4+14.7 years, Simplified
Acute Physiology Score (SAPS II) of 30.4+8. According
to inclusion criteria, the enrolled patients do not have
cardiac arrhythmias, neurological diseases, do not take
pre-medication with cardiovascular drugs, and receive
CMV for at least 72 hours prior the study. The decision to
start weaning and weaning outcome has been made by the
primary care physician following general weaning and
extubation criteria [11]. All patients are divided into
successful (S, n=7) and failure (F, n=10) group according
to the weaning outcome at the 2" hour of SBT, which is
the final phase of the study protocol (as defined below).

Basic respiratory and hemodynamic parameters are
measured by AVEA during the whole study, among
which are blood pressure (SYS, DIA), respiratory rate (f).

Computing in Cardiology 2012; 39:625-628.
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Abstract

This study evaluates the influence of analysis duration
on the accuracy of AED shock advisory system (SAS),
which is adapted to provide ‘Shock’/'No Shock’ decision
in real time at every second from 2s to 10s. MIT-BIH
Malignant Ventricular Arrhythmia database is used for
validation of the SAS accuracy on a computer.

Four basic ECG criteria used in the presented SAS are
evaluated: heart rate, slope uniformity of positive vs.
negative peaks, deflections from signal extrema and
signal mean in a narrow frequency band for enhancement
of the QRS complexes. They show significant differences
for shockable and non-shockable rhythms, considering all
analysis durations.

The presented SAS with analysis duration from 2s to
10s is fully compliant with the AHA performance goal for
AEDs. Short ECG episodes, however, require verification
for consistency of the rhythm over time.

1. Introduction

Minimizing the duration of the pre-shock pauses
without chest compressions (CC) is beneficial for the
survival rate after defibrillation [1-4]. In this respect, the
2010 American Heart Association (AHA) Guidelines for
resuscitation recommend limiting CC interruptions to less
than 10s [5] which constrains the time for analysis of
artifact-free electrocardiogram (ECG) in automatic
external defibrillators (AEDs).

Anticipating the new requirements, some researchers
have recently published a number of methods for ECG
analysis during CC, applying mostly adaptive filtering
techniques for suppression of the CC-induced artifacts [6-
9] or sophisticated algorithms which are running the
rhythm analysis during CC [10,11]. Despite all efforts,
accuracy of such methods is 80-90% - still below the
AED performance goals recommended by AHA [12].

Another solution for minimizing the pre-shock pause is
reduction of the ECG analysis duration. Rosado et al [13]
describe a fast ventricular fibrillation detection method,
based on Pseudo-Wigner-Ville distribution, using ECG
segments of 1.024s. However, it provides limited 86%
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sensitivity and 94.3% specificity. Other studies report that
algorithms, analyzing ECG signal crossings with preset
thresholds, improve their performance by increasing the
analysis duration, and that a reliable accuracy can be
achieved after 7s [14,15]. Throne and Gupta [16]
estimate the effect of short duration signal analysis for
detection of ventricular fibrillation based on
autocorrelation (ACF) and scatter diagram analysis. They
have found that, in general, increase of the analysis
duration from 1s to 4s improves the accuracy. This
relation is also observed by the authors of the ACF
method who report adequate performance for 4.5s [17].

The objective of this study is to evaluate the influence
of analysis duration (2s to 10s) on the accuracy of AED
shock advisory system (SAS).

2. Materials and methods

2.1. ECG signals

The test set of ECG signals is extracted from the first
channel of MIT-BIH Malignant Ventricular Arrhythmia
Database (MIT-vfdb) [18]. The recordings are subsets of
the general databases recognized as standard in ECG
testing. These subsets were chosen because they contain a
wide variety of shockable and non-shockable rhythms.

ECQG strips of 10s are independently annotated by three
cardiologists. The annotations follow the AHA
classification scheme for shockable and non-shockable
rhythms [12] where performance goals are defined only in
absence of artifacts. Excluding all cases with inconsistent
rhythm over the strip, the following noise-free strips are
identified:

510 strips with shockable rhythms:

308 VF — coarse ventricular fibrillation > 200uV;
202 VThi — rapid ventricular tachycardia with rate
> 150 beats-per-minute (bpm);

2448 strips with Non-shockable rhythms:

1023 NSR — normal sinus rhythm;

e 1425 ONS - other non-shockable rhythms, including
supra-ventricular tachycardia, sinus bradycardia,
SA/AV and bundle branch blocks, atrial fibrillation,
atrial/ventricular ectopic beats.

Computing in Cardiology 2011;38:537-540.
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Abstract

The upgrade of mobile phones with applications for
acquisition, pre-processing and transmitting the patient’s
ECG to a hospital unit would be of great benefit for
prevention against the most frequent mortality caused by
heart failure. This idea is promoted by the Computing in
Cardiology Challenge 2011, which encourages the
development of algorithms for analysis of the ECG
quality within few seconds, aiming to warn about
diagnostically unacceptable recordings. This paper
presents an algorithm for scoring the noise corruption
level by evaluation of ECG amplitude dynamics, baseline
wander, powerline interference, EMG and peak artifacts.
The score achieved for participation in Eventl is 0.908.
Additionally unacceptable ECGs with interchanged leads
are detected with sensitivity of 96.8% (30/31 files) for
peripheral leads and 87% (40/46 files) for chest leads.

1. Introduction

When conditions during ECG acquisition are not
rigorously controlled, ECG quality is highly susceptible
to external noisy components and other distorting factors
which might impede the reliable manual or automated
measurements, or hazard the correct diagnosis. Automatic
management of large amount of ECGs by analytical
quality metrics is shown to improve the quality of ECG
annotations reducing human review and costs [1,2].

During the years, members of our team are
contributing towards development of methods for
improving the ECG quality by filtering the main sources
for ECG corruption - powerline interference (PLI),
baseline wander (BLW) and electromyographic (EMQG)
noise. The main goal is to maximally preserve the useful
ECG components, commonly overlapped with noises. In
this respect, the subtraction procedure eliminates PLI
with amplitude and frequency deviation without affecting
the ECG spectrum [3]; the BLW bi-directional high-pass
recursive filter [4] is optimized towards adapting the cut-
off frequency with respect to the frequency components
of the ECG signal [5]; the approximation filtering with
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dynamically varied number of samples and weighting
coefficients in respect to the ECG slope, is preserving
sharp QRS forms with a considerable reduction of the
EMG noise [6]; the ‘linearly-angular’ procedure for EMG
suppression is applying smoothing filtration outside the
QRS complexes, and moving averaging inside them with
restoration of the sharp Q, R and S peaks [7].

Misplacement of electrodes in 12-lead ECG is reported
in 0.4-4% of all clinical recordings — a severe cause of
erroneous diagnosis due to simulated false or concealed
true ECG abnormalities [8]. Batchvarov et al [9] review
the effect of the most common cases for interchange in
peripheral and chest leads on P-QRS-T patterns, together
with some algorithms for their detection. Specific cable
interchanges or ECG abnormalities might disturb the
correct detection.

The presented method detects noise corruption and
leads interchange for recognition of diagnostically useful
ECGs in the Computing in Cardiology Challenge 2011.

2. ECG dataset

The study uses the Challenge 2011 dataset available
from PhysioNet [10], including 10-second recordings of
standard 12-lead ECGs (sampled at 500Hz, 5uV/LSB
resolution, full diagnostic bandwidth 0.05-100Hz). The
dataset comprise signals related to common problems
which might appear when people with varying amounts
of training are recording ECG via disposable or suction
cup electrodes connected to mobile phones (misplaced
electrodes, poor skin-electrode contact, not connected
electrode, PL interference, artifact resulting from patient
motion, etc.). Reference annotations of the ECG quality
in the context of ‘acceptable’ or ‘unacceptable’ recording
for diagnostic interpretation are accessible for the
challenge in non-blinded and blinded mode:

- Training Data (Set A) with non-blinded annotations,
including 773 acceptable and 225 unacceptable ECGs;
- Test Data (Set B) with blinded annotations, including

500 ECGs.

Misplaced electrodes have been manually identified in
74/1498 recordings, publicly available in the list [11].

Computing in Cardiology 2011;38:429-432.
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Abstract

Cardiac syndrome X (CSX) is a clinical condition
characterized by angina, positive stress test and negative
coronary angiography. Myocardial ischemia is suggested
to influence the typical ischemic changes in the
electrocardiogram (ECG) observed during stress test.
The aim of this study is to obtain CSX patterns of the
vectorcardiographic (VCG) loops in the horizontal (H),
frontal (F) and right sagittal (RS) planes of the Frank
corrected orthogonal leads (X,Y,Z) and to assess their
similarity with the reference VCG loops of normal
subjects.

The results after synthesis of the VCG patterns in H, F,
RS planes and identification of the magnitudes, angles
and rotation of the maximal QRS and T vectors, as well
as the angles of instant vectors at 0.01-0.04s suggest that
CSX electrocardiographic profile could be considered as
a variant of the normal profile, however, it contains some
VCG changes seen in the ischemic heart disease.

1. Introduction

The concept of cardiac syndrome X (CSX) includes
patients, mainly women before or in the period of
menopause fulfilling the following three major criteria:
chest pain, positive exercise-strain test, normal coronary
angiogram [1-3]. The chest pain is a leading symptom of
these patients, usually stronger and more prolonged than
the typical angina pectoris which is also more difficult to
control by the standard antiischemic therapy [4,5].
Impaired functional cardio-vascular capacity is usual for
these patients. As a result, they are often re-hospitalised,
new unnecessary angiograms are done and quality of life
of these patients worsens [6].

Investigations on the prognosis of these patients show
that their life-expectancy does not differ considerably
from the rest of the population, excluding those with
rhythm and conductance disorders like left-bundle branch
blocks, as such patients is likely to develop dilated
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cardiomyopathy (NLHBI WISE study with mean duration
of follow-up for 5.2 years)[7].

Analysis of the high-resolution vectorcardiogram
(VCG) enables detection of electrical activity of
individual and/or typical for patient group fragments of
the cardiac muscle that opens up a possibility of
developing a qualitatively new diagnostic method.
Comparing VCG to the standard electrocardiogram
(ECG), the former shows the advantage of having better
sensitivity for analysis of the repolarization process and
myocardial ischemia [8-10].

The signal-averaged VCG is an informative
electrophysiologic method for assessment of the
myocardial condition and for classification of an
individual VCG patient profile either to a population of
normal subjects or to a particular cardiac pathology. The
aim of this study is to obtain CSX patterns of the VCG
loops in the horizontal, frontal and right sagittal planes of
the Frank corrected orthogonal leads (X,Y,Z) and to
assess their similarity with the reference VCG loops of
normal subjects.

2. Materials and methods

The study involved 56 high-resolution ECG recordings
(1kHz) at rest collected from 28 women (mean age
55.3£9.5 years) using 12-channel ECG data acquisition
system [11] in the Clinic of Cardiology, Medical
University — Sofia, and in the Clinic of Cardiology,
University Hospital of Emergency Medicine “Pirogov”,
Sofia, Bulgaria. All patients were with fulfilled criteria
for CSX at the period of pre- or postmenopause and with
"clear" coronary arteries verified from angiography or
multi-slice computed tomography. Stratification by risk
factors, comorbidity and pharmacological management
have been done using a standardized protocol.

The study was based on assessment of the high-
resolution Frank corrected orthogonal leads (X,Y,Z),
synthesized from the 12-standard ECG leads by applying
the transformations (1) [12]:

Computing in Cardiology 2011;38:793-796.
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Abstract

This study aims at validation of the specificity (Sp) of a
shock advisory system (SAS) in automatic external
defibrillators (AED) with non-shockable pediatric ECGs.

Own pediatric ECG database is collected including
lead II holter recordings from 46 children - healthy and
cardiac patients. A number of 10301 ten-second samples
of non-shockable (N) rhythms are analysed. Adult ECG
database (MIT-vfdb) is used to show the reference SAS
criteria values for N(>18) and shockable S(>18) rhythms.

Specific ECG criteria of an AED SAS are evaluated:
heart rate, slope uniformity of positive vs. negative peaks,
deflections from signal extrema and signal mean in a
narrow frequency band for QRS complexes enhancement.

Pediatric N rhythms, age: (1-4), (5-8), (9-12) vs. adult
N(>18) show significant differences in all criteria,
shifting in beneficial direction further away from S(>18)
when combined criteria are used. The SAS validation for
N(1-4), N(5-8), N(9-12) present respectively Sp=100%,
99.8%, 100%, higher than N(>18) with 99.6%.

1. Introduction

Ventricular fibrillation (VF) or ventricular tachycardia
(VT), once thought to be rare in children, occur in 25% of
in-hospital and at least 7% of out-of-hospital pediatric
cardiac arrests [1]. Patients with an initial rhythm VF/VT
have better survival than those with asystole/pulseless
electrical activity [2], therefore prompt VF/VT treatment
improves the survival rate. Since 2005, the European
Resuscitation Council Guidelines for pediatric life
support [3] recommend the use of pediatric pads and
lower energy levels in automated external defibrillators
(AED) for children aged 1 to 8 years. Due to insufficient
information for safety and efficacy in infants younger
than 1 year, the AED use in this age group is not advised.

Recent efforts are spent to assess the performance and
to adapt AED algorithms designed for adults to achieve
high accuracy also for pediatric rhythms. There are
evidences for significant differences between pediatric vs.
adult electrocardiogram (ECG) [4]. Reports show that
heart rate is sensitive to age groups and thus rate-
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dependent ECG morphology parameters are significantly
affected, particularly in pediatric non-shockable rhythms
[5-7]. Insignificant differences are reported for some
morphology parameters in shockable pediatric rhythms
[5] and spectral parameters in both shockable and non-
shockable rhythms [7]. The technical implication of these
studies is AEDs that should implement either separated
pediatric and adult decision system [8-9] or a unique
solution [5,10,11].

The purpose of the present study is to create an ECG
database of non-shockable pediatric rhythms and to use
this database for assessment of specific ECG criteria in
different pediatric age groups. Differences among the
ECG criteria between pediatric non-shockable rhythms
and a reference adult database are studied. Verification of
the safety of a commercial AED in children is aimed by
validating the specificity of its shock advisory system
embedding the same ECG criteria settings as validated for
adults.

2. Materials and methods

2.1. Pediatric ECG database

Pediatric thythms were collected retrospectively from
Holter recordings of children with various cardiac
diseases, who underwent annual examinations in the
Pediatric Cardiac Unit of the National Heart Hospital,
Sofia, Bulgaria. Rhythms were acquired with standard
ECG electrodes in modified lead II position and
bandwidth (0.5-30)Hz. The ECG holter recordings format
is: 250Hz as sampling rate, 12bit resolution, 4.9uV/bit
dynamics. The database including 46 children — 6 healthy
and 40 cardiac patients, age 1 to 12 years old, consisted
only of non-shockable samples without lethal ventricular
arrhythmias. Selected 10-second samples from the non-
shockable (N) recordings were annotated by three
cardiologists into two categories — normal sinus rhythm
(NSR) and other non-shockable arrhythmia (ONS). This
group includes premature ventricular contractions, supra-
ventricular tachycardia (SVT), sinus bradycardia, SA/AV
and bundle branch blocks (BBB), atrial fibrillation. The
rhythm type assigned to each sample reflects the

Computing in Cardiology 2010;37:525-528.
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Abstract

Time-frequency domain features of chest compression
(CC) artefacts, non-shockable (NShR) and shockable
(ShR) rhythms were investigated. The aim was to provide
reliable shock advisory analysis during CC by single
channel electrocardiogram (ECG) processing. Three
frequency bands were suggested to enhance specific
components of the CC artefacts, NShR and ShR rhythms:
(i) 2-3 Hz to emphasize the similarity of the basic wave of
CC Artefacts; (ii) 4-7 Hz to highlight the irregularity of
the fibrillation waves in ShR; (iii) 10-20 Hz to support the
presence of QRS complexes in NShR. Based on our
studies in the defined frequency bands, an automatic
shock-advisory system (SAS) for detection of NShR and
ShR in CC-contaminated ECGs was built. SAS assessed
with ECGs from a testing dataset provided Se=94.2% for
ShR, Sp=87% for NShR, Sp=83.7% for asystoles.

1. Introduction

Early defibrillation and continuous cardiopulmonary
resuscitation (CPR) with minimal ‘hands-off’ intervals
are advised to improve the survival rate in out-of-hospital
cardiac arrests (OHCA) [1]. To support such life-saving
practice, the shock-advisory systems of automated
external defibrillators (AEDs) should be capable to
reliably analyse the heart rhythm even if it is corrupted by
the mechanical activity of the chest compressions (CC).

Different filtering techniques have been proposed in
the literature mostly with adaptive schemes managed by
reference signals from CC frequency [2-4], or acquired
via outer sensors for thoracic impedance, accelerometer,
‘ECG common’ signal, arterial blood pressure [5-7].
However, any sensor different from defibrillation pads
could be considered as an obstacle for an easy AED use.

ECG time-frequency study was applied aiming at
reliable shock advisory analysis of CC contaminated
arrhythmias by single channel ECG processing.
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2. Methods

2.1. ECG data

Recordings of 168 OHCA interventions with AEDs
(FredEasy, Schiller Medical SAS, France) collected by
the emergency medical service in the region of Nancy
(SDIS54 July-December, 2006) were retrospectively
processed. They provided large excerpt of CC artefacts
induced on human ECG via defi-pads. We hypothesized
that the process governing the artefact morphology is
non-ergodic due to change of the underlying ECG rhythm
(shock delivery, drug injection), as well as to change of
the CC features over time (fatigue of the rescuer, swap of
rescuer, switching from human to machine compression).
This consideration supported the use of several CC-
contaminated episodes extracted from one intervention as
independent strips included in the ECG dataset.

Two independent reviewers annotated the noise-free
ECG rhythm seen during the AED analysis periods. The
following rhythm annotations were accepted:

6] NShR: Non-shockable rhythms, including
normal sinus rhythms, ventricular ectopic beats,
atrial flutter/fibrillation, bundle branch blocks,
bradycardias and supraventricular tachycardias;

(i1) ShR: Shockable rhythms, containing ventricular
fibrillations and rapid ventricular tachycardias;

(1ii) ASYS: Asystoles with peak-to-peak amplitude
below 100 uV for at least 3 seconds.

The CC-contaminated episodes were taken just before
the AED analysis periods. They inherited the rhythm
annotation of the adjacent AED analysis with the
assumption that the ECG rhythm does not change during
the last 10 seconds of CC. The following CC artefacts in
the ECG channel were considered:

i) CC-Artefacts: pure CC-artefacts on ASYS;

(i1) CC-artefacts contaminating NShR;

(1ii) CC-artefacts contaminating ShR.

All OHCA signals were sampled at 500 Hz, 8-bit.

Computers in Cardiology 2009;36:817-820.
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Possibilities of signal-averaged orthogonal and vector
electrocardiography for locating and size evaluation of acute
myocardial infarction with ST-elevation
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ABSTRACT

Objective: The signal-averaged electrocardiography (SAECG) is known to be a useful tool for extraction and analysis of low-amplitude signal
components. We found SAECG may be useful for precise location of the site of the myocardial necrosis and assessment of the severity of
impaired left ventricular systolic function of patients with ST-elevation myocardial infarct (STEMI) in the acute phase.

Methods: High-resolution (1 MHz) ECG from 3 groups were collected: healthy controls (20), patients with anterior (17) and inferior STEMI (21). The
three orthogonal leads X, Y, Z were synthesized from the 12 standard leads by known transformation. Synchronized averaging was carried out over
hundred P-QRS-T intervals of each orthogonal lead. The resulting intervals of all subjects within a group were additionally averaged. The obtained
X, Y and Z patterns, as well as the derived loops in the vectorcardiographic planes (VCG patterns) were studied for significant divergences.
Results: The summarized analysis presenting the possibilities of QRS- and T-vector indicators for correct classification of patients with STEMI
shows that the determined discriminators classify correctly 91.4% of the examined patients. The optimized set of QRS-vector indicators for
discrimination between healthy controls and patients with inferior STEMI include angle o of the maximal vector in both the sagittal and the
horizontal plane. These two indicators show as high predictive value as all QRS-vector indicators — 82.9%. The optimized combination of
QRS-vector indicators for discrimination between healthy controls and patients with anterior STEMI includes amplitude of the maximal vector in
the frontal and sagittal planes, angle a of the maximal vector in the sagittal plane and the area of the loop in the frontal plane. This optimized
combination has a common mean percentage of correctly classified patients of about 91.9%. The accuracy for infarct zone localization is
improved with optimized combinations involving together QRS- and T-vector indicators. The achieved common mean percentages of correct
classifications are 94.6% (healthy controls-anterior STEMI), 92.7% (healthy controls-inferior STEMI) and 97.4% (anterior STEMI-inferior STEMI).
The set of all QRS-and T-vector indicators of patients with anterior STEMI regarding 2D-echocardiographic ejection fraction shows very high
correlation coefficient, reaching about 0.99. In contrast, we did not find significantly high correlation in patients with inferior STEMI.
Conclusions: Both the signal-averaged orthogonal ECG and the synthesized on its basis VCG show markedly high sensitivity regarding location
of ST-elevation myocardial infarct. The possibility for facilitated and fast performance of this examination in clinical conditions, including
emergency, the lack of necessity of specially trained staff for carrying out the examination and interpretation of the results, as well as the very
low prime cost, make this electrophysiological method very suitable for application in the routine clinical practice for qualitative and quantitative
assessment of patients with acute coronary syndromes. (Anadolu Kardiyol Derg 2007: 7 Suppl 1; 193-7)

Key words: high-resolution signal-averaged electrocardiography, synthesized orthogonal electrocardiography, vectorcardiography, acute
myocardial infarction.

Introduction

In principle, the signal-averaged high-resolution electrocar-
diography (SAECG) is a technique involving computerized analysis
of small segments of a standard electrocardiography (ECG) in
order to detect late potentials (1, 2). It allows subtraction and
analysis of low-amplitude components in the signal, containing
important diagnostics information, but inadmissible for analysis
using conventional 12-channel ECG. The high resolution SAECG
and vectorcardiography (VCG) were employed recently as
methods for qualitative and quantitative diagnosis of patients with
acute myocardial infarction (AMI). The existing scarce data in
worldwide literature about quantitative assessment of patients

with AMI by SAECG suggest very high diagnostic value of this
method (3-6). In this research, we studied the possibilities to
create standards, characterizing ST-elevation myocardial
infarction with different location and size using synthesized from
SAECG orthogonal X, Y and Z leads and VCG loops.

Methods

ECG Data

High-resolution (1 MHz sampling rate) ECG recordings were
collected by 12-channel ECG data acquisition system (7) at the
intensive coronary unit. The following groups were included in the
study:

Address for Correspondence: Prof. Mikhail Matveev, Centre of Biomedical Engineering ‘Prof. lvan Daskalov’ Bulgarian Academy of Sciences,
Acad. G. Bonchev str. bl.105, 1113, Sofia, Bulgaria
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Abstract

The present study was focused on high-resolution
orthogonal electrocardiography (HR-OECG) analysis for
assessment of the zone of necrosis after acute myocardial
infarct (AMI). We examined HR-OECG recordings of 13
healthy controls, 9 patients with anterior AMI and 13
patients with inferior AMI. The AMI size was evaluated
by the enzyme levels of creatine kinase-common (CPK)
and its MB-fraction (CPK-MB). Multiple regression
models were derived where the observed enzyme level
was the dependent variable and the predictor variables
were selected among the defined morphological
descriptors of the QRS-T pattern. Since the measured
amplitudes and durations of the QRS-T pattern for the
three leads of the HR-OECG recordings depend on the
AMI localization, we investigated the discriminating
ability of these OECG descriptors for recognition of the
two studied AMI types - anterior and inferior. The results
showed that some of the OECG descriptors, which were
selected in the best regression models of the enzyme
fractions, were also included in the best discriminating
sets. The results of this study indicate the need for further
investigations of the HR-OECG potential as a fast and
accurate method for assessment of the AMI size and
localization.

1. Introduction

The early prognosis of the patents’ outcome during the
acute phase of myocardial infarction (MI) is directly
related to the size of the functioning myocardium. In
patients without indications for previous MI attacks, the
prognosis depends on the size of the damaged
myocardium supplied by the culprit coronary artery distal
to the occlusion. Non-invasive methods for evaluation of
the MI size applicable at the bedside of the patient and
providing fast, easy, and accurate measurements are
recently moved forward.

During the last years, the high-resolution
electrocardiogram (ECG) has been widely introduced in
the clinical practice [1]. This method is based on
computerized amplification, digital filtering and signal
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averaging of specific ECG segments. Thus even the low
amplitude signal components become eligible for reliable
analysis. The most common application of the high-
resolution ECG is in studies of the late potentials of
myocardial depolarization (i.e. the atrial or ventricular
late potentials) [2].

The technique for ECG signal averaging involves
accumulation of periodic signals such as the consecutive
heart cycles in time. By adding many consecutive heart
cycles, the overall noise components of the signal sum
that are unsynchronized with the physiological pattern
will decrease while the stable signal components remain
unchanged. The suppression of the uncorrelated noise
components is proportional to the square root of the
number of the averaged cycles. Thus, by diminution of
the ECG signal inherent noise, a specific steady pattern of
the heart cycle is derived for the ECG recording of one
patient. The enhanced cardiac cycles for a group of
cardiac patients form a set of standard patterns with
improved resolution. This set becomes a basis for further
classification study with quantitative diagnostic aim. We
applied the method in high-resolution ECG for
assessment of the myocardium status after MI,
particularly for evaluation of the size of the necrotic zone
during the acute infarction phase.

The orthogonal electrocardiography (OECG) is an
informative method for MI diagnostics - estimation of the
localization and size, especially in cases of abnormal Q-
waves and several necrotic zones [3,4]. A lot of
quantitative OECG descriptors have been studied,
providing different accuracy levels, i.e. specificity and
sensitivity concerning the nosology of heart and the
assigned diagnostic indices. We should note that clear
OECG criteria for assessment of the myocardial condition
have not been defined yet, as well as the set of the most
informative parameters for precise evaluation of the zone
of acute MI necrosis remains unspecified [5]. Therefore,
we studied the possibility for reliable evaluation of the
infarction size using a set of OECG descriptors, which
were derived by averaging the heart cycles in the three
high-resolution orthogonal Frank leads. Moreover, we
applied sensitive selection of the most reliable parameters
for assessment of the MI size in dependence of the MI
localization.

Computers in Cardiology 2006;33:461-464.
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Abstract

Feasibility of the Karhunen-Loeve transform (KLT) for
detection of ventricular ectopic beats was studied. The
KLT basis functions of normal QRS complexes were
derived for a small-sized training set of heartbeats. The
relevant KLT features were obtained by comparison
between five selected heartbeats of the predominant
rhythm and the remaining heartbeats in the tested
electrocardiographic  (ECG) recording.  Statistical
analysis of the KLT features for MIT-BIH arrhythmia
database contributed to the definition of threshold
criteria for discrimination between the predominant and
the ventricular ectopic heartbeats. The achieved accuracy
was about 97.7% for single-lead analysis and above 98%
for joint two-lead processing. The method is attractive
and suitable for implementation in an automatic analysis
module because of the necessity for supervisor annotation
of only five beats of the predominant rhythm in one ECG
recording.

1. Introduction

Automatic  heartbeat  classification using the
electrocardiogram (ECG) has been a field of intensive
research during the last years. Recently a number of
sophisticated ECG modeling methods, competing for
higher accuracy, were published. Classical techniques use
heuristic ECG descriptors, such as the QRS morphology
[1,2]. However, the QRS pattern recognition techniques
are considerably affected by noise due to unfavorable
signal acquisition conditions. Another group of
approaches, theoretically more robust to noise, are based
on approximating the QRS complex using a small number
of waveforms taken from a suitable dictionary. For
example, the Matching Pursuits method has been recently
introduced for linear expansions of the QRS waveforms
involving non-orthogonal dictionaries based on Wavelet
Packets [3,4]. Other noise-tolerant parametric models of
the QRS complex use common dictionaries of orthogonal
basis functions. Examples of such basis are the Hermite
functions [5,6] and the Karhunen-Loeve transform (KLT)
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[7], both providing a low dimension feature space for
heartbeat classification. The KLT has also been
successfully applied for reconstruction of the ST-T shape
in studies of the ventricular repolarization period [8,9].
The KLT was preferred because of its power to
approximate a selected segment from the P-QRS-T
pattern with both the lowest expected mean-squared error
and enhanced noise immunity.

The present study investigates the ability of defined
KLT features to improve the accuracy of the KLT method
[7] for discrimination between ectopic beats and the beats
of the predominant rhythm in one ECG recording.

2. Materials and methods

2.1. ECG database

We analysed 44 of the 48 ECG recordings of the
Massachusetts Institute of Technology - Beth Israel
Hospital (MIT-BIH) arrhythmia database. We excluded
the 4 files with paced beats (102, 104, 107, 217). Each
recording has a duration of 30 min and includes two leads
— the modified limb lead II and one of the modified leads
V1, V2, V4 or V5 [10]. The sampling frequency is 360
Hz and the resolution is 200 samples per mV. The
heartbeats were recognized by the fiducial points in the
database. We followed the American Heart Association
(AHA) records equivalent annotation [10] to form two
classes of heartbeats: (i) the class of the ventricular
ectopic beats (V); (ii) the class of the normal beats (N),
including all normal heartbeats (approximately 70% of
the database) and some of the abnormal beats (left bundle
branch block, right bundle branch block, aberrantly
conducted beat, nodal premature beat, atrial premature
beat, nodal or atrial premature beat, nodal escape beat,
left or right bundle branch block, atrial ectopic beat and
nodal ectopic beat). We further restricted the N class to
contain only those heartbeats, which are representative for
the predominant rhythm of the patient - normal beats, left
bundle branch block and right bundle branch block beats.
No selection based on the quality of the signal was
performed. Thus the analysis was applied even in the
presence of artifact or noise in the ECG.

Computers in Cardiology 2006;33:569-572.



ANNUAL JOURNAL OF ELECTRONICS, 2015, ISSN 1314-0078

Analysis of QRS Patterns in 15-Lead ECG for
Person Verification

Vessela Tzvetanova Krasteva, Irena Ilieva Jekova and Roger Abédcherli

Abstract — This paper presents a method for evaluation of
similarity and difference scores of QRS patterns in 15-lead
ECG for the aims of person verification. An ECG database
with 316 healthy subjects, including two records per subject
taken >lyear apart is used to simulate the real case scenario.
Discriminant analysis estimates the best specificity/sensitivity
for limb+chest leads (92.9/92.1%), lower for limb leads
(92.1/89.6%), and the top-scored single leads: aVvVR
(84.6/84%), 11 (83.8/83.5%0), | (81.2/80.2%).

Keywords — ECG Biometrics, multilead ECG scoring, QRS
patterns, Discriminant analysis, person verification.

1. INTRODUCTION

The analysis of the electrocardiogram (ECG) as a
biometric tool has been started about a decade ago in the
context of two typical scenarios for application:

1) Person verification (one-to-one scenario): the ECG of

the tested subject is compared to previously recorded
ECG with known identity (ID). The tested person is
either verified or rejected.
Person identification (one-to-many scenario): the
ECG of the subject under identity examination is
compared to previously recorded set of ECGs in a
specific database. The tested person is identified as a
subject with unique ID among all in the database.

Two general methods could be distinguished:

1) using measurements after fiducial points detection;

2) analyzing the overall ECG waveform morphology.

At first, the fiducial based approaches are applied. The
earliest work involves 12 uncorrelated diagnostic features
of P-QRS-T amplitudes and durations [1]. The inter-subject
heartbeat similarities are studied via Principle Component
analysis score plots. The authors report 100% identification
accuracy (IDA) over a database with 20 subjects. Other
authors employ 15 temporal features of the P-QRS-T
segment into a set of discriminant functions [2]. They
report IDA in the range from 97% to 100% over 29
subjects under various stress conditions. A two-step
identification method involves temporal and amplitude
measurements based on fiducial points detection together
with appearance based features that capture the heartbeat
patterns [3]. This combined approach provides 100% IDA
when tested over 31 healthy subjects: 18 with a single ECG
record [4] and 13 with more than one ECG record [5].

Fiducial independent approaches have been developed
since 2006. Person identification via autocorrelation (AC)
and discrete cosine transform of windowed ECG reports

2)
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100% IDA over a database with 14 subjects [6]. Another
study also utilizes AC of 5s ECG for person identification
and verification [7]. Classification of AC functions via
discriminant analysis achieves 96.2% IDA, 87% and 99%
verification sensitivity and specificity, reported for a joint
dataset [4,8] and 13 healthy subjects with more than one
ECG record [5]. The maximal correlation coefficient of a
single-lead and 12-lead ECG is reported to provide 91.4%
and 100% IDA over a database with 11 subjects [9].
Another effective method calculates the two-dimensional
heart vector formed by the limb ECG leads and its first and
second derivatives, reporting 98.1% IDA and 97.2%
verification accuracy by a distance based approach over 74
subjects [10]. The processing of a normalized QRS
complex via Multilyer perceptron provides 96.1% IDA
over a database with 30 healthy subjects [11]. Recently, a
human ECG identification system has been announced
based on ECG decomposition in a number of intrinsic
mode functions combined with Welch spectral analysis for
extraction of significant heartbeat features [12]. The
classification with the K-Nearest Neighbors provides
95.6% IDA over a joint dataset with 108 subjects having
one ECG record with ST-segment changes [13,14] and 12
healthy subjects with more than one ECG record [5].

Majority of the cited methods are tested with small-sized
ECG databases [1,2,6,8,11] or track intra-subject changes
of ECG characteristics measured in very short distanced
temporal intervals [2,3,7,11,12]. This might bias the
reported high identification/verification accuracy from the
real case scenario.

This works aims to compare inter-subject QRS patterns
of 15-lead ECG and to rate leads by similarity and
difference scores via Discriminant analysis for the purpose
of person verification. The use of a large sized ECG-
database with two different records per subject taken
>]year apart aims at an unbiased accuracy report.

II. ECG DATABASE

The ECG database is collected in the period 2004-2009,
including 316 patients at the Emergency Department of the
University Hospital Basel. The ECGs are acquired via
SCHILLER CS-200 Excellence device with 500Hz
sampling rate, 2.51V resolution.

The database has the following content:

- Includes subjects with a healthy cardiac status, 143 man,
173 woman, aged from 18 to 89 years;

- Includes two 10s resting ECG recordings per subject
taken at different times distanced from 1 to 2 years.

- All ECG recordings have a high quality signal in 15
ECG leads — limb (I, II, III, aVR, aVL, aVF), chest (V1-
V6), synthesized orthogonal (X, Y, Z).
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High-resolution Signal Acquisition Module
Recording 18-Lead ECG for Person Authentication

Tatyana Dimitrova Neycheva, Todor Venkov Stoyanov, Vessela Tzvetanova Krasteva,
Ivo Tsvetanov Iliev, Serafim Dimitrov Tabakov, Valentin Viktorovich Tsibulko and
Irena Ilieva Jekova

Abstract — This paper presents a high-resolution 16-channel
ECG acquisition module with 24-bit amplitude resolution and
sampling rate of 2kHz. The module is applied for collection of
ECG database for the aims of development and testing of
methods for person authentication via ECG. Such database
could support the definition of optimal number of ECG leads
and the optimal feature set and would facilitate the decision
about the ECG applicability as a person biometric
characteristic in different environments.

Keywords — ECG device, 24-bit ADC, 18-lead ECG,
biometrics, person verification, identification

1. INTRODUCTION

Nowadays, the reliability of the automatic person
verification/identification is very important, considering the
necessity of high security level in cases of financial
transactions; access control for buildings, rooms and
information; traveling, etc. Due to the technological
development of compact sensors for acquisition of
biological signals and the progress in biomedical signal
processing for diagnostic purposes in the last decade, the
idea for application of signals generated in the human’s
body for person authentication gains support. The analysis
of the electrocardiogram (ECG) as a biometric tool was
started about a decade ago, incorporating two general
approaches: (i) methods, using measurements after
detection of fiducial points; (ii) methods, analyzing the
overall morphology of the ECG waveform. All methods
rely on detailed zoom of specific temporal and amplitude
ECG characteristics, and therefore, the more precisely the
ECG is acquired (high sampling rate and amplitude
resolution), the more reliable person verification/
identification can be supported.

Single lead ECG for person identification is acquired
from palms [1] and fingers [2]. Although the described
ECG devices implicitly assure comfort for the tested
person, according to some authors, the reduction of the
number of analyzed ECG leads limits the accuracy [3].
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Others, however, report reliable identification accuracy of
94.3-95% with limited number of ECG leads [1,2].
Considering this uncertainty and the extended application
of person authentication not only in social environment but
also in medical setting, assisting and securing the collection
of personal medical information, there is a need for high-
resolution multi-channel ECG acquisition module, which
could be used for collection of ECG data with redundancy.
Such ECG database could be further analyzed in order to
extract valuable information about the most reliable leads
and features for person authentication.

This paper presents a 24-bit 16-channel ECG acquisition
module, which is applied for collection of 18-lead ECG
database for the aims of a detailed framework of the person
verification/identification task. Such database could
support the definition of the optimal number of ECG leads
and feature set, and would facilitate the decision about the
ECG applicability as a personal biometric characteristic in
different environments.

II. HARDWARE CONCEPT

The presented ECG module provides synchronous
acquisition of 16 ECG channels and one respiration
channel via impedance measurement in lead I, with the
capability for real-time data transfer to PC. The ECG is
sampled at 2kHz, 24-bit amplitude resolution over an input
range of 2400 mV (about 0.05uV/LSB).

The block diagram (Fig. 1) is including:

1) Two 8-channel Texas Instruments ADSI298R
demonstration boards (ADCI1, ADC2), each one
embedding complete ECG Front-End module based on
24-bit, delta-sigma (AX) analog-to-digital converter
(ADC) with a built-in programmable gain amplifier
(PGA), internal reference, and an onboard oscillator.

2) Custom interface board providing PC connection of the
ECG module. The board is based on the microcontroller
Cortex STM32F103C8 and the USB to serial UART
interface circuit FT232RL. The FT232RL data sheet
claims operating rate at up to 3Mbps that guarantees the
correct transfer of 16-channel, 24-bit data, sampled at
2kHz.

The power supply of the designed ECG acquisition
module is 5V, provided via the available USB interface.
The chips STM32F103C8 and FT232RL are powered
directly from PC, while ADC1 and ADC2 are electrically
isolated from the apart hardware according to IEC60601
standard, so that the ECG acquisition module complies
with the requirements for patient safety. The DC-DC
converter AMI1D, rated to 6kV DC isolation, is used to
produce an isolated power supply. The digital signals are
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Decision Support System for Prediction of the
Weaning Outcome from Mechanical Ventilation

Irena Ilieva Jekova, Vessela Tzvetanova Krasteva, Georgi Zheliazkov Georgiev,
Lyudmila Pavlova Todorova, Peter Mladenov Vassilev and Mikhail Georgiev Matveev

Abstract — This study presents a system for prediction of the
weaning outcome based on classification trees and linear
discriminant analysis. The design of several classification
models involves anthropometric and diagnostic indicators,
metabolic, ventilation, hemodynamic and heart rate
variability indices, measured just before the weaning attempt
and/or during five different modes of volume controlled and
pressure support ventilation. The designed decision support
system provides maximal balanced Se=94.7%, Sp=96.8%
when the initial data are supplied to a classification tree rule.

Keywords — mechanical ventilation, weaning predictors

1. INTRODUCTION

The weaning from controlled mechanical ventilation
(CMV) is a challenge in intensive care that requires an
expert decision based on a complex knowledge of a large
number of clinical and respiratory parameters, and analysis
of their evolution over time [1]. The removal of the
respiratory support should be performed as soon as the
autonomous respiration could be sustained, considering the
substantial risks associated with both extubation delay and
extubation failure. The research efforts during last years are
directed towards investigation of weaning predictors,
commonly measured over ventilation signals:

* The rapid shallow breathing index (RSBI) calculated as
RR/Vt (respiratory rate vs. tidal volume) — values <65 are
reported for successful weaning [1], values >130 are
representative for unsuccessful weaning [2], although a
prospective study of Lee et al [3] conclude that RSBI <130
does not necessarily preclude successful extubation.

* Maximal negative inspiratory pressure (MIP), providing
information about the strength of the inspiratory
musculature — decreased MIP values and increased airway
occlusion pressure (P0.1), especially when normalized
towards MIP, are related with extubation failure [4];

+ Minute ventilation (MV), indicative for the magnitude of
the ventilatory load — values <10 I/min are associated with
successful weaning [4];

Recently, a clinical decision support system has been
reported to provide a reliable weaning prediction based on
demographic information, physiology, diagnostic and
treatment factors supplied to a support vector machine [5].

In the last decade, a number of studies have presented
another point of view over CMV discontinuation, driving
the attention on the cardiovascular stress during the
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procedure. It is shown that patients who failed at weaning
manifest cardio-vascular insufficiency during the weaning
attempt [6,7]. Analysis of cardiac autonomic control during
weaning is shown to derive valuable information about the
presence or absence of pathologic autonomic balance. The
associated changes in the autonomic nervous system
activity are investigated in a number of studies which use
time-frequency heart rate variability (HRV) analysis to
unmask existing abnormalities in the control mechanisms
of the autonomic regulation response at different phases of
the weaning [7-9].

This study presents a system for prediction of the
weaning outcome based on classification trees and linear
discriminant analysis. The design of several classification
models involves different set of features, including anthro-
pometric and diagnostic indicators, metabolic, ventilation,
hemodynamic and HRV indices, measured just before the
weaning attempt, and/or during five different modes of
volume controlled and pressure support ventilation.

II. STUDY POPULATION

The study enrolls data from 50 patients undergoing
weaning with AVEA ventilator system (Cardinal Health,
USA) in the Central Intensive Care Unit of the University
Emergency Hospital ‘Pirogov’ - Sofia, from August 2010
to June 2013. The study population consists of 31 men and
19 women, mean age of 62+16.5 years, who have received
CMV for at least 72 hours prior the weaning attempt.
Considering the weaning outcome at the 2™ hour of a
spontaneous breathing trial (SBT) the patients are divided
into successful (N=31) and failure (N=19) group.

III. DATA COLLECTION AND PROCESSING
Study protocol

The study is following a predefined weaning protocol
approved by the local Ethics Committee. Just before the
weaning attempt (INIT state), the physician has collected
initial data related to the vital, hemodynamic, ventilation
and metabolic status. Each patient is passed through the
following weaning modes, when ventilation signals and
measurements, together with ECG signals are collected:
*CMV/SNP: CMV on patient, sedated with short-acting

hypnotic. CMV is maintained for at least 10 min, with

settings at the same level as immediately before the
study, i.e. RR=12 min', Vt=10 ml/kg, positive end-
expiratory pressure PEEP=5 cmH20O and fraction of the
inspired 02, Fi02=40%. Normal ventilation is suspended
to achieve end-expiratory occlusion of the airways and to
evaluate spontaneous breathing efforts of the patient;
«CMV/SP: — CMV is maintained with settings as in

CMV/SNR. The sedated patient is additionally paralyzed

with a short-acting/intermediate neuro-muscular blocker
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Transthoracic Impedance Cardiogram Indicates for
Compromised Cardiac Hemodynamics in Different
Supraventricular and Ventricular Arrhythmias

Vessela Tzvetanova Krasteva, Irena Ilieva Jekova, Elina Georgieva Trendafilova,
Sarah Ménétré, Tsvetan Nikolaev Mudrov and Jean-Philippe Didon

Abstract - This paper investigates the usability of the
transthoracic impedance cardiogram (ICG) for providing
information about the different quality of myocardial
contraction in sinus rhythm (SR), asystole, 3 supraventricular
and 3 ventricular arrhythmias when using the signal recorded
via the defibrillation pads during external cardioversion. All
arrhythmias are compared to SR to reveal significant drop of
six ICG amplitude and velocity measures, defined for ICG
patterns during systole. The ICG measures are also found to
be significantly correlated with the duration of the coupling
RR interval. The results suggest that the ICG acquired via
defibrillation pads is a potential hemodynamical sensor,
which could be used to rate the severity of arrhythmia and to
improve the detection of pulseless electrical activity in AEDs.

Keywords - impedance cardiography, hemodynamical
status, arrhythmia.

1. INTRODUCTION

The monitoring of cardiac hemodynamics could provide
valuable additional information to the electrocardiogram
(ECG) analysis for determination of the patient’s clinical
status. In this respect, measurement of the impedance
cardiogram (ICG) is becoming increasingly available in the
clinical setting as a tool for assessment of hemodynamics
and volume status in patients with heart failure [1].

The common 4 electrode ICG is shown to be a useful
technique for monitoring the homodynamic effect (stroke
volume and cardiac output) of the electrical therapy in
patients with atrial fibrillation (AFIB) or sinus bradicardia
who restore sinus rhythm (SR) after cardioversion or
electrical stimulation [2].

Another study [3] reports an effective application of
tetrapolar ICG holter for indirect evaluation of cardiac
contractility by estimation of beat-to-beat stroke volume
changes, and measurement of the ejection time and
preejection period for SR beats and single, bigeminal or
trigeminal premature ventricular contractions (PVC). The
authors prove good correlation between the results obtained
by ICG analysis and a reference echocardiographic method.

Related to application in automated external
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defibrillators (AEDs), Johnston et al [4] have studied the
ICG captured via the defibrillation pads as an additional
non-ECG sensor for improving the detection accuracy of
life-threatening rhythms with poor heart hemodynamics.
They report promising results for detection of satisfactory
cardiac output in cases of sinus rhythm and non-shockable
ventricular tachycardia at 80%, and for recognition of
absent or low cardiac output in cases of asystole, agonal
rhythms and ventricular fibrillations at 95.1%.

The aim of this study is to test the usability of the
transthoracic  impedance cardiogram for providing
information about the different quality of myocardial
contraction in sinus rhythm, asystole, 3 supraventricular
and 3 ventricular arrhythmias when using the signal
recorded via the defibrillation pads during cardioversion.

II. MATERIAL

This study comprises clinical data from 152 patients
admitted to receive planned or emergency external
cardioversion (ECV) from May 2010 to May 2012 in the
Intensive care unit of the National Heart Hospital, Sofia.
The ECV is performed with the permission of the local
Ethics Committee, following standard hospital procedures,
all patients signing a written informed consent.

The experimental setting includes:

A commercial cardioverter/defibrillator DG4000
(Schiller Medical SA, France) — applies pulsed
biphasic shocks via self-adhesive defibrillation pads in
antero-apical position, with active area (2x75 cm?).
DG4000 injects low-intensity high-frequency current
via the same pads to measure the thoracic impedance;
A prototype device, named DEFIMPULSE Recorder [5]
— records the ECG lead II and the ICG signal captured
via the defi pads. Both signals are sampled at 250 Hz,
12 bit resolution, and are stored in a SD flash card.

ECG and ICG recordings before and after ECV shocks
are retrospectively evaluated. QRS detector is applied to
identify R-peaks as reference points of the heartbeats which
are then manually annotated to belong to different rhythm
categories as follows: 7759 beats for SR, 21739 beats for
AFIB, 7049 beats for atrial flutter (AFL), 706 beats for
supraventricular tachycardia (SVT), 423 PVCs, 10724
beats for ventricular tachycardia (VT). Ventricular
fibrillation (VF) and asystole (ASYS) are rarely developed
arrhytmias during ECV, observed in only 2 patients, for
which R-peak reference points could not be identified. The
annotation for these cases is done by artificial reference
points distanced at 500 ms intervals, thus collecting 122
reference points for VF and 351 for ASYS.
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Measurements on Ventilatory Signals during
Volume Controlled and Pressure Support
Ventilation to Predict the Weaning Outcome

Irena Ilieva Jekova, Vessela Tzvetanova Krasteva, Georgi Zheliazkov Georgiev,
Lyudmila Pavlova Todorova, Peter Mladenov Vassilev and Mikhail Georgiev Matveev

Abstract — This study investigates volume and pressure
signals during four phases of volume controlled and pressure
support ventilation, aiming to find predictors of the weaning
outcome. The work of breathing to overcome the resistive
properties of the respiratory system, the airway occlusion
pressure (P0.1) and the maximal inspiratory pressure during
sniff test show significantly different mean values comparing
successful vs. unsuccessful patients. A model for prediction of
the weaning outcome is derived by stepwise discriminant
analysis with sensitivity of 88.9% and specificity of 84.2%.

Keywords — mechanical ventilation, weaning predictors

[. INTRODUCTION

The process of weaning from mechanical ventilation is a
challenge in intensive care that requires assessment and
interpretation of both objective and subjective clinical
indicators. The removal of the respiratory support should
be performed as soon as the autonomous respiration could
be sustained, considering the substantial risks associated
with both extubation delay and extubation failure. The
determination of the exact moment for ventilatory support
discontinuation involves significant clinical experience,
relying on the physician's subjective decision, that limits
the weaning success rate to about 35-60% [1-3]. Aiming to
minimize the risks, the research efforts during the last years
are directed towards investigation of outcome predictors
applicable to different phases of the weaning process.

Measurement of the inspiratory work of breathing
(WOB) by integrating the area under the pressure-volume
curve has been advocated because WOB elevation is a sign
for inspiratory muscle fatigue with expected subsequent
weaning failure [4]. According to DeHaven et al [5], about
90% of tachypnoeic trauma patients (during a room-air
continuous positive airway pressure trial) tolerate
extubation when the total WOB is <1.1 J/I, however, this
observation is not confirmed by Levy et al [6] who have
found that an elevated work of breathing >0.8 J/l is not
associated with extubation failure among patients tolerating
a trial of spontaneous breathing.

Several studies have suggested the prediction potential
of decreased maximal inspiratory pressure (MIP) [7] and
increased airway occlusion pressure (P0.1), especially
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when normalized towards MIP [7,8], observed in patients
who have failed extubation.

The rapid shallow breathing index (RSBI) is also noted
as successful predictor with a threshold value >130 for
unsuccessful weaning [9], although a prospective study of
Lee et al [10] conclude that RSBI under the threshold does
not necessarily preclude successful extubation of patients
on a partial ventilatory support.

More sophisticated analyses on the respiratory pattern
variability are proposed to yield important information
about the likelihood of extubation success. White et al [11]
have found higher interbreath interval complexity assessed
by nonlinear techniques for patients with successful
weaning, while Casaseca-de-la-Higuera et al [12] report
significantly lower sample entropy of respiration rate,
inspiratory and expiratory tidal volume for such patients.

Recently, a clinical decision support system has been
reported to provide a reliable weaning prediction based on
demographic information, physiology, diagnostic and
treatment factors supplied to a support vector machine [13].

This study investigates various measures of ventilatory
signals captured during four different phases of volume
controlled and pressure support ventilation, aiming to study
their potential as weaning outcome predictors. A linear
discriminant model with top-ranked predictors is derived.

II. STUDY POPULATION

This study enrolls data from 28 patients undergoing
weaning with AVEA ventilator system (Cardinal Health,
USA) in the Central Intensive Care Unit of the University
Emergency Hospital ‘Pirogov’ - Sofia, from August 2010
to July 2012. The study population consists of 21 men and
7 women, mean age of 63+14.8 years, who have received
mechanical ventilation for at least 72 hours prior the
weaning attempt, initiated according to general weaning
criteria [14] by a primary care physician. Considering the
weaning outcome at the 2™ hour of a spontaneous
breathing trial (SBT) the patients are divided into
successful (N=19) and failure (N=9) group.

[1I. DATA COLLECTION

Ventilatory signals

Four synchronous ventilatory signals are collected:
< Flow, [I/min];
= Tidal volume (Vt), [1];
= Airway pressure (Paw), [cmH20];
= Esophageal pressure (Pes), [cmH2O].
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Monitoring of the Patient Feedback during Weaning
Procedure from Mechanical Ventilation

Irena Ilieva Jekova, Vessela Tzvetanova Krasteva, Lyudmila Pavlova Todorova, Peter
Mladenov Vassilev, Georgi Zheliazkov Georgiev and Mikhail Georgiev Matveev

Abstract — This paper investigates the flow, volume and
pressure signals collected during weaning from mechanical
ventilation. A protocol, which permits the estimation of the
patient status by a set of measurements at each step, is
defined. Procedures for detection of maximal negative
inspiratory pressure, maximal lung inflation pressure, airway
pressure immediately after the occlusion, static end-
inspiratory pressure and respiratory rate are elaborated.

Keywords — mechanical ventilation, weaning predictors.
I. INTRODUCTION

The mechanical ventilator support is a life-saving
measure, which is applied to almost 90% of all patients in
the intensive care units. In about 30% of the patients, the
process of stopping the mechanical ventilation is difficult,
denoted by the term ‘weaning from mechanical
ventilation’. Every unnecessary delay in weaning provokes
risks of specific ventilator-induced diaphragmatic injury or
various complications, that affect the respiratory system
(ventilator associated pneumonias, ventilator induced lung
injury), the closely related cardio-vascular system or the
distant organs (kidneys, liver and brain). Delays are also
related with prolonged stay in the intensive care unit and
more costs for treatment, as well as with the respective
increased mortality [1-4]. Therefore, it is crucial to
recognize the earliest moment when the patient is capable
of spontaneous breathing. At the same time, the premature
discontinuation of the ventilatory support and especially
the premature elimination of the artificial airways may lead
to a number of life-threatening complications. The
determination of the exact moment for discontinuation of
ventilatory support is often difficult, based on subjective
physician assessment and requires significant clinical
experience and knowledge.

For many years the research efforts has been focused on
the investigation of indices, predicting the outcome of
weaning. Predictors applicable to different phases in the
process of weaning are:

1) In case of spontaneous breathing trials:

« Tidal Volume (Vt);

= Respiratory rate (f);
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e The ratio of the above f/Vt which reflects the
imbalance between the mechanical load and the
muscle capacity so that in unsuccessful trials of
spontaneous breathing f/Vt increases early during the
course of the trial (with maximal value seen on
average before the second minute from the beginning
of the trial). The so called RSBI has the highest
negative predictive value among the ones used;

e The tendency of change of the maximal negative
inspiratory pressure (Pimax) in the esophageal
pressure shows both good positive and negative
predictive value [5].

2) In case of continuing mechanical ventilation:

= RSBI;

e Pressure Time Product (PTP), derived from the
esophageal pressure curve;

e Pimax, providing information about the strength of
the inspiratory musculature but is highly dependent
on the patient cooperation and is futile in people with
damaged pyramidal tracts;

= Minute ventilation (MV), indicative for the magnitude
of the ventilatory load;

= Ratio between the negative pressure at 100ms after
airways occlusion and Pimax (P0.1/Pimax) which is a
complex index of the intensity of respiratory drive
and the strength of the inspiratory musculature. It
shows the highest positive predictive value among the
used indices;

= Compliance-Respiratory Rate-Oxygenation-Pressure
(CROP) score, integrating information concerning the
respiratory mechanics, inspiratory musculature
strength, effectiveness of arterial oxygenation and
respiratory rate and shows relatively high predictive
value.

A non-pulmonary weaning index (NPWI), is proposed
also as predictor of the successful weaning [6]. It provides
high accuracy and is easily calculated. However, it could
not give information about the exact moment for
discontinuation of ventilatory support as it takes into
account only the influence of non-pulmonary indicators —
albumin and total serum protein, being measured two or
three times a week in the clinical practice.

The debates about the advantages and disadvantages of
currently used indicators for weaning from mechanical
ventilation continue. Most researchers share the opinion
that none of them may be accepted as completely reliable
[4,5,7]. This fact determines and guides the research efforts
to seek out new indicators.

The aim of this work is to study signals recorded during
weaning from mechanical ventilation, in order to identify
their typical behavior and to elaborate methods for
assessment of efficient weaning predictors.
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Pre- and Post- Shock Thoracic Impedance Relations
In External Electrical Cardioversion
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Tsvetan Nikolaev Mudrov and Ivaylo Ivanov Christov

Abstract — This work presents results from a clinical study
for cardioversion of 107 patients with continuous recordings
of pre- and post-shock thoracic impedance (Z) in 143 shocks.
Clinical data from patients are assessed to identify significant
predictors of pre-shock Z, such as body mass index, body fat,
circumference, weight, gender, sequence of cardioversion. We
found equal probability for increasing vs. decreasing trend of
post-shock Z change from 0.5s to 30s after shock with mean
<2%, maximum <6% compared to pre-shock Z. The transient
process of post-shock Z recovery lasts <4s. The post-shock Z
variance is not dependent on the energy of the shock.

Keywords — trans-thoracic impedance, defibrillation, self-
adhesive pads, stacked shocks.

|. INTRODUCTION

High-intensity electrical pulses trough the thorax are
applied to terminate life-threatening ventrucular/atrial
fibrillation by external defibrillation/cardioversion of the
heart. The thoracic electrical impedance, which is
influenced by the electrode-skin interface and the
impedance of the underlying tissues, is inversely related to
the intensity of the current crossing the thorax, and
therefore, it is the major factor affecting the
transmyocardial current, the delivered energy, the pulse
waveform, and consequently the therapeutic effect. An
inverse relationship between the thoracic impedance and
defibrillation success rate has been observed in previous
studies [1,2]. Relying on early data for progressive
decrease of transthoracic impedance on time interval
between repeated monophasic shocks [3], stacked-shocks
were recommended because of low first-shock efficacy of
monophasic shocks and theoretical decrease in impedance
following each shock [4]. Thoracic impedance varies
substantially among humans, ranging from 30 to 200 Ohm
[5-8], depending on the patients’ and electrode-interface
characteristics, and this variation makes the prescription of
the proper level of electrical intervention difficult.

Because the factors affecting thoracic impedance are
largely unknown, this study aims to identify its
independent patient-specific determinants in cardioversion.
Besides, we test the hypothesis of thoracic impedance
decrease after shocks by studying the long-term post-shock
impedance variance.
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1. DATABASE

The study comprises clinical data from 107 patients
admitted to receive elective external cardioversion (ECV)
of atrial flutter (AFL) and fibrillation (AFIB) from May
2010 to July 2011 in Intensive care unit, the National Heart
Hospital, Sofia. The ECV is following standard hospital
procedures, all patients signing a written informed consent.

The electrical shocks are administered through standard
clinical self-adhesive defibrillation pads, with active area
(2x75cm?), placed in antero-apical position. A commercial
cardioverter/defibrillator Defigard DG4000 (Schiller
Médical, France) is used to deliver biphasic shocks with
Multipulse Biowave® technology with impedance-
compensated energy delivery.

According to the study protocol, in case a shock fails to
recover sustained sinus rhythm for at least 1 minute, a stack
of 3 shocks with non-escalating energy setting is applied:

(1) AFL: 120/120/200J — 29 patients, 29/3/2 shocks

(2) AFIB: 200/200/200J — 78 patients, 78/20/11 shocks.

Considering the above listed number of shocks, the total
number of processed shocks is 143, including 107 first
shocks (120J and 200J), 23 second shocks (120J and 200J),
32 shocks with 120J, and 111 shocks with 200J. The time
interval between consecutive shocks is less than 1 minute.

111. MEASUREMENT SETTING

In-house developed measurement system DEFIMPULSE
Recorder [9] is installed in series between DG4000 and the
patient to continuously record signals acquired between the
two ECG/defibrillator pads during ECV: high-intensity
voltage/current pulses, ECG, the thoracic impedance (Z) -
measured as the attenuation of a low-intensity (10uAp-p),
high-frequency (30kHz) current through the patient. The Z-
signal is sampled at 250Hz, resolution of 0.061Q/LSB. The
measurement system complies with all requirements for
safety and is used after approval from ethical committee.

A software is developed for automatic processing of the
Z-signal, providing measurements (an average value within
100 ms window) at different pre- and post- shock times as
listed below (illustrated in Fig.1):

(1) Pre-shock: 1 measurement taking the Z-value at 1s
before the artifact of the shock;

(2) Post shock: 24 measurements taking the Z-value at
different delays after the shock. The delays are:

- from 0.5s to 10s with step of 0.5s aiming at precise

scanning of the transient process just after the shock;

- from 15s to 30s with step of 5s aiming at long-term

tracing of the impedance change. Extending the
measurement time to more than 30s after the shock
is not reasonable since next shock could be
delivered meanwhile in case of stacked shocks.
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Assessment of the Cardiac Hemodynamics During
Cardioversion Using Impedance Measurements:
Preliminary Results
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Abstract — This paper investigates the impedance variation
(AZ) and its synchronization with the electrocardiogram
(ECG) both captured via the defibrillation pads during
cardioversion. The observed beat-to-beat AZ patterns are
presented in terms of showing that the level of
synchronization is better for sinus rhythms and worse for
atrial fibrillations. The preliminary results suggest a set of
time-amplitude descriptors of patterns which are assessed to
express the cardiac output recovery after cardioversion.

Keywords — impedance -cardiography, hemodynamical
status, cardioversion.

1. INTRODUCTION

Hemodynamic evaluation is helpful for optimization of
treatment and monitoring of clinical outcomes in cardiac
patients. Impedance cardiography (ICG) is a technology
that provides a cost-effective, noninvasive monitoring of
hemodynamic parameters, which are needed in heart failure
treatment, by 4 or 2 electrode system placed at the base of
the neck and at the base of the thorax. ICG applies a
constant, low-amplitude, high-frequency current to the
thorax and measures the corresponding voltage to detect
changes in thoracic electrical impedance [1]. There are two
primary components of the impedance: 1) base impedance,
depending on the thoracic blood and plasma volume, chest
skeletal muscle, cardiac muscle, lung tissue, chest wall fat,
and air; and 2) dynamic impedance, associated with change
of the blood flow in the aorta during the cardiac cycle.
Since arterial blood flow is pulsatile and arterial vessel
walls are compliant, pulsatile changes in blood volume
occur in the thoracic arterial system, predominantly in the
aorta, as a result of ventricular function. During systole, a
beat-to-beat voltage drop is associated with increased blood
volume and flow in the aorta.

Recently, a number of reports on the clinical use of ICG
are published. Authors have suggested that ICG
measurements are useful for diagnosis of heart failure,
monitoring of the patient clinical status, and assisting in
medicine decisions [1]. The dynamic, beat-to-beat changes
in impedance are applicable for calculation of
hemodynamic parameters, such as stroke volume and
cardiac output which show accurate correlation to the
values calculated from direct measurements from
pulmonary artery catheters [2]. However, data continue to
suggest poor correlation between current generation ICG
devices and invasive measurements of cardiac output,
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especially in heart failure patients. Kamath et al [3] claim
that the utility of ICG in patients hospitalized with
advanced heart failure is uncertain and that although it
provides some information about the cardiac output, the
authors found modest correlation between ICG (BioZ -
CardioDynamics, San Diego, CA) and the invasively
measured values. Donati et al [4] found great discrepancy
between the cardiac index measured with ICG system
(Solar ICG module; GE Medical Systems Technology,
Milwaukee, USA, 2001) and with transpulmonary
thermodilution (PiCCO system). The cardiac index
measurements obtained with the ICG system were
underestimated when compared with the PiCCO system.

The authors in [5] study the application of ICG in
automated external defibrillators (AEDs) as an additional
non-ECG sensor for improving the accuracy in detection of
life-threatening rhythms with poor heart hemodynamics.
They report that ICG signals captured via the two ECG/
defibrillation pads are informative for detection of
satisfactory cardiac output in the cases of sinus rhythm and
non-shockable ventricular tachycardia at 80%, and for
recognition of absent or low cardiac output in the cases of
asystole, agolal rhythm and ventricular fibrillation at
95.1%.

The aim of this work is to study ICG signals captured via
defibrillator pads during cardioversion, in order to identify
a typical beat-to-beat pattern in the impedance variation
signal. The correlation of the pattern descriptors with the
hemodynamical status of the heart will be studied by
comparison between normal sinus rhythm and the pumping
dysfunction in atrial fibrillation/flutter.

II. EXPERIMENTAL SETTING

The experimental setting includes a defibrillator and a
measurement device connected to the patient via 2
defibrillation pads. The following devices are used:

* A commercial defibrillator DG4000 (Schiller Medical
SA, France). It produces shocks and injects high-
frequency (HF) current through the defibrillation pads;

= An in-house developed measurement device, named
DEFIMPULSE Recorder [6]. The following signals are
recorded for the aims of this study: 1) the
electrocardiogram (ECG) lead used by DG4000 for
rhythm analysis; 2) the slow Z variation (AZ) of the
impedance under the defibrillation electrodes. Both
ECG and AZ signals are captured at 250 Hz sampling
rate, 12bit resolution and are stored in a SD flash card.

With the permission of the ethical committee, the
experimental setting was installed in the Coronary Care
Unit of the National Heart Hospital, Sofia, Bulgaria for
study of patients undergoing planned cardioversion.


mailto:irena@clbme.bas.bg
mailto:vessika@clbme.bas.bg
mailto:vessika@clbme.bas.bg

ANNUAL JOURNAL OF ELECTRONICS, 2010, ISSN 1313-1842

Device for Data Collection During Cardioversion

Tsvetan Nikolaev Mudrov, Vessela Tzvetanova Krasteva, Irena llieva Jekova,
Nikolay Tsvetanov Mudrov, Mikhail Georgiev Matveev and Todor Venkov Stoyanov

Abstract — This study presents a measurement system,
named DEFIMPULSE Recorder, developed for collection of
high-resolution data associated with the patient response
during cardioversion. DEFIMPULSE Recorder acquires
signals via the two ECG/defibrillator pads and provides: (i)
recording of high-intensity voltage and current pulses during
defibrillation shocks; (ii) long-term recording of ECG, high-
frequency impedance (baseline and variance). The correlation
of this extended dataset with the patient diagnostic indicators
is a powerful tool for statistical assessment of the optimal
stimuli settings with improved efficacy of the treatment.

Keywords — DEFIMPULSE Recorder, Defibrillation pulses,
ECG, High-frequency impedance, ICG

. INTRODUCTION

High-intensity electrical pulses trough the human tissues
are applied with a therapeutic effect, such as for termination
of life-threatening  ventrucular/atrial ~ fibrillation by
defibrillation/cardioversion of the heart [1,2], or for
increasing permeability of drug injection in cancer cells by
electrochemotherapy [3,4]. The interelectrode impedance,
which is influenced by the electrode-skin interface and the
impedance of the underlying tissues, is the major factor
affecting the current intensity, the delivered energy, the
pulse waveform, and therefore the therapeutic efficacy. An
inverse relationship between the transthoracic impedance
(TTI) and defibrillation success rate has been observed in
previous studies [5,6]. TTI varies substantially among
humans, ranging from 30 to 200 Ohm [7,8], and this
variation makes prescribing the proper level of electrical
intervention difficult. Therefore, the novel generation of
external defibrillators has been designed to support patient-
specific adjustment of the defibrillation pulses depending
on the real time impedance measurement before or during
the shock. The manufacturers hold up different polices for
impedance compensation, such as the rectilinear waveform
with delivery of near constant current during a fixed-
duration shocks [8], truncated exponential waveforms with
duration-based compensation by prolonging the shock
duration to compensate the increased TTI [9], Multipulse
Biowave waveform with adjustment of the high-frequency
chopping series to deliver the exact energy setting at almost
constant mean current [10,11]. Study of such variety of
adjustable waveforms, as well as the largely unknown
factors affecting TTI would become possible by means of a
precise shock recording device, by which the voltage and
current waveforms could be reviewed, and TTI values
before and during the shock could be measured.

Ts. Mudrov, V. Krasteva, I. Jekova, N. Mudrov, M. Matveev,
T. Stoyanov are with the Institute of Biophysics and Biomedical
Engineering, Bulgarian Academy of Sciences, Acad. G.
Bonchev str., bl. 105, 1113 Sofia, Bulgaria,
e-mail: mudrovc@clbme.bas.bg, vessika@clbme.bas.bg,

irena@clbme.bas.bg, mudrovn@clbme.bas.bg,
mam@clbme.bas.ba, todor@clbme.bas.ba

Other basic activities are the complex analyses of the
patient status, the need for shock indication, as well as the
shock outcome. In defibrillation/cardioversion, the
traditional diagnosis is made by expert reading of the
electrocardiogram (ECG). An additional non-ECG sensor,
such as the impedance cardiogram (ICG) is suggested as a
valuable haemodinamic sensor aiming to increase the
specificity for detection of pulseless electrical activity in
automated external defibrillators (AEDs) [12]. Scarce
information is still available about the quantitative
correlation between the cardiac output and the variation of
the high-frequency transthoracic impedance in ICG as
captured via the two ECG/defibrillator pads.

The developments in this study aim at a system for
collection of synchronized database during intervention
with high-voltage electrical pulses, such as during
cardioversion, which could support any future
investigations towards optimization of the patient-specific
shock settings and improved automated diagnosis of the
patient status.

I1. HARDWARE CONCEPT

This study presents a measurement system, named
DerIMPULSE Recorder, which is developed for high-
resolution recording of signals associated with the patient
response during defibrillation shock. As shown in Fig.1, the
DEFIMPULSE Recorder implements two independent
modules: (i) Modulel for acquisition and recording of high-
intensity voltage and current pulses; (ii) Module2 for long-
term monitoring and recording of ECG and high-frequency
impedance (base and variance). Both modules use a single
bipolar input via the two ECG/defibrillator pads. This
allows a simplified measurement system, with no additional
sensors connected to the patient.

Defibrillators series:
Fred Easy, DG5000, DG4000

| 8xAA |i

: Module 1: Battery |!

1| Acquisition and recording of Power ||

H defibrillation pulses Supply 5

; |

: Module 2:

! Long-term monitoring and

1| recording of impedance and ECG

: DEFIMPULSE 5
Recorder !

ECG/Defibrillator
Pads

Figl. Block diagram of DEFiMPULSE Recorder connected in
series between the defibrillator and the patient.
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Online Adaptive Filter for Mains Interference
Suppression in Diagnostic Electrocardiographs:
Cases of Amplitude and Frequency Deviation

Todor Venkov Stoyanov, Ivaylo lvanov Christov, Irena llieva Jekova and
Vessela Tzvetanova Krasteva

Abstract — In this paper we present a real-time adaptive
filter for power-line interference suppression. The filter meets
the IEC 60601-2-51 Standard requirements for diagnostic
electrocardiographs with ringing noise < 25 puV when QRS
slopes are up to 60 pV/ms. The filter can follow an amplitude
change ratio as high as 2400 uV/s and a frequency change
ratio as high as 0.15 Hz/s for 50 and 60 Hz mains interference.

Keywords - Power-line interference, Adaptive filter
50/60Hz, Ringing noise, ECG Standard

. INTRODUCTION

Measurements on the electrocardiogram (ECG) waves
are very important in clinical diagnosis. However, there
usually exists stray capacitance between the patient and the
power lines (PL), and thus ECG measurements are easily
contaminated by 50/60 Hz mains interference. Although
modern instrumentation amplifiers have high common
mode rejection ratio, as well as shielding and grounding are
applied while recording ECG, the recorded traces are often
contaminated by power-line interference (PLI). In order to
avoid wrong identification of the ECG characteristics and
their impact on the analysis and the diagnostic accuracy,
the international standards in ECG processing tolerate
original signal distortion not greater than 25 uV [1].

There are different published techniques for 50 Hz and
60 Hz PLI elimination [2-5]. Some of them aim at a simple
solution for removal of the fundamental PLI frequency by
comb filters [2] but they distort the high-frequency QRS
components and perform well only when the PLI frequency
is fixed exactly at the stop band of the filter. The
subtraction procedure is promoted to preserve the ECG
components by applying different techniques in linear and
non-linear ECG segments. Recently, the authors of the
subtraction procedure have upgraded its work in case of
power-line frequency deviation [3]. Another promising
approach for PLI elimination is the adaptive filtering
technique, applied with or without an additional reference
channel [4,5]. To avoid the use of external antennas, a
method for automatic measurement of PLI frequency and
generation of reference sinusoid is presented in [6].

This paper introduces an adaptive filter with reference
channel, working in cases of amplitude and frequency
deviation. The results are presented to demonstrate the
level at which the proposed filter meets the international
requirements for 50/60 Hz suppression in diagnostic ECG.
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Il. ADAPTIVE FILTER CONCEPTION

The block diagram of the developed adaptive filter is
presented in Fig. 1. Its sample-by-sample architecture is
designed to process the input signal in real time.

The algorithm embeds 3 modules:

1) module for measurement of the PLI amplitude and
frequency; 2) module, generating the reference signal for
the adaptive filter (REF input); 3) adaptive filter.

ECGSample
50/60Hz
- Adaptive Filtering

PLI

Amplitude and Frequency

¢ \ Measurement

Band-Pass Filter Band-Pass Filter
for 50 Hz for 60 Hz
! Il
Automatic Frequency Band Detection

i

Interference Assessment
— Auto Gain Control & Frequency Measurement by
Zero Line Crossing
— Amplitude Measurement by Peak Detection

+

Check for Minimal Interference Amplitude

1
-

g REF Input| Generating the Reference Interference
Adaptive — Calculation of Frequency change
Filter 4 - Calculation of sinusoid

v

w FilteredECGSample

FIGURE 1. DIAGRAM OF THE SOFTWARE CONCEPTION FOR ADAPTIVE
50/60 Hz FILTERING.

Measurement of the interference amplitude and frequency
This module consists of the following steps:

Stepl Band-pass filtration: Two band-pass (BP) filters at
50 and 60 Hz are used for identification of the PLI central
frequency, as shown in Fig. 2. The BP filters are with 3-rd
order characteristics, used to provide steep, well separable
bands with minimal influence from the QRS components
while extracting the PLI component.

Step2 Automatic frequency band detection: By comparing
the output signal energy of the two BP filters, the algorithm
internally switches between 50 and 60 Hz processing.
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High-Q Comb FIR Filter for
Mains Interference Elimination

Dobromir Petkov Dobrev, Tatyana Dimitrova Neycheva,
Vesela Tzvetanova Krasteva and Ivo Tsvetanov lliev

Abstract - This paper presents a linear phase comb filter for
power-line interference suppression. By a correlated average
using samples delayed on multiple power-line periods, and
subtracting the result from the input stream, a high-pass comb
filter with high-Q notches at all power-line harmonics is
attained. The high-pass roll-off of the filter is compensated
with appropriate low-pass roll-off, and the resultant
characteristic has an all-pass (flat) frequency response and
notches only at the power-line harmonics. The filter design is
based on a high-pass high-Q comb filter, in parallel with a
low-pass moving-average stage to restore the low-frequency
filtered components. The Q-factor depends on the time for
averaging. The presented filter is evaluated by Matlab
simulations with real ECG signal contaminated with high
amplitude power-line interference. The simulations show that
this filter has minimal influence on the processed ECG signal.
Due to the filter’s constant group delay (linear phase response)
and high-Q notches only at the power-line harmonics, the
presented filter is appropriate for power-line rejection in
almost all biosignal acquisition applications. The filter is
applicable for real-time execution by means of conventional
low-cost microcontrollers.

Keywords — Power-line interference, Comb filter, FIR filter,
First difference filter, Moving-average filter

I. INTRODUCTION

A significant problem in the recording and processing of
biomedical signals is the presence of the power-line
interference (PLI). The source of PLI is the power grid
from where it is coupled through the medium of magnetic
or electric fields. The magnetic field interference is induced
in the loop area between the electrode leads. Minimizing
the area, e.g. by twisting or holding the acquisition cables
close together, results in minimized magnetic field
interference. Owing to the low value of the power-line (PL)
frequency (50Hz or 60Hz), and the reduced area between
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the electrode wires, the induced magnetic field interference
can be neglected in practice.

The electric field interference is caused by a capacitive
coupling of the body and the electrode cables to the live-
wire of the mains supply. Although the coupling of the
electrode cable can be canceled by shielding, the body
shielding is impractical, because the entire body must be
locked in a Faraday cage. Thus the body capacitive
coupling to the mains supply permanently exists, typically
it is around 3pF to the live-wire and around 100pF to the
neutral wire (ground) of the household electricity. This
produces 200nA typical interference current continuously
to flow from the live-wire through the body, reaching the
ground. In cases of increased coupling, the interference
current can gain in strength to intensities as high as several
microamperes.

The flowing interference current generates a common
mode voltage over the amplifier common mode input
impedance, moreover (especially in two-electrode front-
ends) a part of this current multiplied by the electrode
impedance difference produces a differential voltage, which
is amplified together with the useful signal. Thus, at the
amplifier output there is an AC noise remaining as a
consequence of the electrode impedance imbalance and/or
due to the finite value of the amplifier CMRR [1], even
when special signal acquisition techniques are provided
(cable shielding, driven right leg, body potential driving,
etc.). A further reduction of the interference should be
implemented by either post-digital or post-analog filters.

Normally, the PLI spectrum contains a fundamental
frequency and odd harmonics with decaying over frequency
amplitudes. Due to the nonlinear transfer characteristics of
the power transformers, even harmonics with small
amplitudes could also appear. The body capacitive coupling
to PL, together with the input impedances of both body and
amplifier, form a first order high-pass filter wherein the PL
fundamental frequency and its harmonics take a place in the
filter stop-band area. Thus, the transferred interference has
a high-pass filtered spectrum with emphasized higher
harmonics, and if PLI is observed on the scope, it has a
waveform, which is different from the ideal sine wave. That
is why, it is important, especially for a high-resolution
electrocardiogram (ECG), the implemented PLI post-
processing filter to have a comb frequency response for all,
or at least for the odd harmonics of PLI.

An extensive research has been focused on the challenge
for designing digital filters in the ECG systems, aiming to
reject PLI, while preserving the fidelity of ST-segments and
QRS-complexes. For the effective rejection of the PLI,
there are a number of works, introducing notch filters [2, 3],
comb filters [4, 5, 6, 7], adaptive filters [8, 9], subtraction
procedure [10], lock-in techniques [11], etc.
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Resuscitation: Duration and Effect on the ECG Analysis
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Summary: Recent works are aimed at development of shock advisory systems (SAS)
for automated external defibrillators (AEDs), which continuously analyze the
electrocardiogram (ECG) during non-interrupted chest compressions (CC). Being also
part of the cardiopulmonary resuscitation (CPR), small ‘hands-off’ intervals (CC
pauses) for insufflations are interrupting the CC, and thus the SAS analysis process.
This study is applied on 530 CC-contaminated ECG strips taken from 168 patients
who undergo out-of-hospital resuscitation interventions with AEDs. A statistical study
of the short duration CC pauses is performed, showing non-normal distribution with
median value of 4 seconds, quartile range between 3 and 5 seconds, min-max range
between 1 and 10 seconds. Another focus is the effect of skipping the CC pauses on
the SAS accuracy by supplying continuous non-linear CC-corrupted ECG signal for
analysis. The SAS is tested with different coupling intervals [t1, t2], where t1 is the
time before the CC pause, t2 is the time after the CC pause, t1+t2=10 seconds. The
SAS accuracy on CC-corrupted linear signals [10s+0s] compared to non-linear signals
[9s+1s], [8s+2s], [7s+3s], [6s+4s], [5s+5s] shows insignificant difference (p>0.05) for
the different arrhythmia: ventricular fibrillation between 86% and 90.3%, normal
rhythms between 88.4% and 93.5%, asystole between 80.4% and 87.3%. Several
examples illustrate the performance of the SAS analysis process on various CC
artefacts and ECG arrhythmias.

Keywords: CPR artefacts, Cardiac compression pauses, Shock advisory system, AED.
1. INTRODUCTION

Cardiopulmonary resuscitation (CPR) has been advised as the best
treatment for out-of-hospital cardiac arrests (OHCA) before the
arrival of an automated external defibrillator (AED) [3]. Minimum
‘hands-off’ intervals during CPR are advised to improve the success
rate of defibrillation since chest compressions (CC) are supplying
non-interrupted blood flow to the brain, the heart and other vital
organs. CC thus prevent from ischemia and increase the rate of
return to spontaneous circulation [2, 5, 6, 7]. According to the ERC

* Corresponding author

29



@_ B | OAUTOMATION, 2009, 13 (4), 19-28

Filtering of Chest Compression Artefacts
in the Electrocardiogram
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Summary: Long interruptions of cardiopulmonary resuscitation (CPR) in case of a
sudden cardiac arrest result in higher failure rate of resuscitation. The current work
concerns the filtering of the chest compression (CC) artefacts during CPR, which is
essential for the CPR continuation during electrocardiogram (ECG) analysis by
automated external defibrillators (AEDs). We have studied two possible approaches —
one based on high-pass filter (HPF), and another using band-stop filter (BSF) with
adjustable cut-off frequency. The purpose is to improve the quality of the signal
provided to the ECG analysis module, aiming at a reliable decision to Stop CC if VF
is present or to Continue CC for all other rhythms, including asystole (ASYS) or
‘normal’ rhythms with ventricular complexes (NR). The two filters are tested with
artificially constructed ECG+CC signals, as well as with real ECGs recorded during
CPR. The HPF passes the high-frequency components of the QRS complexes and
effectively suppresses CC artefacts. This allows correct recognition of NR and ASYS.
However, HPF suppresses the VF amplitude thus compromising the VF detection
sensitivity. The BSF is favorable for detection of NR and VF but presents problems
for ASYS detection because there are often attending residual high-frequency
components belonging to the CC artefacts.

Keywords: ECG, AED, CPR, ventricular fibrillation, chest compression artefact,
band-stop filter, high-pass filter, adjustable cut-off frequency

1. INTRODUCTION

Public access defibrillation (PAD) programs recommend the use of
automated external defibrillators (AED) for early treatment of out-
of-hospital cardiac arrests (OHCA) advising 2 minutes of
uninterrupted cardiopulmonary resuscitation (CPR), without a check
for termination of ventricular fibrillation (VF) or a check for signs of
life or a pulse [7]. The chest compressions (CC) during CPR induce
large artefact components into the electrocardiogram (ECG) acquired
via the defibrillation pads [6]. The superposition of ECG and CC
artefacts results in accuracy reduction of AED shock advisory
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Abstract: Cardio-pulmonary resuscitation (CPR) is a life-saving first aid which is part of the
treatment given in case of sudden cardiac death. According to the American Heart
Association (AHA) 2005 Guidelines for CPR, there are three key components related to the
chest compressions which should be considered: (i) optimal compression depth between 3.8
and 5.4 centimeters; (ii) optimal compression rate between 85 and 115 compressions per
minute; (iii) complete chest recoil by releasing all pressure from the chest after each chest
compression (CC).

A device for automatic control of the quality of chest compressions during CPR was
developed. It embedded hardware and software solutions for simultaneous measurement of
the depth, rate and the chest recoil thus providing a feedback about the efficiency of the
cardiac massage at each CC compression. The system is applicable as a training device for
basic education in CPR or as a consulting system for rescuers on the scene of the cardiac
incident. The accuracy of the CC Device was adjusted by theoretical and experimental
calibration, and tested by planned experiments, as well as experiments with a medical team.

Keywords: Chest compressions quality monitoring, CPR training device, Accelerometer.

Introduction

Chest compressions (CC) are part of the cardio-pulmonary resuscitation (CPR) — a life-saving
first aid, which is applied in case of sudden cardiac death. The chest compression has two
phases — the active phase, when force is applied downward on the chest, and the passive
phase, when pressure is released and the chest is allowed to recoil to its normal shape. During
the active phase, the heart is squeezed between the sternum and the spine, compressing the
ventricles and causing blood to be pumped out to the lungs and body. VVenous blood returns to
the heart during the passive phase, flowing through the atria and into the ventricles. During
cardiac arrest, venous blood returns to the heart only if the intrathoracic pressure is less than
the intra-abdominal pressure. This is critical to the effectiveness of CPR [5].

Performing qualitative CPR in the treatment of cardiac arrest may increase the patient’s
chance of survival and may improve the outcome for a complete neurological recovery [3].
The American Heart Association (AHA) 2005 Guidelines for CPR [1] state that methods
should be developed to improve the quality of CPR delivered at the scene of cardiac arrest by
healthcare providers and lay rescuers. Based on what is now known about the
pathophysiology of the cardiac arrest, the physiology of CPR and the latest research, the AHA
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Abstract: This study evaluates the efficacy of a Pulsed Biphasic Waveform (PBW) for
treatment of out-of-hospital cardiac arrest (OHCA) patients in ventricular fibrillation (VF).
Large database (2001-2006), collected with automated external defibrillators (AED),
(FRED®, Schiller Medical SAS, France), is processed.

In Studyl we compared the defibrillation efficacy of two energy stacks (90—130—180 J) vs.
(130—130—180 J) in 248 OHCA VF patients. The analysis of the first shock PBW efficacy
proves that energies as low as 90 J are able to terminate VF in a large proportion of OHCA
patients (77% at 5 s and 69% at 30 s). Although the results show a trend towards the benefit
of higher energy PBW with 130 J (86% at 5 s, 73% at 30 s), the difference in shock efficacy
does not reach statistical significance. Both PBW energy stacks (90—130—180 J) and
(130—130—180 J) achieve equal success rates of defibrillation. Analysis of the post-shock
rhythm after the first shock is also provided.

For Study2 of 21 patients with PBW shocks (130—130—180 J), we assessed some attending
OHCA circumstances: call-to-shock delay (median 16min, range 11-41 min), phone advices
of CPR (67%). About 50% of the patients were admitted alive to hospital, and 19% were
discharged from hospital. After the first shock, patients admitted to hospital are more often
presenting organized rhythm (OR) (27% to 55%) than patients not admitted (0% to 10%),
with significant difference at 15 s and 30 s. Post-shock VFs appear significantly rare until
15s for patients admitted to hospital (0% to 9%) than for patients not admitted to hospital
(40% to 50%). Return of OR (ROOR) and efficacy to defibrillate VF at 5 s and 15 s with first
shock are important markers to predict patient admission to hospital.

Keywords: Automated external defibrillator, Pulsed biphasic waveform, Low energy
defibrillation, Outcome from defibrillation.
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AUTOMATIC ANALYSIS AND VISUALIZATION OF
MULTILEAD LONG-TERM ECG RECORDINGS

Vessela Krasteva, Ivo Iliev

Abstract: Long-term ECG data collected during physical exercises (stress tests
and ordinary daily activity (holter recordings) are necessary for extended diagnos;,

of ischemia and transient cardiac arrhythmias. Owing to the computer-assisic,

systems, the cardiologist decision is considerably facilitated by fast methods fo,
automated ECG analysis. The main requirements to such sophisticated system er;
high accuracy for identification of each normal and abnormal cardiac contraction
correct measurements over the beats' waveform, as well as adequate visualization .
the results in the context of easy diagnostic interpretation. This work presents a PC.
based application for automatic analysis of multilead ECG recordings. It implement
Jast algorithms for multilead QRS detection and classification of the QRS waveforms
considering each user-selected channel. Categorized long-term diagrams are plotiei
showing the timing of each consecutive beat. The RR-interval trend is also provided
Signal-averaged technique is applied to obtain noise-free and stable P-QRS-T
pattern at preset time-intervals during physical exercise. Continuos measurements of
the P-QRS-T patterns allow the tracing of any changes provoked over time. Adequm@
graph representation facilitates the iterative visual identification of such changes
The basic software is opened for cardiologist-assistant supplements.

1. Introduction

Electrocardiographic (ECG) measurements during controlled exercise stress test
(treadmill, bicycle, ergometer) are indicated for observing the effects of increases in
‘the myocardial demand for oxygen and finding an evidence of ischemia [1]. Besidcs.
}ong-term ECG recordings during daily activity (holter recordings) are necessary for
identification of patients at risk of arrhythmias (with and without sustained
sym;.noms), and for extended diagnosis of transient arrhythmias [2]. In order to
facilitate the cardiologist decision, major efforts are directed towards developments
of software solutions for ECG signal processing, which are directly applicable in
computer-based systems. It is obvious that an interpretive multilead ECG system for
the laptop or desktop computer, connected to ECG acquisition module with wireless
data transfer, is a practical and preferable tool for any cardiologist. The latest
technologies allow continuous recording of high-resolution ECG signals, which
enh.ance the possibilities of precise cardiac diagnosis. The challenge for development
'of interactive software application for automatic multilead ECG analysis, which
1r.npler.nents accurate algorithms for ECG signal processing and adequat¢
visualization of the results, is under the scope of the present article.

Proceedings of the Technical University - Sofia, v. 57, book 2, 2007
Fopumuuk za TY-Codus, 1.57, k1. 2, 2007
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2. Method and software implementation

) “Processz‘ng of high-resolution ECG signals sampled at 1kHz, 12-bit per channel.

| Reading of 8 input channels in consent to the typical configuration of multilead
| analogue ECG acquisition modules. The standard 12 ECG leads are recalculated
~according to the mathematical transforms described in [3].

| Preprocessing filtration of each input channel — it is obligatory for suppression of
| the most common artifacts, which are induced during ECG acquisition, e.g.
| baseline wandering, powerline interference and electromyogram noise. Following
| the principles of ECG signal processing [3], we developed digital filtering
procedures, which were successfully applied during real-time detection of
pathological ECG events in one previous study of the authors [4]. The same
filtering procedures were implemented in the PC-based ECG system, adapted to
| warrant pass-band of 0.05 Hz - 30 Hz for the ECG analysis module (ECG1), as
fjwell as pass-band of 2 Hz — 18 Hz for the QRS detection module (ECG2).

;;Woise detector — Artificially induced unnatural components in the ECG signal
| should not be considered during analysis and their appearance should be marked.
Digital procedure for detection of artifacts with amplitude at the saturation level,
as well as with extremely steep slope was implemented, and applied
dependently for each ECG lead (on ECG2).

\ Visualization of 12-lead ECG (see Fig.1);

.\ Visual tools for user-friendly software management:

i .?‘(i) manual disable of unconnected or low-quality ECG channels;

' (ii) manual selection of the most informative lead to perform analysis;

| 2.2 ECG Analysis

| ORS detector — The position of each ventricular complex should be accurately
f;'ecognized. We embedded a digital procedure for single-channel QRS detector
{ ﬁbased on analysis of dynamic amplitude and slope thresholds that was previously
{!developed for microcontroller based ECG devices with on-line operation [4].
. Besides its simplicity and fast signal processing, the procedure supports our next
. ECG analysis methods, which require correct localization of a reference point on
i the QRS complex waveform, corresponding to the maximal amplitude R-peak.
| The QRS detector [4] was optimized for 8-bit, 250 Hz sampling frequency, and
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The usefulness of the area and flow velocities of
the left atrial appendage for the prediction of
atrial fibrillation relapse

P G Dinis,! AC Faustino,' L Paiva,' MC Cachulo' and
L Goncalves!

!University Hospitals of Coimbra, Coimbra, Portugal

Introduction: Left atrial volume (LA Vol) is a recognized
predictor of atrial fibrillation (AF) relapse. Other
parameters such as the area, the filling (fV) and emptying
velocities (eV) of the left atrial appendage (LAA) have
been suggested.

Purpose: Assess the additional value of the area, fV and eV
of the LAA for the predicition of AF relapse.

Methods: Cross-sectional study of 319 consecutive
patients (P) with non-valvular AF (67.7% men, 68 +
11 years, CHA2DS2VASc 3 + 1.5), who underwent
transthoracic echocardiography (TTE) and TEE previous
to a successful electric cardioversion. By TTE was
evaluated the LA Vol. By TEE was measured the LAA
area, fV and eV. P were followed during 53 = 26 months.
A predictor model for relapse of AF (RFAPM) was created
by logistic regression based on following parameters: LA
Vol> 56.5ml/m2, LAA area> 3.28cm2, eV <20 cm/s and
fV <20 cm/s. The RFAPM was compared with LA Vol by
ROC curve analysis

Results: Relapse of AF was identified in 44.8% of P. By
univariate analysis, predictors of AF relapse were: LA
Vol (with 57.4 £ 22.9 ml/m2 vs. 48.9 + without 15.3ml/
m2, p=0.015 ); LAA area (with 3.6 £ 1.4cm2 vs. without
1.3cm2, p=0.032); eV <20 cm/s (OR 2.54, 95% CI 1.32-
4.89, p=0.004); fV <20 cm/s (OR 2.26 95% CI 1.05-
4.86, p=0.034). By multivariate analysis, LA Vol was an
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Predictors of AF relapse.
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independent predictor (OR 1.003, 95% CI 1001-1005, p =
0.008), with AUC 0.607, 95% CI 0519-0690, p = 0.032. By
ROC curve analysis the RFAPM showed a higher accuracy
for prediction of AF relapse (AUC 0 715 95% 0623-0756,
p=0.001), with a significant difference from the ROC curve
of LA Vol (AUC difference 0.077, p=0.05)

Conclusion: Area, fV and eV of the LAA, are predictors
of AF relapse and provide additional value to LA Vol.
These parameters may be useful to stratify the risk of AF
relapse.

P206

Individualized protocol for cardioversion in
patients with atrial fibrillation

N Gotcheva,' E Trendafilova,' E Dimitrova,'
V Krasteva,2 A Alexandrov,' E Kostova' and
H Yordanova!'

'National Heart Hospital, Sofia, Bulgaria 2Bulgarian Academy of Sciences,
Institute of Biophysics and Biomedical Engineering, Sofia, Bulgaria

This study aims to compare the efficacy and safety of
a protocol individualized to body surface area (BSA)
to escalating and non-escalating energy protocols for
elective cardioversion (CVS) in patients with persistent
atrial fibrillation (AF). Multipulse biphasic shocks and
self-adhesive pads in anterolateral position are applied,
with ECG and vital signs monitoring for 2h after CVS.
High sensititive troponin is measured before and 8 to 12h
after CVS.

Three protocols are used:
1) Individualized protocol (I) (93 patients)

- BSA = 2.0m2: 120J-200J-200J-200J (29 patients)
- BSA>2.0m2: 200J-200J-200J-200J (64 patients)

2) Escalating energy protocol (E): 120J-200J-200J-360J
(monophasic pulse) (112 patients)

3) Non-escalating energy protocol (NE): 200J-200J]-200]—
360J (monophasic pulse) (169 patients).

During each shock voltage, current and impedance (TTI)
are recorded. Before each shock pre-shock impedance
(Z) is measured as the attenuation of low-intensity high-
frequency (30kHz) current.

The three patient groups do not differ significantly in terms
of sex, age, duration of the current episode of arrhythmia,
presence of structural heart disease, left ventricular
ejection fraction, left atrial anteroposterior diameter and
antiarrhythmic drug therapy. Body mass index and BSA
are significantly higher in group (I). The success rates of
CVS are: 90.3%(1), 95.5%(E), 88.8%(NE), p=NS; mean
number of shocks is:1.48(I), 1.68(E), 1.54(NE), p=NS.

European Heart Journal Acute Cardiovascular Care 2015; 4: 5-348
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First-shock success is achieved in: 72%(1)-79.3%(1207J),
68.8%(200J) vs. 54.5%(E), 72.9%(NE), p=0.003. A 360J
monophasic shock is used in 6 patients (E): successful in
3/6, and 19 patients (NE): successful in none (0/19), p=NS.
Z before the first shock is comparable in the 3 groups:
99Q(I), 96Q(E), 102Q(NE), p=NS. TTI is significantly
lower in shocks with higher energy irrespective of the
protocol and the number of the shock: 94.7Q(120J) vs.
89.4Q(2001), p=0.007.

Safety analysis is performed in patients who have not
received monophasic shocks: the rate of non-sustained
AF after successful CVS is comparable in the 3 groups,
bradycardia<50bpm is significantly less frequent with (I)
protocol: 14%(I) vs. 38.7%(E), 21.9%(NE), p<0.0001. An
increase in hsTnl levels is observed in 2%(E), 2.8%(NE)
and in none of the patients in (I), p=NS.

Multivariate regression analysis shows that BSA
(OR 6.08, 95% CI (2.44-15.14), p<0.0001) and protocol
() (OR 3.24, (1.65-6.37), p<0.0001) are independent
predictors of first-shock success. In conclusion, the use
of a protocol individualized to BSA results in a high
first-shock success rate with the best safety profile.

P207

Impact of new-onset atrial fibrillation
in ST-segment elevation myocardial infarction

P Magalhaes,'S Leao,' F Cordeiro,' P Mateus,'
S Carvalho' and JI Moreira!

'Hospital of Vila Real, Dept. of Cardiology, Vila Real, Portugal

Introduction/goal: New-onset atrial fibrillation (NOAF)
is a relatively common complication of acute myocardial
infarction, associated with more adverse events and
higher mortality. The aims of this study were to evaluate
the incidence and impact of NOAF in a population of
ST-segment elevation myocardial infarction (STEMI)
patients (pts).

Methods: We retrospectively analysed the registries
of pts with STEMI included in the National Registry
of Acute Coronary Syndromes, between October of
2010 and October 2014. NOAF was defined as
paroxysmal or persistent atrial fibrillation unknown
prior to admission. Demographic data, cardiovascular
risk factors and previous history, admission data,
coronary angiography results, treatment and com-
plications during hospitalization were analysed and
then multivariate analysis was performed regarding the
endpoints in-hospital mortality (IHM), stroke and heart
failure (HF).

European Heart Journal Acute Cardiovascular Care 2015; 4: 5-348

Results: A total of 4566 STEMI pts were considered, 306
(6.7%) with NOAF. These pts were significantly older,
more frequently hypertensive and diabetic and had a
higher prevalence of previous HF, valvular heart disease,
stroke, peripheral artery disease, renal failure, chronic
obstructive lung disease and dementia. They presented
more frequently with HF at admission (27.8% of NOAF
pts had a Killip class >1 vs 13.8% of pts without NOAF;
p<0.001). There were no differences between the two
groups regarding total ischemic time (TIT), culprit
lesion, number of diseased vessels and percentage of
reperfused pts. Stroke (2.0% vs 0.8%; p=0.043), need
for blood transfusion (5.2% vs 1.9%; p<0.001) and THM
(15.7% vs 5.3%; p<0.001) were higher among NOAF
pts. After adjusting for all significant variables NOAF
was independently related to higher IHM (OR 2.93,
CI95% 1.57-5.49; p=0.001), more HF (OR 3.09, CI95%
2.18-4.38; p<0.001), and more stroke (OR 5.38, CI95%
2.10-13.78; p<0.001).

Discussion/Conclusions: In this analysis NOAF was
associated with higher rates of adverse events and IHM
in STEMI pts. Focus on the impact of NOAF in these pts
is warranted.

P208

Galectin-3 as a predictor of new-onset
atrial fibrillation after acute coronary
syndrome in patients with type 2
diabetes mellitus

Y Shaposhnikova,' | lichenko' and
L Bobronnikova!

'Kharkiv National Medical University, Kharkiv, Ukraine

Objective: We sought to evaluate changes in the
Galectin-3 (Gal-3) level in patients with type 2 diabetes
mellitus (DM-2) after acute coronary syndrome (ACS)
and to determine the utility of Gal-3 as a predictor of
new-onset atrial fibrillation (AF).

Materials and methods: A total of 73 patients (age
52,8 + 4,2 years; 35 of them women) after ACS with
varying degrees of compensation of DM-2 were included.
16 patients with the level of glycosylated hemoglobin
(HbAlc) < 7% constituted group 1; 34 patients with
HbA1c level 7-9% - group 2; and 23 patients with HbAlc
> 9% - group 3. 37% of the patients had 1-2 degrees
hypertension, 42% - manifestations of heart failure I and I
NYHA class. Serum Gal-3 concentration was measured
by enzyme immunoassay analyzer using reagents
Human Gal-3 Platinum ELISA, Austria. Gal-3 level was

acc.sagepub.com
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additional information resulting from spatial analysis
allowed to demonstrate organized electrical activity during
VF. The aim of our tests was to verify the hypothesis
assuming a ‘“chaotic” characteristics of electrical
phenomena during VF and VT, so far classified on the basis
of the standard ECG.

Material and methods: Cardiac arrest in 15 rabbits
was induced with 3 methods: an alternating current with
the use of transesophageal electrode (n-5), intravenous
application of epinephrine (n-5), or calcium chloratum
(n-5). Defibrillation shock was performed 5 minutes after
cardiac arrest. When defibrillation was unsuccessful, CPR
was performed. ECG data was analyzed using a numerical
technique, based on discrete signal wavelet packet analysis,
of determining chaotic states of a signal has been presented.

Results: Transition from a non-chaotic state to a chaotic
state manifests itself in the magnitude and distribution
of system response wavelet expansion coefficients. The
analysis of the ECG during VT proved the existence of
a continuous Fourier spectrum of the investigated signal.
It was found that the signal packet wavelet expansion
coefficients occur only for low frequency ranges of the
signal. The results show that the ECG signals of VT have
characteristics corresponding to chaotic states. It was
further shown that the Fourier spectrum of the VT ECG
signal has the dominant features of discrete distributions,
and the signal wavelet packet expansion coefficients occur
in all the frequency ranges of the signal. The VF signal did
not show characteristics attributed to chaotic states.

Conclusions: The standard ECG does not allow to analyze
developed chaotic process in myocardium during VF,
however it is possible to find chaotic characteristic in VT.
The ongoing study is currently conducted in patients with
VT/VEF. The preliminary results, obtained from 15 subjects,
support the findings of the experimental research.
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A comparison of two protocols for elective
cardioversion in patients with atrial fibrillation

E Trendafilova,' V Krasteva,2 E Dimitrova,' A Alexandrov,' E
Kostova,' H Yordanova' and N Gotcheva'

!National Heart Hospital, Sofia, Bulgaria 2Bulgarian Academy of Sciences,
Institute of Biophysics and Biomedical Engineering, Sofia, Bulgaria

We compared the efficacy and safety of two protocols
for elective cardioversion (CVS) in patients with atrial
fibrillation (AF) with biphasic pulses Multipulse Biowave
and self-adhesive pads in anterior-lateral position
according to the standard hospital procedure. Biomarkers
of myocardial necrosis were obtained before and 8 to 12
hours after CVS.

Protocol E (with escalation of energy) 120 J — 200 J — 200
J—360 J (Monophasic pulse) — 116 patients

acc.sagepub.com

Protocol NE (without escalation of energy) 200 J — 200 J —
200 J — 360 J (Monophasic pulse) — 172 patients

During each shock voltage and current waveforms were
recorded and impedance during the shock (TTI) was
deduced. Before each shock pre-shock impedance (Z) was
measured as the attenuation of a low-intensity high-fre-
quency (30kHz) current.

The two groups did not differ significantly in terms of sex, age,
duration of the current episode of arrhythmia, presence of
structural heart disease, left ventricular ejection fraction, left
atrial anteroposterior diameter, antiarrhythmic drug therapy.

The success rate (sinus rhythm restoration for at least 1
minute) was 92.2% in group E versus 87.8% in group NE
(p=NS) with a trend to fewer shocks in group NE (1.55
shocks versus 1.73), p=0.1.

First-shock success was achieved in 61 patients (52.5%) in
group E versus 124 (72%) in group NE, p=0.0006. A 360 J
monophasic shock was used in 7 patients in group E (suc-
cessful in 3 of them) and 17 patients in group NE (not suc-
cessful in any of them) - p=NS. Z before the first shock was
significantly higher in group E 103.27 (SD 27.9) versus 96
(SD 16.7) — p=0.01. TTI was significantly lower in shocks
with higher energy.

Post shock arrhythmias and biomarkers of myocardial
necrosis did not differ significantly between two groups.

Multivariate regression analysis shows that body surface arca
(BSA) (OR 4.66; 95 % CI 1.496-14.564; p=0.008), duration
of current arrhythmia event (OR 1.002; 95 % CI 1.0-1.004;
p=0.065) and energy of the first shock (OR 0.99; 95 % CI
0.983-0.997; p=0.007) are independent predictors of first-
shock success, but Z before the first shock is not. BSA is an
only independent predictor of success with low energy (120
J) first shock (OR 11.12; 95% CI 1.68-73.56; p=0.12).

In conclusion, the use of a non-escalating energy protocol
results in a significantly higher first-shock success rate, but
does not change significantly the overall efficacy and safety
of cardioversion. Probably a protocol individualized to a
patient’s BSA and/or arrhythmia duration will improve the
efficacy and safety of CVS.
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Early angiography associates with improved
outcomes after out of hospital cardiac arrest

K Konstantinou,' | Graby,' Y Ahmad,? R Stumpfle,' CSR Baker!
and V Panoulas?

!Imperial College NHS Healthcare Trust, Cardiolog, London, United Kingdom
2Imperial College London, London, United Kingdom

Purpose: We determine whether early access to the
angiographic suite (defined as arrest to procedure time
<90 minutes) improves survival in out of hospital arrest
(OOHA).
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Detection performance of an automatic lead reversal detection module
Roger Abicherli*®, Remo Leber’, Irena Jekova®, Vessela Krasteva®,
Ramun Schmid?, Johann-Jakob Schmid®, Christian Miiller®

“SCHILLER AG, Research and Signal Processing, Baar, Switzerland
bUniversity Hospital of Basel, CRIB, Basel, Switzerland

“Institute of Biophysics and Biomedical Engineering, Bulgarian Academy of

Sciences, Bulgaria

Background: Lead reversal and lead mismatch can simulate ECG abnormal-
ities such as ectopic beats, intraventricular conduction disturbances, chamber
enlargement or ventricular pre-excitation. Further simulation or concealing of
myocardial ischemia or infarction might be seen on the ECG trace as well which
might lead to the wrong decision of therapy. Lead reversal such as right arm (RA)
and left arm (LA) usually can be detected by an experienced ECG reader or by
computer algorithms. In such cases, a second ECG can be taken. Lead reversal
has been reported to occur in 0.4-4% of all cases in standard 12-lead ECGs.
Methods: We performed a retrospective analysis of 532 16-lead ECGs
including standard 12-lead plus right precordial leads V3r and V4r as well as the
posterior leads V8 and V9. The ECGs were acquired from chest pain patients at
an emergency department. The ECG device did not give any feedback to the
user with respect to lead reversal or lead mismatch at all before, during or after
acquisition. A lead reversal detection module based on correlation analysis of 3
subsets within the acquired 16 ECG leads was investigated. The numbers of
possible lead reversal in each subset were computed.

Results: We found in 24 cases possible lead reversal in the standard limb
leads (I, II, III, aVR, aVL, aVF), 40 in the standard chest leads (V1-V6)
subset of the standard 12-lead, 99 in the subset of V3r and V4r and 43 in
the V8 and V9 subset. Therefore, the amount of possible lead reversal
found was 5%, 8%, 19% and 8% in the corresponding lead subset with the
highest number in the right precordial leads V3r and V4r.

Conclusions: Lead reversal might be much higher than estimated.
Clinically accepted lead systems that are known and used since some time
such as the standard 12-lead system give compared to the combinations of
possible mistakes the lowest relative lead reversal number.

http://dx.doi.org/10.1016/j.jelectrocard.2014.08.017

Detection of atrial fibrillation using contactless facial videoplethysmography
Jean-Philippe Couderc, PhD?, Lalit K. Mestha, PhD®, Survi Kyal, MS®,
Beilei Xu, PhD®, Jean Xia, MSc?, Burr Hall, MD"

“Univ of Rochester, Rochester, NY

" Xerox Corporation, Webster, NY

Introduction: We developed a new method to measure the beat-to-beat blood
pulse based on non-contact video recordings of a patient’s face. We hypothesize
that the accuracy of this technology enables the detection of increased blood
pulse variability due to the presence of atrial fibrillation (AF).

Methods: We enrolled adult patients referred for electrical cardioversion to
treat persistent AF. We simultaneously recorded 12-lead Holter ECGs and
video of the patients’ face at a distance of ~4 feet prior, during and after
the procedure. We extracted the beat-to-beat pulse rates expressed as pulses
per minute (ppm) by detecting the subtle variation of the skin color of the
patients’ face: videoplethysmography (VPG). The ECG signal was used as
a reference to compare the variability of the heart rate (RR intervals) to the
pulse rate (pulse peak intervals) using 5 parameters standard deviation of

0022-0736

intervals (SDRR), root means square of successive differences of intervals
(RMSSD), Shannon entropy (ShE), standard deviation of the minor axis
(SD1) and of the major axis (SD2) of the Lorentz plots of these intervals.
We extracted two stable 15-second signals per patient one before (AF) and
one after (sinus) successful cardioversion. Stability was defined by the
absence of patient’s head movement.

Results: Stable recordings from 10 subjects (64 + 6 years, 7 males) were
analyzed. The VPG and ECG-based heart and pulse rates were not
statistically different: 74 £ 25 vs. 73 =23 bpm (p = 0.44) during AF, and
55+12 vs. 54+ 12 ppm (p=0.4) during sinus rhythm. All ventricular
contractions during sinus rhythm were detected using the VPG signals.
During AF, 2% of the cardiac beats measured on the ECG signals were
undetected on the VPG signal. A consistent and significant decrease in
beat-to-beat pulse variability was measured in the VPG signals after
successful cardioversion for SDRR (133 +89 vs. 51 +24, p=0.002),
RMSSD (176 £90 vs. 70 + 34, p=0.002), SD1 (129 +58 vs. 51 +23,
p=0.002), and SD2 (139 + 74 vs. 46 = 17, p = 0.002).

Conclusions: Our preliminary results support the concept that contactless
video-based monitoring of human face for the detection of abnormal pulse
variability due to AF is feasible.

http://dx.doi.org/10.1016/j.jelectrocard.2014.08.018

The predictive power of ECG metrics for bradyasystolic cardiac arrest
Quan Ding®, Yong Bai®, David Mortara™, Duc Do®, Noel G. Boyle®, Xiao Hu®
“University of California, San Francisco, CA, USA

bUnivers[ty of California, Los Angeles, CA, USA

“Mortara Instrument, Milwaukee, WI, USA

Objectives: We investigated 10 metrics derived from four leads of
electrocardiographic (ECG) signals from hospital patient monitors to study
their power for predicting adult bradyasystolic cardiac arrests.

Methods: A retrospective case—control study was designed to analyze 10
ECG metrics from 22 adult bradyasystolic and their 303 control patients.
The 10 metrics were PR interval, P-wave duration, QRS duration, RR
interval, QT interval, estimate of serum K+ using only frontal leads
(SerumK?2), T-wave complexity, and ST segment levels for leads I, I, V1
(ST I, ST II, ST V1), most of which are not available from patient
monitors. We used four ECG lead signals from hospital patient monitors,
sampled at 240 Hz. A software program provided by Mortara Instrument
was used to automatically extract the metrics. A robust linear fitting of the
time series of these metrics was implemented to obtain the slopes of
consecutive trending windows of each metric. True positive rate (TPR) and
false positive rate (FPR) of absolute values of slopes of these metrics were
derived to evaluate their predictive power.

Results: Sliding analysis windows of 5 minutes was used to extract the
metrics from the time series signal, and successive windows overlapped by
4 minutes. Slopes were derived from 2-hour trending windows of each metric.
It was observed that each metric could achieve a TPR of at least 4.6% with an
FPR no more than 1.8%. Specifically, QRS duration (absolute value of slope
>21.3 ms/hour), ST I (absolute value of slope >53.3 ms/hour), and ST II
(absolute value of slope >87.2 ms/hour) achieved a TPR of 13.6%
(FPR = 1.7%), 13.6% (FPR = 1.3%), and 9.1% (FPR = 0.8%), respectively.
Conclusions: ECG metrics in addition to what are available from patient
monitors are able to detect a small subset of patients with bradyasystolic


http://dx.doi.org/10.1016/j.jelectrocard.2014.08.017
http://dx.doi.org/10.1016/j.jelectrocard.2014.08.018
http://www.sciencedirect.com/science/journal/01678809
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Abstract 193: Transthoracic Impedance Patterns During Systole Reveal Changes

in Cardiac Hemodynamics Using External Defibrillators

Jean-philippe Didon, Irena Jekova, Sarah Ménétré, Elina Trendafilova, Vessela Krasteva

Circulation. 2012;126:A193
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Abstract

BACKGROUND: This study aims to test the Automated external defibrillators (AED)
transthoracic impedance cardiogram (EICG) as a potential sensor for detection of
compromised hemodynamics in different arrythmias (atrial fibrillation (AFIB), atrial flutter
(AFL), ventricular tachycardia (VT)) vs. sinus rhythm (SR).

METHOD: ECG and ICG recordings via pads in antero-apical position from 106 patients with
AFIB, AFL, VT, who received external cardioversion (ECV) with external
cardioverter/defibrillator are retrospectively processed. EICG patterns are accumulated to
compute EICG measures (maximal EICG velocity (dZ/dt-PEAK), ventricular ejection time
(VET), ventricular ejection ratio (VER=VET/ RR interval)), static impedance (Z).
Hemodynamical indices are collected: heart rate (HR), HR variability (HRV), systolic and
diastolic blood pressure (SYS, DIA).

RESULTS: ANOVA test indicates that EICG measures significantly differ in AFIB, AFL, VT vs.
SR (Table 1). Multiple linear regression shows that EICG measures are significantly
dependent on hemodynamical indices (HR, HRV, SYS, DIA) with multiple correlation
coefficient R=0.49 (VET), 0.54 (dZ/dt-PEAK), p<0.001, whereas Z is not correlated. Linear
discriminant analysis (LDA) shows that a combination of dZ/dt-PEAK, VET, VER is able to
discriminate either AFIB, or AFL, or VT from SR with respective accuracy of 92.8%, 93.9%,
99.1%.

CONCLUSION: EICG measures are significantly correlated to hemodynamical indices and are
altered in AFIB, AFL, VT compared to SR. EICG is a potential sensor for compromised
cardiac hemodynamics in AFIB, AFL, VT with a discrimination ability for VT vs. SR of 99.1%,
but lower for AFIB and AFL vs. SR (around 93%).

RHYTHM
Mease R TT AFIE AFL
(=106 (H=5) (M=74) (=24

MeardStd Ery MeardStd By MeardtStd Ery MeardStd Err
da2fdt-PEAK (L8 2.51H1.00* 1414033 1504011 1.384).19

VET (ms) 20T * 168F25% 25618 239414
VER 0.323H1.000* 045841036 043641012 042341021
Z (5D 4+2 10843 9343 )

Device Stroke volume Electrocardiography Electric countershock
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INFLUENCE OF BODY DIMENSIONS IN THE ANALYSIS OF PULMONARY
PULSATILITY BY ELECTRICAL IMPEDANCE TOMOGRAPHY

F.J. da Silva Ramos', L.C.P. Azevedo', G.P.P. Schettino', M.B.P. Amato?, E.L.V. Costa'?

]Hospital Sirio Libanés, Critical Care, Sao Paulo, Brazil, ?Universidade de Sdo Paulo, Sao
Paulo, Brazil

INTRODUCTION. Electrical impedance tomography (EIT) is a non-invasive diagnostic
and monitoring tool that allows evaluation of impedance variations related to intra-thoracic
changes in both blood and air content. Impedance changes associated with the cardiac
systole can be estimated by EIT (pulmonary pulsatility, DZp), which purportedly represents
the impedance variation associated with the right ventricle stroke volume (SV). We
hypothesized that the pulmonary pulsatility is also affected by body dimensions.
OBJECTIVES. Our purpose was to evaluate if body dimensions (weight and length)
influence the correlation between DZp and SV.

METHODS. Six Agroceres pigs, with a median weight of 45 kg (range 27-60 kg) and
median length of 110 cm (range 100-126 cm) were instrumented with pulmonary artery and
arterial catheters, and mechanically ventilated with tidal volume (V1) 10 mL/Kg and PEEP
of 10 cmH,O. An EIT belt with 32 equidistant electrodes was placed around the circum-
ference of the thorax just below the level of the axilla. To compare DZp with SV, four or
more hemodynamic conditions were evaluated: baseline, hemorrhage (removal of 30 % of
the estimated volemia) and successive volume challenges (500 mL of Ringer lactate’s
solution) until the animal ceased to increase the cardiac output by more than 15 % compared
to the previous condition. During each hemodynamic condition, with all other ventilator
parameters kept constant, two different tidal volumes were applied (Vt 6 mL/kg and V¢
10 mL/kg with a variable dead space to keep the end-tidal CO, constant). To extract the
pulsatility signal from the raw signal (ventilation and pulsatility combined), we used
electrocardiography-gating. A region of interest (ROI) which included both lungs was
selected for measurement of the DZp. We explored the relationship between DZp and SV
with hierarchical regression analysis using as predictors dummy variables for each exper-
iment, interactions between dummies and SV, as well as weight, length, and body surface
area.

RESULTS. The correlation between DZp and SV was poor (R? = 0.27), but improved
significantly after the addition of the dummy variables and interactions terms (R* = 0.76
and 0.86, respectively), indicating a strong correlation between DZp and SV within each
experiment. Subsequent analyses demonstrated that weight and length accounted partially
for the between-experiments variability in the correlation of DZp and SV (R* = 0.64 and
0.71, respectively).

CONCLUSIONS. Our results are compatible with a strong within-experiment but weak
between-experiment correlation of DZp and SV. The correlation between-experiments
improved significantly after taking into account the body dimensions, suggesting that body
weight and length be considered in EIT estimates of SV.

ACKNOWLEDGMENT. Research and Education Institute, Hospital Sirio-Libanés.
FAPESP-Support Research Foundation of the State of Sdo Paulo.
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COMPARISON OF TWO METHODS FOR ANALYSIS OF PULMONARY
PULSATILITY BY ELECTRICAL IMPEDANCE TOMOGRAPHY: APNEA AND
ELECTROCARDIOGRAPHY-GATING

F.J. da Silva Ramos', L.C.P. Azevedo', G.P.P. Schettino', M.B.P. Amatoz, E.L.V. Costa'?

'Hospital Sirio-Libanes, Critical Care, Sao Paulo, Brazil, 2Universidade de Sdo Paulo, Sao
Paulo, Brazil

INTRODUCTION. Electrical impedance tomography (EIT) is a non-invasive diagnostic
and monitoring tool that allows evaluation of impedance variations related to intra-thoracic
changes in both blood and air content. The raw impedance signal is composed of impedance
changes associated with the movement of air (ventilation) and with the cardiac systole
(pulmonary pulsatility, DZp). The separation of the ventilation and DZp components of the
raw impedance signal can be done by different techniques. The simplest method consists of
a breath hold (apnea), which eliminates the ventilation component of the impedance
changes. This method is limited in that the apnea itself can induce changes in DZp. Ret-
rospective electrocardiographic (ECG) gating, in which impedance-gated data are
retrospectively assigned to a cardiac cycle phase, offers the possibility to separate the DZp
component of the raw signal during ongoing ventilation.

OBJECTIVES. Our aim was to compare two different methods, apnea and ECG-gating, for
analysis of DZp and correlate both with the right ventricle stroke volume corrected by
weight (SV).

METHODS. Six Agroceres pigs, with a median weight of 45 kg (range 27-60 kg) and
median length of 110 cm (range 100-126 cm) were instrumented with pulmonary artery and
arterial catheters, and mechanically ventilated with tidal volume (V1) 10 mL/kg and PEEP
of 10 cmH,O. An EIT belt with 32 equidistant electrodes was placed around the circum-
ference of the thorax just below the level of the axilla. To compare DZp with SV, four or
more hemodynamic conditions were evaluated: baseline, hemorrhage (removal of 30 % of
the estimated volemia) and successive volume challenges (500 mL of Ringer lactate’s
solution) until the animal ceased to increase the cardiac output by more than 15 % compared
to the previous condition. During each hemodynamic condition, with all other ventilator
parameters kept constant, two different tidal volumes were applied (V1 6 mL/kg and V¢
10 mL/kg with a variable dead space to keep the end-tidal CO, constant). DZp was com-
puted for each condition using the ECG-gating technique or during a 30-s apnea. A region of
interest (ROI) which included both lungs was selected for measurement of DZp. We used
the Pearson correlation test to evaluate the correlation between both techniques and between
DZp and SV.

We found a strong correlation between DZp acquired with ECG-gating and during apnea (p
0.93). The correlation between DZp and SV was p 0.82 for the ECG-gating technique and p
0.72 for the apnea technique.

CONCLUSION. We found that both, ECG-gating and apnea methods, can be used for
determination of DZp. Given that it does not require a breath hold, ECG-gating offers the
advantage of allowing continuous monitoring of DZp.

REFERENCE. 1. Fagerberg A, et al. Monitoring of pulmonary perfusion by electrical
impedance tomography : an evaluation in a pig model. Acta Anaesthesiol Scand.
2009;53:153-8.
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A PRELIMINARY STUDY ASSESSING THE ACOUSTICAL ENVIRONMENT OF
AN INTENSIVE CARE UNIT

D. Dawson', G. Memoliz, R. Barhamz, M. Hamiltonl, M. Groundsl, B. Phillips1

ISt George’s Hospital NHS Trust, General Intensive Care Unit, London, UK, 2National
Physical Laboratory, Acoustics Group, London, UK

INTRODUCTION. Noise is generated in an ICU by a variety of sources including care,
conversation and supportive equipment. Of these, staff conversation and equipment alarms
are cited as the most disturbing [1]. This noise is frequently implicated in causing sleep
disturbance and may have deleterious effects on patient recovery and staff wellbeing alike.
OBJECTIVES. To gather initial acoustical data to inform the future deployment of an in
situ distributed noise monitoring system.

METHODS. Eleven sets of 30 min recordings were collected from eight areas of the ICU,
using a Norsonic 121 sound level meter and a 4" microphone (Norsonic, type 1201/30323).
The microphone was mounted on extensible tripod and protected from air conditioning
influence using a 6 cm windscreen. The instrument was programmed to acquire FAST-
averaged, A weighted sound pressure levels in 1/3 octaves (35 bands between 8 Hz and
20 kHz). Results were analysed in 15 min time periods.

RESULTS. There was consistency of sound pressure levels across the eight bed spaces
surveyed. However, these data show a potentially critical situation, as both equivalent
continuous (Laeq) and background sound pressure levels (Log) were significantly higher than
the values recommended by the World Health Organization in 1999, with peak sound
pressure levels (Lamay) greater than 80 dB in the all of bed spaces in the open unit. In the
single patient room, peak levels reached 80 dB, but equivalent continuous and background
levels were lower than the open unit.
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Fig. 1 Sound pressure levels in ICU

CONCLUSIONS. These results indicate a noisier environment than recommended, but are
consistent with previous studies in ICU. Future studies will investigate the accuracy of the
measurements and inform our configuration of a distributed noise monitoring system.
REFERENCE. 1. Xie H, Kang J, Mills G. Clinical review: the impact of noise on patient’s
sleep and the effectiveness of noise reduction strategies in intensive care units. Crit Care.
2009;13:208.
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Physical Laboratory Strategic Research Program and St George’s Hospital NHS Trust
Special Trustees.
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MONITORING OF THE WEANING PROCESS IN PATIENTS WITH
SUCCESSFUL OUTCOME AFTER MECHANICAL VENTILATION

M. Matveev', V. Krasteva', L. Jekova', G. Georgievz, L. Todorova', R. Prokopova3

"Institute of Bioghysics and Biomedical Engineering, Bulgarian Academy of Sciences,
Sofia, Bulgaria, “University Emergency Hospital ‘Pirogov’, Sofia, Bulgaria, *St. Anne
University Hospital, Sofia, Bulgaria

INTRODUCTION. Mechanical ventilator support (MSV) is a life-saving measure applied
to about 90 % of patients in intensive care units. Weaning from MSYV is difficult in 30 % of
the cases [1-3].

OBJECTIVES. Specific features of pressure and volume signals acquired at different
procedures during the process of MSV stopping are measured aiming to identify the typical
ranges for patients susceptible to weaning success.

METHODS. Data are collected by AVEA ventilator system (Cardinal Health, USA).
Considering the weaning success at 12th hour, 12 patients are eligible for the study. Dif-
ferent signal features are measured at 5 procedures:

Procedurel: End-expiratory occlusion of the airways during controlled mechanical venti-
lation (CMV) of sedated patient to evaluate spontaneous breathing efforts from the airway
pressure (Paw) by the maximal inspiratory pressure (MIP), the mean amplitude, duration
and slope of the negative swings during inspiration attempts (DPpeak, Ti, Slope);
Procedure2: Series of ventilations with different tidal volumes (Vt) in sedated-paralyzed
patient to evaluate on Paw the work of breathing (WOB) to overcome: the intrinsic positive
end-expiratory pressure (WOBpeep); the elastic (WOBe), viscoelastic (WOBve) and
resistive (WOBT) properties of the respiratory system;

Procedure3: Pressure support ventilation (PSV) at zero back-up pressure to evaluate Paw at
100 ms of airways occlusion (P0.1);

Procedure4: PSV with decreasing support levels of Paw (Psup) in 1-4 steps to evaluate P0.1
and MIP during 20 s of PSV interruption (mean value for several interruptions at a constant
Psup level);

Procedure5: Spontaneous breathing trial with Psup = 8 cmH20 to evaluate MIP as above.
RESULTS. All measurements are presented as mean =+ standard deviation. Procedurel:
MIP = 3.8 £ 0.7 cmH20, DPpeak = 1.9 £ 0.8 c¢cmH20, Ti = 1.2 + 04 s, Slope =
1.8 £ 1 cmH20/s; Procedure2: WOBpeep = 1696 £ 646 mL.cmH20, WOBe = 3998 +
1754 mL.cmH20, WOBve = 950 + 1003 mL.cmH20, WOBr = 3531 + 1020
mL.cmH20; Procedure3: P0.1 =-2.4 4+ 1.6 cmH20; Procedure4: Psup = 193 + 4
c¢cmH20 (levels 1-4), MIP = -11.1 & 9.3 cmH20 (levels 1-4), P0.1 = 0.4 & 1.7 cmH20
(level 1). Procedure5: Psup = 9.1 &+ 0.5 cmH20, MIP = -17.7 & 10.5 cmH20.
CONCLUSIONS. The reported ranges of measurements on Vt, Paw signals for assessment
of the patient status during 5 procedures of the weaning process show the response of
patients who are ready for MSV stopping. These features could support objective criteria for
prediction of positive outcome.

REFERENCES. 1. Epstein S. Weaning from ventilatory support. Curr Opin Crit Care.
2009;15(1):36-43. 2. Funk GC, Anders S, Breyer MK, et al. Incidence and outcome of
weaning from mechanical ventilation according to new categories. Eur Respir J.
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Abstract

BACKGROUND Long pre-shock ‘hands-off’ intervals without chest compressions (CC) are
associated with defibrillation failure. Current guidelines recommend shortening the ‘hands-
off’ intervals. The aim of this study is to present the performance of a Shock advisory System
(SAS) which is designed for triggering a fast ECG analysis at minimal delay after the end of
chest compression (EoCC).

Circulation
22 November 2011,
Volume 124, Issue Suppl 21
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METHOD A subset of 1263 strips is identified from 311 Out-of-hospital cardiac arrest < Previous
(OHCA) interventions. AED rhythms include 1182 Non-Shockable strips (788 asystoles
(ASYS), 394 other non-shockable rhythms (ONS)), and 81 ventricular fibrillations (VF). The
SAS with minimum ‘hands-off’ intervals first detect the real end of CC (ReEoCC) offset

considered as the earliest triggering point for a reliable ECG analysis without CC artifacts. Jump tO

Then, it performs a fast ECG analysis to lead to “Shock/No shock” decision. Specificity (Sp)

for ASYS and ONS and sensitivity (Se) for VF are computed Article
RESULTS The ECG analysis is triggered immediately at ReEoCC. The gain in time for earlier Info & Metrics

starting of the ECG analysis is found to be 5.6+3.6 seconds. The accuracy of the SAS is
tested for 6 seconds analysis duration. The SAS “Shock/No shock” decision is provided
10.6+3.9 seconds earlier than the current AED decision. The SAS performance is compared
to the AHA recommendations for Sp, Se and 90% one-sided lower confidence limit (LCL90) Art|c|e Tools
for noise-free signals (Table 1).

CONCLUSION The accuracy of SAS for fast ECG analysis at minimal delay after the end of e Citation Tools
CC fulfills the AHA goals (Sp/Se and LCL90) for ASYS, ONS and VF rhythms. A reduction of
‘hands-off’ time of 10.6 seconds (between end of CC and end of analysis) in average can be O Article Alerts

expected, when compared to current AED decision delay. Table 1: Accuracy of SAS with

minimum ‘hands-off’” intervals i Save to my folders

ASYS ONS VF
Sp | LCLso Sp | LCLso Se LCLso
Results | 98.9% | 98.2% | 98.7% | 97.8% | 96.3% | 92.8%
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Abstract

Background: The detection of ventricular fibrillation (VF) by Automated External
Defibrillators (AED) during cardiopulmonary resuscitation (CPR) is influenced by artifacts
from chest compressions (CC). CC-free ECG signals for accurate VF analysis are scarce
and found mostly during the short-time ‘hands-off’ intervals. Therefore, an appropriate
detection of the end of CC (EoCC) is important for immediate triggering of the VF analysis.
The aim of this study is to present the accuracy of that part of a shock advisory system
(SAS) which is designed for triggering of CC-free VF detection process at minimal delay.

Method: Recordings of 40 OHCA interventions with AEDs (FredEasy, Schiller Medical SAS,
France) are retrospectively processed. 1400 EoCC events are identified by manual
annotation of the time when the CC artifacts in both ECG and impedance (DZ) channels
disappear after periods with CC contamination. The EoCC detections are obtained by
running SAS process based on DZ channel analysis by measurements of waves and rates of
CC artifacts.

Results: Since there is no standard for reporting the accuracy of EoCC detection
algorithms, we evaluate the percentage of the EoCC detections provided within 4 confidence
delays around the EoCC annotation. With the 565 EoCCs from the learning database, the
algorithm reaches an accuracy of 79.3%, 86.5%, 92.2%, 95.6% for 0.3s, 0.5s, 0.7s, 1s
delays respectively. A validation performed on 835 different EoCCs from a test database
showed no significantly different results.

Conclusion: To our knowledge this is the first study reporting the minimal delay at which VF
detection analysis can be triggered after EOCC. The collection of CC-free ECG is crucial for
the VF detection accuracy, therefore the assessment of the triggering method guarantees a
certain ECG quality. Our observations over EoCC events in real OHCA performed by
different rescuers show different waveforms and durations of the DZ channel transition
process just after EOCC. The SAS provides a minimal delay of 0.3s in about 79% of EoCCs
and 90% of EoCCs are detected within a delay of 0.7s.

Device Fibrillation Cardiopulmonary resuscitation
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Ventricular tachycardia after myocardial infarction. Nonfluoroscopic
mapping possibilities

G. Mihaylov'

YW A. Almazov Federal Center of Heart, Blood and Endocrinology, Saint
Petersburg, Russian Federation

Diagnostic and medical tactics in group of patients with IHD. complicated
by ventricular tachycardia a tachycardia now still remains an unresolved
problem.

Materials and Methods: 44 patients are executed endocardial EP
investigation and catheter RF ablation. In 18 cases mapping was spent in the
conditions of electroanatomic system “Carto”. The indication to operation
were paroxysmal or continuous-relapsing ventricular tachycardia. Duration
of the anamnesis had been made from 2 months till 3 years (1.7£0.8 years).
Pharmacological therapy was spent 3.3£1.2 by preparations without effect.
Amiodarone was accepted 75% of patients. The age of patients 61+6 years.
In total it is noted 39 morphological types of VT. To four patients ICD
was implanted. All of them had THD as a basic desease and the anamnesis
of ischemical heart attack, in 7 cases with formation of left ventricle
aneurysm. The fraction of ejection has on the average 31£7%. On synus
rhythm definition of a zone slow (fractionated) conduction, pace mapping
and anatomic «Carto» left ventricle reconstruction was carried out. Against
VT reconstruction of the interested chamber of heart, in synergysm with
pacemapping was carried out. Average duration of fluoroscopic time of
operation has made 34.5+10 minutes. At 2 patients it was carried out
empirical ablation all possible circles reentry in left ventricle (since in one
case it was impossible to induce VT during EPI, and in other is documented
“fast” VT, accompanied by syncope).

As final point of ablation was considered impossibility of an induction of
any morphological type of VT.

Results: Efficiency has made 79% — elimination of all morphological types
and 85% — elimination of separate morphological types VT. 2 patients
had effective appointment antiarrhythmic drug therapy (early inefficient).
Supervision terms have made 2—36 months (on the average 19.3).
Conclusion: Thus, RF ablation is as much as possible effective and safe
method of treatment, but labour-consuming technology of intervention
treatment of the patients suffering VT after myocardial infarction.

P193
Compromising bradycardia: Management in the emergency
department of National Heart Institute

G.M. Shaban!
National Heart Institute, Cairo, Egypt

The need to treat bradycardias is dictated primarily by the clinical
presentation of the patient. There are only a few reports available on
the management and outcome of patients presenting with compromising
bradycardia to the emergency department (ED).

This study include 210 consecutive patients, with compromising
bradycardia, admitted to the emergency department of National Heart
Institute (tertiary Care hospital) within eight month period, 107 patients
(51%) females, 103 patients (49%) males, whose age ranged from 25 to
89 years.

© 2010 European Society of Cardiology

The aim of this study is to report the incidence, symptoms, presenting
rhythm, underlying mechanism, management, and outcome of patients
presenting with compromising bradycardia to ER and need for temporary
and permanent pacing.

The study showed that of the 210 patients presenting with compromising
bradycardia, about 60% required temporary emergency pacing for initial
stabilisation, and about 53% had to undergo implantation of a permanent
pacemaker system. In about 48% (100 out of 210) of the patients, some
kind of cause-specific treatment was necessary. initial stabilization does
nt rule out need to PPM. even, Permanent PM maybe last resort even if
initial temprary pacing was nt done. 28 patients per month (IQR 24—31)
with compromising bradycardia were admitted to the department, which are
70 out of 10,000 patients seeking medical care at the ED for any reason
(incidence 0.007). The leading clinical symptom in patients was syncope in
[80 (38%) patients], followed by dizziness in [44 (21%) patients], angina
in [42 (20%) patients], dyspnoea/heart failure in [32 (15%) patients] and
collapse in [12 (6%) patients]. In our observation, syncope and dizziness
were present in more than half of the patients. A permanent pacemaker
was necessary in 112 out of the 210 patients (50%). In (101; 90%) a single
lead device., and in 11 (10%) patients a DDD, was implanted. Analysis
of ECG-recordings showed high grade AVblock in [97 (46%) patients] as
the presenting rhythm. sinus bradycardia in [47 (22%) patients], sinu-atrial
arrest in [15 (7%) patients], atrial fibrillation with slow ventricular response
in [26 (12%) patients] and pacemaker-failure in [25 (12%) patients], sinu-
atrial arrest in [15 (7%) patients].

Consecutively, in our study, bradycardia in ER high percentage of necessity
of a permanent pacemaker, due to high grade AV-block, sick-sinus
syndrome and pacemaker dysfunction.
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Variation of the transthoracic impedance in a sequence of
cardioversion shocks

E. Trendafilova', V. KrastevaZ, T.S. Mudrov2, J.P. Didon3

| National Heart Hospital, Sofia, Bulgaria; °Bulgarian Academy of
Sciences, Centre of Biomedical Engineering, Sofia, Bulgaria; 3Schiller
Medical SA, Wissembourg, France

Introduction: Transthoracic impedance in defibrillation/cardioversion has
been referred as a predictor of the shock outcome suggesting that sequence
of shocks with escalating energies affect the impedance thus improving the
success rate. This study provides evidences that escalating energy protocol
does not affect the pre-shock impedance (Z) but only the impedance during
the shock (TTI) which is correlated to the energy setting (E).

Methods: Cardioversion shocks in 96 patients are studied. Escalating E
protocol is adopted for a sequence of 3 shocks Sh1/Sh2/Sh3: 120/200/200J
for atrial fibrillation (AFIB), 30/120/200J for atrial flutter (AFL). The
number of processed shocks is: 62/26/11 (AFIB) and 34/17/3 (AFL).
During each shock, voltage and current waveforms are recorded and TTI
is deduced. Before each shock, Z is measured as the attenuation of a low-
intensity, high-frequency (30 kHz) current.

Results: Measurement of Z before Shl is stated as 100% basis value. For
the sequence of shocks, the percentage change of TTI and Z is evaluated
(see Figure). The t-test shows no significant variation of Z relative to E
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and shock number (p >0.05). In contrast, TTI is significantly higher at
30J (AFL, p<0.001) and respectively lower at 200J (AFIB, p <0.01).
Significant correlation is found for the TTI percentage change in function
of E (r=0.65, p<0.001).

Conclusions: Stable impedance with variation of less than 1% is measured
before first, second and third shocks with up to 6-fold energy escalation.
This finding supports the hypothesis that the high-frequency Z is not
influenced by the shock sequence and cannot be used to explain the
success of repeating defibrillation. Conversely TTI during shock, changes
significantly from 110% down to 95% and is related to the energy setting.

AFIE AFL
120
Bz
113 TTI
110 Meants5D
105 T Min-Max
£ 1m0 =7
7
% 7
a0
g3
an Shil Sh2 Shi Shil Shz2 Shi
1204 2004 200 30J 120 200J

Z, TTI percentage change vs. Z before Shl.

P195

Conversion efficacy and safety of Ibutilide, amiodarone and
propaphenone in patients with atrial fibrillation or atrial flutter,
of 3—48 h duration

V. Panageasl, N. Vlachos!

! General Hospital of Pyrgos, Pyrgos, Greece

Purpose: The aim of this report is to determine if differences in
efficacy and safety exist between Propaphenone (PR.), Ibutilide (IB) and
Amiodarone (AMIO.) (in patients with paroxysmal Atrial Fibrillation
(PAFib.), or Paroxysmal Atrial Flutter (P.A.Flutt.), across various age
categories.

Methods: In a general cardiology practice 94 patients with Atrial
Fibrillation or Atrial Flutter, of 3—48h. duration were observed.
Management of patients involved knowledge of their underlying conditions
f.e. haemodynamically stable, without contradictions to Ibutilide (IB),
Amiodarone (AMIO.) or Propaphenone (PR.) and. without active infection.
If sinus rhythm was not restored with the first antiarrhythmic drug we used
another one according to international guide lines. Successful cardioversion
was defined as arrhythmia termination within 48 hours. At the same time we
observed the patients for severe complications (f.e. sustained polymorphic
ventricular tachycardia the most important and dangerous complication of
IB and AMIO., or transient hypotension because of PR. etc.). The results
of the study were analyzed, using the excel and the method of 2.
Results: See Table 1. The efficacy of Ibutilide is better than this one of
Propaphenone (when they are used as a first choice) and it is considered to
be (not quite) statistically significant p=0.0793. The conversion rate and
safety of antiarrhythmic drugs were not significantly different in all the
other cases (between PR. and AMIO., IB. and AMIO., IB. and PR.)
Conclusions: The efficacy of IB. for conversion of P.A.Fib. or PA Flutt.
to Sinus. rhythm, was better than this one of PR. (not quite statistically
significant), when they are used as the first antiarrhythmic agent. As regards
the safety of PR., AMIO., and IB., complications are rare and without long-
term adverse effects.

Table 1: Results

Antiarrhythmic Patients with Successful Number of patients Succesful severe
PAfib cardioversion who used second cardioversion complications
antiarrhythmic
Propaphenone 47 39 (83%) 0* 0 0 (0%)
Amiodarone 26 23 (88%) 4 3 (75%) 0 (0%)
Ibutilide 21 21 (100%) 5 4 (80%) 1(3.8%)

*Propaphenone was never used as a second choice.

P196

Role of natriuretic peptides and high sensitivity CRP as predictors of
recurrence following cardioversion of paroxysmal atrial fibrillationin
emergency department

A. Pernat!, 1. Radan?, H. Mozina>

VUniversity Medical Centre Ljubljana, Department of Cardiology,
Ljubljana, Slovenia; *University Medical Centre Ljubljana, Department
of Intensive Internal Medicine, Ljubljana, Slovenia, > University medical
Centre Ljubljana, Emergency Department, Ljubljana, Slovenia

Background: Levels of brain- (BNP), atrial-natriuretic peptides (ANP) and
C-reactive protein (CRP) are increased in patients with atrial fibrillation.
Additionally, BNP and high sensitivity CRP levels predicted cardioversion
success and sinus rhythm maintenance in patients with chronic atrial
fibrillation. In our study we tested whether ANP, BNP and CRP levels
would predict success of cardioversion and persistence of sinus rhythm in
patients with paroxysmal atrial fibrillation (PAF).

Methods: We enrolled 23 patients undergoing cardioversion of PAF of less
than 48 hour duration. ANP, BNP and CRP levels were measured prior, 60
min and 12 hours post cardioversion. Atrial dimensions and left ventricular
function were assessed by echocardiography. Patients were followed for six
months.

Results: Pharmacological cardioversion was initially attempted in
16 patients, and was successful in 6 (38%). Patients with unsuccessful
pharmacological cardioversion and all remaining patients were DC
cardioverted. Sius rhythm was restored in all patients. Patients had normal
dimensions of left atrium (3.94+0.5cm) and ejection fraction (55+5%).
Twelve hours after cardioversion, levels of ANP decreased from 2304150
to110£100 pg/ml (p <0.05), and BNP from 344£186 to 205+£106 pg/ml
(NS). There were no changes in CRP levels 5.246 vs 5.7£5.4 mg/dl. None
of the three markers predicted success of pharmacological cardioversion to
sinus rhythm. During follow up, 8 of 23 (34%) patients had recurrence of
PAF. When ANP, BNP, CRP, atrial diameter, ejection fraction, and age were
included in multiple regression analysis, only pre-cardioversion levels of
BNP predicted recurrence of PAF.

Conclusion: In patients with recent onset PAF, only BNP, but not ANP and
CRP levels, predicted recurrence of atrial fibrillation after cardioversion.

P197
Incidence and prognosis of arrhythmias complicating acute
myocardial infarction: data from Mantova Hospital CCU

A. Izzo', L. Tomasi', P. Mantovani!, L. Dall’oglio', P. Pepi!, M. Romano!,

F. Cionini!, N. Baccaglioni!, R. Zanini!
! Hospital Carlo Poma, Mantova, Italy

Introduction: Coronary care units (CCU) arose for the necessity of
reducing sudden cardiac death incidence in patients admitted to hospital
for acute myocardial infarction. Aim of the present study is to analyze the
clinical impact of significant arrhythmias in Mantova Hospital CCU.
Materials and methods: We used a database, also active in CCU,
useful to register all arrhythmias and their clinical complications during
hospitalization.

Results: The study considered a population of 1963 consecutive patients
admitted to CCU for acute myocardial infarction in a period of 4.5 years,
divided in ST-elevation myocardial infarction (935 pts), non ST-elevation
myocardial infarction (729 pts) and sub acute myocardial infarction
(299 pts). The median of hospitalization was 8 days (3 days in CCU
and 5 days in Cardiology), a period of time corresponding to the major
incidence of arrhythmic and clinical cardiac events. Most arrhythmias was
atria fibrillation and/or flutter (8.5%), ventricular fibrillation (5.1%), total
atrio-ventricular block (3.6%) and non-sustained ventricular tachycardia
(2.6%), while supra ventricular arrhythmias (1.3%), first or second degree
atria-ventricular block (1.3%) and ... were less frequent. These arrhythmias
were distributed among the different types of myocardial infarction
as indicated in the table below, with greater incidence of ventricular
arrhythmias in ST-elevation myocardial infarction, although in sub acute
myocardial infarction a greater mortality was detected.

Ventricular fibrillation (45%) and total atrio-ventricular block (70%)
were more premature (within 24 hours), while atrial-fibrillation (48%)
and non sustained ventricular tachycardia (45%) resulted more late.
General population in-hospital mortality was 5.23% and it didn’t differ
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Abstract

Background: Chest compressions (CC) and Defibrillation with Automated External
Defibrillator (AED) is the optimum treatment for ventricular fibrillation (VF) patients. Minimum
‘hands-off’ intervals are required to improve the success rate of defibrillation. In support of
such life-saving practice, we developed a two-stage shock advisory system, which takes a
decision to pause cardiac massage in a first stage, and to prepare a shock in a second
stage. We tested whether the system would meet the AHA recommendations for shock
advisory decision in AEDs (specificity (Sp)>95 % for Non Shockable Rhythms (NS), sensitivity
(Se)>90 % for VF).

Methods: Recordings of 168 OHCA interventions with AEDs (FredEasy, Schiller Medical SAS,
France) were retrospectively processed. 825 ECG segments were identified for analysis,
consisted of 10-seconds with CC artefacts followed by 3-seconds with no CC artefacts.
Independent reviewers annotated the rhythm seen on the noise-free segment. The
annotation is then accepted for the total 10s+3s ECG episode. Annotated ECG segments
include: 670 NS (386 asystoles (ASYS), 284 other non shockable rythms (ONS)), 155 VF,
with artifact and rhythm distributions reflecting those found in the 168 patients. AED analysis
algorithm works in two stages. The first stage analyses 10 seconds of ECG with CC artefacts,
the decision can be ‘Continue CC’ or ‘Prepare Shock’. The second stage relies on a short-
time ECG analysis with no CC artifacts during the 3 seconds following the end of CC. The
decision can be ‘Shock’ or ‘Cancel Shock’.

Results: The first stage of the algorithm correctly advises ‘Continue CC’ for 83.7% of ASYS
(323/386) and 87% of ONS (247/284). The warning ‘Prepare Shock’ is correct for 94.2% of
VF (146/155). The second stage advises ‘Cancel Shock’ for 97.4% of ASYS (376/386) and
99.7% of ONS (283/284). Shock is recommended in 99.4% of VF (154/155).

Conclusions: The first stage of the algorithm avoids CC pauses in about 85% of the non-
shockables rhythms (NS), improving the chances of resuscitation. The sensitivity during CC
(94%) is above AHA recommendations. The final decision for shock delivery taken by the
second stage with short-time ECG analysis is exceeding the AHA recommendations for both
Sp (98% for NS) and Se (99.4%).
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Conclusions: Regular exercise has beneficial effects on cardiovascular
system. Static or dynamic exercise did not impair repolarization in healthy
young sportsmen.

doi:10.1016/j.jelectrocard.2007.03.114

ECG-50

Diurnal variation in QT dispersion in patients with low hemoglobin
level

Nihat Madak, Aysun Avcu Toraman, Ugur Hepcivici, Hiilya Bahadr Colak,
Seyhun Kursat, Talat Tavii

Celal Bayar University, Manisa, Turkey

Introduction: The aim of this study is to evaluate QTc dispersion in
patients with anemia, compared with a control group, to assess for a
tendency for arrhythmias.

Methods: Eighteen patients with a hemoglobin levels of 7.2 + 2 g/dL and
hematocrit 24% + 8% were included in the study. A control group of
34 patients with hemoglobin levels of 14.9 + 3 g/dL and hematocrit 44% +
9% were included also. The electrocardiograms were obtained every 8 hours
in both groups from the patients. QT dispersion and maximum and
minimum QTc were measured from 24-hour Holter electrocardiograms.
Results: QTc dispersion was greatest in the morning, whereas there was a
significant decrease in the afternoon and late at night (morning QTcd =42 +
5 milliseconds; afternoon, 38 + 7 milliseconds; midnight, 36 + 6 milli-
seconds; P < .05) in the patients with anemia. In the group with normal
hemoglobin levels, the greatest level of QTc dispersion was observed in the
morning (QTed = 55 + 10 milliseconds, P < .05), which showed a
significant decrease in the afternoon (QTed =49 + 9, P <.05) and midnight
(QTcd = 37 £ 8 milliseconds, P <.059) respectively.

Conclusions: QTc dispersion shows a diurnal variation both in the healthy
patients and patients with anemia, with a significant increase in the
morning, which may be indicative of a higher predisposition to cardiac
events early in the morning.

doi:10.1016/j.jelectrocard.2007.03.115

ECG-51

The effect of ischemia grade and starting time to treatment for
thrombolytic therapy in ST-elevation myocardial infarction

Kamil Gulsen, Okcun Baris, Murat Ersanli, Arat Alev, Murat Baskurt,
Tevfik Giirmen

Institute of Cardyology, Istanbul, Turkey

Introduction: Among patients with ST-elevation myocardial infarction,
those with grade III ischemia have rapid progression of necrosis over time
and less myocardial salvage.

Methods: We assessed the relation of baseline electrocardiographic
ischemia grade and starting time to treatment in 46 patients who treated
with thrombolytic therapy for ST-elevation myocardial infarction. Patients
were divided in 2 groups based on enrollment electrocardiogram (grade III
ischemia): (1) absence of S wave below isoelectric baseline in leads that
usually have a terminal S configuration or (2) ST-J point amplitude above
50% of the R wave amplitude in all other leads (n = 22). To be included the
grade III group, grade III criteria in more than 2 adjacent leads were
required. Patients with ST elevation but without grade III criteria were
classified as having grade II (n = 24). ST resolution above 50% in maximal
ST-elevation lead at 90 minutes for TPA and 120 minutes for SKZ were
taken as a reperfusion criteria.

Results: Thrombolytic therapy was more successful if it was started in the
first 2 hours of the chest pain in both groups. In the early group (in which
treatment was started at first 2 hours of the chest pain) with grade II
ischemia, thrombolytic therapy was successful in 8 patients (89%). In the
late group (in which treatment was started at 2 to 12 hours of the chest
pain) with grade II ischemia, thrombolytic therapy was successful in 11
patients (73%). Among patients with grade III ischemia, the ratios were
6 to 8 (%75) for early group and 8 to 14 (57%) for the late group.
Conclusions: Although thrombolytic therapy seemed to be more successful
in the grade II than grade III group in respect to administration time, it did
not reach statistical significance.

doi:10.1016/j.jelectrocard.2007.03.116

Magnetocardiography and Vectocardiography

Posters

MAG-1

Stress testing in coronary artery disease by magnetic field imaging:
a 3-dimensional current distribution model

Matthias Goernig, Massimo Demelis, Dania Di Pietro Paolo,

Walfred Tedeschi, Mario Liehr, Hans-Reiner Figulla, Sergio Nicola Erné
Department of Cardiology, University of Jena, Jena, Germany
Department of Computer Engineering, Danki University Tokyo,

Tokyo, Japan

BMDSys GmbH, Jena, Germany

Department of Cardiology, University of Jena, Jena, Germany
Department of Neurology, University of Jena, Jena, Turkey

Introduction: Magnetic field imaging (MFI) combines de- and repolari-
zation registration of the cardiac electromagnetic field with a 3-dimensional
current distribution model. An interesting application for MFI is the
possibility to detect myocardial ischemia under stress.

Methods: Using a new reconstruction technique, one can generate a
pseudocurrent distribution on the epicardial surface: the comparison of the
time evolution of such current distributions at rest and under stress shows
differences in coronary artery disease (CAD). The model works with a
realistic epicardial surface generated on the basis of computed tomography
or MRT data or with a standardized ellipsoidal model. To take into account
the vectorial character of the epicardial current distribution, the current flow
in the epicardial surface element is represented in the graphic display by a
cone, thus indicating the direction of current flow; the height of the cone
represents the current intensity. To improve readability of the display and to

provide an overview of regional behavior, the cones are also color coded:
green indicates strong activity; red indicates poor activity.

Results: As an example of the method, data of pharmacologic stress MFI
on a patient with CAD will be presented. The newly developed algorithm
operates in different segments of the electromagnetic heartbeat. The
indicated myocardial area strongly correlated to invasive coronary
angiography results. In such a situation, the advantage provided by the
friendly ellipsoidal surface on the numerical solution of the inverse problem
seems to overcome the advantage of a realistic heart model.

Conclusions: Magnetic field imaging is a promising procedure for a
noninvasive stress testing as well as screening method for localization of
myocardial ischemia.

doi:10.1016/j.jelectrocard.2007.03.058

MAG-2

Possibilities of signal-averaged orthogonal and vector
electrocardiography for locating and evaluating the size of acute
myocardial infarction

Mikhail Matveev, Vessela Krasteva, Stefan Naydenov, Temenuga Donova
Centre of Biomedical Engineering, BAS, Sofia, Bulgaria

Medical University, Sofia, Bulgaria

Introduction: Signal-averaged electrocardiography (SAECG) is known to
be useful tool for extraction and analysis of low-amplitude signal
components. We found SAECG may be applied to locating and evaluating
the size of acute myocardial infarction (AMI).
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Fig. 1. (Abstract 2)

Methods: High-resolution (1 MHz) ECGs from 3 groups were collected:
healthy controls (20), patients with anterior AMI (15), and patients with
inferior AMI (27). The 3 orthogonal leads X, Y, and Z were synthesized
from the 12-standard leads by known transformation. Synchronized
averaging was carried out over a hundred P-QRS-T intervals of each
orthogonal lead. The resulting intervals of all subjects within a group were
additionally averaged. The obtained X, Y, and Z patterns as well as the
derived loops in the vectorcardiographic (VCG) planes (VCG patterns)
were studied for significant divergences.

Results: (1) Morphologic components of the X, Y, and Z scalar patterns
were compared, and the divergence values between the groups were
assessed, with P < .05 regarded as significant. The deviations of the
individual averaged P-QRS-T intervals from the corresponding X, Y, and Z
patterns were used to obtain specific variation contours (Fig. 1). (2) Sets of
geometric indicators were derived from the VCG patterns to classify the
patients into control and AMI groups.

Conclusions: More than 80% correct classifications for each group were
obtained. It is found that accurate locating and size evaluation of AMI is
quite possible by using morphologic components and indicators.

doi:10.1016/j.jelectrocard.2007.03.059

MAG-3

A proposed new theory for spontaneous ventricular fibrillation or
flutter or ventricular premature contractions based on negative
sequence voltages in patients with acute myocardial infarction
Wangden Carson, Yung-Zu Tseng

Cardiovascular Division, Department of Internal Medicine, National
Taiwan University Hospital, Taipei, Taiwan

Introduction: A study (Am J Emerg Med 2003) of patients with acute
aortic dissection has found that abnormal sense of inscription direction
(ASID) and L-W ratio of the T loop in the emergency vectorcardiogram
(VCG) puts patients at high risk of postoperationally unexpected ventricular
tachyarrhythmia (UVT). A further study (IJBEM 2003) of the P loop found
that the ASID had partial negative sequence (PNS) or complete negative
sequence (CNS) type similar to the physics problem of generators.
Biostatistic methods have never succeeded in evaluating mathematical
physics in the medical literature.

Methods: A total of 121 patients with suspected AMI received serial
recording of frank VCG. Both positive and negative proofs about
spontaneous ventricular fibrillation, flutter, and ventricular premature
contractions in the literature are also reviewed.

Results: Among them, 25 (21%) developed UVT. Seven had no VCG
before their UVT and cardioversion. Of the remaining 18 patients, 13 (72%;
1 PNS, 2 PNS + CNS, and 10 CNS) had the same abnormalities of the
T loop as the patients with acute aortic dissection; 4 had partial and 1 had

no abnormality because the time gap between VCG and UVT was too wide
(between 4 and 22 days).

Conclusions: Negative sequence voltages appear as an abnormal inscrip-
tion direction in the repolarization process of the ventricle. It could happen
in a diseased or electrocardiographic normal heart. The heart will generate a
ventricular premature contraction (physiologic pacing) or contractions
(physiologic overdrive suppression) to abolish the negative sequence
voltage—induced abnormal activation propagation. The threshold at which
this physiologic correction will appear through the autonomic nervous
system is variable depending on the individual patient (ie, heart conditions,
body weight, age). If it is not successful, ventricular flutter from single foci
or chaotic ventricular fibrillation from multiple foci will ensue. With the
help of chamber enlargement and/or abnormal conduction within the
ventricle, abnormal rhythms will be sustained.

doi:10.1016/j.jelectrocard.2007.03.060

MAG-4

Vectorcardiographic recordings of QT interval predicts long

QT syndrome

Ulla-Britt Diamant, Annica Winbo, Annika Rydberg, Eva-Lena Stattin,
Milos Kesek, Steen Jensen

Heart Centre, Umea University Hospital, Umed, Sweden

Department of Paediatric Cardiology, Umea University Hospital,

Umea, Sweden

Department of Clinical Genetics, Umed University Hospital, Umea, Sweden

Introduction: Manual measurements of QT intervals are time-consuming
and burdened with inter- and intraindividual variation. The available
automatic systems for QT measurements have not been validated in a
genotyped population of long QT syndrome (LQTS). We hypothesized
that vectorcardiogram (VCG) recordings could determine the QT interval
with high precision and predict whether an individual has LQTS.

Methods: The population consisted of 42 individuals (23 female and
19 male) with different mutations: 22 LQTI1, 9 LQT2, and 11 healthy
individuals. Mean age was 27.5 years (range, 1-68 years). Twelve-lead
electrocardiogram (ECG) automatic measurements were made with a
Mac5000 system (GE Medical System); VCG automatic measurements
were made with Midal000 (Ortivus). The manual measurements were done

Table 1

Rating according to Children Adult man Adult woman
Goldenberg (2006) 1-15 y (ms) (ms) (ms)

Normal <440 <430 <450
Borderline 440-460 430-450 450-470
Prolonged >460 >450 >470
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Pesyntatu: lNpu 103K peTtpocnekTMBeH o630op Ha na-
LUMEHTUTE, ONeprpaHn B HallaTa KrnvMHuKa, ce yCTaHOBW, Ye
NPOLEHTBLT Ha nercmerikbp MHdekunnTe e 0,5%! N3onupa-
HUTe npuumHuTEnn ca Gunu Staphylococcus epidirmidis n
Staphylococcus aureus. HATO eQuH OT Te3n nNauneHTn He
6e NoanoxeH Ha MOBTOPHa onepaTMBHa MHTEPBEHLUSA, HO
BCWYKM Bsixa aKTMBHO NEKyBaHu C ABa I TpU aHTUOMoTMKa
(AD) i.v., BKMOYMTENHO M C NTOKaNHO NPUoXeHne npes gpe-
HaXXHUTe TpbOM B MencmenkbpHusa mxob. MpogbrmkuTen-
HocTTa Ha ADG kypc Bapupawe ot 15 go 30 gHu. Mpu HKUTO
eOWH NauneHT He ce oTOensi3a NOBTOPEH NPUEM B KITMHMKa-
Ta nopagu penHdexuums.

U3Boau: HUCKMAT NpOLIEHT Ha NENCMENKBP NHEKLMM B
HallaTa KruHKKa ce obecHsiBa C No-NpoabIMKUTENHNUS Npec-
Ton (oT 2 #o 4 gHw). lMNMpes3 ToBa BpeMe MauueTbT € Ha i.V.
AB npodmnaktuka. CTPUKTHOTO NpuabpXKaHe KbM M3MCKBa-
HeTo Ha H3OK 3a MuHumaneH 6onHuyeH npector ot 1 aeH
n nocrneasawara HeobxogumocT oT A6 npodunakTuka p.o.
B JOMALLHWN YCMNOBUSA € BEpOsATHATa NpuUYMHa 3a no-BMCOKKSA
NMPOLEHT Ha Te3n MHEKLUN B OPYrX KNMUHKKW. Vi3non3BaHeTo
Ha XMMNOWOOHM Pa3TBOPW MHTPaoNepaTUBHO Npe3 NoCneaHu-
Te FOAMHM CbLUO AOMNpMHECe 3a 3HAYUMMOTO HamareHue Ha
TOBa CEPUO3HO YCMOXHEHME.

M Ne 30. MPEOUKTOPU 3A YCNEX OT NbPBU LLOK
C HUCKA EHEPI's NP KAPOUOBEPCUA
HA NMALUMEHTU C NPEACBPAHO MBbXXAEHE

B. Kprcmeea’, E. TpeHOdaghunoea?, J.-P. Didon?,
A. AnekcaHdpoe? I1. Tacoecka? WU. Towee? A. baHKko8a?,
E. Kocmoea?, T. AHOpeega?, P. KbHeega?, L. Mydpoe’,

W. Xekoea’, H. Noyeea? u U. Xpucmoe'’
"MIHemumym no 6uogpusuka u buomeduyUHCKO uHxeHepcmeo, BAH
2MBAT1 ,HayuoHanHa kapduonoeuyHa 6onHuya” EAL, — Cogbusi
SSCHILLER Medical SA — Wissenbourg, France

YBoa. lNpu TpaHcTopakanHa kapguoepcus (KBC) Ha
naunmeHTn ¢ nepcucTupawlo npeacbpaHo MbxaeHe (MM)
MOXe [a ce mpwnaraTt MpoTOKONM C HapacTeBalla eHeprus
UNM Ja ce 3anoyHe HampaBoO C MakcumariHa eHeprus, kato
pesynTatuTe 3a ycnex B nutepaTtypaTta ca MpoTUBOPEYMBMU.
OCHOBHUAT NpegukTop 3a ycnex Ha KBC e TpaHcTopakanHu-
AT MMNegaHc.

Len. [la ce HamepsT NpeavKTopy 3a ycnex Ha MbpBus
€NeKTPOLLOK C HICKa eHeprusi Npy naumeHTy ¢ nepcucTupa-
wo MM, nognoxeHun Ha nraHoBa TpaHcTopakanHa KBC.

MeTton. AHanumsvpaHu ca AaHHUTE Ha 74 nauveHTn
¢ nepcuctmpawio MM, npu KOUTO € OCbLIECTBEHA MNaHo-
Ba KBC c 6udasHm wvmMmnegaHc-kOMMEeHCUpaHu WMMyrcu
(DEFIGUARD 4000) no ctaHgapTeH OOMHWYEH NpPOTOKO.
VMamepBaH e TpaHCcTOopakanHUSAT MneaaHc HenocpeacTBeHO
npeav npoueaypara u no Bpeme Ha BCeku LWOK. Mpunaraxu
ca nocregoBaTenHo criegHute eHeprumn: 120 J — 200 J —
200 J — 360 J (nocnegHuAT LWOK € C MOHOMasHN UMIYIICK)
npes camosanenealliM ce enekTpoau B npegHo-natepanHa
nosmuus. Ycnex oT MbpBusi LUOK € NPUET Npy Bb3CTaHOBSABA-
He Ha CMHYCOB PUTBM 3a MoHe 1 MUHYTAa.

PesynTtaTtu. B rpyna A (ycnex oT mbpBM LLUOK) ca BKto-
yeHu 43 6onHu, B rpyna B (Heycnex ot nbpeu wok) — 31 na-
uneHTW. [1BeTe rpynu He ce pa3nuyasar no nor, Bb3pacrT, aH-
TPOMOMETPUYHU MOKasaTenu, Hanmine Ha CTPYKTYPHO Cbp-
AedvHo 3abonsBaHe, npefllecTBalla aHTUapuTMmMyHa Tepa-
nnsi, 4aBHOCT Ha apuTMUSTa, pa3Mepu Ha NsiBO nNpeacbpane
1 neeBokamepHa PW, n3xogeH TpaHcTopakaneH nmnegaHc. B
rpyna A e CUrHMdVKaHTHO MO-ManbK TeNeamacTonHmMAT obem
Ha JIK (TOO) — 95,7 ml + 29,4 cpewty 111,6 ml £ 33,3 ml, p =
0.046. MNpunoxxmxme CTHMNKOB NIMHEEH OUCKPUMUHAHTEH aHa-
nn3 — TAO npegunKTupa ycnex oT MbPBY LLOK C HACKA eHeprus
C TOYHOCT OT 65%.

M3Boaum. MNpu nsnonssaHe Ha UMNegaHc-KOMMNEHCUpaHu
MUMMYNCK TPaHCTOpaKanHUAT UMMNeaaHc He e MPEeAMKTop 3a
ycnex. TAOO Ha JIK npeackassa ¢ ymepeHa TOYHOCT ycrex oT
MbpPBM LLOK C HUCKa eHeprus. Bb3 ocHoBa Ha npepLiecTsa-
wnTe exokapgmorpadckn ganHu (TAO Ha JIK) moxe ga ce
WHAOMBYAYanuavMpa MpUIIoKEHNETO Ha HadvamnHa Mo-Hucka
NN MakcumanHa eHeprus npu nnaHosa KBC Ha naumeHTu
¢ nepcuctupallo MM n ga ce nsberHar HEHY>XHU LLOKOBE C
MaKcMMarnHa eHeprusi unu npoabiKMTENHa npouegypa c
MHOXECTBO LLUOKOBE 1 NO-AbJIra aHeCcTe3us.

M Ne 31. CPABHEHUE HA NMPOTOKOIJIN C ECKAJIUPA-
LU N HEECKATNMTUPALLWU EHEPTUU NPU KAPOWOBEP-
Cuda HA NAUMEHTU C NEPCUCTUPALLIO NPEOCHPAO-
HO MBbXAOEHE - EQHOLIEHTPOBO NMPOYYBAHE
E. TpeHndagpunoea’, B. Knbcmeea?, J.-P. Didon®,
A. AnekcaHdpoe’, L|. Mydpoe? U. Xekoea? E. Kocmoea’,
W. Towee’, A. Bankoea’, I1. Tacoecka’, T. AHOpeeea’, P. KbHeea’,
H. Noyesa’, U. Mackaneesa’ u N. Xpucmoe?
"MBAJ ,HayuoHanHa kapouonozau4yHa 6onHuya” EAL — Cogbusi,
2MHcmumym o 6uoghu3uka u 6uomedUYUHCKO UHXeHepcmeo, BAH
3SCHILLER Medical SA — Wissenbourg, France

B mexagyHapoaHuTe pbKOBOACTBA 3a NeYeHne Ha naum-
€HTW C NpeacbpAHO MbXAEeHe ONTUManHuAT u3bop Ha Ha-
YanHa u nocrieaBally eHeprun nNpu TpaHCcTopakaneH enek-
TPOLLOK C BUhasHM MmMnNyncu He € N3BECTEH U BCEKU NMPOU3-
BoaMTen Ha AedmbpunaTopun Aasa CBOU NMPENOPBHKY.

AHanusmpaxme nNpocrneKkTMBHO edeKkTuBHOCTTa U Geso-
nacHOCTTa Ha ABa KIMHWYHU NPOTOKOMa B YETUPW CTBIKU: C
eckanuvpatum eHeprumn (120 J — 200 J — 200 J — 360 J), rpyna
E (N = 74 6onHu) n ¢ Heeckanupalm eHeprmm (200 J — 200 J
— 200 J — 360 J), rpyna NE (N = 116 60rHu), kaTto nbpBuTe
Tpu woka ca ¢ budasHn nmnyncu Multipulse Biowave®, ge-
dpumbpunatop DG4000 (Schiller Médical, France), a nocnegn-
HUAT e ¢ MoHodasHu umnyncu. lMNMpouegypaTa e nposegeHa
CbIMacHo cTaHgapTeH OOMHWYEH NPOTOKOMN CbC camo3anen-
Bally Ce eneKkTpoAu B npegHonarepanHa nosuums.

PesynTatu: [1BeTe rpynu He ce pasnuyasar no noJsi, Bb3-
pacT, aHTPOMOMETPUYHM Mokasatenu (pbCeT, Terno, BMI, Te-
niecHa MOBBLPXHOCT, OOMKOmKa Ha rpbAEH KOLL, OKOCMEHOCT,
TUMN KOXa), NPOABIDKUTENHOCT Ha apuTMUATA, Hanuyne Ha
CTPYKTYPHO CbpAeyHo 3abonsiBaHe, npedHo-3ageH pasmep
Ha JTMN, ®U, npeawecTBalla aHTUapuTMU4Ha Tepanusi.
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EdekTnBHOCT: Ycnex (Bb3CTaHOBEH CMHYCOB PUTHM 3a
noseye oT 1 min) e nocturHat npu 94,6% B rpyna E cnpsimo
87,1% B rpyna NE — p = 0,07, cbc cpegHo 1,64 woka B rpyna
E cnpsamo 1,5 woka B rpyna NE — p = 0,33. Ycnex oT nbpBu
LLIOK € NOCTUrHaT CUrHudmkaHTHo no-yecto B rpyna NE (75%
cnpsmo 58,1% B rpyna E, p = 0,012). MoHodaseH nmnync
€ M3MoM3BaH CbNOoCTaBNMMO pAAKO — nNpu 4 6onHu B rpyna E,
KaTo npv ABama oT TsX € 6un edekTnBeH, 1 npun 12 6onHM B
rpyna NE, kaTo npu HUTO eH OT TAX He e 6un eekTUBEH.

BesonacHocT: [1BeTe rpynu He ce pasnuyasaT Mo 4ec-
TOTa M BUA Ha NOCTLIOK PUTBMHUTE N NPOBOAHWUTE HapyLue-
HWS, KAKTO 1 MO NpOoCcCnefeHnTe XeMoaNHaMUYHY NapameTpu.
Camo npu 3-ma 6onHu B rpyna E n npu 6 B rpyna NE ce
HabniogaBaT NaTonorMyHN CTOMHOCTY Ha TPOMOHWH MOCTMPO-
uenypHo (p = 0,82).

B 3aknioyeHue: [Bata npoTokona ca edHakBo edhek-
TMBHU 1 Ge3onacHu, Kato ycrnex OT MbpBW LUOK Ce noctura
Nno-4ecTo Mpu Heeckanupallms NnpoTokon. ToBa 61 CKbCUMIO
npoueaypara 1 BpeMeTo 3a aHecTesus.

M Ne 32. KMTMHUYEH ONUT - TEE 3A OLIEHKA
HA EMBONMNYHUA PUCK NMPU NMALMUEHTU C MMM
N ENEKTPUYECKO PEFYNUPAHE HA PUTBbMA
NOCINEANOBATEJIHO C EOHA OBLLUA AHECTE3UA

I. JTazapoea u ln. Nayoe
KnuHuka no kapouosnoeus, Y6 ,JlozeHey” — Coghusi

TEE e 3agbmkutenHo ycrnosuve 3a oLeHka Ha eMbonmy-
HWSI PUCK NPW NEepCUCTMpPaLLO NPeacbpAHO MbXAEHe cnen
MUHVMMYM YeTMpUCEeOMUYHA ONTMMarnHa aHTukoarynaums.
M3cnenBaHeTo ce ocbLyecTBsiBa nNog obLa BeHO3Ha aHecTe-
3ug. MNpy nunca Ha MHTpakaBUTapHN TPOMOOTUYHN CTPYKTY-
pu Mo BpeMe Ha CbllaTa aHecTe3ns ce OCbLLECTBABA enek-
TPUYECKO perynMpaHe Ha putbMma.

LlenTa Ha cbOOLLUEHMETO € CNoAENsHETO Ha HaLUNS KIUHK-
yeH onuT. [NocTrra ce onTumarneH KOMOPT Ha NaumeHTa npu ns-
BbpLuBaHe Ha TEE. He ce n3non3eat MyankameHTu 3a nokanHa
aHecTe3usi, aHTUEMETUYHM U cefaTvBa. Hamansisa ce puckbT ot
YCIOXHEHWS Npy naumeHTn ¢ Texka JIK gucdyHkums .

3a nepuoga m. 01.2010 — m. 05.2012 1. ca ocbLUEeCTBEHU
135 TEE c nocneaBallo enekTpuyecko perynvpaHe Ha pu-
TbMma ¢ obLa BeHOo3Ha aHecTe3us. lNauneHTuTe ca aHTUKo-
arynvpaHu ¢ MHOWPEKTEH aHTUKoarynaHT (CUHTPOM) U camo
2-ma — ¢ npagakca (Dabigatran). He ce nanonasat 3a nogro-
ToBKa Ha TEE cepatuBHn MeavKkaMmeHTw, aHTUeMeTnum (puck
OT XWUMOTOHUS), KAKTO M JlOKanHa aHecTe3us C NMAOoKauH
(puck oT 6poHxocna3bmM, MOBULLIEHA canuBaLms).

Obuwata aHecTe3ns ce OCbLLECTBSABA OT aHECTE3UOMOT.
ManonasaHu aHecteTMum — nponodor; deHTanun. Mpoabn-
XUTENHOCT — 7-8 min.

Mpu Hann4re Ha TPOMBOTUYHU CTPYKTYPY U BUCOK eMBO-
nunyeH puck (18 ot nscneaBaHUTe NaUMeEHTU) He ce OCbLLEeCT-
BSIBA €rl. perynvpaHe Ha putbma.

Mpu HUCHK puck crieaBa 3aabnboyaBaHe Ha aHecTe3us -
Ta ¥ Kap4uoBep3wO.

To3n anropuTbM Ha paboTa ce HanoXu B UMETO Ha KOM-
dopTa Ha nNauveHTa 1 3a HamarsiBaHe Ha pucka OT YCIOXHe-

HVS NpW yBpeaeHn naumeHTy (12 ot nacneasaHnTe ca 6unm ¢
Texxka JIK aucdyHkums). Paborarta e ekunHa. CurypHocTTa 3a
naumeHTa e no-ronama.

M Ne 33. ACUMNTOMHO NPEACHPAHO MBbXAEHE
NPW EKI TENEMOHUTOPUPAHE HA NMALUMVEHTU
C MO3BYEH UHCYNT

X. Mamees', 5. Cumoea?, Lle. Kbmoea?, Jl. XapanaHoe?®
u H. Qumumpoe*
'KnuHuka ro kapduornoaus, HayuoHanHa kapduonoauyHa
6onHuya — Cogpusi
20OmoerneHue no HeuHsasueHa (hyHKUUOHasIHa U obpasHa OuazHo-
cmuka, HayuoHanHa kapduonoeuyHa 6onHuya — Coghusi
3KnuHuka no Hespornoeusi, HayuoHanHa kapduonoauyHa
6onHuya — Cogpusi
“OmaderneHue no uHeasusHa Kapouooaus,
YMBAJ “Ceema EkamepuHa” — Cogbusi

BbBeneHue: [Npun 25% OT naumeHTUTe ¢ MO3bYEH UHCYMT ce
YCTAHOBSIBAT €M1304M Ha MapoKCU3MarHO NPeacbPAHO Mbxae-
He (MMNM). MpoyusaHus ¢ xontep-EKI™ MoHMTOpUpaHe nokassear,
Ye yectoTata Ha acumnTomHoTo MMM 3HauMTenHo HadBWLaBa
Tasy Ha CMMMNTOMHOTO. YCrOXHEHUsITA obave ca eaHakBO YecTo
cpeLLaHu Npuy AgaTa Buaa pUTbMHO HapyLLeHUe.

Len: OueHka Ha Bb3MOXHOCTTa 3a YCTaHOBSIBAHE Ha
MM ¢ nomowta Ha EKI TenemoHuTOprpaHe npu nauneHTmn
C MO3bYEH MHCYT..

Metoaun: CegemHanceT naumeHT ca 3aBbpLUnM Npo-
yyBaHeTo. CpegHaTta Bb3pacT B M3crneiBaHata rpyna e 54
+ 16 rog., 15 naumentn (88%) ca mbxe, 71% ca c apTepu-
anHa xunepTtoHus, 71% — ¢ gucnunugemumst, 59% — nywaun,
29% — cbce 3axapeH gnabet. HUTo eguH OT nauneHTuTe Hama
aHamHesa 3a M. CpeaHuat naumncned CHA,DS,-VASC To-
ykoB c6op e 3.5 £ 1.1. Kputepun 3a BkIntoYBaHe € Hanm4neTo
Ha MHCYNT B paMKuTe Ha ABe ceamuuy npeau Hadanoto Ha
TenemoHuUTopupaHeTo, 6e3 sBeH eMOONoreHeH N3TOYHNK.

Pesyntatu: CpegHusaT nepvog Ha TenemMoHUTopupaHe
Gelle 22 + 6 AHKU KaTO NPe3 Hero ycTaHOBMXME eNu3oamn Ha
MMM npwu net ot yyactHuuute (29%). MNpn yetnpuma ot Tax
enusoguTe Ha MM 6sixa ¢ npoabmxmTenHocT Ao 30 s, a npu
eauH — Hag 30 s. Mpu BCMYKM NaumeHTn Gelle 3amnodHaTa
aHTMKoarynaHTHa Tepanus.

Jemorpadcknte xapakTepucTuKn, pasnpeaeneHmeTo Ha
puckoBuTe pakTopu, CbbTCTBALLATA Tepanus 1 exokapau-
orpadpckuTe napameTpu He rnokasaxa CbLUECTBEHU pa3nvku
npy CpaBHEHUE Mexay NauMeHTUTe C perucTpupaH envsop,
Ha MMM 1 Te3un ¢ nunca Ha TakoBa PUTbMHO HapyLUEHNE.

Mo BpeMe Ha TeneMoHUTopupaHeTo Osixa YCTaHOBEHU U
OPYr1 pUTbMHM HAaPYLLEHUSI: XPOHOTPOMHA MHKOMMETEHTHOCT C
nepcucTMpalla CMHycoBa Taxukapaust Npy eOuH NaLUneHT; KOM-
NeKCHa kKaMepHa ekcTpacucToNys Npy ABama OT y4acTHULUTE
1 YEeCTW HafikaMepHW eKCTPaCUCTONM Npuy Apyrn Tpuma.

3akntoyeHue: EKIT TenemMoHnTOpMpaHeTo npu naumeH-
TW crneg MO3bYeH MHCYNT MO3BOMsiBA YCTAHOBSIBAHETO Ha
acMMNTOMHM enn3oan Ha MM 1 cboTBETHO ONTUMU3MPAHE Ha
aHTUTpoMOboUUTHaTa Tepanusi.
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M Ne 26. UMNNAHTALUA HA NEBOKAMEPEH
ENEKTPOA NPU CbPOEYHO-CHOOBU CTPYKTYPHU
AHOMAIIUK

Ce. oses, M. Cmounoea u f0. [xopzoea
YHCEAJ ,,Ce. EkamepuHa” — Cogpusi

HamupaHeTo Ha onTumanHa nos3vuus 3a nnacupaHe Ha
nesokamepeH enektpog (JIK) npu pecnHxpoHunsmpalla tepa-
N € Hain-4ecTo cpeLLaHnaT NMMUTUpaLL, dakTop 3a ycnexa
Ha npouegypaTta. CbluecTByBaT €CTECTBEHW aHaTOMWUYHM
BapvaHTM Ha BeHO3HaTa CUCTEMa M Ha KOPOHAPHWUS CUHYC,
KOWUTO 3aTpydHsABaT BbBeXAaHeTo Ha enekTtpoda 3a JIK.
[MpencraBame TpU KMMHUYHK Criydas CbC CTPYKTYPHU CbAO0-
BV @aHOMarnuu Ha CbpLETO, Hanaraluy TeXHNYecka oLeHKa Ha
UMnaHTauuaTa Ha enektpoaa 3a JiK.

[MbpBUAT KNUHWMYEH crnyyar NpeacTaBs NauvMeHT C UM-
nnaHTauus Ha CPT-P cuctema 3a ctumynaums. WHTpanpo-
LefypHO Ce yCTaHOBSIBa akLeCcopHa BeHa kaBa cynepuop,
KaTo eQMHCTBEH anTepHaTUBEH BEHO3eH AOCTbN 3a UMMMaH-
Taumsa Ha TpeTus enekTpog.

BTopuAT knuHu4eH cnyvan npeactaBs MauueHT ¢ UM-
nnaHtauusi Ha CPT—P cuctema 3a ctuMmynauums, kato equH-
CTBEHUAT Bb3MOXEH BEHO3EH [OCTbMN 3a UMMMaHTauus Ha
CTUMyNuMpaLumTe enekTpoau e npes akuecopHa BeHa KaBsa
cynepvop. Hanvue ca TeEXHNYECKN 1 aHaTOMUYHW MPeYKn 3a
mmMmnnaHTaumaTa Ha JIK enektpog.

TpeTuaT KNMHNYeH cny4van npeacTtassa NauneHT ¢ Bpoae-
Ha cbpaeyHa Mandopmaumsa ¢ Mopdonorus Ha obLa kame-
pa, cneg onepauusi moanduumnpaH ooHTaH ¢ nbrneH AV 6ok
n nmnaHtupaH VVI-R nevicMenkbp € enuMMOKapAeH enek-
TpoA. BucokuaT nmpar Ha cTumynaums Ha envMuoKapaHus
enekTpoa M YecTuTe pevMnnaHTauuMn Hanoxumxa TbpceHe
Ha anTepHaTMBEH METOA Ha CTMMynauus Ha obLiaTta kamepa
npes3 KOPOHaPHUSA CUHYC.

3aknioyeHune: AHaTOMWUYHUTE BapuauMn Ha BeHo3HaTa
CMCTEMA Ha CbPLETO M HaNM4yHUTE BPoAEeHN mandopMauuu,
YecTo MOCTaBAT Npen U3NUTaHue TEXHUYECKUTE YMEeHUs Ha
oreparopa v npeoLeHkaTa 3a MACTOTO U Ha4YuMHa Ha MMIaH-
Taumsa Ha JIK. AnTepHatuBa Ha enummnokapgHaTta CTMMmyna-
umnsa npu nayneHtn ¢ BCM un obwa kamepa e nmnnaHtaumsi
Ha eHJoKapAeH enekTpos, NnacupHa B KOPOHAPHUS CUHYC.

M Ne 27. CPABHEHUE HA OBA BUOA NMPOTOKOIN
3A KAPOUOBEPCUA C BUPA3HU UMIYIICU
NMPU NAUMEHTU C NPEACHBPAOHO MBXOEHE
E. TpeHndagpunoea’, B. Kpbcmeea?, L. Mydpoe?, X. JudoH?,
1. Tacoecka’, A. AnekcaHdpoe’, U. Mackaneea’, H. Noyesa’
"YHusepcumemcka HayuoHasHa kapduonoauyHa 6onHuya —
Codgpus; ?LleHmpanHa nabopamopusi o 6UOMeOUUUHCKO UHXeHep-
cmeo, BAH — Codgpusi; *Schiller Medical Company —
Wissembourg, France

YBoa v uen: MNpoTokonbsT 3a TpaHCTOpakarHa enekTpu-
yecka KBC npu nauueHTtn ¢ npeacbpaHo mbxaeHe (MM) e
WHAOMBMAYaANeH 3a Bcekn Bug 6udpasvm umnyncu. Lenta Ha
npoy4BaHeTO € [a ce CpaBHAT edmkacHocTTa u besonac-
HOCTTa Ha ABa Buaa step-up npoTokon ¢ GudasHu umnyrncu
Multipulse Biowave® npu nauneHTn ¢ nepcuctmpatlo MNM.

MaTepuan u metoaum: Npotokon 1 Bkntousa 70 J — 120
J—-150J - 180 J — 360 J (Mono), a npotokon 2: 120 J —
200 J — 200 J — 360 J (Mono). 3a edhektuBHa KBC e npueto
Bb3CTAHOBSABAHE Ha CMHYCOB PUTBM 3a noHe 1 muHyTa. A3-
cnegBaHy ca BUOXMMUYHU MapKepu 3a MMOKapAHa Hekposa
npeav n 8-12 yaca cneg npoueaypara.

PeayntaTtu: l'pyna 1 (131 6onHn, 60,3% Mbxe) n rpyna
2 (114 6onHu, 59,6% MbXe) He ce pa3nuyasaTt Mo Hanmune
Ha CTPYKTYpHO 3abonsiBaHe W CbpAeyHa HeLoCTaTbYHOCT,
BMI, aHTnaputMmnyHa Tepanusi, pasmepu Ha J1I, ®A, Ho Go-
NHUTE B rpyna 2 ca no-Bb3pacThu (52,7 rogunHn cpey 60,5 r;
p = 0,009) n no-yecto nmat aptepuanHa xuneptonusi (51,9%
cpewy 65,8%; p = 0,02). Hanuue e TeHaeHUMs 3a no-ronama
e(eKTUBHOCT (Bb3CTAHOBEH CMHYCOB PUTBHM) NpWU NPOTOKON 2
(93%) cnpsamo npotokon 1 (87%), p = 0,092, kaTo ToBa ce no-
cTura ¢ nNo-HMcka KymyrnaTuBHa eHeprus B rp. 2 (296 J cnpsamo
375 J; p = 0,021), ¢ no-marnko wokose (1,86 cpewy 2,87; p
< 0,0001) 1 ¢ no-marnko n3nons3eaHe Ha MOHOMAa3eH UMMyrC
(10,5% cpeuy 22,1%; p = 0,011). EcbektuBHOCTTa Ha MbPBO,
BTOpO, TPETO U 4eTBbPTO cTbnano Ha KBC e curHugmkaHTHO
no-B1coKa npu nanonasaHe Ha NpoTokon 2 — dwur. 1.

BroxumnyHMTEe Mapkepu 3a MUOKapZHa Hekposa cres
KBC (o6wa CK, CK-MB n Tnl) He ce pasnu4yaBaT B OBeETE
rpynu.

U3Bopu: MNMpoTtokon 2 npegnara no-ronsgama epekTMBHOCT
C MO-Mariko LLOKOBE, MO-HUCKa CyMapHa eHeprusi v no-BMcoka
eeKTMBHOCT Ha MbpBUTE LLOKOBE NMpwu cbLyata 6esonacHocT
B CpaBHeHMWe ¢ npoTokon 1.
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®ur. 1. EpekTMBHOCT Ha NPOTOKOM 1 1 MPOTOKOM 2 Ha BCSAKO CTb-
nano npu MM

M Ne 28. CPABHEHUE HA OBA BUOA MPOTOKON
3A TPAHCTOPAKAJITHA KAPOUOBEPCUA C BUDPA3HU
nMnyncu nPu NnAUMEHTU C NEPCUCTUPALLIO
NMPEOCBHPOHO TPEMTEHE
E. TpeHOdaghunoea’, B. Kpbcmeea?, Lj. Myopoe?, X. JudoH?,
1. Tacoecka’, A. AnekcaHopoe’, U. [Nackaneea’, H. lo4yesa’
"YHugepcumemcka HayuoHanHa kapouonoau4yHa 6onHuya —
Coagpusi; 2L{eHmpanHa nabopamopusi o 6UOMeOUYUHCKO UHXEHep-
cmeo, BAH — Codpusi; 3Schiller Medical Company —
Wissembourg, France

YBoa u uen: MpoTokonbT 3a TpaHcTopakanHa enekTpu-
yecka KBC npw naumeHTn ¢ npeacbpgHo TpenteHe (MT) e
MHAMBMAYaneH 3a Bceku BuA 6udasHu nmnyncu. Lienta Ha
npoy4yBaHETO € Ja ce cpaBHAT edumkacHocTTa u BGesonac-
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HOCTTa Ha ABa Buaa step-up npoTokon ¢ GudasHn nmnyncu
Multipulse Biowave® npwu nauneHT ¢ nepcuctmpaiuo MNT.

Matepuan u metoaum: lNMpotokon 1 Bkntoysa 30 J — 120
J—150 J- 180 J- 360 J (Mono), a npotokon 2: 30 J— 120 J —
200 J — 360 J (Mono). 3a ecektuBHa KBC e npueTo Bb3CTa-
HOBSIBaHE Ha CVMHYCOB puUTbM 3a noHe 1 MuHyTa. M3cneasa-
HY ca BMOXMMUYHU MapKepw 3a MUOKapAHa HeKpo3a npean 1
8-12 yaca cnep npouenyparta.

Pesynrtatu: I'pyna 1 (70 6onHu, 72,9% MbXe) 1 rpyna
2 (50 6onHn, 74% mbxe) He ce pasnuMyaBaT Mo Bb3PacT,
Hanu4Me Ha CTPYKTypHO 3abonsiBaHe U cbpAaevHa HegocTa-
TBbYHOCT, aHTUapuTMmMYHa Tepanus, pasmepu Ha JII, ®U, Ho
6onHMTe B rpyna 2 no-4ecto umar aptepuarnHa XunepToHusi
(44.3% cpewy 68%; p = 0,008) u ca ¢ no-sucok BMI (27,4
cpewy 29,4; p = 0,04) n no-ronama TenecHa MOBbPXHOCT

(1,94 cpewy 2,02; p = 0,03). Hanvue e egHakBa edekTnB-
HOCT (Bb3CTAHOBEH CMHYCOB pUTBbM) MpW ABaTa MpoToKona
(98,6% cpewy 100%; p = 0,58), He ce HamupaT pasnvku B
KkymynaTtuHaTta eHeprua (137 J cpewy 114 J; p = 0,39), HO
npv NpPOTOKON 2 ca u3nonasaHy no-marnko wokose (1,6 cpe-
wy 1,94; p = 0,05) n He ce e cTurano A0 NPUNOXEHNe Ha
MOHOa3eH umnync. EdpektmBHoOCTTa Ha BTOPO U TPETO CTb-
nano Ha KBC e curHndukaHTHO No-B1COKa npu nsnonssaHe
Ha npoTtokon 2 — ¢owr. 1.

BroxuMnyHUTE Mapkepu 3a MUOKapAHa Hekpos3a crep,
KBC (o6wa CK, CK-MB n Tnl) He ce pasnuuyaBaT B OBeTE
rpynu.

U3Boaum: NpoTtokon 2 npegnara egHakea ePekTUBHOCT C
Nno-marsiko LLOKOBE U NO-BUCOKA e(PEKTUBHOCT HA MbPBUTE LLIO-
KOBe Npu cbliaTta 6e30nacHOCT B CpaBHEHWE € NpoTokon 1.

AFL 100 - 95.7 100 98.6 100
80 -
60 -
X
40 -
20 -
0
EFFECT Shock 1 Shock 1+2 Shock 1+2+3 [Shock 1+2+3+4| Cummulative
OProtocol 1 45.7 74.3 90 95.7 98.6
ElProtocol 2 48 92 100 100 100

®ur. 1. EdekTMBHOCT Ha NPOTOKON 1 1 NPOTOKON 2 Ha BCAKO cTbnano npu MT

M Ne 29. BMMAHUE HA HAYMMHA HA UBMEPBAHE
HA TPAHCTOPAKAJIEH MMMNMEOAHC BbPXY HETOBATA
BAPUALUA NPU NOPEOULA OT LUOKOBE
C ECKAJTMPALL NPOTOKOJN HA KAPOUOBEPCUA
E. TpeHOacgpunoea’, B. Kpbcmeea?, Li. Mydpoe?, X. ®. [JudoH?,
1. Tacoecka’, A. AnekcaHopoe’, H. lo4yeea’, U. [Nackaneea’
"HayuoHanHa kapouonoau4Ha bonHuya — Cogpusi, bbneapusi;

2l leHmparnHa nabopamopusi o 6UOMEAUUUHCKO UHXEHepCcmeo
BAH — Cocgpusi, bbneapus; *Schiller Medical SA — Bucembype,
®QpaHyus

TpaHcTOopakanHuaT umnedaHc npu  gedunbpunaums/
KapavoBepcus ce npuema 3a hakTop, BNunseLl, Bbpxy edek-
TUBHOCTTA OT Woka. lNpegnonara ce, 4e nopeauua ot nocne-
[0BaTEeNMHM LLOKOBE C HapacTBaLLM eHepruv MPoOMeHAT nMne-
[aHca 1 N0 TO3U Ha4yMH cromarat 3a NOCTUraHe Ha ycneluHa
kapgunoBepcus. ToBa m3crnenBaHe AaBa [okasaTencrsa, ve
nocnefoBaTenHoCT OT LUOKOBE C HapacTBallM eHeprum He
NpoMeHs UMMNefaHca npeau woka (Z), a Bnmse camo Bbpxy
umnegaHca no speme Ha woka (TTI), KoWTo Kopenupa cbe
3agageHarta eHeprus (E).

MeTtoau: V3cnegsaHeto BkMo4vBa 96 nauueHTu, nog-
NOXeHW Ha nnaHosa kapavosepcusi. V3bpaH e eckanupaly
step-up NPOTOKOMN Ha eHeprMTe NpW NOCNeaoBaTENHOCT OT 3
woka Sh1/Sh2/Sh3: 120/200/200 J 3a npeaAcbpaHO MbXAeEHE

(AFIB), 30/120/200 J 3a npeacbpaHo TpenteHe (AFL). O6-
LMST OpoN LWOKOBE, BKIOYEHU B U3CNeABaHeTo, e: 62/26/11
(AFIB) n 34/17/3 (AFL). NocpencTBom cneymnanvanpaHa ana-
patypa e peructpupaH uMneaaHcbT npeaun v no Bpeme Ha
BCEKM LLOK, KakTo cneasa: 1) Z npegm Lwoka, u3MepeH ypes
aHanu3 Ha 3aTMXBaHEeTO Ha BMcokoyecToTeH Tok (30kHz) c
HUCBK MHTEeH3uTeT (10 uA); 2) TTI no Bpeme Ha wwoka, n3me-
PeH KaTo cpefHa CTOMHOCT Ha OMWUYHOTO CbINPOTUBIIEHNE Ha
TOKa W HanpexeHneTo Ha AednbpunaumoHHUs uMmnyrc.

Pe3yntaTtu: VamepeHaTta cpefgHa CTOMHOCT Ha Z npe-
an Sh1 ce npuema 3a 100% 6asa. OueHeHa e npoueHTHaTa
npomsHa Ha TTl n Z cnpamo Tasu 6a3a 3a nopeguuara ot
wokoBe (BX. dur. 1). CTaTtncTuyeckm aHanma ¢ nomoLyTta Ha
t-TecT nokasBa HecurHuduKaHTHa Bapuaumsa Ha Z no OTHO-
lweHne Ha eHeprusita E n nopegHus Homep Ha Lwoka (p >
0.05). 3a pasnuka ot Z TTl uma cTaTMcTUYECKM NO-BMCOKA
cpegHa ctonHocTt oT 110% npw 30 J (AFL, p <0.001) n cboT-
BETHO — MO-HMCKA cpefHa CTonMHoCT oT 95% npum 200 J (AFIB,
p <0.01). YcTaHoBeHa e curHudmrKaHTHa Kopenaums Ha npo-
LEHTHMA cnag Ha cTorHocTTa Ha TTl npu yBenvyasaHe Ha
eHeprusita E (r = -0.65, p < 0.001).

3akntoveHue: VismepeH e ctabuneH nvmnegaHc Z ¢ Bapu-
auusa nog 1% npenv Nbpew, BTOPK U TPETH LLOK, KOUTO nmat
C A0 6 NbTU HapacTBaHe Ha eHepruuTe. ToBa HabnogeHne
nogabpXa XxunotesaTa, Ye BUCOKOYECTOTHUAT uUMneaaHc Z
He ce BnMsie OT LoKoBaTa nopeauua u He MoXe Aa ce WH-
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20 Xl HAULMOHANEH KOHI'PEC MO KAPAMONOInA ¢ MEXXAYHAPOOHO YYACTUE

TepnpeTupa kaTto ¢akTop, obsicHaABaLL, ycrnexa npu NnoBTop-
Ha aecumbpunaums. 3a pasnuka ot Hero nMmnegaHcsT TTI no
BPEME Ha LUOKa 3aBUCU CUITHO OT EHEPrUsiTa U OT NopeaHnst
HOMEp Ha LLoKa, KaTo MOoXe Aa ce oyakea cnag ot 110% no
noa 95% 3a exHeprus mexay 30 J n 200 J.
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®wur. 1: MNpoueHTHa npomsiHa Ha Z, TTI npu nopeauua oT LWOKOBE,
OTHeceHa KbM M3xogHaTa CTOMHOCT Ha Z Npeaun MbpBM LLOK

M Ne 30. BMTUAHUE HA EHEPTUATA HA LLOKA
BbPXY TPAHCTOPAKANMTHNA MUMNEOQAHC
NMPU KAPOANOBEPCUA
E. TpeHOagpunoea’, B. Kpbcmeea?, L|. Mydpoe?, X. ®. [JudoH?,
1. Tacoecka’, A. AnekcaHdpoe’, H. loyeea’, U. Mackaneea’
"HayuoHarnHa kapouornoau4Ha 6onHuua — Cogpusi, bbrizapusi;

2l leHmpanHa nabopamopusi Mo 6uoMedUUUHCKO UHXeHepcmeo,

BAH — Cocpusi, bvnzapus; 3Schiller Medical SA —

Bucembype, ®paHyus

YBoa. TpaHcTopakanHuaT uMnegaHc npu aedubpu-
nauusi/kapouoBepcusi e BaxeH pakTop, KOWTO onpeaens
WHTEH3UTETa Ha ToKa Npe3 CbpLEeTo, MPOMeHs chopmaTta Ha
AedrOpUNaLMoHHNS UMNYIC U MO TO3U HaYWH BNKsSie BbPXY
edeKkTMBHOCTTa Ha Lwoka. lNpeackasBaHETO Ha vMMnegaHca
npeay MOMEHTa Ha HaHacsiHe Ha LUoKa [aBa Bb3MOXHOCTU
3a MHOBATUBHW peLUeHns Npu Npon3BOCTBOTO Ha Aedunbpu-
narTopwv ¢ aganTMBHa Kopekuus Ha bopmaTta Ha gedubpuna-
LUMOHHMS Mnysc.

Llen. Llenta Ha ToBa n3cnegBaHe e Aa nokaxe, 4ye nwm-
nefaHcbT, U3MepeH npeau woka (Z), MoXxe Aa Cnyxu 3a
npegckassaHe Ha nmnegaHca no speme Ha woka (TTI), npu
oTynTaHe Ha usbpaHata eHeprus (E).

MeTtoaun: V3cnegBaHeto BkMo4Ba 58 nauueHTu, nog-
NIOXEHW Ha MNnaHoBa KapAvoBepcusi C eckanupall step-up
NMPOTOKOI Ha eHepruuTe Ha nocregosaTenHuTe wokose: 30-
120-200 J 3a npeacvpaHo TpenteHe (AFL); 120-120-200 J
3a npeacbpaHo mbxaeHe (AFIB). O6wwmsT 6pon pernctpu-
paHu wokoBe e 91, BkmouBawm 20/45/26 woka CbOTBETHO
¢ eHeprumn 30/120/200 J, aHanuaupanun cymapHo 3a AFL un
AFIB. Ypes3 n3non3eaHeTo Ha crneuuanuanpaHa anaparypa
€ permcTpvpaH nMnegaHc npeay v no Bpeme Ha BCEKU LLIOK,
KakTo cneaea: (1) Z npeam woka, n3aMepeH Ypes aHanua Ha
3aTtuxeaHeTo Ha BucokovecToTeH Tok (30kHz) ¢ HUCBK WH-
TeH3uTet (10 uA); (2) TTl no Bpeme Ha LLoKa, U3MepeH Kato
cpefHa CTOMHOCT Ha OMWUYHOTO CLMPOTMBMEHWE Ha TOKa U
HanpexxeHWeTo Ha AednOpUNaLMoOHHNS UMMyIC.

PesynTatu: Vianon3saHa e nuHenHa perpecust 3a na4mc-
nsiaHe Ha 3aBucumoctTa TTI = f(Z), npuemarikv eHeprusTa E
3a KaTeropuaupatlya npomeHnuea (BX. dur. 1). AHanM3bT Ha
koBapmaumaTa (ANCOVA) nokasea, 4ye TpuTe perpecuoHHu

npaeu, cboTBeTCTBaLWM Ha E o1 30/120/200 J, ca pasnuumnmu,
CbC CTaTUCTUYECKN PA3NNYHN KOe(ULMEHTN Ha NpeceyHaTa
Touka ¢ opaumHatarta (p < 0.001), HO ¢ Hepa3nuuMmMmn koedu-
LMeHTV Ha HaknoHa (p > 0.2).

3akntoyeHue: YCTaHOBsIBaMe CUIHA Kopenauusi Mexay
TTlun Z (R > 0.975), koATO MOXe Aa Cry>xu 3a Npeacka3BaHe
Ha MMnegaHca No BpeMe Ha LUOoKa, B3eMalku npeasug um-
negaHca npeau woka u nsbpaHata eHeprus. AHanu3bT Ha
npeceyHaTa Touka Cc opavHartaTa nokasea, Yye TT| HamansiBa
npu yBenvyaBaHe Ha eHeprusaTa. [py n3BecTH napameTpu
Ha aedmbpunauunoHHns umnync TTI n E morat ga nocnyxar
3a TOYHO onpefensiHe Ha Toka, MPeMMHan npes3 CbpueTo.
Tasn kopenauusi € U3KIIYUTENHO LieHHa Npy An3ainH Ha no-
CTOSIHHOTOKOBW AehnbpunaTopu CbC cucTema 3a aganTuMBHO
KOMMEHCMpaHe Ha nMmnegaHca.

:\ 30 J: TTI= -0.21 + 1.07*Z; R=.8883; p<0,0001; SEE=3 66; 20 shocks
U120 J: TTI = -3.96 + 0.996*2; R=.975; p<0.0001; SEE=3 92; 45 shocks
#.200 J: TTI = -18.09 + 1 11*2; R=.992; p<0.0001; SEE=2 62; 26 shocks
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®dur. 1. Nuuennna perpecuss TTI = f(Z) 3a wsbpaHu eHeprum
30/120/200 J

I Ne 31. ABJIALUUA HA BABHUA NMbT
YPE3 TPAHCCENTAJNEH OOCTHN NPU NALUUEHT
C KOPUTMPAH YACTUYEH AV KAHAIT U AVNRT
OT OBUYAEH TUN

M. CmosiHoe, Y. LllanzaHnoe, M. [Tpomuy, T. BanabaHcku
YHusepcumemcka HauyuoHasnHa kapduosnoeuyHa 6onHuya — Cogpusi

BbBegeHue: AV HopanHata pueHpTM Taxukapaus e
Hal-4ecTo cpellaHaTa npaBunHa HagkamepHa Taxukapaus.
MexaHu3MbT Ha Taxukapaous € pUeHTPU U ce ObMKM Ha Ha-
NINYMETO Ha NOHe ABa UM NoBeYe NPOBOAHU NbTs B AV Bb-
3ena. PagnodpekBeHTHaTa kaTeTbpHa abnauns e metog Ha
1360p Npu NeYeHMEeTO Ha TO3N BUA Taxmkapams. BbamoxHo e
CENeKTUBHO NPeKbCBaHe KakTo Ha 6bpaust, Taka 1 Ha GaBHUSA
nbT B AV Bb3ena. CenekTMBHOTO NpeKkbcBaHe Ha 6aBHMSA MbT
e Haun-npegnounTanmnsaT metog. O6ukHoBeHO abnauusaTa ce
OCbLLUECTBSABA B OACHOTO npeacbpane. MHoro psgko abna-
umaATa BASICHO € HEeBb3MOXHA NMopaau aHaToMmyHa ocobe-
HOCT UNN CTPYKTYPHO CbpAeyHO 3abonsisaHe. B Te3n criyyan
Ce 13Mnon3Ba NeBOCTPaHeH AOCTbI.

UznoxeHue: [lNpeactaBame criyyal Ha nauueHTka C
KopurmpaH 4actuyaH AV kaHan, nocpeacTBOM nepukapaHa
3annarka, npu KOeTo TpUbIbiHUKLT Ha Kox n AV Bb3enbT
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COMPARISON OF SPECTRAL COMPONENTS OF CPR COMPRESSIONS AND
VARIOUS SHOCKABLE AND NON-SHOCKABLE RHYTHMS IN ECG

Ivan Asenov Dotsinsky*, Irena llieva Jekova*,
Jean-Philippe Didon#, Vessela Tzvetanova Krasteva*

* Centre of Biomedical Engineering “Prof. Ivan Daskalov” - Bulgarian Academy of Sciences
Acad.G.Bonchev str. BI.105, 1113, Sofia, Bulgaria, e-mail: vessika@clbme.bas.bg
# Schiller Medical SAS, 4 rue L. Pasteur, F-67160 Wissembourg, France

This report is related to a preliminary study in support to the novel AED feature required,
that is to analyse the ECG and propose shock advisory decision even during CPR. We
investigated the frequency spectra of a large set of pure CPR compressions on asystole and
real noise-free shockable and non-shockable ECG signals taken from out-of-hospital
resuscitation interventions over 10 s episodes, as well as, over each single CPR cycle and
heartbeat. The deviation of the spectral components of successive CPR cycles and various
spectral parameters are estimated. Statistical analysis of the spectral characteristics allows to
specify the most probable behavior of CPR and to design filters that minimally suppress the
significant ECG frequency components and keep useful information for discrimination of
shockable and non-shockable rhythms.

Keywords: ECG signal processing in AEDs, Cardio-Pulmonary massage, FFT

1. INTRODUCTION

Continuous cardiopulmonary resuscitation (CPR) is the best treatment of out-of-
hospital cardiac arrests since it contributes to the sustained cerebro-vascular function
until the arrival of an automatic external defibrillator (AED). The actual guidelines
for resuscitation and use of AEDs require interruption of the CPR massage during
automated analysis of the electrocardiogram (ECG) [1]. The chest compression
artifacts originating mainly from the electrode-to-skin interface with possible
components arising from the mechanical stimulation of the heart and thoracic
muscles [2] could lead to false AED shock advisory decision. However, long
interruptions of CPR result in lack of cerebral and myocardial blood flow and can
significantly reduce the recovery rate of spontaneous circulation and the 24-hour
survival rate [3,4]. It is expected that the future concepts in basic life support will
enhance the CPR effect by allowing continuous CPR even during the ECG analysis
process in AEDs. For this purpose the CPR artifacts should be effectively removed.

Recently many approaches on CPR artifacts suppression have been developed,
based on high-pass filters with fixed coefficients [5], adaptive filters using the
thoracic compressions as a reference signal [6], sophisticated adaptive approaches
requiring up to four reference signals strongly correlated to the interference [7], etc.
However, the problem is opened for building a CPR filter with minimal supression of
the significant ECG frequency components. The optimal filter design could be
defined after discovery of evidences for discrimination between the spectra of CPR
and the different ECG arrhythmias.
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COMBINED HIGH-PASS AND POWER-LINE INTERFERENCE
REJECTER FILTER FOR ECG SIGNAL PROCESSING

Ivo Tsvetanov lliev?, Serafim Dimitrov Tabakov?,
Vessela Tzvetanova Krasteva?

' Department of Electronics - Technical University of Sofia
8 Kl. Ohridski str, 1000, Sofia, Bulgaria, e-mail: izi@tu-sofia.bg
? Centre of Biomedical Engineering “Prof. Ivan Daskalov” - Bulgarian Academy of Sciences,
Acad.G.Bonchev str. B1.105, 1113, Sofia, Bulgaria, e-mail: vessika@clbme.bas.bg

In this study we introduce one alternative approach for ECG high-pass filtering and
interference rejection based on the simple principle for averaging of samples N with a
predefined distance between them D. FilterDxN has a comb frequency characteristic with
high-pass cut-off defined by the number of samples N and zeros at the integer ratio of the
sampling frequency fs divided by the number of samples D. For a predefined fs, FilterDxN is
easily adjusted to different cut-off and zero frequencies only by changing D and N. In this
work, we present the mathematical background for deriving the frequency response of
FilterDxN, as well as one particular application of the filter, i.e. Filter10x19 designed for
fs=250 Hz, high-pass at 1 Hz, zero at 50 Hz. Tests with both standardized and real ECG
signals proved that Filter10x19 is capable to remove very intensive baseline wanderings, and
to fully suppress 50 Hz interferences with minimal affect on the ECG waveform. FilterDxN
would be preferable in ECG systems operating in real time because of its linear filter
equation with integer coefficients that hasten the speed of computations.

Keywords: Real-time ECG filtering, average filter, baseline drift, mains interference.

1. INTRODUCTION

Long-term electrocardiogram (ECG) monitoring devices work under considerable
artifacts of intensive body and electrode movements or power-line interference. An
adequate preprocessing filtering is required to provide high-quality ECG signals,
supporting the accurate ECG interpretation. An extensive research is focused on the
challenge for designing novel digital filters, which can correct baseline drift or reject
power-line interference, while preserving the fidelity of ST and QRS. Various
approaches for drift suppression have been proposed based on smart filtering
techniques, such as the moving average filters [1], bi-directional high-pass filter [2,3],
nonlinear filter banks [4], adaptive filtering [5], wavelet transforms [6], etc. For the
effective rejection of the power-line interference, there are also a number of works,
introducing notch filters [4,7], comb filters [8], adaptive filters [5], subtraction
procedure [9], etc. Although the different filter solutions are attractive because of the
reasonable frequency characteristics, most of them are not applicable in real time,
since they rely on heavy computations or require certain ECG analysis prior to
applying the filtering technique. The digital filters with integer coefficients are
preferable for real-time applications but it is difficult to achieve desired frequency
characteristics [10]. In this work we will present one alternative solution of integer-
coefficients filter, which provides an adequate high-pass and power-line filtering.
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TIME AND FREQUENCY DOMAIN ANALYSIS OF FIVE HEARTBEAT TYPES

Irena llieva Jekova and Vessela Tzvetanova Krasteva

Centre of Biomedical Engineering “Prof. lvan Daskalov” - Bulgarian Academy of Sciences
Acad.G.Bonchev str. BI.105, 1113, Sofia, Bulgaria, e-mail: irena@clbme.bas.bg

The analysis of the electrocardiographic (ECG) signals, especially the QRS complex as
the most characteristic wave, is a widely accepted approach to study and to classify cardiac
dysfunctions. Five heartbeat types were studied (normal beats, ventricular extrasystoles, left
and right bundle branch blocks and paced beats), searching for specific behavior in the
timing and the frequency content of the QRS complex, due to changes in the rhythm
origination and the conduction path. In the time domain the interbeat differences of the RR
intervals were evaluated. In the frequency domain the QRS power spectrum was estimated by
fast Fourier transform and a summary power spectrum in narrow frequency bands of 0.5 Hz
(FFT-BPS) was calculated. Specific patterns of the FFT-BPS for each heartbeat type were
derived and differences in the spectral frequencies were assessed. The observations allowed
to define a spectral based parameter set, which jointly with the RR intervals could be easily
processed by a standard classifier for the heartbeat type.

Keywords: heartbeat classification, QRS complex, Fourier transform, RR intervals

1. INTRODUCTION

Analysis of the electrocardiogram (ECG) for detecting different types of
heartbeats is of major importance in the diagnosis of cardiac dysfunctions, due to
abnormal changes of both the rhythm origination and the conduction path. Automatic
classification of the heartbeats has been previously done using RR intervals [1], as
well as using a variety of features to represent the alterations of the QRS waveform,
most popular of which are based on the QRS morphology [1, 2]. More sophisticated
methods apply QRS template matching procedures, such as the Matching Pursuits [2]
to expand the QRS waveform into a single time-frequency basis, like the wavelet
basis. Other authors prefer to avoid the fixed basis decomposition of the heartbeats
and to study only the ECG frequency content by Fourier transform. Minami et al [3]
classified the spectrum for three kinds of rhythms: supraventricular rhythm,
ventricular rhythm and ventricular fibrillation. However, the defined arrhythmia
classes are too general and clinical treatments in each class are not identical. More
detailed heartbeat classification is necessary for the automatic diagnostic systems and
therefore we need spectral analysis data of definitive heartbeat types.

It is the aim of the present work to study the frequency spectrum of five heartbeat
types. We expect specific spectral distributions which facilitate the derivation of
spectral pattern for each heartbeat type. Adequate estimation of this pattern is
Important to define a spectral based parameter set, which reliably identifies each one
of the heartbeat types. We suggest improving the confidence of the feature set by
additional analysis of the heart-rate variations based on assessment of the difference
between the coupling RR intervals for each beat. The investigation is directed to
computer-based ECG systems and to enhancement of their diagnostic ability.
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NOISE DETECTION ALGORITHM
FOR AUTOMATIC EXTERNAL DEFIBRILLATORS
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Nowadays the application of automatic external defibrillators (AEDs) becomes a
widespread practice for early treatment of out-of-hospital cardiac arrest patients. A reliable
recognition of life-threatening cardiac arrhythmias is required. However, it may be impeded
by artifacts, which compromise the quality of the electrocardiogram (ECG). The aim of this
study was to develop software procedures for detection of some typical for AED application
artifacts, such as: (i) amplifier saturation; (ii) baseline wander; (iii) single steep and high-
amplitude artifacts; (iv) tremor. The developed real-time operating procedures were
synchronized with the implemented algorithm for ventricular fibrillation detection. Thus, the
in-time detection of significant artifacts would prevent from a compromised shock-advisory
decision. The presented algorithm was developed in Matlab environment. It was tested with
ECG recordings from an out-of-hospital database, which contains various types of noises and
different arrhythmias.

Keywords: ECG analysis, shock advisory algorithms, arrhythmias, artifacts

1. INTRODUCTION

Nowadays the application of automatic external defibrillators (AEDs) becomes a
widespread practice for early treatment of out-of-hospital cardiac arrest patients. To
realize the goal of providing access to AEDs for use by first responders without
extensive medical training, the device used must be able to accurately assess the
cardiac state of the patient, to detect life-threatening arrhythmias and to make an
appropriate therapy decision [1]. An AED has to make its decision on the basis of the
electrocardiogram (ECG), obtained by only two adhesive electrodes with variable
quality of the electrode contacts and variable positioning on the patient’s chest. Since
no information about pulse or respiration is fed into the device, the reliable and
accurate detection of life-threatening cardiac arrhythmias, only from the surface
ECG, is a rather difficult task. It can be further complicated in the presence of noise
artifacts overlapping with the analyzed signal. This may lead to inaccurate ECG
waveform analysis and wrong shock advisory decision [2]. Artifact is an electrical
signal induced in the ECG that is unrelated to the heart signal. Sources of artifact can
be characterized as controllable or non-controllable by the responder.

e Controllable artifacts include signals resulting from directly touching the pads,

moving the patient, cardiopulmonary resuscitation (CPR), transportation, radio

transmissions, etc.

e Non-controllable artifacts may be caused by electrical interference, patient

seizures, gasping (agonal respiration), an implantable pacemaker, ect.
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REAL-TIME DETECTION OF ACCIDENTAL PATHOLOGIC CARDIAC
EVENTS IN THE ELECTROCARDIOGRAM
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The major efforts for improving the automated cardiac diagnostics are directed towards
developments of innovative hardware and software solutions for computer-assisted
electrocardiogram (ECG) monitoring systems. The presented work describes a method for
fast detection of pathologic cardiac events by real-time ECG analysis. It is convenient for
embedding in microcontroller-based autonomous system for monitoring of high-risk cardiac
patients. The algorithm involved on-line operating procedures, including preprocessing
filtration, threshold-based QRS detection, interbeat RR-intervals analysis and QRS pattern
waveform analysis. Aiming at a simple solution, we adopted specific strategies for signal
processing acceleration and for reduction of the operational memory size, such as the
resolution reduction of the QRS pattern waveform. Moreover we implemented simplified
techniques for rating of the similarity between the QRS pattern of the tested beat and the
accumulated QRS pattern of the preceding heartbeats. The repetition of similar QRS pattern
waveforms combined with small variances of the RR-intervals, was interpreted as a normal
rhythm. However, the appearance of a number of deviations either from the mean RR interval,
or from the cumulative QRS pattern waveform, was detected as a sustained pathologic event.
The developed algorithm was implemented in Matlab environment. It was tested with
internationally recognized ECG databases. Several examples are presented and discussed.

Keywords: ECG monitoring, high-risk cardiac patients, real-time ECG analysis

1. INTRODUCTION

The major efforts for improving the automated cardiac diagnostics are directed
towards developments of innovative hardware and software solutions for computer-
assisted electrocardiogram (ECG) monitoring systems. The main task to identify
patients at risk of arrhythmias, both with and without sustained symptoms is managed
for example by the systems for long-term (24 h) heart activity registration, i.e. ECG
holters. The bedside ambulatory systems are also very important for monitoring of
the vital characteristics of inbed hospitalized patients for a long period of time
(reanimation, intensive care rooms, nursing home) [1]. Frequently, critical conditions
happen just after disconnection from the ambulatory monitors, in the phase of starting
moving, rehabilitation, self-service, etc., i.e. in circumstances without attendance on
the patient condition when the nurse/personal care for the patient is recommendable.

Thanks to the fast developments of novel wireless communication technologies,
such as Bluetooth, Zigbee, 802.11, etc. [2-4], the implementation of portable
autonomous systems for continuous ECG monitoring becomes possible. The build-in
algorithm for real-time ECG analysis must guarantee reliable and accurate detection
of pathologic cardiac events. The instantaneous wireless alarm transfer to the central
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