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Abstract

A low-power wearable ECG monitoring system has been developed entirely from discrete 

electronic components and a custom PCB. This device removes all loose wires from the system 

and minimizes the footprint on the user. The monitor consists of five electrodes, which allow a 

cardiologist to choose from a variety of possible projections. Clinical tests to compare our 

wearable monitor with a commercial clinical ECG recorder are conducted on ten healthy adults 

under different ambulatory conditions, with nine of the datasets used for analysis. Data from both 

monitors were synchronized and annotated with PhysioNet's waveform viewer WAVE 

(physionet.org) [1]. All gold standard annotations are compared to the results of the WQRS 

detection algorithm [2] provided by PhysioNet. QRS sensitivity and QRS positive predictability 

are extracted from both monitors to validate the wearable monitor.
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I. Introduction

Cardiovascular disease is the leading cause of death in the United States, accounting for 

nearly half of all major causes of death in the U.S. in 2008 [3]. In 2010, the U.S. spent 

$316.4 billion on health care services, medications, and lost productivity due to heart disease 

[4]. Almost half of all sudden cardiac deaths occur outside of the hospital, which suggests 

that many people may not be familiar with early warning signs [5].

Typically, patients who are having heart problems or discomfort are fitted with a Holter 

monitor for 24–48 h [6]. The Holter monitor samples data continuously, with resolution of 

8–12 bits at 128–256 Hz. Although these devices produce manageable datasets, they have 
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several shortcomings. First, the form factor requires that a device be clipped onto a belt or 

be worn in a pocket. The monitor attaches to electrodes on the patient's chest via long wires. 

These wires can be a significant noise source and can be inadvertently detached if pulled [7]. 

Although new Holter monitors can take data for up to 1 week [8], patients can have 

arrhythmias that occur once every ten days to one month that are not recorded by the Holter.

To capture these occasional episodes, patients can be fitted with event monitors, which can 

be worn for a month or longer [9]. However, event monitors typically only save ECG data 

around the irregular cardiac episode, which limits the degree of analysis that can be 

performed. Continuous long-term data allow the clinician to detect overall heart health 

trends and possibly see initial markers before the cardiac irregularity occurs [10].

To improve the existing Holter monitor use model, several groups have worked on wearable 

monitors to improve patient acceptance [11]–[13]. These monitors often adhere directly to 

the chest to avoid long wires. However, these monitors either protrude far from the chest, 

which can limit patient acceptance [11], [13], have bulky base-stations [13], or do not save 

all of the raw data which makes them ineffective for analyses such as morphological 

variability [10], [12]. They all rely on transmitting data to a base station, which also limits 

their effectiveness when a cell phone or computer is not nearby, for example, during periods 

of exercise.

To address these issues, we have developed a wearable monitor that can record one of 

several ECG projections of clinical quality without wires, can be used reliably during 

exercise, is less than 1 cm thick and contains 1 Gb of flash memory to save all of the raw 

data for long-term monitoring without a base station.

II. System Design

A. Mechanical Design

The cardiac monitor is designed using a flexible PCB fabricated by Fit4Flex (Milipitas, CA). 

Fig. 1 shows the “L”-shaped board, which is 11.4 cm tall and 5.1 cm wide in the vertical 

section, and 11.4 cm long and 3.8 cm wide in the horizontal section. The 2-layer PCB is 

fabricated in Dupont FR Material and is 0.1625 mm thick. An extra 0.25 mm of stiffener, 

also composed of Dupont FR Material, is attached to the bottom layer to increase rigidity. 

The board is designed in an “L” shape to allow the clinician to choose one of several 

possible ECG vectors to record, depending on a patient's specific needs. All corners are 

rounded to remove sharp edges, to minimize the chance of prodding the user. After 

fabrication, the board is coated in parylene-C by Paratronix (Attleboro, MA) for 

biocompatibility and water proofing.

The board can be mounted on the user's chest in two preferred configurations. The first 

configuration (type 1) consists of the “A”-axis aligned with the sternum and the “B”-axis 

underneath the left pectoralis muscle. The monitor can also be rotated 90° clockwise, so the 

“A”-axis rests horizontally above the left pectoralis and the “B”-axis is aligned along the 

sternum (type 2). In both configurations, projections can be obtained that mimic standard 
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leads of electrocardiography. The board is connected to conventional 3M 2560 red dot wet 

ECG electrodes via five metal buttons on the back of the PCB.

B. Electrical Design

The cardiac monitor has three subsystems: the analog front end (AFE) which consists of the 

ECG buffers and amplifiers; the digital back end, which includes a Texas Instruments 

MSP430 and eight Spansion flash memory chips; and power management circuits. The 

MSP430 configures the electrodes via USB input from a computer and the on-chip 12 bit 

ADC is used to digitize the ECG signal. The MSP is also used to write the data to flash 

memory.

The device can be programmed for low- or high-resolution modes. Low-resolution mode 

samples the ECG with 8 bit resolution at 250 Hz and consumes 0.65 mA of current. High 

resolution mode has 12 bits of resolution at 250 Hz and the device consumes 0.9 mA. Power 

is supplied by a 3.7 V, 600 mA-h Liion battery (Cameron-Sino CS-EC003 SL, Hong Kong, 

China). Table I summarizes the battery and memory usage during both power modes. The 

device achieves low-power operation through system level optimizations such as low 

quiescent current components, saving data locally instead of wireless transmission, and 

efficient use of clocking and low-power modes of the flash and MSP430.

Each electrode can be configured as an ECG input (either positive or negative), a ground 

drive output or be tristated (see Fig. 2). When configured as an input, the biosignal is 

immediately buffered to convert the high impedance biosignal node to a low-impedance 

output node. Actively buffering the signal at the electrode site can reduce power line 

interference by up to 40 dB [14]. When configured as an output, the electrode is used as the 

right leg drive interface to the body (see Fig. 2).

The amplification section of the AFE includes an INA333 instrumentation amplifier with a 

gain of 19, followed by a band-limited inverting amplifier with programmable gain of 21, 

37, or 50. The total signal gain is therefore 400, 700, or 950. The band-limited inverting 

amplifier has a low pass cutoff frequency of approximately 125 Hz. Along with noise 

bandwidth reduction this amplifier serves as the antialiasing filter for the system (see Fig. 3).

III. Usage Model

The use model of the cardiac monitor is designed to maximize patient and clinician 

acceptance. The use model leverages the positives of both the Holter use model (reliable, 

low-power local data storage) and the wearable device use model (discreet, no long wires) 

while avoiding their negatives (reliance on a base-station and long, annoying, and noise-

introducing wires) to maximize acceptance. The device is comfortable to wear and weighs 

just over 30 g (1 oz). To ensure that the device is not seen, it is designed to be less than 1 cm 

thick so as not to protrude from the chest. Finally, it is designed to be “stick and go.” Once 

the device is set up by the clinician, the user does not have to download any data, or 

recharge the battery in order to wear the device every day.
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The ECG is sampled at 250 Hz with a bandwidth of 0.5–125 Hz at 8 or 12 bits and all of the 

raw data are saved for clinician viewing. As previously mentioned, the device has three 

different gain settings, from 400 to 950, to allow for intersubject variability. Additionally, 

the device is easy to setup on the patient, which reduces the training required for a clinician 

to use the monitor. Table II compares the wearable cardiac monitor with [11]–[13].

The cardiac monitor is designed for experimental purposes, specifically for long-term 

monitoring to develop new heart health algorithms using heart rate variability and other 

ECG risk-based metrics [10]. Compared to the existing Holter monitor usage model, the 

cardiac monitor is an improvement for ECG data acquisition in ambulatory settings, 

specifically for healthy and/or active users.

IV. Clinical Test

The cardiac monitor was tested at the Clinical Research Center (CRC) at MIT. The study 

protocol was approved by MIT's Committee on the Use of Humans as Experimental 

Subjects, and written informed consent was obtained prior to testing. We tested ten healthy 

male subjects aged 19 to 56 with an average age of 30 years. Data from nine subjects were 

deemed acceptable for analysis. Test subjects wore the cardiac monitor in the type-2 

configuration to mimic a lead I ECG. A Criticare 504-US ECG recorder with electrodes 

placed adjacent to the cardiac monitor also recorded a lead I ECG [15]. Subjects also wore a 

respiration monitor (Inductrotrace), pulse oximeter (Criticare 504-US), and continuous 

blood pressure monitor (Portapres) to acquire other important physiological variables during 

the test. The test is split into three parts: rest, moderate movement, and heavy movement. 

Between most interventions, a minute of stationary rest is used for the calibration of the 

continuous blood pressure monitor to ensure accuracy.

During the rest phase, the test subject starts in a supine position, then sits up and finally 

stands up. Each of these three positions is held for 5 min, with 1 min of calibration after 

each positional transition.

The moderate movement phase begins with light hopping, followed by an arm movement 

and finishes with a Valsalva maneuver. The arm movement requires the test subject to move 

his left arm across his chest in order to induce motion artifact and muscle noise into the 

recording. The hopping and arm movement are performed for 1 min each. The Valsalva 

maneuver is 10 s long. There is 1 min of calibration between each positional transition.

The heavy movement portion of the test begins with 5 min of walking on a treadmill, 

followed by 5 min of light jogging/running on a treadmill, followed by 1 min of stair 

stepping. There are 2 min of calibration in between running and stepping to allow the patient 

time to rest.

The entire protocol is conducted twice in a row for each test subject. Fig. 4 shows a timeline 

for the protocol.
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V. Experimental Results

To characterize the wearable monitor, the experimental data are converted into PhysioNet's 

WaveForm DataBase (WFDB) format [1] and a set of gold-standard beat annotations are 

developed through the visual inspection of both ECG signals. The WQRS algorithm [2] is 

run on both datasets and then compared to the gold standard annotations. The first 

comparison is QRS sensitivity, defined as the percentage of positive QRS matches the 

WQRS algorithm finds compared to the gold standard. A positive QRS match is defined as 

an algorithm-determined QRS annotation within 150 ms [16], [17] of a gold-standard QRS 

annotation. The second comparison is QRS positive predictability, defined as the number of 

correct QRS detections over the total number of QRS detections the WQRS algorithm 

detected.

Table III summarizes the ECG experimental results of the clinical test. Under supine, sitting, 

standing, hopping, Valsalva, walking, running, and stepping, the Wearable Cardiac Monitor 

had a sensitivity over 99% of correctly detecting beats. Only the arm movement has 

sensitivity below 99%. The Criticare monitor has sensitivity over 99% for every 

intervention. Overall, the QRS sensitivity is 99.67% (std dev—0.35%) for the Wearable 

Monitor and 99.77% (std dev—0.27%) for the Criticare monitor.

QRS positive predictability is above 90% during supine, sitting, standing, walking, and 

stepping conditions for the wearable monitor, while it is above 90% during the Valsalva 

maneuver for the Criticare monitor. The arm intervention QRS positive predictability is 

below 80% for both monitors. Inter-subject variability and testing procedures may account 

for some of the large standard deviations for QRS predictability. There is also variability in 

the amount of muscle noise induced during arm movement. Overall the wearable monitor 

has a QRS positive predictability of 89.21% (std dev—7.74%) while the Criticare monitor 

has a positive predictability of 85.56% (std dev—18.05%).

To assess device comfort, each subject was asked to rate the device as either very 

comfortable, somewhat comfortable, neither particularly comfortable nor uncomfortable, 

somewhat uncomfortable, or very uncomfortable. Of the ten test subjects, eight filled out the 

survey, six rated the device as very comfortable, one rated the device as somewhat 

comfortable, and one rated the device as neither particularly comfortable nor uncomfortable.

VI. Summary and Future Work

A wearable cardiac monitor has been designed and tested in a clinical setting. The device 

was built on a flexible substrate and consumes between 2.4 and 3.33 mW depending on low- 

or high-resolution settings. The wearable cardiac monitor has an overall QRS sensitivity of 

99.68%, which is within 0.1% of the Criticare 504-US clinical ECG recorder, and QRS 

positive predictability of 89.21%, which is 3.65% better than the Criticare recorder. These 

results compare favorably for the wearable cardiac monitor and prove that it is a viable 

alternative for everyday use compared to wired heart monitors.

Future design considerations for improved mechanical and electrical stability during high 

levels of activity, as well as increased memory size will allow the device to obtain the 
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necessary data for long-term heart health algorithm analysis. A comparison study against 

current wireless solutions is also necessary to further validate the proposed device.
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Fig. 1. 
“L”-shaped wearable cardiac monitor. Clearly visible are the battery, MSP430 and eight 

spansion FLASH chips as well as the five electrode buttons used to connect the monitor to 

wet electrodes.
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Fig. 2. 
Electrode and surrounding circuitry with switching network. This switching network allows 

for configurability of the electrodes without sacrificing power consumption.
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Fig. 3. 
Instrumentation and configurable gain stage including ground drive circuity. The overall 

system gain is configured during user setup to be between 400 and 950. The output of 

amplified ECG signal passes through a simple low-pass filter before digitization by the 

built-in ADC of the MSP430.
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Fig. 4. 
Timeline of the clinical protocol. Boxes labeled C signify calibration of the continuous 

blood pressure monitor. All boxes labeled C are 1 min long except for calibration after the 

running portion, which was 2 min to allow the patient extra rest. Lying down, sitting, 

standing, walking and running all lasted 5 min. The green blocks indicate light movement, 

yellow blocks indicate moderate movement, red indicate heavy movement and blue indicate 

rest.
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TABLE I

Memory and Power Usage During Both Power Modes

Specification Low Resolution High Resolution

Current Consumption 0.65 mA 0.9 mA

Memory Capacity 5.9 days 3.9 days

Battery Life 38.5 days 27.8 days

ECG Resolution 8 bits 12 bits

ECG Sample Rate 250 Hz 250 Hz
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TABLE II

Comparison of This Work to Other Monitors

Specification [11] [12] [13] WCM

Battery Life ? 1 month 7 days 1 month

Leads 1 1 1 1

Data Saved Events Events / Features Events Raw Data

Base-station Yes Yes Yes No

IEEE Trans Biomed Eng. Author manuscript; available in PMC 2015 April 14.
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