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Survival from out-of-hospital cardiac arrest depends largely on two factors: early cardiopulmonary resuscitation (CPR) and early
defibrillation. CPRmust be interrupted for a reliable automated rhythm analysis because chest compressions induce artifacts in the
ECG. Unfortunately, interrupting CPR adversely affects survival. In the last twenty years, research has been focused on designing
methods for analysis of ECG during chest compressions. Most approaches are based either on adaptive filters to remove the CPR
artifact or on robust algorithmswhich directly diagnose the corrupted ECG. In general, all themethods report low specificity values
when tested on short ECG segments, but how to evaluate the real impact on CPR delivery of continuous rhythm analysis during
CPR is still unknown. Recently, researchers have proposed a new methodology to measure this impact. Moreover, new strategies
for fast rhythm analysis during ventilation pauses or high-specificity algorithms have been reported. Our objective is to present a
thorough review of the field as the starting point for these late developments and to underline the open questions and future lines
of research to be explored in the following years.

1. Introduction

In the early 1990s, the American Heart Association (AHA)
established the chain of survival [1] to describe the sequence
of actions for a successful resuscitation in the event of an
out-of-hospital cardiac arrest (OHCA). The chain of survival
involves four links: early recognition, early bystander car-
diopulmonary resuscitation (CPR), early defibrillation, and
early advanced care. The most influential factor explaining
survival is the interaction between CPR and defibrillation
administered in the first minutes from collapse [2]. Survival
from witnessed ventricular fibrillation (VF) decreases by 10–
12% for every minute defibrillation is delayed [3, 4], but
when CPR is provided the decline in survival is only 3-4%
per minute [4–6]. CPR and defibrillation can be successfully
taught to laypeople, and the use of automated external
defibrillators (AED) by the public may shorten the time to
defibrillation [7].

Over the years, evidence has accumulated suggesting
that minimizing the interruptions in chest compressions
during CPR is determinant for survival from OHCA [8–
11]. Consequently, current resuscitation guidelines emphasize
the importance of high-quality CPR with minimal interrup-
tions in chest compressions [12, 13]. However, CPR must
be interrupted for a reliable AED rhythm analysis. The
mechanical activity from the chest compressions introduces
artifacts in the ECG that substantially lower the capacity of
an AED’s shock advice algorithm (SAA) to detect shockable
(sensitivity) and nonshockable (specificity) rhythms [14, 15].
Interruptions for rhythm analysis alone take between 5.2 s
and 28.4 s in commercial AEDs [16]. These interruptions,
known as hands-off intervals, adversely affect the probability
of restoration of spontaneous circulation (ROSC) after the
delivery of the shock [17] and compromise circulation [18].
In fact, a recent multicenter study found an 18% decrease
in survival to hospital discharge for every 5 s increase in
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preshock pause length [19]. Therefore, reliable rhythm anal-
ysis methods during chest compressions would be of great
value.

Over the last 15 years, many efforts have been made
to reliably analyze the rhythm during CPR. Strategies have
focused either on adaptive filters to suppress the CPR artifact
[20] or, more recently, on approaches based on the direct
analysis of the corrupted ECG. Most studies report sensitiv-
ities above 90%, the minimum value recommended by the
AHA for AED performance [21]. However, the specificity
rarely exceeds 85%, well below the 95% AHA goal. As Li and
Tang phrased it back in 2009, performance is good but not
enough [22]. In addition, the impact these methods would
have on CPR delivery is unknown. The current evaluation
standard is based on the sensitivity and specificity of a single
analysis using short duration (10–20 s) segments. This does
not reflect the real application scenario in which the objective
would be to continuously analyze the rhythm during CPR.
In this context, the fundamental question is whether rhythm
analysis improves CPR delivery compared to the standard
treatment, that is, cycles of 2 minutes of uninterrupted CPR
followed by a hands-off interval for rhythm assessment. This
change of focus was stressed by the International Consensus
on CPR and Emergency Cardiovascular Care Science with
Treatment Recommendations (CoSTR) in 2010 [23].

Recent developments preclude the start of a new era in
the field of rhythm analysis during CPR. A newmethodology
has just been developed to measure the impact of continuous
rhythm analysis on CPR delivery [24]. In addition, new
ideas have been explored, like the possibility of assessing the
rhythm during ventilation pauses [25] using SAAs capable of
diagnosing the rhythm in less than 5 s [26]. At this point a
review paper that goes beyond the compilation and summary
of filtering methods is well justified. Our objective is to
present a thorough review of the field as the starting point for
these late developments and to underline the open questions
and future lines of research to be explored in the coming
years.

The paper is structured as follows. Section 2 describes the
characteristics of the CPR artifact and presents the problem
of rhythm analysis during CPR. Section 3 is a review of the
approaches to rhythm analysis during CPR up to year 2012,
grouped by the evaluation methodology. Section 4 describes
a new methodology to quantify the impact on CPR delivery
of rhythm analysis during chest compressions. Section 5
presents the late developments in rhythm analysis during
CPR.

2. Context

Chest compressions introduce an artifact in the ECG that
substantially modifies its waveform. For example, Figure 1
shows three OHCA segments where CPR corrupts the ECG
during the first 15 s of the segment. During the last 15 s chest
compressions ceased, revealing the underlying rhythms: VF,
pulseless electrical activity (PEA), and asystole. During CPR,
the artifact sometimes resembles a regular rhythm with rates
around 100 compression per minute (cpm). In these case the
AED may give a wrong no shock diagnosis if the underlying

rhythm is shockable, that is, VF or fast ventricular tachy-
cardia (VT). Conversely, chest compression artifacts may
also introduce fast and disorganized artifacts which might
cause an erroneous shock diagnosis if the underlying rhythm
is nonshockable. Consequently, the accuracy of commercial
AEDs substantially decreases in the presence of CPR artifacts.
For example, sensitivity/specificity values of 58.4%/90.8%
and 81.5%/67.2% have been reported [14, 15], although these
figures are extremely dependent on the design characteristics
of each SAA.

The origin of the CPR artifact is not fully understood.
Langhelle et al. [32] conjectured that the CPR artifact is
an additive noise and identified four possible sources for
the artifact: the mechanical stimulation of the heart, the
mechanical stimulation of the thoracic muscles, electrode
tapping or dragging, and static electricity. Later, Fitzgibbon
et al. [33] experimentally concluded that the main source
of noise was the skin-electrode interface, specifically, that
the noise was related to the electrical properties of the
electrode. When chest compressions are delivered manually
the characteristics of the artifact are very variable and depend
on how the compressions are administered (rate, depth, and
pauses) and on the characteristics of both the patient and the
recording system.

The nature of the CPR artifact is best analyzed when CPR
is performed on patients in asystole (no underlying heart
rhythm) because the ECG only reflects the presence of the
artifact, as shown in the last example of Figure 1. The artifact
presents an almost periodic waveform, with its fundamental
frequency being that of the chest compressions. However, the
waveform and spectral characteristics of the artifact are very
variable within a resuscitation episode and between episodes.
Within an episode these variations may reflect changes on
how CPR is administered by a rescuer, rescuer fatigue, or
the intervention of several rescuers. For example, Figure 2
shows two short segments of CPR artifacts with very different
waveforms and spectral content. In addition to its interpatient
and interrescuer variability, on average the artifact presents
an important spectral overlap with human ECG recorded
during cardiac arrest.This is best seen by analyzing the power
spectral density (PSD) of the CPR artifact and the different
OHCA rhythms, as shown in Figure 3 for shockable (VF and
VT) and nonshockable (PEA and pulse-giving rhythm, PR)
rhythms. As shown in the figure the overlap is specially large
for nonshockable rhythms, which anticipates the challenge
of rhythm analysis during CPR for underlying nonshockable
rhythms.

In conclusion, a reliable rhythm analysis during CPR
involves advanced signal processing techniques to address
the time-frequency variability of the artifact and its spectral
overlap with human OHCA rhythms. These techniques are
described in the following section. To conclude, Figure 4
illustrates the use of an adaptive filter for rhythm analysis
during CPR. In the top panel of the figure the underlying
VF is corrupted by CPR artifacts, although it is visible in
the 5 s interval without chest compressions. The artifacts
provoke erroneous no-shock diagnoses by an AED. Applying
an adaptive filter reveals the underlying VF, and the AED
correctly diagnoses the rhythm as shockable.
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Figure 1: ECG segments in mV recorded in patients in OHCA. The top panel shows a VF, the middle panel shows a PEA, and the bottom
panel shows an asystole. In all cases CPR artifacts corrupt the ECG in the initial 15 s interval. In the second 15 s interval chest compressions
were stopped and the ECG shows the underlying rhythm.
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Figure 2: Two examples in the time and frequency domain of CPR artifacts recorded in OHCA patients in asystole. The figures show the
ECG in mV and the normalized power spectral density (PSD) in the frequency domain. The first example has pauses in chest compressions,
a rate of 133 cpm (2.22Hz), and small harmonic content. The second example has no pauses, a rate of 116 cpm (1.93Hz), and large harmonic
content.

3. Overview of Rhythm Analysis during CPR

Research on the suppression of the CPR artifact started in
the mid 1990s within the field of VF waveform analysis.
VF waveform analysis for shock outcome prediction is
beyond the scope of this paper; excellent reviews of this
topic are available in the literature [34, 35]. In the first
study by Strohmenger et al. [36] and in subsequent ones
[37, 38], VF was induced in pigs and chest compressions
were administered using a pneumatic piston at a constant
chest compression rate of 80 cpm (1.33Hz). The CPR artifact
was successfully removed using digital high-pass filters with
cut-off frequencies between 4 and 4.5Hz [37, 38], because

the dominant frequency of VF is around 9–11Hz in pigs.
However, in the human case VF dominant frequencies fall
between 3 and 5Hz [39], the spectral overlap with the CPR
artifact is large, and the artifact cannot be removed using a
simple high-pass filter [32, 39].

Given the characteristics of the CPR artifact, suppressing
it from the human ECG requires adaptive filters, most of
which use reference signals correlatedwith the artifact. Refer-
ence signals such as the thoracic impedance, the compression
depth, or the compression force have been frequently used.
Over the years many adaptive solutions have been proposed
and evaluated. The methodology followed in these studies
depended largely on the data available to the researchers.



4 BioMed Research International

1

0.5

0

1

0.5

0

1

0.5

0

1

0.5

0

0 5 10

VF
CPR artifact

CPR artifact

CPR artifact

CPR artifact
PE

VT

PR

Frequency (Hz)
0 5 10

Frequency (Hz)

0 5 10

Frequency (Hz)
0 5 10

Frequency (Hz)

Figure 3: Normalized PSD of CPR artifacts (patients in asystole) and rhythms recorded during OHCA.The spectral overlap is large for both
shockable (VF and VT) and nonshockable rhythms (PEA and PR).
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Figure 4: Filtering example for aVF recordedduringOHCA. In the top panel the ECG is corrupted byCPRartifacts; a SAA froma commercial
AED analyzes the rhythm every 10 s and gives erroneous no-shock (NS) diagnoses. In the bottom panel the CPR artifact is suppressed using
an adaptive filter, the underlying VF is revealed, and the SAA gives correct shock (S) diagnoses.The underlying VF is visible in the 5 s interval
without chest compressions.
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Studies can be grouped into two broad categories: those based
on the artificial mixture of ECG data and CPR artifacts and
those based on cardiac arrest data recorded during CPR.

3.1. Studies Based on Artificial Mixtures. The mixture model
was introduced early in 2000 by Langhelle et al. [32] and
Aase et al. [40]. This model assumes that the CPR artifact,
𝑠cpr, is an additive noise independent of the underlying ECG,
𝑠ecg. Based on this assumption, filtering methods can be
tested using independently recorded human ECG and CPR
artifacts, added at different signal-to-noise ratios (SNRs)
according to

𝑠cor = 𝑠ecg + 𝛼SNR ⋅ 𝑠cpr, with 𝛼SNR = √
𝑃ecg

𝑃cpr ⋅ 10
SNR/10 .

(1)

The SNR in dB is adjusted in the artificial mixture, 𝑠cor, using
the 𝛼SNR coefficient, where 𝑃ecg and 𝑃cpr are the power of the
underlying ECG and the CPR artifact, respectively. Figure 5
shows an example of how a human VF and a CPR artifact are
combined when the additive model is used.

Typically these mixtures are formed with SNR values
in the −10 dB (strong corruption) to 10 dB (low corruption)
range. CPR artifacts are recorded during asystole, together
with the reference signals used by the adaptive filters tomodel
the artifact. The corrupted signal is fed to the filter which
estimates the underlying ECG, and the estimated and the
original ECGs are compared to quantify the efficiency of the
filter in terms of the improvement of the SNR after filtering
[32, 40]. In addition, the clinical accuracy of the method can
be assessed using the filtered ECG to evaluate the sensitivity
and specificity of an AED’s SAA.

Langhelle et al. combined 25 human VF with CPR arti-
facts recorded fromone pig, withCPRdelivered by amechan-
ical device at a constant rate of 90 cpm (1.5Hz). Their con-
jugate gradient adaptive filter could only use one reference
channel besides the ECG (dual-channel methods), and the
best filtering results were obtained for a reference that
combined the thoracic impedance and the chest displacement
measured at the mechanical device. Furthermore, when
compared to a high-pass filter with 4.9Hz cut-off frequency,
their adaptive solution presented higher SNR improvement,
with differences of up to 10 dB for low corruption levels.
Aase et al. combined 200 human VF and 71VT with CPR
artifacts obtained from two pigs, with CPR delivered by a
mechanical device at rates of 60, 90, and 120 cpm (1, 1.5, and
2Hz). Although their Wiener filter could use an arbitrary
number of reference signals (multichannel methods), they
used only two: the thoracic impedance acquired via the
defibrillation pads and the chest displacement. Not only they
did optimize and test their method in terms of how filtering
improved the SNR, but also they were the first to report
the sensitivity of a SAA after filtering. They showed that the
SNR after filtering was lower for higher compression rates
(120 cpm) due to the increased spectral overlap and that
filtering improved the sensitivity for low SNR. These results
were extended byHusøy et al. [41] using the same human data

combined with CPR artifacts recorded from pigs. This time
CPR was delivered manually at 120 cpm rate, which reflects
better the variability of the artifact found in real cardiac
arrest episodes. The compression depth was calculated in
this study from an external accelerometer based device [42].
Their Multichannel Recursive Adaptive Matching Pursuit
(MC-RAMP) filter substantially lowered the computational
demands of the Wiener filter and yielded comparable SNR
results after filtering.

In a set of complementary studies, a group of Austrian
researchers analyzed various dual-channel methods. They
used an invasive arterial blood pressure signal as the reference
to model the CPR artifact. They proposed two dual-channel
methods, a Kalman state-space filter [43], and a filter based
on the Gabor transform (time-frequency analysis) of the
corrupted ECG and the reference signal [44]. These filters
were optimized using mixtures of CPR artifacts recorded
in pigs with 14 human VF samples. CPR was manually
delivered at a rate of 80 cpm. Furthermore, Werther et al.
[45] presented a comprehensive comparative assessment of
these filters extending their rhythmdatabase to 104 shockable
and 281 nonshockable rhythms (other than asystole).Werther
et al. compared the performance of four filters in a dual-
channel configuration based on the blood pressure signal:
their Kalman and Gabor filters, the MC-RAMP filter [41],
and a recursive least squares (RLS) filter [46]. They tuned
the filters for maximum SNR improvement and analyzed
the performance of a SAA in terms of both sensitivity and
specificity. All filters showed a comparable performance with
good sensitivities, above 95%, but with specificities below
90%, caused by the higher spectral overlap of nonshockable
rhythms with the CPR artifact. Later, Granegger et al. [47]
applied independent component analysis (ICA) to 8 leads
recorded in the surface of a dead pig after injecting human
emergency ECGs close to the heart of the pig.Their database,
which is fully described in [48], comprised 431 shockable and
487 nonshockable (20 asystole) records, with CPR delivered
manually according to the 2005 guidelines. After applying
ICA, they obtained a sensitivity of 99.7% and a specificity
of 83.2% using the SAA of a commercial AED. These results
marginally improved those obtained on the same data for
the MC-RAMP filter using the force as reference [47].
Furthermore, a multilead configuration is not available in an
AED environment.

Efforts have been made to adaptively filter the CPR
artifact based only on the ECG because reference signals
other than the thoracic impedance may not be available in
AEDs. In these methods the fundamental frequency and
harmonic content of the artifact are obtained from the
spectral analysis of the corrupted ECG. These characteristics
are then used to fit the adaptive filter, with solutions like an
adaptive notch filter [49], a Kalman filter [27], or the coherent
line removal algorithm [50]. Aramendi et al. [49] and Ruiz de
Gauna et al. [27] introduced twomethodological innovations
by considering mixtures of shockable rhythms with CPR
artifacts recorded from OHCA patients in asystole and by
optimizing filter performance in terms of the sensitivity after
filtering. In addition, Ruiz de Gauna et al. [45] used the
mixturemodel to optimize their algorithm and reported their
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(a) Two ECG segments independently recorded in humans during OHCA.
The top panel shows the rhythm, aVF, and the bottompanel shows the CPR
artifact recorded during asystole
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(b) Linear mixtures of the original signals for three different corruption
levels: low corruption (SNR = 6 dB) in the top panel, equal rhythm and
artifact power (SNR = 0 dB) in the mid panel, and strong corruption (SNR
= −6 dB) in the bottom panel

Figure 5: The mixture model: combination of a human VF and a human CPR artifact recorded from a patient in asystole at different SNR.

final results for human cardiac arrest data recorded during
CPR.

However, adaptive filters based only on the ECG have
poorer performance than adaptive filters using reference
signals [27].

In summary, the mixture model is an excellent signal
processing framework to test filter performance in terms of
improvements in SNR and can serve well to optimize the
parameters of a filter. However, SNR in real cardiac arrest data
is not known, and how improvements in SNR are translated
to the more clinically relevant sensitivity/specificity figures
is not well understood [51] and may depend greatly on
the SAA used. Finally, CPR may modify the dynamics
of the underlying rhythm which violates the fundamental
assumption of the independence of the ECG and the CPR
artifact.

3.2. Studies Based on Cardiac Arrest Data Recorded during
CPR. The limitations of the mixture model can be overcome
using cardiac arrest data recorded while delivering CPR.
During chest compressions the underlying rhythm is not
directly observable, so these data are annotated by expert
clinicians by assessing the rhythm in the intervals right
after CPR and assuming the same rhythm for the preceding
interval. Figure 1 shows three examples of these type of data:
a VF, a PEA, and an asystole. Researchers then use short
rhythm intervals (10–15 s) during CPR to optimize and test
their rhythm analysis methods in terms of sensitivity and
specificity. In this framework, rhythm analysis during CPR
has been approached in two ways: adaptive filters followed by
a SAAdesigned to diagnose artifact-free ECGs and new SAAs
that directly analyze the corrupted ECG.

Most works covered in this section are based on human
data, although a study by Berger et al. [46] investigated
filtering schemes using an animal model of cardiac arrest.
They induced asystole and VF in 13 pigs under normal sinus
rhythm and delivered CPR to the pigs through a mechanical
device (Zoll AutoPulse), which worked at a constant rate
of 80 cpm [52]. They used an adaptive RLS filter based on
the force signal provided by the compression device and
analyzed the performance of three commercial AEDs. In
these favorable conditions, porcine VF and low compression
rates, they obtained a mean sensitivity and specificity of 97%
and 95%, respectively, for 13 normal sinus rhythms, 8 asystole,
and 109 VF records.

In 2004, Eilevstjønn et al. [14] published the first study
that analyzed an adaptive filter to suppress theCPR artifact on
recordings fromOHCA victims.The study was based on data
recorded in a clinical study [9] using a commercial defibril-
lator modified to acquire several additional reference signals,
including those from a device to monitor CPR quality based
on accelerometers. Eilevstjønn et al. adapted the MC-RAMP
filter introduced by Husøy et al. [36] and used four reference
signals to model the artifact: the thoracic impedance, the
ECG common mode, the compression acceleration and the
compression depth. Their database contained 184 shockable
rhythms and 348 nonshockable rhythms randomly split into
a training and a test set. After filtering, they obtained an
excellent sensitivity of 96.7% but a low specificity of 79.9%.

Researchers then focused on reducing or eliminating the
need for additional reference signals, in an effort to adapt
these methods to a realistic AED scenario. (Some of these
studies were based on the mixture model and are described
in Section 3.1.) The Kalman filter based only on the ECG
proposed by Ruiz de Gauna et al. [27] was tested on 131
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shockable and 347 nonshockable rhythms extracted from the
same original study used by Eilevstjønn et al. [14]. However,
the overall results were poorer, 90.1% sensitivity and 80.4%
specificity. Their results underlined the importance of using
additional reference information to model the CPR artifact.

Using a dual-channel approach, Irusta et al. [15] proposed
a CPR artifact model based on a time-varying Fourier
series representation, which could be built using only the
instantaneous frequency of the chest compressions. They
obtained this frequency from the compression depth signal
and adjusted the time-varying Fourier coefficients using a
least mean squares (LMS) filter. The LMS filter was tested on
89 shockable and 292 nonshockable rhythms, with a sensi-
tivity and specificity of 95.6% and 85.6%, respectively. Using
this same database, Ruiz et al. [53] fitted the time-varying
Fourier series model of the artifact by means of a Kalman
filter. Furthermore, they conducted a spectral analysis of the
rhythms and the CPR artifact and proved that the spectral
overlap was larger for nonshockable rhythms, particularly
for PEA. Aramendi et al. [28] showed that the instantaneous
frequency used by the LMS filter could be derived from
the thoracic impedance signal which is recorded by current
AEDs through the defibrillation pads. This would eliminate
the need of a chest device for acquiring additional reference
signals. Finally, Ruiz de Gauna et al. [54] used an LMS finite
impulse response filter to estimate the artifact using the force
signal, in an effort to replicate the good results reported by
Berger et al. [46] for a porcine model.Themethod was tested
on 88 shockable and 292 nonshockable records; the sensitivity
was 95.5% but the specificity after filtering was only 86.6%.

Tan et al. [29] introduced their artifact reduction and
tolerant (ART) adaptive filter, which is currently integrated
in a commercial AED (See-Thru CPR, ZOLL Medical), as
a clinical support tool. Their adaptive filter is based on the
CPR sternal velocity signal obtained by this particular AED
from an accelerometer incorporated to the defibrillation pads
which is placed beneath the rescuers hand. When tested on
114 shockable and 4155 nonshockable rhythms the method
showed a sensitivity of 92.1% and a specificity of 90.5%.

In addition to adaptive filters, methods based on the
direct analysis of the corrupted ECG have also been explored.
In 2008, Li et al. [30] presented the first rhythm anal-
ysis method to directly diagnose the ECG corrupted by
CPR artifacts, which was based on an ECG feature that is
marginally affected by the artifact. This feature was obtained
from the wavelet transform and the correlation function.
The algorithm was validated with 1256 shockable and 964
nonshockable rhythms recorded from 229 OHCA patients
during CPR, yielding a sensitivity of 93.3% and a specificity
of 88.6%. Their method was proved to be more reliable for
VF detection in the presence of CPR artifacts than several
classical VF detection methods [55]. More recently, Krasteva
et al. [31] presented a second method, this time based on
features derived from the corrupted ECG and a reconstructed
version of the ECG. After optimization, Krasteva et al. tested
their algorithm on 172 shockable and 721 nonshockable
rhythms obtained from 100 OHCA patients, for a sensitivity
of 90.1% and a specificity of 86.1%.

Table 1 summarizes the results reported by six represen-
tative methods for rhythm analysis during CPR tested on
human cardiac arrest data. The results cannot be directly
compared for two reasons. First, the studies are based on
different data, with very different prevalence of the rhythm
types and different selection criteria for the rhythms. For
example, these studies have large differences in the propor-
tion of asystole among nonshockable rhythms, which may
have important implications in the results given that asystole
is the nonshockable rhythm with the largest prevalence [56]
and the main cause of the low specificity [27]. Second, the
studies based on adaptive filtering use different SAAs that
may diagnose the filtered ECG differently. In fact, adaptive
filters have been shown to have very similar sensitivities and
specificities when tested using the same data and the same
SAA [45, 57].

In any case, all these studies have some common limi-
tations. Although the sensitivity is good, all studies present
specificities well below the 95% recommended by the AHA.
This would result in a large number of erroneous shock
diagnoses during CPR, which would cause unnecessary CPR
interruptions for nonshockable rhythms. In addition, these
methods are evaluated using short rhythm intervals (10–
20 s), which are sufficient for a shock/no-shock diagnosis
and an evaluation of the method in terms of sensitivity
and specificity. However, rhythm analysis during CPR is
conceived to continuously diagnose the rhythm with the
objective of improving CPR delivery compared to the stan-
dard CPR protocol, which requires interrupting CPR every
twominutes for rhythmanalysis. In this scenario themethods
must be evaluated using long duration records, and a new
methodology that goes beyond sensitivity/specificity for a
single analysis is needed to quantify the effect of using
these methods on the delivery of CPR. Over the last year,
some studies have addressed and partially overcome these
limitations. The following two sections describe these late
advances in detail.

4. Rhythm Analysis during CPR:
Impact on CPR Delivery

Current CPR guidelines recommend 2 minutes of unin-
terrupted CPR followed by a pause for rhythm reassess-
ment [12, 13]. Rhythm analysis methods during CPR are
conceived to improve CPR delivery compared to these rec-
ommendations. In this context, a rhythm analysis method
would continuously analyze/monitor the rhythmduring CPR
with two objectives. First, advancing the shock to patients
with shockable rhythms, which could be beneficial given
the high oxygen demands of recurrent VF [58]. Second,
prolong uninterrupted CPR beyond two minutes for patients
with nonshockable rhythms, therefore increasing the chest
compression fractionwhich increases the likelihood of ROSC
[11].

In 2005, Eilevstjønn et al. [59] proposed a set of mod-
ifications in AED operation to potentially reduce no-flow
times (NFT), which is equivalent to increasing the chest com-
pression fraction. These modifications included continuous
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Table 1: Comparison of six different approaches to rhythm analysis during CPR tested on OHCA registers. The confidence intervals for
sensitivity (Se) and specificity (Sp) were computed usingWald’s interval for binomial proportions. For the number of nonshockable rhythms
the proportion is indicated in parenthesis, and NA stands for not available.

Authors Method Se (%) Sp (%) Testing datasets
S NS

Eilevstjønn et al. [14] MC-RAMP 96.7 (87.6–98.0) 79.9 (73.3–85.2) 92 174 (30%)
Ruiz de Gauna et al. [27] Kalman filter 90.1 (83.6–94.2) 80.4 (75.9–84.3) 131 347 (43%)
Aramendi et al. [28] LMS filter 95.4 (88.4–98.6) 86.3 (81.8–89.9) 87 285 (31%)
Tan et al. [29] ART filter 92.1 (86.8–95.5) 90.5 (89.7–91.2) 114 4155 (NA)
Li et al. [30] Direct analysis 93.3 (92.0–94.4) 88.6 (86.8–90.2) 1256 964 (4%)
Krasteva et al. [31] Direct analysis 90.1 (85.6–94.6) 86.1 (83.6–88.7) 172 721 (46%)

rhythm analysis during CPR and, in the event of a shockable
rhythm, a short hands-off period for rhythm verification
in which the capacitor would also be charged. In addition,
they proposed 1min of uninterrupted CPR immediately
after a shock and rhythm analysis during CPR starting
after that minute. They analyzed 105 complete resuscitation
episodes and concluded that the median NFT could be
theoretically reduced from 51% to 34% and from 49% to
39% for patients in shockable and nonshockable rhythms,
respectively. Eilevstjønn et al. did not consider the impact
of misdiagnosing the rhythm during chest compressions in
their estimations of the potential reduction in NFT. However,
errors in diagnosis would be frequent given the low specificity
of current methods. Consequently, the real impact on CPR
delivery of continuous rhythm analysis was not assessed.

Ruiz et al. [24] recently introduced a methodology to
evaluate the real impact of rhythm analysis methods on
CPR delivery. The methodology is based on the evaluation
scenario described in Figure 6. This scenario starts with 1
minute of uninterrupted CPR, as introduced by Eilevstjønn
et al. [59], to guarantee a minimum period of blood flow.
Then rhythm analysis during CPR starts and CPR continues
until a shock is advised. In this scenario, the time to the first
shock diagnosis determines the duration of the uninterrupted
CPR time (𝑡uCPR). For an adaptive filter followed by a
SAA, Ruiz et al. computed 𝑡uCPR on 242 shockable and 634
nonshockable long duration OHCA segments. Then they
estimated the probability of interrupting CPR as a function of
time using Kaplan-Meier survival curves for both shockable
and nonshockable rhythms.

The rhythm analysis method had a sensitivity of 94% and
specificity of 81%, that is, an accuracy comparable to those
reported in the literature. However the estimated impact on
CPR delivery was much larger than anticipated. Although
100% of patients in shockable rhythms would receive a shock
earlier, CPR would be interrupted before 2 minutes in 42%
of patients in nonshockable rhythms. This would reduce
the chest compression fraction in a large number of cases
resulting in a compromised probability of survival.

Methodologically, the study by Ruiz et al. starts a new
stage in rhythm analysis during CPR centered on evaluating
the effects on CPR delivery of using these methods. Their
results confirm and amplify a well known problem; the
specificity of current methods is still too low. However,

CPR
Rhythm analysis during CPR
Rhythm analysis

sCPR: start CPR
sRA: start rhythm analysis
eCPR: end CPR
FSD: first shock diagnosis

CPR
Rhythm analysis during CPR
Rhythm analysis

sCPR: start CPR
sRA: start rhythm analysis
eCPR: end CPR
FSD: first shock diagnosis

0 1 2

Time (min)

sCPR

sCPR eCPR

sRA FSD/eCPR

Evaluation
scenario

Guidelines

1min

tuCPR

tuCPR = 2min

0 1 2

Time (min)

Figure 6: Evaluation scenario proposed by Ruiz et al. [24] for
continuous rhythm analysis during CPR, which consists of 1 minute
of uninterrupted CPR followed by rhythm analysis during CPR.
CPR stops when the rhythm analysis method gives the first shock
diagnosis.The 𝑡uCPR obtained in thismanner is then compared to the
guideline’s recommendation of 2 minutes of 𝑡uCPR after a shock or a
pause for rhythm reassessment. The figure has been adapted from
Ruiz et al. [24].

the impact of the low specificity on CPR delivery is much
larger than anticipated. New strategies to reduce interrup-
tions in CPR delivery are needed.

5. New Strategies to Rhythm Analysis
during CPR

To date, the methods for rhythm analysis during CPR have
focused mainly on two key ideas: (1) analyzing the rhythm
during chest compressions and (2) prioritizing the detection
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Figure 7: Examples of rhythm analysis during the ventilation pauses; in both examples the top panels show the ECG in mV and the lower
panel shows the thoracic impedance in Ω. In the impedance channel chest compression artifacts (fast fluctuations) and ventilation artifacts
(slow fluctuations) are visible. During the pauses for ventilation there are no chest compression artifacts in the ECG and the high temporal-
resolution SAA gives an accurate diagnosis using 3 s windows. The examples have been adapted from Ruiz et al. [25].

of shockable records above the detection of nonshockable
records. Unfortunately the accuracy of the methods has not
improved much over these last years. Consequently, some
recent efforts have started to explore new strategies for
rhythm analysis during CPR.

5.1. Rhythm Analysis during Chest Compression Pauses.
Before tracheal intubation current resuscitation guidelines
recommend a 30 : 2 compression to ventilation (CV) ratio
for CPR. Each cycle of 30 chest compressions, which at
the standard rates takes approximately 18 s, is followed by a
pause for two rescue breaths. Although the guidelines limit
the time for two rescue breaths to 5 s, in real practice the
median pause duration is 7 s [60]. During ventilations there
are no visible artifacts that may affect rhythm analysis, as
shown in Figure 7. Based on this premise, Ruiz et al. [25]
proved that it was possible to analyze the rhythmduring chest
compression pauses, ventilation or nonventilation pauses,
using a high temporal-resolution SAA, that is, an algorithm
capable of giving an accurate diagnosis in 3 s [26]. Figure 7
illustrates this method for a shockable and a nonshockable
rhythm. They analyzed 110 shockable and 466 nonshockable

long duration OHCA segments and manually identified a
total of 4476 pauses in chest compressions, of which 2183
were ventilation pauses with two rescue breaths. The pauses
had a median duration of 6.1 s, 5.5 s for those with two
rescue breaths, and 91% of all the pauses and 95% of the
ventilation pauses with two breaths were longer than 3 s,
which made them suitable for a rhythm analysis by the
SAA. The sensitivity and specificity were 95.8% and 96.8%,
respectively, well above the AHA recommendations.

A key component to incorporate this solution into a
defibrillator is the automatic identification of the intervals
without chest compressions. Depending on the available
equipment, different reference channels could be used for this
purpose. In a scenario with an external CPR assist device
the identification could be performed using the compression
depth or the force channels. However, most defibrillators do
not incorporate this technology, so a more general solution
based on the impedance signal should be explored. Pauses
in chest compressions [61], ventilations [62], and the end of
chest compressions [63] have already been detected on the
impedance, although a complete valid systemhas not yet been
demonstrated.
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Devices incorporating this solution would have an accu-
rate rhythm analysis approximately every 18 s for CPR deliv-
ered at a 30 : 2 CV ratio for a standard compression rate
of 100 cpm. The AED could then guide therapy using this
feedback to monitor nonshockable rhythms or for early
recognition of recurrent VF, converting AEDs into intelligent
devices.

5.2. Rhythm Analysis during Chest Compressions. In the last
years there has been an increasing debate about the need for
active ventilations during CPR. Several studies have shown
an increased survival rate when compression only CPR
(COCPR) was administered compared with the standard
30 : 2 CV ratio CPR [64, 65]. In the future resuscitation guide-
lines may recommend COCPR. In fact, current guidelines
state that COCPR may be used by untrained bystanders or
bystanders unwilling to give rescue breaths [12, 13]. In this
scenario, new and reliable methods to analyze the rhythm
during chest compressions should be developed.

As shown in Section 4, in a continuous rhythm analysis
scenario CPRwould only be stoppedwhen a shock is advised.
If the patient presents a shockable rhythm, an erroneous no-
shock diagnosis could be corrected in the upcoming rhythm
analyses if the sensitivity of the method is not too low.
On the other hand, for patients in nonshockable rhythms
a single erroneous shock diagnosis entails an unnecessary
CPR interruption. Consequently, efforts should focus on
increasing the specificity. Based on our 10-year experience on
this field, we believe that the following three strategies should
be explored and combined.

(1) From a SAA design perspective the accuracy of the
method could be increased by merging the two most
successful strategies for rhythm analysis during CPR:
adaptive filters to suppress the CPR artifact combined
with rhythm analysis algorithms designed to work
during CPR. Although adaptive filters substantially
reduce the CPR artifact, with SNR improvements of
up to 35 dB [29], a filtering residual always remains.
These residuals frequently resemble a disorganized
rhythm [14, 15, 53] andmay produce a shock diagnosis
in SAAs designed for artifact free ECGs. This is par-
ticularly severe when the underlying nonshockable
rhythm has low electrical activity like during asytole
or low rate PEA. SAAs designed to analyze the ECG in
the presence of filtering residuals should be designed
with emphasis on increasing the specificity.

(2) Sometimes the chest compression artifact is so large
that even state of the art adaptive filters cannot effec-
tively eliminate it. In these cases the rhythm analysis
following filtering is grossly equivalent to a coin toss.
However, if the rhythm is continuously analyzed these
unreliable analyses can be safely ignored until the
amplitude of the artifact decreases. SAAs could add
a block before rhythm analysis to identify large chest
compression artifacts and wait until a safe rhythm
analysis is possible.

(3) The confidence in a shock decision could be further
increased by efficiently combining several rhythm
analysis decisions. For instance, instead of using a
shock/no-shock decision per analysis window, the
algorithm could return an estimate of the probability
of having a shockable rhythm. In a continuous rhythm
analysis scenario several of these probabilities could
be conservatively combined before a shock is actually
decided.

Rhythm analysis during CPR could be further enhanced
if these strategies were combined with techniques to deter-
mine the optimal time for shock delivery. In the past 20
years, considerable efforts have been made on VF waveform
analysis to define predictors of defibrillation success and
outcome such as median slope [66], scaling exponent [67],
and amplitude Spectrum Analysis (AMSA) [68, 69]. Incor-
porating rhythm analysis during CPR and assessment of the
optimal time to defibrillate would lead to a new generation of
intelligent AEDs, capable of guiding therapy individually.

Finally, rhythm analysis methods during chest com-
pressions should be evaluated in terms of their impact on
CPR delivery, as described in Section 4. Ruiz et al. [24]
proposed that for nonshockable rhythms these methods
should guarantee a probability greater than 95% of delivering
at least 2 minutes of uninterrupted CPR (meet guidelines)
and a probability greater than 90% of delivering at least 3
minutes of uninterrupted CPR (improve chest compression
fraction compared to guidelines). In addition, they should
guarantee that the shock is advanced in at least 90% of
shockable rhythms. Although these recommendations seem
reasonable, they should be appraised by the resuscitation
research community.

6. Conclusions

Currently, there is insufficient evidence to support or refute
the use of algorithms for rhythm analysis during CPR. The
evaluation of these algorithms in terms of sensitivity and
specificity on short ECG segments does not accurately predict
their impact on CPR delivery. As stated by the CoSTR,
studies must demonstrate that rhythm analysis during CPR
optimizes the time of appropriate chest compressions. To this
aim, the probability of interrupting CPR as a function of time
has been proposed as a new evaluation figure. In this new
framework, the classical sensitivity/specificity goals would
change to new goals for uninterrupted CPR time.

Recently, new solutions have been proposed for rhythm
analysis during CPR. Hands-off intervals for rhythm analysis
could be completely eliminated by assessing the rhythm
during ventilation pauses using a high temporal-resolution
SAA. On the other hand, accurate SAAs with high specificity
should be designed to work during chest compressions for
COCPR scenarios. Retrospective studies with large databases
of complete OHCA episodes should be conducted to simulate
continuous rhythm analysis and measure the impact on CPR
delivery. Later, prospective studies using defibrillators incor-
porating these algorithms could definitely prove if survival
improves.



BioMed Research International 11

Conflict of Interests

The authors declare that there is no conflict of interests
regarding the publication of this paper.

Acknowledgments

This work received financial support from the Ministerio de
Economı́a y Competititividad of Spain, through the Projects
TEC2012-31144 and TEC2012-31928; from the University of
the Basque Country (UPV/EHU) through unit UFI11/16; and
from the Programa de Formación de Personal Investigador
del Departamento de Educación, Universidades e Investi-
gación del Gobierno Vasco, through the Grant BFI-2010-174.

References

[1] R. O. Cummins, J. P. Ornato, W. H. Thies et al., “Improving
survival from sudden cardiac arrest: the “chain of survival” con-
cept. A statement for health professionals from the advanced
cardiac life support subcommittee and the emergency cardiac
care committee, American Heart Association,” Circulation, vol.
83, no. 5, pp. 1832–1847, 1991.

[2] R. O. Cummins, M. S. Eisenberg, A. P. Hallstrom, and P. E.
Litwin, “Survival of out-of-hospital cardiac arrest with early
initiation of cardiopulmonary resuscitation,” American Journal
of Emergency Medicine, vol. 3, no. 2, pp. 114–119, 1985.

[3] T. D. Valenzuela, D. J. Roe, S. Cretin, D. W. Spaite, and M. P.
Larsen, “Estimating effectiveness of cardiac arrest interventions:
a logistic regression survival model,” Circulation, vol. 96, no. 10,
pp. 3308–3313, 1997.

[4] R. A. Waalewijn, R. de Vos, J. G. P. Tijssen, and R. W. Koster,
“Survival models for out-of-hospital cardiopulmonary resusci-
tation from the perspectives of the bystander, the first respon-
der, and the paramedic,” Resuscitation, vol. 51, no. 2, pp. 113–122,
2001.

[5] M. P. Larsen, M. S. Eisenberg, R. O. Cummins, and A. P.
Hallstrom, “Predicting survival from out-of-hospital cardiac
arrest: a graphic model,” Annals of Emergency Medicine, vol. 22,
no. 11, pp. 1652–1658, 1993.

[6] R. A. Waalewijn, M. A. Nijpels, J. G. Tijssen, and R. W. Koster,
“Prevention of deterioration of ventricular fibrillation by basic
life support during out-of-hospital cardiac arrest,”Resuscitation,
vol. 54, no. 1, pp. 31–36, 2002.

[7] J. P. Marenco, P. J. Wang, M. S. Link, M. K. Homoud, and N. A.
M. Estes III, “Improving survival from sudden cardiac arrest:
the role of the automated external defibrillator,” Journal of the
American Medical Association, vol. 285, no. 9, pp. 1193–1200,
2001.

[8] T. Yu, M. H. Weil, W. Tang et al., “Adverse outcomes of
interrupted precordial compression during automated defibril-
lation,” Circulation, vol. 106, no. 3, pp. 368–372, 2002.

[9] L. Wik, J. Kramer-Johansen, H. Myklebust et al., “Quality of
cardiopulmonary resuscitation during out-of-hospital cardiac
arrest,” Journal of the American Medical Association, vol. 293,
no. 3, pp. 299–304, 2005.

[10] J. Christenson, D. Andrusiek, S. Everson-Stewart et al., “Chest
compression fraction determines survival in patients with out-
of-hospital ventricular fibrillation,” Circulation, vol. 120, no. 13,
pp. 1241–1247, 2009.

[11] C. Vaillancourt, S. Everson-Stewart, J. Christenson et al., “The
impact of increased chest compression fraction on return
of spontaneous circulation for out-of-hospital cardiac arrest
patients not in ventricular fibrillation,”Resuscitation, vol. 82, no.
12, pp. 1501–1507, 2011.

[12] R. A. Berg, R. Hemphill, B. S. Abella et al., “Part 5: adult basic
life support: 2010 American Heart Association Guidelines for
Cardiopulmonary Resuscitation and Emergency Cardiovascu-
lar Care,” Circulation, vol. 122, no. 18, supplement 3, pp. S685–
S705, 2010.

[13] R. W. Koster, M. A. Baubin, L. L. Bossaert et al., “European
Resuscitation Council Guidelines for Resuscitation 2010 Sec-
tion 2. Adult basic life support and use of automated external
defibrillators,” Resuscitation, vol. 81, no. 10, pp. 1277–1292, 2010.

[14] J. Eilevstjønn, T. Eftestøl, S. O. Aase, H. Myklebust, J. H. Husøy,
and P. A. Steen, “Feasibility of shock advice analysis during
CPR through removal of CPR artefacts from the human ECG,”
Resuscitation, vol. 61, no. 2, pp. 131–141, 2004.

[15] U. Irusta, J. Ruiz, S. Ruiz de Gauna, T. Eftestøl, and J. Kramer-
Johansen, “A least mean-Square filter for the estimation of the
cardiopulmonary resuscitation artifact based on the frequency
of the compressions,” IEEE Transactions on Biomedical Engi-
neering, vol. 56, no. 4, pp. 1052–1062, 2009.

[16] D. Snyder and C. Morgan, “Wide variation in cardiopulmonary
resuscitation interruption intervals among commercially avail-
able automated external defibrillators may affect survival
despite high defibrillation efficacy,” Critical Care Medicine, vol.
32, no. 9, supplement, pp. S421–424, 2004.

[17] D. P. Edelson, B. S. Abella, J. Kramer-Johansen et al., “Effects of
compression depth and pre-shock pauses predict defibrillation
failure during cardiac arrest,” Resuscitation, vol. 71, no. 2, pp.
137–145, 2006.

[18] R. A. Berg, A. B. Sanders, K. B. Kern et al., “Adverse hemo-
dynamic effects of interrupting chest compressions for rescue
breathing during cardiopulmonary resuscitation for ventricular
fibrillation cardiac arrest,”Circulation, vol. 104, no. 20, pp. 2465–
2470, 2001.

[19] S. Cheskes, R. H. Schmicker, J. Christenson et al., “Perishock
pause: an independent predictor of survival from out-of-
hospital shockable cardiac arrest,”Circulation, vol. 124, no. 1, pp.
58–66, 2011.

[20] Y. Gong, B. Chen, and Y. Li, “A review of the performance of
artifact filtering algorithms for cardiopulmonary resuscitation,”
Journal ofHealthcare Engineering, vol. 4, no. 2, pp. 185–202, 2013.

[21] R. E. Kerber, L. B. Becker, J. D. Bourland et al., “Automatic
external defibrillators for public access defibrillation: recom-
mendations for specifying and reporting arrhythmia analysis
algorithm performance, incorporating new waveforms, and
enhancing safety,”Circulation, vol. 95, no. 6, pp. 1677–1682, 1997.

[22] Y. Li and W. Tang, “Techniques for artefact filtering from chest
compression corrupted ECG signals: good, but not enough,”
Resuscitation, vol. 80, no. 11, pp. 1219–1220, 2009.

[23] M. R. Sayre, R.W. Koster, M. Botha et al., “Part 5: adult basic life
support: 2010 International Consensus on Cardiopulmonary
Resuscitation andEmergencyCardiovascularCare Sciencewith
Treatment Recommendations,” Circulation, vol. 122, no. 16,
supplement 2, pp. S298–S324, 2010.

[24] J. Ruiz, U. Ayala, S. Ruiz de Gauna et al., “Direct evaluation
of the effect of filtering the chest compression artifacts on
the uninterrupted cardiopulmonary resuscitation time,” The
American Journal of Emergency Medicine, vol. 31, no. 6, pp. 910–
915, 2013.



12 BioMed Research International

[25] J. Ruiz, U. Ayala, S. Ruiz de Gauna et al., “Feasibility of auto-
mated rhythm assessment in chest compression pauses during
cardiopulmonary resuscitation,” Resuscitation, vol. 84, no. 9, pp.
1223–1228, 2013.

[26] U. Irusta, J. Ruiz, E. Aramendi, S. Ruiz de Gauna, U. Ayala,
and E. Alonso, “A high-temporal resolution algorithm to dis-
criminate shockable from nonshockable rhythms in adults and
children,” Resuscitation, vol. 83, no. 9, pp. 1090–1097, 2012.

[27] S. Ruiz deGauna, J. Ruiz, U. Irusta, E. Aramendi, T. Eftestøl, and
J. Kramer-Johansen, “A method to remove CPR artefacts from
human ECG using only the recorded ECG,” Resuscitation, vol.
76, no. 2, pp. 271–278, 2008.

[28] E. Aramendi, U. Ayala, U. Irusta, E. Alonso, T. Eftestøl, and J.
Kramer-Johansen, “Suppression of the cardiopulmonary resus-
citation artefacts using the instantaneous chest compression
rate extracted from the thoracic impedance,” Resuscitation, vol.
83, no. 6, pp. 692–698, 2012.

[29] Q. Tan, G. A. Freeman, F. Geheb, and J. Bisera, “Electrocardio-
graphic analysis during uninterrupted cardiopulmonary resus-
citation,” Critical Care Medicine, vol. 36, no. 11, supplement, pp.
S409–S412, 2008.

[30] Y. Li, J. Bisera, F. Geheb, W. Tang, and M. H. Weil, “Identifying
potentially shockable rhythms without interrupting cardiopul-
monary resuscitation,” Critical Care Medicine, vol. 36, no. 1, pp.
198–203, 2008.

[31] V. Krasteva, I. Jekova, I. Dotsinsky, and J.-P. Didon, “Shock advi-
sory system for heart rhythm analysis during cardiopulmonary
resuscitation using a single ecg input of automated external
defibrillators,” Annals of Biomedical Engineering, vol. 38, no. 4,
pp. 1326–1336, 2010.

[32] A. Langhelle, T. Eftestøl, H. Myklebust, M. Eriksen, B. Terje
Holten, and P. Andreas Steen, “Reducing CPR artefacts in
ventricular fibrillation in vitro,” Resuscitation, vol. 48, no. 3, pp.
279–291, 2001.

[33] E. Fitzgibbon, R. Berger, J. Tsitlik, and H. R. Halperin, “Deter-
mination of the noise source in the electrocardiogram during
cardiopulmonary resuscitation,” Critical Care Medicine, vol. 30,
no. 4, supplement, pp. S148–S153, 2002.

[34] T. Eftestøl,H. Strohmenger, andC. Roberson, “Analysis and pre-
dictive value of the ventricular fibrillation waveform,” in Car-
diac Arrest: The Science and Practice of Resuscitation Medicine,
N. A. Paradis, H. R. Halperin, K. B. Kern, W. Wenzel, and D.
A. Chamberlain, Eds., pp. 417–425, CambridgeUniversity Press,
2nd edition, 2007.

[35] M. He, B. Chen, Y. Gong, K. Wang, and Y. Li, “Prediction
of defibrillation outcome by ventricular fibrillation waveform
analysis: a clinical review,” Journal of Clinical & Experimental
Cardiology, p. article S10, 2013.

[36] H.-U. Strohmenger, K. H. Lindner, A. Keller, I. M. Lindner, and
E. G. Pfenninger, “Spectral analysis of ventricular fibrillation
and closed-chest cardiopulmonary resuscitation,”Resuscitation,
vol. 33, no. 2, pp. 155–161, 1996.

[37] M. Noc, M. H. Weil, W. Tang, S. Sun, A. Pernat, and J. Bisera,
“Electrocardiographic prediction of the success of cardiac
resuscitation,”Critical CareMedicine, vol. 27, no. 4, pp. 708–714,
1999.

[38] H. P. Povoas, M. H. Weil, W. Tang, J. Bisera, K. Klouche,
and A. Barbatsis, “Predicting the success of defibrillation by
electrocardiographic analysis,” Resuscitation, vol. 53, no. 1, pp.
77–82, 2002.

[39] H.-U. Strohmenger, K. H. Lindner, and C. G. Brown, “Anal-
ysis of the ventricular fibrillation ECG signal amplitude and

frequency parameters as predictors of countershock success in
humans,” Chest, vol. 111, no. 3, pp. 584–589, 1997.

[40] S. O. Aase, T. Eftestøl, J. H. Husoy, K. Sunde, and P. A. Steen,
“CPR artifact removal from human ECG using optimal multi-
channel filtering,” IEEETransactions on Biomedical Engineering,
vol. 47, no. 11, pp. 1440–1449, 2000.

[41] J. H. Husøy, J. Eilevstjønn, T. Eftestøl, S. O. Aase, H. Myklebust,
and P. A. Steen, “Removal of cardiopulmonary resuscitation
artifacts from human ECG using an efficient matching pursuit-
like algorithm,” IEEE Transactions on Biomedical Engineering,
vol. 49, no. 11, pp. 1287–1298, 2002.

[42] S. O. Aase and H. Myklebust, “Compression depth estimation
for CPR quality assessment using DSP on accelerometer sig-
nals,” IEEE Transactions on Biomedical Engineering, vol. 49, no.
3, pp. 263–268, 2002.

[43] K. Rheinberger, T. Steinberger, K. Unterkofler, M. Baubin, A.
Klotz, and A. Amann, “Removal of CPR artifacts from the
ventricular fibrillation ECG by adaptive regression on lagged
reference signals,” IEEETransactions onBiomedical Engineering,
vol. 55, no. 1, pp. 130–137, 2008.

[44] T. Werther, A. Klotz, G. Kracher et al., “CPR artifact removal
in ventricular fibrillation ECG signals using gabor multipliers,”
IEEE Transactions on Biomedical Engineering, vol. 56, no. 2, pp.
320–327, 2009.

[45] T. Werther, A. Klotz, M. Granegger et al., “Strong corruption
of electrocardiograms caused by cardiopulmonary resuscita-
tion reduces efficiency of two-channel methods for removing
motion artefacts in non-shockable rhythms,” Resuscitation, vol.
80, no. 11, pp. 1301–1307, 2009.

[46] R. D. Berger, J. Palazzolo, and H. Halperin, “Rhythm dis-
crimination during uninterrupted CPR using motion artifact
reduction system,”Resuscitation, vol. 75, no. 1, pp. 145–152, 2007.

[47] M. Granegger, T. Werther, and H. Gilly, “Use of independent
component analysis for reducing CPR artefacts in human
emergency ECGs,” Resuscitation, vol. 82, no. 1, pp. 79–84, 2011.

[48] M. Granegger, T. Werther, M. Roehrich, U. Losert, and H. Gilly,
“Human ECGs corrupted with real CPR artefacts in an animal
model: generating a database to evaluate and refine algorithms
for eliminating CPR artefacts,” Resuscitation, vol. 81, no. 6, pp.
730–736, 2010.

[49] E. Aramendi, S. Ruiz de Gauna, U. Irusta, J. Ruiz,M. F. Arcocha,
and J. M. Ormaetxe, “Detection of ventricular fibrillation
in the presence of cardiopulmonary resuscitation artefacts,”
Resuscitation, vol. 72, no. 1, pp. 115–123, 2007.

[50] A. Amann, A. Klotz, T. Niederklapfer et al., “Reduction of CPR
artifacts in the ventricular fibrillation ECG by coherent line
removal,” BioMedical Engineering Online, vol. 9, no. 1, article 2,
2010.

[51] S. Ruizde Gauna, J. Ruiz, U. Irusta, and U. Ayala, “Filtering the
cardiopulmonary resuscitation artifact: inuence of the signal-
to-noise-ratio on the accuracy of the shock advice algorithm,”
Computers in Cardiology, vol. 37, pp. 681–684, 2010.

[52] A. Hallstrom, T. D. Rea, M. R. Sayre et al., “Manual chest
compression vs use of an automated chest compression device
during resuscitation following out-of-hospital cardiac arrest: a
randomized trial,” Journal of the American Medical Association,
vol. 295, no. 22, pp. 2620–2628, 2006.

[53] J. Ruiz, U. Irusta, S. Ruiz de Gauna, and T. Eftestøl, “Cardiopul-
monary resuscitation artefact suppression using a Kalman filter
and the frequency of chest compressions as the reference signal,”
Resuscitation, vol. 81, no. 9, pp. 1087–1094, 2010.



BioMed Research International 13

[54] S. Ruiz de Gauna, J. Ruiz, U. Ayala, U. Irusta, and E. Alonso,
“Rhythm analysis during chest compressions: an artefact sup-
pression method using the compression force as the reference
signal,” Resuscitation, vol. 81, no. 2, pp. S14–S15, 2010.

[55] Y. Li, J. Bisera, M. H. Weil, and W. Tang, “An algorithm used
for ventricular fibrillation detection without interrupting chest
compression,” IEEE Transactions on Biomedical Engineering,
vol. 59, no. 1, pp. 78–86, 2012.

[56] L. A. Cobb, C. E. Fahrenbruch, M. Olsufka, and M. K. Copass,
“Changing incidence of out-of-hospital ventricular fibrillation,
1980–2000,” Journal of the American Medical Association, vol.
288, no. 23, pp. 3008–3013, 2002.

[57] U. Ayala, J. Eilevstjønn, U. Irusta, T. Eftestøl, E. Alonso, and D.
Gonzalez, “Are dual-channel methods as accurate 559 as multi-
channel methods to suppress the CPR artifact?” Computers in
Cardiology, vol. 38, pp. 509–512, 2011.

[58] M. G. Hoogendijk, C. A. Schumacher, C. N. W. Belterman
et al., “Ventricular fibrillation hampers the restoration of 561
creatine-phosphate levels during simulated cardiopulmonary
resuscitations,” Europace, vol. 14, no. 10, pp. 1518–1523, 2012.

[59] J. Eilevstjønn, J. Kramer-Johansen, T. Eftestøl, M. Stavland, H.
Myklebust, and P. A. Steen, “Reducing no flow times during
automated external defibrillation,” Resuscitation, vol. 67, no. 1,
pp. 95–101, 2005.

[60] S. G. Beesems, L. Wijmans, J. G. P. Tijssen, and R. W. Koster,
“Duration of ventilations during cardiopulmonary resuscita-
tion by lay rescuers and first responders: relationship between
delivering chest compressions and outcomes,” Circulation, vol.
127, no. 15, pp. 1585–1590, 2013.
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