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(7) ABSTRACT

A leadless wireless ECG measurement system for measuring
of bio-potential electrical activity of the heart in a patient’s
body includes at least one multi-contact bio-potential elec-
trode assembly adapted for attachment to the patient’s body.
The electrode assembly is formed of an electronic patch layer
and a disposable electrode layer. The disposable electrode
layer has a plurality of contact points for engagement with the
surface of the patient’s body and is configured to measure
short-lead ECG signalsin response to electrical activity in the
heart. A processing unit is provided and is configured to
produce a transfer function which computes estimated long-
lead ECG signals based on the measured short-lead ECG
signals from the plurality of contact points.
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LEADLESS WIRELESS ECG MEASUREMENT
SYSTEM FOR MEASURING OF
BIO-POTENTIAL ELECTRICAL ACTIVITY
OF THE HEART

CROSS-REFERENCE TO RELATED
APPLICATIONS

This application is a non-provisional application which
claims the benefits of provisional application Ser. No. 61/460,
233 filed on Dec. 28, 2010 and Ser. No. 61/460,254 filed on
Dec. 28, 2010.

BACKGROUND OF THE INVENTION

1. Technical Field

This invention relates generally to wireless ECG bio-po-
tential measurement devices for measuring electrical bio-
potential signals generated by the heart. More particularly, it
relates to a new and improved leadless wireless ECG mea-
surement system and method for measuring of bio-potential
electrical activity of the heart that uses measurements
obtained across a much smaller separation distance between
electrode contact points, but vet retains the presentation of
ECG waveforms which corresponds closely to existing ECG
measurement standards, thereby preserving the waveform
morphology, amplitude, and frequency components.

2. Prior Art

As is generally known in the art, an electrocardiograph is
widely used by the medical profession in order to obtain an
ECG (electrocardiogram) which is a measurement of bio-
potential electrical activity of the heart from the surface of the
skin. The conventional 12-lead electrocardiograph typically
requires at least 10 wires to be attached via electrodes to the
body of the patient at one end and to the electrocardiograph at
the other end so as to measure the bio-potentials representing
heart-signals and to transfer them via bipolar and unipolar
leads into a 12-lead electrocardiogram.

ECG measurements have been conducted for over 200
years, and a standard configuration of the measurement vec-
tor leads have been adopted by the medical and engineering
communities. This standard of leads formation and configu-
ration require substantial separation of points of measure-
ments on the surface of the skin, which necessitates connec-
tion of two remote points by lead wires into an
instrumentation amplifier. This large separation between
electrode contact points maximizes the surface area of the
skin between the measurement electrode points and therefore
maximizes the impedance, and measured voltage potential
across the contact electrodes.

In early years, this was necessary for measurement of ECG
due to lack of electronics that satisfy the measurement qual-
ity, signal-to-noise ratio, and cost constraints. Today, how-
ever, current electronics resolution, noise rejection, and
amplification strength allows for ECG measurements across a
much smaller separation distance between the contacting
electrodes. ECG measurement standards, however, have been
largely set and adopted with the original configuration of
contact points preserving large separation distances between
contacting electrodes.

The instrumentation amplifier is ideally used for the mea-
surement of the ECG. The instrumentation amplifier typically
rejects common mode noise using a common reference elec-
trode to its two bipolar inputs, and amplifies the difference in
potential between the two measurement electrodes as the
measured bio-potential value. This bio-potential changes
dynamically with the cardiac contraction and dilation due to
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depolarization and re-polarization of the cardiac muscle. The
electric activity emanates from the Sinoatrial node (SA node)
and spreads through the Purkinji fibers from the atrial upper
portion to the ventricular portion of the cardiac muscle.

The electric activity surfaces from the cardiac muscle to the
skin and dissipates throughout the conductive skin layer.
Since the skin has electric impedances, the conductivity of the
electric current varies depending on the direction of the mea-
surement and the separation distance of between the measure-
ment electrodes. The skin impedance varies dynamically
depending on multiple factors, including the hydration status
of'the skin, blood flow vasodilators or vasoconstrictors, medi-
cations, cardiac output to name a few.

It will be noted that the 12-lead ECG provides spatial
information about the heart’s electrical activity in 3 approxi-
mately orthogonal directions. The orthogonal directions are
namely (1) Right to Left, (2) Superior to Inferior, and (3)
Anterior to Posterior. Thus, the standard ECG measurement
involves the attachment of six electrodes to the chest or pre-
cordial area of the patient to obtain recordings of leads V1
through V6 and the attachment of four electrodes to the arms
and legs in order to obtain recordings of leads I, II, I1I, AVR,
AVL, and AVF. Subsequent to the attachment of the ten elec-
trodes to the patient, there is then required the connecting of
ten specific wires between each particular electrocardiograph
terminal and the related electrodes of predetermined position.

InU.S. Pat. Nos. 6,441,747 to Khair et al. and 6,496,705 to
Ng et al., there are disclosed a wireless, programmable sys-
tem for bio-potential signal acquisition which includes a base
unit and a plurality of individual wireless, remotely program-
mable transceivers connected to patch electrodes. The base
unit manages the transceivers by issuing registration, con-
figuration, data acquisition, and transmission commands
using wireless techniques. The bio-potential signals from the
wireless transceivers are demultiplexed and supplied via a
standard interface to a conventional ECG monitor for display.

Further, there is shown in U.S. Pat. No. 7,403,808 to Istvan
et al. a cardiac monitoring system for detecting electrical
signals from a patient’s heart and wirelessly transmit the
signals digitally to a remote base station via telemetry. The
base station converts the digital signals to analog signals
which can be read by an ECG monitor.

In US. Pat. No. 5,862,803 to Besson et al., there is
described a wireless medical diagnosis and monitoring equip-
ment which includes an evaluation station and a plurality of
electrodes which are arranged on a patient. Each of the plu-
rality of electrodes includes elementary sensors, sensor con-
trol, transceivers, and transmission control units which are
integrated in one single semiconductor chip.

In U.S. Pat. No. 4,981,141 to Jacob Segalowitz, there is
disclosed an electrocardiographic monitoring system in
which the heart-signal sensing electrodes are each coupled to
the heart-signal monitor/recorder by respective wireless
transmitters and corresponding respective receiving wireless
receivers in a base unit.

One of the disadvantages encountered in the operation of
the conventional ECG devices is that they utilize a large
separation between the electrode contact points which
requires maximum surface area of the skin and thus maxi-
mizes impedance and measured voltage potential across the
contact electrodes. Another disadvantage suffered by the
prior art ECG devices is that the numerous lengthy terminal
wires coupled to the electrodes will frequently obstruct the
patient and limit the freedom of movement of the patient.
Further, the terminal wires often become intertangled with
one another during their use, thereby rendering them difficult
and cumbersome for the physician and/or technician. In addi-
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tion, the conventional ECG devices and their attaching elec-
trodes suffer from the problem of having a relatively large
footprint.

Therefore, it would be desirable to provide a leadless wire-
less ECG measurement system and method for measuring of
bio-potential electrical activity of the heart which operates on
a more efficient and effective basis. Further, it would be
expedient that the ECG measurement system overcomes all
of the afore-mentioned shortcomings of the prior art dis-
cussed in connection with the application of the conventional
electro-cardiographs used to obtain the electrocardiogram.
The present invention represents a significant improvement
over the aforementioned prior art U.S. Pat. Nos. 6,441,747,
6,696,705; 7,403,808; 5,862,803; and 4,981,141 which are
hereby incorporated by reference in their entirety.

BRIEF SUMMARY OF THE INVENTION

The wireless ECG measurement system of the present
invention performs measurements of ECG in a leadless con-
figuration using a minimal number of bio-potential measure-
ments across a short distance (approximately 1 to 3 inches and
referred to as “short-leads”) which represent input waveforms
to a model, and then maps these ECG measurements using a
plurality of identified mathematical models (or functions) to
the standard 12-lead configuration representing the model
outputs. The final output is presented to the end user as an
estimated calculated ECG of up to 12 standard ECG leads.
The short lead measurements do not require extended lead
wires due to the proximity of distance between the measure-
ment points, and the measurement electrode contact points
can be integrated in a single electrode patch that has a plural-
ity of contact points with the surface of the skin for conduct-
ing the measurements.

In view of the foregoing background, it is therefore an
object of the present invention to provide a leadless wireless
ECG measurement system and method for measuring of bio-
potential electrical activity of the heart of improved design
and performance. It is another object of the present invention
to provide a leadless wireless ECG measurement system and
method for measuring of bio-potential electrical activity of
the heart which uses measurements across a much smaller
separation distance between the electrode contact points. [t is
still another object of the present invention to provide an ECG
measurement system and method which is much more com-
pact in its form and coverage area between the contacting
points on the surface ofthe skin. It is still yet another object of
the present invention to provide an ECG measurement system
and method which produces a higher degree of comfort for
the patient by eliminating lead wires extending to distal elec-
trodes, is easier to use and has more flexibility of placement
for the clinician without a tradeoff of accuracy, and has a
smaller footprint than the conventional ECG devices.

These and other objects, features and advantages of the
invention are provided by a leadless wireless ECG measure-
ment system for measuring of bio-potential electrical activity
of the heart in a patient’s body which includes at least one
multi-contact bio-potential electrode assembly adapted for
attachment to the patient’s body. The electrode assembly is
formed of an electronic patch layer and a disposable electrode
layer. The disposable electrode layer has a plurality of contact
points for engagement with the surface of the patient’s body
and is configured to measure short-lead ECG signals in
response to electrical activity in the heart.

Advantageously, the electronic patch layer of the present
invention further has a transceiver unit for transmitting and
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receiving wireless communications with a base station or
with other patch electrode assemblies.

Further, a processing unit is provided and is configured to
produce a transfer function which computes standard long-
lead ECG signals based on the measured short-lead ECG
signals from the plurality of contact points. The base station
includes a wireless transceiver for transmitting and receiving
communications with the plurality of contact points in the
disposable electrode layer. The wireless communications
received by the wireless transceiver includes the standard
long-lead ECG signals.

In addition, a monitor is coupled to receive the long-lead
ECG signals from the base station for displaying meaningful
information.

These and other features and advantages of the disclosed
leadless wireless ECG measurement system reside in the
construction of parts and the combination thereof, the mode
of operation and use, as will become more apparent from the
following description, reference being made to the accompa-
nying drawings that form a part of this specification wherein
like reference characters designate corresponding parts in the
several views. The embodiments and features thereof are
described and illustrated in conjunction with systems, tools
and methods which are meant to exemplify and to illustrate,
not being limiting in scope.

BRIEF DESCRIPTION OF THE SEVERAL
VIEWS OF THE DRAWING

FIG. 1 is a schematic representation of a wireless ECG
measurement system for use with a patient so as to acquire
ECG signals via “short leads™ and to deliver them to an ECG
monitor, constructed in accordance with the principles of the
present invention;

FIGS. 1(a) through 1(f) depict the various preferred loca-
tions that a plurality of electrode assemblies of the present
invention may be placed on a patient’s body;

FIG. 1(g) depicts the electrodes 16a-16d and the electrodes
184-18f disposed on the patient’s body to obtain the respec-
tive limb lead signals and precordial lead signals in the stan-
dard ECG measurement system;

FIG. 2 is an enlarged, perspective view of the multi-contact
bio-potential electrode assembly of FIG. 1. with the elec-
tronic patch layer being illustrated separate and apart from the
disposable electrode layer;

FIGS. 2(a) through 2(g) depict various configurations of
the disposable electrode layer each having a plurality of con-
tact points arranged on its surface;

FIG. 3 is a block diagram of the electronic patch layer of
FIGS. 1 and 2;

FIG. 4 is a block diagram of the base station of FIG. 1;

FIG. 5 is a system transfer function which illustrates the
time domain and frequency domain relationships between the
input and output time series;

FIG. 6 is flow diagram of an exemplary embodiment of a
calibration procedure;

FIG. 7 is flow diagram of an exemplary embodiment of an
alternate calibration procedure;

FIG. 8 is flow diagram of an exemplary embodiment of a
re-calibration procedure;

FIG. 9(a) through 9(d) depict various locations that the
electrode assembly may be placed on the head’s scalp surface
of a patient;

FIG. 10 is a flow diagram of an exemplary embodiment of
a physiologic parameter monitoring procedure; and
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FIGS. 11(a) through 11(d) are sample plots depicting esti-
mated long standard leads I, 11, and I1I from measured short
leads at locations RA, LA, and LL.

DETAILED DESCRIPTION OF THE INVENTION

Before explaining the disclosed embodiments in detail, it is
to be distinctly understood at the outset that the present inven-
tion shown in the drawings and described in detail in associa-
tion with a leadless wireless ECG system for measuring of
bio-potential electrical activity of the heart is not intended to
serve as a limitation upon the scope or teachings thereof, but
is to be considered merely for the purpose of convenience of
illustration of one example of its application.

Referring now in detail to the various views of the draw-
ings, there is illustrated in FIG. 1 a leadless wireless ECG
measurement system for measuring of bio-potential electrical
activity of the heart in a patient’s body, which is designated
generally by reference numeral 10 and is constructed in
accordance with the principles of the present invention. The
ECG measurement system 10 acquires “short-lead” ECG
heart-signals from the body 12 of the patient and transmits
them wirelessly to a receiving base station or unit 14. The
receiving base station 14 transmits the heart-signals to an
ECG monitor 16 for displaying meaningful information to a
physician or technician.

As shown in FIG. 1(g), the standard ECG measurement
system 10a includes a plurality of electrodes or contact points
16a, 165 and 16¢ disposed on the patient’s body in order to
obtain limb lead signals I, II, and II1. The electrode or contact
point 16a is attached to the patient’s left arm or shoulder
(LA). The electrode 1654 is attached to the patient’s right arm
or shoulder (RA). The electrode 16¢ is attached to the
patient’s left leg or lower left abdomen (LL). The electrode
16d is attached to the patient’s right leg or lower right abdo-
men (RL). In addition, there is illustrated in FIG. 1(g) a
plurality of electrodes or contact points 18a, 185, 18¢, 184,
18¢ and 18/'which are attached to the chest or precordial area
so as to obtain the precordial lead signals V1,V2,V3,V4,V5
and V6. In summary, the standard 12-lead ECG system is
defined by the following:

Lead I between LA and RA

Lead II between RA and LL

Lead III between LA and LL

Calculated augmented leads aVF, aVR, and aVL

V1: right 4th intercostal space

V2: left 4th intercostal space

V3: halfway between V2 and V4

V4: left 5th intercostal space, mid-clavicular line

V5: horizontal to V4, anterior axillary line

V6: horizontal to V5, mid-axillary line

Further, the ECG measurement system 10 of the present
invention includes at least one multi-contact bio-potential
electrode assembly 20 also disposed on the patient’s body 12
which is comprised of an electronic patch layer 22 and a
disposable electrode layer 24 to which the patch layer 22 is
attached on top thereof. As can be best seen in FIG. 2, the
electrode layer 24 includes a plurality (five) of contact or
sensor points defining contacts 26a through 26e for engage-
ment with the surface of the patient’s skin for conducting the
measurements. While the electrode layer 24 depicted with
five contacts, it should be clearly understood by those skilled
in the art that any number of contacts, more or less, may be
used alternately as desired. However, it is preferable that
three, four, or five contacts be utilized.

For reference, the ECG waveforms measured across the
contacts 26a-26e of the electrode layer 24 are referred to as
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“short-leads” to distinguish them from the standard contact
lead configuration “standard-leads” or “long-leads”, which
are ECG measurements obtained from the electrodes 16a-164
and 184-18f in FIG. 1(g). The electronic patch layer 22
includes all of the electronics for performing the measure-
ments which can be integrated into a single micro-chip. The
plurality of contacts (preferably two or three) represented by
26f and 26g on the electronic patch layer 22 can be used at
calibration time to connect a plurality of remote long leads
(preferably two or three) via an external or extended lead
wire. When connected, contacts 26f'and 26g act as the refer-
ence electrode of the patch to the standard long-lead elec-
trodes which allow acquisition of referential unipolar chan-
nels. For example, to obtain a bipolar channel such as Lead I,
one can subtract the two referential leads 26/-16a (LLA) and
26g-165b (RA). Because this calibration step is done only
briefly, the connecting lead to the standard electrodes loca-
tions can be to made to standard adhering electrodes placed at
these locations, or preferably the extended leads have non-
adhering conductive surface at its end that allows to measure
the bio-potentials as it temporarily comes in contact with the
surface of the skin for a short time (about 5-10 secs). The
reference used for measuring the long leads can be different
from the reference used to measure the short leads, or altet-
natively it can be the same reference contact point.

FIGS. 2(a) through 2(g) depicts various configurations of
the disposable electrode layer 24 each having a plurality of
contact points 26 arranged on its surface. The electrode layer
24 can be made from a conductive contact that is contacting
the skin with an impedance matching conductive layer such
as silver-silver chloride gel (AgCl) and an adhesive layer to
attach to the skin, in conventional fashion as regular ECG
electrodes would be, except the electrode layer 24 of the
present invention has multiple contact points or contacts 26a-
26e on the same electrode layer instead of a single contact
point. A plurality of ECG channels can be measured from the
single electronic patch layer 22 attached to the electrode layer
24 in the “short-lead” configuration.

As a wireless device, the electronic patch layer 22 has to
conserve all available battery power during operation and that
means using power efficient electronics components, and
design, as well as computationally efficient software sub-
system and algorithms. LED lights may be provided on the
surface of the patch layer to communicate information to the
patient such as to indicate connectivity link status, patch
grouping status, or additionally to indicate alarm or opera-
tional status of the electronic patch layer. Further, LED color
and/or LED blinking and/or speaker sound annunciation and/
or display and/or wireless transmission of information can all
be used in various ways as a means of indicating such as
operational status or alarms or user instructions for calibra-
tion process or history of use and records of interest in
memory.

FIGS. 1(a) through 1(f) depict various preferred locations
that a plurality of electrode assemblies 20 of the present
invention may be placed on a patient’s body 12. The multi-
contact bio-potential electrode assembly 20 is preferably
placed on top of the cardiac area on the surface of the patient’s
skin for the strongest possible signal with rich informational
content, as shown in FIG. 1(b). Orthogonal “short-lead”
directions produce signal content that is not redundant but
independent and richer in its content.

In another embodiment, a plurality of electrode assemblies
20 can be placed in proximity to the heart area but not nec-
essarily directly on top of it, for example, next to or near the
side of the heart, off from its central position, as shown in FIG.
1(a). Similarly, when being used for females, the electrode
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assembly can be placed more comfortably on top of the breast
surface rather than underneath it. In still another embodiment
the electrode assembly can be placed anywhere else on the
skin, such as the torso, left shoulder, right shoulder, right or
left hip area (FIG. 1(c)), or the back of the body such as the
back shoulder or the back ofthe cardiac area on the skin. This
flexibility of positional location of the electrode assembly
attachment adds significant advantages in the comfort of use
of the ECG measurement patch, thereby not restricting its
placement. The leadless ECG measurement system of the
present invention importantly does not require extension of
lead wires (such as wires 324, 325 shown in FIG. 3) to
remotely distant electrodes during the continuous measure-
ment phase, but only during the brief calibration phase.

The plurality of electrode assemblies (at least one) include
an electronic patch layer preferably enabled with wireless
transceivers for wireless communication with a remote wire-
less base station or for wireless communication across the
plurality of electrode assemblies. In a preferred embodiment,
the plurality of electrode assemblies and base station operate,
preferably, in a known-in-the-art wireless mesh network
topology (for example, as enabled using Zigbee wireless
transceivers). In another preferred embodiment, the plurality
of electrode assemblies and base station operate, preferably,
in a known-in-the-art wireless star network topology (for
example, as enabled by either Zigbee or Bluetooth wireless
transceivers) enabling electrode assembly communication
with a single base station. The mesh network topology has the
added advantage of robustness and redundancy of communi-
cation pathway between the plurality of electrode assemblies
and the remote base station as compared to the star network
topology. In a mesh network, if communications between one
or more wireless electrode assemblies with the remote moni-
tor were lost, perhaps due to fading or interrupted RF channel
pathway, then these electrode assemblies will try to commu-
nicate their data via any of the remaining communicating
wireless electrode assemblies. A plurality of electrode assem-
blies can share information about the measured or estimated
bio-potentials such as short-leads, or long-leads, or produced
transfer function, or other useful information with each other
or with the base station.

In FIG. 3, there is shown a block diagram of the electronic
patch layer 22 of FIG. 2 connected with the plurality of
contacts 26a through 26e of the disposable electrode layer 24.
The electrical heart-signals defining the “short-lead” signals
from the plurality of contacts 26a, 265, 264 and 26e are
supplied to a first input of a respective pre-amplifier stage 28a
through 284. The contact 26¢ provides a ground reference and
is connected as a second input to each of the pre-amplifier
stages 28a through 284. Also, the heart signal defining the
“standard-lead” or “long-lead” signal from the electrode 16a
(FIG. 1(g)) and a reference signal are connected to a pre-
amplifier stage 30a via external lead wires 32q and 3254. The
heart signal defining the “standard-lead” or “long-lead” sig-
nal from the electrode 165 (FIG. 1(g)) and the reference
signal are connected to a pre-amplifier stage 30) via external
lead wires 34a and 344. The heart signal defining the “stan-
dard-lead” or “long-lead” signal from the electrode 16¢ (FIG.
1(g)) and the reference signal are connected to a pre-amplifier
stage 30c via external lead wires 364 and 365.

The outputs of the pre-amplifier stages 28a-284 are fed to
a high-gain amplifier 38 via multiplexer 40. The analog sig-
nals from the output of the high-gain amplifier 38 is fed to a
signal conditioner 41 consisting of a high pass filter for base-
line offset removal, a sampling anti-aliasing low pass filter,
and a noise notch filter, and then to an a A/D converter 42
where they are filtered, sampled and converted to digital
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signals. These digitized signals are supplied to a microcon-
troller/Digital Signal Processor 44, which includes a System
ID Processing device 45. Similarly, the outputs of the pre-
amplifier stages 30a-30c¢ are fed to the signal conditioner 41
and the A/D converter 42 via the multiplexer 40.

The System ID Model Processing device 45 performs a
mapping function which relates the plurality of input mea-
surements ECG “short-lead” waveforms vectors (from the
pre-amplifier stages 28a-28d) with the plurality of output
standard “long-lead” ECG waveform vectors (from the pre-
amplifier stages 30a-30c). The identification system model
structure, order and parameters describing the system rela-
tionship between the input “short-lead” signals and the output
“long-lead” signals are stored in a memory 46. The micro-
controller or digital signal processing unit 44 also processes
commands and messages from the receiving base station 14
and executes programmed instructions stored in the memory
46. The processed digital ECG signals are then sent to a buffer
48 and an encoder/decoder 50 which are fed to a RF trans-
ceiver module 52 for transmission to the base station 14 via a
low power built-in RF antenna 54. A battery/power source
47a is operatively connected to the various components for
supplying DC power. A user interface 475 is provided which
includes buttons, LEDs, or a display screen to permit a user to
control and input various desired commands.

As should be clearly understood by those skilled in the art,
for each such “short-lead” measurement, a minimum of three
contacts are required to make a bipolar measurement (a posi-
tive contact, a negative contact, and a reference contact). The
bio-potential at each of the contacts 26a-26e are presented to
the amplifier 38 similar to the normal standard ECG measure-
ment, however, the gain of such “short-lead” amplifier may be
higher than the gain of standard lead amplifiers. Typical volt-
ages detected across “short-leads” will be in the order of 10°s
to 100’s of microvolts, while in standard “long-leads” (longer
leads) the voltages will be generally from 1 millivolt to 10’s of
millivolts. It will also be understood the amplifiers 28a-284
and the high gain amplifier 38 can be configured to operate as
a conventional instrumentation amplifier.

With reference to FIG. 4, there is shown a block diagram of
the receiving base station 14 of FIG. 1. The base station 14
includes a low power RF antenna 56. In one embodiment, the
base station 14 receives the transmitted “measured short-
leads” digital ECG signals from the multi-contact electrode
assembly 20. Optionally, the base station 14 receives the
“measured long-leads” digital ECG signals from the elec-
trodes 16a-16¢ (18a-18f) in FIG. 1(g) during calibration. In
another preferred embodiment, the base station 14 receives
the transmitted “estimated long-lead” digital ECG signals
from the multi-contact electrode assembly 20. In FIGS.
11(a)-11(d), there are provided depictions of the mapping of
short-leads to measured standard long-leads Lead I, Lead 11,
and Lead II producing a transfer function, preferably a linear
state-space model in MISO structure, that outputs estimated
long-leads based on short-leads only. The base station also
includes a RF transceiver module 58 coupled to the RF
antenna for receiving the processed digital ECG signals and
feeds them to an encoder/decoder 60. A microcontroller/
Digital Signal Processor (DSP) 62 is connected to the output
of the encoder/decoder 60 for processing the digital ECG
signals based on the programmed instructions for execution
stored in a memory 64. The digital ECG signals from the
microcontroller are supplied to a D/A converter 68 and a
buffer 66 so as to convert the digital data to an analog form.
The analog signals are sent to an amplifier/signal conditioner
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70 and then to the ECG monitor 16 where the signals are
treated as if they were generated from the standard ECG
“long-lead” wire electrodes.

Abattery/power source 67a is operatively connected to the
various components for supplying DC power. A user interface
device 69a is operatively connected to the microcontroller/
DSP 62 to permit the user to control and input the various
desired commands, wherein the user interface can also
include a display monitor for displaying such received signals
and derived valuable information as well as alerts and con-
figuration information, and status information of the plurality
of electrode assemblies. A data logger 695 allows saving of all
system information to persistent memory/hard drive. A data
communication interface 69¢ allows communication of all
available digital information to external systems, including
for example transmission of information via the internet or
over TCP/IP protocols, or over cellular mobile networks, or
local wireless networks.

While the System ID Model Processing device 45 is illus-
trated as being located in the microcontroller/DSP 44 of the
electrode assembly 20, the System ID Processing device 45
shown in phantom may be located alternatively in the micro-
controller/DSP 62 of the receiving base station 14 in order to
reduce the size requirement of the power supply needed for
the electronics in the patch layer 22 of the electrode assembly.
The System ID Model Processing device 45 produces a sys-
tem model which can be identified adaptively for each patient
using two methods: (1) direct system identification and (2)
blind system identification.

The direct system identification method is by application
of conventional system identification methods for identifying
adaptively the transfer function or mapping model relating
the two waveform vectors between the “short-lead” measure-
ment and the standard ECG “long-lead” measurement. By
treating the “short-lead” signals as an input (stimulus) to a
system with a certain transfer function characteristics that
maps the input to a desired output (response) representing the
standard “long-lead”, a variety of conventional system iden-
tification tools can then be applied for determining the opti-
mal system order, system structure, and parameter values
describing the system relationship adaptively.

While there are available many tools and system identifi-
cation strategies, the preferred embodiment of the present
invention utilizes a direct system identification which uses
state space methods, and preferably in a multiple input single
output (MISO) configuration, as more fully discussed below.
The state-space MISO system identification allows imple-
mentation of system identification methods in the novel appli-
cation of leadless ECG measurement, and extends the science
of system identification to the realization of a feasible lead-
less ECG application.

In FIG. 5, there is depicted a system transfer function G(t)
which illustrates the relationships in the time and frequency
domains between the inputs X(t) and outputs Y(t). As can be
seen, in the time domain the inputs X(t) are convoluted with
the transfer function G(t) to produce the outputs Y(t). On the
other hand, in the frequency domain the inputs X(f) are sim-
ply multiplied in order to obtain the outputs Y(f). Equiva-
lently, any linear transfer function can be represented in dif-
ferent linear models structures or forms including non-
parametric models (impulse response, frequency response) or
parametric models (such as state-space, transfer functions,
and polynomial models including Auto-progressive AR,
Auto-regressive with noise ARX, Auto-regressive Moving
Average ARMA, Auto-regressive Moving Average withnoise
ARMAX, Box Jenkins, Output Error, Generalized Linear)
that describes. In a preferred embodiment, the linear state-
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space model structure representation of the transfer function
and state-space model identification function allows ease of
adaptation of the system model using a change to its model
order to optimize its approximation or estimation of the sys-
tem outputs, given its system inputs.

The state space models (reference 4 to Kailath in the
Appendix) are defined as

St Dy=Ax(Fy+Bu(l)

YR=Cx(k)+Du(k)+n(k)

Where u(k), v(k), and x(k) are time series of real numbers
representing the input, output, and state, respectively, of the
system, and n(k) is time series of real numbers representing
the noise term which is assumed to be independent of the
input sequence u(k). A, B, C, and D indicate the coefficients
vectors.

By using the Fourier transform on both sides of both equa-
tions of the state space model, we obtain the following, where
sup. indicating superscript, and exp. indicates the exponent:

{exp.sup,/w)X(w)=AX(w)+BU(w)

Y(w)=CY(w)+DU(w)+N(w)

Where w is the frequency term, j indicates an imaginary
number, and Y(w). U(w), X(w), N(w) are the frequency trans-
formed output, input, noise, and state variables. The variables
A, B, C, D indicate the coefficients vectors. Where

Glexp.supyw)=G(z) at z=exp.supyjw=D+C((zI-4)
.sup.—1)B at z=exp.supyw and,

Y(w)=Glexp.sup jw) U{w)+N(w)

is the frequency response function (FRF) of the system. I
represents the identity matrix and sup.-1 represents a matrix
inverse.

It will be noted that many other conventional System Iden-
tification methods exist and can provide substantially equiva-
lent implementations to the state-space methods preferred in
the present invention. These include (a) linear system identi-
fication (SYSID) methods, (b) nonlinear system identifica-
tion methods, and (c) blind system identification methods.
The background of each is discussed in details with algo-
rithms describing prior art implementation details of such
methods. The methods described apply for SISO (single input
single output), MISO (multiple input single output), SIMO
(single input (stimulus) multiple outputs (responses)), and
MIMO (multiple inputs (stimuli) multiple outputs (re-
sponses)) configurations. This instant invention can equiva-
lently, without loss of generality, use any of the other system
identification methods mentioned below, and in any configu-
ration of the inputs and outputs mentioned previously.

For example, as described in the references 1 through 6
listed in the Appendix which describe linear systems estima-
tion and system identification methods, which are incorpo-
rated herein by reference, the linear SYSID parametric and
non-parametric methods include:

AR

ARX

ARMA

ARMAX

Generalized Linear

Output Error

Box-Jones

Continuous transfer function

Discrete transfer function

Impulse realization

User defined model
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Principal components subspace identification

Discrete frequency transfer function from frequency

response function

Continuous frequency transfer function from frequency

response function

Maximum likelihood methods

The nonlinear SYSID methods include:

Neural Networks

Fuzzy Logic

Volterra Series

Weiner models (LMS, or recursive least square based)

Wavelets analysis

Nonlinear state-space models

The blind system identification methods include:

Laguerre model based

Deconvolution methods

The system identification of the present invention can be
either a SISO, if for example a single input channel was
mapped to a single output channel, or, preferably, a MISO if
the identified system was determined by mapping (or relat-
ing) multiple input channels (stimuli, measured “short-
leads”) into a single output channel (response, standard
“long-leads™). Multiple inputs mapping provides greater
informational content and therefore a better mapping accu-
racy to the output. Alternatively, a MIMO configuration can
be used where the input measured signals (“short-leads™) are
used to calculate multiple output responses (standard “long-
leads™) in a single application of system identification meth-
ods rather than multiple applications of multiple subsystem
identifications. Alteratively, a SIMO configuration can be
applied where a single “short-lead” is used as an input to
determine system relationship with multiple outputs (stan-
dard “long-leads™).

Furthermore, the new calculated output leads from the
primary systems identified can also be used as inputs (stimuli)
into other secondary identified transfer functions relating
them to other outputs (response, standard leads). This process
can be again repeated for determining tertiary identified
transfer functions, etc. as needed. However, with each such
transfer function estimation, using estimates to calculate fur-
ther estimates degrades the quality of the overall estimation.
The overall final transfer function will be a multiplication (in
the frequency domain) of all the primary and secondary stage
transfer functions.

Recursive modeling builds towards an optimal total model,
which involves predicting a model and using the predicted
model output as input (stimulus) into predicting another
model. To accomplish this, the first model has to be identified
with high confidence and quality yielding excellent goodness
of fit of model predicted outputs and actual outputs. Optimal
models identified in the first stage will avoid the build up of
errors and avoid rapid degradation of prediction quality in the
identification of subsequent secondary models and the esti-
mation of their responses.

FIG. 6 shows a flow diagram 600 of calibration procedure
for use where the standard “long-leads” are used as outputs
for the direct system identification device. Initially, at step
602 the electrode assembly 20 is placed or attached on a
desired location on the patient’s skin, as shown in FIGS.
1(a)-1(f). At step 604, impedance monitoring is allowed to
determine ifa good electrical connection has been established
between the electrode layer 24 and the patient’s skin. At step
606, the electrode assembly 20 starts the ECG data acquisi-
tion of the input “short-lead” signals. Alternatively, the
receiving base station 14 instructs all of the electrical con-
tacts, such as 26(a)-26(e) on the electrode layer 24 in FIG. 2
to start the ECG data acquisition of the input “short-lead”
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signals. The step 606 may be initiated in response to a user
prompt by means of any suitable user interface, such as device
69a associated with the receiving base station 14 in FIG. 4 or
the user interface 475 on the electrode assembly 20.

At step 608, at least two of the standard electrodes 16(a)-
16(d) and 18(a)-18(¥) at the locations shown in FIG. 1(g) are
used to obtain a calibration waveform substantially simulta-
neously to obtaining a “short-lead” signal during the process
of calibration or system identification of the transfer function
in the signal processor residing either in the receiving base
station 14 or in the electrode assembly 20 is configured to map
the number of “long-leads” used in the standard ECG system,
such as 1, 3, 5, or 12 leads with the locations of the standard
electrodes. Again, the configuration can be achieved through
the user interface device 69a associated with the base station
14 or the electrode assembly 20. In step 610, the electrode
assembly 20 acquires desired standard “long-lead” wave-
forms used for calibration or system identification. At step
612, the electrode assembly 20 transmits substantially simul-
taneously both the “short-lead” and the standard “long-lead”
ECG waveforms to the receiving base station 14 for calcula-
tion of the transfer function system identification model.

In particular, in one embodiment, one extended lead wire
connecting the electrode assembly 20 at the contact point 20a
(or optionally 204) to any of the standard electrode locations
on the body 16(a)-16(d) and 18(a)-18(f) in FIG. 1(g), can
provide means for obtaining a referential (unipolar) voltage
potential between the two contact points. The process is
repeated at least once to obtain a second referential voltage
potential with a second standard electrode body location. The
results of the two referential potential measurements allow
the calculation of the differential potential between the two
standard contact points. Such differential (bipolar) potential
represents one of the standard ECG bipolar “long-leads”. Ifa
“long-lead” is in fact unipolar, then a single referential mea-
surement can represent such “long-lead”. The process of
measurement of the “long-lead” is repeated until all “long-
leads” are mapped in the calibration process. In another
embodiment, at least two extended lead wires each connect-
ing the electrode assembly 20 at the contact point 20a or 20b
to at least any two of the standard electrodes 16(a)-16(d) and
18(a)-18(f) at locations on the body in FIG. 1(g), can provide
means for obtaining a differential (bipolar) voltage potential
between the two contact points for each extended lead wire.
This embodiment accelerates the calibration mapping pro-
cess. An extended lead wire is preferably external to the
device, or it can be tethered and retractable into the patch
electrode assembly, since it is used only during the calibration
process, and containing conductive contact ends suitable for
placement on the skin’s surface for measuring bio-potential.
Each time a referential or differential bio-potential is obtained
for a “long-lead”, at least one “short-lead” bio-potential sig-
nal is also measured substantially simultaneously between
any of the internal electrodes in the patch electrode assembly
20 that are in contact with the patient’s skin. The contacts
such as 32(a)-36(a) and 32(5)-36(b) in FIG. 3 are connected
temporarily from the standard lead contact points 16(a)-16(c)
to the measurement electronics of the patch layer 22 in the
electrode assembly 20 so as to permit the acquisition of the
standard “long-leads” and the short-leads” substantially
simultaneously. The input “short-lead” ECG waveforms and
the output “long-lead” ECG waveforms are alternately trans-
mitted for a short period of time, e.g., about 5-10 seconds.
This measurement is only needed for a brief time period,
preferably a few seconds, for each “long-lead” in the desired
configuration. The substantially simultaneously measured
“long-lead” signals (outputs) and “short-lead” signals (in-
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puts) are then processed by the signal processor to calculate
the calibration transfer function or model, preferably in the
form of a linear state-space model. In step 614, the base
receiving station 14 performs system identification via the
DSP 62 for modeling system relationship between measured
input “short-lead” ECG waveforms and the desired output
standard “long-lead” ECG waveforms.

The state space system model structure and coefficients are
stored in the memory 64 associated with the base station 14 or
in the memory 46 associated with the electrode assembly 20
in step 616 for use in the estimation of standard ECG “long-
lead” waveforms. In step 618, it is determined whether there
are additional standard leads to be measured. If the answer is
“yes”, then the steps 610 through 616 are repeated. If on the
other hand, the answer is “no”, the procedure will proceed to
step 620.

In the step 620, acquisition of the standard “long-lead”
waveforms from the electrode assembly 20 is stopped and the
lead wires connected temporary between the standard lead
contact points and the electrode assembly are then removed.
Further, the electrode assembly 20 will then be configured to
function in a continuous measurement operational mode,
using the system identification model previously determined
to continuously acquire “short-lead” waveforms and to trans-
mit them to the receiving base station 14. In step 622, the
receiving base station or the electrode assembly will use the
continuously measured input ECG “short-lead” waveforms
and the system identification model stored in memory to
continuously estimate the output standard ECG “long-lead”
waveforms. In step 624, the base station or electrode assem-
bly will display, perform post-processing operations, or store
the standard ECG “long-lead” waveforms. Finally, in step
626 the base station generates in analog form or transmits the
standard ECG “long-lead” waveforms to the monitor 16 for
displaying meaningful information to the physician or user.

FIG. 7 depicts a flow chart 700 of an alternate calibration
procedure for use where the standard “long-leads™ are used as
outputs for the direct system identification device. It will be
noted that the calibration procedure of FIG. 7 is substantially
identical to the procedure of FIG. 6, except that the system
identification for modeling system relationship between the
input “short-leads” and the desired output “standard-leads” is
performed in the electrode assembly 20 instead of in the base
station 14.

Specifically, at step 702 the electrode assembly is placed or
attached on a desired location on the patient’s skin. At step
704, impedance monitoring is allowed to determine if a good
electrical connection has been established between the elec-
trode layer and the patient’s skin. At step 706, the electrical
contacts on the electrode layer start the ECG data acquisition
of the input “short-lead” signals. The step 706 may be initi-
ated automatically by the electrode assembly 20 or in
response to a user prompt by means of any suitable user
interface associated either with the electrode assembly or the
base station.

At step 708, the standard electrodes are set up and the
electrode assembly is configured to map the number of leads
used in the standard ECG system, such as 1, 3, 5, or 12 leads.
Again, the configuration can be achieved through the user
interface associated with the electrode assembly or the base
station. In step 710, the electrode assembly acquires desired
standard “long-lead” waveforms used for calibration or sys-
tem identification. In particular, extended lead wires are con-
nected temporarily from the standard lead contact points to
the measurement electronics of the patch layer in the elec-
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trode assembly so as to permit the acquisition of the standard
“long-leads” and the short-leads” substantially simulta-
neously.

In step 714, the electrode assembly performs system iden-
tification via the DSP for modeling system relationship
between measured input “short-lead” ECG waveforms and
the desired output standard “long-lead” ECG waveforms. The
state space system model structure and coefficients are stored
in the memory associated with the electrode assembly in step
716 for use in the estimation of standard ECG “long-lead”
waveforms. In step 718, it is determined whether there are
additional standard leads to be measured. If the answer is
“yes”, then the steps 710 through 716 are repeated. If on the
other hand, the answer is “no”, the procedure will proceed to
step 720.

In the step 720, acquisition of the standard “long-lead”
waveforms from the electrode assembly is stopped and the
lead wires connected temporary between the standard lead
contact points and the electrode assembly are then removed.
Further, the electrode assembly will be configured to function
in a continuous measurement operational mode, using the
system identification model previously determined to con-
tinuously acquire “short-lead” waveforms. In step 722, the
electrode assembly will use the continuously measured input
ECG “short-lead” waveforms and the system identification
model stored in memory to continuously estimate the output
standard ECG “long-lead” waveforms. In step 724, the elec-
trode assembly will display, perform post-processing opera-
tions, or transmit to the base station estimated standard ECG
“long-lead” waveforms. Finally, in step 726 the base station
will display, store, generates in analog form or re-transmits
the estimated standard ECG “long-lead” waveforms to the
monitor for displaying the waveforms and related meaningful
information to the physician or user.

If degradation in quality of the reported standard lead sig-
nal estimation necessitates a recalibration step being neces-
sary, due to a recommended time duration from a previous
calibration being exceeded, or substantial change in imped-
ance values monitored by the electrode assembly, or due to
repositioning, removal, and replacement, of the electrode
assembly. The system identification model can also allow
reuse of previous calibration models, inputs and/or outputs
stored in memory for comparative purposes of quality of
signal, identifying changed components, or for accepting a
previous or new calibration for continuous operation pur-
poses.

In FIG. 8, there is illustrated a flow chart 800 of a re-
calibration procedure system model which re-uses previously
identified system model parameters or coefficients as an ini-
tialization point to the new model system identification pro-
cess. In other words, new system model parameters are found
by beginning with the old system as the initialization point. In
particular, in step 802, the disposable electrode layer is re-
positioned in the same location on the patient’s body. In step
804, the previous system model coefficients are re-used for
initializing adaptive system identification process. In step
806, the previous system model created by adaptively finds
model parameters or coefficients that maps the ECG “short-
leads” into the standard ECG “long-leads” are re-identified.

This recalibration procedure facilitates to identify systems
that are fairly similar yet slightly optimized to meet better
quality estimation requirements of the output standard “long-
leads”. Furthermore, it is possible to constrain the estimation
of the system parameters identified within a reasonable range
from the previously found system parameters (with upper
and/or lower boundary limits), in order to avoid divergence to
an unacceptable state of the identified system.
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The leadless wireless ECG measurement system and
method of the present invention has the following advantages
over the prior art as follows:

(1) it provides clinical equivalence to standard lead ECG

measurements;

(2) it utilizes a personalized per patient calibration so as to
ensure accuracy;

(3) it reduces cost to the patient and health care giver, and
reduces time for care giver to sort out wires;

(4) it reduces substantially motion artifacts due to elimina-
tion of leads (especially for Holter monitoring and stress
monitors);

(5) it reduces opportunities for infection due to wires expo-
sure to body fluids;

(6) it increases comfort for patients by elimination of
wires;

(7) it eliminates leads-off alarms due to tugged wires;

(8) it eliminates wrong lead connection attachment;

(9) it produces a standard multiple-lead ECG with a single
wireless patch application, thereby reducing number of
leads required to produce a fully diagnostic 12-lead,
5-lead, or 3-lead ECG; and

(10) it produces potential expansion markets which include
Stress ECG monitoring, Holter monitoring, and con-
tinuous surface ECG monitoring via implanted Pace-
makers or internal and external defibrillators.

From the foregoing detailed description, it should be
clearly understood that the leadless ECG measurement sys-
tem is composed of at least one multi-contact electrode
assembly attached to the patient body and a remote monitor in
communication with the at least one multi-contact electrode
assembly. The electrode assembly includes an electrode layer
with a plurality of contacts for contacting the skin’s surface
on the patient, preferably made of flexible membrane poly-
met, for comfortable fit to the skin’s curvature, and an elec-
tronic patch layer disposed on top of the electrode layer, to
which the electronic components are mounted.

This system of the present invention can also be used as just
an add-on or supplementary to the standard measured 12-lead
ECG system, as an enhancement providing substitute lead
estimation to measured leads when needed. For example, in
case we loose a lead’s contacts (e.g. electrode peals off) or a
lead experiences motion or noise artifacts in the signal, then
we can compensate for the measurement noise error (sup-
pressing its presence) or completely replace the faulty mea-
sured standard lead with a calculated estimate of that standard
lead. The estimates can be derived by using data from other
good standard leads as inputs and identified models relating
these inputs to the faulty output signal now being estimated.
This strategy enhances the acquisition of standard 12-lead
ECG by making it more robust to noise factors. In other
words, leadless ECG algorithms and methods can be used as
an auxiliary to existing ECG platforms and not just as a
stand-alone platform.

Integration of algorithms for detection, recognition, clas-
sification, and alerting of abnormal ECG patterns including
Arrhythmia ECG, Bradycardia ECG, Tachycardia ECG,
Atrial or ventricular fibrillation, Alternan ECG, etc. can be
done to enable such active detection of abnormalities and
alarming against such events. The electronic patches can
optionally have an alarm speaker that delivers the alarm, or
can transmit the alarm status to the wireless communication
monitor if connected for further annunciating the alarm, or
email messaging the alarm status and information which may
include a sample of the abnormal digital ECG waveform data
for immediate viewing of the alarmed abnormal ECG seg-
ment, or telephoning an emergency contact phone number
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with the alarm message, or text messaging the alarm message
to a text message receiving phone number. Alternatively the
alarm events can be stored in memory in case there was no
communication link to the remote monitor. Cross-referencing
of all event information across the electronic patches can also
occur to match events detected independently on each of the
electronic patches, if applicable. A table of such cross-refer-
encing events can be generated at the monitor, or the infor-
mation can be equally indicated on a graphical representation
of each of the channels/patches acquired or calculated chan-
nels. The monitor can also display a graphical approximate
physicallocation of those acquired or calculated bio-potential
channels represented relative to a human body diagram.

The discussion of the present invention has thus far focused
mainly on ECG waveforms processing; however, it should be
clearly understood that ECG is only one of several bioelectric
physiologic signals of interest that are measured on the sur-
face of the skin. Other signals of interest include electroen-
cephalography (EEG), electromyography (EMG), elec-
trooculography (EOG), and electrogram (EGM). Implanted
pacemakers typically measure Flectrograms (EGM) directly
on the cardiac muscle (either internally or externally). A
relationship system model can be identified mapping the
input EGM into output surface ECG, in standard 12-lead
configuration, can be obtained, thus providing continuous
surface ECG monitoring by the pacemaker and simplifying
the interpretation of EGM by clinicians, regardless where the
placement of the pacing electrodes on the cardiac muscle was.
The surface ECG view of cardiac muscle EGM offers a con-
tinuous diagnostic interpretation that is more intuitive to an
otherwise moredifficult to interpret EGM signals. Depending
on where the affected cardiac tissue is, and where the place-
ment of the measuring leads contacts are, an EGM may offer
different information for different patients, however, a sur-
face ECG is a more common standard perspective for cardiac
electric activity interpretation. Alternatively, evoked bio-po-
tentials can also be used in identifying the system relating the
evoked input(s) and the measured output bio-potential
response(s). For example, the evoked input can include an
optical light stimulation of varying intensity at a plurality of
frequencies and amplitudes, or an auditory pulse or waveform
at a varying plurality of frequencies and amplitudes, or an
electric stimulation signal injected onto the skin or muscle
typically of relatively higher voltage and low current charac-
teristics (such as for EMG stimulation) also at a plurality of
frequencies and amplitudes. In any form, the evoking signals
can act as inputs while measured evoked bio-potentials can
act as outputs, and the plurality of inputs and plurality of
outputs are then presented to the system identification tools
for model identification that provides best fit between esti-
mated outputs and actual outputs.

Similar equivalent arguments to the entire discussion and
spirit of the present invention of leadless ECG, can be applied
to these other bioelectric physiologic signals of neurological
interest. The spirit of this instant invention, without loss of
generality, can be equivalently applied and extended to other
frequency ranges or spectral bands, and topographic area of
measurement to be applied to EEG, EMG, or EOG. Similar
electronic components and wireless transmission protocols
and informational exchange can be applied for measurement
of such bioelectric physiologic signals.

More specifically, for leadless EEG (electroencephalo-
gram) application the system, algorithms, and methods
described above for leadless ECG can be extended to operate
equivalently therefor with modifications required for operat-
ing frequency band, filtering frequency band, number of
channels, and amplification gain to make it fit for EEG acqui-
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sition. In FIGS. 9(a) through 9(d), there are illustrated various
locations that the electrode assembly of the present invention
may be placed on the head’s scalp surface of the patient. The
leadless EEG device can equivalently be applied for the mea-
surement of EEG as a bio-potential for the purpose of creating
inter-channel mapping transfer functions (identified models)
and therefore reduce a significant number of EEG leads (out-
put channels) during EEG monitoring by providing estimated
calculated EEG leads (outputs) using a minimal number of
acquired short EEG leads (inputs). By reducing the number of
required EEG channel from a full montage to one, two, or
three channels, for example, one can substitute the measure-
ment of the remaining EEG channels by a calculation of the
estimated EEG for these channels using the minimal set of
measured EEG channels as input and a plurality of identified
system models relating the measured input channels with the
remaining output channels.

Calculated standard lead EEG waveforms can be estimated
using the input short lead EEG waveforms and a system
model of transfer function relationship between the standard
lead and the input short lead. The short lead used as input
could also represent another standard lead itself. In other
words, some of the standard leads can be used to act as short
EEG leads and used as input into the system identification
process in order to estimate the transfer function to other
standard EEG leads. Therefore, with the models estimated
available, a few EEG standard leads can be then measured,
and the rest can be estimated with fairly high accuracy. This
will allow for significantly reduced number ofleads for acqui-
sition of full EEG montage leads.

In addition, the conventional direct (linear or non-linear) or
blind system identification method previously described can
be applied in a novel application for monitoring of bio-poten-
tial activity generation sources in the brain. A plurality of
measured bio-potentials on each hemisphere of the brain can
be used adequately to estimate the generating source signals
and location of the signals. This can be accomplished by
using “short-lead” signals to estimate other leads as output of
system identified models, then comparing the model output
signals with actual measured signals from such modeled
leads. The comparison yields difference signals representing
unique or novel informational components for these channels
while removing common informational components. This
method can be used to isolate these components as being
sourced from either the frontal lobe, or the posterior lobe, or
from either the left hemisphere, the right hemisphere, or
classified as being crossing over from one hemisphere to the
other. Such segregation is important for isolation of the source
of abnormal bio-potential activity, and then the determination
of its location. Sources of abnormal bio-potential activity can
include tumors, seizure activation sites, Parkinson source
trigger tissue, and or effect of sedative medications on each of
the hemispheres as well as aggregate effect estimation.

As thus far described, the leadless ECG system of the
present invention models the patient’s body’s ability to con-
duct ECG and the effects of varying skin impedances. The
identified parameters and models describe the transfer func-
tions (system models) between the patient’s measured bio-
potentials at specific points on the surface of the skin (or
internal to it if electrodes are subcutaneous or implantable).
However, dynamic changes to these modeled parameters can
also be indicative of the dynamic state changes in the patient’s
body over time, given fixed measurement positions of the
electrodes contacts. Automated remodeling of the patient’s
transfer function (system model) relating the skin surface
ECG’s allows for dynamic noninvasive monitoring of the
patient’s body dynamics. Dynamic changes in the identified
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modeled parameters that describe the patient’s body can be
used as non-invasive indicators used to frequently monitor
physiologic factors that influence such model parameters.
Some of these factors are cardiac output, and hydration status
level, and effects of induced vasoconstriction or vasodilata-
tion of the vascular system.

With attention directed to FIG. 10 of the drawings, there is
illustrated a flow diagram 1000 of an exemplary embodiment
of a physiologic parameter monitoring procedure for
dynamic non-invasive monitoring of the patient’s body
dynamics. In step 1002, identification of a primary model
(structure, and order) and its parameters (values) that best-fits
a physiologic relationship between selected plurality of input
physiologic variables or input analytic variables and selected
plurality of output physiologic variables or output analytic
variables is created. Such relationship between inputs and
outputs has to be meaningful physically, chemically, or elec-
trically for the model to reflect reality. Model optimization by
selecting the right model order and model structure that mini-
mizes output estimation errors from actual outputs is impor-
tant.

In step 1004, repeatedly reidentifying the model param-
eters (using same model structure and order as primary) uti-
lizing new information of the plurality of inputs and plurality
of outputs at same measurement locations as before is con-
tinuously and repeatedly re-identified. Model re-identifica-
tion occurs at a frequency and interval that are meaningful for
the underlying model change. The model sampling frequency
is required to be at least twice as fast as the expected change
in dynamics of the model parameters in order to obtain rep-
resentative reflection of the dynamic system changes that is
presented in the model parameters variations. The previously
identified model may always be used as part of the initial
conditions for re-identifying the model parameters or opti-
mizing its parameters goodness of fit as measured with esti-
mated outputs difference from actual outputs.

Each of the parameters within the identified model struc-
ture for dynamic variations through time that are representa-
tive or correlating with the dynamic variations in target physi-
ologic or analytic parameters of interest is monitored in step
1006. In other words, do any of the system model parameters
reflect underlying system model changes (as opposed to input
changes) that offer a correlating relationship with a target
physiologic or analytic parameter. For example, the system
relating a plurality of ECG waveforms describes or maps the
underlying tissue electric properties and those properties
changing through time may be correlated with a number of
variables of interest. For example, a plurality of model param-
eters may offer more sensitivity and specificity to cardiac
output or fluidic hydration status that is altering the electrical
properties of the tissue within which the ECG is measured by
variable hydration state. Another parameter of the identified
model may offer more sensitivity or specificity to pain or
stress experienced by oncology patients or patients undergo-
ing surgery. Furthermore, another parameter of the identified
model may offer greater sensitivity and specificity to glucose
level in a patient.

In step 1008, a secondary identified model function is
created so to relate a plurality of the primary model param-
eters with high sensitivity and specificity to the desired target
physiologic or analytic parameter (or “observed physiologic
parameter of interest”—OPPI). This allows one to effectively
estimate and predict the desired target physiologic or analytic
parameter using only the inputs and outputs required for the
primary model identification and continuous re-identification
at a selected frequency. For example, use ECG bio-potential
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waveforms input and output to monitor glucose, or respira-
tion, or cardiac output, or hydration status.

In step 1010, For example, using ECG bio-potentials as
input(s) and output(s) into the primary system identified
model parameters, one can determine parameters with varia-
tions or dynamics that are most sensitive and/or specific to
chest fluidic content, and can therefore use that for detecting
abnormal events occurrence such as detection of congestive
heart failure conditions. Similarly, one or more coefficients of
the best fit system identified model, preferably state space,
can be linked with its sensitivity and specificity to glucose as
its concentration changes over time, and can therefore iden-
tify a relationship between the varying glucose concentration
and variations to one or more coefficient(s) describing the
system model underneath.

Such relationship between a desired observable (desired
output) physiologic or chemical effect on the system repre-
sented by a variation of the (measured input) system model
coefficients over time can further be well defined by a sec-
ondary system identification step relating the two input and
output variables. Therefore, the primary system identification
step 1002 provided a description of the physiologic and ana-
tomic system between non-invasively measured bioelectric
surface potentials, and the repeating of such system descrip-
tion provides insights into its variation over time due to some
parameter that is desired to be observed. On the other hand,
the secondary system identification step 1008 establishes
such relationship between the varying system-identified coef-
ficients of the model and the desired varying observable so
that we can predict the later (as output) using the former (as
input) into the secondary system-identified model.

Post processing on the estimated observed physiologic
parameter of interest, such as characterization, pattern, clas-
sification, event detection, predication, and alarming is per-
formed in step 1012. Finally, in optional step 1014 decision
support (open-loop) systems or fully closed loop may be used
to provide delivery of drugs affecting the observed physi-
ologic parameter of interest.

While there has been illustrated and described what is at
present considered to be a preferred embodiment of the
present invention, it will be understood by those skilled in the
art that various changes and modifications may be made, and
equivalents may be substituted for elements thereof without
departing from the true scope of the invention. In addition,
many modifications may be made to adapt a particular situa-
tion or material to the teachings of the invention without
departing from the central scope thereof. Therefore, it is
intended that this invention not be limited to the particular
embodiment disclosed as the best mode contemplated for
carrying out the invention, but that the invention will include
all embodiments falling within the scope of the appended
claims.

Appendix
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The invention claimed is:

1. A leadless ECG measurement system for measuring of
bio-potential electrical activity of the heart in a patient’s body,
comptrising:

at least one multi-contact bio-potential electrode assembly

adapted for attachment to the patient’s body, said elec-
trode assembly being formed of an electronic patch layer
and a disposable electrode layer;
said disposable electrode layer having a plurality of contact
points for engagement with the surface of the patient’s
body and configured to measure short-lead ECG signals
in response to electrical activity in the heart; and

aprocessing unit being provided and configured to produce
a transfer function which computes estimated long-lead
ECG signals based on the measured short-lead ECG
signals from said plurality of contact points, said pro-
cessing unit employing a system identification tech-
nique to define said transfer function.

2. A leadless ECG measurement system as claimed in
claim 1, wherein a monitor is coupled to receive said esti-
mated long-lead ECG signals for displaying said estimated
long-lead ECG signals and other meaningful information.

3. Aleadless ECG measurement system claimed inclaim 1,
wherein said leadless ECG system is wireless, said electronic
patch layer includes a transceiver unit for transmitting and
receiving wireless communications with a base station, and
said base station includes a wireless transceiver for transmit-
ting and receiving communications with said plurality of
contact points in said disposable electrode layer, said wireless
communications received by said wireless transceiver in said
base station including said estimated long-lead ECG signals.

4. A leadless ECG measurement system as claimed in
claim 1, wherein said at least one multi-contact bio-potential
electrode assembly is in communication with at least a second
multi-contact bio-potential electrode assembly, said commu-
nications including measured ECG signals, estimated ECG
signals, transfer function, and other useful information.

5. A leadless ECG measurement system as claimed in
claim 1, wherein said processing unit is disposed in said
electronic patch layer of said electrode assembly.

6. A leadless ECG measurement system as claimed in
claim 5, wherein said processing unit is comprised of a digital
signal processor.

7. A leadless ECG measurement system as claimed in
claim 1, wherein said processing unit is comprised of a digital
signal processor.

8. A leadless ECG measurement system as claimed in
claim 7, wherein said system identification technique uses
linear state-space model identification.

9. A leadless ECG measurement system as claimed in
claim 1, wherein said transfer function computes estimated
long-lead ECG signals based on other estimated long-lead
ECG signals and the measured short-lead ECG signals from
said plurality of contact points.

10. A leadless ECG measurement system as claimed in
claim 1, wherein said processing unit employs signal process-
ing and analysis on said measured and estimated ECG signals
to detect and declare abnormalities.

11. A leadless ECG measurement system as claimed in
claim 1, wherein said electronic patch layer includes a plu-
rality of electrical contacts for attaching a plurality of
extended leads for measurement of a plurality of long-lead
signals.
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12. A leadless ECG measurement system as claimed in
claim 1, wherein said long-lead signals represent standard
FECG leads with standard electrode locations.

13. A leadless ECG measurement system as claimed in
claim 1, wherein said electrode assembly is placed in prox-
imity to the cardiac area, including being disposed next to or
near the side of the heart.

14. A leadless ECG measurement system as claimed in
claim 1, wherein said system is employed in conjunction with
a standard ECG measurement system to improve perfor-
mance against failed leads.

15. A leadless ECG measurement system as claimed in
claim 1, wherein said estimated long leads are converted into
analog output signals.

16. In a leadless ECG measurement system for measuring
of bio-potential electrical activity of the heart in a patient’s
body, the improvement comprising:

providing at least one multi-contact bio-potential electrode

assembly for attachment to the patient’s body, said elec-
trode assembly being formed of an electronic patch layer
and a disposable electrode layer;

providing a plurality of contact points in said disposable

electrode layer for engagement with the surface of the
patient’s body and configuring the plurality of contact
points to measure short-lead ECG signals in response to
electrical activity in the heart; and

providing a processing unit and configuring the processing

unit to produce a transfer function which computes esti-
mated long-lead ECG signals based on the measured
short-lead ECG signals from said plurality of contact
points, said processing unit employing a system identi-
fication technique to define said transfer function.

17. The improvement of claim 16, wherein a monitor is
coupled to receive said estimated long-lead ECG signals for
displaying said estimated long-lead ECG signals and other
meaningful information.

18. The improvement of claim 16, wherein said leadless
ECG system is wireless, said electronic patch layer includes
a transceiver unit for transmitting and receiving wireless
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communications with a base station, and said base station
includes a wireless transceiver for transmitting and receiving
communications with said plurality of contact points in said
disposable electrode layer, said wireless communications
received by said wireless transceiver in said base station
including said estimated long-lead ECG signals.

19. The improvement of claim 16, wherein said at least one
multi-contact bio-potential electrode assembly is in commu-
nication with at least a second multi-contact bio-potential
electrode assembly, said communications including mea-
sured ECG signals, estimated ECG signals, transfer function,
and other useful information.

20. The improvement of claim 16, wherein said electronic
patch layer includes a plurality of electrical contacts for
attaching a plurality of extended leads for measurement of a
plurality of long-lead signals.

21. The improvement of claim 16, wherein said system is
employed in conjunction with a standard ECG measurement
system to improve performance against failed leads.

22. The improvement of claim 16, wherein said processing
unitis disposed in said electronic patch layer of said electrode
assembly.

23. The improvement of claim 22, wherein said processing
unit is comprised of a digital signal processor.

24. The improvement of claim 16, wherein said system
identification technique uses linear state-space model identi-
fication.

25. The improvement of claim 16, wherein said transfer
function computes estimated long-lead ECG signals based on
other estimated long-lead ECG signals and the measured
short-lead ECG signals from said plurality of contact points.

26. The improvement of claim 16, wherein said processing
unit employs signal processing and analysis on said ECG
signals to detect and declare abnormalities.

27. The improvement of claim 16, wherein said electrode
assembly is placed in proximity to the cardiac area, including
being disposed next to or near the side of the heart.
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