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Abstract
The global health burden presented by hypertension is pro-
viding increased motivation for improved means of collec-
tion of blood pressure (BP) data. A growing area of research 
and commercial activity is the use of wearable devices to 
provide BP data using non-invasive cuffless techniques. The 
accelerated progress in recent years, particularly relating to 
connectivity of smartphone technology, has promoted the 
availability of consumer devices that provide values of BP. 
The main types of devices are wrist-worn, watch-type de-
vices with sensors that typically record a photoplethysmog-
raphy (PPG) signal, sometimes also with an electrocardiog-
raphy (ECG) signal. The general underlying concept of the 
cuffless BP measurement in most device types is the associa-
tion of BP and the travel time of the arterial pulse between 
two locations, determined from the time delay between the 
ECG and PPG signals. Other methods may involve additional 
analysis of the PPG waveform features. Experimental data 
are presented to illustrate the challenges presented by cuff-

less BP techniques in obtaining reliable BP measurements 
when the change in BP is caused by different stimuli affect-
ing cardiac and vascular mechanisms. These effects influ-
ence the association of the measured and physiological BP 
change, thus presenting significant challenges and potential 
limitations in the use of cuffless BP devices for the diagnosis 
and treatment of hypertension. © 2022 The Author(s).

Published by S. Karger AG, Basel

Introduction

Of all sectors in modern society undergoing profound 
change due to the ubiquitous digital transformation, 
healthcare is amongst the slowest. In healthcare, of the 
most significant of all modifiable risk factors that could 
benefit from the technological advances, hypertension is 
perhaps the one that has made the least progress in all as-
pects, featuring low awareness, no progress in novel drug 
discovery, and low rates of treatment and control [1]. 
Hence, serious transformation is required for the health 
benefits of detection and treatment of hypertension to 
translate to global cardiovascular risk reduction [2]. A 
critical component of this transformation, with the aim 
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to increase awareness and improve rates of treatment, is 
the trend to transfer blood pressure (BP) measurement 
from the clinician to the individual, such that the close 
engagement will result in the individual’s better under-
standing of the risk implications of elevated BP, better 
compliance with medication, and better collection of BP 
data by having an increased number of measurements.

In evaluating screening for hypertension, the US Pre-
ventive Services Task Force issued a Class A recommen-
dation that initial screening for hypertension in adults 
(>18 years) should be performed with office BP measure-
ments, and diagnostic confirmation to be obtained with 
BP measurements outside the clinical setting before com-
mencement of treatment [3]. To date, BP measurement 
outside the clinical setting mainly involves 24-h ambula-
tory BP monitoring (ABPM) and home BP monitoring 
(HBPM). Both ABPM and HBPM deliver increased num-
ber of BP readings and can provide information on circa-
dian BP variation. However, they still suffer from the in-
herent limitations of the brachial cuff sphygmomanom-
eter with intermittent readings and essentially obtrusive 
operation. And all of this is in the context of large, ran-
domized trials advocating more intense management of 
hypertension to lower thresholds across all age groups 
[4]. Recent developments in theory and technology for 
cuffless BP measurement [5] hold the promise to bypass 
these limitations and potentially alter the way BP is un-
derstood in daily living [6] by obtaining BP information 
which is continuous, unobtrusive and can contribute to 
the “big data” approach in harnessing analysis on digital 
platforms for improved and individualized treatment of 
hypertension [2, 7–9].

The entry of healthcare into the digital age and the rec-
ognition of the potential benefits of continuous BP mea-
surement have accelerated the adoption of wearable de-
vices that measure vital signs to include BP. Whilst vital 
signs such as heart rate (HR), respiration, and oxygen sat-
uration are readily measured with acceptable degree of 
accuracy, BP measurement has been essentially elusive. 
However, there is an explosion of wearable devices (main-
ly wrist-worn, watch-type devices) that are now available 
on the market that purport to measure arterial BP. This, 
in itself, is potentially problematic, because, with con-
sumer devices being readily available and affordable, and 
the emphasis of increased individual participation in BP 
measurement, the individual could be falsely empowered 
to titrate medication based on device readings or cause 
unwarranted concern. The problem being that there is no 
way of knowing if the readings are reliable, or if, indeed, 
they relate at all to the physiological BP.

This presents a dilemma for both clinicians and pa-
tients. On the one hand, the technology would make it 
easier to obtain unobtrusive BP measurements for better 
monitoring, and so elimination of artefactual situations 
such as operator-dependent readings. On the other hand, 
most available devices have not been clinically validated, 
and most also have no regulatory approval. This is be-
cause most are sold as consumer devices and so are not 
subject to the strict regulatory requirements as mandated 
for diagnostic devices. However, the consumer (patient) 
can still present data to the clinician as if the wearable de-
vice BP was similar to that provided by the conventional 
brachial cuff device from HBPM or ABPM measure-
ments.

Challenges

The field of wearable devices for cuffless BP measure-
ments is at a critical point. The clinical need is driven by 
the transformation required for the future of hyperten-
sion management [2, 7], particularly for global reduction 
of cardiovascular risk in middle- and low-income coun-
tries [1]. This is resulting in the perception that because a 
watch-type device has a feature for BP measurement, it is 
as trustworthy as the other vital signs from the watch, 
such as HR or blood oxygen saturation. This misconcep-
tion is due mainly to poor or inadequate understanding 
of the differences in the modalities of measurement for 
different vital signs. For example, accurate measurement 
of HR simply requires the counting of events related to 
the heartbeat and not based on any underlying physiolog-
ical principle of inference. This measurement does not 
require any calibration procedure. On the contrary, non-
invasive BP measurement is based on external signals 
with an association to intra-arterial BP that does require 
calibration. And additionally, there should be consider-
ation of the fundamental difference between cuff and cuf-
fless BP measurement.

In the brachial cuff sphygmomanometer, there is an 
absolute measurement of pressure, that is, the air pressure 
in the pneumatic cuff, and this is associated with underly-
ing physiological mechanisms and signals such as audible 
sounds originating from turbulent flow in a collapsed ar-
tery (Korotkoff sounds) or time-dependent changes of 
the pulsations in the cuff during inflation/deflation (os-
cillogram). The calibration that is required for a cuff de-
vice is that of the pressure transducer (a requirement 
which is non-existent if a well-maintained column of 
mercury is used). For cuffless BP measurement, there is 
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generally no actual measurement of pressure, but rather 
arterial hemodynamic signals that are related to BP. The 
calibration required for cuffless BP devices is not the same 
as that for the cuff device. The calibration is essential to 
relate the output of the algorithm used to estimate BP 
from the measured signals to a fiducial measurement of 
BP, which is usually done by a validated cuff device. The 
algorithms for BP estimation are based mainly on mea-
surement for pulse transit time (PTT) from two separate 
simultaneous arterial signals, or more commonly for 
most wearable devices, pulse arrival time (PAT) obtained 
from the time delay between the electrocardiogram 
(ECG) and an arterial pulse signal. It is important to note 
that PAT includes both PTT and the cardiac isovolumic 
contraction time (IVCT; PAT = IVCT + PTT), which has 
the capacity to influence the relationship between arterial 
BP and transit time of the arterial pulse [10].

The challenges that are currently presented by cuffless 
BP devices are underpinned by the broadly related as-
pects described above. In the context of using cuffless BP 
devices for diagnosis and treatment of hypertension, the 
important question to answers is: “Can the conventional 
brachial cuff sphygmomanometer be reliably replaced by a 
cuffless BP device, and does the cuffless BP device give suf-
ficiently reliable information to be able to make diagnostic 
and treatment decisions”? To date, there is no answer to 
this question, and most likely will not come in the near 
future, as it would require large scale studies to investigate 
if hypertension treatment using a cuffless BP device is in-
ferior, similar, or superior to the conventional use of of-
fice, home, and ABPM cuff devices.

The drive to improve detection and management of 
hypertension in the community has generated medical, 
consumer, and commercial imperatives for the deploy-
ment of cuffless BP devices as part of the broad spectrum 
of vital signs monitoring that can be integrated in tele-
medicine platforms, electronic medical records, and ap-
proaches to improve precision medicine. In this context, 
the following sections highlight the fundamental areas 
that present specific challenges related to sensor technol-
ogy, device calibration, and validation.

Sensor Technology
Most cuffless BP devices that would be used for hyper-

tension management are wrist-worn, watch-type devices 
with ECG electrodes and a photoplethysmography (PPG) 
sensor. These optical sensors measure the reflectance of 
light to sense the change in blood volume pulse in the pe-
ripheral cutaneous vessels, and when coupled with an 
ECG are used to determine PAT and which is subse-

quently used to estimate BP based on suitable calibration 
[11]. PPG sensors are robust and have been shown to have 
stable optical properties that make them suitable for clin-
ical applications [12]. However, the PPG signal can be af-
fected even by slight sensor movement, which can result 
in altered wave amplitude and shape due to changes in 
contact pressure and so alter the BP reading [13]. Hence, 
it is not possible to obtain continuous beat-to-beat BP 
measurement with sufficient accuracy during daily activ-
ities, although movement can be detected by accelerom-
eters, and algorithms can be developed to obtain a read-
ing during the time when there is no movement of the 
device. This is not a major issue during sleep. However, 
with possible reduction of HR and stroke volume (SV) 
during sleep, the peripheral volume pulse can become re-
duced in amplitude, thus affecting the parameters related 
to BP, such as waveform features or transit time. This 
could produce erroneous pressure profiles such as misdi-
agnosis of nocturnal BP dipping patterns, even with at-
tempts at software improvements [14]. Substantial mis-
diagnosis of nocturnal dipping profiles in hypertensive 
patients has also been reported with wrist-worn devices 
using tonometric sensors, with large differences com-
pared to the cuff device which was used for reference [15].

Dealing with changing PPG waveforms presents for-
midable challenges to distinguish changes that are related 
to physiology from artefact, and how these changes affect 
the calibration relationships between BP and measured 
parameters. It is thought that with increased acquisition 
of data under a range of static and dynamic conditions, 
machine learning algorithms can provide a means to ad-
dress these issues [16, 17]. However, the efficacy of ma-
chine learning techniques is generally determined by the 
type of training data presented to the system and is reliant 
only on broad associations of parametric changes with 
physiological mechanism. In essence, data-driven tech-
niques would undoubtedly perform well when dealing 
with large cohorts, in part due to the phenomenon of 
“convergence to the mean,” but that does not imply they 
would perform well in individuals where waveform 
changes will need to be distinguished as being due to ar-
tefact or physiology. This would have important implica-
tions with diagnosis and treatment of hypertension.

Calibration
The general understanding of calibrating a cuffless BP 

device is to obtain a relationship of the parameters mea-
sured by the device (mainly PTT or PAT in most wearable 
devices) and the value of BP measured by a validated cuff. 
Thus, a calibration factor is determined such that it con-
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verts the measured quantity (e.g., milliseconds) to a BP 
value (mm Hg). If a single measurement is made, it is im-
plicit that the single-point calibration would theoretically 
be valid only at the value at which the BP was taken. If a 
different value of the measured parameter is obtained 
which is different from the calibration value, the device 
would give a different BP based on a predefined slope. 
However, there would be many different slopes that 
would intersect with the calibration point and, in addi-
tion, there is no way of knowing if the particular slope 
used in the device slope is valid at different levels of BP 
for a specific individual, or indeed for different individu-
als with similar calibration values. Figure 1 illustrates the 
single-point calibration and the potential errors in BP 
that can be present when compared to a two-point cali-
bration. This, clearly, would have implications on the rel-
ative accuracy of BP measurements at different levels of 
BP, and the error would depend on how different the es-
timated BP values were from the calibration value. It is 
possible that in practical devices a correction might be 
made to the slope and intercept to account for the known 
average relationship of BP and transit times in adults.

Improvements on a single-point calibration can be 
achieved by obtaining values of the measured parameter 
at two different BP values (Fig. 1). However, the slope is 

only truly defined in the range of the measured BP with a 
conventional brachial cuff sphygmomanometer. Clinic-
based measurements performed in 20 participants with a 
device that required a two-point calibration based on 
PAT for BP estimation has shown poor correlation with 
cuff-based BP (r = 0.36 for systolic BP; r = 0.044 for dia-
stolic BP). However, when averaged across all partici-
pants, the device provided accurate directional BP chang-
es with exercise [18]. Hence, for use of cuffless BP devices 
in hypertension management, the range of multipoint 
calibration is significantly important to ensure that it cov-
ers the range of potential variability with change in daily 
activity or with treatment. Yet, practically, a large varia-
tion in BP can be difficult to achieve, especially in terms 
of decreasing BP below an individual’s normal resting BP.

Validation
At present, there are no complete and universally ac-

cepted standards for validation of cuffless BP devices. The 
IEEE Standard for Wearable, Cuffless Blood Pressure Mea-
suring Devices - Amendment 1 [19], amended in 2019, is the 
most advanced to date. It is based on tolerances and ac-
cepted ranges that are described in other standards for cuff-
based devices [20] and provides additional guidance on a 
range of relevant issues related to sample sizes, mitigation 
of errors with reduced sample size and pressure ranges for 
different types of cohorts. However, there is no explicit 
specification on the application of intervention required for 
producing acceptable changes in BP over which cuffless BP 
devices can be compared with cuff sphygmomanometers. 
This is an important issue, and a significant point of differ-
ence with accepted standards for cuff-based devices.

Since most cuffless devices rely on the peripheral PPG 
signal for estimation of BP, the interventions that are used 
to elicit a BP change will also affect the PPG signal. The 
difficulty arises when changes in BP affect the specific pa-
rameter being measured, such that a similar change in BP 
is associated with different values of the estimating pa-
rameter, such as PTT or PAT. This has been convinc-
ingly demonstrated when comparing changes in PTT and 
PAT with PPG signals detected in different locations (fin-
ger, forehead, ear) with different conventional interven-
tions that increased BP (cold pressor test, handgrip [HG], 
and bicycle exercise) [21]. In this study, PTT and PAT 
changes did not consistently detect BP changes that were 
associated with cold pressor test or HG interventions, but 
did so with exercise, even though BP changes were similar 
for all interventions [21]. Regional differences in PTT or 
PAT relationships with cuff-based BP were also observed 
with other interventions to change BP (slow breathing, 

Fig. 1. Schematic showing possible increased error using single-
point calibration compared to two-point calibration. With single-
point calibration determined at point A, any calibration slope 
could be fitted; with a two-point calibration, the calibration slope 
is defined using two measured points (A and B). A single-point 
calibration can result in a higher or lower BP reading at point B 
compared to the measured reading, depending on the calibration 
slope used by the specific device.
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mental arithmetic, cold pressor, and sublingual nitroglyc-
erin) [22].

A significant misconception in the use of standards for 
validation of BP devices is that the standards that are used 
for cuff-based sphygmomanometers can be used for cuf-
fless BP and that testing under stable and static conditions 
is sufficient. That is, as long as the mean difference and 
standard deviation between cuffless BP device and refer-
ence (cuff) device are shown to be 5 ± 8 mm Hg as re-
quired by the standards for cuff-based devices [20], the 
cuffless BP devices are deemed acceptable [23, 24]. These 
problems are also exacerbated by the potential errors 
made in data presentation when evaluating the accuracy 
of devices where relationships are affected by parameters 
that are not dependent on the measured BP, such as age 
[25].

Experimental Studies

This section will provide quantitative examples of ex-
perimental studies to illustrate the variability and incon-
sistency of BP and transit time (PTT or PAT) that consti-
tute the underlying problems of the challenges that can be 
presented by cuffless BP devices for estimation of BP for 
reliable management of hypertension.

Physiological Considerations Related to Changes of BP
Mean BP (MBP) is the product of SV, HR, and total 

peripheral resistance (TPR):
MBP = SV × HR × TPR� (1)

Relative changes in the parameters that contribute to 
changes in MBP are additive,

MBP ΔSV ΔHR ΔTPR .
MBP SV HR TPR
D = + +

  

(2)

The implication of Equation (2) is that changes in 
MBP from a reference point are brought about by chang-
es in cardiac function (ΔSV, ΔHR) and in vascular func-
tion (ΔTPR). The transit time methodologies (PTT, PAT) 
for BP estimation are based on the intrinsic relationship 
of BP and arterial stiffness, which is also an intrinsic de-
terminant of pulse wave velocity (PWV), as measured by 
the travel time of the pulse over a given path length [5]. 
Since BP is a function of PWV and PWV is a function of 
1/PTT, BP has a reciprocal relationship with PTT. That 
is,

1BP .
PTT

F
æ ö÷ç= ÷ç ÷çè ø

   (3)

Hence, when a metric of transit time is obtained (PTT 
or PAT), different calibration functions (F) can be ob-
tained for mean, systolic, and diastolic BP.

Equations (2) and (3) imply that for PTT or PAT to be 
uniquely related to BP, the measurement of PTT or PAT 
should not be affected by factors that can cause changes 
in BP due to cardiac (ΔSV, ΔHR) or vascular (ΔTPR) fac-
tors. For example, if an increase in BP is due to increase 
in SV which in turn is associated with a change in IVCT 
(IVCT is included in the PAT measurement), a physio-
logical increase in BP could be associated with no chang-
es in PAT if there is a prolongation of IVCT (since PTT 
is reduced due to the increase in PTT); hence, the device 
would register no change in BP. Similarly, if an increase 
in BP were due to increase in TPR (due to elevated sym-
pathetic activity), peripheral vasoconstriction associated 
with arteriolar smooth muscle contraction could affect 
the PPG measurement through changes in waveform 
morphology or amplitude [26]. If these changes alter the 
reliability of transit time measurements, the estimated BP 
would not be related to physiological changes in BP. The 
result being that a change in BP would not be registered 
by the device, or indeed, a real increase in BP could be 
registered as a decrease in BP by the device. Clearly, these 
effects would present significant consideration in the di-
agnosis and treatment of hypertension, particularly when 
there are frequent BP variations. The following three ex-
perimental examples illustrate the potential effects of the 
physiological correlates described above on the reliability 
and consistency of cuffless BP devices to register changes 
in BP that can be used in the diagnosis and treatment of 
hypertension.

Different Relationship of BP and Metrics of Transit 
Time with Different Interventions to Change BP
Whenever there is a change in BP, a basic requirement 

of a cuffless BP device is that it should deliver a consistent 
BP reading that is independent of the mechanism that has 
caused a change in BP. Generally, if PTT or PAT is the 
metric that is measured, the sensitivity of the device 
should not vary such that any change in BP should result 
in a proportional change in PTT or PAT (assuming a lin-
ear calibration).

A sensitivity parameter was calculated from results of 
a previous study that assessed changes in PTT and PAT 
with interventions that caused an increase in BP [21]. The 
study included 20 participants (age 24–34 years). BP was 
measured continuously with a finger cuff device (Finom-
eter) and PPG sensors used to measure PTT and PAT at 
three different anatomical locations: finger, ear, and fore-



Cuffless Measurement of Blood Pressure 39Pulse 2022;10:34–45
DOI: 10.1159/000522660

head. PAT was measured from the PPG pulse delay in 
reference to the R wave of the ECG and PTT was deter-
mined from the PPG pulse delay in reference to a seismo-
graphic signal that registers the time of opening of the 
aortic valve. Change in BP was obtained by three separate 
tests: (i) cold pressor test (CPT): 2-min right-hand im-
mersion into a bowl with water at 3–5°C; (ii) HG: 3-min 
isometric HG contraction at 30% of maximal voluntary 
contraction; (iii) cycling (CYC): 5-min pedalling on a re-
cumbent cycle ergometer with a 75 W workload. Control 
measurements were obtained during a 5-min initial sit-
ting rest period (REST) and each test was followed by a 
5-min recovery period. Sensitivity (S) was calculated 
from the MBP change for each test as the ratio of change 
of magnitude of transit time metric to change in BP (S-
PTT = ΔPTT/ΔBP; S-PAT = ΔPAT/ΔBP; S-IVCT = 
ΔIVCT/ΔBP ms/mm Hg). IVCT was calculated as IVCT 
= PAT − PTT for each site.

Table 1 shows the average changes in MBP with each 
test, which range from an increase of 9–16.1 mm Hg from 
REST (control). However, this increase in MBP did not 
result in the expected decreases in PTT or PAT. PTT did 
not change for CPT and HG test in all locations except in 
the finger for CPT, but PAT changed for all tests. When 
this was expressed in terms of sensitivity, the contribution 
to the PAT sensitivity came from changes in the cardiac 
parameter IVCT. It is important to note that if these in-
terventions were used for calibration for a cuffless BP de-
vice (Eq. (3)), the calibration factor would be different for 
similar changes in BP depending on which test was used 
to elicit a change in BP. Clearly, this observation has im-
plications beyond the changes presented in standardizing 
calibration, but also in the underlying circulatory and 
neurogenic mechanisms that are involved in causing 
changes in BP, which would be of relevance to the diag-
nosis and treatment of hypertension. In this study, the 

changes of sensitivity in the finger are of particular sig-
nificance as the PPG in the finger is close to that of the 
wrist, where most cuffless BP devices sense the PPG sig-
nal.

Differences in Sensitivity with Different Magnitude 
of Changes in BP
Experiments were conducted in 15 participants (mean 

age 31 ± 15 years; 10 females) in whom PAT measure-
ments were obtained in the finger with a PPG sensor and 
at the wrist of the same hand with a tonometric sensor. A 
cold pressor test (foot in iced water) was used to alter BP 
from baseline [27]. Participants gave written informed 
consent, and the study was approved by Macquarie Uni-
versity Human Research Ethics Committee (No. 
5201700226), and participants gave written informed 
consent. The effect of the cold pressor test was not uni-
form across the participants, with brachial cuff MBP 
changes from an average increase of 14.6 mm Hg to a de-
crease of 4.9 mm Hg. Average PAT changes ranged from 
a decrease of 24 ms to an increase 2 ms for radial tonom-
etry and decrease of 26 ms to an increase of 4 ms for finger 
PPG. However, the changes with BP were not consistent 
across participants and magnitude of BP changes.

Figure 2 shows the values of BP and corresponding 
PAT changes in the group of 15 participants plotted in 
ranking order of BP changes. Both tonometry and PPG 
measurement of PAT showed directional changes consis-
tent with BP directional changes in 11/15 cases (73%). 
However, the magnitudes varied across BP differences. 
PAT calculated from tonometry and PPG signals showed 
similar directional changes in 10/15 cases (67%). BP val-
ues were grouped in high (T1, 8.8 mm Hg), medium (T2, 
4.6 mm Hg), and low (T3, −2.3 mm Hg) tertiles with re-
spect to average BP changes.

Table 1. S (ms/mm Hg) calculated for PTT and PAT values that show a significant difference from control with 
change in MBP (mm Hg)

S Ear Forehead Finger IVCT

test MBP S-PTT S-PAT S-PTT S-PAT S-PTT S-PAT S-IVCT

REST 85.7 Control Control Control Control Control Control Control
CPT 101.8 ns 0.9 ns 1.3 0.6 1.3 0.5
HG 96.6 ns 0.9 ns 0.9 ns 1.4 0.5
CYC 94.7 3.3 6.1 4.4 6.7 3.3 5.6 2.0

ns, measurement for which the change of PTT or PAT was not significant for a significant change in MBP for the 
tests. S, sensitivity.



Avolio/Cox/Louka/Shirbani/Tan/Qasem/
Butlin

Pulse 2022;10:34–4540
DOI: 10.1159/000522660

The observations described in Figure 2 illustrate that, 
in addition to the variation of individual response to the 
same stimulus intensity, the relationship of the average 
PAT change with MBP for each tertile is not consistent. 
Table 2 presents the sensitivity magnitude (S = ΔPAT/
ΔMBP) averaged across measurements in each tertile of 
MBP changes (computed for measurements that showed 
a change of MBP of at least 1 mm Hg and PAT of at least 
1 ms).

Table 2 illustrates the potential problems that can oc-
cur when group averages of different individuals are used 
for calibration of cuffless devices that use transit time 
measurements for estimation of BP. Both tonometry and 
PPG show different PAT sensitivities with MBP. This 
means that if a single calibration is used for a device, the 
same change of PAT would correspond to a different 
change of MBP. The corollary of this observation is that 
using group averages with different responses to a BP 

change, the calibration factor would need to be pressure-
dependent to be able to estimate reliable physiological BP 
changes.

Variability of Calibration Parameters over Time
When BP is measured by a brachial cuff sphygmoma-

nometer with the arm in different positions such that the 
cuff is at a different vertical location in reference to the 
right atrium, measured BP values will change even when 
arterial BP is constant, with the difference being due to the 
hydrostatic effect of the blood column. This phenomenon 
has been shown to be a useful manoeuvre that can be used 
to calibrate BP changes with corresponding changes in 
PTT or PAT [28, 29]. This technique has been used to in-
vestigate the stability of calibration indices over time [30].

Experiments were conducted in seven participants 
(mean age 37 ± 18 years; 4 females). Participants gave 
written informed consent, and the study was approved by 
Macquarie University Human Research Ethics Commit-
tee (No. 5201700226) and participants gave written in-
formed consent. BP was measured by a brachial cuff oscil-
lometric sphygmomanometer, and PAT was determined 
from the time delay of the foot of the arterial pulse ob-
tained at the radial artery by applanation tonometry in 
reference to the R wave of the ECG. Measurements were 
taken with the arm at 5 positions with the arm rotated 
through 180° from the vertical in angular segments of 45°. 
This produced a linear relationship between diastolic BP 
and PAT with an average change in diastolic BP of 39 ± 
11 to 88 ± 12 mm Hg and corresponding change in PAT 

Fig. 2. Effect of cold pressor in 15 partici-
pants ranked on magnitude change of MBP 
(diff-MBP) with corresponding PAT dif-
ferences obtained by tomometry (diff-T-
ms) and PPG (diff-P-ms). The sections are 
in tertiles of average changes in MBP: T1-
high (8.8 mm Hg); T2-medium (4.6 mm 
Hg); T3-low (−2.3 mm Hg).

Table 2. Average PAT-MBP S for tonometry and PPG measurements 
for tertiles of change of MBP with cold pressor test

Tertile of MBP change S-tonometry S-PPG

T1 (8.8 mm Hg) 1.03 0.79
T2 (4.6 mm Hg) 2.00 2.08
T3 (−2.3 mm Hg) 1.30 3.42

S, sensitivity (ms/mm Hg).
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from 197 ± 26 to 177 ± 11 ms. Figure 3 shows the linear 
relation in an individual with a slope of 1,795 mm Hg.s−1 
and an intercept of 378 mm Hg.

The values of slope and intercept were used as calibra-
tion metrics and were compared in each participant over 
a period of 2 months with 5 separate measurements per-
formed on Day 1, Day 2, Day 7, Day 30, and Day 60. Con-
sistency of the calibration metrics was assessed by com-
paring consecutive measurements over time with mea-
surements on Day 1.

Table 3 shows the range of variation of the slope and 
intercept after the first measurement (Day 1). There are 
large mean differences as well as larger differences in 
standard deviation. This gives a non-significant statistical 
difference (p = 0.23 for both), but this does not suggest 
that the calibration is stable over the period of months. 
Figure 4 highlights the fact that although a regression re-
lation may be found for all the measurements in each in-
dividual participant, the regression line is very different 

to the line of unity for both slope and intercept, and there 
is also a significant inter-participant variability.

The implication of these findings is that if the same 
calibration were used for an individual participant on dif-
ferent days, the same measured PAT would give a BP 
which would be different to the arterial BP, and the dif-
ference would change on different days. This then sug-
gests that a calibration should be done before each mea-
surement when using a cuffless BP device based on PAT. 
Other studies conducted over a period of a year have 
shown that the calibration consistency may also be site 
specific [31].

Discussion

The quest for continuous and unobtrusive measurement 
of BP is not new. The relationship between arterial stiffness 
and BP was recognized in specific fields such as psycho-

Table 3. Difference of slope and intercept between days 2, 7, 30, and 60 from the initial calibration measurement 
(day 1)

Day 1–2 Day 1–7 Day 1–30 Day 1–60 p value

Slope, mm Hg.s−1 847±1,576 194±996 110±742 −185±1,270 0.229
Intercept, mm Hg −143±263 −29±169 12±131 38±228 0.233

Mean±SD.

Fig. 3. Change of DBP and PAT with arm 
position rotated at 5 positions from 0 to 
180° in reference to the vertical direction in 
an individual. This manoeuvre produces a 
consistent result with a high correlation en-
abling the computation of a slope and in-
tercept for each measurement. DBP, dia-
stolic pressure.
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physiology some 50 years ago, where there was a necessary 
requirement for monitoring BP changes due to sensory 
stimuli which were not corrupted by the additional stimu-
lus of brachial cuff inflation [32]. The first possible com-
mercial cuffless watch-type device, the Casio BP-100 Digital 
Watch, was produced 30 years ago with an ECG and PPG 
sensor and dual-point calibration to give measurement of 
systolic and diastolic BP [18]. However, notwithstanding 
the progress made over the years in the theoretical and prac-
tical implementation of cuffless techniques, mainly based 
on the fundamental arterial property of pressure depen-
dence of arterial stiffness [5], there is still no widely accept-
ed cuffless BP device that can be shown to confidently re-
place the brachial cuff sphygmomanometer.

The association of BP and arterial stiffness is exploited 
by measurement of PWV [32], or more specifically by 
travel times of the arterial pulse over a fixed distance us-

ing PTT or more commonly PAT [5]. The electronics and 
digital technologies are now well advanced for robust im-
plementation of signal detection and analysis techniques 
that make use of this relationship in wearable devices. 
Concomitant with this progress, the realization that hy-
pertension is increasing the global health burden but with 
slow progress in risk mitigation [1] is causing concern 
that the conventional methods of managing hypertension 
are not adequate, and that the field should take advantage 
of modern advances in digital and communication tech-
nologies [2]. This convergence is resulting in the estab-
lishment of a perceived clinical need: new devices are re-
quired to manage hypertension, and these should prefera-
bly be wrist-worn, watch-type devices. This then defines 
the essential characteristics of the devices.

To achieve the perceived clinical need, it is implicitly 
assumed that the new devices will need to be at least as 

Fig. 4. Bland-Altman analysis of calibration factor and intercept. The agreement between calibration factors (a) 
and intercepts (b) attained during the initial and each subsequent visit. Dashed line: line of regression; solid line: 
line of unity. c, d are Bland-Altman plots depicting the degree of agreement between all days and the initial day. 
Dashed lines indicate 95% confidence intervals (mean ± 1.96 SD) and mean difference.
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reliable as the conventional brachial cuff sphygmoma-
nometer for meaningful management of hypertension. It 
is also assumed that with additional diurnal and noctur-
nal measurements, management will be more efficacious. 
These notions have expanded the horizons of research 
and commercial endeavours [7, 8, 24, 33–35] to produce 
devices that enable measurement of BP outside the con-
straints and limitations of the conventional brachial cuff 
sphygmomanometers to encompass not only wrist-worn 
devices but other devices with other form factors [33, 36, 
37] or those that make use of smartphone technology [38, 
39]. Applications are also extended to contactless tech-
niques, making use of optical imaging to detect cardiac 
related pulsations through skin colour change of the face 
and other locations [40, 41]. In most cases, the underlying 
technology is the use of the peripheral PPG, mainly asso-
ciated with PTT or PAT measurement. Some PPG appli-
cations involve a normalized PPG amplitude [42, 43] 
which is purported to be a measure of vasoconstrictive 
activity of the peripheral microcirculatory beds [44].

Given the level of activity in the field of cuffless BP 
measurement, the ease of user acquisition of the devices, 
and the ubiquitous use of smartphones, professional so-
cieties are beginning to release official statements and po-
sition papers on use of these devices for hypertension 
management [45]. However, the high level of activity 
does not imply that cuffless BP devices are necessarily 
ready for diagnostic use. A potential misconception is 
that if a cuffless BP device is tested against a brachial cuff 
sphygmomanometer in a group of participants, and the 
mean and standard deviation are within the values of 5 ± 
8 mm Hg, as required by regulatory standards designed 
for pneumatic cuff devices [20], then the device is accept-
able [24, 33, 46]. This type of validation is generally static 
and does not guarantee that cuffless BP device will reli-
ably track BP changes in an individual. This may be due 
to a range of factors involved in covariates that determine 
different levels of BP (such as age) and so opens up the 
controversial notion of accuracy of cuffless BP devices 
[25, 47]. This, of course, leads to the question of: How ac-
curate can cuffless BP devices expected to be when there is 
no actual measurement of force by the device sensors?

In the context of broad areas (described above) that 
present challenges for cuffless BP devices for diagnosis 
and treatment of hypertension, experimental data have 
been presented to illustrate some of the potential pitfalls 
that may be encountered with the measurement of sur-
rogate signals such as the cutaneous PPG to estimate BP 
without any actual measurement of pressure (as em-
ployed in the inflatable pneumatic cuff used in the con-

ventional sphygmomanometer). Although not intended 
to be exhaustive, the data presented is meant to show the 
type of variability that is found with the use of cuffless BP 
techniques. The underlying problem that is relevant to 
diagnosis and treatment of hypertension is that the mech-
anisms that cause change in BP can be related to the heart 
(change in SV and HR), the vasculature (change in pe-
ripheral resistance) or vascular fluid volume, and these 
very mechanisms can affect the measurement of the pa-
rameters used to estimate BP. The response of PTT or 
PAT to a controlled protocol for a cold pressor test varies 
with different studies and cohorts and is also different 
between static and dynamics tests, even for similar change 
in BP [21, 27, 48, 49]. This implies a potentially variable 
sensitivity of the cuffless BP device with BP.

Conclusion

The universal acceptance of a reliable cuffless BP de-
vice that delivers meaningful readings of relevant physi-
ological BP would undoubtedly contribute to a paradigm 
shift of BP assessment and could conceivably lead to in-
creases in awareness of hypertension in society [7, 9]. The 
current surge in research, commercial, and clinical activ-
ity [8] suggests that there will be increased consumer ad-
herence to wearable devices that include BP as the suite 
of measurements of vital signs. However, the underlying 
challenges that are presented by cuffless BP devices still 
beg the question whether they can reliably replace the 
brachial cuff sphygmomanometer for diagnosis and treat-
ment of hypertension.

Statement of Ethics

The studies reported here were reviewed and approved by the 
Macquarie University Human Research Ethics Committee, ap-
proval number 5201700226. All participants gave written in-
formed consent.

Conflict of Interest Statement

The authors have no conflicts of interest to declare in relation 
to this manuscript. A.A. is an Associate Editor of the journal Pulse.

Funding Sources

The authors did not receive any funding for this study.



Avolio/Cox/Louka/Shirbani/Tan/Qasem/
Butlin

Pulse 2022;10:34–4544
DOI: 10.1159/000522660

Author Contributions

Alberto Avolio conceived the topic and wrote drafts of the 
manuscript; James Cox, Ahmad Qasem, Mark Butlin, and Isabella 
Tan provided critical feedback; James Cox, Kyrollos Louka, and 
Fatemeh Shirbani provided experimental data; Alberto Avolio, 
Mark Butlin, Isabella Tan, and Ahmad Qasem were involved in 
experimental supervision of studies and in data analysis.

Data Availability Statement

Parts of the data generated or analysed for the reported studies 
are included in this article as illustrative examples. Further enqui-
ries can be directed to the corresponding author.

References

  1	 NCD Risk Factor Collaboration (NCD-RisC). 
Worldwide trends in hypertension preva-
lence and progress in treatment and control 
from 1990 to 2019:  a pooled analysis of 1201 
population-representative studies with 104 
million participants. Lancet. 2021; 398(10304): 

957–80.
  2	 Dzau VJ, Balatbat CA. Future of hyperten-

sion. Hypertension. 2019; 74(3): 450–7.
  3	 US Preventive Services Task Force;  Krist AH, 

Davidson KW, Mangione CM, Cabana M, 
Caughey AB, et al. Screening for hypertension 
in adults:  US preventive services task force re-
affirmation recommendation statement. 
JAMA. 2021; 325(16): 1650–6.

  4	 Group SR, Wright JT Jr, Williamson JD, 
Whelton PK, Snyder JK, Sink KM, et al. A ran-
domized trial of intensive versus standard 
blood-pressure control. N Engl J Med. 2015; 

373(22): 2103–16.
  5	 Mukkamala R, Hahn JO, Inan OT, Mestha 

LK, Kim CS, Toreyin H, et al. Toward ubiqui-
tous blood pressure monitoring via pulse 
transit time:  theory and practice. IEEE Trans 
Biomed Eng. 2015; 62(8): 1879–901.

  6	 Landry C, Hedge ET, Hughson RL, Peterson 
SD, Arami A. Accurate blood pressure esti-
mation during activities of daily living:  a 
wearable cuffless solution. IEEE J Biomed 
Health Inform. 2021; 25(7): 2510–20.

  7	 Pandit JA, Lores E, Batlle D. Cuffless blood 
pressure monitoring:  promises and challeng-
es. Clin J Am Soc Nephrol. 2020; 15(10): 1531–
8.

  8	 Solà J, Delgado-Gonzales RE. The handbook 
of cuffless blood pressure monitoring:  a prac-
tial guide for clinicians, reseachers and engi-
neers. Switzerland:  Springer;  2019. p. 239.

  9	 Avolio A, Shirbani F, Tan I, Butlin M. Cuffless 
blood pressure monitoring and the advent of 
a new era in medicine and society. In:  Solà JD-
GR, editor. The handbook of cuffless blood 
pressure monitoring-a practical guide for cli-
nicians, researchers and engineers. Switzer-
land:  Springer;  2019. p. 1–7.

10	 Newlin DB, Levenson RW. Pre-ejection pe-
riod:  measuring beta-adrenergic influences 
upon the heart. Psychophysiology. 1979; 

16(6): 546–53.
11	 Elgendi M, Fletcher R, Liang Y, Howard N, 

Lovell NH, Abbott D, et al. The use of pho-
toplethysmography for assessing hyperten-
sion. NPJ Digit Med. 2019; 2: 60.

12	 Allen J. Photoplethysmography and its appli-
cation in clinical physiological measurement. 
Physiol Meas. 2007; 28(3): R1–39.

13	 Chandrasekhar A, Yavarimanesh M, Natara-
jan K, Hahn JO, Mukkamala R. PPG sensor 
contact pressure should be taken into account 
for cuff-less blood pressure measurement. 
IEEE Trans Biomed Eng. 2020; 67(11): 3134–
40.

14	 Socrates T, Krisai P, Vischer AS, Meienberg 
A, Mayr M, Burkard T. Improved agreement 
and diagnostic accuracy of a cuffless 24-h 
blood pressure measurement device in clini-
cal practice. Sci Rep. 2021; 11(1): 1143.

15	 Miranda Hurtado M, Reyes Vasquez J, Rodri-
guez-Fernandez M. Comparison of a tono-
metric with an oscillometric blood pressure 
monitoring device over 24 hours of ambula-
tory use. Blood Press Monit. 2021; 26(2): 149–
55.

16	 Agham ND, Chaskar UM. Learning and non-
learning algorithms for cuffless blood pres-
sure measurement:  a review. Med Biol Eng 
Comput. 2021; 59(6): 1201–22.

17	 Ding X. Machine learning techniques. In:  Solà 
J, Delgado-Gonzalo R, editors. The handbook 
of cuffless blood pressure monitoring:  a prac-
tical guide for clinicians, researchers and en-
gineers. Switzerland:  Springer;  2019. p. 139–
62.

18	 Louka K, Cox J, Tan I, Avolio AP, O’Rourke 
MF, Butlin M. An investigation of the indi-
vidualized, two-point calibration method for 
cuffless blood pressure estimation using pulse 
arrival time:  an historical perspective using 
the Casio BP-100 digital watch. Annu Int 
Conf IEEE Eng Med Biol Soc. 2021; 2021: 

7493–6.
19	 IEEE standard for wearable, cuffless blood 

pressure measuring devices:  amendment 1. 
2019. 1708a-2019 ISAI. Available from:  https: 

//standards.ieee.org/standard/1708a-2019.
html.

20	 Stergiou GS, Alpert B, Mieke S, Asmar R, At-
kins N, Eckert S, et al. A universal standard for 
the validation of blood pressure measuring 
devices:  Association for the Advancement of 
Medical Instrumentation/European Society 
of Hypertension/International Organization 
for Standardization (AAMI/ESH/ISO) col-
laboration statement. Hypertension. 2018; 

71(3): 368–74.

21	 Di Rienzo M, Avolio A, Rizzo G, Isilay Zeybek 
ZM, Cucugliato L. Multi-site pulse transit 
times, beat-to-beat blood pressure, and iso-
volumic contraction time at rest and under 
stressors. IEEE J Biomed Health Inform. 2022 
Feb; 26(2): 561–71.

22	 Block RC, Yavarimanesh M, Natarajan K, 
Carek A, Mousavi A, Chandrasekhar A, et al. 
Conventional pulse transit times as markers 
of blood pressure changes in humans. Sci Rep. 
2020; 10(1): 16373.

23	 Rader F, Victor RG. The slow evolution of 
blood pressure monitoring:  but wait, not so 
fast. JACC Basic Transl Sci. 2017; 2(6): 643–
5.

24	 Watanabe N, Bando YK, Kawachi T, Yamak-
ita H, Futatsuyama K, Honda Y, et al. Devel-
opment and validation of a novel cuff-less 
blood pressure monitoring device. JACC Ba-
sic Transl Sci. 2017; 2(6): 631–42.

25	 Mukkamala R, Yavarimanesh M, Natarajan 
K, Hahn JO, Kyriakoulis KG, Avolio AP, et al. 
Evaluation of the accuracy of cuffless blood 
pressure measurement devices:  challenges 
and proposals. Hypertension. 2021; 78(5): 

1161–7.
26	 Liu Q, Yan BP, Yu CM, Zhang YT, Poon CC. 

Attenuation of systolic blood pressure and 
pulse transit time hysteresis during exercise 
and recovery in cardiovascular patients. IEEE 
Trans Biomed Eng. 2014; 61(2): 346–52.

27	 Cox J. An investigation of underlying bio-
physical mechanisms in the use of pulse wave 
velocity for cuess measurement of blood pres-
sure. Sydney:  Macquarie University;  2019.

28	 Butlin M, Shirbani F, Barin E, Tan I, Spronck 
B, Avolio AP. Cuffless estimation of blood 
pressure:  importance of variability in blood 
pressure dependence of arterial stiffness 
across individuals and measurement sites. 
IEEE Trans Biomed Eng. 2018; 65(11): 2377–
83.

29	 Poon CC, Zhang YT. Using the changes in hy-
drostatic pressure and pulse transit time to 
measure arterial blood pressure. Annu Int 
Conf IEEE Eng Med Biol Soc. 2007; 2007: 

2336–7.
30	 Louka K. Personalised multipoint calibration 

curves obtained by controlled hydrostatic 
changes of the upper limb for cuffless estima-
tion of blood pressure from pulse transit time. 
Sydney:  Macquarie University;  2021.

https://www.karger.com/Article/FullText/522660?ref=1#ref1
https://www.karger.com/Article/FullText/522660?ref=2#ref2
https://www.karger.com/Article/FullText/522660?ref=3#ref3
https://www.karger.com/Article/FullText/522660?ref=4#ref4
https://www.karger.com/Article/FullText/522660?ref=5#ref5
https://www.karger.com/Article/FullText/522660?ref=5#ref5
https://www.karger.com/Article/FullText/522660?ref=6#ref6
https://www.karger.com/Article/FullText/522660?ref=6#ref6
https://www.karger.com/Article/FullText/522660?ref=7#ref7
https://www.karger.com/Article/FullText/522660?ref=8#ref8
https://www.karger.com/Article/FullText/522660?ref=8#ref8
https://www.karger.com/Article/FullText/522660?ref=8#ref8
https://www.karger.com/Article/FullText/522660?ref=9#ref9
https://www.karger.com/Article/FullText/522660?ref=9#ref9
https://www.karger.com/Article/FullText/522660?ref=9#ref9
https://www.karger.com/Article/FullText/522660?ref=10#ref10
https://www.karger.com/Article/FullText/522660?ref=11#ref11
https://www.karger.com/Article/FullText/522660?ref=12#ref12
https://www.karger.com/Article/FullText/522660?ref=13#ref13
https://www.karger.com/Article/FullText/522660?ref=14#ref14
https://www.karger.com/Article/FullText/522660?ref=15#ref15
https://www.karger.com/Article/FullText/522660?ref=16#ref16
https://www.karger.com/Article/FullText/522660?ref=16#ref16
https://www.karger.com/Article/FullText/522660?ref=17#ref17
https://www.karger.com/Article/FullText/522660?ref=17#ref17
https://www.karger.com/Article/FullText/522660?ref=17#ref17
https://www.karger.com/Article/FullText/522660?ref=18#ref18
https://www.karger.com/Article/FullText/522660?ref=18#ref18
https://www.karger.com/Article/FullText/522660?ref=20#ref20
https://www.karger.com/Article/FullText/522660?ref=21#ref21
https://www.karger.com/Article/FullText/522660?ref=22#ref22
https://www.karger.com/Article/FullText/522660?ref=23#ref23
https://www.karger.com/Article/FullText/522660?ref=24#ref24
https://www.karger.com/Article/FullText/522660?ref=24#ref24
https://www.karger.com/Article/FullText/522660?ref=25#ref25
https://www.karger.com/Article/FullText/522660?ref=26#ref26
https://www.karger.com/Article/FullText/522660?ref=26#ref26
https://www.karger.com/Article/FullText/522660?ref=27#ref27
https://www.karger.com/Article/FullText/522660?ref=27#ref27
https://www.karger.com/Article/FullText/522660?ref=27#ref27
https://www.karger.com/Article/FullText/522660?ref=27#ref27
https://www.karger.com/Article/FullText/522660?ref=28#ref28
https://www.karger.com/Article/FullText/522660?ref=29#ref29
https://www.karger.com/Article/FullText/522660?ref=29#ref29
https://www.karger.com/Article/FullText/522660?ref=30#ref30
https://www.karger.com/Article/FullText/522660?ref=30#ref30
https://www.karger.com/Article/FullText/522660?ref=30#ref30
https://www.karger.com/Article/FullText/522660?ref=30#ref30


Cuffless Measurement of Blood Pressure 45Pulse 2022;10:34–45
DOI: 10.1159/000522660

31	 Yavarimanesh M, Block RC, Natarajan K, 
Mestha LK, Inan O, Hahn JO, et al. Assess-
ment of calibration models for cuff-less blood 
pressure measurement after one year of aging. 
IEEE Trans Biomed Eng. 2021. Epub ahead of 
print.

32	 Gribbin B, Steptoe A, Sleight P. Pulse wave 
velocity as a measure of blood pressure 
change. Psychophysiology. 1976; 13(1): 86–90.

33	 Ogink PA, de Jong JM, Koeneman M, Weenk 
M, Engelen LJ, van Goor H, et al. Feasibility 
of a new cuffless device for ambulatory blood 
pressure measurement in patients with hy-
pertension:  mixed methods study. J Med In-
ternet Res. 2019; 21(6): e11164.

34	 Solà J, Vybornova A, Fallet S, Olivero E, De 
Marco B, Grossenbacher O, et al. Are cuffless 
devices challenged enough? Design of a vali-
dation protocol for ambulatory blood pres-
sure monitors at the wrist:  the case of the Ak-
tiia Bracelet. EMBC 2020 – 42nd Annual In-
ternational Conferences of the IEEE 
Engineering in Medicine and Biology Society. 
EMBS Virtual Academy;  2020. p. 4437–40.

35	 Atzmon Y, Ben Ishay E, Hallak M, Littman R, 
Eisenkraft A, Gabbay-Benziv R. Continuous 
maternal hemodynamics monitoring at deliv-
ery using a novel, noninvasive, wireless,PPG-
based sensor. J Clin Med. 2020; 10(1): 8.

36	 Boubouchairopoulou N, Kollias A, Chiu B, 
Chen B, Lagou S, Anestis P, et al. A novel cuf-
fless device for self-measurement of blood 
pressure:  concept, performance and clinical 
validation. J Hum Hypertens. 2017; 31(7): 

479–82.

37	 Krisai P, Vischer AS, Kilian L, Meienberg A, 
Mayr M, Burkard T. Accuracy of 24-hour am-
bulatory blood pressure monitoring by a nov-
el cuffless device in clinical practice. Heart. 
2019; 105(5): 399–405.

38	 Chandrasekhar A, Natarajan K, Yavari-
manesh M, Mukkamala R. An iPhone appli-
cation for blood pressure monitoring via the 
oscillometric finger pressing method. Sci Rep. 
2018; 8(1): 13136.

39	 Degott J, Ghajarzadeh-Wurzner A, Hofmann 
G, Proenca M, Bonnier G, Lemkaddem A, et 
al. Smartphone based blood pressure mea-
surement:  accuracy of the OptiBP mobile ap-
plication according to the AAMI/ESH/ISO 
universal validation protocol. Blood Press 
Monit. 2021 Dec 1; 26(6): 441–8.

40	 Luo H, Yang D, Barszczyk A, Vempala N, Wei 
J, Wu SJ, et al. Smartphone-based blood pres-
sure measurement using transdermal optical 
imaging technology. Circ Cardiovasc Imag-
ing. 2019; 12(8): e008857.

41	 Shirbani F, Moriarty A, Hui N, Cox J, Tan I, 
Avolio AP, et al. Contactless video-based 
photoplethysmography technique compari-
son investigating pulse transit time estima-
tion of arterial blood pressure. Annu Int Conf 
IEEE Eng Med Biol Soc. 2021; 2021: 5650–3.

42	 Matsumura K, Rolfe P, Toda S, Yamakoshi T. 
Cuffless blood pressure estimation using only 
a smartphone. Sci Rep. 2018; 8(1): 7298.

43	 Yamakoshi T, Rolfe P, Yamakoshi KI. Cuff-
less blood pressure estimation based on hae-
modynamic principles:  progress towards mo-
bile healthcare. PeerJ. 2021; 9: e11479.

44	 Lee J, Matsumura K, Yamakoshi T, Rolfe P, 
Tanaka N, Kim K, et al. Validation of normal-
ized pulse volume in the outer ear as a simple 
measure of sympathetic activity using warm 
and cold pressor tests:  towards applications in 
ambulatory monitoring. Physiol Meas. 2013; 

34(3): 359–75.
45	 Lee HY, Lee DJ, Seo J, Ihm SH, Kim KI, Cho 

EJ, et al. Smartphone/smartwatch-based cuff-
less blood pressure measurement:  a position 
paper from the Korean Society of Hyperten-
sion. Clin Hypertens. 2021; 27(1): 4.

46	 Nachman D, Gepner Y, Goldstein N, Kaba-
kov E, Ishay AB, Littman R, et al. Comparing 
blood pressure measurements between a pho-
toplethysmography-based and a standard 
cuff-based manometry device. Sci Rep. 2020; 

10(1): 16116.
47	 Padwal R. Cuffless blood pressure measure-

ment:  how did accuracy become an after-
thought? Am J Hypertens. 2019; 32(9): 807–9.

48	 Cox J, Avolio AP, Louka K, Shirbani F, Tan I, 
Butlin M. Blood pressure-independent neu-
rogenic effect on conductance and resistance 
vessels:  a consideration for cuffless blood 
pressure measurement? Annu Int Conf IEEE 
Eng Med Biol Soc. 2021; 2021: 7485–8.

49	 Shin S, Mousavi A, Lyle S, Jang E, Yousefian 
P, Mukkamala R, et al. Posture-dependent 
variability in wrist ballistocardiogram-photo-
plethysmogram pulse transit time:  implica-
tion to cuff-less blood pressure tracking. IEEE 
Trans Biomed Eng. 2022; 69(1): 347–55.

https://www.karger.com/Article/FullText/522660?ref=31#ref31
https://www.karger.com/Article/FullText/522660?ref=32#ref32
https://www.karger.com/Article/FullText/522660?ref=33#ref33
https://www.karger.com/Article/FullText/522660?ref=33#ref33
https://www.karger.com/Article/FullText/522660?ref=35#ref35
https://www.karger.com/Article/FullText/522660?ref=36#ref36
https://www.karger.com/Article/FullText/522660?ref=37#ref37
https://www.karger.com/Article/FullText/522660?ref=38#ref38
https://www.karger.com/Article/FullText/522660?ref=39#ref39
https://www.karger.com/Article/FullText/522660?ref=39#ref39
https://www.karger.com/Article/FullText/522660?ref=40#ref40
https://www.karger.com/Article/FullText/522660?ref=40#ref40
https://www.karger.com/Article/FullText/522660?ref=41#ref41
https://www.karger.com/Article/FullText/522660?ref=41#ref41
https://www.karger.com/Article/FullText/522660?ref=42#ref42
https://www.karger.com/Article/FullText/522660?ref=43#ref43
https://www.karger.com/Article/FullText/522660?ref=44#ref44
https://www.karger.com/Article/FullText/522660?ref=45#ref45
https://www.karger.com/Article/FullText/522660?ref=46#ref46
https://www.karger.com/Article/FullText/522660?ref=47#ref47
https://www.karger.com/Article/FullText/522660?ref=48#ref48
https://www.karger.com/Article/FullText/522660?ref=48#ref48
https://www.karger.com/Article/FullText/522660?ref=49#ref49
https://www.karger.com/Article/FullText/522660?ref=49#ref49

	StartZeile
	startTableBody
	startTableBody
	startTableBody

