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Abstract: Background: Heart rate variability (HRV) could have independent and critical prognostic
values in patients admitted for ST segment elevation myocardial infarction (STEMI). There are limited
data in the literature regarding HRV assessment in STEMI setting. Thus, we aim to investigate the
potential correlations between HRV and adverse outcomes in a contemporary cohort of patients
presenting with STEMI undergoing primary percutaneous coronary intervention (PCI). Methods: We
will perform a prospective, observational cohort study in a single healthcare center. Adult patients
aged ≥18 years presenting with STEMI in sinus rhythm will be enrolled for primary PCI within 12 h
from symptoms onset. Time domain, frequency domain, and nonlinear HRV parameters will be
measured using a medically approved wrist-wearable device for 5 min segments during myocardial
revascularization by primary PCI. Additional HRV measurements will be performed one and six
months from the index event. The primary composite outcome will include all-cause mortality and
major adverse cardiovascular events (during the hospital stay, one month, and one year following
admission). Several secondary outcomes will be analyzed: individual components of the primary
composite outcome, target lesion revascularization, hospitalizations for heart failure, ventricular
arrhythmias, left ventricular ejection fraction, and left ventricular diastolic function. Conclusions:
Our study will enlighten the reliability and usefulness of HRV evaluation as a prognostic marker in
contemporary patients with STEMI. The potential validation of HRV as a risk marker for adverse
outcomes following STEMI will ensure a background for including HRV parameters in future risk
scores and guidelines.

Keywords: ST elevation myocardial infarction; heart rate variability; percutaneous coronary interven-
tion; prognosis; prospective study; risk factors; autonomic nervous system; wearable electronic devices

1. Introduction

Ischemic heart disease represents the leading global cause of death, owing to a higher
prevalence of risk factors, such as arterial hypertension, diabetes mellitus, metabolic syn-
drome, and aging [1]. Hence, ischemic heart disease patients with an increased risk of
adverse outcomes should be identified early to ensure a close follow-up and a timely
therapeutic intervention.

In the case of patients with ST segment elevation myocardial infarction (STEMI), the
European Society of Cardiology (ESC) guidelines advocated for early assessment of short-
and long-term risks of adverse events [2]. In this regard, the Global Registry of Acute
Coronary Events (GRACE) score was endorsed to identify high-risk patients [2,3]. Heart
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rate variability (HRV) is an indirect marker of autonomic nervous system function. To
date, HRV proves to be an excellent prognostic element for mortality in patients with acute
myocardial infarction or end-stage kidney disease [4,5]. However, none of the existing risk
scores is perfect in predicting subsequent worse outcomes following STEMI. Therefore, the
ability of HRV to increase the prediction power of current clinical models in STEMI is a
matter of further research.

In addition to clinical, biological, and imagistic parameters recommended by the guide-
lines for risk stratification, HRV could have a significant and independent prognostic value
in STEMI patients [6]. HRV represents the fluctuation in time of RR intervals, reflecting
the balance between sympathetic and parasympathetic autonomic nervous systems [7]. In
addition to neural activities, respiratory rate could also influence HRV measurements [8,9].
In addition, different respiratory biofeedback techniques were developed to modulate HRV
parameters [10]. HRV should not be regarded as a single parameter, as it could be assessed
by different time domain, frequency domain, and nonlinear measurements [11].

An early study revealed an association between HRV and mortality in patients with
acute myocardial infarction (AMI), including those treated with thrombolysis (p = 0.028) [4].
In a more recent trial involving STEMI patients (with reperfusion therapy), time domain
HRV measurements were associated with all-cause mortality [12]. However, there were no
documented differences in HRV parameters regarding other end-points, including cardiac
mortality and major clinical events [12].

Thus, the relevance of HRV assessment in a contemporary cohort of patients presenting
with STEMI should be investigated, especially in the era of the new generation of drug-
eluting stents.

Although most studies measured HRV parameters during 24 h electrocardiographic
monitoring, some parameters are validated for a shorter time interval (2–5 min) [7,11]. This
is of particular interest, as wearable devices were developed to provide (short-timed) HRV
data and already received CE marks for medical use [13–15]. As far as we know, the utility
of HRV assessment using wearable devices in STEMI patients was never investigated in
clinical studies.

Therefore, we will conduct a single-center, prospective, observational cohort study
to investigate the prognostic role of HRV recordings in patients presenting with STEMI
revascularized by primary percutaneous coronary intervention (PCI).

2. Materials and Methods

We designed a protocol of observational, prospective cohort study according to
STROBE statement (see Table S1), in which patients with STEMI will be enrolled [16].
At least 200 consecutive patients who meet inclusion criteria referred to the catheterization
laboratory from the Institute of Cardiovascular Diseases “Prof. George I.M. Georgescu”
will be analyzed. The study protocol was registered in the ClinicalTrials.gov database
(NCT05098977) and was approved by the Ethics Committee of the Institute of Cardiovascu-
lar Diseases “Prof. George I.M. Georgescu” in Iasi, Romania.

Interventional studies involving animals or humans, and other studies that require
ethical approval, must list the authority that provided approval and the corresponding
ethical approval code.

2.1. Study Objectives

The objectives of our study are: (1) HRV measurement in patients presenting with
STEMI revascularized by primary PCI using a wearable medical device; (2) Correlation as-
sessment between HRV and short- and long-term adverse clinical events, including different
subgroups of patients (chronic kidney disease, diabetes mellitus, elderly); (3) Development
of a registry which will include HRV parameters measured in a contemporary cohort of
patients with STEMI.
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2.2. Eligibility Criteria

We defined several inclusion criteria which will be applied for each patient:

(1) Age ≥ 18 years;
(2) Patients in sinus rhythm;
(3) STEMI diagnosis referred for primary PCI within 12 h from symptoms onset;
(4) Patients who agree to participate in the study and sign the informed consent.

In addition, we pre-specified key exclusion criteria, which also encompassed factors
interfering with RR intervals and HRV parameters:

(1) Patients who are unable to sign the informed consent;
(2) Atrioventricular block of any degree or sinus node dysfunction;
(3) Atrial fibrillation;
(4) Paced ventricular rhythm;
(5) Frequent premature supraventricular or ventricular contractions;
(6) Treatment with positive inotropic or chronotropic drugs;
(7) History of myocardial infarction or myocardial revascularization (PCI or coronary

artery bypass graft surgery—CABG);
(8) Patients who refused to participate in the study.

STEMI will be defined according to the fourth universal definition of myocardial
infarction [17].

2.3. HRV Parameters Measured

We will measure HRV parameters recommended by the ESC and the North American
Society of Pacing and Electrophysiology guidelines [7]:

(1) Time domain parameters: standard deviation of all NN intervals (SDNN), HRV
triangular index, the standard deviation of the average NN interval over short time di-
visions (SDANN), and the square root of the mean squared differences of consecutive
NN intervals (RMSSD);

(2) Frequency domain parameters: low-frequency power (LF), high-frequency power
(HF), and LF/HF ratio.

Additionally, some nonlinear HRV parameters will be evaluated, such as SD1, SD2,
SD2/SD1, approximate entropy, and sample entropy.

HRV will be measured in addition to medical and interventional therapy for myocar-
dial infarction according to the latest ESC guidelines focused on STEMI [2]. HRV will be
assessed using a medically approved wrist-wearable device (E4 wristband from Empatica,
CE certified) for 5 min segments during myocardial revascularization by primary PCI
(before and after revascularization). The E4 device will be placed on the non-dominant
hand, with the case tightener on the top of the wrist. The validity of HRV measurement
using an Empatica E4 wristband was previously confirmed in a clinical study [13]. Raw
data regarding heart rate and HRV (interbeat interval data) will be extracted from the
wristband and further analyzed using Kubios software. Among available E4 wristband
sensors, photoplethysmography will be used to derive interbeat interval data from blood
volume pulse analysis. The blood volume pulse signal has a sampling rate of 64 Hz (resolu-
tion 1/64 s) as specified by the manufacturer. All HRV parameters of interest (including
frequency domain and nonlinear parameters) will be automatically calculated using Kubios
software [18]. Moreover, eventual artifacts in raw data collection will be corrected using
a very low threshold algorithm (0.45 s) in Kubios to avoid significant HRV parameters
deformation. Additional HRV measurements will be performed after the index event (at
one and six months).

2.4. Collected Data

The following data will be collected and analyzed:

• Demographic data (age, sex);
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• Time to primary PCI in relation to chest pain onset;
• Comorbidities (arterial hypertension, diabetes mellitus, chronic kidney disease, is-

chemic heart disease, stroke);
• Cardiovascular risk factors (advanced age, gender, high body mass index, smoking,

sedentarism, inflammation);
• Cardiac rhythm; HRV parameters (time domain, frequency domain, and nonlinear

measurements),
• Biological data (creatine kinase-MB—CK-MB, lactate dehydrogenase—LDH, aspartate

transaminase—AST, cardiac-specific troponin, complete blood count, hemoglobin,
hematocrit, glycemia, lipid profile, serum urea, and creatinine, estimated glomerular
filtration rate using CKD-EPI equation, serum potassium, and sodium, C-reactive
protein, N-terminal pro-b-type natriuretic peptide);

• Left ventricular ejection fraction (LVEF) evaluated at admission, pre-discharge, and
during follow-up;

• Thrombolysis in myocardial infarction (TIMI) flow before and after primary PCI;
• Type of stent used for primary PCI;
• GRACE score;
• SYNTAX score II will be documented if three-vessel coronary disease or left main

stem disease.

All data, including patients’ names and the aforementioned data, will be stored in
an electronic database available only for study investigators. Collected data in relation to
specific timeframes were displayed in Table 1.

Table 1. Collecting data at specific time points.

Procedures/Timepoint
Study Interventions

Enrollment Baseline During Hospital Stay 1 Month 12 Months

Enrollment X
Screen for eligibility X
Contact information X

Informed consent
Interventions

Demographic data X
Time to PCI X

Comorbidities X
Cardiovascular risk

factors X

Blood collection X
Echocardiography X X X X
Angiographic data X

ECG X X X X
HRV measurement X X X

Assessments
Clinical data X X X X

Primary composite
outcome X X X

Secondary outcomes X X X

ECG = electrocardiography; HRV = heart rate variability; PCI = percutaneous coronary intervention.

2.5. Outcomes and Follow-Up

The primary composite outcome will include all-cause mortality and major adverse
cardiovascular events (MACE). MACE will include cardiac mortality, fatal and non-fatal
myocardial infarction, unplanned target vessel revascularization (TVR), and stroke (is-
chemic or hemorrhagic).

In addition, several secondary outcomes will be analyzed: (a) all-cause and cardiac
mortality; (b) fatal and non-fatal myocardial infarction; (c) unplanned target vessel revas-
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cularization; (d) target lesion revascularization (TLR); (e) stroke; (f) hospitalizations for
heart failure; (g) ventricular arrhythmias; (h) LVEF and left ventricular diastolic function.
Moreover, the primary composite outcome will be evaluated in a high-risk subgroup of
patients, such as elderly patients or those with diabetes mellitus/chronic kidney disease.

TVR will be defined as new stenosis requiring PCI or CABG in another part of the
coronary artery treated at the index event. TLR will include unplanned PCI or CABG
for the same lesion revascularized during primary PCI. LVEF will be measured using
two-dimensional transthoracic echocardiography (Simpson methods). At least E/A or
E/e prime ratios will be calculated for left ventricular diastolic function. Ventricular
arrhythmias will be defined as ventricular fibrillation or sustained ventricular tachycardia
documented at electrocardiographic monitoring. The primary composite outcome and
secondary outcomes will be evaluated during the hospital stay, at 1 month and 1 year
following admission for STEMI. All data regarding the outcomes will be collected from
secure medical records.

2.6. Participation Timeline

The expected duration of the study is three years following ethical approval by the
local ethical review committee. As a first step, eligibility criteria will be analyzed at patients’
admission to the catheterization laboratory. Patients will be enrolled if all inclusion criteria
will be fulfilled. During primary PCI procedure, HRV will be continuously monitored
using a wearable device, which will be further analyzed offline using Kubios software.
Additionally, at the index procedure demographic data, time to primary PCI in relation
to chest pain onset; data regarding comorbidities and cardiovascular risk factors; and
specified clinical, biological, and echocardiographic parameters will be collected.

During the hospital stay, patients will be re-evaluated echocardiographically and
pre-discharge LVEF will be recorded. All outcomes of interest will be reported at this first
time point in order to analyze a possible correlation between previously measured HRV
parameters and short-term adverse events.

At 1 month and at 12 months after the index event, HRV will be re-assessed. In addi-
tion, in these time frames, clinical and echocardiographic data will be collected. Primary
and secondary outcomes will be reported and an eventual correlation with HRV measured
during primary PCI, as well as after 1 month and 12 months, will be analyzed.

2.7. Statistical Analysis

SPSS statistical software version 26.0 will be used (IBM SPSS Statistics, New York, NY,
USA). Descriptive statistics will be applied to characterize enrolled patients. Normally
distributed data will be represented as mean and standard deviation, while non-normal
distributed data will be displayed as median and Inter Quartile Range (IQR). Also, relevant
graphics will be used when possible.

When appropriate, data will be analyzed using parametric (Student’s t-test) and non-
parametric tests (Mann–Whitney–Wilcoxon). In addition, for statistical hypothesis testing,
Student’s t-test will be applied in case of continuous variables, while categorical variables
will be compared using the chi-square test. Missing data will be handled using a multiple
imputation approach.

Odds ratio (OR), corresponding 95% confidence intervals, and p-values will be calcu-
lated for each variable related to investigated outcomes. A p-value < 0.05 will be considered
statistically significant. Univariate logistic regression models will reveal statistically signifi-
cant variables associated with pre-specified outcomes. Afterward, variables documented
as statistically significant in univariate logistic regression models will be included in multi-
variate analysis. Moreover, the prediction accuracy of time and frequency domain HRV
parameters for primary and secondary outcomes will be evaluated using the Receiver Op-
erator Characteristics (ROC) curve. The sensibility, specificity, and c-statistic of individual
HRV parameters will be calculated. Additionally, the Kaplan–Meier survival curve will be
used to analyze time to event variables.
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In addition, the role of HRV parameters for adverse outcomes prediction will be
analyzed in three subgroups of high-risk patients, including patients with chronic kidney
disease, diabetes mellitus, and elderly participants.

3. Results

In order to enhance the reading process, the results will also be displayed as tables
and figures. We will provide data regarding HRV parameters values in patients presenting
with STEMI. The correlation between HRV and adverse short- and long-term outcomes will
be analyzed and presented. The independent value of HRV measurements for predicting
primary and secondary outcomes will also be reported.

4. Discussion

Our study will prospectively investigate the impact of HRV time domain, frequency
domain and nonlinear parameters on adverse outcomes in a contemporary cohort of
STEMI patients revascularized by primary PCI. To the best of our knowledge, it will be the
first study to document the potential prognostic role of HRV variables in STEMI patients
measured with a wrist-wearable medical device.

HRV represents an indirect marker of autonomic nervous system function, reflecting
the impact of sympathetic and parasympathetic nervous systems balance on the heart [19].
HRV constitutes not only the result of a complex connection between the central nervous
system and the heart, but also an active marker that can be enhanced [20]. In this regard,
HRV could be influenced by a unique respiration technique, HRV biofeedback, which could
improve outcomes in various chronic conditions, including cardiovascular diseases [21].
As we have previously shown, this bidirectional interaction is a dynamic process, while
modulating HRV could have favorable implications on STEMI end points [22].

Consequently, this expression of heart–brain interaction could represent a prognostic
marker in patients with cardiovascular diseases [23]. A meta-analysis on 28 cohort studies
involving patients with cardiovascular diseases reported that HRV parameters (both time-
and frequency domain variables) were significantly associated with all-cause death (HR
2.12, 95% CI, 1.64–2.75) and adverse cardiovascular events (HR 1.46, 95% CI, 1.19–1.77).
Interestingly, in a subgroup analysis, HRV values were only correlated with all-cause death
in the case of patients with AMI (HR 2.52, 95% CI, 1.75–3.62), but not in those with heart
failure (HR 1.47, 95% CI, 0.99–2.17) [24]. However, studies that enrolled AMI patients are
old and did not reflect current treatment options and guidelines. As a consequence, the
impact of HRV measurement in contemporary patients with STEMI should be reassessed.

In addition to its possible prognostic value, HRV might be used for AMI diagnosis
and myocardial ischemia detection. In one study which enrolled patients without known
coronary artery disease, a low HRV had an excellent negative predictive value for myocar-
dial ischemia (97%), though sensitivity and specificity were lower (respectively, 71% and
60%) [25]. In another study, the authors reported that low HRV values were significant
predictors for obstructive coronary artery disease, even after multivariable adjustment [10].
Moreover, we will try to elucidate the role of HRV assessment for secondary prevention
following STEMI by investigating the incidence of MACE, including fatal and non-fatal
myocardial infarction and TLR.

HRV was established as a prognostic marker in the case of patients with end-stage
kidney disease undergoing hemodialysis. In this regard, a recent meta-analysis showed
increased all-cause mortality (HR 1.63, 95% CI, 1.11–2.39) linked, mainly, to lower SDANN
and LF/HF ratio values [5]. Similar results are expected to be documented in the case of
patients presenting with STEMI.

Instantaneous HRV assessment could be influenced by various intrinsic and envi-
ronmental factors. Although short-term and ultrashort-term HRV parameters were in-
vestigated extensively investigated in clinical studies, these values should not be used
interchangeably with long-term 24 h parameters [11].
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In the last years, more data became available in favor of HRV measurement with
photoplethysmography using various wrist-worn devices [13,26]. These devices could
provide an accurate assessment of all HRV parameters, including time domain, frequency
domain, and nonlinear parameters. Usually, wearable devices could collect interbeat
interval data, further analyzed with software to derive all HRV parameters [13,26]. Hence,
we will investigate the utility of wrist-worn-device-derived HRV parameters to identify
patients with STEMI at a higher risk of worse outcomes. Additionally, we will provide
an eventual tool for the residual risk stratification in AMI patients and LEFV recovery
prediction [27]. In addition, the present study will represent a background to support the
integration of HRV parameters in remote control algorithms in this subset of patients as a
simple and noninvasive measurement.

5. Conclusions

HRV measurement represents a feasible and easy-to-measure marker due to techno-
logical progress. Our study will enlighten the reliability and usefulness of HRV evaluation
as a prognostic marker in contemporary patients with STEMI. The potential validation of
HRV as a risk marker for adverse outcomes following STEMI will ensure a background for
including HRV parameters in future risk scores and guidelines. In addition, we will high-
light the importance of new methods of HRV assessment, such as photoplethysmography
using wrist-worn devices.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/s22093571/s1, Table S1: STROBE statement.

Author Contributions: Conceptualization, C.B., A.B. and M.F.; methodology, C.B., A.C. (Adrian
Covic) and A.B.; writing—original draft preparation, all authors; writing—review and editing, A.B.;
supervision, A.C. (Adrian Covic), A.C. (Andreea Covic) and D.-V.S. All authors have read and agreed
to the published version of the manuscript.

Funding: This research received no external funding.

Informed Consent Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Khan, M.A.; Hashim, M.J.; Mustafa, H.; Baniyas, M.Y.; Al Suwaidi, S.K.B.M.; AlKatheeri, R.; Alblooshi, F.M.K.; Almatrooshi,

M.E.A.H.; Alzaabi, M.E.H.; Al Darmaki, R.S.; et al. Global Epidemiology of Ischemic Heart Disease: Results from the Global
Burden of Disease Study. Cureus 2020, 12, e9349. [CrossRef] [PubMed]

2. Ibanez, B.; James, S.; Agewall, S.; Antunes, M.J.; Bucciarelli-Ducci, C.; Bueno, H.; Caforio, A.L.P.; Crea, F.; Goudevenos, J.A.;
Halvorsen, S.; et al. 2017 ESC Guidelines for the management of acute myocardial infarction in patients presenting with ST-
segment elevation: The Task Force for the management of acute myocardial infarction in patients presenting with ST-segment
elevation of the European Society of Cardiology (ESC). Eur. Heart J. 2018, 39, 119–177. [CrossRef] [PubMed]

3. Chen, Y.-H.; Huang, S.-S.; Lin, S.-J. TIMI and GRACE Risk Scores Predict Both Short-Term and Long-Term Outcomes in Chinese
Patients with Acute Myocardial Infarction. Acta Cardiol. Sin. 2018, 34, 4–12. [CrossRef] [PubMed]

4. Katz, A.; Liberty, I.F.; Porath, A.; Ovsyshcher, I.; Prystowsky, E.N. A simple bedside test of 1-minute heart rate variability during
deep breathing as a prognostic index after myocardial infarction. Am. Heart J. 1999, 138, 32–38. [CrossRef]

5. Yang, L.; Zhao, Y.; Qiao, B.; Wang, Y.; Zhang, L.; Cui, T.; Fu, P. Heart Rate Variability and Prognosis in Hemodialysis Patients: A
Meta-Analysis. Blood Purif. 2021, 50, 298–308. [CrossRef]

6. Balanescu, S.; Corlan, A.D.; Dorobantu, M.; Gherasim, L. Prognostic value of heart rate variability after acute myocardial
infarction. Med. Sci. Monit. 2004, 10, Cr307–Cr315.

7. Malik, M. Heart rate variability: Standards of measurement, physiological interpretation and clinical use. Task Force of the
European Society of Cardiology and the North American Society of Pacing and Electrophysiology. Circulation 1996, 93, 1043–1065.
[CrossRef]

8. Song, H.S.; Lehrer, P.M. The effects of specific respiratory rates on heart rate and heart rate variability. Appl. Psychophysiol.
Biofeedback 2003, 28, 13–23. [CrossRef]

9. Liu, H.; Allen, J.; Zheng, D.; Chen, F. Recent development of respiratory rate measurement technologies. Physiol. Meas. 2019,
40, 07tr01. [CrossRef]

https://www.mdpi.com/article/10.3390/s22093571/s1
https://www.mdpi.com/article/10.3390/s22093571/s1
http://doi.org/10.7759/cureus.9349
http://www.ncbi.nlm.nih.gov/pubmed/32742886
http://doi.org/10.1093/eurheartj/ehx393
http://www.ncbi.nlm.nih.gov/pubmed/28886621
http://doi.org/10.6515/ACS.201801_34(1).20170730B
http://www.ncbi.nlm.nih.gov/pubmed/29375219
http://doi.org/10.1016/S0002-8703(99)70242-5
http://doi.org/10.1159/000511723
http://doi.org/10.1111/j.1542-474X.1996.tb00275.x
http://doi.org/10.1023/A:1022312815649
http://doi.org/10.1088/1361-6579/ab299e


Sensors 2022, 22, 3571 8 of 8

10. Li, H.-R.; Lu, T.-M.; Cheng, H.-M.; Lu, D.-Y.; Chiou, C.-W.; Chuang, S.-Y.; Yang, A.C.; Sung, S.-H.; Yu, W.-C.; Chen, C.-H. Additive
Value of Heart Rate Variability in Predicting Obstructive Coronary Artery Disease beyond Framingham Risk. Circ. J. 2016,
80, 494–501. [CrossRef]

11. Shaffer, F.; Ginsberg, J.P. An Overview of Heart Rate Variability Metrics and Norms. Front. Public Health 2017, 5, 258. [CrossRef]
[PubMed]

12. Compostella, L.; Lakusic, N.; Compostella, C.; Truong, L.V.S.; Iliceto, S.; Bellotto, F. Does heart rate variability correlate with long-
term prognosis in myocardial infarction patients treated by early revascularization? World J. Cardiol. 2017, 9, 27–38. [CrossRef]
[PubMed]

13. Schuurmans, A.A.T.; de Looff, P.; Nijhof, K.S.; Rosada, C.; Scholte, R.H.J.; Popma, A.; Otten, R. Validity of the Empatica E4
Wristband to Measure Heart Rate Variability (HRV) Parameters: A Comparison to Electrocardiography (ECG). J. Med. Syst. 2020,
44, 190. [CrossRef] [PubMed]

14. Chorin, E.; Hochstadt, A.; Schwartz, A.L.; Matz, G.; Viskin, S.; Rosso, R. Continuous Heart Rate Monitoring for Automatic
Detection of Life-Threatening Arrhythmias with Novel Bio-Sensing Technology. Front. Cardiovasc. Med. 2021, 8. [CrossRef]

15. Singh, N.; Moneghetti, K.J.; Christle, J.W.; Hadley, D.; Froelicher, V.; Plews, D. Heart Rate Variability: An Old Metric with New
Meaning in the Era of Using mHealth technologies for Health and Exercise Training Guidance. Part Two: Prognosis and Training.
Arrhythm. Electrophysiol. Rev. 2018, 7, 247–255. [CrossRef] [PubMed]

16. Elm, E.v.; Altman, D.G.; Egger, M.; Pocock, S.J.; Gøtzsche, P.C.; Vandenbroucke, J.P. Strengthening the reporting of observational
studies in epidemiology (STROBE) statement: Guidelines for reporting observational studies. BMJ 2007, 335, 806. [CrossRef]
[PubMed]

17. Thygesen, K.; Alpert, J.S.; Jaffe, A.S.; Chaitman, B.R.; Bax, J.J.; Morrow, D.A.; White, H.D. Fourth Universal Definition of
Myocardial Infarction (2018). Circulation 2018, 138, e618–e651. [CrossRef]

18. Tarvainen, M.P.; Niskanen, J.P.; Lipponen, J.A.; Ranta-Aho, P.O.; Karjalainen, P.A. Kubios HRV—Heart rate variability analysis
software. Comput. Methods Programs Biomed. 2014, 113, 210–220. [CrossRef]

19. Laborde, S. Chapter 17—Bridging the Gap between Emotion and Cognition: An Overview. In Performance Psychology; Raab, M.,
Lobinger, B., Hoffmann, S., Pizzera, A., Laborde, S., Eds.; Academic Press: San Diego, CA, USA, 2016; pp. 275–289. [CrossRef]

20. Chand, T.; Li, M.; Jamalabadi, H.; Wagner, G.; Lord, A.; Alizadeh, S.; Danyeli, L.V.; Herrmann, L.; Walter, M.; Sen, Z.D. Heart
Rate Variability as an Index of Differential Brain Dynamics at Rest and After Acute Stress Induction. Front. Neurosci. 2020, 14.
[CrossRef]

21. Fournié, C.; Chouchou, F.; Dalleau, G.; Caderby, T.; Cabrera, Q.; Verkindt, C. Heart rate variability biofeedback in chronic disease
management: A systematic review. Complementary Ther. Med. 2021, 60, 102750. [CrossRef]

22. Burlacu, A.; Brinza, C.; Popa, I.V.; Covic, A.; Floria, M. Influencing Cardiovascular Outcomes through Heart Rate Variability
Modulation: A Systematic Review. Diagnostics 2021, 11, 2198. [CrossRef]

23. Watanabe, E.; Kiyono, K.; Yamamoto, Y.; Hayano, J. Heart Rate Variability and Cardiac Diseases. In Clinical Assessment of the
Autonomic Nervous System; Iwase, S., Hayano, J., Orimo, S., Eds.; Springer: Tokyo, Japan, 2017; pp. 163–178. [CrossRef]

24. Fang, S.-C.; Wu, Y.-L.; Tsai, P.-S. Heart Rate Variability and Risk of All-Cause Death and Cardiovascular Events in Patients with
Cardiovascular Disease: A Meta-Analysis of Cohort Studies. Biol. Res. Nurs. 2019, 22, 45–56. [CrossRef] [PubMed]

25. Goldenberg, I.; Goldkorn, R.; Shlomo, N.; Einhorn, M.; Levitan, J.; Kuperstein, R.; Klempfner, R.; Johnson, B. Heart Rate Variability
for Risk Assessment of Myocardial Ischemia in Patients without Known Coronary Artery Disease: The HRV-DETECT (Heart Rate
Variability for the Detection of Myocardial Ischemia) Study. J. Am. Heart Assoc. 2019, 8, e014540. [CrossRef] [PubMed]

26. Natarajan, A.; Pantelopoulos, A.; Emir-Farinas, H.; Natarajan, P. Heart rate variability with photoplethysmography in 8 million
individuals: A cross-sectional study. Lancet Digit. Health 2020, 2, e650–e657. [CrossRef]

27. Abtan, J.; Bhatt, D.L.; Elbez, Y.; Sorbets, E.; Eagle, K.; Ikeda, Y.; Wu, D.; Hanson, M.E.; Hannachi, H.; Singhal, P.K.; et al. Residual
Ischemic Risk and Its Determinants in Patients with Previous Myocardial Infarction and without Prior Stroke or TIA: Insights
From the REACH Registry. Clin. Cardiol. 2016, 39, 670–677. [CrossRef] [PubMed]

http://doi.org/10.1253/circj.CJ-15-0588
http://doi.org/10.3389/fpubh.2017.00258
http://www.ncbi.nlm.nih.gov/pubmed/29034226
http://doi.org/10.4330/wjc.v9.i1.27
http://www.ncbi.nlm.nih.gov/pubmed/28163834
http://doi.org/10.1007/s10916-020-01648-w
http://www.ncbi.nlm.nih.gov/pubmed/32965570
http://doi.org/10.3389/fcvm.2021.707621
http://doi.org/10.15420/aer.2018.30.2
http://www.ncbi.nlm.nih.gov/pubmed/30588312
http://doi.org/10.1136/bmj.39335.541782.AD
http://www.ncbi.nlm.nih.gov/pubmed/17947786
http://doi.org/10.1161/CIR.0000000000000617
http://doi.org/10.1016/j.cmpb.2013.07.024
http://doi.org/10.1016/B978-0-12-803377-7.00017-X
http://doi.org/10.3389/fnins.2020.00645
http://doi.org/10.1016/j.ctim.2021.102750
http://doi.org/10.3390/diagnostics11122198
http://doi.org/10.1007/978-4-431-56012-8_10
http://doi.org/10.1177/1099800419877442
http://www.ncbi.nlm.nih.gov/pubmed/31558032
http://doi.org/10.1161/JAHA.119.014540
http://www.ncbi.nlm.nih.gov/pubmed/31838969
http://doi.org/10.1016/S2589-7500(20)30246-6
http://doi.org/10.1002/clc.22583
http://www.ncbi.nlm.nih.gov/pubmed/27588731

	Introduction 
	Materials and Methods 
	Study Objectives 
	Eligibility Criteria 
	HRV Parameters Measured 
	Collected Data 
	Outcomes and Follow-Up 
	Participation Timeline 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

