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Introduction

Obesity was declared a global epidemic by the World
Health Organization and is associated with increased cardiac
risk and higher indices of morbidly and mortality;
moreover, it is considered as major risk factor for the
development of ob-structive sleep apnea (OSA) [1-4]. The
prevalence of OSA in obese patients is nearly twice that of
normal-weight adults [4-6].

OSA associated to obesity can be responsible for
autonom-ic  dysregulation, with impaired heart rate
variability (HRV) that could contribute to myocardial
ischemia or arrhythmias [7-10]. A better understanding
about autonomic cardiac reg-ulation, respiratory variations,
and cardio-respiratory coupling (CRC) in obese patients
that will undergo bariatric surgery would be important to
manage the pre- and postoperatory period. Thus, CRC
indices may provide valuable insight into different aspects
of the cardiorespiratory interaction, which the HRV
investigation is not able to address [11]; moreover, they
may provide additional information about surgery risks and
perioperative complications, useful to support clinicians in
the decision about interventions to decrease possible



complications and minimize risks as, for instance, the appli-
cation of CPAP therapy [5, 6, 10].

During sleep, HRV is affected by sleep stage organization
and by the presence, of apnea events. Respiration changes
during sleep as well, becoming deeper and more regular
during deep sleep, and shallower and more frequent during
rapid eye movement (REM) sleep [11]. However, it is not
known how severity of obesity affects the cardiac autonomic
nervous system during sleep and if sleep stage organization
influences HRV in obese patients. Given the fact that OSA in
obesity is considered a major risk factor for cardiac autonomic
impairment, we hypothesized that a more drastic HRV impair-
ment would be found as severity of obesity increased.

Therefore, the aim of the study was to determine if the
severity of obesity alters the autonomic cardiac regulation and
the cardio-respiratory coupling during sleep using spectral
analysis of HRV and respiration variability signals in patients
prior to bariatric surgery.

Methods
Subjects

Consecutive patients referred to our sleep medicine clinic for
preoperative evaluation of excessive daytime somnolence pri-
or to bariatric surgery were included in the study. In order to
classify the patients according to their level of obesity, the
following BMI grading system was implemented [12]: severe-
ly obese (BMI, 35-39.9 kg/m?), morbidly obese (BMI 40—
49.9 kg/m?), and super obese (BMI>50 kg/m?). The patients
completed a questionnaire concerning possible daily or noc-
turnal symptoms, intoxications, medication, and medical his-
tory. The inclusion criterion was the presence of a normal
electrocardiogram (ECG) during wakefulness. A group of
eutrophic subjects, who were referred with suspect of OSA,
not confirmed after polysomnography, with apnea—hypopnea
index (AHI) <5 matched for age and sex, were also included
in the present study (control group). The exclusion criteria
were previous or current cardiovascular diseases, pulmonary
disorders, diabetes mellitus, and substance abuse; patients
who were on antihypertensive treatment or had a diagnosis
of hypertension or of periodic limb movements during sleep
(PLMS) were also excluded from the study.

Signal Processing

Nocturnal polysomnographic (PSG) recordings were obtained
from all subjects. Signals were acquired using Icelera Fast-
Poli 261 (Homed, Sdo Paulo, Brazil) device and included
electroencephalogram, electro-oculogram, oronasal flow, na-
sal pressure, thoracoabdominal movement, ECG, snoring, and
body position [13]. A sleep specialist analyzed the data and

visually scored PSG recordings for sleep staging and apnea
events detection. Total sleep time, number and duration of
REM periods, and number and duration of arousals were also
measured [14].

Sleep stages, hypopneas, apneas, and arousals were scored
using the standards recommended by the American Academy
of Sleep Medicine [15]. OSA was diagnosed on the basis of
the AHI, calculated by dividing the total number of apneas
and hypopneas occurred over the whole night by the number
of hours of sleep [16]. R peaks were detected on each ECG
signal using the Pan—-Tompkins algorithm [17]. The
respirogram was extracted from each respiration signal by
sampling it in correspondence of each R peak identified in
the ECG signal [18].

HRYV Analysis

On both the tachogram and the respirogram, 5-min long
stationary and free of artifacts portions were manually selected
during wakefulness, sleep stages S2 and S3, and REM.
Autoregressive (AR) analysis was performed on each
tachogram and respiration portion to obtain an AR model to
calculate the signal power spectral density (PSD). The Akaike
Information Criterion (AIC) was used to choose the model
order and the Yule—Walker equations were implemented to
calculate the model coefficients [19]. The PSD was
decomposed into single spectral components, following the
method described in Baselli’s study [20].

Spectral components of interest were identified on the HRV
signal spectrum, namely, the power in the low frequency band
(LF, 0.04-0.15 Hz), and the power in the high frequency band
(HF, 0.15-0.4 Hz); normalized LF (LF,,) and normalized HF
(HF,,) were computed as follows:
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where PT is the total spectral power, and VLF is the power in
the very low frequency band (VLF, <0.01 Hz).

The values of the power in the LF and in the HF bands and
the LF/HF ratio were calculated for each HRV signal, while
for the respirogram, only the HF component was considered.
A bivariate analysis was conducted on the tachogram and the
respirogram portions, in order to obtain the cross-spectrum
between them. The coherence between the signals in the HF
band and the percentages of coherent and not-coherent power
between the signals were also calculated. Average values were



calculated on all subjects for LF power, HF power, LF/HF
ratio, HF band coherence, and percentage of tachogram power
coherent and not coherent with respiration.

Statistical Analysis

The results were compared using a Kruskal-Wallis one-way
analysis of variance on ranks test, with post hoc Dunn’s, in
order to identify statistically significant differences in the
tachogram LF and HF power and LF/HF ratio values, in the
respirogram HF power and in the tachogram-respirogram
coherence in the HF band during different sleep stages.

Spearman’s correlation was applied between clinical data
and HRV indices. Differences were considered significant
when p<0.05. The analyses were performed with Sigma Plot
version 11.0 (Systat Software, Germany).

Results

Sixty-five consecutive patients were evaluated prior to bariat-
ric surgery. Of these, 50 patients were referred to our sleep
clinic for preoperative evaluation. Twelve patients were ex-
cluded from the present study due to poor quality of the ECG
signal, and nine were excluded due to poor quality of the
respiration signal. The remaining 29 patients were included
in this study. Seven of them were classified as severely obese
(SO), 13 as morbidly obese (MO), and 9 as super obese
(SOP). Ten eutrophic subjects without OSA composed the
control group. Patients’ characteristics are shown in Table 1.

As expected, in our population we found higher AHI, T90,
and ODI in all obese patients when compared to controls, and
we also found a strong correlation between BMI and ODI (r=

Table 1 Patients’ characteristics: clinical and polysomnographic
parameters

Controls  Severely  Morbidly Super obese
n=10 obese n=7 obese n=13 n=9
Age (years) 39+9 41£12 37+10 38+6
Male % 2(20%) 1(14%) 6(31.5%) 5(55 %)
BMI (kg/m?) 26+3 37+1%* 43+3%* 54+3%%F
AHI (h ™) 43+2  22420%  29.7433%  62.7+35%
Basal saturation % 95.5+2 95.7+2 95.8+1 94.3+3
Mean saturation % 93.5+1.5 92.2+1.7 919+14 88.7+£2.5%
T90 (min) 345 31£35%  48+73%  174x101%7F
oDI (h™) 4+2 18+15%  26+28% 7442841

BMI body mass index, A4HI apnea hypopnea index, 790 time spent with
saturation under 90 %, ODI oxygen dessaturation index

#p<0.05, significant difference with control group; * p<0.05, Significant
difference with severely obese; ' p<0.05, significant difference with
morbidly obese

0.68) and between BMI and AHI (»=0.7) in morbidly obese
patients. The OSA stratification by BMI is presented in Table 2.

Figure 1 shows the HRV spectral indices during wakeful-
ness and different sleep stages. As expected, the control group
presented changes in the HRV indices during different stages
of'sleep with higher values of LF/HF ratio during stage S2 and
REM sleep when compared with wakefulness (p<0.5). The
same behavior did not characterize the obese patients’ HRV,
which can be interpreted with altered sympatho-vagal modu-
lation during sleep in these patients.

We observed that severely and super obese presented lower
values of LF/HF ratio and LF in the REM phase and higher
HF when compared to controls. We observed that the morbid-
ly obese group presented lower values of LF/HF ratio and LF
in sleep stage S2 and higher HF when compared to controls
(Fig. 2).

The bivariate analysis results are shown in Fig. 3. We
observed that the coherence between the tachogram and the
respirogram in the HF band progressively increases with
synchronization of sleep and decreases during REM sleep in
the control group. We could not observe the same behavior in
obese patients. Super-obese patients presented lower
percentage of tachogram power coherent with respiration
in sleep stage S3 when compared to controls and a
higher percentage of tachogram power not coherent with
respiration (p<0.05).

We also correlated the HRV indices with clinical parame-
ters, with the aim to investigate if all obese patients had the
same risks. We observed that in morbidly obese patients T90
presented a negative correlation with the LF/HF ratio and
LF,, in the REM phase (»=—0.76) and with the LF/HF ratio
and LF,, in stage S2 (r=—0.63); we observed that BMI
presented a negative correlation with the LF/HF ratio and
LF,, in stage S3 (=0.66). Super-obese patients presented a
strong negative correlation between ODI and LF/HF ratio and
LF nu in the REM phase (»=—0.88).

Discussion

Morbid obesity is associated with multiple comorbidities and
may increase perioperative risk in bariatric surgery [21-23]. A
better understanding about autonomic cardiac regulation, re-
spiratory variations, and cardio-respiratory coupling in these
patients is important to manage the pre- and postoperatory
period, since patients with OSA have been shown to have
increased preoperative risk and mortality and specific periop-
erative measures have to be taken [6, 10, 22]. The present
study was undertaken to investigate possible relationships
among severity of obesity, HRV signal and respiration vari-
ability signal during sleep and to investigate the effects of the
autonomic nervous modulation during different sleep stages in
these patients.



Table 2 OSA stratification in
obese patients

BMI'body mass index, OSA

BMI Non OSA Mild OSA Moderate OSA Severe OSA
Severely obese (35-39.9 kg/m?) 1 (15 %) 3 (42 %) - 3 (42 %)
Morbidly obese (40-49.9 kg/m?) 1.(7 %) 4 (31 %) 5(38 %) 3(23 %)
Super obese (>50 kg/m?) 1 (11 %) - — 8 (89 %)
Total (n) 3 7 5 14

obstructive sleep apnea

The main finding is that we detected an altered cardiac
autonomic regulation and an altered cardio-respiratory cou-
pling in severely, morbidly, and super-obese patients that will
be undergoing bariatric surgery, and we found a relationship
among autonomic impairment, severity of obesity, and OSA
parameters.

Obesity is the most important reversible risk factor for the
development of OSA [24], and severity of obesity is associ-
ated with severity of OSA [25]. Obesity, specifically abdom-
inal obesity, is associated with increased risk of hypertension,
diabetes, hyperlipidemia, sleep apnea, coronary heart disease,
and stroke [26, 27]. Bariatric surgery represents an alternative
treatment for obesity and has been recommended by several
authors as a way to reduce medical comorbidities and decrease
cardiovascular risk factors and OSA severity [28, 29].

In our study, all obese patients presented higher AHI, T90,
and ODI than controls, and super-obese patients presented
higher values than severely and morbidly obese patients, and
89 % of super obese were diagnosed with severe OSA. We
found a strong correlation between BMI and ODI (#=0.68)

and between BMI and AHI (»=0.7) in morbidly obese pa-
tients. The increasing severity presumes that this translates
into increasing perioperative risk with regard to airway man-
agement, postoperative airway obstruction, hypoventilation,
and apnea [30, 31]. Obesity can alter respiratory physiology
by two main mechanisms: the effect of excessive tissue on the
upper airways and on the pulmonary function and the effects
of obesity on neurologic control of upper airway and respira-
tory pump muscles [32].

Recent reports have suggested that OSA may worsen the
effect of obesity on cardio-metabolic risk and that it could
represent an additional burden on metabolic dysfunctions
associated with obesity [6, 25]. The mechanisms through
which OSA may worsen metabolism are complex. It may
trigger several pathological mediating pathways like sympa-
thetic activation, neurohumoral changes, glucose homeostasis
disruption, inflammation, and oxidative stress through chronic
intermittent hypoxia [33, 34].

In healthy subjects, we found changes in HRV indices, with
a LF power decrease during deep sleep and increase during

Fig. 1 HRV indices during a C
different sleep stages Control Group Morbidly Obese
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Fig. 2 HRV indices in obese
patients (mean+SD). a LF/HF
ratio. b LF,,. ¢ HF,, S2 stage 2,
S3 stage 3, REM rapid eye 2
movement. White bars control
group, light gray bars severely
obese, dark gray bars morbidly
obese, black bars super obese.
*p<0.05, difference with
control group
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REM sleep, suggesting a diminished sympathetic modulation
during deep sleep as compared to the wakefulness state and an
augmented sympathetic tone during the REM phase. The HF
behavior was indicative of an increased vagal drive to the
heart during deep sleep, which decreased during REM sleep.

The expected change in the sympatho-vagal balance during
sleep, which in healthy subjects markedly decreases during
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deep sleep [11], and increases during REM sleep, was not
observed in obese patients. When we analyzed sleep stages,
we observed a marked decrease in LF/HF ratio and LF,,, HRV
indices in sleep stage S2 in morbidly obese patients and
in sleep stage S3 and REM sleep in severely and super-
obese patients when compared to controls. Our results
could be explained by the fact that different degrees of

Fig. 3 Coherence between HRV a Cc
and respiration. a Coherence Coherence between tachogram and % Tachogram power not coherent with
between tachogram and respiration in HF band 105 respiration
respiration in the HF band. 09 100 - *
b Percent tachogram power 08 -
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Stage 2, S3stage 3, REMrapid eye 04 &
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visceral fat characterize patients with different BMI
values [33, 34, 36].

Obese patients did not present the same behavior as con-
trols. We could not observe differences between sleep stages
and between sleep and wakefulness in the obese patients
groups, which can be interpreted with poor sympatho-vagal
modulation during the sleep.

Obesity itself has been shown to alter autonomic activity, and
weight gain has been proved to decrease HRV [35]. Increased
adiposity has been linked to decreased sympathetic responsive-
ness [36], alteration of both sympathetic and parasympathetic
activities, and decreased isolated parasympathetic activity.

A bivariate analysis was conducted to take into account the
cardio-respiratory coupling during the different sleep stages.
The correlation between cardiac and respiratory rhythms has
been widely acknowledged [37]. The HF range of the HRV
signal coincides with the respiratory rhythm; thus, the HF
component provides information about respiration frequency
and its modulation [38].

The investigation of cardiac and respiratory synchroniza-
tion can provide useful indications about the way these sys-
tems interact. In normal subjects, the cross-spectrum between
the tachogram and the respirogram presents a more pro-
nounced peak centered in the HF band during sleep stages
S2 and S3 as compared to that of the wake state, whereas the
peak markedly decreases during REM sleep.

The peak becoming more pronounced during deep sleep
stages is indicative of a more regular respiratory rhythm,
synchronized with heart activity; the presence of a less pro-
nounced peak during REM sleep is indicative of a less regular
respiratory rhythm and a lower synchronization between res-
piration and heart activity, in line with previous studies [11].
We observed that super-obese patients presented a lower
percentage power coherent with respiration in stage S3 when
compared to controls.

Cardio-respiratory coordination during sleep changes in path-
ological conditions, as demonstrated in patients affected by
OSA [37] or sleep disordered breathing [38]. In a large cohort
study [38], which evaluated cardio-respiratory coordination dur-
ing sleep, they observed a significant reduction in phase cou-
pling in severe OSA when compared to mild and non-OSA
subjects. They also observed no effect of age and BMI on phase
coupling, but it is worth noticing that in that study the mean BMI
was 34+8. Our study, to our knowledge, is the first to investigate
cardio-respiratory coordination during sleep in severely obese
patients, and this could explain our different results.

Clinical Implications

Altered cardiac autonomic regulation and altered cardio-
respiratory coupling in patients that will be undergoing bar-
iatric surgery, quantified by polysomnographic analysis, can
add information about possible surgical risks [6, 10, 20, 22].

These analyses, together with the screening of OSA, may
provide additional diagnostic indices for this population, able
to improve not only resource allocation and management but
also to facilitate patients’ recovery by guiding medical strate-
gies [39]. Future clinical studies are necessary to evaluate
these analyses prognostic value over time and the effects of
the application of non invasive ventilation before and after
bariatric surgery and weight loss.

Limitations of the Study

As this was a retrospective study, standardization and accura-
cy may be compromised. Information regarding exercise,
dietary habits, leptin, or insulin sensitivity, all of which are
known confounders, was unavailable.

Finally, we did not have all anthropometric variables, such
as neck circumference, percentage of body fat, or waist/hip
ratio for all subjects, which could be additional information of
body composition in order to better characterize the sample
size of the present study.

Conclusions

Patients prior to bariatric surgery presented altered cardiac
autonomic regulation with lower spectral indices of HRV
and respiration variability signal in all sleep stages.

Severely, morbidly, and super-obese patients presented an
altered cardio-respiratory coupling during sleep, and these
alterations were found to be related with severity of obesity
and OSA parameters.

Acknowledgments We thank the dedicated sleep technologists and
administrative staff of the Sleep Institute of Sdo Carlos.

This study was supported by FAPESP 2009/01842-0 and CAPES
12883-12-3.

Conflict of Interest The authors have indicated no conflicts of
interest in this study.

References

1. Duran J, Esnaola S, Rubio R, et al. Obstructive sleep apnea—hypopnea
and related clinical features in a population based sample of subjects aged
30to 70 yr. Am J Respir Crit Care Med. 2001;163(3 Pt 1):685-9.



13.

14.

17.

18.

19.

20.

21.

22.

23.

. Ogden CL, Carroll MD, Curtin LR, et al. Prevalence of overweight and

obesity in the United States, 1999-2004. JAMA. 2006;295(13):1549-55.

. Romero-Corral A, Montori VM, Somers VK, et al. Association of

bodyweight with total mortality and with cardiovascular events in
coronary artery disease: a systematic review of cohort studies.
Lancet. 2006;368(9536):666-78.

. Wolk R, Somers VK. Obesity-related cardiovascular disease: implica-

tions of obstructive sleep apnea. Diab Obes Metab. 2006;8(3):250—60.

. Peppard PE, Young T, Palta M, et al. Longitudinal study of moderate

weight change and sleep disordered breathing. JAMA.. 2000;284(23):
3015-21.

. Romero-Corral A, Caples SM, Lopez-Jimenez F, et al. Interactions

between obesity and obstructive sleep apnea: implications for treat-
ment. CHEST. 2010;137(3):711-9.

. Naimark A, Cherniack RM. Compliance of the respiratory system

and its components in health and obesity. J] Appl Physiol. 1960;15:
377-82.

. Malhotra A, White DP. Obstructive sleep apnoea. Lancet.

2002;360(9328):237-45.

. Pepperell JC. Sleep apnoea syndromes and the cardiovascular sys-

tem. Clin Med. 2011;11(3):275-8.

. Batsis JA, Sarr MG, Collazo-Clavell ML, et al. Cardiovascular risk

after bariatric surgery for obesity. Am J Cardiol. 2008;102(7):930-7.

. Cabiddu R, Cerutti S, Viardot G, et al. Modulation of the sympatho-

vagal balance during sleep: frequency domain study of heart rate
variability and respiration. Front Physiol. 2012;3(45):1-10.

. Ravesloot MJL, van Maanen JP, Hilgevoord AAJ, et al. Obstructive

sleep apnea is underrecognized and underdiagnosed in patients un-
dergoing bariatric surgery. Eur Arch Otorhinolaryngol. 2012;269:
1865-71.

Bradley VV, Giallanza P. Technical review of polysomnography.
Chest. 2008;134:1310-9.

Patil SP. What every clinician should know about polysomnography.
Respir Care. 2010;55(9):1179-93.

. Redline S, Budhiraja R, Kapur V, et al. Reliability and validity of

respiratory event measurement and scoring. J Clin Sleep Med.
2012;3(2):169-200.

. Silber MH, Ancoli-Israel S, Bonnet MH, et al. The visual scoring of

sleep in adults. J Clin Sleep Med. 2007;3(2):121-13.

Pan J, Tompkins WJ. A real-time QRS detection algorithm. IEEE
Trans Biomed. 1985;32:230-6.

Cerutti, S., Marchesi, C. Advanced methods of biomedical signal
processing, chapter 11. IEEE Press Series in Biomedical Engineering.
Hoboken, NJ: Wiley; 2011.

Kay SM, Marple SL. Spectrum analysis: a modern perspective. Proc
IEEE. 1981;69:1380-429.

Baselli G, Porta A, Rimoldi O, et al. Spectral decomposition in
multichannel recordings based on multivariate parametric identifica-
tion. IEEE Trans Biomed Eng. 1997;44(11):1092—-101.

Iyer US, Koh KF, Chia NCH, et al. Perioperative risk factors in obese
patients for bariatric surgery: a Singapore experience. Singap Med J.
2011;52(2):94-9.

Weingarten TN, Flores AS, McKenzie JA, et al. Obstructive sleep
apnoea and perioperative complications in bariatric patients. Br J
Anaesth. 2011;106(1):131-9.

Flancbaum L, Belsley S. Factors affecting morbidity and mortality of
Roux-en-Y gastric bypass for clinically severe obesity: an analysis of

24.

25.

26.

27.

28.

29.

30.

3L

32.

33.

34.

35.

36.

37.

38.

39.

1,000 consecutive open cases by a single surgeon. J Gastrointest
Surg. 2007;11:500-7.

Cowan DC & Livingston E. Obstructive sleep apnoea syndrome and
weight loss: review. Sleep Disord. 2012; 2012:163296.

Gasa M, Salord N, Fortuna AM, et al. Obstructive sleep apnoea and
metabolic impairment in severe obesity. Eur Respir J. 2011;38:1089-97.
Punjabi NM, Shahar E, Redline S, et al. Sleep Heart Health Study
Investigators. Sleep disordered breathing, glucose intolerance, and
insulin resistance: the Sleep Heart Health Study. Am J Epidemiol.
2004;160(6):521-30.

Patel SR, Larkin EK, Redline S. Shared genetic basis for obstructive
sleep apnea and adiposity measures. Int J Obes (Lond). 2008;32(5):
795-800.

DeMaria EJ. Bariatric surgery for morbid obesity. N Engl J Med.
2007;356:2176-83.

Greenburg DL, Lettieri CJ, Eliasson AH. Effects of surgical weight
loss on measures of obstructive sleep apnea: a meta-analysis. Am J
Med. 2009;122:535-42.

Longitudinal Assessment of Bariatric Surgery (LABS) Consortium,
Flum DR, Belle SH, King WC, Wahed AS, Berk P, Chapman W,
Pories W, Courcoulas A, McCloskey C, Mitchell J, Patterson E,
Pomp A, Staten MA, Yanovski SZ, Thirlby R, Wolfe B.
Perioperative safety in the longitudinal assessment of bariatric
surgery. N Engl J Med 2009;361:445-54.

Isono S. Obstructive sleep apnea of obese adults: pathophysiology
and perioperative airway management. Anesthesiology. 2009;110:
908-21.

Eikermann M, Garzon-Serrano J, Kwo J, et al. Do patients with
obstructive sleep apnea have an increased risk of desaturation during
induction of anesthesia for weight loss surgery? Open Respir Med J.
2010;4:58-62.

Hoon Yi S, Lee K, Shin DG, et al. Differential association of adipos-
ity measures with heart rate variability measures in Koreans. Yonsei
Med J. 2013;54(1):55-61.

GwenWindham B, Fumagalli S, Ble A, Sollers JJ, Thayer JF, Najjar
SS, Griswold ME, Ferrucci L. The relationship between heart rate
variability and adiposity differs for central and overall adiposity. J
Obes. 2012;2012:149516.

Sjoberg N, Brinkworth GD, Wycherley TP, et al. Moderate
weight loss improves heart rate variability in overweight and
obese adults with type 2 diabetes. J Appl Physiol. 2011;110:
1060-4.

Adachi T, Sert-Kuniyoshi FH, Calvin AD, et al. Effect of weight gain
on cardiac autonomic control during wakefulness and sleep.
Hypertension. 2011;57:723-30.

Kabir MM, Dimitri H, Sanders P, et al. Cardiorespiratory phase-
coupling is reduced in patients with obstructive sleep apnea. PLoS
ONE. 2011;5:10602. doi:10.1371/journal.pone.0010602.

Kobayashi H. Does paced breathing improve the reproducibility of
heart rate variability measurements? J Physiol Anthrop. 2009;28:
225-30.

Souza CR, Mendes RG, Machado MN, Correa PR, Di Thommazo-
Luporini L, Arena R, Myers J, Pizzolato EB, Borghi-Silva A.
Predicting reintubation, prolonged mechanical ventilation and death
in post-coronary artery bypass graft surgery: a comparison between
artificial neural networks and logistic regression models. Arch Med
Sci. 2013; in press.


http://dx.doi.org/10.1371/journal.pone.0010602

	Heart Rate Variability and Cardio-respiratory Coupling During Sleep in Patients Prior to Bariatric Surgery
	Abstract
	Introduction
	Methods
	Subjects
	Signal Processing
	HRV Analysis
	Statistical Analysis

	Results
	Discussion
	Clinical Implications

	Limitations of the Study
	Conclusions
	References


