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Background
A ventricular assist device (VAD) is effective for treatment of systolic end-stage heart 
failure, and can support the patient’s blood circulation until heart transplantation [1–8]. 
In fact, patients’ 1-year survival rates were three times higher when a VAD was used 
compared to drug therapies alone [6–8]. Despite the advantages of VADs, they are not 
widely implemented because of their high cost and risk of critical failure [6–9]. Malfunc-
tions and inappropriate control of VADs can seriously damage organs and vessels; there-
fore, the outflow of VADs must be monitored to detect device failure or changes in the 
patient’s physiology [10–15].

The estimation of outflow using blood pressure sensors or motor speed has been stud-
ied; specifically, estimation according to the VAD outflow has been compared to that 
measured by an ultrasonic blood flow meter (UBF) [13–19]. The inlet blood pressure 
of the VAD has been shown to detect abnormal blood inflow; however, blood pressure 
sensors are difficult to manage for long periods because of their limited life span and 
difficulties in preventing thrombosis and fibrosis around the sensors [15, 16]. Outflow 
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Background: In this study, a new algorithm was developed for estimating the pump 
outflow of a pneumatic ventricular assist device (p-VAD). The pump outflow estima-
tion algorithm was derived from the ideal gas equation and determined the change in 
blood-sac volume of a p-VAD using two external pressure sensors.

Objectives: Based on in vitro experiments, the algorithm was revised to consider the 
effects of structural compliance caused by volume changes in an implanted unit, an air 
driveline, and the pressure difference between the sensors and the implanted unit.

Methods: In animal experiments, p-VADs were connected to the left ventricles and 
the descending aorta of three calves (70–100 kg). Their outflows were estimated using 
the new algorithm and compared to the results obtained using an ultrasonic blood 
flow meter (UBF) (TS-410, Transonic Systems Inc., Ithaca, NY, USA).

Results: The estimated and measured values had a Pearson’s correlation coefficient 
of 0.864. The pressure sensors were installed at the external controller and connected 
to the air driveline on the same side as the external actuator, which made the sensors 
easy to manage.
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estimation has been studied based on the relationship between the motor speed and 
current consumption under normal hemodynamic conditions [17–20]. However, patho-
logical changes in the patient’s physiologic state, or unexpected device failures, change 
the relationship between motor speed and current consumption. Although measure-
ment with a UBF has been used to monitor the outflow of the VAD, the large size and 
complicated management process requires improvement [10, 13].

Pulsatile VADs (p-VAD) or artificial hearts may provide more effective measurements, 
since p-VADs pulsate blood in the implanted unit with transferred air expanding the air 
pocket [2, 8, 12, 21, 22]. The internal pressure can change the volume of the air pocket 
in the implanted unit; however, the air pressure cannot be used to calculate the volume 
change without considering the air moving to and from the implanted unit [22].

Measurement of the number of molecules of air with a VAD is not possible due to the 
structural deformation that the devices cause, as well as regulation of pulsation and suc-
tion force. Instead, the air through the airline can be measured using two air pressure 
sensors [21]. The change in volume of the air pocket in the implanted unit is calculated 
according to the amount of air molecules and the internal pressure in the implanted 
unit. In this study, a new algorithm for determining the stroke volume (SV) and out-
flow of p-VADs was developed by measuring the internal pressure and the number of 
air molecules in the external unit. The data obtained using this algorithm was verified by 
in vivo and in vitro experiments.

Methods
Design of the stroke volume estimation system of a p‑VAD

The SV of a pneumatic p-VAD is determined by the expanding volume of the air pocket 
in the unit, which is driven by an external pneumatic actuator (as shown in Fig. 1) [12]. 
However, there is a major difference between the expanding air volume of the implanted 
unit and the ejected air volume from the external actuator [21]. The air pressure of the 
implanted unit depends not only on the driving force from the external unit, but also 
on the inlet and outlet blood pressures of the implantable unit [22]. The inlet and outlet 
blood pressures could be changed according to the patient’s hemodynamic conditions. 
To detect the pump SV and the expanding volume of the air pocket in an implanted unit, 
data including the number of air molecules was considered in addition to the internal 
pressure of the implanted unit, according to an ideal gas equation.

Although the number of air molecules in the air pocket could not be determined by 
the internal pressure alone, the transfer of air molecules through the air driveline could 
be measured by the differential air pressure sensor. Differential pressure can also be use-
ful to estimate the internal pressure in the implanted unit without the requirement of 
an additional sensor in the implanted unit, by considering the length of the air drive-
line. Therefore, the p-VAD system estimated SV and pump outflow with a differential 
pressure sensor (MPX2100AP; Freescale Semiconductor, Inc., Austin, TX, USA) and 
an absolute pressure sensor, which were embedded in the external actuator as shown in 
Fig. 2. The measuring points, A and B, of those pressure sensors were also located in the 
external actuator.

In this study, the LibraHeart I (LibraHeart, Inc., Jeju, Korea) was used as a p-VAD with 
a tube-shaped blood sac that was designed to reduce the region of stationary blood to 
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prevent thrombosis [12, 23]. Similar to a conventional p-VAD, the LibraHeart I has an 
external actuator and an implanted unit. The external actuator ejected air through the 
driveline. The volume of air transferred through the driveline was obtained by dividing 
the resistance between the two measured points by the differential pressure, according 
to Ohm’s law. However, because resistance according to air density, the amount of trans-
ferred air was determined using Eq. (1), which was derived from an ideal gas equation:

(1)[nA−B]
t
0 = k1PA(t)

∫ t

0

Pdiff (t)dt

Fig. 1 Variation of stroke volume (SV) according to air movement in the external driving unit. a Initial state 
volume (V’), b variation in volume according to air movement in cylinder (V’)
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nA−B: mole number of passing air molecules at A
PA(t): pressure at A
PB(t): pressure at B
Pdiff(t): difference in pressure between A and B
R: gas constant (= 62.4 × 103 cc mmHg/mol K)
k1: mole number—air pressure ratio (of air passing from A to B).
The air that passed through the driveline affected the air volume and pressure. Moreo-

ver, the driveline air changed the volume of the air pocket to that of the blood ejection 
or filling volume. To obtain the difference in air pocket volume, the internal pressure of 
the unit was measured along with the volume of transferred air. When the molecules of 
passing air were the same as that determined by Eq. (1), the internal pressure was meas-
ured using a differential pressure sensor and an absolute sensor according to Eq. (2).

PV(t): pressure at the implanted unit of the VAD
lA−V: length from A to the implanted unit of the VAD (lA−V)

(

k1 =
1

RRA−BT
,Pdiff (t) = PA(t)− PB(t)

)

(2)PV (t) = PA(t)− k2Pdiff (t)

(

k2 =
lA−V

lA−B

)

Implanted 
Unit

Air-
Driveline

③

②

④

①

Fig. 2 Configuration of the pump outflow estimation system of an external driving unit (① The mean pres-
sure sensor, ② the differential pressure sensor (A to B), ③ the airline, and ④ the actuator)
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lA−B: length from A to B
k2: length ratio between lA−V and lA−B.
The air pocket volume of the implanted unit was determined by the differential and 

absolute pressure set at A and B in Fig. 2. It is important to note that the internal pres-
sure of the implanted unit and the air driveline expand those internal volume and their 
internal volume expansion decreases the effect of air pocket expansion on SV. Equa-
tion 3 suggests that the implanted unit is deformed and expanded by the internal pres-
sure. The effective internal volume, V(t) was obtained with Eq.  4 to find the effect of 
both air pocket expansion and the expansion of structure space on the SV. The SV was 
determined as the difference between the maximum and minimum of the effective inter-
nal volume from Eq. 5. Table 1 shows the previously measured parameters and the used 
parameters for the estimation from the Eqs. 1 to 5.

In vitro and In vivo experiments for verifying the stroke volume

To evaluate the accuracy of the suggested SV estimation, a series of in vitro experiments 
were performed using a mock circulation system and compared to the results obtained 
using a UBF (Fig.  3). The probe of the UBF was positioned on the outlet tube of the 
implanted unit. A clamp was installed to adjust the blood pressure from 80 to 120 mmHg 
and, by adjusting the chamber, the peak-to-peak pressure changes were maintained at 
40  mmHg. The SV was estimated from preloads ranging from 0 to −180  mmHg and 
afterloads ranging from 0 to 180 mmHg.

In this study, LibraHeart I p-VADs were connected to three calves, whose weights 
ranged from 76 to 98 kg, and the estimates of pump outflows were compared (Fig. 4). For 
connecting the left-ventricular assist device (LVAD), a thoracotomy was used to insert a 

(3)V ′(t) = C

(

PA(t)+ PV (t)

2
− Pext

)

= C

(

2PA(t)− k2Pdiff (t)

2
− Pext

)

(

k2 =
lA−V

lA−B

)

(4)V(t) =
1

RA−B

PA(t) ∫
t
0 Pdiff (t)dt

PV (t)
− V ′(t)

(5)SV |pulse_period = [max(V (t))−min(V (t))]tt−pulse_period

Table 1 Estimation parameters and measured

(Unit) Parameters for estimation Measured parameters

RAV (mmHg s/cc) – 0.11 ± 0.01

RAB (mmHg s/cc) 0.125 (Eq. 4) 0.15 ± 0.5

lA–V (mm) – 41 ± 0.5

lA–B (mm) – 201 ± 0.5

k1 (mol/mmHg2 s) – 2.69 ± 0.05 (at 25 °C)

k2 – 5 (Eqs. 2, 3) 4.9 ± 0.05

C (cc/mmHg) 0.21 (Eq. 3) 0.3 ± 0.01
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catheter between the apex of the left ventricle and the descending aorta. For anesthesia, 
intramuscular ketamine (10 mg/kg) and inhaled isoflurane (1–2 %) were administered. 
Units were fixed to the animals’ backs and connected to the UFB probe for comparison 
to the estimated results. The inputs and outputs of implanted units were connected to 
the implanted catheter using 90 cm of Tygon tubing. The UBF probe was positioned on 
the cannula at the outlet side of the device. Following the operation, pump outflows for 
two animals were measured within 1 week due to failures in maintaining the flowme-
ter probe. The remaining animal was assessed after 3 months. The pump rate was set 
between 45 and 65 bpm and the SV of the p-VAD was maintained at 2–3 L/min.

Fig. 3 Mock circulatory system used to evaluate the pump outflow during the in vitro experiment. (① Exter-
nal driving unit, ② ultrasonic blood flow meter (UBF; TS-410, Transonic Systems Inc.) ③ pressure measure-
ment device (MP36; Biopac Inc., Daegu, Korea), ④ outlet chamber used to simulate aortic pressure, ⑤ clamp 
to simulate the resistance of systemic perfusion, ⑥ the inlet chamber to simulate the left atrial pressure, ⑦ 
the UBF (PXL Clamp flow sensor; Transonic Systems Inc.), and ⑧ the implanted unit)

Fig. 4 Short/long-term animal experiment (① the implanted unit, ② the ultrasonic sensor, ③ closed circuit 
television (CCTV), ④ the UBF, and ⑤ the external driving unit)
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Results
The results from the in vitro experiments are shown in Fig. 5. Figure 5a reveals a close 
relationship between the estimated SV and the volume measured by UBF. The preload 
was increased from 0 to −180  mmHg, with a reduction in the p-VAD outflow from 
2.42 ± 0.23 to 1.15 ± 0.17 L/min. The Pearson’s correlation coefficient for the measured 
and estimated pump outflow was 0.966. Figure 5b shows the estimated and measured 
SV, based on the afterload. As the afterload was increased from 0 to 180  mmHg, the 
pump outflow was reduced from 2.41 ± 0.19 to 1.25 ± 0.27 L/min. When the afterload 
was changed over wide ranges, the Pearson’s correlation coefficient between the meas-
ured and estimated pump outflows was 0.88. Figure 5c shows the estimated and meas-
ured SVs according to the pump rate. Pump rate was changed from 40 to 80 bpm and the 
SV changed from 1.55 ± 0.17 to 2.81 ± 0.26 L/min.

Fig. 5 Correlation between the estimated and measured pump outflow. Correlations for a the in vitro 
preload, b in vitro afterload, and c in vitro bpm are shown
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The results of the in  vivo experiment are shown in Fig.  6. A close relationship was 
observed between the measured and estimated pump outflows. To increase the preload 
and afterload, the inlet and outlet cannula on both sides of the device were clamped. The 
mean outflow of blood was maintained at 2.1 L/min until the preload and afterload were 
increased and the outflow was decreased to 0.6 L/min. For the three independent animal 
experiments, the Pearson’s correlation coefficients were 0.901, 0.878, and 0.867.

The results of the long term in vivo experiment are shown in Fig. 7. Figure 7a shows the 
estimated and measured SV during 95 days, Fig. 7b reveals a close relationship between 
the estimated SV and the measured volume using UBF and their Pearson’s correlation 
coefficient was 0.863. Figure 7c, d and e shows that the SV estimation did not changed in 
course of time.

Fig. 6 Correlation between the estimated and measured pump outflows, in vivo
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Discussion and conclusion
The estimation method suggested herein can be applied to conventional pneumatic 
p-VADs; however, it cannot be applied to the continuous rotary pumps that are primar-
ily used at present [8]. The p-VAD is currently used for children or infants, where it has 
been applied to pneumatic artificial hearts [2, 24]. Moreover, the suggested method can 
also be applied to an intracortical balloon pump (IABP) to determine any expanding of 
the volume of the balloon. Thus, the technique can improve the safety of medical devices 
that are driven by air pockets or balloons [25].

The technique described herein estimates the inner pressure of the air pocket and 
considers the load on both of the implanted devices. The previously used UBF indicated 
blood flow only and could not be used to determine the cause of abnormal flow. Fur-
thermore, while the current and motor speed could not be used to determine whether 
the abnormal findings were due to a failure of the device or hemodynamic changes in 
the patient, the estimation method presented herein determined that the device failed 
[19, 20]. In this study, errors caused by temperature changes were not observed. Dur-
ing in vitro experiments with a mock circulation system, the temperature of the mock 
system and the air pocket were between 21° and 25°. During the in vivo experiments, 
the implanted unit was attached to the animal’s back and the air tube was maintained at 
ambient temperature.

Within a closed chamber (EBE-4HW6P4C-20, ESPEC corp., Japan) of which internal 
temperature was adjusted from 5° to 40°, the correlation between the estimation SV and 
the measured was not changed. Even when the calculated effective volume V(t) in Eq. 4 
was different according to temperature changes, the SV in Eq. 5 was not changed since 
the peak-to-peak value of V(t) waveform was not affected by temperature. Within this 
temperature range, the material compliance and structural volume were not changed 
and the temperature seemed to equally affect to the air volumes and pressures of the 
air driveline near sensors and the implanted unit. When the atmospheric pressure was 
decrease from 770 to 680 mmHg, the LVAD outflow slightly decreased and the SV esti-
mation also decreased same to the measurement. If the temperature and pressure were 
out of the measuring range, the material compliance and structural space can change 
and cause the estimation error. The effects of severe temperature and pressure on mate-
rial, structure and SV estimation will be studied with an advanced chamber.

In this study, the preload and afterload to the VAD affected the SV estimation differ-
ently. In our estimations, the compliance of air drive line and implanted case was set 
a value (0.05  cc/mmHg). However, the compliance could be different according to its 
internal air pressure. When the internal pressure was higher than atmospheric pressure, 
the compliance was maintained constant value, however, when the internal pressure was 
−100 mmHg lower than atmospheric pressure, the tube structure were deformed and its 
compliance got high compliance because of the buckling phenomenon and the abnormal 

(See figure on previous page.) 
Fig. 7 Long-term in vivo experiments shown are a variations between the estimated and measured pump 
outflow over 95 days, b the correlation between the estimated and measured pump outflow, c the error rate 
during early period from 0 to 30 days after the operation, d the error rate during middle period from 31 to 
60 days and e the error rate during final period over 61 days
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bending curvature of the airline. The compliance of our structure was measured from 
200 to −100  mmHg and the compliance was rarely changed within this range. In the 
in vitro experiments that applied preload below −30 mmHg to the LVAD, temporarily 
low internal air pressure below −100 mmHg frequently had been shown in the air drive 
line and implanted case. Those unexpected compliance increase caused the error of SV 
estimation results when the preload was applied to the VAD.

The LibraHeart I p-VAD used in this study contains a tube-shaped blood sac that 
reduces stagnation, which could otherwise cause thrombogenesis in the blood sac. 
Although the VAD has a blood sac that is different to that of other pneumatic p-VADs, 
it also contains an air pocket that is driven by an external actuator. Thus, the estimation 
method that was applied to the LibraHeart I in this study can also be applied to other 
devices. The method presented herein also facilitates management of the device, since 
the data were obtained using sensors located on the external actuator.
Authors’ contributions
KSM did in vitro experiments and wrote this manuscript, HK participated in the animal experiments. CSW analyzed 
obtained data. All authors read and approved the final manuscript. All authors read and approved the final manuscript.

Author details
1 Department of Mechanical and Biomedical Engineering, College of Engineering, Kangwon National University, 192-1 
Hyoja-Dong, Chuncheon-si, South Korea. 2 Department of Cardiovascular and Thoracic Surgery, Soonchunhyang Univer-
sity Hospital, Bucheon-si, South Korea. 

Acknowledgements
This research was supported by a Grant (16172MFDS339) from the Ministry of Food and Drug Safety, awarded in 2016.

Competing interests
The authors declare that they have no competing interests.

Received: 23 March 2016   Accepted: 4 July 2016

References
 1. Slaughter MS, Singh R. The role of ventricular assist devices in advanced heart failure. Rev Esp Cardiol. 

2012;65(11):983–5.
 2. Calvaruso DF, Ocello S. Implantation of a Berlin heart as single ventricle by-pass on fontan circulation in univentricu-

lar heart failure. ASAIO. 2007;53:e1–2.
 3. Trivedi JR, Cheng A, Singh R, Williams ML, Slaughter MS. Survival on the heart transplant waiting list: impact of 

continuous flow left ventricular assist device as bridge to transplant. Ann Thorac Surg. 2009;98:830–4.
 4. Frazier OH, Myers TJ, Westaby S, Gregoric ID. Use of the Jarvik 2000 left ventricular assist system as a bridge to heart 

transplantation or as destination therapy for patients with chronic heart failure. Ann Surg. 2003;237:631–7.
 5. Kar B, Basra SS, Shah NR, Loyalka P. Percutaneous circulatory support in cardiogenic shock: interventional bridge to 

recovery. Circulation. 2012;125:1809–17.
 6. Lietz K, Long JW, Kfoury AG, Slaughter MS, Silver MA, Milano CA, Rogers JG, Naka Y, Mancini D, Miller LW. Outcomes 

of left ventricular assist device implantation as destination therapy in the post-REMATCH era: implications for patient 
selection. Circulation. 2007;116:497–505.

 7. Dembitsky WP, Tector AJ, Park S, Moskowitz AJ, Gelijns AC, Ronan NS, Piccione W Jr, Holman WL, Furukawa S, Frazier 
OH, Weinberg AD, Heatley G, Poirier VL, Damme L, Long JW. Left ventricular assist device performance with long-
term circulatory support: lessons from the REMATCH trial. Ann Thorac Surg. 2004;78(6):2123–30.

 8. Rose EA, Gelijns AC, Moskowitz AJ, Heitjan DF, Stevenson LW, Dembitsky W, Long JW, Ascheim DD, Tierney AR, 
Levitan RG, Watson JT, Ronan NS, Shapiro PA, Lazar RM, Miller LW, Gupta L, Frazier H, Desvigne-Nickens P, Oz 
MC, Poirier VL, Meier P. Long-term use of a left ventricular assist device for end-stage heart failure. N Engl J Med. 
2001;345:1435–43.

 9. Refaat M, Chemaly E, Lebeche D, Gwathmey JK, Hajjar RJ. Ventricular arrhythmias after left ventricular assist device 
implantation. Pacing Clin Electrophysiol. 2008;31:1246–52.

 10. Estep JD, Vivo RP, Cordero-Reyes AM, Bhimaraj A, Trachtenberg BH, Torre-Amione G, Chang SM, Elias B, Bruckner BA, 
Suarez EE, Loebe M. A simplified echocardiographic technique for detecting continuous-flow left ventricular assist 
device malfunction due to pump thrombosis. J Heart Lung Transplant. 2014;33:575–86.

 11. Park SM, Lee JH, Choi SW. Detection of premature ventricular contractions on a ventricular electrocardiogram for 
patients with left ventricular assist devices. Artif Organs. 2014;38(12):1040–6.



Page 12 of 12Kang et al. BioMed Eng OnLine  (2016) 15:100 

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

 12. Choi SW, Nam KW, Lim KM, Shim EB, Won YS, Woo HM, Kwak HH, Noh MR, Kim IY, Park SM. Effect of counter-pulsa-
tion control of a pulsatile left ventricular assist device on working load variations of the native heart. BioMed Eng 
OnLine. 2014;13:35.

 13. Choi SW, Park SM. Analysis of left ventricular impedance in comparison with ultrasound images. Artif Organs. 
2012;36(5):479–86.

 14. Kishimoto Y, Takewa Y, Arakawa M, Umeki A, Ando M, Nishimura T, Fujii Y, Mizuno T, Nishimura M, Tatsumi E. Develop-
ment of a novel drive mode to prevent aortic insufficiency during continuous-flow LVAD support by synchronizing 
rotational speed with heartbeat. J Artif Organs. 2013;16:129–37.

 15. AIOmari AH, Savkin AV, Karantionis DM, Lim E, Lovell NH. Non-invasive estimation of pulsatile flow and differential 
pressure in an implantable rotary blood pump for heart failure patients. Physiol Meas. 2009;30:371–86.

 16. Choi SW, Nam KW. Venous pressure regulation during pulsatile extracorporeal life support. Artif Organs. 
2008;32(10):822–7.

 17. Wakisaka Y, Okuzono Y, Taenaka Y, Chikanari K, Masuzawa T. Establishment of flow estimation for an implantable 
centrifugal blood pump. ASAIO. 1997;43:659–62.

 18. Wakisaka Y, Okuzono Y, Taenaka Y, Chikanari K, Endo S, Masuzawa T, Takano H. Development of a flow estimation and 
control system of an implantable centrifugal blood pump for circulatory assist. ASAIO. 1998;22:488–92.

 19. Pennings KA, Martina JR, Rodermans BF, Frans JR, Vosse NVD, Mol VAD, Rutten MC. Pump flow estimation from pres-
sure head and power uptake for the HeartAssist5, HeartMate II, and HeartWare VADs. ASAIO. 2013;59:420–6.

 20. Yoshizawa M, Sato T, Tanaka A, Abe K, Takeda H, Yambe T, Nitta S, Nose Y. Sensorless estimation of pressure head and 
flow of a continuous flow artificial heart based on input power and rotational speed. ASAIO. 2002;48:443–8.

 21. Kim YI, Her K, Kang SM, Choi SW. Estimation of ventricular assist device outflow with the pressures in air pressure 
line. J Biomed Eng Res. 2014;35:119–214.

 22. Kang SM, Choi SW. Blood flow and pressure evaluation for a pulsatile conduit-shaped ventricular assist device with 
structural characteristic of conduit shape. Trans Korean Soc Mech Eng B. 2009;35:1191–8.

 23. Kang SM, Her K, Choi SW. Biocompatibility evaluation of a bent-typed left ventricular assist device during long-term 
animal experiment and emergent situation. Trans Korean Soc Mech Eng B. 2014;38:739–45.

 24. Tarzia V, Braccioni F, Bortolussi G, Guratto E, Gallo M, Bottio T, Vinanello A, Gerosa G. Cardiopulmonary exercise test-
ing responses to different external portable drivers in a patient with a CardioWest total artificial heart. J Artif Organs. 
2016;19(2):188–91.

 25. Nolan TDC, Hattler BG, Federspiel WJ. Development of a balloon volume sensor for pulsating balloon catheters. 
ASAIO. 2004;50(3):225–33.


	Outflow monitoring of a pneumatic ventricular assist device using external pressure sensors
	Abstract 
	Background: 
	Objectives: 
	Methods: 
	Results: 

	Background
	Methods
	Design of the stroke volume estimation system of a p-VAD
	In vitro and In vivo experiments for verifying the stroke volume

	Results
	Discussion and conclusion
	Authors’ contributions
	References




